



Norway – India 

Partnership to Achieve 

MDG 4

· The fourth Millennium Development Goal (MDG 4) aims to reduce by two thirds between 1990 and 2015 the under-five mortality rate (U5MR) in the world. 

· The Prime Minister of Norway announced at Delhi, on 7th Dec. 2005, Norway’s commitment to boost the worldwide effort to achieve MDG 4. 

· Child mortality in India has been declining gradually, but with 27 million births and 2.2 million under-5 child deaths each year, India continues to face an enormous child health challenge.

· The Prime Minister of India announced India’s commitment to MDG 4 through its ambitious new health initiative – the National Rural Health Mission (NRHM), the Goal of which is to improve the availability of and access to quality healthcare by people, especially for those  residing in rural areas, the poor, women and children. 

· The Norway-India Partnership Initiative (NIPI) on child health in India follows commitments of these world leaders to MDG 4. 
· NIPI aims to provide a catalytic and strategic support to India’s national effort aimed at accelerating the activities under NRHM to attain MDG 4, with focus on 5 States with the highest number of child deaths.
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EXECUTIVE SUMMARY

Norway and India have agreed to collaborate towards achieving MDG 4 based on commitments made by the Prime Ministers of the two countries.

The partnership will be based on India’s ambitious new health initiative – the National Rural Health Mission (NRHM).

The aim of the partnership is to facilitate rapid scale-up of quality child related health services that are equitable and sustainable in five high focus states. 

The partnership will focus on the following areas:

· Strengthen the Government of India’s initiative the National Rural Health Mission by supporting an independently managed enabling network, facilitating delivery of MDG 4 related services.

· Test and introduce new ways of scaling up quality services by community health workers (ASHA - Accredited Social Health Activist at the village level in 5 focus States), including their support needs and referral requirements (“ASHA chain”).

· Involvement of private sector in the delivery of MDG 4 related services at all levels.

· As the implementation of the NRHM-MDG 4 related activities unfold, there will be a continued need to explore new opportunities as they arise. The partnership will operate on flexible basis providing up front catalytic financial support, and facilitate engagement of international and national expertise as deemed necessary.

It will operate in a national system of rigorous monitoring and evaluation with clearly defined milestones and, where required, studies to document whenever innovations add value. 

Led by the two Prime Ministers, the partnership will endeavour to help achieve MDG 4 globally through a shared vision and aim to use the experience from India as a model of best practices which can serve as a global benchmark that could be multiplied for application elsewhere in the world. 

PART- I: OVERVIEW

1. Introduction

Child mortality in India has been declining over the last few decades. In the early seventies the under-5 child mortality rate was over 200 (per 1000 live births), whereas the estimated level in 2004 stood at 85. The MDG 4 goal for India for the year 2015 is 41 which will not be attained at the current pace of decline. The present infant mortality rate (IMR) is 58 per 1000 live births whereas the maternal mortality ratio (MMR) is 407 per 100,000 live births. The highest number of child and maternal deaths occur in five states of the country (Uttar Pradesh, Bihar, Madhya Pradesh, Rajasthan and Orissa). Fertility ratios in these states also continue to be high.

	Under-5 mortality trends, goal and projection

	Trends

	1977-82
	144

	1982-87
	128

	1987-92
	109

	1992-97
	  95

	2004
	  85*

	MDG 4

	2015
	41

	Projection at current pace

	2015
	55

	Sources: NFHS estimates. UNICEF. State of World’s Children 2006. Mid-term review of Xth Plan. Baseline level for MDG estimates 123 in 1990.  

Under-5 mortality rate expressed as per 1000 live births.  


To achieve reduction in child mortality as envisaged under the MDG 4, the Government of India has taken a number of initiatives recently. The National Rural Health Mission (NRHM) was launched  in April 2005 by the Prime Minister of India with the avowed aim of attaining the health MDGs The Reproductive and Child Health Programme (RCH-II), including Safe Motherhood Scheme (Janani Suraksha Yojana), is the core programme under the Mission for achieving the goals of reducing IMR, MMR and the TFR. This programme envisages a continuum of maternal, newborn and child care at all levels.

NRHM is based on decentralized planning and ownership of the programme for better implementation at State and District Level with emphasis on public-private partnership, performance-linked funding and equity-based monitoring. The Government of India has made a large resource allocation for the NRHM to the tune of US$ 22 billion over a period of next five years.

The Universal Immunization Programme (UIP) continues to be implemented as a lead programme under the Mission. In addition, skilled attendance at birth, Integrated Management of Neonatal and Childhood Illness (IMNCI), and the infant and young child feeding strategies delivered through a mix of community, outreach and facility-based approaches constitute the key features of India’s child health program. Maternal health interventions (antenatal care, skilled attendance at delivery, emergency obstetric care), delayed age at marriage and birth spacing, that have an immense child survival impact, form an integral part of the Mission. Thus, an evidence-based, comprehensive child health package of interventions that has the potential of reducing child mortality to the MDG 4 level has been identified and is being scaled up. 

2. The Norway-India Partnership Initiative (NIPI)  for MDG 4

Opportunity

The Millennium Development Goals are universally accepted common development goals towards which all governments are mutually accountable. The Governments of the Republic of  India (GoI)  and Government of the Kingdom of Norway (GoN) are equally responsible for contributing towards reaching these goals and have agreed to work together as partners to achieve the MDG 4. 

The Prime Minister of Norway, Mr. Jens Stoltenberg, visited Delhi in December 2005 to attend GAVI board meeting, and met the Prime Minister of India, Dr. Manmohan Singh, to discuss areas of bilateral cooperation between Norway and India. The Norway-India Partnership Initiative (NIPI) for MDG 4 follows the understanding between the two governments to collaborate toward the reduction of child mortality in India. 

Vision

To provide catalytic, strategic support that would make a vital and sustainable difference to the rapid scaling up of quality and equitably delivered child health services in India under the National Rural Health Mission. 

	[image: image1.jpg]





The 5 focus states

The Partnership effort would be focused on 5 states of India, namely, Uttar Pradesh, Bihar, Madhya Pradesh, Rajasthan & Orissa. These States together contribute almost 60% of country’s infant deaths (Panel). These states pose an enormous challenge in implementation because of the socio-economic status, large inequalities, weak health system and poor program management capacity.  India’s success in achieving MDG 4 depends on the impact of the child health programs in these states.

	Panel

Child and infant mortality rates and numbers in 5 selected states

	States
	Under-5 child mortality rate+
(1998-99)

NFHS II
	Infant deaths

	
	
	Infant mortality rate+
(2003)

SRS
	Number of infant deaths
	Proportion of  infant deaths                 in the country   

	National
	95
	60
	1,600,000
	

	Uttar Pradesh
	122
	76
	421,000
	26.3%

	Bihar
	105
	60
	158,000
	9.9%

	Madhya Pradesh
	138
	82
	156,000
	9.8%

	Rajasthan
	115
	75
	134,000
	8.4%

	Orissa
	104
	83
	72,000
	4.5%

	Total for 5 states
	941,000
	58.9%


NFHS=National Family Health Survey    SRS= Sample Registration System   + Per 1000 live births
Value addition of NIPI to the national effort 

The Norway-India Partnership Initiative will provide technical cooperation which will be co funded through Government of Norway & Government of India The contribution of the  Government of Norway  will be  around USD 80 million for 5 years (2006-2011). Even though this would form a relatively a modest supplement to the budget for NRHM/RCH II, it would add a great value because of the way in which this resource is proposed to be utilized. 

The Partnership inputs would complement the national efforts and stimulate acceleration of NRHM implementation for MDG 4 by providing flexible support to enable implementation and innovation, and to resolve bottlenecks. In addition, the Partnership will provide access  and feed-back to international experiences and expertise.

The Partnership will be used to attain and sustain a rapid scaling-up of implementation to achieve MDG 4. The additional support will provide a strategic and focused complement to the national efforts. Efficiency comes with speed and maintaining the momentum of action is crucial for a mission approach. Any delay in responding to the program needs with urgency, quality and flexibility has a price in the form of lost opportunity to save lives.  

The value addition to the national effort to reduce child mortality would be achieved by focusing the partnership on four areas:

1. Strengthen a new government initiative, an independently managed enabling network, to facilitate the delivery of MDG 4 related services.

2. Test and introduce new ways for scaling up quality services by primary health workers (ASHA - Accredited Social Health Activist), including their support needs and referral requirements (‘ASHA chain’).

3. Recruitment of private sector into the delivery of MDG 4 related services. 

4. As the implementation of the NRHM MDG 4 related activities unfold, there will be a continued need to explore new opportunities as they arise.

Overarching approach

All activities undertaken under NIPI shall be directed towards fulfilling the goals and objectives of NRHM, and in consonance with other program documents including RCH II program implementation plans (PIPs) of the Centre and States, the Multi-year plan (MYP) for Universal Immunization Program and the State Immunization PIPs. The Partnership recognizes the National Population Policy, Five Year Plan Documents, National Health Policy and the National Plan for Action for Children documents as the important guiding charters. These will be carried out within the implementation framework the same, with the full participation of the State Governments and stakeholders. 

In order to maximize the impact of the additional resources provided under NIPI, it is envisaged that the resources will be used in an innovative manner as outlined in the Partnership Document.

Recognizing that the partners of the NIPI are responsible for the implementation of the activities highlighted in the Partnership Document, partners have invited UNICEF and WHO as implementing agencies. NIPI will also identify other organisations as implementing, facilitating or collaborating agencies (hereinafter called Agencies) as and when required.

The activities under the present Initiative would form a part of the NRHM district/state plans and implemented through agencies  and in close cooperation with the Child Health Resource Network & NIPI Secretariat. 

Although a broad framework of activities is outlined in this proposal, there will be flexibility to refine the approaches at the state/national level to respond to the changing needs of the program.

The activities of NIPI found useful would be continued as a part of the NRHM beyond the NIPI timeline.
NIPI would aim to strengthen inter-sectoral linkages, at all levels, especially with the ICDS system, water-sanitation functionaries and Panchayati Raj institutions. Collaboration and synergistic cooperation with professional organizations, NGOs, development partners and centres of excellence, among others, would be actively sought and embraced to have maximum possible positive impact on child health.

Equity focus

The Partnership is deeply committed to an equity-driven approach and it would endeavour to draw upon and enhance the strong equity rubric of the NRHM. 

The Preamble of NRHM states, ‘The Goal of the Mission is to improve the availability of and access to quality healthcare by people, especially for those residing in rural areas, the poor, women and children’.  The Mission focuses on the rural population where the real child health challenges, and inequities, are. Its vision statement underpins the priority given to states with ‘weak public health indicators and / or weak health infrastructure’.  The five states chosen for NIPI are among the most backward in terms of socio-economic indicators.

The NRHM Framework emphasises the following strategies to promote equity: empowering those who are vulnerable through education and health education, giving priority to areas / hamlets / households inhabited by them,  running fully functional facilities, exemption for below poverty line (BPL) families from all charges, ensuring access, risk pooling, human resource development / capacity building, and recruiting volunteers from amongst them. 

The pro-poor principles are mainstreamed into all facets of NRHM. For instance, utilization of public health facilities by the vulnerable sections of the society is a benchmark for the performance of these institutions. The NRHM envisages formation of village health and sanitation committees in every village in which women and disadvantaged sections of the community such as those belonging to the scheduled castes/tribes (SC/ST) and minorities would be represented. One of the highlights of NRHM is to introduce health insurance system for the poor.

In addition to the pro-poor planning and implementation, both the NRHM Implementation Framework and the RCH II national PIP mandate equity-sensitive monitoring. States would report on coverage indicators disaggregated by vulnerable groups (SC/ST, BPL) as benchmarks. NIPI monitoring framework would encompass these and other indicators to assess the reach of the programme among the poor people and the vulnerable groups.

Institutional, financial and oversight arrangements

The Government of the Kingdom of Norway and the Government of the 
Republic of India desire to establish a joint Norway - India Partnership.  The activities highlighted in the `Partnership Document’ will be implemented through identified agencies. 
The NIPI envisages formation of the following institutional structures:
· A Joint Steering Committee (JSC) as the central decision making body responsible for the implementation of NIPI in accordance with this Joint Statement. Its major tasks shall be providing coordination and oversight for the planning, implementation, dissemination, and execution of NIPI as well as approving new Agencies. A Terms of Reference shall be made, setting out the functions and responsibilities of the JSC. 

· A Programme Management Group (PMG) as a forum for dialogue to form a platform for coordination between NIPI, NRHM leadership and other stakeholders, on integration of activities with the NRHM operational framework.  The PMG will discuss key technical issues, review progress, make proposals to and advice the JSC as it relates to pertinent programmatic matters within NIPI.  A framework note will govern its activities.  

· A Secretariat to execute decisions made by the JSC and to provide secretariat functions to the JSC and PMG.  

In addition to the above, an International Strategy Group (ISG) will be established.  The ISG will advise NIPI, its Secretariat, and Agencies on global best practices towards reaching the MDG4.  At the same time the ISG will help disseminate lessons of the NIPI and the NRHM to the international community. 

Periodic independent evaluation of the process and performance of the activities under the Partnership will be conducted. 

The progress of the Initiative would be reviewed at the level of the Prime Ministers of Norway and India.

Funds  flow

The Government of Norway has the intention to provide up to NOK 500 millions for the financing of NIPI over a period of approximately 5 years.  These funds will be channelled by Norway to the identified Agencies in line with individual agreements/contracts. No funds will be received directly by the Government of India. 

Release of funds to the individual agencies will be based on the above mentioned agreements/contracts and guided by advice from the JSC.   

The activities under NIPI will be reflected distinctly in the work plans of the respective Agencies under the heading `Norway India Partnership Initiative’. 

Timeline
The Norway-India Partnership for MDG 4 would be launched as early as possible in 2006 (possibly September 2006). It is expected to be completed in 5 years (2007-2011). It is envisaged that improved fiscal strength of National government leading to augmented outlays to the domestic budget for the health sector will be able to sustain the activities initiated under this partnership. It is also conceivable that other partners may come forward to support the present initiatives further. However GoI hopes that the present Initiatives  of the Norway India Partnership for child health MDG 4 continues after a review, & indeed intensified during 2010- 2015 so that impact of this partnership is sustained up to target year of MDG 4.
Outcomes

· Sustaining routine immunization coverage rate in the country at 80% or more from 2007 onwards.

· Saving an additional half a million under-5 children each year from 2009 onwards. 

By virtue of the innovative nature of this initiative and by demonstrating its successful implementation, the Partnership would contribute to

· Subsequently improve the performance of the health system as a whole in India

· The development of best procedures for large scale roll-out of interventions addressing MDG 4 also in other countries.

The Norway-India Partnership for MDG 4 would be a truly path-breaking initiative. It builds on and accelerates a well-developed program for early implementation. The improved quality of implementation and evaluation under this initiative would set standards for the sector beyond child health, and that would help in accessing larger resources for the entire health sector. The lessons and products of this collaboration would also have a great relevance to other countries in the developing world struggling to achieve MDG 4.

PART-II

DETAILED PROPOSAL ON SUPPORT FOR 

SPECIFIC THEMES

1. Strengthen a new government initiative, an independently managed Enabling Network, to facilitate the delivery of MDG 4 related services 

1.1 Rationale

Effective, efficient and sustained scaling up of newborn and child health interventions would be greatly benefited by a techno-managerial catalytic mechanism to support the existing and evolving systems under NRHM / RCH II. Experience from the Pulse-Polio initiative has shown that such a facilitatory arrangement at block, district, state and national levels could add intensity, quality and efficiency in the program. A prerequisite for an appropriate scale-up is an increased demand for health care which again is dependent upon a motivated, effective and competent health work force at the grassroots level.

1.2 Concept

The Norway-India Partnership would support an enabling network with technical and managerial expertise for the newborn and child health program under NRHM / RCH II. 

Accordingly, it is proposed to develop a Child Health Resource Network (CHRN) with nodes in 5 states linked to a national centre. This enabling network will be an integral part of NRHM systems and structures at all levels. 

In addition, in two / three States, there will be Block Level Facilitators as a part of the network.  They will be supported and supervised by the District level facilitator under NIPI in all the States. The final link in the network would be the ASHAs at the village level who will be trained and enabled to play an effective role to save newborn and child lives.
1.3 Working arrangements

· This enabling mechanism would function as a part of NRHM under the overall directions of the respective state/central governments, and entrusted with a broad mandate and role of complementing, not duplicating, the existing system. 

· At the national level, the enabling network would be the child health extension of the National Health System Resource Centre & work in close coordination with NIPI Secretariat.
· At the state level it would be a part of the State Programme Management Unit.  Once the State Health Systems Resource Centres are established, the state nodes may be placed under them. These centres are visualized as registered societies linked to, but outside, the government system. The State nodes of the CHRN would assist the Directorate of the State. 
· The district and block level functionaries of the network would be a part of the district program management unit and assist the district health administration. 
· This enabling network would be given optimum operational autonomy and provided with flexible funding to ensure efficient response to the program needs and to deliver innovative solutions at local levels.

· The network would be guided and monitored by the Joint Steering Committee supported by the Programme Management at the national level; and by the State and District Health societies at state and district levels, respectively.  

· The network will be an integral part of the national, state and district NRHM systems including the State and District Health Societies. 

· There will be bi-annual reporting on the performance of the enabling mechanism.

1.4 Objectives

The main objectives of CHRN would be to:

· assist in national, state, district and block level planning and implementation of child health activities.  

· provide technical support at all levels; develop, adapt, share and disseminate tools including those for ASHAs and in IMNCI.

· galvanize action, motivate teams; support training activities, including those for ASHAs and IMNCI 

· facilitate gap management and problem-solving in technical, managerial and financial areas; 

· initiate and steer innovations in implementation, guide action research, identify best practices and refine approaches.

· streamline communication and referrals in the ASHA chain.   

1.5 Approaches and activities
The approaches to be taken by this enabling mechanism would, among others, include: synergizing disparate program elements  into turn-key initiatives to maximize gains (eg providing kits to workers after training or ensuring concurrent implementation of training, procurement and supervision to achieve timely functional operationalization),  supporting district level actors to experiment and innovate program implementation, and plugging-in flexible resources for critical gaps requiring urgent attention.  

The Network would link up with intra- and extra-sectoral stakeholders at the district, state and national levels in the mission to save children. In particular, professional bodies and academia would be engaged actively. 

The Network would facilitate formation of and operate through the block and district level support and facilitation mechanism with the local partners to enhance ownership, and to enhance breadth and depth of program implementation. Its important linkages would include those with district and block level program managers, program management groups, the pulse polio teams and UNICEF’s district level facilitators.

One value addition expected from this mechanism would be facilitating and mentoring high quality training of key functionaries including ASHAs (especially skills up-gradation for home-based newborn and child care), ANMs and medical officers in IMNCI (pre and in service), and nurses and medical officers and specialists in facility-based care.

Another important objective of the Network is to promote innovation in child health program implementation at the peripheral level. There are huge variations across districts in child health indicators, access to services, existing level of coverage with key interventions, the capacity for implementation, health system functionality, political commitment and governance. Additionally, targeting to reach the poorest, poses different challenges in different populations, due to different social, economic, cultural and geographic scenarios. Clearly, there cannot be ‘one size fits all’ under these scenarios. There is a compelling need to promote local innovation in implementation. 
The Network would catalyze such innovations in adapting generic guidelines and approaches to suit the local needs. It would have technical and financial resources to help generate and test new ideas, and plough them quickly into the program. 

In addition, the CHRN would conduct rapid, in-depth studies in selected areas that are considered crucial to the effective scale up of child health strategies. One such area identified by the Partnership is harnessing technology for child health (IT, telecom, biomedical engineering etc.). The Network would work closely with departments of Science and Technology, and Biotechnology, among others, to achieve breakthroughs in this area. 

The CHRN would collaborate with Norwegian and Indian professional groups/bodies and institutions of excellence as well as partners in relevant areas of education, training, evidence and innovation. 

1.6 Structure and funding

· National / State Levels. The national and state CHRN nodes would be manned by senior level professionals in technical, management and M&E fields, supported by mid-level staff members. In order to attract the desired level of talent, the staff would be paid appropriately (on lines of the UN  staff). Each centre would be provided with adequate flexible funding to perform the activities. The centres would be supported for mobility for fieldwork, connectivity, consultancies / meetings, innovation, data handling etc. Job-descriptions will be developed for each functionary of the network after consultations.
· District Level.  It is proposed to appoint a District Level Facilitator under NIPI in all States. The incumbent would a technical person with skills of coordination, problem-solving and team motivation apart from the technical expertise. He/she will be the focal point for the District Health Resource Centres.
· Block Level. There would be additional resources at block level as a part of this network in 2-3 states.  It is proposed that each block, which usually covers 4 to 6 primary health centres, encompassing a population of 100,000 to 200,000, is supported with a facilitator to accelerate NRHM implementation at this most peripheral level. The block facilitator will be supported & supervised by block medical officer. A senior nurse on deputation will also be a part of the block facilitation team.  The medical officer would also have contingency and mobility support to make effective contribution to the programme.   They will be provided contingency funds for mobility and communication to be effective catalysts for the program. These facilitators would be selected in consultation with the District Health Societies. Their role will be of a facilitator, problem-solver, mentor to ANMs/ASHAs and coordinator for child health programme. If resources permit, this initiative would be extended into other states.
1.7 Developing Model District Health Resource Centres 

Human resource and technical gaps are a major obstacle to effective implementation of health programs. District training centers are the nuclei of capacity development at the district level. However, their funding is often related to vertically managed specific training activities. Often resources for institutional strengthening are scarce. As a result many district training centers lack infrastructure. Often the buildings are dilapidated, and there is no e-connectivity, audio-visual technology is archaic and the morale of trainers/staff poor. Building local capacity is a critical need. If the objectives of NRHM (and NIPI) are to be met this vital institution must be strengthened, nurtured  and galvanized.


Accordingly, as a pilot initiative under NIPI, it is proposed to develop district training centers into model District Health Resource Centres in all districts in 5 states. This would require strengthening of infrastructure of the centers by improving / furnishing the premises, equipping them with computers, reprography equipment & internet facility, developing a library with  learning resource materials and books/journals. Each center should have well-equipped meetings/workshop rooms. The centers should be a district level ‘epicentre’ of intellectual and academic interaction, techno-managerial expertise  and innovative thinking. The centers would be regular sites for continuing education activities  arranged with the help of professional bodies.

It is also proposed to post on deputation an experienced nurse who would coordinate the activities of the District Health Resource Centre under guidance from the District Level Facilitator. The estimated cost of  support for the identified areas is at Annexure `A’ to this document. 
	Areas identified for support
	Outcome expected

	Establishment of the enabling network with 6 state nodes (2 for UP, rest 1 each) plus 1 national node 

Provision of block level facilitators in two /  three states* 
	· Catalytic resource to facilitate decentralized and efficient program implementation   

	Developing  District Health Resource Centres in all the  5 States,
	· All districts would have model Resource Centres

· The model will be replicated in the districts as a part of NRHM


*Other states may have such facilitators supported by the NRHM funds employing the common approach.

The enabling network is at the core of the Norway-India Partnership and crucial to its success. Active nurturing of this mechanism is needed. Many of the program bottlenecks are techno-managerial and the main purpose of the catalytic support from Norway is facilitating program implementation to which the CHRN will make a decisive difference.  

1. Test and introduce new ways for scaling up quality services by primary health workers (ASHA - Accredited Social Health Activist and others), including their support needs and referral requirements (‘ASHA chain’)
This theme would be addressed in the context of three areas:

1. Strengthening the Universal Immunization Program

2. Accelerating  child health interventions

3. Accelerating maternal health interventions for improving child survival

2.1 Strengthening the Universal Immunization Program

· Under the UIP, vaccines are administered to infants and pregnant women for controlling vaccine preventable diseases namely childhood Tuberculosis, Diphtheria, Pertussis, Poliomyelitis, Measles and Neonatal Tetanus. 

· As per the recent District Household Survey 2002-03, the National full immunization coverage is 47.6% and it ranges from 14% in Nagaland and Meghalaya to 92% in Tamil Nadu  
1.1.1 Enhancing Programme Support 

Immunization services are being provided from health facilities at different levels such as Hospitals, Community Health Centres (CHC), Primary Health Centres (PHC), sub centres and outreach sessions in villages. There are about six hundred thousand session sites in the country. The ANM, last level health functionaries, provides vaccination to children apart from other maternal and child health services. However, the planned immunization sessions are some times missed due to unavailability of ANM or lack of alternate service provider in place. This is more exaggerated in the tribal and hard-to-reach areas due to lack of adequate support for mobility. In order to ensure that all the sessions planned are not being missed the following core strengthening activities have been proposed: 

a. Support of innovative schemes for improving coverage in tribal districts.

b. Initiation of Reward Schemes to recognize good performance 

c. Supplement the technical support to Routine Immunization to strengthen implementation and improve coverage

2.1.2 Strengthening and capacity building of vaccine logistics 

Up-gradation of Cold Chain system 

This is an additional requirement as India is phasing out CFC based equipment as per the Montréal protocol, expansion of Hepatitis B and JE vaccination.

There are about 35,000 vaccine storage sites in the country which facilitate and ensure delivery of vaccines at about six hundred thousand session sites. The vaccines are stored at different levels at National, State, District, Block, the PHC being the last storage point. The National Government is also planning for expansion of Hepatitis B vaccination in the 11 States & JE vaccination in the selected high risk districts of five States. This expansion in activities will require additional storage space & strengthening of the cold chain system. It is therefore proposed to upgrade/replace and expand cold chain equipments through UNICEF. Since continuous power supply is a problem in some areas, there is also a need for cold chain equipment that work on an alternate power source. The following activities have been proposed:
a. Procurement and distribution of cold-chain equipment [DF (S) – 8500, DF (L) – 1400, ILR (S) – 2000, WIC – 20, WIF – 20] (including non-conventional energy cold chain equipment)

b. Capacity building and review meetings for the cold chain personnel.

c. Cold chain maintenance and how to deal with emergency situations.

Development and implementation of software for vaccine management 

The vaccine at the Central and State level are stored at about 65 locations and at district 
level at about 600 location. In order to have better inventory management through e-
solutions, software will be developed and implemented in these locations. The e-solution 
will 
translate to better management of the vaccine logistics.

2.1.3  Strengthening of VPD surveillance and out break response (including Measles) 

Measles is the major killer among all vaccine preventable diseases in developing countries and one of the key interventions to decrease Infant Mortality Rate and accelerate achievement of MDG 4 is to strengthen Measles control activities. In the WHO-UNICEF joint strategic plan, India has been identified as one of the 45 priority countries globally for implementation of accelerated measles mortality reduction. In recognition of this status, measles mortality reduction is one of the key objectives in the UIP multiyear strategic plan, 2005-2010.  

The following strategies are essential for achieving sustainable reduction of measles mortality:

1. Routine immunization to achieve >90% routine vaccination coverage (in each district and nationally) with at least one dose of measles vaccine administered at 9 months of age or shortly thereafter.

2. Second opportunity for measles vaccination for all children through routine or supplemental activities.

3. Measles surveillance system to report regularly the number, age and vaccination status of children contracting or dying from measles, to conduct outbreak investigations, and to monitor immunization coverage.

4. Improve management of complicated cases including vitamin A supplementation and adequate treatment of complications.

Good surveillance for measles is critical to make strategic decisions like identifying areas and age groups for supplementary measles immunization activities. Surveillance also helps to identify high risk areas (even in states that have high routine immunization coverage) for appropriate interventions in the form of strengthening routine immunization in those areas. Surveillance is critical for identification of measles outbreaks leading to control measures for these outbreaks including better case management. All these interventions ultimately contribute towards India reaching the goal of measles mortality reduction as envisaged in the UIP multi year strategic plan. Currently, however, measles surveillance in India is very poor, with few cases being reported, and even fewer confirmed as measles. Hence the following activities are proposed to accelerate Measles control through the active involvement of National Polio Surveillance Project (NPSP-WHO). 

· Utilizing the polio reporting network for measles case reporting to ensure completeness and timeliness of reporting of all measles cases. 

· Establishment of a measles laboratory network to support confirmation of measles outbreaks
· Training and support for investigation of Measles and VPD outbreaks
· Measles data management on the lines of polio to generate information for action

· Documentation and guidelines for measles surveillance in the country

	Activities
	Expected

Output

	2.1.1 Enhancing Programme Support

· Support of innovative schemes for improving coverage in tribal districts.

· Initiation of Reward Schemes to recognize good performance 
· Technical support to Routine Immunization to strengthen implementation and improve coverage
	 Improved routine immunization coverage

	2.1.2 Strengthening and capacity building of vaccine logistics and cold-chain system

· Procurement of Cold Chain equipment

· Capacity building and review meetings for the cold chain personnel
· Development & implementation of Vaccine logistic management system
	Fully functional cold chain system in place; CFC equipment replaced,

 Development of Vaccine logistic Management System 

	2.1.3 Strengthening of VPD surveillance and out break response (including Measles)

· Surveillance coordination & reviews

· Outbreak investigations
	Measles surveillance and outbreak response strengthened




The estimated cost of  support for the identified areas is at Annexure  `A’ to this document.

2.2 Accelerating Child Health Interventions
· The present under-5 mortality rate is estimated to be 85 per 1000 live births.

· The present infant mortality rate in India is 60 per 1000 live births. 

· 2/3rds of infant mortality and around 45 per cent of under - 5 child mortality comprises deaths during the first four weeks of life, the neonatal period.

As mentioned above, in 2005, the Government of India initiated RCH II as part of the NRHM. The RCH programme integrates reproductive, maternal, newborn, child and adolescent health initiatives. Strategies for child survival and health include UIP, infant and young child feeding and IMNCI. Maternal health interventions form an integral part of RCH II.  

Under the NIPI, three interlinked activities will be undertaken.

2.2.1 Training and enabling ASHAs for home and community -based newborn and childcare: Establishing the ASHA chain 

Background

NRHM provides for a new village level health-care provider, the ASHA (Accredited Social Health Activist). She belongs to the village, is chosen by the community, and works in partnership with the Anganwari worker (AWW) under the supervision of an Auxiliary Nurse Midwife (ANM) States are already in the process of recruiting them. Provision of ASHAs, one for 1,000 populations, opens an opportunity to channelize home- and community-level interventions for newborn and child health to the vast rural population of the country, and is thereby expected to make a substantial and sustained contribution to the NRHM objective of reducing U5MR. 

However, for ASHAs to make that difference, they need to be skilled in providing preventive – promotive care to neonates and children. In addition, they must make home visits for infants in the critical first month of life. Field studies have shown that a whole range of simple, but effective, family/community-based interventions that can reduce infant mortality substantially, within a few years, can be implemented effectively by community health workers. To make a similar impact, ASHAs would need to have skills in the following areas: essential newborn care (care at birth, cord care & hygiene thermal protection, early initiation of breastfeeding, weighing, identification and assisted feeding of LBW babies, detection of complications etc.), managing diarrhoea with fluids, feeds, zinc and ORS, treating ARI not requiring referral, identifying cases of malnutrition require referral and follow up. and counselling for complementary feeding. In addition, they would need to be mobilizers and facilitators for institutional deliveries, immunization and for referral of severely sick neonates, an issue of critical importance for young infants (< 2 months of age).

The ongoing induction training program for ASHAs (23 days’ duration, spread over a year in 5 phases) covers some of these areas. But this training programme is broad-based, covers many subjects and does not impart sufficient skills to enable them to provide optimum care to neonates and children. Thus, in order to capitalize on the full potential of this workforce, and impact child mortality, additional competency-driven, skills-based training in the home- and community-based newborn and child health package is essential. 

Gaps

The present budgetary allocations are adequate to cover the induction training program. For the additional training in the newborn and child health package, it is proposed to draw resources from NIPI. This mechanism, with inherent flexibility, would help in moving quickly to build on the ongoing training activities and initiate the care of neonates and children with focus on home visiting on scale. If the newborn and child health training of ASHAs lags behind after their induction, it may not be easy to re-motivate them to take on a more comprehensive child survival role as the initial momentum and enthusiasm may be dwindling by that time. Above all, time lost also means lives lost, and that must be averted by launching the skills building training at the earliest. Flexible funds are also essential for the formative work (developing training modules, mentoring tools etc.) at this stage of implementation.

Proposal

It is proposed that under the NIPI, the skills of about 80,000 -  90,000 ASHAs would be upgraded in home-based newborn and child health in 5 states. They would be motivated, enabled  and empowered to play an effective role, along with ANMs and AWWs, to be the anchor of the Asha Chain (a chain of hope) that connects the family to the health system. 
For this, the first step would be to define the competencies of the ASHAs through a consultation. The baseline educational and general ability would be assessed based on data on the newly-recruited ASHAs. The induction training modules will be examined for gaps. One of the critical issues to address would be to develop training materials and training strategies that are appropriate for this new worker, who was a lay person until her selection as ASHA. The present IMNCI modules were meant for AWW or ANMs who had some child health experience prior to training. Thus, we may have to refine our existing materials and approach. Much of the training should be in the community rather than in hospitals. New modules based on IMNCI and other programs (SEARCH, Mitanin etc.) will be developed, field tested, refined, translated and disseminated. High quality trainers would be engaged and training capacity in the focus states developed. 

Post-training support to ASHAs is crucial to achieve health outcomes. Two steps would be taken. First, all ASHAs will be provided with kits required for her to be an effective provider. The final contents of the kit would be determined after discussions, but some of the key ingredients would be: weighing scale, thermometer, ORS packets, cotrimoxazole, local medications and other commodities. Second, it is proposed to provide effective on-job mentoring during the first year after training. A trainer-cum-mentor would visit the field with ASHAs, 2-4 times a month, to provide on-the-job training and support in the field. ASHAs would be provided other support to lead and partner with all possible agents of change in the villages to ensure that no one is left without coverage.
Three additional important components of the enabling process need attention. First,  strengthening the interphase and synergy with Anganwari workers and ANMs. This would require joint sessions during training and at regular intervals later. Likewise, TBAs would also be reached to seek their support to the ASHAs. Second, as a part of the process of enabling ASHAs for maximum impact,  they would be trained and empowered to work closely with the women’s self help groups  whose voluntary contribution will enhance the coverage of interventions among all sections of the community. NRHM guidelines recommend a very close linkage of ASHAs with Panchayats, especially their women members. A strong teamwork between AWWs and ASHAs would be one of the most important enabling ingredients to be developed. The third element would be the health system support by way of supervision, supplies, IEC materials, referral mandate and feedback. The enablement consists of processes that link her to the community level stakeholders, on the one hand,  and to the health system, to the other.
For ASHAs to make a difference to newborn and child survival, high coverage with home visiting of neonates is a critical program component. To achieve that, the block/district level program managers would take all the enabling measures. Local community-based organizations and NGOs would be engaged to achieve that. One impact of the ASHA chain would be on increased immunization coverage in the local community.

It is also proposed to have self-evaluation as well as external evaluation concurrently to assess and refine the model and to disseminate best practices. A key indicator of performance would be the coverage with home visits for newborns on the appointed days. 

2.2.2  Facilitating IMNCI implementation at the district level

Background

IMNCI is the Indian adaptation of the WHO-UNICEF IMCI (Integrated Management of Childhood Illness) strategy. It combines management guidelines for home-based newborn care, diarrhoea, acute respiratory infections (ARI), newborn care, feeding counselling. It has two versions, one for the physicians, and the other for the ANMs and AWWs. The IMNCI technical guidelines and training modules developed in India are unique in many ways, especially the focus on home–based care. The IMNCI approach is the centre-piece of newborn and child health strategy in RCH II.  

By 2012, the IMNCI strategy would be operationalized down to the sub-centre level in the 5 focus states. This would mean training of all ANMs, lady health visitors, medical officers and others in these states.

IMNCI implementation plans at the state/district level are already being developed by states according to their programme implementation plans (PIPs) with technical support from the Centre and WHO/UNICEF. RCH II resources are available for training, health system support and community level action for IMNCI strategy. 

Gap

The pace of IMNCI scaling up is unsatisfactory, and it is a cause for serious concern. There is a lack of understanding among the state level program managers on how to plan an IMNCI scale up programme. There is a severe shortage of trainers. The health system and community components are not fully developed. Acceleration would require orchestrating a major catalytic effort at the state/district level. Flexible resources are required to galvanize the system.

Proposal

It is proposed to facilitate IMNCI operationalization in selected districts by providing catalytic funds, supplementing the RCH II resources, to stimulate district level implementation. Under the present initiative, orientation for the district teams will be undertaken followed by development of district level plans. Gaps in the system to ensure post-training contacts and on-job skills refinement, uninterrupted and timely supplies, supervision and monitoring will be plugged. Professional bodies (IAP, NNF) and academic institutions will be partnered with.

2.2.3 Operationalizing pre-service training in IMNCI

Background

Long term program needs can only be met if the new cadres of health professional and workers possess optimum skills. In-service training, therefore, must be complimented with pre-service training for newborn and child health. IMNCI is a new approach and it must form a part of the curriculum of medical officers, nurses and ANMs. 
Gap

The primary focus in RCH II has been in-service training. The approach to Introduce IMNCI in the pre-service programmes was not well understood. Recently, however, results of a 4-site pilot project by the WHO and AIIMS have become available. It has demonstrated a workable model for introducing IMNCI in the curriculum of undergraduate medical (MBBS) students. Time has come to implement the model in all medical colleges. In addition, similar steps need to be taken for pre-service education of ANMs and nurses. The existing budget does not have resources for this activity.

Proposal

It is proposed to catalyse pre-service education in IMNCI through NIPI resources. We propose to implement pre-service IMNCI program in medical colleges and nursing / ANM training schools in the 5 focus states. The activities would include: developing action plans, training of the trainers/faculty, developing and disseminating resource materials and evaluation of the program. Professional bodies (IAP, NNF, TNAI, midwifery association) would be involved to support this activity. If resources permit, this initiative would be extended into other states.

One of the most important outcomes of this initiative would be the creation of a large cadre of IMNCI trainers who would be useful for in-service training program as well.

	Areas identified for support
	Output / outcomes expected

	2.2.1. Training and enabling ASHAs for home and community-based newborn and child care

· Identifying competencies 

· Identifying training gaps

· Developing, field testing, translating and disseminating training modules

· Assessing the baseline characteristics (socio-economic, educational , attitudinal)

· Developing framework and tools for enablement

· Developing training capacity

· Implementing training program

· Providing kits for field level performance 

· Post training mentoring, on-the-job skills refinement and supervision.

· Evaluation of the programme 
	Outputs

· Training module
· Trainers and field mentors 
· About 80,000 – 90,000 ASHAs in 5 states skilled in home and community based care of neonates and children

Outcome

· Over 75% neonates in villages of trained ASHAs receive 3 home contacts within 7 days of life 

 

	2.2.2. Facilitating IMNCI implementation at the district level
· Orientation of state/district program managers  

· Developing state/district plans as a part of NRHM plans

· Post-training follow up, high quality supervision

· On-job skills reinforcement

· Quality assurance, monitoring and evaluation
	· About 80 -100  districts operationalized for IMNCI in 5 states 

	2.2.3. Pre-service IMNCI operationalization
· Developing action plans Training of the faculty / trainers

· Developing / disseminating learning resource materials
· Coordination, quality assurance and evaluation 
	· Institutions (medical schools, nursing schools and ANM training centres implementing IMNCI in respective curricula in 5 states

	Technical support to child and maternal health division for enhanced monitoring and review and quality
	


The estimated cost of  support for the identified areas is at Annexure `A’  to this document.

2.3 Accelerating maternal health interventions for improving child survival

Maternal health interventions are crucial for newborn and child survival. In order to contribute to improving child survival, it is essential to build a continuum of care that increases access to and use of skilled care during pregnancy, birth and the post-partum period.  Continuum of maternal, newborn and child healthcare is a guiding principle of NRHM. Antenatal care, skilled care at birth, emergency obstetric care (EmOC) and birth spacing prevent perinatal, neonatal and infant deaths. In NRHM, a comprehensive maternal health strategy is already in place. 

Resources from Norway are sought for the following three catalytic activities:

2.3.1 Establishment of Quality Assurance Cell for specialized training programs (emergency obstetric care, life-saving anaesthesia and skilled birth attendant )
Background

In NRHM, a large cadre of skilled birth attendants is being developed by training ANMs/LHV and Staff nurses. In addition, MBBS doctors will be trained in EmOC skills because there is a paucity of obstetricians for placement in the districts and sub-district facilities. Another major constraint in improving coverage of EmOC in the community is the lack of anaesthetists. Government of India has taken a decision to train a large number of general physicians in life saving anaesthetic skills for EmOC. 

Gap

Funds are available in the RCH II program to undertake the above programme. However, even as these training programs are being implemented, the Government along with professional bodies have the responsibility to develop a quality assurance mechanism to ensure that the training programs succeed in imparting the desired competencies among the trainees. This would require the Government to work closely with professional bodies to develop norms and standards, and to institute a sustainable mechanism to monitor them. 

Proposal

Flexible funds from NIPI are sought to establish a quality assurance cell linked to the maternal health division of the ministry. This cell consisting of 2-3 experts and operational resources shall ensure the establishment of a quality assurance system to monitor the training by developing criteria for assessment and certification. The cell will be guided by an advisory panel representing professional bodies, academia and professional councils.

2.3.2 Strengthening pre-service education of ANMs and nurses for skilled birth attendant  (SBA) competence 

Background

In order to address the long term needs of SBAs, it is pertinent that appropriate changes and modifications are made in the curriculum and training design of the pre-service education for ANMs and staff nurses. 

Gap

The training schools for ANMs and nurses often do not impart adequate competence to make their students as SBAs. The schools lack facilities where a sufficient number of deliveries take place, they lack competent teachers and lack an assessment system that drives accrual of this core competency. There is a need to bridge these gaps and to enforce a system to ensure that each trainee of ANM/nursing school possesses competence as a SBA at the end of training. The 5 focus states need to act quickly to bridge this gap.

Proposal
It is proposed to provide NIPI resources to strengthen the capacity of ANM and nursing schools in the 5 focus states for SBA training in the pre-service programs. This would require identification of barriers and developing an action plan. Faculty would require training and orientation to refine the learning opportunities and assessment system. Professional bodies would be involved in this effort. An evaluation would be undertaken to document lessons learnt for replication within and outside the 5 focus states.

2.3.3 Establishing an accreditation system for facilities for integrated reproductive, maternal, newborn and child health services in government and private sector

Background
In the NRHM/RCH II program, a large number of facilities would be upgraded for integrated reproductive, maternal, newborn and child health (RMNCH) services. Nationwide, this includes over 12,000 primary health centres (PHCs) for 24 hour delivery services and 3,000 first referral units, which are the Community Health Centres (CHCs). Guidelines for the services have been developed and resources are available in the NRHM/RCH II budgets. 

Gap

The operational guidelines for services in different facilities need to be enforced in respective facilities. A functional facility requires an optimum blend of infrastructure, staff and functionality. The ultimate yardstick is the 24-hour access of quality services to the client. Often the facilities would not function optimally because of one constraint or the other, disillusioning the citizens. There is a need to develop and implement an accreditation system for the facilities.

Proposal

In order to provide high quality cost-effective services, it is important that standards are laid down and standard operating procedures (SOPs) are available. The government shall ensure development of these standards and SOPs, and introduce the system of certifying the facilities for providing high quality RMNCH services.  It is proposed that the process of accreditation and credentialing shall bring in greater awareness and generate demand for services. A similar system would be operationalized for the private sector facilities.  

NIPI funds are sought to develop the accreditation system. This requires expertise that is not readily available within the government. Consideration would be given to outsourcing this activity to a suitable agency/institution/ organization under the guidance of an advisory group representing professional bodies, academia and health system experts.

	Areas identified for support
	Output / outcomes expected

	2.3.1. Establishment of Quality Assurance cells for training in emergency obstetric care, life-saving anaesthesia and skilled birth attendant training
	· Quality assurance cell established

· High quality training centres for EmOC, SBA, life saving anaesthetic skills for EmOC available;

· Process of assessment and certification established

	2.3.2. Pre-service education of ANMs and nurses for skilled birth attendant competence 

· Developing action plans

· Orientation of teachers

· Dissemination of resource materials

· Evaluation


	· ANM and nursing schools providing regular education to students for SBA

	2.3.3. Accreditation system for facilities for reproductive, maternal child and newborn health care in government and private sectors
	· Facilities meeting the desired standards of care for women and children


The estimated cost of  support for the identified areas is at Annexure `A’ to this document.

3. Recruitment of private sector into the delivery of MDG 4 related services

Background

Development of Public Private Partnerships (PPPs) is an important strategy under the Rural Health Mission. Rural Indian is served by a large number of private health providers, typically through a single doctor clinic. These clinics vary in the range and quality of health services provided.  It would be useful to standardize the services of these providers and to put in an enforcement mechanism to ensure compliance with those standards.  Being single units, these clinics also face difficulties in procurement of their requirement of drugs and medical devices.  If a central agency were to procure for them, there could be immense savings in the costs due to economies of scale. These clinics on many occasions charge higher prices from their customers because of the limited number of services they provide.  It is seen that if the basket of services provided by them is increased, the patients would benefit from reduced self-payments.  This, of course, would require continuing training to the services providers and a system which overseas pricing.

Social franchising framework under the PPP model could effectively meet the above requirements. In this framework, there would be a franchiser who would provide franchise to service providers in a defined rural area.  The franchise could be given on payment of an annual fee. The franchisers would need to document that they maintain the standards laid down by the franchiser. The franchiser in turn would provide necessary technical assistance to the providers to maintain the standards as well as to increase the basket of services.  The franchiser would also put in place a system for monitoring and evaluation of the franchisees. Such a model is already in place in the States of Bihar and Madhya Pradesh where an NGO, Janani, is giving franchises for ‘Surya Clinics’ and  ‘Titli Centres’ (village level). This model involves village health practitioners. It is a successful and internationally acclaimed model which needs to be scaled up and.

Gap
Even though PPP in the health sector is an avowed policy of the Government, successful models are a rarity. The Janani model has succeeded in a difficult state like Bihar and has a high acceptance by the community. But it focused primarily on the reproductive health services and needs to be adopted not only to neonatal and child care, but also to diverse local settings in the 5 focus states. 

Proposal

It is proposed to set up one such franchiser in each of the 5 focus states under the NIPI. The model would build on the Janani experience with special focus on MDG 4 activities such as immunization, care of the low birth weight babies, treatment of neonatal sepsis etc. It is also proposed to engage Janani for activities in Bihar and Madhya Pradesh. For Uttar Pradesh, Rajasthan and Orissa, it is proposed to involve Hindustan Latex Limited (A Public Sector Enterprise). Thus, this initiative would not only provide a model of PPP care at the village level, but also a version driven by a public sector company of the government Provided it also provides a competitive  advantage and quality of care.
	Areas identified for support
	Outcome expected

	Set up five public-private franchisers  


	· Standardization of quality of services to be provided by the franchiser.

· Up-gradation in the skills of rural health providers.

· Increased proportion of sick neonates (sepsis) and children (pneumonia) receiving treatment 


The estimated cost of  support for the identified areas is at Annexure `A’ to this document.

4. 
Exploring new opportunities: research, pilots and models for innovation in child health
As the implementation of the NRHM MDG 4-related activities unfolds, there will be a continued need to explore new opportunities as they arise. Around 5% of the funds would be made available under the present initiative to support this component. These funds would be at the discretion of the Joint Steering Committee who would prioritize and commission specific action research studies, pilots and development of models for child health interventions. 

Some ideas that have been identified for priority consideration during the course of developing this proposal by the joint team include the following:

· Evaluating the implementation  processes and effectiveness of the ASHA-driven family/community newborn and child health services, and ploughing lessons learnt into the programme. 

· E-based training of ASHAs using computers, internet and / or satellites.

· Developing roll out systems for district hospitals for maternal and child health services, with focus on newborn and young infant care, and developing model facilities to spur replication and scale-up.
· Deploying IT to develop a model of district health communication networks linking ANMs with program managers for program facilitation and with the community for service delivery

· Developing models for effective referral of sick neonates and children
· Ongoing and periodic evaluation of outputs and outcomes under the present initiative using the “wedged-entry” of blocks or other study designs
· Evaluating the effectiveness of the public private franchising model on child health
· Developing pilots for system convergence for NRHM at the district level.

Detailed proposals would be considered by the Joint Steering Committee for funding. The funds earmarked for this initiative is  at Annexure `A’ to this document.

	Areas identified for support
	Outcome expected

	Exploring new opportunities : research, pilots, & models for innovations in child health


	· Innovative projects, pilots  research activities


5. Other activities

Monitoring of Norway India partnership initiatives

The NIPI is unique because it adds value to an ongoing program at multiple points where the bottlenecks are. This approach, however, would have to be matched by close monitoring to ensure that the resources are targeted properly for the assigned tasks, and the deliverables are achieved. Accordingly, a suitable budget is proposed for monitoring the initiative. 

The key outcome indicators for NIPI are shown in the Panel.

	Indicator
	Source

	i.   Under 5 Mortality Rate (U5MR) 
	National Family Health Survey

	ii.  Infant Mortality Rate (IMR)
	Sample Registration System

	iii. Neonatal Mortality Rate (NMR)
	Sample Registration System

	iv. Measles immunization rate
	District Level Household Survey  / The proposed Measles Surveillance System


The NFHS 2005-06 and SRS 2005 data on MDG 4 related indicators would be taken as the baseline and tracked. Rapid Household Surveys would provide process indicators from selected districts twice in the course of 5 years. Special surveys / studies may be commissioned to provide answer to specific questions.

A comprehensive strategy for monitoring and evaluation would be developed in consultation with experts from WHO and national / international centers of excellence and professional bodies. Attempt would be made to link this work with WHO’s Health Metrics Network initiative. 

The Joint review of the partnership initiatives will be undertaken at the time of mid term. The bench marks for which will be agreed between the GoN & GoI. The joint review will seek to assess the progress in physical terms & impact of the programme at the community level. The report of the Joint review will be considered in the meeting of patrons; Prime Minister of Norway & Minister of Health & Family Welfare, Government of India. The will set mid course direction to the Partnership initiatives.
Contingencies (untied funds)
A contingent funds of about 4 % is also proposed to meet any cost escalation or to meet any other cost which is of unforeseen nature. This fund can also be appropriated to take up the initiatives envisaged under the Partnership.  

	Areas identified for support
	Outcome expected

	Monitoring of Norway India partnership initiatives 
	· To assess the progress in physical terms & impact of the programme at community level

	Contingencies (Untied funds)
	


Detailed proposals would be considered by the Joint Steering Committee for funding. The funds earmarked for these initiatives is  at Annexure `A’ to this document.


Part-III : Institutional, financial and oversight  arrangements

The activities under the present Initiative would form a part of the NRHM district/state plans and implemented through agencies and in close cooperation with the Child Health Resource Network & NIPI Secretariat. 

Although a broad framework of activities is outlined in this proposal, there will be flexibility to refine the approaches at the state/national level to respond to the changing needs of the program.

1. Institutional Frame work 
The Government of the Kingdom of Norway and the Government of the 
Republic of India have agreed to entered into an `Joint Statement ’ to establish a joint Norway - India Partnership. The activities highlighted in the `Partnership Document’ will be implemented through identified `Agencies’. 

The NIPI envisages formation of the following institutional structures:

· A Joint Steering Committee (JSC) as the central decision making body responsible for the implementation of NIPI in accordance with this Joint Statement. Its major tasks shall be providing coordination and oversight for the planning, implementation, dissemination, and execution of NIPI as well as approving new Agencies. A Terms of Reference shall be made, setting out the functions and responsibilities of the JSC. 

· A Programme Management Group (PMG) as a forum for dialogue to form a platform for coordination between NIPI, NRHM leadership and other stakeholders, on integration of activities with the NRHM operational framework.  The PMG will discuss key technical issues, review progress, make proposals to and advice the JSC as it relates to pertinent programmatic matters within NIPI.  A framework note will govern its activities.  

· A Secretariat to execute decisions made by the JSC and to provide secretariat functions to the JSC and PMG. 

In addition to the above, an International Strategy Group (ISG) will be established.  The ISG will advise NIPI, its Secretariat, and Agencies on global best practices towards reaching the MDG4.  At the same time the ISG will help disseminate lessons of the NIPI and the NRHM to the international community. 

Mission Director NRHM to recommend Norway for release of funds on behalf of partnership / JSC

2. Disbursements

The Norway-India Partnership Initiative will provide technical cooperation which will be co funded through Government of Norway & Government of India. The Government of Norway has, subject to Parliamentary approval, the intention to provide up to NOK 500 millions (approx. US$ 80 million) for financing of NIPI over a period of approximately 5 years.  The funds from Norway would supplement the NRHM budget & be channelized through a mechanism as agreed by the two partners .  
These funds will be channelled by Norway to the identified agencies in line with individual agreements/contracts, however no funds will be received directly by the Government of India. 

The first release of funds to the Agencies will be based on the individual agreement or contract between Norway and the respective agency.  Future releases will be based on the agreement/contract as well as successful implementation and reporting on planned NIPI activities through the institutional framework established under the partnership. 
The activities under NIPI will be reflected distinctly in the Work Plan of the respective agencies under the head `Norway India Partnership Initiative’. 

The GoN support for accelerating MDG 4 goals is established in six tranches presented in the table. The time between the tranches is, at the start of the programme, but remains flexible according to performances.

Table : Estimated tranches for Norwegian funding  (USD Million)

	
	At signing of Joint Statement
	After 6 months
	After 18 months
	After 30 months
	After 42 months
	After 54 months

	
	First tranche
	Second tranche
	Third tranche
	Fourth tranche
	Fifth tranche
	Sixth tranche

	Estimated size of the tranches
	$ 4 million
	$ 16 million
	$ 16 million
	$ 16 million
	$ 16 million
	$ 12 million



The size of the tranches may be revised upward or downward depending on achievements, in order to allow the necessary flexibility in accordance with the changing conditions of the implementation. The tranche size will be related to the scale of implementation, actual expenditure at the National, state & district levels & the projected work / action plan. Subject to progress in the programme implementation, the carry over from the previous tranches (difference between estimated & actual) will present a financial addition to the next tranches. The decision to revise the tranche size will be based on the findings of the ongoing monitoring & evaluation including supervision missions.


The expenditure incurred on `eligible activities’ between 1st April, 2006 & date of signing of Joint Statement between GoN & GoI will be the `eligible expenditure’ for retroactive funding to the extent of US$ 321,000. The `eligible activities’ are such as preparation of work plans, terms of references, initiate recruitment process for enabling network & setting up interim secretariat etc. undertaken by `Agencies’ in the preparatory phase. 

3. Benchmarks for release of tranches


On the basis that the mile stones related to each tranche have been attained; releases should proceed as follows :

	
	Amount (US$)
	Milestones

	First tranche
	4 million 
	· Signing of Joint Statement between GoI &  GoN

· Signing of Finance agreement between GoN & UN agencies 



	Second tranche
	16 million 
	· Satisfactory assessment of the programme by Joint steering committee & will be related to :

· Agreed Work Plan 

· Planning & budgeting are in place & flow of funds operational

· Progress of service delivery against agreed process indicators.

	Third tranche
	16 million 
	· Satisfactory assessment of the programme by Joint steering committee & will be related to:

· Planning & budgeting are in place & flow of funds operational

· Funds utilization

· Progress of service delivery against agreed process indicators

	Fourth tranche
	16 million 
	· Satisfactory assessment of the programme by Joint steering committee & will be related to:

· Funds utilization

· Progress of service delivery against agreed process indicators

	Fifth  tranche
	16 million
	· Satisfactory assessment of the programme by Joint Steering committee & will be related to:

· Recommendations of the Joint Review undertaken by GoN & GoI.

· Follow up of recommendations of the Joint Review 

· Funds utilization

	Sixth  tranche
	12 million
	· Satisfactory assessment of the programme by Joint steering committee & will be related to:

· Follow up of recommendations of the Joint Review 

· Funds utilization


4. Reporting 

The `Agencies’.will submit progress report to Embassy / NIPI Secretariat about the physical & financial achievements  on the standard reporting formats which will developed. The reports, along with observations, including that of the PMG, will be put up before the JSC for consideration 
5. Budgeting &  Planning 


To implement and monitor the activities during the year, each `Agency’ is required to prepare a plan of action (Annual Work Plan) indicating, inter-alia, the physical targets and budgetary estimates. The action plan will be in accordance with the approved pattern of assistance under the scheme, covering all aspects of the program activities for the period from April to March each year, and has to be sent to the PMG through NIPI Secretariat for appraisal well before the start of the financial year. The action plan, which will be in tandem with state Programme Implementation Plans (PIPs), should be realistic and correlate the financial and physical terms. The expenditure will be reviewed by the PMG & NIPI Secretariat & placed before the JSC.  


The sustainability of initiatives under the partnership is crucial for achieving MDG4. It is envisaged that improved fiscal strength of National government leading to augmented outlays to the domestic budget for the health sector will be able to sustain the activities initiated under this partnership. It is also conceivable that other partners may come forward to support the present initiatives further. However GoI hopes that the continuation of the Norway India Partnership for child health MDG 4 continues, & indeed intensified during 2010- 2015 so that impact of this partnership is sustained up to target year of MDG 4.

6. Role of the International Strategy Group / Experts
1. Provide guidance to the Norway-India Partnership Initiative in the global context

2. Facilitate linkages with International technical, monitoring and dissemination system and mechanism

3. Facilitate access to best global practices in programme implementation 

4. Assist in the joint review of the Partnership Initiative in early 3rd year 

5. Assist in the final evaluation of the Partnership Initiative in the final year 

In view of the importance of the Initiative to MDG 4 globally, a goodwill group of eminent Indian and international persons representing a cross-section of the society (economists, civil society, academia, social scientists, development experts/partners, researchers, academics  etc.) will be constituted. This group would serve as a forum for disseminating experiences gained from the Initiative, eliciting ideas to strengthen it, exploring ways of projecting its achievements to national and international stakeholders, and introducing  best practices in other countries. The recommendations of this group would be advisory in nature, and not binding on India or Norway. 

7.  Early milestones
	March 2006


	· Visit of Norway Delegation

· Proposal review and consensus

· Discussions with WHO and UNICEF for fund flow mechanisms and financial management 

· Confirmation by the Norway Government for acceptance of the proposal and obligation of funds



	July 2006
	· Meeting with stake holders of the five focus States, namely, UP, Bihar, Madhya Pradesh, Orissa and Rajasthan 

· Formation of Joint Steering Committee 



	August 2006

 
	· Agreement with partners on the approach, steps and coordination arrangements to engage States in implementing the Initiative 

· Start of the Partnership activities supporting the existing programs

	September 2006
	· Meeting with the State for preparation of work plan

· Agreement on fund flow and financial management under NIPI  

· First meeting of Joint Steering Committee 

· Signing of Joint Statement  between Norway and India 

· Setting up of interim secretariat

	October 2006
	· Finalise State  work plan

· Finalise agreement with agencies. 

· Release of first tranche of funds

· Start of new activities under the Initiative according to State action plans 


ANNEXURE -1
NRHM organogram
National Rural Health Mission














 

Annexure 2: Progress towards achieving the MDG – 4 in India
	
	1990

base
	MDG Target  
	2001
	Linearly projected level for 2015


	Status

	Under 5 MR
	123
	41
	93
	55
	Off track



	IMR
	80
	27
	66

 
	48
	Off track


     





From: Mid-term review of Xth Plan.
Annexure 3: Infant and neonatal mortality data

3.1 
Infant mortality rate (IMR) and neonatal mortality rate (NMR): levels, goals and trends 




Year

IMR

NMR



1990

80

53




1991

80

51




1992

79

50




1993

74

47




1994

74

48




1995

74

45




1996

72

47




1997

71

46




1998

70

45




1999

70

45




2000

68

44




2001

66

40




2002

63

40




2003

60                    37




2004

58

 --




Goals for IMR

Xth Plan
2007

45


XIth Plan
2012

28


National Population Policy 



2010

<30

MDG

2015 27  

	
	Overall
	Male
	Female

	
	
	
	

	India
	58
	58
	58

	States
	
	
	

	Andhra Pradesh
	59
	59
	58

	Assam
	66
	76
	55

	Bihar
	61
	60
	63

	Chhattigarh
	60
	78
	42

	Delhi
	32
	32
	32

	Gujarat

	53
	50
	57

	Haryana
	61
	55
	68

	Jammu & Kashmir
	49
	41
	59

	Jharkhand
	49
	42
	57

	Karnataka
	49
	49
	49

	Kerala
	12
	14
	11

	Madhya Pradesh
	79
	82
	75

	Maharashtra
	36
	31
	42

	Orissa
	77
	76
	79

	Punjab
	45
	37
	55

	Rajasthan
	67
	66
	69

	Tamilnadu
	41
	43
	38

	Uttar Pradesh
	72
	71
	72

	West Bengal
	40
	45
	34


3.2 Infant Mortality Rate overall and by gender in major states (2004) 

Source: Sample Registration System
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