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Suvv Hat 

~~~~implementation, 

Support'.Project "will strengthen' 

of: those,%programs.< ______ 

and accelerate' 

.,,~, 

the'f~ 

'I '. 

Summary Project Description: The project will support childisurvival 

activities in India. The interventions that for-m the central focus 

of the, project are (A). immunization with vaccines for diphtheria, 

whooping cough, tetanus, polio, tuberculosis, and measles; and (B) 
-oral rehydration therapy in--both clinics' and homes. -A siT;,.ltaneous 

-development approach will be employed involving concurrent activities 

at the national, state,, and 2 sub-state levels. Private sector 

involvement will be maximized in such key areas as the promotion and 

sale of oral rehydration. salts, and involvement of private 

practitioners in the immunization program. 

12 
'-' 

. .. 

~"C ""'2'Six separate but interrelated 

project. They are as follows: 

components will be supported under the '.'-

At the National.Level 

' ,' - Grants to UN~ICEF totaling $25 million over four years to support,~, 

the Government of India's Universal' Immunization, Program. NUIP).-

UIP ,is a distrilct-by-district >approach whose target ,is near 

universal coverage of children under one and pregnant women by 

"' 

'C 
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RECOMMENDATION
 

That by signing the attached authorization, you authorize a $65
 

million grant for the India Child Survival Support Project.
 

2667C
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~l Pui'suant to Section 104 of the Foreign 'Assac Act of16,as 

amended, I hereby authorize the Child Survival Health Support Project 

for $the Government of w~India (oprtigCuty)ivlin lne 

Sobligations,,of notto exceed Sixty Five Million Uni'ted State Dilars~ J 

(t65,000,000) in&Grant funds over a five- year period from the date ofN 

'<.< authorization: in ac'cordance with te A,I.D. OBAlt tpoest 

ass st in financing foreignv exchange adlclcrec ot for th r 

pro ject. The~planned lieo rjc sfv er rmtedateo 

the initial~ obligation.~~~'w~ 

~2.The, project is designed 'to assist the NCooperating Country~ (a)~~~ 

~> 'with DPT, BCE,~polio, and measles immunization <and -a 'significant-­

.increase in'coverage of pregnant 1women wihcmltdttnstxi 

ijuniati< an b aciv subs'tantial proportion iof'' 

J 'r< families, with young childrenV a.knowledge of and' establ1isheAd use of -

oral -rehydraion therapy and continued feeding as a first ;line,-N4'' 

---- '"'treatment- of diarrhea 2inthe home, and to support this4 with a -' 

-- national network of clinical oral rehydration c-enters.~44 

'NNN-'cnersv 
-4 
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. The Project Agreemerit(s) which ay beagt td~andeectdb 

teoficer(s)-to whom suczh authorityis delegated ini accordance with-! 

~A I D. Regulations and Delegations~ of Authority shall be subject to, 

Sthe following~ essential terms, ~together 4 with such~ other kterms4 and 

~conditions as A.I.D may deem appropriatea 

4.< 4.4 Source land Origin of Commodities, Nationality of Services 

Commodities financed byAID ne h rjc shal-l ~have their "7 

source and origin in the Cooperating Conr o h UnitedSae 

--- '-except as~AI.D. may~otnerwise arein w-i g Ocea shppn 

4~4~444'<'4'- financed bv "A.I D. under the4 projectshall4 , - except asA A4I.D. i~may 

i~S,4 ~ ~jotherwise agree44in 4writing, 4 be"-'financed only" on "flag 4vessels44of the< '1 

-1''<United States.4' '4 4 1 44 

~444 "444-44444444~'44 ~ ''~'4 444444' ~ 4Signature:4 4. 44 

44 ~ ~ ~~ ~ ~ ~ ~ ~'' ~44- ~4''4-- ~ ~ ~~M1444441444444e44rs' Peter-444444444 P<4 4 44 o114n'44 ~ - 4 

4444ki4 4 -" ~4--"44-'4-4-44- ~4 ~ <"''4~4 ~ 4Administra- tor -4~ 

44444 4 ~ - 4'4 -<4 ~ 444 '445,<V1,"144< '4S44'4"14'444'44Date4" 
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wI PROJECT- SUMMAR Y' 

A.~neral1 

Thi s fik 'year je Iti 11 jio dyj,Ae _,;_M1iion4-(33.~ iion loan­
sTn'd $32 -i1lion- g rant) in support of, child asurviva I ac tivi t ie's 
In~dia.-

The, primary targe~t groups f1or tth project a re chiId ren uinde r. tw~o 
years of age th o er , and peri nat and lactating wome n. Two 
technically p$roven .inteventionis formi t he central focus' of t he 

Immunzation yith th standard~ vaccine~s for di phtheri a,~whoig og tetanus, Ypolio, TB and now measles; and ~ 
,~~~Oral Rehydration Therapy~(ORT at !ioththe~ clincal and hom 

Thte project re sul ts from thi~conf luence of five factors . They are : 

Thee impor tance, o f India to worl1d childr survival,~ be cause 
-- nearlv one-fourth of th D hl etsocri India;

Trentreo h problem - it is clear that imrunizable and V2 
­

dirha dsae atmjr assofciI mortaiity- in>v'~Inhdia, u muiaincvrg is less than one-third, and-- ' 

Inda' cmmtme6nt t ciolc suvialkwhich iseflected in an. 
aWprvdntinlhalhplcy kd by increaighlt 

Th~ AIDV .CiidA Sui'valPSt ra teg witrhi ts -"tvin enils of 
imuiaina ORT, and~ '~ 

its emphasis on'iihidreni'unde tw-d tfleir moter ,,*:.iti
inte rve nt ions , mass icove rage, policy e ngagemei{nrs anramutica 

'IA'ect 
 e o aa simllaeou development an 

concurrent activities at th& national, the state and the' distric~t 
.~, ~leve'I and ,be low, to assu re hat ~the be-st aval lable *technologies are 

being Iused~ wi lene ones ar ben dvlodtested an)d, then 
S'rapidly spr~ead Wo~6rking through tthe Indian Governmnent'ssplanning 

pro ugtigpoess sa he na~ional and. state le v 1s , -t hie 
proect, i fuly, consistent vi'tii AID program sector,, assis~tance 

~ guidelines ,and/or perfbr-mance daisbuirseri-ents practice -it Jis-,as 

*voe~. Ivi ng, but it de no 'ftpcilyinto either of those -assi55stance modes, 

jl-~ re ac sM anThe pro jec t s''ithe nistry ~of Hlp seeks to 
maxim-ize private sector: inviolvemenr in such kyareas as th 
-promot-o n sal.e of oral rehydra sts -and masson 

co-unications, and 'by, enli's'ng. all. private pracitioners,­

i'cu~ginigenous, pract tioner-s ' in -th 'immuization" andoa
 
rehyd rat46 rgrams. L:
 



ahndaa vasa health i nfrastrure, in- pl'ace- and' largely, staffed
 
Vdch functi'ons lovt sevie diapi'ntin'g
,1w ,utilization- of pd 

C.r 

Th - proJ c t consits of 8s se parate but~ interre lated :components'.
 
The y are. as follows:
 

At the Na tionraI Leve 1 

Girant's-to UNI CEF tota i ng tKmillion IIove r-four years, to 
suipportl the Governme~nt'~s Uniiversal Immnizaiofn Poram UI P).
UI i s .a' carefully 1designed and,, tes'ted~district-by-district 

~ pproac h whose' target is near iuniversal ccvera'ge of, ch-ildren 
under .one and Ipregn$ant. women by, 1990. The *prj ect's suipport

Sfor~ UIP will be crianine led truhUNICEF bea 'tf has been,
2~ the> major~participant and, most~ important do' r
 

re sul t htas -a strog voce in 1program design, and execution.
 
:j ; HiIaMssi on technical staff~ wi) actively collaborate- in. tnatl
 

Funds,~jtt nE, t5 milion over four years- for t he Govern­
Mli~t' Di'arrtieatl Disea'se Mngement (41 .e. ORT) Program. 1 This
 

~ progra~mIhas onily Just., beenI aproved. The basic priniciples are~
 
estblihed and Iarze sound buit implementation plans remain to, 

be developed. MJ slo technical straff will Ico 11a bo ra te 
~activelv in1 the development of. sucn plians each year.~ 

AthState Level 

.Funids totaing t18 millrion~ove r~ f i ve years for fourp o6Ject
 
~.states r(Gu.jafit , iahra'sh'tra Himachal-IPradesh and Haryana) to
 

communicationsrasd m: ti an information systems. In
eachofreahi tre fous ill be.onimmunization and-ORT 

andl tIher iIIb active collabration wit~h ADs p t 
te c ii cal staff~. 

I4IN 

A~ A total ~of t2.55 million over 1 five yearsto support broad' 
rani o'. research anid operai'OiaI. studies 'designed to :imtp trove 

T

- the elive ry, a id p),-r~forinaiice of'. the bealth ! serv4 :'e, system) 

with particular reference to0,, UI1P-and ORT Two National 
Con~r~ses'onORT wll also ~e prted. 

*1~~~-l 4 

4 
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A tota4o t i infr technicEl assisaeinus tal 
tre'b 1eivell% to - e-t e,'- pbl11cvydVirgz todtrui fad.~ i1ti t, ansfe 

te Ip'C lji ormton, to assi'st.L in managemen .overE~ightad
to f iabo6rate, i'n -gene rating, an im l~t e prahS. 

D. trojectrCosts
 
Totallifeo ",~j o sts are stiae ee to $21. ilo o
 

budgenalion f -Se Fiof f e Yerndl t e" ve Pa eced 7 i in 

E.7 Pro Ject -Costs: 

antO IfD oudp pey cot an eate,d . mElio int andec9-mdon 

In'dposirun t e a~e see yo nera'in t andI hild
 
iam e t r~ wo: yi i, 
 no1'6 r' - a (19~d 

p0nIndi s orati.o t tet tdeo i ng worv la acweo-%- d a as a 
estimajet es aes 'onad: er i. nsre'.: 


e 5a brth a ea hre O~
lionf Se n t o L
 
bu 2. i an detsay Yeioa 2rP rc nIf L
 

-~~~~~a -'1.3 mi:'1ion tsis eoaa lihoayn.deto

sg:'and primany he t hta I 28 n ort ions 

mfi ea.5d t ddah are,3
 
con ne o Dto .
 



a4.a-fffrmThe ni' h dsuvvlefr nt i, "''4'5e s 

,~therefore, extremely high. ~It is high in sheer numbers and their
imipact on potential4 worldwide success; 'and it isa high in term of 
the model that India ~uight set for the countries where theiothe
three fourths of the,:problem, exists. '1 

B.-The --Pe rce ived-Prole t->,5'4 

Except for''-their 'miagnitude, India's problems of infant 'and child . 

mortality 'differ little from those of almost every other country in
the developing world. The salient factors are ae follows: 

The population of more than 760 million is growing 'at roughly 2 45 
percent "per 'year and will' reach~ one billion by the year 200,0. The
crude birth rate,' now about ' 33/1000 population (the Registrar
General's 1984 estimate is 33.8), has beeni slowly declining, About 
25 million children are born each year and there are over 100 
million~ children under age five. 

The crudeE death rate is about 12 per 1000 population. 'Although
 

children uinder age five comprise only 14 percent of the population,

almost half of all deaths are in this age group, as compared to, less 

,5
 

than 3 percent in the U.S. Infant mortality declined from 200 deaths'
 
pe r 1000 live births in'19l11 to approximately 114 today. There 
 are 
also, considerable variations in. infant .mortal'ity between states, 
ranging from "as high as '165 deaths/l000 live births 'in rural. Uttar 

', Pradesh, to as low as 27/1000 in urban Kerala. 
4 

.4 Moreover, "the death rate of children uinde r five is inversely 5, ''434 

'4"associated with age. Of the approximately 17,5 children per 1000 wbo 
Y w-ill not live to. reach age five, over' one-nal i eoete~ 

first birhando these, .one-nalf die in the fir'st month of.life. 

Urban/rural 'and sex differences in mortality remain pronounced.

* Child mortality for the age group 0-4 remains about 40 percent 

444 higher in ru'ral' than in'urban 'areas, and female death rates continue 
highor than males. Altho'ugh infant mortality, has slow~i ,declined,
the same urban/rural and sex differences persist. .*.' 

About 60-70 percent of all children under five years 'are affected by
moderate severe malnutrition as indicated, by weight for. age.',or, 

However, substantial improvement "in nutrition status' has been
documented in~ areas' with intensive nutrition programs for mothers 
and, children, such as the Integrated Child Development Services 
(ICDS) Scheme. 

~ U'Analysis of available data and studies indicates that 50 to 60 

and 'inter-related codtin.Some, leading causes and '4trbuin
 

codtin of chil deaths are -'' 555 



V . 

-

Diarrheal disease,, and the dehydration it produces, accounts 
for 10, to 20 perenut -of child mortality. National data on 

sddiarrhea are not available but longi tudinal studies 
indicate ;tha't 'a child uay suffer as many as 'three episodes of 
severe diarrhea a yearV 10 percent may develop dehydration and
.5 percent face death,. , Based on these estimates, 100.million 

'4 

S 

million episodes 'diarrma~ a year, 30 million 
"dehydrationand 1.5 million face death. 

may suffer from.. 

~U i AC'-Immunizable diseases, particularly measles and tetanus. Of 
these, deaths from complications of measles are, a 
portion ., ofY all deaths from diarrtieal and respir-
diseases. Tetanus of the newborn, which kills infants 
first days or weeks of life , accounts for between ~5 
percent of infant deaths each year. 

'major. 
atory 

in the 
and 30 

* 
SRespiratory infections (ie e. pnenonias and related lower 
respiratory infections) account for between 10 and 25 percent 
of childhood deaths. As overall mortality rates fall, and 
especially as diarrheal deaths a reduced, respiratory 
infections will become the major single cause of infant and 

. 

child death. 

Malnutrition,, although not iinitself a frequently recognized 
cause of. death, is an underlying, interrelated condition in at 
least two thirds of infant and child deaths. Malnutrition in 
mothers is .a common factor related ,to low birth Wight.''' 
Malnourished children are also' more vulnerable to the major
diseases and at greater risk of dying from them. 

'C 

-Low birth wight, afflicting 30 percent of all 
to 50 percent of. first borns, is botha major 
in the newborn and a major contributing factor 
other causes in the first'year of jlife. ~ 

newborns and up 
cause of death 
to deaths 'from 

4 .'increased 

-Short interval be t;.-en births leads to, 'a substantially 
risk of death of the infant. Cnildren born more 

than one year after a previous' sibling have almost twice the 
survival rate of those born less than one year aft er a
previous child.' 

'~ ,.~'of 

'~these 

Birth injuries, asphyxia,' and. septicemia takc, a serious toll'' 
the newborn, accounting for' 20 to' 40 'percent 'of infant 

deaths. Trained birth attendants, who' could' avert, many of 
fatali ties, are not present at the majority of rural 

deliveries. 

" 
'"' 

-Early age -of mother 
children are born to 

Qpnysiologic immaturity
"Clow"'birth weight (50 

at first pregnancy: 15 percent 'of 
mothers under age twenty, who, due to 
(late adolescence) have higher rates of 
percent vs. 30 percent), ~higher infant 

, 
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mortality (1.5 times as great) and higher maternal mortality 
(2-3 times as great) as older women. 

It is clear that major causes of child mortality are diarrheal 
disease and immunizable diseases - especially measleswhose impact is interlined and intensified by poorandnutritionaltetanus ­

technologies immediately available to deal with these problems: oral
 
rehydration, immunization, growth monitoring and family planning

spacing methods.
 

" st"e eqe nt --

! tandftn Incrorel9ated
Although these technologies are hinb rng-hreognized , their application in 

India is low. The use of oral rehydration therapy is limited, both 
in clinics, where intravenous feeding and the use of antibiotics is, 
the norm, and in homes where knowledge is not widespread and
 
practice is even less. The significance of measles as a child
 
killer is at last becoming recognized, but only recently has measles
 
vaccination been incorporated in the national UIP program; coverage
 
is essentially zero. Coverage of other immunizations is also low
-
most estimates suggest less than one-third of children under one and
 
pregnant women are completely immunized.
 

C. India's Commitment 

In 1978, India became a signatory to the AlIma Alta iclaration, 
thereby commiting itself to achieving "Health for all by 2000 AD." 
In 1982 a more specific National Health Poliy was adopted by both 
houses of Parliament. During latter part of the Sixth Plan.the 

(1980-1985) 
and in the current Seventh Plan, health care programs

have been restructured and reoriented towards this National Policy.
The National Policy sets the following goals, among others, to. be 
acieved by the year 1990, on completion of the Seventh Five Year 
Plan: 

- A reduction of the infant mortality rate from 114/1000 to 
87/1000. 

- A reduction ofl the maternal mortality rate from 4. 5/1000 to 
2-3/1000 live births. 

- A reduction in the prevalence of low birth weight from 30 
percent of the. children to 18 percent. 

- A reduction of the crude birth rate from 33/1000 to 27/1000. 

Tnis commitment to improved health is not merely one of rhetoric or 
empty targets. . It has been supported by drama- tically increasing
outlays for' the health sector as well. Outlays for health, and . 
family welfare in the Seventh Plan Increased 135 percent over the 
Sixth Plan; 'moreover, the increase in budget for MCII (which includes. 
Stbot the Expanded Program of Immunization (EPI) and ORT Programs) is 
255 percent. The proportion of the total health and family welfare 
budget' devoted to HCII has increased from 16 percent in the Sixth 
Plan to 27 percent in the Seventh Plan. 

'%.:""-
 - "t":: ..:
 -t 
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-asles in the immunization program; and the developaient of a 
national oral rehydration program.


: . ne s ; ....
 

.... ,objectisof asrkengs.vacinaio
---D.--.Re Istionshp -to-.AID -and .-Count ry--Stserice rate gies--ai l al to al eligible 

womn FndchilreOoT b 190 th inlson ­anmimun-ization~a forenJ...1. The AID Strategy 

The Administrator recently an Childhas issued AID Survial 
Strategy. Implementation of that strategy includes the 
following elements: 

- "Focus on ORT and immunization as twin engines; 

- Support for (and coordination with) other important child 
survival interventions such as nutrition and birth spacing; 

SSupport for a results-oriented research program related to 
child survival; 

- Special efforts focussed on a limited number of "emphasis
countries;" (India is one of these emphasis countries), ard 

- involvement of the private sector." 

This proposed project is in direct consonance with these 
principles. The project will concentrate on a limited mix of proven
technologies. By supporting Government programs it will affect the
 
content and direction of these programs and national
assure coverage 

key .ofchild survival 
 int rv:e n Working intensively In
 
selected states it will assure development of relevant large scale
 

'managerial and implementation strategies for these programs. The
project will continue to develop and refine effective, affordable '
 

and pragmatic approaches to improvin'g .cnild' survival, a pilot
on 

basis through research and oporation3l Studies. It will seek to
 
maximize private sector involvenkent i such' key" areas as the

promotion and sale of oral. rehydration salts and mass

communications, and by enlisting' all private prac ti tioners ­
including indigenous practitioners - in the immunization 
 and' ora. 

*rehydration programs. 

Growth monitoring, breast feeding and.nutrition, 
 birth spacing,
which are an 'important part of the overall AID strategy, are not a
 
part of this project. USAID's principal vehicle for assisting the
 
Government in the promotion of birth spacing is already '*in place

with the" the Contraceptive and Social Marketing Project.' In India,

the major nutrition programs do not fall under 
 the Ministry of. 
Realth, 

'K 

'and therefore are not directly~relevant for the development 

A '' :.:: === == = = :. :: = === ====== : : : : :::::: : ::: : : 

. 
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of tbhL Project. However, the Mission clearly wishes to support 
growthaonitoring, and other nutrition-related interventions and has 
buq~rt these into the current Integrated Child Developme~nt Services 

I U'S. Project. They will receive intensified attention in the 
forthcoming FY 1987-88 IDS Expansion Project. These ICDS 
activities will also continue to rely fundamentally on PL 480 Title 

2. Country Strategy 

Building on extisting projects, and particulary on the Inte- grated

Rural Health and Popqilation (IRHP)~ and ICDS projects, the Mission is 
developing a new Health Sector/Child Survival Strategy. 

This project vill be 'a major element in implementing this strategy, 
and it is in accord with the guiding principles of the strategy
which are: 

- A Child Survival Focus, to impact dramatically on early death 
and child morbidity in India, and as an innovative new 
approach to strengthening primary health delivery. 

-	 A Target d Approach, on children under the age of two. Not ' 
only because'this is the most vulnerable and at-risk group in 
India and where most of the deaths occur, but also because
 
child survival is probably the key measure of institutional 
progress as it is usually the last mortality to fall in any
 
socie ty.
 

-	 Limited , Critical Interventions since the health system cannot 
do all things equally wl. Interventions will be prioritized 
by' those epidemiologically deter-mined conditions that 
contribute the largest proportion of de th s for which 
effective, 'affordable' interventions exi st: ORT, immunization, 
'bi rth 'spacing, 'growth monitoring and support, and the use of 
vitamin Ato reduce morbidity and mortality. 

-	 Mass. Coverage to assure a fundamental and structural change in 
the population's health status (i.e. herd immunity).
 

-' 	 National Engagement. Health goals, policies, strategies, and
 
program guidelines are developed at t he national level1.
 
Support for categorical 'programs are critically 'important to
 
the advocacy of ne w ideas and technologies 'since' these
 
programs often finance and the rebyi dictate to 'a very great
 
extent the direction of primary health operations.
 

-Key *Implementationi Strategies. Implementation and management 
responsibility rests. with the states. A grip on underfunded 
and. underconceptualized approacnes such as training<­
communications, and surveillance can similarly determine the 
effectiveness of primary health operations. 



-,.Innovation' -The >engagement of- program and; -technology
development systems to identify, test, promote and spread new, 
technologies and program .approaches can~ stimulate hoth 
national policy makers and state program managers. 

Catalytic Orientation., Opportunities for. the rapid diffusion "' 

of~wv.ide as-ande hnologies in to-primar-yhe ali-ope rations-,.-.
need *to be identified and' explicitly~programmed. The Indian 
planning and budgeting system is probably 'tne '4single' most 
important vehicle for spreading new ideas and program
approaches. ~ 

-Pluralism. Systems ,beyond those, managed and ,financed by the 
Ministry of Health will be included. And de velo ment 
assistance and PL 480 resources will be integrated. 

III. PROJECT DESCRIPTION 

A. The Project as a Whole
 

1. The Project Concept>; , 

Thbe project rests on two overarching concepts: 

- trie introduction of child survival as a strategy for achieving
dramatic' declines in early death and child morbidity in India, ', . 

and also as an approach for strengtr~aning primary health care;.
and 	 0in 

- a redefinition of primary health to include organizations and 
systems beyond those of the traditionally defined pubic,
health system, and with a' particular emphasis to the 
responsibility of households for, health outcomes. . 

.' 	 The re are t hree principle new ideas included within the child 
survival' concept t ra t can 'importantly affect t he prospects~ for 

" 

dramatic declines in early death and a revitalization of, the primary
health system in'India: 	

. 

A focus on the age group where of early deaths.. .. . 
occur - children under the age of two (indeed, for
immunization 'under one'). This is the age group least well 
served "by 'the system, 'and this is 'the period. when immunization 

'"' 

must take place if it iF' to' be effective. Mothers, and 
Kpregnant and lactating women' are included because tetanusis a,'' 

.. ' ' major perinatal killer that can only be stopped if the mothe~r 
'4'"is immunized,' and because children 'under 
 two, and most4 '"
 

'especially children unde'r one, can 'only be reached effectively."
 
' ~through their mothers. 
 0' ''''''A''<"' 



De poyme nt of only 'a limited, se t of technologies. , hr are, a 
handful of technologies, proven "and alridy, A-hown~ in India 
which, can, have an 'early and dramnatic impact on ;both oait,,W>:' 
and Morbidity. 'It is clear 'that' the public health: agenda is 
crowde., ith hackneyed priorities,, .­and the pr imary health~i 

---sys tem ­ canno t do- ali-t hi ngs--e quall y-+-wl-+Oa~r ydatin
and immuninzation, are rela'tively', simple, stagt owr 

intrvetios wichcanbegiven real priority and put~to wrthrough t he existing i nfrastruc ture. Once 'e ffec t ivel1 Y,
incorporated, additional interventions. can be ildenti fied , 
tested and included. 

-­

-

K 

~ 

4 

~'~ 

4 

' 

The. idea of, mass ~cove rage is rcri tically important. The 'area 
project 'approach was premised on a linear sequence of 
research, pilot, demonstration, and wide-scale application.
Reaching a critical mass over a compressed period was not .part
of the concept. Mass coverage is directly linked to mass (or­

- herd) immunity which i s important to assuring an 
epidemiologically significant change in the health status of 
tthe target population. This -project assumes a simultaneous 
development approach~ to assure that the best available 
technologies are being used while new ones are being''~­
developed, tested' and then employed. ', 

' 

+ 

> 

More specific technical 
training, communications 
the Project Paper. 

agendas for immunization and ORT programs, 
and surveillan ce are outlined -further in' 

'-­

-".vex' 

Concern about program relevance, influence,!, and impact constantly~
the international development .community in Indias ,whe re 

demographi c, geographic, -and 'resource scale are daunting. 'The 

project 'identifies, points; of engagement 'where one can realistically> 
expect to be able -to inject new ideas and 'technolges 
for wide-spread diffusion. lge ihPopc' 

-

- -

-*'and 

-, 

- Health goals, policies,' strategies and program 'guidelines. are-
developed at the national level1. Immun-iza tion' and' ORT,: 
programs are critically important to the advocacy of 'newg ideas 

technologies since these programsVf inance and the re by
dictate to a very great extent the direction of primary health 
operations.' , 

' 

7 

- -

-Implementation and management responsibility rests with the 
states. A *grip 'on 'underfunded "and,' underconceptualized 

$approaches such as training, communications, and 'surveillance 
can similarly determine the effectiveness of primary he'alth 
operations. '''" 

'-' 

'" 

-

The,4 engagement of 
to identify, test, 
program approaches 

program and 'technology development systems-'--­
promote, and spread new 'technologies and "n 

can 'stimulate Aand eerie-both naioa 

policy makers and state program manage rs.~-­
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The., Indian planning and".budgeting systemis fundamental to :the 
project , concept., It i9s, wvhe re~ goals .4/nd ,policies ,are firstformulated and translated into st Irategies and programs, and it'
where resources are then 'allocated in support of' these policies and 

prgrms(resource 'allocation beifng msthe fudmna Xpresso ~8 '"" 

of 'national priorities). The system is well ?.deve'loped', int.egrated. 
_____________ ache jand..ro ++++7+ pma++"

operations. 'It is, susceptible toengagement and. is te single' ost 
important' vehicle for rapidly diffusing' new ideas~andtehogis
into primary health operations, and conversely,' field "realiity back'
into policy and program directives. ', 

This is not to rule out other opportunities or channels.' The 
indigenous private "practitioner and pharmacy' remain to be 
exploited. Social marketing systems remain to be developed-. Thehousehold has yet to assume its proper role 
at the center of a
 
relevant primary health system. These opportunities, will lbe
al 
engaged~ in the project,' indirectly directly 'through government
budget subvention, or directly through the Research and Operational
 
Studies component.
 

Two other points should be underscored. The project does not 
suggest that the locus of. a child survival strategy should be,
upstream from the household, village or To'theblock. contrary, its

premise is that primary health care have focus
systems to 

increasingly on the peripheral reaches of 
 the system. 'It is the 

'. 
 argument 
' 

of :the proje'ct 'also, however, that donor influence is 
probably to be..found' further upstream and associated with the
 
orientation and direction of policy, financial managementand 
systems. Secondly, the project must be as ,part of aseen

comprehensive strategy which ''already and increasingly' encompasses
other opportunities to affect birth spacing and nutrition goals. 

In si.=, the important premise to this proposed project is that a new 
approach, focused on 'a limited target group, employing only selected' 
interventions but on a mass scale, through,working established 
Policy and diffusion systems in both the public and private sectors,"8 
can have a dramatic impact on cnild survival in 'India; and that a 
successful program' reaching to the most vulnerable groups in society
will1, of necessity, have also had 'to impact, favourably on the
effectiveness of primary health care.-' " 

+ + ++++++++ +, + +++++++A"'AAn++++ ++; ;. i+?++7.++ + ,+++++ ++++ ++ ++++++:
' A+ ,+++++ +++++++++
 
++ ++:+ +++ +
 '+ 2. The Programming++++++ f ++++++:++ Concept' :+++- ..... "A" ++++ ++<++++ ++ '+?+ . 

The strategy suggests a different orientation or posture for the 
Hission. Some of the implications are: . 

reorientation Mission from an-A of sta ff away intensive 
engagement with operations at 

'C 

the district block or vil1lage "i 

'a
A'"level to more extensive engagement with health goals,

policies, strategies, and program development at the national­
and state le vel; 

A"

IA 
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V 1 ~::-Identification of the Indian plcanning and budge ting system and 
as the criticalpoin r rcycle eagement, and,,theMission 


parallel proaof a :iadoption sctor assistance mode 

141 

lo',rti of,,+++++a d.centrali zed approach to program+ 
4anagementm. i.e. recognition 'of 'the 'rol. a,!nd reap'onsibility of 

inienu systems, both 'public a~nd' private; and% rae 
,- - +i ,Ion assistance w e as otheriance .a.s technical 

organizations like UNICEF, in this instance, or CARE and FP 
in the. case- of nutrition), n a ,real c t to+-th art ofdonor diplomacy;'adarelcmimntoteato 444-'"-' " 

Closer integration of regional bureau, central' burelau,an-K'' 
development 'assistance 1and PL 480 resources; and K' 

SA higher t level of interaction and :confidence be twee n 
Washington and the' Mission. 

The Mission proposes that the project be authorized as .program
sector assistance pursuant to' Handbook 1 patViOobr3 
1985. Ourrationale 'is straightf orward: ------­

-The project is intended to have ' an eimiolgcal 
;significant 2 impact on mortality 

­
and <morbidity "in'-India 'and at++the sae ........-ndlng, the 'of The hneath
tm improve e'ffectivnes&constraints. themarproject

care.' It is 'the assumption ofi the project 'tratthineio 
4'- - -.....................- - - -- - -- - - - -' - - - - ...-.. ... ............--- + 


'of 
- - - + - - ::: - +#+ :+++'- - '+ 18 - #- iI- - - --­- - +h ++ - -++:a - -'i+ - i+ - g d - - :+ - -- 4'.new ideas<'and technologies into the, primary health system,-~---''

a~'nssurance of" wide-spread -diffu'sioni, will- relieve :or4 -
over-ride' long-standn policy' costant. h pojc i. 
not. specifically oriented to institutional" or~ infrastyuctural 

impact -rboththe,ry substantive o hca+ 
<-Kas well as' its -implementationand management. The agenda is 

simply 7 articulated but has th potential for' affecting the 
' - ' myriad-strands 'that constitute the totality~ of a primary-~'------ ~-~ 

4 4-1 < health system. o .''' ~ - ' '-

Teengagement ofteIndian planning4 and budget, system at'-
'both the national and state levels offers t he bes6t opportunity' 

' to assure wide-sra pdfuioo~6fte
- - licyand,' technical4' ­
agenda., At the national level,. tehnical, programs4 willbethe
 

'-<vehicle Those"'4 programsae dal o transmitting" newZ4~~~ 1
~--~-< U' -criteria -guidelinesj ,for. <the administration of -primary4.- <"'and. 

-
.,h I~- operations constitute' 'the ,major financia-l - "4~alth since',they, 

-'-". K<resource to ;primary hnealth- ope ra tions at ~the~state leve.1 A 
4-­

tthe.,.state iel ie imemntatvoh management sytes
 
--'have 'been ietfeas vhce In muost :cases, training, ~4
 
-commdri4- ca tions; and ~<survei1la nce "'Wilil be 7addressd~ 

~~ ~ i, II , 444' 4 4 
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to this proect 
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5U­

~>~"An annual1 workjlan is, proposed as the program event. h 
---Wo~~ ~ ~ ~ ~ ~ ~ arkelan-i11-recL- i -plid 7 d-t n- - en 

~appraised ;agai'nst immediately ''following planning and budge ting4
actins y the Government of. India, .azid can be~evaluated~ for 

perfrmane inthe subsequent .,p1anning anid bdetn,'cce
Engagement' at.,this point land level.'puts project finiancing on a ;~<~ 

parallel -track~with1 the treatment, of donor finances iby the 
Government ofIndi'a (i,.e. in-buldge t transfers and supor).~ 
Research: and operational studies,tehiasitnc ad 
parcpn triigwl 
AID~roect guidelies.~ 

be manage accodn to. traditional 

The' program, sector assis'tance mode offers, tremendous1 leverage 
to AID support' Nation~al engagement 'will pe rmiKt t hepolicy--­
and 'te'chnical rdialogu- to impact throughout India State 

engaemet ~ilIforce states 'fo~r -the first time to consider 
wholistically' aproahs o taiigcmmncain and W'
surveillance (ma~nagement systems 'whic.h can drive t~he --­

impleetation,and administration of~state-wide- primary healths 
operations). These 'two 7 systm th -L-eoedifso 
mechanismsfrwies and -technologies developed'pursuant
to the research and" operatiional st'udie's,' technical ssitstance, ~ 
participant trinncomponents 'of 'the project.,, 

< 

-

S .- Program and lsector assistance is the appropriate 
~providing local; -currency support and ,brings

''practice in India into line with AID guidelines. 

me c ansmfo 
AID' program 

-;'-'.',. 

.-The System Concept ---- ~> 

~'-"-~' 

Since' inuependence 'India -has -been building a -vast~ txealth 
ifatucture-'capable of reaching out to serve ',t hat needs -of.21j 
teentir6, popuilation.~ The area: projects of -the,'Sixth, Plan (IRH? is"-' 
one"~of tns rought th dvlopment of rthis health infrastructure

largely, to' completion '-'a national delivery system is in .place xand-­to a large, degree, staffed.. Re gre ttably, ) th yse functions , wit 
low, utilization, of 'services and- disappointing 2-resUlts . Expe rience ~ 
iniIRHP and other AID p'rojects has identified 'problems,,and developedf~Yk 4 

ways ."to overcome 'rthem :that 'have been incorporated Into this~ 
pro ject. 2 The 2problems iand the proposed' project 'responsessare 

~' 

4-2 

2 
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The Present S ystem 's Problems c, 	 Proect res ons 

~~1$4'Th health care system attempts, to ~By focusing on a few 1 key interventions~ 
embrace a wiide range of inte rven- with clear ac.tion at each Ilevel 'o~f 'the 

-t ions -whi-chtogethe rare'sup y--t oo- ---- helth-!systemrthe-e'ntire s6t'ructure will 
Sbroad, ambitious and vague i4n concept. be s't'-re n t en d­

'-Inservicemapwrtraining approaches' have been 	 training-will emphasize active~­
cor ei eIdidactic,; inclusive and learningexpeience to develop, required 
nfcse.Staff are unlabut skills needed to perform 'competenty th 

Stheir tasks and uinguided in the" most 'tasks invlved in c'hild survival- inter-74~ 
-criticali public health actions to ventioris.i Particular attention will be 
pursue. - 'devoted 'to comm~unications skills. ' 

The present system offers services Client-centered research will, guide, 
1which are under u'tilized -- supply demand creation. 1Modern social market- ''y 

-'- has outpaced demand.' ing approaches. to enhance popular4 u 
awareness and demand for -child survival'j 

-~~~ ~interventions are clearly indicated.4<"''' 

2 	Managers at all levels lack sound By identifying key~indicators of perfor~-"' 
epidemiologically and program per- mance and using, them in peripherals,4 

7. - - formance informnation as a basis for supervision as w~ll ,as at, higher levels '' 

- 444 making resource allocations. to' aggregate , system perform~ance , the~K7~ 
4 	 management infcrma'tion, system: wi.1- be-' 

come te to for monitoring and 
deci sion-maki ng. 1 

'411,41' - Resources in health continue- to Child survival calls for outreach'to'~1-4'' 
-. be largely consumed at the more -the most periph-eral 'levels with re'-'41 

-central levels and large curative- sources invested lar'gely in para­
facilities claim the major~ part 'of' medical4 worke'rs,'commnunity-baseda nd4 4 ,~ 

'1' - health budgets 	 and preventive in focus. 4"" 44.-­~ 

-	 Young children) particularly those- 4 Priority will be gvni e 

4 	 '' 'under one'year'of age,' and. pregnant in6reto proram ahiein 
114.1. 4women receive inadequate attention high coverage among children~ and, ,>,'1 

under most se rvice prugrams. ' ' pregnant woen and 'the MIS, which1 
1 14 - ~~~~~monitors their: perf'orance-4 	 .4""I1.'.414147 
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B . Pro Ject Goal and. Purpose~~>4-~' 
4'3, 

T ega of 4the project is'a significant reduction3of ifan 
Sand >child 1mrtality through' reduction of deaths from imm""' ----z bl -ieae - a d--h ir-cm l ca in -- and--deaths---from-- -'--­

dehydration due to4 diarrhea. ~~ '->h 

2 -Project Purpose 3<3" -' --­-4 44444 
4 "j'>:{3-4{4. 

Theproject purpose 'is? to34expand ithe,,1proo~ o of children an 
woe covered4 by immunization and, oral" rehydration thera'py,"'and 4f.3, 

4 to improve the quality of the delivery of theser interventions.'"'"44 '~ 

'-'''>">More spe'cific purpose's within the project period' are as~ follows 

To achieve a significant increase in coverage of children'­
~under age one with DPT, BCG, polio,' and 'measles immuni­
zation,, -and-a, significant increase in ofverage 
pregnant women with completed' tetanus toxoid immuinizti~n. >-v 4 

-

Tho ahee within a substantial' proportion of the 'Yho34-use holds with young.. children, a 4knowledge of" and3 4 

-4-3established 
 use of ORIT and continued feeding as 'a first 
4'3 line treatmentof diarrhea, in the home; and to support4 

thi's wth a nationial nretwork of cl'inical oral re'ydration ':3 ' 

centers..' '-4-4'->433 ~ 

a ''3. Eypected Project Ciuputs '""--4--'-3 3 3 43334Aj43 

ITre most> significant. accomplishments 4w9hich3 ,will result',in3 

whole, or In, part, from this' projec't include' th oloig 

An involvement' at' the' national .level with, the India-w-ide 
immunization ,3'an rl eyrto',porm..Tecne 

4quent exene, ehia policy dialogue:-should r-expand ~ 
USAIDJ'4 prt~ddt'icipini-' programsin n :ihe wne- ~3;'~<' 4 .34 

-Extension Of, the, Unvra Imuizto Program 4 to--.al-of~1-""' " -- "'4 
'4 ~ 4''-' 'Inrdia's 412 distri4cts 'by '1990.-> ''" -4 '3', ""''"Y~333 

'~>''-Hi"ghly~ effective 'immunization~ coverage' "-bas-ed on 'careful ~> 7i4~"':j~>e~erti'n and3 confire 4by, 'cove rage 3surveys, aheved 
'' 

4~~44 4' ­33 
4 ~~- jin. four''tar ge t s;tates. Inh these -states 3 the&'goal will;, be >~ 4'44 '-''"--'85 'percent c overage3 , of 'allYpregnant women an 'al 

~~ ~ ,~>children unde age one> .3'~'>f4;~1: 443:' 4 " '3 

Anti onal~~ network of'- clica reydato training43333-~44'4-3333'4,''i--4 

cetr 'e stablished an fully %functioni~ng 4 -in ~ever~y
 
' '"4""'- district in each3 of hefour project st3 ates.' 13~~'3~3
 

M3_ 3" 
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Ana tional1 oral; retiydration- therapy program, Vwidd reIi e's
primaril on~ utions; pre pared: and' adi 'iutdi h 

borne 4o~eeted by acestIpcae oral rehydration
salts and clinical'ORT care as requi red, inpla~ce 

-Oral. rehdration. theap acull,-eixig used as the. routine 
---­ e thod--of--treatment-'f or £infant -and Lchdid-diarrhea -ina
sinfcn pecntg of the rural .houses holds in 'the, four 

SThea deeomn iand' 
e ffectiv sa ewide 
caio an ma na geme 

Simmntization and ora 
~~~states~. ~F 

implementation~ of techn~ically4 Asound,~T
field' worker training,- mass, cmmuni~­

nfrato lasi support~ of A''> 
rehiydrt6i in eah ofth prjc 

F 

Etninof :research-based and Atested 
trainingLmtoooisfmth current 
districts' to -stafte-wide utilization in 
states.A 

field~leve'l 
RProecpit 
the fou 

worker-

projec 

$I'A A' 

Research-based mass - communi~ca ti on /demand fcreation 
funtinig hroughout eah project state>~ 

rograms 

~k~~tf7?Ii7 
~A4A~---~A-'---, 

4) 

State-;1ide management~informationf systems, which concen- jrate on Athei accurate Acollection an anlssof 'a minimumA'~ 
nuber of ke~y indicators, in place and. being us-ed to ,guide>-' 
suevso and kmanageent Adecisions,. and to monitor 
program effectivenessA4 in th'fu prjc staes. 

L4'AA- -

a nA-'prriem rorm toel of shatethe'A vilgs -h 

manImpre fIelasets 

JOTprgamAndd'' 

o rdfnrthern 
A 

betwensrial inervenion 

4. Proec Expscte Inputs 

A-~ ~ 
A---------ond-triuto toDprogra e Natlyonalf4o 

r gr m and 

Fu1A'A-.ndingof to roposeN-toject. lDies 
Program; 

tniersavlagesunizlation7~~~7' 
~ - ~' 

angmntOT 
-' -> 

-
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State; 

-Fund ing. throu gh, the Cntral: Gove rnme nt earm arked for fou r 
states for' the. following activt e13: 

- Training', of. medical. ataf f in ORT"' cliical trainfng 
cente r s­

Traini'ng of. al rua lh andrl ICDS: ri eral sta ff 
.~,ORT te'chno logy and ciunatng- this to vill1a gers 

Support for trainiing of 11{ distriict level staff in 
imp~vedappoachs immun iz ation panningt p 

implementation ,and moni to ring 

Support for co~unications a c t iv ities inarkeng
stdis m ltimedia capii b professional private

agencies4 and~ inte rpersona1i communi cations ,strategy­

-Support for. development o'f imp~roved' monitoring'.~ and
information systems reaching-from, collection of accurate. 

Sfield data t o i tsra pid. pro'cessino. and Us&e at t Ie 
~ ~ ,distr~ict and state: levels. 1 

Supporl fo~r' research and a&'ra ra'nge of.oPe ra tiona -I 
studies' designed, to. improve Ithe delive'ry and performance of 
the- helt se vi'ce sys tern wit parti cular' zf to Uc

ad 0T~j~ ~ a. ~ ~ ec 

> U:SAID Mi6~sion< 

Te>chnical~ assistance inputs~ at- all1 'three le ve 'Is: "to 
facilitate t he_ poli cy" dialogu 1 and ,the*rn 'of­
-technical ifraro~ ,oasit in manragemnent over s ght­

~ and to' collaborate in ~generatingi new' approaches. 

SShort te rm participant traini'ng for both natoa and state, 

4snt fore'cast ga-e 
pro'je ct, alone, ~bUt it is poSSi ble to: Make reSonbl tmae 
of he4pact of 'the two.,major programs wh-ich'it: supports; 

DIt pos sibIh to tega'level impac' 'of the 

rimuzato cove'rage, wri ch, is nowzr fo mess 
a nd ''less -.. han, one' third fo. ot r,': ise'ases, reach s a 
1evl of 6-0 -to 7':percent- by_'1990 udrUtee 

Sao 835-000 le ss infant and chil de a th'spe r 
rom, the 'tnre major imunizable dise'as. 

1 
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Diea se. ofwrabyratof, iheapycild deotw neigiare. 

by190 	 n one accesete ti esmte of 6l90 Foreat 

aboutu1ssion 250vng,005000 live peryear 

-theThus, 	 useofaoralprehratwicnh therojy i no prsneliie 

and hil-reepct e. t pent'dathisleef 	 of eisom 1cheve 
<4ilio chlde anOoeeccpta 	1990.ea the ofby 	 fiveesyiaas tere4 

prjcthe prest estimated1. milliondeahsldpen year. to 
abusailinvsaigaoue0,00dvspe.er 

T1us The 	 twodemaor Programs wibtepoetspot I
 

The prsn noareepcldt preveztint trogra deah of Inome 1.3 
Jalnuahlder y ya the fivenyeargof rgrmothepadd1990. Over 

projectathen lies ofe
anbetimtie 1.9 milo childorenuc tilhe
 

C. Theis Natonl an ueclss ymknmmunization.Prga..
 

by1990
The Predcesora
r o vacn4a ul nertdit 

~,4'4the present nainl iaccunezaio prdogr bea firs tniae in' 
Januarrya97 ith Gouncnmnt Expanded tProramond18.The ofsans 

vaccination (EPnth) im e bjeizti e f EPoIwasdretotrDc 
the
 

4~ T asapncofEI.Slfsdfcence'or 	 prevnabe'isaecdpteianof 	 vaccine 

bys 1990. be 198 ineral poimofvacie pwgasmul. itgaedit
 

th sa'nonwe seprogram 	 acn 
wasc usedk fo 'the i vrsameln ~ 
tmmnizpgain coverag Tby utovernen hea aloeinluedt tpoid­
vaccinatinan immuniationaof
&4 ' 	 dures theog healthsinfrldrencwith.T and 

~44444, 	 was an~am bitious program with worthwhile goals but 'it,lacked . 

thle focuis a'nd coherent micro-strategy that are essential' 'to 
4 succe'ss. As early~as 1981 the Government recognized that 'the 

'444444ta'rget of near. universal immunization,~ by 1990 would not 4'be 

'44,'achieved under EPI. Table III-I shows estimated coverage in4 
4444) .41978 and 1984, 	 the mid. point. of the' program. By 1984 coverage,~ 'snould have' been approximately 50 percent, while in fac '(it was44 

44 

~ 4 4'~ .~less third. ~<'<; 	 than one 

http:abusailinvsaigaoue0,00dvspe.er
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TABLE-11-1 

EPI PERCENTAGE FULLY OVERED, 7JNDER ONES/PREGNANT WOMEN 

Poi-3 TTYeair 	 0P- BCG & or Booster Measles 

1978 24 05 9 22 

1984 27 21 27 35 

1990(Targe t 85 85 85 100 85
 

Source: UNICEF Estimates
 

2. The Present Program 

Having recognized the need for acceleration and expansion-'of immuni­
zation coverage, the Government constituted a special task force to 
prepare a project on EPI acceleration. In October 1985 the task 
force produced a report titled, "Towards Universal Immunization 
1990", which set forth .a district-based plan to accelerate immuni­
zation coverage. This Universal Immunization Program (UIP) has been 
approved by the Government and is in the process of implementation. 
The basic concept is to intensify coverage on a phased basis in 
selected districts to achieve and sustain universal coverage ;within 
each district. There are some 412 districts in India. They range 
in size from 500,000 to 4 million, with an average populatior of 1.8 
million. Each district is divided into blocks, each block having a 
population of approximately 100,000. 

UIP will be implemented in specifically identified districts and 
metropolitan areas in, increasing numnbers each year of the Seventh 
Five Year Plan until national coverage is achieved. At the same 
time, the EPI program will continue to operate in areas not covered 
by UIP. By the end of the plan, the two programs will converge and 
there will be one national program based on the-UIP model. 

The major differences betwen the UIP district approach and the 
regular EPI approach are that under EPI: 

-" 	 The target groups are infants under one year of age and 
pregnant women. 

- Detailed, district-specific, planning exercises are undertaken 
on the basis of which additional resources are provided. 

- The strategy is to identify and register beneficiaries (village 
by village) and to actively reach them, predominently through a 
combination of outreach operations and fixed centers. 
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Massive time bound schedules are prepared for, training each and 
every worker. In 1985 it meant training narly 2000 doctors 
and 20,000jiara-%edical workers. 

-,..Active inter-sectoral coordination is stressed for optimal 
utilization ofexisting resources. 

-Setting up of.-disease reduction targets and monthly follow up
of program progress and feedback are included. 
Surveillance, monitoring, evaluation and maintenance of high 

coverage levels are important points in the planning process. 

-A major emphasis is on demand creation. 

There is a strong political commitment for the program, (On 
the 19th November 1985 the Prime Minister of India dedicated 
the program to the memory of late Mrs.Indira Gandhi, and he 
reportedly is receiving regular reports 	 of the program's 
progress.)
 

The number of persons to be covered by both UIP and EPI during the 
Seventh Plan period,, based on the 1984/85 population, are shown in 
Table -111-2. 

TABLE-III-2
 

PROJECTED IM]M1IZATION COVERAGE 1989-90 
(in millions)
 

Target Group Vaccine 	 1989/90 Coverage
 
Number Percent
 

Pregnant Women TT 	 23.9 1001 

Infants DPT, Polio, BCG, 18.3 85Z 
Keasles 

School Children 

5 Years 
10 years 

DT, 
TT 

Typhoid 13.3 
9. 4 

16 years TT 6.1 

Source: The Immunization Program in India, DGHS Min. of Health 
Family Welfare, Government of India, 1985, 'pg.59. 

As is true of all health programs, although UIP is a national 
program, implementation is the' responsibility of t he states, 
operating in turn through the districts 'and ultimately the blocks. 
However, ,for UIP, responsibilities have been clearly defined for 

6 
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e .level natinal state, district and block. There is aa 
coherent p of action and there is less freedom of action at 

suorintelevels. Inedthe procedures to be followed at the 
block level in each UIP. district are standardized for all partici­
pating districts. Three critical differences between this process 
and theexecution of EPI are the baseine enumerations w hi, h 
identify the infants and wme n t o be covered; t he out reach 
operations, which take immunization services to the villages aon 
regular recurring or periodic basis; and the monitoring of coverage 
achieved in the target groups. 

It is also important to note that UIP, while it is district-based 
and centered in the government health system, is not intended to be 
exclusively a government health system program. Rather, it seeks 
active involvement of other governmental and non-governmental 
sectors. It seeks support from private sector and public sector 
corporations, professional bodies like the India Medical Association, 
The Nursing Council, etc, for program planning,,implementation and 
demand creation (e.g. District Collectors have been identified to 
act as focal coordination points for inter-sectoral coordination and 
coordination committees have been set up at all levels). The Indian 
Medical Council is being involved to train interns and medical 
students in UIP. Arrangements are being made to provide vaccines to 
private medical practitioners, including indigenous practitioners, 
to expand coverage.
 

3. Proposed AID Support 

This project will support the national Universal Immunization
 
Project through a series of annual grants to UNICEF over the remain­
ing four years of the 7tn Plan. The annual fund releases will be 
made under grant agreement which will be patterned on the August 
1985 AID-UNICEF Central Grant Agreement "For Support of Child 
Survival Activities." Accounting and reporting requirements will be 
essentially the same as that in the Central Grant Agreement. Current
 
projections are that the funds will be released 
 to UNICEF in equal. 
annual installments over the next four Indian Fiscal Years, IFY 
1986/87-1989/90. (The Indian fiscal year is from April I to March 
31). However, by mutual agreement between AID and UNICEF, the 
annual releases may be varied if fund requirements or project 
performance warrant. 

There is a compelling reason for channeling the national immuni­
zation support funds through UNICEF. It has been the major 
participant and the most important donor to date for both the EPI 
and the new UIP programs, and as such it has a strong voice in 
program design and execution. It has an active technical working 
relationship with WHO. Its ability to influence national programs 
and to mobilize national leadership for them has been amply demonst­
rated. It has an efficient procurement system capable of supplying 
foreign exchange financed cold chain equipment and vaccines 
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It has an excellent technical staff in New Delhi and a network of 
state and zonal offices with over 300 staff who oversee program
implementation. It would be redundant for USAID to attempt to 
operate in parallel, to this; capability, and under current staffing
limitations, it would be impossible to duplicate even a part of it. 

program by working with and through UNICEF, and this process has 
already started. In recent months USAID and UNI1EF staff have met 
several times a week to coordinate activities and share information, 
and USAID staff has begun to participate in regular monthly
coordination meetings with UNICEF and WHO. With the U.S. contri­
bution to the UIP proposed in this project, w would expect this 
participation to be expanded. This will allow for a substantial 
U.S. contribution to the technical aspects of the program, such as 
training, communications, and management information systems. 

For example three courses on UIP planning and management are being 
organized by the Government of India with UNICEF collaboration 
during 1986. .The courses are designed for senior state officers 
currently involved in planning, managing, supervising and allocating
 
resources for UIP activities. A district micro-planning approach is 
being emphasized to strengthen management of the UIP Program at 
district level. UNICEF, USAID and WHO have collaborated on the 
development of the training modules and are assisting the GOI as 
resource personnel at the three 6- day workshops. 

At the conclusion of the micro-planning workshops for senior 
technical staff, two-day meetings involving state and union 
territory health secretaries and senior officials of the Ministry of 
Health and Family klfare are scheduled to discuss matters related 
to the Universal Immunization Program and the Diarrhea Management 
Program. Again, UNICEF, WHO and USAID will serve asstaff resource 
personnel. 

4. Procurement of Equipment and Supplies 

A small part of the UNICEF support for UIP goes for such things as 
training seminars and salary support for a limited num ber of 
government positions at the state amd district levels. However, the 
bulk of the funds are used for UNICEF procurement of supplies and 
equipment ranging from immunization cards and training and informa­
tion, education and communications materials to needles, syringes 
vaccines and cold chain equipment (the largest single category). 
Because of this large equipment and supplies component, the Mission 
carefully considered direct AID procurement as an alternative to a 
grant to UNICEF. This alternative was rejected for three principal 
reasons.
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The first in the management problem referred to above. With the
/ program spread over increasing numbers of districts each year,

divided procurement vould require extensive coordination; and UNICEF 
already has an effective procurement system which delivers supplies
and equipment directly to designated consignees at the di tstr~ict 
level. All of the elements of logistics would be, unnecessarily 

The second reason is that some equipment is not manufactured in the 
U.S. or India. The most notable examples are the walk-in coolers
 
with emergency pouer backup produced in Finland, and the lined
ice 

refrigerators which are manufactured 
in Sweden, and which have
 
proven to be essential in a country where prolonged power outages 
are a way of life, particularly in the rural areas. 

The third, and most important reason is standardization. Equipment

maintenance is a long standing problem, which the 
program continues
 
to 
 try to resolve. It would be compounded if different types and
 
manufacture of equipment were introduced into the system.

Similarly, equipment standardization facilitates standardization of 
training modules and materials, and training is a cornerstone of the 
system. 

Also relevant is the fact that UNICEF, on its 
own volition, and with
 
strong support from the Government, continues to seek to maximize
 
procurement in India. This is 
not a passive process. Private
 
manufacturers are actively sought out and encouraged to produce

items not now made 
in country, or to raise quality to acceptable

levels. As a result, in 1985 over 40 
percent of UNICEF procurement
 
was in-country, and this percentage is expected to increase over the
 
life of the project. Overseas procurement will continue to be used
 
only when the item is not produced in India, or where the quality of
 
the Indian product is not acceptable.
 

5. Vaccine Production:
 

India currently is self-sufficient in the production of DPT, DT, TT,

typhoid and BCG vaccines. Production capacity, over half of which
 
is in the private sector, is adequate to meet requirements for these
 
vaccines through the life of this project, except for 
DPT. If 85
 
percent immunization coverage is achieved by 1990, and
current 

presently planned capacity for 
DPT will be 6 million doses short of 
requirements. This shortfall will have to be met by further 
increases in production capacity - probably in the private sector 
or by imports. 

Oral polio vaccine is about to be produced to India for the first 
time. The Haffkine Institute has received WHO approval for its 
vaccine and will undertake field trials before entering into full 
scale production and distribution.
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)asles vaccine fis Dot now produced in India and is being imported
for, the' UIPby UNICEF. AID has been encouraging the privately owned, 

- Serum Institute at Poona, which currently imports measles vaccine,
mostly for sale in the private sector, to produce measles vaccine,

and an AID private enterprise loan to support this is currently


* under' active consideration. This project will support this effort.
 
: leve1 n ti s AIDure , Ih "'has -to
s-- d~ ono r st gant t CE agreed 

procure a locally made, WHO approved, vaccine if the price CIF
 
Bombay is no more than 15 percent above the lowest foreign bidder.

This would give the Serum Institute, or any other local manufac­
turer, the financial incentive of the 15 percent' price 
 differential 
plus an almost equal freight differential. This should be an

adequate incentive to stimulate local production. 

6. Fund Releases
 

Trie key event for the purposes of AID fund releases will, be the 
approval by tne Government of an annual implementation plan for the

succeeding year. These are national plans that are shared with the
 
donors, although not technically approved by them. It is the
 
process of active collaboration between various
the government

levels and the donors that ensures that t he plans meet program
crriteria and that each succeeding year's plan is based on
experience in the preceeding fiscal year and is designed to attempt A 

to re solve problems that have been identified during that' year.

This process has already been utilized by UNICEF to good effect.
 

Although the annual plans are subject to formal donor
not approval,

fund releases to UNICEF will 
require a formal determination within


*the' Mission on past performance and plan adequacy. This determina­
tion will be in the form of an Action Memorandum'from the Office of 
vt-alth and Nutrition to the Mission Director. This memorandum will: 

- Assess performance in the current and prior years, 'against the
 
approved government plans for 
 those years. This assessment
 
wll include an" identiflcaion of major problems and will

document actions underway to' solve them.
 

- Assess the approved plan for coming year againstthe 'plan.

criteria and in light of the assessment of present and past
 
performance.
 

- Recommend release of funds for the coming year. 
' 

It is theoretically possible that the assessment could pastfind 
performance or the upcoming plan so short of. requirements that a
 
fund release' would have to be wi'thheld or postponed. However, in
 
the case of UIP this possibility is more theoretical than real. UIP
 
is an established program. Its overall targets 'are very ambitious,
and performance may fall somewhat, short of them. Even if it does,

the increases in 'immunization 'coverage that will be achiev ed 
 will'
 
more than justify the program's cost and effort.
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7. Plan Approval Criteria 

Separate USAID Criteria for approval of the plans of the Universal 
Immunization, Program are not necessary. UIP is an established 
program, that has been developed through extensive 'consulta ti'ons 

'­

between the Government and UNICEF and WHO. More recently, Mission 
---- ------ tec hni cal-esta ff--have-,-b-e gan7to'ta ke-an-ac ti'vw-part--Tii thi-Th ce s7----


However,, the Criteria against 'which UIP was developed will continue
 
to provide a benchmark for measuring the evolution of the project.

These include:
 

- - Targeting children strider one and pregnant women 

- Careful enumeration of the target population, as a basis for: 

De1tailed action plans 

Requirements for .equipmnent, supplies and vaccines. 
-- Staff requirements 

-Adequacy of budget support. 

0Adeqacy
of staff and supporting infrastructure. 
 ' 

-Adequacy of training - content, duration, materials, coverage. 

-Provis~ion for communica tions, information and education, 
ideall1y based on 'studies of knowledge, attitudes and ' 

prach eGhces. 

-Proii 
 for monitoring and evaluation. " 

D. The National Oral Rehydration Therapy Program 

1. The Approved Program "' 

In May of. this year the Government approved inclusion in the 
current Seventh Plan of an outline of a national oral i*'
 
rehydration therapy program, titled "Management of Diarrheal
 
Diseases* Amongst Cnildren Through Promotion of Oral Rehydration .
 
Therapy.- eveloped out of field trials in India and neighbor-
Ing countries experienced in large scale use of ORT, 'the program 
calls for a three tiered approach with each component reinforc­
ing the other. The three tiers are: ' ( 

'3- .. - 33 

-'Training 
 of households to use home made oral rehydration
solutions for all episodes of di arrhea, and knowledge of
 
appropriate indicators' for reference to a health worker for
 
the 10 percent of cases needing oral rehydration salts (ORS) .,
 

packets.
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Prvsinof ORS packets, through, both5 public helh sse 
andthemarket place with particular,:,eiphasis.n r~ahig" Y,~~ 

the half million private, practitioners. largely through 
commercial outreach 1and ORS, promotion, -marketing' and sales.~~ 

Skill training in',clinical, management of severe 'diarrhea<'or"< 
;all~'iatidoc ors ~ito a~ssure 1 no t5 "'only pro pe r' 727~ 

clinical' care in the imtdIpecn:o diarrhe::cases.<' 
wh ifethreatening disease , but also to achieve a high,.. 

degree ofconfidence and support by sdoctors in 5the overall 
national ORT strategy. 

2. The Basis for the Program ' > ~ 

The details of the current strategy derive from extensive 
experience in introducing ORT in India through, various programs 
and projects over thie past 10 years. They include: 

' 

" 

-The 
 Training Needs and Communications Needs Assessments
 
''carried 
 out' under the IIRHP 'project land the consequent


development of training materials for trbe Health and Family 
Welfare ITraining Centers (HFWTCS) and various innovative, 
sub-projects. 

-The P1)65 funded pilot ORT programs managed by CARE. 

Baeiesresan aktrsac carriedou une th
 
1;,;i,,,~IcS project. anou ude th
 

-Phase I of a national market survey on knowledge, attitudes 
and practices in diarrhea management by the Indian Market 
Research .Bureau (fl4RB) for UNICEF. 

-Five, years of' training at the 'National Institute for Cholera" ~ ~ . 

and Enteric Diseases, using WHO Senior Management and,' 
Supervi so ry 'LevelI Training Courses. sOveir 500 health 
professinal7s have been trained in ORT' Program Manageet 

-Projects by numerous private voluntary organizatios ,who ar 
demonstrating village based 'home "ORT on a"rising sc'ale . , , 

-Eight ORT' Clinical Training Centers at institutes all ,over, 
India to provide hands-on professional', experience 1in 'proper s 

clinical case management using WHO designed ORT protocols., 5 

-T n t y two WBO-sponsored sample surveys covering 300$,000 K9 
children to, establish, current knowledge and use of~ ORT' and ~""" .5,~ , 

Sme 
 asure diarrhea morbidity and mortality . s 5, 

~ 5 5,,"'"'-Inclusion of, training and ,ORS packets, in, medicine supplies"-'" 

-'Inclusion 55of ORS Training s'for all 13,0 -fncioin 
~' ~'''~ <25< n'5a'wadis' (the front line sICDS workers) in India;. 
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-'a-~------a-Ove r private pharaceutica1 firms, htnwpoue 

maretpromote adstribute a-ORS in India ,'largely through 
-a---chemist shops locateda-in, larger towns and cities. ~~a4~-ja''- - ­a 

-a a.a-a---~aa----aa Extensive publication in Indian professionalajunals and aaaa 

maor symposiaI4rkshops have documented experience anldv' 4 X--WaA 

3. The Current Strategya-a-a- -2AP<--

Thea detail 'of the current straey ha--fa- evolved--a froa-theseaan 

other experiences. aIt inldehsesvd:rmtee n -- a 

Household outreach: cAs prese ntly outlined, the' major training 
thrust of the program to becrre-uttrog-hefllwn 

a-a- structures: t ecridottruhtefloig a 

-The ORT program will be implemented by the States/Union.
 
a-a- Territories-within the. broad framework of the guidelines to
 

be 'provided by the Ministry of Health Family "aWelfare
.and 

which will coordinate and monitor t he aprogram s ain ,the:-a­
a-a-a-a-a-different states, compile data, aprovide ne cessary feed-back 

and financial and other assistance. aa -a 

Cooperation and active involvement of other departments such -'­-aaa 

as Ex-ucation, Social Welfare, Sanitation and Water Supply ia­

and Voluntary Organizationsa-will be sought and encouraged. -- - -­a a 

- At the state level, the, program wilbe ognzdby tn~e aa aaa ---­

state ORT program officers who will be provided witn a a­

research officer to. coordinate and monitor- all the activi- aa- a'aaa--­

ties.a a- aaa a- a 

~a--aa---a---- At the Kdistr carredel monitoring'a d:u e v so of thea-a a-a------ta4
a--

program will be cridout by the District HelhOfficer., -a >---a~-a2 

- At athe PrmryHalth Cetr(PHC)- lee, th edical ­aa 

AtePrimrTrinn Center ,in-a-providinga-"wil:eivlved 
trainofingers th meia ofierv'o th, Hs, -evioso 

mut-u wile pewrovier asd workers- 'anduros 

supor er param-eeve1 ea vunary t-a-r a a- a--ne 

attn s to na d k ndbh r an 3n 5 w WO r a a5 'a-- -aaaa--a 

tscinoog to hesa-mteaicah a-ofcetr -o hiHs uevsr o -­aaaa-----.
 

..............-
 a- -' - a - - -a aa 
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~-~Assistance'' in- locating an sin re t ai ~distribution , 

hanelsfepaching, vilae (pit fsle iplyinta 

.~dA stocks' -~ same~ network" as" used inow for Jaspirin,' Vicks,, WA 

*? It is envisioned -that- progrsivly R Lcommercial ~sales will- ~A-~ 
ovrtk and ,substantially" reduce - gove rnment sppy eesa 
Ga-~sme 50-80 percent of rural people- use private prcttonr 

Swhe n seekingprofessional car for diarrhea. 

Medical, Doctors in liealth: Insti tuti'ons:-

The national. Diarrhea Disease Managementl'')Plan. re cogni zes the'-
important. role p~layed by~doctors, espe'ciallyA those in government 

" > 

and~private. referral instiftutios,...' both the lieavn effect 
­

* , of . proper clinical'Kcae managemenand their infli.ence on~the " 

clinical 'pracdtice of, other doctors, practitioners, ,of, 'Indian -A 
systems ;of.: Amdicine, :,anid :the general public. The' project, 

theefoesupports expansion of, the initial network of~Clinical*ORT training centers (now 8 'fundedb WHO) to i'nclude all. 106 
,...Medi'cal 
 'Colleges 'and,, in Addition,' Distict'Hoptl in, those 

" 

Districts 'where 'the ouatreac&h ORT. -efforts are being, conducted. 
Ultimtly each' such, hospitalt mshould 'have . ani' oral "reyd'ration i,'>'A 

treatment clinic which~is, 'capable o~f providing training for A 

district. level medicalofficers,~private practitioners', and- other 
medical personnel in'' its', atchment- area., The t'raining will be

praticlhands-on, ratet of cs o dirha'eyra 
tion.4 Eahgraduate, will be reqird ,to treat 20 such case 4-A, 

A ~before soecuring 'certification.,A 
' 

' 

Trisnetwork wil assr. life sain treatment 'in the, n
 
A- A'percent of "cases re q-irin skilled' 
 clinical, maa.mn and 

a .ssure positive attitude towards and model of-ORT ,a "role., 

isiuinldoctors supporting ORT a ll levels. A' 

Le. Proposed AID Support .A4A' 
>A& 

The' prjetwil 11 Ind ia s national Diarrhea Disease " .. 
-~pr 


4~A44,A.

Maaeet(R)Program.,. The procedure for, release',of ,funds . 

will geerll fllw ha set fJorth for,,UIP above',,

~4~but it ,must,be' recognized tjat the6' ORT nprogram: is in' a'much '
 

d<4.A4ifferent saeof developmient. The' approved, plan 
 is,only an 
ou'tlinre :p~lan whi ch 1.sets forth'A the' basic, concepts of,;the<--.. 4 ''" 
program.,~ It contains -much less detail than',,Toad' Univers"a,,>AL"~ 444 

<''~~4'-' AAA" iIm1unization contained i ~when i was4'otos su d'A~A- A ~. 

Tailsla'ck .of 'detail <is less a problem thanTh~oppotunit--T'A 
'~~4 details''-i1J., haeto be developed, .as a -art, of 'tth.process of .;'A 

p. rep-aring anlnualAAipflementation pln. iso technical staff,, <jAAA44~< 

{~"6A'A-A.in collaboration with A'UNICEF and"A" O wlpatcae'actively --­

444.Awith the~Government'. As with UIP, 4 these wi'll be national GO IY~ 
' 

plans 'that w~ill be shared ith th iso n ote dono-rs, but ~<AAA' 
willA not technically, be'4" subject ,todonor' appro'val.' It is the4 - ' A 
plan pr pr tAji'A4 process that ' is the k, y . A A 4 4~ 

http:6A'A-A.in
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exein, and~ A'a the,~A crt se tAA fort be ow IAAin 

Nution Mem 
ahe pasit~ perforance agaist dpriousl oaproved planse ThisAJA 

suceein ye~B~~har 'Acin ~ n-norandumwilloMsss currnt 

AMA~ ~ %Release~ of.supor fo~ each, fiscZa i't year rqur anA-I ttionXwil r 

Memorandum- apilled l) Director andf receipt'of
bn~y, t he Missio 

saepienaceor, evdec fromi.isthe Goy~ernmat tBha forth beilowsupport
 

agenies e.AAgAI I The .fn .rlaes''i l tut' .fin 

A Aad pabustm Anp sforate puarposes of thi proectaproe wl wiArabe~-polm~Wn (Fnd 

re
Recocrse qat xp 'dit r , requiindunaceptble, 
pefraneo any.- year'sAA impemntaio pla wll om in th 

decision to pr~vi dee- dng i th~G~e-sucet ig year, andsuprt ti 

impleme~natofd the ctand releasede -pastontua th,, Nts.ino Mn 

An 
 acisAthe, 

A ~deterinintwhether eor unosca.f ationi. pr jct fieud il b~~~ 


tive Acion MemInfumdrvie e rafraen o 
AA; A 

Asesmn ofohepotntaleffecrtivens anqrd. dquc ofarelewi11I>asedAR~ Am lmnttoquar Aor ifAA dterlynaio AA - AA<AAAnA 

-ua 

-AAAA 

tivesmeasures gifey.. A dibure -A A 

Sinequc fnmer"t banresedeths tejo on a realistic
 

rAAAKA-Tra erinof e r- akaayis betvs toiheathe 
wil airect
used.r 

DriVs t r ct implmAenation iplnm etaign pfl anil drcoeinthct 
pakg howM shoin t lllvestoases rinngned 




-Train' &1l needed uanpowe r 
Supe rvi se and overgee "training
 

-- Monitor trakning.'at all level~s
 
-- Monitor use of ORT
 

4ORS :Promotion 

-As sessment ,of. actuial ne'ed for and use of- ORS packets at each 
level of pbli~c health. 4systms'l to beadjus ted 
accordingly. I 

~ -Involvmn of OR isi h mreigefr.This may 
incude me, make reer,,promotional.1 materials,A ~etings', 
prootina metns field surveys~and assessment. '# 

Invo I veme nt of prfsinlsucietiesn thrnn-oen 
ment: means ofcn'cighathpattoest romote s
of ORS and ,better diarrhea manageme'nt. 'a" 

'" Professional Training in Clinical Case Management W4 

eve lopment of~ operational norms of4 clinical UORT rainftfigk 

Dveopen~~~ of- me thods- to' measuire impact on the 44p-acti-ses of. ''~4
 

4'~44,,''"'""""~ t-trainees. 4 ~''""~*'., 
 "4 

~4lnvolvement 'prfssoao socitie in4 prmto training,~"~~~444444'Y~Z4U'4 
a'~nd" ce rti ficat i4on of' 'docdto rs.'" 1>~:4):~>~4', "' '~'4'-' 4~ 4 

Supor fo , etns pbiain and rese'arch ~projects on1 "'4i 

~~~~~R by doctors.* 4'44'""~,4444'4'4!11441 

G14~'1,eneral Ad quiacy of""funding in support of the labove '4 "i",'' 4 

~ 4~4'"4 ""4E. State Level14 4,Activi ties1 4'"' 

'The1.~" RProect wtats 
44oec c44 T44rte H was deige to only, 14 dist~'ricts of1 8'7 

in five target s'tats~"4With the decision4 to suppor 4s'tate-ide"4~'4" 
~programs, management p4rudence Jand staffing limitations ' 4dictte 

4 '4 ~~.''tnat this 'number. be 'reduce'dNto'4,four 4 states.;The 4four states' 4 ~"'4 
4,proposed. have beer. ths otatvly:novdi USAID,,, 

IRHP 'and I4C)S 4,projects. Thiey ae'eog ""dvrstto'& make 4,them'' ' 

valuable from'a7 national demonstration point of view. Jogether4 444' 

~they have ,a to'tal popiul'ation of 126 milio'n, 4 predominantly 
~rural, residing in 73 d'istricts -and served by ,1,990 Primary
Beal'th Centers'. A brief characterization of ea'ch st'ate "follows: 

Maharashtra with, a 'popula ion of~ms 0mlin i the 

lrargest ,project 4 state. It -,is- second in:, t country, in per
'capiita. income and many of itsi india'ors charac6terize i'4t as one 
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of the most advanced states in India, with infant mortality at 
about 70 and contraceptive .prevalence at about 45 percent. 

ovever, state statistics are skewd by the high urban 
population and there are stl a large nuaber of poor rural 
districts which show all the indicators of the poorest areas of 
the coutry.h- lo 

-th---almot- ja ra -- 4 0--million--people--i s---one-- -of- t he--mosBt-----­
:-: progressive states in the country, but it has strongly contras­

ting indicators between the rural and urban populations. -Parts
 

of Gujarat are extremely poor and the level of infant mortality
 
has been unusally high for such an advanced state. It is the
 
only major state in which the epartment of Health and Family
 
Welfare serves as the nodal point for implementation of IC-..
 
It has an energetic population and a very strong tradition of
 
voluntarios.
 

Himachal Pradesh has shown enthusiasm, interest and determina­
tion in planning and implementing the IRUP Project. Several 
innovative activities, such as ORT training centers, ORS produc 
tion, and expanded measles immunization are currently under 
implementation. The small size of the state, with only 4.4 
million people, makes state-wide implementation and evaluation 
much more managable. Infant mortality remains significantly
 
high at 92, logistical problems are typical of many isolated 
rural areas and the challenge of managing, monitoring and 
guiding child-survival efforts is typical of much of India. 

Haryana with a population of 14 million also has a high rural 
infant mortality rate, a much lower urban infant mortality rate 
and a fertility rate that is abofe the national average. For 
the first; three years of t he IRHP project period, Haryana's 
performance was slow. Howiever, during the fourth year an active 
Secretary of Health was assigned who completely reorganized the 
project.. Within a year activities moved quickly ahead. -Tre 
state, has shown interest in a -number of activities-inno'vative 

and has undertaken a community-based nurse- midwife -training 

-If,program. the- state can maintain continuity ,of health 
- leadership there is good potential for the effective implemen­
tation of child survival activities. 

This project may be- amended in FY 1987 to add Ministry of Health 
and Family elfare state level components to parallel ICDS state 
programs, provided that USAID can identify the means for 
managing the proposed expansion. 

2. Background-
The national level -ORT and Immunization programs which AID will 

- "--:---support under this project are activities ' which will be 
- ,primarily implemented by the -states through -their health ----- ->< 
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delivery system under the guidance and funding of the center. 
To assure that the state level oealth implementing systems 
operate to their fullest potential in delivering the key child 
survival interventions, USAID's support at the state level will 
focus on, strengthening training, communications and monitoring
 
and information systems.
 

inpbdeve oping support-for thseh .major incompentnn 
strategy is not simply implementation of ORT and immunization as 
two isolated health interventions, but rather the use of these 
proven technologies as the focal point to establish an effec­
tive, high coverage system leading to improved child health, and 
developing a rural primary health care delivery capacity which 
has a community-based orientation to service delivery, and which 
is capable of delivering any technically sound intervention on a 
wide scale. 

3. Proposed Activities
 

The specific detail for activities under the state level 
component will be developed during the first and subsequent 
annual work plans. However, based on previous experience and 
discussions with states, the following outline indicates the 
range of activities that will be covered under each of the major 
elements:
 

Training Activities
 

Manpor is the essence of health care. Well1 trained and 
confident in the L chnologie s, and with the communica tions 
skills to transfer them to the communities most in need, health 
personnel cp.) in a very real sense, determine the success of 
child survival efforts. Numerous surveys, and particularly t e 
IRHP Project Training Needs Assessment, have reiterated the 
problem of low levels of skills and motivation among the most 
paeripreraI front line workers: village guides, anganwadi 
workers, au) liary nurse midwives and their immediate super­
visors. Yet , numerous pilot and demonstration activities in 
!.ndia have dramatically shown results of improved training. The 
Training Needs A~ssessment (TNA) revealed unacceptably low levels 
of knowledge and sk-ills among these workers. Less than half 
achieved even minimal standards, particularly in ke y crtild 
survival activities such as ciiarrheal disease management, 
immunization, care of the newborn and nutrition. Based on the 
assessment 's fundings, state training centers, with USAID 
collaboration, developed training modules to address the : 
identified gaps. These modules are being used for state 
inservice training programs and will be the starting point for 
further-improvement under- this project. 
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Traditionally, training of peripheral workers follows a rigid 
lecture approach. New approaches make the learning process an 
active one - first defining needed skills, then determining 
precise objectives for learning, then creating active learning 
environments to assimilate skills and finally measuring the 
attainment of these objectives. Training is focussed, ye t 
tailored to the needs and lefirning, patterns of the individual. 
The -process-of -- learning--is- interactive --and--fos ters-bette r 

* 	 communication later with clients. Well prepared trainers and 
learners manuals, and intensive trainer training have been the 
vehicles for effective training activities. 

This project will emphasize this approach to training, demon­
strating 	 the effect on both competency and nttitudes as yell as 
impact in the community served. Project activities to achieve 
this will include:
 

- Training of trainers in s'jecific educational technologies: 
needs assessment, competency based training methods, module 
preparation, training evaluation. Such courses will be for 
the staff of the major training institutions at the state 
level. As experience from the "Training and Visit" approach 
now being implemented in some health related areas becomes 
available, the T&V System also could be integrated into the 
training 	technologies courses.
 

- Workshops on planning and management of training programs 
for senior training officers. 

- Training for trainers in specific child survival technol­
ogies and their implementation, to be organized for:
 

-- Regional Health and Family Welfare Training Center staff 
-- State Health Directorate training staff 
-- District training staff or training team 

i-- ICDS staffDstrIct 	level 

"- PHC level trainers, including lQDS managers 

- Development of a comprehensive, phased plan to train all 
peripheral workers in key child survival program interven­

* tions and provide continuous inservice upgrading;
 

- Development of a mechanism, identifying specific responsi­
bilities, for control of quality and content of training 
program at all levels down to the village, i.e. from state 
training institutions to district to PHC to subcenter to 
village. 

- Training materials development which would include 

Preparation of specific guides for training materials 
development. 
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-Preparation and dissem~ination of training' guides, for 
A trainers at each training level, and training modules for 

each worker level; 

-Re view , modifification and, amplification of existing
modules based on, the IRHP Training Needs Assessment. 

other 
private sector groups who have demonstrated skills and 

:''". 

exprieceand who could assist in' aspects of this 
overall training effort; arrange for their participation. 

Communications /Marke ting/Demand Creation Activities. 

'The key to good health in any society is related almost entirely 
to attitudes and ,behaviors - behaviors with re spect to 
cleanliness, feeding 'patterns and the use of existing services 
such as UIP. 

Particularly in preventive medicine, the major goal is to change
behaviors to embrace healthy life styles 'and activities. 'Thus 
communicating information, knowledge and attitude is the major 
job of health workers, and ineffective communications is often 
the root cause of program failure. Workers are culturally aloof 
and' often approach villagers ineffectively. This holds true not 
only for highly educated health professionals but also for 
paramedical workers, who themselves often communicate both 
verbally and non verbally in an ineffective or even negative 
way. This is the major reason for the popularity of tradition]
healers. They are culturailly at tuned , client"-oriented, and 
invariably comT-unicate effect'ively with their patients. 

Experience in the health sector in AID funded programs through­
out the world has shown some dramatic results from the use of 
modern communication approaches. In Honduras, Egypt and Gambia, 
major changes in approach to the care of the chiI d. with 
diarrheal disease have been accomplished. In Indonesia, in a 
single decade the use of family spacing methods increased from 

4 . -
less than 10 percent to over 60 percent of all, couples. In 
Colombia and Turkey mass communication campaigns supported by 
house to house motivation has resulted in doubling and tripling 
of immunization rates. 

In short, a'modern' approach to communications in health has 
proven to be one of the major socio-technological breakthroughs -
of the last two decades, and mobilising community action and 
social concern is possible ,through effective integrated'
communication strategies. The key steps in such a strategy"are 
as follows: 

First, any program must start where the community is to find out 
their ideas) their practices and their ways 'of communicating
about a situation or problem Only by understanding the 
community's pe rce ptions, and motives can effective communication 

' 
,;;i ; !: i~ ii~ii i :,S.,,11:L{,& .:;' 

' ..... ) : i
: 'i~ '4 ) 
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strategy be devised and the information and behaviors we seek to 
odify or reinforce ust be consistent vith the identified 

cultural norms. 

iSecond, all messages, approaches and materials must be carefully
pretested to assure that their impact is the expected one and 
that they are understandable as wll as attractive. 

Third, consistency is critical. All workers must give the same 
message. If hospital workers are using drugs and intravenous 
therapy for diarrheal disease, the message to use ORT at home is 
not a credible one. Consistency across the entire sector goes a 
long way to convincing people, and messages from different 
sources become mutually reinforcing. 

Fourth, mass media should be viewed as a reinforcing strategy, 
as a means of backing up and making credible the person to 
person messages.
 

Finally, it is critical to monitor the effect of these messages 
to modify and restructure them in the form of an ongoing
dialogue. This element of listening, restructuring aNd response
in message design is an often neglected yet critical pat of the 
ongoing dialogue with the community. It has been shown in many 
studies to be the most important part of the communication
 
strategy.
 

Specific communications activities will include: 

- Involvement of private sector marketing/advertising agencies 
in promoting child survival interventions through marketing 
studies and multi-media programs, and in developing a 
specific plan for interpersonal communciations through the 
peripheral workers/volunteer networks. 

- Development, production and distribution of communications 
materials for publicizing and promoting key intervention 
programs; development of communications guides for workers 
as they interact with the community, including messages on 
key interventions. 

- Development and inclusion of interpersonal communication 
techniques and modules in all field level worker training
programs to enhance the workers ability to deliver key child 
survival messages.
 

- Support for educational activities of the Mahila Mandal 

(Women's groups) and other village level influence groups. 

- Development of a plan for evaluating the variety of 
communications activities undertaken. 



MIonitoring and Information Systems 

Epidemiology Involves the application of scientific methods and 
statistical . reasonirg to the problems of diseases and health 

care in populations as small as the villages se rved by sub­

centers, or as large as the nation as a hole. The' use of 

With the current Biomedical 
supporting the expansion and 

Research .Support Project iUSA) is
development, of the epidemiological ' " 

capability in India, bt thog supr frepidemiology
training at the national level, and by strengthenlng the network
of estate laboratory systems which wi provide the diagnostic 
back up for the epidemiological system. This is the firstmajor 

Wit th curnBimdia Reeac Supr Prjet is 

level of eptdemiological-need that has beenaddressed. 

.:AI 

:. 
-

The emphasis on child survival is in itself the result of an 
epidemiological approach to health, as it has identified and 
focussed attention on groups with the greatest need and who have 
been least served. Epidemiology has been the mechanism which 
made this possible. However, without continual generation and 
analysis of information about the varied disease priorities of 
underserved population, and of equal importance, concerning the 
management and efficacy of intervention programs to address 
these needs, it is unlikely that the results of these priority 
interventions and policies can be effectively assessed and 
adjusted. Tnis, therefore, defines the second major 'eyel of 
effort in the epidemiological system: developnent, of effective 
monitoring and information systems. Proven, low-cost techno­
logies are a-ailable to deal vith major causes of child 
morbidity and mortality, but they will only be effective if. 
there is a continuing monitoring capability to assess trends and 
changes over time, particularly relating to the results and 
impact of these programs. 

This project will improve management information systems for use 
in planning, implementation, monitoring and evaluation of public
health programs, particularly those related to child survival. 
The steps towards improvement are as follows: 

Each program area will identify key indicators and how to 
measure them. Indicators chosen will be checked for sensitivity, 
validity and relevance. They will be carefully for 
inclusion in a liimited number of registers to be used at the 
periphery and for regular and easy sumimary on monthly reporting
forms. *Training will develop not only the understanding and 
competency to use 'such registers and 'forms but' also 'an 

.selected 
), 
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understanding of the significance of the chosen indicators. 
Particular attention vill be given to graphic display of 
selected information so that everyone knows and sees the 
progress of programs. Supervison activities will 'be oriented 
around a review of key indicators, and rewards will be based on 
accoplisthaents with program coverage as the key element of all 
indicators. 

Information will be rapidly aggregated and disseminated for 
management decisions suchin areas as the need for, supplies,
logistic support, additional supervisory attention, supplemen­
tary manpower, as well as for praise and, discipline of staff. 
Particular attention will be given to feedback of the aggregated
data to all concerned so that they feel a part of an integrated 
system and see how their performane compares with others within 
the system. Tdis is itself a key motivating tool. 

Finally, the information system will be used to evaluate and 
replan state and district level activities on an annual basis, 
making the monitoring and information system truly the nervous 
system guiding and redirecting the public health programs. 

The activities to be undertaken are as follows:
 

Computerize the Universal Immunization Program reporting 
system in selected UIP districts of each project state . 
Microcomputers will be installed at both the district. and 
state levels, and software developed for the already 
established UIP information system. District and state 
level staff wril be trained to operate the computerized 
system.
 

r' 	 As the national ORT program gets underway (probably beginn­
ing in UIP districts), elements of t he diarrix•_a/ORT 
reporting systems will be added to the computerized MIS. 

-As the utility of the computerized system is demonstrated, 
the pilot HIS will gradually be expanded and incorporated 
into a statewide MIS.
 

-As a second initial step in strengthening state level 
information systems, available and operating systems will be 
assessed, streamlined, and made more useful by rapid
processing and reduced turn-around time, and more efficient 
distribution of the available data. This will be facili­
tated by' assisting the states in computerizing their HIS 
using micro computers and packaged data base management 
systems. Several states, such as Gujarat and Maharashtra,

1/ are already in the process of computerization. 



Ath~ird ajor step will be 1to iproete ult of, data 

7de f ining -indicators 1and- bypainelgai dspasy :fimp 

-Over the project life, 'the states' will then identify~ more 
I' ~appropriate set of 	

. 

indicators ,related to .,diarrhea,. ORT, I 

immurizable diseases, to1 more effectively monitor t he 
I,, ongoing program activities and their outcomes.
 

4.u 	 Proposed AID Support~~' 

K: AID, support for the state level component of the project will be
 
in the form of support for agreed implementation or work plans


*for each state covering training, communications and the
 
monitoring and information system. The amount. of* support

provided in any given year will depend on the scope of the work
 
plans 	 for that ye ar and the budget 'resources required to 
implement 	 them. However, at a minimum, the support for each 
state for each year. will provide for the salaries and associated
 

7administrative costs for the Child Survival 
 Office which will be 
established in each state. These offices are described~in more 
detail 	under Section V, 'Implementation Plan below. 

Once the annual work plans for a state 4have been approved 'by the 
state, the Office of Health and Nutrition will prepar~e an Action 
Memorandum for the Mission Director, recommending for or against
release of 'funds in support of them. In the first year the 

* 	 Action Memoranda wili2 analyze the, plans in terms of available
 
experience, and against the criteria se t forth below. In
 
succeeding years the Action Memoranda will also assess current
 
and past performance against previously approved plans. This
 
assessment, will Include identification of major problems, and
 
will document actions underway to solve them.:;..i. . . .I
. 1 

IRelease of funds to a given state for each fiscal' year will ~<..~4 
requi re an Action Memorandumn approved by the', Director ,ard* 
receipt of satisfactory evidence from the Government that funds 

* 	 in support of' the plan have been budgeted and released" to the 
state. 	 The ensuing AID fund releases will constitute final l 

dsusmnsfor the purposes of this project. (Funds will be 1iI14 

* ' released quarterly, or more frequently if required). 

f~ll...	 Since the fund releases for a given year wil1'ibe' final 1 disburse- ":,1 

ments, there will' be no direct 'recourse with regard -.to: them,,'" 
except for - the standard project" 1agreement. refund :provisions.K
Recourse 	 against Iinadequate exediue or , uncepal 

*performance of any 	 Year's work plans will :come in the. decision Q ' l 

II! to. provide budgetary support "inL the succeeding year, and' the '"' I

ultimate recourse will be a' decision to~defer budgetary support1 ~'- jI~ 
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in~ a succeeding year. because of the' Interaction involved in 
the preparation and execution -of the annuals iiplementation 
~plans,. the Mission does not expect this to 'happen.>But it is an 
available alternative, and the Action Memoranda prcess lprovides 

aformalmans for determining whethe r or not sauch an acti'on is 
Justified. 

also address recurring costs and how they will be met when the 
project ends.
 

5. Plan Criteria 

The following criteria will be used to evaluat' the state work 
plans each year: 

General
 

- Adequacy of budget support. 

- Adequacy of evaluation components of the plans. 

Training
 

- Use of training needs assessments, competency based training 
and training evaluation. 

- The development of a comprehensive phased scheduile to train 
all peripheral workers.
 

- Adequacy of the mechanisr for control of quality, and content 
of training materials and mudules, and means for continuall' 
updating them.
 

- Exten t of inclusion~of interpersonal communicationo tech­
niques training. 

Communications
 

The use of communications nee a sessments as a basis for.
 
communications activities.
 

-Adequacy of the development, production and distribution of 
communication materials. 

-The development of communications guides for workers 

Ex&tent ofinvolvement ofprivate setrmarketing and 
advertising agencies. 

Support for and use of village level infiuence groups. 



,~~%i~Monitoring band Evaluation ... r ~ > 

-Need 1for, ' and utility4 of, data to "be collected. ~ ' &~-~~~ 

~ ~ Useability, and use, of data for decision 'making. " 

Qult and reliaility'o f data collection N 

~Appropriateness of data processing and ifeed back procedures. 

,~ . - Display of data. ., 

-Usefulness 
 of data for supervisors.
 

F.Innovative. Studies, Field Testing and Demonstration 

~,.~ 1. 4The Need 

Virtually all public health programs in India 'have 'grown out? of 
smaller pilot and demonstration activities. Recent .examples 
include thie which grew out of demonstration immuniz'ation'UlP 

<4'activities in thre~elchoe ditrct in heearly. 1980s;. the 
national ORT program, which has been evolving out of thevariety

of" field experience discussedr above. >The 'respiratory' disease 

'"
 

problem has been studied~on'a, pilot. scale at Chandigarh by Dr.
 
' .I ~ Vi jay Kumar, and Is~now leading to larger demonstration areas to

show the practicality, 'affordability and impact of early treat-.
 
ment o6f respiratory symptoms in-young' children. 'The, appli cation , ','


of 'the training and, visit 'system" so ?widely credite"d with.
 
ef fectivo-nes's of t he green revolution ' is, be ing 4studied, 'in
 
several :states ,through tfle "Communication "and~Marketing .Project.'

Ihn nutrition' the MODE" firm is testingnumerous, growth,,'chart' ''' 

designs for understanding and impact 'in"the field prior to the 
use in the l~arger Icrs scheme. The VIDX project3'wil test t he 

~;7' -- vaccines as the pneumococcus and maai .,' 

The second major~ reason for the use, of, innovative. -studies, and 
demonstrations is the need to. engage 'India.'s,, inte'llectual, '''' 4 

~- ~ resources in the challenge of child survival., While 1the govern-'4. 
ento,'is. clal leading,, the way, an important~role can and must 

be. playe dby non-governmental, organizations, inivolved- in -health- ? .. 

by'the? medical colleges, by, various' research' institutions 
involved 'in, .he al th Ithrogot .th cuty y, p lzd 

insttutonssuh' as, management,, child welfare 'an epidemiology
and "by ,'the - private .professional societies. Studies. and'~.K>".W 

~ demonstrations involving these groups will achieve theirengage­
.~j."~~" ment in the national program 'and 'assure its extension far beon 

"dii"~ the reach of? the existing government eal.th systemi. ~' 

N 1~ ~' "'' '4' *? 
k,. iip'"4-,-
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~~r'v2 Past Exoerience- th 
boh f heMission's current lageprojects th IRHn and tICDSprjets- av~hdsubstantial 'budget cmobnsf,>nvaie 

. rI ~ studies/operations research. In. both' projects, tK,",e~ funds have 
Sbeenj undrutilired. This' has~ been a result ofa number of 

2factors: 

- Innovative ,studies, field tests and demonstrations have A''', 

~not ,normally been 'part -of~ service, programs there has-

' =<'not been a clear recognition of the need forthm 
- Shortages of' appropriate staff and lack o aaiiyt 

.prepare good proposals' and to 'implement and carefully.
~' document the results of studies; 

- In the case of IRHF, a lack of government budget funds 
specifically allocated- for technical assistance to ~~ 
develop and implement such studies; and 

- Administrative restr-ictions on contracting with outside 
agencies and reluctance to seek outside consultants. 

On t he other hand, it is clear that when t'hnical assistance 
~1> has been provided to states, they have been able to carry out

successful innovative studies. -Notable examples are the. Train-

7ing and Communications Needs Assessments, and the Pilot Meas les
 

Immunization Progr~am carried out in several-of the IRHP stateS.
 

3.Proposed Changes 

Recognizing tne constraints experienced in both the IRHP and. 
ICDS Drojects, but also the compelling need for such studies, a 
series of implementation steps, have been proposed to avert or 
address problems previously experienced. ,These are:-

Identify and outline ,a detailed -list ,of. studies that ­
should be done, in priority order: "~-~ 

- Assure that several study proposals are part of each 
-' - , project state's annual work plan;
 

Oraieworkshops for. state planne rs of suisto 
pr~jovide1 them techni cal skills in~ developing' good 

' ~proposals, and planning'implementation; '','-

Hold annual reviews and planning, e xerci ses sdo that '
 
specific, studies -can be incorporated ;into the' work plan,

and budge t, proposals submi t ted for- the WI~l/sta te budget--'
 

-,a " - ' - -ep r o a s r,l - -- , 4 ' 4 
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~ Make technical consultants available' ohl eeo
 
~ .~,~ 9 proposals, identify aenicies, thatk could carry them ou ty
 
!1~. ~'~and asist In actualsutudy implementation; 

As study ;results;becoe~ ai1al reetteai 
seminarsl" andq incorporate1 them it nulrveso 

Esabih< in eacb fof t rjc states~ a ~formal1
 
~ mechaniism for review and approvals", as set forth beow
 

Estalsl, it htbe Government a, separate. mechanism for Yv~ 
~review, and. approval of studies, field te'st'sCinnovative 

and 	 Aemostraiona in~ Btates other 'than~ the: :-:rjc 

'f2{1~v -'~Stimulate innovative studies~ in ORT through an nda
 
Congress of 'Oral Rehydration Therapy.~
 

Bcause of the emphasis :and interest that. will be, created in 'the, I 41.Iproject ~states, it Js' expected that a majority of the studies, 
~ 	 tests and demo nstration activitiesC :,will take plc n those 

< 

states.< To stimulate .and oversee the CprocessIec proje c t 
,.. 

state( wil1'be 'required to establish a Technical Review, CommitteeAW.<3> cih -,willl rev~iew and assess proposals', based on ajpreselected ''i 

ti~.ft2'se o c riteria. This 'key committee will 'be3 -cnaired, by the State' ~ 

~1~' ~q-<The State Child.,Survival Project' Coordinator;' '<~*~3I4~C 

One of tw o the r Stte Progra&mOfficers as appropriate~ > '',..C1 & 

Are pre sentati ve of the G0~1'."w'C V.' 1,4' 

~2V;V3ra,~ An estabJllshed "State', levYelI resear'ch figure, for e xample.,~,a 
.4. faculty miember f Iron 'an In's titute of Management or~Keodical 4 ' 

A,USIrepre senta tive an/rconsultant; 

Other temporary,- members a-required, schL~8 a'a 	 district3'''<C1ljiCC.~~~~~ healIth officer who May be' preparing a study,~""''' C 	 3 '''3 4C.'C~33 

~Thet .el strablisiment, of the. Techical Re'view 4 CommIttee 3will be" a 
prmay. item in theI first4 ryea- work .pa._~vn 'the lit' ofsuggested:stde. wich Eire~~part of, the _project., paper, it' w'illC ' 

" . 

-' ~~ o'f' high4 piriy for imlmnainunder eahstate's: fi'rst 
,anniual work($plan. Once ~a study topi'c is, chosen, then a eald 

C.. proposal wl.beprepar~ed by "the, iniiua/gnc/ntiut
 
"that is'. designated the "invstigator., ,Thi s could~be a~block or3
 

,j4.4 ~ district' iealth oicer, a medi~c cllege' department or' faculty

membe r1 o r a' ' p ri v'.a t i e a rc ' i n i i l a e , h e r i l~
u c 

ate ~ ~he Sate nia 
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~~4A~urvival Coor-dinator 4and his s~ta ff,as well as UTSAID staff and 
'technical consultants4 will5 provide aasistance4 as> needed to 

4 4 

4­assurev that proposals~ are, technicailly sound andi 4 properly ~ 2 "> 
organi, and if( ne cessary- tohelp identify an appropriate
inidividual/institution to implement the study.4~ > 

-j 

Each < draft proposal 14,1 be reviewed and approved by the ->-~ij>f>4 

Tectal~ei~w~oit~eT ater ny~suggested -changes, por' 
Srevis'ions 

5have, beeni \,Whe-n iap i -'be' se nt 4on to'made. 411,<f
the State Cthild ")Project Planning .Group~ for.,, final,~ 72-,~r~ia 

approval- -4and a. 4determinationm of wA-ho wil contrct( for the 
~ 4444444subproject. -

-~~. Although a majority of the studies will be in the' projec~t &states,4 some studies,~ te.sts,~ and-demonstratiox -activities' of 
importance to the project. will .,be generate'd by organizations 'or 

<~individuals in other states. 'A 4separate. review >.and4 appirova14 

- be established to-review and: assess these proposals. - The exact
form of this mechanism',ill, be dee-ined in negotiations with 
the Govettrnent, as a-part of the, project implementation 4process. 

~~ 4. Proposed Projects 

PotntalStudies, Tests and Demonstrations:4
 

The, innovative- Etudies, ;field t----------------------------------------estsafid demonstrations ini 4this 
4 - -4 project will serve 4several 4purposes: . 

- 4 

444444-~4 

tes bohth444ncladmnaeil secso 4)ee 

researc infining aprpit , setns' eg 4 

444-To temtobthat t~e impcactca ofnd -nnaeraapraspcts ofaeer, 411 

oftetecnicaof ae rspiratory. Ineian-edical Ascitiions 4 

deostaio-treatmen&-inthe) and~~- 4 - ~ 4 4 j4. 

-, To tcae uoprtione re ayls ofdoinger tudngs mor emonsexta-& 4 

out on the use ofstvieofo tra"'oiing at.ORTe-Centical Tra~uing-->a. 
Centmas fmdia )--------base inomto systems.444>4441 

44144~-4.44>.4444444A ­>. 
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lstof,A othr psibestudies that culd be, carried out nde r 
A i A cno 	 sso a e t' ~ 4 A­e ss m 	 ~ 

1 Anssessent o 'tthe qaliy 0 f <hme aai1abkle ORT 
* solutions:, a review~ of various fluids available in the home s

iniferet'regions//tates, and carefuzl assessment of ~hf 
elcrolyte con~tents aid appropriateness asB rehydradnts~. 

2. 	 The testing; of< vaiu mmunization, field strategies: to 
incude exmpl, pulsing" delivey ischanism;fo sasoal 

~ variation of imunization timings, e.g. early mornig,~ late 
evening; gr e emhai on< mobile ,immuni za tUon po it Sst 
wh-r ~plto i ibre n measurement of- their ~~­

- impact onAimuni'ztioncoe r age. 7, A j A4v1 

3.' Tria o f total tetanus toxoid4 coverage for, adult: females:
 
~ k 'Acoverage of' all adult women iIn- a selected area .will incr Iease
 

3the probability each, woman .will' be protected during-'future v~~> 
4- ',pregnancy.. Comarison 	 of,7TT 2 coverage level's ach~ieved and

incidencei of neonatal tetanus in ofsrn:1ilb 	
4­

-AA 	 cmae 
be4tween adult A'womenA groups jimmunized and tfhose,:ol imn- <-<A-j-,3~ 

4. Tetn -''ier of: fiel netve 
 n are~n ytm 
foQr b1?oth ~and tesinAI of, rw AR: o'wokr
 34 -sytm, 

baej on cofime coerg acieeens.,o im iunfAtio 

44n respratory disease inAnc to.::nc getting. use of<j ~ 44.j 
who,, Lfobh beend RT:e tesinm:ofnz eVS7 tm d 

7 bSuds 	o coiramed'A, inraeuci ofCilhodrbmet t an 

t ar4e? 'th-pc of w~idsprea amnis~rnrat of ,V La!­
--- 34-.> 31 A .mpraoes' oimnizatin'4 and mToraity of' younestAl hinn 

- ~4 ~ ~ ~ s l c - d33-< a3 - -. 4 14*4~3 	 43 	 4-- ­
e4 4.,. 34313 

~ Effects4~ 	 adiioa-~ ~ 8 ofgr~s local.44-	 44------4.d feeding,4- in, nutritio al 

sttu foloin :diarhe; tstig vrioslcalfoo 

practitionrs. Private torm iclude encouaged, to- ~ - , -eto 

-------------------- anf-bc~tcsap~~~iat ,-in4~siv~4b 4 ~ra~dc wrkrs--.--331-- 3 	 A 

-4~433 4 4 434443 - -- 3 3 -4
 
- -4wh0a~C~ bee-'-.-~ traied- -3tc, rrenz 434- <.­

http:local.44
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"test mrket, OR nvilg hop s, making . .iti more ...accesesi ble ::: 

~~ j* '2 'j 2 ', ' + '2} ' + . diarrhea+.+10+.Chroni it neee , maaemn...prvntion;+ pro++s+Jpe c++t std +f ilrn in a hgh rs 

2" ' 22 ": ,. 'I . . .' ']' 48 . . .+ . . 

ttrnn fowrke inrrs andvi llageos aigi more accessible11.+Tet ngcommunity bae rinn ,fr eae helh wrkers+,'i++{anderidlywilb ben nGjrtecret.ec y sfra 
progra+in a v lge st in (no Intiu inal) focsig i+:. 

on bilding+i ke chil survval ~nilssk aninterpers +d ....+ + . fn++ ~a nal 

bvresu eahto esth the atojetive promadeslong

12.-. ""poject wih te Idan +Space )Research-Organization :to -. 

devrelo 
 vide an rn aeil for- .child survival 

S13. Testing o indigenoustuda o(eg. puppet shows) as a means 
commuityommunicating immunization and OR messages accompanied 

iiii:+: < : : : vi l l a ge r + :be h a vi o r ; :.. 

i!!i';14.+ ::, A treisin munitsg operational:focussngstudies variousto :in ;theRTseresof on :be: done clinical: 
asects of diarrea 

and various treatment modes; studr ovariouspi antibiiics 

2~~ A prctpaaeith thandial Sp4aeReser h Oriain to 
Tfti proectvillpro prnty p.art ftefiacalsror o 

the' twonn fNor workherssiand villagfor ct itenationalTh 
beoid'geaeraldohe willos'arn ofujaratirtjus 

Ai furtherrexamrple of how ,a coordinaited iap proach ito6i studiesY aind :: i+i:!i:!:: 

nrogra'asthy reseaorchti aseei in-ettetproposdperfrmace tional onressnhet the matoiniarcofrecss ontratoa 

onbdurtgy cildan' a Congres interpae onacsill and 

s a iotictiondoncapabiTity. in 
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Because of the publicity that viii surround it, and the interest it. 
will create, the first INODRT is expected to generate a number of 
proposals for specific studies in ORT. TeTse studies are likely to 
be smaller in scope than the field tests and demonstrations in the 
project states, and 
they will be spread across India. A separate
 
review,, approval and management mechanism will be established, in
 
agreement with the Government, to handle these studies. This
 
mechanism may include the use of a block grant to an Indian
 

aapproveandarrange studies up to a given size, or to
 
serve as a secretariat to a technical review committee or other
 
agreed approval mechanism.
 

5. Proposed AID Support
 

In addition to the funding provided for the two IN(XRTs, this
 
component of the project will fully fund all subprojects approved by
 
the Technical Review Committees. When the projects 'are conducted 
or
 
contracted for by a state government, the AID funding will be in the
 
form of reimbursement for sub-project costs incurred. There also
will be some sub-projects Which will be contracted for and paid for 
directly by AID; and a block grant mechanism may be used for the
 
innovative studies in ORT generated by the first INCORT. 

C. Technical Assistance and Participant Training 

1. Technica) Ass, stance 

Tne proposed project is but one component of the Xission's Child
 
Survival Strateg' Tne Cnild Survival .-itegy is multisectoral in
 
focus and encompasses health, family planning, nutrition and
 

* supplementary 
feo_/ini acivitie-, Atn current activities ar­
. ...± emonente trirougrh different prolects an' utilize separate .fun n;t 

, chanisms, we are tryin to achiev a high levtA of integra:.ior of 
all USAID - assisted Cridid Survival activities. 

The scop. o India's Child Surv va2 prole an,. t: ro'n 
0 C 0of LSA 7! - as Fte 2activi le.s requre thet S;Ir e pand its 

techr'ca: competence in the disciplines which are crucial to the 
success of all USAID-assi-ted Child Survival activities, regardless 
of funding source, Tnese disciplines include training, communr­
cations, sociall ;"arketing, managi-ment informatio systems, 
operations reseaxh and evaluation, ORT and UIP, . StaffinE limita­
tions preclude the expansion of 'either U.S. or Indian direct hire 
staff. Additionally, the technical comp..tencies W are seekingare 

* in short supply within AID. Instead, we must recruit the best and
 
* brightest technical 
resources from U S. and Indian institutions.
 

USAID intends to combine the currently separate offices of Health
 
and Nutrition; Population, and Food for Development into a single
 
office, to give sharper focus to child survival concerns. To the!
 
maximum extent permissable under ,AiD regulations, USAID intends to 

integrate technical consultants, both U. S. and Indian, with career 
USAID staff in a single office. Our intent is to ob .amn consultants 

............................... .. +t +
 
. c-{ ' ' i X" 
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of demonstrated technical achievement, and 'we do not intend to limit
 
the 'scope of their activities to a single project, but rather to
 
utilize their technical specializations on the full range of
 
USAID-financed activities. The scopes of work for the consultanta,
 
will reflect the multisectoral nature of their assignments. 

USAID proposes to utilize Child Survival Health Support funds to 
procure 518 person months of U.S. and Indian technical assistance 

-f -Child Survival-7ac tivi tie s.-T he -pro 6--ii6-- pose-dski-1 

assignments are as follows:
 

1 U.S. Child Survival Physician, (ORT&EPI) 50 months
 
1 U.S. Training 1x-tnodologies Specialist ,50 months
 
1 U.S. Operations Research and Evaluation 24 months
 

Specialist
 
1 U.S. Social Marketing Specialist 24 months
 
1 Indian Social Marketing Specialist 48 months
 
1 Indian Management Information Specialist 48 months
 
3 Indian State Field Coordinators @48 months 192 months
 
U.S. short-term consultants 	 40 months 
Indian 	short-term consultants 90 months
 

566 months
 

Tnere are at least 8 options for procuring, the services of U.S.
 
technical consultants. These include:
 

- Issue a RFP and competitively select the best proposal; 

- Buy into central . contracts managed by AID's Science and
 
Technology Bureau; . . , .
 . 

- Obtain shor.t-term zconsultants through U.S. 	 1Q&!firmO; 

- Enter in to personal servic c contracts with qualified
 
individuals;,,7
 

- Grant funds to a U.S. ?'YL' o: international agancy.a ctiv, in 

indi a for te chn' cal staff enhancement; 

-Ente r i nto a PASA w ii V.S. ,Pub!1c Healui Servi-ce 

Establish JOC or IPA positions; or
 

Utilize any combination of the above. 

USAID has utilized a variety of mechanisms to procure required
 
technical assistance in the past. The John Snow Public Health Group
 
was selected through limited small business competition to provide
 
projec t-sp cific technical assistance to the ICDS Project. JSI
 
provides a resident Management Information tSpecialist and a Resident
 
Training/Health Education Specialist. Manoff, International, a
 
sub-contractor to~ JSl, provides short-term consultancias in social
 

r 

j. 	 . 

11 



51 

marketing on a continuing basis. The contract vith JSI is scheduled 
to terminate in February 1987. USAID has obtained a,Communications
Specialist through a buy-in 
to the centrally funded Johns Hopkins

Population Communications Program, but 
funding will be exhausted in
 
September 1986. USAID has bought into the central PRITECH contract
 
to obtain the full time services of Public Health Advisor and 
 aSenior Technical Advisor from Management Sciences for Health. Their

funding will be exhausted in May and October 
 1987 respe ctively. The -
 pCoC-iP6pultitfih-'Skc-iist
'o-tonhas assured funding for the next
 
two years. Technical assistance requirements for the bilateral
Biomedical Research Support Project will be met by seconding
personnel frow the U.S. 
Centers for Disease Control to WO. U.S.
 
short-term consult~ants .have been 
furnished through centrally-funded
 
contracts, often facilitated by buy-ins with PD&S funds.
 

Indian consultants have usually been obtained through 
PD&S-funded
 
USAID contracts or Purchase Orders. 
 On occasion, Indian consultants
 
who do international consuitancies have been funded by AID
 
Washington contracts.
 

It is apparent that the technical assistance required to implement

the Mission's Child Survival Strategy will 
not be available through

existing mechanisms. USAID, after careful consideration of the pros

and cons of each of the 
potential funding mechanisms, concludes that
 
U.S. technical assistance should be procured through the 
issuance of
 
a RFP and competitive selection of the 
 best proposal. Indian
 
technical assistance will be obtained through USAID 
contracts. and
 
Purchase Orders.
 

2. Participant Training
 

The proje-t Ill
.­ fund short-term training and observai',on tours for
 
tnose state officials involved in the design, implementation and
evaluation of project activities in the project states. Partici­

..pants will b- drawn from the following state-levwl categories: 

5
,- rame CWCid Surviva2 Project Offices;
 

-State Program Officers for UIP, ORT, Training, Communications
 
and Monitoring and Information Systems;
 

- Senior Health anJ Family Wlfar partment and Se retari t
officials; 


.
 

- Key district-level health officials involved in project-­*.assisted UIP and ORT activities;
 

- Health and Family Welfare Training Center staff;
 

- Medical college personnel involved in clinical diarrhea disease 
management training centers, and 

- Participating PVO staff. 
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Participant training and observation tours will generally be 1-4 
weeks duration'. Only those personnel with demonstrable responsi­
bilities for project activities will be eligible for training under
this project. National level officers associated with the UIP and 
OR? programs will also be eligible where, appropriate. USAID has
other mechanism's to fund' non-project~ related health and' family 
welfare training.
 

The-77 avrae pn tourso--owillc
be three weeks and the average cost per participant will be 5625. 
The cost for 20 participants pe r state would be t5625 x 20
participants Y 4 states or a total of 9450,000. 

IV. Cost Estimate and Financial Plan 

Total project costs are shown in Table IV-I, by project element and
by source of funds. Of the life of project total costs of t291.7.
million, the table shows that 465 million (22%) will be met by AID,
t142.9 million (49%) by the Government of India and $83.8 million 
(29%) by other donors. However, both total costs and the Govern­
ment's contrib6tion understated Tableare in IV-l by the amount the 
Government will actually contribute in support of state level
 
activities. This contribution will consist primarily of salary
costs (salaries during for andtraining, example), 'it will be 
substantial. But it cannot be calculated in the absence of detailed 
implementation and work plans for the 
activities.
 

Of the AID contribution of $65 million, t46.4 million (71%) is for 
local costs. Tnis is mainly a reflec..tion of the fact, that the 
jority.. Of the total 
project cost.\:-approyimately are78A') local 

7%-. , ­ ,n,: .'' -

" .. :-. .. r/fj cost b y ar, by element an . v sourc. of 

funds. Total costs and the AID contribution botr; peak in thh trd 

fourth of
0-a:d years the project, prima:ly caus UIP coo sts paa in

V. LrS . Tr,-s, in turn, r eflcts ttefact u tol th,a nof n..w. 
ilcts-ll] I added in tnost tW. years. 

costs
A .nnual for state level activities are shovn in Table IV-2-qnla7.3ecual over tne life of the project., In"prtsc;trCE , t,nE-s 

for, ea 


Int 2- " th am-a .:,, 
as 

year w,--1 be determined by the state implemzntation plans
:i,.rOr:- .. that . ,anyear, "'-tnus .. may vary-fromv year'to year. - ;t '.' 

.. 

' 

. 

: 
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~~~TABLEIV2 ' 

ESTIMATED PROJECr CO)STS: - BY-COMHPONENT BY FISCAL YEAR 

~2iC04PO~ENT 	 FISCALYEAR
 
1987 1988 1989 1990 1991 TOTAL§
 

kID TOTAL
 
Uni versal 	 620_________ 
Imuni zation. 6250 6250 ------- 2500 ______ 

Oral Rh'ra 
-~6250.___ 

tion Therapy 4000 4000 4000 15000 
State Level 
Activities 3600 3600 3600 3600 

-3000 

3600 18000
 
Innovative
 
Studies 450 525 
 525 525 525 2550
 

Technical 
4Assistance 500 1000 840 830 830 4000 

Participant 
pTraining - 150 150 150 450-

Sub Total 10800 14525 15365 15355 8955 65000
 

Universal 
Imiuni zation 15720 14720 19740 20420 39300 109900A 

Oral Rehydra­
* tio n Therapy 1330 3240 7650 9390 11390 33000 

Sub Total 17050 17960 27390 29810 50690 142900 

OTHER DONORS -TOT'Al 

*Un	m,,-r salI 
lnunization 7530 15530 24310 27430 K-74800 

Oral Rehydra­
tion Therapy 2000 2000 21500 2500 	 9000
-

S,; Total 9530 17530 26210 29930 	 1~-83800 

PROJE CT -TOTAL 

Universal360 
Iznmunizatzi8 29500 35050300 54100 39300 209700, 

Oral Rehydra- 33084145139150 
tion Therapy 3387011059059057006'> 

State Level
 
Activities 3000 3000 3000 3000 3000150

Innovative 

Studies 450 525 525 525 525 2550 
Technical 

4A',9-

Assistance 500 1000 840 830 830 4000 
Participant A AA-

Training 	 150 150 150 	 450. 

AAAAA -GRAND TOTAL 36780 49915, 68965 73995 59015' 288700 ~'' 



V. TDiWWUI'NATONU PLANj 

A. The Indian Planning and, Budgetary Process ..... ,...... . , 

General 	
': 

IThe Indian Constitution has,,assigned 1 certain Iresponsi bili tier, andI !Tiul!In i~a n ;l~ Tne11Cetr s fuciosinld 

bilities include the development of irrigation, powe!r,;education,
health, family planning, cooperatives, rural development, slum 
improvement and forests. In addition, their~ localfucinicld 
public order, courts adpolice., h etri mainly respon~ible
for defence , external affairs, foreign trade, railways, industries, 
currency, posts and telegraphs and he avy industry. There are also 
certain concurrent responsibili ties such as planning, monopolies,
labor disputes and social security. 

To discharge these responsibilities, the Center and the ;.ate 
Governments are assigned certain revenue powers, but the States have 

.........	 been assigned more expenditure responsibilities than they can 
finance through their own revenue sources. Thus, they depend
heavily on Central assistance which is channieled tor the States under 
several forms of revenue s-aring provided for in the constitution. 

Under its federal structure, India follows a decentralized 'planning ~ 
and budgeting process for its development activities. Both the 
Center 'and thie States prepare Five-Year Plans for programs to be 
implemented in the various development sectors. The Central Plans 
focus on activities of national importance. They are proposed and 
formulated by 'the concerned Central Ministry, approved by thev-

Central activi ties are implemented by the concerned ministry eitner 
directly, or tthrougr. a state.. The CIF and the Diarrheal Disease ~ 
YXanagement (ORT) Prcogram , are' both centrally sponsored activities 
'wnich'are. funded entirEly by the Center, but: are implemen~ted 'by the4,, 

[ 3},.7.[ :. : 31L L i : .	 3 37 : . 3: ]! f , . . .. . .. . . . 

.Testate plth s include centrally sponsored 'activities as well as' ­~programs tnat Ire of' concern to them. State projects are implemen-
.2I. 

.4.11, : I.:redby; tne sta 	 .. 33 :' :} - ']'=34 '. .':,:- }e. and financed' through their own budgetary resources 
­

supplemented by Central. assistance . Tr state level activitie and 
' 

[; n : r ,,p o g a m s :'...t ....... "... .......
!,:3"" - / :,.............. ....... ..
*the innovative, studies elemenits of thi.s.project are cprogtamso
 
concern to the' states involved, that will be financed as foreign--v:.'~
2 aided ,projects.. Matching assistance for foreign-aided was I~
Ipr'ojects


introduced as, 

projects that would be eligible for World" Bank 'or other donor I ., I
 

assistance. Under the present arrangement for "additionality "3 the I''
 

States receive additional Central assistance to the extent of 70 ~ ~
 

II in 1975-76 an inducement for States to.idetf 

penrce nt 	 of the foreign aid disbursed for t hr 
' 

,"JI o ,, '1	 IIIIII'4< ,,. I'. I' IIlI ' 
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to the GO by, the- external agency. The remaining 3O percent is 
re tained,,by th 2Cnter' for various~reascrns, such ,as to cover service~-~.. 
charge's, exchange 'rate fluctu.ation .risks for repayment liability of WJ< 
the GOI, 	 and thelgrants already provided 't"the states. -- '' 

"' Annual Plan and Budgets 

Al ~ the<-'- approved Central and State-programs-are.-combined.- and ,----,-----.­
~"'"included' in' 'a consoli'da'ted '_PFve-year -Plan 'for the nation, In "'"" 

addition, each State' has its "separate approved 'Five-Year ,Plan.~; Y Li.'~2y1,,':2~'. These documo-nts then form 
.-

the :basis for the -annual 'initi at on .and4',':.i
impemntaio of 'approved programs -depending ,upon~ ttie4 amoun~t of 2 1 
resources available . The resource -position is ,deter-mined for, each 
budget year, and annual plans. are prepared by the Center and the' 
States This annual planning exercise .begins in August-eptember

eahyear, and annual plan outlays are finalized by January in 
consultation with the Planning Commission. The budgets are then' 
developed and presented for legislative approval in February-March.~.
Tand lo chart (Chart V-I) diagramma-tically explains the planning

adbudget 	 process and its time span. 

Key implementation dates, or time periods for the various elements 
of the project can be "identified from Chart V-1. For.'UIP and the 
ORT program, the crtclperiod is November to January, 'when sta te 

u" 

4' 	 plans are received and reviewed and 4consolida'ted' ce'ntral ,plans are
 
pre pare dL. During ttd' s period the annual meetings review 
 '' 

accomplishments' and discuss the implementation- plans for, 
.to 

the 7coming..
year'will be held' with the Government. The budget approval period
February/March -is; .also critical 'to the' UII? and OR elemnts 

' 

D,re c t Nission involvement' 'will. be limited, 	 ~elemou.nAID 

-releases for 0R7 'ilI-,require, staisfactory, evidence that 'adequate 'y

fund. hav- been~ budgeted -and r-ele ased by~the Go(ve rimnn -

Tnere are several critical time periods for State level 'Activities' -' 

an6i InnjovatiVE Studies. .- The, most- importat is......iodOctober- ~.' 
Ncve= _r4 wnn th- plar, propcsals' art 6evelope' ane; revIse.-ttt 

Early in, Oco-,'tte state Cnild- Survival<FPlanning Groups will minet. 
to- dvlppa.pooasfrtaining,, communications' -and monitor-7 

,~' 

ng~ ~ ~ . . adifratosytmIruh oeer, -the_- groups -will1 meet 
"-"4 "aan, 	 as- necessary, 'to reYs 'o~maz the plans. Xs~n - 'I "~~ 

tecnnical staff wll be- actively involved in the_- process. Yd ssi on,~ 
Ibutstaff will "also" be involved, less actively,' in'the subsequent------


A'' periods of. final plan approval and "bud get ,prepara.cion. TneA ­
involvement alt ,this' stage will be-liited 'to .ithat,'necessary to ­j7k2. ensure., that plans are'not vitiated and that adequate funds are 
budgeted. ' . . - - . . . . '1. 

:A~ >~ 
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S Fund Re le a-{se 

T approved plan assistance, including thatf ' r Ce-ntrally sponsored~ '~ 

actiiti~prele &e to ii bytheCenter 'the~States otl 
installments., 4Tnis is done on aporata~basis for th irt1 

year by relating atul expendiftures to the' amounts released to date 3 

~Inian f iscal year.~ Based 'on these 'actual exed ue n
 
S4projections, the re le ase s the~ last" installment or ~'makes~
,001 

necessar-y adjustment' in the approved' outlays ~for" that year.4~< 4 

'~~~ 

Fororegn idall loan and: grant, disbursements are 4 receivedby'.s 
t which then' transfers ,appropri'ate amounts'to th''concernedthe" Center 
states. The se funds are -,released1 'quaterly _on" t' bsso
reimbursemnts actually rece'ived from the :foreign, agencies by .the 
GOL' However, when no reimbursemnents are" received during a period, ''Kj'"
the, release is. not, made quarterly. InSuch, c~ases, 2' 'tie~001K releass~ ,'"~ 

prviioa amounts 'iMar h 'feachyear onthe bi-s'o;'Sae 
Sclaims submitted and~accepte, by it. Suhpoiinlrlae are 

adjusted in, the "first Kquarter of the 4next fiscal year., zThus, in the' 
case of 'foreign-aided projects, . the s ta tes must first meet' the "'K''' 

expenditures frrom their o r eaoiresadte li reimnbursement4'Q 
from the -Center" under~ the foreign7 aid' 'Additionality" concet 

B. Universal 'ImmuniizationK, 'K 

'~<KK'' The. schedules for implementatio 0 of;UIP arE soni alsV
 
~ ~and 4 V-2. i
 

'-'K-L VKK- 1 

PF.ASNC,' FUIPBYDITRIC
 

'' Ye' a K K No, o he d i s ,'.' e tt t ati d s ri "'K 
Km 'K'tY ~ "K'i~I KUn Kve sa u - or.,KJK 

K' KK K ' ~ '30'
 

196/7 K 0. -r
AXE 90'K 
/"KI'''" 88&. 9i l.:K9KK18401 K 7 

4 
"'KKi988/89 ' 4Q' 12'K0 P fT T T T; > ~ r 'K 

19919 120K 
 ''' " 2 0~'4 "'"""''"K' 

.KKYn ~ ~~~S u c en ' Pl an'. KK-K'-'-~''- 'K'""~K 

'4'K''""- 4''"K 
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~-:~-j4~7- 4 . PHASING;OF IUIP IN MAJOR UBAN AREAS--. ..­

.'Year No' - of~ Ura Areos, Covered <,-.--

SNe w <~-, Ctumulative4 Total 

1987/88 10 -- o,20~'}4>\,~ 
- 1988/89 ~1 8y 28--

-"'<4 ~' Source:' Government- Plan.~ ! - - - 4'.. . 

- ~i44KY~Tre:first 30 districts , wiere- 9 ected "in 1985' and tepoga 1n 
t'process of ben mlmne in. those. districts.i ' Th seon -e( 

~ <- 41 of- 60~districts, were Bselcte'd in 4 the,-lst quarter,.of .,this year >and'W-. . 

procurement and other. .pre para tory taction's are2 underway--f or',' "those -U~,.ii~t4
districts, v-ith ful -scle 1 mlmntto scheduled to" 'begin in th 

nd' subj'Ph-'t-in l t-4­

- «44~Mi nistry :of, 'Health and 'Family Welfare,, (MOHFW). Priinci'pal. criteria ~4 
f''~ sfe, le ction of the initia1. distrIcts were as .follows: ­

Districtswihgo.ps coverage.-I;-P 

.4 Districts,~ , wth good infrastructure -'pv including: m~ajor cold- < '.444V-K4 * 

D4-'--DIstricts Udirh do~fne ;ara -pojct," h.a "' h TT "-

IRH Projet. (Tnis ctejio wjl~b2.10EPimprtnt:k th 
future). 


.4 

_9nato sceue 4'pae ar eac year'-'~'for 

44'44"~'-"-'-'44 D-.-imp atinlanipe~etto f rpr~d~ah4~a4rr4r---­

hi date f're 
~ths plnsbt h crtia iNvmpemnt~ati'o etah d'-yea, is th ~A 4 

Jaur each9.4 ye4't ofr she yea 'splan.~ A' 

~g44.4:A4;thaD2 baic- purpseaof -. i~4~f 1no---et~ti44eement 4JP 4 

iian tsucceedin 


4'44 - .4~,4t 4<44 ,'<44 ~.1f 4 - ~ ppro e~ ~"b~.~-t2t 

http:4<44,'<44~.1f
http:Districtswihgo.ps
http:quarter,.of
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~'jWhile thee detailed events~cannot be forecast now, the re are some-~" ritcalpro ram o~7 rra re aed events 2 that~can ,be. forecast for '' 4 

~ouse holdB Outreach:K 

'K' Ph~aise 411 of the oral rehydrationmaket an'd home practices
 
~~2''~~.Bure~au for UNICEF. 4L quarter 1986."~ ~'I ~ 
 '~K~~ '*­

uK;" 'Training of trainers~from the Health~andy Faiy kf
 
' T'.<222 in Centersofrai"-"' 
 ine worker91st. 

'<~ '>First series offiel~d training for front lie orke F1It
 
2 1987.'"2.> 

'K'~
 
.' .and2nd quarter's of 

~i~V>2 'R S Promotion and Distribution' '~ .,<~"'"- ~'' ' 

~".-Mee ting 'of ORS manufacturers'. 4th quarter of 1986.?'~2"~" 

.. . .Market research onth.'Ksae-and promotion 'of ORS.7 4th ' 

~4quarter of 1986, Klst ouarter 'of J1987. 
'2', 

practitioners. 2ndqurte 
 187
 

-'i.iel rialsocl 3r qua rtro 
-2-

lnvo~~~~~~~~~~~~~~~~ n ,Plvm' J trcs oit 'fKi ih-iergt 

Str;nfgec s t o t-raimot lutts ~ "ofi or~al;iehdrto, ­16- 2 20K2(d 

qurerif 1r987. tr'f'i"7'K -k, v 

ORT funded at the national 
222fleel the fucioa actviie 

tri inmmuarictons and MI~ ' fun titeo tae el and'''~d1o~n.~ 2>K~~ 2''' 

'K . 42"' > ' ' - &'K4 
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C,~ 

i.~,nnovative studies and, field tests Iand demonstrations. Bowever,~
responsibility for implementation of all of these activities falls 

~. under the state~ Bealth and Family Welfare~ system. Withiin% this 
Ssystem, each of these component activities is managed bya different 

* ' 

&. . unit, although there is so-meoverl'ap. Beas ofthe, ,divesity of 
' 

th civte and the division 'of labor in imlenaithr
will be 'a criti~cal need for several coordinating mchaiksms~ within 

t tee afh~evi e sire c to ra te s 1 --T te-m chani-sms--pro pose d-are­

~7Establishment of, aChild -Survival, Project Of fice' wi thin~' thei:'47 
Di rectora te of Beal th~Srie, headed by a Chil'd1>Surival~" 
Project Coo rdiriator, (who should be. a JointDietIo _l l 
o ffice r) with a core technical rand managerial, staff' TheChi1 
~Sur~vival. Proje ct 'Cordinator wil11 respnsible for. coordina-
Kting t~he wide . ange'of~activities ' that~are planned. in eachK 
state. Be/she wl.mntr rgesi each of .the,,- components

4 
,and, will be the' focal poKint of, contact with the, G01-.and& USAID.~~ 
'The 'Child''SurvPial Project Coordinator sho6uld at the very least ~' 

'Research Of ficer, and a communicaKti'ons~ specfalist. ''"'L 

Establis~hment 'oa state Child Suria Projc PanningGop
whchillhe Yhe organizing the'. annual reviews andKevuitin, 

'" 

'.~ developing t he~ annual 'work :and imp~lementstion 'plan's. The~ 
V ~Plann. ng Group' will, b chaiired byth Secretary of. B1alth or his ~~~2iKJ~~ 

designee:, and , its members' would KconsistK of . the,- Dir6c tor ofK'' 
.:. ~:B1alth Services, the- relevant program. officers (eg,.'Trainin'''"'"'~K'"' 

Cm nicationS R, P etc.) other relevant members, from other ''.'-, 

miitries, such as Finance; anid USAID and itsK consultants.'' 

Lmpleme ntation Schedule'K"K,'(',"KKK''9K 

' ~ for elach, state, 
yi~r - e thE 

'detile s n--du le, of 'mlm2tto -each-'.K'V,"~9~'K 

il n~ntegra2,pa'rt 'of, work plans for thiat 'ye ar. T-te 3,' 
wE en'fom' ve a l o'i K,.no 'Ka 

y~ 'iiplementa ,i*,n 'dates wil b-_ trie aprvl"f"Kr lrs h 
sK' ing~ year 'Xt he7' perri-01~ r'Nmb&"K''Tinamb- other"K , sJccee in 't erN' v 

Thr, ipeetainee~ Kil uin hplanoist yer 

oteproject.' The'first whc srally,-three, 'separate eens 
~~&K9ThK;,,is the. establishme'nt 'of the K'TechnicalK Revi~ew 2Comittee in each"KK""-9KA"'iK 
T~KVKK''.49~ 'project, state."'The second major e 'v'ent'w i I e 'the first INCX)RT. 

K ' '"T 
'' " I~ ' K 4 I :," K ,,~'K K' KK'~" K' ' ' ' IK KK1~'4K i~~ K 'i'K , 4 

http:T~KVKK''.49
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Planning for this conference will take place during the first half 
of the first project year, and by the end of ,the second quarter of 
that year a' contract will be let for the administrative management
of the conference.' The conference itself~ will take place during the; 
second half of the first project year. 

During t firstoproject year, the implementation target for this ­
component of the project will be the Q'iroyal and start of at least 
three innovative studies, field tes sor demonstrations in of the 
project states. In succeeding years the target will be a minimum of
five new activities per year. 

Monit"ringV .. Plan 

* A. General 

India has in place one of the largest and most effective continuing 
systems for monitoring child survival: the national Sample Registra­
tion Scnieme (SRS). This continuous sample survey measures births 
and deaths throughout the year in over 6,00-0 sample villages
throughout India and provides data on key indicators aggregated at 
the state level. In depth data is periodically obtained on causes 
of death and totier parameters such as nutritional status. SRS 
provides a basic continuing mechanism for monitoring improvement in 
child survival status of al] age groups. 

T he January, meeting New: r.i on 	 Child1986 in "Del "Monitoring 
Survival" established a dialogue on various strategies for monitor­
ing. progress in child survival in India. It includes the national 
nutritional monitoring network, routine. -state heal th: statistics 

.gathered. t1,,ough h~t2atn an-d sT-cific proS-.a-:s, such ac 
............ ...... Pr grar, wh ch nz~ve ote-r,infor ea io ­

L.:arg OR' base.lne surveys of over 250,000 children have- been 
C"P.E7 d ' n 9E w'th the help ,Iof Wh, Tre' dta fro trese. 
i e~ , -int bas6 ust. n...edgt of ORE 'and somezIs of. ORS,
basic infor-a ion about tri use of ORT in. the home. Mortality data 
from tihese. surveys are widely viewed. as unreliable and could not be 

cosdered ai baseline . Mortality will bemonitored' in fixed 
institutionFs to, provIoe: ongoing trends on the importance of diarrhea
in overall cnild mortality and verified by the SRS mentioned above". 

B. 	 Univ4sal Immunization and ORT 
"- .. . . " " ::-k: : ." . 

1. Monito'ring Methodology 
,11l . , e , ,.. . . .	.. : , ! ,
There will be four principal means of measuring project performance~ M6Q:;i.t 

,

:iL:;:.(.h ......... , _>.,. : :-., ,.,-, ..-,,::.:.::%, ;. 


for both the UIP and ORT project elements:
 
...... ............ ....... ,.
. :..: . .:-,. -	 -.. .. 


" = ' '. ' 

'
 

I,-,1
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The internal program monitoring and evaluation systems, 

Regular formal and informal consultations, 

Field visits by Mission technical staff,and. 

Regular reporting for purposes of monitoring and evaluation is an 
integral part of UIP. This system will be the principal means~of
monitoring program performance . The process begins with cluster 
surveys which establish past EPI coverage in each new UIP district. 
Tnese surveys art a part of the micro-planning course for UIP, and 
'serve to:
 

- Establish baseline coverage levels, 

- Expose trainees to village level interviews with mothers and 
village workers as a precursor to the household enumeration 
surveys, and 

- Demonstrate how single survey techniques can be used to check
 
and verify routine service statistics and data.
 

Thie surveys are conducted using a field methodology developed by WHO
 
- ' and the Centers for Disease Control. By choosing clusters or. groups


of children to survey, rather than truly ra'ndom samples 'requiring
 
logistically impossible 
surveys spread over the entire, population, 
a:curate. estimates of program coverage can be obtained 'with
 
relatively modest 'field expense. The surveys determine vaccination 
coverag, of each type of vaccine with a percent of95 conf-dencof. .. 
o tperccen. (e-g. if. .a cluster survey indicates tript 7 o 

children have been fully immunized with the 6 antigens, triere; is 95% . 
certainty that actualA coverage is' in tth-,range oj6-8'. Simiilar 
cluster surveys Wll be used to introduce an- monitor thE. ORT 

: rgran with imilr certainty for recent diarrh a nistor.; a.12 us,-

Tne regular reporting systems are built up frot the block level and 
provide monthly data on progran coverage. Tne UIP montrIy.reporng 
system provides four categories of data. They are: 

Surveillance: Reported cases and deaths by disease. (Trnis data 
il necessarily be' incomplete. Most cases of measles, for 
example, 'never come to the attention of the health system and 
deaths are frequently attributed to other causes.) ' 

-Imunizationperformance: Number of beneficiaries vaccinated, by 
type of beneficiaryand antiger. As an example of how the UIP 
program is evolving, this reporting is currently be ing revised 
to separate reporting of, immunization .of children under one and 
children one year and older. 
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Vaccine supply: Including beginning and ending stocks and
 
consumption during the onth, by vaccine.
 

Refrigerator status: Number on hand and number, working. 

At least annually program reports will provide information on other
 
key -are-- 'o''-pro-'-''-,tbo
 

. Equipment availability and status,'- .' 

Vaccine supplies, 

- Training courses, by type, and:. 

Number of persons trained.
 

In the cases of UIP, UNICEF has developed, a computer "'-ino 1ysis
 
program designed to utilize the extensive data from the UIP moni~tor­
ing and evaluation system. The program has built in discrepancy
 
routines, such as a comparison of sec~lnd round DPT coverage in 
a
 
block to identify cases where second dose coverage exceeds thoe first
 
dose coveiage for that area. In addition to the analysis available
 
from that program, the Mission will have acciss to the evaluation
 
reports prepared, by UNICEF based on reporting from the field and
 
field visits of its central staff.
 
The ORT reporting system will provide monthly data on such key
 

indicators as: 

. ORS packets -- stocks and consumption, 

-- : ::unr o' oacted an' taught-O 1 -­otnhers 


N-Nb:r of field workers,trained, and
 

:-:Nu:br Of clinica] dte hv!raticr, casf tr- _:tee w4*tti M1 , 

Regularly: scheduled mae:ings wit h the Governmen t to evalua te?
 
progress and plan future implementation will be an important too. 

* fo moitoingproject . ­progress. Quar:erly. meetings with 'IT1M

staff re sponsibl .for both "tecnical and administrative decisions on
 
I?: and' ORT will be held. The ablcendas villinclude
 

-A review of technical issues related to implementation: coveragc­
schedules, training content and methods, supervision, monitor- ,
 

ing, and reporting.
 

-A~i review of implementation progress: state and district plans,
fund releases, delivery of equipment and supplies, 'reporting of 

" 

pe rf ormance . 
. 

Periodic evaluation: plans for monitoring independent. evalua­
tion, surveys etc. 
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Minteso thse eeing, aprvedbyb~thGovernment and AID. and
 
otther. participants 'ilcomprise a record, of policy dialogue,

technical modi fication and continuing evaluation of project
implementation. 4.i. 

Once a year an annual review of UIP and ORT accomplishments and the
 
imib~~ lsf~ ~ ~mi ~ erwlb-W This will
plmet1 held. 


include consideration of budgetary support to adequate
assure 

These formal meetings will be supported by informal, but regular,

monthly mee tings 'of th, techni cal staffs of UNICEF, WV and USAID). 

.
 

The primary purpose of 'these 
.*
 

meetings is to identify technical
 
probem and ways to resolve them. ..
 

Mission technical staff will be continuing to travel extensively to 
observe and report on program implementation in the field. 

*. The special studies component of this project will include, special 
evaluation studies to assers program effectiveness- in 'terms of 

.
 

impact as well as coverage', and special moioigadevaluation

studies are an integral part of the' present program.., As examples,
 
there are two evaluations related to immunization activities that 
are at the planning,, stage. The is a review of 'thefirst Universal 
Immunization Program .",and is tentatively, scheduled to take, place
 
during August-October 1986. An evaluation temwill review UIP
 
activities'in three districts representing high, mediumn and 
 low UIP
 
coverage. The second evaluation will assess. the effectiveness of
 

tannfo IMaaesconducted byteNational Inttueo
Communi cable Diseases.' 

2Tracking Data for 171?P. 

.togeTaken ther these methiods, off monitoring will enable the Mission. 
to re port, at least annuplly, .th .r followlng ('immunization data ' 

r'L este -I in-rState 099765, Ch-l-d SurN 'val,' Trackinp Clobal' a ne 
Aec.Progress (see anne:~ C-for. details of trne dat-a *ruquescted.) '' 

-Tier 1: All tier I data will ,- ~ava~i.lable from district plans,

and UNICEF reports, ,
 

- Tier_2: All, tier 2 data vill t*=- available by district from the S 

monthly UIP, reports, with rdisease' incidence less accurate than 1, 
the other data. 

ofir3 Cs e protected child can be calculated on the basis

of program costs and presumed impact based on stan~dard


epidemiologic factors. 
'''' 



Infant and, childA mortality rates' will be available from the 
national Sample . egistration Scheme,
mortality rates will Dot be available.ea 

but diseaeseii 
..... 

State wide estimates of nutritional status will be available 
from tte. sample survey ;of -th Nat.iona ,Nutr IoLzn ,onitor> n 

3. Tracking Data for ORT 

Taken together the methods of monitoring should enable the Mission.,, 
to report tthe following ORT data requested in State 099765 (Anney: G). 

-Tier 1: All tier 1 data should be available from implementation 

plans and the internal program monitoring1 system. 

- Tier 2: All tier 2 data should be available from the internal 
program monitoring system, or on a 
from sentinel Primary He~alth Units ,(1 

dispensaries (1 or 2 per district) and 

sample 'basis from reports 
per district), sentinel 

district hospitals. 

Tier 3: Costs per treated episode can be es'irmated on the basis 

of program costs and num~er of episodes treated estimated from 
program reports. 

Infant and child mortality rates will be available from the A 

National 
mortality 

Sample Registration 
due to denydration 

Scheme. 
will Abe 

Sample estimates 
available .from 

of 
the 

aentinel. reports. 

-- State wide1 1estimates of nutritional status wi~ll beavailaabde 

fron-, tric samplte survey of th.e7 National Nutr~iJ Xonitorine 

*'CState Level Activitie8s A. 

~' '~''' ln-re will 'bE five{{7{o principal 'mans of it ri 
goiornproj~' C: pefJmncP 7{£}10: rM a::,n' C , {.-75 

SQuarterly and annual 'reviews of 
tation 'plans; 

progress in 
... 

rne annual impleme.-
. .A.. . . . 

A 

. 

Tt-xThestate monitoring and information system; 

oml n 'euanomlconsultations, 
I. 

A-Field viits by Mission technical staff, and, ( 'A 

Secial, surveys.,~< ~ A 
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The primary to1l for project monitoring will be the annual state 
implementation or work implementation :plans for training' communica­
tions, and the monitoring and information system. By definition 
these plans 'will' be a calendar of activities showing what is to be 
done over the year, how and by whom it will be done. These, plans . 

will outline a series of activities leading_,,,to_ the__proqjec;t 
objectives for 'each component. 'The extent to which each compone Int 
is close to the 'plan~ outline is the b>est indication 'for monitoring 

\ 

___ 

progress. 

An annual review will formally and systematically assess progress of 
im~plermntation in greater deptli,, assembling a wider range of data 
and including a broader selection of participants. The outcome of 
this review will provide the 001 and USAID with a comprehensive 
status report, which will also be the basis for the next 'year's 
planning. It will include a measurement of progress against stated 
plan objectives as well as an analysis of why any objectives might 
not be metI, w-1th proposed improvements. 

Initially, the state work plans will provide for special ad hoc 
reporting for the purpose of monitoring progress against the -plans. 
Howe-ver in the latter years of the project this ad hoc reporting 
will be supplanted by improved regular reporting under the state 
monitoring and information systems that will be developed as a part 
of 'this project. 

This reporting will be a primary management tool for' the' Child 
Survival Project Coordinator and his/hier staff'. It will also be the 
principal agenda topic for quarterly meetings~ of 'the Child Survival 
Project Planning Group. 'In addition to monitoring progress, these 
i-etincs vill provide a florum for tnri- resolution of proble--s wnlch 
invclvE nr than one organizational unit within thr- state' Ministrv 
)'of ial-iri andA Family Welfariz, or involve coordination betwoe that, 
YXinis-,rv and othc-r elements of' the st-ate government. 

' 

ch'sforza2 'me-.,s-n il 'F su ppor-te d bN- frequent i nfcr-ma ' 
m,-- i n,4s betw'..en ' ssion' staff a n tn-E Cnil1 Surv~vai, Pr oje z:tt 
Coordinators in each state which will be primarily for the purposes 
of revieving progress and identifying problems or bottlenecks.'and 

seeinrisolutions' 'to' them. 'In 'these meetings 'Mission staff-L will 
dwo-- insights. to project performancE gained' 'through' travel to'' 

observe project implementation in the field. 

The special studies> component of this project will' also include 
'spe-cial evaluation studies to assess project 'effectiveness in terms 
of impact as well as coverage. '' 

' ' 

D. 'Innovative Studies 

There 
which 

will be two 
will comprise 

principal means 
this component of 

of 
the 

monitoring 
project. 

t he., subprojects' '­
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The first means is through regularly scheduled 'mee tingG7 of the,''~ 
review of new proposals, the 'agenda for, these meetings, will include 
a review of status reports on all outstanding subprojects. 

____The second means will be 'status;-report ng._Yhich-.w.11beapartf of-----,­
the protocol for each subproject. LEach protocol will provide for
appropriate 'progress 'reporting on the study, test 'or demonstration 
covered by the protocol. -

VI I. Summary of Analyses 

A. Tecnical A-nalysis-
-

The technical Analysis (Annex E) concludes that from an overall - -

paint of view, the 
analysis then goes 
:each of the project 

project is technically and socially Bound. Thte 
on to examine feasibility issues wi-thr Iegard to­

components. The major conclusions are that: 

- the 
-the 

operational feasibility of 
past few years in smaller 

the UIP has been developed 
district level' operational 

during-
'tasks. 

----

The UIP strategy will build' a sustainable 
infrastructure already in place, and has be en 

effective than alternative approaches. 

system~ utilizing
known to be more -­

- the OJ strategy draws on experience in lndia and elsew~here." 

4- - -

- thie OPT strategy includes the 'three elements that h'ave- been 
snown by elsewhere to be essential to success. Moreover, a 
-recent- nationwide- market, survey Tha s srown a'greater 'potential
recept-'vity for' hom-e 0OR%-pra-tltces thar. wa: przcviusly thougn 
to' ex:tS t 

'I 

-~the prop-sed saelevel acti vi tles bui id on th ex -rience in­
tnhe- states thn ex-r.t:In-'IRIF 	 and ICD.- prciects.' Tti! s 

-India - the mass:ive size of .reqUireS 'the careful de vElopment. of 
nev' pro zram,-s, an", a tremendous array of expe-riance~ capai­-nc 

for, tht: conduct of field task-s, demonstrations adnoat---- -------­
studies exists in both th,- public and private sectors,' , ""­

' ,-	 Women ;.ill play a rnfJor part in the project, both' as benefic'-
iaries (the mothers) (and the 'critical periphieral workers,,some 

-­

'90 percent of whom are women. " " 

'~B. 
 Financial Aaysis 

A 

The financial analysis examines the potential total, costs of the ,UIP,'A~' 
and 'ORT: programs. Wile approved cost estimates will not' cover 	!the,

-A~4A-~<''4A total Costs ofA these two programs,. the shortfall 	
A

is snot great. and'it ~""4A'AAA
~is, almost ,certain to 'be "made 1up by plan' amendment'bor by drawingA-on-- " 

2 



4;'other health and family wlfare funds. 

Rcurring costs are not expected to be',a problem in the UIP and. OR? 
programs, because these costs will be built into the government's A,
budget by the end of the project, and because they represent only 5 

S".percent of the annual funding for health and -farnily- welfare. 
Recurring costs will not be' as great 'a prbe intesat4ee 
activities component as would appear~ on the surface, but a mean 
should 'be found to deal with them during project implementation. 

C. 	 Economic Analysis 

n economic analysis has, not been prepared for this 'project. A 
classic cost-benefit analysis is problematic at best for a health. 
project such as 'this, where savings must be based priariy o 
'deaths averted. is 	 by t he prctThis compounded 	 iar ilyaon
 

speciic dethrte aalale only estimates and precise total costestimates are no vial.Tejustification for this project,like for the A.I.D. Child Survival Strategy as a whole, isU 
humanitarian rather than economic. , 

VIII. CONDITIONS AND COVENANTS 	
* 

4'A. Conditions Precedent to First Disbursemen 

Prior to the first disbursemenmt of -the Assistance , or to t he- 4;. 

issuance by A.I.D. o f do cumentation pursuant to which such 
disbursement will be made, the Cooperating Country will, except as 

1.iD. may otherwi se agree in wri ting, f urni sh to A.1. D. in f orm and 
substance sati sfactory to A.I.D.: 

a', 	 A- opl.ni on of counselI acceptab l to A. I,D1. t ha t thti reEmn 
nas be-_n dilly au tnri~ze6 and/,,or ratif ie-d b,;, an-- eY-,c;tt o1,
b-nalf of, the Coop--ating Country and that it con"stitutesa 
valid and legally binding obligation of the Cooperating out 

- in 	 ~accordancx vtth all1 of t trms;ne and 4 

b) 	 A statement of tthe name-s of ttt, persons holding or acting in the 
office- of the Cooperating Country and specimen signature of-a 

each person spnocified in such statemon*t. 

F. Conditions Precedent' to -Disbursement Under State ' , ;LvelI 
Activities (M0aharashtra, Gujarat Himachal Pradesh and Haryana) 

Prior to any disbursement under the Assistance for State Le ve 1
Activities or to the issuance by A.I.D. of documentation pursuant to 
which such disbursements will be made, the Cooperating Country will 
except 's 'the parties may otherwise agree in writing, furnish to 
A.I. D.. for each project state: 

a) 	 Documentation supporting 'the establishment of i) Child Survival- -­
' ' 	 -Project Planning Group and' (1i),Cfil SurirIval Project Of fice;' 	 ~ 4 44 

4 

, 



b)A nulipeetto ln covering~ training,~ communica ­
tinand the monitoring and information system.'"v ' 

-- C. CO0VENANf --.-­

dditionI ......... .. to the stadard ega luationcovenant, following ,coVe
 
are 	con"dered-essentialton program goals and objectives: 

1. 	Under the A.I.D. grant to NIF-for UIP, UNICEF will carry out 
the monitoring and eval on of, UIP in accordance with its 
nor-mal procedures and furnish the results to. A.I.D. at least 
once a year. 

2. 	 The 001 and state authorities will carry out the monitoring and 
evaluation of the ORT Program and State Level Activities in a 
manner satisfactory to A.I.D. and furnish the m~sults to A.ILD. 
at least once a year. ., e.. . 

3. The Cooperating Country will ensure adequate''budget provisions 

in the Central Government budget as well as in ' ti' states 
annual implementation plans.o-

IX.Evaluation Plan
 
,r- 4 !' ' , 4'> 

ii1 i)71ii.. . . .. . . . . . . . . . ........ ... :... .. ..... =. . .. .	 " 
'~ ~' 	 >~s>sA., The National Programs ... -- ~ -	 . 

'financialThis project proposes to make its 	 contributioni to the,' 
National Universal 'Immunization- Program through a'grant to UNICEF. 

.
 

UNICE F, WHO , the' European Economic Community, Denmark and other <'
 

-donor organizati-onF- are llke '. -to przcvide -assi stance to the VM?. -,
 

-Plans for the financinR -of tn.- 'National) Diarrhea Disease- Con:rpl
 
-UNICEF, WHOJ and other donors u-ill provide assistancfe.
 

-dono~rSlt:1c_ sense f-:each to' ernbarK 'otm separ~ae 
e aIua o r arrangcment'* I nst-ead) t--th L so rT'oe ow r 
the MI0 andi tiie donoirs to eazh national: program~ in developing Icomo 
evaluation arrangements to meet t ne:_ae e ds ofalpris 

'valu-asonsO-n- pcia 	 may,,be. scheduled, as req ui ed, b~P~ th-

T he' te rms' of, reference and composition -of evaluation *teasfo th
mid -term ;nd fin~al 'evaluations will be 'worked ou inconsulation--"-.~.--­

- wihthe;GOI .-and4 -- other donors.-The- mid-term :evaluations should- ­

~V''1'',~ assss' progress towards, acie~vement .of. UIP 'and' National" iarrea2i­
lDi'se a se Control, Program objective's and ascertain ,whether imlme­
tation is on track. :.Costraint's to the, achievement of ~'orm 

'4objectives~ should. be identifi4ed and mid course coretin prop~osed
"to' d eal"'with the deficiencies noted- -The-' emphasis, should~ be Ion' ~-'' 



'4- j~"~'-

coverageof intended beneficiaries and chang..~es required t civ
high coverage., The evaluation should consider, both~ supply an'd 
demand, factors. In view of the need to sustain 'program efforts< 
beyond the :life of 'this project, the elvaluations, should examine the 
cost Ieffectiveness of approaches and recurring cost implications.~4" 

~ 

' 

Th I Ha eVlainsol as'sess-impact-'of xthhnational prgrm 
at, the gal as' well as44the puirpose level.> The ul'tim~ate goal is, to­
reduce infant';and' child:mortality. The Kfinial evl "in should not 
only, assess leve'lsKof coverage> and reasons underlying achievements 
but should measufre. impact on child surzvival. The~final ev~aluation 
snduld also make detailed recommendations for ssand fetv 
and Rffor dable programs -into the )21st cen styanddeffective 
needs forpsil donor financing. The' financial implications of
recommended courses of action should' be clearly spelled out. 

> "A 

A 

B. State Level Programs/Studies, Field Tests and Demonstrations 

) 
A 

7 "' 

AID, he prticipating state governments and th~e 
mid-term and final' evaluation of AID-assisted 

4-state level and below.' The mid-term evaluation 
not be limited to:-4, 

01wl l 
activities at 
will consider 

h 
the 
butt 

' 

7- 4 --. - --

Progess towards effective, technically 'sound t raining,'
communications and 'management information systems in support.
of immunization, oral rehydration and birth spacing in the 
target states. -: < ' 44 4'> 

-~ -

44and 

A 

- - - Changes- in- knowledge, attitude and practice regarding EPI, ORT 
'cnild spacing - leading to tigh- coverage of target

~~beneficlaries. '-' 

- K 
-

-

4 

-

- dequai~ of mc-anis-, 'for develoning- wor plans, disbur~l n 
funds, and developing, approvinL, implementing stuies, f'iele, 
~tests and_ demonstr-ations.' 

" 

>2''- - Rcomnddi-mid-course 
~deficiencies.4'--

corrections - ') deal With~ r0 -!I 
4 

K - - - - Lessons 
----------------------­ ugnt, 

learned' from; AID-assl sted activities wftich -should 
to tt-- attention to state and OMl policy makers.'- -

'be- --

4­

4 

Eff ectiveness -of corinto 
systems a.nd 'recmmendations, 
survival activities. 

to 
N wentehath 
better coverage4 

and. lCDS 
their child '' 

4­

~- >4-4 ~-
--- Adequacy of: recources available 

financial implications.1~"L 
-at the" -state level -and-4 

~ "'' 4 

4 
-j~j, 4 ~ 

"4--' 

- -Thefinal evaluation 'should address concerns which were addressedt
during midtermevaluation -TIt- should also 4 measure impactK 4 -of 
state level- child surviva activities on infant -­ and ;child mo'rtality. 

4, 

;'Y 
4'" 
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It should estimate the recurring financial expenditures for USAID 
financed activities, which if they are to continue beyond the life 
of the project, must be 
Finally, the evaluation 

provided 
should 

for in state and national budgets. 
make recommendations to AID, the 

state governments and the GOI for follow-on child survival 
activities. 
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IMPLEMIENTATIONOF THE 
 PROJECT. THF PP SHOULD DESCRIBE LINKA"SWITH PRE/UREAU-FINANCVEDSERUM INSTITurE OF INDIA PROJ C.
UNDER, WfICH THESII VILL EVENTUALLY SUPPLY 
 EASLES VACCINE TO
THE- 301. PplDESIGN S.OULD 'MAXIMIZE THE ROLE OF 
THE PRIVATE_____D_~~ ~S EcIQR .__ER HARS-I N_-PR 0 VJDNcVA-I~S~C O-LD--C-R A-1 N7-E Ji-P iE NrWS- ORTL PACKETSY THE PP ALSOSECTOR 'S ROLE SHOULD CLEIALY DESCRIBE THE PRIVATEIN TRAINING, RESEARCH, AND A-PUAL SERVICE 
DILIVERY. TEE OBJECTIVE OF PRIVATE SECTOR 
INVOLVEMENT SHO.LD
RE~TO EXTEND I'HE 
REA."6 01' PROJECT SERVICES, AND CREATE A BASIS
FOR SELF-SUSTAINING CHILD...SURVIVAL 'ACTIVITIES.
 

. PROJECT DESI N iEFFORT:
DESIa"N THE PID PROPOSES THA.rHE PROJECT
TEAM CONSIST O? ONE PROJECT DESIQN SPECIALIST FOR SIXWEiKS IN MAY AND JUNS. WHILE PERSONS WITH STRON3 TECgNICALLFAEPEENT IN TEE, 1ISS10N, IT I S UN' LER H THEYWn R .. !, H.A T TXT TO E TO.V... .IT S IE NFNSIVE DES1 EFFOT.IT MAYBE HELPFUL TO SUPPLEENr THE DESI&N SPECIALIS. WI- APERSON NI~OWLEDGFIAB

CRILD SURVIVAL ABOUT AID DOCUMENTATION REDUIREMENTSISSLS. AS ANDINDICATED EAR~LIER, rHE PP SHDJLD
ADDRESS THE ISSU.E OF RECURRENT COSTS, CALLINu& UPON OUTSIDE -

CDNSULTANT SERVICES IF NECESSARY. 

(J. TITLE II: ArPAT DOES TRLJ MISSION FORESEE 4S THE ROLE OF'TITLE YlI IN SUPPORT OF USAID'S CHILD SURVIVAL INITIATIVES.~INPARTICULAR, flO' CAI, THESE RESOURCES BE MORE EFFECTIVELYPRDCRAMviED TO FURTHER STRENGTHEN ICDS EFFORTS?, 

2. THE MIISSION IS 'ON, 'ENDED FOR TEE PREPARATION OF AN~7-):C FLL FNT- ?D. i LOOK FDR6ARD TO THE REVIEW OF THE PP.SFULT2 

21LLA$ 1"G' S>TAPE 153353 
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~ANNEX C 

. NONPROJECT ASSISTANCE CHECKLIST ~ 

The criteria listed. in Part A,are applicable generally to FAA funds) and, should
~$~'"be used irrespective. of the program's funding source. In Part a'distinction Is '' made between the criteria applicable to Economic Support Fund assistance and thecriteria applicable to Development , Assistance. Selection of the criteria will 

depend on the funding source for the program.
 

CROSS REFERENCES: IS COUNTRY CHECKLIST UP-TO-'DATE? YES.
 

*.HAS' STANDARD ITEM CHECKLIST YES. 
BEEN REVIEWED? : 

A. 	 GEKEP AL CRITERIA FOR PROJECT 

1. 	FY 1985 Continuing Resolution
 
Sec 525; FAA Sec. 634A. 


' 

Describe how authorizing and 
 A Congressional Notification
appropriations commiittees'of 
 will be forwarded -prior to
 
Senate and-House have been or 
 the initial obligation of'
 
will be notified concerning funds."
 
the project. 
 ''A 

2. 	FAA Sec. 611(a)(2).- If further.
 
legislative action is required 

.­

within recipient country, what is 
basis for reasonable expectation Applicable.'Not 


that such action will be completed
 
in time to permit orderly accomplish-.2
 
meeit of purpose of the assistance?'
 

3. 	 FAA Sec. 209.' Is ass~[stance more activity- will be-'This 


efficiently and effe Avely given 
 supported r, 	 'jointly by. AI ,, 
- through regional or mun Alat era2 and other donors. Of thr-totaa
 

~ organizations?
- -. I f. so ,wj S, ' AID assistance, t25 million' 11iI­
assistance not- so given?.-" be provided through'UNICEF. The
 
Information and conclusion 
 assistance will not be-concerned
 
whether assistance will encourage 
 with regional development~

regional development programs. 
 programs. 


'' 

4. 	FAA Sec. 601(a). Information and con- (a) Not Applicable.

clusI'ons whether' assistance will.K
 
encourage efforts of the country to: 
 (b) The project will promote.

(a) 	increase the flow of inter-
 private setrinitiatives An 
national tradel" (b) foster- private the production lof vaccines 'and 

~~ medical supplies.­

7 



- - - --- - --- - - -- - - - --

initiative and competition; ~ 
(c)encourage'.developmeInt Ianduse, 
 (c) Not ApplicIaIble.''-"''' 
oficooprativ'es, credit unions,, and
 
savings :and 1o'an Associations; 
(d) ;(d) NotApplicable.
 
.discourage... op'listic-practices 
(e) improve technical efficiency of, (e) NotApplicable.~

industry, agriculture and. commerce and 
(f) strengthen free labor unions., 
 Mf 	 Not Applicable.
 

5. 	FAA Sec. 601(b). Information and con- U.S. technical assistance

clusion on how assistance will 
 will mostly be 'provided

encourage, U.S. private trade and 
 through contracts with
 
investment abroad and encourage 
 private sector. - .*private U.S. participation
 
in foreign assistance programs
 
(including use of private trade
 
channels and the services of U.S.
 
private enterprise).
 

6. 	FAA Sec. 612(b); Sec. 636(h); FY 1985
 
Continuing Resolution Sec. 507 
 Des- The Government of India
 
cribe steps taken to assure that, to will finance about
the 	maximum extent possible, the 49 percent of all costs.
 
country iscontributing local cur-' 
 The Development Coordinating
rencies to meet the cost of con-
 Committee determined in 1977
 
tractual and other services, and 
 that local costs could be dollar
 
foreign currencies owned by the U.S. 
 financed in,,India rather than
 
are 	utilized in lieu of dollars 
 funded with U.S.- owned ruipees.
 

This policy decision has been)

subsequently ratified through
 
the approval- of ABS's and
 
individual pro'i 'cts.
 

7. FAA%Sei. 6!2(d1)., DcieE the i1S .- c)n U.S.- oumcdrupee- are bei "z 
excess foreign currency of? the used for vr1us ,r":S.
 

,country 
 and if so, what arrange- Government .1ie' pro­
1ment have beer made for its *gram-, and f'cVaddmiristrativ' ;~­

leasc-. uppo'rtEffective Oc,- ,
198', ;'ndia,'s designation. 

' ,was 
 changeL' from an excess
 
currrncy to a near-excess
 
curt~cy country.
 

-or'-,-,' "F .
S-'-<- F+a c~++'8. 	FAA Sec. 601(e). Will the assistance '&+--.:, +:-' +. + +':+ ++ +.: ++++: + +:+i++'"'K + +++ > ++++ ++++++ :.+ ++ ++++ ,-'++:: : 	 +5+ : :-+++++++ +++++. +++,*-,K-' 	 ~: e ,: > .: utilize competitivee selection pro-n m +.e + o~'-~,:I--- " --- ,: - r sm ~ " -n-d- r ,, 

cedures - for+ # the+ . awarding+ +++ +7 + of+ +. + ++?-+ 


tractse, except where applicable ~ ;: , + +-{ ' 

­
+++ : + + ?i con- :+ + ; , YES.+ : ;. + + +++,= : - - ' 

:. : 	 ::: >; {­

4 -I--- -'--	 + +>++a +'+ ++++a~ +++++++++++procurement-rules allow-otherwise? 

2--- - - -- - - --

-­

i+ ++++ +++ ++++ ++?-' --'- - -- - -.'r---'+"--	 ---' ++c-"- r '+. .. ­-l -- "A+, 
--..	 , ,+> ++++.. r-e++>++ ++ ne 

;.... 



'p9. FAA 121(d). If assistance Is being
furnished under the, Sahel Develop­
mentProgram, has-.a determination 
..been madethat~the host government 

Not Applicable. 

' 

for and conitrolling'receipt and 
expenditure of 'A.I.D. funds?4 

10. FY 1985 Continuing Resolution 
Sec. 536. Is'disbursement of the 
assistance conditioned solely on 
the basis of the policies of any 
multilateral institution? 

NO. 

* FUNDING CRITERIA FOR NONPROJECT ASSISTANCE 

I. Nonproject Criteria For Economic 
Support Fund Not Applicable. 

2. Nonproject Criteria For Development 
Assistance 

- ~~ 

-­

a .FAA Sec. 102(a); 111, 113,281(a) 
Extent to which activity wi-13, (a.) (a.) By focusing on the 
effectively involve' the poor in delivery of key child 
development, by extending access survival interventions, 
to economy at local level, this program will seek to 
increasing labor-intensive production reduce the incidence of 
and the use of appropriate tech- infant and child mortality,nology, spreading-investment out from particularly among the poor. -­

cit'ies to small towns' and rural '' 

areas, and insuring wide' partici- ' (br.) Not Applicable, 
pation of 'he poor in the benefits 
of develo p~ent 'on a sustaine'd ~ (c)This program~ entirel1,
basis,. using t'he appropriate " 's'upports~ Indiar 'selfA help b Y 
U.S. inttuins;' (b.)help;develop 'building up support personne2,
cooperatives, especially by technical demonstrationi and delivery
~assistance," to assist ruraland urba7 capab- iiti es of the - te.lth 
'poor tC' hElp t1,eMS0lVe, tO~a:db~eDEtet~T 
life,.and otherwise' encourage -

democr'atic private and local govern- (d.) Women, along with children 
mnent'al institutions; (c.)su'pport the under two years of aFre, are the~"se f-help efforts of developing tree eeiare f 
countries; (d.) promote the project. 
participation of women in the ~' 
~nationa~l economies of developing
countries and ,the. improvement of 
wmnsstatus; and (e.) utilize and (e.) NotAplicable,

'encourageregi'onal cooperation 'by ~-
developing countries? ''­

'' 

~~ 

r 

~ 6' 3 



-- 

:~j~+ ~b-

-'~wri. 

4 4 

9
c. 


d.-


.9 


e. 


7 -' 

'44+ 

2~44-civil 
-'skjls 

-~ 4 -

FAA Sec. 1031 1~03AP, 104, 105, 106,P 107 ' Is assistance being made available: 
[104] for population planninig 

Th 
under -vcriteria for sectjion96P~-
10
 

sc+<-yec. 104 (b); or health.und erlsect 104 'fund s.
 
___(),__fsc~e~te t,twhich-activity--
 'T-<­

eumpha'siii~- lbw-cost; integrat~ed 
- ->delivery systems zfor 
ealte,
H g nutritionand
fam ly panningifor the*poorest44 

,.people, with particular attention to 
the"needs4 of.;mothers and, young child­
ren,- using,,,paramedical and auxiliary 
medical personnel, clinics and health 
4posts, commerical'distributon systems,4

and, other modes of communi'.V research. 

FAIA SEC. 118 (c) and (d). 
 Does lthe The assistance'complies withassistance comply with the 4environ-
 the environnentalprocedures.
 
mental procedures set forth~in AID 
 The estruceilon of tropical
Regulation 16? ,Does the assistance 
 forests is n ot ',applicable ln 

- >
 

take into consideration the problem < 
 this~case., ­
of the destruction of tropical 
forests?-
 4 

FAA4 Sec. 122(b). Does the activity

give reasonable promise of contri-
 ~F--. 
 -- ' -- j
buting to the development of eco-
+++aSS [S a+++++++:++Ce +eC m + 'YES. -{~4uoi++ iv esa..nomic resources , or, to the -increase -+++++++--+ 

- 4:~4 ~orproductive capacities and self-44 

sustaining economic growth?"' 

444
 

-FAA Sec. 281(b). Describe extent4 to- Indiahasaveyhg
which activity recognize the parti- anieneovery higehs'

cula'r.needs,' desires and capacities which is, a, cause fo 'r~o­

01 4the peope of the country; uti- c/oncerr, The-4GQI has recent­
lizeE the country's intell&tuai.. r~srcue it healt
 
resources to encourage-Institu7 
 4rgassm.flwcar
ca 
 0- C' 
+fOis.+-+-+-+++++..++ and;-+4 beitional dev.~elopment; ; %44 . -- 7 

-+' supports- 4 obetvsae4t~aevc ­education and training4 - in 4 --- *-nation444 4. 7 
44+ servicsIavallable' to. 4 

required lor ef.,ective, arti-al 4l~r! -o'e. a'n&-d 4 ' cipation-in governm~ental and-po Iii, childrnby,1990;, to include~j~~
tical processes eential to se f.i
- measles immunization- in the---~--~ 

government,-

- 4 --- immunization program; -and t 

44~.4~> evelop a, nL'-iona I orai-li~ -~y
- - -44 4 4 4 4 - 4 4 4 4 4 e h r t on progr a m . ~T h i s 

444~444 program -is in drc 
S--consonance 


to thee
 
4< > ~ obecive and will also~~4j44y4~ 7444~ 

H~44 4 4 ~!4 -4444444. 44 4- 444>4~[-4 .aV~address other related issues 4-;­

-, ­/4.4w. 44 -of7-manpower and inst-itut-ional 
44444.44.44~- ~ 444 - -. 4444~44/1~dev lOelope t th o training, L 

-- ~4~4~. .4 ~ ~ research and ipoe4 4 44>4V4t4~ .4j .4-------44-4~-94, ~--.4 ~de. livery44-4: >4> 
4 

4444 ry of4 health c-'re7 ­

-44
 

http:44444.44.44


---- ------ 

STANDARDl ITEM CHECKLIST 

~ Listed~below are the statutory items .which -normally will~~be covre 
~j<~ Jroutinely in those provisions of an a~ac agemetst.nit 
~/~4~ipleentation,:.or covered in the agreement by imposing limits on certa ini! >
~x..uises of funds.. 

K 

:These items are'arranged under the general headings of (A),Pr'ocurement>­
~Th~-(B),Con~struction, and (C)Other Restrictions. 
 ~ 

A. 	Procuremenit 

1.. 	 FAA Sec., 602. Are there arrange­
~mentsto permit U S small business
 
to participate eqbitablyin the YES.
 
furnishing of commodities andr 

4services financed?
 

2. 	 FAA Sec. 604(a) Will all 
procurement be -from the U.S. 

-
All procurement will be
 

except as otherwise determined 
 from the U.S. or-Ynffdia 
the 	President or under
Sby 	 unless otherwise agreed.


delegation from him?
 

3. 	FA-A Sec. 604 (d). If the co­
operating country discriminates 
Vagainst marine insurance 
~comnpanies authorized to- do 

--- V 

The 	 country. does not sQ.
buiness. in'theU.., will discriminaite. -­co0M-7 ,odi ties be insure~d in the- ~ ~ ­ -~ 

;Urited States~agais mnarine ' ~-­
ris',wtbsuch a c~ompan ?
 

FAAk Sec. 604(e); ISDCkofl99C -,
 

Sec-.O5, . f.of-fshore ~wK~-
 4­
pr~ocuremnent of agricultural,«--	

-;~~ 

~ 	 - ~ 
, commo~dity, r prodict~ii~to bev 

Lfinanced~ is there provisio-11

~-against such prcrmn wh-
 NNot~ pp1icable.,>~

th.Idmsi price of ------------------------­
~commodity is -less, than parity? ~- -~~
 

~~~k-~- fifianced'could nottrea sonably~ ~ L&jKY J2~h­
be prcrdiU.S.) -4~--~ Q 

- - --- ---- - .~ - ~ -~ .-- ~----~~-	 ~V- -~-

-~ ~i--. . I - -

http:4~ipleentation,:.or


5.FAA Se(',. 604(g). Wilcontruc, 
''"''t%4 ~ < ~ 

tion or engineering services be 	 ~'' ____procured~o irsocunre 
which receive direct economic 2 i A~JV I~~~ 
assistance under the FAA and ~) 

under.,,Code, 941, but 'wich htave'~
 
attained a competitive capabi-lity ~ tAplcbe
 
in international markets in one'
 

~~tt.~~ f,~~ fthese 'areas?, Do these' ' 'i >' AS& 

countries permit United States ' 	 2 
frms to compete' for con-­

struction or engineering,
 
sejrvices financed from assistance
 
programsof,tlese~ countries?-­

6. 	FAA-Sec. 603. Is the shipping 
excluded from compliance,with' 
requirement in Section' 91(b) of Shipping is not excluded from j>'
 Marine Act 0pr ~ compliance with Sectionash 	 Mnend d,~ata es f13 1brchant 

as amndd tha atlat50pr'.0 


centum of the gross tonnage of 	
) 

~~ ~ 
commnodities (compuitedAseparately
 
£or 	dry ibulk carriers,A dry cargo
liners, and tankers) financed
 
shall btrnpre n.privately
 
3oned 1U.S. commercial ~
 -flag 


vess'els to the extent su ch'
 
vessels are available t fairAtj
 
and reasonable rates?, 
 -t 

.A 

.FA 
Sct., 621~ If'technical'
 
:sassistancisfiaed wrill~d
 
such an~s Afinn'cni~wil 
 a'is'A 	 '<~'tsi'tance wilbe~5bprivate enterprise on a funshd by private enter­~contract bac~dsi11to 'hEf'ullest pris ona-.cnrc -ai

extntprctiabeifrthite 	 maxmu extntc 

facilities, of. other Federal praActicable.
 
'Aniswl be, 	 ...... zed, are. ---	 A 

AA5.AtA~t'not compett AYwith priva' e'-A4SA 

AA'ASAA1AAAA ablel:,ithout ;~- 'undue -interf eren'-~. 	 s" A''AAA1AAAA&AAA~AA 

AUA tAwith dddmestic 5 programs? ~< ,IAAA~AAAAA.A~AI~A; ~75~~.s'' 

)AA' ~~~S'At A A 5 A 5 A' A'A A A 2V 

A~4A< A, A'AAA-A'A~~t'~A~5 A~ $ 	 AAAAAAASA''AAAA'A5' t 

5 



I 

8.KInternational Air Transportation
 
jFair Competitive-Practices Act''W
 

1974. If air--transportation of~- ~ '~~
 
S persons or property is financed~4~
 

onrant~basis, wil U.S. YES.'> qjz v~ n. 

4 ~i~Q'~ such service is available? 4X'~~
 

'> '~" 'Sec.5!>~ If the U.S ':Goeamn 

; is a party:.to a contract for pro-~'*~4'4 ~ ."4 "" 

cueendoes the contra'ct con-~- J,""-"
Itain a provision authorzn 
ter-mination1 of such 1contract for 

-'<

the convenlenc6' of the United 
Z~ 

B. Construction 
 4 4 !''>"4,44 

1FAA Sec. 601(d). 4If capital 

will-'U.S. engineeringLan~d 4 :Not Apliabe
 

2"'FAA Sec.611(c)' If contacts4 ~ ~ 4""" 

"frconstruction are 4t01be ~>< 4 

1 

a.'yacompetitivebasfs,to maximum" 4>4, 1 " 4 41~'' 

'4'-~>'~extent p4ractic~able? '. 44,'4 4- , I44->->' '~4'-" 

3.44V\44-4 '4> I o & 4ScFAA 

struction4,44prod ct4 

4---"od 1QfloI4 ciect vt pr 4i>r,"' pI'~ '''"'4 't 4~"'~~ 

4C.Oter srict"1Iins ~ 4~~-44 '4I 

~, .,,loan, ,4 y'1 is intersstn rato at les ~ ,' 4 4 a'grn -"ne program. 

a-'fndnij'd8L y 'theL,3 there­

af ter?'i4'gp>J~W~ 
-

4 i~. ~>',"~desc'fbd44 in't~d~)1~ "'4Y 

444 ~- 4'4 4- - '< I' 1 441 "'1"~~4'' 

http:party:.to


2 FAA Sec. 301(d) If fund is zT !j W 
---. cntiui 

by an 
n-adadminis tered 

international organization,~ 
No plcable.­

does Comptroller General have~­

3. FAA Sec. 
~exist to 

620(h) Do arrangements 
in-sure that UnitedI 4:I) 

~State foeign aid is 4 .not used~~ 
ia manne-which, contrary to 

Sthe best interests of. the UnitedX 
States, promotes or assstheW4 

~ YES ~w~ 

foreign aid 'projects- or activities 
~ ~ of the Communist-bloc countries? 

4. Wil:larrangeoents preclude use of 
financing: 

a. ~IFAA Sec. 104(f); FY 1985 
Continuing Resolution Sec. 527

~(l )jT pay for performance ofT)
abortions, as a method of, family~ 

(1)IYES.~ 

planning or to motivate or coerc~e 
pesn t-practice. aboitions;~ 

0pyyLorperformance of. 2 -ES. 
~--involuntary sterilization as~; ~~~-~--

Sto coerce, or provide financial~--------l ~> 
+<-incentive top any person1 

undrgoseriliza-tion; 
to 
3,-~ 

payyfor a-,y biomedical res'earch~~~~ 
chre~ 

Y+to4 methodIs 
e 
or 

in,,' 
the 

hole o~at 
performance o 

abortions or 
+YY(zations aFs a 

involuntary 
means 

sterili 
_oifmfv-

-~>r~~~A-
v -4 , 

-

-

~ 

abrion? o~ Y 

b. FAA Scc. 41 H. o reimburse~Y ~ ~ AI ~ r~ 

persons,1 in theform of Icash1V$ ' - S 
payments, 

Irpsar 

whos illicitdrug 
erdicatedA W~ 

C. PAec. 620(g1 ). To compensate I' ' 

owners for expiiopriated natio- YES4.~ 
-aie prpry 



d. FA Sec. 660. To provide'' 

tayfinnciravice or povideT~2TJV7T 
~prisons,,or other aw enforce- i fr . 

~ment- forces, excep~t for~ -~~ ~ ~ A ~< 
narcotics programs? 

-­

-~­

--e. FAA Sec~. 662 For CI ciite? YS 

f. FAA Sec.:636(i). AupurchIase)ForI 


'-~~s'ale, ~~long-term lease,~exchange 
A'r 

'U~' 

oI-IAguaranttof the saleof'moo YE S 

------I' uv>U.S., unless a waiver is obtained?4 4'~~-,---t ' 

~~~~g. -FY 1985 Continuing-,Resdoiution, 1,L~,I14 

,,Sec._503,~ To- payupensions,1 I ~-
. 

~- ~ l-4>A~'A4-~~'1-;~44 annuities, retirement pay,'or-4~~----- ,-.1A 

AL 4- adjusted service compensatjinI4 ;-tI- 4r'YES.4;''I 
I1A<~1~4~~AI ~~~~~~o military personnel? ~ l~~ 4l~ -< 

1Sec. 505., To pay U.N.< assessments, ~AIYes.;4~ 'A'A A-4~ 

i.FY 19854Continuing Resolution ',"'-§~t-~A<<-4h~ 

4I:A1 ,,,~t~Sec.4506.4 To carr, .out. provisions 
Secio~~>,-9d)- (Transfr AII .rII'-1,144, 

A' II-~'IFAA funds to multilateral 
­

organiza 
I4QL4;1,AK..tii, fo lndng) 4 -- 1 

'4LAIA'< 1 

ALA ',~'1~ FY 19,111,,Continui'ng Resolution4I1 
l~ l LI - 4 

,~-'4~~444A44<4o-- >sdSec. theOpurposne, ofeTaiding2: 
th414LL'1.I n ers f-h governmen of Such as "i'tnc - n1 zI 

sounlnn~~ coutr toreres--e-b--ovied 
,
4 

L 

A -IA~;~,' 
ofsc~onry totra 

Unaiveral'Declnaation 
ryfo the ,A 

fe'd- -IlHuman-'I-,'~ 
AA - ~4, > 

j~'1~' ,y. 4AA 

1. Oyl8-ontinuin8 Resolution;'' 
'4'
 

ec,~ -511.. J io1bei used-foA 
A- ridd fy,,or poagan Aiproe purpses1adigSuc A I:l fl 

- ~thin .WAi- eUiS.not -athor'-Ze bu~ of notbe f ne
 
sCnrCs?~try orpest - epoie,' -- " 

- ~' ' g± --L-± ~ Le .r gnt of , ne op ~ la ion- , -g 

- ~ ~ out~~ onrr'~ A-I 
~ ~ h ~ ~ 1 Iu 



Annex D 

The Borrower/Grantee request for assistance will be received 
before the loan and grant agreements are signed. 



E-1, 

TE CMNICAL, ANALYSIS 

-A. vGENEA j 

A technical evalI'uation in. the -sese-pesei be dA-ad bo 
3,t ffi i fie tfl the pro ect "Is cons stent with the boyo
knowledge -abo~ut ssible solutions' to ~a given problem existing ' 

it",thin the professional community" is not required here. The
fu daeia tee-n nn etltcnclsoundn sssof programs of) immunization n ~?W

orlrebydrat ion is cery stbihdad ha 1ldto heiselection a~s the f overaleti onie'AID's child survivalP-

SNor- is~ fundamiental social soundness an issue. The social­

carad 4i~y planning services a:pentydesigned adi
~operation is consistent with preai ling norms and practices, and 

rit~sen s1 "1 obtale abili ty of -the proposedLOthe 


pro je ct. to~ providee~ffe~tive hieal th ca re and family' planning 
-services in rural India. Experience under Ithe 2LRHP and IuuS 
proje'cts has, confirmed this jugmn. Wie sca 

contrant, schas thelimited'-participation of; women, must
 
- be tae the 'plnigaddesign -of project
'o--acuti 

ac i ie r i r,ty i ot s a ta , 

Rather, ~"what1, rm tcnclsadon asivl(,
-series of su,~bordinate, feasib1 lity issues7 that have techni'cal ,~,, 
actsbtr smubques io cso~ial and admninistrative > 'K~' 

feasibili as ti-y 'are' r2e~ Triese issueW-tr technical aea' 
aucessii d Fsatic s:o tfi nlysis.-' 

pra r ara pro ucdjf l.iw ine n to t a .p44are ad ar , aaL~~~a 

cetifi' WHerO. 
Aa a 

'Paro ally ed '.vbya 'I~l vacce wil bedurchast& 
f followingnhdntrec v t6 c are>a2poram ar ~produ Wc 


inroduc4teda-ror~the. prnil o 'a tinica pera~ 
ineton armtcly- oe'ebrecriedasoniuinof roel 

-,aaa-z'- d insrumnt and provdin dequate "ofa - supl both­

>srti a
'inj ntyo nstriliztoihtionquipmentiny te erhry to>a ~ 
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assure 'proper sterilization of ail pare.n te.ra 1 injections.
 
Thus,'' UPI, is~ ervi ng to lead the health 
 sys t'em towards 

subiintaly improved procedures not only in butimmunizationi6i 

cin il~npr:,cticesrey aced t onsevainjeis. pimze ~'thro
 
this.t p roject terrupt ete al
esijiii'.d+Ai refrcoldrati equi penis. ir arde l chsenf~~spe=1fiily 

hia'ndi idea variatjons !t eltriil engineered 
~ ~to assure ,effective operation~ in the Indian rural environment 't~ifve :T i .....................
)ase' > ii.. ~ruier , > q.a.it..of..old
 and designed 'to withs~tandjithe':rigrs~ of both climatic and 

chain'ind ivai~diiico optimyizedi i trough:: :....Vlectrical Ihereb tio!iuncertaini ties'fouind there. :!ii 

Operational feasibility of, UIP has been developed, during the
 
, past five years 51'1k operational trials as
in',smaller- district level 


reported .in the- 985, UNICEF~s State of the World's ,Ch~ildren
 
ReRrpor.po' 'These 'trials demonstra ted the feasibility of detailed
 
operational planning at the district level. Choosing the
 
disict. as the operational and managerial unit enables
 
impl.men-tation and monitoring to be carried out with adequate
 

dealad caeto assure ,the~ high~L coverage lev l envisioned


<ini the ,project goals. Ninty five 'percent,, DPT, BG andi, polio,cover'ages- re sachieved Bidar during 1983 eandin isict 

levels approaching 90 percent coverage were achieved in the
 
'4~. l~ge~iiil Union .;These levels of
'>~ 'D~lhi Territory. high 


'cveag o"';f~.targe~t beneficiaries are, made possible, by the 
 j
program focus' on i4nfants' less than 1i2 months ofage. The
 
focutsed age, group is desirable for three reasons:.
 

4~~i'?*'~i 1)""Prot-:tion' is provided early in "life prior to exposr to '', 

t heasc 6 iseasu s' thereby. avoidin~g vaciefailures sL~­
b-icause' of prior illness-, 

2Agc s--- fi c cas--,- .fa'tliry, rates. are. Invariab~v. higher. 'in 
>'ounFgL age ,groups. Ma;:imumr mortality 'impacr' is found when~ 
t'he youngerLchild is protected from illness; . ' 

3) By focusinp on' newborns: and infan~ts in 'the firs tT ye ar of' 
i fe , the communi ity and worke-,rs see a, narrow ,tim'e window in 
witich to accom-plish their, tasks and therefore place all A 
ef'forts to reach this relatively of the-small 'segment 

p~opulation. -~ 

.provedEnjmxnration of.eligibles and registration of ongoing births hasto be a critical ino assuring pro ostepcoverage.'
 

Previousi efforts n EPI have looked only at number of. 

~ 

http:q.a.it..of
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immunizations. given, and never attempted to erumraee the ,atarget 

popul tion by' establishing cleary the -dnominator or 

not~i onlyain',at' 
not~ ~ -onyi oal -nunbrs,; but .also,, by identifying 

clientele,, 

e 
precisely ' 

carried 
Tfec tiyene anssof 

: " .... :
assuringghparticipatio 

":
and has been--'' 

their h visit nroutine -otrof a 
"'Village Register for immunization Lis both 'consistent, with job 

descriptions of existing field staff and provides additional 
i nc, ntives for house to house coverage and contact for these 
workers. 

" 

The rural immunization 
public, heal th network 

strategy 
reaching 

is built upon the extensive 
into each village through 

.~*'2~workers 
400,000 village health volunteers suppoifted by paramedical

(ANtis) at subcente/rs supplied and supervised from 'the 
block Primary '1ealth Center and with overall maniagement from 
the district. Urban areas, some 25 percent of India, will 
require a different strategy mobilizing private practitioners 
through the Indian Medical Association as a proven means of 
contacting a majority 'of. urban dwellers. In 1979, only one 
year'.after the initiation of EPI in India, a National Random 
Sample Survey covering over 4 million population showed 
attainment of 85 percent 'toi90 percent smal'lspox vaccination 
in urban areas, with BCG 50 percent, to 60 percent , DPT 35 

. 

percent to 40 percent. In contrast, the rural attainment for 
DPT was only 6-8 percent, BCG 20 percent to 25 percent and 
polio less than 5 percent. The clear government policy to 
involve some 300,000 ,licensed. doctors,' th~ough their 
professional societies, particularly Ilndian Medical. Associa­
tiorn, in the urban, immunization program by the provision of~ 
free- vaccin s, in exchange for rogular reporting will provide 
immunization services to millions of urban infants and mothers. 

Alternative approacheFs to immunization, have beer, consideredr. 

,i 

Tne EPI in India, a.national program. since 1976, hias reached 
levels, estimated at only 20 to 30 percent of rural children. 
Analysis shows that' immunization ,has largely been clini"cbased 
and. occurs on a limited numbers of. days.'t The-- age range for 
children to receive vaccines is far too broad preividing both 
health worker and mother with tthe false impression that theyN 
have years in which to immunize each child. Cold chain .has 
been remarkably weak and it is likely that large amounts of 
vaccine have actually been, ineffective when' finally' injected 
into a child. Poor staff training and motivation plus 
establishment of very low targets in EPI have all contributed 
to low performance. 

' 
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SCampaigns involving .,oeo 
mobilization supported by 

iuize ~arge .proportions 

evrldy 
all public 
Eof 'taroet ' 

oaf' 
health 

Children. 

major- public 
employeesa to 

have 'become 
~ -~~~>~ 

'''' 

~' 

* 

-popular in _numerous ;onti~ in recent years. Small ''cale 
.,ffrs ,ihti:type, of apoc'hv .bentidini Indiai 

thfeet_ n, ce- a-Mad a s_4ith-po lov'ac cneand -rura 1I aea-of'ADI~fPprojects 1with Emeasles viaccine' are, examples.
~Thei eforI-IH to hev widespread "social mobilization I and 

"~' 

'-7 

involvement in~single' camag aciii' fthis 'kind- appear
'unlikely., In any case, even the mo'st optimistic admit' that 
campaign strategies are simply'. not sustainable as a means of 

.,providing continued 'high level immuniz'ation coverage: 

Single antigen strategies have be'en tried in the -past, most -

notably with small pox where by the late 1970s numeroussuvy
showed children immunized in rural areas at,.70 su90prceys
in urban areas consistently above -85 pecn t-.of90 lpercng
children had received salpx Atthe same time , DPT and 
Polio were l(-ss than 10 percent in rural areas and rarely 
exceeded ,30 percent in the urban areas. The city of Madras 
nad some success with control of polio thr~ough a mass, campaign
and IRHP thog nnvtv efforts in Mahrashtra has--­

-' 

rural settin.Hr eetefrst muiei h iyo
Simla-pirt the',,measles season was nowhere nearly as 

sucessulonly an estimated 20 ,percent of target children 
were, covered in, a well supported~ public campiT'Ign in 1986. 
Singl'e antigen campaigns or programs are ,not sustainable and 
simply confuse the public with respect to the requirement for
repeated immunization of their child and the ilmportance.o 

" 

routine imrnuinization'-activities to cover, all six EPI diseases, 

Tti UCI s*trstegy builds a sustainable systea. utilizing the,­
infrastructure already in-place and actually strengthening that 
infrastructure to achieve 'a higher level of- coverage. ThK­
di strict, 'large enough 'to be a significant popul ati or,, ha~s 
administrative, a~nd management staff-icapable of -mount.ing the 
logistic support,, training, supervision and monitoring 
nez.essary, to assure a sustainable and effective effort. UI? 

-

-

-

in India, now in-its second year, is being extended from 30 to 
90, districts, an area- roughly comparable to the population of 
th.;- United States, Coverage -in thie first 30 dis''tricts has 

-

already reachied levels over 60 percent of infants fully 
immunized. In some districts it has exceeded 80 or 85 per 
cent. The technical feasibility of UIP is clearly established. 
It remains now to e xpand this program to the entire nation. 

-

' 

-



C., ORAL RE M~fRAT ION. THERA PY; i 

b e e n  pu blc .-' health ...> p......rograms has" : wi el n.......... ub ic z d,. 


fo.hidewit mor seer dies wh mus recieoper: 

thrapy, ~from- -hlt(h ;workers a t hi ghe r lvel's,- fo'r mo~rtrality ;to ) ; 

two-pro'nge d i:approa ch- has: been dramati cally shown in experie'nce, 

BRCi agaehmounted a sucssful ;house; ;to :house training: i useofO''" 

")ogram,pr. " the: largest of. its :'kind in the world. ,Unfortuna te ly ,i{
lak fsupport ;of me dical practi tione rs , both modern' and 
taiinli thtcutyhas led :to.a. relatively modest 

Earlie.r 'ouen /)"tohose ianof 

"!--spite :.of hos ohuedistribution :of :ORS packets and 
instructiion ;.in" their, use :when doctors were ntivle n
 

/;';; ".supportive, mortality rates were unchanged. 


Rcnlth sucsflmass media efr inGambia which,:..,: <;?introduced .household renydration to almost 90 percent :of rura~l) : 

_;:;i~ i?;an,' effo rt to i nvolive t he f orma'l :heaIth s ys tem ,,i promotgi'ng ;the
 
main theg rountrise e
 

-:.-..: Fxpe7r ie nce in. Indonesia has-shown in spi te 'of) formal retraining.. 
Sof me 'ica! doctors an'support. by :professiona~l s.o cie ties~i 

particularly t tie Indone sian: Pe d ia zr ic SOcie.tvi, 0O: oral~ 
< reafmosth d atio,eni relothatto acceptance ;~~ ~. h a ofucsflnuethea .technologyand praperlyretricte~doiBRAC~ in-Bngadsh oute inthoduc te isohuetannyulicnp spe3"alrist . It has . penetrated e ltn apublicenot tzi 

iscu progrm.ystem larest itskind the,-,.,=; world.'te nor t i f n AID doene i tsl.s !,,.;,:,;: Unfortunately,'s t 

Successful reduction n mortality f the .Universl Hospital in, 

=.t auPrnce in. showed .r .onea mostHaiti, a.thesof dramaticlfrcils drn itrhea morait aeer iae wit rtheintro d pe 

othr . Tfis success unfortunately wav ,not faccompanied by.
simil a r mota i ty reduc tionshe techica l ncespita oftwhe re. 
doctors clung to more traditional and less effective ways of 

::- :' 

"".."".......
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Whe re early home rehydiation and professional retraining, and 

inn ORT 
implemented, most notably in Egypt and Honduras, a dramatic 
fall int mortality has been seen. The India ORT strategy 
embraces both of these principles. 

experiencefrcliicral a have been simultaneously 

ORT clinical training units will be established in all medical 
colleges initially for experiential training of college staff 
and students as well as to serve as model referral units for 
district hospitals in the region. Eight such model units are 
currently functioning in India and have shown their effect not
 
only on mortality and hospitalzation rates, but also on the. 
practicesmof doctors trained in their units. During the course 
of this project, similar units will be established in 'each of 
the district hospitals, over 400 in number, wherebetween 50 
and 200 patients per day are present with the complaint of 
diarrhea. This level of case load is necessary for active 
training experience and is the reason that all doctors will be 
brought to the district level for clinical experience rather 
than attempting to establish ORT units more peripherally at 
health centers and dispensaries. Some 25,000 government 
doctors, between 50 to 100 doctors per center, will be trained 
in each clinical ORT teaching unit per year. This allows a 
week- long experience in groups of two or three at a time giving 
major responsibility and extensive experience in case 
management. Th)e 300,000 licensed qualified allopaths will be 
offered opportunities for experience in the same settings in 
subsequent years at the rate of two or three per center' per 
w-ek; more tan 50,000 per year will be trained. 

Tti- second major element. of the ORT stratecy is" outreach to 
practtiioners inl tr r rural A largea natronde mrhe 
survey of 1( villages and a thousane mothers shows that local 
practitioners usually of traditionallIndian medicine: Ayurveda, 
Unanl, Homeopathy, are by and large thE first contact 'between 

'thrand 'pr,:fess.ionals for the-r severe or prolong;!v, Cas. 
o f d ia rr ne a. PPr a c. n.-rs som6 M 4 0C,,0 1C) iC; 
pre f erenti ally l ca ted in rural 'areas, are rea cnt d 
predominantly through drug supply hotises and other distribution 
networks attempt=ing to sell pharmaceutical and health related 
products. An example of the pervaslveness of this system is 
illustrated by ELECTRAL, a commercial ORT product produced by a 
Bombay firm, which is known in more trhan 90 percent ' of 
villages and by virtually 100 percent ' of rural practitioners 
contacted. It is more well known 'than the government supplied 
ORS packet available not only in health facilities but also 
through every one of the 400,000 health guides in the country. 
The ability of the private marketing sector to' reach this vast 
cadre of private practitioners is impressive and will be the 
key element of the ORS phase of the ORT strategy. 
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The techinical feasibility of introducing Oral Rehydratio in 
Indian households ,has long been 
professionals as well as others. 

questioned both 
Illiterate mothers 

by health 
have been 

characterized as withholding both 
diarrhea, making a message Ito 
unacceptable. Careful investigation 

fluid and food during 
provide f luid" large ly 
on anationwide-market 

< 

survey has fortunately proven 
Throughout the country independent 

this opinion .incorrect., 
surveys in 35 ethnic and 

geographical areas stratif:ied to be representative of u:/jor 
.L : divisions of India, have shown a universal acceptance of !the 

concept of replacing fluid and willingness to use household 
fluids in response to diarrhea. Thus, the household 
rehydration message will build on existing cultural beliefs and 
practices. In addition, although the normal foods ma' be 
reduced or 
receptivity 
based foods 

withheld) t0ie same survey has shown broad 
to the idea o f special soft easily digested rice 
in diarrhea, thereby facilitating the acceptance of 

the food messages in the, oral therapy strategy. Efforts to 
reach each household will be dependent upon the outreach of 
special. ORT trainers who, in contrast to the normal, trickle 
down lecture approach, will demonstrate effectiveness of active 
training methods introduced at the subcenter level. All 
village based staff, mostly village volunteers, traditional 
birth 
will 

attendants, as well as the subcenter paramedical worker 
be trained in home ORT techniques and particularly in the 

mthods for training and motivating mothers. The feasibility
of this approach has been demonstrated in three districts by 
CARE India. Over 70 percent of rural mothers were reached and 
more than 50 percent used home ORT for their children. 

Tr us( of incentives to pay for numb.r of mothers trained, 
vtri fied by sampling technlques at the household level, W.'11 
a S ,Ure t n t th;, 
Brac experience, 

S 11s hav,: beenr a ;S i m IL 
similar incentive approaches 

Base.6, upon" thle 
will be tried in 

india. Precise details of the training activlties, supervision 
and moni:oring w2l be. worked out ttrou t o,:,rationa trial", 
ir a nt)be-
However, the 

of. districts in trt early Pr 
feasibility of training motners 

of 
in 

t 
the 

pj 
villages 

and their responsiveness to the desired behavior has been well 
demonstrated. 

D. STATE LEVEL ACTIVITIES r. 

Statelevel activities in child survival build upon experience 
in the IRHP Project where in the same states, a major part of 
the AID input has been through the Be alth and Family Welfare 
Training Centers in conducting a training needs assessment and 
the modification of curriculum and training methodologies to 

: ,- . ' . ..: i~i : " , .? ,,. . 
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better accomplish the skill objectives of training of ali 
> ievels of health staff. 

Similarly, AID experience has amply demonstrated , ,-)the 
feasibility of use of private sector market research firms in 

---- ,---.-,the.,-deivelopment.-.of.-.the-,.base line--behavior---pattern--for--the- -R 
program, and to establish feeding and health seeking practices 
within the I(M)S project. Results of these market 
investigations have been fed into program plans and have 
substantially inifluenced communi cation materials: poste rs,
radio, television etc. Mass media approaches have been shown 
to have high outreach and impact, particularly In urban but 
also in rural settings of India, and are an important means of 
influencing health related behavior in the child 
 survival
 
project. 

Experience in IRHP and ICDS Projects has shown state level 
receptivity to streamlining and focusing of information systems 
to better manage ongoing programs. The experience is 
complemented by the current UNICEF/WHO involvement with the 
national MIS for UIP which is already being computerized on 
locally manufactured microcomputers. The feasibility of 
increased use and feedback of management information has been 
amply demonstrated and it remains for this child survival 
project to implement improved management through improved 
information system on a broader scale. 

The technical feasibility for computerization of both hardware 
and software has been well demonstrated by the ICDS project in
 
which management information system development is an integral
 
part. Botn Indian hardware and related software have prove-n 
to
 
, appropriate and affordable systems.
 

E.. INN3VATIVE AND DEM)NSTRATION STUDIES
 

TnE massive size of India makes obv-ous the necessat, of 
carefu deveopm-ent of new programs on an operationa2 scale 
that is both effective and affordable. There exists in India, 
both i'a the public as vll as private sector, a tremendous 
array of exprience and capacity related to conducting of 
effective well controlled field trials, demonstrations, 
innovative. studies and operational- research. Through both 
Government and a large number of private institutions, 
voluntary agencies and commercial firms, many of the innovative 
programs whi.ch have eventually become part of the Indian 
government health program5 in family planning and nutrition 
have evolved from smaller dem.',nstrations. The technical 

.. .< 
 • . - - . ­
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feasibility of carrying out cientlfically valid, operationall'y 
sound, wiel managed innovative studies is well demonstrated

both-"through previous AID projects such as IQ)S, IRHP as well 
as the experience of other agencies, World Bank, UNICEF,
DANIDA, CARE and a host of private volunteer groups and . 

-commercial--f irms --throughout-.India. ----The-techni-cal -fesi-bility­
0f designing and conducting effective field studies seems 
obvious in the large array of published articles in Indian 'and 
international professional journals and a major contribution 
that these organizations have made to the understanding of both 
the scientific backgrounds and the managerial implementation of 
interventions in ctlild survival, health and nutrition. 
Technical feasibility of innovative studies would seem assured 
under this program. 

F. The Role of Women
 

This project requires a substantial involvement of women. They 
are the primary targets of both the UIP program (for themselves 
and for their infant children) and of the major home use 
dimension of the ORT program. Also, the primary training and 
implementation focus of both uIP and ORT is an peripheral 
workers - village health guides, dais, anganwadi workers and 
primary health care workers, -some 90 percent of whom are 
women.
 

< 1, . '1. i 



FINANCIAL ANALYSIS 

A. Universal Immunization 

There 	 are three separate estimates of the cost of uni versa1 
'4-	 immunization in India., They have been prepared with different 

me thodo logies and cover different range s of costs. There is 
substantial overlap among' them, but the y cannot 'be comple te ly 
reconciled with each other~ because of the different methodologies 
involved. The- first of these is an estimate of the total costs of 
the Expanded Program of Immunization (EPI) and thle Universal 
Immunization Program (UIP) over; the five years of the 7th plan. 
These estimates are shown in tbeF-i below. They were calculated 
on the basis of overall average cost estimates developed at the 
Bellagio conference. These are: 

- US $5 per child immunized at low coverage in the first year, and 

- US 43 per child immunized at high coverage in each subsequent 
year. 

-US $3.50 per pregnant women immunized at low coverage in the 
first year, and 

-US $3 per pregnant women immunized at high coverage in each 
subsequent year. 

Th- cost estimates in Table F-1 are useful only as indicators of' the 
true. total cost of universal immunization In Ind'Ia. 'But th,-v havt 
liti ted utility for the purpose of1jnis analysis of project cos-s ,
b-ecause thEy include substantial - certainly more than 5C,' pe-rcent ­
sunk costs of the lndian heal th establi shment. Foremost among these 
are trK salaries of p>-rsonnel throughout the health systez. wrio will. 
adxz1nis1,er itoun!zat on inr conjunction ;eth their- other aUt"iE"S. 
B=cause tht- estimates- in Table F-i1 contain such a large elemetnt of-­
sunk costs they are four times as great as, the Government's estima=te 
of the incremental costs of UIP. 

TABLE F-I 

Total Costs of Universal Immunization in India 
(Million US $) 

1985 1986 1987 1988 1989 Total 

EPI 103 87 71 46 14- 321 
UIP 17 43' 79 124 166 429
 
Total -- 120 130 150 170 180 750 

Source: UNICEF Estimates. 
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The second set of cost estimates covers the cost of supplying all 
districts with the inputs supplied by UNICEF for' the first 30 UIP 
districts. These estimates are shown in Table F2. They have been 

12calculated on the basis of US 4216,ODO per district in the first 
year and US $26,000 per district in each subsequent year. These 
.~estimates-...have-an-implicit-allowance.,.for--inflation, -'-s-c,-oa---­
costs were calculated on the basis of Rupees 10 per US dollar. 
However, they do not include the recent substantial increase in, the 
price of measles vaccine, which would add t6,000 per 'district per 
year if it holds true. The cost estimates in Table F-2 are wholly 
subsumed in the overall cost estimates in Table F-i above, and in 
the' government's estimate of incremental costs, which are discussed 
be i .ow. The primary utility of. the estimates in Table. F-2 is as a 
measure of t hi donor assistance required by the Government for 
support of UIP during the 7th plan. Of the total of $105.8 million, 
UNICEF has pledged I26.8 million. This project would provide an 
additional $25 million, and the balance is expected to become 
available from other donors, including the European Economic
 
Community, Canada and Denmark.
 

Table F-2
 

Incremental Costs of UIP-LTNICEF Type of Support 
(US $ millions) 

Year New Districts Cum. Total Costs By Year 
Covered Districts 1st 2nd 3rd 4th 5th Total 

Covered 

1985 30 30 6.0 .78 .78 .78 .78 9.12 

19b(~ 60 90 - 13. 00 1.5E, 1.56 1.56 17.68. 

196 90 180 - - 19.44 .2.30C,2.30 24.04 

.9.. .. 1.0 300 . . .- 25.92 3.10 29.02 

198 120 42 - - - 25.92 25.92 
Tota2 6.0 13.78 21.78 30. 56 33.66 105.801 ' 

Source: UNICEF Estimates. 

Th best available estimates of the total direct incremental costs 
.pf UIP are those contained in the Government's planning document 
"Towards Universal Immunization". Those costs are summarized in 
Table F-3. 

Al ,."; .'f'"2'. t~~t!,; ' , ', :, . ; ": " ;;':1 : ; : ;,/ ," ?.,: " 2 :' , .;; 
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Estimated 
~ ~ Table F-3 

Expeditures for -UIP, By Indian Fiscal Yearj~, 

__ ~~~~~~---To+.al -1985/.86'418/7 18/&i&/918/9 

No nrecurri ng, . 59. 8 4.'9 ' 9 8 11. 7'"~~''418.6 14' .8, 

Reurn 

'Total, 

131.0 
10, 

15.4 
20.3 

19.7 
29.5 

24.92 
36.5 

31.7 
50.3 

39.3 
54.1 

'"w~ '' 

Source: Towards Universal Immunization. '-.*4> ~ 4.jii 

The non-recurring costs in Table 'F-3' have been 'bult. up from 
specific i tem" requirements ,for eqiipent, with~ a ,,,mnodest 

'(approximately 6 percent) allowance for inflation. 'They include all 
of "the equipment costs included in the UJNICEF estimate's In' Table'.F-2. 

" 

The, recurring costs shown in Table' F-3 have been developed by "'. 

category, as shown in Table 'F-4. Theyl;include the equipment~ and 
supplies' 'such as syringes and needles, supplied by'4UNICEF- but do 
not include minor amounts spent directly by UNICF" primarily for 
training. The recurring costs in Table F-4 are' almost, certainly"
understated, primarily, in, the categories of training, which is not 
includedand~ communications. Evidence of the latter can be' found .ini 
the,. fact 'that posters alone for the 60 new districts 'i 1986/87 ~-~4W.''~~ 
consum~ed '70 percent of~ the -total expenditures' estimated for health 
education materifhls'.for this year. However,' even' if the estimate 
for communications is doubled 4and an equal amnount is 'provi .ded for '<4"" 

training;, recurrinri costs would only inres by1,cetoe the:_ 
5 'y-ars'of' the,'7th plan. Given 'tht- strong' political support for '"''< 

VII, hemontis lmstcertein to be- made' availabl, e~ther' from ""r"'<
thereglarMOHW'bdge fo thsecategories", or' byplan ame~ndment. 

<"""plan, 

4'4~ 

4 

E. Oral' 

The , approved plan for diarrhea "disease management is an outline 
and does not contain detailed costs estimates for- the4 

remaining four years ofl the-, 7th plan. How-ver ' tht- approved plan 
4includes a total iof 820.8 million for the direct costs of~ the ORT 
program over the nex~t four years. ' In addition, the Ministry ha6c 
indicated that it can make an additional amount of from t12.5 
million "to, t16.7 million available for ,the ORT program from its 
regular buidgets for training and communications, and the regular
budget~ already includes. an estimated 18.3 million for pre-packaged 
oral rehydration' salts over the four years. ' 
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TOTAL DIRECT INCREMENTAL CIDS TS OF UIP 

- To tal1 l 9 -91.98 -5-86 ---19 86- 8 7- - '-880-1 -90 
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imlmntto 
beasShrWrIanMe fousa~igpliyise ob 

Decause ~ ~ ~ detil~ ~ reai~ to01' 0~ o~e u n 

cRor heevr fUr 'tn-a remn der ta haei' th pln morem 

detailed costing, that wa s prepared, by teMisasion and'.UN ICEF, for aful-l-f ive.ye-ar'-program-indi-ca ted-a to tal con "ofi~ Th ....... 
budge ted avai labi lity of, $4.6 to' $5.8, million, compares favourably,
'ith this stimate ,'e spe cially whe~n one' allows for t he fact that We 

~ are alradv wel inito the~ first scheduled, year, of yte, program :and 
implementat ion ~haB fnotA 'started yet'. 'Indeed ~a detailed 
im~plementation plan~for the4 iyear remains to' be prepred 

It/ should be empnasied tt'iat th costs dsusdaoe-r orya

;4'costsWiets projecrt swill suppor4 t'>the national 4'ORT 4progra-m-over

a' 4 five year, period. Thus, the project's 4 share o~f total4 costs will
 

--..4 ->-be.,-less- than would appear from a comparison of project costs and, te-4
 

41~4~I ~ approved 7th plan tot4als.~4444 ~
 

C.~> Recurring, Costs / 4. '~-"444~ -' 

4, he ~recurring-.,costs--of -'4UIP for 14 989/90 are esiaedb h 
-Government,-- - at- 4,39. m'iullion 4A-llow~ing-2'an_ additional .10 percent for 

'14t-a ining and communications would bring" this anua reureetto
 
q43.2 million. 444 - ­44 444 . 

~,-~'4:~----44Many of 'the costs of the. OPT program Eire one-time 4costs such' as, t'h
 
triig alpe rjiphe ral wor '4'r Unlik-e4' UIP',-where new cide
 

mut- imunized 4i~ 4 t~fis year,4 once ORT isknwn and usnedi
 
- 4 ~will be a 'Part >of the. normal 4 practice 'and fculture,4 the. co~sts to 

444>444'4 'Sustain 41 t "I 4 be'It-lss than the costs to instalit Ho'-r this 

ima interii lv w.1n*b.,rached 4i n te e rlyvears ft! ,t~

7-S rea I nably 'pha depansion t ec
 

4 tio wnti'uc inKincthe p n this 

firsto. cot.i(ittheyea4 8th,<'-plar'Yfor 't'- costs4 o-'fthe -F an-O 

~e't~ple 
--- --prgas 'K4T proegrams in the ye'4ars.-a)4teredsuppdrtn from thspoet'

~44 444444 endsa+'.~bigt 4 f~ei.I' ai~a y~1~r 4 -4w l999~a~ ~~ 4 

eviden th ;n 4ir 1 b ab ome the csrecr ofcss ndO tthhe 
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hcurrng-costs for -state leve culated
 
a mplementa ti on plans for training,
 

ComUic Sr and MIS have 'beenprerd oweve recr
 
f or, i e e',,'c 11 lssofa than, woul~d
iilt es' b problem appear2~7K~i 

fat ha he prorject wi fund the toPtal c s o f 
~imp ementation plans. AThe- majority of ,the costs~ under, this 'project 

'mponent will be non-rurring costs. ntriig hswhl 
__nclude such-onei-ime--events-s.th-r pa tr -aing is 1 

course Amaterials and training of existing peripheral wrke'rs.~ Once 4 
~an MI'$S syst~em is'.designed, hardware bought anid the, sytm' t6le ' 

'K' 

~ 
op atncos be vryjlow. Mu ,o wh o k of o6perating them 

systems_ ill be o~ by,'already. existing staff. Non-recurring costs 
' 

are less in the area of 'communications, where redios, and TV messages "" 
must'be repeated, posters repo etc. 

Alhog recu'rring costs for state level activities will not be 
great, some provision mut be made, in the project to insure that 

these costs will continue to be met after the project ,ends. 
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Extract from State 099765 

S 6.-The--i'dicators,.for--annal -rprtn hav-ben-iplfid 
> Iand clari)fied as follows*.-'' 

ALL PROJECTS 

KTotal7 	 population covered by project 
No. -children 0-60 mos. covered by project.......-.-
Estimated no. annual live births 

TIER 1: Resources budgeted 
~~p' ORT ~ Annual estimated expenditures an loly 

U>No. ORS packets 'imported an locall 
produced by the pr-oject,' by size

ii 	 Cost per packet to project 
Price per packet to the consumer 
No. health workers trained to teach ORT 

j ~Total 	 no. of health workers inproject area 
.No. 
 service units and distribution points 

with ORS on hand. (Public and private 'sector) 
Total no. of service units and distribution 
points in project area. 

TIER 2: Tier I plus the follow-ing -''W
 

{ 	 . ~~No and '% of .health' workers demonstrating 
ORT knowledge and skills 

K'No. and %individuals with knowledge of ORT 
No. and %children (0-60 mos.) ever given, 
ORTi
 

-"' .No . and cchildren C(-6" mos.) wi tI 
diarrhea. in last two~ weeks given ORT 
No. and % children 0-60 mos. with severe 
dehydration ­

*TIER 3: Tiers 1 and 2 plus the follouwing .. 

4 , Cost per treated episode6 
Cotpr et averted 

- ---------- rate, .0-12 mos. and 1 3 -60 mos. 
1K- -- Mortality.' due to (or associated with) 

severe dehiydration among children 0 12 nios. 
- ~~and 13-60 mos. ' ''IUj;.i*-"> 

chlde 0-12 mos. and 136'ms less 

'4' ~--than--60%weight for age 

f
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IMMUNIZATION 

TIERI Resources budgeted 
Annual estimated expenditures 
No. vaccine ,doses imported, and, locally 
produced by the project, by type 

of h '. workers, trained to teach, * 

No. 
Ttlno. of 

service 
healthiworkers 
units with an 

in project' area 
adequate supply 

*,',,>: 

ofrappropriate vaccines 
No. service units with effective cold chain 
Total no. of service units in project area . 

TIER 2: Tier I plus the following 
No. and. % of children,,at 12 mos. who have I 

received Polio 1, Polio 3, Measles, BCG, 
DPT 1, 3 and All: immunizations 
.No. and % of children under 12 mos. who 
have received Polio 1, Polio 3, Measles, 
BCG, DPT 1, 3 and All1 immun~izations 

SNo. and X of children 12-24 mos. who have 
received Polio 1,' Polio 3, Measles, BCG$ 
DPT 1) 3 and' All immunizations 
No. and % of children under 5 who have 
recei ved Polio 
DPT 1, 3 and All1 

1, Polio 3, 
immunizations 

Measles, BCG,. 

Immunization 'status (tp)by age of nl 

(mos.) 
No. and X of women of reproductive age who 

'"'have received two doses of T* 
No. cases, of neonatal tetanus p-er year '. 

No. cases 'of measles per year 
No. case--s of polio per year 

17I!? 3 : Tiers 1 and- 2 plus the-c o4n 
Cost per protected child 
Cost per death averted. 
Mortality rate. amo2g children 0-12 mos. and 
13-60 mos. 
Di sease - specific mortality, morbidity 
rates 
among 

( NNT,- tetanus, 
children 0-12 mos. 

polio and 
and 13-60 

measleFs) 
mos. 

% children 0-12 mos. and, 13-60 mos..-less 
than 60% weight for age .' 

', '-.'-" x . i ] ii 
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NUTRITION 

TIER:1: 	 Resources budgeted 
Annual estimated expenditures 
'N. hetalth workers trained to teach infant 
and child~feeding practices 

"''" ~Total no. of health' workers in projected 

Total 	no. of service units in project area 
No. children enrolled in growth monitoring 
No. of children '(0-12 mos. and 13-60 mos.) 
weighed in last three mos. 

TIER.2: 	 Tier Iplus the following -

No. and Zworkers demonstrating growth 
monitoring and nutrition counseling 'skills 
No. and %children breastfed at birth
 
No. and %children Ibreastfed'at 6 mos.
 
No. and %children, breastfeeding and eating '<
 

semi-solids at 6 mos.
 
No. and %- children identified as 
malnourished (less 'than 80% weight for age) 
No. and % children identified as severely 

-< 	 malnourished (less than 60% uweight for age) 

No. and 	 %'children with edema i" 

TIER 3: 	Tiers I and 2 plus the following -, 

Cost per child monitored 
Cost per death averted 
Mortality rate among children C-12 mos. ane 
213-60 mos.	 

' 

Mortality rate among Children 0-12 mos. -and 
I 'I-60 mos. duc to or associated w.Itn 
maI nuLIt ri ti1onr 
Morbidity. an_ mor tali ty Lassociatedv- th1, 
Vitamin A deficiency among children 0-60 

MOS
 

7. -All projects in erzptisis' countries (see 'reftel) w-4,th
significant child survival acgivity are required to report 

A ~annually;. such reports being due by October 31 of each year. 
The minimumn se't of indicators required are T IER 1 
indicators. Large (greater - than. $1 million) projects also
 
must report TIER 2 indicators. Other projects are encouraged
 

* 	 to report TIER 2 indicators as their capabilities develop." 
TIER 3 has been renamed "special studies" to reflect' its 

<C 'f ;iI iif~ il;i7iii7i ;;',7: -. '::.¢i; 
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focus on program impact and cost-effectiveness studies. In 

'general, TIER 3 activities should be -limited to _Ahose 

',projects having a research capability. aowver, all pr'ojects 
carrying out research of broader interest are encouraged to 
share their results. ., Al1so, please note that the basic data 
which are collected to generate these child survival . " 
indicators must be available in electronic (i.e., 'tape or 
diska.ttt).bor.othe r-,.sui ta bl-.~form-fo r--purposesa .of .-compara t ive----.-F 

-~~ analysis. F 

8. In addition to reporting on indicators included in this 
cable, Missions are encouraged to provide their Bureaus, on a ~ 
periodic basis, with: descriptive or anecdotal information ' 

about child survivalA activities and projects (e.g., success 
stories, special days, proclamations, etc.) to Ibe used for
 
speeches, testimonies, 'briefing materials, and other similar
 
purposes.
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