FACILITATED PARTICIPATORY LEARNING AND ACTION GROUPS
TO IMPROVE MATERNAL AND NEWBORN HEALTH
AT SCALE IN JHARKHAND, INDIA

PROTOCOL FOR A PROSPECTIVE, CONTROLLED, NON-RANDOMISED EVALUATION

v.8, 5th MAY 2017


1. BACKGROUND

In 2015, an estimated 2.7 million infants died in the first 28 days of life (the neonatal period) and 303,000 women died of complications of pregnancy and childbirth.[endnoteRef:1],[endnoteRef:2] The World Health Organisation's Global Strategy for Women's, Children's and Adolescents’ Health (2016-2030) has called for accelerated reductions in maternal and neonatal mortality.[endnoteRef:3] Community-based interventions to improve preventive practices and timely care-seeking in the perinatal period have been shown to reduce maternal and neonatal mortality in rigorous evaluations, but there are critical gaps in their coverage, especially in high mortality settings.[endnoteRef:4],[endnoteRef:5]  [1: REFERENCES

 You D, Hug L, Ejdemyr S, et al. Global, regional, and national levels and trends in under-5 mortality between 1990 and 2015, with scenario-based projections to 2030: a systematic analysis by the UN Inter-agency Group for Child Mortality Estimation. Lancet 2015; 386: 2275 - 2286.]  [2:  WHO, UNICEF, UNFPA, World Bank Group and the United Nations Population Division. Trends in maternal mortality: 1990 to 2015, November 2015. http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/. [Accessed 14th November 2016]]  [3:  World Health Organization. Global Strategy for Women’s, Children’s and Adolescents’ Health (2016-2030). http://www.who.int/life-course/partners/global-strategy/en/ [Accessed 14th November 2016]]  [4:  Lassi ZS, Bhutta ZA. Community-based intervention packages for reducing maternal and neonatal morbidity and mortality and improving neonatal outcomes. Cochrane Database of Systematic Reviews 2015; 3: CD007754. ]  [5:  Mason E, McDougall L, Lawn JE et al. From evidence to action to deliver a healthy start for the next generation. Lancet 2014; 384: 455–467.] 


India has the highest absolute number of neonatal deaths globally.[endnoteRef:6] The state of Jharkhand is located in eastern India (see Figure 1, below), and has a rural population of over 25 million. Its neonatal mortality rate (NMR) is one of the highest in India, with district-level estimates of between 17 and 41 deaths per 1000 live births. [endnoteRef:7],[endnoteRef:8] The Government of India’s National Health Mission program supports 820,000 Accredited Social Health Activists (ASHAs) mandated to encourage women to access skilled care in pregnancy and delivery, and provide home-based newborn care.  [6:  Lawn JE, Blencowe H, Oza S et al. Progress, priorities, and potential beyond survival. Lancet 2014; http://dx.doi.org/10.1016/ S0140-6736(14)60496-7]  [7:  India Annual Health Survey 2010-1, Jharkhand.]  [8:  Office of Registrar General, India, Ministry of Home Affairs: Annual Health Survey Bulletin 2011: http://censusindia.gov.in/vital_statistics/AHSBulletins/files/AHS%20bulletinppt.pdf] 
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Figure 1: Jharkhand (State), eastern India - location and key facts

In 2015, India’s National Health Systems Resource Centre (NHSRC), a key advisory body to the National Health Mission, recommended scaling up a community-based intervention using participatory learning and action (PLA) with women’s groups in ten Indian states, including Jharkhand, with technical support from Ekjut, a civil society organization. The PLA intervention has been tested in eight randomised controlled trials, including two in India.[endnoteRef:9],[endnoteRef:10],[endnoteRef:11] It involves groups of around 15-25 women facilitated by local women or community health workers. These groups take part in a cycle of participatory meetings in which they: (1) identify and prioritize common problems in pregnancy, delivery and the postnatal period; (2) identify strategies to address their prioritized problems; (3) implement their chosen strategies; (4) evaluate their progress. A meta-analysis of eight cluster-randomized controlled trials conducted in India, Bangladesh, Malawi and Nepal found that this intervention led to a 22% reduction in neonatal mortality (OR 0.78, 95% CI 0.67–0.92).11 The intervention is recommended by the World Health Organization for rural settings with low access to health services.[endnoteRef:12]  [9:  Prost A, Colbourn T, Seward N, et al. Women's groups practising participatory learning and action to improve maternal and newborn health in low-resource settings: a systematic review and meta-analysis. Lancet 2013; 381:1736-46. ]  [10:  Tripathy PK, Nair N, Barnett S, et al. Effect of a participatory intervention with women’s groups on birth outcomes and maternal depression in Jharkhand and Orissa, India: a cluster-randomised controlled trial. Lancet 2010; 375: 1182-1192.]  [11:  Tripathy PK, Nair N, Sinha R, et al. Effect of participatory women's groups facilitated by Accredited Social Health Activists on birth outcomes in rural eastern India: a cluster-randomised controlled trial. Lancet Global Health 2016; 4: e119-e128.]  [12:  World Health Organization. WHO recommendation on community mobilization through facilitated participatory learning and action cycles with women’s groups for maternal and newborn health. Geneva: World Health Organization, 2014. http://www.who.int/maternal_child_adolescent/documents/community-mobilization-maternal-newborn/en/. [Accessed 14th November 2016] ] 


2. OUR STUDY

The goal of our study is to evaluate the effectiveness, at scale, of women’s groups taking part in Participatory Learning and Action meetings to improve maternal and newborn health across the state of Jharkhand. The women’s group intervention is being introduced in three phases: phase 1 started in 2015 and covers six blocks (c. 600,000 population); phase 2 began in March 2017 and cover six districts, and phase 3 will start in October 2018 and cover the State’s remaining 18 districts (see Appendix 2: timeline). Meetings will be facilitated by local, government-incentivised community health workers called Accredited Social Health Activists (ASHAs, or Sahiyas in Jharkhand) and their supervisors (Sahiya Sathis).  

This study is the first large-scale, controlled effectiveness evaluation of a community-based intervention to improve maternal and newborn health through India's own government health service.    

3. THE PROGRAMME 

3.1 Theory of Change

Figure 1 describes the programme-wide theory of change.
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Figure 1: Programme theory of change





We hypothesize that Ekjut’s engagement with Jharkhand’s Health Mission will lead them to jointly adapt PLA training and intervention materials for the state. Ekjut will train a group of Master Trainers who, in turn, will train block-level training teams. These block-level teams will then train ASHA supervisors (Sahiya Sathis) to conduct meetings, and ASHA supervisors will train ASHAs to conduct meetings on the job. The Mission will offer financial incentives to ASHAs and their supervisors for conducting PLA meetings to improve maternal and newborn health through women’s groups in their catchment areas. The programme will aim for a coverage of around two groups per 1000 population, with 20-30% of pregnant women participating in a group and 20-30% of participants being from Scheduled Castes or Scheduled Tribes. During the PLA meeting cycle, groups will prioritise common problems in pregnancy, delivery and the newborn period, discuss their causes, prioritise strategies to address these problems, and implement their chosen strategies. This will lead to action on the determinants of maternal and newborn health at both individual and collective levels, and result in:

· Increased knowledge of appropriate practices to improve maternal and newborn health
· Improved preventive and healthcare-seeking practices related to maternal and newborn health
· Increased self-efficacy, decision-making power and social support for women during pregnancy, delivery and the postnatal period
· Reduced neonatal mortality, especially among the most socioeconomically deprived families

3.2 Responsibilities of programme partners

Ekjut has four main responsibilities in Phases 2 and 3 of this scale up:
1. To review and adapt PLA training and intervention materials with Jharkhand’s Health Mission prior to the start of the intervention
2. To train a total of 120 Master Trainers to support the Mission in scaling up the intervention
3. To help the Mission develop an MIS system for the intervention and periodically review its findings
4. To establish an independent data collection team for evaluation, in an office separate from the intervention team
	
The National Health Mission has five main responsibilities in Phases 2 and 3:
1. To jointly adapt intervention materials with Ekjut
2. To include Participatory Learning and Action meetings in its Programme Implementation Plan
3. To allocate budget for incentives to ASHA supervisors and ASHAs
4. To facilitated training of block-level trainers by Ekjut
5. To provide ongoing supervisory support to ASHA supervisors and ASHAs during the intervention

UCL has five responsibilities:
1. To develop the evaluation protocols and data collection tools in partnership with Ekjut and the Mission
2. To convene an independent advisory committee for the evaluation in order to ensure the robustness and independence of the evaluation process
3. To clean and analyse the baseline and evaluation quantitative data, with analysts blind to allocation status 
4. To support the analysis of qualitative data
5. To produce reports and publications  



4. RESEARCH QUESTIONS 

The evaluation is designed to answer six research questions. The first two concern the intervention’s impact in the six districts participating in Phase 2. The remaining four questions are about the intervention’s coverage, its mechanisms, and contextual factors that may influence it effects in Phase 2.

Our impact evaluation focuses on two questions:

1. What is the impact of the intervention on neonatal mortality and on maternal and newborn health practices?

2. What is the impact of the intervention on in the socioeconomically most deprived households?
Our process evaluation will answer six questions about coverage, mechanisms, and the role of contextual factors, first for the total population, and secondly for the socioeconomically most deprived households:

3. What coverage did the intervention achieve?
4. What were the effects of the intervention on women’s knowledge related to danger signs in the perinatal period?
5. What were the effects of the intervention on women’s decision-making power, self-efficacy and social support during the perinatal period?
6. What factors enabled and hindered impact and scale up?
The full set of indicators and data collection methods to answer these questions is detailed in Appendix 1, enclosed below. Effects from the impact evaluation in Phase 2 will be extrapolated to the 18 districts participating in Phase 3 if specific pre-determined conditions are met, as described below in 5.1.7.

5. EVALUATION METHODS

5.1 Quantitative methods

5.1.1 Study design

The intervention’s impact will be assessed using a non-randomised controlled design. 
Six districts participate in the second phase of scale up (from 2017 onwards). Within these six districts, we have worked with the National Health Mission to purposively select 20 blocks, and five data collection clusters of around 10,000 population each per block. We will seek cluster-level consent from village leaders (Panchayati Raj institution members or headmen) to collect data in their areas. This will results in a network of 100 data collection clusters of around 10,000 population each. 

Ten blocks (50 clusters) will receive the intervention in 2017, while the remaining ten will receive the intervention in 2019. This allocation has been decided purposively by the National Health Mission and is therefore non-random (see Appendix 3: minutes of meeting on selection and allocation of blocks). The delayed intervention area clusters will serve as control clusters in the evaluation period of 2017-2019. 

The study design is described in Figure 2.
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Figure 2: Study design

[bookmark: _GoBack]We will collect quantitative data in our 100 surveillance clusters from 1st March 2017 until 30th August 2019 (30 months). The first six months of data collection also corresponds to the intervention’s start-up time – during which we expect no or only small effects - and will constitute the baseline period. The subsequent 24 months will constitute the evaluation period. 

We estimate that data collectors will capture information for around 50,000 births (10,000 during the baseline and 40,000 during the evaluation) over 30 months across 100 clusters. These data will allow us to robustly estimate the impact of the scaled up intervention on neonatal mortality, and on maternal and newborn health practices. We will also collect data on the socio-demographic characteristics of mothers and use them to determine the impact of the intervention among the socioeconomically most deprived mothers and children. We will examine effects among mothers and children at the (approximate) bottom 40% of the socioeconomic hierarchy, defined on the basis of household ownership of assets, and, when necessary, combined with information on household characteristics (roof and window types, access to a toilet), literacy/educational attainment, and/or caste. We will select the variables to identify the most socioeconomically deprived at the end of the baseline period.

5.1.2 Sample size calculation

We estimate that there will be a minimum of 200 live births per geographical cluster of 10000 population per year, or 400 live births over the evaluation period of two years, i.e. 2000 births per block with five data collection clusters. We estimate the current state-level NMR at 35 per 1000 livebirths, allowing for inter- and intra-district variations. An evaluation with a total of 10 blocks (50 clusters) beginning the women’s group intervention in 2017, and 10 blocks of 50 clusters beginning the intervention in 2019 will allow us to measure a reduction of 20% in neonatal mortality between these two groups of blocks between 1st October 2017 and 31st September 2019 using a known k (coefficient of variation between clusters) of 0.1 (from published data), from 35 per 1000 livebirths to 28 per 1000 livebirths with 80% power at the 95% significance level. 











 5.1.3 Inclusion and exclusion criteria for the questionnaire survey

Inclusion criteria

Two types of respondents will be eligible to participate in the questionnaire survey that will be administered in our 100 data collection clusters:

1. Women aged 15 and above residing in the clusters and who have recently delivered a baby, or experienced a stillbirth or neonatal death. 

2. Relatives of women who have died as a result of complications of pregnancy and childbirth (maternal deaths).

Exclusion criteria: We will exclude women who have migrated for three months or more since their identification. 

5.1.4 Surveillance system

In each of the 100 data collection cluster, a network of five to six key informants (lay female community members) will report births or deaths to girls and women aged 15 and above to a data collector employed by the evaluation team. This data collection system has been described in detail elsewhere, and used in two other evaluations of the impact of women’s groups on birth outcomes in India.[endnoteRef:13] One interviewer will be responsible for a cluster of 10,000 population and conduct 1-2 interviews per day. They will visit key informants on a monthly basis to collect a list of births and deaths, verify the accuracy of these reports, pay the key informant an incentive of INR 50 (GBP 0.5) for each correct identification, and visit each household where a birth or death has been identified. During this visit, which will take place around six weeks after the identified event, the data collector will seek informed consent from mothers (or, in the event of a maternal death, other family members), and conduct an interview about practices in pregnancy, delivery and the postnatal period. The interview will also include questions about women’s decision-making power, self-efficacy and social support for problem-solving during the perinatal period. Interview data will be collected on a smartphone using an application developed in CommCare.  [13:  Barnett S, Nair N, Tripathy P, et al. A prospective key informant surveillance system to measure maternal mortality – findings from indigenous populations in Jharkhand and Orissa, India. BMC Pregnancy and Childbirth 2008 8:6.] 


Training: The recruitment and training of the data collection team, which includes six supervisors, 20 coordinators and 100 interviewers, took place between the 2nd January 2017 and the 28th of February 2017. Interviewers have been trained to administer the questionnaire through the smartphone app and upload their data, as well as to identify and report cases for verbal autopsies during a two week training, followed by 3-4 weeks of field testing prior to the start of data collection in March 2017. 

The quantitative data collection application has been designed in Hindi. Iin some households however, questions will need to be translated verbally in tribal languages (e.g. Ho or Santhal) most of which do not have typed scripts. The interviewers’ training will emphasize correct and consistent translation, and we will carry out a three-week long field-testing and ongoing supervision to minimize variability and support interviewers.

Quality assurance: Coordinators will aim to observe 10% of interviews conducted. We think that this system of ongoing support and supervision is more effective than repeating 10% of interviews, which inconveniences families and will lead to a delay in addressing any difficulties faced by interviewers. Data will be downloaded from CommCare on a weekly basis, then checked for consistency using automated do files in Stata. The data manager will explore and address reasons for inconsistencies and missing data in bi-monthly meetings with interviewers and coordinators.  

5.1.5 Quantitative data analyses

We will analyse data for the baseline period (1st March 2017-30th August 2017) to compare the socio-demographic characteristics of mothers between early and delayed intervention areas. This will enable us to make an a priori list of variables to be adjusted for in the final analysis.

The evaluation data collection period spans 24 months (1st September 2017 till 30th August 2019). We will compare the number of neonatal deaths, maternal deaths, and the prevalence of preventive and care-seeking practices between early and delayed intervention blocks using logistic regression models adjusting for cluster and baseline values. We will use the same data and models to estimate intervention effects among the socioeconomically most marginalised families in the early intervention blocks compared to delayed intervention blocks. All analyses will be by intention to treat: we will include information for all births and deaths in the early and delayed intervention blocks, whether these occurred to women who participated in groups or not. The analyst will be blind to allocation, i.e. to the timing of intervention start (2017 or 2019).

5.1.6 Monitoring of quantitative data throughout the programme

 In addition to these primary analyses for the impact evaluation, we will also review data from the six districts on an annual basis as part of programme monitoring. Specifically, we will look at: (1) the % of mothers who made a plan for delivery that included transport, identifying a facility and skilled birth attendant, and financial resources; (2) the % of infants breastfed within one hour of birth; (3) the % of infants wrapped within one hour of birth. 

5.1.7 Extrapolating effects on neonatal mortality from Phase 2 districts to the State

The primary focus of this evaluation is the Phase 2 scale up area. However, we are also interested in estimating the effect of the programme at a State-level, i.e. including all districts in Phase 3. Data collection on birth outcomes across the entire State is not possible. Results for the impact of the intervention in the six districts participating in Phase 2 will be available in late 2019. In September 2020, we will review the MIS data collected by Ekjut for all districts participating in Phase 3. We will use effect sizes for neonatal mortality found in the six Phase 2 districts to estimate the impact, with lower and upper bounds, for both the overall population and the most socioeconomically deprived households in districts participating in Phase 3, if the MIS indicates that five conditions are met: 

(1) All 120 Master Trainers in the State have been trained 
(2) All 2000 ASHA supervisors in the State have been trained 
(3) There are between 1 and 2 groups per 1000 population 
(4) An estimated 20-30% of pregnant women participate in groups
(5) An estimated 20-30% of group participants are from Scheduled Tribes or Scheduled Castes

The effect sizes for Phase 2 and Phase 3 will then be used to estimate the number of newborn lives saved across the State.

5.2 Qualitative data collection

5.2.1 Overview

In order to capture information about the mechanisms through which the intervention may have an impact, including changes in knowledge, practices, women’s decision-making power, self-efficacy and social support for problem-solving during the perinatal period, we will video-record all monthly meetings from 12 randomly selected women’s groups and conduct 12 focus group discussions with ASHAs from the same locations from April until September 2019.

We will select 12 groups (two per district, and one in a cluster with predominantly poor households, defined as areas with over 50% of households belonging to Scheduled Tribes and/or Scheduled Caste groups) and video-record their discussions on a monthly basis to obtain information about the group dynamics, ASHAs’ and ASHA supervisors’ facilitation skills, problems and strategies prioritised by the groups, as well as the successes and challenges encountered. 

The survey coordinators will collect video data on a monthly basis. Supervisors and the process evaluation manager will conduct the focus group discussions. The process evaluation manager has over eight years’ experience in qualitative data collection in the study areas, and will train supervisors in consent and facilitation processes. Topic guides will be provided and Hindi and we will work with coordinators fluent in local tribal languages to verbally translate questions and clarify meanings prior to the start of data collection.

5.2.1 Inclusion and exclusion criteria

Groups will be selected randomly to participate in monthly video-recordings if they are located in one of the 100 surveillance clusters in the six intervention districts, and give consent for recordings. Half of the groups will be selected from clusters with over 50% of households belonging to Scheduled Tribes and/or Scheduled Caste groups, as identified during the baseline period. Groups located in areas with civil unrest will be excluded from the sampling frame for random selection.

5.2.2 Qualitative data analyses

The video and audio data will not be transcribed but imported directly into Nvivo, from where we will directly code content using a thematic approach. A trained facilitator from the evaluation team will also conduct twelve focus group discussions with ASHAs in the same location as the 12 groups participating in the video-documentation exercise. Facilitators will use steps in the Most Significant Change to elicit and confirm stories of change, and will also probe for practices that were difficult to change.[endnoteRef:14]  [14:  Dart J, Davies R. A Dialogical, Story-Based Evaluation Tool: The Most Significant Change Technique. American Journal of Evaluation 2003; 24: 137–155.] 


6. Ethical considerations
We have identified four main ethical considerations arising from the proposed research.
6.1 Consent-related issues 
Cluster-level consent for participation in the evaluation (at the onset of the study) 
We have sought cluster-level consent for participation in the evaluation from village leaders after explaining the study aims, intervention and data collection procedures. These opinion leaders were given between one day and three weeks to consider participation (this was decided by them). Witnessed written or thumbprint consent was taken from an identified 'cluster guardian' (village leader or member of local governance structure such as the Gram Panchayat or Village, Health, Sanitation and Nutrition Committee) for each cluster.
Individual-level consent for participation in quantitative survey data collection
Study interviewers will seek Informed consent for data collection from mothers. The interviewer will introduce themselves and the study, then describe the data collection procedures. Consent will be taken in the home, and if necessary the study will also be introduced to other family members. Consent will be sought from other family members in case of a maternal death. As levels of literacy are low in our working areas, we will adapt the information sheet as a short video which can be screened to mothers on a phone, and give mothers time to consider participating in the study and see the video again if they want to. Mothers will also be given the phone number of a local study coordinator to discuss questions they might have relating to participation. We will obtain a witnessed thumbprint on a paper form prior to the interview. Every mother will be given the option to consent at the time of the interviewer's first visit or for a follow-up discussion within two weeks of being approached by the interviewer.
Qualitative data collection: We plan to video record monthly group meetings for 12 groups and carry out 12 focus group discussions with ASHAs in the same villages. The research assistants will seek verbal group consent for participation in focus group discussions. Our experience is that seeking written or thumbprint consent from group members is an impediment to discussion and consent. 
6.2 Special care for verbal autopsy interviews 
The data collection team is likely to identify a substantial number of maternal deaths, neonatal deaths and stillbirths. It is important to conduct verbal autopsies with mothers or other family members in order to ascertain the exact timing and nature of deaths. These can be distressing to participants if they are not conducted sensitively. Ekjut have conducted verbal autopsies for over 2000 neonatal deaths, 1800 stillbirths and 180 maternal deaths to date in Jharkhand. Study team members with substantial experience of conducting verbal autopsies will train the twenty field coordinators in interview techniques. This training will emphasise the importance of letting participants decide the timing of the interview, confidentiality, sensitivity to parents' grief, referral to health services if requested, and follow-up if participants want more information about the likely cause of death.     
6.3 Benefits to control areas 
This evaluation is nested within the scale up initiative led by Jharkhand State Health Mission, and they have determined which blocks should act as control areas. The intervention will be introduced to these control areas after an 18 months’ delay. No other benefits will accrue to the control areas.
6.4 Safeguarding the confidentiality of data provided by participants
We will collect survey data from the study participants through smartphones using CommCare. This will include identifiers (names and location) as well as socio-demographic and health data. We will unlink the identifiers from the data provided using a unique participant ID which will be given at the time of the first download of data from the phones to the central computers. The dataset containing identifiers will be stored on a password-protected file. The password will be known only to the Data Manager and study PI. 
The dataset generated by this trial has the potential to be a community resource as defined in the Toronto Statement: the data are collected from a large community sample and have broad use in answering research questions on child health. After reporting of the primary and secondary outcomes, we will prepare a final dataset in which participant names will be removed. We will provide a user note to enable researchers external to the trial team to understand the data. The anonymised dataset and user note will be made available upon request to others from the scientific community and to partners in India who can benefit from its use upon request to UCL and Ekjut custodians clearly identified in the main open access evaluation publication. 

7. Dissemination and publication plans
We plan to disseminate results of the baseline study (i.e. the first six months of data collection) to local community health workers and their supervisors, as well as policy-makers through training events and at National Health Mission review meetings in Jharkhand. The data will be anonymised (we will not identify the villages or study participants).
At the end of the evaluation, we will organise community-level dissemination meetings using 'traffic light signs' to show which preventive and care-seeking practices have improved, and which have not, and graphs to show trends in mortality  
We also intend to produce at least two open access publications: (1) the impact of the intervention on preventive and care-seeking practices, neonatal deaths and maternal deaths; (2) impact of the intervention among the most socioeconomically deprived households.

1


Appendix 1: Evaluation framework for Jharkhand scale up of women’s groups to improve maternal and newborn health

	RESEARCH QUESTIONS
	INDICATORS
	HYPOTHESIZED EFFECTS
	SAMPLE AND METHODS

	1. IMPACT EVALUATION
	
	
	

	1.1. What is the impact of the intervention on neonatal mortality and on maternal and newborn health practices?
	1. Neonatal mortality 
2. Maternal deaths

Coverage of preventive and care-seeking practices:

1. % Mothers who received three ANC consultations by a skilled provider
2. % Mothers who made plans for birth (transport, location, money) in pregnancy
3. % Mothers who sought skilled care for a problem in pregnancy
4. % Births with a skilled attendant
5. % Births in a health facility
6. % Home births where a clean delivery kit was used
7. % Infants wiped within 1 hour of birth
8. % Infants wrapped within 1 hour of birth 
9. % Infants not given a bath in 1st 24 hours
10. % Infants given breastmilk within one hour
11. % Infants exclusively breastfed
12. % Mothers visited by ASHA three times in the first week 
13. % Infants for whom skilled care is sought for a newborn health problems
14. % Mothers who receive a postpartum check-up from a skilled provider

	At least a 20% reduction in neonatal mortality

A reduction in the absolute number of maternal deaths

5-10% improvements in maternal and newborn health preventive and care-seeking practices 
	Sample: All women who give birth in one of the 100 study clusters between 1st September 2017 and 30th August 2019

Methods: logistic regression with random effects for cluster and adjustment for baseline values

 

	1.2 What is the impact of the intervention among the socioeconomically most deprived households?

Socioeconomically  most deprived is defined as the (approximate) bottom 40% of the socioeconomic hierarchy, on the basis of household ownership of assets, and, when necessary, combined with information on literacy/educational attainment and/or caste).  

	15. Reduction in neonatal mortality among infants from socioeconomically most deprived households
16. Increases in coverage of key preventive and care-seeking practices among mothers and infants from socioeconomically most deprived households 












	
At least a 30% reduction in neonatal mortality among infants of the socioeconomically most deprived mothers.

	Sample: All women who give birth in one of the 100 study clusters between 1st September 2017 and 30th August 2019 and belong to the bottom 40% poorest households

Methods: logistic regression with random effects for cluster, and with adjustment for baseline values 

	2. PROCESS EVALUATION (testing pathways to impact within the Theory of Change)
	

	2.1 What coverage does the intervention achieve?
	1. % ASHA supervisors trained in the four phases of PLA in Phase 2 districts by 2019 
2. % ASHA supervisors trained in the four phases of PLA by the end of 2020
3. Population coverage of PLA groups in intervention areas of six districts participating in phase 2 (2019)
4. Population coverage of PLA groups in Jharkhand’s 24 districts (2020)
5. % of pregnant women who participated in meetings in intervention areas of the six districts 
6. % of pregnant women from socioeconomically deprived households who participated in meetings in intervention areas of the six districts (2019)
7. 
	100% of ASHA supervisors trained

At least 1 group per 500 population in six and 24 districts

At least 20% of pregnant women participated in meetings in six districts (2019)

At least 20% of pregnant women from socioeconomically deprived households participated in meetings in six districts (2019)

	Sample: Phase 2 and Phase 3 districts

	2.2 What were the effects of the intervention on women’s knowledge of dangers signs in the perinatal period?
	

	-  Mean number of dangers signs in pregnancy, after birth and for newborn infants known by women who recently delivered


	Increase in mean number of danger signs known by mothers
	Sample: All women who give birth in one of the 100 study clusters between 1st September 2017 and 30th August 2019


	2.3 What were the effects of the intervention on women’s decision-making power, self-efficacy and social support during the perinatal period?
	- % of mothers who report taking decisions about their routine healthcare during last pregnancy by themselves, jointly with their husbands, or jointly with other family members 

- % of mothers who report feeling very confident or confident that they knew how to look after themselves and their baby during pregnancy, the delivery and the newborn period

% of mothers who reported feeling supported by their community to solve problems related to pregnancy, delivery and newborn health.
	Increases in % of mothers who report taking decisions about their healthcare by themselves or jointly with their husbands or jointly with family members

Increases in the % of mothers who report feeling very confident or confident that they knew how to look after themselves and their baby during pregnancy, the delivery and the newborn period

Increases in the % of mothers who reported feeling supported by their community to solve problems related to pregnancy, delivery and newborn health.
	Sample: All women who give birth in one of the 100 study clusters between 1st September 2017 and 30th August 2019

	2.4 What factors enabled and hindered impact and scale up?
	12 in-depth prospective case studies of women’s groups using video recordings of meetings to document prioritised problems, strategies, successes and challenges

12 focus group discussions with non-group members and ASHAs using the Most Significant Change approach

	
	
	Sample: 12 women’s groups randomly selected from those located in quantitative data collection clusters (2 per district, including one with over 50% of households belonging to Scheduled Tribes and/or Scheduled Caste groups.

We will list the perinatal problems and strategies identified by these 12 groups to examine their variability, which is an indicator of how participatory and inclusive the intervention is.

We will carry out a thematic analysis of video content for 12 groups and FGDs with ASHAs to identify characteristics of group meetings, successes and challenges in the relation to the intervention’s theory of change.







Appendix 2: Timeline
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Appendix 3: Minutes of meeting to finalise the selection and allocation of blocks
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SIX DISTRICTS OF JHARKHAND
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ACTIVITIES

Preparation

Obtain NHM support for evaluation
Obtain UCL ethical approval

Develop CommCare questionnaire app
Identify blocks and surveillance clusters
Recruit evaluation officers

Recruit evaluation supervisors

Recruit evaluation coordinators

Recruit evaluation interviewers

Gain cluster level consent

Training of officers and supervisors
Training of coordinators and interviewers

Intervention
Phase 2: Early intervention in 10 blocks of six districts (24 months + 2 for backlogs) 1|2|3|4[5/6] 7| 8 9|10|11|1213|14 15| 16| 17| 18| 19| 20| 21| 22| 23| 24| 25| 26
Phase 2: Delayed intervention in 10 blocks of six districts 1| 2| 3| 4 5] 6] 7| 8| 9|10|11|12|13|14|15|16( 17| 18| 19| 20| 21| 22| 23| 24| 25| 26

Phase 3: 24 districts

Data collection and analysis
Quantitative data collection period (baseline and intervention, 30 months) 112|3|4[5/6] 7| 8| 9/10|11|12|13|14|15|16|17| 18| 19| 20| 21| 22| 23| 24| 25| 26| 27| 28| 29| 30
Baseline period (20 blocks participating in Phase 2)

Evaluation period (20 blocks participating in Phase 2)

Video recordings of monthly meetings in 12 groups - process evaluation
Focus group discussions in 12 villages - process evaluation
Quantitative data analysis

Qualitative data analysis

Independent Advisory Committee meetings

Evaluation results workshop

Publication of evaluation results in peer-reviewed publication










YEARS

MONTHS 9101112123456789101112123456789101112123456789101112123456789101112123456789

ACTIVITIES

Preparation

Obtain	NHM	support	for	evaluation

Obtain	UCL	ethical	approval

Develop	CommCare	questionnaire	app

Identify	blocks	and	surveillance	clusters

Recruit	evaluation	officers

Recruit	evaluation	supervisors	

Recruit	evaluation	coordinators

Recruit	evaluation	interviewers

Gain	cluster	level	consent

Training	of	officers	and	supervisors

Training	of	coordinators	and	interviewers

Intervention

Phase	2:	Early	intervention	in	10	blocks	of	six	districts	(24	months	+	2	for	backlogs) 1234567891011121314151617181920212223242526

Phase	2:	Delayed	intervention	in	10	blocks	of	six	districts 1234567891011121314151617181920212223242526

Phase	3:	24	districts

Data collection and analysis

Quantitative data collection period (baseline and intervention, 30 months)

123456789101112131415161718192021222324252627282930

Baseline period (20 blocks participating in Phase 2)

Evaluation period (20 blocks participating in Phase 2)

Video recordings of monthly meetings in 12 groups - process evaluation

Focus group discussions in 12 villages - process evaluation

Quantitative data analysis

Qualitative data analysis 

Independent Advisory Committee meetings

Evaluation	results	workshop

Publication	of	evaluation	results	in	peer-reviewed	publication

2016 2021 2017 2018 2019 2020
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Minutes of Meeting FLAG Evaluation
Place: Community Mobilisation Cell, RCH, Namkum, Ranchi Date:07/02/2017

Participants:
* Dr Pradeep Baskey (Supritendent GVI of Health and Family Welfare, GoJ and cell Head,
Community Mobilisation Cell, NHM, Jharkhand)
* Akay Minz (State programme Coordinator, NHM, Jharkhand)
* Dr. Manir Ahmed (Training Coordinator, VSRC, Jharkhand)
* Raj Kumar Gope, Ekjut
*  Dr. Rajesh Kumar Sinha, Ekjut

Agenda: To discuss and finalise revised list of Control blocks based on the discussion around
operational challenges emerged during one day preparatory meeting cum workshop on PLA rollout
at RCH Namkum on 06/02/2017

Meeting Proceedings:

During the meeting, the discussion was held around some of the operational challenges, related to
FLAG Evaluation, emerged during the meeting held on 06/02/2017. In the meeting, dated January
11, 2017, Community Mobilisation Cell and Ekjut finalised list of Intervention and Control blocks
(copy of minutes attached) in six districts of Jharkhand. During the same meeting 10 Intervention
blocks from 3 districts (Ranchi, West Singhbhum and Khunti) and 10 Control blocks from other three
districts (Godda Latehar and Hazaribagh) were finalised. However, in the one day preparatory
meeting cum workshop on PLA rollout at RCH Namkum on 06/02/2017, it was emerged that there is
a need to revisit the selection of control blocks

In light of the above, a meeting was organised on 07.02.17 at Community Mobilisation Cell, RCH,
Namkum, Ranchi. The participants revisited the list of control blocks and finally decided the revised
list of control blocks in three districts, based on maternal and child health indicators. The list of
intervention blocks remained unchanged. The final list of FLAG evaluation blocks after revision are
given below:

Interve-ntio};—A}ga B ) . (fontro_l Ar“e;a;' il e}
District | Block ‘ District | Block [
Ranchi | Mandar Hazaribagh | Katkamsandi S

Chanho [ Barhi 1

Tamar Bishnugar ]

Sonahatu“ _' _Ch‘a'uparan =" 7\'

West Singhbhum a ‘riTonto - o | Barkatha 1
sonua 7‘ latehar [ Mahuadanr

' ) | Goilkera ] | Barwahdih |

Khunti _Karra ) I _ | Garu ‘

Murhu Godda | Mahgama
'"TZ&,? 0 e ) Boarijor S, ol

Itis decided that a Jetter in this regard will be issued to the concerned districts.

Chaired/by-

(Raj Kumar Gope) (D‘Y Rajesh Kumar Sinha) (Dr. Manir/Ahmed) (Akay Minz) (Dr. Pradeep Baskey)
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JHARKHAND, INDIA

Total rural population:
Crude birth rate:

9% deliveries attended by a skiled provider:

9 insttutional deliveries:
Neonatal mortality rate:
Maternal mortalty ati

25 million (2011 National Census)

25 per 1000 population (2011 Annual Health Survey®)
47% (2009 UNICEF coverage survey)

40% (2009 UNICEF coverage survey)

17-41 per 1000 live births (201 | Annual Health Survey*)
278 per 100,000 lve births (2011 SRS)
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SCALING UP PARTICIPATORY LEARNING AND ACTION TO REDUCE NEONATAL MORTALITY IN JHARKHAND
DRAFT THEORY OF CHANGE

Ekjut engages regularly with Jharkhand’s and the Buy—in from

central National Health Missions . . .
Jharkhand’s National Health Mission
Health Mission and Ekjut jointly develop

intervention module(s) and review
mechanisms Health mission pays Sahiyas in a timely manner

o ] ] PLA included in Sahiyas’ training curricula
State, block-level training teams, SahiyaSathis

and Sahiyas trained on the PLA approach SahiyaSathis support Sahiyas to conduct group meetings

v

Health Mission supports printing of PLA materials ) — . ) ) )
Sahiyas facilitate monthly Participatory Learning and Action meetings on maternal and newborn health

PLA included in Health Mission Programme * Happen at times chosen by the community
Implementation Plan * Include at least 30% of pregnant women

PLA meetings: Include poorer women and younger mothers
Pl A is discussed in routine Health Mission review * Take place in underserved areas (e.g. hamlets)
Programme MIS data are used to review progress * Include frontline workers

* Over time, reach 24 districts

v

Sahiya’s work is appreciated by community Participatory quality of meetings is retained High attendance among the most vulnerable mothers

v

Family members and communities support mothers to resolve MNH problems
Mothers have increased knowledge of protective home care practices and danger signs, especially the most vulnerable*
ASHAs increase referrals and mandatory activities for mothers and newborns

Mothers have increased decision-making power

v v

Mothers adopt protective essential newborn care Mothers seek care from health services,
practices, especially for the most vulnerable newborns especially the most vulnerable

REDUCED NEONATAL MORTALITY IN JHARKHAND









	

	

	

	

	

	

	

REDUCED	NEONATAL	MORTALITY	IN	JHARKHAND	

Mothers	adopt	protective	essential	newborn	care	

practices,	especially	for	the	most	vulnerable	newborns	

Mothers	have	increased	decision-making	power	

ASHAs	increase	referrals	and	mandatory	activities	for	mothers	and	newborns	

SCALING	UP	PARTICIPATORY	LEARNING	AND	ACTION	TO	REDUCE	NEONATAL	MORTALITY	IN	JHARKHAND	

DRAFT	THEORY	OF	CHANGE	

Mothers	have	increased	knowledge	of	protective	home	care	practices	and	danger	signs,	especially	the	most	vulnerable*	

	

Sahiya’s	work	is	appreciated	by	community	

Sahiyas	facilitate	monthly	Participatory	Learning	and	Action	meetings	on	maternal	and	newborn	health	

	

Family	members	and	communities	support	mothers	to	resolve	MNH	problems	

Buy-in	from		

Jharkhand’s	National	Health	Mission	

Health	Mission	and	Ekjut	jointly	develop	

intervention	module(s)	and	review	

mechanisms	

State,	block-level	training	teams,	SahiyaSathis	

and	Sahiyas	trained	on	the	PLA	approach

 

PLA	is	discussed	in	routine	Health	Mission	review	

Health	mission	pays	Sahiyas	in	a	timely	manner	

·

Happen	at	times	chosen	by	the	community	

·

Include	at	least	30%	of	pregnant	women	

·

Include	poorer	women	and	younger	mothers	

·

Take	place	in	underserved	areas	(e.g.	hamlets)	

·

Include	frontline	workers	

·

Over	time,	reach	24	districts		

	

High	attendance	among	the	most	vulnerable	mothers	 Participatory	quality	of	meetings	is	retained	

Ekjut	engages	regularly	with	Jharkhand’s	and	the	

central	National	Health	Missions	

SahiyaSathis	support	Sahiyas	to	conduct	group	meetings	

PLA	included	in	Health	Mission	Programme	

Implementation	Plan		

Programme	MIS	data	are	used	to	review	progress	

PLA	meetings:	

Health	Mission	supports	printing	of	PLA	materials	

PLA	included	in	Sahiyas’	training	curricula	

Mothers	seek	care	from	health	services,	

especially	the	most	vulnerable	






