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LOW-COST PRIVATE AND GOVERNMENT
PRIMARY SCHOOLS IN THE RURAL
DARJEELING HIMALAYAS

Under the Right to Education Act, free
and compulsory primary education is
available to all children in India. In
Darjeeling, West Bengal, government
primary schools are widely
distributed and easily accessible to
most students. Parallel to the
government system is a network of
independently owned schools that
exist outside of the public regulatory
structure. Such schools are designed
to be broadly affordable to
economically disadvantaged families
and have been labeled low-cost (or
alternatively “low-fee”) private
schools.

Over the past decade, there has been
an increase in families selecting
private education for their children.
This is borne out in our sample and is
reflective of a situation that is
common throughout much of India
and other LMICs.57 Perceptions of
relative quality and the belief that
education is key to accessing the
benefits of India’s rapidly growing
economy are driving factors behind
the growth of the private school
market. However, there is substantial
debate and ongoing research on the
impact of low-cost private schools on
educational equity and
achievement.57–59 Here, we will
abstain from such judgment. Rather,
on the basis of our observations and
experience, we will highlight a few
key differences between the
school types.

Low-cost private schools are financed
entirely by user fees. In our sample,
typical fees were $70 to 90 per
student per year, excluding out-of-
pocket costs for textbooks, uniforms,
and other supplies. Overall, families
report spending ∼$150 per year on
their child’s education. This stands in
direct contrast to government
schools, which, in addition to being
free to attend, provide students with
textbooks, supplies, and access to
government initiatives, such as the
school meal program.

As a result of the costs associated
with private education, there are
important differences in the
socioeconomic profiles of students
enrolled in the 2 systems. As
demonstrated in Supplemental
Table 6, students in government
schools tend to come from larger
households with less wealth and
lower annual incomes. The parents of
children in private schools tend to
have higher educational status and
are less likely to belong to historically
disadvantaged groups. Additionally,
with per-child costs exceeding 10% of
the average household income in our
study sample, the choice to commit
a substantial portion of disposable
income toward education represents
differences in family dynamics
and ethos.

Similar to the student populations,
there are substantial differences in
the teaching staffs between the 2
school types. Teachers in government
schools must possess a bachelor’s
degree in education or other formal
certification; teachers in private

schools have little to no formal
training and typically no previous
work experience in the field of
education. Government school
teachers earn .$500 per month; in
contrast, private schools (in an
attempt to maintain affordability) pay
teachers ∼$75 per month. However,
despite these differences, the teachers
in private schools are widely
perceived as being more engaged and
committed.

Despite the differences highlighted
here, both institutions serve as the
primary site of education for students
in rural, resource-limited settings. For
school health programs to effectively
engage with this target population, it
is our belief that they must be
designed and tested in both
environments.

FOCUS GROUP DISCUSSION GUIDE
(PARENTS)

I am [name] from CHHIP, today we
are conducting a participatory
assessment of the Community Health
and Hygiene Improvement Program.
This research will be used to help us
understand the benefits and
challenges of CHHIP being in your
community. We will use this
information to improve our
programming and share with others
the results of our program.

Today, you will be participating in
a focus group that will take
approximately 1 hour. Your
participation is voluntary; if you do
not wish to participate, you may stop
at any time. Your responses will be
kept confidential, they will be kept
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completely anonymous, and your
name will not appear anywhere in
our reports. We will be audio
recording this focus group so that we
capture everything that is being said.
The tapes will be stored in our office
in a locked cabinet and will not be
available to anyone outside of the
CHHIP project team.

Taking part in this focus group is your
agreement to participate. If you have
any questions about your
participation in this focus group,
please ask them now.

Feasibility

1. Where do you interact with the
SHA? (Probe for examples)

a. Does the SHA come to your
house?

b. Do you encounter the SHA at
your child’s school?

Acceptability

1. How accepted is CHHIP within
your community? (Probe for
examples of why or why not;
probe for specifics)

a. How do you feel about what the
SHA tells you? (Probe for
whether there is a sense of
trust)

b. How well do you feel the SHAs
are able to handle the health
issues that arise either
personally or through referrals?

c. If your child is sick, whom do
you turn to for help and/or
advice?

• How often do you approach
SHAs for help or advice?

Impact

1. Can you tell me about the purpose
of CHHIP? (Probe for specifics)

2. How has your child’s life changed
since participating in CHHIP?
Please share specific examples.

a. Has participating made your
child healthier?

b. Have you noticed any changes
after some of the health

interventions, such as iron
supplementation or
deworming?

c. Has there been any change in
your child’s behaviors or
habits?

3. Do your children share what they
have learned about health with
you? (Probe for specifics)

a. What have you learned?

b. Have you and your family
changed anything as a result of
what your children learn in
school?

Wrap-up Questions

1. What else can CHHIP do to help
your child, family, or community
become healthier?

2. Do you have any other suggestions
or opinions about CHHIP that you
want to share?

Thank you!

FOCUS GROUP DISCUSSION GUIDE
(TEACHERS)

I am [name] from CHHIP, today we
are conducting a participatory
assessment of the Community Health
and Hygiene Improvement Program.
This research will be used to help us
understand the benefits and
challenges of CHHIP being in your
community. We will use this
information to improve our
programming and share with others
the results of our program.

Today, you will be participating in
a focus group that will take
approximately 1 hour. Your
participation is voluntary; if you do
not wish to participate, you may stop
at any time. Your responses will be
kept confidential, they will be kept
completely anonymous, and your
name will not appear anywhere in
our reports. We will be audio
recording this focus group so that we
capture everything that is being said.
The tapes will be stored in our office
in a locked cabinet and will not be

available to anyone outside of the
CHHIP project team.

Taking part in this focus group is your
agreement to participate. If you have
any questions about your
participation in this focus group,
please ask them now.

Feasibility

1. Does the SHA conduct weekly
classes?

a. Do you have any concerns
about attendance? For example,
has the SHA ever been absent
unexpectedly?

2. Are there any project activities
that you are aware of that the SHA
is not delivering? (Probe for
examples)

3. What helps the program work well
(facilitators)? (Probe for specifics)

a. For example, does the SHA do
specific things to help the
students feel comfortable?

b. How do you feel about CHHIP’s
approach to joyful learning?

c. Does the weekly structure of
the program provide
consistency for the students?

4. What challenges (barriers) does
the program face? (Probe for
specifics)

a. For example, are there too
many or too few lessons?

b. Do SHAs have the appropriate
training to conduct lessons?

c. Do students ever avoid CHHIP
activities or the SHA’s lessons?

d. Do you feel that referrals have
the appropriate follow through?

Acceptability

1. Can you describe the purpose of
CHHIP being in your school?

2. Do you trust the SHAs? (Probe for
specifics)

a. For example, if you found out
that there was a child with
a medical condition (or another
sensitive issue) occurring,
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would you reach out to
the SHA?

3. How often do you approach SHAs
for help or advice about students?
(Probe for examples)

4. Do you feel the SHAs are able to
handle the health issues that arise
either personally or through
referrals?

5. Do you feel informed about what
your students are learning during
CHHIP? If so, do you feel the
content is appropriate?

a. What can CHHIP do to make
you feel more involved in the
project?

6. How has CHHIP influenced your
teaching style and/or your
behavior toward the school
children? (Probe for specifics)

a. Has corporal punishment or
other disciplinary procedures
changed as a result of CHHIP?

b. How do you feel about the
CHHIP curriculum activities?
Do you think CHHIP’s activity-
based learning is effective for
children?

7. How can CHHIP improve? What
else can CHHIP do to help your
school and its children become
healthier?

Impact

1. How has CHHIP changed the social
and/or learning environment of
your school? (Probe for examples)

2. Are there any negative outcomes
of CHHIP, such as
a misunderstanding of health
information? (Probe for specifics)

3. What do you think are the most
powerful things that students
learn from CHHIP? What are your
favorite CHHIP lessons?

4. Do you feel students are receiving
referrals when necessary? Please
share specific examples of why or
why not.

5. Is there adequate follow-up after
screenings?

Wrap-up Question

1. Is there anything else that could be
done to improve CHHIP in the
future?

Thank you!

SEMISTRUCTURED INTERVIEW GUIDE
(SHAS)

I am [name] from CHHIP, today we
are conducting a participatory
assessment of the Community Health
and Hygiene Improvement Program.
This research will be used to help us
understand the benefits and
challenges of CHHIP being in your
community. We will use this
information to improve our
programming and share with others
the results of our program.

Today, you will be participating in an
interview that will take
approximately 1 hour. Your
participation is voluntary; if you do
not wish to participate, you may stop
at any time. Your responses will be
kept confidential, they will be kept
completely anonymous, and your
name will not appear anywhere in
our reports. We will be audio
recording this focus group so that we
capture everything that is being said.
The tapes will be stored in our office
in a locked cabinet and will not be
available to anyone outside of the
CHHIP project team.

Taking part in this interview is your
agreement to participate. If you have
any questions about your
participation in this focus group,
please ask them now.

1. How accepted is CHHIP within the
communities you work in?

a. Are students and/or
community members excited to
see and talk to you?

b. How often does the community
ask you about health concerns?
Please give specific examples
and explain how you handled
the situation.

c. Do you feel that you are
a trusted and/or valued

member of the community?
Why or why not?

2. Have you noticed any specific
changes that families and/or
teachers have made as a result of
information that they received
from you or their children? (Probe
for examples)

3. How do families respond when
you refer their child to a doctor or
health care facility? (Probe for
examples)

4. Can you tell me about the CHHIP
lessons you’ve conducted in
schools? How effective are CHHIP
lessons generally?

a. What worked well? What did
not work well?

b. What are the skills that you
have learned and incorporated
into your lessons?

c. Which lessons are the most
impactful for the school and/or
community? Which lessons are
the least impactful? If you were
going to remove any lessons,
which would they be and why?

d. How do you measure the
success of various lessons?

5. What difficulties did you
encounter in organizing class
lessons? (Probe for specifics)

a. Can anything be done about
these difficulties?

b. How can the CHHIP officers or
other SHAs support you in this
instance?

6. How have the students’ behavior
and/or attitudes changed as
a result of CHHIP? Did they use
anything they learned in the
classes in their daily lives? (Probe
for examples)

7. What feedback did you receive
from parents, teachers, and
students about CHHIP? How do
you incorporate that feedback?

8. Is there anything else that could be
done to improve CHHIP in the
future?

Thank you!
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SUPPLEMENTAL FIGURE 4
Logic model for CHHIP.

SUPPLEMENTAL TABLE 5 Performance Evaluation Scores by Intervention Type and Field-worker

All Observations
(N = 92)

Health Intervention
Observations (n = 65)

Health Education
Observations (n = 27)

Total, mean (SD) 3.45 (0.69) 3.82 (0.54) 3.29 (0.69)
SHA, mean (SD)
1 3.33 (0.81) 3.83 (0.41) 3.13 (0.86)
2 3.34 (0.57) 3.61 (0.65) 3.26 (0.53)
3 3.88 (0.79) 4.14 (0.38) 3.67 (0.97)
4 3.41 (0.57) 3.29 (0.54) 3.70 (0.57)

Mean scores were derived from rubric-guided standardized observations. Scores were reported on a 1 to 5 scale at 0.5
intervals. A predefined benchmark of 3.00 was set to indicate competency and fidelity to delivering the intervention as
planned.
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SUPPLEMENTAL TABLE 6 Demographic Characteristics of Government and Low-cost Private Schools

Characteristics Government Schools Low-cost
Private Schools

P

Age, y, mean (SD) 7.53 (2.47) 7.99 (2.09) ,.001
Female sex, % 52.3 43.7 ,.001
Class, %
Kindergarten 28.6 37.7 ,.001
Class 1–2 30.8 32.1 —

Class 3–4 40.6 30.2 —

Scheduled caste or scheduled tribe, % 45.6 41.1 ,.001
Wealth status, %
Quintile 2 11.2 2.2 ,.001
Quintile 3 25.7 13.1 —

Quintile 4 59.1 73.0 —

Quintile 5 4.0 11.8 —

Annual income, $, mean (SD) 843 (678) 1450 (1743) ,.001
Children in household, mean (SD) 2.56 (1.31) 1.95 (0.93) ,.001
Total household size, mean (SD) 5.30 (1.71) 4.87 (1.54) ,.001
Mother’s educational status, %
Some primary 33.8 31.3 ,.001
Primary 4.0 10.4 —

Secondary 58.7 52.3 —

Higher secondary 3.2 4.5 —

Undergraduate or higher 0.2 1.6 —

Father’s educational status, %
Some primary 20.9 18.5 ,.001
Primary 9.7 13.8 —

Secondary 60.1 54.6 —

Higher secondary 8.4 9.1 —

Undergraduate or higher 1.0 4.0 —

Birth order
First born or only child 32.1 55.9 ,.001

Includes data from both the intervention and control study periods. Percentages have been rounded and may not total
100. P values were calculated by using the independent sample t test for continuous variables and Pearson’s x2 test for
categorical variables. —, not applicable.

SUPPLEMENTAL TABLE 7 Descriptive Results for Primary and Secondary Outcomes by Study Period

Outcome Intervention
Period

Control
Period

Comparative Measures
(95% CI)

Diarrheal illness episodes during 14-d
survey period, No. (%)
All schools 461 (9.4) 359 (16.1) 0.59 (0.50 to 0.66)a

Government schools 204 (12.9) 129 (14.4) 0.89 (0.68 to 1.05)a

Low-cost private schools 257 (7.7) 220 (17.9) 0.43 (0.38 to 0.55)a

Health-knowledge posttest scores, %, mean
(SD)
All schools 69.12 (17.68) 48.96

(13.76)
20.16 (18.24 to 22.08)b

Government schools 64.69 (18.37) 45.80
(13.09)

18.90 (15.91 to 21.89)b

Low-cost private schools 70.77 (16.72) 52.96
(13.60)

17.81 (14.70 to 20.92)b

a The comparative measure is the unadjusted IRR.
b The comparative measure is the unadjusted mean difference between study periods.
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SUPPLEMENTAL TABLE 8 Coefficients of Predictors for Diarrhea Incidence

Predictor b Exp(b) (95% CI) P

Study period
Intervention period 2.54 .58 (0.51 to 0.67) ,.001
Control period Reference — —

Age .00 1.00 (0.97 to 1.03) .88
Sex
Female .00 1.00 (0.87 to 1.15) .99
Male Reference — —

Class
Kindergarten .11 1.12 (0.95 to 1.32) .18
Class 1–2 .07 1.07 (0.90 to 1.27) .46
Class 3–4 Reference — —

Scheduled caste and scheduled tribe .26 1.30 (1.13 to 1.49) ,.001
Wealth status
Quintile 2 .46 1.58 (1.10 to 2.27) .01
Quintile 3 .15 1.16 (0.86 to 1.55) .32
Quintile 4 .00 1.00 (0.77 to 1.29) .98
Quintile 5 Reference — —

Annual income .00 1.00 (1.00 to 1.00) .42
Children in household .87 1.09 (1.03 to 1.15) .002
Total household size .02 1.02 (0.98 to 1.07) .30
Mother’s educational status
Some primary Reference — —

Primary .11 1.20 (0.84 to 1.47) .42
Secondary 2.05 .95 (0.81 to 1.17) .42
Higher secondary .18 1.20 (0.86 to 1.69) .28
Undergraduate or higher 2.21 .81 (0.38 to 1.73) .59

Father’s educational status
Some primary Reference — —

Primary 2.05 .95 (0.74 to 1.23) .72
Secondary 2.15 .86 (0.72 to 1.04) .12
Higher secondary 2.19 .90 (0.68 to 1.20) .47
Undergraduate or higher 2.45 .64 (0.38 to 1.07) .09

Birth order
First born or only child 2.03 .97 (0.84 to 1.11) .67
Second born or higher Reference — —

School type
Low-cost private 2.218 .804 (0.70 to 0.98) ,.001
Government Reference — —

Year
2012 .21 1.23 (0.85 to 1.78) .26
2013 .67 1.96 (1.52 to 2.52) ,.001
2014 .76 2.14 (1.68 to 2.74) ,.001
2015 .80 2.22 (1.72 to 2.90) ,.001
2016 Reference — —

Community type
Tea plantation 2.04 .96 (0.81 to 1.14) .65
Agricultural village Reference — —

Season
Premonsoon Reference — —

Monsoon 2.18 .83 (0.72 to 0.98) ,.001
Postmonsoon 2.67 .51 (0.43 to 0.62) ,.001

Results were obtained by modeling diarrhea incidence by each individual predictor. A multilevel generalized linear mixed
model was used to account for clustering at the school level. Given the pragmatic sample and unequal exposure to the
intervention, all results were adjusted for the study period. Exp(b), the exponentiated regression coefficient, which
represents the IRR; b, the regression coefficient; —, not applicable.
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59. Ohara Y. Examining the legitimacy of
unrecognised low-fee private schools
in India: comparing different

perspectives. Compare. 2012;42(1):
69–90
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