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PURPOSE OF TRIP

1. PVOH operations research on rural private practitioners-Workshop report on studies
and results, technical assistance to Dr Pathak, IIHMR-Jaipur.

2. WACH contracting negotiations and technical discussions for bridging
activities-Literature review and health services assessment.

BRIEF SUMMARY

Northrup provided input during the practice presentation sessions for the OR investigators from
Kurji Holy Family Hospital (Patna, Bihar) and IIHMR on May 21, and assisted them with
improving their presentations. On the next day he chaired the session on those studies,
participated in the discussion, and provided a summary global perspective on the presentations
and on the subject of efforts to improve private practitioner care. On May 26-27, he assisted
Pathak at IIHMR in Jaipur in drafting final reports and publications and in preparing for the final
survey analysis.

Regarding WACH bridging activities, Northrup met with USAID and INTRAH to review overall
progress with Dr. Goyal (IIHMR), Dr. Viswanathan (SRI), and Drs. Lalit Nath, Rajiv Bahl, and
Nita Bhandari on the literature review, and with SRI (once) and MODE (twice) regarding their
health services assessment (HSA) proposals. Significant clarification of the purposes and desired
methodologies for the HSA was achieved in preparation for the submission of revised proposals
from both firms by June 19 and 20 respectively. Northrup also met with INTRAH staff and
consultants regarding the protocol review bridging activity.

Northrup also reviewed the results of the national IMA survey on diarrhea case management with
Dr. Sobti, and prepared a draft discussion for a future publication.

DETAILED REPORT

Arriving near midnight on May 20, 1997, Northrup attended the review sessions for the private
practitioner workshop presentations on Wednesday, the following day. The presentations were
less than ideal, particularly that by Dr. Pathak (who has indeed not finished the evaluation
survey), but this made it all the better when, with some hard work Wednesday after the
presentations and later in the evening, the presenters revised and dramatically improved their
overhead transparencies and focused, improved, and cut down their presentations. As a result,
they did a much better job on Thursday for the actual workshop. Attendance at the workshop
was very good, with four MOH persons, the Ford Foundation, and a number of others in
attendance, a total about 40 persons. Northrup chaired the private practitioner session (see
agenda, Appendix A) during which the Kurji team (Sister Ann, Omprakash Verma, Dr. Mishra



from SPAA, Sarbani Chakraborty (BASICS consultant to Kurji), and Dr. Pathak (IIHMR)
presented their work and results (Appendixes B and C). Discussion was lively, including
discussion of the ethics of working with unlicenced practitioners. One may conclude that useful
dissemination of the BASICS private practitioner oriented quality improvement innovations took
place. Lots of interest in the methods, particularly our unique approach to training/behavior
change, was evident.

At the workshop, Northrup met with Dr. Neena Raina (SWACH), who had supervised a study of
reproductive tract infections which was presented. She indicated that she was planning to submit
a proposal for the HSA, its lateness was caused by a delay in the RFP reaching her. This was
confirmed subsequently by Mr. Bhutiani. Dr. Raina also described her organization's own
substantial experience with village doctors, including some experience in training them in
diarrhea treatment, with substantial success.

Later on Thursday, Northrup had a meeting with USAID and INTRAH staff to review the current
status of WACH and the WACH bridging activities. The agreement is still not signed at the state
level-this contrasts with what had been understood earlier, when BASICS had thought the
project had been approved at the state level, but was awaiting national-level approval.
Apparently the state level thinks the project and technical aspects are acceptable, but is still
arguing about using a NGO as the implementing agency. Rajani Ved reported that the MP/MOH
has now approved, in principle, the NGO idea, but is trying to put restrictions and control
measures in place so as to in essence put the NGO under the MOR's thumb. USAID is fighting
to retain a functional degree of freedom and is ready to give up the project rather than let the
government throttle it as it has the UPIFP project. A deadline has been set by USAID for
fielding the project-apparently August or September-which if not achieved, will result in the
evaporation of the project entirely. This means that signing by MP has to occur within a very
few weeks, or a timely startup will be impossible. Some sort of news should be available soon,
either a green light or a cancellation.

An updating of the list of bridging activities was apparently sent to BASICS early in May,
although Northrup had not received it prior to his departure. During the meeting this updating
memo was reviewed. Various activities were discussed and the situation, in particular on the
literature review (LR) and the HSA, etc., were reviewed. BASICS is in arrears with regard to the
preparation of an updated budget for our efforts overall and should prepare something in draft in
response to that item on the list immediately. BASICS is the only CA which has not filed its
updated budget with Rajani Ved. Overall, the meeting was positive, although recognizing the
delays in schedule which have already occurred due to the back and forth process with RFPs and
proposals for the various diagnostic activities.

Northrup met with Dr. Goyal from IIHMR. Goyal is indeed planning to submit a proposal for the
LR. Ris plans were reviewed and possible alternatives discussed.
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On Friday morning Northrup met with Stanley Musgrave and Dr. S. N. Mukherjee (an Ob/Gyn
retired professor), as well as with other INTRAH staff (Meenakshi, Rashmi, Siobhan) who are
involved in the protocol review activity, another of the bridging activities. They reviewed the
sources of protocols currently available and the format and content of the product which has been
planned. After some extensive discussion, a focused and practical format for the results was
agreed upon. In Northrup's impression, this will be a very useful exercise and will produce a
"best-compromise" set of protocols for use as standards for clinical and educational activities by
health workers in WACH.

On Friday afternoon, Northrup met with MODE (Desajh, Talwar, Sushana) and reviewed their
proposal with them. He had faxed a copy of comments to them prior to the meeting (see
Appendix D). The comments emphasized the need to have a technical medical objective
assessment of actual case management procedures, as well as in-depth interviews and focus
groups. The discussion was very positive and productive, with good evidence of understanding
and willingness to be responsive on their part. He also discussed verbally with them questions
that they had regarding their community diagnosis survey proposal.

Saturday, Northrup met with Hema Viswanathan from SRI, following preparation of comments
in writing (Appendix E). Again the meeting was characterized by good feeling and interchange,
with the strong impression on his part as to her full understanding of what BASICS wanted and
her willingness to make the effort to revise the proposal and to enlist an appropriate team of
technical experts in order to strengthen the medical assessment component of the HSA. They
agreed to a due date for the revised proposal, June 20, 1997. On the negative side, Viswanathan
noted that she is going to shift her primary responsibility to running the Bombay (Mumbai) office
of the parent commercial marketing company. She will acquire a house there, while her family
will remain in her current house in Delhi. She will continue to spend time in Delhi and to
manage SRI, but on a part-time basis only, with substantial distractions from her new
responsibilities in Bombay. There is presently no senior investigator with substantial experience
in the Delhi office at present to take over her managerial function, and she will be recruiting
someone for that role. Knowing this information, BASICS must concern itself with the question
as to whether SRI can perform at the level and scope of activities laid out in their proposal.

In the early afternoon, Saturday, Northrup met with Dr. Sobti. The survey results from the
national IMA survey on diarrhea case management practices among IMA members are now
drafted into a combination of verbiage and tables (Appendix F). The results are very interesting,
showing a generally good level of knowledge and practices relative to diarrhea and ORS among
Indian practitioners, and a clear, statistically significant improvement in the level of knowledge
related to participation in training about these topics (either the massive IMA training or other
training on the same topic). They exchanged new receipts and money as per earlier receipts. Dr.
Sobti confirmed that he will analyze the data from Madhya Pradesh practitioners for use in
planning WACH training efforts and work with the private sector.
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Later that afternoon Northrup met again with Viswanathan at SRI, along with Dr. Lalit Nath, Dr.
Nita Bhandari, and Dr. Rajiv BaW. This is the team which Hema has recruited to carry out the
child health and neonatal health portions of the LR. They reviewed a draft proposal which the
team had prepared and discussed possible variations, as well as the need for restrictions related to
a limited budget. It appears likely that they will come in with a budget which will be in the range
of $20,000 to $25,000 for the LR, an amount well in excess of what USAID has budgeted for this
activity. With the HSA, in its new, more medical character leading to a budget probably in the
$30,000 range, BASICS will have a much larger demand for the WACH field support funds than
in the past.

On Sunday, May 25, Northrup met with Stanley Musgrave to discuss the possibility of his
working with us as a local part-time technical representative to facilitate the effective and timely
completion of the bridging activities. Musgrave is quite comfortable with BASICS
characterization of his potential role, that of monitor and quality supervisor, as well as possibly to
serve as someone to pull things together into a formulation for direct application to WACH
planning after various study efforts have been completed by the contractors, whoever they may
tum out to be. He will be in Washington the morning of June 17 (Tuesday) and will be available
to meet with BASICS that morning.

On Monday morning, May 26, Northrup went to Jaipur and spent the next two days working with
Dr. Pathak and his assistant J.P. Singh at IIHMR reviewing the current draft report and
suggesting revisions and additional analyzes, planning in more detail the final assessment
household and practitioner surveys, planning a proposal to USAID for some additional funds to
complete the activities and reports (apparently there is some unconsumed PVOH budget which
might be available), and planning the preparation of papers for publication. Some comments and
draft sections were prepared in writing (Appendix G). Northrup also met with Dr. Rushikesh
Maru, the IIHMR director, to review his plans for development ofIIHMR as an institution and as
a potential resource for BASICS activities' in India. IIHMR is about to become a designated
WHO cooperating center in district management, and is also discussing with UNFPA the
possibility of a project in which a whole district would be managed by IIHMR as a model. The
institute is planning to add seven to eight faculty members in the next half year and is focusing
on having in-depth strength in the areas of health finance (three persons) and reproductive and
child health (eight persons).

On Wednesday, May 28, Northrup reviewed documents and met again with Dr. Sobti regarding
the diarrhea survey. Northrup agreed to draft a discussion and also to ask Dr. Pathak to analyze
specifically for MBBS practitioner behaviors in order to use the results to improve those
behaviors in the IMA membership. He also met a second time with MODE (Ms. Dosajh, Ms.
Sushana) and a consultant they have been negotiating with to take a leading role in the medical
component of the study, Dr. Singh, an additional professor of Community Medicine at AIIMS.
He has extensive experience and speaks knowledgeably of activities of the kind we are planning.
Ifhe is ultimately brought in to the team, he should add the skills and perspective which are
needed to transfonn the MODE proposal into the more medically oriented assessment activity
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which BASICS and MotherCare have in mind. It was agreed that their due date for submission
of the revised proposal would be June 19, 1997.

On Thursday, Northrup met with Dr. Jon Rohde and Ms. Lucia Tabor to discuss PACT-CRR
private sector work and to obtain his (Rohde's) perspective on our projected MP activities.
Northrup also spoke briefly with John Rogosch and Rekha Masilimani at USAID. Northrup
prepared his trip report from the visit and dealt with logistical complications regarding his
departure flight (delayed by seven hours). The following morning (May 30), Dr. Northrup left
for Washington.

TASKS REQUIRING FOLLOW-ON ACTION

1. Review final report on Kurji studies when submitted by Sarbani Chakraborty. Discuss
with her between June 2-6. Facilitate preparation of papers for publication.

2. Maintain contact with Dr. Pathak to facilitate timely completion of activities.

3. Support IIHMR proposal for some additional funds with Dr. Ved.

4. Draft papers for publication from IIHMR study.

5. Draft paper for publication from Sobti national diarrhea survey.

6. Respond to further analyses on MP diarrhea case management by private practitioners.

7. Send EPI protocols to INTRAH to add to the available protocols.

8. Prepare updated report for USAID on bridging activities. Submit updated budget and
financial report to USAID.
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TECHNICAL ASSISSTANCE UNIT. PVOH-II PROJECT
INDIAN INSTITUTE OF HEALTH MANAGEMENT RESEARCH. JAIPUR

TENTATlVE AGENDA FOR THE WORKSHOP ON OPERATIONS RESEARCH STUDIES
ON: MAY 22.1997
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40. MAX MULLER ROAD. NEW DELHI.
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Executive Summary

Between May 1996 and May 1997, an operations research project was undenaken to
study the shon-term effectiyeness of new health system approaches for impro\;ng child morbidity
and monalitv in rural Bihar. The studv focused on private health providers (PHPs), and stratecies... .-
for involving them in Bihar's unfinished agenda for child survival. Studies show that private
practitioners provide the buik of care in rural Bihar. and in areas where infant and child monality
rates are very high. At a time when government resources are constrained. involving private
providers in reducing the burden of disease from childhood illnesses is a cost-effective and
sustainable approach

A second and related objective of the OR study was to determine whether community­
based NGOs could function in a new role of liaison and facilitator between the community and the
p' ::viders. This would require a shift from their previous role as direct deliverers ofhealth
ser.;ces. The study was carried out by three Bihar-based non-governmental organizations (NGOs)
with technical assistance from the BASICS Project. USA, and :rTI-Th1R. Jaiour. India. The Kurii. .
Hoiy Family Hospital functioned as a suppon service organization (SSO) \vorking directly with
.. ;T.~:~:·:!:y-basedNGOs (SP,-\..-\. and ADHAR). The study was carried out in 60 villages in W~Sl

ClzamparaJI district rBeltlai1J and 50 "'illages in Dumka district of Bihar.

The first step in the research process \vas a baseline assessment in the :lI'eas chosen for the
study. A total of 600 households in Beuiah and Dumka were interviewed on topics such as
socioeconomic status. heaith status of under-five children. househoid utiiization of private he:l.ith
pro\iders I PHPsl. and matr.ers and PHPs case management practices for chiidhood iilnesses
(ARI. diarrhea and fever I. The baseiine assessment found: (i) the maiority of housenoids in the
research area have poor socioeconomic status. Oi) under-five children suffer frcrr: multiple
illnesses. panicularly ARl- fever. and AR.I~diarrhea":" fever. (iii) household utilization ofPHPs is
high (86%), (iv) mothers and PHPS penormed well on some case management practices. and
poorly on others IV) the case management practices on which they penormed poorly were closeiy
reiated to monality from childhood illnesses.

Using the results of !he baseiine assessment. interventions focusing on training PHPs,
contracting \vith them to ensure that providers practiced appropriate case management practices.
and monitoring of provider behavior were formulated. Tv.-o training seminars I diarrhea. ARI and
fever, were oruanized in Beniah and Dumka. The PHP panicipation rate at these traininu- -
seminars was greater than 500 0. Panicipation rates in Dumka were higher than in Bettiah for both
seminars. The training was :oilowed by distribution of job aids (checklists) among providers and
comracting v·,.ith them to practice targeted case management beha\;ors. \:lonitoring of provider
behavior was initiated two weeks after the contracts were compieted. and continued up to the
time of the final evaluation.

The evaluation of tr.e :raining session indicates the following: (i) the training sessions were
ver'\' weil received bv the PHPs. I ii) the diarrhea trainin!:! session chanued knowiedue of case. ~ - - -
management practices. specaily regarding the use C?r'ORS;SSS for combating dehydration tiii) the
ARl trainin\!. session was m:lch less successful at chan\!.in\!. knowied!le of how to dia\!.nose and- - - - -
treat ARI and fe\·er. (iv) the semmars have generated demand among PHPs tor additional training.
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Provider participation in contractill!! wa" high (I()O~o in both Bcttiah and Dumb).
However, in both areas, providers refilsed to adhere with selected behaviors ReflJsal was related
to provider perceptions regarding the relevflnce of the case management practices for specific
cases. For example. providers mentioned that they would not recommend continuation of
breastfeeding in cases where the mother was ill. This \vas because they believed that the mother's
viruses would enter the child's hody causing more illness. This is important information. and
percentions harbored by providers. and their effects on selective application of case management
knowldge should be given more attention in the future.

The main results of the operations research are as follows:

(a) In both Bettiah and Dumb. the interventions produced positive changes in providers
disease-specific and non disease~specific case management practices. The analysis of pre and post
intervention results for disease-specific case management practices indicate that in Dumka, which
had a higher number of ARt + fever and ARI cases. provider perfonnance on measuring
respiration with a watch or time improved significnntly (+57%) Other important ARI and fever
related case management practices on which improvement were seen in Dumka are as follows:
checking fever with a thermometer (+23%). taking the child's clothing off for examination
(+27%), and counseling mothers auout danger signs <-121%). Unfortunately, provider
performance on checking the child's chest with a stethescope for ARI cases recorded negative
changes (-40%). It is possible that providers believe that checking the chest with a stcthescope,
and measuring respiration with a watch are interchangable case management practices. In
Bettiah, where the majority of children suDered from diarrhea and fever, change was recorded in
checking fever with a thermometer (+:!7~o). feeling the abdomen (+25%), asking about the
history of diarrhea (+7%). and vomiting. (.qoo). and recommending ORS/SSS (-150~o).

(b) In both Bcttiah and Durnka, substantial positive changes were seen in non-disease specific
case management practices. Some of these practices include: asking about the history of the
illness, asking about the care given at home. counseling regarding how to administer medicine,
and types of foods and fluids to be given during the illness. In Bettiah and Dumka. 33% and 44%
improvement was seen in asking about the history of illness. (lnd asking about the care given at
home respectively. Changes were seen in all counseling practices. Statistical comparison of mean
scores for examination and counseling practices demonstrate that the differences before and after
the intervention are statistically significant «.05).

(c) Comparison of pre and post intervention results for providers participating in the
interventions with providers not participating in the interventions produced interesting results.
The results demonstrate that prm'iders who did not participate in the interventions also improved
their perfromance on most case management practices. Since the non-intervention group was is
close proximity to, and in frequent contact 'Yith providers participating in the inteventions and
CHWS, these changes are most likely attlihutrthlt' to thrse interaction. However. the providers in
the intervention group improved their perfNtmlllCe much more than did the providers in the
control group. The dim'lI.·llct·~ \\ ele 1':'1 1 'ir:l1hd" !'" ~t' fi,r i"'portant case mnnagement practices
such :1" men"ming r<,<;pir;l! i01l \\ith n '·'";1t ...h ('Ir til1l~r (f)lln"·~l). n,,':illg for the child'" immuni7.ntion
card. recomlllcnding in"1l11I1i7:~li(ln. ("r""" ,.li"" llH·t!1':I" fln Ito,.. to mhnil1i"lcl ltlt'dicillc. allll types
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of fluids to give during illness. danger signs to I(lok out for. and asking if the mother had any
questions (Bcttiah and [)umka).

(d) from thc perspcctive ofprngram l<lII11llhlioll. it is rdevallt to know ifilllplclllcrlling both
interventions together is mOl e ellcctive thall impklllcntill!! one or the othcr. Results frum 13ettiah
and Dumka indicate that providers who participatcd in both the intcrvcntions (training +
contracting) did not necessarily perform better than those pro\'iders who only' participated in the
contracting. In Durl1ka the training WClS marginCllly more ellcctivc, with providers participating in
both interventions performing better than their counterparts (only contracting) on 12 out of22
case management practices (54%) In Bcttiah, thosc who had participated in training +
contracting performed better than their counterparts on only 9 out of23 case management
practices (39%).

(e) One of the unexpected and highly positive elTects orthe interventions is provider
participation in community health activities such as health educCltion, and joint meetings \vith
CHWs to discus" strategies for il11pro\'ing cOllltl1llT1ity health Si-xty-three percent of providers in
Dumka participated in lIfahila Malldalmectings compared \\ ith 22'% in Beltiah. Provider
participation in CHW meetings in Dumka was also higher than in Bettiah (45~'o for Dumb
compared with 22% for Bettiah). In both Hettiah and Dumka. the topics most commonly
discussed by providers in IIlallila Afandal meetings include: lise ofORS during diarrhea. water
and sanitation, approaches to preventing childhood illnesses, and women' s health.

(f) Finally, results from a multivariate analysis of changes in case management scores for
selected providers and background characteristics such as education, professional qualifications
and experience did not find any of the correlations statistically significant. Additionally. the R­
square for the model was only 43% indicating that background characteristics explained less than
half of the changes in provider case management scores. The sample size for these analyzes were
very small (15 in Bcttiah and Dumb) This might have affected the vCllidity of the results
obtained from the multivariate analvsis.

Micro studies in other parts of India indicate that the profile of private providers in other
states of India matches that of private providers targeted in the OR study. Poor households in
other states of India such as Madhya Pradesh, Rajasthan and Uttar Pradash share many of the
socioeconomic characteristics of the households included in the study. These factors make the
results of the study generalizable. and replicnhle in other 5t3tC5 of India. In the direct utilization of
study results for project formulation. the follO\\ ing lessons learned from the OR study should be
taken into account:

(a) .It is important to phase activities appropriately. and allocate adequate time for each
activity. For example. there should be enough time to funy analyze the results of the haseline
assessment before designing interventions such as training seminars. This will allow program
planners to design well-targeted and cost-dlecti\'e training programs. Time should be Clllocated
for periodic process evaluation of the intervention". and modification of interventions as
necessary.
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information on the magnitude ofponr C<l'C ll1r1n;Jgement practices among providers. and the
determinants of these behaviors. t 'nderstnnding the nature of the problem, and its complexity is
closely related to formulating fc)cused interventions that will have optimal impact. In the absence
ofslIch efforts, there is a dnngcr that intetTcntions will not be cost-effective

(c) In replicating the results of the study elsewhere. the important role of the CIIWs and the
organizations to which they belong should 1,(' tnken into account Both community-hased NGGs
involved in the study htlve been workin~ in Bcttinh tlnd numb for 5-10 years The CIIWs are
known to the communities and the providers. tiS are the NGOs Therefore. the foundation on
which to implement the interventions was already present If this infrastructure is not available.
then 6 months to 12 months may be required to build the relationships before the interventions
can be successfully implemented.
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IMPROVING HEALm SERVICE DELIVERY IN Vll..LAGES BY
IMPLEMENTING A MODEL OF NElWORKING AMONG

LOCALLY AVAILABLE HEALTH PROVIDERS,
CO:MMUNITY ORGANISATIONS AND BENEFICIARIES

1.0) INTRODUCTION

Availability of qualified medical practitioners at door-step in villages is a rare

phenomenon in India. Qualified practitioners are available only at CUCs. PHCs.
i~- ... -L""''''''''' 7

private/government clinics/dispensaries. n~~~l~~rii~:_~h~~!~-(w~c~.,ra~ I, ;"""./

mo~[J_~!eJ!J~~tel)'. However, the local,\ health prmiders. which include the
.... . - .. .....

~~ts. the MPWs" the indigenous system of medicine (ISM) practitioners. the

un-q-lI~al~ifi;;-le-d"--p-..actilioners,the trained and the untrained dais are amply available at

door-steps in almost aU the Indian villages. In fact, they are the flI'St-line health

providers whom the villagers approach after failing to get cured the disease problems

through home treatments. They also act as an interface between the formal sector-. lJJ- J . ...' \ v'. .. '" ,.. \,..., ./ ..
of qualifie' praCtitioners and the consumers of medical and health services Le. the

beneficiaries. The vital role, they play in-between, is, however. neither systematised

controlle~by defJ!1lte rules an~~ations. Systematising the delivery of health
- --- ......

services byt~al service~r is essential for improving the health service

system in its totality.

The question, is how such services could be systemized so that i,s qualit)· .could be
f'r:,,- tiL L.

ensured and also its utilization could be made more effectivet./ l.J'esent operations

research study tries to answer this question by applying a model of networking

among the local health providers, the community groups and the beneficiaries at

selected villages in Rajgarh block of Churu district in Rajasthan. It also attempts

to explore the scope of utilizing a local influential private voluntary organization

(PVO) as a catalyst cum co-ordinator in the networking effort. The PVO chosen for

our study, is Bhoruka Charitable Trust (BCT), situated at Bhorugram in the

R1\jgarh block. The organization is providing various social and health services since

1962. The cr>Y;h~basic assumption in this study is that a systematically organized

medical and health iJiformation sharing through networking among all functioning

""'I, i.' BEST AVAILABLE COpy
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( \\, /.' i' health service providers and communit)' groups will belp improvement in the qualit)'

>!-. . \,-t of available medical and health services at door-step and more effective utilizatio~ _' r _

\~\' of the available service facilities. ";. .'l.; i .
i\' /' J1 iV~' I' .::,.:(,..,t..•,i.'

/
,/ ,.1, .~- J I.'~ " .•,' :I,,,1\ i ~ ," I " .. ' ')

2.0) RATIONALE ./ ." IV. r ,';' ',.;/,-"
/ )1 . ' ... I .~ ..., ....

/ '/" ,·r.
/ / ~.~':,(.I I?~

- I~ y/ ..I

While the government health providers ha\'e..its own inherent limitations in attending

to all public health problems. the voluntary and the private health pro\·iders.

including both the qualified and ;~ualified,have imm~nse scope to attend to the

public health problems that are unattended by government health prmiders. The)'

are. in fact. part of the total health s)'stem and could. be conveniently utilized as

resource facilities. available almost at door-steps in man)' village. Such facilities ar~-::"ft':"~~;­

V;~ "\ alread)' functional independently in different village!i~ What basically is abs;;~ ~ ';.~~
~ '\\'..k/:"; present in man)' situations is that th's~~~";,otworking in an organized wa) witli i :;;2,

..Y systematic links in-between. ~~organizingthe ~riv~te ~nd the \'oluntar) ..,f<7
,~.....: ......- : •• - .... :. ',I

bealth service facilities is essential to make it function ~e~:~~:,~t~?ecessar)
,f'/'- 1 " ""'''.\''

mutual understanding about certain uniform scientific norms of service pro\·ision.
;\

Methodology of organizing in this cQntex1, however. is not known. Also. it is not

known how effectively t'~~e:}:~~s;~~d be integrated \\ith the health sen'ice
,.... / ..

consumers or the community groups:representJting the consumers, so that the latter
~ ,

get the best possible service under given resource and environmental constraints.

Present stud,Y gains importance in this context. It attempts to develop a methodologJ

where a locall)' influential PVO is made to play the role of a cata1~·st cum co-
. /,.. .' '~"<'''''' ordinator in the effort of organizing the local health I!ro'\jders. aii'tt inJe~ting it~ .;1--.

.-~ , . 'v.. .'... l;r-A '''''r'') 4 r.r..... ~K·n-'17t:.'" (1{, .. ·1·...... ",,-·,.,J......
. :.. ,."':,." ,.(. functioning in consonance with the needs of the cO'nswner~\Given that the locil

..... _ " ". ....,~.l ,

c :. ,~' health providers are predominantly semi-qualified or unqualified in respect of their
.) ... 1

~ ~.

medical/health profession and the consumers seek health services more as per the

existing social beliefs and customs that the scientifically estab9shed f~ets. the
flLl.- I11...v{' ~ ."k'(.,\,:Mt~~"i~l~'I [.:'~"'::!

development of the DClC'working methodology demaBds particutar-etnphasis an

improving the quality of service and also greater utilization of the available health

services. The purpose behind involving a local influential PVO in developing and

BESTAVAILABLE COpy 'l~
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implementing the method~logy is that iris one of the most importin~\.stakeholders

in implementing major health and developmental projects in the stud)' areas. Its

services are already recognized by various local private as weD as voluntar)' health

service facilities. The villagers in the project area are also weD acquainted "ith the
'-L. fir' r

credibility of the PVO. Besides. tbe PVO has~ long term intere~t8.sustainl'~::.r ...1) 1~ Ii"'>'; 1- ':"'i -':}.·~7.i ~~r-( /:(~e /,,,,(7'1.,

the development ill the area. Additim.~tllwgllt that the PVO can as weD

supervise and monit?r impiementation-~fthe methodology quite closely? .:,~ 'I ')-£:'<-.

l~D·t.(C.',.;s ~..kH.... 1~1 (.·u... , .. , .

3.0) STIIDY OBJECTIVES

General Objective:A. ,.
,11'

ImproYing the quality of locally aYailable health care services as also the level

of its utilization by appropriate networking among the local health care

providers. the community groups and the community members.

iv)

ill)

ii)

B.• Specific Objectives:

1) Identify the ke)' health care providers (both preventive and curative)

whom the community members consult for solving the most common

health problems and~sess their service quality and utilization level.

Develop a model of information sharing through networking among

the local health care providers, the communit)' groups and the

community members by involving a locally dominant and resourceful

PVO as a catal)'st cum cuordinator. ,

Test the effectiveness of the model toward~ improving health seeking

behaviour of the community members.~~~eater info,~~tion.shari~g .: ,.J

h
' ~/ !Y~~ ..u:.

_am~~g t e. ~eholde~ better case management at home as WelL as
.. ,,.J. ~~i:( fPh~Y"'" I

fi l(('~.It~ ~"esJij"qrQct.iiiiJeFaefigdl ",,*1J'IHaHRcd ht::a.ti4.tale pi oriders and

'gre&t.eF- concern over quality of the available healtb services.

Test the effectiveness of the model in capacity building of the catalyst

cum coordinating PVO - particularly in te~s,of Organiza~On~)

motivational and educational capabilities. (/~ .c..... --f...l .(;) I . .

BEST AVAILABLEfJPPY Evaluate the feasibility of the model in a larger service area.

Ii }" I" .. '. . -- / I.r. !
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4.0) ME11l0DOLOGY //~~(
'Y..~"'''~'' J

:'.~/' .)YS)..t,¥"fi-( "//~ ~/l:~:;'7'i; '.( .)&: uL"~
i!J; I.~ ".h lJ. 7f/(?!p; ';1:£" CU (#'h&' ,c.., .... I

4.1) T~~~~...: ~(y(tl ',<.. tltfi-:i1ii% :v6f;. r '¥£'/~~-I'/
~GDiid'r:JO: :~~nageability of the ~u~witmlgJ.ven time 'and rmancl~

(5 (IP" tK' ~ -
eon:Jtt aiLnm k I l&k~ the focus of the study to ~hreemost common child

i ,''l .
health problems viz. diarrhoea, fever/malaria and respiratog probJe~/pne\lmo.nia .

......< 7/"t- )77"~~~ {"'~/J.-"
I , J ,j' t ' and also mother health problem!b' related to pregnanc)'.1t portlFmeut1cml~thiS-

17'-' 1}f-YLltM.1I,.:.1i ,jt'04~;/ l
I ri\ . .pIB&:e:t At the World Health Organization (WHO) and the UNICEF -haft alteardy

I I~

MFspecific standards for effective management oftbr three child health problems

(ref.to the document entitled "Management of Childhood Illness" by WHO Division

of Diarrhoeal and Acute Respiratory Disease Control and UNlCEF).

4.2) Study Design:

The geographical coverage of the study has been kept restricted to 60 villages in the

Rajgarh block of the Churu district in Rajasthan -- 40 under the USAID-funded

Private Voluntary Organizations for Health. Scheme-II (PVOH-Il) and 20 outside the
",

Scheme. The study design. as shown in the following table, is quasi-experimental

with 20 villages under the PVOH-I1 as control, another 20 villages under the PVOH- !.-
II as case and 20 non-PVOH-II villages as modified case.

RBSB&RCB DBS:IGR

Group of
Village. De.cription of Village. Propo.ed plan of activitie.

Al 1.2 A3

I Twenty villagee under Ba.e-line No intervention End-line
PVOH-II, taken a. .urvey .urvey
control

II Twenty village. under - do - Intervention, - do -
PVOH-II, taken ae ca.e _inly by

organi.ing number
work.hop. and
training •••• ion.

III Twenty village., .erved - do - - do - - do -
by BCT out.ide PVOH-II.
taken a. modified caee

, 1---- 'l7
4
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The main reason behind choosing a modified case group of, villages and deviating

""\\ -r~lJ ~.tUe t"AA'~~
, from the usual ~-experimental design .is to check Wither the networking

methodology, to be developed in this study, is equally effective in improving service
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~~'\-~ \)) 1
. ,<,-",1', .' jj,Y.,,;'!.,J..;

!
" 'I- I ,.fL.-/.. _f .....

I . ~,~, ~,''1 ./""'>"'7/:'Je. i.Jt,i/7,.J'-;;!~/:. .
;YIII"-(.'- -:r-. f" I • ' •

quality and usership in non-PVOH villages, t.e. the 'l'iHages that are less privileged . '.

tla.1i '7 P1,CQH....... Basically, the design is a generalization over standard quasi- ~I..lt

/~
experimental design and has much greater utility in drawing extensive conclusion. ,;~.,

-.. ..... . ~..--,
/.., ';'~~~

, .1\ 4i~,.... ..
rtl- '~.t....'e·.·'

Grouping of the villages into three categories ~3'&'e been done in such a way that "/)

--j\J- bealtb f~ties of different tY~aiJabl.?ii. ~~~up are more or less simDar to

tbos~vailable~ any of tbe otber two grou~Epidemiological. socio-economic and.. .

cultural characteristics of the villages in all three categories bave been assumed
~h /~:'n'r~'"'N similar as all belong to the same block; ha'liag.more or less uniform geographical

and socio-cultural features. GeogiaphicaJ contiguity of the villages in each group has

been maintained and the areas for all groups have been delineated in such a way that

spill over effect of intervention remains as low as possible.
...-:'-....
IXlit-~fJA.-r

4.3) Survey Design.• :. \.,LJ-
.. .. . . "\ ,-t. l..{ft .......,.;~" !

As per'the base-line surve)' report (refer to the Base-line Survey for the

Comprehensive Rural Health Development Project Under PVOH-II Scheme at

~garhTebsi1: A Report". prepared by the Indian Institute of Health Management

Research, Jaipur, December. 1992), covering the eligible couples in the age group of

15-44 years in 1000 households, the dominant causes of sickness in the PVOH-II

areas in the second half of June, 1992 were found out to be fever/malaria (16% of

the incidences of sickness), gastro-intestinal disorders (l5% of the incidences).

respiratory ailments (11"% of the incidences), diarrhoea/dy~ntn (8% of the
M-rf~"'j""')"w'1. .,

-. incidences) and measles (8% of the incidences). The reference 'period was IMt three i
. . A ~ I

I~" • .,-.
months prior to the survey,wf the total incidences of sickness. only about.r bad '

treatment from Govt. Hospital/PHC/SC and BCT bospital. I Near'; 30% bad I
/ct{f{JI.v"k -j.ne..,.,.,..,.,(" .-f jlll,)..-,.., ;-;: r'"'J~'te~.-.:. I

treatment from the_~ arpractitioners (iBdudin~JlP'ediGQ888) and 10% had
'tl ~j, ----.J

it from the chemist Shops.~Tberemaining were treated at home.
€r' ,;1--'/17 .7'.. ...,--' M ~

The report, however, could not give a realistic estimate on the percentage of

sicknesses due to pregnancy/delivery related and other gynaecological/obstetrical

problems. The percentage was reported as only 2%. This has been expected to be

'CST AVAILABLE COpy much higher, given that 97% deliveries took place at homes and 90% ofit happened

under the supervision of untrained persons. Also. it was observed in the survey that

I

I ~ ,;U l/j' / '. ('t' ,k h r. )
I / '. I.. 'I - f - - •

-·t~" /'-.1., .t"',., .....



Diarrhoea. being the rarest among the three focused child diseases. it IS decided to

choose a sample size of 52 diarrhoeal incidences from each group of villages. The

"'. reference period is taken as 15 days prior to tbe time of survey and tbe method of

sampling has been inverse sampling. Tbe formula, used for rmding out tbe sample

size is given in the Appendix. The cbosen sample size allows to ha~5%confidence

on the conclusion to be drawn on the significance of the change~be brought about

through intervention. The calculation of the sample size incorporates necessal1'

corrections, based on the assumption of 30% error due to non-response and the effect

of survey design. It has been understood that in the process of identifying the

required number of diarrhoeal incidence~ermore common disease~rocused
pr- in the study, ~ould get identified in ample numbers and drawing conclusions \\itb

95% confidence on the Change~be brought about through interventio~be

meaningful.

./

out of the total deaths~~u~d\n the two year period prior to the survey. 25%

';i'were due to unknown causes. This is indicative of tbe weakness in tbe diagnostic
c,.Ht;/i ,I, 17

. ·~·or sernce delivery. . n. -.:. ~Jv·~
~n.

).~>:A."V~ Th~ observations togetb~rgiV~imPressiOntbat rn~b1Y3~ o£lbe "":""

.it ..,~(..'J of SICknesS among tbe children are recelVlBg treatment from tbe qualified medIcal

4
-practitione~'" These practitioners include all tb~QS~~bo Iha~ f~al training in

4,.{ ft.,...l"l. fftb-rW;,v,..
-( n . • modern/ayurvediclbomeopathic system of me cin~ As per the initial

P£cJ-'. ~~ understanding of tbe c",dibility of Ibe ncr and tbe extensive services provided by

rt ~'jj-sl--l."/f~~J:{ it through involvement of tbe local people. it was tbought during preparation of tbe
0, - '" ~51 JJ.~
>IHdl/~~~#:r- stud)' proposal tbat tbe percentage could be increased to 60% through nine month

'/T)i I) 11/ ~:;rl-'- inten-ention. Accordingly, the sample size is calcUlated. .
n.;'~ j.
".~ '/1"(J/)(t ~

1k>;'~1l'~
! ~ 11 i
r

With the intention to improve the quality of services at the ante-natal and natal

stages of pregnant women, it was proposed that there would be sufficient

intervention effort for raising the percentage of births under trained supervision

from the existing 10% to 30%. This has necessitated choosing a sample of at least

21 women who are either currently pregnant or given birth (live or still) in tbe last

six months prior to the survey. from each group of the villages (the formula for

6
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1....
sample size calculation is given in tbe Appendix). The size of tbe sample bas been

worked out after incorporating necessary correction for presumed 30% error due to

Don-response and design effect.

As per tbe demographic profile of tbe study area. as brought out througb tbe

referred base-line survey, conducted in 992. it was conjectured in the proposal that

about 1550 households would have to be covered in each group of villages during

both the pre-intervention and the post-intervention surveys, so as to have the

required samples of children and mothers. It was felt essential tbat these housebolds

bad to be chosen from villages of all sizes. keeping a match with their population

'):1""i-~' ,Wd'LI ?1-/..... ~ "--1;"."'-' s£."».d.~)IT) ,,- .;,.".Lj7".' d-.)
4.4) Survey Instruments:

Tbe study objectives necessitate collection of information under two broad heads (l)

pattern of. hom-:.. management of tbe focused child and mother health/disease
___-:-:-- - ~:1 / ~~ )

.- /' ,\ problems:e.nd t.., pa~ern of management by the health service providers when they

" . "I, ,- ~'tic~·ffiel~Us~health/disease problems. While tbe information under the
•;. /~)J IY<. U"YJ r ~u J-t

'. _, .~Y . l~catego~could be ha!i by asking th~ mothers a coD!bination of ~ru~ure~~nd~
(-11 .,,'1/' ,/x"·.,.n-,'.(,¥1-!dlr-C""T\..~",,c' ll~i -lErv.l It '-tJ··~l ;f'Lr4fh

g('(""-''. ':(I-'!e un.structured questio~\theinfo_rmati~n under the.l:l~rcategory c:oUJ4 best=bebatl
. ;;r. ..'.1k..... _ ,,~:?#br:~·-l)?<t'./.r~~ry7'-

,.~ '" : ..;'~ by conducting exit interviews on tile ~used/tilrgeted health service receivers or by
. '!t' t. I I\. ml-a"';V>- I

...<: v~) r ~\ j observing directly tbe prescribing behaviour of tbe health service providers. I Both
. •f. '-..-:,1) '1(/'U1 .-

" r of these meth?ds of data collection are d.i.f:t:'~~t to implement he, as IQDit of the

rural health ser:viFJ.roviders do not havrclinics or practising.cbam~rsof .their
·1W""IIn:.f"C' ..tt-fIP: 0 /,1.<. '""/'-' ';1 /'- ~ d;,.e: "'" -Ii.. f(., j}~>f- , ';'-

own. and generally'FelDaio "")' in pro'vidlJii door-stell serVi~es. Verbal Case;Review,. /
~'/c:J c""f",""", t M.,{... '" .... t.'4t" -t'~ m"T/~.-1 'it::~~ r-' k.ef'-hfl!(lC"i&"

(VCR) method has beeD adjuagea. the. DJQ5t. SUItable JleA as-' n~dtidem!~~g

~di~hetr~e~~l'~~period,-~
,. ...... 1, ,r .. h.(,~4J,·-

I"" detail tli,- JI?lJi1Y1J1P how the cases.~ave t>een managed by the health service

providers;/.A...Je~-structuredquestionnaire ~as.~n u.sed for VCR~ ~ .." rI-'l.\ (;;
:' r:' .. ' ~:r~ /ro./j.'h,IMw l ,!""/{,;>\Tj,~~d I ....~..r;·f'~~ ,,'y-(. "'J Tl--'-
J)/~ """''' ,.i.,i-rU, .,Iv:: ~'>fe.-~ .... '/}'''l,H~~~ .

k However, it is not sUfficient to just tBlie'dqwD:the~ 'tOOl tbe·lIl.o.ttmfS. 'RI!/
I " ..;t. ,r?'1'j!wl/'K.·_~tUc·.t'Jt'Yopn..~-·{ ~ r.tJ.;r-t.... 1xt.lA-·1 ...~n is that it ~a: get bi~ed by simply the.,:~~~).)acCount anft also m~: get

aftlicted by ce~ information ga~. Thus,.il1&.,r"Nd. collected additional

information from the health service providers also with focus of the questions on the
I

I
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~~ \ 7£:a« '5 t-JiJ'~·t./~Z~ 11 bec¥#rd-" -/ J ~rl..,c:U".;) / :Xc7J~"- : .
~ " ~ '- ctt.-tr5 1- ~,vIW7~1 /V"'7i""'~ ~ ·!Nhdl7 ,J/"ll'tJ',.t·4r.'1.s/J-Tt..·.Ij.~(v~/
~ l ,( .'j",-j}: ~')/.. "''''~v<y.n1.-'" ~--#-f) d..v7 /,5';~)'-<7,. /?-r~ j d f;.. ~/-~
.~ ~ ,!/ -/1P)L' II({ J , ....]'I.? t.. YJo;tl~-Tzt.-1 /1r~)')';'-Cr.jf"""....'.) I~~': 4,j-- .,~;n·/') .
..=;~ / <;/l11r:. • ~health/disease problems of children and motbers. A semi-structured

'~.(. questioonair~das the instrument for collecting in~ation from the providers.
-1 L ~ ~K"";J-$-;&' /:.,11-/t<r....-/, .. ) T)"l~1"\ ~~~- which is basically complementary to the ~just~z:,:.

\.~ ~~

J S'. ~~ The copies of all the instruments, naInely, Schedule 1 to 7 and Scbedule 66 are

~ '\ ~, provided in the Appendix. Some more modification have been done on the schedules
,,:,\ \ r /

~
\~ to matcb the purposes of the end-lin'e~ey, WhiC.h is going olf'~ These are not.

. .. ../ L '. ""'~-h''7t'~/sMgIven here. /b) r-1t4:/Tf"",.;{p,>,\ /.. ..,
_ J J, / £/.j J' &?';d;V"l(,,~¥ . ~l- r;.,¢--...... .

ll/t:ec1 'fi;~L;VcJ 'C~ t;)f\>- - . ;..~..../ I -f, l-
I ) "1:/ /'. Sf Jc1'7?/7 /w/P' ~.I''')/J'J~,-r

........:1 .... 4.5) Proposed Model of'NetworkiDg. . r ..·.Lf,....... I-~-.J.-r-J·, ,

1",'"1" _ The BeT. which has been chosen in this stud)' as tbe catalyst cum coordinatingI r ,AI'l 'q/ ('j , 1.0-r agenC)'. has a strong contingent of Female Health Volunteers (FHVs) in the PVOH-lI

/: -,1/;f. (, t' villages. It also bas a sufficiently strong contingent of Non-Formal Educators (NFE)

c.;r,yltY and Anganwadi Workers (AW). Additionally, tbey bave a 30 bedded bospital "itb

p' :J JJt.:>( two qualified doctors. two nurses. two male health workers and one pharmacist cum
" . ""'t- f/

~;t~,plV '. tab-technician. Services to far-reach areas are provided by two medical mobile

1/)"-..t-1. unites (MMUs). The contact of the organization witb tbe ~unity takes place
l'f -n,.I'J. CvU,~h bil eli" . ..I:ft" viii tJltr-::r-h . M hil

J
' :'\' when't e mo e mes gJ.ve sel"V1~~to wuerent ages 8I'.ijIot ey orgamse a a

r.rl ii Io.:/........-rtr" v. fl..... n ..·",c ~Iov ....~...:t"{ J
. I Mandai meeting~ or interact tlirough the/~ngaD\Vadi Workers. They also have

J it... ..i'L
occasional contact witb the qualified government, private and semi-

qualified/unqualified rural private health service providers. Their interactions "ith

certain small local NGOs are quite regular. They also bave some contact witb the

gram panchayat bodies. Keeping in mind the strengtb of the NGO, tbe stud~'

attempt to see the feasibility of implementing the' networking model, sbown in

Diagram 2. It is proposed that the BCT's role in the networking will be that of a

catal),st-eum-eoordinator. Exchange of relevant information between an~' two

stakeholders in the network for improving the effectiveness, the efficiency and also

the quality of operations/functioning, is the main purpose of networking. The

diagram sbows tbe pos,sib.le di~ons of information exchange between any two..~
-rJ£/un,.» /- ' I J

stakeholders.~ one direction meanq' flow of know-bow from 01lL.
/..... 1 '-'

stakeholder to another and the opposite direction meanf flow of feed-back from the
A ......'

receiver of know-bow to the source. The two directions may also mean mutual

exchange of such information, in which botb the stakeholders are intended.
, (/~~. ! t'C·"f l • L ,' ,:
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DIAGRAM 2 : A MODEL OF NE'lWORKING AMONG TIlE
srAKEHOLDERS IN A SERVICE DELIVERY SYSTEM
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Currently, whatever networking is existent partially is neither streamlined nor

systematized to achieve some pre-designed objectives. Networking between the BeT

on one side and Female Health Volunteers (FHY), Anaganwadi Workers (AW). Non­

formal Educators (NFE). TrainedlUntrained Dai, Mahila Mandai. Small NGOs.

Rural Private Practitioners and Beneficiaries on the other side are now existent
/ir--f '. .'

partially without proper s)'stematization to achi_eve certain objectives., :~f;L/r:.-,{ ,(
I~~~'", 7k ~/'~;'l ~/t..;:r';1,-fr~~;;'J;:'TL~-:-4:·.~~·~,' .
·r-· ... ' / v '¥'Yi?:.--;.-:-~?/J-..,,:?Z1J ... ,...~
The methodology. adopted here for strengthening the networking. is involv(ng{i;e~~

,t,.,....
BCT as a catalyst-eum-coordinator in bringing all stakeholders together on a ~VV'

common platform. namell. the issues that are of common interest to all. particularl~o

the issues related to mother and child health and work out a plan of sharing relevant

information on regular basis s~·stematicany to achieve certain objectives.

:.'it; ],~')r- r!e vf~'"fl- 0 ••

j 5.0) FINDINGS

BEST AVAILABLE COpy \
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6===:d:::1 (=1=0=0=)d=(1=0=0=)=:6:=(1=0=0=)=:6:1(=1=00=)=::!==(1=0=0=):::l1...(=1=00=)===================!I11 ~
~

~ t'

.. "
~~

.""\ ..
J~'

\

)O(z..: I/''; '41 '-;it. 0 f, r: .
,'-~~r~~.

Age o Total Children ! Di••a••d Children Morbi.dity Rat. (in '000)
I (yre)I, Male 1'.-1. Overall Male 1'.-le Overall Male PUlAl. Overall!, I

I 0 '01 551 1167 I 37 21 IS n I 50 56 I(11) (11) (16) I (35) (35) (35)

I
1 4" 445 931 43 27 70 •• I 61 I 75

II
(12) (13) (13)

,
(41) (33) (37) I,

, 2 57. 562 1140 I 17 19 36 29 34

I
32

I (15) (16) (15) I (161 (24) (U) Ii

~
3 713 63. 1351 I 5 13 11 I 10

I
(18) (11) (U) (7) (6) (7)

4 '733 '04 1337 0 2 2 0 3 1
(U) (18) (11) (0) (2) (1)

5 102 ,.. 1450 1 ° l' 1 0 1

III
(20) (U) (20) (1) (0) (1)

Total 3121 3455 7376 10' 11 18'7 27 23 25

Table 5.01, 5.02 and 5.03 document the age-specific morbiditJ rates of children of

~ge ~low 5 years by sex. This with respect to the focused/targeted diseases which

occurred in the last 15 days prior to the time of survey. The tables indicate that the

children are most susceptible to the diseases at ages below 3 years. with highest
/rlr.:?~ ( .. ,'JR;L0:'-'"at..-:~ .

susceptibility aHheage g ye The diseases are reported in general more for the

male children, as is, apparent from the tables. t l12..
i
c·c:. ['1{t~'vJc:·,- t-V-~:) r"r7kr

-/I:> Ix- fA- f.ui.fr J..Lt .-rr:r'/I.v) J. !Pi,. tWa- I "-.1·~ T ,", 1·~7-7'J .t0ovqL'7'~ f.Lt.·.

() . -;/h t .. 'irW~.,r (
D.BLK 5.01 z AmI:- AJII) SU-8PJ:CD"XC .,JlB:t:D:nT Dmt '%0 DDJUUlDD" ~ '1 . 1'.1. (



.II.......
Ag. Total C1>.1l4r.D ni•••••4 Cbi14r.D .oni4i~y lI.t. C1D '0001 Ilyra)

\OY.rallMal. '_1. ::hr.rall ..1. , __1. ..1. '_1• OV.raJ.l

0 .011 5U
~ u. as

I •• 17 U 5' I
(U) CU) IU) ('0) IU)

\1 I.' US '31 40 2. •• n n 13
(U) lUI IU) IU) (U)

I
(Jl)

\ \ 1\

2 57. 512 1160 26 12 J' 41 21 31'
(151 (UI (151 (10) (16) (U)

J 7l) u. U51 17 , 21 24 16 1'.
(1.) 1111 (la) (U) (111

!
(121

I I
11

4 7JJ '01 11J7 ~ • 15 , 13 11
Cu) (181 (18) lSI (10) (11

I5 .02 IU lUO , :I , , 1. I·
(20) (UI (201 lSI 121 (I) I

I 320 I
I

'total un un '171 UI .. 3S 26 :SO I(100) (100) : (1001 11001 ! 1100) 11100) ;

Ag. 'lot.aJ. C1>.114r.D n1••aa.4 Cbi14r.D Korbi41t.y lIat..
(yra) tiD • 0001

\

Mal. 1'_1. Mal. '_1. OY.rall Kal. "_1.
1"1 1111 (", 1111

,
111)

i

II

0

I
'0' ss. U.17 21 15 4J U 27 37
(U) lUI lUI Ill) US) (7)

1 I.' 645 U1 11 11 27 11 25 2t
lUI IU) (UI (221 (25) (23)

2 i 57. sn 1.160 t 10 l' 15 10 17

··t (151 lUI (15) lU) IU) IU)
3 713 n. 1351 11 5 10 11 • U

I (10) Ill) 1181 11.1 (12) IU)
4

I
7U "I lJJ7 4 a , 5 J 4
(U) (10) Ill) III (5) (5)

5 au ". 1450 1. 0 J • 0 2
(201 1111 lao) (4) (0) J)

Total un JUS 7'" 71 'J
1100) IUD) (100) IUD) (100)

I 5.1 Health Seeking Behaviour: ,if/itt·
~ .

10

DIagram 1 depicts Ibis. behavioural aspects of7''

.. iI~'J~J. - J .I(
, , ,.' ...

·.-v~ l-
I· ; • .:-

It has been commonly observed that on facing the focused health problems. the

mother tries first of all to get it cured at home by some traditional mean or by asking

some very kno,,"'1l relatives or friends, or even by purchasing some medicines from

the nearby general stores or shops without any prescription from a practitioner. If

that fails, she consults the local practitioner(s) for help or may even continue

managing the problem at home.

motbers.

BESTAVA~ABLECOPY

.-.,
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.c! ti.f,)~""

Bot Cured

.elfr' ~., {vJ'-
I JI.-t. /;" ,t-=...-:-? {26'\)

Plow Chart on Mother'. Health Seeking Behaviour

XncicSence of Bealth Preblea

I

Diagraa 1:

I
Cured by Bc:.e IlaDage-ent

(Diarrhoea: 27'\
Pever/Malaria: 30'\
Respiratory Problems: 24'\
Pregnancy Related Problem:

Sought Help froa Practitioners

(Diarrhoea: 74\
Pever/Malaria: 82\
Respiratory Problems: 81\
Pregnancy Related Problem: 15'\)

Continued with
Heme MaDageaeDt

The practitioners, from whom the mothers seek help, are found to be locally

available private practitioners in 88% cases. The remaining practitioners are found

qualified and stationed at the near-by urban centres like Rajgarh. Shivani. Hissar

and so on. The details of these practitioners. including their practising beha'iour.

are given in the next section.
'.

5.2 Home Management of Child Health Problems:

FoUowing Table S.21 gives an idea about how long the children are normaU)'

suffering from diarrhoea, fever/malaria and respiratory problems in the stud~' area.

TABLE 5.21 : CBXLDRBIJ'S SUPPBRDlG PRe- DJ:AmUlOBA, PBVBR/IIALARIA ABO
RBSP:IRATORY PROBLBIIS (XB BO. OF DAYS)

No. of day. Diarrhoea pever/Malaria Respiratory
Problems

(n.. 187)· (n .. 220)· (n = 116)·
(\) (\) (\)

0 - 4 27 27 19

;G9" i!J;: ,b-')
5 - 9 30 29 29 L I~

10 - 14 19 17 18- _.
15 - 19 19

~f)v
23

17?
28 1 1/' .,>~

20 and above 5 4 6

• n • Total number of cases identified with particular disease or health
problem.

II
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Jr- ·1'·' '!~L:f.:f[,-J"- rid}'} .. J ~('fc('jl, /'~"'t',,:;'r''''~ tY-.-"0; Jl/J .... J;l~ v / '., /' I .-<: " /" •
/ '. I' 't: I ( r-_~ '.,. ';'< ,";:.?-'"r' f~!~'/r< /~ ii~"l~i, .....

Remark I: Duration of suffering has. been in the range ,of 0-9 day~ for near(y 50% of tlie I 7
children irrespective of the disease type. "--- .;.:: - ~ if-;..

-r--
'::'/L<. ..~:,~

Remark 2: The period of suffering has been in the range of 10-19 days for 38%
diarrhoea-affected. 40% fever/malaria-affected and 46% respiratory problem­
affected children.

, ."., / I
,. f;.,:1I1--'1v (, -(, L- /V,--::tj;+--. ..

Remark 3: ~:0.1 the standard deviatio~ of Ib;period of suffering due 10
dia , fever/malaria and respiratory problems are (9, 6.1), (9,6.7) and

( ,'" (11. 5.5>. respectively.
J?rJ~1\'l1:, '

J-"'. ,r/i'r.-({. -....: ') I ; ('J((C L'k'''- I

/~Z~ The s)'mptoms which more than 70% of the mothers noticed itt- tbeif-iliaR"hoea..

afEeetuJ eBiItIa=eR are (a) change in appetite. (b) change in daily activity, (c)

continuit~· of some symptoms like loose stools. (d) change in stool colour and (e)

cramp (ref. to Table 5.22). Danger signs such as unconsciousness or feeling sleepy.

vomitiltg, pus in stool. blood in stool have been noticed b~' the mothers in 47%. 45%.

26% and 11 % cases respectivel~'.

In the cases rever/malaria affected children, the s,mptoms which 70% or more

mothers have noticed are fever, change in appetite and change in daily activity. The

danger signs like unconsciousness, vomiting, cramp. trouble in breathing have been

observed by the mothers in 44%,29%,31 % and 23% cases respectively (ref. to Table

5.22).



TABU 5.22 : SYIIP'1'OIIS .O'1'XCBD BY 'rBB .OTSBRB C. 'l'BBIR CIIILDRBJr. SUPPBJtIJrG
nOlI DU.RRBOU. FBVBJl/ItI..I..UIA UD RBSPIJlA'1'ORY PROBLBK (DJ PBRCBIIT)

I

I
II

II

II
11
II
II
II
II
II
II
II

192S

31 15

19 13

29 18

6 43

1 1

44 22

100 60

5 7

33 81

34 80

23 56

4 2

I

-+
I
I

6

4

10

1S

26

47

11

42

45

78

71

78

\: I Type of Child Health Problema I
I Reported SymptomB Diarrhoea Malaria/Fever Respiratory I

1

I;
Problema

(n = 187) (n • 220) (n .. 116)

\:
(,) (\) (,)

Ii 1) Change in appetite 78 90 82
II

,2) Change in daily activity I 84 I 92 84
1\

,

0,

r6) Vomiting
I
I.

1!7) Pus.• in stoole

118) Blood in etool.

'J'-, 9) Onconsciouane.a/feeling
, eleepy

~.fi-
1I10)Pever

~.II,l3.)BaraChe
. ?·trmOU9hin9

I'd13)Cold & cough

!!14)'1'rOuble in breathing

1115) Other. ..

II .

-:'>
..... , ,3) Continuity in obBerved I

/ . aymptoms (eg. continuous !
loose Btools, runny noae, I

II.. etc:.)

>t;;". ~raJllP
r•. 5) Change in colour of

atoola

13

8ESTAVAILABLE COpy
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TABLB 5.23 : •.b.:ma. PUCTICBS OP KOTBBRS TO ILL CHILDREN

."'\

/ \"-\'
/ ..:... ~

Feeding practicfe of tbe m~b,eh tbey notice the s~'lIlptoms in tbeir children is

found(~in atI~~es. Table 5.23 shows that tbe children. affected

by dia~ever/malariaor respirator)' problems. are given less than usual

amount of liquid in 27%, 40% and 30% cases respectively. It bas also been observed

that the children are breast-fed with reduced frequenc~' in 22%,25% and 19% cases

of diarrhoea. fever/malaria and respiratory problems respectively.

II
Type of Child Health Problema

Feeding Practicea Diarrhoea Malaria/Fever Reapiratory

II \

Problema
II(n • 187) (n • 2201 (n = 1161

(,) (\1 ('I I
~p~~ Practica \ I IIIU~ Liquid

I
- ...---\ II\ - "r-

/" to'J

II a) Gave leaa amount 27 ~ III, I I

II
cl Gave uaua1 amount; 44 42 I 55 \

- /~/ l-II 4) Stopped : 0 \:J 0

I

1
2

'
Bre••t feeding before
111I1e•• .- ,-' -

I
,

I
I .) Brea.t feeding uaually ".. 81\

',2, 71..... ,
\'- --'

." b) Not applicable 19
v;.~ ~

,28 29 '

..? fl Bre••t feeding during \". ~~V.... .,.

II
111I1e•• I

\

I\ rr' '1 \

) I a) Increaaed frequency 10 y ." ~itJ. 8 10
II~ :rl/ '.

b) Same frequency 47 " 36 41
II!

,: ,
qg .~

c) Reduced frequency 22

'Y~
25

y~
\

II"'0 1 !
.

d) Stopped bre.at feeding 2 3 t II
Not applic~le (.}~~;r

; ../--- - -,...-. - ..,.- . e) 19 28 29
III ' -, . . . It. I... 4' D1et , Lt ... (~I' ", ...'1" S
II\

/" " -.

n Ie;' 5')(;\ .) Bre•• t feeding only
"

54 ""0

(
b) Breaat feeding " food 11/ 16/ l.' 14 --
c) Pood only 21 30 30

Y

I :t- ~I

/:21

/'9~

//
-:'/ 'I b) Gave extra amount"

/ !

/

"1
{)\/l
~.

-1
"~/j

/
'.

J.--.
/

/,)
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....._--

IFood/Milk Offered I
I Each Day I Diarrhoea Fever/Malaria Respiratory

1\I Prohlems

I (n = 187) (n '" 220) (n = 116) I

I

I
Before !

I

I Before During I During Before I During
III(\) (\) ! ('l I (\) (\) I (\)
i

I
1 0 I 1 1 3 1 I 2 II

2 I 2 18 0
.

22 3 I 25 I
i ,

I I I I I I!~! 3 I 6 22 6 24 I 10 i 27 !i

··fLl'. Infact, it become immediateh' dear from Table 5.24 tbat. iD general. the nnmber nf
~I ~'Y •

lllcjl~ Idlt ~v-"~'~ times of offering food/milk to the ill children decrease significantl)· during suffering

. {i'J ,r ').-. on account of the focused diseases. The mean and the median of the frequency of

\
~ •rJ. I, o/. offering food/milk a", fonnd to be (6,6), (5,5) and (5,s) befo", tbe occurreoce of

I\.-t..t.t', ,A I diarrhoea, fever/malaria or respiratory problem respectively. The figures come

\. ~.<;"')pJ."f down to the extent of (4,4), (4,4) and (4,3) respectively for the above quoted disease

{; ') ~\J' problems.~with what actually has been desired ideall}'. . .

{~.S?fJ~I'" j/J' ~tfV:lYJ,-/lr;·~7;;~~:/i'·T,:} £1K~~1;"'h5--j~~/-~J
:.. ~'I'f1~~r" TABLE 5 .24 : PRBQOBRCY OF OFFBKIlIO FOOD/JUU BBFORE"mID DtJR'I:RG
~ :ILL1I1BSSBS OF TBB CB:ILDIUDf.) . J: I.. ,-iy" ,, Ii Ho, of Tim.. Typ. of Child H.olth Pro.'_

I

I
I
I
I

\
/- ~I

Y Ii
'~~ r'/p; : :::::::::::: Ii

,.} ~ t·y".,,- Il,r 6 29 11 21 6 22 4 I
r~ tH~ II 7 10 4 8 2 4 1 'I
I "" l~ II 8 11 1 9 1 4 2

.~ II 9 " above 1 2 4 1 4 1 \
liF===T=o=e=.=l==1==1=00===*==1=0=0=*==1=0=0==*==1=0=0== ==10=0===l===10=0==;!!

, Home"treatment of diarrhoea. fever/malaria and respiratory problems was also not

found satisfact • For' example, ORS has been offered to the diarrhoea-affected

children in 0 y 35% instaDces~Table ~._~5). H~m~~gar­

salt and lemo - ugar solutions have been used in rnly 25% and 24% cases

respectively. In instances of fever/malaria, the mothers ~ve.tepid-~hto and

removed clothing of their children in just 23% and 17% cases respectively. Uses of

modern medicines without consulting practitioners, however, are quite high 49% in

the cases of diarrhoea, 74% in the cases of fever/malaria and 69% in the cases of

respiratory problems. Traditional medicines also are used in 32% to 39% cases.

. /1 .' I/. - / ~. ~ ~ --T - V:';:::
. 'r' /;1 1/>jf, l L,I- '/2. /~;,~ c. ill~.. ~. ~I~~} . .I .,A., /' ..

I IS -/. ,- ... (" I . /;/ <; y'. ~ • '.
J • , , ' .... -

\ t'
j • . 1 • BEST AVAILABLE COpy
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S.3 ._QlM:Drahb Management by Service Providers as pu Mother's-Accouat: ._~~j)II.""/f~

The information on disease management styles of different types of providers lias

been coUected by asking the mothers of the affected children as per VCR method.

The e~:pectation from the providers is that they would adopt a step\\ise

procedure in managing the disease problems. The steps are: (1) history taking.

(2) pb)'sical examination. (3) diagnosis and treatment and (4) giving advice or

counselling. So. the questions also are accordingly put forward to get a systematic

and sequential account on what all things have happened when the providers are

consulted. The detailed summarization in tabular form of the mothers' account in

tbis context is presented in the Appendix. The specialities of the pro\·iders.

mentioned in the tables are as per the mother's understanding. Presented below the

specific findings from these tables.

History Taking (ref. to Table At - A3 ill the Appendix)

" / ,- )!-J.,,{). , 1) Only in about 27% cases. tbe providers have asked about the

. ' ~.r..-'l'1J.._'·';·;i"j'r-' s)'DIptoms.

- .;JD ... tu.ll 2) Only in about 19 to 27% cases, the providers enquired about the

-r-''':f''!-'' treatment, provided already at home.

~ -)::.' 3) Only in about 26% cases, the providers asked at least two questions
I It....-pIfIJI. ..-
~ .<" .'#...~'(I'· on the previous treatment given.
t ·dl'ry.k~

,) IA ,,1.')1: /:(7- .Iv 4) The providers asked for the child immunization cards in 42 to 48%
I ..;J'v cb- _If.'Njttf-1

':~~~-,v:~~~~ cases.

'j"~"'" C f
....-1 omparison 0 the history taking behaviour of different types of providers

J'r"':'
does not allow to come to any dermite conclusion that the allopaths are giving

better services than the others.

B) Physical Examination (ref. to Table Bl - 86 in the Appendix)

1) Child's clothing has been removedlUfted up for examination by the

providers in about 42 t~44 ~s. . - ./ " 7<.
....J... ( 1.', / dW11'1 f..'jq'" ... :-(.·"C;.\-4·, I. 'h
-'()~(;;. ~ <.·~,ulli-

2) The providers have examiBedc=hildreD-Cnlly by tsm?WII~-in about

49% diarrhoea cases, 59% cases of fever/malaria and 59% cases of

respiratory problems.

L}O BEST AVAILABLE COpy
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3)

4)

5)

6)

7)

8)

/.:Jdl- ­
//

Examining children's abdomen is common (in about 78% cases) in .

diarrhoea. The percentages are ~54% and 60% in the cases of
~ . ·L

fever/malaria and respiratory problems. .

Feeling the temperature by touching is a common practice and has

been done in 79% cases of fever/malaria and 77% cases of respirator~'

problems. However, the temperature is measured by thermometer in

just 63% cases. The percentage of diarrhoea cases where temperature

has been felt by touching is just 54%.

Use of stethoscope is more common (in about 76% cases) when the

children suffer from respiratory problems. The percentages are 61%

and 53% in fever/malaria and diarrhoea cases respectively.

Measuring the breathing rate by making use of a watch or timer has

been reported only in 54% and 57% cases of respiratory problems and

fever/malaria respectively. The percentage has been just 38% in

diarrhoeal cases, which is quite expected.

Examination of child throat has been reported by the mothers of

respiratory problem affected children in 37% instances. The

percentages are in the range of 14 to 19% for the other two child

health problems.

Examining ears of taking weigbts are rarely done by the providers.

The collected information does not give any indication that allopathic

providers are any way better tban the other providers in doing

v.~rious necessary pbysical examinations; ratber it gives more an

impression tbat tbe providers of indigenous system of medicines (ISM)

are sometimes performing better tban the allopatb in conducting

various pbysical examinations. However, no clear conclusion is

possible here as the number cases, treated by the ISM providers are

notJarge_enough. _ /

1·­

J

,
I

j

C) Diagnosis and Treatment (ref. to Table CI-C6iD the Appendix)

Table CI-C6 in the Appendix summarise in detail bow the providers diagnose

the health problems and what sort of treatments they provide.

17 . II8EST AVAILABLE COpy II. 'j
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Jl"....
1)

2)

Classification of a health problem as mild. m~~~~1~~:;·~~~0.;-;.c:

common practice am_o:i~beproviders. For example. tbv,. I eN' found~

tbe diarrhoeal problem mild, moderate and severe in 50%. 34% and ~
. - ---- ---

6% cases respectivet}-. In the case of fever/malaria tbe corresponding
--JJ-~ "'''7 ~ ··J...H·'~~;' ,r h",./

percentages are 53%. 27% and 6~ and for th~ ~spira~OI)' problem.
• L ,...7V'-. I ':: .-.-:/. -, j 'r--/'

the percentage are 44%.29% and 10% respectively. The variation of
.. \..

these percentages among the three focused child health problems is
~~~C' ~

..q.lute leiS. It is wortb mentioning that the mothers most commonlr:.

prefer the so called allopathic providers and that might be one reason

behind the observed consistency among tbe above mentioned

percentages. , _. ' .. / ..... l'~_ ,_--;;£-
of. ·"W't)lJ.----- /~ '-~ ..-r.);r.j:/ ';-1' I'

The, types of tbe healtb problem (..has been detected in most of tbe
-~ I

cases.

3) Pills/syrup/mixtures have been prescribed in 90% diarrhoeal. 95%

-----fever/malarial and 99% respiratory problem~.aBdjtbe number of types

of such pills/syrups/mixtures have been maximum two in nearl~' 80%

cases. The number of prescribed pills has been 12 or less in about

55% cases. The average number. and t~Ddard deviation bave

been respectively (8, 6.1) for diarrh~ -K10.3)~r fe\'er/malaria
\.-.. .---

and (10, 5.8) for respiratory problem. In the cases of diarrboea. tbe,.-_._---
mothers have been 3$~ed!.oo~~~orother home

made solutions....in only 36%-~.
4) - Providers have injected some fluid in 48% to 54% cases of diarrboea.!'vj fever/malaria and respiratory problem. -The average nUmber of

--, , "tiV'"t iJljeclion bas been unit)' and tbe variation in tbe number ~r iJUecli~
/ tV 'v • vir"} . .r" , from one.targeted, h~t~ problem to1another,bas.~n q~te. lo~\" _." I d

/ ~~.t viii v.' 'l-li-)~JJI:';~ !f~r·lh-M- ftlk,;.,NtJ!i:',-} "/~£t1·l-1 ,. ~.~
'~12j/~~~~I..(· /lv6,).(r k/,-,,-i~-'<l-C:17-r:-'\./J;~1.L-f/IH''''''~.I<Vs~rr- j.-fi.. ../.:;L1-.~C~.i.. •

./~ ¥ .rvty ~I ~. The allopathic and the ISM service providers are tending to prescribe

'ii /ir'~~ ...r)Jv~·1 /' ;.-l. 13 or more pills more frequeody than the other service pro\iders.

·I~.)$~.(t~~r The percentages of cases of diarrhoea, fever/malaria and respiratory

.)vtt '......... problem for which 13 or more pills have been prescribed b~' the

F,1 )jl, allopathic providers are 22%, 28% and 29% respectively. It might be
.~ -
1 because they are treating the more serious health problems. However,
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5)

7)

6)

it is interesting to note that the providers who are neither allopathic

nor ISM are administering 2 or more injections in 46 or more

percentage of targeted health problems.

D) Advic:elCollns..Jlh~ (ref to Table DI-D6 in the AppeudiI)

Types of advice/counselling from the side of the service providers to the

mothers of the affected children are given in Table DI-1>6 in the Appendix.

1) Method of administering medicines has been mentioned by the

providers in 84% cases or more of the three targeted diseases.

2) The mothers of the suffering children have been asked to keep watch

on the danger signs in not more than 9% cases.

3) The time to come for follow-up has been communicated to the mothers

only in 14% cases of respiratory problem. For the other two diseases.

the percentages were approximately 25%.

4) Regarding the desired diet, the providers have not mentioned anything

in 49% cases of diarrhoea, 51 % cases of fe\'er/malaria and 59% cases

of respirator)' problem.

Counselling in favour of breast-feeding has been done by the providers

in about 69% cases of diarrhoea, 55% cases of fever/malaria and 50%

cases of respiratory problem.

The providers have recommended/offered immunisation in 50% cases

of diarrhoea, 45% cases of fever/malaria and 43% cases of respiratol1'

problem. .' ;v~ ./-,\ ./. ll4ttkV't~M ,. r---/2IPJ//..--, -, v 71/<- ~Lt, .."-'
-~v lhe providers ica'e mentioneda~ preventive steps.ltJ be

taken for the future.

1

8) The mothers of the diarrhoea-affected children have been rarely (onl)'

in 1% cases) advised to refrain from using anti-biotics unless there is

blood or mucus in the stool.

AUopatbic service providers 1J~ in general seemed to be taking greater

care while advising/counselling the mothers. However, this can onl)'

be conclusively claimed if there are much information available on the

advising/counselling pattern of the ISM and the other locally available

service providers.

19
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5.4) Pregnancy Related Problems:

•

The focus here is only in sudi' pregnancy related problems which are faced either at
/

the antenatal or at the nat31 stages of pregnant women. The problems are only
I

perceived so and largely not validated by any qualified practitioners. To have

information on it, all th~se married women have been considered in the age group
,

of 13-49 years who~.eiQ1erpregnant during the surveyor have given birth

(live or still~~~t)~DthSp~or to the time of survey. A sample of 82 such

women have beeD inten1ewed from the three groups of villages. Following table

shows that age distribution and the age-specific morbidity rates of women having

pregnancy related problems in the antenatal and natal stages. The problems are

reported mainly (in about 72% cases) from the age group of 18 to 24 years and the

morbidity rates for the two age-groups 18-19 yrs. and 20-24 yrs. are the same 24. \?~""rP
-.. \ ~ \'_. " ~ ...

Table 5.41 : Age Distribution and Age-specific Morbidity Rates of We:-en I
baving Pregnancy Related Probleas in the Ante-natal and natal stage/?-

I __ r·~.I~"'" ,/ ./
Age group Total Married; Total Married ,KOrb~~~y-. I
(yrs.l Women Wo~en:w;_th '-==---- Rate .'

No. (\) .P2:'egnancy Related (per, lOOOI)'-£' 'o(ir:
Problems

r-.H&r-~'r'- --1 ;. }t: c:~(~ ~ .!',. ll' ,

.
\

13-17
18-19
20-24
25-29
30-34
35-39
40·44
45-49

Total

722(10.0)
615 (8.5)

1832(25.3)
1501(20.8)

985(13.6)
732(10.1)
490 (6.8)
353 (4.9)

7230 (100.0)

5 (6.1) \
15 (18-.3)
44 (53.6) \
10 (12.2) \

4 (4.9)
4 (4.9)- (-)- (-)

7 i

24 ~r
24

7
4
5
--

11
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Home Management of PregnancyR~ PrOblems:

... t.''-. "~l-d:-~.1t\.!;..;. \;.;'>---j. 'J ~'

The most common complication wbiC~ 56% women (who have been mostly in the

pregnancy stage) have reported is fre,uent or persistent pain in the abdomen. The

second most common complication is \peated vomiting, reported by 50% women

(who have been mostly in the pregnanc~ stage). The other reported complications

have been nausea, shivering, weakness, swelling in legs, waist pain and blood

deficiency. In about 86% cases. the duktion of suffering from above mentioned

complication has been less than six mont~, mostly in a period of 3 months or less

duration.



In about 65% cases, the women have consulted senior family members. 50% of whom

are either mother-in-Iaws or o~ mothers. The fIrSt senior famil)' member. they

have preferred to contact has been the mother-in-Iaws (in 40% cases). Own mother

has been the second preferred person (in about 8% cases). In 14% cases. women are

advised to consult some doctor, in 23% cases, some herbal treatments have been

suggested by the senior family members. Various other suggestions/advice such as

(I) taking good food and remain cheerful (2) purchase medicine from general stores,

(3) taking sufficient food and also doing less work and so on, have been given by

other family members',i' . " ~ t d· _iiL-i~/r~, :\.. /w? ~~
I --I -'}/v-J. 14~~~~r~~ ;J

... vrl (J It ------- ,v'JAt"~ -

", . ,/v (subseqUent to gettinf~dvice from tbe ;eni~~ ramil~me~bers,24~ ~':'e consulted

L~,}// ( doctors and 14% have take~_ ~~~~~_lDedic~-Others have either purchased

r/ . medicines~n theirown or consulted a nurse or started taking sufficient food. Nearl)'

8% have not done anything. The percentage of the women who have got their

problem cured by herbal treatment has been 16%. Similar percentage have been

cured b)' the doctors. Another 4% women have got their problems solved b)' taking

sufficient nourishing food. The remaining women have not got their problem solved.
".

About 38% of the targeted women who could not get their problems solved, however,

have opined that it could be solved through proper treatment. Others think that

there is no solution to it. The basic on which 61 % of the women opined positively,

is the knowledge they have from their relatives and neighbours. Forty one per ceot

have, in fact, contacted the relatives or the neighbours outside home already, and

38% have gone one,mp ahead and cootacted the doctors, available at nearb)' urban

centres like Hisar, R1\jgarh, Sidhmukh aod so 00. The duration of treatment has

ranged from 5 days to 15 days. Two women (about 6% of the women who could not

get their problems solved inside their bomes), however, have not been in a position

to consult doctors either on economic grounds or due to resistance from family.

There are another 35% women. having opinion that their problems could be solved,

who have not consulted any relative/neighbour/doctor. They think tbat tbe problems

would be solved after delivering bahies.

11
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5.6) Mother HeaItb Management by Health Service Providers as per Mothers' Acmunt:

Findings on t~e bome management pattern of pregnancy related problems indicate

tbat only about 15% of tbe motbers, baving problems at tbe antenatal and natal

stages, seek help from the service providers. This amounts to only 12 out or the total

82 mothers who have been identified as having serious pregnancy related problems.

The number being very small. DO specific investigations bave been made on what

kind of medical treatments these mother have had from the health providers.

Instead. all 82 mothers are asked to state in detail whatever services they had during

their pregnancy and/or delivery.

Specific Fmdings:

1) Following gives tbe prorIle of the providers whom the targeted motbers bave
contacted for ANC.

.D......

Provider Type Pen:ent of Women
(n=82)

a) Allopathic qualified practitioners 40%
(Private and Government both)

b) Indigenous S)'stem of Medicine 1%
practitioners (Private and Government both)

c) AW Staff. FHV. Trained Dai, ANM/LHV 1%

d) Local untrained practitioners, local 11%
untrained dai

e) None 47%

About 47% mothers have not contacted anyone for ANC. Also. it is

interesting to note that the mothers are even contacting the untrained local

practitioners and the untrained dais.

2) Those who have not contacted anyone are found mostly (in 97% cases) not

knowing the importance of ANC.
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3) About 49% (40 in number) of the targeted mothers have been found either in

the last month of pregnancy or already delivered babies. Among them. just

47% have contacted doctor, nurse or trained dai in the last month of

pregnancy.

FoUowing gives an account of the ANC check-ups. done on the mothers..(40
.. ~..,c-... ...t-J'I"""f>Ji tf

~ number) who hB.t~ in the last month of pregnancy,....i·' 7u..- {/ ~.

-ifwi-' 'S';l.J2"-c 1
Percentage of Mothers

43

b) Height got measured 10

c) Blood pressure got measured 53

d) Blood got examined 70

e) Urine got tested 65

f) Abdomen got measured 17

g) Sound of foetus heard 05

h) Position of baby got determined 23

i) Internal examination got done 05

/ . 'f..f'). 5) Antenatal servia:~vided to the above mentioned mothers are the

i \i'''/_--::fO:--U--:O\\_in~g_: --:::__--:::-=---:-- _

'/ Service Name Percentage of Receivers

a)

b)

c)

d)

e)

f)

Check-up card

Iron tablet

11 injection

Advice on getting delivery operation

done from a hospital

Advice on diet

Information on the danger signs

23

57

77

87

20

SO

18

BEST AVAILABLE COpy



.D......
Service Name Percentage of Receivers

g)

b)

i)

j)

Advice on breast feeding

Immunisation of children

Counselling on family planning

Post-natal care

28

35

18

13

6) Advice on getting delivery operation done under the supervision of a trained

dai. a nurse and/or a doctor has been given to a mother only in 18% cases.

7) Problems. faced,bY-El mothers during deliv~g the babieS'~ have been the .,\

! rt'- (' Ii n' ,- -'. .../'. -~ fVv~'"
, i. J A ~ 0 O"lng: , ~ " - I ., " 'ft~ .:'::,'1 it< J ,
"~I) ,'t"',f "'/.(..-il" YI . 4"~,,,~';/I)..,"..l'v-'l,--t-c,.t"V"'A';-1"7r..,..'y''IP/' .' :v .,..... t,"' I 't.-.! ...,. ... ,fo:.-t7j,-f ...... , . I 'f~ , /'
~. " .A (,...- • , ; "

/,1\" 7/
,/ ~ ~ '{f & Problem Percent of mothers

; '.I I who faced the problem,

a) Vaginal bleeding 55%

b) Convulsion. but \\itbout fever 20%

c) Swelling on legs, body, face 15%

d) High fever/trouble in urination 25%

e) Jaundice 10%

0 High Blood Pressure 05%

g) Anaemia 40%

.,' ~i_ /
.' i" '1,(- 24
.------.:----:
~ BEST AVAILABLE COpy

8) Deliveries (20 in number) conducted at home. at nurS'ing home and at private

hospital have been 85%, 10% and 5% respectively. These are done by

untrained dai in 48% cases, by local or visiting qualified practitioner in 24%

cases and by local untrained practitioner in 12% cases.

,v:?> C5!abour pain in 85% cases, excessive bleeding in 55% cases, convulsion

. .. ¥ A in 15% cases and cuts in the vagm·at passage in 15% cases have heen the most
I 1':r::J <

: ~ \v. oJ. ';~/,,;tl < ,.,1 remembered experiences of the mothers who have delivered babies in the last,.!' ~j'oI ,tt.,
: : l \ '(r-' six months.
( • </,.
\ j' .)\,/"
1 " '.,



10) Following table gives how safely the delivery operations have been conducted:

Percent of Cases where DoDe

I) Advising mothers regarding the importance of main-
'j' .t~~eanliness in the post-na~ peri~.d . .'-

\

--I.J'I-' : mlJ_~edi~-feeding0:-r¢~J 'A:NV!F,iMJ,)j",Vir'"'' nJ AaVlSlng on bow to keep new lion. healtby

i)

ii)

iii)

Sterilisation of needle.
scissors, blade. etc.

a) Cleaning the place of delivery
b) Cleaning the hands of delivering person
c) Using cleaned cloth
d) Using sterilized threads

a) Taking history
b) Examining fuU.~.&.keepin..£ watch ~r.Dughoutdelivery
c) Helping in~r~' . ~'I ~.?-i1-5 ~~lC-~
d) Helping in completion of tbe delivery
e) Taking help of a gynae to bandle better

an emergency situation
oT~ng ~e cord at two places and

.siiaPp~by a blade or scissor, .,',
gn-alffiig out the placenta b1 r./td .
b) Taking full care of the new born after birth
i) Examining the new born
j) Applying antibiotic or silver nitrate

cream on tbe eyes of new bom
k) Administering BCG or Zero Polio

70%

95%
85%
100%
50%

40%
65%
75%
90%

'15%

60%
55%
45%
65%

0% j
25%

15%
25%
40%

11) About 95% of the mothers have not contacted any trained dai, nurse~ ,

qualified doctor in tbe post-natal period. The)', infact.~~t told about~

importance....e11.h,~\ Ii" 1>~"'" .

5.7 Management of the Focused Health Problems as per Health Service Providers

Acx:ount:

All the health service providers, available locally in the three groups of villages, have
•

been interviewed witb particular emphasis on the focused health problems. These

providers have been classified as per tbeir speciality and training status. Table 5.71

presents the summary of this dassification.U gives the total number of practitioners

BESTAI/.
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who are providing services to the three groups of villages. This includes those (81 in

number) who have been covered under this survey, those who appear additionally

in the BeT list and also those who names and other detail have been quoted by the

mothers in the three groups. The figures in the brackets indicate the number of those

who have been trained under the current project. By this term "trained earlier". it

is meant that training in formal or informal way has already been had before

starting of the current project. Thus about 20% of the total available providers have

already some rormal or informal training. The percentage went up to 36%

subsequent to the current intervention. In fact, 65% of the total trained under the

current project have attended training at least on two days. It is noteworthy that

about 76% of the practitioners have practiced allopathy at sOme point of time or

other.
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Practice type and Number or Providers (Trained under project) Total
training background (Trained

Control Care Modif"Jed Case under
Project)

Allopath

i) .Trained earlier - 6 (3) 10 (4) 16 (7)
ii) Untrained 23 (I) 22 (7) 15'(10) 60 (18)
iii) Not known - - - -
Total 23 (I) 28 (10) 25 (14) 76 (25)

AIIopa~
..

i) Trained earlier I 1 2 4
Ii) Untrained 3 (2) 5 (3) 13 (11) 21 (16)
iii) Not known - - - -
Total 4 (2) 6 (3) IS (II) 25 (16)

ISM .

l) Trained earlier - - 3 (I) 3 (I)
ii) Untrained 2 8 (4) 3 .. 13 (4)
iii) Not known - - - -
Total 2 8 (4) 6 (1) 16 (5)

Others

i) Trained earlier - - - -
ii) Untrained 5 2 9 (2) 16 (2)
iii) Not known

.,

- - - .
Total 5 2 9 (2) 16 (2)

Grand Total 34 (3) 44 (17) S5 (28) 133 (48)

..'rh ,( Follows the PrQviders' ac~ouDt o~ ma~agemeDtof the three! targete~ ,child health

~ [f rMIP1r problems. ({-rf''',.A t:·I/L".·t=-'(>..........J.j;!/z'C.,.~~~ V'[~.
I~ ,.-/L,/; A) Dianboea~eot:&\~11F' trJ .i. f,'1'" .v-l /1 /"y;~ ll4-~ ~ ~\1lL'4.../'\ foe •

11''' . JV"~~). .~ Al) Tfi~ tbm most unportant causes behind occurrence of diarrhoea, in

¥-' l1tlll ,;J ~.~~ decreasing order of importance, are (I) drinking poUuted water, (2)

.! i~~ 1~~~.· ~\i-V . eating stale rood and (3) bot _r. as opiDed by 62%. 45% aod

rll'if I,~ 10% provi.........pecti.e1y. II'It ( /; .' If //(, ~ .
\ : I, i \'fo'\ xl?, , /, 27-';"" J': I )

r I......, ! ....• ! -'.,' . (' '/....I ' J I).• - ....
('\1\ ) •.••••• '.., ...... ~ (BESTIJ.VAILABLE
-J / " I '-' ,.sw . COpyr" .' ... "./ I~( .j (' >,



Al)

")
,. ,<,-",.) ~V'l i..-, I

~
, / .:", '

'. iof'\ CI)''\.\ .' ~ .J- \

The queries, made" usuaUy by tbe providers for history taking are

l) duration of diarrboea

1) frequency of passing stool

3) colour of stool

4) food taken earlier

S) whether vomiting . __
--...:::

and these are based on the opiniow6l 55%,48%,38%,24% and 17% '-,

providers respectively. ~----

Jl.....

3.

%.

A3) The three most important reasons wby tbese queries are made. are

1) to find out tbe causes behind diarrhoea (mentioned by 31%

providers),

to find out tbe causes as weD as to give rigbt treatment to tbe

diarrboea patients (mentioned by 31% providers)

to rmd out the level of seriousness of the diarrhoeal problem

The five most important"signs symptoms which the vroviders look for

particularly to distinguish a severe case of diarrhoea from a mild or

a moderate one are :

(mentioned by 17% providers).
~ I, . 1.1' .

..~-Jf/~- (~~!--{ "u:/" '--'
Physical examinations are done on abdomen (in 76% cases). eye (in

/l --"" - ",
38% cases)~~dy temperature'(in 31% cases), tongue (in 27% cases),---"skin pinch (in 14% eases), pulse rate (in 10% cases), face skin (in 10%

I
) . .

cases).) l' ~L1i-jIJ1"'1'-'(..'/'l....? I ....../~r -f; ''e~L_( ;
/ ~_d .J U .
~ ,;,._ .. ,-.:. I}-:- _ '-~ (.j

1. frequent passing of stools, mentioned by 31% providers,

%. blood/pus in stool, mentioned by 14% providers

3. unconsciousness, mentioned by 14% providers,

4. sunken eyes, mentioned by 10% providers,

S. shape/colour of stOol, mentioned by 10% providers.

~/ [" y'1"*,,,i "i .. ~(L./ {iJ.'J
~ A provider auerittfon an average ",.2 mild, 6 moderate and 1severe

cases of diarrhoea in a montb., /~''1:( ..11 /,·~.!'L""I·J t., .

A4)
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A6) The advice which a provider most commonly gives to a mother of

diarrhoea affected chUd are;

1.

1.

3.

4.

5.

give ORS frequently (mentioned by 31% providers)~

give water as mucJ1r: possible (mentioned by 14% providers)

maintain regu1a~ In giving medicine (mentioned by 11 %

providers)

maintain cleanliness (mentioned by 11% providers),

give light food (mentioned by 17% providers).

. '.

duration of fever,

whether fever with shocks.

type of food/drink taken

whether cough is there

whether fever with cold,

whether there is vomiting.

1.

2.

3.

4.

5.

6.

providers respectively.

The queries, made usually by the providing for history taking are;82)

A7) The signs/symptoms/situation wbich Dlake the providers refer the

cases of child diarrhoea to more able/qualified providers are;

1. frequent passing of stool (mentioned by 41 % providers), ..

1. unconsciousness (mentioned by about 34% providers),

3. dehydration (mentioned by 21 % providers),

4. non-response to treatment (mentioned by 21% providers).

5. sunken eyes (mentioned by 14% providers).

. '(',~ an(, average, a provider refers diarrhoea cases to moh!
\- .r.le D IOIl!\Lh

~/;;~ L ...L. \t' _*,ff{ ""a'ble/qualified providers., ., . .

~'I-£.~. \~I"'- (,(.L t,r~n-YIIJ-~1'(;f.(,Vttk: ~ f''''I,,,L
,Bl t-..' Fey~rlMaIaria Management:
\\'1' \A'\,..("t\.....rv~

r" B1) The three most important causes behind occurrence of fever/malaria.

in decreasing order of importance. are (1) mosquito bite, (2) drinking

polluted water and (3) cold, as opined "by 33%, 22% and 16%

and these are based on the opinion of62%~ 29%~ 24%, 18%, 15% and

15% providers respectively.

29
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B3)

84)

The three most important reason why these queries are made are:

1. for finding out reasons behind temperature (mentioned by 44%

providers),

2. for correct diagnosis (mentioned by 31% providers),

3. for correct treatment (mentioned by 16% providers).

Physical examinations which the provider, do include (1) measuring

temperature (in 64% cases), (2) feeling pulse (in 53% cases), (3) feeling

temperature (in 27% cases), (4) examining chest (in 14% cases), (5)

checking by use of a stethoscope (in 18% cases), (6) examining tongue

(in 13% cases), and (7) examining eye (in 11 % cases).

.....

\ . I j v
I\',l

BS) The five most important signs/symptoms which the providers look for

particularly to differentiate between malarial and non-malarial fever

are;

I. fever with shocks (mentioned by 69% providers),

2. fever on alternate days/fever felt at fIXed times/repeated fever

(mentioned by 63% providers)

3. yeRow/greenish vomiting (mentioned by 10% providers),

4. headache (mentioned by 15% providers),

5. temperature comes down with sweating (mentioned by 13%

providers).

A provider attends on an average to 22 fever cases of moderate .

seriousness, 2 seriouS fever cases and 1 fever cases with shocks every

month. -11 it( .Jk a-S-::j·

86) The advice which a provider most commonly gives to a mother of

fever/malaria affected chUd is as stated below;

1. maintain regularity in giving medicines (mentioned by 31%

providers),

1. live light food (mentioned by 14% providers),

3. live waterniquid after boiling (mentioned by 18.. providers),

BEST AVAILABLE COpy
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4. maintain everything neat and clean (mentioned by 15%

providers),

5. avoid taking cold things (mentioned by 15% providers),

6. give child only breast milk (mentioned by 15% providers).

B7) The signs/symptoms/situations which make the providers refer the

feverlmalaria cases among children to more ablel qualified providers

are;

t-
12% providers respectively.

1be queries, madensuaDy by the providers, for history taking are;

1. duration of respiratory problem,

2. whether there is cough,

3. whether there is fever,

4. what type of food has been taken,

5. whether the child has running nose,

6. duration of cold and cough,

7. whether eating eagerly,

8. wbether urinating normally,

9. about the treatment already had and these are based on the

opinion of 35%, 29%, 29%, 23% and 12% (for the last five

providers).

C2)

1. not responding to treatment (mentioned by 55% providers),

1. high temperature (mentioned by 10% providers),

3. high breathing rate (mentioned by 13% providers),

_ [4.. seri~us illness (men~oned by 9%_ providers).

liJ·'~/1<cr-~~"'r&.xV;~ 1 ~cv:LI~ .../.
C) Respiratory Problem Management: r

el) The three most important causes behind occurrence of respiratory

problem, in decreasing order of importance. are (1) cold environment

(2) weak lungs and (3) climatic factor, as opined by 35%, 18% and
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C3)

C4)

CS)

1"he three most important ftaSOOS why the queries are made are;

I. for finding out the reasons behind the illness (mentioned by

47% providers),

2. for giving right kind of treatment (mentioned by 12%

providers),

3. for knowing the level of seriousness (mentioned by 12%

providers).

Physical examination whicb the providers to iDdude (1) measuring

temperature (in 65% cases), (2) fei!Ung the pulse (in 47% cases). (3)

measuring the breathing rate (in 41% cases), and (4) rmding out the

pulse rate (in 18% cases).

C6)
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5. avoid giving stale food (mentioned by 18% providers).

6. avoid sour food/drink (mentioned by 12% providers),

7. mother should avoid oily food (mentioned by 12% providers).

1difficulties in breathing (mentioned by 47% providers),

not responding to treatment (mentioned by 29% providers),

high temperature (mentioned by 23% providers),

unconsciousness (mentioned by 18% providers),

high breathing rate (mentioned. by 18% providers),

high pulse rate (mentioned by 12% providers).

C7) The signs/symptoms/situation which make the providers refer the

cases of respiratory problem among children to more able/qualified

providers are

1)

Z)

3)

4)

5)

6)

51 If/)'i.dy C'~
6.0 -OVIlR! Is~ FINDINGS

I

4. Home management, starting ~~ identifying tentatively any of the targeted

child health or pregnancy-related problem bas also beeD found unsatisfactory.

ORS bas been given to diarr~~ectedcbildre.. only In 35%~~d
waterbat~removmg' do' are quite rare phenomena", ObseDedin 23%

....:rl: --
...---:---~d 17~(' tf~pectiveIYi:tJseof modern medicines for home management

'f of the target diseases bas been quite high, in the range of 49-74% (there is,
('rI" L .. .
;

33

A.
I.

~
Z.

~.

Child Health:

The cbildren have been ~ound SUfferi~stargeteddiseases even in tbe

range of1~days m at least abo t 40% es. 1/";(1S .It-14-1 (...
7 If '.' (~I-:.x-.

The mothers have q~~ ~ted knowledge about the signs or symptoms by
r7'l../1)(,.ik'"L-rrL '71 rf -r{-e< r-

which they can recogmse the targeted diseases and it!!-level of severity.
It. .... .(~

• "vIi ~r'

~. «' v-' or- ..

It has been noticed in atI~'~es ~at the mothers are not knowing

what foods/drinks should be offered to the diseaSed children. They are even

'breast-feeding their children at reduced frequency.

J'-

1

1

J

I

,
J
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s.

6.

7.

8.

.D.
howe.er. a chance of UUIe over reportiog io this. We suspect that the\ U •••

respondents might have included in their medicine purchases, the ones which ! () f l';~ /

tbey have bougbt, following the providers' advice. Actually, they were :v

supposed to teU only about those purchases which they did on their own.

without consulting any providers).

The providers. who are mostly giving allopathic d!ugs, are in general not

taking the hi~ry in a syste~atic ~~y. -~~y are askibt1iic;~6e .'
/' t ~ It Lv H~JVJV

treatments(tbe patients already had. .J-- J.-.-~ j ~~~'--'''t.-::{"1''''~
I",r "..".,-- 'If' A-.L .1<:<:. .r'~~ . - .-"I.

. .' ./,. 'It - :;........ - ,/ . -. '. - e- - .
. .... ,. ~ f. t. . -r::.' II <" • C "" J- """/"- _. ~, wI /"1 1 ( /Jvn-J"~'

There are lot of variations in the behaviour of the ~roviders as far as tbe );iM

physical examinations of patiesits are concerned. These are rarely done
;

meticulously and consistently. The reason might be lack of required

knowledge and/or gaps in perceiving its importance. Also, the objectivity of

measurements are not incorporated in number of physical examinations in
-

spite of knowing that only simple things like watch, thermometer,

stethoscope, etc. are required for precise examinations.

In almost all cases, the providers prescribe pills/syrups/mixtures. In contrast

to this, it is worth observing that the problems have been mild in half of tbe

targeted disease problemsl~.lSO, administering 2 or more injections in 46%

or more of the~ cases seems quite hig~] /fVo:i-'j7 .

The importance of giving advice to mother in the process of giving treatment

of their children is not generally perceived by all. In about half or more of

the disease cases, the advice has remained limited to the methods of

administering medicines, diet, breast feeding and immunisation. Importance

of follow-up care, watching danger signs, taking preventive steps has been

rarely perceived by the providers.

9. Management of pregnancy related problems bas remained highly limited

within the boundaries of respective families. Only IS'*' cases of pregnancy

related problems are treated by qualified or semi-qualified providers. Nearly

BESTAVAILABL,£ COPy



balfof tbe motbers are yet to perceive the importance of ante-natal. natal and

post-natal care. And, home deliveries under untrained supervision are tbe

most common pbenomena.

10. Herbal treatment of pregnancy related problems are found quite common in

tbe study area.

The intervention plan in this study basically bad two components. Tbe fl.rst

component involved necessary capacity building within tbe BCT so as to implement

tbe networking model after necessary modifications. The second component involved

working out a process of systematic implementation of the model with built-in

. coo)"dination and moBitomig mechanisms -;#1C C~;iJ-1. ....j. ;,'. /,'f"1f.o/<J<:-

-i ,i>p;•..,LPfijdl//-:;£);~ ;:..t1ti~Nk, /;t{ /., -;A •/,; W '>-s,; .:...}")
7.1) CJapacity Building: ~ r <;;,Mt/~/'v

.( The frrst component basically started witb rationalising tbe plan of tbe proposal.

, IJ"'.;r-' Silch relationalisation was required to fit the plan of tbe study to the situation.
~' .;/Y .

\: '~ V' Always there bad been an attempt to fonn a peer group or an working group at the

"/', (l~J-, I ' BCT, wbo could ultimately take the responsibility of functioning as a catalyst cum

~\' 'j.tfr' coordinator on behalf of the BCT under the technical guidance oribe Chief

. bL l Consultant and the Visiting Consultant.

~

The PVOH-ll Coordinator, the Community Organizer and a nurse from tbe BCT

hospital or someone equivalent to ber were tbougbt as tbe most appropriate BCT

staff to form the peer group/working group. Accordingly, they were kept involved .

from the beginning of the base-line survey-plan preparation, including designing tbe

survey schedules. They were also kept weD-informed of the total study plan and the

objectives. The three groups of villages were actually formed after consulting tbem.

The survey team, including the investigators, was chosen from the BCT staff only

SO that they could themselves assess the actual mother and child health status in

different villages and also could visualise simultaneously the kind of health facilities

that are available at present at homes and from the government, the private, the

indigenous system of medicines (ISM) and other health service providersl

practitioners.
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The working group was made involv~ in giving training to the suney team so that

they could ultimately supervise and monitor effectively the actual suney operations.

Involving certain BCT staff as invergators was basically a strategy to increase those

staff's knowledge in the technicalities of implementing a mother and child health

improvement plan and also to mJe them feel involved in the whole projectiitbe
\

strategy, in fact, has worked weD.' On the other hand, the plan of processing all

collected information in BeT computers could not be made successful due to non­

availability of necessary technical hands at BeT or any place nearby. So. all

processing of data and information were done at tbe consulting organisation's office

in Jaipur.

At the stage of modifying the proposed networking model (given in Diagram 2 in

section 4.5) as per the reature situation and the current requirement. it was felt that

the networking at all levels is not a feasible proposition, given the time. the

manpower and the financial cum resource constraints. Rather. it was thought feasible

to strengthen links in the network whicb are currently existent, but weak and/or ill­

dermed. These include the fonowing with the links shown by appropriate arrows.

I) BCT < - > Rural Private Practitioners _

2) BCT < - > FHV, NFE, AW, TrainedlUntrained Dai < - > Mahila

Mandai < - > Beneficiaries

3) BeT <- > Small NGOs < - > Mahila Mandai < - > Beneficiaries

P L1

.. I ;:' • ... '. ~. 1~, ~~ ~
Networking Process: .rJ/ ,,,:.. 1/"·1J;.""";J 7I

• :" 1.-0:- II- I~ ~ 'j/
All tbese links'k. present .1bjR; but 48' not have well dermed cfu:ections of

.l"..:~.,t-1:tloy 1t-.
functioning so as to achieve certain common objectives of improving tfle.t0taI health

~denvery system. Based on survey rmding and discussion with all the above

mentioned stakeholders, certain common issues emerged, where all the stakehol~ers

agreed to improve their performances. These issues are (1) timely updati~ of

knowledge and/or information so as to perform more effectively, (1) improvement

of the health service quality, (3) greater information sharing within each type of

service providers, e.g. within the rural private practitioners, within the FHV, AW•

NFE, trained/untrained dai, and so on.. -

B£ '
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It was decided that the BCT would give the lead in updating relevant

knowledge/information by conducting a series of participatory trainings to the service

providers. The service providers were divided into three groups • (1) the ones who

give curative services, (2) the ones who give preventive sentices (including educating

mothers) and (3) tbe ones wbo give services to the pregnant women during delivery).

As their service focuses are different. the training programme contents were designed

accordingly so as to match individual group interests and needs. The trainings too

were arranged separately for different groups.

The resource persons for all tbe trainings were experienced and qualified medical

professionals. Botb tbe doctors of the BCT hospital were resource persons and they

trained mostly the FHVs, tbe AW supenisors. the NFE supervisors and one ANM.

,and also trained tbe rural curative bealth service providers from the villages.
I

/ belonging to case and modified case groups. One well known government doctor
I

I from Rajgarh hospital, specialised in giving child health services. also was a resource

\

1 ~rson and trained tbe rural curative service providers from the case and modified

case groups of villages. The resource person for the training of the ~rvice providers

to the pregnant women was a lady gynaecologist from Jaipur who had past

\ experiences of conducting similar trainings at the IIHMR under some other project.

I.
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i AU the resource persons were appropriately and sufficiently briefed on the objectives
~

of the present study and the proposed plan of implementation. It was agreed in v
principle that the training content;~~as per the WHO and CSSM guidelines for .'~

~ 1
1the targeted child diseases. Also, it was agreed that the method of training would be ~ ~

participatory, allowing tbe trainees to share their experiences as much as possible .~ .......J> J
~ .
~

and to make it possible. the language to be used in the training will be Hindi. Every ~~

resource person was fuDy convinced on the point that during training tbey need to .

1i(feast~~v; a~d needs to be as proacti~as possible. In no situation. the traioees . . -. 1
sh~eel that the trainers are~pper. Iland and degrading or derecognizing '~~-

~""f).~) ...~'LI~''''''' . '

their capabilities and/or tbe service5.r,-tbey are at present providing. The effort has . I....
to be toward further strengthening of their capabilities and systematising their

services as per WHO and CSSM guideHnes and not for criti~ 8S' IsiDg their

abilities and service qualities. c.'1.t-flu 'L,ll
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Initially, the plan was to organise the trainings twice every month. Each training was

planned for two consecutive days, one for the practitioners and the other for tho~---""

giving preventive or health education services. This was found inconvenient to many

due to logistic difficulties. Therefore, only one training of 2-day duration was

organised every month. Each day, the training started at 10.30 AM and ended at

4.30 PM with one hour lunch break in between. Totally 7 trainings were organised

.!or tbe practitiOner(.~6:ror tbose giving preventive and bealth edncation services and \"'1"1"

( 2 for both trained/untrained dai and those, gjving preventive and health education J-:-:--<'
I /'It{, •.Nn~~V--~ .r(f 4.),

,,-. services. Except the fonneny-mentioned 7 trainings, no other training had '- .

attendance problem. Attendance in therr~~1~i{;h~~~~d between 9 and 2S and

the reasons were mainly, (1) their simultaneous involvement in harvesting and other

professions, (2) their pre-occupation in dealing with the spurt of.fever/malaria cases

in a particular month and also (3) their fear in one occasion that they might be

caught for their unlicensed health services (this was tbe occasion when the

government started cat~bing tbem due to death of a pregnant woman whose
",

pregnancy was terminated by an unUcensed.rural practitioner at tbe 8th mon~h. of

pre~ancy). [ ~r: U: (l _ t). -ji~'- L~~~ ~i"0 "X1o
:-:ey~~( ."

/../J,,)r / ./V.,,~l.,)/ _;).: (".2 ~, --'I~ -fl;( -- ) )

The trainings of the practitioners and the preventive and health education service

providers had its focus on the three focused child diseases and for each such disease,

the training has been repeated at the least two times. The timing and the topic of

.. each training was chosen in such a way tbat the trainees get interested in it. For

example, the trainings with particular emphasis on diarrhoea management were

organised in those months when diarrhoeal problem was particularly prevalent. The

logical sequencing of guidelines which have been foUowed to decide the contents of

the trainings on each of the child disease are given below :

t::J1-- BEST AVAILABLE COpy
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Logic;al Sequence of Guidelines FoUowed on Each day of Training

I. . Shar;ngJrele'\an~ sU~ey tindi~t() gi\'el,.n idea abOUt. the existing situation with
res~ to the'-pre\'alebt. diseases and its ~nagement.

Pre-dellvery signs.

i) Home Management at the pre-delivery stage,

ii) External Management at the pre-dellvery stage.

Signs of pregnancy.

Essential details on ANC.

Signs of various complications at the pregnancy stage.

Causes behind such complications.

i) Home Management of complications,

ii) External Management of complications by seeking doctor's help.

Danger signs of complications.

Managing cases with serious complications.

OO's & OONT's at the pregnancy stage.

Assess participants' existing knowledge on
,,~.J -/Ie- /'. i f~ ~"'*I/~ }J,'~

a) cause of a targeted disease;) l.0(-~.)I~""/ r~~/" ./~ - .., ;rk~l,r.I 1//..,

b) signs/symptoms of it,p b-<-- /'. .' /

c) physical examinationsd.:lone to diagnose it,
d) treatments gi\'en for its management,
e) advice given to mothers in its context. . ~. ~~ 1J/S;,N-/~v1.

(Assessment done as a group work)ijd'·-0-.~..~".,·7An, A','P 1/ /

3. Resource person's feedback on the informat.ion shared by participants and
updation of participants knowledge•.LJ,;,~~,,,~.-Td. /J+ r...- ( )77•••":!#.AJ.

/,,,~ . Y
4. Discussion and clarification of points that are confusing to par1:;ici

~ . . .......... I--.. ,.' /. U_'_ -f, ..~ ~. -.",r;; 'n..

1.

A.6)

A.7)

A.8)

B.l)

B.1)

A.I)

A.2)

A.3)

A.4)

A.S)

39
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B.3) Advice on need for delivery under trained supervision. post-delivery care for

mothers, importance of family planning and importance of child health care,

including immunisation.

B.4) i) Home Management details for safe delivery,

ii) External Management details of safe delivery.

8.S) Signs of complicated delivery.

8.6) i) Home Management of complicated delivery,

ii) External Management of complicated delivery.

B.7) Danger signs of complicated delivery.

B.8) i) Home Management of serious delivery complications.

ii) External Management of serious delivery complications.

B.9) DO's & DONT's at the pre-delivery and delivery stages.

C.I) i) Managing post-delivery care at home,

ii) Managing post-delivery care from outside (by doctors and TBAs)

C.l) Signs of complications at the post-delivery stage.

C.3) i) Home Management of post-delivery complications,

ii) External Management of post-delivery complications.

C.4) Danger signs of post-delivery complications.

C.S) i) Home Management of serious post-delivery complications,

ii) External Management of serious post-delivery complications.

C.6) Required post-delivery follow-up services.

C.7) DO's & DONT's at the post-delivery period.

40
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. , .
. ! .

and the same logical guidelines were followed with necessary modifications to match

with the speciality of obstetrical care. Number of pictures on transparencies were

shown aDd also a video recording on safe delivery was shown to the participants.

This special effort was put since the topic is more complex and almost all the

participating dais were illiterate. Totally 23 dai from 23 villages attended the

training. The rural practitioners who attended the trainings from 19 villages were

48 in number and total FHV, NFE, and AWs who attended the trainings from 40

villages were 53.

.r 4 VA/LABLE r0pv



I
t

After all the trainings were over.. each group of participants were asked to sign on

a Social Contract Form. Each Social Contract Form was developed by discussing

with each group of participants and it states what aU minimum disease/health

problem management procedures, each group shall be following in the field to ensure

certain minimum quality or standard in their services to the beneficiaries. The signed

copies of these Social Contract Forms are enclosed in the Appendix. Finally. an

objective-type written test was conducted on the last training day for all those

participants who were literate. This open-note test was conducted mainly to facilitate 1
recapitulation by all participants on whatever they have learnt in so many trainings.

. 7.3) lmpol'taDce or Organising Stakeholders by their FUDdional Responsibilities:

There was continuous attempt to organise all the practitioners under a single

umbrella of understanding and commitment to provide quality services. The

advantages of forming a registered society was made clear to them. The~' were

explained in many ways how all may follow certain approved scientific standards in

t~eir services, how they may plan their trips to different villages in a planned way,
.... - .

how they may develop a common fund, how they may purchase together the required

medicine of good standard in bulk at lower prices, how they may share their practice

experiences amongst themselves by holding meetiDgs at regular intervals~'how they

may improve their capabilities by inviting qualified doctors in their meetings as guest

speakers, and so ~n. The)'. w~re all quite charged with these new ideas; however. they
~~~ 1

could not form~bddy or ~I society wit~n the short span of in~rvention due to 1
. ,u.tJ.?:1 fA-,p-M'4~,1J'k~ 1- /, ~ i -t,u.-~~...A

. ' , absence of some~)De,~bOcould "tak~ the initiative,. 1"C~"JCf, . I- ·/1- 1'(1 .). ~ ,...

~ i! ;-,11 5Ji/( /.i'~ j<;, I"'L-"J~' f,z;-.».'r.. ..Hi""P7,,;(J .~N ••"t","//" .'-/Y, I
There was also a continuous attempt to organise the FHVs, the AWs, the NFEs

under a common umbrella with certain common objectives. They were all

disintegrated groups, even though there were lot of commonalities and inter­

relationships in their job responsibilities. Proper organising of these staff was felt

essential for diffusion of all that they learnt through the trainings to the target group

of this study, i.e. the mothers with children below S years of age or to the pregnant

women or prospective mothers.

41
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One very effective means by which they may share their learning with the target

~group is through discussing with the Mahila Mandai members in different meetings.

~ t ~I' .Of course. the BeT needs to ensure that the Mabila Mandai meetings are organised

«
'1<.'/~,1")1 regularly in a participatory way with specific objectives or agenda. fixed prior to

• {.t... ,l t .J1 ,-every meeting. This was not happening in an organised way during the intervention

period. Multiplicity in control due to vertical functioning of various projects like

PVOH-Il, lenS, Non-Formal Education Project, Siksba Sabayogi and so on bas

resulted in disintegrated groups under the names FHV, NFE, AW and so on. Lack

of concerted effort in organising each Mabila MandaI in a planned way and making

each function effectively has raised doubts whether the preventive and health

education service"providers will be able to reach the target group in large number

through conducting Mabila Mandai meetings regularly. An attempt to systematise

the proceedings of each Mabila Mandai meeting and its proper record keeping. was

made by developing a format. A copy of it is enclosed in the Appendix. This was

used for sometime, but was not continued afterwards due to lack of proper

supervision.

When the format on the Mabila Mandai meeting proceedings failed to work. a

process indicator schedule was developed (a copy orit is given in the Appendix). This

was supposed to be filled up by the FHVs, the NFEs and the AWs in their respective

service areas after identifying children and mothers or women. affected by the

focused diseases/health problems. Such fiDed up schedules were basically meant to

monitor the outcome of the current intervention. Unfortunately, this also was not

taken seriously by the FHVs, the NFEs, and the AWs as there was none. interested

to ensure its filling up in the field.
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1.0 CONCLUDING REMARKS

While the end-line survey is on, nothing specific could be mentioned about how

successful were the intervention strategies. However, from the experience of

implementing this research project it emerges that the organisation which is expected

to play the key role of a catalyst-eum-eoordinator, must. rtrst of all, realise fully the

importance of some such operations research project for in-depth learning as weD as

for capacity building. Also. it has to be fully convinced with the importance of

networking for effective functioning in the perspective of the total health system.

Necessary also is the commitment to achieve certain pre-set well-designed objectives.

favouring successful implementation and completion of some sucb project.

For effective functioning of the suggested network model. it is felt very much that

the unorganised service providers of different types have to be organised, may be in

the form of different societies, so that all follow certain uniform and scientific DOnoS

in giving services, have certain weD-set common objectives, share information and 1·-
update knowledge systematically and on a regular basis, and finally provide services

the most effective and economic way.

1

J

1
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.. TABLB Al HXSTORY THDIG BY 'fD PUC"1Tf"l:OBBRS
Dr CASES OlP DJ:AR.RBOKA

Treatment by

Enquiries made Response No.of Allopa- ISM* Others
by Practitioners Type children thic Practi-

Practi- tioners
tioners

(n=102) (0=75) (n=11) (n=16)
(%) (\) (\) ( \)

a)Asked about the "{ 26 31 36 0
symptoms to diagnose
the health problem N 65 60 63 87
correctly

DR 9 9 a 13

Total 100 100 100 100

b)Asked about the "{ 27 29 55 0
treatments provided
at home or elsewhere N 67 64 45 94

DR 6 7 0 6

Total 100 100 100 100

c)Asked at least two "{ 27 31 18 19
questions on previous
treatment N 63 60 73 69

DR 10 9 i 9 12

: Total I 100 100 100 100,
I· iII d) Asked for the child y 48 SS ! 27 31
I: immunisation card I

N 51 45 73 63

DR 1 10 I 0 6
I

Total 100 i 100 I 100 i 100

--

•••'.
•••••

• :ISM Indigenous System of Medicines
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Treatment by

Physical Examination Response No.of Allopa- ISM- Others
done by . Type children thic Practi-

Practitioners Practi- tioners
tioners

(n=102) (n=75) (n=l1) (n=16)
(!Ii ) (!Ii) (!Ii) (!Ii )

a) Removed/lif ted up the Y 44 49 4S 19
clothing to examine

N S3 48 46 81

DR 3 3 9 0

Total 100 100 100 100

b)Touched the child y 49 S2 36 19
and examined fully

N 48 4S SS 81

DR 3 3 9 a

Total 100 100 100 100

c) Examined child's Y 78 84 73 S6
abdomen

N 21 15 27 44

I
DR 1 1 ! 0

I
a :

I
Total I 100 100 ! 100 i 100I I

I
I I

d)Used stethoscope Y 53 59 I 27 I 44 I
I II

Ij
N 43 39

I
I

73 44 I
I

DR 4 2 a 12

Total 100 100 100
,

100I
i

\ ie)Weighed the child I y 16 17

I
9

I

13

I

I
N 83 83

I
82 87

DR 1 10 I 9 0

Total I 100 100 I 100 ! 100 I

II

••
~,.
•
II
II

•
II
II

•••••
• -

TABLE Bl : PHYSICAL JtOKDIAT:IOR DOBB BY PRAC'1T1'IOB1D1S
DI CASKS 01' DIARIUlOBA

ISM : Indigenous System of Medicines

o ••• contd•.
. ./
,! J

/ ,,7 f
.",'t

,.- .' .'
/ -/ /'.0 /~ ;

j

f / / //
.
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TABLE B2 : PHYSICAL JaAJalIIATIOR DOD BY PRACrITIOJlDS
Dr CASES OF Dl:ARRBOKA (cOI1td•• )

Treatment by

Physical Examination Response No.of Allopa- ISM Others
done by Type children thic Practi-

Practitioners Practi- tioners
tioners

(n=102) (n=75) (n=l1) (n=16)
(%) (%) (%) (\1

f)Pelt temperature by y 54 60 36 38
touching

N 42 36 64 S6

DR 4 4 0 6

I

Total i 100 100 100 100

g)Measured temperature I y 38 41 36 2S
by thermometer

N 60 58 64 69

I DR 2 1 0 6

Total 100 100 100 100

h) Measured breathing y 38 43 4S 13
rate, using watch or
timer N 55 51 46 81,

I
~ DR 7 6 9 6 ii

L Total I 100 100 100 I 100 n!'
,

J I

II i') Examined the child's , y 6 5 18 I a
II" ear

i, 1

I N 86 87 73 94
I I I

DR 8 8 9 ! 6

I

Total 100 100 100 I 100

jlExamined the child's ! Y 14 15 27 0
throat I

I N 79 80 64 87

I DR 7 5 9 13I
Total I 100 100 100 100

I

1

8EST AVAILABLE COpy

70



TABLE Cl : DXAGROSl:S AIm TRBAnoat1' DOllE BY PRAC."'rrrl:OIIDS
III CASES 01' DIARJUIOKA

.... contd ..

o

o

o

6

13

100

81

13

19

62

19

100

100

100

Others

(n=16)
(%)

I 100

18

a

a

o

82

18

100

64

18

18

100

100

100

100

(n=ll)
(\)

ISM*
Practi­
tioners

I 64

7

Treatment by

8

4

a

4S

92

89

11

11

40

100

100

100

Allopa­
thic
Practi­
tioners
(n=7S)

(,)

7

6

a

9

90

34

91

10

10

50

100

100

100

(n=102)
(,)

No.of
children

N

N

y

y

DR

Mild

Severe

Moderate

No­
response

Response
Type

l:SM : Indigenous System of Medicines

Total

Total

Diagnosis and
treatment done

b)Diagnosed the type
of diarrhoea

c)Provided with pillsl
syrup/mixture

a)Ascertained the
severity level

*

I Iir- -+-_D_R_-+__O_~~-O-__+--O---"-I--O-~'I
'I Total '100 100 100! 100
;~-----------.....---~l----+_---+_--------<:i
i d) Administered Y i 48 51 55' 31 '

injections II

N 52 49 45 69

DR ,I 0 0 0, a
'.t-------------+----+-----4----+----I

'-----.11I Total : 100 100

i e) Suggested taking ORS ORS 29 28

I o.r similar fluid
Sugar-

I salt
solution I

1!r- -+_:_:n_e__+ __5_:_--I-_._6_:_--I-__l_:_+-_:_:_-1il
I Total

II
II
II
II
II
II
II
II
II
It
III
III

III
II

•
BESTAVAILABLE COpy



TABLE C2 DJ:AGIIOS:IS AIm TIlEA'DIDT DOD BY PRACT:IT:IOJ!lDS
IX CASKS 01' D:IARJmOBA (contd•• )

-
-

Treatment by

Diagnosis and Response No.of Allopa- :rSM Others
treatment done Type children thic Practi-

Practi- tioners
tioners

(n=102) (n=75) (n=ll) (n=16)
(,) (') (,) (\)

f)Types of pills/syrup/
mixture 0 10 11 18 0

1 41 33 46 75

2 44 49 36 25

3 5 7 Q 0

Total 100 100 100 100

glNumber of p1.l1s given
0 10 10 18 0

1-4 23 19 46 31

5-8 16 15 0 32

9-12 16 19 9 6
I

13-16

I
7 7 18 0

17
I

" I 14 16 9 6 I
above I I

\ I
I

,. No- H 14 0 25 I"
Il response
!l
'I

II Total 100 100 100 100

":: hl Number of inj ections
:~ administered 0 52 49 46

I
75

;1 .
;, 1 18 19 27 6:i i I
:i I

II 2 16 17 9 13
IId

11 3 4 4 9 0
Ii fi
;j

4 " 10 11 9 6

II" above,I
11i!

I.: Total 100 100 100 100
!

! I I I II

BEST AVAILABLE COpy

~7,f;

/ .. ;'
£.--.



Treatment by

Response No.of Allopa- :ISM* Others
Advice given by Type children thic Practi-
Practitioners Practi- tioners

tioners
(n=102) (n_7S) (n-ll) (n-16)

1\) (\) (Ii) (lis)

a) Method of adminis- y 86 ! 89 82 7S I
I

tering medicine

IN 8 8 9 6

DR 6 3 9 19 I
II

Total 100 I 100 100 100 I

I
b) Keep:l.ng watch on Y 5 7 0 0

danger signs
N 71 ! 69 SS 87 Ii

I II
DR 24 I 24 4S 13 I

Total 100 100 100 100

c)Time to come for y 24 27 36 6
follow-up

N 71 67 64 94

DR 5 6 0 0

Total 100 I 100 100 100
!

d) RefraJ.n from using I y 1 1 0 I 0oJ.
"

antibJ.otics except I II

when stool containsI N j
54 49 S5

I
75

. bloed or mucus !

! ,
IDR 45 50 4S 25

I ;

Total 100 100 100 100 "

"

e)Suggested types of As before 7 10 0 0
,I
1i

food (other than :1
breast feeding) Special 6 5 19 0 ::

I i:
diet

,
ii, I

Stop food 1 I a 9 0 II

I :,
I

I
"Bxclusive 17 I 17 27 6 d

I

I
I:

breast I I
"

feeding I ,
I "
I
I

"
Not 49 I 48 27 69 !!
mentioned I

I

DR 20 20 18 25

Total 100 100 100 100 I

III 1)

III

II
II
II
II
II
II
II
II
'I
III
III
II
II
II
III
III
III •

TABLE Dl : ADV'XCB G:IVD BY PRAC'rl:Tl:01IKRS
Dr CASKS 01' DXAmtBOn

ISM : Indigenous System of Medicines

BEST AVAILABLE COpy
. ... contd ..



•

•••

TABLE D2 : ADVI:CE GI:VD BY PRAC"l'I:".nOBBRS
Dr CASBS OP D:tAJtJUlOBA (ccmtd•• )

" Treatment by
,

Response No.of A11opa- ISM Others
Advice given by Type children thic Practi-
Practitioners Practi- tioners

tioners
(n=102) (n=75 ) (n=ll ) (n=19)

(lis) (\ ) (%) (\)

f)Breast feeding Y 69 73 55 56

N 26 24 36 31

DR 5 3 9 13

Total 100 100 100 100

g}Recommended/offered Y 50 60 1.8 25
immunisation

N 48 37 82 75

DR 2 3 0 0

Total 100 100 1.00 100

h) Preventive steps Y 9

I
9 18 0

II for future
ti N 82 80 82 94
" I

I

II

II

I
DR 9

,
11 0

I
6

II I
I

Total 100 j 100 100 100

BEST AVAILABLE COpy



& 1;
Treatment by .

Enquiries made ResponSe fIe.of Allopa- ISM- Others
by Practitioners Type children thic Practi-

Practi- tioners
I tioners

(n=126) (n=94 ) (n=10) (n=22 )
(\ ) (\) (%) (%)

a}Asked about the I y 27 32 30 5
symptoms to diagnose
the health problem I N 70 65 70 91I
correctly !

j DR 3 3 0 4

I
Total 100 100 100 100

b)Asked about the y 22 23 50 5
treatments provided
at home or elsewhere N 7S 73 50 9S

DR 3 4 0 a

Total 100 100 100 100

c)Asked at least two Y 26 30 20 14
questions on previous
treatment N 67 63 80 77

DR 7 7 0 9

I
Total I 100 100 100 100

I

:
dlAsked for the child

I
y 42 44 40 36

immunisation card
I N 56 54 60 S9

I
DR 2 2 0 5

I

Total
I

100 100 100 100

TABLE A.2

I

I

­
II
II
II
II
II
II
II
II
II
II
II

III
III

* ISM

IUSTORY TAJ.:DIG BY THE PRAC'l"rfiOllDS
IJf CASES OP FEVD./KA.L.AJtD.

Indigenous System of Medicines

••
BESTAVAILABLE COpy



TABLE B3 PHYSICAL KX1tXTHAT:rOB DOD BY PRACTrrJ:OBBRS
:III CASES 01' I'BV'ER/IlAL.UIA

•

. ..• contd ..

BEST AVAILABLE COpy

10 033DR

Indigenous System of MedicinesISM

Treatment by

Physical Examination Response No.of Allopa- ISM* Others
done by Type children thic Practi-

Practitioners Practi- tioners
tioners

(n=126) (n=94) (n=lO) (n=22 )
(%) (% ) (%) (% )

a)Pelt temperature by y 79 84 60 64
touching

N 20 15 40 32

DR 1 1 a 4

Total 100 100 100 100

b)Measured temperature y 63 68 40 55
by thermometer

N 36 31 60 4S

DR 1 1 0 0

Total 100 100 100 100

c) Removed/lifted up y 48 49 60 41
the clothing to
examine

N 49 I 48 30 59

I I I

*

Ii
I

Total 100 : 100 100 I 100
i I

d) Examined fully by y 57

I
61 80

I
32

touching the child
N 39 I 35 10

I
68

DR 4 I 4 10 0I

Total 100 ! 100 100 100!
elExami.ned the chi.ld's y 10 I 9 30 5

ear
N 83 I 83 60 95

DR 7 8 10 0

I Total 100 100 100 100

--
-
-
--
II
'II.
II
~

III
II
II
III

••



I

I
I

•-
•
II
II

•
II
II.
II
III
III
III

•
•
••

TABLE B4 : PBYS:ICAL JaAKlJI:A'nOJl DOD BY PRAC't'1'f':IORDS
Dr CASES OP PEVD/JIALARU (CQI1td•• )

Treatment by

Physical Examination Response No.of Allopa- :ISM Others
done by Type chi.ldren thic Practi-

Practitioners Practi- tioners
tioners

I (n=126) (n=94) (n=lO) (H=22)
I (\) (\) (% ) (\)
!'
I

II f l Examined the child's y 21 21 40 14
j throat

N 74 76 40 82
i
I DR 5 3 20 I 4

I Total 100 100 100 100
I

I
glOsed stethoscope Y 61 63 60 55

N 37 3~ 40 41

DR 2 2 a 4
i

Total 100 100 100 100

hlExamined the child's y 54 S4 80 41
abdomen

N 44 43 20 59,
: DR 2 3 a 0 I"

I II'
I

" I
Total I 100 100 100 ! lOG, ,,

"

:i)Weighted the child y 9 10 20 5 :I,
I

11
I: I
" N

I
90 90 70 95i i!~

" DR I ,1 a 10 a ,
:i
;i

,:I Total 100 100 100 i 100
I I, ,

I

: j ) Measured the breath- Y 57 60 60 i 45 i

!i
ing rate, using watch

Ior timer N 38 36 20 S5
"
;i DR 5 4 20 0

I

j ~

Total 100 100 100 100 ;,

BEST AVAILABLE COpy

,7



TABLE C3 : DnGBOSZS AJID) 'I'REA'lXEJIT DOD BY PRACTZTZOBDS
Dr CASES OF nvu/JlALARZA

Treatment by

Diagnosis and Response No.of Allopa- ZSM* Otbers
treatment done Type children tbic Practi-

Practi- tioners
tioners

(n=l26) (n=94) (n=lO) (n",22)
(\ ) (\) (\) (\)

a)Ascertained the Mild 53 54 60 41
severity level

Moderate 27 26 20 36

Severe 6 5 20 5

No- 14 15 a 18
response

Total 100 100 100 100

blDiagnosed the type Y 94 96 100 82
of fever

N 6 4 0 18

DR a 0 a a

Total 100 100 100 100

c)Provided with pills/ y 95 96 80 100
syrup/mixture

N 5 4 20 a

DR a 0 0 0

Total ! 100 100 100 100; i,
i\dlAdministered y I 54 53 60 55 :/I

II
Ii injections

N 46 47 40 4S

DR a 0 0 a il
~ I

Total 100 100 100 100

e)'l'ypes of pills/syrup/ 0 5 4 20 0
lI1ixture

1 I 44 46 20 SO
II

II
2

I
36 36 30 36 .,

ii

\1
3 13 12 30 9

il
I,
;i

I 4 2 2 0 s I
!

Total 100 100 100 100 i, ,

-
-

' ..

' ..

•
,II
II.
,II
II
,III
II
III
III

'.
'III

• ISM
-

Indigenous Systell1 of Medicines
, ... contd ••

BEST 4I1A /LABLE C
·Opy



I

I
I

­
~

II
II

•••
II
II
II

----••••

TABLE C4 DI:AGJIIOS:IS AJID TRBA'1XBI1"r DOD BY PRACTIT:IOBERS
:IB CASBS OF PBVER/D.L1UUA (ccmtd•• )

Treatment by

Diagnosi.s and Response No.of Allopa- ISM Others
treatment done Type children thic Practi-

Practi- tioners
tioners

(n=126) (n=94) (n=10) (n=22)
(\ ) (\) (\ ) (\)

f)NUmber of pills given
0 5 4 20 0

1-4 23 19 40 32

5-8 17 16 0 32

9-12 18 20 10 14

13-16 10 9 30 4

17 & 17 19 0 14
above

No- lO 13 0 4
response

Total 100 100 100 100

g)Number of ~njections

Iadministered
0 I 46

j
47 40 45 I

!

1 22 i 22 40 9

2 20 16 10 41

3 2 2 0 5
I

4 & 10 I 13 10 0I
above I I

I

Total 100 100 100 100

REST AVAILABLE COP}'



n

TABLE D3 : ADV:tCB GJ:'V1DI BY PRACrITIOJIERS
IB CASES OP PBVER/KA:L.UIA

Treatmen t by

No.of Allopa­
children thic

Practi­
tioners

(n=126) (n=94)
(%) (\)

•••
,

II.

•

Advice given by
Practitioners

a)Method of adminis­
tering medicine

Total

b)Keeping watch on
danger signs

Total

c)Time to come for
follow-up

Response
Type

y

N

DR

y

N

DR

y

84

10

100

6

75

19

100

25

85

12

3

100

8

72

20

100

27

ISM*
Practi­
tioners

(n=10)
(%)

80

10

10

100

10

60

30

100

20

Others

(n=22)
(%)

82

4

14

100

5

91

4

100

1.8

Indigenous System of Medicines

I . Total I 100•••••••--
•

d)Suggested types of
food (other than
breast feeding)

Total

ISM

As before i

Special I
diet

Stop food

Exclusive
breast
feeding

Not
mentioned

DR

100

14

10

2

14

Sl

9

100

,
I
I
I

i

!
. ·1

I
I

17

7

2

16

Sl

100

I 100
I

o

20

10

20

40

10

100

100

5

18

a

5

S4

18

100

• •.• contd ..

BEST /Iv.
."., 'A/LABLE COpy



I

i

"•••
II
II
II
III
II
II
II
III
III
III

TABLE D4 : ADVI:CB GrvBJI BY PRACrITIOJ1BRS
I:B CASBS OF JPBVlm/XALAIUA (ccmtd•• )

Treatment by

Response No.of Allopa- ISM Others
Advice given by Type children thic Practi-
. Practit10ners Practi- tioners

tioners
(n=126) (n=94) (n=10) (n=22)

(\) (\) (\ ) (\)

e)Breast feeding 'l 55 61 30 41

N 38 , 32 I 60 55
!

DR 7 7 10 4

Total 100 100 100 100

f) Recommended/offered y 4S 49

I
40 32

immunisation
N S4 SO 60 68

DR 1 1 0 0

Total 100 100 100 100

g) Preventive steps Y 6 7 : 10 .0
for future

,
Ij I, N

I
84

I
81 90 96 II

iI !
I

I DR 10 12 a 4
i

Total i 100 100 100 100

BEST AVAILABLE COpy



Treatment by

Enquiries made Response No.of Allopa- ISM" Others
by Practitioners Type children thic Practi-

Practi- tioners
tionersl

(n=70) (n=52) I(n=8) (n=lO)
(%) (\) (\) (%)

a)Asked about the y 27 31 25 10
symptoms to diagnose
the health problem N 70 65 75 90
correctly

DR 3 4 0 0

Total 100 100 I 100 100

b)Asked about the y 19 lS 50 10
treatments provided
at home or elsewhere N 77 79 50 90

DR 4 6 0 a

Total 100 100 100 100

!C)Asked at least two y 26 2S I 25 30
il questions on previous! I
ii treatment I N 67 67 63 70
!j I i
II i DR 7 B i 12 0'I il'

Total 100 100 100 100

d)Asked for the child Y 43 42 I 50 40
immunisation card I

I N 56 56 I 50 60
I

DR 1 2 I 0 0

Total 100 100
I

100 100!

-

••••
III

•,­
'.
••

ISM

TABLE A3 : HISTORY TAXIBG BY THB PRACTITZOJIDS
m CASKS OF RESPIRATORY PROBLDS

Indigenous System of Medicines

BESTAIIA/LABLEr
OPr-



Treatment by

physical Examination Response No.of Allopa- ISM- Others
done by Type children thic Practi-

Practitioners Practi- tioners
tioners

(n=70) (n=52) (n=8) (n=lO)
{lti} (\) (\) (% )

,alRemoved/lifted up the 'i 47 42 75 50
I clothing to examine

I N I 49 54 13 I
50

I
I

DR 4 4 12 0

Total 100 100 100 100

b)Touched the child y 59 54 87 60
and examined fully

N 31 35 0 40

DR 10 11 13 0

Total 100 100 100 100

. c) Examined the child's I Y 60 1 56 I 100 50
I abdomen i I

i

I!I I N 40 44 0 50
I

! !,
ii DR 0 0 0 0
!' I

I Total I 100 100 100 100,
Idl Used

I

stethoscope I Y 76 75 7S

I
80I

I

II ! N 23 25 13 20!

II
I !

DR 1 1 a I 12 0:;

; Total I 100 100 100 100

elWeighed the child
I

Y 13 8 50 10I
1

I N 86 92 37 90

I
i DR 1 a 13 a

Total
I

100 100 100 100I

• ISM : :Indigenous System of Medicines

I

I

--
II

•,•
-­
III
III
III
III
~

-­
~

~

-­
III
III

TABLB B5

BESTAVAIL
/"1 ""'"'.. ABLE COpy
'-6.",,>

PHYS:ICAL XDKIJIAT:IOJI DOIm BY PRACTI'l':tOHKRS
Dl CASES OF RBSP:IRATO:RY PROBLBIIS

.... contd ..



. --.

•
II
II
III
III
q

11II

'.
11III

•

TABLE B6 : PBYSl:CAL EDMIJl'Tl:<m DOIIK BY PRACTl:Tl:OIiDS
III CASBS OP RESPI:RATORY PROBLBIIS (ccmtd•• )

Treatment by

Physical Examination Response No.of Allopa- l:SM Others
done by Type children thic Practi-

Practitioners Practi- tioners
tioners

(n=70) (n=52) (n=8) (n=lO)
(\) (\) (\) (It)

flMeasured breathing Y 54 54 7S 40
rate, using watch or
timer N 42 42 13 60

DR 4 4 12 a

Total 100 100 100 100

g) Examined the child's y 37 33 7S 30
throat

N 57 S9 25 70-
DR 6 8 a a

Total 100 100 100 100

h) Examined the child's y 11 12 25 a
ear

N 80 77 7S 100

I DR 9 11 a a

Ii
\1 Total 100 100 100 , 100

1
1

I

': i} Pel t tempera ture
I

60by Y 77 79 87 !

I' touching
I

N 20 19 a

!
40

I
DR 3 2 13 0

I Total 100 100 100 I 100

II j } Measured temperature Y 63 61 87 : 50
I by thermome ter

I N 36 37 1.3 SO

\ DR 1. 2 0 0
I
i Total 100 100 100 100
'i

!)Fsr AVAILABLE COPy



...• contd ..

ISM : Indigenous System of Medicines

TABLE CS : D:I.AGlIlOSZS A1IID TRKADIDT DOD BY PRACTZ'1':tOJlDS
Dr CASBS OP RBSPDlATOJlY PROBLJIIIS

*

11'----To-t-a-l--------D-R--+--10-:--r--l-O-:--+--l-0-:--+--l-0:--111

Treatment by

Diagnosis and Response No.of Allopa- :tSM* Unqua-
treatment done Type children thic Practi- HUed

Practi- tioners Practi-
tioners tioners

(n=102) (n=75 ) (n=11) (n=14)
(%) (%) ('\) (%)

a) Ascertained the

Iseverity level
Mild 44

I
46 25 SO

Moderate 29 I 27 38 30I

Severe 10 I 6 37 10
I

,

No- 17 21 0 10
response

Total 100 100 100 100

blDiagnosed the type Y 91 I 90 100 90
of Respiratory
problems N 9 10 a 10

DR a 0 0 a

Total 100 I 100 100 100
i

c}Provided with pills/ Y 99 ! 98 100 100
syrup/mixture I

'i

I
I

N 1 2 0 0
;

DR a i 0 0 I 0

Total
,

100 , 100 100 100I

d) Administered y 51

I
48 63 60

injections
N 49 S2 37 40

I

BEST AVAILABLE COpy

III

II
II
II
II
II
II

--
~

II
II
~

II
III
III

----
•



•

TABLE C6 : Du.GIlOSXS AJIID TREA"l'IIDT DOD BY PRACTr1'XORBRS
Dl CASES OF RBSPXRATORY PROBLEKS (cODtd•• )

Treatment by

Diagnosis and Response No.of Allopa~ XSM Others
treatment done Type children thic Practi-

Practi- tioners
tioners

(n=70) (n=52) (n=8) (n=10)
(\l (\l (%) (%)

e)Types of pills/syrup/
mixture 0 3 2 13 0

,

1 50 56 25 40

2 39 34 37 60

3 7 6 2S 0

4 1 2 0 0

Total 100 100 100 100

f)Nwnber of pills given a 1 2 0 0

1-4 19 19 13 20

t
5-8 20 21 0 30

9-12 14 14 13 20

1~ . 13 -16 13 10 37
I

10 II
ii I IiIi
Ii 17 &: 16 17 25

I
0

II
above

No- 17 17 12 20
Il response

I Total 100 100 100 100

g)Number of injections
administered 0 49 52 37 40

I 1 20 21 25 10 ,
j,
I 2 14 12 0 40,

3 4 2 2S 0

4 &: 13 13 13 10
above

Total 102 100 100 100

/

BEST AVAILABLE COpy



Treatment by

Response No.of Allopa- ISM- Others
Advice given by Type children thic Practi-

Practitioners Practi- tioners
tioners

(n-70) (n_52) (n-S) (n-1O)
('til ('til (\) (\)

a)Method of adminis- y 90 92 75 90
tering medicine

N 7 6 13 10

DR 3 2 12 0

Total 100 100 100 100

b) Keeping watch on Y 9 10 13 0
danger signs

N 73 71 62 90

DR 18 19 25 10

Total 100 100 100 100

c)Time to cOJlle for y 14 15 2S 0
follow-up

It- 79 7S 75 100

DR 7 10 0 0

Total 100 100 100 100
.

d)Refrain from using Y 7 8 0 10
antibiotics

It 54 52 63 60

DR 39 40 37 30

Total 100 100 100 100

e)Suggested types of As before 13 15 . 13 0
food (other than
breast feeding) Special 11 8 13 30

diet

Stop food 1 0 12 a
Exclusive 10 13 0 0
breast
feeding

Not 59 60 37 70
mentioned

DR 6 , 25 0 •
Total 100 100 100 100

I

I
I
I
I
I
I
I
I
t
I
I,
1

••
•
••

•

TABLK DS I ADV1:CK arvJar BY PIlAC'lTnOllDS
Dr CASU OF litUPI:RATORY PROBLaIS

ISM : Indigenous System of Medicines

BEST AVAILABLE COpy

contd••
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II
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III
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TABLB D6 : ADYXCB Gl:VBR BY PRAC"l'n":tOBDS
:III CASES OF RESPJ:RATORY PROBL:aIS (ccmtd•• )

Treatment by

Response No.of Allopa- ISM Others
Advice given by Type children thic Practi-

Practitioners Practi- tioners
tioners

(n=70) (n,",5~) (n..S) (n=lO)
(\) (\) (\) (\)

f}Breast feeding y 50 S6 2S 40

N 41 35 63 60

DR 9 9 12 a

Total 100 100 100 100

g}Recommended/offered y 43 44 37 40
immunisation

N 57 S6 63 60

DR 0 0 0 0

Total 100 100 100 100

h) Preventive steps y 10 10 2S 0
for future

N 80 77 75 100

DR 10 13 a a

Total 100 100 100 100

BEST AVAILABLE COpy



APPENDIXD

COMMENTS TO MODE FROM DR. NORTHRUP



BASICS
BASIC SUPPORT FOR INSTITUTIONALIZING CHILD SURVIVAL

1600 Wilson Boulevard Suite 300. Arlington. Virginia 22209 U.S.A. Telephone: ( I ) 703 312-6800 Fax: (I) 703 312-6900
Robert S. Northrup. M.D.. Technical Officer Email: RNORTHRU,?>BASICS.oRG

May 22.1997
Ms. C Dosajh. Deputy Research Director
Mode Research Private Ltd
1796 A. Kotia Mubarakpur··
New Delhi-II 0003

Dear Ms Dosajh:

We have reviewed the Mode proposal for the Health Services Assessment study in Madhya Pradesh. and
have found it largely responsive to the Request For Proposals. It is. however. unresponsive to the RFP in
several significant aspects. which make it formally unacceptable. This letter is to summarize the most
important areas in which change or clarification is needed. At our meeting this afternoon there \vill be
opportunity to discuss these and other related points of concern. with the objective of providing the basis
for your preparing a revised proposal which can be considered fully responsive to the RFP. Given the
experience and capacity of Mode and the good aspects of the current proposal. we are very hopeful that you
will decide to prepare and submit such a revised proposal.

The areas in which the current proposal (dated April 22. 1997) is unresponsive are as follows:

1. Detailed objective assessment of patient care procedures: The RFP requested detailed assessment of the
actual procedures being used to manage patients with various types ofconditions: children with diarrhea
or ARI. women for prenatal care or family planning, etc. The proposal gives little indication of Mode's
awareness of the complexity ofthis task. the need for individual protocols and specialized forms for each
type of problem relative to a specific type of provider working in a facility with specific resources and
equipment. and the numbers of observations of patients with each particular problem which are needed
to carry out this task effectively. The numbers of observations and record reYiews proposed cannot
accomplish the objectives for this most critical component ofthe assessment. Specific numbers ofcases
(and records if available) for each type of problem at each type of facility or provider need to be
specified. Clarification of the objectives of the etTort -- to identify deficiencies in the quality of care
being provided in comparison with detailed clinical standards and algorithms -- and how this will be
achieved need to be spelled out. This objective assessment of actual practices should be the heart and
foundation of this assessment. The proposal appears to have focused more on the more subjective
interviews. which should rather be complementary to the objective data.

2. Exit interviews: these were intended in the RFP to provide validation and reintorcement of the
information from direct observation. Here too specific protocols for each type of problem and patient
and type of provider are needed -- for example. the procedures to be carried out by a drug seller selling
drugs for a child with diarrhea are likely to be quite different than those done by a village practitioner
or a block health center physician or an ANM. and of course would be different from those given to a
child with fever ora woman seeking prenatal care. A different form for each type of provider. type of
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illness or problem. and level offacility to be included will be needed thus. The proposal needs to specit~·

the number of cases which will be assessed in this fashion for each problem. at ho\\ many facilities. and
for how many types of providers.

3. Technical expertise: Given this emphasis on objective assessment of technical medical procedures. it
should be clear that substantial medical expertise will be needed within the research team. for adaptation
and design of proposed data gathering procedures and forms. for training of observers and interviewers.
and for interpretation of results. lndi\'iduals with medical backgrounds and with experience in this type
of facility assessments using WHO or other standardized approaches would be ideal to provide expertise
and direction and guidance to these activities. and individuals with medical backgrounds (e.g. medical
students) may be critical to the reliability and accuracy of actual data gathering. The proposed research
team is lacking in such expertise. and the field investigators appear to be persons with only interview
skills.

4. Field work and supervision for quality and reliability: The technical demands for these procedures in
order to ensure accuracy and reliability demand a rigorous training effort with well designed mechanisms
to ensure consistency among observers. in addition to the higher level of technical ability of the tield
workers mentioned in item 3 above. The current proposal is silent on these aspects of the effort.

5. Budget details: The RFP indicates the format in which the details of the budget are to be provided. and
also requests detailed spelling out of how the budget tigures are arrived at. It should be clear from the
above comments that substantial effort will be needed prior to actual field work. to identify locally
appropriate standards and adapt them to the study. to prepare forms and appropriate adaptations of
procedures for the range of types of providers and locations and problems targeted. to interact with
BASICS and the other Cooperating Agencies in finalizing standards and forms and procedures to be
used. to recruit field workers with appropriate experience and technical health backgrounds for those
components of the study requiring such capabilities. to train field workers to the level of accuracy and
reliability required for particular study components. to provide ongoing quality checks of observational
reliability during tield work. etc. These are not part of the usual social science or marketing study
demands and procedures. Just as the text of the proposal must describe these activities in detail. the
budget should include these components in the details provided which show how the summary budget
tigure has been calculated. in order to ensure BASICS that sufficient budget has been requested to do
the job at the level of detail and quality required. The current budget proposal provides only an overall
budget estimate. without supportive detail shov~"ing the details and calculations which led to that
estimate. as requested in the RFP.

These major areas'ofnon-responsiveness can be further discussed in reviewing the overall proposal at our
meeting on May 23.

Sincerely yours.

Robert S. Northrup. M.D.
Technical Officer
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COMMENTS TO SRI FROM DR. NORTHRUP



BASICS
BASIC SUPPORT FOR INSTITUTIONALIZING CHILD SURVIVAL

1600 Wilson Boulevard Suite 300. Arlington. Virginia 22209 USA. Telephone: (I) 703 312-6800 Fax: ( I ) 703 312-6900
Robert S. Northrup. M.D.. Technical Officer Email: RNORTHRU({tBASICS.ORG

May 23.1997
Hema Viswanathan. General Manager
Nandita K Kalra. Associate Project Director
SRI (Social & Rural Research Institute
201 .-\nsal Chambers II
Bhikaiji Cama Place
New Delhi 110066

Dear \1s Viswanathan & Ms Kalra:

We have reviewed the SRI proposal for the Health Services Assessment study in Madhya Pradesh. and have
found it largely responsive to the Request For Proposals. It is. however. unresponsive to the RFP in several
signiticant aspects. which make it formally unacceptable. This letter is to summarize the most important
areas in which change or clarification is needed. At our meeting on Saturday there will be opportunity to
discuss these and other related points ofconcern. with the objective ofproviding the basis for your preparing
a revised proposal which can be considered fully responsive to the RFP. Given the experience and capacity
of SRI and the many very good aspects of the current proposal. we are very hopeful that you will decide to
prepare and submit such a revised proposal.

The areas in which the current proposal (dated May 2. 1997) is unresponsive are as follows:

1. Detailed objective assessment of patient care procedures and facilities: The RFP requested detailed
assessment of the actual procedures being used to manage patients with various types of conditions:
children with diarrhea or ARI. v,-omen for prenatal care or family planning. etc. etc. The proposal does
not indicate SRI's understanding of the centrality of this component of the study. nor of its awareness
of the complexity of this task. the need for individual protocols and specialized forms for each type of
problem relative to a specific type of provider working in a facility with specific resources and
equipment. and the numbers of observations of patients with each particular problem which are needed
to carry out this task effectively. In fact. the proposal expressed hesitation about the feasibility of doing
observations. and withdrew completely from doing record reviews. The proposal in contrast emphasizes
the interviews' and focus group discussions which are the focus of most social science and marketing
studies. This is not what is desired for this study. which should be an adaptation to Madhya Pradesh and
Raisen District of standard WHO and other international protocols and objective assessment procedures
used in assessing the facilities and actual patient care procedures in use at those facilities for
management of the most common and important maternal and child health problems. as noted in the
RFP. Both direct observation of practitioner-patient encounters and record reviews induding a specific
number of cases of each targeted problem (e.g. excess hemorrhage during delivery. severe diarrhea
requiring admission. prenatal visits. conduct of delivery) are needed to the extent that they are feasible.
Detailed check lists for observation of facilities are to be used also in assessing the physical resources
available to different levels of practitioners. The IDIs of practitioners are intended more to provide
validation of those objective observations and record reviews and facility observations and to explore
the barriers faced by practitioners in their efforts to provide quality care. as well as to obtain practitioner
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opinions about patient beha\"iors and beliefs. Spccitic numbers of cases (and records if available) for
each type of problem at each type of facility or provider need to be specified. Clarification of the
objectives of the effort -- to identify deficiencies in the quality of care being provided in comparison with
detailed clinical standards and algorithms -- and how this will be achieved need to be spelled Ollt. This
objective assessment of actual practices and facilities should be the heart and foundation of this
assessment. while the practitioner intervie,,'s are complementary.

') Exit interviews: these were intended in the RFP to provide validation and reinforcement of the
information from direct observation. that is. on the details of actual case management procedures carried
out by a practitioner. The proposal appears to be using exit interviews for a different purpose. to provide
a different respondent population to explore "one of the three sets of issues covered in each segment"".
To achieve the purpose of\'alidation and reinforcement of direct observation. specific questions about
case management procedures based on the standard case management norms and protocols for each type
of problem and patient and type of provider are needed -- for example. the procedures to be carried out
by a drug seller selling drugs for a child v·;ith diarrhea are likely to be quite different than those done by
a village practitioner or a block health center physician or an ANM. and of course would be different
from those given to a child with fever or a woman seeking prenatal care. A different form for each type
of provider. type of illness or problem. and level of facility to be included will be needed thus. The
proposal needs to specify the number of cases which will be assessed in this fashion for each problem.
at how many facilities. and for how many types of providers. We recognize that obtaining patients of
specific types (e.g. diarrhea or abdominal pain during pregnancy) will be more difficult at morc
peripheral levels (e.g. a village "doctor""s practice or a ANM subcenter) than at larger facilities, It
would be desirable for the proposal to indicate how this reality will be responded to.

3. Technical expertise: Given this emphasis on objective assessment of technical medical procedures. it
should be clear that substantial medical expertise will be needed within the research team. for adaptation
and design of proposed data gathering procedures and forms. for training ofobservers and interviewers.
and for interpretation ofresults and drawing implications for the future WACH project. Individuals with
medical backgrounds and with experience in this type of facility assessments using WHO or other
standardized approaches would be ideal to provide expertise and direction and guidance to these
activities. and individuals \\"ith medical backgrounds (e.g. medical students) may be critical to the
reliability and accuracy of actual data gathering. Even such medically trained observers will need
substantial training and careful monitoring to ensure reliability and consistency. The proposed research
team is lacking in such expertise. and the field investigators are described as lay persons with only data
recording and interview skills. For use of outside consultants. specific scopes of work and levels of
effort are needed. as well as letters ofagreement from such consultants which document their agreement
with the noted SOW and LOE. We recognize SRI's reluctance to take on this more technical medical
responsibility, but believe that with the excellent management capabilities tor which SRI is well known
it should be feasible and effective.

4. Field work and supervision for quality and reliability: The technical demands for these procedures in
order to ensure accuracy and reliability demand a rigorous training effort with well designed mechanisms
to ensure consistency among observers. in addition to the higher level of technical ability of the field
workers mentioned in item 3 above. The current proposal provides some useful information about
training. but needs to be augmented with regard to mechanisms to be used to reduce inter-observer
variation and ensure reliability of observations.
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5. Budget details: It should be clear from the above comments that substantial effort will be ne~ded prior
to actual field work. to identify locally appropriate standards and adapt them to the study. to prepare
forms and appropriate adaptations of procedures for the range of types of pro\iders and locations and
problems targeted. to interact with BASICS and the other Cooperating Agencies in tinalizing standards
and fom1s and procedures to be used. to recruit field \\:orkers with appropriate experience and technical
health backgrounds for those components of the study requiring such capabilities. to train fidd workers
to the level of accuracy and reliability required for particular study components. to provide ongoing
quality checks of observational reliability during field work. etc. These are not part of the usual social
science or marketing study demands and procedures. In addition. reconsideration of the numbers of
observations planned and the addition of record reviews to the proposal will be necessary. Just as the
text of the proposal must describe these activities in detail. the budget should include these components
in the details provided which show how the summary budget figure has been calculated. in order to
ensure BASICS that sufficient budget has been requested to do the job at the le\"e\ of detail and quality
required. The current budget proposal provides only minimal detailing of the calculations llsed to deriw
the budget tigures. and does not have the supportive detail showing the details and calculations which
led to the item totals listed.

These major areas of non-responsiveness can be further discussed in reviewing the overall proposal at our
meeting on May 24.

Sincerely yours.

Robert S. Northrup. .\1.D.
Technical Officer
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APPENDIXF

SURVEY RESULTS FROM THE NATIONAL IMA SURVEY ON
DIARRHEA CASE MANAGEMENT PRACTICES ON PRIVATE

PRACTITIONERS



A 5TmW ON

DIAllkJloKA KAHAt;KHKH1 BY Pll)" ATK I'HA(~ JTI ONRRfi

~~~:Yt C~ \ )1? ~~ ~ 7 ttf2 t (p .
~- 1\t~Jtw-t\..,v~(' J ~'h- tss t'-fJI\-C~ f.

~
private

practitioners ~ll over India to assess th~ir ~nowled~e on

Diarrhoea The

of Itit. hefr-Ire 1989 'The 't'loac·ti ti.:tners were requested to return

V~---
tJhe fi lIed in ·:J1.1",'stionn.3.ires within.3. mont.h. Ti'iC IUJl. has

.=sC'3
recei-.'e,j f.'+tr fi ll",'d in auest.i.:'nnaires. An .:lttemvt has been ir.

First .:.1' .311 th-=

Back~round information

The Table 1 reveals that about 53 per cent respondents ~re

in the a,e ,roup 0f 36-50 vears whereas only 10 Del' cent are

belo~ the a~e of 36 veal's.

About 87 per cent respondents are males and about 86 J~r

cent bel<,:,ne: to urb.3f1 a.rea.

~ LOlJ.t 113 po;,-r cent.

cent are only MBBS,

.3.re p.:tediatricians where .:..bout 43 ~'er

Th€ Table .:11 s .... ShO\-1f. th.:it ab'..)1.ltJ 3/4th 't.racti tioners ,-,Joe

doi Tllt priv.3.te 't1ra.:;ti..::e and tJhe remai ning are ill the g(')v(.:rl1m~TiL

.iob.

1
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T.,h)€, 1: BlJ~k(!r{)und Inform.:llion of rcnpondent.n

f'·~··' ".';: "':'lmd 1nf(·rm3 t.l (.on Pel'l.leu t..:t~~
aa~~a~a~~~~~a~A~~A~~~~~~~~A~~~~~~~~~~~~~~~~~~~~,~~~~·~~~.~~.

36-50 years

S1 vears

Sex

Malt=!s

Ferra.'Itle

Location

Urba'n

Rur.:.l

Qualification

MBB£

Paediatrician

Others

Type of Practice

Govermnent

Private

10.0

52,7

37,3

87.1

12,9

85,5

14.5

43,1

17,7

39,2

.).. 1.....,) .....

74.9

ORT .eeting (5) attended by the respondents

According to the Table 2, it is observed that 34.5 per cent

l'espl.)udents: have not, at.t.ended anv ORT meeting so far. The

remainjng have attended either IMA meeting in 1989-9U or other

t.ban IMA meet.1n~ '~Il' they hf'Vt'" :'\t.t,end~d hcot.h t.he meeti ne:;: .

2
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---------------------------------------_._-------------------
P'i'!rc""nt.~e<:=­

at.t.ended
------------------------------------------------------------

1. ORT meettn~ ~rranged bv
JMA 1n 1969-90 16.5

28.n

20.4

Averag~ number of patients under b years seen

The respondents were asked to mention about the number of

t.hree of illnesses. namely, respil"at.(,ry infect.i on,

diarrhoea, and fever. The Table 3 shows that the highest

pereent,age ..)t pat,1ent..s under five years of age have respil"at,('l!'Y

infection (43 %). This percentage is examined bv a doct..~,r in

a Itl('mt,h, whe.reas the dla.rl'hoeal pat.ient.~. const.i t.llt.e only abl;:'lut.

111ne~5e5 seen by per doctor in a month comes to 421.
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l'abJe a; Average nu.ber of patients under fiye years of
M~e ~~t'm by:t pr1vate pr:lct.1tiolwr in a monUI
for the Lhree illnesses (Respiratory infe~tion.

diarrhoea.and fever)

IIJJ)~~~

1. flef\pi rfl't.l)nr

infe·-:tion

2. Diarrhoea

3. Fever

Average numht---r
ot patents
~ee~

179

105

137

-
}-'t."'rcent.age
fl'om the total

42.5

24.9

32.6

Tot.;,l
- - -----_.--- - ----- - -- ---- --- - ---

. 421 ~a..:0-

Position of diarrhoeal patients durin~ the last five
years. I/V usage and OBS packet usage

The :privat·e practitioners are of the opinion that ORS pl:lI'::ket.

l~Sae€ has increased by 72.4 per cent over the last five years in

their clinics (Table 4'. Only 10.6 per cent .:..nd 17 per cent

doct,:;rs have reported that the usafle of OR:3 p.';lcke:ts over the PF.t.st~

fi ve yearE has dec:re.:lsed and the usage retrl.~ined the saUle during

the period respectively. However. the IV fluid usage has

decreased by about 65 per cent over the past five years. and the

admission of diarrhoeal patients or the THllrlber of referred

diarrhl:lea patientE has also decreased by about 70 per cent.
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Table 4: Posit.ion of" diarrhoeal p81.icnt.s under !>
~ ycar~ during t.he last. b ~ear~ as per pract.icc
o'f raf;l'Ol1dp.ntR

PositIon Increased l~creased Sam~

% % %
aaa~a~aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa

- Nt') ~:\f patients 13.7 52.9 33.4

- No of patient.~

admitted\referred 8.0 70.2 21.8

- I/V fluids usage for
pat.:lents 10.2 64.5 25.3

- OR£. p.:lcket usage
for j:1.;ttlents 72.4 10.6 17.0

prescription of drugs to diarrhoeal children under five years of
age

It is he.:I.rtening- to note froln the Table 5. that IIKJre than 65

~ter ,~eTlt doctors are prescribinp- ORS to the diarrhcleal children

HO'Rever. about 85 per cent doctors are also prescribing

A~~ut 38 per cent and about 35 per cent are asking the mothers to

give home made fluids to children havin~ any type of diarrhoea

and baving diarrhoea with blood in stool. HO'Rever. about 44 per

cent respondents do give antidiarrhoeal drugs to children havirlg

diarrhoea 'Rittl blood in st(.lol.
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TlJblc t>. Prm;cript.ion of drul!:; 1.0 t.hf~ ehiJdrfm under
fi ve years of linf:

.I '.,,'.. , ",-'.

All diarrahoeas...
~

D1arrhoes
wi tra bl .......·d
in stool

,...
4

~~a~aaaaaaaaaaaaaaa~aaaa~aaaaaaaaabaaaaaAaAAAAaaAAaaaaAAAAAAA~~

An t i -diarrlu:'lt::al,;; 30,8 44,3

Antibiotics 16. f\ 84.7

OR::' 65.5 67.3

HOIn~-lnJ'3lde flllids 38.0 34.7

Knowledge about feeding children' during diarrhoea

The Tabl-=. 6 ~bow.5 that ab,.)ut 9~.1 l'espondents are t.""If the

<.)pin1cm that. m'.)th-=.rs should gi ve breast. feeding as usual c,r more

t.han usual t.c th-=. diarrhoeal children. However, about 54 per cent

~ave reported tbat mother5 should stop bottle feeding to t.heir

diarrhl.)eal children. About. 5f' per cent. doctt."'Ir respondent.s are

also of the opinion that foods other than breast milk should also

be ,;j ven as usual or mOI'e than usual in case the childl'en under

five have diarrhoea.

Table 6: Percentage respondents having knowledge
about feeding the children during diarrahoea

Type I.)f feed As usual/more
than usual

Less than
usual

Stop

Bre.9.s'l. feeding

BottlE!: feedin~

Other foods

95.3

25.9

59.4

2.9

20.6

28.8

1.8

53.6

11.7
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which is used to detect bacterial or viral infection in stools.

However. m~'lre t.han 92 per ~nt have report.ed that. t.hey· would 1ik~

t.,:. use the t.est.. and about. 91 pel' cent. would prefer t.o recommend

t.o gi V~ ORS in case the t.est indicates viral inf€lction. and only

about 37 per cent would like to give antidiarrhoeal drugs.

However. 12 per cent doctors would like to prescribe antibiotic

in case th~ test reveals viral infection.

Table 7: KnoRledge about a new rapid stool test to
detect bacterial or viral infection in stools

and its use

- Awareness of test

- Would use the test

- Prescription if test
indh:~at.es viral
infe·':!ti (In

- oas

- ATltidiarrhoeal

- ATltimotili ty

- Antibiotic

- Antieroeti.::

.-
92.4

91.4

::-:\
36~

24.1

12.0

12.7

7
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I're5crlpti(ln/di5pen5in~ of ORS

Table 8; Prescription\Dispensing of ORS to the respondent5

~ .\. .L l. .L ~ ~ .... ,l •• .l.. ... .\. .l. .l. • ~_ l. ~. ,J

"'-'. ~ f:t ~.. ':"~.. c"... c: i, '::t c:t. ~ '..: ', ~:;'. ~:':' c. ;.' t:~: -_

Prescl"ibe

Dispense

Nei t.hel"

PerC"::lltage

80.f,

6.5

13.0

Reasons for prescri b~.ng a brand

The res:pondent.s were ':lsked t.o mention about. the reason for

presl,:ribing a particular brand of ORS. About 72 per cerlt have

rep(.lrted t ..h&.t they prescribe,~ particular brand because its

per cent

menti~:,lrled that the brand is easily .:lvailable in the market and

the same percenta~e of respon~ents are of the opinion that it is

"the quality of the ORS which cOIliPels them t.(. select a particular

brand ('Table 9).
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TablE: 9; Reasons for Hf:lectin~ brl1nd of om~

(N = 411)

ReasoJls percentage

Its formula

Its 'price

Reputation of
111anuf.'JI.cture r

Hed. Be:p. promotion

Easy availability

Qu.9.lity

71. t"l

33.8

36.3

11.4

53.3

53.3

Not.e: multip],,=, responses. percent.9.~es dc> not add to 100.

Prescription of flavoured ORS

The . T.:t.bl,,= 10 shl"JWS that about 65 per cent doctors are of

the opiTdon that they would prefer to prescribe the flavoured ORS

if it is available. So far as the powder ORS packets are

1~1·)T1Cerned. about 71 per cent are of the opini!'".,lTi that they would

prefer for the 200 ml packets. Similarly. if the ORS readymade

soluticm is .:t.v.:t.ilable. about 90 per cent respl"..ITlderlts have shot.H!

their preferences for small packs. This may mean that the

respondent~ pr~£er the for the small packs for any type of ORS.

i.e .• powder or readymade solution.

The Tabl~ further shows that for readymade OBS solution. the

hi~hest percenta~€ of respondents prefer pouch pack (27.5%).

f("Jllowed by Terapack ('24.7%).

9
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Tnhlr. 10: PT~~~T~nc~~ o~ ORr.
--- . ------ . _._-_ ..

Yes

No

1 Litre 'NH~ket

200 1111 packet

Readyroade solution

One litre pack

Small p.~.(:l:

Preference for type of p.:t.ck
of readym.ade soluticm

- Pl.:t.stic bottle

- T~rapac:k

34.~

28.7

71.3

10.1

89.9

15.9

18.8

27.5

24.7

13.1

Knowledge of preparation and giving OBS

Only 28.4 per cent respondents know correctly that for

mixing of OR~~ only clean water should be used (Table 11). Abol;l.t

27 per cent know correctly that the ORS solution could be kept

uptl:l 24 hours after its preparatil')n. where.9os only about. 24 per

BEST AVAIl:ABLE COpy
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J.·4Otii~uud,;,.nt..~ kno" oorrqet.lv t.hAt it the ch~ld having diarrhoea is

vNl'litine. tho:.: .~hild \:.,,:;; fed ORS solution with spoon.

Table 11: Knowled~e for givin~ ORS
-----------------------------------------------------------
rt~m

Correct
~;

Knowledge

Incorrect
%

Type of water used for 28.4 71.6
mixine' of ORS

How lc'ne' OR:; ·::.:In be kept 26.9 73.1
after preparatic1n

How much ORS sho1.1ld be 23.9 76.1
given to .:l child

If a child iE vomit-ting. 67.1 32.9
how ORS is eiven

------------------------------------------------------------
Overall knowledge of ORT

The c..verall OPT kn<:l~lled~e of respondents has been computed

with the help of knowled~e components. The inferential

r statistics It-test} has been applied to asseSE the si~nificant

difference of overall ORT knowled~e between the respondents who

meetin~. The Table shows that there is a sigrd ficant difference

between these two group on the overall ORT knowledge possessed by

thelll. The trtosan EC:I":lrP-S show that those who had attended the ORT

m~etin~ have more knowled~e as compared to those who did not

a~tend any ORT meeting.
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CQmpi.lr i !ion C' f i'V('rn I] know 1r.ci (!(. (l f OH:;
lwat.ween t.wo P.rnUlJS of res-pondent.s (who
at.t.ended the OIlT meetin~ and who di d not.
at.tcnd the meeting)

H,"'.·1iTlE'
attended

N

3~4

174

4.30

~i. 76

SD

1 .50

1 . 4~!

i-v:.., 1u~

The comp.3ris on of overall ORT knowledp:e arTlon@' the

res'Dondents of three a~e ~r~as also been done. The

sil:!nificant difference only between two age ~rou'Os has been

observed in the Table. It. is fc~und that the respondents

belon~in~ to middle age group, i.e .• 36-50 years are having more

know led!=!e as compared to the respondents belon~inf t ..:, higher age

group (51 + years).

Table Comparison of overall knowledge of
ORS between two age groups respondents
(36-50 years and 51 ~ years)

-----------------------------------------------------------------
Age
Groups

36 - 50 years

N

269

190

Mean

4.24

3.94

SD

1. 55

1.57

t-value

'\-1

*Signjficant at .05 level
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Rna:>on:> .for 10\1 dispensihl~ oJul pro:.I"T" i pt.i 01\ "f OH~; hy d()(~1.or~;

and

prescl"ipt.ion (Table ). and al.ou1. 47 P':-"l" •. 't"nt hew", n::,porV:.d that

the mother5 are of the opinion that DRS is not acceptable to the

children. There are also about 4~ per cent resp0ndent~ who are

of the opinion that according to the mothers the taste of ORS is

ae(!ept.able t('1 the children. Ahout 26 per cent respondent.s are

also of the opinion that it does not s~op rliarrhoea as perceived

by t.he mothel'S. These al'e t.he main l'easons as percej ved by the

respondents for low dispensing and prescription of ORS.

Table Reasons of low dispensing and
prescription or ORS

Pel'cent.age (If
re~.I;:<,ndents

-_ ....._---

1. Price too high

2. Not enou~) profit to doctor

31.2

16. f,

3. Non-availability
~

4. Percept.ion by ;olqt:~ r;. t.hat ORS
15 ~~o cheap to be effective

5. I~e5 not stop diarrhoea as
perceived by mothers

6. MClt.hers complain that ORS is
not acceptable to children

7. Ta5te of ORS 15 not acceptable

11.4

Hi .9

47.3

4f, .1

NClte; Mul tipIe answers, peri~ent.ages dC' not. add to 100.

Nays for increasing the usage of ORS

The l'e5P('mdents were a51~ed t,(, suggest t.he wavs and means so

that. t.he usage of ORS should be increased. Ac('ording
Table 12 it 15 fNmd that. nl pel' cent. li'~,ct''''r~''. .:':Ire of t.he

t.o the
opinion

BEST AVAILABLE COpy



~Uolaf'~ ahout. t.he effel..~tjVli'tW~~ of t.he ORS. These tlJC' type of

TIl("' Tah] e

fm"t.her ghow~ t.hat. 8b'')llt. 64 per ~p.nt. have indi c~ted the ORS

~ht.)ul,j be made cheaper. He,wever. abcJut. 61 pel' cent are of the

opinion that more information of DRS should be made available to

~U"e I)f the view~ t.hat digpen~ing packages of t.lle ORS should be

made:,:;vai lable tt;' tIle ll.e.er.e·.

Methods suggested by the private practitioners
for increasing the ORS usage/prescription

Percent.age of
resPCmde!it.s

1. More pUblicity 78.0

2. MakA it cheaper 63.7

3. Dispensing package be made available 45.5

4. Improved availability 37.3

G. Sett.ing up ORT centres 35.9

7. f:hn'e iJlff;,rmation & promoti em
to doctorz 61.2

8. Make it. more expensive 1,8

10. Hjde!" range of f'~)l·mula.s available

11. Mfn'e publ j c awareness

5. :-1

76. j

Not.e; Nul ti p] -:. an.e:we?·~, percent.ages do not. add to 1no.

BEST AVAILABLE copy
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Pranticml 1H1O of (ms

Abr.mt 85 J:'l;jr t:lt;lnt h~vt;l rQport~d that they have

act.ually eivan I)RS t;;rJlutirJtl to the childr<.!n of their (Hm f'!mily.

About 78 p~r cent have actually prepared the ORS solution

t.hemselv03s. There are also 86.5 per cent respondents who have

actually tasted the ORS.

Actual Practice of OUS by the private practitioners

Practi~~ of
ORS. in

Percent.3.I!03 of
respondents

----~-------------------------------------------------------

1. ORS given to family child

2. Actually mixed ORS

3. Tasted ons

\

-\\\
---

...
V

..,J

15

84.7

78.4

86.5

BEST AVAILABLE ropv
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BASICS
BASIC SUPPORT FOR INSTITUTIONALIZING CHILD SURVIVAL

1600 Wilson Boulevard Suite 300. :\r1ington. Virginia 22209 U.S.A. Tel: (I) 703 311-6800 Fax: ( 1) 703 311-6900
Robert S. Northrup. M.D.. Technical Officer Email: RNORTHRU@BAS[CS.ORG

MEMORANDUM

Date:
To:
From:
Subject:

May 27.1997 -- Jaipur
Prasanta Pathak. Ph.D.
Robert Northrup. \·1.0.
Comments on Draft Report and on future Evaluation Report

II

1. INTERVENTION METHODOLOGY

This topic seems to be the most in need of additional attention. and of course it is at the heart of the OR
study as a whole. I have already made comments in the margins of the draft report. What is discussed
here is the result of further thought regarding \\'hat would be the most useful approach to both
characterizing the intended strategy for intervention and the actual intervention activities which took
place -- unfortunately these are not the same ~ ~

I suggest adding the following to Section 2.0 RATIONALE. This presumes that you have already
shifted the "Proposed Model of Networking" (section 4.5) into this section after the text which is
currently present. The addition I propose would follow that Model description and the diagram.

"'The purpose of the information sharing through the proposed network of communication is
ultimately behavior change of the various stakeholders. Given that the purpose of the study is to
improve the quality of health care. the ultimate behaviors to be influenced are the practices of care -­
preventive or treatment-related -- being given to sick or well children and to women during
pregnancy and delivery. These practices or actions are carried out by mothers ·at home. and by
practitioners of various sorts. in particular for this study the rural non-qualified allopathic vi llage
doctors and qualified or unqualified ISM doctors. It is the assumption ofthis study that improved
care by practitioners consulted for episodes of illness will result in both more rapid and complete
recovery of the patient from the health problem and the prevention of future morbidity. The
intermediate behaviors to be influenced are those which constitute the interactions of networking and
exchanging information. If the intervention is successful. the stakeholders will increase their level of
interacting activities aimed at improving health and health care quality as per the network model
diagram. with practitioners meeting with the local PVO. mothers meeting with health volunteers or
anganwadi workers. practitioners meeting among themselves. practitioners meeting with mothers
(e.g. attending a mahila mandaI meeting). etc. From being independent and disconnected actors
pursuing personal or selfish goals, they would become a kind of "village health team" engaged in
mutual collaboration to improve the level of health and health cm:e in the village:'

"Efforts to change practitioner behaviors in the past have often been limited to training of various
sorts, and as training often limited to merely the provision of information. The assumption of such
knowledge-oriented interventions has been that improyements in knowledge will lead to changes in
the case management practices being carried out by the practitioner. Unfortunately this assumption
has all too often proven to be false. with minimal behavior change resulting from substantial
investments in training. Because of this. this study adopted a broader range of intervention inputs to
the practitioners. including training with its provision of information but going beyond it. The
behavior change inputs to the practitioners are specifically: BESTAVAILABLE Copy



1. Provision of information (training)
2. Specitic behavioral contracting
3. Behavioral monitoring and feedback

Each of these components is designed in a manner aimed at maximizing its influence on the case
management practices of the practitioner. as described below.

1. Provision of information (training): (a) uses adult learning techniques with maximal emphasis on
participation by the learner (two-way rather than one-way information transfer) and building on
existing information rather than presuming an "empty slate", Avoids "top-down" or "parent-child"
type lecturing or preaching which belittles or is negative toward the self-esteem of the learner. (b)
focuses on specific behaviors rather than general principles. in this case the specitic practices which
are the national standards for sick child case management. (c) uses "sandwich"" technique. with
information provided in an initial session. after which the learner'goes home and tries using the
information in his home situation. and then returns to a subsequent review and discussion of the
implementation experience and any problems which have occurred.

2. Specific behavioral contracting: requests the learner to personally "contract"" to carry out agreed­
upon behaviors. following individual negotiation as to which behaviors can be or cannot be agreed to
by the learner. Signing such a behavioral contract is expected to increase the psychological
commitment of the learner to carrying out the agreed-to behaviors

3. Behavioral monitoring and feedback: A process of continuing monitoring of the practices being
used by the practitioner using the Verbal Case Review method with the practitioner's patients..
comparing those practices with the practitioner's contract. and feeding the results back to the
practitioner through a community or pva influential person. should enhance the learner's feeling of
accountability for carrying out his agreement. By having community members themselves -- the
mothers who are the practitioner' s patients -- be both the source of information and the implementers
ofthe monitoring data collection. the practitioner comes to recognize that the patients who are his
livelihood have an personal interest in his carrying out his agreement to provide care consistent \vith
quality standards. This too should be a powerful psychological influence."'

I suggest shifting most of what is currently in section 7.0 INTERVENTION into the methodology
section (section 4.0) into a subsection called Intervention Methodology. The tricky part is. what to do
about the difference bet\veen the intervention which was planned. (lJld the intervention which was
actually carried out.

Since this is aimed at the final report of the project. it is not appropriate to include in the methodology
section something which was not actually done. Hence my recommendation is that you describe what
was actually done. It is my impression that. relative to the practitioners, this included only the training
and the behavioral contracting, and did not include the monitoring and feedback component.
Accordingly. indicate that courses were carried out. and contracting was done. Mention that low levels
of women participating in the mahila mandai meetings. and lack of effective organization of these
groups by the health volunteers of the PVO. prevented effective carrying out of the monitoring and
f~edback component of the practitioner behavior change intervention inputs.

Then in the Findings section I suggest you insert a more complete description of the actual training
which took place. Contents of this description should include:

a Table including the following items: session number (I through 7), month of session. topics
covered (e.g. diarrhea. diarrhea review. ANC, etc), number of practitioners participating



a Table showing types of practitioners (TA. CA. etc). total number of each type. and number of each
type which actually panicipated in at least 1 training session. in 2--1- sessions. and in 5-7 sessions.
with percents of total. If possible in this same table. or if necessary use a new table. show also the
breakdown by project area -- case. modified case. and control areas (presumably none participated
from this area -- is this true?)
similar Tables for the preventive and health education services workers and the dais.
Tables showing behavioral contracts (may be in appendix) for each disease type.
Table showing percent of practitioners who signed the contracts.
other factual information about training as in current description pages 37-40. I suggest that the
detailed listing of topics for pregnancy training be shifted to the appendices. Much of the current
Intervention description should be divided. with pan of it going into the methodology section. and
most of it going into this new Findings subsection
Tables or text description showing the participants reaction to the training. the results of any
evaluation forms used at the training. and any anecdotes or quotes from trainees \vhich characterize
how they felt about the training. what the learned. how they applied them. or other similar reactions.
Quotes from the trainers also regarding similar reactions to the training would be appropriate to put
into this subsection also.

It is also important to have a subsection in the Findings section which details the networking activities
which took place. in addition to the training. Were there instances of practitioners attending: MM
meetings? Do you have data on how many MM meetings took place during this period? Do you have
any data which could help to differentiate between the activities which took place in the case area and
those in the modified case area?

Were there any other inputs. either from the study or from the PVO in its other activities or from local
health authorities. which might influence the behaviors of the practitioners or mothers and therefore
should be documented here in the Findings section. even though they may not have been part of the
study protocol?

2. EVALUATION

The following are some topics related to the Evaluation of the study and interventions which need
discussion and action:

What data collection is needed? Both VCR and PP structured interview? Omit PP Sl?
Would it be desirable to do PP IDIs (In Depth Interviews)? Do other IDIs (e.g. with Health
Volunteers or NFE workers) to get impression of whether Health Team mood or attitude has been
created? Pathak and Singh to do IDIs? How many? With whom? What questions?
How to format results of VCR survey? Pre and Post? Compare case vs mod-case vs control?
Which practitioners to include in Post tables? All practitioners? Or only those participating in
training? How many times is the minimum to be classified as having participated? Should the
analysis be focused on specific topics, that is. using as "'trained" only those practitioners who
participated in the training for that topic. for example. those attending the diarrhea sessions are
analyzed v,,'ith regard to their diarrhea case management. while the others are not? Would there be
enough data to analyze if this approach was used? Can the analysis methods select out only the
VCRs from practitioners who did participate in training, or from the practitioners in one of the three
areas?
IfPP structured interviews will be done, how to use the results? Pre-Post? Compare consistency of
PP answers with VCR in baseline study with consistency after intervention? How quantify
consistency? Given training inputs. is it possible any more to use the PP SI to validate the results
from the VCR? (I suspect not)
Are there any process evaluation indicators for which there is already data? How to use these?



3. DISCUSSION SECTION -- POSSIBLE TOPICS AND SEQUENCE

While the evaluation surveys are not yet completed. and the data from them is yet to be known. it may
still be useful to sketch out a topical approach to writing the Discussion section of the final report.
Components of this section would be likely to find their way into papers prepared for publication as
well. The following lists. in approximately the order in which they might come in a future draft of this
section of the report. topics and related comments which put the various aspects of this study into both a
national and a global perspective.

1. Importance of working with priyate practitioners -- relative proportion of care being provided in
India by these practitioners. their lack of training and often poor quality care which is thereby less
effective than ideal. their similarity to the CHW produced by so many rural programs but with long term
commitment to working in health and thereby likelihood of greater s'ustainability in care providing role.
Note PVOH producing CHW (called Health Volunteer in BCT program). which in Bihar was able to

playa major role in carrying out the behavior change intervention. Potential for VDs to become
involved more in preventive and health education efforts like CHWs. while with PVOH coming to a
close CHWs may well be considering becoming VDs.

2. Potential of village level network leading to village health team -- panchayat movement suggests that
now is the time for reinforcing and strengthening this approach -- structure to build on. data may be key
to motivation of individuals and groups to become involved - data showing that there are deficiencies in
current care being provided which may be leading to unnecessary prolongation of illness or even
mortality. With a practical method for obtaining data -- the VCR -- community groups may be
convinced that there is a need for their involvement. and the ability to monitor change through
continuing VCRs may encourage people that change can occur and can be managed.

3. VCR -- Given the difficulty of standard methods for assessing practitioner quality in rural settings -­
direct observation and exit interviews being difficult because of low patient volume and often mobile
practitioners who travel from village to village and often or even predominately see patients at their own
homes -- the VCR offers great promise. Minimal requirement -- the ability to conduct a simple HH
survey and analyze it -- simple tabs. yery simple interpretation. may be carried out by community groups
themselves. although in this instance was carried out by a research team trom outside the area.
Advantage of participatory methodology -- involves the practitioner's patients in the quest to achieYe
higher case management quality and effectiveness. acquaints them with the standards. so that they can
join in motivating him to adopt these more effective case management practices. In this case done by
research organization. with objective of engaging local PVO in the process so that they could continue
with it after this pilot study was completed. but capturing research organization ability to confirm the
validity of the VCR in representing practitioner practices effectively by carrying out parallel direct
practitioner interviews as validating mechanism. Drawbacks to VCR -- does not pick up treatment well
-- mothers cannot provide names of drugs used because they were never told them. But does represent
other aspects of case management very well. Feasibility borne out in Bihar. where CHWs in fact carried
out the VCR twice. and borne out also by the simplified version used in the follow on VCR in this
Rajasthan study.

4.. Deficiencies in case management practices -- Given their minimal or absent basic training. it is not
surprising that these village doctors exhibited a number o(flaws in the procedures by which they
managed children with the most common childhood illnesses -- diarrhea. fever/malaria. and respiratory
infections/pneumonia -- compared to nationally and internationally recognized standards. Basic
procedures to assess the child often were not followed -- weighing and plotting growth was extremely
rare, as was ear and throat examination -- and disease specific procedures currently emphasized in lYlCI



-- skin pinch in diarrhea children to assess the degree of dehydration. timing respirations with a v,,"atch to
differentiate pneumonia from upper respiratory infections -- were low in frequency. Counseling was
panicularly weak, due likely to a conviction on the pan of the practitioners that informing the patients
about many of these items was not a good approach and might lead to frightening the patient. or to ill­
informed decision making on their pan if they misinterpreted changing symptoms. When presented with
tables showing the mother's recall of their behaviors through the VCR, the doctors confirmed that the
date being reported was consistent with their behaviors. Thus the VCR provided both a meaningful set
of information on which one could design a behavior change approach, and the first step in that
approach. getting the practitioners' attention.

5. Intervention: While the study and intervention design envisioned a three-pronged approach to
changing practitioner behavior --improved approaches for sharing of information. specific behavioral
contracting. and monitoring and feedback in classic behavioral modification style -- only the first two
were able to be implemented. due among other things to a lower level of activity and performance
among the BCT CHWs in comparison to the CHWs working in the parallel Bihar studies at the same
time. The participants found these approaches to be attractive and acceptable. however. according to
their response on the follow-up PP interviews. and in addition. on the basis of the information both from
the repeat VCR and from the PP interviews. changed many of their practices to coincide with their
behavioral contracts. MODIFY THIS STATEJIENT IF NEW DATA. DOES NOT COl\"FIR}v! Given the
shon period during which the intervention took place. and the possibility of obtaining even greater
improvement if the monitoring and feedback component could be added to the mix of inputs. it would be
desirable to extend the project for an additional 6-12 months. providing additional training sessions.
devoting attention to the community and household directed component and stakeholders, and allowing
the monitoring and feedback component to be brought into play. This would also allow the project to
make the transition to full BCT ownership and leadership, a necessary step if the activities are to
continue beyond this OR study as self-supporting activities within the routine strategies of BCT's
community development and health programs.

6. Lessons learned:
Sense of ownership by local PVO interfered \vith by burdensome research demands
Keep data to the minimum essential for the intervention -- simplify
Clarit~· and strengthen role of CHWs --
Need for mechanism to reach 100% of practitioners -- this will require most likely outreach to their
offices -- "social detailing" -- can't depend on voluntary participation in group meetings.
Need for greater and earlier involvement of panchayat as possi.ble alternative where Mahila Mandai
effons are weak
Village doct9rs are interested in obtaining new information. and in forming organizations to share
information and provide mutual support.
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