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I 
I. EXECUTIVE SUMMA.'qy 

A. problem and Overview: 

OVer the past several decades India has r..ade remarkable progress in 
industry, science and technology, and food production. Yet intense 
population pressure on resources and limited access co basic 
services by the population remain serious problems. Two of the 
major concerns of the Government of India's health and family 
welfare program are high fertility and high infant and child 
mortality. The crude birth rate is still about 36 per thousand, 
which implies about 26 million births per year and, when coupled 
with a crude death rate of 15 per thousand, results in a net annual 
population increase of about 15 million. Infant mortality 
(estimated at 122 per 1000 live births in 1983) varies considerably 
among regions, but is especially high among the rural poor; deaths 
among children under age five account for an estimated 55 percent of 
all deaths.* 

The Integrated Rural Health and population project supports India's 
effort to reduce both fertility and infant/child mortality. It 
supports the Government of India's (GOI) Mocel Health Plan for rural 
health and family planning services, and is consistent with India's 
commitment tc "Health care for all by the year 2000." It is 
complementary to AID's assistance in e:{panding food production, 
rural employment and availability of energy in an overall effort to 
improve the balance between food, energy and population. 

s. u.s. Assistance: 

The Integrated Rural Health and Population project (project No. 
386-0468, hereafter referred to as IRHP) is a five-year, $67 million 
undertaking, with USAID'S contribution totalling $40 million. The 
project officially began in August 1980 and is scheduled to end 
september 30, 1985. As noted above, the project assists the GOI in 
implementing its r10del Health Plan. Thus, it is not:. operating in a 
vacuum. It is an acceleration and fine-tuning of a set of 
interventions that are part of the GOr's and states' rural health 
and fw~ily planning service system, which will eventually be 
implemented nationwide. 

The project is :mplemented in 14 rural districts in five states 
Waharashtra, Gujarat, Hirnachal Pradesh, Punjab and Haryana.) The 
districts were selected on the ~asis of economic and health-related 

*Source: Population Reference 3ure~u, Inc.: 1983 World Population Data Sheet. 



-2-

Wbackwardness" criteria. (The project paper originally s~~ified 13 
districts. nowever one district in ~1aharashtra, Osmanabad, was 
divided in t'dO in 1982.) The IRttP is !?rirnarily rranaged by the state 
governments with coordinatiol1 by the :'linistry of Health and Family 
':ielfare (MOH?:i) vf :he GO:!:. T~e :?roject :joals are the achievement 
of a 15% decline in the infan:: mortality rate, a 20% ~ecline in 
mortality ~ong children in the 1-4 year age group, and a 
significant decline in the crude birth rate. Its p'urposes in 
pursuit of these goals are to improve access to health and family 
planning services that promote fertility and mortality reduction, 
and to improve and expand the services and support systems of the 
model plan. 

C. PUrpose of Evaluation: 

The IRHP reached its midpoint in March 1983. Its first annual 
review, done in June 1982 reported that after a very slow start, 
substantial momentum had been achieved in the construction and 
training components of the project, while essential data collection 
had just begun (with corr.pletion of a Training Needs Assesment). The 
planned baseline sur-ley, management and communications needs 
assessments, and the staffing of technical/managerial positions in 
the various technical cells had not yet been accomplished, so that 
expected e:<pansion and improvement of service and support systems 
had hardly been implemented. 

Substantial progress has reportedly taken place since the June 1982 
annual review. Accordingly, the mid-term evaluation has been 
charged h'ith reviel.oJing, in <iepth, progress in all the project 
corr.ponents, along with the variety of technical and managerial 
prcblerns experi2nced in project implementation. In particular, the 
mid-term evaluation is e:<pectea to i?roduce recommendations for 
changes in ongoing project operations and project outputs, and to 
provide guidance for USAID in beginning assessment of the 
f easibili ty of extending or expanding the :?JiP project. 

The evaluation was conducted between October 31 and November 25, 
1983, by a ~ultidisciplinary and bi-national team comprised of the 
Eollo~ving :neffibers: 

1. Dr. Donald Minkler, Professor, University of California at San 
Francisco - Team Leader. 

2. Yls .. ;nne Aarnes, Chief, :nformation and T:aining Division, 
Office of Population, AID/Hashington-Information/Communication 
Consultant. 

3. J!". :'!abell-e .4.role, Co Director, JaJrkhed Comor'2hensive Rural 
Heal':.~ ?roject, Jamki"!ed, l1ul'.arashtra-Training and r'1CH Consultant. 



4. 

""I -. 

6. 

7. 

8. 

9. 

-3-

Mr. P.E. Balakrishnan, Colu.rrbia University (former USAID staff 
member) - Evaluation/Management Censultant. 

Dr. Maraaret Marroain, for:r.er Joint Di:ector of Elealth Services, 
~1aternai and Chiid Health and ~amily Planning, Har'lana/HOI-E'P 
Consultant. 

Dr. Michael O'Byrne, USAID/India - Training Consultant. 

Dr. James Palmore, East/~lest Population Institute - Research and 
Data Analysis Consultant. 

Dr. Jerry Russell, Organization/Management specialist, John Snow 
Public Health Group, Cairo - Management System Consultant. 

Dr. Inderjit (lalia, Post Graduate Institute of Hedical Sciences, 
Chandigarh, punjab - Nursing/Mid'"ifery Training and 11CH 
Consultant. 

The evaluation methodology included a pr'2liminary week of evaluation 
design, revie'" of project history and dOCLUnents, and briefing by the 
staffs of USAID/D~lhi and the various Gor ~inistry of Health and 
Family Nelfare officers involved in the IPF.P project. The Team then 
divided into three grcups for field visits to all of the states and 
districts covered by the project, as well as to the key institutions 
involved in the implementation of the various project components. 
Factual data for evaluation were provided by the Project staffs at 
the central, state, and district levels. In addition, during field 
visits the te&~ gained further insights into project achievements 
and issues through direct observation, impressions and use of a 
short questionnaire they had prepared. During the final week of the 
evaluation the team met in Delhi to share field observations, 
analyze results and draft the report of the evaluation findings and 
recommendations. The team concluded its evaluation with sl..llm'ary 
9resentations of findings to the GOI and the USAID Mission. 

D. Findincs: . 

The overall conclusion of the evaluation·is that the IRHP, after a 
very slow start, has continued to make substantial progress at an 
accelerated pace since the first annual review. The basic premises 
on which the project is founded remain sound, and its implementation 
to date is consistent ',olith the goals and otJjectives of the C..QI' s 
11cdel Healt!1 ?lan. 

It is the ccnclusion of this evaluation that Somf! solid achievements 
have been rrade in strengthening health :md family planning programs 
in the five project states. The 'Jne'len progress and shortfalls in 
i:TI;Jlementation of the IR.t{P which are addressed in this re;;ort do not 
det.ract frem the assuIT?tions In ' . .;hich the project. is based. We 
bl=!lieve the original ?rojec~ gC..3.15 rem3.in 'laUd, although a longer 
period of ti:ne may be necessary to achieve ti:em. curther USAID 
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assistance to the GOI in implementation of the Model Plan, with 
emphasis on reduction of fertility, maternal and child morbidity and 
mortality, could contribute significantly to further improving 
health and family welfare status in the project ar~as. Continuation 
of USAID assistance beyond the time frame of this project would be 
especially useful if special attention were given to refining and 
strengthening some key components of the system (principally 
training, communications and management) And to assessing the impact 
of project activities on the original IRHP goals. 

~fJhile some of the project inputs have achieved their targets by the 
end of the third project year, delays in completing others will rnedn 
that project operations will not attain a full implementatic~ level 
before close to the end of the project period--two to three years 
later than anticipated. Thus, there will not be a "steady state" of 
project operations at the planned level for a long enough period to 
permit adequate assessment of the projects ~ct on project goals. 

Remaining ~ajor gaps in project implementation which require 
priority attention include the follaNing: 

1. Completion of analysis and dissemination of results of the 
baseline survey and Communication Needs Assessment. 

2. Execution, analysis and dissemination of results of the 
Management Needs Assessment. 

3. Init~ation of innovative projects and operations research 
provided for in the project agreement. 

4. Develop~p-nt of systems and indices to permit monitoring and 
assessment of key indicators of impact of project inputs on its 
stated goals. 

Financial disburserr.ents under the project financial plan, in 
particular those related to construction of fac~lities, continue to 
be delayed. Although substantial progress ~as been made in 
con~~ruction, particularly of smaller facilities, it is unlikely 
that all construction targets will be met as planned in the project 
.?=pGr. Further, the flow of disbursa~ents awaits the resolution of 
three key issues, on which discussions between the GOI and USAID 
officials are under way. These are: 

1. ~edefinition of criteria on which decisions about "completion" 
and "operational" status of completed construction are to be 
based. 

2. Correction of earlier esti~ates of required nurrbers of buildings 
based on errors in ori'~inal estimates, re-calculation according 
to 1985 population 9rojections, and new requirements based on 
project experience. 
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3. Financial adjustment to compensate for escalation of 
construction costs and devaluation of the rupee since the 
project a.greement '..Vas concluded. 

TI1e focus of the project to date has been on its quantitative 
aspects, including construction, filling of key positions, expansion 
of training, expansion of service facilities and preliminary data 
collection (baseline survey, TNA, CNA). As these project components 
are completed, the team urges that greater attention be focussed on 
improved quality of service and needed refinements in the training, 
management, and ccmnunications components. 

While the project to date seems to be succeeding in acceleration of 
the implem:mtation of the tIDdel plan, no fundamental changes in the 
approach to fertility and mortality reduction are yet forthcoming. 
Three particularly critical changes which have not yet been 
undertaken are increased participation by the community in the 
diffusion of health and family welfare measures in the rural 
population; decentralization of s~ planning and decision making 
from the center and state levels to lower level health and family 
welfare MJrkers; and institutionalization of infot"II!ation systems 
wbich provide for accountability and local assessment of impact of 
program inputs. The team reccmnends strongly that steps be taken 
immediately to plan and carry out ct-.ese changes. Innovative 
projects and operations research studies supported by the IRHP 
project can help to guide this process. 

E. Project Design and Policy Implications: 

\~bile the overall reaction of the mid-term evaluation team is 
positive with respect to the conceptual framework of the project, 
our findings as well as those of the prior annual review indicate 
certain weaknesses in the project design and implementation that are 
w"Orthy of mention. 

The absence of adequate technical staff at state and district levels 
l1aS undoubtedly contributed to the delays in project 
imp lementation. Creation of posts for technical staff at these 
levels is called for in the project design, and is essential to the 
improv~nt of the quality of health and family planning services. 
However, very few of these posts have yet been created. The main 
reasons for this are bureaucratic delays, lack of adequate attention 
to the technical needs of the project, and the necessity for the 
states to assume responsibili~J for continued maintenance of these 
posts after the project ends. The team concluded that anticipation 
of these problems, When the project was designed, might have helped 
t..'1e GOI, t..'1e states and USAID develop solutions much earlier in the 
project period. 
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Delays in· following the implements.tion schedule set forth in the 
p~oject paper seriously lessen the l;kelihood of achieving project 
goals ~vithin the time frame of t.l-te existing p~oject. In particular, 
t..~ delay in completing the baseline survey and needs 
assessments--on tr~ basis of which detailed accion plans were to be 
p~epared by the end of t.r"e second project year.--l1..as p~evented many 
i.mp~ovements in training end service delivery frcm being 
undertaken. Trese improvements will, in turn, require further 
adjustments and refinements before the desired "steady state" of 
implementation is reached. Future p~ojects may benefit from 
completion of preliminary data collection and analysis before 
project implementation begins. 

The needs assessments in training, cO!1lllllmication and management 
appear to have at least two major, and very different, objectives. 
One objective is to indicate p~oblem areas in ymich project support 
is needed to improve and e."<Pand current activitiies. In order to 
fulfill this objective, the needs assessrents ~vere planned to be 
completed by the end of the first project year so that improvements 
could be undertaken as soon as possible. A second, but less 
~~licit objective of the needs assessments appears to be to involve 
health and family \velfare personnel at all levels--center, state, 
district and below--in the longer-term process of improving services 
and redirecting them tm.,rard key problems and population groups. To 
carry out this objective, the needs assessments have been carefully 
developed through a series of workshops. They have at some point 
involved virtually all he.alth and family planning personnel. Tne 
evaluation team agreed that the process, though time-consuming, can 
have significant long-term benefits for the entire system, al~'1ough 
\.;e question the size and comple.'City of the current efforts. 

TIle evaluation team noted the apparent conflict between these two 
objectives. Delays in achi~-Og' the first objective may have 
occurred in part because of the efforts to achieve the second 
objective. As noted above, these del~y have serious implications 
for ~r"e achievement of project goals. ~<plicit clarification of all 
tr.e objectives of the needs assessments ru.ght 'nave IIBde it possible 
to d~Jelop alternative ways of collecting baseline data and avoid 
the present situation. 

Finally, the absence of a plan for a post-project survey to assess 
the impact of the project needs to be addressed. Plans for future 
AID acti.vity in this field, including possible replication or 
e:~ansion, hL."1ge upon the findings of such an assessrent regarding, 
for e.~le, impact on project goals, impact on service delivery, 
and cost ef£ect~leness. A major recommendation of this evaluation 
is d1erefore t~qt provision be ~1de Lromediately for undertaking a 
?ost-project surve:r. 
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F. MAJOR RE<n1MENDATIONS: 

NOTE : Recommendations pertaining to specific project components 
will be found throughout the te.'ct: of this report. For a comolete 
list of all reccrrmendations, see Aopendix DI. -- . -
The following are those reccmnendations felt at mid-term to be cf 
major significance to the overall direction of the remainder of the 
project and the ultimate achievement of its goals. 

1. Decentralization and increased commt...n1.ity participation are vital 
to the success of the project, yet have received too little 
emphasis to date. The cOIIlIll.1Ility and PHC-l~l staff should be 
actively involved in planning, implementing and monitoring 
health and family welfare activities in their areas. In 
particular, many rEC and research .md IIx:mitoring functions need 
enhanced involvement of the PRe staff and their clientele. 

2. Resolution of the key issues which are delaying financial 
disbursements for construction costs should be concluded as soon 
as possible in order to facilitate joint GOI-USAID planning to 
meet the remaining construction requirements in the project 
areas. (See Section II.) 

3. Completion of the quantitative inputs (construction, staffing, 
equipment and supply, training) sr.ould be hastened in order to 
shift the focus of the project toward its qualitative aspects. 
In particular, the development of measures to mnitor and 
evaluate performance of key services and their impact, and the 
use of innovative projects and operations research directed at 
improved quality of Training, Services and IE&C activities 
should be stressed. (See Sections IV, ~ VI.) 

4. 'The baseline survey and the needs assessments have been long and 
ccmpl iC:lt~d. Considerable delays have been encOl.,mtered in all 
these efforts, leading to postponement of critical project 
components, such as improvements in training and communication 
programs. In addition, much of the analysis of these activities 
11nS been centralized, limiting immediate access to the results 
by local program personnel and impeding their ability to sustain 
monitoring activities on their own without outside assistance. 
(This has been particularly true for the baseline survey, and 
also applies to a lesser extent to the Communication Needs 
Assessment.) GOI, the AID Hission and project staff should 
concentrate on completing these activities as soon as possible. 
'Etlerv effort should be made to simolifv and shorten the 
process. Further, these evaluation activities should be 
coordinated wi.th those being tmdertaken in other area projects 
end o~~er Indian institutions to facilitate better understanding 
of local situations and their training and communication 
implications. (See Section VII.) 
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5. A managem:nt information system (MIS) is urgently required in 
order to facilitate : (a) impact evaluation; (b) monitoring of 
performance in relationship to both services provided and to 
their impact on fertility and recrtality; and (c) improvement of 
resource mar~gement, including personnel, materials, facilities 
and finances. For these re.:lsons, it is reccmmended that the GOI 
immediately establish a task force or other working groups to be 
charged with analysuJg the existing or currently proposed MIS r s , 
including the GOI' s MIFS, the Gujarati MIS developed with 
assistance from. the IIM-Ahmedabad, ~le currently operational 
tA.aharashtran MIS and others which might have applicability. 
After analysis, but no later than May 1, 1984, the task group 
should propose one or more practicsl systems for adoption by the 
Project States. The States should be directed to adopt an 
impact-based MIS no later than December, 1984. The task force 
should include representatives from management institutes, State 
and Central Government experts on MISs, USAID and 
epidemiologists. The developed MIS should provide a system for 
promptly and routinely providing the irlformation required to 
make the daily maru~gement and planning decisions required to 
achieve the impact objectives of the Integrated Rural Health and 
Population Project. (See Section III.) 

6. A post-project survey should be carried out. Funds should be 
allocated and plannirlg initiated within the next year for this 
evaluation exercise. Care should be taken to ensure that the 
post-project survey covers all tw~lve l<ey problems and to the 
~~ent possible mru<es up for deficiencies irl the baseline 
survey. (See Section VII.) . -

7. The project design called for all project components to be 
operating at the planned levels for at least a year before the 
end of the project. There have been serious delays in project 
imp leru::ntation so far, however. It is likely that in all states 
critical project components - trairling, improved IEC, fully 
operational facilities - will be in place for only a fe,,, months 
at best before the project r s scheduled completion date. There 
is some question as to \~ther project activities can be 

. completed and funds expended by that dnte. Most important, it 
\.;ould be impossible to assess the impact of the project on 
fertility and infant/child mortality reduction. Consideration 
should be given within the next 18 months, perhaps after the 
na~ Annual Review Meeting, to whetb~r the final evaluation of 
the project should be delayed until a year after the end of the 
five-year project pericd. Certain changes ir1 project design, 
such as time-phased implementation, state-wide implementation, 
and intensive block implementation should also be considered. 
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8. Although female health workers are essential to the success of 
the ~·hIel Plan, there are critical shortages of female health 
'N"Orkers in many clreas, especially at the PRe and subcenter 
levels. Critical shortages of trained birth attendants (dais) 
were also observed in some project districts. The project 
should seek ways to enhance their recruitment, traL'1ing, 
recognition and support and to strengthen the linkages between 
and BIIX:lng female workers and the rest of the health team. (See 
Section VI.) 

9. The use of perfocnance targets is firmly rooted in India's 
development effor,os in all sectors. The follmdng refineoonts 
in t.heir application to the IRHP are strongly reccmnended: 

a) The current target system is dominated by sterilization 
targets. }bre balance is required. Other family planning 
roothods should have targets that are stressed and valued in 
order to achieve the goal of reducing population growth 
rates. Equally important targets should be established for 
other problems am::mg the twelve key ones emphasized in the 
project. 

b) Health and family planning targets should be revised to take 
into account both numerators and denominators relevant to 
the problems being addressed. fust targets currently 
include only the number of cases targeted for action (e.g., 
tetanus toxoid shots given to pregnant wumen, immunizations 
for children under five, etc.) They do not include the 
den~tors--~~ base group or risk group relevant to each 
problem (e.g., total number of pregnant wcmen or total 
nt.IIDber of children under five in the area, etc.). Without 
this information about the total size of the base group, 
targets cannot be used to judge the extent to which the 
system is meeting basic health and family planning needs. 
~Dre such information is available for family planning thBl'1 
for health, since health and family welfare workers 
regularly identify all eligible couples in their area.) The 
GOI and others should work with the states to develop data 
on the IldenorniP.ators" for each of the twelve key problems. 

c) Presently, most targets are process targets, rather than 
outcome targets. The difference between the two is readily 
illustrated by health targets. Suppose the targets deal 
with malaria and measures are collected on cases diagnosed 
and treated. Tnese are process targets. A suitable outcome 
target, by contrast, would be changes in mortality rates. If 
malaria is not a major cause of ceath in a particular area, 
success in reacrrLlg process targets might have little 
influence on reducLlg mortality rates (the outcome 
desired). Persons striving to meet the targets might 
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well be increasing mortality rates by failing to ccncentrate 
their work on more important health problems in that 
partlcular place. OUtcome targets should be established and 
given even more ulportance than ~rocess targets. 

d) The methods for establishing targets which are now in use do 
not appear to be demographically or statistically sound, 
especially at the local level. A case in point is the 
target for nuwbers of new cases of a disease diagnosed. An 
active program could well diagnose all cases in a block the 
first year, subsequently be awarded even higher targets, and 
hence be evalualed as failing to meet the targets. 
Sterilization and other targets seem to penalize the 
successful areas. Careful reconsideration of the methods 
for setting targets is necessary. (See Section IV.) 

10. While the importance of the twelve designated key problems is 
acknowledged, they are not all equally relevant to all project 
areas. There is some potential for all twelve to receive equal 
emphasis in each project district, and for other local health 
problems to be given much less attention. It is recommended 
that the twelve key problems not be stressed to the exclusion of 
locally recognized health problems. In keeping with the intent 
of the project to encourage decentralization of planning and 
decision making, local health personnel should be encouraged to 
consider locally serious health conditions along with the 
designated key problems in prioritizing services. It is also 
recommended that state and district project officers work with 
PHC staff and the local community to determine which of the 
twelve problems contribute most to high maternal and child 
fertility, morbidity and mortality rates in their particular 
area. Emphasis could then be given, in training and service 
delivery programs, to the most important problems in the local 
areas. 

11. In view of the importance of increased training capability to 
full-scale implementation of the Model Plan and the demonstrated 
competence of the training institutions which have participated 
actively in tne project to date, increased support and 
utilization of central, regional and state training institutions 
should be encouraged and supported for the remainder of the 
~roject. In order to facilit~te this, the GOI should 
immediately call for a meeting of the heads of these 
institutions to determine their financial or other requirements 
for responding more fully to the needs of the Project, and 
formulate a plan and budget for extending the required 
assistance to them. This meeting and planning process should 
occur within the next three months, so that prOVision can be 
incorporated in the next fiscal year budget. 
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12. The evaluation team is concerned about the overall costs of 
implementing the Model Health Plan in all areas of India. It 
is, b.~refore, '!.·ecommended that the GOI undertake, perhaps with 
assistance from appropriate management organizations, a 
ccmpreh.ensive analysis of the costs of tb.e plan, includL.'1g the 
costs for health facility extension, training costs, equipment 
costs and recurring costs, and arrive at projections of the 
financial ability of ~.e States, with assistance from the GOI, 
to fully implement the Plan. The analysis should identify 
alternative operational models for providing comparable impact 
on fertility and rwrtality (perhaps from the various area 
programs), and project the costs if ~~se plans were implemented 
nationally. This information should be available by Jtme 1984, 
in order to be used in the long term planning of the enI and 
potential donors. 

13 . .An important goal of all the area projects is to gain experience 
in implementing the Model Health Plan, so as to help guide the 
implementation of the plan nation-wide. Exchange of ideas and 
~~erience among project states and with other donor-supported 
area projects has been rare, however. State and district 
project staffs have had few chances to observe what is happening 
in other states and discuss problems. They are thus unable to 
benefit from the experience being gained in other areas. This 
situation is particularly serious not only because it makes 
improvements in ~~ current AID-funded project less likely, but 
also because it appears b.'1a.t valuable information needed for 
planning future actions is being ignored. The GOI should 
encourage and Sl."ppott wider exchange of project ideas and 
a~erience among the five project states and with other 
donor-supported area projects. Tnis exchange should include 
visits by state and district project staff to project areas in 
other states, as well as meetings at the state level and the 
center. It is recormnended that the visits and other actions 
begin ~diately. (See Section III.) 
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II. aJNS'IlUJC1"ICN 

A. Fir.rlings: 

Construction and upgrading of key service facilities to improve 
access to fertility and mortality reduction services is an important 
component of the IRHP Project. This element has received major 
attention during the last two years. 

Considerable progress has been made by all the five states in 
meeting the physical targets for construction as envisaged in the 
Project Agreement. Tables 1-5 (see Appendix V) stlIIlIlllrlze the status 
of construction in each state as of September 30, 1983, based on 
information furnished to t:L'1.e Team by the respective State 
Governments. 

Progress in construction has been particularly impressive in 
Himachal Pradesh, which has been able not only to exceed the planned 
targets for construction starts but also to complete a 
proportionately larger number of buildL~gs as compared to the other 
states. According to State Proj ect and FWD officials, construction 
of all buildings, except for two subdivisional hospitals and an 
upgraded PRe, will be completed and the buildings handed over to the 
State Health Department by f1arch 31, 1984. This is a ccmnendable 
achievement in view of the difficult terrain and other problems 
associated with the geographic location of the State. 

Maharashtra and Gujarat have both made steady progress in 
construction, particularly since the Annual Review in June 1982. 
Maharashtra has generally met the targets for construction starts 
and the buildings are at various stages of completion. In Gujarat, 
construction of key facilities such as sub-centers, RFWCs, operating 
rooms at PHes and upgraded PRes are lagging behind Project targets. 
Similarly, construction starts are lagging behind Project schedules 
in Punjab and Haryana. This is particularly true of larger and oore 
expensive buildings, especially in Haryana. Project and FWD 
officials in these states are, however, confident that most of the 
buildings will be completed by t~.e end of 1984. The Team is 
impressed with the generally high standards and quality of 
construction in all the five states. 

Several key issues have been identified during the Team's visits to 
the states with regard to construction, initial equipment and 
staffing of new and upgraded facilities which need to be addressed 
urgently. These issues are discussed below with appropr.iate 
recommendations for corrective action. 
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B. Issues and Recommendations: 

Issue 1: Discrepancy betrHeen number of facilities proposed to be 
constructed in the Project Agreement and those planned by the States. 

Discrepancies exist in the number of facilities planned by the 
States and those specified in the Project Agreement. These 
discrepancies do not seem to be related to the base-population 
(either mid-1982 or mid-1985) selected for the calculations. There 
is an urgent need to reconcile these figures to ensure that planned 
facilities are constructed and established in accordance with the 
norms of the GOI t1Jdel Plan. 

RE<Xl-tiENDATION 1: It is recOlllIlended that USAID/Office of 
Health ana Nutrition discuss the issue with GOI/IDiFW and the 
State Governments and reconcile the differences immediately. 
Any approval of new targets should be done through the issuance 
of Project Implementation Letter. 

Issue 2: Escalation in construction costs. 

During the Team's meetings with Central MOH:FW officials and the 
visits to the states, it was pointed out that construction costs 
have risen frem 50 to 100% in all states since signing of the 
Project Agreement and that it is no longer possible to complete the 
construction of all buildings within the amount allocated in the 
Project budget. Accordingly, it has been suggested that 
consideration be given to increasing the allocation for construction 
and sharing trte additional costs between USAID and the (1)1. 

REmMENDATION 2: The Team recomnends that USAID Office of 
Health and Nutrition discuss the issue with 001 and State 
Project and PWD officials and determine the extent of escalation 
in construction costs in t:.'1e five states. The Agreement already 
provides 40% of original costs for escalations. With the 
increased value of the dollar in relation to the rupee, it is 
possible that some or all the increased costs in some states can 
be covered by the e .. d.sting dollar budget. This should be 
studied carefully by USAID and' GOI/MCHFW, giving due 
consideration to the alternative demands on the additional funds. 

Issue 3: Low priority given to Project construction by States 
RIDs. 

In some states, e.g. Punjab and Haryana, it was reported that low 
priority is being given to Project construction by the State PWDs. 
This hns led to serious delays in construction starts and increased 
costs of construction. 
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In these states, no additional staff for construction has been 
sanctioned and the additional work is carried out by existing PhTI 
staff, besides their normal work. In Ha0jana, the use of 
project-specific Letters of Credit to HiD (as other states have 
already done) hns been suggested as a way to prevent commingling of 
Project funds with regular PyID budgets and to ensure that priority 
is given to project construction in that ~~ate. 

RECOMMENDATION 3: It is recorranended that GOI/MCHFvl 
irranediately request the State Chief Secretaries to instruct the 
State PWDs to give top priority to Project construction because 
of the time-bound nature of the program. The construction 
arrangements should also be reviewed by the State Project 
Governing Boards and, whereever necessary, additional positions 
authorized to ensure that construction is completed in 
accordance with Project plans. w~ere the availability of cement 
and steel is a critical problem, consideration should be given 
to obtaining special allot~ent of these items as has been done 
successfully in Himachal Pradesh. 

Issue 4: Problem of water and Electric Connections to New 
Buildings and Proper Disposal of Sewerage. 

During the Team's visit to the States, it was observed that 
considerable delays are encountered in providing water and electric 
connections to new buildings, leading to prolonged delays in 
initiation of services and in some cases refusal by workers to move 
into these facilities. In Haryana, a serious design problem was 
observed in that external dry latrines (i.e., without water and 
septic tank) and bathrooms wi thout roof ing are provided to AtIM and 
LHV quarters. This does not appear to be consistent with the 
standard pattern for construction of similar facilities (as for 
example, those built under the r·1inimum Needs program). 

RECO~~ATION 4: The State and District project Officers 
should ensure that early action is initiated to ensure that 
water and electric connections are provided as early as possible 
after cOffi?letion of the buildings. The Haryana design for ~4 
and Lb.V quarters should be reviewed to ensure that they conform 
to standard patterns of construction. 

Issue 5: Provision of Initial Equipment and Supplies to 
Ccmpl~ted Buildings. 

?rolonged delays have been observed in providing initial equipment 
and supplies to new and upgraded service facilities long after 
completion of the buildings and assig~Bnt of workers. In some 
cases, initial equipment has been provided before construction has 
been completed, creating storage and other prcble.rns. In Hirrachal 
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Pradesh, for example, buildings for the two sub-divisional hospitals 
and the transport '..;orkshop are in advanced stages of construction, 
but no action seems to have been taken to order the necessary 
equipment for these facilities. 

RECOMMENDATION 5: state and District Project Officers should 
review construction progress and take timely action to ensure 
that appropriate equipment and supplies are provided to the 
facilities as scon as the buildings are completed and the 
workers are in position. 

Issue 6: Assignment of appropriate cat~gories of workers to 
completed facilities. 

During the Team's visit it was observed that appropriate categories 
of workers are not being provided at new and upgraded facilities in 
some locations. For example, in Himachal Pradesh and Haryana, male 
workers are assigned to subcenters hecause of shortage of Am1s. 
Similarly, at some locations in Himachal Pradesh, LHV quarters have 
been converted to sub-centers with fu~Ms, because of non-availability 
of urvs. 

RECOMMENDATION 6: USAID and GOI/MGiF\'l should review the 
staffing situation with State officials and ensure that 
appropriate categories of workers are assigned to the facilities 
as envisaged in the Project Plans. (The need for expanding 
training facilities for critical workers, particularly female 
workers and fewale supervisors, is discussed elsewhere in the 
report. ) 

Issue 7: Reluctance on the part of some female health workers 
and female supervisors to live in subcenters and 
quart~rs constructed for them. 

During the Team's visit to the States, it was observed that ~lti1s and 
LhVs in some locations are reluctant to live in the quarters 
constructed for them for security reasons. In some of these cases, 
the centers ha1le been constructed a.way frem the main population. In 
some other cases, the ANMs and LHVs corre from the same village and 
are content to live with their parents or relatives. 

RECOMMENDATICN 7: The State and District Officials should 
review the situation carefully and examine the possibility of 
assigning ANMs and ~ls to their own villages so that 
unnecessary construction costs can be avoided. Where feasible, 
renting of suitable quarters in central lccations should be 
explored and ap~rO?riace modificacions made to construction 
designs to eliminate quarters rihere they are not necessary. 
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Issue 8: Reimbursement by USAID for construction costs. 

The issue regarding current G~AID reimburs~nt procedures for 
construction costs \Y'as fi:-st '!:'aised by GQI/~1OHFH officials during 
our meetL,gs in New Delhi. The issue also figured repeatedly during 
our discussions with State officials. 

Currently, reimbursement is made by USAID for construction at two 
stages: 75% of U&~'s share of fixed unit costs is reimbursed when 
the building is c~lete, including available water and electric 
service and approprLate sanitary facilities, and provision of a FWD 
certificate confirming completion in all respects. The final 25% of 
USAID's share of reimbursement is made wren the building is 
operational, that is, provided with standard equipment, staffed with 
appropriate health workers, and certified as operational by the 
District Medical Officer. Central and state officials have pointed 
out that this procedure is unnecessarily restrictive since services 
in fact can be and are provided at many locations before the 
electric and water connections are made available. This is because 
of the necessity to bring water and electric connections from far 
away places, in some cases 5-6 kilometers, involving cooperation of 
several Departments. 

The original intent of the reimbursement clause in the Agreement 
appears to be to put some pressure on the States to ensure that all 
facilities are made fully operational as soon as possible. However, 
GOI/MOHEW officials point out that the USAID reimbursement 
procedures do not in any way affect the States sL,ce the total funds 
for construction are provided L'1 advance by the GOl, without regard 
to any reimburse~nt from USAID. Thus, the present procedures only 
serve to delay disbursements under the Project and flow of funds to 
COL 

GOI/~()HF\y officials have suggested that the current reimbursement 
procedures be revised to permit reimbursement of 75% of USAID's 
portion of construction costs upon completion of buildings without 
e.'Ctemal tY'ater and electric connections, with the remaining 25% to 
be withheld by USAID for release after the e.."dsting "operational" 
criteria have been met by the States. 

RE~TION 8: The Team feels strongly that there is 
considerable merit in the GOI position for a revision of the 
existing reimbursement procedures for construction. It has 
been pointed by GOl officials t):'l.at claims totalling more that $8 
million have ~n pending with USAID for several mnths. The 
Team rec~nds that US.~ Office of Health and Nutrition 
discuss tre issue immediately \vith GOl/~1JHFW and adopt a revised 
and mutually agreed upon reimbursement formula which will permit 
:!lOre flexible disbursements and prompt flow of funds to GOl for 
Project activities, ,.mile ensuring that all facilities 
constructed unde'!:' the Project are made operational as soon as 
possible after construction. 
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Issue 9: Need for continl'ous nxmitoring of construction activities 
by USAID and GOI. 

Although State Project and FWD officials in all the five states 
appear cc~fident tb~t the construction of most of the buildings w~ll 
be completed by the end of 1984, there is a need for close and 
continuous monitoring of construction activities: to ensure that all 
buildings are completed on schedule as per the Project Agreement. 
The need for close Ilxmitoring is particularly imrortant since in 
some States, e.g. Punjab, Haryana and to some extent Gujarat, 
construction of serre of the largec buildings is yet to be initiated. 

REClM1END."-TION 9: It is reccmmendcd that the USAlD 
Engineering C5nsultant and Office of Health and Nutrition, and 
GOI/MOHFW monitor closely all construction activities to ensure 
that they are completed without delays and on schedule as per 
the Agreement. 
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III. M.t\NAGI!MENl' 

A. n-m.oOUCITCN: 

Management is t..~ process by • .. hlch an orga..'1ization seeks to 
ensure that its resources are properly used to achieve its 
objectives. It is concerned with all resources, including 
personnel, time, information, money, equipment, supplies and 
facilities. Its components are planning, budgeting, directing 
coordinating, reporting and evaluating. 

The project Grant Agreement between the Government of India 
and the United States for the Integrated Rural Health and 
Population Project identifies "improved and expanded 
management support" as one of the critical activities required 
to achieve the purposes of the mHP Project. This is 
consistent with the GOI' s national Model Health Plan. 

Specific activities anticipated in the project paper for 
impro~ent of management were: 

The assessment of management needs ~vi.thin the project; 

The development of management information systems; 

The improv~nt of management procedures at state an~. 
district levels; 

The conduct of practical research studies related to 
program management, program evaluation, management 
training and organizaton of services; 

Improved impact evaluation capability; 

The provision of management train~g. 

The Project Paper only specified that these activities would 
occur, but did not specify how or by 'tV'hom. It left such 
implementation issues to be resolved after the project was 
initiated. 

In addition to the specific management improvement activities, 
ctu: project paper s~ecifies certain organizational, staffing 
and adm:L.'1istrative arrangements \..ru.ch will be made for the 
coordination and maf'.agement of the Project by the Central, 
State and District-level governments. These arrangements 
include the creation of governing or advisory committees at 
all t~ree levels, the assig~~nt of a~isting staff or 
appointment of additional staff for management and technical 
casks and the provision of certain budgetary support for these 
activities. 
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B. FINDrnGS : 

All three levels of government have complied with the Grant 
Agreement in tb2 establishment of Project Management and 
Ccordination structures. There is considerable variation 
bet-,.;een states in the numbers of state-level positions which 
have been establisl"'..ed. There is variation in the use of 
a~sting staff versus the appointment of additional 
personnel. There is also an inconsistency ~.n the formula for 
the level of financial support available to the project states 
for project management which is a serious constraint for some 
states. Also, some states have established only one goveroing 
committee or board, while others have both a lm"er level 
steering committee and a higher governing committee. 

Such variations are to be expected and encouraged to the 
extent that they respond to the local conditions in states and 
districts, and to the extent that they facilitate tr2 progress 
of the project. Generally, this is the case, although some 
oroblems have been identified and are addressed in the 
following section. 

Progress in "improved and expanded management support" has 
been verJ slow. For a"CaIIIple, the management needs assessment, 
(MNA), which should have been completed LT"l the first year of 
the project, has not yet been completed in any State. It is 
apparent that tbe Central and State Governments have given 
IOOre priority to the a~ansion of the rural health system than 
to improving its management. This is unfortunate since an 
expanded service delivery system places unusual and heavy 
strain on its management support services. At a minimum, the 
expansion of the system and the improvement of management 
support should occur sirnultaneouly. 

c. Issues and Recommendations: 

1. Central Project Management: 

Issue 1: 

There appears to be need of better coordination amng the 
~rea Project staff, the technical staff of the Director 
General of Health Services and the technical wings of the 
Cepartment of Health and Family ~"el£are. This is 
important so that the lessons learned in the projects can 
be incorporated into the national programs and so that 
dt.:plicatz activities can be avoided. 

REC:X:.'M-IENDATION 1: The Central Area Project 
Coordinator should study the issue of coordination 
arr.ong the Area Project staffs, the technical staff of 
the Director General of Health Services and the 
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technical wings of the Department of Health and Family 
'ilelfare. If he determines it is a problem, a mechanism 
should be developed for Lrilproving such cormnunication and 
coordination. 

Issue 2: 

Lessons learned in the different states within the USAID 
Project and in the other Model Health Plan projects are not 
being shared regularly and completely. Since they all are 
working within the same general fram~/ork, i.e. the Model 
Health Scheme, their various experiences, innovations and 
solutions to common problems would be useful to one another. 

Issue 3: 

RECOMMENDATION 2: A budget should be made available 
for supporting the sharing of information between the 
states within the project and between the various 
projects. Possible activities would be annual or more 
frequent meetings of State project Directors; 
duplication and circulation of reports from consultants, 
research innovative activities and evaluations; exchange 
visits between the States of Project Directors and other 
appropriate project Staff; special seminars and 
workshops on selected topics of general interest; and 
national training programs for the states' Project 
Directors and other key staff. A senior staff should be 
charged with planning and implementing these activities. 

The State Project Directors are frequently unsure of the 
exact procedures and guidelines which they are to follow on 
various management issues. The GOI has issued many 
directives through letters and other piecemeal means. 
Because they are issued on an irregular basis over the 
entire life of the Project, they may easily be forgotten, 
misplaced or be otherwise inaccessable or unclear. In 
particular, there is uncertainty over which .directives are 
firm regulations and which are merely guidelines to be 
adopted and modified by the states. 

RECOMMENDATION 3: The GO! shouJ.d either issue a 
Project r·lanual on key policy and administrative issues 
or otherwise make available in one volum: the various 
policy and administrative directives it has previously 
issued. 
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Issue 4: 

The Gor technical staff would benefit from more frequent and 
current information about the state programs. GOl supervision 
and technical guidance would be enhanced if more frequent visit:s 
by GOr staff were made possible. 

RECOMMENDATION 4: The GOI should appoint addi tional 
technical staff at appropriate levels to travel frequently 
to States, to deal with high ranking state officals and to 
represent the GOl in matters requiring immediate approval. 
Those responsible for supervision/liaison with particular 
states should probably have no more than two states, each. 

Issue 5: 

Some states, e.g., Punjab, have reached the budgetarj limit 
on the number of Project 11anagernent staff wbich can be hired 
under the project , yet they are in serious need of 
additional personnel. The guideline established by the GOI 
is that no more than seven percent of the non-construction 
budget can be spent on project management staff. Because of 
various factors this is not always adequate. 

Issue 6: 

RECG!MENDATION 5: The C"()I should examine this II seven 
percent" rule and modify it so that adequate state and 
District staff can be obtained. 

During the first year of the Project, a management needs 
assessment (MN.?..) was to have been ccmpleted. The MNA was to 
have formed the basis for subsequent management activities, 
such as management training, design of logistical 
procedures, development of the management information system 
and design of personnel management procedures. 
Unfortunately, the :iINA still has not been co~leted, 
although the Project is in its third year. Certain 
activities have already been initiated which should have 
been based on the MNA. These include the management 
training courses and the management information system. 

RECOMMENDATION 6: High priority should be given by 
the C"()I and the states to completion of the management 
needs assessment. Every effort should be made to 
expedite it so that its findings can be available for 
incorporation into the activities of the current project. 
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Issue 7: 

By the third year of the project, a Hanagement Information 
System should have been developed and implemented. Although the 
GOI has circulated a proposed plan, some states have not yet 
responded to it. In addition, the proposed MIS appears to be 
more of a health info~tion system than a management 
info~tion system. It appears to have been designed with only 
planning and evaluation in mind; ignoring the regular management 
needs of the rural health system. A MIS should start from the 
decisions that personnel in the system must make and then 
provide the necessa~ information on a timely and regular 
basis. such a " decision-based" MIS will be closely linked to 
the objectives of the Project and the tasks necessary to achieve 
them. The system should be designed so as to have fixed 
"decision points" which, when reached, will trigger appropriate 
responses by the persons concerned. For example, when the 
Health Supervisor receives infor~ation that in one sub-centre 
the percentage of tetanus-protected mothers delivering babies 
dropped below a fixed level, she will L~diately make contact 
with the responsible r~w to see why this has occurred and seek 
to remedy it. Thus the objective ( a percentage or rate) and the 
appropriate action will have been considered in determining the 
design of the information system. 

RECOMMENDATION 7: The GOI should give high priority to 
the early design and implementation of a decision-based 
achievement oriented HIS. It should consider adapting one of 
the already well developed MIS's such as the one in use in 
Maharashtra or the one developed by the Indian Institute of 
~lanagement, rather than starting completely anet 

..... 

Hanagement information ::.pecialists should be consulted in 
addition to biostatisticians. 

2. State Project Manaqement: 

Issue 8: 

The rationale for the establishment of State Governing Boards 
was that,properly constituted, they would include high ranking 
representatives from all Departments and Ministries relevant to 
the Project so that decisions reached in their Board meetings 
would take immediate effect and not have to go throu~h the 
regular bureaucratic procedures. Unfortunately, this LIas not 
always ','1orked in the manner intended. In some states there are 
t'dO committees, a Steering and a Gover-ning Corranittee. 
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After they each have considered all issues, the various 
Departments and ~1inistries once again consider them. In some 
cases, the Governing Boards' decisions have then been reversed 
and, in all cases, the decisions have been delayed. ;..notner 
problem, in the case of Haryana, is that because of her very 
busy schedule, the Minister of Health, as Chairman of the 
Governing Board, has been able to convene the meetings 
infrequently; long delays in having important actions approved 
have resulted. 

RECOMMENDATION 8.1: The GOI should make it clear that the 
purpose of these committees is to faciliate decisions and 
not to add another layer of bureaucracy to the States' 
decision making processes. Furthermore, the GOI should 
reiterate that the decisions of the Governing Boards should 
be final and not subject to further approval by either the 
GOI or other state Departments and Ministries. 

REC<JMME:tj1>ATION 8.2: Haryana should appoint a co-chairman 
of its Governing Board, with sufficient rank to conver.e its 
meetings and to facilitate its decisions. Consideration 
might be given to making the Chief Secretary the co-chairman 
along with the Minister of Health. 

RECOMMENDATION 8.3: State Project Directors Should 
prepare the Governing Board agendas and circulate them 
sufficiently in advance so that the Committee merrbers may 
consider them and obtain, prior to the meeting of the 
Committee, the appropriate response or decision of their 
respective Departments and t1instries. In this way, there 
will be no need for further delay after the meetings. If 
the project Directors attend to this matter carefully and in 
sufficient time, delays will be prevented. 

Issue 9: 

The Project Agreement and general plans of the Project 
anticipated need for various technical cells at the State and 
District levels. ~lany of these cells have not been sanctioned 
or have·not been staffed. There is a.critical need at the State 
and District levels for sufficient technical staff to plan and 
implement such activities as innovative studies, research and 
evalutaion, IEStC and training. The States vary in hON these 
cells are established, some within the regular structure of the 
Directorate of Health Services and some outside of the regular 
structure. 8i ther system can 'Nork if tr.e Director of Health 
Services '~i ves the ?roject priority and personal attention. 
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However, many important activities of the Project have been 
severely delayed because of these vacancies at the state and 
District levels. 

REC~.....NDATICN 9: The C.oI should irmnediately give 
attention to the lack of appropriate and sufficent technical 
staff in the states and should urge the states to sanction 
the positions and fill them. It should, at the same time, 
take action on revising the ftseven percent ft ceiling for 
Project Management Staff, which makes budget for such 
staffing highly inequitable arrong the project states. (See 
Recommendation 5, above.) 

Issue 10: 

The staff of the state project offices report that they have 
inadequate budgets for frequent visits to the project 
Districts. This is, in part, due to their adherence to GOI 
guidelines specifying Ps. 8.,000 be allowed for each vehicle. 

RECOMMENDATION 10: The GOI should clarify this guideline 
so that States understand it is an average allowance and may 
be varied according to the areas to be covered and the 
distances involved. 

3. District project Management: 

Issue 11: 

As mentioned under the state project Management section, above, 
the Distict technical cells have not all been sanctioned or 
filled. This hdS impeded the implementation of activities in 
IE&C, inservice training, innovative activities and special 
studies, such as the Needs Assessments. 

RECOMMENDATION 11: The States should move quickly to 
determine which of the non-sanctioned District positions 
should be established and move to fill them with qualified 
people. Without adequate staff at the District levels, the 
actual project services will suffer. 

Issue 12: 

Vacancies in many of the states are much higher than they 
should be at the end of the third year of implementation. 
This is particularly true of fewale positions in the ranks 
of Health .:-..ssiscants and 11ulti-?urpose Horkers. 
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RECXM1ENDATICN 12: The States must make eve!:"] effort to 
recruit, orOllX)te and other..nse fill tb.e vacancies. The 
establishIDent of M...PI.-l(F) training scheols in the P:-oject 
Districts will help resolve this problem, bue consideration 
should be given to ways in '..mich female residents from the 
Project Districts can be further encouraged to compete for 
the seats in the schoo Is . 

Issue 13: 

There are severe sh-,rtages of supplies, particularly MCH-related 
medications, at all levels of the Project Districts. In some 
cases, the stocks are not being equitably distributed, being 
kept at higher levels rather than distributed to lower levels. 
In some cases, the budgets are inadequate for the needs. For 
example Rs. 2,000 per sub-centre for a population of 5,000 is 
almost certainly inadequate. In addition, there was evidence of 
expired and spoiled supplies being retained in the District 
stora~uses and in the PHe's and Sub-centers. 

REClM'1ENDATION 13.1: The States should initiate or 
complete analyses of their logistics systems at the earliest 
time. This is an appropriate activity to contract with 
management institutes as has been done in Haryana and 
Punjab. The outcome should be an improved logistics system, 
including inventory system, procurement, storage and 
distribution plan. '~re feasible, the recommendations 
should be applied state'..,ride rather than only within the 
Project Districts. 

~~ON 13.2: Consideration should be given to 
decentralized procurement of medical supplies at least to 
the District levels and perhaps to the PHe levels. 'This 
could be an innovative study the States might try in one 
District each. 

RE<lM1ENDATICN 13.3: An analysis should be perfor:ned of 
the precise drug and contraceptive requirements at each 
level of the delivery system, using the twelve project 
health priorities as a basis and computing requirements 
based on populations and prevalence/incidence of the various 
conditions. The object will be to determine the 
requir~nts and to adjust the budgets appropriately. 
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Issue 14: 

Job manuals were not available for all staff in the PRes 
sub-centers and training schools. Staff and students should 
have available thei= own copies for reference and continued 
learning. In addition, the marruals should be available to ti'.e 
supervisors so that they can refer, as needed, to the job 
descriptions of those ~~y supervise. 

REClHw!ENDATICE 14: The 001 and the States should insure 
the early provision of manuals in the appropriate languages 
to all personnel I'lurking in the Project Districts. They 
should provide, where needed, financial support for 
translation and printing. 

Issue 15: 

It was fotmd that, with few exceptions, the supervision provided 
fran the District down to the Conmmity Health Guides is not 
based on either performance targets or outcome targets. (The 
avo exceptions were supervision relating to family planning and 
malaria work.) At every level of the system, health facilities 
and personnel should know e.'<:actly what their populations are, 
the size of the population-at-risk for each of the key 12 health 
priorities, the services-provided targets and most important, 
the impact of those services in reducing the problem. 

This information would be provided by the management information 
system previously recommended and would form the core data to be 
used in supervision. WL'rkers or facilities which fall below 
certain minimum perfor.nan:~e and impact levels would be given 
attention by their supervisors. It should be noted here that 
giving major emphasis to targets in only two of the twelve 
health priority areas (malaria and family planning), results in 
other priorities being given secondary consideration. A major 
principle of supervision is that workers must know for \.mat they 
will be held accountable, and most important, that they will be 
held accountable. 
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RECX:M-1ENDATIOO 15: A supervisory system should be 
developed based largely on performance and outcome or impact 
data. As a corolla!"'] to this) the Hanageroont Information 
System s~~uld provide G~ workers and their supervisors with 
the data they need to determine achievement of performance 
and outcome targets. Also, in-service training should 
prepare the workers and their supervisors to use this system. 
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rv . 'rnAINING 

A. FINDITGS : 

1. 9J.antitative Achievements 

There has been an increase in the number of trained personnel at 
the village and subcentre levels, 1. e., 0lG' s, Dais and Health 
Workers. This increase in four states has been generally 
satisfactory. The exception is Himachal Pradesh. In Himachal 
Pradesh, all the vacant posts of female and male IID.lltipurpose 
workers will rot be filled due to shortage of seats in the 
training schools. Also difficulties are encountered in 
recruiting me's end Dais for training. Training issues were 
observed in xoore detail in the Himachal Pradesh site visits than 
in the other states. Accordingly, they are reported separately 
in Appendix VI of this report. While SOlIe of the problems 
encountered are unique to that state, it is felt that they are 
~ of reporting, since many of them apply to other states as 
well and will require attention in the remainder of the project 
and beyond. 

The team finds that the process of filling the new posts created 
by the expansion of the facilities is likewise progressing 
satisfactorily with the exception again of Himachal where 
persistent difficulty with HW(F) posting continues. 

The other cadres, Le., BEE's, Health Assistants and Medical 
Officers are relatively smaller in ntmlbers required and 
consequently present no major problem vis-a-vis the expansion of 
their size. 

2. Quali~ of Performance as indicated by the Training and 
Comm...ttri.cations Needs ASsesSIreI1ts 

The resul.ts of t.~ 'INA revealed major shortfalls in the 
knowledge and skills of the QIG's, Dais, HW's and HA's. The 
team members' own brief experiences with small samples of Cl£' s 
and hV(F) , s varied widely. Some felt that atG' s and If..J(F) , s 
were well inforIlEd while other team aenbers got virtually the 
opposite impression. These mL'"(ed impressions along with the TNA 
(and CNA) results serve to emphasize t±-.e value of better ~ 
for mnitoring the competencies of the health team IDe!mbers. In 
addition to the competencies, the evaluation team also felt ~~t 
IWre emphasis should be placed on regular mnitoring of: 1) 
performance and; 2) the resultL~g imoact of b~ health teams' 
efforcs. l-n effective "quality control system" consists of 
regular arullysis of all three components, competence, 
performance and impact. Scme moves in this direction were 
evident, especially in tA'.ahrashtra. 'The consensus of the 
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evaluation team was that during the latter half of the project 
considerable emphasis should be placed upon developing and 
refining b.~se monitorii1g, cum quality control, systems w"ithin 
ct-.e project districts. TI--..e information resulting from this type 
of monitorL'lg could be fed back to the trainh1g programnes, both 
basic ar~ in-service, and be used to assure concinuous relevance 
of training to the effectiveness of the Primary Health Care 
System. 

The results from three states of that portion of the CNA related 
to Block Extension Educator's (BEE's) knowledge and skills 
showed even more striking gaps in the expected comp,=tencies. In 
virtually all of the areas assessed the BEE's as a group, 
performed poorly. The findings were so surprising in fact, that 
in at least two states it is being suggested that the assessment 
procedures and questions require close scrutiny before the 
results can be accepted as valid. BEE's are responsible for 
health and family planning IEC programs at the Block level. All 
of the BEE's interviewed by the team had been prOlOOted to their 
jobs after serving in non-lEe: positions such as sanitary 
inspectors, malaria \.;orkers, etc. Some had received short -term 
training in communications, for ~~le, a three-month course 
for a certificate in health education, or more rarely, a 
one-year course leading to a diploma in health education. Over 
the past 2 years the four leading Central Training Institutes 
have been developing a new set of "Training Hodules" to be used 
h1 an expanded and improved training progran:me for BEE's. 

The team endorses the introduction of "feed-back" mechanisms 
such as the TNA and CNA (as well as the planned MNA). However, 
in order to assure optimal benefit from these assessments, as 
well as from any future such studies, it is suggested that very 
close scrutiny be given to the procedures and tile results, in 
particular the I 'turnarOlmd" time for getting the h1formation 
back to PHC's and Districts sho 'be as short as possible. 

TI1e Medical Officers at the PHC level in general tend to retain 
their clinical orientation. Tneir understanding of the concepts 
inherent in Primary Health Care is rudimentary. 111ere were, 
hO\vever, notable e."{ceptions to this generalization. The team 
felt that this lack of understanding and appreciation of Primary 
Health Care represents one of the most formidable challenges for 
the latter part of this project. It is our feeling the.t because 
ti1e MO PHC is w~ team leader much of tr..e responsibility for 
success or failure of the team naturally lies '..rith him or her. 
Until the ~fJ is sufficiently trained and motivated in 
cornmtmitv-based r.esll:..:' services little in the \vav of rr.teasurable 
impact can be reasonably e."<Pected. . 
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3. Development of Training Modules 

As mentioned above, the Trai:1ing Needs Assessment (TI1A) 
uncovered significant shortcomings in the competencies of the 
village, subcentre, and PRC personnel, i.e., Dais, CHa's, HW's 
and HA's. To remedy this position the concerned five Regional 
Hedlth and Family \-lelfare Training Centers, one in each state, 
hav'e been developing a series of in-service "Training Modules." 
The edited English versions of five modules have been completed 
and de livered to the rumolfC' s . Three more are near ccmp letion. 
Translations into regional languages are just beginning. It is 
anticipated that training will begin in early 1984. The modules 
are directed, ultimately, at CHG's and Dais. The procedure for 
disseminating this training however requires preliminary 
orientation and training of M)' s, BEE's, HA' s and subsequently 
1M's. The latter group will be directly responsible for 
training the CHG' s and Dais. It is expected that in the process 
each level of "trainer" will have been trained regarding 
"competency based training" as '.v-ell as the curriculum's 
technical content. The team felt that this process holds great 
promise but will require close monitoring. 

4. Training Facilities and Functions 

The five RHFWTC's have played key ro:es in the implementation of 
the project to date. In addition to organizing, supervising and 
analyzing the TNA' s and Cit\.' s they have also developed the 
series of eight training modules for use in the in service 
training of CHG's and Dais by m.J(F) 's as mentioned above. The 
team felt that, based upon this successful involvement, the 
roles of the RHFl,ITC's in the project might be usefully 
expanded. TIlis would require p_"Cpanding the number of posts as 
w~ll as improving the facilities at RH8VTC's. (See 
RecorIl!rendation fill in the Executive Surrrnary.) 

Toe team was not able to e.."{amine in depth the basic training 
programs for HW(F) , s and for HW(H) 's b 11 the states. The 
H'.';(F) schools that were briefly visited 1 c:w .led well organized 
programs which were ~ever, operating under some major 
constraints. Generally the nunbers of "Sister tutors" was 
inadequate (2-3 per 100 students in some places). In addition 
the equipment, curricula, library, hostel and transport 
accornrr.odations \.;ere felt to be in need of attention if these 
programs ~.;ere to produce optL-nally trained personnel. 

Concerning in-service training the team felt strongly that this 
aspect of the project ',.;as vitally Lrnportant. Inservice training 
is in fact being given considerable attention. How~ler, during 
the evaluation it ',.;as generally felt that a number of 



31 

lmprovements are still needed. Adequate shelter Eor training 
and night tirr~ accommodations of ffiv(2)'s and CHG's and Dais is 
not available at most PHC's. 1·10reover subcentres do not: i1a'!e 
facilities for accommodating C~G's and Dais for stort traini~g 
ccurses. This could be easily remedied by the ccnstruction of 
temporary indigenous style shelters adjacent to PHC's and 
subcentres. In addition, more emphasis should be placed upon 
the idea of training being integrated into the process of 
supervision at all levels. The team had the impression that in 
general the e:dsting approach to supervision still puts lTUlch 
emphasis upon "fault finding". Emphasizing the training and 
development style of supervision at all levels, including the 
community level, is the essence of che Primary Healt.h Care 
approach and would influence favorably the functioning of the 
entire health care system. 

5. Promotional Training 

The ~'1 scheme was introduced in 19,'5. The CRG scheme was added 
in 1977. These two programs have had considerable impact upon 
the structure and functions of the states' health care 
programs. The availability of upward mcbility has brought some 
increased vitality. So~e states are considering or alreacj 
experimenting with additional promotional training programs. 
~1aharashtra is testing a "step-ladjer" training program for 
niv( 2)' s. In this program a fresh recruit is given a 12 month 
course leading to a "Midwife" certificate. These micwives will 
be posted against HW(F) positions. After three years they are 
eligibl~ for fL:rther training leading to full HH(F) 
designa.ion. The team was impressed with these schemes and the 
~lanning and irr:plementation efforts that have (Jone into rraking 
them a success. It is suggested that several extensions of this 
concept of pr~otional training be considered. 

6. Traininq as a Health Services Develooraent Teol . 

In general the team felt that training was receiving 
considerable attention under the project. This has had the 
effect of improving the capacity and appreciation ror training 
as a team development tool. Through the TNA and CNA the concept 
of "ccmpetenCy based training" (a system which links training 
directly to specific jcb requirements) is being more directly 
related to the training progr~s. ~he ~~~ITC's have played 
f:1ajor roles in implementing t.he CIA, 'INA, follo'.v-up training and 
other training aspects of the project. The evaluation team Eelt 
that the inc:eased coordination bet'.oJeen service and training 
that has resul ted from the P.Hf\;vrC':3 in'lol vefl"ent, shculd be 
further encou:ased. 'tii':.h increased suq:'ort I the Rl!?vlTC' s could 
do even r..ore. They cculd become "T::aining and De'/elop:l,ent 
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Units". That is, they could take on increasing responsibility 
for rranagement, cum "tea.'11 dev'elopment" training I as well as the 
more technical type training they a~e already conducting. 

Medical Model vs. Primar'l Health Care ~1cdel Or ientaticn , 

The Model Health Plan whose implementation the IRHP project is 
assisting calls for more than just the enlargement of the 
current staff and facilities infrastructure. It also calls for 
a re-orientation of the sy:.:;tem toward the concepts of Primary 
Health Care. 

Since most of the "Bricks and Mortar" and "Post-filling" issues 
have been or are currently being successfully addressed, the 
team feels that henceforth training should be given more 
emphasis in order to facilitate the re-orientation of the system. 

As stated in the "National Health Policy Draft, 1979: 

"Improvement in the health status of the population is 
achievable if there is a shift frem the current en;>hasis on the 
hospital-based, disease-oriented approach, depending heavily on 
sophisticated technol~lp to an approach where the attitudes, 
skills and methods of the trained personnel are in tune with the 
needs and aspirations of the common man and where the facilities 
available are equitably accessible to the population in 
physical, social, cultural and financial terms. A community 
achieves the highest level of health when it reaches a stage of 
least dependence on professional intervention and maximum 
reliance on its own resources and action. 

Clearly the implications of this re-orientation for the training 
Sloe are enormous. First of ull the most appropriate persons 
must be recruited, at all levels. This means that more than 
"academic qualifications" must be considered. Other 
qualifications which will insure community acceptance and 
collaboration must also be met. Then training programs must be 
finely tuned to job requirements. This is turn 'Nill require 
close collaboration among training personnel, service personnel 
and communities. Finally, both basic and in-service training 
programs will be required to broaden their scope beyond mere 
"technical" skills. Successful ?rimary Health Programs, ones 
that show significant gains in terms of improved health and 
fertility status, require healthy "adult-to-adult" levels of 
communication between health £)ersonnel and corrmunities as well 
as among the me~bers of the health team themselves. Identifjing 
~nd institutionalizing the required adjustrr.€nts in the system 
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to bri ".1g about these changes, represents perhaps the major 
challenge for the training sector during the latter half of this 
project and, uncoubtedly, beyond. ~lajor steps in this direction 
have been taken with the TNA's and GNA's. The evaluation team 
recommends that these valuable achievements be recognized and 
built upon. (See Recommendation i4 in the Executive summary.) 

B. ISSUES ~.ND RECCMMENDATIONS 

1. Basic Trainina . 
Although most of the current project support is for in-service 
training the evaluation team observed that basic training 
programs are also in need of refinement. The team suggests that 
these issues be considered in planning for future activities. 

ISSUE 1: The HW(F) training must be made competency based, 
i.e., with a training curriculum tailored to the trainee's level 
of comprehension and aimed at acquisition of both knoNledge and 
skills in performing the specific tasks called for in the 
worker's job description. 

~1 schools continue to train students for hospital work. 
During training very little time is spent in the rural area and 
in domiciliary midwifery and pediatrics. The essentials of 
primary Health Care orientation and practical experience in 
working with rural communities are lacking. The instructors 
themselves, most of wham are more clinically than community 
oriented, are not clear about the twelve health problems 
emphasized by IRHP. The "step-ladder" (referring to a 
progression from basic midwifery training to ultimate HW(F) 
training, with three years as a midwife interspersed) and 
:lsancwich" (training alternating with field e!qJerience as new 
skills are progressively acquired) approaches now being tried in 
tw1aharashtra are examples of pragmatic approaches to these 
problems. They not only provide desirable upward mobility for 
health workers, but also accelerate the availability of health 
workers in the face of increasing demand. 

RECCl~ATION 1.1: The project should provide the 
training schools with descriptive information 
so that the instructors may be clear as to what is 
expected of the r-rv-1(F)s when they go to the field. 

RECO~ffiNDATION 1.2: The students should follow up 
hospital practices into the field practice area. The 
stucents should discuss their findings with the 
obstetricians, pediatricians and doctors in charge of post 
partum prograns so that the hospital may become community 
health oriented. 
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ISSUE 2: The training schools appear to be poorly equipped and do 
not haVe sufficient rrodels, c..~rts and books. Training tnar1t!El.ls are 
not available ar.d are not used in tbe training ?rocess. Sufficient 
tt:ac.'1.ers are not available. Tra.'1.Sportation facilities to ta}-..e 
students to the field are lacking. 

~CNS 2.1: The staffing positions in all 
training institutions should be 
filled in accordance wi~~ project 
needs. ,,,'here qualified personnel 
are not immediately available, 
consideration should be given to 
temporary assignments by 
experienced personnel \v110 may not 
have completed the required 
academic qualifications. 

2.2: The training manuals developed by 
the GOI should be used and every 
student should be required to have 
a copy for future reference. 

2.3: Teaching aids such as flip charts, 
models and other aids should be 
made available in these schools. 
The students should be taught to 
use these communication methods. 
Tne schools should consider the 
use of VCR. and TV as useful tools 
in teaching. 

2.4: FlIDds should be provided from the 
project to improve the libraries 
of the training schools and H\~(F) 
centers so that adequate journals 
and books may be made available at 
these centers. 

2.5: Circulation among the training 
centers and IRHP staff and field 
personnel of useful educational 
information and IHRP news s~Duld 
be consi.dered wherever feasible. 

2.6: T~e GOI and the states should t~<e 
steps to ensure that the training 
scheols have adequate . 
transportation to take students to 
the field wherever required. 

ISSUE 3: TI1e student is not sufficiently ~~sed to the 
nospu:""al obstetric \.,ar.ds. 
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REO:l-MENDATICN 3: Standard criteria should be established and 
observed for the students' ~~erience in conducting deliveries, 
observing abnot1:la.l deliveries, antenatal care, immmization and 
other pcimary health care functions. 

ISSUE 4: The student spends a maj or part of his or her time in the 
field with the HW(F) and UN who are busy with their routine work. 

RECX:M1ENDATIOO 4: Students in the field should be provided 
access to experienced supervisors. 

ISSUE 5: The JW(F) is the lmvest professional '.vorker in the health 
system. She is frequently a yetmg woman who may be culturally or 
geographically new to the village in w1Uch she has been posted. 
Thus she may find it difficult to be in tune with poor women in 
rural areas. 

Such difficulties may be overcome if a settled married woman from a 
sub-center village is selected and trained to become a HW(F). In 
addition to feeling safer, mre secure, and accepted, these women, 
with the support of their relatives, may be able to mbilize their 
communities into greater participation in working toward 
self-reliance. 

RECXM1ENDATION 5: Alternative practices for recruiting, 
training and posting of HW(F)s should be tried on a pilot 
basis. For ~'{ample, it is suggested that lllB.rrled women 
preferably wit.~ 10 years of schooling (but waivable to 7-l0th 
class if such women are not available) might be considered for 
the step-ladder midwives' course. (Eligible Angamiadi workers 
and VHGs might also qualifY for this course.) After basic 
midwifery training they should be pos ted in their own vilage, 
and after the prescribed period of service, should be given the 
opporttmity to complete the !1tol course (if they meet the 10th 
class basic qualification). Subsequent evaluation of their 
performance, community acceptance and job satisfaction in 
comparison to regularly trained HH(F)s should be conducted. 
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ISSUE 6: Th.e knowledge and skill of the VHGs ,..nth regard to rredical 
problems and data collection such as keeping lists are generally 
satisf,.ctoty. However, their perception of t..~ir otvn role as change 
agents and health educators is found to be mini.m3.l. The VHG is also 
tb.e vi.tal lL'1k in ccmmunicating tr:e CCTIJI:rrUI1ity' s aspirations 
r::g'lrdL'1g .'v!CH services to tb.e ~alth syste!n. Tnis role needs to be 
eIDohasized . 

The VHGs rreet once a mnth at the PRe level. 'The class is too 
large for meaningful discussion and dialogue. Very often the 
discussions are limited to fulfillment of targets and perhaps 
a lecture on a single topic. 

The VHGs are not adequately trained in use of audio-visual 
aids . An attempt is being made in Maharashtra to provide a 
set of flash cards to every va; and to train them. in their use. 

REm1MENDAnrns 6.1: VHG training should emphasize the 
role of the VHGs as change agents 
and health educators and they 
should be equipped with adequate 
communication skills for this 
purpose. 

6.2: The VHGs should be given training 
regarding their role as 
representatives of the community 
and as a link bet'ween the health 
sys tern and the ccmmunity. 

6.3: The VHG roonthly meeting should be 
conducted at the UN subcenter 
level so that HO/BEE/HA 
supervisors can attend tb.ese 
meetings and assist t..~ LHVs to 
supervise, support and give 
in-service training. This will 
also help build up the team 
concept. When adequate facilities 
for this purpose are lackL'1g, 
construction of low cost, locally 
designed sheds or huts comparable 
tvith the local rural enviroI'l!I1ent 
should be considered for this 
purpose. 

ISSUE 7: The Model Healt..'1 Plan c1epends heavilY on trained 
dais as an Lrnportant link L'1 the health system-. Some of the 
trained dais encountered in t.'1e team's visit were not 
providing the full range of expected servirp~ !:lnrl .... ~~~ ___ .:J 

ce inadequate 
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R.Ea:'M1l!lIDATION 7.1: Alternative methods of in-service 
training for dais should be tested and compared. For 
example, the TEA could be given continuous in-service 
training in order to increase her skills, solve her problems 
and strengtb..en her position in t...~ community. This 
in-service traini.ng could be carried out at t...'1.e L"-W 
subcenter once a IIxmth. At these training sessions the 
linkage between TEA, ANM and UlV should be strengthened. In 
order to encourage attendance at these training sessions the 
TBA could be paid for deliveries conducted and also travel 
costs. Toe Dais I training manual and other pictorial forms 
of training guides should be used for the training. 

RECnMMENDATION 7.2: In scm:! areas of Himachal Pradesh and 
&ryana d .... e TBAS find it difficult to leave t:J:'!.eir villages 
for one xoonth to attend the basic training course. 

A stepwise training fonnat should be tried in which the TBA 
is given a once a week graduated training at the 
subcenter /FHC. The training could thus be spread over a six 
zoonth period and w:mld not require a long period of absence 
from her village. Moreover, it would enable the illiterate 
TBA to not only t.IOderstanci, but internalize tr.e knowledge 
she is acquiring. The HW(F) should supervise the conduct of 
deliveries hy the TEA in t..~ field durlng this training 
period. S1:-..e should also train the TBA in accurate 
collection and reporting of vital events in her village. 
During her trainL"g her link with the HW(F) should be 
strengthened. Adequate support should be provided to caver 
her travel expenses and the necessary stipend durlng the 
training period. 

2. ?remotiona1 TrainL"g 

ISSUE 8: The introduction of prOtlX)tional training has helped 
the MP.v (F) to advance in her career to l:>eco!:M a Health 
Assistant/UN. The Health Assistants at present have very 
little chance for pr()[lX)tiooa1 training and career advancement. 
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RE<XM-1ENDATION 8: There should be an increase in ororwtional 
training in order to meet the need for an increasecI nl!Illber of 
supervisors in the districts. Tney sb.ould be drawn from the FA 
and other aprropriate cadres and given special promotional 
training. 

3. Team Training 

ISSUE 9: In addition to the trainin~ needs disclosed :in the 'rnA, 
there are shortcomings in the application of a tea:n training concept 
\dth appropriate linkages between the various members of the health 
team. 

RECXH1ENDATION 9: More emphasis should be given to team 
builaing in Ul-Service training, with strengthening of linkages 
between TBA, VHG, H1>l and UN. The traL'1ing process should 
include preparing all levels of workers in how to tIX)tivate 
communities to beccrne involved in health programs, and in 
analyzing, discussing and using data collected by VHG's and 
TBA is for further ilnplementing and improving their programs. 

4. Block E:ct:ens ion Educator.s TraL'1ing 

Issue 10: Hany of the BEE's interview-ed by the team were 
energetic and well rootivated. P.owever, their preparation in 
ilnportant communication techniques and 
materials--L'1terpersonal communication, use of audiovisual 
materials and identification of comnunication needs--appeared 
to be wea~. Some had received no lEe or health education 
training at all. Even among those who had, the level of 
knowledge \o/aS not high. Preliminary results of the 
Communica.ti.on Needs Assessment from several states support 
t:u.s Einding. In Punjab, for eXample, the percentage of BEEs 
,.mo could correctly answer 80 percent of questions ,-,r.. 
materuls production, educational methods, media, techniques, 
ruonitoring, and evaluation was no higher than 28.67 for any 
project district on any item. TI1eir scores on factual 
questions about family planning methods and health problems 
were considerably higher. 

REal11ENDATIONS 10.1: In-service training for all BEEs 
can strengthen their communications skills and 
perfo~ce. Continued efforts are needed to complete ~~ 
in-service training materials soon and undertake this 
training for all BEEs. 
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10.2: Information frem w~ Communication 
Needs Assessment on attitudes and 
communication channels used by the BEEs' 
target audience (married women under age 45, 
married men, community leaders, health service 
providers and development functionaries) 
should be incorporated in the in-service 
traL,ing materials being developed for BEEs. 
For example, this information could be helpful 
in determining the amount of emphasis to be 
placed on training in the use of different 
commmication channels and techniques, as well 
as in the content of communications. Priority 
should be given to completing the survey and 
analysis of results so that the relevant 
infonnation will be available before the 
materials are completed. 

10.3: Since communication problems and 
opportunities vary, the IEC training materials 
developed should be fle.-db1e enough to enable 
emphasis to be placed on different approaches 
depending on the needs of a p~~icu1ar 
district. 

(This issue is discussed further in Section V.) 

5. Supe1:Visor Training 

ISSUE 11: Prorootiona1 t:-aining is being done in most of the 
project states in order to meet the increased need for 
supervisory personnel ill the field. In some areas, however, the 
prob len is tOOre acute than in others. In Himachal Pradesh there 
is a dearth of both AN1' s and supervisors (see Appendix VI.) In 
Bar-jana there will still be many vacant posts even after the 
increased number being trained have completed promotional 
training. 

In addition to addressiqg quantitative needs, the quality o~ 
supervisory training also needs attention. Generally, the 
training of supervisors has been oriented to a hierarchical 
style of supervision consisting IOOre of inspection than guidance 
and in-service training. 

RECOMMENDATIONS 11.1 In those states a~eriencing 
serious delays in filling supervisory posts through 
t.~ promotional training mechanism, e.~erienced and 
capable .~'s should be considered for promotion 
provisionally to the post of lliV with the 
understanding that they ,vil1 undergo promotional 
training as soon as it is available. 
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11.2: Training for supervision at the PHC and lliV 
Subcenter levels should be reoriented with greater stress 
on the guiding, assisting, training and team-building role 
of the supervisor. 

6. t«.edical Officer T:-aining 

ISSUE 12: The Medical Officer, although considered the captain 
of the health team at the PHC level, too often lacks the 
training and orientation for this important role. Many of them 
are recent graduates from Medical College, oriented to curative 
medical care without significant clinical experience and lacking 
a proper orientation to the concept of prima.'t"J health care. In 
an informal meeting with Professor Somnath Roy at the NIHFW the 
evaluation team was encouraged to learn that this problem is 
widely recognized and is under consideration by the working 
groups concerned with preparation of the seventh five-year 
plan. In the meantime the IRHP offers opportunities for a 
valuable contribution through innovative projects aimed at the 
need for improved leadership at the PHe level. 

REctM1ENDATIONS ~ 12.1: Medical Officers should be given 
specific orientation prior to posting to the 
Primary Health Center. The orientation 
course s~Duld include the basic concepts of 
primary health care, referral linkages, 
management, team-building and epidemiology. 

12.2: Medical officers should be trained and 
encouraged to enlist local community 
participation in the planning and 
implementation of ccmmunity health care, and 
should foster this attitude throughout the 
PHC staff. 

12.3 Medical Officers should be encouraged 
to initiate small operations research 
projects in the field. 

12.4: A variety of irmovative incentives to 
encourage Hedical Officers to remain in PRC 
posts sl".ould be tried. 
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Af~er reviewing ~~ C~ernment of India's communication program for 
heal~h and family welfare, the evaluation team had three overall 
observations. First, many officials in the central and state 
governments regard information, education and communication (LEe) as 
a weak link in health and family welfare efforts. Second, these 
officials appear to be strongly interested in improving the LEe 
program. Third, amng the roost important steps needed are 
introduction of innovative ways of delivering health and family 
plarnrlng messages, increased use of technical expertise in 
cCXIIIIl.IDica- tions, and improved con:munications training and support 
for all health and family planning personnel, especially at the 
10\.,er levels. 

Communications activities fUnded under the IRHP project in the past 
three years include preparation and conduct of a Communication Needs 
.~sessment in nearly all project states, and increased numbers of 
orientation training camps on heal th and family planning. Technical 
cells for IEe a~rts on state and district project staffs, which 
were called for under the project, have for the oost part not yet 
been created. Innovative studies in IEe have not yet been developed 
either. 

The evaluation team examined the status of the Communication Needs 
Assessment and the orientation training camps. The team also 
intervie, . .,ed IEC staff at central, state, district and block levels 
and attempted to assess the overall contribution of the IEe program 
to the achievement of the Project's goals. Several comprehensive 
reports on the lEC program, prepared by the national Task Force on 
Cv~ications for Health and Family Welfare, USAID-funded 
consultants and others, were also reviewed.* 

The discussion that follows includes analyses of four topics: the 
Communication Needs Assessment, the national Task Force on 
Communications for Health and Family Welfare, communications staff, 
and current cOIIlIi:llmications activities. Detailed recommendations are 
listed for each topic. However, the team's principal overall 
recommendations in communications are: 

that the amount of IEC e.."q)ertise available in the health and 
family welfare program be increased to a oore adequate level by 
creating and filling positions for IEe e.."q)erts on state and 
district project staffs, and by filling vacant IEC positions at 
the state, discrict and block levels; 

* The reports on IEC activities that ~.;ere consulted are listed in 
AppendL'( X. 
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~1at communications training for rEG field worl<ers and other 
health and family plar.ning ~.;orkers be conducted as soon as 
possible, and that it stress interpersonal ccmrnunication and 
identification of local ccmrnunication needs; 

that ne,v ways be tried of designing and delivering health and 
family planning communications, both interpersonal and mass 
media; and 

w1at the Communication Needs Assessment be completed as quickly 
as possible, and t..l-tat design of new communication strategies and 
training materials not await the final results of the assessment. 

1. Coamunication Needs Assessm=nt: 

The Corrmunication Needs AssessIIEnt (CNA) has been a major IEG 
activity over the past year. Although planning for the CNA 
began earlier) the first CNA workshop was not held until .l\ugust 
1982 and the final detnils of the questionnaires, sample design, 
and w~e lLl.,-.e ',·;ere not established until May 1983. Several 
consultant repotts* sl.llLnlB.rize \.;ork up until that month. ThQ 
current status of work on t..~ CNA is as follows: 

(a) Data have been collected for District F~ucation and 
Nedia Officers (DDfJs), Deputy DEMOs, and Block 
~xtension Educators (BEEs) in all five project states 
and preliminary tabulations of the results have been 
prepared. 

(b) Data collection for the remaining groups of 
respondents (health service providers, community 
leaders and development rwnctionaries, and currently 
married Homen and their husbands) has been completed 
only in Gujarat. In Maharashtra, Punjab and Haryana, 
completion of data collection is e.:~ected by the end 
of i'!ovember 1983. Data collection in Himachal 
Pradesh is not e.~ected to begin until ~.arch 1984. 
No tabulations of any of this data are e.:-cpected until 
mid-December 1983 (Gujarat), and d realistic projec
tion t.;ould suggest that usable hand tabulations for 
four of the five states '.viII only be available in 
January 1984 at the earliest. 

(c) Final arrangements for computer analysis of the CNA 
data for ~\e groups mentioned in (b) above had not 
been negotiated by November 1983. 

* See AppendL~~. 
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Overall, reactions to the CNA process were positive among those 
\Vno 1:-.ad actually carried out the h'ork, most fee ling that much 
· ..... as being leamed. Nevertheless, several issues and 
recomn::endaticns appeared relev<2n~ based on the current status of 
&.e CNA. 

Issue 1: 

Like the Training Needs Assessment, the CNA has taken longer 
than anticipated to start and to complete. Several reasons are 
evident. This was an activity new to the Indian agencies 
involved. Few of those involved in the CNA had e."q)erience with 
questionnaire construction, sa~le design and interviewing. 
Second, there • ..... ere delays in translating the questionnaires and 
in obtaining the final printed copies in the appropriate local 
languages \.mich, in turn, delayed the beginning of the field 
work into the time period usually reserved for campaigns to meet 
the family planning targets. Third, the questionnaires were 
quite lengthy and perhaps insufficiently pretested. 

The delays in obtaining the CNA results have several important 
consequences. Two are most critical: (a) there has been a 
delay in designing project-st~lated innovative communication 
strategies; and (b) design of ~odules tor in-service training 
for personnel ~~olved in health and family planning 
cOII!llUI1ication--DDiJs, Deputy DD!Os, BEEs and others--has been 
undertaken as a separate activity of the National Institute of 
Health and Family Welfare, without benefit of the wealth of 
relevant information being ga~~ered in the CNA. 

RECCM1ENDATICN 1.1: Every effort should be made to 
ensure completion of the CNA at the earliest possible date 
and share results among the sta.tes. 

RECCMMENDATICN 1.2: Arrangements for computer analysis 
of dr.e ~ must be completed as soon as possible. 

RECCM1ENDATION 1.3: \';ork on des igning new communication 
strategies should not be delayed until the full results of 
the QlA are available. Hand tabulations for some states 
c.1l1d selected districts should be used to begin planning as 
soon as they are available. 

Issue 2: 

Preliminar-.' tabulations of data on the senior cOi'!mUI1ications 
Dersonnel at the district level (OB-!Os, their deDllties and BEEs) 
flli'le indicated serious deficiencies in their communication 
knowledge 8~d skills. 
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RECXl11ENDATION 2: Retraining of communication personnel 
should begin as soon as possible and not be delayed to ~.;ait 
for the full results of the G1A. 

ISGue 3: 

Origi..'18.l planning called for repeating the QlA at regular 
intervals, perhaps as often as once each year. The original 
rotmd employed long questionnaires, many respondent groups, and 
elaborate sample requirements. 

RF.CX:M1ENDATIOO 3: Substantial revisions and 
consideration of both thP- questionnaires used and the 
sample design are needed for second and later rounds of the 
CNA. Consideration should also be given to eliminating 
some respondent groups for subsequent routlds. 

Issue 4: 

The OlA r..,ras intended to reinforce the idea that planning of 
communication activities should be initiated at the local (PRe 
or, at most, district) level based on local monitoring of 
communication needs. To date, it appears that hand tabulations 
of results and assessment of the data are being done at the 
Regional Healw~ and Family \velfare Centers or the state project 
offices, with limited involvement of the local level staff other 
than the computer. 

REO:M1ENI)P..TION 4: More effort should be devoted to 
assessing the results of the CNA for each PHC. This should 
include sufficient attention to PRG-level analyses when 
centralizer! computer \.;ork is carried out. (See 
Recommendation 1.2.) Results of computer analysis should 
be shared ,.;ith states, districts and centers. Copies of 
the tabulations for tr.e PHCs should be given to each worker 
L'1 the block. 

2. Task Force on Communications: 

While not directly part of this project, work of tre national Task 
Force on Communications for Health and Family Welfare is clearly 
related to the IEe component of IRHP -- particularly the 
communications training of the BEEs in project districts. The Task 
Force, r .... hlch was formed late in 1981, is intended to advise and 
assist the Ministty of Pealth and Family Welfare in planning and 
implerumting a nat:'onwide communication training program. Members 
of the Task FOLce have included ~Qpresentatives fram tho Minist~J of 
Health and Family Hel£are, Central Training I:.1stitutions (errs) a..'1d 
state level ccr:mrunications staff. One activic--v of tr.e Task Force 
has been the developrr.ent of a series of communications traL'1ing 
modules for ~~ BEEs initially designed by ':arious CTIs. 
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Issue 5: 

c"'"'Ordination bet"tleen the work of the Task Force and the work of the 
area projects has not ab.;ays been e.:rtensive. Further, progress and 
funding for the Task Force and the area projects ~,e been uneven. 
The Task Force began o,vork before new IEe iv"O'rk L'1 the area projects 
'NaS initiated and made substantial progress in planning training 
materials for BEEs. Since then, however, the Task Force b.as been 
largely inactive because funding and technical assistance to carry 
out the long term plans have not been fully available. During this 
same peried, project-furned activities such as the ~ and TNA are 
leacH':1g to the development of new training materials, some involving 
lEC components. The usefulness of these project-funded activities 
would be greater if they were developed in the context of a national 
communication plan for health and family welfare. 

REaM1ENDATICN 5.1: The GOI (especially the staff of the area 
projects) and USAID should support and participate as 
appropriate in the work of the Task Force that coincides with 
goals of t.~e LflHP project. Additional effort should be devoted 
to ccordinating activities of mutual interest between the nel" 
USAID-funded Family Planning Communications and Marketing 
pr.:)ject and the IRHP. 

REO:M1ENDATICN 5.2: Resul ts, as available, from the CNA 
should be incorporated into construction of the Task Force 
modules for training BEEs. This should not, however, be used to 
delay production of the modules. 

3. Co1Il!Wnications Staff for Health and Family Helfare 

All five states included in the project have a State Education and 
Information Officer in the Department of Health Services, assisted 
by a small staff, °who is responsible for planning, organizing and 
ca~;ing out communication activities in health and family welfare. 
In the fourteen project districts, however, not all of the Mass 
Education and Information Officers are in position. Filling of the 
positions 'nas been delayed \mle rules of promotion/eligibility of 
lower level \vork.ers are established for t..i-tese positions. In the 
meanti!re, district responsibilities in lEG are being carried out by 
the district family welfare officers. At the block level, the staff 
of each PHe includes a position for a BEE. There are some vacancies 
L'1 t.~ project districts ~ong BEE positions. Tne BEEs that are in 
?osition have in many cases received short-term health education 
training to equip the~ for their jobs; some have received no lEC 
t":"ai.."1i.r1g at all. (Training for BEEs is discussed in section IV.) As 
noted earlier, technical cells for lEe experts on t~ project 
staff at the .state and district le'lels have for the most part not 
1::een cr2ated. 
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Issue 6: 

The large number of vacant lEe positions at the district and block 
levels leaves serious gaps in tb~ capabilities of the ~ommunications 
program. The absence of IEC a~ertise on most state ar~ district 
project scaffs further lessens the lilr.elfr.ocd that a.t1 innovative, 
effective TEe program can be developed in project districts. 

R.ECCHtFNDATION 6.1: Priority should be given to filling 
vacant IEC positions at state, district, and PRe levels as soon 
as possible. 

RF.CXM1ENDATION 6.2: Technical posts for IEC e."<perts sbould be 
created rmmediately on project staffs in each of the five states 
and IEe personnel placed in all fourteen project districts. 

4. Cotmrunication Activities: 

The team revi~ communications activities currently underway in 
support of the government's health and family welfare program. 
These included, among others, orientation training camps, production 
and distribution of print materials, radio programs, film shows, 
group meetings, and person-to-person communication. 

The principal IEC activity in the program appears to be the 
orientation training camps. These are organized by the BEEs to 
inform influential persons from the community about family planning 
and heulth, and to encourage them to use family planning and health 
services. TI1e number of orientation training camps has increased 
substantially L, the project districts, because of the additional 
funds provided by tb2 project. TIle team attended an orientation 
training camp held at Sohari sub center in Bhota block, Hamirpur 
district, in Himachal Pradesh. 

Print materials -- pamphlEts and posters -- are produced by rEC 
staff in the center an0 state gove~nts. Fe\y materials are 
produced at the district level or below. Radio programs and films on 
family planning and health are also produced by the cen~al and 
state gry;ernments. 

Group meetings and person-to-person comrmmication'were also 
mentioned as important activities of the BEEs. It 'vas not clear, in 
the limited time available to the team, ho'.., much emphasis these 
activities receive and who t~ principal audiences are. 
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The team agreed with the view of some GOI and state officials that 
the IEC program is not fully effective. However, 'ile concluded, 
overall, ~~t there are many opportunities for the IEC program to 
increase its contribution to the goals of the Model Fealth Plan. 
The steps recommended by the team include both strengthening 
~{isting activities and testing more innovative approaches. 

Issue 7: 

Orientation training camps appear to be focused mainly on family 
planning, although health topics are mentioned. (In the camp 
observed in Himachal Pradesh, there was some discussion of 
immunizations, nutrition, and antenatal care programs.) Most of the 
camps are held during the intensive family planning campaign which 
takes place during the last four or five mnths of the fiscal year. 
It appears that the main methods of cormmmication used in the camps 
are lectures on the general benefits of family planning and proper 
health care, and exhortations to use family planning and health 
services. Less attention appears to be given to addressing the 
specific questions and fears of participants in the camps. 
(However, L~ team did observe a useful audience discussion which 
'..ras initiated at the end of the camp in Himachal Pradesh, by the 
state government official \·iho accompanied the team.) Evaluations of 
the camps in project areas have been infrequent, although the 
National Institute for Health and Family Welfare is currently 
UI'.dertaking a study of such camps in some non-project areas. 

RECXM1ENDATICN 7.1: The orientation training camps would be 
likely to contribUte more to the achievement of health and 
family planning objectives if: 

(a) BEEs and others conducting the camps (lllVs, HW(F)s, r-os, etc.) 
were trained in interactive participation, so as to involve the 
audience in the discussions. The current methcds of lectures and 
~d1.ortations appear to be less than fully successful in changing 
attitudes and behavior. 

(b) 'frl.e content of messages given at the camps were defined more 
precisely to deal 'Nith specific problems blocking acceptance of 
family planning and health services in that particular local 
area. As noted above, it appears that the messages given at the 
camps \.;ere teo general and standardized. 

(c) Tne relative emphasis given to family planning vs. health 
infor:nation at the camps ',vere e.'Cplored to see ·..mether the health 
content should be strengthened. 
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~ON 7.2: Innovative studies should be carried out 
to explore the most effective methods of selecting participants 
and conducting orientation traL~~g camps ar~ to deternDL~e ~~ 
impact of the camps on the use of health and family planning 
services. 

Issue 8: 

wbile posters describing family planning problems and programs were 
displayed in IOOst PHCs and subcenters visited by the evaluation 
team, few or no copies of pamphlets and other handout materials were 
generally available. Most pamphlets had been produced by t..'1.e 
central government and a few by the state. The central government 
apparently ~~ects state governments to translate and reprint 
materials as necessary for distribution throughout the state. 
F.owever, insufficient copies are produced at any level to enable 
field workers to use them as handouts to clients, to reinforce their 
messages and instructions about health and family planning. The 
principal use of the materials at present seems to be only as 
demnstration copies in orientation training camps. Further, it 
appeared tt'1a.t a number of lONer level workers did not understand the 
materials that were available. 

REmttENDATION 8.1: The 001 and the states should review 
pi'ocedures for translation, printing and distribution of al1 
health and family planning IEC print materials. These 
procedures should be revised to provide for adequate numbers of 
copies and distribution to both facilities and field wurkers. 

RECDMENDATION 8.2: Consideration should be given to 
decentralizing the design, production and distribution ()f IEe 
print materials for the health and family welfare program so 
that the materials produced will be more directly relevant to 
local needs. 

RECCMMENDATI01~ 8.3: Health and family welfare worl<ers, 
especially at the PHC and subcenters, should be trained to use 
print materials to assist in pJ:oviding family planning/health 
education and instructions on proper health and family planning 
practices. 

Issue 9: 

Hass rrLcdia production talr.es place mainly at either the state or 
central government level. TI1.e principal contacts of villagers with 
the program, however, are through interpersonal conmrunication with 
~lw." personnel and, of course, other villagers. TI1e team observed 
t~t interpe!."sonal corrm.mication skills of health and family 
pl.:lr".:1ing workers are oft'pn tJo..,lr 
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RECX:M1ENDATICN 9.1: The GOI, state and district 
communications staff should coordinate mass media and 
interpersonal communication activities. Planning for mass media 
activities should focus on specific ccmmunication needs ar~ 
should ta.1<e into acccunt how' the mass media T..rill complement 
interpersonal cOIIm..l..'1ication. . 

RECXM1ENDATICN 9.2: Interpersonal communication skills of 
field workers at all levels should be strengthened. This should 
receive special attention in the in-service training courses 
that are now being developed for field workers. 

Issue 10: 

The specific responsibilities of district and block 1~7el IEC staff 
in relation to health and family planning field workers are not 
clear. For example, BEEs do not have carefully identified 
responsibilities for teaching ANMs, TBAs and VHGs how to comnunicate 
'..nth villagers. These important lower level workers therefore 
currently receive inadequate support for their communication 
activities, 

RECXMw1ENDATION 10: Tr..e current status of coonnunication 
ttainiIlg and support provided by BEEs should be carefully 
assessed, possibly in an operations research study. The result 
of this study should yield specific recormendations for 
strengthening the communications training and support by BEEs at 
the local level. Because of the critical role that 
person-to-person communication between field workers and clients 
is a~cted to play in the health and family planning program, 
this study should be ln1dertaken i.mrnediately, in as many project 
districts as possible. 
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VI. SERVICES 

To the e..xt:ent that services in the model plan are supported by training, 
comnunications, and management systems, the quantity and quality of 
services delivered in the project are9S are directly affected by the 
issues dealt with under those headings in this evaluation report. This 
section of the report focuses largely on service delivery issues 
encountered in the team's field visits with recommendations specific to 
service delivery although they also have obvious implications for 
training, cOIlIIlLIIlications and management. 

The OJI rh:lel Plan for integrated services in rural areas is considered 
part of a IIl1.1ltisector National Minimum Needs Program. The purpose of 
the donor-assisted Area Programme is to accelerate the improvement and 
expansion in the availability of basic health services in selected 
backward and deprived districts ~vithin five years. In view of the 
delays in initiating and implem:nting the IRHP, it is not yet possible 
to apply a quantitative yardstick to the objectively verifiable 
indicators for improved and e..~anded services specified in the Project 
Paper. 1hese are: 

a) 80% of service workers give 8m. of important fertility and mortality 
reduction services at acceptable levels of quality. 

b) Selected new services are L'1troduced after field testing and/or 
refresher traL'1ing if a clear need is apparent and if the services 
can be safely rendered. 

Lackir~ the necessary project-wide baseline and performance data for 
quantitative analysis, the evaluation team has relied heavily upon 
lccally available data, discussions l,vith project officials and with 
sereric:: providers at all levels of service delivery, and impressions 
£rem field observations L'1 arriving at this analysis of project progress 
to date. 

1. FIND:m:;s : 

Without question, the IRHP is contributing significantly to 
increased quantity and availability of services in the project 
areas. The visible improven:ents, however, are unevenly distributed, 
as a. number of sanctioned posts remain to be filled and there is 
considerable variation in project achievement from state to state. 
(See Appendix IX for a table shm-ring staff currently in place as a 
percentage of project targets.) 

'I[!.e c'..1IIlUlative result of added facilities, additional wurkers 
trained and posted, and increased availability of drugs and 
equipment, r.m.;ever, reflect progress tmvard the quantitative 
objectives of the project rather than substantial changes in service 
contenc or quali!:"]. As the construction and infrastructure phase of 
u~e ?roject nears completion, more 8nergy and attention can and 
should be directed toward fillL'1g 
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the observed training and logistic gaps and strengthening the 
li.nkages between levels of care in order to ilnprove the overall 
quality of services provided at each level. In particular, 
cctmlUIlity participation in access to, and delivery of, services 
needs to be develcped and encouraged. 

2. ISSUES AND REcn1MENDATIONS: 

ISSUE 1: 

Logistics and Sl.!pply: 

Equipment and supplies vary considerably among PHC's and subcenters 
and observed shortages not only inhibit service delivery but also 
affect the rorale and effectiveness of the health workers. Site 
visits disclosed sporadic shortages of such items as growth charts 
and od .. ..er health ronitoring records, baby ,veighing scales and 
certain drugs. (See issue 13 in section on Hanagement). 

The scarcity of medicines at subcenters is a deterrent to 
utilization of services at that level. Indeed, CHG' s frequently 
refer patients directly to a PHC because the subcenter is generally 
equipped topravide only first aid or help with minor ailments. 

REXlM-1ENOATION 1: Maintenance of adequate equipment and 
supplies should go hand-L,-hand with implementation of the 
project construction and staffing plan~ In particular, 
shortages of drugs should be alleviated as rapidly as possible 
in order to prevent erosion of confidence in the availability of 
services at all levels of care. 

ISSUE 2: 

Intensive Areas: 

The improved ratio of MP .. ls to population has clearly added 
quantitatively to services within the subcenter area. Nevertheless, 
there is no evidence as yet of refinements in application of the 
intensive area concept or in t.l,e logistics of service delivery in 
order to ensure b.'1at the pouulation at greatest risk is served. At 
present the "intensive aroofr continues to be the area immediately 
adjacent to the subcenter served larRely by the HP . .J'(F) while the 
male MR-l tends to 'dork in the outer c..n.light area". ~1orever, the 
~~vs working hours for home visiting are often inappropriate to the 
a~ent that ~~e neediest target population is involved in 
cultivation in the fields and not at heme at the time that the home 
vis it is made. 
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2. t: Tne Intensive areas of both male ar.d fe:nale HFWs 
shtuld be shifted from tc.e i=ediate environs of 
the subcenter to IIXlre peripheral areas in rotation 
in order to equalize coverage throughout the 
catchment area of the subcenter. Moreover, focus 
should be specifically placed on high risk groups, 
such as pregnant women, newborns, infants ar.d 
pre-school children. 

2.2: Working hturs and or visiting sites shtuld be 
adjusted in order to ensure that home visits oc= 
at times when the target population is at home. 

ISSUE 3: 

Referral System: 

Not enough emphasis is given to team building and 
strengthening the support system 8IIXlng peripheral health 
workers in order to develop effective cooperation and an 
efficient referral chain bett<een progressive levels of care. 
It is our observation that the referral system at present is 
not functioning adequately. 

3.1 : The linkage bee..'een the dai and 0lG shtuld be 
strengthened. (To this end a recommendation 
elsewr2re in this evaluation that MPJ(F) candidates 
be drawn from tha female CHGs will be helpful if 
implemented. ) 

3.2: Shortages of equipment, supplies ar.d drugs at the 
subcenters should be corrected in order to enable 
it to become a stronger link in the referral chain. 

3.3: Innovative activities under the project shtuld 
include expansion of health assessment. ar.d 
treatment capability at the subcenter level, 
including resources for the management of locally 
deter:nined health proble:ns outside of the 12 key 
problem areas. 

ISSUE 4: 

Fiel&,vorker Performance: 

1t.!hile substantial progress J as noted earlier, has been made in 
increasing t.~ quantity of access in services, there is little 
p.vi(h~nCf\ mi yC"t () f f',1ncllll1Y\ntll 1. d1: lI1ill~:) tn tl \12 qu:\ 1 ttl' f.\ r: 
care. The kI"'J)wled~e level of ~!O' 5 , HA' s , IT'ale and female 
MP.ol's nnrl DTG'!> In lll:ltnflf..'ell Wl.t:l [ound tv he high, uut 
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not reflected in the actual services provided. The 
knowledge-service gap is particularly conspicllous in such key 
problems as breastfeeding practices, rnanagerrent of diarrheal disease 
and care of 1m" birtrn.;eight babies. Evidence of inadequate 
mnitoring and sl.tpervision of fielm .. orkers e.'dsts, as in one 
observed case L~ which a CHV was found treating two very young 
infants suffering from diarrhea with excess i ve doses (ten times the 
normal dose) of Piperazine, a drug normally used in treatment of 
worms rather than diarrhea. 

Maternity services are provided to a large extent in the project 
areas by TBA's (trained and untrained). The site visits revealed 
that information regarding births, maternal and infant IIX)rbidity and 
IOOrtality were not recorded by fielcn.;orkers in spite of the large 
numbers of registers they maintain. Registration of births and 
deaths is viewed as the responsibility of the secretary to 
panchayats, and health workers do not feel accountable for it. 
TEA's do not regularly get incentive payments for reporting vital 
events. 

"Dai kits" supplied to trained TBA's or at subcenters are often not 
used, and some of t.l,e W'Orkers do not have knowledge of sore of the 
equipment supplied in the p-its, such as spring balances for 
measuring birt.~ weight or the suction bulb for resuscitation of the 
ne\~rn. 

The twelve conditions specified in the list of ''Key problems" are 
properly emphasized because they do not always receive sufficient or 
appropriate attention. It is not intended that other locally 
perceived health problems be excluded from attention. Nevertheless, 
in a fe'", instances health workers pointed out local problems (such 
as goitre or specific worm infestations) which they felt 
inadequately equipped to manage. \~ithout detracting from the 
importance of the ~..,elve key problems, such identification of 
locally perceived needs is in keeping with t.~ ''OOttom up" 
philosophy of the project which encourages maxinrum comrm.mity 
irrvolvement and is accordingly to be encouraged. 

4.1: Attention to the quality of services should be stressed 
both in the basic and inservice training and in the 
supervision of village level ';v'Ork.ers. 

4.2: Health \.;orkers should be encouraged to establish locally 
appropriate targets based on local needs assessment and 
worked out in cooperation ·.-/ith the \{orkers supervisor as 
part of the perfonnance monitoring and continuing 
~ducation process. 
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ISSUES 5: 

Family Planning: 

ivnile the specific contribution of IRHP inputs to family planning 
performance cannot be measured quantitatively at this mid-term 
evaluation, there is ample evidence that overall family planning 
performance has improved in the project areas. In particular, to 
the extent that the project has increased access to services at the 
village level, it contributes to the desired increase in the 
percentage of acceptors \ina utilize non-permanent methods. Site 
visits conf~ reports of renewed emphasis on intrauterine 
contraception (with particular interest in the Copper-T), while oral 
contraceptive pills still have limited acceptance ,'lith many workers 
registering concern over possible side effects. Contraceptive pills 
appear to be in short supply at a number of PHe's and subcenters. 

While both family planning and health services are target oriented, 
the family planning targets continue to overshadow the health 
targets. The concentration of family plannir'.g activity between the 
mnths of November and March detracts from the efforts aimed at 
mortality and trDrbidity reduction during a t:L1le of the year when 
risks to health, especially in young children are increased. 

RECX:M-lENDATIONS: 

5.1: The trend towards increased emphasis on spacing methods 
is encouraged and should be accompanied by a lOOre equal 
balance between fertility and mortality reduction efforts 
throughout the year. 

5.2: The use of outcome targets for the project inputs aimed 
at reduction of roortality and morbidity should be 
encouraged in order to improve the balance between these 
and Family Planning achievement targets. This is an 
appropriate area for the application of the "Innovative 
Projects" component of the IRHP. 

5.3: In order to give greater emphasis to continuation rather 
tr~ mere initial acceptance of the F.P. methods, the 
following changes in strategy are recommended: 

(a) give greater emphasis in the training of ANMs 
and Health Guides and TBAs in counselling, 
follow up and support of users of spacing 
methods. 

(b) change from the present policy of issuing a 
single cycle of pills to multiple cycles in 
order to reduce the number of visits required 
for re-supply. 
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(c) provide supplies of Oral Pill and IUDs at 
subcentet' level. 

(d) ~qpand the categories among health 'NOrkers 
authorized to insert IUDs and dispense oral 
pills. 

(e) increase the role of female physicians in the 
MOI/FP activity of the PHe. 
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ISSUE 6: 

Inmmization: 

Immunization services are generally provided in camps T~ch are held 
at different villages in each month. Tnis helps to maintain the 
cold chain system. Nevertheless, the limited availability of 
thenoos flasks for vaccines and of vaccination syringes and needles 
still inhibits the availability of vaccination services. The 
observation in several studies that vaccination (Tetanus 
Immunization) in the oother is not a guarantee of protection against 
neonatal tetanus suggests the existence of flaws in maintenance of 
the cold chain in rem:>te areas. 

RE.Cn1MENDATION 6: In view of the importance of the integrity 
of the cold chaIn to success of the EPI, special attention 
should be given to the adequacy and maintenance of supplies 
essential for the safe transport and administration of vaccines. 

ISSUE 7: 

Oral Rehydration TheraDY: 

Oral rehydration appears to be inconsistently understood, especially 
at PRe, subcenter, and village volunteer levels, and is infrequently 
used. Some of the Civil Hospital pediatricians who are recent 
graduates understand ORT correctly, but most district, block, or PHC 
medical officers do not have correct information or practices for 
the management of diarrheal disease in infants and children. The 
same is generally ~~ of LHV's, nurses, Al~'s and CHV's. 

The mst frequently mentioned treatment is the use of sulfaguanidir.e 
and Kaolin mL"ttUre (often with antibiotics and/or intravenous 
infusions at PRC' s) . In the minds of most CHV' s, the term 
"rel"I'Jdration powder" (another name often used for rns) refers to the 
Kaolin powder \Yhich, along with sulfaguanidine, is found in the 
standard MJHFW drug kits for CHV's, whereas ORS is not provided. 
Thus, CPS is not widely available, and where it is found it appears 
to be poorly packaged, with t..~ contents absorbing moisture within 
one year of manufacture. 

PH(' s do not have "rehydration" units for moderate to severe 
dehydration, nor do they generally have the correct IV solution for 
its management. Moreover, they do not demonstrate the use of ORS or 
teach mthers to use it. The teaching of 1IDthers else\\lhere (by 
At~'s, CHV's, etc.) is very inconsistent, and there are no standard 
reeasures for sugar, salt, or \vate!". No s-pecial attention is given 
to breastfeeding or odr~r nutritional measures. 
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R.EClJvMENDATION 7: Specific attention SQ.ould be given to tj"l.e 
proper rnaJ:1.agement of diarrheal disease (including ORS) in t..'1e 
training (bot~ pre- and in-service) of physicians as ·.vell as all 
auxiliary health personnel involved in the :U~4P. 

Properly pre-packaged GRS sb~uld be made more w~dely available, 
especially at the PHe and sub-center level, and should be 
incorporated into the standard QIV drug kits along with 
appropriate instruction in its use. 

Demonstration and traL~ing techniques for the instruction of 
oothers in correct ORT should be reviewed, l!pdated, and stressed 
in the training and supervision of fieldworkers. 
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VII. RE'SEARCH, ~~, AND EVAIllATION 

A. FnmThm : 

1. Evaluation of the Total Project: 

a) Baseline Survey: 

To date, the research, I1xmitoring, and evaluation 
component of the IRHPP has involved three main 
activities : 

a) The Training Needs Assessment ('INA) and 
Communication Needs Assessment (CNA) discussed 
elsewhere; 

b) The annual reviews and mid-term evaluation; and 
c) the baseline survey. 

Soon, the MNA and possibly HIS will be added. These 
two were discussed earlier in this report. 

The cut~ent status of the baseline survey is that the 
data have all been collected and analysis is 
underway. Results from the baseline data are 
anticipated to be available approximately three 
mnths into 1984. 

1. Issues and Recomnendations: 

Issue 1: 

Results from the. baseline survey Mve been delayed to the 
point that they will only becOIre avai1ab16 in the third 
year of the project. The current bottleneck appears to 
be tabulation, with the difficulty being that computer 
programs are being written table by table, rather than 
using the many available packaged computer programs for 
survey data analysis (e.g., SPSS and SPS). 

RE~ON 1: Efforts should be made to speed 
up the tabulation of the baseline survey data. The 
feasibility of usi.'1g packaged computer programs 
should be a~lored at the earliest possible 
opportunity. 

b) Post-Project Survey and Comoarisons ',-rith Non-Project 
Areas: 

A project can be properly evaluated in numerous 
',.Jays. One is t~ simply cor:rpare a beginning list of 
anticipated outcorres f,vith · ... hat !u.s ,?.ctually been 
accomplished at the end of t~ project period. This 
type of anal ys is might, for {~xamp 1e, be appropriate 
for assessing t~"..e r-esults of the const':Uction program 
of the IRHP. 
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A second type of evaluation, however, involves 
comparing the progress of a prcject against a control 
group or reference area -- e.g., non-project areas. 

1. Issues and FBcommendations: 

Issue 2: 

Sufficient provision has been made for evaluating some 
aspects of the project, construction being a case in 
point. There are no provisions for a post-project survey 
or other measurement to assess some other project 
objectives. further, some interesting features of the 
project have evolved during the project and were not 
covered sufficiently even in the baseline survey. Most 
notable among these new features is the focus on changing 
the process of health delivery in such a way that 
monitoring and continuous r2assessrnent of community needs 
are standard practices. 

REaMMENDATICN 2: A post-project survey should be 
conducted. Funds for this survey sb.ould be allocated 
and plill"' .... '1ing initiated L.urt:ediately. 'Ir..e survey 
should include not anI" infot'Ulation collected in the 
baseline survey but also information to measure 
c..l-lB,nges in the process of health services delivery. 
In addition, the survey should be designed to cover, 
in so far as possible, ~etros~ective information to 
correct for omissions in the baseline survey. If it 
has high enough reliability and validity, the CNA 
data may SL?P lement t~,e baseline survey data and make 
up for some of the emissions. 

Issue 3: 

The degree to \·Jhich the IRHP has succeeded in 
accelerating construction work ·'!.:l.Y be readily compared to 
construction in non-project areas. The effects of other 
changes r2sulting from the project may be more difficult 
to compare with wnat has happe~ed in non-project areas. 

REO:MMElIDATICN 3: C:lreful consideration should be 
given to collecting data for non-project areas so 
that the relative progress of project and non-project 
areas csn b~ evaluated. Such data should be 
collected ,.nth particular 9.ttention to the twelve key 
heal~~ ?roblems and three pr~ncipal goals identified 
at the project's outset. An evaluation of the "spill 
over" effects of project efforts to adjacent areas 
nay also be considered. 
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c) Project Imoact: 

One of the more troublesome aspects of the IRHP is 
the length of the projecc in relationship to its 
three main goals, particularly in viet,,, of the fact 
ti1at most project elements did not actually get ur~er 
way i.rmIediately. Measuring the impact of the 
project, its effects on the ~~lelve key health 
problems and three overall goals, will be difficult 
because it is unlikely that there \dll be major 
changes in the outcoae measures by the end of the 
project period even if the changes do become apparent 
later. Elsewhere in this report, attention is given 
to the advisability of e."ttending the period before 
the final evaluation is done. 

1. Issues and RecQtll[OOndations: 

Issue 4: 

Even if ti1e project is extended, will it be possible to 
measure ~~ project's impact on the twelve key health 
problems and three goals? Currently, the anS\~Ter is no. 
Baseline information for project districts is not 
available for all of the key health problems, birth 
rates, and mortality rates. 

REOM1ENDATION 4.1 ~ Steos should be taken to 
ensure that data are made available on the twelve key 
health problc~ and three goals, even at this time, . 
so that a better final assessment can be made of the 
direct impact of the project. Use and 
supplementation of ~~e sample registration scheme, 
for e..'Cample, may be consiaered. 

RECOMMENDATION 4.2: Indirect indices of project 
impact on the 1<9Y heal~~ problems should also be 
e.."q)lored. TIus may involve changes in the record 
keeping systems of G~ ~roject districts, 
improv~nts in the quality of data collected by the 
primary health'centers (FHCs), special tabulations of 
~~e basel ine survey and/or the CNA data, and 
possibly special "innovative studies" related to 
specific aspects of the key health problems. 

2. Innovative Studies: 

TIle preceding remarks deal with ev·aluation on a 
project-wide basis. There are also evaluation functions 
at ~~e state, district, and PHC level, with one of the 
main project budget allocations being t~e provision for 
innovative studies. ,!11.i:: .. tv Lrmov2.tive studies are 
scheduled for completion by the end of the project perioo. 



61 

To date, no innovative research study has been carried 
out. 

Issue 5: 

There has been a serious delay in the initiation of 
suitable operations research. Part of this delay is 
undoubtedly due to the fact that the research cells 
called for by the project are not operational in any of 
the five states. Most states, in fact, have a research 
officer at the state level but insufficient supporting 
staff. Another problem may be that the development of 
suitable research projects at the state or district level 
requires assistance from experienced persons outside the 
project areas who can assist in designing, implementing, 
and analyzing the studies. 

RE~~IDATION 5.1: The research cells in each 
state should be made operational as soon as possible. 

RECOMMENDATION 5.2: OUtside assistance should be 
offered to the states to help them design, implement, 
and analyze the data resulting from innovative 
operations research projects. One suggestion along 
these lines is provided in Appendix VII, and a second 
set of ideas has been presented in the 
recommendations of the population Council report of 
January 1983 (Appendix VIII). Specific 
recommendations for apprcpriate innovative studies 
were also included in some of the state reports 
prepared for the mid-term evaluation, and elsewhere 
in this report. 



APPENDIX I 

List of ~.crcnyw.s and Abbreviations used in the report. 

t'1*1 
BEE 
CNA 
CHV 
erI 
DEllO 
Dy. DEMO 
EPI 
GOI 
HA(F} 
HA(M) 
HW(F) 
HW(M} 
IIA 
IUD 
IRHP 
LHV 
ME~'!O 

MIS 
~iNA 

MO 
110HFW 
t1P''t1( :' ) 
~1PH( M) 
OP.s 
ORT 
tnHFH 
PHC 
PHD 
R...tfc''' ... iTC 
SC 
TBA 
Tr. Dai 
US AID 
VHG 

Auxiliary Nurse Midwife 
Block ExtGnsion Educator 
Communication Needs Assessment 
Community Health Volunteer 
Central Training Institute 
District Education and Media Officer 
Deputy District Education and Media Officer 
Expanded Program in Immunization 
Government of India 
Health Assistant (Female) 
Health Assistant (Hale) 
Health Worker (Female) 
Health Worker (Male) 
Indian Institute of Administration 
Intrauterine Device 
Integrated Rural Health Project 
Lady Health Visitor 
~'!ass Education Media Officer 
~tanagement Information System 
Management Needs ~~sessment 
11edical Of:icer 
Ministry of Health and Family Welfare 
t1ul tipurpose Horker (Female) 
Multipurpose Worker (Male) 
Oral rehydration salts 
Oral rehydration therapy 
National Institute of Health and Family Wefare 
Prima~j Health Center 
Public Works Department 
Regicnal Health and Family ~~elfare Training Center 
Subcenter 
Traditional Birth Attendant 
Trained Dai 
United States Agency for International Development 
Village Health Guide 

\iv 



APPENDIX II 

MID-PROJEcr EVALUATION 
INTEGR.2\TED RURAL HEAL'fH AND POPLUATION PROJEcr 

SCHWULE FOR i'lEEK CC':'OBER 31 - :lOVEMBER 5, 1983 
(IN NE'i'1 DELliI) 

October 31, 110nday 

0900-1000 

1000-1100 

1100-l300 

1300-1400 

1430-1600 

1600-1730 

1900 

November 1, Tuesday 

0830-1300 

1300-1400 

1430-1700 

Team meets with Dr. Rogers Beasley and IRHP Project 
Starf 

Meeting with Mr. Owen Cylke, Mission Director 

Team briefings with IRHP Project Staff - Evaluation 
Schedule, travels and other arrangements 

Lunch 

Team has Introducto~i Session i~ith Ministry of Health 
and Family Welfare (MOHFW) o:a:ficials (at MOHFW):-

project Implementation and l<tanagement 
Hr. H.W.T. Syiem, Director (Area Projects) 
Mr. J.S. Kang, Deputy Secretary 
Dr. D.K. Sen, Assistant Commissioner 
Dr. M.A. Cwaisy, ASsistant Commissioner 
Dr. A. Majamdar, Assistant Commissioner 
Mr. N.R. Yadav, Deputy Assistant Commissioner 

Return to USAID to ccntinue project discussion / 
review of relevant documents 

Dinner for tea'll members at home of Dr. W.B. Rogers 
Beasley, Chief, Health and Population 

Team reviews project documents, hold discussions with 
IRHP Project staff, plans information gathering 
formats for field trip 

Lunch 

Session on Project Training Activities at MOHFW 



November 2, Wednesday 

0900-1200 

1430-1630 

1900 

November 3, Thursday 

0830-1000 

1010 

1030 

PH 

2 

Meeting with other area Health Project donor groups 
in USAID Library . 

} OVerseas Development Agency (ODA) - UK (Orissa) 
} Danish International Development Agency (DAtlIDA) 
) (Tamil Nadu and Madhya Pradesh) 
) UNFPA - Bihar and Rajasthan 

Relevant Team members meet with Dr. Halla of Registrar 
General's Office to discuss Project Baseline Surveys 

Other Team members attend session on Project 
Information, Education and Communications at the MOPH 
(1430-1500) 

Reception for team members, GOl Officials and USAID 
staff at home of Mr. OWen Cy1ke, Mission Director 

Team meetings at USAID 

Depart for !<10HEW 

Meeting with Mr. R.P. Kapur, Additional Secreta~l and 
Corrmissioner of Family vlelfare 

~eam Meetings, planning for field information gathering 

November 4, 1983, ~riday 

National holiday. Team meetings 

Nove~ber 5-6 Weekend Team meetings 

November 6-7 Teams depart for field visits. (See individual field 
visit schedules.) 

I 

\pl.\. 
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[-tID-PROJECT EV~LUATION 
INTEGRlI.TED RURAL HEALTH AND POPULATION PP.oJECT 

SC-!EDULE FOR FINAL WEEK - NOVEtiffiER 21 - 26, 1983 
(IN NE.W DEL9I) 

November 21-23 - Monday - Wednesday 

Evaluation team members prepare report (GOI/USAID staff available as needed). 

Nove~ber 24, Thursday 

Thanksgiving Holiday; Relevant team members meet informally with Dr. Somnath 
Roy, Director, NIHFW. 

No~ember 25, Friday 

Complete EValuation Report 
Luncheon for team and USAID staff hosted by MOHFW 
Final briefing to MOHFW (3.00) 

November 26, saturday - at Taj Mahal Hotel 

0900-1730 Team members join informal colloquium concerned \'lith 
"Prioritj' Areas for Health, Population and Nutrition 
Service ~esearch, and Training in India: Possible 
USAID directions for the Next Decade." Meeting will 
include key Indian and USAID participants. 



Date 

7 Nov. 1983 

8 Hov. 

9 Uov. 

10 Nov. 

APPENDIX III 

Site Visits: Gujarat and l-1aharashtra * 

place Visited Team Members Persons Contacted 

Ahmedabad Hinl~ler Mrs. Reshmi Schroff, Additional Chief Secretary, Health & 
A· Byrne Family \'/elfare 

Hrs. Gaud Kumar, Deputy Secretary (USAID Project) 
Mr. L.l>t. Sood, Family \'lelfare Corrunissioner 
Dr. O. Gupta, Director of Health Services, Government of 
Gujarat 

Dr. R.D. Kacchia, State Project Director 
Dr. M.A. Contractor, Deputy Director of Health Services 
Dr. A.L. Shah, Deputy Director of Health Services 
Dr. Kamil Naik, principal, HFwrc 
Mr. Vinod Patel, State MEMO 

11M, Ahmedabad Same as above Prof. Naru, Director 

HFW1'C, Ai unedabad 

Goora 
(Panchmahals 
Disttict 
Headquarters) 

Devgarh Baria PHC 

Kadana PHC 

Subcenter 

• 

• 

n 

Faculty: Prof I s Satya, Pestunjee, Varma, 101urti 

Dr. Kamil Naik, principal 
Shrimati Vorha, Health Education Instructor 

Panchayat President 
Chairman, District Health Committee 
Dr. Kacchia, State Project Director 
Dr. Patel, project Officer 

Dr. Atalye, M.O. 
ANM, CHV 

Dr. Mishra, M.O. 
Dr. Butt, 11.0. 
LHV 

Mrs. S. Christian 1 AIH-'I, T.HV 



Date 

11 Nov. 

11 Nov. 

12 Nov. 

14 Nov. 

Place Visited 

PHC 

Shehera PHC, 
ANt-I Training 
School 

Bharauch 
(District 
Headuarters) 

Hansot Taluka 
PlIC 

UmaHa PHC 

Umalla Anganwadi 

Bonbay 

2 

'ream Merrbers Persons Contacted 

Arole 
Minkler 
O'Byrne 

Dr. Ratore, H.O. 

M.O., BEE 

D.D.O. 
District Collector 
Panchayat President 
Executive Engineer 
District Health Officer, Dr. Jabishah 
Project Officer 
Chairman, District Health Committee, Mr. Patel 

Same as above M.O., Dr. Daudia 
B.E.E. 

Minkler 
O'Byrne 

M.O., Dr. Modi 
M.O., Dr. Joshi 
B.E.E. 

Mr. Shath, Coordinator, community H. Project 
T.B.A. 

Mr. V. Srinivasan, Secretary, Public Health, Govt. of 
Maharashtra 

Ms. C. Iyengar, Deputy Secretary in charge of USAID Project 
Dr. (Mrs.) M.R. Chandrakapure, Director Health Services 
Dr. G.A. Panse, Joint Director Health Services 
Dr. R.V. Aphle, State Project Director 
Dr. P.B. Khedekar, Project Planning Officer 
Dr. Sharma, Director Medical Education and Research 



Date 

15 Nov. 

16 Nov. 

17 Nov. 

18 Nov. 

Place Visited 

Borrbay 
Cherrbur, lIPS 
Borrbay, err 

BOllibay 

Aurangabad, 
t-tedical College 

Aurangabad, 
HF'dl'L 

Parbhani 

Team Mellbers 

.. 

" 

" 

II 

Arole 
Minlder 
O'Byrne 

3 

Persons Contacted 

Dr. K. Srinivasan, Director rrps and Staff 
Dr. Indira Kapoor, Director, C:.1'. I. 
Dr. Bhatredikar 

Mr. Y. K. Aganval, Deputy Assistant Director General, 
Hedical Stores 

Prof. A.H. Vare, Dean 
Prof. P.V. Sathe, Head, Dept. of Social and Preventive Hedicine 

Dr. B.E. Raut, Principal 
Dr. (Brs.) Gharpuri 

Dr. Bharuka, Deputy Director, Health Services (USAID 
Project Coordinator, Parbhani and osmanabad Districts) 

Dr. Deshmuk; District Health Officer 
Dr. Misal, Assistant District Health Officer 
Executive Engineer, USAID Unit 

Jintur 
Subcenter 

Same as above AUl1/LlN, HA(F), MPW(M), CHV(M) 

Bori Rural 
Hospital 

ANM Training 
School 

Karpadi 
Subcenter 

Chakur PIlC 
(Latur District) 

Latur 

" 

.. 

.. 

" 

" 

M.O., CHV's Monthly Heeting 

l>1P\-l( F) 

M.O., CIN 

Mr. 5.5. Hussain, District Collector 
C.E.O. (F.P.) 
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Date Place Visited Team f.1embers Persons Contacted 

19 Hov. Osmanabad n Dr. Nagwar, Civil Surgeon 
Dr. Wagmare, District Health Officer 

Kangara " MO, LIN, HPW(F) (IUD, Immunization Camp) 
Subcenter 

osmanabad Civil " Principal, faculty 
Hospital & 
M\-l Training 
School 

Bembli PIlC Dr. Ingale, H.O. 
Dr. Nulay, M.D. 
VUG's, (M) , (F) 

Hashi PHC " M.O. 's 
(upgraded) 

20 Hov. Jamkhed Dr. R. Arole 

* 11r. t1adan Singh, USAID/NeH DElhi, accompanied the team throughout the Gujarat and Maharashtra trip. Dr. 
O.K. Sen, ~~HFW and Mr. Michael Jordan USAID/New Delhi, accompanied the team during the Ahmedabad visits. 
Dr. Kacchia, project Director (Gujarat) acco(~nied the team throughout the Gujarat Site visits. 

Dr. M.A. O' ... aisy, t10Hr'W, Dr. Aphle, Project Director (Maharashtra) and Dr. Khedekar: program Officer, 
accompanied the team throughout the Maharashtra visits. 



uate 

IJov. 8, 1983 

Nov. 9, 1983 

Ilov. 10, 1933 

~Iov. 11, 1'983 

Nov. 12, 1983 

APPE;WIX III 

SITS VISITS: PU;IJ';S, H.A.RYA:IA 

Place Visited Team Members 

Chandigarh Mr. John Rogosch 
Dr. J. Palmore 
Dr. J. Russell 
Dr. f4ajurndar 
r~r. Yadav 
Dr. Margaret Mamgain 

Kharar, Pb. Sarna as above 
State Health 
& P..I Training 
Centre. 

Moha1i. Pb. Same as above 
Anganwadi 
Training 
Centre t·un by 
Child \~elfara 
Council, Pubj ab 

Chandigarh Same as above 

Chandigarh Same as above 

C;,and i garh Sarna as above 

Persons Contacted 

Dr. A~arjeet Singh 
Ahluwalia 
Director Health 
Services & Project 
Director, Pubjab 
j·lr. Kuttappan, 
Secretary Health, 
Haryana. 

!"rs. M. Anand, 
Principal 

Di stt. Proj ect 
Off; cers of: 
Faridkot, 
8hatinda & 
Sangrur. 

Dr. Vijay Kumar, 
Prof., Comm. 
r·ledicine, Post 
Graduate Institute 
of 14edical and 
Research. 

Dr. S.:<' Sharma, 
D. H. S., Haryana 

Dr. A.C. Jain, 
Project Director, 
Haryana 

t·lr. J.P. 'fadav, 
Dy. Director 
Demography, Haryana 



Date 

t~ov. 13, 1983 

:10'1. 14, 1983 

:Jov. 15, 19:33 

Naif. 16,1983 

APPE:JDIX I I I (COlHI1IUED) 

S!TE: VISITS: PWlJA3, HAKYAi'IA 

Place Visited Team ~ernbers 

Travel from Chandigarh to Sirsa 

Sirsa 

r·1PHI-I( F} 
Training 
School 
Orientation 
Training Camp, 
El1enabad, 
Distt. Sirsa 

Mr. John Rogosch 
(USAID) 

r~r. J. Russell 
(Consultant) 

Dr. r·1aj umdar 
(i·l0HFW) 

Mr. Yadav (MOHFW) 

Dr. Margaret Mamgain 
(Consultant) 

Persons Contacted 

i·lr. I. D. Swamy, 
Deputy Commis
sioner, Sirsa 

Dr. Kuldip Kumar, 
Chi ef i~edical 
Off; cer, Si rS:l 

Dr. K.G. Gupta, 
Project Officer, 
5i rsa 

Smt. Satnam Dhawan 
Principal 

P.H.C. Rania Same as above Block Medical 
O;stt. S;rsa Officer and Staff 

Distt. ahiwan~ Dr. Margaret Mamgain Dr. V.D. aharadwaj 
(Consultant) 

P.H.C. Miran ~r. J.P. Yadav, Dr. Usha Ran; 
. '(Dy. Lirector Health Sharma 

Haryana) 

Civil Hospital Same as above Dr. Lamba 
Toshum 
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Date 

Nov. 17, 19a3 

iJOV. lB, 1983 

APPE:IOI:< III (CO:HHlUED) 

SITE VISITS: PUilJAB, HARYAllA 

Place Visited Team ~embers Persons Contac~~d 

Oistt. Bhiwan; Mr. John Rogosch 
Dr. J. Russell 
Dr. i'laj umdar 
!,lr. Yadav 
Dr. Margaret Millngain 

Silri Dharam Vir, 
D. C., 3hiwani 
Dr. Shalhender 
Shah, C.I'I.O. 
Dr. Mrs. Seth, 
Project Officer 
Dr. i~rs. Narul a 
O.F.P.O. 

M.P.H.W.(F) Same as above 
Training Centre 
Promoter 
Training Centre 
for ~IPHH(F) 

Subcentre 
Kaunt (P. H. C. 
Kai rm) 
Rural Dis
pensary cum 
subcentre 
manhern 
(P.H.C. Cland 
Kalan) 

State Health & 
Tra; n i :19 
Centre, Rohtak 

;,1. P. H. W. 
Training 
Centre, 
Rohtak 

Distt. 
Hohindergarn 

Subcentre 
S1 sot; (PHC) 

Subc':!ntr9, 
Ber; 
P. H. C. Siron; 

Dr. Majumdar Medical Officer 
Dr. Margaret Mamgain & Staff 

Mr. John Rogosch 
Dr. J. Russe 11 
Dr. :,Iaj umdar 
:·1r. Yadav 
Dr. Margaret Mamgain 

Dr. Nirmal 8atia, 
Principal 

Dr. M.L. Duggal, 
Chief ;·1edical 
Officer, Rohtak. 

Dr. Majumdar Principal and 
Dr. Margaret Mamgain Staff 

Same as above 

-3-
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APPE~oIX III (CONTINUEU) 

SITE VISITS: pW~JAa J HARYA~IA 

Place Visited Team ~emDers 

Narnaul, 0; stt. 
j~Oi1i ndergarh 

MPHW(F) 
Training 
Centre Narnaul 
Post Centre 
Narnaul 
P.H.C. 8awal 
Subcentre, 
Nai Chana 
Sa' .... al 

Or. J. Russell 
Dr. ~'taj umdar 
f1r. Yadav 
Dr. Margaret Mamgain 

Dr. r,laj umdar 
Dr. Margaret Mamgain 

-4-

Persons Contacted 

Si1ri N. Bala 
Bhaskaran, D.C. J 

tJarnaul 
Dr. Jagjit Singh, 
C.~1. O. 
Project Officer 
oistt. 
F.W. Officer 

~\ ) 
i \ 



Date 

Nov. 9 

Nov. 

APPENDIX III 

SITE VISITS: HIMACHAL PRADESH 

Team r1embers: Ms. Anne Aarnes 
Mr. P.E. Balakrishnan 
Dr. Inderjit Nalia 

Place Visited Persons Contacted 

SIMLA Secretary of Health - Shri A. V. 
Vidhyarathi 
Deputy Secretary of Health and Family 
~'lelfare - Shri C. R. Negi 
Director of Health Services - Dr. J. C. 
Sharma 
~£sistant Director of Health Services -
Dr. S. S. Sooch 
(Acting Project Director for Area 
Project in Himachal Pradesh during 
November 1983 while Project Director was 
traveling in the U.S.) 
Assistanc Director of Health Services -
Dr. J. K. Kakar 
Technical Assistant ~ Shri S. N. Shar~a 
Administrative Officer, Area 
Development Project - Hr. B. K. Jain 
State Education and Information Officer 
- Shri B. :7,. Bhandula 
Statistician - Shri R. K. Gupta 

Regional Health and 
Family Welfare Training 
Center Parimahal 

Dr. Hardev Singh - Principal 
Dr. C. D. Sharma - Lecturer and 
demonstrator 
Shri D. S. Chauhan- Health Education 
Instructor 
Shri S. K. Joshi - Social Science 
Instr. 'Jctor 
Mrs. Kanta Bhargav - ?Ublic Health 
Nurse Instructor 
Shri B. S. Thakur - Health Education 
Extension Officer 
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SIRMUR DISTRlcr 
Date Place Visited Persons Contacted 

Nov. 7 

Nov. 7 

Nov. 7 

Nov. 7 

Nov. 8 

Nov. 8 

Nov. 8 

Nov. 8 

Nahan 

Nahan 

Shri R. V. Bansal 
Dr. O. P. Mailick 

Dr. B. S. Sidhu 

Shri Dilbagh Singh 

Shri Balwant Rai 
Shri A. C. Verma 

Shri P. r , Sharma 

Deputy Commissioner 
Chief Medical 

Officer 
District project 

Cfficer 
Superintending 

Engineer 
Engineer (Nahan) 
Executive Engineer 

(Paonta Sahib) 
Executive Engineer 

(Rajpura) 

Principal and staff, ANM/~N Training 
School 

Paonta Block/PHC Rajpura 
Nedical Officer in charge 
Block Extension Educator 
Female Health Supervisor 
MPVJ (tw1) 
Village Health Guide 
Representatives of the Village 

Subcenter Puruwala (PHC Rajpura) 

Subcenter Chakli 

Subcenter Chatti 

Subcenter Banah-Ke-ser 

HPH (M) - S. M. Joshi 

~lP'd (F) - KuslJIll Shama 
~~ (M) - Ishawar Das 

M?i (F) - Ms. Nisha 
:1Ptl (:.1) - Rank i Ran 

Sarahan Blcck/PHC Sarahan 

Medical Officer 
Block Extension Educator 
Female Health Supervisor 
11PH (::) 
?har 2JT'acist 
Trained Birth Attendants (2) 



HAMIRPUR DISTRIcr 

Date 

(iov. 10 

Nov. 10 

Nov. 11 

Nov. 11 

Nov. 11 

Nov. 12 

3 

Place Visited 

Hamirpur 

Hamirpur 

Bi jhari Blcck/PH~ Bllota 

Persons Contacted 

Shri S. Banerjee Deputy 
C:orranissioner 
Dr. K. L. Kapoor Chief i1edical 
Officer 
Dr. V. K. Singh District 
project Officer 

Principal and Staff, ANM/MPW 
Training School 

Dr. S. K. Nanda, Medical 
Officer in Charge 

Dr. Mrs. S. K. Nanda, Medical 
Officer 

Block Extension Educator, 

MEW (F) 
HPW (11l 
:-1idwife 

Mr. Jaipan 

Subcenter Sohari (PHC Bhotaj 

Female Health Supervisors (2) 
~U?TN (F) 
Traditional Birth Attendant 

(trained) 

Orientation Traininq Camp (held at Subcenter Sohari) 

Traditional Sirth Attendants 

PHC Nadaun 

- 2 trained, 1 untrained 
Village Health Guide 
Panchayet Members 
Village Opinion Leaders and 
other residents of the village 

Block Extension Educator 
Block Medical Officer: 

Dr. D. N. Sharma 
PHC Doctor: Dr. B. S. Ver~a 
Medical Officer: Dr. S. K. 

Chaut:'an 
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HAML'qpUR DISTRICT (cont.) 

Date 

Nov. 12 

Nov. 11 

Nov. 12 

Nov. 12 

Ilov. 12 

Place Visited Persons Contacted 

Subcenter Bhumpal (PHC Nadaun) 

M?N (F) - Ms. Manju Bala 
l1PW (M) - Babu Ram 
Midwife 

Nakherer Munshian Village 

Village Health Guide - Bishan 
Singh 

Subcenter Jhaniari (PHC Toni Devi) 

Jhanieri Village 

PHC Barsar 

Female Health Supervisor 
MP'W' (F) - Ms. S. K. Gautam 
Traditional Birth Attendant 
(trained) 

Community Health Guide 
Traditional Birth Attendant 
Four Families 

Dr. Chain Singh 
Dr. Mrs. Chain Singh 



KA}~ DISTRICT (con't) 

Date 

Nev. 14 

Nov. 12 

Nov. 12 

r~ov. 12 

Nov. 14 

~Iov. 14 

5 

Place Visited 

Dha!1'llSala 

PRC Jawalarnukhi 

Persons Contacted 

Shri De'! Swaroop Deputy 
Commissioner 

Dr. R. L. Sharma Acting Chief 
Medical Officer 
Dr. T. D. Sharma Deputy Chief 
Medical Officer 
Dr. V. P. Gupta District project 
Officer 
Shri P. C. Bhagoria Executive 
Engineer, Palampur Division 
Shri--Sharma Executive Engineer 

810ck Medical Officer, Dr. G. N. 
Sharma 

i1edical Officer, Dr. K. C. Sood 
Medical Officer Dr. Dilbagh Singh 
Female Health Supervisor 
Micr.vife 
Traditional 8irth Attendant 

(trained) 
Village Health Guide, Capt. 8. 

Sharma 

Subcenter Dhanot (PHC Jawa1amukhi) 

Suncenter Takipur 

PHC Shahour 
" 

Village Basnur 

MPW (F) 
:-r!?rtl (t1) 
Traditional Birth Attendant 

(trained) 

Female Health supervi~or 
HF.'1 (F) 
Traditional Birth Attendant 

(trained) 

Block Extension Educator, Shri K. 
K. Sharma 
910ck ~edical Offi~er, Dr. Kartar 
Singh 

Village Health Guide 
Traditional Birth ?ttendant 

( trained) {(-!rs. Ishwari Devi) 
Family - !;ostnatal care visit 



KAl-lGRA DISTRICT (con 't) 

Date 

Uov. 14 

Nov. 14 

6 

Place Visited Persons Contacted 

Subcenter Rehlu (non A.I.D.-funded subcenter) 

Female Health Supervisor 
MPW (F) 
Traditional Birth Attendant 
(trained) 

Subcenter Gummar (PHC HariDur) 

Female Health Supervisor 
Ml'N (F) 
Traditional Birth Attendant 
(trained) 
Block Extension Educator (PHC 
Haripur) 
~edical Officer - Dr. S. K. 
Sharma (PHC Haripur) 



K.Zl.NGRA DISTRICT (cant.) 

Date 

Nov. 14 

Nov. 14 

Nov. 14 

Nov. 14 

No'!. 15 

NOll. 15 

~lov. 15 

7 

Place Visited 

Subcenter Reena 

Village Chatri Bania 

Persons Contacted 

Male Health .~sistant - Lakpadh 
;Gi 

MPW (F) - l1rs. Sushila Sharma 
MPW (M) - Ramesh Chandra 

Community Health Guide, Bhagwan 
Chand 

Village Bhikhasah (PHC Bawarna) 

Village Sieun 

PHC Gangath 

CHV- t1r. Santran 
r~edical Officers - Dr. R. K. 

Bajaj, Dr. A. K. Sood, 
Dr. 1'lrs. N. Sharma 

Traditional Birth Attendant 
(trained) 

Families (2) 

Medical Officers - Dr. P. C. 
Kaistha and Dr. V. P. 3hardwaj 
ce~ale Health Assistants (2) 
MP.'l (F) 
BeG Vaccinator 
!1ale Health j\ssistant 
(mothers and children at MCH 
clinic) 

Ayurvedic dispensary, ?.aja-Ke-Karlav Dr. Kuldip Gupta, 

Subcenter Chattar 

~1PW (F) 
Traditional Birth Attendants 

(trained) (2 ) 
Corrrnunity Health Guide .- 11r. em 

?rakash Sharma 
(school teachers and children) 



Kfu~GR}. DISTRICT (cont.) 

Date 

Nov. 15 

Nov. 16 

Nov. 16 

a 

Place Visited 

PHC Tiara 

Palampur 

Subcenter Balota 

Persons Contacted 

~1edical Officer, Dr. Atul Mahajan 
Block Extension Educator, M.L. 

Verma 
Health Assistant (female) 
MPW (F) 
Traditional Birth Attendant 

(trained) 

MEIO, R.R. RoUhan 

MPI'1 (F) 
Traditional Birth Attendants (2) 

(trained) 



KANGRA DISTRICT (cant.) 

Date 

Nov. 16 

Nov. 16 

Nov. 16 

Nov. 16 

9 

Place Visited 

PHC Thural 

Persons Contacted 

Medical Officer, Dr. R. K. 
Mahajan 
Health Assistants (Female) 
MPW (F) 
Traditional Birth Attendant 

(trained) 
CHGs (being trained at PHC) 

Subcenter Bairghatta (PHC Thural) 

PHC Gopalpur 

MPW (F) - Kamlash Kawur i 
TEA - Chanki Devi 
CP.I - Teja Singh 

~edtcal Officer, Dr. Kuldip 
Sharma 

Health .~sistants (Female) 
!.1PW (F) 
alack Extension Educator 

~1 (=) Training school - Dharmsala 

Teachers 
~lPWs (F) - under training 
r'ledical Officer in charge of 

training 
Nurse in charge (hospital) 



APPENDIX Ttl 

LIST OF RECO:1HENDATICNS BY CATEGORY 

1. E~\ecutive Surrrnary: Hajor reccmmendaticns of the evaluation. 

1. Decentralization and increased community ?articipation are 
vital to the success of the project, yet have received too 
little el~hasis to date. The community and PHC-ievel staff 
should be actively involved in planning, implementing and 
monitoring health and family welfare activities in tb.eir 
areas. In particular, many IEC and research and monitoring 
functions need enhanced involvement of the PHC staff and 
their clientele. 

2. Resolu.tion of the key issues which are delaying fin<.Ulcial 
disbursements for construction costs should be concluded as 
soon .\s possible in order to facilitc. joint GOI-USAID 
planning to meet the re!M.ining construction requirements in 
the project areas. (See Section :I.) 

3. Completion of the quantitative inputs (construction, 
staffing, equipment and supply, training) should be hastened 
in order to shift the focus of the project toward its 
qualitative as~ects. In particular, the development of 
measures to monitor and evaluate performance of key services 
and their i~act, and the use of innovative projects and 
operations research directed at improved quality of 
Training, Services and IE&C activities should be stressed. 
(See Sec':.ions IV, y..!... VI. ) 

4. The !Jaseline survey and t!1e ne'2ds assessments have been long 
and corrplicatea. Considerable delays have been encountered 
in all these efforts, leading to post?Qnement of critical 
project components, suc!1 as improvements in training and 
communication ?rograr:1S. In aedition, much of the analysis 
of these activities has been centralized, limiting L'TIlT\€diate 
access to the results by local program personnel ane 
impeding their ability to sustain monitoring activities on 
tneir own \.,rithout outside assistance. (This has been 
particularly true for the baseline survey, and also ap?lies 
to a lesser e:<tent to the CCrru.1unicaticn Needs Assessment.) 
GOI, t!1e .ltID ~lission and project staff should ccncentrate on 
cor:roletina these activities as soon as oossible. Everv 
effort .sr.;uld ce made to sirrnlif'/ and shorten the Drocess. 
Further, these e'/al'..:.ation activities should be coo~dinated 
',vith those being undertaken in other area projects and other 
:ndian institutions to :acilitate better understanding of 
lccal sit:..;ations and '.:i:.eir t raining and ccmmunication 
, " .. . (S S .. ' "T I ) lmp_~ca~Lcns. ee eC~lon~. 

I.· , 
~. ,. 

',j 
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5. A management information system (mS) is urgently required in 
order to facilitat:e : (a) irr:Fac: evaluation; (b) monitoring of 
performance in relacionsnip to both services provided and ~o 

their impact on fertility and mortality; and (c) improvement of 
resource management, including personnel, materials, facilities 
and finances. For these reasons, it is recommended that the C~I 
immediately establish a task force or other working groups to be 
charged with analysing the existing or currently proposed HIS's, 
incl~ding the GOI's MIFS, the Gujarati MIS developed with 
assistance from the IIM-Ahmedabad, the currently operational 
Maharashtran MIS and others which might have applicability. 
After analysis, but no later than May 1, 1984, the task group 
should propose one or more practical systems for adoption bv the 
Project States. The States should be directed to adopt an 
impact-based ~1IS no later than Decerrber, 1984. The task fOi:ce 
should include representatives from management institutes, State 
and Central C~vernment experts on MISs, USAID and 
epidemiologists. T~e developed M!S should provide a system Eor 
promptly and routinely providing the infonnation required to 
rrake the daily manasement and planning decisions required to 
achieve tte impact objectives of the Integrated Rural Health and 
Population Project. (See Section III.) 

6. A post-project survey should be carried out. Funds should be 
allocated and planning initiated within the next year for this 
evaluation exercise. care should be ta~~en to ensure that the 
post-project survey covers all t'tlelve key problems and to the 
extent possible makes up for defici·=ncies in the baseline 
survey. (See Section VII.) 

7. The project design called for all project components to be 
o;;:erating at tje planned levels for at least a year before the 
end of the project. There ha'/e been serious delays in f?r:oject 
implementation so far, however:. !t is likely that in all states 
critical project cODponents - training, improved I2C, fully 
operational facilities - will be in f?lace for only a few months 
at best: before the project's scheduled completion date. There 
is some question as to whether rroject activities can be 
ccmpleted and funds e:q:€nded by that date. ~!ost irrportant, it 
would be impossible to assess the impact of the project on 
fertility and infant/child mortality reduction. Consideration 
should be given within the next 18 7Dnths, perhaps after the 
next ~.nnual Review Heeting, to whether the final evaluation of 
ch~ pr:oject sho~ld be delayed unt:l a year after the end of the 
:lve-year project ?enoa. Certain changes in rroject design, 
such as time-9hased irTI?ler..en:ation, state-wide implementation, 
and intensi'/e blecK ir.:pLeIT'.,=ntaticn s~ould also be ccnsicered. 
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a. Although female health workers are essential to the success of 
the rlodel PIa'1, there are critical shortages of female health 
workers in r.any areas, especially at the ?EC and succenter 
levels. C::tical shor~ases of trained birth attendants (dais) 
'I/ere also cbserved in scrr.e project. district.s. The project 
should seek 'da.yS to enhance their recruitment, training, 
recognition and support and to strengthen the linkages between 
and among female workers and the rest of the health team. (See 
Section VI.) 

9. The use of performance targets is firmly rooted in India's 
development efforts in all sectors. T!1e following refinements 
in their application to the IRHP are strongly recommended: 

a) The current target system is dominated by sterilization 
targets. More balance is required. Other family planning 
methods should have targets that are stressed and valued in 
order to achieve the goal of reducing population growth 
rates. Equally iffiFortant targets should be established Eor 
other problems among the twelve key ones elTl?hasized in the 
proj~ct. 

b) Health and family planning targets should ~e revised to take 
into account both numerators and denominators relevant to 
the probl-=:Tts being addressed. 1'lost tar-;,ets currently 
include cnly the nurrber of cases targeted for action (e.g., 
tetanus toxoid shots given to pregnant women, imIT.unizations 
for children uncer five, etc.) They do not include the 
denominators--the base group or risk group relevant to each 
problem (e.g., total n~er of ?regnant wow~n or total 
murber of children unGer five in the area, etc.). ~'li::hout 

this info~ation about the total size of the base group, 
targets cannot. be used to judge the extent to whic:' the 
system is meeting casic health and family planning needs. 
(:1ore such infoCH'.Jt ion is available for family planning than 
for bealt:" si.nce health and ::c..:llily welfare workers 
regularly identify all ~ligible cou~les in their area.) The 
GOI and others should work \vith the states to develop data 
on the ~denomi~atorsn for each of the twelve ~ey problems. 

c) ?resent.ly, most tarse~s are ~rccess targets, rather than 
outccme targets. ~e difference between the t'I/O is readily 
illu3~rated by healch t.argets. Su~pose the targecs deal 
with ilalaria and ~easures are collected on cases ciagnosed 
3.r.d t:e3ted. ?!~ese are prCC8SS targets. A. suita.cle outcorr.e 
target, tv contrast, would be changes in mort.ality rates. If 
~laria is not a ~ajor cause of ceat:, in a particular area, 
success ~n reaching process tar;~ei:s J:1ight have little 
influence en reducing ~ort3li~y rates (the out~nme 
desired). ?erso~s 3tri~ing :0 mee~ the targets Dight 
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well be increasing mortality rates by failing to concentrate 
their work on more important health problems in that 
pa:::r:ieular place. Cutcome targets should b= establisted and 
gi'len e'/en more impoct3.nce than precess ca.cgets. 

d) The methods for establi3hing targets whicn are now in use ~o 
not appear to te demographically or statistically sound, 
especially at the local level. A case in point is the 
target for numbers of ne~ ... cases of a disease diagnosed. An 
active program could \·/ell diagnose all cases in a block the 
first year, subsequently be awarded even higher targets, and 
hence be evaluated as failing to meet the targets. 
Sterilization and other targets seem to penalize the 
successful areas. careful reconsideration of the .nethods 
for setting targets is necessary. (See Section r/.) 

10. While the importance of the twelve designated key problems is 
acknowledged, they are not all equally relevant to all project 
areas. There is some potential for all twelve to receive equal 
emphasis in each project district, and for other local health 
problems to be given much less attention. It is reco~nended 
that the twelve key problems not be stressed to the exclusion of 
locally recognized health rroblems. In keeping with the intent 
of the project to encourage decentralization of planning and 
decision making, local health personnel should be encouraged to 
consider locally serious health conditions along y/ith the 
designated key problems in prioritizing services. It is also 
recommended that state and district project office~s work with 
PHC sta:f and the lccal cormnuni ty to determine which of the 
twel'l<: proble!i1S contribute most to high fertility, morbidity and 
mortality rates in t1;eir rarticular area. Emphasis could then 
ce given, in training and service delivery programs, to the most 
imFortant ?roblems in t1;e local areas. 

11. In view of the importance of increased training capability to 
full-scale if.?lementation of t:-.e t10del Plan and the demonstrated 
compet:.ence of t~e t!:'aining institutions w~1ich nave t:articipatec 
active:j in the project to date, increased support and 
utilization of central, regional and state training institutions 
should 8e encouraged and supported for the remainder of the 
project. In order to Eacili.:ate this, the GOl 3hould 
irr~ediatell call for a meeti~g of the heacs of these 
instituticns to detecmine their financial or other requirements 
for responcing more fully to the needs or the Project, and 
f:)r:ilu12te a 91an and budget for eX':'2!1ding the required 
assistance to tr.··m. This meeting and planning process should 
occur '.vithin the next three months, so that provision can be 
incorporated in the next fiscal year 8ucget. 
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12. The evaluation team is concerned acout the overall costs of 
implementing the 110081 H!:!alth ?lan in all areas of India. It 
is, therefore, reccrrrr.encea t:;ac the G:)I undert2ke, ~er!':.J9s with 
assistar.ce from .:l?p!:"cpriate manalJement orsa.niZatlOns I ) 

comprer.ensive anal~/sis of t!lt-:::Osts of the 91.Jn, ir.cluding t:-:e 
costs for beal':.h facili ty e:<t.2r.s ion I :.::-ai:1 ~:-:g costs, equit:-~e:1t 

costs 3.nd recurring costs, and or-ri'/e at projections of the 
financial ability of the states, with assistance from the c~r, 
to fully implement the ?lan. ~he analysis should identify 
alternative o9€rational models for providing co~arable impact 
on fertility and mortality (perha!?s from the various area 
programs), and project the costs if these pla:1s were implemented 
nationally. This information should be a1/ailable by June 1984, 
in order to be used in the long term planning of the GOr and 
potential donors. 

13. An important goal of all the area projects is to gain experience 
in implementing the ~!udel Eealth Plan, so as co help guide the 
implementation of '.he plan nation-',.,ride. Exchange of ideas and 
experier.ce among project states and with other donor-supported 
area project.s ~as been rare, however. State and district 
project staffs have had few chances to cbserve what is hap!?tning 
in other 3tates and discuss problems. They are t~us unable to 
ber.efit from the experience being gained in other areas. T~is 

situation is !'."-'a!:'':icularly serio!.:!:> net only because ie makes 
improve~ents in the current AID-funded project less likely, ~ut 
also because it ap!?ears thac. valuable infor;naticn needed for 
planning future act.ions is being ignored. The CDr should 
er.courage and support wider exchange of project ideas 3nd 
e:<~erience ar..ong t.he fi'le project states and · ..... ith other 
conor-su~ported area 9rojects. ':'his exchange sho!.:ld include 
visits by 3tate and district project staff to projec: areas in 
ocher st~tes, a3 well as meetings at the state level and the 
center. It. is :-ecomrr.ended that the visits and ot:1er acticns 
begin :~£diately. (See Section III.) 
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2. Construction: 

RECC~NDAT!ON 1: !:: is recoi!1JTlended that USAID/Office ,)f 
2ealch and )lutrition jisc'..:ss :::-:e issue ·"it.:, GOI/:·:CE~'; :u:d t.:'e 
state Governrr.ents and reco:1cEe the c:Ef2rences irrrr:ediacely . 
. ;n'j 3!?!?roval of new targel:s shculd be dcne thr'Jugh t~e issuance 
of Project Lmplementation :"etter. 

RECOMMENDATION 2: The Team recofi'r,lends that USAID Office of 
H'ealth and Nut:iti.on discuss Li;e issue with c..(Jr and State 
Project and PWD officials and cete~ine the extent of escalation 
in construction costs in the five states. The Agreement already 
provides 40% of original costs for escalations. with the 
increased value of the dollar in relation to the rupee, it is 
possible that some or all the increased costs in some states can 
be covered by the existing dollar budget. This should be 
studied carefully by USAID and C-OI/:·10HFtl, gi ving due 
consideration to the alternative dernancs on the additional funes. 

RECOMMENDATION 3: It is recom.eneed that: GCI/:<CSF\'l 
iJi:71ediat:::ly :ec:uest the State Chief Secretaries to instruct tr:e 
State ?"dDs to gi'/e top priori~y to Project C';:1struc':.l.cn because 
of the ti~e-beund nature of t!le r?rograrn. The ccnstructicn 
a[=ar.gE:rr.l~nts should also be revie' .... ed ty the State ?:::oje-.:t 
Governing Beards and, 'Nhe!:'2e'/e!: necessar~', additional positions 
authorized to ensure that construction is corr.pleted in 
accordance with ?r()ject plans. ~'l1:ere the availability of cer.1ent 
and steel is a critical prcblem, ccnsideration should be given 
to obtaining sI,:ecial al2.ot:r.ent 'Jf O::1ese i ':e!:1S as has ::;een done 
suc::~ssfull:; in Hi::.acr.al ?r3d,~sh. 

R.ECG'l-W..NDATION 4: The State and District Project Officers 
should ensure that early action is initiated to ensure that 
Hater and el'2ctric connectior.s ,:!re ?rov:ded as early as ?ossible 
after completion cf r:he buiLii:v;s. The Haryana design for ~':lH 

and LEV quarter:; shoulc: be revievJed to ensure that they confor:n 
to standard patterns of construction. 

REC~~IDATION 5: S:ate and Discrict ?roject Officers should 
re'/iew construction ?rcgress and ::ake ci;-;'lely action to ensure 
t!1a:: ap9r,J?riate e~ipment ::tnd su?plies are provided to the 
:acilities as soon as th'2 buildings are corrplet:ed and the 
·..;or:-:ers are :'n ?osition. 
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2. Construction: (con't) 

RECOHl1ENDATICN 6: USAID and GOI/MOHFI'l should review the 
staf:ing situation ''{ith State officials and ensure that 
appropriate categories of ·,.,crk,=rs are assigned to the facilities 
as en'lisaged in the ?roject Plans. (The need for expanding 
training facilities for critical workers, particularly female 
workers and female supervisors, is discussed elsewhere in the 
report. ) 

RECO~NDATIQ~ 7: The State and District Officials should 
revie' .... the situation carefully and examine the possibility of 
assigning ANMs and LHVs to their own villages. so that 
unnecessary construction costs can be avoided. WL1ere feasible, 
renting of suitable quarters in central locations should be 
explored and appropriate modifications made to construction 
designs to eliminate quarters where they are not necessary. 

RECOMMENDATION 8: The Team feels strongly that there is 
considerable merit in the GO! position for a revision of the 
existing rei~bursement procedures for construction. It has 
been pointed by GOI officials that claims totalling more that $8 
million have been pending with USAID for several months. The 
Team reco~ends that USAI~ Office of Health and Nutrition 
discuss the issue irrrnediately '.'lith GO!/r·!OHFH and adopt a revised 
and mutually agreed upon rei:nbursement formula which will permit 
more fl~xible disbursements and prompt flow of funds to C{)I for 
Project activiti8s, while ensuring that all facilities 
constructed W1der the Project are made operational as soon as 
~ossible after construction. 

?.ECOI·lMENDP-.TION 9: It is recorrnnended that the USAID 
Engineering Consultant and Office 0f Health ?fld Nutrition, and 
GOI!r·l0E.;"",\'l monicor closely all const:uc,-ion activities to ensure 
that they are completed ' . ..,ithout delays and on schedule as per 
the Agreement. 
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3. l1anagement 

RECCMMENDATICN 1: The Centrai .~ea_ P.~oject Ccordinator should 
study the issue of coordination amOng the ~rea ?roject \?taffs, 
the technical scaff of the Director,,'GeneraLof Hearth Sf!'rvd.ces 
and the technical wings of the Department:.· of. Health. and Family.: ~'. , 

Welfare. If he determines it is a problem, a mechanism should 
developed for improving such communica~ion and coordination. 

:MMENJ)ATION 2: A budget should be made available for . 
I.\l'porting the sharing of infornation between the states within '; 

t he Project and between the various projects. Possible 
activities would Be annual or more frequent meetings of State 
Project Directors; duplication and circulation of reports from 
consultants, research innovative activities and evaluations; 
exchange visits between the states of Project Directors ,and 
other appropriate ?roject Staff; special seminars and workshops 
on si lected topics of general interest; and national training 
programs for the States r project Directors and other key staff . 
~ senior staff should be charged with planning and implementing 
t hese activities. 

RECGMMENDATION 3: The GOl should either rssue a Project 
Manual on key policy and administrative issues or otherwise wake 
available in on(~ volume the varicus policy and administrative 
directives it has previously issued. 

REC~~ATION 4: The C~I should appoint additional technical 
staff at appropriate levels to travel frequently to States, to 
deal ',.;ith high ranking state officals and to represent the Gal 
in matters requiring immediate approval. Those responsible for 
supervision/liaison with particular states should probably have 
no more than t',;o states , each. 

be obtained. 

~e . GO! should exa~ine this "seven percent" 
Su that adequate State and Vistrict staff can 

RECOMMENDATION 6: High priority should be given by the GO! 
and the states to completion of the managewent needs assessw~nt . 

Every eff.ort should be mace to expedite it so that its findings 
can be available for incorporation into the activities of the 
current project. 

RECCi.fMENDATION 7: The Gal should give high priority to the 
early design and implementation of a decision-based achievement 
orie~ted MIS. It should consider adapting one of the already 
' .... ell developed ;'!IS' s such as the one in use in t,laharashtra or 
t he one developed by th~ Indian Institute of (·!anagement, rather 
than starting complet ely anew. I'!anagement: inEorrration 
sF~cialists should be consult ed in addition to biostatisticians . 
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3. Management: (can't) 

RECOMI1ENDATICN 8.1: The GO! should make ic clear that the 
purpose of these committees is to faciliate 
decisior.s and no;: to aed another layer of 
bureaucracy to the states' decision making 
processes. ?urthermore, the C~I should 
reiterate that the decisions of t:,e Governing 
Boards should be final and not subject to 
further approval by either the GOI or other 
State Departments and rlinistries. 

RECCNMENDATION 8.2: Haryana should appoint a co-chairman of 
its Governing Board, with sufficient rank to 
convene its meetings and to facilitate its 
decisions. consideration might be given to 
~aking the Chief Secretary the co-chairman along 
with th2 Minister of Health. 

RECOMMENDATION 8.3: State Project Directors should prepare 
the Governing Board agendas and circulate them 
sufficiently in advance so that the Committee 
~embers ~ay consider them and obtain, prior to 
the meeting of the Committee, the appropriate 
response or decision of their respective 
Departments and :1instries. In this 'Nay, there 
""lill be no need for further delay after the 
meetings. If the Project Directors attend to 
this matter carefully and in sufficient time, 
delays will be prevented. 

RECOK1.tENDATION 9: 'l'he C..QI should iIT'J'liediately give attention 
co the lack of appropriate and sufficent technical staff in the 
states and should urge the states to sanction the ~ositions and 
fill them. It should, at the sar..e time, ta~:e ac':ion on revising 
the "seven percent n ceiling for Project :1anagerr:ent Staff, which 
~kes budget for such staffing highly in~uitable among the 
project staces. (SI':2 Recorm,·.ndation 5, above.) 

RECa~1ENDATION 10: The GOI should clarify this guideline so 
that .:3ta':es uneerstand it is an average allmoJance and may be 
varied according to the areas to be covered and the distances 
involved. 

RECCMMENDATION 11: The States should move quickly to 
deter:iline ',.;hich of the non-sanctioned Dist:ict ~sitions should 
=e established a~d move to fill them with qualified people. 
:'iithout adequate staff at the District levels, the actual 
?roject services will suffer. 

l 

( " I , 
'\ 
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3. Management: (con't) 

RECCMMENOATION 12: The States must make eve~l effort to 
recruit, promote and othecwise fill the vacancies. The 
establishment of !1P~'l( F) training schools in the Project 
Districts will help resolve this probla~, but consideration 
should be given to ways in which female residents from the 
Project Districts can be further encouraged to com~€te for the 
seats in the schools. 

RECQ.'1MENDATION 13.1: The States should initiate or compJ.ete 
analyses of their logistics systems at the 
earliest time. This is an appropriate activity 
to contract with management institutes 1S has 
been done in Haryana and Punjab. The outcome 
should be an improved logistics system, 
including inventory ~lstem, procurement, storage 
and distribution plan. wnere feasible, the 
recomendations should be applied state· .... ide 
rather than cnll within the Project Districts. 

RECO~wreNDATION 13.2: Ccnsider2~iGn should be given to 
decentralized prccurement of medical supplies at 
least to the Dis::::"ict levels and perhaps to the 
PHC levels. This cJuld be an innovative study 
the States :night try in one District each. 

REca~ATION 13.3: An analysis should be performed of the 
precise drug and contra,ceptive requirements at 
each level of the delivery system, using the 
twelve project health priorities as a basis and 
computing requirements based on populations and 
prevalence/incidence of the various conditions. 
The object ',vill be to determine the requi--:!ments 
and to adjust the budgets appropriately. 

RECOMMENDATION 14: The GO! and the States should insure the 
early provision of manua}s in the appropriate languages to all 
personnel Ivorking in t.h-2 Project Districts. They should 
protlide, '",here needed, financial support for translation and 
printing. 

RECOMMENDATION 15: A supervisory system should be developed 
based largely on performance and outcome or impact data. As a 
corollary to this, the l~anagement Inforrration System should 
provice the workers ~~d thei~ su?ervisors with the data they 
need to determine achievement of performance and outcome 
ta::l]ets .. ;lso, in-service trainir.<] should ::repare t!1e workers 
and t:~eir sut;€rvisors to use this system. 

c\J , 
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1 1 

Traininq . 

I-{ECC~ATICN 1.1: The project should provide the 
training schools with descriptive information project 
so that the instructors may be clear as to what is 
expected of the ffw(F)s when they go to the field. 

RECOMMENDATION 1.2: The students should follow up 
hospital practices into the field practice area. The 
students should discuss their findings with the 
obstetricians, pediatricians and doctors in charge of post 
partum programs so that the hospital may become community 
health oriented. 

RECOMMENDATIONS 2.1: The staffing positions in all training 
institutions should be filled in accordance with 
project needs. Where qualified personnel are not 
immediately available, consideration should be given 
to temporary assigrur.ents by ezperienced personnel 
who ~ay noe have co~leted the required academic 
qualifications. 

2.2: The training manuals developed by the GOI 
should be used and every student should be required 
to have a copy for future reference. 

2.3: Teaching aids such as flip charts, models and 
other aids should be made available in these 
schools. The students shculd be taught to use these 
communication ~ethods. The schools should consider 
the use of vert and rl as useful tools in teaching. 

2.4: Funds should be provided from the project to 
improve the libraries of the training schools and 
~l(F) centers so that adequate journals and Dooks 
may be made available at these centers. 

2.5: Circulation among the training centers and 
IRHP staff and field personnel of useful educational 
info~ation and IERP news should be considered 
wherever feasible. 

2.6: The C~I and the staees should take steps to 
ensure that the training schools have adequate 
transportation to take students to the field 
where'ler required. 



12 

RECOMMENDATION 3: standard criteria should be established and 
observed for the students' e:<perience in ccnducting deli'/eries, 
observing abnormal deliveries, antenatal care, immunization and other 
prirrarj health care functions. 

RECOMMENDATION 4: Students in the field should ~e provided access 
to experienced supervisors. 

RECOMMENDATION 5: Alte(native practices for recruiting, training 
and posting of hw(F)s should be tried on a pilot basis. For example, 
it is suggested that ma:ried women preferably with 10 years of 
schooling (but waivable to 7-l0th class if such women are not 
available) might ~ considered for the step-ladder midwives' 
course. (Eligible ,\nganwadi workers and VHGs might also qualify fo: 
this course.) .~ter basic midwiferj training they should be posted 
in their own vilage, and after the prescribed pe-:iod of ser"/ice, 
should be given the opportunity to complete the hl-i course (if trey 
m€et the 10th class basic qualification). Subsequent evaluation of 
thei: performance, como,unity acceptance and job satisfaction in 
comparison to reg~larly tr~ined ~w(F)s should be conducted. 

RECCl~ATIONS 6.1: VdG training should emphasize the role of the 
vnGs as change asents and health educators and they should be 
equipped with adequate communication skills for this purpose. 

6.3: 

6.2: The VEGs shculd be given training regarding 
their role as representatives of the community and 
as a link between the health system and the 
community. 

The VEG monthly ~eeting should be conducted at the 
UN subcenter level so that 110/BEE/HA supervisors 
can attend these meetings and assist the L2is to 
surervise, sUPP0rt and give in-service training. 
Tnis will also help build up the team concept. vTnen 
adequate facilities for this purpose are lac~ing, 
construction of lew cost, locally designed sheds or 
huts cemparable with t:-:e local rural environment 
should be considered for this purpose. 

RECCHHE."IDATION 7.1: Alternative methods of 
~n-service training for dais should be tested and 
:o~ared. for ex~~ple, the TBA could be given 
continuous in-service tr~ining in order to increase 
her skills, 301'le her problems and strengthen her 
:!osit.ion in :l:e community. This in-ser'/ice t:aining 
could be carried oue at the k:·iV subcenter once a 
~ont!1. .!..t th~se training sessions the linkage 
bet"o'Ieen T3A, Alp'·j and LHV should be strengthened. In 
order to encourage attendance at these training 
sessior13 the '!?.; could be 9a:'d for deli'leries 
conduc~sd and also travel costs. The Dais' training 
~anual and other pictorial forms of training guides 
shculd be 'Jsed for the traininq. 
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?..ECC:·!HENDATION 7.2: In some areas of Himachal 
Pradesh and Harjana the TEAs find it difficult to 
leave their villages for one month to attend the 
basic training course. 

A stepwise training format should be tried in which 
the TEA is given a once a week graduated training at 
the subcenter/PHC. The training could thus be 
spread over a six month period and would not require 
a long period of absence from her village. 
Moreover, it would enable the illiterate TBA to not 
only understand, but internalize the knowledge she 
is acquiring. The HW(F) should supervise the 
conduct of deliveries by the TEA in the field during 
this training period. She should also train the TEA 
in accurate collection and reporting of vital events 
in her village. During her training her link with 
the HW(F) should be strengthened. Adequate support 
should be provided to cover her travel expenses and 
the necessary stipend curing the training period. 

RECOMMENDATION 8: There should be an increase in prorr.~tional 
training in order to meet the need for an increased number of 
supervisors in the districts. They should be drawn from the HA and 
other appropriate cadres and given special promotional training. 

RECOMME~DATION 9: More emphasis should be given to team building 
in in-service training, with strengthening of linkages between TEA, 
VEG, m~ and LHV. The training process should include preparing all 
lel/els of workers in how to motivate communities to become involved 
in health programs, and in analyzing, discussing and using data 
collected by VHG's and TEA's for further impla~nting and improving 
their programs. 

RECCHHENDATIONS 10.1: In-service training for all 
BEEs can strengthen their communications skills and 
performance. Continued efforts are needed to 
complete the in-selvice training materials soon and 
undertake this training for all BEEs. 

, 
iJ. ( 

\ 
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10.2: Information from the COlTrnunication !lesds 
Assessment on attitudes and communication channels 
used by the BEEs' target audience (married • .;emen 
under age 45, married men, community leaders, health 
service providers and development functionaries) 
should be incorporated in the in-service training 
materials being neveloped for BEEs. For example, 
this information could be helpful in determining the 
amount of emphasis to be placed on training in the 
use of different communication channels and 
techniques, as well as in the content of 
communications. Priority should be given to 
completing the survey and analysis of results so 
that the relevant information will be available 
before the materials are completed. 

10.3: Since communication problems and 
opportunities vary, the lEe training ~aterials 
develop~d should be flexible enough to enable 
emphasis to be placed on different approaches 
depending on the needs of a particular district. 

REca'~NDATIONS 11.1 In those states experiencing 
serious delays in filling supervisory posts through 
the promotional training mechanism, experienced and 
capable ANM's should be considered for promotion 
provisionally to the post of LhV with the 
understanding that they will undergo promotional 
training as soon as it is available. 

11.2: Training for supervision at the PHC and ~qv 
Subcenter levels should be reoriented with greater 
stress cn the guiding, assisting, training and 
tearorcuilding role of the supervisor. 

RECCMHENDATIONS: 12.1: 1·1edical Officers should be 
given specific orientation prior to posting to the 
Primary Health Center. The orientation course 
should include che basic concepts of primary health 
care, referral linkages, management, team-building 
and epidemiology. 

12.2: l'ledical officers should be trained and 
encouraged to enlist local corrmunity ?articipation 
in the planning and implementation of community 
health care, and should foster this attitude 
thrcughout the PHC staff. 

12.3 :-ledica1 Officers should be encouraged to 
initiate small operations research projects in the 
field. 

J. 2.·, : A "/arietv of innovative incentives to 
encourage Hedical Officers to r,:main in .?HC posts 
should be tried. 
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5. Communications 

that th~ a~ount of IEC expertise available in the health and family 
~elfare 9=ogram be increased to a mo:e adequate level by creating and 
filling positions for IEC e:q::;€r'::s on state and district project staffs, 
and by filling vacant lEC positior.s at the state, district and block 
levels; 

chat communications training for IEC field workers and other health and 
family planning workers be conducted as soon as possible, and that it 
stress interpersonal communication and identification of local 
communication needs; 

that new ways be tried of designing and delivering health and family 
planning communications, both interpersonal and mass media; and 

that the Communication Needs Assessment be completed as quickly as 
possible, and that design of new communication strategies and training 
rra~erials not await the final results of t~e assessment. 

RECCMMENDATION l.l: Every effort should be made 
to ensure cOITl9letion of the CNII. at :he earliest 
possible date and share results among the states. 

HECCNMENDATION 1.2: Arrangements for cOr.1puter 
analysiS of the CNri. must be completed as soon as 
possible. 

RECCMMENDATION 1.3: i-iork on designing new 
co~unication strategies should not be delayed until 
the full results of the ~A are availabl~. Hand 
tabulations for some states and selected districts 
should be used to begin planning as soon as they are 
availabl,=. 

RECCMMENDATION 2: Retraining of c·:xrmunication p~rsonnel should 
begin as soon as possible and not be delayed to wait for the full 
results of the CNA. 

RECo.~IDATICN 3: Substantial reV1SlOns and consideration of both 
the questionnaires ~sed and t~e saffi?le design are needed for second 
and later rounds of the CNA. Consideration should also be given to 
eliminating some respondent groups for subsequent rounds. 

RECo!\1HEND.~TION 4: :-!O[e effort should be del/oted to assessing the 
results of the ClA for each ?HC. This should include sufficient: 
actention to ?:-IC-level analyses '..Jhen centralized cCffi9uter ~ork is 
carried out. (See ~ecommendation 1.2.) Result3 of computer analysis 
shculd be shared with states, districts and centers. Copies of the 
':.:ibulations for t~e ?:-iCs should be gi'.'en to '=3.ch worker in the block. 
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RECO~NDATION 5.l~ The C~I (especially the staff of the a:ea 
projec~s) and ~SAID should support and 9articipate as appropriate 
in the 'work of the Task ?or:cP. that coinci.des with ·;oals of the 
I?l-IT' project. Additional e:fort .::;hGuld be d2110ted to 
coordinating activities of mutual interest between the new 
']SAID-Eunced Family Planning Ccrl1Inl!nic2.tions and 1-Iarketing project 
and the !!lli? 

RECOMMENDATION 5.2: Results, as available, frem the C~lA should 
be incorporated into construction of the Task Force modules for 
training BEEs. This should not, hmvever, be used to delay 
production of the modules. 

RECO~~IDATION 6.1: Priority should be given to filling vacant 
IEC positions at state, districc, and PHC levels as soon as 
possible. 

RECOMMENDATION 6.2: Technical posts for IEC experts should be 
created i~ediately on projec~ staffs in each of the five states 
and IEe ~ersonne1 placed ~n all fourteen oroject districts. 

RECCMMENDATICN 7.1: l'he orientation training CarI?S would be 
likely to contribute more to the achievement of health and family 
planning objectives if: 

(a) BEEs and others conducting the camps (LHVs, ffii(~)s, ~Os, etc.) 
were trained in interactive participation, so as to involve the 
audience in the discussions.!he current methods of lectures and 
eXhortations cH.~pe3r to be less than fully successful in changing 
attitudes and beha~ior. 

(!::l) T:-:e content:. of messages given a~ the carrps ·.oJere defined ;nore 
!,)l:'(':cisely to c:eal \oJith s?=,cific !,)rcblems block:'ng acceptance of 
fa.iiily !,)lanning and health ser'lices in that !?articular local 
area. As noted acove, it appears that the messages given at the 
camps ·.-Iere teo general and standardizea. 

(c) The relative emphasis given to family planning vs. health 
infor:nation at the camps 'dere explored to see \o/hether the health 
content should be strengthened. 

REC~ABNDATION 7.2: Innovative studies should be carried out 
to e:<plore the most effective methods of selecting !?articipants 
and conducting orientation training carrps and to dete~ine the 
impact of the camps on the use of health and family planning 
services. 

?.ECCMHENDATICN 8 .1: T.;e GOI and the states should rel/iew 
?rocedures Eor translation, ?rinting and distribution of all 
health and fa~ily planning !EC !?rinc mater:ials. These procedures 
should be revised to !?rovi.de for adequate numbers of copies and 
distribucion to both facili:.ies .~nd field ·,IOry.er.3. 

( , 
f ! 
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RECc..~NDATICN 8.2: Consideration should be given to 
decentralizing the design, ?roducticn and distribution of lEC 
print lTaterials for the health and family welfare program so that: 
the materials 9rcduced will be more directly relevant to local 
needs. 

RECOMMENDATION 8.3: Health and family welfare worl<ers, 
eSgecially at the PHC and subcenters, should be trained to use 
print materials to assist in providing family planning/health 
education and instructlcns on proper health and family planning 
practices. 

RECCMMENDATIrnt 9.1: TIle GOI, state and district communications 
staff should coordinate mass media and interpersonal 
communication activities. Planning for mass media activities 
should focus on specifiC communication needs and should take into 
account ho\v the mass media \ ... i11 co~lement interpersonal 
communication. 

REC~~ATION 9.2: Interpersonal coo.munication skills of 
field workers at all levels should be strengthened. This should 
recei'le special attention in :he in-service training courses that 
are now being devel0ged for field \ ... orkers. 

RECOMMENDATION 10: The current status of corrrnunication 
training and support 9rovieed by BEEs should be carefully 
assessee, 90ssibly in an operations research stuey. Th'2 result 
of this study should yield specific recommendations for 
strengthening the communications training and SUP90rt by BEEs at 
t;-;e local let/el. 3ecause of the critical role that 
person-t0-gerSon communication bet'tJeen field 'Horkers and clients 
is expected to ?lay in the health and family planning program, 
this study should be undertaken imr.ediately, in as many 9roject 
districts as ~ossible. 
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6. Services 

~ECCt-1l1ENDATrON 1: ~aintenance of adequate C<..ll!ipment anc.: supplies 
should go hand-in-hand with implementation of the project 
construction and staffing plan. In particular, shortages of drugs 
should be alleviated as rapidly as possible in order to prevent 
erosion of confidence in the availability of services at all levels 
of care. 

REC~~ATIONS 2.1: The Intensive areas of both male and female 
MPns should be shifted from the immediate environs 
of the subcenter to more peripheral areas in 
rotation in order to equalize coverage throughout 
the catchment area of the subcenter. Moreover, 
focus should be specifically placed on high risk 
groups, such as pregnant women, newborns, infants 
and pre-schoo~ children. 

2.2: ;'lorking hours and or vi3iting sites shOl:.ld be 
adjusted in oreer to ensure that home visits occur 
at times when the target po~ulation is at home. 

P.ECOMMENDATIONS 3.1: The linkage bet· ..... een the dai and CP.G 
should be strengt:-,enl:d. (To this end a 
recorrmendation else~'lhere in this evaluation that 
:~W(F) candidates be drawn from the fe~ale CHGs will 
be helpful if implesented.} 

3.2: Shortages of equipment, su~plies and drugs at 
the subcenters should be corrected in order to 
enable it to becc~e a stronger link in the referral 
chain. 

3.3: Innovative activities under the project should 
include expansion of health assessment and treatment 
capability at the subcenter level, including 
resources Eor the :nanagement of lecally determined 
health problems cuts ide of the 12 key problem areas. 

RECOMMENDATIONS 4.1: Attention to the quality of services should 
be stressed both in the basic and inserviee training 
and in the supervision of village level workers. 

4.2:Health work~rs should be encouraged to estfiblish 
locally ap~ropriate targets based on local needs 
assessment and ' .... orked out in coeperation with the 
wor!-:ers sUFervi.3or as !.Jart of the ?€rformance 
~cnitoring ~nd ecntir.~ir.g ~ducation ~rocess. 
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RECOMMENDATIONS 5.1: The trend towards increased emphasis on 
spacing methods is enccuraged and should be 
accorrpanied by a more equal balance bet~ .... een 
fertility and mortality reduction efforts throughout 
the year. 
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5.2: The use of outcome targets for the project 
inputs aimed at reduction of mortality and morbidity 
should be encouraged in order to improve the balance 
between these and Family Planning achievement 
targets. This is an appropriate area for the 
application of the ~Innovative Projects· component 
of the IRllP. 

5.3: In order to give greater emphasis to 
continuation rather than mere initial acceptance of 

the F.P. methods, the following changes in strategy 
are recommended: 

giv~ greater emphasis in the training of ANMs and 
Health Guides and TBAs in counselling, follow up and 
support of users of spacing methods . 

change from the present policy of issuing a single 
cycle of pills to multiple cycles in order to reduce 
the nurr~er of Visits required for ra-supply. 

provide sUFplies of Oral Pill and IUDs at subcenter 
level. 

expand the categories among health workers 
authorized to insert IUDs and cispense ora! pills. 

increase the role of fer:lale physicians in the ~lC-!/~P 

activi,ty of the PHC. 

aECOr1l1ENDATION 6: In viec . ." of the importance of the integrity of 
the cold chain to success of the EFI, special attention should be 
given to the adequacj and maintenance of supplies essential for the 
safe t ransport and administration of vaccines . 

REC~~~ATION 7: Specific attention should be given to the proper 
management of diarrheal dise3se (including ORS) in the trainin3 (both 
pre- and in-service) of physicians as well as all auxiliary health 
personnel involved in the IRHP. 

Properly pre-packaged OPS should be made more '",idely available, 
especially at the PHC and sub-center level, and should be 
incorpocated into the stancia!:d ChV dr:ug kits along ..... ith 
ap?!:opriate instruction in its use. 

Demonstration anc c!:aining techniques for the instruction of 
mothers in correct ORT should be reviewed , updated, ana stressed 
in the training and supervision of fieldHorkers. 
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7. Research, ~1onitoring ;md Evaluation 

RECC~1HENDATION 1: Effort.::; should be made to speed up the 
tabulation of the baseline survey data. The feasibility of using 
packaged computer programs should be explored at the earliest 
possible opportunity. 

b) Post-Project Survey and Comparisons with Non-Project 
Areas: 

A project can be properly evaluated in numerous 
ways. One is to simply compare a beginning list of 
anticipated outcomes with \;lhat has actually been 
accomplished at the end of the project period. Thi~ 

type of analysis might, for example, be appropriate 
for assessing the results of the construction 
program of the IRHP. 
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A second type of evaluat.ion, however, involves 
comparing the progress of a 9roject against a 
control group or reference area -- e.g., 
non-~roject areas. 

RECOMMENDATION 2: A post-project survey should be 
conducted. Funds for this survey should be allocated and 
planning initiaced immediately. 'rhe survey should include not 
only information collected in the baseline survey but also 
information to measure changes in the process of health 
services delivery. In addition, the survey should be designed 
to cover, in so far as possible, retrospective information to 
correct for omissions in the baseline survey. If it has high 
enough reliability and validity, the CNA data may supplement 
the baseline survey data and make up for some of the omissions. 

RECOMMENDATION 3: Careful consideration should be given to 
collecting data for non-project areas so that the relative 
progress of project and non-project areas can be evaluated. 
Such data should be collected with particular attention to the 
twelve key health problems and three principal goals identified 
at the project's outset. An evaluation of the "spillover" 
effects of project efforts to adjacent areas may also be 
considered. 

c) Project IlTTS'ac~: 

One of the more troublesome aspects of the 
LtlliP is the length of the project in 
relationship to its three main goals, 
particularly in view of the fact that most 
project elements did not actually get under 
~.,ay irranediately. tvleasuring the impact of the 
project, its effects on the tHelve key health 
problems and three overall goals, will be 
difficult because it is unlikely that there 
will be major changes in the outcome measures 
by the end of the project period even if the 
changes do become apparent later. Elsewhere 
in this report, attention is given to the 
advisability of extending the period before 
the final evaluation is done. 
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REI::Q"1ME1'IDATION 4.1: Steps should be taken to ensure that 
data are made available on the t\v'el ve key 
health problems and three goals, even at 
this ti~e, so that a bet~er final 
assessment can be made of the direct impact 
of the project. Use and supplementation of 
the sample registration scherre, for 
example, may be considered. 

RECOMMENDATION 4.2: Indirect indices of project impact 
on the key health problems should also be 
explored. This may involve changes in the 
record keeping systems of the project 
districts, improvements in the quality of 
data collected by the primary health 
centers (PHCs), special tabulations of the 
baseline survey and/or the CNA data, and 
possibly special hinnovative studies~ 
related to specific aspects of the key 
health proble~s. 

RECOMMENDATION 5.1: The research cells in each state 
should be made operational as soon as 
possible. 

RECOMMENDATION 5.2: OUtside assistance. should be offered 
to the states to help them cesign, 
implerr.€nt, and analyze the data resulting 
from innovative operations research 
projects. One suggestion along these 
lines is provided in Appendix VII, and a 
second set of ideas has been presented in 
the reccmrr.endaticns of the Population 
Council re90rt of January 1983 (~~pendix). 

Specific recommendations for appropriate 
i:mo'iatil,'e studies were also included in 
some of the state reports prepared for the 
mid-term evaluation, and elsewhere in this 
report. 

\ \:,\.\ 
yJ 

\ 
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APPEllDIX 'I 

T~il L E 1. IIHEGRATED RURAL HEALiH AND P~PULAT!ml PROJECT 
SUI'u,IARY OF COilSTRUCTI all Si A iUS AS ;)F S"PTEHaER 30. 1933 

Si A iE: H Iiolft.,CHAL PRADESH 

'.t lilt Description iotal No. of Uni ts Cons truct i on Starts 3u;lding Co~pi=te 
pr oposed to be No. As % of Ho. 
constructed per total, 
Agreement 

SUQcenters 137 137 100 . 0 59 

, LHV Quarters 103 103 100 . a 39 '- " 

- PHC (ne',;) 5 ( 4) 4 80.0 a ~ . 
0- PHe (Partial) 6 ( 8) 8 133.3 1 

.. Upgraded PHCs 6 6 100.0 a 
. RP.-lC 22 22 100.0 3 

ir3ining/Community 
Ha 11 s 6 6 100.0 a 
Ait·' (FifA) Trai"j ng 
Ann~J:.es 3 3 100.0 1 

Operating Theaters 7 7 100. a 1 

. . Su!Jdivisional 
rilJ5?itals 2 2 100,0 a 

: .,1H:i Training School 1 1 100.0 a 
... . Transport Aor'shop 1 100. a a 
J.Regional Heal th .1 

F'rI Tra; n; ng Canters 1 100. a 0 

Indicates none planned 
Indica ... es the number of units proposad t.o be constructed 
per state documents which differ frcm numbers in the ?roje~t 
Agreement. 

As ~ agl 
total 

43.1 

37.9 

0 

16.7 

a 

1 3.6 

a 

33. -' 

14,3 

a 
a 

0 

0 
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APPEIIDIX 'I 

TABL£ 2. !IlTEGAATf:D RURAL HEAL ill AtlD POPUL.UIO!I PROJECT 
SUI·\'IARY OF ;:O;!STRUCTIOII STATUS AS OF SEPTE;·mER 30 , 1983 

STATE: PU:~JA3 

~r nit Deser; pt; on Total :~o . of Units 
propo se~ t o be 
construc ted per 
Agreement 

Construction Starts 
Ho . As ~ of 

total 

Building CompletE 
~Jo . As ~ ac 

tota 1 -

!. Subcent ers 

., ,-- LHV Quarters 

PHC ( ne") 

',', ?HC (Par~ial) 

Upgraded ?HCs 

-.. . RF\iC 

ira; ni ng/Community 
Hall s 

, .. AHH (FHW) Training 
Annexes 

t Operat~"g iheat~rs 

: .Subdi'li s ional 
Hospitals 

i .:·IHW Training School 

;; . Transport !,oIo r~s l1op 

3. Region,1 Health & 
F'.i Trai ni ng Centers 

297 (300) 

142 (140) 

14 

3 

24 (3) 

a 

6 

13 

Indicates none planned. 

101 

3 

2 

6 

4 

4 

5 

71. 1 

21.4 

25.0 

25.0 

50 . 0 

66.7 

38.5 

( ) Indicates the number of units proposed to be con5tructed 

102 

55 

o 
o 
o 

a 

a 
a 

per state documents which diff~r from numbers in the Project 
Agreement . 

- 2-

34.3 

39.4 

o 
o 
o 

a 

o 
o 



'nit Description 

1. Subcenters 

.' LHV Quarters " . 
. , PHC ( new) 

?HC (Partial) 

Upgraded PHCs 

"F:·IC 

!iaining/Ccmmunity 
Hall s 

.. .1l.: !H (FHII) Training 
A.,nexes 

Operati ng Theaters 

;, SUbd .i vi si ona 1 
:1ospitals 

. . :'iHI;l ira; ni n9 School 

': . i ransport '..lorksi10p 

'1 .Rcg.ional Health & 
F'rl T"ra; ni n9 Centers 

APPENDIX V 

TA6LE 3. IIlTEGRATE~ RURAL HEALiH AlID PDPULATID:I PROJi:CT 
SU;'u,IARY OF COi-lSTRUCTIO:l STATUS AS JF SEPWIBER 30, 1933 

STATE: HARYA:IA 

Total No . of Units Construction Starts auilding 
proposed to be ~Io . As ~ of No. 
constructed per total 
Agreement 

200 115 57.5 34 

92 ( 98) 82 89.1 29 

3 0 0 0 

5 1 20.0 0 

12 ( 68) 1 8 . 3 0 

2 ( 3) D 0 0 

10 3 30.0 0 

tndicates none ,lanned. 
Indicates the number of units proposed to be constructed 
per state documents which differ frem numbers in the Project 
~.graement. 

-3-

Complete 
As ~ ag 
total 

17.0 

31.5 

0 

0 

D 

0 

D 



APPE110lX V 

TABLE 4. WT"GRATEO RURAL HEAL T:; AIIO POPIJLATlO:; ?R~JECT 
SUI-I;·IARY JF CO;ISTRUCTlON STATUS AS OF S£PTEH3ER 30. 1933 

1ni: Description 

' . Subcenters 

', •. LHV Quarters 

:; - PHC 'ne,,) 

>. ?HC (Partial) 

;. Upgraded PHes 

.. Rf'dC 

Training/Co~,unity 
Hall s 

.11&·1 (FH',j) Trai ning 

.~nn~;(es 

OperJ.~ing Theaters 

.. ~ubdivisional 
rlosiJit.!ls 

: .:·! H~" Training School 

). Transport Workshop 

" Regional Heal th & 
lW Training Centers 

Total ;/0. of Units 
proposed to be 
constructed per 
Agreement 

334 

150 

8 (7) 

30 , 1 7) 

8 , 10) 

5 (9) 

24 (12) 

STAn:: GUJARU 

ConstructiQn Starts 
110. As ~ of 

total 

195 

138 

5 

16 

10 

9 

4 

58.7 

92.0 

62.5 

53.3 

125.0 

180.0 

16.7 

inciCdteS none planned. 

( ) Indicates the number of units proposed to be constructed 
per state documents which differ from numbers in the Project ;'.gr!:2ment. 

•• 

3u ilding Complete 
No. As ~ ag 

total 

39 

21 

o 
4 

2 

3 

3 

11 • 7 

14. 0 

o 
13.3 

25.0 

50.0 

12. 5 
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AP?E11D!X V 

iAaLE 5. lllTEGRATED RURAL HEALTH AliD POPULATlOil ?ROJECi 
SU;,I'IA.Y OF ~OI4SnUCT!Oil STATUS AS JF SE?i£:.13ER 3D, 1 ~83 

STATE: :,IAHARASHiRA 

lnit Description Total :10 . of units Construe ti on Starts Buildi ng Conplete 
proposed to be No, '\S ~ of No. 
constructed per total 
Agreement 

Subcenters 421 (314) 314 74. 6 12 

, LHV Quarters 163 ( 192) 192 " . 
.. PHC (new) 

PHC (Partial) 17 ( 0) a 

" Upgraded PHCs 7 7 

.. RP,/C( ne" .l parti all 16* (11)** 11 " 

Tra{h; ng/Comliluni "-y 
Hall s 7 7 

Al',1 (FHW) Training 
A~nexe5 

Operati ng Theaters 13 ( 0) 0 

:. Suodi 'Ii si ana 1 
Haspi tel 15 

': .1·1H\i Tra; n; ng School 

':. Transport :,.jorkshop 

: .Regiona1 Health & 
rW jiaining Center"s 

"'jJ llew RFWCs and 3 ?arti al ~r1,.lCs. 

"'''7 Hew RFWCs and 4 Partial RFWCs . 

rnd;c~tas none planned . 

117 . 8 

a 
100.0 

68.8 

100 

a 

Indicates ~he number of units proposed to be constructed 

a 

a 

0 

1 

a 

per sta::.e documents '.'Ihich differ f rom numbers in the Project 
.. ~greement. 

-,-

a 

As ~ ag 
total 

2. 9 

a 

8 

0 

a 

14 . 3 

0 



APPENDIX VI 

;'.REA PP.Cu"ECT TP.AI:UNG HI HIHACHAL ??ADESH 

Observer: Dr. Inderjit ;'lalia 

The area development project in Himachal Pradesh was introduced in three 
districts, Kangra, Ramirpur and Sirmur, beginning in April 1981. These three 
districts have 38% of the total population of the state. To achieve the 
objectives of the project, the activities related to t.raining were planned for 
t ... ,O stages as follo\ys: 

1. Preservice Training: Training of additional workers, i.e., CHGs, 
Dais, M?~s (both female and males) and their Supervisors. 

2. Inservice Training: periodically for various workers at various 
levels. 

It was also planned to improve upon the capacity of the training institutions. 

I • ?RESERVICE TRAINING 

A. Findings 

A~pr~ciable efforts are made to train various categories of workers 
to fill in the vacant posts. Targets are set for all 22 blocks of 
three districts for training community health guides and traditional 
~irth attendents. Targets are based on the capacity and need of the 
bleck. However, training of CRGs and TEAs is considerably behind the 
targets set for the current year, 1983-84 (Table !I). C1Gs are 
trained ~ainly by BEEs, ~ale supervisors and medical officers at 
Primary Eealth Centers. Involvement of female sUFervisors and female 
multi~urpose workers in training them for MCR work is negligible. 
TEAs are trained for 30 working days. Their training is done both at 
PrL1'ary Health Centers and at subcenters. The main teachers are 
fe:nale supervisors. Involvement of female multipurpose workers in 
trc.ining TEA's is negligible. Training is done with the help of 
rrDdels and atlas based on a syllabus provided at the Primary Health 

.Center (80% of ?rimary Health Centers had the ~!llabus). ?emale 
supervisors \"<'ho are not stationed at PHC but are involved in TBA 
t:aining do not have any training materials. The dai kit which is 
given to each dai at the end of her t:aining is not being used at 
5ubcenter or Pdmary Health Center or by the TEAs It/ho have had 
training. Ferrale rr.ultipur:,::ose workers ',"<'ere found not kncwing how to 
use equiFment supplied in the kit. 

There are 10 multipurpose worker (7 for females and 3 for males) 
training schools in 8 districts of Himachal Pradesh. These schools 
have t~e capacity to train 345 :enale :·lPHs (an increase from 140 in 
1981) and 120 mle HPtls every 18 months. Nevertheless, there is an 
acute shortage of :'1P"vV" 5 for the state. Shortage in the project 
dist.:icts is about 52'5 fe~ale and 43% of male r1F,'ls 
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(Table I). Sven if the 40% graduates from the training schools 
(corresponding to the district population percentage) are employed to 
fill vacant posts in t!"le district, the staffing requirements vlill not 
be :net by end of the Prcject. Schools for training are overcro\.;ded 
and hav~ insufficient materials and old equiprr~nt. Only cne of the 
three schools visited had one overhead projector. Lists of books 
required are already prepared, but few books are available in each of 
the three training schools. No periodical literature is proviced to 
the schools. There are no transportation facilities for field work. 
Hostel buildings are under construction at health centers for the 
students to stay in during their training period. 

There are only 79 female health supervisors in position against 134 
numbers required by the year 1985-86. The shortage of 55 female 
health supervisors (41%) could be completed by giving promotional 
training of six months to the existing female multipurpose workers. 
Since the training schools are busy training multipurpose workers and 
also there is substantial shortage of female multipurpose workers 
which cannot be fur.ther increased by r~ruiting health supervisors 
rrcr.1 them, the training of ferrale health supervisors is at standstill 
Eor t~e !?resent. 

~~e:e is a shortage of teachers in the training schools ( 2 nursing 
teachers for 132 st.udents at Hamirpur, 2 nursing teachers at Kangra 
for 52 students and 4 nursing teachers for 31 students at Sinnur). 
This shortage is overcome by having rredical and paramedical persons 
tea.ch on an ad hoc payment basis. Ho',..;e'ler the number of nursing 
teachers who are responsible for the overall training in the school 
and ',..;ho take care of students in the hostel rerrain inadequate. There 
is no training facility in the state to teach teachers for the 
training sc:-:col. Hospi tal nursing personnel who \o:ant to take up 
teaching or advance their eduction s?end their due leaves and own 
rr.oney to study in other 3tates of India. No plan exists to train 
teachers for the training schools. 

~ .. 



WORKERS 

MJ?Ws (F) 

MPtls (i1) 

3 

TABLE I: M.i"..NPCWER (HPWs) NEEDS AND AVAILABILITY 

AT PROJECT DISTRICTS OF HIMF.CPw~ PRADESH 

DISTRICTS 

1985-1986 

Kangra 

Hamirpur 

Sirmur 

Kangra 

Hamirpur 

Sirmur 

TOl'AL NEED 

30.9.1983 

328 

106 

99 

533 

328 

106 

99 

533 

AVAILABLE ON 

30.9.1983 

164 

54 

40 

258 

186 

61 

56 

303 

SHORTFALL 

164 

52 

59 

275 

142 

45 

43 

230 
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'fABLE II: Tj1'p.GET SET .:u-m ACH:EVE~1ENT IN TRAINING 

OL~ CHGs A~I!J ~BAs m ThrtEE P?OJEC':' D:ST:~IC!.'S OF 

CHG 

Targets 

a!;'!ACHAL PRADESH 

1981 - 1984 

Achievements 

To Sept.B3 

TBA 

Targets Achievements 

To Sept.83 

1981-82 

1982-83 

1983-84 

300 

300 

350 

203 

206 

71 1 

750 

750 

750 

506 

615 

135 2 

1 

2 

950 540 2 2250 1257 2 

.;bout 140 C~Gs would bA. trained frcm district Kangra in the remaining 

months of the years 1983-84. 

:'!ore T3A.s are under training since September 1983, which 'liill add to 

the total number. 
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B. Issues 

1. Not enough volunteers are found \-lho are '.villin.g to undergo cr-:G 
training for three months and then spend daily about two hours 
doing health work with only Rs.50/month honorarium. 

2. TBAS who are interested in being trained are frequently old, or 
live far fram health centers and are not willing to take up 30 
working days training at one time. 

3. Manuals for training TBAs (pictorial manuals) have only recently 
been distributed to the trained TEAs, and they are given no 
explanation of the use of these books. 

4. Because of the prl~ssure to staff vacant posts, the number of 
seats in the MPW 'craining schools are increased without any 
increase in the nUIToer of teachers or expansion of physical 
facilities for the schools and adjoining hostels. 

5. The suspension of training of female health supervisors in 
Himachal Pradesh widens the gap bet\o/een supervisors and workers 
and will inevitably affect monitoring of services. 

RECCMMEND~.TICNS : 

1. Consideration should be given to using a variety of means, 
including mess IT~dia, to attract volunteers for edG training. 

2. The training methodology for TEAs should te revised. ~evisions 

should include consideration of staggered training over a longer 
period (for a total of 30 working days or more), and training 
near their working corrmunities. 

3. The practical utility of pictorial training ITanuals and "Dai Kit" 
should be evaluated, and suitable alternatives considered as 
needed. 

4. Teaching aids, transportation of students for field t:aining and 
increased number of teachers are needed immediately. Proje~t 

funds should be utilized to stre:-Igthen the training 
institutions. (See Reconmendation #11 in the Executive summary.) 

5. All the vacant posts of ~~NS by 1984 for at least some of the 
blocks of the three districts should be filled in 1984 in order 
to Eacilicate evaluation of the services provided and their 
impact on the population at the end of the Project. 
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II • INSERVICE TRAINING 

A. Findings 

T2achers of training schools have rec:=ntly had one 10 day course in 
community health programs and mUl:ipurpose training at a regional 
health training center. 

Training modules for inservice training of TEAs, CdGb and 
multipurpose workers (fa~les) are yet to be translated in Hindi. 
The principal of Regional Training Center at Parimahal believes that 
it ',."ill take about one year before thesE'> modules can be used for 
inservice training programs. (Note that training officials in other 
project states expect to be using them by April of 1984.) 

Training needs assessment for other categories of workers i.e. 
sup€rvisors 'and medical officers are yet to be undertaken. 

However, 50% of the existing female mUltipurpose workers and their 
supervisors have received at least one refresher course on subjects 
like E.P.I or insertion of 'Copper T' . 

There is a plan to give refresher courses to CHGs. ~he plan is yet 
to be finalized. There is no existing plan to give inservice 
craining to the TB~~. 

B. Issues 

1. Regional Training Center at Parir.ahal is overburdened with its 
limited faculty to undertake needs assessments and then provide 
refresher cou~ses to all categories of workers. It also faces 
problems of gettin9 printed material to undertake needs 
assessments and then to tabulate the data that are collected, and 
translate materials produced into Hindi. The v/hole process is a 
valuable learning experience for tr:e staff of the regional 
training center and the field '.-Iorkers but is ti;n,= consuming. 

2. No system of monitoring the inservice training program has been 
developed. 

3. tlo system of evaluating the effect of inservice training is built 
into the service components. 

PECCMMENDATIONS: 

, .... Furcher means of providing inservice training to various 
categories of field workers should be found. For example: 

~'!onthly meetings of GiGs, mUltipurpose '.-Iorkers and 
mUltipurpose supervisors could 8e further utiliZed to 
provide inservice training to them. 
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- Training components could be inbuilt in services expected from 
the workers and some measure of,accountabilit.y be developed as 
motivation for the Horkers to lear:1 'i/hat is taught. 

- i'!anthly meetings far ~.s could be held at L.H.V. headquarters 
and the meetings be utilized to provide them inservice 
training. 

- Newsletters, magazines etc., could be supplied to the field 
workers as further means of training. 

2. Inservice training of ANM's should be utilized to improve their 
linkage with TEA's in the area. It should emphasize the proper 
use of dai kit, and enhance the N·f!·l's ability to train and 
supervise the dai's and CHG's. 



APPENDIX VII 

proposed Plan for accelerating the "Innovative Studies" Ccrnponent of 

IRHP - a.?.; MN.r.., MIS, and l'lanagement Training 

to match with project completion time of 1985/86 

I. INTRODUcrION 

A. Where we should be: According to the IRHP project paper 30 
innovative operations research (health services research) projects 
are to be con~leted by the end of the project period - a minimum of 
5 years in each of the 5 project states. The project paper like 
wise specifies that each of the 5 states should establish a research 
and evaluation cell at state level as well as similar cells for each 
of the project districts, staffed with appropriately qualified 
professionals. 

B. Where we are: At present none of the called for cells has been 
created, nor has any study been undertaken. This, being the half 
wav ooint in the project schedule, means that we are considerably 
behind. In terms of the innovative studies ccmponent it is time to 
play what may be called "catch-up ball". 

C. Ho\ ... we might catch up: ("An innovative plan for innovative 
studies?" ) In recent months it has become I:vident that each of the 
states has considerable talent if and when it is tapped can 
contribute significantly to the attainment of the cbjectives of the 
project. This in particular refers to the RI-J.I'lI'C and i'lecical College 
Sl?:1 staffs. The former represents a pool of field implementation 
talent while the latter can provide ex~ertise in research 
rr.ethodol~l. wnen the latter can provide expertise in research 
rr.ethodology? ~~nen these two groups were brought together recen~ly 
in r!aharashtra for the purpose of designing a health services 
research study, the outcome was quite good. (See attached 
proposal). These two groups, i.e. , along with the DHO's and PHC 
l1edical Officers should be able to take upmo$t of this work quite 
successfully provided they are adequately motivated and guided. 

II. ORGAl.'lIZ;.:rICNAL CONSTRAINTS AND POSSIBLE SOLUTIONS 

The present constraints related to the pursuit of O.R. studi~s are 
entirely organizational. That is to say, the personnel and financial 
resources are there. ~fuat is required is an organized effort to 
mobilize them. This will require first and foremost the creation of a 
centnl coordinatinc !:Jeey. In addition, function state units will also 
be required. 

The ·::entral ccordinating body consist of represem:ati'les of GOr, NIHF;'l 
and C:SAID. The State units might consist of representatives from 
:3~lect-=/j departrr.encs of S?!·!; n2,'lTC I s and State Health Departments. 
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III. BENEFITS FROO j)!VERSE REPRESENT.:b.TION 

Not having created central and state level cells early in the project 
might be a "blessing in disguiseR. Creating alternative bodies at this 
point provided an o!?portunity to bring in representatives from other key 
groups i.e. N!P~~, meaical colleges and HFWTC's. This in turn provides 
an opportunity to extend the influence of the project beyond the 14 
districts. ~or ~xarnple, if SPM department ~ID candidates are borught 
into the picture a valuable resource can be created in the fo~ of well 
trained and IRHP oriented medical officers. 

Likewise, more extensive involvement and development of RqpwrC's and the 
NIHFW will enhance the potential "replicability· of the project outcome 
through the broad influene enjoy~d by these institutions. From the 
point of view of organization development these groups are well placed 
to take on important functions as semi-autonomous, semi-detached 
adviso~l groups. 

"VI. HOW TO PROCEED 

A. Setting un the organizational structure 

Establish a "Central O.R. Coordinating Committee" consisting of 
representat;· ',=:s from: 
GOI 2/3 
NIHFW - 1/2 
USAID - 2/3 
Establish "States O.R. Ccrrnnittees" cGnsistir;g of representative from: 

Health Departments ~/: 

S~lected De?artments of SPM 1 '2 
?lLf.V7l'C ' s 1./ ~ 

B. Creating Studies 

1. Identify available tal-=nt. str.:ngthen "linkages· between 
local institutions i.e. medic3l colleges, RHr,'7l'C's and 
Health Depts. for .the prurpose of creating the most useful 
kinds of studies. 

2. Stimulate the development of high quality proposals. 
Encourage through RHFV7l'C, SPM Dept. and State Health Dept. 
officials to \oJork toget~er on larger seal studies. 
Stimulate " small grant" proposals by creating a program at 
funding the best ideas from PHC medical officers. DHO's 
and etc. 
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3. Assist in perfecting the study designs i.e. (a). 
formulation of the exact by[..othosis to be addressed, (b) 
datagathering protocol and (c) data analysis through a 
series of Health Services Research Hor!<shops. These should 
be practical 'Horking sessions vlherein initial study ideas 
ar~ develcped into ·Pukha N study prcposals. 

4. Monitor and provide assistance during data gathering 
process. 

5 Provide any required assistance in analysis of data and 
write up of results. 

6. Evaluate the process from the point of view (a) the 
learning process (b) the Ilalue of the study findings per see 
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IV • RECCMMENDED PROCESS FOR INNOVATIVE STUDIES CCMPONENT 

This section describes a process for promoting and implementing the 
innovative studies component of the IRHP Project. The process is 
described at three levels: Primary Health Center (PHC), state/district, 
and at the general project level. The steps for operations research at 
these three levels are outlined. Operations research has close linkages 
with two other project components, base line survey and Management 
Information Systems (MIS), and training, which are also discussed. The 
recommended actions to implement the innovative studies component are 
presented at the end. These actions consist of setting up an 
organizational structure at the state level, strengthening inhouse 
capability for research, strengthening capability of program personnel 
and researchers in operations research, establishing linkages with 
appropriate technical support institutions, promotion of activities and 
dissemination of the results. 

As mentioned earlier in the brief review of past OR activities, 
India has a large network of institutions and a long histo~l of 
research. ~~o important lessions can be drawn from the past exp€rience. 
First, future operations research studies should specifically address the 
issues of quality of research and utilization of research by program 
mc::nagers ',.;hich have been the major weaknesses in the research efforts to 
da:e. Second, future activities should build on existing knowledge and 
experience. 

Improving quality of research requires careful planning, budgeting 
of adequate resources, augmenting technical capability of researchers, 
and using mechanisms for review and feedback. Several factors affect the 
utilization of research by program ~anagers. The problems selected for 
research should be of relevance and interest to the program managers. 
Researchers sf-ould become more sensitive to the needs of the ~anagers and 
factors affecting utilization of research, while the program managers 
should become oriented towards use of research. The communication 
bet·.veen these tHO groups needs to be strengthened. The environmental 
conditions of research should allow replicability and yet should not be 
overly constrained by the existing environmental conditions, attitudes 
3nd biases. The findings of research should become available to program 
personr.el at appropriate levels in an appropriate format. :'inally, the 
research methodology used should be appropriate to the objectilles of the 
seudy. 

The program of OR should provide for the above mentioned elements: 
careful planning, selection of appropriate topics, adequate resources, 
augmentation of technical capability of researchers, involvement of 
managers, feedback and review, selection of appropriate setting and 
methodol~l and dissemination of the research findings. Suitable 
organizat.ional ;r.echanisms (involving managers, researchers Vlithin th 
prcgram and cuts ide institutions) ~nd ?rocesses (pl~nning and review, 
allocation of resources, develc;Y.i1ent of staff skills, and communication) 
need to be delle loped for an effective OR effort. 
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Specific actions need to be taken to ensure that the studies build 
upon existing knowledge and experience. A review 9aoer should be 
prepared summarizing !?3st ex!?erirr.ents in India and their implications for 
future studies to be carried cut in t~e IRHP Project. Some work has been 
acne on a few of t~e areas identified durlng the state visits and it 
needs to be shared more widely. To illustrate, attempts were made to 
simplify the record keeping system at the field levels during India 
Population Project I. Subsequently the Ministry appointed a committee 
and a system was recommended for implementation. l1aharashtra has 
implemented a monitoring system. Gujarat has done work on developing a 
~1IS but it still needs to be tested and implemented. Use of data at the 
field levels, analysis and feedback, however, continue to remain weak 
almost everywhere. Thus sharing of information in this area will lead to 
progress and further development. 

THREE LEVELS OF CONCERNS 

The discussion of potential topics for innovative stUdies in 
section II suggests that -

a) there is local variation on some issues and similarity on other 
issues: and 

b) the solutions to these problems lie at various levels - block, 
district, state or center. 

The OR process therefore should provide for research at various 
levels depending upon the nature of the problem. The characteristics of 
the problems and necessary research at three levels, 9rimary Health 
Center, state/district and general project level, are reviewed below. 

PHC Level: The objectives of the studies at this level will be to 
help the P:.IC fersonnel in identifying ~'1ays to improve performance of the 
PHC, increase their skills in use of operations research to solve 
problems and to seek their involvement in the whole process. 

~~ illustrative list of the problems* which are suitable for 
studies at this level are: 

.a) identification of factors leading to high end low perfoarance 
of personnel and in different geographical areas; 

b) factors affecting utilization of services; 

c) use of growth charts to monitor nutritional status of children; 

d) use-effectiveness studies; 

*Some of these tooics were identified during the state visits and others 
are based u90n the ccnsulting team's observations. The list is, however, 
only illustrati'ie. 
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e) use of non-monetarj incentive systems to mocivate workers; and 

f) improved systems of supervision of field ',.;orkers. 

The ste9s required in the OR prec::ss at this level are: 

a) initial workshops to be held at the district levels in the 
project areas for familiarization of the process, generation of 
proposals, and subsequently, review of the findings; 

b) a budget allocation to be set aside with the Project Director 
who can select proposals for funding (for example, 5 per state 
each year, costing an average of about Rs5000 each to cover 
data collection, additional transportation, stationery and 
miscellaneous costs); 

c) technical support to be provided at formulation and data 
interpretation stages; and 

d) forums for presentation of the results (including regular 
monthly meetings) and for wider dissemination of information. 

District/State Level: The objectives of the studies at this level 
will be to help identify ways to strengthen the program and its 
management; to increase the skills of the personnel at this level in 
interpretation and use of data, use of o9Erations research and in working 
with research/training institutions; and to seek their involvement in the 
whole precess. 

An illustrative list of the problems which ara suitable for studies 
at this level are: 

a) innovative approaches to the recruitment and training of female 
VEGs; 

b) improved and simplified record keeping systems; 

c) br,proved logistics management; 

d) assessing impact of periodic inservice refresher training and 
feedback; 

e) 'Nays of increasing involvement of community groups and other 
voluntary organizations; 

f) special attenticn villages which serve as demonstration areas; 
and 

g) assessing the impact of allov/ing paramedical staff to insert 
IUDs and dispense 9i11s. 
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The steps required in the OR process at this level are: 

a) workshops to be held for familiarization of the process~ 

b) proposals to be prepared for each state by the Project 
Director/Research Coordinator and to be approved by the 
research committee at the state level (about 2 per year per 
state, funding ranging from Rs.20,OOO to Rs.50,OOO); 

c) detailed study proposals to be prepared with the help of Health 
and Family Helfare Training Centers (HF"..v"TC) and technical 
support institutions~ 

d) research to be carried out with assistance from the research 
and evaluation cell and HFWTC staff~ and 

e) results to be presented with the help of technical support 
institutions. 

~neral Project Level: The objectives of the studies at this level 
will be to assist in identifying directions in which the Project should 
evolve and to seek a higher level of involvement of both Project managers 
and tec~nical institutions in the evolution of the Project • 

. :m illustrative list of problems which are suitable for studies at 
this level are: 

a) how to increase use of spacing methods~ 

:::J) ho\o/ to use community incentives and their likely impact; 

c) how to operationalize the known linkages between population and 
cevelopment~ 

d) hOH to increase involvement of NGOs and its likely impact; 

e) how to provide services to reduce infant/child mortality~ and 

f) how to de'lel09 an innovative service delivery system. 

Tne steps required in the OR process at this level are: 

a) workshop to be held for Project administrators and technical 
institutions; 

b) first pha;,e investigations to be oar:ied out to help evolve the 
design of interventions; 

c) the proposed interventions to be reviewed at a meeting of the 
external technical instit~tions and state and central 
gO'lernment officials to finalize the research designs; 
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d) the interventions implemented ioJith assistance from technical 
institutions; 

e) final evaluations to be carried out and reports to be prepared 
for presentation to concerned health and family ,yelfare 
officials. 

A comparison of OR at three levels, PHC, state/district, and at the 
general project level are compared below: 

Type of Problem 

Most likely 
remedies at 

Amount in Rs. 

Duntion 

Role of fID'iTC 
and REtE Cell 

Role of technical 
support institu
tions 

Sophistication of 
research 
met.hodology 

PHC 

Constraints to per
formance of PHC 

PHC level 

2,000 to 10,000 

3 to 9 months 

Assist in prepa
ration of proposals 

Review & co~ent, 
help HFWI'C if 
necessary 

Low 

State/District General project 

Constraints to Future Project 
program operations development 

State/district 
level 

20,000 to 50,000 

12 to 15 months 

Assist in con
ducting the 
research 

Help in formu
lation 

rtedium 

State/Center 
level 

more than 50,000 

Multi-year 

Assist' in 
conducting 
research 

Assist in 
conducting 
research 

High 

The above classification of OR does not imply any order of 
importance or chronological sequence. The classification deals with 
different types of problems at different levels and work can be started 
simultaneously on problems at all three levels. 

Linkages ~'lith Other P~oject Activities 

Linkaoes ~vith Base Line surveys and Management Information System 

It is necessary to carr'! Ol.1t survevs to auament the routine service 
statistics for assessing the overall performance~of the Project. Base 
line surveys have, therefore, been planned in each of the states and 
their results are likely to be available in about a year. The base line 
surveys are e:q:e(;ted to provide infor:r.ation on 

1. levels of fertility, mortality and morbidity, and 

., ... access and utilizat.ion of health and family welfare services • 

\/J~ 
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As similar indicators will be collected for all five states, it 
will permit comparison among the project areas within these states. 

Sach state is also expected to develop and implement a 1-1!S ',.,hich 
',.,ould include simplified record keeping and mor;:: reliable data collection 
at the field level, reporting on key indic~tor3, a~alysis of data and 
feedback. 

The OR activities should have close linkages with both these 
activities. MIS data can help identify problems to be researched at PHC 
and district levels and base line survey results could help in 
identifying the types of interventions necessa~l for future program 
development. As indicated earlier, one of the OR studies could be to 
help identify ways of simplifying record keeping and collecting more 
reliable data. The data generated by MIS could be utilized to assess the 
impact of some of the OR studies and longitudinal surveys can help assess 
impact of experiments. Finally the personnel and institutions involved 
in OR could also be utilized to carry out some of the analysis of MIS 
data. 

Linkages with traiLing: 

strengthening of both technical and managerial skills of various 
categories of program personnel is envisaged during the Project period. 
Training activities have many linkages with OR activities. The 
assessment of training needs and management needs can help identify areas 
where OR studies may be carried out. The training activities themselves 
could be areas of research. The results of OR studies could be utilized 
as training material. Finally some institutions could be used for some 
of the training and OR activities. 

The institutional rr~chanisms and the process of OR should 
consciously utilize ttese synergistic linkages by sharing of findings and 
by ensuring commanality of some 9€rsonnel in t~ese activities. 

Recommended Actions 

Since the problems and their likely remedies differ at the three 
levels discussed above, the process of operational research will differ 
accordingly. However, the following actions \vill be necessary to promote 
and implement an effective innovative studies component in the IRHP 
Project. 

1. Set up organizational structures at the State level 

(a) The responsibilities for carrying out the program of 
studies have to be clearly defined in each state. These can either rest 
with the State Project director or a ne~vly appointed research coordinator 
within the State Directorate. The research coordinator should play a 
liaison role in addition to his substantive role. He should represent 
the Project ~anagers in designing research projects and in monitoring 
their progress, and should represent the research organizations in 
re~orting their findings and the implications for managers. 
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(b) A research committee should be established at the State level, 
probably consisting of the Health Secretary; Director, Hea~th and Fanily 
~"el£are Services; the ?r'Jjec~ Director; and representat.ives of technical 
institutions, USAID, and ~ther co-o~ted rr.ewbers. T~e basic tasks of the 
resear=h corrrnittee are to ide~tify ~rcble~5 requiring research at State 
and district letlels and for future prc:jr3Jll development, to approve 
innovative studies, review their progress, and comment and utilize their 
findings. 

2. Strengthen inhouse capacity for research. 

The USAID Project provides support for research and evaluation 
cells at State and district levels. The participating states have filled 
their established research posts at different rates, and it is likely to 
be several months before all state level cells will be fully staffed. 
Meanwhile, trainers at the ~fTCs should be involved, to the extent 
possible, in providing research support in their areas of specialization. 

3. strengthen capability of Project personnel and researchers in 
operational research, Drirnarilv through training VlorY-shoos. 

Th(= capabilities of three categories of personnel need to be 
strengthened , .. lith respect to OR -- project ~ersonnel at state and 
district level, staff 0: training and research institutions and PHC 
medical officers. The first CR training workshop for state personnel and 
representatives of pocential technical support institutions should be 
conducted at a central lecation. This workshop should be followed by 
subsequent workshops for district-level personnel, staffs of Hf"'IlTCs and 
of support ins:itutions at the state level. Shorter workshops for PHC 
medical officers rray be held in each state. These research formulation 
wor~:sho!?s could tle repeated once a year for personnel not covered. 
::ol1O'.,,-up worksnops of 2 to 3 days for sharing of problems in research 
implementation, constraints in research, and sharing of findings should 
~e held on a regular basi3. 

4. Establish linkages with appropriate technical support 
institutions. 

(a) In addition to strengthening inhouse capability by appointing 
qualified staff to their research and evaluation cells and use of HFHI'Cs, 
the states should enter into contracts with suitable research/training 
institutions for technical support. The nature of technical support 
required '..;ould vary depending upon the nature of the study and inhouse 
capabili:y of the states. In serre studies their involvement could be 
ILnir:ed to tasks oE revier.oJing and providing corrunents. Their involverr:ent 
;nay b'2 higher for other studies, particularly for those directed towards 
identifying cirections for future Project development. 

(b) :0 ensure chat the design of such interventions benefit from 
rele'lar.t e:-::.;eriences \"1 thin the Asian region and else'..;here and that a 
high quali':y or research effort is maintained, it 'tlould be useful to seek 
assist3nce :rom external professional institutions/resources. These 
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institutions could assist in identifying interventions ~Yhich are more 
likely to succeed on the basis of international e:~riences and in 
selection of appropriate research met~odolGgies. 

S. Promote activities and disseminate results. 

(a) The MOHFW, using IBHP project funds, should commission a 
review paper summarizing past experiments in India and their implications 
for the innovative studies component of the IRHP Project. 

(b) To promote innovative studies and to serve as a catalyst, the 
MOH-~, under area project funding, should assign or hire a full-time 
operations research specialist to oversee the innovative studies 
components of the Project. 

(c) If this is not feasible to assign or employ a full-time 
operations research specialist, the MOHFW, under the area project, should 
engage the part-time services of two appropriate consultants, on a 
retainer basis, for the following tasks: 

i. promote proposal fo~lation and provide technical 
assistance for the preparation of innovative study proposals; 

ii. serve on State research committees if appropriate; 

iii. assist in reviewing the implementation of innovative 
studies, assist in data analysis, and assist in reviewing and 
dis3e~inating final reports. 

It is estimated that a tocal of abut 90 person-days per year 
'Hill be the minimum requirement for these tasks. 

(d) '!"ne l1inistry of Health and Family Helfare s~ould prepare a 
periodic (quarterly) digest of research activities underway in various 
states, including but not limited to those participating in the IRHP 
Project. In particular, info~tion should be included on experiments or 
innovative studies underway as aprt of other area projects. 



APPENDIX IX 

ST.;FF CUR~tlTLY W PLACS AS PERCENT.r..GE OF PROJEcr TARGETS 

atV (l'l) 
DAr 
mw (l1) 
i1PW (F) 
HA (M) 
HA (F) 

GUJAP.AT 
91 
79 
85 
65 

100 
22 

MAI-IARASHTRA 
94 
81 
50 
55 
(A) 
19 

HARYANA 
87 
82 
40 
58 
(A) 
18 (B) 

HIi-1.o\CHAL 
68 
76 
11 
19 
(A) 
38 

PUNJAB 
37 
55 
77 
29 
(A) 
36 

Note: Data are latest available; dates for data va~l among the states from 
6/83 to 9/83. A number of these percentages have improved in the past three 
months. 

(A) None planned under project. 
(B) There has been a decrease in positions filled. 
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Ministry of Health & Family Welfare. Report of the Task Force on 
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and Hawaii, January 10-26, 1982. New Delhi: Ministry of Health & Family 
Vlelfare, Government of India, 1982. 

Palmore, James A., Jr. Communication Needs Assessment for the Integrated Rural 
Health Project in Five AID-.~sisted States in India. Washington, D.C.: 
American Public Health Association, 1983. 

S'Neeney, William o. Preoaring for a Needs Assessment: a Re!?Ort on IEC 
Activities to Support the Health and Family Helfare Program of the Government 
of India. Washington, D.C.: l\merican Public Health Association, 1981. 

~lorrall, Robert P. Description and Analysis of the lEe Delivery System, 
Government of India Family Welfare Prcgram. vlashington, D.C.: American 
Public Health Association, 1982. 
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Attachment 'B' 

USAID ADDENDUM TO HID PROJEct ".:vALUAT!CN Rf!POliT 

AlthouZh the Hid-f'rlJ jt'd Evalun!:.lon Rope r\:. pt'upllC'ed by tho 

':on:Jl!lt!l.nC- t o .UTI i~ "iuite ext::!n::ai'Je ,I nd cov C' t's :nost of the :;copc of 

the pruject, there lI.;:" a il fe'''' Adaitiono.l pointl which ha lte not been 

included, and which USAID feAls should bQ added fat' con~id~r~tion tn 

the lolal Hid ?C'oject Roview. 'rhor8 aro aloe aevtH' ,1.1 

iSSU8s/t'8commendations made by the evaluation terum whi ch differ from 

USAID/tndia policy, at' fot' which ~ome docision has AIC'8ady been 

taken, These. we foel. should a190 be includod in the Bddendum. 

1. Many of the t'ecommcndations in the t'opoC't suggest action by the 

GOI . Since the states aC'8 thy implomenters, most of theoe 

['~commendations should instead ~efe~ to GOl/Project ~tntes. 

2. Kex P~oblem/Servic.e Emphas i 9: Ir, Rocorrrnendation 10, page 10, 

the Evaluation rerum h~s reccmmended that les8 emphasis be given 

to th~ 12 key p~oblemD continually omphasir.ed in p~oject 

documents and implementation Itratesiea, and that atates should 

on ~ble to adjust their priorities to other local problems. 

USAID disagrees with this recommondation, as it l~ the key 

probloms relat ed to high fertility 3nd infant/child mortality 

which are the highest priority, ~nd which are the hea~t of the 

Project'~ ~orvice improvement components. It l~ crucial to 

continue to focus all proj~ct-9upported effort2 of trainlng, 

communications, mana~~~Bnt . service delivery and innovative 

~tudl~8 on improving these key services which can load to the 

projecl:.~ &oa.1~: reduced fertility and infant and chUrl. 

mortal i ty. 

3 . Projoct 7echrricd/Hanas,edal Staff: Considec'oblo attGntion has 

buan devoted to lack of appropriate and sufficient technical 

man.~orl.l stdfflng at the Itate, and •• peclally the 
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Jistrlct: level. as an lmpedir.lc:tt to implomcnting the key 

::ervice im?ruvl:lmp.nt l1:J;l to cts of the pl'ojer.". e.g., 

~~commendatlons on pasa 19-Z$, USAln i~ a130 concArned about 

t :le 10ve1 r:! loffing ~v<l\!.3ble ro t" [iAid monitodng and 

l:!chniclll manug ", da!. 5U?P~OC't ..... ithin t.~~ hreR. Projact ... cell in 

the H.OHN. tic ... t~lnt the project:. i~ !lhifting :C'f')m its in i Uail. 

omphasi!: I.)n const:'lIction .:lnr! inrC'38tructut'c building to one of 

technIcal/managerial Lnpot"vements and innovative studies, etc, 

\ntensified ~timulation and support by the MOHFW is vital. 

However, USAID is concerned that now only 11 sin~le t6chnical 

officAr is responsible for all five project states (in addition 

to the Area Project Director) 083plte herculean effort~ by 

staff within the Area Project Cell, it does not seem possible 

that sufficient att~ntian can bo siven by the very small stQff 

available. Unfortunatoly, the co~unicatlons specialist who 

h~d cont~ibu ted much to tho projoct communic3tions component 

was transf~red in 1983 and i~ not repl.ced. It in c~ucial to 

fill thaoe and oth&r technlc31 support ['0109. 

It has boen extremely useful that members of the Trainins 

section of the Rur31 HAalth Division have rocently incr~ased 

thei~ involment in Projoct-rel..lted training acttvl,ties. 

However the problEim still C' omains: durin& a pedod "'hen all 

~ffo~ts mu~t be int~nsifi8d ju~t to complote ..111 proj~ct 

components within the time fr;una set, addItional tochnical! 

mana~ari31 staff w\ll be roquired. 

4. r::omehtinn/Operational CC'lttlrl e for Buildin!,s Constructed 

RecomrnentaUon 8 on Pll&& 16 has proposed that olectrical and 

",oIater connections not be included in the eriter~. for bui.1dins 

"complution" status. Instead. the toam susselt that these two 

items b~ Il:!dod ~o tho criteria for "opot"ational" :Jtatu8 of 

buildln~9 constructed. This issue haa bean revle~ed in detall 

• • 
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by the USA-ID intet"nnl Project Committ<:!e, and was not accepted 

(this hall been cOllUnunicated to thl3 MOHFW in a letter dated 

December 8, 19S3). 

5. Disbut"sments: The fit".c USAID disbursements totalling over ~ 2 

million, fat" both construction ~nd no~-constt"uction 

expenditure:; by the states, have made ta the Department of 

Economic Affait"s. However, to date, USAIO have received 

appropriate construction completion certificates from only two 

staten, Himachal Pradesh and Haryana. USAID urges the states 

which have substantial numbers of complete and/or operational 

buildings to forward appropriate certificates with 

reimbursement t"equests to the Gor. 

6. Constt"uction Progress: USAID is very concet"ned that in some 

!ltates, a:l much I\S SO't of tha planned construction has not 

begun (sea summat'Y t.uble). This is particularly Lt"ue in 

Hat'yana and Punjab, and m~ny of tho buildin~s not yet stat"ted 

ut's t:lt! lut"get" :;tructures - PHC's lind RFWC' s which t"equire an 

e:ttendcd pedod to complete. It selam!! that if these states 

have not begun constt"uction of t"emaining buildings by the 

Decembet" 1984, there ig probably little liklihood that they 

wo~ld be completed by the end of the pt"oject. Therefore U3AID 

suggects that any t"omaining buildin&5 for which construction 

has not begun by D~ccmbet" 31, 1984, should be delotod from the 

states project targets. 

7. The at.titched table sllmrnarizes progt"ess in the various project 

component3 to date. It ahows that a concet"ted effort must be 

made if III pt'oject components are t~ be complete in the next 

18 months. 
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Project Cc·mponent Punjau iiaryana Ma ha ras ht 1,'a Gujarar:: H.P. I 

I 
I I I 

I 1- l11:;ervicl.! 'l'raini~~ I 
I I 
I - 'l'r:lining r;eeu~ I 
I Assessment l.nIA) + + + + + I 
I - '.I.raiaillg Nocul~s 1 rail:; La teu + + I 
I - R~training star te:l + I 
I I 
I ? COClIllunications I ... 
I I 
I - Communlcitio1l5 Ne~ds I 
I Assessment (l..NA) It + + + I 
I - Hand tabulations of CNA -} + I 
I complete I 
I - Communications Tr,lining I 
I I 
I J. Hann~ement I 
I I 
I - Hanagement Needs AssesSinent * * + '" I 
I \l'l};A) Done I 
I - Ha,lageIJeut !raining B~gun + + + I 
I - ~!ana~eClent Intornation I 
I ::..y::.te:n Improv<!ments Donr.: I 

I 
4. Base'-l..ine Su?" vels ';not I 

5 tli te responG!.bi11ty) I 
I 

- 1'a t:i t.o.u.ec t ion Don.~ + + + + + I 
- ua tci Proee:..;sing DUlle I 
- C<.,~port R,! vie\/t!u I 

I 
5. 1 nno va ti VI:! Sthdi'~:; I 

I 
- froposals complete and + + + + I 

approved I 
I - Studies implemented +' I 
I 

- Reports complete I 
I 
I 

+ = c~JI'lple te 
- .... nut cc:nple t;: 

'" '-' :.:artlally (j\)n~ 
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?roject Component Punjab Har'J'ana t1ahara a ht r.3 Gu j J. rat H. P. 

6. Proj~ct Stl.l t r '. 11 Pl(tc~ 

- S tat<:! _:'.:vel cOClpl~l '~ 

D.t~ !:.:icc l~vel cC :'J)Jiett! 

7. bci::;ic 'fralnillS: (11()L"k~rs 

curren tl y in pl':ll~~ oi ~ 

of Pro jeet tn r B:'~ t s u .. of 
JO Sept . • 1 ~8J 

- CHV r-,. an: ~4t ':-11% 68: 
- Da i ;;% 82% 81% 79% 7b% 
- MP~(M) 77 % 40% 50% 85% 11% 
- MPW(Fl 29% 58% 55% 65% 19% 
- HA(H) •• •• .* .. .. 
- liA( F) Jb: 18X 1>% 22% 38% 

8. Construction (as of 30/9/8J) 

• ui brg.:! blJlld1a~ s l R. :'t ed 28.8% 22.7% 45~ 67.6: 100% .• 
- • 01 small buLldi ngs 50.5% 59.3% 84.9% 83 . 7% 100% • 
- • • of all bulldl ugs 30.9% 19.8% 2. 0 ~ 12 .9% 80: 

cOLll 21e t ed 

+ • received 
• no < reee! vet! 

"* '" no t pl anned. uudl!r pro jec t 

No te: SOlDe ,)! t t.es~ f i gures l:.a ve cr.auged s ubstantially ainet! Se ptemuer 1983. 

,4D 

r 



Attachment C 
USAID/'lr,w DEUII to PES IF 84:5 

t:;VALUAlION COST DATA 

1. No. and Title of Project/Activity: 386-0468, Integrated Rural Health & PopulatioI 

2. Purpose of Evaluation: Mid-Project Evaluation 

3. Mission Staff Person Days involved 
in Evaluation (dsti~ated): 

Professional Staff 

Support Staff 

____ 6_0 ______ Person Days 

30 ___________ Person Days 

4. AIDilol Direct-Hire or IPA TDY support funded by Hission: 

Name 

a.Anne Aarnes 

b. 

c. 

d. 

Period of TDY 
(Person-Days) 

TX
0

4400046 

5. Contractor Support, if any: 

((l 
~ame of Contractor~ Contract ~o. 

Dr. D. Michael a'Byrne, 386-0249-S-00-
PSC 3037-00 

Dr. Donald Minkler 

Dr. James Palmore 

Dr. Jerry Russell 

Dr. Margaret Mamgain 386-0249-C-00-
3041-00 

Dr. Mabelle Arole 386-0249-S-00-
4003-00 

Dr. Inderjit Walia TA IN-T-3-549 

Mr. P.E. Balakrishna 

* Dollar Cost Source 
(Travel, Per Diem etc.) of Fund~ 

$ 4,580 OE 

* Amount of Source 
Contract of Funds 
$ 28,100 PD~S 

InstitutioTlrtl 
Contract 

Unknown " 

" . " 

" " 

$ 4,550 PD&S 

$ 3,642 PD&S 

$ 3,150 PD&S 

$ 12,000 Institutional 
Contract 

Columbia U 

* Whether PDS, Mission a.E., ProjQct Budget or Cdntral/Regional Bureau funds. 

IQC, RSSA, PASA, PSC's, Institutional Contract, Cooperative Agreement, etc. 


