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PROPOSED STATE HEALTE SYSTEMS DEVELOPMENT PROJECT 1l
(PUNJAB) epsi?

INTERNATIONAL DEVELOPMENT ASSOCIATION

AIDE-MEMOIRE (JULY 1995)

1. An International Development Association (IDA) team consisting of Messrs./Mme.
T. Nawaz (mission leader). S. Rao-Seshadri, K. Hinchliffe and D. Porter visited Punjab
benween July 24-26. 1995 10 review preparation and pre-appraise the proposal for the
Health Systems Development Project II in Punjab. The mission would like to express its
gratitude to the Chief Minister of Punjab, Mr. S. Beant Singh, and the Health Minister of
Punjab, Mr. H.S. Brar, for meeting the team to discuss key issues regarding the project.
The mission also met with Mr. A.S. Pooni, Chief Secretary, Mr. R. Kashyap, Principal
Secretary Finance, Mrs P. Khetrapal Singh, Secretary Finance and Accounts, and

Mr A. K. Dubey, Secretary Planning, Government of Punjab. The mission would like to
thank Mr G.P.S. Sahi, Principal Secretary Health and Family Welfare Department and his
colleagues for their cooperation and hospitality. A review meeting on the issues covered
by this aide memoire was held with Mr Sahi and his staff on July 26, 1995 in Chandigarh.

2. This aide-memoire records the overall progress made in the preparation of the
proposed project, summarizes the main findings and recommendations-of the pre-appraisal = -
mission, and the understandings reached with the Sovernment of Punjab on a preposed

plan to appraise the project in October 1995.

PROJECT OBJECTIVES AND COMPONENTS

-

3. Objectives: The Government and the Bank reconfirmed that the main objectives of
the project would be to: (i) improve efficiency in the allocation of health resources

through policy and institutional development; and (i1) improve the performance of the

health care system through improvements in the quality, effectiveness and coverzge of

hezith care services at the first referral level and selective coverage at the primary level.

The achievement of these objectives would contribute to improving the heaith status of the
people of Punjab, especially the poor and the underserved, by reducine mortality,

morbidity and disability.

4. Components: It was reaffirmed that the project would have the following major
areas of investment: (i) Management Development and Institutional Strengthening
including (a) improving the institutional framework for policy development;

(b) strengthening the management and implementation capacity of institutions including
structures, procedures, management information systems, culture of service delivery,
resources and training; (c) developing surveillance capacity for the major communicable
diseases; and (ii) Improving Service Quality, Access and Effectiveness by:

(a) extending/renovating community, area and district hospitals; (b) upgrading their clinical
effectiveness; and (c) improving the referral mechanism and strengthening linkages with
the primary and tertiary health care levels.




\ "\ POLICY FRAMEWORK

. The discussions between the Government and the Bank on keyv policy issues
continued to progress satisfactonly. The Government reiterated its commitment to-
implement a policy package of health sector reforms that will include key sectoral
development 1ssues for the primarv and secondary levels of health care. These include the
need to: (1) increase budgetary allocations to the health sector: (i1) allocate most of the
incremental funds for the health sector to the primary and secondary levels of care;

(111) safeguard the operations and maintenance component of the health budget to ensure
adequate supplies of drugs and essential medical materials and maintenance of equipment
and infrastructure; (1v) set up a Strategic Planning Cell under the Health Secretary to
undertake analyses of health sector issues; (v) contract out selected services, especially
supporting services: (vi) enhance linkages in health care delivery with the private and
voluntary sectors; and (vil) implement service improvements and user charges. A draft
letter of Health Sector Development Policy prepared by the Government and addressing
the important policy issues noted above was discussed with the Health Secretary and his
colleagues. The Chief Minister and other senior members of the Punjab Government,
including the Health Minister and the Principal Secretary Finance, stated that the
Government was committed to undertaking specific actions on some key issues contained
in the draft letter. Thus letter will be finalized by the time of the appraisal mission.

6. User Charges. It was-agreed-that-userfeesfor diagnostic-and-treatment-services
would be more widely implemented and further enhanced as rehabilitated facilities are
phased in. It was agreed that the 1994 Government Order giving notification of a new
schedule of charges, which is still pending, would be issued with a change to exempt the
population below the poverty line from the OPD registration fee. Practical methods of
identifving and targeting the poor for exemptions were explored in detail. The mission

——————agreed-with the-Government's-proposattouse 1ts existing systerm for identifyingand

targeting the poor for free service on the basis of being eligible to hold a yellow card.
The Government reconfirmed that the funds collected through user charges would be
retained at the point of collection. It was agreed that user fees would only be used for
non-salary recurrent cost purposes.

7 Linkages with the Private and Voluntary Sectors. It was agreed that the
Government will contract out services to the private sector, such as laundry, cleaning
services, and catering wherever feasible. During the mission, the prospects for recruiting
suitable NGOs were discussed. It was agreed that the Government would work
collaboratively with both the private and voluntary sectors in general and, where
necessary, contract out the delivery of health care to the voluntary sector which has a
comparative advantage in improving access to health services for disadvantaged groups in
remote areas.

8. Gender Issues and Reproductive Health. It was agreed that the proposed project
would include an IEC component to sensitize the public to the "life-cycle" approach to
women's health. The Government will continue elaborating their ideas on activities bearing
on women's health, beyond those included in the IEC component, for inclusion in the
project.




PROJECT PREPARATION PROGRESS AND RECOMMENDATIONS

9. Overall Progress. Progress with regard to project preparation activities since the
last mission has been quite satisfactory. The revisions made in the project proposal reflect
most of the points raised in the aide-memoire of the last mission. As noted in the last
aide-memoire (June. 1995), the revised proposal has targeted project investments on the
Upper Bari Doab area where the percentage of population below the poverty line, at about
40%, 1s much higher than the state average. However, three important areas of concern
remain: (1) the number of staff quarters proposed is disproportionately high; (ii) the survey
of facilities has not been initiated, although satisfactory progress has been made in
collecting information on the current equipment inventory: and (iii) the Government's
proposal to set up a corporation to manage and implement the project could unduly delay
project development. This is expected to require commitment and immediate action at the
highest level of the Government. The Government and the mission agreed that these issues
would need to be given top priority for the project to be appraised in October. Details on
these aspects are provided below in the relevant paragraphs.

10. Project Administration and Management. To facilitate health care delivery at the
first referral level, the highest levels of Punjab Government expressed to the mission their
eagerness to implement and manage the proposed project through the establishment of a
corporate set-up, much like the approach followed in Andhra Pradesh. The mission

~pointed out the risks of opting for this approach since any delay in establishing a project
management structure would delay project processing at this late stage and undermine tiie
good progress achieved in other aspects of project development. The Government
informed the mission that work on setting up a corporate structure had already been
initiated and the Chief Minister, the Health Minister and the Chief Secretary stated that the
Government would have established a corporation and worked out all the details of its
functioning, including the legal and administrative implications, prior to the appraisal
mission planned 1n October.

11. Site Survey and Preparation of Physical Works. It was agreed during the last
mission that the Government would undertake an extensive survey of all health facilities at
the secondary level similar to the work being done by Karnataka and West Bengal. The
last mission agreed to arrange grant funds to cover part of the costs of conducting site
surveys and evaluating the existing inventory of equipment at facilities that it is proposed
to include within the scope of the project. The Government and the mission agreed that
this work needed to be undertaken expeditiously. However, progress got delayed since the
last mission both because the Health Secretary had been changed and the consulting firm,
with whom discussions had progressed on the works, reneged on the terms of the contract
at the last moment. The new Health Secretary has taken up the site survey as a matter of
urgency and informed the mission that most of the of the facilities would have been
surveyed by October. The mission agreed that given high priority, the survey could be
completed in two months in Punjab.

12, Service Norms. A project preparation workshop involving key stakeholders in
project design and organized by the Department of Health and Family Welfare in late
April, 1995 defined the roles and functions of the various types of health facilities and
referral hospitals. The findings of the workshop have been issued by the Department of
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Health and Family Welfare and were used for revising the project. The mission reviewed
these norms in detail and agreed with the Government with regard to some modifications.

15, Analysis of Equipment Inventories. A postal survey has been undertaken to
determine the state of current inventories of equipment at project facilities. This entailed
staff at each facility completing a proforma questionnaire in which they recorded most of
the relevant data. The postal survey questionnaire did not included any request for
information on service activity data, and this matter now needs to be followed up by the
project preparation team. The previous mission had understood that the Government had
already strengthened the project preparation team by appointing a technical adviser with
expertise in management and maintenance of hospital equipment to take responsibility for
analyzing and verifying the equipment inventory returns. In fact, this has not happened
and the work is presently being done by a non-technical officer from the Department of
Health. The mission believes it would be more effective to hire a technical expert as
originally proposed to establish what necessary maintenance or repair work on existing
equipment and what technical specifications and volume of new equipment are needed at
each facility to bring the inventories up to agreed norms. :

14. Equipment Maintenance and Management. The Department of Health has
elaborated an action plan and the specific mechanisms to ensure state-wide coverage not
only of project investments but all current equipment and plant used by its health services.

The technical adviser recruited; along with the facility survey team(s); would contribute by

assessing local capabilities to provide technical support for hospital equipment including
the possible role of private contractors. Further analysis of the maintenance and repair
coverage plan and of the detailed proposals for in-house manpower and workshop
facilities should be undertaken by this technical adviser for discussion with the appraisal

15. Referral System. The project proposal has laid out a good plan for strengthening
the referral mechanism between the different tiers of the health system. The plan was
reviewed, including the proposed incentives to encourage patients to use the referral
mechanism. Details regarding the issuing of administrative guidelines are being developed
and will be reviewed at appraisal.

16.  Clinical Skill, and Management and Other Special Training. A training plan for
strengthening clinical skills has been developed by the Government. The mission reviewed
this plan and found it satisfactory; some minor additions were suggested. It was clarified
that some of the training would be coordinated by the district hospitals, where facilities
will be enhanced for this purpose. Training in management and other technical skills has
been discussed with the Government covering personnel policies, finance issues,
procurement policies, information systems, asset management and maintenance, 1EC,
HMIS, and surveillance systems. The Government has identified institutions where such
training will be conducted.

17. Management Information Systems (MIS). The MIS included in the project proposal
was reviewed and was considered appropriate. The mission suggested that details
regarding the computerization of the systems needs to be further developed.
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18 Plan for Developing Surveillance Capacity for Major Communicable and

Non-Communicable Diseases. A development plan for a state-wide svstem for major
communicable and non-communicable disease surveillance has been drafted and discussed
with the mission. Based on the burden of disease in the state. a number of major
communicable and non-communicable diseases have been identified by the Government.
These diseases will be brought under the surveillance system and channels have been
defined through which information will flow. Parallel efforts will be made to improve
reporting by private medical practitioners. The surveillance svstem will be linked to
HMIS. A link with the Strategic Planning Cell needs to be established;: community
participation in the surveillance network has been proposed and needs to be further
explicated. These issues will be discussed with the appraisal mission.

19. Information. Education and Communication (IEC). The IEC proposal was discussed
with the mission. The IEC component has been formulated to focus on the need to raise
public awareness of preventive measures. It will now need to be fleshed out, taking into
account the findings of the beneficiary assessment study. Opportunities for contracting out
some of the [EC activities will be reviewed.

20.  Detailed Project Costing. Project costs have been reviewed and need further
revision incorporating the changes discussed with the mission. The main changes are with
respect to civil works component, especially the construction of staff quarters. The mission
was of the opinion that the number of staff quariers proposed under the project was
disproportionately high. It was agreed that the Government would make substantial
reductions in this area. It was also agreed that the detailed revised cost tables will be
provided to the mission by August 20, 1995. After revision, preliminary total project costs,
including contingencies, are expected to be approximately Rs. 400 crores or about

US$100 million. Recurrent costs are expected to be about Rs.25 crores at project

completion. The Principal Secretary, Finance has informed the mission that the
Government will have no problem in bearing this additional recurrent cost burden.

21. Drug List. The Government provided a drug list to the mission, which is being
reviewed. The mission suggested that the technical specifications of the glernents common
with the Andhra Pradesh drug list be incorporated by Punjab since the Andhra Pradesh list
had already been cleared by the Bank.

22, Plan for Disposal of Medical Waste. The proposal for the disposal of medical
waste has been reviewed by the mission. It has been clarified that the plan for medical
waste disposal should include all hospitals, including tertiary hospitals not included in the
project. Staff at facility level who will carry out the disposal function need to be identified
from among the existing personnel. Training modules will need to be developed for staff
at different health facilities responsible for medical waste disposal. Arrangements for the
temporary storage of waste prior to disposal need to be developed and the technical
specifications of incinerators, including capacity, at various facilities need to be modified.

23.  Beneficiary/Social Assessment and Private Sector Studies. The Beneficiary/Social
Assessment and Private Sector Studies are progressing well and a preliminary draft of
phases 1 and II have been given to the mission for review and comment. The mission is
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leased to note the very good work being done by the Foundation for Research and
evelopment of Underprivileged Groups in collaboration with the Government.

24.  Performance Indicators. A list of performance indicators was discussed and agreed
upon. The Government will further refine this list, to be reviewed with the appraisal
mission.

25. Implementation Schedule and Procurement Plan. An implementation schedule has
been prepared and reviewed by the mission. The phasing of the hardware and software
components needs to be worked out more explicitly. The Government has agreed to
provide these by August 20, 1995. Procurement plans are being developed and will be
discussed with the Bank prior to the appraisal mission.

26.  Land acquisition. Because the proposed project involves renovation and extension
of existing facilities, it is anticipated that the need for land acquisition will be minimal.
The Government has provided assurance that none of the sites where hospitals are to be
upgraded will entail involuntary resettlement of any persons.

27.  Next Steps. An appraisal mission could be scheduled in October, 1995. By that
time, the Government will need to have completed a substantial portion of the site survey
and put in place a viable structure to manage and implement the proposed project. The
Government has made good progress with regard to other aspects of the project. Itis
expected thai the recommendations of the mission concerning the remaining activities will
be completed by the end of September.

August, 1995
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| INTRODUCTION J!

This summary paper has been prepared to supplement the annual sectoral work plans of
UNICEF and the Government of Karnataka. It is hoped that this will provide an
overview of the areas that UNICEF, with its partners shall focus attention in 2001.
Program details can be found in the individual sector plans that have been submitted by
Unicef to the Department of Women'’s Development and Child Welfare.
Itis hoped that during the workplan review meeting scheduled for 24 November, that the
following can be achieved:
> General agreement on the GoK/Unicel workplan for 2001;
» Identification of program priorities for January to December 2001;
» ldentification of program review and monitoring activities to be undertaken: and
> Identily roles and processes regarding undertaking ol the mid-term review,
Situation Analysis of Women and Children in Karnataka State and
preparation/advocacy regarding the Special Summit for Children.
KKarnataka: A Developmental Overview

With a population of 44.8 million, Karnataka is the cighth largest state in India. Its large
SC/ST population constitutes 22 percent of the total population. Karnataka has a child
population of 25.5 percent (aged between 0 and 14). Positive trends have included the
decline in infant mortality rate from 81 per 1,000 live births in 1981 to 53 in 1997, a decline
in child marriage and increase in age at marriage {rom 16.1 in 1961 (o0 20.1 in 1991. There
has been a raid increase in cxpansion in the primary education nctwork along with programs
to increase literacy. Areas of concern include the 970,000 working children between the ages

. of5 aud 14, ll}gggdm_gﬂllmm?—“pcmﬁmaﬁhs that are higher for
female children., Over 50 percent of pregnant women are anaemic, leading to higher maternal

‘\ deaths. Levels of malnutrition are high for severe malnutrition and 35 pereent for moderate

| malnutrition. Peri-natal deaths have increaséd Trom 43.2 in 1981 to 47.8 in 1994, The

l maternal mortality rate continues to be high at 450 and life expectancy is 62,5 years. Under-

five mortality is nine percent. Fifty-three infanis die for every 1,000 births. HIV/ALDS is

emerging as a challenge that requires attention.
L S CR g P i = ezl

While the state is relatively developed, there exist sharp regional differences within the st
The northern Karnataka has significantly lower developmental indicators than more
developed parts of the states. There have been calls for Unicef to focus assistance in the
border districts that have the weakest child development indicators.

ale.

GOALS OF THE UNICEF PROGRAMME OF COOPERATION IN 2001

UNICEF aims to promote comprehensive and holistic survival, growth and development of
children in the state of Karnataka. Integrated interventions in 2001 will aim for child survival
through improved new-born care, and foster development, protection and early stimulation of
children in the vulnerable 0-3years. It will also support enjoyable and quality education
programs at pre-school and primary levels. Extending access to clean water and a sanitary
cnvironment and protection from child labour will be other arcas of focus. Improved



Approach Paper for 2000

Page 2

Hyderabad Field Office, UNTCEL

nutritional status for proper growth and development and better childcare practices will also

receive attention in 2001.

Budget and programme Highlights

The following table summariscs the present budget allocations for the state for each
sector in 2001 as well as highlights the major areas of program focus. This budget has
been set by Unicef/Delhi and can not be changed without approval from Unicef/Delhi.
Unicefl/Hydcrabad has already submitted a request for a higher budget but this will not be
considered until the start of the new year. GoK program priorities should be [it within the
following budget and any budget additionality will be used support other programs
identified for the year. Unicef/Hyderabad is actively seeking supplemental funding that
would enhance program delivery in co-ordination with the Government of Karnataka for
2001. Details of activity heads of expenditure are supplied in the individual work plans.

Scctor Allocated Program highlights

Budget
Community $:59,400 Promote integrated programming in identified districts, including: Mysore,
Convergent Rs: 27 lakh Chitradurga, Gulbarga, Raichur with a focus on community-based development and
Action monitoring. Explore potential to link 1T with CCA programming. Ensure that VDCs

arc cquipped with skills and back-up support for fulfilment of children’s rights.

Iealth

$:163,000
Rs: 73 lakh

Health interventions will concentrate on implementing the sub centre strategy in the
border districts of Bidar, Richur, Gulberga and Bijapur. The stralcg i on
developing community H&N tcams, facilitating a package of interventions including
new born care, IMCI and maternal carc as well as capacity building of sub centre
through drug supply and training of staff. Other interventions will include sustaining
and strengthening of maternal and child protection services including
immunisation, Vitamin A supplementation and health counsclling.

“Child
Development and
Nutrition

$: 157,700
Rs: 71 lakh

Child development initiatives for the 0-3 ycars will include initiating the family held
card as a tool for empowering family and community level monitoring of health
nutrition and developmental status of children. Initiatives for 3-6 ycars will
concentrate on quality improvement of pre school education in the ICDS

Water and

$: 500,000

Major interventions being prioritised includes sealing up of support for school
sanitation to 4 districts of Mysore; Tumkur, Chitradurga and Raichur.

Rs:2.025
crore

Environmental Rs: 2.2 crore

Sanitation Support will also be extended to scctor reform interventions being implemented in 3
districts and human resource development training.

Lducation $:450,000 The major education intervention will continuc to be the janslala program funded by

the Jt. UN systems which focuses on quality improvement in primary grades, and
community participation in cducation. Implemented in 10 blocks over 6 districts. In
addition to this special pilot IT initiatives in education will be explored.

Child Protection

$: 35,900
Rs. 16 lakh

During the ycar, will focus on sericulturc and bonded labour; Promolc interstate
collaboration between AP and Karnataka will ensue, thus tackling child labour in
synergistic manner and scrve as a model for other interstate collaboration. Will help
ensure that there is a common approach to training on issucs pertaining to child
protection.; Support HIV/AIDS prevention activities.

6.3383 crore

Communications | $28,500 Focus on preparing the Situation Analysis of Women and Children, disscmination of
Rs. 13 lakh the 2™ CRC report and follow-up; Monitor the implementation of the district CRC

plans with a focus on the CCA, integrated program as well as children in dangerous
situations, infanticide and HIV/AIDS. Support advocacy activities in areas pertaining
to the Special Summit for Children.

Strategic $:14,000 Sctting up of the interdepartmental monitoring cell and deveioping the Child Info

Programme Rs:6.3 lakh data base, as well as the use of programme MIS in districts with multi-scctoral

Monitoring and UNICEF programs. Major activity will include the mid term review of UNICEF

Evaluation support to Karnataka and preparation of the Situational Analysis of Women and
Children for providing inputs for the next program cycle.

Total $1,408,500
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It is proposed that UNICEF assistance programming priorities in 2001 shall include:

e Support to state government in strategic planning and policy formulation;
« Convergence and community based programming;
« New challenges and responses; and

e Improved monitoring and management of UNICEF support.

SUPPORT TO S'l'R./\V'l’E(JXC PLANNING AND POLICY FORMULATION ]

UNICEF will continue to support interventions that will help the state in planning and

strategy formulation. This will be done in two ways.

1) Providing of data bases, research and evaluation data and technical support

systems to aid decision making;
i) Piloting of ‘aterventions which are arca ot people specific to provide

workable strategies

Providing of data bases or technical support systems that will help the government to
access information, collate or analyse it differentially to provide a base for rational decision
making. This also includes specific rescarch into new problem areas to prepare for strategic
implementations. Towards this, major interventions will include 1) Preparing a Situational
Analysis of Women and Children; 2) Disseminating results of the Second CRC Report; 3)
Using ChildInfo by govt departments {o monitor progress made in realising rights of children
4) Linking of ‘program MIS " soltware o gOVCY‘.‘.iHClﬂZIl monitoring systcms so that it can be
uscd by the Departiments during their reviews; 5) providing support o a monitoring and
evaulatuation cell; and 0) conducting Multi Indicator Cluster Survey 11 for obtaining dataon
the quality of service outreach and using MICs 11 information to improve program strategy
and implementation. Unicef will be hiring a consultant and intern to assist with monitoring
and evaluation activities and it is hoped thata JPO will be joining the Unicef office to
provide greater support to Unicef and GoK on monitoring and evaluation in 2001.

dies include 1) child labour in the cotton ginning and cotton seed
industry in Chitradurga and Raichur districts 2) Opcrational rescarch pertaining to parent-to-

child transmission of HIV/AIDS; 3) Prevalence of adolescert anaemia and strategic response

{0 control and prevent; 4) evaluation of Nalli Kalli strategy 5) study on violence against

wormel .

Rescarch and Evaluation stu

Piloting of interventions which are area or people specific to mect their special needs. In
egies initiated have included the Nalli Kalli strategy of quality

the past years notable strat
instreaming working children into schools, and

improvement, transitional strategies for ma
sustainable models of school sanitation.

In 2001specific strategics that will be piloted will include: sub centre strategy to improve
the quality of health interventions in the four border districts of Raichur, Bidar, Bijapur and
Gulberga.. Within the RCH program, a key strategy will be to establish sub centres as the
core of activities and revitalise iis linkages with the community so that planning of health
scrvices responds to community needs. Pulse strategy for supplementation of Vitamin A
along the lines of the PPI strategy will scck to cover a1l children between the ages ol ninc
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months and threc years in a single campaign; transplanting the concept of neighbourhood
based groups/leaders and community monitoring from urban community development
models into rural areas, which will be tried out in two blocks each of Chitradurga, Raichur,
and Gulberga districts. A strategy to empower families and childcare workers will be
explored by adding a care dimension to early health and nutrition interventions will be
explored. Unicef will support strategies to prevent anacmia in adolescent girls which
includes covering all school-going adolescent girls (11 to 16 years) with a weekly regime of
100 mg. Iron and folic acid for 52 weeks. Resources to harness I'T to support education and

CCA initiatives will be explored.

Interscectoral Convergence and Community based programming

UNICEF will continue to support interventions that strengthen the capacities of
communities to assess and analyse their own situations, set priorities and monitor
integrated development activities. In 2001, UNICEF will focus on the convergent
programs which are being undertaken and monitored in four districts of Karnataka. In
these districts, communities will be empowered to develop and monitor micro plans.
Program intervention will focus on ensuring that there is greater conceptual clarity
amongst government counterparts regarding concepts of CCA. This will be done by
hosting workshops at the state, district and block level. UNICEF will support the capacity
of frontline workers (teachers, AW Ws, literacy volunteers,) block functionaries, district
sector staff, panchayti raj members and elected representatives, community members and
children to understand and apply concepts associated with CCA.

UNICEF anticipates that by converging program interventions and actively supporting an
integrated social development planning process, UNICEF, and GoK can more cffectively
fulfil rights of children and women. By focusing resources in blocks with greatest
developmental deficits, it is anticipated that UNICEF will make a greater impact in
influencing and improving developmental indicators in the states. The scopc of convergence
at the district and mandal level is outiined in the table below: :

ICarnataka Number of blocks

S Programme Raichur | Gulbarga Mysore C'durga

No

| Hcalth/BDS [intire Entire distnet 1 2
interventions isfiied

2 ECCSGU/MCIHN 2 2 2
intcrvention

3 Joyful Leaming 2 2 1 2
in AWC 3-6 yrs

4 | Universal DPEP | DPEP | DPEP 2
Primary du (Jt
UN Prog) 6-9 yrs

5 NCLP for Edu of 1 1 _ _
children 9-14 yrs

6 Child 1 1 1
Labour/Protcctio
n Initiatives

7 School Sanitation 2 3 2

9 IMC and HEFU 2)
opcration

10 | CCA ] 1 2 |
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The following process indicators will help HFO ev
converging program activities and reachi

Y VY

Y VY Y

Y

N

aluate if the office 1s successfully
1g the hardest to reach communities.

I1s, backup support to ensure all children in school;

VvDCs will be equipped with ski
ill access cducation and/or skill development

50% of girls In 12+ age group W
opportunitics;

Communitics will have access 10 safe water and sC
Malnutrition levels will decrease from their present levels;

There will be enhanced health delivery through activities of the community advisory

hool sanitation;

board;

There will be increascd cnrolln
with functioning ofl AWC;
Communities will be familiar with basic concepts of ECC SGD an
infant and young child feeding; and

village social priorities will be identified and a

ent in AWCs and increased community satisfaction

d the importance of

ddressed with Village Development

[Funds.

ammatic Chattenges and Responses in 2001

‘education, liveli

‘ Anticipated new Progr

> Addressing prcviously unforescen but pre

ssing realities:  In 2001, UNICEF will
pressing developmental issucs. prevention of
LHIV/AIDS will receive much greater attention than in recent years and a consultant
will work with the HFO team and with governmenl counterparts 10 develop
IV/AIDS prcvcn(ion programs in the arecas of: 1)prcvcntion" of
purcnt—to-child (ransimission; 2) care of children alfected by HIV/ALDS and 3) youth
and HIV/AIDS. The possibilily of out-posting an 1HIV/AIDS consultant (0 work with
GoK will be explored. Use of Internet technology presents opportunilics (o more
quickly and effectively reach program objectives - pz\rticularly in the arcas of
education and CCA. Theuse of distance education technologics including radio and
tclevision as effective instructional media for older age children, in 1second chance
cducation and {cacher training presents new opporlunitics for innovation. In the WES
seclor, ways (0 expand the school sanitation program will be explored and there will

be greater focus on water quality monitoring and surveillance. UNICEE will cxplore

linkages with (he corporate sector and cxplore avenucs of co-operation that go
poralc skills and strengths

beyond funding, identifying crealive pm‘tncrships where cor
can be used o enhance overall programming for children, particularly in the arcas of

hoods advancement and school sanitation.

address some previously unanticipated

comprehensive 8!
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Effective management of UNICEF support
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> Opcrmionnlizing of the Assistan
developed two objectives pert
developed to max
towards achieving program and opcrulional

ce Management Strategy: In 2000, the field office
aining to its management of support. The AMS has been

imise cflectiveness and efficiency of individuals and teams 10 work
cxcellence. The two objectives of the AMS

{ocus on:

e supporling partncrs more effectively;
o  cnhancing internal cfficiencys and
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Supporting partners more cffectively: Towards this end UNICEF has worked towards

four main interventions which include 1) specific workshops to help state district level
functionaries plan based on objectives and monitor program progress based on a clear set
ol indicators; 2) institutionalise a system of reviews every four months based on the
above to facilitate program acceleration; 3) provide a system of a supportive audit for
large programs where the budget exceeds 15 lakhs; and 4) providing a customised
software to support account keeping and reporting.

Y

Enhancing internal efficiency: includes the organisations abilily to respond with greater
speed and sensitivity to the needs and requests from its partners. Specific interventions
include 1) holding of program-wise supply workshops to draw up a supply plan for each
program to ensure speedy processing of supply requirements; 2) ensuring that requests for
cash assistance are processed within ten days of a proper request; 3)selting up a system (o
alert and follow up all advances that are over three months old; and 4) Identifying a tcam
ol two persons per district who will be responsible for trouble shooting and responding to

%

district querics.

Q)—uaﬁgion

e

R g — s

This approach paper provided an overview of the programs and areas of focus of the
Hyderabad Field Office in 2001. The paper has presented (he proposed goals and focus of
the office as well as plans for enhanced intersectoral convergence. Anticipated programmatic
challenges and proposed responses, as well as priority management and organisational
development prioritics also been presented.

[Lis hoped that upon review, a clear idea of program priorities will be established for 2001
and lead to a spirit ol close collaboration and communication during the coming year.
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Analysis of Expenditure on
Medical & Public Health, Family Welfare

Dr. S. Subramanya’

Karnataka a federal state in India is located in the south-west part of the
country. It is bounded, in the clockwise direction, by the States of Goa, Maharashtra.
Andhra Pradesh, Tamil Nadu, Kerala and the Arabian Sea. The area of the State is
191,791 sq. km. and constitutes 5.38 percent of the area of the country.

Demographic Trends :-

The population of the State in 1991 was 44.98 million and accounted for 5.31 percent
of the population of India. In terms of population size and geographic area, Karnataka
ranks eighth among the States. Kannada is the mother tongue of 65.7 percent of the
population. The compound annual growth rate of the population of Karnataka was
1.93 percent in the decade 1981-91. The decline in population growth rate has been
more rapid in Karnataka than in India. In 1991, the urban population accounted for
30.91 percent of the population of the State as compared to 25.71 percent for India.
The Crude birth rate (CBR) for Karnataka was estimated at 25.5 for the year 1993.

2. Morbidity Pattern _
2.1 Morbidity Pattern among Users of Go#rnment Facilities

According to the Forty Segond Round of National Sample Survey conducted
in 1986-87, 40.3 persons per thousand population suffered from some ailment or other
during 30 days preceding the date of interview and 89.6 percent of them consulted a
doctor. Those who were admitted as inpatients during the preceding 365 days
accounted for 21.8 per thousand population.

The estimates of outpatients and inpatients per thousand population per year
for the government hospitals cerived from the results of the Forty Second Round of
National Sample Survey conduacted in 1986-87 were 168.2 and 12.0 respectively.

‘These estimates are close to those estimated from data on morbidity compiled from

returns submitted by hospitals in the government sector for the year 1992. The
average number of registrations in outpatient department is 176.8 per thousand
population and for inpatient it is 12.3 per thousand population.

Between 1982 and 1992 there has been, in the government hospitals, an
overall increase in outpatient consultations as well as admission as inpatients. The
outpatients have increased by 47 percent and the inpatients by 65 percent while, the
increase in total population has been 21 percent. The increase in outpatients and
inpatients at government hospitals between the years 1982 and 1992 may be due to
increase in morbidity level or in utilisation of hospital services or both. It may also be
due to increase in cost of medical care in the private sector.

*  Project Administrator, Karnataka Health Systems Development Project (KHSDP), Government of
Karnataka
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The increase in treatment as outpatients for the respiratory, digestive, genito-
urinary systems, complications due to pregnancy and the puerperium, and injuries and
poisoning has been above the average of all diseases. The increase in inpatients for
treatment of infectious diseases, neoplasm, endocrine, nutritionals & metabolic
diseases and immunity disorders, mental disorders, diseases of circulatory system.
diseases of genito-urinary system, complications due to pregnancy and the
puerperium, diseases due to injuries and poisoning, has also been higher than the
increase in total hospital admissions.

2.2 Causes of Death

During the decade 1981-91, the share of deaths due to parasitic diseases declined
while that due to diseases of the circulatory system increased. The share of deaths
among females due to complications of pregnancy and child birth declined. In 1991.
diseases of the circulatory system constituted the single largest cause of deaths
(23.5%) followed by infectious and parasitic diseases ( 19.6%). Injury and poisoning
took the third place (14.6%). The fourth place was taken by conditions originating in
the perinatal period (8.8%). Diseases of the respiratory system and diseases of the
nervous system came fifth and sixth, accounting for 7.8% and 6.1% of deaths
respectively. These six diseases accounted for 80.4 percent of deaths.

Analysis by age revealed that infant deaths formed 12.9 percent of total deaths. The
major causes of infant deaths were slow foetal growth, foetal malnutrition and
immaturity (28.7%), hypoxia, birth asphyxia and other respiratory conditions (20.2%)
and all other causes originating in the perinatal period (17.6%). The age group 15-34
accounted for 28.4 percent of deaths of females due to all causes as compared to 16.3
percent in case of males. (Annual, 1991)

Objectives of the State

In Karnataka like any other state of India, the health sector is characterized by :

* A Government sector that provides publicly financed and managed health services
throughout the state from Primary Health Centres to hespitals where free curative
and preventive health services like ante-natal care, immunisation are made
available to a large section of the population.

* A private sector comprising of mainly fee for service practitioners and a few
hospitals with in-service facilities.

The Government sector is expected to be targetted towrads these weaker section of
the society. There are a few reports in which attempts have been made to analyse
Government expenditure on health services (Panchamukhi 1993; Reddy 1992;
Tulasidhar 1993, Bhaskar Rao et al., 1993). There are limitations in analysing the
health care expenditure on a national scale on account of the lack of disaggregated
data (Burman 1997). In addition health care expenditure is incurred by the state
Government and hence analysis of health care expenditure at state government level
presents proper function. Narayana and Reddy (1993) and Mahopatra (1996) have
analysed the expenditure incurred by Andhra Pradesh Government on health care
during 1980s.
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The primary objective of this assignment is to arrive at sector-wise expenditure.
evaluate, & compare these expenditures on Primary, Secondary, and Tertiary Sectors
over the years.

The secondary objective is to find out the proportional expenditure on Health &
Family Welfare out of the total expenditure of the state over the years and derive at
the trends.

In addition to the above objectives, it also envisages to find out and analyse
expenditures on some important heads of account individually.

The estimates of expenditure are documented by Government of Karnataka mainly
contain abstracts of expenditure on different Heads of Account. These Heads of
Account are classified into Major Head, Sub Major Head, Minor Head, Group Head.
Sub Head, and Object Head. Each year's document (i.e., volume IV) contains Account
Expenditure (Plan & Non-plan) for last-but-one year, Budget Estimate (Plan & Non-
plan) and Revised Budget Estimate (Plan & Non-plan) for the last year, and Budget
Estimate (Plan & Non-plan) for that year.

However, the documents for Medical & Public Health, and Family Welfare do not
provide any break-up on sector-wise allocation. It is important to have sector- wise
break-up to know the way in which these expenditures are growing over the years in
order to effectively plan development activities relating to health services. Hence, it
becomes necessary to analyse these documents to arrive at sector-wise spending.

It is equally important to know the proportionate allocation of the total expenditure of
the state to Medical & Public Health, and Family Welfare to have a clear picture about
the trend of health services expenditure. Further, it becomes necessary to have item-
wise expenditures to facilitate future decision making regarding usage of funds.

‘Hence, this analysis is presented to facilitate the decision-makers in planning and
implementation of policies.

This paper attempts to examine the issues in expenditure on health and health related
areas in the past 30 years to relating to allocation of funds.

3. Methodology

For this analysis, data from three sources is considered. First the annual financial
statements of the state for the years 1990-91 through 1996-97. Second the detailed
estimates of expenditure of Medical & Public Health and Family Welfare for 1990-91
through 1997-98 volume IV. Third, the Zilla Parishad Link documents for 1990-91
through 1997-98.

From the annual financial statements, the receipts and disbursements of the state are
obtained. From these the per capita income and expenditures both at current prices
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and constant prices (1980-81 prices) are calculated. In addition, the share of Services
Sector in the total income and expenditures of the state, the share of Social Services,
and Health & family welfare sector in the Social Services expenditure are calculated.

The Zilla Parishad link documents provide breakdown by account head the budget
allocation for a given year. On the other hand, the volume IV presents consolidated
figure of grant budgeted for the current year, revised estimate for the preceding year
and the actual amount disbursed two years ago. The ratio of actual amount disbursed
to amount budgeted. for the year is used to deflate the disaggregated data presented in
link document and replace the lump sum grant indicated in Part [V.

From the documents of detailed estimates of expenditures, various heads of accounts
are sorted into three broad categories viz., primary, secondary, and tertiary. Further.
the secondary sector is divided into two sub groups (teaching hospitals &others). To
arrive at this sector-wise expenditure, first, the heads of accounts under each sub
group are summed. These sub groups are then assigned to any of the three sectors (viz.
primary, secondary, and tertiary) based on certain assumption mentioned in the
following section.

The sector-wise expenditures are obtained and then compared over the years to
understand the trends in the spending and to evaluate the primary objective. The
actual expenditure on these sectors was also compared with the budget estimates to
know the extent of utilisation. Also expenditure on some major items / heads of
accounts were compared over the years individually to know the variations in
spending. This analysis was carried out for the years 1990-91 through 1997-98.

4. Assumptions

1. The following assumptions are made while doing the above analysis:
e All heads of account under the major head "Family Welfare" and "Public
Health" are assigned to primary sector.
* All heads of account under the sub major heads "Research", "Education”, &
"Training" are assigned to tertiary sector. '

2. The following hospitals are taken into tertiary sector:
e National Institute of Mental Health and Neuro Sciences.
e The Bangalore Accidents Rehabilitation and Other Services Society.
e Kidwai Memorial Institute of Oncology
* Development of District Hospital, Raichur (OPEC).
e Indira Gandhi Institute of Child Health

3. All hospitals attached to teaching institutions are taken into a separate group under
secondary sector. These hospitals are:

e Victoria Hospital, Bangalore.

e College Hospital, Mysore.

e College Hospital, Bellary.

e KMC, Hubli.

e District Hospital, Belguam.
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District Hospital, Gulbarga.
e  Chigateri General Hospital, Davanagere.
* Head Quarters Hospital, Mangalore.

4. The heads of account relating to hospitals attached to teaching institutions are also
taken into the separate group under secondary sector. These are:

* Special improvements to buildings(Teaching Hospitals),

e Provision of equipment to teaching hospitals,

e Provision'of ambulance to teaching hospitals,

 Intensive care units and cardiac care units in teaching hospitals,

e Modernised blood banks for teaching hospitals.

 All other major hospitals, district hospitals and tuberculosis institutions are

assigned to secondary sector.

5. KHSDP is considered for secondary sector.

6. DoH&FW, Administrative unit (ESI), Other Expenditure (ESI), Medical Stores
Depot, Other Expenditure (Buildings), Director of Indian System of Medicine are
considered common to all three sectors. These are later apportioned on the basis of
percentage ratios of each sector.

7. Hospital unit (ESI), establishment maintenance units for hospital equipment, and
repairs to hospital equipment are considered common for both secondary and
tertiary sectors. These are later apportioned on the basis of percentage ratios of
each sector.

8. The following are assigned to the Primary Sector.

9. Block assistance to Zilla Panchayats and Gram Panchayats is assigned to primary
sector.

10. ICDS projects (Health Component) are assigned to primary sector. y

-11. All centre-sponsored schemes are assigned to primary sector.

5. Results:

5.1 Growth of Net Domestic Product
The Net Domestic Product of Karnataka at factor cost is given in Table # 5.1.

Table # 5.1 Net State Domestic Product of Karnataka at Factor Cost

90-91 91-92 92-93 93-94 94-95 95-96 | 96-97
R.E Q.E @

Net Domestic Product (Crore Rupees)
At Current Prices 20.550] 26,736 29.132] 33.794| 39.158| 43.422| 47714
At 1980-81 Prices 9.112] 10.270[ 10.482] 11.275| 11,728 12.361] 13053

Per Capita Income (Rupees)
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At Current Prices 4.598 5,888 6315 7.214 8.237 9.004 9758

At 1980-81 Prices 2,039 2,262 2,272 2.407 2,467 2,563 2669

R.E: Revised Estimate, Q.E: Quick Estimate, @: Anticipated
Source: Directorate of Economics and Statistics, Bangalore.

The Net Domestic Product at current prices increased at the annual compound growth
rate of 15.1 percent between 1990-91 and 1996-97. During this period, the per capita
NDP increased at an annual compound rate of 13.4%. Adjusting for inflation, the
NDP grew at an annual compound growth rate of 6.2 percent and per capita NDP
grew at an annual compound rate of 4.6 %.

5.2. State Revenue and Expenditure
5.2.1. Receipts

The total revenue of the State increased from Rs. 4,775.5 Crores in 1990-91 to Rs.
6938.1 Crores (at 1990-91 prices) in 1997-98 representing an annual compound
growth of 8.6 percent. Tax revenues accounted for an average 59.1 percent of total
revenues followed by States Share of Union Taxes at 17.9 percent and Services at
12.5 percent and grants in aid at 10.6 percent. Out of the total income from Services
80.8 percent is contributed by Interest and Economic Services, 12.3 percent by
General Services, and 6.9 percent by Social Services.

Table 5.2.1 State Revenue Income at 1990-91 Prices and Share by Source

90-91 | 91-92 92-93 93-94 | 94-95 95-96 | 96-97 97-98

Revised | Budget
Revenue Receipts Rs. Crore 3,892.2| 4,137.0| 4,399.5| 4,759.0| 4,706.9| 5,485.0| 6,351.0| 6,938.1

Percent of Gross Revenue

State Tax Revenue 59.9 60.7 57.1 60.3 60.0 59.9 572 59.0
Non-tax Revenue 13.3 13.0 14.8 11.6 12.2 14.5 12.7 10.1
States Share of Union taxes 17.0 16.4 17.2 16.1 17.9 18.7 19.4 18.4
12:5

Grants-in-aid from Central Govt. 9.8 9.9 10.9 12.0 10.0 6.9 11.8

5.2.2. Expenditure

Table # 5.2 presents the Revenue and Capital expenditure for the period 1990-91
through 1997-98 at 1990-91 prices. The tota! revenue expenditure of the state
increased from Rs. 3,971 Crores to Rs. 7,055 Crores at a compound annual rate of 8.6
percent. The expenditure on General Services grew at a faster rate (9.9 percent per
annum) as compared to the other Sectors. The expenditure on Grants & Contributions
grew at 8.3, that on Social Services at 8.5 percent, and that on Economic Services
grew at 7.2 percent. This also indicates that the share of Social Services expendlture
out of total expenditure is nearly constant at about 38 percent.
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Table # 5.2 Revenue & Capital Expenditure by Sector at 1990-91 Prices

Crore Rupees

Revenue 90-91 91-92 | 92-93 93-94 | 94-95 95-96 96-97 | 97-98 | Annual
Revise | Budget | Growth
d | %
General Services 1174.6 | 1231.9 | 1379.3 | 1433.3 | 15542 | 17143 | 1968.3 | 2273.3 | 9.9
Social Services 1538.9 | 1639.7 | 1689.7 | 1789.7 | 1860.0 | 2086.7 | 2379.7 | 2726.7 | 8.5
Economic 11593 | 1318.0 | 1367.4 | 1355.1 | 1393.5 | 1570.0 | 2158.3 | 1883.5 | 12
Grants & 98.3 102.1 101.2 93.2 99.2 73.3 129.8 171.9 8.3
Contributions
Total 3971.1 | 4291.8 | 4537.5 | 4671.4 | 4906.9 | 5445.0 | 6636.2 | 7055.4 8.6
Capital |
General Services 11.4 11.8 15.5 17.3 15.0 15.9 13.7 9.4 2.7
Social Services 17.7 28.2 31.4 39.2 46.3 52.8 38.7 59.6 18.9
Economic 625.8 640.9 591.4 837.3 706.5 727.7 508.3 518.8 -2.6
Total 654.9 680.8 638.3 893.8 767.9 796.4 560.8 587.8 -1.5

The share of General Services in revenue expenditure increased from 29.6 percent in
1990-91 to 32.2 percent in 1997-98 while that of Economic Services declined 29.2 to
24.4 percent. The share of Social Services increased marginally from 38.8 percent in
1990-91 to 39.9 percent in 1997-98.

40.0

Percent

10.0

0.0

20.0

Share of Different Sectors

General
Services

Social
Services

Services

'B1990-91 M 1997-98 |

Economic Grants-in-
‘Aid

5.3. Expenditure by Sector

5.3.1. Expenditure on Social Services

Table # 5.3 presents the Revenue Expenditure on Social Services Sector. This
increased from Rs. 1.596 Crores to Rs. 2,727 Crores (1990-91 prices) at an-annual

compound rate of 7.9 percent.

Development -4.3 percent for Nutrition and 6.7 percent for Other Social Services.
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Table # 5.3 Revenue Expenditure on Social Services Sector

Crore Rupees (at 1990-91 prices)

90-91] 91-9] 92-93| 93-94| 94-95| 95-96| 96-97| 97-98
Education 878.6| 832.9| 890.8| 961.7| 978.1| 1093.3] 1197.0| 1314.7
Health & FW 270.7| 2559 292.3| 294.4| 309.2| 318.8| 374.1 459.2
Water Supply & Sanitation 5821 702 7771 89.2| 121.9] 1419 161.3| 2494
Housing & Urban 442| 787 524 49.1] 80.4| 123.7| 1658| 215.7
Development
Nutrition 64.4 67.5 24,7 192 25.3 37.1 42.8 47.2
Other Social Services 280.3] 334.7) 351.8] 376.1| 345.1| 372.0| 438.7| 440.6
Total 1596.4| 1639.8] 1689.7| 1789.7| 1860.0| 2086.7| 2379.7| 2726.8

The expenditure on each component increased at different rates. The growth in
expenditure on water supply & sanitation and housing increased at a faster rate. This
resulted in a decline in the share of education has from 55.0 to 48.2 percent over the
seven-year period while the share of water supply & sanitation increased from 3.6 to
9.1 percent and housing from 2.8 to 7.9 percent.

Trends in Expenditure on Components of Social
Services

60.0

50.0

40.0

30.0

Percent

20.0

0.0 S eSS s
90-91 91-9 92-93 93-94 94-95 95-96 96-97 97-98

| —e—Education —e— Health & FW
—oa— W ater Supply & S anitation —— Housing & Urban Development
—w— N utrition —e— O ther Social Services

5.3.3. Public Expenditure on Health Related Items

Table 5.3.3.1 presents the trends in Health Related Services. The expenditure on
Health related items grew in real terms at the rate of 7.9 percent per annum. There has
been considerable variation in growth rates between different components. The
expenditure on nutrition declines in real terms at the rate of 4.3 percent per annum.
The expenditure on General Education increased at 6.0 percent per annum while that
on Health & Family Welfare services increased at an annual rate of 7.8 percent. The
expenditure on Water supply and Sanitation as well as that on housing grew at ever 23
percent. -

The per capita expenditure on health in 1997-78 has been Rs. 712 at current prices and

that on Health & Family Welfare Rs. 154. The Health Related items account for 30
percent of total revenue expenditure of the sate and the Health & Family Welfare
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account for 6.5 percent of States revenue expenditure.

The Expenditure on Health Related items forms 6.0 percent of State Domestic

Product.

Table 5.3.3.1 Trend in Expenditure on Health Related Items

Item 90-91 [ 91-92[92-93 ] 93-94 | 94-95 [ 95-96 [ 96-97 [ 9798
Expenditure in 1990-91 prices: Crore Rs.
General Education 827.0| 786.7| 844.0| 911.1| 924.7/1034.8|1136.9|1245.7
Health & Family Welfare 270.7} 255.9| 292.3| 294.4] 309.2| 318.8| 374.1| 439.2
Water Supply & Sanitation 58.2{ 702| 77.7] 892| 121.9| 141.9| 161.3| 2494
Housing 20.1f 797 777 28.3] 484 50.9| 795 117.1
Nutrition 64.4] 67.5f 247 "192] 253| 3710 428 4712
Total Health & Related Services 1240.4{1259.9|1316.4|1342.2{1429.5|1583.5|1794.7|2118.6
Per capita Expenditure on Health Related 281.1f 323.3| 353.8| 372.0| 444.2| 507.9| 587.7| 712.1
Services at current prices Rs.
Per capita Expenditure on Health & Family | 61.3| 87.9| 78.6| 83.7| 96.1| 102.2| 122.5| 1354.3
Welfare Services at current prices Rs.
Expenditure on Health Related Items as 31.2f 29.4| 29.01 287, 29.1] 29.1} 27.0f 30.0
Percent of State's Revenue Expenditure
Expenditure on Health & FW Services as 6.8 6.0 64| 6.3 6.3 5.9 5.6 6.5
-|Percent of State's Revenue Expenditure

Expenditure on Health Related Items as 6.0 5.4 5.6 5.3 5.4 5.7 6.1
Percent of SDP
Expenditure on Health &FW as Percent of 1.3 1.1 1.2 1.2 1.2 1.1 1.3
SDP
Per capita Expenditure on Health Related 281.1f 323.3| 353.8| 372.0| 444.2| 507.9| 587.7| 712.1
Services Rs.
Per capita Expenditure on Health & Family | 61.3] 87.9| 78.6| 83.7| 96.1| 102.2[ 122.5 154.3
Welfare Services

During 1986-89, The per capita expenditure on health related items in Karnataka are
marginally less than that for India. A comparison among the.southern states shows
‘that Karnataka stands third and its expenditure on health related items is about 70
percent of that spent in Kerala and Tamil Nadu.

State Per Capita Expenditure
at 1988-89 Prices

Andhra Pradesh 63.73

Karnataka 67.94

Kerala 86.74

Tamil Nadu 95.62

India 68.91
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Expenditure by Primary, Secondary and Tertiary Sectors

Table #5.4 Expenditure Primary, Secondary & Tertiary

Crore Rupees (at 1990-91 prices)

Sector

Year Primary|Secondary| Tertiary
90-91 147.09 68.31 27:62 243.02
91-92 150.73 70.01 33.75 254.49
92-93 179.20 74.40 39.14 292.73
93-94 177.71 82.41 34.11 294.22
94-95 192.03 79.16 37.88 309.07
95-96 199.04 83.34 36.35 318.73
96-97 227.56 105.11 41.47 374.13
97-98 248.94 154.03 56.23 459.19
Growth % 1990-97 6.4 6.3 6.0 6.4

1990-98 7.8 12.3 10.7 9.5

The expenditure on primary sector had the highest annual growth rate 6.4 percent
followed by the Secondary sector with 6.3 percent. The growth of expenditure on the

Tertiary sector was only 6.0 percent.

The expenditure on the Secondary sector in 1996-98 is due the launch of Karnataka
Health Systems Development Project. During 1997-98 the provision for Medical
Education, Research and Training was Rs. 22.0 crores more (or 50 percent more) than

the preceding year resulting in a higher growth of 10.0 percent per annum.

The share of primary sector shows a decline in 1997-98 due to the initiation KHSDP
for strengthening the secondary sector. However, the combined share of the primary

and the secondary sectors remains unchanged at 88 percent.

70.0
60.0
50.0
40.0

30.0

Percent

20.0

90-91

91-92 92-93 93-94 94-95

Share of Different Sectors .

95-96 96-97 97-98

—e— Primary —-—Secondary —a— Tertiary |
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5.5. Expenditure by Item

The expenditure by item of expenditure is presented in Table # 5.5.1.

Table # 5.5.1. Revenue Expenditure by Sector and Item for 1997-98
And Share of each item in a sector

Crore Rs.(at 1997-98 prices)

[tem of Expenditure Primary Sector | Secondary Sector | Tertiary Sector All Sectors
Amount |% Share |Amount (% Share |Amount |% Share |Amount |% Share
Salaries 100.91 24.10| 104.64| 3925 40.21 43.03| 245.76| 31.56
Travel Expenses 1.75 0.42 0.60 0.22 0.25 0.27 2.59 0.33
Office Expenses 3.15 0.75 10.01 3.75 2.12 227 15.28 1.96
Drugs & Chemicals 26.33 6.29| 33.37 12.52 1.08 1.16|  60.79 7.81
Hospital Necessities 0.00 0.00 5.44 2.04 1.34 1.44 6.79 0.87
Diet Expenses 0.29 0.07 8.73 3.28 0.24 0.26 9.26 1.19
Linen 0.00 0.00 1.27 0.48 0.00 0.00 127 0.16
Equipment & Apparatus 29.02 6.93 6.97 2.62 9.98 10.68 4598 5.90
Training 1.82 0.43 0.04 0.01 5.28 5.65 7.13 0.92
Schemes 18.26 4.36 0.00 0.00 0.00 0.00 18.26 2.35
Compensations 2.66 0.64 0.00 0.00 0.00 0.00 2.66 0.34
Buildings 11.76 2.81 4.21 1.58 0.00 0.00 15.96 2.05
_|Others 0.97 0.23 0.19 0.07 1.24)  31.90 241 0.31
Grants 187.96| 44.89 10.38 3.89] 29.81 2.02| 228.15 29.32
Lump Sum 33.84 8.08| 80.77| 30.29 1.89 1.33] 115.85 14.89
Total 1997-98 418.70] 100.00] 266.61| 100.00| 93.45| 100.00| 778.77| 100.00

There is no break up by item of expenditure is available for amounts disbursed as
Grants as well as amount budgeted/accounted under Lump Sum. The amount for
which break up is not available by item of expenditure is 53 percent for the Primary
Sector, 34 for the Secondary Sector and 32 percent for the tertiary sector for the
current year (1997-98). The lump sum provision of Rs. 75 crores KHSDP accounts for
bulk of provision under the head "Lump Sum". In case of the Tertiary Sector grants to
-autonomous institutions account for major portion of expenditure under this head. The
details of expenditure are available from the financial accounts of individual
institutions and need to be analysed to get a better picture of item wise expenditure in
this sector.

Salaries and allowances form the major component of expenditure (31.5%) followed
by Drugs & Chemicals (7.8 percent) and Equipment and Apparatus (5.9 percent).

Table # 5.5.2 presents the breakdown of expenditure for 1990-91 at 1997-98 prices by

item of expenditure and sector as well as the compound annual growth rate between
1990-91 and 1997-98.
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Table # 5.5.2 Expenditure in 1990-91 at 1997-98 Prices and Annual Growth Rate

Between 1990-91 and 1997-98 by Expenditure Item and Sector
Crore Rs. (at 1997-98 prices)

Item of Expenditure Primary Sector | Secondary Sector | Tertiary Sector All Sectors
Amount | Growth |Amount | Growth |[Amount | Growth |Amount | Growth

% % % %
Salaries 60.87 7.5 61.74 7.8 20.59 10.0| 143.19 8.0
Travel Expenses 2.15 -3.0 0.80 -4.1 0.23 1.2 3.19 -2.9
Office Expenses 2.98 0.8 19.97 9.4 3.54 7.1 26.49 -7.6
Drugs & Chemicals 13.45 10.1 8.70 21.2 0.14 344 2229 15.4
Hospital Necessities 3.74| -100.0 0.72 33.5 0.11 43.0 4.58 5.8
Diet Expenses 5.36 -34.1 443 10.2 0.17 4.7 9.97 -1.0
Linen 0.00 * 0.05 60.9 0.00] -100.0 0.05 60.7
Equipment & Apparatus 5.64 26.4 5.39 3.7 0.53 52.0 11.57 21.8
Training 1.18 6.4 0.20 -21.7 1.65 18.0 3.03 13.0
Schemes 8.49 11.6 0.11f -100.0 0.00 * 8.60 11.4
Compensations 4.03 -5.8 0.00 x 0.00 * 4.03 -5.8
Buildings 9.06 3.8 0.00 * 0.00 * 9.06 8.4
Others 0.53 9.0 0.10 10.0 0.50 7.8 1.13 7.9
Grants 101.18 9.3 9.09 1.9 17.62 1.1 127.89 8.6
Lump Sum 30.78 1.4 4.56 50.8 1.75 14.0 37.09 18.2
Total 1990-91 249.45 7.7] 115.85 12.6| 46.84 10.4| 412.14 9.5

Note: Growth °% is compound annual growth rate between 1990-91 to 1997-98

Table # 5.5.3 presents trend in expenditure by sector and item.

Table # 5.5.3 Expenditure by Sector and Item at 1997-98 prices
Crore Rupees at 1997-98 prices

[tem of Expenditure
Salaries

Travel Expenses
Office Expenses
Drugs & Chemicals
Hospital Necessities
Diet Expenses
Linen

Equipment & Apparatus
Training

Schemes
Compensations
Buildings

Others

Grants

Lump Sum
Primary Sector Total
Salaries

Travel Expenses
Office Expenses
Drugs & Chemicals
Hospital Necessities

1990-91

60.87
2.15
2.98
13.45
3.74
5.36
0.00
5.64
1.18
8.49
4.03
9.06
0.53
101.18
30.78
249.45

61.74|

0.80
19.97
8.70
0.72

1991-92

51.79
1.96
3.79
7.48
0.00
0.18
0.00
8.33
267
9.35
3.64
8.22
4.74
114.15
3531
251.61
59.25
0.57
22.89
8.06
0.78

1992-93

63.78
1.82
2:97
13.71
0.08
0.07
0.00
9.27
4.65
11.39
2.49
12.89
0.73
138.92
38.93
301.69
67.32
041
22.43
12.09
0.61

1993-94
55.50
1.41
2.71

16.69|

0.03
0.08
0.00
16.33
1.30
10.94
461
12.42
0.58
134.61
40.80
298.01
71.52
0.65
21.47
16.87
0.74

1994-95
58.41
1.51
1.26
18.73
0.00
0.04
1.26
19.92
1.91
11.16
1.98
11.01
0.66
14431
50.97
323.12
69.69
0.49
20.33
17.37
1.04

1995-96

61.59
0.84
1.96
20.65
0.00
0.12
0.00
18.31
1.18
13.29
1.46
11.11
0.65
156.99
45.64
333.80
61.61
1.00
11.12
19.26
0.49

1996-97
90.66
0.99
1.82
2027
0.00
0.24
0.00
26.08
1.56
17.39
2.66
9.19
0.99
172.56
35.98
380.41
91.39
0.36
11.23
28.47
0.50

1997-98
100.91
1.75
3015
26.33
0.00
0.29
0.00
29.02
1.82
18.26

- 2.66
11.76
0.97
187.96
33.84
418.70
104.64
0.60
10.01
33.37

5.44
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Diet Expenses
Linen

Training

Schemes
Compensations
Buildings

Others

Grants

Lump Sum
Secondary Total
Salaries

Travel Expenses
Office Expenses
[tem of Expenditure
Drugs & Chemicals
Hospital Necessities
Diet Expenses
Linen

Training

Schemes
Compensations
Buildings

Grants

Lump Sum

Others

Tertiary Total
Salaries

Travel Expenses
Office Expenses
Drugs & Chemicals
Hospital Necessities
Diet Expenses
Linen

Training
Schemes
Compensations
Buildings
Others

Grants

Lump Sum
Grand Total

Paper II1

Equipment & Apparatus

Equipment & Apparatus

Equipment & Apparatus

4.43
0.05
5.39
0.20
0.11
0.00
0.00
0.10
9.09
4.56
115.85
20.59
0.23
3.54
1990-91

0.14
0.11
0.17
0.00
0.53
1.65
0.00
0.00
0.00
0.50
17.62
1.75
46.84
143.19
3.19
26.49
22.29
458
9.97
0.05
11.57
3.03
8.60
4.03
9.06
1.13
127.89
37.09
412.14

4.67
0.45
2.72
0.29
0.37
0.00
3.14
1.37
3.86
5.84
119.26
20.03
0.38
2.84
1991-92

0.14
0.15
0.17
0.00
0.20
2.96
0.00
0.00
0.00
5.72
24.99
3.12
60.71
131.08
291
29.52
15.68
0.93
5.02
0.45
11.25
592
9.72
3.64
11.36
11.83
148.00
44.27
431.59

595
0.14
2.73
0.10
0.00
0.00
2.79
0.00
11.65
246
128.71
22.04
0.13
352
1992-93

0.38
0.21
0.16
0.04
0.32
2.19
0.00
0.00
0.00
0.45
32.94
2.92
65.31
153.14
2:37
28.92
26.18
0.90
6.18
0.18
12.32
6.94
11.40
2.49
15.68
17
183.52
4432
495.71

4.74
0.77
13.32
0.25
0.00
0.00
0.74
0.33
10.20
3.04
144.64
21.69
0.22
291
1993-94

0.57
0.19
0.22
0.00
0.48
2.74
0.00
0.00
0.00
0.88
25:17
1.54
56.61
148.70
2.28
27.09
34.13
0.96
5.04
0.77
30.13
4.29

10.95].

4.61
13.16
1649
169.98
45.38
499.26

4.99
0.16
5.46
0.36
0.00
0.00
2.54
0.13
9.07
6.71
138.34
21.05
0.26
3.41

1994-95

0.58
0.21
0.22
0.00
0.27
2.69
0.00
0.00
0.00
1.18
26.93
5.88
62.69
149.15
2.26
25.00
36.68
1.25
5.24
1.42
25.65
4.96
11.16
1.98
13.55
1.97
180.32
63.56
524.16

6.06
0.78
547
0.12
0.08
0.00
2.48
0.10
9.56
28.29
146.42
16.31
0.10
293
1995-96

0.80
0.16
0.23
0.00
0.35
3.28
0.00
0.00
0.00
0.88
25.07
10.20
60.32
139.52
1.94
16.01
40.71
0.65
6.41
0.78
24.13
4.59
13.37
1.46
13.59
1.63
191.63
84.13
540.54

1.52
1996-97

0.95
0.17
0.21
0.00
0.47
4.17
0.00
0.00
0.00
0.66
26.38
4.69
68.82
211.65
1.56
14.37
49.69
0.67
7.75
0.79
29.90
SxlT
17.39
2.66
11.32
1.78
208.85
70.36
634.49

8.73
127
6.97
0.04
0.00
0.00
4.21
0.19
10.38
80.77
266.61
40.21
0.25
2.12
1997-98

1.08
1.34
0.24
0.00
9.98
5.28
0.00
0.00
0.00
1.24
29.81
1.89
93.45
245.76
2.59
15.28
60.79
6.79
9.26
1.27
45.98
7.13
18.26
2.66
15.96
241
228.15
116.49
778.77

The Salary revision was implemented in 1996-97. Consequently the expenditure by
way of salaries showed a sudden spurt. Earlier there was a ban on recruitment, which
resulted in a marginal decline in salaries during 1994-95.

5.6. Conclusion

As mentioned earlier the grants and lump sum account for over a third of the
expenditure. The breakdown of this by item of is available with the concerned
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department or the Zilla Parishad but are not captured by individual item in the
accounts. It is recommended that the data be from different departments should be
collected and reflected in the books of account.

The transfer of drugs. supplies and equipment is effected without raising a transfer
invoice. Due to this, expenditure on these items had to be allocated on the basis of
total expenditure on remaining items. It is recommended that transfers should be
effected only after raising a transfer invoice and reflect such transfers in the books of
account. i He& sl aencin [ R A DR

7 (e @ s ACLS Sy TV |
v/
J

ﬁ State Finances, Health Finances and Efficiency : Three key issues with regard to
public sector finances at the state level need to be addressed. First, the overall
fiscal situation in many states has deteriorated sharply since the early 1990s. with
a rise in the fiscal deficit, an increase in interest payments as a share of total
revenues, and an increase in debt outstanding as a share of state domestic product.
The deterioration in the overall financial situation faced by the states has had a
deleterious effect on the health sector. The share of health and family welfare in
the total state revenue budgets has declined since the early 1990s, suggesting that
past declining trends of health sector’s share in the budget has been exacerbated,
rather than reversed. The decline in the health sector’s share occurred despite a
rise in real per capita expenditures in all states up to 1991, indicating that total
government expenditures rose faster than health expenditures. Total government
spending is about US$ 2-3 per capita for health services and is inadequate to meet
the government’s stated objectives. To achieve the government’s objective of
funding a basic package of health services, substantially more resources for health
care are required, but the overall state finances noted above pose a serious
problem. Second. within the health sector in most states, resource allocation in
the public sector is skewed in favour of tertiary care services relative to needs at
the primary and secondary levels, particularly rural and community hospitals.
Third, much of the resources are absorbed by salary costs. The recurrent budget
for operations and maintenance is chronically under-funded and the programs are
not fully effectivej

2f " Alternative Methods of Health Care Financing : The resource constraints faced in
= the health sector will required alternative methods of health care financing to
supplement budgetary allocations. Alternative methods of financing health care,
such as cost recovery, social and private insurance, and participatory schemes, are
limited. Reported revenue data indicate that cost recovery in the health sector is
“about 3% on average in India, although there are problems in estimating the level.
Some of the problems faced with cost recovery include : (a) lack of an appropriate
mechanism within the government to review user charges; (b) weak administrative
mechanism for collecting user fees; (c) difficulty in targeting the poor for
exemption from user fees; and (d) constraints to greater retention of funds
generated through user charges at the point of collection.] Based on international
experience it should be noted, however, that a cost recovery rate of 15-20% in the
health sector is about the most that can be expected in the public sector. In the
long run, issues such as private insurance and managed health care will need to be
addressed, as the industrial and urban sectors in India expand, and cost
containment becomes increasingly important.r(
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3. Implement Cost-Recovery Mechanisms

Develop an Institutional Framework for Periodic Review of User Charges. The
states should set up an institutional framework to review the structure of user fees and
pricing policy periodically, and recommend revisions as necessary. The Strategic
Planning Cells established in the health departments in the four states studied provide
a viable institutional arrangement for this purpose.

Strengthen Collection Mechanisms and Target Vulnerable Groups for Exemptions
: Analysis shows that substantial increases in revenue can be gained by concurrently
strengthening the mechanism for collecting user charges and periodically revising
them. State governments should increase cost recovery in the health sector from an
average of about 3% to about 15-20% in the next 3-5 years. In addition, adequate
targeting mechanisms to identify the poor should be implemented both in rural and
urban areas. Due to the administrative costs involved, it is preferable to strengthen the
existing system for targeting the poor rather than create a new mechanism.

Retain Revenues at the Point of Collection. Hospitals and health facilities should be
allowed to retain all of the revenues collected. Alternatively, district health
committees or health systems corporations (e.g., as in Andhra Pradesh and Punjab)
could be empowered on their behalf to retain such revenues and redistribute them
among hospitals within the district according to both need and level of collection.

Utilize Revenue for Non-Salary Recurrent Expenses : Revenue collected should be
used for non-salary recurrent expenditure items such as drugs, essential supplies and
record keeping. A modest fee could be charged for out-patients, as is currently being
done in West Bengal and charges concentrated on diagnostic and other services, as
well as on voluntary services such as private rooms or wards and on medical services
with a relatively low cost-effectiveness. Increased charges should be introduced in a
phased manner and matched with higher quality of service.
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Improving Access to SC / ST Population
Yellow Card Scheme

Status Report : November, 1999

State Profile:

The southern Indian State of Karnataka incorporates the erstwhile state of Mysore and
the adjacent Kannada speaking regions. It is the eight largest state in India in terms of area and
population. It has a population of 45 millions (1991 Census) and a sex ratio of 960. The SC /
ST population of 9.0 millions makes up 20% of the total population. The literacy rate in the
general population is 56%. where as the SC / ST population has a comparatively low literacy
rate. The Infant Mortality Rate in the state is 81.

Administratively, the state is divided into four divisions - Bangalore, Mysore, Gulbarga
and Belgaum. There are 27 districts with 175 talukas. Bangalore is the state capital.

Background of Scheme:

The SC/ ST population in rural Karnataka, especially the women and children suffer a
higher morbidity and mortality compared to the general population as revealed by the survey
done in 1995. Factors such as illiteracy, poverty and continuing trends of social discrimination
in the community have attributed to this status. Improving access of available health facilities
to these under privileged communities will help change the trend. The Government of
Karnataka decided in 1995 to introduce a scheme in which health facilities in rural areas are
extended to the door-steps of the SC / ST populations and issued G.O. No. HFW 16 CGM 95
on the subject.

One of the broad objectives of KHSDP is to improve healthy facility access to these
disadvantaged section of the rural community. This objective is being met through a special
target intervention called ‘Yellow Card Scheme’. In this scheme, disadvantaged Schedule
Caste (SC) and Schedule Tribe (ST) population in rural areas-are being medically screened
through bi-annual health check-up camps being held in all the subcentres of the state. A team
of doctors, nurses, laboratory technicians, dispenser and health educators, senior and junior
health assistants, examine the beneficiaries, detect ailments that may be present and treat them.
Special feature of the out-reach health camps is that a Lady Medical Officer of the team
examines the women in the age group 35-60 and screens them for cervical and breast cancer.
These camps are being held as per a calendar drawn by the district health authorities for the
year.

The Pilot Scheme:

Karnataka Health Systems Development Project began implementation of Yellow Card
Scheme as a pilot scheme in Nov 1996. Two PHCs each in two talukas of the five districts of
Mysore, Hassan, Raichur, Bijapur and Kolar were chosen for this purpose. Health check-up
camps were held at subcentre level in all these PHCs.

Imprv-acess-2



The health check-up team consisted of Medical Officer of the PHC, LMO, LHV, ANM,
a lab technician and a dispenser. The table below provides data on beneficiaries examined in

two districts.

District Taluka PHC SC/ST SC/ST SC/ST
Population Screened at | Treated
Camp at Camp
Mysore | T. Narsipura Mogaru 9,676 655 655
| Talkadu 4,722 950 915
Nanjangud Hosakote 7,436 4,879 2.591
Tagaduru 3,994 1,621 1,458
Hassan | Holenarsipura | Padavalhippe 6,757 3,861
Bakenahally 3,817 2,170
Arsikere Dodda Metta 5,353 4,039
Javagal 10,217 1,313

A rapid evaluation was conducted in Dec 96 by a team from the Central Planning Cell

using the facilities at the population centre with an aim to evaluate the process and to decide if
scheme needs modifications. The District Health and Family Welfare Officer, a sample of
Medical Officers of PHCs, ANMs of subcentre where camps were held and beneficiaries were
interviewed on 23-12-96.

The results of this survey are summarised as follows :

1.

o

(OS]

D

The scheme is welcome by the community and will pésitively benefit the SC/ST
population.

The health check-up team should be more broad-based and inelude health educators.

Drugs, laboratory chemicals, stationary, referral cards and yellow cards should be
available in adequate quantities in the camps. Vehicles should be provided at taluka
and PHC levels.

District Health and Family Welfare Officer should be released funds to meet expenses
for fuel, hiring of transport and other incidental expenses.

Local village Panchayat leaders should be involved in the scheme.

In order to derive maximum benefit, the Medical Officer of PHC should be entrusted
with the responsibility of planning and implementing these camps with the support of
the Taluka Administrative Medical Officer who will be the nodal officer at taluka level.

Organisation should be set up at district, taluka, PHC and subcentre level to steer and
implement the programme.



First Phase of Implementation :

Having seen the need for the scheme and successful implementation of the pilot
scheme, the KHSD Project extended the Yellow Card Scheme to all the PHCs of the five
districts in March *97. Baseline beneficiary data was collected from these five districts. More
health check-up camps were held in all subcentres of the district and beneficiaries examined,
investigated and treated. Patients who needed treatment at a higher facility were referred using
a referral card for the purpose. By May 1997, the coverage in these five districts was as
follows:

District Beneficiary Beneficiaries
population Examined / Treated Referred to
Screened Hospital
Mysore 6,13,225 7,105 5,519 105
Hassan 2,83,881 12,258 6,735 35
Kolar 6,37,971 4,898 3,152 12
Raichur 5,78,000 9,656 6,545 12
Bijapur 5,35,416 18,158 7,356 68
Total 26.48,493 52,075 29.307 232

All the five districts of first phase were allocated funds as follows :
1. POL Expenses : Rs. 1,00,000 per district
: Rs. 1,50,000 per district
: Rs. 2,00,000 per district

2. Vehicle hire cheques
3. Honorarium for LMOs

An amount of Rs. 37.8 lakhs was allotted for purchase of drugs for yellow card scheme
for these districts.

Operationalisation and Progress in Financial Year 1997 - 98 :

The Steering Committee approved an operationalisation plan to extend the Yellow Card
Scheme to all the districts of the State in its meeting held on 16-06-97 at an estimated cost of
Rs. 54.1 million which was sanctioned in G O No. HFW (PR) 429 WBA 97 dated 25-07-97.
Accordingly, the scheme was launched in all the remaining 15 districts in Aug - Sept *97 after
disirict level workshops were held to train the Medical Officers of district and taluka levels.
The programme was put into operation for only 3-4 months as it was suspended at the end of
January 98 on account of ensuing parliamentary elections. Drugs, laboratory chemicals and
Yellow Cards were procured and distributed to the districts. Districts were also given funds to
meet operational expenses such as POL, honorarium for LMOs, camp arrangements, stationary
and training. A total amount of Rs. 9.0 million was spent for drugs, while the expenditure on
laboratory chemicals was about Rs. 1.0 million. Sixteen lakhs Yellow Cards were distributed
~at a cost of Rs. 1.6 million. As the scheme worked for only 4 months and because of other
constraints only Rs. 11.3 million could be utilised during the year.



Progress in Financial Year 1998 - 1999 :

Implementation of annual health check-up camp at subcentre levels continued in this
year also. The Project Management Unit (PMU) has continued district support to the scheme
by distributing more Yellow Cards and referral cards, new implementation manual with new
camp dates for each subcentre, more drugs, chemicals for laboratory testing and IEC materials
like brochures, pamphlets and posters. The PMU conducted a review of the scheme in January
’99 to assess the performance of the districts. Details of the outcome of review are given
separately. Out of a total. budget of Rs. 61.7 million for the Financial Year 1998-99, the
scheme utilised approximately Rs. 17.8 million towards purchase of drugs, Yellow Cards, POL
for hired vehicles, honorarium for LMOs and incidental expenditures in camps.

Table 3 : Expenditure on Yellow Card Scheme : FY 1997-98 and FY 1998-99

S1. No. Item of Expenditure Expenditure (Rs. million)
1: Drugs 18-90
p 8 Laboratory chemicals 3.29
3. Hiring of vehicles and POL 0.72
4. Honorarium for Lady Medical Officers 0.22
5. Training 1.10
6. Information, Education, Communication (IEC) 0.56
7. Printing Cards a) Yellow Cards 3.60

b) Referral Cards 0.05
8. Contingency 0.64
Total 29.10

Progress in Financial Year 1999 - 2000 :

. There has been a fairly good progress in Yellow Card. Scheme this year also. All
districts in the state have continued to conduct health check-up camps at subcentres as per an
action plan which the districts themselves have prepared. The Project Management Unit
(PMU) continued support to the districts by distributing drugs worth Rs. 75 lakhs and money
for camp expenses. About 7.5 lakh yellow cards are being printed and distributed before the
end of November 1999. Each district has been given Rs. 2 lakhs for camp related expenses
such as hiring vehicles, services of Lady Medical Officers and so on.

Coverage of Target - Present Status :

The health check-up camps have been held for about 2 years since inception. Reports
from districts received upto September 1999, show a coverage of 20,63,285 SC/ST population
(23.3%) out of the total target population of 88,62,958. In the present financial year (April ‘99
- Sept ’99), the coverage has been 4.8%. The northern Karnataka division of Belgaum and
Gulbarga have shown a good performance with a coverage of 6% and 9.7% respectively, while
the division of Bangalore and Mysore have achieved only 2.9% and 1.3% respectively. In the



overall target coverage, Belgaum division has recorded the highest (33.9%) while Bangalore
division has recorded the lowest (18.2%). In all, 1810 camps have been held in this year with
Gulbarga division holding the highest number of camps. So far, 12,153 camps have been held
in the state with an average attendance of 170 beneficiaries per camp. Gulbarga division has
attracted highest number of beneficiaries (231). Table 4 gives division-wise coverage.

Table 4 : Division-wise Coverage in Health check-up camps upto Sept. 1999

Beneficiary
Sl Division Coverage No. (%) No. of camps held
No. (No. of Population 1997-98 1998-99 1999- Total 1997 | 1998 1999- | Total
districts) 2000 -98 -99 2000
1 Bangalore (7) 32,19,971 1,14,804 3,77,436 94,655 5,86,895 1163 | 2489 339 4191
(3.6) (11.7) (2.9) (18.2)
2 Mysore (8) 19,41,358 2,00,194 2,43,508 25,898 4,69,600 715 | 2716 63 3494
(10.3) (12.5) (1.3) (24.2)
3 Belgaum (7) 15,26,721 1,75,898 2,49,765 91,543 5,17,206 506 1493 355 2354
(11.3) (16.3) (6.0) (33.9)
4 Gulbarga (5) 21,74,908 18,662 2,600,79 | 2,10,843 | 4,89,584 113 1148 853 | 2114
(0.8) (11.9) 9.7) (22.5)
State (27) 88,62,958 | 10,22,913 | 11,30,788 | 4,22,939 | 20,63,285 | 2497 | 7846 | 1810 | 12,153
(69%) (12.7) (4.8) (23.3)

About 70% of the SC/ST people who visited the health check-up camps had health
problems which needed treatment. About 3% of the sick needed referral to a higher health
facility. A total of 12,153 health check-up camps have been held so far.

Table 5 : Health Status of Beneficiary

SL Division No. Examined No. Treated No. Referred
No. | (No. of districts) (% of no. Examined) | (% of no. Treated)
1 | Bangalore (7) - 5,86,895 4,00,910 (68) 16,314 (4)
2 .| Mysore (8) 4,69,600 2,78,885 (59). | 6,830 (2.5)
3 | Belgaum (7) 5,17,206 4,27,870 (83) 8,056 (2)
4 | Gulbarga (5) 4,89,584 3,18,079 (65) 6,311 (2)
State 20,63,285 14,25,744 (69) 2.6% of those treated

Districts have been sending reports of camp activities and yellow card scheme every
month. In the first year of the scheme, the reporting was irregular, but now, most of the
districts send the reports regularly. Age and sex based beneficiary data on treated and referred
cases, laboratory tests carried out and important diseases identified are being collected.

An analysis of eleven important diseases/symptoms shows that fever from any cause
(11%), upper respiratory infections (URI) (10%), worm infestations (8%) and anaemia are
common health problems among the SC/ST population. Scabies (2.3%) appears to be a
prevalent skin disease. In spite of preventive interventions, Vitamin A deficiency has been




observed in 0.8% of the beneficiaries. Diabetes mellitus and hypertension have been detected
in 0.6% and 0.5% respectively, of the treated beneficiaries. The analysis also retlects that
diarrhoea is not any more the highest reported disease/symptom. A district-wise analysis
shows that some districts show much higher percentage of patients than the state average, eg.,
Fever cases - Tumkur (46%), Bagalkote (17%) and Hassan (16%), Diabetes in Kolar (1.2%),
Tumkur (2.9%), Bidar (3.5%). These data help interventions in terms of early treatment of
patients and long term strategies for preventive and promotive care.

- Data pertaining to .drug utilisation is also being captured. Analgesics like aspirin,
paracetamol, diclofenac, anti-infectives like furadantin, ampicillin, tetracyclin, de-worming
medicine and Vitamin A capsule are being utilised.

Programme Review :

The Project Management Unit (PMU) reviewed the performance of the districts in
January 1999 in terms of coverage, training, expenditure of funds, organisation and
sensitization. The performance of six districts viz., Bidar, Bellary, Dharwad, Raichur,
Bangalore (Rural) and Bangalore (Urban) were found to be less satisfactory. A group of
officers from the PMU evaluated the performance of these districts through interaction with
district, taluk and PHC medical officers, beneficiaries and through field visits. Based on the
feedback from these districts and shortfalls noticed in other districts the following activities
have been incorporated into the new action plan for the FY 1999-2000.

1. The District Heaith & Family Welfare Officer and the District Surgeon, although
well sensitized to the programme, should work unison.

2. The District Health & Family Welfare Officer ensures completion of organisation at
all levels and monitors their functions.

3. The district health systems committees meet atleast once a month and discuss issues
related to yellow card scheme.

4. Action plan for re-training and health check-up camps will be prepared and
submitted atleast two months in advance.

5. The District Health & Family Welfare Officer submits the district reports on yellow
card scheme regularly.

6. Districts intensify IEC activities to increase awareness among staff as well as
beneficiary population.

7. The PMU will augment support to the districts through more frequent supplies of
yellow card, drugs and laboratory chemicals. A manual on syndromic approach to
identify common diseases will be distributed to all junior health workers to enhance
their skills in screening the beneficiaries.



Some of the activities incorporated into the action plan for the year 1999-2000 have
been implemented :

1. There is better coordination between District Health & F W Officers and the
District Surgeons.

2. The District Health System Committees are meeting regularly to allot funds for
yellow card activities.

(U'S)

The districts have been regularly sending reports on yellow card scheme

4. A community need based IEC strategy is being developed and districts have been
provided with guidelines to develop locally, IEC materials and distribute suitably.

A syndrome approach to disease identification by junior health workers at subcentre
level has been developed in vernacular and is being distributed. This will help the
workers in early identification of diseases and prompt referral.

wn

The developmental objective of improving health facility access to the disadvantaged
rural sections in Karnataka is being met. In the ensuing years the project will concentrate more
on better monitoring inputs, IEC activities and follow up services to those diagnosed sick in
these camps through better linkages of PHcs with higher health facilities. More involvement of
NGOs and other non-health government functionaries in training and IEC activities is
envisaged.
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Project Agreement

between

S Attt s e eSS LS

KREDITANSTALT FUR WIEDERAUFBAU, Frankfurt am Main
(IIKfW")

and the

GOVERNMENT OF KARNATAKA
acting by its Govemnor,
represented by the
Health and Family Welfare Department
("Project-Executing Agency")

SR b g g gy oy

By the agreement dated 1600297 o, ("Financing Agreement”) KfW has

extended to India ("Recipient") a Financial Contrnbution not exceeding

i DM 23,000.000.00.

-

1
; On the basis of this Financing Agreement the Project-Executing Agency and KfW conclude the

L following Project Agreement:
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Article 1

' purpose of the Financial Contribution

1.1

4,2

The financial contribution channelled in full as grant to the Project-Executing Agency
shall be used exclusively for the financing of the costs, primarily the foreign exchange
costs, for the rehabilitation, extension and modemization of secondary level hospitals
in the Gulbarga Division as well as for drugs, consumables and vehicles; construction
of and equipment for four maintenance workshops; construction of staff housing units
and waste disposal facilities as well as consulting services ("Project”). Retroactive
Financing would be effected from December 1995.

The Project-Executing Agency and KfW shall determine the details of the Project and
the goods and services to be financed from the financial contribution by a separate
agreement.

Taxes and other public charges to be bome by the Project-Executing Agency and
import duties shall not be financed from the financial contribution.
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Article 2
i
{
| Disbursement
%
2.1 KfW shall disburse the financial contribution through Govemment of India to the

Project-Executing Agency in accordance with the progress of the Project and upon
request of the Project-Executing Agency. By a separate agreement, the Project-
Executing Agency and KfW shall determine the disbursement procedure, in particular
the evidence proving that the withdrawn funds are used for the stipulated purpose.

59 KfW shall have the right to refuse to make disbursements after December 30, 2002.

B e e L L
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Article 3

:" Contractual Statements and Power of representation

3.3

L,

3:2

The Secretary of the Health and Family Welfare Department of the Project-Executing
Agency and such persons as designated by him or her to KfW and authorised by
specimen signatures authenticated by him or her shall represent the Project-Executing
Agency in the execution of this Agreement. The powers of representation shall not
expire until their express revocation by the representative authorised at the time has
been received by KfW.

Amendments of, or addenda to, this Agreement and any notices and statements
delivered by the contracting parties under this Agreement shall be in writing. Any such
notice or statement shall have been received once it has amived at the following
address of the comesponding contracting party or at such other address of the
corresponding contracting party as notified to the other contracting party:

For KfW: Kreditanstalt fir Wiederaufbau
Postfach 11 11 41
60046 Frankfurt am Main
Federal Republic of Germany
Telefax: (069) 74 31-29 44
Telex: 4 152560 kw d

For the Project-
Executing Agency: Govemment of Kamataka
Health and Family Welfare Department
Il Stage (First Floor) Multistoreyed Buildings
Or. B.R. Ambedkar Road
Bangalore - 560 001
India
Telefax: 0091-80-2252499
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4.1

The Project

-6-

Article 4

The Project-Executing Agency

a)

shall prepare, implement, operate and maintain the Project in conformity with
sound financial and engineering practices and substantially in accordance
with the Project concept agreed upon between the Project-Executing Agency
and KfW,;

shall engage independent, qualified European consulting engineers working
in cooperation with local consultants to assist in the preparation and
supervision of the Project and shall assign the implementation of the project

to qualified local firms;

shall award the contracts for the consuiting services to be financed from the
financial contribution direct and the contracts for the goods and all other
services to be financed from the financial contnbution upon prior competitive
bidding which may be limited to firms domiciled in India, or upon prcr

intemational competitive bidding, as the case may be;

shall maintain, or cause to be maintained, books and records unequivocally
showing all costs of goods and services required for the Project and clearly
identifying the goods and services financed from this financial contribution;

shall enable the representatives of KfW at any time to inspect said books and
records and any and all other documentation relevant to the implementation
of the Project, and to visit the Project and all installations related thereto and

shall fumnish to KfW any and all such information and records on the Project
and its further progress as KfW may request.

The Project-Executing Agency and KfW shall determine the details pertinent to
Article 4.1 by a separate agreement.
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Article 5

~ Miscellaneous Provisions

' 5.1

5.2

53
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5.4

5.5

If any of the provisions of this Agreement is invalid, all other provisions shall remain
unaffected thereby. Any gap resulting therefrom shall be filled by a provision
consistent with the purpose of this Agreement.

The Recipient and the Project-Executing Agency may not assign or transfer, pledge or
mortgage any claims from this Agreement.

This Agreement shall be govemed by the law of the Federal Republic of Germany.
The place of performance shall be Frankfurt am Main. In case of doubt as to the
interpretation of this Agreement, the German text shall prevail.

The legal relations established by this Agreement between KfW and the Project-
Executing Agency shall terminate with the end of the useful life of the Project but not
later than fifteen years after the signing of this Agreement.

For the amount of DM 3.0 million this Project Agreement shall not enter into force until
the Government Agreement on which this amount is based has entered into force.
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Done in four originals, two in German and two in English.
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Projektvert.raq

vom

176.01- 97

Zwischen der
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KREDITANSTALT FUR WIEDERAUFBAU

VA o

und der
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REGIERUNG VON KARNATAKA

Uber

DM 23.000.000,-

L - Gesundheit (Sekundarkrankenhéuser) Kamataka, Phase | -
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Projektvertragqg

zwischen der

KREDITANSTALT FUR WIEDERAUFBAU, Frankfurt am Main,
("KfW™)

und der

i F'" ) B adanciiad gt
.

REGIERUNG VON KARNATAKA
vertreten durch ihren Gouvemeur
sowie durch das
Health and Family Welfare Department
("Projekttréger”)

i ady i i

Die ‘KW hat sich durch Vertrag vom 16.901.:9%

..........................

{("Finanzierungsvertrag") verpflichtet, Indien ("Empfdnger”) einen Finanzierungsbeitrag bis zur

DM 23.000.000,—
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Artikel 1

re&gendungszweck

Die vom Empfanger in voller Héhe als Zuschuf an den Projekttrdger weitergeleiteten
Finanzierungsmittel werden ausschlieBlich far die Finanzierung der Kosten fur
Rehabilitierung, Erweiterung und Ausbau von Sekundarkrankenhdusem in der
Gulbarga Division sowie deren Erstausstattung mit Medikamenten, Ge- und
Verbrauchsgiitem und Fahrzeugen; Bau und Einrichtung von 4 Werkstatten far
Wartungszwecke; Bau von Personalwohnungen und Abfallentsorgungsaniagen sowie
Consultantleistungen  ("Projekt’), und zwar vorrangig zur Bezahlung der
Devisenkosten, gewahrt. Retroaktive Finanzierung wird ab Dezember 1995 wirksam

sein.

Der Projekttrager und die KfW bestimmen durch besondere Vereinbarung die
Einzelheiten des Projekts sowie die Lieferungen und Leistungen, die aus dem

Finanzierungsbeitrag finanziert werden sollen.

Steuemn und sonstige 6ffentliche Abgaben, die der Projekttrager zu tragen hat, sowie
Einfuhrzolle werden aus dem Finanzierungsbeitrag nicht finanziert.
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Artikel 2

=
uszahlun

Die KfW zahlt den Finanzierungsbeitrag tber die indische Regierung entsprechend
dem Projektfortschritt auf Abruf des Projekttrdgers amr den Projekttriger aus. Der
Projekttrager und die KfW regeln durch besondere Vereinbarung das
Auszahlungsverfahren, insbesondere den Nachweis fiir die vereinbarungsgem&Re
Verwendung der abgerufenen Betrdge.

Die KfW kann Auszahlungen nach dem 30. Dezember 2002 ablehnen.
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Artikel 3
Vertragliche Erkl&rungen und Vertretunq
&
3 9 Der Secretary Health and Family Welfare Department des Projekttrdgers und die von

diesem gegeniber der KfW benannten und durch von ihm beglaubigte
Unterschriftsproben legitimierten Personen vertreten den Projekttrager bei der
Durchflhrung dieses Vertrages. Die Vertretungsbefugnisse erléschen erst, wenn ihr
ausdrucklicher Widerruf durch den jeweils zustandigen Vertreter der KfW zugegangen

ist.

t3.2 Anderungen oder Erganzungen dieses Vertrages sowie andere Erkldrungen und
Mitteilungen, die aufgrund dieses Vertrages zwischen den Vertragspartnem
abgegeben werden, bediirfen der Schriftform. Erkidrungen und Mitteilungen sind
Zugegangen, sobald sie bei der nachstehenden oder einer anderen, dem
Vertragspartner mitgeteilten Anschrift des betreffenden Vertragspartners eingegangen
sind:

Fir die Kfw: Kreditanstalt fiir Wiederaufbau
Postfach 11 11 41
60046 Frankfurt am Main
Bundesrepublik Deutschiand
Telefax: (069) 74 31-29 44
Telex: 4 152560 kwd

Fdr den Projekttrager: Government of Kamataka
Health and Family Welfare Department
2 Il Stage (First Floor) Multistoreyed Buildings
2ol Or. B.R. Ambedkar Road
. YO Bangalore 560 001
L PR India
Telefax: 0091-80-2252499




a)

;

c)
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Artikel 4

wird das Projekt unter Beachtung ordnungsgemadRer finanzieller und
technischer Grundsatze sowie in wesentlicher Ubereinstimmung mit der
zwischen ihm und der KfW abgestimmten Projektkonzeption vorbereiten,
durchfihren, betreiben und unterhalten:

beauftragt unabhangige, qualifizierte europaische beratende Ingenieure, die
mit lokalen Consultants zusammenarbeiten, ihn bei der Vorbereitung und
Bauuberwachung des Projekts zu unterstitzen, und Ubertragt die
Durchflhrung des Projekts qualifizierten lokalen Bauuntemehmen;

vergibt die Auftrdge fur die aus dem Finanzierungsbeitrag zu finanzierenden
Consultingleistungen unmittelbar und die Auftrdge fir die aus dem
Finanzierungsbeitrag zu finanzierenden Lieferungen und alle anderen
Leistungen teils nach vorangegangener éffentlicher Ausschreibung, die auf
Untemehmen mit Sitz in Indien begrenzt werden kann, oder teils nach
vorangegangener internationaler ffentlicher Ausschreibung;

wird Blcher und Unterlagen filhren oder fiihren lassen, aus denen alle
Kosten flr Lieferungen und Leistungen fur das Projekt und die mit diesem
Finanzierungsbeitrag finanzierten Lieferungen und Leistungen eindeutig

ersichtlich sind:

wird den Beauftragten der KfW jederzeit die Einsicht in diese Bicher und in
alle Ubrigen fur die Durchfihrung und den Betrieb des Projekts
maBgebenden Unterlagen sowie die Besichtigung des Projekts und aller mit
ihm in Zusainmenhang stehenden Anlagen ermdglichen und

wird alle von der KfW erbetenen Auskinfte und Berichte Gber das Projekt
und seine weitere Entwicklung geben.

Der Projekttrager und die KfW regeln durch besondere Vereinbarung die Einzelheiten
zu Amkel 4.1.



-

S @) B 'W’Wmflwwu o5t

N

(O)]

-7 =

Artikel 5

Sollte eine Bestimmung dieses Vertrages unwirksam sein, so bleiben die Ubrigen
Bestimmungen hiervon unberiihrt. FUr eine etwa hierdurch entstehende Licke soll
dann eine dem Zweck dieses Vertrages entsprechende Regelung gelten.

Der Projekttrdager kann Anspriche aus diesem Vertrag nicht abtreten oder
verpfanden.

Dieser Vertrag unterliegt dem in der Bundesrepublik Deutschland geltenden Recht.
Erfullungsort ist Frankfurt am Main. In Zweifelsféllen ist far die Auslegung dieses
Vertrages der deutsche Wortlaut maftgebend.

Die durch diesen Vertrag begrundeten Rechtsbeziehungen zwischen der KfW und
dem Projékttrager enden mit dem Ablauf der Lebensdauer des Projekts, spatestens
jedoch 15 Jahre nach Unterzeichnung dieses Vertrages.

Dieser Projektvertrag tritt fur den Betrag von DM 3,0 Mio erst ist Kraft, wenn das
diesem Betrag zugrundeliegende Regierungsabkommen in Kraft getreten ist.
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EIn vier'Urschh'ften, je zwei in deutscher und englischer Sprache.

i; Frankfurt am Main,

bden 16 .01-97

 KREDITANSTALT FUR WIEDERAUFBAU

T A

Bangalore,

den 1€019?

REGIERUNG VON KARNATAKA

— e Vanr —
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Sub: Signing of agrccments between Government of India
State Government and the KfW on the secondary

hospital development project m Gulbarga Division.

o ol o o o R

The agreements referred to above have signed atter discussion in the chambers

of Shri Subash Kunfia. Director, Department of Economic Affairs. The following

documents were signed:

|. Financial agreement between the Government of India and KfW:

9

. The project agreement berween (Government of Kamnataka and KfW:

. Supplementary agreement laying down the procedures for implementation

'

of the project between Kamataka Covernment and KW,
4. Am Agreed phinuies of the discussion indivaling that there could be some
changes in the supplementary agreement 0 tacilitate the impiementation of

the project on the lines of the World Bank Project.

—C —
. (GAUTAM BASU)

Secretary to Government
Health & Family Welfare Department - -

Ky
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AGREED MINUTES OF THE  DISCUSSION BETWEEN
REPRESENTATIVES OF GOVERNMENT OF KARNATAKA AND
REPRESENTATIVES OF KFW, GERMANY FOLLOWINC' SIGNING
OF THE FINANCING ACREEMENT, THE PROJECT
AGREEMENT AND' SEPARATE AGREEMENT FOR
IMPLEMENTATION OF THE PROJECT OF UPGRADING OF
SECONDARY LEVEL HEALTH CARE  FACILITIES IN
KARNATAKA PHASE | ON 16-1-1997 AT 10.30 AM IN DEA,
DELHI

Having expressed satisfaction over the execution of the
Agreements, the contracting parties agree that in the course of the
implementation of the project, some practical problems may arise rendering
the operation of some clauses in the agreement difficult and that such
problems can be solved by mutual discussion between the representatives of
Government of Karnataka .and KfW, taking due note of the procedures beina

followed under the World Bank assisted Karnataka Health Systems Project.

KREDITANSTALT FUR WIEDERAUFBAU GCOVERNMENT OF KARNATAKA
o
—Lorn Va—w L —~
KAJHEIDT CAUTAM BASU,

SECRETARY HEALTH & FAMILY
WELFARE, KARNATAKA.

Date: 16-1-1997

B S Sl S L A S O S i A S Sy
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Supplementary Conditions of Kreditanstalt fiir Wiederaufbau (KfW)

\-f Payments under the Disposition Fund Procedure ("Supplementary Conditions")

The following conditions are applicable to payments under the agreed Disposition Fund
Procedure: '

1o

After prior agreement with KfW the Project-Executing Agency will arrange for a
Special Account to be opened (Special Account) with a renowned bank (bank in
charge of the account), which will be kept in its own name or in the name of a third
party authorized by the Authorized Party and, specifically, to handle

a) expenditures in foreign exchange:
with a commercial bank in Germany or in another country from which the
majority of procurements is to be made.

b) expenditures in local currency:
with a commercial bank/central bank in the country of the Authorized Party.
As far as possible, this account is to be kept as a foreign currency account in
the country of the Authorized Party in order to avoid losses from currency
devaluation and to allow retransfer at all times; in appropriate cases
expenditures in foreign currency can also be effected from this account.

The Special Account must be kept exclusively for payment transactions under the
Disposition Fund on a credit basis. KfW has the right to obtain information on this
account at all times.

Unless expressly agreed otherwise, KW will make an initial deposit at the request of
the Authorized Party up to the agreed amount, generally for an amount of the planned
excenditures for three months as soon as

a) it has been notified of the name and place of the bank in charge of the
special account and of the account holder, as well as of the account number
and designation (project/measure, nature of account, e.g. trust account) of
the Special Account;

b) it has received a Confirmation of the Bank in charge of the Account in the
form required by KfW (see Annex 2/1);

C) it has received a Transfer Instruction of the party authoriied to draw on the
account, in the form indicated in Annex 2/2;

d) all remaining contractual prerequisites are fulfilled:

- the Project Management Team is fully staffed and in place, _

- Government orders have been issued providing authority to the Project
Executing Agency to manage essential operational activities including civil
works construction and maintenance activities,

- the Project-Executing Agency has provided KfW an implementation
schedule for the various project measures in the Gulbarga Division including
the number of posts to be sanctioned and filled up each year during the
project period.

Payments may be made only for the agreed purpose and only for measures
approved by KfW in writing (for instance, on the basis of concluded supply and serv-

ice contracts, cost and time schedules for the implementation of force-account work,

procurement lists agreed with KfW, etc.).
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and accepted appropriate evidence of expenditures in simplified form (see. Annex
2/3, specimen request for replenishment). Taxes and other public charges that have
to be paid by the Project-Executing Agency of the financial contribution as well as
import duties and, in the case of force-account work, general administrative expenses
of the Project-Executing Agency of the financial contribution cannot be financed.

Unless expressly agreed otherwise the Project-Executing Agency shall keep all
original evidence of expenditures corresponding to the disbursements made
through the Disposition Fund (including documents according to item 4 of the
“Guidelines for Disbursement of Funds from Financial Cooperation and Comparable
Programmes by Kfw" furthermore statements of account, bank confirations of
exchange rates applied and other documents) until at least five years after completion
of the financed measures, and will have them accessible at all times for inspection by
KFfW or third parties so instructed by Kfw (e.g. auditors) or will send them on request
to KfW or third parties commissioned by Kfw.

The Project-Executing Agency will ensure that down Payments made will be credited
against goods supplied/services rendered and that available discounts will be used.

Any credit interest may be used first to pay bank fees relating to the Special
Account; any amounts remaining are to be used for measures according to item 3

above.

If the amount available in the Oisposition Fund are not needed in full, contrary to plan
(usually expenditures for 3 months), the Project-Executing Agency will of its own
accord refund and advise to KFN any funds not required unless a different

dfrangement has been reached.

The Project-Executing Agency will ensure that all agreed evidence of expenditures
IS completely at KfW's disposal within twelve months after conclusion of the
measures/completion of the project or after disbursement in full of the funds intended

for the Disposition Fund.
Any amounts that cannot be adequately proven to have been expended for the

agreed purpose will be refunded to KfW immediately by the Project-Executing
Agency.

KfW is no longer obligated to replenish the Disposition Fund and is entitled to recall
any credit still in the Fund if it is entitled towards the Recipient of the financial
contribution to suspend disbursements under the Financing Agreement.
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Annex 2

Jfthe " lementary Conditions”
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10. KfW has the right at any time
a) to reduce the volume of the Disposition Fund and

b) to demand the refund of amounts that have not been adequately proven to
have been properly used.

11. All repayments are to be made to the account of KfW with the Landeszentralbank
Frankfurt/Main, No. 500 204 00 in favour of the relevant account of the
Loan/Financing Agreement.

Annex 2/1; Specimen for "Confirmation of Bank in charge of the Account" according to item

2.b.
A, 2x 2/2: Specimen for “Transfer Instruction” according to item 2.c.
Annex 2/3: Specimen for "Request for Replenishment and submission of evidence of use of

funds”



Annex 2

' Page 4
Annex No. 2/1 to the "Supplementary Conditions" of KfW
Confirmation of the Bank in charge of the account
To Kreditanstalt fur Wiederaufbau

Palmengartenstrasse 5-9
60325 Frankfurt am Main

German Financial Cooperation

Financing Agreement of KIW dated ..........ov.uuveeeeeeneeesssssssesoeooeoeoeooeeoeoeeeeseseseseeeen

No.: 85 86 944...uivimisssissiiisrinismnsinnenemrrensssssensravassnsssssns

Designation of Project: Upgrading Secondary Level Hospitals in the
Gulbarga Division

Special ACCOUNt NO. / cuuveeeeeieeeeeeeeeeee e, NS SRS HA S R b ammec e USRS D

The Department of Health and Family Welfare (DHFW)/Government of Kamataka has
requested us by letter dated .............oooovuvvveoieeeii, to open a special account to be maintained
exclusively on a credit basis for payments to be made from funds of German Financial

Cooperation.

We therefore have opened a special account NO. .......coovuvveveeeeieeeinn, for payments from the
above Financial Contribution in the name of DHFW with the separate designation "Special

Account Upgrading Secondary Level Hospitals in the Gulbarga Division".

We have taken notice that the above account wiil be filled and replenished exclusively with
purpose-tied funds from the above Loan/Financial Contribution and we herewith waive the
asserion of our nght to offset and retention as well as our right of lien in respect of these
balances to which we are entitled under our general bank conditions or to which we may be
entitled for any other reasons. We will inform you without delay of any attachments on the part

of third parties in the above Special Account.

We shall not modify the authority to draw on the above account unless and.until we have
received the consent of KfW.

We are permitted by the Account Holder to draw on the Account to inform you at any time of
the account and the payment transactions effected via the account. The Account Holder to
Oraw on the Account has informed us that it has issued to you an instruction to transfer the
balances on the above account to your account No. 500 204 00 with the Landeszentralbank,

Frankfurt/Main.

This confirmation applies equally to any sub-accounts.

Date Signature of Bank in charge of the account
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Annex No. 2/2 to the "Supplementary Conditions"
Transfer Instruction

to

(bank in charge of the account)

German Financial Cooperation

Financing Agreement of KW dated ...
No.: G5 66 F44...ccvusessssssosssssssassssenssnssssasarassassssssessssess
Designation of Project: Upgrading Secondary Level Hospitals in the

Gulbarga DiviSioN.....cceeeeeeeeeceenenennns
Special Account No. / Designation:  .ccccceeeneeennns /Upgrading Secondary Level

Hospitals in the Gulbarga Division

Dear Sir/Madam:

\We herewith instruct you irrevocably to transfer the balances existing on the above account
and on any related sub-accounts to the account of Kreditanstalt fur Wiederaufbau.
FrankfuryMain, No. 500 204 00 with the Landeszentralbank Frankfurt/Main in favour of the
apove Loan/Financial Contribution account whenever this Transfer Instruction is presented tc

you by Kreditanstait fir Wiederaufbau.

..........................................................................

Signature of account holder/party authonzed tc
draw

..........................................................................

Confirmation of signature by Bank in charge
of the account

of the account and sent to the Bank first for examination of signature.
or via the bank in charge of the account, to KIW together with its
event it intends to make use of this Transfer Instruction and will

This Transfer Instruction is to be addressed to the Bank in charge
Twe Transfer Instruction is then to be forwarded, erther directly
“~onfirmation”. KIW will inform the account holder/authorized party inthe
state the reasons for this.
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Annex No. 2/3 to the "Supplementary Conditions" of KfW

REE. curcosssrsnasansssssioasioeninassarsssoneriabiRiia s auns KRARIRUTARAGS DAte ..oxsnesssisisassissnsssisiinesmsmsses
(Partyauthorized to request replenishment)

To Kreditanstalt fur Wiederaufbau
Abt. RS b3

Palmengartenstrasse 5-9

60325 Frankfurt am Main

German Financial Cooperation

Financing Agreement of KfW dated ......coooiiiniiiniiiiiiiniennssinnnsnnsnsnnnaanss
No.: 95 66 T44.....cecereeicneerececnneresenannsssanansnnannnsnssssonss
Designation of Project: Upgrading Secondary Level Hospitals in the
Gulbarga DiviSion.....ccceeeneesecessssssesees
Special Account No. / Designation:  ..eieeeiieeees /Upgrading Secondary Level
Hospitals in the Gulbarga Division
Bank in charge of the aCCOUNL: .....cciiiiiiitiniiieninieecensssieieinesiassssssessns et ssstsaatasssssaaanatsssssnsaoes

Request for replenishment and submission of evidence of use of funds under the
Disposition Fund Procedure

Dear Sirs:

:n accordance with the agreed Disposition Fund Procedure we enclose documentary evidence
2n the use of funds in simplified form substantiating the use of DM ... (in the
-3se of excenses in local or third currency, amounts are listed in the relevant currencies and
‘heir equivalents in DM at prevailing exchange rates). This evidence is composed of:

1.3 Status of account pursuant to Annex |

> 7 Cumulated statement of expenditures for supplies/services provided on the basis of the
iget agreed with KfW for this purpose, specimen: Annex I.

3.6d Statement‘ of expenditures made in the curent accounting period for goods
supplied/services rendered for each specific measure/contract, specimen: Annex ll.

Ne confirm that the expenditures were made and accounted for in conformity with the
srovisions on the Disposition Fund Procedure and were not financed from any other sources.
The original documentary evidence is Kept @t ......ccccceiivecncccrcinninnanens and is available for
nspection by yourselves at any time.

Ne request replenishment of the Disposition Fund Special Account Upgrading Secondary

_evel Hospitals in the Gulbarga Division NO. ......ccccccernnnnnnn. L
name and place of bank in charge of the account) in the amount of DM

(or foreign currency equivalent).

.......................................................................

Signature of party authorized to request replenishment
Annexes: Specimen forms

«nnex |: Status of account  Annex Il: Cumulated statement  Annex IIl: Statement of individual items

JE
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Specimen Annex ! to the Request for replenishment No, ... dated ...............
Status of account for the accounting period ................. A —— b0 ossssmannsarersessisssinenns
(to be made up also for any sub-accounts)

(for amounts in foreign Currency, attach statement of bank on DEM or other currency

exchange rates applied)

Balance of account at beginning of accounting period

+ Amounts received through Kfw according to attached bank vouchers

- Payments effecteq (sum of column 4, Annex 2)

+ Credit interest

- Bank fees

= Balance of account at end of accounting period according to
attached statements of account for entire accounting period

Dale osiuiisinmmersssssigsine. s, Signature .........ooooveeee Authorized Party
Specimen Annex Il to the Request for replenishment No. .... dated ... (cumulated statement)
Lcan/Financzng Agreement Designation of Project Accounting period
No. from ............ Lo
1 2 3 4 5 6
Cuarrent Mo.utype  Amount agreed Expenditures in Expenaitures in Total Still to be
ncivicual with KfwW preceding current expenditures disbursed _
Teasures accounting accounting (column 2 minus
periods pertod column 5)
Cate o SIGAMUe ... Authorized Party
Specimen Annexl to the Request for replenishment NO: coissememnreny dated.......................
(to be made up for each individual measure)
Loan/Financing Agreement Designation of Project Accounting period
No. from ....... TP (o R
1 2 3 4 5 8 7
Current No.  Name and Date of contract Description of |nvoiced amount, Exchange rate Datettype .
address of commodity/  currency amount paid
contractor service

Add sums of columns S5+7

DRt coonsscsiasmmernonsspssiscsn. ..Signature ............. SRR e benny w.....AUthorized Party
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PROJECT MANAGEMENT AND ORGANISATION

Project Governing Board (PGB):

Members:

Responsibilities:

Chief Secretary to the Govemment (Chairman)

Additional Chief Secretary, Finance

Secretary to the Government, Department of Planning

Secretary to the Government, Department of Public Works (PWD)
Secretary to the Government, Department of Health and Family Welfare
(DOHFW), Project Coordinator

Additional Secretary, Kamataka Health System Development Pro;ect
Project Administrator

Director of Department of Health and Family Welfare

Representative of the Govermment of lndla from the Ministry of Health
and Family Welfare

The PGB will meet twice a year.

Empowered to make major policy decisions and develop broad policy
outlines of the project

Approve the annual budget

Authorise major project revisions

Ratify decisions made by the Steering Committee

Formulate rules and regulations

Delegates powers to the Steering Committee

Undertake an annual review of project implementation and monitor
overall project progress

Steering Committee

Members:

Responsibilities:

Secretary to Government, DOHF'W (Chairman and Project Co-ordinator)
Secretary Il to Government, Finance

Additional Secretary, DOHFW

Director, Department of Medical Education

Director, Department of DOHFW

Joint Director, Hospitals

Additional Director, Strategic Management Cell, Department of Health
Chief Engineer, Design and Engineering Wing, DOHFW

Chief Architect, Design and Engineering Wing, DOHFW

Chief Accounts Officer, Department of Health

Additional Director of the Gulbarga Division

Consultant for the Gulbarga Division

- The Steering Committee will meet every two months
- Nodal body for project implementation

- Supervise and monitor project implementation

- Undertake planning activities

- Facilitate project management activities

Secretary DOHFW / Project Co-ordinator

Responsibilities:

- Co-ordination of the different activities of the two projects
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Project Administrator

Responsibilities:

- Supports the Project Coordinator with the organisation of the
implementation of the different activities of the two projects;

- Approves project expenses in co-ordination with the consultant to be
realised in the Gulbarga Division, which exceeds the ceilings defined by
the PGB and therefore cannot be approved by the Project Director.

Add. Director Project, Gulbarga Division:

Responsibilities:

- Supported by the project team and the consultant

- Reports directly to the Project Administrator

- In-charge of the day-to-day management

- Coordination of the technical assistance for the Gulbarga Division

- Approves project expenses in co-ordination with the consultant up to a
ceiling still to be defined by the PGB

Project Team Gulbarga Division

Members:

Responsibilities:

District Surgeon of each District (in-charge of hospitals with 100 beds and
more)

District Health Officers of each District (in-charge of hospitals up to SO
beds)

Executive Engineer

Civil Engineer, if necessary

Equipment Engineer, if necessary

Electrical Engineer, if necessary

Draftsman, if necessary

Project Account

Clerks

Public Works Department (only supervision)

- Reports directly to the project director
- Supervising and monitoring all the facilities to be renovated, extended

and equipped

District Health Committee

Members:

Chief Executive Officer, Zilla Parishad
District Surgeon

District Health Officer

Superintending Engineer, PWD
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- Facilitate the functioning of the referral system
- Collection and redistribution of the user charges
- Maintenance of equipment

- Waste management

- Training of technical staff

- Quality assurance

Project Management Consulting Services

Responsibiities:

Supports the project director and the project team;

Assist in the final design of the facilities and supervision of
implementation;

Co-ordinates the technical assistance with the Project Co-ordinator,
Project Administrator and Project Director |

Approves project expenses in coordination with the project
coordinator or project director depending on the amount;
Sub-contracts local architects and engineers for detailed planning.
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offlcer in charge: Ms. Jungllng
our ref.: Jun
extension: 3187
Date: 17.05.1996

L/a German Financial Cooperation with

DM 23 million financial contribution for Upgrading Secondary Level
Hospitals in the Gulbarga Division
No.:

Separate Agreement dated
pertaining to the Financing Agreement dated

Pursuant to Section 3.4 of the above-mentioned Separate Agreement, the contract for
shall be awarded cn the basis of competitive bidding to independent, qualified
consultants domiciled in the European Unicn. With reference to the negotiations on the
above agreements we are gladly willing to assist you in selecting and contracting the
consultants and during the performance of the consulting services. For this purpose we

herewith conclude with you an

AGENCY CONTRACT

with the following provisions:



i
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We shall ensure that the terms of reference to be presented by you for the
services to be rendered by the consultants are supplemented, if necessary, or
drawn up in the event that you consider yourselves not in a position to work out

the terms of reference.

We shall carry out the procedure provided for in the Separate Agreement for
the selection of the consultants on your behalf and submit the following

proposals to you for approval:

definitive terms of reference for the consulting services including a draft
consulting contract (KfW Standard Consulting Contract)

- a short list of qualified bidders
- a substantiated proposal for award of contract

- the draft consulting contract negotiated with the consultants.

KfW has already got your approval on item 1 and 2. We shall inform you
without delay about the outccme of the competitive bidding.

You hereby authorize us to cenclude the consulting contract on your behalf.
After concluding the contract we shall furnish you with one original of this

contract.

After we have conciuded the contract with the consultants and have sent you
one original, the further execution and supervision of the contract shall rest with
you. We shall continue to advise and assist you in this within the limits of our

possibilities.

You hereby authorize us to make down and interim payments from the financial
contribution to the consultants in accordance with the agreed disbursement
procedure and the provisions of the consulting contract. This authorization shall
be deemed a request for disbursement from the financial contribution. We shall

disburse the final payment upon your explicit request for disbursement.
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7. We shall not be liable for negligence on the part of the consultants and their
agents in performing their assignment.
8. We shall carry out the measures specified in items 1 to 6 free of charge.
. Amendments of, and additions to, this agreement shall be in writing. Article 5.2
of the Financing Agreement dated ........ shall apply to this Agency Contract

accordingly.

Kindly give your consent to the foregoing agreement by signing the enclosed copies in
a legally binding manner and sending them back to us.

Yours faithfully,
KREDITANSTALT FUR WIEDERAUFBAU

Read and agreed:
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Memo for Proqgress Reports

The reports on the progress of the project to be submitted quarterly by the project-
executing agency shall include at least the following points:

1. List of Project Measures
(in accordance with the programme measures listed under Section 1.1 of the

Separate Agreement)

Detailed description of the activities undertaken and progress made in the pericd
under review; any changes in planning, reasons for this.

2. Assignment of the Consulting Engineers

Award of contract; kind of services rendered and activities of personnel assigned
to the programme site.

Award of Contracts for Goods and Services

)

Bidding procedure; deadlines; results and evaluation of bids; award of contract.

Goods and Services Provided
(broken down according to the list of programme measures stated under item 1

above)

Supplies: Kind and quantity, delivery dates, guarantees;
acceptance at factory; acceptance at programme site.

Transport: Kind and volume; duration; insurances; storage at
construction site.

Construction: Kind and scope of work; equipment; labour input;

acceptance of work.

5. Adherence to Time Schedule

Comparison of targets with actual values; reasons for changes in time schedule;
description of effects on the progress of the programme.



State of Accounts and Disbursements

for the goods and services stated in the list specified under item 1 above.

Adherence to Cost and Financing Schedule

Comparison of targets with actual values; proposed financing of cost increases, if

any.

Financial Situation of the Proiect-Executing Agency

Development of annual health budget of Kamataka, in particular with respect to

the programme area.

State of Fulfilment of Conditions

It is recommended tc use graphs to demonstrate the stages of deliveries anc
services and the development of costs (bar graphs or network plans). The
crcgress regorns are to be sent to KIW within four weeks after the end cf the

pericd under review.

Worid Bank Technical Assistance -Activities

Description of activities undertaken end progress mace in the pericd unager

review.
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Terms of Reference

Country: India Project: Service Health Programme Karnataka

1. Background

KfW is financing the renovation and upgrading of 26 small and medium secondary healthcare
facilities including the construction of 190 staff houses, construction and equipment of four
workshop facilities as well as the supply of medical equipment in the Gulbarga Division in the

State of Karnataka.

An extemal management team shall support the Government of Karnataka in the detailed
planning of the project, the elaboration of the bidding documents and the evaluation of the
Cics, the supervision of procurement and construction as well as in the overall project
Impiementation. The civil and engineering works will be based on previously prepared
censtruction drawings based on existing standards which are being adapted to local conditions

By local architects. The supply for the project includes vehicles, medical equipment and other
mecical supplies.

2. Scope of Services

2.1 Overall Project Management

- Eiapberation of the overal| project report in respect of time schedule and project budget.
- Eiaboration of yearly work plans and project budgets to be submitted to and approved by

KPW.
Sucervision of overall project implementation in respect of time schedule and project

budget.
- Participation in essential project management meetings held by the DOHFW.
- Participation in the project progress review missions of the World Bank.
- Assistance to the Project Director in maintaining the coordination of the technical
assistance provided by the World Bank in the Gulbarga Division.
- Monitoring of the contribution of the govemment of Kamataka in respect of:
* theincrease of the number of specialist doctors,
* theincrease of the operational budget especially for drugs and maintenance,
* the sanctioning fo additional staff for hospitals which are upgraded,
* the implementation of the cost sharing system and of the guidelines for the utilisation of

Collected fees within the hospital. '

- Assessment of indicators which have been agreed upon with the government of Kamataka

such as:

* Number of outpatients treated;

* Hospital bed occupancy rate;

* Average length of stay per inpatient;

* Number of hospital deliveries;

*  Number of surgeries adequately performed;

J:\L3A1\GASS|9566944131 DFCONS\TOR.DOC
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« Number of laboratory tests;
«  Number of X-rays;

« Availability of medical drugs (% of norms),
each hospital included in the project measures, manages an adequate budget including

a maintenance component of a minimum of 3.5% of the equipment costs and of 1.5 %
of the physical infrastructure (at current prices).

Assistance in Project Planning

Construction and Engineering Works:

Review of the design and engineering drawings prepared by local architects and engineers
as well as assistance in the final design of each health facility (including staff houses and

workshops) to be upgraded or built.
Obtaining all necessary approvals necessary for the implementation of the project.

Supply of medical equipment:

2.3
a)

Preparation of the final list of procurement including all supply categories (vehicles, medical
equipment and other medical supplies) for the project pericd of three years.

Cetermination of quantities delivered to each of the districts per year.

Preparation of specifications for the medical equipment and medical consumables.

Cost estimations for each supply category and elaboration of budget schedule.

Elaboration of procurement procedures and logistic framework for each of the supply

items.

Project Implementation
Methods of Tendering

The methods of tendernng will be based on the procurement guidance of KfW for local
cmpetitive bidding which includes the fcllowing steps:

b)

Notification (prequalification)
Issue of bidding documents (terms of bidding, terms of contract, quantity and quality of

supply)
Submission of bids

Public opening of bids
Evaluation and selection of lowest evaluated bid based on qualification criteria

Contract award
Contract performance

Assistance Services

Construction and Engineering Works:

Review of work drawings/details and relevant documents necessary for the bidding

document.
Review of the specifications for all buildings and engineering works, external works and

landscaping.

Review of all tender documents (condition for bidding and terms of contract).

To submit the first tender package, which should serve as a model document to be
followed by the project authorities, to KfW for approval.

Evaluation of the local companies/firms participating in the prequalification and shert listing

of the firms to be invited for tender. _
Evaluation of tender by assessment of bidder, bidder track record and tender price analysis

Preparation of contract documents.
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" - Proposals for the award of contracts.
- Introduction of the maintenance concept according to the agreements reached between

GoK and the World Bank.

Supply of equipment

- Preparation of tender documents and definition of bidding procedures in accordance with
the World Bank regulations.

- Evaluation of bids with respect to technical and financial aspects.
- Submission of proposals for the award of contracts..
2.4 Monitoring of Project Implementation

Construction and Engineering Works

- Supervision by review of the construction programme and all relevant contract documents,
Approval of drawings, specifications and work schedule prepared by the contractors.

Supply of equioment

- Monitoring of execution of contracts includihg provisional and final acceptance.

25 Verification of Payments

- Verification of all project payments related to project implementation (consuiting, design,
construction, engineenng services, equipment, initial supply and vehicles). All payments for
construction work already undertaken in accordance with the agreement reached between
GoK and KfW for retroactive financing of urgently needed repairs up to an amount of OM
£0.000 (not exceedaing a total of DM 500.000) shall be verified by the consuitant.
Verification of the project account and the request for replenishment of the project account.

2.6 Assistance by the District Health Committee

The Division Project Team will be assisted by the District Health Committee which will be
abpointed by the Government and will be in charge of:

- Certification of all tender evaluation, :
- Certification of contracts to be awarded for construction and engineering works,
- Certification of contracts to be awarded to suppliers,
- Certification of al| payment released to contractors,
- QOverall monitoring of project progress and elaboration of quarterly project reports which
shall reflect the overall project progress including the following topics:
* Budget utilisation, '
* contribution of the Government of Kamataka,
* Pprogress of components of the world bank project within the Gulbarga division.

3. Execution of Project Management

The international consultant has to ensure permanent presence in the ) !
Division with the Head Quarter in Gulbarga for the project period and shall monitor the project
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Minutes of Meeting nnexure I

German Financial Co-operation with India

Project: Upgrading Secondary Level Health Care Facilities in the Gulbarga Division,
State of Karnataka, India, Phase |

The representatives of the Governments of India and Karnataka, consisting of Ms. Shailaja
Chandra, Additional Secretary, Health, Government of India (Gol), Mr. B.K. Bhattacharya.
Additional Chief Secretary and Principal Finance Secretary, Government of Karnataka (GoK)
and Mr. Gautam Basu, Health Secretary, GoK visited Frankfurt from February 5 to 7, 1996, to
discuss the final details for the preparation of the above mentioned project.

The KfW-team consisting of Mr. Heidt, Ms. Jiingling and Ms. Witt would like to express their
sincere gratitude to the representatives of the Governments of India and Karnataka for the
fruitful discussions and the excellent co-operation.

Reference /s made to:

- The project proposal for German Financial Cooperation with India of the Department of
Health and Family Welfare, Government of Karnataka, May 1994.

- The Final Project Proposal of the Department of Health and Family Welfare. Government of
Karnataka: Upgrading Secondary Level Health Care Facilities in the State of Karnataka
India, July 1995.

- The minutes of meetings of June 13, 1995 and of October 21, 1995.

- State Health Systems Development Project Il, India, Staff Appraisal Report, January 23,
1996, World Bank.

The minutes of meeting summarise the main findings and records the understanding reached
with the Ministry of Health. Gol, Finance Department and Department of Health and Family
Welfare (DHFW), GoK. They are subject to the approval of the management of KfWw, the
CGerman Government, the Gevernment of India and the Government of Karnataka.

1. Project Rationale

The GoK has substantiated the availability of adequate primary health care services for
justifying a specific project on secondary level health care services as follows:

Since the last decade, priority has been given to the primary health care level The preventive
ceare has been carried out to a satisfactory extent. For instance, the Pulse Polio Programme
reached almost 100 % coverage rate in the Gulbarga Division in 1995 Furthermore, special
precgrammes are implemented in this area in order to reduce the regional imbalances.
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Recruitment procedures have started in the Gulbarga Division and in Bijapur District to fill up
400 additional posts of Auxiliary Nurse Midwives ‘ANM) in the newly created Sub Centies.
There are still some vacancies with regard to paramedical staff. All posts for medical doctors at
the Primary Health Centres have been filled. Up to 1995, 1.200 doctors have been contracted
by DHFW in the State.

In the Health Sector Policy Development Programme of Karnataka (see Annex 1) it is
envisaged that the problem of mismatching of medical staff will be solved in due course and
that doctors, especially lady doctors will be recruited on contract basis for special health check-
up camps for women. These services of private lady doctors will be enlisted whenever .
necessary. :

With regard to sustainability. the GoK has developed a scheme for decentralisation of
administrative and financial authority from the DHFW to divisions and districts. Certain para-
medical staff for public health care activities can be recruited at district level. Revenues from
user-charges will be redistributed directly to the health facilities via the Disirict Health
Committee.

2. Project Approach

The KfW will ask the German Covernment to provide a grant (to be passed on to GoK also as
grant) of up to DM 23 millions in order to implement the first phase of the above mentioned
project. The project will support the GoK in further improving the health status of the rural
population in the Gulbarga Division and will form an integral part of the Kamataka Health
Systems Development Project funded to a larg= extent by the World Bank (WB). The financial
contribution by KfW will mainly cover the rehabilitation and the up-grading of 26 rural
secondary level health facilities in the Gulbarga Division. The WB will fund similar projects in
the rest of the State of Karnataka and will piovide technical assistance for the whole State.
This approach enables to strengthen the organisaticnal structure of preventive and curative
aspects of health care by integrating primary health care services with first referral hospitals.
Additionally the GoK through the WB assistance envisages to increase access to primary care

services among Scheduled Castes and Scheduled Tribes (SC/ST) population and women in
the Gulbarga Division.

3. Project Aim

The overall project aim is to improve the health status of the rural population in the Gulbarga
Division, especially women and children, by reducing infant mortality and the mortzlity rate of
mothers and children. The project aim is the improvement of quality and efficiency of the
secondary level health care facilities in the socio-economically backward project area.

By the second year after completion of the te~hnical assistance provided through the World
Bank, the project aim will be measured by the toiiowing indicators:

- Number of outpatients trezted;

- Hospital bed occupancy rate:

- Average length of stay per inpatient;

- Number of hospital deliverias:

- Number of surgeries adeauately performe:!
- Number of laboratory tests:
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- Number of X-rays:

- f\vailability of medical drugs (% of norms):

- each hospital included in the project measures, manages an adequate budaet including a
maintenance component of a minimum of 3.5% of the equipment costs and of 2 5 % of the
physical infrastructure (at current prices).

The baselines and targets of the indicators have to be defined for each type of hospital Iatest
one year after beginning of the project and have to be provided prior to the first annual review.

4. Project measures and costs

The project compromises the following measures, at the estimated costs so far calculated:

Costs GoK Financial % of costs (1) to
Contribution | total project costs
(1) (2) (3) (4)
Rehabilitation of Secondary
Level Health Institutions 11,7 1,5 10,2 41%
a) Construction 7.0 7,0 24%
b) Medical Equipment, 43 1,5 2,8 15%
Medicines
¢) Vehicles 0,4 0,4 1%
Rehabilitation of two
District Hospitals 1,1 1,1 4%
Maintenance Facilities 1,3 0,9 0,4 5%
Waste Disposal Facilities 0,9 0,1* 0,8 3%
Management-Information-
System and Surveillance 0,2 0,2 %
SC/ST/Women 0,8 0,8 3%
Salaries 1,8 1,8 6%
a) Hospital Staff 1,6 1,6 5%
b) Maintenance, Waste 0,2 0,2 1%
Disposal
Project Management 4,2 0,4 3,8 14%
a) Consultant Services 1,5 1.5 %
b) Fees for design 0,5 0,5 %
c) PMC 2,2 0,4 1,8 7%
Price and Physical
Contingencies 6,7 6,7 23%
Price Contingencies 3,7 3,7 13%
Physical Contingencies 3,0 3,0 10%
TOTAL 28,7 57 23,0 100%

* Including DM 50.000 for salaries.

The general administration costs of the DHFW of Karnataka, the DHOs and administration of
the health institutions in the Project area will not be financed from the Financial Contribution.

The Financial Contribution covers the following components:
B rehabilitation and adequate equipment for 7 secondary level health care facilities:

o rehabilitation. up-grading and adequate equipment for 19 secondary level health care
facilities, a total of 627 additional beds;



. construction of 190 housing units for medical personnel;

. construction of waste disposal facilities for each of the considered hospitals;

. initial basic provision of medical goods;

. construction and equipment for four equipment maintenance facilities, including four ~
vehicles:

. 21 emargesncy vehicles;

. renovation and equipment for the two district hospitals Bidar and Bellary which cannot be

postponed to the second phase; .
. consulting services to support the Project Director and his team for the implementation of
above mentioned measures

5. Budget Allocations for the Health Sector and Incremental Costs (Sustainability)

GoK agreed upon. that the share of non-plan and plan budgetary allocations to the health
sector relative tc the overall plan and non-plan budget of the state is, at least, maintained each
year at the Fiscal Year 1994 level, shares of the primary and secondary levels in the total
resources (plan and non-plan) allocated for the health sector would be increased each year
until the year 2002; reduce the existing regional imbalances in favour of the underdeveloped
districts and trital areas (including all districts in the Gulbarga Division); sufficient resources for
drugs, essentiz! supplies and maintenance of equipment and buildings are allocated at first
referral hospitals in accordance with the agreed norms (see also Annex 1, Para. 1,2 and 3).
Incremental recurrent costs after project completion including contingencies are expected to be
about Rs 100 million in the Gulbarga Division. The GoK commits itself to take over all the

recurrent cests arising from improvement of standards according to Government norms for
existing as well as additional beds.

Although the tudgetary targets are nececsary and achievable, they are still not sufficient,
Taking into acccunt the growth of population. further effort is required which cannot be covered
by the Governmznt alone. GoK ensures. that user-charges are implemented more rigorously. In
order to improve the existing system, KfW will fund a study aimed at analysing the existing cost
sharing systams and proposing improvements on an operationalised level as soon as possible
(WB has bezn ‘~‘ormed by GoK). This =t may be completely financed out of the Study and
Expert fund K7 recommends the involvement of an intemational consultant coming, for
instance. frem the London School of Tropical Medicine and Hygiene which has been working
for years in the rasearch of cost sharing systems all over the World. The GoK shall implement,
on the basis of ~e findings of this study, an operational cost sharing system.

6. Project Organisation and Implementation

A European consultant shall support the Government of Karnataka (GoK) in the
implementation of the project. Instead of direct hiring of this consulting firm by the Gol<, it is
agreed upon. t~zt the consultant shall be selected by KfW on behalf of GOK, on the basis of
an Agency Coriact. The consultant shall review the previously prepared technical documents
and assist in tmz final design of the hospitals, the final lists of procurements, preparation of
tender docume~:s for construction, evaluation of bids, proposals for the award of contracts,
drafting contrzcis. commissioning of deliveries and supervision of constiuction and
implementatcn =2 'she will be permanently based in the State of Karnataka and may sub-
contract specific services with local firms. Furthermore the consultant shall assist the Froject
Director in mair:zining the coordination of the technical assistance provided by the World Bank
in the Gulbargz Division. The preliminary ToRs for the consultants are attached in Annex 2




KfW will submit to GoK the detailed draft ToRs for comments and approval The KIW will start
with the pre-qualification and short-listing of consultants in February 1996

The organisation of the project is specified in Annex 3 The consultant shz'l b2 a member of
the Steering Committee. GoK will delegate authority required for day-to-day managment to the
Project Director within the first six months after the beginning of the project The Froject
Director will than be able to authorize project expenses up to an amount sti'i tc e defined for
different activities, in coordination with the consultant Project costs exceeding thzse limits shall
be countersigned by the project administrator and the consultant. The ZoK shall pay the
salaries of the project team.

The proposals for preliminary and final design (incl. tender documents etz ) of the hospitals
shall be drawn by local architects and engineers, directly hired by the GoK. Refore tendering,
they will be reviewed by the European consultant. The construction work zhall be supervised
by local architects and engineers sub-contractad by the European consultant. The contiactors
shall be selected through competitive bidding for lots of at least DM 300.00C - The first tender
package will require to be previously reviewed and approved by KfW and should serve as a
model document to be followed by the project authorities with the ccncurrance of the
consultant.

The procurement of goods shall be carried out in accordance with the /B regulations as
mentioned in the Staff Appraisal Report of January 23, 1996.

7. Maintenance Centres and Waste Disposal Units

The maintenance centres and the waste disposal units will be established according to the
agreements reached between GoK and WB (see Annexes 4 and 5).

8. Retroactive Financing

As the project shall form an integral part of the Karnataka Health Systems Development
Project, the project measures envisaged for the secondary level health care facilities in the
Gulbarga Division shall start at the same time. Therefore, KfW agrees on retroactive financing
of such project costs occuring after December 1995 provided these cost have been incurred
based on the agreed final design (see Para. 5). Retroactive financing will be acceptahle for
planning/designs and urgently needed repairs up to an individual amount of D! 50.000 and
should not exceed a total of DM 500.000 provided the works are executed in accordance with
the prescribed procedures of the State Government. With beginning of the project the
consultant shall approve these expenditures made by GoK prior to refunding

9. Disbursement Procedl}res of Funds

The Financial Contribution shall be transferred to the Government of India (Gol) who will pass
on the funds to the Ministry of Health and Family Welfare, Karnataka, without any delay. If
delays occur it will be the responsibility of the GoK to demand a quick transfer of funds from
Gol. Advanced disbursement will be made under the Disposition Fund Frocedure For this
purpose a special account will be opened in the name of the Department of Heazlth and Family
Welfare. GoK. GoK would request an initial deposit into this account up to an amount covering
the average fund requirements for three months. KfW would reimburse the respective amount
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on the tz= s of the presentation of evidence of the use of funds, together with the subniission
of reques:z for replenishment.

10. Pre-Requisites for disbursement

1. The zzzve mentioned project management team has to be staffed before the beginning of
the p-= =ct.

2. Gove—ment orders have been issued providing authority to the DHFW to manage essential
operz:=nal activities including civil works construction and maintenance activities.

3. GoK =-zll provide KfW an implementation schedule for the various project measures
incluz =32 the number of posts to be sanctioned and filled up each year during the project
pericz

11. Agrezments Reached

1. GoK =z-sed upon that the share of non-plan and plan budgetary allocations to the health
sectc” ~siative to the overall plan and non-plan budget of the state is, at least, maintained
each ,zar at the Fiscal Year 1994 level (see also Annex 1, Para. 1);

2. Shars:z of the primary and secondary levels in the total resources (plan and non-plan)
allocz:=3 for the health sector would be increased each year until the year 2002 (see also
Anner = Para. 2);

3. Redu:= the existing regional imbalances in favour of the underdeveloped districts (including
all disz~2ts in the Gulbarga Division) and tribal areas (see also Annex 1. Para. 3):
4. Suffiz =~t resources for drugs, essential supplies and maintenance of equipment and

build -z are allocated at first referral hospitals in accordance with the agreed norms.

5. The ==+ shall delegate to the Project Director adequate power to decide on project
expe~:=s with the approval of the consultant up to an amount determined latest half year
after === Project has been sanctioned.

6. GoK - orovido KfW in cooperation with the consultant an annual work plan sottmg forth

mclu* e the budgetary allocations to be made available for such 1 purposes

7. The -z shall submit to KfW for its review and approval the procurement plans with regard
to the = .ibarga Division.

8. For r.-coses of enhancing the quality of health care services under the Project GoK shall:
() mz ~:2in the key headquarters p-rsonnel appointed for purposes of implementing the

Projez: (i) appoint and thereafter maintain key additional personnel with adequate
qual” zzon and experience; (i) adopt, no later than six months after completion of the
phys == 'mprovements in any hospita! under the Project, and thereafter implement staffing

and ‘=z~ nical norms acceptable to the KfW




8. A minimum of 3.5 % of the equipment costs per year and 2.5 % of costs for the physicai
infrastructure shall be provided as a maintenance budget.

12. Project Phase Il

A second project phase will include the rehabilitation and equipment of the remaining
secondary hospitals. This phase shall be appraised by KfW during the second year of the first
phase (approx. May 1997) and implementation should start approx. in the beginning of 1998 |t
should be completed within three years. The type of the Financial Assistance (grant or soft
loan) to be made to the GoK by the German Government shall be determined after the
appraisal.

Frankfurt, February 7, 1996

<~

PS4 S [ et s
Mr. B.K. Bhattacharyd Mr. Gautam Basu
Additional Chief Secretary Secretary to Government of Karnataka
Principal Secretary, Finance Department Health and Family Welfare Department

Government of Karnataka

Mdlvf\-leidt

Vice President
South Asia and Central Asia
Kfw



Karnataka

Issue

Effect

fAtee g o

HEALTH SECTOR DEVELOPMENT PROGRAM

Proposed Change or Action

1. Adequacy of the overall size
of the health budget to meet
public health goals.

The share of the health and family
welfare sector is about 6.43% of
the state revenue budget and
1.29% of GDP in 1993/94. These
health expenditures are inadequate
to provide essential primary health
care togcether with a basic package
of clinical/curative services.

Recognizing the link between
basic public health provision and
poverty alleviation, the
Government will ensure that, in
each fiscal year, during
implementation of the project, the
share of overall budget (plan and
non-plan), excluding all projects
specifically financed either
through external assistance or by
way of loan from national
financial institutions or by way of
grant/loan from Government of
India as per award of Tenth
Finance Commission, allocated to
the health sector shall be
maintained at least at the level
allocated in FY94/95.

2. Imbalances in public
expenditure between different
levels of the health sector.

With increasing expenditure on
tertiary level health care, there has
been a relative decline in the
investment in primary and
secondary level facilities. This
imbalance needs correction.

The state Government recognizes
the need for focusing attention on
the primary and secondary levels
of health care and also to step up
allocations for these levels. A
major portion of the increased
allocation will go to the primary
and secondary levels.

3. Redressing regional
imbalances.

The six districts of Gulbarga,
Bidar, Bijapur, Raichur, Dharwad
and Bellary show poor health
indicators due to uneven
development in the health
infrastructure and delivery of
services.

Through both projcct as well as
non-project interventions, a policy
of positive discrimination in favor
of the underdeveloped districts
and tribal areas within advanced
districts will be followed to reduce
the existing imbalance. This
differential policy is altcady under
implementation. Additional
resources are being provided out
of the state’s own funds for filling
critical gaps in primary health
care.

4. Quality of and access to
hospital services.

Quality of medical services are
inadcquate. In addition, access to
health care services is limited,
especially for populations in the

Quality and access will be
mmproved by: (1) upgrading and
expanding physical capacity; (it)
upgrading clinical effectiveness




~arnataka (continued)

Issue

Effect

HEALTH SECTOR DEVELOPMENT PROGRAM

Proposed Change or Action

Icast developed areas of the state,
particularly women, schedulcd
castes and scheduled trites.

and quality of services at
community, talauka and district
hospitals; (iit) improving the
referral system; and (iv) adopting
staffing and technical norms in
line with the recommendations of
the high level committee. In
respect of scheduled caste and
scheduled tribes, access will be
improved through a system of
health cards and annual health
check-ups. Patients below the
poverty line who cannot afford
high cost treatment for serious
ailments such as oncologic and
cardiac disorders, will be assisted
through a specially constituted
socicty, to be financed by the state
Government.

Strategic planning.

Inadequate strategic planning
capacity in the health sector has
resulted in sub-optimal use of
resources. Decisions on public
health spending priorities
presently do not take into full
consideration the size and scope of
services provided by private,
commercial and voluntary sectors,
the health manpower supply
situation and the predicted future
epidemiological profile in
Karnataka.

The capacity for strategic planning
will be enhanced through
establishment of a Planning Cell
directly reporting to the Secretary
Health and Family Welfare. This
will, either independently or
through sponsored specific
research projects: (1) study the
role of the private sector; (ii)
review the suitability of present
regulations; (it1)study the evolving
epidemiological profile in
Karmnataka; (1v) monitor the
burden of discasc and recommend
cost-cffcctive means for achicving
the best use of limited resources;
and (v) undertake periodic review
of the health manpower supply
situation and training needs in the
state. A study of the scope and
prospects of enlisting private
scctor support for premotion of
health care at primary and
secondary levels will be
undertaken.




HEALTHSECTOR DEVELOPMENT PROGRAM

Karnataka (continued)

Issue

Effect

Proposed Change or Action

6. Workforce.

Improvement of services at
hospitals is significantly restricted
by workforce problems, both in
terms of quality and quantity. The
namber of staff sanctioned at
hospitals does not fit currcnt
needs. There are many vacancics
due to poor and cumbcrsome
recruitment procedures, and
mmmaginative personnel policies.

The distribution of medical
specialists is not commensurate
with the need (e.g., a general
sargeon in place of an
Obstetrician and Gynecologist).

No ban on rccruitment will be
imposed with regard to recruiting
medical, paramedical and
technical staff. In a short period
the problem of mismatching in
medical stafYf will be solved. The
practice of deputing staff to non
essential assignments will be put
to an end. Doctors will be
recruited on contract where direct
recruitment 1s slow. Doctors will
also be asked to serve a
mandatory period of six years in
rural areas before being
considercd for postings at more
preferred places. Since there is a
large number of lady doctors’
vacancics, participation by private
lady doctors in govermment
facilities will be encouraged.

7. The role of the private sector
and voluntary organizations.

The health services development
stratcgy of the Government has
not taken sufficient account of the
scope and coverage of non-
Governmental providers and the

role of this sector in delivering
quality health care.

Legislation will be intreduced to
regulate all medical institutions.

Services offcred in the private
sector would be continuously
monitored, with a view to
improving the quality of such
services.

Referrals between private primary
care and public secondary carc,
diagnosis and treatment would be
encouraged through district health
commiltces.

8. Role of the NGO sector.

NGO participation in health care
at all levels, especially at the
levels of public health and first
referral, needs to be supported and
encouraged, with a special focus
on the backward and remote
regions of the state.

The Government will take
initiative in enlisting the effective
participation of NGOs in the arca
of primary and first referral health
care. Inremote tribal and
backward districts, NGOs will be
encouraged to operate some
government facilities so as to
ensure the outrcach of health
services to the disadvantaped




HEALTH SECTOR DEVELOPMENT PROGRAM

Karnataka (continued)

Issue

Effect

Proposed Change or Action

sections of the pcople. NGO
participation will also be
encouraged in special programs
for the socially underprivileged, as
also in [EC activitics.

9. Cost sharing and service
improvements.

Cost sharing has not been properly
implemented, resulting in low
levels of funding for supplies,
operations and maintenance.

The Government will set up a
working group to examine the
issue of cost sharing (last revised
in 1988) while protecting the
poorest sections of socicty. The
guiding principle for cost sharing
would be to partly cover non
salary rccurrent costs.

In addition, adequate
administrative and organizational
mechanisms for implementing
schemes for cost sharing would be
put in place. A mechanism to give
back a major portion of revenues
raised by the institution will be
introduced.

10. Prevention and control of

major communicable diseases.

The existing surveillance system
is very weak, especially at the
secondary level and in urban
areas.

The project will establish an
effective surveillance system
which will contribute to reducing
morbidity and mortality rates due
to major communicable discascs.

11. Contracting services.

Contracting services are under-
utilized.

DOHFW will monitor the cost-
effectiveness and quality of
existing contracted services.
Furthermore, the Government will
consider new proposals for
contracting-ont health services,
especially support services such s
laundry, cleaning, manufacturing
LV. fluids. ctc.

12. Safeguarding the operations
and maintenance component

of the health budget.

The existing sccondany hospitals
face operational deficiencies and
function poorly due to a lack of
non-salary recurrent funds.

The statc Government will make
adequate proviston in the health
budget for drugs and other
medical supplics, and for
maintenance of equipment and
buildings.

—
L)

_ Consolidation versus
expansion of institutions.

The state Government has been
rapidly expanding the number of

Further expansion of heds and
hospitals will be stictly necd-




HEALTH SECTOR DEVELOPMENT PROGRADM

Karnataka (céntinued)

Issue

IKifect

Proposed Change or Action

subcenters, PHCs, CHCs, taluka
level hospitals, and sub-district
hospitals without focusing on
improving the physical facilitics in
existing institutions.

bascd, and will be undertaken only
after ensuring that cxisting
facilitics are properly maintained
and utilized.

14. Poverty alleviation.

About 40% of households are
below the poverty line in
Kamataka. In this pronp, health
indicators such as mortality and
morbidity rates, are especially
adverse.

The investment made in this
project, especially through special
programs for the disadvantaged
section (e.g., SC/ST and women)
will aim at augmenting the
productivity/caming potential
through better health status.




HEALTH SECTOR DEVELOPMENT PROGRAM

Punjab

Issue

Effect

Proposed Change or Action

1. Increase the overall size of
the health budget.

Expenditure on health and family
welfarc in Punjab is 5.31% of the
state revenue budget and 0.88% of
NDP in 1993/94. These health
expenditures are inadequate to
provide essential primary health
care together with a package of
curative scrvices.

Recognizing the link between the
provision of basic health services
and poverty alleviation, the state
Government will ensure that in
cach fiscal year during
implementation of the project, the
share of overall budget (plan and
non-plan), excluding all projccts
specifically financed either
through external assistance or by
way of loan from national
financial institutions, or by way of
grant/loan from the Government
of India as per award of Tenth
Finance Commission, allocated to
the health sector, shall be
maintained at least at the level
allocated in FY94/95.

2. Allocate most of the
incremental funds for the
health sector to primary and
secondary levels of care.

Primary and sccondary levels of
health care have not been
receiving the requisite allocation
of funds. This has resulted in a
shortage of drugs, machinery
equipment, other materials and
supplies, lack of proper buildings
and poor maintenance of facilities.
Imbalance in the allocation of
funds has led to duplication of
services and inefficient utilization
of meager resources.

Punjab state, pursuant to the
health sector reforms, will ensure
that within the allocations for the
health sector, the share of
resources for primary and
secondary levels of health care
shall be increased in each fiscal
vear until FY02.

3. Safeguard the opsrations and
maintenance cormronent of the
health budget.

The existing secondary level
hospitals function poorly because
of inadequate allocation of funds
-for opcrational and maintenance
purposes (30%-35%). 65-70% of
the current budget goes to the
salary component.

Taking into account the budgctary
provision, the state Government
and Punjab Health Systems
Carporation will maintan
sufficicnt funds in the non-plan
health budget for making available
adequate supplics of drugs and
other matenal supplics at
sccondary level hespitals. and for
maintenance of equipment and
buildings.
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OUTLINE SCOPE OF SERVICES FOR THE PROJECT MANAGEMENT CONSULTAN I

1. BACKGROUND

An external management team shall support the Government of Karnatzka in the detaijled
planning of the project, the elaboration of the bidding documents and bidding evaluation,
supervision of procurement.and construction as well as in the overall project implementation.
2. SCOPE OF SERVICES ~

‘2.1 Assistance in Project Planning | .

Review of detailed‘designfof-ga‘ch'hospita( préject to be upgraded. 2 6

‘Review of equipment and ipitial supply list Whic_H will be purchased for each of the hospital
‘project. N ' '
Evaluation of the overall project report in respect of project schedule and project budget.

2.2 . Assistance in the Tendef:Pr'oc'ess S L

categories. .

Assistance in the elaboration of bidding document and tender evaluation for all tender -

Assistance in the evaluation of tender.

e -

Verification of tender evaluation.

2.3 Monit oﬁ'hg of P'roject Imple_menfation

SUpervision of project implementation in respect of quality and.iquantity of all services related o

- to the upgrading of facilities.
Supervis'io_n of overall project implementation in respect of time schedule and project budget,

2.4 .Ve/fﬁcatl;on of Payments .

| Verification of all project payments related to the project implementation (consulting, design, -
construction, engineering 'services; equipment, initial supply and vehicles). All payments for -

"~ construction exceeding IR 2.5 million (equivalent to DM 100.000) shall be veiified by the
consultant.- ' i e e T 4 < gw " )

Ve_ﬁﬂcétio"n of the project account and the request of the replenishment of the p_rojéct account.
2.5 Overall Project Supervision
Participation in essential project management meetirigs held by the DHFWV.

Participation in the project appraisal missior_is of the World Bank.

JALSANWITT\MURDO105.D0C -
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Elaboration of quarterly pro'ject}"rép‘ort\'\'/vhi.éh~Sl\all reflect the overall project progress inlcuding
" the following topics_ (Budget utilisation, contribution of the Govemment of Kamataka, staff
-sanctioning, cost sharing activities, progress of components of the world bank project within
the Gulbarga division.)

3. EXECUTION OF PROJECT MANAGEMENT

The project management consultant shall provide a permanent establishment at the project
office of the Government at the Gulbarga Division and regular monitor the project sites.

4.  SELECTION OF THE PROJECT MANAGEMENT CONSULTANT

The project management cons'_ultant‘WiII be jointly selected by KIW and the Government of
Kamataka. The final terms_of ref_erence will be based on the above scope of services (item 2)

\
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MANAGEMENT AND MAINTENANCE SYSTENMS FOR EQUICMENT AND
BUTLDINGS FOR FIRST REFERRAL FACILITIES

I. Management and Maintenance of Equipment

Karnataka

The authorities reeponsible for Governmment health scrvices in Kamatal-a State
recognise that the quality of these services has come to depend mereasmgly not only on
the availability of appropriate medical and nursing shills. but also on the ciﬁcacv and
reliability_of the medical ~quipment provided. [n spite of its high and rising cost, medical
technology is widely mismanaged in health care. In the State, there is a severe shortage o

= suitably train=d, experienesd technical persomncl in the healtheare rechnical services -
Frequently this dearth of rechuical -1atf, conpled wath the lack of knowledes and
inexperience in practical matters of the medical and technical staff emploved, contribntas
directly to the breakdown and reduction in the operating life of expensive and essential
equipment. The main problems encountered arise from:

. improper cquipment selection and procurement policies resulting in the
introduction of inappropriate or inferior quality equipment:
. inadequactes in maintenance and repair arrangements; and
. 1nsuffc1cxxt lrammg of equipment users
The State is peréanaded that proper man~esment of equipment involves firetly
ensuring that the funds allocated for purchase, mstallation and mantenance are spent to
the best advantage; and secondly, establisking and supervising the various services

required for the effective, safe and efficient.use oi 1ipment over a reasonable life
time. To meet these objectives equipment management will be accorded high prierity.

Through the Health System Project the State proposes to establish a good
equipment manag=ment and maintenance system that will result in:

. reduction of numbers and frequeucy of breakdowns:

. prolonx_icd life of the equipment:

. improved quality of health care delivery services: and
' 4 assured safety of users and patients.

The existing Health Equipment Repair and Maintenance Unit in the Directorate is
madcqu te when compared to the vast range of equipment spread all over the State. There
are only nine persons un-er the Health Equpment Officer. There 15 only one X-ray
technician. two semi-skilled artisans and ome X-ray darkroom assistant. The remaming five
are either administrative cadre or Group D statf. The following paragraphs describe the
objectives and organisation of the equipment management and maintenance setup, the
training requirements of medical, paramedical and technical staff. and requirement of
funds for establishing an efficient and better manarement of equipment maintenance
systemn. '

The objectives of the revamped system will be:

1. To provd it u:chmm{ services and advice on the purchasé of equipment.
[ ey quuy
sprIns. servi ic~ contracts ctc..
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To procure. install, commission, maintain and service biomedical and oti:er hospital
equipment for patient diagnosis, monitoring, therapy and care:

)

To mamtamn and service heating, ventilation, air conditioning (HVAC) s:stems.
power systems etc.; '

4. To carry out minor maintenance works related to buildings, electrical & sanitary
fixtures: i

5. To organise training programmes for biomedical technicians and users;

—

6. To modify existing equipment if necessary (with appropriate safeguards:.
response to operational and/or clinical needs; and ,

n

7. To maintain records for adn{inistratiou and management purposes.

Professional management of the system will cns»ure that there is no procurcmcm of
obsolctc systems which may prove to be ineffecive 221 uneconomical, involving huge
operational costs. Other shortcomings such as inad=quate radiation protection, unaven load
distribution, noise and vibration level of equipinent, lack of temperature and humdity
controlled environment, electrical leakage, cxplos:on hazards due to gases etc. will also be
“avoided.

It is also proposed that proper mamtcnancc of rcpomng and rccords system will be
designed and installed. Records would centain the <taris of the cquxpmcm inspections
undertaken, repair works carried out and costs mcuucu Safety mspccuou tours will be
regulariy undertaken. :

Organisation

The Equipment Management Unit at' HQ-level will be under the Additicaal
Directors (Health Systems) and will be headed by a Joint Director (Equipment) wwho will
have functional autonomy and a specifically allocat=2 budget for procurement z:4
maintenance. The Unit will be responsible for maintainin- the equipment in all the
Government hospitals in the State..It will be organised as a three-tier system with Head
Quarters and Central Workshops at Bangalore: Hospital Engineering Units and *.‘obile
Engineering Units at each district hospital. The Mobile Engineering Unit will b2 under the
control of the District Hospital Engineering Unit and will be responsible for ma:ntaining
the equipment i all the hospitals in the district. The District Hospital Unit will rsport to
the District Surgeon for administrative purposes. For planning and technical guiZance, the
District Hospital Engineering Unit will be supervised by the Dy. Director (H;altix
Equipment).

The Dy. Director (Tramning) will organize tramning programmes for medizzl.
paramedical and technical staff. The trammg will cover not onlyv use of but siincis
maintenance procedures such as replacement of fuses. replacement of gaskets. xf:nmn up
with oil in hydraulic equipment etc. One Dy. Director (Equipment) will look af:=r the
equipment needs of hospitals under the jurisdiction of the Director of Medical = ucation
and the other Dy. Director (Equipmenty will look after the equipment nesds of i1ospitals
under the Director. Health & FW Services. The Dy. Director (Transport) will b2
responsible for planning for procurement, of vehicles and select private garages :n each

Taluka to repair all the vehicles of the department in that Taluka.

\J
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The districts have besn classified into four categories (A-D) on the basis of the
number and size of hosputais. Sangalore Urban and Rural Districts are treated as one and
fall into Category A. Looking at the large number of big hospitals. Bangalore requires
three District Hospital Engirzzring Units. Three. Districts, Chitradurga, Dhanwad and
Mysore fall under Caterory 3. and each of these districts needs two District Hospital
Engineering Units. The Disiizt Hospital Enginee:sing Units in these districts will be placed
in different large Hosprtals. Zight Districts fall under Category C and seven under
Category D. Table | (attacked) gives the details of the hospitals to be mamtained by the
Unit in each district: and Tables 2 & 3 (also attached) give details of the proposed
facilities and staffing of the different sections/workshops.

The annual wage bill 2t the end of the project period is estimated at Rs. 23.50
million and over the project period at Rs. 82.25 million. The capital cost of setting up the
maintenance facility 1s estimated at Rs. 23.56 million for civil works, Rs. 33. 48 million for
machinery and equipment and Rs. 8.75 million for vehicles.

Procedures for maintenance and repair

At an early stage of setting up of the Eorupment Management and Maintenance
Unit, an inventory will be tzken of all medical »:pment and instrumentation throughout
the system. The list thus obtained will becoi:: . basis to determine the requirements for
services. A format for the inventory rccords and tor the maintenance and repair of
equipment will be also prepared.

The cach maintenance and repair.workshop will mamtain a card for each item of
equipment or instrument. [t will contain the comylete history of the item from the date of
purchase up to its ultimate disposal. The total purchase cost, records of maintenance and
repair operations with cost, znd the estimation of the probable life expectancy will be
noted in the card.

The equipment record card will form the key reference for all the service functions.
The maintenance and repair staff will be given guidelines for procedures. The standard
guidelines will include the method of recording the werk undertaken, and the materials to
be used and explain the basic principle of selections, inspections. preventive maintenance
and repairs. A Standards Guide will be supplementzd by Procedure Manuals. These
manuals should suggest the required frequency of preventive maintenance procedures,
calibration instructions, trouble shooting methods and repatr procedures.

Requisition forms fer repair services will be made available to all hospitals. At the
time of failure or apparent damage, a preliminary wepection will be carried out by the
in-louse technical staff and if they are unable to carry out the repairs, the next level Unit
may be informed which will then take up the work. The engineenng Unit will decide
whether the repair will be anempted ‘on site’, in 1ts maintenance faculty. or by an outside
agency. [n the latter instance, the engineering deparument will be responsible for issuing
instructions for repairs and transport procedures. A “work order’ form will be prepared and
directed to the appropriate staff. On the completion of the repair. the details of the services
rendered will be transferred from the work order form to the equipment record card.

Training of maintenance persannel

The State has sull to anicniate its policy on whzt levels of maintenance and repair will be
undertaken by in-house technical staff. This will dicrate the type of technical training that
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‘will have to be g:ven and influence the decision on which arrangements and/or
organisations anc :nstitutions are best suited to provide this. The policy will should also
make clear whick t2chnologies are to be maintained by contractors. g

Training in use ¢ equipment

As descri==d above, the Department of Health and Family Welfare proposes to set
up a full-fledged =quipment maintenance wing at the Directorate level as well as at district
levels. Maintena= 22 of sophisticated equipment will b contracted out to the manufacturer
of the equipmen: or his authorised service centre. All ~ther equipments will be maintained
by in-house maiz:enance wing. However, it is essent.ul for the actual users to be fully
acquainted with 22 use and operation of the equipments so that they are not damaged due
to mishandling. They should also be aware of simpic waintenance checks, replacement of
fuse etc. to ensu-= minimum down time. It is planned to include such training wherever
" feasible. into the zlinical training programme. For other equipments, training will be
imparted at the r=arest Taluk or District hospital where such equipment is available. An
indicative list of :he training required by various cadres is given in Table 4 (attached)

9 !
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Table 4: Training in Use of Equipment

Nurses & Operauns Theane

'Doctors Doctors & Nurses
| Assistant
I
Cardiac monitor Operauny table (hydraulic)

Il Audiometer

Endoscope (fibreopric)

Defibnliator (with recorder)

Autoclave HP (honizontal &
vertical)

Operating microscope

Phototherapy unit

Autoclave (electrical)

‘Cryos'urgcry (basic)

Radiant heater (4 kw)

Shadowiess lamp, OT (mobile)

Cryoéurgcry (deluxe)

Short-wave electro-physio unit

OT ceiling lamps

Ventlator (adult)

Emergency resuscitation kit

Focussing lights. OT. mobile

Boyles Apparatus with Flutec

Sigmordascope (rigid adult)

Suction machine (high vacuum. .
MTP) |

Boyles Apparatus without Flutec

Acute Medical Care equipment

'

Suction apparatus (electrical)

Pulse Oximeter

Oxygen cylindar

Suction apparatus (foot operated} !

Opthalmoscope.

Nitroys cxide cvlinder

Vacuum extractor

Slit lamp (with table)

Gas regulators & flow meters

;
Instrument Sterilizar ,
b

R:u'nos-copc * |Ambu bag Automist (OT fumigator)
Perimeter Laryngoscope. (adult & child) Weighing scale (adult) [

Pulse air tonometer

BP machine

¢
|

Dental unit

Oxygen masks (with regulators)

Weighing scale (infant) '

Infra-red lamp

Autoscope

. H
Emergency lamp LI

Universal bone dnll

Fire exunguishers . "

Eizcto-surgery machine

Elsctric cautery set (cynaec)
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MAINTENANCE ARRANGEMENTS | .

Minor attention By in-house staf
(other work contracted-out locally )

First-line maintenance by in-house
technical staff

e s

S00mA X-ray system
300mA X-ray system
100mA X-ray system

Chest stand. X-ray

60mA mobile X-ray syste—
Dental X-ray system
Ultrasonic scanner, linear
Ufsonic scanner, linear sector
Defibrillator (with recorder)-
Endoscope, fibre-optic
Operating microscope
Ventilator, adutt

Emergency resuscitation kit
Acute Medical Care system
Dentai Chair _
Aerotor (turbine & compressor)
Ulirasonic dental scaler
Dental Iab. : bath, motor etc
Operating table, hydraulic
pH meter

Glucometer

Blood-gas analyser
Generators (various)
Incinerators

Hot water systems (solar)
Gas regulators & flowmeters
Sewing machine

Tables (vanous)
Beds (vanious)

Foo: steps

Beside screen

Stools (vanous:

Saline stano

Wheel chair
Emergency{recovery trolley
Stretcher on trolley

Oxygen cylinder stand/trolley
Height measuring stand
Cots (various)

Beside locker

Trolleys (vanous)

Cabinets (various,

Traction system

Chairs (various}

Racks (various)

Steel cupboard

Wooder bench

Fully contracted out =zrvices

Anaes. m/c (with FloTec)
Anaes. m/c (without FloTec)
Pulse Oximeter

Oxygen cylinder

Nitrous oxide cylinder
Ambulance

Hearse

Pick-up

Typewriter
Photocopier
Roneo m/c
Interc—:515

Fax machine
Telephones

Fire extinguishers

i s LA AR
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PROJECT ORGANIZATION

State Level

[ ]
Central Level
Cantral Level !
Additional Director Director Health
(Project Director Services
World Bank Project)
Divisional Level
J.Director Hospitals +
Dy. Director Training
Dy. Director Hospitals South
Dy. Director Hospitals North
] Dy. Director MIS
J. Director Equipment
Chief Accounts Officer
Administration Officer District Heaith Team:
Chief Executive Officer (of Ziila
Panchayat)
D.Surgeon
% DHO
Block- HOs ect.
—
e ——
Cistnct Surgeon ]
' District Surgeen | District Health !
! | L Ollicer i
2q of ' Heaa of d
=il Hospital
l | | |
Head ot Heaa of gisck Health 8lock Heash
Hospial Hosoital 2Uficer Officer
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PROJECTMANAGEMENT AND ORGANISATION
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Project Government Board (PGB):

Members:

Responsibilities:

Steering Committee

Members:

Responsibilities:

Chief Secretary to the Govemment (Chairman)

Additional Chief Secretary, Finance

Secretary to the Government, Department of Planning

Secretary to the Government, Department of Public Works (PWD)

Secretary to the Government, Department of Health and Family Welfare
(Project Coordinator)

Additional Secretary, Kamataka Health System Development Project
(Project Administrator)

Director of Department of Health and Family Welfare

Representative of the Government of India from the Ministry of Health

and Family Welfare

Additional Director of the Gulbarga Division

- The PGB will meet twice a year.

- Empowered to make major policy decisions and develop broad policy
outlines of the project

- Approve the annual budget

- Authorise major project revisions

- Ratify decisions made by the Steering Committee

- Formulate rules and regulations

- Delegates powers to thie - i -eting Committee

- Undertake an annual review of project implementation and monitor
overall project progress

Secretary to Government, DHFW (Chairman and Project Co-ordinator)
Secretary Il to Govermment, Finance

Additional Secretary, DHFW

Director, Department of Medical Education

Director, Department of DHFW

Joint Director, Hospitals

Additional Director, Strategic Management Cell, Department of Health
Chief Engineer, D=-~'g:: and Engineering Wing, DHFW

Chief Architect, Design and Engineering Wing, DHFW

Chief Accounts Officer, Department of Health

Consultant for the Gulbarga Division

- The Steering Committee will meet every two months
- Nodal body for project implementation

- Supervise and monitor project implementation

- Undertake planning activities

- Facilitate project management activities

Secretary DHFW / Project Co-ordinator

Responsibilities:

JALAIAITTPAIRINIO™ .0

- Co-ordination of the different activities of the two projects




Project Administrator

Responsibilities- - Supports the Project Co-ordniator with the organisation of the

Add. Director Project, Gulbarga Division:

Responsibilities: - Supported by the Project team and the consultant
- Reports directly to the Project Administrator
- In-charge of the day-to-day management

Project Team Gulbarga Division

Members: District Surgeon of each district (in-charge of hospitals with 100 beds and
more)
District Health Officers of each district (in-charge of hospitals up to 50
beds)
Executive Engineer
Civil Engineer, if necessary
Equipment Engineer, if necessary
Electrical Engineer, if necessary
Draftsman, if necessary
Project Account
Clerks
Public Works Department (only Supervision)

Responsibilities: - Reports directly to the project director

- Supervising and monitoring all the facilities to be renovated, extended
and equipped _

District Health Committee

Members: Chief Executive Officer, Zilla Parishad
District Surgeon
District Health Officer
Superintending Engineer

Responsibilities- - Facilitate the functioning of the referral system
- Collection and redistribution of the user charges
- Maintenance of equipment
- Waste management
- Training of technical staff
- Quality assurance

Pl aecessam
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Project Management Consulting Services

Responsibilities: - Supports the project director and the project team;

- Assist in the final design of the facilities and supervision of
implementation;

- Co-ordinates with the Project Co-ordinator, Project Administrator and
Project Director the technic=! assistance;

- Approves project expenses in coordination with the project co-ordinator
or project director depending on the amount;

- Sub-contracts local architects and engineers for detailed planning.
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Secretary to the officer In charge: Ms. Jungling
Government of Karnataka our ref.: Jun
Department of Health and Family Welfare extension: 3187

Date: 16- 01- 9y

Bangalore / India

L lll/a German Financial Cooperation with India

Financial Contribution of DM 23 million for Upgrading Secondary Level Health
Care Facilities in Karmmataka, Phase I-

No.: 95 66 944

Dear Sirs,

N

oy
With the Ei Agreement dated 16-00: 3% entered into between India

("Recipient") and Kreditanstalt fur Wiederaufbau ("KfW"), the parties to said Agreement
aim to improve the quality and efficiency of the secondary level health services in the
Gulbarga Division through Upgrading of Secondary Level Health Care Facilities . The
funds shall be used pfimarily for the rehabilitation and extension of Secondary Level
Hospitals in the Gulbarga Division, for the construction of staff housing units and waste
disposal units, for drugs, consumables, medical equipment, vehicles and for the
construction and equipment of four maintenance units. The overall project aim is to
improve the health status of the rural population'in the Gulbérga Division, especially
women and children, by reducing infant mortality and the mortality rate of mothers and

children.
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for the whole State.
N4

froject’ |
In accordance with the Fmemg Agreement the following shall be determined by
separate agreement:

ae.

Pursuant to Article 1.2:
the details of the Project as weil as the goods and services to be financed from

the financial contribution;
Pursuant to Article 2.1:

the disbursement procedure, in particular the evidence proving that the disbursed
financial contribution amounts are used for the stipulated purpose;

Pursuant to Article 4.2:

the details pertaining to Article 4.1 (Project Implementation)

We propose that the following be agreed upon:

il Details of the Project and Specification of the Goods and Services

1.1 According to the documentation at KfW's disposal and the negotiations held
between KfW and the Project Executing Agency, the Project compnsas {he
following measures at the estimated costs so far used as basis:
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Upgrading Secondary Health Care Facilities in Kamataka, Phase |

Measures Total Local Foreign Financial
Costs Costs | Exchange Contribution
Rs. Rs. Costs Rs. DM.
(Million) | (Millien) | Rs.(Million) | (Million) (Million)
Rehabilitation of
Secondary Level Health 277.20 2332 44.00 244.20 11,1
Institutions
a) Construction 154.00 | 154.00 154.00 7.0
b) Medical Equipment, 114.40 7040 | 44.00 81.40 3,7
Medicines
c) Vehicles 8.80 8.80 8.80 0.4
Rehabilitation of two 24.20 24.20 24.20 1,1
District Hospitals
Maintenance Facilities 33.00 33.00 13.20 0,6
1Waste Disposal Facilities 19.80 19.80 17.60 0,8
Management-information- 4.40 4.40
System and Surveillance
| SCIST/Women 17.60 | 17.60 |
?Project Management 96.80 63.80 | 88.00 4,0
|_a) Consultant Services | 33.00 | 33.00 33.00 15
! b) Fees for design 1320 | 13.20 13.20 0.6
c) PMC 50.60 50.60 41.80 1,9
{Price and Physical 118.80 | 118.80 118.80 5,4
Contingencies
Price Contingencies 52.80 52.80 52.80 2,4
Physical Contingencies 66.00 66.00 66.00 3.0
TOTAL | 591.80 | 514.80 77.00 506.00 23,0
| conversion at an exchange rate of 1 DM = 22Rs

Should any major changes emerge in the measures stated in the above list of
project measures or in the cost estimates, KW shall be informed without delay.
Execution of such measures may commence only on the basis of revised
planning and upon KfW's prior consent. SteniEn s RS Ao A B o
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The list of the goods and services to be financed from the financial contribution

shall be prepared on the basis of the contracts concluded for such goods and
services. New contracts shall be summarised in quarterly summary statements
of contracts (Statement of Contracts) concluded according to standard form in
Annex 1. Evidence of the compliance of all contracts with the Financing
Agreement, this Separate Agreement and the agreed Standard Form of
Contracts shall be checked and certified by the Consultant (see section 3.5).
KfW reserves the right to have all original contracts submitted for inspection at
any time.

For Programme measures to be executed on force account a schedule of the
force-account measures, broken down by main cost categories ("Schedule of
Force-Account Measures") shall be prepared. Costs incurred for general
administration in connection with force account work must not be included in
this Schedule of Force-Account Measures. After review of the Statement of
Contracts and the Schedule of Force-Account Measures, KfW shall transmit to
the Project-Executing Agency numbered letters stating the amounts it has
reserved for financing from the Financial Contribution and shall send it the "List
of Goods and Services", supplemented from case to case.

When concluding contracts for goods and services to be financed from the
financial contribution, the Project Executing Agency shall observe the following

principles:

a) The payment conditions of the contract must be in line with commercial
practice.

b) To safeguard the advance payments and the due performance of the

contracts, the contracts shall provide for the appropriate advance
payment guarantees and performance bonds to be given by banks or
insurance companies. Said guarantees and bonds shall be
denominated in a freely convertible currency if and to the extent that
foreign exchange costs are to be financed.

Cc) As no import duties may be financed from the financial contribution
pursuant to Article 1.3 of the Financing Agreement, such import duties,
if part of the contract value, shall be stated separately in the contracts
for the goods and services and in the invoices.

d) It shall be ensured that the goods to be financed from the financial
contribution are insured adequately and to the customary extent



/
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against risks occurring during transport and project implementation

so that their replacement or restitution is possible. Said insurances
shall be concluded in a freely convertible currency to the extent
that foreign exchange costs accruing to the Project Executing

Agency are to be financed.

e) If payments due under the contracts for goods and services are to be
made from the financial contribution, said contracts shall include a
provision stipulating that any reimbursements, guarantee or similar
claimable payments and any insurance payments shall be made for
account of the Project Executing Agency to KfW's account
No. 500 204 00 with the Landeszentralbank, Frankfurt am Main
(BLZ 500 204 00), with KfW crediting such payments to the account of
the Recipient. If such payments are made in local currency they shall
be remitted to a special account of the Project Executing Agency in
Indian Rupees, which may be drawn on only with the consent of KfW.
Such funds may be re-utilized in accord with KfW for the execution of

the project.

Disbursement Procedure

The disbursement procedure shall be governed by the "Guidelines for the
Disbursement of Funds of Financial Cooperaticn and Comparable Programmes
by KfW", which form an integral part of this Agreement and by the following
special provisions:

The payments for the Consultant shall be effected in conformity with Para 6 of
the Agency Contract enclosed as Annex 4.

For the measures specified in Section 1.1 of this Separate Agreement
(Purpose) disbursement will be made under the Disposition Fund Procedure up
to the amount of

DM 23.0 million

reduced by the costs for the consultant (p. 3, Project Management, Consultant
Services) and other foreign exchange costs. - ol 5% :

; Y s N . coxiatus vorsl wietds o — G o
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These funds are intended for the financing of local costs. For this purpose a
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special account (Special Account) wil be opened in the name of the
Department of Health and Family Welfare, Govtermnment of Kamataka
("Authorized Party"). Details are contained in item 1 of the enclosed
Supplementary Conditions of KW for Payments under the Disposition Fund
Procedure. The "Supplementary Conditions" form an integral part of this
Separate Agreement and are accepted upon signing thereof.

The Project-Executing-Agency hereby requests an initial deposit of
DM 500.000.00.

as soon as the prerequisites for disbursement as defined in section 2 of the
attached "Supplementary Conditions" are fulfilled.

The presentation of evidence of the use of funds, together with the submission
of requests for replenishment (see specimen form in Annex 2 "Supplementary
Conditions"), shall be effected by the Project-Executing-Agency after
expenditures of at least DM 300,000.00 can be evidenced, but not later than
three months after the preceding payment. If this deadline cannot be met. KW
will be informed immediately of the state of affairs (see item 8 "Supplementary

Conditions").

In order to ensure a synchronized beginning with the World Bank financed
project component, retroactive financing of project costs occuring on and after
December 1995 shall be allowed, provided these cost have been incurred
based on the agreed final design. Retroactive financing will be acceptable for
planning/design and urgently needed repairs up to an individual amount of DM
50,000.00 per contract and should not exceed a total of DM 500,0C0.00
provided the works are executed in accordance with the prescribed procedures
of the State Government. The consultant shall approve these expenditures
made by the Project Executing Agency prior to refunding.

Project Implementation

The Department of Heaith and Family Welfare, Government of Kamataka
(Project Executing Agency) is responsible for the implementation of the Project
and shall delegate to the Project Director the authority required for day-to-day
management within the first six months after signing of this agreement. The
Project Director shall then be able to decide on project expenses with the
approval of the consultant (see 3.4) upto an amount still to be determined.
Project costs exceeding these limits must be countersigned by both the project
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3.3

3.4

3.5

7

administrator based in Bangalore and the consultant. The Project Executing
Agency shall pay the salaries of the project team. For details of the overall

project organisation, see Annex 3.

The timetable and the cost and financing schedule including staffing (posts
sanctioned and filled) required for the proper technical and financial
implementation of the Project shall be prepared by the Project Executing
Agency prior to the beginning of the Project and submitted to KfW for approval.
Such schedule is to show, by deadlines and amounts, the intended
chronological interrelation of the individual project measures and the resulting
financial requirements. Additionally, the Project Executing Agency shall, not
later than by the end of each calendar year, provide KfW in conjunction with the
consultant, an annual work plan setting forth the respective construction
activities and procurements under the project to be carried out during the next
following fiscal year including the budgetary allocations to be made available
for such purposes. The form of these schedules shall be agreed with KfW.

For purposes of enhancing the quality of health care services under this
Project, the Project-Executing Agency shall: (i) maintain the key headguarters
personnel appointed for purposes of implementing the Project; (i) appoint and
thereafter maintain key additional personnel with adequate qualification and
experience; (iii) adopt, no later than six months after completion of the physical
improvements in any hospital under the Project, and thereafter implement,
staffing and technical norms acceptable to the KfW;

In order to support the Project-Exectuing Agency in the preparation,
implementation and monitoring of the project, an European consultant to be
financed from the financial contribution shall be designated. The consultant

shall work together with local consultant firms.

KfW will assist the Project-Executing Agency in selecting and contracting the
consultants on the basis of the Agency Contract, enclosed as Annex 4.

The tasks of the consultant shall be to review the previously prepared technical
documents and assist in the final design of the hospitals, the final lists of
procurements, preparation of tender documents for construction and
procurements, evaluation of bids, proposals for the award of contracts, drafting
contracts, commissioning of deliveries and supervision of construction and
implementation. He shall be permanently based in the State of Kamataka and
may sub-contract specific services with local firms. Furthermore the consultant
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shall assist the Project Director in the coordination of the technical assistance
provided by the World Bank in the Gulbarga Division. The consultant shall be a
member of the Steering Committee. The agreed Terms of Reference for
consultants are attached as Annex 7.

The Projecy Executing Agency shall engage local architects, engineers and
medical experts to prepare standard designs for hospitals as well as set
standards for equipments and consumables. These standards will be reviewed
by the consultant and shall be approved by KfW. The final design of
construction measures shall be based on the existing standard design but shall
allow, if required, for modifications in order to adapt the design to local
conditions and requirements. The construction services shall be locally
tendered and awarded by the Project Executing Agency in cooperation with the

consultant.

Prior to the first tender invitation the Project Executing Agency together with the
consultant shall prepare a set of Standard Tender Documents for construction
services and for equipment procurement. These Standard Tender Documents
shall be submitted to KfW for approval and shall be used for all tenders within
the Programme. The Project Executing Agency together with the consultant
shall likewise prepare a set of Standard Contracts for construction services and
for equipment procurement. These Standard Contracts shall be submitted to
KfW for approval and shall be used for all contracts within the Programme.

The procurement of goods shall be carried out through the central procurement

unit established for the implementation of the Kamataka Health Systems

Development Project Il which shall function according to procurement
|

regulations of the World Bank. !

The final lists of procurments for each hospital shall be based on the existing
standard lists but shall allow, if required, for modifications in order to adapt the
lists to local conditions and requirements. The contracts for goods shall be
awarded in cooperation with the consultants by way of competitive bidding in
India for lots not exceeding DM 300.000,-. For lots above this threshold , an

international bidding shall be required.

The remaining details conceming the awarding procedure and contréc{ual
provisions are explained in the "Guidelines of KfW for procurement in the field

of Financial Cooperation"”.
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3.9

3.9.1

3.9.2,

3.9.3.

3.9.4.

3.9.6.

3.10

3.11

"Additional Supplementary Conditions".

The share of non-plan and plan budgetary allocations to the health sector
relative to the overall plan and non-plan budget of the state shall be maintained
by the Government of Karnataka (GoK) each year at the Fiscal Year 1994

level;

Shares of the primary and secondary levels in the total resources (plan and
non-plan) allocated for the health sector shall be increased by the GoK each

year until the year 2002,

The existing regional imbalances of budget allocations of the underdeveloped
districts (including all districts in the Gulbarga Division) and tribal areas shall

be reduced by the GoK;

Sufficient resources for drugs, essential supplies and maintenance of
equipment and buildings shall be allocated at first referral hospitals in

accordance with the agreed norms;

A minimum of 3.5 % of the equipment costs per year and 2.5 % of costs for the
physical infrastructure shall be provided as a maintenance budget.

The Project Executing Agency shall report to KfW quarterly on the progress of
the Project. Until further notice, the Project-Executing Agency shall report to
KfW quarterly on the progress of the Programme. Prior to submission of the
first report , the Project Execution Agency together with the consultant shall
prepare a reporting form, which shall cover the points stated in the list attached
hereto (Annex 8) and submit it for approval to KfW. The first such report shall
be prepared as of March 31, 1997. The reports shall be countersigned by the
consultant and submitted to the KfW not later than 6 weeks after the end of

each reporting period.

After completion of the Programme, the Project-Executing Agency shall report
on its further development. KfW shall in due course inform the Project-
Executing Agency separately about the details, particularly the pericd, to be

reported on.

The Projecy Executing Agency shall send KfW all such documents as are
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necessary for KW to give the aforementioned comments and approvals ear!
enough to allow reasonable time for examination.

If sign boards relating to the Project are set up they will read as follows:
"A Development Project of Government of Kamataka, co-financed by th
Federal Republic of Germany through Kreditanstalt fur Wiederaufbau."

Following notification by the German Embassy, the Project Executing Agenc:
shall ensure that the project seal will be placed on the project sign board.

Miscellaneous Provisions

The above provisions may be amended or modified at any time by mutua.
consent if this should appear useful for the implementation of the Project or the
execution of the Financing Agreement. In all other respects, the provisions of
Articles 5.2 and 7 of the Financing Agreement shall apply to this Agreement

accordingly.
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VACCINE PREVENTARLE DISFASES
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Government of India a (1997-9R8) shows that the level of fi nlly immunized children for the
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Gvaccine nrel ontahla d!cn 1ges ranoe [rom 60-2004 1 klarnatalka
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The recent 1998-99 NIHLS survey, RCH houschold surveys and Multi Indicator
cluster surveys show, that measles immunization coverage of children aged 12-23 months

was only 67% in the state and was as low as 32.5% in Gulbarea 44% in Raichur 57.2%

reduced the incidence of Polio Cases to cighi(8)at the cid o
approach in some piaces has lowercd impicmeniation of oiher programmes inciuding
routine immunization for other diseases. Large number of vacancics, particuiarly ANMs
in northern districts have a negative impact on MCH programme, specially

immunization,

Karnataka has ihe iowest coverage among the ciuster of four southern coniiguous
states in respect of. BCG (84.8%), DP1-3 and OPV (75.2%), Mcasles (67.3%).
Immunization with all antigens is 60%, though immunization cards are available only for

41.2% of children.

Antenatal women receiving 2 doses of T.T. in Kamataka is 74.9% (NFI1S-2)

though, Statc Programme oi’ Action Plan for the Child (1994) targeted 100% Coverage.

PRIMARY OB JIECTIV,
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incidence of Vaccine Preveitabic Discases. (VPDs) by 2007.



SECONDARY OBJECTIVES:
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Special focus to be on Taluks and Districts which have recorded poor coverage,

ing immumization coveraee,
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CAIAL LIATIARM A T FVIQTINA DAQITIAR P\, A AN AL
LVALUAIIVIN Ul 1 1IC LAIQTING FUOI T IUINY DI A NVUAL
OFFICER

A nodal officer should he appointed in cach of the Districts whose responsihility
will be to implement the prepesed interventiong of this preject. His first job will be 1o

38055 and ovaluate the cxisting levels of immunization coverage and to identify the

o

AR
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project mierventions and he will have contrel over all other functionarics. The number
e B T I PL P L S S O ) SO O SUPUN JR U | 1 HIPRRY &' -SSR L PR} S P L
arng quam;vuuum Ui uiv /1851101 lvual viiivel is 51\’\-: 1 L uiv puiuciiiics

At the Taluka level an existing Departmental officer preferably the Taluka health
ollicer will be the nodal person for tmplementation of the programme. Ile will work
under the directions of the District noda! officer & will be the taluka manager o

Gdeosee o all o0 Ty T LG e gt ® e L A Sy o T Fia = o ai®io . o msgee b i N N - 1
Suciigineiuilg foutiine inunuiization. A special inceiitive of Honorarium s proposcd

subjecied to satisfaciory performance.
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routine immunization camps by providing piace and other faciiitics required for the

programune,

s} !\Th!\T"A"“I\T\Y”T‘T\A NITNTAY YT AT T ANTRAY . AIXINXT T YIX7., AA LT T TITD AT "IIY

PN VAN LAULN R A KL ANSLNY 2 AUXLL NLLNS O UL AL ALNIVL Dy AVY VY, AR VS, IVIAAILLL ARAVANAS L LR
WORKERS, CCMMUNITY HEALTH GUIDES AND PANCHAYATH

TTINCTIONADILQ
ATV L ALY AN .

At the beoinnina of the nraject 2 one-dav trs nrooramme for all health

o R VhoaRiiiio O HAC project a one-day training nrogramme for all health
Tvrrvntinm nes an ANXI\Y 70 9 ( TI (e Ihntls farnla Al svinla werell Taa rIUIAN At thn I\‘\H‘\f\""t\"
A ull\/ll\lll“ll\ﬂ’, ANYY YYD OO A AU U Ul AWALIMLW LA\ A0V YY LRI UV 51 YWil (VU UL LLwv VU vwil YV

C‘

of il pioject, the inteiveiitiois aiid ilic opciational details. This will be coitducicd ai ilic
Taluka/PHC ievel by ihe nodai officer of disirici/taiuka. The panchayai funciionarics of
Zilla Panchayat, ‘laiuk Panchayat & Grama Panchayat wiii aiso be trtamned on ail aspects
with emphasis on community participation. This training will be made compulsory for

clected representatives,

—t
Pt

The Training process wiii be repeated for re-orientation every quarter.,

2 ‘DI A T\W\TT f‘ O MAAOTITIND C1IT
N A A\ A KAa i

BACKLO

viother Chiid Proiection Sessions will bo organized ai iho PLIC levol 1o covor
backlog every quarter.
This backlog for the quarter will be identificd by the Medical Officer of Health of

the PHC bv sertinizir ng documents like registers, of Anganwadi centers and sub-cenires,
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The Grama Panchayath will also be encouraged to keep a record of children to be

4. DEVELOPMENT OF DELAY ED IMMUNIZATION PROTOCOL TO
IDENTIFY LAPSES.

o Ll
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HER LOG

7. ADEQUATE SUPPLY UF VACCINE AND OT
o~
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Q "r‘LrnDﬁrTf‘L‘r 11\7‘7‘5‘0’1‘11“' ATTAN O OO
U, AAVVINU UL AT LAVLY v V4 ) )

PREVENTABLE DISEASES,

9. INVOLVEMENT OF PRIVATE PRACTIONERS OF NURSING ilOMIES
DIRING MASS CAMPAIGN ON HONORARITM BASIS

10. MAKE  SHIFT  ARRANGEMENTS  OF  FIELD  STAFIF  FROM
NIEIGIIBOURING DISTRICTS.

T Ardae tn nnhiawva wane 1NN0 covarnoca nf raritina smveniiniratine 1lha Callivavion oy
EE AR T 7 S AV AR L 7 VS UV AV § U719 S R VAV AY] WUVYVIMEY UL 1VULLULIV JULAIIGI L GUIUVLL WV AV LIV YY AL
. A 1o Lot ..
guxuuuwa aic 1o vE 10LOWEd.,
Appointing 2 Nedal Professional, preferably a postgraduate in Community
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Bijapur & Bagalkote District

I\dlbllu.l 0(. l\UIJPul

1
Gulbarg 2a (8 Taluks only) 1
1
1
1

Bidar + Gulbar fga (adjacent 2 T aluks)
Bcilary
Fl)arr19rw 1anaocar

marajanagar

The Six(6) Officers have fo he appointed afier thorough screening, regarding
k

his/her Xnowledge, zeal cnergy, metivation and commitment 1o the capee The Officey
oot vermad el 11 nes o Orcliomnta vl e vivaniviness Sl dictedne 00000 i3 T 5 P R
auan v yvvyuin i l\‘\«l)\/ l\.l\/lltl)‘ [Lyeie) UU'ULUUI“IV Viut uie vulivviinivu Wiouave Vitiviai, 31 Awv n)ll\)\ll\.l

Following mecasurcg will be taken Up on priority to lortity the ongoing
immunization activities,

1. Filling up of all vacant posts of ANMs and Stafr Nurg
3. ANMs to compulsorily reside at HQ.

4. ANM to be provided a two whecler | with adequate provision tor POL.

3. ANM 10 be provided a Helper for assisting her in immunization activitjcs,

Leave reserve ANM Posis siop £4p arrangemenis,

[*A)

m ok v -~ t

Pi'ép&i'u posi cards will be bl\/bu o0 ANMs to ICpoIt uigeit incssa 18CS 1
concerned authorities and draw thejr attention.

~3
F,

8. Ensuring continuous supply of registers and formats.

Provide a quaiified Statisiicai Assisiani ap taiuk ievei for daia mainicnance,
mnnitox_ng and annlvam

'\()

10. Provide a small ¢ contingency amount to the ANMs for conduc ing
immunization scs ssions, towards purchase of Iec/Kerosone c:c
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I. BACKGROUND

A. INTRODUCTION

India's first National Family Health Survey (NFHS-1) was conducted in 1992-93. The
Ministry of Hecalth and Family Weclfare (MOHFW) subscquently designated the
International Institute for Population Sciences, Mumbai, as the nodal agency to initiate a
second survey (NFHS-2), which was conducted in 1998-99. An important objective of
NFHS-2 is to provide state-level and national-level information on fertility, family
planning, infant and child mortality, maternal and child health, and nutrition of women
and children, and to examine this information in the context of related socioeconomic and
cultural factors. This information is intended to assist policymakers and programme
administrators in planning and implementing strategies for improving population, health
and nutrition programmes.

The NFHS-2 sample covers more than 99 percent of India's population living in 26
states. It does not cover, however, the union territories. NFHS-2 is a household survey
with an overall target sample size of approximately 90,000 ever-married women in the

age group 15-49.

NFHS-2 has been conducted with financial support from the United States Agency
for International Development (USAID) and UNICEF and technical assistance from ORC
Macro, Calverton, Maryland, USA, and the East-West Center, Honolulu, Hawaii, USA.
Thirteen field organizations were selected to collect the data. Some of the ficld
organizations are private sector organizations, and some are Population Research Centres
established by the Government of India in various states. Each field organization had
responsibility for collecting the data in one or more states. The Institute for Social and
Economic Change in Bangalore was selected as the field organization for NFHS-2 in

Karnataka.

An important purpose of this preliminary report is to make the basic findings of
NFHS-2 in Kamataka available to decision makers as soon as possible, in order to
maximize the usefulness of the findings. A more comprehensive final survey report for
Kamataka will be published later.




II. SURVEY DESIGN AND IMPLEMENTATION

A. SAMPLE DESIGN

The sample for the Kamataka state survey consisted of 4,273 successfully interviewed
households and 4,374 ever-married women age 15-49. The sample selection and
implementation procedures were designed to ensure that the survey provides statistically
valid estimates for population parameters and their sampling variances.

Reporting domains

The sample was designed to provide estimates for the state as a whole and for urban and
rural areas of the state. The sample sizes are not large enough to provide district-level
estimates.

Design

Within each domain, the sample was selected in two stages: the.selection of primary
sampling units (PSUs)—villages or census enumeration areas—with probability
proportional to population size (PPS) at the first stage, followed by the selection of
households within each sample area at the second stage, so as to achieve a self-weighting
sample of households (i.e., so as to give every household in the domain the same chance
of being included in the survey). '

Selection of sample areas

In rural arcas, thc 1991 Census list of villages scrved as the sampling frame. The list of
viilages was stratified on the basis of a hierarchy of variables: \

e by region, which is a grouping of districts according to their location and physical
characteristics

e within a region, by categories of village size and percentage of scheduled caste and
scheduled tribe population in the village'

e within each stratum, by level of female literacy in the village (obtained from the 1991
Census Village Directory)

'Scheduled castes and scheduled tribes are groups that are officially recognized by the Government of India as
underprivileged.
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From the list so arranged, the villages were selected systematically with
probability proportional to the 1991 Census population of the village. Small villages were
linked together to form PSUs of at least 50 households. Also, sample villages with more
than 350 households were segmented and two segments per village were selected using
the PPS method.

The procedure was similar in urban areas. The 1991 Census list of wards was
arranged according to districts, and within districts, by level of female literacy, and then a
sample of wards was selected systematically with population proportional to size. Next,
one census enumeration block, consisting of approximately 150-200 households, was
selected from each selected ward using the PPS method.

Selection of households

A mapping and household listing operation carried out in each sample area provided the
necessary frame for selecting households at the second sampling stage. The work was
carried out by 10 teams, each comprising one lister and one mapper, and the operation
was supervised by five field supervisors and two field executives. The teams were trained
from 16-24 January 1999 in Bangalore. The houselisting operation was carried out from
28 January to 31 May 1999.

The households to be interviewed were selected with equal probability from the
houschold list for an area, using a systematic sampling procedure. The interval applied for
the selection was determined so as to obtain a self-weighting sample of households. The
average number of households to be selected in each selected village was 35. To avoid
extreme variations in the workload, however, minimum and maximum limits of 15 and
00, respectively, were put on the number of houscholds that could be sclected from any
area.

B. QUESTIONNAIRES

Three types of questionnaires were used in NFHS-2: the Household Questionnaire, the
Woman’s Questionnaire and the Village Questionnaire. The overall content and format of
the questionnaires was determined in a series of workshops held at IIPS in Mumbai in
1997 and 1998. The workshops were attennded by representatives of a wide range of
organizations in the population and health fields, as well as experts working on gender
issues.

The questionnaires used for NFHS-2 in Kamataka were bilingual, comprising

questions in Kannada and English. The Household Questionnaire was used to list all usual
residents of each sample household plus visitors who slept in the houschold the night




before the interview. Basic information collected on each listed person includes age, sex,
marital status, relationship to the head of the household, education and occupation.
Information was also collected on the prevalence of certain diseases, namely asthma,
tuberculosis, malaria, and jaundice, and on certain risk behaviours, namely chewing paan
masala or tobacco, drinking alcohol, and smoking. Further, information was collected on
the usual place where household members go for treatment when they get sick, main
source of drinking water, type of toilet facility, source of lighting, type of cooking fuel
used, religion of the head of the household, caste/tribe of the head of the household,
ownership of a house, ownership of agricultural land, ownership of livestock and
ownership of selected items. In addition, a small sample of cooking salt used by the
household was tested to see if it was fortified with iodine. The Household Questionnaire
also asked about deaths occurring to household members in the two years before the
survey. Basic information on the age, sex, and marital status of household members and
visitors was used to identify eligible respondents for the Woman’s Questionnaire.

The Woman’s Questionnaire was used to collect information from eligible women,
defined as all ever-married women in the age group 15-49, including not only usual
residents of the household but also visitors who slept in the household the night before the
household interview. The questionnaire covered the following topics:

e Background characteristics

e Marmage

¢ Reproductive history

* Knowledge and use of contraception
¢ Antenatal, natal and postnatal care

e Quality of care

e Pregnancy

¢ Feeding practices for children

e Immunization and the health of children
¢ Reproductive health

e Fertility preferences

e Status of women

¢ Husband’s background and woman's work

* Acquired immune deficiency syndrome (AIDS)

In addition, the health investigator on each survey team measured the height and weight
of each respondent and each of her children born since January 1996. The height and
weight information is useful for assessing levels of nutrition prevailing in the population.
The health investigators also took blood samples in order to assess the haemoglobin level
of the respondent and each of her children born since January 1996. This information is
useful for assessing prevalence rates of anaemia among women and children.
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Haemoglobin levels were assessed in the field at the end of the interview using the
portable HemoCue System, which provides test results in less than one minute. Severely
anaemic persons received immediate referral to local medical authorities for treatment.

TRAINING AND FIELDWORK

Training of field staff for the main survey was conducted in Bangalore. The training was
conducted by officials of the Population Research Centre at the Institute for Social and
Economic Change, who were themselves trained in a Training of Trainers Workshop
conducted earlier by IIPS. The training in Bangalore consisted of classroom training,
general lectures, and demonstration and practice interviews, as well as actual field
practice and additional training for field editors and supervisors. Health investigators
attached to interviewing teams for height and weight measurements and anacmia testing
were given additional specialized training in a centralized training programme conducted
by IIPS in collaboration with the All India Institute of Medical Sciences (AIIMS), New
Delhi. The training included not only classroom training but also extensive field practice
in schools, anganwadis, and communities.

The main fieldwork for NFHS-2 in Kamataka was carried out by four interviewing
teams, each of which consisted of one field supervisor, one female field editor, four
female interviewers, and one health investigator. The fieldwork was carried out betwecen
21 February 1999 and 31 July 1999. Monitoring and supervision of the data collection
operations were carried out by the coordinators and senior staff of the Population
Research Centre at the Institute for Social and Economic Change. IIPS also appointed one
research officer who was assigned to help with the monitoring throughout the training and
fieldwork period, in order to ensure that correct survey procedures were being followed
and the quality of the data was being maintained. From time to time, project coordinators,
scnior research officers and other faculty members from IIPS, as well as staff members
from ORC Macro and the East-West Center, also visited the ficld sitcs to monitor the data
collection operation. The work of the health investigators was monitored separately by
medical health coordinators appointed by IIPS. The data were quickly entered into
microcomputers and field-check tables were produced to enable timely checks for certain
commonly occurring errors in eliciting information and filling out questionnaires.
Information from the field-check tables was fed back to the interviewing teams and their
supervisors in the field so that they could improve their performance if needed.

D. DATA PROCESSING

All completed questionnaires for NFHS-2 in Kamataka were sent to the office of the

Institute for Social and Economic Change in Bangalore for data processing. This
processing consisted of office editing, coding, data entry and machine cditing. The data




were processed using five microcomputers in conjunction with the data entry and editing
software known as the Integrated System for Survey Analysis (ISSA). Data entry was
done by four data entry operators under the supervision of senior staff at the Population
Research Centre at the Institute for Social and Economic Change who were trained at a
data processing workshop in Mumbai. Data entry and editing operations were completed
by October 1999. The tables for the preliminary report were produced at [IPS, Mumbai.

E. SAMPLE IMPLEMENTATION

Basic features of the sample are summarized in Table 1. A total of 133 PSUs were
selected, of which 41 were urban and 92 were rural. A total of 4,273 households and
4,374 eligible women were interviewed. The average number of women interviewed per
PSU was 37 in urban areas, 31 in rural areas and 33 overall.

Table | also shows response rates for the household interview and the woman’s
witerview, as well as the overall nonresponse for the survey. Nonresponse can occur at the
stage of the household interview, and subsequently, at the stage of the woman’s
interview. The last row of the table shows the overall effect of nonresponse at the two
stages. The survey succeeded in achieving a fairly high overall response rate of 92 per
cent. The overall response rate is lower (90 per cent) in urban areas than in rural areas (93
per cent).

Table 1 mple resyl
Number of Primary Sampling Units and sample results for households and ever-married women age 15-49, Karnataka, 1999
" Result Urban Rural Total
. Number of Primary Sampling Units (PSU) 41 92 133
Number of households interviewed 1,552 2,721 4273
Number of eligible women interviewed 1.504 2.870 4,374
Average number of interviéwed women per PSU 36.7 3.2 32.9
Household response rate 96.0 97.8 97.1
Individual response rate 93.5 95.3 94.7
Overall response rate 89.7 93.2 91.9
Note: Eligible women are defined as ever-mammed women age 1549 who stayed in the household the night before the
interview. This lable is based on the unweighted sample.
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III. RESULTS

A. HOUSEHOLD CHARACTERISTICS

A sociodemographic profile of the household sample covered in NFHS-2 in Karnataka is
presented in this section. Table 2 shows the distribution of the usual-resident household
population based on the weighted sample by sclected characteristics, namely age, scx,
marital status, female education and male education. There are 22,554 persons in the
weighted sample?.

The age distribution of the household population shows that the child population
(0-14 years) is proportionately larger in rural areas (34 percent) than in urban areas (29
percent). This is as expected, because of higher fertility in rural areas than in urban areas.
The overall sex ratio for Karnataka is 983 females per 1000 males. The sex ratio is 996 in
rural areas and 960 in urban areas. A lower sex ratio in urban than in rural areas may
result from the disproportionate migration of males to urban areas.

The data on marital status show that among women age 15 years or older, 66
percent are currently married, 15 percent are widowed, 2 percent are divorced, separated,
or deserted and 18 percent have never been married. A negligible percentage of women
are married but have not had gauna performed (less than 1 percent). The percentage of
never married women is lower in rural areas than in urban areas, as expected, since rural
women tend to marry at a younger age than urban women.

The data on educational levels of the population age six and above show that the
proportion of females who are illitcrate (45 percent) substantially exceeds the proportion
of males who are illiterate (26 percent). For both males and females, literacy levels arc
substantially higher in urban areas than in rural areas. The proportion of females who
have completed at least high school is more than three times as high in urban arcas (30
percent) as in rural areas (8 percent).

* The sample is designed so that the weighted total sample size is the same for houscholds and women as the unweighted
total sample size. This equality does not generally hold, however, for subgroups of the population.




(Table 2 Background characteristics of the household population

Percent distribution of the usual-resident household population in the survey by background characteristics.
Karnataka, 1999

Background characteristic Urban Rural Total
Age
0-4 84 10.0 9.4
5-9 9.7 11.8 11.0
10-14 10.8 12.2 11.8
15-19 11.1 10.9 11.0
20-24 10.5 8.9 9.5
25-29 9.2 8.0 8.4
30-34 1.5 6.4 6.8
35-39 7.3 6.5 6.8
40-44 5.5 5.1 52
45-49 54 4.7 49
50-54 37 3.6 3.7
55-59 3.3 3.0 361
60-64 2.8 3.5 3.2
65+ 438 55 52
Total population 7.832 14,723 22,554
Sex :
Male 51.0 50.1 50.4
Female 49.0 : 499 49.6
Total population 7.832 14,723 22,554
Sex ratio (females per 1,000 males) 960 996 983
Marital status of women age 15+
Currently married 63.7 66.5 65.5
Married, gauna not performed 0.2 0.3 0.2
Separated 08 1.3 1.1
Deserted 0.1 0.6 0.5
Divorced 0.3 0.2 0.2
Widowed 13.5 159 15.0
Never married 213 15.3 17.5
All women age 15+ 2,731 4,842 7,573
Female education’
lliterate 25.9 54.7 446
Literate, < primary school complete 143 15.8 15.2
Primary school complete 19.2 15.1 16.6
Middle school complets 10.9 6.1 7.8
High school complete 14.8 5.7 8.8
Higher secondary complete and above 149 2.6 6.9
All females age 6+ 3.439 6,442 9,881
Male education'
llliterate 121 33.6 25.9
Literate, < primary school complete 14.6 19.1 17.5
Primary school complete 18.6 20.3 19.7
Middle school complete 12.6 9.8 10.8
High school complete 18.5 9.5 12.8
Higher secondary complete and above 235 7.6 133
All males age 6+ 3.573 6.456 10.029

Note: This table and all subsequent tables are based on the weighted sample. . ) .
'In this report, “primary school complete™ means 5-7 completed years of education, "middle school complete
means 8-9 completed years of education, “high school complete” means 10-11 completed years of

education, and “higher secondary complete and above® means 12 or more completed years of education.

\




B. CHARACTERISTICS OF RESPONDENTS

Table 3 shows the distribution of respondents (ever-married women age 1549 years who
stayed in the household the night before the interview) by selected background
characteristics. The age distribution of respondents shows that 47 percent of respondents
in Karnataka are below age 30 and 22 percent are above age 39. Out of 4,374 women
interviewed, 92 percent are currently married, 6 percent are widowed, and 3 percent are
divorced, separated, or deserted.

Table 3 Background characteristics of respondents
Percent distribution of ever-married women age 1549 by background characteristics, Kamataka, 1999
Number
Background characteristic Urban Rural Total of women
Age
15-19 6.1 11.7 9.8 427
20-24 15.6 18.9 17.8 77
25-29 20.5 19.3 19.7 863
30-34 18.0 15.7 16.5 721
35-39 15.4 13.9 14.4 631
4044 133 11.6 12.2 534
4549 11.0 8.8 9.6 419
Marital status
Currently mamed 93.1 91.1 91.8 4,015
Separated 1.6 1.9 1.8 80
Deserted 0.2 0.9 0.7 29
Divorced 0.3 0.1 0.2 7
Widowed 4.8 59 55 242
Employment status
Working in family farm/business 54 226 16.6 726
Employed by someone else 17.4 36.2 29.6 1,296
Self-employed 7.8 48 5.8 254
Not worked in last 12 months 69.4 36.5 47.9 2.097
Missing 0.1 0.0 0.0 1
Education
llliterate 31.7 67.7 55.2 2414
Literate, < primary school complete 3.7 4.8 44 192
Primary school complete 17.3 127 143 626
Middle school complete 9.5 5.0 6.6 289
High school complete 19.2 6.6 11.0 482
Higher secondary complete and above 18.6 3.1 8.5 KYal
Number of women 1.523 2.851 4374 4374

Table 3 also shows that more than half (52 percent) of ever-married women in
Karnataka are doing work other than their own housework. Among all women, 17 percent
work either on a family farm or in a family business, 30 percent are employed by
somcone else, and 6 percent are self-employed. The proportion working is much higher in
rural areas (63 percent) than in urban areas (31 percent); however, the proportion of
employed women working for someone else is the same (57 percent) in both urban and
rural areas.
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Regarding educational qualifications, 55 percent of respondents are illiterate, and
only 20 percent have completed high school or gone on to a higher level. Urban
respondents are substantially better educated than rural respondents. For example, the

percentage of respondents who have completed at least high school is 38 percent in urban
areas and only 10 percent in rural arcas.

C. WOMEN’S AUTONOMY

NFHS-2 also provides information on selected indicato

rs of women’s autonomy and
status. The indicators in Table 4

pertain to women'’s participation in household decision
making, freedom of movement and access to money. Only 8 percent of respondents are
10t involved in any household decisionmaking at all. Regarding participation in particular
types of decisions, 88 percent are involved in decisions about cooking, 49 percent in
decisions about their own health care, 47 percent in decisions about purchases of
Jewellery and other major items, and 45 percent in decisions about going to stay with
parents or siblings. Regarding freedom of movement, 43 percent of respondents do not
need permission to go to the market, and 34 percent do not need permission to visit

relatives or friends. Sixty-seven percent of the respondents are allowed to have at least
some money that they can spend as they wish.

Table 4 also shows differences in w

omen’s autonomy by background
characteristics. In general,

autonomy as measured by women's participation in
decisionmaking, freedom of movement and access to money, incrcasces with age. A higher

percentage of urban women than rural women are involved in all types of
decisionmaking. Urban women, also have substantially greater freedom of movement and
greater access to money compared to rural women. According to employment status, it is
only women who are self-employed who consistently have greater autonomy than women
in other employment categories. With the exception of participation in decisions about
cooking, participation in all other types of decisions tends to increase with education.
Also educated women have greater freedom of movement and access to money than less
educated women. Sikh women are more likely than Hindu or Muslim women to
participate in each of the different decisions, to have freedom of movement and access to
money. Participation in any decision making does not vary much by caste/tribe status:
however, women belonging to the scheduled tribes are less likely than other women to
have access to money, and scheduled caste women are less likely than other women to
participate in most decisions and have lower freedom of movement.
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lTable 4 Women's autonomy

y background characleristics, Kamataka, 1999

Percentage of ever-married women involved in household decisionmaking, percentage of women with freedom
percentage of women with access to money b

of movement and

Percentage who

Percentage involved in do not need
Percent- decisionmaking about: permission to:
age not
involved in Pur- Staying Percent-
any Own chase of  with Go to Visit age with Number
decision- Cook- health jewellery, parents/ the friends/ accessto of
Background characteristic making ing care etc. siblings market relatives money women
Age
15-19 20.7 70.5 35.1 354 35.3 26.1 214 46.6 427
20-24 13.6 81.4 38.9 364 35.2 34.4 28.3 62.3 777
25-29 79 88.8 46.5 445 423 41.0 32.7 67.1 863
30-34 5.4 92.6 52.5 48.6 452 45.1 32.7 68.7 721
35-39 4.4 93.7 57.1 55.9 52.0 48.6 39.6 72.0 631
40-44 19 96.0 59.4 57.7 52.5 54.8 46.6 75.8 534
4549 3.8 93.7 58.2 56.8 52.5 53.5 41.6 74.4 419
Residence
Urban 6.9 89.1 55.5 54 .4 50.7 52.9 41.2 79.5 1.523
Rural 8.8 88.1 459 43.5 411 37.7 30.7 60.3 2,851
Employment status
Working in family
farm/business 10.3 86.5 49.0 46.8 43.0 39.4 33.8 60.4 726
Employed by someone
else 6.1 0.7 49.3 48.4 458 41.3 337 63.4 1.296
Self-employed 43 913 59.0 56.3 57.1 54.3 44.6 80.4 254
Not worked in last 12
months 9.1 87.3 48.1 45.6 42.6 43.9 33.7 69.9 2,097
Education
llliterate 8.0 89.3 45.7 440 40.9 38.6 313 59.9 2.414
Lit., < middle school
complete 6.8 89.5 52.3 48.6 45.7 417 324 68.3 818
Middle school complete 1.1 84.5 52.1 50.3 47.1 459 32.7 72.9 289
High school complete
and above 8.9 86.1 554 54.3 524 55.7 453 83.7 853
Religion
Hindu 8.1 88.4 49.7 47.2 44 4 446 354 66.9 3,741
Muslim 9.2 87.3 423 44.5 409 26.7 231 62.0 492
Sikh 4.8 91.3 60.3 57.9 59.2 56.7 434 86.5 105
Other (6.0) (91.1) (68.9) (62.9) (56.9)" (57.6) (54.7) (83.2) 35
Casteltribe
Scheduled caste 8.4 88.9 434 43.2 39.5 38.7 32.3 64.4 704
Scheduled tribe 74 88.6 46.6 43.9 427 46.2 354 53.8 252
Other backward class 74 89.2 52.9 49.8 47.2 451 35.0 67.9 1.809
Other' 8.8 87.6 48.4 46.9 442 421 344 69.7 1,559
Missing (18.2) (75.8) (38.6) (40.5) (34.4) (38.4) (34.4) (54.7) 49
Total 8.1 88.4 49.3 47.3 44.5 43.0 343 67.0 4374

Note: Total includes 1 woman with missing infoamaton on employment status, who i
() Based on 25-49 unweighted cases
'Women who do not belong to a scheduled caste. 3 S

cheduled lribe. or an other backward dass.

s not shown separately.
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D. FERTILITY AND REPRODUCTIVE PREFERENCES

Fertility levels have been estimated from the bi
woman in the survey. The fertility estimates pe

preceding the survey, which, in Kamataka, co
to 1998. Estimates of age-specifi
in Table 5 and Figure 1.

rth history data collected for each eligible
rtain to the three-year period immediately

rresponds roughly to the period from 1996
c fertility rates and total fertility rates (TFR) are shown

The NFHS-2 estimate of the TFR for the state as a whole is 2.13 children per
woman, which is the average number of children that would be born to a woman if she
experienced current age-specific fertility rates (for the three-year period before the
survey) as she lived through her reproductive years, ages 15-49. The NFHS-2 estimate
for TFR is lower than the Sample Registration System (SRS) estimate of 2.5 children
which is the average of the SRS estimates for the years 1996 and 1997. Under the age
schedule of fertility estimated from NFHS-2 in Kamnataka, a rural woman would have. on
average, 0.36 children more in her childbearing years than an urban woman.

Table 5 also shows how fertility changed between NFHS-1 and NFHS-2. Over the
% vear period between the two surveys, fertility has declined in Karnataka from 2.85
ctildren in 1990-92 to 2.13 in 1996-98. All age groups in both urban and rural areas
show dcclines in fertility, except the age groups 40—44 in urban arcas and 45-49 in rural
arcas. According to NFHS-2, fertility in urban areas (TFR=1.89) in Karnataka is now

below replacement level, although the fertility in rural areas (TFR=2.25) has yet to reach
replacement level.

Table 5 Current fertility

\
Age-specific and total fertility rates (TFR) for the three-year period preceding the survey, NFHS-1 and NFHS-2. Karnataka
Age-spedfic fertility rates
Urban Rural Total

NFHS-1 NFHS-2 NFHS-1 NFHS-2 NFHS-1 NFHS-2

‘e 1920-92 1996-98 1990-22 1996-98 1990-92 1996-98
15-19 0.094 0.069 0.147 0.135 0.129 0.112
20-24 0.169 0.160 0.226 0.180 0.206 0.172
25-29 0.127 0.091 0.138 0.089 0.134 0.090
30-34 0.057 0.042 0.069 0.033 0.064 0.037
35-39 0.020 0.010 0.026 0.009 0.024 0.009
40-44 0.002 0.005 0.009 0.002 0.006 0.003
4549 0.009 - 0.002 0.002 0.005 0.001
TFR 15-49 2.38 - 1.89 3.08 2.25 2.85 2.13
TFR 15-44 2,34 1.89 3.07 2.24 283 - 2.12
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The age pattern of fertility reveals a peak in the age group 20-24 years. This is true
for both urban and rural areas. Fertility shows a sharp decline beyond the age of 25 years.
The age-specific fertility rates are higher in rural areas than urban areas for the younger
age groups (below 25 years), but lower in rural areas than urban areas for most of the
older age groups. The contribution to fertility by older women (particularly by women
age 35 years or older) is marginal in both urban areas and rural areas. Specifically, the
proportion of total fertility due to fertility at ages 35 and older is 4 percent in urban areas
and 3 percent in rural areas.

Figure 1

Age-specific Fertility Rates by Residence
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preceding the survey NFHS-2, Karnataka, 1999

Future fertility preferences of currently married women, by the number of living
children that a woman has, are shown in Table 6 and Figure 2. Overall, 15 percent of
women do not want any more children, and an additional 58 percent cannot have another
child because either the wife or the husband has been sterilized or the woman says she
cannot get pregnant. Only 26 percent of all women say they would like to have another
child, and of those who do want another child 46 percent want to wait at least two years
before the birth of the next child. The results also show that the desire to stop
childbearing increases rapidly with the number of living children. Only 9 percent of
women with no living children do not want any (more) children or cannot have children
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(more) children is up to God.

figure rises to 84 percent for

n with four or more living

that the decision about having

Table 6 Reproductive preferences by number of living children

Percent distribution of Currently marmied

children, Karnataka. 1999

women by desire for children, according to number of living

Number of living children

Desire for children None One Two Three :‘%l:;or Total
Want another
Within 2 years 57.6 253 6.1 1.8 1.6 12.8
After 2 years 27.3 33.9 8.3 2.8 1.1 .7
Undecided when 37 1.5 1.1 0.7 0.5 1.2
Undecided 2.1 26 0.7 0.3 0.2 1.0
Up to God 0.7 0.2 0.1 0.2 0.8 0.3
Want no more 3.2 233 19.7 9.7 15.1 15.3
Sterilized 0.5 8.6 60.4 80.1 71.0 52.2
Declared infecund 4.9 4.7 35 43 9.7 5.4
Missing - - 0.1 - s =
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 428 662 1,137 880 907 4,015

‘ ~Less than 0.05 percent
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Figure 2

Fertility Preferences Among Currently
Married Women Age 1549

Other o g
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15%

NFHS-2, Karnataka, 1999

E, FAMILY PLANNING

In NFHS-2, women were asked about their knowledge of specific contraceptive methods
and whether they had ever used each of the methods they knew about. In addition, thcy
were asked whether they were currently using a method. and, if yes, which method they
were using. Women were also asked about their source of contraceptives and the kind of
care they received from health and family planning workers.

Knowledge of family planning

In the contraception section of the NFHS-2 Woman’s Questionnaire, women were asked
whether they had heard of each of seven contraceptive methods. If a respondent did not
know a method just by its name, the interviewer read a description of the method to her.
For each method about which a woman was aware, she was asked if she had ever used
that method.

Table 7 and Figure 3 contain information on currently married women'’s awareness
and use of specific methods. Knowledge of at least one modem method of family
planning (either spontaneously or after probing) is almost universal in urban areas as well
as in rural areas.
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Table 7 Knowiedge, ever Use and current use of family planning methods
Percentage of currently married women by knowledge, e

planning methods, Kamataka, 1999

Percentage Percentage
who know who ever used Currently
Contraceptive method method method using method

Any method 99.7 65.4

Modern method 99.7 62.3
Pill

83.3 5.4 1.0

IUD 86.0 . 14.5 5.0

Condom 75.3 54 2.4

Female sterilization 994 47.1 471

Male sterilization 86.7 1.1 0.9

Traditional method . 56.6 6.4 3.4
Rhythmvsafe periog 55.8 5.6

Withdrawal

Other method'

Number of women 1,418 1418
RURAL
Any method 99.2 59.0 57.4
Modern method 99.1 58.1 56.6
Pill 61.1 1.9 0.4
IUD 68.0 43 1.5
Condom 37.8 0.9 0.3
Female sterilization 98.7 53.9 53.9
Male stenlization 71.0 0.5 0.5
Traditional method . 33.9 2.1 0.7
Rhythnvsate period 33.7 1.9 0.6
Withdrawal 3.3 0.4 0.1
Other methog' 1.1 0.4 0.1
Number of women 2.597 2,597 2,597
TOTAL
Any method 99.4 61.3 58.3
Modern method 99.3 59.6 56.5
Pin 69.0 3.1 0.6
IUD 744 7.9 2.8
Condom 51.1 2.5 1.0
Female sterilization 99.0 51.5 515
Male sterilization 76.5 0.7 0.7
Traditional method . 419 3.7 1.7
Rhythmy/safe period 41.5 3.2 1.5
Withdrawal 8.4 0.7 0.2
Other methog' 1.1 ] 0.3 0.1
Number of women 4,015 4.015 4,015

""Other method®, which in the questionnaire was a write-in (not pre-coded) category. may be
either modem or traditional.
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Figure 3

Knowledge and Use of Family Planning Methods Among
Currently Married Women Age 1549
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NFHS-2, Karnataka, 1999

Women are most familiar with female sterilization (99 percent), followed by male
sterilization (77 percent), the IUD (74 percent), the pill (69 percent) and then the condom
(51 percent). Each of these methods is known by at least 75 percent of women in urban
arcas and 61 percent of women in rural areas, except for the condom, which is known by
only 38 percent of women in rural areas. At least one traditional method of contraception
is known by 42 percent of women overall, 57 percent of women in urban arcas and 34
percent of women in rural arcas. The rhythm/safe period method is better known than
withdrawal.

Ever use of family planning

Among currently married women age 15-49 in Kamnataka, 61 percent have ever used a
contraceptive method: 60 percent have used a modern method and 4 percent have used a
traditional method. Among modern methods, female sterilization is the most popular (52
percent), followed by the IUD (8 percent). The pill and the condom have each been used
by 3 percent of currently married women. Male sterilization is the least popular (1
percent). Among traditional methods, 3 percent of respondents have used the rhythm/safe
period method, and 1 percent have used withdrawal. Ever-use of modern methods is 62
percent in urban areas and 58 percent in rural areas.
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Current use of family planning

Regarding current use of contraception, Table 7 and Figure 3 show that 58 percent of
currently married women age 15—49 are using some method of contraception, 57 percent
usc a modern method, and 2 percent usc a traditional method. At the time of NFHS-1, 49
percent of currently married women were using some method of contraception, 48
percent were using a modern method and 2 percent were using a traditional method. A
comparison of NFHS-1 and NFHS-2 data shows that the use of modern methods has
increased by 19 percent during the 6 years between the two surveys.

In Karnataka, as in almost all other [ndian states, female sterilization is the most
popular contraceptive method and is used by 52 percent of currently married women. The
next most popular method, the IUD, by contrast, is being used by only 3 percent of
women. Male sterilization, oral contraceptives and condoms are each being used by no
more than 1 percent of women. Among traditional methods, the rhythm/safe period
‘nethod is being used by 2 percent of women and withdrawal by less than 1 percent.

There are some urban-rural differences in current contraceptive use. Contraceptive
prevalence is only slightly higher in urban areas (60 percent) than in rural areas (57
percent). The prevalence, however, of modern spacing methods like the pill, the condom
and the 1UD, though still low, is substantially higher in urban arcas (8 percent) than in
rural areas (2 percent). Traditional-method use is also higher in urban areas than in rural
areas.

Differences in rates of current contraceptive use for population subgroups arc
shown in Table 8. The overall rate of use (any method) increases steadily by age of
respondent through age 30-34 (where it rcaches 78 percent) and declines thereafter.
Among modern methods, female sterilization is consistently the single most popular
method at all ages. Women who had completed at least high school were much more
likely to be using each of the modern spacing methods or a traditional method than
women in any other educational category, although. overall, they were less likely to be
using any contraception than women in most other educational categories. The largest
differentials in current use are found by number of living children. Current use of
contraception, increases steadily from 3 percent for women with no living children to 82
percent for women with three living children. There is also 2 clear shift from reliance on
temporary methods among women with one or no living child (who may be primarily
interested in spacing children) to female sterilization among women With two or morc
living children (who are likely to have achieved their desired family size).
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Table 8 Current use of family planning methods by backqround characlerislics

Percent distribution of currently married women by contraceplive method currenlly used, according to background characteristics, Karnataka, 1999

Mod- Not
Any ern Female Male Tradi- Rhythm/ Other using Number
meth-  meth- Con- steri- sleri- tional sale With- meth- any Total of

Background characleristic od od Pilt IuD dom lization lization method period drawal od' method  percent women
Age

15-19 : 56 51 0.5 15 0.3 28 - 0.5 0.2 0.2 - 94 .4 100.0 414

20-24 36.6 359 0.7 37 1.0 30.6 - 0.7 0.5 0.1 - 63.4 100.0 744

25-29 66.3 64.2 0.5 42 13 58.1 0.1 1.9 1.8 0.1 0.2 33.7 100.0 811

30-34 775 75.8 1.2 37 14 69.5 - 1.7 1.5 0.2 - 225 100.0 669

35-39 76.9 733 0.6 25 16 68.1 06 34 32 02 02 23.1 100.0 564

40-44 721 69.1 - 0.7 07 658 1.9 31 2.7 04 - 279 100.0 455

45-49 63.6 63.3 0.3 03 06 58.4 37 03 03 - - 36.4 100.0 357
Resldence

Urban 59.9 56.4 1.0 50 24 471 0.9 34 31 03 0.1 401 100.0 1,418

Rural 57.4 56.6 04 15 03 539 0.5 0.7 0.6 0.1 0.1 42.6 100.0 2,597
Education »

lliterate 58.7 58.1 0.2 0.2 0.1 56.7 0.8 0.5 0.4 0.1 0.1 413 100.0 2,154

o= Lit., < middle school
complete 62.1 61.9 07 20 04 58.3 04 0.3 0.3 - - 37.9 100.0 756
Middle school complete 51.7 513 04 40 08 46.2 - 04 - 0.4 - 48.3 100.0 279
High school complete and
above 56.0 494 1.5 97 4.1 33.6 0.6 6.5 6.0 0.5 - 440 100.0 827

Number of living chlidren

None 31 21 07 0.2 0.7 05 - 1.0 0.7 0.2 - 96.9 100.0 428

1 24.0 19.6 0.9 78 23 84 0.1 44 37 0.8 - 76.0 100.0 662

2 69.0 67.0 0.5 44 1.6 59.7 0.7 20 19 0.1 - 31.0 100.0 1,137

3 82.1 81.6 03 0.8 04 794 0.7 0.5 0.5 - - 17.9 100.0 880

4+ 729 718 0.6 0.1 0.2 69.8 1.2 0.8 0.8 - 0.3 271 100.0 907
Total 1549 58.3 56.5 0.6 28 1.0 51.5 0.7 1.7 1.5 0.2 0.1 41.7 100.0 4,015
Total 1544 57.8 559 0.6 30 1.1 50.8 04 1.8 1.6 0.2 0.1 422 100.0 3,658

- Less than 0.05 percent
'"Other method", which in the questionnaire was a write-in (not pre-coded) category, may be either modem or traditional.




Source of methods

In NFHS-2, women who reported current use of a modern method of contraception at the
time of the survey were asked where they had obtained the method the last time. Results

are presented in Table 9.

Table 9 Source of modem contraceptive methods
Percent distribution of current users of modem conlraceptive methods by source of method, according to specific
method, Karnataka, 1999 B
Contraceptive method
Female Male All modern

Source of method IUD Condom sterilization sterilization methods'

URBAN
Public medical sector 50.2 (9.3) 771 » 70.7
NGO/Trust hospital/clinic - (=) 1.2 * 1.0
Private medical sector 49.8 (48.7) 21.7 ¢ 25.8
Shop - (36.1) - ¢ 2.2
Don't know? = (5.9) - . 0.2
Total percent 100.0 100.0 100.0 100.0 100.0
Number of users 71 M4 668 13 800

RURAL
Public medical sector (60.0) * 949 * 93.3
NGO/Trust hospital/clinic (=) * 0.3 * 0.3
Private medical sector (40.0) * 438 ¢ 6.1
Shop (=) s - ¢ 0.2
Don't know? (-) ¥ - ‘ 0.1
Total percent 100.0 100.0 100.0 100.0 100.0
Number of users 40 8 1,400 13 1,470

TOTAL
Public medical sector 53.7 (12.4) 89.1 (80.7) 85.3
NGO/Trust hospital/clinic - (-) 0.6 (=) 0.5
Private medical sector 46.3 (46.7) 10.3 (19.3) 131
Shop - (34.0) - (=) 0.9
Don't know? - (7.0) - (=) 0.1
Total percent 100.0 100.0 100.0 100.0 100.0
Number of users 11 42 2,068 26 2,270
Note: NGO denotes a nongavernmental organization.
() Based on 2549 unweighted cases
* Percentage not shown, based on fewer than 25 unweighted cases
- Less than 0.05 percent ) .
'In this table, “all modern methods" refer to the four modem methods indicated. plus the pill which is not shown
separately due to small number of cases. ) )
For pill and condom, includes women who say their husband or a friend or other relative obtained the method, but
they do not know the original source of supply.
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For Kamnataka, overall, the majority of couples (85 percent) obtain their method
from a public-sector source. Private-sector medical institutions provide methods to
another 13 percent of users, and 1 percent of users obtain their supply from a shop and
other sources.

Substantial differentials in the source of methods are found between urban and
rural arcas. Although the public sector is the major source in both urban and rural areas,
93 percent of rural users obtain their method from a public sector source compared with
71 percent of users in urban areas. Notably, however, the private medical sector is almost
as important a source for [UDs as the public sector, in both urban and rural areas. Also,

the majority of users of the condom obtain their supply from the private medical sector
(47 percent) or shops (34 percent).

Quality of family planning services

One of the most important factors influencing family planning use is the quality of family
planning services, which has been receiving increasing emphasis in the government’s
reproductive and child health care efforts. Table 10 shows, by urban-rural residence, the
percentage of current users of contraception who were told about other methods by the
person who motivated them to use their current method. The table also shows the
percentage of current users who were told about side effects or other problems by a health
or family planning worker at the time of accepting the method, and the percentage who
received follow-up services from any source after accepting the method.

Table 10_Quality of family planning services

Percentage of current users of modem contraceptive methods who were told about other methods, who were told
about side effects or other problems and who received follow-up services by residence, Kamataka, 1999

Percentage who  Percentage

Percentage were told about who received

who were lold side effects or follow up after

about other Number other problems acceptance of  Number

methods by of with current current of
Residence motivator' users' method? method users
Urban 122 342 38.5 81.4 800
Rural 5.1 828 359 82.5 1,470
Total 72 1.170 36.8 82.1 2,270

'Excludes women whao were self mouvated.
2By a health and family planning worker at the time of accepting the current method




Among all current users, 7 percent were told about other methods by their
motivator. The proportion of urban women told about other methods by their motivator is
twice as high (12 percent) in urban areas as in rural areas (5 percent). Thirty-seven
percent of women were told about side effects or other problems associated with their
current method by a health or family planning worker at the time of accepting their
method, and 82 percent received follow-up services after accepting the method. These
percentages vary little by urban-rural residence.

F. QUALITY OF CARE

Table 11 shows additional quality-of-care indicators that pertain to the last home visit by
a health practitioner or to the last visit by the respondent to a health facility during the 12
months preceding the survey, specified by source of services received (public or
private/NGO?) and by type of visit (home visit or visit to a health facility). In this table,
the visit could be for any health-related reason or for family planning or for both.
Regarding home visits, 10 percent were for family planning only, 81 percent were for
health only, and 6 percent were for both family planning and health. Eighty-nine percent
of respondents said that the health worker spent enough time with them and 79 percent
said that the worker talked to them nicely.

Regarding visits to a health facility, 99 percent were for health only, 1 percent
were for both health and family planning and less than 1 percent were for family planning
only. Almost all respondents actually received the service for which they went (99
percent). The median waiting before receiving service is 29 minutes and is about the same
at both public sector and private/NGO sector facilities. In all other respects, however, the
private/NGO sector facilities are rated better than public sector facilities. The proportion
of respondents reporting that the health practitioner spoke nicely to them is higher in the
private/NGO sector (80 percent) than in the public sector (68 percent). The proportion
reporting that their need for privacy was respected is also higher in the private/NGO
sector (92 percent) than in the public sector (83 percent). Finally, the proportion that rate
the facility as very clean is considerably higher in the private/NGO sector (77 percent)
than in the public sector (59 percent).

¥ An NGO is a nongovernmental organization.
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Table 11_Quality of care

Quality-of-care indicators for last home visitvisit to a health facility within the last 12 months by
public/pnvate source of service and by type of visil. Kamataka, 1999

Source of most recent service received

Number visiting a health facility

Quality indicator Public sector Private sector/NGO Total
HOME VISIT
Percentage who received different
services
Family planning only 9.6 * 9.5
Health only 81.0 * 81.0
Both 5.7 * 5.8
Only other services received 37 * 3.6
Percentage who said worker spent
enough time with her 88.8 * 88.8
Percentage who sald worker talked
to her
Nicely 78.9 ¢ 79.1
Somewhat nicely 20.4 ¢ 20.2
Not nicely 0.7 * 0.7
Number receiving home visit 744 7 751
VISIT TO A HEALTH FACILITY
Percentage who went for different
services
Family planning only 0.7 0.3 0.4
Health only 98.1 99.3 98.9
Both 1.1 0.4 0.7
Percentage who
received service they went for 98.9 99.5 99.2
Median waiting time (minutes) 29.7 29.2 294
Percentage who said the staff spent
enough time with her 92.2 96.8 95.1
Percentage who said staff talked to
her
Nicely 68.0 80.3 75.8
Somewhat nicely 30.3 19.1 23.2
Not nicely 1.7 0.5 0.9
Missing - 0.1 -
Percentage who said
staff respected her need for privacy' 83.1 92.3 89.0
Percentage who rated facility as
Very clean 589 76.8 70.2
Somewhat clean 38.5 225 28.4
Not clean . 25 0.7 1.3
Missing 0.1 0.1 0.1
1,119 1.909 3.028

Notes: NGO denotes a nongovemmental organization. Case
public sector nor private sectoe/NGO are exduded from the table.
*Percentage not shown, based on fewer than 25 unweighted cases
'‘Based on women who said they needed privacy

s where the source of service was neither

23




G. MATERNAL CARE

Safe motherhood and child survival constitute one of the most important programmes run
by the Government of India. Proper care during the antenatal period and during delivery
is crucial for the good health of both the mother and the child. In NFHS-2, respondents
who gave birth to at least one child during the three ycars preceding the survey werce
asked a series of questions about maternal care and services received for each of the two
most recent births during that period. Results from these questions are shown in Tables 12
and 13.

Table 12 shows that, by and large, women in Kamnataka made substantial use of
antenatal care services for their births during the three years preceding NFHS-2. Seventy-
five percent of the women received at least two tetanus toxoid injections during
pregnancies leading to live births in the last three years. Seventy-eight percent of women
received any iron/folic acid (IFA) tablets or syrup and 74 percent received the
recommended three-month course. Overall, 86 percent of women received at least one
antenatal check-up during their pregnancy. Additionally, for 82 percent of pregnancies,
women received antenatal check-ups outside the home. For 70 percent of the pregnancies,
women visited doctors, while for another 11 percent of pregnancies they visited other
health practitioners. For 5 percent of pregnancies, women received a check-up only at
home.

Analysis of the data by current age of mother shows that the level of utilization of
antenatal services is higher among women age 20-34 than among other women. In
kceping with this finding, the level of utilization is also higher among women of lower
parities than among women of higher parities.

Analysis by place of residence shows that antenatal services are utilized more by
urban women than by rural women. Similarly, more-educated women are much more
likely to utilize antenatal care services than less-educated women. Education is also
positively associated with the likelihood of getting care from doctors. The proportion who
received antenatal care from a doctor increases from 54 percent for illiterate women to 95
percent for women who have completed at least high school.

Another important aspect of maternal and child care scrvices is the encouragement
of institutional deliveries and conducting deliveries under the overall supervision of
trained health professionals, in order to ensurc safe delivery and better health of the
mother and child. Accordingly, NFHS-2 asked women where they gave birth for the two
most recent births that occurred during the three years preceding the survey: and who
assisted at the delivery.

24




- '—',.‘,3'.‘
a7

S

B=
b
N
k=
E B Table 12 Antenatal care

! Percentage of births whose mothers received various types of antenalal services among births in the three years preceding the
E = survey by background characteristics, Kamataka, 1999

B —

Received
E; = ironand  Received

4 Received folicacid  antenatal

. 20 Received tablets or check-up Received antenatal check-up
E! - more iron and syrup for  only outside home from'

! dosesof folicacid 3or through Number
E; = Background tetanus tablets or more home Other health Other of
= =] characteristic toxoid Syrup months visit Doctor professional person births
EY =) Mother's current age

15-19 69.4 736 68.5 4.2 64.6 14.1 - 254
x, B 20-34 76.6 79.4 76.0 50 72.0 10.5 0.1 989
| Y = 3549 (67.6) (70.3) (67.5) (2.6) (62.3) (10.6) (-) 37

=

‘{ _-j Residence

Urban 85.1 834 80.5 1.2 86.7 6.5 - 398
F‘ - Rural 70.3 75.6 71.4 6.4 62.9 13.3 0.1 882

ol
I Mother's education
E- llliterate 62.4 67.7 63.4 8.0 53.7 15.1 - 672
1Y Lit., < middle school

1oy complete 83.9 86.7 83.3 2.4 83.2 9.8 0.5 211
F" | Middle school complete 81.8 86.4 79.8 - 82.0 10.7 - 110
| High school complete and

| above 94.7 92.6 90.8 1.0 95.1 3.2 - 287

. -

’ dgg Birth order

F" - 1 86.5 83.0 80.1 09 82.0 10.3 - 462
4 1 2-3 71.8 78.0 725 5.5 69.8 10.5 - 580
E_ - 4.5 64.6 72.7 727 11.6 514 15.5 - 172

i 6+ 484 57.3 52.7 8.7 425 1.8 15 67
- 5 Total 74.9 78.0 74.2 48 70.3 1.2 0.1 1,280

H Note: Table includes only the two most recent births in the three years preceding the survey.

Ff a ( ) Based on 2549 unweighted cases
- Less than 0.05 percent
F_‘ a 'Includes all women who received an antenatal check-up outside the home, even if they also received a check-up at home from a
health worker. If more than one source was mentioned. only the provider with the highest qualification is considered.
F- 3
(S8D)! Table 13 shows that 51 percent of deliveries occurred in institutions such as
- government-operated district, tehsil (or taluk), town or municipal hospitals, primary

l - health centres, private hospitals and private nursing homes. The majority of institutional
b 3 deliveries (54 percent) were conducted in government-operated facilities, where 55
: l D percent were attended by doctors and 45 percent by paramedical staff. By contrast, 87
k-1 » : i % . P

I percent Ode]IVCUCS n pI'lVthC institutions were attcnded by doctors.

B 3]

I Noninstitutional deliveries constituted 48 percent of all deliveries. Only 17 percent
5‘} DI of the noninstitutional deliveries were attended by a doctor or other health professional.
G- 3 The large majority (83 percent) were attended by other persons, including traditional birth

J attendants, relatives or friends.
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deliveries of women age 15-19 took place in institutions compared with 57 percent of
deliveries of women age 35-49; however, institutional deliveries fall sharply with birth
order. Seventy percent of first births were delivered in institutions compared with 2]
percent of births at order 6 or higher.

Table 13 Assistance at delivery

| Percentage who received as
and background characterist

sistance at delivery among births in the three years preceding the survey by place of delivery, type of assistance
ics, Kamataka, 1999

LN

= Less than 0.05 percent

Note: Table includes only the two most recent births in the three years preceding the survey.
() Based on 2549 unweighted cases

'TBA is a traditional birth attendant.

Delivered in institution Not delivered in institution 7
: . Other
Public Private health Don't Number
Background profes- know/ Total of
characteristic Doctor  Other Doctor  Other Doctor  sional TBA' Other missing  percent births
Mother's current age
15-19 15.8 13.7 10.2 43 3.1 8.9 15.6 28.1 04 100.0 254
' 20-34 15.2 12.2 224 2.8 1.5 5.9 15.1 241 0.7 100.0 989
’ 35-49 (13.6) (10.8) (30.0) (2.6) (=) (-) (10.4) (29.8) (2.7) 100.0 37
Residence
Urban 22.0 16.6 36.4 3.8 1.3 6.3 5.3 8.3 - 100.0 398
Rural 12.3 10.6 13.0 2.8 2.0 6.3 19.5 32,5 1.0 100.0 882
Mother's education )
llliterate 12.3 11.2 6.7 2.1 1.9 6.8 21.4 36.5 1.0 100.0 672
Lit.. < middle school
complete 19.1 16.2 20.7 4.7 1.0 5.2 14.1 18.4 0.5 100.0 211
Middle school complete 19.1 20.7 26.7 1.9 - 5.4 9.2 16.2 0.9 100.0 110
I High school complete
| and above 18.2 9.5 49.0 49 2.7 6.2 3.2 6.3 - 100.0 287
Birth order l
1 22.1 14.5 284 4.5 2.1 5.8 8.9 13.3 0.4 100.0 462
2-3 13.1 119 17.9 2.3 1.7 6.7 15.6 29.9 0.9 100.0 580
4.5 6.4 10.5 11.2 2.9 0.6 6.8 249 36.0 0.6 100.0 172
6+ 10.2 8.8 7.5 1.6 28 4.5 28.0 35.1 1.5 100.0 67
Total 15.3 125 20.2 3.1 1.8 6.3 15.1 25.0 0.7 100.0 1,280
|

LB B e b 2 Shonrs oug

AT TIT

e R o - S nerad $ss TR x



,fi[

Any-

'— -n-l—..-l_]!d A_"ﬁ.
LV ]

"

oy
re

TRURUBRURURU

C)

we
\
\

l‘ﬁr

1)
Ay

YRR FRE IR F T
8 W 8 oy 8w

N pommm B e e 8 — e M) AI? imjp i
! ¥ !

UV U BURBUEC U]

)

)

i w W N N

R — = pemsm ju pusmml B DENME B PSS i SN M Geench N bumerm N Bmeew M Beees
' : '
(U]

i

H. IMMUNIZATION OF CHILDREN

The Expanded Programme on Immunization (EPI) was initiated in India in 1978.
Consistent with guidelines issued by the World Health Organisation (WHO), this
programme has the objective of immunizing children against six preventable killer
diseases, tuberculosis, polio, diphtheria, pertussis (whooping cough), tetanus, and
measles. One dose of BCG vaccine for tuberculosis, one dose of measles vaccine, three
doses of DPT vaccine, and three doses of polio drops should be given by the time a child
1s 12 months old. Booster doses of DPT and polio vaccines may be given after 12 months
of age.

In order to step up the pace of immunization, the Government of India initiated a
special programme called the Universal Immunization Programme (UIP) in 1985-86.
This scheme has been introduced in every district of the country, and the target is to
achieve 100 percent immunization coverage. Pulse Polio Immunization Campaigns
(PPIC) began in December 1995 as part of a major national effort to eliminate polio.

An immunization card is issued for each child who is brought for immunization.
This card indicates the particulars of each type of vaccination (number of doses and date
of each dose) received by a child. Caregivers are instructed to bring the card with them
for updating each time a child is vaccinated. Sometimes they forget to bring the card,
however, in which case the card may not include all the vaccinations received.

In NFHS-2, respondents were asked whether they had an immunization card for
each child under 3 years of age. If the card was available, the interviewer was instructed
to copy the dates of each vaccination onto the questionnaire. Women were then asked
about any vaccinations received by the child that were not listed on the card. If a child
never received an immunization card, or if the mother was unable to show the card, the

‘purpose of the various vaccinations was explained to the mother, and she was asked if the

child received those vaccinations.

Table 14 and Figure 4 present findings on vaccinations received by respondents’
children age 12-23 months, an age by which children should have received all
vaccinations scheduled for infancy (i.e., for the first\12 months of life). Out of 426
children age 12-23 months, mothers showed an immunization card for 41 percent of
children. Based on information recorded on the card or reported by the mother, 60 percent
of children are fully vaccinated, and 8 percent have not received any of the vaccinations.
These results show that the immunization status of children in Karnataka is nowhere near
100 percent, and there is a long way to go to achieve universal immunization coverage of
young children.
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Table 14 Vaccinations by background characteristics
Percentage of children age 12-23 months with immunization cards seen by the interviewer, and the percentage who have received each vaccine (according to the
immunization card or mother’s report), by background characteristics, Karmnaltaka, 1999
Percenl- Percentage of children age 12-23 months who received Number
age wilh of
Background characteristic a card BCG Polio0 DPT1 DPT2 DPT3  Poliol Polio2 Polio3 Measles All' None children
Sex of child
Male J9.8 84.8 284 85.3 829 76.1 91.3 88.5 79.3 69.3 62.8 8.3 217
Female 42.7 B4.8 243 88.7 868 744 925 89.6 77.2 65.2 57.1 7.0 209
Residence
Urban 52.8 87.4 8.7 914 89.8 781 93.7 91.4 81.2 69.4 59.0 55 128
Rural 36.2 83.7 21.2 85.1 82.7 740 91.1 88.0 77.0 66.4 60.4 8.6 298
Mother's education
llliterate y 27.6 749 14.2 781 75.8 64.0 86.8 827 67.1 54.9 466 123 218
Lit., < middle school .
complete 44.7 97.4 355 97.4 96.1 84.2 98.7 97.4 0.7 76.3 71.2 1.3 76
Middle school complote (56.4) (91.7)  (30.3) (94.4) (91.6) (86.0) (94.4) (91.6) (86.0) (77.7) . (72.2) (5.6) 36
High school complete )
and above 63.5 948 456 96.0 93.7 89.6 97.0 95.9 90.8 84.4 77.0 3.0 96
Total ’ 41.2 84.8 26.4 87.0 84.8 75.2 91.9 89.0 78.3 67.3 60.0 7.7 426
Ad]usted total from NFHS-1, )
1992-1993 344 81.7 A5 80.6 76.6 70.7 82.1 7.7 714 54.9 522 152 546
Note: Excepl for the last line of the lable, the lable is based on NFHS-2. The last line of the table shows comparable results from NFHS-1.
( ) Based on 25-49 unweighted cases )
'Children who are fully vaccinaled, i.e., those who received BCG, measles, and three doses each of DPT and polio vaccines (excluding Polio0).
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Analysis of the vaccine-specific data shows that immunization coverage of
children is 85 percent for BCG, 75 percent for three doses of the DPT vaccine, 78 percent
for three doses of the polio vaccine (cxcluding the polio0 vaccine given at the time of
birth), and 67 percent for measles. The coverage is about the same for DPT and polio
because these two vaccines are usually administered together. The proportion of children
who received DPT vaccinations decreases from 87 percent for DPT1 to 75 percent for
DPT3, and the proportion who received polio vaccinations decreases from 92 percent for
Poliol to 78 percent for Polio3. These findings indicate a fair amount of dropping out
before completing these tWo series of vaccinations.
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The differentials between population groups in the proportion of children for
whom the mother showed an immunization card are in the expected directions. An
immunization card was shown for 53 percent of children in urban areas compared with
only 36 percent of children in rural areas. The proportion of mothers showing
immunization cards for their children rises sharply with mother’s education but does not
differ substantially by sex of child.
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Vaccination coverage, however, varies little by urban-rural residence but does vary
sharply by mother’s education. Only 47 percent of children of illiterate mothers are fully
vaccinated compared with 77 percent of children of mothers with who have completed at
least high school. Boys are slightly more likely than girls to be fully vaccinated.

Table 14 also shows how vaccination rates and the proportion of children for
whom the mother showed an immunization card changed between NFHS-1 and NFHS-2.
The proportion of mothers who showed an immunization card increased from 34 percent
to 41 percent over the six years between the two surveys. During this period the
percentage fully immunized increased from 52 percent to 60 percent. The coverage of
three doses of Polio increased slightly from 71 percent to 78 percent, however, the
coverage of Polio0 increased fourfold, from 6 percent in 1992-93 to 26 percent in 1999.
The percentage who did not receive any of the vaccinations declined from 15 percent in
NFHS-1 to 8 percent in NFHS-2.

L. CHILDHOOD DIARRHOEA

Diarrhoea is a major killer of children under five years of age in India. In order to control
diarrhoca, more than a decade ago the government launched an Oral Rehydration Therapy
(ORT) Programme as one of its priority activities for child survival. Undecr this
programme, an effort has been made to increase the awareness of women and the
community at large about the dangers of dehydration from diarrhoea and how to treat the
dchydration. The government makes Oral Rchydration Salt (ORS) packets widely
available to deal with cases of acute dehydration.

In order to assess the current situation regarding the prevalence of diarrhoca and
the use of oral rehydration therapy, all respondents were asked a series of questions about
diarrhoea among children under three years of age and the treatment received. Table 15
shows that 14 percent of children under age three suffered from diarrhoea during the two
weeks before the survey. It should be noted, however, that there are major seasonal
variations in the prevalence of diarrhoea, so that current prevalence cannot be assumed to
reflect the situation throughout the year.

The findings on prevalence of diarrhoea by age of child show that the percentage
who suffered from diarrhoca in the past two wecks is highest among children age 6-11
months (18 percent). The prevalence of diarrhoea does not vary much by sex of the child
or urban-rural residence. Children of mothers who have only completed middle school are
more likely than children of mothers in any other educational catcgory to have suffercd
from diarrhoea.
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Table 15 Prevalence of diarrhoea and use of oral rehydration therapy (ORT
Among children under three years of age, the percentage reporied by the mother to have had diarrhoea in the past two
weeks, and the percentage of those with diarrhoea in the past two weeks who were given ORS packets or other ORT,
by background characteristics. Kamataka,1999
Percentage Percentage of children with diarrhoea
of children who were given:
who had Number of
diathoea in  Number children
past 2 of ORS with
Background characteristic weeks children packets Other ORT Any ORT diarrhoea
Age of child
< 6 months 124 197 ® ® * 24
6-11 months 18.1 219 (29.8) (40.5) (52.8) 40
12-23 months 154 426 45.6 52.7 66.5 66
24-35 months 104 376 (37.9) (53.9) (69.0) 39
Sex of child
Male 135 627 34.0 43.6 53.0 85
Female 14.2 590 34.2 47.5 62.9 84
Residence
Urban 125 382 (38.1) (46.6) (61.5) 48
Rural 14.5 836 32.5 452 56.5 121
Mother's education
llliterate 13.8 628 29.5 346 51.6 87
Lit., < middle school compiete 14.0 202 (28.7) (50.3) (50.3) 28
Middle school complete 16.7 107 * ® . 18
High school complete and above 12.9 280 (43.9\ (63.3) (71.6) 36
Total 13.9 1,218 4.1 45.6 57.9 169
Note: Table includes only surviving children from among the two most recent births in the three years preceding the
survey.
() Based on 2549 unweighted cases
*Percentage not shown, based on fewer than 25 unweighted cases

Among children who suffered from diarrhoea during the two weeks preceding the
survey, 58 percent received any ORT in at least one of the following forms: a solution
made from ORS packets, gruel, increased fluid intake or a homemade solution of sugar
salt and water. Thirty-four percent of children with diarrhoea received a solution made
from ORS packets. Because the number of children who had diarrhoea during the two
weeks before the survey is quite small, it is difficult to interpret differences in the use of
ORT for children in different subgroups. It appears, however, that girls are more likely
than boys to be treated with any ORT when sick with diarrhoea. Further, urban children
are more likely to receive ORT than rural children. Similarly, the likelihood of receiving
any ORT is also much higher for children of mothers who have completed at least high
school than for other children.
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J. INFANT AND CHILD MORTALITY

The level of infant and child mortality is a basic indicator of the quality of life in a
society. Although the questionnaire and interviewing procedures used in NFHS-2 were
designed to collect complete and accurate mortality data, the reporting of date of birth and
age at death of deceased children can be taxing for mothers, who may not remember the
dates accurately. Indeed, some mothers may be reluctant to report childhood deaths at all.
Accordingly, the data on childhood mortality should be viewed with caution until a more
thorough analysis is conducted.

Table 16 and Figure 5 present several mortality rates for three five-year time
periods: 0—4, 5-9, and 10-14 ycars before the survey. The following rates are presented:

e Neonatal mortality—the probability of dying within the first month of life;

e Post-neonatal mortality—the difference between infant mortality and neonatal
mortality;

e Infant mortality—the probability of dying between birth and exact age one
year;

e Child mortality—the probability of dying between the first and fifth birthdays;

e Under-five mortality—the probability of dying between birth and the fifth
birthday.

Table 16 Infant and child mortality
Infant and child mortality rates for three five-year periods preceding the survey, Kamataka, 1999

Neonatal Post-neonatal Under-five
Years preceding  monrtality moctality Infant mortality Child mortality  mortality
survey (NN) (PNN) (+Qo) («Qv) (sQ0)
04 371 14.4 51.5 18.9 69.4
59 50.8 21.0 7.7 25.3 95.2
10-14 . 425 277 70.1 40.4 107.7

Note: The first 5-year period before the survey does not include the month of interview. Post-neonatal mortality
is computed as the difference between infant and neonatal mortality. Rates are specified on a per-thousand
basis. See text for definition of rates.

The infant mortality rate for Kamataka for the five-year period immediately
preceding the survey is estimated to have been 52 per 1000 live births. This means that 5
out of every 100 children born in Kamataka did not survive until their first birthday.
Child mortality for this period was 19 per 1000, and the under-five mortality ratc was 69
per 1000. Thus, approximately one in 14 children died before completing S years of age.
There has been a decline over the three five year periods in most of the mortality rates.
Declines in nconatal mortality and infant mortality have, however, not been stcady. Both
rates increased a little between the farthest two periods and then declined sharply between
the two most recent periods.
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Figure 5

Infant and Child Mortality by Time Period
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Note: Rates are for 5-year periods
preceding the survey NFHS-2, Kamataka, 1999

The NFHS-2 infant mortality estimates for Karnataka are slightly lower than
recent estimates for the Sample Registration System (SRS) of the Office of the Registrar
General. The average of the SRS cstimates for the years 1995-98 is 56, which is slightly
higher than the NFHS-2 estimate of 52 per 1,000 for the five-year period before the
survey (approximately 1994-98).

K. ANAEMIA AMONG WOMEN AND CHILDREN

Anaemia is a condition that results when the level of haemoglobin in the blood is too low.
Haemoglobin in the red blood cells transports oxygen from the lungs to other tissues and
organs in the body, so that these tissues and organs can perform their functions. A
deficiency of haemoglobin means a deficiency of the body’s ability to deliver oxygen to
those tissues and organs. Anaemia usually results from a nutritional deficiency of iron,
folate, vitamin B, and some other nutrients. This type of anaemia is commonly referred
to as iron-deficiency anaemia.
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Anaemia has detrimental effects on the health of women and children and may
become an underlying cause of maternal death. antenatal loss, and perinatal loss.
Anaemia among children can be associated with impaired cognitive performance, motor
development, coordination, language development and scholastic achicvement, as well as
incrcased morbidity from infectious discases. Early detection of anaemia can help to
prevent complications of pregnancy and delivery as well as problems with child
development. Measurement of the prevalence of anaemia can provide important
information for development of health interventions. such as iron fortification, to prevent
anaemia among women and children. i

Because anaemia is such a serious health problem in India, NFHS-2 undertook
direct measurement of haemoglobin levels of all ever-married women and their children
under three years of age. This measurement was done in the field using the HemoCue
system. In this system, a single drop of blood from a finger prick (or heel prick in the casc
~ ol infants below six months of age) is drawn into a cuvette, which is then inserted into a
portable, battery-operated instrument. In less than one minute, the haemoglobin
concentration is indicated on a digital read-out. Results are shown in Tables |7 and 18.
These tables distinguish four levels of anaemia:

* no anacmia—haemoglobin concentration of 11.0 grams/decilitre (g/dl) or higher for
children or pregnant women and 12.0 g/dl or higher for nonpregnant women

* mild anaemia—10.0~10.9 g/dl for children or pregnant women and 10.0-11.9 g/dl for
nonpregnant women

* modcrate anacmia—7.0-9.9 g/dl

* severe anaemia—less than 7.0 g/dI

Appropriate adjustments in these cutoff points have been made for persons living at
altitudes above 1,000 metres and women who smoke. since both of these groups requirc
more haemoglobin in their blood.

Results for women are shown in Table 17 and Figure 6. Overall, 58 percent of
women have no anaemia, 27 percent are mildly anaemic, 14 percent are moderately
anacmic, and 2 percent are severely anaemic. The prevalence of anaemia is relatively
high among younger women age 15-24 (47 percent). rural women (46 percent), illiterate
women (48 percent), women of ‘other’ religions (51 percent), scheduled caste women (47
percent), scheduled tribe women (46 percent), and women working in a family farm or
family business or employed by someone else (47 percent). The prevalence of anaemia is
relatively low among women who have completed at least high school (32 percent), urban
women (36 percent), and Christian women (37 percent). Pregnant women are only
slightly more likely than nonpregnant women to be anaemic at all, but are twice as likely
as nonpregnant women to be moderately anaemic.
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Table 17_Anaemia among women

Percent distribution of women by degree of iron-deficiency anaemia, according to background characteristics. Kamataka, 1999

Percentage of women with:

Percentage  Number
No Mild Moderate  Severe Total with any of
Background characteristic anaemia anaemia anaemia anaemia Percent anaemia women
Age
15-24 52.6 293 16.4 1.7 100.0 47.4 1,141
25-34 59.8 254 12.5 24 100.0 40.2 1,503
3549 59.3 258 12.2 2.7 100.0 40.7 1,476
Number of living children
0 55.4 26.0 17.2 1.4 100.0 44.6 442
1 58.5 231 15.9 2.5 100.0 415 669
2 56.6 30.1 10.9 25 100.0 434 1.170
3 60.1 24.3 13.7 1.9 100.0 39.9 908
4+ 56.8 27.3 12.9 3.0 100.0 43.2 930
Residence
Urban 64.2 246 9.8 1.3 100.0 35.8 1,439
Rural 54.0 277 154 29 100.0 46.0 2,681
Education
llliterate 52.5 28.7 15.5 3.3 100.0 47.5 2,255
Lit., < middle school complete 59.4 26.8 11.5 23 100.0 40.6 778
Middle school complete 62.4 217 15.5 04 100.0 37.6 281
High school complele and above 68.3 2.1 9.1 0.5 100.0 31.7 806
Religion
Hindu 57.4 26.4 13.8 2.4 100.0 42,6 3,539
Muslim 58.6 27.0 124 2.0 100.0 414 450
Christian 63.3 30.6 6.2 - 100.0 36.7 99
Other (48.7) (35.4) (12.6) (3.3) 100.0 (51.3) 31
Casteltribe
Scheduled caste 53.4 26.0 18.3 24 100.0 46.6 674
Scheduled trnbe 54.1 27.2 16.5 2.2 100.0 45.9 231
Other backward class 58.1 26.8 12.7 2.4 100.0 41.9 1,717
Other' 59.7 26.3 11.7 2.2 100.0 40.3 1,453
Missing (50.0) (35.0) (12.9) (2.1) 100.0 (50.0) 46
Employment status :
Working in family farm/business 52.7 28.0 15.2 41 100.0 47.3 679
Employed by someone else 52.6 29.7 154 2.3 100.0 474 1,203
Self-employed 57.0 259 14.7 24 100.0 43.0 243
Not worked in last 12 months 62.3 244 11.6 1.8 100.0 317 1,995
Pregnancy/breastfeeding status
Pregnant 51.5 20.7 24.9 28 100.0 48.5 277
Breastfeeding (nonpregnant) 54.6 30.3 12.5 25 100.0 454 714
Nonpregnant/non-
breastfeeding 58.8 26.3 12.7 2.3 100.0 41.2 3.129
Total 57.6 266 135 23 100.0 424 4,120

Note: Haemoglobin levels are adjusted for altitude and smoking when calculating the severity of anaemia. Total includes 1 woman

with missing information on employment status, who is not shown separelely.
() Based on 2549 unweighted cases
‘Women who do not belong to a scheduled caste, a scheduled tribe, or an oth

er backward class.
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Figure 6
Anaemia Among Women and Children
\
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‘Results for children are shown in Table 18 and Figure 6. Overall, 34 percent of
children have no anaemia, 19 percent are mildly anaemic, 40 percent are moderately
anaemic, and 7 percent are severely anaemic. A much higher proportion of children (66
percent) than women (42 percent) were found to be anaemic. Children of 12-23 months
have the highest prevalence of anaemia (78 percent), perhaps due to the initiation of

“\._weaning at this age, coupled with poor nutritional supplementation. Rural children are
ore likely than urban children to be anaemic. Also, male children are slightly more
- than female children to be anaemic, as are Muslim children compared with Hindu

™ Anaemia is, how ever, even higher among children of birth order 6 and above

;\:ex > children of illiterate mothers (73 percem),. scheduled caste childr_cn (73
fam1 “dren whose mothers are severely anaemic (81 perc.ent). Anaemia rates
pelatis “'dren of mothers who have completed at ]eas? high school. Notab!y,
S " of the children (54 percent) even In this group. are anaemic.
slightly n =lationship between anaemia status of mothers gnd their
a8 HGTTHTE ~asequences of poor maternal health on the children, as
Preg. 1d their children.
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Table 18 Anaemia amongq children

Percent distribution of children under three years of age by degree of iron-deficiency anaemia, according to background

characteristics, Karnataka, 1999

Percentage of children with: b

Percentage  Number
No Mild Moderate  Severe Total with any of

Background characteristic anaemia anaemia anaemia anaemia percent anaemia children
Age of child

< 12 months 43.8 20.8 33.7 1.7 100.0 56.2 345

12-23 months 21.9 20.2 48.7 9.2 100.0 78.1 356

24-35 months 37.8 16.4 36.8 9.0 100.0 62.2 308
Residence G

Urban 37.6 19.8 38.0 4.6 100.0 62.4 326

Rural 32.6 18.9 411 7.5 100.0 67.4 685
Sex of child

Male 31.8 17.0 43.0 8.2 100.0 68.2 516

Female 36.7 21.5 37.0 4.8 100.0 63.3 496
Birth order

1 40.8 16.0 38.5 4.7 100.0 59.2 357

2-3 31.2 215 39.7 7.6 100.0 68.8 469

4-5 31.0 214 39.8 7.8 100.0 69.0 141

6+ (22.3) (13.4) (57.8) (6.5) 100.0 (77.7) 45
Mother's education

llliterate 26.6 19.2 443 9.8 100.0 734 503

Literate, < middle school

complete 38.5 20.5 371 3.9 100.0 61.5 177

Middle school complete 36.8 16.8 42.0 44 100.0 63.2 90

High school complete

and above 45.7 19.1 32.7 25 100.0 543 242
Religion

Hindu 4.5 19.6 40.3 5.6 100.0 65.5 820

Muslim 30.9 18.6 38.1 124 100.0 69.1 167
Caste/tribe

Scheduled caste 26.8 20.8 44 4 8.0 100.0 73.2 198

Scheduled tribe 34.7 19.8 37.6 8.0 100.0 65.3 61

Other backward class 375 18.1 41.6 2.8 100.0 62.5 357

Other' 35.5 18.5 37.0 9.0 100.0 64.5 384
Mother's anaemia status

Not anaemic 39.1 209 35.3 4.8 100.0 60.9 538

Mildly anaemic 31.0 17.3 440 7.8 100.0 69.0 310

Moderately anaemic 25.1 16.1 49.7 9.2 100.0 749 138

Severely anaemic (19.1) (23.3) (42.5) (15.1) 100.0 (80.9) 26
Total 42 19.2 40.1 6.6 100.0 65.8 1,012

Note: Haemoglobin levels are adjusted for altitude when calculating the severity of anaemia among children. Total includes 20

children who are “christian®, 4 children belonging to “other” religions and 11 children with missing information on the
caste/tribe. who are not shown separately. .

() Based on 25-49 unweighted cases

'Children who do not belong to a scheduled caste. a scheduled tribe, or an other backward dass
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” Please confirm your consent to the above Agreement by signing in a legally binding
form and retumning the enclosed copies.

We enclose a copy of the present letter with the request to forward it to Government of
India and in due course also to the consultants.

Yours faithfully,

KREDITANSTALT FURgRAUFBAU
- el

Enclosures

Standard form for Statement of Contracts

Supplementary Conditions (for payments under the disposition fund procedure)
Organizational structure of the project

Agency Contract

Guidelines of Kreditanstalt fur Wiederaufbau for procurement in the field of
Financial Cooperation

Memo for Progress Reports
Terms of Reference for the Consultant

Guidelines for the Disbursement of Funds of Financial Cooperation and
Comparable Programmes by KfW

B Ny s

© N

Read and agreed:

Frankﬁim am Main, -

this /6 day of Jen., 1997 : 5 this day of %, 199%

KREDITANSTALT FUR WIEDERAUFBAU ~ GOVERNMENT OF KARNATAKA
—Femtas L
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' Draft Aide Memoire )
\ L ‘ vj\
e | KIW review mission ) \, -

] ~ (on the 12" of June 1999 in DelhT and from the 14" to the 158" of June 1999 In Bangalore)

on'the Project "Upgrading Secondary Level Heallh Care Facililies in the Gulbarga
: Divisiori, Slule of Karmalaka, Phasao |"

g
A KfW-mission consisting of Ms, Regina Schneider (E’roject Manager) and Mr,
Gerhard Redecker (Senior Construction Advisor) visited India to revie ' )
Project "Upgrading Secondary Level Heallh Care Facililies in the Gulbarga’ Divisjon,
State of Karnalaka, Phase |" (the Project). During heir visit the KIW-mission had
discussions with Messrs. Tawhid Nawaz-and Dr. David Porter (World Bank and -
Southern General Hospital NHS Trust) in Delhi, the Honourable Minister for Health &
"Family Welfare, Dr. H.C. Mahadevappa, Messrs. A. Sengupla (Secretary to
-Government, Heallr & Family Welfare Department), Dr, S, Subramanya (Project
.Q - «dministralar & E/o Addl. Secretary to Governmenl) and the other members of |he
W Karnataka Heallth Systems Development Project-Team, Government of Karnataka,
I : . The KIW-mission
would like to express their sincere gratitude lo (he representatives of the Gok and
especially to Dr, Subramanya for (he kind hospitalily, the Very open discussion and
lhe excellent co-operation, The drall Alde Memoi e Ssummarises the maln lindings
and conclusions of (he KfW-mlss[o_n, which are subject lo e approvai of {he
managemment of KIW and heé Governiment of Kamalaka, . '

Consulling Services 1'

During the course of discussions the mission slaled t

hal, for a number of reasonls‘,'a
considerable delay has already occurred in the planning process, alfecling the cveral|

time schedule of the Project. With the aim of supporling the capacily of lhe loca|
archilects, during the past months, the Consultant was engaged in aclivities relaled

'~ the elaboralion of funclional layouts and preliminary- designs, These aclivilies arg
Lot covered by the Terins of Relerence of lhe Consulling Contract. As g
S consequence, the assigned person-months for consulling services have been ulilised %
: in excess of the time schedule and work programine, Therefore, a re—programming of

the consulting services and adjustiment of the ToR are required. The following
general conclusions were reached: Y-

- The planning work by the local archi
has lo'be speeded Up considerably,

- Involvement of KIW for approval of plans andg tenders shall be limiled lo he
aspects mentioned below. -

- Inline with the procedures of the World Banl- |
Development Projecl (KHSDP), quality audit / control of the ¢

done by an independent Conslruclion audil firm which is spec
- The Consullant shal| be required to reg

of the project in order not lo delay impl

- The quality of overal| pProject monilorin
improved substantially,

clina more-flexible manner lo (he needs
emenlalion ‘

g andreporling by the C()llSl.lHal'll_ has lo be'

. - "(
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of above co%siderations, the following principles for ah amendment lo
g Conlract have beén agreed upon:

rlospilal Planner, Mr, Stojanovic, h'a's'_‘bgr-;_rj» replaced by Mr.' Filz,
- sconsullant for on-sile conslruclionT»iéUpervlslon?shallzbeareqwred. .
sne ‘Consultant shall attend to all pending planning issues and monitor the
7implementalion of civil works, ‘
" For on-sile quality audit, the Projecl-Executing Agency (PEA): sho'uld'contlracl an
independent conslruction audit firm by way of the compelitive bidding process ,

according lo the procedures eslablished in the KHSDP..The cost shall be includgd\-
- inthe~Consulling - Contract:

The input of the local partner of the Consulting Consortium, Messrs. STEM?
be substantially scaled down, ’ -

delailed proposal on liwe lime schedule, ToR and work schedule shall be worked
ut by the Consultant shortly. The general guidelines for the Consultant's
wolvement in the planning and implementation process are eslablished below:

. - :
~elir " ~ary Designs / Civil Works

(‘-./ . .’ .
W has recenlly been presenled wilh 3 balches of planning documents pre-checked

v the Consultant, 2 of them (10 hospitals) have already been reviewed. Comments
ere given and approval in principle communi

|

inél Design and Tender Documentls / Civil Woriks

"e final designs and tender documents shall be

elaboraled by the local architects,
e technical specificalions to be followed are I

10se eslablished for the KHSDP,
d documents and check on the

on the Preliminary Designs. This
e respeclive documentation to the

n India, or in his office in Germany.
(eilher individually or in balches)
tant shall forward to PEA and K
1e sumimarised final cost eslimate
). Any comments which may still be

1€ spol logelher wilh the Building
Consullant during site visits, ex-

for each hospilal to Kfwy is not
1

corporation of his /, KIwW's comments made

vision shall take place upon presentalion of th
ons.u .nt, eilher during a slay of the Consullant
1e LA shall forward the sets of documents
rectly to the Consultant. After review, the Consul

srutiny Commillee, or-be counterchecked by lhe
)st. The submission of final design documents
) !

quired. .

a full set of tender '
achment nol yet recejved by
W for no-objeclion (lypical technical specilicalions, lypical sel of BoQ elc.). Once
W has slated jl's no-objeclion to- (lhe sample sel

bmission of tender documents s required.” -

&
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of documenls, no further®.
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< ndering and Awarding of Conlracts / Civil Works ' \

Once the Cerlilicate of~Conformily has been Issued by (he Consullan| on the Fina) -

@lhe'PEATg copy of the ,signedfcont,cact,_:._sFaH;‘be_ fg_{j/ya‘i?r‘qu._(llo KW for informatlon.;,.,

) 'r.espective‘amount'off15%"‘shaH‘jbei;considereq;as_,"c_ontingency;i
‘ﬁ.f,eslir,na_lq-‘_qf‘ each hospitalg

gg;ordersf‘of;jup’loﬂ5%'01' the' co:7lractf-atlxou:'ql ,(a,;u){_hqugglel;varg’_alion ho

Design and Tender Documenta(ion, the PEA will make lhe lender adverllsemenl. The

thgﬂrequﬁe_s{ of the EEA;e‘Aft;emalh,e no;ob}ection;by;Kfvv'*and,'_signing of the con(ract_by«

b
Variation Orders / Civil Works l )
‘

IUis understooq that rehabilitation works'require SO0me adjuslments to the BoQ during
implemenlation. The*PEA is en(i\lled.tOjdir,eQ{Uy;,,r]_egotialeuwilh the contr

the:,conlrachamount);Wiltvoulfi"addit3onélT‘clearance?bW’U1e:Consullanl or-"KfW.f'The pr

. e
Urgent Repair Work/Hosgila!s : J_.‘j S \

Contractors after ,te,nderin’g,. or by laboyr Conlracts direcy
local hospital adminislralion. The term "Force-Accounl"
d‘ ;‘. i

The Consultant shall not inlervene'ih the Clearance of"any delailed Expendilure on
this subject prior to jts Payment out of the Disposilion Fund. The PEA should now
proceed Mmediately- (g initiate (he respeclive works, All P
Cleared by the Project Administralor under (he lerms established j
Agreement. After finalising the Urgent Repair works, the pPgp will
eXpenditure for the request for replenishmen| lo KIW. The C
vrtify that g eXpenditure has been made for project pur

I line wilh {}e Procedures applied in the KHSUP, the PEA sha
equipment Procurement Per ilem-ang elaborale

Bangalore, lhe 15 of June 199g
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\ \L, 'Draft Aide Nlemoire

KfW review mission
(on the 12" of June 1999 in Delhi; and from the 14" to the 158" of June 1999 in Bangalore)

on the Project "Upgrading Secondary Level Health Care Facilities in the Gulbarga
Division, Slale of Karnataka, Phase |"

.

A KfW-mission consisting of Ms. Regina Schneider (Project Manager) and Mr.
Gerhard Redecker (Senior Construction Advisor) visited India to review the ongoing
Project “"Upgrading Secondary Level Health Care Facilities in the Gulbarga’ Division,
State of Karnataka, Phase I" (the Project). During their visit the KfW-mission had
discussions with Messrs. Tawhid Nawaz and Dr. David Porter (World Bank and
Southern General Hospital NHS Trust) in Delhi, the Honourable Minister for Health &
Family Welfare, Drl H.C. Mahadevappa, Messrs. A. Sengupta (Secretary to
-Government, Health & Family Welfare Department), Dr. S. Subramanya (Project
Administrator & E/o Addl. Secretary to Government) and the other members of the
Karnataka Health Systems Development Project-Team, Government of Karnataka,
as well as with representatives of the Consultant Consortium. The KfW-mission
would like to express their sincere gratitude to the representatives of the GoK and
especially to Dr. Subramanya for the kind hospitality, the very open discussion and
the excellent co-operation. The draft Aide Memoire summarises the main findings
and conclusions of the KfW-mission, which are subject to the approval of the
management of KIW and thé Government of Karnataka. '

Consulting Services

\
During the course of discussions the mission stated that, for a number of reasons, a
considerable delay has already occurred in the planning process, affecting the overall
time schedule of the Project. With the aim of supporting the capacity of the local
architects, during the past months, the Consultant was engaged in activities related
to the elaboration of functional layouts and preliminary-designs. These activities are
not covered by the Terins of Reference of the Consulting Contract. As a
consequence, the assigned person-months for consulting services have been utilised 2
in excess of the time schedule and work programme. Therefore, a re-programming of

the consulting services and adjustment of the ToR are required. The following
general conclusions Wwere reached: \

c -

- The planning work by the local architects as well as clearance by the Consultant
has to be speeded up considerably.

- Involvement of KW for approval of plans and tenders shall be limited to the
aspects mentioned below. : '

- Inline with the procedures of the World Bank-funded Karnataka Health Systems v
Development Project (KHSDP), quality audit / control of the construction shall be ’
done by an independent construction audit firm which is specialised for that task,

- The Consultant shall be required to react in a more flexible manner to the needs
of the project in order not to delay implementation.

- The quality of overall project monitoring and reporting by the Consultant has to be
improved substantially.
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ae basus of above gonsiderations, the following principles for an amendment to d\/
/«.,_,z,onsultlng Contract have beén agreed upon: \

- The Hospital Planner, Mr. Stojanovic, has been replaced by Mr. Fitz.

- " No consullant for on-site construction supervision shall be required.

- The Consultant shall attend to all pending planning issues and monitor the N
implementation of civil works.

- For on-site quality audit, the Project-Executing Agency (PEA), should contract an
independent construction audit firm by way of the competitive bidding process

accordung to the procedures established in the KHSDP.- The cost shall be |ncluded

in the Consulting Contract.

- The input of the local partner of the Consulting Consortium, Messrs. STEM7 shall:’ «
be substantially scaled down. /

-

A detailed proposal on the time schedule, ToR and work schedule shall be worked
out by the Consultant shortly. The general guidelines for the Consultant's
involvement in the planning and implementation process are established below:

“-eliminary Designs / Civil Works

KfW has recently been presented with 3 batches of planning documents pre-checked
by the Consultant, 2 of them (10 hospitals) have already been reviewed. Comments
were given and approval in principle communicated to the PEA. It is understood that
the local architects / engineers will incorporate these comments, as far as relevant
and possible, into the final design. There is no need to submit a revised version of
the Preliminary Designs to KfW for additional concurrence.

Finél Design and Tendef Documents / Civil Works

The final designs and tender documents shall be elaborated by the local architects.
The technical speCIflcatlons to be followed are those established for the KHSDP.
The Consultant shall review these designs and documents and check on the
incorporation of his /,KiW's comments made on the Preliminary Designs. This
revision shall take place upon presentation of the respective documentation to the
“ansultant, either during a stay of the Consultant in India, or in his office in Germany.
.« PEA shall forward the sets of documents (either individually or in batches)
directly to the Consultant. After review, the Consultant shall forward to PEA and KfW
a statement of conformity together W|th a copy of the summarised final cost estimate
(only broken down by bills, not items or sub-items)."Any comments which may still be
required on the final designs, shall be cleared on the spot together with the Building
Scrutiny Committee, or be counterchecked by the Consultant during site visits, ex-

post. The submission of final design documents for each hospital to KfW is not
required.

" Complementary to the bid documents already cleared by KIW earlier, the Consultant

shall provide KW with an inventory of all documents contained in a full set of tender .
documents, submitting any standard document or attachment not yet received by
KIW for no-objection (lypical technical specifications, typical set of BoQ etc.). Once ,
KIW has stated it's no-objection to the sample set of documents no further. *
submission of tender documents Is required. o
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#2_ndering and Awarding of Contracts / Civil Works

D]

-

’

Once the Certificate of Conformity has been issued by the Consultant on the Final

Design and Tender Documentation, the PEA will make the tender advertisement. The
tenders shall be analysed and an evaluation report shall be prepared by the PEA,
together or in co-ordination with the Consultant. A copy of the evaluation report and
the proposal for contract award, together with a certification of the Consultant, shall
be forwarded to KfW for no-objection. The direct involvement of the Consultant in the
actual tender evaluation process will depend on his availability in India as well as on
the request of the PEA. After the no-objection by KfW and signing of the contract by
the PEA, a copy of the signed contract shall be forwarded to KfW for information. .

lff «'.,,‘
Variation Orders | Civil Works )

It is understood that rehabilitation works require some adjustments to the BoQ during
implementation. The PEA is entitled to directly negotiate with the contractors variation

“orders of up to 15% of:the contract amount (any single variation not to exceed 5% of

the contract amount) without additional clearance by the Consultant or KfW. The

respective amount of15% shall be considered as contingency in the overall cost
estimate of each hospital.

erlen \hu« )
Urgent Repair Work / Hospitals L'S 5

It was clarified that Urgent” Repair Works can be either carried out by local
contractors after tendering,. or by labour contracts directly handled by the PEA or the
local hospital administration. The term “Force-Account’ used by the Consultant
should be dropped. |

The Consultant shall not intervene’in the clearance of any detailed expenditure on
this subject prior to its payment out of the Disposition Fund. The PEA should now
proceed immediately to initiate the respective works. All payments are only to be
cleared by the Project Administrator under the terms established in the Separate
Agreement. After finalising the Urgent Repair works, the PEA will prepare a list of
expenditure for the request for replenishment to KfW. The Consultant shall only
certify that all expenditure has been made for project purposes. For that, he shall
carry out random checks on the utilisation of the funds and appropriateness of the
works to the extent he sees necessary for his certification.

Equipment Procurement l ‘S

In line with the procedures applied in the KHSDP, the PEA shall tender the
equipment procurement per item-and elaborate the' respective tender evaluation
report for concurrence by the Consultant and no-objection by KfW. The first

evaluation report shall be prepared by the Consultant whigh shall serve as a model
for subsequent evaluation. "

Bangalore, the 15" of June 1999

y
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Telefax number: 0091 - 80 — 220 4154 / 225 2499 officar 1n charge:  Ms, Schneider

our ret.: Schn
Government of Karnataka extension: 2856 ‘
Health and Family Welfare Department small; regina.schneider@kfw.de .
Attn.: Mr, A, Sengupta, Secretary to Government date; September 10, 1999
Il Stage (First Floor), Multistoreyed Building,
Dr. B.R. Ambedkar Veedhi '}U"'b';;l of pages
Bangalore-560 001, India Unal, this pags)
Lilla- German Flnanclal Cooperation with Indla

Upgrading Secondary Level Health Care Facllltles in the Gulbarga Divislon,
State of Karnataka, Phase |

Subject: Our meeting with the project team on the 4" of September 1999 |n Bangalore

Dear Mr. Sengupta,
k)

all members of the project team and especially to the project administrator Dr. Subramanya for
their dedication and hard work to overcome the previous difficulties and to shorten the
implementation period as much as possible,

1. Based on the agresment reached during our last visit the consultant contract has already been

amendment are valuedlby all parties concerned and seem to be — apart from some minor
Mmisunderstandings — useful and contributive to the project goal,

JAI3ANSCH IN\OEBED4a\41 RERICH\WVISt999,doc

KREDITANSTALT Palmengantenstrane 5-9 Postfach 11 1+

F Telofon: (069) 74 31-g SW.LET. KFWIDEFF
FUR WIEDERAUFBAU 60325 Frankfurt am Maln €O ™ Ty

Tolotax (069) 74 31 2944  Intarnet http://vww. Jetw.de




with the consultant undertook the tedious task of revising the cost estimates for al| hospital
thereby taking out all non-essential items, Contrary to your and our concern that the project
funds available would evenlually nol allow 1o cover all consiruction work, the new cost

estimates are rather promising. According to these estimates, all essential construction cost
can be mei out of the project funds,

tender andqward activities from the election-based standstill. Thus, tender for the first

construction can he floated in September, construction might already commenca in
December.

Thanking you very much for your good cooperation and ﬁnderstanding.

Yours sincerely,
KREDITANSTALT FUR WIEDERAUFBAU

Pischke Schneider

cc.. 1. Mr. Anshu Prakash, Deputy Secretary, Ministry of Finance, Department of Economic
Affairs, New Delhi-1 10 001, Telefax number: 0091—1 1-3014048 / 3017511
2. KiW-Office, via e-mall \/ ‘
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CREDIT NUMBER 2833 IN

Project Agreement

(Second State Health Systems Development Project)
between
INTERNATIONAL DEVELOPMENT ASSOCIATION
and

STATE OF KARNATAKA
STATE OF PUNJAB
STATE OF WEST BENGAL
and
PUNJAB HEALTH SYSTEMS CORPORATION

Dated ACRIL , 1996




CREDIT NUMBER 2833 IN
PROJECT AGREEMENT

AGREEMENT, dated ~ A(ZIL 1% , 1996, between
INTERNATIONAL DEVELOPMENT ASSOCIATION (the Association) and TEE
STATE OF KARNATAKA, THE STATE OF PUNJAB, THE STATE OF WEST
BENGAL, acting by their respective Govemors (the Project States) and PUNJAB
HEALTH SYSTEMS CORPORATION (PHSC).

WHEREAS (A) the Association has received a letter dated February 13, 1996.
February 15, 1996 and February 8, 1996 from the State of Karnataka, the State of Puniab
and the State of West Bengal respectively (collectively the Project States), each such
letter describing a program of objectives, policies and actions to improve the primary
and first referral levels of health care (hereinafter referred to as the Kamnataka Heaith
Sector Development Program, the Punjab Health Sector Development Program and tze
West Bengal Health Sector Development Program, respectively) and declaring tae
respective Project State’s commitment to carry out its Health Sector Development
Program;

WHEREAS (B) by the Development Credit Agreement of even date herewtth
between India, acting by its President (the Borrower) and the Association. tze
Association has agreed to make available to the Borrower an amount in various
currencies equivalent to two hundred thirty five million five hundred thousand Spec:al
Drawing Rights (SDR 235.500,000), on the terms and conditions set forth in the
Development Credit Agreement, but only on condition that the Project States and PHSC
agree to undertake such obligations toward the Association as are set forth in tais
Agreement;

WHEREAS the Project States and PHSC, in consideration of the Association's
entering into the Development Credit Agreement with the Borrower, have agreed o
undertake the obligations set forth in this Agreement;

NOW THEREFORE the parties hereto hereby agree as follows: -

ARTICLE I

Definitions

Section 1.01. Unless the context otherwise requires, the several terms defined n
the Development Credit Agreement, the Preamble to this Agreement and in the Generzi
Conditions (as so defined) have the respective meanings therein set forth.
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ARTICLE I
Execution of the Project

Section 2.01. (a) The Project States and PHSC declare their commitment to the
objectives of the Project as set forth in Schedule 2 to the Development Credit
Agreement, and, to this end, shall carry out the Project with due diligence and efficiency
and in conformity with appropriate administrative, financial and health practices, and
shall provide, or cause to be provided, promptly as needed, the funds, facilities, services
and other resources required for the Project.

(b) Without limitation upon the provisions of paragraph (a) of this Section
and except as the Association and the Project States and PHSC shall otherwise agree, the
Project States and PHSC shall carry out the Project in accordance with the
Implementation Program set forth in Schedule 2 to this Agreement.

(c) Without limitation upon the provision of paragraph (a) of this Section,
Punjab shall promptly make available the proceeds of the Credit received from the
Borrower to PHSC as part of its grant contribution in accordance with the provisions of
the Ordinance.

Section 2.02. Except as the Association shall otherwise agree, procurement of
the goods, works and consultants' services required for the Project and to be financed out
of the proceeds of the Credit shall be governed by the provisions of Schedule 1 to this
Agreement.

Section 2.03. (a) The Project States and PHSC shall carry out the obligations set
forth in Sections 9.03, 9.04, 9.05, 9.06. 9.07 and 9.08 of the General Conditions (relating
to insurance, use of goods and services, plans and schedules, records and reports,
maintenance and land acquisition, respectively) in respect of the Project Agreement and
the Project.

(b) For the purposes of Section 9.07 of the General Conditions. and without
. limitation thereto, the Project States and PHSC shall: ‘

(i)  prepare, on the basis of guidelines acceptable to the Association
and furnish to the Association not later than six (6) months after
the Closing Date or such later date as may be agreed for this
purpose. between the Association and the Project States and
PHSC, a plan designed to ensure the sustainability of the
Project;
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(i)  afford the Association a reasonable opportunity to exzaange
views with the Project States and PHSC on said plan; anc

(iii)  thereafter, carry out said plan with due diligence and e7=ziency
and in accordance with appropriate practices, takizz into
account the Association's comments thereon.

Section 2.04. (a) The Project States and PHSC shall, at the reques: =f the
Association, exchange views with the Association with regard to the progress of the
Project, the performance of its obligations under this and other matters relaticz o the
purposes of the Credit.

(b) The Project States and PHSC shall promptly inform the Associz=on of
any condition which interferes or threatens to interfere with the progress of the 2-oject.
the accomplishment of the purposes of the Credit, or the performance by each of ==m of
its respective obligations under this Agreement.

ARTICLE I
Financial Covenants

Section 3.01. (a) The Project States and PHSC shall each maintain recc==s and
accounts adequate to reflect in accordance with sound accounting practicas their
operations, resources and expenditures in respect of activities related to their respective
parts of the Project, of the departments or agencies responsible for carrying -ut the
Project or any part thereof.

(b) The Project States and PHSC shall:

(i)  have records and accounts referred to in paragraph (2 Of this
Section for each fiscal year audited, in accordacss with
appropriate  auditing principles consistently ~appizd. by
independent auditors acceptable to the Association;

(i)  furnish to the Association as soon as available, but in ==y case
not later than nine months after the end of each such - =z2r: (A)
certified copies of its financial statements for such y2= as so
audited; and (B) the report of such audit by said avizors. of
such scope and in such detail as the Association sz=1 have
reasonably requested; and

(ii1) furnish to the Association such other information cc=cerning
said records, accounts and financial statements as we_ as the
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audit thereof, as the Association shall from time to time
reasonably request.

ARTICLE IV

Effective Date; Termination;
Cancellation and Suspension

Section 4.01. This Agreement shall come into force and effect on the date upon
which the Development Credit Agreement becomes effective.

Section 4.02. (a) This Agreement and all obligations of the Association and of
the Project States and PHSC thereunder shall terminate on the earlier of the following
two dates:

(i) the date on which the Development Credit Agreement shall
terminate in accordance with its terms; or

(ii)  the date twenty years after the date of this Agreement.

(b) If the Development Credit Agreement terminates in accordance with its
terms before the date specified in paragraph (a) (ii) of this Section, the Association shall
promptly notify the Project States and PHSC of this event.

Section 4.03. All the provisions of this Agreement shall continue in full force
and effect notwithstanding any cancellation or suspension under the General Conditions.

ARTICLE V
Miscellaneous Provisions

Section 5.01. Any notice or request required or permitted to be given or made
under this Agreement and any agreement between the parties contemplated by this
Agreement shall be in writing. Such notice or request shall be deemed to have been duly
given or made when it shall be delivered by hand or by mail, telegram, cable, telex or
radiogram to the party to which it is required or permitted to be given or made at such
party's address hereinafter specified or at such other address as such party shall have
designated by notice to the party giving such notice or making such request. The
addresses so specified are:’



For the Association:

International Development Association
1818 H Street, N.W.

Washington, D.C. 20433

United States of America

Cable address: Telex:
INDEVAS 197688 (TRT),
Washington, D.C. 248423 (RCA),
64145 (WUI) or
82987 (FTCC)
For the State of Karnataka:
Chief Secretary to the
Government of Karnataka

Bangalore, India
For the State of Punjab:

Secretary to the
Government of Punjab
Department of Health
Chandigarh, India

For the State of West Bengal:  ~

Chief Secretary to the
Government of West Bengal
Calcutta, India

For Punjab Health Systems Corporation:

Managing Director
Punjab Health Systems Corporation
Chandigarh, India

Section 5.02. Any action required or permitted to be taken, and any cocument
required or permitted to be executed, under this Agreement on behalf of t:2 Project
States or PHSC, may be taken or executed by the Chief Secretary in the case of
Karnataka and West Bengal, or the Secretary, Department of Health in thz case of
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Punjab or the Managing Director in the case of PHSC or such other person or persons as
the respective Chief Secretary, the Secretary, Department of Health, or the Managing
Director shall designate in writing, and the Project States and PHSC shall furnish to the
Association sufficient evidence of the authority and the authenticated specimen signature
of each such person.

Section 5.03. This Agreement may be executed in several counterparts, each of
which shall be an original, and all collectively but one instrument.

IN WITNESS WHEREOF, the parties hereto, acting through their duly
authorized representatives, have caused this Agreement to be signed in their respective
names in the District of Columbia. United States of America, as of the day and year first
above written.

INTERNATIONAL DEVELOPMENT ASSOCIATION

A CT“\JG Regional Vice President
South Asia

STATE OF KARNATAKA

STATE OF PUNJAB

STATE OF WEST BENGAL

PUNJAB HEALTH SYSTEMS CORPORATION

..‘ i ", v :" i [
o /o) v VALLUK]
v
P, / f s .
‘ Authorized Representative
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SCHEDULE 1

Procurement and Consultants' Services

Section I: Procurement of Goods and Works

Part A: eneral

Goods and works shall be procured in accordance with the provisions of
Section [ of the “Guidelines for Procurement under IBRD Loans and IDA Credits”
published by the Bank in January 1995 (the Guidelines) and the following provisions of
this Section, as applicable.

Part B: International Competitive Bidding

1. Except as otherwise provided in Part C of this Section, goods shall be procured
under contracts awarded in accordance with the provisions of Section II of the
Guidelines and Paragraph 5 of Appendix 1 thereto.

2. The following provisions shall apply to goods to be procured under contracts
awarded in accordance with the provisions of paragraph 1 of this Part B.

(a) Grouping of contracts

To the extent practicable, contracts for goods shall be grouped in bid packages
estimated to cost $200,000 equivalent or more each.

(b) Preference for domestically manufactured goods

The provisions of paragraphs 2.54 and 2.55 of the Guidelines and Appendix 2
thereto shall apply to goods manufactured in the territory of the Borrower.

Part C: Qther Procurement Procedures

1. Except as provided in paragraphs 2 and 3 hereof, civil works may be procured
under contracts awarded on the basis of national competitive bidding procecdures in
accordance with the provisions of paragraphs 3.3 and 3.4 of the Guidelines.

2. Civil works estimated to cost the equivalent of $45,000 or less per contract, up
to an aggregate amount not to exceed the equivalent of $18,000.000, may be procured:
(1) under lump sum, fixed price contracts awarded on the basis of quotations ob:ained
from three qualified domestic contractors in response to a written invitation. The

invitation shall include a detailed description of the works, including basic
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specifications, the required completion date, a basic form of agreement acceptable to the
Bank. and relevant drawings, where applicable. The award shall be made to the
contractor who offers the lowest price quotation for the required work, and who has the
experience and resources to successfully complete the contract; or (ii) through direct
contracting in accordance with the provisions of paragraph 3.7 of the Guidelines, and in
accordance with procedures acceptable to the Association: or (iii) with the Association’s
prior agreement, under force account procedures in accordance with the provisions of
paragraph 3.8 of the Guidelines, provided. however, that.civil works procured under such
procedures shall not in the aggregate exceed $ 10,000,000.

3 Except as provided in paragraph 4 hereof, equipment estimated to cost less than
the equivalent of $200,000 PEr contract, up to an aggregate amount not to exceed the
equivalent of $12,700,000. may be procured under contracts awarded on the basis of
national competitive bidding procedures, in accordance with the provisions of
paragraphs 3.3 and 3.4 of the Guidelines.

4. Equipment estimated to cost the equivalent of $50,000 or less per contract, up to
an aggregate amount not to exceed the equivalent of: (i) $4,200,000, may be procured
under contracts awarded on the basis of international shopping procedures in accordance
with the provisions of paragraphs 3.5 and 3.6 of the Guidelines; and (ii) $12,700,000,
may be procured under contracts awarded on the basis of national shopping procedures
in accordance with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

3. Vehicles estimated to cost not more than the equivalent of $300,000 in the
aggregate may be procured under contracts awarded on the basis of national shopping
procedures in accordance with the provisions of paragraphs 3.5 and 3.6 of the
Guidelines.

6. Except as provided in paragraph 7 hereof, medical laboratory supplies estimated
to cost less than the equivalent of $200.000 per contract, up to an aggregate amount not
to exceed the equivalent of: (i) $2,700,000, may be procured under contracts awarded on
the basis of national competitive bidding procedures in accordance with the provisions of
paragraphs 3.3 and 3.4 of the Guidelines. and (ii) $400,000 may be procured under
- contracts awarded on the basis of international shopping procedures in accordance with
the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

7. Medical laboratory supplies estimated to cost less than the equivalent of $50.000
per contract. up to an aggregate amount not to exceed the equivalent of $2,300,000 may
be procured under contracts awarded on the basis of national shopping procedures in
accordance with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

3. Except as provided in paragraphs 9 and 10 hereof, medicines, furniture,
Management I[nformation System/Information, Education and Communication



-9.

(MIS.TEC) materials and supplies shall be procured under contracts awarded on the basis
of national competitive bidding procedures in accordance with the provisions of
paragraphs 3.3 and 3.4 of the Guidelines.

9. Medicines estimated to cost less than the equivalent of $50,000 per contract. up
to an aggregate amount not to exceed the equivalent of $1,500,000 may be procured
under contracts awarded on the basis of international shopping procedures in accordance
with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

10. Medicines, furniture, MIS/IEC materials and other supplies estimated to cost
less than the equivalent of $50,000 per contract, up to an aggregate amount not to exceed
the equivalent of $3,700,000, $2,800,000, $1,700,000 and $11,100,000 respectively, may
be procured under contracts awarded on the basis of national shopping procedures in
accordance with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

11. Except as provided in paragraph 12 hereof, maintenance of buildings and
vehicles and equipment may be carried out under contracts awarded on the basis of
national shopping procedures in accordance with the provisions of paragraphs 3.5 and
3.6 of the Guidelines.

12. Maintenance of buildings, and vehicles and equipment which meet the
requirements of paragraphs 3.7 and 3.8 of the Guidelines and costing in the aggregate
less than the equivalent of $3,100,000 in the case of buildings and $7,000,000 in the case
of vehicles and equipment, may be carried out either: (i) through direct contracting; or
(i1) force account, in accordance with the provisions of said paragraphs 3.7 and 3.8
respectively, of the Guidelines, and in accordance with procedures satisfactory to the
Association.

Part D: Review bv the Association of Procurement Decisions

ks Procurement Planning

Prior to the issuance of any invitations to prequalify for bidding or to bid for
contracts, the proposed procurement plan for the Project shall be furnished to the
Association for its review and approval, in accordance with the provisions of paragraph
1 of Appendix 1 to the Guidelines. Procurement of all goods and works shall be
undertaken in accordance with such procurement plan as shall have been approved by
the Association, and with the provisions of said paragraph 1.
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ior Review

With respect to each contract for goods or civil works estimated to cost more
than the equivalent of $200,000 or $300,000 respectively, the procedures set forth in
paragraphs 2 and 3 of Appendix 1 to the Guidelines shall apply.

-~

3 Post Review

With respect to each contract not governed by paragraph 2 of this Part, the
procedures set forth in paragraph 4 of Appendix 1 to the Guidelines shall apply.

Section II: Employment of Consultants

Tis Consultants’ services shall be procured under contracts awarded in accordance
with the provisions of the "Guidelines for the Use of Consultants by World Bank
Borrowers and by the World Bank as Executing Agency" published by the Bank in
August 1981 (the Consultant Guidelines). For complex, time-based assignments, such
contracts shall be based on the standard form of contract for consultants' services issued
by the Bank, with such modifications thereto as shall have been agreed by the
Association. Where no relevant standard contract documents have been issued by the
Bank, other standard forms acceptable to the Bank shall be used.

the Consultant Guidelines requiring prior Association review or approval of budgets,
short lists, selection procedures, letters of invitation, proposals, evaluation reports and
contracts, shall not apply to: (a) contracts for the employment of consulting firms
estimated to cost less than $100,000 equivalent each: or (b) contracts for the employment
of individuals estimated to cost less than $50,000 equivalent each. However, said
exceptions to prior Association review shall not apply to: (a) the terms of reference for
such contracts; (b) single-source selection of consulting firms: (c) assignments of a
critical nature, as reasonably determined by the Association; (d)amendments to
contracts for the employment of consulting firms raising the contract value to $100,000
equivalent or above; or (e) amendments to contracts for the employment of individual
consultants raising the contract value to $50,000 equivalent or above.

2 Notwithstanding the provisions of paragraph 1 of this Section, the provisions of
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SCHEDULE 2
Implementation Program
1. Each Project State shall:

(a) ensure that within the allocations for the health sector in each Fiscal
Year during the implementation of the Project the share of resources for Primary and
Secondary Levels of Health Services shall be increased in each such Fiscal Year until
FY 02; and

(b) allocate in each Fiscal Year during the implementation of the Project
adequate resources for drugs, essential supplies, and maintenance of equipment and
buildings at facilities providing First Referral Level Health Services in accordance with
norms agreed to with the Association.

2 Each Project State shall maintain its Strategic Planning Cell with adequate staff,
resources and terms of reference acceptable to the Association.

3. Each Project State and PHSC shall levy user-charges in district and. sub-
divisional hospitals in accordance with a progmfn and time schedule acceptable to the
Association, such program to focus, inter alia, on: (a) permitting the revenues collected
from user-charges to be retained at the hospital level; (b) implementing user charges in a
phased manner after improvements in the quality of basic services and infrastructure
development have been completed; (c) developing and applying criteria for exempting
the poor from user charges; and (d) strengthening appropriate management and
collection arrangements for maintaining existing user charges, including the
establishment and maintenance of District Health Committees in Karnataka and West

Bengal for collecting such charges.

4. - Punjab and PHSC shall, as the case may be, take all such measures as may be
necessary or required: (i) to enable PHSC to carry out its part of the Project; and (ii) to
ensure that PHSC undertakes health care activities at the secondary level in accordance
with service delivery norms acceptable to the Association, and in carrying out other
heath care activities shall ensure that its ability to perform its obligations under this
Agreement as determined, inter alia, from a review of the progress achieved in
implementing the annual work plans and in meeting the development and performance
indicators referred to in paragraph 9 hereof is not adversely affected.

5: For purposes of enhancing the quality of health care services under the Project,
each Project State and PHSC shall: (i) maintain the key headquarters personnel
appointed for purposes of implementing the Project; (ii) appoint and thereafter maintain
key additional personnel with adequate qualification and experience in accordance with a
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schedule of appointment agreed with the Association; (iii) adopt, no later than six
months after completion of the physical improvements in any hospital under the Project,
and thereafter implement, staffing and technical norms acceptable to the Association;
and (iv) provide on an annual basis adequate funds, satisfactory to the Association, for
the maintenance of previously existing equipment in health care facilities supported
under the Project.

6. For purposes of carrying out Part B.3 of the Project as set forth in Schedule 2 to
the Development Credit Agreement, each Project State and PHSC shall, no later than
December 31, 1996: (i) issue appropriate directives to hospitals to strengthen the
management of the referral mechanism between the Primary, Secondary, and Tertiary
Level Health Services; (ii) establish and thereafter maintain and implement appropriate
referral protocols and clinical management protocols; and (iii) establish and thereafter
maintain and implement an appropriate incentive system for patients who use the
system.

% Karnataka and West Bengal shall maintain the District Health Committees with
such staff, resources, powers, functions and responsibilities so as to enable them to
facilitate, inter alia, the functioning of the referral mechanism, the collection and
distribution of user charges, maintenance of equipment, waste management, training of
technical staff, quality assurance, surveillance of communicable diseases and the
monitoring and supervision of their respective activities to be carried out under the
Project.

3. Each Project State shall take all such measures as may be necessary or required
in ordgr to provide, and thereafter maintain, authority to DOHFW in the case of
Karnataka and West Bengal and to PHSC in the case of Punjab for managing the
activitiés to be carried out by them under the Project, including construction and
maintenance activities.

9. Each Project State and PHSC shall:

(a) by April 30 of each year during the implementation of the Project
beginning with April 30, 1997: :

6) provide to the Association an annual work plan. acceptable to
the Association. setting forth the respective activities under the
Project to be carried out during the prevailing Fiscal Year
including the budgetary allocations to be made available for
such purpose, as well as the performance benchmarks and
development objectives to be achieved and drawn from the
overall framework agreed to be achieved under the Project
including, inter alia, hospital activity indicators, hospital
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efficiency indicators, and quality, access and effectiveness
indicators to be measured in accordance with methodology
satisfactory to the Association; and

(i1) review with the ~Association the progress achieved in
implementing the Project under the annual work plan for the
previous Fiscal Year and the interim plan referred to in sub-
paragraph (c) below of this paragraph (9) with special reference
to the achievement of the performance benchmarks and
development objectives incorporated therein;

(b) implement each annual work plan in a manner satisfactory to the
Association, with the goal, inter alia, of meeting the performance benchmarks and the
development objectives set forth therein; and

(c) implement the Project until the formulation of the first annual work plan
in accordance with an interim plan agreed with the Association.

10. Each Project State shall ensure that: (i) its respective incremental budgetary
allocations under the Project for the Primary, and First Referral Level Health Services
for each Fiscal Year during the implementation of the Project shall be fully additional to
the allocations made in FY 95; and (ii) the budgetary allocations for the annual work
plans and the interim plan referred to in paragraph 9 hereof are made available on a
timely basis sufficient to meet the resource requirements under such plans.

11. Karnataka and West Bengal shall implement the Project in tribal areas (as
designated by each such Project State) and West Bengal shall implement the Project in
the Sunderbans Area in accordance with the principles, objectives and policies of the
Tnbal anrc_i;_Backward Area Development Strategy with empha515 on: (a) strennthenmo
incentive package to doctors and other medical staff to work in the tribal areas of
Karnataka and in the Sunderbans Area of West Bengal: (c) increasing the appropriate
utilization of the medical system by the Scheduled Tribe population; (d) reducing the
cost to Scheduled Tribes of utilizing such system in Karnataka; and (¢) increasing the
number of beds at sub-divisional and community hospitals.

12. PHSC shall carry out Part A.2 (ix) of the Project in accordance with procedures
and arrangements satisfactory to the Association.

13. The Project States and PHSC shall, with the participation of the Borrower and
the Association: (a) jointly carry out by June 30, 1999 a mid-term review of the Project,
including on management aspects and financial sustainability, under terms of reference
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satisfactory to the Association; and (b) carry out the recommendations of such review in

a manner satisfactory to the Association.



INTERNATIONAL DEVELOPMENT ASSOCIATION

CERTIFICATE

[ hereby certify that the foregoing is a true copy
of the original in the archives of the [nternational

-Development Association.

Q &/ (4,

FOR SECRETARY
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PROPOSED STATE HEALTH SYSTEMS DEVELOPMENT PROJECT I
(KARNATAKA)
INTERNATIONAL DEVELOPMENT ASSOCIATION

AIDE-MEMOIRE (MARCH 1995)

L. An I[nternational Development Association (IDA) team consisting of Messrs./Mmes.
T. Nawaz (mission leader), P. Sudharto, E. Dib, S. Rao-Seshadri, K. B. Banerjee and

D. Porter visited Kamataka between February 23 and March 2, 1995 to review the preparation
of the proposed State Health Systems Development Project II. The mission would like to
express its gratitude to the Chief Minister of Kamnataka, Mr. H.D. Deve Gowda and the
Health Minister of Kamataka, Mr. H.C. Mahadevappa, for meeting the team to discuss the
overall objectives and the concept of the project. The mission also met with

Mr. S.B. Muddappa, Chief Secretary, Mr. C. Noronha, Additional Chief Secretary and

Mr. B.K. Bhattacharya, Additional Chief Secretary and Principal Secretary, Finance
Department, Government of Karnataka. The mission would like to thank Mr. Gautam Basu,
Secretary Health and Family Welfare Department, Government of Karnataka, and his
colleagues for their cooperation and hospitality. A wrap-up meeting was held with Mr. Basu
and his staff, as well as officials from the Finance Department, on March 2, 1995 in
Bangalore.

2. This aide-memoire records the overall progress made in the preparation of the
proposed project and summarizes the main findings and recommendations of the mission and
the understandings reached with the Government of Kamataka.

PROJECT OBJECTIVES AND COMPONENTS

2, Objectives: The Government and the Bank reaffirmed that the main objectives of the
project would be to:{i) improve efficiency in the allocation of health resources through policy
and institutional development; and (ii) improve the performance of the health care system
through improvements in the quality, effectiveness and coverage of health care services at the
first referral level and selective coverage at the primary level“The achievement of these
objectives would contribute to improving the health status of the people of Karnataka,
especially the poor and the underserved, by reducing mortality, morbidity and disability.

4, Compenents: It was agreed that the project would have the following major areas of
investment:¥(1) Management Development and Institutional Strengthening including

(a) improving the institutional framework for policy development; (b) strengthening the
management and implementation capacity of institutions including structures, procedures,
management information systems, culture of service delivery, resources and training;

(c) developing surveillance capacity for the major communicable diseases; and (ii) Improving
Service Quality, Access and Effectiveness by: (a) extending/renovating community, area and
district hospitals; (b) upgrading their clinical effectiveness; (¢) improving the referral
mechanism and strengthening linkages with the primary and tertiary health care levels.

\ o
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POLICY FRAMEWORK

3. The mission notes with satisfaction that the dialogue on key sectoral policy issues has
progressed considerably. The Chief Minister and the Health Minister reaffirmed their strong
support for improving the quality of services and for deploying adequate resources to
achieving these goals. Senior officials of the Government of Karnataka informed the mission
that the Government is committed to a policy paékage of health sector reforms reflecting key
sectoral development issues for the primary and secondary levels of health care. These
include the need to: (i) set up a Strategic Planning Cell under the Health Secretary to
undertake analyses of health sector issues; (ii) formulate an effective surveillance system for
the major communicable diseases; (iii) contract out selected services, especially supporting
services; (iv) review the policy framework for private provision of health care services;

(v) increase the overall size of the health budget; (vi) redress the imbalance in public
expenditures betweem the different tiers of health care system; (vii) safeguard the operations
and maintenance component of the health budget to ensure adequate supplies of drugs and
essential medical materials and maintenance of equipment and infrastructure; and

(viii) implement service improvements and user charges.

6. User Charges.It was agreed that introduction of user fees for certain services such as
paying beds, charges for diagnostics and drugs, and registration fee for in-patients was
essential to achieve financial sustainability. Measures, however, would need to be developed
for exempting the poor. It was agreed that user fees would be used specifically for non-salary
recurrent cost purposes. The Department of Health also proposes that a high proportion of
funds collected through user charges would be retained at the point of collection. This was
discussed with the Finance Secretary who responded positively to this suggestion. It was also
agreed that the Government of Karnataka would have prepared a draft Letter of Health Sector
Policy confirming its commitment to instituting action on the above sectoral policy issues by
the project appraisal mission.

7. Linkages with other health sector projects. The mission is pleased to note that the
proposed project would complement and consolidate investments made by on-going
Population, Health and Nutrition projects in Kamnataka by providing policy and
implementation coordination with other health and family welfare projects. For example, the
strengthening of the first level referral for obstetrics and child care in this project through the
provision of essential clinical and diagnostic services would complement the primary level of
services being provided under Population VIII, Population IX and CSSM projects. The
proposed project would also fill some of the input gaps in primary health care in tribal areas
(excluding family welfare, which is already being addressed in Population IX). Discussions
were held with consultants to KfW on the scope of the proposed project to upgrade primary
and secondary health care facilities in five districts in Northern Karnataka. It was agreed with
the Government that World Bank project inputs in those districts would be complementary
and avoid duplication.

3o}
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PROJECT PREPARATION PROGRESS AND RECOMMENDATIONS

8. Good progress has been achieved in project preparation activities since the last
mission. What is now required is final consolidation and updating of past efforts to reflect
understandings reached during this mission. In order to expedite further project development,
it was agreed that a multi-disciplinary Project Coordination Team would be set up. A
designated Coordinator would be appointed, and would be assisted on a full-time basis by a
Technical Officer from the Directorate of the level of a Joint/Additional Director, who would
consolidate individual project development activities. Given the size of the project and the
polity issues involved, it was proposed that an IAS officer with direct access to the Secretary,
Health and Family Welfare would be nominated to act as Project Coordinator. In addition, the
Project Coordination Team would need to be strengthened to include additional personnel
experienced in clinical training and referral, equipment management, and physical works.

9. With regard to project scope, it was noted that the government has already revised the
original proposal to reflect a more realistic approach. This would take into full consideration
staffing constraints and financial viability. The selection of facilities would take into
consideration specific criteria, including poverty, gender concerns and specific needs of
scheduled castes and scheduled tribes. In order to select facilities for upgradation, it is agreed
that the mapping exercise underway would be completed and facilities in tribal areas would
be flagged.

10.  Workshop. The project preparation workshop held in Bangalore on February 28 to
March 1 provided a useful participatory mechanism for defining the roles and functions of the
various types of health facilities and referral hospitals by involving key people in project
preparation and design. In addition to being attended by key people in the medical profession
in Kamataka, the workshop was attended by senior health officials from West Bengal, Punjab
and the Center. The workshop: (i) reviewed, defined and recommended the range of clinical,
technical, administrative and domestic services that ought to be provided at the various levels
of hospitals up to the district level; (ii) clarified the range of services available at primary
health centers and tertiary hospitals and thereby provide the critical links in the referral
mechanism; (ii) recommended the norms for physical assets, equipment, instruments,
furnishings, materials etc. that would be needed to provide services of adequate quality, based
on the proposed range of services reviewed; (iv) reviewed the key management and
administrative issues at the three types of referral hospitals; and (v) reviewed the policy
framework and key issues in the primary and first referral levels of health care. The findings
of the workshop will be issued by the Department of Health within the next few weeks and it
was agreed that the findings would be used for further project development.

11. Project Administration and Management. The project proposal provides the
administrative and management structure under which the proposed project would be
implemented. However, the implications for project administration and financing mechanisms
resulting from the devolution of responsibility to local bodies need to be further clarified.
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12. Site Survey and Preparation of Physical Works. It was agreed that the Government
would undertake an extensive survey of all health facilities at the secondary level. This would
include: list of all existing health facilities, detailed survey of each facility, cadastral plans of
the facilities, 'as built' drawings of existing buildings, schedules of accommodation, and
physical survey of buildings requiring renovations only. It would need to be ensured that
required land will be available to allow for extensions at upgraded facilities. Details are
provided in Annex 5. The mission has agreed to arrange grant funds to conduct site surveys
as well as inventory of equipment at existing facilities (see below).

13. ° Inventory of Equipment. A start has been made in gathering information from each
facility that will receive inputs under the proposed project concerning the nature and state of
its current inventory. Suitable proformas have been designed to simplify data collection and
standardize recording, and the local consultants contracted to undertake pilot surveys at two
facilities made use of these when visiting sites and interviewing staff. If necessary, the
proforma should now be revised taking account of the norms determined at the Workshop.
The project preparation team of the Government, and specifically the officer responsible for
equipment issues, should verify the data collected by the survey consultants by spot checks at
a reasonable number of facilities. Furthermore it should analyze the returns to establish what
new equipment, Or necessary maintenance or repair work, at each facility needs to be
procured and funded to bring the inventories up to the accepted norms. The work will require
access to a computer system with data-base and spreadsheet software.

14.  Equipment Maintenance. The current capacity to deliver appropriate maintenance and
repair services within the public health services is minimal. No efficient or cost-effective
services can be expected to develop without a significant in-house capability to deal with the
entire range of equipment management issues from specification, through procurement,
installation, commissioning, training of users, maintenance and repair services, finally to
obsolescence and planning a new cycle. The separate but related issue of how maintenance
and repair is best conducted, by in-house teams or contractors, needs to be considered at an
early stage and recruitment of appropriate key personnel to be groomed for the combined
roles of technical manager, service specialist and trainer must be initiated as soon as possible.

15.  Workforce. It was agreed that the proposed levels of staffing for medical and nursing
cadres would be reviewed. In addition, strategies will be developed to improve the
recruitment, deployment and retention of staff where difficulties of posting and retaining staff
are being experienced.

16.  Referral Svstem. The mission met with officials in charge of service delivery and
discussed the existing referral system and its deficiencies. To improve the referral mechanism
and strengthen linkages with primary health care it was agreed that administrative directives
would need to be issued and communications between different levels of the health care
system would need to be improved. [n collaboration with health officials, the mission has
identified necessary steps and activities to be taken during the preparation of the project.
Annex 3 provides details.
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17.  Clinical skill training. The mission has reviewed the training needs document. It was
noted that clinical training needs would need to be linked to service norms at each level as
defined by the workshop. Based on this, the Government would draw up a clinical skill
training plan. Annex 4 describes the necessary steps. The mission recommends that the
responsible officials visit Andhra Pradesh and review their preparatory work in clinical skill
training.

18. Plan for Developing Surveillance Capacity for Major Communicable Diseases. It was
agreed at the Workshop that the Government would draft a development plan for a state-wide
system for communicable disease surveillance. This would be made available to the next
mission for consideration as part of the project proposal.

19.  Detailed Project Costing. In revising the project proposal, it was agreed that a number
of detailed cost tables would be prepared reflecting cost by individual components and
sub-components of the proposed project. A model cost table was discussed and some samples
were left with the Department.

20.  Drug List and Formulary. The mission noted the need to develop an essential drug list
and formulary, such as the one in Andhra Pradesh, with suitable modifications to reflect the
epidemiological profile in Karnataka. This was discussed at the Workshop and
recommendations were made for immediate action.

21.  Plan for Disposal of Medical Waste. It was agreed that a plan for the disposal of
medical waste would be prepared in order to mitigate the potential risks related to service
delivery. This plan would recommend specific actions that would be incorporated into project
design.

22.  Tribal Plan. It was agreed that a Tribal Plan integral to specified project components
would be developed based on the findings of the Beneficiary/Social Assessment Study
discussed below and other available information.

23.  Beneficiary/Social Assessment and Private Sector Studies. A Beneficiary/Social
Assessment proposal has been discussed with the Government, and a final proposal will be
made available to the mission shortly; terms of reference are attached as Annex 1. A study of
the private sector has also been discussed with the Government, and a final proposal will be
made available to the mission shortly; terms of reference are attached as Annex 2. The
mission agreed to arrange grant funds for conducting both of these studies.

24.  Performance Indicators. It was agreed that a discussion on performance indicators
would be initiated, and a preliminary list of indicators would be discussed with the next
mission.
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25.  Assessment of Fiscal Capacity. A draft terms of reference for an assessment of the
state's ﬁscal'perfonnance was discussed with the Additional Chief Secretary and Principal
Secretary, Finance. The Government objected to commissioning consultants for carrying out
such a study. However, the government agreed to provide data to support its position that
sufficient resources are available for sustaining its fiscal position.

26.  Next Steps. The IDA pFOjegt preparation team will return to Karnataka towards the
end‘ of May or ea'rly J'une. Depgndmg on the progress made and early delivery of the revised
project proposal, it will be decided whether further preparation work prior to preappraisal is
necessary.

March 2, 1995



BENEFICIARY SOCIAL ASSESSMENT
- Terms of Reference

Objectives. The main purpose of undertaking a Beneficiary/Social Assessment of the proposed
project would be to provide an understanding of the who the potential project beneficiaries
would be, where they are located and their socio-economic status. To bring better care within
easy access to needy populations, particularly the scheduled castes, tribes and populations
residing in remote and far-flung areas, it is also necessary io understand the health seeking
behavior and attitudes of these disadvantaged groups. Opinions of these key stakeholders,
particularly their felt needs, motivational factors, behaviors, lifestyles, work patterns, access to
resources, power equations within groups and with other groups should be better understood
for planning and designing the proposed project on need based issues. The Beneficiary Social
Assessment would provide the basis for policy guidance to (a) ensure that tribal populations
benefit from the proposed project and (b) avoid or mitigate potentially adverse effects on tribal
populations. The proposed project would seek to include appropriate components or
mechanisms to ensure that the social and economic benefits recieved by such groups are in
harmony with their Cultural practices.

Components of the Proposed Study. It is, therefore, proposed that a study be undertaken to
understand these crucial issues with the following objectives:

1. Describe the social services currently being offered by the government in tribal areas and
for women i.e. programs in nutrition, education, family welfare and health;

2. Undertake a Social Context Analysis i.e. identify and select areas that are geographically,
socially and culturally distinctive within the state, diffentiating also between urban and rural
areas. Present some basic demographic data with regard to scheduled caste and scheduled tribe
populations';

3. Undertake an Institutional Analysis to understand the supply factors that adversely influence
health care utilization i.e. a description and analysis of the roles and linkages (if any) between
the traditional and allopathic systems of medicine in the different areas. The analysis should
include groupd that have a direct and indirect interest in the outcome of the project, e.g.
traditional and allopathic medical communities, local leaders and elites, community
organizations etc.;

4. Determine the_Health Needs of the community through: (i) Demand analysis i.e. analysis of
service utilisation of government services within both traditional and non-traditional health
systems and (ii) Supply Analysis i.e. an analysis of the of the current distribution of health care
facilities for needy populations, particularly tribals living in far-flung areas;

! Basic demographic data would include such information as number of tribes, their population, distribution of tribal
population in the state, socio-cconomic status, birth and death rates, sex ratio, literacy rates, mode of
subsistence, economic activity etc.

o5 ANNEX |
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5. Assess the perceptions and attitudes related to the Health Seeking Behavior of disadvantaged
populations, particularly women and tribal populations, by investigating factors affecting
physical, social and economic access to health facilities?; and

6. Estimate the Private Costs of seeking treatment, including both monetary and non-monetary
costs.

2 Measures of Physical Access include distance to be traveled, arrangements made when traveling, availability of
transport, travel time, waiting time at destination, availability of appropriate scrvices, drugs and supplies at
facility, convenience of working hours etc. Measures of Social Access include local beliefs and practices,
particularly with regard to matemnal and child health, diseases of adults and children which are prevalent and
for which medical care is sought, availability and recourse to a tribal doctor, attitude of health facility staff
towards tribal peoples etc. Economic Access variables include treatment costs, comparative cost of seeing the
tribal doctor, transportation costs, costs of lost wages, socio-cconomic status of patients ctc.



REVIEW OF PRIVATE HEALTH SECTOR
Terms of Reference

The role of the private sector in delivering quality health care continues to be underdeveloped
inspite of substantial private investiment. Recent research shows that private sector services are
of very varied quality and are provided by a wide range of qualified, less-than-qualified and
unqualified practitioners. Lack of regulations and effective legal remedies contributes to
inappropriate practices. Private contractual services; specially support services, remain under
utilized. There is a need to create an environment in which the private sector can provide cost-
effective services, specially some prevetive and promotive care services.

Objectives. The main objective in conducting a review of the role of the private health sector
in health care provision is to assess the quality of services provided by private care
practitioners and to evaluate regulations relating to service quality. The review would also try

to shed light on possibilities for expanding the scope of private sector involvement, particularly
in the voluntary sector.

Components of the Proposed Study. The review should provide the following data,
description, and/or analysis:

1. Describe the scope of the private sector, including the size of the sector, the services
offered, geographical and social spread of the sector, what fees, monetary and non-monetary,

are charged by profit and not-for-profit private sector organizations for the specific services
provided;

2. Describe the health sector NGOs operating in the state - which are the important ones?
where do they operate? what activities do they specialize in?

3. Define the coverage of the groups via alternative medical systems (e.g. ayurvedic), the
acceptance of alternative medical systems among social groups (especially the poor, tribal
communities and women) and estimated cost of such treatment;

4. Assess the quality at private sector institutions relative to public sector at each level
according to performance indicators®; summarize the lessons the public sector could learn from

the private sector in terms of improving all aspects relating to the quality of health services and
user fees;

5. Assess to what extent it would be feasible for the government to contract out secondary care
to the private sector for specific diagnostic, therapeutic or support services? Analysis of this
should be based on economic as well as social and institutional considerations;

6. Analyze and assess to what extent the state health secretariat/directorate regulates, accredits
and monitors private and ayurvedic services;

3 See AP Ilealth SAR Annex 18.

jons ANNEXZ
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- €37, Provide a brief analysisof the consumer protection act as it relates’to the health sector
currently under government review;

8. Assess the future demand for healti care services by studying the utilization pattern of both
~ public as well as private health care institutions; and

9. Suggest ways in which public sectoral planning could be improved: what is the future of the
private sector in the respective states and how would this affect public sector institutions; how
could monitoring, regulation and accreditation of private sector health facilities be undertaken.
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ANNEX 3 : STRENGTHENING THE REFERRAL SYSTEML.

I. At present the referral system in the state is not functioning effectively. Some of the
reasons are: patients are directly proceeding to hospitals for minor illness which overload the
hospitals, patients perceive the lower level facilities as providing lower quality services, and
lack of organizational and management links between PHCs and hospitals at various levels.

2. An effective referral system which minimizes by-passinz of lower levels of health
facilities has the following characteristics: i) patients should first receive care at the lower
facilities where appropriate initial treatment can be given and a decision made about the need
for referral to next level; ii) there should be a designated focal point for the reception of
referrals at the first referral hospital; iii) the referred patient should be seen promptly by
someone at a superior level of expertise, this will establish trust of the referring and the
referral institutions. Patients may be referred from one level to the next for: clinical
examination or special examination, consultation or expert advice, intervention and inpatient
care.

3. The proposed project will aim to improve the current referral condition. The following
points are necessary steps that were discussed with the health officials during the mission:

1) Assess the current referral system and pattern, including transportation used to carry
critical patients in an emergency from one level of health care to the next.

2) Review the grouping or linkages between different tiers of the system e.g. which
PHCs ('feeders') refer to a particular CHC/GH, which CHCs/GHs to a particular Taluka
hospital, and then to District hospital.

3) Develop procedures or administrative directives to facilitate the referral system which
include the following:
® referral protocols for providers that specify the "what", "when" and "how";
® guidelines for the higher level facilities on how to provide technical support to the
lower level facilities (eg.- regular meetings, outreach or visiting by specialists);
® preparation of forms for sending with referred patients;
identification of a 'unit' in the receiving facilities for accommodating referred patients;
® consideration of direct access to diagnostic facilities for referred patients to avoid
queuing again;
® preparation of forms to feedback information on patients to referring facilities.

4) Determine the transportation and communication needs for improving the referral
system. This includes need for vehicles for transporting patients in an emergency and
telephones for communicating in advance the condition of such referrals. Regarding
vehicles, consideration should be given to the types of vehicles, where to place these (at
PHCs, CHCs, or Taluka hospitals), whether to procure, lease or hire, sixitability for use in
urban or rural conditions, and the number of the vehicles. Special attention should be
given to the needs of areas with disadvantaged groups or tribal communities. Charging of
user fess for the use of such vehicles will be considered.
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a7 5) Consider practical mechanisms on how to operationalize the referral system. Are
referral committees like those to be established in AP necessary for monitoring the

implementation of the referral system or is some other mechanism more effective in
Karnataka 7 (See AP-SAR Arnnex-11).

6) Investigate methods for disseminating information regarding referral system (IEC).
Who are the target groups, what communications media and channels to be used?

7) Propose an incentive system for the patients and providers who follow the procedures

such as reducing waiting times for those patients carrying referral slips and levying

reduced user fees.

8) Show how the proposed project will link with other WB-assisted projects such as
IPP-9, IPP-8 and CSSM in referral matters, to avoid duplication.

9) Develop a plan of action for project preparation and an implementation plan for the
project duration, with detailed description by year with regard to referral activities.

10) Cost the activities to be undertaken separately during project preparation and

implementation.

4. The working group responsible for developing the referral protocols could use the
following questions as an agenda for discussion.

1) What conditions should be referred?

—

For further
clinical
examination/
investigation

For
consultation or
expert advice

For
intervention
(e.g: surgical,
radio-therapy)

For inpatient
care

" "Cs facilities to CHCs,
‘L alukas, District
Hospitals and tertiary
hospitals

CHCs to Taluka
Hospitals, District
Hospitals and tertiary
hospitals

Taluka to District
Hospitals and tertiary
hospitals

District Hospitals to
tertiary hospitals
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2) Action to be considered prior to referring:

® What to do before sending the patient ? (e.g. critical patients needing
stabilization, required examinations, etc. )

® What essential information should accompany the patient, e.g. standardised
referral forms, clinical examination results, other results such as lab test or
radiology examination. The information should be sufficient to ensure continuity
in patient care, but not burdensome to the staff.

® What are the transport arrangements for critical patients.

3) Counselling and information for the patient prior to the referral. This could include:
purpose of referral, how the referral will benefit the patient, where and when to go, what
is likely to happen at the referral hospital, what will be the cost to the patient, what
precautions need to be taken or preparations made before referring a patient..
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ANNEX 4 : STRENGTHENING CLINICAL SKILLS

1. The effectiveness of the referral system depends on the quality of services provided at
various levels in the system. In order to improve the quality of the clinical services, the state
should establish a system of regular in-service training for all categories of staff who provide
clinical and diagnostic services. Clinical training will be aimed at upgrading clinical
knowledge and practical skills, and to enable staff to provide good quality care within the
service norms defined by the workshop.

2. ‘The following steps are suggested by the mission:

1)

2)

3)

4)

3)

6)

7

8)

9)

10)

11)

Conduct a rapid training need assessment [TNA] to identify clinical training needs of
physicians and nurses in the facilities. This should cover all types of facilities from
CHCs to district hospitals.

Identify training priorities, using the TNA result.

Draft training specifications: where the training should be conducted, who should
provide the training, what methodology, duration, stipend, accommodation
arrangements, etc.

Prepare course curriculum for each cadre.

Prepare modules for each type of training (e.g. surgery, ob-gyn, anethesia, pediatrics),
using available materials, WHO references, AP modules, etc.

Conduct training of the trainers.

Conduct coordination with other training programs from other projects [CSSM, IPP-9]
in terms of course curricula, resources, modules. Explore possibilities of using trainers
or co-trainers from these projects. '

Develop training activity plans to be implemented during the project preparation and
throughout the project life, with details by year. How many staff will be trained.
Taking into consideration the material support for the training courses, define which
activities will be implemented during project preparation and which activities during
project implementation.

Develop evaluation methods for training activities.

Draft proposals on appropriate use of technical assistance or consultancy to prepare
TNA, course design, curricula, training modules and TOTs.

Cost the activities to be undertaken separately during project preparation and
implementation.
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"~ % IMPLEMENTATION SET up

12. The mission discussed in detail with the Chief Architect and Deputy Chief Architect of
the PWD Design Department the set-up required for the implementation of civil works under
the proposed project. The outcome of the discussions described below was also reviewed and
discussed with the Department of Health.

PREPARATION OF DESIGNS & DRAWINGS

13. The PWD Design Department, headed by the Chief Architect, will be responsible for the
preparation of designs and drawings to be undertaken by architects and architectural firms.
The Design Department will be reinforced by two senior architects experienced in hospital
design. These two consultants will interact with the architectural firms and the users, and will
monitor and review the designs, drawings, construction details and technical specifications.
Structural, plumbing and electro-mechanical designs and drawings will be reviewed by
engineers deputed from PWD. These engineers will be under the administration of the
Design Department.

SUPERVISION OF CONSTRUCTION SITES

14. To ensure good quality supervision, the supervision of each hospital site will be
contracted with the architectural firm that prepares the designs and drawings. The monitoring
of supervision will be done by the Design Department's two senior architects and the
engineers deputed from PWD. The Chief Architect will certify works and bills submitted for
payment.

PROCUREMENT OF WORKS

15. Procurement of civil works is the responsibility of the PWD. This Department handles
the advertisement for bids, issuance of bid documents, receipt and evaluation of bids, and the
preparation of bid evaluation report including the recommendations of the Tender Board
Committee. Contracts for construction will be signed by the Department of Health and
payments effected by the same. :

BIDDING DOCUMENTS

16. The bidding documents for the procurement of civil works will comprise the following:
a) Drawings: Covering architectural and working drawings; construction details,
‘structural, plumbing and electro-mechanical drawings.
b) Specifications
c) Bill of Quantities -
d) General and Special Conditions
e) Instructions to Contractors
f) Bid and Performance Bonds
g) Contract Form
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% 17. Standard bid documents for loca] competitive bidding (LCB) for the procurement of civil

" ¥ works, already approved by the state of Karnataka and the World Bank, will be used without
any alterations or modifications. If and when a paragraph is not relevant (for example, a
small volume job), it should be brought to the attention of the Bank for review and comment
prior to the use of the document for bidding.

18. Standard bid documents for international competitive bidding (ICB) and LCB for the
procurement of goods, already approved by the State and the Bank, will be used under the
proposed project. ~

COSTING OF CIVIL WORKS

19. Cost estimates for renovation/repairs should be prepared during the survey of facilities
and should be based on the scope of works of each facility along with related specifications
and bill of quantities.

20. When using a unit cost to estimate the cost of new construction, the unit cost should be
based on the average costs of gross area for different types of construction (laboratories,
operation theatres, kitchen, toilets and others) and should be inclusive of all works. However,
costs of site development works may be calculated separately. Final cost estimates will be
calculated on the basis of the established bill of quantities and ongoing rates for new
construction. Also, costs of topographical site surveys and soil tests and analysis should be
accounted for.

21. Estimates should be based on base line costs only. Note that physical and price
contingencies should not be added in the cost; they will be computed and added by the Bank.

MAINTENANCE OF BUILDINGS

22. The mission visited a number of hospitals and noted the lack of appropriate and adequate
maintenance. Buildings are becoming dilapidated quickly, seepage of water though roofs, and
broken fittings and fixtures needing repair remain unattended for months. This is resulting in
loss of valuable assets.

23. The present set-up for building maintenance is ineffective, Buildings are not adequately
maintained; they are left to deteriorate before tenders are called for repair. Appropriate
maintenance set-up with adequate yearly budget is needed. The Department of Health may
need to hire local consultants to evaluate the extent of damage resulting from poor
maintenance and due to inadequate budgeting for appropriate maintenance. Such consultants
should be asked to recommend practical and efficient maintenance arrangements.
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STATE HEALTH SYSTEMS DEVELOPMENT PROJECT II
KARNATAKA

SUPERVISION REVIEW
May 2000
AIDE-MEMOIRE

1. An Intemation.al Development Association team consisting of Messrs./Mmcs. T Nawaz
(Team Leader), D. Peters, S. Chowdhury, P. Kudesia, G.N.V. Ramana, M. Voss, H. H. Pyne, D.
Porter, and C. Giles, reviewed implementation of the Second State Health Systems Project (Cr.
2833-IN) in Kamataka between May 10 — 15, 2000. The mission met with Mr. M. Reddy,
Fealth Minister and Mr. B. K. Bhattacharya, Chicf Scecretary, Government of Karnataka and
discussed the overall progress of the project. The mission also met with Mr. A. Sengupta,
Secretary, Health and Family Welfare, Government of Karnataka; Mr. S. Kaul , Commissioner,
Health and Family Welfare; Mr. A. Risbud, Project Administrator, Karnataka Health Systems
Development Project (KHSDP) and senior staff of KHSDP. The mission jointly reviewed this
project along with the IPP VIII, IPP X and Reproductive and Child Health Projects (RCH) and
discussed issues related to the integration of the various programs. Separate aide-memoires have
been discussed for these projects. Discussions were also held with the Task Force on Health and
Family Welfare, Government of Karnataka, and the Bank team was joined by P. Heywood, Team
Leader, Disease Control and Nutrition cluster of projects. Future analytical and lending work

was also discussed with the government. The mission wishes to thank the officials for their
cooperation and hospitality.

2. Project implementation progress is recorded in : (1) the Background Papers for Review of
the Project, May 2000 prepared by KHSDP; (ii) the Interim Report of the Task Force on Health
and Family Welfare — Kamataka, Towards Equity with Quality in Health, April 2000; (iii) the
Summary of The Health, Nutrition and Population Initiative for Karnataka — towards equity and
quality with focus on primary health care, Office of the Commissioner, Health and Family
Welfare Services, May 2000; and (iv) the Report on Financial Progress, KHSDP, May 2000.

The aide-memoire summarizes the main findings and recommendations of the mission.

3. Project Development Objectives (DO). Progress toward achievement of the
development objectives of the project is satisfactory and implementation of agreed health scctor
policy measures is on track. DOI: Policy Indicators. Budgetary allocation, The expenditures for
the health sector increased from Rs. 535 crores in FY96-97 to Rs. 819 crores in FY98-99.
Budgetary allocations for the health sector have been enhanced to Rs. 1023 crores in FY 99-00
and Rs. 1113 crores in FY 00-01. The share of resources to the primary and secondary levels, as
well as resources for non-salary recurrent costs (drugs and supplies, etc.), have also increased
substantially since the beginning of the project. Cost Recovery. District Health Committees
(DHCs) are collecting user charges for a range of services including fees for room rents,

R
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laboratory and diagnostic services, sclected surgery and medicines. User charges are being
collected atall district hospitals. All revenues collected are being retained by the DHCs for
deployment among hospitals in the district for non-salary recurrent expenditures. To date, about
Rs. 1.8 crores has been collected and activities such as ambulance maintenance, repair of water
and sanitary connections, purchase of supplics have been financed. Thosce below the poverty
line, established through the JRY program, and entitled to a Green Card, are exempt from paying
user charges. Contracting out. Contracting out of non-clinical services has been established in 24
hospitals and is being extended to another 41 re-commissioned hospitals. Contracting out of
clinical services is being explored through the participation of NGOs. Overall, the project has
made important impacts on the policies of the government in the health sector beyond the first
referral level — in the areas of better management practices, drug procurement policy,
performance monitoring and service norms at the primary and tertiary levels.

4. DO2: Access and Effectiveness [ndicators. There has been a significant improvement in
the following areas: increased availability of drugs and supplies at the facility level; meeting
equipment norms and timely repair of cquipment in upgraded facilities; increased referrals to
higher level institutions; and increased access to basic health services for SC/ST and women.
Quality assurance mechanisms at upgraded facilities are being established. These improvements

are leading to increased credibility of services provided and are beginning to show greater patient
satisfaction.

5. DO3: Activity Indicators. As part of the M&E mechanism, hospital activity indicators
such as out-patient attendance, in-patient admissions and discharges, bed turnover rate, bed
occupancy, average length of stay, and utilization of diagnostics and equipment are being
collected. This information is being used to assess hospital performance and is being fed back to

the respective institutions for follow-up action. Utilization of scrvices at upgraded facilitics is
increasing substantially.

6. Overview. Since the last mission in November 1999 implementation of the project has
been satisfactory. A new Project Administrator was appointed in mid-March 2000. Since the
systems that were put in place earlier were well established, the transition in project management
has been relatively smooth. Some areas have consolidated implementation while a few appear to
have suffered due to the transition in project management arrangements. As had been
recommended in the last mission, the focus of the project is now clearly shifting towards the
software issues. The civil works component of the project is more or less on schedule for the
civil works originally planned under the project, and project expenditures and disbursements are
close to the target estimated in the SAR. To date, work has been completed at 90 hospitals and
these are now in the process of being re-commissioned. Work is ongoing in another 101
facilities. The additional civil works start-up has been slow, and these activities now need
increased attention to complete within the project period. Procurcment and quality testing of
equipment, equipment maintenance, management and clinical training programs, referral,
collection of activity indicators, and outreach programs to scheduled caste, scheduled tribe and
women are progressing well. The project has begun to establish links with the primary care
network and 1s playing an important role in stimulating better practices in some specific areas in
the management of the health sector, beyond this project. As had been recommended in the mid-

¢rm revicw (MTR), the project will now have to pay increased attention to the following arcas:



the overall stafTing of medical and para-medical personnel according to norms al re-
commissioned facilities and the gap in skill-mix in the health sector averall: acknowledoement of
the importance of the attitude of providers in improving service quality and patient satisfaction:
quality assurance; HMIS; and [EC activities. The next mission planned for October 2000, will

be one year after completion of the MTR. The mission expects the project management to report
on the status of implementation of recommendations made by the MTR.

- d To date, Rs. 292 crores have been spent under the project, and disbursements in
Karnataka under SHS Il are about US $ 50 million. These figures are close to the SAR target,
but with the extensive work program still remaining in the next two years, expenditures and
disbursements need to be enhanced beyond the level of FY00. The procurement plan for FYO1
has been reviewed and modified based on discussions during the mission. There are no
outstanding audit issues. The financial management arrangements continue to function
satisfactorily. The Government of Karnataka has budgeted about Rs. 130 crores for FYO1, but

the mission was advised that expenditures during the year could be enhanced to meet project
activities.

8. Management. Project management continues to give priority to strengthening the
coordination mechanisms among SHS II, [PP VIII, IPP IX, RCH and the KfW projects, and to
strengthening its linkage with the Directorate of Health. It is also working closely with the newly
established Task Force on Health and Family Welfare; this is one of the three Task Forces
established by the Chief Minister, reflecting the commitment of the GOK to the health sector. Its
Terms of Reference covers improvements in public health, stabilization of the population,
improvements in management and administration of the Department of Health and Family
Welfare, changes in the education system covering both clinical and public health, and
monitoring the initial stages of implementation. Improved communication across the sector and
the better use of resources have been two tangible results from early collaboration between the
Task Force and the project management. As the Project Dircctor is the Convenor of the Task
Force, continued collaboration on improvements in health care delivery is expected. The
Commissioncr for Health and Family Welfare has also recently been appointed to oversee the
activities of the Directorate of Health, as well as to coordinate the activities under PP VIII, IPP
IX, RCH, KfW and SHS II. He will play an important role in coordinating the Health

Department in the areas that have sector wide implications, such as Health Management
Information Systems and disease surveillance.

9. Work force issues. Recruitment. Project management will continue to oversee the
recruitment of Bio-medical Engineers and Microbiologists which has been delayed due to
administrative requirements. In the meantime, arrangements will be made to employ 5 qualified
bio-engineers immediately on a contract basis. Clinical Mismatch . It is proposed to adopt a
system-wide approach to ensuring the placement of specialists to meet the overall needs of the
services, including agreed service norms in project hospitals. This approach is designed to elicit a
higher degree of cooperation and satisfaction of clinicians in their postings, and to lead to a more
sustainable outcome. It is anticipated that over two rounds significant progress will be made to
addressing the mismatch. It was agreed that the mismatch of doctors in secondary hospitals
would be reduced from xx% to yy*, by October 31,

2000. Addressing this mismatch



satisfactorily will be a key element for (he long-term success and sustainability of the health
scctor.

10.  Strategic Planning Cell (SPC). The Terms of Reference have been finalized and no
objection given by the Bank for the study on options and cost cffectiveness of final disposal of
waste. Selection of the external agency (o undertake the study will now proceed. In addition, the
study on Manpower Planning in the Department of Health and Family Welfare is progressing
and a final report will be available by October 31, 2000. Documentation of the experience to date
with the contracting out of non-clinical services in 30 KHSDP hospitals will now commence
and be completed by October 31, 2000. In addition, a study on public/private mix will be
commissioned. This study will be in two parts examining both medical institutions and private
practitioners. Regarding medical institutions, the focus will be on their regulation, the overall
number and need, and the content, quality and relevance of training. The examination of private
practitioners will focus-on an assessment of services provided, and on the development of a
regulatory framework and of ongoing performance mecasures. The Commissioner, Health and
Con Family Welfare will play an important role in the coordination of analytical and operational
? rescarch work in the health sector through the SPC, and through coordination of the Task Force.

11.  Civil Works Component. Progress to date on civil works continues to be very good. Of
the remaining 14 works of the original plan, six have been grounded and four are in the process
of finalizing bid evaluations since the last mission. The minor works, such as the district
surveillance laboratories are all proceeding well. 90 hospitals have been completed to date. The
additional works agreed at mid-term — 25 hospitals in Gulbarga Division which were transferred
from the phase II of the KfW program, 4 Bangalore and 1 Mysore hospitals are proceeding
relatively slowly. They will require additional technical manpower and other nccessary support
to implement the works within the time-frame. It was noted once again that the civil works
component of the 4 Bangalore and 1 Mysore hospitals would consist of minimal civil works
input, and the service norms for equipment and manpower would be brought to the level of
district hospitals to enable them to function as referral hospitals. Implementation plans have
been reviewed and individual hospital designs will now be prepared and revicwed. All civil
works under the project will need to commence by December 31, 2000 in order to be completed
@  and re-commissioned before the project closing date of March 31, 2002. The mission noted that
=" it will not be advisable to start any new construction of hospitals afier December 31, 2000,

12.  Procurement of Goods (equipment, furniture, vehicles, drugs, medical laboratory
and other supplies, MIS and IEC materials). The procurement plan for the final two years of
the project (FY00-02) has been finalized. Of the proposed expenditure on equipment (Rs.18.3
crores), over 50% require completion of civil works before installation can commence.
Therefore, deliveries of these are scheduled for the last 6 months of FY 01. This will entail a
major effort by KHSDP in inspecting facilities and checking equipment deliveries, and then
participating in the commissioning and hand-over processes. Plans need to be drawn up to ensure
that there will be adequate managerial input to this work and technical supervision of the
contractors and suppliers involved. No breakdown is given of the types of physiotherapy
equipment it 1s proposed to procure for district hospitals; quantification and technical
specifications are needed.
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13. Lquipment Maintenance and Repairs. Good progress continues to be made in the

development and expansion of the pianned network of maintenance workshops. Civil works are
completed for 10 district workshops, and a further 8 schemes are in progress. Building estimates
are under preparation for 2 more, and in the one remaining district (Chamarajanagar), a suitable

site has still to be found. There should be no problem in complecting all of these small-scale
works well before the end of FYO L. More critical than workshops is the issuc of availability of
skilled manpower, particularly bio-engineers to lead and manage these activities. The interim
solution of hiring five bio-engineers on contract for two years is clearly not a long term answer.
It will be necessary to recruit bio-engincers to the official posts established under the project well
before project completion to ensure that they acquire appropriate skills and experience from the
STEM consultants who have played the leading role in the development of the maintenance
system. The benchmark for October 31, 2000 is to extend the com puterization of the equipment

asset and maintenance database to three districts, one each in the revenue divisions of Mysore,
Gulbarga and Dharwad-Hubli.

14, Surveillance. The benchmarks agreed for disease surveillance have been partially met.
Civil works at district surveillance laboratories are progressing, with completion of nine
facilities. The report of functioning of the district level co-ordination committees has not been
done in a manner that would provide any feedback. The benchmarks agreed are : (i) to hold a
workshop for officials at state, district, taluka and lower levels to establish workable procedures
for strengthening the surveillance system for the state by June 30, 2000 and (i) based on the
recommendations of the above workshop, standardize reporti ng formats and develop the required
software and initiate pilot implementation in 2 districts by October 31, 2000.

15. Training. The different training programs for doctors and paramedicals under the
project continue to be implemented as planned, and the benchmarks agreed for March 31, 2000
have been partially met. Training in some new areas are neceded, based on feedback received
from the hospitals and staff. In response to this, the project will develop training modules and
curriculum for X-ray technicians and staff nurses in burn management. These training activitics
will commence shortly. The external evaluation of the impact of training on the performance of
the trainees needs to be completed as a priority. Training during the remaining project period
should focus on meeting the overall objectives of the project, with emphasis on improved health
outcomes at the facility level. The benchmarks agreed are as follows: (1) finalize the draft rcport
on external evaluation of clinical training by September 30, 2000; (ii) finalize appointment of
external agency for the evaluation of administrative training by September 30, 2000; (iii) initiate
training for X-ray technicians at KHSDP hospitals by August 31, 2000; and (iv) initiate training
of staff nurses working at KHSDP hospitals in management of burns patients by September 30,
2000. :

16. Referral. Efforts continue to be made towards achieving the previous benchmark of
increasing the referral linkages between RCH, IPP IX and other health programs. The referral
system under the project dealing with referral cards and registers being used at re-commissioned
hospitals, is in place. An analysis of the referral decisions is, however, not being done. Such
analysis would provide useful feedback to the management of the functioning of the system and
quality of services being provided. Project management would need (o continue to focus on
expanding the referral system to the entire districts without waiting for all hospitals to be

upgraded. The benchmark agreed for October 31, 2000 is to undertake a clinical review of



referral decisions over a three month period in Tumkur, the pilot district, and one other district
where re-commissioning is at an carly stape,

17. Health Care Waste Management. Studics on waste generation have been conducted in
six hospitals. These give very usefuyl information on the nature and quantity of different items in
the waste stream at typical facilities. The results are gencerally in line with other findings in
public sector hospitals in India. Data of this type will be usceful to the consultants engaged to
appraise final disposal options, and the project tcam should continue these studies in a selection
of hospitals so that the final data is fully representative. The short-term and medium-term
measures have been introduced in 50 hospitals and procurement is in hand to obtain materials for
the remaining facilities. Manuals have been developed for 30 hospitals that are in the process of
being re-commissioned and staff have received the first round of training in waste segregation,
handling and disposal procedures. The mission discussed with the project team the need to raise
awareness of hospital staff about the potential hazards of needle-stick, sharps and other injuries
that could compromise their health through carcless practices. There is a necd to document the
{7:.  scale of this problem, to introduce procedures for logging injurics, recording actions taken to
treat and counsel staff involved and, where relevant, to initiate appropriatc measures to minimize
the risk of further incidents. In addition to the initiation by the Strategic Planning Cell of the final
disposal options appraisal study, the agrecd benchmark for October 3 1, 2000 is to implement
short-term and medium-term measures at all 65 re-commissioncd hospitals.

18. Improving Access to Health Services for Schedule Castes and Schedule Tribes
(SC/ST). Implementation of the Yellow Card Scheme, an intervention aimed at improving
access to health services among SC/ST populations, is progressing satisfactorily. The
benchmark set in November 1999 to develop the terms of reference for an evaluation of the
Scheme by an external agency has been met. Furthcrmore, a recommendation of the MTR to
expand the Scheme throughout the entire state has been undertaken. To date, about 20,000 health
check up camps, with an average of about 135 attendants per camp, have been conducted in all
twenty seven districts. Of the total target population of 8.9 million, about 2.7 million (30.6%)
SCs and STs have received medical screening at these camps. Seventy percent of the check-ups

needed treatment, of which 3% were referred to a higher level health facility.

s
19.  Inaddition to the rapid assessment of the pilot in 1996, in January 1999 and March 2000
project management reviewed the performance of the districts in conducting health check up
camps. These reviews highlighted key problem areas and made recommendations for improving
the Yellow Card Scheme: (i) improve flow of funds and supply of drugs and reagents from the
District to PHC:s; (ii) ensure full staffing at health check up camps; (1ii) strengthen capacity of
staff to conduct and manage outreach activities; (iv) involve community based organizations and
local village panchayat leaders; (v) broaden the scope of the camps to include health education
activities; and (vi) develop a outrcach strategy to improve access and facilitate follow up
services. The mission commends the efforts of PMC in monitoring the implementation of the
Scheme, and urges the PMC to act promptly on the recommendations made by these reviews.
Furthcrmore, continued improvement in access to services by women is essential. The

~D

benchmark agreed for October 31, 2000 is 1o review an interim status of the external evaluation
of the impact of the Yellow Card Scheme by October 21,2000
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20.  Information, Education and Communication (IEC). Benchmarks identified in
November 1999 called for a mechanism to coordinate IEC activitics of = "% ~- ! fam i
wellare programs and for selection of a professional agency to develop IEC materials. These
benchmarks have not been met thus far. However, coordination between these programs is
expected to proceed, given a commitment expressed by the new Commissioner of Health and
Family Welfare and the Project Administrator of KHSDP. In addition, attended an IEC
workshop in Mumbai in March 2000 to explore options for involving a professional agency to
develop IEC materials. To date, the majority of the IEC activities undertaken by PMC staff has
been facility-based. The activities have focused on providing information to hospital staff on
issues such as referral, waste Mmanagement, and proper use of equipment and maintenance. The
mission recommends that PMC hire a consultant (communication specialist) to assist ongoing
facility-level IEC activities, and to facilitate in the formulation of a community-oriented IEC
strategy that includes an implementation plan for the remainder of the project. The agreed
benchmark 1s to contract a consultant to assist ongoing IEC activities and to develop a
community-oriented strategy by October 31, 2000.

21. Management Information System (MIS) and Performance Indicators. The data now
being entered regularly into KHSDP's hospital MIS database has not yet been subjected to
independent verification. While some progress has been made with the devclopment of database
management and analysis software with technical help from consultants, a common
understanding needs to be reached of the definitions of several important indicators. Analysis of
hospital management indicators needs to be improved. Solutions to these issues can be expedited
by seeking technical assistance from one of the other State Health project tcams that has
successfully dealt with these matters. The quality of future management decisions on health care
delivery and use of resources is dependent on accurate data. A two-stage process can be used to
achieve this. Firstly, the project team should test the accuracy of the data it is receiving and take
appropriate actions to improve the data quality. The second stage is to engage consultants to
validate the database assembled over recent years and to d=velop with the project tcam the
analytical framework for the management reporting systerz. The benchmarks agreed are: (1) to
undertake an in-house verification of the HMIS data and provide a rcport on the analysis of this

data by October 31, 2000; and (ii) based on the existing daza, independently validate the HMIS
system in place by March 31, 2001.

22.  Quality Assurance. The initial approach to quality assurance adopted by Kamataka
included a focus on facilities, administration and management, and infrastructure support
services. In line with this approach, two rounds of performance review had been conducted
involving 21 hospitals. The more recent quality performarze review consisted of a team of
specialists evaluating 20 project hospitals on performance indicators in the following service
areas: maternity, sterilization, laboratory; pharmacy; and casualty. Initial results of this
performance review have been tabled, and provide a basis “or ongoing performance revicw.

23, Discussion centered on the need to adopt a compreznsive approach to quality assurance.
This would include a focus on facilitics {including infrastrzture support) and administration and
management and also a focus on data reliability, medical r >zords (medical audit), clinical
practice, including the development of a core set of clinics indicators, patient satisfaction and

staff education. As part of this approach, and as a means ¢~ oroviding an oneoine mechanism for



clinicians to assess clinical performance, considmﬂinn would be given to the introduction of
Quality Circles. In this way Quality Assurance mechanisms would be adopted across all project
hospitals, and in “?C medium to longer term applied across the board at a state level as an
important mechanism for sustaining the improvements in health carc delivery. In the short term,
the current set of clinical indicators should be monitored. A core set of indicators will now need
to be decided upon, and these indicators should be tested and refined over time. The benchmarks
agreed are to: (i) develop a TOR for a patient satisfaction survey by an external agency in a
sample of re-commissioned hospitals by June 30, 2000; (ii) finalize the above report by March
31,2001, and (ii1) provide an analysis of the ongoing quality assurance work and decide on a
limited number of core indicators to monitor service quality by October 31, 2000.

24.  Compliance V_Vith Covenants. All covenants are in compliance in the Kamataka
component of the project.
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Benchmarks

Management | Continue to strengthen coordination mechanisms among Continuous
SHSII, IPP VIII, IPP IX, KfW and RCH Projects
Reduce mismatch of doctors in secondary hospitals October 31, 2000
according to norms—from ... % to ... %

Recruitment Publish C & R Rules for the recruitment of Bio-medical October 31,2000
Engineers and Microbiologists
Recruit 5 Biomedical engineers on contract August 31, 2000

Strategic Finalize the agency and initiate study on Options and Cost September 30, 2000

Planning Cell | Effectiveness of final disposal of waste
Update action taken on Karnataka Government Fealth Continuous
Policy Matrix
Prepare a draf! report on man power planning, in the October 31,2000
Department of Health & Family Welfare
Finalize Issues and Options paper on Public-Private mix October 31,2000
addressing the issues highlighted in the Policy Matrix and
any other issues that have emerged since
Report on the experience with contracting out of non- October 31, 2000
clinical services at 30 KHSDP Hospitals

Contracting Contract out non-clinical services in 65 re- commissioned | October 3 1, 2000

out Non- hospitals (cumulative total)

clinical

services —

Civil Works Commence works at 195 (cumulative total) hospitals October 31, 2000
Ground all works including additional works agreed December 31,2000
during MTR ‘

Complete civil works at 115 hospitals and initiate the October 31, 2000
process of re-commissioning in all completed hospitals

Surveillance Hold workshop for officials at state, district, taluka and

lower levels to establish workable procedures for
strengthening the surveillance system for the state

Based on the recommendations of the above workshop,
standardize reporting formats and develop the required
software and initiate pilot implementation in 2 districss

June 30, 2000

October 31, 2000




10
Training Finalize the draft report on cxternal cvaﬁﬁlion of clinical September 30, 2000
training =
Finalize exiernal agency for the evaluation of September 30, 2000
administrative training -
Initiate training for X-Ray technicians at KHSDP hospitals August 31, 2000
Initiate training of staff nurses working at KHSDP hospitals | September 30, 2000
in management of burns patients
Medical Waste Implemegn short-term and medium-term measures at all 65 | October 3 1, 2000
Management | re-commissioned hospitals
Equipment Extend computerization of equipment asset and September 30, 2000
Procurcment | maintenance database to 3 districts, one each in the revenue
and divisions of Mysore, Gulbarga and Dharwad-Hubli
Maintenance N
Referral Undertake a clinical review of referral decisions over a 3 October 31, 2000
month period in onc pilot district and onc other district
where re-commisionning is at an carly stage
SCST/ Gender | Review interim status of external evaluation of the impact | October 31, 2000
Issues of yellow card scheme
IEC Undertake an external review of the institutional-based IEC | March 3 1, 2001
program
Finalize strategy for community ~ based IEC for project October 31, 2000
activities
Quality Develop a TOR for a patient satisfaction survey by an June 30, 2000
Assurance external agency in a sample of re-commissioned hospitals
Finalize above report March 31, 2001
Provide an analysis of the ongoing quality assurance work
and decide ona limited number of core indicators to October 31, 2000
monitor service quality
MIS Undertake an in-house verification of the HMIS data and October 31,2000
provide a report on the analysis of this data
Based on the existing data independently verify the HMIS | March 3 1, 2001

system in place
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INDIA
STATE HEALTH SYSTEMS DEVELOPMENT PROJECT 1 (Cr 2833-IN)

All)l'.-MEMOIR_l:f_.(MAR(‘Il 1097)

An International Development Association team consisting of Messrs /Mmes. T, Nawaz (muszion
lcader). D. Porter, S. Rao-Seshadri, P. Sudharto, S. Chakravarty and R. Willey visited Karnataka
between March 8-11, 1997 to review implementation progress of the State Health Systems
Development Project 11 (Cr. 2833-IN) in Karnataka. The missjon met with Mr. B. Lswarappa.
Sceretary H:alth and Family Welfare Department; Mr. B. R. Prabhakar. Chicf Sccretan.
Government of Kamataka; Mr. B. P. Bhattacharya, Finance Commissioner: Dr. S, Subramanya,
Project Adm nistrator and ex-officio Additional Secretary ; and senior staff of the project. The
mussion wishzs to thank the officials for their cooperation and gracious hospitality .. A wrap up

meeting will be held with Mrs. Shailaja Chandra, Additional Sceretary, Union MOHFW and Mr.
R.S. Sharma Dircctor DEA. - .

Projcct implementation progress is recorded in the various documents prepared by the Kamataka
Health Systems Development Project.  The aide-memoire summarizes the main findings and
recommendat:ons of Hie mission.

General Overview. The project was approved on March 21, 1996, signed on April 18 and became
cffective on June 27, 1996. There have been changes in key personnel, ncluding a new Health
Sceretary anc a Project Administrator.  However, the transition has been smooth, the project has
-progressed wll and is on the right track. In particular, the civil works component. cquipient
procurement iind some software aspects have progressed very satisfactorily.
now in plac:. and the activitics and plans with regard to training, referral. discase suncillance,
SC/ST compcnent and equipment ma it tenance are progressing well. There is still much to be done
to get the project firmly grounded, particularly with regard to the recruitment of some key
personnel, dzining the activitics of the Strategic Planning Cell and clinical waste management,
The Governra :nt Order for the opening of the P.D. account in the name of the Project Director and
the District Surgeon in cach district is expected to be issued shortly, and will facilitate the flow of
funds. Expeuditures till March 31, 1997 arc ¢xpected to be about Rs. 140 million (about US$4.0
million), of which retroactive financing compriscs about Rs. 112 million (about US$3.2 millien).
Thesce are som ewhat below the SAR projections, although disbursements are in line with what has

been projectec in the SAR: Benchmarks for activitics to be undertaken in the coming months are
provided in the Attachment.

There 1s a core team

Health Sector Development Program. Budgctary Allocations for the Health Scctor  The -
budgetary allccations for the health sector were substantially cnhanced between FY935-96 and *
FY96-97. Wihin the health sector, the share of resources allocated to the primary and secondan
levels have also been substantially increased. For example, revenue expenditures for the priman

and sccondary levels were increased by 16% and 28% respectively between FY935-96 and FYYo-

97. and the saare of the primary and sccondary levels in revenue expenditures has also been
increased.  Thc covenant on increasing resources to the primary and sccondany levels is m
compliance. {ost Recovery  Funds collected at the hospital level are being distributed by the
District Health Committes to tae hospitals bascd on the level of revunc collection. This is beginning

to make a diffirence with regard to some flexibility with recurrent funds

at the mstitution level.
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Management. The mission 1s pleased to note that the government remains fully committed to
implementing the project expeditiously.  The new Health Sccretary and the Project Administrator,
both of whom were appointed in January 1997, have consolidated the activitics that had previously
been mitiated. and have provided good leadership to the project team. A core team is now in place,
which will play an important role in project implementation. To facilitate tl ¢ flow of funds, a
Government: Crder is expected to be issued shortly, to open personal depesit accounts to be
operated by the Project Administrator and District Surgeons in cach district. V/ith the progress of
SHS [l implementation. the coordination of various project activities will be co 1solidated with IPP

VIl and IX. KfW and the proposed RCH project. The Bank mission will review this during every
mission.

Recruitment. Recruitment is progressing well. The recruitment of key staft at hcadquarters is a
priority. and Deputy Dircctors (6) for equipment, training, transport, HMIS and hospitals North

and South .need to be hired cxpeditiously. In addition, six tcams of cquipment maintenance
personncl and 600 paramedics also need to be hired.

Civil Works. To date, preliminary designs have been completed for about 50 hospitals and it is
expected that 90 preliminary designs will be complete by mid-July 1997. Final drawings have been
prepared for about 19 hospitals and it is expected that 45 final drawings will hive been completed
by Julv 1997 The bid documents for 11 of these have been submitted to the 3ank for clearance
and work on 13 hospitals is expected to start by the end of June. Work wil} cormence in a total of'
30 hospitals by the end of November 1997, The first batch of works are expected to start by end
of June 1997, In addition, award of work to architects for 160 hospitals in Ptases I - [V is also
expected to be finalized by July 1997,

The missior reviewed the proposal for the construction of a building on the premises of the ED
hospital. Bangalore. to house the state surveillance unit which needs to be urgently relocated from
Mandya to Bangalore to facilitatc the coordination of project activitics. The rission agreed with

the plan to proceed with the first phase of construction, which will consist of the: ground floor of a
three-storied butlding.

[t was brought to the attention of the mission that 8 hospitals in Uttara Kanrada district and 5
hospitals in Shimoga. Hassan. Mysore and Bijapur districts had been underfunded in the state’s
implementation plan. The mission reviewed the state’s revised cost eotimates for these facitics.
and since they are within the allocation to the civil works component of the project, it agreed with
the government’s proposal to proceed with these works. : '

Medical Equipment. Bids have been received for 160 cquipment packages tendured out by NCB
(99) and ICB (1) for a total valuc of about Rs. 111 million. The mission zave guidance cn
procurcment rules and procedures, and it is now anticipated that 30% (by val i) of the current
procurement plan, cleared by the Bank, will be completed by September 30, 1997, The mission

agreed chat. in future. minor items could be bought through local shopping within the limits defined
in the Development Credit Agreement.

Repair and Maintenance. Existing Equipment. Based on the survey work completed in the pilot
district Buyapur, it is cvident that asscts of significant value can be restored to 0 yeration. reducing
the government’s investment costs. The mission approved a proposa engoge consultants to
undertake the defined scope of work necessan to repair and refurbis!  dentitic ] non-functioning
cquipment. The mussion also approved the proposal to extend the survey to all th: 19 districts, and
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it is expected that this work will be completed by end-June 1997, The engaged consultants will
then extend the repair and refurbishment program to the remaining districts, cnd complete this
work by e¢nd-December 1997, Development of Maintenance Organization_and Workshop
Facilitics. The mission agreed with the changes propesed for cstablishing maintenance services
planned under the project. The revisions will not increase investment or operation costs beyond
those originally estimated.  The scheme will te phased allewing corrective measures to be taken
bascd on feedback on service activitics and performance criteria. I Phase [ (3 years) all health
facilitics in 13 districts will be serviced from 4 divisional workshops, and 4 other workshops will
be established in large urban centers. For the pilot distriz. Bijapur, maintenance vill be contracted
out. The mission approved the TOR for procuring this service for 3 years. It is cxpected that all 9
service centers will be established and operational by end-of Scptember 1997,

Drugs and Medicine. It was clarificd that the drugs and medicine budget was allocated not only
for the additional beds planned under the project, but also for cnhancing the quality of services for

existing beds. Project funds should, therefore, be utilized for topping-up the govzmment’s currcnt
allocations for drugs and medicine for existing beds.

Management of Medical Waste. Anncx 10 of the SAR had outlined a plan for the management
of medical waste. As a result of legislative action by the GOl and other developments since then,
the mission reviewed this plan. A more concicte set of actions is now proposed, within the overall
plan outlined in the SAR, distinguishing hetween actions to be taken within the hospital premises
and actions to be taken with regard to ultimate disposal outside hospital premis:s. A three phase

“approach has been discussed and agreed with the government.  The first phase (zhort term) would

focus on the immediate reduction in hazards from clinical waste by the introduction of low cost/no
cost mcasures such as simple scgregation to remove sharps and infected waste, and securc on-site
storage to reduce scavenging. A number of specific measures were discussed with the project team
which could be introduced in the short term. The second phasc (medium term) would include (i)
scale up mecasures, such”as fuller segregation and limited on-site trcatment, including ncedle
crushers; (ii) formation of an inter-disciplinary working group, as in West Bergal, but with the
addition of a small task force to implement agreed measures; (iii) survey of waste arising and
technological options; (iv) appraisal of options and cost-bencfit analysis, where vossible, for each
hospital; and (v) design and implcmentation of training program. The third phase (long term)
would focus on completion of options appraisal, development of appropiate management systems
from cradle to grave, implementation of clinical waste management plans and implementation of
tull training program. It was therefore agrecd that the proposal to procure incinerators, whether ~
on-site or regionally, will be on hold until the all the options are sorted out in Phase III of the plan.

Strategic Planning Cell (SPC). The SPC has been staffed and it has been agreec that much of the
work undcrtaken by the SPC will be contracted out. A number of activities ar: planned for the
coming months including: (i) updating of actions taken on the Kamataka Gov:mment's Health
Scctor Development Program; (ii) analyzing the BOD work done by ASCI for Kamataka: (iii)
mitiating a study on uscr charges: (iv) cvaluating the cffectiveness of the vellow card scheme
implemented during FYY7; and (v) reviewing the implementation of District H:alth Committecs
and Referral Committecs.

Training. The mission has reviewed and agreed on a schedule of activities to implement the
training program under the project. Clinical Training. Substantial progress ha: been made with
regard to planning training activitics for specialists and nurses. It is expected that all training
modules and the first batch of trainers will be trained by Scptember 1997 The first batch of



training is scheduled to start in mid-March 1997, Management Training. M:nagement training
arrangements for exceutives, doctors and paramedics will be finalized by Junc 1997 and the first
batch of training is scheduled to start in mid-July 1997.

-

Referral. In order to facilitate the functioning of the referral systcm at the district level, District
Referral Committees will be set up in pilot districts by end-April 1997. Referral guidelines will
nced to be completed before piloting the system in District Chitradurga in mid-July 1997.

HMIS. Plans for the HMIS arc being finalized, and it is proposed that a TOR for contracting the
pilot scheme will be ready by mid-May. 1997.

SC/ST Component. The project has made a good start in implementing the SC/ST component. [t
is proposed to extend the pilot yellow card, which has alrcady been started, to the rest of the statc
by mid-July 1997. A mechanism needs to be developed to coordinate the gender component with
existing family welfare programs and the proposed RCH project.

IEC. A plan nceds to be developed to operationalize the IEC strategy outlincd ia Annex 12 of the
SAR, coordinating activitics with the family welfare program by October 1997.

Performance Indicators. The performance indicators need to be updated and the inconsistencies
in the bascline data gathered during project preparation need to be rectified. The updating of thesc
indicators should be continucd every six months and will be an important input in measuring the
gains in hospital activitiy, efficiency and quality improvement during the projcct feriod.

- Compliance with Covenants. All covcnants arc in compliance with the exception of the one on

the development of referral and clinical protocols, which is in partial compliance. This is expected
to be complicd with by June 1997. .



Karnataka
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Issue

Benchmark

Deadline

Management

Coordination between SHS 11, IPP VIII and IX, KfW and the
proposcd RCH project will be revieved during cvery mission.
Open and opcerate a personal deposit account in the name of the
Projcct Dircctor at the state level.

Open and operate a personal deposit account in the name of the
District Surgcon in cach district.

April 15, 1997

May 15, 1997

-

Recruitment

HOQ StafT:

Deputy Director, Equipment
Deputy Director, Training

Deputy Director, Hospitals (North)

May 15, 1997
May 15, 1997 .

May 15, 1997
Dcputy Director, Hospitals (South) May 15, 1997
Deputy Director, HMIS August 15, 1997
°t Deputy Director, Transport September 15, 1997
Other StafT:
6 teams of cquipment maintenance personnel May 15, 1997
600 paramcdics June 15, 1997

Stratcgic Planning Cell

Updatc actions taken on the Karnataka Government Hcalth Folicy
Matrix.

Analyzc the Burden of Disease study done by ASCI and revicw
the cost-cfTectivencss analysis for Karnataka,

Initiatc a study on uscr charges.

Evaluate the effectivencss of the yellow card scheme implem:nted
during FY96-97. ’ '

Revicw the implementation of District Health Committecs ard
Refcrral Cominittees.

Scptember 15. 1997
April 30, 1997

May 15, 1997
May 30, 1997

October 15, 1997

Civil Works

Complete 90 preliminary designs for Bank review.
Complete final drawings and bid dacuments for 45 hospitals for
which preliminary designs have been cleared by the Bank.

Commence work on 30 of hospitals for which final drawings have
been cleared.

Award works to architccts for 160 works in Phases [-1V.

July 15, 1997
July 15, 1997

November 30. 1997

July 15, 1997

Equipment

Maintenancc and
Rcpair

Complcte 30% of the procurcment of equipment packages as per
technical specifications approved by the Bank.

Repair of existing cquipment in pilot district Bijapur bascd on
survey done.

Complete survey of status of equipment in all districts.
Extend and complete repair program to all other districts.
Set-up and operationalize the nine planned equipment
maintcnance workshops (Phasc I).

October 31, 1997

May-li.— 1997

June 30, 1997
Deccember 31, 1997
September 30. 1997

Clinical Waste
Management

Within the overall plan outlined in the SAR, the project wou'd:
Dcvelop a short term plan based on low cost measures to improve
clinical wastc management in onc pilot district and implement.
the plan.

Develop a medium term plan to identify the major constraints on,
and options for, an overall clinical waste management systen.

Modify the existing long term strategy utilizing the cxperiencs
and rcsults of Phases [ and I1.

July 31, 1997

July 31, 1997

December 31. 1997

Referral

L

Sct up District Referral Committecs in pilot districts.
Complcte referral guidelines.

Start pilot of referral system in one district (Chitradurga).

April 30, 1997
June 30, 1997
July 31, 1997
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Training

Clinical Training for Specialists and Nurscs:
Complctc all modulcs.

Complete training of trainers (firstbatch).
Start first batch of training.

Management Training for Officers and Nurses:
Clcar TOR.

Finalizc management training arrangcments, for exccutives,
doctors and paramedics.
Start first training scssion.

Scptember 30, 1997
August.31, 1997
March 15, 1997

March 31, 1997
June 30, 1997 7

July 15, 1997

HMIS/Surveillance

Finalize plan for HMIS, :
Finalizc TOR for contracting pilot scheme.

April 15, 1997
May 15, 1997

SC/ST/Gender

o

Extend pilot yellow card program to the rest of the state.
Make O&M funds available to the program.

Develop mechanism for coordinating gender component with
proposed RCH and other FW programs.

July 15, 1997
June 30, 1997
April 30, 1997

IEC

Devclop a plan to opcrationalize the strategy outlined in Annex

October 31, 1997

12 of the SAR and coordinate activitics with the FW program.
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INDIA
STATE HEALTH SYSTEMS DEVELQPMENT PROJECT II
MID-TERM REVIEW : OVERVIEW
(Interim Report : June 1999)

1. An International Development Association team consisting of Messrs./Mmes. T. Nawaz
(Team Leader), D. Peters, P. Kudesia, G.N.V. Ramana, P. Kakkar, D. Porter, A. Singh, C. Giles,
M. Chand, S. Chakravarty and S. Rao-Seshadr initiated a mid-term review (MTR) of the Second
State Health Systems Project (Cr. 2833-IN) between June 1 — 15, 1999. A five-day workshop
was held in New Delhi with the participation of the project teams from the three states and the
Bank team. The mission also visited West Bengal and Kamataka and previously, in April, had
visited Punjab. For Kamataka, the mission met with Mr. A. Sengupta, Health Secretary,
Government of Karnataka; Dr. S. Subramanya, Project Administrator, Karnataka Health Systems
Development Project (KHSDP); and senior staff of KHSDP. For Punjab, the mission met with
Mr. §.S. Channy, Managing Director, Punjab Health Systems Cooperation (PHSC), and senior
staff of the PHSC. In West Bengal, the mission met with Mr. Partha De, Health Minister; Mr.
M. Gupta, Chief Secretary; Mr. N. K. S. Jhala, Principal Secretary Health; and Mr. T. K. Das,
Project Director and ex-officio Principal Secretary, Government of West Bengal and senior staff
of the project. The mission wishes to thank the officials for their cooperation.

2, This overview of the aide-memoire summarizes the main findings and recommendations
of the mission. The MTR has been initiated. However, it cannot be completed at this time since
a number of activities need to be undertaken in each state. In Karnataka, the MTR is mostly
complete but the MTR report undertaken by the Government needs to prioritize and cost the new
proposals to be taken up during the remaining project period. In Punjab, the flow of funds from
the State Government to the PHSC needs to be expeditiously resolved and re-costing of proposal
activities undertaken. In West Bengal, the PMC needs to demonstrate sustained improvement in
activities as reflected in increased expenditures and disbursements over the next three months.
The PMC will also need to confirm the re-programmed implementation plan is realistic and can
be completed in the remaining project period. It was agreed that these activities will be
completed prior to a follow-up mission in late October 1999,

3. Background. The State Health System Development Project II, assisted with an IDA
Credit of SDR 235.5 million, aims to assist the Governments of West Bengal, Karnataka and
Punjab to: (i) improve efficiency in the allocation and use of health resources through policy and
institutional development; and (i) improve the performance of the health care system through
improvements in the quality, effectiveness and coverage cf health services at the first referral
level and selective coverage at the primary level to better serve the neediest sections of society.
The project is an investment loan with policy reform in the areas of resource allocation for the
health sector, capacity development for sector analysis and management strengthening, enhanced
participation of the private and voluntary sectors in the delivery of health services, and
implementation of user charges for those who can afford to pay. Project investments include: (1)
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institutional strengthening for poiicy development and implementation capacity; (1i) improving
service quality, access and effectiveness at the first referral level; and (iii) improving access to
primary health care in remote and underdeveloped areas.

4, Karnataka. Progress toward achievement of the project development goals is X
satisfactory and the implementation of the project in Karnataka is highly satisfactory.
Implementation of agreed health sector development policy measures is on track. Management
arrangements and the mechanism for the flow of funds are working well. The civil works
component of the project is on schedule, and expenditures and disbursements are expected to
achieve the targets estimated by the SAR by the end of June, 1999. To date, 40 hospitals have
been commissioned, and work is underway in an additional 105 hospitals. Procurement and
quality testing of equipment, equipment maintenance, management and clinical training
programs, application of performance indicators, HMIS, and outreach programs to scheduled
caste, scheduled tribe and women are proceeding well. Recruitment of doctors and paramedical
staff is underway, and it is expected that specialists will shortly be posted according to norms in
the 40 commissioned hospitals, thus addressing the issue of skill mix at these facilities. The
project has begun to establish links with the primary care network and is playing an Important
role in stimulating better practices in some specific areas in the management of the health sector,
beyond this project. The project will now have to pay increased attention to software issues
which acknowledge the importance of the role of clinicians and paramedics in improving service
quality and patient outcomes.

5. Punjab. Progress towards achievement of the project development goal’S and
implementation progress are both satisfactory. Project start-up was delayed due to the change in

- management and the continuing debate around the PHSC and the early ambivalence of the new

government to the PHSC. However, this was satisfactorily resolved over time, but it diverted the
attention of the Managing Director and the Principal Health Secretary at the early stage of the
project when their focus should have been on resolving initial implementation issues. Project
implementation since then has been relatively good in the context of the ongoing constraints in
the flow of funds and the year delay in project start-up. All facilities and medical equipment
transferred to the PHSC have been renovated, supplies have been provided, and initial clinical
and managerial training has been done, improving the ability to deliver better services. There are
major cost over-runs projected for civil works, requiring an urgent re-planning of future
commitments. If the flow of funds problem and re-costing of the civil works can be resolved

~ immediately, the project should be able to be completed on time. Planning and research

capacities have been enhanced, so that most health sector development policy measures are
progressing well. The PHSC has done wel] to strengthen the health management information
system, introduce quality assurance processes and referral systems, and improve the user fees
systems. However, it is unclear whether the proportion of State expenditure on health, and to
primary.and secondary levels of health care have been increasing. The MTR has so far
reconfirmed the relevance of the project objectives and activities, but the mission is unable to
complete the MTR until the flow of funds issue and the re-costing of proposed activities is
completed. These need to be completed by the PHSC and the Punjab Government so that the
final conclusion of the MTR can be made by the next mission in late October 1999
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6. West Bengal. Progress ioward’achievement of the project development goalsis X
satisfactory and the implementation of the project in West Bengal is now also satisfactory.
Implementation of agreed health sector development policy is on track. The slow
implementation of the project during the first two years raises questions as to whether all planned
project activities can be completed in the remaining project period. The mission believes that
increased disbursements over the past three months is an encouraging indication of the increased
pace of activities. It has reviewed the plans for the remaining project period and beljeves that
they can be achieved provided the attention that has been provided to the project over the past 8
months is sustained. Management arrangements and the mechanism for the flow of funds are
working well. The civil works component of the project is now fully geared up and work is in
progress at 84 hospitals. Expenditures and disbursements are considerably below the targets
estimated by the SAR for June 1999, mainly because of the delay in the civil works component.
Procurement and quality testing of equipment, equipment maintenance, management and clinical
training programs, application of performance indicators, HMIS, and outreach programs in the
Sunderbans component of the project are proceeding well. Recruitment of doctors and
paramedical staff is underway, and it is expected that specialists will shortly be posted according
to norms with the recruitment of 1,200 doctors. The project has begun to establish links with the
primary care network and is playing an important role in stimulating better practices in some
specific areas in the management of the health sector, beyond this project. The devolution of the
project to the DHCs has been effected and this is expected to bear excellent long term prospects
for sustainability -- however, it has had a high cost in terms of short term implementation delays.
In West Bengal, the interim MTR has so far confirmed the relevance of the project objectives,
but it is not realistic to complete the MTR unti] the improved implementation is sustained during
the next three months and it is possible to confirm that the reprogrammed implementation plan
is realistic in the remaining project period. Until more sustained progress can be demonstrated in
the next three months, the Bank team will postpone consideration of additional activities.
However, it encourages the Government to reprogram planned activities as discussed with the
mission. In the meantime, the Government needs to suitable modify its MTR report based on
more information on implementation on the ground and make this available prior to the next
mission in late October, 1999 when it is expected to complete the MTR.

8. Following is a sumrnary of project achievements, lessons and future acticns which
emerged from the MTR workshop.

L Summary of Project Achievements at Mid-term %‘;Q//(‘v‘

Delivery of Inputs

* Physical inputs (civil works and goods) are being delivered (after some initial delay), and is
resulting in better equipped, cleaner, and safer hospitals, with ambulance services and greater
availability of drugs

* Clinical and management training has been done to improve skills, knowledge base, aritudes
and behaviors of providers

* Health messages have been displayed and disseminzzad

* Vacancies and mismatches in health personnel have been reduced



Systems Development

Hospital inforr‘nation is being collected and used for decision-making

Procedures to improve public accountability are being used

Mechams.ms to coordinate national and state programs have been initiated
Decentralization of heal.th Mmanagement has been strengthened in West Bengal

Morf: transparent and fair procedures for procurement are being used and more effective
quality assurance procedures introduced

Contracting procedures have been introduced and are working well

Cost-recovery and retention has been introduced

Flow of funds mechanisms have been developed within state systems to handle a large flow
of funds -

Waste management systems have been introduced and are being used

Equipment management and maintenance systems have become functional

Referral systems have been piloted successfully

Disease surveillance and contro] systems are being refined and used

Quality assurance procedures have been introduced

Measurable Outcomes

Small increases in outpatient and inpatient visits are being seen

H_ospnal_efﬁcxf:ncy Is changing through increases in bed occupancy and greater use of
diagnostic testing :

Increased outreach services to disadvantaged groups

Baseline levels of patient satisfaction are being measured

Qualitative Results

Raised awareness of health among politicians and key decision-makers

Improving morale among public health sector staff

Public health sector is now better able to consider issues across programs and levels of care
(e.g. disease surveillance, referral, IEC)

Government is adapting new ways of doing business introduced by project, and open to more
Pgblic health sector is now looking beyond public sector to new partnerships with NGO and
private sector ¢

Expectations of the public and providers are rising

Raised awareness of problems of vulnerable groups
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IL. Summary of Lessons Learned and Future Actions

Issue

Lessons Learned

Policy

e Increased allocation to
health, especially to
primary and secondary
levels and non-wage
recurrent items

e Systems for policy
analysis and strategic
planning

e Role of government in
utilizing public-private
partnerships

Future Actions

Changing allocations has
been more difficult than
anticipated: overall
allocation to health has not
changed much, pressure
for the wage bill has
-increased, but there have
been marginal increases to
selected non-wage items
Investment in physical
improvements is powerful
motivator in promoting
systemic reforms

Attitude and behavior
change of policy-makers
and key staff within state
health systems is vital step
toward reconsidering role
of government and private
sector

Prepare options papers on
how to improve State
health allocations within
context of overall State
priorities and fiscal
constraints

Integrate Strategic
Planning Cell into state
health policy and planning
bodies ‘
Shift from rigid norms to
need and performance
based planning

Explore options to
improve use of private
financing and private
provision, including new
provider payment
mechanisms and
organizational models
Strengthen monitoring of
effects of cost-recovery
and exemptions

Management & Institutional

Arrangements

e Appropriate project
management arrangements

e Adequate flow of funds

e Strengthening state health
management systems

¢ Management information
systems to support
decision-making

* Management of physical
assets to ensure quality,
performance and safety

Multidisciplinary project
team essential. Up-front
training in Bank
procedures is needed.
Establishment of
autonomous bodies are not
sufficient in easing flow of
funds — financial
commitment of state™is stil]
critical

District Health
Committees can be
effective providec they are
engaged early anc have
substantial decision-
making power, inciuding
financial authorit. and
control over postinzs
Managing contrac:s is an
efficient mechanism where

Add skills on key software
areas (e.g. economics,
information systems,
marketing) to project
teams

Integrate PMC activities
and systems (e.g.
information systems,
financial management)
into mainstream of health
systems _
Integrate planning and
supervision of SHSII
project with other national
programs

Extend contracting to
clinical services

Increased use of 3" party
evaluation of outputs and
outcomes and applied




Issue

Lessons Learned

Future Actions

tested so far (non-clinical
hospital services, waste
management; minor_
building maintenance
including toilets, waste
supply etc)

“Centers of excellence”
created by project may be
-unsustainable

Concurrent evaluation and
feedback in areas of
patient satisfaction and
hospital performance
enables managers to take
prompt corrective action
Quality assurance requires
appropriate local standards
to be meaningful
Economic benefits of asset
care demonstrated by
success of one-time repair
programs

Technical inspection and
testing of products
essential to ensure quality
and safety

research

¢ Develop local standards
for quality assurance

* Expand standardized
guidelines and operational
procedures (e.g. model
contracts, hospital
commissioning guidelines)

e Undertake study of cost-
effectiveness of various
maintenance and repair
modalities currently. being
tried in different states and
develop criteria for
optimizing arrangements

* Develop data base on

- equipment for secondary

care including, technical
specifications, unit costs,.
maintenance guidelines,
life-cycle costs for O&M.




Issue

Lessons Learned

Future Actions

Health Service Delivery
o Functional referral system
e Disease surveillance
e Hospital waste
e Health communications
e Training
e Engaging NGOs

* Referral protocols need to
be responsive to changes
in services in public and
private sectors; provision
of all project inputs is not
a prerequisite to initiate
action

* Though surveillance
Systems are established,
rapid response still needs
to be strengthened

* Actions on improving
hospital cleanliness and
waste management
requires continuing
attention but can yield
positive results

e |EC strategy so far limited
only to client and provider
information, its effects on
behavior change is not yet
known

¢ The effectiveness of
training needs more
rigorous monitoring

* The limited partnerships
with NGOs has been
positive, but dependant on
good screening of NGO
and medium-term
commitment

Expand referral systems
throughout state

Refine surveillance system
design around control
actions, integrate with
epidemics_divisions of
DOH, and address non-
communicable diseases
Implement long-term
waste management
strategies and continue
training & promotion
Refocus IEC on behavior
change and monitoring of
change; integrate IEC
strategies in state across
national and state
programs

Critically evaluate training,
by linking training to
clinical and managerial
outcomes

Increase involvement with
NGOs
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STATE HEALTH SYSTEMS DEVELOPMENT PROJECT II
KARNATAKA

MID-TERM REVIEW
November 1999
AIDE-MEMOIRE

1. An Intemational Development Association team consisting of Messrs/Mmes. T Nawaz =, .
(Teamn Leader), D. Peters, S. Chowdhury. P. Kudesia, G.N.V. Ramana, S. Rao-Seshadri, M. {'L
Voss, P. Kakkar, D. Porter, €. Giles, R. Ahner, V. Rewal, S. Chakravarty, C. Giles and'Nina

Anand conducted a mussion berween October 27 and November 23, 1999 to complete the mid-

term review (MTR) of the Second State Health Systems Project (Cr. 2833-IN) that was initiated

in June, 1999. Part of the mission visited field sites in Kamataka, and the mission met with Mr.
B.’K. Bhattacharya, Chief Secretary, Government of Karataka: Mr. A. Sengupta, Health

Secretary, Government of Karnataka; Mr. Naik, Commissioner. Health and Famuly Welfare; Dr.

S. Subramanya, Project Administrator, Karnataka Health Systems Development Project

(KHSDP); and senior staff of KHSDP. The mission wishes 1o thank the officials for their
cooperation and hospizality.

2 The purpose of the mid-term review was to take stock of the project by assessing the (a)
project objectives: (b) project design (content and institutional arrangements); (c) -
implementation progress: and (d) allocation and disbursement of funds; and (e) credit and project
agreements; and restructuring these as appropriate. Project implementation progress is recorded

in the Mid term Review Report prepared by the KHSDP. and the subsequent Progress INote on -~
Implementation. The aide-memoire summarizes the main findirigs and recommendations of the ‘

Mission. =

3. Project implementation progress is recorded in various documents prepared for the MTR
by KHSDP inclucing: Mid-Term Review Report; Health Sector Development Policy Program in
Karnataka: Statws of Civil Works; Status Report on Procurement: Health Management
[nformation System: Training Overview; Report on the Referral System: Report on Disease
Surveillance: Report on Medical Audit (Quality Audir): Status of Financial Management System:
Analysis of Disbursement and New Proposals: Note on User Charges: Report on Private-Public
Mix; and Report on Access to Women's Heaith. '

4. Background. The State Health Svstem Development Project I, assisted with an [DA
Credit of SDR 2355 million, includes the states of Kamataka. Punjab and West Bengal. In
Kamatuka, the project aims 10 assist the government to: (i) improve efficiency in the allocation
and use of health resources through policy and instituponal deveiopment: and (11) improve the
—performance of the heaith care system through improvements in the quality, effectivencss and

coveruge of health services at the [irst reterral level and selective cov erage at the pnmary level 10
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trve Ine neediest sections of soze . The om;wl 1S an investment joan addressing polic

TEiorm i ins zreas of resourc ullo:‘.uuo ‘or the health sector. capacity dzvelopment for secior
issues in the zreas of man agement W”"-".rwmng m}hmccd ”UCLDJUOU of the private and
voluntary sza: " services, and implemeniation of user charges for those
who can z ) nents include: () institetonal strengihening for policy
develnsien and frm u:mwhauow capaciii (1) improving service quality. access and

ness at the first referral level: an (111) 1 IMproving access 1o primarv health care in remote
and underdzzioped areas.

5. The zroject was approved on Marzh 21, 1996. signed on April 18. 1996 and became
ffect : . 1996. Tt is expected 1o close on March 31, 2002. The eood work done {or
project preczreiion translated immed; 1ately and withou: delay in most project activities. Early on

In project i ;...::emcmauon new Health scuetarv and Project Administrator took over. The
managemen: ransiuon was smooth and the initja] steps that were taken in hiring management

consultaws assist the project team provided good impetus in civil works. procurement of
goods and szrvices, and financial Mmanagement. The continuity of Project Administrator and the
leam has bezn critical to the success of project implementation to date. In addition, the
establishmer: of a flow of funds mechanism through the letter of credit svsiem has facilitated
speedy project .molﬂmemamon The & \,Ouu"’h ment of the Government to this project has so far
een exemplzary. The support provided the Chief Secretary in his present capacity, as well as
In his pre vious posiuon as Principal Spcrv.ar\ cum Finance Commissioner during negotiations,
has been a mzior factor in the implementation success 1o date. The early mobilization for key

project aciiviizs could serve as a mode] for other states and projects in the Health. I\utm]on and
Population szz:or.

6. Summary. The mission concludes ; that progress toward achievement of the project
developmen: goals is sausfactory anc the im plementation of the project in Kamataka is highly
saustactory. Implementation of agreed health sector development policy measures is on track.
Management zrangements and the mechanism for the flow of funds are working well. The civi]
works compenent of the project is on schedule, and disbursements are close to the target
esumatec in thz SAR. To date, work has commenced on the 175 5 hospitals. re- -Commissioning is
underway in &2 hospitals. Procuremest ang quality testing of equipment. equipment

maintenancea . Ti2nagement and clinicz! tra nmc programs. appiication of performance indicato=s.
HMIS, and ovimeach programs 1o scheduled caste, scheduled tribe and w omen are proceeding
well. Recruiz=eznt of additiona] docters and pamm\_m»al staff and specialists have been
substanually nosted according 10 norts in the 60 re-comrmussioned hospitals. The project has
begun 10 estabiish links with the pnmary care network and is piaying an important role in
stimuiating baxer practices in some $D c‘f ¢ areas in the management of the health sector,
bevond this praiect. The D.ouc. will 2Ve 10 pay increased attention 1o software issues
which acknowizdge the importance of the I'C }c of clinicians and paramedics in IMProving servi.z

quality. patien: duicomes dnd sausfaction. referral, q quahty assurunce and IEC activities.

7. - Asof November 1009 Savings in project costs ure approximately Rs.60 crores
(equivalent 1o USS14 mi lion) due 1o esch: tnge rate depreciation and cost conscious managemes:
. _pracuces. }10\\ aver, there have been sav Ings in 2oods and services and in the catecory of

incremental st salaries. To ac commodate these, reallocations of the proceeds of the Credin 1o



the exient 7 SDR 4.71 million from gonds and services to civil works ané SDR 2.26 million

from incremental staff salaries. and inc£rmenta) npe*uuons and mainlenance costs 1o civil work
was made &t the request of the Government on Mg . 1999 In addition. the Bank team had

carlier agreec 1o the use of USS9 cquivaient rrom‘:he nallocated categor
increasec cos: of civil works. Tms accounts for almost all the pro-rated urzlloczied Credit for
}\21"13"-3}'?1 T' € Mission also reviewed z number of proposed activities for the Rs.60 crores
1
1

savings. roject team has prioritized these proposals since the last mission in Mav 1999 and
ensured 'h ‘u-_' are in accordance wiiil the ov erall objectives of the project. These ha\'e peer
reviewed oy the Bank team and 2 number of additional activities have been agresd 1o in principle

which are noted in this aide-memoire. Detailed implementation plans will r_lov\ be prepared on
each addit:onal activity and submitied to the Bank team for review Drior (o the next missic
S. Project Development Objectives (DO). Progress toward achievement of the
development objectives of the Droject is sausfactory. DO1: Policv Indicators. Budgetarv
aliocation. The budgetarv ahocauor*s for the health sector were enhanced from Rs.705 crores in
FY96-97 1o Rs. 903 crores in FY98-99. I constant terms the increase is more modest but therz
has been a slight incréase in real resources for the health sector. Within the health sector the
l auons for primary and secondary levels increased from Rs. 450 crores o Rs. 690 grore
een FY96-97 and FY98-99. In terms o, the share of resources. allocations to the primary
nd secondary levels have also increased from 85.8% to 87.3% during this period. Resources for
non-salary recurrent costs, parucular]yv for drugs and supplies, have been substantially increased
since the beginning of the project. Cost Recovery. The Government Order (GO) of 1995
establishing District Health Committees (DHCs) gave them the responsibility, among other
things. of collecting user charges for a ;aﬂge of services, including fees for room rents,
laboratory anc diagnostic services, selecied su irgerv and medicines. User charges are bf‘imo
coliected at all district hospitals. All revenues collected are ratained by the DHCs and deployed
among hospitals in the district for non-samr_\ recurrent expenditures To date, about Rs. 1.6 crores
has been coliected and activities such as ambulance maintenance, repair of water and sanitary
connections, purchase of supplies have been financed. Those below the poverty line, establishad
through the JRY program, and entitled 10 2 Green Card, arc exempt from paving vser charges.
Contracting out. Comracuno out of non-clinical services has been established in 16 hospitals and
clearance has been obtained for contract cting out non clinical services in an additional 28
‘nos tals. Dui’ 10 the acute snormge o7 ZH‘n.S[hB[]S[S in government hospitals. facilities for
con Jvtmf ihe services of anesihetsis hay e been crca[ea S'rml \ permlsnor‘ has DC’D C'l\""‘
MOs 10 contract the services of L\'ﬁs for conducting health check up camps for women.
Ne\\ opportunities for contracting ou: of clinical services are deing explored through the
par:x’cipation of NGOs. Overzall. the project has made i important impacts on the policies of the
government in the health sector bevond the first referral level — in the areas of better
mansgement practices. drug procuremsant policy. nerformancs monitoring. service norms at ths

C)_'FA-‘

r.o

pomary and terar V levels and the suveiliance Of communicznie diseases.

'U. DO: Arcess and L""Cf‘[l\.: fjess 1.1\_“\ q2Hors. Th” h;'\ b».p . q!"ﬂlll\.Jn[ y;'\_;\'u\ ement

the following ureas: increased availab: iy of Qrvv(r\ and suppl.o at the faciliy Jevel: meeting

cquipment norms and umely repair of o upment in upgraded facilities: meeting staffing norms

_and enhancement of the chimical skills of doctors, nurses and paramedics: increased referrals o
mgher fevel msututions; and mereased seeess 1o basic health services for SC/ST and women,
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Quality essurance mechanisms at upgraasc faciliues are being established. These Improvements

are leading to increased credibility of services provided and are beginning to show greater patient
satisfaction.

10.  DO3: Activitv Indicaiors. The monitoring and evaluation (M&E) mechanism that has
been put in piace under the project is very gzood and is being used in meanagerial decision-
making. As part of the M&E mechanism, hospital activity indicators such as out-patient
attendance, in-patient admissions and dis:harges; bed turnover rate, bed occupancy, average
length of stay, and utilization of diagnostics and equipment are being collected. This information
1S being used to assess hosprial performanze and 1s being fed back to the respective Institutions
for'fol]ow-up action. Uulization rates in the upgraded facilitics are now showing substantial
Increases as are patient satisfaction and ouicomes .

L1 Recommendations. As part of its health sector development program, the Government of
Kamataka should strengthen.integration of the clinical and management aspects of primary,
secondary and tertiary levels of health care. including partnership between the public and private
sectors. This would also mean closer coordination between the State Health and Populatuon/RCH
programs. To facilitate the process and 1o provide the government with an overall perspective of
health sector planning, monitoring and reporiing mechanisms for health sector policy need to be
strengthened. Further, better TEPOrting on the scope, practices and opportunities for collaboration
with the private sector needs to be incorporated in the planning process. In addition, the policy
on user charges at upgraded public facilities needs to be reviewed, including opportunities for
enhancement of selected user fees as there 1s substantial scope for increasing revenue from user
charges.

12. Management. The project was designed to operate within the organizational framework
of the Department of Health and Family Welfare (DOHFW), as distinct from operating through a
corporate enuty as in AP and Punjab. The Government of Kamataka accepted that there might be
limitations in implementing a project such as this through a government line department in the
areas of contemporary management practices such as organizatonal structure, fund flows and
recruitment. Nonetheless it believed thai there would be larger benefits by way of linkingthe
project 1o the overall health sector. '

* QOreanizational structure. The Organizational structure consists of a Project Governing
.Board headed by the Chief Secretary with high level representation from all relevant
departments of the governmen:. The PGB is fully empowered to make major policy
decisions and develop broad poiicy outlines for the project, approve the annual budget,
authorize major project revisions If necessary, ratify decisions mads by the Steering
Committee, formulate rules anc regulations and undertake an annual review of projec
acuvities and monitoring. The PGR has delecated adequate powers to the Steering
Commuttee (o carry out its func:iong as the nadal bod_\,"for project implementation. The
Secretary DOHFW is the Chairman of the Steering Commitiee which supervises and
MOnILors project implementatiorn. undertakes project activities and facilitates project
management. The Project Adm:inistrator, a Secretary who heads the Project Managemen:

—— Cell. 1s responsible for the implementation of day-to-day project activities. This three-tier

svstem has made it possible for ~rompt decision-makine and for implementing the projec:
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expeditiously. Further. this struciure has enabled the PMC to be ¢ closely integrated with
the technical wing of the DOHFW.

e Flow of funds. The mechanism esizblished under the project to facilitate the flow of
funds is exemplary. It has set 2 precedent for other states implementing a health sector
project of this tvpe, enabling ileé entation of large number of small project activities.
Cumbersome processes requiring repeated reference to Finance and other government
departments for obtaining clearances have been shortened while retaining accountability
through the establishment of a letter of credit (LOC) system.

» Recruitment. Recruitment continues 1o be undertaken through the Pubhc Services
Commussion with DOHFW playing a key role. This systemn makes recruitment protracted,
thereby adversely affecting the project implementation schedule. In order to deal with
this issue, the government has proac tively made a one-time exception in the recruitment
of doctors and paramedics. This means that while the needs of this time-bound projec
have been met, the institutional process for recruitment remains unchanged.

L3. The MTR concludes that: i) in the area of organizational flexibility, while progress has
been slow, systems developed under the project have greater potential of replicability to the
overall health system; 1i) in the area of financial flows, it has been possible to achieve substantial
improvement over the existing practices in the rest of the health sector; 111) 1n the area of
recruitment, progress has been made not so much because of any inherent advantage of working
within government line department, but as 2 result of exceptions provided to the project.

14. Recommendarions. The MTR wco*rmends that, in view of the progress achieved to date
and to move forward from hereon incraased atiention be devoted to the software components of
the project, including IEC, NGO participauon, training and referral. quality assurance, refe*ral
and disease surveillance. The recommandation of the previous mussion that project managemen
formalize procedures for recommissioning of hospitals has been drafted and a manual has been
developed and distributed to all hospitals, laying out a detailed plan for accomplishing this. This

will be reviewed by the Bank team anc continually updated by the project team. =

15. Workforce Issues. With regard 10 the earlier recommendation on addressing the
mismatch in the skill-mix at the 40 commissioned hospitals, an assessment has now been made
and a report has been prepared. The skil] mix issue at 60 commissioned hospitals has been
substannallv addressed. All recruitmen: formalities have been completed with respect to the
recruitment of 573 Assistant Surgeons and 113 Dental Surgeons to address the skill mlsma[ch
In additon. 20 Entomologists and 12 Graduate Pharmacists have been recruited. A benchmark o
March 31. 2000 was agreed on to cont’qus (0 address mismaltch in all specialists posts accordin 1S
to norms in hospitals being commissionsd. The draft rules for the recruitment of Biomedical
Enginzers and Microbiologists have be=n finalized and submitied 10 the covernment for further
processing. and will be puohshed by MNazrch 31, 2000.
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16. Recommendarion. The MTR recommends that project management continues o address
skill-mix according 1o agreed norms as hospitals are re-commissioned.

17. Strategic Planning Cell (SPC). The SPC was set up to address strategic planning and
management issues in-the health sector in Kamatzka and is current]y headed by an Addiuonal
Director (Strategic Planning). It TEpOorts directly to the Secretary, Health and Family Welfare.
The post of Sociologist has been filled and other supporung staff have been provided. The DOSt
of Economist remains vacant, and efforts zre underway to identify a suitable candidate. A
number of activities have been undertaken b_\‘ the SPC, jnc]udjng; publication of a quarteriv
newsletter; development of a databank- eveluation of clinical training and the overall
effectiveness of the training program: a study on microbial contamination: a study on the waste
management system in hospitals: an evaluation of the Yellow Card Scheme: a pilot studv on the
networking of private and public health care providers; a manual for commussioning of
completed hospitals; and updating the health policy matrix. The outputs of the SPC have been
noted in policy discussions and brogramming in the health sector. For example, the
recommendations of the study on microbjz] contamination have lead to the government issuing
Executive Orders and. passing a GO for the establishment of the Nosocomial Infection Control
Program. Contracting out of non-clinical services in 40 commissioned hospitals is to be
completed by March 31, 2000. Other acuvities to be completed by March 31, 2000 include
Initiation of a study on Options and Cost Effectiveness of final disposal waste, and a Prvate-
Public Mix Issues and Options Paper. Benchmarks to be met by June 30, 2000 include a drzf:
Teport on manpower planning in the DOHFW.

18. Recommendarion. The MTR concludes that the functions onginally envisaged for the
SPC continue to be relevant and. with increased focus of planning across HNP programs, the
SPC now has an even more important role 1o play in policy development and planning in this
sector. The project should putin place kev staff, either on a regular or contractual basis, in order
to make the SPC fully functional.

19. Civil Works Component. The cjvi] works program has proceeded at an exemplary pace:
work has commenced on 175 hospitals out of a tota] of 201; and 60 hospitals are in the process
of being commissioned. Apart from this, KHSDP has upgraded 13 blood banks and proposes o
cover 9 more. 21 District Surveillance Units are under construction and equipment maintenance
workshops are being provided in al] districts. In order 1o minimize cost escalation in civil works.
a decision was taken early on by the Project Governing Board 10 inijtiate cjvil works in all
hospitals simultaneously rather than in four phases planned earlier. An Engineering Wing was
established with an Engineer-in-Chief, two Supen’niending Engineers and 6 Divisions. In-
addition, 46 architects were empanellec 10 expedite the preparation of desighs and drawings.
Owing to the large number of civil works already grounded, independent agencies were enga
for undertaking quality audit of the civil works. These a:ditors also undertook proof checkin
structural designs and soil investigation reporis. The feedback thus far has been that the PMC has
done » commendable job in the area of vy works. The agreed benchmark of March 31, 2000
includes commencing work on remaining 14 hospitals, and completion of 90 hospitals and
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~nitianon of the process of commissionine gl} completed hospitais.
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20. Recommendations. The MTR conziudes that the independent review and evaluation for
ensuning the quality of civil works has bezr verv useful and such evaluauon should be continued
on a regular basis.

21. Procurement of Goods (equipment. furniture, vehicles, drugs, medical laboratory
and other supplies, MIS and IEC materials). The procurement activities planned for 1998-99
have been completed successfully. Procurement activities planned for 1999-2000 are underway.
In respect of stand-by generators requirec z: number of project facilities, the procurement of ‘
these has been postponed until appropriate zccommodation for these are completed as part of the
civil works program. Good quality contro! procedures have been established for acceptance
testing, installation and commissioning. D'g_;w{ management has complete d planning of

procurement for the third and fourth phases of the project and the benchmark for October 31,
1999 to complete the activities planned for Mav-October 1999 has been met.

22, Recommendations: KHSDP is now inz good position to develop a computer-based
inventory svstem for the manaoemem of equipment, plant and similar assets in the facilities for
which it is responsible. This database should include comprehensive information on the type of
equipmenv/genenc description, manufacturer, model, serial number, dates purchased and
installed/commissioned, service agent. service frequency, accessories and parts availability, and
a comprehensive service record for major items (including operating and service costs).

23. Maintenance and Repairs. In-house service teams have now been established in all
districts of the State and are providing an accessible repair and maintenance service for a wide
range of equipment. The staff have also assisted in the program of installing and commissioning
new equipment. The KHSDP maintenance tzam has now been put in-charge of maintaining the
cold-chain and walk-in coolers of the DOEFW. Experience with maintenance of X-ray B
equipment throughout the state by a third-party service agency has been very positive; X-ray sets
valued at around Rs. 4 crore have been repaired and regularly serviced for a cost of around Rs.
3.5 lakh a year, 1.e. (<1% of assets value). This represents excellent value for money. The
benchmarks for October 31,1999 have heen accomplished, including commencing construcuon
of equipment maintenance workshop buildings in the remaining 10 districts and preparing a
coinprehensive report on the activities of the in-house district equipment maintenance teams
including the cost effectiveness of the services they provide. Agreed benchmarks for March 31,
2000 include completion of construction of ecuipmem maintenance workshops in all 21 distncts.

and computen e the status of equipmen: atenance in four disticts, one 1n each revenue
division.
24, Recommendarion. The maintenznce arraneement should be reviewed in light of the

results of the cost-effectiveness study 2nd the experience of other states. The benchmark for
Narch 2000 1s to computerize that status of equipment maintenance in 4 districts, one in each
revenue division,

25.- Training. Progress of the train:ne component under the project is satisfactory. (a) So far
135 doctors have received basic clinizal tramning in different specialties as part of this program.

1
_A Traming of Trainers (TOT) was arrarged at JIPMER, Pondicherry, as a result of which 40

£

muster traners arc now avatlable for conductine rhinine programs. The district level raiing
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program for CHC/taluka leve] doctors wes conducted in medicine, surgerv. OBG, pediatrics and
anesthesiz and 354 doctors were trajned: (b) Nurses Training: There are about 1.550 Staff
Nurses working in CHC, taluka and district leve) hospitals. An additonal 1,100 nurses have
been recruited by the KHSDP and these require training. A training needs assessment has been
conducted for nurses. and project authorties have adopted the training manual and curriculum

developed oy the AP First Referral Heaith System Project. 1.762 nurses have so far been trained

in general nursing. Specialist r&ining in the areas of pediatrics, ICCU. ophthalmic nursing,
psychiatric and neuro nursing has been imparted to 365 nurses. (c) Management training has
been conducted for Additional Medical Officers (AMOs), Nursing Superintendents, second
senior MOs and the male health worker a5 3 team. This training is complete in respect of 22
hospitals. The objectives of this program have been to acquaint the parucipants with HMIS' for
decision-making and to enhance their administrative and managerial skills. Certain issues such
as medico-legal aspects have been included in the curriculum. Training has also been conducted
at Bangalore in several super-specialties. The benchmarks agreed for March 31, 2000 include: (i)
conductng an in-house evaluation of lab. Technician training; (i1) preparation of TOR for the
evaluation of administrators training and identification of a suitable agency for conducting the
raining: and (iii) preparation of a draft répon on the external evaluation of clinical medical
officer’s training.

26. Recommendations. The doctors’ training has been evaluated by the Additional Director
(SPC) by sending a questionnaire to the trainees. A more detailed evaluation of the impact of
training on the performance of the trainees is required. Training during the remaining project
period should focus on meeting the overal] objectives of the project, with emphasis on improved
health care outcomes at the facility leve). Different options for continuing education at the
facility level should be examined. and there should now be greater focus on hands-on training.

27. Referral. The referral system under the project was piloted in Udipi District and has
now been extended to Chitradurga and Tumkur districts. The expenence so far has been that
awareness hds been created regarding the referra] system amongst the medical personnel and the
public, and IEC activities in this regard have been intensified. Referral cards are being used and
feedback information is provided in mos: cases. The project management has felt that a referral
system cannot be fully functional unti] upgraded facilities have been equipped and staffed
according 1o norms, and that it would taics a least one more vear for the referral system to be
extended across the state. However, i a- allempt 1o speed up the process of extending the
referral system, it has been initiated in individual hospitals without waiung for all districts in the
hospital to be uperaded.

28. Recommendarions. The referral system needs to be expzanded throughout the state and
this need nor bs deferred ill such time thzt all facilities have been upgraded. There are a number
of clinical aspects where the referral S¥stzm can be made more functional throughout the state
without requiring completion of the civil works program. To support the expansion of the
referral svsiem. a planned [EC program 1or service providers anc the community is
recommended. It was agreed thai.the prorect would increase referral linkages with RCH, IPP IX
and other health programs.

oo,



29, Health Care Waste Management. The KHSDP is current]y following a three-phased
approach o the szie disposal of hospital wesie in secondary hospitals. This includes a short-term
approach focusirg on the immediate reduciion in hazards from clinical waste with the
introducuion of low-cost measures such as simple scgrégam’on to remove sharps and infected
wasle, and secure on-site storage: a medium-term approach involving scale up measures such as
fuller éegregation and limited on-site treatment suc’h as needle crushers, formaton of
interdisciplinary working groups to implement agreed measures, and appraisal of options and
cost-benefit analysis; and a long-term approach focusing on completion of options appraisal,
development of appropriate management svstems and implementation of health care waste
management dlans and full training programs. The passage of the Biomedical Waste
(Management and Handling) Rules (July 1998§) bv the Government of India and rulings by the
Supreme Court have imposed a legal requirement on every health care facility more than 50 beds
in the country to develop and implement z health care waste management strategy. The short-
and medium-term waste management strategy 1s now being implemented in the 60 completed
hospitals. Training workshops have been conducted for the AMOs and nurses from 26 hospitals
on the broad principles of waste management. legal issues, and waste management strategies,
and IEC matenial has been developed and disseminated. Several lessons have been Jeamned.
which the project authorities are attempting 1o address: the need for retraining and follow-up of
hospital staff with regard to the importance of source segregation of waste and the significance
of color coding of bags: occupational hazard to waste handlers: and inadequate information
about the use of deep burial pits and land fills. Benchmarks agreed for October 1999 have been
completed, including: extending the short- and medium-term waste management strategy to 60
commissioned hospitals; creating a mechanism for verifying waste management practices;
expanding [EC activities to spread awareness and behavior change: and formulating policies for
waste reducuon and re-cyvcling strategies. which is shortlv to be 1ssued as an Executive Order.
Benchmarks agreed for March 31, 2000 inciude: (1) finalize study on medical waste; (11) extend
short-term and medium-term waste manzgement to 90 hospitals: and (iii) complete status report
on how waste management system is funcuoning. |

30.  Recommendarions. The mission supports the approach taken with regard to the waste
management plan. The challenge now is 0 sustain the Jevel of achievement reached to date and
to.progress further on Key issues in the comprehensive management of the waste problem. The
mission recommends that the short-term and medium-term strategies be fullv implemented, and
that the government continues to work towards a loneer-term strategy on the basis of the study
that is currently under preparation. It is noted. howevver, that the Bank 1s unwilling to support the
Incineration oi waste under the project un:il the longer-term study on option appraisal is
completed and the Bank itself has developed a policy on incineration. The project can, in the
meantime, finance alieratve technologies on a pilot basis, including microwave treatment,
autoclaving and other non-incineration sysiem for the final disposal of hazardous waste.

31. Strategy for Increasing Access for Scheduled Castes (SC). Scheduled Tribes (ST)
and Women. Sausiactory progress has ba=n mude with respect to the implementauon of
programs aimed at increasing access for SC/ST and women. Karmataka has a large SC/ST
population accounting for about 21 % of the o014 population, and u survey conducted in 1995
indicated that they generally suffer higher fevels of mortality and morbidity. As a result, the
government proposed the Yellow Card Scheme involving annual health check-ups for SCs and
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STs. The EHSDP began implementation of the scheme on a pilot basis in November 1996 and
since then the scheme has been extended 1, the whole state and become part of the on-going
acuivites of the DOHFW. To date. abou 2.0 million people have been screenad through this
scheme, of vom about 1 4 mullion have beep treated at the camps, and about 2.6% of those
treated have 5zen referred 1o hospitals for reatment. The logistics of conducting the camps.
¥ " including the srovision of adequate staff. medicipes and supplies have been streamlined, and the
Y scheme is being implemented in an excelient manner. Reviews of On-going rounds of check-ups
"have been conducted, and correctjve Measures have been taken based on feedback. In additon,
the KHSDP funded the implementation of @ Women's Health Check-up program in 6 taluks in
Mysore district through the BCCHI Trus:. 2n NGO active in that area. This scheme has
undertaken ic promote better health practices among women. conduct scrcehing and
management of RTIs, STDs, cervical and breast cancer. conduct training programs for health
functionaries. and conduct IEC campaigns and implementation has been highly satisfactory:.
o Since then, GOI has Initiated a separate scheme for women'’s health which is being implemented
e through six NGOs and managed by the KHSDPp. In view of this, KHSDP has not extended the
women’s health check UP Program to one more district as had been agreed. '

A 32. Recommendarions. The Mission recommends that: 1) the Yellow-Card scheme be
continued to b implemented throughour the entire state; ii) the [EC strategy for the project be

linked to the 15ba] strategy to increase awareness among tribals of service availability; iii)

upgraded faciiities in tribal areas be staffed ip accordance with the norms for services, if

e necessary through contractual arrangements; and (iv) a TOR be developed for an external

wir s evaluation of the effectiveness of the Yellow Card scheme, and a sujtable agency be identified by
- March 31, 2000 for conducting such an evajuation,

33. Information, Education and Communication (IEQC). Facility-level IEC focusing on
referral and waste management have been undertaken so far. IEC actjvities need 1o be broadened
across the heaith sector and this project provides the Instrument to integrate JEC strategies

e implemented under severa] programs in the health and family welfare sector. Project authorities
B S have shown, for some lime, recognition of tha need for a state-wide strategy and have sought

----- sy professional assistance. A workshop was held in June with NGOs and the private sector and the
y need for a more comprehensive approach waes articulated. A more comprehensive su-ateg}f will
now be formulated. including an implementation plan for the remainder of the project.

34. Recommendarions. The MTR recommends that IEC activities play a vital strategic role
for the State’s h=aith system. The project wouigd contract a professional agency with the purpose
of developing and implementing a strategy for the remainder of the project. This strategy would
include community oriented IEC, such as tha promotion of FRUs 10 disadvantaged groups, as
well as provider oriented communication, such as the promotion of equipment care and
maintenance. Given the state of Te-commissioning of the facilitjes under the project. the need for
renewed emphasis on [EC activities is recommended.

35.. Management Information Svstem (MIS) and Performance Indicators. The
management Infommanon svsiem de\'cJOpeC ior the project is good and Key performance
__indicators are eme used 1n decision making. Ag part of this, hospital activity data such as

Oul-patient aticndance, m-patent adnussions ang discharges, bed tumover rate, average bed
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occupancy, everage length of stav and utilizztion of diagnostic services and equipment are being
routinely coliected and compared with datz from previous vears. This information 1s being used
to assess hospital performance and is being fed back to the respective insututions for follow-up
actions 1n about 50 hospitals so far. Initial indications are that utilization rates in the upgraded
faciliues have increased. It is envisaged that al] district health and famulv welfare facilities and
district surveillance units will be computerized by the end of FY 2000. A benchmark of March
31, 2000 was agreed on to institute an independent verification of the MIS system in place.

36. Recommendarions. The mission notes that the attention now being given to hospital
performance and evaluation of patient satisfaction is the correct approach. This needs to be
extended to all facilities under the project. and routine independent evaluations of patient
sausfaction and hospital performance need 1o be incorporated into the MIS system. At the same
ume, the PMC needs to continue its efforts to improve the accuracy of the statistical information
from the hospitals. This would involve additional training for the medical records staff,

37. Quality Assuranceé. There have been several workshops on this aspect of the project
along with the other states implementing state health projects with support provided by the Bank
through AIIMS and Australian specialists in quality assurance. Karnataka has adopted a
broad-based approach to quality assurance with focus on hospital utilization, performance
indicators and patient satisfaction. Their view is that it will be more useful at this stage to
concentrate on these broad parameters rather than clinical and outcome indicators until most
hospitals are commissioned. A Quality Audit has been undertaken of 14 hospitals and the report
presented to the mission. It was agreed that a few critical outcome indicators be developed by
March 31, 2000. to monitor quality in all project hospitals.

38.  Recommendarions. The mission agrees that the focus on quality assurance at this time
needs to be on broad-based hospital indicators and patient satisfaction. However, in the longer
run, with the commuissioning of all project hospitals, it will be important to incorporate clinical
indicators as part of the quality assurance system. It was further agreed that a few critical
outcome indicators would be chosen from within the larger protocol to monitor all project
hospitals. The mussion also notes that quality assurance needs to be viewed beyond the project
hospitals and secondary level care, and tha: a state level policy on quaht\ assurance will be
essential to sustain improvements in health care delivery generally. It will be important,
therefore, that the project is used 2s an insirument 10 promote and facilitate the implementation
of a state-wide policy on quality assurancz. This is bevond the scope of the onginal project, but
given the larger benefits that are being rezlized out of this project, it is well worth expandmo the
scope to facilitate this broader developmen.

39. Project Costs and Disbursements. Costs. At appraisal. total project costs includiho
contingencies were estimated at Rs.3,458 million (USS 136.4 million equivalent). The mission
concludes that savings of about Rs. 60 m::1on or US$14 million equivalent have result mainly
from the goods and services where greate- procurement through ICB resulted in lower than
anuicipated costs and from the incrementz’ staff calegory due to delaved hinng of staff durning the
early stage of the project. There have bc'" some increases in the costs of civil works, but far

“lower than in othu states. These have bees accommodated by the reallocation of resources from



goods and services and unallocated calegory at the request of GOK. Expenditures and
Disbursement. The expenditures incurred by the project estimated to date are about Rs. 2,300
million (actual at October 31, 1999). Disbursement up to October 31, 1999 is close to target set
at appraisal. )

40. - Additional proposals. In addition to the minor adjustments agreed during the June 1999
mmussion, the mission agreed in principle to the government’s request to fund from existing

‘resources a number of additional activities: These include: Phase II of the KfW schemes in the

Gulbarga division which KfW wil] be unable to fund; strengthening of the district referral units
in the Mysore and Bangalore districts, including improvements to the K.R hospital in Mysore
and Victoria, Bowring and KC General Hospital in Bangalore; provision of some additional
equipment to the district hospitals under the project such as C-arm unit, ENT operating
MICTOscope, laproscopic Operating microscope, physiotherapy facilities and anesthesia
equipment; upgradation of hospitals at Gadag, Chamarajanagar, Haver, Koppal and Udupi as
district hospitals based on utilization and limited improvements to the existing STHFW building.
All the additions should nat exceed Rs. 60 crores from project savings and an additional Rs15
crores from the unalloacted amount of the project. The Government will now prepare detailed
implementation plans for each of these act; vities for review by the Bank team prior to the next
mission.

41. Compliance with Covenants. A]] covenants are in compliance in the Karnataka
component of the project.



KARNATAKA HEALTH SYSTEMS DEVELOPMENT PROJECT
Benchmarks proposed o be achieved by March 31. 2000

|
|
|

Management Contuinue and strengthen coordinzusn mechanisms among | Conunuous
t SHS I1. IPP VI, IPP IX, KfW 2ncé RCH
: Continue to address mismatch ir 2l specialists posts March 31. 2000
i 53 s i .
{ according to norms in hospitals being commissioned
|
Recruirment i Publish C & R Rules for the recruitment of Bio-medical March 31. 2000
j! Engineers and Microbiologists
i
g 1
Strategic Initiate study on Options-and Cost Effectiveness of final March 31, 2000 '

Planning Cell

disposal of waste

I

| Update action taken on Karnataka Government Health
Policy Mairix

Continuous

Prepare a drafi report on man power planning, in the
Department of Health & Family Welfare

June 30. 2000

Private — Public Mix
Finalize Issues and Options paper

March 31, 2000

Contracting Contract out non-clinical services in 40 commissioned March 31, 2000
out Non- hospitals

clinical

services |

Civil Works

Commence work on remaining 14 hospitals

{
|

March 31, 2000

| Complete 90 hospitals and initiate the process of
commissioning in all completed hospitals

March 31, 2000

{ Complete District Surveillance lzboratory buildings 1n all

March 31, 2000

i Provide status report on functioning of state level and

March 31, 2000

March 51. 2000

Install the computers and initiate trainine on sofiware

March 31, 2000

|
i
|
|
|
i
|
|

1
|
|-

/
‘A

Surveillance
| 19 districts.
{ district level co-ordination commitiee
i Undertake analysis of water conzaminants
I
i
i
i
Training

i Conduct In-house evaluauon of izhoratory lechmecian
" training
J

March 31, 2000

, Develop terms of reference for 1n2 evuluation of
' administrative tramine and idenz:iv g sujtable acency for
I conducting the evaluation

March 31. 2000

Furnish draft report on external evaluation of climeal

|
| 5 g
i medical officers trainine
‘ g

| March 31. 2000




Medical Waste
Management

|

Finalize shor-term and medium-term studies on medical
waste

Extend waste management 10 90 hospitals

Compiete status report on how waste management system is
functionine i

! March 31. 2000

March 31, 2000
March 1. 2000

Equipment Complete construction of equipmen: mzintenance { March 31, 2000
Procurement | workshops in all 21 districts ’
and | : :
Maintenance Computerize the status of €quipment maintenance in four March 31, 2000

districts, one in each revenue division
Referral Increase referral linkages between RCH and IPP IX and Continuous

: other health programs i

SC/ST/ Gender | Develop terms of reference for external evajuation of March 31, 2000
Issues yellow card scheme and identify suitable agency for -

conducting evaluation of health outcomes measures
IEC Develop mechanism for coordinating IEC programs March 31, 2000

between health, family welfare and nutriuon sectors

Identify professional agency to facilitate development of March 31, 2000

IEC materials L5
Quality Develop a few critical outcome indicators to monitor quality | March 31, 2000

. . s -3
Assurance in all project hospitals —7
MIS Institute an independent verification of the MIS system in March 31, 2000

—

|
!

place




INDIA
STATE HEALTH SYSTEMS DEVELOPMENT PROJECT II
MID-TERM REVIEW : OVERVIEW
(Final Report : November 1999)

1. An International Development Association team consisting of Messrs./Mmes. T. Nawaz
(Team Leader), D. Peters, S. Chowdhury, P. Kudesia, G.N.V. Ramana, M. \'oss, P. Kakkar, R.
Ahner, D. Porter, C. Giles. M. Chand, S. Chakravarty, V. Rewal, R. Sahni, and S. Rao-Seshadn
concluded 2 mid-term review (MTR) of the Second State Health Systems Project (Cr. 2833-IN)
between October 27 and November 20, 1999, Following visits to Kamataka, Punjab, and West
Bengal, a threz -day workshop was held in New Dethi, and included the pariicipation of the
project teams rom the three states, four other states with State Health Systems Development

rojects, officials from Nepal, and the Bank team. For Karnataka, the mission met with Mr. A.
Sengupta, Principal Secretary, Health; Dr. S: Subramanya, Project Administrator and Health
Secretary, Kemataka Health Svstems Development Project (KHSDP); and senior staff of
KHSDP. For Punjab, the miSsion met with Mr. P.S. Badal, Chief Minister, Mr. Chabbra,
Principal Secretary, Health and Family Welfare, Mr. A. Agarwal, who became Managing
Director, Punizb Health Systems Cooperation (PHSC) during the mission, Mr. S.S. Channy the
previous Managing Director, and senior staff of the PHSC. In West Bengal, the mission me:
with Mr. Parthz De, Health Minister; Mr. M. Gupta, Chief Secretary; Mr. N. K. S. Jhala,
Pnncipal Secretary Health; and Mr. T. K. Das, Project Director and ex-officio Principal
Secretary, Government of West Bengal and senior staff of the project. The mission wishes to
thank the officials for their cooperation.

2. This cverview of the aide-memoire summarizes the main findings and recommendations
of the missior. The MTR that was initiated in June, 1999, required the following issues to be
resolved before completion of the MTR (ses Ajd Memoire, June 1999). In Kamataka, .-
Government needed to prioritize and cost the new proposals to be taken up during the remaining
project perioc. In Punjab, the flow of funds from the State Government to the PHSC needed to
be resolved and a re-costing of the proposal activities undertaken to fit within the available
budget. In West Bengal. the PMC needed to demonstrate sustained improvement in activities as
reflected 1n increased expenditures and disbursements, and to confirm the re-programmed-
implementation plan is realistic and can be completed in the remaining project period. Each of
these 1ssues has been resolved 1o the satisfaciion of the mission. '

3. ‘The MTR served to confirm that the Droject objectives are appropriate, and that the basic
design and impiementation arrangements wil] enable the project to achieve its development
objectives. Overall implementation progress and progress towards development objectives is
salisfactory across the three states. No changes in the project allocations, net of unallocated
funds, are required at this time, though this may be required in the coming mionths, as described
below, '

4. . Background. The State Health Svsiem Development Project 11, assisted with an IDA

Credit of SDR 233.5 million, aims 10 assist e Governments of West Bengal, Karnataka and

Punjab to: (1) improve efficiency in the allozation and use of health resources through policy and
~institutional development: and (ii) improve the performance of the health care system through



€

Improvements in the quality, effectiveness and coverage of health services a: the first referral
level and selective coverage al the primary level (o better serve the needies: seciions of society.
The project is an investment loan with policy reform in the areas of resource allocation for the
health sector, capacity development for sector analysis and management strengthening, echanced
participation of the private and voluntary sectors in the delivery of health services, and
implementation of user charges for those who can afford to pay. Project investments include: (1)
institunional strengthening for policy development and implementation capacity; (ii) improving
service quality, access and effectiveness at the first referral level; and (111) improving access 10
primary health care in remote and underdeveloped areas.

5. Karnataka. Progress towards achievement of the project development goals is
satisfactory and the implementation of the project in Karnataka is highly sausfactory.
Implementation of agreed health sector development policy measures is on rrack. Management
arrangements and the mechanism for the flow of funds are working well. The civil works

~ component of the project is on schedule, and expendirures and disbursements have achieved the

targets estimated by the SAR. To date, 60 hospitals have been commissioned, and work is
underway in an additional 115 hospitals. Procurement and quality testing of equipment,
equipment maintenance, management and clinical training programs, application of performance
indicators, HMIS, and outreach programs 1o scheduled caste, scheduled tribe and women are
proceeding well. Recruitment of additiona] doctors and paramedical staff is underway, and the
specialists have been substantially posted according to norms in the 60 re-commissioned
hospitals. The project has begun to establish links with the primary care network and is plaving
an important role in stimulating better practices in some specific areas in the management of the
health sector, bevond this project. The project will now have to pay Increased attention to
software issues which acknowledge the importance of the role of clinicians and paramedics 1n
1mproving service quality and patient outcomes and sausfaction, referral, quality assurance. and
IEC acuvities. -

5. Punjab. Progress towards achievement of the project development goals and
implementation progress are both marginally sausfactory. The state would be rated higher if the
funds had flowed adequately to the project, and if project start-up had not been delayed due to
the'change in management and the continuing debate around the PHSC. The place of the PHSC
was satisfactorily resolved over time, but it diverted the attention of the Managing Director and
the Principal Health Secretarv at the carly stage of the project when their focus should have been
on resolving Initial implementation issues. Project implementation since then has been relauvely
good despite the ongoing constraints in the flow of funds. All facilities and medical equipment
transferred to the PHSC have been renovatec, supplies have been provided, and initial clinical
and managenal traiming has been done, improving the ability to deliver better services. But the
tight flow of funds, brought 2bout because of difficulties in State finances, led 1o a virtual .
stoppage in project activities during the past vear. In the last few months, the state has resolved
to ensure that funds are pa:sed on to PHSC. 24 has done so in a timely manner since then. .
Although 80 facilities have been grounded, thare had been major cost over-runs projected for
civil works based on the initial sites. that led to a re-planning of the remaining commitments.

" Planning and research capacities have been ensanced, so thal most health sector development
policy measures are progressing well. The PHSC has donc well 10 strengthen the health

management information system. introduce qualny assurancc processes and referral systems, and



improve the user fees svstems. Nonethel=zs, a change in project management at this critical
point will make 1t very difficult for the pro‘ect Lo complete its activities in 2 imely fashion. Asa
result, the Bank will carefullv monitor activities and disbursements over the next six months. It is
unhkely that the pro-rata poruion of the unzliocated funds will be used up by Punjab in the
project period. A decision will be made whether the funds could be used by another state:
discussions on this were held with the DE4 2nd the three states.

7. West Bengal. Progress towards achievement of the project development goals is
satisfactory and the implememaLiQn of the oroject in West Bengal 1s now also satisfactory.
Implementation of agreed health sector development policy is on track. The slow ‘
implementation of the project during the first two years leaves little room to deviate from current
plans 1f the project is to be completed on time. The mission believes that increased activities and
disbursements over the past nine months, 2nd particularly in the last four months, 1s an
encouraging indication that the project can be completed on time. It has reviewed the plans for
the remaining project period and believes that they can be achieved provided the attentiqn that
has been provided to the project over the past vear is sustained. Management arrangements and
the mechanism for the flow of funds are working well. The civil works component of the project
is now fully geared up and work is in progress at 170 facilities. Expenditures and disbursements
are considerably below the targets estimared by the SAR, mainly because of the delay in the civil
works component. This has, however, picked up sharply during the past four months.
Procurement and quality testing of equipment, equipment maintenance, management and clinical
training programs, application of performance indicators, HMIS, and outreach programs in the
Sunderbans component of the project are proceeding well. Posts for 1,200 doctors were created
early, and efforts have been made to recruit them. Gaps remain in the positions of anaesthetists,
radiologists, physicians, and technicians, which the government 1s trying to fill on an urgent
basis. The project has begun to establish iinks with the primary care network and 1s playing an
important role in stimulating better practicas in some specific areas in the management of the
health sector, beyond this project. The devolution of the project to the DHCs has been effected
and this 1s expected to bear excellent long term prospects for sustainability -- however, it has had
a high cost in terms of short term implemeniation delays.

8.."  The project has disbursed nearly USSS2 million in the last three and a half years, Or over
25% of the loan amount. Project management in Punjab and West Bengal will need to be
parucularly diligent to complete the proposs¢ zctivities within the project period. Disbursements
will be closely monitored during the coming months. to determine whether reallocations berween
states for the unallocated and allocated portions of the funds will be needed.

9. Following 1s a summary of project acht=vements, lessons and future actions which
emerged from the MTR workshop.
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Svsiems Development

Summary of Project Achievements at Mid-term

livery of Inputs

Phyvsical inputs (civil works and 200ds) are being delivered (after some initial delev). and is resulting
1n better equipped, cleaner, and safer hospitals. with ambulance services and greater availabiliry of
drugs

Clinical and management training has been done to improve skills, knowledge base, attitudes and
behaviors of providers ‘

Health messages have been displayed and disseminated )

Vacancies and mismatches in hezlth personnel have been reduced

Hospital information is being coliected and useqd for decision-making

Procedures to improve public accountability are being used

Cost-recovery and retention has been introduced, leading to improved management at facility level,
and 1mproved staff morale - .
Mechanisms to coordinate national and staie programs have been initiated A
Decentralization of health management has been strengthened in West Bengal

More wansparent and fair procedures for procurement are being used and more effective quality
assurance procedures introduced

Contracting procedures have been introduced and are working well

Flow of funds mechanisms have been developed within state systems to handle 2 large flow of funds
Waste management systems have been Introduced and are being used

Equipment management and mazintenance svstems have become functional

Referral systems have been'piloted successtully

Disease surveillance and control systems are being refined and used

Quality assurance procedures have been Inroduced

Measurable Ouicomes

L[]

Increases in outpatient and Inpatient visits are being seen
Hospital efficiency 1s changing through increases in bed occupancy and greater use of diagnostic
tesiing

-Increased outreach services 10 disadvantaged groups are evident g
- Pauent satisfaction levels are being measured

Qualitaiive Results

Rarsed awareness of hezalth among politicians and key decision-makers

Improved morale among public health sector st=-1

Public health sector is now bener able 10 consiger Issues across programs and levels of care (e.g.
disease surveillance, referral, [EC)

Government is adapting new ways of doing business inroduced by project. and open to newer.
Initiztives 1n the health sector

Public health sector is now looking bevond pubii» sector to new partnerships with NGO and private
sector

Expectations of the public and providers are nsing

Awareness of problems of \ulnera

vy

v
!¢ groups has been raised



Summary of Lessons Learned and Future Actions

| Issue

| Lessons Learned

Furture Actions

Policy
Increased allocation to
health, especially to primary
and secondary levels and
non-wage recurrent items
Systems for policy analysis
and strategic planning
Role of government in
utilizing public-private
parmerships

Changing allocations has
been more difficult than
anticipated: overall
allocation 10 health has
increased slightly in Punjeb
and West Bengal, but more
so n Kamnataka, pressure for
the wage bill has increased,
but there have been small
Increases to selected non-
wage items

Investment in physical
Improvements is powerful
MOUVaLor in promoting
systemic reforms

Attitude and behavior change
of policy-makers and key
staff within state health
systems is vital step toward
reconsidering role of
government and private
sector

Prepare opuons papers on
how 1o improve Staie health |
allocations within context of |
overall State pnionities and f
fiscal conszaints , ’
Integrate Swategic Planning |
Cell into state health policy |
and planning bodies ,‘
Shift from rigid norms to !
need and performance based |
planning

Explore options to improve
use of private financing and
private provision, including
new provider payment
mechanisms and
organizationa! models
Strengthen monitoring of
effects of cost-recovery and
exemptions

Management & Institutional
Arrangements

Continuity of project
management

Appropnate project
management arrangements
Adequate flow of funds
Strengthening state health
.management systems
Management information
systems to support decision-
making

. Management of physical

assets to ensure quality,
"performance and safety

Quality and continuity of
project management is key to
successful implementation
Multidisciplinarv project
team essential. Up-front
training in Bank procedures
1s needed.

Establishment of autonomous
bodies are not sufficient in
easing flow of funds —
financial commitment of
state 1s sull cnitical

Dismict Hezith Committees
can be effective provided
they are engaged early and
have substanial Gecision-
making power, including
financial authoriny and
control over postfngs
Managing conrracts is an
efficient mechanism where
tested so far (non-clinical
hospital senaices, waste
management: minor building
maimicnance mcluding

‘outcomes and applied

State government
commitment can be seen by
1ts support 10 the project
through quality manzgement
and retention of key
managers.

Add skills on key software
areas (e.g. economics,
information systems,-
marketing) 1o project teams
Integrate PMC activities and
svstems (e.g. informanon
svstems, financial
management) 1nto
mainstream of health systems
Integrate planning and
supenvision of SHSII project
with other national programs
Extend contracuing to chnical
services ’
Increased use of 3™ pary
evaluation of ourtputs and

research
Develop local standards for
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Issue

| Lessons Learned

Future Actions j

toilets, waste supply etc)
“Centers of excellence”
created by project heed 1o be
expanded beyond the project
Concurrent evaluation znd
feedback in areas of patient
satisfaction and hospital
performance enables
managers to take prompt
CorTective action

Quality assurance requires
appropnate local standards to
be meaningful

Economic benefits of asset
care demonstrated by success
of one-time repair programs
Technical inspection and
testing of products essential
to ensure quality and safety

quality assurance

Expand standardized
guidelines and operational
procedures (e.g. model
contracts, hospital
commuissioning guidelines)
Undertzke study of cost-
effectiveness of various
maintenance-and repair
modalines currently being
tied in different states-and
develop cniteria.for
OptimizZing arrangements _
Develop data base on
equipment for secondary care
including, technical
specifications, unit costs,
maintenance guidelines, life-
cycle costs for O&M.




Issue | Lessons Learned | Future Actions |

Health Service Delivery * Referral protocols need to be | o Expand referral systems i

* Functional referral system
e Disease surveillance

* Hospital waste

* Health communications

e Training

¢ Engaging NGOs

responsive to changes in
services in public and private
Sectors; provision of all
project inputs is not a
prerequisite to initiate action
Though surveillance systems
are established, rapid
response still needs 1o be
strengthened

Actions on Improving
hospital cleanliness and
Wwaste management requires
continuing attention but can
yield positive results

[EC strategy so far limited
only to client and provider
information, its effects on
behavior change is not vet
known

The effectiveness of training
needs more rigorous
monitoring; training on
specific skills used by
trainees has been most
successful

The limited parmerships with
NGOs has been positive, but
dependant on good screening
of NGO and medium-term
commitment

throughout state

Refine surveillance system
design around conwol
actions, Integrate with
epidemics divisions of DOH,
and address non-
communicable diseases; do
comprehensive situation
analysis of surveillance
system in selected states
Implement long-term waste
management strategies and
continue training &
promotion

Refocus IEC on behavior
change and monitoring of
change; integrate IEC
strategies In state across
natonal and state programs;
hold workshop on how to
contract and monitor IEC
agencies

Crincally evaluate training
by linking training to clinical
and managerial outcomes;
develop on site management
development and training
programs

Increase involvement with

NGOs
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INDIA
STATE HEALTH SYSTEMS DEVELOPMENT PROJECT I (Cr. 2833-1N)
KARNATAKA

SUPERVISION MISSION
AIDE-MEMOIRE (NOVEMBER 1997)

An International Development  Association  team consisting of Messes. Mmes. T, Nuawah
(mission leader). M. Voss and V. Rewal visited Karnataka between November 15-16. 1997 1o
review implementation progress of the State Health Systems Development Project 11 (Cr. 2833-
IN) in Karnataka. The mission met with Mr. B. Eswarappa. Sceretary. Health and Family
Wellare Department and Senior Stafl of the Project Management Team and discussed the
contents of the Aide-Memoire. A review meeting was carlier held with the Project
Administrator, Dr. S. Subramanya in Washington in late October. The mission wishes to thank
the officials for their co-operation and gracious hospitality.

Project implemengyion progress is recorded in the various documents prepared by the State
Health Systems Development Project I in Karnataka. The Aide-Memoire summarizes the main
findings and recommendations of the mission of Karnataka.

General Overview: The project became effective on June 27, 1996, The last supervision
mission in March 1997 noted that the project had progressed well and was on the right track
alter a smooth transition of key personnel. Since the last mission the project has moved forward
steadily and almost all the components and activities are showing very satislactory progress. In
particular, the mechanism established for timely flow of funds is exemplary and sets a best
practice model for other social scctor projects that are being implemented through state line
agencies. Most of the benchmarks agreed with the last mission have been met. The policy
program is on track: the recruitment of staff, civil works and equipment procurement are
progressing very well. The civil works program is beginning to get firmly grounded and as a
result the project will begin to show large expenditures in the coming months. The HMIS
referral system. management and clinical training, and medical waste management activitics are
all- progressing satisfactorily. Total expenditures to date are about Rs. 230 million including
retroactive financing. Although this is somewhat below the SAR target. The expenditure levels
for this fiscal year are on target. The review mission agreed on a benchmark of Rs. 730 million
for project expenditure by the end of March 1998. The benchmarks tor activities to be
undertaken in the coming months are provided in the attachment. B

Health Sector Development Program: Budgetarv Allocation for the Health Sector: The
budgetary allocations for the health sector were enhanced trom a level of Rs. 469 crores in 1994-
95 to Rs. 700 crores in 1996-97. The planned provision for 1997-98 continues this trend. Within
the health sector. revenue expenditures for the primary and secondary health sector have also

increased from Rs. 4135 crores to Rs. 616 crores within the same period and their share in the
total health budget has also increased. The covenant on increasing resources o the primary and
secondary levels is in compliance. User Charges are being collected at 19 District hospitals. A\
total of Rs. 1.3 million has been collected during the last tive months. mainly from payving beds
and health checkup cards. Plans 1o enhance revenue from clinical and diagnostic services are
under review and the SPC s undertaking a study of user charges. Funds collected from user

charges are being deposited in DHC accounts and plowed back into the district hospitals where
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the tunds were collected. A Government Order has been issued on how these Tunds are o he
used by the coneerned hospitals.

Management: The Projeet Management Unit is now almost fully stafled and the project is heme
implemented well with exceellent support being provided by the Project Administrator and the
[ealth Seerctary. Senior stalf appear to be committed to implementing the project expeditioush
and they have now been housed ol low ol funds has been resolved. Cheque drawing tacilits has
been provided to the Project Director as well as to the Exceutive Engineers at the Divisional
level. In addition. the District Surgeon and Medical Qlficers at the hospital level have been
eiven permission to draw funds through a special order. These mechanisms established under the
project are proving to be exemplary in ensuring timely and adequate low of funds and may be
considered a best practice model for other social sector projects that are being implemented
through state line agencies. Coordination between State Health Systems 11 Project and other
Population and Heaith projects in the state such as IPP VI PP [X. KW projects is being
facilitated through the appointments of @ State Health Systems [I Project Co-ordinator to
supervise implementation of these projects as well. The co-ordination of specilic activities will
continue to be revigwed every mission,

Recruitment: The benchmarks established in the last mission for recruitment of statt have been
mostly met. Of the six Deputy Dircctors who were to be recruited. 4 are already in place and the
remaining 2 will be hired by December. For equipment maintenance. 40 technicians have been
recruited and have received two rounds of training in Hyderabad and Bangalore. They will be
available o start work this month. [n addition. the positions ol 362 Doctors and 242 Group “1)’
personnel have been filled. Tt was agreed that the benchmark for NMarch 31, 1998 would be the
recruitment of 600 nurses and 110 medical technicians as well as personnel required tor the
Engineering Wing of the KNW operation in Gulbarga Division (1 Exceutive Engineer. 2
Assistant Exceutive Engineers. 8 Assistant Engineers. | Accountant. 1 Office Superintendent
and 1 Biomedical Engineer).

Civil Works: The benchmarks for civil works have been exceeded. To date. design work has
been awarded to architects for 178 hospitals in Phases [ to [V, Preliminary designs have been
completed for 117 works and these have been cleared by the Bank. Final drawings and bid
documents have been completed and cleared for 68 of these works: 32 works have been
submitted for tender and 43 tenders have been evaluated. Work has been started on 30 facititics.
The extension of the Project Ottfice has been completed and the Project Management sfall are
now well established in comtortable working offices. This is helping the morale of the staft. [t
was agreed that the benchmark for May 31. 1998 would be as follows: award 198 works to
architects: complete 198 preliminary drawings: complete 100 final drawings and bid documents
and commence work on 70 hospitals tor which tinal drawings have been cleared.

Medical Equipment, Repair and Maintenance: The benchmark tor completion of 30% ol
procurement of equipment packages has been met. Repairs of equipment at Bijapur and
Chitradurga district hospitals have been completed. The survey ol status ol equipment in all
districts has also been completed. A Central Equipment Maintenance and Training tacilinn has
been established in Bangaiore  Traming and Equipment Maintenance has been initiated and sites
for Equipment Mamtenance Workshop in 9 districts have been identitied. To tacilitate
maintenance function. 21 vehicles are being procured. [t was acreed that the henchmark tor the
completion ol the repair prozzam fer all other districts would be December 311997 as agred

during the last missien. I adeiion, it was also agreed that procurcment ol cquipment tor Phases
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[ and 11 hospitals would be completed and the 6 Equipment NMaintenance  Feams world e
operationalised by March 1. 1998,

Medical Waste Management: A\ three phased approach was identificd during the  Tast
supervision mission. The first phase. a short term plan based on low-cost measures o improve
clinical waste management. is being put into practice at the 30 bedded Devanahalle Taluka
hospital. The mission visited this facility and was impressed with the seeregation and disposal
measures that are being introduced at this hospital. A workshop was :n'g;miscd through the
Karnataka Pollution Control Board and the Center tor Bevelopment ol Technology ol Hospital
Waste Management to facilitate the development of an action plan. A short term, well thought
out plan which reeds some fine tuning. has been prepared and will be implemented in se eral
hospitals following the pilot at Devanahalli hospital. The following benchmarks were agreed
upon: a short-term as well as a medium-term pilot plan would be i1;1plcmcnlcd in Dcvun;hulli
hospital by January 31. 1998: a short and medium-term pilot plan would be extended to several
Phase | hospitals by May 31, 1998: and the long term strategy would be modified using the
experiences and results of Phases Tand [T by July 31. 1998. - )

0. Strategic Planning Cell: A number of activities have been initiated in recent months. The SPC
has started a quarterly newsletter in both English and Kannada. The first edition of which was
recently published. It has also undertaken a quick review of the implementation of the District
ealth and Reterral Committees and an evaluation of the vellow card scheme in Mandya
District: a study on user charges has been initiated and the SPC s following up on the uctinns-nl"
the Health Policy Matrix on a periodic basis. The tfollowing benchmarks were agreed upon: the
SPC would organize district fevel workshops on the health systems project in Karnataka by
December 31, 1997: complete the study on user charges by March 31, 19972 update actions
taken on the Health Policy Matrix and review the implementation of the DHCs and Referral
Committees on a continuing basis.

|. Contracting Services: All non-clinical services are being contracted out in Devanahalli Taluka
hospital on a pilot basis and the project plans to expand this pilot to several other hospitals. A
benchmark was agreed upon that would involve contracting all non-clinical services in 3
additional hospital by March 1. 1998. )

2. Training: The training program is progressing well. The benchmark for preparing all modules
have been met. Training of trainers for doctors and nurses have been completed and the first
batch of training has been conducted. Management training tor administrators. doclxnrs —and
paramedics and clinical training for specialists and nurses is being conducted by the STHEW,
The first round of management training was started in October, 1997, It was z'lgrced that an
evoluation of training programs ol doctors and nurses and for management training would be
carried out by March 51. 199§.

. Referral: Referral guidelines have been prepared in all the major disciplines. As agreed during
the last mission. A referral system has been started in Chitradurea district on a pilot basis and
district reterral committee has been set up. However. since the hospitals have not been upgraded
in the districts. the operationalization of the referral systems remains limited. [t is now pr(‘)—pnscd

(9P

O CU”.\'U“LIU[\: [hL‘ l‘L‘lL‘lTlll \'\ stem Lo lh()SC Clll]lkul C()ndi[i()”.\' lh\ll are not dcpcndcnl on [hc
upzradation of facilities. The agreed benchmark on the referral system is to consolidate the pilot
in Chitradurga district.



(4. HEMIS: The HIMIS plan has been finalized. The TORs for contracting the pilot scheme has been
reviewed by Bank and comments are now being incorporated. Very good work has been
undertaken in developing  hospital  performance indicators and the data is being  fully
computerized. These data will be continued to be updated every six months and should provide a
valuable input to the project -managers T monitoring  effectiveness and cfficiency and in
providing input to the quality assurance program.

13. SC/ST Component: Efforts are underway to strengthen co-ordination between the gender
component of the project with the RCH and FW projects. Under the state health project. NGOs
and voluntary organisations have been drawn in to implement the reproductive and child health
component of the project. However. more needs to be done in operationalizing the main cross-
cutting issucs between the state health project and the RCH and FW projects. The
implementation of the pilot yellow card scheme which was started earlier has now been extended
to the rest of the State. The scheme will need to be reviewed on a continuing basis. '

16. IEC: The plan to operationalize the IEC strategy for hospitals has been finalized. Pilot activitics
have been initiated and are expected to be completed by May 31. 1998.

17. Compliance with Covenants: All Covenants are in compliance.
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Issue

Benchmark

Deadline

Management

Continue and strengthen mechanisms between SHS I, IPP VIII and PP
I1X. KfW and RCH

Every 6 months

Recruitment

Recruit personnel for | Engjpeering Division for managing KW
operations in Gultrga Division:

| Executive Engineer

2 Assistant Executive Engineers
8 Assistant Engineers

| Accountant

1 Office Superintendent

| Biomedical Engineer

Other Staff

600 Nurses

110 Medical Technicians

March 31, 1998

March 31, 1998
May 31, 1998

Strategic  Planning

Cell

Organize district level workshop on Health Systems Project

Update actions taken on the Kamnataka Government Health Policy Matrix
Complete study on user charges

Cowtinue to review the implementation of District Health Committees
and Referral Committee

December 31, 1997

March 31, 1998
March 31, 1998

Continuous
Contracting Contract out all non-clinical services in 5 hospitals March 31, 1998
Services
Civil Works Award 198 works to architects May 31. 1998
Complete 198 preliminary designs Ma:v 51,1998
Complete 100 final drawings and bid documents May 31, 1998
Commence work on 70 hospitals for which final drawings have been | May 31. 1998
cleared
Equipment Complete procurement of equipment for Phases I and Il hospitals March 31, 1998
Procurement  and | Operationalize 6 equipment maintenance teams
Maintenance Extend and complete repair program to all other districts March 31, 1998
December 31. 1997
Clinical Waste | Within the overall plan outlined in the S.A.R.

Management

Implement short term and medium term pilot plan in one hospital

Extend short and medium term pilot to Phase | hospitals

Modify the existing long term strategy utilizing the experiences and
results of Phases [ and 11

January 31, 1998
May 31, 1998

July 31. 1998

Referral

Consolidate pilot in Chitradurga district

May 31. 1998

Training

Conduct evaluation of Clinical Training for Specialists and Nurses
_Conduct evaluation of Management Training for Officers and Nurses
Complete second round of training of doctors

Complete second round of training of nurses

March 3 L. 1998
March 51. %998
May 31,1998 ~
May 51, 1998

HMIS/Surveillance

Continue updating performance indicators for each hospital

Every 6 months

SC.ST'Gender

Continue review of yellow card scheme

Continuous

IEC

Complete IEC pilot activities

May 51. 1998
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INDIA :
STATE HEALTH SYSTEMS DEVELOPMENT PROJECT 1] (Cr. 2833-IN)

KARNATAKA
SUPERVISION MISSION
AIDE-MEMOIRE (MAY 1998y
1. An International Development Association team consisting.of Messrs./Mmes. T. Nawaz
(Team Leader), D. Porter, C, Giles, S. Rao-Seshadri, R. Kumar, P. Kudesia, M. Voss, J.

Mittman, R. Hiraoka and §. Chakravarty visited Karnataka between May 28 and May 31, 1998 1
review implementation progress of the State Health Systems Development Project ]I (Cr. 2833-

~ IN) in Karnataka. The mission met with Mr. B. K. Bhattacharya, Chief Secretary; Mr. N.A.

Muthanna, Additional Chief Secretary; Mr. C. Gopal Reddy, Finance Commissioner; Mr, B.

‘Eswarappa, Health Secretary; Dr. Hemg Reddy, Director, Health and Family Wellfare,

Government of Kamataka; Dr, §. Subramanva, Project Administrator, Karnataka Health Systems
Development Project (KHSDP); aud senjor staff of KHSDP. The mission wishes to thank the
officials for their cooperation and gracious hospitality. A wrap-up meeting was held with Mr.

Eswarappa, Dr. Subramanya and senior staff of the Project Management Unit on May 30, 1998
in Bangalore.

2. Project implementation progress is recorded in the various documents prepared by the
Karnataka Health Systems Developnient Project. The aide-memoire summarizes the main
findings and recommendations of the mission in Karnataka.

3. General Overview. The mission notes that since the last supervision mission in
November 1997, which recorded good progress with project implementation, the pace of
implementation has gained considerable momentum. Progress is very satisfactory for a project at
this juncture of implementation. ~The significant increase in the availability of drugs and supplies

functioning of these institutions and added 1o thejr credibility. Almost all the benchmarks agreed
with the last mission have been met despite the setback in the work program due to the nationa]
elections. Implementation of agreed health sector development policy measures has been
satisfactory; in particular, the contracting out of non-clinical services at several pilot institutions
has enhanced the quality of these services and has demonstrated the scope for significant
expansion. The project team is almost fully staffed and the training, referral, IEC, HMIS and
other software components are progressing well. The financial management and accounting
system of the project has been computerized and the system is functioning well. The project is
progressing well with regard to the procurement of drugs and other supplies. Progress with the

hospital works are under construction. At the facility level, the mis-match of doctors is impeding
the quality and utilization of servVices. With the consolidation of the civil works program, the
next six months will be an importany lime to give increased attention 1o this and other software
issues which acknowledge the importance of the role of the clinicians in hospital managemeny -
and in improving patient outcorncs, ;

PR

Total expenditures incurred by
for the government Fyg7.9g were about
agreed with the last mission - a rem

the projeet 1o date are about Rs. 76 crore, Expenditures
Rs. 62 ¢crore compared 1o the benchmark of Rs. 75 crore
arkable increase from the Rs. 2 crore incurred during the



previous fiscal year. Disbursements to.date are about Rs. 52 crore (US$12.2 million). Due to the
failure 1o provide project account and SOE audit reports. the Bank has recently stopped
disbursements. The Government has assured the mission that the audit certificate will be
provided to the Bank prior 10 the departure of the mission from India around June 12. While both
expenditure and disbursement figures are below their SAR estimates. there-are clear signs that
they will be considerably higher this fiscal year. The mission agreed on a benchmark of Rs. 40
crore for project expenditure for the first two quarters of FY98/99 (April - November 1998).
Benchmarks for activities to be undertaken in the coming months are provided in Attachment 1.

4. Health Sector Development Program. Budgetarv Allocations for the Health Sector.
The budgetary allocations for the health sector were enhanced from Rs. 705 crore in FY96/97 to
Rs 805 crore in FY97/98 and Rs. 903 crore in FY98/99. The share of health in the overall state
budget has also increased during this period. Within the health sector, the share of resources
allocated to _the primary and secondary levels has also increased from 85.8% to 87.3% between
FY96/97 and FY98/99, and the amounts for primary and secondary health services increased
from Rs. 450 crore to Rs. 697 crore. The covenant on increasing resources to the primary ai

secondary levels of the health system is in compliance. Cost Recovery. About Rs. 4.5 million
has been collected so far, and there appears to be significant scope for increasing collection. A
study on the willingness-to-pay user charges is being finalized. and a review of the fee structure
and the targeting for exemption for people below the poverty line will follow once the scheme
has become more firmly grounded. Contracting-out services for all non-clinical services at four
hospitals were initiated. The results are very encouraging both, from economic and sustainability
perspectives, and in terms of qualify improvements of these scrvices. It was agreed that

contractual arrangements for all non-clinical services would be extended 1o 10 hospitals by
October 31, 1998. )

5. Management. The Project Management Unit is nearly fully staffed and is providing
excellent support to the successful implementation of the project. The Project Administrator and
the Health Secretary have played a key role in facilitating project implementation. Coordination
between KHSDP and IPP VIII, IPP 1X, KfW and RCH projects is being strengthened to varying
degrees. It was agreed that a plan for developing better linkages with respect (o training, referral
and 1EC activities would be continued. A serious problem, however, remains with the staffing
facilities to be upgraded under the project, particularly with regard 1o the mis-match of staff
compared to agreed norms at upgraded facilities. The problem alsg, exists with regard to medical
technicians and they need to be recruited to make use of the new and repaired equipment. The
mission would like to emphasize that it will now be important to ensure that adequate staff with
appropriate skills is in place in the upgraded facilities so that the envisaged improvements in
service delivery take place. The government informed the mission that recruitment of required
staff was underway and that, as a start, it would fill all specialist. medical technician and nurses
posts according to norms in 20 hospitals by October 31, 1998 and gradually for other upgraded
facilities thereafter. In the meantime, the government would consider interim contractual

arrangements in those institutions where there is a need 10 provide clinical services, and doctor
and technician vacancies coyld not be filled.

6. Flow of Funds. The mission is pleased to note that the mechanism for flow of funds, put
in place prior to the last missjon, is working well. This mechanism facilitated cxpenditures of
about Rs. 62 crore last fiscal year. Based on the plans and preparatory work undertaken for this
fiscal year, it is expected that the project will spend about Rs. 120 crore - close 1o the highest
level estimated in the SAR. The Government has budgeted Rs. RO crore for the project for this
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fiscal year. During the mission, the Chijef Secretary and the Finance Sceretary assured that

mission that additional resources would be provided for the project as needed, and that scarciry
of funds was not an issue for externally-assisted projects. '

7. Recruitment. The project has completed the recruitment of 1 Executive Engineer. 2
Assistant Executive Engineers and ] Office Superintendent. Appointment orders for 1100 nurses

have been issved, considerably higher than the 600 nurses which was benchmarked during the

last mission. Interviews and recruitment of 110 medical lechnicians is underway and their

posts of Assistant Engineers in KHSDP.

8. Slratcgic.Planning Cell (SPC). The SPC has completed several useful activities,
imcluding: (i) organizing district Jeve] workshops in 8 districis: (i1) updating actions taken on the
Karnataka Government Health Policy Matrix; (iii) completing a study on user charges, for which
an executive summarv will be provided by October 31, 1998: and (iv) conducting and on-going
review of the activities of District Health Committees and Referral Committees. In addition, a
study on Microbial Contamination in Hospitals is underway, and preliminary findings were
presented 1o the mission. The study has documented the very high level of infection at public
hospitals. It was agreed that recommendations for actions 10 be laken based on this study would
be completed by October 31, 1998. | addition, new benchmarks for October 31,1998 include:
(a) updating actions taken on the Karnataka Government Health Policy Matrix: (b) developing a
TOR for a study on public-private mix in the health sector in Karnataka: (c) developing a TOR
for a study on national highway accidents and the need for development of trauma care services

in Karnataka; and (d) completing a first drafi on the analysis of morbidity data by district.

procurement and has been almost completed for Phase | and 1] hospitals. Around 19,000 items
have been ordered at a total cost' of Rs. 177 million, which is about 50% of the project total,
Significant savings have been achijeved On some items compared 10 the estimates in the SAR
which totaled Rs. 199 million withgut contingencies for the same jtems. Many items have been
delivered 1o project hospitals and were observed in use by the mission during visits to facilities.
Quality and value for money generally is high among the goods inspected. A few items did not
meet acceptable quality standards and the PMU will take up these deficiencies with the suppliers.
Tighter technical specifications need to be drawn up for a few types of equipment.
Consideration must be given to Proper acceptance testing of all poods supplied, particularly as
regards safety of radiological systems and electro-medical equipment. Instrumentation should be
provided to the in-house maintenance leams to enable them 10 conduct these tests. Training of
users should be given priority. It was agreed that all equipment, including X-ray machines, body
mortuaries and generators would be commissioned by October 3 1.1998. ‘

10. Maintenance and Repair of Equipment:
established in 16 districts. Technica) staff have been

workshop facilities, tools and tesy equipment, and a vehicle ¢quipped as a mobile workshop.
Repairs are now being undertaken for hospitals throughout the state and all activities are being
well managed and fully documented. ]y wij be useful if a report is prepared for the next
supervision mission summarizing their perfarmance in terms of the volume of work undertaken
during the next 6 months and its costs. A contractor has been
of one-time repair of existing tquipment

In-house -maintenance teams have been
given basic training and provided with

appomted to initiate the program
- An interim report on progress will be prepared for the

w)
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next mission. A plan for establishing a bio-engincering wing within the Health Department will

be reviewed. The appointment of a bio-engineer 10 lcad that wing will be postponed until the
plan is finalized and approved.

13, Civil Works. The progress with the civil works program has been excellent. All 198§
works have been awarded 1o architects and preliminary designs have been completed for 191
facilities. 100 final drawings and bid documents have been completed and construction activities
have commenced in 80 hospitals. This is a very impressive- volume of work since the last
mission. Site visits to severa] hospitals which are at an advanced stage of upgradation revealed
that the quality of work was good. The PMU has been using inspection teams to visit
construction sites for correcting minor design issues. The mission suggested that, in addition.
the PMU could more effectively utilize the services of the consultant architects for periodic
supervision. Such supervision would help to further improve the quality of construction, since
the architecis could sort out unforeseen problems and coordinate- various activities such as

masonry, electrical and plumbing works. Other minor desian and supervision issues have bech
discussed with the Bank architect and are being written up separately as minutes of discussion. -

The benchmarks agreed for October 31, 1998 are: completion of 130 final drawings and bid
documents; commencement of works at 100 hospitals for which bid documents have been
cleared; and commissioning of 10 upgraded hospitals.

12. Procurement Plan. The procurement plan for FY98/99 was reviewed and cleared bv the
mission.
13, Management of Health Care Waste. The mission was encouraged to see the attention

being paid to the management of health care waste at several facilities visited. panticularly the
segregation of waste through color-coded bins and the adoption of simple, low cost measures
such as needle crushers. The short term action plan is being extended 10 all hospitals under the
project. The short term and medium term pilot has been implemented in Devanahalli Taluka
hospital. This short and medium term plan will be extended 1o 20 Phase | hospitals by October
31, 1998. The longer term plan and the final disposal method will be suitably modified following
the completion of the waste management study currently underway.

G,

14, HMIS/Performance Indicators. Hospital activity and efficiency information has been -~

collected from 120 hospitals. ]t has been compiled district-wise and is in the process of being
compiled state-wise, Quality, access and effectiveness indicators have not been assessed. It was
agreed that, until construction and other inputs have been completed. assessment of the
qualitative indicators through exit surveys and other methods would be held back, although a
start could be made on an action plan for such evaluation. However, it was recommended that
the Strategic Planning Cell work on establishing some base-line data to compare later results.

The World Bank would provide some models. 11 was agreed that the hospital activil_y‘ dawa for
1997-98 would be reconciled by October 31, 1998.

The government furnished a detailed plan for surveillance of
n the state jor review by the mission. The government indicated that
establishing the State Surveillance Unit at Bangalore would be a priority. and it was agreed that
this would be completed by October 31, 1998. In. addition. it was acreed that 7 district
surveillance units would be established by October 31, 1998 and staff would be sent for training.

The mission highlighted )¢ importance of community involvement in the functioning of the
surveillance system as set out in the SAR.

15. Surveillance.
communicable diseases j
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16. Training.  All the benchmarks for training have been met. Training activities for

doctors. nurses and equipment maintenance technicians have been progressing well and wil|
continue. In addition, training of pharmacists and laboratory technicians will be started. The
mission has reviewed the training plan and largets provided in the background notes and found
these satisfactory. To improve the quality of services at 35 institutions which will be operational
in January 1999, hospital administrators would be given intensive training in hospital
management and project related inputs, including hospital infection control and clinical quality
assurance, by October 31, 1998. A tentative plan_for shori-term overseas training courses for
staff in the PMU has been drawn up. The mission Toncors with This proposal. It was also agreed
that, to facilitate clinical training of doctors, equipment similar to that being provided under the

project would be made available on loan to K. C. General Hospital, Bangalore, where the patient
load is sufficient to provide quality training. '

17. ° Referral. The introduction of the referral system in Chitradurga district is awaiting the
upgradation of the hospitals. In view of this, it was agreed that the referral. mechanism wonld he
iptroduced in Udipi district where upgradation in most hospitals is underway. Actions to be
taken include mapping of facilities in Udipi district, provision of referral manuals and registers,
training of stafT at primary and secondary health care facilities and initiating a referral system in
the district by October 31, 1998. It was also agreed that the referral system would be included in
the agenda of DHC meetings. It was further suggested that Midnapore district in West Bengal be

visited to study the referral system in place there. The referral manual produced in West Bengal
could be used as a useful guide. ’

18. Yellow Card Scheme. The Yellow Card Scheme. an annual health check-up scheme
initiated in August 1997 to reach the SC/ST population at the subcenter level, has been launched
in all 27 districts through one day camps at the subcenters that provide examinations and basic
treatment. The scheme is well organized and is perceived favorably by both clients and service
providers. A Lady Medical Officer is available at the camp-site, as well as a well-stocked
dispensary and referral services. In FY97/98 486,000 people were covered under the scheme.
The contribution of the medical staff and the support provided by the PMU 1o this scheme is
commendable. Future steps to_be addressed under the scheme could include innovative 1IEC
activities, such as street theater, 1o provide health information to the patients awaiting check-ups
and basic treatment. Next steps for the scheme include the training of two NGOs from each
district to participate in the camps. A review of the implementation of the scheme at the district

level will be conducted and feedback wil] be incorporated into the actien plan by October 31,
1998.

19. ~ IEC. A good start has been made 1o the JEC component. Pilot activities are on-going
but have not been completed. The 1EC plan outlined in the SAR is being implemented. It is now
planned to complete the pilot activities and expand the scope of the IEC component. New
benchmarks include:. (a) implementing action plan for IEC for target groups by October 31,
1998; and (b) initiating 1EC activities for referral services in Udipi district by October 31, 1998.

20. ~ Compliance with Covenants. All covenants except the one on submission of certified

audit accounts are in compliance. KHSDP is expediting action to obtain the necessary project
account and SOE audit reports for FY96/97.

2%



Attachment |

Benchmarks
atall:
]ISSUE BENCHMARKS DEADLINE
Management Continue and strengthen coordination mechanisms between Review every 6
SHS 11, IPP VIII and IX, KW and RCH. months
To address mismatch, fill in al specialist, X-ray technician, October 31, 1998
laboratory technician and pharmacist posts according 10 norms
in 20 hospitals.
Recruitment 8 Assistant Engineers

1 Accountant
110 Medical Technicians _
Fill-up all sanctioned posts of Assistant Engineers in KHSDP

October 31, 1998

.

Slrale—g-ic Flanning
Cell

Make recoiininendations for action 10 be taken based on
findings to date of the Microbial Contamination study.
Complete study on user charges, including an executive
summary,

Update actions taken on Karnataka Government Health Policy
Matrix. '

Develop TOR for the study on public-private mix in the health
sector. )

Develop TOR for a study on national highway accidents and
need for development of trauma care services in Karnataka.

October 31, 1998
October 31, 1998
October 31, 1998
October 31, 1998

October 31, 1998

Contracting-Out

Contract-out all non-clinjcal services in a total of 10 hospitals.

Civil Works

October 31, 1998

Complete 130 final drawings and bid documents.
Commence work on 100 hospitals for which final drawings
have been cleared.

Commission 10 upgraded hospitals.

Equipment
Procurement and
Maintenance

October 31, 1998
October 51, 1998

Commission all X-ray machines, body mortuaries and
generators procured for Phase 1 and 11 hospitals.
Initiate procurement activities for equipment as per the
procurement plan for 1998/99.

Status report on progress with the one-time repair of
equipment.

Status report on the activities of equipment maintenance teams.

October 31, 1998
October 31, 1998
October 31, 1998

October 31, 1998

2

Medical Waste

Introduce the interim strategy on health care waste

October 31, 1998

Management management in 20 hospitals. .
HMIS Reconcile the hospital activity indicators for 1997-98. October 31, 1998
Referrals

Map primary and secondary health care facilities and develop
referral chain in Udipi district.

Train stafT at primary and secondary health care facilities in
utilizing the referral system in Udipi district.

Initiate referral system in Udipi district, ensuring the
involvement of the DHC.

June 30, 1998
August 51, 1998

October 31, 1998

At
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ISSUE

BENCHMARKS

DEADLINE

Training Provide managemen; training 10 hospital administrators of 35 | October 31,1998

hospitals, -
_Continue training of doctors, nurses and medical technicians as | March 31,1999

per action plan, ‘

Surveillance Establish state surveillance unit at Bangalore. October 31, 1998
Establish 7 districy surveillance unis. October 31, 1998
Train district surveillance officers ang laboratory staff from October 31, 1998
these 7 districts. 4

SC/ST/Gender Implement action plan for Yellow Carg Scheme. Continuous

' Review implementation of Yellow Card Scheme., and October 31, 1998

incorporate feedback into action plan, ;

IEC-

Implement action plan for IEC activities in target groups.

Plan and initiate IEC activities for referral services in Udipi
district,

Continuous
August 31, 1998
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INDIA
STATE HEALTH SYSTEMS DEVELOPMENT PROJECT I (Cr. 2833-IN)
KARNATAKA

SUPER VISION MISSION
DRAFT AIDE-MEMOIRE (NOVEMBER 1998)

L. An International Development Association team consisting of Messrs./Mmes. T. Nawaz (Team
Leader), D. Porter, C. Giles, S. Rao-Seshadr, R. Kumar, P. Kudesia, M. Voss, N. Anand, J McQuaid-
Cook and V. Rewal visited Kamataka between November 15 and November 20, 1998 to review
implementation progress of the State Health Systems Development Project I (Cr. 2833-IN) in Kamnataka,
The mission met with Dr.H.C.Mahadevappa, Mr. B. K. Bhattacharya, Chief Secretary, Dr. S. Subramanya,
Project Admunistrator, Kamnataka Health Systems Development Project (KHSDP), and senior staff of
KHSDP. A wrap-up meeting was held with Dr. Subramanya and senior staff of the Project Management
Unit on November 20, 1998. This review Was preceded by a successful major workshop bringing together
all the states implementing Health Systems Projects and other senior health officials from UP, Tamil Nadu
., and the Union Ministry of Health and Family Welfare to share experiences and learning from the projects.

"2 Project implementation progress is recorded in the following documents: Notes for the World
Bank Review Mission, November 19 to 20, 1998; the Financial Report and the tratning documents
prepared by the Kamataka Health Systems Development Project; and the KHDSP's report for the
Workshop on [mplementation of State Health Systems Projects in [ndia. The aide-memoire summarizes
 the main findings and recommendations of the mission in Kamataka. The agreed benchmarks for the next
period are given in Annex |.

3. Development Objectives. The development objectives of the project are being fully met in
Kamnataka. DOL: Policy Indicators. Budgetary allocations for the health sector were enhanced between
1996/97 and 1998/99 and the share of health in the overall budget has increased during the same period.

and the budget for drugs and supplies has also been enhanced. Cost recovery from user charges is growing
and contracting out of non-clinical services has been expanded significantly. DO2: Quality, Access and
Effectiveness Indicators. Progress is satisfactory in the area of the availability of drugs, recruitment of
medical and paramedical staff, clinical and Management training, maintenance services, HMIS, quality
assurance and other software aspects of the project. DO3: Activity Indicators. It is too early to measure
impact. The collection and analysis of data continyes to improve and efforts are underway to widen the
scope of this activity and its management usefulness to improve future monitoring,

4. General Overview. The mission was impressed by the continued excellent progress since the last
supervision mission in May 1998 and implementatiog progress 1s noted as highly satisfactory. Virtually all
the benchmarks have been achieved and in some cases exceeded e.g. in civil works and technical
manpower recruitment. Equipment installation and one-off repair activities are slightly behind schedule
but are progressing satisfactorily and should be completed by end December 1998. Operational difficulties
have been encountered in the implementation of the Yellow Card Scheme and these will need to be sorted
out. Noteworthy is the innovative solution to the issue of manpower deficiencies whereby Cabinet
Approval has been obtained to employ staff on the basis of merit without going through the normal Public
Service Commission procedures. The project is providing a basis to address system-wide health sector
manpower issues including recruitment of medical and paramedical staff not funded by the project.
Furthermore, the adoption of World Bank procedures has resulted in an improvement and streamlining of
equipment and drug procurement procedures. An tmportant outcome has been greater assurance to the
quality of the products. The mission notes that the highly satisfactory implementation progress is due to
the commitment of the Government to the project at the highest level and the continuity of the excellent
project management team put in place from the carly days of implementation. [t would be important for



the project management team to continue to pe fully in place until the mid-term review (scheduled for late
May/early June) to maintain the pace of Progress achjeved to date.

3. Flow of Funds. The LOC system put in place is working very well and has become a model for
other states. West Bengal has recently adopted this approach following successful implementation in
Karnataka. Satisfactory progress has been made on expenditure with the total incurred by the project to
date at Rs. 112 crores. Cumulative disbursement ar the end of October 1998 was the equivalent of
USS16.5 million with an additional USS$3million awaiting reimbursement. Expenditures for the
government FY98-99 are about Rs. 36 crores (end October) out of an allocation of Rs. 80 crores. This
's in line to meet the agreed benchmark of Rs. 40 crores by end November 1998. The project officers
anticipate that they will meet the spending target for the current financial year resulting in cumulative
spending of Rs. 140-150 crores by the end of March 1999 The benchmark agreed for cumulative
spending by MTR is Rs. 165 crores. The project is now in compliance with the covenant on certified audit
accounts for 1996-97 and has already produced audit certification for the upcoming year, two months
before the due date. ‘

crores in FY97/98 and Rs. 903 crores in FY98/99 The share of health in the overall state budget has also
increased during this period. Within the health sector, the share of resources allocated to the primary and
secondary levels has also increased from 85.8% to 87 3% between FY96/97 and FY98/99, and the
amounts for primary and secondary health services increased from Rs. 450 crores to Rs. 697 crores. The
covenant on increasing resources to the primary and secondary levels of the health system is in compliance
and the state government has provided its own funds for filling critical gaps in primary health care. Cost
Recovery. About Rs. | crore has been collected so far in secondary hospitals. This represents more than
double the amount collected previously. A study on the willingness-to-pay user charges is being finalized
and a strategic approach to implementation s being developed. Contracting out for non-clinical services in
well underway in 10 hospitals and additional hospitals have been placed on the program for contracting
out. [t has now been agreed that non -clinical services will be contracted out in a total of 20 hospitals.
Public/Private Mix. An innovative concept paper proposing a health maintenance organization in
Devenahalli taluka has been prepared and presented to the mission for consideration as a pilot scheme.
This will be funded by pooling all the existing government allocations for both state and national
programs for this taluka to be supported in part by an NGO type operation under the project. The
mvolvement of doctors in the scheme will be voluntary and patients will be entitled to choose their

* provider. The anticipated benefits are improved quality of care, efficiency in resource allocation and

improved referral patterns. A detailed proposal is needed to consider funding under the NGO component -
of the project.

7. Management and Recruitment. Coordination has been established between the State Health
Systems, IPP VIII, [PP [X, KfW and RCH Projects. An initial meeting was held to review and strengthen
coordination and regular meetings are now planned for the purpose of developing better linkages with
respect to training, referral and [EC activities. It was noted that the co-ordination activities are drawing on
significant project resources and are time consuming. However, it has been agreed to continue this effort
in order to realize the potential for greater effectiveness in program delivery. The mismatch in respect of
all X-ray technician posts has been fully addressed. 80 - 85% of the musmatch of clinicians has been
addressed in the first 26 project hospitals, [nterviews for the posts of laboratory technicians are planned
for the month of December 1998. In addition, the following categories of posts have also been filled:
Assistant Engineers, Accountant and technica] posts in KHSDP. All pharmacist posts will be filled by
March 31, 1999. Draft services rules for the recruitment of bio-medical engineers and mucrobiologists will
be finalized by May 31, 1999. The project is beginning to have a wider impact on other systemic problems
of the wider health system with regard to recruitment policies. For example 48 of the |15 posts of dental



surgeons and 172 ot the 3735 assistant surgeons that are to be appointed by March 31. 1998 relate to till
existing vacant posts in the government hospitals,

8. Strategic Planning Cell (SPC). T} recommendations of the final report on Microbial
Contamination have been finalized with the senjor officers in the Department of Health and Family
Welfare. It is anticipated that the report wi]] be made available shortly. A study on user charges has been
completed and a strategic approach to ful] implementation is being developed. User charges are presently
being collected in most areas. The TOR for the study on public private mix has been finalized and has
been sent to the World Bank for review. [n addition, new benchmarks for completion by May 31 1999 to
be updated are to: (a) fill upcoming Vacancies of technical officers; (b) initiate evaluation of the clinical
component and the overall etfectiveness and quality of the training programs; (c) complete the Microbial
Contamination Study; (d) finalize the Waste Management Study; (e) update action on the policy matrix;
and (f) tnitiate pilot studies on networking of private and public health providers in one or two talukas.

9. Equipment Procurement. Procedures for quality control and inspection of new equipment have
been introduced. 80% of the X-ray machines, body mortuaries and generators procured for Phase I and [[
hospitals have been installed and commissioned. The remaining work will be completed by the end of
1998. A decision has been taken to delay the procurement of further major items so that their delivery can
be timed to coincide with the completion of civil works in recipient facilities. The anticipated cost of
procurement in the current year has been revised downwards to around Rs. 3 crores. Overall costs to date
for the equipment procurement are significantly lower than the budget allocation in the SAR. This is a
result of two main factors: a smaller than estimated need for new investment as a result of the successful
one-off equipment repair program and more detailed data on existing inventories; and the significant
reductions in the unit costs of the expensive equipment purchased through ICB procedures which qualify
for duty exemption. It is estimated that savings of the order of Rs. 25 crores have been achieved. With the
revision noted, the agreed benchmark is to complete procurement as per the 1998/98 plan by March 31,
1999.

10.  Maintenance and Repair of Equipment: The one-off equipment repair program has proved to
be a great success. Work in two divisions is completed and will be finished in the other two by December
31, 1998. Nearly 3,900 items of equipment valued at over Rs. 10 crores will have been restored to
function at a cost of around Rs. 2 crores. All 16 district maintenance centers are now staffed, equipped and
functioning, some in temporary premises whie workshops are being constructed. A report on activities of
the teams in the Bangalore division is eéncouraging showing that in the four month period to October 1998,
more than 330 items valued at Rs. 68 lakhs had been repaired at a total cost of around 5% of the value.

11. Civil Works. The benchmarks agreed for October 3 1, 1998 have been achieved and exceeded.
136 final drawings and bid documents have been completed, works have started at 102 hospitals and 12
upgraded hospitals commissioned. This is a laudable achievement for the project team. The benchmarks
agreed for May 31, 1998 are: (a) to have completed the final drawings and bid documents for a totai of
170 hospitals; (b) to have commenced work on a total of 150 hospitals; and (c) to have commissioned 35
upgraded hospitals.

12. To maintain the excellent progress achieved to date in civil works and ensure that future works are
grounded quickly, a formal written request will be made by GOK through DEA for a redistribution of
unspent budget allocation amounting to Rs. 42 crores. principally from equipment costs to civil works.
GOK requests that Schedule [ of the Development Credit Agreement be amended as follows: an amount
equivalent to Rs. 42 crores be transferred Bank Management that this be allowed.

13, Management of Health Care Wagte. The benchmark for October 31, 1998 has been achieved
and exceeded with the short and medium term plan introduced into 26 hospitals. The mission undertook
field visits to three pilot facilities and reviewed the overall plan and the specific strategies developed for a
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selection of taluka hospitals. Observations on the present functioning of the initial waste management
system introduced at these institutions along with recqmmendations are given in Annex 2. These comment
will be taken into account in extending the injtial system to a total of 40 hospitals. [nitial and refresher
training will be conducted in these facilities by May 31, 1998. The mission noted that a draft TOR for
developing a health care waste management plan is being reviewed with the Environmental Unit of the
Bank's South Asia Region. The useful feedback provided during the Bangalore Workshop will be relayed
to the Environmental Unit and reflected in the finalized TOR. As noted, the Strategic Planning Cell is
considering the report submitted by consultants op the longer term plan and the final disposal methods.
Meanwhile, consideration will be given to the options for introducing a short term plan into 100-bedded
hospitals. A note on the proposed strategy would be prepared by January 31, 1999.

14. Quality Assurance and HMIS/Performance Indicators. The available hospital activity data for
1997-98 were reconciled by October 31, 1998 The Project Office is now receiving and analyzing
monthly data from [10 project hospitals and feeding back comments on aspects of performance to the
hospital administrators. This system will be computerized at Project HQ by January 31, 1999. A booklet
containing monthly data reporting proformas. and guidelines for daily use have been designed, printed and
issued to all hospitals in the project. Training in using this system will be given to all administrative
medical officers by January 31, 1999, It was agreed that a system to implement and monitor performance

at all hospitals will be in place and District Quality Assurance Committees will be established by May 31,
1999.

15. Surveillance. An action plan for disease surveillance has been prepared with accompanying
manuals, training module and contingency plan for disaster situations. A State surveillance unit has been
established in Bangalore and seven diseases are being monitored through monthly reports. To strengthen
the reporting, linkages need to be established with the private sector and the primary health care system.
The state plans to equip and make functional 12 district laboratories by May 31, 1999. Entomologists will
be appointed and trained to work in these laboratories.

16. Training. All the benchmarks for training have been met. Management training for hospital
administrators of 35 hospitals has been completed. Training of doctors, nurses and medical technicians is
n line with the agreed plans and will be ongoing. Additional training programs will be initiated in
physiotherapy and training in medico-legal matters for clinicians.

18. Yellow Card Scheme. The yellow card scheme has been introduced throughout the state.
However, operational difficulties have beeq encountered in the implementation of the scheme in the
camps. Despite this, encouraging results have been received to date and further steps would include
stronger linkages with services for those people diagnosed in village camps. It has now been agreed that
the health check-up will be conducted annually rather than on a six monthly basis. In addition, a review of
the yellow card scheme will be conducted by January 31, 1999 and the feedback incorporated into the
action plan.

19. [EC. A comprehensive action plan has been drawn up in the form of a matrix detailing target
groups, various means of communication and timing of the actions. Particular attention will be paid to [EC
activities in the Udupi district to facilitate introduction of the referral system.

20.  "Compliance with Covenanrs. Aj] covenants are in compliance.



21. Mid Term Review. It was agreed that the MTR would be scheduled for late May/early June
1999. The achievement of the benchmarks noted in the attachment will assist the Government in preparing
the MTR to be undertaken with the Bani. An important activity for the Government would be to analyze

_expenditures that have been incurred so far, by component and categories of expenditure, and to identify

i



Annex 1

Karnataka Agreed Benchmarks
Management Continue and strengthen coordination mechanisms Continuous
among SHS II, IPP VTII, IPP [X, KfW and RCH
rojects
Address mismatch, fill all specialist posts May 31, 1999
according to norms in 40 hospitals, including
those in Udupi district -
Recruitment Complete the recruitment for 15 posts of Dental | March 31, 1999
Surgeons, 573 Assistant Surgeons and 12
Graduate Pharmacists . ‘
Finalize draft Rules for recruitment of Bio- May 31, 1999
medical Engineers and-Microbiologists
Strategic Fill the two vacancies of technical officers in May 31, 1999
*| Planning Cell Strategic Planning Cell -
Initiate evaluation of the clinical component and May 31, 1999
the overall effectiveness and quality of the training
rograms
Finalize the study on Microbial Contamination May 31, 1999
Complete the study on Waste Management in May 31, 1999
Hospitals
Update action taken on Health Policy Matrix May 31, 1999
Imtiate pilot study on networking of Private and | December 31, 1998
Public Health Providers through  financial
intermrediaries in one or two talukas
Provide draft report May 31, 1999
Contracting out | Contract out non-clinical services i 20 May 31, 1999
Non-clinical commissioned hospitals
services
Civil Works Complete 170 final drawings and bid documents May 31, 1999
Commence work on 150 hospitals for which final May 31, 1999
drawings have been cleared.
Commission 35 upgraded hospitals May 31, 1999
Surveillance Equip12 district level laboratories May 31, 1999

Finalize the formats.for reporting systems and
initiate reporting activities

May 31, 1999

Appoint Entomologists in 12 laboratories

March 31, 1999




Training Complete training of all medical officers and May 31, 1999
Entomologists in district laboratories
Conduct training in hospital management for 50 May 31, 1999
administrative medical officers )
Initiate medico-legal training for all doctors _ May 31, 1999
Initiate training in physiotherapy January 31, 1999
Medical Waste | Examine short and medium term waste January 31, 1999
Management management options for 100 bedded hospitals :
Extend the short and medium term waste May 31, 1999
management strategy in.40 hospitals
Conduct initial and reffesher training in 40 May 31, 1999
hospitals where Waste Management activities have -
been introduced
Equipment Complete the procurement activities for the March 31, 1999
Procurement equipment as per the procurement plan 1998-99
And Complete one time repair of equipment January 31, 1999
Maintenance throughout the state
HMIS Conduct training of administrative medical January 31, 1999
officers in HMIS reporting formats '
Develop a computerized system for processing of | January 31, 1999
HMIS data at Project Office
Referrals Continue referral activities in Udupi district and February 28, 1999.
conduct a review of the effectiveness of the
functioning of the referral mechanism
Complete all the training activities under referral March 31, 1999
system in the Udupi district :
SC/ST/ Gender | Review implementation of yellow card scheme January 31, 1999
Issues and incorporate feedback into action plan ‘
Review implementation of Women's' health check | March 31, 1999
up scheme and incorporate feedback into action
plan
IEC Plan and initiate IEC activities for referral services | March 31, 1999
in Udupi district
Quality Implement and monitor performance indicators for | May 31, 1999
Assurance all hospitals
May 31, 1999

Establish district Quality Assurance Committees




Annex 2 : Observations on initial waste management schemes in taluka hospitals in Karnataka

The Health Care Waste Manual master tem

plate plus the strategies of five hospitals were examined. At

this stage, each hospital has followed the template and has introduced their own equipment needs.

Guidance given in the 1997 and subsequent 199
documents clarify waste types and specify pro

8 manuals has not been literally transposed. The master
cedures for each type.

ags within bins, white, blue and red (increasing in hazard

classification). However, in the three hospitals visited, the following deficiencies were observed:

few bins were placed throughout the hospital, with irregular mixes of colors; for, example, in wards
where most patients had baggage and food, white bins were not always present. -

wastes in blue bins were destined for further hand-separation by cleaners

although needle crushers were in evidence and in use,

of the crushed and sterilized material, other than the

doctors and staff had little knowledge of the fate
blue bag which would, potentially, subsequently

either be separated by cleaners or deposited in the landfill

0o bins containing wastes were available for inspection

no storage facilities or full bags were available for inspection ,

pits at two hospitals appeared not yet to be in use - no alternate disposal location was available for
inspection and no knowledge was offered as to the present fate of this day’s waste

the pit at the third hospital contained all colored bags (despite the information that the bags would be
emptied, sterilized and recycled and the pit contents destined for composting). The bags had not been

sterilized and all three colors were present.

The conclusions from this mini audit are:

the reasons for segregation are not fully understood by management or staff
despite presence of pits, wastes are still following original/alternate disposal routes
the use of the pits is not in accordance with the original guidance

the hospital-specific guidance lacks clarification of pit usage

once full, there is no clear understanding of the fate of pit material

full pits would be difficult to empty for further use

no plans were in place for either re-use or closure of pit

no waste survey records were being kept

Recommendations

a broader context of awareness-building and training be provided to Kamnataka project staff
basic training be strengthened at hospitals, to lead to further information on project rationale and not

Just process

monitoring of waste management systems take place during each inspection tour
bag (size, color, locations, numbers) and pit (size, location, covering, closure, final repositories) all be

reassessed before the system continues
initiate broad-brush surveys of bag numbers - this to 1
locations, vital for ultimate options appraisal.

ead to understanding of waste types, amounts and
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DEVELOPMENT CREDIT AGREEMENT

,\GREEMENT, dated Aprl 18 1996, benwveen INDIA, acting by its President
(the Borrower) and [NTEI—LNATIONAL DEVELOPMENT ASSOCIATION (the
Associmon).

WEEREAS (A) the Association has received a letter dated February 13, 1996,
Fezruary 15 1996 and Feoruary g, 1996 from the State of Karnatzka, the Sate of Punjad
and the State of West Bengal respectively (collectively the Project Suates), €2ch such
lemer describing 3 program of objectives. poiicics and actions 10 IMErOve the primary
and frst =rzmal levels of heaith care (herzinafier referred to 3 the Karmataka Heaith
Sezicr Teveiopment Program. the ‘Punjad Hzzith Secticr Development Program ard the
west Senzal Heaith Secter Deveiopment ProZram. recpectively) and declaring e

recmzcive pProject State’s commicment 10 carry out its Heaith Se2icf Caveiczment

£45 (B) the Bemewen having satisfied itseif 25 1© (e feaciziiicy 2nd
s projest described in Seneduie I W0 WS Agresment 538 recussied B2
Legcciaticn 10 assist in the financing of ©¢ Project
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. Gene Conditions; Definitions

N

Section 1.01. The nGeneral Conditions Applicablc to Loan and Guarantee
A cements” of the Bank, dated January 1, 1985, with the modifications ¢t forth below
(the General Conditions) constitute an integral part of this Agresment
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/@) The last sentence of Section 3.02 is deleted.

(b) The sccond sentence of Section 5.01 is modified to read:

“except as the Bank and the Borrower shall othenwvisc agres. 1o
\withdrawals shall be made: (a) on account of cr’.pcndimrc; in the
territories of any county which is not a member of the Bank or for
gcods produczd in. of cervices sucplied from, such territories: of (b) for
the purgose of any paymesnt to persons or entities. or for anY imgort of
goods. if such payment or import. to the knowiedge of the Associzticn.

is pronibited by 3 decision of the United Naticns Security Councii taken
. under Chapter V1T of the Charter of the United Nations.”

Seczion 1.02. Uniess the context othervise requires, the ceveral torms defined in

. Genzral Conditions and ‘n.the Przameiz 0 this Agrezment hayve the fecTecnve
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inciudes any sutscguent legislation taced on the Orcinance:

(N woySC™” means the Punjab Hezith Systems Corgoration constiruted

pursuant 1o the pmwsioﬁs of the Ordinancs by a notification issued by the Govemor of
Punjab on Fepruary 1, 1996 and effective as of October 20, 1995; :
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(¢) “primary Level 'ncﬂ\.. V:ﬁ'iccs MEans PIEvEnilyC di v

~lth "?“ucc' prowdnd by sub-c2n 5. primary health centers, community heald

enters and dispensarics in the Project SmCJ,
(h) "Project Agrc:mcm" means the jgreement amons the Association and

f Karnataka and Stage of Punjab ond State of \West Bengal and Punjab h__m

¢ Corporation of even datc herewith, as the SAME may be “amended from time

4 such term includes all schedules and 32res ments suoplu‘ncnm\ to the P'Ojﬁn

State ©
Sysiem
ume. an
Agaress menh

Q) “Project Srates’ MeENs K arnataka. West Bengal and Punjab collectiveiy;
and “Project ate” means any one of them individuaily;

) wpypjab’ means the Borrower s Sute of Punjab. or an¥ successor

() «Qeguiations’ ME= ns the Reguiaticns dated Feoruary 15,1996 igsued b¥
aueC pursuant i0 (he orovisions of the Qrcinancs for the ogeraticn of pHSC and ceming
& ""'onn-. zolicizs.

—~

ceapem cuch MaRers as _:rcc:é.: < {or cper2hi ion of ihe Board of pucsC
'3“"‘5’:'-'5 nd PVOC""‘JC‘ quditing ang acs sunting ar:n"--* aee, ervics

L marovemens T echanisms and 1mm<:"1r:""'uon of user chargess

(h “SC':'.':’.‘;'J'ICL;. C"'\CS.‘ rc"": {e] the PO"L\JUOH ;..CLCS gp::i;
'C'<'\CS.“ urzuant i .-\l"\C"‘ 14l or ine ek 144ty sicn o1 1ngia:

() wQeheguiced Trces reiers 10 NS poruiall n  groucs cpeziiies I
< ~eouied = e’ puriUt -0 Arucis a7 o1 ne! - spstineticn of Incial

I . o > § . i Sk \
peoTT ! L-_n'cc. “-—.::H’\ '\C"" m:"_r.s Clircememee

ammcstic nG OWET serngas SrOVICES S ::rn:'.-.umc.-/r;r:i. suc

“Strategic Dlanning Csil" mezans Gie stratesic sianning ceil estat

(q) “Tertiary Level Heal ith Services” means highly complex and technical
medical servicss provided by specialized hospitals in the Project States:

(r) ' “’I'riAbal and Backw:ud Area Development Strategy’ means the strateTy
dated October 17, 1995 of Karmnataka and West Bengal, satisfactory 10 the Assocmnon,
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i9¢ 15 fmes. inter alxa..at increasing the dcm:xr?d fgr, and improving the quality of
aedical and hospital services for the Scheduled Tribes in each such Project State srdl o
ne economically disadvantaged groups in the Sunderbans Area of West Bengal; and

(s) “West Bengal™ means the Borrower's State of West Bengal, or any
-uccessor thereto. - ’

ARTICLE O
The Credit

Section 2.01. The Association agress to lend to the Borrower, on the terms and
conditions set forth or referred to in the Development Credit Agreement, an amount in
various currencies equivalent to oo hundred thirty five million five hundred thousand
Special Drawing Rights (SDR 235,500,000).

 Section 2.02. (2) The amount of the Credit may be withdrawn from the Credit

.sunt in accerdance with the provisicns of Schedule 1 to this Agresment for
sxgendirures made (or. 'f the Association shail <o agres. to be made) in r-c:pcct of the
reaccnabie cost of goods and cervices required for the Project and to be financed out o
the srece=ds of the Credit, '

=

(b) The Borrower may, {r the purposes of the Project, open and maintin
iq doilars a special deposit accountin ‘he Recer~e Barnk of India on terms and ccnditions
o the Association. Decosits into. ard favments out of, the Special Aczount

t
e in accordance with the provisicns of Scheduie 2 to this Agreement.

Sezuion 2.03. The Ciosing Date ehail e Mlagen 31,2002 or cuch later date as the
s czsciatien shail estabiish. The sescciaucn :hail sremetly actify the Borrower of sucs

Secsicn 2.04. (@) The Sorrower hail pay to the Association a cemmimnent
= on the crintipal amount of :ne Crecit not withdrawn {rom time totimeatars

cet Hy the Association as of Jure 20 of =2ch vear, but not 10 excoed the rate of cne-
haif of one percent (1/2 of 19%) per annum.

[8)
—
o
0O

(b) The commitment charge chall accrue: (i) from the date sixry‘days afier
the date of this Agreement (the accruaj date) to the respective dates on which amounts
shall be withdrawn by the Borrower from the Credit Account or canceled; and (i1) at the
rate set as of the June 30 : mmediately preceding the accrual date and at such other rates
as may be set from time to time thereafier pursuant to paragraph (a) above. The rate set
as of June 30 in each year shall be applied from the next date in that year specified in
Section 2.06 of this Agreement.
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(c) The commitment charge shall be paic: (i) at such p‘iaccs as the
Association shall reasonably requesty (ii) without restricticns of any kind imposed by, or
in the termitory of. the Borrower; and (iii) in the currency specified in this Aareement for
the purpeses of Section 4.02 of the General Conditions or in such other eligible currency
or currencies as may from time to time be designated or selected pursuant to the

provisions of that Section.

Section 2.05. The Borrower shall pay to the Association a service charce at the
—te of three-fourths of one per cent (3/4 of 1%%) per annum on the principal amount of
the Credit withdrawn and outstanding from time to time.

-Scction 7.06. Commitment charges and service charges shall be pavable
semiannually on March 15 and September 15 in each vear.

Seczien 2.07..(a) Subject 10 paragrapis (b) and (c) below. the Borrower shall
recay the crincizal amount of the Credit in semi-annuai instailments savable on each

ok
\{arch i and Sertember 15 commencing Sectember 15, 2006 and snding March 12,
931, Each instaiimentto and inciuding the insuilment payable on Mareh 15,2016 shail

~e one znd cne-fourth percent (1-1/49%) of such grncizal amount angd each insuilment
thereafzer shail be o and one-haif percent (2-1/2%%) of such princicai amouat.

(b) Whenever (i) the Borrowers gross national procduct per cagita. as

dnrarmined DV (he Acsociation. chail have excseded $760 in constart 1985 dollars fcr
Jve econsecutive vears and (i) the Bank shail concider the Bormower credicvordy fer
Zank lending. the Aescciation mav, sutseguent o the review and acproval therscr oy the
Zvecunve Dirscicrs of tace Aescciation and afer dus ccnsideraticn by iem of the

" —

isveicoment O 1NE SOMOWED S sEsnomy. mezif e omns of recavment of iners mente

e +ms amCunt oI 22C0

under tarmorasita) atove by recuiring the Sorrosver 0 recay twic
sych insizilment not wet cue urtii the princizzi amcunt of e Credit shail have tesq

recaid. if co reguestiec oY the Scrrower. the Asscciation may revise cuch medificzicn (0
st :

:
*
sajlmenis. tie

- ciude. in jiew of some or ail of ine increass in tne amounts of such in
i 1

payment of interest at an annuai rate agresd Wwith Gie Aecociation on the principai ameunt

?-
(1

of the Credit withdrawn ancd outsianding om time to Ume. previded that in e

Q)

judgment of the Association. such revision sHail not chanes the gram element oowined
under the above-mentioned regayment modification.

(c) If, at any time after a modification of terms pursuant 10 paragraph (b)
above, the Association determines that the Borrower's economic condition has
deteriorated significantly, the Association may, if so requested by the Borrower, further
modify the terms of repayment to conform to the schedule of installments & provided in

paragraph (a) above.
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Section 2.08. The currency of the United States of America is Kereby specificd
for the purposes of Scction 4.02 of the General Conditions.

ARTICLE I
Exccution of the Project

Section 3.01. (a) The Borrower declares its commitment to the objectives of the
Project as set forth in Schedule 2 to this Agresment, and. to this end, without any
limitzation or restriction upon any of its other obligations under the Development Credit
Agresment, shall cause the Project States and PHSC to perform in accordance with the
provisions of the Project Agresment all the respective obligations of the Project States
and PHSC therein set forth, shall take and cause to be taken ail action. including the
arovision of funds. facilities, services and other resources. neceesary or appropriate to

Ceoa

enable the Project States and PHSC to pericrm such obligations. and shall nct take or

permit o be taken any action which wouid prevent or intertere \With such pericrmance.

(b) The Borrower shail make e precezds of the C-edit avaiizzie to the

arranzements 2

J

t
© 0.

r

|

Project States in accordance with the Somower's  siand

jeveiopmenul assistance (O the States of incia and. in the c2s€ II Punjab. shail 2nsure
that such procesds are transferred as part of Punjap's Zr=nt congioution 0 PHEC in

aczordance with the provisions of the Ordinancs.

Section 3.02. Except as the Asscciation <nail o Lerwvise agres, procurement of
the zocds, works and consultants' services reguires for the Preject and (o be financed out

rocesds of the Credit chall te gevermed by the provisicns of Schegduiz 1 10 e

he Borrower 2ng ihe ALcsociation nersTy 3Lres ot the
coiizations set forth in Szctions 0.03, 9.4, 985, 006, 9.07 and 9.03 of ‘ne Generai

:ivions (reiating 10 IRSUTaNcs. Ust of zcods and cervicer. pians and sche
and recorts. maintenancs and land zcguisition. respastively) s B

R Y]

o or t <
shail be carried out by the Project Staies and PHST pursuant 10 Section -.0% of the

“ b~

Project Agresment.. -

Section 3.04. The Borrower shail participate in the carrving out of the mid-term
review of the Project referred to in paragraph 12 of Schedule 210 the Project Agresment.
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ARTICLE IV

Financial Covenants

Section 4.01. (a) For all expenditures with respect to which withdrawals from the
Credit Account were made on the basis of statements of expenditures, the Borrower

shall:

(1)

(i)

(i)

maintain or cause to be maintained in accordance with sound
accounting practices. records and accounts reflecting such
expenditures;

ensure that all recerds (contracts. orders, invoices, bills, receipts
2nd other documents) evidencing such expenditures are rewined
until at least one vear aner the Associaticn has received the
audit report for the fiscai year in which the last withdrawal from
the Credit Acccunt was made: and

enable the Asscciation’s rcprcscnl:.li"'cs o exam:ine such
records.

(b) The Borrower shall:

(1

(i1)

" (i)

have the reccrés and acccunts referred 10 in paragragh (2) (i) of
this Section and these for the Special Account for each fiscai
vear audited. in azzoréance with agpropriate auditing srincipies
ccnsistently apziizd. by indegencent Juditors accezistie 0 the
Asscciation:

furnish o the Aczceiation as scon &S avaijacle. but  any|EEge
not later than nine montd afzer the end of 22ch sush vexr he
regort of such audit 5w said auditors. of such scTge nd in| such
derajl as the Association <pail have reasonaciy recuestec.,
including a segarzie oginion by caid auditors as 0 Whelier te
statements of exgenditure sucmined durfng such nscai yeor.
together with the procecures and internal congnls invoived in
their preparation, can be relied upon 10 support the relates
withdrawals; and

furnish to the Association such other information concerning
said records and accounts and the aud: thereof as the
Association shall from time to time reasonably request.

\

e
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ARTICLE V
Remedies of the Association

Section S.01. Pursuant to Section 6.02 (h) of the General Conditicns. the
following additional events are specified:

(a) Any Project State or PHSC shall have failed to perform any of its
obligations under the Project Agrezment.

(b) As a result of events which have occurred after the date of the
Develorment Credit Agrezment an extraordinary situation shall have arisen which shall
make it improbable that any Project State or PHSC wiil be able to perform its obiicazizns
‘under the Project Agresment. \

(c) The Orcmmc: <hzil have lacs c._, or the Ordinance or the Rezui
shall have besn amended. pended. abregated, repezled or waived o 2as 12 el otate

—.s =

materiaily and zdversely e "cmr of PE*.S&. 10 seriarm any of its obiigations unier e
P,O‘cp- .A msomon[

(d)  The Sorower. Punjab or any other authority having jurisdictica shail

have taken any action for the dissolution or disestzblishment of PHSC or Itr e
suspsnsion of its operations. !

(e} An event Sm.ll have occurred which shail make it improbatie izt the
Namataka Hezith Sector Cevelooment Progam or the Punjab Hezith Sezicr
Deveicgment 2rogram or tie Weet Bengai Heaith Secior Development Prograsn == 2

significznt par of any such Program will be zarrice gut,

\

c::::.:. 5.0°. Purcuant to Secticn 701 (d) of the General Conditicna, Se

(a) the event specified in paragragh (a) of Section .01 of 'this Acrzement

shall occur and shall continue for a pericd of sixty days after notice thereof shzii Zave
been given by the Association to the Borrower; and

(b)  the events specified in paramphs (c) and (d) of Section 5.01 of this
Agreement shall occur.




.
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ARTICLE VI
EfTective Date; Termination

Section 6.01. The following is specified as an additional marer, within the
meaning of Section 12.02 (b) of the General Conditions, to be included in the opinion or
opinions to be furnisned to the Association, namely, that the Project Agreement has besn
duly authorized or ratified by the Project States and PHSC respectively, and is legaily
binding upon each of them in accordance with its terms.

Section 6.02. The date ninety (90) days after the date of this Agresment 1S
hereby specified for the purposes of Section 12.04 of the General Conditions.

Seétiqn 6.03. The provisions of Section .02 of this Agresment shall cease znd
gerermine on the date on which the Development Credit Agreement shail
the date nwvenry vears afer the date of this Agrezmen

-erminate crcn
_whichever shail bz the 2ariter.
. 1
ARTICLE VII
" Representatives of the Borrower: Addresses

Section 7.01. The Secrziary, Additional Sezreiary, Joint Secrziary, Dirgsier

Degury Secreary or Under Secretary of the Degarmment of E-cnomic Affzirs in &2

Minism of rinance of the Sorrower is cecignated as rzgrecentalive of *he Bommower !

snrEcen s of
the surposes of Section 11.03 of the Generai Cenditiere.
Section T.02. The foilowing adcresses are cpacied [or the purscses of S2olcn
11.01 of the Generai Concitions: ; -
For the Scmower: !
i
The Secrerary to the Government of incia "
Department of Economic Affairs
Ministry of Finance
New Delhi, India
Cable address: Telex:
ECOFAIRS 953-3166175

New Delhi
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For the Association::

International Development Association

1818 H Street, N.W.

Washington, D.C. 20433
United States of America
Cable address: Telex:

INDEVAS
Washington, D.C.

IN WITNESS WHEREOF, the parties hereto. a

197688 (TRT),
248423 (RCA), .
64145 (WU or 82987 (FTCC)

ey

sebl o

throcugh their duly

aurhorized representatives, have caused this Agresment 1o te sigred in their recoective

ames in the Dismict of Columbia. United States of Americo.

_sove written.

INDIA

By /¢/ N. Valluri

DNTERMNATIONAL SEVELD

By /s/ Beinz Verzin

49y

PN

as of ihe day and vear first

Authcrized Regrecenutive

=
~

cting Regicnal Vicg President
South Asia
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SCHEDULE 1
Withdrmwal of the Proceeds of the Credit
. The table below sets forth the Catezories of items to be financed out of the

procezds of the Credit, the allocation of the amounts of the Credit to each Catezory and
he percentage of expenditures for items 50 1O be financed in each Catezony:

Amount of the -
Credit Allccated ' % of
: (Expressed in Expenditures
Categorv SPDR EFauivalent) to he Financed
(1) Civil works : g3,
(a) Karnataka 21.100.000
(b) Punjab & PHSC 23.102.)00
(c) West Bengal 55.900.300
(2) Egquipment, vedicles, 100%% of ‘oreizn
fumnirture, medicines, cx;:gdimres_
supplies and materials 100% of loczi
exgendirures (ex-
(a) Karnatzka 22.300.900 fagiar: cosm and
(b) P'.mj:xb & PHSC 21.000.000 80%% of ‘cezi
(c) West Bengzi <2.552.000 exgencirures icr
otheyr ireoms r8=
1 cured iscaily
{3) Consuitants’ 100%%
services. feilowsnips.
studies and Taining
(a) Karnatzka £,90.000
(b) Punjab & PHSC 4,800,000
(c) West Bengal 6,100,000
(4) Incremental salaries, 90% until D' xcember
and incremental 31, 1998, 75% until
operations and December 31, 2000

maintenance costs ‘ and 40% thereafter
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Amount ofth’lc

Credit Allocated % of
(Expressed in Expenditures
Categary AN to_he Financed
(2) Karnataka 12,100,000 DR v MWD
(b) Punjab & PHSC 6,700,000 T
(c) West Bengal 7,400,000 | — 21-10
- 21 - .
(3) Unallocated 18,700,000 (-') 2930
] 3@ - 59D
TOTAL 235.500.000 Moy - \210
: _. 3 Tokal  6%:90
Z. For the purposes of this Schecule: |
(21 the term “foreizn exgendinires” means exgenditures in the currency of
zny councy other than that of the Eorower for goods or services sugpliied rom rie

territory of any country other than that of the Borrower:

(b) the term "loczl expenditures” means expenditures in the currency of the
Ecrrower or for goods or servicss suppiied frem the territery of the Borrotwer

(c ke term “incrementai saianies” means sajaries in recgect of poStS Sreates
“ar e Project on or after May 1L 1002 inciuding in recpecs of contacnual cemiicel: a3

(@) the term “incremenici CoerZiicns and mainienancs zosts” means STSIS
tocued under the Project on or aier Liay l. 1653 for the operations and maintenancs of

venicies. squipment furmiture. ouiidings and eriices,

:. Norwithsiznding the provisicas of parzzrach | acove. no withdrawals shall e

= -

ar

made in respect of payments made fer expencitures prior to the date of thls Agresment
exczpt that withdrawals. in an aggesale amount not excesding the eguivalent of
SDR 6,800,000, may be made on account of payments made for exgenditures before tha
date but on or after May 1, 1995.

4. The Association may require withdrawals from the Credit Account to be made
on the basis of statements of expenditure for expenditures for:

(a) goods and works under contracts not exceeding the equivalent of
$200,000 and $300,000 respectively, under such terms and conditions as the Association
shall specify by notice to the Borrower,

v

i ,

s

PR A

B
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(b) services under contracts not exceeding $100.000 equivalent for
emplovment of consulting firms and $50,000 equivalent for employment of individual

consultants; and

(c) incremental salaries. and incremental operations and mainteriance costs.
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SCHEDULE 2 *
Description of the Project

The objectives of the Project are: (i) to imcrove efficiency in the allocation and
use of heaith resources in the Project States through pol-icy and instimtiohﬁi
deveicpment: and (ii) to improve the performancs of the health care system in the
Project Stztes through improvements in the quality, efectiveness and coveree of health
scrvices at the first refcrrail level and selective ccverage at the primary level, so as to
improve the health status of the people. especiaily the poor. by reducing meraliny,
moroidity and disability.

The Project consists of the following pars. subject 10 such modifications hezegy
as the Borrower and the Association may agres uzen frem time to time to ackiese 33 ey
‘pjectives: '

Fa &y Massgemient Davelooment ond [redoreines i Sorema-bamizis

Imereving the instinuticnai framework 7ir mojicw deveicmment throucs oo

- [OPRS

esistiishment of a Strategic Planning Cail 10 revizw and evajuate coitica] iesues in the

ol M-

hezith secier, including private health czre and inturance, burden of diceacs ard sort-

erizctivenses of public heaith interventions. medical manpower. coct rezavers
mechanisms and secioral recource allocation parems.

“AERINg Management and ImMTiemenaen caracity throuch: (i) mrovisicn
g . s ; W 0 FrvRg

~
- - -
-
-

AF SRiediiand 55 onl
vt wet ' clvme - LN

and ‘Weet Benczi: ¢il) rensvation 2nd mangion 1

-~ e

—

%
BESES 6 E§
iV Panint i

D R

BT e, ; . q . v ;
TESAETUINING UTIRES QNG eoWiepel Ifennauen

LIV rZining man
azgrepnate rescrd Kezoing; (viil) intreducing a reviced medical record heesins

%8

fer in-patien:s and dizgnostic services: and (ix) provision of suppor 1o PHSC fer the

premoticn cf hezith care activities in Punjat throuzh private and voiunar:
orzanizations.

e Developing surveillance capacity for major communicable diseases to cover the
identification of cases through, inter alia, laboratory support, education of health workers
and community involvement, and indexing of cases or isolation of cases and treatment.



Pap R: lmproving Sepvice Oyalicy, Access and Effectivensec at the First Referal Level

8 Renovation and extension of hospitals providing Secondary or First Referral
Leve! Health Services and construction of statf quarters. ) -

Strengthening and improving the effectiveness of clinical and support services at
hespitals providing Secondary or First Referral Level Health Services through. inter alia.
(i) eswatlishment and application of sweamlined norms and standards Ear tecknieal
services. staffing, quality assurance, contracting out services, and monitoring
improvements in the qualiry of clinical care: and (ii) provision of training to S'Jgng[he;
starf skills in clinical and technical areas, to improve the qualiry of management services
and enhance the capaciry for equipment maintenance: and (iii) provision of Tzining to
enhancs management and supervision capabiiities of COHFW in Kamataka and West
Rengai and PHSEC in Punjab in respect of essential cperational activities. inciucding
censtuciion and maintenance acHvities. )

-

Improving the referTzi mechanism and stengilening linkages wid

(S

[ svei Heaith Services and the Tertiary Levei Heaith Services threush, inter zlia (i) &

chvic e
srovision of technical suppert to imgreve the guaiity of czre at the Primary Livel Huniin
Services and the Secondany or First Refemal Level Heaith Servicac: (ii) eswabiishing and

-

implesigning eferal and ciinical management

crctocais: (i) formuiaung anc
imgiementng mechanisms 1o provide greater acsecs to| Secendary Level Eeaith Services

eciatiishing and impiementing an incentive sysiem with &if

ncr-ucers of the refemal mesaanism,

and Termary Leavel Heaith Services in a umely and effecuive manrent and (iv)

e ™ Temmemuimes S mmnee ta Sevemaems anith (T e ia D amiein and TS o nismeg Lrnne
; o ; e L i MR 4 X
; Iencveticn and eRiensicn of mrimary Reaily| semsers
frewinb Torpiens in the Surdercons Ares 30 Nasi Senzrei ond
of foaune mecizal unns 12 deiiver atfzctive Realtl oore
ecti=Eiichment ang cgeraticn of a wirsizes SCmmunicalicn svsiem.

~=oACIN
creasin

J
—

Ul

- access 0 primary heaith care services ameng Scheduied Caste anc
Scheduied Trite sepulation in Karnawaka throuzh, inter aiia intreduction of a sysiem of
annual health check-ups, esuaablishment of health check-up camps. disseminaticn cf
general information related to implementing the referral mechanisms referred to in
Part B (3) hereof and maintaining records of health check-ups.

‘'S ® =

The project is expected to be completed by September 30, 2001.

AN\
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SCHEDULE 3
Special Account
ks Fer the purposes of this Schedule:

(a) the tern "eligible Categories™ means Catezeries (1), (2), (3) and (4) cet
orth in the wble in paragraph | of Schedule | to this Agreament:

) the term “eligible expenditures” means expendirures in 'n"cfpcc' of the
reascnable cost of geeds and services reguired for the Project and to be financed out of
the sréeesds of the Credit allocored fTom ime 10 time to the eligible Categories in
ac::raj_nc: with the crevisions of Schiedule | to this Agrzement: and ) i

(ch the termi "Autherized Alleczticn” means 2n ameunt ecuivalent o

£17.200.000 to te withdrawn crem the Credit Aczcunt and Jesosig g the Specizl
Acseunt ;ursu“t 20 paregssen 2 {2} of s Scheduls, grovidzd. hewever that uniess the
sszocizticn shail etnerwise agres. the Autncrized Alleczziza shzil Ee iimited i an
mgunt ::_uivaic:: c ‘.’-S 200.000 until the agaregzie 2meunt of withdrawais Fem the
Credir Acsount pius the weraf amount of ail : :

guisnging cpecinl Sommitnents ehlersd
Ree von 5.02 arme G ; ot i
ez i Sxetion 5.03 or e Gengesj Condidons shail be equal

— ~ -

PL
1o or excead the equivaient of SCR 29.000.000.

- . e (8 < (] . . 6 P N . . .
] - Dayv—onr A11r T thn ~ares cma A - - - —~—ee - e . tm -
& (2) PIVTRERIS QUL 50 (Re Spefill ACIZUNL Ehal t2 Mioch eNCIUSIVEY iCk
N~ avemamr™ nc e Y akakel dakekolake TR (o) o AN e - - -
Aamiaie; shsERainrec I ACTorCande Wila, (GS SHEMILICAS O this Sunerians,
PR —— - . ~i ‘1-»1 ~ e e - e e - - -y
KON ——eet -n.vln-.. IS ( r.u-\_ ‘e Mo ie ATLERE 2 (et Dt \..::--) or =
Biimimia aveLRAATRIER e m~p——y 2o A ~e TLem tmam ek <oqt b L e S nn
dlizinin gw—emdibnies (0 Zn amyoUEt S2UR1 15 IF 4823 W0on e soalvarent of £5.200,000
tmat mn o pvcigcieiv s s tha Cr P 2] Aczooae ek a5 A AR A SRRl e e
climes o™ R e L “wlhl v v - - it G lee (SO e state b S g E U e L
- ~arice 'y R :r‘\——n\"e’ —n‘-lrc e theacmal eyt~ e g mrpl,am s~
- - IR Ve Vi vy se s lo R R IR SOOI Bl o ~- .n i _.l'\.....“ -

3. AZer the Asscciation has received svidznce caticizcrore to it that the Specizi
Acccun: has been Cuiy, opened. withdrawais of the Authorize2 Allocation “and
sutseguent withdrawais to repienish the Scecial Aczcunt shail be made as follows:

(a) For withdrawals of the Authorized Allocation. the Borrower shall
furnish to the Association a request or requests for deposit into the Special Account of an
amount or amounts which do not exceed the aggrezate amount of the Authorized
Allocation. On the basis of such request or requests, the Association shall, on behalf of
the Borrower, withdraw from the Credit Account and deposit into the Special Account
such amount or amounts as the Borrower shall have requested.
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(b) (i) For replenishment of the Special Account. the Borrower shall

fumish to the Association réquests for deposits into the Special

Account at such intervals as the Association shall specifv. /

'/

(i) Prior to or at the time of each such request, the Borrower shall

funish to the Association the documents and other evidesce

required pursuant to Paragraph 4 of this Schedule for the

payment or payments in respect of which repienishment is

requested. On the basis of each sych request. the Association

shall. on behalf of the Borrower, withdraw from the Cregif

- Acccunt and decosit into the Special Account such ameunt as

’ the Borrower shail have recuected and as shail have keen shown

- by said documents and other evidence to have been raid cut of
the Special Acccunt for eligible excendituree,

i such decosits shail se withdrawn v Wie Ascociation rem cke Lr2git Aéssunt nder

<23i
- T IE I ; S e ‘ . et e
nersctecuve ehiciole Lalencriee, ane inche TeIZeCUve 2ouvajent 2moUns, 38 s2ai nave
SSIn jUsSUllied DY sald dccuments ang other e cZnce
Z

3 ror each payment mace by the Ecrrower out of the Srpeczial Accouns tha
Ssrrower shail. at such time as the Asscciation shail reascnabiv recuser, furmish 0 g
4
Y

~ b .

Asscciation such documents and other evicancs showing that such mavment ‘vas Tade

exZiusively for eligivie exrencirures.
N \\CF\llnsuﬂClng il TEeNiIsiens o)) o S S‘:::_._A. :h: .'.::::;::;::
N3 nCt Serecuirec 10 molie SimRer dnmae Lemmiyse

2 . . .

o H.oatIpnoume, Ge Setemmined thar gl fvmer
.......... T Yooy 2ot b i - -y e
[Pereasivals SARMIC - mage oY e Y YRS CFBgt SAlooeny =

2 Ty e D N R ‘m o 3 . ——— -~
soIlroInT WK e Crovizicns of Amicie SRCIiONS 2nd narz~z=zh (31
- = e e AT . o
crlzcuicn 202 of Sus Agreement:
b if the Borrcwer shail have faijed :o fumisk g it
(k) I e Sorrewer shail tHHIES O IUmMIsh to the Asscciaticn. within the

Fericd of time specified in Section 4.01 (b (i) of this Agresment any of the audit
recorts reguired to be furmnished to the Association pursuan; to said Section in respect of
the audit of the records and accounts for the Special Account;
7
(c) if, at any time, the Association shall have notified the Borrower of its
inteation to suspend in whole or in part the right of the Borrower to make withdrawals
from the Credit Account pursuant to the provisions of Section 6.02 of the Geneml

Conditions; or '
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(d) once the total unwithdrawn amount of the Credit allocated to the cligible
Catecories  for the Project, minus the total amount of all outsmndihg Spé':ial
commitments entered into by the Association pursuant to Section 5.02 of the General
Conditions with respect 1o (he Project. shall equal the equivalent of twice the amount of
the Authorized Allocation.

Trerearter. withdrawal from the Credit Account of the remaining unwithdrawn amount
of the Credit allocated to the eligible Catesories for the Project shall follow such
crccedures as e Association shall specify by notice to the Borrower. Such further
withdrawals shail be made only after and to the extent that the Association shall have
besn satisiied that all such amounts remaining on deposit in the Special. Account a3 of
the date of such notice will be utilized in making payments for eligible expendinures.

7

6. (a) If the Association shall have determined at any time that any payment
out of the Special Account: (i) was made for an expenditure or in an amount act eligitie

cursuant 0 paragraph- 2 of this Schedulst or (i) was not justified Dy he evidence
Zomished tor the Asscciation. the Berrewer chall. premptly urcen notice Tom e

seseciaton: (A) crovide such acdditional evicznce as the Acsociation may regusci 3ris)

fapOpepeiey 1Y

-

:amcsit into the Spesizi Account (or. if the Asscciation shail so requect. refund 10 P
Acsociation) an ameunt equai to the amount of such payment or e cortcn thureof ACT
:0 eligitie or justified. Uniess the Asscciztion shail otherwise agress. N0 farner degesit

-y the Associaticn into the Sgecial Aczount chail be mace untii the Rerower has

.

~rovided such evicence or made such decosit or refund. as the case may be.

(5} If the Association shail have dersrmined at any time that 23 ameunt
auseznding 1052 Speciai Account wiil nct ke required 10 cover Siher taymenis or

o i 2 i - .
Habkeii- 2xoentitertt, the ZCrrTower shall

)

~ ~eiae e S emmme
cmoily ugde ncuce frcm he Lescciauicn.

(c: —.s Dorower may. ucon atuce (0 sme Acscciation. rerunC iSRS
L epgtilicn ail zr anv portion of dre funds on Sepesitin the Special SecTount

(3) Jerfungs o NS Asscciaticn mace furtuant 10 paracracns T @) (b1 anc
ics of this Schecuie shail ce credited 1o the L2t Account for subseguens withcrawal eF

fcr canceilation in accordance with he reievant provisicns of this Agrze#ent inciuding
:=e General Conditions. |

|



otnerv.se

GO\/, 5 I

Annexure 11

‘ INDIA
STATE HEALTH SYSTEMS DEVELOPMENT PROJECT 11
AGREED MINUTES OF NEGOTIATIONS

L Negotintions fer a2 proposed Credit of SR 2355 mullion (the Credit) for a State Health
Systems Development Project 1 (the Project) i held between the representatives of Tndia (1he
Borrower), the States of Karnataka. Punjah and West Bengal (the Project States). the Punjab
Health Systems Corporation (PHSC) (the lii v Delogation) and the Intermational Development
Association (IDA) (the IDA Delegation) at World Bank Headquarters in Washington D.C . from
January 29 to Fcbruary 2. 1996, The representatives of the Indian Delegation and the 1DA
Delegation agreed on the draft Project Agreement and the draft Development Credit Agrecment
(DCA), versions dated February 2, 1996.

Actions Taken Prior to Nepotiations
2. As a condition ot Negotiations. the follow e actions have been taken:
(1) a draft letter of Health Sector Development Program has been furnished by coch state:

(i) rclevant state Government clearances. as well as clearance from the Planning
Commission, GOI. were obtamed;

(111) Stratcgic Planning Cells have been sct up within the DOHFW in Karnataka. Punjab
and West Bengal:

(iv) a mechanism for ensuring that the existing levels of user charges arc implemented
more rigorously has been approved. an agrced mechamsm for exempting the poor from
user fees is in place. and District Health Commuttees in Kamataka and West Bengal have
been approved/cstablished:;

(v) an Ordinance has been passed by the Government of Punjab. establishing, the PHSC:

(vi) repulations relating to Board procedures, personnel policies. audits and accounts. and
user charges have been drafted and prosided by PHSC to IDA for review;

(vii) in Karnataka. the Project Governing Board, Steering Committec and Engineering
Wing have been established. and key staff have been approved or hired:

(viii) in Pumjab. key staff. mcluding the Managing Dicctor of the PHSC. have been
appointed;

(ix) in West Beneal, key staff, including Project Director, have been hired; and

(x) in Kamataka and West Bengal. Government Orders have been issned. providing
authority to DOHEW to manage cssential operational activitics including civil works
construction and maintcnance activitics.

T, \'-‘,W"S(
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Agreements and Undcrstandings Reached

3. The following claborates the agreements reached rclating to the legal documents and other
understandings.

DEVELOPMENT CREDIT AGREEMENT

4 Article 11, Scction 2.01: Credit Amount. It was agreed to increase the credit amount from
US$342.2 million equivalent to US$250.0 million equivalent. The agreed amount would be cqual
to SDR 2355 million. The additional amount of US$7.8 million cquivalent would finance
medicines. and Management Information Systems (MIS) supplics and Information. Education and
Communications (IEC) matenals in West Bengal (US$2.8 million equivalent) and Punjab (US$ 5.0
million equivalent).

o Article II. Section 2.02: Closing Date. It was agreed that the Closing Date would be
brought forward from June 30, 2002 to March 31, 2002.

6. Article 11, Section 2.01 (h)_Flow of Funds from GOI. GOI confirmed that. throughout
the life of the project. it would follow the standz:d procedure for releasing about three months
anticipated project expenditures in advance to the Project States to cover expenditures under the
project, subject to periodic adjustment of the advances. Upon receipt, the Project States shall
relcase such funds together with their own quarterly allocations to agencies responsible for
carrving out the project, to be used exclusively for expenditures eligible under the project. In
Punjab, upon receipt, such funds will be promptly transferred to PHSC as required for timely
project implementation. ‘

7. Article V. Section 5.01 (e): Remedies of the Association. After discussion it was agreed to
keep this remedy related to the Health Scotr Development Program. The Indian Delegation noted
that the Letter of Health Sector Development Program describes a program of policics and actions
and felt that the content of the Letter was not tantamount to a mutually agreed obligation on the
part of the Borrower. It was further stated that the commitment by the Project States to the Letter
of Health Sector Development Program should not therefore be a monitorable activity on which
remedies could be invoked. The IDA Delegation responded that the project was an investment
operation with substantial policy content, and this provision formed the basis for remedial action in
case an event occurs that makes it improbable that the Health Sector Development Program for
each Project State or a significant part thereof will be carried out. The IDA Delegation further
explained that the commitment of the Project States to carrying out such a program is an important
part of IDA support for the project. It was, therefore, deemed necessary to retain this covenant.

8. Schedule 1: Withdrawal of the Proceeds of the Credit. The Indian Delegation highlighted
the fact that health is a statc subject. and this project covers three states. As such. it 1s important
that any statc be awarc of how it has been performing. In case the share of projected TDA
allocations to any particular state has to be changed, it should be done through a transparcnt
process where each state knows what is happening to its share. Flexibilitv cannot be at the expensc
of transparency. This necessitates that infirmation regarding project implementation and
disbursement is available for each implementing state. Hence the information in Schedule 1 should
be disaggreeated by Project States  The IDA Delegation pointed out that this wonld provide a
pieccemeal solution to menitoring dishursements bv GOl and wonld reduce flexibility with regard to
categories of disbursements across states. Nonetheless, at the insistence of the Indian Delegation.
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<1t was agreed that Schedule 1 would be disaggregated by Project States. 1t was noted that this
format of showing Schedule 1 by Project State would not sct a precedent for other projects in the
future

9. Schedule 1 Recurrent Cost Financing. The recurrent cost financing issuc was discnssed
in detarl It was agreed not to merease the level of recurrent cost financing as well as to retaim the
40% lewel of recurient cost timancing by the Association for the final vear of the projeet. The ent-
off dates for the declining levels of financing were changed from the end of the fiscal vear to the
end of the calendar vear.

Schedule 2: Description of the Project.

10. Part A: Management Development and Institutional Strengthening.  Under this component.
a provision has been included to support the PHSC in the promotion of health care activitics in
Punjab through private and voluntary organizations. A corresponding reference has been made in
Schedule 2: Implementation Program of the Project Agreement.

11. Schedule 3 Special Account. It was agreed to mercase the Special Account from USS$1S
million to US$ 17 million cquivalent.

PROJECT AGREEMENT

12. Article 111 Scction 3.01 (b) (i): Financial Covenants. It was agreed that the Comptroller
and Auditor General of India would be the independent auditor of the project records and accounts
of the Governments of Karnataka. Punjab and West Bengal for the purposes of Section 4.01 of the
Development Credit Agreement and Section 3.01 of the Project Agreement. In addition. in Punjab,
an independent commercial auditor would audit the accounts of the Punjab Heaith Systems
Corporation. It was agreed that the Project States would make available to the auditors the SAR,
Project Agreement and the Development Credit Agreement. The relevant information would be
provided by the Project Management in each state to the auditors.

Schedule 1: Procurcment and Consultant Scrvices.

13. Section I. Part C. paras. 2 & 3: Other Procurement Procedurcs. IDA reviewed
procurement documents and agreed that at this time no further requirements on procurement
aspects prior to Board presentation are anticipated. It was recalled. as in all previous projects of
the last few years, that for all contracts to be financed from the Credit under NCB procedures:

(a) no special preference will be accorded to domestic bidders when competing with
foreign bidders, or given to statc owned enterprises, small scalc enterpriscs, or entcrprises
from any given state;

(b) except with the prior concurrence of the Association, therc will be no negotiation of
price with bidders, even with the lowest evaluated bidder;

(c) except with the prior approval of the Association prior to bidding. the svstem of
rejecting bids outside a predetermined margin or “bracket” of prices will not be used: and

(d) ratc contracts cntered into by the Borrower's Directorate General of Supplics and
A
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Disposal (DGS&D) will not be acceptable as a substitute for NCB procedures.  Such
contracts will be acceptable for any procurement under local shopping procedures.  For
intcrnational shopping procedures, quotations should also be invited from one or more
forcign supplicrs for comparisons with DGS&D rate contracts.

14. Scction 1. Part C; para 2. Other Procurement Procedures. It was agreed that. for “Other
Categorics of Procurcment”, the allotted amounts would be pro-rated between the Project States on
the basis of the respective sizes of the Credit amounts.

Schedule 2: Implementation Program.

15. Para. | (a): The covenant on maintauung the share of the health scctor allocation to the
overall budget was moved to the Letter of Health Sector Development Program. with some minor
modifications relevant to each state as suggested by the Indian Delegation.

16. Para. | (c): Details regarding norms acceptable to the Association for essential drugs and
supplies. and maintenance of equipment and buildings at first referral level hospitals are provided
in Attachments 1 and 2.

17. Para. 2: The Association confirms that the terms of reference of the Strategic Planning
Cell, provided in the Letter of Health Sector Development Program, are acceptable.

18. Para. 3: The parties agreed that user charges shall be levied in accordance with the
program and timetable referred to in Attachment 3.

19. Paras. 4 and 5 (ii1): Details on agreed service delivery norms at first referral hospitals are
provided in Attachment 4.

20. Para. 5 (i) and (ii): Details regarding an agreed schedule of appointment of key
headquarters personncl and other key personnel are provided in Attachment 3.

21 Para. 9 (a) (i): It was agreed that the performance indicators provided in Attachment 7 arce
acceptable.

22, Para. 9 (c): The Association confirmed that the interim work plan provided in Attachment
6 1s acceptable.

23. Para. 13: Supervision and Mid-Term Review. As in other social sector projects. during
supervision, the implementation arrangements would be reviewed to ensure preater effectivencss in
achieving project objectives. To help reduce the risk to financial sustamability in cach state, the
scope of an ongoing mechanism for monitoring the financial sustainabilitv  through a
comprchensive mid-term review to evalnate overnll state finances, as well as the financial situation
of the health sector, was discussed. It was agreed that at the time of the md-term review,
additional measurcs to achieve financial su.tainability of the project. if necessary, would be
discussed.

24, Para. 11° ‘Iribal and Backward Areas Development Stratcev (Strategv). The agreed
Strategy for service delivery in tribal and backward arcas is provided in Attachment 9.

S
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= 2y Disclosure of Information. The Government Dclegation stated that the p'*_‘ct Staff

Appraisal Report, incorporating the comments discussed during negotiations, docs vt contain
confidential information which would restrict its release to the public, in accordanz: with the
Bank’s current policy on Information Disclosure.

26. Further Processing. The Punjab Health Systems Corporation has issucd rezi!zzons with
regard to Board procedures, personnel pelicies, audits and accounts and service im rrovements
We have reviewed these notifications submitted to us and found them satifactorv. W2 are stil!
awaiting PHSC’s procurement procedures. PHSC has informed us that it will adopt procurement
procedures that are consistent with Bank guidelines. Upon receipt of the regulaticns we will
consider that the Condition of Board Presentation has been met. Since the notification == szablishing
the Punjab Health Systems Corporation has been gazetted, the Condition of Board Fr-:uvlntmrv
that was anticipated will not be necessary. Receipt of signed Letters of Health Sector Dz lopment
Program, that were agreed upon during Negotiations, will be a condition of Board Preszzuation of
the project.
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ON BEHALF OF INDIA ON BEH= = OF DA
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c
Mr. Rohit Modi Mr. Taw=:2 Nzwwaz =

Deputy Scerctary Sr. Feer

Department of Economic Alfairs Populae 000 Resonc: Division
Ministry of Fiance India Doy, s

Mrs. Shailaja Chandra—- - ' Mr Sagd fivd
Additional Sccrctary Sr. Counsz.. S: _th Asia
Ministry of Health and Family Welfare Legal Deparorent

Government of India
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Mr. Cecyl ez
Sr. Diskurzzmi-t OFcer
Disbursei=: D oparzment

ON BEHALF OF KARNATAKA
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/ i W /«E—‘#’\-\ - }\.\
Mr. B.K. Bhattacharva
Additional Chief Sccretary & Principal Sccretary

Finance Department
Government of Karnataka
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Mr. Gautam Basu
Sccretary
Health and Family Weclfare
Government of Karnataka
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ON BEHALFEF OF WEST BENGAL,

D.w% B )

Mr. Asok (iu(l)ta

Principal Sccretary
Finance

Government of West Bengal

f\(‘“ N

Mrs. Lina Chakrabarti
Principal Sccretary

Health and Family Welfarc
Government of West Bengal

ON BEHALF QF PUNJAB

N

Mr. G.P.S. Sahi

Principal Sccretary

Health and Family Welfare and
Secretary to Chief Minister
Government of Punjab

(. (‘{/f,

Mr. Rajan Kashvap
Principal Secrctary
Finance

Government of Punjab

ON BEHALF OF THE PUNJAB HEALTH SYSTEMS CORPORATION

Ly o |

Mr. D S. Bains~"\
Managing Director
Punjab Health Systems Corporation

February 2] 1996
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CREDIT NUMBER 2333 IN
PROJECT AGREEMENT

AGREEZMENT, dated Apnl 18, 1996, benveen INTERNATIONAL
DEVELOPMENT ASSOCIATION (the Association) and THE STATE CF
KARNATAEKA, THE STATE OF PUNJAB, THE STATE OF WEST BENGAL, acung
by their respecuive Governors (the Project States) and PUNJAB HEALTH SYSTEMS
CORPORATION (PHSC).

WHEREAS (A) the Assoc:ation has received a lerter dated February 13, 1996,
Fetruary 15, 1996 and Feoruary 8. 1896 from the State of Hamataka. the Sute of Puniao
and the State of West Senvai recpectvery (coilectiveiy the Project States), each cusn
lerter describing a prorram of opleciives, policizs and 3cuons 10 imerove the gnmasy
and lirst reterral levers of heatth care thersmarer revzrred 10 as the Kamauka Hezin
Secibr Ceveicnment Prooram, the Pumap iizanth Secior Cevelopment Prezram ang s

West Benzal th Secior Deverccment Pregram, rotcectively) ana deglanng oz

respeciive Project State ¢ commiiment [0 LTy Oul S Heaith Secizr Cevelopment

Prozram:

WHERLAS (B) by the Deavercrment Cregit Agrezment of even date herewitn
becvesn In@ia scung Sv its Frecicent (tie Borrower) and the Asscciatica. e

Ascociation Bas agr=sz 3 maee cwaiiavle 1o the Borrower 2n amoun in vamcs
L of

surrenciss egquivalent 12 Cao puncizs nurne fve muilicn Tive huncres tousand Scecizy
Drawane Ryents SDRZIS.I00.070Y, on omne tzrms Ind Znaiicns ted forth :n ===
Cevelopment Coegil Avreement, Sul nly on condition thatine Projec: States ana PRI

e 0 gnesriake wuen abhueanas i Asseliaticn a5 are et forh .a s

Nurgement:

Pemiece izies anug PHZO,nconsiczration ol “Rie AsL0SianIas
entering cermang Coesit Avroement cwith e Berrcwer, have agrsst oo

UREETTSNE TRE :CIIX;JUCK‘.: - g0 papin sy As ACTeemients

.\JC\'\' TIA- oo rT T oD ke -

[ e SERLT SRR ST

ARTICLE I .
Definitions

Section 1.01. Uniess the ccntext otherwise requires, the several terms defined in
the Development Credit Agrezment. the Preamble to this Agreement and in the Genemal
Conditions (as so defined) have the respective meanings therein set forth.
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ARTICLEII
Exccution of the Project

Section 2.01. (a) The Project States and PHSC declare their commitment to e
objectives of the Project as set for in Schedule 2 to the Development Crecit
Agreement. and. to this end. shall carm out the Project with due diligence and efficiency
and in conformity with appropriate xaminisiranve, financial and health practices, anz
shail provide, or cause 10 be provides. prometly s nesdea, the funds. factiities, cervicse
and otner resources required for the Project

(b) Without limitation ucea the provisions ST Faragraon () of this Sectiin
and excest as the Association and the Prorect States and PHCSC shail othervise agres, =2
Project States ana PHEC snal czmycut he Proiect in acceroancs widy ins
Impiementation Progrem Let 1orta 1 Sencauie 2 :o this Agreement.

(c) Without limitation tgan the provision of ~aracrach (a) of this Secnzn
Pumad -nail prempty mane avaniacic the presses of the Creant recaived frem s
Borrower 10 PHSC as part of its srant coamitulicn in acsiraance with the srovisions

the Orcinance.

Secuion .02, Ixceot as the o hsoociaticon -na)] sihenwvice agres, grocurement
the .COQC, WOrKS ang {onuuiianis o iess <2 2nd toife finances 22t
e

of ihe mroceses of the to et Lnan T 0N ernce Laosive srowsions of Schecule | t00%.2
Agresmeat

Cection .03, 1) Thie lrereut Tl ARG Pt _nail cr out iz coiigations 2t
Car i Sections D03, 08, INE Y e YT ang ) 09 o tne General Conaiticns (re
vy nsurance; gse 3 1Seds g -checules, fTICros and eTTTL.
maintenance ana lana cccuinien reecect of the Project Agresment 252
e Proiess

(b) Fer thz nurroses ot & T af the Generai Ccnditicns. and vzl

limitztion thereo. the Project States ang PHEC chail:

(1) prepare, on the 2asis of zuidelines accertable to the Associatizn
and furnisn 1o the Associaton not later than six (6) months al=r
the Closang Date ur such later date as may be agreed for s
purpose berveen the Association and the Project States and
PHSC, a plan designed to ensure the sustainability of Ze

Project; .
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(it)  afford the Association a reasonable opportunity to exchange
views with the Froject States and PHSC on said plan: and

(iti)  thereafter, carry out said plan with due diligence and efficiency
and in accordance with appropnate practices, taking into
account the Association's comments thereon.

Section 2.04. (a) The Project States and PHSC shall. at the request of the
Association. exchange views with the Association with recard to the progress of the
Project. the pertormance of its oblizations under this and other maters retaung to the
purposes of the Credit.

(b) The Projec: States and PHSC :chail premody inform the Association of'
any cendition «vhich intemieres or tnreal

aecemeiishment of the purposes of ¢!

ns (O.iNter:ere Wit the crogress of the Projecy
e Crezit, of theiperiommancs oy e2cn of them <

its respeciive oolizations under this Agresment.
ARTICLE II1
Financial Covenants
Secaicn 201, (a) The Prarecs States ang PHESC chail 2zcn mamntain rezor

accounts agecuats 'O rellect noagscraancs vt soung IIltuniing

Q0oraLCNS. 1TI0UrSos AnG oxoongilureT 1 roooecl 2 aclivities reidlec 10

;cs ond dccounts relervea 10 TaraTraca (a) of s
Seciion for e2cn fitTal Le2r audileC. 1A 3CTTITAnce Ml

acplied, 3w

(1) firmish 1o the Associaticn as soon as avaiiable. Sut in any cace
not later than nine months atter the end cf each such year: (A}
ceruified cepies of its tinancial statements for such vear as so

audited: and (B) the report of such audit by said auditors, cf

such scope and in such dewil as the Association shall have
reasonably requested; and

(iii)  furnish to the Association such other information concemning
said records, accounts and financial statements as well as the

- r— e
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audit thercof, as the Acscciation shall from time to time

reasonably request.
ARTICLE 1V

E Tective Date; Termination;
Cancellation and Suspension

Section 4.01. This Agreement shall come into force and effect on the date upon
which the Development Credit Agreement becomes effective. '

Secsion 4.02. (a) This Agresment and all obligations of the Association and of
the Project States and PHSC thereunder chail termunate on the eariier of the foilowing

‘ _DWo dates:
- Q"Q('.’ & - ;7

(1 the date on which the Develonment Credit Agresment chail

o

terminate i, aceercanee wWith 1S terms: or

(i) the date nwenry vears after the date of this Agreement.

(b) If the Development Ciedit Agresment lerminates in accerdance with its
.arms berore the date specified in paragracn (1) (i of ths Secuion. the Association chail

e
sremetiy noufy the Project States and PHEC of this event.

Seezion 4.03. All the provisions af s Aurzziment stiail conunus in fuil fores

1nd effecs nobwvithsianding any cancsilatien or tuurneniion unces ‘he Generzi Concitions.

ARTICLE ¥

Misceilageous Provisions

Section 5.01. Any notice or reguest requirse or sermitted 10 be given cr made
» under this Agresment and any agresment betvesn the parties contempiatec Dy this

Agreement shall be in writing. Such notice or regquest shall be deemed to have teen duly

given or made ‘when it shall be delivered by hand or by mail, telegram. cable. telex or
ermitted to be given or made at such

radiogram to the party to which it is required or p
party's address hereinafter specified or at such other address as such party shall have
designated by notice to the party giving such notice or making such request. The

addresses so specified are:




For the Association:

International Development Association
1818 H Street, N.W.

Washington, D.C. 20435

United States of Amernca

Cable address: Telex:
- INDEVAS 197688 (TRT),
Washington. D.C. 248423 (RCA),

64145 (WUT) or
82087 (FTCC)

_ For the State of Kamartaka:

Chuef Secretary to the
Gouvemment of Xomataka
Bangaiore. India

For the State of Punjab:

Secretary to the

Govemment of Pumai

Degarement of Jsezh
handizarn, India

For the State of West Benzai:

Chier Secretary 10 the
.....

Calcura. India
For Punjab Hezlth Systems Corporation:

Managing Directer
Punjab Health Systems Corporation
Chandig:u'h, India

Section 5.02. Any action required or permitted to be taken, and any document
required or permitted to be executed, under this Agresment on behalf of the Project
States or PHSC, may be taken or exccuted by the Chief Secretary in the case of
Kamataka and West Bengal, or the Secretary, Departnent of Health in“the case of
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'Punj:lb or the Managing Director in the case of PHSC or such other person or persons as

the respective Chief Secretary, the Secretary, Deparment of Health, or the Managing
Director shall designate in writing, and the Project States and PHSC shall fumish to the
Association sufficient evidence of the authority and the authenticated specimen signature
of each such person.

Section 5.03. This Agreement may be executzd in several counterparts, each of
which shall be an original, and all collectively but one insrument.

IN WITNESS WHEREOF, the partiecs hersto, acting through their duiy
authorized representatives, have caused this Agresment 10 be signed in their respective
names in the District of Columbia United States of America. as of the day and vear first
above written.

z &

INTERNATIONAL DEVELCPMENT ASSCCIATION

By /s/ Heinz Veroin
Actinge Rerional Vics Presicent
South Acia

STATE OF RARMAT.ALA

STATE OF PUTIAL

STATE QF WEET BENGAL

PUNJAR HEALTH SVSTEMS CORPCRATION

By /s/ N. Vallun
Authorized Reprecentative
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SCHEDULE 1

Procurement and Consultants' Services

Section I: ~ Procurement of Goods and Warks

{

Pant A Geneny| -

Goods and works shall be procured in accordance with the provisions of
Section | of the “Guidelines for Procurement under IBRD Loans and IDA Credits”
published by the Bank in January 1995 (the Guidelines) and the following provisions of
this Section. as applicable. .

art R: [ntemational Comperitive Biddine

l. Except as otherwise provided in Part C of this Secuen. 2ceds .
under contracts awarded in accordance with the provisi ns of Seciticn Il ¢

Guideiines and Paragrapn 3 of Appendix | therero.

2 The following provisions shall acriv to ueods to he procured under conozess
awarced in accordance with the provisions of paracrapn | of this Part B,

(@) Groupine of contracss

To the esapnt practicable, centries for moeds shall be 2rouged.in id cockapes

esuimated to cost 3200.000 eguivaient or mcre 2z2ci.
~ Depntnroncn o~ 1t R R R N Tk LA N X TR IR e

(k) LEnITEREe o demmprioeci b spam e v s

The provisions of paragraghs 2.54 znd .57 of the Gueideiines and Agpendix 2
thereto chail apply 10 goods manufactured in the termtors of the Borrower,
Part C: Qther Precurement Bracedures
. Except as provided in paragrachs 2 and 3 hereof, civil works may be procured

under contracts awarded on the basis of national competitive bidding procedures in
accordance with the provisions of paragraphs 3.3 and 3.4 of the Guidelines.

2. Civil works estimated to cost the eguivalent of $45,000 or less per contract, up
to an aggregate amount not to excecd the equivalent of $18,000,000. may be procured:
(1) under lump sum, fixed price contracts awarded on the basis of quotations obtained
from thres qualified domestic contractors in response to a written invitation. The
invitation shall includ_c a detailed description of the works, including basic

“ -
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" specifications, the required completion date, a basic form of agreement acceptable to the

Bank. and relevant drawings, where applicable. The award shall be made to the
contractor who offers the lowest price quotation for the required work, and who has the
experience and resources to successfully complete the contract; or (i) through direct
contracting in accordance with the provisions of paragraph 3.7 of the Guidelines, and in
- accordance with procedures acceptable to the Association; or (ii1) with the Association’s

s

"~ prior agresment, under force account procedures in accerdance with the provisions of
. paragraph 3.8 of the Guidelines, provided, however, that civil works procured under such
", _procedures shall not in the aggregate exceed $10,000,000.

254 Except as provided in paragrach + hereof, equipment estimated to cost less than
the equivalent of $200.000 per conmract. up 10 an aggrecate amount not to exceed the
equivalent of $12.700.000. may be procured under coOnuacs awarded on the basis of
nationai competitive bidding procedures, in accordance with the provisions of
paragraphs 3.5 and 3.4 of the Guidelines.

E

4. * Eguipment ecimated (0 COSt the =guivaient of $0.000 or lecs per contraes ugp ie
an aggregale amount 20t 10 excoed the eourvaient o0 (1) €4 2n0.000, may ke precured
under conmacts awarced on the basis of intermaticnal chooping proczdures in gceSraance
~with the provisions of saragrachs 3.5 and .o of the Guideiines; and (i) $12.700.C00.
may be procured under contracis Jwarced on the hacis of naucnal shepping precscurss
in accordancs with the provisicns of paragragiis 1.5 and 3.6 of the Guideiines.
- Vehicles ectimated to cocot not mere than e souivaient of $300.000 in i
agorezate may be procured upcer CSNTICID awarced 20 (e hacis of naucnai chocp:ng
procedures in acccreancs with the mroviciens =i saragraens 3.2 and 1.6 of e
Guideiines., '
5. Excect as provided in paraLracn ermor mediczi laberatery suppiies ecimated
.o coct lecs than the eguivaient of 200,000 per conuzct. uo f3 40 d yorecals Amount ot
(0 exceed the sguivaient oft (i1 Z2.700.000. mav ho mrocured under CORURCE awarces o
the basis of naticnai competitive Didding procedures \q sczorcance with the provisiens ©
paragrapns 3.3 and 2.4 of the Guiceiines. and i) £<00.000 may be procures UncEr
contracis awarded on the basis of internatienal shegring crocedures i acsordances Wit
ILhz:‘pro“/isions of paragraphs 3.5 and 3.6 of the Guideiines.

7. Medical laboratory supplies ectimated to cost lecs than the equivalent of $50,000
per contract, up to an aggregate amount not 10 exce=d the equivalent of $2.300,000 may
be procured under contracts awarded on the basis of national shopping procedures in
accordance with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

8. Except as provided in paragraphs 9 and 10 hereof, medicines, furniture,
Management = Information System/Information, Education and -Communication

.
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(MIS/EC) materials and supplies shall be procured under contracts awarded on the basis
of national competitive bidding proccdures in accordance with the provisions of
paragraphs 3.3 and 3.4 of the Guidelines.

9. Medicines estimated to cost less than the equivalent of $50.000 per contract, up
to an aggregate amount not to exceed the equivalent of $1.500,000 may be procured
under congacts awarded on the basis of international shopping procedures in accordance
with the provisions of paragrapiis 3.5 and 3.6 of the Guidelines.

10. Medicines, furniture. MIS/AEC materials and other supplies estimated to cost
less than the equivalent of $30.000 per contract. ud to an aggregate amount not to exceed
the equivalent of $3.700.000. <=.300.000. $1.700.000 and $11.100.000 recpectively, may
be pf-ocu'rcd under conacis awarded on the basis of nzuenal hepping procedures in
sccordarice with the provisicns of saragraphs 3.2 and 3.0 of the ¢ ¥
1. Except as provided in parcgrsch 12 hereof, MIINIENZNCE of buildings and
venicies and eguicment may be carmed out uncer COMATSCIS awarced on the ~asis of
national shopping procecures in accoréance Wil the nrevisions of paragrapns 3.5 and
1.6 of the Guidelines.

12. Maintenancz of buiidinzs, - and vehicles and equipment which mezt the
requirements of paragrapns 1.7 and 3.3 ot ihe Guidelinze and  €oIuinG in the aggreoate
lecs than the zguivaient of $3.100.000 tn the <22t of buiidings and =7 000,000 in the ===C
5 wemcize and couipment. May Ce SITies aut eathers 00 2RTEUED direcs conmoeiind oF
Ui} force acsount in Jeocrdance Can the TrOVILICH . cand SArRgromns 3.7 and 2.3
cecpecively, of e Guideiines, and in 2CTTICINLS Wil DEGEELEIs catiefzciory w0 e
Assoc:aticn

DAr n: Risveppsy b (8m Lcepmrarien ¥ D R g e

1. Erhf'"rnmnnv E'ﬂcninn

Prior to the issuance of anv inviaucns 10 prequalify for bidding or 10 bid for
contracts. the proposed procurement. plan for the Project shail be furnished to the
Association for its review and approval. in accerdance with (he provisions of paragrapn
| of Appendix 1 to the Guidelines. Procurement of all goods and works shall be
undertaken in accordance with such procurement plan as shall have been approved by

the Association, and with the provisions of said paragraph 1.

—— — —
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With respect to each contract for goods o civil waorla entimated to cost more
than the equivalent of $200,000 or $300,000 recpectively, the procedures set forth in
paragraphs 2 and 3 of Appendix 1 to the Guidelines shall apply.

s view

With respect to each contract not governed by paragraph 2 of this Part, the
procedures set forth in paragraph 4 of Appendix 1 to the Guidelines shall apply. .

Section I1: Emrplovment of Copsuitants

cntraces awarded in accercance

0

I Consultants” services shall be procured under
with the provisions of the "Guidelines for the Use of Concultants by Worid Bank
Sodwers and by the Worid Bank as Execuuny Agency” publizhed by the Bank in
August 1981 (the Censuitant Guidelines). For compiex. time-iased assignments. such

12

sontrmcs shail te baced en the standarc form ot cont2es Tor ccncuitants' services issued
sy the Bank, with such modificaticns thersto as shail have been agresd Oy the
Association. Where no reievant standard contract documents have been issued by the
3ank. other standard forms aczzpuable o the Eank =hail be used.

-

- Nonwvithstanding the provisions o pasenaei | A1 this Seetion, the provisions of
he Concuitant Guideiines requinny pricr Asseoiation fsviey o approval of budges,

4 -

ener licto. ceiection precsdures, letters of invitzuon, ~roporaiz, evaiuauen Fegons and

sengoess, shall mot arpiv 0! (a) conusncss for the smuioymznt of cencuiting {rms

ACTAIEC 2B COOL WETw thetaly, i 1 WAy WD SRaRa LTS IENEIERE Sk

srmometnd ¥5 gaEt lEes than 100,000 weureafeny savh or 2] €BMIZES tor the emeioyment

5 ectimates (o zost less than TENOG soyivalent BICA. However, caid

: L —— ; oL J R i —— v
2¥C2TUCAS {0 prior AssCidlicn revices ehat] ~er aoniv tS: (4) e lorms of reISrones Lof
anyono -~~~ - i ~ > -~ ', ~ ~ S ~es qroe e " - ~\ 3 o (A~ 5
such conmacis: (B) single-source feiwclicn W -on-uitnz frmo fc)oassignmentss ot 3
. i 3 ¥ S R = Fp——— d) e
cmtcai marere, as oreasonaely ggitmmined T the  Azsocizticn: (d) amencmen to

contac for the smpicyment of conzuiting Linns csing the scawact value 1o £100.000
equivaient or above: or (¢! amendments cr the smriovment of individual

0 ¢Cn
consultants raising the contract vaiue 1o 350,000 equivalent or atove.

.

4.
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SCHEDULE 2
Implementation Program
I Each Project State shall:

(2) ensure that within the allocations fer the health sector in each Fiscal
Year during the implementation of the Project the share of resources for Pimary and
Secondary Levels of Health Services shall be increased in each such Fiscal Year until
Y 02: and ‘

21

(b) allocate in each Fiscal Year during the implementation of the Prcjec:
adeguate resources for drugs, essentiai suppiies. and maintenance of equipment ang

suiidings at facilities providing First Réterrai Level Health Seriices in deeerdance with
ncrgs agreed o with the Associauon. -

. Each Projec: Stare chnil mainiza it Sueceeic Planning Cell with adeguate sofZ,
reslrsee and Erms Of retcrencs acceptasle fa s zseciation,

3w Eazch Project Stae and PEEC shail lewar usercharges in distic: and sub-
divisional hospitals in accordance way a program and time schedule acczplable to the
Aggoeiation, Such program e foeus, irer 3ii1. sn: (a) peranting the revenues colleszes
Som yeer-charges o be reraimed at the hospnel lewet (b Wmplemesting wier €Rarces ina
;:"mr‘ SEATEr SUnF improventae I e .;::::ir‘.' df BESIE TerTIEes g salsrnroiore
severcoment have been comuleiedd ol Jeversoive wd acpivey SHeNd lor AXemEling
== pocy fom user chorowo and ody wreEioemmz Jopreproole management ang
isdesten  ArToRAgEMENIS  for MINSEING  ewisnng  dSEF  coarder.  inciuding - e
ezizbiishiment and mamtenanes of Dufist Hemth Commnitess <8 RimEaks Ind e
Senon for callecting sueh charces:

< Pamab and PHEC sRall, 35 U2 stte moy be, loke all suich measurss as moy e

nececsary or required: (i) to enatie PEEC o carrv out its part of the Project: and (it <C

nsure that PHSC underakes hezith czre activities at the secondary level in accnrcance
with service delivery norms acceptatie to the Association, and in carying out cifer
heath care activities shail ensure that its abiiity to perform its obligations under this
Agreement as determined, inter alia. from a review of the progress achieved in
implementing the annual work plans and in meeting the development and performance

indicators referred to in paragraph 9 hereof is not adversely affected.

5. For purposes of enhancing the quality of health care services under the Project,
each Project State and PHSC shall: (i) mainuin the key headquarters personnel
appointed for purposes of implementing the Project; (ii) appoint and thereafter maintain
kev additional personnel with adequate qualification and experience in accordance with a
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-

schedule of appointment agreed with the Association; (iii) adopt, no later than six
months after completion of the physical improvements in any hospital under the Project.
and thereafter implement, staffing and technical nonms aceeptable to the Association;
and (iv) provide on an annual basis adequate funds, satistactory to the Association, for
the maintenance of previously existing equipment in health care facilities supported
under the Project.

6. For purposes of carrying out Part B.5 of the Project as set forth in Schedule 2 to
the Development Credit Agreement, each Project State and PHSC shall, no later than
December 31, 1996: (i) issue appropriate dircctives to hospitals to strengthen the
management of the referral mechanism tenveen the Primary, Secondary, and Tertiary
Level Health Services: (ii) estabiish and thercafter maintain and implement appropriate
referral protocols and clinical management pretecois: and (iii) establish and thereafter
maintain and impiement an appropriate incentive cystern for patients who use the
sysiem.

z s

roa Kzmataka and West Bencal chail mamtun the Distniet Health Commiriees with
such sialf, recources, powers, functiens and reccontibiiitizs $o0 o 2s 10 ennbie them to
faciiitate. inter aiia. the funciicning of 'ne rererzal mechamsr . the czilection and
distribution of user charges, mainiznancs of sguinment, WasLle management. Tining of
tecnnicai starf, quaiits assurancs, surverlancs of commu icable disezses and the
menitering and surzmvision of their reccective acuvitics to be carried out uncer the

Projec:.

P -~ Cpa i -\ ] cerne e . Ay ) . ~p - vy

3. E=ch Project State shail sake ail sueh mescurss g5 may e DECIsAry Cr rEgires
| ‘ . - 1 1 . - oy ONETE vy 1

in 2réer to provide. and thereafier mamain, 2unonty 23 COHEFYY I &

N Lt b el e T \Were Rormeoray ~ oem o lIT N tma cmem AT Sairvrag [2e) Aremminy the
2ormzicka ang West Benezi oanc to FHIC an e oce or Puniap [or manzging B
activities. 1o be corried out by Shees capdef WiE @ I0IELL molgding Jonswaiica and

maintenances acuvities.

9 Each Projec: Ctate and PEEC shail:
(a) bv Aprii 30 of exch wvear during the impiementation af the Projecs
bezinning with Apnl 30, 1997: .
(1) provide to the Association an annual work plan, aczestable o

the Association, seting forth the recpective activities under the
Project to be carried out during the prevailing Fiscal Year
including the budgetary allocations to be made available for
such purpose, as well as the performance benchmarks and
development objectives to be achieved and drawn from the
overall framework agreed to be achieved under the Project
including, inter alia, hospital activity indicators, hospital
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efficiency indicators, and quality, access and effectiveness
indicators to be measured in accordance with methodology
satisfactory to the Asscciation; and

(i) cevieww with the Arsociation the progress achieved in
implementing the Prcject under the annual work plan for the
previous Fiscal Year 1nd the interim plan referred to in sub-
paragraph (c) below of this paragraph (9) with special reference
to the achievement cf the performance benchmarks and
development objectives incorporated therein: -

(&) impiement each annual work plan in a manner satisfaciery to the
Association, with the goal. inter alia of mesuny the periormancs penchmarks and the
deveiopment objectives set forth therein: and

x

\c) impiement the Projec: anul the formuiaticn of the Hrc annual werk pian

in 2cccraznce with an interim pian aoraed with the Assceiatio

10. €ach Project State shail encure thar (i) itg recprenive CTEm enin] BECISLITY

reject tor the Prunss, snd Firet Weserznl Level B

¢ each Ficcal Year during the implementzlion a1 the Preject chail be fuily additicnal to
S. and i) the ~udpeszrs ailocztions for the annuai work

c1ans ond the intenm pian reremsd in zarzgrach 9 berect ire made avaiizzie on 3

—“hed ~ -
Cerm et RACIE ~ E PP B3 sert *hp rme - - B = - tee e oA YRl els
pemait (SAELS -uriicient 10 mess CRE BT IreS Ol B D b el s UNCerT TUen SHARS,
0% o amd Neer Bencc T S oo Lt o B¢ oz il gt (a
ornAtanD angd wm eIl adbeimed slhnede e 4 Ve s vevmal are2s (2S
. . - \ =
P g e ~e o, B ) e CThae " : Bl 6 o IR covrsiissrenasemy S wearp/t )
ipeymmateg v e2Ch CUCT rrojecs Crarey zpg et Benzal Chdi HTTwEIRSat s veemme '’
s S RA AT ATCR e A - Rt 0 [ e 0] [ [t S b
s N st IS Arez in AcTagreones (L e B i [ ealad Al e WIS, v ,,Ol.-..-_ 3l e
P = . . . X
P o LoD Foteh S - -~ . ~eme—mgpen S remr . b Il o O | T L kandalilob b olad
Teiboy ond Sooxwarg Ared Deveicoment Jiraioyy st emunasi of (ol Swenss 2nIng
Tl Wetadiss “'\nf‘\,-pnn Doy r = Q Commrmemer~—  camangiid '__',,,‘,.l \-ur*‘("""' qb) ""‘"1*‘.- T 3
IDREZRE WEe Y see 1 oabisnnss " . el e i ShE ..--.\.1 I MRORUIR RORRE pes an
v, A - : r =

‘ncenuve package 10 dOCITIS and ciner mecizal maid to werk in the tritai zreas of

fomataka and in the SunderSans Area on e smenit 1oy ingfERsing she 3crropriate
utiization of the mediczl system b she Semeduied Tmbe pepulaticny (d) recucing the

cost 10 Scheduled Trices of utilizing such sysien in Kamatzka: and (e) increzsing the
number of beds at sub-divisional and commumry hospitals.

- PHSC shall carry out Part A.2 (ix) of the Project in accordance with procedures
and arrangements satisfactory to the Association.

13. The Project States and PHSC shall, with the participation of the Borrower and

the Association: (a) jointly carry cut bv Jure 30, 1999 a mid-term review of the Project,
including on management aspects and financial sustainability, under terms of reference

e ———

e - o — ——
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satisfactory to the Association; and (b) carry out the recommendations of such review in
a manner satisfactory to the Association.




b
IMDIA
STATE HEALTH SYSTEMS DEVELOPMEDT pPrOJECT I
AGREED_MINUTES OE MEGO TIATIONS
l : "j'Ncgon:lLions for a proposed Credit of SDR 235.5 million (the Crediy for a State tHealth

.Systems Development Project 11, (the Project) were held 'between the representatives of India (the
; Borrower), the States of Karnataka, Bunjab and West Bengal (the Project Siates), the Punjab
‘ Health Systems Corporation (PHSC) (the Indian Delegauon) and the Internadonal Development
w1 ‘A.ssgc_:i;xdon (IDA) (the [DA Delegauon) at World Bank Headquarters in Washington D.C., from
- January 29 to February 2. 1996. The rcpresentatives of the Indian Delegaunon and the IDA
“ Delegation agreed on the draft Project Agreement and the draft Development Credit Agreemeat
(DCA), versions dated February 2, 1996,

(.’ Actions Taken Prior to Negouations

2, As a condition of Nczouauons. the fellovwang acuons have buen take

(1) a draft letter of | lealth Sector Development Prosam b been furnished by each state:
(i) relevant st CGovernment clearances, as weil g clenranee from the Planmnz
Commussion, GOI. weze ebtamned:

. ‘ v
(iii) Stratezic Planning Cells have been sct up within the DOHFW in Kamawzba, Punjao
and West Bengal:

(iv) a mechanism for easuring that the exisuny levels of user charoes are unplemented
more rigorously has been approved. an agreed mechanam for exempung the poor from
user fees is in placz. and District fealth Commuttees m b arnataka and West Benzal have
bezn npprovcd’csmbli:hcd:

O -

(v) an Ordinance has besa passed by the Governme:nt of Punjab, establishing the PHSC,

(vi) reguladons relatng to Boad procedures, persennel policies, audits apd accouats, and
user charges have beea drafted and provided by PHSC to IDA for review,

(vii) in Kamatzka, the Project Governing Board, Steering Committes and Enginecring
Wing have beea estblished, and key staff have besa approved of hired;

(vil)) in Punjab, key staff, including the Managing, Director of the PHSC, have bemn
appointed;

(ix) in West Bengal, key staff, including Project Director, have been hired; and

(x) in Karnataka and West Bengal, Government Orders have been issued, providing

authority to DOHIW to manage essential operational qctivities including civil works
construction and maintenance acuvities. '

'
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Agreed Minutes ot Negotatons N February 2 1996

Agrcements and Understandines Peached

3. The following claborates the agrezments reached relaune to the legal documents and other
understandings.

DEVELOPMENT CREDIT AGREEMENT

4. Article 11. Section 201 Credit‘Ammonnt, It was agresd to merease the credit amount from
USS342.2 million equivalent to USS350.0 million equivalent. The agreed amount would be equal
to SDR 235.5 million. The additional amount of US37 & mullion cquivalent would finance
medicines, and Management Informanon Systems (MIS) supplies and Informauon, Educaton and
Communicatons ([EC) matenais in West Bennal (US32.3 nnlhon coquivatent) and Purgab (USS 5.0
mullion equivalent).

x| . . . - -
9. Article 1. Section 202 Closing Dare It was apres:d that the Closing Date would be
orought forward from June 30, 2002 1o March 31, 2002,

6. Article 111 Segnon 30t o Piow ar Fands from Gl i GO continmed thao throughout
the life of the project. 1t wouid follow the standad procedure for releasing about three menths
anticipated project expeaditures m 2dvance to the Project Spopes to coner expenditures under the
project, subject to pencdic acmstment of the mivances.  lpen rezepet, the Project States shall
release such funds tesether v themr e quanterly allesanens (o seencies recvonable for
carrving out thz project. to be uswd uxciusnely for sxpendinees chimble under the project. In
Punjab, upon reczipt, such funds wail he prompdy transierred to PHEC as reauired for umely
project implementaton,

7. Artcle V. Section 3 01 (e): Remegies of the Associauen, Aftzr discussion it was agresd to
keep this remedy related to the Health Sector Deveicpment Progrum. The Indian Delezanen noted
that the Lezer of Health Secior Deseiopment Program descnbes a program of policies and acoens
and felt that the content of the Laztar was not tantamount to a muteally agreed obligaven on the
part of the Borrower. It was firther stated that the commutment by the Project States to the Lezer
of Heaith Sector Deveclopment Program sheuld not therefore be a menitorable acavity on which
remedies could be invoked. The IDA Delezation responded that the project was an investment
operation with substantal policy content. and this provision formed the basis for remedial acdon in
case an event occurs that makes it improbable that the Health Sector Development Pregram for
each Project State or a significant part thereof will be carried out. The TDA Delezauon further
explained that the commianeat of the Project States to carrying out such a program is an importamt
part of IDA support for the preject. It was, therefore, desmed necessary to retain this covenant.

8. Schedule 1: Withdrawal of the Procesds of the Credit. The Indian Delegation highlighted
the fact that health is a state subject, and this project covers three staws. As such, it is important
that any state be aware of how it has been performing.  In case the share of projected IDA
allocations to any particular state has to be changed, it should be dene through a transparent
process where each state knows what 15 happening, to its share. I'lexibility cannot be at the expense
of transparency. This necessitates that V

information reganding project implementation and
disbursement is available for each implementung state. < Hence the mfonmation in Schedule 1 should
be disaggrezated by Project States. The IDA Delezation pointed out that this would provide a
piccemeal solution to monitonng dishursements by GOT and woonld pesines flexibility with regard to
c:ucgoric:x of disbursements across states. Honetheless, at the meatenes of the Indian Delegation,
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. Agreed Minutes of Negouations } February 2, 1996

{ it was agreed that Schedule 1 would be disagprepated by Project States. [t was noted that this

format of showng Schedule 1 by Project State would not set 2 precedent for other projects in the
future.

9. Schedule |- Recurrent Cost Financing. The recurrent cost financing 1ssue was discussed
in detail. It was agreed not o increasce the level of recurrent cost financing as well as to retain the

40% level of recurrent €ost financing by the Association for the final vear of the project. The cut-
off dates for the declining levels of findncing were

. | end of the calendar vear.

chanped from the -end of the fiscal year to the

F . Schedule 2: Descnipuion of the Project

10. Part A' Management ,D_C.‘:'_C‘]_()Apmgg_(_.j_r_\d_lj)q_lil.nti(mr\] Syrensrthening, Under this component,
a provision has besn included to support the PHSC in the promouon of health care activides in
- Punjab through prvate and voluntary orgamzatons. A corresponding reference has been made in

“Schedule 2 Imolemeatation Program of the Project Agrecmeant.

11. Schedule 3 Special Account  ltwas anteed o lierease the Specnl Account from USS15
. XL - . - -
| miilion to USS 17 mulhon cquivalent

PROJECT ACGREENMENT

12. wlc_llL_S;::_rj<t.|g_’ N1 (hy (m Finmmen] Covenents It was arreed that the Compuroller
and Auditor General of India would be the mdegendent apeiiter of the project recoids and accounts
of the Governments of Farnatka. Pumab and West Bengal for the putpses of Suction 4.01 of the
Deveiopment Credit Agreement and Sezuon 3.01 of the Prowest Apreement. In addition, in Puniab,
an independent cemumercial auditor would audit the acconnts of the Punjab Health Systems
Corporauon. It was agrezd that the Project States would ke available 1O the avditors the SAR
Project Agreement and the Development Credit Agresiment |Thie elesanmt information would be
provided by the Project Manzgzment in each state to the audiors ]

) Lo '
U Schedule |- Procurcment and Consultant Serces
13, Section |, Part C, paras 2 & _?._____()_th'.-r_Lr_gw_c_tr_r_,rt_rzw_ir_at_l’.r_nsgém_':é_- IDA reviewed

procurement documnm=ts and agreed that at this time no further requirements on procurcment

aspecis prior o Board prescntation are anticipated. It wwas recalled, as jn all provious projects of
the last few years, that for all contracts to be financed from the Credit under NCB procedurcs:

a

(@) no special preference will be accorded to domestic bidders when competing with

forcign bidders, or given to state owned enterprises, mall scale enterprises, or enterpriscs
from any given state]

(b) except with the prior concurrence of the Asseciation, there will be no negotation of
pricc with bidders, even wath the fowest evaluated bidder;

(c) cxecept with the prior approval of the Acaocintion plim to bidding, the systcm of
rejecting bids outside apredetenmimed e pin or Shracket” of prices will not be used; and

(d) rate contracts entered into by athe Hortower s Direetorte General of Supplies and
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It was agreed that Schedule | would be disagpregated by Project States. It was noted that this
format of showing Schedule | by Project State would not set a precedent for other projects in the

L il

9. ¢  Schedule I Rccurrcn(_(\_c);sg_f—'_i_rmggy_\_gg The recurrent cost financing issue wag discussed

in detail. It was agreed not to increase the level of recurrent cost financing as wel] as 1o retain the
40% level of recurrent cost financimn by the Association for the final vear of the project. The cut-

off dates for the declining levels of findncing were changed from the end of the fiscal vear to the
end of the calendar vear. &

Schedule 2: Description of the Project.

0. Part A: Managcement Dggg_rmmggu_.]ggi_l_nqru_mimml Strengethening, Under this component,
a provision has been included (o support the PHSC in the promoton of health caye activities in
Punjab through private and voluntary organizations. A correspending reference has been made i
Schedule 2: Implementation Preeram of the Project Apreement.

1. Schedule 3 Sncsg;ll_\_c_cqu_n_r Itwas agreed 1o merence the Special-Aecount from USS15
mulicn to USS 17 nuilion cauvalent

PROJECT AGREEMENT

12. Articlz 1T; Seztion 201 _(h) (1) Financial Covenanes It was agreed that the Compturoller
and Auditor General of Indsz would ba e mdeeendent auditor of the project records and accounts
of the Governments of Karnataka, Puniab and West Bengal for the purposes of Secton 4.01 of the
Deveiopment Credit Agreement and Secuon 3 0] of the Proiect Apreement. In addition, in Puniab,
an independent comunercial auditor would audit the accounts of the Puniad Health Systems
Corperaton. It was agreed that the Project States would make avalable o the avditors the SAR.
Project Agreement and the Development Credit Agresment (The relevant informauon would be
provided by the Project Management 1n cach state to the :mdx’tor;lj

Schedule | Procurement and Consultan Services

13. Secdon |, Part C. paras. 2 & 3 (Other Procurement_Procedures. DA reviewed
procurement docume=ts and agreed that at this time no further TCQUIICENLS on procurement
aspects prior to Board presentation are anticipated. It was recalled, as in all previous projects of
the last fow years, that for al] contracts to be financed from the Credit under NCB procedures:

-

(2) no special preference will be accorded to domestic bidders when competing with

foreign bidders, or given to state owned enterprises, small scale cuterprises, or eaterprises
from any given state;

(b) except with the PHOT conentrence of (he Asseciation, there will be no negotiation of

pric:: with bid(h:x.':, cven with the lovwe carhite:] Ilit]tl"l',

(c) except with the prior apsroval of the Association prior to bidding, the system of
rgjecting bids outside a predetermined marpin or “hracket” of prices will not be used; and

(d) rate contraces entered into by the Borrower's Directorate General of Supplies and

) Nt
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Disposal (DGSE&D) will not be acceptable as 2 subsutute for NCB procedures.  Such
contracts will be acceptable for any procutement under local shopping procedures. For
international shopping, procedures. quotanons ahomld also be invited from onc or morc

foreign supphers {Or compansons with DGSED e contiacts.

14. Section | Part € _para .7.“{)l\_\,(;_r_[’_rg_\r.uwmv-_m Procedures. It was agreed that for “Other
Categories of Procurement . the allotted amounts would be pm-l:ucd between the Project States on
the basis of the respective sizes of the Credit amounts.

Schedule 2: {mplementation Program.

15 Bupn. | (o), The covenanl O maintaining the share of the health scctor allocation to the
overall budgst was moved to the Leuer of Health Scetor Development Program. with some minor
modifications relevant to each state as suggested by the Indian Delegaton.

16. Para. | () Details reparding norms accentable to the Association for essental drugs and
suppiics. and mairtenance of campment nd buildmses at fist referrai lewe! hospials are provided
in Atachments | and 2.

17. Para. 2. The Associanen confivy that His Tms of reierence of the Stratenic Planning
Cell, pl'O\’idcd in tie Leuer of [1ealth Sector Development Programm, are acceptable.

18. Para 3 The parues qopeed that uaer ChRrRes ciall be levied in aceordance with the

prozram and umsacle referred to in Attachment z

19. Parzs. 4 and < (iji) Demuls on apreed serncs deljvery norms at first referral hospitals are
provided in Anachment ¢

20. P_f_\f_?‘-_’f_ﬁ\__“mt_(_ij)_ Detarls repardue an apresd cchedule of appointment of kev
headauarie?s p::sonncl and other kev p:r:(mns:l a1 mmui’::i in Attachinent 3.

21. Para O (2) (i) It was agreed that the pt::l'mm:\.nz:: imdicators providcd in Arachment 7 arc
acceptable.

22. Para 9 (c). The Asscciation confirmed that the interim work plan provid:d in Attachment
6 is acceptable. .

23; Parz. 120 Supervision and Mid-Tenn Peviey Asg in other social sector projects, during

supervision, the implementzuon arrangements would be revicwed to ensure greater cffecuvencss in
achieving project objectives. To help reduce the rsk to financial sustainability 1o each state, the
scope of an ongoIng. mechanisim e for monitoring,  the financial custninability through a

comprehensive mid-term revicw 1o evaluate overall state finances, as well as the financial siuation

of thz health sector, s discussed 1t was apreed that at the time of the mid-term revicw,

additional measures 10 mchieve financinl aptainability of the project, if necessary, would be

discussed.
24. Para, 11 '1;1_3'1'1;11_.111(!_H;\rtk}_‘._':‘.ul Arras Development _S“?\l‘i':'d_(,s_‘_r,fﬁg'?\/l. The agreed
Strategy for cervies delivery in tribal and backwarnd aeas 15 providcd in Attachment 9.
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Agreed Minutes of Negotiations 5 Febiary 2, 1996
25. Disclosure_of {nformation.  The Government Delegaton stated that the project Staff

Appraisal Report, incorporating the comunents discussed dunng nesotations, does not contain
confidential information which would restrict its release 10 (he public, accordance with the
Bank's current policy on {nformation Disclosure.

26. . Further Processing. The Punjab Health Systems Corporation has ieaned regulations with
regard to Board procedures, personnel policies, audits and accounts and service improvements.
We have reviewed these notifications eubmitted to us and found them satifactory. We are stll
awaiting PHSC's procurcment procedurcs. pHISC has informed us that it will adopt procurement
'proccdurcs that are consistent with Bank guidclin:s. Upon receipt of the rezulations we will
consider that the Condition of Board Prescntation has been met. Sines the notification establishing
t.hq'Pu'njab Health Systems Corporation has peen gazened, the Condition of Board Prescntation
that was anticipated will not be necessary. Receipt of sipned Letters of Health Secior Development

Program, that were agreed upon during Negouations, wall be a condition of Board Prescanauon of

the prbject.
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ON BEHALF OF WEST BENGAL

Qe

Mr. Asok Gupta

Principal Secretary

Finance -

Government of West Bengal
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Healthjand Farmily Welfarc
Government of West Bengal
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Mr. Rajan Kashyap
Principal Secretary
Finance

Government of Punjab

ON BEHALF OF THE PUNJAB HEALTH SYSTEMS CORPORATION
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" The World Bank (%7
2 c yvor an 1878 H Street N.W. (202) 477-1234 K Fd
™ NTERNATIONAL BANK FOR RECONSTRUCTION AND DEVELOPMENT Washington, D.C. 20433 Cable Address: INTBAFRAL™
"7 INTERNATIONAL DEVELOPMENT ASSOCIATION USA Cable Adaress: INDEVAS
August 9, 1995
Mr. M.S. Dayal
Secretary Health

Ministry of Health and Family Welfare
Room 345, A Wing, Nirman Bhawan
% New Delhi 110001, INDIA

_ Dear Mr. Dayal:

INDIA: Proposed State Health Systems Development Project I

We would like 1o express our appreciation for the cooperation extended by your
Government 10 the pre-appraisal mission that visited India in July-August, 1995. The ample
collaboration, courtesy and =ssistance provided by your Ministry and the Secretaries of Health
and ramily Welfare in Karr : taka, Punjab and West Bengal, have enabled the mission to
undertake its task successfu'ly.

This letter confirms 1 1¢ ger.cral cc.atent and recommendations of the wrap-up meeting
held in Delhi on August 4, 995 with Mr. indarjit Chaudhuri, Additional Secretary, MOHFW.
The 2ide-memoire was discit.sed with Mr. I. Chaudhuri and with representatives from the
Goverameggs of Karnataka, West Bengal and Punjab and the Department of Economic Affairs,
GOI. A final version of the aide-memoire for West Bengal, Karnataka and Punjab are
auached. The project would improve efficiency in the allocation of health resources through
institutional and policy development and improve the performance of the health care system
through improvements in the quality, effectiveness and coverage of health care services at the

first referral level and selective coverage at the primary leve] in the state§’ of Karnataka, Punjab
and West Bengal.

L We appreciate your continued involvement in the project and the dedication of
- Mr. 1 Chaudhuri, and the Secretaries of Health and Family Welfare of the Governments of
Karnataka, Punjab and West Bengal and their staff in the preparation of the project. We are
very pleased to note the excellent collaboration between the three states in the preparation of
the proposed project, particularly with regard 1o state level health policy issues. These will
greatly comribute towards attaining the objectives that the proposed project is seeking to
achie- . %

We would like 1o reiterate the imporntance of following up on the actions listed in the
aide-memoire of the mission in each state in order 1o facilitate an IDA appraisal mission in the
coming months. In particular, the three states need to contiaue to make the substantial progress
they ate making with regard to revising project costs in line with discussions with the mission,
complzting site and facilities surveys, finalizing the beneficiary assessment studies, completing
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the review of their workforce requirements, elaborating the system of referral for health care
services, completing the existing drug list on the basis of services 1o be provided under the
proposed project and finalizing procurement packages and implementation schedules. In
addition, Punjab needs to put in place a viable management structure 10 manage and implement
the project prior to the appraisal mission in early October.

As is customary we are copying this lerter to Mrs. Rani Jadbav, Joint Secretary in the
Department of Economic A ffairs in MOF, Mr. Gautam Basu, Secretary Health and Family
Welfare of the Governiment of Karnataka, Mr. G.P.S. Sahi, Principal Secretary Health and
Family Welfare of the Government of Punjab and Mrs. Lina Chakravorti, Principal Secretary
Heal'h and Family Welfare of Government of West Bengal.

z Sincerely,

YCM%M

Richard Skolnik
Chief
F :>ulation and |{uman Resources Division
South Asiz Country Department IT
(Bhut:n, India, Nepal)

Enclosure: Aide-Me:noire

A

cc: Mr. Indarjit Chaudhnri, Additional Secretary, MOHFW
Mrs. Rani Jadhav, Joint Secretary, Department of Economic Affairs, MOF
Mr. Gautam Basu, Secretary Health and Family Welfare, Government of Karnataka
Mr. G.P.S. Sahi, Principal Secretary Health and Family Welfare,. Government of
Punjab ‘
Mrs. Lina Chakravorti, Principal Secretary Health and Family Welfare, Government of
West Bengal
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PROPOSED STATE HEALTH SYSTEMS DEVELOPMENT PROJECT 1I
WEST BENGAL '

INTERNATIONAL DEVELOPMENT ASSOCIATION

AIDE-MEMOIRE (AUGUST 1995)

1. An International Development Association (IDA) team consisting of Messrs./Mme.

T. Nawaz (mission leader), S. Rao-Seshadri, K. Hinchliffe and D. Porter visited West

Bengal between July 31 and August 3, 1995 to review preparation and pre-appraise the

proposed State Health Systems Development Project II in West Bengal. The mission would
“like 10 express its gratirude to the Chief Minister of West Bengal, Mr. Jyoti Basu, the Health

Minister, Mr. Prasanta Sur, the Finance Minister, Mr Asim Dasgupta and the Chief

Secretary, Mr. N. Krishnamu:thi for meeting the team to discuss project development

activities. The mission had detailed discussions with Mr. Asim Dasgupta and the Principal

Secretary Finance, Mr Ashok Gupta, on key issues regarding the proposed project. The

mission would like to thank }:rs. Lina Clakravorti, Principal Secretary, Health and Family

Welfare Department, Govern: 1 ent of Wes:. Bengal, who arranged all meetings and’

discussic :s with the mission ::om her hoszital bed. The kind cooperation and hospitality of

her colle.igues in the Health «1d Family Welfare Department is gratefully acknowledged.

A review meeting on the aide- memoire w::s held with Mrs. Lina Chakravorti and members

of the project core team on Ai.gust 3, 1995 in Calcuta,

oo This aide-memoire records the overall progress made In the preparation of the
proposed profct, summarizes the main findings and recommendations of the pre-appraisal
mission and the understandings reached with the Government of West Bengal on a proposed
plan to appraise the project in October, 1995. -

PROJECT OBJECTIVES AN{) COMPONENTS

3. Objectives: The Goverument and the Bank reconfirmed that the main objectives of the
proposed project remain : (i) . improve eZficiency in the allocation of health resources
through policy and institution:: developme-t; and (ii) to improve the performance of the
"health care system through improvements in the quality, effectiveness and coverage of health
care servizes at the first refenc] level and selective coverage at the primary level. The
achievement of these objec}ives would coniribute to improving the health status of the people
of West Yengal, especially the poor and the underserved, by reducing mortality, morbidity
and disabsliry. ’

4. Components: It was alio reaffirmed that the project would have the following major

areas of iavestment: (i) Management Deve'opment and Institutional Strenethening including

(2) improving the institutional framework for-policy development; (b) strengthening the
management and implementation capacity of institutions including structures, procedures,
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management information systems, culture of service delivery, resources and training;

(c) developing surveillance capacity for the major communicable diseases; and (ii) Improving
Service Quality. ‘Access and Effectiveness by: (a) extending/renovating rural hospitals,
sub-district and district hospitals, 2ad district-based state general hospitals; (b) upgrading
their clinical effectiveness; () improving the referral mechanism and strengthening linkages
with the primary and tertiary health care levels; (d) improving basic health services in
underdeveloped and remote areas, including the Sunderbans.

POLICY FRAMEWOQRK

5. Ciscussions between the Bank and the Government on key policy issues continued to
progress very satisfactorily. The Finance Minister informed the mission that the Government
1s committed to a policy package of health sector reforms reflecting key sectoral development
1ssues for the primary and sezondary leveis of health care. These include the need to:

() increase budgetary allocations to the health sector; (ii) allocate most of the incremental
funds for the health sector te rhe primary und Secondary levels of care; (ii) safeguard the
operations and maintenance component of the health budget to ensure adequate supplies of
drugs and essential medical materials and maintenance of equipment and infrastructure;

(iv) set 1o 2 Swrategic Planning Cell under the Health Secretary to undertake analyses of
health sector issues; (V) streny;chen the Heslth Department's role and provide it with
autonom!’ in managing essent .i operation:! activities such as civil works and construction
and mail :enance activitles ia <ollaboratiop with local government; (vi) contract out selected
services, especially supportin;: services; (v:i) enhance linkages in health care delivery with
the priva e and voluntary sectors; and (viiy) implement service Improvements and user
charges. The Finance Minister stated that tne Government was committed to undertaking
specific actiong on key issues 1oted in a draft letter of Health Sector Development Policy.
The draft letter, prepared by the Government and addressing the important policy issues
noted above, was discussed with the Health Secretary and her colleagues. This will be
finalized by the time of the - praisal mission.

6. Ucer Charges. A Government Order dated February, 1995 is currently under review.
It was agreed that user fees fo) services such as paying beds, cabins, charges for diagnostics
and OPD registration fees wo(d be more widely implemented based on the recommendations
of this review. It was agreed that 30% of beds at district, state general and sub-divisional
-hospirals would be designated as paying beds. Methods of identifying and targeting the poor
for exemptions were fully discussed.. The Government stated that the JRY poverty criterion
set by the Planning Commission, GOI, which applies only to rural areas, would not cover
large sections of the population due to extensive urbanization in the state. It was therefore
agreed that the current system of providing exemption on the basis of an ’Indigent
Certificate’ from the local elected representative, given to families with an income below Rs.
1,500 per month, would be a viable system. It was also agreed that emphasis would be on
implementing the system more rigorously. The Government, through the Finance
Department, currenly reallocatzs 50% of funds collected through user charges to the
collecting rnstitution. It was agreed that revenue collected through user charges at district,
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siate general, sub-divisional and ruraj hospitzls would not 20 back to the state treasury but
would be retained at the district level, to be reallocated by district level authorities amongst
hospitals in the district based on both need and Jevel of revenue collection,

7. Linkages with the Private Sector. It was agreed that the Government will contract out
services 10 the private sector. such as laurdry, cleaning services, and catering wherever
feasible and explore opportunites for contracting out specialist and diagnostic services. The
Government proposes to appoint doctors at rural health facilities on a contract basis to
overcome medical staff shorages in rural areas. It was agreed that the Government would
work co'laboratively with both the private and voluntary sectors which may have a

comparz ve advantage in Improving access 10 health care services for disadvantaged groups
1n remote areas. The Health Secretary infrrmed the mission that the West Bengal Clinical

-Establishment Act provides a7creditation and registration of medical personnel and private
health care faciliries.

8. Gender Issues. In add‘rion to providing women with improved access to better quality
hospital . crvices, particularly for essential obstetrics care, the project would strengthen
reproductive health services ar all Jevels, partcularly in underdeveloped and inaccessible
areas. The project proposal includes a streng IEC component to sensitize the public to
women'’s health issues generaly, and pror.ote the 'life-cycle’ approach to women’s health.

9. Linkages with Other ’ "»alth Sector “rojects. The proposed project complements and
consolidi-:2s the investments r*ade by on-g¢uing Population and Health projects in West
Bengal s’ pported by the Bank, and also the current and prospective health projects assisted
by bilateral donors such as O, A and KFV/. It provides policy and Implementation
co-ordinadon with other health and family welfare projects. The proposed project would also
fill some of the input gaps in primary health care in the Sunderbags.

PROJECT PREPARATION PROGRESS AND RECOMMENDATIONS

10.  Overall Progress. Substantial progress has been made in project preparation activities
since the last mission. The revised project proposal (July, 1995) has incorporated the
recommendations of the last ajde-memoire. An important recommendation of the mission was
with regard to staff quarters. The mission suggested that the number of new staff quarters
proposed was on the high side and it was agreed that the number of new quarters would be
limited to0 those in remote areas. Elsewhere, the program would mainly be one of renovating
existing steff quarters. Other components of the project have been very well developed.
However, project costing necds to be fine-tuned on the basis of extensive discussions with
this mission.

11.  Project Administration :nd Management. The project management arrangements,
additional staffing requirements and functional responsibilities have been very well
documented in the revised proposal. The Finance Minister informed the mission that because
of the scope of this project, th: Government was proposing to strengthen the Health



Department’s role by providing iz with aulonomy in managing essential operational activities
such as civil works and conswuction and maintenance activities in collaboration with local
Government. The functions of the Strategic Planning Cell were clarified and agreed upon. It
was also agreed that the Strategic Planning Cell would report 1o the Health Secretary.

12. Sgrvice Norms. A preiect preparation werkshop involving key stakeholders in project
design and organized by the Department of Health and Family Welfare in May, 1995 defined
the roles and functions of the various types of health facilities and referral hospitals. The
findings of the workshop have been issued by the Department of Health and Family Welfare
and were used for revising the project. The mission reviewed these norms in detail and
agreed with the Government with regard to some minor modifications.

13 Site Surveys and Preparation of Physical Works. An extensive survey -f all health
facilities at the secondary lev.! is well underway, The mission reviewed s~ me of the survey
documents and found them sziisfactory. Given the progress to date, it i .xpected that the
survey will be completed, and the reports issued by September, 1995. [he Government has

also preg :red the preliminary designs of 10 hospitals which are s'..ed for upgradation and
they were discussed with the mission. ‘

14. Analvsis of Equipmen Inventories. Information -oncerning the nature and state of the
cwrrent ioventory has been ga:iered from each faci*., that will receive inputs under the
proposed project. The core te1m needs 0 analy~. the inventory rerurns and to complete the
computer zation of this informx ation. Based c¢-. the clinical service normas, the mission, jointly
with the {yovernment, has revi:wed and -.;ined the equipment lists for various types of
hospitals.

4
15. Equipment Manageme:.._and Maintehance, The Department of Health has elaborated
an action plan and the spe<.fic mechanisms to ensure state-wide coverage not only of project
investments but all cu~zat equipment and plant used by its health services. This work would
be contra.ied to a Sovernment company, Electro-Medical and Allied, Industries Ltd., which,
along with the Zacility survey team(s), would assess local capability to provide technical
support © nospital equipment maintenance, and explore the possibility of using private
c Lutrzcters. Further analysis of the maintenance and repair coverage plan and the detailed
proposals for in-house manpower and workshop facilities should be undertaken for discussion
with the appraisal mission,

16.  Workforce. Based on the service norms agreed upon, the proposed levels of staffing
for medical and nursing cadres have been reviewed during the mission. In addition, a
package of incentives is being (evcloped to improve the recruitment, deployment and
retention of staff in areas where difficulties of posting and retaining staff are being
experienced. Where it is difficult 10 retain staff in remote areas, the Government is proposing
to hire medical professionals on a contractual basis.
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17. Referral System. The project proposal Las laid out a good plan for suengthening the
referral mechanism berween the different tiers of the health system. The plan was reviewed,
includin? the proposed incentives to €ncourage patients to use the referral mechanism.
Details regarding the issuing of administrative guidelines and training requirements are being
developed.
18.  Clinical Skill, and Munagement and Other Special Training. A training plan for
strengthening clinical skills has been developed by the Government. The mission has
reviewed this plan and suggested some minor additions. It was agreed that a workshop would
be held prior to appraisal in order to determine raining needs, develop training curricula and
modules, and formulate an implementation schedule. Some of the training would be v

- coordinated by the district hospitals, Training in management and other technical skills has
‘been discussed with the Government covering personnel.policies, finance issues, procurement
policies, information systems, asset management and maintenance, IEC, HMIS, and

surveillance systems. The Government has identified institutions where such training will be
conducted.

15.  Plan for Developing Surveillance Capacity for Major Communicable Diseases. A
development plan for a state-wide system for major communicable disease surveillance,
included in the proposal, has :een discusse i with the mission. Based on the burden of
disease in the state, sixteen r.:jor commur ‘czble diseases have been identified by the
Government. These and othe: liseases wil: be brought under the surveillance system and
channels :ave been defined th:ough which imnformation will flow. Parallel efforts will be
made 10 “"Iprove reporting by private med;cal practitioners. The surveillance system will be
linked to HMIS. A link with the Swategic Planning Cell needs to be established; community
participation ig the surveillance network needs 10 be more clearly elaborated. These issues
will be further discussed with the appraisal mission. '

20.  Health Management Intormation Svstemn (HMIS). The mission discussed the concept
for HMIS presented in the proposal and recommended that computer-based MIS is provided
at the disrrict level] linked by modem 1o the compurer system to be provided at the district
health surveillance office. A orkshop will be held to work out the content of the form to
be used. The HMIS system wi!' also establish a link with the referral mechanism.

21.  Dertailed Project Costs. roject costs have been revised and need further revision
incorporaing the changes discutssed with the mission. It was agreed that the detailed revised
cost tables will be sent 1o the Bank by August 20, 1995. After revision, preliminary total
project costs, including contingencies, are expected to be approximately Rs. 690 crores or
about USS172 million. Recurrent eosts are expected to be about Rs.45 crores annually at
project completion. The Finance Minister and the Principal Secretary, Finance informed the
mission that the Government will have no problem in bearing this additional recurrent cost
burden.




22.  Implementation Schedule 2nd Procarement Plan. An implementation schedule of the
civil works program has been prepared by the Government and reviewed by the mission.
Procurement packages for civil works arc being finalized. The implementation schedules of
the equipment and software components n=ed to be finalized as well. The Government has
agreed 15 provide these by August 20, 1995. Members of the West Bengal core team visited
the Bank’s NDO and collected and discussed relevant Bank guidelimes on procurement.
Procurement packages will be discussed writh the appraisal mijssion.

23.  Land Acquisition. Because the proposed project involves renovation and extension of
existing facilities, it is anticipated that the need for Jand acquisition will be minimal.- The
Government has provided assurance that none of the sites where hospitals will be upgraded

w:ill entail involuntary resettlement of any persons.

24.  Drug List. The Government provided a drug list to the mission, which is being
reviewed. The mission suggested that the technical specifications of the elements common
with the Andhra Pradesh drug list be incorporated by West Bengal since the Andhra Pradesh
list had ajready been cleared by the Bank.

25.  P.in for Disposal of V'2dical Waste. The proposal for the disposal of medical waste
has been veviewed by the miss on. It has teen clarified that the plan for medical waste
disposal saould include all ho.pitals, including tertiary hospitals not included in the project.
Training :nodules wiil need to oe developed for staff at different health facilities responsible
for medic il waste disposal. A:tancements for the temporary storage of waste prior to
disposal-:.2ed to be developed and the techiical specifications of incinerators and purolators,
including :apacity, at various ‘acilities need to be finalized.

A
26.  Tribal Plan. The missicn discussed the need to develop a tribal plan for the project
demonstrating how the project activities will benefit tribal peoples. As agreed previously,
the Tribal Plan, integral to specified project components, is being developed based on the
findings of the *beneficiary/social assessment’ study discussed below and other available
informatic .. 3 )

27.  Bereficiary/Social Assessment and tlie Private Sector Studies. The core team and

. ORG researchers responsible for these studies have mer on a regular basis to discuss the
main findings and use them to fine-tune project design. A draft report of the studies has been
provided t the mission. The document will be finalizad based on comments to be provided
by the mission.

’

28.  Performance Indicators. 4 list of performance indicators was discussed and agreed
upon. The core team will fine-tune this list, o be reviewed with the appraisal mission.

29, Nexr Steps. Given the ecellent progress made by the Government in preparing the
project, 1t is expected that an aporaisal mission could be scheduled for October, 1995, on the
understanding that the remainin;: activities recommended by this mission are completed.
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PROPOSED STATE HEALTH SYSTEMS DEVEL OPMENT PRQJECT O

(PUNJARB) '
INTERNATIONAL DEVELOPMENT ASSOCIATION

AIDE-MEMOIRE (JULY 1995)

1. An International Development Association (IDA) team consisting of Messrs./Mme.

T. Nawaz (mission leader), & Rao-Seshadri, K. Hinchliffe and D. Porter visited Punjab
between July 24-26, 1995 to review preparation and pre-appraise the proposal for the Health
Systems Development Project II in Punjab. The mission would like to_express its gratitude to
the Chief Minister of Punjab, Mr. S. Beant Singh, and the Health Minister of Punjab,

Mr. H.S. Brar, for meeting the team to discuss key issues regarding the project. The mission
also met with Mr. A.S. Pooni, Chief Secretary, Mr. R. Kashyap, Principal Secretary
Finance, Mrs P. Khetrapal Singh, Secretary Finance and Accounts, and Mr A. K. 'Dubey,
Secretary Planning, Governm:nt of Punjab. The mission would like to thank '

Mr G.P.S. Sahi, Principal Secretary Health and Family Welfare Department and his
colleagues for their cooperatica and hospiizlity. A review meeting on the issues covered by
this aide memoire was held v ish Mr Sahi and his staff on July 26, 1995 in Chandigarh.

2. This aide-memoire rec::ds th ove, 1 pregeess made in the preparation of the
proposed project, summarizes he mein firings and recommendations of the pre-appraisal
mission, «nd the understzadic ;s reacaed with the Governmen: of Punjab on a proposed plan
10 appral .. the project in Octcixer 1995,

PROJEC_ OBYECTIVES AN} COMPONENTS

3. Objectives: The Government and the Bank reconfirmed that the main objectives of the
project would be to: (i) improve efficiency in the allocation of health resources through
policy an¢ institutional development; and (ii) improve the performance of the health care
system thiough improvements in the qualit;, effectiveness and coverage of health care
services at the first referral level and selective coverage at the primary level. The
achievement of these objectives would con: jbute to improving the health status of the people
of Punjab, especially the poor :nd the undeiserved, by reducing mortality, morbidity and
disabiliry.

4, Cc¢ aponents: It was res:firmed that the project would have the following major areas
of investruent: (i) Management Development and Institutional Strencthening including

(a) improving the institutional framework for policy development; (b) strengthening the
management and implementatiun capacity of institutions including structures, procedures,
management information systerns, culture of service delivery, resources and training; :
(c) developing surveillance capacity for the major communicable diseases; and (ii) Improving
Service Quality, Access and Efiectiveness by:(a) extending/renovating community, area and
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district hospitals; (b) upgrading trei- clinical effectiveness; and (c) improving the referral
mechanism and strengthening linkages with the primary and tertiary health care levels.

POLICY FRAMEWORK

5. The discussions between the Government and the Bank on key policy issues continued
to progress satisfactorily. The Government reiterated its commitment to implement a policy
package of health sector reforms that will include key sectoral development issues for the
primary and secondary levels of health care. These include the need to: (i) increase
budgetary allocations 10 the health sector; (ii) allocate most of the incremental funds for the
health sector to the primary and secondary levels of care; (iii) safeguard the operations and
mazintenance component of the health budget to ensure adequate supplies of drugs and
€ssential medical materials and maintenance of equipment and infrastructure; (iv) set up a
Strategic Planning Cell under the Health Secretary to undertake analyses of health sector
issues; (v) contract out selectc-d services, especially supporting services; (vi) enhance linkages
in health care delivery with the private and voluntary sectors; and (vii) implement service
improvements and user charges. A ¢-aft letter of Health Sector Development Policy prepared
by the Government and addre;sing the imjortant policy issues noted above was discussed
with the Health Secretary and s colleaguss, The Chief Minister and other senior mermoers
of the Pt ;jab Goverzment, in:!uding the I{zalth Minister and the Principal Secretary
Finance, ..ated that the Gove, ' ment was ¢ mmitted to undertaking specific actions on some
key issues contained in the dre. X lerzr. Th . letter will be finalized by the time of the
appraisal “aission.

6. User Charges. It was agreed that user fees for diagnostic and weatment services
would be moré widely implemented and further enhanced as rehabilitated facilities are phased
in. It was agreed that the 1994 Government Order giving notification of a new schedule of
charges, which is still pending, would be issued with a change to exempt the population
below the poverty line from the OPD registzation fee. Practical methods of identifying and
targeting the poor for exemptions were explored in detzil. The mission agreed with the
Government’s proposal to use iis exisung system for identifying and targeting the poor for
free service on the basis of beirg eligible t; hold a yellow card. The Government
reconfirm.-d that the funds collzcted througl: user charges would be retained at the point of
collection. [t was agreed that vier fees would only be used for non-salary recurrent cost
purposes. '

s Linkages with the Privats and Voluntary Sectors. It was agreed that the Govgrnment
will contract out services tothe: private sector, such as laundry, cleaning services, and
catering waerever feasible. During the mission, the prospects for recruiting suitable NGOs
were discussed. It was agreed ‘hat the Government would work collaboratively with both the
private and voluntary sectors ir general and, where necessary, contract out the delivery of
health care to the voluntary sector which has a comparative advantage in improving access to
bealth services for disadvantage.d £roups In remote areas.
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g. Gender Issues and Reproductive Health, It was agreed that the proposed project would
include an IEC component to sensitize the public to the "life-cycle” approach to women's
healta. The Government will continue elaborazing their ideas on activities bearing on
women’+ health, beyond those included ip the IEC component, for inclusion in the project.

PROJECT PREPARATION PROGRESS AND RECOMMENDATIONS

9. Overall Progress. Progress with regard to Project preparation activities since the last
mission has been quite satisfactory. The revisioas made in the project proposal reflect most
of the points raised in the aide-memoire of the last mission. As noted in the last aide-
memoire (June, 1995), the revised proposal has targeted project investments on the Upper
Bari Doab area where the pei-entage of population below the poverty line, at about 40%, is
-much higher than the state avirage. However, three important areas of concern remain: (i)
the number of staff quarters [1oposed is disproportionately hich; (ii) the survey of facilities
has not been injtiated, althoug}) satisfactory progress has been made in collecting information
on the current equipment invertory; and (iif) the Government’s proposal to set up a
corporati :a to manage and implement the project could unduly delay project development.
This is expected to require co-1mitment apd immediate action at the highest level of the
Government. The Governmen: and the misrion agreed that these issues would need to be
given top: priority for the proj::t to be appraised in October. Details on these aspects are
provided selow in e relevan. paragraphs.

10. Py sject Administration ind Manage zent. To facilitate health care delivery at the first
referral level, the highest leve ; of Punjeb (jovernment expressed to the mission their
eagerness 10 implement and m-nage the priposed project through the establishment of a
corporate set-up, much like th: approach followed in Andhra Pradesh. The mission pointed
out the risks of opting for this approach since any delay in establishing a project management
structure would delay project :)yrocessing at this late stage and undermine the good progress
achieved in other aspects of prcject development. The Government informed the mission that
work on : :ting Up a corporate structire ha? already been initiated and the Chief Minister,
the Healtl. Minister and the Cliief Secretary stated that the Government would have
established a corporation and worked out al] the details of its functioning, including the legal
and administrative implications, prior to the appraisal mission planned in October.

11.  Site: Survev and Preparyion of Physical Works. It was agreed during the last mission
that the Government would undertake an extensive survey of all health facilites at the
secondary level similar to the w ok being done by Karnataka and West Bengal. The last
mission agreed to arrange gran: funds to cover part of the costs of conducting site surveys
and evaluating the existing inveatery of equipment at facilities that it is proposed to include
within the scope of the project. The Government and the mission agreed that this work
needed to be undertaken exped.iiously. However, progress got delayed since the last mission
both because the Health Secreticy had been changed and the consulting firm, with whorm
discussions had progressed on ihe works, rengged on the terms of the contract ar the last
moment. The new Health Secrevary has taken up the site survey as a matter of urgency and

—
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informed the mission that most of the of the facilities woulé have been surveyed by October.

The mission agreed that given high priority, the survey could be completed in two months-in
Pungjab.

12. Service Norms. A project Preparation workshop involving key stakeholders in project
design and organized by the Department of Health and Family Welfare in late April, 1995
defined the roles and functions of the various types of health facilities and referral hospitals.
The findings of the workshop have been 1ssued by the Department of Health and Family
Welfare and were used for revising the project. The mission reviewed these norms in detail
and agreed with the Government with regard to some modifications.

15.  Aualysis of Equipment Inventories. A postal survey has been undertaken to
Hetermine the state of current inventories of equipment at project facilities. This entailed staff
at each facility completing a proforma questionnaire in which they recorded most of the
relevant data. The postal Survey questionnaire did not included any request for information
on service activity data, and this matter now needs 1o be followed up by the project
preparation team. The previous mission had understood that the Government had already
strengthened the project preparation team by appointing a technical adviser with expertise in
management and maintenance of hospita] equipment to take responsibility for analyzing and
verifying the equipment IMven:dry rewrms. [n fact, this has not happened and the work is
presently Leing done by a nor-technizal officer from the Department of Health. The mission
believes 1. would be more effetive 1o hire 3 technical expert as originally proposed to
establish what necessary mainenanze or re pair work on existing equipment and whas
technical specifications and vclame of pew equipment are needed at each facility to bring the
inventorie: up to agreed norms.

[ i
14. Egquipment Maintenance and Manacement. The Department of Health has elaborated
an action plan and the specific mechanisms to ensure state-wide coverage not only of project
investments but all current equipment and plant used by its health services. The technical
adviser recruited, along with ty= facility survey teém(s), would contribute by assessing local
capabilities to provide technical support for hospital equipment including the possible role of
private contractors. Further analysis of the maintenance and repair coverage plan and of the
detailed proposals for in-house manpower and workshop facilities should be undertaken by
this techn:al adviser for discussion with the appraisal missiox.

15.  Referral System. The project proposal has laid out a good plan for strengthening the
referral mechanism between the different tiers of the health system. The plan was reviewed,
including the proposed incentives 1o encourage patients 10 use the referral mechanism.
Details regarding the issuing of administrative cuidelines are being developed and will be
reviewed at appraisal.

16.  Clinical Skill. and Manaement and Other Special Training. A training plan for
strengthening clinical skills has Heen develops=d by the Government. The mission reviewed
this plan and found it satsfactory; sore minor additions were suggested. 1t was clarified that
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some of the training would be coordinated by the district hospitals, where facilities will be
enhanced for this purpose. Training in management and other technical skills has been
discussed with the Government covering personnel policies, finance issues, procurement
policies, information systems, asset Ianagemen: and maintenance, IEC, HMIS, and
surveillaace systems. The Gevernment has identified institutions where such training will be
conducted. %

17. Management Information Systems (MIS). The MIS included in the project proposal
was revizwed and was considered appropriate. The mission suggested that details regarding
the computerization of the systems needs ro be further developed.

18. Plan for Developing Svrveillance Capacity for Major Cg_m_rgmli‘came and

Non-Communicable Diseases. A development plan for a state-wide system for major
communicable and non-comir :nicable disease survelllance has been drafted and discussed
with the mission. Based on ths burden of isease in the state, a number of major
commun'able aud non-commenicable diseases have been identified by the Government.
These diszases will be brought under the surveillance system and channels have been defined’
through which information wi'!l flow. Paralel efforts will be made 1o improve reporting by
private medical pracutioners, 1he surveillaice system will be linked 10 HMIS. A link with
the Strate ric Planning Cell necds to be established; community participation in the
surveillan:e network has been jroposed zpa needs to be further explicated. These issues will
be discussed with the appraisa: mission.

15, Information. Education ind Commusjication (IEC). The IEC proposal was discussed
with the mission. The IEC cornponent has been formulated 10 focus on the need to raise
public awareness of preventive measures. It will now need to be fleshed out, taking into
account the findings of the beneficiary assessment study. Opportunities for contracting out
some of the IEC activities will .oe reviewed.

20.  Detailed Project Costing. Project costs have been reviewed and need further revision
incorporating the changes discussed with th: mission. The main changes are with respect to
civil works component, especizlly the construction of staff quarters. The mission was of the
opinion thit the number of staff quartars proposed under the project was disproportionately
high. It was agreed that the Government would make substantial reductions ia this area. It
was also a;reed that the detailed revised cost tables will be provided to the mission by
August 20, 1995. After revision, preliminary total project costs, including contingencies, are
expected to be approximately ks. 400 crores or about USS$100 million. Recurrent costs are
expected to be about Rs.25 erores at project completion. The Principal Secretary, Finance
has informed the mission that the Government will have no problem in bearing this additional
recurrent cost burden.

21.  Dru: List. The Governnient provided a drug list to the mission, which is being
reviewed. , ne mission suggested that the rechnical specifications of the elements common
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with the Andhra Pradesh drug list be incorporated by Punjzb since the Andhra Pradesh list
had already been cleared by the Bank. : o ”

22.  Plan for Disposal of Medical Waste. The proposal for the disposal of medical waste
has been reviewed by the mission. It has beep clarified that the plan for medical waste
disposal should include all hospitals, including tertiary hospitals not included in the project.

among the existing personnel. Training modules will need 1o be developed for staff at
different health facilities responsible for medical waste disposal. Arrangements for the
wmporary storage of waste prior to disposal need to be developed and the technical
specificaions of incinerators, including capacity, at various facilities need to be modified.

_23.  Beneficiary/Social Assessment and Private Sector Studies. The Beneficiary/Socizl
Assessment and Private Secicr Studies are progressing well and a preliminary draft of phases
I'and I bave been given to the mission for review and comment. The mission is pleased to
note the very good work being done by the Foundation for Research and Development of
Underprivileged Groups in collaboration with the Government.

24,  Performance Indicator: A list of prrformance indicators was discussed and’ agreed
upon. The Government will fii ther refine iais list, 10 be reviewed with the appraisal mission.

25, Implemenzation Schedr 2 and Proc -ement Plan. An implementation schedule has
been prepired and reviewed t; the muissior The phasing of the hardware and software
cormpone. !5 needs 1o be work :] out more cxplicitly. The Government has agreed to provide
these by . Lugust 20, 1995. Py .:urement plans are being developed and will be discussed with
the Bank :riok to the appraisal missicn.

26.  Laxd Acquisition. Beciuse the Proposed project involves renovation and extension of
existing focilides, it is anticipat=d that the yeed for land acquisition will be minimal. The
Government has provided assu-ance that ncye of the sites where hospitals are to be upgraded
will entail involuntary resettler-ent of any persons.

27.  Next Steps. An appraisi' mission cculd be scheduled in October, 1995. By that timne,
the Government will need to have completed a substantial portion of the site survey and put
in place a viable structure to ITinage and implement the proposed project. The Government
bas made good progress with i : 3ard to other aspects of the project. It is expected that the
recommer. lations of the missic: concerning the remaining activities will be completed by the
end of Sejtember. ’ -

August, 1995



INDIA
PROPOSED STATE HEALTH SYSTEMS DEVELOPMENT PROJECT I

KARNATAKA

INTERNATIONAL DEVELOPMENT ASSOCIATION

AIDE-MEMOIRE (JULY 1995)

i Axn International Development Association (IDA) team consisting of Messrs./Mmes.
T. Nawaz (mission leader), S. Rao-Seshadri, K. Hinchliffe and D. Porter visited Karcataka
berween July 26 and July 31, 1995 1o review preparation and pre-appraise the proposed
State Health Systems Development Project IT in Karnataka The mussion would like 1o
express its gratitude to the Chief Minister of Kamataka, Mr, H. D. Deve Gowda, the

. Healta Minister Mr. H.C. Mahadevappa and the Medical Education Minister

M. A. B. Patil for meeting the team to discuss key 1ssues regarding the project. The
missiun also met with Mr. S. B. Muddappa, Chief Secretary, Mr. C. Noronha, Addiztional
Chief Secretary, Mr. BK. Bhattacharys, Additional Chief Secretary Finance and

Mr. M. Sundaram, Principa! Secretary to the Chief Minister and to the Department of
Rural Development The mission also discussed the project development activities with
Mr. 1. Chaudhun, Additior:] Secretary, Ministry of Health and F amily Welfare, -
Goverament of India. The :1ssion wou-i like to thank Mr. Gautarn Basu, Secretary Health
and F .nily Welfare Depar ) 1ent, Gover men: of Kamaiaka, and his colleagues for their
coop¢ i non zud hospiwality. A review Ineeting on the aide-memoire was held with

Mr. C Basu and Mr. I Ck:udhus on Jily 30, 1995 in Bangalore.

2, This aide-memoire 1:cords the overal] progress made in the preparation of the
propo. :d pyoject, summariz:s the main findings and recommendations of the pre-appraisal
mission and the understand.igs reached with the Government of Kamataka on a proposed
plan w appraise the project 1a October.

PROJECT OBJECTIVES AND COMPUNENTS

3. Qbjectives: The Government and the Bank reconfirmed that the main objectives of
the project would be 10 (i) ‘mprove efficiency in the allocation of health resources

througl policy and institutional development and (ii) improve the performance of the
health crre system through Lmprovements in the qualiry, effectiveness and coverage of
health care services at the first referral level and selecive coverage at the primary level
The actievement of these obysctives would contribue to improving the health status of the
people of Kamataka, especially the poor and the underserved, by reducing mortality,
morbid ;7 and disabilizy.

4, ».omporents: It was reaffirmed that the project would have the following major
areas of vestment: (i) Manacement Development and Incttutional Strenpthening
including (a) improving the instimutonal framework for policy development;

(b) swengthening the management and Implementation capacity of institutions including
structures, procedures, manage ment informaton systems, culture of service delivery,
resources and training; (c) dev cloping surveillance capacity for the major communicable

, J)}
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diseases; and (1) Improving Service Quahty. Access and Effectiveness by:

(2) extending/renovating community, area and disgict hospitals; (b) upgrading their clinical
cffectiveness; (c) improving the referral mechanism and strengthening linkages with the
prumary and tertiary health care levels; and (d) improving access to first referral and
primary health care services for disadvantaged groups, especially STs and SCs and
women.

POLICY FRAMEWORK

g Discussions between the Bank and the Government on key policy issues continued
to progress very satisfactorily. The Government reiterated its commitment to mmplement a

policy pa&_:k.a.ge of health sector reforms that will include key sectoral development issues

budgetary allocations to the health sector; (11) allocate most of the incremental funds for
the health sector to the primary and secondary levels of care; (iii) safeguard the operations

- and maintenance component of the health budget to ensure adequate supplies of drugs and

essental medical materials and maintenance of equipment and infrastructure; (iv) setup a
Stategic Planning Cell under the Health Secretary to undertake analyses of health sector
1ssues; (v) strengthen the Health Department's role and provide it with autonomy in
managing essential operational activities such as civil works and construction and
maintenance activities; (vi) contract out selected services, especially supporting services;
(vi1) enhance linkages in health care delivery with the private and voluntary sectors; and
(viii) implement service improvements and user charges. A draft letter of Health Sector
Development Policy prepared by the Government and addressing the important policy
1ssues noted above was discussed with the Health Secretary and his colleagues.
Commutment on specific actions was also obtained on some of the key issues contained in
the draft letter from the Chief Minister and other high levels of Government, including the
Finance Secretary. This will be finalized by the time of the appraisal mission.
¢

6. User Charges. It was agreed that user fees for treatment and diagnostic services
would be more widely implemented in a phased manner, and the 1988 Government Order
on user fees would be revised. Methods of 1dentifying and targeting the poor for
exemptions were fully discussed. It was agreed with the Government that the poverty line
set by the Planning Commission, GOI, of Rs. 11,000 per annum, on which the JRY
program 1s also based, could be used for targeting poor people for exemption from user
charges. The feasibility of instituting differential charges for those whose income exceeds
Rs. 50,000 per annum, and are liable for income tax payment, was also discussed with the
Government and would be reconsidered during appraisal. It was agreed that revenue
collected through user charges would not g0 back to the state treasury but would be
retained at the district level to be reallocated by District Health Committees amongst
hospitals in the district based on both need and Jevel of revenue collection. It was also

eed that user fees would be used specifically for non-salary recurrent cost purposes.

7. Linkages with the Private and Voluntary Sectors. It was agreed that the
Government will contract out services to the private sector, such as laundry, cleaning
services, and catering where ever feasible. During the mission. joint discussions were held
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berween the Government, the Bank and an NGO representauve 10 discuss the scope for
partcipation of the voluntary sector in implementing the SC/ST and reproductive health
components of the project. It was agreed that the Government would work collaboranvely
with both the private and volunzary sectors in general and, where necessary, contract out
the delivery of primary care services to the voluntary sector which has a comparanve
advantage in improving access o health care services for disadvantaged groups in remote
areas,

Health and Nutrition projects in Karnataka by providing policy and implementation co-
ordination with other health and family welfare projects, particularly with regard to the
SC/ST and reproductive health co ponents of the project The proposed project would
also fill some of the input gaps in primary health care in tribal areas. The scope of KEW's

and KFW that the project inputs in those districts would be complementary and avoid
duplication. Discussions were held earlier with KFW to finalize project implementation
1ssues.

PROJECT PREPARATION PROGRESS AND RECOMMENDATIONS

9. Overall progress Substantial progress has been made in project preparation
acuviues since the last mission. The revised project proposal (July, 1995) has incorporated
the recommendations of the last a:de-memoire, in particular the Government has revised
the list of hospitals and deleted severa] speciality hospitals that were included in the
previous version of the proposal; a mental hospital still remains to be deleted. The survey
of physical facilities is progressing well and is expected to be completed by September;

a first draft of the beneficiary social assessment was provided to the mission and the
preliminary findings are being used to fine-tuge the project design; and the norms
developed at the workshop held in Sangalore earlier this year on service norms have been
reviewed by the mission and agreed changes have been incorporated. Overall, the project
proposal is very well conceived s

10.  Project Administration and Management: The project management arrangements,
additonal staffing requirements and functional responsibilities have been very well
documented in the revised proposal. Some changes were agreed upon during the mission.
It was agreed that the Health Department's role would be strengthened by providing it
with autonomy in managing essental operational activities such as civil works and
construction and maintengnce activides. In additon, this arrangement would improve the
implementation of the civil works component of other Health and FW projects, especially
the IPP X project, being underiaken by the state. It was also agreed that the Swategic
Planning Cell would be under the Health Secretary. It was confirmed that an Additional
Secretary would be the Project Coordinator and would be fully supported by an Additional
Director.
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11.  Site Survey and Preparation of Physical Works. An extensive survey of all health
facilities ar the secondary level is being undertaken by STEM. The mission reviewed

some of the survey documents and found them satisfactory. Given the progress to date, it
is expected that the survey will be completed, and the reports issued by September, 1595.

12. Analysis of Equipment Inventories. Information concerning the nature and state of
the current inventory 1s being gathered from each facility that will receive inputs under the
proposed project. This work is progressing at a good pace. STEM has hired an expert to
analyze the inventory returns and is in the process of computerizing this information.
Based on the service norms, the mission has reviewed Jointly with the Government and
refin :d the equipment liste for various types of hospitals.

15.  Equipment Managerent and Maintenance. The Department of Health has

-elaborated an action plan :21d the specific mechanisms to ensure state-wide coverage not

only f project investments but all its current health equipment. The facility survey

team(s5) would contribute by assessing Jocal capabilities to provide technical support for
hospital equipment including the possible role of private. contractors. Further analysis of
the in-house workforce and workshop requirements will be undertaken before the appraisal
mission.

14.  Worlkiorce. Based (1 the :.:rvice norms agreed upon, the proposed levels of
staffiny for medical and n:sing cadres lave been reviewed during the mission. In
addincn, a package of ince 1aves is beini: developed to improve the recruitment,

deplo; acnt and retention ¢.{ staff in arcus where difficulties of posting and retaininy staff
are be ug experienced. In avas with a predominance of SC/ST populations, where the
progre-1 for health screenin.; will be undzrtaken within the project, the roles of the PHC
staff, iicluding the PHC dc:cor, are being restored and it is planned that service delivery
will bi more community ba;zd ’

15.  Referral Mechanism. The project proposal has laid ous @ good plan for
strengtiiening the referral me:hanism betveen the different tiers of the health system. The
plan was reviewed, includinj; the proposed incentives to encourage patients to use the
referral mechanism. Details cegarding the issuing of administrative guidelines are being
developed.

16.  Clinical Skill, and Mapagement and Other Special Training. A twaining plan for
strengtl. vning clinical skills bas been developed by the Government. The Bank team has
reviewed this plan and founc it satisfactoiy, and suggested some minor additions. It was
clarified that some of the wraiining would b coordinated by the district hospitals, where
facilives will be enhanced fo- this purpose. Training in management and other technical
skills have been discussed w,h the Government covering personnel policies, finance
Issues, ~rocurement policies, iaformatiou systems, asset management and maintenance,
IEC, H1.4S, and surveillance systems. The Government has identified institutions where
such training will be conduct:d.
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17. Plan for Developing Surveillance Capacity for Major Communicable Diseases. A

development plan for a state-wide system for major communicable disease surveillance has
been drafted and discussed with the mission. It was clarified that 80 of the proposed 180
staff were not additional - this is now being amended in the revised costing of the
component. Based on the burden of disease in the state, seven major communicable
diseases have been identified by the Government These and other diseases will be
brought under the surveillance system and chagnels bave been defined through which
information will flow. Parallel efforts will be made to improve reporting by private
medical practitioners. The surveillance system will be linked to HMIS. A link with the
Strategic Planning Cell needs to be established; community participation in the
surveillance network needs to be more Clearly explicated These issues will be discussed
with the appraisal mission.

—~ ’ '18.  Management Information System. The MIS included in the projéct proposal was

- - Teviewed and was considered appropriate. The mission suggested that details regarding the
computerization of the systems needs to be further worked out The Government
organized an excellent demonstration of an MIS system being used by some private
hospitals. It was agreed that modifications to using such a system by the Health
Department would be worked on and discussed with the next mission.

19.  Detailed Project Costs. Project costs have been revised and need further revision
incorporating the changes discussed with the mission. It was agreed that the detailed
revised cost tables will be provided to the mission by August 20, 1995. After revision,
preliminary total project costs, including contingencies, are expected 1o be approximately
Rs. 620 crores or about US$154 million. Recurrent costs are expected to be about Rs.40
crores at project completion. The Principal Secretary Finance has informed the mission
that the Government will have no problem in bearing this additional recurrent cost burden.
L}

20.  Drug List The Government provided a drug list to the mission, which is being
reviewed. The mission suggested that the technical specifications of the elernents common
with the Andhra Pradesh drug list be incorporated by Kamaraka since the Andhra Pradesh
list had already been cleared by the Bank. -

21.  Plan for Disposal of Medical Waste. The proposal for the disposal of medical
- waste has been reviewed by the mission It has been clarified that the plan for medical

waste disposal should mclude all hospitals; including tertiary hospitals not included in the
project. Training modules will need to be developed for staff at different health facilities
responsible for medical waste disposal. Arrangements for the temporary storage of waste
prior to disposal need to be developed and the technical specifications of incinerators, -
including capacity, at various faﬁﬂjties need to be modified

22.  Tnbal Plan. A Tribal Plan integral to specified project components and )
demonstrating how the project activities will benefit tribal peoples was discussed in detail
and a specific project component has been added to address this issue.
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23.  Beneficiary/Social Assessment and Private Sector Studies. The Beneficiary/Social
Assessment and Private Sector Studics are progressing well and a first draft of phases I

and IT have been given 1o the mission for review and comment The mission is pleased to
note the excellent work being done by ASCI in collaboration with the Government.

24. . Performance Indicators. A list of performance indicators was discussed and agreed
upon. The Government will further refine this list, to be reviewed with the appraisal
mission. .

25.  Implementation Schedule and Procurement Plan. An implementation schedule has

. been prepared and reviewed by the mission. The phasing of the hardware and software

components need to be worked out more explicitly. The Government has agreed to

_ provide these by August 20, 1995. Procurement plans are being developed and will be

discussed with the Bank prior to the appraisal mission. -

26. Land acquisition Because the proposed project involves renovation and extension

of existing facilites, it is anticipated that the need for land acquisition will be minimal.
The Government has been asked to provide assurance that none of the sites where
hospitals.will be upgraded will entail involuntary resettlement of any persons.,

27.  Chief Minister's Health Relief Fund. During the meeting with the Chief Minister, a
request was made to the mission to consider whether it would be possible for the Bank to

support a Health Relief Fund already initiated by the Government. The Fund is intended to
provide specialised health services to the population below the poverty line afflicted with
life-threatening diseases such as oncological, cardiological, neurological and nephrological
disorders. The mission stated that it would seek the advice of Bank Management on this
proposal by the Swte since strictly it does not fall within the intended scope of the Health
Systems Deyelopment Project 11

28.  Next Steps. Given the excellent progress made by the Government in preparing the
project, it is expected that an appraisal mission could be scheduled for October, 1995, on
the understanding that the remaining activities récommended by this mission are
completed . : as

July, 1995
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l_)eﬁnitions
Scction LOT Unless the conte ot etl v+ quires, the several terms defined in
the Development Credit Agreement. the Preamblc 1o this Agreement and in the General

Conditions (as so defined) have the respective meanings therein set forth.
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ARTICLE Il
Excenti ol the Project

Section 2.01. (a) The Project States and PHSC declare their commitment to the
objectives of the Project as set forth in Schedule 2 to the Development Credit
Agreement, and. to this end. shall carry out the Project with due diligence and efficiency
and in conformity with appropriate administrative, financial and health practices. and
shall provide. or cause to be provided, prorptly as needed. the funds. facilities. services
and other resources required for the Project.

(b) Without limitation upon the provisions of paragraph (a) of this Section
and except as the Association and the Project States and PHSC shall otherwise agree, the
Project States and PHSC shall carry out the Pr i “* in accordance with the
Implementation Program set forth in Schedule 2 to this Agreement.

(c) Without limitation upon the provision of paragraph (a) of this Scction,
Punjab shall promptly make availablc the proceeds of the Credit received from the
Borrower to PHSC as part of its gruut - ibution in accordance with the provisions of
the Ordinance.

Section 2.02. Except as the Association shall otherwise agree. procurement of
the goods. works and consultants’ services regiuiiod ior the Project and to be financed out
of the proceeds of the Credit shall be governed by the provisions of Schedule 1 to this

Agreement.




Section 2.03. (a) The Project States and PHSC shall carry out the oblic- tions <
. forth in Sections 9.03, 9.04, 9.05, 9.06, 9.07 and 9.08 of the General Condition: (relating
to insurance, use of goods and services, plans and schedules, records and repor-:.
maintenance and land acquisition, respectively) in respect of the Project Agreement and
the Project.
(b) For the purposes of Section 9.07 of the General Conditions. anz without
limitation thereto. the Project States and PISC shall:

(1) prepare, on the basis of guidelines acceptable to the A\ ==~ciation
and turnish to the Association not later than six (6) moths atter
the Closing Date or such later date as may be agreed fc - this
purpose between the Association and the Project States and
PHSC, a plan designed to ensure the sustainability of tha
Project:

(it)  afford the Association a reasonable opportunity to exchange
views with the Project States and PHSC on said plan: and
(i1i)  thereafter, carry out said plan with due diligence and ¢! ticiency
and in accordance with appropriate practices. taking in:>
account the Association's comments thereon.
Section 2.04. (a) The Project States and PHSC shall, at the request of the

Association, exchange views with the Association with regard to the progress o1 the
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Project, the performance of its obligations under this and other matters relating to the

purposes of the Credit.

(b) The Project States and PHSC <hall promptly inform the Association of
any condition which interferes or threatens to interfere with the progress of the Project.
the accomplishment of the purposes of the Credit, or the performance by each of them of

its respective obligations under this Agreement.
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ARTICLE III
Financial Covenants
Section 3.01. (a) The Project States and PHSC shall each maintain records and
accounts adequate to reflect in accordance with sound accounting practices their
operations, resources and expenditures in respect of activities related to their respective
parts of the Project. of the departments or agencies responsible for carrying out the
Project or any part thereof.
(b) The Project States and PHSC shall:
(i) have records and accounts referred to in paragraph (a) of this
Section for each fiscal \car audited. in accordance with
appropriate auditing principles consistently appliced, by
independent auditors acceptable to the Association;
(i) furnish to the Association as soon as available, but in any case
not later than nine months after the end of each such vear. (A)
certified copies of its financial statements for such year as so
audited and (B) the report of such audit by said auditors. of such
scope and in such detail as the Association shall have reasonably
requested; and
(i) furnish to the Association such other information concerning

said records, accounts and financial statements as well as the



audit thereof. as 1l

reasonably e jusl

_ctation shall from time to time




ARTICLE 1V

- Effective Date: Termination:
Cancellation and Suspension

Section 4.01. This Agreement shall come into force and effect on the date upon
which the Development Credit Agreement becomes effective.
Section 4.02. (a) This Agreem. nt «nd 1l obligations of the Association and of

the Project States and PHSC thereunder shall terminate on the earlier of the follow ing

two dates:
41)  the date on which the Development Credit Agreement shall
terminate in accordan ith its terms: or
(i) the date twenty vears after the date of this Agreement.
(b) If the Development Credit Agreement terminates in accordance with its

terms before the date specified in paragraph (a) (ii) of this Section, the Association shall
promptly notify the Project States and PHSC of this event.
Section 4.03. All the provisions of this Agreement shall continue in full force

and effect notwithstanding any cancellation or suspension under the General Conditions.
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ARTICLE V
Miscellaneous Provisions .
Section 5.01. Any notice or request required or permitted to be given or made
under this Agreement and any agreement between the parties contemplated by this
Agreement shall be in writing. Such notice or request shall be deemed to have been duly
given or made when it shall be delivercd by hand or by mail, telegram, cable, telex or
radiogram to the party to which it is required or permitted to be given or made at such
party's address hereinafter specified or at such other address as such party shall have
designated by notice to the party giving sich notice or making
such request. The addresses so specified are:
For the Association:
International Development Association
1818 H Street, N.W.

Washington. D.C. 20433
United States of America

Cable address: Telex:
INDEVAS 197688 (TRT),
Washington. D.C. 248423 (RCA),
64145 (WU or
82987 (FTCC)

For the State of Karnataka:

Chief Secretary to the
Government of Karnataka
Bangalore. India
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“For the State of Punjab:
Secretary to the
Government of Punjab
Department of Health
Chandigarh. India
For the State of West Bengal:
Chief Secretary to the
Government of West Bengal
Caleutta, India
For Punjab Health Systems Corporati.in:
Managing Director
Punjab Health Systems Corporation
Chandigarh, India
Section 5.02. Any action required or permitted to be taken, and any document
required or permitted to be executed, under this Agreement on behalf of the Project
States or PHSC, may be taken or executed by the Chief Secretary in the case of
Karnataka and West Bengal, or the Secretary, Department of Health in the casc of
Punjab or the Managing Director in the case of PHSC or such other person or persons as
the respective Chief Secretary. the Secretary, Department of Health, or the Managing
Director shall designate in writing, and the Project States and PHSC shall furnish to the
Association sufficient evidence of the authority and the authenticated specimen signature
of each such person.

Section 5.03. This Agreement may be executed in several counterparts, each of

which shall be an original, and all collectively but one instrument.



IN WITNESS WHEREOF . 11, -A;-.u (1o ¢ iotocacting through their duly

authorized representatives. have cave 11hi . ment 1o be signed in their respective

names in the District of Columbia. Unii.} Stuies of America, as of the day and vear first

above written.

INTERNATIONAI 1:1° i 1 OPMENT ASSOCIATION

Regional Vice President
South Asia

STATE OF KARI . 1 -KA

STATE OF PUIMIAR

STATEOF W <1 BENGAL

PUNJAB HLAL 11!~ . 5TEMS CORPORATION

Authorized Representative
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Procuremeni cnd Consultants' Services

Section I: Procurement of Goods and Works
Part A: General

Goods and works shall be procured in accordance with the provisions of Secz:on
I of the “Guidelines for Procurement under IBRD [.uan. and IDA Credits™ published by
the Bank in January 1995 (the Guidelines) and the following provisions of this Secti-n.

as applicable.

Part 13: © International Competitn ¢ thdding

1. Except as otherwise provided in Part C of this Section, goods shall be procurzd
under contracts awarded in accordance with the provisions of Section 11 of the
Guidelines and Paragraph 5 of Appendix ! thereto.

2. The following provisions shail :pply to goods to be procured under contracts
awarded in accordance with the provisions of pariagraph 1 of this Part B.

(a) Grouping of contracts

To the extent practicable, contracts for goods <hall be grouped in bid packae:
estimated to cost $200,000 equivalent or more each.

(b) Preference for domesticallv manufactured goods

The provisions of paragraphs 2.54 and 2.55 of the Guidelines and Appendix 2

thereto shall apply to goods manufactured in the territory of the Borrower.
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Part C: Other Procurement Procedures
1. Except as provided in paragraphs 2 and 3 hereol, civil works may be procured .

under contracts awarded on the basis of national competitive bidding procedures in
accordance with the provisions of paragraphs 3.3 and 3.4 of the Guidelines.

z Civil works estimated to cost the equivalent of $45.000 or less per contract. up
to an aggregate amount not to exceed the equivalent of $18.000.000, may be procured:
(i) under lumpsum, fixed price contra:ts awarded on the basis of quotations obtained
from three qualified domestic contractors in response to a written invitation. The
invitation shall include a detailed description of the works, including basic
specifications, the required completion date, a basic form of agreement acceptable to the
Bank. and relevant drawings, where applicable. The award shall be made to the
contractor who offers the lowest price quotation for the required work, and who has the
experience and resources to successfully complete the contract: or (ii) through direct
contracting in accordance with the provisions of paragraph 3.7 of the Guidelines, and in
accordance with procedures acceptable to the A ziation: or (iii) with the Association’s
prior acreement. under force account procedures in accordance with the provisions of
paragraph 3.8 of the Guidelines, provided, however, that civil works procured under such
procedures shall not in the aggregate exceed $10.000,000.

3. Except as provided in paragraph 4 hereof -quipment estimated to cost less than
the equivalent of $200,000 per contract, up to an aggregate amount not to exceed the

equivalent of $12.700,000. may be procured under contracts awarded on the basis of
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national competitive bidding procedures, in accordance with the provisions of
paragraphs 3.3 and 3.4 of the Guidelines.

4. Equipment estimated to cost the equivalent of $50,000 or less per contract. up to
an aggregate amount not to exceed the equivalent of : (i) $4,200,000. may be procured
under contracts awarded on the basis of international shopping procedures in accordance
with the provisions of paragraphs 3.5 and 3.6 of the Guidelines; and (ii) $12.700.000.
may be procured under contracts awarded on the basis of national shopping procedures
in accordance with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

S. Vehicles estimated to cost not more than the equivalent of $300.000 in the
aggregate may be procured under contracts awarded on the basis of national shopping
procedures in accordance with the provisions of paragraphs 3.5 and 3.6 of the
Guidelines.

6. Except as provided in paragraph 7 hereof, medical laboratory supplics estimated
to cost less than the equivalent of $200,000 per contract. up to an aggregate amount not
to exceed the equivalent of: (i) $2,700,000, may be procured under contracts awarded on
the basis of national competitive bidding procedures in accordance with the provisions of
paragraphs 3.3 and 3.4 of the Guidelines, and (ii) $400,000 may be procured under
contracts awarded on the basis of international shopping procedures in accordance with
the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

7. Medical laboratory supplies estimated to cost less than the equivalent of $50.000

per contract, up to an aggregate amount not to exceed the equivalent of $2.300,000 may
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be procured under contracts awarded on the hasis of national shopping procedures in
accordance with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

8. Except as provided in paragraphs 9 and 10 hereof, medicines, furniture,
Management Information System/Information. Education and Communication
(MIS'IEC) materials and supplies shall be procured under contracts awarded on the basis
of national competitive bidding procedures in accordance with the provisions of
paragraphs 3.3 and 3.4 of the Guidelines.

9. Medicines estimated to cost less than the equivalent of $50,000 per contract, up
to an aggregate amount not to exceed the equivalent of $1,500,000 may be procured
under contracts awarded on the basis of international shopping procedures in accordance
with the provisions of paragraphs 3 S and 3.6 of the Guidelines.

10. Medicines, Furniture, MIS/IEC materials and other supplies estimated to cost
less than the equivalent of $50.000 per contract, up to an aggregate amount not to exceed
the equivalent of $3.700,000. $2.800 000 $1.700,000 and $11,100,000 respectively. may
be procured under contracts awarded on the basis of national shopping procedures in
accordance with the provisions of paragraphs 3.5 and 3.6 of the Guidelines.

11 Except as provided in paragraph 12 hereof, maintenance of buildings and
vehicles and equipment may be carried out under contracts awarded on the basis of
naticnal shopping procedures in accordance with the provisions of paragraphs 3.5 and

3.6 ot the Guidelines.
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12. Maintenance of buildings. and vchicles and equipment which meet the
requirements of paragraphs 3.7 and 3.8 ot the Guidelines and costing in the aggregate
less than the equivalent of $3,100,000 in the case of buildings and $7,000.000 in the case
of vehicles and equipment, may be carried out either (i) through direct contracting: or (i1)
force account, in accordance with the provisions of said paragraphs 3.7 and 3.8

respectively, of the Guidelines, and in u...rdance with procedures satisfactors to the

Association.
Part D: Review by the Association of Procurement Decisions
l. Procurement Planning

Prior to the issuance of any invitations to prequalify for bidding or to bid for
contracts, the proposed procurement plan for the Project shall be furnished to the
Association for its review and approval. in accordance with the provisions of paragraph
I of Appendix 1 to the Guidelines. Procurement of all goods and works shall be
undertaken in accordance with such procurctiiont plan as shall have been approved by
the Association, and with the provisions of said paragraph 1.

2. Prior Review

With respect to each contract for goods or civil works estimated to cost more

than the equivalent of $200.000 or.$300.000 1espectively, the procedures set forth in

paragraphs 2 and 3 of Appendix | to the Guidelines shall apply.



- 18-

3. Post Review

With respect to each contract not -govemed by paragraph 2 of this Part, the
procedures set forth in paragraph 4 of Appendix 1 to the Guidelines shall apply.
Section II: Employment of Consultants
1. Consultants’ services shall be procured under contracts awarded in accordance
with the provisions of the "Guidelines for the Use of Consultants by World Bank
Borrowers and by the World Bank as Executing Agency" published by the Bank in
August 1981 [(the Consultant Guidelines)]. For complex, time-based assignments, such
contracts shall be’based on the standard form of contract for consultants' services issued
by the Bank, with such modifications thereto as shall have been agreed by the
Association. Where no relevant standard contract documents have been issued by the
Bank. other standard forms acceptable to the Bank shall be used.
2. Notwithstanding the provisions of paragraph 1 of this Section, the provisions of
the Consultant Guidelines requiring prior Association review or approval of budgets.
short lists. selection procedures, letters of invitation, proposals, evaluation reports and
contracts. shall not apply to (a) contracts for the cinployment of consulting firms
estimated to cost less than $100,000 equivalent each or (b) contracts for the employment
of individuals estimated to cost less than $50,000 equivalent each. However, said
exceptions to prior Association review shall not apply to (a) the terms of reference for

such contracts, (b) single-source selection of consulting firms. (c) assignments of a

criticzl nature, as reasonably determined by the Association, (d) amendments to




-19-

contracts for the employment of consulting firms raising the contract value to $100.000
equivalent or above, or (¢) amendments to contracts for the employment of individual

consultants raising, the contiact vabue to $50.000 cquivalent or above.
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SCHEDULE 2
Implementation Program

1. Each Project State shall:

(a) ensure that within the allocations for the health sector in each Fiscal
Year curing the impiementation of the Project the share of resources for Primary and
Secor.dary Levels of Health Services shall be increased in each such Fiscal Year until
FY 0Z. and

(b) allocate in each Fiscal Year during the implementation of the Project
adequ:te resources for drugs, essential supplies, and maintenance of equipment and
buildings at facilities providing First Referral Level Health Services in accordance with
norms: acreed to with the Association’
2, Each Project State shall maintain its Strategic Planning Cell with adequate staff,
resou::es and terms of reference acceptable to the Association.
3. Each Project State and PHSC shall levy user-charges in district and sub-
divisi:znal hospitals in accordance with a program and time schedule acceptable to the
Assoc-ation, such program to focus, inter alia, on: (a) permitting the revenues collected
from =ser-charges to be retained at the hospital level; (b) implementing user charges in.a
phasc: manner after improvements i the quality of basic services and infrastructure
devel:oment have been completed; (c) developing and applying criteria for exempting
the pcor from user charges: and (d) strengthening appropriate management and

collec:ion arrangements for maintaining existing user charges. including the
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establishment and maintenance of District Health Committees in Karnataka and Wee:
Bengal for collecting such charges.

4. Punjab and PHSC shall, as the case may be. take all such measures as may he
necessary or required: (i) to enable PHSC to v «1rv out its part of the Project: and (ii) >
ensure that PHSC undertakes health care activities at the secondary level in accordancs
with service delivery norms acceptable to the Association . and in carrying out other
heath care activities shall ensure that its ability to perform its obligations under this
Agreement as determined, inter alia, from a review of the progress achieved in
implementing the annual work plans and in meeting the development and performancz
indicators referred to in paragraph 9 hereof is not adversely affected.

5. For purposes of enhancing the quality of health care services under the Project.
each Project State and PHSC shall: (i) maintain the key headquarters personnel
appointed for purposes of implementing the Project ; (ii) appoint and thereafter maintain
key additional personnel with adequate qualification and experience in accordance with a
schedule of appointment agreed with the Association; (iii) adopt, no later than six
months after completion of the physical improvements in any hospital under the Project.
and thereafter implement, staffing and technical norms acceptable to the Association: i
and (iv) provide on an amnual basis adequate funds, satistactory to the Association, for
the maintenance of previously existing equipment in health care facilities supported

under the Project.
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6. For purposes of carrying out Part B.3 of tt.. Project as set forth in Schedule 2 to
the Development Credit Agreement, eacl: Project State and PHSC shall. no later than
December 31, 1996; (i) issue appropriate directi-es to hospitals to strengthen the
management of the referral mechanism between the Primary, Secondary, and Tertiary
Level Health Services; (ii) establish and thereafter maintain and implement appropriate
referral protocols and clinical management protocols; and (iii) establish and thereafter
maintain and implement an appropriate incentive system for patients who use the
system.

7. Karnataka and West Bengal shall maintaia the District Health Committees with
such staff, resources, powers. functions and responsibilities so as to enable them to
facilitate, inter alia, the functioning of the referral mechanism, the collection and
distribution of user charges, maintenance of equipment, waste management, training of
technical staff, quality assurance, surveillance of communicable diseases and the
monitoring and supervision of their respective activities to be carried out under the
Project.

8. Each Project State shall take all <+ ! sneasures as may be necessary or required
in order to provide, and thereafter maintain, authority to DOHFW in the case of
Karnataka and West Bengal and to PHSC in the case of Punjab for managing the

activities to be carried out by them under the Project, including construction and

maintenance activities.
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(a)

95

Each Project State and PHSC shall:

by April 30 of each year during the imiplcinentation of the Project beginning

with April 30, 1997:

(b)

(1) provide to the Association an annual work plan, acceptable to the
Assoctation, setting forth the respecetive activities under the Project to be carriced
out during the prevailing Fiscal Year including the budgetary allocations to be
made available for such purpose, as well as the performance benchmarks and
development objectives to be achieved and drawn from the overall framework
agreed to be achieved under the Project including, inter alia, hospital activity
indicators, hospital efficiency indicators, and quality, access and effectiveness
indicators to be measured in accordance with methodology satisfactory to the
Association: and

(ii) review with the Association the progress achieved in implementing the
Project under the annual work plan for the previous Fiscal Year and the interim
plan referred to in sub-paragraph (c) below of this paragraph (9) with special
reference to the achievement of the performance benchmarks and development
objectives incorporated therein;

implement each annual work plan in a manner satisfactory to the Association,

with the goal, inter alia, of meeting the performiunce benchmarks and the development

objectives set forth therein; and
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(c) implement the Project until the formulation of the first annual work plan in
accordance with an interim plan agreed with the Association.

10. Each Project State shall ensure that: (i) its respective incremental budgetary
allocations under the Project for the Primary, and First Referral Level Health Services
for each Fiscal Year during the implementation of the Project shall be fully additional to
the allocations made in FY 95; and (ii) the budgetary allocations for the annual work
plans and the interim plan referred to in paragraph 9 hereof are made available on a
timely basis sufficient to meet the resource requirements under such plans.

3 8 Karnataka and West Bengal shall implement the Project in tribal areas (as
designated by each such Project State) and West Bengal shall implement the Project in
the Sunderbans Area in accordance with the principles, objectives and policies of the
Tribal and Backward Area Development Strategy with emphasis on: (a) strengthening
linkages between Primary, and Secondary Level Health Services: (b) providing an
incentive package to doctors and other medical staff to work in the tribal arcas of
Karnataka and in the Sunderbans Area of West Bengal: (c) increasing the appropriate
utilization of the medical svstem by the Scheduled Tribe population: (d) reducing the
cost to Scheduled Tribes of utilizing such system in Karnataka; and (e) increasing the
number of beds at sub-divisional and community hospitals.

12. PHSC shali carry out Part A.2 (ix) of the Project in accordance with procedures

and arrangements satisfactory to the Association.
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13. The Project States and PHSC shall, with the participation of the Borrower and
the Association: (a) jointly carry out by June.30, 1999 a mid-term review of the Project.
including on management aspects and financial sustainability, under terms of reference

satisfactory to the Association: and (b) carry out the recommendations of such review in

a manner satisfactory to the Association.



