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Prof. Deoki Nandan

FOREWORD

The challenge of the time is to study child health in relation to community, to social values and to

social policy. Every child has the right of survival and development to the maximum possible
extent. Scientific evidences have stressed orintipprtance of early years of life in forming a
childbés intelligence, personality and soci al b

development and socialization.

A child receives only one chance to develop normally and protection of thahanee cannot be

surpassed by other priorities. Development during early childhood is strongly related to
development of fetus, thus reflecting the condition of pregnant women who is the main caregiver

of young children. But in the present scenario primearet a k e r or mot her 6s u
attitude due to ignorance about the responsive care, their less involvement in decision making,

low literacy status & income, heavy work load and poor nutrition status severely hinder their
capacity to provide optimatare for survival, growth and development of young children.
Responsive care of child can however be greatly improved by adoption of key care practices
which encompass care of womand girls infant and young child feedingsychosocial care,

home heah care, & hygienepractices

UNICEF supported Community based Project on Early Childhood Care for Survival, Growth and
Development (ECCD) has been a step forward in direction improving childhood care practices in
selected urban slums of Agra with coopiemratof UNICERLucknow, State Nutrition Resource
Center, Department of Social & Preventive Medicine, S N Medical College, Agra, Department of
Health, Integrated Child Development Services and District Urban Development Authority of
Agra. The project has beeuccessful in attaining the objectives and have initiated the concerted

action of related sectors towards the same goal.

(Deoki Nandan)
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BACKGROUND

Primary Health Care (PHC) approach is among the maJP

£

community participation and intersectoral collaboration as the =

developments in the past two decades towards attainment
universal access to basic health care, and it has promo

key strategies towards attaining Health for All by 2000. Further,
the implematation of the GOBFFF (Growth monitoring, Oral
Rehydration Therapy, Breast feeding, Immunization, Food,
Female education and Family planning) strategy formed th
major thrust for the Child Survival Revolution. Universal

adoption of the Convention on thRights of the Child,

Community Based Health Care (CBHC), community based
nutrition interventions, the Baby Friendly Hospital Initiative (BFHI) and Safe Motherhood
Initiative have all contributed towards improved maternal and child health and attempted to

address many of the related problems.

However greater challenges remain in efforts to further achieve improved child survival, growth

and devel opment . UN Secretary General 6s Report
Mid-Decade Goals of the World Suritnfior Children (1996) concluded that progress towards

meeting the unddive mortality rates and malnutrition reduction goals have been inadequate and

that further efforts are urgently needed to ensure basic health care and well being for millions of
children.

UNI CEF0s emerging strategic focus on integral
Childhood Care (ECC) for survival, growth and development, is among the major efforts to
promote coordinated actions for improved child health, nutrition and psgciab development,

with particularemphasis on the care of childnender3 years of age. This approach addresses the
physical, social, emotional and intellectual development needs of children in the early years of

life, promoting a holistic approach t@amrty childhood careand development. Providing every

child a good start to lifso that children survive and thrive. The approach is based on evidence

that early childhood is the most critical window of opportunity in terms of human developinent.

sees fanilies as the primary actors in child survival ate/elopmenasit is their responsibility to

provide the child with its basic needs.

Over the past two decades significant progress has been made to improve the health and
nutritional status of children dnvomen, and to address the preventable diseases. In spite of this,
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nearly 12 million children still die in the developing

countries before their fifth birthday largely due to
perinatal causes (related to low birth weight, - pre
maturity, complications of negnancy and deliveries),
diarrhoea, acute respiratory tract infections an
malnutrition, as an underlying factor in more than 5(
percent of cases. These factors and poor livin
conditions are increasingly threatening the surviva

growth and development ohildren.

Among the factors contributing to high child morbidity and mortality are unequal access to
services and their poor quality resulting in part to their poor utilization. Furthermore there is
growing evidence that caregivers do not recognize camptdldhood illnesses, have little
knowledge about effective home care and do not seek timely care for their sick children. An
apparent gap also exists between the knowledge in the community and practices necessary for
improved child health.

This may pary be attributed to lack at the community levels of effective locally adapted
strategies to engage families in learning about prevention and care of illnesses. The Convention
on the Rights of the Child recognizes parents as primarily responsible for theofctneir
children; but alsastateshat governments have the responsibility, to ensure the provision of good

I t

well being. It is also recognized that theusehold level is the environment that most influences

guality services and to support f ami i es o be

health, nutrition and education outcomes for children, and that it is the principle financier of

services including half of all health expenditure (World Bank Development Report, 1993).

In the pastwenty years, many experience|

have been gathered and lessons learnt
how to work with communities, which have
been mobilized to participate in activities t
promote their own health. In spite of thes
efforts, it is evident that much remains to b
doneto empower families and communitie
with  knowledge and skills towards
improved health care for children, and t

specifically engage them in learning abo

ol¥e are guilty of many errors and many faul
. but aur worst crime is abandoning the childre
H heglecting the foundation of life. ally of the
ethings we need can wait but ntite childt. Right
ehow is the time his bones are being formed,
s blood is being made and his senses are bg

developed. To him weannot answer tomorrow

b his name is today

ut Gabriel Mistraal

the prevention of common childhood
diseases, recognition of illnesses, and overall care for healthrglhas sick children.
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Every child has the right of survival

and development to the maximum

possible extent. A child has only one
chance to develop normally and the
protection of that one chance therefor'
demands the kind of commitment that
will not be suppressed by other
priorities. Family is the primary agent
i n ensuring you
being these parents or primary car
taker is responsible for earl

childhood development of the child.

Recent scientific evidence powerfully demonstrates thearimportance of the early years of

life in forming a childds intelligence, per sor
foundations of physical growth, development and socialization, early childhood is a vulnerable

period in life when di e a s e s, i nadequate care can seriously

malnutrition, compromised psychosocial development and even death.

The |inkages between early childhood devel opm
related, as can be absed from the significant percentage of infant degtusicularly those

occurring in the first 28 days after birthihese are a result of the poor health and nutrition of the

mot her duri ng pr egn a ardayorabléiattitmdededaesofégaarancendtlr e gi v er
regard to adequate caring in the earliest years afildehe major contributing factors in the child

survival, growth and developmentthie young child

Todaythere is a need to involve families and communities as partners in imgroutritional

status of children and women; in the prevention of common childhood illness through

immunization, improved hygiene practices and other interventions; and in improving home care
for sick children and care seeking behaviour. Similarly, thererieed for improving the quality

of care provided to mothers and children by health workers; for better coordination and support
for child focused community based efforts; for building the capacity at the household and

community levels to enable theirtare participation in actions to improve home and community

care for children; and for the creation of better linkages between communities and services.

[3]
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RATIONALE FOR IMPLEMENTING ECCD PROJECT

Majority of the urban population of Agra resides in,

slums, and most of them belong to low socio

unorganized industrial sector of local industries.

There are aroun860 urbanslumsand out of these
only 182 are identified and authorized by District 5
Urban DevelopmenAuthority. It is only in these &

1%

standard of living of these urban podfurther, ait of these 182 slums, Integrated Child

authorized  slums where District Urban

K
i

Development Authority (DUDA) is working for F o

improving environmental sanitation and raising the

Development Service§CDS) program is functional in only 100 slums

Undoubtedly the living conditions in these urban slums are very dismal with no appropriate
sanitation or even drinking water facilities. High population density further aggravated by
unplamed housing and unmet civic needs have left no place for further deterioration in health
condition of these people. This is visible through high prevalence of communicable diseases
among women and children of these slums. No effective steps have beehytajeernment or

private sector to improve the health status of these urban poor and in the absence of any defined

urban health strategy all initiatives have been vague.

But then no improvement can be successful without improving the status of womehildrehc
in the community and in spite of undertaking numerous initiatives for improving health and
nutrition status of this particular highly vulnerable group, they are still bearing the brunt of poor

living conditions in urban slums.

It has been learntdm the experiences that for improving the prevailing situation with regard to
the health status of women and young children there is a need to involve families and
communities as partners, and that no strategy for health of children could be effedtimat wit
giving due emphasis on health mbther. Similarly, there is a constarged for improving the
quality of care provided to mothers and children by health workers; for better coordination and
support for child focused communibased efforts; for buding the capacity at the household and
community levels to enable their active participation in actions to improve home and community

care for children; and for the creation of better linkages between communities and services.
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With the goal of ensuring iat-sedoral coordination between ICD%jealth, DUDA, Home
Science College, Anganwadi Training Centre, and the Department of Social & Preventive
Medicine, S.N.Medical College, Agraan Early Childhood Care & Development Project was
implemented with UNICERBupport in the urban slums of Agra city. The project was initiated in
the year 2001. As a first step a meeting was convened with the Chief Medical Offickh, Hea
District Programme Office(ICDS), ProjectOfficer (DUDA), Head of the Department 8PM,

SN. Medical Collegeand representative frodNICEF, for a consensus on the need for
convergence interdepartmentally to address the survival, growthdewelopment needsf
children under three years of age from the most disadvantaged sections of urlzanfsigra

city. The paramount concern being to promote the capacities of mothers/ caregivers to provide
optimal caring within the family/community setting in the earliest stages of life beginning
prenatally.

The inter department meeting group agreed ftitaiei a process in a few slums initially wherein
there was DUDA/ICDS presence in terms of functionaries and services. SPM Department was

requested by the group to take on the nodal responsibility for coordinating the project in Agra.
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PROJECT OBJECTIVES

GOAL

ECCD Project hdbeen planned as an integrated, child focused approaemfmwering
mothers/ caregivers within the family fonprovingkey care practicef®@r increasing survival,
growth and development amongder three yearshildrenliving in slums

Objectives

x Increasing the awareness level 0f

community members regarding the s|x

o3
N

key care practices for early childhoo)

.
care. a .

Bl

x Ensuring inter sectoral coordination fd

D

achieving community convergenc
between Health, Integrated Child

Development &rvices and District Urban

Development Authority.

x  Ensuring male participation in early child

hood care at household and community FOCUS

level. 1 Inter department coordinatio

towards common goal.

=

x Involve the ECCD component in all majd
health & nutrition programmes at Y Improving quality of child carg
community levelby snsitizinggrass root practices at family level
level workers from different sectors & § Interpersonal counseling- Peer
care providers. Educators identified from within th¢

x Developing and strengthening communify ~ SlUMS.

, _ families and service providers
x  Demand generation for the services by the

community
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A Framework for Improving Key Care Practices for Children and Women at the Household and Community Levels
(Adopted in ECCD Project, Agra)

Families and communities|

to be engaged in learning

processes to enhance the
knowledge

Participatorysituation
assessment/analysis and
consensubuilding

Strengthened household caf
capacity and care seeking
behaviour

Strengthened community an
district capacity for providing
support

Improved quality of cag by community
providers in health facilities

\ 4

\ 4

\ 4

\ 4

\ 4

i Participatory data
collection on care and
care seeking

9 Meetings with
community leaders
and active members

1 Active involvement of
community leaders,
women groups, village
committees, religious
leaders, schools, shop
keepers etc.

1 Developing a strategy (= 1 Local communication

for home and
community health,
nutrition, psyche
social care for women
children W3

9 Advocacy at all levels

strategy

9 Emphasis on prevention

9 Demonstrating skills

Registration of
Pregnancy /ANC

Keep baby warm

Do not bathe baby
days

Early Initiation of Breast

[ Feeding, exclusive up to (=

6 months
Complementary Feeding
begun at 6 months with
contd. b/f up to 2 years
Zero dose OPV
Complete immunization

-t

1 Identification of all
pregnant women

1 Counseling for ANGC
care, rest, diet, IFA
TT, B/IF
Nutrition assessment
and counseling
Checking for missed
immunization

9 Peer counseling within|
the slums

9 Checking health of
mothers/caregivers

9 Strengthening
community
organization

I Sensitizing
community leaders

9 Community logistics

1 Integrated planning

9 Training community
resource persons

9 Social mobilization

Partnerships, inter sectoral collaboratio Strengthening interface between famili

and service providers

Effective monitoring & evaluation
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SIX KEY CARE PRACTICES

Home health practices
Home Management of illness

Utilization of health services

6.
T
T
T

Home based protection from

illness and accidents
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PROJECT AREA

ECCD Projectwasimplemented in 80 identified urban slumSAgra inaphased manneOnly

those urban slums whickereauthorizedby District Urban Development Authority (DUDANd

in which Integrated Child Development Services are under implementation through Anganwadi
Workers were selected for the projestcordingly 27 slums were included in tigphase and 26

and 27 slums in f and 111 phases respectively.

All other process inputs including identification & training of peer educators and organization of

cluster review meetings were uniformly undednlkn all three phases.

Division of urban slums:

For the ease of implementation, monitoring and follow up of peer educators, all the 80 urban

slums have been divided into 4 clusters according to the areas, and each cluster further into sub

clusters.

80 Urban Slums

Division into 4 clusters

Cluster A Cluster B Cluster C Cluster D

Rakabgan] Tajganj

Shahganj

Lohamandi

Division into 15
subclusters
\4 A\ 4 \4 A 4

Sub clusters

Al Naubasta
A2 Bhimnagar
A3 Rajnagar
A4 Balka basti

Sub clusters

B1 Bhogipura
B2 Prakash Na.
B3 Moti Katra
B4 Nagla Padi

Sub clusters

C1 Namner
C2 Tila S Mannu
C3 Bundu Katra

Sub clusters

D1 Tajganj

D2 Shahdara
D3 Tedi Bagiya
D4 Jeoni Mandi
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ORGANIZATIONAL SET UP FOR ECCD PROJECT

UNICEF

Implementing Agency

Department of Social & Preventive Medicine
State Nutrition Resource Center (Community Nutrition)
S.N. Medical College, Agra

|

Head of Department & Convener SNRC

|

Field Research Coordinator

|

|

|

Integrated Child
Development
Services

Distt Program Officer
Supervisor
Anganwadi Worker

Health Department

Chief Medical Officer
Deputy CMO
Medical Officer
(D-type health center)
Health Visitor

ANM

District Urban
Development
Authority

Project Officer
CDSs

Assistant

|

PEER EDUCATOR

|

COMMUNITY
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PROCESSINPUTS

Strategies adopted in ECCD Project

Social Mapping oB0 identified slums, where both ICDS abtdDA areoperationabnd
Assessment of current key care practices tlums, using participatory techniques.
Meetingof collaborating departments for development of capacity buildimdtraining
designon the basis of prevalent child care behaviours,

Developng training design for Traiers and frontline functionarie§jeld testing of the
training curriculum, its finalization and organization of trainings.

Sensitizing and empowering grass root level functionaries from different sectors working
at slum community level and care providers at household level regarding theainge

and need of early childhood care.

Identifying community women from within the slums, who can act as peer educators for
facilitating the spread of messages.

Creating demand generation of services by the community through awareness generation
andsacial mobilization using cable scrolling, puppetry and interpersomaiseling
Establishing community based monitoring system and its utilization for improving the

delivery of services.

Key Activities undertaken

X

Participatory situation assessment andlysis on care and care seeking behaviour to
facilitate project planning.

Developing key messages and recommendations on child feeding, appropriate home care
and care seeking practices, according to the community needs.

Developing community based commurtioa strategy for providing adequate knowledge
and skills to families and communities.

Promoting active community participation, inter sectoral collaboration, and building
partnerships with various related sectors.

Improving coordination and building lingas between health, ICDS services, DUDA and
community.

Estabishing and strengthen communitpased monitoring system and utilizing

information for decisiormaking and priority setting.

[12]



PROJECT IMPLEMENTATION PLAN

Social Mapping of Institutions, Organizations and Agencies workingn the area of child
development in urban slums

o

Rapid Assessment of Knowledge, Attitude and Practices for early childhood care with th
help of Focus Group Discussions

.

Evolving curriculum and training module for orientation training of functionaries of
different sectors and community members

=

Two days orientation workshop for Supervisory Level Functionaries

.

Identification of trainers for orientation training of grass root level functionaries

.

Three days orientation training of integrated team of functionaries from different sectors
and community women (7 from each slum)

4

Identification of Peer Educators (3 in each slum comprising of AWW and two community
women who have received training)

.

Interpersonal counseling

.

Monthly review meetings in different clusters with peer educators and ensuring
participation of functionaries from different sectors in these meetings to ensure
convergence of services

-

Development of community based monitoring system

Organization of community group meetings by peer @ucators in their respective slums

[13]



IMPLEMENTATION

Before initiation & the project implementatigrthe outlire of the activities that need to be
undertakenalong with the time line was collectively decided in tbeordination Committee
Meeting(19"Sept ember 6 200 1 $ocia & Prévenfiva Medigieen3 N Metlical
College, Agra Strategies were developed through collective wisdomepfesentatives from
UNICEF, Lucknow, Integrated Child Development Services (ICDS), Agra, District Urban
Development Authority (DUDA), Agra, CARBgra and Faculties of Department of &dck
Preventive Medicine, S N Medical College, Agra

Therein t was decided the&tate Nutrition Resource Center(SNRC), Department of Social and
Preventive Medicine, S.N. Medical College, Agra would functionNaslal Department for
implementation of prajct on Early Childhood Care for Survival, Growth and Development
(ECCD) in selected urban slums of Ag@onsensus was also obtained on the issue that this
projectwould be implemented in phased manner wherein first only 27 DUDA authorized slums
would be ncluded for implementation. Following this and on the basis of experiences gained
more slums will be includedAccordingly 26 and 27 DUDA authorized urban slums were

included in Phase Il and Il respectively.

Meetings with the representatives from diffdreectors including Health and ICDS were also
organized everyhree monthgo discuss on the progress, achievements and oncahate done
to further strengthen the ongoing activities. Since inception of the project the overall process

underwent throughdilowing steps:

1. Social Mapping of Institutions, Organizations and Agencies working in the area of

child development in urban slums

In the absence of a definite urban D @

Cativuadd Pt
Me. ) Mewne Weld -~ 16570

health strategy a need foSocial

Mapping of institutions, organizations

and agenciesvorking in the area of ’ #

child developmenivas desperately felt

- Wz

b

and was accordingly undertaken.‘

— smErasdy

a@@
‘ -5
5
&
¢

Social Mapping of all the urban slums

= w7

included in the project in phased 0 &)
At §

manner was undertaken with particular‘.Il —

emphasis on following points

1 Geography of the urbaslum (boundaries, connections and overall layout)

[14]



i Existing health and other basic facilities (including government and private hospitals,
ward office, any functional NGO, schools etc.)

T Heal th providers (including R MRANN, , priv
Anganwadi center)

1 Approximate population structure (religion, caste and socio economic statugmdse)

target group mapping withstimated beneficiaries

Exercise of social mapping and its interpretation provided important background information for
developing implementation plan and need donvergence of servicefor focusing actions in

urban slums.

2. Rapid Assessment of Knowledge, Attitude and Practices for early childhood care

with the help of Focus Group Discussions

Along with the social magng of the urban

slums a need for quantifying the base Iiné

situation and assessing knowledge, attitude and

practices for early childhood care practices as

prevalent at household and community level in

urban slums of Agra was felt. For achieving this

objective rapid assessment was undertaken by

conductingFkocus Group Di sc;ussi ons (FGD6s)

in five randomly selected urban slurasnong |

homogenous groupsDur i ng t h elaaate Hi€bDssiéns weheld with women of
different age groups, classes & caste®ating to a predesigned checklist. Information collected
was compiledfree listed, categorized into homogenous domaird analyzediccording to the
principles of semi quantificatiopQualifiers used to sergjuantify responses were: Almost all
(5+), most(4+), majority (3+), some (2+), few (1+) and very few (<1fgi providing a clear

understanding of thexisting picture.

Briefly, key areas of concernemerged om FGD6s with women of wurban

u low antenatal registration (2+),

U inadequate iroffiolic acid consumption (4+),

u delayed initiation of breastfeeding (1+),

u absence of exclusive breastfeeding in the first six months of life (5+),

u feeding complementary foods grossly inadequate in quality, quantity, frequency and

consistency (5+).
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A

Overallcar egi ver 6s r esponsi v efoundsts belova Whesedasd othdre ¢ hii
findings not only helped in deciding the key areas to be focused diesigning the training &
implementation but they also provided ground for comparing the changesvitekige, attitude

and practices at household and community level before andrafiesmentation.

Three types otonstraints to appropriatechild caringpractices emergedo | | owi ngi) FGDs 6
Family and Individual levelij) Infrastructure and access g$ervices andii) exclusion of lower

castesThese are described as follows:

¢ Constraints with respect to Early Childhood Careat Family Level:

A Lack of awareness, time and family support.

A Pregnancy not regarded as special event and the desire for thehitthlerevented
women who gave birth to a girl to get respect and sufficient nutritional and emotional
support from the familyThere is a widespregukrception that the locus of control for
their well being lied with fate, chance and other powerful factdiich arebeyond
their personal control.

A Age old taditional beliefs and tabo@se beingolindly followed, for e.g.waiting for
the sistefin-law to arrive before initiation obreastfeedingtlie time could be in
days)

A Apathy for improving the prese health status has be#re attitude amongst most
families. They felt that health and nutritional well being of the child was achievable

only if they had money and good educational status.

¢ Access to servie delivery:

Aln slums where ICDS services are ailable the actual population catered by
Anganwadi Worke(AWW) is only 10001200, whereas the population arfe slum
varies between 1068000. More sOAWW is able to provide services to a very small
section of community living around Anganwadi Centre. $heiot catering her
services to women and children living farther away from her centre. Mainly women
of lower economic strata are left, who are even not aware of the functions of AWW.
Similarly ANM / LHV too fail to cater very poor strata of community itig in
densely populated interiors and peripheries of slums.

A Proximity of untrained services providers (Dais, medical practitioners) and unfriendly
behaviour of private and government medical professional prevents people to seek

care outside the community

¢ Societal bias:

[16]



A Society continues to practice an element of discrimination with respect to caste and
class divisions within communitiesbnsequent inequity. Within the slum, houses on
the main street are generally occupied by the more influential secfiahe
community and they are generally frequented by the government health providers,
while the more distant houses remain unattendéds is even with respect to
providing informationwhich could be somehow be helpful in improving their quality
of life.

For addressing thesenstraintsand for improving the existing child care practices it was felt that
interventions need to target thef a mGeheyafiorold beliefs with respect to feeding and care
which prevail in all the communities and which aeryvdifficult to break, need to be addressed

by promotionthe best practicest was realized following the assessment that since the coverage

of grass root level beneficiaries e.g. AWW is low therefore it would be worthwhile to establish
contact with andnotivate women from the communitiself such thatt peer s educat e
could be achievedSustainability of social change is more likely if the individuals and

communities own the process of communication

3. Training Inputs
C Evolving curriculum and train ing module for orientation trainings:

Based on the findings of FGDso6 indicating
of young children and health services, and following A W

discussion with representatives frodNICEF and :
different sectors including Health, ICDS, DUDA and

faculties of Department of Social & Preventive Medicine,

urtysten wreenaRen X

TN

S. N. Medical College, Agraa coursecurriculum was
developed therewith incorporating the six key care

practices.

On the basis of this curriculum 3- day Training Module =fo FaE! =

for orientation of functionariesrom Health and ICDS

sectors and community members was developéohg | T e dare g |

with training module a handbook on six key care practices T e S i

for early childhood care has also been developed for use of community members and other

stake holders.

C Two days orientation wakshop for Supervisory Level Functionaries

[17]



Trainings of supervisory level functionaries, grass root level functionaries and community
members were undertaken in a step wise manner. Herein initialgy< orientation
workshop of supervisory level functiaries was conducted for LHV/ANM from Health
sector, CDPO & Mukhya sevika from ICDS and CDS & members of Neighbourhood
Committees of DUDA.

Medical Officers from D Type Health Centers, District Programme Officer (ICDS) and
Project Officer (DUDA) and facultis of Department of Social & Preventive Medicine, S.
N. Medical College, Agra facilitated this workshop.

Three days orientation training of integrated team of functionaries from different

sectors and community women (7 from each slum)

Following the orientgon workshop for supervisory level functionariesg&y orientation
trainings were organized for grass root level functionaries including and community
women. Seven women from each slum were oriented in these trainings which included one
AWW, one CDS, oner two members oRCV orneighbour hood committee and remaining
three or four socially active community womand/or traditional birth attendantho were
interested in spreading the messages in their respective communities (identified on the basis

of socal mapping and by AWWXCriteria for selection of community women were:
A Women who knew the pulse of the community
A  Women who were willing to work voluntarily as a community mobilizers
A Women havinghe capacity to instill confidence in the community,
A

Women having the ability to evoke community involvement and establish

credibility in the community.

Phase wise distribution olnumber of grass root level functionaries and community women

trained in orientation trainings

Phasesf the project Number of Slumsincluded Number of participants
| 27 189
Il 26 182
1 27 189
Total 80 560

Identification and activities undertaken by Peer Educators:

¢ ldentification:

[18]



Among the participants of orientation trainings, peer educators were identified for
spreading the message regarding six key care practices at the household and community
level. Out of the seven participants from each slum, three women including one AWW
and two socially active community women were furtiegntified as peer educators.
Thesepeer educators were voluntary workers, wiare able taspare some time beyond

their household chores for spreading the messages in the assigned areas of respective

slums These peer educatorgre not given any honorarium for their work.
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In the 80 identified urban slums where the project has been implemeat,
241 womenparticipated as peer educators in their respective communities
comprising of 80 Anganwadi workers working in these slums and 161

community women.

AWW covered 12931 households in these 80 slums with a population o
92088, while remaining 161 peer educators (2 in each slum) covered

population of 65413residing in approximately 12,84 households.

¢ Defining the area:

It was found that ® an averagpopulation of different urbasluns varied between 1500

5000. Further, each AWW covers a population of 10000 residing in the area

contiguous to Anganwadi cent&¥ith a notion that work of AWW is not compradged it

wasdecided that AWW s who wer e i de ntwodldcentnueatscovere er e d
the samepopulation and the remaining population of the slum would be divided equally

between thether twopeer educatofcommunity women)

SOCIAL MAP OF A SLUM DEPICTING PEER EDUCATOR'S
COVERAGE AREA

Peer educator 1 (AWW) - 200 households
Peer educator 2 (community women) - 80-120 households
Peer educator 3 (commuity women) - 80-120 households

However it was fand that by this division the area to be covered by two community
women was too widéo ensureahe quality coveraggetherefore further on the area was so
divided that each of the 3 peer educators serve approximatdlgBhouseholdm their

slum area.
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¢ Activities undertaken:

Since the peer educators were part time voluntary workers and they were supposed to
spare some time beyond their routine chores for the project activities, therefore they were
asked to undertake specific tasks in their respectives.dreaach such area or each peer

educatorwas to serve approximately20-30 target women Specific taskso f PEO®G s

comprise of:

A Conducting house to house survey in the
viz. pregnant, lactating women and childnegpto the agef 3 years.

A Counseling of target women and
other  community members
regarding the six key care
practices and their ingstance in
early childhood care(Particular

IFA, TT, initiation of

breastfeeding within % hour,

colostrum feeding, exclusive b/f

for 6 months, complementary feediag6 months with continued b/f, immunization,
including zero dose polio, fathers role in child care, special attention to girl child, safe
disposhof foeces and hand washing before feeding , and birth regisjtation

A Linking activities with other grass root level functionaries such as ANM, AWW and
community members.

A Conductingwomen group meetingqat least twice a month) in the respective areas
ard spreading the messagé six key care practices, discussing problems with the
mothers and collectively coming up with solutions to improve child rearing practices.

A Filling MIS format with information like number of houses visited, advise given,
number ofwomen group meetings conducted etc.

A Ensuring that all children receive immunization at right time.

Project Monitoring:
¢ Establishment of Community Based Monitoring System:

For establishing community based monitoring system, MIS formats were devetoped t
filled by peer educators on the monthly bakiled formats were collected from all the
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Peer Educators during monthly cluster review meetings and were computerized and

analyzed on monthly basis.
Information included in the MIS formats:

A Name, addresand month of reporting
A Total population, number of households visited during the month.
A Number of pregnant women present in the area served by PE
A Underwent antenatal registration within first 3 months
A Consumed one extra diet
A Underwent antenatal examinati by health worker
A Number of children born in the area during this mowtio were breast fed
within %2 hour of birth
A Number of children in the age group e60nonthsvho are exclusively breastfed
A Number of children in age group of 6 months to 2 years
A Whoare taking complementary feed in appropriate amount
A Mothers providing appropriate psychosocial care to their children
A Number of families having pregnant women and children up to 2 years of age
A Families where male membaeastively participatén care of woren.
A Families where male membevidepsychosocial care to children.
A Number of children died during this mordhd @uses of these deaths
A Maternal mortality occurring during this mordhd @uses of these deaths
A Women group meetings
A Number of meetings ganized& number of women participants
A Topic which were discussed during these meetings

A Whether immunization session was organized by ANM in the area

¢ Monthly Cluster Review Meetings:

For proper monitoring of the
activities undertaken by peer
educators ad for assessing the
progress being made, cluster revie
meetings were organized in all the
15 subclusters (each comprising of &
5-6 urban slums) were organized on‘ .
the monthly basis. These meetings

were organized in the respective’
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slum clusters and all thgeer educators were asked to participate in these meetings.

Initially onesuchfollow up meeting was conducted clusterlevel on the monthly basis
(i.e. total of 4 meetings every montlas a result the number of participants was nirore
each such meeti) leading to
insufficient supervision and
follow up. For rectifcation
of this problem these
monthly follow up meeting
wereorganizedat subcluster
level ¢otal of 15 meetings
every month. This division

has resulted in less number

of participants in edct
meeting (approximately 180) thereby leading towards more effective communication

with peer educators and effectisepervision oMIS formats

During these cluster review meetings the activities undertaken by peer educators were
discussed and theirgblems solved by the project staff. Along with this their monthly
MIS formats were also

collected. Knowledge

regarding the six key care

practices and how to spread

the message in the community

was also discussed and

revised during these meetings.

Along with  the peer

educatorsé6é, functionaries from

other sectors were also invited

in these meetings such as CDS & members of neighbourhood committee (DUDA),
ANM/LHV (Health) and supervisors (ICDS), for ensuring participation of other related

sectors and establisiy coordination between these functionaries and peer educators.
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