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Comments on Rajasthan PIP

1.
Overall a reasonably good SPIP, but could be strengthened in many ways.  It is rather lengthy, repetitive, with some inconsistencies between the many ways in which information is presented, e.g., schematic, descriptive section on Strategies and Interventions, matrix on strategies and interventions, which makes it confusing and difficult for the reader to understand.  A large number of good practices/activities are proposed, but the evidence-base that these have been effective is not there, there is an implicit assumption that they will work.  Based on the evidence-base strategic choices need to be made.  There also seems to be dis-connecting between activities and budgets in many instances.

2.
Introduction and situation analysis: A good backdrop presented, and a very detailed situational analysis drawing from ICDS III has been undertaken, but the section has lots of repetition.  It can be simplified and redundancy can be removed, e.g., Godbharai, Annaprasan etc. feature in several times in the section.  There is a lot of duplication between situational analysis and gaps with lengthy descriptions, yet the evidence-base of their success is not clear.  If necessary, cross referencing could be done.

3.
Gaps and proposed activities:  Some portions are quite good, although in many parts the gap analysis is a repetition of the situation analysis with little analysis of specific gaps, as the following examples will illustrate:

i) There is a discussion on the situation of the poor utilization of services and some analysis in terms of accessibility (in respect of distance, location), what are/could be some of the other factors?  It might also be good to, if possible discuss/analyze the differential utilization/access by SC/ST groups or other marginalized groups.

ii) The discrepancy between the utilization figures from MPR data [Table 2.2] and those from using 2005 NFHS-III data [Table 2.3] is huge.  There is little analysis of why the difference – is it only a quality of service statistics issue or is it a larger issue of “population-based data” v/s ICDS catchments are data – which might indicate missed out habitations/population groups.  This is an important issue to unpack – has mapping been done, is it proposed? Etc. 

iii) While findings of the Social Assessment are outlined, there is no contextualization of these in the discussion, i.e., how these will be addressed, especially the exclusion issues.

iv) There is a good analysis of training issues and gaps

v) The analysis and the data presented on the utilization of the various services shows that utlilization of the services has been quite poor.  At the same time a number of the initiatives that are mentioned as “ongoing initiatives” are proposed to be expanded.  It is not clear as to why these initiatives will work now if earlier they haven’t improved delivery and utilization of services to the extent desired.  

vi) Also in several instances, the rationale for and the evidence base for proposed activities is not clear.  For example, it is said “GSS formed as part of ASAT were reasonably effective in ensuring community involvement and awareness generation” but what is the evidence base or the basis for this conclusion is not presented or referred to. In this particular case: where is the evidence that these were effective; b) why were they discontinued (there is mention of revival) or did they become defunct – these are important questions that need to be answered before choosing the most effective mechanisms for eliciting community participation.  For instance how will Godbharai etc. now be different to make them effective (in some places it is mentioned that these were not effectively used to communicate Nutrition and Health messages, bring about behavior change.  What were/are some of the key gaps? Unless it can be demonstrated that there will be a critical change to strengthen the earlier weaknesses, there is no point in further expanding the same activities.  

vii) It is acknowledged that the SPMU in ICDS III did not get fully staffed.  It is important to address the issue of “why it was not staffed” in this proposal, else it might end up the same way in this project as well.  Further, it is said that during ICDS III the State Project Management Unit (SPMU) in Rajasthan was strengthened by the addition of some subject experts, including one for ECE.  Unfortunately, no permanent positions were created, and the jobs were instead filled by deputation from other departments or by the appointment of consultants.  As could be expected, once the project ended all the subject experts disappeared.  This raises the issue of what could be done under ICDS IV to prevent the same thing from happening.

viii) Very important issues of phasing out old AWWs/non-performing staff etc. have been raised, but how will this be dealt with or how would these constraints be overcome is not addressed and perhaps there are no easy answers, but some thought should be devoted to dealing with such issues that affect program implementation

ix) Lack of an “exit strategy” for ICDS III has been identified as an important gap – a very good point made, yet an “exit strategy” for ICDS IV, i.e., how will the sustainability aspects of ICDS IV interventions be ensured needs to be included.

x) Staff vacancies – very good analysis, yet there isn’t a solution proposed that will ensure that staff will be in place.  Problems with contractual staff have also been pointed out – what is then the way to resolve these issues.

4.  The process followed to develop the PIP is described well – the district planning process was followed, DAPs developed and reviewed at state level, then finalized and the state PIP is stated to be drawn from district plans plus inputs from consultations, experts etc.  The process included district, block consultations, consultation with PRIs, SHGs, all levels of functionaries, beneficiaries, mothers’ committees, Health functionaries.  However, please refer to the comments on Social safeguards and fill in any gaps.

5.  Outcome Indicators and Targets:   There are several problems with this section.  First, it does not set a separate indicator/target for reducing malnutrition in children 0-3, and the project’s focus on this group is lost.  Second, what is the rationale used for setting targets.  Third, no indicators/targets for ECE have been included. 

6. Activities:  

i) For all of the activities that are proposed to be expanded, e.g, Sanjha Chulha (recipe demonstration) how will these lead to behavior change regarding infant young child feeding practices and care, micronutrients, timely mgt and treatment of illnesses.  As currently positioned, these appear to be an end by themselves, whereas these are actually a means to an end. It is important to bring out the linkages with outcomes.

ii)  p. 146, under the section on “Improving Quality of Services” (4.1.4) the SPIP says that “Linkages will be established at state and district levels with Rural Sanitation program being implemented by Panchayati Raj department and Drinking Water program of PHED department to provide toilet facilities and reliable drinking water in the AWCs”.  This sounds good, but the question arises as to why they have not done so already?  This applies to many other points that pertain to actions that, as a matter of common sense and basic management principles, should have been taken long ago.  What is needed in these cases –and is generally lacking—is an explanation of what changes will be made to the program, in terms of organization, management, incentives, etc., in order to cause such “common sense” actions to be actually taken.

iii) A number of the activities envisaged involve the mobilization of “the community”.  For example, in page 166, the SPIP states that active involvement of Mothers’ Committees and Self-Help Groups will be sought in order to build a conducive environment for the caregivers/mothers to do the right thing in terms of Infant and Young Child Feeding (which is some cases would go against long-standing traditions).  This sounds like a good idea, provided such community organizations (Mothers’ Committees and Self-Help Groups) are widespread and vibrant.  However, the table in page 84 indicates that according to the End-line Survey of ICDS III, only 6.3% of the mothers of 0-6 year children in the sample reported participating in the activities of Mahila Mandals (Women Empowerment Groups), Mothers’ Committees or Self-Help Groups.  

iv) Similarly, a number of activities proposed would depend on the active involvement of PRI members.  However, on page 79 the SPIP states that while village-level PRI members are actively involved in the selection of AAWs, ASHA Sahyogini, Sathin (grass-root worker), and helper, they are not so interested in overseeing the functioning of AWCs once the staff is in place.  So what then is the rationale for and what will be done differently to elicit and sustain PRI interest 

v) Quality assurance and accreditation is a good concept but it is unclear if rating of AWCs is the best way to do it.  What other systems/options have been explored and why this has been selected.  There is the danger of false reporting and data quality of MPRs, how will this risk be mitigated or managed? Data quality and reliability are already huge issues. 

vi) Division of roles and responsibilities shows that the ASHA has more responsibility for BCC, home visits etc.  If the ASHA does not report to the ICDS system, what is the influence/supervision that ICDS has on her?  Also there are some critical points regarding the AWW-ASHA role/responsibility differentiation, e.g., IFA for pregnant women, registration of pregnant women, lactating women.  There are implications for CB in terms of numbers – where are the Sahayogini’s trained now – what is their training content? Who does she report to? Who monitors her activities?  How effective has the approach been – any studies, documentation etc.?

vii) An urban strategy has been discussed which proposes Mobile AWCs – what is the rationale and how it will address urban issues?  Although mobile AWCs are mentioned, the rest of the text relates only to fixed-site AWCs, neither does the budget reflect the mobile AWCs.  Similarly, mobile Health delivery facilities – why is this a better strategy than linking the beneficiaries with health facilities in the cities, e..g, municipal health facilities,  where is the analysis that this is a better approach?

viii) Some thoughts are articulated for the special need of tribals and tribal areas.  However, a clear plan does not emerge.  Again mobile AWCs are proposed – not clear as to why and how these would address the key issues in tribal areas?  Any reference to such interventions is found in the detailed cost table.  Mobility support for LS is an important issue.  Again, the how of it is not clear – just giving an allowance does not facilitate mobility, so are other alternatives are possible?

7.  ECE:

i)  The situation analysis shows that the availability of indoor-outdoor play material is not bad, but shows it isn’t used.  Also Kilkaari exists.  Even though some constraints regarding usage have been mentioned, yet it isn’t clear as to how will the usage issue be resolved.  Also quality of materials is important to assess and improve.

ii) ECE utilization per NFHS is only 10%, so clearly there are huge issues with ECE attendance. Besides data quality issue other factors might be there (refer generic comments)

8. Nutrition:

i) There is a lot of emphasis (so it appears) on tracking malnourished children.  It is recognized that SAM need treatment and rehabilitation, yet it is important to strike the balance with the preventive approach.  The discussion is so fragmented and in various places that it is hard to get a sense of the relative emphasis.  

ii) Under the Adolescent Girls (AG) empowerment section too many activities are included, e.g., livelihood training etc.  While there is no denying the need for this and the concept is good, but ICDS IV will be a focused project - on the two outcomes related to Nutrition and ECE and the behavior change focus seems to be lost amongst the multitude of things proposed..  Lifeskills and NHEd could perhaps be included, but for other things might be a good idea to refer them to vocational training centers etc. or motivate them to go back to school/bridge programs.  

iii) Too m any details of Supplemental feeding are included.  These are not necessary.  As discussed, the decentralized preparation of supplemental food by local groups will not be possible to support under ICDS IV.

iv) The “How to” of promotion of micronutrients is not addressed.  

· the strengthening of micronutrient supplementation program have not been given attention in micronutrient interventions, although there appears some mention somewhere else in the document, but is not consistent.

· For supplies of supplement, procurement by ICDS is proposed – convergence with Health should perhaps be the first line of approach but provision should be kept for filling in gaps.  

· Supply/logistics not an identified problem and no solutions suggested.

· Zn and vitamin A supplementation – how it will be operationalized/strengthemned is not discussed.

· Please include more details about the sprinkles experience.  Have any effectiveness studies been done, what are the results, what kind of scale-up is planned etc.?  Might be good to position a larger pilot first. 

9.  Targets:

· Rationale for the targets? Some of these are very modest, while some appear very ambitious.  For example, severe malnutrition - no reason for it to be there 5 years down the line

· Can ICDS commit to reducing TFR, Crude birth rate – what are the interventions?

· Different levels grouped together under Objectives, e.g., nutrition – pg 101 – 1 and 2 are behavior change related (outcomes), whereas 3 and 4 are input related (worker capacity building and enabling mother’s to practice desired behaviors)

· Some are quantified whereas others are not, e.g., ECE, NHED (if that is being made a separate component as it is now) – targets need to be articulated.

10. Project Management and Institutional Development section is well thought through. TORs, qualifications etc. worked through.  Please also refer to general comments.

· the STCRC and the District Training and Resource Center – the pros and cons of integrating with SPMU/District cell or creating separate institutions should be analyzed.  Integrating with the other management structure might be better.

· Resource center mainly for adolescent girls at the Sector level/LS office – the rationale and how it would contribute to outcomes is not clear.  Please bear in mind the relative focus on the different elements and that should serve to guide the level of effort and resources allocated for these. 

11.  Training:  A good analysis is included.

· The training needs assessment and dynamic training programs are in principle a good idea.  Again in terms of “How”, i.e., how will this training reform be implemented; implications with respect to existing NIPCCD curriculum, modules, cost norms etc. should be explained

· Leadership training is a good idea.  Might be a good idea to have these conducted at one of the Management Institutes.

· Communication training is important for all cadres.

12. M&E

· Indicators on pg 154/155 need to be carefully looked at, especially those under Process category – see pg 155 .  Also the rationale for measuring percentage increase over the percent of total is not understood.

· IMR, Neonatal MR will be hard to measure, will require huge sample sizes.

· ARI morbidity – is it within the manageable interest of the ICDS? These are only some examples. 

· Specific mechanisms for community engagement in monitoring need to be spelt out rather than the theory or narration.

· Discussing AWW performance at PRI meetings may not be such a good idea.  It will be better to discuss specific community data – e.g., how many children are gaining weight, how many not gaining and who are they – who has not been weighed and why kind of things will be more useful.

13.  Innovations and pilots:  Although these have been referred to in some places but no concrete idea has come forth.

14.  Budget and Cost Tables:  These need to be reformulated.  As presented, its main headings are a strange combination of object classification categories (e.g., Furniture, Equipment, Construction, Utensils for AWCs, Health and Nutrition Supplies) and functional classification categories (ECE, IEC, Nutrition).  The table also does not distinguish between expenditures to be made by the State level and those to be made by the High-Burden Districts.  State needs to reformulate the table using the format of Table 4.3 of the SPIP Guidelines. 
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