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Report on the final evaluation of the
DANIDA-assisted Health Care and Family
Welfare Project in Tamil Nadu.

The following substantive changes have
been made in the report as printed for
distribution compared to the final draft.
Where words have been added, they are
underlined.

Text

2nd para in Major Recommendation 4 on
drugs is new.

. -
The first twe sentences in the 2nd para; of
Major Recommendation & on training now
read: '

"A reassessment of the basic training
curricula for MPWs (F} and dais should be
carried out. MPW basic training should
place greater emphasis on the practical
aspects of their work...."

Major Recommendation 8 on targets has been
corrected to read as it does in Chapter
VIII (page 197) in the final draft.

The last para of Major Recommendation 10
on community participation now reads:

"The Department of Health and the Depart-
ment of Social Welfare should liaise to
find ways of strengthening links between
their village-level workers, including
joint training programmes, to promote com-
munity participation and strengthen female
to female links".

A

Footnote "c" to table 1 now reads:

"Includes 6 MAs, 6 ANMs, 15 MPWs(F) and 1
LHV. 30 HSC's were visited; one post was
vacant, and one MPW was on medical leave,
but her HSC's eguipment was examined and
has been included in the analysis."

The words ".... it 1s to be presumed that
water supply was then adequate...." in the
final draft have been .omitted in the
nrinted version.
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Text
2nd recommendation now reads:

"It is also recommended that GQOTN should
take into consideraticn the fact that the
HSC team is incomplete, when setting
targets for the heaith workers at this
level ., " ;

3r3d and 4th recommendations now read:

“
"In orcder to mcdify MPW trzining, it will
be necessary to review the curriculum with
respact to the type of practice and work-
ing environment. Consideration should be
given to extsnding the valuable practical
training at RHTC's from & months to 1 year
with a ccrrespending reduction in the time
spent in hospitals®.

let recommendation now reads:

iew of the problems faced in re-

ng female supervisors fcor rural

it is suggested that an addi-
ategy for recruitment and promo-

I

(S

4th recommendatiocn now reads: ¥

"There should be a parallel experiment
with the integration facilities for basic
MPW training and inservice training at the
RHTC level®,.

ist chbiective of the 5th recommendation
now reads:

" - to rationalize and coordinate the con-
tents of basic and inservice curricula to

make them appropriate to the multipurpose

service vreguirements'™,

Last item concerning RHTCs now reads:

* - RUTC's should be adeguately equipped
with the n=cessary teaching materials,
inciuvding vp-te-date reference material in

Tamil; a resource centre should be built
up."
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lst para,
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104
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137
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145

The diagram has been modified.
The number *21" has been changed to "20"

In tekle V.11, the hsading "Length of Cold
Chaln for these HSCs at which Fully Immu-
nized Childrer (FIC) were Identified" has
been added. h ‘
Footnote "a% has been added, and footnotes
"t and YR" in the final draft have become
UM e, e M

The last sentence now:reads:

"The GO authorizing purchase of the eguip-
ment (whose guantities were estimated
befcre the evaluacion) should not be
implemented until the above exercise has
hean rarried cout and the necessary guan-
tities confirmed".

The beginnincg of the sentence starting 1in
this iline now reads: '

"The firZing that the MOs make enough
visits to cover three-quarters of the HSCs
in the bklock per month, but only 64% of
the surveved....”

The last line in the 1st para of sectio
2.4 now reads: 4

" ..to remain at the PHC until 5 pm in
case the DHC made a visit”.

Last reccommendation now reads:

"The supervicory activities of the HA and
the M2 should be complementary; the HA
should cencentrate omn routine checking and
the MO should concentrate on strengthening
community support for' the HW(F) and pro-
moting preventive measures".

Footnste "f" now reads:

per user per year)”.
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145

148

149
5th recom-
mendation

166
2nd para

167
169
4th line
173
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176

177

New page

number

157

161

165

166
5th recom-
mendation

184
4th pars

185

188
7th line

L2l
last para,
8th line

195

1

Text
lst recommendation in para 2.6.:

The last para. before the recommendation
("The HW(F)'s skills... at the PHC or
hospital”) 1s now part of the recommen-
daticn, and the first 3 lines of the re-
commendation ("As part of ....called out
tor problems") have been deleted.

lst line on the page now reads:

"04% liave been sterilized, of which 22%
(39,80£/178,647) underwent their cperation
in the 3 mconths ending March 198B5"

In 2nd para, 7th line, “intervention"
has been substituted for "assistance".

In the 2nd recommendation, 3rd line,
"a:s0" has been inserted after "given to".

The first line now reads "In cases of

steriliization failures...".

"Diractorate" has been
"Department®..

3rd reccmmendation now starts "Once the
c .

H"

ommunity...",

"DPTs" have been corrected to DTTs".

"Bceonomic" has been corrected to
"soclo-economic"™.

The 2nd para in the final draft has been
omitted in the printed version.

In €.4, a new sentence has been added at
the end of the para:

"...this aspect of the CHV's role. In one
state which did adopt the scheme, these
village-level functionaries ranked second
behind private clinics/doctors as the
viilagers' source of treatment, providing
care for 25% of houssholds surveyed Lsae
Evaluation of Health Care and Family Wel-
fare Project, Madhva Pradesh, August
19867 ", :
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202
lst para
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208
lst para
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221
lst para

226
5th para

6th para
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2nd para

228

Text
In the 3rd line from Ehe end, the word
"social" has been deleted.

The section on targetg has been re-written
and expanded.

The para has been corrected to read:
"Initially, the budget allocation for
innovative schemes was Ks. 62.5 lakhs
(4.3% of total project budget). Expen-
diture during the {irsst three years of
project activity (1981-13564) was 5% of the
original budget allocation or this item.
In POP III, the funds allocated for this
item were reduced to Rs. 33,1 lakhs (1.8%
of project budget), and up to FY 84/85
expenditure has been 25.5% of the POP III
allocaticn. The gress expenditure up to
Marzh 1985 has been Rs. 8.5 lzkhs™.

The para now reads:

"During the first few years of the Pro-
ject, the fund was clearly underspent and
on this basis, POP T¥7 reduced the budget
allocation for this compcnent by 73%, to
Rs. 26.%¢ laks. By March 1985, +40% of the

revised allocation had been expended”.

In the first two 1ines the words “,...
propesals which were .." have been substi-
tuted for "....- ldeas! were supposed to be
In the first three lines, the words "....
another pattern has crept in where ,..."
have been deleted, and the work "now" has
been inserted after "the PO".

The recommendations on this page in the
final draft have heen:omitted from the
printed version, as they repeat Major
Recommendaton 10. A reference to this has
been inserted in the printed version.
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210
lst para

2nd para

3rd para

214

215

New page
number

234
2nd para

3rd para

4th para

237

239

Text

The para now reads:

"Table XI.1 is constructed from the PO's

monthly statements of expenditure. The
budget distribution against each head as a
percentage of the total budget in the Pro-

ject Documents budget and POP III and
accumulated expenditure 1s shown in Table
XI.2. Table XI.3 shows how the budget for
each head was actually spent in relation
to its allocation in the Project Document
budget and POP III. It also shows the per-
centage change for esach budget head be-

tween the Project Document budget and POP
rIr".

The following changes have been made in

the para:

- 8th line: "7%" instead of "8%"

- 10th line: "11%" iInstead of "13%"

- 1llth line: "less than 2%" instead of "“6%"

- 12th line: "“against an allocation of 4%"
instead of "anticipated".

In the lst line "by nearly 60%" has been
substituted for "one and a half time".'The
last sentence in the para in the final
draft has been deleted and replaced with:
"This is partly offset by increases in
expenditure on other items".

The 2nd para, from the 3rd line onwards,
now reads: '

"...Indeed it is hard to see how any of
the parties involved .could satisfy them-

selves about expenditure, as the sub-head
breakdown was never presented".

The rest of the para'in the final draft
has been deleted as it was factually
incorrect.

The 2nd sentence in the first para has
been changed to: "It is not clear why the
annual sub-head report reqguested by DANIDA
was not made".

Copenhagen, 22 October 1986
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EVALUATION OF THE DANIDA-ASSISTED HEALTH _CARE
AND FAMILY WELFARE PROJECT,
IN _TAMIL NADU

JANUARY 1986 - MARCH 1386

S UNMARY

Since 1981 DANIDA has supported an area project on rural health
in two districts of Tamil Nadu (TN) which had a low level of
health service infrastructure.

The ocbjectives of the Project are based on certain basic
principles; these are the inter-sectoral approach, the systems
approach (health service delivery, managemant, organisation,
physical infrastruciure, logistics and manpower), community
participation and targeting health services at the socio-
economically weaker sections of the community, scheduled castes/
tribes, women and children.

The present evaluation was designed to highlight the components
of project activity aimed at strengthening primary health care
services. Therefore utilization of services was studied rather
than the health status of the population because it is
unrealistic to expect a measurable impact on health status during
a five-year health project. However, the strengthening of health
care delivery systems should show progress over such a period.

The design, framework and protocol for the evaluation was agreed
upon by DANIDA and the Government of India and using a series of
guestionnaires, the utilization of health services by the
community and the quality of services were assessed. The prime
focus for these guestionnaires was mothers with children between
ocne and two years old in the househeold, and the female health
worker (HW(F)) at the Health Sub Centre (HSC). Interviews were
conducted by the team itself at village, HSC, Sector, Primary
Health Centre (PHC) and district levels. In addition to the field
work, the evaluation included a desk study of all relevant
documents prepared during the project period, specific reports
from the Project Organisation and the DANIDA Health Care Unit,
indicators which could be used in a continuing monitoring system,
and discussions with central and state health officials and with
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state and, district project officials. Finally, two studies were
carried out for the svaluation: one on the detailed functioning
of four HSCs, and the other on budgeting procedures and
expenditure. Thus the team entered into its discussions with the
PD provided with some knowledge ahout the Project Orpanisation
and DHCU over the life of the Project, corroborated by its own
observation of activities in the field.

In total B@ village profiles were obtained, 3,708 households were
contacted and 420 household interviews were carried out. Also,
village leaders in B@ villages, 48 trained dais (traditional
birth attendants), 53 female health workers (HWs}), 45
Supervisors, 45 Medical Officers in charge of PHCs (MO 1/C),

"6 District Health Officers (DHOs) and 2 Regional Assistant
Directors (RADs) were interviewed.

One of the major objectives for the FProject has been to develop
the healih servica infrastructure in the project area. It is
central to the concept exemplified in the GOI Meodel Plan that -
physical facilities, either rented or built, shall be available
to the community. The provision was set at one HSC per 5,000
population and one . per 3,000 population in tribal areas., For the
Project this meant establishing 680 HSCs and of these, it was
committed to building 523. In addition i1 was to consiruct 285

LHY Quarters for female supervisors at sector level (one per 4
HSCs ).

From the outset the PO was eager to he able to forge ahead with
~the construction pregramme and to this end delegated the
Qresponﬁibilify for construction and its supervision to the PUD.
This department required significant increases in manpower to

enable i1 to carry out the ilask and the necessary funds were
provided by the Project.

A major contribution to the construction activity came from
DANIDA which provided architects to design appropriate butldings
using local materials which would suit the physical environment.

' Ey November 1985, 260 HSCs had been handed over and the remainder
should be uampleted by the end of the project period. In addition
by Navember 1985, 154 LHY Quarters had alsc been handed over, 221
rHSCa and 36 PHCs had been renovated and 6 PHCs upgraded.
Meanwhile the PO was able to focus its attention upon the
devg}ppment of the other components of the Praoject.
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A major effort was made to ensure that female health workers wera
available for posting to the newly established HSCs; fortunately,
there being adequate provision of basic training centres, this
has not been a major problem. However, ensuring that the new
health workers receive the sort of training that will esnable them
to be effective field workers has proved to be more difficult.
The PO has had two main strategies; first it has concentrated
upon the Rural Health Training Centres (RHTCs) to try to ensure
that they provide the new multipurpose workers (MPWs) with
suitable training. Secondly, it has set up its own Disfrict
Training Teams (D7Ts) located at the Health Unit District (HUD)
to provide training within the HUD on a peripatetic basis. It is
too soon to assess how successful this approach has been, since
the DTTs did net complete their own itraining until April 1986.

The evaluation team found that with the building programme well
in hand the PO had been able to turn its attention to other
project activities, focusing upon the development of components
which would help improve the quality and utilization of the
health services,

In this regard it was one of the objectives of the evaluation to
assess the level of utilization of certain aspects of health
services. Unfortunately, it was not possible to make comparisons
between the level of wtilization at the beginning of the Project
and now, because the baseline survey commissioned by the
Monitoring and Evaluation 6Group (MEG), since disbanded, has not
yel been completed and the available data have been presented in
a way which makes it impossible to obtain a comparable indication
of important aspects like immunization and antenatal coverage.

The Project does not have executive responsibilities for health
services but it is charged with supporting and influsncing the
health services and as such, an improvement in utilization of
services may be seen as an achievement of the Project. At present
achievement is low; for ewxample, coverage for fully immunized
children (i.e. those who have had BCG, DPT3 and OPVU3 by their
first birthday) was only 5%. If BCG had been readily available,
coverage would have risen te 28%. For maternal care, coverage was
found to be 74%, that is, almost three-quarters of the mothers
had received some antenatal care, and 63% had their deliveries
attended by trained persornel (including dais). The HWs{(F) made
enough postnatal visits to see each mother twice. However, anly
12% received antenatal and postnatal care, family planning
services and any immunization for the surveyed child,
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Thus some key indicators have been established by which the
Project at a later date can measure the changes that occur in
utilization and therefore assess the effect of its efforts on
bringing about these changas.

The PO is well aware that introducing MPWs into rural communities
poses significant problems. However, their strategies to minimize
these problems have met with limited success. In 1882, Village
Health Caoammitiees were set up but these were abandoned in 1983,
to be followed by Village Health Councils, first set up in late
1985. The team found that only 3 villages out of the B@ surveyed
had VHCs. The PO has also tried to establish links with various
NGOs in the project area and in this has met with some success. A
major constraint for the PO has been the fact that GOTN never
adaopted the Community Health Volunteer Scheme. Recognizing the
need for a link with the communlity, the PO introduced an
experimental nutrition scheme using local female Community
Nutrition Workersi however, in its design it was net formally
integrated with the health system. This scheme ran in two blocks
for two vears. Therefore there is no focus for health activities
in the village, nor is there any link person between the
villagers and the HW{(F) other than the trained dai who could
never have the same influence as a CHV. The PO has supported dai
training and has on an experimental basis enhanced the payment to
dais who report births, but this has not been developed as a

means of building a bridge between the community and the healtih
werker.,

fis the HSCs have heen completed, they have heen equipped and
supplied by the Project. In addition the Project is providing
additional drugs to all the HS5Cs in the project arsa. This
supplement , worth Rs.2,721, is a major enhancement, more than
doubling the basic provision to the centres. Although the Project
included a Community Welfare Fund (CWF) that was intended to
stimulate interest in the community by providing funds for
community gererated schemes related to health, its use has been

misunderstood by the PO, and UDANIDA was obliged to suspend
payment for this item.

In the two districts health services already enjoy a higher level
of utilization than they do in Madhya Pradesh. This is largely
due to higher overall level of development. However, there are
many inadequacies and imbalances in the healih service delivery
system and the amelioration of these must be a high priority for
the Project. Some aspects of the Project have been a great
successy a lot of buildings have been constructed, and the PO
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meanwhile has developed an apprcach to retraining which it is
hoped will provide the HW(F) with the skills she needs. Attempts
at involving the community have been less successful and the
health service is at present largely isolated from the community,
with low levels of utilization in terms of integrated care.

The Districts are physically accessible and most HSCs are
connected to their PHC and villages by tarmac roads. Nonetheless,
a significant utilization of the health facilities remains
elusive. The Project has been established for less than five
vears and in tue course its activities should lead to greater use
of the health services. However, there is already a great
capacity to carry out tasks in TN and this has left the team
divided in its perception of what DANIDA s future role should he.

Seven members of the team considered that DANIDA need no longer
support the Project, whilst five members considered that with
certain provisos DANIDA should continue with its support. The
details of both points of view are set down in Chapter XIII.

This report addresses the main aspects of the Project in some
detail. The major recommendations of the whole team follow this
summary, and each chapter contains full and detailed findings,
analysis, comment and recommendations. For convenience, all the
recommendations are also listed in Appendix 20.

MAJOR RECOMMENDATIONS

1. MCH SERVICES

The gross underutilization of the HSCs for integrated MCH
activity should be addressed; a major effort should be made to
establish these units as properly functioning MCH centres where
regular, consistent and good quality services are available.

MCH activities should be delivered in an integrated manner, so
that a mother who is identified for antenatal care is
automatically visited postnatally and her newborn is then
registered for child health services, including regular weighing
which should take place along with an immunization programme. At
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the same time the mother should be contacted for and provided
with the knowledge of all methods of family planning, and
supplied with temporary methods when they are reqguested. Less
emphasis should be placed upon sterilization, as the present
emphasis distorts the whole MCH programme.

2. THE _ROLE OF THE FEMALE HEALTH WORKER

The role of the female health worker as the provider of MCH care
should be strengthened. She should have a regular programme of
outreach clinics within her area, held at suitable fixed
locations. This will enable her to establish a viable focus for
her services within the village. The location for these clinies
must be equally accessible to all secticns of the community.

The activities at the clinics should bhe:

= Antenatal care including issue of FST and TT vaccine

= Child health care including immunization, Vitamin A
distribution and growth monitoring

= Health and nutrition education
= Basic curative services
== Famil? planning, emphasising pregnancy spacing.
The male worker should support her in her activities. A Medical

Officer from the PHC should also visit her clinic regularly,
mainly as a supportive measure.

o IMMUNIZATION

The Project should pursue the development of immunirzation activi-
ties as an integrated component of maternal and child health
services. The first step must be the preparation of a detailed
operational plan, followed by a choice of supply strategy. After
that, procurement of eguipment, training and organisation of
activities at all levels can proceed.
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Procurement of the equipment described in the existing Government
Orders should not proceed until the operational plan has been
developed, and the necessary equipment has been identified for
reconciling the UIP sirategy and whatever strategy is selected
for the entire project area. Procurement should be done on the
basis of the revised list of eguipment.

The strategy chosen for orpganizing immunization services and
training for implementation must be designed to enable staff to
handle vaccine correctly and to administer sterile immunizations.

Services should be offered on a regular basis. BC6 should be
included in the schedule of services provided, after health staff
have been trained to administer it.

Specific strategies must be developed to enable health workers to
register all newborns for child care services and to follow up
that immunization and other services are obtained on schedule. The
child register should be used as the health worker s basic record
and the parents should be given a card on which growth,
immunization, Vitamin A, etc. will be recorded.

4, DRUGS

There are serious shortcomings in the present supply system and
although some may be resolved by minor modifications of existing
practice, what is needed is a major overhaul of the whole drug
provision and supply system,

To ensure that the optimal mix of drugs is provided, proper note
should be taken of morbiditys this may mean that the state level
would have to carry cut confirmatory community based studies.

Measures to improve the supply system should include an
examination of the feasibility of establishing a HUD level store
to hold the stocks sent by manufacturers, which could then be
made available for the PHCs on a regular basis and in convenient
quantities, e.g. quarterly. Such a store could receive stocks
from whatever source and issue them to PHCs in a consolidated
way, thus simplifying stock control at PHC level.

If it is found to be economically and administratively feasible
to establish such stores, then HUD level will need strengthening

with the provision of a store and designated storekeepers to
maintain the stock.
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The existing kits which are now being distributed should be
rationalized so that they comprise discrete packages of drugs
designed to last for a specified period which should not he
longer than 3 months.

5. IRAINING

The Project Organisation should reexamine the approach it has
taken so far in identifying candidates for dai training. Reasons
for  the Project’'s inabhility to recruit practising dais for
training should be carefully investigated (e.g. by interviewing
practising dais) and taken into consideration in formulating a
more affective dai recruitment strategy. For example, this
strategy might include holding training sessions nearer the dais’
homes at the HSC or sector headguarters rather than the PHC;
providing transportation and rearranging the timetable of
training. The established criteria for selection and recruitment
of traditional birth attendants fer training, should be adhered
to.

A reassessment of the basic training curricula for MPWs(F) and
dais should be carried ocut. MPW hasic training should place
greater emphasis on the practical aspects of their work. Dai
training should place greater emphasis on establishing aseptic
delivery technique. In particular, dais must be properly trained-
in how to sterilize the instrument ithey use for cutting the cord,
and how to handle a presterilized blade.

To -improve the focus of basiec training, and to increase the
overall training potential at Rural Health Training Centre
(RHTC) level for inservice training, the RHTCs and the District
Training Teams (DTTs?) should be functionally integrated, with
mutually supportive roles. '

Until the reorganisation described above takes place, it is
recommended that the PO should focus and consclidate the activity
of the DTTs.: The PO should undertake initiatives designed to
consolidate the multiplicity of training units under different
directorates, all providing different types and grades of primary
health care training, inteo one training wing under the control of
the Directorate of Public Health and Preventive Medicine.
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B SUPERVISTON

The Project Organisation should find ways to change supervision
into a more constructive activity. In particular, the suppertive
role of supervision, i.e., to give encouragement and to promote
positive attitudes among health workers, needs 1o be highlighted
at all levels. Supervisors should increase their interactions
with the community with a view to facilitating the work of the
HW, rather than visiti houses only to check up on health workers’
activities. Supervisors should also be able to improve technical
skills through on-the—-job training during supervisory visits. The
comhination of these elements is essential for increasing both
the gquality of services and the level of performance.

The supervisory element of monithly and weekly meetings does not
seem to justify the large number of these meetings held at the
PHCs. It is therefore recommended that PHC meetings should take
place only once a month. At these meetings, the health
supervisors should give accounts of their cwn supervisory
activities over the month and the MOs should report on their
supervision of the block under their charge. If necessary the

meetings could be stagnered so that half the block s workers meet
at one time.

The health supervisor should hold sector level meetings once a

month (e.g. between PHC meetings), using the time for in-service
training, work planning, and group discussions.

s REPORTING SYSTEM

The PO should initiate an in-depth study of the whole reporting
system from HSC level upwards, with the aim of simplifying
procedures and reducing the number of reporting formats to one,
This format should be easy to use and contain only necessary
data that are relevant for planning and monitering -activity. In
particular, the PO should sugpest mechanisms for monitoring and
feedback. This study should he completed within 6 months and

should be presented to the relevant authorities (GOI, GOTN,
DANTIDA Y.

GOTN should immediately reduce the number of reporting intervals
to one per month at HSC and PHC level.
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The method of keeping stock records at PHC and HSC should be
simplified so that, if possible, there is a single record at each
level. Such a record should enable the source of specific drugs
to be identified.

A mathod of keeping patient records at PHC should be developed
so that an accurate record of morbidity can be maintained.

8 TARGETS

The system of target setting should be developed so that it
includes targets for monitoring the quality and completeness of
integrated primary health care activities at HSC level, instead
of the single function quantitative targets used now. There is a
need for monitoring the completeness of care to mothers, from
pregnancy to postnatal follow-up, and for monitoring the range of
child health services (including growth monitering and
immunizations). If tarpets themselves were integrated, then the
family planning targets could he employed in a more constructive
context (e.g. as a component of postnatal follow-up).

The targets should be designed te help staff direct their
activities at the highest priaerity groups, and record-keeping
formats should he designed to enable staff to track their own
activities and modify them when necessary.

The present system, where many different workers have
independent targets within the same population, should be
discontinued, to eliminate competition and to open up
opportunities for cooperation between these workers on the many
health problems needing attention.

B COMMUNITY BASED HEALTH WORKER

The scheme of having community based health workers to be a link
between the community and the health care system should bhe
speedily introduced in selected locations in the project area,
espacially in isolated or scattered communities. The health
workers responsibilities should be accordingly reoriented.

The Mobile Health Team scheme, which was considered a substitute

programme to deliver basic care to the community, should be wound
up .

SUMREC.10
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10. COMMUNITY PARTICIPATION

The Project should establish a committee of people selected for
their known ability and experience in mobilizing communities at
the village levels, to advise the PO in planning for community
involvemnent,

Tamil Nadu has a number of non-governmental agencies with
experience in the area of health and community participation.
The Project should draw upon this expertise in setting up such a
committee.

This committee and the PO topether should examine mechanisms
which are already available within the Projeci (e.g. Orientation
Training Camps, Village Health Committees, Community Welfare Fund
and innovative schemes) for facilitating the process of community
involvement with a view to working out an overall framework and
rationale for the use of these mechanisms in programming for
community mobilization.

The Project should initiate a training programme for health
workers, covering the practicalities of working with communities.
The development of such training may be entrusted to an
experienced field-based organisation, and preogrammed to be
implemented in & phased manner throughout the project area.

The Department of Health and the Departimenit of Social Welfare
should liaise to find ways of strengthening links between their
village-level workers, including joint training programmes, to

promote community participation and strengthen female to female
links.

t1. CONSTRUCTION

For the remainder of the project period the PO should use the
services of a consuliant erngineer to liaise with the

PWD (Highways) enginaers and carry cut random checks to

help ensure that buildings are constructed according to the
detail plans and that materials of suitable quality are used.

Water surveys should be done in advance of the finélisation of a

site. Sites should only be accepted where it will be possible to
provide an adeguate water supply.

SUMREC., 11
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H5Cs which are located in villages which have a drinking water
problem could be provided with bore~-wells, if this is practical
and feasible, s0 that the water supply of the HSC also benefits
the village.

Brokan or non-functicnal handpumps at HSCs should be repaired or

replaced, as required, on a priority basis and the PO should draw
upon UNICEF experience in repair and maintenance of pumps.

12. ADMINISTRATIVE ORGANISATION

In any reorpanisation of the Department of Health, GOTN should
simplify and unify the adminisirative structure controlling the
public health system.

The high pricrity given to primary health care in the Seventh
Five Year Plan should be faithfully implemented. The implement-
ation of these principles calls for primary health care to be
made an attractive alternative for physicians. This could be dene
by establishing a competitive career structure for physicians
{including salaries) to make them choose this work instead of
being forced to de it. The structure should be so geared that new
graduates are posted to taluk hospitals e.g. for 2 years to work
in a team with practical experience, especially in the Out
Patients Department, before they are posted to PHCs, which
provide a mors challenging assignment.

The PO should also take initiatives in some of these areas, for

example promoting management lraining, strengthening planning and
implementation, and emphasizing supervision.

13. PROJECT MANAGEMENT

A detailed work plan for activities needs to be developed. This
work plan should focus upon priority areas and those aspects
neglected so far e.g. gualitative monitoring, EPI, community
interactions and IEC soffware. Once this work plan has beean
prepared and appraoved by 5PCC, quarterly progress reports should
be submitted to SPCC members together with an updated plan for
the next guarter.

SUMREC.12



For the remainder of the Project period, the PO should
concentrate on:

= the functional aspacts of properly integrated health
care delivery, especially MOH including EPILy

= thes performance of workers, including necessary
retraining of varicus categories of staff, for example,
female health workers, supervisors and MOs;

- improving supervisiong

= developing logistics, especially supply systems, and
the cold chain;

- proper planning, implementation, monitoring and
follow up, especially of those items which are direcily
relevant to strengthening the role of the female health
worker:;

devaloping wavs of strenpthening community involvement.

14. BUDBET

The exercise to reconcile ihe fwo formats (TN and GOI area
projects) for the budget should bhe completed as a matter of
urgency. Once complaeted, the routine expenditure reporting should
be in a format which is possible to compare with the 601 format.

Using the new (for Tamil Nadu) format, much greater care should
be ftaken to prepars accurate and conasistent forecasts.

Expenditure reports should he used as a management tool to help

monitor the Project’s activities, including snalysis of selected
key components on a routine basis,

SUMREC. 13
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ANM

AO
APC
BEE
BHI
BHU
BPT
BPIC

CG

CHO
GRC
CWF
DANTIDA
DCAG

DFMO

DFW
DGHS
DRCU

DHO

wKruvil

BGLOSSARY OF ABBREVIATIONS

Antenatal Care

Auxiliary Nurse Midwife, now designated as MPW(F)
under the Mulii-Purpose Health Workers  Scheme, also
designated Health Worker (F)

Administrative Officer

Assistant Project Coordinator

Block Extension Educator

Basic Health Inspector

Basic Health Worker (male)

Block Pﬁoieot Team

Block Project Implementation Committee; disbanded 1984

Conventional Centraceptive, i.e. condoms (brand name
Nirodh)

Child Health Officer

Central Project Committee (at union level)
Community Welfare Fund

Danish International Development Agency
District Communication Action Group

(DFWMCHO) District Family Welfare and
Maternal and Child Health Officer

Director(aie) of Family Welfare
Director General of Health Services
DANIDA Health Care Unit, Delhi

District Health Officer (see DHFWO)



DIM

DME

DMO

DMS

DPCEC

DPH

DPHC

OPO

DPT

DPT

DTAG

OTEOQ

nTo

DTT

EC

EIC

EPI

FP

FY

601

GOTN

xuvili

Director(ate) of Indian Medicine
Director(ate) of Medical Education
District Medical Officer

Director(ate) of Medical Services
District Project Coordination Commitiee
Director{ate) of Public Health and Preventive Medicines
Director(ate) of Primary Health Centres
District Project Officer

District Project Team

Diptheria, Pertussis, Tetanus

District Training Action Groups
District Training and Edugation Officer
District Tuberculosis Officer

District Training Team

Empowered Commitiee

See IEC

Expanded Programme on Immunization
Family Planning

Fiscal Year; runs from | April to 31 March of the
following vear

Government of India

Government of Tamil Nadu

HA{For(M) Hsalth Assistants (Female) or (Male} also known as

as Health Supervisor (HS)



HFPTC
HI(FW)

HI(G)

HSC
HUD

HW(F )
or{M)

IAS
IEC
TuD
LHY
LTT
MA

MCH
MEG

METO

MHT

MIES
MM
MG 1/C

MPW{F 3}
or (M)

NIHFW

Kl

Health and Family Planning Training Centre
Health Inspector (Family Welfare)

Health Inspector (Beneral Side) i.e. not
family planning

Health Sub Centre; see SHC

Health Unit District

Health Worker (Female) or (Male)

Indian Administrative Service

Information, Education and GCommunication
intrauterine Device (Lippe’'s loop or Copper T)
Lady Health Visitor, now designated HA(F)
Laparascopic Tubectomy (female sterilization)
Maternity Assistant

Maternal and Child Health

Monitoring and Evaluation Groups: disbanded 1985

Mass Education and Information Officer
Dy MEID = his Deputy

Mobile Health Team, sometimes referred to as Mohile
Medical Team (MMT)

Management Information and Evaluation System
Mahalir Manrams (Wamen's Clubs)

Medical Officer Incharge of PHC

Multi-Purpose Warker (Female) or (Male)

National Institute of Health and Family Welfare
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NGO Non-Governmenial Orpanisation

OrPD Qut Patient Department

0PV Oral Polio Vaccine

0ORS Oral Rehydration Solution

ORT Oral Rehydration Therapy

PCAC Praject Construction Assistance Committee,

disbanded in 1984

RO Project Director

PHC Primary Health Centre

FPHN Public Health Nurse

NG Peostnatal Care

PO Project Organisation

FOP Plan of Operation
POPI = December 1982
POPII = September 14983
POPIIT = August 1984

PU Panchayat Union

FWD(E) Public Warks Department (Buildings)

PWO(H+R) Public Works Department (Highways and Rural Warks)

RAD Regional Assistant Director

RHTC Rural Health Training Centre

SHC Subsidiary Health Centre; see HSC
SPGEC State Project Coordinating Committee
SDPO Senior Depuly Project Officer

STD Sexually Transmitted Diseaseas



Kuwi

STEQ Senior Training and Evaluation Officer
TAC Training Advisory Committee

TBA Traditional Birth Attandant

TN Tamil Nadu

TOR Terms of Reference

1T Tetanus Toxoid

UNICEF United Nations Children’ s Fund

YAD Village Administrative Officer

UHC Uillage Health Committiee; see UKC
ULC Village Welfare Committee; see UHC
UT Vasectomy (male sterilization)

WHO World Health Organisation






INTRODUCTION

1. Proiect Area

Since Neovember 1981, the DANIDA supported area project has been
functioning in twe districts of Tamil Nadu, covering 16% of the
State’'s population of 48.4 million (1981 census)., The area
includes tracts of forest and hills to a height of over 1,200
metres: access within the hill areas is difficult. Most of the
project area is in the plains, where the network of tarmac roads
is well developed but during the monsoons, some health sub
centres are cut off from the villages which they serve. However,
these heavy seasonal rains de not always arrive and during the
Project, the area has suffered from several years of severe
drought. Availability of water for household use and irrigation
is fraeguently cited as a problem by villagers. The area is
predominantly agricultural with skilled trades such as weaving,
and pockets of industry (lignite mines, sugar faciories etc.).
The Project Document states that the level of female literacy was
low (14%), and infant mortality was 121 per 1,000 in South Arcot,
and 156 per 1,000 in Salem. The scheduled castes comprise Z22% of
the population of the project area, whereas only 2% helong to the
scheduled tribes (1981 census). The Project Document states that
“the overall health and family welfare conditions (in the project
araa) do not vary from octher areas of Tamil Nadu with a similar
socio-economic and oceographic situation.”

—

2. Purpose of the Evaluation

The purpose of this evaluation has been to see how the components
of the Project have been carried out and whether the results of
this implementation are heginning to have an effect upon
utilization of health services. The reason for this approach is
that it is unrealistic to expect a five year health project to
have had a measurable impact upon the health status of the
population. Moreover, if any improvemant in health status uwere
measured, it would be difficult to ascribe such changes solely

to the efforts of the Project. The absence of suitable baseline
date means that it is not possible to compare utilization now
with that at the bepinning of the Project. However, by measuring
the level of services now, and again at a future date, it will be
possible to assess changes that have occurred in both utilization
of services and activities of the health delivery system. If this
approach is coupled with a monitoring system which tracks the
performance of service delivery, then it will be possible to



identify the amount by which boih the volume of services and
their quality has increasaed. 1f both guality and quantity of
services increase, an assumption can be made that ultimately the
result wiil be improved health status. For this model to be
successful , the task completed during the evaluation must be
followed by the gualitative monitoring which will be described
later. The alternative approach of assessing the project
components simply in their own terms {(e.g. numbers of buildings
constructed compared with numbers to be constructed) was
considered too restrictive, and ignered the purpose for which
such components were included in the project design.

An assessment of the original desian of the Project and its
previous evaluation was not included in the evaluation team's
terms of reference (see Appendix 1). It was expected that this
evaluation would provide all interested parties with information
and recommendations on operational aspects of the delivery of
heaith services in the project area, and not be limited only to
those activities under the direct control of the Project
Organisation. Some of the recommendations are relevant to the
whole of TN,

3. Design of the Evaluation

The design of the evaluation was developed for DANIDA by
consultants and its framework was approved hy GOI and DANIDA. The
NIHFW representing GCGI tegether with DANIDA contributed to the
design of the uestionnaires. Thus the evaluation team was able to
carry out iis task within a framewerk and using a protocol agreed
to by GOI and DANIDA. The framework for the evaluation is
included in Appendix 1. The design focuses upon the benaficiary
of health services, in this case the mother and child. 11 uses a
combination of guestionnaires which would permit an assessment of
various eslements of the health service te¢ be made from the point
of view of the end user. From ihis starting peint the evaluation
then traced through the various levels of service delivery to see
how the health system was supporting the delivery of services.
This design includes indirsect assessment of project components
which strengthen health service delivery, such as community
participation, IEC, and quality of training.
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The information with which to carry out the svaluation was drawn
froms

A dask study of reported data, including the gquarterly
progress reports from the Project Organisation, project
summaries specially prapared for the svaluation by the
Project Organisation and DANIDA, the baseline survey
documents, and reports on various components prepared
over the project period by the Project Organisation and
its consultants,

~  Indicators calculated from service statistics and other
sources which ceould be used in & continuing monitoring
system. Some of these indicators were developed during the
design of the evaluation, and the data were provided by DANIDA
and the Project Organisation (see fppendix 1.

- Interviews at the village, HGC, sector, PHC and district
levels conducted by the evaluation team itself. The protocol
used enabled the experience of team members to supplement the
proforma gquestions.

~ Discussicns with central and state health cofficials and with
state and district project officials.

4, Sample Design

Cluster sampling methodology was used to select a random sample
of villages, the data from which would provide statistically
reliable estimates of key indicators. (Appendix 2 dascribes the
methodology in more detail,.) The 1985 projected rural population
of the two districts was 5.7 million, The published data on
village populations were not suitable to use as a sampling frame
because the places listed were Panchayat or revenue villages,
sach of which generally consists of 10-15 small villages

or hamlets recognised by the community., The PO was asked to provide
information on villages and their populations; this was done by
the local health werkers. The PO also supplied information on
whether health sub-centres (HSCs) were designated as DANIDA or
GOTN locationsy a facility was designated a DANIDA HSC if the
Project had funded construction of a new building and/or if the
HW(F) s salary was paid by the Project

Intro.3



These data were used in Delhi to make a suitable sampling frame,
which was stratified into two groups?: villages served by a DANIDA
H5C and those served by a non=DANIDA HSC. Out of the 1,388 HSCs
in the project area, B57 werse DANIDA HSCs. Thirty clusters were
selected from each group (15 clusters from each district), and in
zach cluster, sevan children between | and 2 years of age were
the subjects. This sample is large enough to provide reliable
information about coverage of immunization services, and
according to WHO is adequate for invesiigating coverage of other
aspects of maternal and child health services (see references in
Appendix 27.

Drne-half of the 60 cluster villages selected also contained the
HSC, whareas normally only one out of three villapes could
expect to have an HSC, so this evaluation might give slightly
higher estimates of coverage of the snlire population than might
he tha case, due to bsiler access to sarvices in the HSC village.

From the availahle information i} was anlicipated that not all
villages would have a trained dei (traditional birth attendant),
but that most HEDs had a femals health worker in position. The
fact that in

system wusre @

, cartain components of the hzalth

does not alier the precision of the estimates

of coverane. fcourate and detailsd information on deficiencies of
such conponents 15 an inportant coniribution of this svaluation;

bhie varisty of sktafileg vatlterns, services offered and

activily identifi

lavels of
ed during intervisws with the sample of staff
surveyed, is documsnted in this repoet,

i each zlusts

ponducted an

s50MS nmanBers
orpanigsation {(Hahalir

explain to theim the

j it and find out, among other
things, about ths z2xistance o

i

] facilities, health
personnel and compunity itnvolvameant. ALl the village dais who had
received training and were avallabls atl the time of the visit
viare also interviewsd., The i=2am conductied household interviews
with the mothers oy puardians of seven children aped one to two
vears Lo determine the family's utilization of health and famtly
planning services and the immunization and nutrition status of
the child, A tetal of 428 interviews was carried out and the
mothers were pressnt in BY% of i{hs houssholds.

health
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The Health Sub Centre (HSC) responsible for providing services to
the cluster village was then visited and an interview completed
with the female health worker - maternity assistant (MA),

auxiliary nurse midwife (ANM) or multipurpose health worker
(MPW ).

The Health Supervisor responsible for supervising the HSC, the
PHC Medical Officer and the district health officers of the six
Health Unit Districts (HUD) were also interviewed to find out
about the operational support provided to the HSCs and PHCs in
the form of supervisien, logistics, management, training and IEC
(information, education and communication) with particular
referance to maternal and child health (including immunization
and family planning), basic curative services and nutrition.
Discussions were also held with District Trairning Teams at HUD
level , District Project Officers at district level, and Regional
fisststant Dirsctors. Table | summarizes the number of proforma
interviews conductsed at sach level of the health system, by
district.

B. finalvsis of Findinos

Immediately after fielduwork, the evaluation team started
analyzing the data it had collscted. On the hasis of the
preliminary findings and background documents, further
discussions were held with the Project Organisatien, Governmaent
of Tamil Nadu and DANIDA. The major findings and recommendations
which follow have besen developed using all these inputs.
Recommendations regarding specific points discussed in the
findings are desioned to strengthen, directly or indirectly, the
role of the female worker, who is the point of first contact in
the rural health service delivery system, the strengthening of
which is this Project’'s principal obhjective.

Intro.5



TABL

Summary_of Interviews Conducted

Salen S Brcot Total
Village profile 30 30 E®
&)
Trained dais 29 19 48
B
Households contacted 2,309 1,397 3,706
Household intarviews 218 210 420
cJ d)
Health workers at HSCs 28 25 53
el £
Health supervisors 26 19 45
Medical officers at PHCs 27 23 45
g) g)

District health officers

Repional Assistant Dirsctors 1 i

al

b

o)

d)

&)

L4
d
T3

P

Includes 2 incomplete intervieuws.

Data were obtained by tallying all households contacted. The
CBR is lower and the IMR higher in Salem than in South Arcot
and therafore more households had to be contacted in Salem
to find 7 index children per cluster.

Includes 6 MAs, 6§ ANMs, 15 MPWs(F) and 1 LHU, 38 HSCs were
visited: one post was vacant, and one MPW was on medical
leave, but her HSCs equipment was examined and has been
included in the analysis.

Includes 12 MAs, 2 ANMs and 11 MPW(F). 20 H5Cs were visited
hut one MPW was on medical leave and four posts were vacant.

Supervision of two HS5Cs was done by one supervisors only ane
interview has heern included. Althoupgh 4 posts were vacant
and one supervisor was on maternity leave, other supervisors
had been assigned additional charge so only 3 of the
scheduled supervisor interviews were not conducted.

Intro.b
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One health supervisor covered two of the HS5Cs surveyed and
only one interview was conducted. Eleven posts were vacant
but § of these had been covered by assigning other
supervisors additional charge. One supervisor was posted but
absent on training, one supervisor could not be contacted,
and two HSCs appeared to function with no supervision. One
of the supervisers interviewed was male.

Includes one DHO who was interviewed twice bacause he had
additional charge (i.e. two HUDs).

Intro.7



I.

1

THE PROJECT AND IT5 ORGANISATION

Project Objectives

The Project Document, entitled Strenothening Health and Family
Welfare in Two Districts_in Tamil Nedu, sets the following
ohjectives:

Strengthening the health and family welfare service delivery
system by integrating health and family welfare services;

Improving the utilization of existing facilities;
Increasing the health and family welfare infrastructure
coverage through extension of the Sub-Health Centre
5vstem;

Improving the referral system from village and Sub-Health
Centre level through Primary Health Centre (PHC) and Taluk
Hospital level to district hospital levels

Improving the guality and coverape of services by:

a)l strengthening the health and family welfare management

b) improving the professional skills of primary health
care personnel, and

c) reprienting the health and family welfare stiaff
towards community work and involvements

Creating demands within the community for health and family
welfare services;

Creating awareness in the community of its responsihility
for its own health needs and for mobilizing local resources
in solving health problems,

These chjectives were to be pursued in accordance with GOI's

Model Plan for creating facilities and providing servicas under
the Area Programme.



Z. Project Principles

For preject planning and development of implementation
strategies, certain baslec principles had to he adhered to. These
principles were the intersectoral approach, i.e. not limiting the
scope of the Project to health servicess the sysiesms approach,
including health service delivery, management, organisation,
physical infrastructure, logistics and manpower; gommunity invel-
vement leading to mobilization of the village populations and
targeting health services at vulnerable sections of the
communtty, i.e. spocio-economically weaker segments, women and
children,

B Proiect Aaoreement

The Project Agreement for the Health Care and Family Welfare
Project (Area Project) Tamil Nadu incorporated these objectives
and principlesy it was signed between Government of India and
Government of Denmark on 1 August 1981, This Agreement amongst
other things stipulates that

= the Project will be directly executed by a Project
Organisation at state and district levels in keeping with
the Project principles of community participation,

participatory approach to planning and the target group
approachs

- implementation of the Project will be continucusly reviewed
and guided by committees established at block, district,
state and union levels. Representatives of Government of

India and DANIDA will be members of the committees at state
and unicn levely

= a document called the Plan of Operation outlining the
operational and financial framewcrk for implementation of
the Project provided for in the Project Document, will be
agreed upon betuween the two Governments. This Rlan of
Operation was to be reviewed annually.

The Project Agreement is hetween the Government of India and the
Government of Denmark, as according to the Constitution of India
only 601 can enter into agreements with foreign governments.
However , the GOTN was involved throughout the planning period and
it is5 the implementing agency for this Project.
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The state government has constituted the PO as a spacial
directorate in the state health depariment on par with the other
directorates. It is one of nine directorates in the Tamil Nadu
health system (sea Appendix 3 for organisational structure). The
PO at state and district levels has the responsibility to
coordinate with the existing health system to implement the
Project. The State Project Coordinating Committee is the forum
for sanctioning and monitoring the Project. Various committees
have been formed at the central, state, district, block and
village levels.

Various components of the Project are the responsibility of
various Directorates and Departments. An indicative list 1s given
in Table I.1. This division of labour between 9 directorates in
the Department of Health and 2 other depariments creates a con-
stant need for goordination and this can only be done through the
Health Secretary. The only existing forum to which all these
components are answerable for project matters is the SPCC, and
this commitiee is too high-level and meets too infreguently to
exarcise effective day—-to-day control.

The Project Organisation, being one of nine Directorates, also
has little say in those areas of the Project that are bheing
implemented by cone of the other Directorates. Even the task of
collecting reliable and up-to-date information for the purpose
of monitoring and evaluation is ofien difficult. This inhibits
the PO's ability to ensure that the Project is being implemented
in accordance with the Project principles.

‘The inability of the PO to monitor the quality of construction
for buildings being constructed as a part of the Project is a
significant example of the problems that result from such
multiplicity of centrol. The orpanograms and tables in Appendix 3
prasent the organisational structure and show how DANIDA and the
FO relate to the various lavels of Union and State Bovernment.



Table I.1

Responsipilities for Selected Project Components

Directorates/ Some main functions with
Departments reference to the Project

L State Drug Control
2 State Health Transport
B DANIDA Project (PO)

Supply of certain drugs
. Repair of vehicles
Inservice training (DTTs)
. Monitoring and Evaluation
Innovative Schemes
Supply of special drugs/equipment
Flanning
Supply of drugs (PHEs)
Mobile Health Teams (MHTs)
Furniture, equipment and POL
(PHCs/MHT s
Functioning of PHCs
. Posting of MOs to FHCs
Supply of drugs (HSCs)
Supply of vaccines
{PHCs wvia RAD and DHO)
Sanction of cycle loans
{PHCs and HS5Cs)
Supply of EPI equipment
. Functioning of HSCs
Basic training of Dais and MPWs
l.eprosy programme
. B programme
. Allocates MOs for
posting to PHCs
Referral Hospitals
. Training of Doctors and PHNs
Supply of family welfare
drugs/materials.
. Family welfare programnmes
Siddha drug supply
. Monitoring family
welfare targets
2. Construction of buildings

R
¥ P

L
N

4. Primary Health
Centres (DPHC)H

Gl 02— 1 P

5, Public Health and
Preventive Medicine

~3 - 01~

(DPH and PM)

o

=

B. Medical Services
{DMS)

L M — 01

=

& Medical Education
8. Family Welfare (DFW)

.

9. Indian Medicine
18, District Collector

- B3

through PU

3. Water supply and sanitation
threugh PU

4. Procurement of land for
buildings

5, Chairing District Project

Coordination Committee
11. Public Werks

Department (FPWD)
Buildings wing Phase I constiruction
Highways wing Phase II and III constructions

I.4



4, Establishment and Growth of the PO

Originally the PO was conceived as a rather modest organisation
of £ cfficers and 2 support staff at state level, and 12 officers
including 4 for a construclion cell and 13 support staff in each
of the two districts (these numbers exclude peons, watchmen and
drivers). The first Project Director (head of the P0) was
appointed in February 1881, The PO found that the manpower
provided for in the Project Document was insufficient to fulfill
its responsibilities. By the time the Project Agreement was
signed (August 1981) 601 had fermulated the pattern of
sanctionable posts for area projects as a whole. GOTN followed
this pattern in expanding the provision for PD staff to &
officers and 16 support staff at state level, and 8 officers and
17 support staff in each of the two district project offices
(excluding drivers, peons and watchmen).

No construction cell was established within the PO, and all
construction was handed over to the PWD. However, at divisional
level the Project is funding a total of 43 posts in PWD
(Buildings) which were sanctioned in February 1982, and 72 posts
in PWD Highways and Rural Works (sanctioned in May 1984)
including drivers, peons and watchman whose numbers are not
available separately.

By December 1985 the PO had 9 managerial/technical posts at state
level, supported by 2% staff members and 15 managerial/technical
posts at district level, supported by 29 staff members. They
comprise six units: administration, accounts, health services and
training, communications, monitoring and audit for construction
expenditures.,

The present Project Director and the two DPOs are drawn from the
1A5 Cadre, as per the Project Document. There have been several
transfers - this is the third Director for the Project and the
fourth DPO in South Arcot since Fehruary 1981. The second DPO in
Salem has been transferred recently and at the time of this
evaluation the post was vacant. '

Construction and posting of health personnel has made slower
progress in 5. Arcot than in Salem; this may partly be due to

freguent changes in the leadership of the South Arcot Project
team.

1.5



The organisational structure of the PO was drawn up when health
services were run from district lavel. Subseguently the
responsibility for health services was devolved down to Health
Unit Districts (HUD), of which there are three per district. Tha
staffing pattern at the PO was not changed.

= Sanciiening Forum

A State Project Coordinating Committes (SFPCC) is the special
forum for sanctioning the implementation of various schemes under

-

thae Project. (For a list of members see Appendix 3, Table 3.4).

The SPCC scrutinizes the annual project implementation plans and
the budget presented by the PO. The committee receives the PO s
aquarterly progress reports on project activities, and helps the
PG to overcome difficulties in the implementation process. The
committes meets at least twice a yvear. The minutes of SPCC
meetings are circulated to the two District Collectors and
District Project Officers, while copies of Government Orders are
sent to the District Collectors, the OPOs, the Regional Assistant
Directors and the District Health Officers.

At its first meeting, the SPLC decided to set up an Empowered
Committes (for a list of members see Appendix 3, Table 3.4).
On the basis of clearancse given by the SPCC, this committes
examines various proposals in detail and accords specific
financial sanctions without further de novo examination and
circulating procedures.

In the avent of any changes made in the SPCC decisions, the

Project Director circulates the proposed changes to GO and
ODANIDA before issue of Governmant Orders.

B. Monitorinag and Evaluation

The Project Document specified that an independent professional
monitoring and evaluation group should he established for
organising and managing the enltire evaluaticn system i.e. a
haseline survey, a monitoring system and an evaluation system.
The agreement refers to the Monitoring and Evaluation Group (MEG)
established under the agreement on the Health Care and Family
Welfare Project in Madhya Pradesh, and extends its tasks and
functions to cover the Project in Tamil Nadu as well. The MEG
started functioning in May 1980,
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The Government of India introduced an area projsct guarterly
reporting format in early 1982. The first quarterly report
produced by the PO was for the guarter ending 38 September 18981.
Regular reports have been received by DANIDA and Government of
India. Efforts to improve the quality of reports and widen their
scope have been made by the Project Organisaton in the last
aquarter (September 1985). The MEG was to produce a monitoring
system which integrated the quarterly reporting format with the
rationalized management information and evaluation system (MIES),
which was introduced by GOI in 13983,

A monitoring system and bassline data were to be provided to the
PO early in the implementation. The MEG identified the National
Tuberculosis Institute, Bangalore, and approved its framework and
methodology for the baseline survey., This has not velt bean
completed. The monitering system was not provided. The Mid-Term
Evaluation was conducted by the MEG in 1984. The group was
disbanded in March 1985.

Because of the delay in carrying out the baseline survey, the PO
carried cut its own Benchmark Survey prior to start of project

implamentation. This survey was financed from the plarnning phase
budget.

The Project Directorate has a Monitoring and Evaluation Officer
with support staff. At district level, there is a Monitoring and
Evaluation Offlger with Investigators and Research Assistants.
This staff has conducted several studies to assist in project
implementation and has developed formats to follow project
componeants. (See Appendix 21 for a list of studies.)

As per the Plan of Operatiaon III the efforts of the monitoring
and evaluation units in the PO are to be directed towards
introduction of its cutput monitoring formats. The focus is also
on strengthening the skills of the district level monitoring

staff in planning for data collection and analysia, and its
utilization.
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I1. THE HSC, SERVICE _FOCUS FOR _COMMUNITY CARE

The HSC is located at the point where the formal system set up to
deliver health care comes into contact with the community;
although it is usually the nearest it is not the only entry point
for the community. Both PHOCs and hospitals have first line
contact with the community; however, this is not their prime
function as it is with the HSC. The HSC's position may be
illustrated thus:

S5TATE HEALTH INFRASTRUCTURE

SUPPORTING
SERVICES

(/\ \\Af/\ ;

SERVICES
DEMANDED

( THE COMMUNITY )

In the project area a rapid development of the physical
infrastructure for health has taken place in the last five years:
however, this has not been supported by a comprehensive
operational plan, or detallad operational plans for specific
components. There seems to be little understanding of the H5C as
a constituent part of a whole system, a system which ought to
provide the working framework to support the HSC. This framework
should include:

means of prioritising objectives and tasks
ways of focusing upon those most in need
methods of providing supplies

methods of providing suppert and assistance
methods of collecting data.

il.}
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Many of these aspects have been developed, some of them
inadequately as this report points out. The H5C is not just a
building, it is an entity, an entity which needs workers,
equipment, supplies, drugs and patients if 1t is to have any
significance. Further, it is a base from which the HW(F} can
function, bringing MCH care and basic curative services to the
community.

At present what is lacking is this holistic approach to the HSC.
Much has been done to build buildings, something has been done to
provide them with drugs, supplies and eguipment. Most of them

have had a female health worker posted and yet few of them are

well wused by the community. In human terms the heart of the HSC is
the female health worker; she is the person who must live at the
centre, and it is she who must establish rapport with the community
and its members for whom the services are available.

In addition to the female workers there are male workers;
however , their role is presently circumscribed by court
proceedings. So although they are often posted to work in the HSC
catchment area, they function as single purpose workers, unlike
their female counterparts who are expected 1o be able to offer

all aspects of primary health care to the villages in their
catchment areas.

From the view point of the community, the HEC can be seen as the
place to which people go if they are sick, yet the preponderance
of the activities at the HSC are associated with prevention
rather than cure. Thus to the community this facility, staffed by
an outsider with few drugs and no injections, may seem like a
poor alternative to the existing options: of those wheo went to an
institution when they were sick, only B% said they went to the
HSC as their first choice for care.

If the HSC is to he able to achieve its goal of serving the
community with primary health care then there is a need for a
radical change in the way those serviges are offered, not so much
a change in any individual component but rather in the pverall
approach. For the services to be successful, it is more important
for them all te function reasonably, than for one or two to
function well at the expense of others.

This evaluation has examined the main functions of the HW(F), and
it has measured some of them, such as immunization and maternal
care. The evaluation team has studied, through field work and a
commissioned in-depih study of 4 HSCs, the means by which the

Ils?
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system supports the HW(F) and has been made awars of the
communities’ perception of, and attitude towards, the HW(F)., It
has seen at first hand the environment in which the health worker
is expected to function and the difficult conditions she has to
contend with. This chapter seeks to address the problems faced by
the HW(F) and to discuss possible ways in which her task can be
made easier and her services more effective.

1. Community Contact

The HW(F?) needs to have more effective contact with her community
if she is to be successful. One of the root prohblems is that it
is not her community. She is almost always an outsider, typically
from an urban environment with little previous experience of
rural life, posted by the system to work alone in a strange
community for a number of years. Many HUWs(F) tend to come from an
urban background because few women with the necessary educational
gqualifications are to be found in villages. Given that this

hias is unlikely to change in the foreseeable future, it is
necessary to provide other means of strengthening the HW(F)' s
role in the village. This would inglude:

- better training to provide her with communication
skills to help her interact with the community

& building up the contact with the community to encourage
the formation of Village Health Committees

= continued afforts to invelve dais

& ensuring that supportive supervision is providead
by the MO I/C and HA(F) so that they are seen hy
the community to actively support the HW(F) s work.

The absence of any community based health worker means that the
HW(F) has no village based counterpart with whom she can consult on
specific aspects of the community’ s health,

Some efforts have been made to establish village based )
commitiees; however, these have been set up by the PO without the
community having a desire for or seeing the merit of such
committees. The PO's efforts need to be directed toward helping
the HW(F) convince the people in her area that they need to

II.
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organise themselves and then giving help to establish the sort of
committee that they feel is appropriate. Attempts to harness
existing village organisations such as Mahalir Manrams to support
the HW(F) have not been successful,

2. Focusing HW(F) Activities

The health worker is expected to carry out many tasks. Excluding
those that take her away from her village, she is expected to
visit every household in the catchment area once a month. This
means she has to visit at least 50 households a dayy in s0 doing
she will be using time to visit many who have no need for her at
that time and consenuently she will not have enough time for
those who do need her. She is also expected to run a clinic at
the HSC in the afternocon and bhe availlable for deliveries and
emergencias, at any time. Some tasks are alloted on a regular
hasis, such as running an itmmunization session once a month, and
other tasks will be pgiven to her periodically, like esnumeration
of eligible couples and newborn children. She also has to attend
meatings at her PHC and may he temporarily drafted to work in
camps or on campaigns. When it is remembered that each HSC has an
averapge b-b villages with a population totaling 5,000, it can be
seen that much is expected of the often voung and inexperienced
health worker.

In the absence of clear guidelines she oparates in an ad hoco
manner with no means of prioritising her work. To enable her to
offer servicas effectively, it is proposed that she should be
allowed to establish a schedule of static clinics located in each
of har villages, at which she can offer all the services to those
members of the community who need them. She will need community
support to find the fixed location. She will need help from the
MO I/€, BEE and HA(F) in encouraging the public to come to these
clinics and a great deal of affort may be necessary o convince
the members of a village that they should now walk, albeit only a
short distance, for a service which previously came to their
door. Nevertheless, she will still have to allocate some of her
time to home visits (e.g. postnatal checkups).

From the HW(F) s point of view she needs constantly to ensure
that she really is reaching her priority aroups, e.g. pregnant
women, infants for immunization. This evaluation has shown how
easy it is for the priority group to be missed. For example
nearly a third (28%) of the children who were fully immunized
were ocutside the priority group.

I1.4
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It is often possible in the environment in which she works for
the health worker to be unaware of the number of newhorn children
in her area. Each year there is a concerted effort to enumerate
eligible couples and their families, by visiting every household.
This extensive task is normally done at the beginning of the
financial year; from some spot inspections of the repisters it
appears to be very incomplete. For example, one HSC which had
completed its enumeration for 1885-86 and had in fact repeated it
for the UIP in Qctober, appeared to have missed 38% of the
expected number of children under 2 years. It is likely that some
infants are simply not known about by the HW(F) until they are
oldet.

1f her activities are properly focused then her tasks are
achievable, For example, she can expect to have about 150
pregnant women a years; if sach has a total of B visils

{3 antenatal and 3 postnatal) plus the delivery itself then she
would have a total of about 1,000 maternity contactsi in
practice, some women are delivered by dais and some go to
hospitals or clinics. The HW{F) could expect about the same
number of contacts for child health and immunization, and clearly
some of thase could occur in the same session. In terms of a
monthly work load, this means seeing in total about 150 women and
children per month or about 30 per village. 1f she visits each
village once a week, then she would expect a clinic with about 39
woman and children. To this should be added those who attend only
for curative care; on the basis of present performance this would
add perhaps another 10 patients to her clinic, although increased
apprecidation of the service would increase demand for curative
services.

B Service Support

There iz a need to develop a more comprehensive approach to the
way in which the health services support the health worker. The
diagram at the beginning of this chapter shows how the whole
health system focuses onto the health workers in reality with
many workers in a system such a diagram would he many faceted
and overlapping.

In planning the support for healih delivery it is necessary to
optimise the way in which the various components interact and
support each other; this means making detailed operational plans
and werk plans and keeping them up to date. The latter are
prepared by the health workers at their monthly meetings.
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However, the absence of operational plans has resulted in
cfrequent abuses of workers’ time, A prime example of this is
found in the duties of the HA(F) who is frequently expected to
trravel to the PHC, collect vaccine, go to the HSC, help the HUW(F)
run her immunization session, and return to the PHC to put the
unused vaccine hack in the refrigerator before going back to her
LHY guarters.

Such a wasteful procedure could be avoided. In developing an
operational plan it would be possible to define how vaccine would
be distributed more efficiently, for example by providing the
HA(F) with a vaccine carrier with a cold life long enough to
enabhle her to keep vaccine safely for two days. There are now
many vaccine carriers available which have a longer cold life;
some are efficient but bulky, others are smaller and designed

specifically for ease of handling (see WHO/UNICEF Project
Information Sheets).

4. Summary

The basic physical components for a primary rural health service
gre now in place in the project area, yet one vital component is
missing. It is the one which will meld the various constituent
parts into an effective whole. It is multifaceted and complex and
slow to manifest itself in terms of results. What is needed now
is organisalion, organisation of the way in which the services
interact with the community, organisation of the ways in which
the health worker's time is used and orpanisation of the way the
health services support the health worker.

The PO as the executive autheority for this Project should have
been addressing the problems of planning, designing and developing
technigues to enable the health services to be deliverad more

effectively. The PO's activities in this regard are discussed in
Chapter XII.
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Directorates responsible for health service activities in
the project area should rniow concentrate upon some specific
areas where significant shortcomings were found by the team.
The specific areas include:

- Focusing HW(F) activity on the priority grouns

= Community cooperation and interaction with the HW(F)

- Developmant of more appropriate work plans for health
workers

= Continued developmant of operational plans such as
the one recently prepared for EPI

= Provision of specific neaeds identified through those
operational plans

= Investigation of mechanisms for coordinating the
afforts of different Departments at village level.

The reminder of this report examines specific components of the
health services in some detail.
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I1I. PHYSICAL INFRASTRUCTURE: BUILDINGS AND WATER SUPPLY

The original ohjective of assistance to improve physical
infrasiructure was to provide appropriate facilities (through
construction and renovation) in order to strengthen the service
points of ths health care delivery system at PHC and HSC levels;
to provide residential accommodation for health staff where
necessaryi and to provide training facilities and accommodation
for trainees at district and regional level. This last objective
was dropped following the first annual review in May 1883, The
physical infrastructure component accounts for by far the largest
share of Project resources.

14 Taragsts

Table I11.1 shows the targets for constructiien, rencvation and
water supply according to the original Project Document in 1580
and according to the POPI1I document in 1984. The percentags

share of the POPIII budget allocated to each sub~item is also
shown.,

Changes to targets are complex. To establish the original target
figure the following exercise was carried out. The bHth Five Year
Plan {1974-1979) norm for H5(0s was 1 established HS5C per 10,000
population. (An established HSC means either constructed or
rented.) The Gth Five Year Plan {(1880-1985) changed this norm to
I per 5,080 population. During the project plamming phase G601
proposed that the 1982 projected population figures should be
used to calculate the number of HS5Cs to be established. At the
time of the project negotiations the 5th Five Year FPlan targets
had not been met and the shortfall had been carried over into the
Bth Five Year Plan. By the end of the 5th Plan 95% of the target
was established, but only 48% had been constructed; the rest ware
either rented or notional. Thus whan the Project began it was

faced with establishing the shortfall from the 5th plan plus all
those from the Bth.

The number of buildings to be constructed was calculated
according to the Bth Plan norms plus the 5% shortfall from the
5th Plan. This was initially calculated to amount to 471 HSCs,
and 254 LHY guarters. There have heen considerable variations in
these numbers and a full explanation is to be found in Appendix
5. The final agreed number was 523 HSCs and 285 LHV puarters. The
list of Project construction activities is shown in Table II1.1.
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TABLE III.I

Target for Construction. Rengvation and Water Supply
and the Percentane Share of POPIII Budget

Project FOPIII % of
Document (Septem- POPIILL
{Qgtober ber Budaet
19868 1584) Allocated
al)
H5Cs 471 528 17.1%
LHY Quarters 254 285 2.3%
Renovated HSCs 211 229 D.7%
b)
Water Supply to HSCs 471 728 3.@8%
c)
Water Supply to LHV Quarters = 148 D.7%
Renovation of exlisting PHCs and HSCs 2@ 22 1.0%
d?
Ganeral side buildings at PHCs 24 i6 @.5%
Residences for MOs at PHCs 37 36 @.7%
f
Training Centres 21 -
£
Residences at Training Centres P8 -
e)
Pediatric wards P 2
e )
laternity wards P 2 DA%
el
Operation theatres a 4

al Construction of 5 HSCs was not approved in the 7th SPCC
meeting, (September 1985) so the figure is now 523.

b Handpumps at 447 H5Cs and extention of pipelines at 281.

o) 113 with extended pipe lines and 35 with handpumps.

d) General side is all primary health care except family welfare.

e ) Located at Taluk Hospitals.

f In the First Annual Review, (May 1882) it was decided to rent
accommodation.

The changes in POPIIIT are caused by changes in the demographic
base used to calculate requirements.
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As can he seen, the major component of this building schedule is
the HSC and LHV quarters. These account for 78% of the
construction budget.

P

Z. Budpet
Building construction and renovation together comprise the

largest single item in the project budget, and its share of the
total budget has almost doubled during the life of the Project.

TABLE III.Z

Total budnoet Construction Percent of
Yaar 1980 and Renovation Total

(Rs. 100 ,000)

13882 1.,440.0 384.5 27%
1984 1,875.8 B4@.3 45%

The reascons for this increase area complex, but include the
following:

It was originally intended in the Project Document that a
construction cell should be established in the PO which,
following the project principles, would invelve the communities
themselves in the construction of appropriately designed and
traditionally consiructed buildings. GOTN rejected the idea of a
construction cell and it could not even be agreed that the PO
should have iis own engineer/architect for liaison purposes. It
was decided that the buildings should be constructed by PWD
{Buildings). During the planning phase DANIDA consulted varicus
organisations familiar with the type of construction envisaged
{e.g. Alternative Science and Technology for Rural Areas, ASTRA
in Bangalere) and concluded that the huildirngs would cost about
Rs. GO ,000. However, GOTN in preparing the Project Document used
a lower figure of Rs. 35,000 which was based upon the World Bank

figure, itself an estimate for a different type of HGC costed at
Rs. 25,800.

The PWD prepared its detailed estimates and then calculated
costs for HS5Cs at Rs. 650,000 and for LHV guarters at Rs. 30,000.
There were variations between each Engineering Division.
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Thus @ combination of underestimating originally plus
significant changes in the type of construction led to an
increase in the cost of the buildingsy to this has to be added
the increased cost of building materials.

A, Location Planning and Site Selection

A great deal of attention was paid to planning the location of
H8Cs and sector headnuarters (LHY guarters). With the project
team, DANIDA developed a location planning methodology based on
501 guidelines. For HSCs, the criteria for cheoosing the villages
in which to leccate new buildings were:

- one sub-centre per 5,000 population,

- the marximum distance to be travelled to reach the sub-centre
should not exceed 8 kilometres,

= should not generally he established in places where other
health care facilities are available,

- should be selected such that they are spatially well distributed
and no area of the block is neglected,

- specific attention should be paid to isolated areas and those
that are seasonally cut off due to rains,

= specific attention and special care should be paid to tribal
pockets. ‘

LHY guarters ars the sector headguarters for supervisory staff
{(HA(M) and HACF)Y)Y, The population of a sector is about 20,000 or
four HS5Cs. An LHY guarters ls always supposed to be attached to a
HSC, from which the supervisors visit the other three HS5Cs in the
sactor, Criteria for selecting a location for an LHY guarters were:

- centrally located with respect fo the cluster of 4 H5Cs under
its supervision,

should be adequately connected with the other sub-centres
in terms of transportation,

should have space for future expansion.

I11.4
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After the logation of a village in which to build a HSC had been
decided, the site within that village had to be chosen using the
criteria for site selection:

- accessibhle to the target groups

- within the village boundary ensuring easy access for women
and children

2 should be such that the waste disposal from the sub-centre
does not cause health hazards and social tensions

= lacated in a healthy environment
= land to be procurable without legal problems.

The first criterion was subsequently modified by 60TN, who
instructed the PO to site the buildings near to the socio-
economically disadvantaged sections of a village.

This order of the BOTN does not seem to have been offically
brought to the notice of the SPCC, as it should have been, and
consequently ne thoupht seems to have been given to its
implications hy the SPCC.

The last criterton specifying that only that land which was frea

from lepal problems should be selected seems to have been

interpreted as meaning that only government land should be

selected and this often meant that land lying on the outskirts of the
village, was chosen.

The PO did not, it appears, raise with the SPCC the problems in
choosing appronriate sites. No effort as such could therefore be
made by the S5FCC to resolve these prohlems and praevent the
construction of buildings on inappropriate sites.

Two evaluations (wrongly described as monitoring) were undertaken
to assess the suitabilitly of the sites selected. The first,
conducted by the M.A.C. Instiftute of Community Health, Madras, in
1983 under the auspices of MEG, svaluated the location plamning
and site seleciion In 12 hlocks of Phase I buildings. This study
inspected the site and used the additicnal criterion that the HSC
building should be located closer to the weakser sectionsy it also
asked the community about the convenience of the site. The report
of this evaluation concluded that overall siting was satisfactory.
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However , the maps in this report suppest that at least 16 (37%)
of the HSC buildings were oputside the inhabited area. This
discrepancy might at least partly be explained by the use of the
additional criterion arising out of the GOTN stress on placing
HSCs near the scheduled castes "hamlets”. DANIDA conducted
another evaluation in 198% where it evaluated, among other
things, the siting of 58 HSCs and HSC/LHV guarters buildings.

Df these 58, 54 were those which had not been seen by the earlier
evaluation team. They found that 16 (30%) of these 54 were sited
outside the inhabited area.

During the field work it was found that the health sub centres
{HSC) buildings and health supervisors guarters constructed under
the project were unsuitably sited in many cases. Among the major
problems noticed were:

= siting outside the villages in iscolated places
= siting near toddy shops or burial grounds

- siting in low lying, marshy and unhealthy
areas.

The first two of these problems are reported to have seriocus
implications for the security of the female health worker who is
expactad to live there, Siting problems are exacerbated by poor
detailing of the buildings, for example shutters that can only be
closed from cutside the building (see Section hB).

Considering the investment involved, the constiruction of buildings
on inappropriate sites is a very grave setback which is
practically impossible to reverse. Additional efforts are now
neaded to counteract the effect of poor siting. For examples,
gxpenditure on sescurity measures such as fence building and
rearranging shutter closing.
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Frank and open discussion on the security problems of the
HWs(F ) should be held at the PHC involving the health wor-
kers, their supervisors, MOs and other staff. The female
health workers should be given encourapgement and help to
establish themselves in the community to which they have
been assigned, and to ohtain support from the community.

Physical barriers such as fencing around the compound and
a prill over the open court-yvard could also be provided.
It should be ensured that all doors and windows are

properly constructed so that they latch properly, i.e.
from the inside.

If bulldirgs are to be constructed in the future, a much
stricter monitoring of site selection must be carried out,
with much closer monitoring by DANIDA.

4 The Desiaon of the HSE and LHYV Quarters

The HSC desigrn was based upon the existing GOI model design and
upon those HSCs already in wse in Tamil Nadu. The architects at
DHCU used these designs as a starlting pointsy after field visits
to existing HSCs and discussions with MPWs they developed a basic
design which could be modified to suit local reguirements.

Following the decision to appoint PWD (Buildings) to be respons-
ihle for the ceonstruction programme the design was modified to
use a hollow block consiructiion for the roofs of the Phase I
buildings. This was subseguently changed to a sloping in situ
concrete roof for Phases I1 and 1II1. The designs of Phase 1, II
and IIT buildings are shown in Appendix 5.

5. Construciion Preoramme

The construction programme was divided inte three phases. Work
went ahead rapidly and achievemenis have been impressive. The
completion of buildings is summarised in Table III.3,
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TABLE III.3

Status of Buildings Constructed as of 3@ November 1985

Fercent
af
Type No. No. No. sanctioned
of s5aN0c— com— handed handed
Building lioned plete over over
HSCs 523 404 206 57%
LHY quartars 285 234 154 547%
General side
buildings (PHGC) 16 9 g 38%
MO guarters (PHC) 36 34 33 92%
Uperating theatres
(Taluk Hospitals) 4 4 4 100%
Maternity wards
(Taluk Hospitals) 2 @ @ @%
Paediatric wards
(Taiuk Hospitals) 2 1 @ D%
H&5C renovation AT 2210897%4) fn.a. n.a.
PHC renovation 57 AB(B3L) n.a. n.a.

Thare is a significant difference between numbers constructed and
numbers handed over. Nevertheless, as the average rate of
completion has been about 4 HSCs and 10 LHYV guarters a month, all
buildings should be handed over by the end of the project period.

It is noteworthy that the Project expected to be able to complete
construction in the first 3 vears, as indicated by the largs
number of buildings (475) sanctioned in Phase II, representing
8% of the buildings to be constructed. All of these were
expected to be huill in one year, which would have reguired a
completion rate triple that achieved. The presence of an engineer
on the staff might have reduced this target to more managsable
proportions. In fact it took until the end of 1985 for 300
buildings to be handed over,
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5. 1 Oiher Buildings

fttention has been focused upan HSC and LHV buildings because
they represent 78% of the construction budget. However, other
construction work has taken place as listed in Table III.3. It is
expected that all these buildings will also be completed by the
end of the project period.

B. Monitoring of Construction

In the first SPCC meeting, the DANIDA representatives pointed out
that "it would be difficult to monitor progress an construction
in thas asbsence of some consiruction staff within the PO."

The PO and GOTN said such provision would be unnecessary and
would be a duplication of skills already available in the PWD and
50 no technically nualified staff were appointed to the PO, This
was despite the fact that construction amounts to 45% of the
total budget. The arocposal for technical manpower was again
raised at the annual and mid-term reviews and again refused by
the PO and GOTN. In the event, the PWD had to employ more staff
paid for by the Project to enable them to carry out their moni-
toring and supervisory function, se it is not clear why there was
such resistance to having technically gualified staff in the PO.

Many of the HSC buildings, supervisors oquarters, and PHC
huildings visited by the {eam wers poorly constructed; in some
cases, water or electricity, or both, were unavailable. Foor
quality of rconstruction inciuded low grade materials, unseasoned
wood, windows and doors that would not shut, that did not hava
latches or had latches which could only be closed from outside
the building, faulty water and slectric connections and badly
ventilated kitchens with no outlet for smoke. Although having an
engineer within the PO would not guarantee that all these
problems would be solved, it would have ensured that a
technically gualified person was available to provide technical
fgedback and reports on the preogress of constructien without
having te rely on PWD enginesrs whose first loyalty is to PWD.

After the DHCU report on the quality of completed buildings in
May 1985, the PO recoognised some of these problems and it is
understood that a decision has been taken to withhold payment to
contractors responsible for shoddy or incomplete work, where such
withholding is possible. It is expected that full payment would
only be released after the contractor has rectified the problems.
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The number of sub-standard buildings for which such a withhoelding
of funds may be possible is not known, but considering that some
of the poorly consiructed buildings were ready some time ago, and
that the decision to withhold payment is a recent one, it seems
reasonable to presume that this strategy will not cover all the
huildings reguiring attention. It is not clear why there was no
proper monitoring of the buildings, and why they were taken over
when they were chviously less than satisfactory. It is understood
that the PQ has now issued an order that buildings should not be
taken over until they are completed and satisfactory in all
trespacts,

For the remainder of the project period tha FO shouldru5e
the services of a consultant engineer to liaise with the
PWD (Highways) engineers and carry out random checks io
help ensure that buildinus are constructed according to the
detail plans and that materials of suitable guality are
used,

Buildings should not be taken over unless they are complete
in all respects and unless their guality of construction and
fittings are all satisfactory. Personal responsihility for
following this procedure must bhe fixed on the concerned
officers.

7. Rented Accommodation

In the whole project area, if the Bih plan planning norms were
met, there was a need for 1,380 HSCs and this is acknowledped in
POP1LY. OFf these, some already existed and 523 were to be built,
leaving 762 which would have to be established in rented
accommodation. This is set down in POPITII together with the
procedure for renting accommodation, which is that the DHO should
be responsible for selecting and renting suitable buildings. Out
of all the HECs in the sample, 14 (24%) wers in rented buildings
(9 were DANIDA and 5 were non-DANIDA); of these, half the HWs(F)
had to arrange their own rent and pay it. Although some esven-
tually got it reimbursed, some HW(F)s were paying rent which was
not being reimbursed from the State. Three out of the 9 HWs(F) in
the DANIDA rented buildings and 3 out of the § in other buildings
complained about their landlord.
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When problems arose with the landlord, they had little bargaining
power since the amouni allotted for rent - Rs. 8Q/- per month,
whilst adeguate for living accommedation is modest for the extra
rooms needed for a H5C., When that particular HW(F) was posted
elsewhers, the HSC which she had managed to establish in her home
would cease to exist, since the lease was in her name, not that
of the State. (This problem had not been anticipated in the
design of the proforma questionnairess, so it was not possible to
quantify exactly what proportion of H50s in rented accommodation
were at risk of becoming disestablished.) Some of the buildings
sean by the tesam were far too small to serve adeguately as HS5Cs,
for example with only one room for clinic and living quarters for
the HW{F)Y., Whilst it is sensible 1o inveolve the HW(F) in the
selection process for a rented HEC, te leave the onus on her to
find and nagotiate rents is unreasonable. The fact that 6 out of
the 14 HWs(F) who were renting complained abeout their landlord
shows that there is a preoblem with rented accommodation. (Bee
Appendix B for a detailed description from the in depth HSC Study
listed in Appendix 21.)

Tha MO 1/C sheweld report to the DHO on the details of
rantal and lean agreements for temporary HSC accommo-
dation. The DHO and MO I/C should agree on how they

will arrange for the leasse of suitable accommodation.

The HW(F) should be encouraged to find suitable accom-
modation. She should be given help and support in this
regard so that she is not left alone with the task of
negotiating with the landlord.

The DHO should rent appropriate buildings on a minimum
S~year lease for locations where a H5C will not be
constructed. Where construction is planmed or in pro-
gress, the lease should be long enough to allow for a
new building to be made ready for ococupancy, to aveoid
disruption of HSC activities,

The State, the PO and DANIDA should consider the im-
pression which a functioning HSC is intended to make
upen the population, i.e. a clean, hygienic place
where valuahle services are provided. Either the rep-
tal agreement should include provision for an annual

L1111



interior whitewash, or if it proves impossible to
regotiate this for Rs.80 per month, the maintenance
hudget should provide for this minimal maintenance.
Priority sheould be given to HSC locations where no
buildinp is planned to be constructed.

8. Water Supply to Health Facilities

The Model Plan for area projects (GOI: 1979) states that "the
sub-centres site should also be provided with safe potable drink-
ing water through a pump or well unless in its vicinity a water
source already exists in the village.” In keeping with the plan,
the PO's Notes on the Project Activities for Evaluation 86
(Dacember 1985%) indicates that K37 HSCs/LHV quarters were to he
provided with water, either through handpumps or extension of
pipe lines. OF these, 482 (76%) have been provided with water
supply. In additioen, the Level ¥ indicators show that 88 hand-
pumps (18% of 48Z2) were installed by 30 November 1985 of which 81
(92%) were working. Table I11.4 shows the number and status of
handpumps at new HS5Cs in the survey.

TABLE I1I.4

Handpumps at New HSCs

Na. Percent
HSC with handpump working 3 2
H5C with handpump sometimes working 1 7
H5C with handpump, never working 2 1.3
HSC without handpump g 6@

FPiped water connections had been installed in at least 8
newly constructed HSCs: in two cases these were out of order.
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A study of BS Phase I buildings carried out by DHCU found that
only 33 handed over buildings (51%) had water supply. Throughcout
the preject area and sspecially in Balem, water supply is a major
problem. It is understood that the PO is undertaking a water
survey with regard to the buildings where water is not available.
When this survey is completed an appropriate source will be
provided.

As set down in the Project Documant on page B9 "One of the
pieces of infermation reguired for location planning and site
selection is availability of waler". This is especially relevant
in an area where water supply is known to be a problem and which
suffers from recurrent drought. As location planning was still
being carried oul within the last 3 vears, it is unclear why a
survey is now necessary unless information on water supply was
inadequately researched originally. The failure to provide water
supply has resulted in 15 (28%) of the HWs(F) in the sample being
ordered to live without adequate water, and in constructed
buildings being lefl unocoupied because there is no water

available, Recently an order was issued by the PO instructing
workers to live in these buildings.

In the 5th SPCC mesting (September 18984), it was decided that

provision of water supply to PHCs should he daferred until the
provision te HSC/LHU guarters is complated.

Water surveys should be done in advance of the finali-
sation of a site. Sites should only be accepted where

it will be possible to provide an adeqguate water
supply.

H5Cs which are located in villages which have a drink-
ing water problem could be provided with hore-wells,
if this is practically feasible, so0 that the water
supply of the HSC also bhenefits the village.

Broken or non-functional handpumps at HSCs should be
repaeired or replaced, as required, on a priority
basis and the PO should draw upon UNICEF experience
irn repair and maintenance of pumps.
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9, Water Supply in Villages

Whilst recognising that water supply is a big problem for much of
the project area the Project Document (1880) makes no further
mention of water supply other than as a line item in the budnst.

This allocates Rs. 155 lakhs (16.8%) of the budget against the head

“drinking water and sanitation”. POPIII shows a sum of Rs., 124,87
lakhs for the same headi; 5b6% of this 1s for the provision of
water to HSC and LHV quarters. The remaining budget is for
sanitation and no provision is made for village water supply.

The svaluation team gathered information on the drinking water
supply of 69 villages from 2 sats of people: village leaders and
mothers., Village leaders reporied that domestic water came from
several sources - putlic and private wells (seasonal and
perennial ), handpumps, teps, borewells, ponds and rivers. Sources
of domestic water change with the seasons and most villanes
experienced difficulties during the dry season. Many villagers

had to take water from various sources as shown in Table I1I.5.

TABLE III.5

Sources of Drinking Water in Village

(N=5@)

Source Number Percent

al
Tap 18 30%
Wall 15 25%
Handpump 5 8%
River, pond 5 8%
Multiple sources af

drinking waler s 28%

al Often tap attached to overhead tank pumped from a well.

111,14



36

filthough 18 villages reported that their drinking water came

" from taps, wells are the most numerous source of water. A total
of 159 perennial and 344 seasonal wells was recorded; of these,
B® and 5@ respectively were available to the public, the rest
heing private. 0f the 1@ public wells, 77 were availahle to the
scheduled castes and tribes,

Taps are usually from a horewell in the villape with distribution
either via pipes to standpipes around the village cor to a tank
with taps at a central location.

Handpumps were used in 5 villages whilst another & relied

upen rivers ot ponds for their water supply. The remaining
villages used a variety of sources.

The provision of safe drinking water is an important component
for ensuring the health of a community. It is one that has been
peripheral to this Projects however, it is such a problem in the

area that greater attention should be paid to it.

The sources of household drinking water is shown in Table [11.6.

TABLE TII.6

Sources of Household Drinking Water

(rn=420)
Sgurce Number Fercent
Well 147 a5%
Tap {41 34%
a)
Handpump 91 22%
River/pond 49 10%

a) 15% of handpumps were out of order.

The source of water was also inspected to see if it was kept in a
way which would help maintain its cleanliness. The criteria used

For wells were paved, drained and covered and for taps and pumps,
paved and drained. It was found that out of 368 wells, pumps and

taps, 108 (29%) satisfied the criteria.
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Funds should be made available for provision of hand-
purps and repairs to existing handpumps, and espe-
cially for finding ways of ensuring that pumps do get
repaired. The fund could also be used to upprade the
surrounds of existing pumps, taps and wells.

1. Sanitation and Garhage Disposal

Like water supply, environmental sanitation plays an influantial
role in the community s healih. There is no mention in the
Project Document of any activities planned under sanitation. In
POPIII, activities mentioned under sanitation are:

- Provision of pit latrines, soak pits and smokeless chulas in
selected villages

- Improvement of environmenial sanitation around nsw health
facilitiss

- Promotion of personal hygiene and sanitation as a part of
school healih

- Improving the knowledge and skills of health workers,

The PO has supported some activities funded from the CWF which
would improve the peneral level of cleanliness: latrine
enclosures in 2 villages, urinals for 10@ schools, latrines and
urinals for 50 schools and smokeless chulas. In the evaluation,
information on sanitation and garbage disposal was obtainad from
househaolds and village representatives. 0f the 420 households
surveyed, 43 had access to a latrine, of which & (14%) were

private, 9 (21%) public, and the remaining 28 (B65%) were public
and unusett.

Village representatives were well aware of the health problems
associated with poor environmental sanitation. In 23 out of 49
villages with data, leaders mantioned diarrhoea, waterborne
diseases and/or sanitation as a probhlem. They requested
improvements to water and sanitation more freguently (13, 39%)
than any other health related input to the community.
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The cleanliness of the village streets was assessed during field
visits; stagnant water was ohserved in nearly two-thirds (3%)

of them, usually due to inadeguate drainage around handpumps or
wells.

Piles of garbage, usually used for compost, were kept inside and
outside the village in 33 communities and in half {(Z28) garbage
was thrown into the street. In 10 of the villages surveyed

a specific person had been assigned to clean the streests although
financial provision for such a person is usually only made for
municipalities. MNearly half (24) the villages were perceived by
this avaluation team to be dirty whilst only a little over 10%
{8) were thought to he clean.

There has been latrine building activity in soma schools, funded
from CWF; however, the water and sanitation component of the
budget is only half spent. It is recogrnised that this is a diffi-
cult aspect to influences however, there are interventions that
could be tried and experience from gther areas that could be
benefited from, for example, work by Gandhigram in Madurai,
Research—-cum~-Action Project at Poonamallee and UNICEF.

fi detailed Plan of Uperation should be prepared to use the
rest of the budget. This POP should take advantage of the
existing work carried oul by other agencies.

Investipations into more appropriate public latrines could
be undertaken, possibly using models developed by UNICEF,

Motivation of the community to improve environmental

sanitation and {oc wuse latrines should bhe a subject for
an innovative scheme.
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IV, MANPOWER AND TRAINING

The Project Document identified the manpower requirements for
primary health services personnel needed in the project area, and
presented a strategy for accomplishing the necessary in-service
training. This chapter summarizes the manpower needed to meet
GOI's norms for size of catchment area, and shows the Project's
accomplishments in meeting manpower tarpets. Recruitment issues,
such as the difficulty in identifving dais, are discussed in this
saction, Information collected during the evaluation from vil-
lage, HSC, PHLC and state levels on staff in position is also
presented. The knowledpge of health persennel at villapgs and HSC
level is discussed with reference te their job responsibilities.
Finally, developments in training are examined in the light of
thegse findings and with reference to interviews with District
Training Teams {(DViTs) and staff at state level training institu-
tions.

1. HManpower Reauirements and Training Accomplishments

The types of staff at each level of the health system are shouwn
in Appendix 3.5, with the size of their catchment area and type
of Facility. Descriptions of each type of functionasry’'s tasks and
responsibilities are also appended.

1.1 Staff in Position

The data in Table IV.1, summarizing manpeower targets, require-
ments and achievements, have been taken from the guarterly pro-
gress reports up to September 1985, the PO Notes for ESB
(Decamber 1985), and data subsequently supplied by the PO in
February 1886. It turned out to be surprisingly complicated to
establish the targets for dais and impossible to find out for
mest cadres the number of posts that were currently filled.

The demographic base used to calculate the number of personnel
needad to cover 1,000 population at village level, 5,000 at HSC
level and 20,000 per ssctor, changed whern the 1981 census became
available; the targets given in the Project Document, POPI and
POPIII all differ. For dais, the criterion changed from | trained
dati per village (as per 601 s Model Plan for area health
projects) to | per 1,000 population. This resulted in the total
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number required increasing from 3,230 (Froject Document) to 8,674
(POPIII. Due to difficulties In identifying untrained dais, it
was decided when POPIII was prepared that the Project’'s target
for training dais would be determined by its proaress in
tdentifying candidates for training. Thus between Seplember and
Novemher 14985, the target increased by 209 (see Table IV.1,
Footnote b). :

There are cerltain incensistencies in data reported in the
Quarterly Progress Reperts and in the PO's Notes for E8B; for
example it is stated that 100% of target for posting male health
workers and supervisors has besen met, and at the same time that
riore have been appointed under the multipurpose scheme due to the
stay order from the Madras High Court which stays the adoption of
the multipurpose scheme for these cadres.

There appears to have been a notahle improvemant in the staffing
position of female heslth werkers and supervisors in the two
morths bhetween Septembear and Movembier 198%3 as reported in the
Quarterly Progreass Report and the PO Notes for EBE respectively,
the number of vacancies fell by 374 {(from 132 to 83) for HWs{F),
and by 20% (from 87 to 7@ Tor HAs(F ).

The percentage of posts occupied is shown in Table IV.?2., The data
collected directly from 45 PHCs during the evaluation show that

of the cadres listed, the most understaffed is the Block

Extension Educator (BEE), with only B2% in position. There is

also a severe shortage of HAs(F) at segtor headouarters: only 7i%
of thesa positions are staffed, although B7% of HAs(F)Y at PHUs are
in position. The auarterly progress reports make no spacial
mention of these shortages.

The Project Document reiterated the usefulness of posting one
female MO in sach PHC to strengthen the femals service delivery
Link. At that time (18803, 80% of sancltioned posts for lady
doctors and 87% of male MO posts were filled. 5. Arcot had a
larger preoporticn of MO posts (M and F} vacant than Salem (22%
compared with 9% respectively). Thae situation has hardly changed
since theny at the 45 PHCs visited during the evaluation, 28% of
MO posts were vacant in S, Arcol compared with 7% in Salem.

Vacancies in ancillary posts such as computor (statistician),
pharmacist, etc. were reported Lo be causing serious problems at
some PHCs as tasks had to be covered by other staff in position.
Although specific data were not collected, the evaluation team
became aware of the difficuliies caused by staff having extra

duty when examining stock records, medical stores and monthly
statistics.
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TABLE 1V.1

Summary of the Status of Manpower Development up to November 1385
(From Quarterly Progress Reports and date supplied by the PO)

d)
Tvpe of Funciionary Dais HW(F ) HWM HACF ) HAMH
H5C &
FHC
A, Total No. reguired a)
in POPIII (1984) 5,974 i,380 1,381 358 358
(g,674)
B. JTrained/posted
before Novemhsr 1981 3,012 733 rasis 211 2
h)
C. Target for Project 3,294 587 645 147
(5,6B2)
D. Trained/Posted
during Project c) c?
{11/81 to 11/85) 3,150 587 BE45 147 -
E. % of Project
Target (D/C) 9B % 100% 100% 1007 100%
(H6%)
F. Tetal trained/posted
up to 11/85 (B+D) F,iB2 1,388 1,380 358 358
G. No. of
functionaries 11/8% 7 1,297 7 288
H., Attrition up to
11785 (F-G) 7 83 7 70
1. No. outstanding
after attritieon in
November 1985 (A-G) ? 83 ? e
Footnotes to Tahle IV.1
7 Data not reporied.
al In order to meet the criterion of 1 dai per 1,000 population,

#E74 dais should be trained. However, the PO has been unahble

to identify enough untrained dais and in POPIII the target
was reduced by 1,700 to 6,974,

b The Project s targel is determined by its progress in identi-

fying untrained dais and changes over tima. The target of 3,294

is cited in the PO's Notes for EBE, but the Quarterly
FPrograss Report for bHeptember 1985 gives the target as 3 ,085.
¢ These data were not available in the Guarterly Progress

d) Includes ZBY HAs{F) at sector headquarters and BY at FHCs.

V.3



at

TABLE IV.2

Posts Sanctioned and Posts Occupied,. as Raported
PHCs during_the Evaluation (February 1886) and as Reported

by the PO (September 1985-February 1986

a)
Data_from 45 _PHCs Data_from_the_ PO
Sanct- Doou- Sanct- Ocou~
ioned pied pA ioned pied %
Type of _Funct-
ionary
az & c)
HW(F ) 972 899 92% 1,380 1,297 947
72
HW{M) A88 4351 B8% 1,380 ? ?
H5C i99 142 T1% 2849
HA(F )< 288 BOZ
PHC 71 B2 87% 9
HACH ) 128 114 89%
o) d) 358 7 7
HI & BHI 206 169 82%
e
MO 147 127 BEY 7 7 7
BEE 45 27 BR% n.a
Lab. Asst, 48 45 98% n.a
? Bata not reported.
n.a. Data not included in report format.
a)l HW{F) includes HMPWs(F ), AMMs and MAs in PHCs and HS5Cs.
b HW(M) includes basic health workers (M) and any male health
workers described as MPW(M),
c) Information about the number of MAs sancltioned and in
position is missing for 15 out of the 45 PHCs visited.
d) Information about the numbher of BHIs sanctioned and in
position is missing for | PHC.
e) Quarterly Progress Report for Ssptember 1985 states that 20

MO posls aﬁe\vacant (4 in Salem, 16 in 8. Arcot) but no data
are available from the PD stating how many posts are
sanctioned or occupied,

V.4



43

1.2 Attirition of Dais

Respondents at the 45 PHCs surveyed usually tad recerds of how
many dais had been trained, but when asked how many were
functioning, one-third (16/45) could not supply this information.
At many of the remaining PHCs, there did not appear to be records
of how many trained dais were still functioning. Nevertheless, at
7 PHCs, it was reported that all of the dais trained were still
functioning, and 2 reported thal more were functioning than had
been trained. The remaining 2@ PHCs reported attrition rates of

up to 35% since 189815 out of the 28 PHCs with information:

9 (31%) reported more than 10% attrition, and of these,
B (21%) reported more than 20% attrition.

Data from village representatives indicate that in the 38/60
cluster villages reporting trained dais, 8/38 (21%) had lost one
or more of their trained dais through migration, sickness or
death. In terms of numbers of dais, 13-14% of the 70 trained dais
identified by villagers were no leonger functioning. This figure
is comparable to 13% atirition overall (1688/1,334) calculated for
the 20 PHCs reporting some losses of trained dais. However, if
PHCs who reported no losses are included, the atirition rate
becomes 8% (168/2,096)., Atirition rates could not be calcoculated
from the gquarterly progress reports, which do not give data on
how many dais are funciioning.

1.3 Information on Dais

0ther evidencs from the svaluation sugpests that the information
provided at PHC level on the status of trained dais is not
entirely reliahle and up-to-date. Contact with the HW(F) or her
supervisor is infreguent; although one~sixth of the 48 dais
surveyved were full-time attendants {ayahs) to the HWIF), one-
fourth (11 of the 43 dais supplying information said they never
get a visit from the HW(F) or HA. More than ane-third (17/45) do
not liaise with the HW(F) at all, and more than half {(Z6/44)
never ask her for professional help. Neither pavment of reporting
fees nor replenishment of consumables was found te be providing
occasion for contact with the PHC: only 3 dais had ever received
payment of Rs.3 per reported delivery, and -ne of the dais had
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ever received any supplies. Even records kept by the HW(F), who
should have close contact with the dais for antenatal
registration, were not accurate; the team found cases of dais
listed as trained and working in cluster villages, yvet when the
team chacked with the individual concerned, she would explain
that she had been recruited but never actually completed more
than a few days of the course. These dais did not have kits and
neither they themselves nor the viillagers described them as
trained. The team also found at lesast two cases of trained dais
who appeared to be unknown to the villagers but were identified
by relevant health staff. They appeared to have been posted there
as ayahs,

The availahility of records ahout candidates {rained and the
absence of information about furnctioning trained dais may be
partly due to the percention that the reporting of numbers
trained is more imporiant than whether they are functioning, and
what support is necessary to keep them working.

The absence of accurate records showing how many dais are trained
and functioning mekes it virtually impossible to supply consumable
items or make payments for deliveries in an orderly manner. It
also makes it difficult to estimate how maeny trainees should be
recruited to make up for atirition. Such ambiguities would be

less prevalent if the system of regular monthly contact bhetween
H5C staff and dals were a routine part of the HW(F) s schedule,

as envisaged in the Project Document.

HSC staff should contact all trained dais on a regular
basis, and should know the identity of all practising
dais in their calchment area. The HW(F) should submit
a list of dais to the PHC once per year, showing who
is active, and whether they are trainad or not. The
list should be used for cghecking resupply of consum-
ables (see recommendation in Chapter V, Section 2).

Annual updating should be done by supervisors if there
is no HW(F) in position.
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1.4 Recruitment of Candidates for Dai Training

Recruitment of dails for training is the responsibility of the
PHCs; all dais working within the PHC catchment area are supposed
to be enumerated, and according to the criteria for recruiting
dais, only those who are practising midwifery in their villages
should be selscted for training.

The shortfall from the target of dais to be trained has been
attributed mainly to recruitment difficulties, specially the

Project's inability to identify candidates for training.

This led to the reduction in the Project’'s training targets from
the level of:

5,662 (based on 1| trained dai per 1,000 population), to

3,962 in POPIII, to

3,885 in the Quafterly Progress Report for September 13985,
and an increase to

3,294 in the PO's Notes for EBE (December 1385).

The Project has fulfilled 86% of its most recent target. but only
56% of the population-hased target has been met. This shortfall
was reflected in data from village level interviews. Excluding
one cluster with population over 10,000, the total population of
the remaining 59 villages surveyed was 120,000 implying 120
trained dais needed: 69 were found, giving a figure of G8Y

coverage with trained dais. After taking attrition into account,
coverage drops to 50%.

The team found that more than one-third (22) of the villages
surveyed had no trained dai, and 15 villages — one-fourth of the
sample - had no resident dai at all. In these cases, deliveries
were attended by family members and a dai from a neighbouring
community might be called in.

w1



46

Sufficient attention does not appear teo have been given to the
geagraphic distribution of candidates when dais were recruited
for training. In addition to the 7 villages with experienced dais
but no trained dais, another 11 villages had a itrained dai but
needed more to meet the population-based rnorm; all of these 11
villages had eligible untrained dais. At the same time, there
were 5 villages with more than 1 itrained dai per 1,000 population
(rot counting villages smaller than 1,008 which appropriately had
one trained dai).

In the 7 villages with dais but none trained, two reported that
they had been approached about going for training but had not
attended for various reasons, including the real inconvenience of
travelling to the PHC., Six of these 7 villages had populations
between 500 and Z2,000: recruitment appears to have been more
successful in larger communities. Six of the 7 ware in the
catchment area of a HSC established hefore the Project, staffed
With a maternity assistant (& of tha 6 MAs were in position). Six
of the 7 villapges were in 5., Arcot district. Thesa findings
suggest interventions that could be made in communities with dais
gligible for training.

The difficulty faced by the Project in identifying candidates for
dai training is evident in the evaluation data which shecw that
2h% of villages visited had no residant dais. Almost half (7) of
these villages had populations larger than 1,0080. The Projsct
took steps to alleviate this problem of having no female link
between the community and the health system; in POPIII it was
stated that an alternative programme to teain 1,700 non-
traditional birth attendants should be developed and placed
before the 5PCC. This was done and the scheme is currently
awaiting 601 approval. In the meantime, various measures appear
to have been adopteds in at least three instances, the evaluation
team found that trained dais had been posted as ayahs to the
HW(F )} in communities which had no resident dai. A more frequent
finding was that women with no previous experience as dais have
heen identified by the HW(F), given some practical experience by
accompanying her in her work, and have then attended the dai
training programme. At least 14 and possibly as many as 18 of the
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48 dais surveyed (between 29% and 38%) had no delivery experience
before training. About one-fourth of these had started doing
deliveries, but 13/18 had conducted no deliveries at all within
the last 3 months. These data are broadly comparable to those in
an evaluation study on dais conducted in 1984 by the PO in South
Arcot District, which found that one-fourth of the dais had &
years or less experience, It has been suggested that inexpe-
rienced trainases were recruited to nrovide ayahs to accompany the
HW{(F) in the field; over half of the trained dais/ayahs inter-
viewed (5/8) also had an active dai practice. Recruitment of
these women may represent an effort to establish a female link
for MCH activities in villages where it has proved impossible to
recruit traditional birth attendants. It1 may also represent a
response to pressure to meet training targets.

The PO should re-examine the approach it has taken so
far in identifying candidates for dai training. Reasons
for the Project’s inability to recruit practising dais

for training should be carefully investigated (e.g. by
interviewing practising dais) and taken into consider-
ation in formulating a more effective dai recruitment
strategy. For ewxample, this strategy might include
holding training sessions nearer the dais ' homes, at
the H5C or sector HQ, rather than the PHCi providing
transportations and rearranging the timetable of
training.

The established criteria for selection and reecruitment
of traditional birth attendants for training should
be adhered to.

If it is impossible to meet training targets using
these selection criteria, staff should be encouraged
to report their difficulties rather than attempting
to meet numerical targets with trainees faor whom the
curriculum is not designed, and who are unlikely to
assuma their intended role after training.
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In recruiting candidates for dai training, greater
attention should be paid to the geographical distri-
bution of trainees. The Project should develop priority
criterig within the specified training selection criteria,
to be used by block level staff in directing recruitment
and training effort towards the most underserved communi-
ties, For example, it is more important for small, isolated
villages to have a trained dai than larger communities
with alternative sources of care (see chapter VIIT,
Section 2). Therefore,each community with eligikle
candidates should have a trained dai before more trainees
are selected from communities larger than 1,000 population,

{1.5 Recruitment ., Posting and Attrition of HWs(F)

Female health workers may be any of the followings

= maternity assistants (MAs) who were trained before 18739; most
have acguired extensive midwifery experience in rural
communities. The majority of MAs have attended retraining
undar the multipurpose worker scheme. This cadre was
replaced by:

z auxiliary nurse midwives {(ANMs) trained before 18981 nearly
all ANMs have been retrained under the MPW scheme. Since 1881,
this cadre has besn replaced by:

= female multipurpose workers (MPW) who have hesen trained
since 1981.

= Assistant MPWs who are tribal girls recruited to work in
tribal areas and trained in a special programme.

The only categories of famale staff now being trained are MPWs
ard Assistant MPWs. Candidates for MPW(F) training must be women
whe have completed Class X (high school). No previous experience
is necessary and there is no requirement regarding place of
residence. For fAssistant MPWs the requirements are slightly
different (see below).

The Project was responsible for posting the female staff needed
to establish the additional H5Cs needed when the HSC catchment
area was reduced from 10,900 to 5,00@. The existing HSCs were
staffed by ANMs and MAs, wmany of whom were employed by the
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Panchayat Union which also constructed the facilities in which
they lived and worked. In 1982 the Panchayat Union employees were
transferred to the Department of Health.

With the exception of the tribal hill areas, the Project appears
to have had no difficulty in posting the number of MPWs(F) needed,
and has met iis target (see Table IV.1}. Attrition has bean about
6% according to data supplied hy the PO. This is close to the
vacancy rate calculated from data collected from the 45 PHCs
surveyed (8%); the evaluation team found 10% of the sample of B@
H5Cs were without female staff, with ne apparent difference
between previously established and newly established H5Cs.

Difficulties in posting female health workers in tribal hill
areas have been addressed by creating a special training
programme at the Danish Mission Hospital at Thiruketlur. Tribal
women are recruited for training with Class YITII (instead of
Class X) and attend a 68 month course to improve their basic
skills before attending the 18 month MPW training. After this,
they return to work as Assistant MPWs in thelr area. So far 22
women have been trained and positioned in their areas, and a
third hatch is in progress.

1.6 Posting of HWs(M}

Although the Project was not directly responsible for posting
male health workers, the project design and the Model Plan for
area projects assumed that the retraining of male unipurpose
workers (from vertical programmes for malaria conirol,
sanitation, family planning, immunization) and their incorpo-
ration inte the multipurpose scheme (started in 1376) would
proceed as planned, thus staffing each health sub-centre with a
team: one MPW(F) and one MPW(M). However, the redesignation of
unipurpose workers posed several administrative problems related
to pay scales, seniority and status; the Association of Workers
took the matter to court and it stayed the entire schema. When
the Project Document was writien (1988), 830 unipurpose workers
from the family planning and malaria control programmes had
already been retrained as MPWs(M), but none has ever heen
appointed under the multipurpose worker scheme, and these cadres
continue to work as unipurpose staff. The B45 additional posts
needed to staff each HSC with a MPW(M) had been sanctioned before
the Project Uocument was written; the PO reports that 100% of
these posts have been filled (see Table IV.1), but apparently not
with multipurpose staff.
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Because of the stay order, none of the HSCs has a HW(M) posted to
work there. During visits to HSCs, the evaluation team found that
less than half (28/60) of the facilities definitely had a male
worker based in the HSC catchmant areas 22 of these were hasic
health workers {(malaria control workers), Only | described
himself as a MPW(M). Another 5 HWs(F) said that a male worker
visited the area but was based elsewhere, usually at the PHC. Of
the 53 HWs(F) interviewad, 27 reported that they did net have any
male colleagues working with them in their catchment area (70% of
these were in Salem). This finding underlines the absence of the
male worker in the HSC team, even if a HW{(M) has been posted to
the area.

Development of this component of the multipurpose scheme appears
to have come to a complete standstill until the administrative
questions regarding the creation of the MPW(M) cadra are
resolved., The absence of the MPW(M) puts the entire burden of
providing integrated primary health care services upon the female
worker. The affect of this on coverage of services is discussed
in Chapter VIII, Section B.

1.7 Recruitment and Posting of HAs{(F)

The vacancy rate of 23% for HA(F) posts at HSCs indicate that
posting this cadre to sector headguarters is a problem, compared
with vacancy rates for other cadres (see Table IV.2). It has been
suggested that such posting to isolated HSCs is unpopular because
candidates for ihis cadre are frequently from urban backgrounds
and prefer to work in that environment.,

It is recommended that the parties inveolved in the intro-
duction of the multipurpecse schems should seelk a speedy
resolution of the issues bhefore the courts.

It is also recommended that G0TN should take into
consideration the fact that the HSC team is incomplete,
when setting targets for health workers at this level.

.12
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1.8 Summary of Manpouwer

The placement of female health workers has proceeded well;
difficulties in positioning staff in certain tribal areas were
addressed by recruiting and training local women to he Assistant
MPWs., The number of female supervisors in position at sector HQ
has also improved substantially during the Project. However,
placement of male health workers has been a major problem in
manpower development, which is constrained by a court stay order

upon the redesignation of male unipurpose workers as multipurpose
workers.

2. JIraining, Knowledoe and Practice

The avaluation fieldwork included guestions which would enahle an
assessment to be made of specific aspects of the knowledge and
practice of trained dais and HWs(F). Detailed tahles are included
in Appendix 9 and 7 respectively.

2.1 Dais

The curriculum for basic training of dais was developed by GOI,
and is used nationwide. It is designed to be covered in 3@ days
of training, usually spread over two maonths. Trainees travel
daily to the PHC or HSC, where they are trained by the HW(F),
HA(F ) or BEE under the guidance of the MO. To date, these staff
have received no special orientation to prepare them for training
dais, but POPIII includes provision of G0I's dai training guides
and manuals for all HAs(F), PHGCs and DTTs. Just over half of the
PHCs surveved (725/45) had these materials for trainers: 13 out of
the 25 with training materials had done no dai training in the
two years priaor to the evaluation survey. Of the 16 PHCs who had
been training dais, 4 had no training guides.

Basic training is under the control of the Directorate of Public
Health and Preventive Medicine, even though it is conducted at
PHCs (which are administered by the Department of Primary Health
Centres) and paid for by the Project. However, the Project has no
control over basic training of dais: its strategy has been to
focus on systematic retraining {(see helow).
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During training, dais are supposed to conduct at least two
deliveries under the supervision of their trainers, After
observing supervised deliveries, the Training Advisory Committes
and the PO came to the conclusion that dai training as presently
conducted does not effectively prepare the irainses for the tasks
entrusted to them. (No formal evaluation is available on either
the subjects covered during training or practical experience in
conducting supervised dellvaries.)

Immediately after training, the dais are supposed to receive a
stipand of Rs.300, and a dai kit (see Appendix 10.1] for a list
of contents). In the PO's §. @rcot dai study, 50% of dais
surveyed said they had received their kits. In the evaluation
fieldwork, 45 (94%) of 48 dais had received kits, but 22 had
received them more than 3 months after trainings this includes 4
dais out of 12 who had heen trained in 1885,

In addition to completing the basic training of 3,230 dais (now
3,294), the Project Document stated that the Project would
complete retraining of all existing trained dais (3,812 in
November 1981) within the first half of the project period. The
status of this activity could not be established from the
guarterly progress reports or financlal expenditure data. During
the svaluation, it was found that only 3 of the 45 PHCs visited
had held any refresher training for dais in the 2 years prior {o
this survey. One of the dais interviewed during the evaluation
had had refresher training; she had been trained in 1981,

Retraining of dais was introduced as an innovative scheme in 4
blocks in 1385%. One reason that the Project has been unable to
carry out more reiraining of dais may be that recruitment of
candidates for basic training has proved a problem, so bhlock
level staff have been absorbed in this effort. Another more
compelling explanation is that no proper operational plan has
been developed for retraining dals throughout the project area.

The sample of 48 dais interviewed included:

14 who were definitely trained before the Project
(November 81)

7 who were trained in 19813 they could not recall the
exact date of training

27 who were definitely trained during the Project.
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0f these 48 dais, between 14 and 18 were not traditional midwives
(11 of them had heen trained during the Project); 14 definitely
had no previous midwifery experience, and 1@ of these had not
done any deliveries in the last 3 months. Another 4 probably had
no previous midwifery experience; 3 of these had not done any
deliveries in the last 3 months.

OQut of the whole sample, 19 dais were scarcely active, having
done no dealiveries at all during the previous 3 months; 8 had not
done a delivery for more than & months. Eight of the surveved
dais were also avahs to the HW(F).

The evaluation fieldwork interview with trained dais included
guestions on how they prepared their instruments for delivery,
how they tied the cord, looked after the baby and mother, and

whether they gave advice on aspects of maternal and child care
{see Appendix 9),

One aof the major objectives of training practising dais is to
spread the use of aseptic delivery tachniques. The training
curriculum focuses on how to prepare instrumenis before a
delivery, Qut of 42 dais providing information, B (14%) correctly
described boiling their cord-cutting instrument (usually
scissors) for long encugh to sterilize it. The analysis was
complicated by the variety of equipment available and in use. The
various protocols described by the dais included washing the
instrument , brinoging the water to the heil then removing it from
the heat, dipping the instrument into boiled water, atc. (see
Table 9.1 in Appendix 89). The most popular method of preparation
was to wash the instrument in boiled, hot or.celd water (18 dais),
One in seven did nothing (6 dais). Thus aseptic procedures were
rarely followed,.

Dai training is intended to encourage the birth attendant to wait
until the cord has stopped pulsating before tying and cutting it.
In fact many dais were already doing this because they waited

until the placents was delivered hefore tying the cord. In the
evaluation sample,

17 dais said they waited until the placenta was out before
doing anything ie the cord

17 said they waited until pulsation stopped.
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Thus, 34 of the 45 giving answers (76%) acted appropriately, even
though the protocel they followed did not exactly match that
envisaged in the curriculum. The cord was tied appropriately
{according to the curriculum, i.e. after pulsation stops, with
the appropriate number of ties 6~9 cm from the baby) by one-third
of the sample (16 dais?). Lowest compliance with curriculum
protocols was in covering the cord with gauzey only 19 said they
did so, but much of the gauze examined was nat sterile, so
leaving the cord uncovered was safer. More than half the 31 dais
who had gauze in their kits did not use it for covering the cord.
All four points related te tving the cord were mentioned hy

8 dais, i.e. less than cne-fifth of those interviewed.

The curriculum includes procedures for checking and cleaning the
hahys 18 dais (two-thirds) described cleaning the mouth, eyes and
nostrils but none had a regular supply of sterile cotton swahs,
so the baby s eyes could not have been cleaned in the prescrihead
mannear,

Regarding care of the molher, just under half (21) of the 46 dais
said they checked that the mother was not bleesding sxcessively,
and two-thirds (31} checkad that the placenta was completely
delivered. Most dais (36) washed the mother and gave her a clean
dressing. Almost three-guarters (34) said they would give her a
drink. One-third of the sample mentioned all four points
regarding care of the mother, and attended to the mother
appropriately.

One of the most important features of training traditiconal birth
attendants is encouraging them to refer a case that is too
complicated for them to handle successfully. This sometimes
involves teaching dais to recognize complications soon enough for
the woman te¢ reach higher level care in time. Twenty dais had
referred a patient at some time (12 within the last B months),
and 13 had asked the HW(F) to help with a problem case.
Altogether 28 dais (58%) had made these connections with outside
sources of care, 20 of them (48%) within the last B months. Dais’
comments (such as never having seen a case of excessive bleeding)
suggested that the topics emphasized in the curriculum do not

entirely coincide with the problems and complications experienced
by these dais.

In order to motivate mothers to improve various health-related
practices, dais are trained to nive advice about hreast feeding,
weaning, immunization and family planning (ses Appendix 9,

Table 9.%). Although the substance of their advice was not
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systematically assessed, there were enough comments from the dais
to make it clear that a substantial proportion were giving advice
contrary to that promoted during their trainingy for example,
one-third of those advising on breastfeeding specifically
mentioned that they advised mothers t¢ start after Z2-3 davs,
following locally accepted practice. A few dais stated that their
accepted role ended with massaging the mother and did not include
niving advice.

Tabhle IV.4 summarizes these findings on knowledge and practices
of trained dais.

TABLE V.4

Summary of Wnowledns and Practices of Trained Dais

{n=47) a)
b
To- FPer-
tal cent

Preparation of instruments for
deliverv: (n=42)

Boils instruments for at least

20 minutes 3} 4%
Tving the cord: (n=458)

fAll 4 points menticoned

(ignoring sterile gauze) 8 18%
Treatment of baby: (n=44)

All 3 points mentioned

(ignoring cotton swahs) 18 41%
Treatment of mother: (n=46)

All 4 points mentioned 1B A5%
Refarral of problem cases or help
From HW(F) within last
E months: (n=47) 22 47%
Advice to mathers: (n=48)

All four topiecs mentioned 11 24%
al Excludes ! dai who answered none of these questions.
b Calculated for sample size given at left.
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The interpretation of the data on trained dais  knowledge is
complicated by tha fact that two-fifths (19/48) could not be
described as actively practicing, and by constraints on their
practices caused by absence of supplies. Judging from the low
level of compliance with aseptic technigues, it would seem

that the quality of dai training has been extremely variable.
The messages and protocols featured in the curriculum have more

chance of heing practised if the dai has eguipment, supplies and

continuing back-up from a health worker, if the community will
accept key elements of the trained dai role contained in the
curriculum, and if the material covered during training is
consistent with what she sees in her midwifery practice. This
plethora of intervening influences upon the present 30-day
training has led to the following recommendations.

& reassessment of the basic training curriculum for dais
should be carried out. Dai training sheuld place greater
emphasis on establishing aseptic delivery tachnique. In
particular, dais must be properly trained in how ifo
sterilize the instrument they use for cutting the cord,
and how to handle a presterilized blade.

The trainer s guide should be modified to include a
methodology for identifying local midwifery practices,
for adapting the training plans to local conditiens, and

especially for promoting established practices that are
sound.

Staff responsible for training dais must he oriented to
effective techniques for training non—-literates. They

must be trained how to build on the dais’ existing sound
midwifery practices, and how to use the modified trainer’'s

the trainee must demonstrate her competence to perform the
task.

are made in Chapter V, Section 2.
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The simplest possible guidelines (one page) should be
prepared immediately for staff who presently co-ordinate
with trained dais, covering training in the use of the
contents of the disposable delivery kit. Monitoring and
evaluation of the effectiveness of this in-service training
should he used to develop irainers’ techniques for dai's
basic training.

2.2 HWs(F)

Althounh there are four types of HWs(F) working at HSC level in

the project area, only two are now being trained: the MPW(F) and
the Assistant MPW(F ).

Candidates for MPW(F) training must be women who have completed
Class X (High school s no previous experience is rnecessary and
there is no requirement regarding place of rasidence. They
receive 18 months of training at ANM schools which are
residential facilities at district level; there are two of these
establishmants in the project areas, at Cuddalore and Salem. The
PO has judged their capacity to he adequate, and there is no
shortage of MPWs(F) in the project area.

The MPW(F) curriculum prepared by 6G0I and the Nursing Council of
India covers basic nursing skills, and is not specifically
oriented towards rural primary healith care. Training is cenducted
by sister tutors, public health tutors and sanitarians, and
includes practical experience at the district hospital, GOI has a
two-volume manual for female muliipurpose health workers (18978)
which is more oriented towards primary health care than thae usual
nursing curriculum. The manual is usuwally distributed after
training.

As part of the expansion of the multipurpose worker scheme in
1976, plans were made to reorientate trainers and to modify the
AMM basic training (24 months) so that it was 6 months shorter
(18 months) and included 6 months on-the~job training at a PHC.
This practical stage is spent at one of nine Rural Health
Training Centres which are attached te PHCs in the project area.

Candidates recruited from tribal areas attend an amended training

scheme lasting 24 months, frem which they graduate as Assistant
MPWs(F ). This scheme was not evaluated by the team.
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ANMs received their basic training at ANM schools, and were
renriented at PHCs by M0Os trained for training under the
multipurpose worker scheme. Training for MAs focused almost
exclusively on midwifery, antenatal and postnatal care. Most of
the staff in this cadre have atiended a reorientation training
course scheduled to last from | to 3 months.

Interviews with HWs(F) included structured nguestions designed to
ascertain their current knowledge and practices regarding various
functions specified in their job responsibilities. Appendix 7
contains detailed analysis of the asvaluation field wark data on
HW(F s " knowledge and practices, summarized below.

Antenatal Examipation and Identifyino High-Risk Pregnancies.
One-half of the 53 HWs(F ) correctly described how to carry out
the antenatal examination of a pregnant womans ANMs fared hetter
than MPWs or MAs. One-half have sufficient knowledge to bhe ahle
to identify high-risk pregnancies; both ANMs and MPWs did better
than MAs on this topic. One-third of the sample correctly
described both at these components of antenatal care. (See
Appendix 7, Table 7.1 and Table 7.4.,)

Problems of Labour and Delivery. Compared with knowledge of
general antenatal care, knowledge about delivery problems was
considerably better (See Appendix 7, Tahle 7.2). Almost half the
sample (45%) were found to be well informed and appropriately
described how they would deal with five complications of
pregnancy and labour (eclampsia, prolonged labour, haemorrhage,
retained placenta, puerperal fever). Another 34% of the HWs({F)

pave correct descriptions for four cut of the five obstetrical
cemplications.

Knowledge of puerperal fever was weakest: this condition was
often interpreted as a siraightforward fever and only 70% of
HWs(F ) said they would refer. In contrast, all but one HW said
they would refer a case of eclampsia. Again, ANMs scored higher
than MPWs and MAs (see Appendix 7, Table 7.4). Qut of the whole
sample, 3 (2 MPWs and | MA) described wrong or dangerous
preliminary treatment.

Handling and Administration of Vaccines. Of the 53 HWs(F)
surveyed, 2 (4%) were knowledgeable encugh to maintain cold chain
for DPT and OPV; B (11%) described how to pive the correct dose
in the correct manner with a fresh needle and syringe for each
child, and 18 (19%) correctly described how to clean and
sterilize their equipment. None of the 53 HWs(F) interviewed
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TABL

Knowledage of HW(F) regarding A

E IY:5

ntenatal Care and Immunization.

by Type of H

aalth Workers

{n=53)
MPY ANM MA Jotal %
(n=26) (n=9) {n=18) (n=53)

1. Satisfactory know-

ledge of how to do

an antenatal exam 12 7 8 2.7 51%
@ Satisfactory know-—

ledge of how to iden-

tify a high-risk preg-

nancy t5 & 5 26 49%
D Both items 1 and ¢

correct 3 B 2 17 32%
4, Would refer all five

obstetrical

complications 12 5 7 24 45%
5, Yaccine handling

described correctly 2 B 2 2 4%
. Administration of

vaccine described

correctly 3 3 /] B Py
7. Sterilization of eguip-

ment described correctly B Z 2 11 19%
8. Items 5, B and 7 correct 0 @ @ @ 0%

From these findings several poin
and practices taken in conjuncti
supplies underlines that consist
workers is essential if they are
skills that they acquired during
HWs(F ) do not offer a particular
immunization? makes it sasier to
answering some of the puestions;
decide whether lack of knowledge

ts emarge. The data on knowledqge
on with the data on equipment and
ent logistical support to hesalth
to practise and maintain the
training. The fact that so many
sarvice at all (e.g. regular
understand their difficulty in
however, it was net possible to
or lack of supplies prevented

them from providing these setrvices.

~J
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correctly described all 15 items concerning the proper handling
of vaccine and the adminisiration of safe and effective
immunizations of DPT and OPY (see Appendix 7, Table 7.3). These
statistics exclude the adminisiration of BCG, since almost all of
those interviewed said they never gave BCG and did not know about
it.

Family Planning. Of the 53 HWs(F) interviewed, 3 (6%) said they
knew how to insert IUDs, and 42 (79%) said they prescribed oral
contraceptives, but only B had a check list of contraindications.
{1t should be noted that proficiency in these tasks was not
assessed, )

Child Health and Nutrition. Twoa-fifths of the sample of HWs(F)
(21/53) were running a child health clinicy; 12 of these were at
the Balwadi. Only B of the 21 HWs{(F} included in their clinics
the basic components of growth monitoring and nutrition advice,
immunization and/or basic curative care and were considered o
run the service satisfactorily. (5o far, growth monitoring has
not been included in the services they are axpected to offer.)
lLack of equipment (scales) and supplies {(growth charts, vaccines,
basic drugs) were cited by several HWs(F) as a constraint on
services offered.

Summary of HWs(F) Knowledas. Although the HW(F)s  knowledge on
specific points was frequently satisfactory, their grasp of all
points necessary to provide an adequate service was disappoint-
ing. Due largely {0 serious deficiencies in knowledge regarding
vaccine handling and use of sterile needles and syringes, not one
HW(F ) was interviewed who could describe ithe cerrect procedures
for the various itopics studied. Table IV.5 summarizes these
findings, and gives an indication that ANMs performed better in

this assessment than MPWss the poorest performance was by the
MAs .




B1

Secondly, the midwifery experience of MPWs seemed to be less
comprehensive than that of the ANMs, whose training and
recrientation equipped them even better than the more experienced
MAs to give satisfactory answers on knowledge and practices.
Third, the impression left with the team was that although the
MAs have extensive practical skills, some of them could benefit
from updating of their skills. The reorientation and retraining
programme s positive effects have been hindered by their
dissatisfaction over a change in their designation, which many
have not accepted; some prefer to continue as what they were
originally trained to bes others are unwilling to take on the
responsibilities of a multipurpose warker until they receive
emoluments and bhenefits equivalent to those enjoyed by the
MPW(F). Most continue to practice almost exclusively as maternity
assistants. At least two MAs had been threatened with
disciplinary action including suspension for refusing to carry
out multipurpose tasks.

The basic training of the MPW(F)Y should he strengthened
to make sure that she has a thorough and unerring grasp
of basic concepis such as how leong to boil equipment in
order to sterilize it.

Training should he designed to preparse the MPW(F) for a

solo rural primary care practice using a defined set of

equipment and supplies. The emphasis should be on demon-—
strated competence.

In order to modify MPW training, it will be necessary to
review the curriculum with respect to the type of practice
and working environment. Consideration should be given to
extending the valuable practical training at RHTCs from

E months to 1 year, with a corresponding reduction in the
time spent in hospitals,

The 601 manual for the MPW(F) should be reviewad for
possible updating, modified if necessary, translated
into Tamil and used during training.
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2.3 HAs(E)

Female health supervisors are trained either by promotion from
the HW(F) cadre, or by direct recruitment to the LHV School (in
Madras ). PHNs are hospital trained nurses, with an addifional

19 months of training. With the present output of these training
courses, and the unwillingness of candidates to take up posis in
rural areas, it seems unlikely that the present 20% vacancy rate
for HAs(F) at HS5Cs and PHCs (see Table IV.1} can be reduced
substantially in the near future.

Training is conducted in facilities attached to urban hospitals,
and the content of the courses for HAs and PHNs is not designed
to prepare them fer a rural posting in community coriented primary
health care.

Data from the 45 PHCs surveyed show that half of all inservice
training activities for PHC staff (48/96 sessions in the last 2
vears ) was directed at HAs, and that this training concentrates
on particular topics, such as the muliipurpose scheme (33% of
48), family welfare (23%4), and 1EC (18%).

In view of the problems faced in recruiting female
supervisors for rural postings, it is suggested that
an additional strategy for recruitment and promotion
be formulated.

The curriculum for HA(F) training should be revised to
make 1t more community and rurally oriented. The practical
and supervisory training should be expanded and conducted

at RHTCs instead of at urban based and hospital oriented
LHY Schools.

Motivated and dedicated PHNs, qualified and wanting to
work with the rural health training centres, must be
encouraged by additional incentives. It may he desirable

to shift the focus during the 10 months training to give
it a rural focus.
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R Developments in Training

After reviewing the organisational framework within which
training is conducted, and the Praject’'s abjectives, the bhasic
training of MPW(F) and dais is discussed, Development of the
Project s training activities are then described, particularly
regarding the District Training Teams.

3.1 Organisatiocnal Framework and Project Objectives

Four directorates have direct responsihlility for various aspects
of trainings; these are the directorates of Medical Services

{(OM5 ), Family Welfare (DFW), Public Health and Preventive
Medicine (DPH and PM), and Medical Education (DME). Their current
respansihilities for administration of training, faculty and
selection of candidates are described and illustrated in
Appendix BE. The Tamil Nadu Nurses and Midwives Council is the
autherity respensible for recognizing training schoeools and
registering qualified graduates.

The Project s aims are to support the development of internal
training capacities within the health and family welfare system,
and at the same time to undertake a wide range of activities to
support the delivery of primary health care services. These
activities include augmenting inservice training capacity by
establishing six District Training Centres (ihree per District)
staffed with a District Training Team, training of trainers to
increase internal training capacity, inservice training to
improve technical skills of field staff, training in information,
education and communicaticn (IEC) especially regarding community
mobilization, supporting basic training of dais, retraining
existing trained dais, training school teachers in health
education, holding annual workshops, and managerial and
professional training for medicial afficers.

When the Project Document was prepared, it was decided that the
S5tate could noet manage a training function of such size and
complexity, and that an external agency would have to manage it
for at least the first two years. The Project Document says: "It
is hoped that the state will develop this capacity during the
first years of Project implementation and will take over the
entire management of the training function from the external
agency. The process of take-over begins in the second year of
Project implementation" {p. G4). The PO was unable to find such
an agencys instead, seven training institutions were chosen and
each was charged with developing a replicable training model in
an experimental bleock (PHC catchment araa).
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Within the PO, overall respeonsibility for training lies at the-
state level with the Senior Training and Evaluation Officer. At
district level, respensibility is with the Senior Deputy Project
Dfficer,. An intermediate technical post of District Training
Coordinator has not been filled. :

The Training Advisory Committee (TAC) at state level provides a
formal link with the Health Directorates and training
institutions. The TAC is reported to be an active advisory body.
At district level, District Training Action Groups, first
mentioned in POPIII, were estahlished in 1985. The membership and
functions of these bodies are described in Appendix 3.4.

3.2 MPW(F) Basic lraining

The project area is well provided with training facilities: tuwo
MPW Schools, nine RHTCs and one Health and Family Welfare
Training Centre. The prablems related to basic training had been
recognized before the Project began. However, the Project has no
direct responsibility for basic training of MPWs, and its
contributions have been limited to providing educational
materials for MPW Schools, and bicycles for students at Rural
Health Training Centres (RHTCs), which are annexes of PHCs where
students spend B months of their 18 menth course. The svaluation
team visited two MPW Schocls, two RHTCs, the directorates
involved in this training, and the Nurses and Midwives Council.

Inspection and Recoonition. The Nurses and Midwives Council’'s
designated inspectors had reported deficiencies in cne of tha
schools visited to the Registrar of the Councils however, these
deficiencies have not been rectified, and the final inspection
(to accerd recognition? has never been conducted. The other

school visited had not been inspected since it was originally
recognized.

Curriculum. The curriculum itself and the way material is taught
is oriented towards hospital nursing. The HPW manuals werae
prepared nearly a decade ago and some of the material needs
updating. Minor adaptations have been made to include more
relevant community health topics (such as growth monitoring and
ORT)Y but the tutors interviewad explained that they can do no
more than give a theoretical explanation of these topics.

Faculty. Staff at DPH and PM expresed the view that MPW basic

training was inadequate because of insufficient and inadequate
faculty. At both of the schools visited, there were vacancies in
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all categories. Al one, 120 students were bheing "managed" by ane
tutor, who was the only faculty member in position. The other
schoo! had two tutors. Neither had a principal or a PHN. In 1979
and apgain in 1982-83, the seating capacity of the schools was
doubled without addition of staff. Hospital MOs are used as
lacturaers to make up for the lack of tutors. Unfortunately, they
lecture in English while the students only understand Tamil,.

Books and Materials. In both schoels, the libraries were
inadeguate; they consisted largely of books in English and an
assortment of IEC materials supplied by the Projecti. One school
had a deluxe UNICEF pelvic delivery model , designed to allow
students to develop an undarstanding of the hirthing process
through palpation, but they are not allowed to use the model.
Rs. 19,000 for Projecl purchase of anatomical models and other
teaching materials was sanctioned in January 1885, but to date
these materials have not besen received at the scheools.

Practical Experience in Hospitals. The students are not
necassarily posted to the relevant departments (e.g. general OPD
and paediatric OPD). In the delivery wards they are in
competition with the nursing students and neither the hospitals
nor the schools have resclved the problem of how to ensure that
each trainee gains sufficient experience in conducting normal
deliveries. Students’ time is not well used as they are required
to run errands, make beds, etc. and some subject matter that they
were being taught on the wards was not only outdated practice but
also contrary to the permitted prectices taught at the Nursing
Schoel and the RHTCs.

Practical Experience at RHTCs. The students’ only jobh-related
experience is that given during the & months practical training
at the RHTCs, when they are attached to HWs(F) at HSCs for five
mornings per week. However, there is at present no guarantee that
the HW(F) will provide a suitable role model in terms of skills
and practices. Although the RHTCs bring the students closer to
the community, these centres are still physician-oriented, and
there is insufficient emphasis on how the qualified MPW will
provide health services when she is no longer under the constant
supervision of an MO. Basic teaching equipment and accommodation
were in place at the RHTCs visited. Major problems were the lack
of hoth library and recreational facilitiaes.

There is no supervisory continuity or feedback hetween tha
students’ training at the MPW School and their time at the RHTC:
for example, the schools are not informed of tha students’
performance during their practical experience in tha field.
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Although the Nurses and Midwives Copuncil has the authority to
enforce the syllabus and maintain nursing standards (in both
hospitals and schpols), to confer recognition on training schools
and to register qualified candidates, it has not been active in
monitoring standards at HMPW schools. For example, in schools whers
deficiencies were found that theoretically invalidated their
legitimacy as teaching institutions, several batches of irainees
were allowed to complete their training and were registered by
the Council as fully gualified. The Council appears to show
little interaest in MPW Schools and cannct be expected to improve
and maintain high professional standards without ocutside
initiative.

The Directorate of Madical Education, which is responsible for
posting Nursing Tutors to MPW Schools and for training PHNs,
expressed helplessness to remedy faculty vacancies hecause
gualified candidates refuse 1o accept posting in the rural towns
whare these schools are located. PHNs also prefer to stay in
urban areas, forgoing salary increment and promotion to do soj
this problem was partly dus to selecting hospital staff nurses
to train as PHNs. Thus there seemed to be no plans for positive
action by the responsible directorate to remedy the severe
shortapges of teaching staff.

The results of MPW training cannot be easily or quickly remedied

by inservice {raining, which is the Project’'s contribution to
itmproving skills and performance (see Section 3.4. helow).

3.3 Dai Basic Training

This training is under the contrel of the Directorate of Public
Health and Preventive Medicine, and is conducted at PHCs
following the curriculum prepared for the national trained dai
scheme. Based on a review of the curriculum, analysis of
interviews with trained dais in the project area and examination
of their kits and consumable items, much of the curriculum
appears to be peoorly fitted to the way in which trained dais can
practice. Section 2.1 contains recommendations reparding the
strengthening of dai training.
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3.4 Development of Project Training Activities

As no single agency could he found to manage the development of
t{he Project’'s training function, it was decided that seven
reputable training institutions would each be assigned a block in
which they were to develop an inservice training model that would
be suitahle for the entire Project. The experimental training
programme lasted almest one year, and led to recommendations for
setting up mobile training teams, which although accepted, were
not sanctioned until late in 19834 the first two District
Training Centres (DTCs) were set up in mid-1984, and the
remaining four were set up in early 1885. The inservice training
for their staff was developed by the PO in cooperation with the
Administrative Staff College of India at Hyderabad, the DHOs,
faculty from Health and Family Planning Training Centres, and
DHCU/DANIDA.

In POPIII, it was anticipated that it would take two vears to
complete the training of DTTs and to conduct the training of PHC
staff, i.e. until September 1Y986. The DTT s traininpg consists of
five "Blocks", the fifth and last of which was due to be
completed in April 1986. (Note that in this context, the term
“Block" refers to a segment or module and should not be confused
with administrative blocks. ) Their courses at various training
institutes have been interspersed with inservice practice
training given by the DTTs themselves, with consultancy from the
Administrative Staff Colleges of India, Hyderabad. The practice
training was phased and limited to three PHCs and their catchment
areas, with a focus on the sector level (health supervisor’s
headquarters). The number of PHCs, Sectors and HS5Cs that have
been covered under this strategy is shown in Table IV.GB; five
DTTs have covered tuwo of the three blocks (PHCs) allocated to

them during this initial period, and the sixth has covered one
block.

The DTTs are the key component for strengthening inservice
training under the Project. Their purpose is to develop the
training skills of staff at block (PHC) level and to enable these
Block Training Teams (BTTs) to continue inservice training
without constant supervision. Management training of MOs I/C at
PHCs and district level officers will not involve the DT7s
directly (see Chapter XI1, Section 8},
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TABLE IV.B

Traipning Activities of the Six District Traininog Teams
a)l
from Their Formation upntil February 1386

Averaaqs
Averaoe Number

b) Number Total Trained
Total per Number, per
Number HUD Trained HUD
PHCsa 71 12 1 2
Sector HOs 310 52 42 7
HGCs 1 2% 21z 266 34
MOs 212 35 @ ]
HA(M) n.a. Nn.a. 4@ 7
HACF) 310 52 35 b
HW{M) n.a. n.a. 118 20
HW(F ) 1,271 212 206 34

al Two DTTs were formed in Novemher 1984 and four in May 18385.
b Note that data were supplied by the DTTs; no attempt has

been made io reconcile the numbers of staff reported here
with those reported in Table IV.1.
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From interviews with the six DTTs, conducted during the
evaluation, the following points emerged:

Staff. All trainers (MO, PHN, Senior Investigator) were in
position at 4 DTTs but in 3, the PHN had joined recently (one
joined 2 days before the team's visit). Most MDs and Senior
Investigators have had previous experience of training or
community work (but rarely both). The PHNs had typically been
recruited to that cadre from the cadre of hospital staff nurse
and only one had previous community experiencej she and one other
PHN had previous training experience.

Training of Staff. The DTTs  comments upon their own training
included suggestions for more training in evaluation methods,
programme planning, public relations skills (especially regarding
formation of Village Welfare Committees) and group work. Given
their limited previous experience, the training of trainers
appears to have prepared them well for carrying out competency
based training in the field. Two DITs expressed complete
satisfaction with their training.

Training Priorities. The NDTTs did some needs assessment as part
of their own training and identified priority training needs for
HWs(F) (e.g. delivery experience). All six DTTs used a proforma
gquestionnaire (designed around the priorities of the Project and
the health service) for pre-avaluating the trainees and
identifying training needs for each bateh. Three DITs
specifically mentioned talking with the supervisers and the MO,
and two also had discussions with the community. Priority topics
were care during delivery (4 DTTs), community participation (41},
use and sterilization of eguipment (3}, immunization technique
(2), supervision skills (2); records, work planning, prevention
of disease and family welfare were each maentioned once.

Training Plans. These show dates, locations and topics, and each
DYT described a different process for clearance and reviesws

various combinations of the TAC, DTAG, RAD, DFO, SrDyP0O, DHO
and/or the MO I/C may be involved.

Resource Facullies. Four out of six DITs reported that their
resource faculty was either not available or net used. PHC level

staff (LHVUs, BEEs (if in position) or MOs I/C) were mentioned by
all DTTs.

Follow-up of Trajnees. Only one DTT said they made regular

follow-up visits to HS5Csj the rest made occasional follow-up
visits but these were not systematic.
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TABLE TV.7

Irnservice Training Conducted at 45 PHCs between
January 1984 and February 1986

Number of Sessions

Topic For PHG staff By PHC staff

Infermation, Education

and Communication 24 2B
Multipurpose scheme 19 &
Family welfare 16 !
District Training Team H Nn.a.

Universal Immunization

Programme 5 9
ORT 5 P
Dai training n.a. 16
a)
0t her 15 ]
Total 96 Ed
ay Includes tuberculosis control, records, malaria and general

inservice training.

There was no co-ordination bhetween the training priorities
identified using the pretest guestionnaires and IEC training,
even when the same field staff were to be trained. This would
appear to be a lost opportunity since IEC training was the topic
most frequently reported by the 45 PHUs surveved (see Table IV.7).

Problems reported by the DTTs included beinp assigned to tasks

cgther than their primary responsibilities {(&.g. collecting field
data for an immunization coverage survey) which reduces the time
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available for their training activities, and losing their
mobility when their vehicles are seconded for ather uses
(sanctioned by the DP0O). The DITs expressed a need for regular
contact with each other and with outside training institutions,
and for more active support from the MOs I/C.

Although the DTTs are making steady progress towards their
training targets, it is unrealistic to expect that the
deficiencies in basic training can be rectified through limited
exposure to inservice training. Moreover, the DTTs’ own training
capabilities are not yet fully established. With the current
shortages of staff and diversions intoc non—training activities,
it is unlikely that they will be able to meet the training needs
of all the 10 to 12 PHCs in their respective HUDs within the next
two to three years.

3.% Summary

The prohlems afflicting the MPW Schools - serious staff
shortages, and a curriculum which is not related to the functions
of an MPW - can only be solved following a major reassessment and
reallignment of this basic itraining programme. A major barrier to
making the necessary changes has been the separate lines of
authority and control. The need for consclidation of training
functions has been reccgnized within some of the directorates
invalved, and it is understood that reorganisation is being
discussed. 1t is recognized that the PO is not responsible for
undertaking basic training, but as an established directorate
supparting rural primary health care, it has a responsibility to
focus on and generate support for the charnges needed to improve

the guality and appropriateness of basic training for field
staff.

The following recommendations are interrelated and while the
focus is predominantly on the female health worker, the result of
adopting the recommandations will affect the supervisory and
madical cadres as well. The recommendations represent various
steps that can be taken simultanecusly; whilst meost of these will

take a long time to carry out, the recommendation on consoli-
dation of DTTs can be implemernted now.
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The most promising entry point faor improving MPW basic
training is at the RHTCs. Consideration should be given

to reversing the current time allocation between hospital-
and community oriented practical training. Only one
semester should be spant at the MPW Schegol and tuwo
semesters at the RHTC, with a more guided and controlled
field training programme,

RHTC faculty would require strengthening, by improving
through inservice training the skill and knowledge of

those HWs(F) already in position, to whom trainees are
attached. Care must be taken to select only HWs{(F) who
have ability and interest. They should also be paid an
incentive and designated as field instructors,

The Project Organisation should develop a revised
curriculum with RHTCs for introduction on an experi-
mental basis. This should be done with the agreement
of the relevant authorities who approve curriculum
changes. '

There should be a parallel experiment with the
integration of facilities for basic MPW training and
inservice training at the RHTC level.

To improve the focus of basic training, and to in-
crease the overall training potential at this level
for inservice training, the RHTCs and the DTTs should
be functionally integrated, with wmutually supportive
roles. The organisational linkaoge should have three
objectives:

- to rationalize and coordinate the contents of
basic and inservice curricula to make them

appropriate to the multipurpose service
requiraments

B to increase the overall capacity for training
through the pooling of human and other resources,

and to upgrade the capabilities of the RHTC/PHC
staff

- to functionally integrate the Project’'s DTTs
inte the existing rural health training
infrastructure under the DPH.

IV, 34




13

Proposed Reorganisation/Functional Integration of RHIC
and DIT

- The MO in the OTT should have the status of
fAssistant DHD

= Fach HUD should have 2 RHTCs (this means creating
3 more RHTCs)

- Within each HUD, the 2 RHTCs should be under the
MO of the DTT (Asst. DHO)

= Each RHTC should have the following staff:

two PHNs
Sr. Sanitarian {already in position?’
S5r. Investigatoer (health educatoer),

At present the RHTCs have cne PHN., In order for
gach RHTC to have two PHNs, it is suggested that
the PHN at the DTT should be attached to the first
RHTG and the PHN at HUD level to the second RHTC.

At present, there is no Sr. Investigator (health
education? at the RHTC. The Sr. Investigator of

the DTT should be attached to one RHTC, and another
oneg appointed for the second RHTC.

= The RHTCs should be provided with a mini bus, where
necessary.,

s RHTCs should be adenuately equipped with the
necessary teaching materials, including up-to-date
reference malterial in Tamily a resource cenire
should be built up.

The PO should undertake initiatives designed to
consolidate the multiplicity of training units under
different directorates, all providing different types
and grades of primary health care training, into one
training wing under the conirel of DPH and PHM.
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Such an arrangement would pool all of the relevant
training rescurces and activities, thereby facilitating
qualitative and guantitative improvements. Specifically,
this training wing should be responsible for:

= placement and training of the integrated RHTC/DTT
staff

= development of basic training curricula and in-
service training programmes for various levels of
staff

- functioning as a resource faculty for basic and
insarvice training of the integrated RHTCs/DTTs

= the angoing evaluation of training programmes and
conducting the common examinations for basic
training

= liaising with the Nurses and Midwives Coungil.

Until the reorganisation described above takes place,
it is recommended that the PO should focus and consoli-
date the activity of the DTTs.

= DIT efforts should be focused on the completion of
the sector lavel inservice training

e DTTs should concentrate on performing their
training tasks and should nol be diverted with
pthaer assignments such as supportive liaison for
innovative schemes, dai training and field surveays
not directly related to training

It is premature fo start considering expansion of the
DT concept into new districts. The DTTs are not at a
uniform level of competence and have not yet proven
their success in carrying out sufficient and effective
sactor-level inservice training in those areas where
they currently function.
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*)
PROFOSED STRUCTURE OF OPH_and PM TRAINING WING

Director of PH and PH

Dy Dir, (training)& — — —— Resource Faculty

Community Health Nursing
Communication
EPI, MCH, nutrition
Family Welfare
Benaral faculties

RAD

DHO (HUD? DHO (HUD) DHO (HUD )

Asst. DHO (training) (present MO DTT)

RHTC/DTT 1 RHTC/DTT I1
PHN (2} PHN (2)
Sr. Sanitarian . Sanitarian
Sr. Investigator Sr. Investigator
({health educator)? (health educator)

¥ ) This reorganisation is with existing staff, except for ane
additional Senior Investigator.
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V. SUPPLIES AND LOGISTICS

This chapter describes the system for the supply of furniture,
equipment , kits and registers to HSCs: drugs to PHCs, mobile
health teams and HSCs; and vehicles, It has proved difficult to
determine which standards should be used to assess the avail-
ability of equipment at various levels of the health systenm,
hecause sevaral lists seem to be in use,.

In what follows, furniture and egquipment covers non-consumables
which stay at a health facility. The term "kit" refers to a _
portahle bag containing some items of equipment which the health
worker carries with her when working in the field.

Appendix 1@ includes lists of equipment, furniture, kits and
drugs for HSCs and dais.

1, Furniture and Enouipment

1.1 Health Sub Centres

Provision had been made in POPII to supply furniture and
eguipment to HSCs at the rate of Rs.2,900 for new centres and
Rs.t ,500 for old centres. In POPIII the provision for new centres
was enhanced to Rs.3,200. Howsver, no action seems to have baen
taken toc take advantage of this enhanced allocation and ti1ll
December 1985 the expenditure reported for equipping a new HSC
was Rs.Z2,908.

There are differences in the enquipment lists for HSCs in the two
districts and also within each district (Appendix 10, Tahle
18.2). There have alsa heen changes between POPII and POPIII.
Although UNICEF has been providing equipment to most HSCs (see
Appendix 10, Table 16.4), there has been little atiempt to co-
ordinate the various eguipment lists. Consequently there is some
duplication of equipment on these lists, for example kerosene
stoves, basins and sterilizer drum. Because expendiiure on
equipment is subsumed in main head 3 of the budgat, it is naot
possible to see how much expediture there has been on equipment.

According to the PO's Notes for E8B all new and old sub-cantres
with one axception have been provided with the full camplement of
eguipment and furniture, as per ithe approved lists. All HSCs in
Salem and most in South Arcot have also, according to the PO,
besn provided with UNICEF kits,




Table U.1 shows the availability of some items that have been
supplied by the PD. Because the sguipment lists are different
between sach district, new and old cenires and in the case of
Salem, between the three phases of the construction programme,
the number of centres in the sample that were to be supplied,
varies from item to item. Although Salem included a stove in the
list of equipment at new centres, it was not included for old
centres: South Arcot did not include a stove at all. In Salem
over a third of the old centres had no stove whilst in South
Arcot almost half (44%) of the centres in the sample lacked this
piece of equipment.

TABLE V.1

Availability of Selected PO Supplied Eaquipment

Np. to be No. of

Supplied Centres
Item in_Sample with Ttem Fercent
Bed/cot/couch 54 28 52
Sterilizer 15 9 650
Tallquist strips 40 38 83
Table and chair 27 25 93

The survey data show that in 54 H%Cs where it was possible to
collect data, no single item of eguipment was present in all
cases. Table V.2 summarizes the findings and it can be seen, for
example, that only 50% of the cenires have weighing scales for
infants, 61% have working sterilizers, 15% have fuel for the
stove used for sterilizing egquipment and 83% have scissors.

If a comparison is made between the H5Cs established prior {o the
project (old) and those established during the project (new),
(Appendix 10, Table 190.5) it can be seen that there is little
difference in the completeness of their equipment; indeed for
some items (g.g., sterilizers, heds, tables and chairs) the old
centres are considerahly hetter supplied than the new.



TABLLE V.2
a)l
Furniture and Eguipment found at 54 HECs . February 1985

Iiems Present Items in working condition

Number Percent Number Percent

No. of HSCs 54 54

Weighing scales {(adult) 30 56% 2B 51%
Weighing scales (infant)b) 27 50% 25 51%
Blood pressure apparatus 24 44% 23 '43%
Tallguist Hb. chart 44 B1% 44 81%
Scissors 49 91% 48 89%
Stethoscope 21 39% 20 - 37%
Fetoscope 21 39% 2t 39

&)

Sterilizer 34 B3% J3 B1%
Forceps, sterilizer utility 43 80Y 43 80%
Stove (kerosene) 36 B7% 33 B1%
Tape Measure 45 83% 48 B5Y%
Thermometer (0) 45 83% ' 44 8%
Thermometer (R) 41 6% 40 74%
IEC Materials 50 93% n.a. n.a.
Examination table } 2 22% n.a. n.a.
Bed/cot 16 20% n.a. n.a.
Surpical gloves 3 B% n.a. n.a.
Table and chair 35 B5% n.a. n.a.
Fuel for stoved) 8 15% n.a. n.a
Urine test strips 3 57 n.d. n.a

an
b
&)

d}

Excludes 6§ HSCs where equipment was not inventoried.

Includes 2 spring scales.

Includes steam sterilizers.
Includes | who gets Rs.50 for fuel purchase.
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Some items of equipment which had been supplied were not being
used, such as blood pressure apparatus and urine tast strigs.
From the list in Table V.2, five items of eguipment have been
identified as bheing indispensable to the HW(F) if she is to he
able to do her job. These are the asterisked (*) items. In only
11 HSCs were all 5 items of basic equipment found in working
order and of these, only one had fuel for the sterilizer

stove. When the data were examined it was found that UNICEF has
supplied many of the HSCs with large 30 litre steam sterilizers.
In none of the HSCs were the steam sterilizers being used.
Considering their size and capacity, they also appear
inappropriate for the HSCs.

Many of the HSCs had only large and heavy infant weighing scales
which, whilst suitable for use in the centre, would be difficult
to carry from village to village if the HW(F) were to hold
outreach child health clinics. In some HSCs the HW(F) had only a
spirit lamp (supplied by UNICEF for flaming BCGE needles? which
they had been told to use for boiling and sterilizing syringes
and needles. An experiment hy one of the team members showed that

even after 50 minutes a small pan of water would not come to the
boil over the spirit lamp.

Though 5@ (93%) of the HSCs had IEC material, it seemed hardly
used, as was adwmitted by many of the HWs(F) and evidenced hy

the new and unmarked condition of the material itself. As
patients came individually to the HSC, the HW(F) did not seem to
have an opportunity to use the IEC materials in group education
sessions. Also, some of the materials are in English. One of the
sets provided, dealing with scabies, was ohviously replicated
without making the required modifications. It stated, in answer
to a question about the cost of treatment, that the charges for
the treatment depended on the economic status of the patient.

The list of essential equipment should be reviewed and
used as the check list against which the eguipment of

each H5C is inventoried. The inventory should be conducted
by the supervisor and should specify if damaged equipment
can be repaired. This inventory should bhe conducted

annually, preferably on a phased cvcle ta fit in with
pressure of other work,
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The items included in the list of equipment should be
suitable for use by the HW(F), who should be trained in
their use. Any HSC which does not have every sinple item
on tha list of essential equipment must be reported as
"not equipped” to the PO by the MO.

Based on the inventory, estimates for replacing or mending
damaged, unusable or missing equipment should be prepared
by the PO for sach HUD,. Costs and estimated quantities
should be submitted by the PO to enable provision to be
made for making good deficiencies prior to completing the
Project.

A review should be undertaken through the SPCC to estab-
lish the causes of the discrepanciass batween the reported
level of eguipping and thai found by this evaluation.

2. Kits

As explained above, the term kit is used to refer to a portable
bag containing eguipment which the healih worker carries to the
field.

Under the Project, 601 was to supply kits to HWs(F) and dais. The
quarterly progress reports show that the supply of kits from 60I
has been chronically delayed. Finally, late in 1984 it was agreed
between GOI and the PO that kits could be purchased locally.

The numher of HWs(F) in post in 18985 is 1,297 as recorded in the
PO's Notes for E86, of which 587 have bsen appointed by the PO;
all of them have kits, but none have manuals. The guarterly
reports show significant problems in supplying kits, especially
in 5. Arcet., It was not clear until September 1984 that HWs(F)
pot kits when they joinsad.

At the beginning of the Project, 97% of trained dais were
functioning without kits; the guarterly reports show that this
figure had been reduced to 2% by the end of FY 84/85. In the
sample of 45 dais interviewed, 3 (7%) were without kits and 27
(49%) had received their kits more than 3 months after training.
28% have no means of cutting the cord, and 2B% have neither
cotton wool, gauze nor tape.
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The dai kifts contain five consumable items: cotton wool for
swahbing the baby's eyes, gauze for dressing the cord, umbilical
cord tape, dusting pouwder and antiseplic lotion. When asked about
replenishment of these items, no dais had ever received any
resupply. Out of the 43 dais’ kits examined, only 89 (21%) had all
the items starred in Table (8.1 in Appendix 10 and of these,

7 dais had not conducted any deliveries in the last 3 months. Ten
of the dais had esach conducted more than five deliveries in the
last three months but none of them had all the starred items.

Appendix 3 gives further details on the effect of these shortages
upon dais’ practices (see also Chapter IV, Section 2.1).

As an innovative scheme in 4 blocks the PO made availahle dispo-
sable kits which were offered to pregnant women to be used hy the
dai {trained or otherwise) or whoever attended the delivery. 900
kits were issued, H3E were given to mothers and 516 (81%) used.
This scheme has not bean extended to any other areas. In the one
cluster in the sample where the trained dai reporied using DDKs
7 out of the 8 mothers whom she had attended during the last
three months had had these kitsi the eighth mother was from
outside the area served by the scheme. The dai herself had not

been issued with any DDKs, so she had to use her old equipment
for the eighth delivery.

3

There is a need to develop a means of regularly re-
supplying dais with the consumable items from their kits.

The contents of the DDK should be reviewed with reference
to experience from other projects, and modified if

necessary. For example, the kit developed for the project
area cantains more items than similar kits used elsewhere.

The use of DDKs should he exiended by distributing them

to dais and HWs(F) as well as to pregnant women, so that if
the dai attends a woman who has not got a DDK for any reason
(e.g. she was never registered as an antenatal case, or the
HW(F) was on leave, or she came from another area to deliver
at her mother s house), the dai is equipped to conduct the
delivery with sterile equipment and supplies. Consideration
should also be given ta extending the scheme ta other nlaces.
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3 Reqgisters, Records and Manuals

The DPH began supplying registers in December 19833 they are paid
for from project funds.

During the evaluation the team found at least 33 different
registers at HSCs though no HSC had more than 22 there are also
faur report forms (see Chapter VI, Section 2). No HSC had monthly
report forms for extracting information from the registers. 51
(96Y%) had registers; however, many of these were handwritten
registers or had one of the four surveyed ones missing. Of the

53 interviewed, 39 (74%) had all four registers which were
checked (FP, ANC, Vit. A, immunization). The new HSCs built under
the Project were hetter supplied; 82% had these four registers
compared with B5% of the old HSCs.

The complete absance of a printed monthly/weekly repoart form
leads to great inconsistency in reporiing by HW(F)s recommend-

ations for improving the format and content of reporting forms
are given in Chapter YT,

For dais, the manual prepared by G0l was modified to suit local
conditions, translated into Tamil and distributed to 2,389 dais
(95% of new dais). It is intended to distribute this manual
throughout the State. However, the dais said that because it
contains considerable amounts of text which they could not
understand, the manual was of little use to them.

Every MPW(F) is supposed to receive the multipurpose worker's
manual (two volumes) after training, and the scooner after
training the better. O0f the 53 HWs(F) interviewed, only 2 had
this manual, and another 35 had Where There is No Doctor
(Werner), translated into Tamil. However, 14 HWs(F) had received
this book during the last thres months. Most health workers said
that they had net had the cpportunity to go through their manual
in detail, but had dipped into secticns (e.g. antenatal care,

sterilizations, first aid, managemant of minor ailments) for
reference.

Monthly report forms should be supplied to all HSCs.
Printed registers should be rationalized to a minimum
essential number and the PO should ensure that each HSC
has those printed repisters.
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The dai manual should not be distributed further until
it is clear that it is understood and used by those
dais who have it at present.

L7 R )

Chapter IV, Section 2.2 contains recommendations
regarding review of the existing MFW Manual.

Manuals should be distributed, and used during training
so that once graduates are posted to the field, they are
already equipped with reference material that is familiar
to them and consistent with their training.

4, Druags and Medical Supplies

4.1 The Drug Supply System

The evaluation was designed to track the availabiliiy of certain
essential drugs from HUD, to PHC to HSC; these items are listed
in Appendix 18, Table 18.8. The team examined stock registers at
each level and took a physical inventory of 15 categories of
drugs. These data, combined with the interviews with MO0s, have
been used to prepare this section. Vaccines are discussed in
Section 5 of this Chapter.

Drrug supply in TN is the responsibility of several diresctorates;
in addition some drugs are provided through national programmes.
Conseguently it is a highly cemplex system which has evolved over
a numhber of years. Up until now HSCs have heen supplied through
PHCs , which have thus been responsible for handling and storing
HSC drugs and supplying them when required. The PHCs are usually
supplied drugs direct from the manufacturer. However, there are
exceptions to this pattern; for example, MCH drugs like FST are
supplied to the HUD which then distributes them to PHCs. There
are also occasions when drugs are supplied for special schemes
and programmes, for example from the Panchayat Union.

Table V.3 is a flow chart showing how drugs are ordered by the
directorates and sent by the manufacturers ta the PHCs.

V.8
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At present the supply system is highly fragmented with each HSC
being supplied under different budgets, according to its
designation (DANIDA, Panchayat Union, Multipurpose). This has led
to an imbalance in the system where different ceniras get
different drugs in different quantifies. At the PHC, drugs are
designated according to numerous heads (20 were found during
visits to PHCs: see Appendix 10.8); the main ones were General
Side and Mobile Health Teams. It is planned to rationalize tha
system for HSC drugs by introducing kits which will be provided
to each HSC as fellows:

Those established before 1981 will continue to be
supplied under the present system, i.e. from GOTN,
ot in the form of kits.

Those estahlished after 1981 will receive kits from GOI.

All those in the project area will get a supplementary
kit from the Project.

The procedure for ordering drugs is as folleows: each directorate
responsible for drug supplies prepares an estimate of its drug
needs and invites tenders at the begimming of the financial vyear.
(To enahble the directorates to make their estimates, the DHOs are
expected to inform the directorates of the needs of their PHCs,
together with supporting morbidity data. Unfortunately the data
available are drawn from the outpatient register and so reflect
those ailments for which treatment is available. It is understood
that these shortcomings are recognized at the directorates where
in practice, estimates are prepared on the basis of overall
morbidity data.) The tenders are usually processed and awarded by
August or September and the orders stipulate that drugs should be
delivered within 3 months; in reality the manufacturers cannot
meet the preoduction schedule implied by such demand, and supplies
ara scattered through the year at the convenience of the
manufacturer. The Ffinancial provislon is as follows:

PHC Rs.20,808 of which Rs.5,20Q is designated as
being available for local purchase.

The Project had originally proposed to supply
Re.10,000 extra for drugss this was subsequently
reduced to Rs.h , 000 in September 1884, but has yet
to be implemented.

MHT PHCs with {MHTs receive an additional Rs.20,000
to cover the drugs to he used by the MHTs.



86

HGC The allocation is Rs.2,000 per HSC. A proposal ‘for
funding drug kits for MPWs was presented to GOI before
POPIIT, which refers to diverting funds (from the
allocation of Rs.2,190,000 for additional PHC drugs)
into providing "MPW (Kits)." Rs.3,000 per HSC was
suggested, and after a drug study in 1985, the SPCC was
presented with a proposal to supply each HSC with an
additional Rs.2,721 worth of drugs, which was approved.

Thus the total sum available for drugs in the block is HE@-80
paise per head, depending upon whether or not the PHC has a MHT.

Even after the raticnalization has taken place there will still
he numerous suppliers and supplying autherities. Whilst it is
hoped that the two kits that are being introduced will improve
supply, they will not solve all the problems of the drug supply
syatem (see Section 4).

4.2 Supply Intervals for Drugs

Data were analyrzed for 29 PHCs at which complete information
could be compiled, to find the freguency of supply of the PHC's
own drugs. There is considerable variation in supply intervals
depending upon the particular drug. For example, Antihelminths
and Laxatives both have an average supply interval of more than a
veary only one of the 29 PHCs received either of these items in
the last month. On the other hand Antianaemics and Analgesics
both have an average supply interval of 2 months and almost half
(45%) of the 289 PHCs had received these items in the last month.
Taking the supply interval for each of the 15 items checked in
PHCs " stock records, the average supply interval was & months and
59% had received twoe or more items within the last month. From
this it would appear that Japuary is the month when most
resupplying takes place, with another supply approximately

B months earlier.

The HWs(F) reported that they normally collected their drugs
whenever {he items they needed were available: BS5Y% said that
supply was irregular and many added that it was cften unreliahle.
Table V.4 shows for 2 PHCs the number of consignments that they
received for the PHC itself, the number allocated for HSCs, and
the number of trips involved o collect the consignments during
the first eleven months of FY 13985/86.
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Table V.4 shouws that under the present system, the PHC has to
maka a large number of journeys to collect drugs. The intro-
duction of kits for HSCs will reduce the number of collections if
all H3C kits are supplied once a quarter. It also shaws haow tha
supplies are scattered through the year with the number of
consignments varying between | and 17 per month for one PHC, and
the peak months differing between August and October/November. As
BE2% of the MOs questioned said their supply of drugs was
irregular, this example may be taken to be representative.

TABLE V.4

Drug Consianments to Two PHCs in 18985 and 1986

FIRST PHC SECOND PHC
Total Total
1985/88 No. of No. of Ne. of No. of
Month GConsignments JOUrNeys Consignments Journeys
EHC HSC TJotal PHC HS5C Total

April a1 ] 8 ] 2 4 & 3

Hay i 5 & 4 2 2 2 1
June @ @ @ @ 2 4 B |
July 4 B 10 2 2 0 2 |
fAugust 14 3 17 5 ) 1 7 4
September 4 i 5 3 4 i 5 3
October 2 3 5 4 b 2 8 4
November g 5 14 B 2 B B 4
December @ 1 1 i ? 3 5 2
January 2 5 7 g 1 3 4 4
February 7 ? 7 @ 0 ] 1 1
Total 39 34 73 36 25 27 B2 28
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4.3 C(Collection of Drugs

PHCs are usually responsible for the collection of their drug
supplies. I{ can be seen from Table U.4 that these two PHCs made
A5 and 28 journeys respectively to collect their drugs. Table V.5
shows where the druns were collected from:

TABLE 4.5

Druo Collection Points for Two PHCs

Distance (round irip) in Kms

Location First PHG Second PHC
District Headguarters 120 124
HUD Headnuarters : 40 G4
Nearest Railway Station 30 30
Nearest Road Transport Depot 20 30

The figures in Tahle V.5 do not include irips made between one
PHZ and anether to exchange drugs. Such exchanges do take place
as a means of bhalancing any surpluses that may occur.

4.4 Stock Control for Drugs

Appendix 10, Table 10.1@ shows 15 categories of drugs, the
availability of which was checked by physical inventory and by
examination of stock records,

The stock level at HSCs at the time of the svaluation is shown in
Tabla V.6. In 51 HSCs where data were availahle, it was found
that there was no consistency from HSC to HSC3; the only
categories thal were present in all HSCs were Sulphonamides,
Analgesics, Vitamin A and Antianaemics. Overall, 32% of the items
at the 51 HSCs were oul of stock, with 73% of the HS5Cs having at
least 3 (20%) of the items out of stock. For those items that
were currently out of stock, stockout times varied; some like
Sulphonamides , lLaxatives and Antifungals had been out of stock
for 10 to 11 months; while others (a.g. Analossics) were only out
of stock for 2 months. Of items that were out of stock, 98% had
heen abisent for more than a month; this enderses the HW(F)s'
statement that they are resupplied irregularly.
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Category
Arntihelminths
Antifungals
Sulphonamides
Antacids
Antispasmadics
Laxatives
Antihistamines
Antianaemics
Analgesics
Vitamins

FEyve drops
Antimalarials

Oral Pills

TABLE V.B
Stockouts of Selected Categories of Orugs at HSCS
Mo . ofa)No. of HSCs fiverane No.
HSCs with Currently @f flonthg

Data Out_of Stock Percent Qut_of Stock
48 23 ABY% 2|

47 15 32% 10

51 9 187% Hi

35 25 7% 8

28 i2 43% 9

47 g8 17% 10

47 149 40% 4

50 4 8% B

51 B 16% 2

50 14 28% 8

47 12 2B% 3

B g8 25% 3

38 15 38% 9

8 20 1% 4

Condoms

Numher of HS8Cs with data varies hetween Ltems hecause the
gquestionnaire required only B out of the

physically counted;

only

15 items to be

those items for which there were
-verified data are included.

From Table V.6 it can be seen that some items are freguently out

items are supplied by PHCs to the
HSCs as a part of centrally sponsored programmes.

of

stock.

The asterisked (#)
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When the PHC registers showing supply to H5Cs were checked, it
was found that of the 184 items out of stock at the 51 HSCs, 119
(61%) were in stock at the PHC under heads which were designated
for use at HSCs (i.e. not exclusively for PHC use), and could
have been supplied to the HSCs. Although the HW(F) does receive
drug supplies at the weekly/monthly meetings at PHCs, she dees
not regularly receive the full complement of drugs prescribed for
H5Cs .

At the PHCs it was found that at the time of the last supply, 53%
of the 15 categories were out of stock; on the day of the team's
visit the number had fallen to 33%. It is possible that in some
cases stock was actually available at the PHC, being registered
in one of the special registers (e.g. NMEP) which were mot always
checked. Indeed ona of the difficulties in maintaining stock
control at PHCs is the multiplicity of registers. At any given
PHC, at least a dozen are typically in use, and an apparent
stockout in the main registers can disguise the presence of

stock actually on the shelves in the store. For example, at one
FHC where the main registers for supply to HS5Cs showed zera stock
of Paracetamol, the PHC had a total of 44,15@ {atblets registered
under four other heads. Appendix 10, Tabhle 10.10 shows the stock
position at feur PHCs where all registers were checked.

The improvement in the current stock situation should be seen in
the light of the fact that 59% of the PHCs had received at least
2 {13%) of the 15 items in the last month and some had received

5 of these items. The number of stockouts for salected categories
- of drugs are shown in Table U.7. It can be seen that some items
are freguently out of stock.

4.5 Drug Kits

The new system for HSCs is to provide a drug kit centaining most
of the items reguired. However, as it now stands the proposal has
some major shortcomings.

Allocation. Net all HSCs will receive kits. About half
(those established before 1981) will continue with the
existing system for the basic supply, and will receive kits

only for top-up. This will inevitably lead to imhalances
between HSCs.



Stockouts of Selected Categories of Druas at PHCs

No. pf No. of PHCs Average No.

PHOs with Currently of Months
Category Data Out of Stock Percent Qut of Stock
Antihalminths 27 1 42% 5
Antifunpals 28 7 25% 4
Antiamoehics 29 i1 38% 4
Antacids 27 14 52% 5
lLaxatives 29 4 14% it
Antihistamines 27 4 15% 7
Analpgesics 27 3 1% 4

b)) ‘
Antianaemics 26 B 237 £ 1
Eve drops 28 5 18% 4
h
Oral Contra-
ceptives 26 15 58% 2
b}

Condoms 37 20 54 )

Number of PHCs with data varies between items because the
questionnaire reguired only 6 out of the 15 items to be
physically counted; only those items for which there were
varified data are included.

Ingludes stock held for HSCs.

Composition. 1t seems that the kits are to be assembled

in such a way that some items will only be included in some
kits. For example if the annual allocation for an iftem is
500 tablets and the unit size is 500 tablets, then this item
will only be included in one kit per year. This defeats the
ohject of having a kit, which is supposed to halp the HW(F)
by enabling her tco see exactly what she has available for
the pariod covered by the kit, which in this case is
presumably 3 months.

V.18



4.6 Supplyv of Drug Kits to HSCs via PHCs

Although it is planned to provide kits to HSCs, it is anticipated
that some supplies will still come via the PHC. These include
family planning supplies provided through the FW programme, and
FST supplied via the MCH programme. An examination of 35 PHCs and
the 38 sampled HSCs served by them (remaining HSC data not
adequate for analysis), raveals that 22 (B3%) of the PHCs have
been supplied with F8T since January 1986 and in this period of 2
months, they have received a total of | ,486,000 tablets. However,
13 (49%) were out of stock, suggesting that many of them pass the
stock directly to the HSCs, particularly as these PHCs only had

FST in stock for an average period of 2 weeks.

At HSC level, the team found that B out of 38 (16%) had no FST in
stock; the average stockout time to date was 1.7 months, despite
ihe fact that four of them could have got supplies from their
PHCs. A further 9 had less than one month’'s stock in hand. At
the other extreme, 6 HS5Cs had sufficient stock to last more than
& months at their present rate of use. Overall, the average was
3.25 months of stock at the HECs. For those PHCs which had not
been supplied in 1885, the average length of time to the previous
supply date was five meonths. Thus it could be expected that on
average the H5Cs will be out of stock for nearly 2 months. Based
on current stock levels and assuming the same supply interval, it
is estimated that within a period of 5§ months at least another 11
FHCs will be out of stock and therefore unahls to resupply these
H5Cs without stock which by then will have risen to 17. Combined
with the B HSCs currently out of stock and 9 with less than one

" month's supply, this gives a total of 32 HSCs (84%) out of stock,
of which at least 28 will not be able to get a resupply from the
PHC. In summary, 6 (1B%Z) HSCs were provided with sufficient stock
to last through 2 supply cycles at PHC, whereas 84% will he
without stock with little prospect of resupply.

4.7 Lacal Purchase of Drugs

There is an allocation of Rs.5,000 for PHCs and Rs.10@ for HSCs
to enable them to buy drugs locally to make up for shortages.
However, the mechanisms for using this money are so cumhersome
that little of it is used. For example, there is a limit of
Rs.200 on any cone arder and the PHC is expected to obtain 3
tenders for each order unless it goes to a Cooperative Store. The
tendering process discourages suppliers from hidding on such
small amounts and Cooperative Stores are often B0-70 km away.
Consequently, much of the money is unused.
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At the HSCs the availability of the allocation in simply unknown
to the HWs(F) and therefore unused.

4.8 Druogs for Mobile Hgalth Teawms

The provision of Rs.20,000 made for the MHT is a valuable source
of supplementary drugs for the PHC. However, PHCs are not
permitted to use these drugs for supplying HSCs, even on a
tempeorary basis.

4.9 Proiject Activities in Support of Drug Supply

The major caontribution by the Project has been to fund the drug
supply to all the Project established HS5Cs. It is also funding
the top-up kits to all HSCs,

The Project has also conducted two studies on drugs, one by the
PO on utilization of drugs at HSCs in Salem district, and the
other by DANIDA on the drugs manapement system for HSCs. This
latter report proposed the introduction of the kits and stressed
the need for strengthening the management system.

There are serious shortcomings in the present supply
syatem and although some may he resolved by minar
modifications of existing practice, what is needed is
a major overhaul of the whole drug supply system.

This should include an examination of the feasibility
of establishing a HUD level store to hold the stocks

sent by manufacturers, which could then be made avail-
able for the PHCs on a regular basis and in convenient
quantities, e.g. quarterly. Such a store could receive
stocks from whatever source and issue them to PHCs in

a consolidated way, thus simplifying stock control at
PHC level.

If it is found to be economically and administratively
feasible to establish such stores, then HUD lavel will
need strengthening with the provision of a stere and
designated storekeepsers to maintain the stock.

All HECs in the project area should be provided with
the basic kit as well as the top-up kit and the

existing system of supply to H5Cs should he dis-
continued.
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The existing kits which are now being distributed
should he rationalized so that they comprise discrete
packages of drupgs designed to last for a specified
period which should not be longer than 3 months.

The two kits supplied should be rationalized so that
they are complementary.

FHCs should be enabled to supply the HECs with
agmergerncy top-up of drugs, possibly using the Rs.100
local purchase allocation.

If the establishment of HUD stores is not deemaed
feasible, then the supply system to the PHCs must be
rationalized to consolidate the caonsignments into a
limited number of deliveries, so that PHCs do not
have to make more than six collections per year.

The packaging of drugs needs revising, to include the
labelling of all drugs in Tamil, using generic names
and specifying dosage.

At HSC, the HW(F}! should be provided with a chart that
shows the following, for each drug in her kit:

- Its usze

= Dosane

= Precautions to be taken in prescribing
= Adverse effects

= Its use in pregnancy and lactation

= Actions to be taken for overdosing

= Storage conditions

- Date of expiry.

fin example of such information is to be found in the
WHO Model List of Essential Drugs PHA/CHW/8EB. 1

{13986). See also Chapter VIII, Section B on hasic
curaftive services.

Those drugs which are banned (e.g. Analgin) should he
removed from the drug list and replaced with ather
more suitable drugs.

For recommendations on stock registers, see Chapter VI,
Section 5.
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4.10 Medical Supplies

The availability of six items {see Table V.8) was checked at the
PHCs and HSCs surveyed. O0f the 43 PHCs for which information was
availahble, only 3 had all six items in stack. Some PHCs said they
were not supposed to stock some of these items. The items most
usually mentioned in this regard were Chemistrips/reagents (10
timas) and gauze (4 times}. The percentage of PHCs with each item
pul of stock varied considerably, from 7% for needles to 45% for
bandages. Similarly the duration of stockout varies from an
averaage of 4 months for gauze, to 12 months for needles (at three
PHCs »,

Although the asbsence of an operational plan for EPI makes it
difficult to be precise ahout the numbers of needles and syringas
required, it is possible to glve an indicative figure for the
bleck as a whele. For EPI alone there is a need for about 900
needles per year and 400 syrinpges; in addition tha PHC would need
needles and syringes fer other injeciions. On this basis 18 {(43%)
of the PHCs had sufficient needles and 9 (21%) had sufficient
syringes for EPI. Those with sufficient quantities are mostly the
cenes supplied through UIP. At the other extreme, 9 PHCs had
insufficient syringes and needles to meet even their own needs.

TABLE V.8

Stockouts of Medical Supplies at FHC

No. of PHCz}Nm. Curtrently Buration
Item with Data Qut of Stock Percent in_months
Chemistrips/
reapgent 35 B 17% |
Gauze 38 17 457 4
Antiseptic 43 g 21% 7
Needles 40 3 Th 12
Syringes 42 5 12% 9
Bandages 58 17 45% 7

a) Number of PHCs with data varies because some facilities
reported that they were not meant to have supplies of this
type. These PHCs have been excluded from the denominator.

V.29
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O0f the 47 H5Cs for which information was available, only one HSC
had all six items present. Almost half of the HWs(21) said they
were not supposed to have certain items, the ones most frequently
cited being bandages and gauze {14 times) and syringes and
needles (5 times). The level of stockout varied from 3 (7%) for
needles to 19 (79%) for bandages. Table V.8 shows the stockouts
for the six items at the HSCs surveyed.

TABLE V.9

Stockout of Medical SBupplies at HSCs

Na. of
al Supplying
No, of HSCs No. Currently PHCs with
Item with Data Out of Stock Percent Stock
((hemistrips/
reagent 43 B! 29% 1
Gauze 45 16 52% 7
Antiseptic 47 A 32% 8
Needles 45 3 7% o
Syringes 47 B 14% 5
Bandanes a8 ' 19 T9% i

a’ Number of HSCs with data varies because some facilities
reported that they were not meant teo have supplies of this
type. These HSCs have been excluded from the denominator.

In total 79 items were out of stock; when the supplying PHC was
checked it was found that in 33 cases the stocked-out items were
available at the supplving PHC.

The availability of syringes and needles was also examined: in
all HSCs the provision was totally inadequate. There are on
average fewer fhan 2 syringes per HS5C; half the HSCs had one

syringe and only onea had more than 4 syringes. Four HS5Cs had
sufficiant needles (i.e. 35 or more).

V.21
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There were not sufficient data on duration of stockouts to give
averall average figures, but where data were available they
showed that pericds of 8-12 months are not uncommon for stock-
outs of particular items.

The number of syringes and needles is inadequate; once

the strategy for EPI has been established, provislon
should be made to supply sufficient needles and syrinoes
to enable a saparate neadle and svringe to be used for
gach injection. This is likely to mean 20 syringes per HSC
or 400 per PHC, plus 4 dozen needles per HSC or 900
nazedles per PHC, assuming each needle lasis for 20
injections. A similar number of needles will need to he
resupplied each year.

The mechanisms for distributing medical supplies should be
examined to find ways of ensuring that the basic require-
ments are available, especially for gauze and bandages.
Steps should be taken to ensure that PHCs provide HSCs
with their regquirements, when supplies are available at
PHC.

The possibility of including basic supplies in the drug kit
should be assessed.

#

Uaccines and Cold Chainp

5.1 Vacgine Supnly

The Government of Tamil Nadu prepares an sstimate of the
guantities of vaccines needed for the State, and submits the
estimate to 601 who consclidates estimates for the whole country.
GOI then instructs manufacturers on how much vaccine to produce.,
The manufacturers prepare their distribution schedule and
dispatch vaccines., OPV vaccine is supplied from Bombay by the
Haffkine Bio Pharma (HBF) via the King Institute in Guindy, which
acts as a central distribution point for the State. Measles
vaccline is supplied by the Government Medical Stores (GMS) in
Bombay via the King Institute or PIIC. BCG is supplied by the BCG
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Institute also based in Guindy. All other vaccines are supplied
by Pastaur Institute of India at Coanocor (PIIC). Vaccines from
the PITC are sent direct to the RAD at Salem and Cuddalore under
the rasponsibility of PIIC. BCG is dispatched under the
responsibility of the Institute to the distirict TB Centre. OPY
and maasles vaccine ars dispatched under the responsihility of
the State Department of Health to the RAD.

At present |, there is not sufficient manufacturing capacity to
allow for the establishment of reserves either at the point of
production or at state storage facilities. The resuli is that
when thers are production problems, shortages of vacoines ocour
in the field. Some vaccines are imported to supplement national
production: BCG from Japan, 0PV from Iialy or Yugeslavia.
flational production of OPY is5 expected to hegin in FY BG/87 with
complete indigenisation within % years. Measles vaccine is
imported from France and Beloium because there is no national
production vet. The first consignment was sent to the King
Institute in May 1986 and to PIIC in July 1986,

When the change-over to indigenous 0PV is made, the dose will
also he changed from the exisling 8.5 ml to 2 drops.

Diluent is only included in supplies of measles vaccine and
Japanese BCG. The BCG manufactured at Guindy is supplied without
diluerit, so when this vaccine is reconstituted, the health worker
uses ordinary saline solution which is usually in a 500 ml
bottle, supplied from a different source.

Up to 1986 ithere has been no operational plan for EPI and
consequently no comprehensive distribution plan. Supplies of
vaccine are received in an ad hoc way according to schedules
originally prepared by 601 and the manufacturers.

In practice, only 20 of the 45 PHCs surveyed reported netting
all the vaccines they reguested from HUD levely half (24) issued
their stock on a first-in, first-out basis, but 31 (69%) held
their stocks for longer than one month. 18 of the 45 PHCs were
out of stock of at least 1| vaccine (OPV, DPT, TT). BCE is only
used by district teams and is not held at PHC, and measleas
vaccine was being distributed for the first time.

PHCs use & variety of schedules for supplying H&Cs, some monthly,
some weekly, some "as needed" and some (in Salem) through the UIP
campaign. 2@ out of 52 HSCs reported raceiving DPFT/0PV at least

monthly: howaver, only 9 of these were confirmed by the supplying
PHC.



24

In summary . the supply indicators (all repguested vacecine was
racsived, stock dispatched on a firat-in, first-out hasis, stock
beld no longer than one month, supplies dispatched to HS(s
monthliy) were all judged satisfactory in only 11% (5) of the PHCs
visited. Tha net effect on cold chain may be zeen in Tabhle V.11,

The souipment found at PHCs and HSCs for carrying vacecines in the
figle wvaried ceonsiderably. There are a variety of different cold
haxss and vaccine carriers. 6 few of these are high nuality, long
1ife boxes (cold 1ife 10 days at 43 degrees C) whilst others are
inexpensive short life containers with a celd life of only a feuw
hours., In the absence of a defined supply strategy it is
difficult to comment upon the suitability of this eguipmeni. For
gxampis, there seems little need for a box with a long cold life
whaen facilities are quite close together. On the other hand, the
gsefulness of a carrier that only lasts a few hours must be very
limitad. It appears that over the vears this enquipment has heen
supplied from various sources. The PO has supplied a total of

[ L,abBl ihermocnle hoxes, which have a cold life aof a few hours,
without a clesar idea of the reqgquirsments they were supposed to
maaeti,

The plan of oneration prepared after this evaluation (which has
received technical comments From both DHCU and DANIDA in
Copentimuen? addressed the guestion of supply strategies and it is
to be hoped that inis document will be used For planning and
carrying oul immunization activities in the future.

Yacoaine Slorags

ihe avaluastion assassed storage conditions at RAD, HUD and PHO
ing the following norms:
0 o
fompegrature of refrigerator should be bhetwesen +4 € and +8 €
8]
gt HUD Jevel, DPV should be stored at - 20 €

Yaccines should be within expiry dates

Temnperature chartis and stock records should be complete and
un—to-datae

8T, OPY and 1T should be in stock,

V.24
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Throughout the supply system in the project area and its
immadiate supply sources, storage of vaccine is a prchlem. 0OFV
and messles vaccine are stored at the King Institute, which has
long suffered from inadequate storage facilities and it is clear
from the WHO/SEARD cold chain monitors in use since 1983, that
cold chain for OPY is being hrolen while it is stored there. The
PO, recognizing this problem, has apgreed {o provide an additional
cold room, upgrade the existing cold rooms and most important,
increase the capacity of the standby generators.

BCG is supplied to the TH Centres as a part of a separate
vertical prooramme and is not included 1o the activities of PHCs
and HSCs. An assessmant of the supply, storage, and use of this
vacoineg has not heen included in this evaluation. DRT, TT and DT
supplied from PIIC are received directly into the project area
via the RABs at Salem and Cuddaleore. Neither RAD has adeguate
storage facilities for vaccines. For esample, during a visit to
the Salem RAD in esarly February over 100,000 deoses of DPT were
found stacked in & room at an ambient temperature of 25 degreaes C
because thare was no space in the refrigerator to store it, A
similar situaticon was reported by the WHO/SEARO EPI Technical
3fficer a month later.

Storage conditions at the HUD level are not satisfyving the above
criteria at any of the six HUs visited., In only one HUD was all
vaccineg bheing kept at safe temperatures at the time of the visit,
out there was no record of refrigerator and freszer temperaturss.
I nalf the HUUs, DPT and TT were being kept at ambient
temparaiur-es (24729 degrees C) and in only two out of the six
HUUs was OPVY being stored at the correct femperature. Stock
rocorids were up-to-date and all vaccines were within the expiry
date, slihough OPV was found at RAD level within four weeks of
Brpiry date. Given the lengih of the cold chain it will be
difficuly for this to reach the point of use before expiry.
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Tahle ¥.1@ shows the availability of Cold Chatn equipment.

TABLE V.10

Cold Chain Enuipment at PHC

(n=45)
Jtem HNo. PHCs Percent Remarks
Fraeszers 1@ 22 Only 2 (4%} working.
Refrigserators 49 69 34 (76%) working.
Thermometers 27 b@
Cold hoxes 29 b4
Vaccine carriers 42 53
Frozern ice packs 15 33

it PHC levael, a aguarter of the facilities did not have a
functioning refrigerator, and only 4% had a working freezer. In

at least 9 of the PHCs in Salem there were ice lined refrigser-
ators (ILR) supplied recenily by UNICEF. These units may be used
as a rafrigerator or & freezer hLuf not both at the same time. As
they were lhe only source of cold storage this meant that if
vacocines were to bhe kept safely, ice packs could not be frozen, In
one PHOC which had decided to use its ILR as a freezer, all the T7T
13,090 cdoses) had been spoilt by being frozen.

In iess than half {(40%) of the PHCs was vaccine being kept at the
corract temperature on the day the team visited, and although 60X
had a thermometer, less than half (44%) kept temperature records.

Electricily supply is unreliable throughout the project area, a
fact thaet ihe PO has recognised. It has proposed the provision of
standby generators. However, these will need maintenance and fuel
and a designated person to turn them on in the event of power
failure, Ideally the problem should be solved hy providing PHCs
with the refrigerators that have been developed to cope with poor
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elaciricityy unforfunately these are not available in India, and
none of those that are available has an adequate cold 1ife. An
aliernative is to ensure that all PHUs have plenty of frozen
icepacks at all times sa that in the event of power failure,
vaccine can be transferred to cold boxes with icepacks to keep it
safe,

Almost ali (86%) had stock recordsi although BO% had all
vaccines in stock, 13% had vaccine (mostly OPY) that had passed
its axpiry date.

Not one of the 45 PHCs visited was storing vaccine satisfactorily
and in B (13%) there musi be doubt about the potency of some of
the vaccire being used and distributed. In these B PHCs, DPT/TT
vacoine nad not been refrigerated since leaving the manufacturer.
in another 3 PHCs, these vaccines had not heen refrigerated
hefore reaching the PHC and in a further 14 PHCs there had been
at least one break in the cold chaing thus in over half (23) of
the PHCs thsre have been significant breaks in the cold chain
frrom manufacturer to PHC.

HBelow PHEO level there are no refrigerators and HSCs rely upon
vaccineg carriers to store vaccines before and during use. As
mentianed sariier, these carrisrs vary senormously in guality and
fenginh of cold life. For those 3B HS5Cs which were holding routine
immuniration sessions, the survey Found that more than half (2@)
were kheeping vaccine longer than one day.

i)
i

I

el
|3

il iths cold chain is poor: of the 38 cold chains traced, 2
har

f no refrigeration at any stage, § had no refrigeration at
one or two points and H5Cs were keeping vaccine too long. Thus in
aimost one-fifth (1B%) af the HYCs giving routine immunization,
the vaccine being used had had either minimal or no cold storage.

=

v
AE

2t the HSC, vaccine is usually (87%) kept in the carrier during

the immunization session. However, the poor quality of the
carriers togelher with the lack of ice or frozen ice packs is
reflectad in the fact that although 45 were keeping their
vaccings in the carrier, only 29 of them were below +8 degrees C.
in any case by the time the vaccine reaches the immunization
seszion i1 may already be spoilt, due to careless treatment at
bigher lsvels and the lenogth of time it taikes to distribute it.
bies V.11 and Appendix 12, Tables 10.8 and 10.7 show the state
he present cold chain for those HSCs serving villages in
Woihe survey found fully immunized children. The cold chain
both DPT and OPVY has heen tracked.
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The guality of the cold chain is modest; for DPT the average
length of the cold chain in South Arcot is upto 207 days from HUD
to point of use, of which upto BB% (116 days) are at ambient
tempersture. In Salem the average length of cold chain from RAD
to noint of use is less, heing upto 64 days of which upto 28% (18
days) are at ambient temperature. For 0PV the pattern is similar.
In South Arcot the average time from RAD {to point of use is up to
147 days, wnereas in Salem it is up itao 127 days.

The mator fallure in cold chain for DPT (Appendix 10, Table 10.6)
is occurring at RAD and HUD levelsy this coupled with the
extended duration of the cold chain gives reason to doubt the
patency of some of the vaccines being used. Two cold chains have
been excluded from ithe above figures because ithere were no data
at the PHC. When considering these tabiles, (Appendix 1@, Tables
iR, & and Table 18.73, it should be remembered that they do not
include the time taken from the manufacturer {o the RAD nor the
storace conditions for thal journey. PLIIC ship their DPT vaccine
without refrigeration. Belween 21 July 1983 and 18 August 1984
47% of the HBP shipments of 0PV from Hombay to the King Institute
recordad breaks in the cold chain (WHO/SEARD Cold €haln Monitor
Study, Tablegs | and 3, 12 May 198B). In addition, the same study
showad thal shipments ware stored at the King Institute on
averags 32 days. Thus periods for 0PY cold chain in Table V.1
should be increased hy 32 days.

In additicn teo these cold chains illustrated in Table V.11, it
musi be remarked that only 18 (40%) of the PHCs in the sample
ware storing vaccine at a safe temperature. Thus is addition to
the failure at RAD and HUD, significant failures are occurring at
PHEC alsec.
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TABLE V. !
a)
Lepnth of Cold Chain for those HSCs al _which
Fully Immunized Children (FIC) were Identified

Max _tLength Max_lLenath
No. of DPT Percent of Time of DPY Percent _of Time
of Cold Chain at above Cold Chain at above
FIC in days Ambient +8°%¢ in_days Ambient +8°¢
- b) b)
3 247 T8 100 154 7 70
b} b}
i 271 ] 9@ 1049 ? |
k) b ?
i 154 80 1 B 133 7 - 4h
b b
1 158 58 108 118 ? 38
b b
i 135 5@ 62 154 7 @
2 B1 1% 38 127 7 i
3 a7 1% 3@ 127 7 ]
4 B4 30 30 127 ? o
1} al
] 295 1] 166 238 7 5@
b a)
1 B2 e 190 120 7 ?
o) o) :
Z g5 196 i @9 86 15 15
c? ‘ a)
1 85 106 160 82 i2 12

a)l Table shows current cold chain, not cold chain at time of
immunization. It assumes regular immunization programme as
campaign approach has only recently been introduced in Salem
alone. Method of calculation is shown in Appendix 1@, Notes
to Table 1@.13).

b Measuraed from the HUD as stock data not available for RAD.

c) Excludes time at PHC because no data at PHC.

7 flata not available.
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The WHO/SEARD technical advisor for EPI prepared a
detailed trip report following his visit to TN in
Fehrusry and March this yvear. This report has extensive
recommendations and this evaluation endporses the
recommendations which are relevant to supply and siorage:
(8]
"Oral polioc vaccine should be stored at ~20 [ at the
state level and, if possible, at regional and
district levels as well, to ensure a full four months’
shelf life at +4 degrees C when released to lower
levaels., The date of release of the vaccine from
storage at - 20 degrees C should be stamped on the
carton or box when leaving the central or regional
store. This stamped date may then be referred to as
the “"date of issue” for purposes of determining the
expiry date when stored at +4 degress C."

"The present system of supplying vaccine by a guota
system, from the manufacturer to the state to the
ceriphery, should be discontinued. Instead, a system
of indenting for vaccines at each supply period should
be instituted whereby consignees only receive the
amounts of vaccines they reguest. While the estimates
prepared at the central level at the start of the
fiscal vear should be followed as clesely as possible,
they should only serve as a guide rather than as fixed
despatch schedules,®

"To ensure ihat different levels of the distribution
system never run out of vacecine, a 25 percent reserve
stack should be maintained at all levels. This may
gntail the provision of additional equipment at scme
loecations. There should never be a nil balance of any
vaccine at any level at any time where cold chain
facilities are available.”

"A recording thermometer should be installed in the
cold roocm at the King Institute, Madras, where the EPI
vacoinegs are stored. The present sysiem of manually
recording temperatures once a day on work days only hy
the staff responsible for rurning the cold room is not
advisable. A recording thermometer would provide
gdocumentation that the vaccines and other biolopicals
stored in the cold room are continuously kept at the
proper temperatures.”




19b

"DRT vaccine should be shipped in insulated con-
tainers or refrigerated vans under propsr cold
chain. The present policy of shipping OPT in plain
gardboard cartons from the manufacturer leads to
misunderstanding of staff and breaks in the cold
chain and ensuing failure of vaccine polencgy.”

5.3 Proiect Organisation Agtivities in Support of Immunization (EPI)

Frrom an early date the PO reccgnised the need for activities in
support of EPT and, in the case of Salem Districlt, prepared a
detailed cgperational document. Unfortunately, although this
document was submitted {o DANIDA who gave technical comments, it
was never developed inte a project-wide POP. This may be due to
the fact that GOI did not approve the appointment of the
consuliant identified by the PO in late 18983, It seems that from
this point EPI activities were in abeyance and althcugh there was
an attempt to modify the Madhya Pradesh operational plans in late
1985, no attempt was made {o develop a POP until March 1986.
Indeed until the visit of the team the existence of the egarlier
plans seems to have heen forgotten, The POP has been prepared
since this evaluation, as mentionad earlier,

One activity that the PO did undertake was to list and order
considerable quantities of eguipment although, as there was no
POP, 1t 1s unclear on what basis this equipment was chosen and
guantified. (For details of the PO equipment list, UNICEF
eaquipment lisl for Salem and indicative list prepared by the
evaluation team see Appendix 1@, Tables 16.12-10, 15

The absence of the POP has been a severe limitation on this
companent of the Project. In discussions held between the Joint
Director responsible for EPI and the team, the contents of the
POP were outllined.

The plan must describe the elements of the immunization
activities in sufficient detail o assess the many
feasible stretegies which might be adopied. Until the
pracitical detalls are clearly specified on paper, it is
impossible to know, for example, whether 80-100 ¥ cc
syringes per PHO would be needed (in this strategy, each
HSC is supplied twice moninly with vaccine and equipment
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from the PHC, where needles and syringes are sterilized)
or whether 880 2 cc syringss per PHC would be more
appropriate (in this strategy, each HSC has its own set

of needles and syringes and is responsible for sterilizing
them). Similarly until it is decided whether the PHC will
daliver the vaccine ito the HSC, or whether the health
worker or HALF) will gollect the vaccine, the number of
vaccine carriers gannot be specified.

Regardless of the operational details of alternative
strategies, it is eassential that the plan satisfies the
following needs:

- The RAD and HUD must have equipment capahble of '
freezing ice packs and vaccine and of refrigerating
vaccine.

# The PHO must have equipment capable of freezing
enough icepacks te accompany sach consignment of
vaccine sant/collected for use at H5C level.

s The PHC must have eqguipment capable-of storing
vaccines hatween +4 and +8 dearees C for one month.

= HSCs must have a vaccine carrier thal has an
adaguate cold Life {(in most cases 2 days),

= The health worker must be supplied with sufficient
Z24-gauge needles and 2 co syringes to enable her to
administer a sterile injection to every child -
that means using a fresh syringe and a fresh neadleas
for every injection of DPT and measles vaccine
administered.

= If the operaiticnal plan gives the health worker the
responsibility for sterilizing her eguipment, she
must be supplied with a suitable stove, sterilizing
instrument , and fuel, and must be thoroughly trained
in correct sterilization procedures.

Noie that the squipment supplied to PHCs by UNICEF under
UIP fails to meet the first {lwo criterias one ice-lined
refrigeraior cannot perferm both of these functions.
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On the basis of the advantages and disadvantages of each
feasible strategy described in the operational plan, the
Froject ' s strateay for implementing immunization acti-
vities must be chosan. This process will provide the
opportunity to reconcile the approach adopted for UIP in
Salem with the approach faveured by the Project, which is
te provide immuniization services on a regular

(e.g. monthly) basis.

The travel time for delivering or collecting vaccines should
be assessed when selecting the strategy.

The detailing of Lhe POP should be completed as a mattier of
priority., The strategy for supplying vaccines from State
level to FHC should be designed te incorporate a J-menth
buffer stock at RAD level, and capacity for helding one
menth's stock at HUD level far the PHCs. The advantage of
eliminating one round of loading and unleoading vaccine by
supplying FHUs directly from the RAD (as preoposed in tha
recent synopsis of EP! plans prepared prior to the
evaluation) is greatly outweighad by the disadvantages of
more complex procedures for indenting for supplies, exira
travel hetween sach PHG and the RAD, and reduction of the
HUD s control over monitoring and feedback on doses
issued/doses adminisfered. The existing system, by which
PHCs collect stocks freom the HUD when they attend the
monthly meeting, appears to work smeoothly, and should be
cantinued and strengthened with provision of appropriate
squipment .

After choosing a strategy, eguipment to implement that
strategy should be obtained, taking into account existing
gegquipment , and some eguipment already in place should be
reallocated to more approprigte uses. Specifically, ice-
lined refrigerators (ILR) supplied to PHCs should be
reallaocated to RAD/HUD level. The G0 autherizing purchase
af the equipment (whose uantities were estimated before
the evaluation) should not be implemented until the above

exercise has heen carried out and the necessary guantities
confirmed.

V.33
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5.4 Refrigeration Equipment Maintenance

Of the 45 PHCs visited, 25% did not have a working refrigerator.
This is a probilem which has heen recagnised by the PO and also by
UNICEF. UNICEF have had workshops to train refrigerator
mechanics and there are proposals to assign machanics to each
District. The problems of maintenance need to he examined in
detail; for example, is it hetter for the mechanic to go te the
equipment or for eguipment to be brought to a central workshop?
One poimt is cleary the time taken to notify the existing repair
facilities is too long, as is the time taken to carry out repairs.

The éystem for reporting breakdowns needs to be improved.

The proposed equipping of repair technicians should be
included in the next purchase of equipment, once their
function has been determinad.

The alternative of using local repair facilities should also
he examined.

6. PHC Transport

Each PHC is suppeosed to have one vehicle for its general work,
one vehicle for family welfare and where there is a Mobile Health
Team {(MHT), one vehicle faor the MHT. (For functioning of MHTs

see Chapter VIII, Section B.4.2.)

Im 45 PHCs i1 was found that 1 (2¥%) had ne vehicle, 14 (31%) had
one, 25 (56%4) had two and & (11%) had three. The total numher

of vehicles in these PHUs was 79, out of which B4 (81%) were in
working order.

As B of the 35 PHCs with MHTs had only two vehicles, a total of 20

(44%) of the 45 PHCs surveyed had less than their allocated
number of wvehicles.

In addition the FW vehicles were often, and for long periods,

seaconded to the BDO, and this further reduced the number
of vehicles availahble at the PHC. Taking this into account it was
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found that 87% of the PHCs in the sample had at least one full-
time vehicle; however, G8% of the total number of vehicles were
over 19 years old. It was also noted that many of these vehicles
needed freguent repair and were mostly unreliable and often off
the road (see Appendix (@, Table 10.16).

It is not clear whether there is a vehicle replacement palicy for
the PHCs but from the current state of the vehicle fleet, if
there is one it does neot appear to be functioning.

The lack of reliable working vehicles significantly inhibits
proper supervision of ths sub-centres and limits the activities
of MHTs. It also makes it difficult fo maintain proper and
regular supply of vaccines and drugs. It might be mentioned hera
that at the inception of the Project the vehicle position at PHCs
was reported to be satisfactery and as such no special provision
was made for vehicles at PHCs in the Project Document. However,
the team's current findings do nol seem to suggest that the
vehicle position is satisfactory.

Each PHC should have at least one functioning vehicle
which is available to them full-time and which should
notl be seconded for any purpose.

fi vehicle replacement policy should be implemented where
vehicles which have become unsuitable for field use or
which are older than 15 years should bs replaced by neuw
ones. Replacement vehicles should have diesel engines.

T Maintenance of VUehicles

Maintenance of vehicles is a responsibility of the State
government which has a network of vehicle repair workshops and
mobile repair feams. The Project has not been involved in either
the provision nor the repair of vehicles and this evaluation has
not assessed this aspect of the health services.
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8. Petrol  0il and Lubricant (POL)

PHCs are allocated fuel at different rates for different
categories af vehicles.

Gerneral vehicle - petrol 195 litres per month
- dissel 79 - = -

MHT vehicle 160 - - -

FuW vehicle o -~ = =

Additional fuel allocation is given ito undertake special
programmes like flood relief or drought relief. The FW vehicles
are often deputed for special duties and on such occasions extra
fuel is also provided.

If a vehicle is off the road for any reasons, the guota for that
vehicle cannot be transferred to any other vehicle., Similarly,
unutilised fusl guota from ons month cannot be transferred to
another month,

A problem that was wmentioned at a large number of PHCs the team
visited was the inadequacy of the fuel guota. The data with the
evaluation team iend to confirm this for PHOs which do not have a
MHT and, therefore, are not entitled to the additional fuel that
gees with it. A survey of 13 PHOs without MHTs reveals that they
consume 146% of their fuel allocationi presumably the extra 46%
ia obhtained from other socurces like flood relief, epidemic work,
ete. (see Appendix 1®, Table 18.17).

In PHCs with MHTs, houwever, the situation was somawhat different.
fi survey of 16 of such PHUs revealed that, on an average, they
were using only 78% of their fuel allocation (88% for the B PHCs
with only | vehicle and 68% for the '@ PHCs with two or more
vehicles). This is partly explainable by the fact that most MHTs
are nol functioning at anvwhers near their reguired level of

activity. (Fpr details see Appendix 10, Table 18.17 and Chapter
VIIL, bection B.4.2.)

The proposal to centralicse drun supply at HUD level would save
one-fourth to one-thivrd of the fuel currently consumed by PHC
vehicles,

B
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The fuel allocation for the general side vehicles should be
increased by at least 50% for all PHCOs. This could be
achieved by reducing the fuel allocation to MHTs by 20
litres and reallocating this to PHCs which do not have MHTs,
50 that these PHCs can have as much fuel as the PHCs with
MHT s .

PHCs should he allowed to transfer at least 25% of their
fuel allocation from one month to another, subject to the
limit of the financial! year, in order to adeguately meet the
unequal demands made during different months of the year.

PHCs should be allowed tojtransfer at least S50% of the fuel
allocatiaon of an "off road” vehicle to an "on road" vehicle,
for the pericd the former is "off road".

9. Transport for Health Funclionarigs

9.1 Travel Allowances (TA)

Thaose who are required to tour regularly in the month within
their jurisdiction (e.g. HAs) are given a "Fixed TA" every month
and a minimum numbar of days of tour is prescribed. Monthly tour
diaries have it be submitted and if the rnumber of hours toured is
less than the stipulated number, a proportionate cut in TA is
made .

1f thay tour outside their jurisdiction (e.g. to Districi Health
Office) they are allowed "Regular TA" which includes a daily
allowance, transport fares and incidental charpges (e.g.

porterage! and the fixed TA is proportionately cut for the
number of days/portion of & day.

These rules apply only for tours heyond 8 km of their "station”,
{i.e. LHY centre, H5C, PHC). The following summarises the answers
given by health functicnartes to the guestion: what is the
interval between handing in your TA bill and getting reimbursed?

Of the 45 entitled to receive transportation allowance only 20
(44%) received their money within & months. 6 {(13%) had not
submitted any bills, but 20 (44%) who should pet transportation

money either got it with great delay, never received any or had
given up,
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TABLE U.12
Interval Between Health Functionary Handing in TA Bill
and Receiving Reimbursement

(=511
B - 3 months 15
4 -6 - . 2
B - 13
al
Given up b
Mever received i
Never submitted b
Unaware of system i
Not entitled 7
a)l 3 mentioned that » B months had passed and therefeore they

had given upsy the other 5 had just given up.

The present procedure for reimbursement of TA should be
overhauled so that health workers at block level receive
full reimbursement of ocutstanding 76 bills within one month
of submitting these. This could be achieaved by paying
advances out of imprest funds placed at block level on tha
biasis of the ponthly tour plans.

9.2 Cycle Lecans

The Project made provision in POPIII of Rs.508,000 for a
revolving fund to help health workers purchase bicycles. Fach
loan was to be limited to Rs. HEOO. The procedures for obtaining
these loans in the Tamil Nadu Depariment of Health are complex,
as they have to he approved by tha lirector of Public Health. The
health worker having made the applicaticon for a loan, it is
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forwarded by MO I/C {o the DHO and se to the OPH., The PO managed
ta get the procedure decentralised to DHOs. However, the rules in
TN preclude such loans being made to "temporary staff”. This
problem has yet to be solved and so no cycle loans have yet heen
made. The provision at the rate of Rs. B0% allows for about B30
cycle loans. Neo praovision has been made for motor cycle loans.

The PO should take steps to expedite the relaxation of the
restrictions preventing the provision of cycle loans.

Considerations could also be given providing some motor
cycle loans for HAs(F) at Rs.10,000,

.39
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VI. REGISTERS, RECORDS AND REPORTS

This chapter covers record~keeping and reporting of health
service activity from village level to district. Service
statistics which are reported to the State, to the PO and to 60!
are also discussed. Other items reported to the PO and 6GOI (e.g.
caonstruction, distribution of kits, etc.) are discussed in the
relevant chapters. The attached diagram in Table VI.1 attempts to
summarize the structure of the health service delivery reporting
system as encountered by the evaluation team.

This diagram may not correspond to what the primary health care
reporting system is in theary. However, the lack of uniformity of
registers available, records kept, reports submitted and filing
systems, both for HSCs within a block and for blocks within a
HUD, made it impossible to establish from information supplied by
H5C and PHC staff what the details of the system are supposed to
look like. Since health statistics for the project area are
compiled from the reports actually submitted by health staff,
this chapter comments mainly on what was chbserved to happen in
practice, rather than on the theoretical information systiem,

t. Village Level: Dai Records _and Reporting

In the project area, all dais are supposed to report the ouicome
of deliveries which they have attended (live hirth or still
birth) to the HWF ). For egach birth reported, the dai should
receive Rs 3. (Under the national trained dai scheme, the
payments are Rs | for registering and Rs 2 for reporting their
deliveries.) The PO has introduced a larger fee (Rs 5) as part of

the innovative scheme for retraining dais, introduced in four
blocks.

The interviews with trained dais included specific questions
about reporting deliveries, and fees they had received from the
government. Tahle VUI.2 shows data for 48 dais. The majority of
dais whe had attended any deliveries within the last 3 months
(18/22) said they reported all their deliveries. {Two-fifths of
the sample had not attended any deliveries in the last 3 months.)
Of the 4@ dais who had ever conducted a delivery, 1 (28%) had
not reported it, but the remaining Z9 did report their
deliveries, either immediately (24) or within a month (5),

Wi
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TABLE VI.1

The Reporting System for Primary Heal th Care
Services, as Encountered in the Project Area

Area Summary of
Project State
Gl Progress activities
Report

rea Pro ject
DANTIDA "rogress
Report

Area Summary of]
Central level Project District
State of Tamil Nadu Progness poiii - Lies
lleport

Summary of
Districts'! h
PO Area Project
Progress
Reports
Summary of] Summary of
st £ [{UDs '
District  [io05 Area 5
Project activities
(RAD) Ve
Progress . o~
Reports ~ € .
3 s
Summary of Summary off Hospital anc
nuD Blocks' Ares Blocks' other health
Project activities| {service
Mrogress activi ties
iteports
Area Project; [Summary of PIIC
Biock Progress Re-| [Sector/HSC inpatient
port for the| [Village ; outpatient
iBLock activities activitieqg
=g ~_
_____ Ay S A R
‘Summary of Y .
Sector HSCs ! Y om % AN
lactivities } \ ™
s =il ~ ™ g
ez . o
H5C \ lmipurpoese
HSC (& Village) ' Male Workers'
activities \ kctivities
= - \
E \
6\"-‘\ \
v
Dai

Village activities
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TABLE V1.2
Freaouency of Births Reported and Fees Received by Trained BDais
al
{ Number of Dais supplying data = 4B8)

Number Fercent
For deliveries during the last three months: n=48
Dais reported no deliveries (b)) 24 52%
some deliverises 4 9%
all deliveries 18 39%
c)
For the most recent delivery sha attended: n=40
Dai had not reported to HW/HA i) 1 28%
Dai reported the delivery to HW/HA 29 CT2%
immediately 24 60
within a month 5 12%
Dai informs village official about all deliveries
n=48 () 16 4Q%
)
Reporting fee: n=40
naver reaeceived 37 92%
scmetimes received 3 BY%
always received @ =
Report was made during the last three months: n=22
Reporting fee received ' 2 9%
No fee had been received 20 91%
a) Excludes 2 incomplete interviews.
b These 24 dais inciude 183 (41%) who had not attended any

deliveries in the last three months, and 5 who had attended
deliveries but had not reported any of them.

c) Excludes § dais who had not attended a delivery. Includes
13 dais who attended their last delivery more than 3 months
ago.

a) Includes 3 deliveries reported to HA(F)Y, 2 to the HW(M), and
| to BEE. The remaining 23 were reporied to HW(F),

Of the 22 dais who had recently reported a delivery, 20 (851%)
continued to report births despite not petting their fee.
Altogether 92% of the 4@ functioning dais interviewed said they
had never ever received a fesi many said that the cost of

W
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transport involved in geing to the PHC to collect the fee
outweighed the benefit they would gain. Of the 2 dais who had
received a payment within the last three months, one had received
Rs 39 for B8 deliveries, and the other, who had reported 7
deliveriss, had been reimbursed Rs 5. Both these dais were in
experimental hblocks where the dai retraining scheme had been
introduced. In the sample of dais surveyed, there was no evidence
that the standard reporting fee of Rs 3 had ever been paid, even
though the objective of this payment scheme is to increase the
reporting of births and to encourage dais to identify antenatal
patients.

The data generated by the dai payment scheme can never be used to
calculate indicators such as parcentage of deliveries attended by
a trained dai, since the health system does nol receive data on
the necessary denominator (i.e. total number of hirths), If

all trained dais reported all their deliveries, this system could
at hest supply data on the number of deliveries per trained dai
per month.

Payment of dais should be explicitly linked to reporting
of antenatal cases, in accordance with the national
trained dai scheme, to promote early detection of
high-risk pregnancies.

The protocols and procedures for payment of dais should
be revised immediately to one schedule of rates for the
whole project area. This schedule should he consistent
with the scheme in use in the State, at a level of
payment which can ba honaurad for all trained dais in
the project area. The schedule should be widely
publicized so that everyone inveolved knows what the
payments should ha, and so that the dais receive in full
the amount that they are due.

Fayment of dais should be made by the HW(F) sp that the
dai does not have to incur travel expenses to collect her
fee. Experience from the inneovative scheme should be
reviewed, and if necessary modifications made in that
scheme s operating procedures. Experience from other
areas should also he taken into consideration. Payment

by the HW(F) shouid ihen be introduced throughout the
preject area.
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Uery few of the 48 dais interviewsed seemed to be using the
nictorial records developed by GOI. Their demonstration of how
they used these forms was interesting but did not correspond to
the instructions., It appears overly ambiticus to attempt to
implement a reporting system using printed forms for use by
trained dais in the project area.

Reporting of dai activity should be through the HW(F)
at the HSC or if there is no HW in position, ithrough
the sector supervisor (HAJ.

See Chapter V, Section 3 for a recommendation on the
supply of the pictorial dai manual.

The cfficgial system for reporting bhirths and deaths is through
the paolice via the Karnam or the Village Administrative Officer.
Of the 40 dais who had attended a delivery within the last three
months , 40% said that they informed the relevant village official
about all deliveries. Reporting through the health system was
better established ihan reporting through the official system.

All personnel who have contact with families hefore,
during or after a delivery should encaurape the families
to register their newborns with the designated local
aofficial,

2., HSC Level

The HW(F) is required to record hirths and deaths in a special
register; to register antenatal cases and infants; to keep
records of ANC/PNC care and child care services; to prepare the
eligibhle couples register and to keep it up-to-date (in the
multipurpose scheme this task is shared with the HW{(M)); to

submit monthly reports to her supervisor; and keep maps and
charts of her catchmant area.

During the survey of HSCs, the evaluation team found 33 different

types of registers, and the largest number found at any one HSC
was 22 (see Table VI.3).
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TABLE VI.3

List of Registers and Forms found at HSCs

Registers Formsg

Patient Register Family Enumeration
Immunization TNGD Nutrition Vouchers
Antenatal 3. kRefearral Slip
Eligible Couples (Tamil) 4 Malaria
Eligible Couples (English)

Drug Stock

Child Care Register

Diary

Village Data

Referral

Enumeration

Visitors Book

Death

Motivation

Follow up

UIp

Disposable Delivery Kit

Qutpatient

Birth

Drugs (Naticonal Malaria Eradication Programme)
Stock (Brugs)

Stock (Eguipment)

Malaria Slides

Dactor s Outpatient

Malaria Action Flan

Minor Ailments

FST/MCH Issue

TT/FST Outreach

Diarrhosa and Treatment

TEC Training

Oral Pills

Nutrition

VHC Meeting.
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Four types of printed forms were found {(see Table VI.,3), and 43%
of the HSCs surveyved had one or more of these (Z20% in South
fircot, B4% in %alam). However, none of the 53 H5Cs had been
issued with printed weekly/monthly report forms, and the hand-

drawn formats wused were found to vary considerably, even faor HSCs
in the same block.
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The majority of the 53 HWs(F) interviewed (86%) had registers and
74% had all four of the selected registers which were checked
during the interview:

Family Planning:
Fligible Couples Register 45 (BL%)

MCH: Folic Acid 58 (94%)
Child Health: Vitamin A 45 (85%)
DeT 44 (93%)

All four registers complete
and up~to-date (i.e. last
entry was not more
than 2 months ago): 2 ( 4%

The 26 DANIDA HSCs were bhetter equipped with registers; 85% had
all four of these registers compared with 63% of the Z7 non-
DANIDA HSCs. The assessment of whether these registers were
complete and up~to-date was complicated by the fact that three of
the four registers are not used in day-to-day work: registration
of eligible couples {armnually), distribution of Vitamin A (every
B mortths?), and immunization {(on a campaign basis in some areas).

The layout of these repisters was designed primarily for listing
family information with less attention to how the HW could use
them when providing servicesy the HW(F)s clearly had difficulty
in finding the right page for specific families to whom they had
provided a service (recorded elsewhere), and did not use the
large printed registers for recording such information. By
contrast, 74% of antenatal care registers, which are used several
times a week, were found to be complaie and up-to-date,

The HW(F) is suppossed to fill in a daily activity register which
contains 182 columns (e.g. 29 about immunization, %8B about ANC,
deliveries and post-partum sterilization, etc.). In practice this
regiaster is filled in at the end of the day/week, hy summarizing
information from the HW s working notes recorded in the field.
thnce a waek she is supposed to prepare a report on 12 items
specified by DPH., Her monthly report is a consclidation compiled
from the many registers and records which she maintains. The
weekly/monthly reports are given to the supervisor, who copies
them and makes a consolidation for the sector and then gives the
figures to the MO. However, there ars variations in this pattern;
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sometimes the HA(F ) consolicdates the HS5C-level data (especially
for the MAs who reported that their clerical skills were not
equal to the requirements of the record-keeping system), and
sometimes the HSD data are consolidated at PHC lavel, or
assembled by male supervisors.

The time spent by the HW{F) on thess tasks was estimated from
information collected during the HSC interviews; on average she
spends 14% of her working week (5@-60 hours) on record-keeping,
and a substantial part of the PHC weekly meeting (which absorbs
13% of her time) on preparing her reports.

Despite the time spent on records and reporting, the information
availahle at H5C level was generally found to be incomplete and
inaccessible. For example, in 27 H5Cs where the HW had data cn
births registered and the number of first postnatal visits, one-
fourth of the records showed twice as many (or more) first PNC
visits than births registered; since the HWs were unahle to
g«plain these discrepancies, it was impossible to find out
whether births were not being registered or whether PNC visits
ware being recorded incorrectly. It was clear that such internal
cross—-chacks were not done at all, despite the fact that
“checking repisters" is the activity most frequently described by
hoth HAs and MDs (73% and 93% respeciively). VYalidation of
reported figures is done by these supervisors making home visitis
to spot-check on cases recorded in the registers (FP, ANC and
immunization).

fleither the HWs{F )} nor the supervisors seem to have a clear
undarstanding of how the records and registers should be used to
plan and track the delivery of services. For example, births
reported to the HW should autematically be registered for child
health services hut this procedure is not standard practice, and
hefore the immunization campaign (UIP) started, it was deemad
necessary for the HW to complete a separate, time—-gonsuming
enumeration to register all infants. The evaluation team studied
cne HSC in Salem, where the HW described the task of enumeration,
which began by copying the FP Register into the Enumeration
Register; 28 days were allocated to cover 1,008 families (working
B am ~ 9 am and 4 pm -~ B pm) house to house, updating the
information. The Unprotected Register (in 3 veolumes hecause three
HWs had done the enumeration) was brought to the immunirzation
session and checked hy the team, who counted 88 children under 2

“

years old. This would give a birth rate of under 10/1,000 in the
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HSO catchment area of 5,080. There should have been approximately
260 under-2s registered, given the official birth rate for Salem
of 26/1,000, Ten volumes of unupdated enumeration data (1985)
were also brought to the session. None of the 13 registers wasg
used for receording doses administered nor for checking the names
and immunization history of children who attended; details of
name, parents, age, and previous doses given were taken from the
mother each time, and recaorded on a piece of paper in a way that
was not consistent from entry to entry. No imwunization card was
being used.

As mentioned above, the layouts of the various registers involved
(births, eligible couples, child health) are not designed for
cross-referencing, and the independent record-keeping systems do
rnot facilitate integration of services.

fn impressive array of charts and graphs asummarizing a wide range
of information was seen in most HECs (and PHCs), but thess
statistics were not described as being used for training health

workers, nor are the current formats easy to use for ihis
purpose.

Most of the reports and charts sdem to be used for comparing

achievements with ltargets, and feedback from higher levels is
generally confined to pressinag for better achievementis.

Ay Block Level

At the PHC, the weekly/monthly reports from HSCs/sectors are
consclidated for the whole block. From the PHC, monthly reports
are delivered to the HUD where they are conscolidated and
forwarded to the District and from there to state level, which
thus raeceives the resulis of five consctidations.

In South Arcot district, two reporting cycles were in use at some
FHCs: wvital statistics were recordad on a calendar year basis

and curulated (year—to-date) from | January, whereas statistics
for the area projects’ quarterly reporting format were recorded
far the financial year, and cumulated from 1 April. In addition,
tha reporting date for the calender year data was designated as
the penultimate Saturday of sach monih, so that in any year, B
months would nave four weeks data and 4 months would have five
weeks data, thus making comparisons of monthly data between
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years subject to an unidentified variance of 25%, The reason
given at HUD level for this practice was to report ihe monthly
data in good time so that estimates of medical supplies, etc.
could be formulated prompily.

4, Activities of the PO

In DHCU's Report to the evaluation team, it is stated that the PO
isg reviewing its own reporting formats to rectify duplication and
overlap with the formats utilized by the system., (The PO itself
has made no commenis on these issues.) There have also been saome

studies of the record-keeping system which have not been put to
usa.

The PO should initiate an in-depth study {(drawing upon
work already done) of the whole reparting sysiem from
HSC level uvpwards with the aim of simplifying procedures
and reducing the number aof renorting formats to one. This
format should be easy to use and contain only necessary
data that are relevant for planning and monitoring
activity. As part of this study the PO should suggest
mechaniams for monitoring and fesd back. In particular,
operational plans should be developed for training staff
in the use of their cwn data for planning their work and
tracking thelr own activities. Supervisors should be
shown how to use the records end reports for feedback,
thus changing ihe emphasis firom checking achievement of
targets to construclive monitoring and supervision.

This study should be completied within 6 months and should
bhe presented to the 5FPCE for consideration.

GOTN should immediately reduce the number of reporting
intervals to one per month at HSC and PHC level, and the

same period (preferably calender month) should he reported
upon throughout the State.

Printed monthly report form and registers should be

supplied to all HECs., All such materials should he printed
in Tamil.

A recommendation addressing the need for an MCH Card, to

he kept by the parerts, is made in Chapter VIII, Section §
(Child Health).
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B Stock Records

It was found that stock registers for drugs were maintained
separately for different heads at mwost PHOs (and many HSCGs).
Some of the heads found at PHCs are shown below (for more detail
see Appendix 18.9).

= benaral

. Mebile Healih Team

= DANIDA

= Panchayat Union HSC

= MCH

- Flood Relief

= Drought Relief

= Surgical Appliances

= Tribal Hevelopment

B Intensive PFilot Project for School Health
- Siddha

< Family Welfare

- Multipurpose Scheme

= TB Control

= Malaria Eradication (MMEP)
= Accidents and Emerpencies
- UNICEF

= Solids

i Liguids

= Injections

In addition, at many PHCs there were sub-stock registers for some
of the heads (e.g. Genaral Side and Mohile Healih Team). To add
to the confusion, some stocks can he transferrad to others. These
transfer possibilities, however, differ from FHC to PHC.

Such a multiplicity of registers net only increases the
administrative lcad, but also makes it nearly impossible to
meniter the availability of drugs and ta verify the stocks in
hand. Despite the fact that pharmacists manage to maintain all
these registers, the evaluation team found that significant
guantiiies of drugs were somselimes not mentioned) for example,
28,006 tablets of paracetamol were found in the NMEP stock but

had not been menticrned until the team raised the issue during its
inventory.
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Separate stock registers should be maintainad only where
the concerned drugs are to be supplied to differant
categories of recipients and where the transfer of drugs
from one category to another is prehibitad.

It is understood that drugs supplied to the PHC normally
have only two categories of recipients, i.e., the HSC

and the out-patient department of the PHC itself. Therefore
in most PHCs, two regisiers should suffice: one for drugs
allocated to the HSCs, and one for drugs for the PHC's ouwn
use., Even where mobile health teams are located, it is
understoad {hat as their drugs can alsc be utilised at the
PHC, no separate register needs to be maintained for them.

In erder to he ahble to idenlify the different sources of
supply for the audit, the details of the source should be
entered into the register in the relevant drug page, as
and when the supply is received. Where there are numerous
active sources of supply, an index might be provided at
the begimming, listing the type of drugs received fron
each source.

The practice of entering vaccine stock in the register at
the end of the day (afler the vaccine has actually been
issued ta the field) and of recoerding the exact number of
doses administaered as being the guantity issued, should
cease, VYaccine shaould he entered in the stock register at
the time of issue in doses by whole units. For example,
PDPFT which i1s available in 18 dose vials sheould only he
entered 1n multiples of 10 doses. Returned vaccine (killed
antigens only?} should not he restocked but marked and kept
separate fram unissued stock, for use at the next session.

Sub-stock registers should erdinarily not he used for
transferring large quantities of drugs, as is sometimes
done. Only that gquantity of drupgs that is physically taken
out of the store and kept at another location should be
transferred to the sub-stock register.

At the HSCs there seems to be no reason for maintaining
more lthan one siock reqgister, aspecially as the team’s
findings suggest that the HW is prossly overburdened with
paperwork. Therefore only one stock register for drugs
should be maintained at the HS5C, and the practice of
maintaining sub-~stock registers at HSCs should be
abolished.
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A uniform system for recording drug supply and issue
should be followed at all the PHUs and HS5Css this system
should be designed keeping the above points in mind. The
PO could take up the task af briefing the PHC personnel
in general, and the pharmacists in partficular, on the new

procedure, and facilitate ihe tranasfer from one system to
another.
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VIT. SUPERVISION

This chapter covers supervision of health service delivery up to
the level of the PHC. Chapfer XII addresses the issue of
supervision of MOs in charge at PHCs, within the contexi of
managemant of the health system.

1. SBupervision at Village Level

1.1 Trained Bais

The trained dai is suppossd to he the link between families in
her village and the healtih delivery system. Afler training (by
the HW(F) ar HA(F), at HS5C or bilock level), dais are expected 1o
coordinate with the HWs(F) in their work.

Many dais have years of experience behind them, and attend
congiderably more deliveries every month than the average HW(F),
Neither the HW(F ) nor the HA(F) receive special ifraining to
prepare them {o train non-literate, ex«perienced traditional hirth
attendanta. The survey data indicate that the majority of {rained
dais are not functioning in close coordinaticn with the formal
health system. One-sixtih of the sample of dais interviewed (8/46)
worked as an ayah to the HW(F) and saw her daily, and two-thirds
of the remaining 38 dais had been visited hy the HW(F) within the
last month. However,

- 47% of these 38 dais said they did not collaborate with
the HW(F )

= 59% (of 44 dais? said they never asked the HW for help.

Contact with the HW(F} or PHC through the supply system is non-—

existent, since none of the dais had ever received replenishment
of their supplies.

Reporting of pregnancies and deliverias provides a reason for
frequent contact with the HW(F), and 76% of 29 trained dais who
had attended any deliveries during the last 3 months had reported
them; however, the financial incentive for doing so failed to
materialize for 43% (all hbut 2) of those whe suhmitted reports,
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Ain innovative scheme to enhance the incentive payment to the dail
has been introduced in four blockss however, the opportunity to
use this scheme as a mechanism for encouraging collaboration
between the dai and the health worker was missed, as the dais
receive the same fee for reporting a delivery, regardless of
whether or neot they register the antenatal case.

There were few exceptions to this picture of differences in
gkills and experience and lack of benefit through ihe supply of
consumables and payments. From discussions of what she did, and
hased on the contents and condition of her delivery kit, the
average trained dai is nol condugting aseptic deliveries, Sincs
her activities are largely unsupervised, 1t is unclear precisely
what her praciices are.

The Project should develop specific, simple guidelines
for health workers on how they can most effectivaly
coordinate with and support dais.

The dais  links to the health delivery system should he
strengthened by adeguate and regular resupply of consum-

ables (e.g, the ODK) and by payment in full of fees dus
to them.

Detailed recommendations on these points are given in Chapter VI,
Sacgtien | and Chapter VU, Section 2 respectively.

[

HSCs

Superviseory viasits to H:3Cs are made by the HA(F ) based at the
sector headquariers (LHVY Quarters), Mds from the hlock head-
quarters (PHC) and occastenally others asuch as the PHN from HUD
level. During the evaluation, interviews with health workers,
supervisors and MOs covered various aspectis ef supervision.

2.1 Data from_the HW(F)

The HW(F) was asked when the last supervisory visit (hy the HA or
MO) had been made; the answers of G0 HWs are shown in Tahle VII.1.
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TABLE VII. 4

Time since the last Sugervisory Visit, Reported by
Female Health Workers
al
(n=50)

Time since lasit wvisit hyt

Ha el Either
Last month B4% B4% 0%
Month before last 2% 4% 2%
Three or more months ago 18% 22% 8%
More than a yvear ago,
or do not know 4% 10% -

al 0f the BH HSCs surveyed, 5 had no HW(F) posted and 2 HUWs
were on leave at tne time of the evaluation. Of the 53
HWs intarviewed, ¢ HWs were on leave during the previous
menth (so they could not have been supervised), and |
HSC was staffed by a HA(F) who took up her post twe days
baefore the interview.

The regularity and freguency of supervisory visits has been
achieved despite a large proportion of HA(R) posts heing vacanty
in the sample of sector headquariers for the BD HECs in the
sample, 20 posts (33%) were not staffed ({7 vacant, 3 staff

ahsent for medical leave or training). Supervisocory staff

shortages have been overcome mainly by assigning additional

charge {(extra HSCs) to staff in peosition (only 3 of the 53 HS(s
with HWs(F)} in pestition had no HA either temporary or permanent),
and alsc by targeting MO visits at HSCs withowt a supervisor. Only
bH% were visited in the same period by hoth the HA(F) and the MO.

The HW(F) was asked what the supervisor (HA) did during the last
supervisory visit. Each HW(F) s supervisor was asked the same
questioni the two sets of answers are shown in Table VIT.2, with

topics ranked in descending order of frequency according to the
HWOF ).
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TABLE VII.Z

Supervisor s Activiiies durinn a Supervisery Visit to the
HEC, as Reported by HW(F) and HA(E)

HUW(F ) HACF )

(n=52) (n=4%)
Check registers BS% T3%
Participate in ANC ewxams aend clinics 42% B2%
Participate in home visits 2% B2%

Community health education, school
healin, halwadi vigils 23% 24%

Participate in immunization sessions 21% 49%

Check medicines and equipment

inspect HSC for cleanliness 1 7% 387
Explanation and discussion 14% 16%
Participate in family planning work 6% 18%

The ocverall ranking of the frequency with which HWs{(F} and their
supervisors mantioned various activities is remarkably similar,
wiith supervisors naturally mentioning more activities overall.
Half of the HWs{F) named tuwp activities, one-fifth named a single
activity during the supervisor s vigit. The activity most often
describad was checking records and registers.

Although HWs and HAs said that the supervisor participated in
various activities, and discussed angd explained things, there
appeared to be a complete absence of technical, on-the-joh
supervision. Instead of thes HA demonstrating technigues and
watching the HW practising them under supervision, tha HA's
participation seems to he designed to help get the work donej
this 1s sspecially the case regarding itmmunization sessions at an
H5C staffed by an MA, since several of this cadre do not

administer immunizations, and ithe service is not offered uniess
the HA is present.
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To assess the HA(F) s knowlsdoe of the HSCs under her charge, she
Was asked if she knew or had informaiion about six items; the
percentage of HAs who knew aboui sach item is shown in Tahle VIT.3.

TABLE VII.3

Percentans of Health Supervisors who had Tnformation
on Six Basic Indicators

(n=45)
Indicators Percent
Mumber of DPT doses given by the Huds Th%
Number of DPYT doses issued in the HWs B2%

Mumber of antenatal casas registered by HWs 8Z%

Number of births attended by dais B7%
Mumber of patients ifreated by Hus BO%
Mumber of patients referred by Hus 1%
All of the above AB%
None of the abovs 4%

Despite the emphasis given 1o chacking racords and preparing
reporis, one-fifth (18%) of the HAs had net received monthly
reports from all of their HWs{(F) last month. The evaluation team
found that data included in the monihly reports were freguently
ot accessihle at the HSC on the day of ihe visit (see Table
UVITIL.2 in Chapter VIIT}. Oniy ons~third of HAs had information on
ail six basic indicatars in Table VUIL.3; their knowledne was
highest for deliveries attended by dais and lowest for patients
treated. 8 small minority (2/45%) did noi have information about
any of these six items.

When asked about their prcobhlems al work, the most freguently
mentioned problem was accommodation, followed by transport and
family planning targets {ses Table UT1.4). One-fourth said that
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vaccine handling and shortages of equipment and drugs were a
problem; these shortages hinder the supervisors capacity to

improve HW skills through on-the-job training. Vaccine handling

was a problem for sevaral HAs who were required to pick up
vaccine daily from the PHC and deliver it io the H5C, without

proper equipment

substantial amounts of time.

{e.g.

frozen ice packs)j

this task absarbed

Mone of the HAs who said the

workload was a prohlem nad extra H5Cs io cover as additional

charge,

However, the HAs

in South Arcot mentioned twice as many

problems as those in Salem, where one-fourth of the HAs

interviewed did not mention any problems at all.

may reflect the greater shortage of supervisory personnal in
South Arcot Distrigt.

TABLE VI1.4

Transport

Workload

This difference

Percentane of Health Suparvisors al
and Health Workers who Mentioned Problems at Work
HACF ) HW(F )
Tvpe of Problem Percent Parcent
{(n=40} {(n=53)
Accommodation including water
and rent allowance 4% 58%
Dealing with the community = 34%
Salary and allowancaes,
including Travel Allowance - 32%
33% 25%
Family Planning Targets 259% 23%
Equipment , (Drugs,
Vaccine Handling for HAs) 24% 1%
{including records and reports) 1 3% 13%
18% E%

Ot her
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2.3 Data from the Interviews at PHCs

In two~thirds of the PHCs surveyed (29/45), the doctors had a
schedule for supervisory visits. The average number of visits was
15 per month (for 39 PHCs with data) for November and December
13985. This average level of activity would permit each of the 20
HSCs in the block to be visited by a MO twice in 3 months, but in
practice one-third of the HS5Cs surveyed received no visit at all
from an MO in the Z months preceding the evaluation team’'s visit
{see Table VII.1), The finding that the MOs make enough visits to
cover three-quarters of the HSCs in the block per menth, but only
E4% of the surveyed HECs reported an MO visit, may bhe partly
esplained by the fact that MOs visit H%Cs which are closer to the
PHC more freguently than those which are further away (see Table
VIT.5). This may be due to shortanes of vehicles and fuel.
Despite the higher occupancy rate of MO posts in Salem than in
South Arcot, there was not much difference in the proportion of
health workers visited (65% in Salem, 68% in South Arcot),

TABILLE VII.5
al
Whether MO Visited the HW(F) Last Month. by Iravel Time
t)
tirom HSC to PHEC (n=58)
Travel time Number of
in minutes n HECs Visitad Percentags
10-30 17 i2 THa
31-60 17 i1 65%
> B0 1B 9 ' 56%
Total Lip 32 544
a) Travel time for HW(F), a.g. by foot, cycle or public

transport.
b Of the 53 HWs(F) interviewed, excludes 2 HWs(F) who were on

leave during the previous month, and | HA(F) posted to a HSC
who took up her post two days hefore the interview.
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MOs reported their activities during supervisory visits as shown
in Tahle VII.GB. As with the HAs, the bulk of the MOs  supervisory
activity is concerned with the quantitative aspects of the
HW(F)s performance: checking registers and stocks, and spot-
checking by home visits to registered antenatal cases. Another
frequent activity for MOs is seeing patients, and many
gupervisory visits were combined with Mobile Health Team work.

TABLE VITI.EB

al
Activities during MOs' Supervisory Visits to HB8Ls (n=44)

Activity Number Percent
Check registers 41 93%
Check medicines and equipment,

inspect maintenance of HSC 35 BA%
See patients, participate in

or hold clinics 25 57%
Spot-check worker's

activities by home viait 17 39%
buidance and correction 11 25%
Watch HW s performance B 14%

Check school healtn/Balwadi/
noon meal schemes b 14%

{liscuss health problems, HW(F)
performance with villagers 4 8%

g:— Infaormation neot available from 1 PHC.

On the other hand, watching the HW's performance, giving her
guidance, and having discussions with villagers about health
problems and HW performance were mentioned with much less
frequencyi no MOs mentioned all three activities.
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These findings are ifo some extent in accordance with the "Check
ligt for the Inspection of H5Cs" which stresses ths numerical
aspects of workers' performance (largets or achlaevements,
registers, records, stocks, etc.)., Ning MOs had a chack list, and
4 tad copies of cemments ithey had made during supervisory visits.

The pattern of supervision reporied by M0s is similar to that
reported by HAsi: however, MOs placed grsaler emphasia on the
components which invelved checking and inspection, and the
guiding and supportive aspects of supervision were mentioned less
frequently.

2.4 PHC Weeklv/Monthiy Meetings and Supervision

All 45 PHCs surveyed held weekly meetings with health workers and
supervigsors. Once a monih salaries were paid. In some cases no
maaeting was actually held although health woerkers came o the
FHC, ITn 29% of ithe PHCs 1t was raporited that there were no group
discussiona. Most of the time was spent in individuals
transferring data from registers to reports which were discussed
first with the health supervisor and ihen with the MO, Althouah
13% of their working time is spent on meetings and '4% on records
and report preparation, the time at weekly meetings is not always
productively spent; even 1if official business was concluded by
noon, some field staff reported thal they were under instructions
to remain at the PHC until & pm in case the DHO made a visit.

Almosi all health workers reported that they filed reports, held
tdiscussions and received salary at the PHGC mestings. However,
one—fifth (4% DANIDA, 38B% non-DANIDA) reported that they did not
receive medicines. They were ahle to get advice (73%) and
technical help (64%); in many instances this help was given to
staff individuwally, rather than in a group. The majority of HWs
(80%) were able to explain their problems, and 46% had their
problems resclved. (See Table VII.4 for problems mentioned by
HWs(F } during the HSC interview.)

2.5 Summary

Despite continuing shortages of HAs(F), 38% of HSCs receive
regular supervision. This has been achieved by deputing extra
charge to HAs(¥) in pesition and scheduling MOs to wvisit HSCs
which do not have a HA(F) in position at the sector headguarters,
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A considerable amount of supervisory activity takes place, but
the quantitative element of supervision predominates, while
support and guidance are rare features. This is also true at
higher levels in the health system (see Chapter X113},

The Project Organisation should find ways of changing
supervision into a mere creative and constructive
activity. In particular, the supportive role of super-
vision, i.e., to give encouragement and to promotle
positive attitudes among health workers, needs to be
highlighted at all levels. Supervisors should increase
their interactions with ithe community with a view to
facilitating the work of the HW(F). This approcach should
replace the current house-to -house spot-check of health
workers activities. Supervisors should alsc be able to
imprave technical skills through on-the-joh training
during supervisory viasits. The combination of these
elements i1s essential for increasing both the guality
of services and the level of psrformance.

Supervisors should be trained in how to use records and
reporis for feedback, thus changing the emphasis from
checking achievement of targets to constructive moni-
toring and supervision. (See recommendation in Chapter VI,
Sectiaon 4.)

The superviscry alement of monthly and weekly mestings
does not seem to justify the large number of these meetings
held at the PHCs. It is therefore recommended that PHC

- meetings should take place only once a month. At these
maeetings, the health supervisors should give accounts of
their own supervisory activities over the month and the
M0s should report on their supervision of the block under
their charge. Time spent on preparing records should be
reduced by simplifying the reporting format (ses
Chapter VI, Section 4).

The monthly PHC meetings should include continuing
education on specific topics (&.0. management of
diarrncea, procedures for aseptic injection technigue)
and guidance of workers., The health supervisor could
hold sector level meetings once a month {(e.g. between
PHC meetings), using the time for inservice training,
work planning, and group discussions. The time saved
by reducing the number of maseiings could he spent by
MOs and HAs(F) in making field visits to HWs(F).
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The superviscry activities of the HA and the MO should
be complementary; the HA should concentrate on routine
checking and the MO should concentrate on strengthening
community support for the HW(F) and promoting preventive

MESGUres.
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YIIL, SERVICES

The Project Document (1880) reflects concern with underutilizatiaon
of healih care services, especially for maternal and child care.
The Froject s major inputs, i.e., improving physical infrastructure
and increasing manpower, were designed to remove some of the
constraints to coverage. If more staff were trained, equipped and
in position, it is assumed that more services will be delivered

and ultimately, health status will improve. This outcome is the
overall aim of the Project.

The introduction to this report outlined some of the pitfalls of
attributing changes in health status to the intervention, and
gxplained that this evaluation was designed to use indicators of
health service activily to measure, and later to monitor,
performance in the project area. Indicators both of guantity and
of guality were needed, since ineffective or unsafe activity
could have a detrimental &ffect on health status. These
indicators have been examined from two perspectives; that of the
provider of services, and that of the target population in its
brpadest sense, i.e. atl the Iinhabitants of the catchment area.

It is reacognized that although the PO is one of the nine
directorates in the Departmeni of Health, BOTN, responsibility
for the primary health care service delivery sysiem rests with
three other directorates within the Department (see Chapter I and
fippendix 4). However, informaiion on the provision and
utilization of services provides a means of assessing the impact
that the Project has had on strengthening health services.

This chapter presents data on services provided, concentrating on
the H5C as the most basic unit in the health sysiem. Data from
several sources are compared and assessed for their usefulness as
monitoring tools. For each type of service, utilization and
coverage, as measured by information obtained from the intended
end user, are then discussed.

The most recent data on services provided come from interviews
conducted with HWs(F) by the evaluation team in February 1888,
Most recent data on utilization and coverage come from the
household survey conducted during the same period by the same
team; the subjectis were 420 women with a child aged 12-23 months,
distributed across 6@ randomly selecled villages (7 interviews
per village). Within each village, households ware selected
according to the WHO methodology for evaluating immunization

coverage (aee Appendix 2. Comparisons between these data and
those from other sources are given in Appendix 15.
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1. Antenatal Care (ANC)

1.1. Providers

Idantification of pregnant women in the project area is the
responsibility of the trained dai and the HW(F), who regislers
pregnancies reported to her in the MCH Register (one page per
woman ). Under the national trained dai scheme, the trained dai is
enptitled to receive a fee of Rs.? for alttending and reporting a
delivery, and an extra rupee if she had previously registered the
pregnant woman with the HW(F) for antenatal care. However, the
Project has not linked antenatal registration to attending or
reporting births and pays Rs.3 per delivery conducted and
reported by a trained daij under lhese rules, there does not seem
1o he any incentive to encourage dais to identify new pregnancies
{(see Chapter Ul , Section | for a discussion of the dai reporiing
scheme ). The dai is supposed to motivate pregnant women to use
antenatal services, and refer abnormal pregnancies to the HW(F),
who is reasponsible for providing all ANC services,

1.2. Protoeccl for Antenatal Care

The HWF) should see sach pregnant woman three times for ANC. At
two of these visits, the woman sheould receive a tetanus toxoid
injection and one month' s supply of iron and fplic acid tablets.
The HUW(F ) should take an obstetric nistory, examine the woman
(including fundal height, presentation and foetal heart sound),
and refer abnormal cases 1o her supervisor or to the PHC. Each
antenatal visit should be recorded in the MCH Register. Her job
description also includes testing the woman's urine for albumin
and sugar, and estimating bher hsemeglebin level.

Antenatal services may be provided at the HSC, or during home
visits.

1.3. Antenatal Services Frovided

Estimates of the percentage of women receiving antenatal care,
calculated from various sources, are shown in Appendix 15,
Table 15.1. Some sources do rnol specify whether second and
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subsequent visits were included, and the estimates based on
service statistics vary considerably. The best indicator of the
percentane of eligihle women covered is provided by the Quarterly
Progress Report far March 13985, which gives the numher of
antenatal cases registered. About 91% of cases would appear 1o
have been registered. {Annual data were net given and the
caleculalion made here ignores seasonal variations 1n service
activity.?

Level 2 indicators (see Appendix 1.%), which are both calculated
from a comparable data base, suggest that coverage has increased
to at least 2 antenatal visiis per pregnant woman during the
project period (see Table VUIITl.1). However, this was largely due
to the increased number of HW{(F) posts filled; ihe volume of
antenatal services per worker fall over the same period (see the
last two columns of Table VUILII. 1),

Survey data from the HWs(F) sugpest that on average, they do 22
antenatal check-ups (first and subsequent visits), 9 TTI and 8
T72 per month (ses Table VII1.Z). These data indicate that the HY
is covering three—fourths af the eliginle women with T11.
However , one-tenth of the sample of HWs(F ) gave no 1T1 and one-
fourth gave no T2 during this period. &n inventaory of drugs at
the HSC showed that although the avarage stock level of FST
{iron/folic acid) was sufficient for 3 months (6@ tablets per
pregnant woman and 48 tablets after delivery), 44% of the HWs(F)

had less than one month’ s supply in stiock (see Chapter V,
Section 4).

Information from the mothers (referring to when they uere
pregrnant with the index child) shows that there was a
considerable amount of activity distributing iron pills and
giving tetanus toxoid injectionsy of the 420 women surveyed,

312 (74%) received at lsasti one antenatal service {(an
examination, iron and folic acid, TT injection)

249 (59%) were examined; 101 at home,

83 ai government institutions and
bS privately

247 (99%) received ironj 201 said they took all the pills

252 (BO%) received TTy 45 said they had one dose,
60 said they had two doses,
147 said they had three or more doses.
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TABLE VIIT .Y

Maternal and Child Health Services in the Project Area
Calculated from Level 2 Indicators, Prepared by the
Project Organisation for ihe 1985 Fvaluation

a) b)
Percent of Women Abso- Services_per
No, of Receiving Serviges lute HW{F) per vyear
Districts EY _81/82 FEY_84/85 channe EY EY
Reporting EY 81/2 81/2 84/5

84/5 n=793 n=1,2397

Antenatal

vigits 2 176% 216% + 89.078 401 322
Institutional e d d d c.e
deliveries 1 n.a. 2% n.a. n.a 3
Home delivery
attended by a e G ,e
a female HW 1 | 4% 2% +# 13,255 Ha 43
Postnatal
visits 2 947 1ha% +122,749 215 228
Mothers TT:
Firast dose 2 39% TE% + 75,881 88 i12
Second dose 7 2% 59% + 54,835 74 87

a) The denominator (number of pregnant women) is 186,409 for
18981 and 192,732 for 1985. These figures are calculated
uaing the 1981 population data and annual greowth rates cited
in the PO s Notes for EBEH, and & CBR of 28/1,000 (seea
Appendix 4). The calculation assumes that visits are svenly
distributed among the targel group and thus maximizes the
estimate of coverage.

h) The number of HWs(F) is those in posifion at HECs and PHCs.
This has made the denominator bigger. [t is not known
whether the work of PHC-hased HUWe(F) is included in the
datay if it is not included, ihe estimate of services per
HWiF ) is smaller than if PHC staff s work were included,

c) South Arcot only; Salem data did not separate instituiional
and domiciltiary deliveries, so were omitted. Number of HWs(F)
in South Arcoet was 358 in 1981, and 735 in 1985.

d? Data not available for 1981-82, ag increase hetween FY B1/82
and FY 84/85 was not calculated.

e) Combining institutional and domiciliary deliveries, the

number of deliveriaes attended in both districts of the

project area in 1985 was 46 per HW(F),
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TABLE VIII.Z

al

Services Provided by 52 HWs(F) during the Menth

Tvpe of Service

Antenatal visits
TT! dases
TT2 doses
Deliveries

Postnatal visits

Immunizations
DPTT < % months

DPT3 < | year

Family Planning:
Male sterilizat

acceptors

Female steriliz
acceptors

Bral contracept
{new accepto

IUDs inserted

Condoms
(new accepto

ajl

before Evaluation Field Work

b}
Monthly Activity
Data Mo, No.
not with reporting Per As
avail- zerg activity Active Fer
able activity {4 HWt(F)  Norms
? i 49 (94%) 22 36
2 B 44 (85%) 9 12
z 14 36 (BY9%) B 12
s 14 26 (6Y9%) 3 5
7 2 43 (83%) 28 26
8 24 20 (38%) 8 12
15 28 9 (17%) 15 12
ion
2 47 30 68%) 1 3
DR
ation ;
2 23 27 {(B2%) pa 3
DR
ives d) e)
re) 3 39 1@ (19%) 3 39
OR
4 35 13 (25%) 2 9
OR
c) f)
rs) 7 38 T (E3%) B 36

Includes 27 MPWs, B ANMs and 17 MAs.

Excludes data from one MA

working at a mini-PHC, and one ANM who was on leave oduring the

previous month. The 27 MPWs include one partial
The average level of monthly activity reported by the HUW(F)

b)

interview.

during interviews in February 1986 1s caelculated only for
those HWs who said they had provided that particular

service. Thus by leaving out altl ths HWs who reported zero
activity the previous monih, these estimates indicate what
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an active health worker is currently providing. The overall
gatimates of service activily in the project area are of
course lower. Norms are calculated using a CBR of 29/1,000,
a catchment area of §,080, and schedules of services and
targets described in the fext.

o) Two had run out of supplies.

d? Three nad run out of supplies.

&l Norm refers to cycles disiributed, not new acceptors.

f) Norm is 55 users per month (72 condoms per user per year),

DFf the 312 women reporting any antenatal care, less than half
(135) were examined by a health worker, even though the level of
activity reported by three-quarters of the HWa(F ) is sufficient
to cover every single pregnant woman in the catchmenl area with
an antenatal visit. The differencs hetween coverage measured from
household data and estimates of potential coverage based on the
HW{F ) s reported level of activity is partly explained hy her
making more {han one visit to s subset of the target group of
pregnant mothers, for examplse tc give & second dase of TT.

Of the 135 mothers examined by a healih worker, three-quarters
(1@1) reperted that the HW or HA had done the AN examination
during a home visit. It would seem that the health worker sses
mast af ner antenatal patients during cutreach werk canducted an
a house—-to-house basis. This means thal in order to deliver
antenatal services, she is carrying 77, needles, syringes, and
iron and folic acio tabiets house-to-house.

Factors contributing to low utilization of the services offered
by the HW(F) include the reliance upon house~to-house visits,
which are currently necessary if health workers are to reach
their targets; but clients wili not bother fo go to an ANC clinie
if they can get the service delivered in their houses. Low
wtilization of the HSC may alse be due to the perceived guality
of the service offered by the HWF) and the expressed preference
for private services (see bSaciion B.3.1).

A substantial number of wmothers (116/428) went further afield for
antenatal services; 5% of the mothers surveyed had been examined
at the PHC, 6% had been to a government hespital and 15% to a
private facility. Trese services were often scught following
advice to go feor an antenatal check-upy 96 (23% of sample) said
they were advised to go and of these, 20 said that they refused
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to go. Another 76 mothers reported poing for a check-up on thelr
own initiative. Mosit mothers (58) said they had gone, or been
told to go, to the government hospital (general, taluk or
district); private practiitioners were the refarral point in
another 40 cases, followed by PHO (21) and HSC (17}, For the
minority of mothers whe refused to go, fear of the health
facility was the reason most often given (9720 cases).

When asked if thay had been given iron/folic acid tableis, several
mothers said that they had been given tableis (yellow, white, red?
hut did not know what they were. Almast two-thirds (64% )} of the
247 mothers given pills received less than 2 months  supplys 31%
of them received less than t month s supply.-

A few women said they had besn gitven an injection during their
pregnancy , but did not know what it was. A small number (4% of
sample) said they were offered TT bul refused it, mostly hecause
they were frightened (18/18)., The majority of women reporting any
doses of tetanus toxoid said they received 3 doses or mora (58%
of 2527y both government and private providers were following
this practice (only 37 women received any 11T doses from private
sourcas ). Until recently ., the BOTHN protocel for antenatal cars
specified that a pregnani woman sheould receive 3 doses of tetanus
toxoid and the antenatal care delivered during the period in
which the mother was pregnant with the index child appears to
have been following this schedule. The GOTMN protocel has now been
changed to 2 doses. Houwever, several HWs said {that they followed
the 3~dose schedule. Since the HWIF)Y s official reporting formatls
do not provide space for TT3, it is a mystery where these doses
are repartad by her and where they everntually snow up in the
statistics. The Quarterly Progress Heport for March {1985 shows
TT3 as zero for Souilh Arcot; this ilem is not included for Salem.
The sames source shows that 74% of the number of women registered
as antenatal cases received TT1, and 87% received TT2,

Table VI1I.3 summarizes coveraas for various combinations of the
components of antenatal care., In the sample of 420 wamen
surveyed, 326 (78%) were conlacted far ANC; the remaining 94
(22%% were not offered any antenatal service, 0f the 326, 14 (3%)
refused what they were offered (iron tablets or an injection).
The remaining 312 women (74%) nad received ona or more ANC
services, yet only 166 of them, or 40% of the sample, received
iron and at least one dose of 17T and were sxamined. Thus in
alemost half of the antenatal cenfacts during which services werse
provided (147/312}), one or more components of the ANC protocol is
being lefi out. Counting only those who received at least one
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month’'s supply of iron, the number of women receiving these three
services falls ta 120 (24% af sample?). The HWF) appears to
provide a more complete service than the women received from
other sources, in spita of her shertages of iraon/folic acidy B9%
of the women she examined also received both iron and TT. By
comparison, BBE%Z of women examined by private practitioners, B2%
of women examined at governmenl hospitals and B14 of those
examined at PHUs received both iron and TT.

TABLE VIIT.3

a)
Percentage of Women Receiving Speqific Antenatal Services
{n=422)
One or more
doses _of T71:
No iron Iran Na Iran
or TT piven iron given Total
All antenatal b d)
services received B% 9% 10% 56% 74%
Not examined during a?
antenatal contact . 2% 2% P1% 15%
d)l d) d)
Was examined during 6% Th 8% 40% HE%
antenatal contact
Examination was:
- at home 2% 4% 24 iIB% 24%
- at government
facility Zh 3% 2% V3% 20%
- at private
facility 1% # 4% 18% 15%

*) Less than 1| percent.

al Data pertain to 1984.

b} This is the sum of the next two lines.

c) There are no cases in this category since the table shows
percentages of women who did receive one or more antenatal
services.

d? Sum of percentages does not tally due to rounding.
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The hausehold survey data on antenatal coverage were also
analyzed according to socico-economic status (see Appendix 2.2 for
a description of the methodology). Table VUIIL.4 shows that for
every component of antenatal care, mothers in the better off
households consistently reported receiving more services than the
less advantaged members of the community.

TABLE VIIT.4

Percentage of Mothers Receiving Antenatal Services,
by Socig-Econgmic Status

a)
High Medium Low Total

{r=52) (n=170) (n=196) {n=420)
Antenatal examination A R4 E4% L2% 59%

Advised to go to a health
facility during her pregnancy 29% 26% 18% 23%

Went to a health facility on

her own initiative 23% 20% 12% 1 7%
Of fered TT immunization 85% 1% 55% E5%
Given iron/folic acid 69% E3Y% 53% 59%

Received an examination,
TT and iron 56% 41% 347% 4@%

a) Total 1s for the entire sample, but there were 2 cases where
socio—economic status was not recorded.

The HW(F ) s job description includes weighing pregnant waemen,
testing their urine for albumin and sugar, and estimating
haemoglobin level. Half of the HSCs visited had adult scales in
working condition, 57% had urine test strips and four-fifths had
Tallguist Hb. chart. One-fourth of the H8Cs had all three items (9
in Salems; 4 in South Arcot). (Details of the inventory of HSC
equipmant are discussed in Chapter V, Section |i see also

Appendix 19, Table 10.5.) There is no space provided in the MCH
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Register (designed for the Management information and Evaluation
System) for recording weight unless the HW utilizes the remarks
golumn for this purpose. No antenatal cards, retained by the
mother, were in use,

The distribution of iron and tetanus toxoid are assessed using
6OT/60TN targets, achievement of which is sometimes reported in
the quarterliy progress reports. However, this information has not
been presented in a comparable format {e.g. somelimes only one
district) and the time periods referred to are unclear

{(e.q. is the target for the guarier or for the year?). Cumulative
achievement (year-to-date) was not shown. These targeis are
determined not only by the size of the sligible populstion, but
alsc by supply considerations and other parameters, so achieve-
ment of targets cannot readily be {ransiated into coverage indi-
cators. For example, the project area s annual target for "TT2 +
Beooster" given in the Quarterly Progress Report for September
1985 is 28% higher than the numbher of pregnant women estimated
from the P0O's figures (ses Appendix 4). The information that 22%
of the "TTZ2 + Booster" target has been met thus needs to he
iransiated into coverags of the target group, i.8. pregnant
women. (See Seclion B below for a discussion of the use of
targets. )

The Project has recently hegun to review the existing protocols
for antenatal care, &.g. regarding the schedule of visits and the
HW's responsibilities during each visit.

It is recognized that {inal determinations regarding job
descriptions and lists of equipment and drugs are beyond
the role of the Projeci. Mouwever, il is racommended that
the ANC protocols which tha HW(F) is expected to follow be
further clarified with respect to both the components of
antenatal care, and the supplies, rscords, equipment and
skills needed {o provide effective services. The ANC

activities which a maie HW can perform should be included
in this axercissa.

in particular, the praciicas of giving three or more
doses of tetanus toxoid during one pregnancy should he
discontinued immediately. lwo doses should he given
during the first pregnancy, and only one dose should be
given to women whoe were immunized during their previous
pregnancy, providing that the HW can establish that the

woman has received TT hefore.
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Innovative approaches to encourage the dais’ assistance in
identifying and registering antenatal cases should be
pursued, drawing on the experience availahle from other
projects. The development of these approaches should pay
particular attention io identifying underserved members of
the community, and to providing the full range of antenatal
care, If payment to dais is offered, then proper mechaniams
for making prompt payment in full must be established and
implemented (see Chapter VI).

Steps should be taken by the Project and the State to
establish regular ANC services at a fixed point in each
of ithe villages in ihe HSC catchment area. Particular
attention should be given to reascons for good or poor
attendance at the clinics, so that steps may be taken to
improve utilization.

HWs " skills in taking an obstetric and medical history,
examining a pregnant woman, identifying high-risk
pregnancies, and giving sound advice on diel, hygiene,
gtec., should be strengthened throughout the project area
using on-the-job practical training {(e.g. at the sector
headguarters) reinforced by an aide-memolire or check list
of the protocols which the HW should follow in providing
ANC in a holistiic approach. These skills do not depend on
gexpensive equipment or supplies.

Supplies of iron and folic acid and of tetanus toxoid
should he made available to HSCs regularly and in
quantities sufficient to enahle the HW to provide the
established schedule of treatment to all pregnant women.

Given that the length of the cold chain may be long and
that it may be broken on a number of occasions before the
vaccine reaches the HSO (see Appendix 10, Tables 10.6 and
10.7), tetanus toxoid should not be kept at HSCs without
any protectionj arrangements should be made to enable the
HW(F) to collect TT weekly so that she can use it for

2-3 days fraom & vaccine carrier.
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2 Deliveries
2.Y. Providers

The majority of deliveries in the project area are exnected to
take place at home, attended by dais, who are usually resident in
the village. One of the Project’'s main activities has been
support of the dai training programme, which 1s designed 1o
prepare and equip experienced dais (o conduct nermal deliveries
using aseptic techniques, and io identify and refer complicated
cases from the village to the HW(F) at the HSC, or on to ihe PHC.

The HW(F} and the HA(F) are taught midwifery in their basic
training. The HW{F) s role in deliveries is specified as the
supervision of dais, and assisting them whenever the dais ask for
helpy referral of difficult labours and abnormal newborns to the
PHCy attending about half the delivertes in their catchment area.
This norm implies about B deliveries per month. However, the size
of the village in which the HSC is located varies considerably
{see Appendix 12, Profile of Villages Surveyed), and the number
of deliveries that the HW might in praciice be called to atiend
varies between 1 and & per monih, depsnding on travel tims
between her HSC and the communities in her catchment area.

Referred cases can be treated appropriately at the PHC if the
necessary facilities are available. If the cass is too complex it
is sometimes referred to the Taluk or District Hospital,
depending on accessibility.

2.2. The Delivery Programme

Given the physical and social environment, travel time and the
health resources available, ithe programme recognizes that the
majority of deliveries will take place at home, and is designed
10 increase the number of safe and aseplic deliveries, with
referral aof complications. The %Staie intends that the HSC
building should be used for deliveries. However, inventories at
H5Cs conducted by the evaluation team showed that the necessary
equipment was only available in one-fifth of the H5Cs surveyed,
and only 1 of the tl equipped HSCs alaso had fusl for the stove
(see Chapter V, Section 13}. The HW{(F) should have identified
abnormal cases during antenatal care, and referred them to the
approepriate facilityy bul if a normal case develops into one
which she cannot handle, the woman has to he referred to the PHC
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or hospital, This is & prebhlem since suitable transpeort is
typically not available, which makes it extremely difficult to
transfer an emergency case safely.

2.3. Services Provided

Data an where deliveries take place vary cansiderably, depending
on their source (see Appendix 15, Table 15.2). Service sfatistics
repert that betwesn 91% and 98% of deliveries taka place at home,
whereas data collectied during heusehold surveys indicate that a
larger proportion of deliveries take place in health facilities
(18% in the Benchmark Survey; 39% in the evaluation’'s household
survey ). This may be partly accounted for by under-reporting in
the service statistics of deliveries which take place in
hospitals or orivate facilitissy for example, the formail used by
the PO for the guarterly progress reports only includes
deliveries attended by HWs{F) and dais, and deliveries at PHCs.

In the evaluation survey mothers were asked who conducied the
delivery of the index child (hetwssn Pongal 14984 and Pongal
1985), aend where the delivery took place. Table VIII.5 shows that
threa-fifths of the delivariaes (258/428) were at home and B2% of
these (1E1/258) were atiended by dais. However, in less than half
of these cases (71/181) the moiher said ithat the dail was trained.
Out of all home deliveries, 39% (101/2%8) were atiended by
frained personnel (dais, HWs or HAs),

Of the 182 deliveries in health facilities, the majority (59%)
were in government facilities, but only 5 deliveries were at the

HEC, Private institutions were used by 168% of the 420 mothers
surveyad.

Altogether, 263 deliveries (B3% of sampls) were attended by
trained personnel {including dais) and almost half (46%) of the

deliveries were attendsd by medical personnel , whether government
or private.

The percentage of deliveries attended by health warkers and other
personnel , reported from several souwrces, is shown in Appendix 15,
Table 15.3. For the catchment areas surveyed during the evaluation,
t8% of the estimated number of deliveries were attended by the

HW(F ), based on her records for the previous month. This figure

is similar to that in the Quarterly Progress Report for March

1985 (11%), but twice as high as the deta collected from mothers,

who reporied 74 of deliveries attended by the HW(F) (see
Table VIII.G5),
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One-fifth of the mothers (21%) reported some difficulty with their
aelivery, most freguently prolenged labour (47/87).

TABLE VIII.GH

Evaluation Survey Data on Who Conducted the Delivery,
by Place of Delivery

ergan Home Gavernment Teptal Percent
al a)

Relative, neighbour, no-one BY = B7 16%
Untrained dai 73 & 79 19%
flai, do not know if

trainad or not [ = 11 3%
Trained dai 71 # A 17%
HW{F 3 20 9 29 %

Other health professional
in gavernment service 1@ 86 86 23%

Health professsional in

private institution = - B7 16%
Total 258 95 420 1060%
ajl 1n"¥6o cases the mother delivered alone. In 3 cases a

neighbour attended the delivery.

2.4, The Dai's Role in the Delivery

ver one-third (38%) of all deliveries were attended by dais, and
fewer than half of these (44% of 161! were conducted by trained
dais. This is camparable to date in the Quarterly Progress

Report for March 1885 which indicate that in 5t% of deliveries
attended by dais and others (not medical personnel), the dai wasg
trained. These findings suggesi that there is a pool of active,

untrained dais who could be recruited for training (see
Chapter IV, Section 1.4},
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Interviews with the sample of 47 trained dais showed that their
practices regarding care of the mother and bahy were generally
sound, but aseptic delivery technigues wers used by only 13% of
those interviewed. This meant that in 17% of deliveries conducted
hy the sample of i{rsined dais, the cord was cul with a sterile
instrument. This represents ahout 5% of the 228 home deliveries
conducted by dais and untrainsd ralatives.

fbhout two-fifths of all home daeliveries (1@B/258) were attaended
by trained dais or health worksrsy there was no consistent
difference bhetween the three sacio-economic groups, with medium
status having the highest proportion of home deliveries (46%)
attended by trained astaff.

The combination of very low complience with sterile procedures
and the camplete failure to replenish consumable supplies (sae
Chapter U, Section 2) means that most trained dais are not
practising the aseptic delivery technigues promoted in the
curriculum, The Project’s failure to identify and train about
half the practising dais means that the dai’'s role in registering
pregnant women with the HW(F) is not fulfilled; since families in
the lower socio-economic group are lesss likely to seek antenatal
care an their ocun initiative (12% campared with 23% for the
betier off families), and mors frequently reporied receiving no
antenatal services at all (see Table VII1.B), they were less
likely to have had a high-risk pregnancy identified, monitored
and referred for appropriate cars. In thesa families, the
delivery took place at home twice as frequently as in the hiphest
gocio-economic aroup {714 and 3%5% raspectivelyi. This cumulative
risk could be effectively reduced by including dais more actively
in identifying all women who are eliginle for antenatal care.

TABLE UIII.86

Percentage of Mothers Who Did Mot Receive fAntenatal Care
and Who Belivered at Home, by Socig-Economic Status

aj
High Medium Low Total

{n=52) {n=178) (n=196) (n=420)

No antenatal care at all 8% 17% 3% 22%
Mother delivered at home 35% 58% A A Bi%

ajl Total is for the entire sample, bui there were two cases
where socio-economic status was not recorded
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The dais’ role in maternal care needs to he strenpnthenad.
This can be done through the following interventions
(described more fully in the refarenced chapters):

identifying practising dais who zurrently provide natal
care {(see Chapter IV, Section 1.4)

~ training them in aseptic delivery techniques (see
Chapter IV, Section 2.1)

~ gupplying them regularly with appropriate items (see
Chapter V, Section &)

- following up their activities with fregquent contact and
repgular payment of delivery fses (see Chapter VI,
Section 17.

The role she has traditionally filled - during and
immediately after delivery - needs to be sxpanded, so that
she can become a sirenger link betweern the community and
maternal and child cere service providers. Innovative
approaches to huilding community understanding and
acceptance of such an expanded rels need to be developed,
deawing an the exparience of other projects.

2.5. The Family's Role in the Delivery

Tabhle VIII.5 shows that in 18Y% of the deliveries surveyed, a
relative attended the dslivary. One-fourth of the villages
surveyed had no resident dais, trained or untrained, and families
who wanted a dai sent word o s neiphbouring village whep her
services were needad. In & few casss (5/161) she arrived after
the baby had been born. The {ollowing recommendation seeks to
strengthen links betwesen the HW, the dei and ihe family who would
e given tangible, appropriats and safe assistance from the
health system, irrespective of where the delivery takes place.

Where family membears atitend the woman during labour and
delivery, a strategy for ensuring geod management of
labour ang aseptic deliveries needs to bhe daveloped. For
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gxample, the HW(F) should advise the pregnant woman and
her relatives about the preparations they shoula make
(e.g. wash and sun-dry cloths, purchase a new razor blade,
paropaer hand washing, eta. .

This strategy should be devaloped in conjunction with ths
experimental programme in which the HU(F) gives the
pregnant woman a disposable delivery kit for the family or
dai to use.

Based aon field trials and expsrience from cther areas, an
evaluation of ihis prograsme should be designed and
carried out, including an assesament of ithe contents of
the kit and the development of nuidelines for HWs(F), to
axplain the use of the kit to families and to dais. The
HW(F } s guidelines should be no more than one page, should
take into account that most mothers and dais are not
literate, and for dais shoulad taks account of ihe
difference betuween the DDK items and those which they were
criginally trained to use.

After the evaluation, the programme should be modified if
necessary and extended to cover the whole project area.

2.68. H{F) Performance

Of the 53 HWs(F) interviewad, more than one-fourth reported that
they had not attended any delivery in ihe last month. Those whe

had attended a delivery did an average of 3 per manth {sae
Tabhle VIII.Z2).

Of those interviewed, 47 (B39%) reporiad that they were called cut
for problem deliveries. The HWs were asked how they would
recogriize and handle five selscted complications of pregnancy and
deliveryy their descriptions of how to handles individual
complications was generally good {e.g. 98% answered corractly for
eclampsia, 94% for prolonged labour, 81% for retained placenta,
B2% far post partum haemarchage and 780% for puerperal fever).
However , fewer than hall (45%) were judgsd capable of handling
all five of these complications appropriately (see Appendix 7,
Table 7.2). The equipment supplied to HSCs is not sufficient to
enahle the health worker to conduct deliveries in optimal
conditions; only one~fifih of the H5Cs surveyed had all 5 items
of basic equipment (see starred items in Chapter \, Table U.2),
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and only | of ihese HSCs also had fuel so ihal the scissors could
be sterilized. Nor are the necessary sunplies always availablaq

half of ihe HSCs were stocked oul of geauze and one—ihird were out
of antiseptic lotion (see Chapler U, Table V.G,

 The HW{F)Y's skills in idsntifying high-risk cases during
pregnancy should he strengthened, and ner rapport wiih the
community improved so ithat high-risk cases will follow
advice to deliver at the PHO or hospiial,

The HW(F) should be properly squipped and regularly
supplied with appropriate drugs to enable her to carry
out deliveries. Where her bnowledgs is deficient, ane
should bhe retrained to recognize complicated cases and
refer anpropriately.

Residantial accommeoation {simple rcom, relatives to
provide bedding, food ete. ) shaould e provided at the
facility whare high-risgh cases are delivered, so that
these women can itravel 1o the facility before thair
labour begins, and stay there il they have delivered.
The function of the HSG ash
to its capacity to handle . the druos and
enquipment needed to cwab the HW io conduct deliveries
there. Chapter V confalnf recomrnendat ion on eguipment
(Bection 1) and on drugs and medigal suppliss (Saection 4).

gzseed wilh respect
S

O

Postnatal Care

3.1, Providers and Proiogol for Postnatal Cars

The trained dai is suppoesed to check moiher and baby for any
complications or infections, and refer such cases fo tha HW(FE .
The dai may also massage and bathe ithe mother during the first
waek afier birth, The HWI(F) is respeonsibls for making three
postnatal visits (once during the first wesk, once during the
second week and the third visit after six waeks) to check an the
mother and baby, to advise aboul care and fesding of the neuborn,
and to issue iron and folic acid.
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3.2, Postnatal Serviges

Estimates of coverage for postnatal care are shown for saveral
sources of data, in Appendis 15, Table 15.4., The Leval 2
indicators show that according to service siatistics, the level
of posinatal visiting activity has incressed from less than |
visit par woman in FY 81/82, to 1.5 visiis in FY B4/85. Data
collected during interviews at HSCs show that ihe average level
of postnatal activity per HW{F) is sufficient for her to visit
the entire target group in her catchment aresa at least tuwice,
assuming that all visits are equally disiributed hetwsen all
postnatal women. Of the 45 HWs(F) with data, only 2 reported that
they had made no postnatal visits during the previous menin, The
remaining 43 HWs(F) made on averagse 28 pastnatal visits per
month, which is more than the rumber of antenatal visiis (see
Table VIII.Z2). Goverage of posinatal sesrvices in the catchmant
area of 42 HSCs surveved {(including 7 with no staff at the time
of the survey and excluding 9 with siaff bul no data) was just
under 2 visits per posinatal woman.

All but one of the HWs{F} surveved said ihey coversed the topics
of diet and breastfesding when giving moihers postnatal advice
{see Appendix 7, Table 7.5, Thres-quarisrs of the irsined dais
said they advised the mother ahout breastfesding, but ene-third
of these appeasred to be giving incorract advice {see Appendix 9,
Section B, Effective care during this paricd of greatest risk
for the newborn is essentisl il heslin servicas are Lo have any
aifect upon child survival. {(Thse deaih rate for naswborns from @-7
days old in rural Tamil Nadu has been sstimated at 48/1,000 live
birthsi see An Analysis of Children in India, UNICEF, 1984,
However , the impressive leval of posinatal visiting activiiy is
not consistently connected with tangible servicas which ought io
be provided to the samzg family during the next {sw months of the
infant s life; coverage for family olanning and child healtlh
services is discussed in Sections 4 and 5 below.

In order to improve ithe quality of care to the mother and
haer newhorn child during postnaial visits, a simple check
list should be established, ag pari of the MCH programme.
Buring a visit, moiher and child should bes checked, the
cfilld weighed and its developmeni monitored, and advice
on breast feeding and diet given. The parenis should be
informed about when and where the child should he immu-—
nrzed, and about the differeni methods of contraception

viTli.ig



iag

availabla. A recommendation concerning a parenti-hald
growth chari, which should G issued during a pestnatal
vigit, is given in Section 5 below.

4, Family Plannino

4.1, Broviders in tne FP FProoramng

Dais, HWs(F), HWs(M), His{F%¥), HAs, Brls, HIs{(G) and BEEs are
responsible for molivating couples itc accep!t a method of
temporary or permanent coniraceptieon. All of ihese funclionaries
can disiribute condoms according to 601 guidelines. In addition,
the HW(F) distributes oral contracepiives. The HA(F) provides
pills and inserts IUDa. Within the project area, Salem has been
designated an “IUD" disirict. In addition, gondoms are avallable
through commercial outlets.

ok

e

Sterilizations (vasectomies for men, lesparascopic itubectomies
(LTT) for women) arg offered at periodic camps, at sector and
block levels the operalions ars performed by a mobile team of
specialistis from the distrigt hospital, Classical tubsctomy,
reguiring an overnipht siay, is also aveilable &t FHCs with
operating theatres. This gperalion can be done at any itime IFf
trained staff are resident at ithe PHC: oinerwise 1t 1s offered
periodically by staif from highar levsl facilities. Msdical
termination of pregrnancy can also be performed at ihe PHC if
trained staff are availabile.

Although the provision of services is throuph the Depariment of
Healih and Family Welfare, luwo aspzois of the family planning
programme ars also within the purview of ihe Revenue Department.
Firet, the Disirict Collecior can review targetls and incresase
thems at one PHC, the evaluation team was informed that the
Collector had doubled the annual target in January, lzaving three
monthns in which to find the number of cases which the Stale
expactea staff to find over the whole vear. Second, the Hevenue
bepartment and the Depariment of Social Welfars allocate targets
for finding cases to their village ievel perscrmel — the Village
Administrative O0fficer and schocl teacher, and the Baluwadi
(pireschoal ) attendant respactively. Thess cadres are not irained
or equipped to offer the full range of family planning
counsalling and services, and thseir tarcets ars restricted to
motivating people to accept sierilization,
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Uarious incentives, usually financial but sometimes in kind, are
offered both to case finders/motivators and to acceptors, if the
latter get sterilized. GOTN pays Rs.B# to the motivalor of a
sterilized case. In one instance, it was reported ithat the BLO
was paying his staff an additsonal Rs.180 per cases in another,
women interviewed during ihe household survey reported tnat the
BD0 had offered them interest-free loans te buy land if they got
sterilized. 601 gives a financial prize to the State with the
best performance in family planning.

4.2. Coverage of Family Fianning Services

The Quarterly Progress Report for March 138% gives datva on the
percentage of HWs(F) maintaining regaisiere of aligl

(but not how many wers up-io-date), and on the ahsolute numbears
of sterilizations, IUD insertions, condoms disiributed and
monthly cycies of oral coniraceptives distributed. These data
show that since ihe Project began, all family planning services
have increased substantially. The Projzot Docum=nt and the
Basaeline Survey report that 2.8% (18979) ang 1.7% ({983}
respectively of eligible couples were wu

contraception,

igible couplas

sing effaciive mathods of

Data presented in the Quarterly Progrezs Repori for March 1885
indicate that eligible couples (i.e. couples in which the wife is
of childbearing age) comprise about 18% of total peooulation, and
that the percentage of eligible couples using an effective method
of contraception is 16% "so far” {(period referred io ia not
specified). The following summarizes that report’ s data on the
number of eligible couples using an effaciive method of family
planning in the preject area "so far:"

Total napulation: b ,b4B G40
{calculated from data suppnlied
by tne POt see fppendix 41

Number of eligible couples: 1,268,518
(19% af total population?

0f which, protected so far: 199,180
{ib% of eligible couples?
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83% have heen sterilized, of which 22% (39 ,808/178 ,467)
underuwent their operation in itne 3 mo
March 1885
5% are using condoms
4% are using an IUD (Lippes loop or Copper T)
1% are using oral contraceptives.

In the evaluation survey, 24% of 415 couples reported using a
method of birth control:

96 (Z1%) of the mothers had bsen sferilized

3 were using I[Ubs

1 was using oral contraceptives

| hushand had a vassctony

i was using condoms

4 couples were using other meinods {rhyithm, abstinencel.

Over the whole sample, 53% of 418 coupliles said that they had been
cantacted ahout family glenning. However, in g4% of those 2721
contacts the womean said that the discussion was only about
sterilization. Of the 128 current users, b said that no-ons had
contacied them about family planning. Tnis may imply that a
substantial propartion of users are »o

planning without the intervention of 1

mativators. In 2 out of ithe 86 vill

ivated to practice family
ith worker or other

a ihs sampis, all seven
households surveved had heen contacted shout family planning; in
ol

one villaga, noneg of ihe sevan housshe!l fad haen pontacted.

k

The overwhelming resson given during the nhoussheld survey for not
using family planning was that the ccuple wanted more children
(43% of 315 non-—dsers ), and 9% wersa currantly peregnant. Other
reasans were that they wers scared for ihe woman to bs sterilized
(%), that she was too wesk or ill to haves the aperation (5%),
and that she would get sierilired later (8L}, Six women (Z2X) said
they were still bresasifseding o no melhsd wss necessary. Threas
(1%) said they wanted pills but thers was oo supply. Almost one-
tenth of the non—users (29/310) said that iney did netl know of
any method of family slanning.

e

When contact by 2 HW was analyzed by number of deliveries, it
became clear that familiss are not croutinesiv contacted during the
postnatal period ashoul spacing preonanciess anly 224 of couples
who had had one baby had been contacted, compared with 58% of
couples with two deliveriss, and 78% of those with three or four
deliveries. Howaver, 5% of 83 couples with 5 to 12 deliveries
reported that no-one had contacted them sbout family planning.
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When data on family planning centacts and current users were
analyzed by sccio-economic status, there was not much differece
bhetween the three groups in terms of users (see Table VIII,7).
However, a larager proportion of the lowest socie—econaomic group
tiad been contacted about family planning (574) and the contact
was more frequently reported to be exclusively shout petting
sterilized, with no octher method menfiioned. Finally, a larger
proportion of this group (25%) had been sterilized than any other
Qroup.,

TABLE VIII.7

Percentage of Couples Contacted for Family Planninn., and
Gurrent Users . by Sccio-Fconomic Broun

a)l
Hiah Medium Low Total
(n=4h1) ‘
b) b b)
Contacted sbout family planning 43% 51% 57% 53%
Contacted about b b? b)
sterilization only 33% 43% 49% 44%
Using a method of G c) G)
family planning 274 21% 26% 247%
c) c) c)
Sterilized 18% 9% 26% 22%
a )l Total is for the entire sample, but there ware ? cases where

socio-economic status was not recorded,

h n=416, i.e. excludes 4 cases with missing data. For high
group, n=51 {1 missing); medium n=169 {1 missingli low
n=194 (2 missing)

) n=415, i.e. excludes 5 cases with missing data. For high
group, n=51 (| missing’); for medium, n=167 (3 missing);
for low, n=1895 (1 missing).

4.3, Services Providead

Contrary to 601's guidelines for dats, the quarterly progress
reports state that dais are not allowed to distribute condoms. In
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the evaluation survey, dais were asked if they motivated women {0
pee a family planning methods almost half (45%) said they did.
Saveral HMWs sald that the dai is helpful in identifying possible
FP acceptors for her.

The HW(F) in the project area has a target of 3 sterilizations
(male or female) per months in place of this target she can
persuade 9 women to have [UDs inserted. When the HWs(F) were
questioned about distributing oral contraceptives, the majority
(42 qut of 53) said they could prescribe piltls, but enly 6 had a
check list to remind them of contra-indications.

Half of the HW(F) surveyed reporied female accepters for
sterilizatton, and one-fourth reported one or more IUD acceptors
during the previous month (Ses Table VIILI.Z), One-fifth of ihe
HWs (10 out of 489 reporting) distribuled oral coniraceptives to
new acceptors, and only one-tenth of the sample distributed
condoms; 7 said they never did so. Three HWs(F) reported
vagegtomy acceptors. Data on family planning follow~-up uwere
rraported in an inconsistent manner (for example, the number
reported 15 aomefimegs toftal family planning cases, sometimes
follow-up of sterilization cases’i; lass than half (24) of the 52
His who could furnish dala an last month's asctivities reported
ary follow-up of family planning casgs. Four HWs reported that
they had run out of supplies (pills and/or condoms) the previous
month, and therefore saw no new or continuing acceptors.

When HWs were qguestioned aboul whether more people asked them for
contraceptives than they could supply {due to shortage of stock?,
many answered that there was no demand for pills or IUDs. In fact
38% of the HH(0s surveved (and R8% of the PHCs) were stocked put
of oral contraceptives at the time of the evaluation fieldwork;
condoms wers out of stock at 7i1% of HSCs and 544 of PHCs (see
Chapter V, Tables V,6 and Y.7). Under these circumstances it is
not feasible for the HW(F) to advise ccuples to use temporary
spacing meihods when she has no supplies {(er worse, in the case
of aral contracepiives, irregular and inadequate supplies),
Consequently, methods of spacing pregnancies are not usually
offeredi B4%4 of those who sard they had been contacted ahout
family planning reported that the only method they were told
about was sterilization, and 15% of non—-users said that they did
naot want to he sterilized or were too weak to have the operation.
Only 14 of non-users said they wanted contraceptive pills but
could not get thsm due to absence of stock.
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The louwer priority placed upon temporary spacing methods is also
reflected in the finding that only 1% of surveyed couples wers
using a temporary mathod (IUD, pills, ceondoms) whereas 22% had
bean sterilized. Since a substantial proportion of HWs(F) have no
pills or condoms, they do not contact all eligible couples, but
concentrate their efforts on couples who are judged ready to
cansider limiting the size of their family permanently; only one-
fifth of mothers with one delivery and half of those with two had
been contacted for family planning. The virtual absence of
gpacing methods in the achedule of family planning services

of fered in the project area means that there is a concommitant
loss af benefits to bhoth the mother and her children.

The health workers commented that women who want to limit the
siza of their families are more interested In sterilization. The
women may see this as a solution which entails fewsr unpleasant
side—effects than those associated with the pill or IUD; whatever
method they use must not interfere with their work, and
aterilization is more popular than extended use of the pill or
the TUD. Hewever, incidents of serious and sometimes fatal
results of stertlizations have also hesn reported (see

Appendix 15.10) and diminish the credibility of thias method of
family planning also.

The assignment of targets to individual workers who are under the
administirative and supervisery control of separate government
departments, yet working in the same villaga, inevitably leads to
competition for cases. Even within the healih service, there is
competition between the HW(F) and her supervisor (who works in
the same catchment ares), and some staff at the PHC. For exampla,
the HI(G) and the BEE who have ro specific catchment area are
expected to fulfill personal targels even though their formal job
responsibilitias do not expose them to a continuing relationship
with patients which should include the full range of primary
health services.

The urgency to register family planning cases, and sterilization
cases in parlicular, has created an atmosphere of harassment and
fear of reprisals from superiocrs. Instead of receiving
constructive support from the health system, the HW(F) may have
disciplinary action taken against her, and be threatened with
suspension if she fails to meet her family planning targets,
Threat of suspension or transfer was also reporied by mals
workers and Mbs at PHCs, and hangs over health personnel all the
way up to the DHO, The sericusness of such threats and reprisals
has led some HWs(F) to take extra steps to recruilt women to
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accept sterilization, which sometimes result in their being out
of pocket. For example the HW(F) usually accomparies the woman to
the camp or hospital, making sure that her welfare is attiended
to, and that the case is registered in her name; after the
operation she brings her back. Other examples of larger financial
commitments have heen found (see Appendix 15.10).

One of the most unfortunate results of health workers vying for
cases with other workers in the village (e.g. ithe Balwadi
attendant) is that cooperation between them is discouraged. If
such cooperation were promoted, it would make many of the healih

worker s tasks much easier and could contribute greatly to the
advancement of ithe programme.

Anocther unfortunate effect of the pressure to recruit acceptors

is that some parents are antagonized or frightened, and bscome

less willing to use other preventive health services. When the
occasional operation goes wrang, the entire community knows, and
their antagonism devastates any rapport the HW(F) had established
(see Appendix 15.105. So although family planning is an essantial
component of primary hesith care, the emphasis placed on it has
skewed the Project away fraom its central objective of strengihening
integrated health services.

A reorientation of family planning activities should be
worked out, whereby a comprehensive programme, including
temporary and permanent methods of contraception, will be
offered by trained staff with proper eguipment and
sufficient supplies 1o run the service with the requisite
degree of continuity and fellow-up. These activities

should be integrated with other primary hsalth care
services.

Given the problems with contra-indications and side
affectis for oral contraceptives and the TUD, consider-
ation should be given to also promoting the use of
barrier methods of contraception to a far greater

extent. In particular, barrier methods for use by women
should be considered.

All eligible couples should be given information about
temporary and permanent methods of contraception. Moti-
vational effort should be directed towards demographi-
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cally significant groups. If the couple wants more
children, they should he encouraged to space the next
pregnancy.

Froper records of sterilization clients should be kept
at block level; these records should be used to follow
up all cases.

In cases of sterilization failures, the health worker
or person who motivated the cease should not be left to
explain the failure without support from the staff
directly involved in the operation and post-operative
care,

Sterilized couples and their children should be ireated
as a special targel group foer improved MCH coverage,
with special emphasis on a sterilization follow-up
programmeg including a child health component.

5. Child Healih

5.1. Providers in the Child Health Programme

The elements of the programms include nutrition {(breastfeeding
and weaning, supplements of Uitamin A and iron, identification of
malnourished children under 5), and tmmunization against
tuberculaosis, diphtheria, tetanus, periussis and polio. {(The
child health programme also includes school-age children but
coverage of this target group was not evaluated.) The dai’'s role
is limited to advice on infant feeding and motivating parents to
have their child impunized. In the Model Plan for area health
projects, the community health guide should idantify malnourished
or anaemic children, assist with giving Vitamin A, and work in
conjunciion with the MPW to prepare for and run immunization
sessions, but in Tamil MNadu the community health guide scheme has
not been adopted. The HWF)Y and HA administer immunizations,
assisted by the male vaccinator if one is in position.

VITI.27



187

9.2. Child Healih Status

Twa indicators of child health status were used: the proportion
of live births who died, and nutritional status measured by arm
cirqumference and feesding practices. The infant mortaliiy rate in
the project area was 136/1,800 live births in 18981, and mortality
among children 12-59 months was 48/1,080. The household sample
survayed during the evaluaticon was not suitable for calcoculating
these indicators, since all of the moilhers had & surviving child
aged 12-2Z3 months. However, tnformation from itheir maternity
histories indicates that 94 mothers {(22% of sample} had had one
{or more) live born child who later dieds 14% of the live births
recorded (182/1,114) had died. (This praoporticn is consistent
Wwith the rates of infant and young child mortality in the project
area. )

The mother was asked when she flrst breastfed the index child
fi.e. how long after the delivery), and whether she expressed any
milk, Two-fifths said they did not express any wilk or only a few
drops, and 32% started feeding within 48 hours. Basad on what
each melher said, during the interview ithe team made an assess-
ment of whether the baby had heen fed in such & mannar fthat it
benafited hoth from early esteblishment of suckling and from

colostrum; one-fourth of lhoss surveyed appeared to have been
(see Tahle VUIIT.B).

In addition {to delayed hreastfeeding, two harmful practices
regarding care of the newborn were found to he followed in the
praoject area. Caster o1l is fed tec bhabies in the belisf that

their bodies need to be cleansed of impurities. Bugar water is
given during the firat 2-3 days until the “clean® hreastmilk comes
through.

The great majority of onildren (81% of 420) were hreastfed for at
least 9 wmonths, and 48% were still heing hreastfed at 12-25

months old. Two-thirds were first fed something in addition to
breasimilk (animal milk, rice, ragi porridoe, weaning foods, ete.)
before 8 manths of age.

Many of the traditional weaning foods menticned (ragi porridge,

pongal , upma, etc.) were appcopriate and nutritionally balanced.
Many mothers said that the firsi food they gave their babies was
"family diet”.
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TABLE VITI.8

Newborn Feedina Practices . by Place of Delivery
(Fercaent of column total shown in brackets)

Govern:- il
Homa ment vate fotal
Baby was first fed (n=231}):
within 24 hours 21 20 P17 L
{168%) {27%) {35%) { 174
helwean 25-48 hours ' 2 1 8 45
(12%) {(16%) (17%) ( 13%3
more than 48 hours ibh 43 23 231
after dalivery (78% 2 (G775 (48%) { 689%)
Amount of fluid a)
gxpressed (n=235):
nane or only a few drops 1 28 i 4 115
(46%) (62%) {38%) (49%)
50Me 4 g 10 B4
{26 (18%) (27%) (2743
a lot or all 36 g I 55
(24%) C20%3 {30%) (24%)
Baty benefited from colostrum
and early breastfeeding 4G 54 24 104
{n=410) b) (184 (36%) (a8%) { 25%)
;T Excludes 47 mothars who expressed some colostrum, bul how much
was not recorded.
b Information from the mother indicated that fluid was not

expressed and breastfeeding started scon encugh for bahy to
obtain full hbenefit from colostrum.

Nutrition status, assessed waing upper arm circumferance, was
found to be adequate (wmore than 13.5 gm) in B2% of the 413
children measured; 30% were undernourished (12.5-13.5 cm) and 9%
were in need of immediate intervention (arm circumference less
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than 12.8 cm). These data are shown by caste in Table VIII.3, by
socio~economic group in Table VIII.1@ and by sex in Table VIII.i1.
TABLE VITII.SQ

Nutrition Status of Index Children Assessed Using Arm
aj
Circumference, by Caste (n=413)

b
Scheduled Castes Other Total

and Tribeg Cagtes

Number Percent Number Percent Number Percent

tess than 12.5 cm 14 11% 22 BX% 36 9%
12.5 em - 13.5 cm 35 27% 88 31% 123 30%
More than 13.5 cm 82 b3% 172 B1% 254 b2%

; ) c) c)
Total 131 101% 282 108% 413 101%

a) Seven children (4 scheduled castes or tribesa, and 3 other
castes) could not be measured,.

B Includes 2 Muslims,

c) Pearcentages do not sum to 100X due to rounding.

The percentage of children in need of immediate attention is
twice as high in the low socio-economic group as in the high
group (114 compared with BX respectively). Three-quarters of the
high greoup were adequately nourished compared with just over half
the low group (75X and 55% reapectively). Arm circumference data
analyz2ed by sex show that a larger proportion of girls is
severealy undernourished (11% compared with 74). The proportion of
well-nourished girls (52% of 1B9) is smaller than the proportion
of waell-nourished children in the scheduled castes and tribes
sub-group of the sample (683X of 131), or in the lowest socio-
economic group (55% of 194). Of the 420 children aged 12-23
months in the household survey, 46% were girls, which indicates
an alarming difference between the saxes in child survival rates.
The difference in nutrition status between the sexes may be

partly due to a preference for sons, which reveals itself in
differential cars.
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Comparable data on nutrition status (i.e, using arm circumference)
from other sources were not available. Oata for the State of
Tamil Nadu show only 19% of children in the normal range of
weight for sge, with 43% mildly malnourished, 274 moderataly
malnourished and 5% suffering from severe malnutrition (UNICEF,
1984). Data from the Tamil Nadu Integrated Nutrition Project
{TINP), which is implemented in six districts with ralatively
poar nutrition status, show that 13% of children aged B-36 months
were claszsified as severely malnourished (i.e. less than 70% of
narmal weight-for-age) in February 1983. After four years of
growth monitoring, identifying severely malnourished children,
health and nutrition education, and supplemental feeding until
their growth rate was normal, the proportion classified as
severely malnourished had been reduced to 8% (data for Madurati
District with a target group of 130,096 children aged 6-3G&
months ). The proportion of severaly malnourished children appears
to be roughly comparable with that found in the project area
using a different method of assessmant.

TABLE VIII.1Q

Nutrition Status of Index Children Assaessed Using Arm
a)l
Circumference ., by Socio-Economic Status (n=413)

bi
Hiah Medium Low Jotsl
Less than 12.% cm 3 12 21 36
{ B8%) (70 1% ( 9%)
12.5 em - 13.5 cm 10 47 - BB 123
(20%) (28%) (34%) {30%)
More than 13.5 cm 38 187 ta7 254
(75%) (B4%) (88%) (62%)
Total 51 ¢) 166 ¢ 194 413 ¢)
(101%) ( 99%X) (102%) (1e1y)

al Seven children could not be measured: | from high, 4 from
medium and 2 from low,

b) Includes 2 cases for which socio-economic status was not
recorded.

c) Percentages do not sum to 102X due to rounding.
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TABLE VITL.11}

Nutrition Status of Index Childrsn Assessed Using Arp
ar
Circumference . by Sex (n=4i3)

Bovs Girls Total

Number Parcent Number Parcent Huomber Percent

Less than 12.5 cm B 7% 2@ T 36 9%
(2.5 am — 135 om 53 a4% 76 37k 123 30%
More than 13.5 cnm 185 G9% 84 5% 254 B2%
Total 224 106% 164 190% 413 1@I%b)
aj Seven children (3 boya and 4 girls) could not bhe measured.
b Percentages do not sum to 180% due to rounding.

5.3, Service Activity Related to Nutrition

In the sample of 420 children, 123 (Z9%) had bheen weighed; 73
(V7%) were weighed atl hirth, and the same percentage (72/420)

had been weighed subsequently. Only 22 chiidren (5%} had been
weighed both at birth and subsequentlys thus follow-up of the
batiy s growtn rate in relation to hiecth weight 18 rarsely done.
Growth charts for monitoring weight gain were repoirted for &% of
the children surveyed (26874160, Although 15 HWa(F ) (28% of §3)
said thay weighed children or measursd their arm circumference at
the Balwadi or child health clinic, only 3 (6%} reported using a
growth chart (i.e. the same a5 the percentage of surveyved
children with a growth chart). Only 9 of the 15 HWs(F) who
measured weight or arm circumference alsg offered nutritional
advice, and anothar B gave advicse at the Balwadi or clinic
without measuring nutritional siatus. Thus 1% HWs (28%) described
giving nutritional advice in a clinic setting. Half of the HSCs
survayed had scalaes for weighing small children {(see Table V.2).

All but one of the 53 HWs(F) interviewed said that they advised
mothers aboul breasifeeding and colesirum, and about the
introduction of weaning foods. Tahle VIIL.8 shows that the

surveved children who were born in health facilities {privats or
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government ) were breasifed sconer than thoss born at home, but
women who delivered in private facilities reporisd more
freguently that fthey sxpressed some milk. Staffrin governnant
facilities gave mora appropriate advice on ihis taopic.

The surveyed childran should have received at lessti 2 doses of
Vitamin A, and a third doss if ithey had reachad 18 months of age.
However , only 8% (25/419) of mothers reported that the index
child had recsived any doses (13 did not know’i. Ones factor which
may contribute to such poor goversge is the practice of
distributing Vitamin A once evary B months, instead of routinely
every month, at an established child health clinic, to all
children wha have just hecome eligible for their next dose
{starting at 6 months of age, at B-moninly intervals until 5 1/2
vears of age). The low coverage also underlines ithe nsed to have
complate registration of nawborns so that the targsi group can be
propecly followaed up.

In 18 (34%) of ihe HBOs, Vitamin A wes in stock. The averags stock
leval was 228 doses (excluding one H50 helding 843 doses).

Another 4 (8%) had noe Vitamin A, and in the remaining 31 (GB%) it
was not clear 1f astock was availabie.

The absence of a mechanism for distributing Vitamin A efficiently
also resiricts performances only 8 Hbs ran a child health clinic,
and ancther 12 participated 1n acltivities at the HBalwadi. These
included distribution of Uitamin A&, growth monitoring and
treatment of minor ailments. Howevar, the Balwadi is formally
enly open to children aged 2 to 4, and slihough it can provide
valuable services for this age group, 1t does not include
children in the critical weaning period.

In 1982, the Project designed and implemanted a community
nutrition project which was implemented in two blocks until Juns
1984, Appendix 13.2 contains a description of this scheme.

As part of the review of esaential squipment nesded at

ithe H5C, lightweight portable scales should ba considered.
The scales should be of the spring balance type that can
be hung up at the location chasen for outreach clinics in
villages in the HSC catchment area. The scales should have
a clock-face dial with a reedle showing weight to ihe
nearest 10@ gm, up to 28 kg. The c¢hild sits in a clath
harness and ihe weight can be read accurately, even if the




child is upset and “Pyina This tvpe of szcales is far sasier
to use ithan the balance-arm desipn, and can be garried and
used at child hsalith Cllﬁi““ at fiwsd locations in the
villages surrounding the HSC. It i1s more versatile than

the infant scale as it can be used for older children.

The growth and development of pre-school cnildren should
he monitored from birth and recordsd on & growth chart
retained by the mother. Doses of Yitamin A and tmmunl-
zations should alse be recorded on dhs chari {(see
recommendations following Gection 5.77.

S.4. Immunization ooverags

A total of B villages were surveved, and in each cluster,

7 index enildren aged ¥ to 23 munbhs ware ldentified, using the
methaodolony developed by WHO for ZFP1 coverage surveys. (Sse
Appendix 2 for a description of the methodology.) The periocd
Pangal 1964 io Fongal 1985 (14 January 1884 to 13 danuary 1588)

o

was used as a probe for identifyving onildren who had passed their

first birthday but had not val reached theip zscond birthdays it
Y

was thought unlikely thai families wouid be ashle to provide exact

birthdatas. The Lmmunization stailuvs of the 428 children surveyed

was ascertained using lhe standard £PI formadl Mod;flad io suit
local conditions; specifically, coverans for messies immunization
was not estimated since ithia vaccine, although included in the
GOI schedule of immunizations, had not yvei bsen introduced in the
field., With resoect to coveraos for BUG, DPFT and OPY, the resulils
of this survey are comparshlie Lo ofther surveys conducted uvsing
the WHO methodology. In addition, the iadsx oh

ild's mother was
asked if she had received fetanus toxoid when she was pregnant.

During fielduwork, the evaluation taasm visited a5 total of 3,706
households in order ta find 420 index childran. The avarags
rumber of households per clustes was B, with & rangs of

20 to 1863,

In ithe sample of 426 mothers, B2¥% had received at least one daose
of TTy 49% had received two or wore deoses {sse Section 1.3).

A child who had received ones dose of BCG, three doses of OPT and
three doses of OPY was classified as fuilly immunized., A child
that had rzaceived al leasi one dose of any vaccive but not all
sever was clagsifiaed as parfially impnunizaed. Appendix 15,

Table 15.5 gives detarls of immuntzation coversge by antlgen and
dose.

i
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Of the 289 partiaily immunized children, 94 had thres doses of
DPT and OPY, lacking only one dose of BCG for full immunization,
If BCG had been given, the overal! coverags would have besen 28%,
which is almast five times higher. Integration of BCG with other
immunizations seems, from the small sampie with 806G, to be bstter
in Salem, where 15 out of 17V children with BGG had received all
other immunizations. Iwn South Arcot fwice as many children (32)

had BCGE but only 8 of these had received thrae doses of DPT and
0PV,

A total of 489 BOG doses ware reporiad by the mothers; these
children were checked for scars and 47 wsre found, giving a scar
failure rate of 16%. The scar fatiurs rate in Salem was 24%
(4/17) compared with 13% (4/32) in South Brcet {(sse Table 15.7 in
Appendix 159},

TABLE UITI.13

Place of Delivery by whether Indsy Child had Ever Received
BEG, and Scar Fallure Rats

Peir- Scar
cent Scar faiz
No. of No. of fai= lure
Births with BCE births lures rate
PHCs , govern-
ment hospitals a0 i4 PE% Z 14%
a)
Homa and HSC 263 30 iy & 20%
Private facility g7 5 7 ¢ %
Total 420 49 2% 8 16%

al Babies born at home or at the HS5C received BG6G at seome later
date. The 5§ births at HSCs have basn included with homes
deliveries since it is not anticipated that BCG could be

stocked at HSC level. None of thess 5 children had
subsaquentily received BLG,

Almost two-thirds of BCG doses were administered during outreach
Or Campalgns in the villages. Analysis of BC6G doses according to
place of delivery gave litile indication that this vaccine is
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routinely given to all eligible children (i.e. newbhorns). Table
UITT.13 shows that if it had been possible to give BCG to all of
the 9@ babies born in PHCs and government hospitals then and
thaere, the coverage for BCG would have been 30% (125/42@) instead
of the actual level of 12% (49/428). The data also indicate that
this strategy would have resulted in a lower scar failure rate.

Out of the 313 mothers reporting that the index child had
received one or more immunizations, only 23 said they had a card
which showed immunizations. This made it impossible to cross-
check the information on doses. However, in many cases the
mothers knew the schedule of immunization (e.g. third, fourth,
fifth month;y or third, fifth, seventh month) and could recall
their children's age in months when each dose had been given.

Mothars explanations of why the index child had incomplete or no
immunization, fell into two main categories: lack of services,
and lack of information (see Table VIII.14). For 289 children
with some doses, the most frequent reasons given were related to
lack of services; for 107 children with no immunization, parents
beinn unaware of the need was the explanation given most
frequently. (For details see Appendix 15, Table 15.8.) The most
frequently mentioned reason for incomplete immunization (89/339K)
was that BCG was not offered; the child had been given thres
doses of DPT and 0PV and the mother was not aware that anything
else was needed, or was not in the village when the BCG team
visited., (The remaining 5 of the 94 cases who had received DPT3
and 0OPU3 gave other reasons for not getting BCG. )

The quantity of BCG distributed from Guindy to the two districts
in 1985-B6 was 120,300 doses in Scuth Arcot and 98,000 doses in
Salem. This is sufficient fo immunize 795% and 108% of all
newborns in the districts respactively.

The HW(F) was most fregquently reported as the source of informa-
tion about immunization {(38%) and other health staff informed a
further 26% of mothers. Posters, newspapers and radio together
were only cited by 3% of mothers as the source of immunization
information, indicating the overwhelming importance of direct
personal communication. However, this aspect of health education
appears to have been carried put inadequately, since one—fourth
of the mothers who gave reasons for incomplete immunization said
that they did nol know that immunization was needed, how many
doses were needed, when the child could be immunized or where to
go for this service.
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TABLE VITY. 14

Reasons Why the Index Child Was Not (Fully) Immunized
{Number = 3856}

of services: 42%
Immunization was not offeraed - outreach team

never visited or did not return for

second/third dose

Vacocine not available

BCG not offered

Firaet/secand dose had heen administerad within

the previous month, i.e. net previously available

of information: 23%
Unaware of the need for any tmmunization

Unaware of the need for second or third dose
Incorreat information ahout eligible age

Time or place of immunization unknown

Inconvenient or inaccessible servicas: 10%

Time or place of immunizalion session wWas
inconvenient (mother was away from the village
working when the outraeach feam visited)
Campaign team had left by the time molher
reached the nplace

Illness of childs 8%

Child sick so not taken to session
Health staff refused to immunize child

Insufficient motivation, negative atiitudes: 7%

Fear

Paostponed until another time
No trust in government services
Do not bhelieve in immunization

aof immunization or iits side affects: B%

Other: 3%

a)l

Financlial consiraints
Does not know whyi no informatian

Total does not equal 100% due to rounding.
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Coverage analyzed by soccio-sconomic status shows that children

from better off families are more liksly to have received ihree
doses of DPT/0PY and BCG. Children from poor families are more

likely te have received no immunizations at all (see

Table VIIT.i1R).

TABLE VIII.1H

Immunization Coverane by Socio-Economic Status

a)
High Medium  Low Total
(n=h2) {n=170) (n=188) (n=420)
Child had BCG, DPT 3 and OPV 3 124 4% B 6%
Child had nect received any
immunization i34 22% 3% 25%
al Total is faor the entire sample, but there were 2 cases where

socic—economic stalus was net recorded.

The surveyed mothers were asked where they had taken the child to
get each dose of vaccine. Over the whole project area, almost
equal numbers of doses were obtained from the HW(F) on cuireach
frram the HSC, during campaigns (UIP and special sfforis organised
locally), from government facilities and from private providers
{see Tahle VIIL.I16). The place of vaccination varied betueen the
tuwo districts, with more campaign activity in Salem (37% of 837
doses) and more outreach work in Souih Arcet (30% of B47 doses).
During fieldwork it was noted that "ocutreach® does not necessa-
rily mean outreach clinics, bul rather the HWF) moving around
the village, and setting up her equipment several times at
different spots where groups of eligible children are collected.
The difference between this method of working and local
"campatgns” was difficult fo esiabhlish from the mothers'
information, but was determined by asking if the service was
offered regularly (e.g. every | or 2 months); if so it was
counted as outreach,
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TABL

i1

METE.I8

Place of Vaccination for the Proiect frea, by District
(1,273 doses?

bovarnment

Number Outreach h) Healtih
of doses woii Campaign Facility Private
ER
Salem B37 1B% 2% 21% 25%
a)l
South Arcot 647z 304 19% 28% 2B8%
al
Total P,273 23% 2H% 25% 25%
ajl In B cases (3 in Salem and 3 in South Arcot) the respondent
did neot know precissly where the doses had been given.
b ITncludes 13 doses given during & privately arpanised

campaign in South Arcot.

Dut of 1,279 doses recorded during the survey, 290 were obtained
from private practitioners, and 45 frem services organised by
voluntary agencies (36 through regular outrsach and 13 by
campaign). Private sources provided all three doses of both DPT
and OPY for 38% of the 142 childran with DPT3 and GPU3,

All of ihe children surveyed were over one yesar old, but in
several cases (22/3968) the reaason given for not completling
immunization was that the campaign only started recentiy and the
child was not due {o havae its next dose until the campaign team’'s
next visit. This led to an analysis of the number of doses that
were given to children over ! yesr of age, by source of service.
Data on age when dose was received were availabls far 211 of the
313 children who had received at least one dose of {(any) vacciney
of these 211, 182 {(48%) were given one or more immunizations
after their first birthday. This practice was mest frequently
found for doses administered during campaigns:

Almost half (45%) of 228 doses given to children over 1
werea administered during campaigns.
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Almost ona-third (31%) of 332 doses administered during
campalans were given to children over 1. {The
denominatar (332) includes cases where age when immunized
was not known.)

Although campaign aciivity was responsible faor one-fourth of the
doses recorded, & substantial amount of this effort was not
directed at the target group {under—is).

5.5, Impunization Serviges

In November 1985, the Universal Immunization Programme (UIP) was
launched by 601 with assistance from UNICEF in Salem district.
The UIP feollows & strategy of using tsams of nealih staff
supplied with eguipment and vacoineg from ithe PHC. The second and
third rounds of ithe UIP campaign were in progress during the
evaluation fialdwork, affording the opportunity to ohsecve
campaign activity. In Scuth Arcot, immunizetion coniinues to be
offered largely on an outireach basis, with health workers '
receiving their supply of vaccines from healih supervisors.

E.B.1 Availability of Immunization

The household survey data indicate that about half of the
immunization services are provided in the village, either during
regular outreach work (23%) or through periodic campaigns (26B%).

The survey of B0 HS5Cs showed that of the 53 HS5Cs with staff
present ,

29 HWs(F) offered immunizaiions at least once a monthg
11 did so 4-5 1imes a month

3 did so every 2-3 weshs
15 did 80 once a month

13 HWs{(F) offered services irregularly or occasionally

4 of these (MAs} were dependent upen the HA's presence
Because they did not administer immunizeticns

11 HWs(F) were currently offering immunizations through

the UIF campaigny information on their pra-campaign
schedule of services was not collaected.
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Thn other words, almast one—ihird of the 42 HWs{F) giving
infarmation about non-UIP services asaid thal they did not provide
a regular, fregueni immunizaiiaon ssrvice, Including the UIP
campaign activity, two—thirds of the surveyed HWs had actually
run an immunization session within the last monih.

Data on the number of childran allending the last sessian were
available for 50 HiWs {see Table UIIT.i17}. The average number of
children seen (38 per sgssion) was suificient for full coverags,
which would reguire that the HW saw about 36 children every month
{in a catchmant area of 5,800 and OBR of 28/1 200 she should be
seeing about %2 infants for first dose, '2 for second dose and 12
for third dess). Howsver, there usa gat range in the level of
activily per aﬁaaiana two-fifths of ihe HSCs only saw about half
the number of children they oupht to be sesing. In 12 HS0s the
most receni immunization service was offered wore than 2 monihns
age and the average size of ssssion was considerably amaller than
those held more recentiy. The campaion sessions, which had all
bean held within the ltast munth, saw on average only 3 more
children than the renular segssicns.

]

5.5.2 Coverange Estimated {rom HIC Hegoros

i‘)

These detas show that the fWsi{Fi ubhe mravide a regular and freguent
service are functioning at & leval mere than adequate to achieve
180% coverage. Date on age of children impunized, collecied from
the HWs ' records, show that 11 ihe month befors ,ha gvaluation,
one-third of the HWs (18/52) had not immunized any children under
5 months, nor had thev given the third dose to any children under
1 year. These data help esplein the discrepancy between the high
level of activity snd the low level of goversge found during the
household survey; accaording to ithe HWs own recards, thay are
failing to direci itheilr immunization activities at ithe targed
group {under—ts

It is noteworthy ithat for 15 out of B2 HWs(F), it was lmpossible
to discover, from their recocids, how many children under 1 had
recaived DRTE and OPUS3., 0OF the 37 Hlls able to proevide this
information, 28 saw nons of their maonthly target cf 12 eligibles
{see Table VIII.2?). The level of activity achieved by 9 aciive
HWs (15 DPT3 doses {o undar—1s) was more thar adeguate to achisve
full coverage of tne sligible sge-group in their catchment areasq
howaver, when the averapes lavel of zctivity for these 37 H5Cs is
calcutlated, it works cul at 4 under-ts receiving DPT3 per manth.
Thig figure implies a coverage rate of 33% for HSCs with staff
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and data. Adjusting for the sampled HS5Cs without sctive staff
(7/B0) gives an average of 3 under—ls receiving DPT3 per month,
i.e. coverage of 25%. The household data on percent of children

with DPT3 and OFVE fell within this range.

TABLE WIII. 17

Number of Children Attending the test Immunization Segsion
al
{lata from 52 His)
Last session was within the previcus month: 25 {(BTH)
more than a month ago 17 (33%)
hi
fiverage number of children seen {(n=50) 38 per session
during campaion session {(n=10}: 41
during regular session {(n=40): 38

Average number of children seeny last session was:

within the lest 2 months (n=381 42

mare than 2 months age {(n=12)
NMumber of children seen was within the range:

B-10
| =28
21-40
41-E0
B1-80
81+

o

5
!
9
7
3

per sessiaon

(16%)
(24%)
(22%)
(18%)
(14%)
( B%)

a) Evcludss 1t HW who could net provide this informatian.
b Excludes 2 HWs who could not supply this information.

9.9.3 Imnunization Equipment

tnventories of equipment showed thai none of the 53 HECs had
sufficient needles and syringss for the HW to give sterile
injections of DPT al an immunization session with 20 children

VITT.43
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(see Chapter U, Section 4.103. Five Hdsi(F) aaid thal this

equipment was hrought from the PHC for campaign sessions. Naone of

the HWs nad enocugh needles and syringes te boil them in batches

of 20 7 out of 53 Hds had 20 or mere csshle nsedles, but none of
L t

these had more ithan 2 wsable syringss. AL half of the HSOs

surveyed, there was owly ane sy another 11 nad na
syringe at all. Nine of these 11 e were not iﬂVOiVﬁd in the
campaign; it is possible ihat the HA(F! brought syringes with
her, bul she receives no formal indent of sauipment. Unly these
FHCs which were involved in ithe camoasign wears supplying drums of
auvtcoolaved syringses and need

s

8.

B.59.4 Dperational Precegures

The phvsical consirainis upon correct steriltizavion procadures
are reflected in the HWs  knowiedge and practices regarding
administration of vagecine and sterilization of eguipmant {(ssa
Appendis 7, Tahle 7.3)., Only 25% of the 83 Hés interviewed said
they would use a fresh syringe for sach ohild, and half (53%)
would use a fresh needlie. Only 40% would boil for at least 20
minutes (sea Chapter V for dalta on hhﬂ‘tﬁﬂﬁﬁ pf fuel and stoves).

Appendix 15,12 includss two examples of hum syringes and nezdles
are actually "sterilized"y both uaere PﬁiJF
study of H50s carried aut ror the

the detailed
gvaiuat Fow
inadequate sterilization grocedures zre ablisned
1ink beiween unsterile syrinnss/needliss and hepatitis 2, and the
recent attention oiven fo ALDY in India, the insgc y of
sterilizalion is serioua.

Certain practices which are not constrainsed by sguipment
stortages were found io be widesprsac
short cold life of the vaccine flaszk
vaccine will be compromised by keeping
than one day. Sy ithe same toker ad PYU should be discarded
and not returned to the PHC. Qy rast, mere than 884 of the
HuWs(F ) correcgtly describad the site of i sction and volume of
dose and how to handle vaccine during the session. The fact that
correct aractices were followed by some HMWs sugouestis a degree of

i

i

for sxample, given the
it uae, the potency of the
itoat the HS5O for more

o
&

i
ambiguity in both eosrating procedures and insirwuctions from
sara and PHC staff
revealed an uneven awaraness of sound praciicss regarding
maintenance of cold chain.

superior levels. Intervisws wilh health supervi



Immunization cards {single funciion records! had been prepared
for use during the qpaion. However , they wers svidanily net in

i3 IV
use, since only B% of survayed motﬂ@r& said they bhad a card.

o

The way in which immunization sarv

1}

substantial amount of itravel time

g5 are organised absorbs a
s1th supsrviser who

brings the vaccine from Lhe PHO, or for WEF Y LF sne collects
1t. Transpori was mentionsd as & problem mna-third of HAs, who
L

had heen present at almost thrse-fourihs of the most recaent

impmunization sessions reporiad b e HWs{F ), Carrving vaccine and
having noewhere io siore
problem by one-tencth of

mentioned as a

The current practice of adm
is Giﬂa“iy not working, =3
wowld have inorsased Five-Toid 0§ 4
with OFT and GRFY. luring an
practice for tha BOE vaccinator io s pre

‘@dzc team visits
fhiat covarape

on wera of fared
8 ot standard

st the seasion.

5.5.5 bBummary._ of Immunization Services

Half of tha HWs interviewsd {24/
seeing enough children asvery
catchment area. However
in the priority age group.
is not routine practice

they weare in fact
wnizs their
impunizad were not
woorns as eligibles
snuraerale the

,oant later
targel group appesr to bse lims consuming end seriously incomplete
(seg Chapter VI, Section 2. Alihouph most H ﬂ{F} are wall-
trained in the udm nistration of vaocine intenance of ooeld
chain and sterilization of neediss and s iages are inadeguats,
Finally the orgsnisaiion of services . by which BOG is
administered through a ssparaie i grogramms , has hesan
showrn to limit coversage cansidershly.

5.6. Project Aciivity Related te Inmmunization

The PO began to deveiop & =i

the aummer of 1983, when a framswork
comment. Following a workshop in Nove
of operation was prepared far 5
1984 and submitiad to the Direst
Preventive Medicine for comment
comments were received and form
memhers of the PO were inviied

stion activities in
DANIDA {for

5 detailed plan
tha spring of

. Fealth and

tater, detailed

ANIDA. In August 1HBH,
aragars a list of EPI

Lf'




sguipmenis this list was base: on of the
synopsis of the EFIl plan el the Madhya
Fradeshi Area Projeci. There is no swpporiing documentation which
descrinpes the operational o of which it of eguipment is
a parti.
Discussions with the PO and DANIDA made it olaar that ihe
operational strategy had not in detaii, though the
list of sguipment had alrs % by SPCOD, anag that
the PO had not started to o ile i enuipment needs
implied by the twe modes of cperation currenily itaking place
within the project arsa {(UIPF 1n Saism and wiar outreach in §.
Arcot ). Howaver, sinocs the avaluation
cparation has been aparaed by ih for
comment. 1For furiﬂ&r FisSCUBE 10N
concomitant squipment nesds, sas
5.7, Hecommendations recarding Child Healih Seervicas
This report has given more attsntion to EFL soma other
equally imcortant components of matsroal and ara, partly
bhecause it 15 technically more straightforward to assass, and
hence permits @ relatively urambil i of the current
status of coverage, activiity and y o of es. Tha
following recommendations are des:ipnes Yo iwmprove child health
services in general.
A intenratad child healih componsnt shouwld be establizhed
within the MCH programms. During antenatal and postpatal
contacts, mothers should bz irformsd about healilh services
faor the baby, including whan and whera child healih
services are offered,
Therafors, child heaith services should be offared on a
regular basis at the HSC in ithe main Viiitg ang at a
firned location, arranged by tha UHE or with sther village
leaders , with suppori from block i&valz in villanes served
by the HSC.
Once the community has been made awars of the benefits of
preventive sarvices, 1is ald should e sought in
ancouragling mothers to attend clinics, to bhring their
children, and 1o use tha ssrvices available., The HWU(F)
VITT. 468
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will need support from staff at hlock level in promoting
preventive services and trving to incrsase community
awarensss and participation,

Child health serviges should include monitoring of growth
and development from birth. Constderation should be given
to adopting the new WHO schedule of immunization beginning
at B weskss meanwhile, immunizatiocn should start at

4 monthns, and management of common ailmenis {especially
for diarrhoea, sye infections, scabies and raspiratory
infections i should he included. In this way, desired
curative care is linked to preventive services which the
community may noet initially perceive as imperiant.

A record of the child's date of birth, growth, immuni-
zations and Yitamin A should be kept by the parents on

a growth chart, given to them during an antenatal visit.
The growth chart should cover the child up to age 5, and
a plastic envelopes should he provided,

The parents should not be given a separate immunization
card; instead, the growth chart should incliude space
for recording dates of immunization, by dose: for
exrample:

BCG
GFT
oRY
Measlas

As an innovative scheme, a combined antenatal card and
growth ¢hart could he introduced on which the mother's
antenatal care, information asbout the deslivery, hirth
weight and subsequent growth and developmant of the
child {including preventive services) are recorded.

In order to provide what is promised, the HW must be
adequately trained, properly equipped, and regularly
supplied with sufficient quantities of drugs, vaccine
and growth charts.

Specific strategies must bhe developed to enshle health
workers to register ail newhorns fer child care services

UITT.47
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and to foilow up that services are obiained on schedul
The child register should he usad as
bhasic record.

the health wor keﬁ‘s

The Project should pursue the deavelopmsnt of immunization
activities as an intasgratsec component of matsrnal and
5 4

child health ssrvices. The first step - the preparation

of a detailed oparational plan - =must be {ollowed by a
cheoice of sitrataegiss. After thal, oreocursment of sguipment,
training and orgpanisation of sctivizies at all levels can
proceed in accordance uwith ihs siratlegiles adopted.

dations oy asirstagi
~ 4 g

{(For recommeaen
Chagpter Y, Ssctlion .9
The sirategie
and trainina for implementation must o
staff to maintain cold chain, t2 handie vaooling

and ta adminla%ar immUﬂlgmtIGHE with mtarile souipment.

4]

M T —
chosen Tor crganising

0

Sterilization of eoguismenrnt nesgs to bhe improved as a patier
of urgency. {his could be achisved by 8% lizing needles
and syringes aiv the PHE and dispaiching them tc the HSC in
sterilizing dirums. It could elsc he achisved by fraining
staff (see helow) and equipping ithes adeqguately. Considep-~
ation could also bhs given 1o using z tvrial basis, tha
new slingle dose svrinpes (yrecgent! giopad ang fi ald"
tested through WHO? which are =i b i oa stean
sterilizer specially destgnad E ;, neadlias
and forcepsy this eguinment {1 : in cost to plass
syringas, and hes ineg advantane cf enauling healith staff o
follow the sams prolocol of ons

: _ agng needls for
each injectiaon, for all antigens {i.8. BOS needlzs would no
longer need to be flamsd and sharpaned?.

Services should be offarad oen 2 rapular baaia, 86 should
he included in the scheduls of serviges ﬂrc iged, after
health staff have been itrained to admini tar it, and
offered from bicth, especially fniiomang institutional
deliveries.

Until HWs{F} are trainsd how to administar BO6G th& 406

2
vaccinator should routinsly ccoordingie his viaiis with
those of cithar health ataff offering immunizations




The Manual for Health Workers, produced by UNICEF and
printed in Tamil for the UIP campaign, should be distri-
buted to all health waorkers, supervisors and MOs in the
project area, for reference and for use during in-service
training.

This training should address the areas of inadeguate
knowledne identified by ihe DiTs and through this
evaluation, i1.¢. how to clean, sterilize and reassembls
needies and syringes, and how to maintain cold ¢chain.

&, Basic Curative Ssrvices

B.1. Praviders of Basic Curative Services

The G0 Ministry of Healih & Model Flan for area projects is
built on the assumption thal multipurpose workers and village
level funclionaries will be in position. Guidelines and job
responsibilities for thoseg perscnnel statse that the community
health volunteer (CHY) and MPW (I and F} are {0 give treatment
for minor ailments (Yor the CGHY, 13 items are listed including
fever, diarrhoea, vomiting, sore eyes, boila and abscessas, and
scabies). Thaey should give first aid, and refer any cases hayand
their competence. The CHY and MPWIM) should alsc make thick and
thin blood smears of all fever cases and treat presumptively for
malaria; all positive cases are suppessd to bes referraed to the
HAM) for radical itreatment.

6.2, Curative Services Programms

In the Model Flan, the basic structure of curative services is
tnat minor ailments should ba treated locally and casss that are
beyond the competence of functionaries at that level should be
referred on to the next appropriate facility: from GHU ta HSC,
FHG or District Hospital. The GHY is tc be provided with a range
of drugs for basic curative care at viilage level, and the

MPW (M and F? should have essential ecurative drugs ait the HS(,
In addition, there are various vertical! proarammas which supply
health workers independently of the MCH programme, e.g. malaria
control, tubercuicsrs control, leprosy contral, atc. (see

Tabhle U.3 in Chapter U),

VIT1.48
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In Tamil Nadu this siructure lacks two azssential componsents: the
Community Health Volunisar and the male Mullipurpose Worker, both
of whom have extensive responsihility for providing curative
sarvices in the area project model. The State decided in 1878 not
to implement the community health voluniwsers scheme, but to
address the need for curative services at villags level with
mobile healih teams (MHTs) which wers introduced in 1977-78. The
Project Document states that in Tamil Nadu

"Mobile Medical Teams .... have hean introduced in lieu of
the Commurnity Hasith Yoluntesrs Scheme adoptsd in many

3

ather states.’

The MHT operates from the PHD and includes a siaff of one
additional MO avnd two pharmacistsy this team uses an additional
vehicle plus a monthly fusl allocation of {80 litrses, and drugs
worth Rs,. 26,000 per year. Currently 249 out of 384 PHOs
statewide have MHTs atiached to them. Ezch PHY hes a target of
4,808 patients per month.

The absence of the MPWI{M} is due to a sitay order from the Madras
High Court following i

la ion brought by the Asspeiation of
Workers who wantea H0TH

a i
to rasolve discrepanclies in pay scales
ard seniority status beitweesn the sxisting unipurpose health

3

o

worker programmes and the proposad muliipuyrvoss scheme. Until
this dispute is settled by ihe State and the stay order is
vacated, all existiing male workers {(hasiec level and supervisory
stafi) are legally entitled to continue working &8s unipurpose
workera and they ars nol providing any curabtive ssrvices bevond
those sanctioned by their particulsar veritical programmes,

b.3., Utilizatign of Basic Curative Services

The household survey colleclted information on thres aspects of
curative services: where the family wenit for itreatment if someone
were sick, what treatment (1if any) was wused whern the index child
had diarrhesa, and what treasiment had bsen obtiained if there had
been a case of malaria.

6.3.1 Preferred Scurce of Treaiment

Table VII1.18 shows whsre families usually weni for irsatment or
where they went ithe last time Lhay weres zick. Qut of 428
households, 384 (87%) reportad that wowmen, men and children

VIIT.5@
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TABLE VIII. 18

Utilization of Health Services by Households
(r=420)

Same Fatiern

for Whole Family Different Pattern
{(n=364) (=56}
al
First Second
Choice Choics Women Men Children
Private allopathic
practitioners 53% 16% 29% 45% 41%
Government hospital 19% 13% 16% 6% 18%
FHC 1 6% 2% 11% 2% 5%
HSG B ¥ 1% 4% 5%
Home remedies 4% ® 16% 1% 14%
Nowhere 3% = 6% 8% 5%
Ayurved, homeopath 2% * 2% = 2%
Faith healer - -~ - - 2
Other 2% - - 2% =
Not applicable
{never been sick) 1% - ‘ ~ 4% 2%
a) b b b
Total 160% n.a. etz 102% 99%

* lLess than 1%.

al Only 117 families gave a second choice for source of carea.
Percentage is calculated for denominator of 3B4.
b) Sum is not 10@% due to rounding of percentages.
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follaued the same pattern of utilization; their first and second
choice for source of care are shown. The remaining 56 households
reported a varying pattern for women, men and childreny for these
cases, the first source of treatment is shown in Table VIII.!18.
For both groups, a private clinic or docior was unequivocally the
first choice of treatment, followed by government facilities,
which were used by about one-third of households surveyed. Of ths
government faciliiies, hospitals were used in praference to PHCs,
which in turn wera reportedly wsed more freguently {han HSCs, in
spite of travel to the larger facilities taking longer and being
Mmore expensive.

One-third of the families with ihe sama paitern of care mentioned
a second choicei privaie providers were ths most frequently
mentioned second choice fallowed by government hospitals. The
ranking of second choice, in order of nreferences, was the same as
that for first choice.

For the 96 families with different utilization by age and sex,
this pattern was generally the same except that women reported
far less freguently that they would go to a grivate doctor or
clinic, and they were as likely to use the HS0 as the PHC. These
two findings suggest less willingness to spand time and money on
more distant sources of care when women are sick. This group of
families also reported more fraquently that they would use home
remedies, and that the wemen and men would do nothing at all if
thay were sick.

There was more likely to be a difference in uiilization of
services by age and sex in families of higher socio-economic
status; 21% of the high status group reported diffarent patterns
of utilizaticen for women, men and children, compared with 15% of
the medium status group and 18% of the low status group. These
families are left out of Table VIIT.19 which shows utilization of
health services (first choice) for families with ths same pattern
of care for all household members, by socio-economic status. As
expected, higher siatus families more freguently report going to
the private doctor or clinic firsty even sc, almost half (45%) of
the lowest status group reported usino private allopathic
providers as their first choice. Conversely, with decreasing
socio—econcmic status, families are mare likely {to use government
servicesy this variation is most noticeable with regard to
governmeni hospitals which were reportedly used by 7%, 17% and
23% of the high, medium and low groups respectively.
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TABLE VIIT. 18

Utilization of Healih Services by Households with Same
Pattern for Whole Family . sccerding te Socip—Economic Gtatus

al
High Medium Low Total
(n=41) (n=14%1 (n=176) (n=364)

Private allopathic

practitionears B8Y 58% A5% B3%
Government

providers 24% A2% 40% A5%
Indigenous healers 2% 4% 1% 2%
Home remedies 5% 1% 6% 4%
Other - 2% 3% 2%
Nowhere = 3% 3% 3%

Not applicable

{never heen sick}) - = 1% P %
b b
Total 99% IRULEA Q4% 160%
ay To{gf is for all 364 families with ine same pattern of

services for women, men and children, but there were
-

2 cases where socio-economic status was not recorded.
b Bum is not 100% due to rounding of percentages.

Utilization of ayurveds, homeopaths, faith healers and other non-
allopathic providers was lower than use of home remedies or doing
nothing at all. For these scurces of treatmeni there were no
discernable differsnces according to socio-economic status.

None of the households surveyed mentioned the mobile health

team (MHT) as the family s source of treatment. This may be
e<plained partily by the fact that tne MHT cannot visit every
village freguently encugh for people to 1dentify the MHT as an
alternative source of carse. Another possible explanation is that

WELT .53
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since the MHT typically holds its clinic at the H3C, the 8% of
families who use the HEC for curativa care may also receive
services from the MHT there.

Houssholds where family membaers did not go to government insti-
tutions were asked the reason for not using these serviges.

TABLE VITI.ZQ

Reascns _for not Using Sovernment Healtih Services, by
Socio-Foonomic Status

1 or 2 reasons given by 271 heuseholds, where government services
were mentioned as sither second choice or not at all.

a)
Himh Medium L ow Total

10n
{n=38) {ri=170) (n=110) {n=271)

Government nealth worker

is unsatisfactory 44% 43% 0% 459
Long waiting time 21% 19% 6% 18%

Govarnment medicine does
not work 2% 18% 15% 17%

Government facility is too far

away, travel costs toa much 3% 14% V2% 124
Medicineg costs money % 3% H% 4%
No medicine is available 3% 5% 4% 4%
Always shuti inconvenient hours 5% A% & 2%
Other 23% 18% 23% Z1%
;:w_ Total includes 2 families whose socio~-economic status

was not recorded,.

TABLE VIII.2@ shows their reasons for geoing to the gevernment facility
ag their second choice or for not going there at all, according
lo soclo-economic status. The majority of all three groups did

VIil.h4



not use gevernment services hecause they found the government
health workers unsatisfactory: complaints included poor care,
arrogance and rudeness. this reason was given mosit frequently by
the lowest socio-economic group, who also use goevernment ssrvices
more than the higher status groups. Long waiting time before
freceiving treatment, and a belief tnat government medicine does
not wark uere sach cited by almost one-fifth of families, and
more aften by higher status groups, who also said more freguently
that the clinie hours were inconvenient. The lower status groups
cited the cost of travel as a caonstraint to using goavernmeni
services. There was no difference between the socio-econemic
groups in the frequency of reporting non—availability of medicine
or the cost of medicine at government facilities: overall, only
4% mentioned baing charged for medicines as a reason for not
using gavernment servicas. Among those piving other rsasons
(n=h7}), about one-third said that they wers used to, preferred or
felt safer with private providers, and anothsr thirg had not
tried government services. In summary, the reasons given for not

the siaff.

£.3.2 Treatment for Diarrhoea

To assess knowledge and practices aboutl a common iliness and
health education for iis management, each mothsr was asked what
action she took when her cnild had diarrhosas the results are
shown in Table YIIT.Z21. It was esncouraging to find that almost
four—fifths of the moiners said that they would continue breast-
feeding; very few mothers (3%) said they would stop feeding. Two-
fifths would take the child to the clinic immediately, and
slightly fewer would wait 2-3 davs baefors laking it for
treatment, One-third of the mothers would treat the child with
home remedies, and one-fourth would take it to an ayurved,
fromeopath or faith healer. The mather would usually combine two
or more actions, for ewample visit the clinic as well as home
remedies and/or non-allopathic care (28%), whila continuing to
breastfeed. Oral rehydration treatment was mentioned by only BY%
of mothers and was usually combined with other treatments. Only
one molher described both checking for dehydration and using ORS.
f few mothers (3%) said thay would do nothing apecial, and 5%
said their child had never had diarrhosa and they did not know
what they would do.
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TABLE VIII.ZI

Mother 's Response when Child has Oiarchoea

{r=420)
E

Number Percent
Does not stop breastfeeding 329 TH%
Goes to the clinic immediately 180 43%
Goes to the clinic after 2-3 days 161 38%
Home remedies 135 32%
Ayurvad, homecpath or faith healer 9% 235%
Prepares ORS zh 6%
Stops hreastfeeding 14 3%
Does nothing special [ 3%

Does noi knowi no experiencs
of diarrhosa 20 5%

a) All reported actions were recorded, so psrcentages add up
to more than 109%.

The high level of positive action suggests that diarrhoea is
recognized as a problem; the wide variety in the itypes and
combinations of treatments and the infrequent use of ORS suggests
that the HW(F) has had little impact on the community in teaching
mothers how to test far denvydration and in advocating ORT,. The data
also ashow that if the HWF) carries out this aspect of her work,
ahe is able to influence mothers krowledae and reported

practices; of the 25 mothers who mentioned ORS, half came from 3

villapes where the HWs had been so effective that 4 out of tha 7
mothers surveyed said they would use ORS.

For promoting child health, the widespread continuaiien of breast
feading provides a positive indigencous praciice on which to build
awareness of ORT. However, the data suggest that promotion of ORT
is limited, apart from the three villages cited above. The
impression pained was that most HWs(F) are not adeguataly
prepared for promoting the use of ORT effectively.
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In Table VYITI.I18, for the 56 families where utilization of health
services was different for adulis end childran, visits to ths
ayurved, the homeopalth and the faith nealer for childrens’
illnesses adds up to 9%; for diarrhosa in young children (Table
UIT1.21), visits to these indigencus healers is 23%. This
difference can be attributed to the fact that diarrhoea in young
children is not eguated to the diarrhoea of later vesars. Il is
believed to be the result aof "dosham", which can be translatad as
"evil eye". fccordinply, treatment uses such methods as ward off
the "evil aye". "Dosham" is nol generally believed o be amen-
able to allepathic treatmant.

This is an important point to kesp in mind when dasigning

material for communication wilh mothers regarding the causes and
treatment of diarrhoea.

£.3.3 Treatment for Malaria

The protocol for fever cases is teo itake a blood slide and

treat presumpitively with 680 mg chiorgauine. Active surveillance
is done by the malaria worker and passive surveillance by the
HUWCF ¥,

To assess contact with {hs health sarvice and follow-up for a
specific healih problem, moithers were asked if anyone in the
household had had malaria or suspected malarig during the lasi
vear. Df the 420 households surveyed, 1h¥% said there had heen
such & case during the past yeary in 786% of cases (4G/65) a blocd
slide had been taken. 0f the 46 familiss reporiing & blood test,
fwo-thirds (31) did not know the result of the test, and 22% af
the households from which a slide was tested {((16/46) said that
the test was positive. Feusr than half of those who reported a
blood test were also given medicine (287481,

H.4. Provision of Basic Curaiive Services

Among families who use ihe governmeni health programme, the
hospital is mosi freguently reported as ithe preferred source of
care, followed by tne PHC. The HEC is gecaraphically the most
actesaible fagility; ihe average distance from the surveyed
village to the HSC was 1.5 kwm, compared with 12.5 km from village
to PHO. However, as a source of care ithe H5C ranks a poor third,
harely ahaad of home remedies or deing nething {see Table
YITI.18). The Mobile Health Team, which was iniroduced by GO0TN in
lieu of the Community Health Volunteers Schems, was not reported
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as a source of curative services and does not appesr to be
filling this aspect of the CHY s reole. In one siate which did
adeopt the scheme, these village level functionaries ranked second
hehind private clinics/doctors as the villagers  source of
treatment, providing care for 25% of househclds surveyed (see
Evaluation of the Healthk Care and Family Welfare Frojeact . Madhva
Fradesh August 1586,

6.4.1 The HUW{F)

The HW(F) was repcorted ta be the principal scurce of freatment by
only B% of households. This low level of utilization 1s reflected
in the HW(F) s records which show that although the average
number of curative patients during the previous month was 498
cases, this was due ito the fact that 5§ HUWs{F} reported sseing
more than 200 casess; the most freguently reported numbher of
curative patients was between 2-3 per day (ses TJable VIII1.Z22).

TABLE VITI.Z22

Number of Patients Treated Last Month by the HW(F)
{0Data taken from her records)

Number of By B c)
patients MPWsa .& AMMs MAs Toial Percent
last month =24 n=%3 n=37
1~ 28 i i 2 5%
21— 40 5 = 5 t4%
41— B0 3 & 8 247%
E1- 8@ 4 = 4 1%
B81-108 4 i 5 14%
101-126 3 i 4 11%
121-1809 j 2 3 8%
>180 &% 2 5 14%
Total 24 i3 B 108%
al Data not availahle for 1 ANM on leave during previous month

and 11 MPWs/ANMs with incomplete records,
h) Data excluded For 1 MA working at a mini-PHC and 4 MAs with

incemplete records.
c) Percentagses do not add up to 1@00% due to rounding
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When asked about six common aiiments, many HWs had nol {reated
any cases during the last supply period {i.s. since she received
her last resupply of drugs), which varies beiween 1 and 3 months
(see Table VUTII1.23).

TABLE VITT.23

Percentane of HWs{F) Reporting that Zero Cases were Seen
during last Supply Period, for Six Common Ailments

al
n % Reporting

Fever 45 9%
Malaria 45 T5%
Diarrhoea 4 HEYA
Scabies 45 8%
Worms q 0k
fcute respliratory

infections 35 34%

aj Deneminator varies because in soms cases it was not possible

to extract the reguired infermation from HW' s record.

Three—fourths of the HWs surveyed reported no cases of malaria
during the last supply period, but this was partly because they
took no blood smears and so disgnostic tests were nol done.

The HW(F) is trained %o make biocod smears but two-fifths of the
HUs{F ) who reported fever cases (13/33% did not submit any smears
forr analysis at the PHC. {(Five HWs{F}, ail non-DANIDA, mentioned
that they never took blood smsars.) In one-faourth (25%) of

the H5Cs surveyved ithere was no antimalarial drug in slock (see
Chapter V, Table ¥.8); the HW{F) said it was supplied to the
malaria worker (male) but not to her.

A comparison was made between the number of cases treated and the
drugs avallable during the last supply pericod. This analysis 1is
constrained hy the fact that the numher of cases ireated iz not
indapendent of drugs in stock. Bearing this constraint in mind,
ihe analysis showed that drupg availahility and cases treated
matched in B2% of the 50 surveyed HSCs with information; 32% had
adeguate drugs for the six common ailments to be treated, Three-
fourths of the HSECs had drugs in stock for treating at least four
of the six ailments listad in Table VIIT.Z23.
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There was no discernable difference belwsen DANIDA and non-DANIDA
H5Cs 1n this analysia, and alinhoupgh MAs at non-DANIDA HSCs
complained aboui not getiing "DANIDA drugs", on avarage the MAs
reported slightiy mors curative psiaisnig than MPUWs and ANMs (103
per month compared with 9B). The supply interval and the amount
of drugs in sicck arse described in Chapter ¥V, Ssction 4.

H.4.2 Mphile Healih Teams

0f the 45 PHCs surveved during the avaluasiion, 31 {63%) had MHTs,
compared with 65% stelewide., PHOs wit a curativs
units are supposad to bha allocated an matical afficer
and two pharmacisis, to have a vehicle spec! v assioned 1o
them, and an allocation of 10% litres of fusl per month and drugs
worth Rs., 20,808 per year. Most of the surveved PHOs had an
additional (ihierd) MO, but only ane-ientr Py onad vehicles
specially designated for MHY usa. However, 211 ihese 31 PHCs were
receiving the extra fusl and drugs.

GOTN introduced the MHT schems in E‘Pv cf the Community Health
Volunteers Scheme; the MHT 18 supposed to coordineie or liaise
with the Village Healih Councit or Uillage delfare Commities when
it visits rural communities in Lthe PHD s catchment acrsa. However,
only 7 of the 88 villages surveysad (12%) had a VHD or VNG,
Informatien collacted during luat that in some
cases, the MHT only visiled vill

The =size of the MHT s target population {(rural communitias)
varies, as some blocks inclode laroe towns wiih gav&rnmen* health
facilities: such towns are excluded from the MHY & survisu.
However , all MHTs have a targel of 4,808 palisents p&r manth. From
a subsample of 15 MulTs, ithe average number of irips made per
month was 18, with a range from 4 to 74, and on averags, 47
patlents were seen per trip {sse Tahle UTIT .24, Detaiied
information frem 12 MHYTs revealead thai ihe aVGﬁage number of
patientis ireated was 427 psr monih, witn & mae from 77 to 9806,
These findings are consistant with those of

et nat

giudy dong by the
Evaluation and Applied Research Depariment of Medrasg their
“Report on Functioning of Mobile Healih VTeams - & Quick
Evaluation” (QOctcber 1884) ststes that ithe number of patients
treated by MHTs in lheir sample averaged at 539 pelients per
month and that the "Village Welfare Commities, supposed to liaise
between the ailing persons and the MHT was a non—existence."”

i L

el

53]
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TABLE VI11.24

Summary of Informaticon on Mobils Healih Teanms

= Mumber of PHCs in TN with a MHT 743/484 BRY% of PHCs
- Numher of survaved PHCs with a #HT A1/45% BY9% of FPHCs
- Average number of irips per month (n=18} i trips
Range: Minimum 4 irips
Maximum 24 trips
al
- Average number of patisnts per trip {n=12} 47 patients

Harnge: Minimum 11 patients
Maximum §8 patients
al
= Average number of patients per month (n=i23 4277 patients
Range: Minimum 77 patisnts
Maxinum 950 patients
b}
= Average number of kilometers psr smonth (=9} 334 kilometers
Range: Minimum —-{7 wilomelars
Maxtimum B03 kilometers

c)
- Averape percentane of fuael allocatien used (n=9) BO% of fuel
Range: Minimum -3% of Tuel allocated
Maximoum 146%
a) In nine caeses, an sxact count of patients seen was not

availahle; patients seen was calcocuviated for 3 MHTs with data
and the averane was 1@ patients asen per hour. This level of
activity was multinlisd by hours spent by sach team seesing
patients.

h) Estimated by caleulating the milsape logged for PHO
vehicles in ewxcess over the km possible with their normal
fuel allocation.

c) Estimated by calculating the fuel needed from the MHT fuel
alleocation to travel the km calculated in (b1,

From the evaluation team s data i1 Has heen calculated that if a
MHT is to meet its target of 4,800 patients & month, the MO would
have to see patients for 168.6 hours each day for 6 days a weak.
This calculation is based on ths actual patient load of 1B



patients an hour, documented for 3 MHHTs wiih datay lhis rate
includes all time spent at the place whers the clinic is held
{e.g. time waiting for patients, ireating p%fiantﬁ atec. ). Adding
the travelling time reguired to visit snough villages to reach
this number of patients, the HHT would have ic wuii 2% hours per
day, & days. a week, which is clearly impossibla. Rssuming 1hat

the MHT sees an averapne of 15 patients per village visit {(as
indicated by data from the fisld), visits thrse villages a day,
and thereby treats aboui 45 patients a day, working 6 days a wsek
the MHT could at best cover about |, 280 patfaptﬁ 2 month. The
average distance between the PHC and the viilagss in lis catch-
ment area for the villages surveyed during the svaluation is about
20 km, so in the process the MHT would be travelling HB-B0 km

per day and thus spending about 228 litres of peirol or 17@

litres of diesel, which is mere than twice the POL alluratlan.
Considering ithe costs invelved, this becomas }
expensive way of providing hasic curative saervices {o the rural
community.
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It should be noted that through the MHTs, the PHUs get extira
diruns and fuel, both of which are sorely needed.

.5 Proijsct Activities Hegaroing Basig Curative Care

The Project has introduced & number of innovative schemes and
initiatives for improvinog basic cursiive ices (see

finpendix 13}, The epidemic intelligence aystam, by which the
HWi{F ) sent & preprinted postoard to MU lovel whenesver she found
a case aof one of the diseases listed, =naplad bthe UHG and MOs to
take immediate action on the case. Ths scheme has hesn formally
discontinued but the team founo ihat in February 1886, HWs were
still sending in the postcards.

The PO introduced a muliidrug regimsn therapy for laprosay
designad 1o shorien duration of ireatmeni, increasse the rata of

L4

conversion from positive to negative, and raduce the development
of new cases., After ths pilot phasea, uﬁN45ﬁ @:reed io fund
expansion to the whole of fslam District under a2 szparate
project.

A scheme tc improve the referral sysiem batwesn HYSC and PHE was
tried out in THB2-1883; it inciuded the use of referral slips
that the HWI(F) could give to the patient who ithen gave them to
the MO at the PHC. This scheme has been dezemsd to bs replicahle
elseunere.
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Various schemes have been implemented in the itribal hill araeas.
These include the Innadu Heaslth Care Projecit, & facility based
scheme atl one health centre; and the Kolli Hills 5T} {sexually
transmitied diseases) Scheme, visited by the evaluation team and
reported on in Appendix 13.2.

.5 Summary of Basio Curatijve Sarvices

Families were more tikely to go straight to the povernment
hospital or the PHC than to use the HY0 in cass of sickness. In
the ahsence of the male multipurpose worker and community health
volunteer, the full responsibility for the government health
services curative programme at viliage and HSE level falls upon
the HW(F). Reasons for low utilization of the H50 and wide
variations in the lavel of HW(F) curative asctivity include lack
of drugs supplied threough veriical proorammes (notably malaria
control), irregular and inadeguate supply of essential drugs, and

pressure of other work which is given higher priority.

In response to the perceived need for gurative care, the
HW(F} s rale in the community should be strangthensd by
improving her basic curative skills and her knowledge of
proper management of commoen ailimenis,

In particular, her knowledge of when and how to use ithe
drugs issued to her should be strengthened. As part of
this effort, fact sheets on each druc, giving the generic
and brand name, indications, dosage and contra-indications
should be prepared in Tamil and distributed to all HWs(F}.

Drug supply to HSCs should bhe streamlined and should he
on a regular basis, so that the HW(F) knows when to ax—
pect her supplies.

{(For detailed recommendations on thesa aspects of
drug supply, see Chapter U, Section 4.9,)

fAntimalarial drugs should be included in the list of
items supplied, s0o that the HWF ! can provide treatment

expeditiousliy without having to contact the malaria wor-
ker.




283

The HW(F) should be supported in her curative services by
reqular suparvisory visits from the MO. These visits
should he us