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BLOCK 4 INTRODUCTION

Healthy practices and desirable behaviour lead to.ahealthy society. Hence, it
isessentia that health care delivery system identifiestheundesirable
behaviour and unhealthy practicesinacommunity and takes necessary steps
to changethem. Thisblock discussesthe variousaspects of this process.

Therearefour units in this block. Unit 15 discusses about surveillance and
IDSPin details. Unit 16 deals with the process of communication and the
communication strategiesat national level. A detailed discusson on counselling
skills hasbeen madein Unit 17. Community participation makesahealth
programmesuccessful. Unit 18 dealswith the present approach and strategy
that isbeing followed throughout the country for ensuring community
involvement in the hedth care system.

After going through this block, you should be ableto communicateto your
clientelein aplanned and systematic manner. Thiswill ensure abetter rapport
and thusbetter acceptability of your advice in thecommunity.
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UNIT 15 SURVEILLANCE IN MCH

Sructure

15.0 Objectives
15.1 Introduction
15.2 Ddinition

15.3 Types of Surveillance
1531 Specia Types of Surveillance
1532 Data Triangulation Exercise

15.4 Integrated Disease Surveillance Programme (IDSP)
155 Outbresks Related to MCH Care

156 Let Us Sum Up

15.7 Answers to Check Your Progress

15.8 Further Readings

15.0 OBJECTIVES

At the end of the unit, the learner should be able to:
e define Survellance:

o outlinethe typesof Surveillance;
o describe Integrated Disease Surveillance Programme (IDSP);

o discuss on outbreaks related to MCH Care such as Zika, and
Ebola, etc; and

o explain the importance of small surveys and investigations in daily
practice.

151 INTRODUCTION

Surveillance has been adopted from post 2™ world war from army. It
used to mean the monitoring of behaviour, activities, or other changing
information for the purpose of influencing, managing, directing, or protecting
people. This can include observation from a distance by means of
equipment. The word surveillance comes from a French phrase for “watching
over” (sur means “from above” and veiller means “to watch”) and isin
contrast to more recent developments such as surveillance. Surveillance is
used by governments for intelligence gathering, prevention of crime, the
protection of a process, person, group or object, or the investigation of
crime. Since the period after 2 world war, during which period health
was also being observed by army, the word Surveillance has been used
for the disease searching. In simple term it means “hunt for the disease
and capture it” .

152 DEFINITION

In public health, surveillance is stated as a continuous, systematic

collection, analysis and interpretation of health-related data needed
for the planning, implementation, and evaluation of public health
practice. In simple term Surveillance is collection of information for
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action. While collection of information is Monitoring; surveillance is

better to state Survelllance is Monitoring for Action. Survelllance can:

e Serveas an early warning system for impending public health
emergencies,

o Document the impact of an intervention,
o Track progress towards specified goals,
o Monitor and clarify the epidemiology of health problems,

o Allow priorities to be set and to inform public health policy and
drategies.

Considering patient safety vis-a-vis hospital infection under the arena of

surveillance “hospital infection survelllance and prevention programmes” has

been evolving as animportant component in today’ s world. Quality issues
of those health care associated infections (HAIS) are the most common

adverse effect of medical care. The Centers for Disease Control and
Prevention (CDC) estimates that 1.7 million people develop HAIs and

100,000 people die of related complications each year. The table below

from Automated Surveillance of Health Care Associated Infections by
the Infectious Diseases Society of America demonstrates the importance of
surveillance in terms of sensitivity, specificity and predictivity as atool for

hospital based infection. Health care associated infections (HAIs) and

antimicrobial resistance are mgjor problems in health care institutions world
over. Surveillance is a critical component of prevention efforts. Surveillance

should be redefined as * the ongoing, systematic collection, analysis,

interpretation, and dissemination of data regarding a health-related event for

use in public health action to reduce morbidity and mortality and to

improve health in the community as well as the health care units including

sophisticated hospital” (Table 15.1).
Table 15.1: Automated Hospital Based Infection Surveillance

Positive Negative
No. of predictive  predictive
Algorithm patients  Sensitivity, %  Specificity, % value, % value, % Reference
Bloodstream infection
Conventional surveillance 1136 85 98.3 87
Hospital registry of discharge diagnoses 4m 4.4 22 . 4]
2 Blood cultures positive for common skin com- 73 64 98 90 91 [21]
mensal organism within b days
Positive blood culture and concomitant antibiotic 1036 100 100 100 100
therapy
Catheterassociated bloodstream infection
ICD-9-CM codes 1598 48 66 15 91
=72 h after admission, =1 culture positive for inva- 451 68 94 [24]
sive pathogen or =2 blood cultur e for
common skin commensal organism and catheter
lip culture yielding same organism as blood cul-
ture within 72 h
=72 h after admission, =1 culture positive for in- 144 81 72 62 87 [22]

vasive pathogen or 1 culture positive for skin
commensal organism with prescription for van-
comycin or =2 blood cultures positive for com-
man skin commensal organisms within 5 days
and the same organism recovered from a non-
blood source
=48 h after admission and central venous catheter 540 971 442 148 99,4
present within 48 h of positive culture

NOTE. All studies cited assessed the algonthms using Centers for wion National Nosocormal Infection SurveillanceM;
althca aty Network bloodstream infection definitions before the 2008 rew International Classification of Diagnosis, Ninth Rewisic
inical Modification

Source: Michael Klompasetal 2009

ational
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Thus Public health surveillance, which incdludes epidemiological

surveillance, clinicd surveillance or syndromic surveillance, is “ the continuous,
systematic collection, analysis and interpretation of health-rdated data
needed for the planning, implementation and evaluation of public

health practices towards health for all (modified from WHO)"".

153 TYPES OF SURVEILLANCE

Public Health surveillance systems can be passive or active. A passive
surveillance system consists of the regular, ongoing reporting of diseases
and conditions by all health facilities in a given territory. An active
surveillance system is one where health facilities are visited by the health
care providers and reported for medical records and reviewed from time
to time in order to identify a specific disease or condition. Passive
surveillance systems are less time consuming and less expensive to run but
risk under-reporting is always be there since all cases of the community
do not report at the health system. The imbalance of Health Need and
Demand plays an important role in this. Hence active surveillance is
undertaken for epidemics or where a disease has been targeted for
eimination.

When the surveillance is undertaken from some centers, it is known as
Sentinel surveillance. It is monitoring of rate of occurrence of specific
conditions to assess the stability or change in hedlth levels of a population.
It is also the study of disease rates in a specific cohort such as in a
geographic area or population subgroup to estimate trends in a larger
population. (From Last, Dictionary of Epidemiology, 2nd ed). It was
introduced in the year: 1995.

Other illnesses such as one-time events like stroke and chronic conditions
such as diabetes, as well as socia problems such as domestic violence,
areincreasingly being integrated into epidemiologic databases called disease
registries that are being used in cost-benefit analysis in determining
governmental funding for research and prevention. Most regions and
countries have their own cancer registry, one function of which is to
monitor the incidence of cancers to determine the prevalence and possible
causes of these illnesses — it is also a component of surveillance.
Systems that can automate the process of identifying adverse drug events,
are currently being used, and are being compared to traditional written
reports of such events. These systems intersect with the field of medical
informatics, and are rapidly becoming adapted by hospitals and endorsed
by institutions that oversee health care providers such as Joint Commission:
Accreditation, Health Care, Certification organization in the United States.
Issues in regard to health care improvement are evolving around the
surveillance of medication errors within institutions. WHO and the CDC,
have created databases and computerized public health informatics system
that can track and monitor emerging outbreaks of illnesses such
asinfluenza, SARS, HIV, and even bioterroriam, such as the 2001 anthrax
attacks in the United States. Surveillance is a tool to estimate the health
status and behaviour of the populations served by ministries of health,
ministries of finance, and donors. Because surveillance can directly measure
what is going on in the population, it is useful both for measuring the
need for interventions and for directly measuring the effects of

SurveillanceinMCH
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interventions. The purpose of surveillance is to empower decision makers
to lead and manage more effectively by providing timely, useful evidence.

15.3.1 Special Types of Surveillance

a) Activesurveillance: A system employing staff membersto regularly
contact heath care providers or the population to seek information
about health conditions. Active surveillance provides the most accurate
and timely information, but it isalso expensive.

b) Passivesurvelllance: A system by which a health jurisdiction receives
reports submitted from hospitals, clinics, public health units, or other
sources. Passive surveillance is a relatively inexpensive strategy to
cover large areas, and it provides critical information for monitoring a
community’s health. However, because passive surveillance depends on
people in different institutions to provide data, data quality and
timeliness are difficult to control.

e Routine health information system: A passive system in which
regular reports about diseases and programmes are completed by
public health staff members, hospitals, and clinics.

e Health information and management system: A passive system
by which routine reports about financial, logistic, and other
processes involved in the administration of the public health and
clinical systems can be used for surveillance.

c) Integrated surveillance: A combination of active and passive systems
using asingle infrastructure that gathers information about multiple
diseases or behaviours of interest to several intervention programmes
(for example, a health facility—based system may gather information on
multipleinfectious diseases and injuries). Managers of disease-specific
programmes may be evaluated on the results of the integrated system
and should be stakeholders. Even when an integrated system is
functioning well, program managers may continue to maintain
categorical systems to collect additional disease-specific data and
control the quality of the information on which they are evaluated.
This practice may lead to duplication and inefficiency.

15.3.2 Data Triangulation Exercise

The Data triangulation describes a wide range of data collection methods
that have been used to estimate abortion incidence, prevalence, mortality
and morbidity in different settings around the world. Since each of these
methods has its limitations, there are advantages to using two or more
research methods to triangulate findings and cross-check results for
consistency. The use of multiple methods can enhance confidence in overall
conclusions and offset the biases or shortcomings of any single method.
This strategy is useful in both developed and developing countries, as well
as in restrictive and liberal legal settings. Indeed, in al settings and
situations, highly stigmatized events such asinduced abortions are likely to
be underreported, which makes assessing their true magnitude especially
chdlenging and the advantages of triangulation particularly compelling.
Different methods of measuring abortion have contrasting reliability and
validity. Reliability refers to whether the methodology generates consistent



results when used by other researchers in similar settings, whereas validity
refers to the extent to which a given methodology actually measures what
it is intended to measure. For example, indirect estimation techniques
based on hospital abortion statistics may be more reliable at estimating
abortion incidence (or prevalence) than either direct estimation techniques
(i.e., face-to-face surveys) or data collected through other indirect methods
such as the Randomized Response Technique [RRT] or computer-assisted
self administered surveys, some of which can be more costly and difficult
to field than hospital-based estimation methods.

Check Your Progress 1
1. Whatis Surveillance?

15.4 INTEGRATED DISEASE SURVEILLANCE
PROGRAMME (IDSP)

Integrated Disease Surveillance Programme started in a project mode, as a
decentralized disease surveillance project in India, which was initiated by
the Government of Indiain November 2004 with funding support from
World Bank. Presently it is functioning as a horizontal programme through
District Head Office under the Chief Medical Officers. It is intended to
generate and detect early warning signals of impending outbreaks and help
initiate an effective response in a timely manner. An important component
in this regard is strengthening hospital based disease surveillance in the
country for the priority diseases as identified by the project. The probable
surveillance under IDSP is based on the clinicians assessment of the
patient based on signs and symptoms. Timely sharing of this information
can help prevent the spread of outbreaks in the community. This document
has been compiled and produced for the purpose of providing clear and
concise information to paramedical staff (pharmacists, nurses, record
technicians) on how to collect and put together disease surveillance data
from various sources within the hospital into the IDSP prescribed formats
with due importance being accorded under the project to both inpatient as
well as outpatient data. its simplest form is collection of information for

SurveillanceinMCH



Communication for action. Surveillance keeps a close watch on health events occurring in the

Benavioural Change community and detects outbreaks that may be occurring so that corrective
action can be taken immediately. By preventing outbreaks, the credibility of
the hedlth services is greatly improved. Hence it is important to have a
good public health surveillance system, which is able to pick up any
unusual events early enough and alert decision makers enabling them to act
swiftly and effectively. The six main steps in surveillance are propagated
through IDSP speciaized Modules with reference to:

o Detection and reporting of health event;
o Collection of data;
o Invedtigation and confirmation (Epidemiological, clinical, laboratory);

o Anaysis and interpretation of datato convert into information for
responseg

e Response — alink to public health program specially actions for
prevention / control; and

o Feed back and dissemination of results.

The Basic Model of Surveillance is as given below:

Collect Information
Regularly & timely “

Analyse
Implement ' As fast
Action ‘x el /,ﬁ / /’/’

A
e /
Implement Modify as ¢

Action needed /

Decide the best option
of all types of action

Problem
needing Action

Fig. 15.1: Surveillance

There are teams of surveillance at national, state and district levels. The
district Surveillance unit as recommended by IDSP is depicted as below:

District Surveillance Unit

Chief medical and health officer

| Response team

District surveillance e Epidemiologist
officer e Microbiologist
e Clinicians
Administrative
Accountant assistant
Dataentry [ |
operators (2)

18 DSU

10 Fig. 15.2: District Surveillance Unit



The functions of District Officer were supposed to be:
a) Manageria
o Implement and monitor all project activities

o  Coordinate with laboratories, medical colleges, nongovernmental
organizations and private sector

o  Organizetraining and communication activities

o  Organize district surveillance committee meetings
b) Datahandling

o Centralizedata

e Anayzedaa

e  Send regular feedback
c¢) Outbreak response

o  Constitute rapid response teams

. Investigate

Key elements of a surveillance system that need to be in place were
suggested to be the following as per IDSP

1. Regular and timely collection of data
o  Casedefinition, forms, reporting units
2. Compilation of data
o  Aggregation of cases
3. Anaysisof data
o  Cadlculation of rates, time place and person analysis
o Graphs and tables
4. Interpretation of data
o  Condusons
5. Feedback of information
e  Recommendations
6. TakingAppropriate Action

District epidemic investigating team (DEIT) works in support of The
Microbiologist and the Clinicians such as Pediatrician / Physician depending
upon the situation with the nodal officer who should be an Epidemiologist/
Expert in Community Medicine The Nodal officer need to work with a
district administrator and supporting staff as shown below.

Epidemiologist
(Nodal officer)*

Support Staff:

District Entomologist**
administration Health assistants
nominee Laboratory technician

SurveillanceinMCH
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Communication for Classification of surveillance in IDSP has been undertaken in 3 types
Behavioural Change depending upon reporting system / Place as S, P or L cases as mentioned
below:

1) Syndromic (S)

o Diagnosis made on the basis clinical pattern by paramedical
personnel and members of community

2) Presumptive(P)

o Diagnosisis made on typical history and clinical examination by
medical officers

3) Laboratory Confirmed (L)

o Clinical diagnosis by medical officer and or positive laboratory
identification

Other conditions under IDSP surveillance

Type of Categories Conditions
Survellance
Sentingl STDs HIV/HBV/HCV
survellance
Other conditions Water quality
Outdoor air quality
Regular Non communicable Anthropometry
disease risk factors
1 ISease Physical activity

Blood pressure

Tobacco, blood pressure
Nutrition

Blindness

Additional state priorities Up to five diseases

State-specific diseases as recorded by IDSP are:
Madhya Pradesh, Uttarakhand : Diphtheria, neonatal tetanus, leprosy
Maharashtra; Diphtheria, neonatal tetanus, leptospirosis
Andhra Pradesh : Filariasis
Karnataka : Filariasis, KFD & HGS, Leptospirosis

1.
2.
3
4
5. Tamil Nadu : Leprosy, Leptospirosis
6. Kerda: Leptospirosis

7. Uttar Pradesh : AFP, Encephalitis, Swine Flu & Dengue
8

Mizoram : Cancer, substance abuse, acid peptic disease, pneumonia

Reporting units for disease surveillance are given in the table below:

12
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Place Public sector Private

(Exhaudtive) (Sentind)
Rurd Community heslth centres Practitioners

District hospitas Hospitals
Urban Urban hospitals Nursing homes

ESI Hospitals

Ralways Medica Colleges

Medical colleges Laboratories

It must be understood that data reporting regularly and timely is the most
important issue in Surveillance. Further NIL reporting is more important
than reporting cases since nil reporting inform safety alarm and helps
resource preservation.

155 OUTBREAKS RELATED TO MCH CARE

Outbreaks in India in relation to MCH care are few. Even occurrence of
Neonatal and Maternal tetanus has come to almost zero state. WHO has
also certified India as Neonatal Tetanus Zero. Similar are the cases of
flaccid paralysis because of and diseases like Hepatitis etc. As such the
maternal antibody for almost al diseases protects the child from illness.
However diarrhoea and pneumonia do affect the infant who are the target
population of MCH. These cases are put to surveillance through IDSP,
thus the cases are declining. But Countries like Pujehun of Sierra Leone
and also Liberia are affected with Ebola Outbreak. The Ebola epidemic
has significantly affected maternal and neonatal health services, which has
been attributed to the fear of infection, for both health care workers and
patients. Reports from West Africa described cases of patients requiring
emergency obstetric care who travelled to multiple facilities in search of
providers who would be willing to treat them. Bulter described that “the
top 3 differentia diagnoses of antepartum bleeding had evolved from
abortion, ectopic pregnancy, and disorders of the placenta to Ebola. This
situation was exacerbated by the limited numbers of health personnel, even
before the outbreak, and by the high numbers of healthcare workers who
died of Ebola Virus Diseases (EVD) in West Africa, of whom an
estimated 30% worked in the field of maternal and child health. The
challenge of maintaining maternal and child health services, across countries
affected by Ebola has been previously reported. Understanding of the
ways in which the Ebola outbreak impacted maternal and child health
services is still a rea challenge due to the limited and uncertain data
available. At present there is insufficient information to understand which
factors enabled certain districts to continue to provide some core services
while others collapsed or struggled to respond to the crisis. This calls for
arobug surveillance system.

Similarly outbreaks with Zika virus has introduced fear in MCH care.
Recently the Centers for Disease Control and Prevention (CDC) recognized
Zikavirus infection as a cause of microcephaly and other developmental
complications in-utero. Though there are still many issues unknown, thisis

the first time in history where an arbovirus appears to be causally linked 13
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to severe congenital anomalies and developmental disorders. Clearly, as this
epidemic unfolds, women of child-bearing age who are pregnant or may
become pregnant and who live in countries where Zika is actively
circulating of the risk. Need to be careful hence a strict surveillance
system be developed. In Latin America and the Caribbean severd
governments have advised women to completely avoid concelving for
varying time periods. With the continued spread of the virus, and an
increasing number of imported and sexually transmitted cases, the question
now is: should the US be doing the same for women in areas which are
at highest risk for Zika importation? As a Zika vaccine is not expected to
be developed in the near future, and US mosquito abatement programmes
will likely struggle to control Aedesaegypti populationsto the point where
expecting mothers can be 100% sure that they will not be bitten by an
infected mosquito, avoiding pregnancy is the lone guarantee that you will
not have a child with Zika-related birth defects. It’s difficult to say how
much of these activities can be implemented in India with all the existing
sociopolitical and religious complications. The reason for this lack of
guidance is presented we have a dilemma whether IDSP could produce a
dent or not. We can however share informed decision with their partner
and health care provider. Doing so empowers women to make the best
decision possible for themselves and their families. Additionally, they should
provide information regarding the risks of using insecticides containing
DEET and how those risks compare to those from Zika.

The World Health Organization warned in its 2007 report that infectious
diseases are emerging at a rate that has not been seen before. Since the
1970s, about 40 infectious diseases have been discovered, including
SARS, Ebola, Avian flu, and Swine flu. With people traveling much more
frequently and far greater distances than in the past, the potential for
emerging infectious diseases to spread rapidly and cause global epidemics
is a mgjor concern. However how much they affect mother and child in
Indiais yet to be known with figurative amount. IDSP has the major role
to play in addressing these condition by a vigilant active surveillance
sygem.

Check Your Progress 2
1. What are the three main steps in surveillance?
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156 LET US SUM UP

The continuous, systematic collection, andysis and interpretation of
health-related data needed for the planning, implementation and
evaluation of public health practices towards hedth for all (modified
from WHO).

In short survelllanceis “ collection of information for action

The Three mgjor types of Surveillance Active Surveillance, Passive
Surveillance and Sentinel Surveillance

There are three mgor steps of Surveillance such as

0 Detection and reporting of health event;

o0 Collection of data;

0 Invedtigation and confirmation (Epidemiological, clinical, laboratory);

0 Anaysis and interpretation of datato convert into information for
reuonse;

0 Response —alink to public health programme specially actions
for prevention / control; and

0 Feed back and dissemination of results.

IDSP is Integrated Diseases Survelllance Programme, implemented in
the entire country

Each Districts of the country has a Diseases Surveillance Unit which
collect information on all diseases in a pre-designed format.

The data of al districts are compiled at NCDC (Nationa Centre for
Communicable Diseases) at New Delhi.

The cases collected at the Sub-centres level are Suspects or “S’
cases, those from Primary health centre level are designated as
Probable or “P’ case and cases diagnose at the level of Laboratory
are designated as “L” cases which are confirmed cases.

There are specific Reporting units for disease surveillance, for public
and private sector for both Rural and Urban areas.

You should make a visit to the district IDSP unit, place in your
CMO'’s office to learn about detail documentation and process of
Surveillance during your contact session.

15.7 ANSWERS TO CHECK YOUR PROGRESS

Check Your Progress 1

1.

Collection of information for action.

2. Active Surveillance, Passive Surveillance and Sentind Surveillance

3.

Integrating wide range of data collection methods to arrive at the

actual occurrence as in Case of HIV/AIDS surveillance. 15
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Check Your Progress 2

1.

Detection and reporting of health event, Collection of data;
Investigation and confirmation (Epidemiological, clinicd,
laboratory);Analysis and interpretation of datato convert into
Information for response; Response — a link to public health
programme specially actions for prevention / control; and Feedback
and dissemination of results.

Syndromic (S) , Presumptive (P) and Laboratory Confirmed (L)

Maternal and Neonatal Tetanus, Rubella, Zika, SARS, Ebola, HIV,
and Swine flu and aso Nipah viral infection (Particularly in Kerala
state).
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16.0 OBJECTIVES

At the end of the training programme and by going through this unit, you
should be able to:

o define communication process;

o describe its purposes and explain the various elements of
communication process,

o identify the effects of communication efforts;

o explain the Communication Needs Assessment (CNA) in RCH
Programme;

o develop and test messages on communication;

o plan the matrix of behaviour change from available data of NFHS-4;
and

« conduct exit interviews and survey to assess the behavioural changeif any.

Communication Process
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16.1 INTRODUCTION

Theword Communication evolved from Latin commerce, meaning “to
share” istheact of conveying intended meanings from one entity or group to
another through the use of mutually understood signs and semiotic rules.

Themain steps inherent to all communication include the following:
1. Theformation of communication for motivation or reason.

2. Message composition dong with internal or technica eaboration on what
exactly to be expressed to achieve what kind of outcome.

3. Message encoding for example, into digital data, written text, speech,
pictures, gestures and so on.

4. Transmission of the encoded message as signals using specific channel
or medium.

5.  Communication difficulties influencing the quality of signals propagated
from the sender to one or more receivers.

6. Reception of signals and reassembling of the encoded message from a
sequence of received signals.

7. Decoding of the reassembled encoded message.
8. Interpretation and making sense of the presumed original message.

National Population Policy, 2000 the family welfare messages has been
very clear, focused and disseminated everywhere, including the remote
corners of the country and in local dialects. Now there is a clear shift
from informing to changing the behaviour of the people. In this unit, you
will develop concept of communication, its purposes, the process and
various elements, probable impact on change in knowledge, attitude, beliefs
and practices. It's aso imperative to learn the methods of planning
communication strategy, Community Needs Assessment (CNA), Client
Learning Assessment as well as evaluation of evidence in change in client
behaviour. It will give you enough opportunity to enrich in understanding
and application of communication strategy in your own situation.
Development of messages towards behaviour change is another area to
learn. This unit also covers National communication strategy for RCH
programme, wherein you would be able to delineate the thrust areas and
broad issues under RCH programme communication in terms of priorities
in the immediate, interim and long term perspective. You can also enrich
your understanding in learning of communication for behaviour carried out
at the grass root level at the community, carry out project study in
communication with help of the academic counsellor and peer groups.

16.2 CONCEPT OF COMMUNICATION

The word communication is better told than understood. This Unit will
make you aware of the scientific pros and cons of “Communication” as a
tool for change is attitude and ultimately Behaviour. As such change of
knowledge is the first step after any meaningful communication. Thereafter,
there is a change in attitude after repeated experimentations followed by



Change in practice. More than 60 thousand KAP (Knowledge, Attitude
and Practice ) studies have been conducted to yield nothing for medical
sociology. Knowledge, Attitude and Practice is the replica of Head, Heart
and Hand, but a knowledge from brain come to heart with a time gap of
years.

16.2.1 Definition, Cultural Aspects and Purpose
Definition:

Communication is a process of exchange/transfer of information (including
ideas, emotions, knowledge, data and skills etc.) from one person / a
group of persons to another person. As such communication joins two
points / places / persons in a continuum. Communication involved in our
daily life in form of speech, songs, music, religious citation or even Noise
etc. A noise is a wrong sound at wrong time at a wrong place involving
a/ some wrong persons, irrespective whether it's a song or abusive talk.

Purpose

In the health sector, communication is aimed at changing the behaviour of
people; to adopt behaviour which will improve/maintain health.
Communication if limited of awareness only then it is a mis-communication.
The scientific study of communication can be divided into:

« Informaion theory which studies the quantification, storage, and
communication of information in generd;

¢ Communication studies which concerns human communication;

o  Bio-semiotics which examines communication between living organisms
ingenerdl;

The channd of communication can be visual, auditory, tactile (such asin
Braille) and, olfactory, electromagnetic, or biochemical. Human
communication is unique for its extensive use of abstract language.
Development of civilization has been closaly linked with progress in

tdlecommunication.

Cultural aspects

Cultural differences exist within countries (tribal/regiond differences, dialects
etc.), between religious groups and in organizations or at an organizational
level — where companies, teams and units may have different expectations,
norms and idiolects. Families and family groups may also experience the
effect of cultural barriers to communication within and between different
family members or groups. For example: words, colours and symbols have
different meanings in different cultures. In most parts of the world, nodding
your head means agreement, shaking your head means no, except in some
parts of the world .Communication to a great extent is influenced by
culture and cultural variables. Understanding cultural aspects of
communication refers to having knowledge of different culturesin order to
communicate effectively with cross culture people. Cultural aspects of
communication are of great relevance in today’s world which is now
aglobal village, thanksto globalization. Cultural aspects of communication
are the cultural differences which influences communication across borders.
Impact of cultural differences on communication components are explained

Communication Process
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latter. So in order to have an effective communication across world it is
desirable to have a knowledge of cultural variables effecting communication.

According to Michael Walsh and Ghil’ ad Zuckermann, Western
conversational interaction is typicdly “ dyadic”, between two particular
people, where eye contact is important and the speaker controls the
interaction; and “ contained” in arelatively short, defined time frame.
However, traditiona Aborigina conversational interaction is “ communal”,
broadcast to many people, eye contact is not important, the listener
controls the interaction; and “ continuous”, spread over alonger, indefinite
timeframe.

16.2.2 Communication for Behaviour Change

Health behaviour change is a complex process and is guided by various
empirical constructs and theories. Models of behaviour change provide a
framework to show how behaviours can be changed to achieve better
reproductive and child health. The Health Belief Model (HBM) of
influencing behaviours was developed a in the middle of 19th century by
Hochbaum, and ‘ Rosenstock. It was assumed that people feared diseases
and that health action were motivated in relation to the degree of fear. In
other words higher the fear about the disease higher is expected fear
reduction potential of actions Four basic constructs representing the
perceived threat and net benefits in the HBM are:

—  Perceived susceptibility, i.e., one's opinion of the chances of acquiring
acondition;

— Percelved severity, i.e., how serious a condition and its squedae are;

— Percelved benefits, i.e., efficacy of the advised action to reduce the
risk of seriousness of impact; and

— Percelved barriers, i.e. tangible and psychological costs of advised
action.

These are related to readiness to act which, are copied initially by the
individual. There after he experiments and then adopts , if it is suitable for
him. The behaviour changes ( rather modification takes place) rather much
later. No communication can immediately change any ones behaviour.

16.2.3 Practices in Communication

Behaviour is an action learnt from the family to the whole environment.
Modest prevalent practices relevant to RCH /Mother and child Health can
be classified into three broad categories— harmless, good and harmful
practices.

Harmless Practices: Wearing charms and amulets appeasing Gods and
Goddesses.

Good Practices: Universality of breast feeding, washing hands, eating
clean food, drinking clean water, timely and adequate supplementary
feeding of young children, getting the child immunized etc.

Harmful Practices: Early marriage, restricting/avoiding food during
diantroea, delayed weaning, open field defecation, unclean hands, bottle
feeding smoking, Chewing tobacco, drinking alcohol, risky sexual behaviour
etc.



In the process of communication, the harmful behaviour /practices need to Communication Process
be discouraged and changed for good practices. Adoption of healthy life

style can be example of promoting healthful behaviour. You need not to

change every practice or behaviour. Change only those behaviours which

are proven by evidence-used research as bad practices and then

categorize these into different categories and thereafter, you think of change

where it is a ‘must do’ area.

16.2.4 Types of Communication

1) Verbal communication refersto form of communication which uses
spoken and written words for expressing and transferring views and
ideas. Language is the most important tool of verbal communication
and it is the area where cultural difference play its role. All countries
have different languages and to have a better understanding of different
culture it is required to have knowledge of languages of different
countries.

2) Non verbal communication is a very wide concept and it includes
al the other forms of communication which do not uses written or
spoken words. Non verbal communication takes following forms:

o Pardinguistics arethe voice involved in communication other
than actual language and involves tones, pitch, vocal cues etc. It
also include sounds from throat and all these are greatly
influenced by cultural differences across borders.

o Proxemics deals with the concept of space element in
communication. Proxemics explains four zones of spaces namely
intimate personal, social and public. This concept differs with
different culture as the permissible space vary in different
countries.

o Artifactics studies aout the non verbal signals or communication
which emerges from personal accessories such as dresses or
fashion accessories worn and it varies with culture as people of
different countries follow different dressing codes.

e  Chronemics deal with the time aspects of communication and
also include importance given to the time. Some issues explaining
this concept are pauses, silences and response lag during
an interaction. This aspect of communication isalso influenced
by cultural differences as it is well known that there is a great
difference in the value given by different cultures to time.

o Kinesics mainly dealswith the body languages such
as postures, gestures, head nods, leg movementsetc. In different
countries, the same gestures and postures are used to convey
different messages. Sometimes even a particular kinesics indicating
something good in a country may have a negative meaning in
another culture or country.

16.2.5 Process of Behaviour Change

Regrettably, an informed and educated individual may not necessarily a
behaviourally reasonable individual. Many programmes continueto focus 21
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only on changing people's knowledge and on raising awareness, believing
that behaviour will change; when it doesn’t the standard response is to
bombard people with even more facts, often using sophisticated advertising
techniques. Most programmes usually manage to inform and convince but
often fail to provide an effective and feasible new behaviour, or to prompt
people to take the necessary steps towards adopting and maintaining the
new behaviour. Achieving and sustaining behavioural resultsis still amajor
chdlenge.

; -'reat awareness -
Bad ractices Repeat Demonstration
and Counselling
Practice S txperimentation /
by Client

Saishfled -
Accept new Practice \

Change of behaviour

Fig. 16.1: Showing Behaviour Change Process

Behavioura change occurs slower than the slowest process. Behaviour
change is a .process and not an event, and individuals normally are
different than one other and their status remains at varying levels of
motivation, or readiness to change. Hence no single method can change
the behaviour of all people. People at different points in the process of
change can benefit from different interventions, matched to their stage at
that time.

The four stages in this Trans-theoretical stage of change model are as
follows:

A) Temperamental: The subjects may enter and exit at any stage and go
through the cycle in both directions. They may again go back to their
won old practices.

B) Enabling: It may be that an individual cannot change his or her
behaviour unless he repeatedly practices the same habit. The task of
the communicator is to discover how to make the setting an
“enabling. One who supports the new behaviours, perhaps by
providing more effective legislation, improved services, or superior
policies.

C) Practicing: Communication for change towards desired behaviour with
regard to Reproductive and Child Hedlth needs to be made at the
community, sodiety (interpersona) and individual (intrapersonal) levels
and include not only be educational activities. It must follow advocacy,
organizational change efforts, policy development, economic support,
environmentd change, and multi-method programmes. Information
Education and Communication (IEC) per say has become a



fashionable words meaning nothing rather itself has changed to “ice”.
The reproductive and child health problems is not only the problem of
women ,whom we have been addressing till date. For example, a
lady can not accept any family planning method without the consent
of the male members / elders of the family. She is NOT a decision
maker of the family. Thus Practicing efforts have been missing in

RCH programme.

D) Changing: Changing a behaviour is a slow process needing repeated
intervention in multi path communication. These multi path has to have
both verbal, non verbal, visual, sensible and effective. Ladies change
their cosmetics every day but do not accept delivery at hospita—
why? It means we have not been able to communicate them
effectively towards change. Slogans cannot change the habit, it needs
experimental communication asis being seen in business world. People
could change their mustard oil, salt, ghee, turmeric power or
asafoetida...why not place of delivery? It's a system failure, needing
change by itself.

Check Your Progress 1

1. Whatiscommunication

16.3 ELEMENTSOFCOMMUNICATION PROCESS

As we have discussed, communication is the process by which information
is transferred or shared. The process of communication follows a system
which consists of a source of information, the message or content of
information, channel of information and receiver of information or the target
audience with / without the intention of changing their behaviour.

Communication Process
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16.3.1 The Source

The first element in the process of communication is source. The source is
the originator of the message. It can be an individual, group of individuals
or an institution/ organization. The source always sends message in a
coded form to be decoded by the receiver. The source send the message
“Do Bachhe Bas’ .This is coded to plan the family. The sender is
Government of India. The source isimportant in communication, because
of credibility attached to the messages by virtue of their source. The
:source should be accessible, acceptable, and legitimate. Source creates an
idea (ideation) or chooses a piece of information to communicate.

16.3.2 The Message

The message is the idea being communicated. The message should be
simple, straight forward and action-oriented. The content of the message
should be presented among the intended audience and not based on the
perception of the programme staff. The most important factor, “it should
be need based”. Too often the messages are designed centrally and that
may not be relevant to specific situation. The message and pictorial should
be produced locally and language and local situation based at the same
time should be simple for comprehension. The message should address
both the men and women or for the decision maker. The message would
be more effective when supported by adequate supportive services and
supportive information. Such supportive matters are known as
“Redundancies’ as shown in the figure. A changed behaviour individual
behaves like a source (vide figure below)

Behavior changes

Satisfied \ Message
Redundancies

\ DeCoded
Understands &

Experiments

Receiver

In RCH or MCH programme the behaviour change is more time
dependant than message. As such health (more so for MCH) is not a
priority for the people. Now people are informed and adapting family
planning methods by themselves irrespective of their social status, which
made its journey in 1950.... a period of 68 years! Most often than not
we give very theoretical message in health matters. Some example of
health messages are given below in the box.



1. Space the birth at least two years apart. Use spacing methods for
health of the mother and healthy child, to improve the chances of
survival and to avoid low birth weight babies.

2. Reduce anaemia in mothers: To reduce morbidity and mortality in
mothers and children. Risk of death for young children is increased if
the gap between births is less than 2 years.

3. Becoming pregnant before | 8 years and after 35 years increases the

health risk for both - the mother and the child.
4. Know AIDS for No AIDS

5. Prenatal sex determination is banned by law. Sex tests of foetus are
illegd.

6. Avoid teenage marriages and pregnancies. The teenage pregnancies are

risky as teenaged girl’s body and sexual organs are not fully grown

and developed. The Pelvis remains narrow, uterus size is small. There

are more chances of abortions.

1. Spacethebirth at least two yearsapart. Use spacing methodsfor
hedth of the mother and healthy child, toimprove thechances of
survival and to avoid low birthweight babies.

2. Reduceanaemiain mothers. To reducemorbidity andmortality in
mothersand children. Risk of death for youngchildren isincreased if
the gap between birthsislessthan 2 years.

3.  Becoming pregnant before | 8 yearsand after 35 yearsincreases the
hedlth risk for both — the mother and thechild.

4, KnowAIDSfor NoAIDS

5.  Prenad sexdetermination isbanned by law. Sex tests of foetus are
illegd.

6.  Avoid teenage marriages and pregnancies. Theteenage pregnancies
arerisky asteenaged girl’ sbody and sexual organsarenot fully
grown and developed. ThePdvisremainsnarrow, uterussizeis
small. Therearemore chancesof abortions.

These messages (given in the box) are professionally true but not
understood / accepted /read or effective for the people to learn and
thereby change in behaviour. We have to change of our methodology.
Everybody knows Fevicol and also use it, while most of its advertisement
does not have dialogs. TV, “U-tube” ,“whats aap” or even “face book”
etc are stronger media for people today. The days of interpersonal
communication have no existence these days and as such after every 6
persons the message gets distorted in interpersonal media. The information
of “Hygiene and Sanitation” was ridiculed by the people and thanks to
social media; it has reached every body’s mind. The motive of the
government also plays a great role in behaviour change for health, as has
happened in “ Svachh Bharat Abhiyan”.

Communication Process
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16.3.3 Behaviour Change through Mass Communication

The RCH paradigm shift towards client-centered, demand-driven services
has led to the communication challenge of demand creation and this
requires understanding of media opportunities. The focus is no more on
awareness generation; the communication campaign has to promote
behavioural change. Mass media affects people’s perception of socid
norms and mores which in turn supports people’s efforts to change
behaviour. All these action need to be undertaken in project mode, by a
committed team, for generating meaningful and effective messages, to be
transmitted repeated manner, so as to produce socio-cultural dent in the
cognitive domen of the people. Typical, government offices with broken
furniture, hung down electric wires having a nun-functional fan with people
having ancient as well as passive approach towards their work to rule
attitude will never yield any result any more. Its time, we aggressively
change our wok style for a change. Before we expect change in the
behaviour of the people; the communication / social work/publicity
department of the health sector must undergo metamorphosis in their won
change in approach to health care publicity/ propaganda/ campaign/
advertisement or communication.

Pulse Polio immunization over the last few years has been a significant
activity because of the involvement of administration, religious leaders and
a huge number of people from the medical colleges, specia projects to
UNICEF. But often it is said wrongly with silver lining that “ the massive
|EC campaign for social mobilization for pulse polio was effective” .
The word IEC is a misnomer and jargon with casual implementation. In
about 32 districts of UP and MP these IEC units were almost non
functional with som posters kept over some wooden almirrah. Majority of
these units in the district head quarters were neglected, unclean and often
unmanned. |EC, created by sociologists, has been put to ice yielding
nothing on the grass roots. People aso claim that the most important
lessons learnt from the polio campaign has been the realization that at the
field level, “ inter-personal communication (IPC) is the key to behavioural
change’, is aso hamful. Interpersonal communicaton distorted the message
that “vaccine is available at the camps and if acceptors do not go there
the immunization will be given at home” and as a result of this the
immunization coverage fell down to much lower level. In order to stop this
miscommunication by IPC, in the district of Sonbhadra, Varanasi, Ghazipur
and other eastern districts of UP special message were prepared to be
told to the people in the Pulse Pollio Camps as follows:

1. There are 6 killer diseases.
2. In this camp only pollio vaccine is given.

3. All other vaccine should be taken from heath centers or out reach
camps

4. The Anganwadi Worker (AWW) of your area will tell you the place
of vaccination for other diseases as well as polio

5. Camps
6. ORS for diarrhoea will be given to you by the ANM or AWW



Thus it has to be noted that mass media creates an enabling environment Communication Process
and lends credibility to what the health worker is saying.

Mass media includes radio, television, Face Book, Whats Aap, Social
media, newspapers, magazines, music, traditional theater, advertising,
marketing, mike announcements and publicity etc. Sometimes mass media
messages are delivered by strong role models, film stars, to expedite
behaviour change, but it also takes time. Large, specific groups such as
youth, men or women can be effectively and economically targeted with
reproductive behaviour modification through mass mediacommunication.

16.3.4 The Channd

A channel is the means by which the message travels from the source to
receiver/audience. The channels may be Verba by interpersona mode
where the message passes directly from source to receiver or group
communication through Social medialike webinar, mobile conferencing or
U-tube videos where several receivers receive messages from one or
several sources. It can be print media, such as news paper / magazines,
telephone or satellite / digital transmission, radio or different types of
mobile media. The choice of the channel is important in determining the
efficiency and effectiveness of the communication. Multiple channd of
communication should be used for better results. The other purpose is to
ensure maximum coverage of audience if more than one channel is used. ,

Ownership of television in rural India is around 30%; while radio
ownership is much more while highest is mobile owner ( around 90%).
Therefore, reach of mass media is no longer limited in remote or rurd
areas. Apart from mass media, interpersonal communication channels can
be extensively used through specia units like Health / kisan advice centres.
Health workers if sincerely increase the frequency of home visits at least
as per a genuine work schedule and contacts with Men ( the decision
maker as regards family planning) in the reproductive age group and
adolescents the behaviour change may be easier. Our policy to
communicate with women about family planning isincorrect in Indian
scenario, since even if she knows she cannot follow it unless her husband
agrees. However, at the moment, only 14% of women in rura and 10% of
urban women, receive a visit of health worker in one year.

The other ways to enhance communication are the follows:

1. Communication towards empowering Mahila Swasthya Sanghs (MSS)
to take responsibility of contacting married women in their
neighborhood on regular basis to motivate their husband to take the
proper decison.

2. ICDS functionaries like Anganwadi workers, health workers and
ASHA as well as USHA should be trained with communication skills
of a message properly designed.

3. Mothers' meetings with focus group discussion, where the message is
also focused on a particular topic at one point of time.

4. Some NGOs working in health sector, particularly in states like Gujrat

and Maharastra also contribute a lot in this type of activities. -
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5. Mahila Mandals and elected women of Panchayat can spearhead the
communication in RCH programme; to the best advantage of women
in the reproductive age group.

16.3.5 Receiver or Target Audience

The audience or grouping is essential to identify as audience whose
behavioural change will affect public health. Target audiences need to be
stratified according to their knowledge, beliefs and practices, occurrence
and severity of the health problem, potential to receive messages as
measured by the media reach methodology and social networks,
geographic location and likely responsiveness to programme elements.
Some examples of target audience, irrespective of Caste, in broad
categories are as under:

Recently married women ( caste wise) having 1, 2 and 3 children.
Currently married women (Cast wise) with 3 or more children.

Adolescent boys and girls of school and non-school going

1.
2.
3
4. Trained birth atendants and untrained hirth atendants.
5. Mother-in-laws of women as above.

6

Health workers-male and female, Anganwadi workers and Community
leaders for improving their knowledge through sensitization workshop.

7. Village Panchayats - (Men and Women)

8. Lactating mothers-(mothers with child up to six rnonths of age
9. Pregnant women

10. Women with |UDs.

We should keep in mind that, 50% of women in India are illiterate and
not regularly exposed to any form of mass media except Television, which
has lesser ownership but higher viewership.

16.3.6 Feedback

Feedback is an essentid component of communication. Communication
without feedback is almost equivalent to noise. Feedback occurs when
output of a system is routed back as input as achain of “cause-and-
effect” that forms a circuit or loop. The system can then be said to feed
back into itself. The notion of cause-and-effect has to be handled carefully
when applied to feedback systems. In short it is information about
reactions to a product, a person’s performance of a task, etc. which is
used as a basis for improvement and the modification or control of a
process or system by its results or effects, for example in a biochemical
pathway or behavioural response. The figure below shows the importance
of feedback. Simple causal reasoning about a feedback system is difficult
because the first system influences the second and second system
influences the first, leading to a circular argument. This makes reasoning
based upon cause and effect tricky, and it is necessary to analyze the
system as a whole. As shown in the figure a negative feedback can
disturb the whole system right at the output (Set point) so as to create
errors on the system directly and distort the entire process.
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(Figure showing effect of feedback on a system)

Feedback is the response or reactions by the receiver to the source. The
perceptibte feedback originating in the receiver serves as a useful data to
the source to modify its messages.

An experienced communicator is aways sensitive to feedback and
continuously modifies his messages in the light of what he observes or
hears from the intended audience. Without feedback of audience the
communication becomes aone-way didactic communication. n general,
feedback systems can have many signals fed back and the feedback loop
frequently contain mixtures of positive and negative feedback where
positive and negative feedback can dominate at different frequencies or
different points in the state space of a system.

The term bipolar feedback has been coined to refer to biological systems
where positive and negative feedback systems can interact, the output of
one affecting the input of another, and vice versa. Some systems with
feedback can have very complex behaviours such as chaotic behavioursin
non-linear systems, while others have much more predictable behaviours,
such as those that are used to make and design digital systems. Feedback
is used extensively in digital systems. For example, binary counters and
similar devices employ feedback where the current state and inputs are
used to calculate a new state which is then fed back and clocked back
into the device to update it.

16.3.7 Adoption Process

The diffusion of new idea and practices is to go through severa distinct
stages before finally being adopted. They are the following five stages:

[) Awareness: In first stage, the person acquires knowledge about the
issue or health need.

2) Interest: At 2™ stage, the individual shows interest and tries to seek
more information.

3) Evaluation: In this stage, the client considers all the pros and cons
of the decision involved, evaluates its usefulness to him/her and this
evaluation leads to decision making

4) Trial: The idea/ suggestion is tried at this stage. The health system
should support the person in implementing the decision and see that
he/she succeeds in the attempts. The support may include counselling,
providing supplies and the referral services.

5) Adoption: After being satisfied at the trial stage,the person adopts the
idea or method for regular use.

Communication Process
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164 EFFECTS OF COMMUNICATION PROCESS

Purposeful communication is the one which leads to change in behaviour

of the target audience in the long run. Effective communication is said to
occur which results in change in recelver’s behaviour. There are three main
areas (domains) where the change should occur so that the client changes
the behaviour. They are:

a) Cognitive change in thinking (Knowledge) / in the perception of the
individual, so that he gets newer information and changes his concepts
accordingly. For example the information of using ORS in cases of
diarrhoea must arouse understanding in the a future acceptor, that in
diarrhoea of children antibiotics are not needed and only fluid
replacement can save the child.

b) Affective changes in feelings (Attitudes) are the most difficult and
hard core area of change. If affective domen of the future acceptor
does not change, change of behaviour is impossible, although it is
largely dependent on cognitive domain. For example, if the receiver
does not understand that the Medical Officer of the PHC can cure
the disease, he will keep on going to the local healer. Thus sufficient
knowledge about the PHC Medical Officer is to be transferred to his
brain to internally suggest (auto suggestion) him to go to the PHC.

c) Psychomotor changes in action (Practice): It follows the change in
affective domain and could lead to changes in overall behaviour such
as using a contraceptive, adopting healthful practices, having and using
the toilet or washing of hands or even disposa of garbage in the
right place.

d) These changes may not take in sequence aways. Some time a good
teacher at the school level may change the behaviour of a child just
by his own behaviour or advice to the kids. At the same time change
in knowledge does not guaranty change in behaviour. However,
attitude change is often followed by an action such as adoption of the
new behaviour. Most often than not , pregnant women do not get
registered at the health centre, while aimost al of them take TT
immunization irrespective of place of immunization. Thelatter action
has forced WHO to have declare India free from maternal and
neonatal tetanus (in spite of the fact that home deliveries are till
undertaken in our country)

16.5 PLANNING, IMPLEMENTATION AND

EVALUATION OF COMMUNICATION IN
RCH PROGRAMME

16.5.1 Planning

It is an essential step in the implementation process of effective
communication. Communication Needs Assessment (CAN) may be
conducted through various techniques by which relevant qualitative and
guantitative data may be collected. Such techniques include Focus Group
discussion, PLA (Participatory Learning for Action), Exit interview, Focus
Group Discussion, Role Play and Demonstration etc . Some of them are
given below.




Problem Based Learning (P°BL) approach Communication Process

PSBL stands for People, Problem, Process, Product and Project Based
L earning.

The P°BL approach was alearning strategy introduced in Stanford School
of Engineering in their P°BL laboratory in 1993 as an initiative to offer
their graduate students from the engineering, architecture and construction
disciplines to implement their skillsin a* cross-disciplinary, collaborative and
geographically distributed teamwork experience’. In this approach, which
was pioneered by Stanford Professor Fruchter, an environment across six
universities from Europe, the United States and Japan along with a toolkit
to capture and share project knowledge was developed. The students
(people) from the three disciplines were assigned a team project that
works on solving a problem and delivering an end-product to a client.

The main stress of this approach is to have an inter-disciplinary integrated
development of deliverables, in order to improve the overall competency
and skills of the students. P°PBL mentoring is a structured activity that
involves situated learning and constructivist learning strategies to foster the
culture of practice that would extend beyond the university campus to red
life. P°BL is all about encouraging teaching and learning teamwork in the
information age, by facilitating team interaction with professors, industry
mentors and owners who provide necessary guidance and support for the
learning ectivity.

Key advantages of this method are that it familiarizes students with real
world problems and improves their confidence in solving these. It also
improves their networking skills, thereby establishing rapport with key
persons of the industry. They aso learn the value of teamwork. The
method also creates in them an appreciation of interdisciplinary approach.

The approach however needs due consideration of the mentoring provided
to the students. Appropriate scaffolding should be done by the mentors to
ensure that students are successful in attaining their project goals to solve
the problem. Communication between the team should also be open and
constructive in nature for achieving the necessary milestones.

Fishbowl Technique

The fishbowl word (Supportive Supervision) was then provided to them to
buzz around. Each group chose their Leader, Time Keeper and
Sociogram maker and presented their content of discussion at the end.

31



Communication for
Behavioural Change

32

The fish-bowl is a powerful group involvement method. The fish-bowl
consists of an inner ring which is the discussion group, surrounded by an
outer ring which is the observation group.The inner group is given a task
to discuss possible solutions to a problem and tries to arrive at the best
feasible options within a limited time. While the inner group is discussing
the outer group observes silently. Before the discussion starts, the outer
group reviews the guided observation checklist and divides the sections
among themselves. After the inner circle' s time is up, the process is
reversed. The inner group comes out and the outer groups go in carrying
out the similar activity. In this way, each group is involved in discussion
and observation. Fish bowls are not effective if the groups are large. This
is because, if there are more people, al of them will not have item and/or
opportunity to express their opinions and views satisfactorily. You should
therefore limit the group size to about ten to twenty people.

Use of Fishbowl

The fishbowl has many uses. Some important uses relevant to your work
are as explained below.

I.  Asaproblem solving tool: when one group listens and reviews
discussion of the other group, they are able to view the problem
form more than one angle. There is thus more interaction and
stimulating and relevant discussion.

2. For team building: This methods is very effective in getting people to
open up, to generate different views, and allow these views to be
analyzed by the group.

3. For improving inter-group communication and relations: You can
resolve conflicts by bringing together different groups with different and
strong opinions.

Group Discussion

As proposed, a group of individuals with similar interest who gather either
formally or informally to bring up ideas, solve problems or give comments
for discussion can be named as “ Group Discussion”. The maor
approaches arein person, via conference call or website. People respond
comments and post forum in established mailing list, news group . Other
group members could choose to respond by posting text or image. She
informed the participants that small group of professionals or students
formally or informally negotiate about an academic topic within certain
fields. This implementation could be seen as an investigation or research
based on various academic levels. For instance, “one hundred eighty
college-level psychology students’ breakdown into different groups to
participate in giving an orderly arrangement of preferred

events. Nevertheless, discusson groups could support professional services
and hold events to arange of demographics; another distinguished example
isfrom “The London Biological Mass Spectrometry Discussion Group”,
which sustainably operates by gathering “technicians, clinicians, academics,
industrialists and students’ to exchange ideas on an academic level. It
attributes to the development of participants’ cognitive, critical thinking, and
analyticd skills.



The procedure was then undertaken by dividing the participants in to four
Sub-Groups to discuss, for example, four components of “ Effect of Smart
phone and Social media’. The TORs were “ Profession and Work”
“Persona Life”, “Health” and “ Social Issues like Crime and Political
Issues’ can be given. At the end al group should be asked to present
their observation to draw a common conclusion. The topic can aso be
given on any health subjects . This behaves a strong information transfer
technique to the audience.

16.5.2 Implementation

Based on the communication needs and available resources, a need based
communication strategy should be developed and an action plan ( matrix)
worked out as follows:

Communication Process

Area of Current Expected | Target Target Media Indictor Change
Concern Behaviour Behaviour'| Audience Message Channel
or Practices
1999
Spacing 2% of 10% Currently Spacing o Inter 1. Annua survey
Method by| women Married births at personal by workers
Women practice women with| least two communi- 2> Percentage of
(IUD) 3 % of one child years cation by | ™ femalesa?/vith
Spacing men use 12% Currently apart to hedth
Methods condoms Married mer] improve workers g:i? d?ern Y
for men 10% with one the health | ¢ male and
(Condom) child of mother femae 3. Who use
survival of | ¢ Mahila methods
child mandal
Groups 4. Percentage of
men using
condoms by
survey
rnethods

Similarly, you can work out the plan of matrix for communication strategy
for other pressing areas like breastfeeding, immunization, coverage of
Vitamin A prophylaxis, and institutional deliveriesetc.

Planning of activities as per matrix stimulates you to work out available
resources in the area in terms of health workers, organized women groups,
men groups, village panchayats and other channels of communication. In-
service training of health teams for communication skills is another area of
planning. Determine target audience who needs more attention or specific
attention. Organize resources and make the communication part of primary
health care delivery system. You can learn the planning of communication
by observational visits to the PHC or sub-centre or by attending the MSS
meetings and can review the activities from the records.

16.5.3 Evaluation

Evauation can be done on the basis of Logical Model Template. These
can be made on the following way. The example of Tetanus is given
beow.
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INPUTS— RESOURCES—| ACTIVITIES> OUTPUTS—» | OUTCOME— IMPACT
Immuni zation TT Vaccine Immuni zati on 100%TT All Women Eradication
Programme availability of TT Coverage |are immunizd of Maternd
during & Neonatd

Pregnancy Tetanus

16.6 EVALUATION OF COMMUNICATION

EFFORTS

Keep track of changes in knowledge, attitudes, beliefs and practices of
key audience at periodical intervals as is done through NFHS every five
years. This can be one tool of evaluation. But at local level, you may
wish to know the results for smaller geographical area, and then the
tracking can be done by following methods:

1.

Exit interview: It can be done during outreach session of
immunization (safe mother and childhood session) or in clinic set up
of hospital (antenatal clinic or immunization clinic). Exit interviews with
clients for obtaining specific information on a specific issue will give
you general trends of level of targeted audience. This will give you an
ideaon how communication inputs are flowing through the service
ddivery system.

Sample Surveys: This method is to conduct a small sample survey
of the targeted segments of the population similar to the coverage
evaluation survey by cluster. sampling technique. This will capture the
perception, experiences and expectations the clients as also their
satisfaction level. These two exercises can be conducted under the
guidance of a preceptor or as project work.

District rapid survey data on RCH parameters provides information
after every two years. Trend of enhancement of some selected
practices relevant to RCH can be analyzed and interpreted for a
digtrict within certain limitation and constraints.

FGD: Focused group discussion can be yet another method to
capture the perception of the target audience

Check Your Progress 2

1.

2.

Explain the components of CNA

What are the mgjor issues under RCH amenable to communication
Srategy”?



3. What is an exit interview? Communication Process

16.7 NATIONAL COMM UNICATION STRATEGY
FOR REPRODUCTION AND
CHILD HEALTH (RCH)

i) Goal: The goat of the communication strategies/ for the RCH
programme is to encourage individuals, families and communities to
make informed decisions concerning reproductive and child health
through aprogramme of health communication which facilitates
behaviour change. This will be achieved in a systematic and
participatory manner through capacity building of all partners and
convergence of services among different sectors.

i) Changes in Strategy and Direction: A general consensus emerged
on the direction that till new communication strategy for RCH should
take up in order to meet its stated goal. The time horizon within
which this strategy is expected to be valid is 7-10 years and will
thereafter require review. Mid-course corrections will be required from
time to time. The key tenets of the strategy are:

I.  Multi directiond communication for behaviour change will be the
mainstay at the field level, and will encourage greater dialogue on
issues of reproductive and child health between individuals,,
families and the communities;

2. Advocacy interventions based on normative research, including
through the use of mass media, will be needed to promote
societal change with regard to behaviour norms on RCH issues;

3. Thiswill require decentralization of some responsibilities for IEC
to states and the districts from the centre and consequently, the
articulation of new roles for each of the three levels, There may
be the need for increased engagement of the NGOs and the
private sector for socia mobilization and 1EC for RCH; and As
roles change, there will be a critical need for capacity building at
al levels to undertake the newly defined tasks and enhance the
image of RCH functionaries.

iif) Components of the New Framework The changing attributes of the
|EC strategy for RCH within the country ‘will require a change in
responsibilities for IEC actions at the central, state and district levels
of government. The role of Centra Government in advocacy of
national population and women and child issues will gain importance.
The central Ministry will take the lead in establishing necessary
capacity building and research capability support to the states. The
states will assume greater responsibilities addressing state-specific 35
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societal behaviour norms as well support for district based effort in
local publicity. They will also .provide support for communication
efforts undertaken by self-governing areas within their boundaries.
Districts will become the natural focus for convergence of government
efforts for behaviour change through participatory planning and
communication. They will also assume the lead in initiating local (rural
and small town) publicity efforts within the context of RCH objectives
and goals.

iv) The RCH Communication Challenge

There are three principal components of the RCH programme which are:
[.  Meeting the unmet need of Contraceptives

2. Improving Maternal Health.

3. Raising chancesof Child Surviva

Achieving improvement in maternal and child health in meeting the unmet
needs for .contraception and creating a need among couples with less than
two children are seen as mile stones to ensure that India’s population is
stabilized in order to achieve the goals of the RCH programme, the
communication interventions have to introduce behavioural change by
addressing social norms, mores, cultural pattern and create supportive
environment.

16.8 LET US SUM UP

In this unit, we have discussed the concept and definition of
communication, have delineated the various elementsinvolved in the system
scientific communication, details of each element has been discussed by
giving suitable e.g. examples based on evidence based research and data
of NFHS-4.

Effect of communication for the behaviour change, planning, implementation
and evaluation of communication has been discussed using salient existing
practices relevant to RCH programme picked up from NFHS-4.
Preparation of matrix for behaviour change has been included to enhance
the concept of planning for behaviour change by selecting media- channels,
target and indicator for measurement. National Strategy on Communication
for behaviour change has been included to have an idea of current Policy
on communication in RCH. Some * hands-on” exercises and project design
have been suggested for effective learning of the subject of communication.

169 ANSWERS TO CHECK YOUR PROGRESS

Check Your Progress 1

1. Sharing of information.
2. Source-message-channel-receiver.

3. Feedback from audience to source makes the communication two way
process.



4.

Verbal speech: Talk: discussion. Non verbal: Body Language, Visual Communication Process
contact gestures, movement of body parts, symbols etc.

Check Your Progress 2

1.

CAN means assessment of KABP on magjor issues such as ORS,
feeding in diarrhoea, spacing methods, age of marriage girls and boys
etc.

Show the list to your preceptor or compare it with the stated issues
under Nationd strategy on Communication.

Exist interview means interviewing the clients who come out of facility
after getting service for self or child. They are subjected to interview
on KABP in the area of service received or on communication.

37



UNIT 17 COUNSELLING IN RCH

PROGRAMME

Sructure

17.0
17.1
17.2
17.3

17.4

17.5

17.6
17.7
17.8
17.9

Objectives
Introduction
Concept of Counselling

Elements of Counselling

1731  Stage One: Reationship Building or Greet Stage

1732  Stage Two: Assessment and Diagnosis or Ask stage

1733  Stage Three: Formulation of Counselling Gods or Tell Stage
1734  Stage Four: Intervention and Problem Solving or Help Stage
1735  Sage Five: Termination and Follow-Up or Explain and End Stage
1736  Stage Six: Research and Evauation or Research Stage

Counsdling Sills

1741  Active Listening

1742  Check Your Counsdling Skills

1743  Factors that Help/Hinder in Counselling

Counsdling Special Groups

1751  Pregnant Woman Counsdling on 1st Trimester
1752  Tips on Counselling the Young Adults

1753  Guiding Model and Counsdlling Skills

1754  Elements of Good Counselling in RCH

1755  Counselling for 1UD Contraception

1756  Counsdling for HIV/AIDS

1757  Counsdling for Successful Breastfeeding

Practicing Un-conventional Learning Exercise (UNCLE) in RCH
Let Us Sum Up
Answers to Check Your Progress

Further Readings

17.0 OBJECTIVES

At the end of this unit, the learner should be able to:

define Counsdling;

describe various components of Counselling;

identify the essential skillsto develop for good Counselling;
practice Counselling with clients and groups; and

objectively evaluate the Counsdling session.



171 INTRODUCTION O e
In this unit we will learn the opportunity to comprehend the concept and

purpose of Counselling. Various elements of Counselling have been

discussed in different books and by different people. We will acquire now

an adequate cognitive, affective and psychomotor skills as regards to

Counsdling.

Most rottenly, we feel Counselling is only for family planning or HIV/Aids
in RCH programme. Does a lady knows how, when and why to take
IFA tablets or does the health worker know what is Delivery Corner or
Salt-sugar solution is needed for diarrhoea in children? The answer is
probably NO....The “GATHER” approach for Counselling has been
discussed time and again as the process of Counselling. But the process
of Counselling is always different for each individual and presented with
pictorials to enhance the learning process. Sociological jargons are
theoretical wording and when you go to the community with your
counsellor you will feel that on the ground the theory is to be translated
to practical skill. You have to learn by doing. Areas could be Counselling
for antenatal or prenatal women for place of delivery or for lactating and
breastfeeding women for attachment in breastfeeding to supplementary
nutrition, growth monitoring, etc. The concept of IMNCI or FIMNCI
needs to be percolated even to some doctors of PHC, who are not
trained. It also covers special groups like adolescents which need special
attention in the areas of Counselling—particularly under RCH
programme.Thus the range who need to be counselled or the method of
Counselling will widely vary and is necessary for all people for may be
many purposes. We will try to train you with the active support of your
counsellor and your desire to learn.

17.2 CONCEPT OF COUNSELLING

There is a huge difference within a professional Counsellor or a person
who has learnt Counselling skills as a n added advantage to his
profession. We will try to convert you a mix of both types specially for
RCH programme.

The Concise Oxford dictionary (9" edition) defines Counselling as “ give
advice to a person on a special or personal problem, specially
professionally” and also “ the process of assessing and guiding clients,
specially by a trained person , on a professional basis to resolve
especially, professional, social or psychological problems and
difficulties.” .

But both the definitions are only partly true, since at the grass route level;
in a process of Counselling there are three important factors. A
Counsdllor, a counselee (the person needing Counselling) and the process
of Counselling for accepting a change in the counselee. In other words the
counsellor makes the process in such a way that the counselee take a
decision to accept from the choices given by the counsellor by his
cafeteria approach provided to the counselee. If the counselee does not
accept and takes a decision to change following the suggestions of the
counsedllor, then it is only a method of teaching or health education or

motivational approach for the health of the counselee and NOT a
39
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Counselling Session. A process of Counselling may therefore need multiple
sessions to get the behaviour change in the counselee.....

Thus Counsélling is:

1. The process that occurs when a counselee and counsellor give time
to each other in order to explore difficulties which may include the
stressful or emotional feelings of the counselee.

2. The act of helping the counselee to see things more clearly, possibly
from a different view-point and may be with multiple positive solutions
for the problem of the counselee / client. This can enable the client
to focus on feelings, experiences or behaviour, with a goal towards
achieving positive change.

3. Counselling is arelationship of mutual trust. Confidentiality is the key
word to successful Counselling. Professional counsellors will usually
explain their policy on confidentiality, they may however, be required
to disclose information ,by law, if they believe that there is a risk to
the life of the counselee.

Therefore Counselling is Not:

a  Giving advice.

b. BeingJudgemental.

c. Attempting to sort out the problems of the client.

d. Expecting or encouraging adient to behavein away in which the counsellor
would have behaved with a similar problem in their own life.

e. Getting emotionally involved with the client.

f. Looking at aclient’s problems from counsellor’s own perspective,
value system, or caste/ religion ground.

Stages of Counselling:

There are different way of expression about the stages of Counselling.
That structure was described by Cormier and Hackney (1987) as a five-
stage process as given below:

- Stageone: Relationship building

- Stagetwo: Assessment and diagnosis

- Stagethree: Formulation of Counselling goals
- Stagefour: Intervention and problem solving
- Stagefive: Termination and follow-up

- Stage six: Research and evaluation
Definition of Counselling :

It is the professional guidance of the counsellor by utilizing
psychological methods especidly in collecting case history data, using
various techniques of the personal interview, and testing interests and



aptitudes towards the achievement of the counselee a decision for his/ Counsellingin RCH
her problem. Programme

There could be different types of counsellor e.g. legal, carrier, drug addict,
family planning or even health care counsellors. “ Counselling is face to face
communication by which you can help the client in taking informed
decisions or solving a problem”. It helps people understand their own
needs, strengths, limitations and the resources they can avail of. It brings
about desired change in the client’ s behaviour through supportive facilitation
of informed decision making through interpersonal communication.

Essential Qualities of a Good Counsdllor

As stated above in the para about what is / is not Counselling, you can
derive the essential qualities of a good counsellor, such as:

e Willingnessto listen

° Empahy

e Good Communication SKills
e Non Judgementd attitude

A good Counseller should be a active listener, observant, curious,
knowledgeable and respectable with credibility.

Sharing Facts and Feelings

I ndividual Share Facts Share Fedlings
Responsibility

CounsdlOors' job | Give clear, accurate Care for client by
information that the showing understanding
client wants & needs | respect and honesty.

Help the client apply | Should avoid persond

thisinformation to involvement, judgement
his/her own life or advise
Avoid showing sympathy
or criticizing the situation
Counsde€sjob Describe persond Express atitudes,
situation and health preferences concerns,
conditions expectations and wishes
Ask questions and Share only truth and facts
make sure of
understanding.

17.3 ELEMENTS OF COUNSELLING

As has been expressed in the Stages of Counselling the sociology people
call it with their popular theoretical jargon GATHER matching the stages.

G  Greet the clients and make them comfortable and give full attention.

Or Greet 1
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A Ask/ascertain the needs/problem or reason for coming. Or Ask

T  Telling different choices /options / methods to cope with the
problem. Or Téll

H  Help the client to make voluntary decisions or Help
E  Explainfully the chosen decision/action /method or Explain

R  Return for follow up visit or Request for return
17.3.1 Stage One: Relationship Building or Greet Stage

The greeting is the heart of the Counselling process. The success of
Counselling is the bondage of counsellor-client relationship which starts by
this stage. It has two sections

- Counsdlor-offered conditions
- Counsdllor-and client offered conditions

Counsdllor-offered conditions. Counsellor-offered demarcates how
influentia the counsellor is in the Counselling process. It relates to core
conditions for effective Counselling and the Social Influence Model. They
ae

a. Core Conditions. The core conditions for successful Counselling are
empathic understanding, unconditiond positive regard, congruence,
respect, immediacy, confrontation, concreteness and self-disclosure, the
development of listening skills. These eight core conditions create
constructive persondity charge to occur.

b. Social Influence Model: Emphasizes the importance of counsellor-
offered conditions in the Counselling process. It has two stages. They
ae

o At the first stage, the counsellor attempts to be perceived by the
client as an expert, attractive, and trustworthy. Then the
counsellor becomes valuable for the counselee.

« In the second stage, the counsellor uses the above value to exert
positive influence on the client.

17.3.2 Stage Two: Assessment and Diagnosis or Ask Stage

Assessment and diagnosis stage helps a counsellor develop an in-depth
understanding of aclient and attention. This understanding can facilitate
goal setting and also suggest types of intervention strategies. Assessment
procedures can be divided into two categories

« standardized measures which include psychological tests that have a
standardized norm groups

o non standardized measures that do not have a standardized norm
group and include strategies such as the clinical interview and
assessment of life history.

Hereafter the diagnosis is made to identify what the client is suffering of
with respect to facilitating communication transparency, indicating possible



treatment / suggestion steps strategies, communicating aetiology and aiding Counsellingin RCH
in scientific investigation. Programme

17.3.3 Stage Three: Formulation of Counselling Goals
or Tell Sage

Three functions that goals serves in the Counselling process are:
a) Motivationd

b) Educdiond

c) Evaudive

a) Motivational function: The clients may be more motivated when
they have specific, concrete goals to work toward. It is also
important for counsellors to encourage clients to make a verba
commitment to reach a specific Counselling goal.

b) Educational function: This can make clients learn new skills and
behaviours that can enhance their functioning. For example, a
Counselling goal might be to become more assertive, during an
assertiveness training clients can learn skills to enhance their functioning
in interpersond Stuations.

c¢) Evaluative function: Clear goas alow the counsellor and client an
opportunity to evaluate progress. Five types of outcome goals could
be set by this process.

I.  Facilitating behaviour change

ii.  Enhancing coping skills

iii. Promoting decison-making

iv. Improving relationships

v. Fadlitating the client’ s potential.

17.3.4 Sage Four: Intervention and Problem Solving
or Help Stage

The counsellor and client may choose strategies to implement from a
variety of interventions, including individual, group, couples, and family
Counsdlling. It may be best to begin with individual Counselling for clients
with problems of an intrapersonal nature. Couples or family Counselling
may be more appropriate for clients with difficulties of an interpersonal
nature, as in a marital or parent-child conflict or even having barrier sex
or not or adopting any family planning method etc. Involving clients in the
process of selecting intervention strategies has aways advantages then the
counsellors is saved from lega boundaries and reach a strategy that seems
realistic in terms of its strengths and weaknesses. The counsellor should
also provide an overview of the different treatment approaches available
(Cafeteria Approach) as well as describe the role of the counsellor and
client for each procedure; identify possible risks and benefits that may
result; and estimate the time and cost of each procedure. It is important
for the counsellor to be sensitive to client characteristics such as values
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and beliefswhen selecting an intervention strategy, considering dient’s
personal strengths and weaknesses in selecting a Counselling approach.

This stage needs a six-stage model for problem solving strategies to be
undertaken by the counsellor and the client together, as given below ;

I.  problem detection

ii. problem definition

iii.  identification of alternative solutions

iv. decson-making

V. exeoution

vi. verificaion

17.3.5 Sage Five. Termination and Follow-Up or
Explain an End stage

Termination can be done when clients have worked through their concerns
and are able to proceed forward in their lives without the counsellor’s
assistance. It is usually best for the counsellor and client to agree on a
termination date, reducing the chance of premature termination or feelings
of ambivalence. In all cases a detailed description of the discussion should
be maintained with the counsdllor. If the client also needs the steps
(because he/she can forget) a copy may be given to the client. The Client
must be asked to return in case of need for the following reasons.

Reasons to Return:

The reasons could be many, but for RCH purposes some reasons have
been stated as follows in case he/ she :

o Has questions or problems or wants advice.

o Needs more supplies, another injection or 1UD or implants to be
replaced.

o Needs emergency contraception.

o Needs follow up check after IUD insertion, female sterilization or
vasectomy.

o Wants a different method, for any reason.

e Wants IUD or implants be removed or taken out.

o Wants help with side effects.

o Hasnoticed a specific medical reason to return.(“a warning sign”)
« Brings spouse friend or relative for service or information.

o Wants to check on rumour.

o Needs condom for STD protection.

e  Thinks he/she might have a STD.

o Thinks she might be pregnant.

17.3.6 Stage Six: Research and Evaluation or
Research Stage

This stage is missing in the popular Gather model, since sociologists
depend on anthropologists for this purpose. Research and evaluation can
occur at any time during the Counselling process or after- termination.
Counselors are asked to evaluate Counselling whenever they implement an



intervention strategy. These research procedures involve face-to-face
interaction between the counsellor and client. These procedures may be
used before or after a client has terminated. You can carry out such a
research in your PGDMCH course as the Dissertation, in consultation with
your course counsellor.

Check Your Progress 1
1. Define Counsdling.

174 COUNSELLING SKILLS

17.4.1 Active Listening

You have to listen actively. Attentive and active listening is essential. How
to listen actively? Some guidelines are as under:

o Accept your clients as they are. Treat him/her as an individual.

o Listen to what your clients say and also how they say it. Notice the
tone of ther voice, choice of words, facial expression and gestures.

o Keep silent sometimes. Give your clients time to think, ask questions
and talk more at his’her speed.

o Listen to your client carefully instead of thinking what you are going
to say next.

o Every now and then, repeat what you have heard. Then both you
and your client know whether you have understood.

« Sit comfortably. Avoid distracting movements. Look directly at your
clients when they speak, not at your papers or out of the window.

o A twoway communication is better and aso see that the environment
is conducive and arouses free mental condition..

Health Woman Health Woman
Worker Worker

-

P
o

-

One-Way Communication Two-Way Communication

Counsellingin RCH
Programme
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e The Counsellor should use words such as “then”? “And” “Oh” These
words encourage clients to keep talking.

o Show your interest and understanding at all times. Express empathy.
Avoid judgment and opinion.

Responding to Clients Feelings

Once you recognise client’s feelings, let them know in clear and simple
words that you understand. This is called “reflecting feeling”. Two
examples are given hereunder. You can’t change a clients feeling. Only
they can do that. But when you reflect feeling, you are showing that you
understand. You also are saying that it is all right to feel that way.

Questioning

Asking questions to understand clearly the clients’ problems or worries and
help client go deeper into his’/her own awareness or insight. The question
is centered on the prime concern of the client and open ended questions
are better than a close ended.

Paraphrasing and I nter pretation

Repeating in one’'s own words what the client has said to show one
understands. Say it in few words so that it gives a summary essence of
client’ swords.

I nterpretation: Giving back to the client the core or basic issue he/she
is talking around or hinting at, picking up what the client is feeling but not
saying. This skill involves going to a slightly deeper level of the issue to
point out the feeling of meaning or meanings, which are just below the
surface of the client’s awareness. Check with the client, if one's
interpretation is correct.

1742 Check Your Counseling Skills

o Did you greet each client on arrival?

o Did you ask the clients the reasons for the visit?

o Didyou tell al available methods of contraception?

« Did you help the client to choose a specific method?

« Did you explain the use of the method and its side effects and their
management?
o Did you plan the return visit?

17.4.3 Factors that Help/Hinder in Counselling
a) Factors that Help Counselling
«  Encouraging independent decision making.
o Clarifying whatever you do not understand.
o Reef the case when beyond your skills get a consultation.
« Encouraging the client to get family and friend support.
b) Factors that Hinder in Counselling
e  Passing moral judgement on client’s behaviour or feelings.
o Taking on more than you can handle.
o  Stereotyping the client.

o Increase or slow the pace of the process according to your time
and needs.



o Make generdizations and minimize the issue or compare it to
others gtuation/problems.

o Asking questions for your interest/needs rather than those of the
client.

The steps of “GATHER” technique is shown below for A married
woman, age 21, with a 4-month-old child and A 16-year-old school girl

Step Provider’s Actions Example: Client A Example: Client B
Express respect and A married woman, age | A 16-vear-old school
friendliness. This helps the 21, with a 4-month-old | girl.

GREET | (fient feel confident and willing | child.
G to express feelings, ask
guestions, and male decisions.
1) Help the client put into Client: “T want to Client: “Should I have
words the choice that she or he | choose a family sex with my
ASK is facing. planning method.” boyiriend™
A 2)  Ask questions to help the Client: “T will want Client: “My boyfriend
client clarify the choice, another baby spme day, | is pressuring me for
including questions, about so ] want a temporary sex, but I am not
reasons that a decision is method.”™ ready.”™
neaded.
13 List the different options, Provider: “Temporary | Client: *T could stop
or help the client list them. methods available are seeing him. Or I could
TELL pills, condoms, IUDs, ask him to stop
injectables”. pressuring me. Or 1
could givein.”
1 - - - -
2} Give the client accurate, Provider: “If vou want | Provider: “Even the
tailored, and personalized to get pregnant as soon | first time you have sex
information about the options. as possible after vou can caluse pregnancy
stop a method, there are | and sexually
various methods vou transmitted disease
can consider. These unless vou protect
include.....and so on vourself ,.and so on.
1) Help the client think about | Provider: “Condoms Client: “IfI don’t give
several possible positive and have no side effects, but | in, he may drop me ™
HELP negative results of each option | vour husband must ...and so on.
H for them personally. cooperate.” and so on.
2} Help the client think how Provider: “Condoms Client: “T would rather
she or he would feel about these | have no side effects, but | break up with my
results. Which are most vour husband must bovfriend than have
important? cooperate.” and so on. sex before I am ready.™
3)  Ask the client to say aloud | Client: *T have decided | Cliemt: “T will tell him
what she or he has decided. to choose condoms.™ that I cannot stay with
him unless he stops
pressuring me.”
Explain how to carry out the | Give the client condoms | Help the client rehearse
. | decision. Help the client think | and show how to use her discussion with her
EXPLAIN how to adopt new behaviour. them; invite her to bring | boyfriend.
E her husband for
discussions.
Help the client think about the | Provider: “How do vou | Client: “We have
_ | decision again and make a new | find using condoms? Do | decided to get married
RETURN informed choice if she or he they seem to bea good | when I finish school,
R wishes. method for you? Are but we don't want
vou having any children right away....”
problems?” .._and so on.
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1751 Pregnant Woman Counselling on 1st Trimester

An example of how to provide information and make sure it has been
understood (Source: WHO) during 1% trimester of pregnancy is given

bdow:
Health Worker:

Woman:

Health Worker:

Woman:

Health Worker:

Woman:
Health Worker:

Health Worker

Woman:

Health Worker

Woman:

Health Worker

Do you know how to take care for yourself in
pregnancy?

Yes, | should rest more and eat more food at
least 1hr rest and 1 extra mea | normally take
at home.

You are right, that you should rest more, and
that you may need to eat more food, but you
should also try to eat more of certain foods
than others. Do you know what foods they are?

Vegetables, eggs, milk and also do house hold
work but not heavy work.......

Yes try to eat more meat and vegetables and
seasonal fruits. But aso try to make sure you
have, beans, fish, eggs, cheese, and milk. Do
you know why we recommend you eat these
foods?

To make the baby strong.

Yes, they will help the baby to grow and keep
you healthy during your pregnancy. Is there
anything else you want to ask me about what
you should be eating?

Do you know what medicine you have to
consume during this first 3 months of Pregnancy?

No medicine or injection without the
consultation of doctor

You are right. But after the first 3 months you
need to take Tetanus injections and Blood
forming Tablets (IFA) to builttha baby and
protect both of you from Tetanus. If possible
avoid sex during this period.

Yes | understand everything you said and follow
it, for sure!

Thank you. Please come after these 3 months
are over to learn about next 3 months. In the
meantime if you have any problem Call me in
my mobile or come to this place. Do not hide
or avoid critical situations. Thank you and see
you at the unset of 4" month, until then take
care and remain Healthy.



Similar process can be undertaken in all trimester and for the delivery.All
discussion has to be well structured and meaningful. Do not unnecessarily
advise a rural woman for CT Scan or Amniotic fluid study etc.

175.2 Tips on Counselling the Young Adults

Young adults are special clients. Keep in mind that the young adults face
more and different reproductive health issues than older clients. Thus
Counselling young adults requires being even more open, more flexible,
more knowledgeable and more understanding. Counselling young adults
could be challenging, but it can be very rewarding too to help the young
people make wise and health decisions.

Be open: Let young people know that no question is
wrong, and even embarrassing topics can be
discussed.

Be flexible: Tak about whatever issues the young person

wants to discuss.

Give simple, direct
answers in plain words: Learn to discuss puberty and sex comfortably.

Be trustworthy: Honesty is crucial to young clients. You, and
the information you give, needs to be
believable. If you do not know an answer,
say so. Then find out.

Stress confidentiality: Make clear that you will not tell anyone else
about the client’s visit, the discussion, or the
client’sdecisions.

Be approachable: Don't get upset or excited. Keep cool.

Show respect: As you do for other clients. Do not talk
down to young clients.

Be understanding: Recall how you felt when you were young.
Avoid judgements.

Be patient: Young people may take time to get to the
point or to reach a decision. Sometimes
several meetings are needed.

The counsellor has to prepare a dialog Matrix as has been shown in
Counselling the woman in 17.5.1, irrespective of the type of client.

Young adults are special clients. Keep this in mind:

e Young adults often need skills as much as facts. They need to learn
how to dea with other people, including older people. For good
reproductive headlth, important skills are knowing how to say no, how
to negotiate, and how to make decisions.

e Young people often want to know how social relationships and sexual
relationships fit together. Often, thisis more important to them than
facts about reproductive health.

Counsellingin RCH
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Benavioural Change long-range plans or to prepare for the distant future.
e Young people often find it hard to understand the idea of risk or
risky behaviour.
o Sexudly active young adults often face more STD risk than older
clients.

e A young person’s sexua behaviour may be forced or pressured—
possibly by an older person.

o A young person may have sex only once in a while.
e A young person may plan not to have sex again but still does so.

o Young adults of the same age may have very different levels of
knowledge and different.

o  Sexua attitudes, behaviour, and experiences.
1753 Guiding Model and Counselling Skills

As a counsdllor al your clients are special with some specia behavioural
characteristics. Like the example given in 17.5.3, you need to prepare the
specia and tender points of al the client before the session starts. The
counsellors need to follow the different guiding principle and the related
Counselling Skill as shown in the figure below:

GUIDING PRINCIPLE COUNSELLING SKILL

Two-Way
Communication

Self Reflection

Empathy and
Respect

Forming an Alliance

Encouraging

o Active Listening
Interaction

Building Skills and

Kno e Questioning
Shared Problem- Providing
Solving Information

Tailoring to Specific

Facilitation
Needs b

1754 Elements of Good Counselling in RCH
o Focus on the woman’s needs and knowledge
o Assess the context of the problem with the woman
o Actively listen and learn from her
« Engagein interactive discusson
o Utilize skilled ways of asking questions
o Explore situations and beliefs
e Do not be judgementd
o Buildtrust
50 « Explore optionstogether



Fecilitate problem-solving
Make a plan of action together
Encourage and reinforce actions

Evaluate together your plan of action.

1755 Counsdling for IUD Contraception
Counselling for ITUD Contraception following the * Gather’ process:

G:

Greet clients. The Counsellor must greet clients politely as per
standard Indian practice in the local language and gives them full
atention.

Ask clients about themselves. The provider has to ask clients
about their family planning needs (if they have) and obtains information
that will help the provider advise and inform each client individually.

Tell clients about family planning methods. The provider would
then list the available family planning methods at his center as well as
a nearer health facility and clearly describes those to arouse interest
the client—how they work, advantages and disadvantages, and
possible side effects. Even clients who immediately express a
preference for the IUD or some other method has the right to know.
Hence the counsellor must have all the detail information on the
contraceptives.

Help clients choose a method. Some women may have already
decided that they want an IUD. Others may want advice and
guidance from the provider. One has to remember that as regards the
contraceptive s, the decision maker is the husband and not the wife.
So the counsellor must ascertain whether the husband agrees for
contraception or not and if yes does he has any preference? In either
case, the provider helps the woman decide on a safe method that
suits her needs and plans and agreed by the husband. In such cases
Counselling both the spouse is ideal. The final decision to use an
IUD, or any other method, must be an informed choice made by the
client(s)

Explain how to use the IUD. Once a woman, in consultation with
her husband, decides to use an 1UD, the counsellor need to explains:

0 When, where, and how it will be inserted
0 Thecommon side effects

0 Thedlight chance of more serious complications, expulsion, or
unintended pregnancy

0 Reasons to return to the clinic or see another provider

0 When a copper or hormone-releasing IUD should be replaced.

Women must be made to understand that mild cramping and bleeding in

the days following insertion and heavier menstrua periods while using an
IUD are common and usually harmless will be less likely to have their
|UDs removed unnecessarily. This information has been found to be
effective Sri Lanka, Egypt and other South African countries. If in a
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center the counsellor advices IUD insertion, it is his moral responsibility
to arrange for removal of the same and inform the client accordingly.

It is helpful to give the clients printed material to take home, particularly
a card with the name and picture of the 1UD, noting the date of
insertion and time for removal (printed materials can help providers too).
During Counselling and screening, flip charts, wall charts, cue cards, and
checklists might help counsellor maintain accuracy and remember what to
cover, and also help clients understand better.

The client should collect the official mobile number of the counsellor for
the use atthe time for the IUD replacement. Keep records for each
IUD user showing the type of IUD and when it was inserted. These
records should be used to answer questions from the women who have
forgotten when to have their IUDs replaced and to follow up users
when the time for replacement approaches and aso for follow up record

keeping.

R: Return for follow-up.The counseleg, if accepts an IUD insertion
should be asked to visit the health unit / counsellor, after her next
menses. Thereafter, the acceptor should be encouraged to return
whenever she has questions or problems or if she notices any warning
signs or wants the IUD removed.

At the follow-up visit, in the consequent three to six weeks after [lUD
insertion, the provider should ask about any menstrua problems, pain, or
expulsion. The counsellor also should arrange for a pelvic examination by
the medical officer to check for the IUD strings and aso to look for
signs of pelvic infection, which can occur within the first few weeks after
insertion. The provider also should reassure the client about any common
side effects, remind her of the warning signs of 1UD complications, and
address any other concerns or questions she might have.

Avoiding unnecessary routine visits saves resources to provide important
services to other clients. To handle serious complications;programmers
should make arrangements with areferral medical center. The center
should be staffed with surgeons and gynaecologists and have facilities for
diagnostic and surgical procedures.

A new IUD can be inserted immediately afterwards, without any waiting
period. Most IUD complications and/ or associated pregnancies are
common just after insertion and in such a case IUD be removed else,
changing IUDs unnecessarily should be discouraged.

1756 Counsdling for HIV/AIDS
A) Counseling before HIV Testing (Pre-test Counselling)

Counselling before the test should provide the individuals being
tested with information on technical aspects of screening and
possible personal, medical, social, psychological and implications of
being tested positive or negative. The information should be simple
and upto date. Testing should be organized in away that minimizes
the possibility of disclosure.



Issues in Pretest Counselling

Pre-test Counselling consists of two parts:

1)

B)

Personal History and Assessment of Risk

Sexual behaviour—multi-partners, progtitutes, unprotected sex,
homosexudlity, bisexuality

Drug users

Blood transfusion

Organ transplant

Assessment of Factors and Knowledge

Why test is being requested?

What behaviour /symptoms are of concern to the client?
What the client knows about the test and its uses?
What will the client do if test is positive or negative?
Beliefsregarding HIV transmission.

What roles will the family play?

Counselling after HIV Testing (Post-test Counselling)

If the result is negative:The client may feel relief. However,
caution should be exercised as following exposure to HIV, there is
a“window/period” during which negative result cannot be considered
reliable. Further, a negative test should not give a false sense of
security to a person indulging in unsafe sex. Three months must
have elapsed from the possible exposure before a negative test can
be considered to mean that there is no infection. A negative test
result gives greater certainty if six months have lapsed after last
exposure. HIV infection can be prevented by avoiding high risk
behaviour, safe sex and avoiding sharing needles. In generd,
development of safer sex behaviour is to be advocated to the client.

If the result is positive: People diagnosed as having HIV infection
should be told about their result privately and in confidence. Single
test giving positive result does not necessary mean HIV infection. To
establish HIV infection, three tests for antibodies based on different
antigen methods are to test positive. Time should be alowed for the
client to absorb the news. After a period of preliminary adjustment,
the client should be given clear and factual explanation or what the
news means. This does not mean speculating about prognosis or
estimates about the time left to live out for providing support and
encouraging hope for achievable solutions to personal and practical
problems that may result. The client must be informed where
resources are available and possible treatment for some symptoms

to HIV infection and efficacy of anti-viral treatment.
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Psychological |ssues

The uncertainty involved when the individual comes to know he/she has
tested positive is longevity of life etc. Clarifications are to be given
regarding the fears which arise related to illness, death etc. Besides these,
the individuas feel at a loss due to stigma attached by the society and the
speculation in the minds of people regarding the behaviour of those
infected with the virus. Although the patient be given all information as
how to avoid the (high) Risk, but should be informed and consoled about
availability of medical treatment and the Vaccine. He/she must be informed
not to unnecessarily waste time and money in local or magical practitioner
and miracles of any other kind of treatment or religious gurus.

175.7 Counselling for Successful Breastfeeding
Counselling for successful breastfeeding of a child involves:
i)  Accepting what the mother THINKS

A mother with young infant informs “My milk is thin and weak, so |
have to give bottle feeds’.

The mother might be thinking one of these

1. She does not excrete milk well

2. She has thin weak milk can be a problem

3. The baby does not know how to suckle

Advises are simple:

1. Don’'t worry — it is not serious — the will soon be better.
2. | will teach you how to make the child drink breast milk

3. All mothers secrete milk for their babies. In mythology when the
sterile lady Radheya got Karn, her breast milk stated flowing. If
a sterile lady can breastfeed the baby, you can do it

i) Accepting what a mother FEEL S

A mother cries and says — ‘It is terrible Sonu has a cold and his
nose is completely blocked — he can’t be breastfed — he just cries —
| don’t know what to do.’

Advises are still simpler:

1. Don’'t worry — your baby is doing very well.

2. You are upset about Sonu, aren’t you 7

3. Don't cry —it is not serious — Sonu will soon be better.
4

Our doctor will give you medicine the cold and blocked nose
will be dright, its just matter of time.

iii) Recognize and praise what the mother is doing right to

»  Build mother’s confidence with simplelocal language.



Encourages her to continue those good practices. Counsellingin RCH
Programme

Makes it easier for her to accept suggestions later.

Give practica help and arrange for medical care as per IMNCI.

Help to make her comfortable.

Make it easier for help hold the baby.

YV V V VY V

> Give her some water to drink.
iv) Give little relevant information
» On care of the baby
» Breast feeding method and proper attachment and
» Medical help if needed as per IMNCI/ FIMNCI

176 PRACTICING UN-CONVENTIONAL
LEARNING EXERCISE (UNCLE) IN RCH

In this module a lot of information has been given to you. Some time
they need special learning exercises, particularly in extending the services
you need to learn Unconventional Learning Exercise, popularly caled as
UNCLE Mode. The RCH modules of IGNOU has been exposing you
to newer methods such as Client Interactive Session (CIS), Fish Bowl
Technique, Group discussion, Focus Group Discussion (FGD), Role Playing
and Problem Based Learning. You are supposed to learn these techniques
and your course counsellor must make you practice these methods during
contact sessions. Practice these and record them in your log book with
diagram as and when required. There are number of examples given in the
section 16.5 of this module. Practice all situations.

Check Your Progress 2
1. List five attributes that a good counsellor should have.
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177 LET US SUM UP

In this unit, the elements of Counselling have been discussed with
examples. Four specific situations of Counselling are discussed i.e.
Pregnancy (1% Trimester), adolescent, IUD contraception and HIV/AIDS.
Your course counsellor could make you practice these in different clientless
using the different UNCLE methods in your set up/ health units.

17.8 ANSWERS TO CHECK YOUR PROGRESS

Check Your Progress 1

1. Counsdlling is a process wherein one person helps another as they
talk face to face, to enable or help the clients make their own
decisions or solve problems.

2. Gather is the mnemonics used to remember the steps of Counselling:
Greet, Ask, Tell, Help, Explain, Return

3. Good reception makes them comfortable. Establish rapport.

A Ask the questions in a friendly manner to ascertain the needs/
problem.

T  Tell different methods of contraception to promote informed
choices.

H Héelp the client to choose a method.

E Explain how to use, where to get, side effects and their
management.

R Plan for return visit.
Check Your Progress 2

1. Five attributes of a good counsellor are good listener, nonjudgEmental,
sympathetic, knowledgeable, good communicator.

2. Friendly environment; non threatening and satisfied clients; Returnsfor
visit; Helping and supporting in nature; Client is bale to decide.

3. Activelistening, reflection of feeling, questioning, paraphrasing and
interpretation.
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18.0 OBJECTIVES

After going through the unit, this learner should be able to :

e define community participation;
o describe the concept of community participation;

o delineate the extent and nature of community participation in
Reproductive and Child Health (RCH) Programmes;



o identify the organized community groups for RCH services in the Community Participation
community;

o enlist the factors which promote/retard community participation; and

e assessthelevel of community participation in Community Needs
Assessment Approach (CNAA) in RCH.

181 INTRODUCTION

This unit, is designed to develop the concept of community participation in
Reproductive and Child Health Programme; by reviewing the health
programmes in the country where there is an ABSOLUTE need of
involvement / participation of the community. In fact Participation is an out
dated word since it shows the passive nature of the Community. Thus its
important to involve the community. Let us understand the difference
between the two terminologies. Suppose there is a marriage ceremony.
People come to attend, eat the food and deliver their gift / money and go
away—rather forget the ceremony. There might be multiple ceremony on
the same day so they just attend for the photograph and go to attend the
next one.; while the bride and bride groom are involved in the marriage.
In short the “ Spectators” are Participants and the “ Performers” are the
those who are Invelved.

Participatory Learning and Action (PLA) approach to stimulate the
community participation and social mobilization has been enunciated in
many districts and the workers are also trained. Some of the successful
examples of community participation in the country have been elucidated
and near absence of community participation in the Government run
programmes has aso been demonstrated. Experiences of new thrust areas
of Community Needs Assessment Approach (CNAA) under RCH
programme are organized to enhance the learning about the community to
enhance the process of participation. You will learn and enrich your
experiences of community participation by visit to health facility/ health
programmes; by interviewing clients, organized groups through focus group
discussion (FGD) and by undertaking stimulating and challenging project
work in the field of community participation under the guidance of your
preceptor.

18.2 CONCEPT OFACTIVE COMMUNITY
PARTICIPATION

Community involvement is the power to bring positive and measurable
change to both the communities in which you operate and the health

sector/ health worker. Community involvement examples includein-kind or
financial support provision also by the programme or employee / volunteer,
support with man-days, enduring non profit partnerships, and so on. In
fact, the benefits of corporate community involvement are two-fold,
providing positive returns to local charitable organizations and
neighbourhoods and boosting company performance indicators, such
asreputation and employee engagement. Asyour company builds
partnerships and working relationships with local community non profits and
service-based organizations, neighbourhoods are strengthened. There are 59




Communication for even way's to promote networking and skill-building among employees

Behavioural Change while you are strengthening your community. This does not mean that
Community involvement is the beginning of an entire community renewal.
The long-term benefits of these can include the creation of improvement in
community relations, community empowerment, heightened economic status,
environmental restoration and enhancement of the quality of life in the
neighbourhood through environmental assessment and/or deanup. This
section discusses what Community Involvement is, why it isimportant, and
what its' challenges are. Information on how to conduct a Community
Assessment, and information on the importance of communication in
actively informing and involving acommunity is presented. Community
involvement is a very important aspect of revitalization for any community,
no matter what size. Without community buy-in, a project may never get
off the ground or will not be accepted once it is completed.

National hedlth policy 2017 aso emphasizes on building the trust of the
common man in public health care system by making it predictable,
efficient, patient centric, affordable and effective, with a comprehensive
package of services and products that meet immediate health care needs
of most people through Community Involvement. It also states
“Decentralization” of decision making to a level as is consistent with
practical considerations and institutional capacity. Community participation in
health planning processes is to be promoted side by side.

Basics of community participation

Take a good look at your community; respect your peoples’ traditions,
ideas and culture. Help them build on the knowledge and skills they

aready have.

o Go to people.

o Lovethem.

o Learn from them.

o Servethem.

o Begin with what they know.
o Build on what they have.

The first requirement is to understand the community you serve. Our
concern should be for all the people. Go to your people, visit their
homes, fields, gathering places, schools, market place. Learn how have
they organised themselves, what are their attitudes, beliefs and practices
and what resources they have to meet their felt needs.

18.3 DEFINITION OF COMMUNITY AND
COMMUNITY PARTICIPATION

Definition of Community

Community is a group of people, who occupy aterritorial area, have
common interest, needs and have common pattern of social and economic
relationship. A community may be rural or urban; asmall or large.



Depending upon the settlement pattern, the population density, a community
may consist of a village or town, or part of a village or a town or
several non-contiguous settlements or groups of nomads. Nomads are also
community; hence they are usudly said as migrant community.

The RCH community will consist of all households/ homes having infants,
pre-school children, school children, adolescent, men and women in
reproductive age group extended up to 49 years of age. They have the
characteristics of literacy, occupation, economic pattern, land holding, animal
wealth, social structure, power structure, leadership pattern, local self govt.,
menta and emotional patterns, religious and educational institutions and
organized groups and organizations, material resources, cultural resources,
cultural pattern (beliefs, attitudes and practices), value system, pride and
prejudices, wedlth and poverty, needs and accomplishments, ignorance and
wisdom, weaknesses and strengths, illnesses and health.

Thereis no single definition of community participation. * Community
participation is an educational and empowering process in which
people, are in partnership with those who are able to assist them,
identify their problems and needs and increasingly assume responsibility
by themselves to plan, manage, control and assess the collective
actions that are proved necessary.” Ideally true or active community
partnership means that people should be knowledgeable about their own
health needs/problem; draw out the plans for action according to the
priorities and resources available, organize and implement programme
monitor and control their progress and periodically evaluate for getting the
feedback and do the reprogramming.

Community participation means active involvement of al people of the
community in determining the needs, nature of these needs and deciding
how to meet them and all consequent actions. Such qualities are often
seen in the western world, maybe we need some more time to think for
our fellow men than politicians. Whatever the nature of external stimulus, it
must be directed to increase the level of consciousness in the community
of its problems. In this way people will become more and more aware of
not only of their needs, but also their ability to bring about changes that
will meet them.

184 RESOURCESOF COMMUNITY

Resource of Community can be the following:

1. Manpower for labor towards achieving a goa set for them as
“Intringc Participants”.

2. Community land available for use for social forestry, grazing or
Hedlth activity.

Village pond for fisheries development.
Housetax collection.

Selling/auction of trees.

© 0 &~ W

Rasing of money through voluntary donations.

Community Participation
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10.
1.

12.
13.
14.
15.
16.
17.

Selling of common land can bring a lot of revenue.

Village Cooperative societies.

Cooperative banking system.

School, sub centre, primary health centre and other institutions.

Local industries of varied kind and commercia activities (brick kiln
etc).

Motivated organized groups of women, youth and adults.

Selfless Leaders—formal and informal.

Other aspects such as Panchayat Ghar/community centres.

Income from festivals, cattle fair and special events.

Internal conviction of Transparency in financial matters at al level.

Support in Digitalization and clean environment.

Char acteristics of External Simulus

The external stimulus or in personal terms, the “ Stimulator” has certain
Characterigtics.

He or she should aim at €eliciting a response from the community in
the form of strengthened organisation and an increase in the level of
awareness of its needs.

The stimulator should also be able to give some support to the
projects emanating from the organised community and to act as a link
to external, governmental or non-governmental measures.

The stimulator should be knowledgeable of the community structure,
capable of communicating not only with formal leaders, but also with
community at large and in further identifying potential, new leaders.

He/she should have technical knowledge in a specific field such as
health, nutrition, agriculture and cottage industries etc.

He/she should be acceptable to community.

Check Your Progress 1
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3. Differentiat between community participation and Community Community Participation
involvement.

18.5 OBSERVED PATTERN OF COMMUNITY
PARTICIPATION IN RCH/MCH
PROGRAMME

The institution of the village panchayat is the prime mover for village
development including health activities. Sub-centre buildings and land for
sub-centre building, maintenance of sub-centre of or payment of the rent
for sub-centre accommodation is generally undertaken by village
panchayats. However, the tendency of the village panchayat is to give low
lying land, on the outskirt/ periphery of the village at a lonely place, which
becomes insecure for young female health workers and exposed to theft
and flooding during the rainy season or its access becomes difficult for the
mothers and children. Most of the sub-centres built by the government on
the panchayat land away from dwellings have beening disuse and are in
shabby conditions. Thus, they are non functional on account of neglect of
periodical repairs and deficiencies of water and electricity and poor
accessibility.

ICDS programme depends upon the village community place for
Anganwadi centre or the buildings like village chaupals that have been
given by village community, where mothers and young children are
imparted non formal education besides other package of services and
storage of supplementary food. At many places, the sub-centre and the
Anganwadi function under one roof. The village panchayat has tremendous
zeal and enthusiasm for building community centres and schools, pavement
of streets, construction of drains, renovation of walls and ponds. Village
land is frequently offered for construction of PHC, CHC, and water
works.

Birth and death registration is an obligatory responsibility of village
panchayats and for this, village panchayats have deployed village
Chowkidar/Chowkidars to record al births and deaths of the village and
submit this register periodically to the designated police station. Though
births and deaths are also registered by ANMs and AWWSs, but village
Chowkidar happens to be the official, formal and recognised channel of
reporting births and deaths and it has legal sanctity. Multiple channel
system helps to capture most of the events.
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Village sanitation work has been entrusted to the village panchayat and
visible efforts are construction of drains and pavement of drains, remova
of garbage and refuse, construction of manure pits, Gobar Gas plants
and promotion of sanitary latrines apart from maintenance of wells by each
community. Panchayats have limited resources to cope with the enormous
work of sanitation and consequently the sanitary conditions are appalling,
dirt and dust, heaps of refuse and garbage and stagnant waste water here
and there are enormous problems for breeding of mosquitoes and flies.
Open field defecation is widely prevalent because of lack of latrines; thus
women and children are exposed to the risk of diarrhoeal diseases and
worm infestations.

Health information and building favourable climate: Village panchayats
have been mobilized to disseminate health information on routine
immunizations and available services at the sub-centre, PHC, and CHC
with a purpose to build favorable social climate. Opinion leader’s camps
(for men and women) are an organized attempt to transmit and
disseminate most messages on health and family welfare to the family and
households. ASHA is a pivot of rural RCH activity. Their tasks include
motivating women to give birth in hospitals, bringing children to
immunization clinics, encouraging family planning (e.g., surgical sterilization),
treating basic illness and injury with first aid, keeping demographic records,
and improving village sanitation. ASHAS are also meant to serve as a key
communication mechanism between the hedlth care system and rural
populations. She is supposed to act as a depot holder for essential
provisions being made available to all habitations like Oral Rehydration
Therapy (ORS), Iron Folic Acid Tablet (IFA), chloroquine, Disposable
Delivery Kits (DDK), Ora Pills and Condoms, etc. She is an active
member of village level motivational camps. Influentid caste-religious, formal
and non-formal opinion making leaders do also assemble in these meetings
and share their life experiences with others. This assembly has helped in
generating favorable climate and opinions, dispelling doubts and misgivings
on family planning methods, immunization, diets and nutrition; delivery and
postnatal care and men’s participation in family welfare. Apart from
creating awareness on health/development, these fora have helped in
legitimizing the health action, group approval and emotiond integration.
Intense community mobilization has been withessed for pulse polio
immunization and mass campaigns for disease prevention and trestment.

Organised Community Groups: Village communities have organized
themselves into useful community groups for men and women. It is
worthwhile to mention a few of these such as Mahila Mandals, Mahila
Swasthya Sangh (MSS), link women, mothers’ groups, village cooperatives,
self help group of varied kind, youth organisations. These organised groups
are in addition to the governmental efforts. Non-governmental Organisations
have also created effective groups for mother and child development to
spearhead the human resource development. Village health committees and
committees on women and child development are in existence at some
places. Most of these groups are dormant and seldom used. These group
need to be empowered and given adequate resources for activization.
These groups, particularly Mahila Mandals and MSS, have a lot of
potential for mobilization of women and to organize the health development



and economic generation activities apart from improving child rearing and
hedth practices.

ICDS has been a movement forward for creating a voluntary base for
human resource development at the village level. Village communities have
planned the selection of Anganwadi workers, offered community centres for
functioning of child development in Village Chaupals, Panchayats Ghar,
Schools, etc. free of rent. Maintenance, alterations and additions of these
buildings is the responsibility of village Panchayats. At some places, the
village Panchayats bear the rent of the Anganwadi Centres.

Voluntary force of AWWSs have organized women groups through for a of
functional literacy, adult literacy and Mahila Mandals and craft centres.
Through these efforts, capabilities of mothers have been enhanced in the
areas of child rearing, feeding, personal hygiene and growth monitoring.
Cooking practices are changing slowly. Of the all the area, growth
monitoring has become a recognisable concern of most of the mothers.
Birth weights are being recorded and greater concern for weighing of the
children is developing. Mother group are inquisitive to know the growth
performance of their babies. Growth charts are becoming useful tools for
nutrition and health education, and their “ spread effect” is observable
through informal meetings of mother groups. Causes of growth failures are
now understood better than before. Severe forms of malnutrition have
declined to alow level. Within the scheme of ICDS, growth monitoring
has come to stay and serve as building blocks for development of other
programmes. Growth charts are becoming tools for education of the
individuds, families and community.

18.6 INVOLVEMENT OF COMMUNITY IN
CNAA

Community identifies/sdects Private practitioners, folk practitioners, ASHA,
AWWSs and TBAs for essentia health functions of Primary Health Care.

Women groups have been involved in organizing feeding and non-formal
education programmes for children and mothers in ICDS programme. A
community may contribute grains for supplementary feeding programme,
donates toys and play material besides the other materia required for non-
formal education activities.

Community Involvement in planning of RCH Programme at Sub-
centre: The National Health and Family Welfare Programme has moved
from target based activity to a client centered, demand driven and quality
service programme. The Target Free Approach (TFA), re-named as
Community Need Assessment Approach (CNAA), has been a positive
deveopment to involve community for decentralized and participatory
planning under RCH. However such activities had limited example and
existence today. In fact such governments persuaded activity based
community involvement have usually short lived and they disappear early. A
strong community sdf-motivation is mandatory for long lasting community
action. ASHA and USHA were created to arouse community involvement
a the grass root level. The different studies have revealed that ASHA is
also involved more in incentivized programmes than community organization.

Community Participation
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18.6.1 Preparation of the Sub-centre Action Plan

This is an important evolution in RCH programme. Sub-centre action plan
is the first step in the process of the decentralized planning. Sub centre
team now is required to prepare action plans of the sub-centre by
consultative process; which is a continuous consultation with men and
women in the reproductive age group including the adolescent groups,
during home visits, clinic attendance and group meetings with village
panchayats and other groups such as MSS and Mahila Mandals and link
women or any other group established by NGOs. It is known as RCH
Micro plan where the AWW, ANM and ASHA have specific well-defined
activitiesto organize community motivation towards participation for
Immunization, Family planning and child health. The ASHA works as a
community link-pin and arranges the clients or care receivers. The AWW
provides space, from within her Anganwadi Centre, for activities as well as
Nutrition supplementation and the ANM provides health care including
Immunization. However the AWW is not supposed to give any medicine,
polio drops or even vitamin A solution. This activity enhances updating, the
list of al eligible couples, but nothing can replace or substitute the regular
direct contacts with clients, which is created by this Convergence Activity
at the grass roots. In practice, the sub-centre action plan involves
community in identification of the poorest families, acceptors of
economically weaker sections; pregnant women, under-five children and
eligible couples. With this approach, the process of planning of RCH
services will begin from the bottom and women /people will be consulted
to evolve sub-centre plans, PHC plans and CHC plans; which is in
concurrence with Bottom up Programming or de-centralized planning.
Different flexible approaches for targeting clients such as young couples
between 20-29 year of age; women with children one year of age;, RCH
problems in economically weaker sections and women between 45-49 for
post-reproductive morbidities etc , can aso be addressed by such
Community based Decentralized activity. Apart from this, locally evolved
efficient work schedulein consultation with women and village community
have been initiated..

18.6.2 Decentralsed Planning and Programme
Implementation

Responsibility of the Community

The decentralization of power and decision making processes from nationa
and state to local bodies has become a mgjor trend globally.
Decentralization, being a process that puts in place a structura arrangement
for facilitating shared exercise of power among central government, local
governments, and local communities, is a wide and complex field allowing
for community participation in governance and development. Centralized
decision-making at national or state levels has been proven time and again
to be unsuitable to local conditions. The “one size fits al” policy
mechanisms have given way to the understanding that policies need to be
tailored to the needs of local communities and should reflect the diversity
embedded in these communities.



The 73rd and 74th constitutional amendment Acts, 1992 made health, Community Participation
family welfare and education the responsibility of village Panchayats. The

Panchayati Rg Institutions are important means of furthering decentrdized

planning and programme implementation. However, in order to realize their

potentid, they need strengthening by further delegation of administrative and

financial powers including powers of resource mobilization. Control of sub

centres and PHCs has been given to village Panchayats in Kerala and the

process of devolution is in various stages of development. In some states,

only controls of sub-centre have been given to village Panchayats.

Village self help acceptor groups (AWW of ICDS, Mahila Mandals, MSS-
link women and others) need to be trained and motivated to become
primary contacts at the household levels. Once these groups would meset,
may be every fortnight, and initiate implementation of activities as expected,
at village level integrated, coordinated service delivery package for basic
health care, and maternal and child health services could be provided at
the community level. The ASHA tracking system and wats aap groupings
have been initiated almost in all districts to provide concentrated action
and feed back to the hedlth and social system. The pivotal responsibility
of health sector should ensure right orientation of village Panchayats, health
teams, mid level supporters like ASHA and AWW towards activating self
help groups at the village level to undertake community based action and
help evolving effective Sub-centre Action Plans are the crux of the task to
be ascertained.

18.6.3 Succesful Indian Examples of Community
Participation

Based on the community needs, several non-governmental organisations
have been able to dlicit instant community participation. Most recently, the
UNICEF sponsored Project MCHN (maternal and child Health and
Nutrition) has amply shown in five districts UP (Varanasi, Lucknow, Agra,
Jhansi and Allahabad) of how community involvement by PLA and the
volunteer worker Bal-Paribar Mitra (BPMS) can implement RCH activities
effectively. In this project the BPMs were working without any incentive
also. The departments of Community Medicine of the medical Institute of
the above district along with UNICEF, Lucknow and state health
departments provided the best example of community involvement with
decentrdized RCH programme and sanitary activity implementation.

The Centre for Population Education Extension and Research (CPERE) of
the department of Community Medicine, Institute of Medical Sciences,
Banaras Hindu University (BHU) has been running successful community
and University convergence programme since 2012. In this programme
there are 33 villages who implement decentralized RCH, IMNCI, Nutrition
Education, Sanitation and Agricultural activities. Thisis an unique
programme by itself.

Some old projects such as CBD (Community Based Distribution) project
of BHU which implemented community based family planning programme
for 10 years since 1976 to 1986 has been a remarkable project which
created impact on the government to distribute ora pills by health worker
which was earlier not alowed.
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Sunderban Project of rural sanitation drives in W. Bengal, promotion of
sanitary latrines in Gujarat; Parivar Sewa Sanstha (PSS); SEWA Rural in
Guijarat; Vadu Rural Health Project (Maharashtra) are examples of
successful community participation. Participatory Health Communication and
action—an innovative research project by NIHFW New Delhi; Child in
Need Instiute of West Bengal, Kolkata; Tilonia Model as new approach
for Cooperative Development, Tilonia Ragjasthan; Holistic, Modality of
Participatory Interface Mechanism for Integrated health care in Rural West
Bengal; Institute of Child Health Kolkata; Kasa Project (Maharashtra);
Comprehensive Labour Welfare Scheme of United Planters Association of
Southern India; Vivakanand Girijan Kalyan Kendra, Conoor;
Comprehensive Health and development Project, Pachod; KEM Rural
Health Project etc have also been working at the grass root level.
However, these projects did have some limitations:

o All these modes covered limited geographical areas and were not
reproduced for wider application.

e Most of these projects worked for shorter duration to demonstrate
high degree of success with the dedication and commitment and
charismatic personality, inspired by adequate funding from the donor
agencies.

« Sustainability and replication were also the problems in many of these
projects.

o Lessons learnt were that diversities of approaches and models are
needed for a vast country like our as no single uniform strategy can
work for whole country.

o Some of the lessons learnt through these experiments can be the
guiding force for involving people in health and development
programmes.

o One of the disturbing and critical observation about all these projects
stands out clearly, i.e. these operated in isolation of existing health
and development infrastructure in that area. In a way, these projects
tried to compete with, rather complementing the existing efforts on the
ground Stuation.

« Heavy incentives for project functionaries played the trick in achieving
the results in limited geographical area.

18.7 COMMUNITY NEEDSASSESSMENT

18.7.1 Seps in Operationalisation of Community
Participation

Self Diagnosis: An organized community with some outside technical
guidance should be able to arrive at a simple and basic self diagnosis that
involves:

o Appraisa of characteristics of community
o Theidentification of needs and the problems

o Theidentification of actual and potential resources

o Deermination of priorities



M ethods of Community Participation

A) Plan of Action: Committed community organisation leads to:

B)

C)

Defining what they wish to achieve (Objectives): Initia
objective should be limited, of simple concrete and scientific
nature; achievable within a short time. The objective should be
acceptable to the mgjority. Objective should strike a balance
between the “ felt need” and technical health and nutritional needs
(real needs).

M obilization of resources: The resources should originate from
the community itself constituting self help, materid, financial and
manpower resources and traditional management capecity. External
assistance and resources should also be taken into account.

Consideration of dternative solutions.

I mplementing the action: By choosing the best course of action
with “ appropriate technology” with self help or external technical
guidance.

Monitoring and evolution mechanism to be evolved by the
community. Regulatory reports to be prepared and shared with
the community. Obstacles should be identified and mid course
corrections done at earliest.

Coordination: Supervision and integration of different activities
are other management functions which community must ensure for
better results and to avoid duplication of efforts and provide spot
guidance to work.

Some Activities which community has carried out:

Measuring arm circumference by colour tape
Weighing of children and growth monitoring
Conservation of drinking water

Chlorination of water

Drug distribution centres for malaria, ORS depot
Contraceptive Depots

Preparation of Disposable Delivery Kits (DDK)
Preparation of Sugar Salt Packets

Use of waste water for kitchen gardens for growing protective
foods and use thereof.

Does the Community Perceive the Health Needs / Demand in
correct Perspective and are these priorities for them?

Due to “Providers Approach” i.e. highly centralized and top
down approach, the community over the years has become over
dependent on the government system and their capacities have
been.

Community Participation
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« whenever the elected representatives of people meet in a village
or block/district meeting, concern for health is seldom voiced;
there priorities are roads, transport, electricity, schools, ponds and
other development issues like pavement of streets and community
centre etc.

o Hedth workers and village development functionaries have not
been trained to “ organize community efforts for self reliance”.
They lack the skills of commuity organization.

o By and large, the health needs have come from the experts and
the higher setup. The main mechanism has been provision of
basic health services through sub-centres, Primary Health Centres
and Community Health Centres. People demand for doctors,
drugs, dispensaries and hospitals. People have seldom been
involved in ascertaining real needs.

18.7.2 Participatory Learning and Action (PLA)

The participatory methods are available to assess the real headth needs/felt
needs. These methods are—participatory learning for action approach;
focus group discussion, rapid surveys by community itself and use of local
data/records. We will discuss PLA in details below.

Participatory Learning for Action (PLA): The PLA methods have been
successfully tried. PLA method is purposive interaction with groups of
people—says village panchayats, Mahila Mandals, Mahila Swasthya Sanghs,
School Teachers or the youth clubs, TBAs and AWWSs. The method
alows people to participate and express rapidly their perceived heath
needs, RCH needs, needs of pregnant, lactating and young children in their
environments. Such organized for a can project cultura values, practices
and problems which affect them. As matter of fact the health workers
routinely organize such an activity but they do not use it for the purpose
of planning or making the subcentre action plan. The needs expressed by
different groups should be enlisted and priorities should be determined in
consultation with people.

Participatory Learning and Action ( PLA) methods are adopted to enable
communities to analyze their needs, identify the possible solutions to meet those
needs and develop, implement and evaluate a plan of action. Mapping is one
such PLA process. Maps are spatia data gathering tools which for RCH
programme development can provide avisual representation of:

o Presence and location of relevant community resources.
o Learn about relevant problems.
o Provide abaseline for assessing change.

A spot map is a community based map usually devised by people in the
community showing resources and socia conditions which may be used to
identify needs and plan need and plan need based behaviour change
interventions.

Before a community can plan how they can best reduce their reproductive
and child health problems, it is necessary to pinpoint what are the most
important local needs — perceived or real. Therefore, the community should
be facilitated towards producing maps, showing map of community



resources (Health care facilities etc.) Maps can be used to explore specific Community Participation

issues e.g. families where eligible couples family spacing methods; Location
of TBAS/midwives in the village, etc.

During the mapping process, possible ways to mitigate the problems can
also be identified and added to the final map e.g., existing community
based responses which may be utilised to avoid delay in transferring a
women in labour to the nearest institution for delivery etc. Spot mapping
is away to compile the accumulated experience of a community. The
mapping session is also important for dissemination of awareness regarding
reproductive and child health issues in the community:

Hand drawn maps are enough for the community to prepare their
Community Reproductive and child health Action Plan.

The maps can incorporate layers of information :
o main landscape features,

o ‘resources on top of the basic map. Resources include important
public facilities such as schools, health care facilities etc., especialy
those relevant to the issue under examination.

e 0N aseparate “layer” of the map the problem zones are marked e.g.,
houses of pregnant women marked in red.On this layer the suggested
measures to solve problems can also be marked Such layers can
be made on hand drawn maps by drawing on transparent plastic
sheets on top of the base map.

To make the exercise interesting, several innovations can be used for
ranking the expressed needs/services on cards and then arranging these
cards in sequence as per expressed needs. You can build questions as to
why the high ranking or low ranking is accorded to a services or felt
need and reasons thereof in the words of the group.

Similarly, information can be put on a village map showing location of
different institutions and service available in the community and €licit
reaction of the people. Ascertain the activities for which the individuals,
families and community can take responsibility and what should be the
responsibility of different sections including health, agriculture, education and
deveopment.

18.7.3 Areas of Responsbility

Individual Family Community

e Personad Hygiene |« Cooking of food, mixed ceredls, | « Building subcentre,
e Washing of Hands use pulses and green PHC, School and

leafy vegetables water works
e Brushing Teeth o Disposal of waste e Record births and
water for desths and causes
kitchen garden of desth
e Clean edting o Ingtalation of sanitary latrine « Digging wells
Breastfeeding Disposal of garbage refuse Village Sanitation
Smokeless* Chullah” Raising the funds
Solar Cooker Inter-sectoral
Mannure Pits coordination
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Needs of sanitation, water preservation and use can be assessed by joint
observation or self survey by the community of village groups and health
teams. Locadlities and houses which are high risk can also be identified
jointly with community.

Can village people take responsibility for hedth care as organised
community’?

The village community has elected panchayats apart from other organised
groups of men and women. So far the village Panchayats has played a
subservient role to executives and higher echelons of the government. Now
there is a constitutional amendment (73rd and 74th amendment, 1994)
which empowers the village panchayats to take responsibility of health,
education and development and many other areas which have been
specified. Traditionally, village panchayats have been reporting epidemics,
asking for lodging the complaint for refuse and garbage dumps, chlorination
of water and manure pits etc. Loca involvement ranges from the selection
of health guidess AWW from among the population to the construction and
maintenance of health facilities and help in financing of health services
through the population to the construction of health facilities and help in
financing of health services through population based payments and other
support to the health workers. Now the village panchayats will control
sub-centres and PHCs and there will be local ownership and responsibility.
Women groups and panchayats have helped in promoting utilisation of
available services. Much remains to be done; examples given above are
symbolic contribution. We hope that things are planned by people with
assistance of health sector (Subcentre Action Plan) and implemented,
controlled and evaluated by them and people should say “We have done
it ourselves”.

18.7.4 Woman's Empowerment - Self Help Groups

A series of international agreements reached in the past decade has
affirmed that national development and global health depend on fostering
the full capacity of all citizens. Essential to this is the empowerment of
women.

The empowerment of women has been recognized as a basic human
right—and dso asimperative for national development, population
stabilization and global well-being. The neglect of sexual and reproductive
health and rights lies at the root of many problems including gender-based
violence, HIV/AIDS, maternal mortdity, teenage pregnancy, abandoned
children and rapid population growth. This massive denial of human rights
causes the death of millions of people every year; many more are
permanently injured or infected. Reproductive and sexual health and rights
are essential for the empowerment of women and to all quality of life
issues concerning social, economic, political and cultural participation by
women. The most important sexual and reproductive rights include:

o Reproductive and sexual health as a component of overall health,
throughout the life cycle, for both men and women;

« Reproductive decision-making, including voluntary choice in marriage,
family formation and determination of the number, timing and spacing
of one's children; and the right to have access to the information and
means needed to exercise voluntary choice;



« Equality and equity for men and women, to enable individuals to make Community Participation
free and informed choices in all spheres of life, free from
discrimination based on gender;

o Sexua and reproductive security, including freedom from sexual
violence and coercion, and the right to privacy.

Women’s empowerment is the process by which unequal power relations
are transformed and women gain greater equality with men. This includes
the extension of all fundamental social, economic and political rights to
women and the processes by which women gain inner power to express
and defend their rights and gain greater self-esteem and control over their
own lives and persona and socia relationships.

One such process is the organisation of self help groups for women.
Many rural women are economically very poor; most of them are
illiterates/semi-literates. These women can be organised into self-help groups
for :

« Initiation of savings and credit activities, and promotion of income
generating programmes in these self-help groups will bring more
economic development and independence to these women and their
families. Because of the better welfare of these families, more children
will be able to attend school instead of being forced into agricultural
child labour.

o Theformation of self-help groups will facilitate discussion of many
issues pertaining to their socio-economic, educational and hedlth status.
Thus, the formation of this group provides a forum to initiate many
participatory activities (including training and awareness camps).

o This process will also lead to increased confidence in these women,
and will help them to gain decision-making status in their society. This
will encourage these women to participate and contribute in general
social and political matters in their respective villages and empower
them to assert their reproductive rights.

How to form a SHG?

o First the concept of self-help groups needs to be explained by
personal interactions and group meetings with women. Representatives
from relevant government and non government agencies are usually
invited to attend these group meetings to provide additional
information. These women groups are given an understanding of the
concept of savings and credit activities, and they are provided with
the basic materials (account books, pens, etc.). For each group,
leaders are chosen, and these women receive extra training in their
duties and responsibilities.

o Periodicaly these groups meet to discuss their ongoing activities
including issues pertaining to ther socio-economic, educationd and
health status and to collect or distribute the money of their savings
and credit activities. At these meetings supportive supervision and
guidance is especialy important because many women areilliterate,
and they need to be explained more than once how the activities are

being done.
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18.7.5 Community Participation in Urban Slums

There is tremendous scope of community participation in urban areas
particularly in urban slums, which are yet to be covered adequately
through organized health services. Urban communities have organised
themselves or have been organized with external motivation of severa
NGOs and private health organisations for developing services for mothers
and children. Because of absence of infrastructure in these areas and the
limitation on the availability of public financial resources, basic services
would require avery substantial element of “self help”. Experiences in
many countries indicate that among slum communities, individual enterprise,
as well as group cooperation are characteristic features. Asin the rurd
areas, community participation would be a prerequisite and major resource
for establishment of basic services. Through the Nagarpalika holds the
obligatory responsibility to provide services but it runs out of its resources.
Within the slum communities, children and girls in particular are placed at
specia risk because of absence of parents from the home, either at work
or seeking employment. Day care along with health protection, health
improvement, water supply, sanitation and education would be important
services to be organized by the local self government with active
participation of community. Organization of information and education
campaign and capacity building of urban slum community will go along
way. By involving system of National Service Scheme; Universities and
Non Governmentd Organization; and voluntary contribution by those who
have capacity to pay, can make a lot difference.

In urban settings, religious and philanthropic organisations have offered the
place for hedth post, PHCs and dispensaries and Anganwadis. Rotary,
Lion Clubs and other organized groups are active to mobilize people and
offer services in the poor localities but capacity building of community has
been arare activity even by these organisations.

18.7.6 Factors which Promote Community Involvement
and Participation

The factors that promote community involvement are:

«  Strong community organisation, organised village/urban groups with well
defined objectives.

o Real needs assessed by the community itself, which affect a large
segment of the community.

o  Well informed community.

o Responsible community which has the ability to carry most of the
people with it.

o Adequate resources get mobilized from community itself.

« Transparency in use of resources and their proper accountability by
various communities.

o Control over local facilities and funds and power to generate resources
and utilisation of that for specified purposes.

o Proper orientation/training of community and different sectors.
« Maitching grant or assistance from the government/externd agency.



o Decentralization and devolution of powersto people. Community Participation

« Positive reporting by media and other channels to publicise success
stories/achievements.

« Recognition and rewards by the state/authorities.
Check Your Progress 2

1. Enumerate the most common areas where community has taken the
responsbility.

2. Give five example of successful projects, where there was substantial
community participation.

3.  Under the 73rd and 74th constitutional amendments, what
responsibilities have been entrusted to village Panchayats and
Nagarpalikas?

18.8 SOCIAL MARKETING IN HEALTH
18.8.1 Definition and Principles

Social marketing applies commercial marketing strategies to promote
public health. Social marketing is effective on a population level.

Headlthcare providers can contribute to its effectiveness. It covers a wide
variety of disciplines including health education, advertising, economics,
business management, scientific research, systems analysis, community
organization, psychology and epidemiology. Social marketing amsto
persuade or motivate people to adopt specific courses of action or
behaviour which are generally accepted as being beneficia. It is the
design, implementation and control of programmes seeking to increase the
acceptability of a socia idea or practice in a target group(s). It cannot
create the behaviour, it can only help to gain acceptance and a willingness
to adopt the behaviour. Since the adoption of the terminology, in 1975, it
illustrates the use of socia marketing in the prevention and control of
diseases. Marketing techniques (audience research, product analysis,
message design, distribution, “ advertising”, evaluation and feedback) can be
applied to health by taking into account the interests, values and goals of
the consumers, that isindividuals and communities and, according to the
marketing concept, making the consumer’s needs a priority. Social
marketing is a tool which may be used in achieving the goa of Health for
All by the Year 2000. It includes primary health care and community
development. It gives a thorough overview of the topic and is well
illustrated with case studies. This book has been used as source material
for much of the current paper. 75
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Socia marketing was originally defined as the design, implementation and
control of programmes intended to influence the acceptability of socia
ideas, involving considerations of product planning, pricing, communication,
distribution and marketing research. A more recently and widely acceptable
definition is that “ social marketing is application of marketing technologies
developed in commercial sector to solution of socia problems where the
bottom lineis behaviour change’.

The consumer of services is the “king”’. The consumer or client is the key
figure in social marketing. We in health and nutrition have all along
focused on the supply side, the medicines, contraceptives, food ,
knowledge and skills, weighing scales, weight cards, doctors and health
workers—all supplying products to clients. Marketing experts have look at
the “demand” as a missing functions and have turned to he consumer
themselves to learn how to create that “demand”. This early consumer
consultation is called “feed forward” by the Manoff. It attempts to define
in what the consumer is interested, his likes/dislikes, attitudes, values,
practices, needs and what does he think of health products/services, using
“feed forward” techniques such as focus groups, interviews and surveys. In
Indonesia, Ministry of Health assisted by Manoff and associates,
determined the maor concern of mothers about feeding their children at
different ages and under different circumstances, all focusing on the first 24
months of life. They then developed recommended practices specific to
each locality, by observing actual food preparations, methods used in
village homes, cooking by the investigators along with mothers. In an
effort to make more interactive educational materials, they developed
“Action Posters” which stimulated mother to record on poster each time
she carried out a recommended feeding activity. The central forum for
continuing motivation and transfer of these recommendations was a monthly
weighing post held in each village. Viewed not as medical encounter or
data collection visit, but as the ideal education opportunity, growth over
the previous month became the trigger for specific educational messages
unique to each child and his growth pattern, his age, his health situation
and devdlopmental status.

Principles and techniques of social marketing
Principles and techniques of social marketing include the following:

Product: This may be a service or a materia: for example, a therapeutic
drug, aclinic, a skills-teaching course, an educational pamphlet. The
consumer must know about the product and find it easy to use. The
product should be tried out to see if users understand and also like it.
Some posters of Immunization programme, RF/RHD project were
subjected to assessment in the community in Varanasi, of which it was
observed that many posters did not arouse the thinking as was desired by
the posters. Similarly once written leaflets are distributed in an area, one
must understand what the literacy status of the receiver is or in simple
term it is necessary to understand: “is the person receiving the leaflet, able
to read and understand it?’

Package: Good product management concerns branding, packaging,
positioning, form, product life cycle and product development. Where there
are several products, these should be compatible. If, for instance, the



design of an educationa brochure is poor, and the text is difficult to Community Participation
understand, then there is likely to be a poor response to the document.

Pretesting will help to reduce some of the difficulties here. Identifying the

main components will give the optimum product mix on which the health

planner should concentrate his marketing efforts. These are outlined in any

good marketing text and are easily adapted to social marketing.

Place: The service or materials should be located where the users are
most likely to find them. If the potentia users are the elderly, then the
optimum location for giving information would be the supermarket, social
centres for the elderly, or the church.

Price: Economic reasons can be put forward to help explain why people
invest in health. In life-threatening situations, the cost of health is not at
the forefront and the price or person’s income has minimal effect on the
demand. However, in ordinary curative care, demand is more likely to be
affected by the price. If the price is high or personal income is low, then
the demand is less. Whereas if the price is low or persona income is
high, then demand is increased. Nevertheless, reducing the price adone may
not necessarily improve the response to the product; an increase in the
perception of the value of the product may also be required. Social
marketing of health has additional costs to take into account: these include
convenience costs if the individual has to take time off work or lose pay
to visit a clinic; and response costs if there is likely to be embarrassment
or fear of exposure of a particular problem, or if the individual fears
failure in carrying out the behaviour. These costs are more difficult to
assess. Here it also points a finger towards Social Marketing.

Promoaotion: Visibilities and timing Visibility reminds the user of the
product’s existence. Timing is presenting the reminder when the user is
most likely to take the required action, since people vary in their readiness
to receive information. The message should be promoted when receipt is
most desired and in a form that is most readily understood, from a source
where the user would most expect to find information of this kind. The
chosen channel should be accessible to the health planner and credible to
the user. Information channels include television, radio, magazines,
newspapers, social and professional organizations, schools, town meetings,
drug and medical equipment companies, word of mouth, opinion leaders
and so on. Good promotion also needs an element of surprise and novelty
to be. This section seeks to give a brief introduction to the approach,
terminology and techniques of social marketing. Detail of the marketing
strategies is not given and further information should be sought from
specific sources.

18.8.2 Objectives of the Social Marketing Programme
The objectives of the social marketing programme are to:

I.  promote acceptability and adoption of socially beneficial, voluntary
hedth behaviour.

ii. improve access to, and availability of a wide range of quality health
information, products and services with a public health benefit, for the
rural, underserved, low-income and vulnerable populations.

iii. provide more affordable health care products and services, with more

equitable distribution so as to reach the low income groups. -
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Vii.

Viil.

Sustain increases in total contraceptive use, especialy spacing methods,
among all segments of the population.

Adequately research the segmented market for contraceptives and
other products and services for basic and essentia health care, as well
as consumer preferences in respect of product attributes.

decentralize the social marketing programme in the field, and to
mainstream the coalition envisaged in the National Population Policy,
2000, for private— NGO— public partnership maybe through a
consortium that has the potential to catapult the socia marketing
programme into a national movement to improve availability, access
and affordability of basic hedlth care products.

simultaneously ensure strengthening of logistics at state levels to enable
an uninterrupted flow of products and services.

the national strategy for social marketing seeks to ensure that essential
health services reach the low income groups and the “ economically
active” poor people, through an appropriate public - private mix of
financing and provisioning so that they do not pay exorbitant sums for
quality hedlth care.

18.8.3 Strategic Themes

The following strategic themes are identified in order to achieve the
objectives of the social marketing programme :

Strategic Themes

)

i)

Maximising use of the Public Health Infrastructure (PHI) in rural areas
and urban slums. Socia Marketing initiatives to focus on areas which
have not been targeted by commercial contraceptive marketing
companies. We have over 1,36 55,000 sub-centres, 25,378 PHCs,
5,3,96 CHCs and 63,324 ISM dispensaries by 2015, to reach rurd
people. Social marketing organizations and NGOs will heve access to
PHI for socialy marketed products to address the unmet needs.
Additional channel such as ICDS and ISM Doctors, will be similarly
used for sale and dissemination of concepts, ideas, products and
services to access large numbers in underserved segments.

Expanding the basket of products: Condoms, Ora Contraceptive
Pill of different types and combinations, DDK (Disposable Delivery
Kit), ORS Packets, even Nutrition supplementation packets are being
socially marketed since long. Newer components like Toilet pots to
health care at Muhalla are aso being marketed at the doorstep with
similar policy of Social marketing. Now the basket of products would
be expanded to a number of products as the strategies of the
government changes and takes newer missions.

I ntroducing Services

Social franchising: A socia franchiseis a network of private sector
healthcare providers that are linked through agreements to provide
socidly beneficia health services under acommon franchise brand. A
‘franchisor’ (typically anon-profit). Socia franchise programmes often-
times share these characteristics:



o The private healthcare providers (or franchisees) are not employed
by the social franchise programme

o There are fees for services or medica commodities that are
provided

o The franchised clinical services are linked to standards and
protocols

iv) IEC activities: Augment and harness full potential of IEC leading to

empowerment of rural poor and participatory model for development
in health sector. A separate IEC unit was set up in the Ministry
during the 4th Plan period. Earlier the unit was christened as publicity
and media unit. Over the last three plan periods on an average
Rs.100 to 120 crores have been spent on IEC activities mainly
comprising of dissemination of information and awareness generation
regarding various schemes and programmes operated by the Ministry.
Duties Generate awareness through dissemination of information leading
to adequate programme literacy regarding entitlements and processes
both for the beneficiaries as well as the implementers to ensure
optimum results. An operational definition of “1EC” refers to a public
health approach aiming at changing or reinforcing hedth-related
behaviours in a target audience, concerning a specific problem and
within apre-defined period of time, through communication methods
and principles. Activities following these principles and meeting the
above definition can be considered |EC initiatives, with a higher
potential to achieve the stated objective than the others. Thus, for
example, the development of a poster without the following elements
would not be a structured IEC initiative: audience analysis; testing; a
plan with objectives, indicators and targets; a clear target audience; a
distribution plan with follow-up; regular feedback through monitoring;
and a formal evaluation.

Targeting distribution and Government subsidies: The relative
distribution of the benefits of subsidy may be studied with respect to
different groups or classes of beneficiaries such as consumers and
producers, as also between different classes of consumers (rich/poor,
rural/urban or agricultural/non-agricultural), and producers (private/public/
cooperative). It is also useful to look at the pattern of regional (inter-
State) distribution of the benefits of subsidies. While this analysis can
be done with respect to each individual subsidy, it is often relevant to
view some of the subsidies as group (e.g., al agricultura subsidies) if
they cover inter-linked stages from production of inputs to the sale of
final output. Input subsidies in agriculture influence input prices of
agricultural production and thereby also the output prices. Input
subsidies generally remain untargeted because they filter through to
range of final outputs, the benefit of which may be derived by the
target as well as the non-target population. The scope of targeting
subsidy on final good is usually greater comprehensive analysis of the
incidence of subsidies would require general equilibrium framework with
information on use intensities of different inputs, and demand and
supply functions for different final goods. In this review, important
subsidies in India have been considered, at first, individually in respect
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of the relative distribution of their benefits from an economic class-
wise, location-wise (inter-regional) or rural-urban perspective as may
be relevant. Some of these are then considered together as group.

The discussion pertains to subsidies relating to: (i) food, (ii) fertiliser, (iii)
power, (iv) irrigation, (v) education and (vi) health. 90 Chapter Food
Subsidies The benefits of the food subsidy accruing to the poor depend
on: the number of poor who actually buy from the public distribution
system (PDS); the magnitude of benefit derived by the poor through their
PDS purchases; and inter alia, the extent of leakages in the operation of
the PDS. Targeting of the PDS may be looked at in two ways, viz., (i)
the proportion of poor beneficiaries in all beneficiaries and (ii) the
proportion of poor beneficiaries using the PDS among all poor.

The first target ratio (TR1) indicates as to how far the PDS caters to the
poor vis-a-vis the non-poor and the second ratio (TR2) indicates the
extent to which the poor are covered by the PDS. The obverse of the
first ratio (100-TR1) refers to an inclusion error, i.e., coverage of the non-
poor who ought to be excluded but are included while that of the second
ratio (100-TR2) indicates exclusion error, i.e., the percentage of those who
ought to included but are in fact excluded from the PDS.

18.84 Need for the Formal Strategy

Despite these achievements, the social marketing programmes could have
done better. Since the Social Marketing Programme (SMP) was launched
in India over 40 years ago, improvements have been attempted. Despite a
growing burden of subsidies, contraceptiv marketed in the SMP have not
reached village households sufficiently.

In 1999, the Department of Family Welfare, MOHFW set up a Working
Group comprising al the stakeholders who are involved in running the
programme. The report of this Working Group emphasized the need for
clear articulation of a formal nationa strategy to direct the ongoing SMP
embodying lessons learnt, in place of ad-hoc approaches.

Specifically, challenges to be addressed in any formal strategy for social
marketing include:

i. The SMP needs to ensure that people in India get the products and
services, that they need for basic and essential hedlth care, in
particular in the areas of maternal and child health, family planning,
STDS/AIDS and safe abortion, at a reasonable cost to themselves,
and to the Government. The SMP needs to provide multiple choices,
through multiple products and services, at multiple delivery points, so
as to optimize outreach.

ii. We need to augment the usage and off take of products.
Reproductive and Child Health (RCH) products under SMP must be
increased several fold.

iii. Inthe past, systemic inefficiencies led to frequent stock-outs of
contraceptives, and shortfalls in quantities marketed. Sometimes the
contraceptives and IFA reach the district but do not percolate to
periphery. Such distribution issues need to be solved.



iv. The potential and segmented market for IFA, contraceptives and other
relevant products and services in relation to RCH be attributed to the
need of the acceptors.

v. The programme has remained needlessly over-centralized and
government directed, with neither appropriately trained human resources
nor administrative capacity to provide appropriate direction and
management. Decision-making is based on precedents; opportunities for
expansion and diversification are lost.

vi. The SMP should be mainstreamed into coalition envisaged in NPP
(National Population Policy, 2000) for private— NGO— public
partnership, that has the potential to catapult the programme into
national movement to improve access and affordability to basic health
products.

vi. The SMP should not remain confined to the urban and peri-urban
areas, but must reach out quickly and massively to rural households.
Subsidies should be redirected accordingly. The following data from
the quintessential National Family Health Surveys (NFHS) 1998-1999
and in 2005-2006 is revealing:

Rural-Urban Disparities in Contraceptive Usage
(% of Reproductive Age Women using Method)

NFHS-2 | NFHS-3| NFHS-2| NFHS 3| NFHS-2 | NFHS 3

1998/99 [ 2005/06 | 1998/99 | 2005/06 | 1998/99 | 2005/06

INDIA | INDIA | URBAN| URBAN | RURAL [ RURAL
Condom 31 53 7.2 10.0 1.6 3.3
IUD 1.6 1.8 3.5 3.4 1.0 11
Al 2.1 3ls 2.7 3.9 1.9 2.8

Clearly, there is an urban-rura divide in the usage of contraceptives.
Furthermore, the low percentage increase in usage over the period even in
urban areas is also a matter of concern. There is immediate need to
increase availability of products and services in rural areas.

viii. It is necessary to strengthen logistics at state level to ensure an
uninterrupted flow of products and services. However, this relates to
programmes for strengthening (mainly rural) infrastructure and
communication, and accordingly, in this unit, the need is noted for
action under other plan schemes.

After three decades of Government investment and subsidies for Social
Marketing and IEC, the results are disappointing. Total contraceptive
use through modern temporary methods in 1998-99(NFHS-2) was
limited to 6.8 percent of women of reproductive age.

18.8.5 Vison Statement
The Vision Statement of the National Strategy for Social Marketing

The Social Marketing Programme will actively promote and distribute a
wide range of quality reproductive and child health information, products
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and services at affordable prices throughout the country, with a major
thrust for under-served segments of the population, in particular, the rural
population, people in urban slums and vulnerable groups. It is anticipated
that by 2010, the commercia sector will address the needs of much of
the currently subsidized urban markets, and free distribution would be
restricted to specific low-income and vulnerable groups.

Socia marketing will evolve as a tool in response to heath improvement
planning. Planners at the grass-roots should start with the epidemiological
and demographic data for the district (beginning with the block or village)
and determine the unmet need, as manifested by local morbidity
information, coupled with the express priorities of the community itself.

Any health improvement plan is an attempt to match service priorities with
the resources available. For this reason, any programme for social
marketing will first respond to locally specific strategies that may have
been identified, and then develop partnerships and options for resource
mobilization. The actual health problems of the population being served will
be reflected in the basket of products and services being provided through
sociad marketing.

Socia marketing will be implemented on the basis of professional market
research findings, in a coordinated and cost-effective manner.

18.8.6 Planning Social Marketing Programme (SMP)
This focuses on “ Consumer”.

Different marketing mix involved are:

i. A Product

ii. Its Price

iii. ItsDistribution (Place)

iv. Its Promotion

v. The Partnership involved

vi. Policy Involvement

Product

People/consumer first perceive that they have problem, consumer
perceptions and preferences in terms of problem and perspective solutions.
Before a product is launched, consumer is consulted to ascertain their
needs and preferences.

Socia Marketing in RCH encompasses diverse range of products from
condoms, contraceptive pills to such as Medical Termination of Pregnancy
(MTP), to products, e.g., Breastffeeding, Oral Rehydration Therapy (ORT).
Products introduced in the SMP must be distinguished (at least) in brand
and packaging from product of the same category meant for free (wholly
subsidized) distribution, as well as those sold without subsidy on a strictly
commerdial basis.
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The prices should be affordable and within reach of consumer. Free
supplies are considered to be inferior while purchased one are considered
to be of high quality by

18.8.7 Achievement of Social Marketing Programme in
India

o Social Marketing of condoms increased from 16 million pieces sold in
1968-69 to 478 million pieces in 1999-2000. The condoms marketed
under SMP represent one third of the total condom sales in India.

o Social Marketing of Ora Contraceptive Pills (OCP) increased from
7.24 lacs cycles in 1987-88 to 349 lacs cycles in 1999-2000
distributed annually in India through free supply, social marketing and
commercial sales.

o The SMP has helped to enlarge choices and options within each
product (Condoms and OCP) for the consumer.

o Thereis now feasibility of Social Marketing in India which hitherto
remained confined to urban area only.

e The brand name “Nirodh” (GOI-owned Brand) also distributed through
Socia Marketing, has become a generic name for condoms in India

Conclusion of Social Marketing in Health

The overall thrust of the SMS is to accelerate achievement of the socio-
demographic goals of NPP, 2000. Social marketing has immense potentia
for expanding the outreach and coverage of RCH products and services.
The programme is currently at a stage where a clear articulation of a
comprehensive strategy will improve the policy environment and strengthen
the programme. The SMP will strive to achieve the following:

« Lead to behavioural change among priority target groups or specific
target groups using local, innovative and research-based communication
drategies.

o Expand the market in rural areas and urban slums, using government
rural health infrastructure in addition to private distribution networks.

« Involve the private sector and encourage public-private partnership at
al levels.

o Expand the current basket of products.

o Apply commercial franchising techniques to the delivery of standard
preventive services.

o Encouragethese shifts with government subsidies for the development
of new rural markets, better targeting of free distribution towards most
vulnerable groups, and funding of specific interventions in specific areas
(area-projects).

« Diversify the sources of funding (private corporate sector).



Communication for « Set-up anew mechanism for stronger stakeholder involvement in the
Behavioural Change management of the programme.

o Improve the management of the programme with the development of
rational and transparent guidelines for product management, allocation
of government funds, monitoring and evaluation.

o Along with its partners, set-up a Code of Ethics for social marketing
practices, and corresponding sanction measures.

189 LET US SUM UP

In this unit, you have learnt the concept and definition of community and
community participation. The pattern of community participation in health,
nutrition and development programmein general and more specifically in
RCH/MCH programme have been discussed in detail with view to learn
the extent to which the community could take up the responsibilities in
these areas under the Target Free Approach, now named as Community
Needs Assessment Approach (CNAA). We have tried to delineate the
policy issues and operational aspects where the community can take direct
responsibility by organizing self help groups for RCH services to realize
the goal of NPPR, 2000; how the process of community consultation has
been built up in the preparation of the sub-centre action plan and
implementation thereof. Examples of successfull programmes where
community participation was forthcoming have been enlisted and the various
reasons of success.

Stories have been delineated for better understanding. Factors which
promote/retard the community participation have also been discussed.
Probable resources which community can marshal have been identified. The
list is not exhaustive and one can add more to this list. Efforts of various
available groups which can contribute in community organization and
community actions have been enunciated. Learners have been provided a
chance to check their progress and further readings have been suggested.
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CNAA : Community Needs Assessment Approach
FGD : Focus Group Discussion

M SS : Mahila Swasthya Sangh

PLA : Participatory Learning and Action

RCH : Reproductive and Child Health

SMP : Socid Marketing Programme

TFA : Target Free Approach

1811 ANSWERS TO CHECK YOUR PROGRESS

Check Your Progress 1

1. Community isa group of persons of defined geographical area, who
identify and share common interests and values and follow away of
life for common purpose.



Community participation means that people take responsibility to Community Participation
identify their own health needs, problems, goals and objectives,

prioritize these problems, generate resources to meet these problems,

have an action plan, implement and evaluate these plans themselves

and become master of their show and seek help and assistance from

various sectors.

Human resource, financial resources and material resources such as
giving land for institution/facility, bearing rent for accommodation, giving
input of personnel.

Check Your Progress 2

1.

Construction of sub-centre, schools and community centres, craft
centre, offering rent free accommodation, pay for the electricity and
water bills, selection of health guides and AWWS, recording of births
and deaths, reporting of epidemics, improving village sanitation, digging
of wells and chlorination of water.

Jamkhed Project; Tilonia Rgasthan; Parivar Sewa Sanstha; Sunderban
Project in West Bengal; SEWA Rura and Kasa projects.

Health and family welfare, education, animal husbandry, minor
irrigation, women development, sanitation and water supply, village
development and social forestry etc.

Anganwadi workers, Mahila Mandals, Mahila Swasthya Sanghs, link
women, youth and adolescent clubs

Unorganised community, dormant groups, centralization of power and
responsibility. Poor orientation of community and providers.
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