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ACTION MEMORANDUM FOR THE ADMINISTRATOR

Thru: ES

Thru: AA/PPC

From: AA/ANE, Charles W. Greenleaf

Subject: Child Survival Health Support Project (386~0504)

Purpose: To authorize $65 million of grant funds for the India Child

Survival Health Support Project (386-0504).

Background: 1India has a population of more than 760 million people
growing roughly at a rate of two percent per year. About 25 million
children are born each year and there are currently over 100 million
children under the age of five. More infants die annually in India
than in any country in the world. Between 1975 and 1980, almost one
fourth of the world's infant deaths were the deaths of Indian
bables. Over that same period, India had almost three times the
number of infant deaths as China, the country with the second highest
number; and essentially the same number of infant deaths as the
entire continent of Africa. No worldwide child survival program can
be credible unless it has a positive impact on the situation in India.
Analysis of available data and studies indicates that fifty to sixty
percent of the infant and child deaths in India are caused by a small
number of causes and interrelated conditions. Topping the 1list of
causes are immunizable and diarrheal diseases. Recognizing this, the
Government of India has launched ambitious programs for universal

immunization and diarrheal disease management. The proposed Child




Survival Health Support Project will strengthen and accelerate the

implementation of those programs.

Summary Project Description: The project will support child survival

activities in India. The interventions that form 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 simultaneous
development approach will be employed involving concurrent activities
at the national, state, and 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.

Six separate but interrelated components will be supported under the

project. They are as follows:

= Grancts to UNICEF totaling $25 million over four years to support

the Government of India's Universal Immunization Program (UIP).

UIP is a district-by-district approach whose target is near
universal coverage of children under one and pregnant women by

1990.




- Finance totaling $15 million over four years to support the

Government of India's Diarrheal Disease Management (i.e. ORT)

Program. This program has only just been approved. The basic
principles are established and are sound, but implementation
- plans remain to be developed. USAID technical staff will

collaborate actively in the development of such plans each year.

At the State Level

= Finance totaling $18 million over five years for four project

states (Gujarat, Maharashtra, Himachal Pradesh, and Haryana) to
support detailed state work plans in health training,
communications, and surveillance systems. In each of these areas
the focus' will be on {mmunization and ORT and there will be

active collaboration between the state government and USAID staff.

At the Sub-State lLevel

-  Finance totaling $2.55 million over five years to support a broad

range of operational studies designed to improve the delivery and

erformance of the health service system, with articular
P ) P

reference to 1IP and ORT. Two National Congresses on ORT will

also be supported.




USAID Mission

- Finance totaling $4 million for technical assistance inputs at

all three levels to facilitate the policy dialogue, to transfer
technical information, to assist in management oversight and to

collaborate in generating and implementing new approaches.

- Finance totaling $450,000 for short term participant training for

tate level officers.

FAA Section 612 (b)

When the development assistance program in India was re-established,

it was determined that project local costs could be dollar funded

rather than funded with U.S. owned excess rupees. PPC reaffirmed
views on the matter at the annual CDSS and ABS reviews. In
accordance with past practice, your signature on the attached
authorization will provide the basis for certification authorizing

the use of dollars as required under this section.

CONGRESSTONAL NOTIFICATION

A Congressional Notification was submitted to Congress on
advising AID's intention to obligate funds for this project in FY

1986. The waiting period expired

AN




RECOMMENDAT ION

That by signing the attached authorization, you authorize

million grant for the India Child Survival Support Project.

2667C
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PROJECT AUTHORZATION

INDIA Child Survival Health Support

Project No. 386-0504

1. Puisuant to Section 104 of the Foreign Assistance Act of 1961, as
amended, I hereby authorize the Child Survival Health Support Project
for the Government of India (Cooperating Country) involving planned
obligations of not to exceed Sixty Five Million United States Dollars
($65,000,000) in Grant funds over a five year period from the date of
authorization in accordance with the A.I.D. OYB/Allotment process to
assist in financing foreign exchange and local currency costs for the
project. The planned life of project is five vears from the date of

the initial obligation.

2. The project 1s designed to assist the Cooperating Country (a)
achieve a significant increase in coverage of children under age one
with DPT, BCE, polio, and measles immunization and a significant
increase in coverage of pregnant women with completed tetanus toxoid
immunization and (b) achieve within a substantial proportion of
families with young children a knowledge of and established use of
oral rehydration therapy and continued feeding as a first line
treatment of diarrhea in the home; and to support this with a

national network of clinical oral rehydration centers.




3. The Project Agreement(s) which may be negotiated and executed by
the officer(s) to whom such authority is delegated in accordance with
A.1.D. Regulations and Delegations of Authority shall be subject to

the following essential terms, together with such other terms and

conditions as A.I.D. may deem appropriate,

4. Source and Origin of Commodities, Nationality of Services

Commodities financed by A.I.D. under the project shall have their
source and orlgin 1n the Cooperating Country or the United States
except as A.I.D. may otherwise agree 1in writing. Ocean shipping
financed by A.I.D. under the project shall, except as A.I.D. may

otherwise agree in writing, be financed only on flag vessels of the

United States.

Signature:

M. Peter McPherson

Administrator

Date

2667C
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I. PROJECT SUMMARY

A. General

This five year project will provide $05 million ($33 million loan
and $32 million grant) in support of child survival activities in
India.

The primary target groups for the project are children under two
years of age, their mothers, and pregnant and lactating women. Two
technically proven interventions form the central focus of the
project:

- Immunization with the standard vaccines for diphtheria,
whooping cough, tetanus, polio, TB and now measles; and

— Oral Rehydration Therapy (ORT) at both the clinical and home
levels;

The project results from the confluence of five factors. They are:

= The importance of India to world child survival, because
nearly ore-fourth of the LDC child deatns occur in India:

- The nature of the problem - it is clear that immunizable and
diarrheal diseases are major causes of child mortality {n
India, but immunization coverage is less than one-third, and
use of ORT is wvery low;

= India's commitment to child survival, which is reflected in an
approved national health policy, backed by increasing health
budgets;

= The AID Child Survival Strategy with its "twin engines” of
Immuni zation and ORT; and,

= Ihe new Mission Health Sector/Cnild Survival Strategy, with
its emphasis on children under two and their mothers, critical
interventions, mass coverage, policy engagement and’ a multi -
institutional premise.

B, Project Concepts

The project employs a simultaneous development approach, involving
concurrent activities at the national, the state and the district

level and below, to assure that the bsst available technologiees are

being used while new ones are being developed, tested and then
rapidly spread. Working through the Indian Government's planning
and budgeting processes at the national and state levels, the
project 1s fully consistent with AID program sector assistance
guidelines and/or performance disbursements practice as it {is
evolving, but 1t does not fit precisely into either of those
asslistance modes.

The project reaches beyond the Ministry of Health and seeks to
maximize private sector involvement 4in such key areas as the
promotion  and sale of oral rehydration salts and mass

comnunications, and by enlisting all private practitioners -

Including indigenous practitioners - in the immunization and oral
re hydration programs.
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India has a vast health infrastructure in place and largely staffed
which functions with low utilization of services and disappointing
regults, An underlying objective of the project is to energize that
system by focusing it on key interventions and by concentrating on
the peripheral workers who are the backbone of the system.

C. Project Content

The project consists of six separate but interrelated components.
They are as follows:

At the National lewvel

- Grants to UNICEF totaling $25 million over four years, to
support the Government's Universal Immunization Program (UIP).
UIP is a carefully designed and tested district-by—district
approach whose target 1s near universal coverage of children
under ome and pregnant women by 1990. The project's support
for UIP will be channeled through UNICEF because it has been
the wmajor participant and most important donor, and, as a
result, has a strong voice in program design and execution.
Mission technical staff will actively collaborate in that
effort.

- Funds totaling $15 million over four years for the Govern-
ment's Diarrheal Disease Management (i.e. ORT) Program. This
program has only just been approved. The basic principles are
established and are sound, but implementation plans remain to
be  developed. Mission technical staff will collaborate
actively in the development of such plans each year.

At the State level

- Funds totaling $18 million ovar five years for four project
states (Gujarat, Maharashtra, Himachal Pradesh and Haryanz) to
support detailed annual  work plans in “healith training,
communications, and monltoring and information systems. In
each of these areas the focus will be on immunization and ORT
and there will be active collaboration with AID-supported
technical staff.

At the District Level

- A total of $2.55 million over five years to support -a broad

range of research and operational studies designed to improve
the delivery and performance of the health servize system,
with particular reference to UIP and ORT. Two National
Congresses on ORT will also pe supported.




USATID Mission

- A total of $4 million for technicel assistance inputs at all
three levels to facilitate the policy dialogue, to transfer
technical information, to assist in management oversight and
to collaborate in generating and implementing new approaches.

- A total of $450,000 for short term participant training for
national and state level officers.

D. Project Costs

Total life of project costs are estimated to be $291.7 million, of
which AID will provide $65 million (22%), the Government will prov-
ide $142.9 million (49%) and other donors $83.8 million (29%).
India's program commitment to child survival reaches far beyong the
project estimates contained herein., The Ministry of Health's MCE
budget alone for the Seventh Five Year Plan exceeds $750 million.
1CDS, family planning and primary health operations push the
budgeting commitment to world leadership in this critical area of
concern,

E. Project Impact

By 1990 the two major programs which this project will support - UIP
and ORT - should prevent an estimated 1.3 million infant and cnild
deaths per year, and over the five years of the project the lives of
some 1.9 million children will be saved.

I1. BACKGROUND AND RATIONALE

A. The Relevance of India to World Cnild Survival

India's slze and the relative severity of the infant and child
mortality problem in the country imply that no child survival effort
can be truly woridwide if 1t docs not 1nclude India, and worldwide
success cannot be achieved, even on a relative scale, i1f it is not
achieved in India. A few simple statistics clearly demonstrate :this
point. In relation to the developing world as a whole, India has an
estimated:

= 25 willion birtns a year, 20 percent of the LDC total:
= 2.4 million infant deaths a year, 23 percent of the LDG
total, and nearly three times as many as the next highest

country (Cnhina);

= 1.3 million deaths a year due to pertussis, neonatal
tetanus and . a2sles, 28 percent of the LDC total:

= 1.5 million crild deaths a year due to diarrhea, 33
percent of the LDC total.
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The potential pay—off from India's child survival effort is,
therefore, extremely high. It is high in aheer numbers and their
impact on potential worldwide success; and it is high in terms of
the model that India might set for the countries where the other
three fourths of the problem exists.

B. The Perceived Problem

Except for their magnitude, 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 asc tollows:

The population of more than 760 million is growing at roughly 2
percent per year and will reach one billion by the year 2000. The
crude birth rate, now about 33/1000 population (the Registrar
General's 1984 estimate 1s 33.8), has been slowly declining. About
25 million children are born each year and there are over 100
million children under age five.

The crude death rate {is about 12 per 1000 population. Although
children under age five comprise only 14 percent of the population,
almost half of all deaths are in this age group, as compared to less
than 3 percent in the U.S. Infant mortality declined from 200 deaths
per 1000 live births in 1911 to approximately 114 today. There are
also considerable variations in {infant mortality between states,
ranging from as high as 165 deaths/1000 live births in rural Uttar
Pradesh, to as low as 27/1000 in urban Kerala.

Moreover, «the deatn rate of children under five is inversely
associated with age. Of the approximately 175 children per 1000 who
will not 1live to reach age five, over one-half die before their
first birtnday, and of these, one-nalf die in the first month of

14 F-
21 re.

Urban/rural and sex differences 1in mortality remain pronounced,
Child wmortalitv for the age group 0-4 remains about &40 percent
higher in rural than in urban arcas, and female death rates continue
nignher than males. Although infant mortality has slowly declined,
tne same urban/rural and sex differences persist.

About 60-70 percent of all children under five years are affected by
moderate or severe malnutrition as indicated by weight for age.
However, substantial {mprovement in nutrition status has been
documented in areas with intensive nutrition programs for mothers
and children, such as the Integrated Cnild Development Services
(ICDS) Scheme.

Analysis of available data and studies indicates that 50 to 60
percent of all child deaths are caused by a small number of causes
and inter-related conditions. Some leading causes and contributing
conditions of child deaths are:
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— Diarrheal disease, and the dehydration it produces, accounts
for 10 to 20 percent of child mortality. National data on
diarrhea are not available, but longi- tudinal studies
indicate that a child may suffer as many as three eplsodes of
severe diarrhea a year, 10 percent may develop dehydration and
.5 percent face death. Based on thesge estimates, 100 million
children below five years of age may suffer from about 300
million episodes diarrhea a year, 30 million may suffer from
dehydration and 1.5 million face death.

Immunizable diseases, particularly measles and tetanus. Of
these, deaths from complications of measles are a major
portion of all deaths from diarrheal and respir- atory
diseases. Tetanus of the newborn, which kills infants in the
first days or weeks of 1life, accounts for between 5 and 30
percent of infant deaths each year.

Respiratory infections (i.e. pneumonias 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 are reduced, respiratory
infections will become the major single cause of infant and
child death.

Malnutrition, although not 1in itself a frequently recogni zed
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 weight.
Malnourished children are also more vulnerable to the ma jor
diseases and at greater risk of dying from them.

Low birth weight, afflicting 30 percent of all newborns and up
to 50 percent of first borns, is both a major cause of deatn
in the newborn and a major contributing factor to deaths from
otter causes in the first year of 1ife.

Short interval between births leads to a substantially
increased risk of deatn 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 after a
previous child.

irth injuries, asphyxia, and septicemia t-!» a serious toll
of the newborn, accounting for 20 tc 40 percent of infant
deaths. Trained birth attendants, who could avert many of
these fatalities, are not present at the majority of rural
deliveries.

Early age of mother at first pregnancy: 15 percent of

children are born to mothers under age twenty, who, due to
physiologic immaturity (late adolescence) have higher rates of
low birth weignt (50 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 measles and tetanus -
whose impact 18 interlinked and intensified by poor nutritional
status and frequent, closely spaced child-bearing. There are proven
technologies immediately available to deal with these problems: oral
rehydration, immunization, growth monitoring and family planning
spacing methods.

Although these technologies are recognized, their application in
India 18 low. The use of oral rehydration therapy is limited, botn
in clinics, where intravenous feeding and the use of antibiotics is
the norm, and in homes where knowledge is not widespread and
practice 1s even less. The significance of measles as a child
killer 1s 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 Alma Alta Declaration,
thereby commiting itself to achieving "Health for all by 2000 AD."
In 1982 a more specific National Health Poliey was adopted by both
nouses of Parliament. During the latter part of the Sixth Plan
(1980-1985) and in the current Seventh Plan, heal:th care programs
nave been restructured and reoriented towards this National Policy.
The National Policy sets the following goals, among others, to be
achieved 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 of 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,

Tnies 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 MCH (which includes
both the Expanded Program of Immunization (EPI) and ORT Programs) is
255 percent. The proportion of the total health and family welfare
budget devoted to MCH has increased from 16 percent in the Sixth
Plan to 27 percent in the Seventh Plan.
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Of particular relevance to this project are the Seventh Plan
objectives of making vaccination services available to all eligible
women and children by 1990; the {inclusion of {immun- ization for
measles in the immunization program; and the development of a
national oral rehydration program.

D. Relationship to AID and Country Strategies

1. The AID Strategy

The Administrator has recently issued an AID Child Survial

Strategy. Implementation of that strategy dincludes the
following elements:

“Focus on ORT and immunization as twin englines;

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

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

- Special efforts focussed on a limited number of “emphasis
countries;” (India 1s one of these emphasis countries), and
3 ]

- Involvement of the private sector.”

This  proposed project 14s {n 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 assure national coverage
of key child survival dinterventions. Working dntensively In
d states it will assure development of relevant large scale
fal ‘and implementation strategies for these programs. The

will continue to developr and refine effective, affordable
. ragmatic a&pproaches to improvirg child survival on a pilot
basis through research and operationi! studies. It will seek to
maximize private sector involvement in such key areas as the

promotion  and sale of oral rehydration salts and mass

communications and by enlisting all rivate rectitioners -
) ’ & P

including indigenous practitioners - in the imzunization and ora:

rehydration programs,

Growth monitoring, nutrition, breast feeding. and birth spacing,
which are an {mportant part of the overall AID strategy, are not a
part of this project. USAID's principel 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
Bealth, and therefore are not directly relevant for the deve lopment
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of this Project. Bowever, the Mission clearly wishes to support
growth monitoring, and other nutrition-related interventions and has
bujit these into the current Integrated Child Development Services
(IC®S) Project. They will receive intensified attention in the
forthcoming FY 1987-88 1ICDS Expansion Project. These ICDS
activities will also continue to rely fundamentally on PL 480 Title
1T foods.

2. Country Strategy

Building on existing projects, and particulary on the Inte- grated
Rural Bealth and Population (IRHP) and ICDS projects, the Mission is
developing a new Health Sector/Child Survival Strategy.

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

A Child Survival Focus, to impact dramatically on early death
and child morbidity 4in India, and as an innovative new
approach to strengthening primary health delivery.

-~ A Targeted Approach, on children under the age of two. Not
only because this {s 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
societyv.

- Limited, Critical Interventions since the health system cannot
do all things equally well. Interventions will be prioritized
by those epidemiologically determined conditions that
contribute the largest proportion of deaths for which
effective, affordable interventions exist: ORT, immunization,
birth spacing, growth monitoring and support, and the use of

vd g i A g Py LA T g =y Sl e rny
vitamin A to reduce morhidity and mortalilty,

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

- National Engagement. Health pgoals, policies, strategies, and
program guidelines are developsd at the national level.
Support for categorical programs are critically important to

the advocacy of new 1ideas and technologies since these
programe often finance and thereby dictate to a very great
extent the direction of primary health opzrations.

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

SR
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— Innovation. The engagement of program and technology
development systems to identify, test, promote and spread new
technologies and program approaches can stimulate both
national policy makers and state program managers.

— Catalytic Orientation. Opportunities for the rapid diffusion
of pew ideas and technologies into primary health operations
need to be identified and explicitly programmed. The Indian
planning and budgeting system 1s probably the single most
important vehicle for spreading new ideas and program
approaches.

- Pluralism. Systems beyond those managed and financed by the
Ministry of Bealth will be included. And development
assistance and PL 480 resources will be integrated.

I11. PROJECT DESCRIPTION

A. The Project as a Whole

1. The Project Concept

Tne project rests on two overarching concepts:

- the introduction of child survival as a strategy for achieving
dramatic declines in early deatn and child morbidity in India,
and also as an approach for strengtrening primary health care;
and

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

There are three principle new ideas {included within the child
survival concept that can importantly affect the prospects for
dramatic declines in early death and a revitalization of the primary
health system in India:

- A focus on the age group where 75 percent of early deaths
occur = children wunder the age of two (indeed, for
immunization under one). This 1is the age group least well
served by the system, and this is the period when immunization
must take place 1f it {if to be effective. Mothers, and
pregnant and lactating women are included because tetanus is a
major perinatal killer tnat can only be stopped if the mother
1s 1mmunized, and because children under two, and most
especially children under one, can only be reached effectively
through their mothers.
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= Deployment of only a limited set of technologies. There are a
handful of technologies, proven and already known in India,
which can have an early and dramatic impact on both mortality
and morbidity. It is clear that the public health agenda 1is
crowded with hackneyed priorities, and the primary bealth
system cannot do all things equally well. Oral rehydration
and immunization are relatively simple, wutraight forward
interventions which can be given real priority and put to work
through the existing 4infrastructure. Once effectively
incorporated, additional interventions can be identified,
tested and included.

- The 1dea of mass coverage is critically important. The area
project approach was premised on a linear sequence of
regsearch, 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 is dimportant to assuring an
epidemiologically significant change in the health status of
the target population. Tnis project assumes a simultaneous
development approach to assure that the best available
technologies are being wused while new ones are being
developed, tested and then employed.

More specific technical agendas for immunization and ORT programs,
training, communications and surveillance are outlined further in
the Project Paper.

Concern about program relevance, influence, and impact constantly
vex tne international development community {n India where
demographic, geongraphic, and resource scale are daunting. The
project identifies points of engagement where one can realistically
expect to be able to inject new ideas and technologies with prospect
for wide-spread diffusion.

- Health goals, policies, strategies and program guidelines are
developed at the national level, Immunization and ORT
programs are critically important to the advocacy of new ideas
and technologies since these programs! finance and thereby
dictate to a very great extent the direction of primary health
operations,

- Implementation and management responsibility rests with the
states. A grip on underfunded and wunderconceptualized
approaches such as training, communications, and surveillance
can similarly determine the effectiveness of primary health
operations.

- The engagement of program and technology development systems
to 1dentify, test, promote, and spread new technologies and
program approaches can stimulate and energize both national
policy makers and state program managers.
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The Indian planning and budgeting system 1s fundamental to the
project concept. It 1s where goals ‘and policies are first
formulated and translated into strategies and programs, and it is
vhere resources are then allocated in support of these policies and
programs (resource allocation being the most fundamental expression
of national priorities). The system is well developed, integrated
and reaches to the most peripheral edges of primary health
operations. It is susceptible to engagement and is the single most
important vehicle for rapidly diffusing new ideas and technologies
into primary health operations, and conversely, field reality 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. The
household has yet to assume {ts proper role at the center of a
relevant primary health system. These opportunities will all be
engaged 1in 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
upstreaxz from the household, village or block. To the contrary, its
premise 1s that primary health care svstems have to focus
increasingly on the peripheral reaches of the system. It 1is the
argument of the project also, however, that donor influence is
probably to be found further upstream and associated with the

orlentation and direction of policy, financial and managemant
Evstems. Secondly, the ©project must be seen as part of a
comprehen

ve strategy which already and increasingly encompass:ss
8

ansi
other opportunities to affect birth spacing and nutrition goals,

in sum, the lmportant premise to this proposed project is that a new
approach, focused on a limited target group, emploving onlyv selected
n veations but on a mass scale, working through established
ffusion systems in both the public and private sectors,

ic impact on cnild survival in India:; and that a
ce m reaching to the most vulnerable groups in society
will, of necessity, have also had to impact favourably on the
fectiveness of primary healtn care.

2, Tne Programming Concept

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

- A rteorientation of Mission staff away from an intensive
engagement with operations at the district block or village
level to a more extensive engagement with health goals,
policies, strategies, and program development at the national
and state level;
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— Identification of the Indian planning and budgeting system and
cycle as the critical point for Mission engagement, and the
adoption of a parallel progrem sector assistance mode;

- Recruitment of a high powered, internationally recogni zed,
technical assistance team;

- Incorporation of a decentralized approach to program
management (i.e. recognition of the role and responsibility of
indigenous systems, both public and private; and a greater
reliance on technical assistance as well as other
organizations like UNICEF, in this instance, or CARE and WFP
in the case of nutrition), and a real commitment to the art of
donor diplomacy;

- Closer integration of regional bureau, central bureau, and
development assistance and PL 480 resources; and

— A higher level of {nteraction and confidence between
Washington and the Mission.

The Mission proposes that the project be authorized as program
sector assistance pursuant to Handbook 1, part VIII, October 30,
1965, Our rationale is straight forwar

- The project 1is intended to have an epidemiologically
significant impact on mortality and morbidity in India and at
the same time Improve the effectiveness of primary health
care. It is the assumption of the project tnat the injection
of new {deas and technologies into the primary health system,
with an assurance of wide-spread diffusion, will relieve or
over-ride long-standing policy constraints. The project {is
not specifically oriented to institutional or infrastructural
constraints.

- A policy and technical apenda has been identified which can
impact both the substantive orientation of primary health care
as well as its implementation and management. The agenda is
simply articulated but has the potential for affecting the
myriad strands that constitute the totality of a primary
health system,

- The engagement of the Indian planning and budget system at
both the national and state levels offers the best opportunity
to assure wide-spread diffusion of the policy and technical
agenda. At the national level, technical programs will be the
vehicle. Those programs are ideal for transmitting new
criterla and guidelines for the administration of primary
health operations since they constitute the major financial
resource to primary health operations at the state level. At
the state level itself, implementation and management systems

have been identified as the vehicle. In most cases, training,
commuiiications and surveillance will be addressed
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categorically for the first time pursuant to this project.
Applying the same agenda to the technical as well as
management side offers the possibility of reinforcing support
on common themes.

= An annual workplan 1is proposed as the program event. The
workplan will reflect the policy and technical agenda, can be
appraised against immediately following planning and budgeting
actions by the Government of India, and can be evaluated for
performance in the subsequent planning and budgeting cycle.
Engagement at this point and level puts project financing on a
parallel track with the treatment of donor finances by the
Covernment of India (i.e. in-budget transfers and support).

- Regearch and operational studies, technical assistance and
participant training will be managed according to traditional
AID project guidelines,

- The program sector assistance mode offers tremendous leverage
to AID support. National engagement will permit the policy
and technical dialogue to impact throughout India. State
engagement will force states for the first time to consider
wholistically approaches to training, communications and
surveillance (management systcms which can drive the
implementation and administration of state-wide primary health
operations). These two systems then become diffusion
mechanisms for new ideas and technologies developed pursuant
to the research and opzrational studies, technical assistance,
participant training components of the project.

- Progran and sector assistance is the appropriate mechanism for
providing local currency support and brings AID program

practice in India into line with AID guidelines.

2. The System Concept

Since indepsndence India has been building a vast bhealth
infrastructure capable of reaching out to serve the health needs of
the entire population. The area projects of the Sixth Plan (IRHP is
one of these) brought the development of this health infrastructure
largely to completion - a national delivery system is in place and
to a large degree staffed. Regrettably, the system functions with
low utilization of services and disappointing results. Experience
in IRHP and other AID projects has identified problems and developed
ways Lo overcome them that have been d1ncorporated into this
project. The problems and the proposed project responses are:
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The Present System's Problems

The health care system attempts to
embrace a wide range of interven-
tions which together are simply too
broad, ambitious and vague in concept.

Manpower training approaches have been
comprehensiwve, didactic, inclusiw and
unfocussed. Staff are unclear about
their tasks and unguided in the most
critical public health actions to
pursue.,

The present system offers services
which are under utilized -- supply
has outpaced demand.

Managers at all lewvels lack sound
epidemioclogically and program per-
formance information as a basis for
making resource allocations.

Rzsources in health continus to

bz largely consumad at the more
central lewels and large curatiwve
facilities claim the major part of
health budgets,

Young children, particularly those
under one year of age, and pregnant
women receive inadequate attention
under most service prugrams,
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Project response

By focusing on a few key interventions
with clear action at each level of the
bealth system, the entire structure will
be strengthened. ;

Inservice training will emphasize active
learning experience to develop required
skills needed to perform competently the
tasks involved in child survival inter-
ventions. Particular attention will be
devoted to communications skills,

Client-centered research will guide
demand creation., Modern social market-—
ing approaches to enhance popular
awareness and demand for child survival
interventions are clearly indicated.

By identifying key indicators of perfor-
mance and using them in peripheral
supervision as well as at higher levels
to aggregate system performance, the
management infcrmation system will be-
come t he tool for monitoring and
decision-making.

Child survival calls for outreach to
the most peripheral levels with re-
sources invested largely in para-
medical workers, community-based and
and preventive in focus,

Priority will be given in key
intervention programs achieving

high coverage among children and

pregnant women, and the MIS which
monitors thelr performance.
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B. Project Gcal and Purpose

1. Goal

The goal of the project is a significant reduction of infant
and child mortality through a reduction of deaths from immuni-
zable diseases and their complications, and deaths from
dehydration due to diarrhea.

2. Project Purpose

The project purpose is to expand the proportion of children and
women covered by immunization and oral renydration therapy, and
to improve the quality of the delivery of these interventions.

More specific purposes within the project period are as follows:

- To achleve a significant increase in coverage of children
under age one with DPT, BCG, polio, and measles immuni-
zation, and a significant increase in coverage of
pregnant women with completed tetanus toxoid immunization.

- To achieve within a substantial proportion of the
households with young «children a knowledge of and
established use of ORT and continued feeding as a first
line treatment of diarrhea in the home; and to support
this with a national petwork of clinical oral rehydration
centers.

3. Expected Project Outputs

Tne most significant accomplishments which will result in
whole, or in part, from this project include the following:

= An involvement at the national level with the India-wide
immunization and oral rehydration programs. The conse-
quent extended technical policy dialogue should expand
USAID's participation in program planning and implemsn-
tation nationwide.

- Extension of the Universal Immunization Program to all of
India's 412 districts by 1990,

- Highly effective immunization coverage, based on careful
enumeration and confirmed by coverage surwys, achieved
in four target states. In these states the goal will be
85 percent coverage of all pregnant women and all
children under age one.

- A national network of «clinical rehydration training
centers established and fully functioning 4in every
district in each of the four project states.
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= A npational oral rehydration therapy program, which relies
primarily on solutions prepared and administered in the
home, complemented by access to packaged oral rehydration
salts and clinical ORT care as required, in place.

= Oral rehydration therapy actually being used as the routine
method of treatment for infant and child diarrhea 1in a
significant percentage of the rural housesholds in the four
project states.

— The development and implementation of technically sound,
effective state-wide field worker training, mass communi-
cation and management information plans in support of
immunization and oral rehydration in each of the project
states.,

- Extension of research-based and tested field level worker
training methodologies from the current IRHP Project pilot
districts to state-wide utilization in the four project
states.

- Research-based mass communication/demand creation programs
functioning throughout each project state.

- State-wide management information systems, which concent-
rate on the accurate collection and analysis of a minimum
nunber of key indicators, in place and being used to guide
supervision and management decisions, and to monitor
program effectiveness in the four project states.

~ Improved fileld level coordination between the health system
and the ICDS program. Nearly half of the villages 1in the
four states will be served by ICDS anganwadl workers by the
enc of this proposad project.

- Incorporation of the findings of a significant numbar of
operational research studies into implementation of State/-
National EPI/ORT programs and development of technical and
managerial aspects of further child survival interventions
of high potential impact.

4. Expected Project Inputs

National:

- A contribution to the National Universal Immunization
Program, and

- Funding for the National Diarrheal Disease Management (ORT)
Program;
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State:

- Funding through the Central Government earmarked for four
states for the following activities:

— Training of wmedical staff 4in ORT clinical training
centers;

-- Training of all rural health and ICDS peripheral staff
in ORT technology and communicating this to villagers;

—= Support for training of all district level staff in
improved approaches to immunization - planning,
implementation and monitoring;

—— Support for communications activities - marketing
studies, multimedia campaigns by professional private
agencies and interpersonal communications Btrategy
planning;

-— Support for development of improved monitoring and
information systems reaching from collection of accurate
field data to 1ts rapid processing and use at the
district and state levels.

District:
- Supporf| for research and a broad range of operational
studies designed to improve the delivery and performance of
the health service system with particular reference to UIP

and ORT;

USAID Mission:

- Technical assistance {inputs at all three levels to
factlitate the policy dialogue and the transfer of
technical information, to assist in management oversight

and to collaborate in generating new approaches.

- Short term participant training for both national and state
level officers.

5. Project Impact

It 1is not possible to forecast the goal level impact of the
project alone, but it is possible to make reasonaule estimates
of the impact of the two major progrzms which it BUppOTtSE:

- If immunization coverage, which is now zero for measles
and less than one third for other diseases, reaches a
level of 60 to 75 percent by 1990 under UIP, there will
be about 835,000 less infant and child deaths per year
from the three major immunizable diseases.
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Disease Nunber of infant child deaths per year
Present Estimate 1990 Forecast
Tetanus 250,000 125,000
Pertussis 250,000 125,000
Meagles 780,000 195,000
Total 1,280,000 445,000

- The use of oral rehydration therapy is now negligible.
An ambitious but feasible target is for ORT to be used to
treat half the 300 million cases of diarrhea in infants
and children each year. If this level of use is achieved
by 1990, and one accepts the WHO estimate of 60 percent
effectiveness of the treatment, then the number of infant
and child deaths due to diarrhea would be reduced from
the present estimate of 1.5 million deaths per year to
about 1 million - saving about 500,000 lives per year.

Thus, the two major programs which the project supports - UIP
and ORT - are expected to prevent the deaths of some 1.3
million children a year by 1990. Over the five years of the
project, the lives of an estimated 1.9 million children will be
saved.

(€5 The National Immunization Program

1. The Predecessor Program

The present national {mmunization program began in India in
January 1978 with the launching of an Expanded Program on
Immunization (EPI)., Tne objective of EPI was to reduce the
incidence of four vaccine preventable diseases (diphtheria,
pertussis, tetanus and tuberculosis) by making immunization
services available to all eligible childrn and pregnant women
by 1990. By 1980 orsl polio vaccine was fully integrated into
the program. Measles vaccine was used for the first time in
tne program in 1985, The Government has also included typhoid
vaccination and the immunization of school children with DT and
TT as a part of EPI. Self sufficiency in vaccine production
has also been an integral aim of the program,

EPI is a nation-wide program which seeks to achieve universal
immunization coverage by utilizing regular government proce-
dures operating through the national health infrastructure. It
was an ambitious program with worthwnile goals but it lacked
the focus and coherent micro-strategy that are escsential to
success. As early as 1981 the Government recognized that the
target of near universal immunization by 1990 would not be
achieved under EPI. Table III-1 shows estimated coverage in
1978 and 1984, the mid point of the program. By 1984 coverage
should have been approximately 50 percent, while in fact it was
less than one third.
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TABLE-TI1-1

EPI - PERCENTAGE FULLY COVERED, NDER ONES/PREGNANT WOMEN

MwiEn
Year DPT-3 Polio-3 BCG TT & or Booster Measles
1978 24 05 9 22 -
1984 27 21 27 35 -
1990(Target) 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 1s 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 frow 500,000 to 4 million, with an average populatior nf 1.8
millicn. Each district is divided into blocks, each block having a
population of approximately 100,000,

UIP will be dimplemented in specifically identified districts and
metropolitan areas in increasing numbers each year of the Seventh
Five Year Plan until national coverape is achieved. At the same
time, the EPl 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 between 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 1s to identify and register beneficiaries (village
by village) and to actively reach them, predominently through a
combination of outreach opzrations and fixed centers.
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— Massive time bound schedules are prepared for training each and
every worker. In 1985 it meant training nearly 2000 doctors
and 20,000 para-medical workers.

= Active inter-sectoral coordination is stressed for optimal
utilization of existing 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 1is 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-T111-2

PROJECTED IMMUNIZATION COVERAGE 1989-90
(in millions)

Target Groug Vaccine 1989/90 Coverage
Num be r Percent
Pregnant Womsn TT 23,9 100%
Infants DPT, Polio, BCG, 18.3 852
Measles

School Children

5 Years DT, Typhoid 13783

10 years 1t 9.4

16 vears TT 6.1

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

As 1s true of all health programs, although UIP is a national
program, implementation 1s the responsibility of the states,
operating in turn through the districts and ultimately tnhe blocks.
However, for UIP, responsibilities have been clearly defined for
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each level - national, state, district and block. There 1is a
coherent plan of action and there is less freedom of action at
subordinate levels. Indeed the 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 the execution of EPI are the baseline enumerations which
identify the infants and women to be covered; the outreach
operations, which take immunization services to the villages on a
regular recurring or periodic basis; and the monitoring of coverage
achlieved in the target groups.

It 1s also important to note that UIP, while it is district-based
and centered in the government health gsystem, is not intended to be
exclusively a government health system program. Rather, it seeks
active dinvolvement 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 i1s 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 annuzl 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 ae that {in the Central Grant Agreement. Current
projections are that the funde will be released to UNICEF in equal
annual installments over the next four Indian Fiscal Years, IFY
1966/87-1989/90. (The Indian fiscal year is from April 1 to March
SHEN However, by mutual agreement between AID and UNICEF, the
annual releases may be varied {f fund requirements or project
performance warrant.

Trere 1is & 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 volce in
prograw design and execution. It has an active technical working
relationship with WHO. 1Its 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 petwork of
state and zonal offices with over 300 staff who oversee program
implenentation. 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.

Tre Mission can be most effective in the national immunization
program by working with and through UNICEF, and this process has
already started., In recent months USAID and UNICEF 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, we 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 Welfare are scheduled to discuss matters related
to the Universal Immunization Program and the Diarrhea Management
Program. Again, UNICEF, WHO and USAID staff will serve as resource
personnel,

&, Procurement of Equipment and Supplies

A small part of the UNICEF support for UIP goes for such things as
training seminarse and salary support for a limited number of
government positions at the state amd district levels. However, the
bulk of tne 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
reasouns,
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The first is the management problem referred to above. With the
progran spread over increasing numbers of districts each year,
divided procurement would require extenaive coordination; and UNICEF
already has an effective procurement system which delivers supplies
and equipment directly to designated consignees at the district
level. All of the elements of logistics would be unnecessarily
duplicated.

v ———— i o g | w

The second reason {s that some equipment is not manufactured in the
U.S. or India. The most notable examples are the walk-in coolers
with emergency power backup produced in Finland, and the ice 1lined
refrigerators which are manufactured 1n 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. Equi pment
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 1into the system.
Similarly, equipment standardization facilitates standardization of
training modules and materials, and training is a cornerstone of the
svstem.

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 {s not produced in India, or where the quality of
the Indian product {s not acceptable.

5. Vaccine Production:

India currently is self-sufficient in the production of D ETF S D TramiTiTes
typhoid and BCG vaccines. Production capacity, over half of wnich
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 lmmunization coverage 1s achieved by 1990, current and
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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Measles vaccine 18 not now produced in India and is being imported
for the UIP by 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 1is currently
under active consideration. This project will support this effort.
In conjunction with the proposed AID grant, UNICEF has agreed to
procure a locally made, WHO approved, vaccine if the price CIF
Bombay 1s 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. Tnis should be an
adequate incentive to stimulate local production.

6. Fund Releases

The key event for tne purposes of AID fund releases will be the
approval by the 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 1s the
process of active collaboration between the various government
levels and the donors that ensures that the plans meet program
criteria; and that each succeeding vyear's plan 1is based on
experlence in the preceeding fiscal year and is designed to attempt
to resolve problems that have been identified during that year.
This process has already been utilized by UNICEF to good effect,

Although the annual plans are not subject to formal donor approval,
fund releases to UNICEF will require a formal determination within
the Misslon on past parformance and plan adequacy. This determina-
tion will be in the form of an Action Memorandum from the Office of
HB-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
will dinclude an {identification of major problems and will
document actions underway to solve them.

-~ Assess the approved plan for the coming year against plan
criteria and in lignt of the assessment of present and past
performance.

- Recommend release of funds for the coming year.,

It 1s theoretically possible that the -~ssessment could f£ind past
performance or the upcoming plan so short of requi rements that a
fund releasec would have to be withheld 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 1in immunization coverage that will be achieved will
more than justify the program'c 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 18 an established
program that has been developed through extensive consultations
between the Government and UNICEF and WHO. More recently, Mission
technical staff have began to take an active part in this process.
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 undei one and pregnant women
- Careful enumeration of the target population, as a basis for:
—- Detailed action plans
-- Requirements for equipment, supplies and vaccines.
-- Staff requirements
- Adequacy of budget support.
- Adequacy of staff and supporting infrastructure.
- Adequacy of training - content, duration, materials, coverage .
- Provision for communications, information and education,
ideally based on studies of knowledge, attitudes and
practices.
- Provision for monitoring and evaluation,

D. The hational Oral Rehydration Therapy Program

l. The Approved Program

In May of this year the Government approved inclusion in the
current Seventh Plan of an outline of a national oral
renydration therapy program, titled "Management of Diarrheal
Diseases Amongst Cnildren Through Promotion of Oral Rehydration
Tnerapy.” Developed 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:

- Training of households to use home made oral rehydration
solutions for all episodes of diarrhea, 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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= Provision of ORS packets through both public health system

2'

The

and the market place with particular emphasis on reaching
the half million private practitioners largely through
commercial outreach and ORS promotion, marketing and sales.

Skill training in clinical management of severe diarrhea for
all ipstitution based doctors to assure not only proper
clinical care in the estimated 1 percent of diarrhea cases
with life threatening disease, but also to achieve a high
degree of confidence and support by doctors in the overall
national ORT strategy.

The Basis for the Program

details of the current strategy derive from extensive

experience in introducing ORT in India through various programs

and

projects over the past 10 years. They include:

The Training Needs and Communications Needs Assessments
carried out under the IRHP project and the consequent
development of training materials for the Health and Family
Welfare Training Centers (HFWTCS) and various innovative
sub-projects.

The PD&S funded pilot ORT programs managed by CARE.

Baseline surveys and market research carried out under the
ICDS project.

Phase 1 of a national market survey on knowledge, attitudes
and practices in diarrhea management by the Indian Market
Research Bureau (IMRB) for UNICEF.

Five years of training at the National Institute for Cholera
and Enteric Diseases, using WHO Senior Management and
Suparvisory  level Training Courses, Over 500 health
professionals have been trained in ORT Program Management.

Projects by numerous private voluntary organizations who are
demonstrating village based home ORT on a rising scale.

Eight OKT Clinical Training Centers at institutes all over
India to provide hands—on professional experience in proper
clinical case management using WHO designed ORT protocols.

Twenty two WHO-sponsored sample surveys covering 300,000
children to establish current knowledge and use of ORT and
measure diarrhea morbidity and mortality,

Inclusion of training and ORS packets in medicine supplies
of 350,000 health guides;

Inclusion of ORS Training for all 130,000 functioning
anganwadis (the front line ICDS workers) in India;

"'&’
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- Over 40 private pharmaceutical firms that now produce,
market, promote and distribute ORS in India, largely through
chemist shops located in larger towns and cities.

- Extensive publication in Indian professional journals and
major symposia/workshops have documented experience and
effectiveness of ORT in Indian clinical settings.

3. The Current Strategy

The detail of the current strategy has evolved from these and
other experiences. It includes:

Household outreach: As presently outlined, the major training
thrust of the program is to be carried out through the following
structures:

- The ORT program will be implemented by the States/Union
Territories within the broad framework of the guidelines to
be provided by tne Ministry of Health and Family Welfare
which will coordinate and monitor the programs in the
different states, compile data, provide necessary feed-back
and financial and other assistance.

-~ Looperation and active involvement of other departments such
as Education, Social Welfare, Sanitatiorn and Water Supply
and Voluntary Organizations will be sought and encouraged.

- At the state level, the program will be organized by the
state ORT program officers who will be provided with e
research officer to coordinate and monitor all the activi-
ties,

- At the district level, monitoring and suparvision of the
program will be carried out by the District Bealth Officer.

- At tne Primary Hhealth Center (PHC) level, the medical
officers will provide necessary guidance, education and
support to the paramedical and voluntary workere.

- The training faculty of the Bealth and Family Welfare
Training Centers (HFWICs) will be involved in providing
training to the medical officers of the PHCs, supervisors of
the multi-purpose workers and multipurpose workers.

-  Multi purpose workers will train the voluntary workers at
the sub-center level. The voluntary workers to be trained
will include 3 to 5 village health guides, 3 to 5 trained
birth attendants, 3 to 5 anganwadi workers and 5 primary
school teachers at each subcenter,

4
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= At the village level the message will be carried to every
village home - i.e. to mothers by the village health guides
as well as aganwadi workers. Every village nealth guide and
anganwadif worker will be responsible for training 100
mothers each,

= In the urban areas the message will be communicated to the
mothers and households through existing mass media 1like
radio, television, printed materials, press advertisements
etc.

Government ORS Promotion and Distribution:

ORS packets have been supplied to hospitals, PHCs, sub-venters
and health guides for several years. The central government
through the Indian Drugs and Pharmaceuticals Limited has
produced over 20 million packets per year. Another 20-25
million packets are produced and marketed through the commercial
sector.

The 1986 - 87 National Diarrhea Control Program allocates Rs.
2.8 million of Rs.40 million or 7 percent for packets. These
will be provided specially to those areas where the intensive
house to house ORT training 1s going on to insure proper ORS
back-up.

Private Sector Promotion:

Field surveys show extremely high penetration of commercial ORS
products reaching to but not beyond chemist shops and pharmacies
in the towns and smallest cities. There is a rising awareness
of ORS amongst the roughly 400,000 rural practitioners
(traditional Indizn systems of medicine, registered non-degree
practitioners, and self proclaimed healers) thanks to commercial
promotion of these products, However, limited availability of
outlets beyond towns and the relatively low profit offered by
tne low price of ORS has lim{ted the im;act of this network.

Building on the extensive Indian Market Research Bureau (IMRB)
national market survey, commissioned by UNICEF, the program will
engage the commercial secter in an enlarged ORS promotion and
outreach effort. Thnis will encourage each producer of ORS
packets to use more scientific and appealing approaches to
promotion among professionals, develop point of sales
promotional material, and establish incentives for outreach into
traditional retail markets located in villages. Approaches used
will include:

- Asslistance in market assessment and design of promotional
materials,

- Assistance in organising professional promotional gatherings
at small block level towns (speakers, luncheon costs etc.).
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= Assistence in locating and wusing retail distribution
channels reaching villages (point of sales displays, initial
stocks - same petwork as used now for aspirin, Vicks,
antacids etc.)

It is envisioned that progressively ORS commercial sales will
overtake and substantially reduce govermment supply needs, as
some 50-80 percent of rural people use private practitioners
when seeking professional care for diarrhea.

Medical Doctors in Health Institutions:

The national Diarrhea Disease Management Plan recognizes the
important role played by doctors, especially those in government
and private referral institutions, in both the lifesaving effect
of proper clinical case management and their influence on the
clinical practice of other doctors, practitioners of Indian
systems of medicine, and the general public. The project,
therefore, supports expansion of the initial network of Clinical
ORT training centers (now 8 funded by WHO) to include all 106
Medical Colleges and, in addition, District Hospitals in those
Districts where the outreach ORT efforts are being conducted.
Ultimately each such hospital should have an oral rehydration
treatment clinic which 1s capable of providing training for
district level medical officers, private practitioners and other
medical personnel in 1its catchment area. The training will be
practical, hands—on, treatment of cases of diarrheal dehydra-
tion. Each gracduate will be required to treat 20 such cases
be fore securing certification.

Tnis network will assure life sgaving treatment in the one
percent of cases requiring skilled clinical management and
assure positive attitude towards ORT and a role model of
institutional doctors supporting ORT at all levels.

4. Proposed AID Support

Tne project will support India's national Diarrhea Disease
Management (ORT) Program. The procedure for release of funds
each year will generally follow that set forth for UIP above,
but it must be recognized tnat the ORT program is in a much
different state of development. The approved plan is only an
outline plan which sets forth the basic concepts of the
program. It contains much less detail than Towards Universal
Immunization contained when it was issued.

This lack of detail is less a problem than an opportunity. The
details will have to be developed as a part of the process of
preparing annual implementation plans. Mission technical staff,
in collaboration with UNICEF and WHO, will participate actively
with the Government. As with UIP, these will be national GOI
plans that will be shared with the Mission and other donors, but
will not technically be subject to donor approval., It 1is the
plan preparation process that is the key.
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Once an annual implementation plan has been approved, the office
of Bealth and Nutrition will prepare an Action Memorandum for
the Mission Director, recommending for or against release of
funds in support of that plan. In the first year the Action
Memorandum will analyze the plan in terms of available
experience, and agains!® the criteria set forth below. In
succeeding years the Action Memorandum will also assess current
and past performance against previously approved plans. This
assessment will {identify major problems and will document
actions underway to solve them.

Release of funds for each fiscal year will require an Action
Memorandum approved by the Mission Director and receipt of
satisfactory evidence from the Government that funds in support
of the plan have been budgeted and released to the implementing
agencies. The ensuing AID fund releases will constitute final
disbursements for the purposes of this project. (Funds will be
released quarterly or more ftrequently {f required.)

Since the fund releases for a given year will be final disburse-
ments, there will be no direct recourse with regard to them
except for the standard project agreement refund provisions.
Recourse  against inadequate expenditures or unacceptable
performance of any year's implementation plan will come in the
decision to provide funding in the succeeding year, and the
ultimate recourse will be a decision to defer further funding.
Because of the interactive processes involved in the preparation
and execution of the annual implementation plans, the Mission
does not expect this to happen. But it is an available alterna-
tive, and the Action Memorandum provides a formal means for
determining whether or not such an action is justified.

5. Plan Criteria

Assessment of the potential effectiveness and adequacy of annual
ORT implementation plans will bz based on & determination of the
extent to which they provide for the following:

Home level Training

- Training of trainers - curriculum, course materials, objec-
tives, measures of competency.

- Adequacy of staff numbers to do the job based on a realistic
detailed plan,

- Training of peripheral workers - task analysis, objectives,
learning experiences, training materials, compe tency
measures used.

- District implementation plan: design of a standard district
package showling how to assess tralining needs at all levels:
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—— A B

— Train all pneeded manpower

== Supervise and overesee training
=— Monitor training at all levels
== Monitor use of ORT

ORS Promotion

S — Assessment of actual need for and use of ORS packets at each
level of public health system =~ Buuply to be adjusted
accordingly.

= Involvement of ORS firms in the marketing effort. This may
include: meetings, market research, promotional materials,
promotional meetings, field surveys and assessment.

- Involvement of professional socleties and other non-govern-
ment means of contacting health practitioners to promote use

of ORS and better diarrhea management.

Professional Training in Clinical Case Management

- Development of operational norms of clinical ORT training
units.

— Development of methods to measure impact on the practises of
the trainees.

= Involvement of professional societies in promotion training
and certification of doctors.

- Support for meetings, publications and research projects on
ORT by doctors.

E. State level Activities

1. The Project States

The IREF project was designed fo cover only 14 districts of 87
in five target states. With the decision to support state-wide
programs, management prudence and staffing limitations dictate
that this number be reduced to four states. The four states
proposed have been those most actively involved in the USAID
74 IRHF and ICDS projects. They have enough diversity to make them
valuable from a national demonstration point of view. Together
they have a total population of 126 million, predominantly
rural, residing in 73 districts and served by 1,990 Primary
Health Centers. A brief characterization of each state follows:

Maharashtra with a population of almost 70 million is the

largest project state, It 1s second 1in the country in per
capita income and many of its indicators characterize it as one

W
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of the most advanced states in India, with infant mortality at
about 70 and contraceptive prevalence at about 45 percent.
However, state statisticse are skewed by the high urban
population and there are still a large number of poor rural
districts which show all the indicators of the poorest areas of
the country.

Gujarat with almost 40 million people 18 onme of the most
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 Department of Health and Family
Welfare serves as the nodal point for implementation of ICDS.
It has an energetic population and a very strong tradition of
voluntarism.

Himachal Pradesh has shown enthusiasm, interest and determina-

tion in planning and implementing the IRHP 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 tne 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 above the national average. For
the first three years of the IRHP project period, Haryana's
pzrformance was slow. However, during the fourth year an active
Secretary of Health was assigned who completely reorganized the
project. Within a year activities moved quickly ahead. The
state has shown dinterest in a number of innovative activities
and¢ has wundertaken a community-based nurse midwife training
program. If the state can maintain continuity of health
leadership there 1s pgood 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 Welfare 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

_\\\'VI
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delivery system under the guidance and funding of the center.
To assure that the state level bealth 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.

In developing support for these three major components, the
strategy is not simply implementation of ORT and immunization as
two 1isolated health interventions, but rather the use of these
proven technologies as the focal points 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
18 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
ranpe of activities that will be covered under each of the major
elements:

Training Activities

Manpowsr 1s the essence of health care. Well trained and
confident in the technologies, and with the communications
ekills to transfer them to the communities most in need, health
personnel cea, Iin a very real sense, determine the success of
child survival efforts. Numerous surveys, and particularly tne
IRHP Project Training Meeds Assessment, have reiterated the
problem of low levels of skills and motivation among the most
peripheral front 1line workers: village guides, anganwadi
workere, auxiliary nurse midwives and their immediate super-
visors. Yet, numerous pilot and demonstration activities in
India have dramatically shown results of improved training. The
Training Needs fissessment (TNA) revealed unacceptably low levels
of knowledge and skills among these workers. less than half
achieved even minimal standards, particularly 1in key child
survival activities such as diarrheal 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
ideutified 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 {8 focussed, yet
tailored to the needs and learning patterns of the individual.
The process of learning 18 iInteractive and fosters better
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 te training, demon-
strating the effect on both competency and nttitudes as well as
impact 1in the community served. Project activitins to achieve
this will include:

- Training of trainers in specific 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 technologles courses.

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

- Training for trainers 1in 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

-~ District level TCDS staif

== PHC level trainers, including 1CDS 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 wvillage, 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 dissenination of training guides for
trainers at each training level, and training modules for
each worker level;

—= Review, modifification and amplification of existing
modules based on the IRHP Training Needs Assessment.

-- Identification of Non-Government Organizations and other
private sector groups who have demonstrated skills and
experience and who could assist 4in aspects of this
overall training effort; arrange for their participation.

Communications/Marketing /Demand Creation Activities.

The key to good health in any society is related almost entirely
to attitudes and behaviors - behaviors with respect 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 ma jor
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 healtn professionals but also for
paramedical workers, who themselves often communicate both
verbally and non wverbally in an ineffective or even negative
way. This 1s the major reason for the popularity of traditional
hzalers., lhey are culturally attuped, client-oriented, and
invariably comrunicate effectively 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
moedern comzunication approaches. In Honduras, Egypt and Gambia,
mazjor changes 4n approach to the care of the child with
iarrheal discase have been accomplished. In Indonesia, in a
single decade the use of family spacing methods increased from
less than 10 percent to over 60 percent of all couples. In
Colombia and Turkey mass communication campaigns supported by
house to house moilivation 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
soclal concern 1s 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 wunderstanding the

community's perceptions and motives can effective communication
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strategy be devised and the information and behaviors we seek to
modify or reinforce must be consistent with the identified
cultural norms.

Second, all messages, approaches and materials must be carefully
pretested to assure that their impact is the expected one and
that they are understandable as well 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
pPerson mesBages.

Finally, it is critical to monitor the effect of these mes6age s
—_—

to modify and restructure them in the form of an ongoling
dialogue. This element of listening, restructuring ahd Tre B ponse
in message design 15 an often neglected yet critical part of the
ongoing dialogue with the community. It has been shown in many
studies to be the most {mportant part of the communication
Etrategy.

Specific communications activities will include:

- Involvement of private sector marketing/advertising agencies
in promoting child survival interventions thnrough 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
miterials for publicizing and promoting key intervention
programs; development of communications guides for workers
as they iInteract 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.
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Monitoring and Information Systems

Epidemiology involves the application of scientific methods and
statistical reasoning to the problems of diseases and health
care in populations as small as the villages served by sub—
centers, or as large as the nation as a whole. The use of
epidemiological concepts and methods is essential for estimating
the burden of 1llness experienced in & community; for identify-
ing environmental, behavioral and occupational health hazards:
for establishing the efficacy of preventive, diagnostic and
therapeutic measures; and for assessing the relative impact and
cost effectiveness of different mixes of resources and services
in improving the health status of the population.

With the current Biomedical Research Support Project, USAID is
supporting the expansion and development of the epidemiological
capability 1in India, both through support for epidemiology
training at the national level, and by strengthening the network
of state laboratory systems which will provide the diagnostic
back up for the epidemiological system. This is the first ma jor
level of epidemiological need that has been addressed.

The emphasis on child survival is 1in 1itself 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 informatfon 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

acdjusted. Tnis, therefore, defines the second major level of
effort in the epidemiological system: development of effective
monitoring and Information systems. Proven, low-cost techno-
logies are available to deal with wajor causes of child

morbidity and mortality, but they will only be effective if
there 15 & continuing monitoring capability to assess trends and
cnanges over time, particularly relating to the results and
impact of these programs.

This project will improve management information systems for use
in plannfng, 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 selected for
inclusion in a limited number of registers to be used at the
periphery and for regular and easy summary on monthly reporting
forms. Training will develop not only the understanding and
competency to use such registers and forms but also an
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understanding of the significance of the chosen indicators.
Particular attention will be given to graphic display of
selected {information 80 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
accomplishments with program coverage as the key element of all
indicators.

Information will be rapidly aggregated and disseminated for
management decisions in such 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 performance compares with others within
the system, Tnis 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 1in selected UIP districts of each project state.
Microcomputers will be {nstalled at both the district and
state levels, and software developad for the already

established UIP {information system. District and state
level staff will be trained to operate the computerized
system,

A

- AS the national ORT program gets underway (probably beginn-
ng 1o UIP districts), -elements of the diarriea/ORT
eporting systems will be added to the computerized MIS.

[

T

= As the utility of the computerized system is demonstrated,
the pilot MIS will gradually be expanded and incorporated
Into & statewide MIS,

- As a second initial step in strengthening state level
Information systems, available and operating systems will be
assessed, streamlined, and made more wuseful 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 MIS
using micro computers and packaged data base management
systems. Several states, such as Gujaret and Maharashtra,
are already in the process of computerization.

" 4 U
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= A third major step will be to improve the quality of data
vhich is currently collected by redesigning reporting forms,
defining indicators and preparing simple graphic display
formats for direct field use of collected data for self
monitoring at the peripnery. Only by increasing the
appreciation and appetite for good data by field workers, as
well as mapagers, can major improvements be expected.

- Over the project life, the states will then identify more
appropriate set of indicators related to diarrhea, ORT,
immunizable diseases, to more effectively monitor the
ongoing program activities and their outcomes.

4, Proposed AID Support

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 year 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
administrative 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 tiave been approved by the
state, the Office of Health and Nutrition will prepare an Action
Memorandum for the Mission Director, recommending for or agalnst
release of funds in support of them. In the first year the
Action Memoranda will analyze the plans in terms of available
exparience, and against the criteria set forth below. In
succeeding years the Action Memoranda will also assess current
anc past performance against previously approved plans. This
assessment will include identification of major problems and
will document actions underway to solve them.

Release of funds to a given state for each fiscal year will
require an Action Memorandum approved by the Director and
receipt of satisfactory evidence from the Govermment that funds
in support of the plan have been budgeted and released to the
state, The ensuing AID fund rcleases will constitute final
disbursements for the purposes of this project. (Funds will be
released quarterly, or more frequently if required).

Since the fund releases for a given year will be final disburse-
ments, there will be no direct recourse with regard to them,
except for the standard project agreement refund provisions.
Recourse against inadequate expenditures or unacceptable
performance of any year's work plans will come in the decision

to provide budgetary support in the succeeding year, and the
ultimate recourse will be a decision to defer budgetary support
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in a succeeding year. Because of the interaction involved in
the preparation and execution of the annual {implementation
plans, the Mission does not expect this to happen. But it is an
available alternative, and the Action Memoranda process provides
a formal means for determining whether or not such an action is
Jjustified.

Beginning in the third project year, the Action Memoranda will
also address recurring costs and how they will be met when the
project ends.

5. Plan Criterla

The following criterfa will be used to evaluate the state work
plans each year:

General
-~ Adequacy of budget support.
~ Adequacy of evaluation components of the plans.

Traininf

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

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

— Adequacy of the mechanisr for control of quality and content
of training materials and modules, and means for continually

updating them.

- Extent of inclusion of interpersonal communicatiou tech-

o Ve g foi et
niques trainin

Communications

= The use of communications need. assessments as a basis for
communications activities.

- Adequacy of the development, production and distribution cof
communi cation materials,

- The development of communications guides for workers.

- Extent of involvement of private sector marketing and
advertising agencies.

- Support for and use of village level influence groups.
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Monitori ng and Evaluation

- Adequacy of child survival data.

- Need for, and utility of, data to be collected.

- Useability, and use, of data for decision making.

= Quality and reliability of data collection.

- Appropriateness of data processing and feed back procedures.
- Display of data.

- Usefulness of data for supervisors.

F. Innovative Studies, Field Testing and Demonstration

1. The Need

Virtually all public health programs in India have grown out of
smaller pilot and demonstration activities. Recent examples
include the UIP which grew out of demonstration immunization
activities 1in three chosen districts in the early 1980s; the
national ORT program, which has been evolving out of the variety
of field experience discussed above. The respiratory disease
problem has been studied on a pilot scale at Chandigarh by Dr.
Vijay Kumar and Is now leading to larger demonstration areas to
show the practicality, affordability and impact of early treat-
ment of respiratory symptoms in young children. The application
of tne training and visit system so widely credited with
effectiveness of the green revolution 4s being studied in
several states through tne Communication and Marketing Project.
In nutrition tne MODE firm {s testing numerous growth chart
designs for understanding and impact in the field prior to the
use in the larger ICDS scheme. The VIDX project will test the
effectiveness as well as implementation difficulties for such
vaccines as the pneumocuccus and malaria,

The second major reason for the use of innovative studies and
demonstrations 1is the need to engage India's {intellectual
resources in the challenge of child survival. While the govern-
ment 15 clearly leading the way, an important role can and must
be played by non-governmental organizations involved in health -
by the medical colleges, by various research {institutions
involved in bhealth throughout the country, by specialized
institutions such as management, child welfare and epidemiology
and by the private professional societies, Studies and
demonstrations involving these groups will achieve their engage-
ment in the national program and assure its extension far beyond
the reach of the existing government health system.
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2, Past Experience

Both of the Mission's current large projects - the IRHP and ICDS
projects - have had substantial budget components fo' innovatiwe
studies/operations research. In both projects, thrse funds have
been underutilized. This has been a result of a number of
factors:

= Innovative studies, field tests and demonstrations have
not normally been part of service programs - there has
not been a clear recognition of the need for them:

= Shortages of appropriate staff and lack of capability to
prepare good proposals and to implement and carefully
document the results of studies:

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

= Administrative restrictions on contracting with outside
agencies and reluctance to seek outside consultants.

On the other hand, it 1is clear that when technical assistance
has been provided to states, they have been able to carry out
successful innovative studies. Notable examples are the Train-
ing and Communications Needs Assessments, and the Pilot Measles
Immunization Program carried out in several of the IRHP states.

3. Proposed Changes

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

m

= 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;

= Organize workshops for state planners of studies to
provide them technical skills 1in developing good
proposals and planning implementation;

= Hold annual reviews and planning exercises so that
specific studies can be incorporated into the work plan
and budget proposals submitted for the GOI/state budget
approval process;
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- Make technical consultants available to help develop
proposals, identify agencies that could carry them out,
and assist in actual study implementation:

= As study results become available, present them {in
seminars and incorporate them into annual reviews of
progress;

= Establish 1in each of the projsct states a formal
mechanism for review and approvals, as set forth below;

= Establish with the Government a separate mechanism for
review and approval of innovative studies, field tests
and demonstrations 1in states other than the project
states; and

= Stimulate 1innovative studies in ORT through an Indian
Congress of Oral Rehydration Therapy.

Because of the emphasis and interest that will be created in the
project states, it 1s expected that a majority of the studies,
tests and demonstration activities will take place 1n those
states. To stimulate and oversee the process, each project
state will be required to establish a Technical Review Committee
which will review and assess proposals based on a preselected
set of criteria. This key committee will be chaired by the State
Director of Bealth Services, and the other members will be:

— The State Child Survival Project Coordinator;
-~ One of two other State Program Officers as appropriate;
- A representative of the G01;

- An establi’shed state level research figure, for example, a
faculty member from an Institute of Management or Medical
College;

= A USAID representative and/or consultant:

- Other temporary members as required, such as a district
health officer who may be preparing a study.

The establishment of the Technical Review Committee will be a
primary item ip the first year work plan. Given the 1list of
suggested studies which are part of the project paper, it will
be up to the states to select two or three of these, or others
of high priority for implementation under each state's first
annual work plan. Once a study topic is chosen, then a detailed
proposal will be prepared by the individual/agency/institution
that 1s designated the investigator. This could be a block or

district health officer, a medical college department or faculty
member or a private research individual/agency. The State Child
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survival Coordinator and his staff, as well as USAID staff and
technical consultante will provide assistance as needed to
assure that proposals are technically sound and properly
organized, and 1f npecessary to bkelp identify an appropriate
individual/institution to implement the study.

Each draft proposal will be reviewed and approved by the
Technical Review Commitiee, after any suggested changes, or
revisions have been made. ' When approved, it will be sent on to
the State Child Survival Project Planning Group for final
approval and a determination of who will contract for the
subproject.

Although a majority of the studies will be 1in the project
states, some studies, tcsts and demonstration activities of
lmportance to the project will be generated by organizations or
individuals in other states. A separate review and approval
mechanism, patterned after the technical review committees, will
be established to review and assess these proposals. The exact
form of this mechanism will be determined in negotiations with
the Government as a part of the project implementation process.

4. Proposed Projects

Potential Studies, Tests and Demonstrations:

The 1innovative etudies, field tests aud demonstrations in this
project will serve several purposes:

- To test both the technical and managerial aspacts of newsr

research/ findings in' appropriate  field settings: (e.g.
treztment of ‘acute respirstory infections with antibictizs
and presumptilve treatment {in the village.)

< To test opesrational ways of doing things more effic
3 f 1 i C

(e.p. the ‘use of video for training and eventu

in mzes media,

=~ To demonstrate the d4mpact of a new approach to a well
defined problem, (e.g. tetanus' toxoid for all women in a
district to demonstrate the impact of this single interven-—
tion on infant mortality.);

- To develop the commitment and involvement of a broader group

of technical leaders (e.g. Indian Medical Assoclation,
Pediatrics Society, Association of  Ayurvedic doctors
involved in ORT through small research activities and
demonstration treatment units.); and

- To scale up the results of smaller studies or demonstra-
tions, (e.g. ICDS low birth weight research to be carried

out on a large district trial, pilot ORT Clinical Training
Centers, family folder based information systems.




47

A list of other possible studies that could be carried out under
thie component are:

1. An assessment of the quality of home available ORT
solutions: a review of various fluids available in the homes
in different regions/states, and careful assessment of their
electrolyte contents and appropriateness as rehydrants.

2. The testing of various immunization field strategies: to
include, for example, seasonal "pulsing” delivery mechanism:
variation of immunization timings, e.g. early morning, late
eveningi greater emphasis on mobile 4mmunization points
where population 1s disbursed; and a measurement of their
impact on immunization coverage.

3. Trial of total tetanus toxoid coverage for adult females:
coverage of all adult women in a selected area will increase
the probability each woman will be protected during future
pregnancy. Comparison of TT 2 coverage levels achieved and
incidence of neonatal tetanus in offspring will be compared
between adult women groups immunized and those only immuni-
zed during pregnancy.

4, Testing of field worker incentives and targetting systems
for both UIP and ORT: testing of reward systems for workers
based on confirmed coverage achievements for immunization
and ORT.

5.  Careful studies of the morbidity and mortality impact of

iwproved immunization and ORT coverage, by establishing
reporting centers

Pilot  studies on field control of wmortality from acuts
respiratory disease in iafancy, to dinclude testing use of
appropriate, 1Inexpensive antibictics by paramadic workers
who nhsve been trained to recognize kev symptoms dndicating

. Stucdies of Vitamin A in reduction of childhood morbidity and

mortalityy building on preliminary findings from Indonasia:
testing the impact of widespread administration of Vitamin
A m=gadoseés on morhidity and mortality of young children in

selected areac.,

8. Effects of local diet and additional feeding in nutritional
status following diarrhea; testing of various local food
preparations, frequency of feeding on immediate post
diarrhea catchup growth, as measured by weight gain.

9. Introduction of ORS through village shops and local
practitioners. Private sector firms will be encouraged to
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test market ORS in village shops, making it more accessible
and widely available beyond the current reach only as far as
small towns.

10. Chronic diarrhea, its antecedents, management and preven-
tion; prospective s8tudy of children 1in a high risk
community, following dietary habits, etiological factors and
various treatments with the objective of developing
appropriate clinical management modalities.

11, Testing community based training for female health workers
emphasizing child survival dinterventions: pilot training
program in a village setting (no: institutional), focusing
on building key child survival skills and interpersonal
communications capability,

12. A project with the Indian Space Research Organization to
develop video and print materials for child survival
training for workers and for village morivation. The
miterials will be in Gujarati.

13, Testing of indigenous media (e.g. puppet shows) as a means
for communicating immunization and ORT messages accompanied
by research to test the impact of the performances on
villager behavior;

14, A series of operational studies to bz done in the clinical
ORT training units focussing on various aspzcts of diarrhea
and various treatment modes; study of various antiblotics,
anti—diarrhcal drugs, continued breast feeding, etc. on

digrrheal outcomee,

hational Congressée on OF

& further example of how a coordinated approach to studiee and
demonetratione can contribute to rthe national chiild survival
e2Jiort Cam b:ipeen 1In the proposzd Incian National Coagress on
ORT  (INGORT) which thie project will support. A carefully
planned strategy involving an op2ning Congress to raise aware-
nese and interest, funding of studies end demonsctraztions 1in ORT,
and & follow up Congress to discues the results, provides a
sounc etrategy for widely increasing the commitment to ORT in
the medical, paramedical and r=lated sectors in India.

Tnis project will provide only part of th: financial support for
the two INCORTS. The Mission expects that international
agencies and other donors will provide part of the support, just
as they did for the parent international conferences.

N
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Because of the publicity that will surround it, and the interest it
will create, the first INCORT is expected to generate a number of
proposals for specific studies in ORT. These 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 geparate
review, approval and management mechanism will be established, in
agreement with the Government, to handle these studies. This
me chanism may include the use of a block grant to an Indian
institution to approve and arrange studies up to a given size, or to
Berve as a secretarlat to a technical review committee or other
agreed approval mechanism.

5. Proposed AID Support

In addition to the funding provided for the two INOORTs, this
comporient 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.

~
]

G Technical Assistance and Participant Trainine
= i L%

e

. Technical Assvstance

Ine proposed project {s but one component of the Mission's Child

Survival Strategy.) Tne Cnild Survival §.'itegy is multis=ctoral in
focus and encompasses health, family oplanning, nutricion and
s .E."" nc‘ Lo |-f "-} f". - d ‘...' . £ .i.' . . I. {"\b'j.' - ;_‘.:l - “.' ::.'. - 4 -
imuleam :__ :,. . b »-: -'-_'_,- - i” . .::'.".-._ [ - ..I__o_ g A | (w4
mCnanisms, ‘Wel are trying to achieve & high level of integracion of
all USAID - assisted Child Surviw tivities,
T S0 1 gl 0 chlisunvivel Snraohilen Sp(abs e ape)”
ntio] EoUbadllzassletes activaities require that UsAriibaxpand dte
technicalicomp=tence dn: tne ndisciplines which' are crucizl to th
success of all WUEATD-assisted Child Survival actiivities, regardless
£ funding  source. Thnese disciplines dnclude training, communi-
stione socizal marketing, managiment intormatior svstems,
opzratione reseapch and evaluation, ORT and UIP, Sceffing limicz-

ticns preclude the expansion of ei '.S. or Indian direct -hire
staff., 'Additionally, the technical compstencies we are seeking are
in short supply within AID. Instead, we must recruit the best and
brightest tecnnical resources frox U.S., and Indian ZInstitutions.
USAID intends to combine the currently separate offices of Health
and Nutrition; Population; and Food for Development into a single
office, to give sharpsr focus to child survival concerns. To the
maximum extent permissable under AIl! regulations, USAID intends to
integrate technical consultants, both U.S. and Indian, with career
USAID staff in a single office. Our intent is to obtain consultants
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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 consultants
will reflect the multisectoral nature of their assignments.

USATD proposes to utilize Child Survival Health Support funds to
procure 518 person months of U.S. and Indian technical assistance
for Child Survival activities. The proposed skills and duration of
asslgnments are as follows:

1 U.S. Child Survival Phveician (ORT&EPI) 50 months
1 U.S. Training M:tnodologies Spzcialist 50 months
1 U.S. Operations Research and Evaluation 24 months
Spzcialist
1 U.S. Social Marketing Specialist 24 months
1 Indian Social Marketing Spacialist 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

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

= Issue a RFP and comp2titively select the best proposal;

- Buy into central contracts managed by AID's Sciencs and
Technology Bureau;

A : - - - o 1 - - 1%y} 1 - ]

=uObtainishortste rot consulitentsthroughl WSy 10 i roe:

~ Enter int P2rson S=UVvice contractes with quelified
naividuals;

= Grant ‘tunds to & U.S, P\ or ‘international ‘agency active in
India foritechrnical stzff enhancemsnt:

= Establish JCC or 1IPA 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
project-specific technical assistance to the ICDS Project, JSI
provides a resident Management Information Specialist and a Resident
Training/Health Education Specialist. Manoff International, a
sub-contractor to JSI, provides short-term consultancies in social
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marketing on a continuing basis. The contract with JSI {is scheduled
to terminate in February 1987. USAID has obtained a Communi cations
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 Bealth Advisor and a
Senior Technical Advisor from Management Sciences for Bealth, Thelr
funding will be exhausted in May and October 1987 respectively. The
JCC Population Specialist position has assured funding for the next
two years, Technical assistance requirements for the bilateral
Biomedical Research Support Project will be met by seconding
p=rsonnel from the U.S. Centers for Discase Control to WHE LS
short-term consulfiants have been furnished througn centrally-funded
contracts, often facilitated by buy-ins with PD&S funds.

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

It 1s apparent that the technical assistance required to implement
the Mission's Child Survival Strategy will not be available through
existing mechanisms. USAID, efter careful consideration of the pros
and cons of each of the potential funding mechanisms, concludes that
U.S. technical assistance should be procuved through the issuance of
a RFP and competitive selection of the best proposzl, Indian
technical assistance will be obtained through USAID contracts and
Purcnase Orders.

Tne proj wil ungushort=termi training a bSETV; nitours for
Lnos 5Ld [¢] 1Clg in LVEL in th desic 1 mplemant ( an
1oy ‘of proje activitie In- thel ‘project states Fer =
pante will bc drawn from the following state-1 categorie

s SUT VAN T c

= State Program Officers for UIE, ORT, Training, Communications

anc Mopitoring and Information Svetems:

= Senior Health and Family Welfare Department anc Secretarias
officials:

= KRey district-level health officials dnvolved in project--

assisted UIP and ORT activities:
- Bealth and Family Welfare Training Center staff;

- Medical college personnel involved in clinical diarrhea discase
management training centers; and

- Particlipating 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
ORT programs will also be eligible where appropriate. USAID has
other mechanisms to fund non-project related health and family
welfare training.

The average duration of participant training/ observation tours will
be three weeks and the average cost per participant will be §5625.
Tne cost for 20 participants per state would be $5625 x 20

- {f e . - s - - =247 - L E an
participants » & statee or a total of $45G,000.

IV. Cost Estimate and Financial Plan

Total project costs are shown in Table IV-1, by project element and
by source of funds, O0f the life of project total costs of $291.7
million, the table snows that $65 million (22Z) will be met by AID,
152.9 million (49%) by the Government of India and $83.8 million
(29%) by other donors. However, both total costs and the Govern-
ment's contribution are understated in Table IV-1 by the amount the
Government will actually contribute in support of state level

activities. This contribution will consist primarily of salary

costs (salariee during training, for example ), and it will b=
substantial, But it cannot be calculated in the absence of detailed
implementation and work plans for the activities.

Jr the AID contribution of $65 million, $46.4 million (71%) is for
14 :
] 1 t

local costs., This 1s mainly a reflecrion of the fac that the
majority of the total project costs (approximately 782%) are local

& ¥ ;. I COsL¢ D) :'-'_n.’::, L ellen c 9 o
d s Totel costs and the AlD contribution both pezl in the thir
ot veare of thel project, nrimazilvibscals 1B costs ip=ahiin

T Tnic pEturnyg s refilsa e rhaaisain It

Wil SR Do dOde o1 CNosye Ch YeallS

Annual costs tor state level activities are shown in Table IV-2 ac
bt agaegual sovernstne vlifelofiitheliprodect I pruct ,. the amount
eachi vear will ba determined by ' the state ilmplemcatation plans

20z thatvear, andshus may vary from vear to year,
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TABLE IV-2
ESTIMATED PROJECT COSTS — BY COMPONENT - BY FISCAL YEAR
($ 000)
COMPONENT FISCAL YEAR
1987 1988 1989 1990 1991 TOTAL

ATD TOTAL
Uni versal

Immuni zation 6250 6250 6250 6250 - 25000
Oral Rehydra-

tion Therapy = 3000 4000 4000 4000 15000
State Lewel

Aztivities 3600 3600 3600 3600 3600 18000
Innovatiwve

Studies 450 525 525 525 525 2550
Technical

Assistance 500 1000 840 830 830 4000
Participant

Training = 150 150 150 - 450
Sub Total 10800 1452°¢ 15365 15355 8955 65000
GOI TOTAL
Universal

Immuni zation 15720 14720 19740 20420 39300 109900
Oral Rehydra-

tion Therapy 1330 3240 7650 9390 11390 33000
Sub Total 17050 17960 27390 29810 50690 142900
OTHER DONORS - TOTAL
Universal

Irmunization 7530 15530 2431C 2743( ~ 74800
Orel Rehydra-

tion Therapy 2000 2000 2500 2500 - 900C
SuzTotal g53( 17530 26R10 2993( - E380¢
PROJECT - TOTAL
Universal

Immuni zation 28500 35500 50300 54100 39300 209700
Oral Rehydra-

tion Therapy 3330 8740 14150 15390 15390 57000
State lewl

Activities 3000 3000 3000 3000 3000 15000
Innovatiwe

Studies 450 525 525 525 525 2550
Technical

Assistance 500 1000 840 830 830 4000
Participant

Training = 150 150 150 - 450
GRAND TOTAL 36780 49915 68965 73995 59015 288700
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V. IMPLEMENTATION PLAN

A. The Indian Planning and Budgetary Process

General

The 1Indian Constitution has assigned certain responsibilities and
powers to the Center and State Governments. The States' responsi-
bilities include the development of 4irrigation, power, education,
health, family plaoning, cooperatives, rural development, slum
improvement and forests. 1In addition, their local functions include
public order, courts and palice. Tne Center ie mainly respon: {ble
for defence, external affairs, foreign trade, railways, industries,
currency, posts and telegraphs and heavy 1industry. There are also
certain concurrent responsibilities 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 channeled to 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 {ts development activities. Both the
Center and the 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 the
‘ -

Planning Commission apd financec largely by the Center. These
Central activitles are implepented by the concerned ministry eitner

rect or Sthrous a Eta IneACIE an the IMarrheal DMsease
wanapgem=nt (ORT) Programs are both centrally sponsored activities
which are funded entirely by the Center, but are implemented by the

ipe state plai/s Include centrally sponsored activities ac well as
programs tnat jre of concern to thenm State projects are implem=n-
tec by tne states and financed through their own budgetary resources
supplemented by (e2niral ssistance. Tne state level activities and

lemznte of thls project are programs of
concern Lo tne states involved, that will be financed as foreign-
d projects, Matching assistance for forelgn-aided projects was
introduced 1in 197576 as an inducement for States to d{dentify
projects that would be eligible for World Bank or other donor
assistance. Under the present arrangement for "additionality”, the
States receive additional Central assistance to the extent of 70
percent of the forelgn aid disbursed for their projects
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to the GOI by the external agency. The remaining 30 percent is
retained by the Center for various reasons, such as to cover servi ce
charges, exchange rate fluctuation risks for repayment liability of
the GOI, and the grants already provided to the states.

Annual Plan and Budgets

All the approved Central and State programs are combined and
included in a consolidated Five-year Plan for the nation. In
addition, each State has 1its separate approved Five-Year Plan,
These documents then form the basis for the annual initiation and
implementation of approved programs depending upon the amount of
resources available. The resource position is determined for eacn
budget year, and annual plans are prepared by the Center and the
States, This annual planning exercise begins in August-Se ptember
each year, 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,
Tne flow chart (Chart V-I) diagrammatically explains the planning
and budget 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 critical period is November to January, when state
plans are received and reviewed and consolidated central plans are
pre parec. During this period the annual meetings to review
accomplishments and discuss the implementation plans for the coming
year will be held with the Government. The budget approval period -

February/March - {s also critical to the UIFP and ORT elements.
Direct Mission {nvolvement will be 1imited, although AID fund
releas for ORI will require’ staisfactory evidence that AGaguAaL~
funde have baen budgeted and released by the Governmen:
ihere are severel criticel time periods for State level Activitiec
anc Innovative Studies, The most important is the pariod Oc2tob: r-
Novanb wWhen the Stat: pl propaselsiiaralidgavelaonscl and| reviaes
Tiy¥e in Octobzr the state ( ¢ Suryival Planninp Groups will ¢
ta develop plan proposzle for training, communications anc monitor-
ing and Informstion svstems. Thnrough November, th= groups will mee
#ggin, a8 necessary,  to revise, or 'modify ‘th plan Misseior
tecnnicel staff will bz ‘gctively involved in th process, Mission
staff will alsc bz involved, but less ac Lvely, in the subseguent

final plan pproval nd preparation. The
involvement at this stage will bz limited to that necessary to
ensure that plans are not vitiated and that adequate funds are
budge ted.

(4]
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Cart V-1
FLOW (HART ON STATE PLANNING AND BIDGET PROCESS

Septemter

Plamning Commission Issues
Gudelires

1.

State Depts. Dewelop Plan Proposals

Cctober First Round State Plamning 2. Proposals Reviewed by State Planming Dept.
Bercige Begins 3. Departrental Plans Qut Down to Match Resources
4. Revised Plan Outlays Allocated to Iepts.
State Resource Position 1, State Planning & Finance Secys Discuss Resource
Finalized by Position and Size of Plan with Planning Commissio:
Plamin® (oomissior 2, Fre! Aveement Reachad on Resources ant
Arwal Plan Siz:
OctoterMNowemter  Reviesed Plan Proposals 1, Depts. Revise Proposals Rr Allocation
Dewe loped by State 2, Planming Dept, Reviews Revised Proposals
3. onsolidated Plan Prepared
Novemb:r to Draft Plan Prsented to 1. State Depts. & (entral Mindstries Discuss Plan
Jamiary Planming (ommi sslon 2, Plaming Commission Forms Working Groups
3, Working Groups Make Recamendations
4., Plarting Commission Campletes Review
I (hnaslidated Plans for
(entrally Sponsored Schemes
Prepared
1, State Depts, Revise Outlay Proposals
2, Plaming Dept. Prepares Fimal Draft Plan
State Amuial Plan Finaliz=d 3. Draft Plan Reviewed and Approwed by State Cabire:
4, Fimel Plan Prepared
5. Approwed Plan Allocations Notified to Depts.
1, Scat= Iepte, Prepare [BEtatles Budpet Eezin
Pepris sy = Bajput [ewelop 2, Firence Iept, Finalizes (onsolidated Badp
ant Apprav 3. Bzt Preeented To legislatun:
4, legislature Grants Anproval
I, legiclalun: Fass=s Appropriation Bl
1Fy (March—=ozo Funds Appmpriates 2, State Acquires Spending Auttoricy
3. Fimpan» Dept. Isses Authorization to Depte.
4, Depte, Incur Bpenditum:
IR Mereh-aoe GII Releas s Plen Assistance
1, Monthly Installments (Prorata) For First 10 Mont:e

- Aditionality (Foreign Aid)

Reconcilation in Feb. March Based on Actual (oste
Plus Projections for Last Two Months
Final Adjustments Made or Balance Released

. 70 Z of Actual Ald Disbursements Released Quarter:s

If No Disbursement, 70 of State (Claims Accepted
by [EA Released Provisionally

. Provisioml Release Adjusted in Next IFY
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Pund Release

The approved plan assistance, inciuding that for Centrally sponsored
activities, 18 released by the Center to the States in monthly
installments. This 18 done on a pro-rata basis for the first 10
months. Thereafter, a reconciliation is made in February/March each
year by relating actual expenditures to the amounts released to date
and making projections of expenditures for the last quarter of the
Indian fiscal year. Based on these actual expenditures and
projections, the GOI releases the 1last installment or makes
necessary adjustment in the approved outlays for that year.

For foreign aid, all loan and grant disbursements are received by
the Center which then transfers appropriate amounts to the concerned
states. These funds are released quarterly on the basis of
reimbursements actually received from the foreign agencies by the
GOI. However, when no reimbursements are received during & period,
the release 1s not made quarterly. 1In such cases, the GOI releases
provisional amounts in March of each year on the basis of State
claims submitted and accepted by it. Such provisional releases are
adjusted in the first quarter of the next fiscal year. Thus, in the
case of foreign-aided projects, the states must first meet the
expenditures from their own rescurces and then claim reimbursement
from the Center under the foreign aid "Additionality" concept .

B. Universal Immunization

Tne schedules for implementation of UIP are shown in Tables V-1

and V-2,
TLLLE V-
PRAST) IR RSB IS TRTGT
YezT hNerlotnetgiisior £ Cummulative dicstric
“IFY) Universal Imzuniz
18985, 8t 3%
1986/87 o
1887 /88 9 18C
1G¢ E_’p:
QR G &
Source Government Fla
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TABLE V-2
PHASING OF UIP IN MAJOR URBAN AREAS

Year No. of Urban Areas Covered
Ny Rew Cummulative Total
1985/86 = =
1986/87 10 10
1987/88 10 20
1988/89 8 28
198¢/90 0 28

Source: Govermment Plan.

Tne first 30 districts were selected in 1985 and the program is in
the process of being implemented in those districts. The second set
of 60 districts were selected in the 1lst quarter of this year, and
procurement and other preparatory actions are underway for those
districts, with full scale implementation scheduled to begin in the
fall,

Sclection of the UIP districte is the responsibility of the states,
following established criteria and subject to final approval by the
Ministry of Health and Family Welfare (MOHFW). Principal criteria
for selection of the initial districts were as followe:

= Districts with good past EPI coverage.
- Districts with good infrastructure, including major cold
chiain equipment.

A e g o L 3 - . - s - i ja o e Tt e , - -
= Jistricts with donor-funded area projects, such ae the AT
TD!: 1 f 4. i - 4 - e=sd 11 12 - e .
IREE Projecti, (This criterion will b: lesc {mportant ip th
1
- 4 - .
Y Al : ! 1 it EaTaN T LAl e 1A =
) e =6 dNNUE iTmplemn ntation S_h'_'ﬂL.L‘h are prk;:-r:.':c eacn yeer 10r
1 not n S52TV Lo reproduce. these schegulec ‘hert angilth

scnedulee Will chengé year by year ae the project ievolvss,  As noted
above, the key planning dates for the purposes of this element of
the project is the period November to January of each year, when the
implementation plan for the succeeding fiscal vear is approved by

-------

C. Oral Rehydration Therapy

Participation in the preparation of annual implementation plans is
the basic purpose of this project element., It is not possible to
forecast here the detailed sequence of events that will comprise
those plans but the critical implementation event and date 1is the
Government development and approval in the period November to
January each year of the succeeding year's plan.



http:4<44,'<44~.1f
http:Districtswihgo.ps
http:quarter,.of

60
While these detailed events cannot be forecast now, there are some
critical program or program-related events that can be forecast for
the first project year. They are:

Household Outreach:

- Phase II of the oral rehydration market and home practices
research being conducted by the Indian Market Research
Bureau for UNICEF. 4th quarter 1986,

— Training of trainers from the Bealth and Family Welfare
Training Centers. 4th quarter 1986,

- First serles of field training for front line workers, 1st
and 2nd quarters of 1987.

ORS Promotion and Distribution

- Meeting of ORS manufacturers. 4th quarter of 1986,

- Market research on the sale and promotion of ORS., 4th
quarter of 1986, lst auarter of 1987.

- Field trials of ORS promotion campalgns directed at
practitioners. 2nd quarter 1987.

- Practitioner meetings to promote the use of oral rehydration
therapy. 3rd quarter of 19&7,

Professional Training in Clinical Cas= Managemznt

= FElrst 8" ‘trainiang  wunits fullv function DESTEnaE o iowiip
similar protoccls. 3rd.quarter of 19§f.

= Iavolvement of the Indis Pediatrics Societv w th site righte
to & centers, joint me=tinpgs and pr=paration of guidsld

JIeTUT) 3G [eldi] & KT u schimcuaster of 195:

= Start of second set of training units (an estimated 162
unite)s Zndiquart=riof 1987

= Start of clinical ctrezining for governm=nt doctors. 4tn
quarter of 19&7

D. State level Activities

1. The Implementation Mechanism

This project includes a planned mix of program activities: UIP and
ORT funded at the national level; the functional activities of
training, communications and MIS funded at the state level; and
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innovative studies and field tests and demonstrations. However,
responsibility for implementation of all of these activities falls
under the state Health and Family Welfare system. Within this
system, each of these component activities is managed by a different
unit, although there is some overlap. Because of the diversity of
the activities and the division of labor in implementation, there
will be a critical need for several coordinating mechanisms within
the state Health Services Directorates. The mechanisems proposed are
as follows:

- Establishment of a Child Survival Project Office within the
Directorate of Health Seérvices, headed by a Child Survival
Project Coordinator (who should be a Joint Director level
officer) with a core technical and managerial staff. The Cnild
Survival Project Coordinator will be responsible for coordina-
ting the wide range of activities that are planned in each
state. Be/she will monitor progress in each of the components
and will be the focal point of contact with the GOI and USAID.
Tne Child Survival Project Coordinator should at the very least
have on his staff: a Project Planning Officer, an experienced
Research Officer, and a communications specialist.

- Establishment of a state Child Survival Project Planning Group,
which will be the key unit in organizing the annual reviews and
developing the annual work and 1implementation plans, T he
Planning Group will bs chaired by the Secretary of Health or his
designee, and 1ts members would consist of the Director of
Bealth Services, the relevant program officers (eg. Training,
COmunics:ions, ORT, EPI etc.) other relevant membercs from other
ministries, such as Finance; and USAID and {ts consultants.

g Implementatiaon Sched

Ths detailed schedule’ of fimplemantation events for each state .each
year will bsan dntogral part of ‘thi work plans for that year.  They
cannot ba forscast here, However ‘from an overall point of view the
keN dmplemantetion i dates will b: ithe ‘approval 0:' work plens for the
s eeding year - in the pzriod October-Novemb-tr. Tne other ke v
date will b_- thosrelleases o fiind e n=sippo it o.r tne plans at the
b:ginning of each fiscal vear.

E. Innovative Studies

There will be two major implementation events during the first vear

of the project, Tne first, which 1s really three separate events,
1s the establishment of the Technical Review Committee in each
project state. The second major event will be the first INOCORT.
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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 the first project year, the implementation target for this
component of the project will be the a,proval and start of at least
three innovative studies, field tests or demonstrations in of the
project states. In succeeding years the target will be a minimum of
five new activities per year.

VI, Monitoring Plan

L, General

India has in place on: of the largest and most effective continuing
systems for monitoring child survival: the national Sample Registra-
tion Scneme (SRS). This continuous sample survey measures births
and deaths throughout the year in over 6,000 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 other parameters such as nutritional status. SRS

g a
provides a basic continuing mechanism for monitoring improvement in
child survival status of all age groups.

Ine January, 1986 meeting 1in New Delhi on “Monitoring Cnild
Survival® established e dialogue on various strategies for monitor-
ing progress in child survival in India. It includes the national
st

nutritionzl monitoring nstwork, routine ate b2altn statistics
gathere trirough health insticutions, and spacific programs, suc!
sheslipareresinminiizetiion Program, whichinave thesr Own i0forrs (s}
Lare: ORZ Sibassline surveve [of lover 2500000 ‘children have ! bsen

19 EHIE T helr s T daitaiiEror  th
SLETIV : Shibaseaneusel lod L ORSknowledge of ORSLand som:
pasiC Lnlormatlon aboul the use of ORT in the home. Mortality data
from these survevs are widely viewed as unreliable and could not be
considered valdid bzselin Mortality will be monitored in fixed
instytucions Lo provide ongoing trends on the importance of diarrches
T OV il cnilo mortality and verified by the SES mentioned zbov

Universal Immuniization and ORT

1. Monftoring Mathodology

There will be four principal means of measuring project performance
for both the UIP and ORT project elements:
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The internal program monitoring and evaluation systems,
- Regular formal and informal consultations,

Field visits by Mission technical staff, and

Spacisal surveys.

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
surveyvs wnich estanlish past EPI coverage in each new UIP district.
Inese surveys are a part of the micro-planning course for UIF, 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.

The surveys are conducted using a field methodology developed by WHOU
and the Centers for Disease Control. By choosing clusters or groups
of children to survey, ratner than truly random samples requiring
logistically impossible surveys spread over the entire population,
atcurate estimates of program coverage can bz obtained with
relatively modest field expense. The surweys determine vaccination

WWerape (of eath typs of vaccinzs with g 95 fildenies “of
10 P percent . (e.ge ' If & cluster isurvey trE0AE O F
cnildren have been fully immunized with the 6 thers ig 957
certainty that actual coverage is in the rang SIS I slia's
cluster surveys will, b=l used 'to' introdu I Nems ORT
DEOnTEn th sim cervteinty for recent disrr historvsand u's

Tns regular reporting systems are built up frow the block leval and

provide montniy datz on progran coverage. The UIF monthly reporting
cvsten ,‘!’«.nd. four :5:.;?"'i-.‘ O sla They ‘are
~ Surveillance: Raported casée and deaths by disease. Tnisdaita

will necesearily be incomplete. Most cases of measles, for
exazple, never come to the attention of the health system and
deathe are frequently attributed to other causes.)

~ Imnmunization performance: Number of beneficiaries vaccinated, by
typ: of beneficiary and antigen. As an example of how the UIP
program 1s evolving, this reporting 1is currently being 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 month, by vaccine.

- Refrigerator status: Number on hand and number working.

At least annually program reports will provide information on other
key areas of program implementation, including:

- 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 analysis
program designed to utilize the extensive data from the UIP monitor-
ing and evaluation system. The program has built in discrepancy
routines, such as a comparison of sectnd round DPT coverage in a
block to identify cases where second dose coverage exceeds the first
dose coverage for that area. In addition to the analysis available
from that program, the Mission will have access to the evaluation
reports prepared by UNICELF based on reporting from the field and
field visits of its central staff.

Tne ORT reporting system will provide monthly data on such ke v
indicators as:

— ORS! packets - stocke and consumption,
k) skl o e ey A Al
» C 12T E act cdauj 1
Yo - S Vo - ang
LAY P O3 Dl e LR WO T K EUULa1ned s Al
i) peigh | - -~ o [ S =4 - " v =
P Chia ot : ahvrztion case s witin o .
Raonlarlv crhnadlilad B el P ; Ay = st
he gularly sCh=duled meeclinges wiih L iie LOVernmnt o evalugts

progress and plan future implementation will be an important tool
T t

for ‘monitoring project progreéss. Quarterly meetings with MOEEY
staff responsible for both technical and administrative dzcisionc on
ULF and ORT will b2 held, Th2 agzendas will include:

= A review of technical issues related to implemsntation: covearag:
schedules, training content and methods, supervision, monitor-
ing, and reporting.

- A review of implementation progress: state and district plans,
fund releases, delivery of equipment and supplies, reporting of
performance .

- Periodic evaluation: plans for monitoring independent evalua-
tion, surveys etc.
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Minutes of these meetings, approved by both Government and AID and
other participants wili comprise a record of policy dialogue,
technical modification and continuing evaluation of project
implementation.

Once a year an annual review of UIP and ORT accomplishments and the
implementation plans for the coming year will be held. This will
include consideration of budgetary support to assure adequate
funding.

These formal meetings will be supported by informal, but regular,
monthly me=tinge of th: technical staffs of UNICEF, WHO and USAID.
Tne primary purpose of these meetings is to identify technical
problems and ways to resolve them.

Mission technical staff will be continuing to travel extensively to
observe and report on program implementation in the field.

Tne special studies component of this project will include special
evaluation studies to assess program effectiveness in terms of
impact as well as coverage, and special monitoring and evaluation
studies are an integral part of the present program. As examples,
thare are two evaluations related to immunization activities that
are at the planning stage. The first is a review of the Universal
Immunization Program and 1is tentatively scheduled to take place
during August-October 1986, n evaluation team will review UIP
activities in three districts representing high, medium and low UIP
coverage. The second evaluation will assess the effectiveness of
training for UIP Managers conducted by the National Institute of
Communi cable Diseases,

2 Track Data for UIF

- ey = o~ - - =l - PR > 5 -~ »
Taken togather these methods of monitoring wil

L iy - - 1 .
to report, at least annuglly, the following Yimm
T2 eSS LR SRR TRENS Cait el (L9 Q@ 6 SR O h il GRSt mvilva M aching b
A Progree s€c annw=dy G ror details of the data requestsd. )
- Tier A1l

e

- Ter 2: All tier 2 data will be available by district from the
monthly UIP repcrts, with disease incidence less accurate thar

the other datsz.

- Tler 3: Cost per protected child can b= calculated on the basis

of program costs and presumed impact based on standard
epidemiologic factors.
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== Infant and child mortality rates will be available from the
national Sample Registration Scheme, but disease specific
mortality rates will not be available.

— State wide estimates of nutritional status will be available
from the sample survey of the National Nutrition Monitoring
Bureau.

3. Tracking Data for ORT

Taken together the methods of monitoring should enable the Mission
to report the following ORT data requested in State 099765 (Annex G).

- Tder 1: All tier 1 data should be available from implementation
plans and the internal program monitoring system.

- Tier 2: All tier 2 data should be available from the internal
prograr monitoring system, or on a sample basis frox reports
from sentinel Primary Bealth Units (1 per district), sentinel
dispensaries (1 or 2 per district) and district hospitals.

- Tier 3: Costs per treated episode can be estimated on the basis
of program costs and number of episodes treated estimated from
program reports,

—-- Infant and child mortality rates will be available from the
National Sample Registration Scheme, Sample estimates of
mortality due to dehydration will be available from the
e=ntinel reports.

== State wide estimates of putricional status will b= available
Trc tne sampl sSury B thae s Netdonz1" Nutr Monitorin
E.J_- -
State Level fAetiviticc
Tnete Wwill b yvesprincip me ai 0i Wo T i ST [penidhtmanio

in this component.

= Quarteriy and annual reviews of progress in the ans mplemen=
aitioniplanc;

T e o o S ifge i AL A e FeA T rys ey
I'ne state monil COring and 1lnliormation SV S CEems

- Regular formal and informal consultations,

- Field visits by Mission technical staff, and

Sp=clal surveys.
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The primary tool 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 project
objectives for each component. The extent to which each component.
is close to the plan outlinme is the »est indication for monitoring
progress.

An annuel review will formally and systematically assess progress of
izplementation in greater dept!, assembling a wider range of data
and including a broader selection of participants. The outcome of
this review will provide the G0I 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 mt, w!th proposed improvements.

Initially, the state work plans will provide for special ad hoc
reporting for the purpose of monitorling progress against the plans.
However In tne 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 developad as a part
of this project.

This reporting will b: a primary management tool for the Child
Survival Project Coordinator and his/her staff. It will also be the
princi pa

1 apenda topic for quarterly meetings of the Child Survival
Project Planning Group. In addition to monitoring progress, these
pretinpge (Wil 1l iproviidel ‘a foruz  forlthe resalution of probleme which
nvolive lmpre of one lorpanizational lunit within the 'state Ministr
hielth vand "EamalviiWelfare ior dinvoilve coordination: betwaen that
Minletry ancd othsar elements of the state government.
T = m . wil by c : -t b recuer - S
o T betw:en Missio ctzf ar Ehic CHIGINE S Eviiv g Fraject
Coorcinators in esch state wnich will be primarily for the purposzs
of reviewing progress and identifying problems or bottlensecks and
king solutions tol them. In these meetings Mission staff will
draw on insipnts t project’ psrformance gained Cthrous travel to
observe project implementation in the field.

The sp=cial studies compopent of this project will also dinclude
-cial evaluation studies to assess project effectiveness in terms
pact as well as coverage,

D. Innovative Studies

There will be two principal means of monitoring the subprojects
which will comprise this component of the project.
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The first means 1s through regularly scheduled meetings of the
Technical Review Committees in each state, In addition to 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 reporting which will be a part of
the protocol for each subproject. Each protocol will provide for
appropriate progress reporting on the study, test or demonstration
covered by the protocol.

VII, Summary of Analyses

A. Tecnhnical Analysis

The technical Analysis (Annex E) concludes that from an overall
point of view, the project is technically and socially sound. The
analysis then goes on to examine feasibility issues with regard to
each of the project components. The major conclusions are that:

- the operational feasibility of the UIP has been developed during
the past few years in smaller district level operational tasks.
The UIP strategy will build a sustainable system wutilizing
infrastructure already in place, and has been known to be more
effective than alternative approaches.

= the ORT strategy draws on exp:rience in India and elsewhere.

- the ORT strategy includes ths three elements that have been
snown by elsewhere to be essential to success, Moreover, 3
a |

recent nationwlids market BUTVEV has shown a greater potentia
receptivity for home ORT practices thHan wac previously the et
ted b {= 5

= ‘the propased s level activiiti b Glonl the ‘expsriencse 1n
- . T a T it Ly T,
C Ik B ct uti LU U2 F = s } JH.4: an O} préagcts, 1S

as bensfic-
laries (the mothers)'and the critical p=ripheral WOrkers, soms
90 percent of whom are women.

= women will play a m¢jor part in the project, both

B. Fipancial Analysis

The financial analysis examines the potential total costs of the UIP
and ORT programs. Wnile approved cost estimates will not cover the

total costs of these two programs, the shortfall is not great and it
is almost certain to be made up by plan amendment or by drawing on
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other health and family welfare funds.

Recurring costs are not expected to be a problem in the UIP and ORT
programs, because these costs will be built into the government's
budget by the end of the project, and because they represent only 5
percent of the annual funding for health and family welfare.
Recurring costs will not be as great a problem in the state lewel
activities component as would appear on the surface, but a means
should be found to deal with them during project implementation.

C. Economic Analysis

An economic analysis has not been prepared for this project., A
classic cost-benefit analysis 1is problematic at best for a health
project such as this, where sgavings must be based primarily on
deaths averted. This is compounded by the fact that disease
specific death rate data are only estimates and precise total cost
estimates are not available. The justification for this project,
like for the A,I.D. Child Survival Strategy as a whole, {s
humanitarian rather than economic.

VIII. OONDITIONS AND OO0 VENANTS

A, Conditions Precedent to First Disbursement

Prior to the first disbursemenmt of the Assistance, or to the
issuance by A.I.D. of documentation pursuant to which such
disbursement will be made, the Cooperating Country will, except as
A.1,D, may otherwise agree in writing, furnish to A.1.D. in form and

csubstance satisfactory ito A.1,D,:

or ort | Te 5 atCe ptablit AT D TRt e ha et Afno e me
audyautnorizec ancsor ratifded byl and exscut 0
& rn -~ 1 - Pl s - - - 4 - 1
1T gy the wO0pP=TEL1inN; Country anc tha Lt cOnsritutielel s
and legally binding  obligation of tne Coopsrating CGountry
N A A — e e
- L L 3 -

temznt of the namszs of

e

sta = Lt 2
office of the Coopsrating Country and a specimen fgnature of
each person sp=cifiled 1 such stetem
) Conditlons Precedent to Disbursement Under.  State Level
Activities (Manarashtra, Gujarat Himachel Pradesh and Haryana)

Prior to any disbursement under the Assistance for State level
Activities or to the issuance by A.I.D. of documentation pursuant to
which such disbursements will be made, the Cooperating Country will,
except as the parties may otherwise agree 1in writing, furnish to
A.I1.D, for each project state:

a) Documentation supporting the establishment of (i) Child Survival
Project Planning Group and (i1) Cnild Survival Project Office:
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b) An annual implementation plan covering training, communica-
tions and the monitoring and information system.

C. COVENANT

In addition to the standard evaluation covenant, following covenants
are considered essential to achieving program goals and objectives:

1. Under the A.I.D. grant to UNICEF for UIP, UNICEF will carry out
the monitoring and evaluation of UIP in accordance with its
normal procedures and furnish the results to A.I.D. at least
once a year,

2. The GOI and state authorities will carry out the monitoring and
evaluation of the ORT Program and State Level Activities in a
manner satisfactory to A.I1.D. and furnish the results to A.I.D.
at least once a year.

3. The Cooperating Country will ensure adequate budget provisions
in the Central Government budget as well as 1in the states
budgets to carry out the activities which may be listed in the
annual implementation plans.

., Evaluation Plan

A. Tpne National Programs

This project proposes to make 1ts financial contribution to the
National Universal Immunization Program through a grant to UNICEF.
UNICEF, WHO, the Europzan Economic Community, Denmark and otner
donor organizations are 1likelv to provide assistance to ths UiF,
Plans: for the financing of tne National Diarrhea Disease Concrel
Program  ‘are stilldp ithad Sifarmacilve s stage, o but it st 1] kely that
UNICEE "WHBO and other donors will provide assistance.

m Sl e Sens for each! dano to embark ‘orn sepzarzt
evaluation arrangement's, Insteag, the Miseion proroszs to work w-ch
tne GO1 and tns donurs to each national program in developing comaan

eveluation arrappemants to meet tne n=eds of all parties,
Orner spzcial evaluations mayi bs s¢ 1led as reéguired, but there
will bs as a minimum, mid-term and final evaluations of each
national program.

The terms of reference and composition of evaluation teams for the
mid-term and final evaluations will be worked out in consulation
with the GOI and other donors. The mid-term evaluations should
assess progress towards achlievement of UIP and National Diarrh:a
Disease Control Program objectives and ascertain whether implemen-
tation i1s on track. Constraints to the achievement of program
objectives should be identified and mid-course corrections proposed
to deal with the deficiencies noted. The emphasis should be on
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coverage of intended beneficiaries and changes required to achieve
high coverage, The evaluation should consider both supply and
demand factors. In view of the need to sustain program efforts
beyond the life of this project, the evaluations should examine the
cost effectiveness of approaches and recurring cost implications.

The final evaluation should assess impact of the national programs
at the goal as well as the purpose level. The ultimate goal 1is to
reduce infant and child mortality. The final evaluation should not
only assess levels of coverage and reasons underlying achievements,
but should measure impact on child survival. The final evaluation
shiould also make detailed recommendzations for sustained, effective
and Affordable programs into the 2ist century and identify unm- t
needs for possible donor financing. The financial implications of
re commended courses of action should be clearly spelled out.

B. State level Programs/Studies, Field Tests and Demonstrations

AID, the participating state governments and the GOI will plen the
mid-term and final evaluation of AID-assisted activities at the
state level and below, The mid-term evaluation will consider but
not be 1limited to:

- Propress towards effective, technically sound training,
communications and management Iinformation systems in support
of immunization, oral rehydration and birth spacing in the
target states.

= Changee in knowledge, attitude and practice regarding EP1, ORT
1 t

P A < - ey o A .- - e 3 § - - f - -
anda child spacing leading o high'coverage  of tarpget
banzficiarics

- Ade 2w of mechaniss ror geve workplans, die cir
o o Aavaln=1in o Pl R e T= ke N ‘~'UJ ac -
MU S, ail e e 100 'y (=3 i Py ISHGESE Aoy ‘i 1 ) LEL el 3
teste and demonstrations,

- Recommended s milg-cours COLI s & dezl witt] notel
aer ciencles,

= iessons learpnec from AlD-assistec activities whiceh 'shoul D-

- ~ = - - - =y Y =] d - L

brou; to the attentlon to state &nd GUI policy makers,

iveness of coordination between the health and IS
ms and recommendations to better coverage their child

- Adequacy of recources available at the state level and
financial implications.

The final evaluation should address concerns which were addressed
during the mid-term evaluation. It should also measure impact of
state-level child survival activities on infant and child mortality.
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It should estimate the recurring financial expenditures for USAID
financed activities, which i{f they are to continue beyond the 1ife
of the project, must be provided for in state and national budgets.
Finally, the evaluation should make recommendations to AID, the
state governments and the GOl for followon «child survival

activities,

“(
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AIDAC
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FOLLOWING LIST ‘IS PRESENTED FOR ILLUSTRATIVE PURPOSES:

~=—-ORAL RERYDKATION THERAPY (ORT) - RASELINE AND
SURSSQUENT MEASURZS OF ACCESS, KNOWLEDZE, SAILL IN
PREPARING, AND LCIJAL USE OF ORT IN IREATIN3
DEHYDRATION., CHANGES 1IN FEEDING PRACIICES DURING AND
AFTER BOUTS OF DIAKRHXA WHICH AAVE RESULTED FROY IHE
FROGRAM.

——=—IMMUNIZATIONS - MEASURES OF ACCESS AND EFFECTIVE
COVERAGE, PARTICULARLY FOR MEASLES AND TETANUS TOXO0ID,

—=—=TRAINING AND COMMUNICATIONS - HEASURES OF EXTENT TO
AHICH PURPOSE-LEVEL TRAINING AND COMMUNICATIONS
OBJECTIVES (E.G., LVIDENCE OF CHANSES IN TEACHING
METHODOLOGIES A ND CUREICULA USED) HAVE BEEN LTSI AR TSI
08 SUGGESTED MT N IMuH INDISATORS FOR MONTTORINA AN
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SOUTPHENT, . PROJEC] HISDORY WO ULD INDICADE A HIZH

PROBARTLITY THADRIDEE SOURCH/ORISIN OF THESE COMMODITIES )
%OULD BE FRANCE. THZ PP SHOULD EXPLAIN WY USAID

COULD NOT FROCURE Tu: VACCINES AND COLD CHAILN BJUIPMENT

PROM U.S. OK INDIAN SOURCES AND IF NEED BE DONATE ThEM

TO UNICEE., IN ANY CASt, USAID WILL NEED TO ASSUKE THAT

AID=FUNDLD PROCUREMENTS DO NOT INVOLVE PROSCHIBED
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”wnonmzs OR SOJRCE-_ IGIN OUFSIDE CODE 935, . PP

77 WILL ALSO NEED T0 STATE KOW OUR BUD3ETARY CONTKIRUTION
WILL BE SIVEN ADEYUATE RECOCNITION AND WBAT JUALITATIVE
CONTRIBUTION USAIN WILL BE MAKING TO UNICEF’S OVERALL
EPI PROSKAM. WE HAVE POUSHED THE UNICEF-AID CRILD
SURVIVAL GRANT A3REEMENT,

(€). HELALTR SECTCOR/CHILD SURVIVAL STRATEZY: WE
UNDERSTAND THAT THE MISSION WILL PREPARE AND SUBMIT A
REVISED HEALTH SESTOR/CHILD SURVIVAL STRATESY
CONCURRENTLY WITH TEE PP. STRATEGY SHOULD ADDRESS TITLE
11 LINKAGES, PER PARA. 1-J. RELOW.

(D). PROJECT IMFACT: GIVEN THE ADMINISTRATOK S
INTEREST 1N ORT AND EXPANDED IMMUNIZAT1ON PROGRAMS, TRE
FPE SHOULD DISCUSS THYE PROSRAM“S PROBABLE NEAR-TERM

ISR ACTE SRR O S N VRO S S P L B 0 G B R SRS i S AS

VB DS RS O BTN SEG r g n A S B D S e
INSTITUTIONAL DEVLLOPNENT.,  MEASURABLE IMPAGT IS ALSO
SXBLCIEDETOSHESORENTHRESINCUMS TDBEALD!, BL 3. ON THE 1L,

i ) g

(R)J1 GROWTE MONITCKING: THE RELATIONSHIPS BETWEEN
IMMUNTZATION, ORT, EIRTH SPACING AND NUTRITION,
PAFTICULARLY GHOWTH MONITOKING, AKE CLEAR AND ARFE
EXPRLSSED IN I'HE PROBLEM/SITUATION ANALYSIS OF IRE BIEDS
BUT NO SPECIRIC REFPERENGE IS MADL TO GROWTH MONITORINZ
IN THE PROJECT DESIHRIPTION. | THE PPUSHOULD SLEARLY
DESCRIBE HOA SROWIH MONITORINS WILL BE CARRIED OUT, AND

OULD ALSD

HOW TRIS PROJECT RELATE H
fLp EDC CONTRIRUPDION

PEOVIDN A CLEAR DESCH

TO PROMONINS BLKTH SPACING.

ORETST R T PP
N OIS H B PP

C1

(FY) OMOANTIZAETIONAL AHKANG YME NS THE PhOPOSED PHOJYGT
VILLEINGERACT WIME INATIONAL S s ne ANDE Lo AL

GO R R LS T P B R S B 1 B S IR R D T N S O D R A T R
THREE DR RR Sy A W0 Fy AN L HIE R Yt abie fese Sl
SIBHGERYE R OREOR "EACH 0F THRES2 ENDITLDS I

PROSRA RGNS ELSTANR G M 0 0l p i mriaiinain

IO RAN S GRS RIS [ AR R e N pi eIl os e NS i S
INDIVIDUAL HOUSEEOLLS WITr LRALCTIVE ORT. AN
CHILD-SPECING INROHMAL 10N P PSSHIO U DA SIOR S DS IRy TN
USETDEE) EECTS A0S ANAGS/ANONIDOR "IROJEGM AL TIV-INLES:  Aur
HOVEM TS STONEW ILESRRLYS I PONS N TCER a1 02 S LA DE

3) LONS=TER™ VIAEILITY — RECJRREND COSIS: TRE PID

oo DOES NOT SHOW ANY LOST COUNTRY CONTHIBUTION, MAKES

MERTTON Ok BUNDING UP IO 122 PAR CEND OF THE BUDSETERY
COSTS TO THE STATHES FOR TRAINING AND LOSS NOT DISCUSS
HECURRENT COSTS., THE PP DESIGN TEAM SLOULD INCLUDE A
PERSON SKILLED IN FINANCIAL ANALY SIS &HO CSOULD ASSESS
ThY PROJECT“S RECURRENT COSTS. THE PP SHOULD PRESIENT A
PHASED PLAN FOK Tk GRADUAL ASSUMPTION OF THESEZ 3DSTS RY
TRE GOI AND THE STATE GOVERNMENTS .

(H). PKIVATE SECTOK: THE PID FROVIDES LITILE DISCUSSION OF
OF THE KOLE OF THEE PKIVATEL SECTOR IN ThE DE{RLOPMENT AND
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IMPLEMENTATION OF THE PROJECT. THE PP SHOULD DESCRIBE LINZASES
WITE PRE/BUREAU-FINANCED SERUM INSTITUTE OF INDIA PROJECT , T
UNDER WHICHE THE SII WILL EVENTUALLY SUPPLY MEASLES VACCINE TO

TEE 501, PP DESIGN SHOULD MAXIMIZE THE ROLE OF THE PRIVATE

SECTOR, PERHAPS IN PROVIDING VACSINES, COLD CRAIN EJUIPYEND AND

ORT PACKETS. THE PP ALSO SHOULD CLEARLY DESCRIBE THE PRIVATE 2
SECTOR S ROLE IN TRAINING, RESEARCR, AND ACTUAL SERVICE

DELIVERY., THE OBJECTIVE OF PRIVATE SECTOR INVOLVEMENT SAOULD

KL TO EXTEND THE REACH OF PROJECT SERVICES, AND CREATE A BASIS

FOR SZLF-SUSTAINING CHILD SURVIVAL ACTIVITIES.

7

(1), PROJECT DESIZN EFRORT: THE PID PROPOSES THAT IFE PROJECT
DESIGN TEAM CONSIST OF ONE PROJECT DESIGN SPECIALIST FOR SIF
VEEKS TN MAY AND JUNE. WHILE PERSONS WITE STRONZ TECENICAL
SHELLSEARBEERESANT TN ED MISSTON, DTS UNSLBAR VHETHAER TREY
CERDESHSNSRRRORT:
PECTALIST WIrd &
v REJQUIREMENTS ANT
Ed, TEE PP SKOULD
ING UPON OUTSIDE

- - = - N e o e -

.u.“J.,'_ AT 43 (i ] T
PLEMENT THE DESI
UT AID DOCUMENTATI

L Fa by VBT ) oty ? B en o i Sl & i
17 MAY UBR HBEZPHUL T LG
PERSON KNOWLEDGFRAERLE I

HRILD SURVIVAL ISSUES AS INDICATED EARLI
ADDRESS' THE ISSUZ OF RECURRENT COSTS, = CALL

.

C

(SRS

AB
.

CONSULTANT SERVICES IF NECESSARY.

(ORI VIV L B IO Tk e A DOES TRE MISSION FORESEE A'S TARE ROLE OF
R (R Corryy Ty - = e Ll A M~ Ty IERLNTAL S - m -~ -
S-S L IV SUREORT 0B USATDES CHILD SURVIVAL INITIATIVES IN
PARTTCULAR, HOs CANUIHESE RESOURCES BE MORE EFEECTIVELY
PHOGRAMMED TO FURTHE STRENGTHEN ICDS EFEQORTS?
2o DHBMIS STON TS S ONM ENDRD FOR THE PREPARATION OF AN
NGRS IeE) NS AT ke TOOK FORWARD TO TEE REVIEW OF THE PR
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PROJECT_DESIGN_SUPMARY
LOSICAL FRANENOR

Project Title &k Musher: Child Survival Health Support
Project 3A6-0376

Karralive Sussary
Progras or Sector Goal: The drpsder
vbjeclive lo which this project
The goal of the projec! is a3
significant reduction of infant
and child sortality through a
reduction of deaths froa imssnizable
diseases and their coeplicalicns,
and dealhs [roe dehydral ion doe in
diarrhea.

Project purposes: (B-1]

The project purpose is Lo expand
the proporlion of children and
woeen covered by immtmizalion and
oral rehydration lherapy, and to
inprove Lhe qualily nf the delivery
of these interventions.

Mijertively Veriliahlp Indicators

Peasures of Boal Achievosenl:(A-2)

1) Significant reduclion af nverall
infaal eortalily rale.

2} Significant reduclion of child
dealhc Trne inder 1aminizable diseases
{measir<, tetanns and perlussis).

3) 307 reduction in child deaths froa
dehydratinn duye In di1arrhea,

Conditions thal will _indicale purpose
has heen achieved: End of project
statns. [B-2)

11 851 of pregeant wosen and childres
ander ane one fnlly issunized,

21 ™71 *noun 2nd prarliced in 50T of Lhe
rural hosos,

Means of Veriflicalion

(A-3)

[1Data on irfant sortality froe
Kational Ssaple Registralion

Scheee.
2)Bata on sorlalily fros

ismunizable diseases say be
available from sasple survey

31Reports from sentinel centers on

change in 1 of child diarrhea

cases resulling in death.

Life of Project

From FY Bé to FY B9

Total U.5. Fonding $45 millim
Bate prepared Jume 1984

laportaal fecuaplioes

fssemplions for Achieving Boal Tarpetss
That high issomization coverage of
presnant woses asd chilérem will lead
o redeced sortality irea the
inswnizable diseaves,

That early and effective woe of DT in
diarrhea will reduce the mumber of
chiléren dying (ren debydration, and
That a significaal propertisn of the
childrem whe are protecied by
iemmization aad ORT will et die fres
other causes.

(®-3)

1) Moniloring data and coverage

surveys under ([P,

2} Bata froa ORT coverage surveys.

Assesglions for achigving Pyrpove 34)
Thal expansiom im UIP to all districls
will lead to high inswnization
coverage, and (hal expansion of the BAT
proyras to all districts will reswll ia
2 significamt increese in the bose
knowledgr amd practice of DRT.




1)

Narralive Summary

Project outputs: (C-1)

1} Districts covered by UIP.

2) Districls covered by the ORT
progras.

3} Clinical oral rehydralion
Lraining centers eslahlisherd.

4) Workers Lrained.

5) Coepetency, and needs based
training methods and materials
developed and in use.

&) Client oriented market research
and cossunications strategies.

7) Modification of state MIS and
developeent of new child sarvival
inidicators.

B) Innovative studies, tesis and
desonsiralions.

§) Participanls trained.

Mogrprtiyply Ypeyliahin lnd1ralnrt

Hagnitude of outpuls: (C-2)

1) 412 districic covered hy UIP.

2) 412 districts covered by ORT progras.
3) 105 medical college and 73 district
cenirrs pelahliched,

§) 90T nf ppriphpral wnrbers (ANNs
dais, o'r) {rained 1n fnnr project
stales,

5) Compeloncy based aelhods and salerials
in use in regional training institolions
and districl training prograss in four
projecl states.

6) Markel research completed and client
oriented comsunications strategies
isplenented in four siates,

71 Bodiiied WIS with new indicalors in
use in all four project slates.

B) 28 innovalive <'udies, lesic pr
deeans! ~alinn coeplelpd.

91 8% narticipanis trajoed,

Heans ol Veriflicaltion

€9

1) Data from UIP annual reports.
2-3) Dala from ORT annual reporls.
4-7) Data from annual state reviews
and from stale NIS,

8-9) Project reports.

Isportant Assumptions

That the Indian UIP is capable of
reaching 812 districis wilh the
recessary technical, finamcial and
cossodily resources,

That the Iadian Piarrheal Disease
Managevenl Progras is capable of
reaching 412 districts with the
necessary techaical and financial
resources,

That training of owireach sorkers,
coacmnications prograss, and
surveillance sysives cam have a
significanl ispact en the acceplonce of
immmization and ORT, amd

That the BOI and states will sieplify
procederes Lo facilitate wse of owlside
professional sarketing and
cossunications resources.




Narrative Suseary Mhee

Project Inputs: (D-1)

1] A coalribution tn the nalinnal
Universal Teeunizalion Prograe.

2] Funding al the national level for
the Mational Diarrheal Disease
Manageseni (ORT) Progranm.

3) Fund transfers through the Central
Boverneenl earsarked for four staiec
to fend training, coesunicalions
activities and developsent of ieproved
monitoring and information sysiess,

4) Sapporl for a broad range of
operational studies,

3] Technical assistance inputs at

all three levels to farilitale

the policy dialogne and the fransior
of technical inforsation,

&) Short term parlicipant training for
state level officers.

(D=2} Sro

tinans

al

tvely Versdyahly "‘I['!'Il'ﬁ‘l""’ﬁ

Ispiercntalion tarpe! {Type 3nd Ouantily)

nlan.

Means of Verification

Hol applicable. (B-3)

Isportanl Assesplions

Assseplions for providing imputs_ (0-4)
That approved AIP funding will be sade
available in a Lisely saewer.




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 B a distinction is

made between the criteria applicable to Economic Support Fund assistance and the

criteria applicable to Development

depend on the funding source for the program.

CROSS REFERENCES: IS COUNTRY CHECKLIST UP-TO-DATE?

HAS STANDARD TTEM CHECKLIST
BEEN REVIEWEDY?

A. GENERAL CRITERIA FOR PROJECT

10

FY 1985 Continuing Resolution
Sec 525; FAA Sec. 634A.

Describe how authorizing and
appropriations committees of
Senate and House have been or
will be notified concerning
the project.

FAA Sec. 611(a)(2). 1If further

legislative action is required

within recipient country, what is

basie for reasonable expectation

thet such action will be completed

n time to permit orderly accomplish-
t of purpose of the assistance?

208,  Is assistance more

efficiently and effectively giver
through multidateral
organdizations? If so, why/is
assistance not so given?
Information and conclusion
whether assistance will encourage
regional development programs.

recionzl o1
i Ullaa 4

FAA Sec. 601(a). Information and con-

clusions whether assistance will
encourage efforts of the country to:
(a) increase the flow of inter-
national trade; (b) foster private

Assistance.

Selection of the criteria will

Y SE

YES.

A Congressional Notification
will be forwarded prior to
the initial obligation of
funds.

This activity will be

supported jointly by ATl

donorst. | Of thaltoded
AlDiassistance, $25 million will
be provided through UNICEF. The
assistance will not be concerned
with regional development
programs.

alc other

(a) Not Applicable.

(b) The project will promote
private sector initiatives in
the production of vzccines and
medical supplies.




initiative and competition;

(c)encourage development and use (c) Not Applicable.

of cooperatives, credit unions, and

savings and loan associations; (d) (d) Not Applicable.

discourage monopolistic practices;

(e) improve technical efficiency of (e) Not Applicable.

industry, agriculture and commerce and

(f) strengthen free labor unions. (f) Not Applicable.

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).

FAA Sec. 612(b); Sec. 636(h); FY 1985

Continuing Resolution Sec. 507 Des- The Government of India

cribe steps taken to assure thst, to will finance about

the maximum extent possible, the 49 percent of all costs.

country is contributing local cur- The Development Coordinating
rencies to meet the cost of con- Comnittee 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 rupees.

This policy decision has been
subsequently ratified through
the approval of ABS's and
individual projrcts.

EE20a) " Doec the s, ovn U.S. OwWIled rupecs’ dre being
excess forelgn currency of Cthe used for variqus b IS,
ountry and if so, what arrange- Government surjcies! pro-
mente havel been made for its grams and for administrative
release support., Effective Oct. 1,

1985, India's designation
was changed from an excess
currency to a near—excess
curldncy country.

FAA Sec. 601(e). Will the assistance

utilize competitive selection pro-

cedures for the awarding of con- Y
tracts, except where applicable

procurement rules allow otherwise?

m
tn



If assistance 18 being

9. FAA 121(d).
furnished under the Sahel Develop-

10.

Sec. 536.

ment Program, has a determination
been made that the host government
has an adequate system for accounting
for and controlling receipt and
expenditure of A.I.D. funds?

FY 1985 Continuing Resolution

Is disbursement of the
assistance conditioned solely on
the basis of the policies of any
multilateral institution?

NDING CRITERTIA FOR NONPROJECT ASSISTANGE

Nonproject Criteria For Economic

Support Fund

Nonproject Criteria For Development

Assistance

FAA Sec. 102(a); 111, 113,281(a)

Extent to which activity will (a.)
effectively involve the poor in
development, by extending access

to economy at local level,

increasing labor-intensive production
and the use of appropriate tech-
nology, spreading investment out from
cities to small towns and rural
areas, anc Insuring wide partici-

pationiof the' poor in the benefiice
fdevelopnent on 'a sustained
A5, UBINE LhAE appropriate

institutions; (b.)help develo;
ooperetives, especizlly hy e

Lurgdnand urpa:s

Moo
n

‘E- Lilw (ol : (=
4 encourage

democratic private and local povern-
mental institutidons; (c.)support the

seli-help efforts of developing
countries; (d.) promate thi
participation of women in the
national economies of developing
countries and the improvement of
women's status; and (e.) utilize and
encourage regional cooperation by
developing countries?

Not Applicable.

NO.

Not Applicable.

(a.) By focusing on the
delivery of key child
survival interventions,

this program will seek to
reduce the incidence of
infant and child mortality,
particularly among the poor.

supports Indian self helpn ¢t
building up support personnel,
demonstration and deliver:

Ce litiec o I i

S 1

(d.) Women, along with childrer
under two years of age, are tne
targeted beneficiaries of ‘the
project

(e.) Not Applicable.




FAA Sec. 103, 103A, 104, 105, 106, 107

Is assistance being made available:
[104] for population planning under

sec. 104 (b) or health under sec. 104
(c); 1if so, extent to which activity
emphasizes low-cost, integrated
delivery systems for health, nutrition
and family planning for the poorest
people, with particular attention to
the needs of mothers and young child-
ren, using paramedical and auxiliary
medical personnel, clinics and health
posts, commerical distribution systems
and other modes of communitv research.

FAA SEC. 118 (c) and (d). Does the

assistance comply with the environ-
mental procedures set forth in AID
Regulation 16? Does the assistance
take into consideration the problem
of the destruction of tropical
forests?

FAA Sec. 122(b). Does the activity

give reasonable promise of contri-
buting to the development of eco-
nomic resources, or to the increase
or productive capacities and self-
sustaining economic growth?

FAA Sec. 281(b). Describe extent to
which activity recognizes the parti-
cular needs, desires and capacities
of the pzople of the country; uti-
lizee ¢t country'e intellectual
resources - to'encourage institu-
tionzl development; and supporte
civil ecucation and training i
shilils mecuited for efrectivelparii-

cilpation in governmental and poli-
tical processes essential to self-
government .

This program fits the
criteria for section 104

funds.

The assistance complies with
the environmental procedures.
The destruction of tropical
forests 1s not applicable in
this case,

YiEST

India has a very high
incidence of infant deathe

which ic & cause for serious
concern, The GOI has recent-
lysrestructured dtsthealich

care programe some of whose
objectives are to make vacci-

nation services available to
allieltipinlel vomesn and

children by 1990; to inzlude

measles immunization in the
immunization program; and to

develop a netional oral

rehydration program. This

program is in direct “
consonance to these
objectives and will also
address other related issues
of manpower and institutional
development through training,
research and improved
delivery of health care
benefits.,
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Annex C (con'i.)

STANDARD ITEM CHECKLIST

uses of funds.

(B)

Jjcurement

FAA Sec., 602. Are there arrange-
ments to permit U,S. small business
to participate equitably in the

furnishing of commodities and
services financed?

FAA Sec. 604(a) Will all
procurement be from the U.S,
except as otherwise determined
by the President or under
delegation from him?

FAA Sec. 604 (d). 1f the co-

operating country discriminates

against marine insurance
companies authorized to do
business in the U.S., will
commocdities be insured in the
United States against merine

risk with such a company?

FAL Sec, 604(e); 1SDZA of 19f
SecZUBa) i ofifshore

procurement of agricultural
commodity or product is to be
financed, is there provision
against such procurement wher
the domestic price of such
commodity is less than parity?
(Exception where commodity
financed could not reasonably
be procured in U.S.)

Listed below are the statutory items which normally will be covered

routinely in those provisions of an assistance a
implementation,

greement dealing with its
or covered in the agreement by imposing limits on certain

These items are ‘arranged under the general headings of (A) Procurement,
Copstruction, and (C) Other Restrictions,

All procurement will be
from the U.S. or India
unless otherwise agreed.

The country does not sc¢

discriminate.
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FAA Sec. 604(g). Will construc-

tion or engineering services be
procured from firms of countries
which receive direct economic
assistance under the FAA and
which are otherwise eligible
under Code 941, but which have
attained a competitive capability
in international markets in one
of these areas? Do these
countries permit United States
firms to compete for con-
struction or engineering

services financed from assistance
programs of these countries?

FAA Sec. 603, 1Is the shipping

excluded from compliance with
requirement in Section 901(b) of
the Merchant Marine Act of 1936,
a5 amended, that at least 50 per
centum of the gross tonnage of
commodities (computed separately
for dry bulk carriers, dry cargo
liners, and tankers) financed
shall be transported on privately
owned U,S. flag commercial
vessels to the extent such
vessels are available at fair
and reasonable rates?
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Not Applicable.

Shipping 1s not excluded from
compliance with Section
901(b).

Technical assistance will be
furnished by private enter-
DEISE ion ‘@ contract basisi rc
. !"v-u

ne meyimun exte
i
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8. International Air Transportation
Fair Competitive Practices Act,
1974, If air transportation of
persons or property is financed
on \grant basis, will U,S,
carriers be used to the extent
such service is available?

9. FY 1985 Continuing Resolution
Sec. 504, If the U.S. Government
1s a party to a contract for pro-
curement, does the contract con-
tain a provision authorizing
termination of such contract for
the convenience of the United
States?

Construction

1. FAA Sec. 601(d). If capital
(e.g. construction) project,
will U.S. engineering and
professional services be used?

2. FAA Sec. 611(c) If contracts
for construction are to be
financed, will they be let on
& competitive basis to maximum
extent practicable?

38 AL Sec.620(k)  I1f for con-
struction of productive

enterprise , Will aggrepate
velue of assistance to be
rurnished by the U,S. not
exceed ¢l million (except for
PrOCUCLIVE enterpriscs in Egyvpt

tnat were described in the CP)?

Other Restrictions

1 #4 Sen. 122(b)  I1f development
loan, is interest rate at least
2% per annun during grace period
and at least 3% per annum there-
after?

YES.

B

Not Applicable.

Not Applicable.

Not Applicable.

Not applicable, This will be
a grant-funded program,

i
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FAA Sec. 301(d) If fund is

established solely by U.S.
contributions and administered

by an international organization,

does Comptroller General have
audit rights?

FAA Sec. 620(h) Do arrangements
exist to insure that United
States foreign aid is not used
in a manner which, contrary to

the best interests of the United

States, promotes or assists the

foreign aid projects or activities
of the Communist-bloc countries?

Will arrangements preclude use of
financing:

a.

FAA Sec. 104(f); FY 1985

Continuing Resolution Sec. 527

(1) To pay for performance of
abortions as a method of family

planning or to motivate or coerce

persons to practice aboitions;
(2) to pay for performance of
involuntary sterilization as
method of family planning, or
to coerce or provide financial
incentive to any person to
undergo sterilization; (3) to
pay for any biomedical research

which relates, in whole or part,
to methods or the performance of
abortions or involuntary sterili-

zations ac a means of family

planningi (4} to lobby for
abortion?

b. FAA Sec. 4858. To reimburse
persons, in the form of cash
payments, whose {1licit drug
crops are eradicated?

c. FAA fec. 620(g). To compensate

owners for expropriated natio-
nalized property?

Not Applicable,

WIS

(1) YES.

(2) YES.

YES,
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FAA Sec. 660. To provide

training or advice or provide
any financial suport for police,
prisons, or other law enforce—
ment forces, except for
narcotics programs?

FAA Sec. 662. For CIA activities?

FAA Sec. 636(i). For purchase,
sale, long-term lease, exchange

or guaranty of the sale of motor
vehicles manufactured outside
U.S., unless a waiver is obtained?

FY 1985 Continuing Resolution,
Sec. 503. To pay pensions,
annuities, retirement pay, or
adjusted service compensation
for military personnel?

FY 1985 Continuing Resolution,
Sec. 505. To pay U.N. assessments,
arrearages or dues?

FY 1985 Continuing Resolution,
Sec. 506, To carry out provisions

or FAA Section 209(d) (Transfer of

FAL funds to multilateral organiza-
tioins for lending)?

FY 1885 Continuing Resolution,
Sec. 510, "'To finance the export
of nuclesr equipment, fuel, or
technology or to train foreign

netionale in nuclear fielde?

FY 1985 Continuing Resolution,

Sec. 511, Will assistance be
providec for the purpose of aiding
the efforts of the government of
such country to repress the
legitimate rights of the population
of such country contrary to the
Universal Declaration of Human
Rights?

FY 1985 Continuing Resolution,
Sec, 516. To be used for
publicity or propaganda purposes
within U.S. not authorized by
Congress?

YES,

YES.

YES,

YES.

Yes,

YESH

YESH

Such assistance will not
be provided.

Such purposes will
not be financed.




Annex D

The Borrower/Grantee request for assistance will be received
before the loan and grant agreements are signed.
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Annex - E

TECHNICAL ANALYSIS

A. GENERAL

A technical evaluation in the sense prescribed in AID Handbook
3, that is whether the project "is consistent with the body of
knowledge about possible solutions to a given problem existing
within the professional community”™ is not required here. The
fundamental technical soundness of programs of immunization and
oral rehvdration 1s clearly established and has led to their
selection as the "twin engines” of AID's overall child survival
strategy.

Nor 1s fundamental social soundness an 1issue. The social
goandness analysis for the IRHP project concluded  the
following: "It can be said that the delivery system of health
care and famlily planning services as presently designed and in
operation 1s consistent with prevailing norms and practices and
that we see no seiilous obstacles to the ability of the proposed
project to provide effective health care and family planning
services in rural India." Experience under the IRHP and ICDS
projects has confirmed this judgement. While social
constraints, such as the limited participation of women, must
be taken into account in the planning and design of project
activities, they are not insurmountable.

Rather, what 1is 1involved from a technical standpoint 1s &
series of subordinate feasibility issues that have technical
aspzcts but are as much questions of social and administrative

feasibility as thev. are technical per se. These issues are
assessed 1n tne succeeding sections of this analysis,

E TMMUNIZ AT ION

The ‘technical efifiicacy of the ivaccines in us® in the Ipdian UIF
Program need not bs reviewed here. All vaccines used in the

prograc are produced following international procedures and are
periodically certified by W.H.C. No vaccine will be purchased
for tne program which had not received continuing technical
scrutinity to conform to international quality standards.

It 1s notable that for the first time in India the EPI has
introduced the principle of "One needle - one syrings par
injection” thereby dramatically increasing use of properly
sterilized instruments and providing an adequate supply of both
injection and sterilization equipment in the periphery to
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assure proper sterilization of all parenteral {njections.
Thus, UPI 18 serving to 1lead the health system towards
substantially improved procedures not only in immunization but
in all practices related to parenteral injections.

With standardization of cold chain equipment and the use of
speclally designed 1icelined refrigerators, engineered to
withstand wide variations in electrical power and frequent
power failure or interruption, the technical quality of cold
chain and thereby vaccine conservation is optimized through
this project. All refrigeration equipment is carefully chosen
to assure effective operation in the Indian rural environment
and designed to withstand the rigors of both climatic and
electrical uncertainities found there.

Operational feasibility of UIP has been developed during the
past five years in smaller district level operational trials as
reported in the 1985 UNICEF's State of the World's Children
Report. ‘Ihese trials demonstrated the feasibility of detailed
operational planning at the district level. Choosing the
district as the operational and managerial wunit enables
implementation and monitoring to be carried out with adequate
detall and care to assure the high coverage levels envisioned
iIn the project goals. Ninty five percent DPT, BCG and polio
coverages were achieved in Bidar district during 1983 and
levels eapproaching 90 percent coverage were achieved in the
large municipal D2lhi Union Territory. Thesz high levels of
coverage of target ben=ficlaries are made possible by the
program focus on infants less than 12 months of age. The
focused aps group is desireble for three reasons:

BErocections i'c Sproviided “eardve fnilife prior' to exposure’ to
these alissiases thereby  avoiding wvaccine failures simply
¢causs of prior illnes

Agel Epscitifipicaisasiifa t 2 v iira o el s ra S v e riia bl e o hs
younger gps Aproups, o Mayigum mortality dimpact ds found wher
the younger child is protected from 1llness;

5 Ev 1sing on newborns and infants in the first year of
Iife, the community and werkers see a narrow time window in
wnichi to accomplish their tasks and therefore place all
efforts to reach this relatively small segment of the

population,

Enumeration of eligibles and registration of ongoing births has
proved to be & critical step in assuring program coverage.
Previous efforts in EPI have looked only at number of

R\
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immunizations given and never attempted to ernumerate the target
population by establishing clearly the denominator or clientele,
not only in :otal numbers, but also by identifying precisely
whers they live and when they receive necessary immunizations.
Enumeration house to house has been shown to be th: most
effective means of assuring high participation and has been
carried out by existing health service personnel as part of
their routine home visiting activity. The development of a
Village Register for immunization is both consistent with job
descriptions of existing field staff and provides additional
incentives for house to house coverage and contact for these
workers.

The rural 1mmunization strategyv 1s bullt upon the extensive
public bealth network reaching into each wvillage through
400,000 wvillage health volunteers supported by paramedical
workers (ANMs) at subcenters supplied and Bupervised from the
block Primary Health Center and with overall management 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. 1In 1979, only one
yvear after the Initiation of EPI in India, & National Random
Sample Survey covering over 4 million population showed
attainment of 85 percent to 90 percent small pox 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, thzough thelr
professional soecieties, particularly Indlan Medical Associa-
tion, 1n the urban 'immunization program by the provicsion of
Iire vaceinss Inexchange for regulay reporting willl provid:
immunization services to millions of urban infants and mothers.
Alternative approaches te dmmunizstion have been considsres
Tne EPI in India, & national program slince 1978, has reached

levels estimated at only 20 to 30 percent of rural chnildren.
Analysis shows that immunization has largely been clinic basad
and occurs on & limited numbars of days.” The apge rang: for
cnildren to receive vaccines 1is far too broad prgviding both
health worksr and mother with the false impression that thsy
have years in which to immunize each child. Cold chain has
been remarkably weak and 1t 1s 1likely that large amounts of
vaccine have actually been 1ineffective 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.

.-"",'::w.
L
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Campaigns involving one or several days of major public
mobilization supported by all public health employees to
immunize 1large proportions of target children have become
popular in numerous countries in recent years. Small scale
efforts with this type of approach have been tried in India,
with fleeting s8uccess: Madras with polio vaccine and rural
areas of AID-IRHP projects with measles vaccine are examples.
The effort to é&chieve widespread social mobilization and
involvement in single campaign activities of this kind appear
unlikely. In any case, even the most optimistic admit that
campaign strategies are simply not sustainable as a means of
providing continued high level immunization coverag:.

Single antigen strategies have been tried in the past, most
notably with small pox where by the late 1970s numerous surveys
showed children immunized in rural areas at 70 to 90 percent ,
in urban areas consistently above 85 percent of all young
children had received small pox. At the same time, DPT and
Polio were 1lcss than 10 percent 1in rural areas and rarely
exceeded 30 percent in the urban areas. The city of Madras
nad some success with control of polio through a mass campaign
and IRHP through innovative efforts in Maharashtra has
demonstrated high coverage measles vaccination can occur in the
rural setting. More recent efforts to immunize in the city of
Simla prior to the measles season was nowhere nearly as
successful, only an estimated 20 percent of target children
were covered in a well supported public campalgn in 1986.
Single antigen campaigns or programs are not sustainable and
simply confuse the public with respect to the requirement for
repzated dimmunization of their child and tne importance of

routine dimmunizztion activities to cover all six EPI diseasec.

The Ul etrategy bullds a sustainable system utilizing th:
Infrestructure already in place and actually strengthening that
infrastructure to achieve a higher llevel of coverage. The
distriict | largs enough Uto 'be a significant population, has
administrative  and managament staff capeble of mounting the
logistic sUpport, training, supsrvision and monitoring
nezessary, to assure a sustainable and effective effort. UIP
in Indla, now in {ts szcond year, is being extended from 30 to
90 districts, an area roughly compareble 'to the population of
th: United States, Coverage {n the first 30 districts has
already reacned levels over 60 percent of dinfants fully
immunized, In soms districts it has exceeded 80 or 85 per

cent. The technical feasibility of UIP is clearly established.
It remains now to expand this program to the entire nation.



C. ORAL REHYDRATION THERAPY

Effectiveness of ORT when introduced and used properly in
public health programs @ has been widely publicized and
discussed, parivicularly in AID documents. The Buccess of this
program requires early proper use of effective fluid therapy in
the home at the onset of diarrhea as well as timely referral
for children with more severe disease who must receive proper
therapy from health workers at higher levels, for mortality to
be effectively reduced. The technical necessity of this
two-pronged approach has been dramatically shown in experience
in other countries.

BRAC in Bangladesh mounted a successful house to house training
program, the largest of its kind in the world. Unfortunately,
lack of support of medical practitioners, both modern and
traditional 1in that country has led to a relatively modest
impact on deaths.

Earlier exparience of USAID in Menoufia in Egypt showed that in
spite of house to house distribution of ORS packets and
instruction in their use when doctors were not involved and
supportive, mortality rates were unchanged.

Recently the successful mass media effort in Gambia which
introduced household renhydration to almost 90 percent of rural
Gambian mothers also fell short of its potential due to lack of
an effort to involve the formal health system in promoting the
use of ORT.

Expsrience in Indonesia has shown {n spite of formel retrafning
of medical | doctors and  support by professional’ sacietics.
particularly t il Indonesiar Pediatric Sociie CWIEE o Sl o all
rehydratio that acceptance of the technology is reetricted
almost entirely to teaching In hospitals and the practice of
younpg ' gpsc Stc It hes no penetrated eltn-r t public
| th Byst or the 't iN. generasl

Successful reduction in mortality in the University Hospital in
T r aiti, showed one of the wmost dramatic
=& mortality associatec with the Iintroduccion
3
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Where early home rehydration and professional retraining and
clinical experience in ORT have been simultaneously
implemented, most notably in FEgypt and Honduras, a dramatic
fall 4in mortality has been seen. The India ORT strategy
embraces both of these principles.

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 hospitalization rates, but also on the
practices of 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, where between 50
and 200 patients per day are present with the complaint of
diarrbea., Tnis level of case load 1s necessary for active
training experience and is the reason that ell 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, batween 50 to 100 doctors per center, will be trained
in each clinical ORT teaching unit per year. This allows a
week long experiencs in groups of two or three at a time giving
major responsibility and extensive experience in case
management. The 300,000 licansed qualified allopaths will be
offered opportunities for experience in the sam: settings in
gubsequent years at the rate of two or three per center per
weeky more than 50,000 per year will b= trained.

T S=conc m e leme of the "ORT strateg is outree t
practitioners’ in th: rurel lareas. A larpe nationwide market
rvey of 14l villapes and & thousand mothers shows 'that I
D titionars usually of traditional Indian medicine: Avurveda,
Unand, Homeapathy, are by and large the first contact bztwean

T e and| pr LS f the mure sevVere Or prolonged
diarrneal Practitioners, 5 Ol 400001 11 nUnLD: T
preferentfally located in rural areas, are reached

predominantly through drug supply houses and other distribution
networks: attempting to sell pharmaceutical and hzzlth related

products. An example of the parvasiveness of this svstem is
illustrated by ELECTRAL, a commercial ORT product produced by a

Bombay firm, which is known in more than 90 percent of
villages and by virtually 100 percent of rural practitioners
contacted. It 1s 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 secter to reach this vast
cadre of private practitioners is impressive and will b2 the
key elemznt of the ORS phase of the ORT strategy.

7 |
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The technical feasibility of introducing Oral Rehydration 1in
Indian households has long been questioned both by health
professionals as well as others. Illiterate mothers have been
characterized as withholding both fluid and food during
diarrhea, making a message to provide fluid largely
unacceptable. Careful 1investigation on a nationwide market
survey has fortunately ©proven this opinion incorrect.
Throughout the country independent surveys in 35 ethnic and
geographical areas stratified to be representative of major
divisions of India, have shown a universal acceptance of the
concept of replacing fluld 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 may be
reduced or withheld, the Bame survey has shown broad
receptivity to the idea of special soft easily digested rice
based foods in diarrnhea, thereby facilitating the acceptance of
the food messages 1in the oral therapy strategy. Efforts to
reach each household will be dependent upon the outreach of
special ORT trainers who, 1in contrast to the normal trickle
down lecture approach, will demonstrate effectiveness of active
training m=thods introduced at the subcenter level. All
village based staff, mostly village volunteers, traditional
birth attendants, as well as the subcenter paramedical worker
will be trained in home ORT techniques and particularly in the
m2thods for training and motivating mnthers. The feasibility
of this approach has been demonstrated in three districts by
CARE India. Over 70 percent of rural mothers were reached and
more then 50 percent used homs ORT for their children.

Trr ncen t pay for numb mothers trained,
7 by isampling ‘technilgues fat the h 1di levell iwiill

Colet the skills have besn assimilatsd, Basad upon th
Brac experience, similar {ncentive approaches will be tried in
1 olse details of th= training activities, suparvision

ng Wi Bl hs SwornKedt out throun pzrationsl trials

G 8 numberiioi districts ip the egzrly part of the projects
However, the feasibility of training motners in the villages

and their responsiveness to the desired behavior has been well

demonstreted.,

Do STATEDLEVEL 'ACRINMITIES

Statelevel activities in child survival build upon expsrience
in the IRHP Project where in the sam: states, a major part of
the AID input has been through the Health and Family Welfare
Training Centers in conducting a training needs assessment and
the modification of curriculum and training methodologies to

3\
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better accomplish the skill objectives of training of all
levels of health staff,

Similarly, AID experience has amply demonstrated the
feasibility of use of private sector market research firms 1in
the development of the baseline behavior pattern for the ORT
program, and to establish feeding and health seeking practices
within the ICDS project. Results of these  market
investigations have been fed into program plans and have
substantially influenced communication materials: posters,
radio, television etc. Mass media approaches have been shown
to have high outreach and impact, particularly in urban but
also 1n rural settings of India, and are an important means of
influencing health related behavior in the child survival
project.

Experience 4in 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 wnich 1is already being computerized on
locally manufactured microcomputers. The feasibility of
increased use and feedback of management information has been
anply demonstrated and it remains for tnis child survival
project to Iimplement improved management through dimproved
information system on a broader scale.

Tne technical feasibility for computerization of both hardware
and softwars has been well demonstrated by the ICDS project in
whnich management information system development is an integral

part. Both Indian hardware and related software have prow to
= aDPLOPE é an affordable sv 210

E. INNI VE ANDY DEMONSTRATION STUDIE

The massive (pize of  India makes obyious thse npeesseity of
gar development of new programs oOn &n opsrational ‘s
that 1s both effective and affordable. Therc exists ip Indiz,
both 1im the public as w11 as private sector, a tremendous
arrey of exp-rience and capacity related ‘to conducting of
effective well controlled field trials, demonstzations,
Innovative , studies and oparational research. Througt both
Government and a large numbsr of  private dnstitutions,
voluntary agencies and commercial firms, many of the innovative

programs which have eventually become part of the Indian
government health programs in family planning and nutrition
have evolved ' from smaller demdnstrations. The technical
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feasibility of carrying out scientifically valid, operationally
sound, well managed innovative studies is well demonstrated
both through previous AID projects such as IS, IRHP as well
as the experience of other agencies, World Bank, UNICEF,
DANIDA, CARE and a host of private volunteer groups and
commercial firms throughout India. The technical feasibility
of 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 child 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 4s an peripheral

workers = village bhealth guides, dais, anganwadl workers and
primary health care workers, - some 90 percent of whom are
women,

u
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Annex-F

FINANCIAL ANALYSIS

A. Universal Immunization

There are three separate estimates of the cost of universal
immunization in 1India. They have been prepared with different
me thodologies and cover different ranges of costs. There 1s
substantial overlap among them, but they cannot be completely
reconciled with each other because of the different methodologies
involved. The first of these 1s an estimate of the total costs of
the Expanded Program of Immunization (EPI) and the Universal
Immunization Program (UIP) over the five years of the 7th plan.
These estimates are shown in table F-1 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 vear, and

- US $3 per child immunized at high coverage in each subsequent
year,

~ US $3.50 per pregnant women immunized at low coverage 1in the
first year, and

- US $3 per pregnant women immunized at high coverage 1in each
subsequent year.

The cost estimates in Table F-1 are usaful only as indicators of the
trus itotal cost of universal {mmunizstion in India B they haw:
mitted futildty for 't purpose ol /inis analvsis of project costs,
bcause they include substantial - certainly more than 50 p=roent -
sunk costs of the lndian hoalth establishment. Foremost among thes:
are tne salaries of p:rsonn2l throughout the health syster who will
adeipnister dmmunization 4n conjunction with ‘their other duties.
B:cause the estimates in Table F-1 contain such a large elemcnt of
Sunk coete they are four times as great as the Government's estimate
of the incremental coste of UIF,
TARLEE=1
Total Costs of Universal Immunization in Indie
(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 F-2. They have been
calculated on the basis of US $216,000 per district in the first
year and US $26,000 per district in each subsequent year. These
estimates have an implicit allowance for inflation, since 1local
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 $6,000 per district per
year if it holds true. The cost estimates in Table F-2 are wholly
subsumed 1in the overall cost estimates in Table F-1 above, and in
the, government's estimate of incremental costs, which are discuss=d
below, The primary utility of the estimates in Table F-2 1is as a
measure of thit donor assistance required by the Government for
support of UIP during the 7th plan. Of the total of $105.8 million,
UNICEF has pledged $26.8 million. This project would provide an
additional $25 million, and the balance is expected to becoms
available from other donors, including the European Economic
Community, Canada and Denmark.

Table F-2

Incremental Coste of UIP-UNICEF Type of Support
(US § millions)

Year  New Districts Cum. Total Costs By Year
Covered Districts lst 2nd 3rd 4th S5th Total
Covered
198¢ 30 30 6.0 .78 .78 18 i/ DT e 0
1985¢ B S0 = 13,.00 1000 DR wie5 bR 1725 6] e A §
16 b d o - ~ 1(' - 2 3 e 3: s (
i } — - = 2 .L., 1 e 1 G (12
15! 428 = - - - 2519238 2:5%1972
Total 6.0 13078 207578 30756133566 10580
f’\ IC¢g (ENL) ::'..:' EC Imaces
Tn= bzet available estimates of the totzl dirzct incremental costs
of UIP are those contained in the Government's planning document |,

"Towards Universal Immunization'. Those costs are summarized in
Table F-3.

¢
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Table F-3

Estimated Expenditures for UIP, By Indian Fiscal Year
(US $ millions)

Total 1985/86 1986/87 1987/88 1988/89 1989/90

Non-recurring 59.8 4.9 9.8 Bl 7/ 18.6 14.8
Recurring 131.0 15.4 19.7 24,9 3187 39.3
Total 190.8 20.3 29.5 36.5 50,3 54,1

Source: Towards Universal Immunization.

The non-recurring costs 4in Table F-3 have been built up from
specific ditem requirements for equipment, with a modest
(epproximately 6 percent) allowance for inflation. They include all
of the equipment costs included in the UNICEF estimates in Table F-2.

The recurring costs shown in Table F-3 have been developed by
category, as shown in Table F-4. They include the equipment and
supplies, such as syringes and needles, supplied by UNICEF, but do
not include minor amounts spent directly by UNICEF, primarily for
training. The recurring costs in Table F-4 are almost certainly
understated, primarily in the categories of training, which is not
included and communications. Evidence of the latter can be found in
the fact that posters alone for the 60 new districts in 1986/87
consumed 70 percent of the total expenditures estimated for health
education materials for this year. However, even if the estimate
for communications is doubled and an equal amount is provided for

tralning, recurring costs would only increase by 10 p:rcent over the
5 year t 7th plan. Given th: strong political support for
UIF, the amount is almost certain ' to b: made avallable efither fron
the regular MOHFW budget for those categories, or by plan amendment.
B, Orel Rehydratior

Tne epproved plan for diarrheez diseass management is an outline
plan, and does not contain detailed costs estimates for the
repaining four years of the 7tn plan. However, ths approved plan
Includes e total of $20.8 million for the direct costs of the ORI

program over the next four yeers. In addition, the Ministry has
indicated that it can make an additional amount of from $12.5
million to $16,7 million available for the ORT program from {ts
regular budgets for training and communications, and the regular
budgst already includes an estimated $8.3 million for pre -packaged
oral renydration salts over the four years.
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Table F-4
TOTAL DIRECT INCREMENTAL COSTS OF UIP
(U.S. $million)

Total 1985-86 1986-87 1987-88 1988-89 1989-90

Vaccines 68. 4 8.3 10. 4 13.0 16.3 20.3

Syringes and 27.4 3583 4,2 5.2 6.5 8.2

Needles

Immunization E.5 1 5) 1.6 1.6 1.8 1.9

Cards

POL Vans Venhicles 2,9 0.2 0.4 0.7 0.8 0,9

Maintenance allow- 3.6 - 0.3 0.6 1.3 1.5

ance mopeds

Maintenance repairs 3,4 0,2 0.3 0.5 1.0 1.3

Cold Chain

Health Fducation 4,1 0.5 0.6 0.8 1 ,[0) 1983

material

Monitoring and 2.3 (B 3] 0.3 0.4 0.6 O.?

evaluation

Contingenc 2.3 0.3 0,3 0.4 0. € 0,7

1r r & 2 [, 3 0. 6 el 0, f =7

Szlardiecs 5.8 0.7 C.¢ 151 1.4 | o he
Tota 1'5375,.C 154 119%%7 24,6 33507 39
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Because the implementation details remain to be worked out and
because there are a number of outstanding policy 4issues to be
resolved, it is not possible to assess the adequacy of the available
funds for ORT for the remainder of the 7th plan. However, more
detalled costing that was prepared by the Mission and UNICEF for a
full five year program indicated a total cost of $50 million. The
budgeted availability of $41.6 to $45.8 million compares favourably
with this estimate, especially when one allows for the fact that we
are already well into the first scheduled year of the program and
implementation has not started yet, Indeed, a detailed
implementation plan for the year remains to be prepared.

It should be emphasized tnat the costs discussed above are four year
costs, while this project will support the national ORT program over
a five year period. Thus, the project's share of total costs will
be less than would appear from a comparison of project costs and the
approved 7th plan totals.

C. Recurring Costs

The recurring costs of UIP for 1989/90 are estimated by the
Government at $39.3 million Allowing an additional 10 percent for
training and comzunications would bring this annual requirement to
§43,2 million.

Many of the costs of the ORT program are one-time costs such as the
training of all peripheral workers. Unlike UIP, where new children
must be immunized in the first year, once ORT is known and used it
will be a part of the normal practice and culture, the costs to
sustain 1t will bs less than the costs to install it. However, this
maintenance level will not b3 reached {nithe early veare of the . 8th
1 = assumsc Haii reiasonablyiphacsd expansion to rteach all
districte pw 198390 then 137 percent ‘of ithe 7th plan coste, or 87.8
Tililon will be incurrec in the final year and this level is likely
to ¢ auc intothe Bthliplan

e “toiftaliiof - approximated s Sl i milItontwill baiireqiited in the
rirst year of the 8th plan for 'the costs of the UIP and ORT
programs. These amounts will have already been {included in the
regulars pudgets for ‘health and famiily welfare dn '1989/90 ap tnue
are butlt inta the baseé for 1990/91. Moreover the 'total of ¢5]
million repressnts onls percent of th: averags total ann

allocation for health and family welfare in the 7th plan. It seems
evident th%: India will be able to meet th: recurring costs t

ULP and ORT programs in the years after support from this project
en
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Recurring costs for state level activities cannot be calculated
until detailed state implementation plans for training,
communicetions and MIS have been prepared. However, recurring costs
for these activities will be less of a problem than would appear
from the fact that the project will fund the total costs of
implementation plans. The majority of the costs under this project
component  will be non-recurring costs. In training this will
include such one time events as the preparation and publication of
course materials and training of existing peripheral workers. Once
an MIS system is designed, hardware bought and the system installed,
operating costs will be very low. Much of the wor-k of operating the
systems will be done by already existing staff. Non-recurring costs
are less in the area of communications, where radios and TV messages
must be repeated, posters replaced etc.

Although recurring costs for state level activities will not be
great, some provision must be made 1in the project to insure that
these costs will continue to be met after the project ends.
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Annex-GC

Extract from State 099765

6. The indicators for annual reporting have been simplified
and clarified as follows:

ALL PROJECTS
Total population covered by project
No. children 0-60 mos. covered by project
Estimated no. annual live births
ORT
TIER 1: Resources budgeted
Annual estimated expenditures
No. ORS packets imported and locally
produced by the project, by size
Cost per packet to project
Price per packet to the consumer
No. health workers trained to teach ORT
Total no, of health workers in project arca
No. service units and distribution points
with ORS on hand (Public and private sector)
Total no, of service units and distribution
points in project arsa.
TIEKR 2% Tier 1 plus the following -
No. ‘andl 7 lof health workers demonstracing
ORT knowledge and skills
No. and %2 individuals with knowledge of ORI
No. and % children (0-60 mos.) ever given
No, and # childrer (((—ol mOs, witlh
diarrnea in last two weeks given ORIT
No. and % children 0-60 mos. with severe
dehydration per year
: TIER 3: Tiers 1 and 2 plus the following -
L Cost per treated episolc
3 Cost pa2r death averted
<« Mortality rate, 0-12 mos. and 13-60 mos.

Mortality due to (or ascocliated with)
severe dehydration among children 0-12 nos.
and 13-60 mos.

%2 children 0-12 mos. and 13-60 mos. less
than 607 weight for age




IMMUNIZATION

TIER 1:

G-2

Resources budgeted

Annual estimated expenditures

No. vaccine doses imported and locally
produced by the project, by type

No. of health workers trained to teach
about or give immunizations

Total no. of health workers in project area
No. service units with an adejuate supply
of appropriate vaccines

No., service units with effective cold chain
Total no. of service units in project arca

: Tler 1 plus the following -

No. and Z of children at 12 mos. who have
received Polio 1, Polio 3, Measles, BCG,
DPT 1, 3 and All immunizations

No. and 7% of children under 12 mos. who
have received Polio 1, Polio 3, Measles,
BCG, DPT 1, 3 and All immunizations

No. and Z 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
received Polio 1, Polio 3, Measles, BCG,
DPT 1, 3 and All immunizations

Immunization status (type) by age of cnild
(mos.)

No., and % of women of reproductive age who
have received two doses of TT

No. cas=3 of neonatal tetanus p:r year

No, cases of measles per year

No. cas=s of polioc per year

il et Sy Pl SRVES cpd ~
SSRANC plus e f: 4+ 10w 111§

2

Cost p=r protected child

Cost per death avarted

Mortality rate among children 0-12 mos. and
13=60 mos.

Disease = spz2cific mortality, morbidity
rates (NNT, tetanus, polio and measlecs)
among children 0—12 mos. and 13-60 mos.

Z children 0-12 mos. and 13-60 mos. les:
than 60% weight for age




NUTRITION

TIER 1:

=
=
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A11 project
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Resources budge ted

Annual estimated expenditures

No. health workers trained to teach infant
and child feeding practices

Total no. of health workers in projected
area

No. service units providing growth
monitoring services

Total no. of service units in project area
No. children enrolled in growth monitoring
No, of children (0-12 mos. and 13-60 mos.)
weiphed in last three mos.

* Tier 1 plus the following -

No. and 7 workers demonstrating growth
monitoring and nutrition counseling skills
No. and 2 children breastfed at birth

No. and Z children breastfed at 6 mos.

No, and Z cnildren breastfeeding and eating
semi-solids at 6 mos.

No. and y children ldentified as
malnourished (less than B0 weight for age)
No. and 2 children identified as severely
malnourished (less than 60} w:ight for age)
No. and % chlildren with edema

: Tiers 1 and 2 plus the following -

Cost p2r child monitored
Cost p=r death averted
Mortality rate amonp children (G-12 mos. and

vy -

4 4]

Wos.

Mortality rate among children 0-12 mos. anc
St IR T O SIS 1! to or  associated witr
- y - ¥

MOTbig ity e ngiNi ma st aliitviliVa s soedia te gl it
Vitamin A deficiency among cnildren 0-60
mo &

in emphasis countries (ses raitel) with

irvival acgivity are ‘required to report
E ) { !

annually: such reports being due by October 31 of each vear.
The minimum set of indicators required are TIER )
indicators., Largz (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 1its
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focus on program impact and cost-effectiveness studies. 1In
general, TIER 3 activities should be 1limited to those
projects having a research capability. However, all projects
carrying out research of broader interest are encouraged to
share their results. Also, please note that the basic data
which are collected to generate these child survival
indicators must be available in electronic (i.e., tape or
diskette) or other suitable form for purposes of comparative
analysis.

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 anscdotal information
about child survival activities and projects (e.g., success
stories, special days, proclamations, etc.) to be used for
speeches, testimonies, briefing materials, and other similar

purposes.

-




