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A Proposal:

Leadership Training for Population and Reproductive Health Programs in India

This proposal describes the need for leadership and management training of mid-level managers in public sector health programs in India. It outlines the planning phase for developing such a training program.

I The Problem to be Addressed: 

Since the mid-nineties, India’s population program has seen a paradigm shift, at least at the policy level. Changes have included an increased emphasis on quality, primacy to client choice rather than demographic objectives, and an expansion of services beyond family planning and maternal and child health to address a wider range of reproductive health needs.  The primary management tool used thus far, i.e. centrally defined contraceptive specific targets for health workers, has been replaced by the concept of community needs assessment and response. An attempt has been made to decentralize program design and management.  

However, these policy changes have not been transformed into action at the grassroots level. Health workers at the field level, and their managers at the district level, are unclear about their new roles and responsibilities. Decades of centralized planning and centrally-driven programs have left administrators at the district and periphery ill-equipped to handle these newer responsibilities. Moreover, inflexible administrative systems, a pre-occupation with reporting requirements and administrative procedures, meager budgets, and the slow pace of social change have caused many mid-level managers to be disheartened. This is compounded by a situation where good work is usually not recognized, and rarely rewarded. 

Nevertheless, there are several public sector health staff who are committed and skilled, and have brought about change in their program areas. They have achieved some degree of success in reaching under-served groups, improving quality of services, building effective alliances with other development workers, or maintaining the motivation levels and performance of their field staff. They have demonstrated leadership qualities in the face of heavy odds. Such persons need to be supported to continue and extend their efforts. Without such leadership, public sector health programs will find it more difficult to increase access to health services, improve quality, or respond to client needs.

The NGO sector has been better able to internalize the policy changes discussed above and to transform them into action. In fact, it has been the NGO sector which provoked and led the policy change.  However, NGO capacity is highly varied, and many health service NGOs need an enhancement of selected management skills.

The demands of the new paradigm require that NGOs and Government work together more closely, and staff both of NGOs and of Government need to build capacities and skills for understanding and working with each other.

Thus, there is a need for building management and leadership skills within public sector health programs, as well as in NGOs. 

II Background 

India’s population of 1 billion resides in 35 states and union territories. The administrative unit within the state is the district, which is key for development activities, as well as for management of health care. India has 593 districts, each with a Chief Medical and Health Officer (CMHO) charged with the responsibility of managing the public health care system.

Within a district, services are delivered through a network of Subcenters (staffed by 2 paramedics, covering populations of 3-5000), Primary Health Centers (staffed by 2-3 doctors and covering a population of approximately 30,000); Community Health Centers (staffed by 6-10 doctors and covering a population of approximately 150,000). The CHC operates at block headquarters, the administrative unit within a district. Above the CHC is a District Hospital with approximately 30 doctors and covering the population of the entire district, which is, on average, 1.5 m.      

India has approximately 140,000 subcenters, 23000 Primary Health Centers, 3000 Community health centers, 30,000 doctors in the public sector and 300,000 paramedical staff in the public sector.  The CMHO therefore has the daunting task of managing infrastructure, motivating staff, strategic planning, budgeting and budget management, and regulatory functions.  CMHOs are also expected to guide their deputies, their Block level medical officers (doctors) and medical officers in charge of PHCs in fulfilling their managerial functions. His/her basic medical education equips him/her poorly for this function, and on-the-job training is limited. 

Recognizing the need to enhance the management skills of public system managers, the Reproductive and Child Health program of the Government of India has made a beginning by running short-term courses through selected management training institutions. These courses have been recently initiated. Training capacity is limited, and there is need for additional initiatives, particularly those that can address personal development needs of the managers as opposed to only capacity development for planning. 

Donors such as UNFPA have also initiated gender training for public sector staff, but again coverage is limited.

So far, less than 100 courses have been completed, covering separate aspects of training. A comprehensive training program, addressing leadership skills has not yet been developed.

III. The Specific Objective of the Project:

To design a leadership-training program for mid-level managers of public sector and NGO health programs.

IV Approach to Achieving Objective:

The proposed nature of the training program is described below. The issues to be considered are laid out, and a process for obtaining answers is outlined.

a: Proposed Nature of Training Programme:

A short-term management and leadership training program will be designed for mid-level managers of public health programs. Participants are expected to be district level chief medical and health officers (CMHOs), their deputies, block level medical and health officers, and medical officers in charge of primary health centers. These four levels of staff form the backbone of public health administration outside of the state capital. In addition to these core managers, managers at the state level will receive an orientation. Finally, selected NGO managers will be trained, especially those that are from the same region as the public sector staff. 

It is expected that the initial training would be for a period of two to four weeks, followed by six-monthly interaction over a two-year period.

The training content would focus on the following:

· Strategic planning: including the use of local data for planning, building local partnerships and alliances, advocacy and communication, human resource management, and effective monitoring and evaluation;

· Reproductive health and gender: understanding why the policy shift was made in India, what are the elements of RH and how these can be operationalized in the local situation, what gender means in the context of RH, and how programs can be made gender sensitive;

· Leadership: understanding one’s own skills and limitations, leading within a bureaucracy, and identifying sources of strength and support.

Hence, the training would address three levels: the policy, the program within the context of the policy, and the self within the context of the program.  

The training will enable health managers to better understand community needs, as they are now expected to be guided by this rather than centrally determined targets. It will strengthen practical skills for planning, thus helping managers make the required shift to decentralized planning as opposed to following plans and objectives developed and handed down by their superiors. Finally, it will help to build self-reliance and self-confidence, so necessary if district officials are to be managers within a constraining bureaucratic system, rather than only administrators. 

Participants would go through a selection process. The four categories of staff described above would be eligible to apply, as would NGO and state-level managers.  Individuals would have to demonstrate leadership potential, assessed through initiatives they have personally taken, and their professional achievements. 

Since change cannot be achieved without a team, the program would provide some support for capacity building, workshops, or other processes that a participant may wish to undertake with his or her team.   

There is need to build a critical mass for change to occur. Given the geographical spread and large numbers within India, there is a high risk for efforts to be diffused. The program would therefore be limited to staff from two, maximum three, states of the country. 

This training would differ from the management training currently being offered to public health program managers. For one, it would involve a selection, not complete coverage of all managers. It would support capacity building processes for the manager’s team. It would not be a one-time short-term training. Finally, it would attempt to link program management outwards through an understanding of the “why” of new policies, as well as link management inwards, to the individual’s skills and leadership potential.  The program would thus complement, rather than substitute, ongoing management training programs of the Government of India’s Reproductive and Child Health (RCH) Project.

b: Design Process:

The process of designing the program would involve several steps. As a first step, discussions would take place with Government to assess whether such a public-sector-oriented leadership training initiative would be (a) useful and (b) practicable.    

Subsequently, details of the program would be worked out on the basis of the broad parameters described above. Specific answers would be sought for the following questions:

· What criteria would be used for participant selection

· What numbers would be trained

· What would be the most appropriate duration, balancing the needs of the trainees with constraints on the ability to take time away from office

· The curriculum, methodology and materials for each of the three sections of training

· What flexibility could be introduced so that each person can learn what they need -- how to avoid a one-size-fits-all approach  

· Nature of long-term support and mentoring that could be provided, including curriculum for the six monthly follow-up interactions

· The nature of support that could be provided to participants’ teams

· Which institution(s) could house such a program

· Faculty identification and development

· Administration and project-management needs, and how they might be met

· An evaluation plan

· Funding requirements and sources

V Inputs:

Program design will require multiple consultations with key partners and stakeholders; technical input, particularly for curriculum design and material development; and visits and meetings with potential implementing agencies.

The planning phase would be undertaken jointly with a colleague Dr. K. Pappu. Dr Pappu heads an NGO in India and is currently on a one-year postdoctoral Gates-funded population leadership program at Johns Hopkins. Dr Pappu will also obtain technical and financial support from JHU.

VI Activities:

The planning process would include the following activities:

1. Review of the content, material and methodologies of existing population leadership training programs offered in the US and in developing countries, including the programs initiated in Indonesia, Bangladesh and China. Additionally, a review of selected leadership training programs offered for mid-career public sector staff in other development sectors in India. While the Bangladesh program has been discontinued, a leadership/management training program is ongoing in Indonesia.  Its design is based on the management training offered at Johns Hopkins. It is a large scale, health- focussed, public sector intervention, addressing a subset of the issues that are planned for the India training. As it is also Asia-based, it would be valuable to see what lessons that program offers for the proposed training in India. A two-person team will plan to visit Indonesia to learn from their experience.   

2. Formation of a Coordination and Planning Committee, possibly under the chairmanship of a senior officer of Government, with representation from state government, national and international training institutions, and experts. The committee would, with input from the Academic Committee (see below), finalize the parameters of the training program, the location of the program and the institution that would manage it, raise funds, and guide the program in its initial phases.

3. Formation of an Academic committee with representation from persons with expertise in issues of leadership, management, and training. Representatives would have expertise in the public sector, health, gender, and related areas. The committee would advise the Coordination and Planning Committee on issues of curriculum and training design, duration, participant selection, mentoring etc.

4. Finalization of the framework for training (responding to issues identified above) and curriculum outline

5. Identification of institutional partners to house the training 

6. Identification or development of detailed curriculum and training materials

7. Development of an evaluation plan

8. Proposal writing

9. Identification of sources of funding  

The timeframe would be a 12-14 month preparatory phase. Subsequently, the program would run for a minimum of five years.

VII. Output:

The output would be 1) a framework 2) training material and 3) a proposal for a leadership-training program. The framework would recommend:

· number and nature of participants; 

· selection procedures;

· duration;

· curriculum outline, and training methodology;

· nature of continuing support to participants

· faculty; and

· institutional partners

VIII Impact:

If a leadership-training program is initiated on the basis of the proposed design, this will contribute to building management and leadership skills within public sector health programs, as well as in NGOs. 

IX Evaluation and Indicators of Success:

Success will be indicated by:

1) the availability of a design that gives specific guidance on :

· number and nature of participants; 

· selection procedures;

· duration;

· curriculum, methodology and materials;

· nature of continuing support to participants

· faculty

· institutional partners; and 

· funding sources   

2) Sufficient interest within government for implementing the program, as proposed.

3) High possibility of funds becoming available for the implementation phase

X Budget: 

A core group will serve as secretariat for this effort. These persons will be expected to contribute their time over the course of a year.  Some of the consultations between them will be done by email, but if meetings are required the travel will be combined with other meetings so that there is little additional cost involved. However, some in-country travel may need to be fully funded.  Funds will also be required for communication, photocopying etc. Committee meetings, of which there may be several, will also need funding. Finally, there will be costs associated with the Indonesia visit, and possibly for other overseas technical assistance, to guide course content, especially related to strategic planning. 

PLP funds will be used for two persons to travel to Indonesia. Funds for in-country costs (in-country travel of the planning team, Committee meetings, communication costs etc) cannot be fully met from PLP funds, but will be partially covered by these resources. 

Other sources of funding would be identified to complement PLP resources.  JHU may be able to contribute technically and financially. If not, domestic sources of assistance will be identified, and other sources, such as the Packard Foundation, will be approached to cover costs of overseas technical collaboration. 

PLP resources wold be used for the following:

1. Review of Training Program in Indonesia:


One week visit for 2 persons:


Airfare: $ 650 x 2 people =  $1300


Daily allowance $ 100 x 7days x 2 people =  $1400


Total $ 2700  

2. In country consultative meetings with planning committees (one out of four meetings):


Meeting costs $ 300

Airfares of upto 4 participants $600 (other participants to be funded from other sources

Total: $ 900 

3. Costs of communication, long distance phone calls, office supplies, photocopying of reports, temporary secretarial assistance, etc.    

Total: $ 400

Grand Total: $ 4000

XI Log-frame: 

See Annex I

XII Leadership Skills Required to Complete Project:


Persistence; Negotiation; Inspiring others to believe that this is both necessary and possible; Coordination; Attention to detail; Skepticism – identifying why the intervention won’t work, and addressing these lacunae. 

Annex I: Log-frame


Project Structure
Indicators and values
Means of Verification
Assumptions

Aims
Build management and leadership skills within public sector health programs, & in NGOs. 


Among trainees and their teams: 

· Improved teamwork; 

· gender sensitivity;

· Developing strategic plans and achieving objectives set by self;

· client-sensitive implementation of programs

· creative problem solving

· initiative


1) Special survey of trainees, peers, subordinates and supervisors

2) Review of district plans and their implementation 
Training will significantly improve management and leadership skills 

Staff will  improve performance without external recognition or rewards

Objective
Design a leadership-trg program for mid-level managers of public sector health programs & of NGOs.
1) Framework and training material available

2) Sufficient interest in  govt to implement trg program

3) High possibility for funding
Report of Planning Phase
Government will implement the training program as proposed, specially releasing staff for the duration proposed

Outputs
1.Framework for  leadership trg program

2. Training materials 

3. A proposal
Design Specifies

· No. & nature of participants

· Selection procedures

· Duration

· Curriculum & trg methods

· Trainee follow up mechanisms

· Evaluation plan

Identifies:

· Faculty
Review of available documents
Some training material will already be available, at least from similar trg programs in other developing countries 



Input
1) Review similar existing trg programs

2) Constitute Planning Committee

3) Constitute Academic Committee

10. Finalize framework & training materials 

11. Identify institutional partners to house trg

12. Develop evaluation plan

13. Write proposal

14. Identify funding sources  


· Committees constituted & meetings held

· Visits to potential institutional  partners undertaken

· Curriculum and material prepared

· Proposals written & submitted


Review of minutes, documents
Government will nominate a senior person to participate in planning.

Suitable institutions exist who have interest, substantive knowledge of all 3 areas of training proposed, and trg management capabilities 
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