


use available funds for developing and implementing innovative IEC approaches to change the desired
behavior of community members.

The street plays, demonstration units, give incentives to motivators who get toilets installed and showcase
the TSC program in various forums such as welas, mahotsavas, etc.

Observations from field: Potential and challenges

Strengths and potential: The program functions across the State and has a large audience. Further,
changing hygiene and sanitation behaviors of community members is a key program objective and there is
a designated IEC/BCC budget. The budget has potential to be channelized for greater IPC and
motivational activities during the VHSND. PHED could also collaborate with institutions like Mahila
Samakhya to promote behavior change communication. Strength of PHED is the autonomy which they
have provided to district officials to plan their IEC activities depending on the need and context. For
instance, in Muzaffarpur, it was found that at the block level, Rs. 17 are given for every toilet constructed
by the NGOs for IEC activities, especially for motivating the family to keep the toilet clean; while
Gopalganj has introduced Swachehta Doots. The TSC Coordinator has appointed Swachehta Doots’ who are
village based volunteers which are responsible for identifying households for constructing toilets, guiding
people on the TSC schemes and how to avail the schemes, map the village and identify polluted areas of
the village (due to open defecation and stagnated water), visit AWCs for educational work and creating
awareness by mobilizing school children for rallies.

During our discussion, the Principal Secretary of PHED expressed interest in receiving technical

assistance in developing IEC messages and playing an active role in implementing the BCC strategy.

Challenges: One of the biggest challenges in working with the department is reaching to the grassroots
level and their lack of expertise on alternative forms of BCC such as IPC and community mobilization
which needs to be strengthened. State officials from the department expressed that the department has
little BCC expertise but is open to collaborate and work with UNICEF, Population Council and SHSB to
implement BCC strategy for health sector.

Field visits show that block coordinators have been recently hired and are not cleatly aware of how to
carry out IEC activities and most activities are done intermittently in a camp mode, depending on the
leadership of the DWSC. For instance, the Sanitation Week / Sanitation Fortnights are to be conducted
once in a month at the Panchayat level. However District Coordinators themselves do not know how to
catry out these activities as one of the district coordinators said,

“T have not been given any guidelines on what the Sanitation Week Fortnight is about and how to organize this.”

Similarly, Block Coordinators in Muzaffarpur reported that no IEC activity had been done in the
preceding six months including a ‘Sanitation Week/Sanitation Fortnight’.

Bihar Mahadalit Vikas Mission

In 2007, the State Government constituted the Bihar Mabadalit 1 ikas Mission with a vision to fulfill the
basic needs of all Mabadalit communities, the most socially and economically disadvantaged group of
population in Bihar. The Mission has identified 21 out of the 22 Scheduled Castes of Bihar as Mabadalits.
Many of these communities live in separate distant hamlets/ #/as from the main village; a reason attributed
to their backwardness.

The Mission envisages their social and economic empowerment by ensuring their full participation in the
process of development. The Mission strives to ensure their access to housing, drinking water, toilets, link

roads, Anganwadis, schools for developing vocational skills, mobile PDS and related services to Mabadalit
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families through 19 schemes. The Mission has appointed one V7kas Mitras (VM) for every Gram
Panchayat. Vikas Mitras are grassroots level workers which facilitate and motivate Mabadalit families to
avail that the benefits of 19 schemes promoted for the Mabadalits.

Interest in community and family health behaviors: Currently, the Mission is not catrying out any
health related activities in the State. The main area of interest for the program is social and economic
empowerment and participation of the Mahadalits in the 19 schemes focused on their social and economic
development. However, the Mission Director fully appreciates the importance of healthy family in
achieving the Mission’s goals and expressed interest in implementing the proposed BCC strategy for the
health sector.

Coverage of program: The mission is working in all 38 districts and 544 blocks. There ate around 22
lakh (2.2 million) Mabadalit families in the State (Iimes of India 2012), therefore it is estimated that the
Mission could reach to 12.76 million individuals (Table 5.3).

Key target audience of program: The key target audiences of the program are Mahadalit families which
are generally not reached by ASHAs. Men are an important target audience of the Mabadalit 1 ikas
Mission as they are the key decision makers at the household level regarding availing facilities offered
under the 19 schemes.

Strength of organizational structure: At the State level, the Mission has a team of eight specialized
Program Managers including a Communication Officer. However, there is no separate unit of the
Mabadalit 1V'ikas Mission at the district and block levels and the Mission is in the process of appointing
District Project Officers (DPO) and Block Project Officers (BPO). The selection procedure will be
finished in July 2012. Currently, District Welfare Officers (DWOs) and Block Welfare Officers (BWOs)
are responsible for implementing the program at the district and block levels respectively. All DWOs for
38 districts are in place; while only 202 BWOs have been appointed (of 517 sanctioned posts). [7kas
Mitra is the link between the Mabadalit community, Panchayat/ Sarpanch and Block Development Office
where he reports about his activities to the BWO.

Roles and profile of grassroots level workers: [ikas Mitras (‘friends of development’) are grassroots
workers of whom one is appointed for each Gram Panchayat (four to five villages). They are selected from
the community (on the basis of which Mabadalit caste is in majority at that Gram Panchayat) and are
required to be educated at least up to grade five. 17kas Mitras receive an honorarium of Rs. 4,000 and
report to the BWO. Of the 9,875 sanctioned 1Vikas Mitras posts, 9,530 have been appointed and the rest
are in the process of being appointed. All 17kas Mitras have been trained for three days on their role and
responsibilities and the thrust of the 19 schemes which they need to promote among Mabhadalit families.
All Vikas Mitras have been provided bicycles to facilitate their community visit. They are supposed to

meet the community every week.

Change agents and specific platforms available for carrying out BCC: 177&as Mitras could be used as
the change agents available at the community level for carrying out BCC activities. The Mission aims to
set up Mahadalit anganwadis where they are concentrated in number.

Budget for BCC/IEC: The total budget for the Iikas Mitra scheme is Rs. 117.5 million ($ 2.4 million) for
2012-13. There is no separate budget for BCC activities. If districts feel the need to carry out specific
BCC activities such as Mahotsavs and ‘Republic Day Jhankis’, they request the State for funding,

Observations from field: Potential and challenges

Strengths and potential: The strength of the program lies in the fact that it could provide access to
Mabadalit families through 7kas Mitras. They reach families and particularly men who are not easily
reached by health workers or ASHA. Moreover, 17kas Mitras being part of the same community, enjoy
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confidence of the Mahadalits and hence could be used as effective change agents. Unlike other programs
where the major thrust is on women, in this case 7&as Mitras often work with men and hence have the
opportunity to sensitize men of the community about key health issues such as the need of contraceptive
use. From the field visits it was observed that in case of a female 177&as Mitra, her husband would take her
to the village/community on bicycle and when the female 77&as Mitra talks with women, her husband
discusses the program with men.

Challenges: The program is in process of evolution. District and block offices are being fixed. [ikas
Mitras have just been hired and trained, and they have no orientation on promoting healthy behaviors and
BCC in health sector. They are supposed to participate and promote TSC among Mahadalit families and
motivate them to build toilets in their home as well as practice other hygienic practices. This is one of the
19 schemes they need to promote and provide information to community members. However, during the
field visits we found that many [7kas Mitras were not aware of the need to construct toilets nor were
promoting this activity. Most of them are involved in making lists of individuals/families eligible for key
schemes of the Mission such as those for housing, old age pension, sending children to school and special
entitlements to the handicapped and so on. Wide variation was observed in their knowledge about the
programs suggesting a need for further orientation and proper guidance from the BWO to make them
efficient. As many of the BWO positions are vacant, they do not get proper guidance nor is their work
supervised. We also observed some tension between Sarpanch and Vikas Mitras. At least two Sarpanchs
complained to us that [7kas Mitras do not keep them informed about their work or community needs. As
this is the initial phase of the program, such teething problems are expected but if they are not attentively
resolved, and then we may miss out on this opportunity.

Panchayati Raj Department

The Panchayati Raj Department coordinates the functioning of the Panchayati Raj Institutions (PRIs) which
were formed for decentralized governance in rural areas by elected members of the village. These elected
members constitute a Gram Panchayat (village Panchayaf) which is responsible for preparing plans for
economic and social development and administering social justice in villages which come under its
jurisdiction. A Gram Panchayat is formed for every 7,000 population. For every 500 population of the
village a ward member is elected who constitutes the Panchayat members. The Panchayat members in turn
elect the head of the Panchayat that is, the Mukhiya and the Dy. Mukhiya. Depending on the population of
revenue villages, a Gram Panchayat may be constituted by a single revenue village but on an average, a

Gram Panchayat consists of four to five revenue villages.

The Gram Panchayat being an elected body for self-governance is responsible to collaborate with the Zila
Parishad and District Chief Development Officer and/or District Magistrate for catrying out development
activities of their Gram Panchayat. As an elected body, constitutionally Gram Panchayats as institutions are
quite autonomous and administratively Mukhiyas do not have to report to any district or state authorities
but they are accountable to district officials for proper utilization and provision of expense reports of the
fund the Panchayat receives for social and economic development.

The 8,463 Gram Panchayats in Bihar consist of about 118,500 Panchayat members. Under the Panchayati Raj
Act of 2000, 50 percent of Mukhiyas as well as 50 percent of Panchayat members should be women.
Furthermore, according to the Act, to assist local self-governance, each Gram Panchayat must establish
six standing committees with specialized functions®. The committee on health and sanitation is called the

9 These include: (a) committee for planning, (b) implementing and monitoring development activities related
livelihood, (c) infrastructure, (d) education, (e) social justice and (f) health and sanitation. The members of the
standing committees are Panchayat members plus two or three representatives of civil society. They are included in
the committee depending on the function of the committee and expertise required.
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Village Health Sanitation and Nutrition Committee (VHSNC). Constituting VHSNC is mandated by the
NRHM particularly to have access to the unrestricted fund (of Rs. 10,000) provided for each revenue
village of the Gram Panchayat for supporting health activities which have not been budgeted in any other
program. Often the Mukhiya himself is the chairperson of the VHSNC and the ANM is always the
member Secretary of the committee.

Role of Panchayat in the health sector

As PRI and responsible for local self-governance, the Panchayat could play a significant role in the health
sector, particularly women Panchayat members who could be more sensitive to women’s maternal health
care needs; and could advocate adoption of healthy family behaviors in the community and ensure

availability of services by monitoring and strengthening health care service delivery at the heath facility
and during the VHSND.

By policy, the Gram Panchayat is supposed to participate and monitor the Village Health Sanitation and
Nutrition Day (VHSND) which is held at the village level. The VHSND provides a forum for
convergence of four different departments-SHSB, ICDS, PHED, and PRD; each mandated to organize
and promote activities related to one or the other component of the health sector imported for
community. The VHSND is supposed to be organized twice every month; once at the Anganwad; center
and the second at the health sub-center. On that day all grassroots workers of the four departments are
expected to work together and provide services and carry out BCC at the village level.

The strength of the Panchayafi Raj system is that it covers the entire rural area and at least one Panchayat
member is present in most of the villages and hence can play an active role at the grassroots level. A
Panchayat member can play a role in monitoring IEC/BCC activities particulatly during the VHSND
through its standing committee on health and sanitation/VHSNC. Ward members can play an active role
in educational campaigns and the BCC strategy if they are motivated and trained. Discussions with
experts reveal that ward members have special interest in community issues to maintain political
popularity since they are elected by the community. So ward members can mobilize the community to
participate in the VHSND. If the ward member is present at the VHSND, then it not only makes the
event credible but also will ensure that health workers of SHSB, ICDS, and PHED carty out their tasks
effectively.

The Mukhiya and Panchayat members thus taken together constitute a powerful group at community level
who are expected to play a critical role in the development of their Gram Panchayat work as opinion
leaders and act as role models for the social and economic development of their villages/ Gram Panchayat.
However, our visit to the field and meetings with selected Mukhiyas indicate that their interest in the
health sector is very limited and in most of the places the VHSNC is defunct. It is estimated that
presently at best 10-15 percent of the VHSNC are functional. Even where the VHSNC has been formed,
neither is it carrying out its roles and monitoring the VHSND, nor are the Mukhiya/members of the
VHSNC trained/otiented on their roles and responsibilities as members of the committee. This can be
illustrated through the words of a Mukhiya who reported,

“The standing committee on health has been constituted in onr Gram Panchayat. The last meeting was held in
March 2012 and 1 participated in the meeting. However, I do not know my exact role as a committee member.

Construction of toilets and garbage disposal was discussed.”

Further probing during the field visits show that generally formation of six standing committees itself is
on paper. As mentioned by a Zila Parishad district member,

“The six standing committees are on paper, but not on the ground level. We have informed the Chairman of the
Zila Parishad and discussed during the meetings, but no action has been taken on this.”

61



Table 5.2: Community and family health behaviors and interests which overlap among different
Government departments

Health component promoted ICDS | JEEVIKA | WDC MS PHED | MVM
1 Four antenatal checkups v vk vk v
(ANC)/complete ANC
2 Safe delivery by skilled birth v v v
attendant (SBA)
Postnatal care v V¥ v
Early initiation of breastfeeding and v v v
exclusive breastfeeding for six
months
5 Newborn care practices: cord care, v vk -
delay in bathing and thermal care
6 Full immunization of children v vk - v v
7 Diarrhea management using ORS v v v
and
8 Competent care during acute
respiratory infection (ARI)
9 Initiation of appropriate v V¥ v
complementary food at 6 months
10 | Prevention and care seeking of v vk - v
malnourished children under 5 years
of age
11 | Consumption of sufficient amount of v vk -
vitamin A
12 | Adoption of postpartum - -
contraception including LAM
13 | Prevention of early marriages (before - v
18 years)
14 | Birth registration within 28 days v - - v
15 | Use of iodized salt at household level | v - -
16 | Hand washing with soap before v v v v
eating and after defecation
17 | Improved access to safe water - v v
sources
18 | Improved access to adequate v v v
sanitation facilities
19 | Other health behaviors** vk v v

Key: ICDS is Integrated Child Development Services, JEEViIKA is JEEViKA Bihar Rural Livelihoods Project,
WDC is Women Development Cooperation, MS is Mahila Samakhya and PHED is Public Health
Engineering Department

*Either as pilot project in the case of JEEVIKA and for WDC, MS- it is not a focused area but have worked
with UNICEF, PHED for promoting such behaviors

** Includes blood pressure measurement, making sanitary napkins, health risk fund

Note: ICDS includes the Sabla and IGMSY programs also. Only the SHG component of JEEVIKA, WDC and
MS has been considered when carrying out analysis of all tables.
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Table 5.3: Estimate of coverage (districts, blocks, families and individuals) of program

Program District | Block | Community Potential population/families | Potential target audience
level that can be reached by the
program
ICDS 38 534 77,994 AWW | 13.4 million families 13.6 million women aged
15-34
78 million population
6.98 million children aged
0-3 years
Sabla 12 172 30,858 AWC 30.8 million population 2.87 million of adolescent
program girls aged 10-19 years
could be reached
If Sabla is scaled up to all
districts, then it will reach
7.03 million AGs
IGMSY 2 26 - 5.39 million population 0.93 million women aged
program 15-34 years in these 2
districts
SHG formation | 9 55 47,602 SHGs | 0.57 million families 1.22 million women aged
JEEVIKA 15-34 years
3.31 million population
MNSY of WDC | 27 165 33,246 SHGs | 0.39 million families 0.85 million women aged
15-34 years
2.31 million population
SHG formation | 17 77 8,308 SHGs 99,696 families 0.21 million women aged

of Mahila 15-34 years
Samakhya 0.58 million population

All SHGs All SHGs (89,156) together reach 1.07 million families

TSC of PHED 38 534 - 72 million population 12.43 million families
Mahadalit 38 534 9,530 Vikas 12.76 million population 2.2 million families*
Vikas Mission Mitras

Note: To realize this potentiality it is critical that required positions and resources are in place.

Total number of districts in State: 38; total number of blocks: 534

*TOl, 2012

***The nutrition component is primarily running
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Table 5.4: Key target audience of the program

Target audience ICDS JEEVIKA | WDC MS PHED | MVM
Newly married couples v - v B _ _
Pregnant women v - v v B _
Postpartum women v - v v _ B
Lactating women 4 - v v B _
Children under 5 4 - - - _ _
Adolescent girls 4 - v v B _
School children/teachers - - v - B B
Poor and socially deprived v v v v v v
families

Men - - - - v v

The focus of the Panchayati Raj Department is on all development activities including education, health,
and construction and so on through six standing committees. However, in reality every few actually

work. The focus is community governance.
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Table 5.5: Strength of organizational structure

Department | State District Block Gram Village*
Panchayat/Sub
block
ICDS Director District Child Development Lady Supervisor | AWW* (77,994)
(F;;?gramss Project Officer (443) aztlg(l)uster level Peer educators of
icer (38) ( ) Kishori Samoohs
JEEVIKA CEO District Block Project - Village Organization
Project Manager Block Level ,
Manager (9) | Federation Community
Mobilizer* (5,500)
Area Coordinator .
Community
Cluster Coordinator Resource Person
(2,500)
JEEViKA Sahelis
(36)
SHG (47, 602)
WDC Managing | District Block Level - Community
Director Project Federation (165) Resource Person*
l\gaYnagers Cluster
(27) Coordinator*
(1,558)
SHG (33,246)
NGOs
MS State District Cluster Resource Sahyogini (177) | SHG (8,308)
Program Program Person (172)
Coordinat | Coordinator
or (47)
PHED Secretary | Total Total Sanitation - -
Sanitation Campaign Block
Campaign Coordinator (450)
Coordinator
(28)
MVM Director District Block development Vikas Mitra -
Welfare Officer/Block Welfare | (9,530)
Officer (38) | Officer (202)

*Indicates that village level worker receives a regular salary or honorarium of Rs. 1,000 or more.
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Table 5.6: Roles, opportunity of contact with community and profile of grassroots workers by program

Grassroots Sex Payment Key roles Opportunities of contact
worker with community
ICDS: AWW Female | Monthly AWWs provide the following as per o Present per 1,000
honorarium | ICDS program: population
(Rs. 3,000) N o Meets community
e  Supplementary nutrition/THR during home visits
e Health check-ups o Present at VHSND at
e Referral services AWC and health
e Pre-school non-formal education sub-center twice a
e Mobilize community for month
immunization o Supposed to meet
e Nutrition health education out of school
counseling adolescent girls
everyday at AWC
As per Sabla, AWWSs: and in-school girls
' once a week
e Survey and register all adolescent
girls
e Oversee the activities of Kishori
Diwas
e Maintain health cards of
adolescent girls
e Distribute THR and IFA to
adolescent girls
ICDS: Sakhi Female | Volunteers e Work as peer educators for the o Kishori Samooh are
and Saheli Kishori Samooh on topics such as supposed to meet
(of Kishori health, hygiene, nutrition, sexual weekly
Samoohs) and reproductive health and life
skills
e Facilitate activities for AWW and
uptake of nutritional component
(THR, IFA)
JEEVIKA: Female | Monthly e Motivate SHGs and VOs to have o Presentin village
Community honorarium regular monthly meetings o Present at SHG
Mobilizer e Help members maintain books of meetings
(Rs. 1,200- records and ledgers o Presentat VO
1,750) meeting
JEEVIKA: Female | Volunteers e Oversee work of SHGs o VO meets once a
Village e Audit and approve loans month. It consists of
Organization e Address any problems of SHGs three _
(VO) e Voice SHG problems at block representatives of
federation meeting if required each SHGs
JEEVIKA: Female | Volunteers e All economic activities :Weekly o Supposed to meet 4
SHG meetings, weekly savings, regular times a month
lending and borrowing, timely
repayment of loan and regular and
accurate maintenance of books of
records
JEEVIKA: Female | Monthly e Introducing health as an agenda o Hasto be member
JEEVIKA honorarium among SHGs of SHG hence meets
Saheli e Delivering basic health services as frequently as
(Rs. 600) such as checking for pregnancy, SHGs do (at least 4

checking blood pressure, weight
e  Motivating for immunization
e  Ensuring utilization of the HRF

times a month)
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WDC: Cluster | Female | Monthly Is responsible to cover 3 Cluster Present in the
Resource honorarium | Coordinator areas and mobilize the community
Person defunct SHGs for making functional
(Rs. 2,500) groups.
Roles:
e To disseminate the Concept of
SHGs at the communities
e To facilitate the formation of SHGs
e Participates once in a month at
the federation monthly meeting
WDC: Cluster | Female | Monthly e Facilitating regular meetings Cluster Coordinator
coordinator honorarium | ¢  Provide handholding support to expected to meet
SHGs in record keeping SHGs 4 times a
(Rs. 1,000) month but presently,
itis 2 timesina
month
WDC: SHG Female | Volunteers e  Economic activity Are supposed to
e Take up health issues under meet 2-4 times a
certain programs month
Mahila Female | Monthly e  Monitor Mahila Sanchalan Samiti, Supposed to meet
Samakhya: honorarium Nari Adalat SHGs four times in a
Sahyogini e Train SHGs on book keeping, month
(Rs. 3,000- microfinance and prevention of
5,000) diseases such as diarrhea, cholera
and worms
e Actively participate in the monthly
meeting of SHGs
Mahila Female | Volunteers | e Economic activities SHGs meet twice a
Samakhya e Development activities for month
SHGs financial gain and women
empowerment such (a)
construction of toilets; (b) making
sanitary napkins, (c) horticulture,
(d) bee keeping (apiculture), (e)
making laakh ki chudiya
PHED: Block Male or | Monthly e Facilitate NGOs to construct toilets Expected to meet
Coordinator* | female | salary e Facilitate IEC on health (important NGOs at the
of toilets, hand washing, school community level
sanitation and hygiene)
MVM: Vikas 50 Monthly e Ensure 19 schemes of MVM to Visiting community
Mitra percent | salary Mahadalit families depends on micro
female e Hence, prepare lists of BPL and so plan prepared by
(Rs. 4,000) on Vikas Mitra

Supposed to meet
community every
week

*Delivery: Rs. 600 (Breakup of 600:- Registration:100; ANC:100; TT 1 and 2: 100; IFA tablets: 100; Transportation: 200)
**|Immunization: Rs.200 (5-10 children: -50; 10 -15 children: -100/-,15-20 children: 50/-; 20-25 children: 200/-).
# Block Coordinators are up to block level. No grassroots level person of PHED.
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Table 5.7: Training related information by grassroots worker of each program.

Grassroots Place Duration Trainer Issues covered in training
worker where of training
training is
given
ICDS: AWW District 21 days NGOs hired by e |mmunization
level Directorate of e  Supplementary nutrition for pregnant
ICDS mothers
e Health checkup and services
e Referral services
e  Pre-school non-formal education
e Nutrition health and education
e Infant and young child feeding (IYCF)
practices
ICDS: AWW CDPO Office | 3 days NGOs hired by e Anemia prevention
(For Sabla) at Block Directorate of e Adolescent reproductive and sexual
level ICDS health
e  Family planning
e Health and hygiene
e Immunization
ICDS: AWW | CDPO Office | 1 day Lady Supervisor e Selection criteria of beneficiaries
(For IGMSY) | at Block e Registration of pregnant women
level e |YCF practices
ICDS: Block level 3 days NGOs hired by e Life skills
Kishori Directorate of e Adolescent reproductive and sexual
Samooh ICDS health
e Nutrition
e Hygiene
JEEVIKA: Block level 30 days Block Trainer of e Bookkeeping
Community JEEVIKA e  Microfinance
Mobilizer e Thrift & credit
e Social empowerment of women
JEEVIKA: VO | Village 6 days Block Trainer of e Need for VO
members JEEVIKA e Role & responsibilities
e Management norms
e Record keeping
JEEVIKA: State level 8 days Surya Clinics by e  Pregnancy check-up
JEEVIKA Janani e Blood pressure check
saheli e Reproductive and child health
e Community based health initiatives
e Nutrition
WDC: Block level 4 days (2 Training e Microfinance
days in- Coordinator of e Thrift & credit
Cluster house and | WDC e Health and hygiene
coordinator 2 days e Legal rights
field) e Social empowerment women
e Mahila Helpline
WDC: Block level/ | 5 days Training e Objectives
Coordinator e Rules of SHGs
SHGs Community e Bank linkage
e Record keeping
Mahila Block level/ | 5 days District Program e Formation of SHGs
Samakhya: Coordinator and e Bank linkage
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Sahyogini State level Resource Persons | ¢  Microfinance
e Thrift & credit
e Social empowerment women
Mahila District 5 days Resource groups e Education
Samakhya: level e Health
Sakhi e Economic development
e Leadership development
PHED: Block | State level 3 days Master Trainer of e Sanitation and Hygiene
Coordinator State TSC e Safe drinking water
e  Module of toilet
MVM: Vikas | State and 3 days Master Trainer of e All 19 schemes of MVM
Mitra district residential | Mahadalit Vikas
levels Mission (Hired by

the Department)
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Table 5.8: Possible platforms/change agents for BCC and available BCC budget under the program/

scheme
Program Platforms for BCC Change agents BCC/IEC budget
ICDS VHSND AWW ICDS: Rs. 14.6 million ($292,000) for supplies
Kishori Kishori and IEC material for each project
Samooh Samoohs
m_eetin_gs_ Sabla: Rs. 30,000 ($600) per project for IEC and
Kishori Diwas Rs. 50, 000 ($1,000) for communication and IEC
per project.
IGMSY: Rs. 6.87 million ($0.15 million) for IEC for
whole program.
JEEVIKA SHG meeting Community Rs. 93.7 million for communication ($1.8 million)
VO meetings* Mobilizers
SHG members
JEEVIKA
Sahelis
VOs*
WDC SHG meeting SHG members | Proposed Rs. 200-250 million for 2012-13 ($4- 5
(MNSY Federation Cluster million)
program) meetings* Coordinators
CRPs No separate line items for IEC/BCC in budget
Mahila SHG meetings Sahyogini Rs. 50 million rupees ($1 million) for 2010-11
Samakhya Federation SHG members
meetings* No separate line items for [IEC/BCC in budget
PHED VHSND Block 15 percent of Rs. 29,338 million ($5.9 billion) for
Swachchta Coordinators* | |EC up to 2015 i.e. approx Rs. 4,400 million ($88
Mahotsav Mobilizers million) for communication
Sanitation from NGOs
fortnight
Special days
like World
Toilet Day,
World Hand
washing Day
MVM Mahadalit Vikas Mitras Rs. 117.5 million ($2.4 million) for Vikas Mitra
Anganwadi program for 2012-13

(schools could
be a possibility)

*This platform can be used for planning and monitoring, not for reaching to community

# Almost equivalent to a block and includes 150 to 200 AWCs
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CHAPTER 6

CONCEPTUALIZING A BEHAVIOR CHANGE COMMUNICATION
STRATEGY IN HEALTH SECTOR:
NEED OF A PARADIGM SHIFT

Introduction

The study reveals three important aspects which need to be taken into account when conceptualizing the

framework for developing a behavior change communication (BCC) strategy for the health sector.

First, the State Health Society of Bihar (SHSB) does not have any effective BCC infrastructure which
could plan and implement BCC activities in a comprehensive and sustained manner without revamping its
human resources responsible for implementing BCC at the State, district and block levels. Presently the
State Program Officer (SPO, FP) is coordinating SHSB’s IEC activities with support from two specialists:
a Graphic Designer and Social and Behavior Change Communication (SBCC) Coordinator. Two other
posts conceptualized for the BCC cell, an M&E Officer and a Training Officer, are vacant. At the district
level, the Mass Media Unit in all districts are defunct, as all professional and technical staff of the Units
have retired or been transferred. In several districts, posts of District Community Mobilizer (DCM) and
Block Community Mobilizer (BCM) are vacant and where they are posted, they are working below their
capacity. At the community level, ASHAs and ASHA facilitators lack interpersonal communication (IPC)
skills and skill to mobilize the community to adopt healthy behaviors having direct bearing on maternal
and child mortality and morbidity. Studies show that reach of ASHA is limited to about 50 percent of the
families.

Second, SHSB is not the only department responsible for BCC activities related to health. Other
departments such as the ICDS program of Social Welfare Department and PHED also have their
program objectives of promoting behavior change. While ICDS promotes behavior change related to
MCH and nutrition, PHED has responsibility of hygiene and sanitation and managing safe drinking water
at home and in the community.

Third, there are several other departments and programs which may not have a health component in their
departmental goals directly but their success is dependent on improving and maintaining family health.
Furthermore, their activities have an embedded BCC component that could be effectively used for
promoting healthy behaviors and keeping members free from diseases. For example, SHGs nurtured by
various programs of departments such as JEEL7KA, WDC, and Mabhila Samakhya are all working towards
women’s empowerment by promoting microfinance and strengthening the social and economic base of
these families, which is directly related to the health of these families. Expenditure on treatment and wage
loss is the major cause of family indebtedness. Often loans are taken at a monthly interest rate of 20
percent or more. Similarly, the Mabadalit V'ikas Mission envisages social and economic empowerment of
Mabhadalit, the most backward community in Bihar. The Mabhadalit Community cannot develop without
improvement in their family health. All statistics on disease burden shows that they are the worst
sufferers. Hence, adoption of healthy behavior is strongly associated with the objectives and goals of all
these departments.

BCC in the health sector is thus a broader concept and implementation of the BCC strategy should be a
collective responsibility of all departments who directly or indirectly influence health behaviors and/or
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strive for adoption of healthy practices in the community to achieve their departmental goals. Indeed,
SHSB has to take the lead role in implementing the BCC strategy and their change agents—ASHAs and
ANMs together with ICDS staff such as AWWSs will have the key roles at the community level. But the
change agents of other departments also have their own share of responsibilities either as change agents
or in reinforcing messages or as facilitators by providing supportive supervision. Unless all departments
play their roles in implementing the BCC strategy, their departmental achievements will be much less than
what they could achieve collectively by promoting healthy practices in the community.

For SHSB this joint approach for promoting BCC in the health sector is important because of yet another
reason. As discussed in Chapter 3, the reach of mass media to rural poor is very limited, and ASHAs do
not reach to more than 50 percent of the families. Most of these 50 percent of families belong to
relatively better educated higher or middle standard of living and/or higher castes/other backward caste
families while scheduled castes, Mabadalit and minority communities living in clusters remain neglected.
These 40 to 45 percent of the “leftover” families could be reached through SHGs, using its change agents
like Community Mobilizers (CM) and members of Village Organization (VO) and ikas Mitras (VM), the
change agents of the Mahadalit 1ikas Mission.

Considering these constraints and visualizing broader aspects of the BCC strategy, the present chapter is
divided into two parts. The first part presents a framework for implementing the BCC strategy for the
health sector. The second part concentrates on the SHSB, which will be the key stakeholder in this effort

and thus suggests steps to revamp their media unit at different levels—state, district, block, community.

Framework for implementing BCC strategy for health sector

Figure 6.1 presents the conceptual frame work for implementing the BCC strategy in the health sector. As
the Figure shows the change agents and different forums provided by different departments could play
critical roles either as prime change agents or for reinforcing the messages through IPC and community

mobilization.

The frame work visualizes frontline workers like ASHAs, ASHA facilitators and ANMs from the SHSB,
AWWs from ICDS and VMs from the Mahadalit 1ikas Mission and VO members from SHGs formed by
different departments (such as JEEV7KA, WDC and Mabila Samakhya) as prime change agents. Block
Resource Coordinators (BRC) from PHED, Community Mobilizers for SHGs and peer leaders of Kishori
Samoobs from ICDS are identified sources for reinforcing messages. PRI has a critical role in water and
sanitation and health planning of villages and have been visualized to supervise and monitor community
level BCC activities including effective functioning of VHSND. For instance, ANMs and ASHAs will
continue to deliver messages on ANC, PNC and routine immunization; while AWWSs will promote
behaviors related to Infant and Young Child Feeding (IYCF), nutrition, diarrhea management, IFA,
iodized salt, adolescent health and VMs and VO members can promote the concept of health and how it
is linked to the economic empowerment of their community. Presence of ward members of the Panchayar
to observe presence of different stakeholders in the VHSND and their functioning and reporting these
observations to the VHSNC could be a good way to establish community monitoring the program.
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Figure 6.1: Framework for implementing BCC strategy in health

Planning, implementation and monitoring of BCC strategy
(SHSB BCC Cell, CCDU of PHED, VHSNC of PRI)

IPC and community Target Adoption of
. Platforms . .
mobilization population healthy behaviors
MCH
. ANM, ASHA Home visits
Primary AWW Women and Nutrition
change VM VHSND children
agents VO of SHGs Contraception
Meetings Adolescent
(e.g. SHGs, girls Adolescent health
Kishori
Samoohs) Men Hygiene
] BRC . _
Reinforces Swachchta Mahadalit Safe drinking
CM for SHGs Mah .
messages anotsav, families water
KS Sanitation
Fortnight Sanitation

The BCC matrix given in Table 6.1 provides an idea about the activities that will be followed by different
change agents. The suggestion to develop a simple checklist is important both to ensure that change
agents give all messages which they are supposed to give to the community and also to monitor the work
by their immediate supervisors. Availability of such lists is critical and it has been observed that such

simple tools help make counseling easier and uniform.

At the State level and their respective units at the district and block levels, the BCC package could be
planned, implemented, coordinated and monitored together by the BCC Cell of the SHSB and the
Communication and Capacity Development Unit (CCDU) of the PHED ie. the Mass Media Unit of the
SHSB and a proposed District Media Planning and Implementation Committee for SHSB and the
District Water and Sanitation Committee (DWSC) and Village Water and Sanitation Committee (VWSC)
of PHED. At the village level, the VHSNC of the Gram Panchayat could play an active role in monitoring
BCC activities, particularly VHSND.

Table 6.1: BCC matrix for change agents and mechanisms for reinforcing messages

Department | Change Agent | Proposed activities Input required
SHSB ASHA/ASHA e  ASHA counsel women during home | ¢  Develop counseling checklist
Facilitator visits/VHSND for ASHA to ensure she
e Use checklist to ensure all relevant covers all topics. Orient
ANM topics have been covered ASHAs on how to use it
e Follow up: all newly married e Develop checklists to follow
(Primary couples for delaying first up: newly married couples,
change pregnancy, pregnant women for pregnant women, newborns,
agents) registering for ANC, institutional women with unmet need

delivery, mothers of newborns on
thermal care, women with unmet
need

Provide number of pregnant
women identified, women receiving
ANC, PNC etc. from Mahadalit
families to ANM/BCM

e Develop M&E checklist for
ANM/BCM to supervise
counseling activities of ASHA
and coverage of
Mahadalit/minority
communities
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ICDS

AWW
(Primary
change agent)

Kishori
Samoohs peer
leaders
(Reinforces)

AWWs counsel women at AWC and
during home visits/
VHSND/Bachpan Diwas

Use checklist to ensure all relevant
topics such as IYCF, immunization
etc. have been covered

Follow up all malnourished
children, drop outs of immunization
Provide list of Mahadalit families
with malnourished children and
drop outs of immunization to VMs
for counseling and action

Form Kishori Samoohs (KS) and
train them

AWWs to provide information to
AWW Supervisor on number of KS
organized and number belonging to
Mahadalit families

KS peer leaders use checklists to
ensure that they have covered all
health topics that need to be
discussed during KS meetings

Develop counseling checklist
for AWW to ensure she
covers all topics. Orient
AWWSs on how to use it
Develop checklists to follow
up malnourished children
and drop outs immunization
Develop M&E checklist for
AW Supervisor to supervise
counseling activities of AWW
Could introduce a ‘Swasthya
Parivaar Puruskar’ for those
AWCs where at least 70
percent of families have
accepted healthy behaviors
(this needs to be developed
further)

PHED Block Besides VHSND, BRCs should Develop checklist for BRCs
Resource reinforce messages on importance on topics to reinforce
Coordinator of using toilets, safe drinking water, messages on health
(BRC) hand washing, and services offered Develop M&E checklist for
(Reinforces) by TSC once a month in other BRCs to monitor NGOs’ BCC
forums such as SHG meetings, activities
meetings organized by VMs,
Bachpan Diwas, Kishori Diwas, at
schools etc.
BRC should use checklist to
monitor BCC activities of NGO
mobilizers
Mahadalit Vikas Mitra VMs promote that family health is Orient VMs on health
Vikas (VM) (Primary critical for economic wellbeing and program/schemes and its
Mission change inform about Govt. schemes like importance for the Mahadalit
agents) JSY, VHSND, untied fund of VHSNC Vikas Mission
VMs facilitate counseling sessions Ensure Mahadalit
with ASHA /ANM/AWW and Anganwadis are set up and
Mahadalit community AWWs are in place wherever
On information provided by applicable
AWW/ASHA, follow up families with Develop counseling
pregnant women, malnourished checklists to facilitate VMs to
children, drop outs of provide and reinforce health
immunization, etc., to ensure messages
advice given is followed Develop checklists for VMs to
Reinforce/provide messages to fill on BCC activities carried
men on healthy behaviors out and submit to BDO and
Mobilize Mahadalit community to VHSNC
participate in VHSND
Encourage parents of children
below 6 years/pregnant/lactating
women to avail services at
AWC/VHSND
Use checklists to ensure toilet
construction in Mahadalit families
and support TSC
JEEVIKA, VO members VO members should discuss health Integrate concept of health
WDC, MS (Primary messages with SHGs once a month with microfinance training of
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change
agents)

Community
Mobilizer (CM)
(Reinforces)

Invite ASHA/AWW to talk with SHG
members on health behaviors

VO members to identify pregnant
women, women with unmet need,
drop outs of immunization and
provide this list to ASHAs/AWW
every two months

VOs members can function as
depot holders of contraceptive
methods, sanitary napkins, ORS
Roll out health risk fund (HRF),
which could be also used for
institutional delivery and
pregnancy/delivery complications

CMs & NGOs and in the
orientation of SHGs

Provide checklist to VO
members to fill on (a) new
pregnancy identified, ANC,
(b) births and status of PNC,
(c) drop outs of
immunization, (d)
contraceptive use every two
months

Develop and provide
checklist on health topics to
be discussed by
CM/VO/ASHA/AWW at SHG
forum

PRI VHSNC
(Facilitator
and Motivator)

Ward
members

(Facilitators
and
Motivators)

VHSNC to ensure VHSND is
regularly held

Make health, drinking water and
sanitation plans for village

Invite VM in the planning meetings
of VHSNC

VHSNC to identify ward members
who can participate in VHSND;
membership to rotate every 3-4
months

Ward members could fill checklists
on who (among stakeholders)
attended VHSND and what BCC
activities were carried out

VHSNC can facilitate smooth
transportation in case of
emergency when no other transport
is available, eg. institutional
delivery

Orient VHSNC on health
planning and importance of
health and its roles
Propagate incentive of
Nirmal Gram Puruskar (NGP)
for rewarding PRIs of model
villages free from open
defecation

Develop checklists for ward
members to report
functioning of VHSND
attended by them and
provide it to VHSNC

Strengthen existing IEC/mass media units at state, district, and block levels

As discussed, while different departments will play a collective role to implement BCC strategy for the
health sector, the key stakeholder will be SHSB. The following section discuss steps SHSB could take to
strengthen the existing IEC/Mass Media Unit at state, district and block levels:

e Building human resources for BCC by filling vacant positions and hiring experts

e  Capacity building of IEC/Mass Media Unit for effective performance.

Building human resources for BCC by filling vacant positions and hiring experts

State level: A BCC unit exists on paper, with two staff seconded from UNICEF, but with little visible
activity. Presently, BCC/IEC activities are coordinated by the State Program Officer (SPO, FP). Hence,
the first action should be strengthening SHSB’s BCC/Media Unit to coordinate and implement all BCC-
related work. The proposed BCC Unit should comprise four key positions—a State Program Officer
(SPO, BCC), a Mass Media and BCC Materials Development Officer, a BCC Coordinator for
Development Partners, and a BCC M&E Officer (Figure 6.2). As sanctioning new posts and hiring
officials may take time, as an interim measure, these three positions could be filled by specialist
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consultants. Figure 6.2 also cleatly defines the roles and responsibilities of each of these experts and has
been expanded in Note 6.1 at the end of the Chapter.

Figure 6.2: Human resource requirement at state BCC unit and key responsibilities

Executive Director (SHSB)

State Program Officer
(SPO-BCC)

Program Officer
Materials Development
(PO- MD) (Consultant)

Program Officer BCC
Coordinator (PO-C)
(Consultant)

Program Officer M&E
Officer (PO-M&E/BCC)
(Consultant)

Developing
messages by
consultative
processes and field
testing

Designing,
printing/production
Developing
counseling tools
Coordinating with
districts for material
development and
supply

Strategizing efficient
use of diverse forms
of media channels
to reach entire
community

e Coordinating BCC
activities of
development
partners

e Standardizing all
BCC messages of
development
partners (DP)
(requires
development of
guideline)

e Ensuring approval of
SHSB for
communication
activities of DP in a
time bound manner

e Coordinating with
media houses

e Coordinating with
other departments
which agree to
partnerin
implementing the
communication
stratesv

e M &E of all activities
of the BCC program

e Developing required
checklists for
monitoring and
feedback from
DCMs and BCMs,

e Analyses and
provide feedback to
districts and blocks
on their BCC
activities/
performance.

e Undertake special
BCC studies to
understand barriers
and evaluation of
the BCC program

ASHA Resource Center

(ARC)

Capacity building of
ASHAs and ensuring
competency based
training, Overseeing
ASHA Diwas is
optimally utilized for
sustained
reorientation of
ASHAs by BCM
Closely monitoring
IPC activities of
ASHAs

Ensure all vacant
positions of DCMs
and BCMs are filled
Reorientation of
DCMs and BCMs so
that they perform
their work and
strengthen
monitoring of
ASHAs’ activities
including
community
mobilization
Overseeing activities
of DCMs and BCMs
Provide allowances
for field travel and
mobile phone
charges to BCMs so
they could do field
visits and monitor
ASHAs
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District level: As discussed eatlier in Chapter 3, all districts Mass Media Units are defunct. To strengthen
and implement the BCC strategy, it is important that the Mass Media Unit at the district level should be
revamped and a clear linkage between the DHS and Mass Media Unit can be established so they
can work jointly to achieve departmental goals (Figure 6.3).

Figure 6.3: Constitution of district media planning & implementation committee

District Civil
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Manager : CMO/
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* District M&E Officer
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To oversee the BCC activities in the district and give guidance, we have suggested that a District Media
Implementation Committee should be constituted (Figure 6.3). In the first six months it could meet
every 15 days to plan activities, strategize priorities and review progress of work and what initial problems
are arising in revitalizing BCC activities in the district. The observations and concerns should be reported
to the SPO (BCC).

Once the system is established, frequency of this media planning and review meeting could be reduced to
once a month. This monthly meeting should be organized two or three days before the monthly meeting
of the MOIC at the district headquarter so that observations from the BCC meeting could be shared in
this MOIC meeting and action to be taken at the block PHC and community at large could be decided. In
the MOIC monthly meeting, one hour should be exclusively allocated for review of BCC activities and its
performance. These reports, observations and action points should be sent as part of monthly reporting
of the Media Unit to SPO (BCC). The monthly report should also report the performance statistics based
on their activities and checklists that DCMs need to fill on their monitoring activities and their reports
received from BCMs on their monitoring activities, visits to the field and attending ASHA facilitator
meetings and topics covered during the ASHA Diwas. Considering the overlap in the activities of media
unit and motivational and community mobilization effort made by ASHAs, all media reports will also be
marked to the manager of the ARC and the three POs within media unit.
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Block level: All the positions of Block Extension Officer (BEO) atre vacant and we do not see how
these positions could be filled easily. Hence at least all vacant positions of BCMs need to be filled on
priority and they should be made responsible for some of the broader BCC activities performed by BEE
apart from monitoring ASHA’s activities. The MOIC should ensure that the BCM and Mass Media
Officer coordinate and help each other in BCC activities. We also propose that the block level BCC
responsibilities be jointly shared by the BCM and BHM, which include:

e Planning distribution and strategic position for display of BCC materials;

e Orienting ASHAs on counseling skills during ASHA Diwas and during meetings by ASHA
Facilitators;

e Monitoring BCC activities of ASHAs using a standardized checklist;

e Monitoring and supporting BCC activities during VHSND and strengthening the forum for
convergence of departments like ICDS, PHED and the Panchayat ;

e Coordinating alignment of BCC activities undertaken by partner departments like ICDS,
JEEVKA, PHED and so on;

e Tull and effective use of Health Educator (HE) for BCC activities and monitoring their work
using standard checklists.

Similar to the District BCC Implementation committee, a Block BCC Implementation Committee
needs to be constituted consisting of BEE (if appointed), BCM, Block Health Manager (BHM) and
Health Educators (HE) of all APHCs of that block. It should meet every month to plan and finalize
monthly activities.

BCM and BHM should use standatdized checklists to review BCC activities carried out by the HE,
ASHA facilitator and ASHA. Similarly checklists developed by PO (M&E) should be used to review and
report BCC activities undertaken at VHSND.

Capacity building of BCC unit for effective performance

Training and capacity building: Once the BCC Unit is in place at state, district and block levels, all
officials would need to be otiented on what BCC is, how it is different from IEC, and how BCC activities
are carried out and evaluated. The details of the training would need to be decided including: (a) who will
conduct the orientation, (b) where it will be done, (c) what topics will be covered, and (d) what will be the
duration of such orientation.

Planning and implementation: While planning the strategy, implementation guidelines need to be
developed for carrying out BCC activities to ensure that all officials are aware of what tasks are required
by each of them. These guidelines will help respective POs and their colleagues to implement each
activity and develop micro level work plans to meet the objectives of the strategy. Micro level work plans
can be developed by respective district and block officials in coordination with the State BCC unit.
Guidelines must specify the process of implementing all BCC activities including:

e Activities required by Mass Media Unit during VHSND and other special health and sanitation.

e Coordinate with ARC on how best the ASHA Diwas/ ASHA facilitators meeting can be used—
either for orienting ASHAs and BCMs on BCC activities or for M&E by BCMs of ASHA BCC.

e Detailed guideline to ensure uniformity in BCC messages and the campaigns of development
partners so that messages and BCC materials such as counseling tools are not different and
contradictory but are aligned with the messages promoted by SHSB.
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Monitoring and evaluation: An effective BCC strategy should be measuted in terms of actual behavior
change. BCC activity impact can be measured both by immediate outputs and intermediate and final
outcomes depending on duration of implementation. For instance, immediate outputs of VHSND could
include but are not limited to: (a) Is the VHSND regularly happening? (b) Are all BCC activities during
the VHSND taking placer (c) Are ASHAs counseling clients as per guidelines? (d) Are representatives of
1CDS, PHED, and PRD present?

The intermediate outcome could be: (a) How many women coming for ANC? (b) How many children are
brought for immunization? (c) How many women/couples coming for contraceptive services? And the
final outcomes could be: (a) How many women had complete ANC? (b) How many children were fully

immunized? (c) Is the unmet need for contraception decreasing?

To help the Media Unit a simple user friendly BCC monitoring and evaluation manual is required and
could be easily developed. The manual could give specific examples from different contexts, M&E
methods suitable in the given contexts and steps need to be taken to ensure scientific rigor in monitoring
and evaluation of the BCC activities. Availability of such BCC M&E manual would be useful for assessing

the progress and outcomes of the program.
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Note 6.1: Role and responsibilities of different State Media Unit staff

The State Program Officer (SPO-BCC): Will head the BCC Unit at the State and is especially designated
to overlook and manage all BCC activities under the overall leadership of the Executive Director (ED),
SHSB. The Officet’s key responsibilities include taking lead in planning and developing the BCC strategy,
coordinating with other State Program Officers such as SPO (FP), Manager, ARC etc. He/she will also
lead in building partnerships and integrate BCC activities as an integral part of the health and family
welfare program. Besides these, he will coordinate with and help guide his/her other colleagues of the
media unit to implement the BCC strategy effectively with a common vision and focus.

The Program Officer Materials Development (PO-MD): Will develop messages, strategy how
messages from various media (mass media and mid media) reach community effectively, develop
counseling tools (in coordination with the ARC), designing, field testing, printing and produce content for
mass media (print, TV, radio) and mid media and involve local artists and district/block level staff in
context specific materials development and supply. For an effective BCC strategy, it is crucial that
participatory approaches are used to develop concepts, messages and materials. The PO MD needs to
work in close collaboration with the Program Officer M&E (PO M&E) to be aware of the feedback on
BCC activities and possible intervention if required by producing special needs based materials or
messages.

The Program Officer BCC Coordinator (PO-C): Will be responsible to cootrdinate various BCC activities
of development partners, standardize all BCC messages of development partners so that there is
consistency and alignment in the messages given by the SHSB and development partners using different
mode of communication. This would require development of a broad guideline and indicators for
ensuring uniformity in messaging by all development agencies. The Program Officer Coordinator BCC
(POC-BCC) also needs to ensure that communication activities and BCC materials of development
partners are approved by SHSB before their implementation. However it should be done in a time bound
manner. While certain coordination of the BCC activities of development partners is important, it is also
critical that such coordination and approval process should not become a hindrance in the timely
implementation of the activities of development partners. The POC-BCC will be also be responsible for
program coordination with departments or agencies and media houses that agree to collaborate with
SHSB in implementing BCC strategy. The focus of such meetings should be ensuring alignment and
synchronization of their effort.

The Program Officer M&E /BCC (PC-M&E): Would need to monitor, evaluate and document the
achievements and lessons learnt from all BCC activities of the strategy including evaluation of BCC
activities of development partners. If the communication strategy has been successful then there should
be actual change in adoption of behaviors. The M&E Officer would need to ensure that impact of a BCC
activity is measured by actual change in behaviors and not just increase in knowledge and change in
attitudes. He/she would be requited to develop a number of checklists which could be helpful in
monitoring activities expected to be cartied out by the DCMs and BCMs. Similarly PO M&E/BCC needs
to develop a reporting form which could be filled by each ASHA on their activities and performance and
by ASHA facilitators on their activities and observation of ASHAs. He will also be responsible for
analyzing monthly performance statistics which are collected by ASHA facilitators, Block Community

Mobilizers and District Community Mobilizers on performance of BCC activities and provide regular
feedback at all levels.
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Appendix A: List of officials met at the district, block and community level by department

State level | Vaishali ‘ Muzaffarpur ‘ Gopalganj ‘ Bhagalpur
State Health Society (SHS)
e Executive - District: District: District:
Director (ED)
of SHSB and e  Civil Surgeon e  Civil Surgeon e  Civil Surgeon
Secretary, e Assistant Chief e Assistant Chief e District Program
Health Medical Officer Medical Officer Manager
e State Program e District Program e District Program e District Planning
Officer (FP) Manager Manager Coordinator
e District Program e District Account e District Community
Coordinator Manager Mobilizer
e District M&E e District Data
Officer Assistant/District
Community Mobilizer | Block:
e District Statistical
Block: Assistant, Mass e Medical Officer in

e Medical Officer in
Charge, Saraiya

e Block Health
Manager,
Bochaha

e Health Educator,
Basra

Media office

Block:

e Medical Officer in
Charge, Barauli

e Block Health
Manager, Barauli

e Health Educator,
Barauli

e  Block Community
Mobilizer, Barauli

Charge, Sultanganj
Medical Officer in
Charge, Nathnagar
Block Community
Mobilizer, Sultanganj
Block Health Manager
cum Block Community
Mobilizer, Nathnagar
Health Educator,
Barauli

Integrated Child Development Services (ICDS)

e  Secretary,
Social
Welfare,
Patna

e  Nutrition
Specialist,
CDN, UNICEF,
Patna

e  Statistics
Officer, ICDS,
Patna

e District Program
Officer

JEEVIKA - Project Bihar Rural Liveliho

ods Promotion Society

e CEO, JEEVIKA

e Project
Manager,
Microfinance

e Project Manager
(Microfinance)

e District Program
Manager

e Participant
observation of
Block Federation
meeting

e Participant
observation of VO
meeting

e Participant
observation of

SHG meeting

Women Development Corporation
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e Project e FGD with - -
Director, WDC SHG
e State Project members
Manager, e President
Capacity of SHG
Building, Federation
Mahila Samakhya

e State Project
Coordinator

District Program
Coordinator

e State e FGD with SHG
Resource members
Persons (2)

Public Health Engineering Department (PHED)

e  Principal - e PHED-Head e District TSC -
Secretary Clerk Coordinator

e Director, PMU e EX-TSC e Block Coordinators

e Sanitation Coordinator (2)
Specialist, e Block
UNICEF, Patna Coordinators (2),

Saraiya,
Bochaha

Mahadalit Vikas Mission

e Project - e District Welfare e District Welfare -
Director Officer Officer

e Assistant e Statistical Officer | ¢ Block Development
Director, e Master Trainer of Officer, Vijaypur
Computer, Vikas Mitra e Vikas Mitra, Jagritola
Social Welfare e Block Welfare

e State Project Officer

Officer, MVM

Vikas Mitras (7)

Panchayati Raj Department

e  Principal e  Mukhiya, e Zila Parishad - e Deputy Development | -
Secretary Mohamma Head Clerk Commissioner
e  UNICEF, dabad e Female member | e Panchayati Raj
Sectoral Panchayat of Zila Parishad Officer
Specialist, e Block e Block Development
PRD Development Officer, Vijaypur
Officers (2), e Block Panchayati Raj
Saraiya, Bochaha Officer, Hathua
e  Mukhiya e Mukhiya, Jagritola
Pramukh
e Mukhiya
19 3 36 22
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Appendix B: Informants from development partners working in Bihar, by themes
addressed, coverage and BCC activity

Organization

Informant(s)

United Nations Population Fund
(UNFPA)

State Representative

DFID/B-TAST Chief of Party
Senior Social development Specialist, Options Consulting UK
CARE Deputy Chief of Party

Population Services International
(PSI)

Country Representative
National Manager- Research

Senior Program Manager, Bihar and Jharkhand

Janani-DKT

Deputy Director, Operations

Head of Communications

Micronutrient Initiative

State Program Manager

Documentation Consultant
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Appendix C: Districts covered by various programs

S. No. District Sabla IGMSY

JEEVIKA WDC MS

1 | Araria

2 | Arwal

3 | Aurangabad

4 | Banka

5 | Begusarai

6 | Bhagalpur

7 | Bhojpur

8 | Buxar

9 | Darbhanga

10 | East Champaran

11 | Gaya

12 | Gopalganj

13 | Jahanabad

14 | Jamui

15 | Kaimur

16 | Katihar

17 | Khagaria

18 | Kishanganj

19 | Lakhisarai

20 | Madhepura

21 | Madhubani

22 | Munger

23 | Muzaffarpur

24 | Nalanda

25 | Nawada

26 | Patna

27 | Purnea
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28

Rohtas

29

Saharsa

30

Samastipur

31

Saran

32

Seoher

33

Sheikhpura

34

Sitamarhi

35

Siwan

36

Supol

37

Vaishali

38

West Champaran

Total

12

2

27

17

Note: WDC, MS and JEEVIKA are expanding in more districts
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