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UNITED STATES AGENCY for INTERNATIONAL DEVELOPMENT 

14EW DELHI, INDIA 

August 7, 1987 

ACTION MEMORANDUM 

To: 	 Mr. Robert N. Bakley - D
 

From: 	 Peter W. Amato - PRJ(A
 

Subject: 	 Private Voluntary Organizations for Health (PVOH) II - No. 
386-0511 

ACTION: You are requested to authorize a * 10 million grant for the 
subject project.
 

DISCUSSION: India has a population 
of over 770 million people,
growing roughly at two percent per year. About eighty percent of the 
population is rural, 	 living in over 575,000 villages. About 2.5 
million children are born each year and there are currently over 100 
million children under the age of five. Although children under five 
accounL for only fourteen percent of the population, they account for 
almost half of the total number of deaths annually. 

Since 1946, India is committed to improving health care, especially in 
the rural areas. In 1978, India also became a signatory. to the Alma 
Alta Declar-Itioll, committing itself to, "...achieving health for all 
by the year 2000 AD". In 1982 a revised National Health Policy was 
adopted in both houses of the Parliament. This -wds followed by the 
adoption of a Perspective Plan on Child Development in the year 1984 
and a revised Strategy for a National Family WeLfare Program in 1966. 

The current strategy and programs for implementing the National Health
 
Policy are contained in the 7th Five Year Plan (1985-1990). The Plan
 
has identified six "major 
health care throughout the 

thrusts" 
country. 

for 
The 

the improvement of primary 
thrust most relevent to the 

PVOI II Project states that: 

"Community participationand people's involvement in the program is of 
critical importance. Therefore, programs in vol ving active 
participationof Voluntary Organizations and the mounting of a massive 
Health Education Movement should be accorded priority."
 

AMERICAN EMBASSY, N!EW DELHI 110021 TEL : 600651 TELEX : 31-65269 USEM IN CABLE : USAID
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To assist the Government of India in accomplishing this thrust, AID 
proposes the PVOII-II Projuct. PVOH II is a follow-on project which 
builds on the experience and capabilities of the relatively successful
 
PVOH I Project. The Mid-Term Evaluation of PVOH I, completed in 
November 1986, provides a number of useful lessops wgch have been 
incorporated into the design of the PVOH II Project, 
In addition, the
 
PVOH I project strengthened the GOI's institutional capacity to
 
re-pond to the needs of the PVO health service community as a whole;
however, that effort is far from complete. The PVOH II project
continues this effort and includes financing of: a) approximately 30 
subgrants to PVOs to expand and inprove basic health, family planning 
and nutrition services, special preventive health services and
 
training programs with special focus on the rural and urban poor; b)
technical assistarce to PVOs; and c) costs incurred by the NIHFW in 
monitoring and evaluating the individual subgrant activities.
 

FAA Section 612 (b): When the USAID/India program was re-established 
in 1978, it was determined that project financed local costs could be 
dollar funded rather than funded from US-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 Project
Authorization will provide the required FAA Section 612 (b) 
certification to use foreign exchange to finance local costs under the 
subject project.
 

CONGRESSIONAL NOTIFICATION: 

A Congressional Notification was forwarded to the Hill on July 23,
 
1987 and the 15 day waiting period will expire on August 7, 1987.
 

AUTHOPITY 

You have the authority to authorize projects for which life-of-project

funding doos not exceed . 20 million. The life-of-project funding of
 
the Private Voluntary Organizations for Health II project is 4i0
 
million.
 

RECOMMESDATION: 

That you sign the attached Project Authorization and the Project Data
 
Sheet and thereby authorize a *10 million 
 grant for the Private
 
Voluntary Organizations for Health II Project.
 

att a/s 

Clearences:PPJ:KCKapoor(draft)
 
HN: EGPIaran(d raft )
 
DPP(A) :PThormann (draft)

CO(,A) :NNWah, (dft) 

DD:RNJluo /7 7 6 4C 

PRJ7:RDuida/Slugg:rd:8/7/87/3G54C 



PROJECT AUTHORIZATION
 

INDIA 	 PRIVATE VOLUNTARY ORGANIZATIONS
 
FOR HEALTH II
 
PROJECT NUMBER 386-0511 

Pursuant to Sections 612 and 104 of the Foreign Assistance Act of 1961, as 
amended, I hereby authorize the Private Voluntary Organizations for Health 
II Project (the "Project") for India (the "Cooperating Country') , involving 
planned obligations of not to exceed Ten Million United States Dollars 
($10,000,000) over a five year period from the date of authorization, sub­
ject to the availability of funds in accordance with the A.I.D. OYB/allotment 
process, to help finance the local and foreign currency cost of the Project. 

Tne Project consists of providing assistance to the Cooperating Country to
 
expand and improve the provision of basic health and special preventive 
nealth services, family planning services; and nutritional services with an
 
emphasis on expanding sucn services to rural and urban communities by 
strengtnening the private and voluntary sector.
 

The Project intends to finance subgrants to a number of Private Voluntary 
Organizations to support a variety of activities related to the provision 
of health services to the target beneficiaries.. In addition, funds will be 
utilized to finance thP provision of technical issistance to the subgrantees

in a number of specific areas related to the implementation of the approved 
subgrant activities as well as to finance costs incurred by the National 
Institute of Health and Family Welfare in monitoring and evaluating 
individual subgrant activities. 

Tne Cooperating Country intends to contribute the Rupee equivalent of an 
estimated Four Hundred and Ninety Five Thousand U.S. Dollars ($495,000) to 
finance local currency costs associated with the administration and
 
management of the Project. 

Tne Project Agreement for the Project, waich may be negotiated and executed 
by the officer to whom sucn authority is delegated in accordance with A.I.D. 
Regulations and Delegations of Authority, shall be subject to the following
essential terms, conditions covenants, together with such other terms and 
conditions as A.I.D. may deem appropriate: 

A. Source and Origin of Goods and Services
 

Goods and services, except for ocean snipping, financed by A.I.D. under
 
the project shall have their source and origin in the Cooperating 
Country or the United States, except as A.I.D. may otnerwise agree in 
writing. Ocean snipping financed by the A.I.D. under the Project shall 
be financed only on flag vessels 	 of the United States and the 
Cooperating Country, except as A.I.D. may otnerwise agree in writing. 
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B. 	 Covenants: Except as A.I.D. may otnerwise agree in writing, the
 
Grantee will agree to:
 

Insure that none of the funds made available under this Grant are used
 
to finance any costs relating to (i) the performance of abortion as a 
method of family planning; (ii) motivation or coercion of any person to 
undergo abortion; (iii) biomedical research which relates, in whole or 
in part, to methods of, or the performance of, ubortion as a method of 
family planning; or (iv) active promotion of abortion as a method of 
family planning.
 

Approved
 
Disapproved 

Dated i -Lr 2R , 

3674C
 



INDIA
 

PRIVATE VOLUNTARY ORGANIZATIONS FOR HEALTH II (386-0511)
 

Certification Pursuant to Section 611 (e) of
 
The Foreign Assistance Act of 1961, as Amended
 

I, Robert N. Bakley, principal officer of the U.S. Agency for
 
International Development in India do hereby certify that in my
 
judgment the Government of India has both the financial capacity and 
the human resources to carry out, utilize and maintain the project 
effectively. This judgment is based upon the analysis contained in 
the Project Paper, as well as the successful maintenance and
 
utilization of projects in India previously financed or assisted by 
the United States.
 

Robert 1. Bakley
 
Diroctor, SJID/rid), 

Date 
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I. PROJECT SIT!..APY 

A. Project Description
 

1. Funding: Over the eight year life 
of the Project the following
 
pattern of contributions will be provided:
 

USAID contribution 	 $lO,000,00
 
GOI contribution 	 495,000*
4 

PVO's contribution . 2,915 9000*
 
Total LOP 	 $13,410,000
 

2. The Goal: The overall Health Sector goal which the Project relates
 
to is the reduction of morbidity, mortality and fertility among the
 
rural and urban 
poor Indian population, with a particularly focus
 
on the morbidity and mortality of children under five and women of
 
child bearing age.
 

3. The Purpose: The Project purpose 
is to expand and improve basic
 
and special preventive health, 
family planning and nutritional
 
services for the poor by utilizing and strengthening the private

and voluntary sector. The primary target beneficiary group will be
 
rural 
poor with a focus on women and children. Approximately 30
 
subgrants will be approved under the Project.
 

4. Project Components: The Project will 
finance local currency and
 
limited foreign exchange costs of the following set of components:
 

Subgrants to PVOs 
 t11,660,000
 
Technical Assistance (TA) t 465,000
 
Training ± 
308,000
 
Subgrant Monitoring & Evaluation ± 322,000
 
G0I Management & Administration 4
495,000
 
PVOH II Evaluation l60,000***
2 


TOTAL COST 	 ±13,410,000
 

5. Project Implementation: The Implementing Agency for the PVOH Ii 
Project .ill be the Ministry of Health and Family Welfare (MOHFw).
The National Institute of Bealth and Family Welfare (KIEFW) w:Ll_. 
play a central role in the appraisal, monitoring and evaluation of 
the PV0 subgrant activities that are to be funded by the Project. 

NOTE: * 	 The contribution is to be a local currency cost provided in kind 
or through G01 salaries of its staff. 

. The contribution is -to be a local currency cost provided by 
PVO's towards their share of the subproject cost. 

• * The 	coMDonent is composed of a dollar cost of t154,000 and a
 
Rupee cost equal to t6,000.
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TA will be made 
available to both the PVO community and the NIHF'V
 
on an as needed 
 basis for a variety of identified short-term
 
requirements. The PVOH 
II Project will be evaluated, as a whole,
 
at least twice during 
its eight year life. USAID will participate

in appraisal, approval and monitoring of subgrants.
 

B. ISSUES:
 

The Project Paper presents the design team's proposals for dealing

with a number of anticipated 
issues, however the experience gained

during implementation of the 
Project will determine how these issues
 
are finally resolved. The following 
is a summary of some major

project issues with suggested responses that 
the Project managers may

wish to utilize or modify during Project implementation.
 

1. Sustainability 
of sub, rant activities - Susta!.ning the implementa­
tion of subgrant funded activities once the initial Project funding
has been utilized, is a major concern. In order to enhance the

possibility of sustaining these activities 
over the long-term,
 
acceptable ?VO proposals will be required 
to:
 

- contribute at least twenty five percent of the total subproject

costs, 
in cash or in kind, fro'm any source other than the PVOB
 
II subgrant. Such contributions will exclude the 
cost of any TA
 
provided under the grant;
 

- Estimate annual recurrent, post-grant, costs while identifying
how these costs will be financed 
subsequent to the utilization
 
of the PVOH II grant funds. This must include identification of
 
possible sources 
of funding and the specific amounts of money

that are expected from each source;
 

- Preference will be given to funding proposals which contain a
 
relatively higher contribution to recurrent costs and/or propose
 
an increasing rate of PVO contribution to the financing of such
 
recurrent costs over the life of the actir-ftr; and
 

- Each subgrant will include funds 
 for the contracting of
 
necessary TA to assist the grantee in any aspect 
of subgrant

implementation and management. Such 
TA may, if appropriate,
include assistance in plam=in a fund raising ca=paign aimed at
securing sources cf financing for recurrent costs of the 
subgrant activeities. 

2. Financing Plan - This Project will dif,. from 1he PVOH I Project
in at least one major way i.e. it is a dollar funded project rathe-r 
ham a rupee funded project. As a resut, questions related to the

flow of project fnds were raised during the design process and
 
procedures adapted 
to the unique reuirements of the project were
 
agreed to between the DEA and 
USAID. The details of the f-low of

project funds are provided in the "Cost 
Estimate and Financial 
Pla-n" section of the PP. It is anticipated that there adatations 
will allow preject implementation etc. to move ahead as projected 
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in the PP. Should problems develop during implementation,
 
additional adaptations and adjustments will be made.
 

3. Provision of TA 
- A variety of TA is to be provided to the PVOs and 
to the NIHFW in order to enhance the design, management, evaluation 
etc. capabilities of these organizations. The PP outlines a number
 
of possible alternative plans for contracting and providing such
 
TA. During project implementation the most appropriate of these
 
alternatives will be selecteo and 
tested. As necessary, the chosen
 
alternative will be adapted/adjusted during the life of the
 
Project.
 

II. BACKGROUND & RATIONALE
 

A. Background:
 

1. The Problem - India ?is a population is over 770 million people,
growing roughly at a rate of two percent per year. About eighty 
percent of the population is rural, living in over 575,000
villages. 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 other country in the
 
world. Between 1975 and 1980, almost one 
fourth of the world's
 
infant deaths were Indian babies. Over that same period, India had
 
almost three times 
the number of infant deaths as China, the
 
country with the second highest number.
 

Children under five make up only fourteen percent of the
 
population, yet they account for almost half of the total number of
 
deaths annually. The infant mortality rate for India as a whole
 
was estimated in 1982 to be 105 per thousand live births. One
 
third of all deaths are in the under one year age group and, 
of
 
these, sixty percent occur 
in the first month of life. For India,
 
the first day, the first month and the first year of life hold
 
great health related risk.
 

There are 
a number of factors that influence these statistics and 
the Project attempts to have a positive impact on them. Such 
factors include: a considerable variation in infant mortality
between states; a variation between rural and urban areas of the 
country (morbitity in the target groups is about forty per cent 
higher in the rural area for the 0 to 4 years age group.); and a 
va- altion be-ween the educa-tonal 1evel of mothers (analysis of 
available data indicates that fifty to sixty percent of all deaths 
of children are due to a mal number of preventable diseases and 
interrelated conditions. Critical 
 among these are maternal
 
nutrition, especially as it affects low birth weight, and infant 
and child nalnutrition.)
 

In order to have a positive impact on these factors the Projeot
will focus or. direct interventions such as: the immunization of 
children- the use of Cral Rehidration Therapy (OT); gro;.-th
monitori-ng; improved child nutrition; and a number of other 
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activities primarily targetted 
on mothers and pregnant women. Such
 
targetting is essential because children 
under two, especially

t'.ose under 
one, can most, effectively be reached through their
 
mothers. In addition, child health 
is directly linked to maternal
 
health. Therefore, indirect interventions such as: tetanus
 
immunization of women; maternal health and nutrition; 
child spacing

and family planning; and female literacy 
and non-formal health
 
education at the village level will 
 also have a beneficial,

synergistic affect 
on the maternal/child health aspects of The
 
National Primary Health Care System.
 

2. India's Commitment and Strategy - India's National Health System 
and its stated commitment to improved health care, especially for
 
the rural population, extends back at 
least to the Rhore Committee
 
Report of 
 1946. The Report outlined the Plan for a National
 
Primary Health 
Care System providing curative and preventive

services through a network extending from district hospitals to
 
comprehensive Primary Health Care Centers to Village Level
 
Subcentres staffed by paramedical workers. The physical aspects of
 
that infrastructure, designed forty years ago, is today largely in
 
place and effective implementation of the 
Plan offers the prospect

of high coverage health services throughout the country.
 

In 1978, India became a signatory to the Alma Alta Declaration,
 
committing itself 
to, "... achieving Health 
for All by the year

2000". In 1982, a revised National Health Policy was adopted in
 
both houses of Parliament followed in 1984 by the adoption of a
 
Prospective Plan on Child 
Development and in 1986 
by a Revised
 
Strategy for 
a National Family Welfare Programme. The National

Health Policy lays considerable 
emphasis on: the preventive and
 
promotional aspects 
of health care; greater decentralization of
 
services; self-reliance 
through greater transfer of skills to and 
participation by the community; and the development of an effective
 
Primary Health Care System. Specific, quantified, time bound goals

for the year 1990 are part of the Policy. They include among

others, specific targets for the reduction of the crude birth rate,

the infant mortality rate, the prevalence of low birth weight among

newborns and the maternal mortality rate.
 

-he current strategy and programs for implementing the National 
Health Policy are contained in the 7th Five Year Plan, which covers 
the period 1985-90. The Plan increased the budget for maternal and 
child health by 255 pea=. and identifed siz "major th-sts for 
the improvement of primary health care throughout the nation. The 
thrust most relevant to the PVQE I Project states that: 

Community participa-ion and 
 people's involvemenrt in the
Programme is of critical importance. Therefore, Programmes
involving active participation of Voluntary Organizations and 
the mounting of a massive Health Education Movement should 
be
 
accorded priority."
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3. Relationship to the USAID Country Strategy - The Project is an 
integral part of USAID's 'Child Health and Development Strategy' 
which was adopted in 1986. The Strategy's overall objective is to 
effectively support the GOI's effort to reduce infant and child 
morbidity and Mortality through an 'Integrated Child Survival' 
approach that can be delivered on a sustained basis. The Strategy 
provides for a mixed program/project mode that operates at the
 
policy level as well as at the day-to-day level of Project
 
implementation. It is at this grass roots level that the PVOH II
 
Project will operate. The following types of project activities
 
are specifically included in the Strategy when it states that,
 
"...USAID will support activities to:
 

"Encourage engagement of other sectors and PVOs in support of
 
the 'Universal Immunization Program' (UIP) of the GOI;
 

Encourage engagement of other sectors, PVOs and other
 
institutions in the 'National Oral Rehydration Therapy Program';
 

Encourage and support the universal involvement of PVO's and the
 
commercial sector in contraceptive distribution; and
 

Focus assistance on PVO support for activities that strengthen
 
and expand the delivery of a package of nutrition and health
 
activities."
 

4. The PVOH I Project - PVOH II is a follow-on project which builds on
 
the experience and capabilities of a relatively successful PVOH I
 
Project. The Mid-Term Evaluation of PVOE I, completed in November
 
1986, provides a number of useful lessons which have been
 
incorporated into the design of the PVOH II Project. (The
 
Executive Summary of the Mid-Term Evaluation is provided in Annex G
 
of this PP.)
 

PVOH I was authorized in August 1981 as a six year project and an 
estimated LOP funding level of t26.7 million. AD's contribution 
of Rs. 167.4 million (then the ecuivalent of W20 million at Rs. 
8.37 tl.00) was financed by a Special Foreign Currency 
Appropriation of the U.S. Congress. 

PVOH I went through considerable evolutionary change during 
implementation including a two year extension of the PAC to 
September 30, 1989. 0rigim!ly env-isioned as a Project with 10-15 
relatively large subgrants, it now has fundea 32 approved subgrants
 
which range in size from Rs. 1.2 million to Rs. 17.2 taillion. Also 
the subgrant approval process was revised into a three tiered 
system with differ-ng approval authority for each tier. Under the 
revised system: The MOP!W can approve subgrants of up to Rs.2.5 
million; subgrants of Rs.2.5 to Rs.7.5 million are reviewed and
 
approved by the -MOFn'with the optional limlred rarticipation of
 
USAID; and subgrants of Rs.7.5 million and above require USAID
 
paricipaZ:on and approval.
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Another significant changes in the original Project was a shift in
 
the responsibility for monitoring and evaluation of subgrants from
 
the MOHFW to the NIHFW. The Project now provides for the
 
reimbursement of eligible NIHFW costs, including salaries of a
 
small project monitoring and evaluation unit.
 

5. Other Donor Assistance to PVOs - Other International Donor Agencies 
including Canadian (CIDA), Swedish (SIDA) and Danish (DANIDA) 
agencies are involved in providing funds to PVOs for the health 
sector activities in India. Although these agencies also operate 
on a bilateral basic, because the total funding they provide to the 
PVO community is relatively small, they are able to channel most of 
their assistance through their own respective Non-Governmental
 
Organizations (NGOs). These NGOs, in turn, operate health programs
 
and projects in India with indigenous organizations. For example,
 
CIDA works through a number of Canadian PVO's and provides funding
 
for hospital conEtruction, public health programs, drug subsidies,
 
transport and salary support. Other Donors to PVO's in the health
 
field include: OXFAM (UK); IDRC (Canada); the Ford Foundation and
 
the Agha Khan Foundation. UNICEF also provides a small amount of
 
funding to indigenous PVO's for the procurement of equipment and
 
vehicles. Most of these funds are not routed through GOI.
 

Unfortunately, there is no comprehensive source of data on 
such
 
assistance to PVOs in India. However, the available data indicates
 
that the total amounts allocated by the International Donor
 
community for PVO activities in the field of Health is fairly small
 
and that individual grants normally range between t50,OO to
 

10,1000. The data also indicates that the vast majority of such
 
assistance to PVO's come from church related overseas donors (e.g.
 
Catholic Relief Service, EZE of Germany, Christian Children Fund,
 
etc.). Most of this assistance is available to sister organization
 
in India and much of it goes to hospital based, curative services
 
and verticle programs such as leprosy care.
 

Notwithstanding the fact that such funds are provided to large
 
numbers of PVO's in the health field there is still a large unmet
 
need for assistance to indigenous PVO's (over 400), working in
 
community based Health Outreach Services, that are preventive and 
promotional in nature. These PVO's do not have a religious 
a--filiation and often are the only source of such outreach services 
in an areas. (Analysis supporting these conclusion can be found in 
Anpz 7.2 TeC _.igl AZaysis.) 

6. GOI Grant Programs - The MOHFW presently ad=inisters a number 
separate Government Grant Programs for PVO's. All of these 
Programs are specialized and nne support the .. of_ype community 
based maternal and child healt'h activities that will be supported 
by the PVOH II Project. Among others, the present GOI Programs 
provide grants for: 

- Vertical programs, such as'lepr6 sy and E;
 
- E.stablishing hospitals and dispensaries in rural area;
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- The promotion of voluntary blood donations;
 
- The training of traditional medical practitioners; and
 
- Specialized family planning services.
 

B. 	Rationale for PVOH II:
 

1. 	PVOH I - Both the GOI and USAID agree that the PVOH I Project is a
 
successful channel for providing badly needed funds to a segment of
 
the PVO community which innovatively serves the health needs of a
 
target population that might not otherwise receive health
 
services. In addition, there is also agreement that the Project is
 
a mechanism that has strengthened the GOI's institutional capacity
 
to respond to the needs of the PVO health 
service community as a
 
whole and that this effort is far from complete. Therefore, given
 
the obvious need for additional funding and TA for the PVO
 
community that works in the health service field, 
the GOI has
 
requested USAID to develop PVOH II as a follow-on Project to the
 
PVOH I Project (refer Annex D).
 

2. 	Coordination with other Projects and Programs - The Project funded 
subgrants will support activities below the district level and will
 
cover estimated target populations of between 30,000 to 100,000
 
person each. In that these subgrants are to focus on community

activities, the majority of coordination with other GOI and NGO
 
health programs will 
take place at the local level. In addition,
 
the process of subgrant review and appraisal, at the Center,
 
insures that subgrant activities do not duplicate or supplant

existing programs or efforts of either the GOI, the NGO community 
or 	the International Donors.
 

III. DETAILED PROJECT DESCRIPTION 

A. 	Life-of Prolect & Funding Level:
 

The PVOE I Project provides a total life-of-project (LOP) funding 
level of t!3.39 million (approximately Rs.169 million equivalent at 
Rs. 12.60 = U.SA.00) over an eight year period. USAID's 
contribution i-ll be a grant of $10 million (approximately Rs.126 
million). Individual PVOs will contribute an estimated Rupee
equivalent of t2.9 million (approximately Rs.37 million), while the 
GOI ;will contribute the Rupee equivalent of t495,000 (approximately
Rs. 6.2 million) for the cost of project admi-nstration. The eight 
year life-of--roject v-21 all/ow tbe GOI to spread the appraisal and 
approval work load for about 30 subprojects, over the initial three 
year period and thus allow a five year implementation period for each 
subgrant. The major components of the Project are subgrants to PVO's, 
TA ar training and monitoring and evaluation. These are described in
 
subsection D below.
 

B. 	 Goal & Purpose: 

1. 	 Goal - The goal of the project is to reduce morbidity and mortality 
and fertility among rural and urban poor in India, and particularly 
morbidiry and mortality of children under five. 



2. Purpose - The purpose of the project is 
to expand and improve basic
 
and special preventive 
 health, family planning and nutrition
 
services for the poor 
by utilizing and strengthening the private
 
and voluntary sector.
 

C. Objectives of the Project:
 

The objectives of the Project, 
which are subordinate to the Purpose,
 
are:
 

- To create PVO sponsored health outreach activities that are self 
sustaining. 

- To support and test innovative approaches to community based health
 
care, family planning and nutrition programs.
 

- To identify and strengthen institutions capable of providing 
technical assistance to health PVO's; and to stimulate their use as
 
a resource by the PVO's.
 

-
 To foster a system of information exchange among health PVO's. 

- To upgrade the skills of core health PVO managerial and technical
 
staffs.
 

- To improve the quality of community level training for community

health workers, volunteers and village women.
 

- To support special health related activities and preventive 
programs, such as literacy training for females, sanitation and low
 
cost ways of providing safe drinking water.
 

To encourage and support programs to 
integrate traditional and
 
western systems of health care.
 

- To support the dissemination and utilization of the most effective
 
treatment methods, such as 
oral rehydration for diarrhea.
 

D. U.S. Grant Financed Activities:
 

The AID grant funds will finance the following sets of activities:
 

1. Subgrants to PVDs . == !ion) - These Govermen " ,-naged
subgrants are the heart 
of the project, and by far its major
a&tivity. Subgrants will be generally limited in size to Rs. 2 to

6 million. Exceptions will have to 
be fully justified and approved

by both the 
MO0LF%' and USAID. Smaller subg-rants will require a
 
particularly strong justification, because of 
 the management

workload they impose, but a 
few such grants may be approved for
 
highly innovative subprojects. 
 The limited size range is expected

produce about 30 individual subgrants.to To balance the workload,

and thus ensure adequate rev'iew and appraisal, subgrant approvals
and approvals will be spread over the first three years of the 
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project (6, 12 and 12 per year respectively). The subprojects will
 
have a maximum duration of five years. Experience under PVOH has 
shown that shorter subprojects do not allow adequate time for 
organization and start up. 

These subgrants will finance programs to provide: 
 basic health,
 
family planning and nutrition services; special preventive health
 
services; and 
training programs, primarily for paramedical workers
 
& volunteers. Top funding priority will be given to those
 
subprojects wh.:ch include the development, study and testing 
of
 
innovative approaches which focus on fertility, morbidity and
 
mortality, i.e. health oriented literacy training of women.
 

To expand services to the target beneficiaries, subgrants will be
 
limited to PVOs which are planning outreach services which are
 
communiti, oriented 
and whose plans emphasize both prevention and
 
cure. The primary target group will be rural poor, and more
 
specifically, rural poor mothers and children. 
 Subgrants for
 
services areas not
in urban will exceed twenty percent of the
 
subgrant total and will 
be limited to outreach services in slum
 
areas not adequately served by the present urban curative system.
 

2. TA and Training (073,000) - A major component of the Project, that 
does not exist in the PVOH I Project, is the provision of TA to 
PVO's. Experience in PVOH I has demonstrated that indigenous
PVO's in India, almost universally, lack the necessary skills in 
one or more technical or managerial areas that are critical to the 
success of their subprojects. The major conclusion of the Mid-Term
 
Evaluation of PVOH 
I was that PVO's require assistance in the
 
follouing: Project design; Design and 
implementation of baseline
 
surveys; subproject management and simple management information 
systems; training; communication/health education; and the 
technical aspects of community health outreach services. 

Professionally competent TA be available thewill made 	 in above 
fields and each subgrant will include funds earmarked to finance
 
such assistance. These services will be 
supplemented by workshops,
 
training courses and perhaps a PVO newsletter as a means of sharing
experiences among subgrantees and imparting technical and 
managerial kmow-how. 

3. 	 Monitoring & Evaluation (t482.000) - The Project will finance
nit mg and ev-=ataion of both. the subgrants and the Project, as 

a whole. An estimated $322,000 will be used to reimburse %HFWthe 
for the direct and coitrar-tual cos-ts of monitoring and evaluating
subgrants. The remaining funds, an estimated S160,000 will finance
 
a Mid-Tern and am End of Project Evaluation for the overall Project.
 

E. Project ImDlementation:
 

1. Subgrant Activities - The primary focus of the Project and the 
subgran-s under it, Will be maternal/child health and familv 
-planning in a f-rame- wor- of primary health care. Subgrants will 
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be limited to PVOs which are planning new or expanded outreach
 
service delivery programs in poor and tribal areas that are not
 
adequately served by the health care system. Such programs must be
 
community oriented and should include surveillance for high risk 
families and individuals; individual counselling through home
 
visits; and community based group promotional and educational
 
activities. Preference will be given to innovative activities and
 
subprojects which emphasize both preventions and cure. Services
 
may be offered by trained villagers, paramedical workers, and
 
medical (including indigenous) practitioners.
 

a. Basic Health, Family Planning and Nutrition Services - Within 
the above framework, the Project will finance subgrants to 
support the following types of activities, either independently
 
or in combination: maternal/child health care; family planning
 
services; nutrition women children five;
of and under health
 
education; immunization and ORT; treatment of common infectious
 
diseases such as diarrhea, respiratory diseases, parasitosis,

malaria, eye diseases and 
skin problems; and special preventive
 
dervices. These uust linked an
services be to essential
 
referral system for maternal/child health, family planning and
 
common emergencies. Family planning services should not be
 
restricted to a single method but rather should offer a
 
cafeteria of alternative contraceptive methods.
 

b. Training Programs - The Project will support the following types
of training programs: training of paramedical workers; training
of health management personnel (doctors, project managers, 
supervisors, etc.); and training of village level workers (dais,

community health workers, anganwadi workers, animators,
 
volunteers, etc.).
 

c. Innovative Aproaches to Health Care - The Project will give top
priority to funding subprojects which include the development, 
study and test of innovative approaches in areas such as: 
Cormunity based activities; distribution of contraceptives; ORT 
delivery packs; iron supplementation; basic redicine; growth

monitoring; and different models of community based delivery
 
system such as village/hamlet level women's groups, use of
 
school teachers, family level volunteers and paid workers.
 

Innovative subprojects must include specific provisions for
 
masu:ing the before and after situa'on in the subprojett area
 
in order to evaluate the effectiveness of the approach that is
 
tried and fully document the innovative approach itself. Funds
 
for these two purposes will be included in the subgrant.
 

d. Inteer-ted Approaches - The Project will support integrated
approaches to fertility, morbidity and mortality reduction, such 
as: Bealth oriented literacy training and non-formal -education 
of women, especially in the adolescent age group; low cost 
aproaches to chlorination of drinking water and provision cf 
en.vironmental sanitation for andprimarily education 
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demonstration purposes; and Integration of health services With
 
existing development activities 
 such as milk cooperatives,
 
women's organizations and organized labour groups.
 

2. Activities not Eligible for Project Support:
 

a. Abortion Related Activities - None of the funds made available
 
under the Project may be used to 
finance any costs relating to:
 
(1) the performance of sbortion as 
a method of family planning;

(2) the motivation or coersion of any person to undergo

abortion; (3) biomedical research which relates, in whole 
or in
 
part, to methods of, or the performance of, abortion as a method
 
of family planning; or (4) active promotion of abortion as a
 
method of family planning.
 

b. Other Activities - Project funds may not be used to finance the
 
following: Specialized care or the salaries of medical
 
specialists, other than obstetritcs, gynaecology and pediatrids;

services for degenerative diseases, such as cancer and diabetes;

services for the mentally ill; services for the 
rehabilitation 
of the physically and mentally handicapped; dental health care;
vertical programs, such as leprosy, TB and eye care, except as
 
part of an integrated program ot primary health care; 
clinical
 
offices for solo practitioners; and in-hospital (bedded)

services, except 
for emergency obstetrical services and special
 
care services for children 
0-5 years of age in support of an
 
expanded, community oriented outreach program.
 

3. Medicines: All medicine costs 
in any subproject will be financed
 
as part of the PVO's contribution to the subproject.
 

4. Construction and Euipment: Construction funds will be provided in
 
subgrants primarily for rural health care 
facilities, such as rural
 
health centers and village health outposts, and for directly

related 
residential facilities for Paramedicals and other essential
 
staff in a rural setting. Classrooms and demonstration centers may

be included provided it is demonstrated that they are essential to
 
the implementation of the subproject and their long-term use and 
sustainabilit-y is evident.
 

Hospital related construction will be supported in exceptional 
cases and then only for expansion of outpatient departments,
obs:etric depa_--ezts and pediatric depar.--ments, when
construction is part of an organi-zed -program 

this 
of expanded Outreach 

to the community that is essential to the success of such outreach 
activities. Construction costs -ill normally not exceed twenty 
five percent of the total subproject costs. 

The financing of equipment and -supplies will be limited 
 to
 
essential items up 
to the limit required in a primary health
 
center. Essential vehicles may 
be financed for field supervision

and mobile health Ictivities but will be limited to two wheel
 
vebicles, jeeps and mobile 
vans and subject to USAID Source/Origin
 
requirements.
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5. Subgrantee 
Criteria: The subgrantees 
under tne Project will be

indigenous, non-profit, PVOs. 
 To be eligible, an applicant

institution must meet 
the following minimum eligibility criteria:
 

- Institutions seeking assistance must 
be registered under the
 
Indian Societies' Registration Act of 1860, 
or otner equivalent

statute. (This 
act provides legal status 
to cooperative and
voluntary agencies and imposes certain obligations on their part

such as maintenance of accounts, audits, 
appointments of boards
 
of directors, etc.);
 

- Institutions receiving 
assistance under 
this Project mayoe of
 any religion, caste 
or creed but be
must non-sectarian in 
the
 
provision of nealth care services;
 

- Institutions must have a 
 history of acceptable financial
 
accountability in their operations to date; 
and
 

- Institutions must nave 
 had at least three years successful
 
experience in Healtn Care Delivery, Training, Womens Activities,
 
or otner development activities.
 

6. Subgrant Process: 
 The details of the process of subgrant appraisal

and approval are provided in Annex 
H, Processing of Subgrant

Applications. However, a Drief 
summary of tnat process 
follows.
To begin tne process, applicants will submit 
a relatively short
initial application to 
the special secretariat of MOHFW. These
will be 
 screened by the Secretariat for completneass and to
determine whetner 
the eligibility criteria are met. 
 The screened
applications will then De reviewed jointly by a Project
Coordination Committee (PC) against agreed upon criteria. The PCCmembersnip 
includes representatives 
of tne MOHSW, the NIHFW andUSAID/New Delhi Delhi. Potentially eligible subgrantees will besnort-listed and appraisal visits will be made to them by PCCmembers or their representatives. Tnese 
visits will further assess

potential eligibility, out their major purpose will De :o identifysuDproject design 
gaps. Where necessary, TA will be provided to
shor-t-listed applicants for the final subproject design and rhe
 
preparation of 
a final proposal.
 

Final Proposals will be reviewed and must be approved by theSecretaxia: and USAID before submission to :he GOI Spcial Gran:Co-i-ttee (SGC) for final approval. All approved subgranzs wllinclude a start up period of tnree to six montns. The initialfunding released to tne suDgrantee will cover the costs of aDaseline survey, including any required TA; salaries of coresuoprojec: szaff; and tnie eszablisamnae-_ of an acceptable accountingsystem. Tne release of 
additional funding 
to Ene subgrantee will
 
be conditioned on the submission of 
an acceptable oaseline survey.
 

Day to day GOI management of tne Project will 
De the responsibility

of a Special Secre-tariat (SS), .niie-respDflS:D0liy for monitoring,

including -inancial monitoring, and evaluation of the 
suDg--anzs,
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will he delegated 
to the NIHFW. This Institute has created a
 
Monitoring and Evaluation Unit for this purpose 
which utilizes
 
faculty members for this purpose.
 

Project Budget and Financial Plan are as provided in section 
IV.
 
In brief, except for those project components where AID will make
 
direct payments, all grant expenses 
will initial'y be incurred by

MOHFW and will be reimbursed by AID based on quarterly requests for
 
reimbursements from MORFM, through 
the Ministry of Finance, based
 
on actual expenditure statements 
 of the sub-grantees. Such
 
reimbursement requests will include, 
in addition to sub-grantee

expenditures, expenditures incurred by NIHIFW in connection with TA,

Training, Monitoring etc. Details of the rLImbursement procedures

will be spelled out in Project Implementation letters (PILs).
 

7. PVO Contributions and Sustainability: 
 The PVOH I Project requires
that each PVO contribute, in cash or in kind, twenty five percent
of the total subproject costs excluding TA and that subgrant

applications address the 
 question of post-grant financing of
 
recurrent costs. Despite 
 this, questions related to the

sustainability of. the subproject activities during the post-grant
 
period remain. Therefore, the PVOH II Project places 
great

emphasis on a review during 
the appraisal phase of the subproject
approval process, on the financial viability of the PVOs and the
 
proposals they submit. The steps to be taken in the Project to 
help improve sustainability include the following:
 

- PVO's will be required to contribute twenty five percent of 
total subproject costs, excluding TA costs, in cash or in kind.
 
This contribution may include overhead costs that are clearly
 
attributable to subproject activities. The contribution need 
not come from the PVO's internal funds, it can come from any 
source other than the subgrant.
 

- In the subgrant applications, PVO's will be required 
to estimate
 
annual recurrent, post-grant, costs and to specifically identify

how they propose to meet these 
costs. This must include
 
identifiication 
 of the sources of funding and the specific

amounts of money that are expected to come from each source. 
The adequacy of plans to sustain post-grant activities will be a 
major criteri-a in subproject appraisal and approval. 

- VO comtrbuticns will be -related to the subproject costs as a
whole, and not to 
line items within it. Such contributions need 
not be equal in every project year, so long as they total to 
twenty five percent of the total costs over the life of the 
Project. -Preference will be given to funding those proposals

which contain a relatively higher contribution to recurrent
 
costs and to 
those which propose an increasing contribution to
 
recurrent costs over 
the life of the project. The subgrant

financial plan will clearly indicate the 
PVO share by line item
 
each year.
 



- The overall financial soundness and sustainabiliry, of each
 
PVO's past performance as an organization and the size of the
 
subproject in relation to its present portfolio of activities
 
will be taken into account in determining the eligibility of the
 
subgrant proposals and the level of subgrant funding to be
 
provided under the PVOH II Project.
 

- The Project will support TA and/or training for PVO staffs in 
both subproject management and in fund raising. As noted in the 
Economic Analysis (Annex F.4) of the PP such improvements in the 
quality of service provided and the efficiency with which 
subprojects are managed will enhance the potential for
 
sustainability.
 

G. Contracting Arrangements
 

The determination of the most appropriate mode of contracting will be
 
based on actual requirements and on a joint USAID/MOHFW decision. All
 
Technical Assistance (TA) procured under this project will be with
 
Indian organizations or individuals and will require prior USAID
 
approval. The following types of separate contracts are anticipated.
 

- Contracts by NIHFIW: An NIHFW contract or contracts to obtain the 
services of a panel of experts with specialized skills (community 
health, management information system, PVO expertise, etc.) to 
assist in its subproject appraisal and monitoring. NIHFW
 
subcontracts with reputed chartered accountant firms for the task
 
of financial monitoring of subgrantee accounts.
 

It will survey the organizations and individuals capable of
 
providing TA and their costs and award contracts. Alternatively,
 
it may also utilize an informal arrangement as explained below.
 
Contracts for chartered accountant firms will be done just the same
 
way as in PVOH I using a competitive procedure.
 

- Contracting for TA and PVO's: The area of TA would include 
proposal development, subproject design, baseline survey, 
management information system, project management, community 
hea.lth, and strategies for- raising funds to sustain subgrant 
ac"ities after the project duration.
 

A survey of the organizations and individuals capable of providing 
the TA reetired v-!! be conducted. It will include a summayrv 
description of their capabil-ities, experience -and cost estimates. 
The mechanism for contracting for this survey will be worked out 
jointly by USAID/MO-. The Project Coordinating Committee will 
then prepare a short lint/panel of elieible u -a.niza-tions and 
individuals based on their level of expertise, reasonableness of 
cost and their willingness. Funds for the procurement of the TA 
services will be included in the subgra-s and the PVO's will 
contract for their services directly. The Coordinating Committee 
will prepare a handbook exlainin the procedures for cc.tracting
these serices and how pavme-nts and ieimbursemnts are to be
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processed. This panel of experts will be periodically updated
 
depending on tne type of TA required and satisfactory performance
 
of those of the panel.
 

- Mid-project and end-of-project evaluations will be contracted by 
USAID directly as per its standard procedures. It may utilize US
 
and/or Indian organizat.ions and individuals.
 

NIFHW and PVO's will claim reimbursement from MOHFW which in turn will
 
consolidate these expenditures and claim reimbursement from USAID.
 

IV. PROJECT BUDGET AND FINANCIAL PLAN
 

A. General:
 

Tne Project will nave a total life of project budget of $13.4
 
million. Of this AID will provide $10 million (74.7%), the GOI will
 
provide the equivalent of $495,000 (3.7%) and the PVO sub-grantees
 
will contribute, in cash and kind, the equivalent of $2.9 million
 
(21.6%).;
 

B. Project Costs:
 

Table I below is a summary of budget estimates by project component
 
and source. All project costs are local currency costs except for
 
$154,000 provided for project evaluation which is expected to be a
 
dollar cost to be incurred by AID directly.
 

Of the $10 million AID snare of project costs, the equivalent of
 
$8M745 million is for sub-grants to PVO's. It is estimated that this
 
amount will cover approximately 30 sub-grants of $150,000 to $500,000
 
each. The costs involved in each subgrant will of course not De known
 
until subgrant proposals are received and screened.
 

Under each approved sungrant MOd.FW will initialiy advance to the 
sub-grantee an amount equal to approximately 6 months requirements of 
each sub-grantee. The suD-grantee will submit to MOHFW on a quarterly 
basis a statement showing (a) opening balance of advance, (b) actual 
expenditures during tnat quarter, (c) the balance of advance
 
availaole, (d) requirements for the next quarter and (e) additional
 
advance requested, which will be (d) m=inus (c). The MOAFW will pay
 
the sub-granzee the additional advance requested; MOHW ;i;l prepare 
a consolidated statement of actua- expendiiures of all the 
sui-gran-:ees for tnat cuarter and forward it to the .Mi try of 
Finance, Department of Economic Affairs, for claiming reimbursement 
from AID.1 AID will arrange this reimbursement in tne same manner as 
it does for all otner dollar funded lozal currency projeczs. 

.Among tne otner project components for AID Financing are techmical
 
assistanze, training., sub-gran. moniztorlng and evaluation. Technic.al 
assistance wil! oe contracted for oy individual suDgrantees as 
proposed in Sec. i. Payments made by tne subgraanees to the 

http:Technic.al
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TABLE I
 

Summary of Cost Estimates - By Source and Component
 

($000)* 

Component 	 U.S. Grant GOI PVO 
 TOTAL Total
 
LC FX TOTAL LC LC LC FX
 

Subgrants 	 8,745 
 - 8,745 - 2,915 11,660 - 11,660 

Technical Assistance 465 465 ­-	 465 - 465 

Training 	 308 ­ 308 	 - - 308 - 308 

Subgrant Monitoring & 322 - 322 ­ - 322 - 322
 
Evaluation
 

Project Management & 
 - - - 495 - 495 - 495 
Administration 

Project Evaluation 	 6 154 160 ­ - 6 154 160
 

Total 	 4 9,846 154 10,000 495 2,915 13,256 154 13,140
 

*Rs. 12.6 - tl.00
 

NOTE: 	 Total may not add due to rounding
 
LC - Local Currency costs
 
FX - Foreign Exchange costs
 

contractors will be reimbursed by MOETW, and, in turn, by AID as
described above. Training may through -rTbe 7NI or individual 
con-tactors depending on a mechanism to *be jointly worked out by rSA.D
 
and MOM% with payment and reimbursement provisions as above.
 
Subgrant mo,toring and evaluaion 
 cns-ts wi-l be i'tr=urred bm NTEF'. 
Like the sub-grantees, NIL._=Ll will also receive an advance from MOLF'
 
and submit the same kind 
 of quarterly statements to MO. W as the 
sub-grantees. 
 MOEFW 	 will include NI.H5I expenditures as a separate 
item in its consolidated cua!ri-l' clam_= for 
re4 -ursenemt fron A
 
through the Hinistry of Finance.
 

It is estiwa.ed that six subgrants will be approved in the first
 
project year (US fiscal year 1988) and 12 each in the 
second and third
 
prciect year respectively. 
 Table : helow shows projected

eZpenditures under the project components beginning US FY 1988 t..7)ugh 

http:estiwa.ed
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FY 1993. These expenditure projections have necessarily to be somewhat
 
vague and are subject to variations depending on the actual numoer and
 
size of subgrants approved each year and tae rate at which they are
 

implemented. Since USAID reimbursements will be based strictly on
 
sub-grantee and NIHFW expenditures, it is likely that there is no
 
USAID disbursement at all in tne first project year.
 

TABLE 	II
 

Estimated Annual Project Costs by Source of Funding and Component
 
($000)*
 

U.S. FISCAL YEARS**
 
Component 1988 1989 1990 1991 1992 1993 1994 1995 TOTAL
 

AID TOTAL 
Subgrants 

1st year grants 175 262 350 350 350 262 - - 1,749 

2nd year grants - 350 524 700 700 700 524 - 3,498 

3rd year grants - - 350 524 700 700 700 524 3,498 

Subtotal 175 612 1,224 1,574 1,750 1,662 1,224 524 8,745 

Technical Assistance 25 126 168 94 52 - - - 465
 

Training 15 40 44 48 53 58 24 26 308
 
Subtotal 40 166 212 142 
 105 58 24 26 773
 

Subgrant monitoring 10 20 30 43 47 52 57 63 322
 
and Evaluation
 

Project Evaluation - - - 70 - - - 90 160 

SUBTOTAL AID 225 798 1,466 1,829 1,901 1,772 1,305 704 10,000
 

GOI TOTAL* ** 

Project Management& 
40 48 53 58 64 70 77 85 495Administration 

PVO Con.ributions 
Subgrants 

1st year grants 58 87 117 117 117 87 - - 583 

2nd year grgans - 117 175 233 233 233 175 - 1,166 

3rd year grants - - 117 115 233 233 233 175 1,166 

TOTAL PVO Contribu- 58 204 409 525 583 554 408 175 2,915 
tions 

GRAND 	TO:AL 323 1,050 1,927 2,412 2,543 2,396 1,790 963 13,410 

* 	 Rs. 12.6 = t1.00 

** 	 U.S. fiscal year is from Octo.er i to September 30. For example, FY 

1988 = October 1, 1987 to September 30, 1988. 
*** 	 Lozal costs of GOI -project adminsitration converted into $ using 

the excnange rate of Rs. 12.6 = S1.00 

NOTE: 	 Totals may no: add due to rounding 



----- ------------- --- -- ----- --------------
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Table III is the same expenditure projection as 
in Table 11, recapped by
 
the major project cost components.
 

TABLE III
 

Estimated Annual Project Costs by Source of Funding and Component
 

($000)*
 
- -

U.S. FISCAL YEARS

Component 
 1988 1989 1990 1991 1992 1993 1994 1995 
 TOTAL
 

Subgrants 233 
 816 1,632 2,099 2,332 2,215 1,632 700 11,660
 

Technical Assis- & 
 40 166 212 142 105 58 
 24 26 773
 
tance & Training
 

Monitoring, Manage- 50 68 
 83 171 I1 122 134 238 977
 
ment & Evaluation
 

TOTAL 
 323 1,050 1,927 2,412 2,548 2,396 1,790 963 13,410
 

* Rs. 12.6 = $1.00 

NOTE: Totals may not add due to rounding
 

Table IV below snows metnods of Implementation & Financing.
 

Table IV
 

METHODS OF IA.LEENAION & FIN.ANCING 

Method of IDlementation 
 Method of Financing Estimated Cost
 
(U.S. $000) 

Subgrants 
 HC Reinbursement 8,745
TA HC Reimbursement 465
Training H Reimbursement 308
 
Subgran: ME 
 HC Reimbursement 
 322
Monizoring Evaluat.ion Direct USAID 160 

Sultozal 

i,1000
 

Project Management 495.
HC Contribution 
Subgranms PVO 0ontributions 
 2,915
 

Total Project Cost 
 13,410
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C. Audits
 

The GOI will maintain separate books and 
records for the grant funds.
These shall 
provide adequate records of the activities financed under
 
the Project relating to the administration, monitoring and evaluation
of the Project; 
the nature and extent of solicitation of prospective

suppliers of required goods and 
services; the basis of award of Host
CoLvcrv (HC) contracts and Work Orders; overall
and progress of the
 
Project. These will be available for audit by AID.
 

Each sub-grantee will be required to maintain a separate, non-interest

bearing, 
 bank account and separate books and records 
 for the

subproject showing information similar 
to that described above. The
subgrantee's 
 books and records will be audited 
 by a Chartered

Accountant employed by the NIHFW 
immediately after the completion of

each project-year. In addition, the sub-grantee's books and 
records

will be available for inspection and audit by both the MOHFW and USAID.
 

The Project will be implemented by the MOHFW and the NIHFW which are
both 
subject to the contracting, audit, and payment 
verification

procedures and guidelines prescribed by the GOI. 
 As stated in USAID's

initial submission of the 
'Mission Financing Policy and Procedures as
 
of December 31, 1984',
 

... USAID has reasonable assurance, based 
 on
 
thirty odd years experience, that the Government
 
and its departments 
have the necessary financial
 
and management capability to implement projects. 
 "
 

Althouzh USAID has isot 
had any recent reviews, specifically of either

the MOG--W's or the NIH2l's payment verification systems and practices,

USLID is generally satisfied with their 
 capability to implement
projects. In fact, both MOEF' and 
NIBFW have been involved in the

implementation of other AID projects and USAID has had 
no occasion to
doubt their administrative, 
 audit, and/or financial management

capabilities. The of funds
bulk the 
 under this Project will be
disbursed through the MORN, a line Ministry of the 
GOI.. USAID does
 
not 
feel any special needs for an audit beyond the standard GOI audit
 
coverae and therefore no funds are being earmarked under the Project

for that purpose.
 

T. IMKPLErWNTAtTIONPAN 

A. The Adm--ni.strative Structure:
 

The Ad--Inis-trati-ve structure of the Proiect' and 
the definition of the

respo.sibitiies and 
authori-ies of the organizational element hich
comprise that are in
structure described detail in Annex F.1
 
Administrative Analysis. 
In simmary, they are as follows:
 

1. The SDecial Grants Committee (SGC) - in the MO-Fn vill beres:nsible for the overall direction of the Project and the 
apprval of all subgrants.
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2. The Secretariat ­ (the Voluntary Organization Project Cell) 
in the
MOHFW will provide staff support 
 for the and be
SGC will
responsible for 
day to day management and implementation of the
 
Project.
 

3. The NIHFW - will be responsible for monitoring and evaluating the
subgrant activities, directly and/or by contract. The EvaluationUnit of the NIHFW created for this project will be responsible forcoordinating and providing staff support for this activity and uwilldraw on other faculty members of the Institute, as needed. 

4. The Project Coordinating Committee 
 (PCC) - comprised ofrepresentatives 
 of the MOHFW, the and will
NIHFW USAID be
established by PIL to coordinate project activities and to identify
and resolve problems that arise during implementation.
 

B. The First Six Months of the Project:
 

Although some pre-implementation actions will take place 
 before
October 
1 1987, U.S. Fiscal Year 
(FY) 1988 (October 1, 1987 to
September 30, 1988) will be the first year of the Project.
 

Following tha signing 
of the Project Agreement in August 1987, 
a six
month period will be required for the completion of 
other legal and
administrative actions 
before the first 
subgrant applications can be
solicited. 
During this period, the following actions will take place:
 

-
 The Project Agreement (Pro Ag) will be signed.
 

- The Conditions Precedent (CPs) will be met.
 

- The members of the Project Coordination 
 Committee (PCC)
representing USAID, the MORFW and the NIEFW will be designated.
 

- Procedures for regular monthly meetings of 
the PCC will be prepared. 

- The MOK" will prepare an estimate of first year project costs.The estimate will be reviewed and approved USAID
approved amount will be advanced to the GOI. 

by and the 

- 'TheMO-W will establish a separate bank account for Project funds. 

Assisted b. the Secretaiat, the PCC will -prepare a revised set ofapplication forms and an information booklet on Project thethe andapplication requirements and process, 
for prospective subgrantees.
The MORFV will publish the forms 
and booklet and arrange to
distribute them to poten-tial appJica=ts­

-
 The M0FJ1J will initiate action to add at least one 
Senior Technical
Assistant/Investigator to 
the staff of the 
Voluntary Organizations

Project Cell.
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- The NIHFW will initiate action 
 to establish a senior level

full-time position to Head the 
evaluation unit 
and to create two
 
full time p-ofessionals positions.
 

-
 The PCC will prepare subgrant appraisal criteria.
 

-
 The PCC will issue guidelines for semi-annual progress reporting by
 
subgrantees.
 

- The NIHFW will contract for the assistance of 
a panel of Community

Health Specialists in subproject appraisal and monitoring.
 

- Contractors will be identified to provide TA in 
subproject design
and plan preparation and the design and conduct of baseline Surveys
(See Contracting Section above.).
 

- Data collection on 
the existence and qualification of potential

contractors for other types of TA will be 
started, possibly by use
of a contractor to conduct an initial survey.
 

- The PCC will prepare an initial schedule of 
meetings or workshops
 
for subgrantee PVO's.
 

C. The Remainder of the First Project Year:
 

With a Project Agreement signing in August and four months required to
complete the initial 
six months of t~he pre-implementation activities,
there will be 
about eight months remaining in the first 
year of the
Project. 
During this period, the following actions will take place:
 

- The NIHFW will prepare revised guidelines for monitoring and

evaluation reports and will 
 subrit them to 
 the Coordinating

Committee for review and approval.
 

- Preliminary applications will 
 be reviewed by the PCC and a
 
short-list of about six applications will be prepared.
 

- Appraisal visits will be made 
 to the short-listed applicants. 

- Revised applications 
 will be submitted 
 by the short-21sted 
applicants. 

- The =eviserd a;l_=2-catcns will be a -praisedagai, if necessary and 
up to s-1 subgrants will be aware-_ 

The MOW will advance funds to the approved PVO granfees for the 
first six months of subproject ac:,-it. 

- The MOHFW will submit the first rei--bursement claim to USAID.
 

- Either MOrW or AID will 
direct! contract for the Survey of TA for 
the ?VDs. 



- 22 ­

- Contractors for providing TA to PVOs will be selected anA procedure 
for contracting developed by the Project Coordination Committee.
 

D. The Second Project Year (FY 1989):
 
The second project year will be an iteration of the last eight months
 

of the first year, with three additions:
 

-
 The number of subgrant appraisals will increase to 12.
 

-
 Monitoring visits will be made to the first six subgrantees.
 

- One subgrantee meeting or workshop 
and one subgrantee training
 
course will be held.
 

E. The Succeeding Project Years (FY 1990-95):
 

1. Year Three - The third year of the Project will be an iteration of 
year two, with an additional 12 subgrantees to be monitored. This 
will be the last year for subgrant appraisal and approval. 

2. Year Four - The fourth year will require that the maximum number of
 
subgrants, about 
 30, will be monitored (30 to 60 monitoring

visits). In addition, the original subgrants will be ready for 
their Mid-Term Evaluation and an overall Mid-Term Evaluation of the
 
Project will also take place in this year.
 

3. Year Five and Six - there will be 12 Mid-Term Evaluations of the 
Subprojects during each of years 5 and 6.
 

4. Final Subproject Evaluations - will be conducted in project years
6, 7, 8 as the subgrants are completed. 

5. Final Years - The nmber of subgrantees to be monitored wil 
decline by six in year 7 and twelve in year 8. The Final Project

Evaluation 
will occur in year eight. Subgrantee Meetings and
 
Workshops will occur in every project-year, with the last Traiuing
 
Course in year 6.
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CHART: IMPLEMENTATION SCHEDULE -
FIRST YEAR
 

No. 	Activities 


Grant Agreement 'nase
 

1. 	Signing of grant agreement 


2. 	Fulfillment of C.P;'s 


Preparatory Phase
 

3. 	Designation of Project
 
Coordinating Committee Members 


4. 	Estimate first year budget and 

release of funds 


5. 	Establishment of a separate bank
 
Account for the PVOH II Project 


6. 	Add one senior technical assistant
 
to the Secretariat 


7; 	 Procedure for monthly meeting of 

the Project Coordinating Committee
 

8. 	Revise set of application require-

ments and proposal guidelines into
 
a brochure
 

9. Print brochures about the grant
 
for potential applicants 


10. 	Publicity about the grant program 


11. 	Schedule 1st year workshop and 

meetings
 

-12 	 First workshop to publicise 
about the project 

13; Prepare Subgrant appraisal criteria 

14. Prepare guidelines for semi-annual/ 

quarterly reports by the Sub­
grantees, Ministry and the National
 
Institute
 

Action Aug.1987 - Sep.l988 
10 11 12 1 2 3 4 5 6 7 8 9 

USAID 

GOI 

* 

* * * 

PCC 

MOHFW 
USAID 

* 

* 

MOHFW * 

PCC 

PCC 

* 

PCC * 

MOHFW 

MOHFW 

PCC * 

* 

* * 

MI 

P=' 

PCC.-* 

• , 

* 

, 

, 

• 

15. 	Appoint a senior level full time 
 NIHFW * * * 
ead for the Monitoring Cell and 

recruit other staff ""
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No. Activities Action Sep.1987-Sept.1988 
9 10 11 12 1 2 3 4 5 6 7 8-9 

16. Prepare revised guidelines for NIHFW 
monitoring and evaluation * * * 
reports 

17; Review and approval of the PCC 
revised guidelines for monitoring * 
and evaluation reports 

Contracting for Technical Assistance 

18, Identify and contract panel com- NIHFW/ 
munity health and PVO specialists in PCC * * * 
subproject appraisal and monitoring 

19. Data Collection on the existence MOHFW/ * * 
and qualification of potential USAID 
contractors for other types of 
TA to subgrantees 

20. Develop procedure for contracting MOHFW/ * * * 
for above TA USAID 

21. Identification and selection of PCC * , 

TA panel 

Processing of Applications for Subgrants 

22, Receipt of first set of MOHFW * * * 
applications 

23; Review and shortlisting for PCC 
appraisal * , 

24. Field appraisal visits Joint * * * 

25. Submission of revised proposals {OHF * 

26. Review of revised proposals PCC • 

27. Approval of first set of Grants 
snbprojet-cs Co=.itte 
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CHART: IMPLEMENTATION SCHEDULE - 2ND YEAR TO 8TH YEAR 

No. Activities 	 Action Project Years(FY)

89 90 91 92 93 94 95
 

1. No. of additional subprojects to be PCC/ 12 12
 

reviewed, appraised and approved MOHFWW
 

2. 	No; of subprojects to be monitored NIHFW 6 18 30 30 30 24 12
 

3. No: of workshops and training courses NIHFW/ 2 2 2 2 2 2 2
 

to be held PCC
 

4. No. of midterm evaluations of NIHFW/ 6 12 12
 
subprojects Contractors
 

5: 	Overall mid-term evaluatiosn of the USAID 1
 
project (PVOH II)
 

6. No. of final evaluations of subprojects NIHFW/ 6 12 12
 
Contractors
 

7. 	Overall final evaluation of the project USAID 1
 

8. Technical Assistance to subprojects - PCC * * * * * * 
(continuous) 
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VI. MONITORING PLAN
 

A. USAID Project Monitoring and Management:
 

The primary USAID management and monitoring responsibility will be
 
vested in the Office of Health Services (HPN/HS), specifically in the 
PVOH I/PVOH II Project Officer. The Project Officer will be assisted 
by the Mission PVOH Project Committee and other members of the USAID 
staff, who will, as necessary, participate in appraisal and monitoring
 
visits to the subproject sites. Project monitoring will include the
 
following:
 

- Participation in the subgrant appraisal and approval process,
including review of applications and supporting documents and 
pre-appraisal or appraisal visits to subgrant applicants. aAs 

result of this participation, the Project Officer will be
 
knowleAgeable about the concept and design of each subproject.
 

- Field visits to subgrantees, either individually or a part of one 
of the NIHFW's monitoring teams. These visits will be infrequent

during the first three project-years, when new applications are
 
being appraised and the PVOH I Project is coming to an end. The
 
visits will become more frequent in the fourth year and beyond, as
 
the PVOH II Project moves into full implementation.
 

- Review of reports of the monitoring visits to each subgrantee by 
the staff of the NIHFW. 

- Review of the semi-annual progress reports that will be submitted 
by each subgrantee to the MOHFW, with copies to USAID. These 
Progress reports will show physical progress against planned 
targets, salient accomplishments and problems, if any, with actions 
taken or planned to resolve them. Each report will also include 
forecast of actions to le taken during the next six months and the 
actions that were forecast for the reporting period and the status 
of each of them. These semi-annual reports will be submitted 
within 30 days of the end of each six month period. 

- Review o± MOlFW's semi-annual project status reports to be 
submitted to USAID. 

- Review of the mid-term evaluation of each subgranz conducted by theEF;. 

- Review a-d ssi-bly pa-rtic-ipation i-, the mid-term evaluation of 
the PVOH II project.. 

- Tlembership on the ?CC. 

- Participation in the annual subgrantee meetings or workshops.
 

e0rc- Periodic contact Iwith TA contractors.
 



- 27 ­

- Review of annual Cost Estimates and quarterly Reimbursement Claims 
from the MOHFW. 

B. Subgrant Monitoring:
 

Primary responsibility for monitoring the individual subgrants will be
 
vested in the NIHFW. It will be responsible for conducting an on site
 
monitoring visit of two to three days to each subgrantee annually.
 
The visiting team will review overall subproject progress against the
 
project plan and will identify problems which need to be resolved.
 
Financial monitoring will be provided by a team member drawn from a
 
Chartered Accounting firm under contract to the NIHFW. These firms
 
will also provide TA to subgrantees on accounting practices and
 
procedures. The current PVOH guidelines for the monitoring visits and
 
reports will be revised by the NIHFW during the first year of the
 
project. The revision will be directed at improving the narrative
 
content and the quantification of subproject progress reports;
 
identifying, in agreement with the PVO, significant problems,
 
including any required outside TA; and providing for a summary of
 
conclusions and recommendations in each monitoring report.
 

The NIHFW has established a special unit to monitor PVOH I
 
subgrants. The Unit currently has a staff of seven professionals and
 
routinely draws on other faculty members of the Institute to 
participate in monitoring visits. The Unit is equipped with a micro 
computer. Under the Project, the NIHFW will agree to undertake to 
strengthen this Unit by appointing a senior-level full-time Head and 
by adding two full-time professionals with expertise in community 
health, health education and training. In addition, the NIHFW will 
augment its monitoring teams through contracting with outside TA when 
necessary (e.g. when the management information System of a subproject 
appears to be a major implementation problem). The staff should be 
retained long enough in the Unit to take advantage of the experiences 
gained and not transferred to other departments during the life of the 
project. 

VII. CONDITIONS AND COVENANTS 

A. Conditions Precedent to Disbursement: 

Prior to the first disbursement under the Grant or to the issuance by 
L.I.D. of documentation pursuant to which disbursement will be made, 
the Grantee will, except as the ?arties may atherwise agree in 
writing, furnish to A.I.D. in form and substance satisfactory to
 
A.I.D.: 

1. legal Opinion - An opinion of counsel acceptable to A.I.D. that the 
Agreement has been fully authorized and/or ratified by, and
 
executed on behalf of the Grantee, and that it constitutes a valid
 

gation of the Grantee in accordance with
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2. Representatives - A statement of the name of the person holding or
 
acting in the office of the Grantee specified in the Project

Agreement, and of any additional representatives, together with 
a
 
specimen signature of each person specified in such statement.
 

B. 	Covenants:
 

Except as A.I.D. may otherwise agree in writing, the Grantee will
 
agree to:
 

1. 	Abortion - Insure that ofnone the funds made available under this
 
Grant are 
used to finance any costs relating to (a) the performance

of abortion as a method of family planning; (b) motivation or
 
coersion of any person to undergo abortion; (c) biomedical research

which relates, in whole or in part, to methods of, 
 or the
 
performance of, 
abortion as a method of family planning; or (d)

active promotion of abortion as a method of family ptanning.
 

2. Establish financial procedures - which ensure that reimbursements 
to each subgrantees for expenditures incurred, and any necessary

adjustments to the amount advanced each subgrantee,
to 	 will

sufficient to provide the subgrantee with an 	

be
 
advance equivalent to
 

the subgrantee's estimated expenditures for the six months period
 
following the date of reimbursement.
 

3. 	Establish MOHFW position ­ for at least one Senior Technical
 
Assistant/Investigator in the Voluntary Organizations Projects Cell
 
in 	the MOHFW.
 

4. 	 Establish NIHFW positions - i) for a senior-level full-time 
position of Head of the Evaluation Unit; and (ii) for two full time
professionals with expertise in community health, educationhealth 

and training.
 

5. 	 Establish a Project Coordinating Committee, which will meet monthly
to provide regular oversight and coordination of project
activities. The Committee will be comprised of the Under Secretary 
of the MOHFW (Chairman), the Read of the Evaluation Unit of theNIS'W and Project Officer for thethe USAID 	 Project. 

6. Insure that the Special Gra=s Committee and the Voluxntary
Organizations Project Cell of the MOHFW will continue to function 
during the life of this Project.
 

-7.	MOHFW will insure that adequate funds are budgeted to i-nitiate 
activittes and meet the projected level of expenditure. Since this 
project is expected to be signed in August 1987, i-e. midway during
GOI current budget year, MOFW should 
take necessary action to

budget funds needed to 
finance advances to the sub-grantees and the
 
NIH-.L.
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VIII. SUMMARY OF ANALYSIS
 

A. Technical Analysis:
 

The Technical Analysis of the Project is based on the Technical
 
Analysis for the PVOH I Project, plus implementation experience to
 
date. That original Technical Analysis drew on extensive field visits
 
over an 18 month period by Mission staff to PVO's working in the
 
health field. It concluded that the PVOH I Project was technically
 
sound, even though health PVO's tended to be institution based and
 
curative oriented. Experience under PVOH I has proven that conclusion
 
to be correct. Under PVOH I, subgrantee PVO's are successfully
 
mounting community based health outreach programs which include an
 
emphasis on prevention. (Although it is not noted in Annex F-i, the
 
Mid-Term Evaluation of the PVOH I Project noted several technical
 
areas where subgrantees generally need outside assistance. The PVOH
 
II Project will provide such assistance.)
 

The Technical Analysis also recognizes the substantial potential
 
contribution of traditional health practitioners, if they can be
 
incorporated into subprojects.
 

B. Financial Analysis:
 

Both the Technical Analysis and the Social Soundness Analysis of the 
Project review the structure and capabilities of PVO's in the Health 
Sector. The conclusions of these analysis is that there is a great 
potential for PVOs to expand and extend their capacity to provide 
basic health services, and family planning and nutrition services 
especially in the rural areas of the country. PVO's appear to have a 
relatively unique capability is the provision of such services at the 
community level.
 

It is this unique capability that forms the crux of the Financial 
Analysis of the PVOH II Project. The Project will tap this potential 
by financing community based curative and preventive basic health 
services, family planning and nutrition services, with a focus on 
women and children under the age of five. The GOI and USAID feel that 
the PVDs are an appropriate alternative means of providing such 
services because: 

- They are part of the Private Sector, which provides about sixty 
percent of the rural health care in india; 

7.They are geographically dispersed.throughout the nation;
 

- They can reach areas which are unserved or under served by the 
existing Primary Health Care system; 

- They -are popular and trusted -by rural people due to a reputation 
for continuity of care;
 

- They are -aware of local needs and social obstacles to the provision 
of services; 
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-
 They are effective in promoting community participation;
 

- Strengthening the PVOs through PVOH II subgrants will improve the
 
quality and efficiency of any existing services;
 

- They are willing to innovate;
 

- They can attracv private resources for rural health care; and
 

- They are recognized by the GOI as an essential element of the
 
overall system of Health Care.
 

The most obvious alternative to the provision of financial support

envisioned under the PVOH II Project is to 
directly support an
 
extension of the existing GOI's Primary Health Care System. Such an
 
alternative would, in any case, not have the same impact 
as the PVOH
 
II Project in that it would limit USAID 
support to some selected
 
geographic area of concentration. This would be essential 
from the
 
logistics and management 
point of view. Also such an alternative
 
project methodology would preclude from involved
A.I.D. becoming in
 
the wide range of innovative health services that are now being

proposed under the PVOH II Project.
 

Notwithstanding 
the above, the Project Design Team concluded that a
 
Least-Cost Analysis comparing these two possible alternative projects

would not be feasible in that the raw financial and health beneficiary
data is not available in any meaningful sense. In fact the PVOH II is 
attempting to address this absences of reliable data by requiring each 
subgrantee to develop a baseline survey prior to implementation of the
 
subproject. These surveys will be updated 
 as the subactivities
 
progress and by completion should provide some reliable figures and
 
data on PVO provision of basic health service etc.
 

Although a Least-Cost Analysis is not feasible, the Project Design
Team did intuitively feel that PVO's appear to be an extremely Cost 
Effective means of providing rural health care because; they attract 
outside resources; their salaries and overhead costs relative loware 

when compared to the more traditional means of providing such
 
services; they prone innovate the of
are to in provision such 
services; and they attract significant number of dedicated volunteers 
and community level participation. 

C. Mrconomic Analyss: 

The Econaic Analysis, Annex F.4, for the 'Project concludes that a
 
traditional Cost/Benefit Analysis woulf not -be appropriate 
in this

particular project because the necessary a priori a-ssumptions would be 
so tenuous as to make the analysis fundamentally unreliable. 

The Economic Aalysis 
-does however provide an indication- of the
 
economic rationale for the PVOH II Project. Such 
a rationale notes 
that a Net Positive Income Streams with Rates of Return above the 
Opportunity Cost Capital may generated healthof be from investments 
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in Human Capital (e.g. increased earnings attributable to improved
 
health) and therefore to the extent that the subprojects are
 
experimental or innovative in their approach and subsequently
 
replicated, the discounted investment in Human Capital and the Cost
 
Savings in the provision of health services attributable to the
 
subprojects, may also be added to the Income Stream.
 

The paucity of data to measure Cost Effectiveness of PVOH II is noted
 
and as indicated above, the Project is making efforts to develop

appropriate data and information 
on the provision of Basic Health
 
ServiceE.
 

The Economic Analysis also notes the importance of subproject

sustainability. This issue is discussed in Section I. B.l above.
 

D. Social Soundness Analysis:
 

The Social Soundness Analysis is based on a comprehensive analysis

done for the Integrated Rural Health Project (386-0468). The
 
experience under that project, the PVOH I Project (386-0469), the
 
Integrated Child Development Services Project (386-0504) and other
 
relevant experience has tested and proven the cultural acceptability

of rural health, family planning and nutrition projects in India which
 
are centered on the existing primary health care system. PVOH I has
 
also demonstrated the social soundness of 
 community based health
 
services.
 

E. Administrative Analysis: The Administrative Analysis details the
 
administrative structures 
that have been established under the PVOH I
 
Project and that will continue to operate under this project. The
 
Analysis concludes that these structures and the relationships among

them are sound, although a few additional staff need to be added in
 
the MOHMW and the NIEW in order to insure that the additional 
administration and management responsibilities inherent in another 
PVOH Project will not overwhelm the existing structures. In addition, 
the Project has provided for some contract TA to both the PVOs and the
 
N!7W as required during project implementation.
 

IX. EVALUATION ARPLANG ENTS 

A. Oherall Project Evaluation:
 

ide;endent of 

mid-temm 

7 n evaluations the Project -ill be conducted; a 

eval -inn during the third or fourth year of the Project and 
a final projec: evaluation in the last year of the Project (FY 1995).
In order to estimate the cost of these Evaluatftns the Project Design
Team provided that they will be carried out by a three person team,
working for four weeks each, under a direct A.I.D. contract. The 
actual composition of the teams and their Terms of Reference will be
worked out in consultation with the GOI, but a likely team composition 
might be: A community health specialist (Team Leader); a 
finance/management specialist; and a FVO specialist. 
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1, The AID Mid-Term Evaluation - will assess progress toward the 
achievement of project objectives and ascertain whether 
implementation is on track. Constraints to the achievement of 
project objectives will be identified and mid-course corrections 
will be recommended. 

2. The Final Project Evaluation - will assess the impact of the 
Project at the Goal and Purpose level. Where progress has fallen
 
short, the Evaluation will assess the reasons for the shortfall.
 
It will also identify problems of project design and implementation
 
and possible corrective measures for use in any similar future
 
projects. Finally, the Evaluation will recommend any identified
 
needs for GOI or donor support for health PVO's in the future, with
 
the financial implications clearly spelled out.
 

B. Evaluation of Subgrants:
 

Each subgrant will be formally evaluated twice, once at its midpoint
 
and once when the subproject is completed. The objectives of these
 
evaluations will be essentially the same as those of the overall
 
Project evaluations. These subproject evaluations will be the
 
responsibility of the NIHFW, which will conduct them either directly
 
or by contract. Terms of reference and report formats for the
 
mid-term and final evaluations of subgrants will be prepared by the
 
NIHFW during the second and fifth years of the Project, respectively.

They will be submitted to the PCC for review and approval before they
 
are published.
 

X. PROJECT DESIGN TEAM:
 

E.G.P. Baran, HN 
S. J. Freundlich, PRJ 
N. N. Wahi, CO
 
S. Silberstein, EN
 
P. Thormann, PRO
 
P. Amato, PRJ
 
B. Thomas, ISTI (IQC)
 

XI. .MISSIONREVIEW CO!LwaTTEE: 

R. Blue, DD
 
C. Crotley, PRO
 
C. Thompson, PRJ
 
G. Eidet, CO
 
R. -Beasley, EHN
 



ANNEX F 1
 

ADMINISTRATIVE ARRANGEMENTS
 

The administrative arrangements for processing/approving applications, 
and monitoring/evaluating the subgrants are already in place. This 
system with some strengthening, will be adequate to effectively manage 
the Project. These arrangements are explained in the following sections. 

A. USAID Administrative Arrangements: USAID/India's Directorate of
 
Health, Population and Nutrition will have primary responsibility for
 
project administration, assisted by other USAID offices as required.
 
One staff member will be designated USAID Project Officer and made
 
responsible for liaison with the Ministry of Health and Family
 
Welfare. Resident USAID staff (U.S. and Indian professionals) with
 
skills in various specialities will assist the Project Officer
 
perform USAID's role in subproject appraisal, approval, monitoring,
 
and evaluation.
 

A Project Committee will be established to provide overall policy
 
direction and guidance to the project. However, the Committee's
 
clearance will not be required on new subgrant approvals,
 
disbursements, waivers or other routine implementation matters.
 

USAID's approvql will be required for all subgrants, and it will
 
participate in appraisal and approval of subgrant proposals as
 
explained in Annex H. Routine subproject financial and program
 
monitoring is expected to be performed by the NIHFW. However, USAID
 
will continue to monitor project activities, on a selective basis.
 
As far as possible, USAID staff will join the NIHFW during their
 
monitoring visits.
 

B. GOI Administrative Arrangements:
 

The overall body responsible for the Project will te the Special
 
Grants Committee (SGC), which was established under PVOH I. The SCC
 
will be the approving body for all subgrant awards; have overall
 
monitoring and evaluation responsibility; and have overall financial
 
responsibility for Project funds. The SGC will be assisted by a
 
Secretariat (the Voluntary Organizations Project Cell), an
 
administrative body within the MOHFW.
 

1. Special Grants Committee - The Committee will review and approve 
all subgrant awards, discuss the progress reports on each 
subgrantee prepared by the Secreta-riat and take artion vhen 
required; and plan and supervise project and subgrant evaluation. 
The SGC is comprised of the following members:
 

(i) Join-t Secretary, 
Voluntary Organizations
 
Project, MOHFW Chairman
 

(ii) Joint Secretary
 

CFinancial Advisor)

MOFW, or his nominee Member
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(iii)Director General of
 
Health Services,
 
MOHFW, or his nominee Member
 

(iv) Joint Secretary,
 
Department of
 
Economic Affairs,
 
or his nominee Member
 

(v) Joint Secretary,
 
Ministry of Human
 
Resources Development
 
or his nominee Member
 

(vi) Under Secretary,
 
Voluntary Organizations
 
Project, MOHFW Member/Secretary
 

In addition, the Secretary of Health of the concerned state or his
 
nominee and the Director of the NIHFW's Evaluation Unit will be
 
special invitees when appropriate.
 

2. The Secretariat - A Secretariat (the PVOs Cell) has been
 
constituted under the SGC to handle the routine administration of
 
the Project. An Under Secretary serves as the Read of the
 
Secretariat. It has a few administrative staff. The Secretariat
 
will invite appropriate technical experts from the various
 
departments of the MOHFW to assist it in its work.
 

In order to be able to appraise and manage a large number of 
subgrants more quickly and effectively, the Secretariat staff 
should have expertise in community or public health; personnel or 
manpower planning; budgets and book-keeping; and report drafting. 
Staff should be retained long enough in the Secretariat to take
 
advantage of experience gained in reviewing grant applications.
 
At a minimum, one full-time senior level technical assistant/
 
investigator will be added to the Secretariat.
 

The main duties of the Secretariat are: w-de dissemination of 
information about the grant program; preliminary screening of all 
applications against eligibility criteria, appraisal of proposals; 
supervision to ensure adequate monitoring of subprojects by NIHn"; 
a--ranging for TA and traiming for subgrawrees; disbursement of 
funds to subgrantees; and the proper implementation of subprojects.
 

C. Administrative A-rranmgements with the National Tnsit-ute-:
 

The NIHFW, under an arrangement with the SGC wil -have the principle 
responsibilities of: Program monitoring of subprojects; Financial
 
monitoring of subprojects; Facilitating TA both in propose.
 
development and in subproject implementation; Coordinating Mid-Term
 
and Final Project Evaluation of each subprojects through local 
Institutions; and Assisting the Secretariat in technical review- and 
appraisal of proposals.
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1. Subsrant Monitoring 
- The NIHFW will monitor the progress of 
subgrantee activities to ensure the fulfillment of project

objectives and 
the appraised subproject plan. Program monitoring

will be done based on information obtained through: 
 semi-annual
 
progress 
reports of the subgrantees; Pre-implementation visits
 
during the first 
 three months of the subproject to provide

guidance on reporting requirements. Subsequent well planned, site
 
visits at least once a year 
to each subgrantee. The NIHFW will
 
involve 
 local experts with specific skills as part .of its
 
monitoring visits; 
and Special repeat visits to subgrantees with
 
special problems or as follow-up visits where specific
 
recommendations have been made.
 

2. Financial Monitoring - The NIHEW will do the financial monitoring

and annual verification of subgrantee accounts. The principal

objective is to ensure 
that the subgrantee utilizes grant funds in
 
accordance 
with the approved budget and within the requirements of
 
the Pro. Ag. and the PILs.
 

The task of financial monitoring of subgrantee accounts 
will be
 
done by the NIHFW through subcontracts with 
reputed Chartered
 
Accounting firms. 
 The selected Chartered Accounting firms will be
 
requested to depute a Chartered 
Accountant who will visit 
the

voluntary organization, 
soon after the approval of the subgrant,
 
to review and 
provide TA to each subgrantee on how it should
 
account for the funds 
provided under the subgrant. This will
 
involve: Instructions to subgrantees be
on what records are to 

maintained and how; Review of subgrantee's internal controls and 
procedures relating to cash management, bank reconciliation,

procurement of goods and 
services, stores maintenance, inventory

controls, 
etc. When these controls and procedures are found
deficient, advise subgrantees or what actions are to le taken;

Advise to subgrantees on how reimbursement claims are to be

prepared and how supporting documentation is to be maintained for

verificatio-; and Explaining to subgrantees bow periodic reports

are to be prepared and how records are to be maintained for 
verification.
 

After the initial visit covering the above items, the Chartered
Accountant deputed by the firm will make periodic visits, at least 
once a year, to each subgrantee, as a part of the monitoring tesm
from the KIHF, to review and verify wbether the subgrantee:Y ns adequate records; Maintains imternal c IntIs;-repares

reimbursement claims properly; Prepares reports accurately; and 
Complies with USAID procurement requirements.
 

The report of the Chartered Accountant rill be a part of
monitoring reports to be submitted 
by the NIEFW to USAID and the
 
Secretariat.
 

3. Evaluation of Subrojects - Each subproject will be evaluated

trice; a Mid-Term Evaluation an2 a Final Evaluation. The -NIRF67
will do these evaluations directly, or have them done through
subcontracts with local institutions, with the NIH' playing an 



overall coordinating role. Once the local institutions are
 
identified, there will be a preliminary meeting to design the
 
evaluation Terms of Reference. The subgrantees concerned will be
 
involved in the evaluation process so that information collected
 
is useful to grantees to assess progress, identifying problem
 
areas and to make necessary corrections.
 

d. Assist the Secretariat in Appraisal - The NIHFW will assist the 
Secretariat in review and appraisal of proposals. As part of the
 
appraisal team, it will alsQ ssist the Secretariat in writing the
 
appraisal reports. If required, 
the NIHFW may also utilize
 
outside local experts in its review and appraisal activities.
 

e. Staffing of the Evaluation Unit - The NIHFW has established a 
Coordinating Group and a full-time Evaluation forUnit the
 
Project. The Coordinating Group consists of senior faculty

members of the Institute with expertise in community health
 
communication and training, health administration, and statistics/
 
demography. This Coordinating Group helps and guides the work of
 
the Evaluation Unit. The Evaluation Unit will be managed by a
 
full-time Head. The Unit will have four to six middle 
level
 
research officers (technical) and necessary secretarial/clerical 
support staff. Collectively, the staff should have expertise in 
the following areas: project design and proposal writing,
 
monitoring and evaluation, community health, training and
 
communication, survey designing/statistics/demography, project
 
management and data processing with the 
use of a micro-computer.

Prior experience in working with PVOs will be a special
 
consideration in selection of replacements or candidates for new
 
positions. The NIEFW's capability 
in appraisal, monitoring and
 
identifying of TA/training needs of subgrantees will be
 
strengthened through a contract panel of local experts 
with
 
expertise in project design, management information systems, 
co munity health and training and communications. 

D. 	 Conclusion - The existing structures will be strengthened with 
additional staff and a panel of experts. These administrative 
arrangements will be adequate to effectively manage the Project. 



ANNEX F2
 
ANALYSIS
TECHNICAL 


A. Previous Analysis: The PP for the PVOH 
I Project contained a detailed

Technical Analysis that is 
 essentially still valid for 
the PVOH II
 
Project. That analysis stated, in part, that:
 

"Voluntary Organizations and private
 
practitioners represent a major asset 
 in
 
India for the promotion of health, nutrition
 
and family planning awareness and services."
 

In 1974, there were estimated to be over 400 NGOs engaged in health and
family planning activities. [The number 
has certainly increased since
 
then.) Hospitals in the voluntary sector are 
by and large found in towns

and cities, and 
are mostly run by Christian missions. Although these are
 
found 
all over the country, they are concentrated in the South where
 
christian missionary activity has been the 
strongest over the years.

Most of these hospitals have some sort of 
rural extension outreach
 
program, primarily for curative services. There 
are also hospitals,

dispensaries and clinics set 
up by philanthropic trusts and foundations,

and these are also predominantly found 
in urban and semi-urban areas.
 
They tend to be uni-purpose, (e.g., maternity hospitals), are often
limited in their geographical area of operation, and have few rural
 
extension programs, except 
for occasional eye and immunization camps.

Voluntary organizations provide about fifty of small town and 
rural
 
hospital beds.
 

Over 2,000 family planning centers are being operated by NGOs. Most of
 
these clinics located in 

to the urban 

are 
population. At 

large citi
present, 

es and towns and 
only a few have 

cater primarily 
rural outreach 

programs of any kind, or are engaged in family planning promotion or 
motivation. 

In the 18 months prior to the PVOH I Project, Mission's professional
staff made extensive field trips to voluntary organizations and discussed
 
their activities and concerns. 
These visits revealed the following about

voluntary organizations: 
(1) they had begun to develop from conventional
 
hospital or clinic-oriented programs toward 
an interest in public health
 
and preventive programs, community services, 
and outreach programs for
the poor; 
 (2) they infrequently offered oral contraceptives, condoms,

diaphragms, jellies, planned motivation campaigns- or community-based
aL.stribation of contraceptives, but many were interested in doing so; (3)they infrequently offered children, village-based health services using
paramedical staff, health or nutrition education proras, or 
envizmxmeal improvement campaigns, although many were prepared to do
 so; (4) they infrequenlty used oral rehydration salts or growth charts;

-(5) -they vere interested -n'innovative activiti-es but lacked 'unds to try
new activities even though they have i-ur.ressi-ve field experience; (6) thequality 
of servies they offered was generally good. Based on these

findings, the Mission concluded that there was 
a great potential for
 
voluntary organizations to expand 
their basic health, family planning and
 
nutrition services or special preventive programs to greatly 
enhance 
public health and fertility reduction in India. 

4l7
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B. 	 The PVOB I Experience - Experience under the PVOH I Project has confirmed 
the findings above and 	the belief that expansion of PVO outreach
 
activities, that 
the PVOH II Project supports, can be achieved. As
 
examples, in the PVOH I PP:
 

- Most subprojects are targeted at the high risk group of mothers and
 
children.
 

- All subprojects provide some form of outreach using paramedical
 
and/or village volunteer staff.
 

- Most are multi-purpose projects, and all subprojects under PVOH II
 
will be multipurpose.
 

- Several are testing truly innovative approaches to rural health, and
 
this will be encouraged further in PVOH II.
 

- Most include some form of health or nutrition education, but the 
quality of the training needs to be improved. 

- Almost all involve oral rehydration therapy, although it is more 
/widely accepted among lower level workers than physicians.
/
 

- Many include growth monitoring charts, but they are infrequently used
 
as a basis for intervention 
feeding for the critical cases they
 
identify.
 

The overall conclusion of the PP design team is that 
there continues to
 
be a great potential 
for PVOs to expand and extend their basic health,

family planning 
and nutrition services, especially in the rural areas.
 
The PVOH II Project will tap this potential and will address the

continuing technical 
problems through better subproject design and the
 
provision of TA.
 

C. 	 Indigenous Practitioners - In addition to voluntary organizations, there
 
are now about 120,000 practitioners of Allopathic medicine in the privatesector (mostly in urban and semi-urban areas) and over 600,000 private
practitioners following indigenous systems 
of medicine (Ayurveds, Unani,

Elomeopaths, Naturopaths, and Siddha), who mostly practice in the 
rural 
areas. Some indigenous practitioners are formally trained in an
institution, registered by the GOI and usually practice full-time.
 
Others are trained informally by preceptors, not registered by the GOI,
practice part-tie and usually charge mimmal fees. Both types of thesepmac=iioners use some forms of All opathic medicine (e. g.
immunization),and together they constitute a large reservoir of untapped
potential 
for 	improving basic health, nutr'tion-.znd -family-planning

services. Some estimates are that, 
in small towns and rural areas, the 
government-sponsored system provides about -wenty percent of non-hospital

services, the organized voluntary sector twenty percent, and -private 
sector (Allopathic plus traditional) about sixty percent.
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PVO's should be better able than the 
GOI to tap this vast reservoir of
 
indigenous practitioners and a few PVOH I subprojects are already

attempting to do so. 
 But more needs to be done. The PVOH II Project

will give high priority to subprojects which propose to test an approach

to -rural health outreach that includes both indigenous and allopathic
 
medicine.
 



ANNEX F 3
 

SOCIAL SOUNDNESS ANALYSIS
 

Fundamental social soundness of the primary health care system which the PVOH
 
II subprojects will emulate and extend, or integrate into, is not an issue.
 
The comprehensive social soundness analysis for the Mission's recently

compeleted Integrated Rural Health Project (IRHP) concluded that: "It can be
 
said that the [Indian] delivery system of health care and family planning

services as presently designed and in operation is consistent with prevailing
 
norms and practices and that we see no serious obstacles to the ability of the 
proposed project to provide effective health care and family planning. services 
in rural India." Experience under the IRHP, PVOH and Integrated Child
 
Development Services 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.
 

The private and voluntary health sector plays an important role in meeting the 
medical needs of rural and urban communities. Rural health behaviour surveys
have shown that a mpjority of sickness care services and expenditures are in 
the private and voL ary health sector. This tends to hold true for the poor
 
as well as the mi.dle and upper classes. Private and voluntary health
 
organizations have a number of strengths which have made 
them popular and
 
perhaps more importantly, trusted. These strengths include:
 

- Their small size, which renders them manageable and flexible in response
 
to experience and local conditions;
 

- Their awareness of local felt needs and social obstacles. They have 
substantial knowledge and experience in dealing with the existing social 
structure of individuals and groups; 

- Their sustained contact with the community they serve and the resulting 
reputation for continuity of care (workers are not subject to frequent
 
transfers); and
 

- Their means to promote community participation, not only their ability to 
recruit appropriate personnel more readily, but also their ability to 
experiment with programs which make modest demands (organizational,
financial, work activity, etc.) on the community as a prerequisite to 
activity. They are in a position to foster commumity responsibility. 

Cultural acceptability of rural health, family planning, and nutrition 
extension outreach projects- in the private and 'voluntary sector has been 
tested and proven in numerous instances in rural India in addition to the PVOH
 
Project. Examples include the Jamkhed project in Maharashtra, Child in Need
 
Th stitute--tir West- Bengal, TamiT -Nadu' s Gandhlgram- Institute -of Rura "Health 
and 'Family Welfare, the lndbiaa (?=njab) Chr-istien Medical College Community
Health Project, and so forth. The GOI has encouraged these organizations in 
the past and is interested in their findings. In fact, there is no sense of 
-competition or overlap between these two sectors, since the needs are so xreat.
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PVOH has also demonstrated the social soundness of community based health
services which is the hallmark of most of its subgrants. As one example, 
one subproject has proven that it can successfully recruit and train
village mothers to serve as health facilitators and promoters with a small 
group of neighbours, and that they can be rotated every six months to 
spread the knowledge imparted by the training. 



ANNEX F k 

ECONOMIC ANALYSIS
 

A. Investment in Human Capital:
 

The PVOH II Project is not readily amenable to standard economic
 
Cost/Benefit analysis which would treat health services as an investment 
in human capital, i.e. in particular, estimates of without and with 
project net income streams. A priori assumptions vis a vis accessability 
of services, nature and cost of services to be provided, discounted 
lifetime income streams of individuals covered by services, etc. would be 
so tenuous as to make analysis fundamentally unreliable as guide to 
investment. 

B. Investment in Innovative Activities:
 

PVOs have been recognized by the GOI in the Seventh Five Year Plan,
 
1985-1990 particularly for the important role they play in providing 
a
 
basis for innovation with new models and approaches ensuring feedback and
 
securing the involvement of poor families that would otherwise not be
 
reached by health service programs. Several innovative models are being 
tested under the PVOH I Project. In this regard, another perspective from
 
which to undertake economic analysis of the PVOR II Project is as an
 
experimental activity aimed at increasing effectiveness and quality of
 
outreach programs. New approaches (including some that may result in cost
 
savings) from specific subprojects that are widely replicated would set up 
a stream of benefits from which in theory at least financial and economic
 
rates of return could be developed. However, estimates of the extent of
 
such replication at this time would be highly speculative, and actual data
 
or firm estimates will not be available until after the Project is
 
completed. Nonetheless, in assessing subprojects one of the criteria that
 
will be weighed is the innovativeness of the model proposed by the PVO.
 

C. Cost Effectiveness:
 

Aggregate and field level data for center and state level public sector 
programs on average unit costs of various types of health services are not
 
readily available. Similarly, private sector costs are also not readily
 
available. The Mission was engaged last year in a small research activity 
to, among other items, pindown at the state level budget allocations to
 
0ET and the expanded program of immunization. The effort went awry 
Because of complexity of tracking expenditures and reluctance of the 
center to have USAID delve into state/center health budget processes and 
4aza. Two years earlier USAZD undertook an exploratory review of beualth 
finance literature and data 
and found a virtual absence of literature.
 
disaggregated data and researchers working in the field of 
health finance. 
The --ptrpose- -of. the- preceding- -is--to note--that • even- at - relatively
superficial level quantltarive responses to the straightforward question 
of what is the cost per unit' of health service provided at levels of 
aggregation ranging from the center to the state to the district and to 
the clinic is not -waiting to be -pulled off the shelf. Developing this 
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type of information is a long-term process which will require the
 
development of a network of persons committed to understanding health
 
finance perspective. In this regard, we would note that USAID is planning
 
a small activity for FY 87 that would be a start toward developing such a
 
network.
 

With regard to issue of costs per unit of services provided beneficiaries
 
under PVOH II, ex ante USAID is not in a position to provide a comparison
 
with existing programs because subprojects to be funded are unknown. In
 
proposals submitted for individual subprojects, USAID will review cost per

beneficiary for various services to be offered and take the review into
 
account in appraising individual subprojects. However, comparability

issues relating to quality, extensiveness and intensity of packages of
 
services provided, geographic variations, etc. leave USAID less than
 
sanguine about feasibility of developing meaningful comparisons of
 
alternatives.
 

D. Sustainability:
 

The issue of sustainability is an exceptionally difficult and major issue
 
with respect to PVOH II. Given the primary focus of the Project on
 
outreach to rural poor, financially self sustaining services based on user
 
charges cannot be anticipated. Hence, sustainability will rest largely on
 
management efficiency and fund raising capability of the PVOs. 
 To the
 
extent the resources provided under the Project are focussed on staff
 
development and training for improving quality and efficiency with which
 
existing programs are managed, the additional recurrent cost taken on by
 
the PVO may not be large and possibly may even result in some decrease in
 
recurrent cost. However, to the extent the resources provided enable PVOs
 
to move into new areas providing new services an additional recurrent cost
 
burden will have to be shouldered.
 



ANNEX G
 

PVOR I MID-TERM EVALUATION: EXECUTIVE SUMMARY
 

A. Background:
 

After a long history of bilateral assistance to the Government of India in
 support of care and
primary health 
 family welfare activities, AID
initiated the Private Voluntary Organizations for Health (PVOH) Project in
 
order to expand and improve both 
basic health care services and special
preventive services in 
India by developing the underutilized potential of
 
nongovernment organizations 
and private medical practitioners. Through
strengthening the and sector,
private voluntary 
 the project seeks to
 
reduce morbidity, mortality, and fertility. Originally funded in 1981, by
the time of the evaluation there were 
22 projects spread throughout India

providing community-based primary health care family
and welfare
services. 
 The project document provides support for up to 30 PVOsI , but

it has become clear over the duration of this project that there 
are many
more PVOs capable of expanding their activities and there is clearly a

demand for services which they are providing.
 

The PVOH project represents the joint effort 
of the the Government of
India, U.S. Government 
and private voluntary organizations working in
 
health and population in several ways. 
 First it represents the consensus
 among these three groups that PVOs can and 
should play an expanded role in
 
improving health services. Secondly, 
 financial support for these
activities comes 
both from AID and from the subprojects themselves. 
 They
 
are "co-financed" in the 
sense that AID provides 75% of the total budget
and the remaining 
25% is raised by the PVOs themselves as a matching

contribution. Funds 
are used to expand and improve the quality of
services by hiring additional field workers, providing training, technical

and management assistance and improving physical 
facilities. USAID
committed 20 in 1981
million August, 
 from a special foreign currency

appropriation which amounted 
to Rs.167.4 million. The original period of
disbursement was 
six years, but the Project Assistance Completion Date has
 
recently been extended for two years i.e., 
up to September 1989.
 

B. Purpose and Methodology:
 

The overall objective of the .iid Project 
Evaluation is to assess the
 
progress towards attainment of the goal and objectives 
of the project as
specified in FVOH
the Project 
Paper, the Grant Agreement, and the
Implementation Letters and to make recommendations for fu-tber improvement
of the project. The Mid Project Evaluation focusses on the following
three broa. areas: a) assessmet o-f subproject implementation activi-ties,b) assesment vf the adequacy and effectiveness of administrative,
monitoring and technical assistance aspects and c) documentation of thelessons learned -and their implications - for- -future directions of this 
project and/or additional inputs on 
a bilateral agreement. The fieldwork
for this review was conducted from the 22nd 
of September, 1986 to the 25th
 
of October, 1986. This 
was followed by further discussions with the
officials of the Government of India and 
USAID. The findings were

presented to 
the NIHFW and the Government 
of India officials on October
 
30, 1986 and to the USAID officials on October 31, 1986.
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C. Evaluation Findings:
 

1. The PVOH Project 
provides an effective structure for appraising and
 
approving subgrants to voluntary agencies and an efficient approval

process is now in place. 
 Despite initial delays in the appraisal and
 
approval procedures these have 
been streamlined over the last five
 
years and in the process some aspects of the original design have been
 
modified to make the project more 
 effective. A very positive

collaborative relationship has 
been developed between USAID, HOHFW and
 
NIHFW after a long organizational period in the the early years of the
 
project.
 

2. The PVOH Project is an appropriate mechanism for supporting private

voluntary organizations in providing primary 
health care and special
 
preventive health services.
 

3. The project design includes 
a number of elements which are increasingly
 
recognized as important by the Government of India and USAID, including

(a) the need to strengthen the role of the private 
 voluntary

organizations in the delivery of basic health services, particularly in

under-served areas, a
(b) strong emphasis on community-based PHC
 
outreach services, (c) stress key
a on PHC interventions for the
 
reduction of infant mortality, including immunization, ORT, maternal
 
and child health, nutrition, and family planning as well as on

promotion of an integrated approach to 
the delivery of these services,
 
and (d) emphasis on a high risk approach to providing services.
 

4. The project has assisted in the establishment of a new support cell in
 
the MOHFW for administering this grants program and a new unit 
in the
NIFH'W with responsibility for providing technical support, monitoring

and evaluation of PVOH subgrantee activities.
 

5. This has helped to bring into focus the need for systematic monitoring
and evaluation of other government programmes like area projects andrecognize the need 

to
 
to further strengthen hTIBFW's technical assistance
 

capabilities.
 

6. The project avoided duplication of public sector services through full
 
participation of government officials 
 in an assessment of the
relationship 
between PVO services and existing government primary 
health services. 

7. The subprojects funded by this project are providing a wide range of 
primary health care services to a growing number of people. Technical
 
assistance currently 
 being provided will contribute to improved
.colleution of statistics..which -will.-docment--Tr a -quantitative way the 
contribution of these projects. 

8. On the basis of site visits to seven subprojects, it is clear that 
after an organizational phase many projex.ts have initiated outreach
 
and/or delivery of basic child survival services 
to needy segments of
 
the population. 
 s
 

9. The problem of financial sustainability of subprojects at t'te end of
 
the grant period has been identified as 
a key issue to be addressed.
 

/ 

http:projex.ts
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D. Recommendations & Needs for the Future:
 

1. 	As the number of subprojects grow 
and as the volume of services
 
provided by the individual organizations increases, it is crucial that

proposal guidelines be simplified, that technical assistance is
 
provided at the 
state of proposal development, and that the review and
 
approval process is streamlined.
 

2. There is a need for substantially increasing technical assistance and
 
training to the subprojects. While NIHFW should continue to an
play

important 'role, alternative mechanism of providing technical assistance
 
should be explored and instituted. The possibilities of establishing a
 
network of appropriate regional institutions, panels of local technical
 
experts and regional training workshops should be considered.
 

3. 	 As the role of the special unit within NIHFW expands with the growth
of the project and the need for improving data collection, ways should 
be explored to provide additional inputs to this unit. The NIBFW's 
technical assistance needs further strengthening. Particularly, their 
programme monitoring should be improved so as to make it more
 
supportive of the subprojects, in their day-to-day operations. For
 
implementing this role effectively, external technical support could be
 
obtained.
 

4. 	The successful role of the chartered accountants in monitoring 
and
 
providing assistance on budgetary and accounting matters should be
 
expanded. More frequent visits focussed on 
training in financial
 
management as well as monitoring of accounts should be planned.
 

5. The upcoming mid term evaluation of subprojects by NIHFW should be
planned with the participation of the PVOs themselves and should focus 
on 	 ways in which service delivery can be improved after completion of 
the evaluation. A workshop should be organized with the PVO to discuss 
evaluation results.
 

6. 	 Communication among PVOE subprojects and sharing of experiences should
be encouraged and financially supported. Organization of workshops and 
perhaps a monthly or quarterly newsletter should be encouraged.
 

7. 	 The establishment of quarterly review meetings between MDFW, NIhFW and
USAID should be regularized. These meetings will provide the
opportunity for dialogue among the three groups, indepth reviews of 
progress duzin the quarter, discussitcs off problems and identification 
of technical assistance needs. Issues such as high priority projects 
to be funded, modifications in financial arrangements, etc. as veil as 
the overall..direc-ion and success of the project 
should-be discussed..
 

8. 	 Experience gained by USAID, MOHFW and ITHFW in the implementation of
the PVOH Project should be utilized in responding to the demand which 
has already been generated for new subprojects. Development of a 
follow-on project should be seriously considered. 



ANWEX H
 

PROCESSING OF SUBGRANT APPLICATIONS
 

A. Application Brochure:
 

During the first six 
months of the Project, the Project Coordinating
 
Committee will develop a brochure which will include 
the following
 
elements:
 

1. Grant description;
 
2. Institutional eligibility cr:tteria;-. 
3. Selection criteria;
 
4. Application procedure;
 
5. A sample application format;
 
6. Supporting documents required;
 
7. Guidelines for developing a proposal; and
 
8. Draft letter of understanding (Bond) to be signed by the applicant.
 

B. Publicity about the Grant Program and Scouting for Proposals:
 

One of the Secretariat's first duties will be to develop special program
 
announcements 
regarding the availability of funds under the grant, using

appropriate 
channels such as leading national and state news papers

(multi-lingual), professional 
periodicals, newsletters of PVO-networks,
 
announcements to state 
governments, and leading PVO network/umbrella

organizations and associations. 
 If necessary, the Government will
 
organize one or two national/regional onc-day workshops for key

representatives of state governments and PVO 
 communities. The
 
announcements are 
 to insure the widest possible dissemination of
 
information about the 
program and will be repeated periodically, as
 
necessary.
 

C. Subgrant Applications:
 

Interested PVO's will develop a proposal and complete an application to be
 
submitted in triplicate. This proposal will briefly describe 
 the
 
institution's current activities, the goal and purposes of the proposed

project, proposed activities, and a budget summary. Essentially, it will
 
be a preliminary proposal and follow the outline required for the final 
proposal (outline given in Section F). The documents to be included are: 

- A two page application giving basic information about the applicant; 

- A project proposal; 

- A certified copy of the Certificite of Registration;
 

- The names and addresses of the offices of the governing body/trustees/ 
'Boa-d; and 

- The last two years' annual reports and-audited statements of accounts.
 

Three sets of the completed application will be sent to the Secretariat.
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D. Selection and Short-listing of Viable Proposal:
 

When proposals are received, 
 the Secretariat Staff 
will screen the

proposals 
against the established institutional eligibility 
criteria.
Those meeting the eligibility criteria will be selected for technical
review by the Coordinating Committee. The Committee will meet at least 
once every three months to select and shortlist the reviewed proposals for

field appraisal during the next quarter. The revtew committee may alsoinclude one or two outside experts to assist in the technical review of 
proposals.
 

E. Selection Criteria:
 

The main criteria for selection of proposals are:
 

-
 Subgrant project proposals must supplement or complement existing
 
Government plans and activities in health, population and nutrition.
 

- Subgrant project proposals must be consistent with the goals and
 
purposes as stated in the Grant description.
 

- Subgrant project proposals must have clearly stated goals, purposes,

and outputs; the methods to achieve 
 them must be technically,

administratively, financially, and socially 
sounC; the implementation

plan must be reasonable; and an evaluation plan must be included.
 

- Subgrant project proposals must describe 
how expanded and improved

services will be sustained in the post-grant period;
 

- Subgrant project proposals must include at 
least a 25% contribution
 
from the applicant;
 

- Subgrant project proposals must include the outline of a proposal 
baseline survey.
 

- Subgrant project proposals planning 
to expand services into less
well-served areas will be given preference over those planning to 
expand where services are better served.
 

- Innovative projects and those which include trainmig, health education,
participation of women, non-formal education of women or other 
promotional activities will be given preference. 

Proposals meeting the selection rriteria will be further shortlisted and
rank ordered based on the proposal's technical soundness, innovativeness,
needines.& of.-the -target-_;aea to -be- -served snd-the-institut±on's previous
experience in the proposed activities. 

Quarterly, Project Coordinating Committee will prepare a schedule of joint
appraisal visits for the next. three months giving priority to proposals
with a high rank order (i.e. in the order of merit). The Secretariat will 
itform he subgrantee organizations of the schedule." 
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F. Appraisal Visits:
 

The joint appraisal team will consist of representatives of the Ministry,

the National. Institute, USAID and, if necessary local outside experts.

The purposes of the field appraisal are:
 

To assess 
the technical managerial and financial capabilities of the
 
organization to implement and sustain the proposed activities;
 

- -To determine the need for the project and appropriateness of the
 
proposal;
 

- To assess the feasibility and technical and financial viability of the
 
proposal; and
 

- To determine the technical assistance needs for designing a 
revised
 
project proposal and a baseline survey.
 

A joint appraisal report will be prepared by the team soon after the
 
appraisal visit. 
 The report will address the issues listed above and make
 
recommendations for unconditional 
 approval, conditional approval or
 
rejection. Those organizations whose proposals were 
not rejected will be
given two months time to submit 
a detailed (final) project proposal which

will include an initial six-month preparatory phase for conducting a
 
baseline survey, recruiting staff and establishing a management system.
Local technical experts will be made available for preparing the final
 
project proposal.
 

The detailed proposal will include the following information:
 

- Organization's background and its present activities:
 

- Goals and purposes of the proposed project;
 

- Expected output at the end of project;
 

- A detailed description of project activities including; identification
 
of the target area and its population; the size of the health,

nutrition and family planning problem in the area; existing service
facilities in the target area; Proposed service activities; Proposed
educational activities and Innovative schemes, if any. 

- An Jiplemen-nation plan for the -prcjects duration, with a year to year
phasing of activities and targets to be achieved. 

How the. proposed activities supplement or -compliment existing 
Government plans and activities i-n health, nutrition and population. 

- How the project will be staffed, managed, monitored and evaluated.
 

- How the PVO will meet 25 percent of the project costs.
 

- *ow the" activities initiated under the project will be sustained once
 
the grant ceases.
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- A budget summary. 

- Annexes 
 on resource requirements 
 (buildings, 
 equipment, 
 staff,
venicles, transportation and other recurring costs).
 

During its 
quarterly reviews, the coordinating commitee will 
have a final
review of the revised 
proposals. The committee's comments along with the
revised proposal will be submitted 
to the Special Grants Committee for its
review and approval. 
Those proposals whi:.n are recommended for rejectionwill not 
be put before tne Grants Committee.
 

All subgrants will require the approvalthere are disagreements between the 
of the USAID Project Officer. IfMinistryproposal, these and USAID on funding awill be resolved to the mutual satisfaction of bothparties before submission to the Special Grants Committee.
 

The Special Grants Commitee will meet at 
reasonable intervals
proposals recommended to consider
 
proposals wnich 

for its approval and authorize subgrants for
it approves. Institutions 
whose applicants/proposals
recommended for rejection will be informed by the Secretariat 
are
 


