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total fertility rate
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Village Health and Nutrition Day
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Village Health and Sanitation Committee 
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women and child development
Introduction to the Training Workshop and Facilitator’s Manual
The National Rural Health Mission (NRHM), launched in 2005, reflects the Government of India’s most explicit commitment to increasing access to and the availability of high-quality health services. NRHM serves as an “architectural correction”
 to the existing health service delivery system. Within the NRHM, the District Health Action Plans (DHAPs) serve as the main instruments to enable such architectural change through enhanced decentralised planning. 
The manual, begun under the USAID | Health Policy Initiative, Task Order 1, was initially developed for select districts in the states of Uttarakhand and Uttar Pradesh. It was finalised by the Health Policy Project in close collaboration with the State Programme Management Units (SPMUs) and officials from the Department of Health and Family Welfare (DOHFW). It provides a systematic review of the steps needed to complete a DHAP. The manual and the accompanying PowerPoint presentations are designed for trainers who work with planners at the district level to improve the use of evidence in planning. 
This manual is intended to be a user-friendly tool to assist various stakeholders involved in district health planning in preparing decentralised DHAPs. The intended target audiences for this manual incudes the following 

· Members of the State and District Health Missions

· State Programme Management and District Programme Management Unit staff

· District- and block-level programme managers of different departments such as Health and Family Welfare; Women and Child Development (WCD), including Integrated Child Development Scheme (ICDS);  Ayurveda, Yoga & Naturopathy, Unani, Siddha (AYUSH); Water and Sanitation; etc.

· Members of Panchayati Raj Institutions (PRIs), nongovernmental organisations (NGOs), civil society, and any others involved in DHAP formulation

This manual would also be useful to public health specialists, academia, faculty from training institutes, and people engaged in programme implementation and monitoring and evaluation. 

It is recommended that this manual be used by the planning team while organising capacity-building workshops for the functionaries involved in the planning process.

Why is there a need to organise a capacity-building workshop for district functionaries?
· DHAPs and State Programme Implementation Plans (PIPs) are the principal instruments used for planning, implementing, and monitoring health programmes at the district and state levels. 
· The NRHM envisages that the health planning process be participatory and decentralised, bringing in inputs from the community, providers, and implementers. Although it applies to NRHM, these acquired skills will also be useful for other kinds of planning in the districts relating to any of the other concerned areas. 

· To make the plans needs-based, the districts should steer a consultative process at the village and block levels towards development of DHAPs. Since achieving NRHM objectives hinges on successful implementation of these plans, developing the capacity of district officials to effectively design, implement, and monitor DHAPs will be a crucial element. 

· This capacity-building workshop aims to help districts develop needs- and evidence-based DHAPs.
Depending on the needs of the district, the SPMU may harness the technical resources in the state, such as from the State Institute of Health and Family Welfare (SIHFW), State Health Resource Centres (SHRCs), Population Research Centre (PRC), development partners, NGOs, etc., and organize the capacity-building training workshop.
Duration of the Training Workshop

This workshop will be conducted as a participatory, hands-on, teaching-learning experience. Ideally, the training should be conducted over the course of five days, but depending on the availability of participants, states may alter the training to occur over three or four days. 
Learning Objectives of the Training Workshop

1. Understand the concepts and basic steps in strategic health action planning 
2. Apply the above concepts to develop needs-based, district-specific health action plans

Workshop Output 

· Draft of District Health Action Plan

Workshop Outcome 

· Personnel with capacity in strategic health action planning

Participants 
District functionaries from participating districts including the following:
· Deputy Chief Medical Officer (Dy. CMO)
· District Programme Manager (DPM)
· District Accounts Manager (DAM)

· District Management Information System (MIS) Officer

· Officer-in-Charge [Family Planning (FP)/Reproductive and Child Health (RCH)/other programmes]
· Block Programme Manager (BPM)

· Select Block Medical Officers-in-Charge

· NGO representative of District NGOs

· Officials from WCD, PRI, and Water and Sanitation

Facilitator’s Manual to be Followed during this Training Workshop

This Facilitator’s Manual on Strategic District Health Action Planning has been developed to help facilitators conduct effective training workshops for district functionaries. 
This manual has 12 sessions. For each session, the following have been specified:

· Objectives of the session
· Duration of the session
· Materials required
· Methodologies to be adopted during the activities
· Steps for conducting each activity, along with important points and technical information to be covered on each issue

The sessions cover technical information on strategic health action planning, including data analysis and situation analysis skills, logical framework analysis, and major issues mentioned in NRHM Guidelines (i.e., Maternal Health, Child Health, Family Planning, National Health Programmes, and Intersectoral Convergence). 

The methodology of each session is a combination of PowerPoint (PPT) presentations, discussions, and group work followed by presentation of group work. 
To make the sessions interesting and ensure that they run smoothly, facilitators may
· Start every session with a warm-up exercise/energiser, etc.;
· Read the topic/issues well, especially in the context of the states/districts participating in the training workshop;
· Update the PPT presentations with state-/district-specific data;
· Quote examples of evidence-based practices from other districts/states; and
· Ensure active participation of all the participants. During group work, each team should have a facilitator/expert to keep the team’s work on track, promote engagement and participation of all members, and produce high quality work. 
Before Organising the Workshop 

1. Before initiating the planning process in the district, the SPMU should conduct a one/two day orientation workshop with the CMOs, Dy. CMOs, and District Programme Management staff and orient them on key issues to be addressed in their respective plans. The SPMU should share the formats developed on the NRHM guidelines (Annexure 1) with the DPMs to compile district- and block-specific data, as well as state specific information for select indicators. The DPM should share the duly completed formats with the SPMU for its review prior to the workshop. 
2. To foster participation at the block level, DPMs should also conduct meetings with Block-level Officers/Medical Officers-in-Charge to identify areas of priority for their blocks and suggestive solutions/strategies to address these priorities. These will be used by the district teams while preparing the DHAP (Annexure 2). 
3. To involve participation at the community level/village level, meetings are to be held through women’s groups, community meetings, PRIs, and so on to identify major health priorities and problems faced by the community by Village Health and Sanitation Committees (VHSCs) and Block Program Management Units (BPMUs). 
4. Trainers should ask the DPMs to prepare an overview presentation on health and population programmes in their districts (Annexure 4). 
5. Trainers should identify resource persons/facilitators to conduct the workshop. Hold meetings with them to confirm each one’s role for the smooth facilitation of the workshop. Also make changes in the PPT presentations, keeping in mind the context of the state and participating districts (suggestive list of resource persons: SPMU, SIHFW, PRC, SPM/Community Medicine unit from medical colleges, officials from Directorate, etc.).

Session 1: Introduction
	Learning Objectives
	By the end of the session, participants will

· Become familiar with each other

· Understand the importance of working in teams

· Know the workshop objectives

	Materials
	Flipcharts, markers, plastic ball, PowerPoint presentation on Hare and Tortoise

	Methodology
	Game, presentation, discussion

	Duration
	1 hour, 15 minutes


Activity 1: Getting to Know Each Other
Step 1

Ask participants to stand in a circle. Take a ball in your hand and stand in the circle along with the participants. Give them following instructions: “We will play a game with a ball, which will energise us as well as help us get introduced to each other. I will throw this ball to a participant. That participant will catch the ball and then introduce himself/herself by saying his/her name, designation, and education. Then that participant will throw the ball to another person in the circle and he/she will have to introduce himself/herself. If any individual receives the ball for the second time, then he/she should share his/her expectations for the workshop.” Ask the co-facilitator to write on a flipchart the expectations mentioned by the participants.
Continue this game until all of the participants have gotten a chance to introduce themselves and share their expectations for the workshop. Facilitators/resource persons may also join the participants in this activity. Sum up the expectations of the participants for the workshop.
Step 2

Make a presentation on the Hare and Tortoise story, which emphasises team work and leadership and will motivate the participants during the strategic planning process (Annexure 5). 
After the presentation, ask participants to give their comments and discuss lessons learned from the story. Bring up the following points during the discussion:
· Do not take things for granted.

· Slow and steady will always beat fast and inconsistent.
· Never give up when faced with failure. Self-analysis is necessary to understand and overcome weaknesses, shortcomings, and threats.

· “Thinking together” can help find solutions to problems. Team up with those concerned with or being affected by a problem or issue and think through possible solutions together. Let the person with the most relevant core competency take the lead.
Activity 2: Establishing Ground Rules 

Step 1 

Ask the participants to discuss ground rules that must be followed during the workshop to make it most effective. Write these rules on a flipchart. Add the following ground rules and make sure the participants understand and agree with them.
· Listen respectfully to every participant’s opinion, even if you don’t agree with him/her

· Feel free to voice your doubts in a positive way

· Be punctual 

· All participants have equal opportunities to contribute
· Mobile phones must be in silent mode or switched off

Step 2 

Inform the participants about the logistic arrangements during the workshop (lodging, timing, etc.). 
Session 2: Review of Health and Population Programmes in the Districts
	Learning Objective
	By the end of the session, participants will be able to reflect on the current status of health and population programmes in their districts and trends in achievements. 

	Materials
	Flipcharts, markers, whiteboard, LCD projector

	Methodology
	Presentation, brainstorming, discussion

	Duration
	1 hour


Activity 1: Stock Taking: Review of Health Programmes in the Districts

Step 1

Before beginning planning activities, it will be useful for participants to take stock of the current status of health and population programmes. This will give them an opportunity to know the key areas of concern for each district and in which districts we have been successful.
Invite the DPMs to make a brief presentation on the status of health and population programmes in their respective districts. 
Hold a brief discussion about the presentations made by the DPMs. Each district’s achievements and innovative activities are possible avenues of discussion. Let the facilitators and participants from the other districts ask questions and seek clarifications. 
Step 2

Initiate a discussion on the following:
· What planning process are the districts using?

· What is needed to improve the planning process and make it more realistic and needs based?

End the session with the following lines:
· Status of health in the districts can be improved by realistic planning. 

· With strategic planning, DHAPs can be made more realistic and evidence and needs based. Setting realistic objectives and choosing appropriate strategies and activities will lead to improvement in districts’ performance. 

Session 3: Introduction to strategic Health Action planning

	Learning Objectives
	By the end of the session, participants will be able to:
· Know how to structure a plan

· Know how to frame objectives

· Define outcomes, outputs, and activities

· Define indicators

· Determine and integrate all of the above and use them to make a district health plan

	Materials
	Flipcharts, marker pens, whiteboard, LCD projector

	Methodology
	Presentation, discussion, group work 

	Duration
	1 hour, 30 minutes


Activity 1: Overview of Technical Concepts in Strategic Health Action Planning
Step 1

Tell participants that in this session, we are going to learn about the following:
· Structuring a plan

· Framing objectives

· Defining outcomes, outputs, and activities

· Defining indicators

· Determining and integrating all of the above and using these elements to make a district health action plan

Step 2
Using the PowerPoint presentation, explain the technical concepts related to strategic health action planning. In between PowerPoints, ask relevant questions and give state-/district-specific examples to make the presentation interactive and relevant to the participants. Points to be covered in the presentation should include the following: 
· Requirements of planning and managing a district
· Different levels of planning
· Meaning of goals, with examples of goals mentioned under RCH/NRHM

· Meaning of objectives and outcomes and how to make these SMART

· Situational analysis
· Strategies

· Indicators (characteristics, types of indicators)
· Thematic areas of district health planning (health systems; health programmes (RCH, disease control programmes); convergent areas; and cross-cutting issues)

Step 3

Ask participants what is required for planning and managing a district. Explain the following steps to participants: 

	Planning and managing a district includes the following:
· Knowing the Situation;
· Knowing the Goals;
· Knowing/deciding the Objectives;
· Deciding the Strategies and Activities;
· Relating and linking the activities to Fund Availability/Costs and Time Schedules;
· Building capacities and learning how to conduct activities;
· Monitoring, assessing, and reporting the progress and constraints; 

· Building institutional structures (e.g., manpower; institutional structures are important for carrying out activities and evaluation); and
· Evaluating the programme (were the objectives met?).


Step 4

Familiarise the participants with the different levels of planning and also explain each level with appropriate examples. Include the following information:
	Different Levels of Planning

· Goals 

· Impact indicators 

· Objectives 

· Outcome indicators 

· Strategies 

· Output indicators 

· Activities/processes 

· Process indicators 

· Inputs 

· Input indicators 


Step 5

Ask participants what their understanding of the term “Goal” is, and ask them to state some examples from the RCH programme/NRHM. Include the following information:
	What is a Goal? 

A goal is a broad, general statement of what the district hopes to achieve with regard to its target population by the end of the time period specified in the planning process. Goals focus on major outcomes or results and are mostly qualitative in nature.
Goals 

· Are societal in nature 

· Are not necessarily measurable 

· Flow from a vision document and societal goals 

· Flow from situational analysis 

· Are responsive to people’s needs and demands 

Examples of goals include the following: 
RCH Goals 

· Better child health 

· Better women's health 

· Population stabilisation 
· Equity in care 

NRHM goals

· Reduction in child and maternal mortality

· Universal access to public services for food and nutrition, sanitation and hygiene

· universal access to public healthcare services 

· emphasis on addressing women’s and children’s health and universal immunisation
· prevention and control of communicable and non-communicable diseases/locally endemic diseases 

· Access to integrated comprehensive primary healthcare

· Population stabilisation, gender, and demographic balance

· Revitalisation of local health traditions and mainstreaming Ayurveda, Yoga & Naturopathy, Unani, Siddha, and Homoeopath (AYUSH)
· Promotion of healthy lifestyles


Step 6

Explain the meaning of “Objectives” and “Outcomes” to the participants. Also explain how to make objectives and outcomes “SMART.” Include following information:
	Objectives are specific, quantifiable, and time-based statements for the achievement of goals. Objectives
· Relate to a programme 

· Are decided based on goals and situation analysis 

· Are more clearly defined—are time bound 

Outcome—Objective defining “what would have been achieved by the end of the time period.”

	Making objectives and outcomes “SMART”
S—SPECIFIC: The objective is concrete, well defined, and clear about what will be achieved.

M—MEASURABLE: It is possible to measure whether the objective is being met or not.

A—ACHIEVABLE: The objective can be accomplished and is doable.

R—REALISTIC: The objective can be achieved within the existing system and resources.

T—TIME: It should be possible to achieve this within the stated timeframe.


Step 7

Tell participants that objectives can be decided based on our knowledge of where we stand, and a situational analysis is required for that. 

Ask participants the following questions: 

· What is their understanding of the term “situational analysis?”
· Have they ever done situational analysis before? 
· If so, what tools did they use? 
· Did they face any difficulties in doing the analysis?

Let a few participants volunteer their answers for each question and then add the following information: 
	Situational analysis helps identify the following:
· Where we stand with respect to our goals—health status indicators

· The outcomes of strategies to achieve these goals

· The constraints on implementing these strategies 

· The status of human resources, infrastructure, etc.

· Quality standards and issues 

Generally each district and state has different problems and to merely understand the data is not enough. For situational analysis, we can use SWOT (Strengths, Weaknesses, Opportunities, and Threats) analysis as a tool. As we do this analysis, we will be able to develop a qualitative understanding of the differences in the districts’ situations. 


Step 8

Explain about Strategy and how to determine if the chosen strategy is appropriate. Include the following information: 
	Strategy is a concept that describes the overall approach to attaining goals and objectives. Strategies begin to answer the question “HOW will we go about accomplishing our goals?” The example below shows the relationship between goals and strategies:
Example:
Goal—To reduce maternal mortality ratio (MMR) to 109 per 100,000 live births 

Objectives—Bring antenatal care (ANC) coverage to 60 percent from the present level of 45 percent in one year

Strategies 

· Increase awareness in the community and among the service providers regarding the importance of ANC

· Map all of the facilities providing services

· Develop linkages with private partners


Tell participants it is necessary to assess the appropriateness of strategies. We need to answer the following questions for each strategy:
Is the chosen strategy:
· Technically sound? 
· Examples

· If the objective is related to family planning and the situation analysis reveals a lack of service providers, then what might be the approach? Answer: Adopt a camp approach. 
· For promoting traditional methods, a capacity-building strategy will not be appropriate. Instead, strategy related to behaviour change communication (BCC) would be more appropriate. 

· Is the strategy feasible with respect to capability and manpower? [See human resources (HR) gap, capability and institutional gaps.]
· Is it feasible with respect to budget (check availability of funds)?
· Is the chosen strategy geared toward managing the identified constraints? 
Ask participants to suggest a few strategies for child survival and then initiate a discussion on choosing the most appropriate strategy from a number of options. 
Explain that the chosen strategy should be
· Evidence based 

· Context/situation based 

· Resource based 

Step 9

Discuss the meanings, characteristics, and types of indicators with participants. Include the following information:
	Indicators are:
· Observable measures of how well we are doing with respect to a specific criterion—such as quality or effectiveness of the programme—against the chosen objective.

· Essential for monitoring and evaluation—and therefore for planning too.

Characteristics of Indicators: Indicators should be
· Valid: an indicator measures what it is supposed to measure;
· Replicable: indicator gives the same result each time it is measured;
· Precise: indicator comes closest to the “truth”;
· Sensitive: indicator shows small differences;
· Specific: indicator relates only to what is being observed; and
· Feasible: indicator should be simple to collect and analyse.
Types of Indicators
· Impact Indicators: Measure at the societal level
· Outcome Indicators: Measure the progress on objectives
· Output Indicators: Measure contribution of specific strategies
· Process Indicators: Measure activities
· Input indicators: Measure what has gone into the programme


Step 10
Ask participants if they are aware of the thematic areas of district health planning. Let a few participants volunteer their answers and add on the information given below:
	Thematic Areas of District Health Planning

· Health Systems

1. Providing quality services in health facilities

· Strengthening sub-centre functioning 

· Primary health centres (PHCs)

· Achieving Indian Public Health Standards (IPHS) in service delivery for community health centres (CHCs) 

· District Hospitals (DHs)

2. Supporting systems for health facility functioning

· Referral transport systems 

· Health management information system (HMIS)

· Procurement and logistics management for drugs and supplies

· Addressing equipment gaps in the health facilities

· Addressing infrastructure gaps in the health facilities 

3. Community participation initiatives 

· Accredited social health activist (ASHA) programmes 

· Capacity building for Panchayats and local village planning 

· Other community initiatives

4. BCC programmes (should be a part of all programmes)

5. Training activities 

6. Addressing human resource availability and management issues

7. District- and block-level management for all of the above

8. Sector reform—governance issues 

Notes

· Thematic areas 1 and 2 are very important and are the basis for the programme. They talk of improving structure. They are also problem areas which require proper planning.

· Thematic areas 3 to 8 are Part B of the NRHM. They are cross-cutting areas. BCC should be a part of all programmes. 

· Health Programmes—RCH Programme
· Focus areas:

· Reduction of maternal mortality 

· Other issues related to women’s health 

· Child health issues 

· Immunisation, including Pulse Polio

· Population stabilisation 

· Health programmes—disease control programmes (Part D of NRHM)
· Tuberculosis: Revised National Tuberculosis Control Programme (RNTCP)

· Vector-borne Disease Control: National Vector-borne Disease Control Programme (NVBDCP)

· National Programme for Control of Blindness (NPCB) 

· National Leprosy Eradication Programme (NLEP)

· Iodine Deficiency Disorder (IDD)

· Other locally identified disease control priorities, including non-communicable diseases

· Integrated Disease Surveillance Project (IDSP)

· Thematic areas: Convergent areas

· Special programmes for urban areas

· Special programmes for tribal populations

· Special programmes for other vulnerable groups

· Nutrition and food supply issues—with emphasis on integrated child development services (ICDS)

· Water and sanitation programmes

· School health programmes 
· Thematic areas: Cross-cutting issues
· Gender and equity issues would be a part of each component―but a separate discussion at the end of each section is desirable.

· Private sector interventions: This will also be a part of each chapter―but in addition there will be a need to address it as a separate component which summarises the involvement of various components, and spells out general measures.

· Technical assistance requirements and other inputs needed from outside the district may also be summarised as a separate component. 

· Further research studies /evaluation needed. 


Step 11

Discuss the components of the District Health Action Plan with the participants, as given below:
	Components of a DHAP
· The setting (background, geographical area, population/kind of population, topography, trends (maternal health, family planning, child health)—for which planning will be done 
· Situational analysis

· Goals and objectives

· Strategies

· Activities

· Work plan/schedule

· Monitoring and evaluation

· Budget 


Step 12
Divide the participants into groups and ask them to define the following for each of the situations given in the work sheet 
· Goals and Impact Indicators
· Objectives and Outcome Indicators
· Strategies and Output Indicators
· Activities and Process Indicators
· Inputs and Input Indicators
Give the groups 20 minutes to prepare their presentations. Assess the group exercise based on the following questions: 
· Is the Goal appropriate?

· Are the Objectives/Outcomes SMART?

· Are the Strategies technically sound/feasible/ contextual?

· Are the Output Indicators related to strategies?

· Are the Activities appropriate? Adequate?

· Are the Indicators observable and verifiable? 

· Are means of verification spelt out? Technically sound as indicators?

Before ending the session, ensure that participants are clear on the technical concepts covered during this session. If they have any queries or need more examples for clarification, provide them before moving on to the next session. 
Session 4: Developing Logical Frameworks 

	Learning Objectives
	By the end of the session, participants will be able to read and develop logical frameworks in the context of district health planning

	Materials
	Flipcharts, marker pens, whiteboard, LCD projector

	Methodology
	Presentation, discussion

	Duration
	1 hour


Step 1
Ask participants if they are familiar with logical framework analysis and its uses.
Explain the following to the participants:
· Logical frameworks are a tool for planning and monitoring the progress of a programme. They are a structured form of expressing the entire set of activities and outputs expected, so as to be able to implement and monitor the plan.

· Logical framework analysis is a tool 

· For deciding what to do.

· To remember what to do.

· To check what has been done.

Step 2

Give the following example for explaining logical frameworks to the participants. Also explain the meaning of objectively verifiable indicators (OVIs) and means of verification (MOV). 

Example: 
	Purpose/ Outcome
	Object/Output
	Object/Output Indicators

(MOVs) in italics)
	Activities/Input
	Activity OVIs and MOVs 

(in italics)

	1. Reduction in maternal mortality
	1.1 Increase in institutional delivery.
1.2 Access to functional Emergency Obstetric Care centres
	1. % of deliveries that were institutional.
No. of deliveries conducted as per facility records

2. Number of mothers who used NGO-run emergency transport systems.

Ambulance register and its monthly reports

3. No. of functional Emergency Obstetrics Care (EmOC) centres.
Facility records
	1. Training of auxiliary nurse mid-wifes (ANMs) in skilled birth assistance.

2. Contracting out ambulance services to NGOs.

3. Multi-skilling medical officers on

Emergency skills.
	ANMs and nurses trained for skilled birth assistance.

Number of ANMs trained and training evaluation reports 

Number of memoranda of understanding (MOU) signed with NGOs for ambulance services and ambulances.

Signed MOU
Number of medical officers certified as having acquired skills.

Evaluation reports


Give the following information to the participants:
· An Input/Activity (Column 4) produces an Output, which serves as an Outcome
· One Outcome depends on many Activities: Training of auxiliary nurse midwives (ANMs), arranging for transport, BCC to promote acceptance, etc.
· Achieving one purpose requires several Outputs: 

· Increased institutional delivery (Column 2)

· Functional EmOC centres
· Assumptions—from past history, we can presume obstacles and opportunities

With the help of following illustration, explain the following:
	Steps of planning 
	Indicators 

	Goal: 

1. Improving child health and accelerating child survival 
	Impact Indicator: 

· Reduction in infant mortality rate (IMR) 

	Objectives: 

1. Reduction in child malnutrition from present 52% level to below 25% in one-year timeframe 

2. To cover 100% below poverty line (BPL) families with children under three years of age 
	Outcome indicator: 

· % of children underweight (weight for age)

· % of children stunting (height for age)

· % children wasting

· % of anaemic children 

	Strategies: 

1. Increase effectiveness and utilisation of ICDS programme 

2. Improve child feeding practices—better breastfeeding practices/complementary feeding (infant and young child feeding (IYCF))
3. Micronutrient supplementation–Iron, Vitamin A

4. Nutrition rehabilitation centre/ medical care for Grade 3 & 4 malnutrition cases

5. Sensitisation/training of doctors & nurses on standard treatment guidelines (STG) for managing malnutrition 


	Output indicator : 

· % of children utilising ICDS (age: 0–5 yrs.)

· % of children for whom breastfeeding initiated within 1 hr. (2 hrs, 24 hrs)

· % of children who received exclusive breastfeeding until 6 months

· % of children who received paediatric iron supplement/ Vitamin A

· % of children who received deworming drugs

· % of children Grade 3 & 4 who received medical check-up

· % of doctors & nurses sensitised/trained on STG 

	1. Increased effectiveness & utilisation of ICDS programme 
 Activities :
· Monthly meetings with ICDS 

· Social mobilisation activities–community-level meetings, cultural programmes 

· Strengthening of community-led processes–village-level meetings, monitoring and support to Ayurvedic Wellness Counsellors 
· Training of ICDS and health outreach workers

· Referral of Grade 3 and 4 malnutrition children 
	Process indicators:

· No. of meetings held and no. of follow-ups taken

· No., type, frequency, and location of BCC activities undertaken

· No. of VHSCs and Mothers Groups formed, meetings, issues taken, household visits made

· No. and types of trainings organised 
· No. of cases reported and referred


Step 3
Explain that a logical framework helps to do the following: 
· Define the tasks of the monitoring and evaluation team;
· Define the progress reports to be submitted by various officers allotted different tasks, as well as the officers-in-charge of the district programme management unit (DPMU); 
· Forms the basis of interim and end-term evaluation; and
· Helps negotiate for revenue with the source of funding, and for approval of alterations in funding patterns. 
Step 4
Ask participants to form groups, take examples from the previous session, and then convert these into a logical framework.
Give the participants 15–20 minutes to work on their logical frameworks and then invite the groups to make their presentations. Give necessary clarifications if required and before ending the session ensure that the participants are comfortable with reading and developing a logical framework.

Session 5: Skill Building for Data Analysis and Use in Programme Planning

	Learning Objectives
	By the end of the session, participants will be able to build their skills to understand and interpret data from their respective districts and use data for developing their programmes.

	Materials
	District-specific data compiled in formats, flipcharts, marker pens, LCD projector, whiteboard

	Methodology
	Group work, presentation, discussion

	Duration
	2 hours, 45 minutes


Activity 1: Data Analysis
Step 1

Tell participants the following: 

· Evidence-based District Health Action Planning primarily relies on a detailed data and situational analysis of the district. The district teams have collected information on various data formats developed by Health Policy Project. They were asked to obtain data from
· District Level Household Survey, DLHS-2 (2002–2004) and DLHS-3 (2007–2008); 

· Annual Health Survey (AHS) (2010–2011) to get the most recent district-specific information on crude birth rates; crude death rates; neonatal, infant, and under-five mortality; sex ratio at birth; child sex ratio; and overall sex ratios; and
· Service statistics: Information was to be collected for a period of at least three years so that trends can be examined and any aberrations in data are spotted. 

· Other secondary sources: Census, National Family Health Survey (NFHS), HMIS, data from ICDS, etc. 

· The data were collected in two parts:
· Part I: Background characteristics of the district (along with corresponding state details) 

· Part II: 

· Section A: Family Planning

· Section B: Maternal Health

· Section C: Child Health

· Section D: Reproductive tract infection/Sexually transmitted infection (RTI/STI)
· Section E: Adolescent reproductive and sexual health activities being carried out in the district as part of this programme 

· Section F: Information on various national health programmes

· Qualitative information on basic constraints on the implementation of various programmes

Discuss with participants the following:
· What was the feasibility of this process?
· Any challenges faced by them in collecting the data?
· How different was this from the previous processes?
· How useful will this process be for planning for the future? 
Step 2

Explain the relevance of data with the help of the information given below:
	 Relevance of Data

· Help project future needs

· Help identify the current level of performance 
· Help examine utilisation patterns/differentials in use of various services

· Help analyse trends and set realistic goals

· Help identify opportunities for changing the current situation (Example—assess training needs to enhance technical skills, capacities to plan and execute programmes, generate demand, etc.)


Also explain that data analysis helps us to know “Where are we are now and where we want to be.” To understand this question, we require empirical evidence of current FP, RCH, and health needs.
Step 3

Ask participants what might be the major sources of data. Add information given below:
	Major Sources of Data

· National Census: conducted every 10 years

· Demographic surveys

· NFHS

· DLHS

· AHS

· Vital statistics systems

· Sample Registration System (SRS)
· Service statistics, HMIS, ICDS


Tell participants that the data collected so far for DHAPs include the following:
· Basic indicators: state vs. district
· District profile

· Demographic profile

· Socioeconomic profile

· Key indicators of FP, maternal health, child health, national programmes, and 

non-communicable diseases (NCD)
· Infrastructure facilities

· Human resources

· ICDS, PRIs, private facilities & NGOs, vehicles

These data are useful for assessing the levels/current status as well as planning for future needs. 
Ask participants to look at the following while collecting data for the DHAPs: 
· Accuracy

· Completeness

· Update status 

· Relevance

· Consistency across data sources

· Reliability 

· Appropriateness of presentation

· Accessibility 

Emphasise the point that inaccurate data can lead to failure. Explain the importance of ensuring quality of data. Tell them that quality data can be achieved by paying attention to all of the points mentioned above. 
Step 4

Explain how data can be used and presented effectively. Include the following information:
	Using Data Effectively
· Quantitative data 

· Use data to answer questions such as the following: What is the percentage distribution/current status? How similar/dissimilar are the data in terms of distribution? What is the relationship between programme and outcome measures? Are the results statistically significant?
· Qualitative data

· Best used for an in-depth understanding of interventions such as the difficulties faced by service providers, constraints for implementation, reasons for high prevalence, unexpected impacts, etc.
· Linking quantitative and qualitative data to verify and substantiate findings.
Example 1: Looking at factors affecting maternal mortality

· Early and complete ANC

· Pregnancy at higher parity 

· Anaemia
· Prenatal and Postnatal care 
· Induced abortions

Post-delivery complications
· Place and assistance at delivery

The data should then be substantiated with qualitative information on possible reasons for high maternal deaths in a particular block. 

Example 2: Looking at indicators of increase in contraceptive prevalence rate (CPR)
· Method mix
· Age and parity of sterilisation
· Higher-order births

· How many couples still require FP services (unmet need)

· Low utilisation of no-scalpel vasectomy (NSV) services, possibly due to the following:
· Lack of trained service providers

· Prevailing myths and misconceptions about the method
Example: FP Performance

FP performance, especially clinically based methods at health units, is a function of several factors, such as availability of trained providers, equipment, functional operation theatre (OT), supplies, and financial resources.

Analysing such information will shed some light on the reasons for differential performance between various health units.


	Trend Analysis—Shows trend in performance over a period of time and helps in planning for the future. This analysis will lead to identification of issues in terms of access, quality, and demand, and blocks with poor or inadequate utilisation. Trend analysis summarises the causes of poor utilisation, such as staff vacancies, lack of access, and the health-seeking behaviour of the community. (This table is an example; it may be replaced with information pertinent to the respective state.) 


	 Family Planning 
	First Survey DLHS 2002–04 
	Second Survey DLHS 2007–08 
	Difference in Prevalence Rate 
	Annual Average Increase in CPR 

	Modern Methods 
	24.8 
	26.7 
	1.9 
	0.48 

	Male Sterilisation 
	 0.1
	 0.1 
	 - 
	 - 

	Female Sterilisation 
	14.3 
	16.5 
	 2.2 
	0.55 

	Condoms 
	 6.5 
	 7.1 
	 0.6 
	0.15 

	Intrauterine contraceptive devices (IUCDs) 
	 1.4 
	 1.0 
	-0.4 
	-0.1 

	Oral pills 
	 2.2 
	 1.7 
	-0.5 
	-0.13 

	Traditional methods 
	 9.4
	11.4
	2 
	 0.5 

	Total 
	34.2 
	38.4 
	4.2 
	1.05 

	Source: Computed from UP, DLHS 2 & 3 


	Example 3: Understanding factors affecting infant mortality

· Immunisation status

· Prevalence of acute respiratory infection (ARI) and diarrhoea

· Nutritional status/malnutrition

· Less than three years of spacing between births

· Birth order

· Place of delivery

· Declining child sex ratios—this could be related to sex preference, sex-selective abortions, etc. 



	Understanding differentials in blocks (This table is an example; it may be replaced with district- and block-specific data)

	Name of the Block/Centre (Uttarkashi; Uttarakhand)
	Number of Neonatal Deaths 

	Bhatwari 
	09 

	Dunda 
	04 

	Chinyali 
	09 

	Naugaon 
	13 

	Purola 
	11 

	Mori 
	03 

	Total 
	49 

	Name of the Block/Centre 
	Number of Infant Deaths 

	Bhatwari 
	14 

	Dunda 
	04 

	Chinyali 
	18 

	Naugaon 
	18 

	Purola 
	04 

	Mori 
	05 

	Total 
	63 


Information on differentials persistent between the blocks substantiated with qualitative information on possible causes would help understand reasons for high/low prevalence between them. 

Data can be presented effectively as the following:

· Tables

· Charts (bars, multiple bars, histograms, pie charts)

· Graphs (line graphs) 

Like any art or skill, DATA ANALYSIS gets easier with training and practice.

Step 5
Emphasise the point that if data do not have the qualities mentioned above (accuracy, completeness, updated status, relevance, and consistency across data sources, reliability, and appropriate presentation) they cannot be used effectively. 
Ask each district team to review its district data (templates filled by them). 
Invite people from the various districts to make their presentations. Ensure that the teams present complete information on the following:
· The present situation

· What was planned and could/could not be achieved 

· What the trends are; what the gaps are; reasons for the gaps

· How the gaps can be addressed while planning activities for the coming year

Summarise the presentations and invite other facilitators/participants to discuss the presentations. 
Session 6: SWOT—A Tool for Situational Analysis

	Learning Objectives
	By the end of the session, participants will be able to
· Define what a SWOT analysis is
· Understand the steps in conducting a SWOT analysis 

	Materials
	Flipcharts, marker pens, whiteboard, LCD projector

	Methodology
	Brainstorming, presentation, discussion

	Duration
	30 minutes


Step 1 
Tell participants that the session will teach them to perform situational analysis, using SWOT as a tool. 
Ask participants the following:
· If they have ever used SWOT to do situational analysis

· If they have any experience in using this technique

· What might be some benefits of using this technique
Let a few participants volunteer to answer the above questions and then explain about SWOT analysis with the help of the information given below:
	A SWOT analysis is done to identify the prevalent Strengths, Weaknesses, Opportunities, and Threats of a particular situation. It assesses the feasibility of achieving identified goals, based on internal and financial capabilities or challenges, and also helps to identify critical factors. The internal analysis includes Strengths and Weaknesses and the external analysis includes Opportunities and Threats. 
Strengths

· What internal factors have made the district successful, helped it achieve its objectives, helped it implement activities, and thus need to be maintained? 

· Examples 

· Experienced, skilled staff and/or adequate staff numbers
· Appropriate funding

· Functional infrastructure

· Participation of the community/good rapport with community

· Political support

Weaknesses

· Because of certain internal factors, the district’s performance was not optimal; hence, its objectives could not be achieved. We must find a remedy for these factors.

· Examples
· Lack of experienced, skilled staff and/or inadequate staff numbers 

· Lack of infrastructure or non-functional equipment 

· Lack of funding 

· Poor logistics

· Disagreement on goals or priority areas

· Lack of community participation

Opportunities 

· There are various opportunities (external factors) that can influence the programme in a positive way. There is a need to pay attention to existing opportunities (which previously might have been ignored), and also to recognise and capitalise upon new opportunities.

· Examples
· Presence of good NGOs working on health and related issues

· External expertise/support (e.g. Innovations in Family Planning Services (IFPS) for monitoring and evaluation of mobile medical unit (MMU) and ASHA programmes)

· Programmes of other departments of the government which also have a positive influence on health interventions, such as education departments, ICDS, PRI, etc.

Threats
· There are several threats (external factors) that influence the programme in a negative way and make implementation difficult. Hence, achieving the programme’s objectives becomes more challenging. These threats might require better preparation and planning by the district to deal with them.

· Examples: These threats could be political, economic, social, technological, etc.


Step 2
Familiarise the participants with the SWOT Matrix as given below.
SWOT MATRIX

	
	POSITIVE/ HELPFUL
in achieving the goal 

	NEGATIVE/ HARMFUL/ RISKS
in achieving the goal 

	INTERNAL Origin
facts/ factors of the programme 

	Strengths
Things that are good now—maintain them, build on them, and leverage them
	Weaknesses
Things that are bad now—remedy, change, or stop them 



	EXTERNAL Origin
facts/ factors of the environment in which the programme operates
	Opportunities
Things that are good for the future—prioritise them, capture them, build on and optimise them
	Threats
Things that are bad for the future—put in place plans to manage or counter them 




Step 3
Explain the following steps of doing SWOT analysis:
· Step 1: Information collection

List all strengths that exist now. Then, in turn, list all weaknesses that exist now.

· Step 2: What might be

List all opportunities that may exist in the future. Opportunities are potential future strengths. Then, in turn, list all threats that may exist in the future. Threats are potential future weaknesses. In other words, what we can foresee/forecast should be listed.
· Step 3: Plan of action

Review your SWOT matrix with a view to creating an action plan to address each of the four areas.

Emphasis on the following:
· Strengths—need to be maintained, built upon, or leveraged

· Weaknesses—need to be remedied, changed, or stopped

· Opportunities—need to be prioritised, captured, built on, and optimised
· Threats—need to be countered or minimised and managed

Step 4
To help participants think through external and internal factors, mention a few more examples as given below:
	External Factors
	Internal Factors

	· High proportion of rural population

· 40 percent of the state’s population lives below the poverty line (replace with state-specific data)

· Increasing level of literacy and awareness of health and human rights

· Large disparity exists between rural and urban fertility and mortality indicators

· Donors play a supportive role but create a relationship of dependency

· The state spends less than 5percent of its gross domestic product (GDP) on healthcare, and private sector accounts for higher percentage of overall health expenditures
	· Facilities are under-staffed and ill equipped, especially in rural areas

· Staff are poorly motivated and have few management skills, especially in rural areas

· Physicians do not take up postings in remote areas due to professional and social isolation, low-quality housing and school facilities for families, and salaries that are not competitive

· Clinics frequently experience stockouts
· Infrastructure is in a state of disrepair due to poor attention and capacity for maintenance 


Emphasise this point—Strengths help position an organisation to take advantage of opportunities, whereas weaknesses may make the organisation vulnerable to threats, or less able to exploit opportunities.

Share the following examples of SWOT analysis of the public health system at district levels:
Example 1

	Strengths
· Adequate budget allocation 
· Public health delivery institutions in place

· Political commitment 

· Demand for healthcare services 
	Weaknesses
· Lack of equipment, supplies, and drugs to deliver 

· Lack of skilled manpower at health centres 



	Opportunities
· Improved transportation and road connectivity 

· One of the highest priority districts of the state 

· Good presence of mother NGOs/ field NGOs (MNGOs/FNGOs) and other NGOs 
	Threats
· Increasing incidence of non-communicable diseases 

· Natural disasters, especially floods 




Example 2

	Strengths 

· Contractual Staff Nurse appointed at 24/7 PHC/CHC

· Emergency Management and Research Institute (EMRI) service is available 

· ASHAs are trained up to 6th module and availability of allopathic and homeopathic drug kits 

· All the posted ANM/ lady health visitors (LHVs) are trained in IUCD 

· Network of ASHA/ Anganwadi workers (AWW) for care of pregnant mother and child

· School health team with vehicle available 
	Weaknesses 

· Lack of Medical/Paramedical staffs

· Shortage of skilled manpower

· Transit homes not available for attendants (ASHA/Others)

· Some of the villages and sub- centres (SC) are inaccessible 

· Difficulty in transporting pregnant women/serious patients requiring emergency care from inaccessible areas



	Opportunities

· Management, medical, and paramedical staff are being appointed on contractual basis under NRHM

· Flexi-pool funds are available in RCH and mission activity 

· Level 1, 2, and 3 centres are identified, proposal made for equipping them with complete HR, and training to be provided 
· ASHAs are being trained regularly; one ASHA facilitator is supervising 15–20 ASHAs
· Available medical and paramedical staff are being trained regularly 
	Threats 

· From an inaccessible area, the pregnant women are unwilling or unable to come to an institution for delivery 

· District is under Upper Himalaya region (most difficult)

· Low retention of available human resources/staff
· 60 percent ANMs are not residing in sub-centre (SC) or SC village




Step 5

Emphasise—While writing strengths/weaknesses/opportunities/threats, be clear and be careful that they do not contradict each other.

Step 6

Tell participants that in the next few sessions, we will be doing a SWOT analysis separately for the following: 
· Maternal health

· Child health

· FP
· National health programmes
Based on the data and SWOT analyses, the district teams will work to set objectives, indicators, strategic intervention areas, and monitoring indicators for the above programmes.

Session 7: Maternal Health

	Learning Objectives
	By the end of the session, participants will be able to
· Identify district-specific issues affecting maternal health

· Apply SWOT to identify the strengths, weaknesses, opportunities, 
and threats before them when planning to improve the maternal 
health situation in their districts

· Identify and list district-specific objectives, strategic interventions, and activities to improve the health status of mothers

	Materials
	Flipcharts, marker pens, whiteboard, LCD projector, laptop for each district team

	Methodology
	Presentation, group work, discussion

	Duration
	3 hours


Activity 1: Maternal Health—Issues and Strategic Directions
Step 1

Initiate a discussion on what precipitates maternal deaths. Include the following causes in the discussion:
· Illiteracy

· Lack of nutrition

· Early marriage

· Very high numbers of home deliveries

· EmOC centres far off

· Lack of skilled care—ANMs with inadequate skilled birth attendant (SBA) training

Make a presentation on maternal health issues, highlighting the issues and strategies related to maternal health. 
Discuss the magnitude of the problem/current status of maternal health at the national and state levels. Include the following information:
	Magnitude of the problem nationally

· About 30 million pregnancies occur every year

· 27 million deliveries

· 15 percent are likely to develop complications

· Complications cannot be predicted

· 77,000 maternal deaths per year are avoidable

Give state-specific data on maternal health (MMR, percentage of institutional deliveries, percentage of women receiving ANC/postnatal care (PNC), mean age of marriage, etc.)


Step 2

Discuss the issues, as well as social and clinical factors that cause maternal death. Include the information given below.
	Issues and factors leading to maternal deaths

Social Factors: Low female literacy, lack of awareness, poor nutritional status, early marriage, low status of women, poverty
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Home deliveries

Lack of skilled care at birth

Lack of access to emergency obstetric care

Lack of antenatal & post-partum care
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Haemorrhage, Puerperal sepsis, Obstructed labour, Eclampsia, Complicated abortion
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MATERNAL DEATHS



Clinical factors for maternal deaths

· Haemorrhage

29%

· Anaemia

19%

· Puerperal sepsis

16%

· Obstructive disease
10%

· Hypertensive disease
 8%

· Others


18%

Step 3
After discussing the causes of maternal deaths, discuss the key strategies for maternal health under RCH II and the NRHM programme, as given below:
	Key strategies for maternal health—RCH-II

· Essential and Emergency Obstetric Care 

· Quality ANC, PNC, institutional and safe delivery
· Skilled attendant at birth (domiciliary and health facilities)

· Operationalisation of First Referral Units (FRUs)/CHCs/24-hour PHCs

· Referral system

· Safe abortion care

· Management of RTIs and STIs at PHCs/CHCs/FRUs

Strategies under NRHM


· ASHAs
· Janani Suraksha Yojna (JSY)
· Intersectoral convergence

· Facility strengthening/improving access

· Strengthening infrastructure—IPHS

· Improving availability of human resources 

· Untied funds at SCs
· Rogi Kalyan Samities (RKS)
· Public-private partnerships (PPP)


Step 4
Initiate a discussion on what should be done to save mothers’ lives during pregnancy, delivery, and postpartum. Include the following information:
	What saves mothers’ lives?

1. Skilled birth attendants
· Doctors, nurses, ANMs, and LHVs, if trained in and proficient in midwifery, are SBAs

· A trained traditional birth attendant (TBA) is not an SBA

· Most of the SBAs in India are located in institutions, hence the policy to promote institutional deliveries

2. Essential obstetric care
· Early registration (12–16 weeks)
 

· Three antenatal check-ups

· Prevention and treatment of anaemia
· Institutional/safe delivery

· Postnatal check-up 

3. Good antenatal care (ANC) coverage and quality of ANC

· Fixed-day ANC clinics in community (with help of TBAs, ASHAS, AWWs, LHVs) and at all facilities 

· Special efforts to reach the poor, those living far away, adolescents, first pregnancies (ANMs, ASHAS, AWWs, LHVs)

· Improved quality of care through training and community support 

4. Postpartum care
· Ensure postpartum home visits by AWW and ASHA 

· Build skills to provide counselling on newborn care 

· Longer postpartum―hospitalisation for delivery 

· Link to Integrated Management of Neonatal and Childhood Illnesses (IMNCI) for better newborn care by ANM, AWW, and ASHA 

5. Ensuring referral transport 
· Place funds with AWW/ANM (JSY)
· Develop community mechanisms

· Provide outsourced ambulances with a clear MOU 

· In addition, facilities are to have ambulances for transport of patients to higher-level centres 

6. Ensuring safe delivery in SC and home (where institutional delivery is not possible)
· Promote deliveries by ANMs at SCs/homes

· Introduce community SBAs
· Reorient role of TBAs to mobilise for skilled care and institutional deliveries and facilitate care of newborns at home

· Promote clean delivery kit

EmOC

· Delays 
· Decision to seek care

· Arrival at health facility

· Provision of adequate care at health facility

· Basic care
· Use of antibiotics, oxytocics, anticonvulsants

· Assisted deliveries

· Manual removal of retained products

· Comprehensive 

· Basic plus:

· Caesarean section
· Blood transfusion


Step 5

Also share information on some different initiatives taken in other states/districts that have been successful in improving maternal health.
	Promising Practices

· Promotion of institutional delivery

· Incentivising institutional delivery for midwives and other care providers 

· Madhya Pradesh: after 200 deliveries per year—every further delivery gets Rs. 330, to be divided between the doctor, nurse, and sweeper.

· Birth companion scheme to promote institutional delivery

· Tamil Nadu: allowing/encouraging a woman companion to stay with the pregnant woman during her hospitalisation for childbirth. Provides food for the companion (companion can also be the ASHA). 

· Referral transport
· PPP with NGOs—Tamil Nadu 

· An NGO—often the ex-serviceman’s association—is provided with a vehicle and allowed to charge at a fixed rate for above poverty line (APL) patients. For BPL patients, the government provides reimbursement. 
· All ANMs are provided with a mobile phone, as is the ambulance driver.

· A control room is set up, which can contact the ambulance and be contacted when needed.

· PPP with corporate sector—Andhra Pradesh 

· Part of emergency referral services.

· Control room at the centre having a single phone number from anywhere in the state.

· Control room would locate and contact nearest ambulance and send it. 

· Multi-skilling—The promising HR route

· Missionary and private hospitals—and even government hospitals—have always used this route. It has been lost and of late is being rediscovered.

· Short-term 18-week courses for emergency obstetrics and emergency anaesthesia.

· Outcomes depend on careful attention to process, including good candidate selection; a good training centre; support for the training process, using formative and summative evaluation; post-training support; and a programme to ensure that skills are retained.

· Enhancing accountability for maternal deaths

· Every maternal death made notifiable, followed by verbal autopsy:

· State-level reporting to chief minister and chief secretary 
· Facility-level audit

· Community-level audit

· Best Practice: Verbal autopsy 


Step 6
Explain the following points to be considered while developing the chapter on maternal health. Include the following questions: 

· Do we know the situation in the use of skilled birth assistance? Use this as a basis—assuming that this is the maternal mortality profile.

· Have we ensured the presence of necessary staff in each SC, PHC, CHC, and DH? Which places will remain uncovered—can dais (TBAs) help here?

· Have we ensured the necessary skills in each SC, PHC, CHC, and DH, using multi-skilling where needed?

· Have we closed the infrastructure, equipment, and supplies gap?

Also familiarise the participants with the checklist given below for the maternal health section in the district plan.
	Checklist

· Do we have the blood bank and blood storage network going?

· Do we have the referral system in place—the ambulance and its management, connectivity to it?

· Have we finalised the key BCC messages, and what media and communicator mix would deliver it?

· Have we invested in community processes that would facilitate this goal?

· Do we have built-in systems for monitoring (facility/community)?

· Is the verbal autopsy system in place?


Activity 2: Situational Analysis, Goal Setting, and Strategising on Maternal Health 
Step 1

Tell participants that the district teams now will undertake a situational analysis on maternal health and then set objectives, indicators, strategic intervention areas, and monitoring indicators, based on the data and situational analyses.

Place emphasis on being comprehensive while doing the SWOT analysis. Tell them that SWOT also can be broken up, e.g., facility-wide
· SC
· PHC
· CHC
· DH
Programmatic issues also should be brought out in the SWOT. It should include both qualitative and quantitative analysis, e.g., immunisation and anaemia data should be highlighted.
While goal setting and strategising for maternal health, participants should keep the maternal health programme in mind, along with the situational and data analyses. On that basis, they should define the objectives (keeping the objectives SMART), mention the strategies for achieving those objectives—and the inputs needed, and detail the indicators. Participants should be asked to focus more on the actual situation in the district. Ask the groups to work on the following 10 steps of planning:
	1. 
	What is the goal, or to what goal(s) does this programme area relate?
	6. 
	What is the impact indicator?

	2. 
	Define the programme objectives/outcomes.
	7. 
	What are the outcome indicators?

	3. 
	Define the strategies to be adopted.
	8. 
	What are the output indicators?

	4. 
	Define the activities/processes.
	9. 
	What are the process indicators?

	5. 
	Define the inputs needed.
	10. 
	What would be the input indicators?


Give the district teams about two hours to discuss and prepare their presentations. 

Step 2
Invite each district team in turn to present its plan on maternal health to the larger group. After each presentation, ask other facilitators and participants to give their inputs and suggestions. The district teams then may incorporate the suggestions/inputs in this chapter of DHAP.

Session 8: Child Health

	Learning

Objectives
	By the end of the session, participants will be able to
· Identify district-specific issues affecting child health

· Apply SWOT to identify the strengths, weaknesses, opportunities, and threats before them when planning for and improving child health situation in their districts

· Identify and list district-specific objectives, strategic interventions, and activities to improve the health status of children

	Materials
	Flipcharts, marker pens, whiteboard, LCD projector, laptop for each district team 

	Methodology
	Presentation, group work, discussion

	Duration
	3 hours


Activity 1: Child Health—Issues and Strategic Directions

Step 1

Make an interactive presentation on strategies for child survival and health. 

Present the current status of infant and child health in the state/districts. Also discuss the social and medical causes of child mortality.
Include the following information: 
	Give state/district-specific data on status of infants and children and related issues (IMR, immunisation coverage, drop-out rate, anaemia, etc.)
Causes of child deaths: The immediate cause of mortality in children is usually diseases but the underlying factors include prevailing socioeconomic circumstances and inequalities. The two most important overarching determinants of child mortality are poverty and gender, with all of their consequences related to nutrition, sanitation, access to healthcare, environment, and education. Other social determinants, such as caste, religion, and culture, also play a significant role. All of these lead to problems during delivery, low birth weight babies, diarrhoea, pneumonia, malaria, measles, and malnutrition.
Infant Mortality:
· Two-thirds of infant mortality occurs in the first month

· Of this, two-thirds occurs in the first week

· Of this, two-thirds occur on the first day

Hence, it is important to focus our interventions towards the early days of childhood to accelerate child survival. Many of the factors affecting child mortality are amenable to interventions known to be effective and neither too expensive nor too difficult to deploy. 


Step 2
Ask participants the following: What could be some interventions that lead to increased child survival? 
Give the following information to the participants and also focus on strategies that are facility based and improve the community- and family-level interventions for improving child health.
	Main interventions that lead to increased child survival

· Prompt, appropriate, and adequate care for common childhood illnesses—diarrhoea, pneumonia, malaria, and measles 

· Action on child malnutrition—in 50 percent of cases, it is a contributory cause

· Public health and hygiene measures that prevent the main diseases—safe water, hand washing, sanitation, use of insecticide bed nets (Prevention of common childhood illnesses) 

· Immunisation, especially against measles 

· Prevention of

· Low birth weight and prematurity—reduction of the following: 

· Maternal anaemia
· Malnourishment
· Reduction of early marriages

· Effective antenatal care that detects complications early

· Sepsis—decreased low birth weights; reduced unsafe deliveries; better hygiene, detection, and treatment of RTIs in mother

· Asphyxia—provision of skilled assistance at childbirth reduces prolonged or difficult labour 


Step 3
Share a few good practices for increasing child survival. Highlight the proven strategies/ evidence-based best practices to accelerate child survival and improve child health status from other states/districts. Include the following information:
	Good practices for increasing child survival

1. How does the ASHA programme contribute to improved child survival?

· Learning from Jamkhed/Mitanin and other programmes

· Visiting any child with fever, diarrhoea, or acute respiratory illness and providing first contact care—referring where appropriate. 

· Visiting a newborn on the first day—preferably the first hour—and ensuring essential newborn care is provided. This includes early and exclusive breastfeeding.

· Visiting children from the 6th to 12th month—nutritional advice—especially complementary feeding. 

· Mobilising the community to attend Village Health and Nutrition Day (VHND)/immunisation, growth monitoring, etc.

· Ensuring/assisting in access to basic public service entitlements: e.g., iron tablets, supplementary nutrition, public distribution system, etc.

	2. Home-based neonatal care—Gadchiroli

· A special training for the community health worker (CHW—ASHA equivalent)

· More intensive newborn visits in the first month

· Higher level of care for sepsis (early diagnosis, oral and injectable antibiotics, early referral)

· Care of asphyxia (presence at birth, assisted birth, early diagnosis, management with bag and mask)

· Better general neonatal care (breastfeeding, thermoregulation, etc.)

· Good quality support to ASHA

· Referral to adequate neonatal care facilities

1. Improve quality of outreach—Mayurbanj and Koraput, Orissa

· ANMs and AWWs were trained in IMNCI to better manage sick children in their areas

· ANMs and AWWs coordinate for improved functioning of the ICDS programme

· Improved coverage of children through the VHND 

2. Behaviour change communication

Effective BCC can make a difference when it addresses a parameter such as promotion of early and exclusive breastfeeding, complementary feeding, or clean delivery. 

3. Institutional care: Special Neonatal Care Units or Corners—Purulia
· At the village: ASHA—trained for essential newborn care and referral

· Sick Newborn Stabilisation Units at block level: 

· Trained nurses/doctors manage sick children

· Very sick children stabilised and transported to district hospital 

· Sick Newborn Care Unit (SNCU) at district level: 

· 24X7 care by team of medical officers/trained nurse, led by a specialist.

· Three trained CHWs given six months’ postings by rotation. They are community supplied para-nurses who go back to work in the community. 

· Supported by neonatal unit of teaching hospital.

This was helpful in development of referral support institutional care for all sick children with little additional cost.
4. Management of the sick/severe malnourished children: Guna—Shivpuri Bal Shakti Yojana model

· Identification of Grade 3 and 4 malnutrition by ICDS through intensive camp method

· Transportation to nutrition rehabilitation centre (NRC) with family

· Admission to paediatric ward if very sick, and then discharge to NRC for minimum of 15 days

· Discharge to ICDS follow-up

· At the NRC 

· Concerted feeding and medical care

· Nutrition counselling and training of family members

· Discharge only after weight gain established

· Discharged with calorie-dense ready-to-eat foods for a few months

Convergence with ICDS, Mahatma Gandhi National Rural Employment Guarantee Act (NREGA), Sarva Shiksha Abhiyan (SSA)


Step 4

Tell participants that the key is to combine community approaches with facility approaches, using a comprehensive strategy, and create synergies for public health action. Also, while planning for child health, we should focus on especially vulnerable children affected by disasters, HIV and AIDS, regional strife, etc. 
Activity 2: Situational Analysis, Goal Setting, and Strategising on Child Health 
Step 1
Tell participants that the district teams will undertake situational analysis on child health issues and then will set objectives, indicators, strategic intervention areas, and monitoring indicators based on the data and situational analyses.

Give the district teams about one and a half to two hours to discuss and prepare their presentations. Ask the groups to work on the following 10 steps of planning:
	1. 
	What is the goal, or to what goal(s) does this programme area relate?
	6. 
	What is the impact indicator?

	2. 
	Define the programme objectives/outcomes.
	7. 
	What are the outcome indicators?

	3. 
	Define the strategies to be adopted.
	8. 
	What are the output indicators?

	4. 
	Define the activities/processes.
	9. 
	What are the process indicators?

	5. 
	Define the inputs needed.
	10. 
	What would be the input indicators?


Step 2

Invite each district team in turn to present its plan on child health to the larger group. After each presentation, ask other facilitators and participants to give their input and suggestions. The district teams then may incorporate the suggestions/inputs in this chapter of DHAP.

Session 9: Family Planning

	Learning

Objectives
	By the end of the session, participants will be able to
· Identify district-specific issues affecting family planning

· Apply SWOT to identify the strengths, weaknesses, opportunities, and threats before them when planning for and addressing the FP issues in their districts

· Identify and list district-specific objectives, strategic interventions, and activities to address issues related to family planning and population stabilisation

	Materials
	Flipcharts, marker pens, whiteboard, LCD projector, laptop for each district team

	Methodology
	Presentation, group work, discussion

	Duration
	3 hours


Activity 1: Family Planning—Issues and Strategic Directions
Step 1

Make a PPT presentation and initiate a discussion on FP issues and the population of India and the state. Highlight the following points:
· Population of India and the state

· Current status of fertility and mortality in the state

· State-/district-specific contraceptive use and method mix

· Challenges and barriers 
· Opportunities

· Benefits of family planning
· FP interventions
· Government of India (GOI) road map for addressing FP issues

· Responsibilities of states and districts in promoting family planning and action required at state/district levels
While discussing population stabilisation, mention that there is still a high percentage of non-users of FP methods, and female sterilisations are done only after women have had three to four children. If the spacing methods are promoted at the right time, only then would these have an impact on population stabilisation. Discuss the very low percentage of male sterilisations and the reasons behind them. Explain to participants the relationship between CPR, total fertility rate (TFR), and other proximate determinants. Tell participants that in order to achieve replacement level fertility or to bring down the current TFR, the CPR needs to be increased accordingly, using the right method mix. 
Include the following information in the presentation/discussion:
	· India’s population has almost doubled, from 0.7 billion to 1.2 billion, in just 30 years (1981 to 2011). The number of people added each decade continues to grow. Each year, the population grows by the size of Australia’s population (21 million).

· Give state-/district-specific data on fertility and mortality (fertility rate/crude birth rate/higher-order births and crude death rate)
Contraceptive use and method mix (give state-/district-specific data on use of modern spacing methods, sterilisation, unmet need)
Challenges and barriers (replace with state-/district-specific data)
· Mean age at marriage has an effect on MMR and IMR
· Early marriages and early motherhood

· Strong preference for sons

Opportunities (replace with state specific data)
· Couples want fewer children—desired fertility of couples in India is 1.9 but TFR is 2.7, revealing that unmet need remains high

Benefits of family planning
· Stabilises population 

· Reduces maternal mortality 

· Reduces infant and child mortality

· Frees scarce and vital resources for equitable distribution among the people

· Leads to economic uplift of the people

· Improves the quality of life

· Leads to all-round progress of the state and the country as a whole 

Family planning interventions
· Based on felt needs of the community 

· Target free 

· Children by choice and not chance

· Equal emphasis on both limiting and spacing methods

· Expected level of achievements—scientific and statistically significant procedure being formulated for calculating state-wide performance level based on unmet need

 GOI road map

· Addressing unmet need for contraception through ensured delivery of FP services—(fixed-day service round the year, periodic camps)

· Developing skilled manpower (NSV, Minilap, laparoscopy)

· Increasing male participation through intensive promotion of NSV

· Promotion of intrauterine devices (IUDs) as a short- and long-term spacing method (augmenting service providers trained in IUDs; introducing social marketing/social franchising for IUDs)

· Promotion of emergency contraceptive pills (ECPs) (dissemination through contraceptive updates, allowing advertisement by private sector)

· Ensuring quality care in FP services (manual on standards, quality assurance, quality assurance committee (QAC))

· Revised compensation scheme

· FP insurance scheme

· Increasing basket of choices (once-a-week pills, injectables, implants)
· Promoting contraception through increased advocacy

Responsibilities of states/districts

· Increase number of service centres 

· Ensure availability of services 

· Ensure accessibility of services 

· Ensure affordability of services 


(Upgrading of DHs, FRUs, CHCs, PHCs, and SCs under NRHM)

· Accreditation of PPPs
· Regular fixed-day service year round
· DH: on demand (daily/weekly)

· FRU/CHC: weekly/fortnightly/monthly 

· PHC: monthly/bimonthly (tubectomy only if OT available)

· SC: IUD/ECP (on demand)




· Tubectomy: Wednesday (optional)

· Vasectomy: Saturday (optional) 

· Ensure at least

· One NSV surgeon per PHC (ultimate aim) 

· One tubectomy surgeon per PHC (ultimate aim)

· One IUD provider per SC (ultimate aim)

· Effect manpower rationalisation 
· Manpower planning (based on expected level of achievement)

· Manpower training 

· Manpower placement 

· Develop comprehensive training plan for 

· NSV 
· Minilap 

· Laproscopic tubectomy (LTT)
· IUD

· ECP

Action at state/district level

· Appoint nodal officer for family planning for planning, implementing, monitoring, supervision, and evaluation

· Constitute QAC at state level (10 members) 

· Constitute district QAC (DQAC) (9 members) 

· Accredit facilities (public/private/NGO)

· Empanelment of doctors (public/private/NGO)

· Half yearly/quarterly meetings of state/district QAC (with minutes)

· Orientation of chief medical officers (CMOs) on 

· National Family Planning Insurance Scheme 

· Compensation scheme (revised)

· Expected level of achievement—district wide—for limiting and spacing methods 

· Manpower development (district action plan) 

· NSV (MOs)

· Minilap/LTT (MOs)

· IUDs (MOs/staff nurses (SNs)/LHVs/ANMs)

· ECPs (MOs/SNs/LHVs/ANMs/ASHAs)

· Contraceptive updates

· District budget allocation and disbursement 
· Monthly review of FP performance with CMOs

Lay down benchmarks (performance indicators); also do the following: 
· Rank districts 

· Reward districts

· Reward CMOs (state award)

· Reward block-level MOs

· Reward grassroots-level workers 

· Recommend for national recognition


Activity 2: Situational Analysis, Goal Setting, and Strategising on Family Planning 

Step 1

Tell participants that the district teams now will undertake a situational analysis on family planning and then set objectives, indicators, strategic intervention areas, and monitoring indicators based on the data and situational analyses.

Give the district teams about one and a half to two hours to discuss and prepare their presentations. Ask the groups to work on the following 10 steps of planning:
	1. 
	What is the goal, or to what goal(s) does this programme area relate?
	6. 
	What is the impact indicator?

	2. 
	Define the programme objectives/outcomes.
	7. 
	What are the outcome indicators?

	3. 
	Define the strategies to be adopted.
	8. 
	What are the output indicators?

	4. 
	Define the activities/processes.
	9. 
	What are the process indicators?

	5. 
	Define the inputs needed.
	10. 
	What would be the input indicators?


Step 2
Invite each district team in turn to present its plan on family planning and population stabilisation to the larger group. After each presentation, ask other facilitators and participants to give their inputs and suggestions. The district teams then may incorporate the suggestions/inputs in this chapter of DHAP.

Session 10: National Health Programmes

	Learning

Objectives
	By the end of the session, participants will be able to
· Know the issues around different prevalent diseases and their control 

programmes
· Apply SWOT to identify the strengths, weaknesses, opportunities, and threats before them when planning and addressing issues concerning national health programmes in their districts

· Identify and list district specific objectives, strategic 

interventions, and activities to address issues related to 

national health programmes 

	Materials
	Flipchart, marker pens, whiteboard, LCD projector, laptop for each district team

	Methodology
	Presentation, group work, discussion

	Duration
	3 hours, 30 minutes


Activity 1: National Health Programmes—Issues and Strategic Directions
Step 1

Tell participants that, Under Part-D of NRHM, disease control programmes must be planned and implemented. This includes many national disease control programmes, such as the following: 
· RNTCP

· NLEP

· NVBDCP

· NPCB

· National Iodine Deficiency Disorders Control Programme (NIDDCP) 
· National Programme for Prevention and Control of Deafness (NPPCD)

· National Tobacco Control Programme (NTCP)

· National Cancer Control Programme (NCCP)

· Non-communicable Diseases (NCDs)

Make a presentation on the national health programmes and include the following information:
· Current status of the diseases (covered under national health programmes) at the national and state levels; and
· Goal, features, strategies, and strategic interventions related to each national health programme.

Also give special emphasis on IDD by providing the necessary information to participants. 
	 RNTCP
· Situation at the national level

· 3.8 million bacillary cases in 2000 (about 40%)

· 1.7 million new smear-positive cases

· 330,000 deaths due to tuberculosis (TB) each year

· More than 1,000 deaths a day

· Two deaths every three minutes (Gopi et al., 2005)

· Give state-specific data for TB (no. of cases, success rate in detection and treatment 
Goal and features of RNTCP

· Goals

· To cure at least 85% of new smear-positive cases of TB
· To detect at least 70% of sputum-positive cases after reaching 85% cure rate

· Strategy 
· Directly Observed Treatment with Short Course (DOTS)

· Strategic interventions
· Case detection

· Adequate drug supply

· Short-course chemotherapy given under direct supervision

· Systematic monitoring and accountability 

· Political will and advocacy

· System rather than patient accountable for drug compliance 

NCCP
· Status at the national level 

· 8–9 lakh cases every year

· 25 lakh cases at any given point of time

· 4 lakh deaths a year

· 40% are related to tobacco use

·  Goals

· Primary prevention by health education

· Secondary prevention (i.e., early detection and diagnosis)
· Strengthening of existing cancer treatment facilities 

· Palliative care in terminal stage of the cancer

NLEP

· Status at the national level

· 0.87 lakh leprosy cases (as of April 2010, MoHFW)

· Prevalence rate of 0.71/10,000 population

· 32 states/Union Territories (UTs) achieved level of elimination (PR <1)

· Give state-specific data for leprosy 

· Strategies

· Decentralisation of NLEP to states and districts

· Integration of services with general healthcare system (GHS)

· Early diagnosis and prompt multidrug therapy (MDT) through both routine and special efforts

· Information, education, and communication (IEC) using local and mass media for reduction of stigma and discrimination

· Prevention of disability and medical rehabilitation

· Monitoring and periodic evaluation

· Intersectoral collaboration

NVBDCP

· Give state-specific data for
· Malaria

· Dengue

· Leishmaniasis (Kala Azar) 

· Japanese Encephalitis
· Strategies for Filariasis

· National goal 
· Aims at elimination of lymphatic filariasis by 2015.

· Strategies

· Recurrent anti-larval measures at weekly intervals.

· Environmental methods, including source reduction by filling ditches, pits, low lying areas, de-weeding, de-silting, etc.

· Biological control of mosquito breeding through larvivorous fish.

· Anti-parasitic measures through “detection”' and “treatment” of microfilaria carriers and diseased persons with diethylcarbamazine citrate (DEC) by filaria clinics in towns covered by the programme.

· Strategies for Dengue

· Personal prophylactic measures

· Biological control

· Chemical control

· Environmental management and source reduction methods

· Health education

· Community participation

· Strategies for Kala Azar

· Goal: Elimination by 2010
· Strategies

· Vector control through indoor residual spraying (IRS) with DDT up to 6 feet in height from the ground, twice annually

· Early diagnosis and complete treatment 

· IEC
· Capacity building 

National AIDS Control Programme (NACP)
· Current status
· National adult HIV prevalence: 0.36%—2.5 million people living with HIV and AIDS (NACO, 2006) 

· Give state-specific data on HIV prevalence
· Strategies
· Targeted interventions

· Prevention interventions for the general population

· STIs
· Mainstreaming HIV for multisectoral responses

· Condom promotion

· Blood safety

· Care, support, and treatment
· Strategic information management

· Monitoring and evaluation (M&E)
NPCB

· Status 

· National prevalence of blindness is 1% (2006–07)

· National prevalence of childhood blindness/low vision is 0.80/1,000 

· Goal

· Reduce prevalence from 1.4% to 0.3%

· Strategies

· Reduce backlog of blindness through identification and treatment of the blind

· Develop an eye care facility in each district

· Develop human resources for providing eye care services

· Improve quality of service delivery

· Secure participation of voluntary organisations in eye care

NIDDCP
· Status

· 200 million people in India at risk of IDD (Indian Council of Medical Research (ICMR), 2006)

· Give state-specific data on IDD
·  Strategies
· Fortify salt with iron and iodine 

· Ensuring availability of iodised salt

· Awareness generation to increase consumption level by up to 90%

· Iodine monitoring through lab

· Manpower training

· Mass communication

· Intersectoral convergence with Departments of WCD and Education

Strategic Directions

· Encourage a holistic approach to health that encompasses preventive, promotive, and curative care and services

· Educate communities and service providers on healthy lifestyles (including proper exercise and diet)

· Increase focus on screening and early detection 

· Increase access to treatment—Adequate coverage and quality health services at the facility and community levels
· Support for long-term care 

· Home-based or institutional care

· Involve Indian Systems of Medicine (ISM) practitioners in implementation of national health programmes 
· Capacity building, better supervision and monitoring mechanisms

· Robust and integrated disease surveillance


Activity 2: District-specific Situational Analysis, Goal Setting, and Strategising for National Health Programmes 

Step 1
Tell participants that the district teams now will undertake a situational analysis on national health programmes and then will set objectives, indicators, strategic intervention areas, and monitoring indicators based on the data and situational analyses.

Give the district teams about one hour to discuss and prepare their presentations. Ask the groups to work on the following 10 steps of planning:
	1. 
	What is the goal, or to what goal(s) does this programme area relate?
	6. 
	What is the impact indicator?

	2. 
	Define the programme objectives/outcomes.
	7. 
	What are the outcome indicators?

	3. 
	Define the strategies to be adopted.
	8. 
	What are the output indicators?

	4. 
	Define the activities/processes.
	9. 
	What are the process indicators?

	5. 
	Define the inputs needed.
	10. 
	What would be the input indicators?


Step 2

Invite each district team in turn to share its presentation. After each presentation, ask other facilitators and participants to give their input and suggestions. The district teams then may incorporate the suggestions/input in this chapter of DHAP.

Session 11: Fostering Intersectoral Convergence in District Health Action Plans
	Learning

Objectives
	By the end of the session, participants will know

· Areas of intersectoral convergence with other departments
· How to prepare a health action plan to address issues and challenges regarding better intersectoral convergence

	Materials
	Flipcharts, marker pens, whiteboard, LCD projector

	Methodology
	Presentation, discussion

	Duration
	1 hour, 30 minutes


Activity 1: Intersectoral Convergence for Improved Health Planning and Implementation
Step 1

Start the session by saying: “If we have to impact health, health programmes alone will not help. All programmes work towards serving and benefiting the community. Synergy among all departments is important to bring about results. In this session, we will discuss intersectoral convergence for improved health planning and implementation.”

Make an interactive presentation for a discussion with the participants about fostering intersectoral convergence in DHAPs. Be sure to actively engage the representatives from other departments—WCD, Education, PRI, Water and Sanitation, etc.

Discuss the following with the participants:
· Meaning of intersectoral convergence 
· Benefits of intersectoral convergence

· Departments with which convergence can be envisaged 
· What is needed for convergence
· Areas of convergence with different departments

· Synergy between ANM, ASHA, AWW, etc. 
Include the following information:
	Current status of health and nutrition in the state
(include state-specific data on the following):
· Literacy rate;
· Safe drinking water;
· Nutrition;
· Health and nutrition status of children in terms of wasting, stunting, anaemia, malnourishment, etc.; and
· Health and nutrition status of women, body mass index (BMI) and anaemia among pregnant women.

Intersectoral convergence
· Convergence, when used in the context of health planning, means the coming together of different programmes, plans, and departments for a single goal. 

· Convergence facilitates the coming together of different entities to work together for efficient service delivery.

Benefits 
· Saves time
· Helps build rapport

· Increases efficiency

· Reduces workload

· Facilitates sharing of ideas

· Leads to improved health status of the community

Intersectoral convergence envisaged with

· WCD
· Department of Water and Sanitation

· Department of Education 

· NPCB
· Panchayati Raj Institutions

What is needed for convergence?

· Leadership and willingness

· Policies 

· Sharing common visions and perspective

· Defining roles and responsibilities 

· Identifying strategies and activities

· Joint monitoring 

· Taking remedial measures in case of coordination-related issues 

Areas of convergence between WCD and Health Department
· Women’s and child health
· Mobilisation of women, adolescents, and children; provision of quality health education at the village level. 

· Women’s empowerment, gender and equity 

· Involving women’s groups (in areas such as prevention of early child marriages, prenatal diagnostic techniques (PNDT), awareness and action against girl child elimination, domestic violence).

· Nutrition and health
· BCC strategies; IEC materials and messages; operational strategies for joint planning at the village, block, and district levels.

Common issues between Health Department and WCD
· Addressing 

· Low birth weight

· IMR, high morbidity, and under-nutrition during infancy

· Under-five mortality rates and high under-nutrition rates

· Anaemia
· Ensure universal access to iodised salt

· Tackle over-nutrition and disease risks

Synergy between ANMs, ASHAs, and AWWs
· Safe abortion service 
· AWWs and ASHAs may help in safe abortion services

· ANMs can refer to facilities for medical termination of pregnancy (MTP) and contraception

· Antenatal care
· ANMs provide ANC

· AWWs provide food supplements to pregnant women

· Convergence on VHNDs
· ANMs and ASHAs can bring all pregnant women to Anganwadi Centre (AWC) and weigh them

· Decision regarding place of delivery 

· ASHAs can help women to access emergency care for complications during delivery

· Identify low birth weight babies and refer them to CHC

· ASHAs and PRIs can facilitate emergency referral for neonates

· Declining sex ratios
· Counsel women who have two or more girls

· AWWs/ASHAs/local women persuade women to have institutional delivery to reduce female infanticide

· Low birth weight
· AWWs to report all births 

· Weigh all neonates delivered at home 

· Refer those weighing less than 2.2 kgs to a facility having a paediatrician

Possible areas of convergence with Water and Sanitation Department

· Improving access, coverage, quality of safe water (Swajaldhara)

· Total Sanitation Campaign: construction of toilets, community sanitation complexes, school sanitation and hygiene education, rural sanitary marts 

· Role of VHSCs in planning, implementation, and monitoring of activities and creating demand for services 

How can PRIs be engaged?

· Monitoring and supervision of services related to health (and functionaries) 
· Sensitisation to and orientation on women and reproductive health issues, child health issues, family planning, gender, etc.

· Responsible for selection of ASHAs

· Guiding the VHSCs

Convergence with Education Department

· Inclusion of education materials for formal and non-formal education

· Involvement of various agencies and all Zila Saksharata Samitis in IEC activities 

· Involving school teachers, health workers, and children with awareness programmes


Step 2

After the presentation, facilitate an open discussion among all the participants and representatives from various departments (ICDS, PRI, Education, NGOs, etc.) and ask the following:
· What can we jointly plan and implement to improve the status of people in our state?

· How can we converge in a real and long-term manner?

Encourage them to give their input and suggestions on fostering intersectoral convergence and how to overcome the constraints. 
Also bring up the following points:
· Local problems must find local solutions. That requires certain processes, however—a platform is required, allowing representatives from different departments to sit together, discuss the issues, and make plans. Build a link to the ‘Hare and Tortoise’ story presented on the first day of the workshop.

End the session by reminding the district teams that they will have to keep these suggestions/inputs in mind while developing this chapter of DHAP.
Session 12: Drafting the District Health Action Plan
	Learning

Objectives
	By the end of the session, participants will: 
· Be familiar with the different templates that can be used 
in DHAP 
· Draft District Health Action Plan the DHAP (Year)

	Materials
	Flipcharts, marker pens, whiteboard, laptops for each district team, LCD projector

	Methodology
	Group work, presentation, discussion

	Duration
	 12–14 hours


Activity 1: Templates for Developing DHAPS

Step 1

Share the templates (given below) used in model DHAPs from other states (Template 1). 
Tell participants the following: 

· They may choose any of the templates, make changes in them, or even think of a new one, for developing their DHAPs.
· For the purpose of monitoring, it is essential to choose only a few of the crucial indicators that are required, measurable, and specific. For this purpose, participants have to prepare a logical framework analysis in the given format (see Template 3).
Suggestive Templates for DHAP
Template 1

	Untied funds to Sub-centres

	Situation Analysis
	Primary/ Secondary data: No. of sub-centres (of District)

Previous year’s progress so far:

Constraints observed:



	Objectives 
	To provide basic health services to the community

· ANC

· PNC

· Safe Deliveries

· Referral transport

	Strategies & Activities
	Providing enabling/quality facilities to patients & their families

	Budget
	Previous balance (in Rs.) 


	Proposed (Year) 
	Utilisation Certificate Submitted

(Yes/No)

	
	
	
	

	
	
	
	


	Maternal Health

	Situation Analysis
	1. Status data (Primary & Secondary):

2. Institutional deliveries……..

· ANC coverage………

· Domiciliary delivery (SBA)…

· Anaemia…………

· Inj. TT……….

· Multi-skilling……….. (EmOC training)

· …………. (Anaesthetic training)

· ………….. 
3. Progress so far:

4. Constraints:

5. Learnings:



	Indicators

	Objectives
	Increase institutional deliveries from

……….…. % to ……….…. % by (Year) 
	% Full ANC 
% Institutional 

 deliveries

	Strategies & Activities
	1. JSY

2. SBA training.

3. ………

4. ………

	Budget
	Activities/ Item
	Unit Cost
	No. reqd.
	Proposed (2012–13)
	Utilisation Certificate Submitted

(Yes/No)

	1.


	
	
	
	
	

	2.
	
	
	
	
	


Template 2

	Family Planning

	Logical Framework

	S.N.
	Goal
	S.L.
	Impact Indicators

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	S.N.
	Objectives
	S.N.
	Outcome Indicators
	S.N.
	Strategy
	S.N.
	Output Indicators

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	S.N.
	Strategy
	Gaps
	Activities
	Unit Cost
	Total

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Template 3–Table of Indicators for Monitoring and Evaluation
	 Log Frame Analysis of all Vertical Health Programmes

	Objectives
	Strategy
	Activities
	Objectively Verifiable Indicators (OVI)
	Means/Source of Verification

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Activity 2: Drafting the District Health Action Plan

Step 1
On the fourth day, the district teams will work on the preparation of the DHAP for the entire day (working on all of the chapters), with guidance and support from facilitators/other experts. 
Tell participants that they will be preparing the first draft of the DHAP for their districts. Each district team will put together all of the work it has done during previous sessions and prepare the first draft of the DHAP for next year. While the teams are preparing their first draft of the DHAP, they will be guided and supported by the resource persons/facilitators. 

Step 2

Begin the fifth day with the presentation of the first draft of the DHAPs by each district team. The resource persons/facilitators/other participants will give their feedback/suggestions for improving the first draft. Ask the teams to get back into their respective groups and incorporate the suggestions given during the presentations. 
Step 3
Towards the end of the fifth day, in the presence of CMOs of the districts and facilitators, invite the district teams to present their DHAPs. Request the CMOs and experts, as well as other participants, to give their input for later incorporation by the district teams.
At the end of the session, ask participants to prepare the rest of the DHAP (areas not covered in the workshop, such as Part B of NRHM) after going back to their respective districts, share it with other stakeholders in a district level workshop, and finalise the draft DHAPs after consolidating inputs and getting the approvals from their respective authorities to send the DHAP to the state.
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Annexure 1

Formats for data collection
Annexure 2

Draft letter to districts to get block-level strategies 

Subject: Getting feedback from Block PHCs towards developing needs-based and evidence-based district health action plans (Year)

As you know, the Department of Health and Family Welfare will begin developing the annual program implementation plan and district action plans in the coming months. As you know, your districts have significant progress to make toward meeting the goals set forth. The table below presents key indicators of your districts, which highlights that the districts are lagging behind on several key indicators. 

Table 1: Status of key health indicators vis-à-vis the state

	Indicators
	State 
	District 1
	District 2
	District 3
	District 4
	District 5
	District 6

	Total Population (Census, 2011)
	
	
	
	
	
	
	

	Decadal Growth Rate (Census, 2011)
	
	
	
	
	
	
	

	Sex Ratios (Census, 2011)

Child Sex Ratios (0-4yrs), (AHS,2010-11)
	
	
	
	
	
	
	

	Infant Mortality Rate (AHS, 2010-11)
	
	
	
	
	
	
	

	Neonatal Mortality Rate (2010-11) (AHS, 2010-11)
	
	
	
	
	
	
	

	Under Five Mortality (AHS,2010-2011)
	
	
	
	
	
	
	

	Per cent of Children Fully Immunised (DLHS, 2007-08) 
	
	
	
	
	
	
	

	Contraceptive Prevalence Rate (DLHS, 2007-08)
	
	
	
	
	
	
	

	Total Unmet Need (DLHS, 2007-08)
	
	
	
	
	
	
	

	Per cent of Women who Received Complete ANC (DLHS, 2007-08)
	
	
	
	
	
	
	

	Percentage of Institutional Deliveries (DLHS, 2007-08)
	
	
	
	
	
	
	

	Maternal Mortality Ratio
	
	
	
	
	
	
	


· To improve the current situation in your districts, we will need to plan and implement strategies and activities relevant for each district. 

· Please contact your Medical Officers at the block level and ask them to provide the following information. To provide this information, they should consult with their staff at the facility and in the field. 

· Prioritise five major health areas in your block (Refer to table on page 2)

· Key issues and concerns relevant to your block

· Feasible solutions/strategies/activities for each of the priority areas listed 

· The Districts Programme Manager should compile this information from each block 

· The compiled information has to be sent through email to following:

· ……….. (Give name and email address)

· ………..(Give name and email address)

· All district information should reach by ………………(mention date/month/year)

Suggestive list for health and other priority areas 

	
	Areas
	Possible Solutions/Strategies for Priority Areas

	A
	Maternal Health 
	

	1
	ANC
	

	2
	Institutional deliveries
	

	3
	Maternal deaths
	

	4
	Others please list
	

	B 
	Child Health
	

	1
	Immunisation
	

	2
	Neonatal deaths
	

	3
	Infant deaths
	

	4
	Others please list
	

	C
	Family Planning
	

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	D
	Other Diseases/Locally Endemic Diseases/ NCD
	

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	E
	Human Resource
	

	
	
	

	
	
	

	F
	Infrastructure 
	

	
	
	

	
	
	

	G
	Logistics and Supplies
	

	
	
	

	
	Any Other (specify)
	

	
	
	

	
	
	


Annexure 3
Powerpoint presentations
Available Presentations

· Child Health

· Convergence

· Data Analysis

· Family Planning

· Logical Framework

· Maternal Health

· National Programs

· Next Steps

· Strategic Health Action Planning 

· SWOT

Annexure 4
Format for presentation by districts

Status of the Population, RCH and FP Indicators in the District—a Review 

Women, Maternal and Child Health Performance in the District 
· Women’s health: Current status and issues
· Age at marriage

· MMR

· Women receiving three ANC check-ups
· Women who received ANC during the first trimester of pregnancy
· Institutional deliveries 
· Child health: Current status and issues
· IMR in rural and urban areas

· Immunisation coverage

· Fertility and mortality indicators 
· Total fertility rate 
· Crude birth rate 
· Overall crude death rate 
· Contraceptive use
· Per cent of married women of reproductive age using modern contraceptives
· Unmet need for contraception

· Priority blocks in the district

· Key indicators in the district vis-à-vis the state 
· Overall sex ratio
· Child sex ratios 

· Maternal health indicators—maternal deaths and MMR

· Per cent of women who received complete ANC

· Institutional deliveries

· Neonatal and infant death indicators—IMR, neonatal mortality rate, under-five mortality rate

· Contraceptive use—CPR, number of higher order births, number of couples requiring FP services/unmet need for family planning (spacing), method mix 

· Areas of concern

Annexure 5
Additional Reading for Facilitators

Strategic Planning
· Strategic planning is the decision-making process, formulation of strategies, acquiring and allocation of resources, and use of strategic control to ensure that the plans are carried out and goals and objectives are achieved. 

· A strategic plan does the following:
· Builds on past successes

· Addresses gaps
· Sustains and enhances strengths 

· Minimises/overcomes weaknesses 

· Addresses threats
· Better utilises opportunities 

· Helps build teamwork and expertise—strategic planning requires an active participation of both external and internal stakeholders at all levels

· Creates ownership of programme—common vision and focus, with mutually agreed-upon goals and strategies

Benefits of Strategic Planning 

· Helps in prioritising and addressing health problems;
· Enforces future thinking, highlights new opportunities, and helps in identifying threats and refocusing on the goals;
· Focuses on the most critical issues and helps to resolve interrelated set of issues;
· Helps to stimulate thinking about reducing barriers;
· Helps relate input to output and supports the maximum benefit from available resources;
· Helps build teamwork and expertise—strategic planning requires an active participation of both external and internal stakeholders at all levels;
· Makes the district capable of influencing stakeholders and the environment rather than being influenced by the environmental changes;
· Assists in establishing an evaluation plan to measure success—part of strategic planning is tracking objectives and treating them as indicators of success;
· Helps in coping with changing scenarios; and
· Stimulates thinking out of the box within the available resources.
Strategic Planning Process

Strategic planning is a dynamic, ongoing, continuous, and iterative process. Strategic planning involves the following steps:

1. Conducting data and situation analyses to understand the current situation, achievements, gaps, barriers, strengths, weaknesses, threats, and opportunities, what worked and what did not work, and prioritising the areas concerned.

2. Reviewing/formulating goals and objectives.
3. Developing a comprehensive and feasible strategy for achieving the goals/objectives.

4. Identifying the interventions/suitable activities for implementing the strategies. 

5. Writing the action plan and including a budget and a plan for monitoring and evaluation. 

Important Distinctions
· The goal says what we want to accomplish in a broad way. 
· Objectives at this level provide a set of indicators that support our goals. 

· Data and situation analyses helps us better understand what we have achieved, what could not be achieved, and why.
· The information we develop at this level helps determine our strategy; in other words, it tells us what direction we need to take to help achieve the goal.

· Strategic interventions are the activities that we undertake that fit into the strategy. The objectives help us quantify what we need to do and how to track our progress. 

· Finally, we need a monitoring and evaluation plan that really helps us to track our progress. The objectives tell us what we need to do, but our monitoring and evaluation plan tells us whether or not we have done/achieved it yet.
In simple terms, strategic planning means the following:
· Where are we—determined by data and situation analyses.
· Where we want to be—determined by identifying a goal and key objectives.
· How we get there—determined through strategies.
· The strategy needs to be comprehensive, so we may have a number of interventions to implement the strategy. 

· How we measure our progress is determined through establishing an M&E process that reviews programme outcomes, budgets, and reporting systems against set objectives. 

Monitoring and Evaluation 

· M&E are essential components of good programme management at all levels—state, district, and block. M&E are essential to improve the effectiveness of health service delivery. These processes cover assessment of programme inputs, activities, outputs, outcomes, and impacts. Together, these activities help answer key questions about any programme and policies and also help assess progress, improve programming, and plan for future programme needs.

· Monitoring

· Is the systematic collection and analysis of information as a project/programme progresses;
· Is aimed at improving the efficiency and effectiveness of a project/programme;
· Is based on targets set and activities planned during the planning phases of work;
· Assesses the progress on a day-to-day basis and thus helps to keep the work on track, and can let the management know when things are going wrong;
· Helps management determine whether the resources available are sufficient and are being well used, whether the capacity available is sufficient and appropriate, and whether the programme is doing what was planned; and
· Provides a useful base for evaluation.
· Evaluation

· Is the comparison of actual impacts against the agreed strategic plans—it looks at what you set out to do, what you have accomplished, and how you accomplished it;
· Can be formative, with the intention of improving the strategy or way of functioning of the health services; also called concurrent evaluation; and
· Can also be summative, drawing learnings from a completed programme.

· M&E are geared towards learning from what you are doing and how you are doing it, by focusing on the following:

· Efficiency

· Effectiveness

· Impact

Efficiency tells you that the input into the work is appropriate in terms of the output. This could be input in terms of money, time, staff, equipment, and so on.

Effectiveness is a measure of the extent to which a development programme achieves the specific objectives it has set. For example, we set out to improve the skills of birth attendants in a particular area―did we succeed?

Impact tells you whether or not the specific objectives you addressed made any difference to the main goals you were trying to address. In other words, was the strategy successful? Did ensuring that ANMs were better skilled improve the institutional delivery rate in the PHCs? Did this, in turn, lead to reduced maternal deaths?

Budgeting 
· Budgeting is the process of drawing up the resources that would be used in doing a programme, usually in monetary terms. The purpose is to plan for expenditure and raise the necessary resources before the start of the programme. 

· Steps in budgeting
1. Identify the activity being costed, and its purpose

2. Identify all resources used in carrying out the project, and whether they are recurrent or capital, by the year

3. Translate the resources into money

4. Add possible contingencies
5. Add institutional overheads, if needed

6. Adjust for inflation

7. Ensure priorities—equity and regional considerations

8. Finalise the spending plan (plan for expenditure—when to spend on what)

· After identifying the main activity, the supporting activities also must be identified and costed. Examples of supporting activity are the preparatory work that goes into initiating it, the costs of monitoring it, documenting it, etc. Thus, if we are costing SBA training for ANMs, other than the costs of training the ANMs, we must cost the preparation of training materials, the planning workshop, the cost of training of trainers, evaluating each training session, etc.

· While preparing the budget, ensure whether allocation between different components and regions are based on desirable norms. These norms may be fixed by the source of funding or may be local district-level decisions. It is desirable for the district to evolve such norms, and the budget will have to be adjusted to meet these criteria. 

Data Analysis

The points given below can help in interpretation of data and doing gap analysis.

· District Profile

· One important task in situational analysis is analysing how the district is placed in comparison to the state. 
· For this, you need to assess the profile of the district in terms of its background characteristics, health facilities (both public and private), key human resources availability, the functionality of health facilities, logistics, coverage of ICDS programmes, availability of elected representatives of PRIs, and presence of NGOs and community-based organisations (CBOs) in the area. 

· A profile of the district helps you to understand the district better and also identify the constraints, particularly in terms of size of villages, access to villages, etc. For instance, economic classification of workers helps you to understand the size of disadvantaged groups so as to better focus on issues of equity. 

· Also highlight and assess the specific requirements of the district—area-specific concerns such as landslides, earthquakes, floods, and water shortages.

Salient findings should be interpreted in terms of following key highlights:

· Specific urban health projects may be formulated based on the relevant guidelines only for those cities/urban areas having populations of one lakh or more.

· Population—rural/urban composition—for urban areas of the district with a population up to 1 lakh, consider the formulation of an urban health sub-plan in case there is a substantial poor urban population showing adverse health indicators. Similarly, a district may consider planning for interventions to enhance access in tribal blocks.

· Identify blocks with a higher proportion of small villages and poor road connectivity. This will have implications for designing outreach service delivery interventions.

· Sex ratio—it is important to assess the child sex ratio and plan interventions for effective implementation of the Pre-conception and Pre-natal Diagnostic Techniques (PCPNDT) Act as well as advocacy.
· Distribution of Anganwadi Centres.
· Literacy—male to female—will help in designing appropriate communication activities using more visuals than written text (with special emphasis on female literacy).
· Availability of civic amenities, such as safe water supply and sanitary latrines—this information will help in planning for interventions with support from concerned line departments to increase access to safe water and sanitary latrines.

Public health facilities and functionality of facilities 

Availability of health facilities and human resources are essential prerequisites to ensure health services. It is important to know the different types of public health institutions in the district and how many actually are functional in terms of availability of critical staff positions—this will help in getting a realistic picture of centres able to provide services. Do the analysis in terms of the following:
· Percentage of facilities that are functional—analyse by categories.
· Based on the spatial distribution of facilities and availability of staff, identify institutions that could be strengthened, on a priority basis, for providing services (L1, L2, and L3 facilities). Consideration could be given to such issues as road connectivity with such institutions and the population to which it caters. This will also help in identifying blocks that need additional inputs for making services available to the community, or where demand-side interventions such as ASHAs will be needed on a priority basis.

· Functionality of a facility—as staff transfers are frequent and non-availability of critical staff, such as specialists at FRUs or ANMs at SCs, result in serious disruption in services, the analysis should identify such recurrent problems.

Logistics

The existing situation of logistics management practices must be captured. This is essential because several studies have pointed out that poor storage practices result in high wastage of commodities. Even though training on logistics management has been done, this seems to be a neglected area, and the mechanism operating at present is more of a push system rather than one that responds to local needs (a pull system using stock status data). Streamlined logistics systems can help provide medicines, contraceptives, vaccines, and other consumables to service providers in adequate quantities at the right time and place and also help reduce wastage. Try to find answers to the following questions: 

· Are there stockouts of essential health commodities? Do health facilities resort routinely to emergency orders? Does the district have storage problems? Are supplies received from various national health programmes, RCH, and state resources stored separately, and are separate stock registers maintained? Is there a need to reorganise the logistics function in the district to streamline stock availability and storage of supplies?

Answers to these questions will give some indication of how the logistics system is functioning in your district. These vital supplies could be immunisation agents, condoms, IUDs, tubal rings, Vitamin A, oral rehydration solution (ORS), drug kits under RNTCP, sanitary napkins, etc. The description should highlight whether there is any pattern in the stockouts, i.e., in particular blocks, or supplies related to specific programmes. An assessment of indenting systems will be useful in understanding whether supplies are provided on the basis of pull or push factors. This will also let the programme managers assess time lag in indenting and actual supplies and adequacy of supplies reaching the peripheral facilities.
· District programme managers should assess the functioning of the reverse cold chain and the actions they take based on feedback reports of the vaccine quality. This could be a very sensitive indicator of the functionality of a cold-chain logistics system.

Training infrastructure 
Continuous capacity building of health personnel is one of the most important strategies envisaged in the NRHM and RCH II programmes. A number of training programmes have been suggested for the different programmes to equip providers with the knowledge and skills for delivery of services in adherence to standards of care. To carry out these trainings, a good training infrastructure, competent staff members at the training institutions, and necessary teaching aids are imperative. Information on training infrastructure needs to be collected by the district if any training institutions are in the district. These institutions could be ANM training centres, district training teams or centres, the regional training outfits from RFPTCs, divisional training centres, etc. Private sector nursing training institutions also should be considered in this analysis.

BCC infrastructure 
Another important cross-cutting support programmatic area is the BCC. It will be useful to assess the availability of resources to undertake demand-generation activities in the district? Analyse—did the district prepare a BCC plan in the past year? If yes, what BCC activities were planned and undertaken? In the absence of plan, find out what BCC activities were undertaken. Are there other institutions in the private sector available for conducting communication activities using modern or folk media?

Private health facilities and type of facilities 
· To increase access to healthcare services, there is a need to explore the presence of private sector facilities in your district. Furthermore, with the government seeking a PPP through its programme, it becomes even more important. Forging alliances through various means will enable you to address the problem of access. 

· The district may have some multispecialty nursing homes. It will be useful to have information on the maternity nursing homes so these centres can be contracted for services under JSY after accreditation. Similarly, surgical nursing homes could be accredited for providing clinical methods of family planning under PPP. 

· Solo practitioners can be important allies in enhancing access to services. In case your district is planning to have social franchising models for RCH services, programmatic interventions could be worked out accordingly. Social franchising through these solo practitioners could cover services under the package of Primary RCH services, voluntary counselling and testing centres (VCTCs), STI management, microscopy, and treatment centres under RNTCP. Private provider facilities may be used as training sites, if they show interest.

· Mainstreaming AYUSH is also one of the core strategies in the NRHM. Information about the availability and distribution of qualified AYUSH practitioners in the private sector also will help in developing programmatic interventions.

· Information on the availability of approved MTP centres in the private sector will help in developing PPP mechanisms for enhancing access to early and safe abortion services.

· NRHM optimally proposes to use services of a large pool of the diverse range of rural medical practitioners (RMPs) who practice in rural areas and urban slums. Capacity-building programmes should be developed after taking into consideration their core competencies and which healthcare needs can be serviced through these practitioners.
· The information collected can be used for forging linkages with the private sector. Depending on the motivation of the private provider for being a partner in the PPP mechanism, appropriate strategies and interventions could be planned on the basis of the facilities and expertise of an institution. 

Maternal health
This analysis of maternal health indicators will provide an overview of the utilisation pattern of maternal health services in the district―specifically, by comparing urban and rural areas, scheduled castes/scheduled tribes (SC/ST), and others. By analysing trends, you will get an idea of changes in the utilisation pattern over the reference period and what needs to be done to enhance the services. 

Examine performance on the following indicators:

Percentage of pregnant women who availed ANC services

· Complete ANC received

· Received at least one dose of Tetanus Toxoid (TT)
· Received sufficient quantity of iron and folic acid (IFA)
· Received ANC during the first trimester of pregnancy


Details on if the mother received complete ANC (had at least three or more ANC visits, at least one TT injection, and consumed 100 or more IFA tablets or three or more bottles of syrup), TT, and sufficient quantity of IFA tablets/syrup, and ANC during the first trimester. 
Analyse data on IFA, TT coverage and stock position, and information on trainings conducted, as well qualitative information on the BCC activities carried out on maternal and child health (MCH). 
Delivery—analyse the following indicators: 

· Percentage of early registration of pregnancy

· Percentage of institutional deliveries

· Percentage of safe deliveries

· Percentage of C-section deliveries

· Percentage of deliveries in government institutions

· Percentage of deliveries in private institutions

· Percentage of high-risk pregnancies

· Percentage of maternal deaths audited

· Maternal mortality

· Maternal death audit, especially verbal autopsies

Examine the differences and average annual increase/decrease in the indicators and also include information on logistics required for EmOC.

As a part of capacity-building activities, analyse details on the type of training programmes, as well as the number conducted and number planned, with respect to maternal health programmes.

Family planning
· Information on FP indicators should include the following: 
· Contraceptive prevalence rates (method specific) (from national or state surveys);
· Unmet need for family planning (national or state surveys); and
· Current users of family planning, based on annual new users for the past three years.
· The unmet need for family planning will help you estimate the potential users who need to be identified, counselled, and provided with the services of their choice. While analysing these indicators, also look into the reasons for discontinuation or non-use among current non-users, and highlight the major findings.

· Analyse information on service providers, equipment/facilities, logistics, and financial resources, including availability of service providers, equipment, functional operation theatre (OT), supplies and financial resources, out-of-stock situations, late arrival of new stock and improper distribution of available stock, and insufficient quantity of products, which can lead to enormous difficulties in provision of quality services. 

· Camp approach—information on camps conducted in a year and FP services provided would help to analyse the performance of the district. 
· Capacity building—training programmes conducted for staff to improve their capacities to plan and execute programmes, generate demand, and enhance technical skills also help to improve FP performance.

· Demand generation—demand generation forms an integral part of an FP programme. Analyse qualitative information on the type of BCC activities undertaken in the district to create demand for FP services, as well as details on what needs to be done. 

· Quality assurance in family planning—any sterilisation failures, deaths, and major complications requiring hospitalisations need to be reviewed―for instance, if there are too many failures occurring in a particular block, then you need to examine the reasons in terms of skills of surgeons providing services and quality issues and plan proper capacity-building interventions accordingly. 

Child health
The indicators of child health relate to the immunisation status of children (12–23 months), details pertaining to exclusive breastfeeding, prevalence of diarrhoea and ARI and, more important, their nutritional status in terms of Grade 3/4 malnutrition. 

Together, these indicators will provide the essence of the child health status in the district. While analysing immunisation status, also observe the dropout rate between doses and children who have not received any dose of the vaccine. 

From the programme perspective, it is important to know the percentage of children who have not received any childhood vaccine at all. Further, it is necessary to understand the breastfeeding practices in the community and, depending on that, a behavioural change strategy will have to be devised at the time of formulating the action plan. 

Examine the following child health indicators of the following:
· Full immunisation coverage rate (12–23 months);
· Bacillus Calmette-Guérin vaccine (BCG)—measles dropout rates (should be less than or equal to 15%), Diphtheria, Pertussis, and Tetanus vaccine (DPT1 to DPT3);
· Percentage of planned immunisation sessions held;
· Initiation of breastfeeding—colostrum, exclusive breastfeeding;
· Incidence of Grade 3/4 malnutrition (collect from ICDS);
· Vitamin A coverage, with two mega-doses each year of children 9–36 months;
· Prevalence of ARI—treatment-seeking behaviour; and
· Prevalence of diarrhoea—treatment-seeking behaviour, ORS use.
Analyse block-wide targets and achievements for child immunisation and information on drop-outs between DPT 1–3, Polio 1–3, and BCG–Measles. It would be useful to scan the proportion of planned immunisation sessions being held in the block and sector PHCs. If fewer than 80% of sessions are being held in a particular area, there is a need for additional inputs on providing immunisation services.

Other Issues 

· Logistics—stock position of all vaccines―BCG, DPT, Oral Polio Vaccine (OPV), Measles, and Vitamin A―for the period March 2010 to March 2011; 
· Capacity building—details of all training programmes conducted and to be conducted, and details on the type of training in the field of child health; 
· BCC activities—detailed information on the demand-generation activities conducted and planned in the district for the uptake of the child health programmes in the district; detailed qualitative information on what needs to be done for further improvement of services; and
· Infant death audits.
Information on RTI/STI—prevalence and treatment of RTI/STI

Information on the school health programme
Adolescent reproductive and sexual health—Information on activities being carried out in the district as part of this programme need to be collected from the district—sensitisation meetings, adolescent-friendly health services, trainings, and IEC/BCC activities for both school-going and non-schooling adolescents.
National health programmes—RNTCP, NVBDCP, NPCB, NLEP, and NIDDCP
· RNTCP—information on new TB cases, annual detection rates, conversion rates, DOTS, and TB deaths;
· NPCB—initiatives undertaken, such as screening of school children for refractive errors, cataract cases, cataract surgeries, screening camps organised, etc.;
· NIDDCP—information on persons suffering from IDD, details on persons consuming iodised salts, edible salt samples collected, negative samples, positive cases detected;
· NVBDCP 
· Malaria: information on annual parasitic cases (API), annual blood examination rates (ABER), slide positive rates (SPR), slide falciparum rates (SFR), slide collection rates, fever treatment depots (FTD) and drug distribution centres (DDC), patients receiving treatment for malaria, and deaths due to malaria; 
· Dengue/Chikunguya, Filaria;
· National Tobacco Control Programme—information on existing activities/programmes, including school health programmes; IEC/BCC, training of doctors, health and social workers; health melas (fairs); and health activities carried out by NGOs; tobacco cessation centres, if any; 
· National Programme for Prevention and Control of Deafness—information on children with hearing impairments, medical rehabilitation, capacity building for examination and treatment of hearing impairments and ailments at health facilities, supply of hearing equipment/aids, and IEC activities carried out; and 
· Capacity-building activities: information on all training programmes conducted in the district under various national health programmes—TB, malaria, leprosy, blindness control, NIDDCP programme, locally endemic diseases, tobacco control programme, and programme for control of deafness—separately for each of these programmes. 
Other interventions under NRHM

This analysis will help to review performance with respect to certain key activities, e.g., details related to ASHAs (selected, trained, in position); clients benefited under JSY; number of VHSCs constituted, and untied grants provided to them; strengthening of SCs, PHCs, CHCs, and sub-divisional hospitals to provide quality health services; number of PHCs at which AYUSH physicians are appointed; and establishment of RKSs in all CHCs/district hospitals. Reasons for low performance also should be analysed. 

ICDS Programme
Information on ICDS programmes will be useful in assessing the range of convergence activities with health sectors in the district―including such activities as joint training of peripheral service providers, organising VHND using AWCs with participation from health functionaries, and identifying and referring severely malnourished children (Grades 3 and 4) to health facilities. Also, it is necessary to identify blocks with high prevalence of malnutrition and plausible reasons for this. 
Elected representatives of PRIs

NRHM has placed strong emphasis on addressing local issues and solutions and making them community centric through the involvement of PRIs. This information will help to plan capacity-development interventions for PRIs and also help the planning team to design local area-specific interventions with them. Furthermore, it is possible to expend some earmarked resources at the level of PRIs. (PRIs should take a keen interest in monitoring the functioning of the peripheral health institutions so that the HR posted there is available and able to provide the services).

NGOs and CBOs 
In the RCH programme, MNGOs and FNGOs are supported in organising service delivery activities in the district. The important role of nongovernmental and community-based organisations in community mobilisation and ensuring their involvement has been proven. NRHM strongly advocates their involvement and ownership as essential prerequisites for achieving the best results. Listing and locating such resources in the district could be useful. You can plan and implement appropriate linkages through these agencies and think about carrying out demand-generation activities.

In many districts, MNGOs and FNGOs already are working under the RCH programme. There may be other NGOs actively working in other areas, such as water and sanitation or nutrition. Reviewing these data can be helpful in enhancing service access in under-represented blocks/sectors, or even clusters of villages, or working on the demand side. Since the NGOs/CBOs are also the beneficiaries of the health services, they should inform the health authorities regarding any shortcomings well in advance. 
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