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I. EXECUTIVE SUMMARY
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Christian Reformed World Relief Committee (CRWRC) will partner with the Evangelical Fellowship of India Commission on Relief (EFICOR) to implement this child survival project—the Parivartan Project—in Sahibganj, a District in the Jharkhand State of India.  Jharkhand has been selected by USAID India as one of three focus states for expanding reproductive and child health. Sahibganj was selected as the target district for the child survival program due to the tremendous burden of disease and the lack of health services in the District. Although Jharkhand is a focus state for USAID India, Sahibganj receives limited assistance due to difficult access to remote villages. Sahibganj also has a large tribal population that is disproportionately overlooked by the existing health system.  The Parivartan Project will reach beneficiaries in all nine blocks of the District.  The estimated project population is shown in the table at the right.

The baseline Knowledge, Practice and Coverage findings for Sahibganj revealed that the health status of the population is very poor compared with that of Jharkhand State.  Some of the findings that are most critical to address in this Project include:

· Lack of trained personnel: Only 26.7% of women reported that the birth of their first child was attended by a skilled health care provider.  Only 23% had at least three antenatal visits, and only 26% had a postpartum check-up.

· Low rates of iron supplementation: Only 3.7% of mothers said that they consumed at least 90 iron tablets during pregnancy.
· Lack of knowledge of danger signs: Only two of 300 mothers surveyed (0.7%) were able to state at least three danger signs of pregnancy.  Five (1.7%) knew the danger signs in the post partum period.

· High prevalence of malnourished children: Only 19.3% of mothers immediately breastfeed. About 45% of children in the survey were underweight.  Only 20.6% received a dose of Vitamin A in the last six months.

· Poor immunization coverage: The rate of complete immunization was 9.5%.
· Lack of malaria prevention behaviors: Sahibganj has a high prevalence of malaria, but only 33% of children under five sleep under a bednet, and only 5.7% of children who had malaria in the previous 2 weeks received antimalarial medication.
· High prevalence of childhood diseases: The prevalence of diarrheal disease among children was 30%, and the prevalence of ARI was slightly higher. 

The Rapid Health Facilities Assessment revealed that the public health infrastructure is grossly inadequate in relation to the population.  At the Health Sub-Center (HSC) level, less than 20% of the personnel that are required are in place.  Only 6% of HSCs had the minimum essential supplies for child health, and the great majority had stockouts of antibiotics, tetanus toxoid injections, or Iron Folic Acid supplements. 

The goal of the Project is to reduce mortality among mothers, newborns and children under the age of five through building and sustaining community capacity.  Over the five-year program period, CRWRC and EFICOR seek to achieve four strategic objectives in the Sahibganj district:

	· SO1: 
Strengthen public-private partnerships for maternal and child health services.

IR 1.1: 
Build the organizational capacity of EFICOR/Parivartan for sustainable impact on maternal and child health.

IR 1.2: 
Strengthen and sustain community capacity for maternal and child health.

IR 1.3: 
Strengthen and sustain local government capacity for maternal and child health.

· SO2: 
Improve utilization of quality maternal and newborn care.

IR 2.1: 
Increase knowledge about and access to community-based antenatal care for women.

IR 2.2: 
Increase access to safe delivery practices and referrals for mothers.

IR 2.3: 
Increase knowledge about and access to home-based postpartum care for mothers and newborns.

· SO3: 
Improve nutrition among children.

IR 3.1:
Increase rate of immunization and vitamin A supplementation among children.

IR 3.2:
Strengthen Growth Monitoring and Promotion services through the Anganwadi Center.

· SO4: 
Prevent and properly treat infectious diseases among women and children.

IR 4.1: 
Improve coverage of malaria prevention efforts among pregnant women and children.

IR 4.2:
Improve diarrheal disease prevention among children.

IR 4.3:
Improve coverage of treatment and referral for acute respiratory infection.


Major strategies for accomplishing these objectives include: community-based integrated management of childhood illness (C-IMCI), community mobilization, behavior change communication, supportive supervision for health activists and birth attendants to improve service quality, and using the Child Survival Sustainability Assessment (CSSA) framework to measure progress toward long-term sustainability.  EFICOR will be the primary implementer of the following interventions: maternal and newborn care (40%), malaria (10%), expanded program on immunization (10%), nutrition (20%), control of diarrheal disease (10%), and pneumonia case management (10%).  Operations research on malaria prevention and case management will be conducted in years 2 to 3. EFICOR will be a key partner in this research. The budget is $17,873.

CRWRC applied for this CSHGP award in the standard category. The amount of the award is $1,148,555 over five years.  The start date is September 30, 2007, and the end date is September 29, 2012.  

This Project has been thoroughly discussed with Dr. Rajiv Tandon, the Senior Advisor for Child Survival at the USAID Mission in New Delhi, India.  He provided a letter of support, which was included in the original application.

Main writers of this Detailed Implementation plan were: Will Story and Nancy TenBroek from CRWRC and Sanjeev Bhanja, Gracy Rodingliani and Prashant Missal from EFICOR.  The contact person for this Project at CRWRC headquarters is: 

Will Story, Technical Advisor for Child Survival and Health 

Christian Reformed World Relief Committee 

2850 Kalamazoo Ave SE, Grand Rapids, MI  49503 

Tel: 616-224-0740 ext. 4148

Email: storyw@crcna.org
II. CSHGP DATA FORM
[Insert CSHGP Data Form here.]
III. REVISIONS (from the original application)

1) Responses to Proposal Review Comments

CRWRC has responded to proposal review comments in Annex 1 of the DIP.  

2) Revisions to the Selection of Interventions

The following changes were made to the selection of interventions:

	CRWRC
	EPI
	BF
	NUT
	Micro-nutrients
	Vit. A
	CDD
	PCM
	Malaria
	MNC
	Child Spacing
	FP
	HIV/

AIDS
	TB
	Child Injury Prev.

	Original Proposal
	10%
	
	30%

	
	
	
	
	10%
	50%
	
	
	
	
	

	DIP
	10%

	
	20%
	
	
	10%
	10%
	10%
	40%
	
	
	
	
	


The Parivartan Project has expanded its intervention areas to include control of diarrheal disease and pneumonia case management, which are components contained within the Reproductive and Child Health Program of the Government of India. The low levels of indicators pertaining to both diarrhea and acute respiratory infection in the KPC survey, and the fact that more than a third of children surveyed suffered from diarrhea and/or ARI in the two weeks preceding the survey, point to the need for including them in the interventions of the program.  
The diarrheal disease component will focus on training ASHAs and Anganwadi Workers (AWWs) to counsel mothers and husbands on the prevention of diarrheal disease, basic treatment with ORS, and referral to the Auxiliary Nurse Midwife (ANM) if there is severe diarrhea or dysentery.  The ARI component will focus on ASHAs and AWWs counseling mothers and husbands on the detection of ARI and referral to the ANM for treatment.  the Parivartan Project will also ensure basic drugs (i.e., zinc, ORS, and cotrimoxazole) are available to the community at the Health Sub-Center or Anganwadi Center.

In addition, the level of efforts for the nutrition component and the maternal and newborn care component were reduced to accommodate the addition of the aforementioned components.
3) Revisions to the Project Goal, Strategic Objectives, and Intermediate Results

The Project Goal, Strategic Objectives and Intermediate Results were revised from the original proposal as well.  The Project Goal was revised because the Parivartan Project is focused on mortality reduction as the overall impact on women and children.  One of the outcomes that will lead to this reduction in mortality is nutrition, but improved nutrition is not the overall goal of the Project.  The Strategic Objectives (SOs) were also revised for two reasons: (1) the project team decided that it needed to include capacity development as one of the strategic objectives since it is a major focus of the Project and (2) the original SOs were too specific (due to a lack of Intermediate Results in the original proposal).  Lastly, Intermediate Results were added to the DIP to show progression towards each SO.  There was a need to develop Intermediate Results to track the progress of the two new interventions (control of diarrheal disease and pneumonia case management) as well as the addition of organizational and community capacity building to the results framework.  A summary table comparing the results framework in the original proposal to the results framework in the DIP is provided below. 
	Results Framework
	Proposal
	DIP

	Project Goal
	Improve nutrition among children under the age of five and reduce mortality among mothers and newborns through building and sustaining community capacity
	Reduce mortality among mothers, newborns and children under the age of five through building and sustaining community capacity

	Strategic Objectives
	SO 1: Increase community-based antenatal care for women aged 15-49.

SO 2: Improve safe delivery practices and referrals for mothers aged 15-49.

SO 3: Improve home-based post-partum care for mothers aged 15-49 and newborns during the first 6 weeks of life.

SO 4: Decrease underweight among children less than five years of age.

SO 5: Increase rate of immunization among children aged 12-23 months.

SO 6: Improve malaria prevention and treatment efforts among children less than five years of age and pregnant women.
	SO 1: Strengthen public-private partnerships for maternal and child health services.
SO 2: Improve utilization of quality maternal and newborn care.

SO 3: Improve nutrition among children.

SO 4: Prevent and properly treat infectious diseases among women and children.

	Intermediate Results
	None listed.
	IR 1.1: 
Build the organizational capacity of EFICOR/Parivartan for sustainable impact on maternal and child health.

IR 1.2: 
Strengthen and sustain community capacity for maternal and child health.

IR 1.3: 
Strengthen and sustain local government capacity for maternal and child health.

IR 2.1: 
Increase knowledge about and access to community-based antenatal care for women.

IR 2.2: 
Increase access to safe delivery practices and referrals for mothers.

IR 2.3: 
Increase knowledge about and access to home-based postpartum care for mothers and newborns.

IR 3.1:
Increase rate of immunization and vitamin A supplementation among children.

IR 3.2:
Strengthen Growth Monitoring and Promotion services through the Anganwadi Center.

IR 4.1: 
Improve coverage of malaria prevention efforts among pregnant women and children.

IR 4.2:
Improve diarrheal disease prevention among children.

IR 4.3:
Improve coverage of treatment and referral for acute respiratory infection.


4) Revisions to the Operations Research Protocol

CRWRC originally proposed implementing Operations Research (OR) on the impact of zinc and/or anthelmintic supplementation in addition to ongoing health promotion within Project activities on the improvement of growth and morbidity due to diarrhea and acute respiratory infections in children who are suffering from moderate malnutrition.  CRWRC was encouraged by CSTS+ and USAID to coordinate its OR plan with the POUZN project.  Specifically, CRWRC was asked to look the community perception of using zinc to treat diarrhea and the impact of introducing zinc as an intervention for diarrhea management on ORS use at the community level.  According to the KPC baseline survey, it was clear that zinc use during a diarrheal episode was not common.  Therefore, it would be difficult to gauge the perception of the community on zinc.

Additionally, it was discovered through the KPC baseline survey, secondary data collection, and key informant interviews that malaria is very prevalent in the District and it is responsible for much of the morbidity among women and children.  CRWRC and EFICOR propose to explore the topic of malaria prevention and case management for their Operations Research.  The Advisory Group met on July 25, 2008 to focus the research question and assign a sub-group to develop the OR protocol.  CRWRC and EFICOR will explore potential collaboration with other NGOs and universities working on malaria in the State of Jharkhand including Catholic Relief Services, Boston University, and the Emmanuel Hospital Association (EHA).  EHA has an Internal Review Board that will be used to get ethical approval for the OR.

CRWRC will use the original budget of $17,873 for the new OR.  Since CRWRC and EFICOR are still in the process of designing the new OR protocol, the funding needed for this activity is not determined yet.

5) Revisions to the budget

CRWRC has revised the project budget to reflect changes in the implementation plan.  The total amount of funds from the federal government and the CRWRC cost match remain the same.  Funds have been moved between line items.  Forms 424 and 424A, along with a new detailed budget and budget narrative are provided in Annex 13.  Below is a list of the key revisions from the budget in the Cooperative Agreement.

Salaries and Fringe Benefits

· The salary and fringe benefits for the Program Manager will remain part of the CRWRC Field Office budget since this position was hired by CRWRC and seconded to EFICOR.  However, the salary and fringe benefits for the M&E Officer and the Office Assistant will move from the CRWRC Field Office budget to the EFICOR sub-grant.  

Contractual

· Both CRWRC Bangladesh and EFICOR have a Certified Dialogue Education Teacher on staff; therefore, it was the project team decided to remove the Global Learning Partners budget for Dialogue Education training.  In addition, The Child Survival Program in Bangladesh has recently completed the training materials using dialogue education techniques for traditional birth attendants and community health volunteers.  These materials can be easily adapted for the Indian context.  

Due to the shift in focus for the nutrition component of the Project, CRWRC will no longer implement a large-scale PD/Hearth program.  Therefore, the contractual fees for a PD/Hearth consultant were also removed from the budget. 

Other Direct Costs

· Capacity Building

CRWRC will host trainings on organizational capacity building, financial management, and staff evaluations.  In addition, the Project would like to build the capacity of the organization in monitoring and evaluation by sending two staff (the M&E Officer and the Program Coordinator) to Bangkok, Thailand for the Population, Health and Nutrition Monitoring and Evaluation workshop during year 2.  This training will cost $5,000 per person ($10,000 total).
· EFICOR Sub-Grant


Salaries and Fringe Benefits

The Health and Nutrition Technical Specialist position was eliminated in order to provide more on-the-ground support to the program.  Also, the M&E Officer and Office Assistant were added to the sub-grant as mentioned earlier.  After finishing the baseline assessments and developing the work plan, the project team decided it would be helpful to hire one more Block Coordinator (for a total of five) and three more Cluster Supervisors (for a total of 27).  These additional staff will start in year two.

Contractual

As mentioned above, EFICOR decided not to hire a Health and Nutrition Technical Specialist to be based at the EFICOR headquarters in New Delhi.  However, EFICOR has budgeted $15,000 in years 2 and 3, $10,000 in year 4, and $5,000 in year 5 for contracting technical assistance.  This could come in the form of M&E, nutrition, behavior change communication training, adapting government curricula, or other health technical areas as needed.  The contractual costs will be covered by private, non-federal sources and contributed as a match.
IV. BUDGET

The detailed budget, budget narrative, vehicle purchase authorization, Form 424, and Form 424A are included as a separate set of attachments.
V. DETAILED IMPLEMENTATION PLAN
1. Program Site Information 

1.1. Geographic Location of the Program 
The Christian Reformed World Relief Committee (CRWRC) Child Survival program – the Parivartan Project – will operate in Jharkhand, India. Jharkhand has been selected by USAID India as one of three focus states for expanding reproductive and child health, since they have “the greatest unmet needs for reproductive and child health services
.” Jharkhand has 22 districts and the Parivartan Project will focus its efforts in the entirety of one district in the far northeast called Sahibganj.  Sahibganj is composed of nine blocks and 1,819 villages, of which 1,297 are inhabited. See Annex 2 for maps of the program area. The total population of Sahibganj is 927,770, which includes 161,950 children under age five and 188,511 women age 15-49
. The beneficiaries for the program are listed in Table 1. 

	Table 1. Program Beneficiaries

	Beneficiary Population
	Number

	Infants 0-11 months
	32,390

	Children 12-23 months
	32,390

	Children 24-59 months
	97,170

	Children 0-59 months
	161,950

	Women 15-49 years
	188,511

	Total Population
	927,770


Sahibganj was selected as the target district for the child survival program due to the tremendous burden of disease and the lack of health services in the district. Although Jharkhand is a focus state for USAID India, Sahibganj receives limited assistance due to the difficult access to remote villages. Sahibganj also has a large tribal population that is disproportionately overlooked by the existing health system. Since CRWRC’s partner organization, the Evangelical Fellowship of India Commission on Relief (EFICOR), has worked in Sahibganj for the last twelve years, a clear opportunity for collaboration has emerged. EFICOR will partner with other PVOs and the Ministry of Health and Family Welfare (H&FW) to meet USAID India’s maternal and child health objectives and bring greater equity to health service coverage and accessibility.

1.1.1. Description of Jharkhand State
The word Jharkhand means ‘forest land’. The state of Jharkhand was created on November 15, 2000 as the 28th state of India. Total geographical area of the State is 79,720 square kilometer. The State is divided into 22 districts with 211 blocks and 32,615 villages. The population growth rate of Jharkhand (23.19%) was higher than the national average (21.34%) during 1991-2001. More than half (54%) of the State population lives below the poverty line as compared to the estimated national average of 30%.
Jharkhand's gross state domestic product for 2004 is estimated at $14 billion at current prices
. Born out of partition from old Bihar state in 2000, Jharkhand produces about 40% of the output of the old Bihar state. Jharkhand also has immense mineral 
	Table 2. Demographic Indicators for Jharkhand


	Indicators
	Jharkhand 
	India

	Population
	26,945,829
	1,027,015,247

	Scheduled Tribes (in percentage)
	28.0  
	16.2 

	Scheduled Castes (in percentage)
	12.0  
	8.2

	Decadal growth rate
	23.4
	21.5

	Population Density (per sq.kms.)
	274  
	324

	Literacy rate
	53.5
	65.3

	Sex ratio
	941
	933

	Sex ratio 0-6
	965
	927

	Per capita Income 
	Rs. 4161
	

	Percent urban
	22.2
	


resources.  Jharkhand’s per capita income is $280 USD (compared to $470 USD nationally) and only 24% of households in Jharkhand have electricity (compared with 
60% in India as a whole).  The adult literacy rate in Jharkhand is 54.1%, compared to 61% nationally.  However, the female adult literacy rate in Jharkhand is much lower at 39.4%
.  Scheduled tribes comprise 28% of the total population of Jharkhand compared to only 8% nationally.  There are 32 scheduled tribes in the State with Santhal, Munda, Oraon and Ho constituting 78% of the total tribal population. Tribal populations often live in remote, rural areas that have limited access to electricity, sanitation, education, and health services.  Additional demographic data is included in Table 2.
1.1.2. Description of Sahibganj District
The target district Sahibganj is bordered on the north by the Ganges River and Katihar district, on the south by Godda district, on the east by Maldah and Murshidabad districts of the State of West Bengal, and on the west by Bhagalpur and Godda districts. Sahibganj is connected by railway from Howrah and New Delhi. Road connections, although bad, exist from West Bengal and Bihar.

	Table 3.  Demographic Indicators for Sahibganj


	Indicators
	Sahibganj District
	Jharkhand State

	Population
	927,000
	26,940,000

	Average annual exponential growth rate
	2.59
	2.31

	Population Density (per sq. kms.)
	580
	338

	Sex ratio
	942
	941

	Sex ratio (0-6)
	973
	965

	Literacy rate
	37.9
	53.5

	Percent urban
	10.6
	22.2

	% population 0 to 6  years
	20.4
	18.4

	Number of children 0 to 6 years

Male 

Female
	189,070

95,899

93,171
	4,956,827

2,522,036

2,434,791

	Percentage of literate population

Male 

Female
	37.9

48.3

26.8
	43.7

55.1

31.6


The district can be divided into two regions.  The first region consists of Borio, Mandro, Barhait, Pathna and Taljhari blocks and lies under Damin-I-koh (Skirt of Hills) area. The hills and slopes are covered with forests. The valleys have cultivable lands, yielding mostly rice. The inhabitants of this region are generally Pahariyas, Mal Pahariyas and Santhals. The inhabitants on the hill top cultivate Barbatti and maize using rain water harvesting.  The second region consists of Sahibganj, Rajmahal, Udhwa and Barharwa blocks. The Ganges, Gumani and Bansloi rivers flow through this plain region. This area has plenty of fertile lands and is richly cultivated. The inhabitants of this region are mainly middle class people of different castes and tribes like Pahariyas and Santhals. Additional demographic data can be found in Table 3 and Table 4.
	Table 4.  Distribution of Population and Literacy Rates by Block


	Block name
	Total Population
	Children Population

(0-6 years)
	Literacy Percentage

	
	
	
	Total
	Male
	Female
	Gap (m/f)

	Barharwa
	143,433
	30,635
	42.7
	52.7
	32.0
	20.7

	Pathna 
	67,730
	13,703
	32.9
	43.2
	22.2
	21.0

	Udhwa
	130,184
	29,226
	26.4
	34.7
	17.5
	17.2

	Barhait
	109,420
	22,267
	28.3
	38.8
	17.4
	21.4

	Rajmahal
	131,283
	28,295
	39.4
	50.2
	27.4
	22.7

	Borio
	82,039
	16,785
	27.4
	38.2
	16.4
	21.9

	Sahibganj
	139,809
	27,483
	59.5
	68.8
	48.9
	19.9

	Mandro
	59,780
	12,431
	33.7
	44.7
	22.4
	22.3

	Taljhari
	64,092
	13,515
	34.3
	47.0
	21.2
	25.8

	Total
	927,770
	194,340
	37.9
	48.3
	26.8
	21.5


1.2. Current Health Status of the Population
In May 2000, India crossed the one billion population mark. This densely populated country ranks 126 out of 177 countries on the human development index
. Each year, 20% of the world’s infants are born in India (26 million). Of this number, 1.2 million die before completing the first four months of life (almost 30% of the world’s neonatal deaths). The current neonatal mortality rate (NMR) of 44 per 1,000 live births accounts for nearly two-thirds of all infant mortality and half of under-five child mortality. The infant mortality rate (IMR) is 62 and the U5MR is 85
. India also has the highest burden of maternal mortality in the world. Of the global toll of 529,000 maternal deaths each year, India accounts for one-fourth
. The current maternal mortality ratio is 540 per 100,000 live births
. 

1.2.1. Maternal and Child Health in Jharkhand State

The crude birth rate of the State is 29.9 per 1,000 population compared to national average of 24.8
. The estimate of the crude death rate for Jharkhand is 9 per 1,000 population (national rate 9.7).  Jharkhand has an IMR of 71 per 1,000 live births. Of these, 60% are neonatal deaths, occurring within the first 28 days of life. Neonatal deaths are primarily attributed to premature birth, infections and birth asphyxia. Childhood mortality is also high, as one-fourth of all deaths take place between the ages of one and four
.  Beyond the first four months of life, much of the morbidity and mortality in this State can be attributed to poor nutrition including lack of micronutrients, poor breastfeeding practices and low immunization rates (Table 5). 

	Table 5. Critical Child Health Indicators in Jharkhand, India


	Indicator
	Percentage

	Percent of children 0-35 months immediately breastfed 
	10.9

	Percent of children under 6 months exclusively breastfed
	57.8

	Percent of children 6-35 months anemic
	77.7

	Percent of children 0-35 months stunted
	41.0

	Percent of children 0-35 months underweight
	59.2

	Percent of children 12-23 months fully immunized
	34.5


About 50% of all childhood deaths in India are attributable to malnutrition
. In Jharkhand, more than half of all children under three years of age are underweight. Less than 15% of infants are breastfed within one hour of birth. Just over half of the children under four months of age are exclusively breastfed and almost eight of every ten children suffer from some form of anemia. 

In Jharkhand, many infectious diseases remain highly prevalent. Malaria continues to be highly endemic with frequent epidemic outbreaks. In a household survey conducted among the tribal villages of Rajmahal hills in Sahibganj district, mothers reported that malaria accounts for 56.6% of child morbidity and approximately half (48%) reported that at least one person from her family had suffered from malaria in the past three months
.
In Jharkhand, the maternal mortality ratio is 400 per 100,000 live births.  The major causes of maternal mortality are hemorrhage, anemia, and sepsis
.  Many of the causes of maternal mortality are due to insufficient antenatal care, lack of skilled care at delivery, and absence of postnatal care (Table 6)
. 
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Just about a third of pregnant women in Jharkhand made three visits to a health facility for care when they were pregnant. More than 80% of deliveries took place in a setting outside of a health care facility. Skilled assistance at delivery was available to less than a third of mothers, and less than a fifth received a visit from an appropriate health care worker within two days of delivery. Almost seven of every ten women in the reproductive age group suffer from anemia, and more than four of every ten are underweight.

Overall, these results show that utilization of health services in Jharkhand during pregnancy, during delivery, and after childbirth remains very low. They also point to the important role of traditional birth attendants (TBAs) for the large majority of births that occur at home
.

1.2.2. Maternal and Child Health in Sahibganj District
The health status of Sahibganj District with respect to Jharkhand State is bleak. The estimated crude birth rate in Sahibganj is 35.5 (compared to 29.9 in Jharkhand). The baseline Knowledge, Practice and Coverage findings for Sahibganj compared with the NFHS-3 findings for Jharkhand gives evidence of this. Implications of the KPC survey findings to the project design are included in section 1.5.2 and the complete report is included in Annex 4.
Maternal and Newborn Care: The literacy levels of the mothers were low, with 17.7% of them being able to read a sentence on the standard literacy card. Indicators of antenatal care included three important aspects – antenatal visits, tetanus immunization and iron supplementation. The proportion who had made at least three antenatal visits to a health care provider during their last pregnancy was 23.3% (NFHS3: 36.1%), with 8.6% having made four or more visits. (NFHS3 figures for Jharkhand State are given alongside in parentheses, wherever available for comparison.) The proportion of mothers who said that they received/bought iron supplements when they were pregnant with their youngest child was 46.7%, and 3.7% of mothers stated that they consumed at least 90 tablets during pregnancy. Tetanus immunization rates are higher, with 69% of mothers stating that they had received at least two doses of TT vaccine before the birth of their youngest child aged less than 24 months. Only two of the 300 mothers surveyed (0.7%) were able to state at least three danger signs of pregnancy. Indicators of delivery care were as follows: 14.2% of mothers surveyed said their last birth was at a health care institution (NFHS3: 19.2%). The cord was cut with a new/clean instrument or a safe delivery kit was used in 89% of deliveries, and thermal care – wiping the baby dry and wrapping in a blanket – was adequate in 69.3% of deliveries. The proportion of mothers who received skilled assistance during delivery is 26.7% (NFHS3: 28.7%).  Assessment of postnatal care and newborn care shows that 26% of mothers were visited by an appropriately trained worker within three days of the delivery of their youngest child, and 25.7% of the children aged 0-23 months received a similar visit within three days of their birth. Only 1.7% of the mothers were able to state three danger signs in the post partum period and 4.3% of mothers were able to state three danger signs in newborn babies. The implications of these figures are obvious.  First it is essential to find out the reason for the low levels of knowledge, practice and coverage, and then once the reasons are understood it will be necessary to design strategies to improve the maternal newborn health status.
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Breastfeeding and Nutrition: Breastfeeding appears to be a universal practice, with 293 of the 300 mothers surveyed (97.7%) having ever breastfed their child, and 18 of 21 mothers of children 20-23 months of age (85.7%) persisting with breastfeeding. Sixty percent of the 300 mothers stated that they gave colostrum to their youngest child under two years old in the three days following birth. Of the 108 infants 0-5 months of age, mothers reported that 76 (70.4%) had not been given any food other than breastmilk at the time of survey (NFHS3: 57.8%). The initiation of breastfeeding within one hour of birth in the absence of prelacteal feeding was practiced by only 19.3% of the 300 mothers surveyed (NFHS3: 10.9%). Of the 293 mothers who practiced breastfeeding, 63 (21.7%) stated that they gave their child something other than breastmilk in the first three days following delivery. Twenty-five percent of the 192 children 6-23 months of age were fed complementary foods according the minimum of appropriate feeding practice, and 44.2% of 43 children 6-9 months of age received solid/mushy food in the 24 hours preceding survey (NFHS3: 65.7%).  Twenty percent of 155 children 9-23 months of age received a dose of Vitamin A in the last six months, and 13.5% received a dose of anthelminth medicine. Of the 294 mothers who consented to anthropometry, 123 (41.8%) had a BMI less than 18.5 (NFHS3: 42.6%). Forty-five percent of children 0-23 months in the survey were found to be underweight (< 2 standard deviations below the median weight-for-age according to the NCHS/CDC standard), (NFHS3: 59.2%).
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Childhood Immunization: Less than half (47%) of mothers had a vaccination card for their child under 2 years of age at the time of the survey. Of the 126 children 12-23 months of age in the survey, 9.5% had been fully immunized as documented in the immunization card (NFHS3: 34.5%). The EPI access indicator which measures the proportion of children 12-23 months who received the DPT1 vaccine was 29.4%. Additionally, 21.4% of children 12-23 months received the DPT3 vaccine (NFHS3: 40.3%), which is the EPI performance indicator, and 19.8 % of children 12-23 months had received the measles vaccine (NFHS3: 48%), all before their first birthday. The reasons for this were explored in the health facility assessment and qualitative assessments, which addresses the source of vaccines, the cold chain, the delivery and documentation system and the gaps in service delivery.  The qualitative assessments also explored the perceived importance of immunization, reasons for resistance, and the absence of vaccination cards.
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Malaria – Treatment and Prevention: Almost two-thirds of mothers of the 300 (62.3%) surveyed stated that they had a bednet in their house. However, only 99 of the 300 children (33%) and 100 of the 300 mothers (33.3%) slept under the bednet the night previous to the survey. Only one mother stated that the bednet in her house had been dipped in an insecticide in the past. The fact that malaria is transmitted through mosquito bite was understood by more than half of the mothers surveyed (53.3%). Of the 105 children with fever in the two weeks preceding the survey, 59 (56.2%) were taken for treatment on the same day or the next day to the appearance of the fever. However, only six of the 105 children with fever (5.7%) were reportedly treated with an antimalarial medication. Similarly, only eight of the 300 mothers surveyed stated that they had taken antimalarial medication during the pregnancy with their youngest child less than two years of age. This needs further exploration to ascertain the extent of availability and access to antimalarial medication in the area, reasons for use/nonuse of bednets, and to understand the perceptions regarding the cause for fever among mothers and children.
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Other Infectious Diseases:  Indicators with respect to diarrheal disease showed: 101 children of 300 (33.7%) had diarrheal disease in the two weeks preceding survey. Of those, 45.5% were given an acceptable form of ORT – powdered OR Salt which could be reconstituted, ready mixed ORS, or an accepted home available fluid (NFHS3: 17.8%).  Additionally, 34.6% of children were taken for treatment to a qualified provider when the child showed signs of diarrhea (NFHS3: 32.5%). Nineteen of the 101 mothers (18.9%) of children who had diarrhea stated that they gave the child a medication containing zinc. The situation with reference to Acute Respiratory Infection showed that 113 mothers of 300 (37.7%) surveyed stated that their youngest child less than 24 months of age showed signs of cough and difficult breathing in the two weeks preceding survey. Of them, 40.7% took the child for treatment to a qualified provider (NFHS3: 46.3%). Since both of these diseases are among the major causes of morbidity and mortality among infants in India, program strategies have been modified to incorporate interventions in these areas as well. With respect to water and sanitation, mothers in 111 of the 300 households (37%) surveyed stated that they treat water using one of four methods – boiling, bleach application, filtering or solar disinfection. Also, 33.7% of the 300 households had soap or detergent present at the place designated to wash hands.  Due to the prevalence of diarrhea and ARI, especially during the dry season, the Project has decided to add these components to its mix of interventions (see Section 1.5.2.1).
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1.3. Other Factors that Influence Health

1.3.1. Economic Factors

Within Jharkhand, Sahibganj is one of the poorest and least developed districts. Over half of the population (55.3%) in this district lives below poverty line, and out of 569 districts in India, Sahibganj has been ranked at 562 affirming the backwardness of the district
.  In Sahibganj, 78.4% of the rural population lives below poverty line
.
Agriculture is the major source of livelihood for people of Sahibganj in general and among scheduled tribes, like Santhals and Pahariyas, in particular. Pahariyas have a slight location advantage of livelihood choices as they live deep inside the jungle almost on the plateau of the Rajmahal hills. They grow maize, bajra, a variety of pulses, and ragi, which have high nutritious value.  The Rajmahal Hills are the source of building and road stones. About 25% of their livelihood also comes from non-timber forest produce.  Sal and Simal logs and jackfruit are exported in large quantities to the neighboring districts and also to places outside Jharkhand.  Despite a large population of cattle, yield of milk in the district is very poor. Milk consumption among the tribal groups and even the backward caste is not common.

1.3.2. Social and Cultural Factors

The literacy rate in Sahibganj is 37.9%; however, there are significant differences in literacy rates between men (48.3%) and women (26.8%).  This low literacy rate among women not only has implications for the way health information should be communicated to women, but it also highlights other underlying causes of poor health, such as gender inequality which leads to women and adolescent girls having little or no decision making power regarding sexual and reproductive rights. 
Nearly 30% of the population of Sahibganj is tribal.  The major tribes, Pahariyas and Santhal, have very different cultural practices that have the potential to exclude them from access to health services.  The Pahariyas are characterized by an extremely low literacy rate and a pre-agricultural level of technology. The major reasons for the low literacy rate are lack of school facilities and teachers not regularly conducting school where facilities are available.  Most tribal women look after household duties.  A few of them control family expenditure and work as an agricultural and forest laborer, in addition to rearing animals, collecting fuel, carrying potable water and participating in social, ritual and religious activities.  The women in tribal culture do not possess the right to landed property. They are entitled to the possession of all kinds of moveable property which they can dispose of whenever they like. They also have the right to participate in the proceedings of tribal councils. Divorce and widow re-marriage are permissible according to the tribal law.  Most of the tribal people live in tiled houses with mud walls.  All the houses are single roomed and none of the houses have toilet facilities. There is no electricity in any of the villages. 
Child bearing imposes health needs and problems on tribal women – physically, psychologically and socially.  In some tribal areas, maternal mortality is reported to be very high, 460 per 100,000 child births
.  The high mortality rate is mainly due to unhygienic practices. In many of the villages where they have no trained birth attendant, the delivery is still conducted by the husband according to their tradition. More than 90% of deliveries are conducted at the home attended by elderly ladies of the household. No specific precautions are observed at the time of conducting deliveries, which results in an increased susceptibility to various infections. Services of paramedical staff are sought only in difficult labor cases.  From the beginning of pregnancy to delivery, no specific nutritious diet is consumed by women.  Moreover, Santhal tribal women often reduce their food intake during pregnancy because of the fear of recurrent vomiting and also to ensure that the baby will remain small so that the delivery will be easier. The consumption of iron, calcium and vitamins during pregnancy is also poor. The habit of taking alcohol during pregnancy has been found to be usual in tribal women and almost all of them are observed to continue their regular activities including hard labor during advanced pregnancy.

Infant mortality is also extremely high among the tribal populations. In some of the tribal villages in Rajmahal hills the IMR is as high as 147 per 1,000 live births
. The high rate is mainly due to low birth weight, lack basic knowledge by mothers, poverty, remoteness of the villages and inaccessibility of health care facilities, infectious diseases such as malaria and Kala-azar.  As far as child care is concerned, both rural and tribal illiterate mothers are observed to breastfeed their babies. But, most of them adopt harmful practices like discarding of colostrum, giving pre-lacteal feeds, delayed initiation of breastfeeding and delayed introduction of complementary feeds. Vaccination and immunization of infants and children have been inadequate among tribal groups as well. In addition, extremes of superstitious religious beliefs and taboos tend to aggravate the problems.
The mean age of marriage among the tribal populations is 22 for boys and 18 for girls. It was found that 43.8% of girls were married before 18 years of age.  There is some traditional knowledge regarding family planning, but this knowledge is held mostly by traditional healers and males. Females in remote tribal pockets of Rajmahal hills (both the Santhal and Pahariya women) are not as aware of family planning practices. Moreover, tribal women have little or no say on their sexual or reproductive rights.  Consequently many efforts by the Government to improve the health and nutrition status of women and children have been unsuccessful because they address the symptoms rather than the underlying causes.  

Regarding religious beliefs, most of the tribal population is animist. Tribes have their own belief system regarding the diagnosis and cure of diseases. Ojhas, the traditional healers, are the dominant providers of health treatments.  The tribal system of treatment is a mixture of magic and medicine, of faith in supernatural elements and medicinal herbs. There are also pockets of Christianity due to the interventions of the Friends Missionary Prayer Band and the Roman Catholic Mission. In Borio, Sahibganj and Barhait there are sizable populations of Muslims which are governed by Islamic laws and traditions. In general, about 40% of the District population is Hindu.  The religious diversity leads to a variety of beliefs and attitudes about health, and these will be explored further in qualitative research.

1.3.3. Political Factors
The District Health and Family Welfare and the Integrated Child Development Services (ICDS) officials have accepted the gap in the system that neglects the most vulnerable pockets of the district. The gaps include the lack of skilled human resources, infrastructure deficits in Primary Health Centers (PHCs) and Health Sub-Centers (HSCs), and the absence of basic equipment and drugs for maternal and child health.  The money exists at the District level, but is not being budgeted appropriately to overcome these barriers.  These gaps are further explained in Section 1.4.  
1.4. Current Status and Overall Quality of Health Care Services 
1.4.1. Government of India Health Care Services

Maternal and child health services are currently delivered by the State to the people of India as part of the national Reproductive and Child Health (RCH) program of the Ministry of Health and Family Welfare (H&FW) which was launched in October 1997.  The services contained in the RCH program are:

· Care of pregnant women – prenatal, natal and postnatal services;
· Immunization against six vaccine preventable diseases – tuberculosis, diphtheria, tetanus, pertussis, polio and measles, as well as the provision of five doses of vitamin A to children;

· Distribution of Iron Folic Acid tablets to prevent anemia in pregnant women;

· Treatment of diarrhea and pneumonia in children;

· Spacing methods – permanent and temporary;

· Emergency obstetric care services;

· Nutrition counseling and distribution of complementary foods; and

· Management of reproductive tract infections and sexually transmitted diseases like HIV and AIDS.
Broadly, the RCH program aims to universalize immunization, ante-natal care, skilled attendance during delivery as well as care for common childhood ailments. Greater stress on improving neonatal care at all levels, hospital, homes and community aims to substantially reduce infant mortality. The RCH Program aims at eradication of poliomyelitis while selectively introducing Hepatitis B vaccine.

Maternal Health Components:  Essential obstetric care intends to provide basic maternity services to all pregnant women.  The RCH Program aims at providing at least three prenatal checks including weight and blood pressure check, abdominal examination, immunization against tetanus, iron and folic acid prophylaxis and anemia management. Since complications associated with pregnancies are not always predictable, emergency obstetric care is an important intervention to prevent maternal morbidity and mortality.   The RCH Program aims at strengthening the emergency obstetric care services and making First Referral Units operational.

Child Health Components:  The initiatives for improved child health as part of the RCH program are:

· Control of deaths due to ARI by standard case management;
· Control of deaths due to diarrheal diseases by promoting the use of ORT;
· Provision of essential new born care;
· Vitamin A supplementation for children six months to three years of age;
· Iron Folic Acid supplementation to children under five years of age;
· Implementation of exclusive breastfeeding up to the age of six months and appropriate practices related to complementary feeding;
· Integrated Management of Neonatal and Childhood Illnesses (IMNCI): This program offers a comprehensive package for the management of the most common causes of childhood illnesses, i.e. sepsis, measles, malaria, diarrhea, pneumonia and malnutrition.
H&FW works closely with the Ministry of Women and Child Development (WCD) through the Integrated Child Development Services Project (ICDS) which is responsible for nutrition and mobilization of the community at the village level.  ICDS combines the formation of self-help groups with the delivery of the following services: supplementary nutrition, immunization, health check-ups, referral services, and nutrition and health education.  

1.4.2. Health Care Service Providers
The RCH services are delivered by doctors and Auxiliary Nurse Midwives (ANMs) through the Primary Health Centers (PHCs) and Health Sub-Centers (HSCs) at the rural area, and Community Health Centers (CHCs), Sub-divisional hospitals, District hospitals and teaching hospitals at higher levels. At the rural area, each PHC covers a population of approximately 25,000 to 30,000, while each HSC covers a population of approximately 3,000 to 5,000.  ICDS delivers services at the Anganwadi Center (AWC), which covers about 1,000 people. Under ICDS, each block is divided into four to six sectors with a supervisor for each sector, and each sector covers 25 to 30 AWCs with one Anganwadi Worker (AWW) at each AWC.  The most utilized and most accessible health facilities at the community level are the Health Sub-Centers and the Anganwadi Centers.
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Health Sub-Center and the Auxiliary Nurse Midwife: The Health Sub-Center is the last outpost for the health system.  Initially staffed by a male and female multi-purpose health worker (MPHW), now it is only staffed by one female MPHW, also called an Auxiliary Nurse Midwife (ANM) in Jharkhand. The ANM is responsible for delivering all of the services in the Reproductive and Child Health program including, but not limited to, routine immunization; special immunization campaigns; antenatal care, delivery and post-partum care; home visits and counseling; and curative care, including the administration of drugs during field visits and at the HSC.

The National Rural Health Mission (NRHM), under H&FW, has a sanction for introducing an additional ANM at each HSC. There is a shortage in the number of trained ANMs in the state and in the number of training schools, so the posting of the second ANM will take a long time.  The ANM performs all the basic tasks at the HSC and the outreach sites which could number from four to ten. A few ANMs have just been provided bicycles to commute to the place of work. They are expected to stay within the HSC, but seldom do because most HSCs in Sahibganj are yet to be constructed. Most of them run from rented sites (Figure 6).

The ANM works closely with the Anganwadi Worker, and her center is the usual outreach site. The ANM reports to the Lady Health Visitor (LHV) at the block. The post of the LHV is usually vacant or filled by a woman who is just reaching her age of superannuation. There is just one LHV training center in Jharkhand which functions erratically leading to a shortage of nurses in the LHV cadre. The LHVs also do not have a budget for travel and, hence, supervision is almost non existent.  It is the medical officers who then supervise the ANM’s work and provide her with support. The supervision revolves around the fulfillment of mandated targets given by the District and State authorities.

The ANM is now able to spend one or two days at the HSC, while on the other days she is at the outreach site (usually on Thursdays and Saturdays) attending meetings at the PHC or collecting supplies. The Government has just arranged a contractor to deliver vaccines at her doorstep and, hence, relieved her of a big burden. The second ANM is expected to be present at the HSC every day, and it is hoped that clinical and other services at the HSC can be mandated on all working days.  Each HSC is supposed to have a labor room, but most do not since most centers do not have the needed physical infrastructure.  Also the labor room is not functional since the ANM has to move around for her field trips.  

The State has just begun the facilitation of the formation of village level institution that will assist, support and monitor the HSC. The Village Health Committee (VHC) has just been constituted. It is envisaged that the VHC will monitor the activities of the ANM, through a prescribed format, discuss issues and bottlenecks and have a budget, called the untied fund, of Rs. 10,000, to address these bottlenecks. The untied fund has already been disbursed, but since the VHCs are still young they are being managed by the ANM and an AWW. The VHC is also to receive an extra fund of Rs. 10,000 per year for its own activities. This infusion of authority and financial leeway is expected to lead to decentralization and local accountability.

Anganwadi Center and the Anganwadi Worker:  For every 1,000 population there is an Anganwadi Center (AWC) that caters to the needs of women and children with a special focus on nutrition. The Anganwadi Worker (AWW) is the main functionary and is assisted by an Anganwadi Helper (AWH). The duties of the AWW are not limited to health.  They also include the provision of supplementary nutrition for pregnant and lactating mothers and children below six years; non-formal pre-school education; assisting the ANM to conduct immunizations on Nutrition and Health Days (NHD) at the AWC; assisting the ANM in health check-ups; referral services; and nutrition and health education to pregnant and lactating mothers during home visits.  It has been mandated by officials that an AWC will be opened for a group of 40 children.
The Accredited Social Health Activist:  Due to the tremendous workload of the AWW and ANM and the lack of health services in rural areas, the H&FW developed a new position under NRHM to assist the AWW and ANM.  The Accredited Social Health Activist (ASHA) is a community health volunteer that is recognized by the Government of India (GOI).  Some of the duties of the ASHA (known in Sahibganj as the Sahiyya) include:

· Creating awareness and providing information to the community on determinants of health such as nutrition, basic sanitation and hygienic practices, healthy living and working conditions, information on existing health services and the need for timely utilization of health and family welfare services.

· Counseling women on birth preparedness, importance of safe delivery, breastfeeding and complementary feeding, immunization, contraception and prevention of common infections and care of the young child. 

· Mobilizing the community to access health services available at the village/HSC/PHC, such as immunization, health check-ups for pregnant women and new mothers, sanitation and other services provided by the government.

· Accompanying pregnant women and children requiring treatment or admission to the nearest pre-identified health facility.

· Acting as a depot holder for essential provisions being made available to every village such as Oral Rehydration Solution, IFA tablets, chloroquine, disposable delivery kits, a drug kit, and insecticide treated nets.

1.4.3. Current Situation in Jharkhand State and Sahibganj District
Physical Health Infrastructure:  The physical health infrastructure of Jharkhand consists of a public sector with three medical colleges; twelve district hospitals; 18 sub-divisional hospitals; 47 CHCs, or referral hospitals; 103 PHCs; 368 additional PHCs; and 4,462 HSCs. Additionally, there are 122 ayurvedic, 54 homeopathic and 30 Unani dispensaries. There is one regional family planning training center and eleven training institutions for ANMs in the State. The existing public health infrastructure is grossly inadequate in relation to the population and geographic spread of the State. As per the Government of India norms, there exists a shortage of 2,053 HSCs, 854 PHCs and 200 CHCs
.  The same shortages exist in Sahibganj as seen in Tables 7 and 8. 

Table 7.  Infrastructure in the Health System

	Type of Units
	Level
	Expected No. of Units
	No. of Units
	No. of Beds
	No. of Doctors

	Sadar Hospital
	District
	1
	1
	60
	9

	Referral Hospital
	Block
	7
	2
	60
	5

	Primary Health Center
	Sub-block
	10-14
	7
	42
	17

	Addl. Primary Health Center
	Sub-block
	10-14
	10
	60
	10

	Health Sub-Center
	Village
	158
	141
	---
	---

	Anganwadi Center
	Village
	---
	---
	---
	---

	Family Welfare Center
	---
	---
	7
	---
	---

	Maternity & Child Health Center
	---
	---
	2
	---
	---

	District T.B. Centre
	---
	---
	1
	---
	1


Table 8.  Distribution of Different Types of Hospitals by Block

	Blocks
	Sadar Hospital
	Referral Hospital
	Primary Health Center
	Additional Primary Health Center

	Sahibganj
	1
	---
	1
	---

	Borio
	---
	---
	1
	1

	Mandro
	---
	---
	---
	3

	Barhait
	---
	1
	1
	---

	Rajmahal
	---
	1
	1
	---

	Udhwa
	---
	---
	---
	2

	Barharwa
	---
	---
	1
	3

	Taljhari
	---
	---
	1
	---

	Pathna
	---
	---
	1
	1

	TOTAL 
	1
	2
	7
	10


Staff Crunch:  There are 1,219 doctors with a shortfall of 1,412.  There are 1,252 multi-purpose health supervisors, yet a need for 1,196 more.  There are only 3,915 female multi-purpose workers and 423 male multi-purpose workers, with shortfalls of 1,949 and 4,809 respectively.  Again, similar shortages exist in Sahibganj as seen in Table 9.
Table 9: Personnel status (Health Sub-Center level)-as on 18-04-2007

	Blocks
	HSCs
	ANM

	MPW (Male)

	
	Existing                (In No.)
	Expected                   (In No.)
	S
	R
	P
	V
	S
	R
	P
	V

	Sahibganj
	8
	25
	11
	66
	8
	58
	3
	33
	3
	30

	Mandro
	11
	9
	0
	40
	0
	40
	0
	20
	0
	20

	Borio
	19
	11
	33
	60
	16
	44
	3
	30
	2
	28

	Barhait
	21
	14
	72
	70
	11
	59
	36
	35
	3
	32

	Taljhari
	11
	13
	12
	48
	13
	35
	8
	24
	3
	21

	Rajmahal
	17
	27
	36
	88
	35
	53
	5
	44
	0
	44

	Udhwa
	13
	31
	0
	88
	0
	88
	0
	44
	0
	44

	Pathna
	17
	8
	9
	50
	7
	43
	4
	25
	3
	22

	Barharwa
	24
	20
	28
	88
	26
	62
	16
	44
	4
	40

	TOTAL
	141
	158
	201
	598
	116
	482
	75
	299
	18
	281


S- Sanctioned; R- Required; P- in position; V- Vacant * - Newly sanctioned HSCs yet to be built

High Utilization of Private Provider Services:  The health care delivery system in India comprises agencies within the public and private sectors. Public health care delivery systems are generally perceived as being crowded and of poor quality. But they are largely free, and this makes them attractive to the poor and underprivileged. The private sector is a major player in health care provision, and while quality of care is generally better, they are seen as profit driven, and sometimes exploitative. Indigenous and traditional providers serve the majority of out-patients in rural areas.  In Jharkhand, 70%

of households use private doctors or private hospitals or clinics for treatment. Only 19% normally use the public sector. Among the poor, utilization of public sector services is even lower (16%).  Low utilization of public sector services are largely due to poor access to services, understaffed facilities, poor infrastructure and low quality of services.

Barriers to the Utilization of Health Care Services: There are many gaps in the quality and accessibility of health services in the current public health sector.
· Primary health centers have yet to start functioning on a 24 hour basis. 

· Though contractual appointments are given, the number of doctors is not adequate.
· Access to health information is low because ANMs and AWWs have multiple roles and responsibilities and there is no behavior change communication strategy.

· TBAs are untrained and have limited opportunities to be trained leading to overburdened ANMs.

· Low literacy levels lead to low awareness of preventive health behaviors, low levels of compliance with taking IFA, poor recognition of danger signs for childhood illnesses and maternal complications and incorrect beliefs about nutrition, pregnancy and child care practices. 

· Geographical expanse makes some regions inaccessible so that ANMs are unable to reach remote villages and village people are unable to reach sub-centers for healthcare.

· Extension of health services to remote villages is nearly impossible due to lack of a travel allowance for ANMs.
· There are no community-based systems for transport or funds for healthcare, especially in case of emergency situations.

· Data is not disaggregated to understand the level of gender, tribal, and religious discrimination in the district and its impact on overall health.

· Private providers are visited more often than public health services due to the distance between the remote villages and the health sub-centers. In addition the private providers are not involved or provided trainings or appraised about the correct health protocols and rational use of drugs.

· There is irregular growth monitoring since many AWWs are not provided with weighing scales and low community mobilization efforts by AWWs leads to irregular assessment of the nutritional status of children and women.

· Neonatal care is also a problem area that needs improvement. Almost all centers need to acquire equipment and establish nursery facilities.
· The management of severe and acute malnutrition is not taking place. 

· Supervisors are neither sufficient in number nor sufficiently trained for supervising the work of the ANMs.

· In many places, posts of sector supervisors are vacant and need to be filled.
· ANMs are not provided with stationary by the district.

· There is no system of checklists to get the actual data from ANMs for reporting.  The complete system of monitoring the current status of health needs to be redefined.

· There is a lack of coordination among ANM/MPWs and AWWs.

· Continuing out of pocket expenditure by ANMs for stationary and travel with lack of transportation also affects the proper functioning of the HSCs.
· Continuing gaps in the cold chain maintenance and supply of disposables is needed to improve the quality in immunization coverage.

1.4.4. Additional Needs Identified by the Rapid Health Facility Assessment
As identified above, there are many needs regarding health care services in Sahibganj District.  The Rapid Health Facility Assessment (RHFA) provided a more detailed look at the gaps in health services at the Health Sub-Center as well as the quality of care provided by the ANMs and the AWWs.  Implications of the RHFA survey findings to the project design are included in section 1.5.2 and the complete report is included in Annex 4.
Service Availability: The proportion of health facilities offering the basic child health services, namely growth monitoring, immunization and sick childcare, was found to be zero (0%).  This is most likely due to the fact that growth monitoring (0%) is carried out by the Anganwadi Center and the HSC is not involved. Therefore, the proportion of health facilities offering mandated services (immunization and sick child care) was 29%.  The study showed that at least 94% of HSCs offered ANC at least once a week which is quite good in number, while 11% offer delivery services on all days.
Utilization of Health Services:  Utilization of curative child health services is very low (0.14 visits per child per year) as well as ANC visits (0.83 visits per pregnancy).  The Government of India recommends three ANC visits per pregnancy.  In addition, the estimated number of births per year in each HSC catchment area (5,000 pop.) is 175.  However, only 20 births per year per HSC were recorded (including both facility-based and outreach).
Infrastructure of Health Sub-Center:  Essential infrastructure at HSCs was found in only 3%.  This includes improved water source, functional latrine for clients, and setting allowing auditory and visual privacy.  Only one HSC reported that they had a bed. An ideal HSC has only a delivery cot and is not mandated to have overnight beds. Only two HSCs reported the availability of 24 hour staff coverage and electricity. However, the government does not mandate a 24 hour service at the HSC.  The scenario of power supply is bleak and reflects the general power distribution scenario of the area. Only two HSCs, located in towns, had power while the majority in the villages lacked basic power. This also impacts vaccine storage.  Just one HSC reported the presence of a functional toilet for patients, in fact the Department of Water and Sanitation mandates that every HSC has a toilet and drinking water source. Only 34% of HSCs had an improved water source.  Privacy is crucial especially to women, but just 23% of the HSCs had provision for visual and auditory privacy. Most of the HSCs were operating out of rented premises and thus had no provision for separate rooms. Basic facilities like curtains were also not available. 
Supplies Available with the ANM and the AWW:  Only 6% of HSCs had the minimum essential supplies for child health, namely infant scale, adult scale, timer/watch and ORS supplies. No HSCs had the minimum essential supplies for maternal and neonatal services (partograph, vacuum extractor, resuscitation device, weighing scale, and baby wraps) and ANC services (blood pressure machine, tetanus toxoid vaccine, hemoglobin reagents, syphilis testing kit, and albastix for protein).  Not even one of the AWWs possessed a watch or timer that could count in seconds. Only 43% mentioned that they possessed guidelines for care.
Drugs Available with the ANM and the AWW:  The HSC is mandated to be prepared for all childhood illness. Seventeen percent of HSCs had the essential drugs. Insecticide treated nets will be available soon and are planned for distribution shortly. With the biannual round for Vitamin A in progress, only two-thirds of the centers had stock of Vitamin A. ORS and cotrimoxazole were available in one third of the HSCs. Stock outs were common with ORS and antibiotics.  Only 24% of HSCs have antibiotics for newborn sepsis, and stock outs for the same are common.  Iron and folate was available in just two-thirds of the centers, with stock outs being reported as regular, while only 17% of HSCs had tetanus toxoid injections, and no stock was maintained since the vaccines are delivered on the day of immunization.  Six percent of HSCs had all of the vaccines available. This was due to the fact that few HSCs had immunization day during the survey. Vaccines are not stocked at the HSC.  Most AWWs lacked drugs. Though they mentioned that they were treating malaria and diarrhea, they had no stock of antimalarials or ORS.
Training and Supervision of the ANM and the AWW:  Trainings of ANMs are a regular phenomenon. The district authorities did not have a training plan for the year; trainings were conducted on an ad hoc basis by external agencies supporting the government and the government departments.  Two basic training packages are yet to be covered in Sahibganj – IMNCI and the Skilled Birth Attendant (SBA) training. Immunization, breastfeeding, antenatal care (ANC) and malaria seem to the main training topics.  Most of the trainings recalled by AWWs were on nutrition, immunization and ANC, while crucial subjects on IMNCI and ITN use were yet to be covered.
Just over 50% of ANMs recalled an external supervision visit in the last three months. These supervision visits were mostly carried out by the Medical Officers coming to the Health Sub-Center. The Lady Health Visitor is expected to visit the HSC, but due to lack of provision of transport she rarely makes her visits.  The percentage of AWWs who had supervision in last three months was 66%, which is good over all, but no reports were checked during the visit, indicating the lack of an information system. Eleven percent of AWWs were provided with feedback during last supervision, while no one was provided with positive feedback.
Community Coordination:  The National Rural Health Mission envisages regular community coordination. A Village Health Committee has been constituted in each village and is expected to monitor, discuss, plan and financially support with the untied fund provided.  Untied funds have been handed to the ANM, but due to a lack of elected community body, called the Panchayat, coordination has not been feasible. Funds to the VHC are yet to be received.  Every year a community needs assessment is to be carried out, the survey illustrates that this has not taken place.
1.5. Baseline Assessments
The KPC Baseline Survey was completed in January 2008.  The purposes of the KPC Baseline Survey were:

· To document the baseline levels of knowledge and practices of mothers of young children, and the coverage of certain health services in the project area, with reference to maternal and child health – at the start of the project;

· To refine project objectives and indicator target levels based on the existing knowledge, practice and coverage levels at baseline;

· To increase the capacity of local project and partner staff to collect, analyze and use information for decision-making; and 

· To create a credible database of the maternal and child health status of the region, which can be presented to the Government of Jharkhand and the District administration as a status document.

A Rapid Health Facilities Assessment (RHFA) was completed in March 2008.  The purposes of the RHFA survey were:
· To determine the current knowledge and practices of health workers at outpatient clinics (Health Sub-Centers) and community health workers (Anganwadi Workers) regarding the assessment and management of sick children;

· To use the information to prioritize and plan improvements in the quality of care at outpatient health facilities, including equipment requirements, drug and material supplies, case management practices, training and supervision of outpatient health workers and community health workers; and
· To improve the capacity for assessment and supervision of local health workers and their supervisors. Specifically, these personnel should learn survey techniques, collection and analysis of survey data, and use of data to improve the quality of case management in first level health facilities and in the community.

The Qualitative Assessment was completed in May 2008.  The purposes of the Qualitative Assessment were:

· To determine the factors (geographic, social, economic and political) that exclude the community from the mainstream (with special reference to health and nutrition issues);

· To identify the deterrent factors that deny community (mother and child) access to the government health facilities and services available;

· To identify the factors that prevent a mother from making decisions related to maternal and health care (gender, lack of education, etc.);

· To discover alternative institutions available in the area and ascertain the importance and influence of these institutions on the lives of the community; and

· To examine the traditional health practices, myths and misconceptions related to post partum and neonatal care.

All three of these surveys have been completed including data analysis, final report and dissemination.  Implications of the KPC, RHFA, and Qualitative survey findings to the project design are included in section 1.5.2 and the complete reports are included in Annex 4.
1.5.1. Baseline Assessments Still to be Completed

The baseline Child Survival Sustainability Assessment (CSSA) will be conducted in August 2008.   From May 2 to 12, the Parivartan Project Manager participated in an Exchange Visit to the CRWRC Bangladesh Child Survival Project.  During part of this visit, the Project Manager was trained in the CSSA methodology and observed the CSSA process in Bangladesh.  The Project Manager will carry out the initial capacity assessment with additional training and assistance from the CRWRC Capacity Consultant and CRWRC Regional Health Advisor.  

1.5.2. Implications of Baseline Assessments

1.5.2.1. Knowledge Practices and Coverage Survey

According to the KPC survey, it was determined that the area of most focus should be behavior change communication, and energizing the government machinery for service delivery. Since the Project aims to work in close synergy with the District of Sahibganj, the program must ensure that services reach the people. The qualitative assessment yielded information about the possible reasons for the low level of some indicators, which will be the basis for the behavior change effort. 

The low literacy level of the mothers surveyed has implications for the design of messages used in Behavior Change Communication (BCC) activity, since the ability of the mothers to read written messages may be low. Even the written information in standard material used by the Government in its RCH program, like the vaccination card, may be incomprehensible to the mother. The Project must take this factor into consideration in designing communication strategies.

The Project has also expanded its project objectives and activities to include a component on diarrheal disease and acute respiratory infection, which are components contained within the RCH Program. The levels of indicators pertaining to both these diseases, and the fact that more than a third of children surveyed suffered from diarrheal disease and/or ARI in the two weeks preceding the survey point to the need for including them in the activity of the program.  In addition, breastfeeding rates were relatively high compared to other child health indicators, therefore, there should be a reduction in the level of effort placed on breastfeeding. 
Less than half (47%) of mothers had a vaccination card for their child less than two years of age at the time of the survey, which is a figure that needs to be improved as a first step. This will help in documenting the progress of immunization more accurately. The knowledge regarding the card, and its use should be enhanced by an appropriately designed BCC strategy.
Also, both quantitative and qualitative research is needed among men in the project area, and other family and community level decision makers, to determine their attitudes and knowledge in the area of child survival. The involvement of men and the other decision makers will enhance the effectiveness of messages directed at the primary beneficiary population.
1.5.2.2. Rapid Health Service Delivery Assessment
It will be important for the Project to get some more detailed information about geographic access to child health services from qualitative research or a mapping exercise.  This will help to determine if the low levels of health care seeking are due to the lack of access to services or due to the quality of services (or both).  Regarding service availability, it seems that immunization services are widely available, but not utilized by the community as revealed by the 9.5% complete immunization rate from the KPC survey.  However, this Project could look into making sick child services more available (66%) at the community level through outreach or some form of community case management.  In addition, it will be important to discover if growth monitoring services are available at the Anganwadi Center to ensure that this basic nutritional intervention is available.

Regarding maternal and neonatal health, the proportion of Health Sub-Centers with delivery services available every day was quite low (11%).  Utilization of delivery services was also quite low as the estimated number of births per year per HSC is 175 and only 20 births per year per HSC were recorded (including both facility-based and outreach). The Project will need to build up a cadre of trained birth attendants to decrease the burden on the ANM.  The ANM can serve as a supervisor for the trained TBAs, but she does not have the time to go out to the community to provide delivery services.  Therefore, this cadre of birth attendants will be critical for maternal and neonatal health.

Utilization of curative child health services is very low (0.14 visits per child per year) as well as ANC visits (0.83 visits per pregnancy).  It will be important for this Project to determine the main barriers to health care utilization regarding access and quality of services.

The Project needs to advocate for usable client latrines and water from protected water source on or near grounds of the HSCs.  The District authorities have budgets for infrastructure. Benchmarks for the Health Sub-Center have been prepared (Indian Public Health Standard), but the districts need to get the necessary funds allocated and begin work.  The Project could be involved in this process of fund allocation based on the results of this report.  In addition, the Project could help the Ministry of Health and Family Welfare to coordinate better with the Ministry of Water and Sanitation on some of these issues.  Lastly, due to the lack of emergency transport available at the HSC, the Project should look into community-based funding schemes for emergency transportation.  This could be one potential use of the funds for the VHCs.

It is clear the Project will need to work closely with the H&FW in order to provide the appropriate supplies for maternal, neonatal and child health.  This may be done through coordination meetings during the District Action Planning and Budget Planning stage of H&FW and WCD.  Basic supplies for maternal, neonatal and child health that should be available at the Health Sub-Centers include: a functioning infant scale (Salter/standing scale), a functioning adult scale, a functioning timer/watch with second hand (for ARI), ORS equipment (jar/jug and cup/spoon), warm wraps for newborns, functioning blood pressure equipment for antenatal care, and malaria test kits.  The Project cannot supply these items, but they should actively pursue the necessary budget from the District in order to ensure that these items are available at the HSC.  As a result of the lack of scales for growth monitoring, the Project will focus on building the capacity of Anganwadi Centers to provide basic growth monitoring services through procuring scales and cards.  This effort will replace the PD/Hearth program that was initially proposed.
Similarly to the shortage in supplies at the HSC, there is also a shortage of drugs.  A similar strategy will need to be followed for advocacy during the planning and budget process at the district level.  The basic drugs that should be available to women and children (including newborns) include: ORS packets, first line oral for child pneumonia, first line oral for bloody dysentery, first line for malaria, antibiotics for newborn sepsis, tetanus toxoid, and iron/folate supplements.  None of the HSCs had all of these drugs available, and nearly all HSCs dealt with problems of stock outs for all of these drugs.

One of the key components to the Project will be to train community-level staff in maternal, neonatal and child health.  This survey shows the need for this training for both the ANM and the AWW, especially in the areas of pneumonia case management, diarrhea case management, malaria case management, ITN use, intermittent preventive treatment, nutrition, breastfeeding promotion, IMNCI, newborn care, post-partum care, antenatal care, and neonatal emergencies referral.  In addition to these trainings, it is also quite clear that the record keeping of the ANMs and AWWs could also use some improvement.  It may be a worthwhile endeavor for the Project to work with the ANMs and AWWs to integrate a system for information collection that benefits the community and the district.

However, this type of training will not be effective if it is not followed up with supportive supervision.  It is quite clear that the ANM and the AWW do not receive quality supervision.  The Project will need to work out a way to provide quality, sustainable supervision for these key health personnel.

One of the key aspects of quality improvement is coordination between the HSC and the community.  Village Health Committees have just been put into place and need to be strengthened and oriented to play a positive role.  The Project should work with the VHCs to establish a feedback mechanism for the Health Sub-Centers and Anganwadi Centers, so that the community’s needs are met and sustained.

1.5.2.3. Qualitative Assessment

The qualitative assessment found poor demand generation of the available maternal and child health services as well as poor supply chain management. From the whole package of services available of antenatal care, only IFA tablets and tetanus injections were available. The consumption of IFA was low due to the lack of awareness on the importance of taking these tablets. Checking of blood pressure, blood sugar, weight monitoring, hemoglobin level, position of the baby during pregnancy as part of routine antenatal care from the Government facilities was reported only in one village. The information obtained in this assessment indicates that these services are available in the Primary Health Centers (PHC), but the service users were not aware. It was found that the Anganwadi workers and ASHAs played a key role in the mobilization of the villagers and in creating a demand for services, where as the ANM played a key role in meeting the demand or supplying the services. In Mansingha and Tada villages it was clearly seen that the collaborative work between the ANM, Anganwadi worker and/or the ASHA leads to the higher utilization of the various MCH related services. 

In three of the villages, the Anganwadi workers have played a key role in motivating mothers to provide first milk to the new born child. However, the general perception among the mothers on first milk is to throw it away as it is considered unclean and baby cannot swallow it.

On take home ration provision, a majority of the villagers in all the villages reported that they were not happy with the nutrition provided in the Anganwadi centers. There were reports of irregularity, corruption and pilferage. In one of the remote Malto villages, the men said that they heard about immunizations through the radio. They said that a majority of them have a radio.

The majority of the deliveries were conducted at home by untrained traditional birth attendants. This has lead to the continuation of a number of unhealthy traditional practices such as waiting for placenta before cutting the chord, leaving the child unattended and causing a delay in provision of thermal care to the new born. The ANM is called only in case of complications during the delivery. In some Malto villages the husbands conduct the delivery. In all the villages except two, oil and other substances were applied to the cut end of the chord after cutting the chord. The child is given a bath right after the chord is cut. Post partum care from the government health functionaries was not reported in any of the villages.

The women in most of the villages were not informed of the dietary requirements during pregnancy. Further, there has not been any effort to link the dietary requirements with the food that is locally available and affordable. In some villages, the women reported that eating good food will make the child grow big and make delivery difficult. The majority of the women in all of the villages reported that first milk is not provided to the child. There are traditional beliefs that it is thick, concentrated and harmful for the child. There is a practice of providing water with breast milk during the period for exclusive breast feeding. This increases the chances of diarrhea and other infections. Exclusive breast feeding is continued up to one year causing a delay in the initiation of supplementary feeding, which increases the chances of malnutrition. These factors clearly point to a lack of access to information about the right time for initiating supplementary nutrition for children. There are still misconceptions that immunization leads to illness in children. Some segments of the Muslim community believe that it causes infertility. These misconceptions were higher in the lower caste communities compared to the higher caste.

Malaria, diarrhea, and acute respiratory tract infection (ARI) in children were reported in all the villages. Majority of the people knew how malaria spreads, but they did not have mosquito nets to prevent it. It was also reported that the spraying of DDT was almost non existent. One village said it was sprayed a year ago. Diarrhea was reported to be higher during summer and higher among children. Tube wells and wells are the sources of drinking water. Drinking water is not boiled in any of the villages. Knowledge of ORS was found limited. ARI was reported high among children in 9 out of 11 of the villages. In a majority of the villages, the child was first taken to the local medical practitioner for treatment.

The local medical practitioners (often untrained) were reported to play a key role in providing health care in all the villages except one (where the utilization of the PHC was reported). The first person to be called if there were any medical assistance required was the local medical practitioners. In five of the villages it was reported that they were the first persons to be called if there were complications during delivery. He is easily accessible, makes home visits if called and payments can be made in kind and on credit basis or on installments.

There were clear differences in the levels of awareness between the higher caste groups and those from the lower caste communities. The belief and use of Ojha’s (traditional healers) is still practiced in the lower caste community and the Santhal community. The misconceptions about immunizations were higher in the lower caste groups compared to the higher castes. 
1.6. Opportunities for Program Synergies
1.6.1. Synergy with Other Sector Programs

There is an opportunity for strong synergies between the health interventions of the Parivartan Project and other ongoing activities carried out by EFICOR in Sahibganj.
· Leadership Development:  EFICOR is currently working in three blocks of Sahibganj District.  These blocks are largely made up of individuals from the Santhal and Pahariya tribal communities. EFICOR has already established 98 self-help groups in these blocks, and 60 Gram Vikas Committees, or Federations.  In these groups, ongoing activities related to leadership development, gender equality, justice and advocacy are taking place.  EFICOR also plans to work on peace building between Hindu and Muslim communities as well as been Santhals and Pahariyas.  The self-help groups provide women with leadership skills.  Husbands and other people of influence are involved in the Federations where both men and women participate. 

· Savings Based Credit: Since 1994, EFICOR has helped to develop microfinance activities amongst the Pahariyas.  More recently they have worked to develop a savings-based approach to credit.  The savings-based approach will be used in all nine blocks where members will save and then increase household income through income generation activities.  With higher income, as well as an attitude for savings, members are encouraged to save money for health-related needs and to purchase more nutritious food for mothers and children.  CRWRC and EFICOR will also help the self-help groups to develop an emergency fund system that will consist of monthly contributions by group members, and also managed by them.
· Water Development:  Access to safe drinking water is a major issue, especially in the plains areas.  EFICOR has been working with the self-help groups in water resource management and water harvesting activities.  These activities will have an impact on the reduction of the prevalence of diarrheal disease and other water-borne diseases.

· Agriculture:  EFICOR has been working on homestead gardening with the self-help groups as well.  Community members will be encouraged to grow vegetables and other crops that contribute to better family nutrition. 

· Food Security:  In 2007, EFICOR began a Food Security program in Malto villages in two blocks.  Various water, agriculture and road cutting programs are included in this three year program.
1.6.2. Synergy with Other Agencies

1.6.2.1. Synergy with the Ministry of Women and Child Development and the Ministry of Health and Family Welfare 
The WCD has been using self-help groups in social and economic empowerment strategies for women.  Self-help groups have been incorporated into other departments of the WCD as well, including ICDS.  ICDS combines the formation of self-help groups with the delivery of nutrition interventions and health education.  In addition, Village Health Committees have been initiated by NRHM.  The Village Health Committees are to provide oversight to the services provided at the Health Sub-Centers.  Through CRWRC’s community mobilization strategy, self-help group and VHC members will help to monitor and facilitate the services delivered by ANMs and AWWs as well as motivate the community to access the health centers to receive services.

As mentioned above, the H&FW works in collaboration with the Reproductive and Child Health Program of the WCD.  The RCH Program provides essential obstetric care, emergency obstetric care, essential newborn care, and family planning. These services are delivered by the doctors and Auxiliary Nurse Midwives through the Health Sub-Centers.  At this time, each HSC is managed by one ANM, which leaves a tremendous burden on the ANM for the reproductive health of women in her community.  In addition, under ICDS, the Anganwadi Worker is responsible for supplementary nutrition, immunization, health check-ups, referral services, and nutrition and health education.  Due to the tremendous workload of the AWW and ANM and the lack of health services in rural areas, the H&FW developed a new position under NRHM to assist the AWW and ANM called the Accredited Social Health Activist (ASHA).

In addition to the ASHA, the GOI National Population Policy calls for TTBAs in every village to provide essential obstetric care and newborn care. The GOI recognizes the importance of having a skilled health professional present at every delivery; however, providing this level of care for every mother is challenging. Therefore, areas with little to no access to health facilities and ANMs, must rely on the cadre of untrained TBAs in their community.

Under the CRWRC community mobilization model (Figure 7), the ASHA and the TTBAs will be members of the VHC. The inclusion of the ASHA and TTBAs in the VHCs will help fill the communication gap between the ANM and the community as well as help the AWW and ANM deliver services to remote areas. For a detailed description of the roles and responsibilities of ASHAs and TTBAs within each intervention area, see Section 2.2.

In coordination with the WCD and the H&FW, the following has taken place, or is planned to take place during the life of the Project:
· Formal support from the Government of Jharkhand and District Officials to give a legal local standing to the Parivartan Project.  This has been received;
· Sharing of the KPC and RHFA baseline findings and project design and seeking advice for modification;
· Sharing of the Detailed Implementation Plan at the District level.  This has been carried out;
· The Parivartan Project is to be a part of District Health Mission which functions under the chairmanship of District Collector;
· Coordination with ICDS officials, particularly the District Program Officer (1) to finalize the training module for the AWW, (2) to activate the supervision and monitoring services from the block to the sector and village level, and (3) to use the data base for key decision making in operations;
· Coordinate with ICDS officials at all levels (from Anganwadi Helper to Child Development Program Officer) to facilitate the formation of self-help groups at the village level. The self-help groups will be the platform for dissemination of health and nutrition messages to the community;
· Coordination with the Civil Surgeon and Medical Officers of the PHCs for (1) training of ANMs, ASHAs, and paramedics and (2) ensuring services like ANC, immunization, ARI and diarrhea management to the community;
· Coordination with the District Malaria Program for the prevention and treatment of malaria in areas where the API (Annual Parasitic Index) is high; and 
· Advocacy at the Block and District level with ICDS and the H&FW to maintain the supply chain, cold chain, staff, equipment and infrastructure gap, training and capacity needs.

In addition, the Parivartan Project will work specifically with the ASHA program, which is a major cross-cutting innovation that has seen some success and shows much potential for grass roots community health interventions.
In consultation and coordination with the Civil Surgeon, the Parivartan Project plans to:
· Conduct trainings for ASHAs as per the modules designed by the Government of India. The Parivartan Project Advisory Group would add value and modify the module by looking into the local context.  The modules will also be adapted to the Dialogue Education Model
.
· Utilize the ASHAs, along with the Cluster Supervisors, to monitor the progress of the Project in line with the set process indicators according to the Parivartan work plan.
· Train the ASHAs to be the co-educators (with ANM and AWW) to impart knowledge on basic health education and counseling to Self Help groups and, in particular, to the pregnant and lactating mothers in the communities.

1.6.2.2. Synergy with Local NGOs
There are several other non-governmental organizations working in the health sector different parts of Sahibganj District.  These include:

· Vikas Bharti

· Gramin Praudyogik Vikas Sansthan, Sahibganj

· St. Peter’s Hospital Basaha, Mandro

· St. Joseph’s Hospital, Leela, Mandro

· Baccha  Mission, Mandro

· Pathra Mission, Borio

· Kundli Mission, Barhait

· Prem Jyoti Community Hospital, Barhait

· Sitapahar Mission, Pathna

· Jetky Shaharpur Mission, Pathan

· Jebanpur Mission, Kutalpukhar

· St. Igneous Hospital, Mundali, Rajmahal

· St. Xavier OPD Dispensary, Sahibganj

· Kadma Mission, Borio

The Parivartan Project will function in alliance with the above mentioned NGOs and in close coordination with some of them.

· The Government has assigned Vikas Bharti to identify the ASHAs. Thus the Parivartan Project will coordinate with Vikas Bharti and health officials for the right selection of the candidates in each block and then the Parivartan Project will carry out the training and follow-up.  

· Prem Jyoti Hospital will provide the training and technical support at the local level.  Prem Jyoti Hospital will provide the basic health education and the Training of Trainers (TOT) for the Project Implementation Team. The training modules for the block level TOT will be designed in consultation with Prem Jyoti training team, local PHC Officials and the Parivartan Project Advisory Group.

· Roman Catholic, Sitapahar Mission, Pathna and other mission-based NGOs mentioned above have a substantial presence in Santhali dominated blocks. The Parivartan Project will conduct the training programs for service providers with the support of these NGOs, thereby addressing the scale from the beginning. 

· The NGO network plays an important role in the decision making process of the District Health Mission, thus the Parivartan Project will take the lead in setting up quarterly discussion meetings for the health-related NGOs in the District.
· Friends Missionary Prayer Band has been working in the area since 1975 among the Pahariyas and Santhalis. They have established a good rapport with the tribal leaders and the community. Their presence will be useful for the Parivartan Project in community mobilization and BCC activities.

1.6.2.3. Synergy with the Vistaar Project 
Vistaar (Intra Health) is funded by USAID India and working in Jharkhand State.  Although Vistaar is not specifically in Sahibganj District, they are very active in the State and there is potential synergy and collaboration between Vistaar and the Parivartan Project.  Potential areas for collaboration include, but are not limited to the following:
· The Parivartan Project could replicate the best practices as evidenced by the Vistaar Project through research and acceptance by the Government. The best practices could be on community-based newborn care, complementary feeding, improving performance of community-level health and nutrition, and the functioning of the Village Health Committees.
· The Parivartan Project has a working desk in the Vistaar office in Ranchi for coordination and liaising with H&FW and WCD of the Jharkhand government.

· The Parivartan Project could present Sahibganj District data to the State government for better supportive supervision.

1.6.3. Synergy with the USAID Mission, India
CRWRC and EFICOR have been in dialogue with USAID India since the preparation of the proposal.  Since receiving the grant, CRWRC and EFICOR have held several meetings with Dr. Massey Bateman and Dr. Rajiv Tandon of the Population, Health and Nutrition Division.  This has led to the following opportunities:
· EFICOR and CRWRC are part of the Maternal, Newborn, and Child Health and Nutrition (MNCHN) consortium. This group consists of other Child Survival grant recipients as well as other health-related organizations supported by USAID. The consortium meets quarterly for sharing of learning and experiences.  The May meeting was be held at the EFICOR office and will include the DIP presentation for feedback by the consortium.
· EFICOR and CRWRC also attend the semi-annual Population, Health and Nutrition meetings.  These meetings are useful for dialoguing and networking with USAID and its partners, and also for learning about new approaches, synergies and mission foci.
· Coordinating with the Local Mission Office for operational research suggestions and for linking with the Government and other key health links at the State and National level for better results.

2. Program Description
2.1. Overview of Program Strategies
The goal of the Parivartan Project is to reduce mortality among mothers, newborns and children under the age of five through building and sustaining community capacity.  

Over the five-year program period, CRWRC and EFICOR seek to achieve four strategic objectives in the Sahibganj district of Jharkhand, India.  The strategic objectives are in alignment with Intermediate Result 3 of USAID India’s Health Strategic Objective (SO 14) to “increase use of key child survival interventions” as well as the GOI National Health Policy (2002) and National Population Policy (2000). 

1) Strengthen public-private partnerships for maternal and child health services.
2) Improve access to quality maternal and newborn care.

3) Improve nutrition among children.

4) Prevent and properly treat infectious diseases among women and children.

The entire Results Framework can be found in Annex 5.

The proposed technical intervention mix will be based on state-of-the-art methodologies proven successful in other child survival programs, while the cross-cutting strategies—community-based integrated management of childhood illnesses (C-IMCI), community mobilization, behavior change communication, quality improvement and sustainability—will be based on the strengths and innovations developed in CRWRC’s current child survival project in Bangladesh (2004-2009). The C-IMCI approach has proven to be very successful in the planning and implementation of child survival projects.  CRWRC has implemented this strategy in Bangladesh in coordination with the Government of Bangladesh and plans to use the strategy in coordination with the GOI as well.  CRWRC’s community mobilization model has tremendous potential to contribute to increased efficiency and expansion of coverage of GOI maternal and child health interventions through the development and mobilization of self-help groups and village health committees (VHCs) as well as health technical teams. The Parivartan Project will also improve the quality and sustainability of interventions through its behavior change strategy using the Designing for Behavior Change Framework, its quality improvement plan applying principles from Partnership Defined Quality, and its sustainability plan implementing the Child Survival Sustainability Assessment framework. The Parivartan Project will also apply innovative and cost-effective interventions such as Minimum Activities for Mothers and Newborns, AIN-C (Atención Integral a la Niñez en la Comunidad), and home-based peer counseling.  

The Parivartan Project will focus on building the capacity of CRWRC’s local partner organization, EFICOR, as well as the H&FW and the WCD at the district level to develop and sustain maternal and child health interventions. The Parivartan Project has potential to achieve long-term impact on maternal and child health in Sahibganj through building the capacity of an indigenous NGO and developing strong linkages with the GOI maternal and child health structure.
2.1.1. Community-based Integrated Management of Childhood Illness (C-IMCI)
During the mid-1990s, the World Health Organization (WHO), in collaboration with

UNICEF and many other agencies, institutions and individuals, responded to the need for an integrated approach to manage sick children to achieve better outcomes by developing a strategy known as the Integrated Management of Childhood Illness (IMCI).  Although the major reason for developing the IMCI strategy stemmed from the needs of curative care, the strategy also addresses aspects of nutrition, immunization, and other important elements of disease prevention and health promotion. The objectives of the strategy are to reduce death and the frequency and severity of illness and disability, and to contribute to improved growth and development. This strategy has been expanded in India to include all neonates and renamed as Integrated Management of Neonatal and Childhood Illness (IMNCI).  However, this approach is still primarily focused at the health facility level.

Therefore, the interventions of the Parivartan Project will be delivered through the Community-based Integrated Management of Childhood Illness (C-IMCI) approach.  C-IMCI is defined as “one of the three components of IMCI that aims to initiate, reinforce and sustain healthy practices of the families and communities that are important for survival, growth and development of the children
.”  C-IMCI is a multi-sector platform that includes three elements:

1) Improving partnerships between health facilities (and services) and the communities they serve;

2) Increasing appropriate and accessible care and information from community-based providers; and

3) Integrated promotion of key family practices critical for child health and nutrition.

The first element of C-IMCI – improving partnerships between health facilities (and services) and the communities they serve – will be addressed through the quality improvement strategy described in Section 2.1.3.  The second element of C-IMCI – increasing appropriate and accessible care and information from community-based providers – will be addressed through the training, supervision and provision of services through ANMs, trained TBAs, AWWs and ASHAs as described in Section 2.2.1.  The majority the intervention activities will be focused on the third element of C-IMCI – the integrated promotion of key family practices critical for child health and nutrition which can be found in Sections 2.2.2 through 2.2.4.  
2.1.2. Community Mobilization
In India, most NGOs working in integrated community development follow a community mobilization model, which consists of villagers forming self-help groups of 15-20 women. The self-help groups participate in literacy, health, income generation, and agriculture programs developed by the NGO. CRWRC’s mission is to help communities develop their own sustainable organizational systems that will continue to make an impact on maternal and child health after the local NGO moves to other areas.

In the early 1990s, CRWRC developed a two-tier system of group formation beginning with primary groups, which are formed at the village level. The first tier, primary groups, served as an entry point for capacity building activities such as savings-based credit, record keeping, basic literacy classes, and health promotion. As the primary groups developed and flourished, the communities and CRWRC’s partner organizations realized the need for a second tier, or a Community-Based Organization (CBO).  The CBO, also know as a Federation, represents multiple primary groups within a larger geographic area and is registered with the Government. It would help primary groups improve the quality of and access to health services as well as help network with Government and other NGOs.  Members from each Federation are also involved in a health technical team. In the first three years of the child survival project in Bangladesh, the community mobilization model formed 376 primary groups and six Federations, which included over 7,000 individuals reaching 170,000 beneficiaries indirectly with increased access to health services and health information.
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[image: image21.emf][image: image22.emf]This same community mobilization model that has proven successful in Bangladesh has already been adapted by EFICOR and other CRWRC India partners for use in India. This model will be adapted to fit within the existing GOI maternal and child health structure (Figure 7). In the Parivartan Project, the first tier will be the self-help group, which is similar to the primary group in the Bangladesh model. Self-help groups are composed of only women, so the Parivartan Project will also work through farmer’s unions, which are composed of men. Representatives from self-help groups, farmer’s unions and other community leaders will be elected to join the Village Health Committee.  The VHC is a pre-existing community structure initiated by the GOI and designed to support community-based health services provided by the ANM and AWW.  The VHC is similar to the health technical team within the Federation structure described above. Each VHC will ensure quality services at the health facilities; provide access to appropriate care through ANMs, trained TBAs, AWWs and ASHAs; as well as promote healthy household behaviors through the self-help groups and farmer’s unions.

Currently, EFICOR has mobilized 98 self-help groups and 60 Federations in three blocks of Sahibganj. These self-help groups and Federations are recognized by the GOI. In addition, the Parivartan Project will identify other self-help groups and farmer’s unions that have been created by other NGOs or the GOI in Sahibganj District.  This will be done through Participatory Rural Appraisal in the first year of the Project.  Once these groups have been identified, the Parivartan Project will work to strengthen the capacity of the existing community-based groups as well as integrate them with the VHCs.  The CRWRC community mobilization model will strengthen and compliment the existing GOI strategy and expand the reach of USAID India efforts in Jharkhand.

2.1.3. Behavior Change

The baseline KPC survey revealed that an extremely low percentage of mothers of children aged 0 to 23 months were able to name at least three danger signs during pregnancy (0.7%), at least three danger signs during the post-natal period (1.7%), and at least three newborn danger signs (4.3%).  In addition, only 17% of the mothers interviewed during the KPC survey were literate.  Therefore, it is clear that innovative ways to deliver these and other basic health messages to non-literate mothers and other decisions makers need to be developed.  The Parivartan Project will use mass communication techniques, such as Health Melas (large gatherings for health education and health services), as well as one-on-one peer counseling through ASHAs, to disseminate key health behavior messages.  However, attitudes and behaviors do not change by simply increasing knowledge or awareness.  There are many social and cultural factors that strongly influence behavior change.  The Designing for Behavior Change (DBC) framework, based on the BEHAVE Framework developed by the Academy for Educational Development (AED), is a tool that enables managers, planners, local staff, and the community to strategically plan for behavior change in a variety of settings.  The framework serves as a fairly simple means to lay out the complex decision-making that must go into project design for behavior change.  The matrix is divided into five key decisions/questions that facilitate strategic planning for behavior change:

1) What is the feasible and effective behavior to promote?

2) Who are the priority groups and influencing groups?

3) What are the most powerful determinants?

4) What key factors need to be addressed?

5) What activities will be implemented to address the key factors?

Information is needed in order to make these five key decisions.  Often new research is required to give a more complete picture of the target behavior and the factors that have the greatest influence on changing the behavior.  One research tool used to identify factors, or behavioral determinants, associated with a particular behavior is Doer/Non-Doer Analysis.  A behavioral determinant is a reason why someone does or does not do something.  In Doer/Non-Doer Analysis, participants are asked a series of questions to identify three potential determinants (most of which are “barriers”) that can block people from taking action that will improve their own lives (e.g., sleeping under an ITN).  Those doing a behavior ("Doers") are compared with those who are not ("Non-Doers") in order to identify the most important behavioral determinants.  Project staff members and communities then use the results to develop the fifth key decision mentioned above – project activities/messages.  The DBC framework and Doer/Non-Doer Analysis were designed using the scientific literature on behavior change, including the Health Belief Model, the Theory of Reasoned Action, and Prochaska’s Change Theory.

The Parivartan Project will use the DBC framework on three to four key behaviors that have a high impact on reducing maternal and child mortality, are currently not widely practiced as evidenced by the KPC survey, and where access to a health service is not the primary limiting factor.  Based on these criteria and data collected to date, the Parivartan Project will most likely focus on three or more ANC visits for pregnant women, early initiation of breastfeeding, vitamin A supplementation for children, complete immunization for children under five, bednet use, presumptive treatment for malaria for children, or ORT use for diarrhea.  A sample DBC framework can be found in Annex 6.
In order to select the behaviors on which to focus as well as design an effective approach to address these behaviors, CRWRC will conduct a six-day training on the DBC framework in Delhi in September 2008.  The training will use the new DBC curriculum designed by the CORE Group and will include a field practicum on Doer/Non-Doer Analysis. The participants will include the Program Manager, M&E Officer, Block Coordinators, key EFICOR staff, other staff from CRWRC partner organizations in India, and select staff from Hope Worldwide, World Vision, Counterpart, and the Vistaar Project. 

2.1.4. Quality Improvement

In order to ensure quality of care at the household level, the ASHAs and TTBAs will be given support and supervision by AWWs and ANMs, respectively. The AWWs and ANMs will maintain morale, assure quality service delivery by the ASHAs and TTBAs, and assist with monitoring the health management information systems (HMIS). Quality of work will be assured through the use of quality improvement checklists, a staff evaluation system and also a peer review of the staff. The AWWs and ANMs will be trained in basic supervisory skills such as how to use the data for decisions, counseling, motivation and problem-solving. ASHAs and TTBAs will also be involved in the evaluation system, receiving semi-annual participatory evaluations with clear work plans as an outcome of the evaluations. 

In order to ensure quality of care at the facility level, the Parivartan Project will use an innovative model that was implemented in the child survival project in Bangladesh and is similar to the Partnership Defined Quality (PDQ) model. This model enhances the quality improvement process by focusing on health issues that most affect the community and enhancing the equitable use of services
. This focus is critical to Sahibganj due to lack of access to services and unequal access to services by the scheduled tribes, primitive tribes and religious minorities. The model will focus on four areas:

· Developing the support necessary to implement the quality improvement process from the WCD, H&FW, health facilities and the communities involved.

· Exploring quality from the people that provide services, those that use them, and those that never or no longer use health services. Cluster Supervisors (project staff employed by EFICOR), will meet with VHCs, self-help groups, and farmer’s unions in focus groups to define quality from the community’s perspective. The Cluster Supervisor will then meet with the PHC and HSC staff (including ANMs) in focus groups to define quality from the health workers perspective.  In addition, some of the RHFA indicators can be used to define and monitor the quality of the HSC and PHC.
· Bridging the gap between the community and the health facilities in order to develop and shared vision for quality. Representatives from the community and from the PHC or HSC in each catchment area will come together to discuss their definitions of quality. They will create an action plan for quality improvement during the second year of the Project.

· [image: image23.emf]Working in partnership, the community and health facility staff will develop a feedback system. Information will be collected by the ASHAs and TTBAs in the HMIS. This data will all be managed by the VHC. Semi-annual meetings will take place between the VHC (including TTBAs and ASHAs) and PHC or HSC staff to share their community-based data. These meetings will provide a time to make decisions about the types of services available, quality of services, accessibility of services to the community, appropriate hours of operation, and the quality and number of health facility staff based on the needs of the community. These meetings will be initiated by the Cluster Supervisor in each block along with two members of the VHC.  The Cluster Supervisor will begin to phase out leaving full responsibility with the VHC.  This will lead to a sustainable system of feedback and quality improvement between the community and the health facilities (Figure 8).
2.1.5. Sustainability

CRWRC recognizes the importance of building sustainability into its interventions. Believing that community-based organizations should not remain dependent on either the PVO or the local NGO, this Project will focus on building the capacity of the communities in order to sustain positive health outcomes. The Parivartan Project will ensure the long-term success of this Project through strengthening the capacity of self-help groups, farmer’s unions, VHCs, and the integration of the community-based structure into the GOI health system.
The Parivartan Project will implement the Child Survival Sustainability Assessment (CSSA) framework in order to ensure the long-term success of the Project. The CSSA methodology provides both a framework for measuring progress towards sustainability as well as a participatory process for assessment involving communities and local partners
.  The CSSA framework will allow the Parivartan Project to build key factors of sustainability into their planning, implementation and monitoring activities. CRWRC has successfully used the CSSA framework in its child survival project in Bangladesh.  The Parivartan Project will use this innovative tool in conjunction with the Organizational Capacity Indicator (OCI) and Community Capacity Indicator (CCI) systems that are already in place with EFICOR.
The first two steps of the CSSA framework were incorporated into the DIP workshop by working with Parivartan Project staff to: (1) identify the local system and its key actors and (2) come to a consensus about an overall vision for sustained health improvement and how each key actor will each contribute to it.  In addition, the CSSA framework was used to design the Results Framework, work plan and M&E plan.  

The Program Manager gained further experience with the CSSA framework during his visit to the Bangladesh Child Survival Project in May 2008.  Following this visit, all of the Parivartan Project staff will receive training on the use of the CSSA framework for monitoring and managing the Project.
2.2. Interventions
2.2.1. Strategic Objective #1: Strengthen public-private partnerships for maternal and child health services
In order to build organizational, community and local government capacity, CRWRC will work with EFICOR and the GOI to strengthen the community-based systems in Sahibganj as described in Section 2.1.2.  However, in order to build upon the GOI health system, significant gaps in training and supervision must be overcome.  Therefore, the Parivartan Project will focus on the training, supervision and provision of services through ANMs, trained TBAs, AWWs and ASHAs.  In addition, due to the large proportion of the population that uses private providers, training will be provided for registered medical practitioners (RMPs) and traditional healers.
Auxiliary Nurse Midwives (ANMs):  All of the RCH Program services described in Section 1.4.1 are provided by the ANM at the HSC.  With only 116 ANMs in the District, this leads to an incredible burden on the ANM for service delivery.  However, the Parivartan Project aims to decrease the amount of outreach that the ANM is responsible for by developing an alternative service delivery cadre through trained TBAs and ASHAs.  In order for the ANM to provide appropriate supervision for these cadres, she will need additional training and supervision herself.  The baseline RHFA survey revealed that less than 10% of ANMs had received training in diarrhea case management, ARI case management, presumptive treatment of malaria in children under five and intermittent preventive treatment (IPT) of malaria for pregnant women.  The Parivartan Project will focus trainings for ANMs on supportive supervision, diarrhea case management, ARI case management, and malaria treatment and prevention.  A total of 212 ANMs will be trained over the life of the project.  The ANMs have already been selected by the H&FW; 116 are in position at the HSCs and 96 ANMs have yet to be trained.  The Parivartan Project will work with the H&FW to develop the training materials and train the ANMs in the topics mentioned above.  The table below describes the job responsibilities of the ANM, the current number of ANMs in place and the targeted number of ANMs to be trained under the Parivartan Project.
	Name of the Service Provider
	Line Department
	Job Description
	Current Total No. of Staff
	Parivartan Intervention

	Auxiliary Nurse Midwife (ANM)
	Ministry of Health & Family Welfare

AMN reports to the Medical Officer of the PHC

She is paid staff of the GOI 
	· Conduct routine immunization as per the schedule

· Implement special Immunization drives like Polio campaign and Vit. A

· ANC, delivery and post-partum care

· Conducts home visit and counseling

· Train and support ASHAs

· Conduct health education session

· Curative care and administer drug during field visits and at Sub-Center.
	Currently 116 ANMs as per the Sahibganj Project Implementation Plan (PIP). However, the Civil Surgeon has recruited 96 additional ANMs as of March 2008. Thus total number comes to 212. 

Each ANM caters to 5,000 population in plain areas and 3,000 in hilly areas
	212
(100% coverage)


Traditional Birth Attendants (TBAs):  The poor health status of pregnant women coupled with the lack of trained personnel during delivery creates many high-risk deliveries for both the mother and the newborn. Due to the lack of antenatal care, skilled personnel during delivery and postnatal care, many mothers and newborns are left with very little chance of survival. According to the baseline KPC survey, only 26.7% of mothers stated that the birth of their youngest child was attended by a skilled health care provider and only 26% reported having a postpartum check-up for themselves or their newborn.  Additionally, only 14.7% of mothers reported that their last delivery was in a health facility.  According to the baseline RHFA survey, there is a severe deficiency in the number of skilled personnel and only 11% of the HSCs offered delivery services every day.  Therefore, in order increase rates of survival of mothers and their children, The Parivartan Project will focus on reducing the current burden on the ANM by providing a set of essential activities for mothers and newborns by training TBAs.  A total of 1,000 TBAs will be trained over the life of the project.  The table below describes the job responsibilities of the TTBA, the current number of TTBAs in place and the targeted number of TTBAs to be trained under the Parivartan Project.
	Name of the Service Provider
	Line Department
	Job Description
	Current Total No. of Staff
	Parivartan Intervention

	Trained Traditional Birth Attendant (TTBA)
	The TBA is not a part of the Government structure. They are traditional birth attendants conducting deliveries and in most cases the skill is transferred from mother to daughter.
	· No formal job description
	In each village there will be at least 1 TTBA, thus a total of about 1,300 TTBAs in Sahibganj District. 
	1,000 

(covering 75% of villages)




The following list of criteria will be used to select the TBAs for training in each village:

· Preferably between 25 and 45 years of age

· Capable of reading and writing Hindi
· Previous attendance at two births

· Accepted/approved by the community

· Healthy

· Consent from the family/husband

· Willing to receive residential training for 3 weeks

· Willing to serve the community after receiving training

· Ability/capacity to give motivation

· Permanent residence in the area

CRWRC will adapt their TBA training curriculum that was used in Bangladesh by working with the GOI.  This training was developed in collaboration with three subcontract agencies in Bangladesh (Save the Children, Denmark, Joyramkura and LAMB) and is designed to be a 13 day (full-day) residential training focused on skills-based work including practical demonstrations and hospital/clinic work.  The training curriculum will include the following lessons:

Sessions

Topics
Lesson 1:

Cause of maternal and neonatal death and its prevention

Lesson 2:

Dietary practice during pregnancy

Lesson 3:

Adequate rest and work load during pregnancy

Lesson 4:

Schedule of TT immunization during pregnancy

Lesson 5:

Birth kit and its use

Lesson 6:

Delivery place and its environment, and hygiene

Lesson 7:

Preparation and techniques of delivery

Lesson 8:

Newborn care

Lesson 9:

Newborn cord care 

Lesson 10:
Identification of high risk pregnancy, complicated delivery and referral 

Lesson 11:

Antenatal checkup

Lesson 12:

Hospital placement

Anganwadi Workers (AWWs) and Anganwadi Helpers (AWHs):  As part of ICDS, the AWW is primarily responsible for health check-ups, supplementary nutrition, and nutrition and health education.  The baseline KPC survey found that only 23.3% of the mothers stated that they made three or more visits to a health care provider when they were pregnant with their youngest child and, as mentioned earlier, only 26% reported having a postpartum check-up for themselves or their newborn.  Regarding malnutrition prevention, the baseline RHFA survey found that only 46% of the AWWs provided growth monitoring services and only 26% of AWWs had been trained in nutrition practices in the last 3 months.  Infectious diseases like malaria, diarrhea and ARI are also very prevalent in Sahibganj, but only 31% or less of AWWs reported treating these diseases.  In addition, preventive behaviors are not commonly practiced and treatment is not available at the household level.  Therefore, the Parivartan Project will focus the training of AWWs on providing antenatal care (including provision of IPT for malaria) and post-natal care, providing nutrition education to mothers and fathers of child under the age of five, providing education about the prevention of diarrhea and malaria, and providing treatment and/or referral for malaria, diarrhea and ARI.  The Parivartan Project will also train AWHs to mobilize mothers and husbands to bring their children in for immunizations during Nutrition and Health Days.  A total of 1,259 AWWs and 1,259 AWHs will be trained over the life of the project.  The AWWs have already been selected by the H&FW.  The Parivartan Project will adapt the AWW curriculum developed by CARE and approved by the GOI.  A sample of the AWW training curriculum can be found in Annex 7.  The table below describes the job responsibilities of the AWW and AWH, the current number of AWWs and AWHs in place and the targeted number of AWWs and AWHs to be trained under the Parivartan Project.
	Name of the Service Provider
	Line Department
	Job Description
	Current Total No. of Staff
	Parivartan Intervention

	Anganwadi Worker (AWW)


	Ministry of Women and Child Development 

AWW reports to the Sector Supervisor of the ICDS. Each ICDS Sector Supervisor oversees about 15 to 20 Anganwadi Centers (AWCs)

Each AWW looks after 1,000 to 1,500 population 
	· Provide supplementary nutrition for pregnant and lactating mothers and children below 6 years.

· Non-formal pre-school education

· Assist ANM to conduct Immunization on Nutrition and Health Day (NHD) at the AWC

· Assist ANM in health check-ups

· Referral services

· Nutrition and Health Education to pregnant and lactating mothers during home visits
	1,259 
	1,259 

(100% of the villages)

	Anganwadi Helper (AWH)
	AWH reports to AWW. Each AWW will have 1 AWH in every center.
	· Her role is to assist the AWW in her work

· Care taker of the children 

· Care taker of the AWC

· Cooking food for the children at the AWC

· Mobilize mothers and children on NHD
	1259
	1259 

(100% of the villages)


AHSA (a.k.a Sahiyya):  One of the key components of the NRHM is creating a band of female health volunteers, or ASHAs, in each village within the identified States. These ASHAs would serve as a bridge between the rural people and health service outlets and would play a central role in achieving national health and population policy goals.  The role of the ASHA in the Parivartan Project will be primarily focused on providing education to men and women about the key family practices.  The ASHA will also coordinate with the AWW to provide antenatal care (including provision of IPT for malaria) and post-natal care, mobilize communities for immunization, and provide treatment and/or referral for malaria, diarrhea and ARI.

ASHAs will be selected by community with assistance from the local NGO Vikas Bharti.  The criteria for selection of the ASHA are as follows:

· Must be primarily a woman resident of the village;

· ‘Married/Widow/Divorced’ and preferably in the age group of 25 to 45 years of age;

· Should have effective communication skills, leadership qualities and be able to reach out to the community;

· Should be a literate woman with formal education up to Eighth Class (this may be relaxed only if no suitable person with this qualification is available);

· Adequate representation from disadvantaged population groups should be ensured to serve such groups better.

ASHAs work on voluntary basis, although compensation would be provided to them for specific activities and services. ASHA guidelines clearly lay down the accountability mechanisms. The induction training for ASHA would be completed in 23 days spread in five rounds over a period of 12 months to be followed by periodic re-training for about two days once every alternate month.  Equipping ASHAs with knowledge and skills required to perform the assigned roles will be crucial element in the program.  The Parivartan project will work with Vikas Bharti to select and train 2,500 ASHAs.  The NRHM training contents for ASHAs are included in Annex 7.  The table below describes the job responsibilities of the ASHA, the current number of ASHAs in place and the targeted number of ASHAs to be trained under the Parivartan Project.
	Name of the Service Provider
	Line Department
	Job Description
	Current Total No. of Staff
	Parivartan Intervention

	ASHA (Sahiyya)
	Ministry of Health & Family Welfare

She reports to the Village Health Committee which is a part of the PRI

She is a volunteer paid on the basis of referral services she provides by accompanying the mother to the PHC for delivery. She is paid Rs. 600 per case.


	· Create awareness and provide information on determinants of health and nutrition. Encourage access to referral service and care seeking behavior.
· Counsel women, particularly pregnant and lactating mothers.
· Accompany pregnant women and children requiring treatment/admission to the nearest pre-identified health facility 
· Provide primary medical care and is provided a drug kit after training for 23 days in a span of 1 year.
· Inform about the births and deaths in her village and any unusual health problems/ disease outbreaks in the community to the HSC and PHC
	There are currently 973 ASHAs in Sahibganj District selected by Vikas Bharti (the NGO that has been given the task) out of a target of 3,500 under the NRHM


	2,500 which is 70% of the total number of ASHAs  planned.

 


Registered Medical Practitioners (RMPs) and Traditional Healers:  Since a large proportion of out-patient services are provided by RMPs and traditional healers, the qualitative assessment revealed that RMPs are the first line of service, and due to the tribal belief system regarding the diagnosis and cure of diseases, training will be provided for RMPs and traditional healers in order to reduce harmful practices.  The Parivartan Project will work with the H&FW to design the training.
2.2.2. Strategic Objective #2: Improve utilization of quality maternal and newborn care
The following activities will be implemented by the Parivartan Project in order to meet Strategic Objective #2.  The activities will focus on ten high-impact, low-cost, community-based interventions from the Minimum Activities for Mothers and Newborns (MAMAN)
.
Birth preparedness: ASHAs and AWWs will meet with women in self-help groups to build awareness and transform attitudes and behaviors towards the five key elements of birth preparedness.  They will also ensure each pregnant woman has a birth plan in place.
Administration of TT vaccine: India led the world in the number of neonatal tetanus deaths in 1999 with 48,600
. Sixty-nine percent of the pregnant women surveyed in Sahibganj received two or more doses of TT vaccine before the birth of their first child.  ASHAs and AWWs will coordinate with NRHM and ICDS to ensure that TT coverage is achieved.

Clean delivery and infection prevention: Infection contributes to 52% of neonatal deaths and 16% of maternal deaths in India
. Therefore, clean delivery practices are essential in both home and facility births. TBAs will be trained to conduct clean deliveries and prevent infection in order to cover each village in Sahibganj district. Since husbands of some tribal communities are very involved in the delivery, they will be trained on how to assist with clean deliveries. However, women will always be encouraged to use a skilled birth attendant (doctor, nurse or ANM) or TTBA for delivery.

Referral link to emergency obstetric care and newborn care: In addition to medical causes of neonatal and maternal deaths, there are issues related to the health care system and to economic and social-cultural barriers that inhibit women and their newborns from accessing high quality care. This is especially true in Sahibganj where nearly 90% of the population lives in rural areas with limited access to health facilities. Also, the current health system is biased against scheduled tribes and religious minorities. Therefore, each TTBA will establish a referral linkage with the closest ANM and PHC for each village. The self-help groups will establish emergency health funds for transportation and care of mothers and newborns in the case of an emergency.

Cord care: TTBAs will train mothers and husbands in proper cord care and alert mothers to signs of infection.

Thermal care: Neonatal hypothermia is responsible for 17% of neonatal morbidity in India
. In order to prevent hypothermia, TTBAs will dry the baby immediately after delivery (not waiting for the placenta to be delivered), wrap the baby with a clean dry cloth, keep the baby close to the mother (kangaroo mother care), postpone bathing for the fist 24 hours, and keep the baby wrapped with his or her head covered.

Immediate and exclusive breastfeeding: Poor breastfeeding practices lead to 25.6% of neonatal morbidity in India
. In Sahibganj, only 19.3% of mothers immediately breastfeed, but 70.4% of all mothers exclusively breastfeed in Sahibganj. Therefore, AWWs and ASHAs will promote immediate and exclusive breastfeeding among the self-help groups as well as the farmer’s unions in order to build the support of the husbands. Mothers will also be encouraged to give colostrum and avoid giving any prelacteal foods or liquids.
Breastfeeding through home-based peer counselors is based on a strategy implemented in Dhaka, Bangladesh
. Analysis of the project showed that peer counseling significantly improved breastfeeding practice. Seventy percent of mothers in the intervention group were exclusively breastfeeding at five months, compared to only 6% in the control group, and initiated breastfeeding earlier than those who did not. Peer counseling will be incorporated into the antenatal and post-natal visits of the AWWs and ASHAs. 

Referral and treatment of maternal and newborn infections: Assuring prompt recognition, referral and treatment of maternal and newborn infections is essential. As mentioned earlier, infections are a major cause of maternal and neonatal mortality in India. TTBAs, AWWs, ASHAs, husbands, mothers-in-law, and other caregivers should be attentive to early signs of infection and immediately apply adequate treatment, even if that means transportation to a referral facility. The health facility linkages and the emergency transportation funds will also be applied to post-natal infections.

Adequate maternal nutrition: Over 41.8% of women in Sahibganj have a low body mass index and tribal women have reported inadequate caloric intake during pregnancy. Therefore, AWWs and ASHAs will work with women in self-help groups and during ANC visits to improve the eating practices during pregnancy and lactation.  In addition, the weight of the mother will be monitored during pregnancy.
Prevention/treatment of anemia: Anemia causes 19% of maternal mortality in Jharkhand, and over 70% of women in Jharkhand are anemic. Therefore, AWWs and ASHAs will work promote the consumption of iron-rich foods; de-worm pregnant women (after the first trimester) and lactating women; prevent and/or treat malaria in pregnant women. Most importantly, AWWs and ASHAs will work with ICDS and the NRHM to distribute IFA tablets and anthelmintics to all women during pregnancy.     

2.2.3. Strategic Objective #3:  Improve nutrition among children 

According to the baseline KPC survey, 44.9% of children were found to be underweight.  This high proportion of underweight children was accompanied by poor nutrition practices.  Only 19.3% of mother reported that they put the child to the breast within the first hour after birth and did not administer any prelacteal foods; only 25.5% were fed according to a minimum of appropriate feeding practices; and only 20.6% of children received a dose of Vitamin A in the last six months.  

In addition, growth monitoring does not take place at most of the Anganwadi Centers in Sahibganj due to the lack of growth monitoring charts and weighing scales.  Also, the promotion (counseling) aspect of Growth Monitoring and Promotion (GMP) does not take place as part of the current Integrated Child Development Services (ICDS) system. Moreover, according the both quantitative and qualitative surveys, the AWWs were found to lack the skills to adequately implement GMP sessions.

However, the new ICDS-IV Project
 is being developed for 2008-2009 through 2012-2013.  One of the key objectives of the Project will be to reduce child malnutrition through increased utilization of nutrition services and adoption of appropriate feeding and caring behaviors by the households of children under six years of age.  This new project will specifically target children under three years of age in high burden districts/States.  The new ICDS Project will introduce new standards for universal GMP as seen in the box below.  The Parivartan Project will work to ensure that the Government of Sahibganj adapts these new standards for GMP.  

ICDS-IV Project: Growth Monitoring and Promotion

“Regular growth monitoring is a tool for preventing malnutrition and for early detection of growth faltering. It provides clues for the causes of growth faltering and therefore, helps in timely interventions, i.e., treating the causes of growth faltering.

· Monthly growth monitoring of all under-3 children to achieve 100% weighing efficiency and counseling families for improved child care behaviors would be ensured. Growth monitoring and promotion under ICDS would be utilized to monitor undernutrition among children.

· Keeping in view the fact that even with regular weighing, growth monitoring is effective only if accompanied by communication for behavior change that results in improved growth of the malnourished child, special emphasis will be given on counseling to mothers whose children are malnourished.

· Growth monitoring of the children especially of 0-3 years will be strengthened with the support of at least two Adolescent girls in the AWC catchments area who will work as volunteers. They will be provided 3-4 days training on Anganwadi activities, with special focus on malnutrition in children and ante/post natal care of mothers.

· All AWCs will be provided with a baby weighing scale and growth charts. In addition, for monitoring of the weight gained by the women during their pregnancy, adult-weighing scales will also be provided.
”

In addition, the Parivartan Project will work to incorporate aspects of the national, community-based, public health and nutrition program in Honduras called AIN-C (Atención Integral a la Niñez en la Comunidad).  In many ways, the new ICDS-IV Project is similar to the AIN-C program, but there are a number of key differences that will be promoted in the Parivartan Project.

1) Evidence-based decision making.

AIN-C uses adequacy of child growth as a simple indicator that can open the door to dialogue with the child’s caregiver about the health of the child.  Adequacy of growth is determined by comparing actual weight with the expected weight based on the previous month’s weight, using regional norms for weight gain.  A decision guide (similar to the one in Figure 9) is used by the community health worker to assess the child’s needs and tailor her advice to the mother.  Based on a simple algorithm, the community health worker negotiates with the mother to determine at least one new practice that she might be willing to alter in the next month to improve the health of her child.  Follow-up on whether or not the agreed to behavior change was effective is then conducted during the next growth monitoring session or during a home visit.  

	Figure 9. Sample Decision Guide for Community Health Volunteers
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Integration of nutrition counseling, immunization and care of the sick child.  

The AIN-C approach integrates counseling on child nutrition and feeding practices with immunization updates, distribution of necessary micronutrient supplements and other health concerns that mothers have for their children.  If a child is sick when s/he comes to the GMP session, then the community health worker can refer the child to an appropriate health facility.  In addition, children who do not show up for their monthly GMP session due to illness can easily be tracked and followed-up at home.  The GMP session provides a consistent contact point for mothers and their children with the health system.  

3) Community-based monitoring.

AIN-C also uses a very simple monitoring system for reporting back to the community.  Community meetings are held once per quarter to make decisions and work collectively for the betterment of the community’s children.  Five simple indicators are displayed on bar graphs: number of children under two in the community, number weighed that month, number gaining weight, number with inadequate weight gain, and number gaining inadequate weight for two or more months.  These indicators are used for targeting home visits, focusing supervision, mobilizing the community for action, and health system reporting.  A sample of this simple monitoring system is included in the Figure 10 below.

	Figure 10. Community-Based Monitoring to Stimulate Discussion of Changes in Child Growth Over Time
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Based on the current needs in Sahibganj, the new ICDS-IV Project strategy, and lessons learned from the AIN-C approach; the Parivartan Project will focus its nutrition efforts on the following interventions:

Provision of Equipment: The Parivartan Project will advocate at District level with the District Program Office and at State level with the Department of Social Welfare that functions under the Ministry of Women and Child Development for the supply of weighing scales, for both infants and mothers, and growth monitoring charts at the AWC. 

Provision of Training and Capacity Building for Anganwadi Workers (see Section 2.2.1): The Parivartan Project will work with ICDS to develop the skill of AWWs to weigh children, maintain growth charts, carry out counseling using a simple decision guide and BCC materials, conduct home visits, and maintain community-based monitoring charts.  In addition, AWWs will be trained to identify diarrhea-related illnesses, pneumonia, and malaria during home visits and make appropriate referrals.  

Counseling of mothers: AWWs will use the growth chart, a simple decision guide, and BCC materials to counsel mothers during growth monitoring sessions during Nutrition and Health Days.  In India, there are generally four categories – 1 being well nourished and 4 being extremely malnourished.  The AWWs will target children in the 2 to 4 range.   The BCC materials will be developed using the Designing for Behavior Change Framework.  The decision guide will help AWWs tailor their advice to each mother depending on the child’s needs.  The AWW will then use Trials of Improved Practices to dialogue with the mother about one practice that she would be willing to alter in the next month to improve her child’s situation.  AWWs will follow-up with children who did not attend the GMP session or who have children who are sick.

Utilizing Nutrition and Health Days for Growth Monitoring and Promotion: Growth monitoring and promotion activities will take place during Nutrition and Health Days (NHDs) which take place on Thursdays and Saturdays.  Each mother-child pair will be encouraged to attend the GMP session once per month.  Therefore, AWHs will work with the community to assign one day per month to each mother of a child under the age of three. Since each AWC covers a population of 1,000 (which is about 105 children under the age of three), then there will be about 13 children at each NHD.  NHDs are not only a time for GMP sessions.  In addition, NHDs provide an opportunity for the ANM to uptake children’s immunizations and distribute micronutrient supplements.  Children who are absent from the NHDs will be followed up by the AWW to check on the health status of the child.  The AWW will be able to identify diarrhea-related illnesses, pneumonia, and malaria during these home visits and make appropriate referrals.  
Community-based monitoring: AWWs will keep records on the five indicators mentioned in the AIN-C approach for all children under the age of three in their catchment area.  They will use this information to target their home visits, discuss the changes in child growth with the community as well as report to the PHC. 

Immunization and Vitamin A Supplementation for Children: The Parivartan Project will collaborate with ICDS and the NRHM to deliver the basic WHO schedule of immunizations to children in the first year of life. Vaccination cards will be distributed during the first visit of the ASHA or Anganwadi Helper (AWH) to each household following the birth of a child. ASHAs and AWHs will work with women in self-help groups and their husbands in the farmer’s unions to discuss the importance of vaccinations and address any barriers to bringing children in for vaccinations. ASHAs and AWHs will also help ICDS distribute vitamin A to children less than five years of age.

Currently, the Government is modifying the Project Implementation Plan (PIP) for Sahibganj District (under the NRHM District Plan).  The Parivartan Project has been asked to be a part of the modification process for the PIP.  As part of this, the Parivartan Project will advocate for getting individual growth cards, weighing scales and other items necessary for the successful implementation of the GMP sessions.  
2.2.4. Strategic Objective #4:  Prevent and properly treat infectious diseases among women and children

2.2.4.1. Improve malaria prevention and treatment efforts among pregnant women and children
Sahibganj district also has a high prevalence of malaria, which is a major cause of morbidity and mortality among children less than five years of age and pregnant women. The baseline KPC survey revealed that 62.3% of households surveyed own a bednet, but only 33% of children under five sleep under a bednet; very few pregnant women receive IPT (2.7%); and only 5.7% of children with a fever in the two weeks preceding the survey received antimalarial medication.  The baseline RHFA survey showed that over 60% of HSCs have antimalarials in stock and at least half of the ANMs had received training in malaria case management in the last three months.  However, none of the AWWs had antimalarials in stock.  Therefore, the antimalarials must not be getting to the households in need.

The Parivartan Project, in collaboration with the District Malaria Program (within the Ministry of Health & Family Welfare), will focus on the following interventions:

Facilitate Distribution of Insecticide-Treated Nets (ITN):  The Parivartan Project will facilitate the distribution of ITNs from the GOI to pregnant women and children under the age of five and, subsequently, to other households in the village. This will be done according to the Average Parasitic Index data collected by the District Malaria Officer of H&FW. The efficacy and effective use of ITNs will be promoted through BCC to the community.  A Doer/Non-Doer analysis will be conducted as part of the BCC design in order to determine the barriers to sleeping under an ITN every night. 
Chloroquine Prophylaxis for Pregnant Women: The Parivartan Project will follow the 2007 Malaria Drug Policy of India which states, “In pregnant women, chemoprophylaxis is to be started from the second trimester with a loading dose of 10 mg/kg and followed by a weekly dose of 5 mg/kg. This is to continue until one month after delivery.”  In coordination with ANM, the Parivartan Project staff will facilitate the distribution of chloroquine tablets to the Health Sub-Center.  ASHAs and Cluster Supervisors will monitor the drug usage with the help of a data base and home visits.  If the Malaria Drug Policy changes to Intermittent Preventive Treatment in Pregnancy with Sulfadoxine-Pyrimethamine, the Parivartan Project will change accordingly.
Community Case Management:  The Parivartan Project will work with the Government to train ASHAs as depot holders for first-line antimalarials (chloroquine).  ASHAs will be trained to presumptively treat all children with a fever with the appropriate dose of chloroquine. The ASHA will refer each case to the nearest HSC, private hospital or health clinic for a smear test followed by further treatment.  The Parivartan Project will also train Registered Medical Practitioners (RMPs) about the proper treatment and referral for children under five years of age with fever.
Awareness on Malaria Symptoms, Treatment, and Knowledge about Prevention: The Parivartan Project, in consultation with the H&FW, will develop comprehensive messages to raise the knowledge and awareness in the community on malaria symptoms, preventive behavior, and the importance of treatment and referral. These messages will be developed using the Designing for Behavior Change framework.  The message will be delivered through community groups (e.g., mother’s groups), radio messages, group counseling, and Health Melas.

2.2.4.2. Prevent and properly treat diarrheal disease among children 
The baseline KPC showed that the prevalence of diarrheal disease was over 30% and the preventive behaviors, such as hand washing, were not commonly practiced.  Additionally, the percentage of mothers using ORS when their child had diarrhea was 45.5% and the percentage of mothers who sought treatment the last time their child had diarrhea was also only 34.6%.  Therefore, the Parivartan Project added a diarrhea component focused on ASHAs and AWWs counseling mothers and husbands on the prevention of diarrheal disease, basic treatment with ORS, and referral to the ANM if there is severe diarrhea or dysentery.  The Parivartan Project will also ensure basic drugs (i.e., zinc and ORS) are available to the community at the HSC or AWC.
2.2.4.3. Improve treatment and referral for acute respiratory infection
The baseline KPC showed that the prevalence of ARI was also over 30%.  Additionally, the percentage of mothers who sought treatment the last time their child had symptoms of ARI was also only 40.7%.  Therefore, the Parivartan Project added an ARI component focused on ASHAs and AWWs counseling mothers and husbands on the detection of ARI and referral to the ANM for treatment.  The Parivartan Project will also ensure basic drugs (i.e., cotrimoxazole) are available to the community at the HSC or AWC.
2.2.4.4. Commodity Logistics System

The qualitative and quantitative assessments revealed that 50% of Health Sub-Centers had a lack of available drugs (i.e., chloroquine, ORS, vitamin A, IFA tablets and cotrimoxazole) in the past three months.  The Parivartan Project hopes to work with the Government to ensure supply chain management and with the community to ensure access to necessary drugs.  The Village Health Committees will provide information to the ANM and the Cluster Supervisors about the supply of necessary drugs and vaccines.  The Cluster Supervisors and Block Coordinators will be able to take this information to the Block-level and District-level meetings in order to ensure proper supply.  In addition, the ANM will present the shortages in supplies to the Medical Officer In-Charge.
Information on the commodity logistic systems will be triangulated by qualitative data collected through field visits by the Cluster Supervisors. The supply gap analysis will be presented in the Block-level coordination meeting conducted by the GOI and the matter will be subsequently taken up at District-level coordination committee with Civil Surgeon and District Program Officer. 

Lastly, cold chain management for vaccines and regular supply of vaccines will be done through advocacy at the District-level.  Supplies of ice boxes to all the Health Sub-Centers will be ensured through coordination with UNICEF and H&FW.

2.3. Building Local Partner Capacity
CRWRC has been working with EFICOR since 1996 and has established a strong relationship with them.  EFICOR was selected as the primary partner for the child survival program because it has:

· A long-term relationship with CRWRC, including four long-term community development projects in India, several short-term food security programs, and relief activities;

· Extensive experience in integrated community development (including some basic health promotion programming) in Jharkhand, especially among tribal communities;

· Knowledge and experience in community preventive health programs and a good working relationship with Emmanuel Hospital Association (EHA) and one of the main health care institutions in Sahibganj that is part of that Association (Prem Jyoti Hospital);

· A working relationship with the local and state Government in Sahibganj and Jharkhand

· A working relationship with the training institutions in Sahibganj including EHA and Jamkhed, which will be used in this Project.

CRWRC has overall responsibility for ensuring that the DIP is implemented according to plan and in compliance with all US Government rules and regulations and that accurate reporting is provided on a timely basis. All decisions regarding the program’s implementation are the responsibility of the CRWRC Regional Health Advisor and an authorized representative from EFICOR. CRWRC has signed a Memorandum of Understanding (MOU) and Sub-Award Agreement with EFICOR outlining the responsibility of both parties (Annex 8).
Per the MOU, CRWRC has hired the Project Manager, who is seconded to EFICOR.  CRWRC is ultimately responsible for the Project Manager position and has final authority for hiring and termination decisions.  The Project Manager is supervised by EFICOR with support from the CRWRC Regional Health Advisor.  EFICOR carries out the day to day work as outlined in the MOU.

CRWRC will work with the Project Management Team (EFICOR Director of Programs, EFICOR Program Coordinator, Child Survival Program Manager, and Child Survival M&E Officer) and meet with them at least once per month (either in person or through telephone or internet conferences) to review progress and address challenges.  The Project Management Team will be responsible for joint planning and ensuring implantation according to the DIP.
In additional to working with EFICOR, CRWRC will focus on coordinating with various Government Ministries (H&FW, WCD, Water and Sanitation) and other NGOs.  The Parivartan Project will coordinate with the Government of India in the following specific areas:
· Reaching out and strengthening services like antenatal care, supply of drugs and equipment, immunization services and vitamin A to the excluded and isolated areas;
· Using Government data and triangulating it with the Parivartan HMIS for strategic decision making at the Block and District level meetings of H&FW and ICDS;
· Joint planning for training and capacity building in H&FW and ICDS staff;
· Weight monitoring of children under five and maintenance of growth charts;
· Facilitating provision of supplementary nutrition;
· Strengthening of home visits and counseling by AWW and ASHA;
· Advocating for the supply of ORS and Cotrimoxazole;
· Coordinating with the Government for immunization cards in for every household;
· Strengthening Nutrition and Health days;
· Facilitating referrals to appropriate health facilities;
· EFICOR/CRWRC will be a part of the District Health Mission which functions under the chairmanship of the District Collector and track progress on health and nutrition indicators.

The above mentioned points of convergence will be taken up mainly at the PHC and the Child Development Program Officer at the Block level. However, the operational aspects will be dealt with at the Health Sub-Centers and Anganwadi Canters. 

2.4. Work Plan

A detailed five-year work plan including major activities, person responsible for implementation, process indicators, and targets is included in Annex 9.  
3. Program Monitoring and Evaluation Plan

A detailed Monitoring and Evaluation Plan including indicators, method of collection, baseline values, and end of project targets is included in Annex 10.  The Parivartan Project will use the Monitoring and Evaluation Plan to track the progress towards the four strategic objectives (outcomes) and the relevant intermediate results (outputs). The indicators selected to measure progress towards the strategic objectives and intermediate results are globally accepted standards that measure aspects of quality, access and coverage. The Parivartan Project will conduct annual, community-based surveys using Lot Quality Assurance Sampling (LQAS) in order to monitor the progress towards the strategic objectives and intermediate results. Each Cluster Supervisor, responsible for a particular geographic area, will ensure the collection and analysis of the annual survey data. The Monitoring and Evaluation (M&E) Officer will assist the Cluster Supervisors in analyzing the data so that it can be used to identify areas not reaching an established performance benchmark for an indicator, make informed management decisions, and share information across clusters. The M&E Officer will also aggregate LQAS data to quantify results for the entire district every year.  Cluster Supervisors will also develop the Health Management Information System (HMIS) through the Village Health Committees. The Cluster Supervisor will coordinate the collection and analysis of registers kept by TTBAs and ASHAs including information about births, deaths, cause of death, referrals, immunizations, as well as growth monitoring data on a monthly basis. The M&E Officer will annually aggregate the data on live births and deaths collected by the community and the health facilities in order to estimate NMR, IMR and U5MR for the district.  

Over the past few years, CRWRC has assisted its partner organizations and community groups to develop an extensive organizational and community capacity measurement system. The CRWRC capacity measurement system will be incorporated into the CSSA framework in order to measure the organizations’ and communities’ progress towards sustainability on an annual basis.
3.1. Dissemination of Program Results
CRWRC strongly believes that all results and data need to be shared with the communities, Government and broader NGO/PVO community.  Throughout the DIP process, data has been shared with all of these key stakeholders.  There was an initial launch of the project by EFICOR and CRWRC in January 2008.  This launch was held in Chandragodda, Barharwa Block and included representatives of local Government, the community, other NGOs and Prem Jyoti Hospital.  It was facilitated by the Executive Director of EFICOR, EFICOR Director of Programs, and EFICOR Director of Training.  

On March 3, 2008, results of the KPC survey were shared with Government officials, including the District Collector and the Civil Surgeon.  Following the presentation there was lengthy discussion on results and sharing on how the Government and the Parivartan Project could collaborate together to achieve the strategic objectives.

On a less formal level, the results of the Rapid Health Facility Assessment were also shared with the local Government officials and other NGOs.  There was much dialogue and discussion as to how the Government and other NGOs can work together to achieve the health goals.
The results of the KPC survey were also shared with community members in community meetings at the block level.  These were facilitated by the Block Coordinators and Cluster Supervisors of the Parivartan Project.  The staff are now working with the community to develop priorities and action plans that will be owned by the community themselves.
In April 2008, CRWRC and EFICOR shared the results of the baseline surveys with USAID/India.  CRWRC and EFICOR shared the DIP and baseline survey results at the MNCHN Consortium meeting which was held at the EFICOR offices on May 24, 2008.

The Parivartan Project has been invited to participate in the District health meetings on a monthly basis.  They have also been invited to participate in the meetings at a block level, which occur monthly as well.  The Project is also planning for yearly dissemination of results with the District officials, as well as at the block and community level.  Results will be shared with USAID, the MNCHN Consortium and other interested parties.  Through these venues, annual monitoring results will be disseminated and used for advocacy to promote health of women and children in Sahibganj, Jharkhand.

In addition, CRWRC and EFICOR will use the Learning Circle as the primary means to disseminate new information and best practices throughout EFICOR and to the other CRWRC India partner organizations.  The Learning Circle for India began in 2004 and is based on the Bangladesh model where CRWRC disseminates information and learning to all partner organizations.  

3.2. Operations Research

CRWRC originally proposed implementing Operations Research (OR) on the impact of zinc and/or anthelmintic supplementation in addition to ongoing health promotion within project activities on the improvement of growth and morbidity due to diarrhea and acute respiratory infections in children who are suffering from moderate malnutrition.  CRWRC was encouraged by CSTS+ and USAID to coordinate its OR plan with the POUZN project.  Specifically, CRWRC was asked to look the community perception of using zinc to treat diarrhea and the impact of introducing zinc as an intervention for diarrhea management on ORS use at the community level.  According to the KPC baseline survey, it was clear that zinc use during a diarrheal episode was not common.  Therefore, it would be difficult to gauge the perception of the community on zinc.
Additionally, it was discovered through the KPC baseline survey, secondary data collection, and key informant interviews that malaria is very prevalent in the District and it is responsible for much of the morbidity among women and children.  CRWRC and EFICOR propose to explore the topic of malaria prevention and case management for their Operations Research.  The Advisory Group met on July 25, 2008 to focus the research question and assign a sub-group to develop the OR protocol.  CRWRC and EFICOR will explore potential collaboration with other NGOs and universities working on malaria in the State of Jharkhand including Catholic Relief Services, Boston University, and the Emmanuel Hospital Association (EHA).  EHA has an Internal Review Board that will be used to get ethical approval for the OR.  

3.3. Contributions to CSHGP Program Results

The Parivartan Project strategic objective and intermediate results will contribute directly to the Program Objective of CSHGP, “To contribute to sustained improvements in child survival and health outcomes through U.S. PVOs/NGOs and their local partners.”  This includes direct contribution to all three Program Results.  Synergy between CSHGP, the USAID/India Mission, and the Parivartan Project can be seen in Table 10.
In addition, CRWRC will submit annual reports as well as a midterm report and final report to CSHGP.  CRWRC will also comply with the collection of any Operational Plan targets as requested by CSHGP.

3.4. Contributions to USAID Mission Results

The Parivartan Project strategic objectives and intermediate results will contribute to the Intermediate Result 3 of USAID/India's Health Strategic Objective (SO14) to “increase use of key child survival interventions.”  Synergy between CSHGP, the USAID/India Mission, and the Parivartan Project can be seen in Table 10.  

CRWRC and EFICOR will share its annual reports with the mission and schedule periodic meetings with the appropriate personnel for feedback.  CRWRC and EFICOR staff will continue to attend the quarterly meetings of the MNCHN consortium facilitated by USAID, and will share results regularly at these meetings.  CRWRC and EFICOR will also attend the twice yearly meetings of Population, Health and Nutrition Division of the USAID Mission and will contribute to these meetings as requested.
CRWRC will also request that the USAID India Mission participate in the midterm and final evaluations of the Project, if possible.  This could include participating on the evaluation team, being involved in dissemination and providing feedback on the evaluation subsequent recommendations.

	Table 10.  Synergy between CSHGP, USIAD/India, and Parivartan Project Objectives

	CSHGP Program Results
	USAID/India Strategic Objective, Intermediate Results, and Sub-IRs
	Parivartan Project Strategic Objectives, IRs, and Key Indicators

	PR 1: Improved Health Status of Vulnerable Target Populations

PR 1.1: Increased knowledge and improved health practices and coverage related to key health problems and interventions
	USAID/India SO-14:  Improved Health and Reduced Fertility in Targeted Areas of India with “Under 5 mortality rate” as the SO level indicator and “improved provision of maternal, newborn and child health by Indian institutions” as the IR.

Sub-IR 1: Percentage of children aged 12-23 months immunized against measles by 12 months

Sub-IR 2: Percentage of children under-three who are enrolled for food rations

Sub-IR 3: Percentage of infants who received breast milk and mushy complementary foods 6-9 months
	SO 3: Improve nutrition among children

IR 3.1: Increase rate of immunization and vitamin A supplementation among children

IR 3.2: Strengthen Growth Monitoring and Promotion services through the Anganwadi Center

SO 4: Prevent and properly treat infectious diseases among women and children
IR 4.1: Improve coverage of malaria prevention efforts among pregnant women and children

IR 4.2: Improve diarrheal disease prevention among children

IR 4.3: Improve coverage of treatment and referral for acute respiratory infection

	PR 1.2: Improved quality and accessibility of key health services at health facilities and within communities
	
	SO 2: Improve utilization of quality maternal and newborn care

IR 2.1: Increase knowledge about and access to community-based antenatal care for women

IR 2.2: Increase access to safe delivery practices and referrals for mothers

IR 2.3: Increase knowledge about and access to home-based postpartum care for mothers and newborns

	PR 1.3: Increased capacity of communities, local governments and local partners to effectively address local health needs
	
	SO 1: Strengthen public-private partnerships for maternal and child health services
IR 1.1: Build the organizational capacity of EFICOR/Parivartan for a sustainable impact on maternal and child health

IR 1.2: Strengthen and sustain community capacity for maternal and child health

IR 1.3: Strengthen and sustain local government capacity for maternal and child health


3.5. Evaluation Plan

The Midterm and Final Evaluations will be conducted by an external evaluator who will be approved by USAID.  The evaluation team will include participants from CRWRC, EFICOR, USAID/India, other local NGOs, H&FW, and WCD.  A midterm and final KPC survey will be conducted in January of the respective years using 30-cluster random sampling.  The Rapids Health Facilities Assessment (RHFA) will be conducted as part of the Final Evaluation as well.  The data from the KPC and RHFA surveys will give guidance to the evaluation team as they conduct the qualitative portion of the evaluation.  The Midterm Evaluation will take place between April and June 2010 and the Final Evaluation will take place during the same months of 2012.
4. Program Management
CRWRC is partnering with the local organization, EFICOR, for the implementation of the Parivartan Project.   CRWRC is responsible for the overall management of the Project, working through EFICOR.  CRWRC has a formal Memorandum of Understanding (MOU) and Sub-Award Agreement with EFICOR (Annex 8).  The Project Manager, as noted, has been hired by CRWRC and seconded to EFICOR.
The Project Implementation Team (PIT) consists of the Project Manager, M&E Officer, Accountant, and five Block Coordinators and 27 Cluster Supervisors (located within the blocks).  This team is located in the field and is directly responsible for carrying out the implementation activities in the field.  This team is headed by the Project Manager.  An M&E Officer will oversee all data collection and an accountant will carry out and oversee the timely and accurate reporting of all financial information and submit this to EFICOR on a monthly basis.
The Project Manager directly oversees the Accountant and the Block Coordinators.  He will make monthly site visits to each of the five field offices and sites.  The Block Coordinators oversee the Cluster Supervisors and will make twice monthly visits to the working areas of each Cluster Supervisor.  The Cluster Supervisors work directly in the communities.  They will work with the ANMs, AWWs, TTBAs and ASHAs for training and also work with the capacity development of the self-help groups, farmer’s unions, and VHCs.  

Each Block Coordinator will meet monthly with the Cluster Supervisors within their working Blocks.  These meetings will be for reviewing monthly data, reviewing planned activities and results, and setting activities for the coming month, based on the DIP.  The Project Implementation Team (excluding the Cluster Supervisors) will meet once a month as well.  At these meetings, data is reviewed, discrepancies against the plan determined, and then actions set for the coming month.  There will also be an opportunity for technical training at the PIT meetings.
As noted, the Parivartan Project is being implemented by EFICOR.  The head office for the Parivartan Project is located in Sahibganj town.  There are four additional block offices which will oversee the work in all nine blocks.  Each office is managed by the Block Coordinator who oversees six to eight Cluster Supervisors.

The Project Management Team (PMT) includes the EFICOR Director of Programs, EFICOR Program Coordinator, CRWRC Regional Health Advisor, CRWRC Capacity Development Specialist, CRWRC Finance Officer (sometimes), the Project Manager and M&E Officer.  This team oversees all aspects of the Project in relation to the DIP and will meet on a quarterly basis.
In order to strengthen the Project and build the capacity of EFICOR in executing health programming, an Advisory Group of maternal and child health experts has been formed to provide advice and consultation to the PMT on a regular basis.  This group will be led jointly by the EFICOR Director of Programs and the CRWRC Regional Health Advisor and will include four external specialists.  The first formal meeting of this group took place on July 25, 2008.  
The Technical Backstop will be based in the CRWRC office in Grand Rapids, Michigan.  He will be responsible for participating in the CORE Group on behalf of CRWRC, liaising with CSTS+ to gather technical resources for improving CRWRC health programs, participating in program evaluations, and advising and providing training to CRWRC and EFICOR staff as needed to strengthen the program.  
The Human Resources Management Table describing the roles of the staff to be hired by the Parivartan Project; Organization Structure for the Parivartan Project; the Partnership Structure showing the coordination of the Parivartan Project, the GOI health system and USAID; and the Terms of Reference for the Advisory Group, PIT, and PMT can all be found in Annex 11.

4.1. Technical Assistance

The CRWRC Regional Health Advisor will be providing technical support to the Project on a quarterly basis.   As needed, other technical support will be provided on a regular basis and outlined in clear scope of work guidelines.

All program staff will undergo extensive training throughout the Project.  As outlined in the work plan, the Project will contract EHA Prem Jyoti Hospital for basic community-based primary health care training (two one-week courses plus refreshers).  Prem Jyoti staff will also assist Parivartan staff in the adaptation of training materials for the ASHAs.

Parivartan staff will also receive training from Jamkhed.  This will be arranged through a contract with Jamkhed.  The EFICOR training department will provide ongoing training in dialogue education and management.

The Project Manager, EFICOR staff, M&E Officer and Block Coordinators will participate in a Designing for Behavior Change workshop conducted by the CRWRC Technical Backstop and CRWRC Regional Health Advisor.  

CRWRC/EFICOR will also seek consultancy support in carrying out the operations research.   
The Parivartan Project has formed an Advisory Group of four experts in maternal child health programming.  This group includes the Director of Child Survival programs for World Vision, India; Director of Emmanuel Hospital Association; Head of VIVA Network, India; and the Medical Director for the Prem Jyoti Hospital in Chandragodda.  This group will meet with the Project Management Team twice per year basis to give advice and consultation on various aspects of the Project.  This group will be facilitated by the CRWRC Regional Health Advisor.

4.2. Capacity Development

The Parivartan Project considers the capacity development of the staff essential for the success of the Project.  An ongoing training and development program has been put in place for the staff (see work plan) based on the objectives of the Project.

The Project Manager for the Parivartan Project has been hired by CRWRC and seconded to EFICOR who will manage the day to day supervision, in consultation with the CRWRC Regional Health Advisor.   The CRWRC Regional Health Advisor will also conduct quarterly visits to the field and give regular verbal and written feedback to the Project Manager.  The Project Manager directly supervises the Coordinators, M&E Officer and Accountant.  As noted above, the Block Coordinators oversee the Cluster Supervisors.  This will involve regular field visits on a twice monthly basis.  The Project Manager will also conduct monthly field visits to each of the block offices/fields.
All Parivartan Project staff will have clear job descriptions written in both Hindi and English.  Formal two-way participatory evaluations will take place on a yearly basis with a mid-year follow up.  Evaluation forms will be designed by EFICOR with consultation from CRWRC.  Based on evaluation results, all staff will have individual work plans designed to help increase their capacity.
All staff will undergo extensive training throughout the Project.  Each staff meeting at the PIT level will include mini training sessions, led or coordinated by the Project Manager.  The EFICOR Director of Programs and EFICOR Program Coordinator will make quarterly supervisory visits to the Project and then give written and verbal feedback.  The EFICOR Program Coordinator will be responsible for providing regular feedback and support to the M&E Officer.

4.3. Resumes/CVs of Key Personnel

Resumes of key personnel are included in Annex 12.
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Annex 1.  Response to Application Debriefing
 
CRWRC’s Responses to the Feedback:
1) More consideration could be given to engaging traditional healers, and/or private providers.  The role of these partners should be identified during Doer/Non-Doer Analysis, but no attention was given in the proposal.
Response: The preliminary findings of the qualitative research show that a large proportion of out-patient services are provided by registered medical practitioners (RMPs) and traditional healers and due to the tribal belief system regarding the diagnosis and cure of diseases, training will be provided for RMPs and traditional healers in order to reduce harmful practices.  The Parivartan Project will work with the H&FW to design the training.  RMPs and Traditional Healers will be trained in years two and three of the project.
2) Overview of existing health system and the role of different actors would have been more appropriately placed in the Situational Analysis section.

Response: The description of the Indian health system and the roles of the different actors is now placed in Section 1 – Program Site Information, specifically Section 1.4 – Current Status and Overall Quality of Health Care Services.  It is referenced in the Program Strategy section again, but the majority of the information is in the first section.

3) Training alone will not guarantee the good implementation of new skills and practices.  Hence, many of these new health workers will need technical and other follow-up support from experienced health professionals such as ANMs and/or AWWs.  It is not clear from the application how or how often the ANMs and/or AWWs will support and supervise the newly trained ASHAs and TTBAs, especially given that their existing workload is already very heavy.
Response: The ASHAs will provide supportive supervision for the TTBAs.  Each TTBA will receive a supervisory visit at least once per quarter.  The ASHA will work with the Village Health Committee (VHC) to ensure that the TTBAs are providing quality services to the communities in which they work.  The AWWs will work directly with the ASHAs to provide outreach services and health education.  However, the Village Health Committee is directly responsible for the supervision of the ASHA.  It will be important to ensure that there are health technical experts in the VHC (i.e. the AWW, ANM, or local private practitioner) in order to provide the on-going support to the ASHA.  This project will help ensure this level of support is available to the ASHA.
4) In terms of nutrition, regular growth monitoring and promotion sessions should also be used to identify children who are faltering before they become malnourished and fall below the line (thus preventing malnutrition).  

Response: Due to the lack of basic growth monitoring services – including the absence of scales at the Anganwadi Center – and poor feeding practices, CRWRC and EFICOR have decided to focus on Growth Monitoring and Promotion, ensuring the availability and utilization of growth monitoring services at the Anganwadi Center, as well as mobilizing communities for Nutrition and Health Days – including vitamin A and immunizations.  
5) There are no proposed indicators to track results of Hearth graduates.

Response: As a result of the lack of basic growth monitoring services in the District, CRWRC and EFICOR will not offer Positive Deviance/Hearth as a large-scale intervention.  Small-scale PD/Hearth will be reconsidered during the Midterm Evaluation.

6) Although CRWRC’s clear capacity development stance is admirable, it is not clear in the budget  that sufficient resources have been devoted to supporting an M&E-heavy project.  There is only a 10-day trip by HQ staff for DIP development.  The KPC is mentioned in the budget, but not the RHFA.

Response: CRWRC and EFICOR have hired a full-time M&E Officer to be based in Sahibganj.  He is supervised by the Program Manager and receives technical assistance from the EFICOR Program Coordinator as well as the CRWRC Regional Health Advisor.  He will be responsible for the following activities:  

· Coordinate the collection of data for the HMIS, assist them in analyzing data so that it can be used to make informed management decisions, and share information across clusters. 

· Serve as the Data Coordinator for the KPC survey during the baseline assessment as well as the midterm and final evaluation

· Annual monitoring of the strategic objectives and intermediate results 

· Aggregate LQAS data to quantify results for the entire district every six months  

· Annual monitoring of the six components of sustainability using the CSSA framework.

In addition, the budget for the KPC, RHFA and qualitative assessments is included in the CRWRC Field Budget as “M&E Consultants” as well as in the “EFICOR” budget as “Baseline Surveys.”  Since CRWRC used local consultants for all of these baseline surveys, the cost was minimal.

Lastly, an additional $10,000 has been added to the CRWRC Field Office budget under “Training of EFICOR personnel.”  This additional money will be used to send the M&E Officer as well as the EFICOR Program Coordinator to a two week Population, Health and Nutrition M&E workshop in Bangkok, Thailand.  This workshop will take place in November 2008.

7) Given the large number of beneficiaries and difficulty in accessing them, CRWRC might give some thought to the potential overload of health workers, both in terms of intervention areas and workload.  Perhaps phasing in of certain interventions (i.e. malaria) might ease the burden.
Response: Instead of phasing in interventions, CRWRC and EFICOR will phase into different villages within each block.  During the qualitative assessments, EFICOR will divide villages into three categories from those villages with the greatest need for health services and behavior change to those villages with the least need.  The project will start by focusing on the villages with the greatest need in year two and phase into the other villages in years three and four.  In addition to this grassroots, phased approach to mobilizing communities, the project will also be working at the District level to ensure availability of the necessary personnel, equipment and supplies throughout Sahibganj.
Annex 2.  Map of Project Area
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Annex 3.  Description of DIP Preparation Process

	Activities
	Date
	Location
	Facilitator
	Participants

	Parivartan Project Start-up

	Drafting and finalization of budget
	December 1-31, 2008
	Dhaka and New Delhi
	CRWRC Regional Health Advisor
	EFICOR Program Coordinator, EFICOR Director of Programs

	Agreement (Permission) from other Government offices
	December 12, 2008
	Sahibganj
	EFICOR Director of Programs 
	Civil Surgeon, Sahibganj District

	Hiring of Project Manager (PM)
	January 7, 2008
	New Delhi, India
	CRWRC Regional Health Advisor
	EFICOR and CRWRC management team

	Hiring of M and E Officer (M&EO)
	January 7, 2008
	New Delhi
	EFICOR Management 
	

	Hiring of 4 Block Coordinators
	January 7, 2008
	New Delhi
	EFICOR Management 
	

	Hiring of 16 Cluster Supervisors
	January 10, 2008
	Sahibganj 
	PM  
	Partner organization such as  Prem Jyoti,  FMPB and Catholics

	Naming of Project
	January 10, 2008
	New Delhi
	Parivartan Project Management Team
	Contest with entries from staff, community, other NGOs, etc.

	Agreement (Permission) from ICDS
	January 17, 2008
	Ranchi
	EFICOR Director of Programs
	Director- Social Welfare, Dept. of WCD, Govt. of Jharkhand

	Finalizing MOU between CRWRC and EFICOR
	January 28, 2008
	New Delhi
	CRWRC Regional Health Advisor with EFICOR Executive Director
	

	Rental of block offices for Parivartan
	January 2008
	Sahibganj 
	EFICOR Administration  Officer 
	PM, Block Coordinators 

	KPC Survey

	Subcontract agreement with consultant for KPC
	December 1, 2007
	New Delhi & Sahibganj
	CRWRC Regional Health Advisor
	Consultant, EFICOR Director of Programs, EFICOR Program Coordinator

	Development of quantitative survey following the Rapid Catch guide.  Decision of type of survey to use.
	December 1-31, 2007
	EFICOR office, New Delhi
	CRWRC Health Staff along with Consultant, Dr. Arvind Kasthuri
	CRWRC Back Stop, CRWRC Regional Health Advisor, EFICOR Director of Programs, EFICOR Program Coordinator, PM, M&EO, Survey Consultant (Dr. Kasthuri)

	Translation of survey to Hindi, Malto and Santhali and back translation to English
	January 8-12, 2008
	EFICOR office, New Delhi; Parivartan Block office, Barharwa
	EFICOR  Program Coordinator, Dr. Kasthuri
	Translators, Block Coordinators and supervisors

	Printing of the survey questionnaire at a local press
	January 14-15, 2008
	Barharwa
	Dr. Kasthuri, Project Manager


	Translators, Block Coordinators and supervisors

	Selection and training of survey teams

Development of a survey guide (in Santhali and Hindi and English) for the data collectors and supervisors
	January 15-18, 2008
	Chandragodda, Sahibganj and fields
	Dr. Kasthuri
	32 data collectors and quality control supervisors

	Practice survey
	January 18, 2008
	Sahibganj villages
	Dr. Kasthuri
	32 data collectors, 4 Block Coordinators, PM and EFICOR Director of Programs

	Survey execution in 30 clusters in the 9 blocks in Sahibganj District
	January 19-23, 2008
	30 cluster in 9 blocks of Sahibganj District
	Dr. Kasthuri
	32 data collectors and quality control supervisors

	Quality control of survey
	January 19 and 21, 2008
	Barharwa
	Dr. Kasthuri 
	32 data collectors, 4 Block Coordinators, M&EO, PM and EFICOR Director of Programs

	Review of data with teams
	January 19-23, 2008
	Chandragodda training center
	Dr. Kasthuri
	32 data collectors, 4 Block Coordinators, M&EO, PM and EFICOR Director of Programs

	Data Entry
	January 21-25, 2008
	Barharwa Office
	Dr. Kasthuri
	Data entry operators (hired)

	Data Analysis 
	January 21-25, 2008
	Barharwa Office
	Dr. Kasthuri
	4 Block Coordinators, M&EO, PM and EFICOR Director of Programs

	Dissemination of data with staff
	February 6, 2008
	New Delhi
	EFICOR Director of Programs 
	Unit Management committee, EFICOR 

	Data review with consultant (following receipt of draft report)
	February 26, 2008
	Bangalore
	Dr. Kasthuri
	EFICOR Director of Programs,

CRWRC Back Stop, CRWRC Regional Health Advisor

	Dissemination of data with Parivartan staff
	March 1, 2008
	Barharwa
	EFICOR Director of Programs
	16 Cluster Supervisors, 4 Block Coordinators, M&EO and PM 

	Dissemination of data with Government officials
	March 3, 2008
	Sahibganj
	EFICOR Director of Programs
	District collector, Medical Officers of PHCs, CDPOs of Block, DPO- Sahibganj, Assistant Civil Surgeon- Sahibganj, UNICEF representative, 16 Cluster Supervisors, 4 Block Coordinators, M&EO, PM, EFICOR Program Coordinator, CRWRC Back Stop, CRWRC Regional Health Advisor

	Dissemination of results with the community
	April and May, 2008
	9 Blocks
	Block Coordinators
	Community Leaders, Community Members, Self Help groups, etc.

	Rapid Health Facilities Assessment

	Health Facilities survey selection of consultants and signing of sub-contract
	January 25, 2008
	New Delhi & Ranchi
	CRWRC Regional Health Advisor
	Consultant, EFICOR Director of Programs, EFICOR Program Coordinator

	Overview of Rapid Health Facility Assessment tool
	January 28, 2008
	Elluminate
	Jim Ricca, CSTS+
	CRWRC Back Stop, CINI representatives, M&EO, PM

	Finalization of health facilities survey form
	February 1-15, 2008
	e- communication among EFICOR N. Delhi, CRWRC and CINI- Ranchi
	Dr. Suranjeen, CINI
	CSTS+, CRWRC Back Stop, CRWRC Regional Health Advisor, EFICOR Director of Programs, EFICOR Program Coordinator

	Training of data collectors 

Selection of sites for data collection
	February 19-22, 2008
	EFICOR training center, Chandragodda
	Dr. Suranjeen, CINI
	10 Doctors and Paramedics from Ranchi, 1 nurse from Prem Jyoti hospital, 16 Cluster Supervisors, 4 Block Coordinators, M&EO and PM

	Data collection from health facilities and health facility workers
	February 23-28, 2008
	35 Health Sub-Centers
	Dr. Suranjeen, CINI
	10 Doctors and Paramedics from Ranchi, 1 nurse from Prem Jyoti hospital, 16 Cluster Supervisors, 4 Block Coordinators, M&EO and PM

	Data entry (health facilities)
	February 23-28, 2008
	EFICOR training center, Chandragodda
	Dr. Suranjeen, CINI
	Doctors from Ranchi Medical College who were part of the survey team

	Preliminary data analysis (health facilities)
	February 29-March 2, 2008
	EFICOR training center, Chandragodda
	Dr. Suranjeen, CINI
	CRWRC Back Stop, CRWRC Regional Health Advisor, M&EO, CRWRC CSP Bangladesh Project Officer, Staff from CINI, EFICOR Director of Programs

	Dissemination of health facilities report (Preliminary findings from RHFA)
	March 3, 2008
	Sahibganj
	EFICOR Director of Programs
	District collector, Medical Officers of PHCs, CDPOs of Block, DPO- Sahibganj, Assistant Civil Surgeon- Sahibganj, UNICEF representative, 16 Cluster Supervisors, 4 Block Coordinators, M&EO, PM, EFICOR Program Coordinator, CRWRC Back Stop, CRWRC Regional Health Advisor

	Final report of health facilities assessment
	April 4, 2008
	Received by email from CINI
	Dr. Suranjeen, CINI
	Staff from CINI, CRWRC Back Stop

	Qualitative Assessments

	Qualitative survey design (setting questions, methodology)
	March 5-15, 2008
	EFICOR office, New Delhi
	CRWRC Regional Health Advisor
	CRWRC Regional Health Advisor, EFICOR Director of Programs, EFICOR Program Coordinator

	Hiring of consultant for qualitative survey and signing of subcontract
	March 31, 2008
	EFICOR Office
	EFICOR Director of Programs
	EFICOR Program Coordinator, CRWRC Regional Health Advisor, Consultant

	Training of staff for qualitative survey
	April 7-8, 2008
	EFICOR training center
	Consultant 
	20 Cluster Supervisors, 4 Block Coordinators and PM

	Qualitative assessment in select locations
	April 9-15, 2008
	12 clusters of 9 blocks in Sahibganj district
	Consultant
	20 Cluster Supervisors, 4 Block Coordinators, and PM

	Data review and report write up
	April 16-17, 2008
	Sahibganj
	Consultant
	4 Block Coordinators, PM and EFICOR Director of Programs

	Dissemination to staff and select stakeholders of qualitative surveys
	April 18, 2008
	EFICOR training centre, Chandragodda
	Consultant 
	20 Cluster Supervisors, 4 Block Coordinators, and PM

	Dissemination of all survey results with local USAID staff
	April 22, 2008
	New Delhi
	EFICOR Director of Programs
	USAID senior advisor-Child Survival and other mission staff, 

EFICOR Program Coordinator

	DIP Workshop

	Visioning and Planning workshop
	March 1-5, 2008
	Chandragodda, Sahibganj
	CRWRC Regional Health Advisor, EFICOR Director of Programs, and PM
	16 Cluster Supervisors and 4 Block Coordinators

	Data target setting workshop
	March 1-5, 2008
	Chandragodda, Sahibganj
	CRWRC Back Stop, CRWRC Regional Health Advisor
	EFICOR Director of Programs, M&EO and PM

	Capacity Building Activities

	Workshop on planning and goal setting
	March 10-12, 2008
	EFICOR office, New Delhi
	CRWRC Capacity Dev. Specialist and CRWRC Regional Health Advisor
	EFICOR staff

	Selection and invitation to Advisor Group members
	March
	New Delhi
	EFICOR Director of Programs
	EFICOR Program Coordinator,

CRWRC Regional Health Advisor

	Develop TORs for Project Implementation Team, Project Management Team and Advisory Group
	April 9, 2008
	New Delhi
	EFICOR Director of Programs
	EFICOR Program Coordinator

	Health Exchange Tour to Bangladesh
	May 2-12, 2008
	Dhaka, Bangladesh
	CRWRC Capacity Dev. Specialist and CRWRC Regional Health Advisor
	PM and EFICOR Program Coordinator (in place of M&EO)

	Training in CSSA
	May 2-12, 2008
	Dhaka, Bangladesh
	CRWRC Capacity Dev. Specialist and CRWRC Regional Health Advisor
	PM and EFICOR Program Coordinator (in place of M&EO)

	Meeting with Key Stakeholders

	Discussion with WCD official at State level on collaboration
	December 20, 2007
	Ranchi 
	EFICOR Director of Programs
	Mr. R.K Aggrawal, Director- Social Welfare, Dept. of WCD

	Discussion with Vistaar on project roll out and KPC findings 
	December 21, 2007
	Ranchi
	EFICOR Director of Programs
	Dr. Manju Shukla, State Director-Vistaar

	Meeting with Emmanuel Health Association to discuss future collaboration
	March 6, 2008
	New Delhi
	EFICOR Director of Programs
	Dr. Santosh Matthew, CRWRC Back Stop, CRWRC Regional Health Advisor

	Meeting with World Vision to discuss future collaboration
	March 6, 2008
	New Delhi
	CRWRC Regional Health Advisor
	Beulah Jayakumar, CRWRC Back Stop

	Meeting with Vistaar to discuss future collaboration
	March 7, 2008
	New Delhi
	CRWRC Regional Health Advisor
	Laurie Parker, Manish Kumar, CRWRC Back Stop

	Meeting with Hope Foundation to discuss future collaboration
	March 7, 2008
	New Delhi
	CRWRC Regional Health Advisor
	Mark Templer, Rachna Sujay, EFICOR Director of Programs, CRWRC Back Stop

	Meeting with USAID/India to share results of baseline surveys
	April 24, 2008
	New Delhi
	EFICOR Director of Programs
	Massee Bateman, Rajiv Tandon, Manju Ranjan and EFICOR Program Coordinator

	Dissemination of all survey results will MNCHN consortium members
	May 24, 2008 
	EFICOR office, New Delhi
	EFICOR Director of Programs, PM
	Staff from USAID, Vistaar project, World vision, CLICKS, Hope Foundation, Counterpart


Annex 4.  Reports of Baseline Assessments  

See separate attachments for the Baseline Knowledge, Practices and Coverage Survey Report, the Health Service Delivery Assessment Report, and the Qualitative Assessment Report and Questionnaire.

Annex 5.  Results Framework



Annex 6.  Sample Behavior Change Strategy

Intermediate Result: Improve malaria prevention and treatment efforts among pregnant women and children
	Behavior


	Priority or Influencing Group


	Determinants
	Key Factors


	Activities

	To promote this behavior:
All children U5 sleep under ITN every night
	among this audience: 

The audience consists of mothers with children in rural setting. They are illiterate but speak Hindi fluently. The majority are farmers and do small scale business. All women want healthy babies to grow into productive adults.  The nearest Health Center has no ITNs. Other women think ITNs suffocate children and have body rashes for babies due to excess heat from ITNs. Women are aware of dangers of malaria.
	we will research these determinants:

Access,  perceived severity
	and address these key factors (priority benefits and priority barriers):

1. Increase access to ITNs to mothers of children U5

2. Increase awareness of caretakers of severity of malaria in under fives

3. Increase specific knowledge about how to prevalent malaria
	by implementing these activities:
1. Cluster Supervisor checks the availability of ITNs in nearest Health Center monthly

2. Coordinators liaise with GOI on the status of ITNs in health centers

3. Encourage mothers to deliver at the health facility (receive ITN)
4. Take children for measles vaccination campaign where ITNs will be distributed



Annex 7.  Training Contents for Community-Based Providers
Training Curriculum for ASHAs (Sahiyyas)



Training Curriculum for AWWs (adapted from CARE)
	Registration

Session Plan- 1st Day
	By a person assign to accomplish the task 

Content

	Introduction of participants 
	Using participatory technique

	Experience sharing & feedback of current program 
	Content: 

· THR distribution & feeding continuity in respect to quality 
· Quantity and Supply issues individual project

· Formation of self-help groups/ pregnant/lactating mothers group

· quality of Nutrition & Health Day and its effectiveness 

· Health Education Day issues 

· Weighing efficiency & scales availability 

· Coverage , left-outs within the village  

· Major cause of infant deaths in respective village

· Home contact by AWW

· Frequency of sector meetings 

	Objectives 
	Content: 

· Sharing of objectives and goals 

· How to establish synergy with other players to maximize the impact and coverage  

	Social barriers in overall development of women and child 
	Content: 

· Removal of myths and misconceptions (social taboos)

· Address the issue of gender disparity (Intra & Inter)

· Ensure 100% weighing of children and review during sector meeting

· Address “Exclusion” hamlet approach

· Identify existing current practices which influencing critical behaviors in the block

· Sensitize opinion leaders, Panchayat Raj Institutions (PRI), to address the issue at different forums i.e. Janpad meetings & MJS, or any other platform.  

· Address ration dilution 

· Promote cultural based practices for addressing critical behaviors i.e. ACF, Annaprashnna, 

· Information on various schemes i.e. JSY promotion of institutional deliveries

	Quality under Health Day  
	· Ensure quality service delivery through Nutrition and Health Days i.e. cleanliness of the centre; uninterrupted supply of food and continuity in feeding practices; cleanliness of place and utensils; hand washing of children; depiction through posters and painting; weighing and counseling; due list for immunization and drop outs    

	
	· Role of SHGs in addressing key issues of AWC i.e. ration dilution, CBO/PRI participation, ANC with appropriate measures, Weighing efficiency, counseling mother for desired behaviors, maximize coverage of immunization and Nutrition 

	In-house care of newborn 
	Contents: For new born baby
· Five preparedness (Hospital, TBA, Companion, Money, Vehicle)

· Five cleans (hand, place, thread, cutter, nothing to cord)

· Promote institutional delivery

· Ensure contact during critical period and appropriate counseling

· Contact during day of delivery and weigh the baby

· Identification of danger signs and symptoms in newborn (If child does not cry or will not take mother feed, immediately refer the baby.)  

· Early identification of infections 

· If less then 2 kgs, refer to nearest Health Center
· Drying and wrapping

· Promote early and exclusive breastfeeding and continuity of colostrums feeding

· Maintain thermal care of the baby

· Delay bathing at least three days in summer and five days in winter

· Ensure BCG as early as possible 

· No water, honey, till child completes six months

· Early management of diarrhea

· Ensure baby should be weighed every month, and observe the baby weight should indicate the increasing sign  

· Ensure timely immunization with Vitamin A every six month (nine doses till the age of 5 years)
· Exclusive breastfeeding till the age of 6 months

· Start giving semi solid food to child after completion of 6 months

· Breastfeeding continues till the age of two years with appropriate complementary feeding
· Maintain FADU in babies diet (Frequency, Amount, Density, Utilization)

· The place of cooking should be kept clean, preferably away from AWC where children play  

	Prevention and early  management of childhood infections and effective use of medicine kit 
	Contents: 

· Importance of household care of children in respect of adapting appropriate measures for cleanliness of environment and personal hygiene
· Early identification and treatment of even normal cough and cold 
· Early management of diarrhea and establish referral network with nearest Health Center
· Avoid unnecessary delays in giving traditional household treatment
· Establish linkages with nearest Health Center for routine health checkup camps, be it sector level of village level
· Ensure timely immunization and administration of Vitamin A up to 9 doses. 
· Uses of each medicine provided in the medicine kit
· Adequate precaution in diagnosis and giving medicines to patients
· How to keep the medicine kit safe and away from the reach of children 

	How to ensure community participation in implementation of AWC activities
	Contents: 

· Build a good rapport within the community

· Establish frequent communication 

· Share information and ideas with stakeholders 

· Take decisions with input from others

· Enhance community involvement in AWC (Baal Bhoj, Birth day celebration, Annaparashanna, Goad Bharai) 

· Build the capacity of women’s self-help groups 

· Maintain quality in service delivery (household visit, contact during critical period, regularity in Nutrition and Health Days, establish synergy with Mitanins, ensure 100% weighing, cleanliness of AWC) 

· Present AWC achievements in gram sabha

· Ensure 100% immunization

	Growth Monitoring and promotion 
	· Ensure timely counseling to parents about Recommended Dietary Allowance if the child is not gaining weight 

· Use of individual growth monitoring charts (how to fill out)
· Measurement of child by community growth chart should be shared with parents

· Ensure weighing of children at least once in three months

· Diagnostic tool for corrective action  

	Management of AWC 
	Contents: 

· Timely opening of AWC

· Maintenance of records and regular update 

· Commodity management and distribution 

· Establish linkages with PRIs women’s self-help groups
· Support from adolescent girls 
· Display of BCC materials 

	Role play on following topics by AWWs 
	Content: 

Topics may be: 

· Care during pregnancy

· Domestic care of newborn baby

· Appropriate complementary feeding initiation with quality, quantity and frequency  

	Home contacts of AWW
	· How to prioritize home contact

· Who are the potential beneficiaries 

· Identify danger signs and symptoms during delivery and in neonates 

· Frequency of home contacts with appropriate counseling

· What to record (existing behavior) for tracking 

· Joint home contact with Mitanin

· Identify resistant families for joint visit with sarpanch or ANM

· Demonstration of Katori for promotion of ACF 


Annex 8.  Agreements
Agreements include in Annex 8:

1) Memorandum of Understanding between CRWRC and EFICOR (separate PDF)

2) Sub-Award Agreement between CRWRC and EFICOR (separate PDF)

3) Letter of Support from the Civil Surgeon, Sahibganj (English translation)

4) Letter of Support from the District Program Officer, Sahibganj (English translation)

Letter of Support from the Director of Social Welfare, Sahibganj (English translation)

Office – Assistant Chief Medical Officer cum Civil Surgeon, Sahibganj

Letter No: 




Dated:

To

All Medical Officers in – charge PHC / Referral Hospital, Sahibganj District.

Sub: With reference to the request for co-operation in Child Survival Project 

This is to inform you that that EFICOR/CRWRC has sought permission to collaborate with Health and Family Welfare for executing various primary health care interventions under the Child Survival Project. In this regard you are directed to ensure necessary cooperation to the representatives of EFICOR / CRWRC in its work. This Program is supported by USAID.  

Letter No: 69




Dated; - 15/01/2008

C.C – Program Director, EFICOR/CRWRC, New Delhi

       -  District Collector, Sahibganj

       -  Regional Deputy Director, Health services,( Santhal Pargana)

       - Secretary, Health and Family welfare Department, Jharkhand, Ranchi






                   Signed 






ACMO cum Civil Surgeon






Dr. Vijay Sharma

SAHIBGANJ COMMUNITY HALL

DISTRICT PROGRAMME CENTRE

LETTER NO. ………….. /DIST. PROG. 

From,

District Programme Officer

Sahibganj

To,

All Child Welfare Project Officials,

Sahibganj District

Sub: Regarding support for USAID sponsored Child Survival Project in Sahibganj District

Reference: Letter No. 77 dated 17.01.2008 from the Director, Social Welfare, Jharkhand, and Ranchi. 

Sir,

With reference to the above mentioned subject, a copy of the said letter is enclosed herewith. USAID is undertaking a Child Survival Project with the help of EFICOR in the Sahibganj District. The goal of the project is to reduce malnutrition and mortality among mothers and children less than five years of age. 

In view of the above, we request you to kindly extend all necessary help and cooperation to the staff and authorities involved in this project as and when they contact you in this matter. 

Yours faithfully,

District Programme Officer

Sahibganj

.

Ref. 31 
/  District Programme, Sahibganj, dated 22.1.2008  

Copy to: Shri. Sanjeev Kumar Bhanja, Director, Programmes, EFICOR, New Delhi for kind information. 

Govt. of Jharkhand

Social Welfare, Women and Child Development Department

Directorate of Social Welfare
From:
Ravindra Aggarwal

Director- Social Welfare

To,

District Programme Officer

Sahibganj









Ranchi,   Dated _______2008

Subject: Support of Child Survival Health Grant Project in Sahibganj District.

Sir,

With reference to the above mentioned subject, this is to state that USAID, is undertaking a Child Survival Project with the help of EFICOR in the Sahibganj District. The goal of the project is to reduce malnutrition and mortality among mothers and children under five years of age. 

We request you to kindly extend all necessary help and cooperation to the staff and authorities involved in this project, who will be meeting you to discuss this matter. 

Yours faithfully,

-sd-

(Ravindra Agarwal)

Director, Social Welfare

Sl. No. 77 
  / dated 17-1-2008 

Copy to: Shri. Sanjeev Kumar Bhanja, Director, Programmes, EFICOR, New Delhi for information. 

Annex 9.  Work Plan

The Work Plan is attached in a separate Excel spreadsheet.

Annex 10.  Monitoring and Evaluation Plan
	Country: India
	October 1, 2007 to September 30, 2012
	Agency: CRWRC


	Objective/Result
	Indicators
	Source/ Measurement Method
	Frequency
	Baseline Value
	EOP Target

	Strategic Objective 1: Strengthen public-private partnerships for maternal and child health services

	Networking
	e.g., There is an adequate and helpful number of meetings and time spent with other Local Government, NGOs and Health facilities
	Org. Capacity Indicators (OCI)
	Annual
	TBD
	TBD

	Collaboration and Coordination
	e.g., The Gov. supports ASHAs, AWWs, and ANMs in their work
	WHC Capacity Assessment (WHC)
	Annual
	TBD
	TBD

	Intermediate Result 1.1: Build the organizational capacity of EFICOR/Parivartan for a sustainable impact on maternal and child health

	A Clear Vision, Mission, Strategy and Set of Shared Values
	e.g., Staff, partners and board members can express the organization’s values
	Org. Capacity Indicators (OCI)
	Annual
	TBD
	TBD

	Human Resources
	e.g., We have well trained staff who produce planned results
	OCI
	Annual
	TBD
	TBD

	Management Systems
	e.g., There is clear accountability and regular monitoring
	OCI
	Annual
	TBD
	TBD

	Networking
	e.g., There is good communication with other organizations by mail, meetings, and email
	OCI
	Annual
	TBD
	TBD

	Stewardship
	e.g., Our work demonstrates cost effectiveness, good use of whatever knowledge is available to us and an ongoing review
	OCI
	Annual
	TBD
	TBD

	Gender Participation
	e.g., There is an even ratio of men and women on staff
	OCI
	Annual
	TBD
	TBD

	Financial Sustainability
	e.g., There is a demonstrated fundraising/marketing ability
	OCI
	Annual
	TBD
	TBD

	Intermediate Result 1.2: Strengthen and sustain community capacity for maternal and child health

	Management
	e.g., There is an accurate reporting of activity results
	Comm. Capacity Indicators (CCI)
	Annual
	TBD
	TBD

	Finance
	e.g., The organization has a bank account and records are properly documented
	CCI
	Annual
	TBD
	TBD

	Networking
	e.g., There is good communication with other people’s organizations by mail, meetings
	CCI
	Annual
	TBD
	TBD

	Technical Areas
	e.g., There are adequate opportunities for technical updates in maternal and child health
	CCI
	Annual
	TBD
	TBD

	Community Governance
	e.g., 50% of the management committee members are women
	CCI
	Annual
	TBD
	TBD

	Intermediate Result 1.3: Strengthen and sustain local government capacity for maternal and child health

	Participatory Planning
	e.g., Percentage of committee members present at every meeting
	WHC Capacity Assessment (WHC)
	Annual
	TBD
	TBD

	Leadership (Governance)
	e.g., The process of replacing members fair and transparent
	WHC
	Annual
	TBD
	TBD

	Resource Mobilization and Management
	e.g., Proper financial records kept and shared with the committee and the public
	WHC
	Annual
	TBD
	TBD

	
	
	
	
	
	

	Monitoring and Evaluation
	e.g., Annual review results used in creating the next year’s annual plan and long term plans
	WHC
	Annual
	TBD
	TBD

	Strategic Objective 2: Improve utilization of quality maternal and newborn care

	Increase community-based antenatal care for women aged 15-49
	Percentage of women having three or more antenatal visits when they are pregnant with their youngest child
	KPC
	Midterm, Final 
	23.3%
	50%

	
	
	LQAS surveillance
	Annually
	
	

	Increase the rate of TT vaccination for pregnant women
	Percentage of mothers with children aged 0-23 months who received at least two TT vaccinations before the birth of their youngest child
	KPC
	Midterm, Final 
	69%
	80%

	
	
	LQAS surveillance
	Annually
	
	

	Improve nutrition among pregnant women and nursing mothers
	Percentage of mothers of children age 0-23 months who have a low BMI (<18.5 kg/m2)
	KPC
	Midterm, Final 
	41.8%
	35%

	
	
	LQAS surveillance
	Annually
	
	

	
	Percentage of pregnant women who gain at least 1kg per month in the last two trimesters of pregnancy.
	Monitoring
	Quarterly
	NA
	NA

	Increase the coverage of iron supplements for pregnant women
	Percentage of women who received/bought iron supplements while pregnant with their youngest child less than 24 months of age
	KPC
	Midterm, Final 
	46.7%
	60%

	
	
	LQAS surveillance
	Annually
	
	

	Improve safe delivery practices and referrals for mothers age 15-49
	Percentage of children age 0-23 months whose births were attended by skilled personnel
	KPC
	Midterm, Final 
	26.7%
	40%

	
	
	LQAS surveillance
	Annually
	
	

	Increase use of clean delivery practices
	Percentage of births where a cord was cut with a new or clean instrument or a clean birth kit was used
	KPC
	Midterm, Final 
	89%
	95%

	
	
	LQAS surveillance
	Annually
	
	

	Improve home-based post-partum care for mothers age 15-49 and newborns during the first 6 weeks of life
	Percentage of mothers of children age 0-23 months who received a post-partum visit from an appropriate trained health worker within three days after the birth of the youngest child
	KPC
	Midterm, Final 
	26%
	40%

	
	
	LQAS surveillance
	Annually
	
	

	
	Percentage of children age 0-23 months who received a post-natal visit from an appropriate trained health worker within three days after the birth of the youngest child
	KPC
	Midterm, Final 
	25.7%
	40%

	
	
	LQAS surveillance
	Annually
	
	

	Improve thermal care of newborns
	Percentage of children age 0-23 months who were dried and wrapped with a warm cloth or blanket immediately after birth (before the placenta was delivered)
	KPC
	Mid term, Final 
	69.3%
	80% 

	
	
	LQAS surveillance
	Annually
	
	

	Increase immediate and exclusive breastfeeding practices among mothers
	Percentage of newborns who were put to the breast within one hour of delivery and did not receive pre-lacteal feeds
	KPC
	Mid term, Final 
	19.3%
	50%

	
	
	LQAS surveillance
	Annually
	
	

	Intermediate Result 2.1: Increase knowledge about and access to community-based antenatal care for women

	Increase knowledge about safe deliveries and danger signs during pregnancy among women aged 15-49
	Percentage of mothers of children age 0-23 months who are able to state at least three danger signs of pregnancy
	KPC
	Midterm, Final 
	0.7%
	20%

	
	
	LQAS surveillance
	Annually
	
	

	Increase availability of antenatal care
	Percentage of HSCs that have ANC available every day of the week
	RHFA
	Final
	94%
	100%

	Intermediate Result 2.2: Increase access to safe delivery practices and referrals for mothers

	Improve referral systems for emergency obstetric care
	Proportion of self-help groups with an emergency transport plan in place
	Monitoring
	Quarterly
	0%
	70%

	
	Proportion of HSCs that have met with the Village Development Committee during the last 6 months.
	RHFA
	Final
	0%
	25%

	Increase availability of safe delivery services
	Percentage of HSCs that have delivery services available every day of the week
	RHFA
	Final
	11%
	25%

	Improve family/individual birth plans
	Percentage of women with a birth plan (including the use of a skilled provider)
	KPC
	Midterm, Final 
	NA
	75%

	
	
	LQAS surveillance
	Annually
	
	

	Intermediate Result 2.3: Increase knowledge about and access to home-based postpartum care for mothers and newborns

	Increase knowledge about maternal and newborn danger signs among mothers
	Percentage of mothers able to report at least three known maternal danger signs during the post-partum period
	KPC
	Mid term, Final 
	1.7%
	25%

	
	1. 
	LQAS surveillance
	Annually
	
	

	
	Percentage of mothers able to report at least three known danger signs of the newborn baby 
	KPC
	Mid term, Final 
	4.3%
	25%

	
	2. 
	LQAS surveillance
	Annually
	
	

	Improve referral systems for newborn care
	Proportion of self-help groups with an emergency transport plan in place
	Monitoring
	Quarterly
	0%
	70%

	
	Proportion of HSCs that have met with the Village Development Committee during the last 6 months.
	RHFA
	Final
	0%
	25%

	Strategic Objective 3:  Improve nutrition among children

	Decrease underweight among children less than five years of age
	Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to the WHO/HCHS reference population)
	KPC
	Mid term, Final 
	44.9%
	30%

	
	
	LQAS surveillance
	Annually
	
	

	Improve immunization coverage
	Percentage of aged 12-23 months children fully immunized before their first birthday
	KPC
	Midterm, Final 
	9.5%
	50%

	
	
	LQAS surveillance
	Annually
	
	

	Increase exclusive breastfeeding up to 6 months
	Percentage of children 0-5 months who were exclusively breastfed during the last 24 hours
	KPC
	Mid term, Final 
	70.4%
	80%

	
	
	LQAS surveillance
	Annually
	
	

	Improve infant feeding practices
	Percentage of children age 6-23 months fed according to a minimum of appropriate feeding practices.
	KPC
	Mid term, Final 
	44.2%
	70%

	
	
	LQAS surveillance
	Annually
	
	

	Increase coverage of vitamin A supplementation for children under 5
	Percentage of children age 9-23 months who received a dose of vitamin A in the last 6 months.
	KPC
	Mid term, Final 
	20.6%
	50%

	
	
	LQAS surveillance
	Annually
	
	

	Intermediate Result 3.1: Increase rate of immunization and vitamin A supplementation among children

	Improve access to immunization services
	Percentage of children age 12-23 months who received a DPT1 vaccination before they reached 12 months
	KPC
	Midterm, Final 
	29.4%
	60%

	
	
	LQAS surveillance
	Annually
	
	

	Improve health system performance regarding immunization services
	Percentage of children age 12-23 months who received a DPT 3 vaccination before they reached 12 months
	KPC
	Midterm, Final 
	21.4%
	50%

	
	
	LQAS surveillance
	Annually
	
	

	Increase availability of vitamin A
	Percentage of HSCs with no stock outs of vitamin A in the last 6 months
	RHFA
	Final
	63%
	80%

	Intermediate Result 3.2: Strengthen Growth Monitoring and Promotion services through the Anganwadi Center

	Increase availability of essential supplies for GMP
	Percentage of AWCs with a functional child weighing scale
	RHFA
	Midterm, Final
	NA
	100%

	
	Percentage of AWCs with a growth monitoring chart
	RHFA
	Midterm, Final
	NA
	100%

	Improve community-based monitoring of child growth
	Percentage of AWCs that keep records on the five essential indicators for child growth
	RHFA
	Midterm, Final
	NA
	100%

	Strategic Objective 4:  Prevent and properly treat infectious diseases among women and children

	Improve malaria prevention and treatment efforts among children less than five years of age and pregnant women
	Percentage of children age 0-23 months who slept under an ITN the previous night
	KPC
	Midterm, Final 
	33%
	60%

	
	
	LQAS surveillance
	Annually
	
	

	
	Percentage of children age 0-23 months with a febrile episode during the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	KPC
	Midterm, Final 
	5.7%
	35%

	
	
	LQAS surveillance
	Annually
	
	

	
	Percentage of mothers who took anti-malarial medicine to prevent malaria during pregnancy
	KPC
	Midterm, Final 
	2.6%
	20%

	
	
	LQAS surveillance
	Annually
	
	

	Improve home-based treatment of diarrhea
	Percentage of children age 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids.
	KPC
	Midterm, Final 
	45.5%
	70%

	
	
	LQAS surveillance
	Annually
	
	

	
	Percentage of children age 0-23 months with diarrhea in the last two weeks who were treated with zinc supplements
	KPC
	Midterm, Final 
	18%
	30%

	
	
	LQAS surveillance
	Annually
	
	

	Increase appropriate referral for ARI
	Percentage of children age 0-23 months with chest-related cough and fast and/ or difficult breathing in the last two weeks who were taken to an appropriate health provider.
	KPC
	Midterm, Final 
	40.7%
	60%

	
	
	LQAS surveillance
	Annually
	
	

	Intermediate Result 4.1: Improve coverage of malaria prevention efforts among pregnant women and children

	Increase coverage of ITN among households
	Percentage of households of children 0-23 months that own at least one ITN
	KPC
	Midterm, Final 
	62.3%
	75%

	
	
	LQAS surveillance
	Annually
	
	

	Increase availability of antimalarial drugs
	Percentage of HSCs with no stock outs of antimalarials in the last 6 months
	RHFA
	Final
	57%
	75%

	
	Percentage of AWWs with antimalarials
	RHFA
	Final
	3%
	50%

	Intermediate Result 4.2: Improve diarrheal disease prevention among children

	Increase effective treatment of water (Point of Use)
	Percentage of households of children age 0-23 months that treat water effectively
	KPC
	Midterm, Final 
	37%
	55%

	
	
	LQAS surveillance
	Annually
	
	

	Improve appropriate hand washing practices
	Percentage of mothers of children age 0-23 months who live in households with soap at the place for hand washing
	KPC
	Midterm, Final 
	33.7%
	55%

	
	
	LQAS surveillance
	Annually
	
	

	Intermediate Result 4.3: Improve coverage of treatment and referral for acute respiratory infection

	Increase availability of first-line antibiotic for pneumonia
	Percentage of HSCs with no stock outs of first-line antibiotic for pneumonia in the last 6 months
	RHFA
	Final
	31%
	50%

	Improve referral systems for ARI in children
	Proportion of self-help groups with an emergency transport plan in place
	Monitoring
	Quarterly
	0%
	70%

	
	Proportion of HSCs that have met with the Village Development Committee during the last 6 months.
	RHFA
	Final
	0%
	25%


Annex 11.  Human Resources Management Table, Organizational Structure, Partnership Structure, and Terms of Reference
HUMAN RESOURCES MANAGEMENT TABLE
	Type Of Worker
	Organization/ Affiliation
	Responsibilities
	LOE
	Remunerated by

	Child Survival and Health Technical Advisor, serving as HQ Technical Backstop

Key Personnel
	CRWRC HQ
	· Collaborate with field-based personnel on DIP development 

· Collaborate with M&E Specialist on design of baseline survey and analysis of results

· Network with USAID, CSTS, the CORE Group, and other PVOs for technical support

· Provide technical support on child survival and health interventions

· Write annual progress reports for USAID
	40%
	CRWRC

	Asia Regional Health Advisor


	CRWRC Field Office, Kolkata, India
	· Lead development of the Detailed Implementation Plan

· Ensure effective implementation of the program by consulting directly with the Project Manager in Sahibganj and other key EFICOR staff in the Program Department

· Manage the distribution of sub-grants to EFICOR and receive financial reports from the EFICOR accountant

· Train, support, and supervise the Project Manager who will be responsible for regular data collection and reporting.  
	25%


	CRWRC

	Capacity Development Specialist
	CRWRC Field Office, Kolkata, India
	· Train EFICOR leadership and staff in using Community Capacity Indicators and Organizational Capacity Indicators as part of the CSSA Framework to enhance sustainability

· Coordinate adult dialogue education training

· Consult with EFICOR on how to transfer lessons learned from the Child Survival and Health program to other programs offered by the organization
	15%
	CRWRC

	Grants Officer
	CRWRC HQ
	· Ensure compliance with USG rules and regulations in all aspects of program administration and reporting

· Coordinate the submission of quarterly financial status reports to USAID

· Support the Technical Backstop and the Asia Regional Health Advisor with writing of the DIP and progress reports and liaising with USAID, as needed
	5%
	CRWRC

	Finance Manager
	CRWRC HQ
	· Ensure the proper allocation of program costs

· Prepare quarterly financial status reports (SF-269) for USAID that include HQ and field costs

· Draw down reimbursement from the HHS Payment System on a quarterly basis.
	
	

	Accountant
	CRWRC Field Office
	· Maintain records of funds wired from the CRWRC HQ and expenses on the field, including sub-grants to EFICOR

· Prepare quarterly reports for the Finance Manager at HQ
	20%
	CRWRC

	Project Manager

Key Personnel

	EFICOR, Sahibganj, Jharkhand
	· Ensure quality implementation of the project and regular collection of data for program monitoring

· Ensure quality and timely reporting from the project staff for meeting the program reporting requirements

· Coordinate training activities

· Recruit, orient, and supervise four Block Coordinators

· Disseminate baseline data and evaluation findings with various stakeholders 

· Advocate and strengthen linkages with Government and other NGOs in Jharkhand
	100%
	EFICOR

	M&E Officer
	EFICOR, Sahibganj, Jharkhand
	· Coordinate the collection of data for the HMIS, assist them in analyzing data so that it can be used to make informed management decisions, and share information across clusters. 

· Serve as the Data Coordinator for the KPC survey during the baseline assessment as well as the midterm and final evaluation

· Annual monitoring of the strategic objectives and intermediate results 

· Aggregate LQAS data to quantify results for the entire district every year  

· Annual monitoring of the six components of sustainability using the CSSA framework.
	100%
	EFICOR

	Director of Programs 


	EFICOR HQ, New Delhi
	· Provides accountability within EFICOR for effective implementation of the project.  

· Strengthen linkages with the Government and NGOs.
	30%
	EFICOR

	Program Coordinator 

	EFICOR HQ,  New Delhi
	· Monitor project implementation by conducting regular visits to Blocks to perform audits of accounts and to directly verify the progress of the project

· Compile reports for quarterly submission to CRWRC

· Coordinate mid-term and final evaluations
	50%
	EFICOR

	Accountant
	EFICOR HQ, New Delhi


	· Provide financial accounting services for the program. 

· Prepare quarterly financial reports for CRWRC

· Keep documentation that backs up spending reports, including bids received, receipts from purchases, and monthly personnel activity reports for program staff.

· Travel to the project on monthly basis to do accounting
	100%
	EFICOR

	Office Assistant 
	EFICOR, Sahibganj, Jharkhand
	· Compile monthly reports to be sent to EFICOR HQ

· Coordinate administrative work in the Sahibganj office
	100%
	EFICOR

	Office Manager
	CRWRC, Kolkata
	· Responsible for logistics for CRWRC travel within India

· Upkeep of CRWRC Liaison Office in Kolkata
	100%
	CRWRC

	4 (5 starting in Year 2) Block Coordinators
	EFICOR, 

Jharkhand
	· Recruit, train, and supervise 5-7 Cluster Supervisors as they implement planned activities 

· Visit villages/sites of activity to monitor implementation

· Submit monthly report to the Project Manager
	100%
	EFICOR

	24 (27 starting in Year 2) Cluster Supervisors
	EFICOR, Jharkhand
	· Strengthen Self-Help Groups, Farmer’s Unions and Village Health Committees.

· Train and provide ongoing follow-up and support to TBAs and ASHAs in the key health interventions

· Monitor quality of services provided by TTBAs/ASHAs
	100%
	EFICOR

	Midterm and Final Evaluation Consultants
	External Consultant
	· Facilitate midterm and final evaluations

· Write midterm and final evaluation reports
	Varies
	EFICOR


ORGANIZATIONAL STRUCTURE

PARTNERSHIP STRUCTURE


[image: image3]
TERMS OF REFERENCE FOR ADVISORY GROUP:

Overall Purpose:

Provide Technical perspective to accomplish the larger Project goal.  

Members:

1. Dr. Santanu Dutta, Executive Director – VIVA Network

2. Dr. Anil Cherian, Director – Community Health (EHA)

3. Dr. Vijila Isaac, Senior Administrative Officer (Prem Jyoti Hospital)

4. Dr. Beulah Jayakumar, National Coordinator – Child Health (World Vision of India)

5. Kohima Daring, Bangladesh/India Team Leader and Capacity Development Consultant for CSP (CRWRC)

6. Nancy Ten Broek, Regional Health Advisor (CRWRC)

7. Kennedy Dhanabalan, Director DE&CB (EFICOR)

8. Lalbiakhlui (Kuki), Manager – Partner Relations (EFICOR)

9. Sanjeev Bhanja, Director of Programs (EFICOR)

10. Gracy Rodingliani, Program Coordinator (EFICOR)

11. Empty Chair(

The Director of Programs (EFICOR) and CRWRC’s Regional Health Advisor will be the co -convener of the Advisory committee.  The Program Coordinator (EFICOR) will serve as secretary of the group.

Main Tasks: 

· Provide guidance on gaps in the operation based on evidence.

· Technical guidance on Operations Research

· Review M&E reports and give advice on implementation plans

· Ensure that the DIP is being followed, and give suggestions

· Field visits, as possible, for support and advice

Frequency of Meeting: Twice in a year

TERMS OF REFERENCE FOR PROGRAM IMPLEMENTATION TEAM (PIT):

Overall Purpose:

To implement the project and accomplish the result as envisaged in the Proposal/DIP 

Members:

1. Project Manager (Chair)

2. M&E Officer

3. Block Coordinators - 4

4. Empty chair(
Main Tasks:

· Conduct activities according to the work plan.

· Advocate and strengthen linkages with the government at the Block and District level.

· Networking with other health-based NGOs at the District and State level.

· Maintain and manage data through HMIS and take a corrective measure to address gaps in operations.

· Fund management and tracking utilization at the Project level.

· Tracking progress of the Project.

· Ensure timely and accurate reporting to EFICOR HQ 

Frequency of meetings: Monthly

TERMS OF REFERENCE FOR PROGRAM MANAGEMENT TEAM (PMT):

Overall Purpose:

Provide overall strategic direction for the Project and facilitate the achievement of Project objectives.

Members:

1. CRWRC Regional Health Advisor

2. CRWRC Capacity Development Consultant

3. Parivartan Project Manager

4. Director of Programs (EFICOR) 

5. Program Coordinator (EFICOR) (Secretary)

6. Manager – Direct Project (EFICOR)

7. Empty chair(
Main Tasks:

· Formulate policy level decisions for the Project. 

· Track progress on the basis of evidence generated through HMIS.

· Assessing the training and capacity building needs of the staff and addressing the capacity deficit.

· Carry out staff evaluations (Project Manager evaluates field staff; CRWRC Regional Health Advisor responsible for evaluations of the Project Manager with the input of the PMT).

· Linking the Project learnings for advocacy and policy influencing at State and National level.

· Designing training and capacity building, BCC strategy for the Project.

· Supportive supervision for program operation and fund management.

· Linking with USAID Mission at country level.

· Work with the CRWRC Technical Backstop to arrange and carry out the midterm and final evaluations.

Convener:  This meeting will be convened by the EFICOR Director of Programs and the CRWRC Regional Health Advisor.

Frequency of meetings: Every quarter  
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NANCY TENBROEK

3/13A Iqbal Rd ( Mohammedpur, Dhaka, Bangladesh ( 02-811-9171

nwrc@agni.com

Education

Eastern Michigan University






Ypsilanti, Michigan


BSc. – Occupational Therapy






1977 
University of London, England





London, England

MA – International Development and Health Promotion



2003

Experience
Christian Reformed World Relief Committee (CRWRC)


Bangladesh
Child Survival Project Manager (USAID Funded)



2004-present
· Prepared five year Detailed Implementation Plan including all finance and program objectives

· Involved with Government of Bangladesh Policy making in Maternal and Child Health (IMCI)

· Carried out LQAS surveys and baseline and six months with 3 participating partner organizations

· Advised partner projects on maternal and child health objectives – including HIV/AIDS education

· Provided training in Dialogue Education, BEHAVE framework, LQAS, MAMAN, PRA

Christian Reformed World Relief Committee (CRWRC)


Bangladesh/India
 

Regional Health Advisor for Asia





1999- present
· Provided consultation in management and programs of nine community development projects 

· Set up Results Based Management reporting for partners (RBM) 

· Developed capacity indicator system following appreciative inquiry model

· Networked with other organizations in Bangladesh on various development topics

Christian Reformed World Relief Committee




Bangladesh/India


Staff Consultant








1988-1999

· Helped to design integrated community development projects in rural and urban settings. 

· Helped to develop monitoring and reporting system for partner organizations

· Assisted partners in developing community and organizational capacity indicator systems

· Provided training on participatory development techniques – PRA 

Mary Free Bed Hospital 






Grand Rapids MI
Weeks Memorial Hospital






Lancaster NH
Staff Occupational Therapist






1983-1988

· Provided Occupation therapy Services in Traumatic Brain Injury unit for children and adults
· Developed life skills program for high functioning brain injured
· Developed School based O.T. Program for 5 Schools
U.S. Peace Corps








Nairobi, Kenya

Volunteer








1980-1983

· Taught anatomy at Medical Training Center

· Supervised students internships

· Designed life skills education program for mother and children nutrition programs 


Sample of Recent Evaluations

HIV/AIDS Project in Yembul 






Dakar/Senegal, 2003
Salvation Army Community Development Project, Jessore


Bangladesh, 2004

Evaluation of SAO, (Ausaid Funded)





Philippines, 2004
Evaluation of Aardip, Community Development Project in South India

South India, 2005
CRWRC Philippines Project 






Philippines, 2006
William T. Story, MPH

EDUCATION

University of Michigan






April 2004


MPH
International Health/Epidemiology



Health Behavior and Health Education

Northwestern University






June 1999

BA
Molecular and Cell Biology

PROFESSIONAL AND RESEARCH EXPERIENCE

Child Survival and Health Technical Advisor




Mar 2005 – present

Christian Reformed World Relief Committee, Grand Rapids MI

· Provided backstopping on a USAID-funded Child Survival and Health program in Bangladesh

· Provided technical support to HIV/AIDS programs in Nigeria, Kenya, and Uganda

· Developed and implemented creative ways to disseminate state-of-the-art methodologies in health throughout CRWRC (i.e. BEHAVE framework, KPC survey tool, CSSA framework)
· Evaluated community-based health care program in Sierra Leone

· Developed HIV/AIDS and child survival grant proposals in collaboration with Grants Specialist

Health Educator and Director of Public Health Preparedness


Apr 2004 – Apr 2005

Washtenaw County Public Health, Ypsilanti MI


· Developed the County’s public health emergency response plans

· Researched and designed educational material for public information campaign

· Networked with local agencies to better educate vulnerable populations

· Supervised two interns from the University of Michigan, School of Public Health

Research Assistant







Sept 2002 – Jan 2004

Global Health Program, University of Michigan, Ann Arbor MI

· Participated in the development of the Global Health Interdepartmental Concentration (GHIC)

· Helped to develop the curriculum for the first seminar offered in the GHIC

Research in China







May 2002 – Aug 2002

Department of Epidemiology, Fudan University, Shanghai China

· Participated in the implementation of the World Health Organization (WHO) collaborative project

· Collected, analyzed and reported on all questionnaire data from the rural TB patients

Graduate Student Instructor






Jan 2002 – April 2002

Department of Molecular, Cellular, and Developmental Biology

University of Michigan, Ann Arbor MI

· Created weekly lesson plans and instructed three discussion sections on HIV/AIDS

· Advised students on epidemiological aspects of HIV/AIDS and other infectious diseases

PROFESSIONAL ORGANIZATIONS

· Child Survival Collaborations and Resources (CORE) Group: Member (2005 – present); Board of Directors Member-at-Large (2006 – present); Co-Chair Social and Behavioral Change Working Group (2006 – present)

· Christian Connection for International Health: Member (2005 – present)

· Global Health Council: Member (2005 – present)

COMPUTER SKILLS

SAS, SPSS, Stata, EpiInfo
Sanjeev K  Bhanja

Email: b_sanj@yahoo.com
A-902, Karor Apartment,Plot No 39-C

Sector-6, Dwarka

New Delhi-110075

Tel No.: 91-11-64505127

EDUCATION

Masters in Public Administration – Specialization in Organization Development and Public Personnel Management

PROFESSIONAL EXPERIENCE

Director of Programs







2006 - present
Evangelical Fellowship of India Commission on Relief (EFICOR)

Delhi, India

· Providing Strategic direction to the country program.

· Strategic alignment of the organization with major networks and donors.

· Mentoring and leadership building among the staff and partners.
· Integrating EFICOR into national level advocacy scenario.
· Project management with results and scale up.
· Focus on new initiatives like Disaster Risk Reduction, Climate Change, Health and Nutrition in a scale with the support of bilateral agencies.
Regional Manager







2005 - 2006
Reproductive and Child Health, Nutrition and AIDS (RACHNA) Program


CARE-India

Raipu, Chhattishgarh
· Operationalisation of  RACHNA program in the state of Chhattishgarh with the support of government, NGO partners and CARE program officers in about 13,000 villages of 10 districts.
· Networking with government departments like W&CD (Women and Child Development), PRI (Panchayati Raj Instituions) and H&FW (Health & family Welfare) and  UN bodies like UNICEF and other national and international NGOs. 
· Designing the program from the Rights Based Perspective ensuring integration of Governance and Gender equity and diversity.
· Program management and monitoring support and capacity building initiatives to a team of about 60 program personnel. 
· Partnership management.
· Overseeing Budget utilization and financial management.
Program Manager in Regional Office





2002-2005

ActionAid

Lucknow, Uttar Pradesh

· Management of 10 long-term and 31 short-term projects in Uttar Pradesh and Uttaranchal and one large initiative called Mushahar Empowerment in Eastern Uttar Pradesh. 

· Appraisal, preparation of perspective documents, midterm review, withdrawal strategy and impact assessment of partners long term and national fund (short-term) project based on ActionAid's development themes and issues taken thereof.

· Helping ActionAid regional team to design program in Uttar Pradesh including on food and livelihood rights, HIVAIDS, and mental heath.

Team Leader








2000-2002
Super Cyclone Social Reconstruction Project Jagatsinghpur 

ActionAid

Orissa, India

· Responsible for conceptualization and design of the programs linking them with greater advocacy agenda and policy changes. 

· Designing the Food For work program of Rs5.45 crore and Livelihood reconstruction for cyclone hit communities through Micro-level planning worth Rs8.68 crore

· Responsible for team management of about 120 staff (drawn from various disciplines) working in this project.

· Donor Service (multiple donors e.g. DFID, WFP, AUSAID, CFLI et al) government liaison and networking with other NGOs.

· Developing training modules in line with the Project Cycle Management, and participatory planning/monitoring and evaluation and issue based advocacy.

PROFESSIONAL TRAINING

· Part of the Right to Food lobby group at FAO (34th conference held in November 2006 in Rome)

· International Workshop on Participatory Rural Appraisal (PRA) with focus on Micro Level Planning, conducted by PRAXIS (ActionAid) at Bangalore in September 2000.

· Workshop on Gender Sensitization and Issues on Women atrocities conducted by ICCO and Christian-Aid for its partners June 1999

· Training on Planning, Monitoring & Evaluation and Information System conducted by SEARCH, Bangalore in February 1999

· Policy & Advocacy Training conducted by NCAS (National Center For Advocacy Studies), Pune, November 1998

Prashant B Missal

Email: prashanteficor@gmail.com
Barharwah, Dist, Sahibganj, Jharkhand

PIN-816101

Tel No.: 91-9955378347 

EDUCATION

Post Graduation in Sociology

M. Phil in Sociology (Theory completed, thesis paper writing is in process)
PROFESSIONAL EXPERIENCE

Project Coordinator






June 2006 - present
EFICOR

Gujarat and Sahibganj, Jharkhand

Assistant Project Coordinator





June 2004 – May 2006
EFICOR

Jharkhand and Gujarat

Project Field Assistant






May 2001 – June 2004

EFICOR

Gujarat

Community Development Organizer




Jan. 1999 – April 2001

EFICOR

Gujarat

Responsibilities:

· Facilitated micro-credit initiatives among Kukna tribe especially on agri-marketing

· Mobilized community to ensure good governance through PRI (Panchayatit Raj Institutions)

· Facilitated NREG campaign among Kukna tribe in the operation area

· Liaison with local government institutions especially PHC for free medical and health check up camps  

Expertise:

· Good Community Mobilization skills and Participatory Exercise skills

· Supportive Supervision and Monitoring 

· Training and Capacity Building to Junior field officers and volunteers

· Documentation and Data management

PROFESSIONAL TRAINING

· Community Development Organizer training at New Delhi for Three months
· 9th International PRA Thematic Training Workshop at NISIET, Hyderabad by PRAXIS. 

· Training workshop on Value based Sexual education by ASHA Foundation, Bangalore.

· Training and workshop on Disaster Risk Management by Indian Red Cross Society, Bhubaneswar.

· 9th International Workshop on Community Mobilization through SHG Formation for Economic and Integrated Development by International Institute of Development Management Technology at Agra.

· Vernacular Writers’ workshop in Nasik, Maharastra by Indian Institute for Cross Cultural Communication

· One month Community transformation course at New Delhi.

· Training on Monitoring and evaluation at Sambalpur, Orissa.

· Training on Watershed Management by Watershed Organization Trust.

· Financial Monitoring and Documentation in New Delhi
COMPUTER QUALIFICATIONS

· Certificate in office Automation

· Certificate in computer hardware and maintenance

LANGUAGES

Fluency in speaking:
English, Hindi, Gujarati, Oriya

Fluency in Writing:
English, Hindi, Gujarati, Oriya
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�
Beneficiary Population�
Number�
�
Infants 0-11 months�
32,390�
�
Children 12-23 months�
32,390�
�
Children 24-59 months�
97,170�
�
Children 0-59 months�
161,950�
�
Women 15-49 years�
188,511�
�
Total Population�
927,770�
�






Table 6. Critical Maternal and Newborn Health Indicators in Jharkhand, India�
�
Indicator�
Percentage�
�
Percent of births whose mother received at least 3 antenatal check-ups �
36.1�
�
Percent of births whose mothers were assisted at delivery by a skilled health professional�
28.7�
�
Percent of births delivered outside a medical facility�
80.8�
�
Percent of births that were followed by a postpartum check-up within 2 days of delivery�
17.0�
�
Percent of women with anemia�
68.4�
�
Percent of women with low BMI�
42.6�
�











































































Note


a – NFHS3 refers to the percentage of mothers who consumed at least 90 tablets of iron supplements during their last pregnancy


b – Post natal visit to the mother by a skilled worker – KPC survey refers to the percentage of visits made in the first 3 days of birth, NFHS3 refers to the first 2 days of birth.


c – NFHS3 data refers to the State of Jharkhand, 2005-2006
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Figure 1.  Comparison of KPC and NFHS3 data on Maternal and Newborn Care
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Note:


a – NFHS 3 figures for age group 12-35 months


b – NFHS 3 data based on assessment of ever married women 15-49 years


c – NFHS 3 data on children 0-35 months





Figure 2.  Comparison of KPC and NFHS3 data on Nutrition and Breastfeeding
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Figure 3.  Comparison of KPC and NFHS3 data on Childhood Immunization
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Figure 3.  Comparison of KPC and NFHS3 data on Childhood Immunization
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Figure 4.  Comparison of KPC and NFHS3 data on Malaria Prevention and Treatment





Figure 5.  Comparison of KPC and NFHS3 data on Other Infectious Diseases





Figure 5.  Comparison of KPC and NFHS3 data on Other Infectious Diseases
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Figure 6. A Health Sub-Center in Sahibganj.





Figure 7.  CRWRC Community Mobilization Strategy





Figure 7.  CRWRC Community Mobilization Strategy
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Figure 8. Quality improvement strategy between the community and the public health system 





Goal: Reduce mortality among mothers, newborns and children under the age of five through building and sustaining community capacity.





SO 1: Strengthen public-private partnerships for maternal and child health services





SO 2: Improve utilization of quality maternal and newborn care





SO 3:  Improve nutrition among children





IR 1.2: Strengthen and sustain community capacity for maternal and child health





IR 1.1: Build the organizational capacity of EFICOR/Parivartan for a sustainable impact on maternal and child health





IR 2.2: Increase access to safe delivery practices and referrals for mothers





IR 2.1: Increase knowledge about and access to community-based antenatal care for women





IR 2.3: Increase knowledge about and access to home-based postpartum care for mothers and newborns





IR 4.3: Improve coverage of treatment and referral for acute respiratory infection





IR 3.1:  Increase rate of immunization and vitamin A supplementation among children





IR 4.1: Improve coverage of malaria prevention efforts among pregnant women and children





IR 4.2: Improve diarrheal disease prevention among children





SO 4:  Prevent and properly treat infectious diseases among women and children





IR 3.2: Strengthen Growth Monitoring and Promotion services through the Anganwadi Center





IR 1.3: Strengthen and sustain local government capacity for maternal and child health





Legend


H&FW = Ministry of Health & Family Welfare		ICDS = Integrated Child Dev. Services		AWW = Anganwadi Worker	


WCD = Ministry of Women and Child Development	PHC = Primary Health Center			ANM = Auxiliary Nurse Midwife


NRHM = National Rural Health Mission		CDPO = Child Dev. Program Officer


DPO = District Program Office				BDO = Block Dev. Officer
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