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Effectiveness of Community Mobilizers in promoting diarrhea prevention and treatment to reduce morbidity 

	1. Background

Diarrhea is a leading killer of children accounting for 9% of all deaths among children (0-5 years) worldwide. From 2000 to 2013, the total annual number of deaths from diarrhea among children (0-5 years) decreased by more than 50% – from over 1.2 million to fewer than 0.6 million[footnoteRef:1]. Consistent with the global trend, diarrheal deaths among children (0-5 years) have declined in India from 337,084 in 2000 to nearly 117,285 in 2015[footnoteRef:2]. According to the Rapid Survey on children (RSOC) 2013-14, the two-week prevalence of diarrhea among children under-five was 6.5% across India, 5.2% in UP and 4.5% in Bihar[footnoteRef:3]. In terms of the total number of diarrheal deaths among children under-five, UP and Bihar respectively rank first and second compared to all 28 states in India[footnoteRef:4][footnoteRef:5][footnoteRef:6]. Of the estimated 257,000 deaths attributable to diarrhea among Indian children under-five in 2007, approximately 69,451 and 28,958 occurred in UP and Bihar respectively[footnoteRef:7].   [1:  UNICEF. (2015). "Diarrhoea remains a leading killer of young children, despite the availability of a simple treatment solution."   Retrieved June 15, 2015, from http://data.unicef.org/child-health/diarrhoeal-disease.]  [2:  World Health Organization, Global Health Observatory Data Repository, August 2016, http://apps.who.int/gho/data/view.main.ghe1002015-IND?lang=en  .]  [3:  Ministry of Women and Child development, 2013-14, Rapid Survey on children (RSOC) Fact sheets, India]  [4:  United Nations Inter-agency Group for Child Mortality Estimation: Levels and trends in child mortality: Report 2012. In: 2012; 2012.]  [5:  WHO/UNICEF: Countdown to 2015. Accountability for maternal, newborn and child survival: the 2013 update. 2013.]  [6:  Snyder JD, Merson MH: The magnitude of the global problem of acute diarrhoeal disease: a review of active surveillance data. Bull World Health Organ 1982, 60(4):605-613.]  [7:  WHO/UNICEF: Ending Preventable Child Deaths from Pneumonia and Diarrhoea by 2025: The Integrated Global Action Plan for Pneumonia and Diarrhoea (GAPPD). 2013.] 


The Indian Diarrheal Disease Control Program is focused on scaling up access and promoting the early and proper use of ORS and Zinc. Although prevention is also a fundamental goal of the program, the success of preventive interventions is hindered by conditions in urban slums and rural areas, such as overcrowding, inadequate sanitation, contaminated drinking sources, poor hand and food hygiene and open defecation[footnoteRef:8]. The programmatic guideline for the treatment of all diarrhea types is to use low osmolarity ORS across all age groups and daily Zinc supplementation for 14 days with 20 mg zinc in children more than 6 months of age and 10 mg in children 2-6 months of age[footnoteRef:9]. Free distribution of ORS and Zinc is done primarily by the Auxiliary Nurse Midwives (ANMs) at health sub-centers and outreach routine immunization sessions.  [8:  UNICEF and WHO. (2009). "Diarrhoea: Why children are still dying and what can be done." from http://whqlibdoc.who.int/publications/2009/9789241598415_eng.pdf.]  [9:  Office Memorandum, Child Health Division, MOHFW, GOI, dated 28th March 2007. File No. Z.28020/13/2002-CH (Vol II).] 


Despite the existence of guidelines and programs, ORS and Zinc coverage rates remain low in the country (ORS including home available fluids: 54.4%; ORS and Zinc: 12.6%)3. During the same time period the ORS including home available fluids coverage was 31.7% in UP and 38.5% in Bihar3. Diarrhea care seeking through private sector-most of which, in Uttar Pradesh and Bihar[footnoteRef:10], are comprised of unregistered and untrained providers- is very high10,. According to the National Family Health Survey (NFHS-3), more than 50% of the children who suffered from diarrhea were treated with antibiotics and “unknown” drugs[footnoteRef:11]. Poor availability of ORS and Zinc, social mobilization, and lack of awareness among care providers are considered to be the major challenges in increasing ORS and Zinc use.  [10:  Kumar, R., V. Jaiswal, et al. (2007). "Inequity in health care delivery in India: the problem of rural medical practitioners." Health Care Anal 15(3): 223-233.]  [11:  International Institute for Population Sciences (IIPS) and Macro International (2007), National Family Health Survey (NFHS3) 2005-06; India: Volume 1. Mumbai, IIPS.] 


In Uttar Pradesh and Bihar, joint monthly monitoring of routine immunization sessions by WHO, UNICEF, government and other partners data show that availability of ORS and Zinc at routine immunization sessions has improved however, availability of ORS and Zinc at outreach routine immunization and at health sub-centers is only a proxy indicator for its availability for the community because: (1) the outreach routine immunization sessions are held usually once a month in a given village or urban locality; (2) health sub-center usually have poor service quality[footnoteRef:12] and are not always accessible because of various reasons such as vacant/ closed sub-centers, distance from the village, and non-availability of services in the night.  [12:  Manas, P. R., U. Mohan, et al. (2014). "Sub Centre Support, Need of the Hour: A Comparative Study from Lucknow." People's Journal of Scientific Research 7(2): 33.
] 


While, overall awareness about ORS has improved in the states from 59% in 1998-99 to 76% in 2005-06[footnoteRef:13], it remains low among poor households (61%)13 and households living in slums (47%)[footnoteRef:14] where diarrhea incidence are likely to be higher. Also, knowledge of correct method of ORS preparation and administration has been found unsatisfactorily low (30%) in Uttar Pradesh14. Thus, in addition to strengthening the supply system, social mobilization activities such as interpersonal communications and demonstration of ORS preparation are recommended to increase the knowledge about ORS and hence its usage[footnoteRef:15],[footnoteRef:16],[footnoteRef:17].  [13:  Bhatnagar S., R. Lodha, et al. (2007). “IAP Guidelines 2006 on management of acute diarrhea.” Indian Pediatric 44(5), 380-389]  [14:  Shah, M. S., A. Ahmad, et al. (2012). "Home-based management of acute diarrhoeal disease in an urban slum of Aligarh, India." J Infect Dev Ctries 6(2): 137-142.
]  [15:  Bandopadhyay S, Banerjee K, et al. (1993). "Practices of preperation of oral rehydration solution among mothers reporting to the drug distribution center in Delhi, India, 1992." J Diarrhoeal Dis Res 11(4): 249-251]  [16:  WHO and UNICEF. (2012). "Joint Statement: Integrated community case management (iCCM)."   Retrieved July 5, 2015, from http://www.who.int/maternal_child_adolescent/documents/statement_child_services_access_whounicef.pdf]  [17:  Larson CP, Koehlmoos TP, et al. (2012). “Scaling up zinc treatment of childhood diarrhoea in Bangladesh: theoretical and practical considerations guiding the SUZY Project”. Health Policy Plan. (2012) 27(2): 102-114.] 


In this background, Government of Uttar Pradesh and Bihar requested UNICEF to utilize its Polio Social Mobilization Network (SMNet), that were established in 2002 (UP) and 2006 (Bihar), to increase use of ORS and zinc by generating demands and strengthening the supply system. 

In addition to generating demand for ORS & Zinc and strengthening the supply system, the SMNet also intervened at the community level with many of the strategies outlined in the Integrated Global Action Plan for Pneumonia and Diarrhea (GAPPD) in 2013[footnoteRef:18] i.e. advocating for the promotion of vaccination; vitamin A supplementation; early, exclusive breastfeeding; hand washing with soap; improved drinking water quantity and quality; community-wide sanitation, improved care seeking behavior and referral and improved case management at community and facility level..  [18:  WHO/UNICEF: Ending Preventable Child Deaths from Pneumonia and Diarrhea by 2025: The Integrated Global Action Plan for Pneumonia and Diarrhea (GAPPD). 2013.] 

Availability of ORS and Zinc

Theory of Change

Availability of Measles vaccine






Social Mobilization Network
The SMNet follows a tiered personnel structure with mobilizers at community, block, district, and sub -regional level. Coordinators at community, block, and district levels are referred as community mobilization coordinators (CMC), block mobilization coordinators (BMC), and district mobilization/ underserved coordinators (DMC/ DUC). Each CMC (mostly women from the same community) looks after about 500 households, each BMC look after about 8-14 CMC, and each DMC/DUC looks after about 8-12 BMCs. A group of few districts constitute one sub-region which is being headed by the sub-regional coordinator (SRC).  With a human resource of about 4900 CMC, 465 BMC, 71 DMC/DUC, and 9 SRC, the network reaches out to more than two million households having about 16,00,000  children less than five years of age and about 300,000 children less than one year of age in 265 blocks of the 45 districts of Uttar Pradesh. Besides generating community support for Polio vaccination, SMNet started communication (mothers meetings, interpersonal communication, community engagement in delivering public health services, and use of IEC materials) on promotion of use of routine immunization in early 2010. In addition, social mobilization activities by SMNet were also expanded to include promotion of: (1) use of ORS and Zinc for diarrhea management; (2) water, sanitation and hygiene, and (3) correct infant and young child feeding in 53 selected blocks which were identified as Polio high-risk blocks. These ‘Polio convergence’ activities were expanded in all blocks covered by SMNet from early 2014- immediately after India was declared Polio free. 


	2. Rationale

The Social Mobilization Network (SMNet) has been considered globally as gold standard for community mobilization and major contributor to the eradication of Polio in India. Since 2010, the community mobilizers in the SMNet have been advocating with messages on hand-washing, breast-feeding & diarrheal treatment (with ORS and Zinc) and Routine Immunization.  This was initiated to address the underlying factors contributing to ongoing polio transmission, such as poor water quality and sanitation, open defecation, poor child nutrition, a high incidence of diarrhoea and low routine immunization coverage. Diarrhoea is responsible for more than 10% deaths of children under 5 years in India and this figure is higher for poor performing states like Uttar Pradesh and Bihar. 

There have been many studies and documentation of the SMNet processes and some on changes in knowledge attitude and practice (KAP), (including one underway in 2015-2016). This research will show the SMNet effectiveness beyond process and knowledge attitude and practice, in terms of change in diarrhea morbidity in children. This will be new and important information for the Legacy of the India Polio programme. 

Most previous studies on SMNet focus on the changes in attitudes and practice, but not on broader effect of SMNet on the children’s health.   This research will focus on assessing: (1) change in behavior based on messages from SMNet (ORS and Zinc use, handwashing, breastfeeding); (2) the effect of SMNet interventions on diarrhea-associated child morbidity -both frequency[footnoteRef:19] of episodes in diarrhea and severity[footnoteRef:20].  [19:  The recall period will be 2 weeks from the interview date (as taken in DLHS and NFHS surveys)]  [20:  In clinical settings, the severity of diarrheal episodes is often described in terms of a scale, such as the Vesikari scoring system, intended to summarize the gravity of an episode with regard to dehydration signs and symptoms, duration, stool frequency, and the presence of fever, vomiting or blood in stools. Ruuska T, Vesikari T: Rotavirus disease in Finnish children: use of numerical scores for clinical severity of diarrhoeal episodes. Scand J Infect Dis 1990, 22(3):259-267.
] 


· Objectives:
· To measure effectiveness of community mobilization messages on behavior related to diarrhea prevention and management 
· To examine the effect of community mobilizers work in reducing diarrhea frequency and severity

This research will build on the studies in recent years (KAPs, etc) and will show the actual impact of the Polio social mobilization network on other health initiatives; it will guide the programmatic transition and influence policy makers in India and the Global Polio Eradication Initiative / other endemic countries.  The research has an equity approach by focusing on children living in the Polio high-risk areas which have higher risk of child morbidity and mortality than children living elsewhere in the state.


	3. Use of the findings 
· Strategic use of the findings:
· Results may guide India’s state and national government’s interventions in other priorities like community health and sanitation. For example, it could be used to reduce diarrhea or address other health challenges by replicating similar mobilization activities in non-SMNet areas). Results may also support in designing social mobilization strategies for diarrhea control.  
· Results could guide the transition plans for SMNet
· Results may be shared globally within UNICEF and the Global Polio Eradication initiative to demonstrate the legacy of polio (Legacy in action) and capacity of social mobilization to address other health issues. 
· Results may be replicated in other polio endemic and former endemic countries

Research will assess: 
1. the rates of diarrhea reported in CMC and Non CMC Areas (Frequency)
2. the rates of children being sent to clinics/hospitals for diarrhea related illness (Severity)
3. Assess the use of both ORS and Zinc among children with diarrhea in CMC areas compared to non CMC areas 
4. Measure Protect, Prevent and Treat framework (GAPPD report, April 2013 ) of diarrhea reduction.
5. Assess quality of community mobilization and awareness raising activities for diarrhea prevention and management in these two groups 


	4. 
Scope of the Activity

The research will focus on polio high-risk areas covered by SMNet CMCs in selected districts of Uttar Pradesh and Bihar. These areas will be compared with Non SMNet area without CMCs of similar socio demographic profile to measure the effectiveness of community mobilization activities in CMC vs Non CMC area, whether there is reduction in diarrhea morbidity both reducing diarrhea frequency and severity.

· List the Research questions vis-à-vis the objectives of activity
· The questions to be answered are: 
Does community mobilization and raising awareness of diarrhea prevention, protection and treatment techniques reduce child morbidity due to diarrhea  
(i) has it successfully reduced diarrhea cases in children in SMNet areas?
(ii) has it improved management of childhood diarrhea and thus severity of diarrhea in children in SMNet areas
· Null Hypothesis
(i) There is no difference in diarrhea morbidity pattern in CMC and Non CMC areas
(ii) There is no difference in diarrhea management practices and number of severe        diarrhea cases in CMC and Non CMC areas
· Define what will and will not be covered
· For the research, children living only in Polio high-risk areas* of the selected districts of Uttar Pradesh and Bihar will be covered (not all districts / areas of the state). These CMC areas will be compared with non CMC areas with very similar sociodemographic characteristics.
· This research is only focusing on getting information through household surveys (as done in NFHS and DLHS) and will not analyzed records at facility level. Facility data will not give the true picture as most of the cases don’t go to any health facility and for getting treatment they prefer quacks or traditional healers. It will also be difficult to get the information that diarrhea case belong to which area (CMC or Non-CMC) without any proper system of surveillance.

· Explain the geographical area(s) the research will cover and why.
The research will cover Polio high-risk areas covered by CMCs in the SMNet in selected districts of Uttar Pradesh and Bihar and non-CMC areas in same districts with similar sociodemographic characteristics.


	5. Methodology 

Research design
The research will be a cross sectional comparison between CMC and Non-CMC areas in Uttar Pradesh and Bihar. Five districts will be selected from Uttar Pradesh and five from Bihar based on SMNet presence and strategically chosen to represent a high burden of childhood diarrhea at the time of inception of SMNet in these states (UP-2002 and Bihar 2006).

The research will compare diarrhea morbidity and severity in two types of areas- intervention areas and control areas. The intervention areas are the areas where SMNet work was created and control areas were the area which are Non SMNet/ Non CMC areas but similar to CMC areas in socio demographic profile. Non CMC areas will be matched with CMC areas in respect to caste, female literacy, religion and type of area (rural/ urban). First it will be ensured that both groups are having equal number of urban and rural population. Villages and Wards will be selected from the same block and district with a distance of over 5 Kms (to reduce contamination) and matched for “% SC/ST population” and “% female literacy”. If there is more than one Villages/Wards in non – CMC matching with % SC/ST and % female literate of the selected Villages/Wards in CMC, then one Village/Ward in non – CMC will be selected randomly.
These groups may not be comparable, if religion distribution of the CMC and non-CMC areas is different (difference of more than 2% points) which is quite likely since creation of CMC areas was related to Muslim population in the area as acceptance of Polio was lower in the Muslim dominated areas in the  initial stages of the Polio campaign.  But since this information is not available in the census publications, the research compared the diarrhea morbidity and severity rate by standardizing them by religion.

To reduce the risk of various other factors which can affect the diarrhea morbidity pattern, the research will also measure Protect, Prevent and Treat framework (GAPPD report, April 2013[footnoteRef:21]) of diarrhea reduction. All indicators coming under protect, prevent and treat framework will be analyzed and compared in these two groups. SMNet is focusing on all these protect, prevent and treat framework activities except safe water and improved sanitation. These two groups will also be compared based on safe water and sanitation practices to make them comparable groups. All SMNet activities will be analyzed from this framework to compare their effect (refer to GAPPD report, April 2013) in reducing diarrhea morbidity and severity. [21:  World Health Organization and UNICEF; Ending Preventable Child Deaths from Pneumonia and Diarrhea by 2025 The integrated Global Action Plan for Pneumonia and Diarrhea (GAPPD), WHO & UNICEF 2013] 


A multistage cluster sampling would be used to select eligible households- where the household has at least one child below 5 years of age. From both CMC and non-CMC areas (with similar socioeconomic characteristics like urban population, female literacy rate and SC/ST population), A list of all the villages and urban wards and their population will be obtained. Contiguous villages and urban wards with small populations (with a cut off) will be grouped so that each cluster has atleast 1000 population. From the clusters thus formed, 64 clusters will be seleted by PPS sampling method from urban and rural areas in each group. In each selected cluster, first house will be selected randomly Sample will be drawn from clusters on the bases of house listing by covering 1884 households in each group and 942 under five children. In the selected houses with under five children, relevant data will be collected, Similarly adjoining houses will be visited in the same direction, till required number of under 5 children are studied. 

Mothers of the selected households will be interviewed to know the frequency of diarrheal episodes and severity of diarrhea among the children in last 15 days.  

Sample size 
The sample size will be calculated separately for the two outcomes (frequency and severity of diarrhea cases) of interest. The sample size which is found to be larger will be considered as the sample size for the research. To compare the counts of diarrheal episodes between the CMC and non-CMC areas, sample size of 785 per group is needed so as to find a minimum difference of 0.2 in the number of episodes per year per child less than 5 years of age between the two areas with a level of significance of 5% and a power of 80%. Based on existing literature the mean count of diarrheal episodes to be 3.2 in the CMC area and 3 in the non-CMC[footnoteRef:22] area with a standard deviation of 1 and 1 respectively. In order to adjust for the cluster effect; design effect of 2 will be multiplied so as to arrive at a final sample size of 785 per group[footnoteRef:23]. Similarly to compare the duration of diarrheal episode in the CMC and non-CMC areas, sample size was calculated assuming that mean duration of diarrheal episode is 4 days in the CMC and Non CMC areas with a standard deviation of 1. With an expected difference of 0.5 days in the duration of hospital stay diarrheal episode between the areas with a level significance of 95% and power of 80% and a design effect of 2 to adjust for the cluster effect, the sample size is 126 per group[footnoteRef:24]. [22:  Incidence of childhood diarrhea in India ranges from 1.54 to 3.3 (Source: Das et al. Global burden of childhood diarrhea and interventions. Infectious diseases journal. 2014). As SMNet is working in high risk states like UP and Bihar and also marginalized and underserved community in these states with high incidence of diarrhea and other communicable diseases. Therefore we have taken Incidence rate on higher side for these areas, instead of taking average.]  [23:  Fischer Walker CL, Perin J, Aryee MJ, Boschi-Pinto C, Black RE: Diarrhea incidence in low- and middle-income countries in 1990 and 2010: a systematic review. BMC Public Health 2012, 12:220.]  [24:  Lamberti LM, Fischer-Walker C, Black RE: Systematic Review of Diarrhea Duration and Severity in Children and Adults in Low- and Middle-Income Countries. BiomedCentral 2012, 12:276.] 


	Cluster Design - Each group - Unmatched studies - Comparison of means (Design Effect)

	Mean Difference
	0.2
	0.5
	

	Standard Deviation
	1
	1
	

	Size of the cluster
	50
	50
	

	Design effect
	2
	2
	

	Power (1- beta) %
	80
	80
	

	Alpha Error(%)
	5
	5
	

	1 or 2 sided
	2
	2
	

	No. of clusters required
	16
	3
	

	Required sample size 
	785
	126
	



We have rounded off design effect to 2 as larger sample size to give greater power for the research. Most of the studies on diarrhea from India, because of the clustering of the diarrheal cases and intra-cluster correlation have a design effect ranging from 1.3 to 1.8, hence to be conservative (getting a larger sample size) we have rounded off the effect size to 2.

As 785 is higher sample size and cover both outcome (frequency and severity), so total 785 under five children will be included in each group. Assuming a non-response rate of 20% the sample size for the research will be 942. To reach 942 under five children the number of households to be visited will be 1884.  The sample size was multiplied by 2 to factor in the number of under 5 children per household.


Bihar
5 districts
Uttar Pradesh
5 districts
CMC areas
64 clusters
Non CMC areas
64 clusters
CMC areas
64 clusters
Non CMC areas
64 clusters
942*2=1884
Households 
942*2=1884
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942*2=1884
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942*2=1884
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Total 30 households will be visited in each cluster to get 15 under five children from each cluster. If a household or woman has more than one child below 5 years, all the children will be selected in the sample as we have already accounted for the clustering effect it can cause while calculating sample size.
Data on equity stratifiers will be collected and sub-group analysis will be conducted during the analysis stage

Matching strategy and Criteria 

The research will compare diarrhea morbidity and severity in two types of areas- intervention areas and control areas. The intervention areas are the areas where SMNet work was created and control areas were the non CMC areas which are similar to CMC areas. Non CMC areas will be matched with CMC areas in respect to caste, female literacy, religion and type of area (rural/ urban). First it will be ensured that both groups are having equal number of urban and rural population. Villages and Wards will be selected from the same block and district with a distance of over 5 Kms (to reduce contamination) and matched for “% SC/ST population” and “% female literacy”. If there is more than one Villages/Wards in non – CMC matching with % SC/ST and % female literate of the selected Villages/Wards in CMC, then one Village/Ward in non – CMC will be selected randomly.

These groups may not be comparable, if religion distribution of the CMC and non-CMC areas is different (difference of more than 2% points) which is quite likely since creation of CMC areas was related to Muslim population in the area as acceptance of Polio was lower in the Muslim dominated areas in the  initial stages of the Polio campaign.  But since this information is not available in the census publications, the research compared the diarrhea morbidity and severity rate by standardizing them by religion.

To reduce the risk of various other factors which can affect the diarrhea morbidity pattern, the research will also measure and match Protect, Prevent and Treat framework (GAPPD report, April 2013) of diarrhea reduction. All indicators coming under protect, prevent and treat framework will be analyzed and compared in these two groups. Only SMNet focused activities will be analyzed from this framework to compare their effect (refer to GAPPD report, April 2013) in reducing diarrhea morbidity and severity.


	6. Research Management

UNICEF India’s Responsibilities

Health Officer (Immunization M & E), UNICEF Delhi, will manage all activities under this research with overall oversight of Chief Health and Immunization specialist, in order to ensure quality and transparency.

Health Officer along with Immunization specialist at Delhi and UP office will oversee the research process and ensure compliance to UNEG norms and standards. UNICEF India will be responsible for providing the research agency with the necessary background information to carry out the research as well as technical inputs throughout the research period. UNICEF India and state team will also keep the research agency updated on any changes on developments that may affect the research.
UNICEF India and state team will support the research by a) providing strategic direction and technical inputs, b) monitoring progress and quality, c) supporting dissemination of findings, as applicable, and d) bringing critical issues to the notice of external evaluation team, chief health and research agency.

The UNICEF state office will provide the support to the research agency, such as making introductions to key informants and certain stakeholders and providing primary data related to SMNet in the state. However, the agency will ensure “independent selection” of respondents in order to ensure that the responses received are not biased towards SMNet, UNICEF.

UNICEF will also support agency in trainings of the data collection team

Responsibilities of the agency

The agency will be expected to handle the following responsibilities:

· Ensure that all deliverables will be delivered as per given timeline
· All logistics, accommodation, travel and appropriate insurance to the research team.
· Copying of information in hard copy or electronic form
· Hiring and travel of local translators, interviewers and support staff.
· Office space, information technology, interviewers and supervisors for the research.
· Hiring good data analysis team including statistician and demographer. 
· Ensure high quality standards of all the deliverables and presentation of data through infographics.

       Dissemination Plan
       
· UNICEF India will support dissemination of research findings with the help of state teams
· Research findings will be shared with individual state health department through UNICEF state offices.
· UNICEF India will share these findings with Government of India and all relevant stakeholders.
· Research results will also be highlighted under polio legacy documentation and results will also support polio transition planning beyond March 2018.
· UNICEF India will also ensure that research findings will be documented in form of research article in prestigious national or international Journal.

7. External technical review: 
As per the UNICEF’s SOP on Studies, Research and Evaluations, an external technical review of the ToR, inception, draft and final reports will be conducted. Based on select criteria, the external technical review agency could either recommend the research findings to be published, revised or rejected. Therefore, this research will adhere to the UNICEF standards in the research design, implementation, analysis and reporting. 

8. Source of secondary data related to population and villages
Source of data for population and other socio demographic indicators should be Census of India 2011 and the most recent surveys data (NFHS4) related to research states.

9. Data handling and quality control
Data quality checks will be at two levels. Firstly, the Agency will monitor their own data quality concurrently at the time of the survey and during data entry and cleaning. The other level of quality control will be done through the UNICEF who will be carrying out random monitoring activities in selected districts. Any significant variation (the norm to be decided in consultation with UNICEF) will lead to repetition of the survey in those districts.

One of the main factors that influence the quality of data is the preparedness of investigators and monitoring of field work. Field Agency should organize adequate state level training for field investigators, including field supervisors, to understand and familiarize with the research objectives and research questionnaires. The team from UNICEF would also be present at the time of training.

While entering data, agency to ensure all validity and consistency checks are there. Thus, data should be carefully validated for missing information, range checks and skip patterns. 

10. Are there any ethical considerations that should be noted and how they should be addressed? For evaluations, refer to UNEG ethical guidance for guiding principle.

Written consent would be obtained from all participants. In consent for possibility of revisit will be included and about 5% of the households will be revisited by senior colleagues from the hired agency and UNICEF staff members to cross check the data quality. Information obtained from the individuals would be kept confidential and these would be used only for the research and guiding the program. No personal identifiers would be kept in the data. 

The agency will be expected to propose the research to an institutional review board for ethical clearance. 

The hired agency should ensure that their researchers are IRB certified or have appropriate ethics training.

The signed consent form and filled-in interview schedules (hard copies) will be preserved by survey agency for five years after completion of the research. UNICEF will have rights to access these files at any time during and after this period.


	11. Schedule of Tasks & Timeline
Specify the tasks the contractor/evaluator is responsible for carrying out and a preliminary schedule of when they should be done. It is possible that the research activity may have several phases e.g. briefing / inception meeting, desk review, literature review, inception report, interviews, data collection, report writing.  

	Task
	Anticipated Timeline (e.g. # of weeks)
(From signing the contract)

	Inception report and protocol (including external review)
	4 weeks

	Instrument finalization (Pilot in one district) with ethical approval
	10 weeks (including 4 weeks for ethical approval)

	Submission of data (cleaned and final analysed data set)
	26 weeks

	Submission of preliminary report with data analysis and PowerPoint presentation
	30 weeks

	Submission of final report and dissemination (including external review)
	39 weeks




	12. Estimated duration of contract
· 1st May 2017 – 31st December 2017.

	13. Deliverables
· Protocols and Instrument finalization
· Inception report with final methodology and detailed protocol for the assessment- Within four weeks of signing the contract 
· Development of tools in English and same to be translated into local language (Hindi), in consultation with Chief Health & Chief Polio, UNICEF and field test of the survey tools (with ethical approval)- Within ten weeks of signing the contract
· Data Entry Package developed using CSPro or EPi Info for double data entry[footnoteRef:25].- Within eighteen weeks of signing the contract [25:  Double data entry would be done to ensure the accuracy of the data entry operation.] 


· Submission of Data
· Final cleaned data (CSPro/ Epi Info files)[footnoteRef:26]- Within two weeks of completion of data collection (we expect that the data collection will be over in 22 weeks of signing the contract) [26:  The final data after verification and cleaning by double data entry in CSPro/ Epi Info.] 

· Sampling weight calculation sheets along with the calculated sampling weights[footnoteRef:27]- Within two weeks after completion of data collection [27:  Sampling weights will be calculated to adjust for unequal probabilities of selection in the survey.] 

· Final analyzable dataset (including sampling weights, computed variables, variable and value labels as per interview schedule) in SPSS/ Stata format - Within four weeks of survey completion

· Submission of preliminary report and PowerPoint presentation
· Descriptive and Inferential analysis of data / indicators by key demographic, social, and economic characteristics- Within four weeks of completion of data collection
· Submission of preliminary report and power point presentations to be presented to UNICEF chosen audience (internal review)-Within four weeks after submission of analyzed data 
· Draft evaluation report (including both quantitative and qualitative results)- Within four weeks after submission of analyzed data.
· Draft factsheets (expandable as a chart with brief description of the intervention and key findings)- Within four weeks after submission of analyzed data

· Submission of final report and dissemination
· Final Power Point presentation on key findings of the research based on inputs received during internal review- Within four weeks of internal review
· Soft copy of final evaluation report including executive summary and relevant graphs, tables and maps in English (in MS WORD format)- Within four weeks of internal review
· Hard copies evaluation report - Within nine weeks of internal review (including four weeks for external review)
· Hard copies- expandable as a chart with brief description of the intervention and key findings - Within nine weeks of internal review (including four weeks for external review)

[bookmark: _GoBack]Sample Table of Contents for an Inception and Final report- Annexure 1 and 2

	14. Qualifications & Experience required
· It is mandatory that the agency (or the proposed team leader) should have prior experience of conducting similar kind of research. Experience in diarrheal morbidity or mortality research would be an advantage. The selected agency must submit its two most recent research reports. In addition, it is mandatory that the agency (or the proposed team leader) must also submit at least one child health related assessment report or peer reviewed publication especially diarrhea morbidity or mortality (done by either the agency or by the proposed team leader). Agency should have minimum experience of 10 years in research. 
· Data collection team should have minimum five years of experience in health and should include at least one woman in each team. 
· The agency must have the ability to submit the research to an institutional review board for ethical clearance. The agency is expected to have sufficient number of supervisors (one per team) who has experience in supervising the large-scale data collection. In their respective proposals, the agencies are expected to provide details of steps proposed to be undertaken to ensure data quality assurance and informed consent procedures. 
 

	15. Duty Station
·  The Agency may be based anywhere in the country/ globe, but they will need to have a point person in Lucknow and Patna for the duration of the contract for day to day coordination.

	16. Official travel involved
· Travel to the selected states and districts where the assessment is proposed will have to be undertaken.










Annexure 1:

Sample table of contents for an Inception Report

Contents

· Title page
· Table of contents
· Acronyms
· List of tables and figures
· Executive summary

· Introduction
· Background and context
· Objectives of the research
· Rationale and scope of research

· Methodology
· Research design
· Research question and hypothesis
· Conceptual framework
· Study population
· Sampling design and sample size
· Matching criteria for intervention (CMC areas) and control group (Non-CMC areas)
· Data collection methods
· Data analysis approach
· Risk and potential limitations
· Ethical clearance

· Work plan for Research
· Phases of work
· Team composition and responsibilities
· Management and logistic support
· Study tools and techniques
· Data entry and data processing
· Data reporting
· Tabulation of report writing
· Quality assurance and quality control measures
· Timeline
· Deliverables

· Annexures
· Terms of reference for research
· Study tools
· Detailed work-plan
· Theory of change
· Roles and responsibilities
· References





Annexure 2:

Sample table of contents for a Final Report

Contents

· Title page
· Table of contents
· Acronyms
· List of tables and figures
· Executive summary

· Introduction
· Background and context
· Literature review
· Objectives of the research
· Rationale and scope of research

· Methodology
· Research design
· Research question and hypothesis
· Conceptual framework
· Study population
· Sampling design and sample size
· Matching criteria for intervention (CMC areas) and control group (Non-CMC areas)
· Data collection methods
· Data analysis approach
· Risk and potential limitations
· Ethical clearance
· Field challenges 
· Work plan for Research
· Team composition, training and data collection
· Data management and statistical analysis
· Quality assurance and quality control measures
· Timeline

· Research Findings
· Socio demographic characteristics
· Findings by criteria
· Comparative analysis (comparison between intervention and control group)

· Policy Implications and recommendations
· Conclusion and Recommendations
· Lesson learned
· Annexures
· Terms of reference for research
· Study tools
· List of meetings attended, persons interviewed and document reviewed
· Theory of change
· Roles and responsibilities
· Any other relevant materials
· References


Input


Establishment of SMNet in Polio High Risk Areas

Capacity building of SMNet Community mobilizers in activities related to protect, prevent and treatment of Diarrhea


Process & Output


IPC sessions on hand washing and diarrhea management (ORS and Zinc use)
Mother meetings on hand washing, measles immunization, ORS and Zinc use, etc
Distribution of ORS and Zinc.


Outcome


Increase use of ORS and Zinc in management of Diarrhea
Inrease in handwashing practices
Increase coverage of Measles vaccination
Increase in exclusive breastfeeding and complimentary feeding



Impact


Reduction in Diarrhea morbidity  and severity
Reduction in child mortality

















