




Yarn piled up so high and 
deep that access to back 

sacks is almost impossible

Exhibit 5: The inventory rooms had months of excess yarn, often without 
any formal storage system or protection from damp

Different types 
and colors of 

yarn lying mixed

Yarn without 
labeling, order or 
damp protection

Crushed yarn cones (which 
need to be rewound on a 

new cone) from poor storage

No protection to prevent damage and rustSpares without any labeling or order

Exhibit 6: The parts stores were also disorganized and dirty

Shelves overfilled and disorganizedSpares without any labeling or order



Exhibit 7: The path for materials flow was often obstructed
Unfinished rough path along which 6 heavy warp 

beams were taken on wheeled trolleys every day to 
the elevator, which led down to the looms.

This steep slope, rough surface and sharp angle 
meant workers often lost control of the trolleys. They 
crashed into the girder or wall, eventually breaking 

the trolleys. So now each beam is carried by 6 men.

At another factory both warp beam elevators had 
broken down due to poor maintenance. As a result 
teams of 7 men carried several warps beams down 
the stairs every day. This was slow and dangerous.

A broken trolley (the wheel snapped off)

Exhibit 8: Routine maintenance was usually not carried out, with repairs 
only undertaken when breakdowns arose, leading to frequent stoppages.

Parts being cleaned and replaced on jammed loomWarp beam being unloaded off a broken loom

Loom parts being disassembled for diagnosisWorkers investigating a broken loom
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Exhibit 9: Quality was so poor that about 20% of manpower was spent on 
repairing defects at the end of the production process

Workers spread cloth over lighted plates to spot defectsLarge room full of repair workers (the day shift)

Non-fixable defects can lead to cloth being worthlessDefects are repaired by hand or cut out from cloth
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Figure 1: Management practice scores in the US and India
US manufacturing, mean=3.33 (N=695)

Indian manufacturing, mean=2.69 (N=620)

Indian textiles, mean=2.60 (N=232)

Management practice score firm-level histograms using the Bloom and Van Reenen (2007) methodology and Bloom, Sadun 
and Van Reenen (2009) data. Double-blind survey tool to evaluate firms monitoring, targets and operations. Scores range 
from 1 (worst practice) to 5 (best practice), with firm level averages plotted here.
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Figure 2: The adoption of key textile management practices over time

Notes: Average adoption rates of the 38 key textile manufacturing management practices listed in Table 2. Shown separately for 
the 4 Wave 1 treatment plants (+ symbol), 10 Wave 2 treatment plants (round symbol), 6 Control plants (diamond symbol) and 
the 5 other plants of the treatment plants (square symbol). Scores range from 0 (if none of the group of plants have adopted any
of the 38 management practices) to 1 (if all of the group of plants have adopted all of the 38 management practices). Initial 
differences across all the groups are not statistically significant (e.g. the initial difference between treatment and control has a p-
value of 0.248).

Wave 1 plants: Diagnostic 
September 2008, implementation 
began October 2008

Control plants:
Diagnostic July 2009

Wave 2 plants: Diagnostic 
April 2009, implementation 
began May 2008
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Figure 3: Quality defects index for the treatment and control plants

Notes: Displays the average quality defects index, which is a weighted index of quality defects, so a higher score means lower 
quality. This is plotted for the 14 treatment plants (+ symbols) and the 6 control plants (♦ symbols). Values normalized so both 
series have an average of 100 prior to the start of the intervention. To obtain confidence intervals we bootstrapped the plants with 
replacement 250 times to generate a distribution of outcomes from the treatment and control plants. 

Control plants
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Figure 4: Non adoption flow chart used by consultants to collect data

Notes: The consultants used the flow chart to evaluate why each particular practice that had not been adopted in each firm, on a
bi-monthly basis. Non adoption was monitored every other month using the tool shown in Figure 4, based on discussions with the 
firms’ directors, managers, workers, plus regular consulting work in the factories. Note that data is only currently available up to 7
months after the end of diagnostic phase in the control firms
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