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UNICEF	United Nations International Children’s Emergency Fund 
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A. Key Progress and Main Accomplishments: 
The key accomplishments of the Parivartan Project are presented in Table 1 below. The project experienced significant improvement since baseline and has achieved the targets for 23 of 27 KPC indicators in the M&E plan. Signifiant gains in organizational capacity of our NGO partner (EFICOR), community capacity, and local public health services have also been achieved.

	Table 1: Summary of Major Project Accomplishments

	Inputs
	Activities
	Outputs 
	Outcome

	SO-1. 
Capacity development for EFICOR  staff
	NGO staff received training & support in PHC, HMIS, CSSA, BCC, financial management, M&E, and advocacy
	Well-functioning balanced project team committed to goal achievement
	· Strong public-private partnership at local, block, district and state levels foundational to success of project at all levels
· Strengthened organizational capacity of local NGO partner, EFICIOR

	SO-1, 2, 3, 4
Staff time and effort for capacity building of Village Health Committees for MCH
	1,407 VHCs identified, assisted to obtain untied funds, and supported to govern for health of village & coordinate with Health Sub-Center
	250 VHCs empowered for MCH, additional 667 facilitated to get untied funds and began functioning
	· 250 empowered VHCs: 77% have written policies and procedures, 57% have village health plans, 63% ensure proper functioning of their HSC and Village Health Nutrition Days. 
· 1,070 of 1,407 VHCs in district now have open bank accounts to receive untied funds

	SO-1, 2, 3, 4
Training materials,
basic supplies for Auxiliary Nurse Midwives
	141 ANMs in 141 facilities trained and supported in leadership and supportive supervision of Sahiya, AWW and VHC members from the 5-7 villages in HSC catchment area
	Local level tracking of ANC/IPC/PNC, immunizations, malaria, ARI, diarrhea during monthly convergence planning meetings at 141 Health Sub-Centers in the district
	· 46% point increase in women with 3+ ANC visits (23% to 69%)
· 34% point increase in children receiving DPT 3 vaccination (21% to 55%)
· 23% point increase in children fully immunized in first year (10% to 33%)
· 51% point increase in care seeking for ARI (41% to 92%), 29% point increase in care seeking for fever (56% to 85%)

	SO-1, 2
Staff time, additional funding 
	Networking, policy advocacy for safe delivery points in remote areas. Training ANMs as SBAs. Set-up and monitor Momta Vahan transport call centers for facility delivery.  
	3 HSCs upgraded as safe delivery facilities and staffed by ANMs with SBA training.
Emergency transportation for facility delivery functioning well.
	· 37% point increase in births attended by SBA (27% to 64%) with 7% increase in births by ANM as SBA (1% to 8%)
· 31% point increase in institutional deliveries (15% to 46%)
· National Rural Health Mission has upgraded 8 more HSCs for deliveries (plan 5/month), recruited new ANMs, and trained all ANMs as SBAs.

	SO-2, 3, 4 
BCC strategies, health materials, training
	Identify & train Sahiyas (Community Health Workers) for each village in district
	1,233 Sahiyas (75% coverage) trained and supported for household timed counseling and village level behavior change communication activities
	· 83% point increase in maternal knowledge of ANC danger signs (1% to 84%) 
· 86% point increase in knowledge of postnatal danger signs (2% to 88%)
· 17% point increase in mothers receiving 2+ TT (69% to 86%), 47% point increase in IFA consumption (4% to 51%)
· 33% point increase in mothers receiving postnatal visit from CHW (26% to 59%)
· 32% point increase in U2 children fed appropriately (26% to 58%) 

	SO-3
Weighing scales, WHO growth charts, training
	Training Anganwadi Workers (AWWs) from all Anganwadi Centers in district
	1,548 AWWs (92%) trained and functional in growth monitoring and nutrition counseling.
	· 10.6% point reduction in underweight children (45% to 34%)
· Community growth monitoring charts reviewed by Village Health Committee with referral of malnourished to treatment center

	SO-2
Delivery kits,
training
	Training of TBAs in safe deliveries and referrals
	653 TTBAs receive refresher training
	· Improved referrals for facility-based delivery, 30% point reduction in home deliveries (84% to 54%)

	Malaria operations research control case study
	Caregiver interviews of 40 U6 children who died from Pf and 120 who had Pf and lived
	Dissemination to District health officials of risk factors for Pf (Falciparum malaria) death
	· 60% point increase in bed net use (33% to 93%), 
· 40% point increase in health facility malaria logistics (0-40%), Sahiya’s turning in malaria slides to health facilities.
· 9% point increase in AWWs with anti- malarial medicines (3% to 12%) 



A. Activity Status: 
The following table summarizes the status of key activities for each project objective:

	Project Objectives/ Results(SO)
	Key Activities (as outlined in the DIP)
	Status of 
Activities
	Comments

	SO1: Strengthen public private partnership for maternal and child health services

	1.1 Build the organizational capacity of EFICOR/ Parivartan for sustainable impact on maternal and child health (Capacity)
	Learning Circles for all CRWRC partners in India. EFICOR staff trained in PHC, HMIS, CSSA, BCC, financial management, M&E, and advocacy.
	Completed
	One Learning Circle was completed on August 24 -26 2011 attended by Mr. Sanjeev Bhanja,              Rev. Kennedy Dhanabalan , 
Mr. Prashant Missal. Learning Circle in March 2012 and 4 Parivartan staffs attended. 

	1.2 Strengthen and sustain community capacity for maternal and child health (Capacity)
	Selection of Sahiyas in coordination with Vikas Bharti (a local voluntary organization supporting government work in Jharkhand) and ICDS.
	Completed
	1638 Sahiyas were selected by Vikas Bharti and the Village Sahiya Resource Center, completing the selection process.


	
	Awareness program for MNCH and child health in coordination with ICDS and H&FW: Nutrition Week, Immunization Week and Breastfeeding Week.
	Completed
	The Project took part in the “Jharkhand Maternal, Child Health and Nutrition Month” in February/September 2012 at the district and block levels. 
Breastfeeding Week was observed in August 2012. There were 4 awareness programs in year five.

	
	Awareness program for MNC in coordination with ICDS and H&FW: Health Mela (Meet for Empowerment, Learning and Advocacy)
	Completed
	50 melas (health fairs) were organized especially focusing on tribal groups. Sahiyas and AWWs counseled pregnant women and lactating mothers on maternal and newborn care. 

	
	Scale-up capacity building training for high and medium performance VHCs.
	Completed
	Follow-up trainings were given to 250 high and medium performing village health committees (VHCs) to further increase capacity.

	1.3 Strengthen and sustain local government capacity for maternal and child health (Capacity)
	Develop the capacity of Auxiliary Nurse Midwives through supportive supervision and on the job training
	Completed
	Project personnel have increased capacity of 200 ANMs through follow-up training on maternal and newborn health.

	
	District level coordination committee meetings
	Completed
	The Project Manager (PM) participated in 4 district-level coordination meetings of the health department and ICDS. The PM met the district level health and ICDS official on a regular basis. (The PM is a member of District Surveillance Committee and the District Hospital Management Society.)

	
	Block level coordination committee meetings
	Completed
	Block Coordinators participated in 4 block level coordination meetings. They are members of the block level monitoring committees and the Hospital Management Societies of Community Health Centers in the blocks. 

	
	Network meetings of National Rural Health Mission (NRHM) at State and District Level
.
	Completed
	The PM met the NRHM Mission Director and State program Manager three (3) times to appraise them on project work. The PM also met regularly with the District Program Manager.

	SO2: Improved utilization of quality maternal and newborn care

	2.1 Increase knowledge about and access to community-based antenatal care for women (Technical)

	Train Sahiyas in ANC counseling and care
	Completed
	970 Sahiyas had a one-day refresher training on timed counseling for ANC. 

	
	Sahiyas and AWWs do ANC visits for pregnant women (last trimester)
	Ongoing until the end of the project


	Sahiyas and AWWs are visiting and counseling pregnant women using the flip chart developed by the project. 
The Sahiyas are also bringing pregnant women to the VHND site for ANC at an average of 7 per AWW/ Sahiya.

	
	Home visits to counsel mothers/husbands on the importance of ANC & PNC
	Ongoing
	Sahiyas conduct at least 10 visits to the pregnant women (and their husbands) in their target villages for ANC and PNC. 

	
	Coordinate with ANM and ICDS to provide TT vaccine and iron/folic acid tablets for all pregnant women
	Ongoing 
	The project ensures all pregnant women receive TT vaccine along with IFA tablets. 
Personnel monitor the preparation of due lists by AWWs and ANM.

	2.2 Increase access to safe delivery practices and referrals for mothers (Technical)
	Network between VHCs and PHCs to provide quality and accessible emergency obstetric care
	Ongoing
	250 village health committees have good linkages with Primary Health Center. Since the launch of Mamta Vahan (the GOI and UNICEF sponsored transportation service) the VHCs are promoting the scheme for sending all pregnant women for institutional delivery. 

	
	Establish referral system between Primary Health Centers (PHCs) and Sahiyas/TTBAs
	Ongoing 
	With the promotion of Mamta Vahan program, Sahiyas are motivated to take pregnant women for ANC and institutional delivery. 

	
	Establish emergency transport funds within each self-help group or existing Village Health Committee
	Ongoing 
	250 VHCs are using the government’s untied fund of Rs. 10,000 for emergency transportation of pregnant women to hospitals. 


	
	Reinforce/upgrade 2-5 selected Health Sub-Centers in hard to reach areas to increase safe delivery points. 
	Completed
	Upgraded 3 health sub- centers to increase the safe delivery points. 

	2.3  Increase knowledge about and access to home-based postpartum care for mothers and newborns (Technical)
	Train Sahiyas in postnatal and newborn care
	Completed
	970 Sahiyas had a one (1)-day follow up training on postnatal and newborn care.


	
	Sahiyas and AWWs will provide postpartum care for women and postnatal care for high risk babies
	Ongoing
	Some Sahiyas and AWWs conducted at least 3 postnatal care visits to mothers. 


	
	Counsel mothers and husbands on the importance of postnatal care practices
	Ongoing 
	Sahiyas and AWWs make household visits and counseled mothers and husbands on the importance of postnatal care. 
The Parivartan staff provided training and motivated Sahiyas and AWWs to do counseling effectively.  At least 7- sessions per AWW and Sahiyas were done.


	
	Establish emergency transport funds within each self-help group or existing Village Health Committee
	Ongoing 
	250 Village Health Committees have untied funds which are being used for emergency transportation for the poor. 

	SO4:Increase rate of immunization among children

	4.1 Increase rate of immunization and vitamin A supplementation among children
(Technical)
	Coordinate with the Ministry of Health and Family Welfare to provide BCG, DPT, OPV and measles vaccines to all children under 2
	Completed
	Whenever there is stock-out of vaccines, the PM coordinated with district level office as well as state level immunization officers to ensure that vaccines are available in the district. 

	
	Coordinate with Auxiliary Nurse Midwives to distribute immunization cards to mothers of children under 2
	Completed
	Cluster Supervisors coordinated with ANMs at the VHND to ensure immunization cards are distributed to all mothers. 
Project personnel encourage AWWs to register all pregnant women in their catchment area. 

	
	Ensure equal access to immunization for all children through regular awareness campaigns in excluded communities
	Completed
	Campaigns were done regularly on immunization on Nutrition and Health Day every Thursday.
Immunization campaign done on Immunization Week (December 2011).

	
	Facilitate strengthening of NHD (Nutrition and Health Day) processes.
	Ongoing 
	All VHNDs were attended by staffs that provided supportive supervision to ANM, AWWs and Sahiyas.

	SO 4:  Prevent and properly treat infectious diseases among women and children

	4.1. Improve coverage of malaria prevention efforts among pregnant women and children
(Technical)
	Train Sahiyas in malaria prevention, intermittent preventive treatment (IPT) of malaria for pregnant women and presumptive treatment of malaria for children under 5.
	Completed
	700 Sahiyas were given one day follow-up training on malaria prevention.

	
	Raise awareness about the symptoms, preventive measures and importance of treatment
	Completed
	The project raised awareness on the importance and usage of long lasting insecticide treated nets (LLIN) through behavior change communication.

	
	Coordinate with GOI to make insecticide treated nets available to all house-holds with children under 5 and pregnant women
	Completed
	The Project Manager coordinated with the District Malaria officer and UNICEF State Head to ensure avail-ability of LLINs.

	
	Provide presumptive treatment of malaria for children under 5 at the HSC
	Ongoing 
	ANMs are doing presumptive treatment with the support of multipurpose health workers.

	
	Facilitate that Sahiyas serve as depot holders of anti-malarial  and  provide presumptive treatment for children under 5 
	Ongoing 
	The Sahiyas continue to be the depot holders of anti-malarial drugs and provide presumptive treatment for children under 5.

	4.2 Improve diarrheal disease prevention among children (Technical)
	Train Sahiyas in the prevention and detection of diarrhea and home-based diarrhea management.
	Completed
	700 Sahiyas were given a one day follow up training on prevention and home based management of diarrhea.

	
	Ensure basic drugs (i.e. zinc and ORS) are available to the community at the ICDS center
	Completed

	The project coordinated with district and blocks level officials for the availability of ORS and zinc at the Anganwadi Center.(AWC)

	4.3 Improve coverage of treatment and referral for acute respiratory Infection
(Technical)
	Train Sahiyas in prevention, detection and referral for ARI
	Completed
	700  Sahiyas had a one-day follow up training on prevention, detection and referral of ARI

	
	Facilitate counseling to the mothers/husbands on ARI prevention and detection of danger signs and symptoms.
	Completed
	Sahiyas and AWWs did the counseling on ARI prevention and detection of danger signs. 

	
	Ensure basic drugs are available to the community through the Health Sub-Center
	Completed
	The project served as the liaison for availability of co-trimoxazol in all the HSCs and Primary Health Centers. 

	Monitoring and Evaluation Objectives
(Technical)
	Final Evaluation and Report 
	Completed
	The Final Evaluation was done in July 2012 with an external consultant, Dr. Grace Kreulen, and final evaluation report prepared.

	
	Regular program monitoring using HMIS
	Ongoing 
	Regular monitoring done and HMIS is being maintained.

	
	Block level staff meeting for planning and monitoring (Block Team)
	Completed
	In each five block office, 24 block- level staff meetings were chaired by block coordinators.

	
	Project staff meeting for planning and monitoring (Project Implementation Team)
	Completed
	12 Project Implementation Team meetings were held. 



These are the challenges/constraints that the project had to work through:   
· There is low level of literacy in the project area which affects the awareness of appropriate maternal, newborn and child health practices in the village with common misconception on health. This was addressed in the project using doer/non-doer analysis, Behavior Change Communications, timed and targeted counseling (ttC), dialogue and visual education for non-literates.
· There was lack of access to safe delivery points at the beginning of the project. The project brought the identified need to MOH and negotiated and funded upgrades of three (3) Health Sub-Centers facilitated training of Auxiliary Nurse Midwives (ANMs) as skilled birth attendants and supported the roll-outs. The government also followed suit and upgraded and additional eight (8) HSCs and has plans to update five (5) more in the district.
· The Government of India suspended activities for VHCs in order to implement governmental policy changes. This created a six-month delay in carrying out the strategy for building community capacity and sustainability in the last year of the project.  Because of this, CRWRC requested a no-cost extension to train and empower an additional 250 Village Health Committees and improve the prospect of sustainability. (Note: USAID approved the no cost extension in October 2012.)

B. System Strengthening: Local Partner Collaboration, Capacity Building and Sustainability.

· Local Partner Collaboration. CRWRC assisted EFICOR to create a well-balanced project team that was diverse in skills, culture and religion. The project team received extensive ongoing training and support to ensure that project staff were well-equipped to strengthen community capacity and prepare for sustainability of MNCH gains. (Final Evaluation findings)

· Successful capacity building of communities. All 1,297 villages in the district were mobilized for improved MNCH. Project staff provided training and supportive supervision to 2,922 village-level public health workers, enhanced beneficiary knowledge and practices, fortified the monthly village health and nutrition days (VHND), and empowered 250 ‘model VHCs’ to promote health while helping others to obtain funding and began functioning. (Final Evaluation findings)
The project identified and strengthened the Village Health Committees (VHCs) who would provide support to the MNCH  and supported them to obtain government “untied” funds, run effective meetings, monitor health status and care delivery in the village, do advocacy at the block level, and monitor their own capacity/viability. (Final Evaluation findings)
The strengthened VHCs are self-sustaining and monitor their organizational capacity and viability using self-scoring sheets. Empowered VHCs are expected to continue as they share, support and train each other during HSC coordination meeting and community meetings. (Final Evaluation Result) [See Annex 4 for the Child Survival Sustainability Assessment (CSSA) dashboard with six components: health outcome, health services, organizational capacity, organizational viability, community capacity, and environment.]

· Successful strengthening of sustainable government capacity for MNCH. Project staffs worked within the network of government officials to strengthen the capacity of frontline health worker teams in the 141 Health Sub-Center catchment areas in the district to coordinate and monitor delivery and utilization of quality care, increase the number of and access to institutional delivery points, and enhance the government malaria program.
There was local health system strengthening of Health Sub-Centers in areas with poor access to institutional delivery. Following the recommendations at the midterm evaluation, three Health Sub-Centers were identified and upgraded to provide obstetrics care (normal deliveries); the project also facilitated training of Auxiliary Nurse Midwives to be skilled birth attendants (SBAs).
The project helped to improve government’s capacity to remove transportation barriers to institutional delivery. At the request of the MOH, the Parivartan project rolled-out the Monta Vahan (call center for transportation assistance for institutional delivery) government project. This involved set-up of a call center where the community could request for transportation for a woman in labor. The call center alerts privately owned vehicles in the community (previously contracted) to bring women in labor to the nearest institution for delivery. After the call center set-up, the project was instrumental in the hiring, training and monitoring of the Monta Vahan staffs. (Final Evaluation Findings)

· Many of the improvements that occurred in MCH at the village and health system level in the district during the duration of the project are expected to continue due to overall integration of the project intervention within the local government health programs.  All the programs were funded by the government and the project’s role was facilitating and institutionalizing these programs at the local level (Final Evaluation findings).

The following were considered key indicators of project’s sustainability: (Final Evaluation)
1. The VHCs (Village Health Committees) that were strengthened are self-sustaining and monitor their organizational capacity and viability using the VHC self-scoring sheet. Empowered VHCs are likely to continue as they share, support and train each other during the health sub-center coordination meetings. Emerging VHCs have the opportunity to develop, provided they receive support and training from the government and other VHCs in the area. It is critical that VHCs maintain linkages with government services and schemes as they advocate for and promote health in their villages.
2. The district residents have been empowered for health.  Beneficiaries testified at the final evaluation that they are and will continue spreading health messages with their neighbors and relatives, and that the trained health workers will continue working in villages as they are accepting the responsibility for its health condition.
3. The frontline health workers are trained and support the structures in place to ensure quality MNCH care at the local level. The Sahiyas are empowered to impact health at household and community levels with supportive supervision from the HSC coordination meetings and the Sahiya Sathee/Circles. AWW will continue growth monitoring and nutrition counseling with support from the ANM at the HSC meetings. The ANMs are leading the coordination meetings and provide training and support to the Sahiyas, AWWs and VHCs.
4. The health system strengthening will continue. The District health team monitors the Health Sub-Center and Aganwadi Center activities including village health and nutrition days and coordination meetings at the HSC level, as part of the district health plan. Sparked by the Parivartan project’s update of three HSCs to provide obstetrical care, GOI will continue to upgrade additional HSCs as delivery points and train all Auxiliary Nurse Midwives as skilled birth attendants.
5. The health workers’ training is embedded in the government health system and will continue. 

C. Areas  in the project that will require technical assistance and what plans are in place to access needed technical assistance
The project was in its 5th and final year with an approved no-cost extension. The project will end March 31, 2013 and will not require any technical assistance before it ends.

D. Substantial changes to the project description from the DIP that may require modification to the Cooperative Agreement and discuss the reason for these changes. 
There are no substantial changes to the project description from the DIP.
E. Specific information requested for response during the DIP consultation – Not applicable

F. Information on Specific Types of Project or Years of Implementation –  Not applicable
G. Mission Collaboration 
USAID Mission personnel visited the project once, maintained close communication with CRWRC about the project and met with CRWRC and EFICOR semi-annually. The Mission staff gave feedback on project reports, as well, and hosted the team for a debriefing of the final evaluation. CRWRC and EFICOR appreciate the support of the India USAID Mission.
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Annex 1: Learning Briefs: 

Community Empowerment Strategy to Improve Maternal, Newborn and Child Health: A Village Health Committee (VHC) creating their own Saas Bahu Pati Samellan.  A Case Study








The Saas Bahu Pati Samellan (Hindi for Community Theater for Behavior Change) is a village-level behavior change strategy developed by the Parivartan Project to gain support of family decision-makers to allow mothers to utilize maternal, newborn and child health services thereby overcoming a barrier common in rural India. It uses a results-oriented interactive approach to equip both the primary group (mothers) and influencing group (mothers-in-law and husbands) with knowledge and experience that transform health behaviors. The program started by CWRCC in the Sahibganj District is now being scaled- up by the Government of Indida in the entire state of Jharkhand.
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Khairdighi is a village in India (Rajmahal block, Sahiganj District, Jharkhand State). It has a population of 1,700 (approximately 125 households). It is a typical poor settlement nestled at the foot of the Rajmahal Hills. When the project began, poorly nourished children running around naked, playing in puddles formed by blocked street drainage, were a common sight, and maternal deaths were a common occurrence.
The community had many misconceptions about health; e.g. it was a common belief that if a child received immunizations or if a pregnant woman went for antenatal check-up, this would lead to child being sterile in adulthood. The practice of going for antenatal care (ANC) and bringing the child for vaccinations were discouraged. Many believed that if the mother ate nutritious food frequently or took iron folic acid (IFA) while pregnant, it could lead to having a big baby and may cause difficulty in delivery. Some foods that are nutritious were believed to be harmful and, therefore, had to be avoided when pregnant.
The Government of India mandated the formation of Village Health Committees (VHCs) in 2007. These committees typically have 7 women and 8 men, selected by the community, as officers and members. The government provides a yearly “untied fund” of Rs. 10,000 (equivalent to $2,000 USD) for VHC activities. However these committees were unsure how they would carry out any plans. The VHC president Nishar Ahmad had always dreamed of his village having healthy mothers and children, and he wished he knew how this could be made possible.
Khairdighi Village is part of the Parivartan Child Survival Project funded by USAID and CRWRC. This project has been forming community-based organizations and building their capacity to manage their own community-level maternal and child health initiatives. The strengthening of government mandated VHCs is part of CRWRC’s strategy. When he learned about the Parivarton Project in a meeting one day, Nishar thought:  “This is an opportunity to carry out my dreams of improving the health condition in my village.”
The Khairdighi VHC heard about the Saas Bahu Pati Samellan (community theater for behavior change), and the members thought that such a program could help correct several misconceptions in the care of children, newborns and mothers. In December 2011 the Khairdighi VHC  organized its first community theater during a routine Village and Health Nutrition Day. Seventy people—including mothers, fathers and grandmothers—received messages through drama about how to care for children and newborns and pregnant and lactating mothers. Because the health behaviors of mothers in caring for their children are influenced very much by the beliefs and opinions of mothers-in-law and husbands, messages for these groups were intentionally incorporated into the skits. 
After the first one, the VHC had planned to have more of the Saas Bahu Pati Samellan in their village with the goal of changing mothers’ behaviors and improving children’s health outcomes. The VHC did seven programs in two years’ time. The effect of this on mothers-in-law and fathers was that they became the advocates of healthy behavior. They are now allies and support healthy behaviors since they now understand the harmful effects of what they had believed for generations. Mothers started to come for ANC visits, brought their children for immunization and practiced other healthy behaviors.
After 2 years, the dream of Mr. Nishar has come to fruition; deaths of mothers are now unheard of in Khairdighi village, and less and less children are dying of diarrhea, pneumonia and malaria. Mothers are confident that they know what to do when children get sick. They can recognize danger signs when a child is severely ill and know care to provide and the right place to take their sick child immediately for treatment when needed.  They now know that a child with diarrhea needs fluids–whether it is ORS or home fluids—and needs to be taken to a health sub-center and to have treatment continued at home. The husbands and grandmothers see to it that mothers do what they now believe as good for the health of mothers, newborns and children. Everyone wants their families to be healthy (even before having the Saas Bahu Pati Samellan), but now they believe in different ways of doings things to achieve good health.
Everyone is on board with making Khairdighi a model village on health in the block, and the other villages are interested to know what the Khairdighi VHC did to turn the tide around.




	Annex 2: Work Plan (For the No- Cost- Extension:  October 2012-March 31, 2013)


	
	
	
	
	
	
	

	Activity
	Oct. 2012
	Nov. 2012
	Dec. 2012
	Jan. 2012
	Feb. 2012
	Mar. 2012

	Introduction  of VHC Self Scoring 
	x
	x
	x
	x
	x
	

	Formation of ToT
	x
	x
	
	
	
	

	Formation of Block Training Team
	x
	x
	
	
	
	

	Training of Trainers (TOT)
	
	x
	
	
	
	

	Training of Block Training Team
	
	x
	
	
	
	

	Training of VHC on their roles and responsibility
	
	x
	x
	x
	x
	x

	Training of Sahhiyas Sathis (Super Sahhiyas)
	
	x
	
	
	
	

	Exposure visit for the VHC members.  
	
	
	x
	x
	
	

	 Monthly Staff meeting
	x
	x
	x
	x
	x
	x

	Advocacy and Networking 
	x
	x
	x
	x
	x
	x

	District Health Action Plan
	
	
	x
	x
	x
	

	Baseline and End line (6 months) CSSA
	x
	
	
	
	
	x






















Annex 3: Papers, Presentations, News Coverage about the Project and Products

1. Prabhatkhabar Newpaper (Sahibganj District) Coverage on the Parivartan Child Survival Project. November 16, 2011

[image: G:\DCIM\101KC182\101_3356.JPG]

2.  Hindustan Newspaper (Sahibganj News)
Article on:  Parivartan Child Survival Project-Behavior Change. November 9, 2011
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3. Prabhatkhabar Newpaper (Sahibganj District). Coverage on the Parivartan Child Survival Project Final Evaluation. July  20, 2012

[image: G:\DCIM\101KC182\101_3353.JPG]




Annex 4: Child Survival Sustainability Assessment Dashboard (Final Evaluation)
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Annex 5: Rapid CATCH (Final Evaluation)

	Indicator
	Baseline
Percentage
	Midterm
Percentage
	Final
Percentage 
	Target
Percentage

	Percentage of mothers with children age 0-23 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child
	
69%
	85.7% 
	
86.0%
	
90%


	Percentage of children age 0-23 months whose births were attended by skilled personnel
	
26.6%
	
37.3%
	
64.3%
	
45%

	Percentage of children age 0-23 months who received a post-natal visit from an appropriately trained health worker within three days after birth of the youngest child.
	

25.7%
	

37.7% 
	

60.3%
	

40%

	Percentage of children age 0-5 months who were exclusively breastfed during the last 24 hours
	
70.3%
	
56.1% 
	
76.7%
	
75%

	Percentage of children age 6-23 months who received a dose of Vitamin A in the last 6 months: card verified or mother’s recall
	
20.6%
	
51.8% 
	
54.5%
	
60%

	Percentage of children age 12-23 months who received a measles vaccination
	
19.8%
	
39.2% 
	
41.1%
	
50%

	Percentage of children age 12-23 months who received DTP1 according to the vaccination card or mother’s recall by the time of the survey
	

29.3%
	

53.8% 
	

58.9%
	

60%

	Percentage of children age 12-23 months who received DTP3 according to the vaccination card or mother’s recall by the time of the survey
	

21.4%
	

40.0% 
	

55.4%
	

50%

	Percentage of children age 0-23 months with a febrile episode during the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	

2.6%
	

23.7%
	

22.7%
	

30%

	Percentage of children age 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids
	

45.5%
	

51.2% 
	

58.5%
	

60%

	Percentage of children age 0-23 months with chest-related cough and fast and/or difficult breathing in the last two weeks who were taken to an appropriate health provider
	

40.7%
	

64.7% 
	

91.6%
	

65%

	Percentage of households of children age 0-23 months that treat water effectively
	
37.0%
	
31.3% 
	
46.7%
	
NA

	Percentage of mothers of children age 0-23 months who live in households with soap at the place for hand washing
	
33.6%
	
42.3% 
	
84.0%
	
NA

	Percentage of children age 0-23 months who slept under an insecticide-treated bed net (in malaria risk areas, where bed net use is effective) the previous night
	

33.0%
	

79.0% 
	

93.0%
	

80%

	Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to the WHO/NCHS reference population)
	

44.9%
	

41.0% 
	

34.3%
	

NA

	Percentage of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices
	
25.5%
	
29.5% 
	
57.5%
	
50%





Annex 6: Project Data Form 

Child Survival and Health Grants Program Project Summary

Oct-29-2012

Christian Reformed World Relief Committee
(India)

General Project Information

Cooperative Agreement Number:	GHS-A-00-07-00025
CRWRC Headquarters Technical Backstop:	Alan Talens CRWRC Headquarters Technical Backstop Backup:	Stephanie Sackett Field Program Manager:	Prashant Missal Midterm Evaluator:	Frank Baer
Final Evaluator:	Grace Kreulen
Headquarter Financial Contact:	Stephanie Sackett
Project Dates:	10/1/2007 - 3/31/2013 (FY2007)
Project Type:	Standard
USAID Mission Contact:	Manju Ranjan Seth
Project Web Site:

Field Program Manager

Name:	Prashant Missal (Child Survival Program Manager)
Address:	308 Mahatta Tower, 54 B Block
New Delhi 110058 India
Phone:	91-9955378347
Fax:
E-mail:	prashanteficor@gmail.com
Skype Name:

Alternate Field Contact

Name:	Nancy TenBroek (Regional Health Advisor (Asia))
Address:	Baridhara DOHS Baridhara DOHS
Dhaka 1000 Bangladesh
Phone:	011 (88) 02 8419171
Fax:	011 (88 )02 8419171
E-mail:	nwrc@agni.com
Skype Name:	nancy-tb

Grant Funding Information

USAID Funding: $1,148,555	PVO Match: $406,872

General Project Description

CRWRC, a 2007 Standard category grantee, is implementing the Parivartan "Transformation" Project in Sahibganj, a district in the Jharkhand State of India.  The project goal is to reduce mortality among mothers, newborns and children under the age of five through building and sustaining community capacity.  Over the five-year program period, CRWRC and EFICOR (the Evangelical Fellowship of India Commission on Relief) seek to achieve four strategic objectives in alignment with USAID India’s Health Strategic Objective to “increase use of key child survival interventions” as well as the Government of India's National Health Policy (2002) and National Population Policy (2000).


The projectswill use cross-cutting strategies—community-based integrated management of childhood illnesses (C-IMCI), community mobilization, behavior change communication, quality improvement and sustainability—to: (1) Strengthen public-private partnerships for maternal and child health services; (2) Improve access to quality maternal and newborn care; (3) Improve nutrition among children; and (4) Prevent and properly treat infectious diseases among women and children.


Project Location

Latitude: 26.32	Longitude: 84.92
Project Location Types:	Rural
Levels of Intervention:	Health Center Health Post Level Home
Community
Province(s):	--
District(s):	Entire Sahibganj District in Jharkhand State
Sub-District(s):	--

Operations Research Information

OR Project Title:	Factors in Childhood Malaria Mortality in Sahibganj District, Jharkhand State, India
Cost of OR Activities:	$17,873
Research Partner(s):	EFICOR
OR Project Description:	Operations research will be conducted to determine factors at the individual and household levels that are associated with a higher risk of death due to malaria among children in Sahibganj District.  The study design is observational, case control. “Cases” are households in the district that reported a death of a child under five years due to malaria in the last year. “Controls” are households with similar characteristics who have reported a child under five years with malaria who recovered. Cases and controls will
be administered a questionnaire to identify demographic, behavioral, and facility-based risk factors.

Partners

Evangelical Fellowship of India Commission on Relief (Subgrantee)	$691,285

Strategies

Social and Behavioral Change Strategies:	Community Mobilization Group interventions Interpersonal Communication Social Marketing
Mass media and small media
Health Services Access Strategies:	Addressing social barriers (i.e. gender, socio-cultural, etc)
Implementation with a sub-population that the government has identified as poor and underserved
Implementation in a geographic area that the government has identified as poor and underserved
Health Systems Strengthening:	Quality Assurance
Conducting capacity assessment of local partners Referral-counterreferral system development for CHWs Community input on quality improvement
Strategies for Enabling Environment:	Advocacy for policy change or resource mobilization
Tools/Methodologies:	BEHAVE Framework Sustainability Framework (CSSA) Rapid Health Facility Assessment LQAS
Participatory Rapid/Rural Appraisal
MAMAN Framework

Capacity Building

Local Partners:	Local Non-Government Organization (NGO) Traditional Healers
Dist. Health System Health Facility Staff Health CBOs
Other CBOs
Faith-Based Organizations (FBOs)

Interventions & Components


Immunizations (10%)
- Classic 6 Vaccines
- Vitamin A
- Cold Chain Strengthening
- Mobilization
- Measles Campaigns
- Community Registers
Nutrition (20%)
- ENA
- Complementary Feeding from 6 months
- Continuous BF up to 24 months
- Growth Monitoring
- Maternal Nutrition


IMCI Integration	CHW Training
HF Training




IMCI Integration	CHW Training
HF Training

Vitamin A	IMCI Integration	CHW Training
HF Training
Micronutrients	CHW Training
HF Training

Pneumonia Case Management (10%)
- Case Management Counseling
- Access to Providers Antibiotics
- Recognition of Pneumonia Danger Signs
Control of Diarrheal Diseases (10%)
- Water/Sanitation
- Hand Washing
- ORS/Home Fluids
- Feeding/Breastfeeding
- Care Seeking
- Case Management/Counseling
- Zinc
Malaria (10%)
- Training in Malaria CM
- Access to providers and drugs
- ITN (Bednets)
- Care Seeking, Recog., Compliance
- IPT
Maternal & Newborn Care (40%)
- Neonatal Tetanus
- Recognition of Danger signs
- Newborn Care
- Post partum Care
IMCI Integration	CHW Training
HF Training


IMCI Integration	CHW Training
HF Training





IMCI Integration	CHW Training
HF Training



IMCI Integration	CHW Training
HF Training



- Integation. with Iron & Folic Acid
- Normal Delivery Care
- Birth Plans
- Emergency Transport
- Kangaroo Mother Care (skin to skin care)
	
Healthy Timing/Spacing of Pregnancy
	
IMCI Integration
	
CHW Training

	
	
	HF Training

	Breastfeeding
	IMCI Integration
	CHW Training
HF Training

	HIV/AIDS
	
	CHW Training
HF Training

	Family Planning
	IMCI Integration
	CHW Training
HF Training

	Tuberculosis
	IMCI Integration
	CHW Training

	
	
	HF Training



Operational Plan Indicators

	Number of People Trained in Maternal/Newborn Health

	Gender
	Year
	Target
	Actual

	Female
	2010
	2671
	

	Female
	2010
	
	2804

	Male
	2010
	
	158

	Male
	2010
	145
	

	Female
	2011
	4837
	

	Female
	2011
	
	4797

	Male
	2011
	
	533

	Male
	2011
	538
	

	Female
	2012
	
	970

	Male
	2012
	
	94

	Female
	2013
	0
	

	Male
	2013
	0
	

	Female
	2014
	0
	

	Male
	2014
	0
	

	Number of People Trained in Child Health & Nutrition

	Gender
	Year
	Target
	Actual

	Female
	2010
	3530
	

	Female
	2010
	
	2421

	Male
	2010
	
	158

	Male
	2010
	100
	

	Female
	2011
	4559
	

	Female
	2011
	
	4377

	Male
	2011
	
	486

	Male
	2011
	507
	

	Female
	2012
	
	1250

	Male
	2012
	
	132

	Female
	2013
	0
	

	Male
	2013
	0
	

	Female
	2014
	0
	

	Male
	2014
	0
	

	Number of People Trained in Malaria Treatment or Prevention

	Gender
	Year
	Target
	Actual

	Female
	2010
	
	2151

	Female
	2010
	2271
	

	Male
	2010
	
	158

	Male
	2010
	0
	

	Female
	2011
	
	1989

	Female
	2011
	1401
	

	Male
	2011
	
	221

	Male
	2011
	156
	

	Female
	2012
	
	970

	Male
	2012
	
	75

	Female
	2013
	0
	

	Male
	2013
	0
	

	Female
	2014
	0
	

	Male
	2014
	0
	



Locations & Sub-Areas

Total Population:	927,770

Target Beneficiaries

India - CRWRC - FY2007
Children 0-59 months	161,950
Women 15-49 years	188,511
Beneficiaries Total	350,461
Rapid Catch Indicators: DIP Submission

	Sample Type: 30 Cluster
	

	Indicator
	Numerator
	Denominator
	Percentage
	Confidence
Interval
	

	Percentage of mothers with children age 0-23 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child
	
207
	
300
	
69.0%
	
10.8
	

	Percentage of children age 0-23 months whose births were attended by skilled personnel
	80
	300
	26.7%
	7.7
	

	Percentage of children age 0-23 months who received a post-natal visit from an appropriately trained health worker within three days after birth
	78
	300
	26.0%
	7.6
	

	Percentage of children age 0-5 months who were exclusively breastfed during the last 24 hours
	76
	108
	70.4%
	18.0
	

	Percentage of children age 6-23 months who received a dose of Vitamin
A in the last 6 months: card verified or mother’s recall
	32
	155
	20.6%
	9.6
	

	Percentage of children age 12-23 months who received a measles vaccination
	25
	126
	19.8%
	10.4
	

	Percentage of children age 12-23 months who received DTP1 according to the vaccination card or mother’s recall by the time of the survey
	37
	126
	29.4%
	12.4
	

	Percentage of children age 12-23 months who received DTP3 according to the vaccination card or mother’s recall by the time of the survey
	27
	126
	21.4%
	10.8
	

	Percentage of children age 0-23 months with a febrile episode during
the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	
6
	
105
	
5.7%
	
6.4
	

	Percentage of children age 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids
	
46
	
101
	
45.5%
	
16.4
	

	Percentage of children age 0-23 months with chest-related cough and fast and/or difficult breathing in the last two weeks who were taken to an appropriate health provider
	
46
	
113
	
40.7%
	
14.8
	

	Percentage of households of children age 0-23 months that treat water effectively
	111
	300
	37.0%
	8.8
	

	Percentage of mothers of children age 0-23 months who live in households with soap at the place for hand washing
	101
	300
	33.7%
	8.5
	

	Percentage of children age 0-23 months who slept under an insecticide-treated bednet (in malaria risk areas, where bednet use is effective) the previous night
	
99
	
300
	
33.0%
	
8.4
	

	Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to the WHO/NCHS reference population)
	
132
	
294
	
44.9%
	
9.5
	

	Percentage of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices
	49
	192
	25.5%
	9.4
	



Rapid Catch Indicators: Mid-term

	Sample Type: 30 Cluster
	

	Indicator
	Numerator
	Denominator
	Percentage
	Confidence
Interval
	

	Percentage of mothers with children age 0-23 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child
	
257
	
300
	
85.7%
	
5.6
	

	Percentage of children age 0-23 months whose births were attended by skilled personnel
	112
	300
	37.3%
	7.7
	

	Percentage of children age 0-23 months who received a post-natal visit from an appropriately trained health worker within three days after birth
	113
	300
	37.7%
	7.8
	

	Percentage of children age 0-5 months who were exclusively breastfed during the last 24 hours
	41
	73
	56.2%
	16.1
	

	Percentage of children age 6-23 months who received a dose of Vitamin
A in the last 6 months: card verified or mother’s recall
	88
	170
	51.8%
	10.6
	

	Percentage of children age 12-23 months who received a measles vaccination
	51
	130
	39.2%
	11.9
	

	Percentage of children age 12-23 months who received DTP1 according to the vaccination card or mother’s recall by the time of the survey
	70
	130
	53.8%
	12.1
	

	Percentage of children age 12-23 months who received DTP3 according to the vaccination card or mother’s recall by the time of the survey
	52
	130
	40.0%
	11.9
	

	Percentage of children age 0-23 months with a febrile episode during
the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	
42
	
164
	
25.6%
	
9.4
	

	Percentage of children age 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids
	
67
	
131
	
51.1%
	
12.1
	

	Percentage of children age 0-23 months with chest-related cough and fast and/or difficult breathing in the last two weeks who were taken to an appropriate health provider
	
77
	
119
	
64.7%
	
12.1
	

	Percentage of households of children age 0-23 months that treat water effectively
	94
	300
	31.3%
	7.4
	

	Percentage of mothers of children age 0-23 months who live in households with soap at the place for hand washing
	127
	300
	42.3%
	7.9
	

	Percentage of children age 0-23 months who slept under an insecticide-treated bednet (in malaria risk areas, where bednet use is effective) the previous night
	
237
	
300
	
79.0%
	
6.5
	

	Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to the WHO/NCHS reference population)
	
123
	
300
	
41.0%
	
7.9
	

	Percentage of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices
	67
	227
	29.5%
	8.4
	



Rapid Catch Indicators: Final Evaluation

	Sample Type: 30 Cluster
	

	Indicator
	Numerator
	Denominator
	Percentage
	Confidence
Interval
	

	Percentage of mothers with children age 0-23 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child
	
258
	
300
	
86.0%
	
5.6
	

	Percentage of children age 0-23 months whose births were attended by skilled personnel
	193
	300
	64.3%
	7.7
	

	Percentage of children age 0-23 months who received a post-natal visit from an appropriately trained health worker within three days after birth
	181
	300
	60.3%
	7.8
	

	Percentage of children age 0-5 months who were exclusively breastfed during the last 24 hours
	66
	86
	76.7%
	12.6
	

	Percentage of children age 6-23 months who received a dose of Vitamin
A in the last 6 months: card verified or mother’s recall
	79
	145
	54.5%
	11.5
	

	Percentage of children age 12-23 months who received a measles vaccination
	46
	112
	41.1%
	12.9
	

	Percentage of children age 12-23 months who received DTP1 according to the vaccination card or mother’s recall by the time of the survey
	66
	112
	58.9%
	12.9
	

	Percentage of children age 12-23 months who received DTP3 according to the vaccination card or mother’s recall by the time of the survey
	62
	112
	55.4%
	13.0
	

	Percentage of children age 0-23 months with a febrile episode during
the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	
141
	
166
	
84.9%
	
7.7
	

	Percentage of children age 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids
	
86
	
147
	
58.5%
	
11.3
	

	Percentage of children age 0-23 months with chest-related cough and fast and/or difficult breathing in the last two weeks who were taken to an appropriate health provider
	
87
	
95
	
91.6%
	
7.9
	

	Percentage of households of children age 0-23 months that treat water effectively
	140
	300
	46.7%
	8.0
	

	Percentage of mothers of children age 0-23 months who live in households with soap at the place for hand washing
	252
	300
	84.0%
	5.9
	

	Percentage of children age 0-23 months who slept under an insecticide-treated bednet (in malaria risk areas, where bednet use is effective) the previous night
	
279
	
300
	
93.0%
	
4.1
	

	Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to the WHO/NCHS reference population)
	
103
	
300
	
34.3%
	
7.6
	

	Percentage of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices
	123
	214
	57.5%
	9.4
	



Rapid Catch Indicator Comments

Handwashing: Different indicator based on feedback from CSTS+; Percentage of households of children age 0-23 months that have soap or detergent which is normally used for handwashing Vit. A: Different age of cohort (9-23 months); children do not start receiving VA until 9 months.


For Vitamin A supplementation in the last 6 months, the denominator used is children 9-23 months because Vitamin A supplementation is given to children 9 months and above according to the (local) government program.


For treatment of fever in malarious zones, the indicator was replaced by "Percentage of children 0-23 months with febrile episode in the last 2- weeks whose mother /caretaker sought treatment for the child within 24 hours " because it was not possible to accurately assess receipt of\anti-malarial drugs.



For Children who sleeps under an insecticide -treated bednet, the indicator was renamed "Children sleeps under a bednet" based on the percentage (%) of children age 0-23 months who slept under a bednet the previous night ,because it was not possible to accurately assess insecticide treatment of bednets.

image2.png
FROM THE AMERICAN PEOPLE




image3.jpeg
CRWRC CONTINUING AS

World :

LIVING JUSTICE » LOVING MERCY ¢ SERVING CHRIST





image4.jpeg




image5.png




image50.png




image6.jpeg
PR = e

e 3
bk TR
e
Do g
gy
puphis L

=
T AT o mfs T
| 2 s 1 s o, s

o s e .
At g o oy
S e 1 ST 3, A





image7.jpeg
wfera sroweE fean 3w ¥ ww‘:\:::'l‘hﬂ
e o w1 e s 2z e e e o B
e 5T i g e Bt e
:_r;;?mwmm \m;gmymﬂmfmmmmmm A % ST P 2001 3R e
SRk o o o o \ T ST hmwmnm\-
S i e e A T I TR TR ®

maz@uzﬁlmaimﬁmm Sifds
. SR ,\w,.\v e e

aftw | tu

T
1
- e
o e
& o v
UL
s
eabiendo b
T
ek e o

nntmmwmmmw s o T mam-mu—mwu
g
TR s g o
d wwm % s
(s ) s ¥
St s 141

Y 070 s R g T e 3 -, e, S
- SR MOt

R W A w7 s e R A S
T WA S g, ey e

(s
 ce

e it e

i s, e gy, P

@ o e e e ¥ dnte )
e





image8.jpeg




image9.png
“Parivartan” Child Survival Project — Sahibganj, Jharkhand

r

Org. Viability

Org. Capa

Health Outcome
200

180

Environment

Health Services

Comm. Capa

W CSSA June 2012
W CSSA Sep. 2011
W CSSA July 2010
W CSSA Nov. 2009
W Baseline April 2009





image1.png
towards a just,
responsible & compassionate sodiety




