Sector Wise Approach to Strengthening Health (SWASTH)in Bihar
Bihar Technical Assistance Support Team (BTAST)

Terms of Reference for Support to Directorate of ICDS, Social Welfare Department (SWD), Govt. of Bihar to Conduct Trial of the Nodal AWC Strategy


Introduction 
The Government of Bihar (GoB) has launched “Sector Wide Approach to Strengthening Health” (SWASTH) programme with the  aim of bringing significant improvements in health and nutrition status of people in Bihar. SWASTH is funded by the Department of International Development (DFID), Government of the United Kingdom and has been designed for convergent actions primarily from three service delivery departments of the government - the Department for Health and Family Welfare (DoHFW); Social Welfare Department (SWD); and Public Health Engineering Department (PHED). SWASTH will be implemented for a six year period beginning from 2010.
DFID support includes provision of technical assistance and  a Technical Assistance Support Team (B-TAST) has been set up;  BTAST is managed by a consortium of CARE (UK), Options consulting and IPE Global and  consists of national and international consultants to provide technical and managerial support to the state government. The Technical Assistance support team is in place at state headquarters, districts and 6 cluster headquarters.
SWASTH’s goal is “to improve the health and nutritional status of people in Bihar, particularly the poorest of the poor, and thereby accelerate the state’s progress towards the Millennium Development Goals (MDGs)”. Its purpose is “increased use of quality, essential health, nutrition, water and sanitation services especially by poorest people and excluded groups”.
SWASTH intends to achieve its purpose through the following outputs:
· Increased scale and functionality of nutrition, health and water and sanitation services;
· Community level initiatives to manage, demand and monitor, services;
· Strengthening systems for improved efficiency and effectiveness;
· Enhancing GoB’s capacity to work with non-government actors enhanced;
· Improving the quality and use of monitoring and evaluation systems.

SWASTH programme will cover the entire state but as a strategy for reducing  inequity in the state, SWASTH  will target  9 focal priority districts[footnoteRef:2] which are highly underserved and have been identified through a vulnerability composite index.   [2:  Madhepura , Supaul, Araria, Sheohar, Madhubani, Kishanganj, Purnia, Jamui and Banka
] 


 Background 
In Bihar there are over 80,000 AWCs spread over 38 districts, 544 projects and 8471 gram panchayats and the logistics requirement to have a meaningful interaction with every AWW once a month is far beyond budgetary provisions; considering the gaps in supervisory cadre this becomes even more critical.
Clearly an intermediate approach is needed to address these two problems of capacity development and supportive supervision of AWCs. A cluster approach is proposed, using Gram panchayat as a hub and creating nodal AWCs.  (A total of 8471 Nodal AWC will then be able to network 10-12 AWCs in the area).  The cluster approach literally means a group of AWCs and means that AWCs which are contiguous to each other of fall in close proximity of each other will be formed into clusters. The process will stimulate change and has been named "Uddeepan" a hindi word which means to encourage or stimulate.
Uddepan (the nodal AWC) has been conceptualized as a process of continuous interactive learning and skill development of AWWs using a cluster approach supported by one additional worker a cluster coordinator; this approach will also strengthen the coverage of under 2s. It involves starting a process of regular interactions among AWCs in  a cluster, supervisors/CDPOs supervise cluster meetings and provide learning inputs; Uddeepika (cluster coordinator) will be provided initially for two years to provide regular supportive supervision to AWWs in their day to day activities – to strengthen service delivery, recording and reporting; conducting group activities such as VHNDs, mothers meetings etc. At the end of two years the process will be assessed to see whether there is a need of continual support of Uddeepika. 
It may be noted that the PM's council on Nutrition has recommended reforms in ICDS. It is being considered to depute an extra AWW at AWC to focus on services for under threes. Keeping this in mind the continuity of Uddeepika will be considered. 
The first phase of implementation will be in a smaller area; to test the hypothesis that the proposed nodal AWC strategy using a cluster approach will help to improve service delivery of ICDS, help to achieve universalization and improve health and nutrition outcomes of children and mothers; a list of key indicators that will be used are attached at annex-1
Some important assumptions for this study are – AWWs do not have the requisite skills to deliver ICDS services efficiently, workload of AWWs is a deterrent in providing care and follow up of critical cases and include all beneficiaries particularly the under 2s for services, team approach at village will help to improve contacts with families and also bring about change in behaviours; the poor involvement of community results in weak functioning of AWC. Equipping AWW and her village team with simple skills for community engagement will improve not only delivery of services but also inform community of their own role and contribution to reduction of malnutrition and ensure well being of their families particularly for women and children. The added worker will also keep improving reach to pregnant women, lactating women and children under 2.
GoB through BTAST seeks to hire a competent partner to pilot  the Nodal AWC concept and prepare for a scale up to  be replicated throughout the state.


Aim and objectives
The aim of the pilot is to operationalise Nodal AWC and assess effectiveness of the Nodal AWC as a strategy to improve efficiency and effectiveness of service  delivery from AWCs and in reduction in malnutrition; the study period will be 24 months. The objectives of the study will be to
1. Implement the nodal AWC strategy in two districts; Madhubani and Supaul (selected out of the SWASTH focus districts)  with clearly identified intervention and matched control areas for comparisons.
2. Document process and prepare a scale up plan using lessons learnt; keeping in mind the cost effectiveness of the strategy. 
Scope of Work
The agency will be required to carry out the following activities; for implementing and assessing effectiveness of Uddeepan (Nodal-AWC), using option-1 (for details refer Annex-2).
1. Prepare a research design to study impact of the Uddeepan initiative on functioning of AWCs, engaging community and reducing malnutrition in under twos, suggest an appropriate sample size that will demonstrate effectiveness as well as support in implementing scale up. The proposed operational strategy for Uddeepan should be cost effective and scalable. The pilot will be conducted in Madhubani and supaul (2 blocks from each district). For more information on Nodal AWC please refer to the concept note at annex-2
Preparation for Implementation 
2. In the preparation phase collaborate with District and block level offices, 
· prepare a plan for implementing Uddeepan (nodal AWC);  
· orient the officials on the process; 
· map the project to show spread of AWCs; 
· health sub centres according to gram panchayats; 
· select intervention and control areas in the block; 
· develop timeline of activities; 
· in intervention areas map the location of AWC with respect to its catchment area.
3. Roll out the Uddeepan initiative with close involvement of CDPOs and supervisors – 
· hiring cluster coordinators, 
· training to cluster coordinators and village teams (AWW, AWH, ASHA, SHG members as available); 
· capacity building of the cluster coordinators and FLWs for community based processes and engaging with community. 
4. Establish monitoring and supervision mechanisms – involve CDPOs and supervisors; prepare data base and MIS for all monitoring information; 
5. Make all efforts to involve supervisors in the process so that they will be able to sustain the process and understand that Uddeepika complements the supervisor's role.
6. Develop, reproduce and disseminate IEC & training materials and modules for the study;
Assessment activities
7. Conduct baseline / formative research and finalise the training capacity building and other inputs  in consultation with GoB and BTAST; conduct end-line (2 years)  survey of both intervention and control areas; 
8. Share field findings at state, district and block level; every 6 month (6, 12, 18, 24)
9. At end line based on progress  assess the need to continue the additional support of Uddeepika (cluster coordinators); provide cost estimates for a scale-up plan through Government resources
End of the Project
10. Prepare report of the study at two years – disseminate at state and other relevant forums (to be decided by GoB and DFID); publish results in peer reviewed journals. The final report should also provide an analysis of cost as well as the cost effectiveness of the initiatives.
Deliverables and Timelines
The assignment will be of 28 months duration, and the following deliverables are expected of the agency 
1. Inception report with complete plan within 1 month of starting assignment 
2. Baseline report by 3 months of assignment (survey should be completed within 6 weeks of starting assignment)
3. Quarterly progress reports of activities – by the end of months 3, 6, 9, 12, 18, 21.
4. IEC and training materials and guidance on all aspects of the concept. (by month 9 of implementation, this will also include a roll out plan till month 24)
5. Final draft report of the study with full analysis of M&E data and recommendations for taking it to scale. (No later than 26 months)
6. Final report at 28 months agreed by BTAST-SWD.

Criteria for selection of Private partner 
Some attributes that will help in selecting the right partner will include that the Agency/ consortium should have: 
· A proven track record in strengthening ICDS activities particularly through community mobilization.
·  A strong research background and be able to field a research and evaluation wing; collaboration with University of repute will be an added advantage.
·  Prior experience of working with government programs and must have conducted large scale operational / action research.
· In case of consortium names and backgrounds as well as roles of each partner should be provided at the proposal stage.

Reporting 
The agency will report to the Deputy Team Leader- Nutrition, BTAST to the DFID supported “Sector Wide Approach to Strengthening Health” (SWASTH); the nodal BTAST member for day to day coordination and liaison will be decided and informed.
Study team will hold monthly progress reviews with ICDS   district and block level  officials and BTAST district team;  they will also organize joint monitoring visits of ICDS officials at least once a month.
Every quarter the agency will participate in state level reviews with ICDS Directorate and SWD. 



ANNEX 1
Key indicators for the study
Outcome 
· No. of children weighed as per schedule against total number of children
· No. of newborns birth weight recorded and birth notified
· No. of newborns initiated breast feeding within one hour of birth
· No. of infants started complementary feeding at 6 months
· No. of children nutritional status graded  against total number of children
· No. of children normal and malnourished (moderate and severe)
· No. of pregnant women (2nd and 3rd trimester) consumed 25 IFA in the month 
· No. of pregnant women weighed each month and registered appropriate weight gain.
· No. of children and mothers immunized against total eligible;
· AWWs, AWHs and ASHA knowledge/ understanding of their roles and key messages to community
Process 
· Complete listing of all beneficiaries in catchment area; data updated every month;
· Coverage of services this will include – supplementary feeding (hot cooked meal and THR); growth monitoring and counseling; follow up and care of critical cases (malnourished, advanced cases of pregnancy) through home visits and group meetings; immunization maternal and infants; preschool education; participation of beneficiaries in VHNDs and mothers meetings; 
· No. of pregnant women contacted each month against total number of pregnant women in area
· No. of mothers of children 0-6m contacted/ provided services;
· Records of Daily, weekly monthly activities of AWC and team approach of AWW, AWH and ASHA to accomplish these
· MPR prepared on time and linked with records; (regular data validation process)


Annex 2
NODAL ANGANWADI CENTRE
Concept Note
An anganwadi centre (AWC) is the focal point for delivery of ICDS services to the community.  Each centre is managed by an anganwadi worker with the assistance of an anganwadi helper and caters to a population of 500-1000.  The integrated child development services (ICDS) provides a package of six health and nutrition related services. 
 (
ICDS Package of Services
 Supplementary nutrition, 
Immunization, 
Health check-up, 
Referral services, 
Pre-school non-formal education and 
Nutrition & health education. 
)The AWWs responsibilities include conducting a family survey of all households in her area to enlist all children 0-6 years, adolescent girls and pregnant and nursing mothers for key nutrition and health services. She is also responsible for providing preschool education, hold NHED sessions, and conduct home visits to follow up on critical cases such as newly delivered mothers, malnourished children, sick children etc.  The complexity of her role requires that she should have appropriate skills and knowledge so that she can manage her time and resources in the most appropriate manner.  
The capacity development of AWWs and AWHs usually includes a job training course to be followed up by in-service refresher training.  Initially the process involved a process of 3 months job training in institutional setting, a 6 months period of on job learning ( with supportive supervision) and then again a short institutional follow up training.  This long training was difficult to cope with as ICDS expansion started and gradually the job training was also shortened to 3 weeks, with a provision for on job supervision by supervisors.  
In Bihar there are over 90% vacancies in positions of supervisors and the supervisor to AWW ratio is approximately 1:295 instead of the stipulated 1:25.  This makes any supervisory support of AWWs almost non-existent and thus almost obviating any scope for on-job capacity building of AWWs.  The state has initiated the process of recruiting supervisors and it will take some   before the process is completed and supervisors become fully functional.
Another major challenge facing ICDS is the rapid expansion of AWCs in the state. At the present time there are over 80,000 AWCs spread over 38 districts, 544 projects and 8471 gram panchayats and the logistics requirement to have a meaningful interaction with every AWW once a month is far beyond budgetary provisions. 
Clearly an intermediate approach is needed to address these two problems of capacity development and supportive supervision of AWCs. A cluster approach is proposed, using Gram panchayat as a hub and creating nodal AWCs.  A total of 8471 Nodal AWC will then be able to network 10-12 AWCs in the area.  The cluster approach literally means a group of AWCs and means that AWCs which are contiguous to each other of fall in close proximity of each other will be formed into clusters.



The aim of creating a Nodal AWC
The aim of this initiative is to create groups of AWCs to work together for enhanced coordination, cooperation, support, peer learning and diffusion of best practices among the concerned area of operation. The process is expected to contribute to systematic capacity building process of the AWWs, improving quality of service delivery and  credibility of data at source. The cluster of AWC will be formed at gram panchayat level; the gram panchayat is a sub-block level unit and its areas by population, village and households are clearly defined.
The Cluster Approach has the following objectives:
I. It aims to bridge the gap in supervision and monitoring arising out of staff shortage.
II. It will facilitate peer group learning among Anganwadi Workers and to promote leadership qualities.
III. It will facilitate collection and dissemination of information from and among Anganwadi Workers, and to improve timely reporting and progress review.
IV. It is designed to strengthen coordination with Dept of Health & Family Welfare machineries at Sub Centre as well as PHC level.
Elements of the Cluster Approach
1. Catchment area of an ICDS project is subdivided into clusters, with each cluster comprising 8-10 AWCs.
2. Anganwadis will be grouped as per geographical contiguity- those falling under same Panchayat or placed in close proximity to each other.
3. Each cluster will have a Cluster Coordinator, two options are proposed for introducing these; the process will be sustained over longer period by institutionalizing a process of electing an AWW from among the existing Aanganwadi Sevikas, who demonstrated some leadership qualities, and graded on parameters of knowledge, skill, commitment and motivation.. 
4. Operationally, a Cluster has a monthly Cluster Meeting (CM) of Aanganwadi Centres, conducted by Cluster Coordinators, in presence of Lady Supervisors, ANMs,   Traditional Birth Attendants (TBAs) and members of Mahila Mandals/ Self help groups. 
5. Supervision and monitoring will be the responsibility of Block level officials preferably teams comprising ICDS, Health and PHED officers to ensure that services of all three sectors receive attention at community level.

Options for coordinating activities of Nodal AWC
The creation of Nodal AWC will involve introducing a cluster model at Gram Panchayat linking 8-10 AWCs; the nodal among these will be the focal point for coordination and capacity building activities;  the nodal AWC will be developed as a model AWC with a building, adequate water and sanitation facilities and will serve as a resource centre for the whole cluster.  Two options are proposed for operationalising the AWC.
 Option 1: A cluster coordinator will be introduced to the system to initially for a period of 2 years to operationalize the concept and provide supportive supervision. After two years the role of Cluster coordinator will be phased out as the availability of supervisors in the system  and their preparedness for their role improves. 
The cluster leaders will prepare the ground for a self sustaining cluster mechanism which will involve identification of AWWs with leadership qualities. The group will be capacitated to elect a leader amongst themselves to take on the role of the coordinator.  Elections should be held each year to rotate the charge and ensure buy in of all workers. ICDS supervisors will support the process to see that it runs smoothly.
Option 2:   Introduce a cluster leader in PPP mode. Telecom companies want to create a mobile PCO; use this opportunity to facilitate the process for an individual to become a PCO – one time investment mobile phone plus one recharge coupon. The person will carry nutrition visits to family with her business development activities.
 These two models will be tried out in RCT mode and scale up plans will be drawn up after detailed review of the pilot.

Activities at cluster level
1. Monthly meetings of AWWs with supervisor/ CDPO – to collect MPR, discuss activities, plan and share views.
2. Microplanning for VHNDs includes plan for support from cluster coordinator and one neighbouring AWW. 
3. At least one orientation per month on theme of VHND and focus issue related to care of under twos to strengthen delivery of Nutrition Health education. (this will be done by supervisors and CDPOs)
4. Monthly meeting of AWWs, ASHAs with ANMs to discuss new births, pregnancies, follow up on cases growth monitoring and follow up on immunization and micronutrient uptake, any disease outbreaks etc.
5. Monthy interaction with VHSWNC to promote water and sanitation interventions and plan for VHNDs.
The process for creating Nodal AWCs
There are two components involved in creating nodal AWCs, creating a cluster and operationalising a set of activities aimed towards better monitoring, coordination and continued capacity building. In the initial phase the process will start by using existing facilities and buildings will be constructed using SWASTH and other funds as available. By 2015 every GP will have one nodal AWC with building. 
1. Orientation of DPOs and CDPOs in the concept of nodal AWC; Orientation of Health officials and establish operational linkages;
2. Selection of site: Listing out AWCs by Gram panchayat; indicating availability of land for construction of AWC.
3. Training: Identification of Trainers at State and district levels and conducting TOT (for orienting and training cluster coordinators, Supervisors and CDPOs); Training of cluster coordinators and supervisors.
4. Planning of activities Developing a roster for meeting in clusters- with CDPOs
5. Monitoring clusters - data compiled at CDPO office and state for further action, support for MIS both ICDS and cluster approach.
Cluster Coordinators
Option 1: introducing a cluster coordinator: Selection of cluster coordinator (for both options) to meet the following criteria
a. Candidate must be a resident of the GP.
b. Candidate must be a graduate  (BA, BSc or BCom); Female only
c. Age – upper limit 45 years
d. Must be able to travel – bicycle
6. Process of selection of cluster coordinator
a.  Selection will be made by a Block level committee, comprising BDO, CDPO and MOIC .
b. The process will involve – written test (30 minutes) followed by personal interview and a test of bicycle riding.
7. Terms and conditions – the cluster coordinator will be paid a consolidated amount of Rs 2500 per month and will be employed on contractual basis; After 2 years the initiative will be reviewed and the role and necessity of continuing the process assessed. Contracts will be issued for one year and renewal will be based on performance. Performance will be measured by improvement of process and outcome indicators; to be verified by third party; Coordinator performing well will be renewed for one more year with an increment of 10%. Third party support maybe provided for hiring of cluster coordinators
Option 2 : Providing a cluster coordinator using PPP mode.  The basic criteria for the coordinator and selection process will be the same as option 1; the terms and conditions will be different.  The selected coordinator will be given a mobile handset (3G enabled) and a one-time prepaid coupon of Rs 500. This approach takes advantage of the telecommunication boom and introduces technology to strengthen ICDS services. A concept note on providing an extra AWW using this approach is attached at annex 1.  The role 

 Piloting and Scale up plan
In the first year the process will be piloted in 2 districts this is essentially a trial of the process to streamline operational issues. The two aspects of the Nodal AWC, construction and operationalising a cluster will be taken up simultaneously through different agencies; 
As the process is established in the pilot areas a thorough review will be conducted, the first phase of the scale up 9 focus districts will start in parallel and lessons from the trial will feed into the roll out of the process.  
 The nodal-AWC has been named Uddeepan and the extra worker will be called Uddeepika.



Annex-3

Proposed Unit Cost at GP Level for guidance and assessment 
	Activity
	Unit Cost
	Cost Annually 
	Remarks

	1. Recruitment of Uddeepika
	
	
	

	2. Honorarium to Uddeepika
	3000
	36,000
	

	3. Training of Uddeepika
(2 trainings)
	1000
	2,000
	

	4. Resource Materials / Kits to Uddeepika
	5000
	5,000
	

	5. Cluster level activities
	1000
	12,000
	

	6. Review of Uddeepika at block                             (at every 3 months)
	1000
	4,000
	

	Total
	11,000
	59,000
	




