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Executive Summary

RACHNA, INHP Il and Chayan. The $160 million Reproductive and Child Hedlth,
Nutrition and HIV/AIDS Program (RACHNA) is CARE/Indias umbrdla program that
conssts of two projects. The fird, the Integrated Nutrition and Health Project (INHP I11)
targets pregnant and lactating women and children less than two years to improve child
aurvival and nutriiond datus  Interventions include supplementation with food (using
Title 1l food ad and locd food), vitamin A, iron and folic acid, immunization, antenatal
cae, and improved practices for safe ddivery, newborn care, breastfeeding and
complementary feeding. The project drives to drengthen the Government of Indias
(GAI), Minisry of Women and Child Devedopment's (MOWCD) Integrated Child
Development Services (ICDS) Scheme, and the Minigry of Hedth and Family Wefare's
(MOHFW) Reproductive and Child Hedth Program (RCH), and foster convergence
between them. It works in 94,593 catchment areas called anganwadi centers (AWC) in
747 blocks in 78 didricts in nine dates, namely Andhra Pradesh (AP), Bihar,
Chhattisgarh (CG), Jharkhand (JH), Madhya Pradesh (MP), Orissa (OR), Rgasthan (RA),
Uttar Pradesh (UP), and West Bengd (WB).> Title Il food ad reaches 6.6 million
pregnant and lactating women and children up to sx years, consgent with ICDS
guidelines, but numbers of women and children reached for other services vary by the
intervention.

The second project is Chayan, a reproductive hedth and HIV/AIDS prevention project.
The rurd component of Chayan aso works with ICDS and RCH to promote family
planning for birth spacing and prevention and management of Reproductive Tract and
Sexudly Trangmitted Infections (RTI/STI) in 36,300 communities in 300 blocks in 29
digricts together with INHP I in CG, JH, RA, and UP dates. All these rurd activities
rly on GOl personnd and didrict teams of CARE daff to faclitate implementation.
Urban Chayan supports the Nationd AIDS Control Program (NACP) of the Nationd
AIDS Control Organization (NACO) and works in the same four states as rura Chayan
but in 21 cties plus Dehi dums. It provide HIV/AIDS prevention information and
RTI/STI referrds for youth (in and out of school) and high-risk behavior groups
(truckers, migrants and femde sex workers (FSW)).  Empowering communities by
working with  Community-based Organizations (CBO) and Panchayati Rg Inditutions
(PRI), and influencing nationa policy are key features of RACHNA. While INHP I runs
five years from October 2001- September 2006, Chayan sarted nearly a year later and
runs from July 2002-October 2006. The scale of RACHNA is enormous, making it the
largest non-gover nmental organization (NGO) program of itstypein theworld.

The operationd modd for the rurd program is demondrating “best practices’ in 10% of
the anganwadis with intendve NGO involvement through 138 partnerships, then
replicating and scding these up through government systems. The four “best practices’
promoted were fixed day, fixed dte sarvice ddivery a monthly Nutrition and Hedth
Days (NHD), community volunteer Change Agents and Reproductive Hedth Change

!CARE s assistance to 747 ICDS blocks is mostly rurd, but includes 32 urban blocks.
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Agents (in rurd Chayan), Community-Based Monitoring Systems, and Block-Levd
Resource Mapping. Two thirds through INHP 1, in order to better achieve the intended
hedth and nutrition outcomes, CARE introduced new tools and sharpened its focus on
improving supportive supervison and home vigts for behavior change for the most
citica life cycle phases and interventions. It accelerated scae-up through ICDS
supervisory sector mestings, fecilitated by NGOs and CARE Disdtrict Teams across entire
blocks. The “best practices’ were de-emphasized, except NHDs. The urban Chayan
program dso followed a modd of testing “best practices’ in demondration dtes through
NGO partnerships, namely Peer Educators and Community Stakeholder Groups. The
origind Chayan project approved by USAID was for sx years through June 2008.
However, the end date was synchronized by CARE and USAID in 2004 with the
September 30, 2006 end date for INHP 11, and later extended to October 31, 2006 to
dlow more time to disburse project funds. Thus, the shortened timeframe did rot alow
for replication.

It is important to note that from 2003 through 2004 CARE successfully completed the
unanticipated chalenge of smoothly trandtioning responshility for dl of the ICDS food
rations in INHP 11, except Title 1l ail, to the state governments, gregtly enhancing the
dates supply chain management skills. This was a mgor accomplishment as a result of
the unexpected 2002 GOI ban on imports of Title II Corn Soy Blend by CARE due to
concerns about Bio-engineered Foods. The CARE team gits high marks for achievements
a an enormous scde in the RACHNA progran and for being redlient enough to
overcome many chalenges and uncertainties. The partnership between GOI counterparts
and digtrict teams of CARE staff was essentid to making the program work.

The Final Evaluation conducted in India in April 2006 by a team hired by CARE and
USAID drew on numerous program information documents, interviews with key
informants and stakeholders, and field vidts. Representatives of the MOWCD: Mr. Sargj
Adhikari and Mr. A.K. God, as wel as Dr. Sangeeta Saxena from the MOHFW,
accompanied the evduation team. The team benefited from draft findings of a March
2006 independent qualitative assessment of key RACHNA program processes. To
asess RACHNA's impact the team rdied primaily on draft findings from three
guantitative data sources. (1) programwide results from 2001 Basdine (2003 for
Chayan) and 2006 Endline B-E) representative household surveys in dl dates but Bihar,
(2) program-wide results from 2003 and 2006 HIV-rdaed Behavior Survellance
Surveys (BSS), and (3) pre-test, post-test, controlled, quas-experimentd Evauation
Research (ER) dudies on newborn hedth and survivd in one intervention vs. a
comparison digtrict in UP (2003 and 2006) and on nutrition in one intervention vs. a
comparison digtrict in UP and AP dates Hedth and nutrition INHP 1l outcomes data
from three annud rapid assessments RAPS) between 2003 and 2005 in one panel district
each in eight states served as a secondary source. The team used a triangulation gpproach
to INHP 11 findings present in multiple data sources, with changes seen in more than one
source deemed more significant than if seen in only one source, and agreed on criteria for
determining the dgnificance of changes in the ER and RAPS daa, which are not
representative program-wide.



The Monitoring and Evaluation systems used by CARE had many merits and generated
vaduable data for the find evauation, but some improvements are needed. The Hedth
Management Information System (HMIS) used was found to be excdlent for process
indicators but week for hedth and nutrition outcome indicators. Such outcome data are
grectly needed for management for results especidly a the block and didtrict leve.
Since reducing manutrition was a mgor intended impact of INHP Il, monitoring
nutritiona  status changes during the program would have been vauable, rather than only
a basddine and endiine There were problems with changing indicator definitions,
numerators and denominators, questionnaire design, data entry and cleaning, and andyss
in the B-E surveys, and incluson criteria in the BSS surveys that should be avoided in
the future,

Coverage of RACHNA Program Improvements. By April 2006 CARE categorized
the status of the 94,593 AWCs as 10% demonstration, 25% replication, and 65% other
for both INHP Il and rurd Chayan. Universal coverage of CARE assstance for ICDS
supplementary feeding and food monitoring was achieved.  Nutrition and Hedth Days
were held in 54% of the AWCs by October-December 2005 againgt the 60% target for
September 2006.  Change Agents were present in 48% of villages and in rurd Chayan
31% had Reproductive Hedth Change Agents. As pat of CARE's new scde-up
approach from 2005 onwards, the Home Vist Tool had reached 73% of Anganwadi
Workers (AWW). The urban Chayan program remained only in demondration gStes, as
agreed with USAID. The number of stes with Peer Educators is 110 for FSW, 126 for
migrants, 107 for truckers, and 239 AWCs for youth, as well as 3,914 free or sociadly
marketed condom outlets. The number of Peer Educators trained is 7,278 who serve
124,399 truckers, migrants and FSW, as well as 3,936 youth Peer Educators.

Key Findings:

There have been subgtantia improvementsin RACHNA program aressin
nutritiona status, accessto and use of hedth, nutrition, family planning and
HIV/AIDS prevention services, aswdl asimportant changes in behavior.

RACHNA has clearly demongtrated that the effectiveness of large scae GOI
programs such as ICDS and RCH can be improved at a modest investment over a
period of severd years, utilizing the managerid and technica expertise of non
governmenta organizations such as CARE.

The RACHNA program had an influence on nationd and state policies. The
lessons learned are reevant to improving performance in GOI programs such as
ICDS, RCH, the Nationd Rurd Hedth Mission and the National AIDS Control
Program.

New approaches and tools introduced by Rurd RACHNA in 2005 including
improved AWW home visits, better supervison, and using sector meetings for in-
service training are promising and should be tested to determine their impact on
health and nutrition outcomes.



Nutrition and Health Days for fixed day fixed Ste ddlivery of hedth and

nutrition services a AWCs were an effective strategy for increasing use of

services and convergence between the ICDS and RCH programs, but do not work
unless a Take-Home Food Ration is available as an incentive for participation.

Birth Spacing was successfully integrated into the ICDS program in the Chayan
project and should be an essentid part of the package of services offered
everywhere. It was more feasible to establish free supplies of contraceptives a
AWCsin coordination with the RCH program, than socidly marketed supplies.

Capacity Building - Short 2-day training workshops, RACHNA's principa
approach, were probably not enough to adequately build the skills needed across
the breadth of subject areasin the RACHNA program. Training would benefit
from more up-front training needs assessment and evauation of on the job skills
after training, as wdl as performance-based training materials. For greater
success of smilar programsin the future, ICDS and RCH decision makerswill
need to release workers for alonger period of time to ensure that they receive
adequate refresher training on new approaches.

Behavior Change Communication - The Rurd RACHNA progran had less
success in changing behaviors, especidly for improving infant and young child
feeding and practices, than it did in increesing use of services, with the exception
of one time, perhaps easer to change behaviors, eg. newborn care. Further
improvement is needed in AWW’'s and ANM’s counsding skills and in the
avalablity of more culturdly-specific job ads on smdl doable actions for
improving complementary feeding practices. Better communication of advantages
and sde effects of family planning methods using job aids would be vauable,

Gender Integration and Social Equity Concerns were addressed successfully
by CARE in the Rurd RACHNA progran. However, continuing cgps on
enrollments for ICDS supplementary feeding in some dates, despite the India
Supreme Court’s mandate that access should be universa, are a concern

Change Agentswere more effective for mobilizing the community to use
sarvices and for reducing socid exclusion than for making home visits and
counsdling families as behavior change agents.

HIV/AIDS Prevention — The Urban Chayan project was successful inimproving
HIV/AIDS prevention practices among High-Risk Behavior Groups and Y outh
through use of Peer Educators and an effective Behavior Change Communication
drategy. The existing demonsgtration Stes can serve as teaching examples for

other NGO projects.

Reaults and recommendations will now be presented separately for the rural and urban
programs.



RURAL RACHNA

Results Achievement in INHP II. Low weght for age manutrition was reduced
ggnificantly from 61% to 53% across INHP Il program areas. This reduction is nearly
twice that seen in the dl India rurd average for this indicator between the Nationd
Family Hedth Surveys conducted in 1992/93 and 1998/99. There were impressive
increases in the use of RCH hedth sarvices, induding meedes immunization which
nealy doubled and Tetanus Toxoid immunization, micronutrient supplementation with
vitamin A, iron and folic acd, and contacts and home vists by Auxiliary Nurse
Midwives (ANM). Impact on increasng antenata check-ups was mixed. The use of
ICDS nutrition services dso increased, including supplementary feeding for pregnant and
lactating women and children 6-23 months and contacts and home visits by AWWSs.

There were dgnificant behavior change improvements as well. Most notable were
improved newborn care practices, including use of the “5 deans’ a ddivery, initiating
breedtfeading within the fird hour and giving no preacted feeds, and drying and
wrapping the baby. Pregnant women who had made birth plans increased per the ER, as
did women in the intervention digtricts who sad they ate 3 or more meds per day and
ydlow/orange fruits in their last pregnancy. However, gpart from impressive increases in
introducing solid foods to complement breastfeeding from 6-9 months of age, there was
little improvement in other critical infant and young child feeding practices. The percent
of mothers who gave a least hdf the recommended quantity of semi-solid foods to
children 12-23 months showed no dgnificant improvement. Only 5-9% of mothers £d at
leest hdf the recommended quantity in five dates There were no  ggnificant
improvements in mothers appropriately feeding ther children 6-23 months by induding
a leest three food groups, adding oil, or feeding with sufficient frequency. A greater
emphads on improving infant and young child feeding practices through effective
behavior change communication is needed, including feeding the sck child and hand
washing with soap.

Rural Chayan Results A mgor improvement in access to oral contraceptives and
condoms in program villages was achieved by December 2005, with 68% of AWCs
having a supply of free contraceptives from the MOHFW vs. a 2006 milestone of 30%,
and socially marketed contraceptives available in 32% of AWCs vs. a 2006 milestone of
50%. This contributed to increased use of ora contraceptives and condoms in program
aress. Women's awareness of RTI/STI symptoms increased significantly, but referrd and
treatment networks remained wesk. The RACHNA program did a good job of promoting
the advantages of hirth spacing, but was condraned by the RCH program's
overwheming emphass on derilizations. More needs to be done to promote birth
gpacing, and CARE's successful use of the ICDS program to promote and distribute
temporary methodsis a great start that should be continued and scaled-up.

Increasing convergence between the ICDS and RCH programs to increase use of

services and improve behaviors was a mgor srategy and accomplishment of RACHNA.
Mog effective was the CARE innovation of monthly Nutrition and Hedth Days & which

Xii



a Take-Home Food Ration (THR) for pregnant and lactating women and children 6-36
months was used as an incentive to increase paticipation for immunization, antenata
check-up, micronutrient supplementation and weighing/growth monitoring services a the
AWC. An impressve measure of community involvement is tha CBOs or PRIs
participated in nealy haf of al NHDs. However, the NHD approach is very food
dependent. Of the 46% of al progran AWCs that did not have the THR avaldble in
October-December 2005, only 33% of them provided immunization and or antenatd
check-ups on a scheduled NHD in the absence of the food, despite efforts by CARE to
ensure that at least 80% of NHDs went forward with or without food by the end d the
program. Lack of the key THR incentive was due to reverson to spot feeding in states
like AP and WB and supply chain problems in other instances. Irregular medica supplies
or ANM presence and incomplete attendance, eg. by children due for immunization or
vitamin A, adso impede the success of NHDs. The payoffs will be high for resolving these
problems to make NHDs more successful.

Recommendations for Rural RACHNA Program: The find evaduaion team
recommends, as part of successfully closing the RACHNA program, that CARE:

1. Work with USAID and the GOI to prepare a trandtion plan for al services that end
when RACHNA ends in September- October 2006.

2. Document lessons learned, prepare and disseminate “how to” guides, and advocate
for replication by ICDS, RCH or NRHM of CARE's successful innovations ()
community outreech and mohilization, (b) digning ICDS and RCH supervisory
sectors, (€) essentid elements of an NHD based on presence of THR, (d) integrating
birth spacing into ICDS, and (€) food commodity tracking systems for ICDS,

3. Document mgor lessons learned in RACHNA’s monitoring and evauation systems
to improve management for results and focus on hedlth and nutrition outcomes.

For Graduation of the Titlel1 Program by 2008-2009, that CARE:

1. Immediately develop generd and dState specific Srategies for graduating the entire
program, and share with staff and stakeholders. These should include strengthening
key date levd sysems, policy didogue a sate and centrd GOI leve, and enhancing
the nutritiona focus of ICDS, as feasible given the limited timeframe..

2. BExit from usng Title Il resources for most savice ddivery activities a
community/sector/block level, and ingead drengthen ICDS sysems a higher levels,
and synthesize, consolidate, and document lessons learned over its many years of
engagement with ICDS.  With limited time and resources remaining, CARE no longer
has the luxury to be able to work a the block and sector level unless such work
contributes to larger objectives beyond that of improving individuad block/sector
programs. Thisisthe logic behind the next recommendation.

3. Asssss the efectiveness of RACHNA approaches in a minimum number of blocks to
better influence ICDS reforms with a solid evidence base as follows:

a. ldentify a barebones, lease cost approach to ddivering the NHD and improving
home visits and supervison and evauate this model in severd new aress.
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b. Review the sustainability of the RACHNA approach by assessng the experience
of a sample of blocks two years after CARE's exit and identify changes in
strategy or additiona steps to increase sustainability by ICDS and RCH.

c. Tet and evduae the hedth and nutritiond outcomes of the following recent
refinements in CARE's approach, through operations research to be undertaken
with independent technicd assstance: improved AWW home vidts and behavior
change counsdling, better supervison, using sector and cluser meetings for in-
savice traning and improved supervison. The team is concerned tha these
innovaions will not have been implemented long enough, nor perhgpos well
enough (without a date-of-the-art behavior change drategy based on adequate
formative research, job aids and training to improve counsding skills) nor tested
to prove ther effectiveness before RACHNA ends. The outcomes of grestest
interest  are improved breastfeeding, complementary feeding and hygiene
practices, and in turn improved nutritiond status of 6-23 months old children.

4. Expand the technicad capacity and policy didogue role of its centra and Sate offices
with Title Il resources and use less of these resources to support digtrict teams beyond
those needed to implement recommendation #3. As part of its policy agenda, CARE
should:

a Assg the ICDS deveop a better nationd sygem for monitoring nutritiond
outcomes and using this information for decisonmaking and advocacy.

b. Push for mantaning/mandaing the THR program for pregnant and lactating
women and children aged 6-36 months.

d. Limit policy advocacy to palicies for which thereis a strong evidence base.

5. Graduate most NGO eactivities financed with Title Il resources, but document its
experiences with NGOs, especidly to inform GOI plansto use NGOsin NRHM.

6. Negotiate a quick trandtion to 100% monetization of Title Il food in order to redirect
its commodity daff to drengthening state commodity management systems for mgor,
podtive, long-term impact, indead of daff time spent insuring that ddiveries of Title
Il ail are synchronized with receipt of the locally procured ration.

7. Not devote any Title Il resources to scding up the women's sdf-hep group loca
food procurement modd unless and until it has clear evidence of the true costs and
benefits of this gpproach and a better understanding of wha would happen to the
ability of the ICDS to deiver its core program, if it assumes respongbility for this
model once scaded up. Decisons need to be based on a detailed andysis of the full
costs (both direct and indirect), including the costs of additionad <taff, management
structures, equipment, quaity assurance of food products produced, and opportunity
cogsto use of ICDS staff time.

The evaudion team believes that there is a great need and many opportunities for
CARE/India to continue its invauable work in maternd and child hedth and nutrition
and reproductive hedth in India, regardiess of the imminent end of the Title Il program,
and recommends that CARE/India:

Xiv



1. Further policy didogue and advocacy with the GOI a date and nationd levels and
raise resources for an extenson and refinement of its rurd RACHNA integrated
hedth, population and nutrition program, which effectively converges ICDS and
RCH services. Specific components and innovations of greatest value to continue are:

a. Srengthening CBOSPRIs for demand generation and increesing accountability of
ICDS and RCH systems for achieving intended hedlth and nutrition outcomes.

b. Reproductive health system and services strengthening for increasing access to
free contraceptives in ICDS and RTI/STI referrd and treatment, including
assuring avalability of drugs.

c. Improving nutrition in pregnancy and lactation and in children under-two,
especidly infant and young child feeding and hygiene practices.

e. Improving supervision, capacity building and behavior change communication.

2. Podtion CARE as a Resource Center for Nutrition and Hedth. Strengthen the
technical capacity and policy didogue role of centrd and date offices Rase
resources to continue district teams.

3. Provide capacity building for its own gaff, both on thematic as wel as management
issues. Standardize the technical content of programs and assure qudity control on
materiads, dlowing some flexibility for sate CARE teams to respond to loca needs
and contexts.

5. Strengthen its monitoring and evaluation cgpacity.  Building partnerships with
academic inditutions and networks will be useful for conducting program evauations
with consgtency and qudlity.

6. Seek opportunities to use its wedth of expertise in supply chain management to
strengthen GOI systems for essentid drugs, vaccines, contraceptives, micronutrients.

For USAID/India and USAID/Washington/FFP, the find evdudion team
recommends that CARE be given at least three more years to enable it to phase out of this
large and complex Title Il program in a responsble manner. Because supplementary
feeding is a sate function, CARE will have to negotiate and execute separate phase-out
drategies with each of the nine gtates for its current programs, each of which serves more
people than the populations of many African and Lain American countries, as wel as
with the central government

Thefind evauation team a0 recommends that USAID/India:

1. Provide technica assstance to CARE for: (1) operations research to build the
evidence base by testing CARE's new infant and young child feeding home vist,
supervison and behavior change approaches, and (2) a codting and feashility study
of the sdlf-help group locd food modd as mentioned in the recommendations above.

2. Continue promoting Birth Spacing family planning counsding and sarvices as an
essentiad  dement of the ICDS program in convergence with RCH as successfully
demongtrated by the Chayan project.



Government of India

The CARE RACHNA progran has demondrated reduction in childhood manutrition,
increesed use of hedth and nutrition services and podtive behavior change through
innovations and improvements to ICDS and RCH systems and the convergence between
them that merit consderation by the GOI for replication as follows:

1.

The sharpened focus on achieving pogtive hedth and nutrition impact and outcomes
for children under two years and pregnant and lactating women. This requires basic
and refresher training to improve skills of AWWSs, ANMs and their supervisors.

Integrating Birth Spacing family planning counsding and sarvices into the ICDS
program through convergence with RCH. In contrast to Chayan, a focus on termind
methods gill predominates in the RCH program. The MOHFW should better train
ANMs to improve the qudity of family planning counsding and sarvice ddivery,
induding IUD insartion skills

The use of the take-home ration (THR) for supplementary nutrition to better reach
Pregnant and Lactating Women and Children 6-36 months. A decison should be
taken by the nationd ICDS program to require THR for these groups, and not to
alow states to do spot feeding instead.

Usng Community-based Organizations and Panchayati Rg Inditutions (PRI) to
create enabling conditions, generate demand for services, reduce socid exclusion,
monitor the qudity of the program and hold service providers accountable. Given
provison in the NRHM for the new ASHA community volunteer, the GOI should
learn from CARE's success with Change Agents for reducing socid excluson and
mobilizing families to use hedth and nutrition services, and lack of success with
Change Agents for making home vidts and doing counsding. The role of the ASHA
in assuring ICDS and RCH convergence needs to be clarified. Her work should
include a nutrition focus.

Additiona generd recommendations for consideration by the GOI are:

5.

8.

Incressng accountability for its mgor invesments to reduce manutrition in children
through effective measurement and reporting of nutritiond status and use of such data
for management and decisonrmaking at dl leves

Trandorming weighing of children in ICDS into a preventive growth promotion
program for under-twos, focusng more on weght gain and prevention of growth
fdtering and less on Nutritiond Status Grades Norma through 4 and trestment of
Severe malnutrition.

Re-orienting the priority tasks of the AWW in ICDS to focus more on growth
promotion in under-twos including effective counsding and home vidgts to improve
breastfeeding and complementary feeding and hygiene practices.

Achieving universd coverage of meades immunization, including cach-up
campaigns for children grester than one year of age Meades is often fad in
manourished children and severd cases in children 12-23 months were seen during
thefind evduation fidd vistsin UP.



9. Strengthening peformance and accountability by middle levd supervisors and
managers in the ICDS and RCH programs a the sector, PHC and block leve for
achieving hedth and nutrition outcomes.

URBAN RACHNA- CHAYAN HIV/AIDS PREVENTION

Results Achievement in Urban Chayan The find evduaion team found the program a
the fidd dtes vigted to be excdlet and to have many advantages over other
interventions in India and Ada with essentially the same long-term gods. The target
population had gone a long way beyond mere awareness and knowledge of HIV/AIDS.
There seemed to be a genuine attitude and behavior change and interndization of
HIV/AIDS prevention concepts. It is noteworthy in the CARE intervention areas that
increases in condom use over 2003 levels, with non maritd non-cohabiting partner,
origindly expected to be achieved in 2008, were met by 2006, an impressve
accomplishment a full two years ahead of schedule. The increases between 2003 and
2006 were as follows: for truckers from 62% to 83%; for migrants from 61% to 69% and
for FSW from 68% to 87%. Endline data indicate that when High Risk Behavior Groups
(HRBG) with RTI/STI were referred for treatment more than 90% of them obtained the
necessary medicines and 82%-91% were completely cured. Treatment seeking behavior
for STls increased from around 71% in 2003 to 82%-88% by 2006. In the 2006 endline
about 60-70% of the HRBG target groups had persond experience with the project's
Behavior Change Communicaion activities in the community. Unfortunatidy a serious
flaw in the dedgn of the endline BSS, usng the presence of risk behavior as an incluson
criteria for truckers and migrants, may have diminated those very persons tha were
successfully converted to a low risk lifestyle. This incluson screened out respondents at
lower risk of HIV/AIDS, thus precluding evauating more quantitetive deta from the BSS.

The Peer Educator (PE) concept proved to be a success. They are te backbone of the
program and ae highly motivated without any remuneration. Their dedication and
effective behavior change communication was exceptiona and is not only increesng
awareness but changing dtitudes. In very red terms the community served has assumed
ownership of the program, especidly in the case of migrant, trucker and youth in school
components.  Sixty Youth Resource Centers were established and functioning and those
obsarved during the fidd vist were very impressve, both for their operations and the
knowledge and attitude of the members. Condoms, both free and sold, were readily
avaladle a dl dtes Based on the team’s limited field experience, the behavior change
communication strategy is one of the strong points of Urban Chayan.

While digrict and city levd officids ae avare of and gppreciate the Urban Chayan
program, there is less familiarity with it a& more senior levels such as in State AIDS
Control Societies and the NACP. CARE should make greater efforts to familiarize these
senior officids with the program and discuss how it might be replicated. The qudity of
fidd work was so uniformly good, and the impact so obvioudy vishle that the Chayan
effort should not be dlowed to be wasted. It is recommended that the intervention be



continued and scaled-up to cover wider areas. The existing demondration Sites can serve
as teaching examples for other NGO projects. The fidd intervention by the Chayan
project is an example of a‘best practice intervention’.

Recommendations for the Urban Chayan Program: The find evauation team
recommends, as part of successfully closing the RACHNA program, that CARE:

1. Obtain nationa data from NACO and data on the impact of other smilar projects
working with the same target groups in low prevalence states to use for comparison
purposes to better evauate the impact of the program in the absence of a control
group inthe BSS.

2. Update the technicd knowledge of its staff and Peer Educators to include injecting
drug use as a mgor cause of blood mediated transmisson and not just blood
trandfusons

3. Work with USAID and the GOI to prepare a trangtion plan for al services that end
when RACHNA ends in September-October 2006.

In Generd CARE should:

1. Rase resources for the continuation and expanson of the excdlent Chayan
HIV/AIDS prevention program and for transferring the know-how to other NGOs.

2. Expand the target groups to include Men Having Sex with Men. In cities with
ggnificant tourism, such as Agra, programs to prevent HIV/AIDS should include
daff of smdl hotds and guest houses and transport saff, such as taxi and auto-
rickshaw drivers.

3. Improve monitoring and evauation and supportive supervison by CARE aff.

USAID/India should:

1. Continue investment in HIV/AIDS prevention among HRBG in low prevaence dates
in order to arrest the HIV/AIDS epidemic in India

Government of India National AIDS Control Program

1. Since the CARE Urban Chayan HIV/AIDS prevention program has demonstrated
successful  improvements in - knowledge, dtitudes and practices among High Risk
Behavior Groups and Youth and the lessons from it are too good to waste, scaling up
the project to other similar groups would be of benefit to the nationd effort to contain
the epidemic. One posshility would be to use CARE as a nodd organization to
transfer kills to and oversee the work of other contracted local NGOs.

2. The excdlent Peer Educators traned by CARE should be used as traners or
motivators in other HIV/AIDS prevention projects.



INTRODUCTION

1. Background

The Reproductive and Child Hedth, Nutrition and HIV/AIDS Program (RACHNA) is a five-
year umbrella program of CARE India, supported by USAID, which began October 1, 2001. It
consgs of the Integrated Nutrition and Hedth Project (INHP 1) which ams to achieve
sudanable improvements in hedth and nutritiond daus of women and children, and the
Chayan project which ams to increese family planning use (Rurd Chayan) and prevent
HIV/AIDS for urban High Risk Behavior Groups (HRBG-Truckers, Femade Sex Workers and
Migrants) and Youth (Urban Chayan). CARE implements RACHNA in patnership with and in
support of the Government of Indias (GOI) Minisry of Women and Child Development
(MOWCD) Integrated Child Development Services (ICDS) Scheme, the Ministry of Hedth and
Family Wdfare (MOHFW) Reproductive and Child Hedth Program (RCH), and the Nationd
AIDS Control Organization (NACO) Nationa AIDS Control Program (NACP). Through
RACHNA CARE works to demonstrate and replicate mproved service delivery and behavior
change approaches for a set of interventions of proven clinicd efficacy, through srengthening
GOl sygems and prograns and empowering communitiess ~ Commensurae with Indids
incredible sze as the second most populous nation in the world and home to more than one
billion people, the scale of RACHNA is also enormous, making it the largest program of its
type in the world. The following map depicts RACHNA's scae in the nine program dates of
Andhra Pradesh (AP), Bihar (Bl), Chhattisgarh (CG), Jharkhand (JH), Madhya Pradesh (MP),
Orissa (OR), Rgasthan (RA), Uttar Pradesh (UP), and West Bengal (WB).




For the RACHNA progran CARE received resources through March 31, 2006 totaing more
than $152 million from various sources as shown in Table 1, the largest of which were food ad-
related (Title 11). All resources were from USAID, except the GOI and CARE contributions.
When the last monetization sdes are completed the totad RACHNA budget is expected to
exceed $160 million.

Table 1 Resources Received for 5-Year RACHNA Program as of March 31, 2006

Titlell —Related Resour ces (U.S. $) for Other Resources (U.S. $) for Life of Activity from 10/1/01-
Life of Activity from 10/1/01-9/30/06 10/31/06
Food for Direct 87,136,259 | Population Funds 6,655,000
Distribution
M onetization sale proceeds 31,667,188+ | AIDS Funds 7,385,170
+ Interest* 689,137
Farmbill-202e 2,500,000 | Child Survival and other 12,559,652
Health Funds
Government of India 3578421 | CARE Contribution 500,000
Sub-Total 125,571,005 | Sub-Total 27,099,822
Grand Total 152,670,887

* Thisis an underestimate because one monetization isin process and another is expected in August 2006. Total
sale proceeds generated will increase by approximately $7 million before September 30, 2006.

2. TheFinal Evaluation

Prior to the end of the program which is September 30, 2006 for Title II-related resources and
October 31, 2006 for other resources, CARE has undertaken a comprehensve find evauation,
of which this team’s independent find evaludion is part, to assess whether RACHNA achieved
the committed results in each of the impact areas of INHP Il and Chayan. An independent,
externa team hired by CARE and USAID conducted this find evaduation of the RACHNA
program in India in April 2006 and sought to answer key questions proposed by CARE and
USAID concerning: (a) results and contributory factors, (b) policy/program impact, (c) program
management, (d) monitoring and evauation, (€) program graduation for INHP only, and (f)
future programming. The team drew its findings from review of numerous documents on the
progran (see Annex 1), interviews with key informants and stakeholders, and fied vists for
fird-hand observation and interviews with program functionaries and beneficiaries a
community, block, didrict and state level. Representatives of the MOWCD: Mr. Saroj Adhikari

and Mr. AKK. God, as wdl as Dr. Sangeeta Saxena from the MOHFW, participated in the
evauation.

For assessment of the impact of RACHNA the team rdied primarily on draft findings on the
CARE program from three quantitative data sources. 1) Basdine and Endline pre-test, post-
test, representative household surveys to measure program-wide impact of INHP Il, Rurd
Chayan and Urban Chayan Youth interventions, referred to heresfter as B-E data, 2) Behavior
Survellance Surveys to measure HIV prevention outcomes in HRBG programwide in urban
Chayan, referred to hereafter as BSS data, and 3) Evduation Research studies with pre-tet,
post-test, controlled, quas-experimentd desgn on newborn hedth and survivd in one
intervention vs. a comparison didrict in Uttar Pradesh (UP) and on nutrition interventions in
one intervention vs. a comparison digrict in both UP and Andhra Pradesh (AP) dates, referred



to heresfter as ER data (12-14). Additiond quantitative data on INHP Il hedth and nutrition
outcomes from three annua rapid assessments conducted between 2003 and 2005 in one pand
digtrict each in eight of the RACHNA sates were used by the team as a secondary source, and
referred to hereafter as RAPS data. The team used a triangulation approach to findings present
in multiple quantitative data sources on the impact of INHP I, with any changes seen in more
than one data source deemed more sgnificant than if seen in only one source. The team aso
agreed on criteria for determining the dgnificance of changes from the ER and RAPS data
sources which are not representative of the entire RACHNA program.  The find evaduation
team acknowledges that CARE's evaudaion design, as agreed with USAID, did not include
comparison groups, except in the case of the ER dudies, because they were implementing
interventions whose dlinicd efficacy had dready been established in research trids by others,
and it was not feasble or cogt-effective to include comparison groups in evauation surveys of
such large programs. However, because there were no comparison groups, it is difficult to
determine how much of the impact seen in the B-E, RAPS, and BSS is due only to the
RACHNA interventions, versus secular changes or impact of the basc ICDS, RCH, NACP and
other programs without CARE's added inputs. Nevertheless, the find evaudtion team believes
that most of the large changes seen over basdine in the hedth and nutrition indicators were
likdy due to improvements resulting from RACHNA, the largest program addressed to
grengthening ICDS and RCH and preventing HIV/AIDS in the geographic areas and target
groups covered.

The team made its own fird-hand review of RACHNA program processes, but benefited from
the draft findings of an externd, independent qualitative assessment of key RACHNA
progran processes from digrict to community level and ther links to results, conducted in
March 2006 (26). See Annex 2 for more detalls on the Methodology followed in the find
evauation, the data sources used and criteria for determining their Sgnificance. The findings of
the find evduaion of the RACHNA Program will now be presented separately in Part | for
Rurd RACHNA incuding INHP 11 and the wdl integrated Chayan reproductive hedth
interventions, and in Part 1l for Urban RACHNA dso known as urban Chayan HIV/AIDS
Prevention.



PART I: FINAL EVALUATION OF RURAL RACHNA PROGRAM
l. Description of Rural RACHNA Program

A. Description of Rural RACHNA Program and GOI Programs it Supports

The origins of INHP I1 trace back 101984 when CARE, with USAID support, started direct Title
Il food digtribution for supplementary feeding in the GOI’s ICDS program, the world's largest
community-based nutrition and early childhood development program for vulnerable women
and preschool children. From October 1996-September 2001, CARE, the GOI and USAID
initiated the firg five-year phase of the Integrated Nutrition and Hedth Project (INHP 1), which
augmented the Title 11 direct food digribution support to ICDS, with additiond Title Il
monetization support for improving materna and child hedth and nutrition services, behaviors
and outcomes. The hedth services as well as micronutrient supplements for ICDS beneficiaries
come from the MOHFW, with their current program addressng these needs known as the
Reproductive and Child Hedth program (RCH). Increasing convergence between ICDS and
RCH has been a mgor accomplishment of CARE in INHP. The second five-year phase, INHP
I, from October 2001-September 2006, is the subject of this find evduation, dong with
Chayan. The INHP Il is implemented in 94,593 existing ICDS caichment areas known as
anganwadi centers (AWCs) in nine dates, or roughly 10% of dl AWCs in India, manly in
communities served by INHP I. 1 Title Il food ad reaches 6.6 million pregnant and lactating
women and children up to 9x years, consgent with ICDS guidelines, but numbers of women
and children reached for other services vary by the intervention.  For the first time in INHP 11,
CARE received both Title I1-related resources and Child Survival and other Hedth Funds from
USAID (Table 1). Thus, in INHP II CARE had more funds avalable per anganwadi to
grengthen and scale-up interventions in the exigting 1ICDS and RCH programs, adding newborn
cae and Vitamin A supplementation, in addition to those dready dressed, i.e supplementary
feeding, antenatd care (Check-ups, Iron Folic Acid supplementation, Tetanus Toxoid
immunization, pregnancy diet and rest practices, and birth preparedness), infant and young child
feeding (IYCF) practices, and childhood immunization. A key festure of INHP Il is Didrict
Teams of CARE dgaff and sub-contracting of locd NGOs to manage and provide technica
assgance for locd implementation. Community mobilization, working with  Community-based
Organizations and Panchayati Rg Ingtitutions, is a centra strategy.

The second mgor component of the Rurd RACHNA Program is Chayan. In July 2002,
USAID approved CARE's proposd for a sx-year rurd reproductive hedth and urban
HIV/AIDS prevention project, caled “Chayan” (meaning Choices) for 45 didricts and 417
blocks with $10. 5 million in Populaion Funds for the rurd component and $10.5 million in
AIDS funds for the urban component. Under the RACHNA Program umbrella, Rurd Chayan
planned to integrate family planning services for birth spacing and prevention and management
of Reproductive Tract and Sexudly Transmitted Infections (RTI/STI) into the package of
sarvices CARE sought to srengthen through 1ICDS and RCH programs in dl INHP didricts in
four of the nine INHP dates, i.e. CG, JH, RA and UP. In 2003 the rurd Chayan coverage
planned was reduced to 29 didricts, 300 blocks and 36,300 communities in the four states to

! The state of Bihar wasin INHP I but dropped from the CARE program in 2000 upon bifurcation of Bihar to
create two new states of Bihar and Jharkhand. At the state government’ s request Bihar re-entered INHP 11 in 2003.
Of the 747 ICDS blocks CARE assists, 32 are urban.



accommodate an approximatdy 10% annud budget cut in USAID Population Funds. While
these changes were certainly disruptive, CARE's drategic decison to reduce the geographic
area covered resulted in a higher budget per block than originaly planned and served to mitigate
the impact of the budget cut. Severd months of implementation time were logt in the initid
uncertainty and redeployment of saff. The origind end date for Chayan of June 30, 2008 was
synchronized by CARE and USAID in 2004 with the September 30, 2006 end date for INHP I
under the RACHNA umbrella and later extended to October 31, 2006 to dlow more time to
disburse RACHNA funds. Targets and milestones were re-negotiated to accommodate the
shortened timeframe.

CARE placed a mgor emphass in the rur RACHNA program on assging the primary GOI
Implementers to optimize the hedth and nutrition outcomes and impact of the existing ICDS
and RCH programs by building their capacity and drengthening key processes and systems.
Both of these GOl programns have dgnificant desgn and implementation limitations for
achieving the dedred hedth and nutrition results and, thus, presented consderable chdlenges
and obgtacles to CARE for achieving the goals of RACHNA. See References 20, 27,29, and 30
in Annex 1 for a good discusson of the obstacles in ICDS and India's public hedth services and
cregtive ideas for overcoming them, most importantly CARE's own proposa (27) to MOWCD
for improving ICDS in the next 11th Five-Year Plan based on the RACHNA experience. The
later is a good example of the mgor effort made by CARE to influence naiond program
policies.

Best practices. The strategy n INHP Il of working first in 10% of the AWCs in each block as
Demondration Sites with intensve NGO involvement and then replication to the rest relied on
sding-up four “best practices’ discovered by CARE in INHP | as potentid solutions to
problems faced by ICDS and RCH in achieving their hedth and nutrition objectives. These arel
Nutrition and Hedth Days (NHD), Change Agents (CA) and Reproductive Hedth Change
Agents (RHCA in rurd Chayan), Community-Based Monitoring Systems (CBMS), and Block-
Leved Resource Mapping (BLRM). Based on RAPS data, its own internd reflections and the
Mid-Term Review (MTR) in late 2004, CARE determined that none of the “best practices’
except NHDs were contributing significantly to the desred hedth and nutrition outcomes, and
the feaghility of their scde-up through government sysems, especidly with the remaning time
and resources available, were aso in doubt.

Thus, after much learning in the firgt three years, two thirds of the way through RACHNA & the
beginning of 2005, CARE made a paradigm shift away from three of the four “best practices’
except NHDs. Instead, post-MTR, CARE introduced and scaed-up new tools for improving
home vidts by AWWSs, supportive supervison by ICDS supervisors, monthly sector meetings
of ICDS supervisors with the 20-25 anganwadi workers (AWW) they supervise for in-service
training and focus on improved home vidts and behavior change skills. NGOs provided block-
wide support and supervison vs. working only in Demondration Stes. Remaning needs for
two-day training workshops for exising CAs, AWWS, Auxiliary Nurse Midwives (ANM), and
ICDS Supervisors in Demondration and Replication Sites were completed by mid-2005. A new
goproach of monthly 1-2 hour in-sarvice traning sessons for AWWS, ANMs and ther
supervisors at sector meetings was introduced.  Fecilitation and organization of these sessons
was done by NGOs and CARE Didlrict Teams who worked to train ICDS supervisors to take



over this role. The above is referred to as the post-MTR approach. Smilar refinements were
mede in the rurd Chayan program.  No further recruitment or training of RHCAS took place
post-MTR, but two day training workshops for AWWSs and ANMs continued and CARE
expanded the role of exigting CAs to aso promote reproductive hedth interventions and
continued to work with existing RHCAs.

Capacity building of block and sector level functionaries and Block Level Advisory Committees
had happened earlier in the RACHNA program and was given a boos post-MTR. CARE
maintaned an unwavering commitment to the principles of convergence, problem identification
and resolution through Block Level Advisory Committees, and the catchment area approach to
reduce socid excluson throughout the program, and refined its drategy as it learned through
implementation what tactics were more effective.  CARE's need to dedl with serious thrests to
the program such as the mgor reduction in Title Il imports and an urgent transtion of these
respongbilities to the date governments, as wel as reduced funding from USAID discussed
later in the report explain some of the delays in making mid-course corrections.

Coverage and Scale of RACHNA Program: By the April 2006 find evduaion CARE
categorized the datus of the approximaely 95000 AWCs as 10% demondgtration, 25%
replication, and 65% other for both INHP Il and rurd Chayan. Universa coverage of CARE
assigtance for supplementary feeding and food monitoring was achieved. By December 2005,
Nutrition and Hedth Days were hdd in 54% of dl the AWCs and 48% had Change Agents
againgt the September 2006 targets of 60% and 50% respectively.? Thus RACHNA's “best
practices’ reached around haf the universe of AWCs. As pat of CARE's post-MTR scde-up
approach from 2005 onwards, the Home Vist Tool had reached 73% of AWWs in the last 48
months.

B. Effectiveness of Design and Evolution of Rural RACHNA for Achieving Results

CARE prepared an effective desgn for Rurd RACHNA building on its successes, experientia
learning & community level and “best practices’ identified in INHP I. In its Development
Activity Proposd (DAP) to USAID for INHP II CARE identified the right interventions and
dages in the life cycle to focus on to achieve its god of reducing infant mortdity and childhood
manutrition (39). Its desgn of working through and strengthening the GOI ICDS and RCH
programs was very gppropriate vs. setting up padld deivery sysems that would not be
replicable. Furthermore, CARE recognized that increasng convergence between these two
prograns would be criticd as hedth outcomes would not improve without a focus on
underlying manutrition and smilarly, snce infections ae a mgor determinant of manutrition,
increesing hedth services for ICDS beneficiaries would be criticd. The ICDS infrastructure
offered an ided platform for increesing use of hedth sarvices in the village, especidly through
CARE sinnovation, Nutrition and Hedlth Days.

2 The “ percentage of AWCs conducting at least one NHD last month with THR and immunization and/or antenatal
check-up,” is akey management indicator and measure of scale-up for CARE. It increased from 36% at baseline to
54% at the end of thefirst quarter of FY 06. Although thisisbelow the Life of Activity target of 60%, thisisstill a
substantial achievement, especially considering the number of challenges that CARE faced in advancing this
approach in all nine RACHNA states.



CARE refined and re-oriented the RACHNA design to respond well to mgor negative factorsin
the externd environment, most notably the GOI's decison in July 2002, early in the RACHNA
program, to prohibit further import of Title 11 donated Corn Soy Blend (CSB worth more than
$200 million) in the CARE program due to concerns about bio-engineered foods. Uncertainty
as a result of this decison continued for nearly a year until the DAP amendment was negotiated
and approved. It is remarkable that CARE kept RACHNA implementation on track as well as it
did during this difficult time. As described later in this report CARE turned the dimination of
CSB imports into an opportunity to assst stae governments to trangtion successfully to locdly
procured food grains for the ICDS program, which was a mgor accomplishment unforeseen in
RACHNA’s desgn.

Another example of CARE successfully seizing opportunities was the desgn and integration of
rurd Chayan with the INHP platform when resources became available to add a birth spacing
component, which is another key intevention for achieving the infant mortdity and
malnutrition reduction gods of INHP Il.  Advice on birth spacing was wdl integrated into
CARE's behavior change drategy and capacity building across the key phases of the life cycle,
made pat of NHDs and dso a focus for improved supervison and home vidts a little
additiona cost. The AWC with its target group of children 0-6 years and their mothers is an
ided location for offering birth spacing. CARE's rapport in the villages because of other hedth
and nutrition interventions made it easer to introduce birth spacing. The increased availability
of contraceptives & the AWC and family planning traning of AWWSs as a result of rurd
Chayan is, in our opinion, a winning festure for achieving both ICDS and RCH gods Per
CARE, ther involvement in family planning increased the agppreciation and respect of HFW
digrict «aff for the CARE Didrict Teams and “integration with INHP helped optimd
utilization of resourcesin both projects”

The INHP | find evduation had recommended that CARE reinforce INHP's nutritiond focus
and specificdly to “review plans for INHP to bdance and sequence nutrition and hedth
interventions, ensuring that the nutritiond focus is gppropriately achieved” In the team's
review of the origind DAP for INHP Il we did not find a strong nutrition focus, athough
nutrition interventions were certainly planned as part of the integrated package. The fact that the
DAP for INHP Il was written and submitted for gpprova several months before the INHP |
evaudion explans why the desgn may not have had the reinforced nutrition focus that was
recommended. In the future it would be better to sequence the design and gpprova of follow-
on programs for after the results of the evauation of the previous program are available to
inform the desgn. While CARE dearly worked diligently to implement a number of important
nutrition components in INHP |, the drategy it desgned for improving infant and young child
feeding practices was ineffective because it: (1) had little impact on complementary feeding
practices in the critical time period from 6-23 months, (2) was not sequenced well because it
wasn't introduced until the second hdf of the project, and (3) did not focus adequately on
improving counsding <kills of workers for achieving effective behavior change. CARE dso
made a decison in INHP Il that the ICDS norm of weghing children and growth promotion
would contribute litle to RACHNA results and therefore did not invest in strengthening it

8 CARE noted that strengthening |CDS growth promotion would have entailed using RACHNA resources to address
weaknesses such as lack of weighing scales and growth charts, lack of skilled AWWSs, unreliable growth/weight information

from ICDS and focus of ICDS on treating severe malnutrition rather than on prevention of growth faltering. CARE chose to test
a cheaper and easier approach to improving 'Y CF practices that did not prove effective.  Thefinal review team thinks



The find evaluation team thinks CARE missed an opportunity to complement the generd I'YCF
messages that RACHNA addressed to al mothers a key stages in the life cycle with more
gpecific counsding and feedback linked to individua children's growth. In other programs in
India and esewhere this link between weighing and specific counsding has been found to be an
effective 1YCF behavior change drategy for preventing growth fdtering. If done well, growth
promotion provides mothers with tangible evidence and feedback through information on ther
children’s monthly weight gain to know whether they are feeding them appropriately and this
reinforces appropriste behavior. Lack of involvement with dsrengthening routine weighing
sessons to improve the avalability of reliable weight data dso meant CARE had no monitoring
data on nutritiond status to use for managing RACHNA.

The RAPS data provided an invaluable source of information on RACHNA'’s impact on key
hedth and nutrition outcomes that became avalable from the middle of RACHNA onwards as
planned. This filled a key ggp for decisonmaking in the CARE Hedth Management
Information System (HMIS) and management indicators, which focus on outputs and not on
outcomes. For example, CARE made excedlent use of the RAPS data which showed that
Change Agents weren't making home vidts as expected to plan its 2005 paradigm shift away
from recruiting and training more Change Agents to instead introduce tools to strengthen AWW
home vigts and supervison. The find evauation team thought the post-MTR approach held
great promise, but that there would be inadequate time to introduce and test tools adequately
before RACHNA's end. While earlier in the program in 2003 the RACHNA doaff had
conducted formétive research on feeding behaviors and ther determinants to inform the design
of communication materials, due to RAPS data, CARE sharpened the focus on changing poor
complementary feeding behaviors in the lasgt years of the program. The find evduaion team
recommends that future desgns and project monitoring systems be more closdy linked to solid
evidence of the impact of interventions and approaches on hedth and nutrition outcomes.
Precious implementation time was log not monitoring hedth and nutrition outcomes in
RACHNA, and not vdidding criticd design assumptions until late in the program via RAPS,
thus delaying introduction of much needed corrective Srategies.

The find evduation dso concluded tha CARE probably spent too long working intensively on
the 10% Demongration Stes which contributed little added innovation beyond what had
dready been learned about the “best practices’ in INHP |. The paradigm shift in the last years
of the program to scaing up, on a large scae, through exiging ICDS systems would probably
have been a wise and feashble drategy to have taken from the outset or much earlier in the
project that would have resulted in much greater coverage of RACHNA improvements over the
universe of nearly 95000 AWCs. The added vaue and replicability of the local NGOs that
CARE contracted are unclear, versus the more codt-effective dternative of having ICDS and
RCH functionaries carry out these responsibilities as part of their dutiess. Whether or not NGOs
are essentid to optima functioning of ICDS and RCH was a key question asked by MOWCD
and MOFHW during the find evduation for which CARE does not yet have the answer, but
should seek to document its experiences for policy-makers, given the cost implications.

RACHNA resources were adequate for strengthening growth promotion, but tradeoffs would have been needed in funds spent
on other approaches. Most countries implementing growth promotion programs do not have the benefit of a national program
like ICDS with its large government investment, infrastructure and mandate for growth promotion. In RACHNA, CARE
District Teams and full-time NGO support to complement and assist government functionaries were a potential added advantage
for strengthening growth promotion that other similar programsin India and elsewhere have not had.



Furthermore, the RACHNA dedign relied on CARE Didrict Teams which provided invduable
loca oversght and problemsolving services for ICDS and RCH. However, given the cost of
such teams, Smilar unanswered questions arise as to what is the minimum CARE daff presence
needed a didrict levd to truly drengthen sysems and empower communities while
complementing the roles and responsibilities of GOI functionaries.

I. Assessment of Impact of Rural RACHNA Program

In Sections A. and B. below findings will be presented on RACHNA'’s impact on malnutrition
and other hedth and nutrition outcomes using quantitative data from the sources mentioned
previoudy and in Annex 2. The deven Peformance Indicators that were agreed between
CARE and USAID as key measures of the INHP |1 results to be achieved will e highlighted in
bold and the Peformance Indicator Table is found in Annex 5. The Indicator Performance
Tracking Table for Chayan is dso found in Annex 5, and consdered by CARE and USAID to
be illugrative and not binding given the shortened timeframe of Chayan. Two additiond tables
found in Annex 5 show ggnificant changes over time in RACHNA intervention didricts versus
comparison didricts in the ER nutrition studies in both AP and UP and sgnificant changes in
the RAPS Pand Didricts. Reduction in the infant mortdity rate (IMR) is an expected impact of
INHP 11, via improved hedth and nutrition outcomes, but it was never planned to messure it.
For B-E data the five-year changes in the weighted average programwide edimaes will be
presented.

A. Overall Impact in Reducing Childhood Malnutrition The B-E data showed a reduction in
malnutrition from 61% to 53% as measured by the Percent of children 12-23 months whose
weight for age is more than two standard deviations below the median weight achieved by
children of that age (% malnourished). This reduction is nearly twice that seen in the dl
India rurd average for this indicator between the Nationd Family Hedth Surveys (NHFS)
conducted in 1992/93 and 1998/99 suggesting that nutritiond Status in the RACHNA program
aeas was dgnificantly better due to the program interventions and not soldy due to secular
changes. No dgnificant reductions were seen in this indicator of manutrition in the controlled
ER dudies, perhaps because the measures were taken only two years apart. However, a
ggnificant deterioration in the average weght for age zscore of children 12-17 months was
sen in both the UP and AP intervention didricts in the ER dudies for which some
explanations are expected by August 2006 from further multivariste andyses of these data in a
report by the investigators.

B. Assessment of Health and Nutrition Outcomes and related Outputs
1. Maternal and Child Health

Severd important maternd and child hedth (MCH) indicators have tended to improve across
the life of the program. The MCH outcomes targeted by INHP Il include severd requiring
functiondity of the service deivery system as well as seeking and acceptance of services by
mothers and families (such as immunization and artenatal check-ups), dong with others that are
primarily dependent on changes in key behaviors.



Antenatal Care and Practices The results of RACHNA in improving coverage of antenatd
check-ups are mixed. Significant improvement was seen in the recept of antenata check-ups
by the intervention groups in the ER in AP and UP, including 3+ vists and home vidts by
AWWSs, ANMs, and CAs. However, the RAPS data did not show dgnificant improvement in
receipt of antenatad check-ups. Receipt of 2+ doses of Tetanus Toxoid immunization by
pregnant women was high a 78% at basdine and increased to 85% in the endline survey B-
E). Coverage improved dgnificantly in the intervention group vs. the comparison group in the
ER in UP, but the RAPS daa showed no sgnificant improvement. Findings on nutrition
sarvices in pregnancy will be discussed in a subsequent section.

Lack of a basdine precludes evauatiing changes in the proportion of women making birth
plans in the third trimester of their last pregnancy, but a endine in B-E 13% had plans
including savings plus identification of a facility and traned provider in case of emergency.
The ER in UP shows a sgnificant improvement in the percent of recently ddivered women
who had taken birth planning steps including saving money, arranging transport and obtaining a
deivery kit in the intervention area vs. the comparison group. The RACHNA program did not
intend to increase the percent of deiveries by trained atendants or in inditutions, but it is
interesting to note that there were no dgnificant changes in the place of ddivery or birth
attendant in the RAPS or the ER with mos women continuing to ddiver a home with
untrained birth attendants. However, in some dtes visted, it appeared that the government’'s
cash incentive scheme promoting inditutiond ddiveriesis having an effect.

Discussion: Together, these findings suggest tha the effect of the program on antenatal check-
ups and practices was limited. The posshbility that effectiveness might be increased by the post-
MTR approach desarves further evaluation. There are other important limitations to the
progran’s drategy and potential effect. It is not cler tha the AWW is viewed within
communities as a credible source of antenatd advice. In addition, the antenatal check-ups
conducted during NHDs reportedy were usudly incomplete, lacking blood pressure
measurement, abdomind examination, and other usual procedures — in many cases, lack of
privacy and facilities in an AWC (if there was one) made atenatal contacts by the ANM very
cursory. In addition, dthough there was training of traditiond birth attendants dais) as well as
ANMs and AWWSs in basc antenatal care (not obstetric management), there is no information
on the actua practices of dais, who gill ddiver the mgority of babiesin many communities.

Newborn Care and Practices One area of substantial improvement across the program was
practice of the “5 cleans’ a ddivery. The RAPS and ER data show sgnificant improvements
in these and in the percent of ddiveries a which nothing was gpplied to the cord or umbilicus.
The ER documented this to be an area of increased attention by ANMs and AWWSs. Dedlivery
kits did not appear to play a magor role in this practice, snce few families obtained them in the
ER communities. Knowledgeable informants point out that there is a generd increase of
awareness of these “5 cleans” 0 attribution of this change to INHP inputs aone is probably not
valid, though it is probable that increessed AWW and ANM contacts during pregnancy in
RACHNA, and advice on the “5 cleans’ contributed significantly. The practice of ddayed
bathing of the newborn received subgtantid attention in the early phase of INHP Il and shows
subgtantial pogtive change in the RAPS, but not in the ER.  As noted in the MTR, recognizing
the lack of evidence that this practice was meaningfully related to reduction of neonatd
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hypothermia, the program’s focus shifted to promoting immediate drying and wrapping of the
newborn. However, the change in bahing behavior is further testimony to the ability of the
program inputs to modify newborn care behaviors. In the B-E endline survey, immediate
drying and wrapping reached a prevaence of 84%, but lack of a basdine precludes evauating
changes. Significant improvement in the practice of drying and wrapping the baby was seen in
the ER in UP. However, thisindicator did not improve sgnificantly in the RAPS.

Other key essential newborn care practices include putting the newborn to the breast within
the first hour after birth, which by the endline survey reached a high prevaence of 80%, but
lack of basdine data preclude evauating changes. However, the ER in AP and UP as wdl as
the RAPS show mgor improvements in earlly initiation d bresstfeeding in the first hour and not
giving prelacteal feeds associated with program inputs. These are beneficia practices both for
the newborn (who receives colostrum, the important immunity-trandferring early milk that has
often been discarded in the past) and the mother (since it promotes contraction of the uterus,
reducing the incidence of excessve post-partum bleeding).

The newborn ER in UP found dgnificant improvements in the rate of home vigts by ANMSs
AWWs, and CAs in the first day, 3 diys and within one week after ddivery with the greatest
success in the rate of home vigtation by the AWW which was much higher than the vigtation
rate by the other workers. The ER in AP dso documented significant improvements for AWW
vigts within one week of ddivery but not foo ANMs or CAs in the intervention vs. the
comparison group. The RAPS dso found sgnificant improvement in percent of mothers with
infants @5 months visted a home on the day of birth by the AWW or ANM but not by CAs,
and in advice about breastfeeding received during these vidts in the firs week after ddivery. In
the ER in both AP and UP, there were dgnificant improvements in the advice given during
ANM and AWW home vidts on bresstfeeding and complementary feeding in intervention vs.
comparison aress, but not in advice on child hedth.

To gauge the overdl impact of the improved newborn care practices in UP, neonatd mortality
was measured. However, the ER did not detect any improvement in newborn survivd,
dthough in more controlled settings newborn care practices such as those promoted in
RACHNA have been aswociatled with reduced neonatd mortaity.  Potentid  explanations
include the posshility that the specific causes of newborn mortdity in the study population
were not susceptible to these generd preventive interventions (such as prematurity and low
birth weight); verba autopsy data are avalable and should be reviewed. The sudy dso
demondrated that the behavior change was progressive, and thus its effect was more likely to
come later in the study period. There was dso potentiad over-reporting of some positive
behaviors and the posshbility of low vdidity and imprecison of some of the indicators measured
intheER.

Discussion: RACHNA inputs appear to have generated important improvements in routine
newborn care a program scale. This was a new area for CARE and produced some of the most
exciting MCH results.  Program inputs gppear to be associated with substantial improvements in
many of the practices that the globd public hedth community has identified as “Essentid
Newborn Care” This demondration is sgnificant for India, which has recognized the need to
address newborn care and reduce newborn mortaity to meet its IMR reduction gods. However,
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this experience also suggests that more needs to be known about the contribution of these care
practices to mortdity reduction; for mgor impact, they will likdy need to be coupled to
sysematic improvement in care of low birth weight infants and to care-seeking and care for
serious newborn infections.  In a high neonatd mortdity environment, the expected effect of
these preventive interventions (inferred from the recent Lancet andyses (38)) would be modest;
however, on a population bag's, their contribution could be important.

Childhood Immunization The B-E daa show a very impressve increase in measles
immunization coverage of children 12-23 months of age as measured by card or recall
which nearly doubled from 37% at basdine to 71% a endline. This is an outstanding result
vay likdy due to RACHNA program efforts  Sgnificantly improved meades immunization
coverage was aso seen in the RAPS for card only but not for card and recall. There was aso
ggnificant improvement in the percentages of children 12-23 months who received BCG, who
were completely immunized and whose mothers possessed a veccination card in the
intervention didricts in the ER dudies. The RAPS data dso show sgnificant improvement in
fully immunized children 12-23 months by card only, but not for card and recall. However, no
dggnificant improvements were seen in children 12-23 months in the RAPS for receipt or
retention of immunization cards, nor for coverage with BCG or DPT3 vaccine.

Discussion: By dl accounts the success of the RACHNA program in greatly increasing
childhood immunization coverage is due to NHDs, this is the consensus among date and didrict
CARE, MOHFW, and ICDS officids. This is conastent with the results of smadl, program:
based, post-MTR studies in RA non-pand didricts, which found that roughly 80% of children
in the study areas received ther last immunization a the AWC. The benefits of convergence of
the ANM and AWW to coordinate immunization and other services in communities promoted
in RACHNA have become widdy accepted in the CARE areas and more recently beyond those
areas in RACHNA dates. As long as the take-home food ration is being distributed, the logic of
the NHD seems solid. However, as noted in previous evaduations, immunization coverage via
NHDs is substantidly affected by both supply and demand factors. Many supply sde factors —
like vaccine availability and competing Pulse Polio activities - are beyond the reach of CARE.
Shortages of DPT and meades vaccines gill are reported in some states.  Other factors, however
— like ANM scheduling and logisics — can often be resolved through district and block leve
convergence processes which CARE has helped strengthen.

The resolution of problems linked to low immunization coverage is likdy to be facilitated by
recent government actions which RACHNA proactivdly supports.  These include increased
political dtention to routine immunization coverage; the edtablishment of “immunizaion cels”
in some cases with seconded WHO officers, and the avalability of flexible funding through the
MOHFW. Some low coverage states (such as JH and UP) have hed semi-annud “catch-up
months” RACHNA played a centra role in the design, implementation and monitoring of these
efforts dong with the USAID Micronutrient Operations Strategy and Technology (MOST)
Project and UNICEF. Operationdizing such government actions has been a priority for
RACHNA assgance. At the nationd level and in many dates, didricts, and blocks, CARE dtaff
have made ussful contributions through participation in planning or micro-planning.



The relationship between factors a the community levd and the effectiveness of the NHD
drategy in resching digible children with immunization are incressingly clear.  Such factors
include the organizationd capability of the AWW and her coordination with the ANM. In some
placess AWWs reportedy have difficulty sysematicdly identifying children  requiring
immunization; one step taken by some ANMSs has been to prepare a “due list” for the AWW for
the next immunization day. In other aress, like selected didtricts of UP, CARE has supported the
devdopment of additiond tracking tools to identify children needing immunization. However,
these gpproaches, though seemingly sSmple and logcd, ae not beng implemented
gysemdicdly across the program. There are dso reports that some families are ether not
avalable or not willing to come for immunization when offered, despite reminders by the
AWW or CAs. There are dso ill hamlets where ICDS, and thus the AWW and the NHD, do
not reach. These locd operationa factors, combined with higher level systemic factors, appear
to limit the effectiveness of NHDs which theoreticdly should be able to reach dl the
gpproximately 25-30 under one year old children that typicdly require immunization in a rurd

village

As a note from one fidd vigt, the teeam would like to mention that it saw cases of severe
manutrition as a consequence of recent meades infection in children 12-23 months in two
different villages in Sitapur didtrict in UP.  When reported to the hedth officids, they dtated that
meades immunization coverage of children under one year was 100%, but that they had only
recently been authorized to do catchrup meades immunization for children over one year who
were missed as infants.

2. Maternal and Child Nutrition

The RACHNA Program sought to improve maternd and child nutrition both through increasing
the use of the services of supplementary feeding and micronutrient supplements, as wel as
through behavior change communication to improve infant and young child feeding (IYCF)
practices. CARE had a very gppropriate focus on pregnant and lactating women and children
under two years of age and their mothers in the RACHNA program. It worked effectively to
engage the ICDS and RCH programs to focus on these most vulnerable groups, noting well that
these are the periods when most damage of manutrition occurs, which is often irreversble in
older children. CARE advocated effectively at dl levels for greater atention to these key ages
and dages in the life cyde, which has been sordy missng in ICDS, which places higher priority
on its preschool component for children 3-6 years of age. As will be discussed below, the
program had consderable success with increesing the use of supplementation services, using
mainly the NHD drategy. However, RACHNA met with less success in improving the difficult
to change I'YCF practices, especidly complementary feeding. The team attributes this in part to
continued wesk counsdling skills of AWWSs and ANMs and the need for improved home vists.

Infant and Young Child Feeding Practices The program’s impressve success in improving
ealy initiation of exclusve breastfeeding as pat of essentid newborn care was reported above.
Lack of basdine data in the B-E preclude evauating changes in the percent of children under
24 months of age who were exclusively breastfed till 6 months post-partum, but only 44%
of infants were found to be exclusvely breadfed in the endline. There was no Sgnificant
improvement in this exclusve bresstfeeding indicator in the ER in AP and UP, but there was
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improvement in the converse measure of reduction in the percent of mothers introducing
complementary foods and liguds from 0-5 months. The RAPS data, however, do show
ggnficant improvements in both current exclusive breestfeeding rates and not garting liquids or
solids until 6 months among mothers of children 0-6 months.

For Complementary Feeding the performance indicator is the percent of infants, in program
catchment area, who received breast milk and solid mushy foods at 69 months of age and
the B-E data show an impressve improvement from 49% a basdine to 78% a endline.
However neither the ER nor the RAPS daa show a dgnificant increase in this indicator. In
addition to solid foods introduced by the right age, RACHNA'’s impact on improving the other
key appropriate complementary feeding practices was disgppointing. The percent of mothers
who gave a least hdf the recommended quantity of semi-solids to children 12-23 months
showed no dgnificant improvement in the ER or the RAPS.  Only 59% of mothers fed at least
half the recommended quantity in the five states of CG, H, MP, RA, and UP (the mgjority)!* It
is digurbing that this indicator is defined as half the recommended quantity, just because the
prevadence of mothers doing s0 is s0 low. The full recommended quantity, not half, isthe
minimum that children need to consume to grow normaly. The prevadences found
independently in UP and AP in the ER and in the RAPS dudies are very gmilar, strengthening
the find evaduation team’s confidence in these data While the ER dso shows no sgnificant
improvement in the 611 months age group in the percent of mothers who gave a least hdf the
recommended quantity of semi-solids to children, the RAPS data do show improvement in this
younger age group, which is an encouraging start, but sill prevaences are very low a 10-22%
in the 5 states mentioned earlier. Neither the ER nor the RAPS show sgnificant improvements
in mothers including a least three food groups, nor adding oil to the diet of their children 623
months. The ER daa aso showed no sgnificant improvement in feeding 623 months children
with adequate frequency, but the RAPS did. Ladlly, the ER study found that <5% of children
12-23 months had consumed any of the ICDS food rations in the past 24 hours.

Nutrition messages in RACHNA included feeding the sck child during and after illness which
is critica to reducing manutrition in India where children are frequently ill with diarrhea and
other infections much of the time. However, there was no ggnificant improvement in these
behaviors in the ER. The find evauation team was concerned O find no incduson of messages
on hand washing with sogp after defecation, before eating and before feeding young children in
order to prevent diarrhea in the RACHNA “Matrix of Community Behaviors and Systems Tasks
Needed for Reducing Child Manutrition and Mortdity,” nor in the Essentid Nutrition Actions
guide (21) or other job aids used to counsel mothers.

Discussion: The overdl concluson is that RACHNA BCC drategies were not effective for
ggnificantly improving infant and young child feeding practices. CARE worked with technical
assgance from the Linkages Project to design a behavior change counseling gpproach for
RACHNA, but decided that the five-day minimum traning in IYCF oounsding <kills
recommended by Linkages was not feasble and went dead without Linkages to do a two-day
traning indead. Midway through the program, with technica asssance from BASICS, CARE
developed the Essentid Nutrition Actions (21) approach, and the guide was published in May

“* In RAPS R3in the three other states the percent of mothers who gave at |east half the recommended quantity of
semi-solidsto children 12-23 months was: in AP- 34%; in WB- 31%; and in OR-43%.
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2005. The AWWSs observed in the team's fidd vidts dealy did not demondrate adequate
I'YCF counsding sills during home vists. ~CARE explained that it ddiberately chose to focus
on dissaminding the right information on complementary feeding quantities and qudity to
evay mother fird, reying on whaever communication skills the AWWs and ANMs dready
possessed to deliver those genera messages, rather than on improving AWW's and ANM'’s
counsding skills and developing more specific job ads. Their decison was based on the
redities on the ground where in many cases not even one percent of mothers were feeding ther
weaning age children the right quantities of solid foods.

While the find evauaion team found the IYCF content of the RACHNA behavior change
matrix mentioned above for each key stage for children 0-23 months excdlent as an overdl
guide, it gopeared very generd and didactic for use in home vists In dmilar nutrition
programs elsewhere it has been found more effective to deliver a more specific “right” message
to the “right” mother a the “right” time, by taloring advice to the mothe’s actud feeding
practices and the monthly weight gan of her child, and srengthening counsding skills of
workers for Asking (liening), then Assessing, and lastlly Agreeing on Actions or Negotiating
Behavior Change with mothers.  These necessary counsding steps are included in CARE's
Essentid Nutrition Actions (21), but did not gppear to be operationd a community leve.
CARE informed the FE team tha every dtae in the program went through a systematic process
of conducting formative research, identification of contextud bariers, prioritization of key
messages, and consensus building among different players before designing the communication
drategy and various materials. However, given the lack of impact, it gppears tha more effort is
needed to fine tune the BCC drategies for improving IYCF practices. Regarding CARE'S new
tools to improve AWW home vidts, the team noted that there needs to be better balance in
prioritization of which mothers and children to vidt, with more focus on vidting children 12-23
months than at present because greater focus has been placed on pregnancy, newborn and early

infancy.

Supplementary Feeding  Over $87 million in Title Il food was distributed through the ICDS
Supplemental Nutrition Program (SNP) over the five year life of activity (LOA). This food was
used primarily to support the delivery of a take home ration (THR), an idea tha CARE
promoted which helped the ICDS SNP better reach the most nutritiondly vulnerable— pregnant
and lactating women and children 6 to 36 months. ®  Prior to the take home ration, food was
only available for consumption on ste a the AWC, a practice that continues for children 36 to
72 months in the ICDS pre-school education program. CARE's INHP program also pioneered
the THR as an incentive to encourage people to make grester use of hedth and nutrition
services at monthly NHDs.

The B-E data show that the performance targets of 65% set for the percentage of pregnant
and lactating women and children 623 months, in program catchment area, who received
supplemental food from AWC were met.  Unfortunately, in the case of lactating women in the
firss 6 months pospartum questions on receipt of food from ICDS were not asked in a
comparable fashion in the basdine and endline surveys and 0 only endline data are available.

® To monitor progress over time, CARE also developed a management indicator using |CDS data that tracked
changesin enrollmentsin the THR program for each of these three target groupson an annual basis. CARE
successfully achieved the indicator.
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However, the RAPS data show dggnificantly improved coverage of dl three of the above
vulnerable groups, and the ER data show increased coverage of pregnant and lactating women.
The program was particularly successful in increesing coverage with supplementary feeding of
the mogt nutritiondly vulnerable children 6-23 months of age from 42% at basdine to 65% at
endine® However, some states performed much better than others. In OR state, for example,
over 80% of pregnant and lactating women and children 6-23 months received supplementd
food from the AWC in the endline, while in RA and UP, less than 50% did.

Discussion: The LOA targets were set a 65%, because only 65% of the population was digible
for supplementary food according to ICDS guiddines in force a the beginning of the project.
These guidelines were trandated into caps on different categories of beneficiaries a the AWC.
These caps were not dways wel understood in communities nor consstently gpplied and, in
addition to keeping overdl enrollments down, were widdy seen as excluding some €igible
people. This is changing now due to severd Supreme Court directives (November 2001 and
April 2004) which mandated that the ICDS provide supplemental nutrition to every child under
the age of Sx, every adolescent girl and every pregnant and lactating woman. Some dates, like
CG, MP and RA have encouraged the enrollment of dl €eligible beneficiaries as defined in the
Supreme Court decree. This led to an increase in enrollment beyond the CARE targets for its
management indicator (i.e, enrollment is over 100%) and helped pull up the al program
average. However, other states, including UP and AP, gtill maintain caps.

The need to trangtion to locdly procured food in INHP Il, which began in lae 2002,
temporarily reduced the avallability of food aa AWCs (See Section F for a more detaled
discusson of the food trangtion). This problem was rdaively short-lived, however, with the
nine RACHNA dates able by the last quarter of 2004 to subgtitute local food for most of the
Title Il CSB that had been imported by CARE.”  The more lasting problem, and one that CARE
daff are continuing to try to solve, is the decison made by severd dates, upon trangtion to
locdly procured foods, to eiminate the THR for women who are pregnant or lactating or have
children 6 to 36 months. The only way these target groups can now take advantage of the SNP
is to eat the food on sSte a the AWC each day. This reverson to on-ste feeding is having a
regressve effect, dnce it is much more difficult for those who live further from AWCs and/or
those who are poorer and have to work outside the home each day to benefit from the program.

The continuing inequities in SNP access and participaion in the ICDS program in generd due
to geographicad location, socid and culturd datus, etc. aso reman a condraint to achieving
impact. More proactive measures will be needed in addition to the Supreme Court mandate to
insure universal participation by those who need the program the most. Poor families, whose
members have to work dl day, for example, will continue to find it hard to take advantage of
the food and other ICDS sarvices if they are only made available during their working hours, a

® According to datafrom the baseline and endline surveys, the percentage of pregnant women receiving
supplemental food from the AWC remained constant at 68%.

" Thiswas the conclusion of adetailed analysis of the food transition by the International Food Policy Research
Institute (IFPRI) (23). According to the IFPRI analysis, the aggregate shortfall as a percentage of requirements was
lower in thelast quarter of 2004 (15%) than the minimum shortfall before the transition (19% in the third quarter of
2001). Thisisin contrast to the transition period of January-March 2003, when the shortfall was as high as 90%.
Per CARE'sFY 2005 Results Report the states delivered 70% of the targeted amount of grain for ICDS.
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dtuation that JH date is trying to ded with by testing on a pilot bass making services available
in the evening.

Micronutrient Supplements Anemia is a mgor problem aflicting women of reproductive
age and young children in India that is exacerbated during pregnancy. The ICDS works with
the RCH program to provide Iron/Folic Acid (IFA) supplements to pregnant women and to
young children and RACHNA worked to strengthen these services, especidly through delivery
a NHDs and increasing home vidits and contacts in pregnancy by AWWs and ANMs.  CARE
very successfully took advantage of the traditiond gode bharai ceremonies for women in the
third trimester of pregnancy in JH, CH, and AP to emphasize the importance of pregnancy and
birth preparedness reated messages including the importance of consumption of IFA. The B-E
data show an increase in the percent of women, in program catchment area, ddivered in
past year, who received 90+ iron and folic acid tablets during pregnancy from 39% at
basdine to 50% a endline.  Similar improvements were seen in the ER in AP and UP and in
RAPS, which aso showed improvement in consumption by pregnant women of dl IFA
received. The ER aso showed increased receipt of iron tablets/syrup by children in AP and UP.
However the prevaence of anemia was not sgnificantly reduced in pregnant women or children
intheER.

Increasing coverage of semi-annud, high dose Vitamin A supplementation for children was dso
a priority for RACHNA. These supplements are provided by the RCH program in coordination
with ICDS, garting with the first dose & 9 months of age dong with meades vaccine. The B-E
data show a subgantia increase in the percent of children 18-23 months who received at
least two doses of Vitamin A from a mere 5% at basdine to 27% a endline. The ER dso
shows dgnificant improvement in Vitamin A coverage of children 12-23 months of age in AP
and UP.

Discussion:  Given the low hemoglobin levels and severity of anemia in Indian women it has
been recommended that supplementation begin prior to pregnancy, and this would be
particularly advantageous in adolescent girls. The pregnancy window is too short to reduce
anemia adequatdy. These are policy reforms to advocate in the future with ICDS and RCH
policymakers.

CARE worked effectively with USAID’s MOST Project in UP and JH to organize semi-annud
intendve rounds that were successful in boosting coverage with Vitamin A in both of those
daes  In addition, NHDs served as effective ddivery points for reaching children with Vitamin
A. CARE dfectivdy used block and digtrict level planning and reviews to solve supply chan
problems and get grester focus on Vitamin A, while dso usng BCC drategies to increase
demand for Vitamin A. Nevethdess, coverage with Vitamin A remans surprisngly low. As
was mentioned under immunization, CARE has been working with ANMs in some aress to
cregte “due ligts’ to identify children due for Vitamin A and assure more complete atendance
for this service a NHDs, working together with the AWWSs.  This best practice should be scaled

up.

Maternal Nutrition The RACHNA program appropriately sought to improve women's dietary
practices in pregnancy by promoting consumption of one additiond med a day and a greater

17



variety of foods, as well as promoting taking rest 12 hours per day to increase weight gain and
prevent low birth weight. Incressed and more varied food intake was aso promoted for
lactating women.  Significant improvements were seen in the ER intervention didricts in the
percent of mothers of children 323 months of age who said they ate 3 or more meds per day
and who sad they ae ydlow/orange fruits in their last pregnancy, as well as in the percent of
currently pregnant women who said they did. Significant increases in the percent of currently
pregnant women reporting that they ate food from the AWC were dso found in the intervention
areas. However, reported consumption in pregnancy of other recommended food groups and
snacks did not increese ggnificantly in the intervention didricts and nether did red.
Unfortunately there are no data in the ER on changes in digtary practices among lactating
women. No dggnificant improvement in pregnant and lactating women's Body Mass Index
(weght for height), was seen in the ER intervention didtricts. It is regrettable that these
materna nutrition outcomes were not deemed important enough to be measured in the RAPS
data given to thefind evauation team.

3. Family Planning and Reproductive Health Outcomes

It is important to remind the reader that the findings in this section relate only to the 300 blocks
in 4 of the 9 RACHNA dates where the rurd Chayan program is implemented, namely CG, JH,
RA and UP. In those dtates, rural Chayan took place in 72% of dl INHP Il blocks and AWCs.
From July 2002 to September 2003, Chayan went through a long preparatory phase — recruiting
and orienting daff, and dakeholders, designing the operationd drategy, conducting basdline
assessments, training trainers, mapping private providers for RTI/STI treatment, and arranging
for supply of free contraceptives from the RCH program as wedl as socid marketing
partnerships. Family planing ad RTI/STI inteventions were initisled in the 10%
Demondgration Stes from July to October 2003 and were limited to these dtes through
December 2004. Avallable data, corroborated by impressons from field visits and interviews
with the CARE RACHNA team, indicate that access to and use of birth spacing methods have
increased. There is greater awareness of and openness to discuss RTI/STIs, but referral systems
for treetment gill need work. The initid postive results of the large scde Chayan program will
be of immense vaue for the public hedth sysem in India The results are discussed in detal
below.

Prevention and management of Reproductive Tract and Sexually Transmitted Infections

The B-E surveys show that the percent of index women in the generd population who are
correctly aware of at least two signs and symptoms of RTI/STI increased from 30% at basdine
to 56% a endline. In the third round of RAPS the percentage of mothers of children 6-23
months in the four Chayan states who reported suffering from an RTI/STI problem in the past 6
months ranged from 12% in CG of whom 35% reported seeking treatment to 48% in JH of
whom 31% sought trestment.

One 2006 Chayan Milestone not met was that 25% of project areas would have private provider
networks for referring/tresting RTI/STIs.  The origind program design of Rurd Chayan had
private providers as the main source of treatment for women with RTIg STIs and not so much
public sector providers. The focus on private providers was conceptudly flawved. CARE made
consderable effort orienting private practitioners to RTI/STI (1,882 in Demondration Sites in
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FY 2005) and urging them to refer their patients to more qudified physcians (MBBS doctors)
rather than treat the RTI/STI themsdves. However, over time the RACHNA team redlized what
an overwheming chdlenge it would be to organize and regulate private sector providers to
ddiver qudity care, within the time frame avalable and for an organization like CARE (more
socid development oriented than hedlth oriented). Fortunatdy, the RACHNA team shifted the
project’s attention to the more redigtic god of strengthening referrds to public sector MOHFW
Community or Primary Hedth Centers (CHC, PHC) ingead. While referrd dips and cards
have been introduced by CARE, they are being variably used and tracked a present. Smdl
dudies in UP and JH indicate that of those who are referred, only around a third complete
treatment, but without partner trestment.

Discussion: CARE's rationade for working on RTI/STIs was sound, namely: (a) to address
women's hedth more holigticaly, not just targeting women as mothers or trying to control their
fertility, (b) sexud and reproductive tract infections can affect acceptance and successful use of
family plaming methods, and (c) RTI/STIs incresse vulnerability to HIV infection.  One
common resson for not seeking treatment of RTI/STIs is the unavalability of RTI/STI
medicines a the CHC or PHC, which will need further work. Ancther factor is low priority
gven to reproductive hedth by women and their redricted mobility and hedtaion to
communicate about infection. Strengthening referral and trestment through the public sector is
amore redigtic option that the origind agpproach through the private sector.

Access to contraceptives for birth spacing ~ While the RCH and ICDS programs had
edablished a nationd norm of having contraceptives in AWCSs, few places have implemented it.

Thus, the increased access to free contraceptives in the AWCs as a reault of Chayan is
noteworthy. By December 2005, 68% of AWCs reported having free contraceptives againgt the
FY 2006 milestone of 30%. This huge increase in access was achieved through regular ICDS-
RCH coordination between the AWW and the ANM on supply needs, especidly a improved
ICDS supervisory sector level meetings promoted by RACHNA pos-MTR. Socidly marketed
(SM) contraceptives are dso available in many villages due to RACHNA, often with the AWW,
as well as in other locations, as will be discussed later. During the field vists RHCAS were not
found to be depot holders. When both the free and the SM supply are available a the AWC,
CARE reported that people generdly prefer the free supply from the AWC, and to buy the SM

product from a shop.

Awareness of contraceptives. While regrettably the find evauation team did not have access
to basdine data from the B-E for the following variables they are neverthdess an interesting
indication of the status of knowledge and awareness across the four states by the end of Chayan.
At least one locd myth on use of ord contraceptives was rgected by 46% of women and one
myth on condom use by 29% of women. Women who reported that they were offered a choice
of methods were 42% of al current users of any modern spacing method.

Use of contraceptives. Chayan daes have a high unmet need for family planning services. In
the 1998/99 NFHS use of spacing methods was very low there. In the B-E, the percentage of
women currently using ether condoms with their partner or ord contreceptives, athough dill
very low, nearly doubled from 6% & basdine to 11% & endline. CARE had planned to reach
this prevalence by 2008 after a sx-year effort, but impressively was able to achieve it in the
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reduced timeframe of four years. Condoms were used dightly more than ord contraceptives,
but the increase in use over basdine was much greater for ora contraceptives. The RAPS data
from Round 2 ( R2 in 2004) to Round 3 (R3 in 2005) showed sgnificant improvement in
women currently usng any moden birth spacing method in two of the four sates (CG and
RA), but not in use of any family planning method or modern methods in generd across the
four dates. The evduation team's field vidts to CG and UP indicate that the program can be
further drengthened by improving contreceptive counsdling skills of AWWSs, ANMs, RHCAs
and CAs to: (@ make optimad use of counsding materid (flip charts) during home vigts, (b)
better communicate advantages and side effects of each contraceptive method, so that ‘informed
choice istruly informed! and (c) by involving men.

Social Marketing (SM) of contraceptives was centrdl in the origind Chayan proposal, but
emerged as a less successful component.  The intent was to give people with the ability to pay
an affordable dternative to free contraceptives. Over the project period, especidly post MTR,
CARE's focus shifted drategicdly to assuring free contraceptive supplies to AWCs through
coordination with ANMs, and leveraging existing SM agencies present in the Chayan areas for
coordinating BCC events, as well as opening new SM outlets, without CARE having to pay
them to do s0. By the time of the find evduation, CARE's interventions had resulted in
availability of SM contraceptive supplies in 32% of village vs. an FY 2006 milestone of 50%.
The fidd vidts as wel as documented evidence from the states reveded that SM contraceptive
sdes are low in rurd areas where purchasng power is low. The B-E endline found that more
women were aware of at least one free contraceptive source (59%), than were aware of an SM
source in their catchment area (39%).

Discussion: The Socid Marketing didribution networks were established through a financid
agreement between CARE and Population Services Internationd (PSl) and non-finencd
partnerships with Hindustan Latex Limited and DKT Internationd. The partnership with PS
a0 induded a BCC component. CARE's origind five-year agreement with PSI was scaled
back due to the reduction in USAID Population funds for Chayan in April 2004. Of the three
Chayan dates that PSI started working in —JH, RA, and CG — it was later decided that PSI
would pull out of CG due to locd operationd problems with networking and coordination at
date and didrict levd. The current agreement with PSI covers only development of the
contraceptive digtribution network and not BCC. According to the PSl representative, the
partnership with CARE enhanced PSI’s own capacity and credibility among HFW departments
and among other donors. Socid Marketing has been a somewhat new area for CARE and
required consderable capacity building of CARE's own daff. CARE Didrict Team members
in a couple of didricts desired more empowerment to coordinate with the SM agencies at loca
level to increase coverage of inaccessible areas, instead of coordination managed mostly a Sate
leve.

Chayan interventions needed more time to achieve their full benefit than they have had, due
to the shortened project timeframe. The chalenges Chayan faced to increasing acceptance of
birth spacing methods and awareness and treatment-seeking for RTISSTIS were great. There
has been an overwhdming emphasis on derilizetion by the GOI's family planning program for
decades. Also, this is the preferred option by mos women. Smilaly, within the culturd
contexts in which women view ther bodies, as well as ther limited access to information,



Chayan st out to breek many, many barriers, and these too at scde. Persigtent and intense
community processes ae required to breskthrough socia taboos to empower women to
acknowledge and address their reproductive hedth problems. The project did not have sufficient
time to nurture the RHCAs and CAs s0 that they could have become more effective at
mohbilizing women and partners to address RTI/STIs. The RHCA related recommendations of
the MTR could have been followed up had there been more time. Also, given the fact that the
hedth sysem has never been geared to providing RTI/STI services a the primary levd,
engaging the system to provide qudity referrd services definitely needed more time,

In summary, reproductive hedth and family planning are improving as a rexult of Chayan:
increased knowledge of spacing methods, use of condoms and ora contraceptives, availaility
of free supplies a the AWC, and awareness of RTISSTIs. This is an excdlent example of
convergence between the ICDS and RCH programs fostered by RACHNA. Providing family
planning services for birth spacing a8 AWCs should be an essentid part d ICDS nationdly, and
it would be very cost-effective for USAID and other donors to invest in programs of this type to
advance family planning in rurd India  Additiond suggestions in terms of the extent of
unfinished work in reproductive hedth in RACHNA program areas can be found in Annex 3.

4. Contactsby AWW, ANM, RHCAsand CAs

For Maternal Child Health and Nutrition Home vidts are probably an essentid part of an
effective behavior change drategy for this program, because fidd experience suggests that
NHDs ae too busy and crowded — and mothers themsdves too hurried — to dlow for
meaningful educationd activities or counsding there.  Avalable ER and RAPS data indicate
that there have been sgnificant increases in home vidts by this important group of potentidly
effective behavior change agents during pregnancy, the neonatd period and the firs 9x months
of life. However, the RAPS did not find dgnificant improvement in home vists to weaning age
children (6-11 months). During fidd vigts, home vidts to children 12-23 months appeared to
be emphasized less and no RAPS daa were collected on them. Unfortunately, the nutrition ER
did not collect baseline data on home vidts to children 6-23 months of age.

Discussion: There are important issues regarding the effectiveness of home vidits by AWWSs
and ANMs. The program’'s post-MTR approach of life cycle prioritization and systemdtization
of vigts and the devdlopment and use of information, education and communication (IEC)
materids geared to this life cycle has the potentid to enhance the effectiveness of these vists
and definitdy requires further evduation. However, the key to effectiveness of even these
enhanced approaches will be the levd of counsding skills of AWWs and ANMs.  Fed
observations and reports suggest that these skills are limited, especidly with regard to the three
key seps of: (1) asking (ligening); (2) assessng and problem solving; and (3) agreeing on
action with caregivers to change behaviors, such as child feeding, that have multiple
determinants. It gppears that the counsding skill-building training and job ads of the program
need to be drengthened to move the home vidt from a basicaly didactic delivery of messages
to a more effective behavior change approach. It is dso noteworthy that the ANM has no tool
for home vists comparable to the tool developed by CARE for AWWSs. Given the gresater
technicdl knowledge and credibility of the ANM, and her rdative lack of supervison,
development and evauation of such atool may be worthwhile,
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Change Agents (CA) were an INHP | best practice, rolled out on a grand scde in the early
years of INHP Il. Three to five femae volunteers were sdected from each village to cover 15
20 households each and do community mobilization and outreach work, home vidts to counsd
families on hedth and nutrition, and assist the AWW and ANM. By the end of 2005, 48% of
the nearly 95,0000 RACHNA AWCs had a CA, achieving CARE's target of having a CA in a
leest hdf of the villages. Change Agents in the Demondration Sites were provided three rounds
of training of two days each, but in Replication Sites only two rounds of training of two days
each were provided. Although information and anecdotd reports from some dtes suggest a
postive role for CAs, ER and RAPS data and CARE's own andysis across the project indicate
that CAs have not been active in reaching households and that the households reached were
often dso reached by AWWSs.  This finding was the bass for CARE's post-MTR shift to
systematizing and strengthening home vidts by AWWSs.

Discussion: According to CARE gaff, the ICDS Supervisor was supposed to sdect CAs that
met certain criteria, but at times delegated these sdection responshilities to AWWs and the
prerequistes were not drictly followed. Some volunteers may accept their duties for a year or
0 hoping to get a government job as a result, but then become disenchanted when no job
materidized, 0 finding ways to motivate them was a chdlenge. Sdecting CAs from among the
anganwadi mothers is one suggestion, especialy role model mothers of hedthy babies. Poor
sdection is one of the fird places where programs built on community volunteers can bresk
down, and the MOHFW is eager to learn from CARE's experience to avoid smilar problems
with the new ASHA Community Hedth Activitig in the GOI's Nationd Rurd Hedth Misson
(NRHM). Some of RACHNA's CAs have dready been sdected as ASHAs especidly in CG
and JH. RACHNA’s CA experience should be documented and disseminated to inform the
section and training of ASHAS tha is currently underway. In RACHNA, Change Agents
seemed to work better where part of an officid government program, eg. the Mitanin hedth
volunteer in CG dae, a finding which holds promise for the MOHFW's ASHA. Although
there were clearly limitations to the CA drategy, the find evduation team is convinced tha the
workload of the AWW and ANM are too great to cover adl families in the village adequatdly,
paticulaly with home visits, without some assgance by other village volunteers. However,
CARE found Chenge Agents more usgful in minimizing socdd exduson, and mobilizing
familiesto utilize hedlth services, than in making home contacts and providing counsding.

For Reproductive Health and Family Planning The AWW and ANM are reported to be the
man source of advice on family planning methods. In the RAPS between R2 and R3 an
increased percentage of women with children 6-17 months reported having been contacted in
the previous month and receiving family planning advicee.  AWWSs are using the Eligible Couple
Regiger and preparing digible couple ligs in UP and JH and usng these for counsding, in
gmilar fashion as the successful innovaion of making “due ligs’ for children to incresse
coverage of immunization and Vitamin A.

Per the Chayan desgn, Reproductive Health Change Agents (RHCAS) were intended to be a
mde and a femde in eech AWC aea who would counsd target families on Birth Spacing
Methods and RTI/STI refards. At the time of the find evduation, 31% of the villages had
RHCAS mesting the FY 2006 milestone of 30%. During the team’s field vists we encountered



no mae RHCAs. The sdection criteria for CAs and RHCAs are very good but problems in
implementation were observed on the team’ s fidld trip.2

Discussion: Early implementation of RHCAS reportedly varied across the daes.  In some,
RHCAs were sdected and trained from among existing CAs. In other states, new couples were
selected, thereby creating an additiond community resource.  The pot-MTR approach of
upgrading exising CAs to RHCAs worked as a motivator, and it was easier to build on ther
basic traning and competence. An additiond advantage of upgrading some CAs to RHCAs was
that then there were more than one couple present in the village. The find evauation team has
the following suggestions for improving the training of RHCAs Gender and sexudity need to
be induded in the contents and the initid modules of traning should be conducted separately
for the mde RHCA and the femade RHCA, with the mixed group being brought together once
their comfort levels for discussing sexudity issues have increased.

C. Assessment of Program I nputs and Processes
1. Strengthening ICDS and RCH Systems

Increasing Access to Services and Convergence between 1CDS and RCH CARE has
exceled a promoting convergence or a coming together of various programs and organizations
— ICDS and RCH in paticular — under the RACHNA program in order to improve service
ddivery. This is a theme tha is very popular in India CARE found in the RACHNA program
that its work in two didricts in RA date to get the ICDS and HFW departments to dign the
supervisory sectors of their workers paid off in terms of better coordination, particularly
between the AWW and the ANM (42). The most successful and principd CARE innovation for
achieving ICDS/RCH convergence and increased use of hedth and nutrition services is the
Nutrition and Hedlth Day (NHD. The idea behind the NHD is rdaively smple. Use the THR
as an incentive to attract people to the AWC once a month and arrange to have the AWW
(ICDS) and the ANM from the HFW department together a the AWC to deliver nutrition and
hedth services induding immunization, atenatd care, Vitamin A, IFA and child weighing.
These days are ds0 seen as a focd point in many villages for increesng community ownership
and oversght through paticipation of panchayats, CBOs, and women's sdf-hdp groups
(SHGs). The NHD aso has been widdy accepted within both the ICDS and RCH systems and
by locd and dtate governments, with UP, RA and MP sate governments adopting the practice
state-wide. High adoption rates for the NHD are also seen in CG, and OR dates.

As noted earlier he NHDs are not the best venue for nutrition and hedth education, counsding
and conducting antenatd exams. There are dso ongoing chdlenges to sugtaining the NHD,
incduding: (1) continuing irregularities in food and medicd supplies & AWCs (2) changes in
the way SNP is implemented, a reverson back to on-dte feeding, for example, instead of a
THR; (3) irregular participation by the ANM, due to other duties such as the need to participate
in Pulse Polio or derilization campagns, (4) lack of dignment of the sector supervisory

8 |n Bhadesar Mao in Lucknow District for instance, we met amother-in-law CA and a daughter-in-law RHCA and
saw the gender power relations being fully played out — the daughter-in-law was not allowed to engagein
discussions with us. Inthe samevillage, the AWW and a CA are aunt and niece, indicating a clustering of power
in certain families.
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boundaries established by the ICDS and HFW; (5) the presence of a nearby health center which
eliminates the need to participate in the NHD in order to access hedth services, and (6) venue
problems which result in NHDs for severd AWCs being merged and held together in schools,
asisthe case in UP, which discourages attendance by people living in more remote aress.

The team and CARE are concerned about the food dependency of the NHD modd. Food needs
to be avalable a the AWC on a regular bass and in the form of a THR for this mode to
succeed.  When food is not available, participation and immunizations drop. Concern about the
effect of lack of food on NHDs increased during the trangtion from CARE-supplied CSB to
state-procured food grain rations. CARE wisdy added a management indicator garting in FY
2004 to carefully monitor this problem and work to minimize it, namely the percent of AWCs
where immunization and/or an antenatal check-up were provided on a scheduled NHD, in
the absence of THR last month. The indicator stood a only 27% when initidly measured in
FY 2003 during the height of the food trangtion, when food supplies a AWCs were a higtoric
lows, but disurbingly remained at that leve through FY 2005. At most recent measure for the
period October to December 2005, there had only been a dight improvement to 33%, far below
the expected target of 80% by the end of INHP 1. ° It is dear that this is a continuing problem,
in many ways beyond CARE's control now that states supply most of the food, and that CARE
is unlikely to meet the target by the end of the program. While CARE has devoted considerable
effort to ensuring that the food gets to the right place a the right time in the right form, and to
ensuring that hedth services go forward a NHDs with or without food, it has not been able to
achieve much improvement. Therefore, the find evauation team recommends that CARE give
condgderation to experimenting more with an NHD mode that can achieve corvergence of
hedth and nutrition services a the community in the absence of a food incentive, as we
understand it did in West Bengdl.

Focusing Supervison and Home Visits on Most Critical Life Cycle Interventions: CARE
has done an excdlent job working b engage ICDS and RCH systems and workers on the most
citical phases and interventions in the life cycle from pregnancy through the first two years of
life for achieving maximum impact on reducing infant mortdity and manutrition. The team
found most promisng the new post-MTR tools and approaches CARE has introduced for
sharpening the focus on improving hedth and nutrition outcomes and recommends that these be
thoroughly tested to develop a solid evidence base for making decisons before recommending
them for broader use. The post-MTR supervisory tools and home visit procedures developed by
CARE may ad in increasng the effectiveness of ICDS supervison.  However, achieving truly
supportive and effective outcome-oriented supervison is likely to require additiond inputs.

Because there were no quantitative data or systematic evauation of RACHNA's efforts to
improve supportive supervison dement of the ICDS and HFW systlems, the evauation team
was ale to gan only limited indght into this important component. As noted by one team
member, the RACHNA program has had a principd focus on inputs, tools, and activities for
community levd, front-line workers — AWWSs and ANMs.  However, the supervisory leve
needs to play a dgnificant role in renforcing and sugtaining those operationd level activities.
Also, especidly in areas without NGOs, supervisors ae required to play a key role in
dissemination of new practices in the RACHNA program. There gppeared to be less focus in

% The denominator for thisindicator isthe 46% of all AWCs that did not have the THR available.
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RACHNA on dgrengthening the supervisory role and management <kills of the block levd
officid in charge of 1CDS, the Child Development Project Officer (CDPO). Since this officer’'s
job description includes these critica functions, it would seem more sustaindble in the future to
srengthen CDPOs, rather than have NGOs take on many of these responshilities as done in the
post-MTR RACHNA approach.

In the better AWCs visited, there were clearly examples of excdlent ICDS supervisors who had
grasped the RACHNA program agpproaches and supported AWWS in implementing those
approaches and even in solving problems. This is the ided end product. However, there is
subgtantid, though not systemdtic, evidence of weekness in the ICDS supervisory function.
There are large numbers of vacant podts in the supervisory cadre (e.g. in AP, Bl, and JH dates),
resulting in overload of existing supervisors (who are dready normaly supposed to oversee 20-
25 AWCs). Nonsysematic observatiions combined with limited data aso suggest that
upervisors may not be highly effective in supporting  RACHNA program  dements.
Supervisory vidts are reportedly often largely directed to mechanical processes, such as
compilation of data and review of food supplies. The communication between AWW and
supervisor, both during supervisory activities in the AWC and a meetings, appears often to be
hierarchica rather than supportive, this makes identification and cooperative resolution of
problems less likdy. In regards to outcome-oriented supervison, while supervisors have tools
to aggregate (and even computerize) data, it is not clear that they have an anaytic gpproach to
underganding and udng these data The findings of the CARE team in AP that the aggregate
data in the ICDS Monthly Progress report are not very useful, but continue to be collected (and
now entered) by supervisors supports other observations suggesting that supervisors are
generdly not trained in or oriented toward anaytic, problem-solving.

If effectiveness of ICDS supervison has shortcomings, it appears that on the HFW side support
and supervison of ANMs is largely absent. At the sub-center level, ANMs are supposed to
share their workload with a “Mae Multi-Purpose Worker;” however, this pogtion is reportedly
sdom filled. There are dso reportedly a high proportion of vacancies in the ANM's
supervisory level, the “Lady Hedth Vistor” (LHV); where LHVs do exid, they reportedly are
often occupied with responghility for supervisng dlinica activities in PHCs and frequently do
not get out to vist ANMsin sub-centers.

It is important to clarify tha most of the above weaknesses in supervison are system gaps and
not gaps in RACHNA implementation. The causes of problems such as vacancies are complex
and the team underdands that some locd governments are devisng cregtive solutions.
Meanwhile, RACHNA has been able to prove that even with such systemic deficiencies in
supervison that results are 4ill possble The find evauaion team concludes that for both
effectiveness and sudainahility, any future nationd or date-wide effort to gpply the experiences
of RACHNA will need to devote more resources and attention to strengthening both the
numbers and functiondity of this important second (supervisory) levd of the ICDS and HFW

ddivery systems.
Strengthening Supply Chain Management CARE has developed considerable expertise over

many decades in managing food commodities and is uniquely qudified to assg the nine
RACHNA dates to drengthen their supply chain management sysems. Until the end of 2002,
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CARE focused on managing the didribution of the Title Il CSB and refined vegetable ol
imports directly, but the ban on CSB imports forced CARE into transferring supply chain
management technology to the dates earlier than it might otherwise have done. As a result of
experience gained during the trangtion, CARE and the governments have identified wesknesses
in the state systems, which CARE has the tools and organizationa know-how to address.

At the beginning of the trangtion, CARE worked closdy with the state governments to develop
program budgets for locd food procurement, fix ration sizes and develop recipes compatible
with the Title Il ail that continued to be distributed through the SNP. However, CARE daff
have the capacity to do much more, as the recent experience in AP suggests. In that state CARE
commodity staff have developed a one day training course and provided technical assgtance to
improve government counterparts knowledge of key aeas of commodity management,
induding need-based planning, procurement, didribution and alocation (based on the AWC
cdosng badance), reducing commodity losses and improving dSorage and  warehouse
management practices, proper targeting and dlocation of commodities based on needs, and
improved reporting and accounting practices. As pat of ther capacity building efforts, the
commodity staff aso undertook a pilot exercise in one of the blocks which included the andysis
of the commodity flows from the block to the AWCs and the development of a Smple system to
alocate the food resources among the centers based on need. This sysem was tested
successfully and the ICDS has committed itsdf to replicate it throughout the stete. Now the
CARE daff are adapting the software that CARE uses to monitor commodity stocks and flows
to the ICDS system, a development that the ICDS date office is extremey interested in. If the
date ICDS is able to computerize reporting systems, this will reduce the time and effort spent
preparing reports, reduce errors, and enable offices to easily aggregate data from the AWCs to
the block, district and State levels.

The extent to which CARE has applied its experience in managing food supply chains to help
improve logidics sysems for other supplies including drugs, vaccines, contraceptives,
micronutrients, etc. was aso reviewed. According to CARE daff, the potentid for broadening
out into drengthening other commodity management sysems essentid to the RACHNA
package of interventions was looked into a the beginning of INHP Il induding through a
CARE-sponsored  externa andlyss. A decison was made by CARE not to enter into
drengthening these other logidics systems, but ingead to give the responghility for solving
these kinds of problems a loca levd to the Government Partnership Officer on the CARE
Didrict Team. By dl reports the CARE Didrict Teams provided invauable hdp with locdl
problemsolving. However, the find evaudion team condders this a less sustainable option,
and a missed opportunity for CARE to have had a laging impact on srengthening HFW
sysems a a higher levd to assure improved availability of the drugs needed for RCH and ICDS
essentid hedth and nutrition services in the RACHNA package.  We recommend that CARE
saize future opportunities to share its expertise in logigtics.

Convergence and Coordination Mechanisms Bassd on CARE's end-of-project
documentetion, limited observation, and the draft Quditative Assessment Report, the
convergence and coordination mechanisms indituted under RACHNA are a mixed success (11,
26). The pros and cons of food incentive dependent NHDs have dready been discussed. At the
management levels (sector, block, and didrict) there appears to be more variation in the
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functiondity of other convergence mechanisms. Block Level Resource Mapping (BLRM- a
CARE Best Practice from INHP ), was de-emphasized pos-MTR, but planning and program
reviews a Block Levd Advisory Committees (BLAC), and Didrict Levd Advisory
Committees (DLAC) continued. In many dates, the BLAC, with paticipation of PRI members
and block officids from different departments, review the program. Regulaity of BLAC
mestings and quality of discussons vary across blocks. Project data indicate that only about
haf of blocks have quarterly BLAC meetings (range: 25% in RA to 75% in MP). In JH dSate
the team witnessed a BLAC meeting involving ICDS, HFW, and locd officds in which
aggregate hedth and nutrition outcome data were gppropriately used as the thematic focus of
the meeting. These data sparked a subgtantive discusson on “left-outs’ and immunization in
digant hamlets, but no notice of the perssent 60% rate of childhood manutrition (despite
earlier questions by the team about manutrition in the area). The team was informed that some
BLACs were “dormant;” and that in one areg, this coordination function had been moved to the
PHC leve (usudly severd PHCs in a block), with the PHC Medica Officer convening and the
ICDS CDPO reportedly attending each of these medtings within their block. This might be a
useful option for advancing the loca ICDS-RCH convergence process. It might also increase
the engagement of HFW, whose reatively lesser engagement and ownership of RACHNA
processes is frequently described by nformants, corrdaing with project data showing that only
about 40% of blocks have even quaterly ANM participation in a least haf of al sector
mesetings, and that there has been lessimpact on increasing home visits by ANMs.

Didrict level convergence mechanisms dso gopear vaiable in function and effectiveness
depending in large part on the drength of the CARE Didrict Team and the involvement of the
Didrict Magidrate. In places where the Magidrate is interested and engaged, participation and
action by dl rdevant patners are much more likely. Despite their variability, the exisence of
these convergent groups is apparently of use to local processes in responding to specific tasks,
such as micro-planning for immunization caichrup rounds. Such task-oriented functions may
sudtain these groups, the best way to support convergence in routine management and oversight
functions may need further evauation.

2. Community Outreach and M obilization

The role of Change Agents and Reproductive Health Change Agents in CARE's community
mobilization and outreach drategy has been discussed earlier.  CARE has been successful in
adso working with Community Based-Organizations (CBO - mosly women's groups) and
eected village councils, Panchayati Raj Ingtitutions (PRI), to create enabling conditions,
generate demand for services, reduce sociad excluson, monitor the quality of the program and
hold service providers accountablee. A measure of this community involvement is CARE's
management indicator percent of Nutrition and Health Days where CBO and/or PRI
participated, last month with its end of program target of 30%, which it had well exceeded
with 45% participation by December 2005. CARE aso had a Milestone by 2006 that 30% of
the villages in Chayan would have CBOs working on reproductive hedlth issues, of which there
is no good measure beyond their generd participation in NHDs as dated above. It is less clear
how well CARE has been able to orient CBOs and PRIs to hedth and nutrition outcomes so that
they drive to achieve specific results in improving these in their villages.
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Involvement of PRIs and CBOs is varidble across states and affected greetly by politica factors.
In CG, OR and MP, the government emphasis on PRIs has given a boost to ther involvement in
the RACHNA program. During fidd vidts in CG, we learned that the PRI’s involvement in
NHDs resulted in a government directive to discuss Hedth and Nutrition issues in the Gram
Sabhas (Village Genera Assemblies). Panchayat members engaged with us about the program
in eech of the sx AWCs vidted. In WB and RA, as well as CG, monthly meetings at the Gram
Sabha level are being conducted by PRI members and performance of ICDS and HFW
functionaries reviewed periodicadly. Conversdy, dates like JH, AP, and UP have had limited
emphass on PRIs In JH, CARE leveraged other government development programs to
promote participation of CBO members in Hedth and Nutrition. In AP, CARE built capacities
of mothers committees formed by ICDS to manage the AWCs. In UP we were told by a Block
Devdopment Officer that Village Hedth Committees are beng formed. The government
agenda of condiituting Village Hedth Committees under the NRHM as well as inditutiondizing
community-based monitoring sysems could provide opportunities for CARE to advance
community mobilization.

If future opportunities arise, it would be useful for CARE to develop modules and toolkits to
educate PRIs and CBOs on hedth and nutrition and strengthen their involvement in striving to
achieve hedth and nutrition outcomes in ther villages. CARE's experience with CBOs and
PRIs should be sysematicadly documented and disseminated at nationd and date levels, as it
will provide vaduable lessons for the NRHM, which places PRI involvement a the center. To
summarize, community outreach and mohilizetion is a very important dement of the RACHNA
program. These processes are very intensve and time consuming and CARE has made good
progress, given the scale of the program.

3. NGO Partnerships

NGOs played an important role in RACHNA. They are the mgor implementers (dong with the
government systems of ICDS and RCH) and deliverers of program inputs and oversght. And.
The NGO sub-grantees received approximady $4.9 million or 41% of the program expenses
for RACHNA (which exdude CARE oaff and management costs) from FY 2002-05.1°
Avallable information suggests that — like other dements of the “middle levd” of the program
(between the nationd/dtate headquarters level and the point of service in communities) — there is
subgtantia variability and mixed strengths and wesknesses of the NGO component. There are
adso some doubts about the extent to which NGOs are duplicating or displacing government
functions and whether thisis susainable.

The role of NGOs in the preeMTR phase of RACHNA played to ther relative strengths, i.e,
community level action and organization, principally focused on deveopment of Demondration
Stes. Even in this role there was apparent variability in competencies. some NGOs had strong
community organization experience but little background in hedth and nutrition or in working
with ICDS and RCH. Some were functioning in reléively large geographic aress with existing
management and adminidrative infradructure and capacity, while others were smaler and less

10 A5 of December 2005 CARE had agreements with 138 NGOs covering 97% of the RACHNA blocks. Program
expenses include capacity building, behavior change communication, monitoring and evaluation and
subgrantee/contracts.
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robust. CARE applied a fairly rigorous gpproach of screening and sdection to identify NGO
partners, developed working relationships under specific contractud arrangements, and invested
subgtantia effort in cgpacity building of its NGO patners.  Neverthdess, subgantid variability
gtill appears to characterize the NGO inputs.

The vdue-added of many of the NGOs community mohbilization and IEC activities in
Demondration Sites towards achieving heath and nutrition outcomes, could not be determined.
NGO efforts in Replication Sites gppear to have been more variable, snce this scaing-up was
increasngly the responghility of local government counterparts.  Some informants believed thet
the NGOs put too much effort for too long into Demondration Site development. NGOs may
have played an especidly important role in adgpting and introducing the program into
logistically and culturaly difficult areas, including triba populations.

Under the post-MTR agpproach, the NGOs' role is subgtantidly different and perhaps less suited
to ther cgpacities. Ther direct interaction with communities and direct inputs in support of
AWWs and ICDS supervisors —dl of which may not be sudainable - have been lessened.
Instead, NGOs conduct organizationa and capacity-building tasks across sectors in entire
blocks. Severd observers fdt that many NGOs lack the technica competence, credibility, and
authority to carry out these higher level functions,

In terms of these post-MTR functions — the “Sector Levd Andyds and Planning” tool
devdoped by CARE may improve the effectiveness of NGOs in “outcome-oriented
management of the program. In JH, the evaduation team met the leaders of a tribd NGO who
described a process of outcome-oriented problem identification and resolution through review
of this tool with each of their fidd agents, what they described would be a model for the whole
sysem. However, other reports indicate that this level of competency and management are
unlikely to be the norm. Thus — like other dements of the pot-MTR approach - the
effectiveness of CARE's NGO partners in their new role, and of new procedures for supporting
them, require sysematic evauaion. The MOHFW is planning to use NGOs in NRHM and
agan could learn much from CARE's experience which should be documented. A
recommendation for achieving greater sustainability is to try to sdect locd NGOs resdent in
the area where they will be working as they are more likely to gay and continue working once a
program like RACHNA ends.

4. Capacity Building

The RACHNA program appears to have contributed to increased managerid and technica
capacities a various leves, among different congtituencies.  Capacity building was one of the
principd CARE inputs used to drengthen the ICDS and RCH programs and mobilize
communities through three components. (1) technicd content, (2) process sKkills, and (3)
motivation. The traning modules developed have been used by the ICDS naiond and state
programs as discussed in more detail in Section D. on Policy Influence of RACHNA. The
training inputs were approximately $4.9 million or 43% of the program expenses for RACHNA
(which exclude CARE daff and management costs) from FY 2002-05. According to CARE's
End of Progran Documenteation (11) they included training workshops, as wel as cross-vists
for obsarvation, joint program reviews of ICDS and Hedth, supportive supervison and



experience shaing medtings. It is veay impressve to note tha more than 1.3 million
paticipants were trained cumulaively, though it is impossble from the information sysem to
know how many separate individuas were trained, as a number of participants received severd
rounds of training. Participants included CBOs PRIs, CAs, RHCAs, AWWSs, ANMs, ICDS
Supervisors, Medica Officers, CDPOs, NGO saff, and district and state level officids of ICDS
and HFW departments. In most years of the program, except FY 2004, CARE failed to reach
100% of its target for training counterpart personnel and community members in nutrition and
hedth topics, but reached from 73%-92%, most likely due to the huge numbers and daunting
scale a which it was working.

The gpproach to training used was Traning of Traners in Didrict Traning Teams (DTT) and
Block Training Teams (BTT) comprised of CARE &aff and consultants, NGO saff and some
ICDS CDPOs and supervisors and then Cascade Training down to community level. CARE's
Didrict Teams each had one full time Cgpacity Building Officer, who provided useful in-house
expertise, given the high volume of training to be done. The training workshops were short 2
day sessons for the most part. The post-MTR agpproach shifted away from training workshops
to use of 1-2 hour sessions at the ICDS supervisor's sector meeting with her AWWSs, with
ANMSs encouraged to attend.

The obsarvations of the find evauation team from document review, interviews with DTTs and
BTTs and other CARE daff and fidld vidts were that the traning modules and training could
bendfit from more up-front training needs assessment and from post-traning evauation of
participants skills on-the-job. The curricula tended to emphasize more the “what” or technical
content and less the “how” to implement it, and could benefit from being more performance-
based. The team found a marked imbaance in the amount of training time devoted to different
topics in the Capacity Building Module for INHP Didrict Teams, which contains modules and
sesson plans on different RACHNA technica themes for traning AWWSs, ANMs, CAs,
RHCASs, etc.(18). In areas which aso had Chayan, breastfeeding and complementary feeding
clearly got short gift with only two sessons compared to nine sessons on family planning and
five sessons on RTI/STI.  Improving 1YCF practices is as complicated and requires as much
training time, especidly to build solid counsding skills, as do the reproductive hedth themes.

A review of the Health Service Providers Training Module during the find evadudion
indicates that while there are some useful and necessary topics included in the contents Social
and Ethical issues in HIV/AIDS and Documentation and follow-up), the module can be further
enhanced by including: (8 a gender perspective — eg. what are the barriers to women's
treatment seeking for RTI/STI, how can these be addressed, gender power reations in STls and
including these points in counsding, (b) how to evduate referrds for medicine availability and
quaity of care issues, and (c) reasons why condoms are not used and how to address these
(based on formative research).

While the team recognizes the condraints of working a scde with limited resources and getting
ICDS and HRW functionaries freed to attend training, we do not think 2day workshops, even
repested severa times, were anywhere near long enough to adequately build the skills needed
across the breadth of subject areas in the RACHNA program. The post-MTR approach of not
even conducting the 2 day badc orientation workshops is even less redigdic. The find
evauation team acknowledges the wisdom of drengthening exising sector mestings for short



insarvice training as a feasble and sudtainable gpproach. However, there is no subgtitute for
adequate basic training and initid training on new approaches. It would be better to work at a
gmdler scae or invest less in other inputs in order to be able to invest more time and money in
traning of adequate qudity and duration. In this sense, CARE's work with ICDS training
inditutions to improve the content of basic job training and refresher courses is very drategic.
In future programs, it would probably be more effective to lobby with senior officids to get
ICDS and RCH functionaries released for a sufficient amount of time to do adequate in-service
traning. The RACHNA capacity building component would benefit from a more thorough,
expert review than time permitted during the fina evaluation.

5. Behavior Change Communication (BCC)

Many of the hedth and nutrition outcomes RACHNA sought to mprove depended on effective
behavior change communication to change pregnancy and ddivery practices, newborn care
practices, infant and young child feeding practices, care-seeking behavior and demand for
servicess CARE invested $1.3 million or 11% of the program resources from FY 2002-05
(exduding CARE daff and management codts) in this important component which used
multiple channels to reach communities with rdevant information. More impact was achieved
in changing esser, one-time behaviors like timing of bressifeeding or solid food initiation, or
not gpplying anything to the cord at delivery, than in repested behaviors such as frequency, and
quantity of complementary feeding. The find evduation team found the same wesknesses in
this component that were flagged in the MTR report, and that CARE had not done enough to
addressthese sincethe MTR (6).

The final evauation team was not able to view or assess the merits of the folk and mass media
components of the BCC efforts, but did assess the interpersond communication component in
fidd vists The team did not observe workers with the counsding skills required or using
auitable job ads. CARE sad this was likely a gap because it had not been able to tran AWWSs
for aufficent time.  Although the evaluation team recognizes that some formative research was
done to develop the behavior change drategy for infant and young child feeding, given the
difficulty of changing these behaviors and the wide variety of bediefs and practices across
cultures in the nine program sates in India, we think the program could have benefited from
more formative research and development of more specific job ads and communication
drategies as a result. The Behavior Change Matrix and Essentid Nutrition Actions Frameworks
used in RACHNA are excdlent for training workers in dl the important elements that should be
covered a each dage in the life cycle and are used as technicd guides by many dates.
However, they are not effective as job ads for counsding and negotiating with individud
mothers on smal doable actions. Given that the RACHNA program was able to improve one
time newborn care practices and early initiation of breestfeeding, but unable to achieve much
improvement in the repested 1YCF behaviors, a more thorough, independent, expert review of
the whole BCC drategy used and what could be done to strengthen it would be beneficid. As
dated in the MTR report “The chalenge to RACHNA is to figure out which BCC interventions
are working and which are not. This would not only improve performance but aso would save
resources, since ineffective BCC interventions could be ended.” (6)
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6. Monitoring and Evaluation

Mounting an effective monitoring sysem for a program a the scde of RACHNA, built onthe
exiging ICDS information system, was a huge chdlenge and CARE is to be commended for
having done s0 successfully.  High turnover of CARE'sS monitoring and evauation gaff, some
retrenchment and lack of inditutiond memory compounded the chdlenge. Given the enormous
scope and ramifications of even amdl changes, it was very difficult for CARE to achieve the
full flexibility required for changing the information sysem to maich the evolution of the
program design, but it made changes as necessary and feadble One example was the useful
addition, as pat of food trandtion monitoring, of an indicator on whether NHDs went forward
with immunization or antenata check-ups even without the THR. CARE was most successful
a collecting, reporting and using data on key processes and management indicators, building an
impressve automaied hedth management informaion system (HMIS) from the community
levd up, which was codified for the firg time in a comprehensgve manua in April 2003. The
team reviewed a revised verson of the HMIS manua dated May 25, 2004 (8). The HMIS
information appeared to be used for problem identification and action through participatory
reviews involving the key players in the program, i.e. CARE, NGOs, ICDS and HRW at block,
digrict, and state leve.

The man limitation in the design of CARE's gpproach to monitoring RACHNA was the
absence of outcome indicators in the routine information sysem to use for management for
results, and the reliance.  From 2003 onwards, by design, the periodic assessments in pand
digricts (RAPS) provided CARE indispensable hedth and nutrition outcome data that it used
drategicdly for decison-making, including completing re-orienting the programs agpproach
post-MTR. However, these data represented only 8 of the 78 digtricts and were only collected
once a year. The rest of the didtricts and blocks had no smilar outcome data, athough some
gndler versons of the assessments caled mini-RAPS were done in 53 other didtricts in the last
year of the program. The RAPS do not provide routine monitoring data to guide ongoing
management of the project in the way that HMIS information does, but the HMIS was focused
on process data. The find evauation team found the “dories’ written about findings of the
RAPS and mini-RAPS on different interventions in different didricts very interesting.
However, ther ussfulness was limited by the fact that they tended to only be written up for
digricts who had achieved success with a particular intervention, and even within that didtrict
would omit the presentation of findings where results were not favorable and only present those
that had a positive outcome.* Much can be learned from failure and it is important to tell the
whole sory.

The most notable problem in implementing RACHNA without routine outcome data to vaidate
desgn assumptions was that the program invested in training thousands of CAs as a “best
prectice’ and principle drategy for more than three years before discovering from RAPS
outcome data that these CAs were not making contacts with mothers as assumed.  Another
example of lack of outcome data for management for results was the design decison that the

1 An exampleisthe story on “RACHNA |1 Interventions and Improvementsin Nutritional Status: an Analysis
from Orissa Pandl District for Infants 6-11 months of age” which shows positive results for infants 6-11 months but
failsto include the results for infants 12-23 months that were not positive.
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progran would have no nutritiond datus or weight gain indicator in its monitoring system,
even though reducing manutrition was one of the key overal impacts expected of RACHNA.
Lack of indicators on home vidgts and RTI/STI referds ae other examples. The MTR
recommended that CARE introduce a sysem to track behavior change outcomes. It was
encouraging to see that CARE had done so through its new post-MTR sector gpproach and the
new role of the NGOs. However, these data would probably get more attention for management
for results if automated and reported up to higher levelsin quarterly reports.

The INHP Il Indicator Performance Tracking Table ( PTT) with the targets for results
achievement that CARE committed to achieve with the USAID funding over the five years of
the program was particularly problematic. Fortunately the Chayan PTT did not appear to suffer
from the same problems. Because it had been agreed between CARE and USAID only to
measure the Chayan and INHP Il hedth and nutrition outcome indicators at basdine and at
endline, CARE had none of these outcome data to use for management for results in the
RACHNA program. Furthermore, given that there was no ongoing requirement to messure
outcomes during the life of the program, it gppeared that CARE had not taken this part of the
PTT very serioudy until the find evauation.

Measurability did not seem to be adequately taken into consderation in proposing some
indicators. During the find evaduation more than one fourth of the PTT outcome indicators
CARE had committed to improve were re-defined to accommodate available data, due to not
asking appropriate and comparable questions or changing numerators or denominators in the B-
E surveys, with the new definitions less dringent in terms of results accomplished, eg.
removing requirement for timeliness of meades vaccingion and vitamin A supplementation or
delivery kit requirement from Birth Plans. Indeed in contrast to standard operating procedure in
most USAID-funded projects, CARE had no Performance Monitoring Plan to accompany its
PTT to spel out dearly the definitions of the indicators, numerators and denominators, units of
mesasure, limitations, etc. Three of the eeven impact and outcome indicators in the find PTT
have no basdine data despite having been included in the origind DAP with plans to collect
basdline dita to be determined. Two others are missing basdine data for UP and WB. Thus, no
concluson can be dravn on the impact of RACHNA on increasng the use of birth plans,
percent of babies dried and wrapped, bresstfed in the first hour, exclusvely breestfed, or
children 36-72 months receiving ICDS food rations. Furthermore, because the questions were
not asked in a comparable fashion, no meaningful evauation can be made of RACHNA's
impact on lactating women receiving 1CDS food rations from G5 months postpartum. Thus, the
find evduaion team found that sx of the deven PTT impact and outcome indicators were of
no use for measuring RACHNA' s results achievement.

Furthermore, for dl eight of the eeven indicators for which CARE had presented basdine data
to USAID in the forma PTT submisson during DAP approvd, the basdines were changed
during the find evadudation &ter deaning, re-andyds and re-weghting of the basdine and
endline data, commissoned by USAID from an independent source. The experts conducting
this re-andyss and on the find evduation team concluded that a shorter basdine questionnaire
could have increased the qudlity of information obtained, because interview fatigue is common
with very lengthy quedionnaires like the one used in INHP Il.  Some of the information
collected appeared to not be needed. Another issue was that different states entered the basdline



data uang different formats, when a uniform data entry forma should have been used. They
found, the qudity of the endline questionnaire and data much better. Since the basdine figures
changed, whether any of the approved targets committed to USAID by CARE in the INHP I
PTT ae dill vdid is undear. The find evduation team dso found a number of indicators
midabeled in CARE's PTT, eg. a labe of 636 months children, when the data were for 624
months old children, which were mideading and ingppropriately handled in footnotes instead of
by correct labels. Thus, it is impossble to atach a meaningful PTT table for the impact and
outcome indicators of INHP Il to this report. What is found in Annex 5 is a table for INHP Il
comparing the basdine and endline data for the revised impact and outcome performance
indicators.  Fortunately, the INHP Il management indicators were not affected by the above
problems and achievements on these are found in Annex 5 dong with the Chayan PTT.

To end this section on a more postive note, CARE's work to overhaul and streamline 1ICDS
reporting in two dates, dragticdly reducing the number of registers of the AWW from 15-20 to
6, and thus her workload, was greetly appreciated by the state governments. In the process
CARE succeeded in introducing for the first time the recording of care and feeding practices
information and explicitly linking maternd and child hedth regigers. In AP, CARE developed
an HMIS software package linked to a geographic information system and piloted it in 70 ICDS
blocks and has agreed at the state government’s request to scae it up sate-wide. CARE aso
made useful suggestions for revision of the MIS at the nationd level to the MOWCD. The team
believes CARE could benefit from an internd reflections exercise with dtaff at dl leves to
document lessons learned from the RACHNA monitoring and evaluation processes, with a view
to overcoming bariers to usng hedth and nutrition outcomes data for program management
and decison-making, especidly a digrict and Sate leve.

D. Assessment of RACHNA's Influence on Policy and I mprovementsin National Programs

RACHNA intended to influence policy and programs by demondrating the effectiveness of its
drategies in improving the qudity of processes and the quantity of outputs, which in turn are
expected to improve the outcomes of the ICDS and RCH programs. In order to determine to
what an extent this objective was achieved, the team reviewed available reference materids and
interviewed severd key policy makers and program implementers working for the MOWCD
and MOHFW a the dtate and centrd level, non governmenta nationd, bilatera and multilatera
internationd organizations (Annex 4).

CARE has made a concerted effort to influence policy a naiond and date level. RACHNA
daff have written severd letters, interacted on a periodic and sustained basis with concerned
officids, and organized severa consultations and meetings to share innovations and address key
policy issues. As a reault, the team was impressed to see a joint letter from the nationa
Secretaries of Hedth and Family Wefare and Women and Child Development sent in February
2005 to senior officdds in the nine RACHNA dates encouraging them to use CARE's
experience (such as NHDs) to strengthen the ICDS and RCH programs throughout their states.
Smiler letters were issued at Sate leve.

The following are some examples of RACHNA gpproaches that have extended beyond the
project area. The convergence of ICDS and RCH sarvices for less than 2 year-old children,



pregnant and lactating women through the delivery of a Take Home Ration and observance of
Nutrition and Hedth Days has been extended date-wide by three dates Community
mobilization through CAs and community-based organizations has adso been implemented
across large areas. At nationa level, NIPCCD has incorporated RACHNA's behavior change
communication drategies in the ICDS refresher training curricula for various leves of 1ICDS
gaff. In five sates (AP, WB, JH, MP and CG) CARE teams asssted the Women and Child
Development Departments to revise the sate's ICDS curriculum for AWW's traning under
UDISHA (the World Bank loan for ICDS training) to include the life cycle approach to
ddivering interventions, an emphass on gender issues, and the four “best practices’. At the
request of the GOMP, the RACHNA team designed a trainer’s manua and conducted a five-day
traning of tranes workshop for the dae ICDS traning inditutions CARE-asssted
commodity tracking systems for procurement and didribution of local food items have been
established in severd dates.

Policy makers and program planners a nationd and dSate levd perceive the RACHNA
experience to be valuable to ICDS, RCH and NRHM. The GOI's Planning Commisson and
MOWCD sought inputs from RACHNA to design polices for the 11" National Five Year Plan
(2008-2012) for reduction of maternd and infant mortaity by srengthening the ICDS and RCH
programs. The RCH Il and NRHM drategies of convergence, community volunteers, and focus
on didrict teams as a management unit have benefited from the RACHNA experience. State
and digrict plans for RCH [l and NRHM have drawvn heavily on the experience of RACHNA in
CG and JH. Through continuous engagement, CARE helped shape the State Nutrition Policy in
CG, and the RCH and Population Policy in JH. CARE's Essentid Nutrition Actions Toolkit is
widdy used in many dates, including Maharashtra, a nonnRACHNA satee.  RACHNA has
collaborated well a nationd and date levels with international and UN agencies with smilar
interests and overlgpping geographic aress on hedlth and nutrition challenges,

CARE needs to further document evidence for cost-effectiveness of some drategies as liged at
the end of this section. Recently introduced approaches and tools in the post-MTR scaed up
RACHNA modd, i.e, improved AWW home vidting, supportive supervison, sector leve
review, revisons in records and reports, and monitoring program qudity a digrict leve have
potential for wider gpplication. Therefore, the cost-effectiveness of these approaches needs to
be tested for their, so as to have evidence for policy a nationd leve. Srrengthening CARE'S
public hedth expertise a nationa and date leve is required for consolidation of the gains made
50 far and for extending CARE' sinfluence over awider area

RACHNA has created a sound foundation for policy didogue by demondrating that the
effectiveness of large scae centrd or state programs such as ICDS and RCH can be improved at
a modest invesment over a short period of 3-4 yeas, utilizing the expertise of non
governmental organizations such as CARE. CARE is wdl-respected for its ability to strengthen
the capacity of dtae program planners and didtrict, block, sector and community program
managers and workers to ddiver a core set of high impact hedth and nutrition interventions
through the convergence of RCH and ICDS services and community mobilization and
empowerment. The lessons learned in the RACHNA approach, if heeded, have potentia for
refining the drategies of NRHM and speeding up nationwide implementation to achieve the
Nationd Population and Hedth Policy gods within the gspecified timeframe. The find



evduaion team has categorized the datus of the evidence-base and makes the following
recommendations on the readiness of CARE innovations and system improvements for
being advocated for wider adoption:

1. Implement on Nationa Scale because Evidence Base Sufficient:
a. Convergence of ICDS and RCH sarvice delivery for sdected interventions a fixed ste
on fixed day, e.g., Take Home Ration/ Nutrition and Headlth Day.
b. Commodity tracking system for ICDS supp