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More on Health Awareness Stretegy (HAS)
ABBREVIATIONS

ANM



Auxiliary Nurses & Midwives

ADM  

Additional District Magistrate

CMOH 
      
Chief Medical Officer Of Health

ACMOH                                
Assistant Chief Medical Officer of Health

Dy. CMOH I 
      
Deputy Chief Medical Officer of Health

SP 
     
Strategy Planning

SC


          
Sub centre

PHC   



Primary Health Centre

RH



Rural Hospital

SD 



Sub Division

BPHC 



Block Primary Health Centre

PDS 



Public Delivery System

DPO 



District Project Officer

ICDS



Integrated Child Health Services

DICO



District Information & Cultural Officer

SDO



Sub Division Officer

ACMOH


Assistant Chief Medical Officer

SDICO



Sub Division Information & Cultural Officer

BMOH



Block Medical Officer of Health

BDO



Block Development Officer

CDPO  


Child Development Project Officer

SWO



Social Development Officer

BPHN



Block Public Health Nurse

PHN



Public Health Nurse

1.
Introduction

1.1
Tumultuous changes have been taking place in the health sector in West Bengal.  Most significant among these are: major investments in health service infrastructure; decentralisation and alterations in the structures and processes of service delivery and health management; and, the initiative for sustainability of health systems with the introduction of user charges. 

1.2
At such a time, to focus attention on something as ordinary as health awareness generation is fraught with dangers. For besides the state governments efforts in this area, there are over a half-a-dozen national health programmes alone under implementation – each having one element or another of Information, Education, and Communication (IEC).  With so many IEC programmes underway there would appear to be an embarrassment of riches. Yet if there is an occasion to be embarrassed it is not for an excess of IEC, rather for its paucity and its limited effectiveness as an instrument of preventive health care.  Without entering into the debate about the quantum and quality of IEC programmes in existence, if we examine the statistics available on different preventable diseases and disorders a review of existing IEC schemes would be called for.

1.3 It is our conviction that a number of health sector concerns, from client–provider behaviour to reform initiatives to common and chronic ailments- could be successfully combated by the implementation of a comprehensive and systematic health awareness strategy.  In the course of this strategy paper we would be briefly surveying a profile of the district, examining some key health sector problems, discussing the objective, the areas of focus and the expected outcomes of HAS, outlining the methodology for devising this strategy and its process, presenting the activities planned for three years, coming to grips with our strength and weakness, and outlining our expectations from health department and from external agencies and organisations working in this area. It is not for a moment our contention that health awareness generation is going to solve all the problems of the health sector. However, it is our submission that heightened health awareness is the best safeguard available to a community if IEC programmes are integrated and develop from mere awareness generation and information dissemination to health education and outreach services.   

1.4
Lack of awareness about health issues is but a reflection of poor literacy and education levels. Although a literacy mission is underway, a simultaneous, comprehensive health awareness enterprise becomes vital to accelerate the process of education in general and of health education in particular. In effect, the literacy mission and HAS would complement each other. Cooch Behar has witnessed the highest decadal growth (21.43%) in the state in overall literacy levels, and among women the growth has been among the highest in the country (24.7%). However, a similar improvement in health status has not taken place. 

1.5.1 This growth in literacy among the people in general and women in particular presents an opportunity and awaits our initiative for effective health awareness generation.  Let us hope that we do not miss out on this opportunity. 

2.
Cooch Behar District – A Profile …Warts and all! 

2.1
Cooch Behar is one of the most backward rural districts in the state of West Bengal. It is located in the north-eastern part of the state, and is bordered by Jalpaiguri district in the north, Assam in the east and Bangladesh in the south and west. The district occupies an area of 3,387 sq. kilometres and, as per the 2001 Census, sustains a population of 24.5 lakhs – of which 67% are non-workers. The decennial growth rate (1991-2001) at 14.15% was the lowest in the state. The population density stands at 732 persons per sq. kilometre while the number of female per 1000 males is 949. Administratively the district is divided into five sub divisions and 12 Blocks. 

2.2
Over 92% of the population lives in the rural areas. The socio-economic condition of the people is unenviable. The Scheduled Caste & Scheduled Tribes comprise 51.76% of the population and form the majority in all the blocks of the district. Over 65% of the total population falls in the Below Poverty Line category. 48.5% of the population consists of women and about 14% of infants and children below five years of age. 

3.
Some Bitter Facts And Some Harsh Figures

3.1
The health profile of the district is not very encouraging. Only 30.3% children are delivered safely and the infant mortality rate is 50 per 10,000 infants. 27% of babies born in Cooch Behar weigh less than 2.5 kgs at birth. The percentage of children getting complete immunization in the district is merely 49.80 as against the national average of 53.3% and the target of 100% coverage.  A large proportion of the children suffer from pneumonia and diarrhoea. About 20% of pregnant women in the district are not immunized.  

3.2 Some chronic ailments that beset the population of the district are diarrhoea, acute respiratory infection, pneumonia, tuberculosis and malaria. The district has the dubious distinction of returning the highest incidence in the state of diarrhoea (276018), ARI (147720) and pneumonia (21035),  in the year 2001. There were 36 deaths from diarrhoea, 27 from ARI, 60 from pneumonia and 15 from malaria reported in the district in the same period.

4.
A Note on Strategy Planning

4.1
Strategy Planning aims to seek long-term solution for complex problems. Health problems are usually interrelated with the actions/inactions of several stakeholders and, therefore, their solutions lie in the participation of the various stakeholders involved. Health problems are classified by factors causing diseases/disorders and they can be understood in reference to:

· Epidemiology – Mortality, Morbidity and Disability

· Demographics

· Geography

· Administration – Manpower, Infrastructure, Organisational Structure, Procedural etc.

4.2
While the management of several health problems is within the purview of the health services delivery system, there are many areas, which are outside its domain,l for instance the supply of safe water, sanitation, nutrition, population growth etc., but which are equally important in ensuring health.

4.3
Like-wise, factors related to social, economic, educational needs etc of the communities also contribute to a magnitude of health problems. However only, the health sector receives the burden of all health related problems and the onus of their case management lies solely with it.

4.4
Any effort to develop the strategy planning would necessarily involve a number of stakeholders. The involvement of all stakeholders has two major advantages:

· Health problems are no longer seen as the exclusive responsibility of the health sector.

· Functionaries of different stake holding departments/organisations work hand in hand with health functionaries resulting in an improvement of the client-provider ratio. 

4.5
The intersectoral approach is initiated at the top and it percolates down to the peripheral levels. Therefore, the approach in itself becomes a system to deliver the health services, while each sector within this system becomes a subsystem.

5.
Methodology  

5.1
While preparing this strategy paper an effort was made to pool in all available information on various aspects that engaged our attention. We utilized variety of reports prepared by HMIS of the CMOH, Cooch Behar and reports of the state health department as well. The IEC Strategy Paper prepared for the State Health System Development Project, West Bengal was an important source of information and guidelines.To find out about the situation at the grass root several focused group discussions were held by members of the team at different levels –  with people literally in the field, at sub-centres, at Anganwaadi centres (AWC), at PHCs and at the district level.  On the 8 –9 January, 2002 a district level workshop was also held in which members of the District Health Committee (DHC), BMOHs, Sabhapatis, Doctors, Nurses, Administrators and  NGOs participated. 

5.2 The results of the focused group discussions and the workshop, the reports and other secondary data were then compiled. A number of logical frameworks were then devised to organise the information and data to elicit key elements of HAS such as target groups, IEC fora, media, methods, activity schedules and so on. Prioritisation of different activities among the focus areas was then undertaken by distinguishing those activities that could be taken up at the district level immediately with the help of available resources, those activities that could be taken at the district level up after negotiations and consultations, and those that would require active help and support from agencies and organisations outside the district. 

6.
The Problems (or Challenges?)

6.1
From the focused group discussions and brainstorming sessions emerged the shape of problems faced in the task of health awareness generation. It became evident that there is a general lack of awareness about:

1) Services and timings of various health delivery facilities. Unlike other government services the timings of health facilities do not operate from 10 AM – 5.30 PM.  The nature of health services entails different types of functions that make it necessary for health workers to divide their time in a variety of activities within the health facilities and outside. However, timings for such activities are fixed and can be easily communicated to users.  There is also a lack of awareness about the diverse services provided at different levels of the health system, ranging from sub-centres to the district hospitals. 

2) Reform issues such as those of decentralisation, user fees and pay clinics are also either unfamiliar to the users or are poorly understood by them, and at worst are misunderstood. 

3) Preventive measures through IEC programmes in the areas of health and hygiene, reproductive child care, and a variety of common diseases, disorders and conditions are inadequate in their reach and their effectiveness. This finds lamentable reflection in the high incidence of diarrhoeal diseases, ARI and  pneumonia and in the high infant mortality rate noted above.

6.2
Closely linked to the above are the issues of lack of accessibility due to poor   information and the issues related to provider behaviour.  Another related area is the lack of convergence of  a variety of IEC programmes being carried out independent of each other under various national and state programmes. Convergence of these areas would facilitate the pooling in of resources and the consequent enhancement of the range and depth of the reach of IEC efforts. 

7.
Objectives 

7.1
In brief, the objective of HAS is to ensure that existing health services and facilities are known to the end users and accessed optimally to achieve the overall goal of health for all. 

7.2

To elaborate, it is expected that HAS will result in awareness generation  among client groups and service providers to: 

· Improve user access

· Improve service delivery

· Engrain prevention behaviour

· Empower community

to achieve health for all.

7.3
An allied objective of the HAS is to make IEC a routine service available to all users to help them take the responsibility for their own health in conjunction with the services provided by the state health system. 

8.
Areas of Focus

8.1
To achieve the above objectives it would be necessary to concentrate on the following areas:

· Raise awareness on services available at different levels, namely Sub Centre (SC), Primary Health Centre (PHC), Block Primary Health Centre (BPHC), Sub Division Hospitals (SDH) and District Hospitals.

·  Raise awareness on decentralised decision-making process at all   level.

· Raise awareness level on the sector reform issues, e.g. pay clinic, user charges etc. 

· Raise awareness on Reproductive, Child and other health and hygiene related diseases and disorders.

· Achieve convergence of IEC programmes in existence.

9.
 Time Frame

9.1
The HAS is designed for an initial period of 3 years beginning March-April, 2002. The aim is to move from a campaign mode of awareness generation/IEC to routinising IEC activities so that it becomes a routine service available to all users through out the year. Unlike IEC activities under a number of programmes at present health awareness should be a continuous process, not an annual, one shot affair.  

9.2
It is appreciated, however, that awareness generation would require both campaign and routine modes to disseminate the messages on sector reform and health promotion. In the first year of implementation, campaign mode would be preferred to create awareness on service delivery, decentralisation and convergence at all level. A general awareness is foreseen as an outcome of the process. Year II onwards the routine awareness would be carried on including the reform issues. By the end of the three years, it is hoped, that all IEC activities  would have become part of routine health activities. 

9.3
An attempt has also been made in the strategy paper to account for seasonal variation and annual or periodic social and administrative events.  This implies that not only does the strategy take into account events such as monsoons, floods, and elections while planning the annual IEC calendar but also prepares for these disruptions and the health problems that follow some of them. 

9.4

An estimate of a three year budget for HAS (Annexure…) is being developed with an annual budget for the first year. Annual review of budget and expenditure control would be reflected in the three years estimated budget planning.

10.
Target Group

10.1
The HAS would include all users and providers of health services apart from stake holders such as:

Parents, In-laws,  Adolescent Girls and Boys, Mothers, Eligible couples, Health functionaries, Awanwadi workers, Gram Panchayet members, Teachers, Opinion leaders ICDS officers and supervisors, Trained Birth Attendants, Motivators of sanitary marts, Community Health guides, Youth Club members, Postman, NGO volunteers, Religious leaders, Mahila Mandal members and any other interested persons/groups.  The aim here is to mobilize all sections of the community so that a general awareness about health issues and services is created. 

11.
Approach – Reaching the unreached 

11.1
The approach of the HAS is to reach the unreached, to reach all those segments of users and providers with the different types of information and skills that they require. Therefore, an attempt has been made to make HAS comprehensive and convergent by recognizing that the entire community comprises the target group and that all health issues need to be on the agenda since the different groups of users and providers have many common and a few, but to them important, distinct needs. The HAS is designed on the one hand with the aim to move from awareness generation to education of users and providers, and on the other hand to move from training and outreach for the providers. To do this it is also felt that there is a need to integrate existing IEC programmes, delivery mechanisms and resources so that   two and two make not  four but 22. 

11.2
This health awareness strategy also aims at both horizontal and vertical coverage.  By horizontal coverage is meant coverage of the entire district and its inhabitants in both villages and municipalities.  Vertical coverage implies coverage of  health facilities from the bottom to the top, from the sub-centre level, to the PHC and BPHC level, to the sub-divisional and district hospital levels.

11.3
By preparing an inventory of all formal and informal structures the HAS intends to utilize all available fora  at all levels. Not only is health awareness generation intended to be taken up only by and in traditional formal structures such as sub-centres and PHCs, but it is meant to be taken up in untapped informal structures such as haats, bazaars  and self-help groups, 

11.4
Further, all three approaches of IEC are to be employed under HAS. These include the individual and interpersonal approach, the group approach and the mass approach which will be undertaken at all levels by using all available media and instruments within the constraints. 

12.
Forum for disseminating Awareness Messages

12.1
Village – Grassroots Level

a. Village & Household

b. Educational Institutions including non formal education centres

c. Village Meetings

d. Local clubs

e. Bazaar/Haat

f. Richshaw /van/Bus stands/Stops

g. Bathing Ghats

h. Small shops & establishments including medicine shops

The pocket areas where the services are not availed need focus intervention.

12.2
Block Level

a. Offices

b. Educational Institutions including DPEP centers

c. Libraries

d. Cinema show

e. Cable network

f. Public Delivery System

g. NGO premises

h. Banks

i. Park

j. Tourist spots

k. Phone Booth

l. Railway station

m. Bus/Rickshaw/Taxi stands

n. Medicine shops

o. Other shops & establishments

On selected issues of concern at the block level

12.3
SC / PHC 
· Walls of the health facilities

· Walls of the Panchayat offices
· Medicine shops

12.4
Sub Division and District Towns

· State Highways

· Offices

· Hospitals

· Clinics

· Medicine shops

13.
Types of Information

13.1
Awareness on Timings, Personnel/Services, Pay clinics & user charges, Decentralisation issues, Awareness of Services Available and other sector reform related issues besides Routine Activities.
The RCH package of services that have been identified for different stages of the Life Cycle:

· For Children up to 5 years

· For Children from 5 years to 10 years

· For Adolescent Girls

· For Mothers 

· For Eligible Couples

· Other New Services

· Prevention & Management of RTI/STIs

· Adolescent Care

· Nutrition Counselling including Micronutrients through ICDS facilities

13.2
The National Health Policy identifies some additional targets for control/eradication of certain endemic diseases and disorders:

A. Communicable Diseases - included in the Integrated Reporting System for      

       Basic Health Care.

· Respiratory Infections

· Diarrhoeal Diseases & Intestinal Infections

· Arthropod-Borne Infections

· Zoonoses / Surface infections & Other Communicable Diseases

B. Non-Communicable Diseases and Conditions - included in the Integrated   

      Reporting system for Basic Health Care 

· Sunstroke

· Animal bites
C.  Other Diseases and Conditions - not included in the Integrated Reporting System for Basic Health Care (but part of National Programmes reaching to the Primary Level)

·  Blindness,

·  Mental Health 

·  Physical Disability 

·  (Self Induced and Accidental Poisoning)

D.   Social causes contributing to health 

· Hygiene

· Safe drinking water

· Population growth

· Nutrition

· Domestic violence

· Physical & Social Rehabilitation

13.3
These contribute significantly to morbidity, mortality and disability. The package of services constitutes the components of GOI supported respective national programmes and schemes of the Ministry of Health and Family Welfare and the Ministry of Social Justice and Equity.
14.
How

14.1
The messages are to be standardised and accepted by the health authorities.

a. Development of key messages for supporting a health service  

       package.

b. Selection of approaches for communicating the messages.

c. Procurement and development of communicating materials.

d. Procurement of teaching aids.

e. Logistical management of IEC materials.

f. Team building by way of joint trainings.

g. Process management including quality controls.

15.
Our Strengths ….

15.1
The strengths of this HAS initiative are as follows:

· A comprehensive health awareness strategy (HAS)

· Commitment of the DHC to HAS 

· Active Panchyat Raj Institutions 

· Limited identified funding 

· Manpower deployed in the health system and other government  

             organisations

· Training infrastructure

·    Printing infrastructure

16.
The Constraints (What we must overcome)

16.1
The constraints that may come in the way of implementing the HAS in Cooch Behar are:

· Uncertainty of funds

· Lack of coordination among different agencies

· Centralised development of IEC material

· Lack of public confidence in health system

· Inadequately trained manpower

· Inadequate audio visual aids

· Resistance in the health system

17. 
Planning, Monitoring and Supervision

17.1
A core team will be formed at district, sub-division and block level to monitor the activities as per the plan.

District Magistrate, Chief Medical Officer of Health, ADM Development, Karmadhakshya, Dy. CMOH II & III, DPO ICDS, DICO is among the core team members at the district level. Field Officer GTZ based at Coochbehar is the co-opt member of the team.

A team at Sub division will be monitoring the activities. Team member proposed at the sub division level are SDO, ACMOH, SDICO.

Planning, monitoring & implementation teams at the block would include BMOH, BDO, Savapati, CDPO,  Karmadhakshya health, SWO, BPHN/PHN.

18.
Fund Flow

18.1
District health administration departments are receiving sporadic funds from various national programmes during the year with an instruction to conduct the program within a stipulated time. There is no prior intimation on the availability of funds. Zilla parishad and DMs office receives fund for implementation of awareness program at the community level. Therefore, planning on awareness over the stretch of a year is not perceived.

18.2
The strategy would be to have a pool of fund at the district level on awareness generation so that district plans their own awareness strategy to address the local needs.
19.
The Road Map 


Attached Pages (Draft Implementation Schedule and Budget ) 

20.
Joining Hands

20.1
The implementation of HAS will require not only the combined efforts of all stake holders at the district level but also the assistance of agencies and organisations working in this area outside the district.  GTZ Basic Health Services has already come forward to collaborate in this project. It is expected that other international, state and local agencies such as UNICEF, CARE, DFID, North Bengal University and Local NGOs will also come forward to help the  DHC, Cooch Behar to achieve its goal.

In this regard we hope that we shall receive the support for the following :

· IEC material development

· Supply of IEC material

· IEC equipment

· Mobility and access

· Training of trainers

· Experience sharing

· Baseline studies

· Evaluation studies

· Supplementary funding

19.2
From the government we hope to receive full support for the project in the form of the following:

· Provision of special funds for the project

· One point supply of IEC material

· Mass media support: Newspaper Advts. Advts in electronic media, Radio, Documentary/Video films

· Policy support

20.
In Conclusion …

20.1
Health awareness generation is one area of the health sector that is regularly underrated and often taken for granted. Much needs to be done and much can be accomplished by drawing synergy form all available sources to implement a comprehensive health awareness strategy.  We submit that the HAS presented above may not be complete and may suffer from a variety of flaws. However, we hope, that with the help of all organisations  involved at different levels in promoting IEC for health we shall be able to refine and improve not only the HAS for Cooch Behar but also its implementation to achieve health for all.  

In conclusion let us call it a beginning…

Annexure

AVAILABILITY OF SERVICES AT DIFFERENT LEVEL

OF 

HEALTH CARE DELIVERY SYSTEM

1. Sub-Centre Level
-  Preventive 
- Immunization for Children and Preg Mother




    P H Activity
- Control/Prevention of 






   Diarrohea






   A R I






   Malaria






   Leprosy






   Tuberculosis

    FW Activity
-  Distribution of O P, CC, VIT ‘A’, IFA, Insertion   

of CW T, Antinatal check-up, safe delivery, Post Natal follow up. 

     IEC             -  Awareness Generation


Control of Outbreak


Referral

2. P H C Level           -   Preventive    -  Immunization for Children and Preg Mother

                                       P H Activity  - Control/Prevention of 


Diarrhoea


A R I


Malaria


Leprosy


Tuberculosis

                                       FW Activity   - Distribution of O P, CC, VIT ‘A’, IFA, Insertion of CW T, Antinatal check-up, safe delivery, Post natal follow up.

                                       I E C             - Awareness Generation

                                                              Control of Outbreak


Referral

                                       Treatment    - Treatment of Minor Ailments

                                      Administrative - Supervision & Monitoring

3. B P H C Level            Preventive    -  Immunization for Children and Preg Mother

                                       P H Activity  -  Control/Prevention of 


Diarrhoea


A R I


Malaria


Leprosy


Tuberculosis

                                      FW Activity    - Distribution of O P, CC, VIT ‘A’, IFA, Insertion of CW T, Antinatal check-up, safe delivery, Post natal follow up.

                                      I E C             - Awareness Generation

                                                             Control of Outbreak

                                      Treatment     - Treatment of minor ailments, Indoor admission  

                                                              for first hand odd hours management, before  

                                                              referral.

                                      Lab Service  - Restricted Lab Service available

                                     Administrative - Supervision and Monitoring and other    

                                                               administrative service.


    Referral

4. SD Hospital        -     Treatment       - Curative mainly with Investigation facilities.

                                     Preventive      -  Immunisation for Children and Preg Mother   

                                                                through PP Unit/Urban F W Centre.

                                     FW Activity     -  Distribution of O P, CC, VIT ‘A’, IFA, Insertion  

                                                                of CW T, Antinatal check-up, safe delivery,   

                                                                Post Natal follow up through P P Unit/  

                                                                U F W C


     Referral

5. District Hospt     -     Treatment        -  Curative mainly with better management  

                                                                capacity including investigations.

                                     Preventive       -  Immunisation for Children and Preg Mother  

                                                                through PP Unit/Urban F W Centre.

                                    FW Activity       -  Distribution of O P, CC, VIT’A’, IFA, Insertion  

                                                                of CW T, Antinatal check-up, safe delivery,  

                                                                Post Natal follow up through P P Unit/

                                                                U F W C


     Referral 
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