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Executive Summary

Context: For over two decades, the CORE Group Partners Project (CGPP), previously known as
the CORE Group Polio Project, has played a pivotal role in addressing public health challenges in
India, with a primary focus on polio eradication, routine immunization, and recently COVID-19
response. To tackle the challenges faced in the polio eradication program in India, CGPP adopted
a multi-pronged and community-based approach to improve the uptake of vaccination. The
approach was rooted in the identification, training, and engagement of community leaders, known
as 'community influencers,’ who harnessed behavioral interventions to counter misinformation
and misconceptions associated with vaccination. These influencers played a crucial role in
supporting vaccination campaigns and building trust within resistant communities, thus serving as
a bridge between the community and the public health system. The motivation, commitment and
consistency displayed by the local cadre and development partners supported the government in
India’s attainment of the polio free status in March 2014.

Emergence of Community Action Groups (CAGs): With the onset of the COVID-19
pandemic, issues such as fear, stigma, misinformation, myths, and misconceptions resurfaced.
Recognizing the urgency of these challenges in hindering the adoption of COVID-19 appropriate
behaviors and vaccine uptake, CGPP was called upon to support the pandemic response. As a
strategic response, existing and new community influencers were organized into CAGs, with
capacities reinforced for sustained functioning. The CAGs emerged as essential entities in curbing
the spread of COVID-19 and addressing issues related to stigma and misinformation. These
groups offered direct support in the form of food, medicine, counseling, and information to
families facing quarantine, infection, or ostracism. Additionally, CAGs played a pivotal role in
aiding frontline workers (FLWs) in identifying families for surveys and contact tracing. During the
pandemic, approximately 450 CAGs, each comprising 6-8 members, catered to the needs of the
most vulnerable populations, including migrants, economically disadvantaged individuals, and
those facing social isolation. Furthermore, CAGs have continued to play a significant role in
mobilizing for COVID-19 vaccination, measles rounds, and routine immunization.

Objectives and methodology: Despite the recognized success of this approach within the health
system, valuable insights from the CAG intervention have not been comprehensively documented
ot shared with relevant stakeholders. To address this gap, PCC conducted a study to develop a
legacy document for CGPP outlining the formation, process and functioning of CAGs. The
specific aims of the study were to:

1. Document the profile of CAG members and their motivations for such volunteer work

2. Capture stakeholders’ perspectives about the CAG intervention and their functioning

3. Explore the scalability and replicability of the CAG intervention in other geographic

locations and contexts

The study employed a cross-sectional, mixed-methods approach, incorporating rapid literature
review, secondary data analysis, and qualitative data collection through focused group discussions
(FGDs), post-FGD surveys, in-depth interviews (IDIs), and key informant interviews (KlIs) for
stakeholder interactions. The findings and recommendations were also shared with the study
participants in a one-day co-learning workshop to incorporate participants’ reflections on the
findings and add contextual nuances into the study report. The study was conducted during Aug-
Oct 2023 in all the three states, namely Uttar Pradesh, Assam, and Haryana, where CGPP is
supporting the CAG intervention.



Key findings

The fight against the COVID-19 pandemic gave birth to CAGs: The study found that the
CAGs surfaced in response to the vacuum created because of the withdrawal of Community
Mobilization Coordinators (CMCs) in 2020 and to address the emerging concerns such as the
proliferation of myths and misinformation, stigma towards returning migrants and coronavirus-
infected families, and vaccine hesitancy and resistance among others during the COVID-19
pandemic. The rationale of forming CAGs was premised on multiple factors, such as group
ownership, shared responsibility and accountability towards community’s needs, and linkages with
diverse government departments which would further ensure CAG’s sustainability.

CAG structure was uniform across states, but contextualized approaches were followed for
CAG formation: The study revealed that CAGs comprised of proactive influencers who held
membership in other groups or were elected members and residing near each other. They were
selected based on diverse criteria such as political or religious authority, economic influence,
departmental linkages, or intimate knowledge of the community. In COVID-19 programming
areas, contextualized approaches were employed to form CAGs. These groups served as an
amalgamation of diverse skill sets and networks, comprising individuals with traits such as
selflessness, a commitment to social welfare, effective communication skills, time availability,
patience, and a profound understanding of the community.

Three-fourths of CAGs formed in the last 2 years, most members are male, 30-49 years old,
and 70% have completed high school of above: Further, 90% are also members of other
platforms. CAG members have diverse occupations, including farmers, ration dealers, ASHA
workers, local doctors, teachers, and pradbans/village heads. Many members were treligious leaders.

High motivation among CAG members, driven by social commitment, humanity,
recognition, and can be strengthened by government felicitation of CAGs: The study used
a scale to assess motivation of CAG members and found high motivation levels overall but low
commitment to CAG in nearly two-thirds of members. Internal factors like community
engagement and skill use, along with external factors such as learning opportunities and peer
support, were key motivating factors. While most members didn't report personal issues or
burnout, 38% noted an impact on family responsibilities.

CAG members are trained on health system’s needs by the BMC/MM: The study revealed
that the support extended to CAGs centered on capacity building, focused on health-related issues
driven by the health system’s needs. The orientation process, conducted digitally and telephonically
during the COVID-19 pandemic, evolved through monthly meetings, where BMCs played a key
role in providing guidance. The study also noted variations in BMC’s support and facilitation of
CAGs. CAG members expressed the need for expanded training scope beyond health, covering
issues like domestic violence, education and child marriage.

CAGs bring additional value to the health system and community’s trust in CAG is high:
The study found varying levels of awareness about CAGs among the interviewed stakeholders.
Before the CAG formation, FLLWs sought support from community influencers. The collaboration
between CAGs and community stakeholders proved mutually beneficial. The stakeholders
highlighted that composition and group structure, influential position of the members and their
knowledge about the community, and departmental linkages as key strengths, leading to quicker
and more effective results, often in comparison to FLWs. Despite community members’ limited
awareness about CAGs, the community's trust in them was rooted in their socially relevant profiles,
perceived dedication to community welfare, and timely support provision during COVID-19.

The sustainability of CAGs is based on inherent structure and linkage with the Health
Department, but the challenge lies in ensuring motivation: The study revealed mixed
perceptions on the sustainability of CAGs, with concerns raised about potential challenges after
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the withdrawal of CGPP. Government officials highlighted the importance of DMCs and BMCs
as intermediaries between CAGs and the health department, fearing a loss of communication
channels without them. Limited handholding by BMCs and DMCs was a strategic move to foster
self-sufficiency and group ownership for long-term sustainability. Key concern was on maintaining
motivation among CAG members, which was viewed as essential for sustainability of the model
in the absence of financial incentives. Stakeholders emphasized the need for continuous
motivation, skill-building, and acknowledgment of CAG members by government officials. The
plans to link CAGs directly with the health system is underway. The inclusion of CAGs in various
health department meetings and linking CAGs with departments other than health were
recommended to ensure sustainability.

Replication and scalability of CAGs: The study identified three key components for scalability
which included: a) careful selection of community influencers in collaboration with multiple
stakeholders, b) ensuring motivation among CAG members, and ¢) strong collaborations with
local committees, organizations, and health department. Stakeholders emphasized the importance
of an inclusive CAG with diverse representation, i.e., involving position holders from different
government departments. Challenges in replicating and scaling CAGs into new geographies were
acknowledged, with a focus on building community ownership and motivation through learning
environments, orientations, and recognition. The findings focused on contextualizing intervention
strategies based on evidence for effectiveness. The acceptability of leveraging community
influencers in health interventions was recognized, and both the program team and government
officials have called for government orders to institutionalize the engagement of community
influencers in the health system. Monitoring mechanisms were considered potentially disabling to
motivation. Stakeholders suggested the need for support structures at the district and block levels
to guide CAG setup and initial functioning in new geographies.

The study provides five key takeaways and implications for sustainability and scalability:

1. The CAGs comprise of influencers who are already linked with various government
departments. It is thus a window of opportunity to leverage the CAG model as a community-
based support group that can work beyond health-specific issues. Advocacy is required so that
multiple government departments can tap the potential of such groups that can play catalytic
role in bridging the gap between the government’s programs and the community.

2. Develop clear guidelines for the set-up of CAGs with scope for contextualization at district-
level. This should be shared with district/block level program implementers (DMCs, BMCs)
and government officials. Advocacy is required with relevant departments to release
government orders to streamline the set-up and implementation of the CAG model as a
supplementary support group that can be leveraged by the respective departments.

3. Advocacy with relevant departments can be done for felicitation of CAG members that can
boost their motivation in engaging in various community level activities. Recognizing that
departments may have budget constraints, the acknowledgement of CAGs can take the form
of invitations to the monthly meetings at the Community Health Centre (CHC) or Primary
Health Centre (PHC), appreciation of CAGs on special days, recognition of best working
CAGs in meetings that CAG members would already be a part of due to their portfolios.

4. Provision of identity cards can be made available to CAG members for easy access and in-
roads into government departments to address administrative barriers in problem solving. This
can further provide recognition to CAG members and serve as a mechanism for prioritizing
their needs.

5. Advocacy is needed with government using advocacy/pitch notes for eartly and contextualized
identification of government functionaries who will take up the role of DMCs and BMCs after
program withdrawal to ensure ease of role transfer. BMCs, with support from CAGs could
develop a micro-level transition plan for the slow transition of CGPP.



Introduction

In India, the polio virus posed a grave challenge to the public health system. It undermined India’s
efforts in achieving full immunization coverage and endangered the lives of millions of children.
The resistance to the polio vaccine was unprecedented yet scattered, making the battle against
polio a difficult feat to accomplish. As recently as 2009, India was contributing to almost fifty
percent (741 of 1,604) of the polio cases wotldwide'. Despite concerted efforts by the Government
of India, with support from international and national development partners, polio eradication has
remained one of the most stubborn public health crises that the country has witnessed.

The journey to eradicate polio began with the | CGPP’s journey at a glance
: . . 5
N.at.lonal Immunlz.atlon D?.ys in 1995°. However, the % In 1995, India introduced National
initial successes in vaccine uptake soon saw a Do . .
i ] Immunization Days to eradicate polio
downward trend due to fears, misconceptions, myths | ., In 1999 USAID-funded CGPP was
and misinformation alongside service related barriers. launche;l in India

Addressing these challenges to improve demand | & CGPP is a coalition comprising of

generation required a multifaceted approach, ADRA, PCI, CRS

involving partnerships with various stakeholders and | % The objective of CGPP’s launch was
implementing diverse strategies such as religious to eradicate and maintain population
sermons, announcements at  religious = sites, immunity against polio
engagement of school children through bulawmwa tollies, | * CGPP has a presence in Uttar

use of invitation slips, involvement of community Pradesh, Assam and Haryana

< CGPP and UNICEF introduced
SMNet in Uttar Pradesh to tackle
resistance against polio vaccine
% CGPP identified community

influencers, and informal discussions at common
sites like tea stalls and barber shops.’

In 1999, the USAID-funded Polio Eradication . .
T ) - ) influencers and engaged them in
Initiative through CGPP was launched in 6 high-risk community mobilization
countries, including India. Since 2001, the India | & [ndia was accorded polio-free status
coalition comprises of ADRA, CRS and PCI. The on March 27, 2014
primary objective of CGPP’s efforts centred on
eliminating polio and, subsequently, sustaining population immunity against the virus (CGPP India
Transition Plan). Initially, CGPP worked only in 58 blocks across 12 districts of Uttar Pradesh.
However, in 2018 and 2021, CGPP also initiated programming in 2 districts each in Assam and
Haryana, respectively. While ADRA works through direct programming, CRS and PCI work
through local non-governmental organizations (NGOs), including Gorakhpur Environmental
Action Group (GEAG), Meerut Seva Samaj (MSS), Sarathi Development Foundation (SDF),
Society for All Round Development (SARD), People’s Action for National Integration (PANI)
and Jan Kalyan Samiti (JKS).

The resistance to the polio eradication campaign was the highest in the Indian state of Uttar
Pradesh. Leveraging the power of collaborative partnerships, United Nations Children’s Fund
(UNICEF) and CGPP came together to institutionalise a multi-tiered structure, known as the
social mobilization network (SMNet)*. The structure of the SMNet comprised of CMCs at the
community level, BMCs, Liasioning Officers or district underserved coordinators, Social
Mobilization Coordinators (SMCs) and Sub-Regional Cootrdinators (SRCs). The CMCs were

! From 200,000 to Zero, The journey to a polio-free India, UNICEF, 2012

%https:/ /www.cdc.gov/mmwr/preview/mmwrhtml/00041414. htm#:~:text=0n%20December’209%2C%201995%2C%20the
or%_20equal%20t0%203%20years.

3 Solomon R. Involvement of Civil Society in India's Polio Eradication Program: Lessons Learned. Am ] Trop Med Hyg. 2019
Oct;101(4_Suppl):15-20. doi: 10.4269/ajtmh.18-0931. PMID: 31760980; PMCID: PMC6776100.

4 Solomon R. Involvement of Civil Society in India's Polio Eradication Program: Lessons Learned. Am ] Trop Med Hyg. 2019
Oct;101(4_Suppl):15-20. doi: 10.4269/ajtmh.18-0931. PMID: 31760980; PMCID: PMC6776100.
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recruited locally from resistant pockets and trained on interpersonal communication (IPC), social
mobilization and given polio-specific information to allay people’s fears, misconceptions and
misinformation. Their responsibilities encompassed household visits, identifying and marking
households with children, and assisting FLWs in mobilizing resistant families to accept the oral
polio vaccine. The CMCs were withdrawn in 2020, just before the outbreak of the COVID-19
pandemic.

Opverall, CGPP adopted a community-based approach, focusing on building and strengthening
local capacities aimed at improving the health and well-being of women and children globally”.
This approach aligned with the Alma Ata Declaration of 1978 which signaled community
participation as one of the important components of primary health care’. This approach involved
a comprehensive and iterative influencer mapping exercise, often targeting individual families, to
identify community leaders such as religious leaders, shopkeepers, school teachers, employers,
trade associations, health workers, local doctors and quacks, based on their social portfolios and
influence over resistant families. Referred as ‘community influencers’, they were oriented on polio
and social mobilization, and engaged to mobilize resistant families using behavioural interventions
to tackle misinformation and misconceptions guided by social norms.

The community influencers, who acted as links between the health system and the community,
actively collaborated with and supported CMCs to build the community’s trust in the public
healthcare system. The CMCs and community influencers became the polio eradication campaign’s
eyes and ears on the ground, providing valuable insights into the community's needs and
aspirations, and guiding the actions of government and development partners. Through their close
ties and rapport-building with the community, they made inroads into the homes of resistant
families. This cadre gradually earned the trust of underserved communities, and this trust
continued to have a lasting impact even after the polio virus was eradicated.

The core essence of India’s achievement in the battle against polio lies in community ownership
of and involvement in the polio eradication campaign. Through the efforts of the Government of
India, CGPP partners and other development partners, India was accorded polio-free status on
March 27, 2014’. Since achieving the polio-free status, the focus of CGPP has been on maintaining
population immunity against polio, improving demand generation for child immunization and
response to disease-outbreaks.

5 Core wealth coverpages2.p65 (coregroup.org)

¢ Javanparast S, Windle A, Freeman T, Baum F. Community health worker programs to improve healthcare access and equity: are
they only relevant to low-and middle-income countries> Int J Health Policy Manag. 2018 Oct 1;7(10):943.
https://doi.org/10.15171/ifhpm. 2018.53

7 https:/ /www.gavi.org/vaccineswork/india-draws-lessons-polio-eradication-initiative
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Intervention Context

The COVID-19 pandemic affected billions of
lives worldwide. In India, the multiple waves
of COVID-19 placed an overwhelming
burden on health systems and authorities to
respond with effective and appropriate
interventions, policies and messages. As the
severity of the pandemic evolved, so did the
needs of the community, especially
considering multiple disruptions that affected
food systems, supply chains, service delivery
and institutional safety nets. Furthermore, the
outbreak of COVID-19 in India led to the
resurgence of some of the existing concerns
associated with disease outbreaks such as
stigma,  misinformation,  myths, and
misconceptions.

Recognizing the criticality of these factors in
hindering the adoption of COVID-19
appropriate behaviours and vaccine uptake,
the CGPP were called upon to support the

12 districts, Uttar Pradesh

7 :
H}v» 3 2 districts, Assam

2 districts, Haryana

s
ch%

s

“a
Figure 1: Geographlc spread of CGPP through its partner
organizations

pandemic response®. As a strategy, existing and some new community influencers were formed
into social groups, called ‘Community Action Groups’ and their capacities were built for sustained

functioning. The program documents shared by

Snapshot of CAG

% During the COVID-19 pandemic,
community influencers were organized into
CAGs by CGPP and its partners in India

% 450 CAGs of 6-8 members each were
formed across Uttar Pradesh, Assam, and
Haryana

% CAGs addressed myths, misinformation,
and stigma associated with COVID-19
infection and vaccine

% CAGs also distributed essentials to
COVID-19-infected families

% CAGs also support in routine immunization
program

CGPP indicate that during the pandemic, about
450 CAGs of 6-8 members each served the
most vulnerable population, e.g.,, migrants,
economically disadvantaged, and those facing
social isolation. The CAG was envisioned as a
community-focused model that would work on
integrating social, cultural, and educative
approaches to combat fear and stigma related
to COVID-19, and other issues like vaccine
hesitancy resulting in low immunization
coverage in Uttar Pradesh, Haryana Assam.

The group was essential in decreasing the
spread of COVID-19 and addressing stigma
and misinformation about the virus. The CAGs

provided direct essential support such as food,

medicine, counselling, and information to quarantined, infected, ostracized families, thereby
encouraging communities to offer support to affected families. The CAGs also supported FLWs
in identifying families for survey and contact tracing. Subsequently, the CAGs have extended
support in COVID-19 vaccination campaigns, measles rounds, and routine immunization efforts.

8 Bologna L, Stamidis KV, Paige S, Solomon R, Bisrat F, Kisanga A, Usman S, Arale A. Why Communities Should Be the Focus
to Reduce Stigma Attached to COVID-19. Am ] Trop Med Hyg. 2021 Jan;104(1):39-44. doi: 10.4269/ajtmh.20-1329. PMID:

33258438; PMCID: PMC7790080.



Scope and Objectives of the Study

The success achieved by the innovative CAGs has been recognised within the local health system
and community. However, there is a notable absence of documented insights and knowledge
sharing with relevant stakeholders. This study sought to address this gap by developing a
comprehensive legacy document for CGPP. This document serves as a detailed account of the
inception, operational processes, and functioning of CAGs, particularly during their formation and
activities amid the COVID-19 pandemic. The study further explored determinants of motivation,
mechanisms for supportive supervision, linkages with other stakeholders (FLWs, Self-help Groups
(SHGs), Village Health Sanitation and Nutrition Committees (VHSNCs), ward members etc.)
community trust and acceptance, challenges and limitations of the approach, and overall
sustainability of the CAG model. Additionally, the aim of this project was to also assess the
replicability and scalability of CAGs in other geographies and contexts.

The specific aims of the study were to:
1. Document the profile of CAG members and their motivations for such volunteer work
2. Capture stakeholders’ perspectives about the CAG intervention and their functioning, and
3. Assess the scalability and replicability of the CAG intervention in other geographic
locations and contexts

Methodology

CGPP’s programming was initiated in Uttar Pradesh, and further replicated and scaled up to
Assam and Haryana over the years. The study was conducted in all three states of CGPP’s
presence. Insights from the three states have provided critical information on the
conceptualization, implementation and the scaling up of the program in different geographical
contexts. Given the scope and objectives of the study, a descriptive study design was adopted to
achieve the research objectives. The study used a cross-sectional, mixed-methods research design
involving literature review, secondary data analysis and qualitative data collection with a
component of quantitative data collection. The use of mixed-methods research enabled the study
team to comprehensively understand and document the journey of the CAGs, and the learnings,
thereof, for replication and scalability to other geographies and contexts.

The study used the following methods to achieve the research objectives:

1. Rapid literature review: This included a quick review of relevant literature emphasizing
voluntary social groups with altruistic objectives, prioritizing non-materialistic incentives.
This review was restricted to India and/or South Asia, considering their socio-cultural
similarities. We also reviewed the program documents and data available with CGPP
partners to substantiate our observations. For the literature review we considered
qualitative and quantitative studies published in the English language between 2013 and
2023 that explore the factors influencing motivation, for community-based work in any of
the South Asian countries. This included peer reviewed journal articles and reports from
grey literature. We excluded publications not based on research such as blogs, interviews
and opinion pieces as well as studies conducted outside of South Asia. Additionally, any
research unrelated to motivation and voluntary work or published in languages other than
English or, outside the specified timeframe were also excluded.

2. Secondary data analysis: Existing MIS and administrative data collected by CGPP

partners were used to analyse CAG members’ profile, including their age, occupation, and
working duration as a CAG member among other things. This aided in contextualizing the
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findings and explaining the sustainability of such models. The profiling of CAG members
was conducted for CAG members in all 16 districts of Uttar Pradesh, Assam and Haryana.

Qualitative data collection with a quantitative component of a post-FGD survey:
The study adopted a qualitative method for an in-depth exploration of components such
as group formation, determinants of motivation, existing mechanisms for support,
relevance of CAGs, linkages with other stakeholders, community acceptance, sustainability
and potential scalability among others. A consultative approach was adopted to capture
insights from Uttar Pradesh, Assam and Haryana.

Following are the methods that were used for the study:
a. FGD and a post-FGD survey with CAG members:

i.

ii.

FGD with CAG members: We conducted 14 FGDs with 90 CAG members in
Uttar Pradesh, Assam and Haryana. This included 10 FGDs in five districts of
Uttar Pradesh and 2 FGDs each in two districts of Assam and one district of
Haryana. FGDs with CAG gathered information around CAG members’
motivations, training and otientations, group functioning, challenges/limitations
and successes from their point of view among others.

Post-FGD survey with CAG members: A self-administered post-FGD survey
was conducted with the 90 CAG members following FGDs to understand factors
influencing motivation. While the FGDs provided insights into the motivations of
CAG members, the post-FGD survey offered quantitative data regarding specific
factors and their relative significance and level of influence on CAG members’
motivation. The survey covered seven domains including organizational
commitment, extrinsic and intrinsic job satisfaction, community commitment,
work consciousness, burnout and personal issues. The seven domains had 23
constructs cumulatively. Each construct was scored between 1 and 5, where 1
denoted ‘strongly disagree’ and 5 denoted ‘strongly agree.” In the same manner, the
scale for negatively worded constructs were scored in reverse. The motivation scale
was adapted from two existing scales namely, the CTC Provider Motivational
Indicator Scale, which was implemented in six countries, including Bangladesh,
Ethiopia, Indonesia, Kenya, Malawi and Mozambique’ and a motivation scale used

to assess levels of motivation of community health workers in Haryana, India".

b. FGD with community members: We conducted 9 FGDs with 50 community
members in Uttar Pradesh, Assam and Haryana. This included 6 FGDs in five districts
of Uttar Pradesh, 2 FGDs in two districts of Assam and 1 FGD in one district of
Haryana. The scope of these discussions explored community members’ perceptions
on the relevance of CAGs. It also delved into the social capital provided by the CAGs
to the community, focusing on aspects such as trust and acceptability.

c. IDI with community stakeholders: We conducted 20 IDIs in Uttar Pradesh, Assam
and Haryana with community stakeholders, such as Accredited Social Health Activists
(ASHAs), Auxiliary Nurse Midwives (ANMs), office bearers of SHG platforms,
VHSNC, ward members, and tea estate managers among others. This included 15
IDIs in five districts of Uttar Pradesh, 2 IDIs in two districts of Assam and 3 IDIs in

 Vallieres, F., Kok, M., Mahmud, I. et al. Measuring motivation among close-to-community health workers: developing the CTC
Provider Motivational Indicator Scale across six countries. Hum Resource Health 18, 54 (2020).

doi.org/10.1186/s12960-020- 00495-7

10 Tripathy JP, Goel S, Kumar AM. Measuring and understanding motivation among community health workers in rural health
facilities in India-a mixed method study. BMC Health Serv Res. 2016 Aug 9;16(2):366. doi: 10.1186/s12913-016-1614-0. PMID:
27507034; PMCID: PMC4977615
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one district of Haryana. These IDIs helped understand CAG’s complementary role in
disaster management (e.g. COVID-19 disease prevention and vaccination, Measles
outbreak, Polio/zero dose etc.), perceived utility and value add and potential of CAGs
over other forms of mechanisms that exist in the eco-system.

. Stakeholders’ interactions: We conducted 20 KlIs in Uttar Pradesh, Assam and

Haryana with selected program implementers from Private Voluntary Organizations
(PVOs) and the CGPP secretariat who engaged in strengthening CAG. These
interactions helped document system players’ perspective and explain the potential of
CAGs for their replicability and/or sustainability.

KIIs with government officials: We conducted 4 KlIs in Uttar Pradesh with health
officials, including the District Immunization Officer (DIO), Medical Officer In-
charge (MOIC) and Block Medical Officers (BMOs). These interactions provided
insights on CAG’s linkages with the health department, their relevance and
sustainability.

CAG members co-learning workshop: We had a one-day co-learning workshop
with 12 best-performing CAG members and 10 program implementers and managers.
The key purpose of this activity was to discuss and validate the learnings and
recommendation from the qualitative assessment, and capture any contextual
variations in CAG functioning. The comprehensive insights from this co-learning

workshop helped generalize the key lessons.

Sampling

For the qualitative component of the study, the sample
respondents and the size were decided purposively in
consultation with CGPP partners, considering the time
and resource constraints. The selection of sample
respondents was determined through a careful review of
available documents and comprehensive discussions
with the program managers at CGPP. The diversity in the
selection of the respondents was based on the criticality
and positioning of each stakeholder in the overall
functioning of CAG. Furthermore, this also ensured the
richness of the study findings by contributing multiple
perspectives to holistically understand the CAG model.
To achieve the objectives of the study, we conducted
FGDs with 90 CAG members, FGDs with 50
community members, IDIs with 20 community
stakeholders (ASHAs, Anganwadi Workers (AWWs),
ANMs, office bearers of SHGs, VHSNCs etc.), Klls
with 4 government officials and 20 program managers in
Uttar Pradesh, Assam and Haryana and the CGPP
secretariat. The rationale for conducting the study in the
selected states was based on the presence of the CAG

Brief about this study

% The study was conducted in 5 out
of 12 purposively selected
districts in Uttar Pradesh, 1
district in Haryana and 2 districts
in Assam

% In Uttar Pradesh, districts were
selected based on a composite
score and representation from
each PVO was ensured

% Selection of blocks and villages
was based on the principle of
effective and efficient
implementation

% The study respondents included
CAG members, community
members and stakeholders,
government officials, and
program managers and
implementers

model in the 3 states. In Uttar Pradesh, CGPP has been working for a longer duration, in
comparison to Assam and Haryana. The inclusion of Assam and Haryana as study states informed
the replicability and scalability of the model in different geographies and contexts, which

contributed to the study’s objectives.
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District and Block selection

CGPP has a presence of CAGs in 58 blocks spread across 12 districts of Uttar Pradesh, 4 blocks
across 2 districts of Assam and 2 districts in Haryana through PVOs. As per the guidance provided
by CGPP, the study was conducted in 5 out of 12 districts purposively selected from Uttar Pradesh,
both the districts in Assam and one district purposively selected in Haryana. The selected districts
in Uttar Pradesh encompassed both CGPP programming and COVID-19 response districts. The
CGPP programming districts refer to those districts which have been engaged in both polio
programming and COVID-19 response. Whereas the COVID-19 response districts are those
districts where efforts have been concentrated on COVID-19 response. The use of purposive
sampling for the selection of districts and blocks aligned with the study’s aim of elucidating the
underlying constituents and conditions that were essential to the success of CAGs. Therefore, it
was crucial to consult CGPP in the selection of geographies where the implementation had been
effective and efficient.

An additional criterion was employed in the selection of districts for the study. A composite score
was computed, considering various indicators, including the percentage of rural population,
scheduled caste (SC) and scheduled tribe (ST) population, female literacy rates, and full
immunization coverage, for each district with CGPP presence in Uttar Pradesh. Based on the
composite scores, districts were categorised into three distinct groups, namely those falling within
the 0-50% range, the 51-70% range, and the 71-100% range. Notably, districts with higher
percentile scores demonstrated better performance across the selected development indicators.
Two districts were selected from the first (0-50%) and the third (71-100%) categories, while one
district was chosen from the second category (51-70%). Furthermore, district selection was evenly
distributed among the three PVOs. Specifically, two districts each were selected from ADRA and
PCI. In the case of CRS, one district was selected, as this organization also operates programming
in the neighbouring state of Haryana. At the local level, the program teams identified one block in
each selected district, taking into consideration the effectiveness and efficiency of program
implementation. The study encompassed the examination of two villages within each identified
block.

Recruitment of respondents/participants

The approach followed for recruitment varied based on the participant group. Based on the
inclusion and exclusion criteria for each stakeholder category, PCC sought coordination support
from CGPP to facilitate interactions. The study defined community members as individual
members of a family who had benefited from CAG’s support during COVID-19. On the other
hand, community stakeholders, such as FLWs, health supervisors, local doctors, members of
SHGs and VHSNC:s, religious leaders, local political leaders, ward members, school teachers, and
tea estate managers among others were defined as position-holders who were not members of
CAG but had collaborated with them during the pandemic. Community members and
stakeholders were recruited from the catchment areas of the CAG members who had been
included in the FGDs. The field team identified program implementers such as BMCs, DMCs and
MMs for interviews and recruited them for the study. For program managers, recommendations
were sought from the CGPP team, and included members from PVOs and the CGPP secretariat.
The research assistants involved in the study introduced the study participants to the study
objectives and took informed consent before initiating data collection.
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Data collection

PCC hired and trained research assistants to conduct qualitative data collection in Uttar Pradesh,
Haryana and Assam as per the field movement plan. All interviews were facilitated by PCC
research assistants. Data was collected by 2 research assistants, including 1 male and 1 female
research assistant in Uttar Pradesh and Haryana. The research assistants were supervised by
members of the study team at PCC. The research assistants had a Master’s degree in social sciences
and were well-versed in Hindi. In Assam, data collection was conducted by the PCC study team
with support from local translators. After receiving informed consent for interview and audio
recording, the research team conducted the discussion/interview using an audio recorder to
facilitate writing notes from the discussion. The interviews and discussions took approximately
45-60 minutes.

Research ethics

The study team underwent a day long in-person training by PCC on the background and scope of
the study, methodology, study tools, research ethics and a discussion on how to troubleshoot issues
that may arise during data collection. Pre-testing of tools were conducted prior to their finalization.

The study took verbal consent from all participants before initiating data collection. Separate
informed consent forms in local language — Hindi (for Uttar Pradesh and Haryana) and Assamese
(for Assam) were developed for each respondent category. The consent form included
components such as purpose of the study, voluntary participation and rights of the study
participants, consent for audio recording and note-taking, risks and benefits of participating,
compensation, confidentiality, data protection measures, results of the research, rights to ask
questions and contact information.

The study team took multiple steps to protect confidentiality of study participants. Only participant
IDs were assigned to the audio recordings and no identifiable information such as the name,
address and contact numbers of the participants were recorded. Consent forms were stored in a
locked cabinet at the PCC office in Noida.

The study protocol was approved by Sigma Institutional Review Board in India.
Key Findings

Profile of CAG members

The study analyzed the profiles of CAG members to assess their certain characteristics such as
usual occupation, age, sex, education, religion, duration of CAG membership etc. The profile data
from each geography was provided by the respective program partners. The profile data included
information of 10,573 CAG members from 15 districts of 3 states, namely Uttar Pradesh, Assam,
and Haryana covering 1,228 villages (Table 1).
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Table 1: Program coverage in terms of total CAG members, and villages/districts covered

Partner organization

State

ADRA CRS PCI Total

3,249 1,814 4,126
Uttar Pradesh (Dist: 3, Vill: 403) (Dist: 3, Vilt: 250) (Dist: 6, Vill: 429) 9,189
Assam 894 894

(Dist: 2, Vill: 60)
490

Haryana (Dist: 1, Vill: 86) oo
Total CAG 4,143 2,304 4,126 10,573
members

The program data revealed that three-fourths of the members had joined CAG in the last two
years. Additionally, two-thirds of the CAG members were male and fell within the age group of
30-49 years. More than 70% had completed high school and above, and 90% held membership in
other platforms, such as VHSNCs, Nigrani Samitis, and SHGs, among others.

The data further unveiled a varied occupational composition among CAG members, with a
predominant representation from diverse backgrounds such as farmers, ration dealers, ASHA
workers, local doctors, teachers, and pradhans/village heads, among others. Many CAG members
were also religious leaders in the community.

Female
Gender
= Male
68%
Figure 2: Gender distribution of CAG members
Education
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Figure 4: Highest educational qualifications of CAG members
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Members in other platforms

Other platfoms EE—————— 36%
Anganwadi I 29%
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_ « 1 Year VHSNC = 7%
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duration =2 to 3 years ASHA mm 7%
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None s 10%
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Fagure 6: Membership duration in CAG Figure 7: CAG mentbers' membership in other platforms
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Figure 8: Occupational status of CAG members

Context for the emergence of CAG and vision

The outbreak of the COVID-19 pandemic was a turning point for the global community, ushering
in a ‘new normal’ that posed significant challenges. The COVID-19 pandemic particularly affected
marginalised communities, as government services and development programming came to a
standstill. The community members, stakeholders and CAGs informed that the public health crisis
was compounded by other factors including rising unemployment, closure of health and education
services, mass migration into rural areas, discrimination against and stigma towards returning
migrants, lack of access to food and other resources, information overload, and proliferation of
myths and rumours among others. To add to that, the monumental task of vaccinating the entire
population faced hurdles from hesitancy and resistance fuelled by misinformation and rumours.

Interactions with program managers revealed that they were made aware of these challenges by
BMCs, DMCs, and in some instances, even CMCs who despite being withdrawn in March 2020
were actively engaged with the community in their personal capacities. The withdrawal of CMCs
created a vacuum, as described by the program team, which had to be filled by other community-
level volunteers to address concerns emerging during the COVID-19 pandemic. The study found
that this served as the impetus for organizing community influencers into groups, known as CAGs
who were oriented digitally and telephonically on COVID-19 and vaccination. Recognizing that
many community influencers did not possess smartphones, the formation of groups, as suggested
by the program team, eased the process of orienting the CAG members.
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The study revealed that the underlying rationale
for forming CAGs was based on the principle of
group ownership. This was rooted in the idea that
when community influencers collectively own and
participate in decision-making concerning their
community’s needs, it promotes a sense of
responsibility and accountability towards the
community. Additionally, the concept of
belonging is closely intertwined with sustainability,
which was a key consideration in the formation of
CAGs as indicated by the program team. Until the
CAG formation, community influencers were
scattered and did not have shared responsibility.
The program team suggested that groups such as
CAGs would enable members to tap into and seek
support from diverse departments to address the
community’s concerns as CAG members as a

Challenges such as closure of
government services, mass migration,
stigma towards returning migrants, lack
of food supplies, myths, rumors and
misinformation required urgent solution
The vacuum created by the withdrawal
of CMCs in 2020 gave impetus to CAG
formation

Group formation eased the orientation
process for CAG members

Group ownership, collective decision-
making, shared accountability and
potential for sustainability were the key
reasons for CAG formation

Group formation would enable linkages
with diverse departments

CAGs were envisioned as community
assets that could be leveraged and

whole would have linkages with diverse activated by the government

departments.

“If I am not there and some work needs to be done back here, it will be done, because we
are a group now.”
- CAG member

Whereas CAGs engaged in multiple activities during and after the COVID-19 pandemic, such as
rumor tracking, distribution of essential supplies, tackling stigma and misinformation in the
community, facilitating people’s access to government schemes, supporting FLLWs in mobilizing
resistant and hesitant families during vaccination campaigns, for COVID-19 and child
immunization, the overarching vision, as revealed by the program team was to create and capacitate
community groups to support and strengthen the work of health functionaries in improving their
community’s uptake of health services, primarily child immunization by bridging the gap between
the health system and the community at large, as well as during emergencies. In other words, the
CAG was envisioned as a group of trained community influencers who could be leveraged and
activated by the health system when required. To this end, as CGPP undergoes a transition, efforts
are underway to institutionalize this group by linking them with the health department in select
geographies.

The program team’s vision for CAG was shared by health department officials such as the MOIC
and BMO. Interactions with government officials revealed that the purpose of CAGs was to bridge
gaps between the health system and the community by reaching the last mile. Recognizing their
critical role in ensuring community acceptance of public health programs, the study found that
CAGs and community influencers were considered local assets, trusted by the community that the
government could leverage to support its programs and campaigns.

Formation process and composition of CAG

Interactions with the program team further suggested that a deliberate and strategic approach was
adopted for the formation of CAGs. In essence, community influencers who were proactive, held
membership in other groups or were elected members, and lived in close geographical proximity
to one another formed the CAG. It was reported by the program team that the identification and
selection of CAG members was facilitated by BMCs and DMCs, who had close linkages and ties
with the community. In areas of COVID-19 programming, where there weren’t pre-identified
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community influencers, BMCs and DMCs reported organizing meetings with community
members to on-board community influencers to form the CAG. This was validated by community
members, stakeholders and CAG members. In some instances, BMCs and DMCs sought support
from FLWs and village heads for the identification of potential CAG members. Furthermore, a
unique approach was followed in the case of Assam where the program was implemented in tea
estates, which were contextually different from other geographies. A strategy reported by the
program team was to secure approval from the tea estate management, and consult the Tea Estate
Welfare Officer to identify community influencers. To get easy inroads into tea estates, the
program team indicated the inclusion of members of the management in the CAG.

“BMC and ASHA organised a meeting in our village to provide information on
coronavirus. We were then asked if we wanted to join the group and those of us who agreed
were informed about the meetings.”

- CAG member

The study found CAGs to be mixed-groups, with representation from diverse gender and religious
identities. As noted by the program team, this was a crucial consideration made at the time of the
formation of CAGs. This decision was informed by a valuable lesson learnt from the polio
eradication campaign, where the involvement of both men and women proved crucial in engaging
resistant and hesitant families. As observed by the program team during the polio eradication
campaign, female CAG members had easier access into the homes of community members, and
were therefore successful in communicating with women. Conversely, since decisions, including
healthcare decisions often rest with men, it was vital to engage with them to dispel myths and
misconceptions. Similarly, religious representation in groups was incorporated for the same reason.
The program team also shed light on intentionally keeping the group size small (7-8 members) to
prevent group dynamics from breaking the solidarity of the group.

It is crucial to delve deeper into the definition of a 'community influencer,' a key constituent of
CAG formation. The study discovered that while community influencers were generally individuals
respected and listened to by the community, CAG members embodied more than just influence.

They typically represented individuals with

¢ Influencers who were proactive, held
membership in other groups, elected
members, and in close proximity to each
other formed the CAG

% Influencers with political or religious
authority, economic influence, departmental
linkages, or with intimate knowledge of the
community formed the CAG

% In COVID-19 programming areas,
contextualized approaches were followed to
identify and select CAG members

s CAGs are mixed groups of maximum 7-8
members only

s CAG is an amalgamation of diverse skill
sets and networks

% Traits of CAG members includes

selflessness, a desire to contribute to social

welfare, communication skills, availability of

time, patience, and an in-depth

understanding of the community, among

other qualities.

political authority (such as village heads or
Pradhans), religious authority (like local priests
or imams), economic influence (contractors),
departmental  linkages (ASHA, AWW),
individuals with intimate knowledge of the
community, and those recognized and accepted
by the community (e.g., postmen or line in-
charges within tea estates). The interactions
with program teams illustrated that the CAG is
an amalgamation of diverse skills and networks
which can be harnessed to address challenges
faced by the community.

Importantly, the narratives of the CAG
members, program teams, and government
officials portrayed that not all CAG members
were required to work collectively on every
issue. Depending on the specific challenge at
hand, relevant CAG members were activated.
For instance, in the context of COVID-19
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vaccination, ration dealers played a pivotal role in motivating resistant families. The study found
that in many rural areas where food chains were disrupted and people's access to food was
impacted, ration dealers emerged as essential sources of uninterrupted food access. Leveraging the
tactic of withholding food supply, CAG members informed that ration dealers in various regions
succeeded in converting vaccine resistors into acceptors.

“When people would collect in large numbers to collect ration, I would first urge them to
take the vaccine by giving them information about it. Sometimes I even threatened people
that I would withhold their ration until they get vaccinated. This made a lot of people take
the COVID-19 vaccine.”

- CAG member

As articulated by CAG members themselves, some common traits among CAG members included
selflessness, a desire to contribute to social welfare, commitment to the community, effective
communication skills, availability of time, patience, and an in-depth understanding of the
community, among other qualities.

Enablers of motivation among CAG members

The study thoroughly investigated various motivational factors spanning organizational
commitment, extrinsic and intrinsic job satisfaction, community commitment, work
consciousness, burnout, and personal issues. Across all seven domains, a notable prevalence of
high motivation was seen among members of the CAG (refer Table 3 in Annexure).

“Self-satisfaction is there when other people of the community give us respect for the work
we do.” - CAG member

Regarding organizational commitment, the study
discovered that CAG members generally
experienced a sense of pride and inspiration due to
their affiliation with the group. However, it was

% High motivation among CAG members
across domains such as organizational
commitment, intrinsic and extrinsic job
satisfaction, community commitment,

noteworthy that almost two-thirds of CAG
members reported a relatively lower level of
commitment to the CAG.

An important finding of the study was the
identification of both internal and external factors
positively correlating with heightened motivation
levels. Interactions with CAG members shed light
on the sources of internal satisfaction, including
engagement in community work, the utilization of
their skills and influence to enhance community
health, and the positive impact of their
contributions.  External factors, such as
opportunities for learning, support and guidance
from fellow CAG members, BMCs and MMs, as
well as recognition and appreciation from their
families and community, were also identified as
influential contributors to overall motivation.

Positive work consciousness and community
commitment emerged as additional noteworthy

work consciousness, burnout and
personal issues

Sense of pride and inspiration associated
with CAG membership

Two-third CAG members reported low
commitment to the CAG

Internal satisfaction was derived from
community work and use of skills for
positive impact

External satisfaction was derived from
learning opportunities, program support
and community recognition
Membership in CAG was driven by
community commitment

38% CAG members reported CAG’s
work impacting their family
responsibility

Enhancers of motivation include
felicitation by health officials, and
regular orientations and meetings with
program staff
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contributors to motivation. Community commitment was also invoked as a primary reason for
joining the CAG and initiating voluntary work. For instance, a sense of belonging and
responsibility towards the community coupled with the desire to improve community health were
the driving factors for the majority members to join the CAG.

Interestingly, the study revealed that a majority of CAG members did not report experiencing
personal issues or burnout as a consequence of their engagement with the group. While emotional
or physical fatigue was not a prevalent outcome, it was noteworthy that 38% of respondents
acknowledged that CAG's work had an impact on their responsibilities toward their families.

The investigation also delved into determinants capable of augmenting the motivation of CAG
members with respect to their sustained engagement in voluntary work. The insights gathered
from interactions indicated that routine acknowledgment and felicitation of CAG members by
government officials, coupled with capacity-building and skill enhancement sessions, in addition
to recurrent engagements through meetings with BMCs and MMs could contribute to amplifying
their motivational disposition towards continued voluntary service.

Support and monitoring mechanisms

Both CAG members and the program team indicated that the support received by CAG primarily
centred on orientation and capacity building. It was found that many CAG members had prior
experience in community mobilization, either in their personal capacities or from their
involvement in previous initiatives like the polio eradication campaign. In the early days of the
COVID-19 pandemic, the CAG members reported receiving digital and telephonic orientations
about the disease, its symptoms, prevention measures, and vaccination. Subsequent meetings with
BMC:s also helped address their questions about the disease. The program team conveyed that the
capacity building of CAG members was not carried out through a pre-defined structure but was
instead context-driven. For example, in regions where malaria and measles-rubella were prevalent,
such as Uttar Pradesh, BMCs oriented CAG members on the same. However, it's important to
note that these orientation efforts were primarily health-focused and informed by the health
system’s needs. Many CAGs reported the need for increasing the scope of training to include issues
other than health, such as domestic violence, education, and child marriage among others. Both
CAG members and BMCs talked about emerging issues pertaining to areas beyond health. In such
situations, some BMCs reported making
attempts to connect CAG members with
relevant departments, as their expertise was
limited to health.

% CAGs primarily received capacity building
support from the program

% Digital and telephonic sessions wete organized
for CAGs to disseminate information on
COVID-19 and vaccination

% Capacity building was informed by the health
system’s needs and was health-specific

% Orientation sessions were conducted during
monthly CAG meetings.

% Orientation support beyond health is needed.
At this point, some BMCs support by linking

The orientation of CAG members was an
ongoing process, with monthly meetings
serving as a platform for these orientation
sessions. For instance, in majority districts,
CAG members reported receiving guidance
from BMCs during these meetings.

DS

DS

7
0.0

CAGs with relevant departments.

Variation exists in support extended by BMCs
Notable difference in CAGs’ capacity to
function independently across districts
Monthly meetings strengthened CAGs
motivation and relationship with program staff
Monitoring mechanism in place for BMCs and
DMC, not for CAGs

However, the study discovered variations in
the support extended by BMCs and a notable
difference was also observed in CAGs’
capacity to function independently across
districts. In some geographies, CAG
meetings were sometimes organised by CAG
members themselves without facilitation
support from the BMC, other CAG
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members reported attending meetings only when they were organised by BMCs. Yet, other CAGs
talked about receiving orientation support from Medical Officers or other health officials.
Furthermore, some CAGs indicated receiving IEC material to assist in mobilization, whereas
others did not receive any support of this nature.

“Sometimes when there are issues that need attention, we meet amongst ourselves to
discuss the same”
- CAG member

As reported by the program team, the overall training approach followed a cascading pattern,
where DMCs and BMCs received training from CGPP. They then disseminated this knowledge to
CAG members during monthly meetings. Interactions with the program team indicated that BMCs
were tasked with conducting four monthly meetings. However, majority CAGs reported attending
only one meeting per month. While the meeting agendas were guided by the BMC, but in some
cases, as was reported by a few CAGs, many issues concerning the community were also taken up
in these meetings. Additionally, the study discovered that these meetings served to strengthen the
relationship and trust between CAG members and program staff. CAG members indicated feeling
motivated by regular meetings, which were sometimes also attended by government officials.

In terms of monitoring, the program team illustrated not following any standardized monitoring
mechanism for CAG members. However, BMCs were expected to report on the total number of
meetings conducted and the number of participating CAG members. Although some BMCs
indicated seeking updates on topics discussed in previous meetings and inquired about any
challenges faced by the CAG members, they too did not monitor any activities of CAGs.

Relevance and collaboration of CAGs with Government and community
stakeholders

The study found that while only some community members recognised CAG, majority community
and all government stakeholders were aware of the existence of CAG. The knowledge about CAG
and their role in supporting community stakeholders varied based on the profile of the
stakeholders. As the core focus of the CAG is on health, community and government health
functionaries not only had more knowledge about the CAG but also had stronger collaboration
with the CAG during and after COVID-19. For instance, the health functionaries displayed an
understanding of the overall structure of CAG, their composition and could make a distinction
between CAG as a group and its individual members, which was not common among other
stakeholders. The latter identified CAGs work more with individual members, in most cases the
village head or Pradhan, which blurred the CAGs role and capacities with that of the scope of work
of the individual member.

“Last year when dengue had increased a lot, I contacted with pradhanji and asked him to
call the team to increase awareness in the community members.”
- Head Teacher

Furthermore, in many instances it was noted that even before the formation of CAGs, FLWs
sought support from community influencers in mobilizing refusal and hesitant families for the
uptake of routine immunization.

“The CAG basically became active in 2020, although the individual members used to
support us even before, Core group asked us to give them a name, so we gave them the
name ‘samarthak group’”

- Anganwadi Worker
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Based on the narratives of CAG members and community and government stakeholders, the study
found that the collaboration between CAGs and community stakeholders was a mutually beneficial
arrangement. The community stakeholders received information, communications, and
mobilization support from CAG members. For instance, SHG members talked about receiving
information about COVID-19 appropriate behaviours and the COVID-19 vaccine at a time when
misinformation and rumours were spreading in the community.

“CAG members had come during COVID to give awareness regarding COVID
vaccination and they convinced us to take the vaccine.”
- SHG President

Additionally, there are multiple accounts of support received from CAGs to mobilise resistant and
hesitant families by FLLWs. On the other hand, the community stakeholders reported providing
support to CAGs in conducting several activities. For example, CAG members have sought
support from school teachers in conducting awareness drives related to breastfeeding, good touch
and bad touch and on the use of sanitary pads among others. The work done by CAGs in their
respective communities has not only got them recognition among the community and government
officials, but has also promoted their work and interests. The stakeholders highlighted the need
for CAGs to expand their scope of work beyond health.

All stakeholders interviewed for the study spoke of the relevance and value addition brought about
by CAG in bridging the gap between the health system and the community. Furthermore, CAGs
were acknowledged as the missing link in the health system to ensure last mile delivery of health
programs and campaigns. The underlying principle for value addition was characterised by the
composition and group structure of the CAG.

“Value addition of CAG is in it being a group. A group archives result faster than an
Individual.” - SHG President

The study found that the CAG comprised of influential members with knowledge about their
communities, diverse skills and departmental linkages, making it a key strength of the CAG. To
add to that, the community and government stakeholders recognised that group functioning
yielded quicker and more effective results. For instance, because of their shared goals, a few CAG
members worked on any specific issue, especially mobilization, tapping into their skills and
networks, which gave quicker results. Additionally, given that different families came under the
influence of different stakeholders, it became easier for community stakeholders to leverage
support from individual CAG members. This was also validated by government officials who said
that the reiteration of information by different community influencers who already possessed
influence over communities was more effective than efforts by individual ASHA workers.

As indicated by government officials, not only were CAG members considered highly skilled in
communications and mobilization, often in comparison to ASHAsS, the insights from ASHAs also
revealed that in some instances CAG members assumed their role in their absence. Both
community members and health department officials conveyed that CAG members were highly
trusted and accepted because they held important profiles in their respective domains and
influence over their communities. The belief that CAG members are only driven by community
welfare, as opposed to frontline workers, was common among community members.

“Since CAG is not on government’s payroll unlike the FLWs, a section of the community

had greater belief on what they say, in comparison to FLWs. They think that CAG is not
motivated due to any personal gains and are genuinely working for the welfare of the
society hence they are more believable.” - Anganwadi Worker
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Community member’s recognition of CAG
is limited

Knowledge about CAG varied based on the
community stakeholders’ profiles

Strong collaboration observed between
CAGs and health functionaries

FLW sought support from community
influencers even before CAG formation
Mutually beneficial arrangement observed
between CAGs and community stakeholders
CAG acknowledged as missing link to
ensure last mile delivery of health programs
Relevance and value of CAGs work lay in its
group composition and structure, diverse
skills, departmental linkages, more effective
results, communication skills, and
community trust in CAGs

Community’s trust of CAGs was based on
their individual profiles, work during
COVID-19, ease of access, timely support
provision, and community commitment in
comparison to FLLWs

The idea that CAG members go beyond their
scope of work, to talk about health issues without
any monetary benefits contributed to the
community’s trust in CAG. However, the
perception of CAG members as selfless
individuals was questioned by some health
department officials who viewed them as also
being motivated by personal and professional
gains.

“During COVID-19 if in some household
someone had cough and cold and people
started to say that they might have corona
virus, the CAG group would come to us and
give us emotional support and tell us that
they are there for us and would try to provide
whatever might be required.”

- Community Member

As reported by community members, the work
done by CAGs during COVID-19, the ease of

contacting CAG members and the timely support
provided by them contributed to community’s trust in CAGs. Furthermore, the study discovered
that the prevailing gender norms gave CAG, which has majority representation from men, an
upper hand in communicating and mobilizing male members of the community, the key decision
makers in their respective households.

“Men believe less on women, especially of their own village. Men believe men. They do
not trust the women (FLWs) on what vaccines they’d give. So CAG members (all males)
play an important role in convincing the men of the village.”

-  SHG President

The CAGs proved to be a pivotal asset, distinguished by their deep community roots and
knowledge, influence over their communities, diverse skills, and extensive departmental
connections. With robust communication and mobilization abilities, the study found that CAG
members were trusted influencers, playing a crucial role in bridging gaps between the community
and the health system. Recognizing their effectiveness in reaching the last mile, the health
department reported viewing CAGs as invaluable assets to leverage in future health programs and
campaigns.

Sustainability of the CAG model

The study uncovered insights on the sustainability of the CAG model through interactions with
CAG members, community and government stakeholders and the program team. While majority
of the respondents considered the model sustainable, others indicated their doubts regarding the
sustainability of CAGs after the withdrawal of CGPP. The government officials regarded the
CGPP structure at the district and block level as the key intermediary between CAGs and the
health department. Without DMCs and BMCs, the government officials feared losing the
communication channel with CAGs. Other reasons for doubts regarding the sustainability of the
model centered on ensuring motivation among CAGs, which is an important substitute for
financial incentives. All stakeholders talked about motivation as a pre-requisite for sustainability.
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They commented on the critical role played by MMs, BMCs and DMCs in ensuring motivation
among CAG members. In fact, through interactions with BMCs, MMs and CAGs, the study found
that in some geographies, the CAGs were activated only when required by the MMs and BMCs,
and many were also of the opinion that the CAGs weren’t self-sufficient yet to function
independently.

Interactions with the program team revealed that the limited handholding of CAGs by BMCs and
DMCs was a strategic approach to make the groups self-sufficient, a pre-requisite for sustainability.
As reported by the program team, handholding support entailed orientation sessions to
disseminate information about key health issues and regular meetings to strengthen the group’s
ownership. The study showed that while majority CAG meetings were guided by the BMCs, the
CAG members in a few geographies reported taking initiative to organize meetings to address
community concerns even without the BMC’s presence or guidance.

“The idea was to provide limited handholding support to CAG members to enable them
to become self-sufficient, and to build a sense of ownership towards their work, which
would ensure sustainability in the long run.”

- Program Implementer

For the sustainability of CAGs, two critical needs were raised by all stakeholders. These included
ensuring motivation among CAG members and regular information dissemination on health-
specific and other issues and skill building on communication and mobilization for effective work.
In fact, the two needs were found to be interrelated as the skill of CAG members positively
influenced motivation among them, as reported by CAG members. With CGPP’s transition,
capacity building of CAGs also emerged as a requirement to strengthen CAGs for independent
functioning in the absence of DMCs, BMCs and MMs. The other factor influencing motivation,
and therefore sustainability, suggested by all stakeholders was felicitation of CAG members by
government officials.

“Learning something new motivates me to be associated with and continue working as a
CAG member.”

-  CAG Member

According to the program team, the very composition of the CAG including members
representing different government departments, was a built-in factor ensuring the sustainability of
CAGs. Furthermore, this would directly contribute to the need for information and skilling. The
program team indicated that the inclusion of different profiles, particularly FLLWs, would enable
CAG to fulfill its requirement for additional information and skilling through the FLWSs’
dissemination of information within the group.

Commenting on barriers in their work, the CAG members conveyed the need for identity cards
to address administrative challenges and get easy inroads into different government departments.
Though the inclusion of the village head was premised on this factor, as suggested by the program
team, the CAG members in some geographies talked about the inactive role of the village head
due to their busy schedules.

The program team revealed its plan of linking CAGs directly with the health system, which is
already at varying levels of action in different geographies. The BMCs and DMCs reported having
meetings with block and district health officials, including names of CAG members in the micro
plans of ANMs, and preparing and sharing lists of CAG members with the health department to
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strengthen collaboration between the health
department and CAGs. The rationale behind this
initiative was to inform the health department of
the existence of CAGs which can be leveraged and
activated whenever required. Additionally, the
study also discovered that banners with CAG
members’ names were put up in some villages. As
revealed by the program team, this strategy had a
twin objective of informing the community about
CAG’s presence and instilling ownership and
accountability on CAGs.

Government officials recommended enhancing the
focus of CAG from health to the social
determinants of health, such as sanitation,
education, environment, and nutrition among
others. As suggested by them, this would enable
convergent programming and support from
different departments, thereby making CAGs more
sustainable. It was also reported that direct linkage
and improved communication between CAGs and
the health department could be strengthened by
involving CAGs in FLW and VHSNC meetings
which  would keep CAGs wupdated with
developments in the health sector. Further,
inclusion of CAGs in VHSNC meetings would
enable their contribution to the Village Health
Plans. A similar proposal was put forth by the
BMCs and DMCs who suggested the need for
CAGs to be involved in CHC and PHC planning
meetings.

Majority of the stakeholders considered CAG
as a sustainable model

Limited handholding of CAGs by program
staff, inclusion of FLLWs who can pass on
information to CAGs, membership of CAG
members representing different departments
were built-in features for sustainability
Factors contributing to sustainability include
regular orientation sessions, felicitation of
CAG members for motivation, provision of
identity cards, and strengthening
collaboration with government departments
Capacity building of CAGs for independent
functioning emerged as a requirement
Interlinkages with government departments
is being secured through meetings with
district and block health officials, inclusion of
CAG members’ names in micro plans,
sharing names of CAG members with the
health department and putting banners with
CAG members’ names at common sites
Recommendations for sustainability include
convergent programming which would
enable collaboration with diverse
departments, inclusion of CAGs in
government meetings

Reasons the model might collapse after
CGPP’s transition included the absence of a
communication channel, lack of motivation
in the absence of program staff, CAG’s
inability to function independently

ASHAs, ASHA supervisors and BMOs have
been proposed to replace BMCs and DMCs

“CAG members should be involved in AAA and VHSNC meetings so that they can stay
up to date with discussions and plans of the health department.”

- Government Official

While some stakeholders suggested ASHA workers or ASHA supervisors to take up the convening
role in the absence of BMCs and DMCs, others proposed BMOs take up this role.

Replication and scalability of CAGs

Interactions with diverse stakeholders including CAG members, community stakeholders,
government officials and the program team revealed insights on the replicability and scalability of
the CAG model. As defined by all stakeholders, three components are critical to the successful
scalability of the model, namely the identification and selection of the right community influencers
in collaboration with multiple stakeholders, including the community, and those in authority,
ensuring motivation among CAG members and, developing and cementing collaborations with
local level committees and organizations, as well as the health department to strengthen CAG’s
role in addressing the community’s needs.
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Both CAG members and the program team
revealed that an ideal CAG must have both
male and female influencers and also be
representative of the area’s religious
composition. Additionally, they also focused
on the need to include position holders,
linked with different  government
departments and members with in-depth
knowledge about their communities.

“If CAGs are to be formed in new
geographies, it should be ensured that
they are iInclusive and represent the
composition of the area.”

- Program Implementer

The replication and scalability of CAGs into
new geographies and contexts, as suggested
by the program team may face the challenge
of building community ownership and
motivation among CAG members. The
program team resolved these issues by

3
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0’0

Key considerations for scalability include the
identification and selection of the right
community influencers in collaboration with
multiple stakeholders, ensuring motivation among
CAG members, and strengthening linkages with
local committees and health department

Building community ownership and motivation
among CAG members may be a challenge during
scalability

Need for clear guidelines informing CAG set-up
Intervention strategies in the new geographies
must be evidence-backed

There is acceptance and recognition of the
community influencer approach within the health
department

A government order to institutionalize CAGs will
enable scalability

The CAG’s activities should not be monitored as
that is a disabling factor

CAG’s motivation can be ensured through their
felicitation, regular orientation sessions and
administrative support

DMCs and BMCs to guide the set-up and

functioning of CAG in the initial years

creating a learning environment through

orientations,  providing  guidance, and

garnering recognition of CAGs by the community and government officials. Another challenge
that was shared by the DMCs was the absence of clear guidelines, detailing the process of CAG
formation, their role, scope of work and the mechanism for government linkages.

Furthermore, the study discovered that a key consideration for replicability is that the intervention
strategies should be informed by evidence to make it more effective. The program team indicated
the need for contextualizing the intervention based on evidence, as was also done in the current
phase of implementation. For instance, a rapid survey was conducted in June 2023 which found
that only 8% of community members were aware about the existence of CAG in their
communities. This nudged the program team to incorporate interface meetings between CAGs
and community members. The survey was repeated in August 2023 and found that community’s
awareness about CAG had increased to 32%.

From interactions with health officials, the study discovered that the approach of leveraging
community influencers was well-recognized and used by the Health Department even in areas
without CAG’s presence. The study found that acceptability of the approach was already in place.
Both the program team and government officials indicated the need for a government order to
institutionalize the process of engaging community influencers or CAGs in the health system.

In terms of setting up a monitoring mechanism for accountability, the program team believed that
it would act as a disabling factor to motivation as CAGs work on a voluntary basis. The CAG
members conveyed that ensuring motivation through felicitation of CAG members, regular
orientation sessions and administrative support to address the community’s needs will enable
motivation among CAG members in new geographies. Their narratives also suggested the need
for a structure at the district (DMC) and block (BMC) level to guide the set-up and initial
functioning of CAG.
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Discussion and Way Forward

The study aimed at developing a legacy document for CGPP, with emphasis on the CAG model.
We explored the overarching context within which the CAGs emerged and flourished, the vision
behind organizing CAGs, their formation and relevance to the health system, factors enabling
motivation among CAG members, and finally their sustainability and scalability into new
geographies and contexts. The study had several limitations. Firstly, its scope was confined to
describing the process of CAG formation and functioning, without delving into an exploration of
the intervention's effectiveness in achieving its vision and goals. Secondly, when examining
motivation, socially desirable answers from participants may have constrained the study's ability to
gain unfiltered insights into motivating factors. Lastly, the distinction between CAG members and
their official roles, such as Pradhan, ASHA, and AWW became increasingly blurred. Moreover,
there was a tendency to acknowledge individual influencers rather than recognizing them as
integral parts of the broader CAGs. This blurred distinction made it challenging to investigate the
group's functionality, as community perception often centred on these individual influencers.

During the polio eradication campaign, CGPP’s programming was guided by a community-based
approach of identifying and orienting community influencers who supported CMCs and FLWs in
mobilizing and converting vaccine resistors into acceptors. This approach, which was rooted in
the principle of community participation helped close the gap between the health system and the
community. A rapid review of literature conducted by the study team also revealed the value of
involving the community in health planning and implementation. Health programs which invoke
community participation have the capacity to adapt to local needs, close the gaps between
community needs and program objectives, neutralize community distrust of the public healthcare
system, tackle hesitancy and/or resistance by collaborating with community influencers, leaders,
and gatekeepers, earn credibility through community trust and acceptance of community
influencers and address the challenges posed by vacancies in the healthcare system among others'".

During the COVID-19 pandemic, this approach took a new turn by organizing community
influencers into CAGs. The withdrawal of CMCs in March 2020 and the emergence of new
challenges during the pandemic, served as an impetus for the formation of CAGs. The CAGs
engaged in rumor tracking, distributing essential supplies to COVID-19-infected families,
addressing stigma, myths and misinformation through IPC and mobilizing families for the uptake
of the COVID-19 vaccine among others. Since then, the CAGs have also responded to dengue,
malaria and measles outbreaks in the community, and supported FLLWs in enhancing immunization
coverage through IPC and community meetings, thereby strengthening the outreach of health
programs and campaigns to the last mile.

The study also revealed high motivation among CAG members, driven by a sense of belonging
and responsibility towards their community, personal satisfaction and happiness in improving
community health, prevalence of learning opportunities, support and guidance from peers and
program staff, and recognition and appreciation from community and health officials among
others. Some of the reasons for motivation such as a sense of social responsibility and altruism,
opportunity to enhance knowledge and skills on community health through training, peer support

11 Deutsch N, Singh P, Singh V, Curtis R, Siddique AR. Legacy of Polio-Use of India's Social Mobilization Network for
Strengthening of the Universal Immunization Program in India. ] Infect Dis. 2017 Jul 1;216(suppl_1):S260-S266. doi:
10.1093/infdis/jix068. PMID: 28838190; PMCID: PMC5854010.
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and cross-learning were also found among ASHA workers in a mixed-methods study conducted
in Odisha by Gopalan et al®.

The CAGs emerged as a transformative force, bridging the critical gap between the health system
and the community, as affirmed by all stakeholders in the study. Recognized as the missing link in
ensuring the last-mile delivery of health programs and campaigns, CAGs demonstrated
unparalleled value addition. Their composition, comprising influential members with in-depth
community knowledge, diverse skills, and robust departmental linkages, stood out as a key
strength. The collaborative nature of the group facilitated swift and effective results, with members
leveraging their skills and networks for efficient issue resolution, particularly in mobilization
efforts. Trusted by both the community and government stakeholders, CAGs are perceived to
have commitment to community welfare. Their impact during the COVID-19 pandemic further
solidified community trust, emphasizing the indispensability of CAGs in enhancing
communication, mobilization, and overall community health.

Now with the transition and withdrawal of CGPP, sustainability considerations have taken center
stage. The study discovered that the conceptualization of the CAG model rested on the principle
of sustainability. In terms of sustainability, group functioning was described to have advantages
over individual-level action. The program team informed that the underlying factors of
sustainability, which can be found in groups include shared responsibility, accountability and
ownership. Unlike in the case of individual community influencers, the community’s problems and
needs become a shared responsibility of the group. Individual members of the group are tasked
with certain actions which are interlinked, making the group members inter-dependent. Although
there is no formal accountability mechanism, the very functioning of a group ensures
accountability to one another.

The study also delved into other factors influencing sustainability which are found in group
functioning. Firstly, the study found that groups tend to fulfill emerging needs of the group and
ensure motivation among group members. Let us explore this further by looking at the
composition of CAGs. CAGs comprise of members who hold important positions in the
community, display political, cultural, religious and economic authority and have linkages with
different government departments, among others. Therefore, any needs that emerge within the
group for problem solving can be fulfilled by CAG members themselves. Take for example, the
need for skill-building and health-specific information seeking. The very inclusion of FLWs in
CAGs can fulfill these needs by sharing information and skills that the FLWs have gathered from
their respective trainings held by different departments. This not only enhances the capacities of
CAGs, but also contributes to their motivation, which as we saw, was directly associated with the
opportunity to learn. The study also discovered that CAGs achieve quicker and effective results
due to the members’ positioning in the community and their close association with different
government departments. The successful resolution of issues, which wins them the community’s
trust, acceptance and recognition in turn motivates the group members to address new problems
in the future. The benefits of recognition of one’s work came repeatedly as a pre-requisite for
continued and sustained functioning in the future.

Another factor for sustainability, on which the work has already been initiated, is the linking of
CAGs to the public health system, so they may receive support from the health officials which
they previously received from the CGPP structure at the district (DMC) and block (BMC) level.

12 Gopalan SS, Mohanty S, Das A. Assessing community health workers' performance motivation: a mixed-methods approach on
India's Accredited Social Health Activists (ASHA) progtamme. BM] Open. 2012 Sep 27;2(5):¢001557. doi: 10.1136/bmjopen-
2012-001557. PMID: 23019208; PMCID: PMC3488714.
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This support entails orientations, health-specific information, and felicitation by government
officials which enables motivation. The collaboration with the health department will further give
recognition to the CAG through their inclusion in various meetings, and remove any
administrative challenges that they face, enabling better results, which as we saw above, is yet
another motivating factor for CAGs. This collaboration between the health department and CAGs
is mutually beneficial. While it offers non-material entitlements to the CAG due to their association
with government departments, such as, but not limited to their improved positioning within their
community, the public health system has much to benefit from the CAGs. The CAGs are trusted,
often more so, in comparison to the FLWs in some geographies. They have reach among
community members, who are unreached by the public health system. The CAGs offer untapped
opportunities to bridge the gap between the health system and the community.

To conclude, while the community influencer approach is a well-recognized strategy, implemented
by the health department even in areas without CGPP’s presence, the sustainability and scalability
of the CAG model will require advocacy with relevant government departments. Further, the
successful replication of the CAG model is based on three factors, namely, the identification of
the right influencers, using contextualized approaches, ensuring their motivation for continued
work and the linkage of CAGs with relevant departments to ensure its sustainability in the long
run. The study also found that the successful replication of this model is hinged on the existence
of the CGPP structure at the district (DMC) and block (BMC) level as the findings have shown
that they support fulfilling all three requirements.

Findings from the study have five implications for the sustainability and scalability of the

CAG model. These include:

1. The CAGs comprise of influencers who are already linked with various government
departments. It is thus a window of opportunity to leverage the CAG model as a community-
based support group that can work beyond health-specific issues. Advocacy is required so that
multiple government departments can tap the potential of such groups that can play catalytic
role in bridging the gap between the government’s programs and the community.

2. Develop clear guidelines for the set-up of CAGs with scope for contextualization at district-
level. This should be shared with district/block level program implementers (DMCs, BMCs)
and government officials. Advocacy is required with relevant departments to release
government orders to streamline the set-up and implementation of the CAG model as a
supplementary support group that can be leveraged by the respective departments.

3. Advocacy with relevant departments can be done for felicitation of CAG members that can
boost their motivation in engaging in various community level activities. Recognizing that
departments may have budget constraints, the acknowledgement of CAGs can take the form
of invitations to the monthly meetings at the CHC or PHC, appreciation of CAGs on special
days, recognition of best working CAGs in meetings that CAG members would already be a
part of due to their portfolios.

4. Provision of identity cards can be made available to CAG members for easy access and in-
roads into government departments to address administrative barriers in problem solving. This
can further provide recognition to CAG members and serve as a mechanism for prioritizing
their needs.

5. Advocacy is needed with government using advocacy/ pitch notes for eatly and contextualized
identification of government functionaries who will take up the role of DMCs and BMCs after
program withdrawal to ensure ease of role transfer. BMCs, with support from CAGs could
develop a micro-level transition plan for the slow transition of CGPP.
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ANNEXURE

IRB approval

The study team submitted the study protocol, tools and consent forms for the study titled
‘Development of Legacy Documentation for CORE Group Partners Project (CGPP)’ to Sigma
Institutional Review Board. Further, the technical content and ethical principles mentioned in the
study protocol was presented to the IRB members in a virtual meeting held on September 09,
2023. Based on reviewer’s feedback the revised protocol was submitted and approval was obtained
on October 07, 2023. The IRB Number is 10049/IRB/23-24 and IRB REG No is IORG0008260.

Sample size for study respondents

Table 2: Sample size covered under different methods/approaches

Methods | Respondents Sample size

Qualitative data

Focus Group Discussion CAG members 90

(23) Community members 50
Community stakeholder

. . ASHAs, Anganwadi Workers,

In-depth interviews (20) E%NMS, ofﬁc% bearers of SHGs, 20
VHSNC:s etc.)

Key Informant interviews Program managers 20

(24) Government officials 4

Co-learning workshop (1) .CAG members and program 22
implementers/managers

Secondary data

Post-FGD survey on CAG members’ motivation 77

MIS/program data to study CAG members’ profiles

(as per list obtained from ADRA; from 1,228 village of 15 districts 10,573

of 3 states namely Uttar Pradesh, Assam, and Haryana)




Findings from post-FGD survey of CAG members

Table 3: CAG members’ motivation scales across different domains

CAG members (in %)

family

Motivation factors
S?tongly Disagree | Neutral | Agree Strongly
disagree agree

I am proud to be working as a member of the community 26.3 73.7
action group
I feel very little commitment to the community action group 16.2 19.1 15 48.5 14.7
My membership to the CAG really inspires me to do the very

. ’ 14 284 70.3
best in my work as a CAG member
I am satisfied with the support I receive from other CAG 14 14 41 270 66.2
members
I am satisfied with the opportunity to enhance my skills and 29.0 711
knowledge through meetings that I attend as a CAG member ‘ :
I am satisfied with the community recognition I receive for 13 373 613
my work as a CAG member
ITam §ansﬁed with the support I receive from CGPP 14 14 7 274 671
functionaries
I'am proud to be working for my community as a CAG 250 750
member
Overall, I am very satisfied with my work as a CAG member 26.7 73.3
I am satisfied with the opportunities I have to use my abilities
. 325 67.5
in my work as a CAG member
.I feel that my work as a CAG membér is relevant for 13 312 675
improving the health of my community
I am satisfied that I accomplish something worthwhile as a
member of the CAG 13 26 316 64.5
ngnk my work as a CAG member will not be valuable these 23.6 611 28 111 14
I am satisfied by the positive impact of my work during
COVID-19 13 28.0 70.7
I can be relied upon as a CAG member 1.3 13 26.7 70.7
I have always completed my tasks efficiently and correctly as a

’ 27.3 727

CAG member
As a CAG member, I have taken initiative to do things
without being asked or told during COVID-19 68 8.1 41 324 48.7
I feel I am the right person to be a member of the CAG 42.9 57.1
I fe.el. gnotlonally tired after engaging in a day of CAG 247 55.8 6.5 6.5 6.5
activities
I feel physically tired after engaging in a day of CAG activities 29.9 49.4 9.1 7.8 3.9
I feel overburdened because of my engagements as a CAG 276 56.6 6.6 6.6 26
member
I don’t find time for my personal engagements when I am 312 481 39 104 6.5
called upon to engage in CAG activities
My work as a CAG member affects my duties towards my 26.0 312 5.9 20.8 16.9

Note: Green cells represent positive motivations while brown cells indicate negative motivation




Study tools and guidelines for data collection

Study to develop a legacy document for the CORE Group Partners Project

HR YU UICAY Hiolae & ol T faRTId gxdrael [asRid - o forg e
Focus Group Discussion guidelines for members of Community Action Groups (CAG)
QMRS HRATS G} (HTTh) & Ted! & fore Wiy Iug =i feznfew

[EACH FGD SHOULD BE CONDUCTED BY TWO PEOPLE - ONE
FACILITATOR AND ONE NOTE-TAKER]

(TS ThoiTe! &1 SaTa &l AN gIRT fhaT ST dTie ¢ - T YrauTdhdl 3R T e o
qTefl]

Facilitator and note-taker's welcome, introduction and instructions to participants. Welcome and
) p p

thank you for volunteering to take part in this focus group. Mention that “you have been asked to

participate as your point of view is important. We appreciate you for participating and giving your

time.”

Introduction: This FGD is designed to assess your throughs and perspectives about your role in
community engagement during the COVID-19 pandemic. We want to understand your
motivations for joining the CAG and continuing your work with the community. We would also
like to learn about your journey as a CAG member, including the functioning of CAG, the activities
you engage in, your perception of the value of CAG and community’s acceptance and trust in the
same. The focus group discussion will take no more than one hour.

Consent for recording of the discussion: We would like to audio record the discussion that will
help us writing detailed notes. We would like to assure you that the discussion will be anonymous.
The audio recording will be kept confidential. You should try to answer and comment as accurately
and truthfully as possible. We would appreciate it if you would refrain from discussing the
comments of other group members outside the focus group. If there are any questions or
discussions that you do not wish to answer or participate in, you do not have to do so; however

please try to provide your views and be as involved as possible.

gfae verar 3R Aie A aTd &1 WHTd, IRag 3R wfaHifi & e 39 wiey aag o
BT Y U T & fo1T 3HTUHT W § 3R 4=aTe | Ieed Y fb 3! YT o & forg
HeT a1 § i 3TUHT VDI Heaqul | 1 §H HIT T 3R 3701 1Y & & o 3aep!
WA HFA R

REd: 98 FGD COVID-19 HEMRI & SR AR TgHIRGET H 3Ueh! YHHT & a1
H 3 fa=my 3R BHIvT &1 e B & forg fewms fvar mar 31 &9 st o
M B 3R TSI & 1Y 3TAT HTH ST 3@ & fo1T 3iTTes! DRON P! GHgHT 916d g
B ol 9ax & =0 H 319! I o aR & +ff SI-1 3rg ™, fored et &t wrigure,
31 R wfafafrat & znfie € el & qea & IR 7 Ut YR 3R Tqer &1 Wiefa
3R 39 R Ay MM 8| BIhd Tg a1 H U 6  3iferes T 78! @i
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=i Y Repitat & o Tgafd: g9 o &I siifedl Repie o1 arg fora gH fawgd ey
forae o Hag et | 89 U] SM4Rd HRA1 dlev fob gl 0 a7t | St Rapifa
B! MU [AT ST YD JUEHT JF 3R TS J IR o 3R femoft = &1
O =T Mgl | Ife 3T Wiy W & a8 JHE & 30 & &I [ewiordl W ==l
B T TRl B o H 3BT TR Bl | TfS Dis Uy a1 It & e 3y IR 81
ST T d T 3H HRT 8] 1 A8 d, A 3TUeh! U1 - B STaRISH T 1ol §; gTalids HUdl
3 fIIR Ue™ &3 &1 U B3 3R JYRHT I i

Ground rules

e The most important rule is that only one person speaks at a time. There may be a
temptation to jump in when someone is talking, but please wait until they have finished.

e There are no right or wrong answers
¢ You do not have to speak in any particular order

e When you do have something to say, please do so. There are many of you in the group
and it is important that we obtain the views of each of you

¢ You do not have to agree with the views of other people in the group, please provide your
individual perspective

e Does anyone have any questions? (Answer them)
e OK, let’s begin

G

- % Tyl Fom I8 § {6 Ue 9ua 8§ had U &) dfad aiadl g1 5Td dis ard dR
T 81 I d1d & e BT UehHH 81 Ahdl &, Afh HUAT 3% JHTK 814 I Tcie B |

‘s ff garer O ar Terd A @
- 3T et ARy o 7 sieH &) oo Tel &

- TT§ 3T UT g & (o0 TS 8, O HUT THT B3 | T | AT H F H3 AN g 3R T8
TE@yUl 8 f g1 oMU § @ Ude & faaR o &9

- 3TUP! T | 3 ATl & fAaR § TgHd 8 BI STadhdl ol §, HUAT T
AR EfPBIV T Y

- 1 fordft & UT 13 U 82 (I oIdTe)
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Community engagements | Wﬁﬂsmﬁ

1.

You all have been working for the community in many capacities, Can you briefly talk

about the ways in which you have worked to improve community welfare, both before
CAG and through CAG?

39 T+t g edrel H Y™ & ol S o3 38 8, 1 39 WU T 39 ! &
IR T Fd1 9Hhd & f 31U ool 3 g 3R TSt & H1em 3 AHaid
HAT0 H YR & o w1 foea §»

How did you come to know about CAG? What made you want to be a part of CAG?

3MIHT CAG P TR A B TdT Icl> AT Juol T g1 ot a7 argd e

In your opinion, what are some of the traits or qualities that a person should have to effectively
become a member of the CAG?

3MYe! X1, TSt T Yo §7 & forT Ue aafad | HH 3§ 01 g1 A1

Knowledge about CAG | TS & G H AHBRI:

4.

What is the role of the CAG at the community level?

AHETRI® TR W CAG BT FT YfHeT g2

How does the CAG function? -
Probes:
a. How frequently does the CAG meet?
How is it decided that the CAG should meet?
What is discussed during these meetings?

Who facilitates these discussions?

How do you plan for community outreach? How is your work monitored?
What is the structure of the CAG?
g. How do CAG members communicate amongst themselves?

CAG P8 BT BT 8> -
SIER

oo T

CAG @1 93 {1l IR Bl g2

Tg Hq ol feran S 8 fb cAG &1 dod g aTfets

2 93P & SR o1 74! gial 8¢

2 Ta3f B S G &1 82

e. 30 YHGIRAIE TICd Bt TSI ¥ T &2 TP B B! IR B
@1 e 82

f. CAG @ URTHT 1 5>

g CAG IGH Uy H Y HdTE xd &2

o o®

0

&
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Perception about their own work | 3T T4 & B & TR T YR

In your community, who is a trusted source of information and is able to dispel myths

around health practices to the community members?

3T TG H, SHSHR! &1 (A4 Aid ®F § AR TIa™ & I&d| & forg
ey gurstt & IR § fye! & R B T e ge

What do you think is the role of CAG members in providing accurate health information

and dispelling myths related to health practices?

30 AR IS WA THGRI UGH B 3R TR YU13f ¥ Aaferd fHuaD
DI X B | TSN Ja! Bt 1 YfHDT 82

What has changed in how you conduct your activities with community since you became
part of CAG?

Probe A: community engagement, information sharing, mobilisation, meetings, etc

Probe B- to gauge their opinion on the changes: any added burden to work, easier
processes to mobilise, better access to resources, etc)

STt 1 o1 87 & 91 ° 3119 TR & 1Y U1 TATA TR B dare od
P §, IUH T IGaTd AT §>

WY U ATGTR% T HTRIAT, e 13l 611, eI, 96 3G

S &} gRadH TR 3! G S & (o8 HTH R Py fdRad digl, SeH &
foTe ST Ufehany, TuTeM 0o dgaR Ugd, 3fe)

Have there been any changes in how the community approaches you since you became a

CAG member? (Probe: changes in the issues they bring to you, changes in how they
reach out, changes in number of people seeking your support, etc)

T 3T WSl Fa §9 & J1G TYGR 3HTAD 1Y H¥ TIGR Il 8, 95
DS FadTd AT g2 (STTd: 3D gRT MY T Je| H GRacH, 3% Uga- & diid d
OREdH, 3TUehT FH A8 aTd |l o IveaT | aRaddH, 3fd)

Perception of the community about CAG | CAG *® 'q'ﬁ{ b | qYaqly DI YR

10. How do you think the community petceives the work/contributions/activities of CAG?

11.

— (Probe: community acknowledgement, appreciation, ease of reach out)

30 SIER Ta™ TSt & BRI /ARTeH/ATafafdl & g TR ¢&dl 67 -
(SITe:; TR Wi, TRTE, Ugd # ST

Let us think back to the COVID lockdown time, what were some of the specific services

ot help for which the community reached out to you? (Probe: any services like
distribution of ration/health kits, any information sharing or campaigning, any queties on
where to seek help, linkage with community health workers etc)

313U §H B[S AlB S & I & IR H I, O} o= Tt fafry Tart o
Teradt o fSHe forT Iqer 3iuss ur ugen: (fie: ®is + Tl S IR /aea
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12.

13.

14.

15.

fobe o1 fAaRUT, 1S T TS BT I1 YA T, Gerdl el ol 8, 39 W
DIg UY, TGRS WG BRG] & 1Y ST 31fS)

During COVID-19, were there any cases of stigma or discrimination against COVID-
19 infected families in your village? If yes, can you tell us more about such cases?
Probe: How did you respond to these cases?

Probe:Were you able to resolve these cases? If yes, how?

HT BIAS-19 P TR 3T Td § HIfTS-19 Hehfid aRaRT & fEa® waid a1
UHTT BT Bl HIHAT AT STT UT> TfS T, Y o7 3T §H U HIHal o aR H 3R
LIRS

Sid: 37U S HHdl O R Ufdfosar e

ST 91 3119 34 ATHa! & gagm- # wed 3 gfe gf df da»

Can you now tell us what were some of the services for which the community was

dependent on other stakeholders like VHSNCs, SHGs, Nigrani Samiti, etc? (Probe: What
were some of the differences in the services they sought from you versus other

stakeholders, eg. Medical services)

HT 3T Y X §a1 Tobd o b T DI It Targ off fores forg T s
feduR®! S duewaTT, Taest, R afifa snfe w Ak ot @i e
fRAURD! ! o1 § I51A 3MaY St ard 7 off, 370 $© 3R &1 &, Il
& fore Frfrean Jamy)

Can you cite some instances where you worked in collaboration with these other
stakeholders for the community?

T 3119 U $© IaTeR0I Id1 Thd & STa! M0 T & ol 37 31 fgdura®|
& 1Y TR o1 foa g

You have told us about your activities during COVID-19. Let us now talk about the
present time. What are the changes in the services and engagement activities that you are
now conducting as a CAG member since the threat of COVID-19 has diminished?

a. Do the community approach you for any support now?

b. What are some of these support requirements?
3T 8 COVID-19 & SR U=t fafafert & IR & Sarar g1 sy 36 a1d
P € IAH THT DT Ffth 3 COVID-19 HT WRT HH 8l 71 §, IUCTT CAG
T & T H 3y f5F Jaraeif 3R wgHifiiar nfafafal o1 Jere e @ 8, 378
T IGATd MY 2

2. TG 379 foet TeTadT o foy o™ TUSh Rl 6

b. 30 N S A STaRIHan 1 8>
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Motivation (Enabling and disabling factors) | JRUIT (H&H 3R 3&H HIA A4 HRP)

15.

16.

17.

What motivates you to be a part of the community action groups?
MRS HRATS WG] o g8l 8- & fo1T ST o1 YR HRell &2

How do you perceive your role in the welfare of your community?

Probe: How do you perceive your role in future emergencies?

319 3T TR & HedTol § 0T it &1 fhd UdR THgd 87
Wi 39 Uiaw &Y SaTd fRufert & oot Uit o IHer 8>

What are some of the challenges or difficulties of being a CAG member?

CAG UG §H &1 & ANl a1 Hio-rsdl T 62

Journey of CAG members — capacity building sessions/orientations and activities

conducted | TSI TG B AT - &« Fmtor @1/ srfufa=am ok nfafaftat
Saifora

18.

19.

20.

21.

22.

What capacity building sessions and orientations have you received as a CAG member?
(Before and after joining the CAG) - Probe about the duration, mode of delivery,
refresher sessions

s Y= & =0 H 310! B & &var o 937 3R e ura gu e
resht 7 2nfiyd 81 2 Usd iR a1e H) - 3@y, fadvur &1 adier, geaf 99 & aR
H i

What are the various activities you have conducted in your community? - Probe about

awareness raising, knowledge sharing, dispelling myths, mobilisation, community
meetings, connecting to stakeholder?

3T 370 T | S I fafta ifafafimt denferd &1 §; - STRewdl 9gM, IE

1N A, Tyt &1 R HA, e, RIS 96%, RaUR®! @ T8+ & ar o
SIEE

What are some of the challenges you face in conducting your activities?

3a=t ifafaferT Teferd & & Sl T gl BT AEAT BT USdl 6

What support mechanism exists to facilitate your work? - Probe: from CGPP, health

system and govt. Bodies

3T HTH B GAUTSHD S & ol HIF T JHYF & AS[E 8+ - SIid: FreurT,
TR YUl 3R WRBR 9| Fepral

What additional support do you expect in carrying out your work and addressing
challenges? - Probe: support expected from CGPP, health system and govt. Bodies

3T HTH R HA 3R AT BT FHTH B34 § 3119 fory sifafad wgrrar &
S{UET T g7 - ST TenuTdT, TR YurTelt 3R At @ gud= o1 3ufi |
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Sustainability | Tg-IrAdl

23. What are the reasons for CAG members to discontinue engaging in CAG activities?

CAG T&H gRT CAG T & HIT T 8¢ B & T HRUT 8>

24. Do you think CAG can continue without external support? - Probe: If yes, how? What

preconditions will have to be met (structure, human resource, capacity building)? | If no,

why not? What are some of the challenges in continuing work without external support?

24. T SATID! T & Tob ol S1E<T 0 & fo 1 IR} 38 Wbl 2 - i Al
o, @ > o1 gd 1 G AT g (@R, Hia dred, g At | afg
e, < ol Tgt> STeX! qHYH & forT BT IR Y@ | @ Il 1 6
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Study to develop a legacy document for the CORE Group Partners Project

PR YU U Wivlae & e oo favraa axadw fasRa #31 & e sreaae

Focus Group Discussion guidelines for community members (households in the
catchment area of CAG)

e ¥ dedl ¥ e wiew wyg ot R @fiesht & wemew a7 # W)

[EACH FGD SHOULD BE CONDUCTED BY TWO PEOPLE - ONE
FACILITATOR AND ONE NOTE-TAKER]

[(T® TPSis! &1 JAra- & @ gRT fobar ST =i - uer guredal 8kt
e a9 arem

Facilitator and note-taker's welcome, introduction and instructions to participants. Welcome and
thank you for volunteering to take part in this focus group. Mention that “you have been asked to
participate as your point of view is important. We appreciate you for participating and giving your

2

time.

Introduction: This FGD is designed to assess your throughs and perspectives about the role of
community action groups/community influencers in engaging with and supporting you and your
community during the COVID-19 pandemic. We would like to learn about the activities they
conducted at the community-level and how you and your community benefited from the same.
The focus group discussion will take no more than 45 minutes.

Consent for recording of the discussion: We would like to audio record the discussion that will
help us writing detailed notes. We would like to assure you that the discussion will be anonymous.
The audio recording will be kept confidential. You should try to answer and comment as accurately
and truthfully as possible. We would appreciate it if you would refrain from discussing the
comments of other group members outside the focus group. If there are any questions or
discussions that you do not wish to answer or participate in, you do not have to do so; however
please try to provide your views and be as involved as possible.

gfaer yerdr &R die a1 a1 &1 W, URed 3R wfadiial & w1 59 Biey
g ¥ WD § U oF & U 3Mush! WrTd § iR 4=are | I &1 & "sue!
YT A9 & 1T g1 T § i iUt =RHI0 Agayyl 81 §H HIT o 3R U
TG ¢ & U STgd! IRTEAT HRd g
UREd: T8 FGD COVID-19 AR & SRM 3% 3R 3AUP T & I TS
IR TS P § UGS HRAS GRS JHITH! St YHDT & IR o
3 faaRt SR EBHIUT &1 ebe dR & faw oz fvar mar 31 &9 U8
ST ATeY fh IR THEH-%R R - Tfafafml denferd &t 8k 39 3!
3R SIS YT ! FT ATH ATl Biby THg =di # 45 e 9 i g9g =&t
Sauil
Taf Bt Replfen & U Tgafd: g0 =i & sifedl Reole Fxa1 At o gd
foga ey o & feg el 89 SUS! Sy &1 are fob ==l A
39




it sifea RepifeT &I Mu-g RaT S, 3MUdh! JUR™YT Jéd iR T=rs
I ¢ AR ol 7 &1 T A1 A1igU| IS 3T Bihd Tg & 18R g
& 3 Tel Pt il W Taf H J WS I O §H D! WRIET B3|
gfe ®is UY I1 I91 & fGHT 3MU IR T8l 1 IMed TT ITH HFT T8l a1 918,
dl SMUP! TH A 1 AGAHAT gl o; galfe HIAT U4 f[daR U&H HA ol
T &3 3R YRGS &l

Ground rules

e The most important rule is that only one person speaks at a time. There may be a temptation
to jump in when someone is talking, but please wait until they have finished.

e There are no right or wrong answers
¢ You do not have to speak in any particular order

e When you do have something to say, please do so. There are many of you in the group and it
is important that we obtain the views of each of you

e You do not have to agree with the views of other people in the group, please provide your
individual perspective

e Does anyone have any questions? (Answer them)
e OK, let’s begin

aw

- I8 Hgayul o g8 § % th 99y § Had U@ g Afdd Siadl g1 o d B
§1d &R @7 8 a §d H FHed BT JAHT 8 Thdl §, Afe HUAT 35 JAT
B O Ucilam &Rl

o Wt gara wel a1 Ted 6 8
- 3MUH! fHt AR A F dem B Fed T8l @

- q 3M0d U He- & A4 $S oI, dl Ul T D) I9g § 4 F § 3 ANl
g 3R I8 Hewyul § f g9 oMU & 9§ vd% & faR U &%

- 3T TE # o ANl & ARl § ¥ewd g I SawaHd Tl 8, PUd
30T SafeRTTT EfPebI0r Uar Y

- fFf & U D3 Uy 8 @ ol de)
- 31% g, 9N = IR §

1. Can you please share some of the challenges/difficulties you and your community

members experienced during COVID-19?
We want to understand from you how you and your community was supported during
an emergency, such as COVID-19?
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1. T 3T HUAT 39 $S ATl /BT BT AT B Thd & 1olg AT 3R
3{TI% JHET & &I A COVID-19 P AR IHT faa &>

B ST T8 THIAT I8 & foh coVID-19 St SmuTd U & SR Smua 3R
3T TG & [ UHR TeTadl UaH &1 Ta?

2. Where do you think most people obtained information about COVID-19? Why?

Probe: What were the most trusted sources of information about COVID-19 in your
community?

2. 3D T AT & 1P ST @Il BT COVID-19 F TR & THBRI wal § U
RERCRLE
Sid: 3Udb G H COVID-19 & IR H FHSR] & Ja4 HRIGHS Hid o o>

Information for the data collector: In case community members don’t know what the
CAG is, please explain the following: “The community action group was formed during
the COVID-19 pandemic and includes members such as the Village Pradhan, ASHA
worker, ration dealer, school teacher, religious leader etc.”

ST HUTe® & foT S RI: afc THe™ & e &I Udl 1g! ¢ fo el g,
I puar FEfaRad SaTd: «AHeR® HRATs THE BT 167 SisiaEal -19
HETHART & SR T T 4T 3R ST UTH UL, TR hRicdl, I oI Ja
M 8 SIeR, Td fRreres, enfifes ar s

3. Who in your community contacted you for COVID-19 related information? Probe:
religious leader, schoolteacher, ration dealer, shopkeeper, volunteer, ASHA worker

3. 319 TG H ford ST COVID-19 Y& SMeR! o forg Juds far S
T AT, Yo d e, IRM SR, gHMER, WA, SR HrAHd

a. [if CAG not mentioned]: Did any CAG member such as {insert relevant CAG
members known} reach out to you?

i. Probe: How did they reach out to you and your community members?

ii. Probe: How frequently did they reach out to you and your community
members?

[afe Hush 1 IeRg 8! far a1 8): T H's Wio oo o fb
(Gfferd URifiTer TSt Gawdl &I 1d) 39 I Ug g

ST 4 319 3R 30 TG & Yl ddb »d Ugdy
Wi d STOY 37 3MTU% TG & IG&! ad fdha1l R Ugd?

4. Do you remember any instances or incidents where the CAGs supported you or your

community? How did they reach out and engage with you or your community?
a. How was CAG’s engagement beneficial to you and your community?

41



b. What were some of the challenges you faced with CAG?
Probes: challenges in contacting them, challenges in receiving timely support,
challenges in addressing your demands, areas they couldn’t support/help with

4. T 3TUD] VY D5 I&TERU U1 Y TG & STgT TSI = 31U T 3HTUh T
&1 T faa1 8le 9 STU de AT 300 TG ddb ¥ Ugd 3R 319 Bl s
a. CAG B YTTIGRT 30 3R 3MUdh I/ & foIe ford TR anvere ot
b. CAG & 1Y 3MTU! faoT AT BT AT BT TSI

STE: 39 U B B FAdr, T IR I8 U o34 § g, Sae!
AT B HSIT B | FAadr, 9 & ford @ wdH,/Aeg T8 o 9%
5. There are many stakeholders (ASHAS, AWWs, ANMs) and committees/bodies

(VHSNCs, SHGs) working in your village. In your opinion, what is the need for CAG in
your community?

a. How is the support provided by CAGs different from that given from the
other stakeholders and committees/bodies working in your village? (Probe
areas: issues that received attention from CAG versus other stakeholders,
timeliness of support, activities conducted by CAG versus other
stakeholders)

b. Can you tell us if you noticed any differences in the community's response to
the support provided by CAG as compared to other stakeholders (Probe:
different areas that they trusted the CAG with, comfort level with CAG,
timely response to the support provided by CAG)?

5. 30 TTd H Fs FAURS (MMM, HaTS! Srfehdl, TeTH) 3R
gftfaa/Fem divauaet, TauTst) HH @R 38 § | U] G H, 3
TG T CAG B! FT AR 82

2) Sl gRT UM fohar mar wwHee 3 i § B B 3@ 3
fedur®! 3R wftifaa/ Ml gRT faw T w1l ¥ fog yaR i &
(ST & G, for IR et a9 311 RauR®! &1 &= a1, 0= Bt
ATEGd, TTo §TH 3 fRduR®! gRT Terferd fafafem)

b) T 310 gH &l Tohd & b T YA 37 fFaeRep! &bt ga-T & ol
SRT UM fpu T gada & ufd Iqer ) ufafhar § o1 sk Sar e
(@iid: fafdrer & o1 R 351 Hiwsl iR HRIT fasar, Hestt & 91 gge
R, el gRT UeH T ¢ w0+ & fore woa w ufdfosan »

6. In relation to other stakeholders present in your village, what do you think are the
strengths of CAG?

Probe: easier to contact, timely support, trust in CAG, strong influence/network within

village and with government officials

6. 3T TTa H WG 30 RAURSD! & Yaie T, 310 31 Wrard § b et &1 drdhd
G ICE
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SITE: U AT S, YA TR JeIdT, Joel IR 4R, Mg & Hiar iR
WHRT SHABIRGT & Y Togd THTd,/~Acddh

7. In relation to other stakeholders present in your village, what do you think are some of
the weaknesses of CAG?

7. 30 TTid H Ai[g 31 [gdUR®! & Jae H, 3D AR HToh & & SR
CUIEE

8. Would it be beneficial to your community to have CAGs continue to provide support?

a.  What types of support are most beneficial to your community?

8. T WITsit T FH S AT 31U T & 1T BragHe grme
2. MO TG & o fd TR &1 0 Ta 31fiid aHe® 82
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Study to develop a legacy document for the CORE Group Partners Project

In-depth Interview (IDI) guide for block and district level health officials

Identification
State Name

District Name
Block Name

Type of respondent

Interviewer Name

Date of Interview

Day Month Year

Introduction
1. Can you briefly tell us about your scope of work?
a. In your block/district, what are some common health-specific issues?
b. In your block/district, what are some bartiers to achieving improvements in
health/positive health outcomes?

Knowledge about CAG
2. Have you heard about the community action groups?

a. How did you get to know about CAG?

b. What do you know about them?

c. Probes:
a.  What is the purpose of CAGs?
b. Who are the members of CAG?
c. Since how long have CAGs been functioning in your block/district
d. What are the activities/functions of the CAG?

Relevance of CAG
3. In the past or present, have you/your office collaborated with CAGs in any way?
a. Ifyes, can you tell us more about it? | If no, why not?
4. In your opinion, what is the relevance of CAGs in managing health
emergencies/emergency preparedness (covid-19 vaccination, routine immunization,
disease outbreak)?

Complementary
5. In your opinion, how has CAG contributed to the health system in your block/district?
a. In what ways has it strengthened/supported the health system?
b. What are the specific areas that it has contributed to?
6. How can CAGs complement the work of Mahila Arogya Samitis in urban areas and Rogi
Kalyan Samitis in rural areas?

Strengths and weaknesses
7. In comparison to other committees/groups, what are the core strengths of the CAG?
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8. In comparison to other committees/groups, what are the primary weaknesses of the
CAG?

Sustainability

9. Moving forward, in your opinion, what should be the primary focus/function of the
CAG in the overall health system?

10. Moving forward, what are some ways in which the CAGs can be integrated into the
health system?

11. What are some of your suggestions to ensure the continuity of CAGs in your
block/district?

a. In what capacity can the government engage CAGs to ensure their sustainability?
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Study to develop a legacy document for the CORE Group Partners Project

HR JU U Uiolae & T Ue foRId gxaael f[adbRia o1 & e s

In-depth Interview (IDI) guide for community stakeholders (ASHA, ANM, AWW, office
bearers of SHGs, VHSNC:s)

R YR (SR, TTTH, 3-aTs] Hridhdi, (oS & UalUbR], ST=uae)
& foIT g WeTPR (SASSNAE) TS

Identification | Ugdld

State Name | X[ [ dH
District Name | foret &1 AW
Block Name | Al Bl ATH

ANM.....coovivininnnns 2
Anganwadi worker............ 3

Type of respondent | STRGIAT DT UDPIR | Office bearer of self-help group......... 4
VHSNC membert.......cocoveeueunenee 5

Any other, please specify

Interviewer Name | TT&T@R®A BT | Interviewer Id | TRl TGSl

aH

Date of Interview | I&Tch R ﬁ IE”a

Day Month Year

1. Please tell us about your role in the community?
a. Probe: What are some of the best parts about working with communities? What
are the most difficult parts?

HUI Bﬁﬂgqm T 30T YfHepT & IR H Jd1d?
2. OITE: TG & TTY HTH B & $S T4 3w [0 1 8> JaY Hig HIT
DT>

Knowledge about CAG | Higeit & IR H TEPRY

1. What do you know about the community action groups?
Probe: Who are the members of CAG, since how long have CAGs been functioning in
your community, what are the activities of the CAG?
319 YHETRAI% HRATs TR & IR H 1 M &
STE: CAG & IS B §, CAG TS e | fod THg ¥ w1 aR B §, CAG
&1 Tafateal 1 6>

2. What are the differences and commonalities between the work done by the CAG and
your platform?

Hiesh 3R MU Hd gRT fhT U Haf & 9 7 3R iR JHHAE 8>

Perception of CAG | Higsit &t 4o
3. In your opinion, what is the relevance of CAGs in managing health emergencies/
emergency preparedness (covid-19 vaccination, routine immunization, disease outbreak)
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3! I |, WY 31aTd FRUfa/ SmaraesTen qamial @ifas-19 ShTehun,
aftra Ao, SR &1 U & Feee & sl & a1 uRiffiedr 8>
How has the CAG worked in collaboration with you/your platform?

Probe: Can you share some specific experience of working with CAG members?

TS = 31U /3 WehH & 1Y AR B9 & fo g
S 7 319 TSl GG o 1Y ST HH BT $o ARy SHd 18 o Fahd

8>

What opinions about CAGs have you heard from the community members you work
with?

ﬁﬂgﬂ?{fﬂ%ﬂﬂ?ﬁ%ﬂTa&mmW%‘,m&mﬁW%aﬁﬁww
Tl 82

Complementary | YIP
6. To what extent has CAGs complemented your work? - Probe: how has CAG supported

7.

your work? What are the specific areas that the CAG has contributed to?

6.1 What changes should be made to the activities of the CAG to avoid
duplication and provide further support to your work?

ISt = 3TUeh BTH ! 68 §a deb GReb ST 87 - Sfi<k: HITS = 3ATeb BTH PI
%ﬂwwﬁqﬁm%ﬁﬁqﬁﬁm&ﬁ%ﬁﬂﬁcmﬁwm%
6.1 el 9 S/ 3R 3T DTH bl 3R 31feh FETa U B o g
et 1 Tifdfafgt # o seard feu S =g e
What have been the challenges of working alongside and with CAGs?
a. Probe on role definition, coordination, community understanding of roles.

Test & 1Y SR I% 1Y HTH HRA H o1 ANl @ 62
2. UMD Bt URYYT, TH=, YfH1an o e 99g R Wi |

Value addition | e Had+

8.

In your opinion, what additional value does the CAG bring vis-a-vis your
group/platform (VHSNCs, Nigrani Samitis etc)? - Probe: community’s trust and
acceptance, IPC skills, social influence etc

YD I H, CAG 3D TG,/ WIEWHIH (VHSNCs, IR wfifaar sife) & fom
1 3ifafad Hed 1T 82 - Sff: e &1 fayr 3R Wigfa, medii e,
TS THTG 311
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Study to develop a legacy document for the CORE Group Partners Project

HR YU UICAY Hioae & ol Teh faRTId xda el [asRid - o forg e

Key Informant Interview (KII) guide for programme managers from CGPP

HiSiTdid & BrdehH Usitieh! o oL HoT TfeR WATHR (B3MTE3S) HTIGRIeT

Identification | UgdId

State Name | X[ [ dH
District Name | fore &1
Block Name | Al Bl ATH
Designation | Ug T TH

Interviewer Name | ST&T@pRabdl &1

1H

Date of Interview | I&Tch TR ﬁ |E||a

Day Month Year

Vision and conceptualisation | =P 3R Hpean
1. How was the CAG model conceptualised? Probe: what was the vision for CAG?

CAG ATSd &I Uh Ul Hd P 57 Wid: CAG P T 1 2 fFahiur U1
2. Tell me about the CAG model.
a. Whatis a CAG’s main functions?

CAG HTed o aR § §arde
a. CAG & T BT T 5>
3. Tell me about the process of designing the CAG model?
a. Probe: What was the impetus for this model of community engagement and
support?
b. What was the purpose of their formation?

CAG HIsd Bl [STT3 & DI UlchaT & IR H FdTd?
2. ST TGS TEHIRTAT 3R THYT & 59 Ared & forg IRom & off»

b. 3T T3 BT 36 T YT

Identification process | g ufehar

4. What was the process followed for identification of community influencers and
formation of CAG?

4.1 What was the criteria used for the selection of community influencers?
4.2 How has the process of identification of Community Influencers
changed/evolved over time?

4.3 How often does CGPP update/revise the list/pool of community
influencers? What is the basis of this revision?

IS U] &1 TgaT 3R HIWell o T3 o forg F1 Uitk 3(UTs TT8»
4.1 YHGIR® THTARITH SAfdad! & T+ o foTe a1 AHGS 3U-TE 17T 2>
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4.2 THT & 1Y YGRS THITH! B! Ugd Bt Uiohal bl agall/[AsRid
g% o7
4.3 TSN AR gHTde! &t gt/ gal ol fosamit IR ey ,/S=ferd
HRAT 82 I URNY BT YR T 62
5. Tell me about the process and steps of forming a CAG?
a.  What key considerations are important when forming at CAG?

CAG T P UfhaT 3R TN o SR | JdTd>

a. CAG B3 Hd Y DI 4! T 91 HedqU! &>

Capacity building/knowledge sharing for action/sensitization | ET@HTs‘/ HASIHI0 &
fore ervar fwtor /3= T #AT

6. What were the capacity building activities (workshops, meetings, orientations) executed
with CAG members?
Probes
a. Do you have periodic (refresher) capacity building meetings/sessions?
b. What is the duration?
c.  What components (skills, knowledge-based) are covered in the capacity building
sessions/meetings?
d. Do you engage with other stakeholders to conduct these sessions/meetings?
e. Capacity building agenda, modules, structure that was followed

6.1 How has the approach towards capacity building changed over time?
6.2 What are some of the challenges you faced in conducting capacity building
sessions? How did you address these challenges?

oSt Tewl & A1y & Fafor Afafafeer @r=e, seo, sififawar) T
fefea &t 9>
NIE]
a. T 3B U THY-GHY W (AN &HdT FAAT0r §&d /99 81 &
b. AT FT 5>
c. &l o W/ a3®! § D9 Q geh @ 1Rd, FH-3UTRRd) =i fvy
SITd g
d. &1 3119 37 Al /93! & FaTa o forg 3 fFduRep! & 1Y ISd §°
e. T AT TSIST, ATegd, TRTT foryesT UTe favar

6.1 Y % WY &Fcl FHT0n & Uit 2fPepTor & sreel T 6>
6.2 & 0T T AT B | siues faset FAIfIal BT ITHAT BT
TST> 3T 37 ! T THTT o fasa
Activities/Engagement of CAG | HITeIl ®1 Tfafaferai /& re=
7. What activities are CAGs expected to implement?
Probes:

a) what is the frequency and their level of engagement

b) How do they decide what activities to take on? Is there any guidance from CGPP
or are these choices made within the CAG?

st 9 b TfafafRdl 1 TR SR BT 30 B STl 82
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SISk
2. SMRT 3R I JSd BT TR FT §
b. 3PY T B & fob B niafaferal Ir= B & e Ao A &1
Anfexi § 13 faey diwsh & iR T U >
8. How has the engagement of CAGs evolved throughout the COVID-19 pandemic?
Probe: what are the activities expected from the CAGs now versus during the pandemic

TR NS Y- 19 HEMRY & SR Wel & HIeRY H4 fawRid g3 8>
Wid: AR & SR € §H Awell J 7 nfafafert smféd g

9. Are the CAGs expected to follow any work plans? Probe: who makes these work plans,

is there a template?

7 Hiuelt T forft HrE IS &7 Ut B &1 S{U&HT B Silelt g2 g A B
AISHTE DI ST 8, T DS JIPT 87

Monitoring and review | FITRTHI T THie
10. What is the monitoring mechanism used for CAG’s activities? -Probe: how often is the
work monitored? Who monitors the work? How are the updates shared, and with
whom?

CAG 1 Tfafafdat & forg IuanT fovan S ara AR o 1 8> -7 Sl
fora IR TR & STl 8> BT & TR D19 xaT 87 SUSe H arar foby
S § 91R forads ary»

11. What is the mechanism for support established for CAG members? Probe: what is the
nature of support provided to CAG? How do the CAG members reach out for support?

el gew! & forg Riftd gud= o &1 g off: Hiwsh & Ja foy T8 gm0
&1 Ui 1 8> ol T gHdT & e 4 ugdad &>

12. Can you tell us about some of the review/update meetings that CAG members take part
in? Probe: who are these meetings held with, how often are these meetings conducted

T 31T H $B THIET/ ST 96! &b IR H Fd1 Jabd g o8 ol TG U
Ad &2 Ofi: A Sob fhgd TTY Bl &, T 960 fha-! IR SMAId & Sirdl §

13. After CGPP’s withdrawal, what monitoring mechanisms do you think should be put in
place for the CAG?

ottt &1 ot & 971G, ST TR Iieeh & e S & FRE dF wiftd
fopu o =nfees

Challenges | ﬁﬁnﬂ

14. What are some of the challenges in using a voluntary approach in an emergency context?

Probe: What are the reasons for Cls to discontinue their engagement with CAG?

3TaTaeTel e & Wiy S0 &1 IUd o3- § S gIadl a1 82 oiid:
e gRT TS & 1Y YT JSTd §g HRA & T HRUT &

Replication of learnings | el 1 uﬁﬁ?ﬁf

15. What are the key learnings that these voluntary platforms offer?
3 Wfesd Ha 991 UHd IRa < 8»

16. What components of the CAG model can be integrated in the existing government

platforms?
CAG TTSd & {9 ged! & HINel RER! WehH! # Thighd [T S YhdT g
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Sustainability | Fg-I1AdI

17. What are some of the factors that motivate Cls to engage in CAG?

UY I ¥ HRSD g off T3NS DI HTsit H A 81 ob ferg IRel R 8

18. At present, how sustainable is the CAG model? Probe: why?

18.1. What modifications do you suggest to make this a sustainable model?
18. I H CAG A foba febTS &> i iz

18.1. 3 T fePhIS; Aied S & AT 31 1 TMeH gaimd &
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Study to develop a legacy document for the CORE Group Partners Project

Post-FGD Survey for members of the Community Action Group

AEIR® HRATS THE & Y| & foll URe-Uhoiia! Taafor

We want to thank you for agreeing to participate in the survey. The objective of the survey is to
understand the factors that influence your motivation as a member of the community action group.
The survey has 23 statements. You are expected to indicate your level of agreement with the
statement by selecting the appropriate response that best reflects your feelings about your
association with CAG. You must select only one option out of five options — strongly agree, agree,
neutral, disagree, strongly disagree. Please ensure that you complete the survey independently, and
not in consultation with other members. There is no right or wrong answer. The survey will take
15 minutes to complete.

While we encourage you to respond to all the questions, you have the option to skip any if you
feel uncomfortable answering it. Your responses will be kept confidential. The survey results will
be used for research and program purposes only.

If you have any questions before starting the survey, please feel free to ask any one of the

coordinators present in the room.

Tderor F YT o & forT TeHd 819 & foIT 89 ST ¥aTe ST 918 &1 Gd&rr
3T 39 HRD| B AT § Sl YIRS HRATs THE & Te & &U H DT UM
DI THIFAT B § | JA&0T T 23 HU g | ST 3{0e 1 et & o Sy I wfaferar &1
T B HYU &b T U Al & TR DI AT DX Sl TSl o F1Y 30 S[STd &
IR H 3TTDT UTaHTISM D! T 3! dRg U S=idl 51| 3TUD! Uid fadwed! & J dhad U
faded 11 BT - T3l ¥ gHd, TgHd, dc, 38, Tadl ¥ 3RgHd | HuT gHfdd
B o ST A& Wi &0 Y R B, 7 b 30 Gl & WHER 9| i e a1 Tad
STaTd el & | Ha&0 qRI g | 15 e e

gTalcs g1 TaH! Jft T4l &1 ITR & o oY UTeifgd HRd &, Tfch Afe; 30 SR o &
TS HEqH 3d g dl 30U Uy fomdt +ft Ut ) Bie &1 fadheu g1 3mue! ufaferarg
Mu-g 3=t S, deror afomel &1 IuaiT sad SR 3R HHH Il & forg
fobar SE |

TS A& Y= H U UG 3MUP Pig UY &, Al HUAT Sfereids HHX H Alolg foat ot
JHG0% T IS Thd g

1 I'am proud to be working as a
member of the community action

group
TS GRS FAs T (CAG)
F TET & T H HH I W G

3




Sr.

No.

Statement

Strongly
Agree

GICCED

LN

weAd

Agree

Neutral
dcsy

Disagree

AHgAd

Strongly
Disagree

GINCED

o

AHgAd

I feel very little commitment to the

community action group
# ArAETAe F TAg & 9fd sgd

My membership to the CAG really
inspires me to do the very best in my
work as a CAG member

TS A AR HeEIar aredd H
A CAG HeHT & &9 H 39 H1H
H IS Yol el & fow aRa
A &

I am satisfied with the support I
receive from other CAG members

H 379 CAG Feeai & e gada
q §I< §

I am satisfied with the opportunity to
enhance my skills and knowledge

through meetings that I attend as a
CAG member

T CAG e & ¥U | o S8l A
R Adl §, 3% H189H ¥ 30+
PHI 3R JH BT IH P TR

I E

I am satisfied with the community
recognition I receive for my work as a
CAG member

#H CAGTSET & 9 H 319 A
& fov e aeRs Aeadr @
< §

I am satisfied with the support I
receive from CGPP functionaries

ﬁ%ﬁiﬂﬁwfﬁwﬁa‘fﬁﬁﬁwﬁq
R

I'am proud to be working for my
community as a CAG member

9 Hiueh ¥ex & U § 30+
Y& & oY HTH H1 W T §
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Sr.

No.

Statement

Strongly
Agree

GICCED

LN

weAd

Agree

Neutral
dcsy

Disagree

AHgAd

Strongly
Disagree

GINCED

o

AHgAd

Overall, | am very satisfied with my
work as a CAG member

Fd AR, # CAG 9e® & w9
30 o1 § 9gd Id8 §

10

I am satisfied with the opportunities I
have to use my abilities in my work as
a CAG member

H CAG TH & &UH 30+ B H
3ITHT &AATST BT JUTIT R b
ST ¥ U &

11

I feel that my work as a CAG
member is relevant for improving the
health of my community

3 T & fb CAG e & =0 o
TRT 610 WX G o W T YR
& fom uRife B

12

I am satisfied that I accomplish
something worthwhile as a member
of the CAG

AP E {6 CAG & Ie & U |
1 o g g frar @

13

I think my work as a CAG member
will not be valuable these days

T a1 8 fh CAG e & U #
HR1 1 3 f&H1 Fedar 781 e

14

I am satisfied by the positive impact
of my work during COVID-19

" PITS-19 & TR 34 HTH &
YDHRIAD JHE I P §

15

I can be relied upon as a CAG
member

CAG 9eH & =0 T g TR 4RI
a1 o gpar g

16

I have always completed my tasks
efficiently and correctly as a CAG
member

CAG & & =0 H H gA=I 30

%ﬁ%ﬁmweﬁvﬂﬁaﬂﬁ
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17

As a CAG member, [ have taken
initiative to do things without being
asked or told during COVID-19

CAG 9G¥ & =0 T, T+ COVID-19 &
SR {1 & T1 91T BT B B
Uge Bl 5

18

I feel I am the right person to be a
member of the CAG

2 Tl & fb 7 CAG &1 Ja®d 4
& fore gl sufekd §

19

I feel emotionally tired after engaging
in a day of CAG activities

f&THR cAG @t nifafafeat # =mfee
B & a1 H HIGIHD T J Y
GO HEYH P §

20

I feel physically tired after engaging in
a day of CAG activities

feTR cAG Tiffafirdt & <nfhe 819 &
a1e # RIS FU Y Y1 g 7o gd
IRATE

21

I feel overburdened because of my
engagements as a CAG member
CAG &G & ¥U H S(U-T Txarafi
& HRUH IS N HEGH HRal
g

22

I don’t find time for my personal
engagements when I am called upon
to engage in CAG activities

e ggl CAG Tfafafert 4 znfire g4
& foQ g oirell § < g Sru

S feRT SRSl ob forg Ty et
et orett 8

23

My work as a CAG member affects
my duties towards my family

CAG I & TU H I HH W
URaR & Ufd TR waaal I gHIfad
PRAT &
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