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Community-Based Programs/India

Implementation
The study was implemented by three Bihar-based NGOs with technical assistance from BASICS (see
Table 2). One of the NGOs was a support-service organization and provided assistance to two field-based
NGOs that were directly responsible for implementing the interventions.

Table 2. Implementation Teams: Nature, Size, and Functions

Implementation Team Size Functions

Kurji Holy Family Hospital-service support 4 persons Work with local NGOs on all aspects
organization based at the state level of planning, implementation, and

evaluation of the interventions;
liaise with technical assistance team

SPM-community-based NGO with 10 years 12 persons (including Plan, implement, monitor, and
of experience in implementing social 10 community health evaluate the interventions

development projects workers)

ADHAR-community-based NGO v.ith 5 years Same as for SPM Same as for SPM

of experience in community development

BASICS-international child survival project 2 persons Technical assistance on all aspects
of the study to support service
organization and. indirectly. the local
NGOs; conduct process evaluation

Step-by-Step Strategy

The implementation strategy was as follows:

. Step 1: Organize information and orientation sessions for providers on correct case
management practices for ARl, diarrhea, and fever.

. Step 2: Organize village health committees and strengthen women's organizations (implemented
throughout the duration of the study).

. Step 3: Decide behaviors to be targeted through the contracts (joint decision by village health
committees, CHWs, the NGOs, and BASICS).

. Step 4: CHWs, as representatives of the community, visit providers to sign the contracts.

. Step 5: CHWs monitor provider compliance by interviewing mothers during bimonthly meetings
of women's organizations using the verbal case review (VCR).

. Step 6: CHWs analyze provider performance by matching monitoring information with provider

contracts.
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. Step 7: The health workers return to the providers with the inforn1ation; the village health
committees and women's organizations are also inforn1ed of provider perforn1ance.

We were able to complete most of the implementation steps entailed by the study. Significant positive
improvements were observed in providers' disease-specific and other case management practices.
Additionally, as a result of the interventions, the providers began to participate in community health
education activities. Several providers attended health workers' meetings to discuss collaborative
strategies for improving community health.

The success of the study can be attributed mostly to the CHWs, who were highly motivated, understood
the importance of correct case management, and worked hard to ensure that the providers adhered to
these behaviors. The providers respected the CHWs and their knowledge of health and were willing to
cooperate with them. The only perforn1ance gap was in forn1ing the village health committees and
strengthening women's organizations; as a result, the goal of community monitoring by mothers and
other members of the community was not fulfilled. However, the lessons learned from this perforn1ance
gap are important for any future replication of the study.

Evaluation

The evaluation strategy focused on process and outcomes. First, baseline data on providers' case
management practices prior to the interventions were collected; 11 months later, a final evaluation was
conducted. The baseline and final evaluation used VCR to obtain inforn1ation for quantitative analysis of
study outcomes. Additionally, focus and key inforn1ant interviews were conducted to supplement the
inforn1ation from the VCR. The process evaluation mainly focused on evaluating the implementation of
the interventions, using individual, key inforn1ant, and focus group interviews to obtain the data. The
process evaluation is the main source of inforn1ation regarding the dynamics of community involvement
in the implementation of the interventions.

.
lessons learned

Village Health Committees
One objective of the study was to organize village health committees. Building new community-based
organizations is a complex task, made even more difficult when sustainability of these groups is a goal.
Twelve months was perhaps too short a time to implement the training and monitoring interventions and
to organize new community groups. Future efforts to replicate the study should take this fact into account
and allocate adequate time for this activity.

Women's Organizations
Limited participation by the women's organizations was related to several factors. At the time the study
was implemented, the mothers were unaware of quality of care issues and their relationship to child
health; generating demand within the community for quality care might have helped to elicit greater
participation from the women's groups. The relationship between the providers and their clients was also
an issue, some mothers in the community expressing concern about monitoring the providers. Several
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Chapter 3
Implementation, Monitoring and Evaluation, and
Scaling Up: Group Discussions

Workshop participants were divided into three discussion subgroups, as follows: subgroup 1,
implementation; subgroup 2, monitoring and evaluation; subgroup 3, scaling up.

Implementation I: Planning

In reviewing and synthesizing BASICS's experience to date, the subgroup identified five components of
successful community program planning.

1. Coordination with Existing Programs
Insofar as possible, BASICS has cooperated with the other programs in an area to avoid overwhelming
local systems with redundant or competing information and activities. Effort has been made to build on
existing child health programs and to establish liaison with related health programs such as maternal
health and family planning. By acknowledging planning and funding constraints and limitations and
coordinating program activities among themselves, donors, cooperating agencies, and implementers can
enhance program outcomes.

A key first step for a project like BASICS is to inventory programs being implemented by the Ministry of
Health and other ministries in the target locale as well as by PYas, NGOs, and CBOs within the country.
BASICS must also assess the commitment of the national government, international donors. and USAID
to supporting community-level activity.

2. Involvement of Stakeholders (Including the Community)
The subgroup suggested the use of a matrix to analyze the stakeholders' involvement in the decisions
leading to the establishment of a community-based program strategy (Figure 2). Questions that need to be
resolved are (1) What is the function of each stakeholder? (2) What is each stakeholder's role and
specific responsibilities? (3) What resources must that stakeholder bring to the table for the intervention
to succeed?

Stakeholders on the matrix include MOH, USAID, BASICS, the community, other donors, and the
private sector. Key questions include the following:

. Where will the program activities take place?. What type of program interventions will be supported?. With whom will BASICS work?. Which population will be targeted?

In BASICS's experience, the nature of the interventions is often predetermined by agreements between
the MOH and USAID. The MOH is the conduit to the community in all of the countries where BASICS
is working, except Nigeria and Haiti.
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Figure 2.
Sample Matrix for Stakeholder Analysis

Decision-maker Where? What? With Whom? To Which How?
Population?

MOH

USAID

BASICS

Community

Other donors

Private sector

Planners must clearly identify the objectives of involving the community, how community involvement
will help reach the child health goals of its program, and how these objectives will be measured. Program
planners also need to target a desired level of community involvement and, working with the community,
map out the form that involvement will take. For example, the community may participate directly in
program planning and local survey work (Zambia, Ethiopia) or may be involved more at the
implementation phase (Honduras, Madagascar, Bangladesh). The Zambians took community
participation in goal-setting to a new level by deciding to exclude BASICS staff from that meeting.

3. Technical Analysis
BASICS has conducted a variety of research activities with varying levels of community involvement to
obtain the data necessary to plan, implement, and monitor and evaluate its programs. Researchers gather
existing data and identify specific health problems that need to be addressed. The research can take many
forms: health facilities assessments, community situation analyses organized in collaboration with local
health staff, community demand studies, household surveys, mortality surveillance, community mapping
and other participatory rural appraisal (PRA) exercises, and inventories of health providers.

4. Assessment of the Feasibility of Implementation
This component is also referred to as 'tneeds assessment." The community lists the potential barriers to
implementation of each intervention, the likelihood of encountering particular barriers, the resources
required to overcome them, and the chances of success. It is important that the intervention(s) selected be
pertinent, actionable, and modest. An early success can build confidence in the community participants
and encourage them to try more challenging interventions.

5. Flexible, Iterative Planning
Community-based program planning is an iterative process involving many stakeholders with agendas
that sometimes overlap and sometimes compete. USAID, BASICS, and any other organization or agency
planning to work at the community level must allow sufficient time and resources to negotiate both the
program strategies and the implementation of the programs that depend on community participation for
their results. Every aspect of such a program depends on the collaboration of multiple stakeholders; the
key stakeholders, namely the communities themselves, may not have all the necessary knowledge and
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