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ABSTRACT

All governments aim to ensure better health and nutrition to children. The Rajasthan state
(India) has implemented a unique frontline coordination model where Accredited Health
Social Activist (ASHA) Sahyoginis are expected to support two other frontline workers
(FLWs) i.e. the Anganwadi Workers from the Integrated Child Development Services and
the Auxiliary Nurse Midwives from the Health department to improve child health.

This thesis focuses on examining the existing coordination between the three groups of
FLWs in Rajasthan by exploring FLWs' participation in child immunisation and Vitamin A
supplementation (two common activities), service coverage and beneficiary's' knowledge
(expected outcomes), and the challenges faced and areas that need improvement for better
frontline coordination.

A mixed methods design was used. Sixteen villages from two blocks (tribal and non-tribal)
of Udaipur district (Rajasthan) were selected using multistage purposive sampling. The
formative stage included 12 FLWs' in-depth interviews (IDIs) as well as a review of
FLWs' job descriptions to understand the process and government expectations on their
participation in routine childhood immunisation, polio camps, routine Vitamin A
supplementation and Vitamin A campaigns. The next stage included data collection from
the 16 selected villages i.e. structured questionnaire survey of FLWs (46), observations of
Maternal and Child Health and Nutrition Day (16), review of FLWs' immunisation and
Vitamin A registers (32) and a structured questionnaire survey of registered infants'
mothers (321)-all to ascertain the actual participation of FLWs in these four activities and
the outcomes. IDIs with FLWs (46) and FLWs' line managers (17) were conducted to
understand their experience, issues and solutions for better frontline coordination.

The participation of FLWs in three of the four activities (except Polio Camps) was found
to be limited. The FLWs and their line managers were also dissatisfied with coordination
between FLWSs. Poor outcomes also indicated unsatisfactory coordination. Overall,
frontline participation and outcomes were better in tribal than non-tribal villages. A variety
of factors (i.e. personal, professional, organisational, and geo-socio-cultural) appeared to
affect coordination between FLWs.

Appropriate recruitment, training, monitoring and supervision and rewards to the FLWs
along with greater political commitment for coordinated approached and addressing intra-
departmental challenges are proposed to improve frontline coordination and child health in
Rajasthan.

Total Word Count of the Thesis (excluding bibliography and appendix) = 49,762
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CHAPTER 1

THE INTRODUCTION OF COORDINATION BETWEEN
TWO MATERNALAND CHILD HEALTH PROGRAMMES
AND THEIR ASSOCIATED FRONTLINE WORKERS IN
INDIAAND RAJASTHAN

15



1.1

Child Health: the global and the national (Indian) concern

The health and nutritional status of children in any country indicates its status of
development'. The United Nations Secretary-General Ban Ki-Moon in World Food
Security Summit (2009) said that the world loses one child every five seconds due
to lack of food and nutrition>. A report in the Times of India (the leading national
daily newspaper) said that about 75 per cent of the total 7.6 million of the worlds'
children die of infectious diseases’. The United Nations Childrens' Fund(UNICEF)
report on the State of Worlds' children (2008) stated that about 26000 of the worlds
'children under the age of five years die every day due to preventable causes such
as infectious diseases, malnutrition, unavailable and inaccessible health services,
poor water and sanitation conditions®. Pointing at multidimensional causality of
poor health and nutritional status of children, this report states that poor public
health infrastructure and services are predominantly a characteristic of low income
countries. The report states that such countries bear the major burden of child

mortality”.

India is classified as one of the lower-middle income countries according to World
Banks' classification of countries on the basis of Gross National Income in 2011°.
India constitutes 17.5 per cent of worlds' population and 13 per cent of this
population in India consists of children below the age of six years™*. With 158
million children in this age group, India accounts for the largest number of deaths

of children (up-to five years of age) per year in the world’. The Child Mortality
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Rate (CMR) and the Infant Mortality Rate (IMR) of India were reported to be 59

and 57 in 2010,

India conducted three rounds of National Family Health Surveys (NFHS) in 1992-
93, 1998-99 and 2004-05 and the last one quoted in a report by Ministry of Health
and Family Welfare (MHFW), Government of India (Gol) that the majority child
deaths occur during infancy''. Health and nutritional status are two strong
determinants of child survival'?, and NFHS III found that only 44 per cent of
children (12-23 months of age) in India are fully immunised" which partially
explains the problem of high infant and child mortality in the country'>'*. The
survey also showed that 43 per cent of the children less than five years of age were
underweight and about 70 per cent anaemic'. In addition, the state of childrens'

health and nutrition varies between states and urban, rural and tribal communities'®.

India is one of the 189 countries that signed the commitment to achieve the
Millennium Development Goals (MDGs) drafted by United Nations Development
Group. This included reduction of CMR to 42, IMR to 27 and increased
immunisation coverage (measles) to 89 per cent by 2015'". To address these
targets, Gol used the existing maternal and child health programmes along with

introducing reforms in the overall health system" in the country.

'Full or complete immunisation covers a child with BCG (Bacillus Calmette-Guérin), DPT L, 11 and 111
(Diphtheria, Pertusis, Tetanus), OPV I, II and III (Oral Polio Vaccine) along with Measles vaccines and 1st
dose of Vitamin A by the age of 9-12 months.

"WHOs' definition of health system counts all organisations, institutions and resources whose primary
purpose is to improve peoples' health as a part of health system. All of these are said to need staff, funds,
other logistics, information, communication, transport, policy and guidance (http://www.who.int ).
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1.2 Evolution of the Reproductive and Child Health (RCH) programme and
Integrated Child Development Services (ICDS) programmes in India
The health service system™ in India is funded and administered by MHFW-the
national government body. India has 29 states and the health service system at state

level is managed by Department of Health and Family Welfare (DHFW).

India has a history of national Fig.1.1: Some national level child health
related initiatives in India
programmes that aim to address child
1951  National Family Planning
" : : Programme (NFPP)
health and nutrition issues. Fig. 1.1 1975 Integrated Child Development
. Services Scheme (ICDS)
presents a chronological summary of | 1977  National Family Welfare
Programme (NFWP)
some of them. The majority of these | 1985  Universal Immunisation
Programme (UIP)
. 1992  The Child Survival and Safe
programmes were initiated by MHFW Motherhood Programme (CSSM)
1997  Reproductive and Child Health
except for the Integrated Child Programme (Phase I)
2004  Reproductive and Child Health
Development Services Scheme (ICDS) Programme (Phase II)

that was funded and administered by another body-The Ministry of Women and
Child Development (MWCD) at the national level and the Department of Women

and Child Development (DWCD) in the states.

About the MHFW initiatives, the National Family Planning Programme (NFPP)

was renamed as National Family Welfare (NFW) programme that focussed on

A ccording to WHO, a system that offers any service that aims to contribute to improved health, diagnosis,
treatment and rehabilitation of the sick and at risk population is called a Health Service System
(http://www.who.int/healthsystems).
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maternal and child health issues along with family planning services'®'”. The
Universal Immunisation Programme (UIP) aimed to protect children from six
vaccine preventable diseases®’* *'. The Child Survival and Safe Motherhood
programme (CSSM) also focused on maternal and child health issues. After CSSM
and as a result of the United Nations' International Conference on Population and
Development (ICPD) held in 1994 at Cairo, the Reproductive and Child Health

(RCH) programme was launched”” .

The RCH programme was launched prior to the MDGs**. The programme was
implemented in two phases i.e. RCH-I (launched in 1997) and RCH-II (launched in
2004)*. Tt aimed to reduce maternal and child mortality, morbidity and the birth
rate in India. It covers pregnant and lactating women (15-49 years of age), children,
adolescent girls and eligible couples. The programme service package includes-

1. Antenatal, perinatal and postnatal care,

2. Medical termination of pregnancy,

3. Family planning,

4. Newborn and child care with immunisation, disease and infection

management,

5. Micronutrient supplementation (Iron, lodine and Vitamin A).
The programme structure and functions (planning, administration and
implementation) are organised from national to village level with dedicated
personnel at each level to perform these roles. Table 1.1 explains the programme

hierarchy, key personnel and their functions.
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At the village level, the Auxiliary Nurse Midwife (ANM)-a female frontline worker

(FLW) with a minimum of 10 years of formal school education is selected, trained,

supervised and paid a monthly salary by the Health department™.

Table 1.1: Structural and operational components of RCH programme26

Levels Institution Key Personnel Roles and Responsibilities
. Ministry of Health andUnion Minister| , . . .
National Family Welfare (MHFW) and the team Policy, Planning and Review
Department of Health andState Minister and Pohc.y,. . . mannmg'
State Family Welfare (DHFW) the team Administration, Monitoring and
Review
District Hospital and ;.. .
Chief Medical and . . .
District Administrative Office He;elth © l(gfﬁir;r Planning, Administration,
Each District to have at least CMHO Monitoring and Review
one District hospital®’) ( )
Block CC(J)Izln (r:r)lunlty Health Centhhief Medical Planning, Administration,|
About 0.1 million population®) Officer (CMO) Monitoring and Supervision
MO-Clinical work, guidance,
) Medical  Officerimonitoring and supervision of
Primary Health Centre (PHC) (MO) LHVs and ANMs
Sector o .
iif?ggg&:ﬁ? ;Lgﬁ?asggg(}) lnLady Health LHV-Clinical work, guidance,
Visitor (LHV) monitoring and supervision of 3-
5 ANMs
Sub-centre"" (SC . : .
Cluster of 3- ‘ 0 Auxiliary Nurse Deliver Drogramme. services 1n
5 villages  |{1/3000 in tribal and 1/5000 inMidwife (ANM) |200U¢ 3'(51 ;luagf’f at theh Subq
non-tribal(rural) population®'} centre and through outreac

The ICDS programme of MWCD, launched in 1975is the largest food

supplementation programme for children in the world****. Though focused on

children, the programme takes a life cycle approach by catering to the health and

A Sub-centre is the most peripheral institution of health department that provides first point of contact for
the people to interface with the Health department. It is the part of primary health care system in India.
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nutrition needs of adolescent girls, pregnant and lactating women and children up-
to six years of age36. Since the programme aims for a better psychosocial and
physical development of children, the services offered by it, i.e. in the health,
nutrition and education areas overlap services also offered by other government
programmes such as RCH. The six key ICDS services are

1. Supplementary nutrition,

2. Pre-school education,

3. Growth monitoring,

4. Health and nutrition education,

5. Health checkups and immunisation and

6. Referrals of those with disease to the appropriate health institutions.

The programme reached about 96 million women and children through
supplementary nutrition and about 37 million children (three to six years of age)

1°7. The programme structure and functions

through pre-school education in 201
(planning, administration and implementation) are organised from national to

village level with dedicated personnel at each level to perform these roles. Table

1.2 explains the hierarchy, key personnel and their functions.
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Table 1.2: Structural and operational aspects of the ICDS programme™®

Levels Institution Key Personnel Roles and Responsibilities
Ministry of Women and_ . . .
National Child Development:ﬂglsegnlz/IIHISter and Policy, Planning and Review
MWCD) Office
Department of Women| . Policy, Planning,
State and Child Developmentts};[:t;ai\n/hmsmr and Administration, Monitoring and
DWCD) Review
Project Director . . .
District District ICDS Office |(PD)/Deputy ﬁiﬁ?;grglh and Rlzsggmtratwn,
Director (DD) &
Child Development Planmng . fqr field
Block/ Block ICDS Office Proeramme Officer implementation with 4-5 Sector
Project Office & level Lady Supervisors,

(CDPO) Monitoring and Supervision®’

No Stationary Office.
Sector Block/Village
institution used
Anganwadi  Centre
(AWCQ)

Each Supervisor to Guide and
Supervise about 17 (Tribal) to
20 (Non-tribal/Rural) AWWs"’

Lady Supervisor
(LS)

Anganwadi WorkerDeliver Programme services af
{1/700 population in Tribal(AWW) the AWC and through outreach
and 1/1000 in  NonH
tribal(Rural) areas*'}

Village

At the village level, the Anganwadi Worker (AWW) is the local village woman
with a minimum of five years of formal education (varies in states) selected by the

ICDS block level committee and trained, supervised and paid a monthly

honorarium by the ICDS** %,

1.3 Transition from "independent' to "coordinated'" programme framework
The history of the Indian health service system suggests that the idea of inter-
sectoral and inter-departmental coordination was always promoted in Indian health
policy and planning forums. Since Indias' independence, various health committees

that contributed to designing the Indian health service system echoed the fact that

‘An Anganwadi means a "courtyard" and the Anganwadi centre is an institution located within the village
that acts as a play school, learning centre and point of delivery of many Health and ICDS programme
services to their beneficiaries.
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health outcomes are not only determined by the health service system but also by

multiple factors managed by a range of other sectors, programmes and departments.

The first such committee-Bhore Committee (1946) identified uncoordinated efforts
between the Health, Food and Nutrition and other departments resulting in high
infant and maternal mortality and morbidity in India**. It proposed an integrated,
comprehensive primary health care system with inter-sectoral coordination to
ensure a healthy society. Various other national health committees-Mudaliar
(1961), Mukherjee (1965), Junglewala (1967) and Kartar Singh (1973) also

emphasized the need for greater inter-sectoral coordination®™ ¢ 74,

Until 2005, the RCH programme from health sector and the ICDS programme from
nutrition and welfare sector lacked formal mechanisms for coordination and hence
their coordination was adhoc rather than systematic. As a part of the health sector
reforms, MHFW in 2005 launched National Rural Health Mission (NRHM) that
aimed to improve the availability, access to and quality of health care, especially in

: 49,50, 51,52, 53
rural areas to the poor, women and children™ ™™~ ">

. One of the objectives of
NRHM was to identify and reduce intra-sectoral problems and promote inter-

sectoral coordination to achieve public health goals.

To achieve this, NRHM proposed many architectural changes within and beyond
the health service system. As part of intra-sectoral coordination, integration of all

vertical national health programmes including RCH under the single umbrella of
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14

NRHM was proposed to reduce duplication, inefficiency and lack of sustainability
and promote joint service delivery of all programmes by common Health

department systems’ 45

As part of the inter-sectoral coordination, it proposed the coordination of the health
sector with other aligned sectors that contribute to public health goals e.g. nutrition,
water, sanitation, education and rural development. With special reference to
maternal and child health, it proposed the coordination of the RCH programme of

the Health department with the ICDS programme of DWCD at all levels™.

Inter-sectoral coordination following NRHM proposal

To promote inter-sectoral and inter-programme coordination, NRHM proposed
various mechanisms for different levels (national, state, district, block, sector and
village) between MHFW and MWCD. From national to district level, joint policy,
programme review and planning were promoted by setting up policy and
programme coordination groups and state and district health planning societies’’.
At the block level, a block coordination committee is set up in some states™™ . The
mechanisms for village level coordination included:1) appointment of an
Accredited Health Social Activist (ASHA); 2) setting up a Village Health and
Sanitation Committee (VHSC); and 3) organizing a Village Health and Nutrition
Day (VHND) or Maternal and Child Health and Nutrition Day (MCHN day) in

each village.
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Who is an ASHA? : An ASHA is a female community health volunteer identified
and posted in each AWC village to serve the health needs of population. NRHM
proposed that each village/AWC must have one ASHA for which one woman
should be selected and appointed from each village as an ASHA to bridge the gap
between the ANM who serves 3000-5000 population and the village community for
improving service demand, outreach and coverage. ASHA functions include
support to the ANM, awareness generation and mobilizing community to seek
available health services. Before NRHM these supportive functions were delegated
to the AWWs of ICDS. While these functions are still found in the AWW’s job
description after NRHM they are now delegated to the ASHA.®. Thus with the
introduction of ASHAs, there are three groups of FLWs (ANMs, ASHAs and
AWWs) to oversee the health and nutritional needs of the village population,
especially mothers and children®'. Table 1.3 presents some characteristics of these

the three groups of FLWs.
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Table 1.3 : Characteristics of three FLWs aligned with two national programmes

Characteristics (RCH) NRHM ICDS
ANM ASHA AWW
Sex Female Female Female
Residence with respect to [Usually from outside the |Must be from the village [Preferably from the

the area of work

villages they serve

they serve

village they serve

Formal School Education

At least 10 years

At least eight years®

At least five years

Gram Sabha”

Selection and lsieslbn S (Panchayat), Heglth@ o Block ICDS
appointment by glsepartment officials™ " [Committee
Employment status Le Bl I oo Community Volunteer® Cloimmitlyy sz
Employee worker
Induction Training 18 months 24 days Three months
Population coverage 3000-5000 700-1000°" 700-1000

Nature and amount of
payment against
work/month (%)

Salary (6000-25000)

Performance based
incentive® (450-1500)

Honorarium (1800-
3600)

Supervisor/s

Lady Health Visitor

(LHV)

PRI, LHV, ASHA
facilitators

Lady Supervisor
(LS)

What is VHND/MCHN day?: Considering the availability of ICDS’ AWC as a

formal institution in each village and its proximity to the village residents, the

Health department promoted the concept of joint service delivery of the two

programmes once every month. Thus VHND/MCHN day is usually organised on

one day (e.g. Thursday in Rajasthan state of India) of each month at each AWC by

the ANM, AWW and ASHA to jointly deliver all health (especially RCH

programme related) and ICDS department services to the beneficiaries in each

village™.

What is a VHSC?

To facilitate joint health planning with community

participation at the village level, NRHM proposed the constitution of VHSCs in

“"The village level elected body of representatives is called the Panchayat and the head of this committee is
called the Sarpanch. The Panchayat/Panchayat Raj Institution (PRI)is the mechanism of local governance
that promotes decentralised planning, implementation and monitoring of various government programmes
where people participate in decision making and seeking accountability from the system. The Gram
Sabhas are the periodic meetings convened by the Panchayat where all the villagers also participate.
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each village. The committee is expected to meet every month to review the

progress of various public health programmes (including RCH and ICDS) running

in the village and plan accordingly. The participation of the three groups of FLWs

in these meetings along with community representatives is compulsory’'. Table 1.4

presents the summary of NRHM proposed inter-sectoral coordination mechanisms

as mentioned above.

Table 1.4: NRHM proposed coordination mechanisms between Health and aligned departments

Levels MHFW (RCH-NRHM) MWCD (ICDS)
Health Policy Convergence Policy Group
Population Policy (Function-Policy and Advice) Nutrition Policy
National Steering Committee
National National Programme Coordination
Union Minister and Committee Union Minister and
Team (Function-Periodic review and updates) Team
State Health Mission, State Health Society
State Steering Committee
State Minister and State Convergence Committee State Minister and
State Administrative Team | (Function-Periodic review and updates) | Administrative Team
Chief Medical and District Health Mission Project
District Health Officer District Health Society Director/Deputy
(CMHO) (Function-Joint review and planning) Director
Block Block level coordination committee Child Development
Chief Medical Officer (Function-Joint review and planning) Programme Officer
Primary Health Centre
Sector Medical Officer Lady Supervisor
Lady Health Visitor - (LS)
Accredited Health Social Activist
(ASHA)
Village Health and Nutrition Day (VHND)
Village ANM Village Health and Sanitation Committee AWW
(VHSC)
(Function-Joint planning, implementation,
and review)
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As a result of this, after 2005 the coordination mechanisms between the Health
department" (RCH/NRHM) and ICDS at the village level were comparatively
more organised. The majority of Indian states that adopted NRHM implemented
the above mentioned NRHM proposed village mechanisms. The following section
explains the unique coordination model adopted by Rajasthan which makes it an

interesting case study.

1.5 Health (RCH/NRHM) and ICDS programmes' frontline coordination in

Rajasthan

Rajasthan is a north-western state Fig. 1.2: Rajasthan state in India

of India that has a population of 68

INDIA

States and Union Territories

million, of which 75 per cent
reside in the rural areas’ (Fig.1.2). e
Sixteen per cent of this rural
population, that includes tribal and
non-tribal groups, are children up-

to six years of age- the focus of

both RCH and ICDS

LEGEND
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vinprogrammes" are the part of a "Department" that is the part of a larger "Sector". Since the term "sector"
includes multiple stakeholders (government and non-government) and institutions that provide health and
nutrition services to mothers and children, this study will restrict the use of this term and rather use
"department" and "programme" to specifically address the coordination between two national
government programmes i.e. RCH (which is under governments' health department of health sector) and
ICDS (which is under governments' WCD department of social welfare and nutrition sector).
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average of 57 and under-nutrition (underweight) in 44 per cent of children against
the national average of 43per cent in 2005-06. This makes it one of the eight high

75.76. 7.8 1t was ranked 17th on the

focus states”" for NRHM implementation
human development index™ (HDI) of all the 29 states in India in 2007-08". It has a
combination of tribal and non-tribal population. where the tribal population

constitutes 12.6 per cent of the total state population®’. The language used by a

majority of the population in the state is "Hindi".

Prior to NRHM, the state implemented the ICDS and Health departments' RCH
programmes like any other state with adhoc systems of coordination between the
two. Unlike other states, the ICDS programme of Rajasthan, realised the need for
an additional FLW to support the ICDSs' AWW for improving its programme
outreach even before NRHM

. Hence the state government appointed a Sahyogini-a female community worker at
each AWC to support the AWW of ICDS. In 2005 the ASHA concept of NRHM
was thought to be a duplication of ICDSs' Sahyogini functions in the state. Hence
the ICDS and Health departments merged the roles of ASHA and Sahyogini and
appointed only one FLW instead of two and named her "ASHA-Sahyogini". This

new FLW was given the responsibility of supporting both-the AWW and the ANM

viii

The NRHM focuses on 18 states that have weak public health indicators and/or weak infrastructure i.e.
Orissa, Rajasthan, Madhya Pradesh, Jammu and Kashmir, Bihar, Chhattisgarh, Himachal Pradesh,

Jharkhand,Uttaranchal and Uttar Pradesh, Arunachal Pradesh, Assam, Manipur, Mizoram, Meghalaya,

Nagaland, Sikkim, Tripura (NRHM Mission Document, 2005).

*Human Development Index: This is a composite indicator to assess and compare the human development in

and between regions such as countries, states within country. It takes Health (Life expectancy at birth),
Education (Literacy) and Income into account.
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in the state® . Table 1.5 presents a comparison between ASHA Sahyogini of

Rajasthan and ASHA of other states in India.

Table 1.5: Comparison of ASHA model in Rajasthan and other states

States Rajasthan Others
Name ASHA Sahyogini ASHA
Departments ICDS and Health Department (NRHM) Health Department (NRHM)

Selection Criteria

Female

Resident of the village she serves
Daughter in-law of the village

At least eight years of formal
education™

e Female

e Resident of the village
serves

e Daughter in-law of the village

e At least eight years of formal
education®

she

To be selected by

Gram Sabha (Panchayat), ICDS, Health
and rural development officials *****

Gram Sabha* (Panchayat), Health
department officials

Employment status

Community Volunteer®’

Community Volunteer

ICDS-7-17 days™ ¥

Induction Training Health (NRHM)-24 days 24 days
Population 700-1000"*" 700-1000
coverage

Nature and amount

ICDS- Honorarium (500-1000)”

93

of payment against | RCH (NRHM)- Performance based ?:Sr(f)(frlr;lgg)c ¢ based incentive
work/Month )" incentive (450-1500)
Attendance Daily attendance at AWC Daily attendance at AWC
. Support AWW
Function Support ANM Support ANM
Supervisor/s PRI, LHV, LS, ASHA Supervisors PRI, LHV, ANM
Monthly Reporting ICDS Sector meetings Health department PHC meeting

Health department PHC meeting

In Rajasthan, the ASHA Sahyogini has to be jointly selected, trained, supervised

and paid by the two departments (Health and ICDS). She is expected to participate

in MCHN days and VHSC meetings apart from monthly sector level supervisory

meetings with both the ICDS and Health departments. Such unique frontline

coordination set up where the three groups of FLWs are expected to work jointly

and address common programme goals despite various inter-personal and inter-

“Zis the symbol used to represent Indian currently i.e. Rupee
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1.1

professional differences (Table 1.3), led to the interest in understanding their joint
work and coordination.  Furthermore, the presence of tribal and nontribal
population groups and the majority of the population being Hindi speaking made

tribal and non-tribal group comparison and qualitative study feasible in Rajasthan.

Thesis Overview

In India, the recent policy debates are considering the introduction of additional
FLWs to improve service outreach and coverage of various health aligned
programmes (including RCH and ICDS) for reducing IMR, child under-nutrition
and the CMR****. However, there has been limited research with respect to what is
affecting the performance (especially joint performance) of the existing three
groups of FLWs who are expected to jointly improve the programmes' outreach,
demand and outcomes. Limited research has been undertaken to understand the

operational challenges of proposed coordinated approaches.

This thesis focuses on examining the existing state of coordination between the
three groups of FLWs, the challenges faced and areas that need improvement. The
thesis will do this first by gaining an understanding through a literature review of
the concept of coordination by exploring its meaning, purpose and theoretical
perspectives. It will then examine the existing evidence on frontline coordination in
these two national programmes and identify if any research was undertaken in
relation to this, especially in relation to coordination of FLWs in these two

programmes. (Chapter 2)
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Next, using a mixed methods design the thesis will collect and analyse data from
FLWs, mothers of children up-to one year of age and from site observations to gain
an understanding of whether coordination between FLWs is appropriate. This will
be done by analysing FLWs' participation and associated outcomes in two joint
ICDS-Health (RCH) departments' areas of focus i.e. child immunisation and

micronutrient supplementation. (Chapter 3 and Chapter 4)

Following this, a qualitative study with the FLWs will explore their experience of
joint working and their perceived barriers to coordination and effective joint
working. The study will also explore coordination between the frontline workers
and perceived barriers from the line managers associated with the ICDS and Health
departments and seek suggestions for improvement from both groups of

respondents. (Chapter 5)

The final chapter will summarise the findings which will be discussed with their
limitations and implications for change in practice and policy. Recommendations

will be made for further areas of research. (Chapter 6)

In short the thesis examines frontline coordination in relation to child health and
nutrition in Rajasthan from three angles i.e. "FLWs' participation in selected joint
activities", "work relationships between FLWs" and "knowledge and service uptake

by programme beneficiaries on selected joint services as outcomes linked with the

FLWs' coordination". The results will inform the policy makers about the current
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state and real time issues faced by FLWs in joint working that influence the
common outcomes. This will help policy makers rationalise and prioritise amongst

the corrective strategies to improve ICDS -Health departments' coordination.
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CHAPTER 2

UNDERSTANDING COORDINATION FROM THE
EXISTING LITERTAURE
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2.1

2.2

2.3

Introduction

The literature related to policy and the programmes was reviewed to understand the

operational aspects of the two national programmes and the logistics of the inter-

programme coordination. To establish theoretical understanding of the concept of

coordination’, it was important to review literature from a range of disciplines.

Objectives of the literature review

To understand:

the concept of coordination by exploring its meaning, purpose and theoretical
perspectives

the institutional (policy and programme) context in which the ICDS and Health
department aim to coordinate

the existing evidence on frontline coordination between the ICDS and Health

department in India

Methodology

The literature review was done in three phases.

1.

The literature on ICDS and RCH (NRHM) programmes was reviewed to
understand the operational aspects of the two programmes and their
coordination. This literature was limited, with little clarity on the meaning,
rationale and the overall concept of coordination.

A review of literature from a range of disciplines (health, social, behavioural

and management sciences) was, therefore, undertaken to understand the
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concept, rationale and theoretical approaches on coordination. This helped to
conceptualise "coordination" and identify some key characteristics that
determine the success or failure of any coordination.

Informed by this the literature, the two programmes and related policies were
revisited to understand the aspects of coordination between the two
programmes and their frontline workers.

Existing research studies with evidence on coordination between the two

programmes and their frontline workers were reviewed.

Thus the overall review included three types of literature.

1.

Official Indian government literature on the policy and the two programmes
available mainly in the form of government orders, standards, guidelines,
programme proposals, implementation plans and review reports.

Concept papers, journal articles, research studies, books and expert opinions
from other professions and disciplines on coordination.

Published government and non-governmental research studies on coordination

of the two national programmes.

For the official policy and programme documents, the national government websites
of various official bodies such as the Planning Commission of India, MHFW,
NRHM, National Institute of Health and Family Welfare (NIHFW), National Health
Systems' Resource Centre (NHSRC), MWCD, National Institute for Public
Cooperation for Child Development (NIPCCD) were searched. Apart from these

official web based sources, the libraries of NIPCCD, NIHFW, Centre of Social
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Medicine and Community Health (Jawaharlal Nehru University), all located in New
Delhi (India) were approached to help identify the appropriate literature. For
Rajasthan state specific literature, the official web sources of Medical, Health and
Family Welfare Department, NRHM, Directorate of Economics and Statistics, State

Institute of Health and Family Welfare (SIHFW) and DWCD were searched.

To identify literature on coordination from other disciplines and existing research
studies on this theme, databases such as Public Health Foundation of India (PHFT)
and Google Scholar were explored. These databases were used as they were known
for availability of multidisciplinary literature. Literature from pure sciences
(genetics, clinical trials, and microbiology), mathematics, software and hardware
engineering and technology from these databases were excluded from the review as
it was mainly technical and this study focussed on coordination in human setting.
Other public health databases such as Embase, Medline and Biomed were explored
but excluded due to the availability mainly of biomedical studies. Articles in the
English language, full text and electronic format were included in the study. Thus
literature from health, social, behavioural and management science fields were
included in this study. Since the literature review formed the basis of research
design that was finalised in early 2011, this chapter covers studies and articles

published until 2010.

Further, research studies and publications related to the coordination of the two

Indian national programmes, departments and their frontline workers in India were
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24.1

searched using the same databases mentioned above including Google open web
(for government published documents). Apart from this, relevant references (though
limited in number) from the reference list of reviewed articles were also identified,

reviewed and included in this study.

Finding (1): the concept of coordination

What is coordination?

The coordination literature from the national and state documents showed that the
term "coordination" is used interchangeably with other words like "convergence",
"integration", 'collaboration", "assistance", "support", "linkage", "cooperation" but
all to mean the same thing i.e. the need for joint work between health and aligned
departments including nutrition (DWCD) to address various dimensions of the
maternal and child health goals’™*®*. This was confirmed by Mintzberg (1979),
Powell (1990), Ostrom (1990), Ring Van de Ven (1994) and Tolksdorf (2000) who
said that the literature lacks consistency in the use of the word "coordination" and
all the above mentioned synonyms are used interchangeably as they rest on similar

. .1 100,101, 102103, 104, 105
ground principles " R

The Indian health and nutrition policies and programme literature also lacked any
definition or conceptual clarity on the term-"coordination" except for two
documents i.e. one from NHSRC and another from the state government of

106,107

Rajasthan . The former defined coordination as"functional linkages between

the health services and other aligned sectors that influence the health status" while
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the latter defined it as "the process that enables different functionaries and
community people to work together for efficient service delivery”. The former
emphasised the "joint work" between health and aligned sectors whereas the latter
indicate the "joint work" between the department functionaries and community
people to address common issues. The literature from other disciplines and areas of
professional practice suggested the following definitions of the term coordination:
1. "Coordination is the behaviour that emerges from the collection of individuals
whose actions are based on collective and complex decision making process
that involves information exchange and joint efforts to achieve mutually defined

1081

goals™". (Behavioural Sciences)

2. "Coordination is all about working together to achieve common goals"'" .
(Management)
3. "Coordination is about management of dependencies amongst activities and

110
actors"

(Management).

4. "It's a state of relationships at interpersonal, professional, group and
organisational level to be achieved, maintained and reviewed"''" (Social Work)

5. "Coordination involves an interpersonal process with a purpose and this

purpose is to achieve common goals that cannot be achieved single handed"''*.

(Behavioural Sciences)

All the above definitions appear to identify four key components of coordination
i.e. "multiple workers", "their interaction" in the process of their "joint working"

which leads to the achievement of their "common goals". Thus this study will
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2.4.2

consider Malones' definition of coordination i.e. working together for common
goals. The definition has inherent components i.e. "multiple workers" and "their
interaction/behaviours/relationships". This study used the term "coordination" over
its other synonyms because the majority of country (India) and state (Rajasthan)
specific literature used this term in the context of ICDS and RCH programmes'

joint working.

Why coordinate?

The need for coordinated rather than independent programme frameworks in the
current economic climate of shortage of resources is suggested by many experts' '
14 Coordination is said to be needed when it is impossible to achieve any goal
independently and needs multiple workers to perform multiple tasks that together
leads to a common goal'"”. In cases where the goal is complex, the systematic
involvement of multiple workers is said to save time and improve quality and cost

- 116,117, 118, 119
efficiency > " " .

In the context of India, as the maternal and child health goals are addressed by both
ICDS and RCH (NRHM), the purpose of promoting their coordination is to
efficiently address the common goals. The efficiency is said to be achieved by
reducing structural and operational duplications which in-turn will reduce an
120,121,122,123

individual workers' workload and save programme time and resources

With special reference to coordination at the frontline, the programmes expect
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greater team work between the three groups of FLWs to improve programme

124
coverage and outcomes .

The theoretical approaches to coordination

Malone (1988) proposed the coordination theory that explains the interaction
between four key components (common goal, multiple workers, team work and
interactions between tasks and workers) of any coordinated activity in detail'*. The
theory suggests that the common goals in any coordinated activity must be broken
down into multiple tasks and sub-tasks. Each of these tasks is performed by a
specific actor/worker/individual. Since these tasks are linked with each other and
with the common goal, the actors that perform these tasks also become inter-
dependent and hence need interaction. Thus the process and management of

interdependencies between "goal-task", "task-task", "task-sub-tasks", "tasks-actors"

and "actors-actors" determines any coordination.

Fig. 2.1 Coordination model by Malone

Goal

Task-1 @

1 —» Interdependency

< Actor-3 ) Sub-task-1 Sub-task-2 ( Actor-4 >
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The theory suggests that in any coordinated activity, the actor may perform the task
individually yet as a group member. Thus both individual and group identity of
each actor involved in the coordinated process may affect coordination which is
why clarity on goals, tasks, roles (their own and of other coordinating actors) and
their interdependence must be established in the multiple actors involved in any
coordinated activity in order to improve coordination. This theory also emphasised
that the premise of any coordination for team members is their "meaningful

participation” in the process of achieving common goals.

The workflow models used in management sciences are also said to have the
potential to explain and manage coordination in team work settings'>® %1%, The
definition of workflow is similar to coordination i.e. a set of tasks performed by
multiple agents to reach a shared goal in a coordinated framework'?®. Represented
as flowcharts, maps or detailed work plans, they help break any complex activity or
goal into smaller tasks and associated agents-all of which follow a structure and

% The model gained support from others like Mintzberg

may have a sequence
(1979) who said that the workflows standardise the tasks, actors, their skills and
their roles in any complex activity that require coordination for successful

131 This standardisation is said to make any coordinated systems more

completion
manageable and efficient by ensuring path and role clarity. The systems that lack

such standardisation but aim for coordination are said to depend on Mutual

Adjustments between the team members that further depends on their inter-personal
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rapport. The standardised workflows lessen mutual adjustments and hence ensure

desired results.

Whittington (2003) explained the joint work between and within organisations
from the systems' perspective'*>. According to him, any interaction between team
members from the same or varied organisations is influenced by their personal,
professional and organisational construct. Together, such persons, professionals
and organisations function within a national and international context. As part of
the personal construct, personal factors such as gender, caste, class, culture,
education, religion may influence the interaction between coordinating actors. As
the coordinating members are professionals from same or different professions,
their professional factors such as experience, training, knowledge, skills, post,
salary may also influence their interaction. As these actors operate under the
framework of their common or different organisations, the organisational rules,
regulations, protocols and guidelines may also influence their interaction. Together,
these interactions determine the inter-personal, inter-professional and inter-
organisational relationships between actors that further determine their experience
of working together and hence their "meaningful and expected participation" in
joint activities. Such past experience influences the decision and extent of
participation of an individual in any joint activity and its influence is greater when
the coordination framework in less structured and more dependent on mutual

adjustments.
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Like Whittingtons' work on organisations, two social scientists, Jacob Mareno and

Joseph E. McGrath, studied "joint work" in smaller group settings. Similar to

Malone and Whittington, they said that in any group work individual members
form relationships with each other due to some dependencies that determine the
structure and performance of the group. Jacob Mareno (1953) used the Sociometry
technique to understand the structure and behaviour of a group and its members'*”.
Going further into understanding these relationships, Joseph E. McGrath (1984)
said that any group that is constituted to "work jointly" has its inherent properties
such as its structure (e.g. members with varied profile, division of labour, group
leader), dynamics (interactions, power, authority, alienation, politics) and internal
and external environment (e.g. time, venue) that affects the coordinated functioning

of the group members and the group'**.

Robertson (1998) talked about any joint work between organisations from a
developmental perspective'>”. He said that before the organisations, departments or
programmes decide to coordinate, it is important to first understand their need,
willingness, existing environment and facilitating and limiting factors. On the
limiting factors, Feig and McCullough (1997) and Dennis (1998) said that issues
like : 1) differences in attitude and values; 2) lack of clarity on policy expectations
and thus non-compliant behaviour; and 3) lack of trust, respect, communication and

commitment between the coordinating parties may affect coordination'® '*’.
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Bronstein (2003) talked about the "joint work" from the process perspective'*®. He
said that while transforming from an independent to coordinated framework, the
shift leads to new structural arrangements that call for flexibility and adjustment in
the existing staff. The shift converts independence to interdependence, individual

goals to shared goals and autonomy to shared ownership of results.

Using the assessment and evaluation framework to understand any coordination was
another approach shared by Young and Gardner (2002) who said that the
understanding of the need, structure and process proposed by the coordinating

parties is a must'*’

. They said that the understanding of whether the coordinating
parties have shared goals, values, principles, clear guidelines, joint training,
adequate knowledge on the coordinated activity and data sharing mechanisms will
help assess coordinated work. Joint training and knowledge levels were also
supported by Mary Beth (2006) as two criteria for understanding the coordination

140
between partners

. Malone (1988) said that though lack of clarity on common
goals in the coordinating partners is quite possible in cases where mutual goals are
not clearly defined, communicated, understood or reported, such cases need a

different approach to understanding coordination'*'.

Overall, the literature identifies that at the institutional level (policy and
programmes), the recognition of the common needs, goals, objective, values,
approach, principles and willingness to coordinate create an enabling environment

142, 143, 144, 145, 146

or antecedents for coordination . At the implementation level,
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2.5

2.5.1

structural arrangements, joint training, role clarity and knowledge about work area,
constant communication and data sharing, good relationship and interaction

facilitate coordination'#”> 48

. The following sections will thus analyse both- the
institutional environment and that at the implementation level in the context of India

and the two programmes.

Finding (2): policy and programme environment
To wunderstand the existing environment for ICDS-Health (RCH/NRHM)

coordination in India, various policy and programme documents were reviewed.

The policy environment: The ICDS programme in India is directed by two
policies i.e. the National Policy for Children (NPC) 1974 and the National
Nutrition Policy (NNP) 1993'**'5° The RCH (NRHM) programme is directed by
the National Health Policy (NHP) 1983, National Population Policy (NPP) 2000
and National Health Policy (NHP) 2002"°"°* '3 The review suggested following
complementarities between two sets of policies i.e. those that guide ICDS

programme and those that guide the RCH programme:-

e Common concerns: Both policies identify children as one of the most
vulnerable groups in terms of access to any health and nutritional services.

e Common understanding: Both recognise the interplay between health and
nutrition and that this interplay affects the overall status of child health.

e Common objective: Both policies aim to improve resource utilisation, to avoid

duplication and increase service coverage by coordination.
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e Common approach: Promoting a life cycle approach, both emphasise care in all
life stages i.e. adolescence, pregnancy, lactation and child care to address the
long-standing child health and nutrition issues in India.

e Common strategies: Both emphasise community empowerment through
sustained behavioural change communication (BCC) that requires an integrated
BCC strategy with health, nutrition and other public health issues jointly
addressed. Both identify joint planning, monitoring and review between aligned
departments and programmes at all levels (village to national) and hence
propose coordination committees at these levels. There is a consensus on the
participation of the community in joint programme planning, monitoring and
review in both sets of policies.

e Recognition and willingness to work with each other: Both value the experience
of jointly working with each other in the past hence propose further linkages
between these programmes and their respective departments to address the

common child survival goals.

2.5.2 The programme environment: Review of key government documents:1) the
framework for programme implementation for ICDS'**; 2) annual government
reports of programmes for children (2005-07)'°°; 3) the national programme
implementation plan of RCH-II (2005) '*°; 4) three decades of ICDS-the
appraisal " ;and 5) the NRHM mission document'>® formed the basis of this

analysis. The analysis showed the following complementarities between the two

programmes-ICDS and RCH, at the conceptual and structural level:-
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Shared vision: Both programmes aim to ensure child health. The RCH
programme targets to achieve healthy couples, healthy mothers and healthy
children as it believes that the healthy and aware couples lead to healthy
pregnancies and motherhood that in turn leads to healthy childhood. The ICDS
programme also aims to ensure healthy childhood but believes in two key
aspects that can ensure this vision i.e. 1) proper health, nutrition and awareness
amongst women that lead to healthy child birth and motherhood; and 2) the
integrated health, nutrition and education services which lead to healthy
childhood”.

Shared goal: Both the programmes aim to reduce infant mortality. Though the
RCH programme aims at population stabilisation and disease control to reduce
IMR, the ICDS programme aims at the reduction of malnutrition to address
infant and child mortality issues.

Overlapping target groups: Though both the programmes cater to pregnant and
lactating women, adolescent girls and children, ICDS deals with children up-to
six years of age whereas RCH extends to children up-to 16 years of age. Apart
from this, the RCH programme also includes married couples.

Overlapping service package: Three of the six services offered by ICDS
programme (refer to section 1.2) namely immunisation and health check-ups,
health and nutrition education and referral of the sick to the health services are
dependent on the Health department mainly the RCH (NRHM) programme.

Since these services cannot be delivered by ICDS alone, there is an inherent
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inter-dependence between the two programmes, a characteristic of coordination
explained by Malone 1991.

Structural compatibility: This can be observed from Table 1.4 which shows that
the two programmes have similar but parallel administrative and
implementation structures from national to village level. The Table also shows
the new structures institutionalised by the government to facilitate coordination
between the two departments, a characteristic of a shift from an independent to
coordinated framework as mentioned by Bronstein (2003).

Operational compatibility: The two programmes' services are delivered at the
village level. Both programmes have their own FLWs i.e. AWW for ICDS and
ANM for RCH along with the ASHAs recruited to support the Health
department in all states except Rajasthan where she is expected to support both-
ICDS and the Health department. The specific functions to be performed by the
three FLWs in order to deliver the programme services are presented in Table

2.1.
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Table

T-ANM's support to ASHA
Supervizory: Assign tasks, monthhy
reneny of work Injolnt supervisony
meeting
Guidance: mobilizing commmunity,
organizing MCHN Day. problem solving,
train on counseling mothers on child
immunization and IFA consurmption.
Adrindstrative: Ensure incentive
payment; provide first aid and Family
Planning Eit.

' 2.1: Roles and

ties of FLLWs in support of

1-ASHA for ANMM
Identify births, deaths, new
pregnancies and diseased cases B
inform AMM
- kobilize and counsel community for
ARC, institutional delihverny, child

imfonm AWV
- Make 10 home

immunization, famdly planning. and advice
- Support in AMC care, child - Support In Registers
immaunization, and reports

- Escort Institutional delivery

-  Home visits for postnatal care

- Provide First Ald and refer diseased
CALAS

- Data Management

- Monthly meetings and reporting

ASHA for AWW

- Wentify births, deaths,
nenw pregnancies and

visits/day to counsel

ch other

Z-AVWW's support to ASHA
- Support ASHA In Behavioural Chamge
Communication (BOC] and organizing
PACHMN day

= Mlaintain ASHA's attendance

Anmual Survey

Antenatal care (ARNC)

= Delivery care

- Postnatal Care [PMNC)

= Child Immunization

- Famlly Flanning

= Medical termination of PFregnancy
- Infections and Disease Controld

= Behavicural Change Communication
- Data Managerment

- Data Reporting

- ANMM-ASHA-AWW Joint Work
Participate in PMCHMN Day
Participate in Pulze Polioc Campaign
Participate in Vitamin & Campaign
Participate in WHSC mestings
Participate in B=havioural change Events
Participate in Women Group Meetings
Matiomal Filaria Programme

I-AWW's Work
Anmweal Sureey
Birth and death Registration
Growth Monitoring
Supplementary Mutriticon
Earhy Childheood Education
Behavioural Change Commmundcatbon
Data Management
Data Reporting

4-AWW's support to ANM

-Refer diseased cases

- Assist in AMNC, PHC, Immunization, Mealth Checkups
-Share village data with ANM

b

S-ANM's support to AWW
Coordinate with AVW on Nutritional issues

Reference: Syllabus for job training of AWAS [2006). NICCD. Mew Delhi. pp:5,
ASHA, SIHFW, GoR, Web-link: hitp) Sesanssihifurajasthan. comfppts full fASHA. pdf

DGHS, MEFW, Gol, Mews Delhi

Tob Funchiom of AN Healih Waorker Feanale/ANML, AWW and ASHA m the Comlexi of Coosdmated Fanchons under 2MRHM, 1IFHS for Sub-centre Guidelines -2006.




2.6

2.6.1

Table 1.3(in the previous chapter)presents the similarities and differences in the
characteristics of the three groups of FLWs that applies to majority of Indian states.
In the case of Rajasthan, though the characteristics of AWW and ANM remain

similar, but the ASHA model differs (Table 1.5-in the previous chapter).

To facilitate their coordination at the operational level, Gol issued guidelines for: 1)
joint recruitment of ASHAs'®; 2) job description of the three groups of FLWs in
terms of their coordinated functions'®'; 3) joint training of the three FLWs'®%; 4)
joint village health planning through VHSC meetings'®; 5) joint service delivery

on VHND/MCHN day; 6) joint data management'®*; and 7) joint supervision'®> %,

Thus as identified by Young and Gardner (2002), the policy and programme
analysis helped understand the context in which the two programmes and their
departments co-ordinate in India'®’. As emphasised by Robertson (1998), the
mutual need, shared values, goals, principles and structures at the policy and
programme level seem to have created an enabling environment for coordination at

the frontline'%®.

Findings (3): ICDS and the Health (RCH/NRHM) departments' coordination
evidence (frontline)

Pre-NRHM: The focus on coordination between the two programmes in India,
especially at the frontline, is not new. The literature presents evidence of an ICDS-

Health department integrated service delivery model at the village level during
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1976-2005 period'®® 7% 171172 Until 2003, this integrated service delivery model
meant that the Health departments' ANM and ICDSs' AWW jointly delivered
Health (especially RCH related) and ICDS services to their common beneficiaries

at a common place i.e. the Anganwadi Centre in each village.

The majority of the studies published during 1976-2005 in relation to the
coordination of the ICDS and Health department in India followed a case-control
design and stratified random sampling for beneficiary (pregnant and lactating
women) surveys. Few also used field observations (weight, height, immunisation
details of the children). The studies were conducted in various parts of India
(Madhya Pradesh, Uttar Pradesh, Bihar, Andhra Pradesh etc.) including

- 173, 174, 175
Rajasthan "> "™ "™,

Most of these studies were designed to assess the outcomes and impact indicators
of joint service delivery of ICDS and Health department at the frontline. Improved
beneficiary coverage (an outcome indicator) for various services such as antenatal
care, postnatal care, Vitamin A and Iron supplementation, immunisation, family
planning and supplementary nutrition in areas that had functional AWCs and
integrated service delivery against those which did not was reported by number of
these studies'’® "7 7817 "Some studies, for example the case-control study by
Tandon (1989), reported a decline in child malnutrition(Impact indicator) and
another country wide (eight states included) study by Tandon and Gandhi (1990)

reported a decline in IMR (Impact indicator)for seven states except Rajasthan in
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areas where ICDS was operational rather than where it was not'*" '*!. All these
studies that assessed child health and nutrition outcomes or impact attributed such
results to the good or limited coordination between the Health and ICDS

departments at the service delivery level.'® 183184,

These studies showed that the joint delivery of the two programme services from
under the same roof at the village level helped both the programmes attain their
objective of improved beneficiary coverage and maternal and child survival. Hence
they emphasised the need for strengthening this inter-programme coordination at
the village level by the government. A minority of studies e.g. Trivedi et al (1995)

showed better results in non-integrated than integrated model of delivery.

2.6.2 Post-NRHM:

A. Structural arrangements: After 2005, new structures such as VHND/MCHN
days, VHSC and appointment of ASHAs were institutionalised to jointly plan and
deliver Health and ICDS services at the frontline. Table 1.3 and Table 1.5 in the
previous chapter present a comparison of FLWs and ASHAs from other states vs.

Rajasthan.

B. Assigning roles and responsibilities: In the light of new structural arrangements
for coordination at the frontline level, Gol published the details on the roles and
responsibilities of the three groups of FLWs for the states to follow'>'%¢ 187 Taple

2.1 presents the details on the functions of the three groups of FLWs as individual
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workers and in support of each other. In Table 2.1, functions in Boxes 3 and 6 are

those for which the AWW and ANM hold the primary responsibility. Those in Box

1 are to be performed by ASHAs to support ANMs and AWWs to enable them to

successfully carry out their responsibilities. Boxes 2 and 4 are functions of AWWs

to support ASHAs and ANMs and Boxes 5 and 7 are ANMs' functions to support

AWWs and ASHAs respectively. Box 8 presents the joint functions of the three

groups of FLWs. A review of these functions suggested that:-

The Gol instructs ASHAs to support AWWs in organising VHND/MCHN
day and the Health department related register and record maintenance
whereas the government of Rajasthan instructs her to also make 10 home
visits per day for awareness generation in people about ICDS services, health
and nutrition issues'** ',

Apart from some specific functions of the three groups of FLWs, there are
areas that lack clarity on who is to perform what functions and how they are
to be performed. For example, though antenatal care, postnatal care, child
immunisation, health checkups and family planning are primarily an ANMs'
responsibilities, the job descriptions of AWWs and ASHAs show that the
ASHAs and AWWs are also expected to support and assist the ANMs in
these activities. The lack of detail on what this "support" entails means that
the tasks are undertaken flexibly between the FLWs with no structured
distribution of tasks with appropriate accountability.'*".

The use of the term "Participate" for the three groups of FLWs in all the joint

functions mentioned in Box 8 though explains the "attendance" dimension of
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coordination but not the functional details on who should do what. There are
authors that have also identified the overlap, duplication and lack of clarity
amongst the roles of the three groups of FLWs which is likely to carry over

to the field and hence affect coordination'®! 1% 193194,

C. Training: Joint training of the three groups of FLWs had always been proposed by

the Gol as a mechanism to strengthen frontline coordination'®>-'%6-197-198. 199
However the literature lacks evidence on the implementation and outcomes of this
strategy. Though there are studies that looked at the number, content and quality of

training provided to individual groups of FLWs*%% 201202

, there are very few that
examined the content and quality of joint training of the three groups of FLWs. A
cross sectional study from Uttar Pradesh (NRHM high focus north Indian state) that
interviewed the three groups of FLWs showed that during their training, less than
half the ASHAs were oriented on any team work or about their coordination with
the ANMs?® . The study showed that though both AWWs and ANMs were
instructed to build the capacity of ASHAs by training them, participation in this by
the AWWs was very low compared to some ANMs. Also the AWWSs found such
capacity building of ASHAs a waste of their time***. A mixed method study from
two administrative blocks of Bihar (NRHM high focus north Indian state) that
interviewed the three groups of FLWs showed that none of the training of the three

groups of FLWs educated them about working with each other”®.
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D. Role clarity: Though there were studies that showed good knowledge and role

clarity amongst ASHAs about their work?** >’

, there were limited studies that
looked at the degree of clarity in the three groups of FLWs about each other’s roles.
Four such studies from three NRHM high focus states-Bihar, Rajasthan and
Jharkhand were found. Of the two Rajasthan based studies, one found poor role
clarity in AWWs and ANMs about each others' role whereas the other showed poor
role clarity in AWWs and ANMs about the roles of ASHAs*® *”’. The remaining
two studies, one from Jharkhand and the other from Bihar showed poor knowledge

and role clarity in ASHAs as well, along with the other two FLWs*'*2!!,

E. Joint planning: The majority of studies reviewed from various states of India,
including Rajasthan presented evidence of limited functioning of the VHSCs due to
limited understanding, training and support systems for the various stakeholders
(including FLWs) who are instructed to participate in these meetings for joint

. 212,213,214,215
planning™ >~ > =",

F. Joint service delivery: The NRHM and RCH Programme Annual Common
Review Missions (CRMs) conducted during 2005-2010 studied the progress of
VHNDs/MCHN days (along with other programme strategies) in multiple states of
India including Rajasthan?'®?!"-21%:219-220 The SEDEM study conducted the ICDS
programme review in Rajasthan state during the same period**'. The NRHM CRMs
used discussions with line managers, semi-structured interviews (SSI) mainly with

ASHAs, a few ANMs and AWWs and observation of MCHN days. The SEDEM
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study used two of the methods (SSI with AWW and ANMs, observations of
MCHN day and review of FLWs' registers and records). The RCH annual CRMs
used a comprehensive literature review for the majority of states while field visits

were undertaken in four states to understand progress of the RCH programme.

These reviews showed that the MCHN days were regularly organised by the FLWs.
This evidence was also available for Rajasthan, one exception being a study that
was conducted in five districts of Rajasthan using field observations, interviews
with AWWs and ASHA Sahyoginis and discussions with programme beneficiaries
which reported irregularity in organizing MCHN days in 64 per cent of study
area’>. The NRHM CRM studies along with others also showed that the frontline
coordination was better in antennal care and immunisation compared to other
health and ICDS services delivered on MCHN day”*>*** 2% None of these studies,
however, presented details on the specific tasks performed by each of these FLWs
under each activity to be able to conclude that there was any coordination and that
this coordination was as outlined by the system in order to label it "good
coordination". Hence, though the regularity of MCHN days and key activities
which are jointly delivered on MCHN day are important dimensions of
understanding coordinated service delivery, the extent, quality and outcome of the
participation of the three groups of FLWs in each of these activities are equally
important in order to assess any coordination. No study commented on these

aspects of coordination of FLWs in MCHN days.
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G. Mutual support: A few studies explored the giving and seeking of support
between the three groups of FLWs, though the details on the nature and areas of
support were unclear. The available evidence presented a mixed picture. Two
studies that included Rajasthan as one of the sample states showed that majority
ASHAs seek and provide help to the ANMs and AWWs but these studies lacked the
ANM and AWWs' perspective®® **’. Two other studies, one from Jharkhand and the
other from Bihar showed a poor state of coordination between the FLWs -
% Though the majority of ANMs and the ASHAs from the Jharkhand study said
that they sought each others' help and assisted one another in the work, the health
department officials and the beneficiaries said that this was not the case™". The
study from Bihar showed that the ASHAs got limited support from the ANMs and
AWWs, but the study did not include the perspective of ANMs and AWWs on the

support they get from the ASHAs™".

H. Data sharing, review and problem solving: Though the government promotes
joint meetings and data coordination between the FLWs®?, few research studies
were found looking at the sharing, joint management and reporting of data, and
joint meetings between the three groups of FLWs. Three studies identified in this
area were based in Rajasthan. The first study conducted in 2005 showed that the
data on health services especially child immunisation maintained by both-ANMs
and AWWSs did not match®®. The second study conducted in 2007-08 looked at
ASHASs' regular monthly reporting to both ICDS and Health department at the

sector level, and the third study conducted in the same year showed that the
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majority of ASHAs met the AWWs everyday compared to meeting the ANM once

2423 Though the purpose and content of these joint meetings was

in fifteen days
not explained in any of these studies, they were supposed to have at least provided

a platform for joint appraisal of data, information and problem solving.

2.7 Literature on coordination among community health workers (CHWSs) from
countries other than India

Study 1: Country: Malawi Study; Author: John Phuka et. al.(2014)*

The study uses mixed methods to analyse integration between nutrition, early childhood
development and health in Malawi at the policy, programme and community levels. The
study concluded that there was poor community level coordination among "Community
Health Workers" (CHWs) and "Child Protection Workers"(CPWs) despite willingness
of the community and political leadership to promote integrated approaches to service
delivery. Some of the reasons mentioned affecting this inter-worker coordination at the
frontline level were: inappropriate recruitment policy; non-aligned population coverage;
work overload; lack of joint training; inadequate knowledge of common areas of work;
lack of role clarity; task shifting; poor working conditions and support; dissatisfaction
related to incentives; lack of recognition of work; and poor and uncoordinated
supervision. Also as the majority CHWs and CPWs were not resident in the villages
they were expected to work in, this was explained as an important factor affecting their
work performance as individuals as well as amount and quality of time they get to spend

with each other.
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Study 2: Country: Multi-country; Author: Bhutta, Z.A., et.al. (2010)*’

The study is a systematic literature review of the literature on CHWs. Collating

evidence from 35 countries from African, Asian, European, British and American

context, the study identifies the following factors that impact on the work performance

of CHWs:

education, distance of residence from work place, their socio-cultural status, training,

role clarity, job skills, infrastructure & job support, supervision, incentives, clarity on

career progression, affiliation to the formal government department, perceptions and

myths within the client community. The detailed case study of seven countries

conducted in addition to the systematic review also identified that training, supervision

and strong health system are the driving forces of a successful CHW programmes. The

study states that there is limited evidence available on the contribution of CHWs to

other sectoral programmes for e.g. nutrition.

Table 2.2: Inter-country comparison of CHWs

Areas Haiti | Ethiopia | Uganda | Pakistan | Bangladesh | Thailand | Brazil
Training Short- | Long- Short- | Long- Short-term | Short- Long-

term term term term term term
Supervision | Strong | Weak Strong | Strong Strong Weak Strong
Health Weak | Weak Weak Weak Strong Strong Strong
System
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Study 3-Country: Multi-country; Author: Digirolamo, Ann et.at. (2014)>*

The paper, from the field perspective, discusses the challenges faced in the integrated
child health, nutrition, education and development programmes. The paper discusses
evidence from a range of countries - Zambia, Malawi, Mozambique, Salvador, India on
integrated child development programmes. It highlights: separate rather than pooled
donor/government funding for separate programmes; lack of coordination among the
senior staff of multiple but linked sectors; unclear and no common understanding of
officials at all levels on the definition, framework of activities, roles, responsibilities and
deliverables of all partners; lack of joint training; unclear job descriptions; inappropriate
incentives; and uncoordinated and poor quality supervision as some of the challenges that
affect the work performance of community health workers in integrated programmes.
Though the paper suggests solutions, it also suggests advocacy at all levels to promote

integrated team approaches to address complex child development problems.

Study 4- Country: Sub-Saharan Africa, Author: Hermann, Katharina et. al.
(2009)*°

The paper presents a list of eight conditions necessary for the success of any CHW
programme: Selection (right candidate from the local community with adequate
education selected in a transparent manner); training, knowledge & skills(including
refresher training); standards & guidelines (role description, operational guidelines,
deliverables); supportive supervision; material support; incentives & career path;

political support; alignment with the broader system strengthening efforts. The paper
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also covers the field research in three African countries and evaluates their CHWs on the

above criteria.

Table 2.3: Inter-country comparison of CHWs (2)

Ethiopia Uganda Malawi
CHWs (expert patients,
Health Extension workers Health Surveillance
Nomenclature ART aides, HIV medics &
(HEW) Assistants (HAS)
field officers)
10" standard pass, female
Community member
from the community, Selected by local
Selection though selected by the
selected by a committee NGOs
government
from the community
Not formally recognized Recognised by
Placement Part of MoH
by MOH MoH
Training 1 year 8 weeks 10 weeks
Supervision Health office Facility Nurse/Doctor Health Nurse
Regular Salary | USD 68 USD 5-75/month USD 42-52/month
Career Path Clear career path No clear career path Clear career path

The paper concludes that since the Ethiopian government recognised the CHWs/HEWs,

provided them with long term training on their expanded roles, paid them a regular

salary, established a clear career path for them, but the lack of appropriate supervision

appears to be the factor that influences the lack of success of CHW. In the case of

Malawi, poor training is said to be affecting their CHWs' performance whereas in case

of Uganda, the non-affiliation of CHWs by their government, no career path and weak

health system are said to be some of the factors affecting their CHWs' performance in
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the HIV/AIDs programme. The paper suggests that all the eight conditions should be

looked at to make any CHW programme a success. Any compromise on even one

condition can affect progress. Increasing numbers of CHWs cannot help attain the

programme targets unless health systems are themselves strengthened.

2.8  Research gaps

1.

The literature reviewed suggested that the understanding of the characteristics,
implementation, relationships and outcomes of coordinated models is limited
and needs further research 2*!- 2%,

In the Indian context, not many studies were found on the coordination at the
frontline level between the two programmes, especially after the inclusion of
the ASHA 1i.e. 2005.

While none of the studies primarily focused on exploring of frontline
coordination, some covered certain aspects of frontline coordination.

The studies that talked about good frontline coordination in some services such
as antenatal care and child immunisation did not provide the details based on
which they classified these as good coordination areas.

The roles and responsibilities of the three groups of FLWs, as identified by the
government were unclear about the extent and accountability of their expected
participation in various joint events.

There was an overall lack of evidence on critical aspects of coordination e.g.

joint training, role clarity, joint service delivery, data coordination and sharing.
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7. The majority of studies lacked the perspective of all three groups of FLWs, i.e.
AWW, ASHA and ANM, to be able to obtain a comprehensive picture. The
majority of studies only included the ASHASs' perspective and very few

included perspectives of all the three FLWs.

2.9 Limitations of the method used in literature review
The methodology used in literature review presented was based on the work of Prof.
Ritu Priya and Leutz's Model of Integration. The previous author differentiated
"coordination" from "convergence" and "integration" clarifying that coordination is
only about functional linkages between multiple entities while convergence and
integration could also include linkages between administrative and governance
structures of multiple entities. Leutz's model stated that integration involves linkages
at all levels not just the functional level, it involves pooling resources of all partners
and developing a common record system between all stakeholders. Leutz model also
stated that "coordination" involves coming together of only relevant rather than all
structures within a joint working framework and it includes protocols for sharing

relevant rather than all information between stakeholders.

This was the underlying premise (i.e. differentiating the term "coordination" from its
other synonyms e.g. linkages, integration, convergence, collaboration,etc.) and the
reason for why only the term coordination was used to search the literature from the

selected databases. However, the limitation of using a narrow search term meant that
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the literature using the various "coordination" synonyms could have been missed and

thus restricted the scope of the literature review presented.

2.10  Need for this study
The literature review suggested a lack of evidence on the operational aspects of
coordination. Similarly, the literature review on the joint working of ICDS and the
Health department (RCH/NRHM) did not show much evidence of its
implementation. The need for understanding this inter-sectoral coordination is
important, especially at the frontline, because the onus of achieving joint
programme objectives i.e. improving beneficiary coverage and child survival
outcomes is dependent on the frontline or village level service delivery workers and

their coordination.

Additionally, the increased complexity at the frontline with the addition of ASHAs
as a third FLW group, the unique frontline coordination arrangement in Rajasthan
and the policy debate on recruiting additional frontline workers to jointly attain the
programme goals made it important to study the existing state of frontline

coordination to inform policy makers.

The lack of research with a primary focus on "coordination" between the two
departments and programmes, especially their frontline workers to understand this
process from multi-stakeholders' perspective, made a research in this area a prime

need.
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This study is primarily focused on inter-programme frontline coordination
including insights from multiple stakeholders (the three groups of FLWs,
programme line managers from ICDS and Health department and programme
beneficiaries). It is unlike others that aimed to assess the progress of individual
programmes (RCH/ICDS/NRHM) and tried to use the results to comment on the
status of inter-programme coordination.

Thus the importance of frontline coordination in attaining common programme
goals and lack of evidence on the operational realities of this coordination

suggested the need for an in-depth study in this area.
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CHAPTER 3

PARTICIPATION OF FRONTLINE WORKERS IN CHILD
IMMUNISATION AND VITAMIN A SUPPLEMENTATION
IN RAJASTHAN-EVIDENCE FROM THE FRONTLINE
WORKERS' SURVEY AND OBSERVATIONS
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3.1

3.2

Introduction

As the study aim was to understand the coordination of the three groups of FLWs
in delivering common goals, the first step was to define the term ‘coordination’.
Malones' definition of coordination i.e. "working together for common goals" was

used for this study**

. The understanding of the terms “working together" or "joint
participation” was illustrated in Collin Whittingtons' model of joint working that
states that any joint work in a professional setting can be called collaborative only

when the associated actors "participate" in it as desired***

Both-Malones' theory of
coordination and the Workflow management models suggest the need to first
understand the list of tasks that contribute to the overall service and its delivery

245,246 Therefore to understand how the

before exploring the actual participation
three groups of FLWs coordinate for common goals, it was considered important to
first identify their common goals, understand the processes (tasks, sub-tasks and

actors) that lead to these common goals and the associated outcomes of this

common participation.

Selection of the common goal and associated activities

Improvement in child health status by reducing IMR, CMR and child malnutrition
is the common goal of the three groups of FLWs. Table 2.1 (Box 8) shows that
ensuring complete immunisation (defined in Chapter-1)of children up-to one year
of age and Vitamin A supplementation for children up-to five years of age are two

common activities associated with their common goal. This part of the study,
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therefore, explores the participation of the three groups of FLWs in these two

activities.

Routinely, the complete immunisation package is provided to eligible children
through MCHN day organised once a month in each village usually at their AWCs.
The routine child immunisation will be referred to as RCI. As RCI includes the first
dose of Vitamin A provided to eligible children together with the measles vaccine,
it will be referred to as RVA (Routine Vitamin A). The children who are missed or
not covered under the routine process are covered through ‘camps’. The focus of
these camps had been on polio vaccination and Vitamin A supplementation in
every state in India. The Vitamin A campaigns are organised biannually whereas
the frequency of polio camps depends on the caseload. The polio camp will be
referred as PC and the Vitamin A campaign as VAC. During VACs, the three
groups of FLWs are expected to ensure delivery of the eight remaining doses of
Vitamin A to children up to five years of age whereas in the PCs, they are expected
to cover all children up-to five years with polio vaccination. Both camps are

organised at different times of the year.

As the job descriptions of the three groups of FLWs specifies their coordination
with each other in child immunisation and Vitamin A supplementation activities
(though it does not clarify "how"), this part of the study will focus on exploring the
participation (expected vs. actually performed roles) of the three groups of FLWs in

RCI, RVA, PC and VACs. The findings from the literature review about good
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frontline coordination in immunisation activity, compared to any other common
activity also informed the selection of child immunisation as an area for exploring

frontline coordination.

33 Aim
The aim of the study was to gain an understanding of the coordination between the

three groups of FLWs, namely ANMs, ASHA Sahyoginis and AWWs.

3.4  Objectives
1. To understand the participation of ANMs, ASHA Sahyoginis and AWWs in child
immunisation (Routine and Polio Camps) and Vitamin A supplementation (Routine
and Vitamin A Camps).
2. To assess child immunisation coverage by the three groups of FLWs on MCHN

- L 247,248
days as an associated outcome of FLW coordination™ "

3.5. Methodology
3.5.1 Study Area
This study was conducted in two blocks™ i.e. Kherwada (Tribal) and Mavli (Non-

tribal) of Udaipur district” in Rajasthan. The selection criteria for the state are

xiii

A block falls between the village and district in the administrative hierarchy of the government in each state
of India. It usually covers a population of around 0.1 million.

A district falls between the block and state in the administrative hierarchy of government in each state of
India. The national average of district population is 1.7 million (Census 2001, Ministry of Urban
Development, Gol).
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explained in Chapter 1. The selection of the district and the two blocks was

purposive and the rationale is explained below.

Why Udaipur?: Udaipur is one of the 33 districts in Rajasthan. It is the southern

district with a population of 3.7 million, 46 per cent tribal and 54 per cent non-
tribal groups**2**?*!. The district has an IMR of over 62 (HDR 2007) against the
state average of 60 (HDR 2007) and national average of 57 (NFHS-3)**2%_ This

makes the district a high focus region for NRHM**

. The majority of the population
speaks "Hindi". The district was ranked 20th on HDI of the 33 districts within

Rajasthan (HDR 2007)*°.

Thus being NRHM high focus district with high IMR, availability of tribal and
non-tribal population groups for comparative analysis, use of "Hindi" language
facilitating qualitative data collection and being rated as average rather than an
outlier in human development were some criteria considered in selection of

Udaipur district. Fig. 3.1 shows its location within Rajasthan.
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Fig.3.1: Map of Rajasthan showing the location of Udaipur district
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Why Kherwada and Mavli? : Udaipur district is administratively divided into 11

blocks®®. The average population of these blocks is about 0.27 million®’. The
National Population Census (2001), conducted every ten years in India, was used to
estimate the tribal and non-tribal composition of each of the 11 blocks as Census
2011 data was not available at the time of sampling for this study. The Mavli block
was found to have a high (80percent) non-tribal population whereas Kherwada
block had a high (83percent) tribal population. In terms of their geographical
positioning, the blocks were diagonally opposite to each other (Fig. 3.2) hence a

good representation of the district.
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Fig. 3.2: Map of Udaipur district showing the location of Mavli and
Kherawada blocks

Source: www.mapsofindia.com

3.5.2 Methods
To understand the "process", "expected vs. actual participation" and "outcome"
involved in RCI, RVA, PC and VAC activities, four principal questions were
explored using multiple methods. These are presented in Table 3.1. Table 3.2
summarises the methods, tools, target and their numbers included in this part of the
study to answer the study objectives. The listed methods followed a sequence when

applied in the field which is presented in Fig. 3.3.
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delivery?

Table 3.1: Research questions and methods

What key tasks form part of the process
1 of RCI, RVA, PC and VAC service

1. In-depth interviews (IDI)

Which group of FLWs are expected to
2 participate in which task of RCI, RVA,
PC and VAC by the government?

1. Policy review

What is the actual status of
participation of the three groups of
FLWs against government expectation
in RCI, RVA, PC and VAC?

1. Questionnaire based face-to face
survey of the three groups of FLWs

2. Field observations (MCHN day)

3. Review of registers and records of
selected FLWs

days?

What is the status of child
4 immunization coverage on MCHN

1. Field observations (MCHN day)

Methods

Process
and

I EIGTOLENIIN Ficld Observations

Outcome Field Observations

Table 3.2: Summary of research design
Tools Target Number
In-depth Interviews Guide ANM, ASHA 12
(IDI) Sahyogini, AWW
FLWs' Job Profile Checklist Government -
Documents
Checklist MCHN days 16
FLW Survey Questionnaire ANM, ASHA 46
Sahyogini, AWW
Review of FLW Checklist Registers 16+16
Records
Checklist MCHN days 16
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Fig. 3.3: Sequence of data collection methods used in the study

Formative Stage
(IDIand Policy Review)

Field Observations
(MCHN days)

Questionnaire Collection of Child Immunisation
Survey N~ Registers from FLWs
(FLWs)

Child listing

Review and Match
Register data
(Child immunisation and
Vitamin A

In-depth interviews (IDIs) and policy review: formative stage

The use of IDIs for understanding processes is established in social sciences research

and the idea of listing/mapping steps/tasks in a process is also not new in social

science research®® **°. To understand the key tasks that form part of the process of

RCI, RVA, PC and VAC service delivery, IDIs with the three groups of FLWs were

conducted. The FLWs from each group were selected based on the information

provided by the Health and ICDS department officials from Mavli and Kherwada

block offices. The officials were informed about the purpose of this study and IDIs.

They were requested to recommend the names of those FLWs from each group who
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they thought were experienced, knowledgeable and could be contacted for the IDIs.
A list of recommended ANMs, AWWSs and ASHA Sahyoginis with their personal
details (age, name, and years of work experience, village and contact details) was
prepared. Permission was sought from these officials to interview the recommended

FLWs.

The shortlisted FLWs were then contacted by phone, briefed about the study, asked
for their consent to be the part of the study and suggestions for suitable times and
venues for the interviews were sought. Finally, based on their availability and
consent, 12 FLWs (four ANMs, four ASHA Sahyoginis and four AWWs), two tribal

and two non-tribal from each group of FLWs, were included in this part of the study.

An interview guide with four broad questions on the organisation of RCI, RVA, PC
and VACs was prepared (Appendix 1). Further probes on each question were
included depending on the responses. Each interview lasted an average of 35
minutes. The interviews were recorded in audio and paper format depending on the
consent for audio recording by the interviewee. The interviews were transcribed and
analysed to summarise key tasks indicated by the FLWs for each of the four
activities i.e. RCI, RVA, PC and VAC. A summary of the task list for each of these
four activities was prepared and taken back to the respondents and department
officials for verification and final comments. Fig.3.4, 3.5 and 3.6 shows the process

followed in RCI, RVA, PCs and VAC:s.
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Fig.3.4: Process of routine child immunization (RCI) and
routine Vitamin A (RVA) supplementation
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Fig.3.5: Process followed in polio camp Camps
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Fig.3.6: Process followed in Vitamin A campaigns
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The final task list for these four activities formed the basis of revisiting the policy
and programme guidelines to understand the governments' expectation related to the
participation of each group of FLWs in each of these identified tasks. Various

260

sources such as Immunisation Handbook for Health Workers (2006)™", Operational

Guide for Pulse Polio Immunisation (2006)*®', Government Orders on Vitamin A

Campaigns from Government of Rajasthan 262, 263

and published registers and
reporting formats of FLWs were analysed to understand the governments'

expectation from the three groups of FLWs on their participation in identified tasks.

Table 3.3, 3.4, 3.5 and 3.6 present the list of key tasks under RCI, RVA, PC and
VAC and the governments' expectation on the participation of each group of the
FLWs in each identified task. Symbol "\" in the following tables represents the clear
governments' expectation from the particular group of FLW to participate in the
specific task whereas "Unclear" status represents the ambiguity in government

guidelines.
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Table 3.3: Key tasks followed in the process of routine child immunisation
as identified from 12 FLWs' interviews along with the expected

participation of the three groups of FLWs in them as per government

Table 3.4: Key tasks followed in the process of routine Vitamin A

guidelines
S.no. | Key Tasks ANM ASHA AWW
Sahyogini

1 Identify new-borns Unclear N N

2 Register new-borns V \ V

3 Prepare list of children to be immunised (Due- N N Unclear
list" )

4 Mobilise caretakers of children to be immunised Unclear N N

5 Prepare AWC for MCHN day (cleaning, Unclear N N
arranging and setting up the place for
immunisation )

6 Ensure vaccine availability at site of N N N
immunisation

7 Ensure availability of syringes and other logistics V N \

8 Vaccinate children N No role No role

9 Manage medical waste N N N

10 | Counsel and advice on MCHN day \ \ \

11 Counsel and advice other than MCHN day Unclear N N

12 Maintain immunisation register N N N

13 | Report immunisation details N e o

supplementation as identified from 12 FLWs' interviews along with

the expected participation of the three groups of FLWs in them as per
government guidelines

1 Ensure availability of Vitamin A solution at site Unclear

2 Give Vitamin A to children at site \ Unclear Unclear
3 Record Vitamin A coverage data \ \ V

4 Report Vitamin A coverage data \ \ \

**As observed from monthly reporting formats in Rajasthan

Note: Task number 1, 2, 3, 4, 5, 8 and 11 under RCI are common for RVA also and performed at

the same time by the FLWs for both RCI and RVA. Hence these are not repeated in RVA

subsection.

“Due-list is the list of children and mothers found eligible for any health service such as antenatal check-up
and immunisation. This list is expected to be prepared by the FLWs before MCHN day to help inform and
mobilise eligible beneficiaries as well as arrange required logistics for the delivery of required service on

MCHN day.
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Table 3.5: Key tasks followed in the process of polio camps as identified

from 12 FLWs' interviews and the expected participation of the three

groups of FLWs in them (as per government gui
S.no. Key Tasks ANM ASHA AWW
Sahyogini

1 Participate in pre-camp training \ Unclear \

2 Participate in informing community about camp v v

3 Participate in vaccine delivery at the booth™ v v v

4 Participate in door to door vaccine delivery v v v

5 N Unclear Unclear
Record coverage data

6 . N Unclear Unclear
Reporting coverage data

* Receive participation incentive Not found | Not found | Not found

Note: Though no clear guideline could be accessed on incentives, but as the majority of 12 FLWs

pointed this as a part of the process, it was included in the questionnaire.

Table 3.6: Key tasks followed in the process of Vitamin A camp as

identified from 12 FLWs' interviews and the expected part1c1pat10n

of the three groups of FLWs in them (as per govern
S.no. | Key Tasks ANM ASHA AWW
Sahyogini
1 Participate in pre-campaign training® Unclear | Unclear v
2 Mobilisation and awareness generation Unclear v v
3 Arranging Vitamin A solution at site N Unclear \
4 Administering the solution to those identified No role**|  Unclear v
3 Recording and maintaining data on coverage Vx v v
6 Reporting the coverage data N \ N

*Field Registers used by ANMs and ASHA Sahyogini/ AWW
**In Rajasthan, ANMs have to administer Vitamin A during camps to children in areas that do not
have AWCs or AWWs. All selected villages had AWC so ANMs did not have a role in this task
in the selected villages.

Twelve IDIs and policy review conducted in the formative stage of the study helped

clarify various tasks and actors expected to perform each of the tasks in the process

of RCI, RVA, PC and VACs, but they also suggested other issues that may affect

XVi

Polio booths are organised at a set location (stable/mobile) with all facilities such as vaccine, cold chain,
awareness generation material and associated FLWs and other volunteers on board to help care takers of

eligible children seek required services from common known set place.
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participation of the three groups of FLWs. This review suggested lack of clarity in
the government guidelines on FLWs' participation in some tasks and duplication of

many tasks in more than two FLWs' job descriptions.

This understanding on associated tasks and expected actors from the formative stage
informed the later stages of the study. Table 3.7 presents the list of all key tasks
identified through the formative stage and the list of various methods used to
understand the actual against expected participation of FLWs in each marked task.
The table also outlines the outcome expected from the participation of the three
groups of FLWs in routine child immunisation and Vitamin A supplementation that
were assessed. The outcomes from the camps could not be accessed through primary

data as no camps were found being organised during the data collection phase.
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Table 3.7: List of methods that helped investigate actual FLWs' participation

in specific RCI, RVA, PC and VAC associated tasks and associated

outcomes.
Q.1 ANM, ASHA Sahyogini, AWW Participation Ou?czo-me
In-depth Interview FLW MCHND Register | MCHND
Survey | Observation| Review | Observation
ROUTINE CHILD IMMUNISATION (RCI)
Identify new-borns N NA NA
Register new-borns y NA NA
Prepare list of children to be immunised y N NA Actual
Mobilise caretakers of eligible children N N NA Child
Prepare AWC for MCHN day (cleaning, arranging and Immunisati
; ; P v v NA
setting up the place for immunisation ) on
Ensure vaccines availability at site N N NA Coverage
Ensure syringes and logistics availability N N NA on MCHN
Vaccinate children \ V NA day against
Manage medical waste N N NA Expected
Counsel and advice on MCHN day Y Y NA
Counsel and adviceother than MCHN days Y NA NA
Maintain immunisation register N N N
Report immunisation details N NA NA
ROUTINE VITAMIN A (RVA)
Ensure onsite Vitamin A solution availability N N NA
Give Vitamin A to children at site Y N NA NA
Record Vitamin A coverage data N N N
Report Vitamin A coverage data N NA NA
VITAMIN A CAMPAIGN (VAC)
Pre-camp training N NA NA
Mobilization and awareness generation Y NA NA
Arranging Vitamin A solution at site y NA NA NA
Administering the solution to those identified N NA NA
Recording and maintaining data on coverage \ NA NA
Reporting the coverage data N NA NA
POLIO CAMPS (PC)
Pre-camp training N NA NA
Community mobilization N NA NA
Booth activity \ NA NA NA
Door to door activity N NA NA
Record coverage data N NA NA
Report coverage data N NA NA
Receive incentives N NA NA
Note:
"\" symbolizes the use of particular method in understanding FLWs' participation in the specific task.
"NA" means non applicable
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Field observations

As VHND/MCHN day is a joint (ICDS-Health department) service delivery
mechanism at village level that expects frontline coordination in all (including RCI
and RVA) services, it was important to observe the actual participation of the three
groups of FLWs in RCI and RVA associated and expected tasks on the MCHN day.
The camps for child immunisation (PC) and Vitamin A (VAC) were not observed as
they are organised bi-annually and none were found during the data collection phase

of this study.

Observation checklist

The MCHN day observations were made using a checklist (Appendix2) that helped
observe FLWs' participation in the majority of tasks listed in Table 3.7 under RCI
and RVA, which were undertaken at the MCHN day. Apart from FLWs' participation
in RCI and RVA tasks, the checklist helped observe: 1) presence and total time spent
by the three groups of FLWs on MCHN day (indicator of their joint participation);
and 2) the proportion of due-listed children immunised on MCHN day (as an
outcome measure of frontline coordination). The MCHN day child immunisation
coverage was considered as an outcome indicator of good/limited frontline
coordination because the Government of Rajasthan expects FLWs to jointly ensure

immunisation of 80 to 100 per cent of due-listed children on each MCHN day?*® %"

%8 The checklist also had the scope to record additional observations on the joint

working of the three groups of FLWs.
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Site selection

As the MCHN days are organised monthly at the village level (at least once a month
in a tribal village with a population of 700 and non-tribal village with a population of
1000), the village selection was done using multistage purposive sampling. Fig. 3.7
presents the stages i.e. PHC, Sub-centre and village level, followed in the process of

selecting 16 villages from both the blocks of Udaipur district in Rajasthan.

Fig. 3.7: Multistage sampling

For selecting the PHCs, four (Channi, Baleecha, Pahada and Nayagaon) out of a total
six PHCs from the tribal blocks and four ( Dabhok, Khemli, Sakroda and Intali) out
of a total of ten PHCs from the non-tribal blocks were chosen to get a geographical
spread of the blocks. The PHCs with a high urban population were excluded as the

NRHM focuses on rural rather than urban areas.
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For the sub-centre selection, the list of all sub-centres under each PHC in the original
list of all PHCs in both blocks with the details on the presence, names, year of
posting and total population covered by the ANM, was obtained from each block
office. Of these, Sub-centres from selected PHCs that had no ANM posted, ANM on
leave, ANM that served the area for less than 3 years, and ANM who had been
managing a very small or large population compared to the national standards were
excluded. Finally, two sub-centres from each selected PHC, thus a total of 16 Sub-

centres from eight PHCs were selected.

For the village selection, the list of all villages under the selected eight PHCs, their
population, availability, name and total years of work experience of their AWWs and
ASHA Sahyoginis was prepared using data from the block officials and Census
2001. From this, all villages from the 16 selected sub-centres were identified and
villages with very large or very small population compared to the national norms,
with the absence and recent appointment (2008 onwards) of the AWWs and ASHA
Sahyoginis were excluded. Finally, one village from each selected sub-centre with
the ANM, ASHA Sahyoginis and AWW posted and working together for more than
three years were selected randomly. The average population size of selected tribal
villages was 735 and non-tribal was 1005. Hence each selected village was entitled
to conduct one MCHN day per month as per government norms. Finally, the selected
villages were assigned codes before data collection to ensure their confidentiality and
anonymity during various phases of data processing. The names of selected sub-

centres and villages are not identified in this thesis to ensure confidentiality. The

86



geographical spread of the selected villages from each block was ensured through

being derived from the sample of geographically spread PHCs.

Data collection

For planning field visits for MCHN day observations, the block Health departments
were approached to obtain the MCHN day annual and monthly micro-plan for their
area. These micro-plans included details of the day, date and location of MCHN day.
It was planned to observe one MCHN day from each selected village. The MCHN
days are usually organised on a Thursday in Rajasthan. The data collection period for
this part of the study was October-December 2011 that included 13 Thursdays. Since
the dates for the MCHN days in the remaining three selected villages coincided with
three of the 13 selected villages, it was decided that an additional field researcher

would be involved to observe the three overlapping MCHN days.

For identifying this field researcher, a Rajasthan based non-government organisation
(NGO) "Prayas Foundation" was selected and briefed about the study. The
curriculum vitae of all researchers proposed by the NGO were scrutinised for their
prior experience and engagement with: 1) maternal and child health and nutrition
projects and programmes:2) Health and ICDS department; 3) field work experience
in Rajasthan; and 4) field observations and surveys. Seven of a total of 12 proposed
field researchers were shortlisted for orientation and training. Three day training was
organised by me on study methods, tools, ethical aspects and practice session in the

field. At the end, one of the seven field researchers was excluded due to lack of
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competency, one of the remaining six was identified for three MCHN day
observations and all six participated in the beneficiary survey discussed in the next

chapter.

Since the government instructs the MCHN days to be conducted from 10 AM to 6
PM, the MCHN day sites were reached an hour before and left an hour after the
completion of the MCHN day. After field visits, meetings between the researchers
were organised for the three villages with overlapping MCHN days to discuss the
observations made, review field notes and checklists and write the summary of
findings for each MCHN day observed. The data from the checklist was entered in
an excel sheet whereas the open-ended responses were recorded separately for each
village. The data involved double data entry. The open-ended observations were

analysed to contextualise the findings.

Questionnaire based face-to face survey of FLWs
The MCHN day observation in each selected village was followed by the survey
within the next two days of one ANM, AWW and ASHA Sahyogini each from the

same village using a structured questionnaire.

Questionnaire design
The questionnaire was informed by the findings from the formative stage on
associated tasks and expected roles of the three groups of FLWs in the RCI, RVA,

PC and VAC process. Each set of questionnaires (Appendix3, 4 and 5) focussed on
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exploring "Which of the three FLWs participated (either in a primary or in
supportive role) in the key tasks involved in the process of RCI, RVA, PC and
VAC". Apart from this, the questionnaires had questions on the demographic profile
and joint training of FLWs on child immunisation and Vitamin A. These structured
bilingual (Hindi and English) questionnaires for ANMs, AWWs and ASHA
Sahyoginis were designed and piloted before their final field administration. The

pilots were done in a block other than Kherwada and Mavli to avoid any bias.

Respondents
Forty eight FLWs (16 ANMs, 16 ASHA Sahyoginis' and 16 AWWs- one from each
group from each village) from the 16 selected villages were targeted for this study.

FLWs from Mini-AWCs™"2® were excluded.

Data collection

The data collection took place from October -December 2011. The data from the
non-tribal block was collected first followed by the tribal block. A language
translator was recruited, trained and accompanied me in the tribal block with an
assumption that some FLWs might need translation of questions in their own dialect
rather than Hindi. However this was not the case and all FLWs were able to

understand and respond in Hindi.

Xvii

Mini-AWC is the village institution opened over 150-500 population in rural and 150-300 population in
tribal areas by ICDS. This institution is expected to provide all six services of ICDS by the mini-AWW
posted. The Mini-AWCs do not have separate ASHA Sahyoginis and ANMs but are to be served by the
ANM and ASHA Sahyogini of the main adjoining village.
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For the FLWs' survey, the selected FLWs were contacted for their consent,
appointment, time and place of the interview. Multiple visits and rescheduling
appointments were allowed in the design to accommodate the participants' schedule.
Each interview was conducted in a private (FLWs' residence) setting to ensure
confidentiality and enable them to express their views about the other coordinating
FLWs. Each questionnaire took about 30 minutes to complete and included
debriefing and question and answer session. A maximum of two FLWs were
interviewed per day as part of the FLW survey and 46 of the 48 FLWs took part in
this survey. One ASHA Sahyogini (non-tribal block) and one ANM (tribal block)

dropped out despite repeated attempts to meet them.

To ensure data rigour, each questionnaire was checked for any data gaps or errors
before leaving the field on the same day. The survey data from 46 respondents was
coded and entered in a spreadsheet at the end of the survey using double data entry.
The data was analysed at three levels i.e. difference between the three groups of
FLWs, difference between four services (RCI, RVA, PCs and VACs) and between

tribal and non-tribal villages.

Review of registers and records

The Government of Rajasthan expects ANMs to maintain a detailed service delivery
register (SDR) that includes data on child immunisation and Vitamin A
supplementation along with other village health information. Similarly, both ASHA

Sahyogini and AWW are expected to maintain child immunisation and Vitamin A
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supplementation registers at the AWC. The register is expected to have details on
routine child immunisation and Vitamin A supplementation whereas a separate
Vitamin A register is expected from FLWs on camp coverage. For PCs, this data is
entered on a separate database and submitted by the ANMs to the Health department

officials.

As a measure of coordination and to triangulate other study findings, it was decided
to check availability and match data on child immunisation and Vitamin A
supplementation between the registers maintained by the three groups of FLWs.
Singleton and Straits (1999) suggested such review of existing government data and
records as one strategy of social research®”’. But during FLW survey stage, it was
observed that only a common child immunisation register existed at the AWC
between ASHA Sahyogini and AWW in the selected villages. Also, though both
(SDR and AWC child immunisation register) aim to capture routine polio
vaccination data, these registers had single columns for "DPT-I/ OPV-I", "DPT II-
OPV II" and "DPT II-OPV III" rather than separate for OPV I, II and III which
made data match on polio vaccination impossible. No separate VAC and PC registers

were found in any of the 16 villages.
Finally data on BCG, DPT 1, II, III, measles and the 1st dose of Vitamin A for

children up-to the age of one year was reviewed, compared and matched between

ANM SDR and AWC child immunisation registers in each village. Fig.3.8 explains
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the procedure followed for matching child immunisation data. For Vitamin A data,

SDR and AWC child immunisation registers and completed data were reviewed.

It is also important to mention that this exercise had two components: Listing of
children up-to one year of age; and matching immunisation and Vitamin A
supplementation coverage data between ANM and AWC registers. The former
preceded the beneficiary survey (discussed in the next chapter) and the latter was

done at the end of data collection using multiple methods.
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Fig. 3.8: Procedure followed in the review of FLWs' child immunization registers for

understanding data coordination

Step-1 Village SDR and AWC child immunization register were collected from FLW survey respondents along with few other
registers (birth and death and supplementary nutrition register) from the AWCs. The photocopy of child imunization and Vitamin
A sections along with birth and death details of children from these registers were retained for analysis.

Step 2- Separate lists of all children born during past one year from the date of retriving the registers were prepared from each
register per village. These lists had the name of the child, parents (mother/father) and date of birth.

Step 3- A joint list of all children born within one year of age per village was prepared from all these registers. Total 188 tribal and
200 non-tribal infants were listed.

Step 4- The above list served two purposes i.e. a) this list was used for mothers' survey discussed in the next chapter and b) the
"availability "of childs' date of birth and parents' name and "match" of these details was checked between two registers namely-
ANM SDR and AWC child immunisation register for each village.

Step 5- Such data was found "available and matching" for 134 tribal and 144 nontribal children. These 134 tribal and 144 non-
tribal children were arranged village-wise in acsending order as per their age followed by sequencial selection of 50 per cent of
them from both types of villages.

Step 6- This led to a list of 67 tribal and 72 non-tribal children from 16 villages. Their eligibility for various vaccines (BCG, DPT I,

IT and III and measles) were ascertained considering their age in completed months.

Step 7- The immunization data for each child was compared between SDR and AWC registers for availability and match.

Step 8- Codes for data available in none/one/both registers and data available in both but matching/not matching in both were used
to classify and analyze the data. The data was analyzed using descriptive statistics (frequency and percentage) in Microsoft Excel.
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3.6

3.6.1

Results

The following sub-sections present the data obtained from various research
methods used in this part of the study. The FLW survey results are presented before
the MCHN day observations though carried out in the reverse sequence in the data
collection phase. This is because the FLW survey helped collect information on all
listed tasks under each of the four joint activities unlike MCHN day observations

that were limited to the routine than camp activities.

FLW questionnaire based survey

a. Demographic profile

The ANM and AWWs had a mean age of 39 years but those from tribal villages
were seven to eight years younger than their non-tribal counterparts (Fig.3.9). The
ASHA Sahyoginis were more than 10 years younger than their ANMs and AWWs
with a marginal difference between tribal and non-tribal villages. More than 75per

cent FLWs were married.

Fig. 3.9 Age of FLWs - tribal and non-tribal
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H Non-tribal

Self reported age in years

ANM ASHA AWW
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All FLWs were Hindu, of which over70per cent from all groups of FLWs in tribal
villages and 34per cent ANM and ASHA Sahyoginis in non-tribal villages belonged
to scheduled caste/tribes ™" (Fig.3.10). The remaining FLWs belonged to the

"general" or "other backward caste" categories.

Fig. 3.10:FLWs belonging to Scheduled
Caste/Tribe - tribal and non-tribal
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No ANM resided in the work village however 95per cent of the ASHA Sahyoginis
and 75per cent of the AWWs resided in the work village. The ANMs from tribal
villages resided 15 Kms closer to their work place compared to their non-tribal

counterparts.

The percentage of all the three groups of FLWs who had formal school education

above 10th standard was higher in tribal villages compared to their non-tribal

“iliCaste system is a social stratification (on the basis of labor and power) system in India that classifies
Hindus into Brahmins, Kshatriyas, Vaishyas, and Shudras. A group of people that were treated badly and
as untouchables by other castes were recognised by Indian constitution as Scheduled castes and tribes
whereas those that were economically deprived were known as "Other backward castes" (Wikipedia).
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counterparts i.e. 20per cent more for ANMs, 49per cent for ASHA Sahyoginis, 25per
cent for AWWs(Fig.3.11)**. Twenty-four per cent more ASHA Sahyoginis had
formal school education above 10th standard compared to their AWWs in tribal
villages. In non-tribal villages, two percent more ASHA Sahyoginis had formal

school education above 10th standard compared to their AWWs.

Fig.3.11: Educational status of the FLWs-tribal and
non-tribal
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Work experience of ANMs and AWWs was five to six years more in tribal compared

to non-tribal villages (Fig.3.12).

“*In India, the school education system includes three stages i.e. primary school (1st-5th standard), secondary
school (6th-10th standard), higher secondary/senior secondary school (11th-12th standard). In some states,

9th and 10th standard are also called high school.
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Fig. 3.12 Work experience of the FLWs - tribal
and non-tribal
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The ASHA Sahyoginis and AWWs were asked if they were related to the local
political leaders. While 13per cent of AWWs working in both the tribal and non-
tribal areas were related to local political leaders, 25per cent of the ASHA
Sahyoginis who worked in the tribal areas compared to 43per cent of those working
in the non-tribal areas were related to local politician. The ANMs were not asked this
question as they are selected and appointed by the Health department officials rather

than the local political leaders.

The results show that FLWs in the tribal villages were on the whole younger,
belonged to similar caste groups (scheduled caste/tribes), more educated and have
worked for a longer time in the village than those in non-tribal villages. It was also
interesting to note that almost double the proportion of ASHA Sahyoginis working in

the non-tribal areas were related to local politicians.
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b. Joint training

Only 15per cent of 46 FLWs said they had received any joint training (other than
for PC and VACs) where the three groups were present. This proportion was 13per
cent more for tribal (22per cent) compared to non-tribal (9per cent) villages. ASHA
Sahyoginis appeared to have received more joint training with the ANMs than with
AWWs in both-tribal and non-tribal villages (Fig.3.13). Joint training of ASHA
Sahyoginis with both groups of FLWs were more in tribal compared to non-tribal

villages.

Fig. 3.13 Joint training of ASHA Sahyoginis -
tribal and non-tribal
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c. Routine child immunisation (RCI)

Table 3.8 presents the actual participation (in primary or supportive role) of ANMs,
ASHA Sahyoginis and AWWs in 13 RCI associated tasks. Of these 13, ANMs were
expected to participate in nine, ASHA Sahyoginis in 12 and AWWs in 11 tasks. The
data presented shows the actual participation of each FLW in each expected task as
indicated by her other two co-worker FLWs in both-tribal (T) and non-tribal (NT)

villages.
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Table 3.8: Expected vs. actual participation of each FLW as indicated by her other two coordinating FLWs in various

key tasks followed in the process of routine child immunisation

ANM ASHA Sahyogini AWW
S0 Key Tasks T NT | Total T NT | Total T | NT | Total
o Expected| n=16 | n=15 [ N=31 [Expected| n=15 | n=16 | N=31 [Expected|n=15[n=15| N=30
() | (0) | () (o) | (%) | (%) (o) | %) | (%)
1 | Identification of newborns Unclear | 0 0 0 \ 53 44 48 \/ 0 7 3
2 | Registration of newborns \/ 100 | 100 | 100 Y 53 44 48 v 20 | 47 | 43
3 | Listeligible children for immunisation on MCHN day (Due-list) \/ 56 40 48 \ 20 13 16 Unclear 0 0 0
4 | Mobilising community for MCHN day Unclear 0 0 0 y 93 88 90 \ 0 7 3
5 | Prepare AWC for MCHN day Unclear 0 0 0 Y 13 19 16 S 20 | 27 23
6 | Arranging vaccines \ 75 40 58 y 7 ol 4 \ 0 0 0
7 | Arranging syringes and other logistics for MCHN day \/ 100 | 93 97 Y 0 0 0 \ 0 0 0
8 | Vaccinate children \/ 100 | 100 | 100 No Role 0 0 0 No Role 0 0 0
9 | Manage medical waste \ 38 53 7 y 13 6 10 \ 0 0 0
10 | Counsel beneficiaries on MCHN day S 63 53 53 Y 13 6 10 \/ 13 7 10
1 Counsel beneficiaries on child immunisation other than MCHN Unclear N N
days 19 7 13 20 19 19 0 0 0
12 | Maintain child immunisation register \/ 100 | 100 | 100 Y 53 25 39 \/ 33 | 40 37
13 | Report child immunisation details \ 5 167 | 71 \ g7 | 88 | s8 \ 33|27 | 30
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Over 70 per cent of the ASHA Sahyoginis and AWWs reported their ANMs'
participation in six of the nine expected tasks though less than60per cent reported her

participation in the following two (due-list and counselling beneficiaries).

Over 85 per cent of the ANMs and AWWs reported ASHA Sahyoginis' participation
in two (community mobilisation and reporting) but less than50 per cent reported her
participation in half (identify newborn, register newborn, prepare due-list, counsel
community on MCHN day, counsel community other than MCHN day, maintain

child immunization register) of the total 12 expected tasks.

Less than50 per cent of the ASHA Sahyoginis' and ANMs reported AWWs'
participation in all 11 expected tasks. Their limited participation in six of total 11
expected tasks (identifying new-borns, registering new-borns, counselling on MCHN
day, and counselling on other than MCHN day, maintaining registers and report

coverage) indicated their overall limited participation in RCI compared to the ANMs

and ASHA Sahyoginis.

The limited participation of all the three groups of FLWs in vaccine arrangement was
due to the task being entrusted to another health department's staff in the recent past
as indicated by 35 per cent of the respondents. The low participation of AWWSs and
ASHA Sahyoginis in AWC preparation was due to over70 per cent of the

respondents that said that this task was primarily done by "Any other" i.e. AWWs'
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helper® than FLWs. The less than 50per cent of the ASHA Sahyoginis and AWWSs'
participation in arranging logistics and managing medical waste could be due to the
primary role and good participation of the ANM seen in these two tasks whereas the
limited participation of AWWSs in community mobilisation could be due to the

primary role and good participation of ASHA Sahyoginis' in this task.

ANMs' participation in a majority of the expected tasks (six out of nine) was
proportionately more in tribal compared to the non-tribal villages. Similarly, ASHA
Sahyoginis' participation in a majority of the expected tasks (nine out of 12) was
proportionately more in tribal compared to the non-tribal villages, with the exception
of participation in preparing AWC for MCHN day (19per cent in non-tribal
compared to 13per cent in tribal) and reporting child immunisation details (88per
cent in non-tribal compared to 87per cent in tribal). However, this was not the case

with AWWs (Fig. 3.14).

The Anganwadi helper is a female staff from ICDS stationed at each Anganwadi Centre under the
Anganwadi Worker. The Anganwadi helper is usually with minimum five years of formal school
education. The helper is expected to help AWW in cooking food for visiting children , maintaining the
AWC and managing visiting children.

101



Fig. 3.14 AWWs' participation in RCI tasks - tribal and
non-tribal
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d. Polio camps(PC)
Table 3.9 presents the actual participation (in primary or supportive role) of ANMs,
ASHA Sahyoginis and AWWs in six PC associated tasks. Of these six, ANMs were
expected to participate in all, ASHA Sahyoginis in three and AWWs in four tasks.
Although policy or programme documents reviewed did not mention financial
incentives to participating FLWs, but since this was mentioned by 12 FLWs

interviewed, it was included as part of the PC process.
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Table 3.9: Expected vs. actual participation of each group of FLW in listed tasks associated with polio camps

ANM ASHA Sahyogini AWW
S. No. Key Tasks T NT Total T NT Total T NT Total
Expected | n=16 | n=15 | N=31 | Expected | n=15 | n=16 | N=31 | Expected | n=15 | n=15 | N=30
(%) (%) (%) (%) (%) (%) (%) (%) (%)
! Pre-camp training v 100 | 100 | 100 | Urelear 60 1 100 | 100 v 100 | 100 100
) Community mobilisation N N N
for camps 81 80 84 93 75 84 100 | 100 100
3 Booth activity v 100 | 100 | 100 v 100 | 81 90 v 80 93 87
4 | Door to door activity v 100 | 100 | 100 v 100 | 81 90 v 80 93 87
5 Record coverage data \ 100 100 100 Unclear 47 25 36 Unclear 40 47 43
Camp coverage data and
6 report v 100 | 100 | 100 | Unclear | 4 25 36 | Unclear |y, 47 43
* Receive incentives Not Not Not
found 100 | 100 | 100 | found 100 | 81 90 found 80 93 87
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Over 80 per cent ASHA Sahyoginis and AWWs reported the ANMs' participation in
all six expected tasks. All ANMs were reported to be receiving financial incentive

for participating in PCs.

Over 80 per cent of the ANMs and AWWSs reported their ASHA Sahyoginis'
participation in all three expected tasks. Though the participation of ASHA
Sahyoginis in the pre-camp training, recording and reporting camp coverage data was
unclear from the policy review, all ANMs and AWWs said that their ASHA
Sahyoginis participated in the training with one third responding that their ASHA
Sahyoginis participated in recording and reporting coverage data. All ASHA
Sahyoginis were reported to be receiving financial incentives for participating in

PCs.

Over 85 per cent ANMs and ASHA Sahyoginis reported their AWWS' participation
in all four expected tasks. Like ASHA Sahyoginis, though policy review did not
provide clarity on AWWSs' role in recording and reporting PC coverage data, 43 per
cent of the AWWs were still reported as participating in this task. All AWWs were

reported to be receiving financial incentives for participating in PCs.

No tribal and non-tribal difference was seen in ANMs' participation in five of the
six expected tasks, the exception was community mobilisation where one per cent
more tribal than non-tribal ANMs' participation was noted. The ASHA Sahyoginis'

participation was proportionately better in tribal than non-tribal villages except in
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pre-camp training where both areas reported 100 per cent participation. AWWSs'
participation was found to be better in non-tribal compared to tribal villages in all
expected tasks except pre-camp training and community mobilisation where both

areas reported 100 per cent participation.

. Routine Vitamin A supplementation (RVA)

Table 3.10 presents the actual participation (in primary or supportive role) of
ANMs, ASHA Sahyoginis and AWWs in four RVA associated tasks. Of these four,
ANMs were expected to participate in all, ASHA Sahyoginis in two and AWWSs in

three tasks.
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Table 3.10: Expected Vs. actual participation of each group of FLW in listed tasks followed in the process of routine Vitamin A

supplementation
ANM ASHA Sahyogini AWW
S.No. | Key Tasks T NT Total T NT Total T NT Total
Expected n=12 n=11 N=23 Expected n=11 n=13 N=24 Expected n=15 n=14 N=29
(%) (%) (%) (%) (%) (%) (%) (%) (%)
1 Solution Arranged on site Unclear N
by \ 83 82 83 0 0 0 20 29 24
2 Solution administered by N 9 12 37 Unclear 9 0 4 Unclear 0 14 7
3 Coverage data maintained N N
by \ 50 36 44 36 15 25 13 14 14
4 Coverage data reported by N 4 36 39 \ 36 15 25 \ 13 14 14
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Over 80 per cent ASHA Sahyoginis and AWWs reported ANMSs' participation in
two tasks (arranging and giving Vitamin A to children) though less than 50 per cent
reported her participation in two other tasks (registering and reporting coverage
data). Only a quarter of the ANMs and AWWs reported ASHA Sahyoginis'
participation in two expected tasks (registering and reporting coverage data). Less
than 24per cent ANMs and ASHA Sahyoginis reported AWWSs' participation in
three expected tasks (arranging Vitamin A, registering and reporting coverage
data). The reason for limited participation of AWWSs in arranging Vitamin A
solution at the immunisation site could be due to primary role and good

participation of the ANM in this task.

ANMs and ASHA Sahyoginis' participation were proportionately better in tribal
compared to non-tribal villages. However, this was not the case with AWWs where

the proportion of participation was higher in the non-tribal villages in all tasks.

Vitamin A campaigns (VAC)

Table 3.11 presents the actual participation (in primary or supportive role) of
ANMs, ASHA Sahyoginis and AWWs in six VAC associated tasks. Of these six,
ANMs were expected to participate in three, ASHA Sahyoginis in three and AWWs

all six tasks.
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Table 3.11: Expected Vs. actual participation of each group of FLW in listed tasks followed in the process of Vitamin A

supplementation through campaigns

ANM ASHA Sahyogini AWW
No. | Key Tasks T NT Total T NT Total T NT Total
Expected | n=14 | n=15 | N=29 | Expected | n=14 | n=14 | N=28 | Expected | n=14 | n=13 N=27
(%) (%) (%) (%) (%) (%) (%) (%) (%)
0 0 0 Unclear | 43 36 39 v 3 39 41
1 Pre-campaign training Unclear
Community N N
2 mobilisation by Unclear 0 0 0 29 14 21 29 23 26
Solution arranged on Unclear N
3 site by \ 29 27 28 36 21 29 71 69 70
Solution  administered Unclear N
4 by No role 0 0 0 64 57 61 50 46 48
Coverage data N N
5 maintained by \ 14 13 14 50 43 46 43 39 41
Coverage data reported N N
6 by \ 7 0 4 50 29 39 29 31 30
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The survey results showed that 42 of 46 FLWs (88per cent) responded that the
VACs were organised in their villages. Of these 42, only 18 (43per cent) of the
FLWs said that training was organised before VACs in their area. All 18 FLWs
indicated the joint participation of ASHA Sahyoginis and AWWSs in pre-camp
training in tribal villages compared to 38per cent in non-tribal villages. Nil ANM
participation was mentioned in these training in both-tribal and non-tribal villages.
Hence the data showed limited organisation of pre-camp training for VACs by the

state government rather than limited participation of FLWs in such training.

Less than 28 per cent of AWWs and ASHA Sahyoginis reported ANMSs'
participation in all the three expected tasks (arranging Vitamin A solution on site,
recording and reporting coverage data). ANMs' limited participation in arranging
Vitamin A solution on site could be due to the primary role and good participation

of the AWWs in this task.

Less than 50 per cent of the ANMs and AWWs reported ASHA Sahyoginis'
participation in all three expected tasks (community mobilisation, coverage data
recording and reporting). However, despite unclear policy guidelines on ASHA
Sahyoginis' participation in arranging and providing Vitamin A solution to eligible
children, 29 per cent and 62 per cent ASHA Sahyoginis' participation was reported

by their ANMs and AWWs in these two tasks respectively.
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Less than 50 per cent of the ANMs and ASHA Sahyoginis reported AWWs'
participation in four (community mobilisation, giving Vitamin A to children,
recording and reporting data) of the total six expected tasks. However, 70 per cent
of the ANMs and ASHA Sahyoginis indicated that AWWs participated in arranging

Vitamin A solution on site.

The ANMs, ASHA Sahyoginis and AWWSs' participation was proportionately better

in tribal than non-tribal villages in majority tasks.

Summary: The survey results showed:

e FLWs in the tribal villages were on the whole younger, with less caste based
differences, more educated and had worked for a longer time in the village than
those FLWs in non-tribal villages. It was also interesting to note that almost
double the proportion of ASHA Sahyoginis working in the non-tribal villages
were related to local politicians.

e More joint training of the three groups of FLWs for PCs were held than routine
service delivery and VACs. Relatively more joint training between either groups
of FLWs in tribal over non-tribal villages were reported.

e Better participation of all groups of FLWs in PCs than the other three activities
was seen.

e In RCI, limited participation of ASHA Sahyoginis and AWWs in about half the
expected tasks, limited ANMSs' participation in due-lists whereas limited

participation of all the three groups of FLWs in the counselling task was seen.
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e In Vitamin A supplementation(RVA and VACs), limited FLWs' participation in
data recording and reporting, though better participation in service provision
(arranging and giving Vitamin A) was seen.

e Better participation of ANMs and ASHA Sahyoginis from tribal villages in the
majority of activities (RCI, RVA, VACs) and tasks, though mixed results for

AWWs were seen.

3.6.2 Field observations
Four aspects of FLWs' participation : 1) presence in MCHN days;2) participation in
RCI tasks on MCHN day;3) participation in RVA tasks on MCHN day; and 4) total

children immunised against due-listed on each MCHN day were observed.

a) FLWs' presence: It was observed that 63 per cent (five tribal; five non-tribal) of
the 16 MCHN days were attended by all three groups of FLWs. ANMs were
present on all days both at the tribal and non-tribal villages, 88per cent of the
ASHA Sahyoginis and 75per cent of the AWWs were present at both the tribal and
non-tribal villages. The maximum time spent by any group of FLW in MCHN day
was about four hours despite government expectation that the event should be for

eight hours®’".

On average, the ANMs spent more time in the event at the tribal
villages but ASHA Sahyoginis and AWWs spent more time in the event at the non-
tribal villages. The AWWs spent the least time on site followed by the ANMs and

ASHA Sahyoginis.
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Table 3.12: FLWs' participation in RCI tasks as observed in 16 MCHN days

Non-
. Tribal | tribal | Total
Tasks in RCI n=8 n=8 N=16

No Participants (%) (%) (%)
C . IASHA Sahyogini 50 25 38

%n\?{fniizfir;) rlpar‘uclpatlng in AWC preparations before AWW 38 3 5

1 Any Other 63 75 69
2 | Number of sites where due-list was seen 88 75 81
. . ANM 88 75 80

o, | Duelistpresent with ASHA Sahyogini | 38 13 25
Response of mother (1) on "who informed her about ASHA Sahyogini 100 75 88

MCHND" AWW 0 13 6

3 IAny Other 0 13 6
Response of mother (2) on "who informed her about ASHA Sahyogini 100 63 88
MCHND" AWW 0 25 13

Any Other 0 13 13

Vaccines arranged on site by ANM 63 88 75

4 Any Other 38 13 25
5 | Syringes and other logistics arranged by ANM 100 100 100
6 | Vaccination done by ANM 100 100 100
7 | Medical waste management supported by QIS\IIIJ\[A A Sahyogini 13080 11030 12050

MCHN days with counselling/advice in group/in-person on child

8 | immunisation were observed 38 25 31
ANM 38 25 31

FLWs seen participation in counselling/advice IASHA Sahyogini 13 25 13

a AWW 13 13 13
IANM SDR 100 100 100

Child immunisation registers seen on site AWC Register 63 25 44

IASHA Register 0 0 0
9 Cases where following registers were getting filled on site ii\i}\é Islle);ster 15000 12050 13080
a | ANM SDR filled by ANM 100 100 100
Cases where AWC register was seen being filled by |ASHA Sahyogini 38 25 31

b | following FLWs AWW 13 0 6

b) Tasks in RCI: Table 3.12 presents the observed participation of the three groups of

FLWs in nine RCI associated tasks. Of these nine, ANMs are expected to

participate in seven, ASHA Sahyoginis in eight and AWWs in seven tasks. The

observations validated the FLW survey findings in relation to all the three groups.

Firstly, it showed ANMs' good participation (more than 75per cent) in four tasks

(syringes and other logistics on site, administering vaccines, waste management
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and maintaining child immunisation records) but limited in one (counselling) of the
total seven expected tasks. In the other two tasks (due-list and vaccine
arrangement), though the FLW survey showed 48 per cent and 58 per cent of the
ANMSs' participation, the observations showed 80 per cent and 75 per cent

respectively.

Secondly, the observation also showed ASHA Sahyoginis' limited (less than 40 per
cent) participation in seven (due-list, AWC preparation, vaccine arrangement,
logistics arrangement, waste management, counselling and register maintenance)
but good (88 per cent) participation in community mobilisation. Finally, the
observation showed AWWs' limited (less than 40 per cent) participation in all
seven expected tasks (community mobilisation, AWC preparation, vaccine
arrangement, logistics arrangement, waste management, counselling and register

maintenance) thus validating FLW survey results.

Limited participation of ASHA Sahyoginis and AWWs in AWC preparation and its
reason mentioned in FLW survey results was validated by observation findings that
showed this task performed by AWC helper in 69 per cent of the villages. Limited
participation of ASHA Sahyoginis and AWWSs in vaccine, logistics and waste
management tasks could be due to primary responsibility and good participation of

the ANM in these tasks.
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On tribal and non-tribal comparison, the observations validated FLW survey
findings by showing better ANM participation in due-list and counselling tasks in
tribal compared to non-tribal villages but showed no tribal and non-tribal difference
in the remaining tasks where the FLW survey showed better participation in tribal
than non-tribal villages. The observations validated FLW survey results showing
better ASHA Sahyoginis' participation in tribal than non-tribal villages in the
majority (due-list, community mobilisation, waste management and register
maintenance) of expected tasks. The observations triangulated the FLW survey
which showed mixed results for AWWSs. Of the seven expected tasks, observations
showed no tribal and non-tribal difference in AWWSs' participation in four tasks
though her better participation in two tasks (AWC preparation and recording data)

in tribal villages and one task (community mobilisation) in non-tribal village.

Tasks in RVA: Table 3.13 presents the observed participation of FLWs in three
RVA associated tasks. The children eligible for receiving the first dose of Vitamin

A were found in 11 (69 per cent) of 16 villages.

The observations validated the FLW survey finding showing good (more than 68
per cent) ANMs' participation in service provision (arranging and providing
Vitamin A to children on site) but limited (less than20 per cent) participation in
recording the coverage data. Similarly, the observations validated FLW survey
findings for ASHA Sahyoginis and AWWSs showing their limited participation in

service provision and data management (less than20 per cent).
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The MCHN day observations and FLW survey results confirmed limited
participation of all the three groups in RVA data recording. Marginally better data
management was observed in non-tribal than tribal villages in both-ANM and

AWC registers contrary to the FLW survey findings.

Table 3.13: FLWs' participation in RVA tasks as observed in MCHN days
Tribal | Non- | Total

S.no. | Key observations (%) | tribal | (%)
(%)
1 Vitamin A solution arranged by ANM 75 63 69
Tribal (n=8), Non-tribal (n=8); Total (N=16) IAny other 25 38 31
) Number villages where children eligible for Vitamin A 1st dose were 75 63 69

due-listed Tribal (n=8), Non-tribal (n=8); Total (N=16)
Number of villages where eligible due-listed children were given | 100 100 100
Vitamin A solution. Tribal (n=6), Non-tribal (n=5), Total(N=11)
Vitamin A solution to eligible due-listed children given 100 100 100
4 by IANM
Tribal (n=6), Non-tribal (n=5), Total(N=11)
Number of villages where data on Vitamin A coverage of ANM SDR 17 20 18
eligible due-listed children was recorded in following 17 20 18
registers
Tribal (n=6), Non-tribal (n=5), Total(N=11) IAWC Register

d) Immunisation coverage as an outcome: Of the 16 villages, no due-list was
available in three villages. Of these 13, five (38 per cent) achieved the target of
immunising more than 80 per cent due-listed children on the MCHN day
(Fig.3.15). This included three tribal (43 per cent) and two (33 per cent) non-tribal
villages. Among the remaining four (57 per cent) tribal villages, the coverage
varied between 30 per cent to 75 per cent whereas in four (67 per cent) non-tribal
villages it varied between 30 per cent to50 per cent. The mean coverage was 15 per

cent more in tribal than non-tribal villages.
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Fig. 3.15 - Immunisation coverage on MCHN days-
tribal and non-tribal
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Summary: The MCHN day observations showed
e Limited joint presence and time spent by the three groups of FLWs on MCHN
days;
e Poor (though more in tribal than non-tribal villages) child immunisation
coverage on MCHN days;
e Validated FLW survey results by showing -
- Good participation of ANMs in RCI (except counselling) and RVA (except
data recording),
- Limited participation of ASHA Sahyoginis (except community mobilisation)
and AWW in RCI and RVA,
- Limited participation of the three groups of FLWs in RVA data recording

and counselling on MCHN days,
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- Better/ equal status of tribal with non-tribal villages in terms of ANMs and
ASHA Sahyoginis' participation in almost all RCI and RVA observed tasks

though mixed results on AWWs' participation in RCI and RVA.

3.6.3 Review of FLWs' registers and records

The objective of this exercise was to understand data coordination between the three
groups of FLWs on child immunisation and Vitamin A supplementation and

triangulate FLW survey and observation findings.

RCI: Fig. 3.16 shows vaccine coverage data "available and matching" for all listed,
eligible and sequentially selected infants for each vaccine from the study villages. It
was observed that the data availability on all the vaccines was better in ANMs' SDR
than AWC registers. The data "availability and match" between ANM SDR and
AWC register was poor (less than 40 per cent) for all vaccines. The data "availability
and match" was better in tribal than non-tribal villages for all vaccines except

measles.
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Fig. 3.16 - Vaccine coverage data found 'available
and matching' in ANM SDR and AWC child
immunisation registers
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b) Vitamin A: It was observed that all 16 ANMs but only 11 AWCs (six tribal; five
non-tribal) were using formal child immunisation registers and remaining five AWCs
were not using the official registers but were writing it down on paper that had no
provision/columns for recording Vitamin A coverage data. No separate Vitamin A
register/list was found with any ANM or AWCs. Table 3.14 compares the ANM
SDRs and AWC child immunisation registers that had provision for recording

Vitamin A coverage data for various doses.
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Table 3.14: ANMs' SDR and AWC child immunisation registers with

columns available for reporting various doses of Vitamin A

o ANM SDR AWC Register
Vitamin A Tribal Non-tribal Total Tribal Non-tribal Total
Dose n=8 n=8 N=16 n=6 n=>5 N=11*
(%) (%) (%) (%) (%) (%)
First 100 100 100 100 60 80
Second 88 38 63 83 40 62
Third 88 38 63 83 40 62
Fourth 88 38 63 83 40 62
Fifth 88 38 63 83 40 62
Sixth 88 38 63 17 40 29
Seventh 88 38 63 17 40 29
Eighth 88 38 63 17 40 29
Ninth 88 38 63 17 40 29
Note: "n" is the number of ANM and AWCs that were using formal rather than handmade registers
to record data.

All tribal and non-tribal ANM SDRs had columns to record Vitamin A first dose
data but varied in availability of columns for the remaining doses. Wide variation
existed between tribal and non-tribal AWC child immunisation register formats for
all doses. Variations existed between ANM and AWC registers for the majority of
doses. Such discrepancies that were observed in ANMs' SDR and AWC child

immunisation register formats limited the data matching exercise for Vitamin A.

For Vitamin A coverage data recoded by the FLWs, Table 3.15 presents the tribal
and non-tribal comparison of the number of ANM and AWC registers that had
columns for recording various Vitamin A doses against the proportion of those that

did maintain the data for more than 50 per cent eligible children for each dose.
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Table 3.15: ANM and AWC formal child immunisation registers that had

columns and data for more than 50 per cent eligible children for various

doses of Vitamin A
ANMs' SDR AWC Register
Tribal | Non-tribal Tribal Non-tribal
Eligible Eligible
Eligible | Datarecorded | Eligible |Data recorded| AWC Data recorded AWC  Data recorded
Vitamin A (1- SDRs for >50 % SDRs for >50 % registers for >50 % registers for >50 %
9 doses) ) (%) () (%) () (%) () (%)
First 8 13 8 0 6 17 3 0
Second 7 14 3 0 5 0 2 0
Third 7 0 3 0 5 0 2 0
Fourth 7 0 3 0 5 0 2 0
Fifth 7 0 3 0 5 0 2 0
Sixth 7 0 3 0 1 0 2 0
Seventh 7 0 3 0 1 0 2 0
Eighth 7 0 3 0 1 0 2 0
Ninth 7 0 3 0 1 0 2 0

Table 3.15 shows that: 1) less than 18percent of ANMs and AWCs from both tribal

and non-tribal villages maintained Vitamin A Ist dose coverage data for

overSOpercentof eligible children; 2) data availability on the 1st dose was

comparatively better in tribal than non-tribal villages in both-ANM and AWC

registers; and 3) data recording despite availability of columns in the reporting

formats was poor for all other doses in both registers in tribal and non-tribal

villages.

Summary: The register review results showed

e Poor data availability in AWC registers that resulted in poor data match

between ANM SDR and AWC registers on all vaccines. The data "availability
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and match" was comparatively better in tribal than non-tribal area on all
vaccines (except measles).

e Non-uniform formats and poor data recording was noted on all doses of
Vitamin A by both ANMs and AWW/ASHA Sahyoginis in tribal and non-
tribal villages though the "data availability" on 1st dose of Vitamin A (RVA)
was comparatively better in tribal than non-tribal villages in both-ANM SDRs
and AWC registers.

e Validated FLW survey and MCHN day observation results on poor
maintenance of child immunisation data by the AWWs and ASHA
Sahyoginis, poor maintenance of Vitamin A data by all groups of FLWs and
comparatively better data maintenance in tribal than non-tribal villages in

both the cases.

3.7 Discussion

Fig.3.17 summarises the findings on participation of the three groups of FLWs in

RCI, RVA, PACs and VACs and the associated outcome.
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Fige. 3.17: Summarv of frontline narticination and outcomes from mixed methods and government guidelines

Joint training with
good joint Limited joint training(other than pre-PC and Pre VAC) of three FLWs*
participation
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and AWW participation in participation in
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tasks
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ASHA (T>NT) ASHA (T>NT) ASHA (T>NT)
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Incentives to all
participating groups
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"T"- Tribal, NT- Non-tribal

ok ASHA, State Institute of Health and Family Welfare, Government of Rajasthan, Jaipur, Rajasthan, India. Web link: httpi/ / WWW.SihfWI‘aj asthan.com/ppts/ full/ ASHApdf

Hokk No government guideline on incentives for any FLW group for VACs was found
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Fig. 3.17 shows good frontline coordination in PCs that was characterised by joint
pre-camp training, joint community mobilisation, joint booth and door to door
service delivery, incentives to all FLW groups along with the participation of ASHA
Sahyoginis and AWWs in data recording and reporting despite unclear guidelines and

role duplication in some PCs associated tasks.

In the routine service delivery (RCI, RVA), limited FLW coordination was
characterised by
e Limited joint training of FLWs,
e Absenteeism of ASHA Sahyoginis and AWWs and inadequate time spent by all
the three groups during MCHN days,
e Good ANM participation in majority tasks (except data management in Vitamin
A) but limited ASHA Sahyoginis and AWWSs' participation in the majority tasks
e Poor RCI data "availability and match" between ANM and AWC registers,
e Non-uniform register formats and limited participation of the three groups of
FLWs in RVA data management,
e Overall poor participation of the three groups of FLWs in counselling on and
other than MCHN days,
¢ Incentives to only ASHA Sahyoginis compared to the other groups and

e Unmet targets of child immunisation in MCHN days (outcome).
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Similarly, the VACs were characterised by limited joint training, limited frontline
participation in community mobilisation, data management and no incentives to any

participating FLW groups.

Apart from this primary data on the limited FLW participation ("process") in routine
service delivery and immunisation coverage on MCHN days ("outcome"), the
secondary data (NFHS III) also show the overall dismal state of child immunisation
and Vitamin A coverage in Rajasthan compared to India as a whole (Fig. 3.18). The
NFHS III data also show better coverage of polio compared to DPT, measles and

Vitamin A at the state and national level.

Fig.3.18: India vs. Rajasthan comparison of child
immunisation and vitamin A coverage ® India
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(Source: NFHS 111, 2005-06, India: Volume II, Mumbai-IIPS)
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The poor Vitamin A coverage as shown by NFHS III means overall poor coverage
("outcome") of children through both-RVA and VAC thus substantiating the limited
frontline participation in Vitamin A supplementation as found in this study.
Similarly, the fact that 20percent more children received polio vaccine compared to
DPT vaccine despite the rule that three doses of polio and DPT vaccine are given
together to each eligible infant during routine immunisation process also

substantiates the better frontline participation in PCs.

Such better frontline participation and outcomes in polio than any other vaccine can
be explained by some findings from this study. It appears that joint training,
incentives to all participating groups of FLWs and political will are the important

drivers of frontline participation in the joint activities.

Good frequency and joint attendance of FLWs in PC training compared to limited
frequency and hence poor joint participation of FLWs (mainly ASHA Sahyoginis and
AWW) in VACs underlines the association of joint training with the good frontline
coordination in PC compared to VACs. Similarly, limited organisation and hence
participation of the three groups of FLWs in joint training for routine service delivery

(RVA and RVA) underlines limited frontline participation in RCI and RVA.

Provision for incentives to all groups of FLWs for participating in PCs, no
government policy on incentives to any FLW group for participation in VACs and a

policy on incentives for only ASHA Sahyoginis for organising MCHN day (RCI and
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RVA) can also explain the good frontline coordination in PC rather than RCI, RVA
and VACs®"%. Better ASHA Sahyoginis' participation in community mobilisation and
data reporting (the two tasks directly monitored by her supervisors to decide her
incentives) in RCI than in any other RCI expected task further strengthens the
argument on the contribution of incentives in ensuring frontline participation in

coordination dependent activities.

Perhaps the national and states' political will on eradication of polio as part of their
commitment to the international community could also be a contributory factor
resulting in better frontline coordination in this activity*”>. Such political will could
have contributed to the states' provision and funding of joint training and incentives
for PCs. The polio camp model was also integrated with periodic monitoring and
surveillance and mass media campaigns for peoples' awareness.Such a programme
design itself is indicative of governments' seriousness on polio eradication from the
country. On the contrary, the issues of non-uniformity of Vitamin A registers, poor
data recording by any group of FLW on its coverage, limited joint training and no
incentives for Vitamin A indicate lack of political will, hence funding, infrastructure,

monitoring and supervision of frontline coordination in Vitamin A supplementation.

While comparing tribal and non-tribal villages, the relatively better frontline
participation (especially ANMs and ASHA Sahyoginis) in the majority of activities
and tasks along with better child immunisation coverage on MCHN day (outcome) in

tribal compared to non-tribal villages can also be explained through the demographic
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and political differences in the types of study villages. The tribal villages were
characterised by younger, more educated, more experienced ANMs who lived closer
to their work villages than the non-tribal ANMs. Similarly, the ASHA Sahyoginis
from tribal villages were more educated and smaller proportions were related to the
political leaders compared to their non-tribal counterparts. Moreover, fewer caste
differences among the three groups of FLWs in tribal compared to the non-tribal
villages, especially in Rajasthan context where the caste system is strictly followed,
could be an important factor for better coordination amongst FLWs in tribal than

non-tribal villages.

But for AWWSs' limited participation in majority activities and tasks in both-tribal and
non-tribal villages, the reasons had to be beyond age, total years of on-job experience
and distance of residence from the work village. This is because the average age of
AWWs was same as their ANMs, their on-job work experience was more than even
ANMs and majority stayed in the work village than travel from distant locations.
Limited education and role clarity along with role duplication and lack of
accountability of either ASHA Sahyoginis or AWWs to perform joint tasks appear to

be some reasons that could have affected their participation in joint activities.

The institutional and developmental initiatives, apart from the personal and
professional reasons explained above, can also explain the tribal and non-tribal
difference found in this study. The government of Rajasthan and the World Banks'

joint project on "Rajasthan Health Systems Development" since 2004 has been
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working to improve service availability, quality, demand and access in six tribal
districts of Rajasthan, including Udaipur (the study district)*”*. This project involves
the ICDS and Health departments to strengthen existing systems (including
infrastructure, human resources, training and incentives) and generate demand with
improved service outreach. The RCH II programme implementation plan also has a
focus plan for tribal areas with earmarked funding?””>. The NRHM has posted a
second ANM in addition to the existing ANM in the majority tribal villages. This
initiative also could have improved the frequency of joint meetings and hence

coordination between the FLWs in tribal compared to the non-tribal villages.

128



CHAPTER 4

PARTICIPATION OF FRONTLINE WORKERS IN
CHILD IMMUNISATION AND VITAMIN A
SUPPLEMENTATION-EVIDENCE FROM THE
MOTHERS' SURVEY
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4.1

4.2

Introduction

As programme beneficiaries are important stakeholders that interact with and are
affected by good/lack of frontline coordination, it was considered important to
include their perspective in this study. As in the child immunisation and Vitamin A
services the beneficiaries are children but considering the study objectives, their

mothers were interviewed.

Objectives

1. To understand the frequency and purpose of joint contacts made by the three
groups of FLWs with the mothers of children eligible for child immunisation
and Vitamin A supplementation-a process indicator of frontline coordination

2. To assess the knowledge of mothers on child immunisation and Vitamin A-an

associated outcome indicator of frontline coordination

The first objective was to triangulate findings on regular monthly joint contacts by
three FLWs with mothers of eligible children on MCHN days and the "counselling
and advice" task. Both these were process indicators of frontline coordination. The
second objective-knowledge of mothers on child immunisation and Vitamin A
supplementation was to validate the state of frontline participation in four activities
("process dimension") and to reflect on the state of immunisation coverage

("outcome").
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4.3

Methodology

Respondents

Since the likelihood of contact between the three groups of FLWs and mothers is
more during infancy, because the focus of RCI and RVA is children up-to one year
of age, it was decided to include these mothers in this study. Also, since the
likelihood of information about frontline coordination and any outcome in terms of
improved knowledge due to good frontline coordination was expected to be more
in mothers that were listed with the FLWs in their registers, identifying such

mothers from available FLW registers was considered.

This study was also conducted in the same 16 villages selected from the two blocks
of Rajasthan as discussed in the previous chapter (Fig. 3.7). An estimate of 27 to 30
live births per 1000 population in non-tribal and per 700 population in tribal
villages was given by the block officials. This meant that there would be about 390-
400 infants from 16 villages. For the purpose of identifying infants' mothers, the list
described in Fig.3.8 in the previous chapter was used. This list of 388 children
included those 278 infants (134 tribal and 144 non-tribal) whose basic profile data
matched between ANM SDRs and AWC child immunisation registers. The list of
other 110 children was verified for their profile details with other registers such as
birth and death register and supplementary nutrition registers maintained at AWCs.
The final list had 388 infants, each of whom was assigned a unique identification

code for the purpose of data collection.
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Method

A questionnaire survey using structured bilingual questions was planned with
mothers of all the identified infants (Appendix6). The structured questionnaire was
piloted in a block other than Kherwada and Mavli. Reluctance of respondents to
give written consent due to varied reasons (e.g. fear of being harassed by the male
family members, FLWs and other department officials for giving any information if
identified in any way) was observed during the pilot stage hence informed verbal

consent was considered appropriate for final data collection.

Data collection and analysis

The survey was conducted by a team of six local field researchers who were
recruited, trained, supervised and incentivised (Refer to 3.5.2b). Each member of
the survey team was given a list of names and assigned codes for the three FLWs
from each village along with survey questionnaires. Each surveyor was given ¥150
for each completed questionnaire with an additional 200 for daily food, transport
and phone expenses™. The survey team was accompanied by me for monitoring
and supervision. This survey in each village was completed in one to two days

before proceeding to the next village™".

i | GBP was approximately *.80 in December 2011

*iThe overall data collection in each village was planned in a way that it took one day for MCHN day

observation; two days for FLW survey; one day for child listing; two days for mothers' survey; and one

day for back checks and left over work (if any). The complete timeline of this DPhil is enclosed in
Appendix 7.
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At the start of the survey, each respondent was informed about the teams' identity,
survey objectives, nature of questions and estimated time required to complete the
questionnaire before obtaining informed verbal consent (Appendix 6). Each
questionnaire took an average of 20 minutes to complete. Approximately six
questionnaires were completed per day per surveyor. All completed questionnaires
were reviewed by the researcher before leaving the field. A tally sheet for marking
completed questionnaires, missing cases and incomplete/erroneous data was
completed by me on site for each village. This facilitated back-checks and follow

up in required cases.

Finally, 321 (178 from tribal and 143 from non-tribal mothers) out of total 388
listed mothers were included in the survey. The drop-out rate in non-tribal area was
about 29 per cent which was mainly due to the migration of women to their parents'
home (usually in Udaipur city) after child birth. The drop-out rate from tribal
villages was due to non-availability of the respondents despite three home visits by
the field staff as well as post natal migration with husbands employed in the
adjoining more prosperous state (Gujarat). For data analysis, data from tribal and
non-tribal villages were entered separately. Data entry was validated by double

entry of data.
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4.4

Results

a) Joint meeting with FLWs: Fig. 4.1 presents the status of meetings (individual and

joint) of survey respondents (tribal and non-tribal) with their FLWs in the last two

months. The results showed that though 67 per cent of the respondents met at least

one of the three FLWs (individually/jointly), only 50 per cent (20 per cent more

from tribal than non-tribal) met their three FLWs together. The majority (97 per

cent) of these S0percentmothers met their three FLWs on MCHN days. Of these 50

per cent, only 24percentmothers met their three FLWs together twice in last two

months and the remaining 76percent met only once.
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Fig.4.1 Mothers who met their FLWs in the last two
months-tribal and non-tribal
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b) Counselling and advice: Fig. 4.2 presents the proportion of respondents that

indicated "counselling and advice" as a task undertaken by their FLWs on and/or
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other than MCHN days when probed and not un-probed. "Un-probed" response
means when those respondents who said to have met all three FLWs on MCHN day
were asked a general question about activities that their FLWs conduct on MCHN
days whereas "probed" response means when all 321 respondents answered to a
specific question on "counselling and advice" on child immunisation ever done by
their FLWs. Fig. 4.3 presents the proportion of participation of the three groups of
FLWs in "counselling and advice" as indicated by respondents when probed on

"counselling and advice" task conducted by their FLWs.

Fig.4.2: Mothers who confirmed "counseling and
advice'" by their FLWs on/other than MCHN days-
tribal and non-tribal
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Fig. 4.2 shows limited "counselling and advice" by FLWs from both, un-probed
(12percent) and probed responses (26percent). Twenty-two per cent more mothers

from tribal than non-tribal villages indicated the undertaking of this task by their
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FLWs when probed. Of the 26percent probed responses, 77percent, 48percentand
33percent indicated ANMs, ASHA Sahyoginis and AWWSs' participation in this
task respectively (Fig.4.3). The ANMs' participation in tribal villages was 43 per
cent more than non-tribal villages whereas the ASHA Sahyoginis and AWWs'
participation in non-tribal villages was more by 41 per cent and 17 percent than in

the tribal villages.

Fig.4.3: Mothers who indicated ANM, ASHA and
AWW's participation in "counseling and advice"- tribal
and non-tribal
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¢) Knowledge of the respondents: Fig. 4:4 presents the proportion of respondents
from the total of 321 (178 tribal and 143 from non-tribal) who had knowledge
about diseases prevented by child immunisation and Vitamin A supplementation.

The results showed that only 25 per cent could name at least one disease prevented
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4.5

by any vaccines given to children up-to the age of one, 31 per cent could correctly
report the reason for administering polio vaccine to their children and only fourper
cent could correctly report the reason for Vitamin A given to their children. Six per
cent more mothers had knowledge about the purpose of polio vaccination to
children than other vaccines that prevent diseases like tuberculosis, measles,
whooping cough, tetanus and diphtheria. The knowledge of mothers about the
reasons for giving Vitamin A to their children was minimal. The knowledge of

mothers was better in tribal than non-tribal area (except tetanus).

Fig.4.4: Mothers that had knowledge on the diseases
prevented by vaccination and vitamin A in children
upto one year of age-tribal and non-tribal
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Summary and discussion
The results showed limited joint contact and counselling and advice services by the

three groups of FLWs to the mothers and hence limited knowledge amongst the
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mothers about the importance of child immunisation and Vitamin A

supplementation.

The results also showed that:
e MCHN day is an important coordination platform for FLWs and mothers
e Mothers' knowledge of polio was better than any other vaccine prevented
disease and least about Vitamin A supplementation
e Comparatively better status of all the three indicators (joint meetings,
counselling and advice and knowledge amongst mothers) in tribal than non-

tribal villages

These results also validated findings from the FLW survey and MCHN day
observations about poor participation of the three groups of FLWs in counselling
services, better frontline participation in polio related activities and comparatively

better frontline participation in tribal than in non-tribal villages.

The lack of knowledge among the mothers demonstrates poor frontline
participation in joint/common tasks such as counselling. This limited FLWs'
participation hence mothers' knowledge could be one of the reasons for poor
immunisation coverage on MCHN days as seen in the previous chapter because
good FLWs' participation in joint tasks like counselling is expected to improve
mothers' knowledge which is further expected to increase service demand and
coverage. This argument also holds true in the case of polio. The relatively better
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knowledge among mothers on polio than any other vaccines is probably associated
with the better frontline coordination, along with other factors in PCs than RCI,
RVA and VACs and better polio immunisation coverage in the state (as discussed
in the previous chapter). Similarly, poor knowledge of mothers on Vitamin A
supplementation than child immunisation could be due to the limited frontline
coordination in this area, along with other factors, that together would have resulted
in less than 15percent Vitamin A coverage (of any dose) through RVA as well as

VAC s in Rajasthan as discussed in the previous chapter.

Thus this study helped validate and substantiate some of the results discussed in the

previous chapter and added the additional perspective of beneficiaries to the overall

understanding on frontline coordination.
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CHAPTER §

EXPERIENCE OF FRONTLINE WORKERS AND
THEIR LINE MANAGERS ON FRONTLINE
COORDINATION- A QUALITATIVE STUDY
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5.1

Introduction

The formative stage results from Chapter 3 showed that the "process flow" i.e. list
of tasks and assignment of each task to a specific actor for all four activities (RCI,
RVA, PCs and VACs) was not standardised by the government, as was the case
mentioned by Malone where the business organisations were said to do so for better
management of coordinated functions. The formative stage results also showed role
duplication rather than role clarity for FLWs on many tasks within the process of
service delivery in the four activities. Thus the government instruction to FLWs to
"participate" in the four activities in a state where the task flows are not
standardised and duplicate roles and lack of role clarity exist, it may ensure
"attendance" but not quality and the required extent of FLWSs' participation in
coordinated activities. In such cases, the extent of participation of FLWs in
coordinated activities will depend on mutual adjustments or mutual relationships
than accountability. The mutual relationships are usually the result of past

experiences and observations of working together.

Even though the results from Chapter 3 and Chapter 4 (limited participation of
FLWs in three of the four coordinated activities, absenteeism at MCHN days,
participation in selective rather than majority expected tasks and task shifting)
indicated poor mutual adjustments among FLWs, it was important to directly

explore FLWs' experience of working together.
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5.2

5.3

Thus this part of the study focussed on understanding the "working relationship"
between the three groups of FLWs as an important determinant of frontline
coordination (as stated by Whittington 2003). This inter-worker relationship was
explored through understanding the FLWs' experience of joint working with each
other in the past. Other than the FLWs, the perception of the ICDS and Health
(RCH/NRHM) departments' line managers about frontline coordination was
considered important as they observe, review and understand this frontline

coordination from the larger systems' perspective.

The scope of this study was not limited to child immunisation and Vitamin A
supplementation because the "FLWs' working relationships" are not only dependent
on their joint work in these two areas but is also affected by a range of day to day

interactions and activities that they perform together/in support/in person.

Aim: To understand the experience and observation of FLWs and their line
managers about FLWs' joint working and their suggestions for improvement in

frontline coordination.

Methodology

Study participants

The study was conducted in the same 16 villages as referred in Chapter 3 and
Chapter 4. Same three groups of FLWs (ANM, ASHA Sahyogini and AWW) from
16 villages, who were the part of FLW survey discussed in Chapter 3,were also the

part of this study. Thus a total of 48 FLWs were targeted of which46could be
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included with two drop outs (one ANM and one ASHA Sahyogini) due to medical

and personal reasons.

For the selection of line managers, criteria such as working in the study area for at
least three years with at least three years in the current post and availability for the

interview were used. The ICDS line managers that were included were-the lady

supervisors from the sector, Community Development Project Officers (CDPOS)

from the block and the Project Director from the district levels. The Health
department line managers that were included in the study were-the Medical
Officers and Lady Health Visitors from sector, Chief Medical Officers (CMOs)
from block and the Chief Medical and the Health Officer (CMHO) from the district
level. Hence a total of 17 line managers representing ICDS and the Health
department from various administrative levels and both-tribal and non tribal areas
were included in the study. The ICDS district head could not be included despite

repeated attempts and appointments.

Method

The IDIs using interview guides were used with both categories of participants i.e.
FLWs and line managers. Separate interview guides with open-ended questions
were used. The interview guides were bilingual and piloted along with other study
tools as discussed in the previous chapters. Each interview guide had questions on

the "experience/observations" of frontline coordination, "reasons for such
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experience/observations" and "suggestions" for better frontline coordination. The

interview guides are enclosed (Appendix 8,9,10 and 11).

Data collection, transcription and translation

The IDIs of the 46 FLWs that were part of the FLW survey were planned and
conducted following their consent at the place convenient to them. The interviews
of those FLWs who gave consent for the survey based questionnaire and interview
on the same day were conducted on the same day considering that the survey took
about 30 minutes and the interview took 45 minutes with each participant. The
inherent linkage between the FLW survey and IDI tools facilitated the information

flow from the FLWs.

For recording the interviews, audio recording was used for those FLWs that gave
consent for the same and note taking was used for the remaining. No more than two
interviews were conducted on the same day to ensure data quality. Each interview

was given a code to maintain anonymity and participants' confidentiality.

The audio recoded interviews were transcribed and those in the field notes format
were reviewed to prepare final notes. Both the formats were shared with the
respective FLWs for their final review, comments and approval. The final
transcripts of both formats were translated from Hindi (language of interview) to

English before data coding and analysis.
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Similarly, the interviews of 17 line managers were conducted at the place (in the
majority cases their home) and time of their convenience. This set of interviews
was conducted after completing the village level data collection. Similar to the
FLWs, the majority of interviews were audio recorded (with consent from the line
managers) and field notes were taken for the rest. The audio recordings and notes
were reviewed, transcribed, shared with the participants for final comments and

translated before analysis.

Data coding and analysis
The data analysis was inductive in approach that allowed the emergence of various

276 1t was also made sure that the

codes and themes from within the text rich data
transcripts of completed interviews were read from time to time during the data

collection phase to understand the emerging patterns from the data.

Each interviews' translated transcript was read about four to five times to become
familiar with the data before coding. Each interviews' content was reviewed to
answer to three key questions or broad domains i.e. "experience/observation on
frontline coordination", "reasons for such an experience/observation" and
"suggestions for better frontline coordination". Firstly, open coding was done under
each domain. The associated codes were clubbed to form themes within each
domain. Thus the coding exercise helped identify the broad themes, frequencies
and quotations under each code with these themes that helped reflect on the three

study domains.
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Manual rather than software based analysis was preferred and used. Separate sheets
for each category of participants i.e. ANMs, ASHA Sahyoginis, AWWs and line
managers were made to understand their experience and suggestions. Since the
majority of codes that emerged from the interviews of the four categories of
participants overlapped, a joint-code based analysis of all four categories of
participants was also done to understand the frequency distribution and quotations.
Thus the final list of codes included any issue/reason mentioned by one or more
participants from any category on its effect on frontline coordination. This process
helped capture the range and intensity of issue/reasons mentioned by the
participants. The proposed suggestions by the participants were also classified

under each code using such joint code list.

To check data coding, an independent researcher was involved to code four
randomly selected interview transcripts (one from each category of participants).
The independent researcher had prior knowledge and experience in qualitative data
analysis and was oriented about the study objectives. The results were compared

and discussed.

The following section presents the study findings drawn from this joint analysis of

findings from all categories of participants. The frequencies against each code

within a sub-theme are referred as "Majority" if it was mentioned by more than 50
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5.4

per cent of those interviewed under each category, "Half" if by 50 per cent, "Some"

if by 30-49 per cent and "Few" if by 9 per cent or less under each category.

Findings

Experience/observation on frontline coordination

The majority of participants from all categories (ANMs, ASHA Sahyoginis,
AWWs and line managers) expressed their dissatisfaction about joint working
between the three groups of FLWs in their area. This overall perception of
participants about "joint working" of FLWs and hence their work relationship was
found to be influenced by the "independent" yet interconnected functions
performed by FLWs (AWWs and ANMs) as part of their job descriptions as well as

"supportive" functions performed by each towards common activities".

In relation to ASHA Sahyoginis who's almost all functions are supportive to either
the AWWs or ANMs or both, the majority of ANMs, AWWSs and line managers
complained about their non-performance of supportive functions. Non-performance
of functions like home visits, due-listing children for MCHN day, regular
attendance at the AWC and on MCHN day, maintaining child records and sharing
village data with ANMs and AWWSs were reported. ASHA Sahyoginis were said to

be disinterested, de-motivated, not serious and manipulative in their work.

"She doesn’t share any information with me. | get to know it from others or
doctor or AWW but not her even if she knows everything"...ANM, Non-tribal
village

"ASHAs do not make required field visits nor come to the AWC everyday for
marking their attendance. They do not support us in ICDS work"...AWW,
Tribal village
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"The ASHAs don’t work and also don’t listen to us... She has more work with
ANM. But they hardly do it"...Line manager

About AWWs that have both-independent as well as supportive roles, the majority
of ASHA Sahyoginis and line managers, along with a few ANMs complained about
poor independent role performance and limited support by AWWs in common
activities. The majority ANMs said that their interaction with AWWs is limited.
Non-performance in the AWCs' day to day functions, absenteeism at AWC and on
MCHN day, unofficial shifting of her tasks to ASHA Sahyoginis under the pretext
of "seeking support" and lack of support to ASHA Sahyoginis in immunisation,

community mobilisation and data management were reported.

"I help her in everything but | don’t get any help from her in anything. The AWW
doesn't help in the immunisation. These registers are to be filled by us but she
does not help in filling these registers"...ASHA Sahyogini, Tribal village

"She doesn’t work herself but passes all the work to ASHA.She is casual in her work approach and
refuses to do any work even if the seniors give her some" ANM, Non-tribal village

"Their AWWSs hardly come to the AWC. They do not support our staff in
immunisation”...Line manager

About the ANMs who also have both-independent as well as supportive roles, few
participants from all categories complained about ANMs' poor independent role
performance as well as limited support in common activities. The majority AWWs
said that their interaction with ANMs is limited. Irregular, unorganised and limited
time spent by ANMs on MCHN day, less frequent than expected village visits, lack
of support with register maintenance, joint field visits and problem solving by

ANMs were reported.

"They (ANM) come around 11 or 12 noon to vaccinate the children and go back at
1 PM. I am unable to gather people in one hour. So they just vaccinate the
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children who are already present and go back"...ASHA Sahyogini, Non-tribal
village

"She (ANM) comes and does the immunization only when we call her to do so in
the village otherwise she doesn’t work"...AWW, Tribal village

"The majority of ANMs come from Udaipur city using public transport hence
reach the work site by 11 AM and leave by 2 PM. They cannot produce results by
working just three hours a day"....Line manager

Dissatisfaction about FLWs' independent and joint performance was indicative of
poor inter-personal and inter-professional relationships between the FLWs-an
important determinant of team work/coordination. The following subsection
explains the factors that were said to be responsible for limited independent and
joint performance by one or the other group of FLW, thus affecting overall

coordination amongst them in joint activities.

. What affected independent and/or joint work performance hence work

relationships of FLWs and what was suggested to correct the situation?

Table 5.1 presents various reasons reported by study participants for the affected
state of independent and joint work at the frontline. The table also presents the

frequency by each group of participants against each code within the theme.
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Table 5.1: Factors affecting frontline performance hence work relationships and

coordination: Frequency by respondent category

ASHA Line
Issues ANM Sahyogini AWW Manager
Age Few Few None Few
Health Few Few Few None
Personal Educfation Few Few Few
Family background Few Few Few Few
Residence Few Few Few
Behaviour™ Few None
Recruitment procedures None
Departmental placement
Traumr.lg,XXiV knowledge Few None
and skills
Professional Job accountability Few None Few Few
Work ethics None None None
Job security Few Few None Few
Work attendance and
o Few
monitoring
Remuneration/rewards
Sector supervision
Organisational | Leadership None None None
Infrastructure None Few Few
Geo-socio-cultural Work environment Few
(Place and people)

1. Age: Mentioned as a reason affecting the AWWSs' independent and supportive role
performances, it was said that the advanced age of AWWSs (since they were
appointed by ICDS decades ago) against the newly appointed young ASHA
Sahyoginis is one reason the AWWSs do not work and leave all their work to the
ASHA Sahyoginis. Such unofficial AWW to ASHA Sahyogini work shifting was

said to not only result in AWW-ASHA Sahyogini conflicts but ANM-ASHA

Xxiii

Behavior here was defined as the act of one FLW in relation to the other coordinating FLW. Though the
manifested behavior by one FLW towards the other could be due to multiple factors (including but not
limited to those identified in this study), the "manifested behavior" itself was identified as a factor
affecting inter-personal and inter-professional relationships among FLWs. Since examples of such
manifested behavior existed in the majority cases, a separate code for the same was created.

*MThe "education" and "knowledge" were two different codes with the former pertaining to FLWs' formal
school education whereas the latter meant FLWs' knowledge about technical content and roles while
recruited on the job. Since the focus of job related training is to enhance FLWs' technical and role related
knowledge along with skills, all quotations from IDIs that suggested problem in any of these areas were
jointly coded.
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Sahyogini conflicts as well because the ASHA Sahyogini are unable to give

committed time and support to their ANMs due to the extra workload.

"They are old and less educated hence leave all their work on ASHAs. Due to this,
my ASHA does not give time to me and does not support me"....ANM, Non-tribal
village

"They don’t work leave apart the support to us. They are old and less educated
hence leave all the work to us rather than provide any support"... ASHA
Sahyogini, Tribal village

"The AWWSs have stopped any support in immunisation since ASHA Sahyoginis
have joined. They are so old that they make ASHAs to even for the AWC related
tasks"...Line manager

Suggestion: Fixing retirement age of all groups of FLWs and replacement of old
non-functional AWWs were suggested to improve performance and hence

coordination.

"There should be an age limit for total service or retirement age from job for
AWWs as that exist for all other government jobs in the country. The old AWWSs
are unable to work harder"...Line Manager

. Health: Mentioned as a reason affecting AWWs' independent and supportive role
performance and ASHA Sahyoginis' supportive role performance, frequent
illnesses due to the advanced age of AWWs was cited as a reason for their frequent
absenteeism from work and task shifting to ASHA Sahyoginis. On the other hand,
ASHA Sahyoginis' pregnancies and other maternal health issues in their
reproductive years were cited as reasons for their temporary but long term
absenteeism from work without adhoc arrangements put in place, thus their

supportive role performance and overall coordination at the frontline.
"Now she is pregnant so doesn’t work. Other ASHAs also do not work during
pregnancy but this ASHA has left everything which is creating problems for
me''...ANM, Non-tribal village

"She usually remains sick then how will she work. Many have requested that she
should be removed"...AWW, Non-tribal village.
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"My AWW doesn’t come to the AWC and says that she is sick and hence leaves all
her work also on me"....ASHA Sahyogini, Tribal village

Suggestion: Clear leave policy for all groups of FLWs with a clause on maternity

leave and adhoc arrangements in case of absence from work were suggested.
"The government must make some interim arrangements for field support for us
while the ASHA is pregnant and is on maternity leave"... AWW, Non-tribal
village

Education: Lesser or more than required education of ASHA Sahyoginis whereas
less than required education of AWWSs was mentioned as a reason affecting their
independent and supportive role performance. The ASHA Sahyoginis with more
than required education were said to be less interested in field based work that
fetched them limited financial incentives. It was said that they compared
themselves with AWWs who were less educated than them but had institution
based work and were getting better incentives. Similarly, less than required
education amongst AWWs resulted in inadequate skills in AWWs to complete their
own tasks and support co-workers, which thus led to unofficial role shift by AWWs
to ASHA Sahyoginis. Together, such differences were said to be responsible for

ASHA Sahyogini-AWW conflicts, their absenteeism from work and non-

cooperation.

"The ASHA doesn’t want to work. She is educated until 12" standard and has also
filled in the form for the ANMS' post. So ASHA thinks that she will be selected for
ANM and would leave the work of ASHA. This is the main reason for her not
working"....ANM, Tribal village

"One more reason for conflict is that AWWs are less educated than ASHAs so at
times ASHAs do not help the AWWSs. ASHA thinks that she is more educated and
the AWW can't work, still AWW threatens them. This leads to conflicts. ASHA
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doesn’t listen to AWW as she thinks she is more educated and
knowledgeable."...AWW, Non-tribal village

"She (AWW) is uneducated. She leaves all her registers for me to fill. She also
does not help me in maintaining immunisation register"... ASHA Sahyogini, Non-
tribal village

"The AWWSs can't support ASHAs as they are less educated than ASHAs and hence
rely on ASHAs for even their own work™....Line manager

Suggestion: Strict adherence of government guideline on educational requirements
during the selecting process of ASHA Sahyoginis and AW Ws; institutional support
for continuing education to those currently posted but less educated; and a written

agreement for minimum years of service for FLWs were suggested.

"They must avoid selection of highly educated ASHAs. Those who are needy and
interested must get preference”....ANM, Tribal village

. Family background: Mentioned as a reason affecting ASHA Sahyoginis'
supportive performance, the family structure and norms, social, economic and
political status of the family to which the ASHA Sahyogini belongs were said to be
interfering in her supportive performance. The family structure where a woman (in
this case ASHA Sahyoginis) has to obey her in-laws and spouse along with
social/family norm that prescribes greater importance by a woman to domestic
rather than professional work engagement were said to be affecting ASHA
Sahyoginis' work performance. The spouse and in-laws of ASHA Sahyoginis that
came from better economic status and had political connections, were said to be
reluctant to ASHA Sahyoginis' field based work that fetched her less social status
and financial incentives than the other groups of FLWs. In one village, an ASHA

Sahyogini also complained about religion/caste based biases by her AWWs
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towards her. Together, such family background related factors and biases affected

ASHA Sahyoginis' motivation and supportive performance.
"Even the ASHAs' family member stops the ASHA from going to work every day
saying that there is no need to meet the villagers everyday as all the villagers are
aware about their role and also there is more work to be completed at home
rather than in field".... ANM, Tribal village

"If some AWW comes from Jain (Religion) or Rajput castes (classified as other
backward castes amongst Hindus) and the ASHA belongs to scheduled caste, then
she is not allowed to drink water from the same pot. AWW doesn’t even allow
ASHA to use the glass from AWC"...ASHA Sahyogini, Non-tribal village

"Her husband says that she doesn’t need this type of job. He says that they can
earn Rs 500 just like that. She is afraid of her husband hence doesn't
work™...AWW, Non-tribal village.

"They give the reason that | have a young child at home or | have work at home
and will not attend the meetings"....Line manager

Suggestion: Strict adherence of government guideline on priority to ASHA
Sahyoginis from economically deprived sections in selection and excluding
candidates that are family members or relatives of any political leader were

suggested.

"Government should avoid selected ASHAs that are family members of Panchayat
members. Rather those that are poor or widow must be given a chance"...Line
Manager

5. Residence: Mentioned as a reason affecting ASHA Sahyoginis' supportive
performance to ANMs and AWWs, it was said that the ASHA Sahyoginis who had
residence within the allotted work village against the ANMs and AWWs who are
usually not from the same village feel more powerful and fearless due to the support
of the local people and leaders over their ANMs and AWWSs. Such local affiliation
of ASHA Sahyoginis was said to dilute the authority of ANMs and AWWs over them

thus leading to ASHA Sahyoginiss' non-compliance, non-performance and
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absenteeism from work. On the contrary, in one village, participants complained that
since their ASHA Sahyogini was from another village, she lacked interest,
knowledge and rapport with the community was absent and wasted time commuting.
Hence both residence and non-residence appeared to affect ASHA Sahyoginis'

coordination with their ANMs and AWWs.

"Since the ASHAs are local they feel more powerful and at times they do not listen
to the ANMs"...ANM, Tribal village

"This ASHA is not from our village and not even from our district. She is not
staying in this village hence she does not have interest in working for this
village™...AWW, Non-tribal village

"Eighty per cent of ASHA are not local but commute every day. How do you
expect support from them"....Line manager

Suggestion: Selecting ANMs, AWWs and ASHA Sahyoginis from the same

geographical area was emphasised.

"They must only appoint the three workers that reside in the same Panchayat or nearby
locations"...ANM, Non-tribal village

Behaviour: Mentioned as a reason affecting joint performance by all the three
groups of FLWs, the ANMs and AWWs talked about the non-compliance and
disrespectful nature of their ASHA Sahyoginis towards them whereas the ASHA
Sahyoginis complained about abusive, inconsiderate, unfriendly and oppressive
behaviour of ANMs and AWWs towards ASHA Sahyoginis. Few ASHA Sahyoginis
also said that their ANMs and AWWs ask them for a share in their incentives and
force them to sign on false financial bills. Such behaviour towards each other was
said to affect their work relationship hence lead to unwillingness to support each

other in future.
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"None of the AWW behave properly with any ASHA and nor help any ASHA. On
top of it, AWW tells people that we don’t work™....ASHA Sahyogini, Tribal
village

"This ASHA does not obey me and refuses to do anything | say. Her behaviour is
not good hence | have stopped talking to her"... ANM, Non-tribal village

"She (ASHA Sahyogini) doesn’t behave well. She is unpleasant and doesn't talk to
any of us hence our joint work is affected"... AWW, Non-tribal village

Suggestions: The role of supervisors in grievance redressal, inculcating values of

mutual respect and team work in FLWs was suggested.

"The supervisors must make them (frontline workers) understand that they should
work in team. They must tell these workers that they should first start respecting
each other to be able to work together.... AWW, Tribal village

Recruitment procedures: Mentioned as a reason affecting ASHA Sahyoginis'
supportive role performance, it was said that non-consultative and hasty selection of
ASHA Sahyoginis by the local Panchayat(council) leaders at the start of NRHM led
to the appointment of politically (usually related to Panchayat leaders -
relative/friend/family member/supporter) and economically well off and sometimes
even non-resident candidates as ASHA Sahyoginis. Such Panchayat selected ASHA
Sahyoginis were said to be disrespectful and did not work as a team with their
government appointed ANMs and AWWSs as the power of their selection and
retrenchment rests with the Panchayat. The government departments only have a
minor, if any role in their recruitment and retrenchment despite contributing to their
training, supervision and incentives. This was said to affect their work relationship

and hence joint work.
"Her relatives are politicians in the village and she is appointed through political

influence. Probably thats™ in her mind due to which she doesn't work"...ANM,
Non-tribal village
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"ASHA is not from the same village and has been appointed by Sarpanch
(Panchayat head) based on his own judgment. ASHAs' husband is working with
Sarpanch which is why she doesn’t work. ASHA would have worked more if she

was not known to Sarpanch ".... AWW, Tribal village

"ASHAs who need the jobthey work and many who have come through politicians
don’t work. There are many cases and this happens in the village usually. The
ANMs and AWWs face a lot of problem due to this. They cannot compel her to

work as she creates pressure. We also can't say anything to them"...Line
manager

Suggestion: Selection of truly deserving ASHA Sahyoginis either by one or

both departments jointly rather than only by Panchayats was proposed.

"According to me these people- AWW, ANM, LS and LHV and Panchayat from the village
together must select ASHA because ultimately they have to work with ASHAs. This small
selection committee of 4-5 people can decide mutually”....ANM, Non-tribal village.

Departmental placement: Mentioned as a reason affecting ASHA Sahyoginis'
supportive performance, it was said that as ASHA Sahyoginis were placed between
rather than within any one department, both the ICDS (AWWs and supervisors) and
Health (ANMs and LHVs) departments pull ASHA Sahyoginis for work in their own
target areas and do not approve of their support to the other which causes conflict
between FLWs. The ICDS staff said that ASHA Sahyoginis' engage with ANMs
more than AWW due to: 1) greed of earning more incentives; 2) hope of permanent
employment within the Health department; and 3) ANMs' refusal to let ASHA
Sahyoginis support AWWs. The Health department staff said that ASHA Sahyoginis'
engage with ICDS more than ANMs due to: 1) a fixed monthly and not performance
based honorarium by ICDS; 2) daily attendance marked by ICDS rather than the
ANMs; and 3) AWWs' refusal to allow ASHA Sahyoginis to support the ANMs.
Such "sandwiched" placement of ASHA Sahyoginis was also said to be leading to

duplication of work, reporting and supervision thus resulting in waste of time and
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fragmentation than coordination. Together, the above issues were said to be leading
to confusion, conflicts, lack of control by either departments on ASHA Sahyoginis,
poor work performance of ASHA Sahyoginis and hence poor work relationships

between co-workers.

"ASHA is loaded with too much of work pertaining to ICDS and its meetings and
thus is unable to assist ANM in their work... The ICDS does not like ASHA to work
with the Health department as ICDs pays the ASHA more"....ANM, Tribal
village

"There is conflict between ANM and AWW related to our working and our work
gets disturbed as sometimes we are supposed to work when AWW doesn't come or
do some of AWWS' work. We are unable to work properly due to this inter-
departmental pull. This also affects our motivation to work as we get irritated and
then we feel like leaving the work"...ASHA Sahyogini, Non-tribal village.

"The ASHAs are at times unable to work for the AWWSs due to the health related
tasks with ANMs due to which the AWWs complain”....AWW, Non-tribal village

"ASHA should be placed in one department rather than two otherwise there is no
control over her. She fools both AWW and ANM by saying that she is working
with the other though actually she doesn't work at all and only stays home. Her
alignment with one department will increase control and monitoring over
her"....Line manager

Suggestion: Two types of responses emerged in this area: 1) the current
"sandwiched" placement of ASHA Sahyoginis between ICDS-Health departments
can work provided their recruitment, work planning, attendance monitoring,
incentives and monthly supervision is undertaken jointly by both departments; and 2)
the current "sandwiched" placement of ASHA Sahyoginis will not work which is why

ASHA Sahyoginis must be placed only under one (preferably Health) department.

"ASHA should be either put in one department or align all her functions like
attendance, supervision, incentive properly between both departments. | suggest
she should be put under health department as she hardly works for ICDS....ANM,
Tribal village

Training, knowledge and skills: Mentioned as a reason affecting FLWs'

independent and supportive work performance, the sequence, time duration, coverage
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and content of FLWs' training were said to impact FLWSs', especially ASHA
Sahyogini and AWWs' knowledge and skills. The post rather than pre-recruitment
training of ASHA Sahyoginis were said to be meaningless as ASHA Sahyoginis,
once recruited showed limited interest in further learning. The training content was
also said to be inadequate and inappropriate in terms of lack of orientation to FLWs
about their own independent and supportive roles along with similar roles of other
FLW groups, imparting limited knowledge on child immunisation, family planning,
counselling and promoting the "activist" over the incentive based role of ASHA
Sahyoginis. The lack of joint training along with these inadequacies was said to be
the reason for limited role clarity and expertise amongst FLWs thus leading to
confusion, task shifting, unaccountability, incomplete tasks and hence conflict

between FLWs.

"She lacks interest and knowledge in her work though she is trained. But still
unable to perform"...ANM, Non-tribal village

"ASHAs lack proper training hence does not perform"....AWW, Non-tribal
village

"The AWW doesn't know about the immunisation register and any of my work. In
fact she lacks knowledge about her own work hence instead of support to me, she
also leaves her work on me"...ASHA, Tribal village
"The difference is that earlier AWW used to think that she has to do the entire
work alone but now both of them leave the work for each other. AWW thinks that

ASHA will do it and ASHA thinks that AWW will do it. So this is creating more
problem"....Line manager

Suggestion: Appropriate timing, participation and content of FLW training
(especially ASHA Sahyoginis) were suggested. Short term (five to six
months) pre rather than post recruitment course for ASHA Sahyoginis; joint
training of the three groups of FLWs; periodic refresher training; and

improvement in training content with emphasis on role clarity, counselling
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skills, data management and sharing skills among FLWs along with an
"activist role" rather than just an incentive based role of ASHA Sahyoginis

were suggested.

"They must plan joint training of these three groups of workers so that these
workers get to understand the true purpose of working together”...Line Manager

10. Job accountability: Mentioned as a reason affecting joint functioning of the three
groups of FLWs, it was said that expecting "support" from ASHA Sahyoginis in the
absence of any responsibility, monitoring or accountability to make her do so makes
it difficult for an ANMs and AWWs to demand "support" or challenge "no support".
In such cases, any support, if extended by ASHA Sahyogini was said to be only due
to personal relationship and rapport between FLWs. Hence affected work
relationships between FLWs along with the lack of monitoring and accountability of
ASHA Sahyogini for providing support was said to be affecting the joint work
between the three groups.

"If I ask some work from ASHA and she doesn’t do it then | have to do it anyway.

We have to report and give the completed work in any case. So there has not been
any change in our work since ASHA has joined us"...ANM, Non-tribal village

"There is no such clear order to say that ASHA will help us and where. It just
depends on her wish. If she wants she can"... AWW, Non-tribal village

"AWWs cannot expect ASHAs to come and support in AWC positively because she
is not directly under ICDS which is why ASHAs visit according to their own wish.

She is expected to inform AWW about her visits which also she does not"...Line
manager

Suggestion: Clear division of work, allotted time and deliverables amongst workers

and establishing clarity on self and others' roles and responsibilities were suggested.

"Work must be clearly divided between each of us so that we consider our
responsibility towards the work. Also, ownership towards the work increases
thinking that the particular work is mine"... ASHA, Non-tribal village
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11.

12.

Work ethics: Mentioned as a reason affecting ASHA Sahyoginis' joint working with
their ANMs and AWWs, the ASHA Sahyoginis complained about corruption, greed,
cheating and bribery by their ANMs and AWWs. Regarding ANMs, it was said that
they bribe married couples to register sterilisation under ANM than ASHA
Sahyoginis' name because if the case is registered under ANM, she gets the incentive
and praises from the line managers rather than ASHA Sahyogini. It was also said that
the ANMs charge money from the pregnant and lactating women for services that are
usually free by the government. Regarding AWWs, it was said that they forged
reports and financial bills of food supplements which they do not even distribute to
eligible beneficiaries. Such unethical practices were said to not only affect
beneficiaries" trust and respect for the FLWs but also ASHA Sahyoginis' trust and
respect for their ANMs and AWWs leading to the affected state of mutual

relationship.

"Sister (ANM) also take money from females who deliver. If they are unable to get

%500 from these females, they bargain but take nothing less than
'*300?"....ASHA Sahyogini, Non-tribal village

Suggestion: Strict monitoring, grievance redressal and disciplinary action
against reported cases were suggested. Inclusion of ASHA Sahyoginis along
with AWWs in the food supplementation function to keep a check on
corruption was also suggested.

"About the food we are given for pregnant women or adolescent girls by ICDS, the
responsibility of it can also be given to the ASHAs along with AWW.This will make
the process transparent”... ASHA Sahyogini, Tribal village

Job security: Mentioned as a reason affecting ASHA Sahyoginis’ supportive role
performance, it was said that lack of employee status within any department, unclear
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career progression path and time-bound rather than long term execution of the
NRHM instils job insecurity in ASHA Sahyoginis affecting their motivation and

commitment to perform.

"They (ASHASs) say that since NRHM is a project until 2011 only, they will be
removed after this project ends"...ANM, Non-tribal village

"ASHAs' job is not permanent but she is just doing it only because government is
paying her money. We are allocated work till 2012 only. We can be removed
tomorrow. We are uncertain about the future."...ASHA Sahyogini, Non-tribal

village

"In the ICDS training, ASHAs were told that they will be made permanent if their
work is good. Few ASHAs are just working in that hope but nothing happened to
date. They are unaware about their fate in the system and governments' plans. The
career path and promotions for AWWs and ANMSs within their own departments
are certain but not for ASHA hence they are de-motivated"...Line Manager

Suggestion: Clear career progression path for ASHA Sahyoginis was

suggested.
There should be a clear career path shown to ASHAs if they are working well. As
the ANM can become LHV, ASHASs should also have a clear career path..Line
Manager.

13. Work attendance and monitoring: Mentioned as a reason affecting supportive role
performance of ASHA Sahyogini, it was said that lack of strict maintenance and
monitoring of ASHA Sahyoginis' daily attendance affected her participation in
supportive tasks. Also, the authentication and approval of her false attendance
records by Panchayats were responsible for her absenteeism, non-performance and
limited support to co-workers. On the contrary, the ASHA Sahyoginis said that
marking attendance at the AWC before starting their daily work was not possible all
the time as sometimes they leave for field work directly from their homes. They said
that in such cases, AWWSs distrust them and mark them absent from work thus

causing further conflict and lack of cooperation between the two.
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14.

"The attendance of ASHA is verified by ANM though ANM just meets her once in
a week and on the other hand AWW meets her every day. Even the AWW do not
have the tour plan of ASHA but still they sign their attendance"...ANM, Tribal

village

"ASHA doesn’t come for many days, doesn’t sign and works from her home
according to her convenience"...AWW, Tribal village

"AWWs quarrel with ASHAs and some don’t even allow ASHAs to sign their
attendance at AWC. AWW cannot refuse ASHA to sign but since they do it, it leads
to fights".... ASHA Sahyogini, Tribal village

"ASHAs don’t come to the AWC for days and then the AWW complains to us. We
tell them not to mark ASHAs' attendance. This is when the conflict between the
two workers start and then ASHAs stop sharing birth and death village
information with AWW and retains all registers with herself"...Line manager

Suggestions: Maintenance of daily attendance of ASHA Sahyoginis at AWC,
authorization of ASHA Sahyoginis attendance by AWW and ANM, joint review of
ASHA Sahyoginis attendance by ICDS and health supervisors, attendance and
performance linked incentives of ASHA Sahyoginis and surprise field visits by

AWWs to monitor ASHA Sahyoginis' daily movement diary were suggested.

"If ASHA get the signatures of people she visited then there will be no problems.
As AWW will have the survey register where Asha has got the signature that
shows when she had visited where and that shows the dates too , so who ever

comes for survey can see that"... AWW, Non-tribal village

Remuneration/reward: Mentioned as a reason affecting ASHA Sahyoginis' support
to ANMs and AWWs, the ASHA Sahyoginis' incentives from both departments were
said to be inadequate, irregular, delayed and non-consolidated. Lack of clarity on
"who" and "how much" will be paid along with no incentives for some tasks (e.g.
patient referrals, VHSC meetings, data management in general and under the Indira

XXV

Gandhi Matriva Sahyog Yojna™) for ASHA Sahyoginis were said to affect her

XXV

Indira Gandhi Matriva Sahyog Yojna (IGMSY) is a newly launched government scheme focusing on

maternal and child health. The scheme is attached to ICDS and expects and incentivises the AWWs and
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motivation and work performance. On the other hand, few ANMs, AWWs and line
managers complained about ASHA Sahyoginis' participation only in incentivized
tasks than others and criticised ICDSs' fixed monthly honorarium model of payment
for ASHA Sahyoginis saying that since it was not linked to her performance, she

considered it to be a right without performing any duties.

"ASHAs are paid very little by Health department so they are unwilling to work
and always give excuses. ANM feels frustrated as she is unable to get the work
done from the ASHA because of the incentives"...ANM, Tribal village

"Since the incentives for ASHAs are so little, they are not interested to
work"...AWW, Tribal village

"The payment of Rs. 1000 given to the ASHA is very little which was Rs 500
earlier and creates problems whereas AWW gets Rs. 3000 per month. We do all
the work of the AWW and field. There is no pleasure working for such little
money"...ASHA Sahyogini, Non-tribal village

"The payout is less and ASHAs say that Health department is taking a lot of work
from them and just paying them Rs.150. They also remark that they are just
getting paid Rs.500 which is too little for them and they are not able to work for
this amount”...Line manager

Suggestion: Increased, performance based and regularly paid incentives for ASHA
Sahyoginis at the village rather than the PHC level, to be given jointly by both
departments was proposed. Additional incentives for visiting tough terrain, case
referral, data management and information sharing were proposed. A few participants
suggested full time salary based employment for ASHA Sahyoginis. Promotions,
clear career path and awards for good performance were also proposed as non-

financial incentives.

"Our payment should be increased from both the sides (ICDS and health
department) as we are working for both the department. Instead of paying

AWC helpers for collecting maternal and child health data and improving health and ICDS service
coverage.
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separately it is better that if we get paid jointly by them...ASHA Sahyogini,
Tribal area

15. Sector supervision: Limited coordination between sector supervisors of both- ICDS
and Health departments was said to affect frontline coordination. Such lack of
supervisory coordination was said to be due to challenges like: 1) non-coinciding
geographical boundaries of both departments' supervisors; 2) no common
headquarter or office for both departments; 3) absence of joint MCHN day planning,
field visits, monthly reports and meetings between them; and 4) vacancies and
absenteeism of supervisors from both departments. At the frontline, this led to
multiple supervisors, reports and meetings for ASHA Sahyoginis, multiple and
uncoordinated (at times contradictory) instructions by multiple supervisors to FLWs
and limited opportunities for the three groups of FLWs to jointly meet their
supervisors and redress grievances. Such ambiguity at the supervisory level caused

confusion, conflicts, poor work performance and work relationship between FLWs.

The poor monitoring and supervision of AWWSs' independent as well as supportive
work by ICDS supervisors was also reported. The biased attitude of supervisors
towards FLWs from their own department than others and pressure from them to
report each achievement (especially sterilisation cases for family planning) in
individual rather than joint names, despite these being joint tasks were said to cause

jealousy, competition and conflicts rather than coordination amongst FLWs.

"There is no proper coordination between the supervisors and their instructions to
the ASHAs and this results in leaving the task undone. If one supervisor says
something and the other says something else, it also creates problems between
ANM and ASHA"....ANM, Tribal village
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16.

"Seniors listen to ANM more. They say that ASHA might not have visited the
village, she must not have tried to convince cases that is why she hasn’t been able
to achieve them, while ANM must have done it"... ASHA Sahyogini, Non-tribal
village

"Since the ASHA is a known to the Wardpanch (Part of Panchayat), the
supervisor doesn’t say anything to her. The LHV also defends ASHA saying AWW
is at fault"... AWW, Tribal village

"The monthly reporting cycle of Health department is from 1st till 30th and that of
ICDS is from 21st till 20th. If they are changed to coincide, joint meetings of LHV
and LS with ASHAs would be possible. Moreover, multiple meetings at various
levels and multiple reports by LHV and LS affect their joint participation in ASHA
and ANM joint meetings which is why AWW-ASHA-ANM tussles remain
unaddressed"... Line manager

Suggestion: To improve supervisors' coordination, aligning ICDS-Health department
supervisors' field area and work station along with filling vacancies and monitoring
their coordination efforts by block and district officials were suggested. Further, joint
monthly meetings, work planning, attendance and work monitoring of ASHA
Sahyoginis and joint grievance redressal were suggested to improve frontline
coordination.

"Both the department supervisors should sit together and have a joint meeting. Our
LHV will attend their meeting and their LS will attend our meeting so that there is

no disparity.".....Line Manager
Leadership: Raised by the line managers, lack of ICDS-Health department
coordination at block and district levels was said to be setting a poor example of the
importance placed by government on inter-departmental coordination for FLWs.
While the majority of line managers praised the state government for passing
statutory orders for joint field visits, monthly meetings and reporting by both
departments, the implementation of these at all levels was criticised. Issues like
limited vehicle support by government for joint field visits, absenteeism of officials

in joint inter-departmental meetings due to work overload within their own
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department, no serious monitoring of inter-departmental coordination efforts and lack
of respect for each others' contribution to the common goals were said to be affecting

the implementation of government orders and ultimately the FLW coordination.

"Coordination is good in other blocks but not Mavli as we have no joint meeting
at the district level and it reflects on us. These days if there is a special
programme then the two departments are called jointly otherwise the story is
different on regular days. Officials at higher levels do not coordinate which
reflects downwards" ....Line manager

Suggestion: Common administrative building as work place for both departments'
officials to enable them to work jointly; issuing reporting formats to record monthly
coordination activities between the two departments ;and regular reviews of these by

each consecutively higher level official were proposed.

"The joint departmental meetings must happen quarterly if not monthly. If we
(ICDS managers) are also facing problem and if the ANM is not doing
immunization then we can also complain CMO to get it fixed...Line manager

17. Infrastructure: Mentioned as a reason affecting FLWs' independent and supportive
performance, the unacceptable conditions of ICDS and Health institutions (AWC,
Sub-centres, hospitals etc.); and apathetic staff at Health institutions were said be
affecting service (immunisation, delivery etc.) uptake by beneficiaries motivated by
ASHA Sahyoginis. The shortage of vaccines for immunisation and lack of medical
kit and registers (annual survey, immunisation, daily diary, village health profiles
registers) were also said to affect FLWs' work performance hence work relationships

and coordination.

"ASHAs have just one register to fill and they fill everything here and there.
Hence this register is of no use. They should keep complete information with all
indicators of immunisation in one register and someone should check this
register'...ANM, Tribal village

"There is no AWC here. We are running it in a school which is two Kms away.
Parents don’t come and get their children for immunisation here as it's still under
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18.

construction. Its far and it's not in good shape and worse when it rains. No one
cares but they just scold us"...ASHA Sahyogini, Non-tribal village

"As there is only one immunisation register so there is confusion about its
maintenance as neither ASHA completes it thinking that AWW will complete and
AWW thinks that ASHA will complete. Due to this, many ASHAs maintain register
but do not share the information with the other AWWS"... AWW, Tribal village

"There are no daily diaries for ASHAs. If it comes printed by the department then
at least they will be bound to fill their daily field visits in it"...Line manager

Suggestion: Separate immunisation registers to AWWs and ASHA Sahyoginis or
clear authorisation of responsibility to maintain the joint AWC immunisation register
to either AWWsor ASHA Sahyoginis; along with timely supply of reformatted (with
details of date, date, beneficiary visited, reason of visiting and services given,
signature of the beneficiary) ASHA Sahyoginis daily diaries, annual survey registers
and medical kits were suggested to enable ASHA Sahyoginis' work and frontline
coordination. No suggestions were given about improvement of the physical

infrastructure.

"We are only able to give them paracetamol and ORS and that too from ICDS
which is meant for children. If PHC provides us all the medicines then we can
provide the medicines to people....ASHA Sahyogini, Non-tribal village

Work environment: Mentioned as a reason affecting ASHA Sahyoginis' supportive
role performance, this describes the challenges in terms of geographical area and
community people amongst whom the ASHA Sahyoginis are expected to work. It
was said that distant, hilly, scattered, highly populated, inaccessible and insecure
geographical areas limit the community outreach of ASHA Sahyoginis as she is a
female worker and thus her support to her co-workers (ANMs and AWWs).
Additionally, illiteracy, myths and misconceptions, religious and cultural beliefs, fear

and distrust on the part of the community people about the system and FLWs were
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5.5

said to limit ASHA Sahyoginis' community mobilisation efforts and service outreach

and consequently, relations with the ANMs and AWWs.

"Because ASHA has to move so much in the field and then she has her house
chores too. They say that they have to move so much and sometimes one house is
at one corner and other at another corner. The houses are in the fields- 2-3 kms
apart. So for Rs 150 they get for immunisation it is there in their minds that they

are getting less money"...ANM, Non tribal village

"Here there are also people who do not go for vaccination. | go many times and
they say that they fear their Gods. | force but still they do not come for it so what
should I do. Then the sister shouts at me"...ASHA Sahyogini, Non-tribal village.

"The area is hilly, scattered and dangerous for woman to work alone. Hence she
avoids making home visits"...AWW, Tribal village

"I do receive complaint. These ASHAs refuse support to ANMSs in surveys as the
villages are far off"...Line manager

Suggestion: Joint and regular counselling by the three groups of FLWs to the
community, joint field visits by FLWs to ensure each others' security and additional

incentives to those working in tough terrains were suggested.

"If we (ASHA-ANM) counsel the females together then they women will get their
children for immunisation. People believe more on the ANM, ASHA might not be
aware whether immunization has been done or not so if ANM can explain them
better and call them".... ASHA Sahyogini, Non-tribal village

Summary
The results showed that the experience/observation of all categories of participants
on frontline coordination in their area was not good. This overall perception of

1N

participants about FLWs' "joint working" or coordination was found to be influenced
by independent as well as the supportive role performance by one or more groups of

FLWs, which together determined their mutual relationship.
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The findings showed that though the
majority participants complained about
the limited independent and supportive
role performance by AWWs and
supportive role performance by ASHA
Sahyoginis, only a few said so about the
ANMs. The reasons that were said to be

affecting the independent and/or

Fig. 5.1- Factors affecting the work
performance, relationships and coordination
at the frontline

1. Personal: Age, Health, Education,

Behaviour, Family Background, Residence.

2. Professional: Recruitment Procedure,

Placement, Training, Knowledge and
Skills, Job Accountability, Attendance, Job
Security, Remunerations/Rewards

3. Organisation: Sector Supervision,

Leadership, Infrastructure

4. Geo-socio-cultural : work environment

(people and place)

supportive role performance of one or more groups of FLWs were themed under -

personal, professional, organisational and geo-socio-cultural.

Table 5.2 presents the summary of all recommendations made by study participants.

The analysis of these showed that the participants felt the need for corrections in the

human resource management, infrastructure and better coordination at higher

programme levels to improve the frontline coordination.
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Table 5.2: Summary of the suggestions proposed by participants to improve frontline

coordination

Recruitment

1. Joint ICDS-Health-PRI selection of ASHA Sahyogini

2. Strict adherence to ASHA Sahyogini selection government norms

3. Attempts to select FLWs of all the three groups from same assigned work area/village
4. Identification and exclusion of political aligned candidates

5. Service bond with minimum years of service for FLWs

Job Description

1. Regular joint counselling by the three groups of FLWs to beneficiaries and joint field visits
by them

2. Include ASHA Sahyoginis in food supplementation programme of ICDS

3. Clear career progression path for ASHA Sahyoginis

4. Daily ASHASahyogini attendance monitoring and surprise field visits by AWW

5. Role clarity between AWW and ASHA Sahyogini on filling immunisation registers

Job Aid

1. Regular supply of child immunisation, annual survey, daily dairies, medical kits for ASHA
Sahyogini
2. Regular supply of vaccines and medical logistics for ANMs and food supplements for AWWs

Training and
capacity building

1. Improve training content on technical themes and FLWs' roles

2. Pre rather than Post recruitment training of ASHA Sahyogini

3. Joint and refresher training of FLWs with emphasis on improving technical knowledge, role
clarity and "health activist" instead of only an incentive based role for ASHA Sahyoginis

4. Institutional support for currently employed but less educated FLWs

1. ASHA Sahyoginis' current "sandwiched" placement only with joint work planning,
supervision, reporting and incentives by both departments

Placement Vs
1. Placement of ASHA Sahyogini in one department (preferably Health) than both.
1. Increased, timely and jointly paid incentives by both departments
Remuneration/ 2. Attendance and performance linked incentives to ASHA Sahyoginis
Rewards 3. Additional incentives to ASHA Sahyoginis for working in tough terrain, for case referrals and

data management
4. Non-financial incentives in the form of promotions and awards

Sector Supervision

1. Alignment of ICDS-Health sector supervisors' geographical work area boundaries and work
stations with filling vacancies

2. Joint ASHA Sahyoginis' work planning, attendance and work monitoring and supervision
through joint monthly meetings by both supervisors

3. Joint FLWs' meetings with both supervisors promoting discussion, capacity building and
grievance redressal

4. Clear division of work, time, deliverables and disciplinary action for FLWs

1. Station ICDS-Health block, district and state officials in a common building

Leadership 2. Serious monitoring of joint field visits, meetings and reports by each consecutive higher level
1. Policy on retirement age for all groups of FLWs
Others 2. Policy on "Leave from work" with special mention of maternity leaves and adhoc

replacements for all groups of FLWs
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5.6 Discussion
The analysis of the  experience/observations, reasons for  such
experience/observations and suggestions on frontline coordination helped understand
some key characteristics of the existing state of frontline coordination in the study

arca.

The analysis showed that of the three groups of FLWs, the questions were mainly
raised on the AWWs and ASHA Sahyoginis for affecting the frontline coordination.
The predominance of ASHA Sahyogini related issues by the participants could also
be due to the fact that the ASHA Sahyoginis are the centre of any coordination
between ICDS-Health departments at the frontline. Also, the relationship between
AWWs and ASHA Sahyoginis appeared more affected than that between ANMs and

ASHA Sahyoginis.

Between AWW and ASHA Sahyogini, the non-performance of independent and
supportive roles by AWWSs and supportive roles by ASHA Sahyoginis appeared to
have affected their mutual relationship. The reasons for the lack of performance of
the majority independent functions by AWWs were said to be-age, health, education,
training, knowledge, skills, work ethics, poor sector supervision and infrastructure
whereas the reasons for affected supportive role performance by them included all
the above as well as behaviour of co-workers, lack of support from co-workers and
poor demonstration of coordination by line managers. Thus this non-performance of

independent and supportive roles by AWWSs due to multiple factors along with role
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duplication and accountability of neither AWW nor ASHA Sahyogini in joint tasks
could have resulted in unofficial task shifting by AWWs to ASHA Sahyoginis and
hence strained behaviour and overall relationship of one with the other. Apart from
these, there was evidence of comparisons made by both (AWW and ASHA
Sahyogini) with each other on various parameters (e.g. education, residential
location, nature of work, incentive, job security) that showed competition, jealousy

and disrespect among them than coordinated approach to working together.

About ASHA Sahyoginis' poor support to both-ANMs and AWWs, her personal
(health, education, family background, residence), professional and organisational
(recruitment, placement, training, knowledge and skills, job accountability,
attendance, job security, rewards, supervision, infrastructure, leadership)
characteristics along with the geo-socio-cultural (work environment) factors were
said to be responsible. The majority of these factors that resulted in ASHA
Sahyoginis' lack of role performance could also have contributed to their behaviour
with their co-workers, thus causing strained relationship among the FLWs. Apart
from these, poor behaviour, work ethics and role performance by co-workers (ANMs

and AWWs) also affected her coordination with them.

About ANMs, while poor work ethics and infrastructure were said to be affecting

their performance of independent functions, the behaviour and poor work

performance by co-workers (AWWSs and ASHA Sahyoginis), training, infrastructure
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and poor example of coordination set by supervisors, block and district officials were

said to have affected their supportive role performance.

Thus, various factors such as poor behaviour, training/role clarity/knowledge, work
performance (independent and supportive roles), example of coordination set by
leaders and poor infrastructure and infrastructure were few common reasons said to
be affecting supportive role performance by all groups of FLWs. Also, multiple
reasons, including those mentioned above may affect work performance by any

group of FLWs thus contributing to poor work relationships.

The existence of the state governments' orders on joint meetings, field visits and
monthly reports by the officials of two departments at all levels (sector, block and
district) showed existence of political intentions to promote ICDS-Health
coordination. But the lack of any such measures in practice were identified (mainly
by line managers) to show the lack of political will in the form of strict monitoring,

supervision, financial and administrative support to help ensure their implementation.

On the existing model of frontline coordination in Rajasthan, the analysis showed
that though the majority of participants stated that the placement of ASHA
Sahyoginis between two departments was a challenge for frontline coordination,
these participants when asked to suggest possible solutions suggested joint
recruitment, job planning, supervision and rewards mechanisms to be implemented

by both departments in the case of ASHA Sahyoginis to improve her coordination
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with both. Such contradiction suggests that the majority of these participants were
not against the current Rajasthan ASHA Sahyogini model in principle but their
reported dissatisfaction was due to lack of the existence and implementation of such
joint inter-departmental coordination at various levels that were affecting frontline

coordination.

This interdepartmental process of frontline coordination was found to be affected not
only by coordination challenges between the two departments but also intra-
department challenges that affect individual FLWs' independent as well as supportive
role performance. Issues including staff vacancies, added workload on limited staff,
poor infrastructure and limited supervision of FLWs by supervisors from both
departments were reported to be affecting frontlines' work performance and

coordination.

The analysis of the reasons affecting frontline coordination showed that during the
process of working together, the FLWs interact at three levels:
1. Horizontal interactions amongst them at personal and professional levels,
2. Horizontal interaction of these FLWs with their beneficiaries/community
and work area and
3. Vertical interaction of these FLWs with the larger system (their own
departments, other departments, officials, facilities and processes at sector,

block and district levels).
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Thus the complex interaction between the "departmental systems-frontline-
community" characterise the existing state of frontline coordination. The results
highlight various system and community level challenges that also affect frontline
coordination. But there can also be a reverse interaction where limited frontline
coordination in service delivery (Process) affects service uptake by the
beneficiaries/community (Outcome). This relation is evident from the results
discussed in previous two chapters. The limited frontline participation in child
immunisation and counselling activities was seen to have contributed to the limited
knowledge amongst mothers which could be one of the reasons for limited child

immunisation coverage on MCHN days.
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CHAPTER 6
SUMMARY, DISCUSSION AND CONCLUSIONS
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6.1

The study was conducted to understand the coordination between the three groups
of FLWs in Rajasthan. It explored three important dimensions of frontline
coordination i.e. "participation”, "work relationships" and "coordination associated

outcomes". It also gathered the views of those involved on how frontline

coordination could be improved.

Summary of findings

All the three groups of FLWs showed good participation in expected tasks in
relation to "Polio Camps" and limited participation in routine immunisation
(especially AWWs and ASHA Sahyoginis) and Vitamin A supplementation
(especially data management tasks). There were also issues related to work
relationships (the experience of working together) i.e. the majority were dissatisfied
about frontline coordination (mainly due to ASHA Sahyoginis and AWWs).The
study showed limited knowledge among infants' mothers on child immunisation
and Vitamin A supplementation as well as limited child immunisation coverage on

the coordinated service delivery day i.e. MCHN day.

The "limited joint participation in common activities" and "poor experience of joint
working" typifies the "process" dimension of unsatisfactory coordination between
the three groups of FLWs in the study area. The mother’s limited knowledge and
poor child immunisation coverage exemplifies the "Coordination process linked
outcomes". Both-the process (participation) and outcomes were found to be

marginally better in tribal than non-tribal villages.
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On exploring factors that influenced the "the frontline participation in PC compared
to the other activities" and "joint work relationships", various personal,
professional, organisational and geo-socio-cultural issues were identified. The
FLW survey (Chapter 3) identified some personal factors i.e. better educational
status of FLWs, residential proximity of ANMs to the work villages and less FLWs
(ASHA Sahyoginis) related to the local politicians as influencing FLWs' better
participation in joint activities in tribal than non-tribal areas. The qualitative study
(chapter 5) confirmed the last two as factors affecting frontline coordination but did
not support the higher education finding as it showed that even better educated
ASHA Sahyoginis do not work in a co-ordinated manner with their co-workers. In
addition, the qualitative study identified age of AWWs, personal health of AWWs
and ASHA Sahyoginis as other personal factors influencing both working on their
independent tasks and tasks which required support from each other. On the
contrary, Chapter 3 showed that age in case of AWWs appears less likely to be a

factor that influenced participation in joint activities.

The importance of training (especially joint) and incentives/remunerations/rewards
to all the FLWs were two other factors found in Chapter 3 and validated by the
qualitative study (especially in relation to the ASHA Sahyoginis) as influencing
FLWs' team work and collaboration. In addition, issues related to human resources
(i.e. recruitment, placement, job accountability, knowledge and skills, work ethic,

day-to-day attendance and job security) especially in relation to the ASHA
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Sahyoginis and/or AWWSs were also identified as other professional factors

affecting FLWs' work performance.

The findings in Chapter 3 also highlighted the importance of political will to drive
the institutional commitment/leadership to ensure funds, infrastructure, monitoring
and supervision for better frontline coordination. The qualitative study also
emphasised the limited political will seen in the form of limited coordination (in
terms of planning, monitoring, and supervision) between ICDS and health officials

at sector, block and district levels that affected frontline coordination.

The findings of chapters3 and 4 suggested that "limited frontline participation in
joint activities such as counselling" could be one of the reasons for "limited
knowledge amongst infants' mothers on immunisation and Vitamin A
supplementation" resulting in "limited immunisation coverage". The qualitative
study showed that entrenched cultural and religious beliefs in the community also
make FLWs' task of promoting immunisation and Vitamin A coverage difficult and
affects FLWs' motivation. In addition, the qualitative study also showed
geographical challenges (distant, hilly, scattered, highly populated, inaccessible and
insecure geographical areas of work) affecting work performance by ASHA
Sahyoginis that impacted on their work relationships with other co-workers (ANMs

and AWWs).
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6.2

The qualitative study suggested some changes in relation to human resource
management (job description, recruitment, placement, job aids, training,
knowledge, skills, job security and reward systems for the FLWs, especially the
ASHA Sahyogini as the link worker between ANM and AWW) to improve
frontline coordination. Further, measures such as structural and functional
alignment between ICDS and Health department (RCH/NRHM) line managers at
all levels with better supervision of coordination at each level were also suggested

to promote better frontline coordination.

Discussion

The study showed that a range of stakeholders contributed to the frontline workers'
coordination. The frontline coordination is not only affected by the interactions
between the FLWs but also by their interaction with multiple stakeholders that
operate within the larger organisation, departments and social system in which the
three groups of FLWs operate. These stakeholders include FLWs' line managers,
Panchayati Raj Institutions and programme beneficiaries. Examples include the
lack of coordination between the supervisors and line managers of ICDS and health
department in joint planning, monitoring and supervision; interference by PRIs in
ASHA Sahyoginis' placements and limited knowledge about socio-cultural barriers

that affected service uptake by programme beneficiaries.

The study identified a range of factors that may could contribute to the ineffective

frontline coordination (Fig. 6.1). It showed that besides inter-personal factors
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professional, organisational, geo-socio-cultural and national and political ' factors
may contribute to ineffective frontline coordination. These factors do not operate in
isolation but in an integrated dynamic system in which the three groups of FLWs
operate. It is the limitations and challenges posed by this dynamic system that

affect FLWs' work performance, relationships and coordination.

Figure 6.1: Factors influencing frontline coordination

National/International Political Will

Organisational

Block/District Coordination/State Leadership

Sector Supervision

Professional l

Training, Knowledge& skills

Infrastructure

Attendance

Work Ethics

Job Description & e
Accountability J

\ .
N Remunerations/

k R d.
4 Family Background N \ ewards

Placement ’

Recruitment Personal

1
1

- Health
\

1
1
1
1 1
1 . . \
\ Residential \
1

X 4 Security
Location

Behaviour Education 4

182



The study shows that though personal factors may influence frontline coordination,
the range of professional and organisational factors and the lessons from the PCs
suggest greater influence of the latter in determining frontline coordination. This
premise is strengthened by the better co-ordination of the three groups of FLWs in
PCs than RCI and Vitamin A supplementation despite the same FLWs facing the
same personal and geo-socio-cultural challenges in all the four activities.

The eradication of polio is the international, national and state priority” "% %",
This could be the reason that PCs in Rajasthan get greater political interest than any
other programme. Such political focus could be the reason for repeated joint
training and financial incentives to all groups of FLWs for their participation in
PCs unlike RCI and Vitamin A supplementation programmes. This also results in
better infrastructure (timely and adequate vaccines, funds, registers etc.),
monitoring, review and supervision in PCs compared to the other programmes.
Such measures as a result of political will i.e. infrastructure, joint training,
participation incentives and monitoring and supervision could have led to better

280, 281
<%0 It also

frontline coordination in PCs compared to the other three activities
illustrates that disproportionate political bias towards a cause can divert resources

which in turn motivates FLWs to overcome their personal issues and geo-socio-

cultural barriers and co-ordinate effectively.

It can also be argued that as the PCs are organised once or twice annually based on

the case load unlike RCI and RV A that are routine activities organised monthly,
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getting government and stakeholders interest for a short event like a PCs is easier
than for routine services. But this argument does not hold true in case of Vitamin A
supplementation where limited frontline participation was seen in both-camp and
routine events. The existing literature shows nutrition as a missing agenda in the

o - - . 282,283, 284
political discourse in India™ " "> ",

This further substantiates the argument that
the political will can determine systems' preparedness and stakeholders'
participation in any activity.

In this study, the issues with Rajasthan's' frontline coordination was related more to
operational than design issues. The non-compliance of two joint strategies under
this model i.e. ASHA Sahyoginis' integration through joint recruitment, monitoring,
attendance maintenance, supervision, reporting and incentives between the two
departments and joint mechanisms for planning, monitoring and supervision by line
managers were found to have affected the frontline coordination model in
Rajasthan. This also means that the compliance of these two joint strategies have
the potential to improve frontline coordination in Rajasthan. If so, the next question
is -what limits these managers from complying with the state directives? The study
provides some answers-

o Unaligned ICDS-Health department geographical and population
coverage boundaries limits the joint planning, monitoring, supervision and
reporting of FLWs

e  Limited infrastructure support to line managers to conduct joint field

visits
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o Lack of standard indicators, monitoring formats and monitoring joint
meetings, field visits and reports by senior officials

o Inherent departmental problems like unfilled vacancies that increase
department related workload affecting inter-departmental coordination

o Lack of cohesive working between departments where each department
expects the other to comply with its own work-plans and timelines rather

than work together.

Lack of clarity on areas of coordination could be another reason for limited
coordination at sector, block and district levels (though not identified in the study)

among the ICDS and Health departments® 25¢- 27,

The study showed that both-inter and intra-departmental issues contribute to the
ineffective frontline coordination. The inter-departmental challenges that affect
frontline coordination are:
e Related to the ASHA Sahyoginis- recruitment, placement, job description,
training, knowledge and skills, , attendance, incentives and job security
e At sector/block/district levels- unaligned boundaries, lack of joint
supervision, joint meetings and field visits by officials and impact on FLWs'
morale and commitment to the joint working model.

The intra-departmental challenges within the ICDS department were:
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e In relation to the AWWs- their poor work performance appear to be related
to task shifting, , inappropriate attitude towards co-workers and poor AWC
infrastructure,

e At the sector/block/district levels -supervisors' vacancies and extra-
workload on a limited number of supervisors appears to result in poor

supervision.

The intra-departmental challenges within the Health department were
= In relation to the ANMs-limited frequency of village visits by ANMs and
less time spent by ANMs on MCHN days, inappropriate attitude towards
ASHA Sahyoginis, ,
e Various infrastructure and human resource issues within the healthcare

institutions.

The study explored the interplay between the "process" i.e. FLWs' coordination and
the "associated outcomes" i.e. knowledge and service uptake by the community.
The surveys and field observations showed that limited frontline participation in
activities like counselling may have influenced the mother’s lack of knowledge
about immunisation and nutrition which in turn had an impact on the service
utilisation in the community. The qualitative study showed that the lack of
knowledge and reluctance to seek services in the community also influences the
motivation, work performance and hence coordination among the FLWs. This
circle of frontline coordination and service uptake by the community is multi-
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factorial. The latter is not only affected by the limited, poor quality and untimely
services offered by the FLWs or ICDS/Health department but also by community's'
educational status, economic status and socio-cultural challenges such as the
limited decision making role of women. Hence though better FLWs' coordination
and appropriate changes in the way the ICDS and Health department work
collaboratively will contribute to the improved utilisation and service coverage,
improvement in the educational and socio-economic profile of the community,

specifically the empowerment of women is important.

The study also shows that recruiting the right workforce is an important
requirement for good frontline coordination. The FLW survey showed that
34percentof the ASHA Sahyoginis were related to local political leaders and this
was triangulated by the qualitative study results where the participants identified
the politically biased selection of ASHA Sahyoginisas a factor affecting frontline
coordination. Such a recruitment system is likely to recruit politically aligned, and

possibly non-eligible ASHA Sahyoginis.

However, even the participation of ANMs and AWWs with PRIs under the joint
recruitment strategy for ASHA Sahyoginis by ICDS-PRI-Health department in
Rajasthan may not have enough impact. This is because in Rajasthan, according to
the recent government order, both ANMs and AWWs along with ASHA
Sahyoginis are asked to report their work progress and attendance to the PRI***

?% This creates a hierarchical relationship between the PRI and ANMs and AWWs
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that is likely to minimise the negotiating power of ANMs and AWWs in the joint
selection of ASHA Sahyoginis. There also appears an unofficial hierarchical
relationship between the PRI- "a political body" and ICDS/Health department,
block, district staff, who are "salaried departmental employees". However the
importance of participation of both "PRI" and "departmental representatives" in
ASHA Sahyoginis' selection is acknowledged but the mechanisms to promote joint
attendance and equal negotiating powers to both-PRI and departmental

representatives are lacking in the current system.

The mean age of AWWs that participated in this study was 39 years, similar to the
mean age of participating ANMs whose participation in RCI and service provision
in Vitamin A supplementation was found to be good. Hence the reported poor work
performance and lack of support by AWWs due to age seems less likely. This could
be due to limited education, knowledge, skills, overlapping and unclear roles with

the ASHA Sahyoginis, limited monitoring and supervision.

In relation to distance of FLWs from the workplace, a study conducted in 2011 in
four states of India showed that the AWWSs work better within their own residential
areas than travelling from a distance™". In this study, though all the AWWSs from
tribal area and 50 per cent from non-tribal area were residents of their work
villages, their limited participation in three of the four activities was seen in both
tribal and non-tribal areas. However, the 2011 study results hold true in case of

ANMs and ASHA Sahyoginis in this study. The ASHA Sahyoginis' participation in
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joint activities was better in tribal villages where all of them were local residents
compared to 13 per cent ASHA Sahyoginis from non-tribal areas who travelled
from other villages to their workplace. Similarly the participation of ANMs from
the tribal villages who lived 15 kms. closer to their work villages than their non-
tribal counterparts were found to participate better in joint activities. Thus
proximity to the work place could be important selection criteria for all groups of
FLWs. Moreover, selecting the three groups of FLWs from the same Panchayat
could also overcome the problem of differential response of the community people

to the three groups of FLWs and promote coordination.

The FLW survey showed educational differences between FLWs (especially ASHA
Sahyoginis and AWWs) where 25% and 1.5% more ASHA Sahyoginis compared
to AWWs from both-tribal and non-tribal villages had formal education beyond
high school (more than 10th standard). The qualitative study identified that limited
education of AWWSs and both limited as well as more than required education of
ASHA Sahyoginis as a factor affecting frontline coordination. Because of the
hierarchy created by the difference in education between AWWs and ASHA
Sahyoginis where the latter are more educated but less paid, work as volunteers and
in a supportive role to the comparatively less educated but better paid AWWs, it is
important that the adequate education level for AWWSs and ASHA Sahyoginis must
be considered as an important selection criteria. The selection of adequately

educated AWWs is also important in the light of constantly evolving job
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responsibilities, complex work settings, better educational status of both ASHA

Sahyogini and ANMs and increasing need for coordination.

Appropriate training of FLWs was also identified asan important factor in frontline
coordination. A study from the Uttarakhand state (India) showed that joint training
of the three groups of FLWs not only improved their knowledge from 24%to 73%
but also improved their rapport with each other, resource utilisation and programme
outcomes®'. Literature on management of mother and child services in India and
the ICDS programme stated the need for joint training of the three groups of FLWs
to harmonise their roles and increase knowledge and skills for improving their

- 292, 293
coordinated performance”

. The FLW survey results from this study also
showed joint training of the three groups of FLWs in PCs resulted in effective joint
participation in PCs in contrast to their limited joint training for RCI, RVA and

VACs and lower participation. The qualitative study also identified inadequacies in

the FLW training as a reason for their lack of coordination.

The existing monitoring and supervision of AWWs and ANMs involves monthly
report submission by them in separate reporting formats to their sector supervisors
in their separately organised monthly sector meetings**' *°* *°. For ASHA
Sahyoginis, daily attendance at AWCs, work updates in daily home visit diaries,
monthly reports in two separate reporting formats for ICDS and Health department
and two monthly sector level meetings separately with each departments'

supervisors are some mechanisms of monitoring and supervision directed by the
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state™

. Joint field visits and joint monthly meetings of both the supervisors to
monitor, review and report the programmes' progress at the frontline to senior line
managers are also directed by the state government®’. Also, joint field visits,
meetings, review and preparation of joint reports on joint programme efforts are

required for block and district levels by the state®* 301

. In practice, challenges in all
the above mentioned monitoring and supervision mechanisms were reported in the
qualitative study. For AWWs, poor supervision due to supervisors' vacancies,
larger geographical area and number of AWWSs under supervision and multiple
departmental meetings were some of the reasons identified*:**. For ASHA
Sahyoginis, poor maintenance of attendance and work records and separate
monthly supervisory meetings by both supervisors rather than jointly with
AWWs/ANMs/both were reported. For the senior levels, lack of any joint
supervisory field visits, monthly meetings, reporting and review of joint work by

L 304
senior line managers were also reported™ .

In the existing model where about 25 AWWs meet their ICDS supervisor together
on a single day for work review and feedback, the exclusive monthly meetings of
AWWs with ICDS supervisor and exclusive monthly meetings of 10 ANMs with
their supervisor appear reasonable. However, separate monthly ASHA Sahyogini'
meetings conducted by each department despite her common supportive functions
to both, appears inappropriate. This would result in a waste of ASHA Sahyoginis'
time but also a missed opportunity by both the supervisors to jointly meet, review,

discuss, provide feedback and jointly plan the ASHA Sahyoginis' work and joint

191



departmental activities. A common reporting format for ASHA Sahyoginis'
monthly joint sector supervisory meeting could save time and resources and

facilitate joint review and action.

The ASHA Sahyoginis' processes for recording attendance and work updates i.e.
daily morning visits to the AWC for recording attendance seems impractical due to
her supervision and work with multiple stakeholders in (i.e. AWC/Sub-centres) and
outside (field). In this case a comprehensive documentation (the purpose of visit,
time spent and deliverables) of her daily work updates by her with the signature of
the stakeholder (including community members) visited by the ASHA Sahyoginis
may be more appropriate. However, ensuring regular maintenance of such records
by the ASHA Sahyoginis would require a structured process and review with some

disincentives for noncompliance or incomplete records by both departments.

Standardised reporting indicators on joint performance by both departments along
with appropriate monitoring, review and feedback could contribute to more

effective co-ordination.

As the nation’s and state’s commitment to the international community to eradicate
polio from India is considered to have encouraged accountability and political will
that could have influenced the frontline coordination in this activity, clarity on joint
programme goals, stakeholders' (including the three groups of FLWs, ICDS and

Health officials), clear independent and supportive roles and deliverables,
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standardised monitoring indicators with appropriate monitoring of all identified

joint effort at all levels are likely to contribute to more effective joint working.

This study also identified the issue of incentives to the FLWs for participating in
joint activities. Incentives to all participating groups of FLWs for joint activities is
also linked to "salary" as opposed to "performance based incentives" and
"employee" against "volunteer" models that exist in India and Rajasthan. In
Rajasthan, both-ANMs and AWWs formally form a part of the Health and ICDS
department and hence receive a fixed monthly salary/honorarium in addition to
participation incentives for activities like PCs. Such formal arrangements make
them accountable for their participation in all department activities (including PCs)
when required. An additional participation incentive for them for all joint activities
that already form part of their job description and for which they are paid an
additional salary/honorarium may not be required. Such incentives may be useful
only when their participation is required in any activity on days other than their
official working days, which is the case in PCs. The PCs are usually organised on a

holiday for better population coverage.

In contrast, ASHA Sahyoginis are community volunteers who are not formally
employed by either the ICDS or health department and receive a fixed honorarium
from ICDS and performance based incentives from the health department. The
participation incentive that the ASHA Sahyoginis receive for PCs from the health

department is part of their performance based incentive. In the absence of a salary
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and regular employee status, such participation incentives are an important
motivation factor for the ASHA Sahyoginis to participate in any independent or

coordinated activity organised by the health department.

There is also evidence from other departmental programmes that providing

305
. The lessons from

incentives to the ASHA Sahyoginis increases performance
CARE India’s RACHNA Programme that recruited "community change agents",
now converted to ASHAs by NRHM also showed the importance of incentives in
motivating such community workers to support existing government

306,307
programmes” "

The current workforce of one AWW, one ASHA Sahyogini and one ANM
responsible for one village (700-1000 population) can work in coordination and
achieve common programme goals provided the right number and quality of FLWs
are recruited, trained, paid and appropriately monitored for their performance
against their clearly defined roles and deliverables in an enabling professional and
organisational environment. The recruitment of additional FLWs may improve
programme outreach, but would add to the complexity of coordination. It would,
therefore, be important to first address the systemic challenges found in the study to
improve child health through vaccine coverage, Vitamin A supplementation and

other joint activities carried out by the FLWs.
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6.3 Recommendations

The following recommendations to policy makers are made based on the findings from

this study:-

1.

2.

Prioritise coordinated approaches to addressing child health and nutrition
issues.

a. Governments should promote multi-sectoral programme designs to address

complex child health and nutrition challenges by pooling funding for
programmes. This should include clarity on relationships, roles, deliverables and
resource sharing between the various sectors, thus ensuring cost efficiency and

better impact.

. For coordination between ICDS and the health department, the two departments

should identify core coordination initiatives at each administrative level
(frontline, sector, block, district and state) and the roles, responsibilities,
timeline, resources and deliverables from each participating department in these
initiatives. This may be followed by joint planning for resources, budget and
monitoring of joint activities (field visits, meetings, reports, etc.).The national
and state level inter-ministerial committee meetings can also be usedto discuss

and disseminate lessons learnt.

Promote ICDS-Health (RCH/NRHM) district/block/sector level coordination

a. For structural alignment of ICDS and health departments' sectors in Rajasthan,

field data collection and matching (number and location of villages, AWCs, sub-

centres, Panchayats and land area, and workforce under both-ICDS and Health
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departments' sectors) by both departments is essential. This can be done through
joint consultation at higher administrative levels to get institutional consensus,
state directive and operational plan for sector alignment across the state.

b. This sector alignment may also promote joint meetings of ASHA Sahyoginis
with ICDS and health supervisors for joint work planning and review. Also, the
joint meetings of all FLWs with ICDS and health supervisors at sector level may
promote their joint capacity building.

c. The frequency of such joint departmental meetings at sector and higher levels
can be planned in an integrated way e.g. every month for ASHA Sahyoginis and
bi-monthly for all groups of FLWs at sector level; once in three months at block
level; once in four months at district level; and biannually at state level.
Determining day/date and agenda along with linking the attendance of officials
and FLWs with their annual performance audits in these joint meetings may
improve the quality of such meetings. The agenda in these meetings can have
"fixed" and "flexible" components. The former may include reporting on
specific coordination indicators, discussion on challenges, mitigation plans and
future roadmaps with details on targets, timelines, resources and responsible
individuals. The latter could include capacity building and information sharing

activities.

3. Selection of frontline workers
a. Wider publicity of vacancies of FLW posts may attract more and better quality

applicants which could result in appropriate selection of candidates based on
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merit rather than nepotism. Appointing FLWs from within the same Panchayat
or nearest Panchayat and appropriate educational standards (especially of ASHA
Sahyogini and AWWs) may also facilitate coordination. The participation of
representatives from both departments and PRI with clear and transparent
procedures i.e. standard score cards (that includes selection criteria such as
education, local residency, past work experience etc.) for the recruitment of
ASHA Sahyoginis would contribute to improving the selection of appropriate
FLWs. Publishing information such as the selection criteria, selection process,
proportion of applicants who met the selection criteria and summary of profile of
those selected, in the annual NRHM state report may contribute to greater

transparency in the recruitment process.

4. Role clarity, knowledge and skills of FLWs
a. Review of job descriptions of each group of FLW to understand the differences
and similarities in their outputs; independent and joint roles; and roles,
responsibilities and deliverables of each group in joint roles may help improve
role clarity in FLWs. Efforts to reduce role duplication by clearly entrusting
some tasks to one group of FLW along with mechanisms (e.g. issuing detailed
appointment letters and training on roles and responsibilities; monitoring and
linking attendance and feedback from co-workers on each FLWs' supportive
performance in joint activities with their performance appraisal) to encourage
and monitor the joint responsibility of FLWs in other joint roles may improve

frontline coordination.
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b. The appointment letter to every FLW could specify her employee/volunteer
status, employment tenure, specific independent and supportive roles and
deliverables, suggested time allocated to the different departments, leave policy,
attendance and work reporting requirements, incentives/remunerations/rewards
during employment, career progression path, retirement age etc.

c. Periodic organisation of joint training of the three groups of FLWs using sector
level supervisory meetings as a platform may be useful. Such training could
focus on establishing role clarity amongst FLWs, need for team work and
discuss challenges faced during joint working. Individual induction for FLWs
could include areas, roles and deliverables during joint activities. Use of
innovative training methods such as case studies, scenarios, field visits, and
practice sessions along with periodic rapid appraisals of training outcomes can
improve FLWs' skills to perform their independent and joint roles.

5. Periodic monitoring and supervision

a. For improving monitoring of coordination efforts (e.g. structural alignment,
periodic joint meetings, joint field visits, participation of FLWs in joint activities
etc.)at all levels, measures such as identifying reporting indicators; designing
and circulating reporting formats; deciding reporting periods, timelines; and
identifying methods to disseminate the lessons learnt would be useful.

b. For ASHA Sahyoginis, a common monthly report presented by each ASHA
Sahyogini to both department supervisors in a joint sector level monthly meeting
could avoid duplication, save time and facilitate joint work planning. For

monitoring her daily attendance and work update, they can be asked to maintain
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the daily diary signed by an appropriate stakeholder (PRI/ANM/AWW/any
other).

C. Sector alignment; adequate supervisory staff given adequate time, training and
resources by their departments to monitor and supervise their FLWs;
coordination and periodic feedback by block officials to sector supervisors may

help improve not only the independent but also the supportive role performance

of all FLWs.

6. Rewards/incentives for joint participation

a. Recognition by the state government (in cash/kind)on an annual basis to the best
district, block, sector and village based on performance on interdepartmental
coordination (ICDS-health department in this case)may improve motivation of
those involved. Integrating various methods of rewards at other levels such as
Panchayats, sectors, blocks and districts to recognise effective joint performance
by stakeholders from both departments in their area could also contribute to
effective co-ordination.

b. Incentives based on joint assessment of performance of ASHA Sahyoginis by
both supervisors could be jointly paid by both departments on a monthly basis.
Clarity on career progression for ASHA Sahyoginis and promotion based on
work performance and experience could contribute to job security and
motivation for better performance.

c. Incentives in cash/kind can be paid to the AWWs and ANMs if their

participation is required in any joint activity outside official working days.
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d. Clearly mapping the type of rewards (salary/honorarium/performance incentive)
used by both departments for each group of FLW against the roles played by
them in joint activities could contribute to improved transparency, realistic
expectations and better joint working.

e. Appropriate measures to deal with poor attendance, poor performances etc.

should identified and implemented appropriately.

7. Improvements within departments for better coordinated performance
a. The current international and national debates on bringing nutrition to the centre-
stage for political and programmatic discourse is likely to bring the focus on
various nutrition interventions including the ICDS programme in India and

308.309.310 1t is suggested that this can be utilised for creating

Rajasthan state
political momentum for improvement in ICDS programme i.e. improving human
resources, information management systems, monitoring and supervision,
infrastructure etc. These were the issues identified in this study that had an
impact on both work performance of AWWs, and their coordination with other
FLWs.

b. Reforms started in the health sector in India and Rajasthan under NRHM since
2005 must continue to emphasise strengthening the heath sector in terms of its
human resources, information management systems, infrastructure and quality

measurcs.

6.4 Ethical Review and Ethical issues faced in during the research process
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The ethical review of this study was done by Public Health Foundation of India (PHFI),
the Indian partner of Wellcome Trust (UK) in India. The review committee raised only
one ethical issue i.e. verbal over written consent of the study participants. In response,
the ethical committee was informed of the experience from the formative and pilot
stages of the study which demonstrated hesitation and fear by women to sign any

document.

Ethical issues during field work: Conducting In-depth Interviews (IDI) of Frontline
Workers at their home rather than their office was done to ensure their confidentiality
and ability to discuss issues openly and without fear which may have been the case
when their colleagues were present in the building. However, during one of the IDIs,
the husband of the ASHA Sahyogini arrived home drunk and was not happy about the
participation of ASHA in the interview as well as my presence as a stranger in their
house. While this IDI was conducted with the ASHA's consent at her home, it did create
problems for the ASHA as well as me as the researcher. To defuse the situation I
suggested discontinuing the interview and postponing it to another day. However, the
ASHA was keen to complete the IDI, she took 15 minutes out to make her husband
understand the purpose of my visit as well as this IDI and returned to the interview

which was then completed without further interruption.

6.5 Study limitations and challenges
The study required a multidisciplinary understanding of the concept of coordination to

be able to understand the nature, dynamics, processes and challenges of co-ordination
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between FLWs to improve child health and nutrition in Rajasthan. The literature
review found limited evidence on understanding the processes and operational realities

of underpinning working in such coordinated models.

The main guidance was identified as state policies, guidelines and administrative
orders that are liable to periodic changes and amendments. To access such
documentation in , Rajasthan through state offices, government web-sites and libraries

was limited as most of these documents were not available for public access.

In the data collection phase, as the participation of FLWs in routine and camp mode of
service delivery was explored using multiple research methods, the direct observation
method could not be used to triangulate the FLW survey findings on VACs and PCs.

This was because at the time of primary data collection there were no camps.

The data matching exercise conducted to understand data coordination among FLWs
was limited in the case of Vitamin A supplementation due to the discrepancies in the
existing register formats, unavailability of special Vitamin A registers at the AWC and
poor data recording by all groups of FLWs. Similarly, it was limited in the case of
polio due to the differing register formats and non-availability of any other data source

with the FLWs on routine and polio camp coverage.

The mothers' survey was limited to those whose details were found in the registers of

ANM and at AWCs. As the survey listed 388 eligible mothers out of the expected 400,
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it covered the majority of mothers i.e. 321 of them. The high drop-out rate of mothers
from the non-tribal village due to temporary migration following returning to the
woman’s paternal home for the birth of their children was not anticipated. Collecting
primary information from all 321 surveyed mothers on actual immunisation and
Vitamin A coverage status of their children could have added insight to the
coordination process related to outcomes. However the poor immunisation card
retention rate and issues related to mothers' recall on multiple vaccines including polio

: - . 311,312,313,314
drops was the reasons for not using them in the survey design™ > =~ >~

Access to officials above the block level from both the departments for interviews was
difficult. Hence the replacement of district health department head (DMHO) by another
district level health department officer nominated by the DMHO for the interview was
done. Similar challenges were faced with the newly appointed district ICDS project

head who could not be contacted despite three attempts to meet her.

In the pilot phase when women were asked to sign a consent form following consent it
was noted that the mothers feared signing anything without the permission of their
husband or family members though they were happy to share their views when a
signature was not required. Similarly, the FLWs and line managers worried that their
signatures or audio records were a proof of their views (especially when it was
negative) against their colleagues, PRI and senior line officials. This was a cultural
issue and it was not possible to convince the participants that this would not be the case

and complete confidentiality would be guaranteed. The act of signing or recording did
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not comply with their view of confidentiality. Thus respecting participants' cultural
understanding of confidentiality, verbal consent and field notes (in few cases) were

used in the field.

Finally, as this study is limited to Rajasthan which has a unique ICDS-Health
department coordination model especially at the frontline, the findings from this study
may not be generalisable to other Indian states. The limited scope of this study does not
allow comments on whether the Rajasthans’ ASHA Sahyogini model of frontline
coordination is better than the other states where the ASHAs are the part of only the

health department.

6.6 Study Contribution
This case study adds to the existing literature on coordination between two national
programmes in Rajasthan. The study contributes to a more in-depth understanding of
what works and the issues related to FLWs coordination in Rajasthan, and may help the
state government and programme administration to gain an insight into inter-
programme coordination. Beyond Rajasthan, this study adds to the national evidence-
base on existing coordination models. This may be useful to planners, practitioners and
researchers from other disciplines and sectors for gaining an understanding on the

issues that may affect joint working in a human setting.
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6.7

6.8

Areas for future research

A comparative study of Rajasthan’s ICDS-RCH coordination model with that of
another state in India where ASHAs are not the part of ICDS would be useful to
compare the benefits and challenges of coordination. A study on the cost effectiveness
of "coordinated" over "independently" operating programmes and projects is needed
for planning by the policy makers. Studies that examine the state of inter-sectoral
coordination at programme levels beyond the frontline is needed to understand the
existence, adherence to or problems of various coordination mechanisms by the two

programmes line managers.

Conclusion

The study identified limited coordination between the three groups of FLWs in the
study areas of Rajasthan in relation to both process and outcomes. Multiple
stakeholders (FLWs, line managers, PRI and programme beneficiaries) and factors (i.e.
personal, professional, organisational, political and geo-socio-cultural) were seen to
interact and influence the coordination among FLWs. In the existing model of work
between the three groups of FLWs, it was seen that the experience of joint work was
not only affected by lack of support by co-workers in joint roles but also by the non-
performance by co-workers in their independent yet interconnected roles. Though
assumed to be a horizontal process, the coordination between FLWs was also

influenced by challenges within and outside their own programme.
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With reference to the frontline level, the following strategies are proposed-

Improvement in FLWs' recruitment procedures (compliance with selection
criteria, adequate publicity of vacancies, joint selection, use of score cards,
transparency of results and detailed job offer letters)

Mapping roles and deliverables of each group of FLWs in coordinated tasks
and using induction and ongoing sector meetings for capacity building on roles,
knowledge and skills of the FLWs

Regular organisation and adequate use of joint sector meetings of FLWs
(especially ASHA Sahyoginis) by the sector line managers along with an
appropriate strategy to monitor ASHA Sahyoginis' daily attendance

Timely and jointly paid adequate performance based cash/kind incentives for
ASHA Sahyoginis and similar incentives/rewards for AWWs and ANMs for

participation in coordination activities on holidays

However, the proposed recommendations related to recruitment, training, supervision

and incentives may not get the attention and focus in the absence of political will (e.g.

Rajasthan state government in this case) to promote and ensure coordinated approaches

between sectors, departments and programmes to address complex public health goals

such as reducing infant and child mortality. Thus the thesis proposes a range of

measures (pooled funding and resources, operational and structural alignment, clear

roles and responsibilities, clear deliverables, timeline and monitoring framework) that

can be taken by Rajasthan government to ensure more effective co-ordination. The
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sector specific reforms i.e. health and ICDS are other opportunities for the state
government to demonstrate their commitment towards system strengthening between
the two sectors, departments and programmes and also integrate and promote team

working to address complex public health challenges.

In conclusion the three groups of FLWs work in a complex system and the
characteristics and dynamics between FLWs as well as of the wider system beyond
may affect FLWs' coordination. Changes to the existing recruitment, training,
supervision and incentives strategy may address many of the personal and professional
challenges faced by the three groups of FLWs while working together. However,
strengthening the two programmes by appropriate resource sharing and aligning
operations underpinned by political support could promote inter-programme, inter-
departmental, and inter-sectoral coordination and set the right tone for coordination at
all levels, including the frontline. Also, such measures will not only benefit frontline
coordination in child health and nutrition but may extend to others programmes for
example maternal, adolescent and family health programmes , that are also common
areas of work for the three groups of FLWs and their two departments and programmes

- WCD (ICDS) and Health (RCH/NRHM).

207



REFERENCES

Schady, N. and Smitz, M. (2009). Aggregate Economic Shocks and Infant Mortality: New Evidence for
Middle Income Countries. The World Bank. Website:
http://siteresources.worldbank.org/INTAFRICA/Resources. Last accessed on 13th March 2013

CNN (November 17, 2009). U.N. Chief: Hunger kills 17,000 kids daily. Rome, Italy. Web-link:
http://edition.cnn.com/2009/WORLD/europe/11/17/italy.food.summit/. Last accessed on 13th March
2013

Sinha, K. (May 12, 2012). In 2010, 7.6m children died of infections worldwide. The Times of India,
Science Sections. Web-link: http://articles.timesofindia.indiatimes.com/2012-05-

12/science/31679323 1 _infant-deaths-child-deaths-mortality-estimates. Last accessed on 23th March
2013.

The State of the Worlds' Children (2008). UNICEF, New York, USA, Chapter 1, pp:1, 104
The State of the Worlds' Children (2008). UNICEF, New York, USA, Chapter 1, pp:1, 104

Data: How we classify countries?. The World Bank. Web-link: http://data.worldbank.org/about/country-
classifications. Last accessed on 13th March 2013

Census (2011). Size, Growth Rate and distribution of population, Provisional Population Totals, Paper 1
of 2011 India Series 1, Office of Registrar General and Census Commissioner, Government of India, New
Delhi. Chapter 3, pp:38

Census (2011). Size, Growth Rate and distribution of population, Provisional Population Totals, Paper 1
of 2011 India Series 1, Office of Registrar General and Census Commissioner, Government of India, New
Delhi. Chapter 4, pp:38

Child Mortality in India (6th September 2012). Save the Children. Website-
http://www.savethechildren.in. Last accessed on 8th August, 2012

Millennium Development Goals-India Country Report (2011). Central Statistical Organization, Ministry
of Statistics and Programme Implementation, Government of India, New Delhi, pp:8

NFHS-3 (2007), Summary of the findings, Ministry of Health and Family Welfare, Government of India,
New Delhi, Volume 1, pp:35

Pelletier, D. and Frongillo, E. et al. (1995). The effects of malnutrition on child mortality in developing
countries. Bulletin of the World Health Organization, Vol:73 (4): 443-448

NFHS-3 (2007), Summary of the findings, Ministry of Health and Family Welfare, Government of India,
New Delhi, Volume 1, pp:62

Selected vaccine introduction status into routine immunisation (2003). WHO. Web-link:
www.who.int/immunisation_monitoring/routine/schedule analysis 2003.pdf. Last accessed on 14th

March 2013

NFHS-3 (2007), Summary of the findings, Ministry of Health and Family Welfare, Government of India,
New Delhi, Volume 1,. pp:39

208



20

21

22

23

24

25

26

27

28

29

NFHS-3 (2007), Summary of the findings, Ministry of Health and Family Welfare, Government of India,
New Delhi, Volume 1,. pp:34-35

Millennium Development Goals-India Country Report (2011). Central Statistical Organization, Ministry
of Statistics and Programme Implementation, Government of India, New Delhi, pp:18

Ministry of Health and Family Welfare, Government of India, New Delhi. Web-link:
http://mohfw.nic.in/NRHM/FP.htm. Last accessed on 10th August 2012

Tenth Five Year Plan (2002-2007). The Planning Commission, Government of India, New Delhi. Chapter
2.10, Volume 2, pp:174, Web-link:
http://planningcommission.nic.in/plans/planrel/fiveyr/10th/volume2/v2 ch2 10.pdf. Last accessed on
10th April 2013

Duggal, Ravi. (2000). A New Health Policy for Health Sector Reforms. Paper Presented at the
International Seminar on Emerging Public Health Issues in South Asia, AMCHSS, Thiruvananthapuram,
(Also presented at the 3rd International conference on Priorities in Health Care, Amsterdam, (November
2000). Web-link: http://www.cehat.org/go/uploads/Publications/a87.pdf. Last accessed on 4th March
2013

Evolution of the Family Welfare Programme. Planning Commission, Government of India. Chapter 3, pp:
1-12. Website: http://planningcommission.nic.in/aboutus/committee/strgrp/stgp fmlywel/sgfw_ch3.pdf.
Last accessed on 10th August 2012

Dutta, P.K. (1993). Scope of health systems research in child survival and safe motherhood programme.
Indian Journal of Maternal Child Health. 1993; 4 (2):38-41

Evolution of the Family Welfare Programme. Planning Commission, Government of India. Chapter 3,
pp:1-12. Web-link:
http://planningcommission.nic.in/aboutus/committee/strgrp/stgp_fmlywel/sgfw ch3.pdf. Last accessed on
10th August 2012

Rao, Mohan. (2005). From Population Control to Reproductive Health: Malthusian Arithmetic, Frontline,
Volume 22:Issue 18, August 27 - September 09

RCH-Phase II-National Program Implementation Plan (2005). Ministry of Health and Family Welfare,
Government of India, New Delhi, India

Mavalankar, D. and Vora, K.S. (2008). The Changing Role of Auxiliary Nurse Midwife (ANM) in India:
Implications for Maternal and Child Health (MCH). Indian Institute of Management Ahmadabad (IIMA)
India, Working Paper Number 2008-03-01, pp:4

Indian Public Health Standards (IPHS), Guidelines for District Hospitals (101 to 500 Bedded)-Revised
2012. Directorate General of Health Services, Ministry of Health and Family Welfare, Government of
India, New Delhi. pp:3

Indian Public Health Standards (IPHS), Guidelines for Community Health Centres -Revised 2012.
Directorate General of Health Services, Ministry of Health and Family Welfare, Government of India,
New Delhi. pp:3

Indian Public Health Standards (IPHS), Guidelines for Primary Health Centres Revised 2012. Directorate
General of Health Services, Ministry of Health and Family Welfare, Government of India (2012), New
Delhi. pp:3

209



30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

Indian Public Health Standards (IPHS) Guidelines for Sub-centres-2006. Directorate General of Health
Services, Ministry of Health and Family Welfare, Government of India, New Delhi. pp:3

Indian Public Health Standards (IPHS) Guidelines for Sub-centres-Revised 2012. Directorate General of
Health Services, Ministry of Health and Family Welfare, Government of India, New Delhi. pp:3

Rural Healthcare System in India (2011). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India (2011), New Delhi. Web-link: http://nrhm-
mis.nic.in/U/RHS/RHS%20201 1/Rural%20Health%20Care%20System%20in%20India-%20Final%20-
9%209.4.2012.pdf. Last accessed on 15th March 2013

Ministry of Women and Child Development, Government of India, New Delhi. Web-link:
http://wed.nic.in/. Last accessed on 23rd March 2013

Gragnolati, M. and Bredenkamp, C. et al. (2006). ICDS and Persistent Under-nutrition: Strategies to
Enhance the Impact. Economic and Political Weekly, March 25, 2006, pp:1193

The State of the Worlds' Children 2001-The only responsible choice. United Nations Childrens' Fund,
New York, USA, Chapter 3, pp:49

Working Group on Development of Children for the Eleventh Five Year Plan (2007-2012)- Vol. 1I- Sub
Group Report. Ministry of Women and Child Development, Government of India, Shastri Bhawan, New
Delhi, pp:3

Ministry of Women and Child Development, Government of India, New Delhi. Web-link:
http://wed.nic.in/. Last accessed on 23rd March 2013

Bajpai, N. and Dholakia, R. (May 2011). Improving the integration of health and nutrition sectors in
India. Working Paper No. 2, Working Paper Series, Columbia Global Centres | South Asia, Columbia
University

ICDS Programme and Services (Part 1). Women and Child Development Department. Government of
Orissa. Web-link: http://www.wcdorissa.gov.in/download/Final-1.0-f.pdf. Last accessed on 23rd March
2013

ICDS Programme and Services (Part 1). Women and Child Development Department. Government of
Orissa. Web-link: http://www.wcdorissa.gov.in/download/Final-1.0-f.pdf. Last accessed on 23rd March
2013.

Annual Report (2004-2005). Chapter 3: Programmes of Children. Ministry of Women and Child
Development, Government of India (2005), New Delhi, pp: 40. Web-link: http://wcd.nic.in/. Last
accessed on 23rd March 2013

Meenal, M. and Kurll. BM. et al. (2011).Knowledge of Anganwadi workers and their problems in an
urban ICDS block. Journal of Medical College Chandigarh, 2011, Vol.1 ,No.1

Government Order No.1-10/2011-CD-I (September 22nd 2011). Ministry of Women and Child
Development, Government of India, New Delhi, India

Report of the Health Survey and Development Committee (1946). Vol. II (Chairman: Bhore).
Government of India, New Delhi: Manager of Publications:1946

210



45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

Report of the Health Survey and Planning Committee (1961), (Chairman: Mudaliar). Ministry of Health,
Government of India, New Delhi

Report of the Basic Health Services (1965). (Chairman: Mukherjee). Ministry of Health, Government of
India, New Delhi

Report of the Committee on Integration of Health Services (1967). (Chairman: Junglewala). Directorate
General of Health Services, Ministry of Health, Government of India, New Delhi

Report of the Committee of Multipurpose Workers under Health and Family Planning Programme(1973).
(Chairman: Kartar Singh). Ministry of Health and Family Planning, Government of India, New Delhi

NRHM Common Review Mission Report (November 2007), National Rural Health Mission, Ministry of
Health and Family Welfare, Government of India, Nirman Bhawan, New Delhi

National Health Policy (2002). Ministry of Health and Family Welfare, Government of India, Nirman
Bhawan, New Delhi

NRHM Mission Document, (2005-12). Ministry of Health and Family Welfare, Government of India,
Nirman Bhawan, New Delhi

Bajpai, B. and Saraya, A. (2012). NRHM - the panacea for rural health in India: a critique. Global Journal
of Medical and Public Health, Vol 1(3) May- June 2012, pp: 24

Evaluation Study of National Rural Health Mission (NRHM) in 7 States (February 2011). Programme
Evaluation Organization, Planning Commission, Yojana Bhawan, Sansad Marg,l New Delhi

Draft Memorandum of Understanding (MoU) between Ministry of Health and Family Welfare,
Government of India and the Government of the States, Website:
http://mohfw.nic.in/NRHM/RCH/guidelines/Draft%20NRHM%20MoU.htm, Last accessed on August
2012

National Institute of Health and Family Welfare, Ministry of Health and Family Welfare, Government of
India, New Delhi. Web-link:
http://www.nihfw.org/NDC/DocumentationServices/NationalRuralHealthMission.html, Last accessed on
11th August 2012

National Rural Health Mission, Ministry of Health and Family Welfare, Government of India, New Delhi,
India. Web-link: http://nrhm.gov.in/. Last accessed on 18th July 2013

National Institute of Health and Family Welfare, National Document Centre, New Delhi, India. Web-link:
http://www.nihfw.org/NDC/DocumentationServices/NationalRuralHealthMission.html. Last accessed on
22d August 2013

NRHM Mission Document (2005-2012). Ministry of Health and Family Welfare, Government of India,
New Delhi, India. Web-link: http://www.nird.org.in/brgf/doc/Rural%20HealthMission Document.pdf.
Last accessed on 22d August 2013

Khan, M.S. (February 2012). Policies without Politics: Analysing Nutrition Governance in India.

Analysing Nutrition Governance: India Country Report. IDS and UK Aid. Web-link:
http://www.ids.ac.uk/idsproject/analysing-nutrition-governance. Last accessed on 11th March 2013

211



60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

ASHA, National Rural Health Mission, Ministry of Health and Family Welfare, Government of India,
New Delhi. Website: http://mohfw.nic.in/NRHM/asha.htm. Last accessed on 11th March 2013

Update on the ASHA program (July 2011). National Rural Health Mission, Ministry of Health and
Family Welfare, Government of India, New Delhi, pp:1. Web-link: http://nhsrcindia.org/. Last accessed
on 11th March 2013

Kansal, S. Kumar. and Kumar, A. (2012). Does educational level of ASHA matter for their effective
functioning? A cross-sectional study in eastern Uttar Pradesh. Indian Association of Preventive and Social
Medicine-Uttar Pradesh and Uttarakhand State Chapter.Vol :24:N:1

Rural Healthcare System in India (2011). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, New Delhi. Web-link: http://nrhm-

mis.nic.in/U/RHS/RHS%20201 1/Rural%20Health%20Care%20System%20in%20India-%20Final %20-
%209.4.2012.pdf. Last accessed on 11th March 2013

Buch, Nirmala.(2012). Gram Sabha and Panchyati Raj. Social Action Vol. 62 January-March 2012

Guidelines on Accredited Social Health Activists (ASHA). Ministry of Health and Family Welfare,
Government of India, New Delhi. Web-link:
http://mohfw.nic.in/NRHM/RCH/guidelines/ASHA_guidelines.pdf. Last accessed on 28th March 2013

Singh, M. and Ahmad, N. et al. (2010). Factors influencing utilization of ASHA services under NRHM in
relation to maternal health in rural Lucknow, Indian Journal of Community Medicine, 2010, Volume : 35,
Issue : 3, pp : 414-419

Government Order Number 1-5/2004-CDI (12 November 2008). Ministry of Women and Child
Development, Government of India, New Delhi. Web-link: http://wed.nic.in/univ_icds/univ_icds8.pdf.
Last accessed on 11th March 2013

ASHA, National Rural Health Mission, Ministry of Health and Family Welfare, Government of India,
New Delhi. Website: http://mohfw.nic.in/NRHM/asha.htm. Last accessed on 25th March 2013

ASHA, National Rural Health Mission, Ministry of Health and Family Welfare, Government of India,
New Delhi. Website: http://mohfw.nic.in/NRHM/asha.htm. Last accessed on 25th March 2013

Monthly Village Health and Nutrition Day (February 2007). Guidelines for AWWs/ASHAs/ANMSs/PRIs.
Ministry of Health and Family Welfare, Government of India, New Delhi

Guidelines for Village Health and Sanitation Committee, Sub-centres, PHCs and CHCs. Ministry of
Health and Family Welfare, Government of India, New Delhi. Web-link:
http://mohfw.nic.in/NRHM/Documents/Guidelines_of untied funds NRHM.pdf. Last accessed on 5th
March 2013

Census (2011), Office of Registrar General and Census Commissioner, Government of India. New Delhi.
Web-link: http://www.census2011.co.in/census/state/rajasthan.html. Last accessed on 15th March 2013

Census (2011), Size, Growth Rate and distribution of population, Provisional Population Totals Paper 1
of 2011 India Series 1, Office of Registrar General and Census Commissioner, Government of India. New

Delhi. Chapter 3, pp:37

Census (2011). Office of Registrar General and Census Commissioner, Government of India. New Delhi.
Web-link: http://www.census2011.co.in/census/state/rajasthan.html. Last accessed on 15th August 2012

212



75

76

77

78

79

80

81

82

83

84

85

86

87

88

State Institute of Health and Family Welfare, Government of Rajasthan. Jaipur, Rajasthan, India. Web-
link: http://www.sihfwrajasthan.com/ppts/full/nfhs--iii.pdf. Last accessed on 12th August 2012

Human Development Report Rajasthan: an update 2008. Strengthening State Plans for Human
Development. Institute of Development Studies, Jaipur, Rajasthan, India. pp: 23

India Human Development Report: Towards Social Inclusion (2011). Institute of Applied Manpower
Research, Planning Commission, Government of India (2011), New Delhi. pp:80

Family Welfare Statistics in India (2011). Statistics Division, Ministry of Health and Family Welfare,
Government of India, New Delhi, India

HDI (2007). Districts and state of Rajasthan, Directorate of Economics and Statistics, Government of
Rajasthan, Weblink: http://www .statistics.rajasthan.gov.in/Indicator_rajasthan. Last accessed on May
2012

Census (2001). Office of Registrar General and Census Commissioner, India, Government of India, New
Delhi. Weblink: http://censusindia.gov.in/Tables Published/SCST/dh_st rajasthan.pdf. Last accessed on
May 2012

National Rural Health Mission, Medical, Health and Family Welfare Department. Government of
Rajasthan, Jaipur, Rajasthan. Website: http://nrhmrajasthan.nic.in/asha-Resourcecenter.htm. Last accessed
on 9th August 2012

Kansal, S. Kumar. and Kumar, A. (2012). Does educational level of ASHA matter for their effective
functioning? A cross-sectional study in eastern Uttar Pradesh. Indian Association of Preventive and Social
Medicine Uttar Pradesh and Uttarakhand State Chapter. Vol :24:N:1

Kansal, S. Kumar. and Kumar, A. (2012). Does educational level of ASHA matter for their effective
functioning? A cross-sectional study in eastern Uttar Pradesh. Indian Association of Preventive and Social
Medicine Uttar Pradesh and Uttarakhand State Chapter. Vol :24:N:1

Rural Healthcare System in India (2011). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India (2011), New Delhi. Web-link: http://nrthm-
mis.nic.in/U/RHS/RHS%202011/Rural%20Health%20Care%20System%20in%20India-%20Final%20-
%209.4.2012.pdf. Last accessed on 12th March 2013.

Buch, Nirmala. (2012).Gram Sabha and Panchyati Raj. Social Action Vol. 62 January-March 2012

Guidelines on Accredited Social Health Activists (ASHA). Ministry of Health and Family Welfare,
Government of India, New Delhi. Web-link:
http://mohfw.nic.in/NRHM/RCH/guidelines/ASHA_guidelines.pdf. Last accessed on 12th March 2013

Singh, M. and Ahmad, N et al. (2010). Factors influencing utilization of ASHA services under NRHM in
relation to maternal health in rural Lucknow, Indian Journal of Community Medicine, 2010, Volume : 35,
Issue : 3, Page : 414-419

ASHA, National Rural Health Mission, Medical, Health and Family Welfare Department, Government of

Rajasthan, Jaipur, Rajasthan, India. Web-link: http://nrthmrajasthan.nic.in/asha-Resourcecenter.htm. Last
accessed on 13th March 2013

213



89

90

91

92

93

94

95

96

97

98

99

National Rural Health Mission. Medical, Health and Family Welfare Department, Government of
Rajasthan. Jaipur, Rajasthan, India. Web-link: nthmrajasthan.nic.in/Presentations/ASHA _Sahyogini.ppt.
Last accessed on 12th March 2013

Government Order Number 1-5/2004-CDI (12 November 2008). Ministry of Women and Child
Development, Government of India, New Delhi. Web-link: http://wcd.nic.in/univ_icds/univ_icds8.pdf.
Last accessed on 12th March 2013

ASHA, National Rural Health Mission, Ministry of Health and Family Welfare, Government of India,
New Delhi. Website: http://mohfw.nic.in/NRHM/asha.htm. Last accessed on 12th March 2013.

State Institute of Health and Family Welfare, Government of Rajasthan. Jaipur. Weblink:
http://www.sihfwrajasthan.com/ppts/ful/ASHA.pdf. Last accessed on 12th March 2013

ASHA, National Rural Health Mission, Ministry of Health and Family Welfare, Government of India,
New Delhi. Website: http://mohfw.nic.in/NRHM/asha.htm. Last accessed on 12th March 2013

Twelfth Five Year Plan (2012-2017). Social Sectors. Volume III, Chapter 20: Health. Planning
Commission, Government of India, New Delhi. ISBN: 978-81-321-1131-3 (PB)

Sundararaman, T. and Gupta, G. Human Resource for Health: The Crisis, the NRHM Response and the
Policy Options. Draft Policy Brief. National Health Systems Resource Centre, New Delhi. Web-link:
http://nhsrcindia.org/pdf files/resources thematic/Human Resources for Health/NHSRC Contribution/
174.pdf. Last accessed on 9th April 2013

Malone, T.W. (1988). What is coordination theory? (Working paper # 2051-88). Cambridge, MA:MIT
Sloan School of Management

Roy, Debabrata. et al. (2010). Knowledge Score Outcome and Effectiveness of Joint Training of ICDS
and Health Functionaries from Select Mountainous Districts of Uttarakhand. Indian Journal of Preventive
and Social Medicine. Volume 41 No.land2, 2010

Somaiah, M. and Vijayalakshmi, V. (July 2007). Management Perspectives of ICDS Program. Bhavans'
Business Journal. Web-link: http://mpbim.com/dharana_2009/2007V1IS1ART1.pdf. Last accessed on
17th March 2013

Bagchi, Kalyan. (1981). Nutrition Programmes in India Retrospect and Prospect. Health and Population-
Perspectives and Issues 4(4).-223-242, 1981 Web-link: http://nihfw.org/Publications/material/J089.pdf.
Last accessed on 16th March 2013

19 Ring, Peter Smith. Andrew, H . and Van de Ven. (1994). Development Processes of Cooperative

Interorganizational relationships. Academy of Management Review 19 (1): 90 — 118

11 powell, Walter W. (1990). Neither Market nor Hierarchy: Network Forms of Organization. In Research in

Organizational Behavior, Vol . 12, edited by Barry M . Staw and Larry L. Cummings, 295 — 336.
Greenwich, CT: JAI Press

192 Ostrom, Elinor. (1990). Governing the Commons: The Evolution of Institutions for Collective Action.

Cambridge: Cambridge University Press.1998. A Behavioral Approach to the Rational Choice Theory of
Collective Action American Political Science Review 92 (1 ): 1 —22

103 Tolksdorf, R. (2000). Models of Coordination. TechnischeUniversitat Berlin, Sekr.FR 6-10, Franklinstr.

28/29, D-10587 Berlin, Germany. www.cs.tu-berlin.de/tolk. Last accessed on 16th March 2013

214



1% Mintzberg, H (1979). The Structuring of Organizations: A synthesis of the Research. Prentice Hall,
Englewood Cliffs, N.J

195 Malone, T.W. and Crowston, K. (1991). Towards an interdisciplinary theory of coordination (Technical
report #120). Cambridge, MA: Massachusetts Institute of Technology, Centre for Coordination Sciences

1% Priya, Ritu. and Sundaraman, T. (2008). Integration in the context on implementing the NRHM Mandate.
NHSRC and CSMCH-JNU collaborative workshop. 18th-19th August 2008. Web-link:
http://mohfw.nic.in/NRHM/intersectoral_index.htm. Last accessed on 17th August 2012

197 Inter-sectoral Convergence. State Institute of Health and Family Welfare. Medical, Health and Family
Welfare Department, Presentation, Government of Rajasthan, Jaipur, Rajasthan, India. Weblink:
http://www.sihfwrajasthan.com/ppts/full/Inter%?20sectoral%20convergence.pdf. Last accessed on 16th
August 2012

1% NSF-IRIS. (1989). A report by the NSF-IRIS Review Panel for Research on Coordination theory and
technology. Washington, DC, United States of America.

19 Malone, T.W. and Crowston, K. (1991). Towards an interdisciplinary theory of coordination (Technical
report #120). Cambridge, MA: Massachusetts Institute of Technology, Centre for Coordination Sciences

% Malone, T.W. and Crowston, K. (1994). The interdisciplinary study of coordination, ACM Computing
Surveys, 1994 (March), 26 (1), 87-119

" Whittington, C. (2003). A model of collaboration. In J. Weinstein, C. Whittington, and T. Leiba (Eds.),
Collaboration in social work practice (pp. 39-61). London: Jessica Kingsley Publishers

"2 Bronstein, L. R. (2003). A model of interdisciplinary collaboration. Social Work, 48(3), 297-306
'3 Bronstein, L. R. (2003). A model of interdisciplinary collaboration. Social Work, 48(3), 297-306

"4 Malone, T.W. (1988). What is coordination theory? (Working paper # 2051-88). Cambridge, MA:MIT
Sloan School of Management

15 Togar, M. Simatupang, Alan. Wright, C. and Sridharan, Ramaswami. (2002). "The knowledge of
coordination for supply chain integration", Business Process Management Journal, Vol. 8 Iss: 3, pp.289 -
308

" Young, N. and Gardner, S. (2002). Navigating the pathways: Lessons and promising practices in linking
alcohol and drug services with child welfare. Technical Assistance Publication (TAP) 27. Rockville, MD:
Substance Abuse and Mental Health Services Administration, Centre for Substance Abuse Treatment

"7 Inter-sectoral Convergence. State Institute of Health and Family Welfare. Government of Rajasthan,
Rajasthan, Jaipur. Weblink:
http://www.sihfwrajasthan.com/ppts/full/Inter%?20sectoral%20convergence.pdf. Last accessed on 16th
August 2012

% Malone, T.W. (1988). What is coordination theory? (Working paper # 2051-88). Cambridge, MA:MIT
Sloan School of Management.

215



9 Malone, T.W. and Crowston, K. (1990). What is coordination theory and how can it help design
cooperative work systems? Proceeding CSCW '90 Proceedings of the 1990 ACM Conference on
computer supported cooperative work, ACM New York, USA, 1990

120 Inter-sectoral Convergence. State Institute of Health and Family Welfare. Government of Rajasthan,
Rajasthan, Jaipur. Weblink:
http://www.sihfwrajasthan.com/ppts/full/Inter%20sectoral%20convergence.pdf. Last accessed on 16th
August 2012

121 Gragnolati, M. and Shekar, M. et al. (2005). Chapter 2-The Integrated Child Development Services
Programme (ICDS)- Are Results Meeting Expectations?. Indias' Undernourished Children: A call for
Reforms and Action. Health, Nutrition and Population-The Discussion Paper. The World Bank. pp:58.
Web-link: http://siteresources.worldbank.org/SOUTHASIAEXT/Resources/223546-
1147272668285/IndiaUndernourishedChildrenFinal.pdf

122 Priya, Ritu. and Sundaraman, T. (2008). Integration in the context on implementing the NRHM Mandate.
NHSRC and CSMCH-INU collaborative workshop. 18th-19th August 2008. Web-link:
http://mohfw.nic.in/NRHM/intersectoral index.htm. Last accessed on 17th August 2012

12 Sacdev, Y. and Dasgupta, J. (2001). Integrated Child Development Services (ICDS) Scheme. MJAFI,
Volume 57, Number 2, pp: 139-143

124 Sacdev, Y. and Dasgupta, J. (2001). Integrated Child Development Services (ICDS) Scheme. MJAFI,
Volume 57, Number 2, pp: 139-143.

123 Malone, T.W. (1988). What is coordination theory? (Working paper # 2051-88). Cambridge, MA:MIT
Sloan School of Management

12 Dang, J. Huang, J. and Huhns, M. (2007). Workflow Coordination for Service-Oriented Multiagent
Systems. The Sixth International Joint Conference. on Autonomous Agents and Multi-Agent Systems
(AAMAS 07). 978-81-904262-7-5 (RPS) ¢ 2007 IFAAMAS. Web-link: http://www.aamas-
conference.org/Proceedings/aamas07/html/pdf/AAMASO07 0546 63f01a02f6ded488e554fd06afal603b.p
df. Last accessed on 16th August 2012

127 Murphy, A.L. and Vitek, J. (2007): Coordination 2007, LNCS 4467, pp. 249-267, 2007. Springer-Verlag
Berlin Heidelberg 2007. Web-link:
http://mobilab.cse.wustl.edu/Projects/CiAN/Publications/Workflow%20-%20COORD%2007.pdf. Last
accessed on 16th August 2012

128 Murphy, A.L. and Vitek, J. (2007): Coordination 2007, LNCS 4467, pp. 249-267, 2007. Springer-Verlag
Berlin Heidelberg 2007. Web-link:
http://mobilab.cse.wustl.edu/Projects/CiAN/Publications/Workflow%620-%20COORD%2007.pdf. Last
accessed on 16th August 2012.

12 Browne, Eric Donald (2005).Workflow modelling of Coordinated Inter-Health-Provider Care Plans.
School of Computer and Information Science, University of South Australia Adelaide Web-link:
http://workflow.healthbase.info/monoFigures/Browne PhD thesis.pdf. Last accessed on 18th August
2012

1% Browne, Eric Donald (2005). Workflow modelling of Coordinated Inter-Health-Provider Care Plans.
School of Computer and Information Science, University of South Australia Adelaide Web-link:
http://workflow.healthbase.info/monoFigures/Browne PhD _thesis.pdf. Last accessed on 18th August
2012.

216



B! Mintzberg, H. (1979). The Structuring of Organizations: A Synthesis of the Research. Prentice Hall,
Englewood Cliffs, N.J.

12 Whittington, C. (2003). A model of collaboration. In J. Weinstein, C. Whittington, and T. Leiba (Eds.),
Collaboration in social work practice (pp. 39-61). London: Jessica Kingsley Publishers

13 Moreno, Jacob L. (1953). Who Shall Survive? Foundations of Sociometry, Group Psychotherapy and
Sociodrama. New York: Beacon House. Notes: Originally published as Nervous and Mental Disease
MonoFigure 58, Washington, D.C, 1934

1% McGrath, J. E. (1998). A view of group composition through a group-theoretic lens. In D. Gruenfeld (Ed.)
Research on Managing Groups and Teams, Vol 1:Group Composition (pp. 255-272). N.Y. JAI Press

133 Robertson, P. J. (1998). Inter-organizational relationships: Key issues for integrated services. In J.
McCroskyand S. D. Einbinder (Eds.), Universities and communities: Remaking professional and
interprofessional education for the next century (pp. 67-87). Westport, CT: Praeger

136 Drabble, L. Osterling, K. L. Tweed, M. and Pearce, C. A. (2008). Pathways to collaboration: Factors
that help and hinder collaboration between substance abuse and child welfare fields. Berkeley: University
of California at Berkeley, California Social Work Education

37 Young, N. Gardner, S. and Dennis, K. (1998). Responding to Alcohol and Other Drug Problems in Child
Welfare: Weaving Together Policy and Practice. Washington, DC: CWLA Press

1% Bronstein, L. R. (2003). A model of interdisciplinary collaboration. Social Work, 48(3), 297-306
% Young, N. and Gardner, S. (2002). Navigating the pathways: Lessons and promising practices in linking
alcohol and drug services with child welfare. Technical Assistance Publication (TAP) 27. Rockville, MD:

Substance Abuse and Mental Health Services Administration, Center for Substance Abuse Treatment

140 Bruder, Mary Beth. (2006). Advancing the Agenda of Service Coordination. Journal of Early
Interventions, 2006, Vol. 28 No.3, 175-177

1 Malone, T.W. (1988). What is coordination theory? (Working paper # 2051-88). Cambridge, MA:MIT
Sloan School of Management

2 Thomson, Ann Marie. and Perry, James L. (2006). Collaboration Processes: Inside the Black Box Public
Administration Review * December 2006 * Special Issue

3 Wood, Donna. and Barbara, Gray. (1991). Toward a Comprehensive theory of Collaboration. Journal of
Applied Behavioral Science 27 (2 ): 139 — 62

14 T ax, David. and Sebenius, James K. (1986). The Manager as Negotiator: Bargaining for Cooperation and
Competitive Gain. New York : Free Press

143 pasquero, Jean. (1991). Supra-Organizational Collaboration: The Canadian Environmental Experiment.
Journal of Applied Behavioral Science 27 (1 ): 38 — 64

¢ Thomson, Ann Marie. (1999). AmeriCorps Organizational Networks on the Ground: Six Case Studies of
Indiana AmeriCorps Programs. Washington, DC: Corporation for National Service

217



"7 Thomson, Ann Marie. and Perry, James L. (2006). Collaboration Processes: Inside the Black Box Public
Administration Review * December 2006 « Special Issue, pp:24

1% Thomson. (2001a). Collaboration: Meaning and Measurement. PhD dissertation. Indiana University —
Bloomington

14 National Policy for Children (22nd August 2004). Department of Social Welfare, Government of India,
New Delhi

130 National Nutrition Policy (1993). Department of Women and Child Development, Ministry of Human
Resource Development, Government of India, 1993, New Delhi

! National Health Policy (1983). Ministry of Health and Family Welfare, Government of India, New Delhi
132 National Health Policy (2002). Ministry of Health and Family Welfare, Government of India, New Delhi

133 National Population Policy (2000). National Commission on Population, Ministry of Health and Family
Welfare, Government of India, New Delhi

13 ICDS-IV Project-IDA Assisted (2008-09 to 20012-13). Guidelines and Processes to be followed for the
preparation of State Project Implementation Plans and District Annual Plans. Central Project Management
Unit. Ministry of Women and Child Development. Government of India. 31 December 2007. pp:4

133 Annual Report (2004-2005). Chapter 3: Programmes of Children. Ministry of Women and Child
Development, Government of India (2005), New Delhi. pp:40. Web-link: http://wcd.nic.in/. Last accessed
on 23rd March 2013

13 The Reproductive and Child Health Programme-National Programme Implementation Plan (NPIP- 2005).
Ministry of Health and Family Welfare, Government of India, New Delhi

"7 Three Decades of ICDS — An Appraisal. Department of Women and Child Development, Government of
India, New Delhi. Web-link: http://wcd.nic.in/3dicds.htm. Last accessed on 19th August 2012

"% Mission Document (2005-12). National Rural Health Mission, Ministry of Health and
Family Welfare, Government of India, New Delhi

1% Sinha, Dipa. (2006). Rethinking ICDS: A Right Based Perspective. Economic and Political Weekly
August 26, 2006. pp:3689

1% State Institute of Health and Family Welfare, Government of Rajasthan, Jaipur, Rajasthan. Web-link:
http://www.sihfwrajasthan.com/ppts/ful/ASHA.pdf. Last accessed on 14th March 2013

! Indian Public Health Standards (IPHS) for Sub-centre-Guidelines 2006 (March 2006). Directorate
General of Health Services, Ministry of Health and Family Welfare, Government of India, New Delhi,
India

12 Convergence of DWCD and Health, National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, New Delhi, India. Web-link:
http://mohfw.nic.in/NRHM/cvg_dwed_health min.htm. Last accessed on 15th March 2013

163 National Rural Health Mission, Medical, Health and Family Welfare Department, Government of
Rajasthan, Jaipur. Web-link: http://nrhmrajasthan.nic.in/vhsc.htm. Last accessed on 14th March 2013

218



1% Monthly Village and Health and Nutrition Day. Guidelines for AWWs/ASHAs/ANMs/PRIs (February
2007). National Rural Health Mission, Ministry of Health and Family Welfare, Government of India,
New Delhi, India

1 Government Order number F21/NRHM/ASHA-4/09/3863 (2009). Medical, Health and Family Welfare
Department and Integrated Child Development Scheme-Department of women and child development, of
Rajasthan, Jaipur, Rajasthan, India

1% Guidelines for Monitoring and Supervision visits to ICDS Blocks and Anganwadi Centres (AWCs) by
Officials of the State and Central Government and Involvement of PRIs in Monitoring of AWC Activities
(October 2010). ICDS Monitoring and Evaluation Unit, Ministry of Women and Child Development,
Government of India, New Delhi, India

" Young, N. and Gardner, S. (2002). Navigating the pathways: Lessons and promising practices in linking
alcohol and drug services with child welfare. Technical Assistance Publication (TAP) 27. Rockville, MD:
Substance Abuse and Mental Health Services Administration, Centre for Substance Abuse Treatment

1% Robertson, P. J. (1998). Inter-organizational relationships: Key issues for integrated services. In J.
McCroskyand S. D. Einbinder (Eds.), Universities and communities: Remaking professional and inter-
professional education for the next century (pp. 67-87). Westport, CT: Praeger

1% Tandon, BN. Ramachandran, K. and Bhatnagar, S. (1981). ICDS Scheme in India, evaluation of delivery
of nutrition and health services and the effect on the nutritional status of the children. Indian Journal of
Medical Res 1981, 73:385-390

170 Tandon, BN. (1981). Coordinated approach to childrens' health in India. Lancet 1981, 3:650-653

1 Lal, S. (1980). Better primary health care services-utilization through ICDS scheme in Haryana. Indian
Journal of Pediatrics, 1980, 47:293-297

172 Gupta, BS. Srivastava, BC. et al. (1984). Impact of ICDS services in Uttar Pradesh. Indian ] Med Res
1984,- 79: 363-368

' Trevedi, Sangita. Chhaparwal, Bharat. and Thora, Sharad. (1995). Utilization of ICDS Scheme in
Children one to six years of age in rural block of central India. Indian Pediatrics, Volume 32-January
1995

7% Chatunedi, S. Srivastava, BC. and Singh, V.(1986). Impact of six years exposure to ICDS scheme on
growth and health status of target children in Uttar Pradesh- Indian Journal of Medical Research 1986,12
766-774

17> Kakkar, M. and Sharma, U. et al. (1995). Availability of Antenatal and Perinatal Care in an ICDS Area.
Indian Pediatrics, Volume 32-May 1995, pp: 597

176 Saiyed, F. and Seshadri, S. (2000). Impact of the Integrated Package of Nutrition and Health Services,
Indian Journal of Pediatrics, 2000; 67 ('5)

""" Tandon, B.N. and Gandhi, Neera. (1992). Immunisation coverage in India for areas served by the
Integrated Child Development Services programme, Bulletin of the World Health Organization, 70 (4):
461-465 (1992)

'8 Tandon, BN. (1989). Nutritional Interventions through Primary Health Care: Impact of the ICDS Projects
in India. Bulletin of the World Health Organization, 67 (1):77-80 (1989)

219



' Tandon, BN. and Sahai, A. (1988). Immunisation in India: Contribution of the ICDS scheme to the
Expanded Programme of Immunisation. J Trop Pediatr 1988, 34: 301-304

'8 Tandon, BN. (1989). Nutritional Interventions through Primary Health Care: Impact of the ICDS Projects
in India. Bulletin of the World Health Organization, 67 (1):77-80 (1989)

'8 Tandon, BN. and Gandhi, N. et al. (1990). ICDS evaluation and Research 1975-1388. Central Technical
Committee, Department of Women and Child Development, Ministry of Welfare, Government of India,
New Delhi

'82 Tandon, BN. et al. (1984). Impact of Integrated Child Development Services on Infant Moratlity in India.
The Lancet, July 21, 1984. pp:157

183 Tandon, BN. and Sachdev. (1991). Monitoring, Motivation, Continuing Education, Evaluation, Research
and Training System. ICDS, Central Technical Committee, Department of Women and Child
Development, Ministry of Human Resource Development, New Delhi, pp:1

'8 Bhandari, B. and Mandowara, SL. (1981). Evaluation of delivery of nutrition and health services in an
ICDS block. Indian Paediatrics 1985;22:579-582

185 Job Functions of ANM, Health Workers, AWW and ASHA in the context of joint functions under NRHM
(2006). Indian Public Health Standards for Sub-centres Guidelines, Directorate General Of Health
Services, Ministry of Health and Family Welfare, Government of India, New Delhi, India

1% Syllabus for Job Training of AWW (2006). National Institute of Public Cooperation and Child
Development, Government of India. New Delhi. pp:5

187 Roles and Responsibilities of AWW, Department of women and child development, Ministry of Human
Resource Development, Government of India, Web-link: wcd.nic.in/Roleandresponsibilities.doc. Last
accessed 10th June 2010

'8 Government Order Number: F-21/NRHM/ASHA Convergence/62803 (18th September 2009). ICDS and
Medical, Health and Family Welfare Department, Government of Rajasthan, Jaipur, Rajasthan, India

'8 ASHA. State Institute of Health and Family Welfare, Government of Rajasthan, Jaipur, India. Web-link:
http://www.sihfwrajasthan.com/ppts/full/ASHA.pdf. Last accessed on 11th February 2012

10 Mintzberg, H. (1979). The Structuring of Organizations: A synthesis of the Research. Prentice Hall,
Englewood Cliffs, N.J

! National Advisory Council (2011). Recommendations for a reformed and strengthened Integrated Child
Development Services (ICDS). pp:10. Web-link: http://nac.nic.in/pdf/icds.pdf. Last accessed on 20th
August 2012

12 National Rural Health Mission, Medical Health and Family Welfare Department, Government of
Rajasthan, Jaipur, Rajasthan, India. Web-link: http://nrthmrajasthan.nic.in/Convergence.htm. Last
accessed on 11th February 2013

193 Bajpai, N. and Dholakia, R. (2011). Improving the Performance of Accredited Social Health Activities in

India. Working Paper 1. Working Paper Series, Columbia Global Centres, South Asia, Columbia
University. Web-link:

220



194

195

196

197

198

199

200

201

202

203

http://globalcenters.columbia.edu/files/cgc/pictures/Improving_the Performance of ASHAs in India C
GCSA_Working Paper 1.pdf. Last accessed on 11th August 2012

National Rural Health Mission, Medical, Health and Family Welfare Department, Government of
Rajasthan, Jaipur, Rajasthan. Web-link: http://nrhmrajasthan.nic.in/Convergence.htm. Last accessed on
28th March 2013

National Rural Health Mission, Ministry of Health and Family Welfare, Government of India, New Delhi.
Web-link: http://mohfw.nic.in/NRHM/cvg dwcd_health min.htm. Last accessed on 15th August 2012

ICDS-IV Project (IDA Assisted)-(2008-09 to 20012-13). A Hand book (31 December 2007). Central
Project Management Unit. Ministry of Women and Child Development, Government of India, New
Delhi, India. pp:9. Web-link: http://wed.nic.in/icds_iv_handbook (for website).pdf. Last accessed on
12th March 2013

Report of the Sub-Group on Child Nutrition (December 2006). Working Group on Food and Nutrition
Security (Planning Commission), Government of India, New Delhi, India. pp:8,37. Web-link:
http://www.righttofoodindia.org/data/planning-commissionO6report-child-nutrition.pdf. Last accessed on
12th March 2013

ICDS-IV Project-IDA Assisted (2008-09 to 20012-13)-A Tool book (31 December 2007). Central Project
Management Unit. Ministry of Women and Child Development. Government of India. 31 December
2007. pp:10,17. Web-link: http://wcd.nic.in/icds-worldbank/TOOLBOOK .pdf. Last accessed on 12th
March 2013

Arora, M. (July 2008). ICDS and Inter-sectoral Convergence. Ministry of Women and Child
Development. Government of India. New Delhi. Web-link:
http://ebookbrowse.com/gdoc.php?id=13837880andurl=9b8ed8c0ddaf44ec9a051d05655ad8c2. Last
accessed on 15th August 2012

Three decades of ICDS (2005). Department of Women and Children, Government of India, New Delhi,
India. Web-link: http://wed.nic.in/3dicds.htm. Last accessed on 18th August 2012

Prasad, P. and Arya, RS. et al. (2012). A Comparative Study to Assess the Impact of 6 Days Core
Competency Training of the ANMs of Damah District of Madhya Pradesh. National Journal of
Community Medicine Vol. 3 Issue 1 Jan-March 2012, pp:121-124

Nandan, D. and Swain, S. et al. (2007-2008). A Rapid Appraisal of Functioning of ASHA under NRHM
in Cuttak, Orissa. National Institute of Health and Family Welfare, New Delhi. Web-link:
http://nihfw.org/pdf/RAHI-1%20Reports/Cuttack/CUTTACK.pdf. Last accessed on 19th August 2012

Nandan, Deoki. (2007-2008). Assessment of the functioning of ASHAs under NRHM in Uttar Pradesh.
State Institute of Health and Family Welfare, Lucknow, Uttar Pradesh, India

*%Nandan, Deoki. (2007-2008). Assessment of the functioning of ASHAs under NRHM in Uttar Pradesh.

State Institute of Health and Family Welfare, Lucknow, Uttar Pradesh, India.

295 Kanth, V and Cherian, A. et al. The contribution of Accredited Social Health Activist (ASHA) under

National Rural Health Mission (NRHM) in the implementation of Comprehensive Primary Health Care in
East Champaran district, Bihar (State) India. Emmanuel Hospital Association, New Delhi, India. Web-
link: http://www.globalhealthequity.ca/webfm_send/96. Last accessed 19th August 2012

221



26 CORT (2007). Assessment of ASHA and Janani Suraksha Yojna in Rajasthan, CORT India, Vadodara,
Gujarat, India

27 NRHM Common Review Mission (2009). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

2% SEDEM (2005). Quick review of the working of ICDS in Rajasthan. Department of Women and Child
Development, Ministry of Human Resource Development, Government of India, New Delhi. Web-link:
http://wed.nic.in/research/quick review icds raj.pdf. Last accessed on 12th March 2013

29 CORT (2007). Assessment of ASHA and Janani Suraksha Yojna in Rajasthan, CORT India, Vadodara,
Gujarat, India

1 Haider, S. and Adhish, VA. et al. (2008). Appraisal of Sahiya (ASHA) in Jharkhand, Health and
Population: Perspectives and Issues, Volume 31 (2), 80-84, 2008

21

Kanth, V. and Cherian, A. et al. The contribution of Accredited Social Health Activist (ASHA) under
National Rural Health Mission (NRHM) in the implementation of Comprehensive Primary Health Care in
East Champaran district, Bihar (State) India. Emmanuel Hospital Association, New Delhi, India. Web-
link: http://www.globalhealthequity.ca/webfm_send/96. Last accessed 19th August 2012

212 Kanth, V. and Cherian, A. et al. The contribution of Accredited Social Health Activist (ASHA) under
National Rural Health Mission (NRHM) in the implementation of Comprehensive Primary Health Care in
East Champaran district, Bihar (State) India. Emmanuel Hospital Association, New Delhi, India. Web-
link: http://www.globalhealthequity.ca/webfm_send/96. Last accessed 19th August 2012.

13 NRHM Common Review Mission (2007). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

214 NRHM Common Review Mission (2009). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

15 NRHM Common Review Mission (2010). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

*1 NRHM Common Review Mission (2007). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi pp:64

27 NRHM Common Review Mission (2008). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

28 NRHM Common Review Mission (2009). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

19 NRHM Common Review Mission (2010). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

20 Reproductive and Child Health Programme Phase I1-6th Joint Review Mission (May 25-July 7, 2009).
Aide Memoire. Donor Coordination Division. National Rural Health Mission, Ministry of Health and
Family Welfare, Government of India, New Delhi. pp:31-34

22

SEDEM (2005). Quick review of the working of ICDS in Rajasthan. Department of Women and Child
Development, Ministry of Human Resource Development, Government of India, New Delhi. Web-link:
http://wed.nic.in/research/quick review icds_raj.pdf. Last accessed 13th March 2013

222



222

223

224

225

221

=

227

228

229

23

232

23

@

234

235

Pal, P. (2009-10). Mid Term Assessment of ICDS Programme-Rajasthan.Social Policy Research Institute
Jhalana Institutional Area, Jaipur-302004, Rajasthan, India. pp:31

Nandan, Deoki. (2007-2008). Assessment of the functioning of ASHAs under NRHM in Uttar Pradesh.
State Institute of Health and Family Welfare, Lucknow, Uttar Pradesh, India

Rao (2007-08). Role of ASHA in promoting safe delivery in Rajasthan, Population Research Centre,
Mohanlal Sukhadia University, Udaipur, Rajasthan, India

NRHM Common Review Mission (2010). National Rural Health Mission, Ministry of Health and Family
Welfare, Government of India, Nirman Bhawan, New Delhi

Rao (2007-08). Role of ASHA in promoting safe delivery in Rajasthan, Population Research Centre,
Mohanlal Sukhadia University, Udaipur, Rajasthan, India

Bajpai, Nirupam. (October 2009). Improving access, service delivery and efficiency of the public health
system in rural India. Mid-term evaluation of the National Rural Health Mission. CGSD Working Paper
No. 37 October 2009. Center on Globalization and Sustainable Development. The Earth Institute at
Columbia University

Haider, S. and Adhish, VA. et al. (2008). Appraisal of Sahiya (ASHA) in Jharkhand, Health and
Population: Perspectives and Issues, Volume 31 (2), 80-84, 2008

Kanth, V. and Cherian, A. et al. The contribution of Accredited Social Health Activist (ASHA) under
National Rural Health Mission (NRHM) in the implementation of Comprehensive Primary Health Care in
East Champaran district, Bihar (State) India. Emmanuel Hospital Association, New Delhi, India. Web-
link: http://www.globalhealthequity.ca/webfm_send/96. Last accessed 19th August 2012

Haider,S. and Adhish,VA. et al. (2008). Appraisal of Sahiya (ASHA) in Jharkhand, Health and
Population: Perspectives and Issues, Volume 31 (2), 80-84, 2008

Kanth, V. and Cherian, A. et al. The contribution of Accredited Social Health Activist (ASHA) under
National Rural Health Mission (NRHM) in the implementation of Comprehensive Primary Health Care in
East Champaran district, Bihar (State) India. Emmanuel Hospital Association, New Delhi, India. Web-
link: http://www.globalhealthequity.ca/webfm_send/96. Last accessed 19th August 2012

ICDS-IV Project-IDA Assisted (2008-09 to 20012-13)-Guidelines and Processes to be followed for the
preparation of State Project Implementation Plans and District Annual Plans ((31 December 2007).
Central Project Management Unit. Ministry of Women and Child Development, New Delhi, India. pp:26

SEDEM (2005). Quick review of the working of ICDS in Rajasthan. Department of Women and Child
Development, Ministry of Human Resource Development, Government of India, New Delhi. Web-link:
http://wed.nic.in/research/quick review icds raj.pdf. Last accessed on 13th March 2013

Rao (2007-08). Role of ASHA in promoting safe delivery in Rajasthan, Population Research Centre,
Mohanlal Sukhadia University, Udaipur, Rajasthan, India

CORT (2007). Assessment of ASHA and Janani Suraksha Yojna in Rajasthan, CORT India, Vadodara,
Gujarat, India

223



36 Phuka, John et. al. (2014). A job analysis of community health workers in the context of integrated
nutrition and early child development. Ann. New York Academy of Sciences. ISSN 0077-8923. pp-183-
191

“"Bhutta, Z.A., Z.S. Lassi, G. Pariyo & L. Huicho. 2010. Global Experience of Community Health Workers
for Delivery of Health Related Millennium Development Goals: A Systematic Review, Country Case
Studies, and Recommendations for Integration into National Health Systems. Geneva: WHO/Global
Health Workforce Alliance.

2% Ann M. DiGirolamo, 1 Pablo Stansbery,2 and Mary Lung’aho (2014). Advantages and challenges of
integration: opportunities for integrating early childhood development and nutrition programming. Annals
of the New York Academy of Sciences Issue: Integrating Nutrition and Early Childhood Development
Interventions. 1308 (2014) 4653 C_2014.

2% Hermann, K., W. Van Damme, W.G. Pariyo, et al. 2009. Community health workers for ART in sub-
Saharan Africa: learning from experience-capitalizing n new opportunities. Human Resources for Health
7:31.

0 Bruder, Mary Beth. (2006). Advancing the Agenda of Service Coordination. Journal of Early
Interventions, 2006, Vol. 28 No.3, 175-177

1 Drabble, L. Osterling, KL. Tweed, M. and Pearce, CA. (2008). Pathways to collaboration: Factors
that help and hinder collaboration between substance abuse and child welfare fields. Berkeley: University
of California at Berkeley, California Social Work Education

2 Malone, T.W. and Crowston, K. (1991). Towards an interdisciplinary theory of coordination (Technical
report #120). Cambridge, MA: Massachusetts Institute of Technology, Center for Coordination Sciences

3 Malone, T.W. (1988). What is coordination theory? (Working paper # 2051-88). Cambridge, MA:MIT
Sloan School of Management

" Whittington, Collin. The model of practice and collaboration. Social Care Institute for Excellence. Web-
link: http://www.scie.org.uk/assets/elearning/ipiac/ipiac05/resource/flash/index.html. Last accessed on
16th March 2013

*» Malone, T.W. and Crowston, K. (1991), "Towards an interdisciplinary theory of coordination" (Technical
report #120). Cambridge, MA: Massachusetts Institute of Technology, Center for Coordination Sciences

6 Browne, Eric Donald. (2005).Workflow modelling of Coordinated Inter-Health-Provider Care Plans.
School of Computer and Information Science, University of South Australia Adelaide Web-link:
http://workflow.healthbase.info/monoFigures/Browne PhD thesis.pdf. Last accessed on 18th August
2012

7 Bhargav, Akhilesh. Village Health and Nutrition Day (VHND/MCHN). State Institute of Health and
Family Welfare, Government of Rajasthan, Jaipur, Rajasthan, India. Web-link:
http://www.slideshare.net/akhileshbhargava/village-health-nutrition-day/ or
http://www.sihfwrajasthan.com. Last accessed on 16th March 2013

¥ Monthly Village Health and Nutrition Day (February 2007). Guidelines for AWWs/ASHAs/ANMs/PRIs.
Ministry of Health and Family Welfare, Government of India, New Delhi

224



9 Census (2011). Office of Registrar General and Census Commissioner, India, Government of India, New
Delhi. Weblink: http://www.census2011.co.in/census/district/455-udaipur.html. Last accessed on May
2012

20 Census (2011). Office of Registrar General and Census Commissioner, India, Government of India, New
Delhi. Weblink: http://www.census2011.co.in/census/district/455-udaipur.html. Last accessed on May
2012.

31 Census (2001). Office of Registrar General and Census Commissioner, India, Government of India, New
Delhi. Weblink: http://censusindia.gov.in/Tables Published/SCST/dh_st rajasthan.pdf. Last accessed on
May 2012

2 HDR (2007). Directorate of Economics and Statistics, Government of Rajasthan, Jaipur, Rajasthan, India.
Web-link: http://www.statistics.rajasthan.gov.in/socio_Udaipur.aspx, Last accessed in April 2013

3 National Family Planning Programme, Family Planning Division, Ministry of Health and Family Welfare,
Government of India. Web-link: mohfw.nic.in/NRHM/Presentations/FPP_March 2008.pps. Last
accessed on 13th March 2013

% The Hindu (10th June 2010). Rajasthan Identifies "High Focus Districts". Jaipur, Rajasthan, India. Web-
link: http://www.thehindu.com/todays-paper/tp-national/rajasthan-identifies-highfocus-
districts/article2092416.ece. Last accessed on 28th April 2013

35 HDR (2007). Directorate of Economics and Statistics, Government of Rajasthan, Jaipur, Rajasthan, India.
Web-link: http://www .statistics.rajasthan.gov.in/socio Udaipur.aspx. Last accessed in April 2013

6 ARTH (February 2005). Census of Health Facilities in Udaipur District, Rajasthan, Action Research and
Training for Health (ARTH), Udaipur, Rajasthan, India

7 Integrated Management Information System. Ministry of Drinking Water and Sanitation, Government of
India, New Delhi. Web-link:
http://indiawater.gov.in/IMISWeb/Reports/rws/rpt_PresentPopulationBlockwise.aspx?Districtid&=hMNK9
LXs8g0%3D&DistrictName=kj7PDdc%2FU0c%3 D& Stateld=R 7EstRcld6w%3 D& StateName=rGg645j
MEmlapfOukuHIWA%3D%3D . Last Accessed on 15th March 2013

% Brown, Jennifer. and David, Canter. (1985). The uses of explanation in the research interview. The
research interview: Uses and approaches. pp.217-245. New York: Academic Press

% Neuman, Lawrence. (2006). Social Research Methods: Quantitative and Qualitative Approaches. Sixth
Edition. Pearson Education Inc., Dorling Kindersley Publishing. pp:482

20 Immunisation Handbook for Health Workers (2006). Ministry of Health and Family Welfare,
Government of India, New Delhi, India

6! Operational guide for Pulse Polio Immunisation in India (2006), Ministry of Health and Family Welfare,
Government of India, New Delhi, India

%62 Government Order (13.310), F ()/WCD/ICDSUni-cons/Vit-A/09/18245-18310, Directorate of Women
and Children and Directorate of Medical, health and family welfare, Government of Rajasthan, Jaipur,
India

63 Government Order number: FW/ICDS/Vitamin A/ 2008. Medical, Health and Family Welfare
Department, Government of Rajasthan, Jaipur, India

225



*%* Government Order-F-26(4)/AS/T&C/ICDS/10/44387 and F-21/NRHM/ASHA/Convergence/2009/6993
(25.6.10). Department of Women and Child Development and Medical, Health and Family Welfare
Department, Government of Rajasthan, Jaipur, India

265 Kotecha, P. Syed, I. and Chandranath, M. (2010). Assessing the Sustainability of the Jharkhand District
Vitamin A Supplementation Program. A2Z: The USAID Micronutrient and Child Blindness Project,
AED, Washington D.C.

266 Monthly Village Health and Nutrition Day-Guidelines for AWWs/ANMs/ASHAs/PRIs (February 2007).
National Rural Health Mission, Ministry of Health and Family Welfare, Government of India, New Delhi,
India. Web-link: http://mohfw.nic.in/NRHM/Documents/VHND_Guidelines.pdf. Last accessed on 16th
March 2013

27 Bhargav, Akhilesh. Village Health and Nutrition Day (VHND/MCHN). State Institute of Health and
Family Welfare, Government of Rajasthan, Jaipur, Rajasthan, India. Web-link:
http://www.slideshare.net/akhileshbhargava/village-health-nutrition-day/ or
http://www.sihfwrajasthan.com. Last accessed on 16th March 2013

6% Bhargav, Akhilesh. ASHA. State Institute of Health and Family Welfare, Government of Rajasthan,
Jaipur, Rajasthan, India. Web-link: http://www.slideshare.net/akhileshbhargava/asha-3044249 or
http://www.sihfwrajasthan.com. Last accessed on 16th March 2013

% Government Order No. 1-5/2004-CDI (15th March 2007). Guidelines for setting up Mini-Anganwadi
Centres under ICDS Scheme. Ministry of Women and Child Development. Government of India. Shastri
Bhavan, New Delhi, India.

7% Singleton and Straits (1999). Social sciences; Research; Methodology. Oxford University Press (New
York). 3rd edition, xix, pp.61

"' Bhargav, Akhilesh. Village Health and Nutrition Day (VHND/MCHN). State Institute of Health and
Family Welfare, Government of Rajasthan, Jaipur, Rajasthan, India. Web-link:
http://www.slideshare.net/akhileshbhargava/village-health-nutrition-day/ or
http://www.sihfwrajasthan.com. Last accessed on 16th March 2013

72 ASHA, State Institute of Health and Family Welfare, Government of Rajasthan, Jaipur, Rajasthan, India.
Web-link: http://www.sihfwrajasthan.com/ppts/full ASHA.pdf. Last accessed on 4th May 2013

B Pulse Polio Immunisation-India. Governance Knowledge Centre. Department of Administrative Reforms
and Public Grievances. Government of India. Weblink:
http://indiagovernance.gov.in/files/pulse_polio_immunization_india.pdf. Last accessed on 15th August
2013

1 State Institute of Health and Family Welfare, Jaipur (November 2009). Impact evaluation of Tribal Health
Care Delivery Strategy for Rajasthan Health Systems Development Project. Department of Medical,
Health and Family Welfare, Government of Rajasthan, Jaipur. pp: 1-120. Web-link:
http://www.sihfwrajasthan.com/studies/Report%20HCDS.pdf. Last accessed on 8th July 2013

7> RCH-Phase II-National Programme Implementation Plan (2005), Ministry of Health and Family Welfare,
Government of India, New Delhi, India

276 Schatzman, Leonard. and Strass, Anselm. (1973). Field Research: Strategies for a natural sociology.
Englewood Cliffs, NJ: Prentice-Hall

226



277 Paul, Sachdev. et al. (2011). Reproductive health, and child health and nutrition in India: meeting the
challenge. Lancet. 2011 January 22; 377(9762): 332-349. doi:10.1016/S0140-6736(10)61492-4

2% Banerji, Debabbar. (26.6.2007). Global Programme of Polio Eradication in India. International
Association of Health Policy. Web-link: http://www.healthp.org/node/17pp:1-26. Last accessed on 16th
March 2013

279 Sekhar, Bonu. Rani, Manju. and Baker, Timothy D. (2003). "The Impact of the national polio
immunization campaign on levels and equity in immunization coverage: evidence from rural North
India", Social Science and Medicine 57, pps. 1807-1819

%0 Brinkerhoff, Jennifer M. (2002). Partnership for International Development: Rhetoric or Results?
Boulder, CO: Lynne Rienner

1 Kapil, Umesh (2002). Integrated Child Development Services (ICDS) Scheme: A Program for Holistic
Development of Children. Indian Journal of Paediatrics, Volume 69, pp:597-601

282 Chandran, Vipin. and Sandhya, P. (January 2010). Child Nutrition in Rural India: Some Policy Priorities
and Strategies. MPRA Paper No. 27101, posted 1. December 2010 18:41 UTC. Online at
http://mpra.ub.uni-muenchen.de/27101/

3 Nutrition Security for India: Issues and way forward. A position Paper-December 2009. Indian National
Science Academy and Science for Equity Empowerment and Development (SEED) Division, Department
of Science and Technology (DST). New Delhi, India. Web-link:
http://www.insaindia.org/Nutrituion%?20security%20position%20paper.pdf. Last accessed on 8th July
2013

% Rao, Mohan. (October 2006).Neglecting hunger, bypassing health. InfoChange News and Features

%5 Haddad, L. and Zeitlyn, S. (2009). Lifting the Course: Overcoming persistent Under nutrition in India.
IDS Bulletin. 1.0.D studies. Brighton, University of Sussex. 40

86 Saxena, N.C. (2009). Call to Action: Hunger, under-nutrition and food security in India. Policy brief
series. New Delhi, Centre for Legislative Research and Advocacy (CLRA):8

7 Srinivasan, K. and Shekhar, C. et al. (2007). Reviewing Reproductive and Child Health Programmes in
India. Economic and Political Weekly. 42:2931-2939

8 Government Order No. F 11(3) 33/MO/MBV/2000/71981 (02.10.2010). E:\Panchayati Raj ICDS Order
DIR Copy.doc 40. Department of Women and Child Development. Government of Rajasthan. Jaipur,
Rajasthan, India

% National Rural Health Mission, Medical, Health and Family Welfare Department, Government of
Rajasthan, Jaipur, Rajasthan, India. Web-link: http://nrthmrajasthan.nic.in/Convergence.htm. Last
accessed on 8th July 2013

% Bajpai, N. and Dholakia, R. (May 2011). Improving the integration of Health and Nutrition Sectors in

India. Working Paper No.2. Working paper series-Columbia Global Centers| South Asia, Columbia
University. Web-link: Globalcenters.columbia.edu/southasia/

227



! Roy, Debabrata. et al. (2010). Knowledge Score Outcome and Effectiveness of Joint Training of ICDS
and Health Functionaries from Select Mountainous Districts of Uttarakhand. Indian Journal of Preventive
and Social Medicine. Volume 41 No.land2, 2010

92 Kapil, Umesh. (2002). Integrated Child Delopment Services (ICDS) Scheme: A Program for Holistic
Development of Children. Indian Journal of Paediatrics, Volume 69, pp:597-601

2% Management of Services for Mothers and Children (March 1986). Economic and Political Weekly.
Vol.21, No.12, pp:510-512

* Government Report number 22 (2012-2013). Chapter 5-Human Resource and Training. Report of the
Comptroller and Auditor General of India on Performance Audit of Integrated Child Development
Services (ICDS) Scheme. -Union Government (Ministry of Women and Child Development)

*%Mavalankar, D. Kranti, V and Sharma, Bharati (2007). “Strengthening Midwifery Services in India Based
on lessons learnt from Sweden and Sri Lanka,” Working paper No. 2007-06-07, IIM Ahmedabad

2% Working conditions of Anganwadi Workers (2010-20011). Eight Report of Committee on Empowerment
of Women. Lok Sabha-Parliament of India. Lok Sabha Secretariate, New Delhi, India. pp: 28

7 Nandan, Deoki. Bhatnagar, Rekha. and Singh, Keeri. (2008-09). Assessment of Performance Based
Incentive System for ASHA Sahyogini in Udaipur District, Rajasthan. National Institute of Health and
Family Welfare and UNFPA, New Delhi, India

% Martin, Abel. et al. (2008-09).Effect of Supportive Supervision on ASHAs’ Performance under IMNCI in
Rajasthan. UNICEF and Indian Institute of Health Management Research (IIHMR), Jaipur, Rajasthan,
India

* Government Order Number F-26/AC/T&C/ICDS/10/44387 and F-
21/NRHM/ASHA/Convergence/2009/6993 (25th June 2010). Department of Women and Child
Development and Medical, Health and Family Welfare Department, Government of Rajasthan, Jaipur,
Rajasthan, India

3% Government Order Number F-26 (4)/AC/T&C/ICDS/09/59150 and F-21/NRHM/ASHA-4/2009/3863
(2nd September 2009). Department of Women and Child Development and Medical, Health and Family
Welfare Department, Government of Rajasthan, Jaipur, Rajasthan, India

3% Government Order Number F-11 (2)/MO/ICDS/08/39919 and F-21/NRHM/ASHA- Convergence/08
(16th June 2009). Department of Women and Child Development and Medical, Health and Family
Welfare Department, Government of Rajasthan, Jaipur, Rajasthan, India

392 Working conditions of Anganwadi Workers (2010-20011). Eight Report of Committee on Empowerment
of Women. Lok Sabha-Parliament of India. Lok Sabha Secretariate, New Delhi, India

3% Kapur, A. and Chowdhury, A. (2012-13). Budget Brief-Integrated Child Development Services (ICDS).
Accountability Initiatives, Volume 4 Issue B. Centre for Policy Research, Dharam Marg, Chanakyapuri,
New Delhi, India. Website: www.accountabilityindia.in. Last accessed on 11th July 2013

3%4 Report on Short Programme Review on Child Health in Rajasthan (2010). Directorate of Health and
Medical Services, Government of Rajasthan, Jaipur Rajasthan and Norway India Partnership Initiative
(NIPI). Web-link: http://www.searo.who.int/entity/child_adolescent/topics/SPR_Rajasthan.pdf. Last
accessed on 11th July 2013

228



3% Government Order (18th May 2012). Jt.D.O.No.W-11042/7/2007-CRSP-Part. Ministry of Drinking
Water and Sanitation and Ministry of Health and Family Welfare, Government of India, New Delhi,
India. Web-link:
http://www.rajpanchayat.gov.in/common/toplinks/circulars/images/project/tsc/ Annex%20-06.pdf. Last
accessed on 14th August 2013

3% Gragnolati, M. Shekar, M. et al. (2005). Indias' undernourished children: a call for reform and action.
Health, Nutrition and Population (NHP) discussion paper. World Bank. Washington, D.C. The
International Bank for Reconstruction and Development, The World Bank, pp:116

*7 CARE Rachna Program (2001-2006). Engaging communities to improve health and nutrition outcomes:
the role of community volunteers in INHP. Working paper series, pp: 11

3% National Advisory Council (June, 2011). Recommendations for a reformed and strengthened Integrated
Child Development Services (ICDS). Prime Ministers' Office, Government of India, New Delhi, India.
Web-link: nac.nic.in/pdf/icds.pdf. Last accessed on 11th July 2013

309 Planning Commission (September 2011). Report of the Inter Ministerial Group on ICDS Restructuring,
Planning Commission. Government of India, New Delhi, India

319 A Five Point Charter for Overcoming the Curse of Malnutrition-the Coalition for Sustainable Nutrition
Security in India (September 2008). Web-link: http://www.nutritioncoalition.in/pdf/5Point-Curse-of-
Malnutrition.pdf. Last accessed on 11th July 2013

I Banerjee, A. Improving immunisation coverage in rural India: clustered randomised controlled evaluation
of immunisation campaigns with and without incentives Poor immunisation card retention. British
Medical Journal, Online First. Web-link: http://www.povertyactionlab.org/publication/improving-
immunization-coverage-rural-india-evaluation-immunization-campaigns-and-withou. Last accessed on
11th July 2013

312 Niyi, Awofeso. et al (2013). Age-appropriate vaccination against measles and DPT-3 in India — closing
the gaps. BMC Public Health 2013, 13:358

13 Suarez, L. et al. (1997). Errors and Correlates in Parental Recall of Child Immunizations: Effects on
Vaccination Coverage Estimates. PEDIATRICS Vol. 99 No. 5 May 1, 1997, pp:3

229



