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A. EXECUTIVE SUMMARY
World Renew designed and implemented the Parivartan Child Survival Project in partnership with
EFICOR and the GOI in the rural Sahibganj district of Jharkhand State, India, targeting the entire
district with an estimated population of one million people, including 350,461 women and children
with very poor health status. Parivartan was primarily funded by USAID as a standard category
child survival project from September 2007 to March 2013. The goal of Parivartan was to reduce
mortality among mothers, newborns and children under the age of five through building and
sustaining community capacity via achievement of four strategic objectives:
SO-1. Strengthen public-private partnerships for maternal and child health services.
SO-2. Improve access to quality maternal and newborn care.
SO-3. Improve nutrition among children.
SO-4. Prevent and properly treat infectious diseases among women and children.
The goal of the operations research conducted during Parivartan was to examine risk factors for
mortality due to Plasmodium falciparum malaria among children under 6 years of age.
Key technical interventions for the project were maternal and newborn care (40%), nutrition (20%),
immunization (10%), malaria (10%), diarrhea (10%), and ARI (10%). The primary cross-cutting
interventions were community mobilization of village health committees (VHC), behavior change
communications through community health workers (Sahiya and Anganwadi Worker), and quality
improvement for care delivery at the health facilities (Health Sub-Centers).
A summary of key accomplishments of Parivartan is presented in Table 1. The project experienced
significant improvement (p ≤ 0.05) from baseline to endline and/or achievement of targets for 23 of
27 KPC indicators in the M&E plan and appreciable gains in capacity indicators for the partner
NGOs, community-based organizations and local public health services.
Table 1: Summary of Major Project Accomplishments
Inputs
Activities
Outputs
SO-1
Training & support in Well functioning,
Capacity
PHC, HMIS, CSSA,
balanced project team
development for BCC, M&E, financial committed to goal
EFICOR & staff management, technical achievement
intervention, advocacy
1,407 VHCs identified, 250 VHCs empowered
SO-1, 2, 3, 4
assisted to obtain untied for MCH (increased to
Staff time and
funds, and supported to 500 VHCs after the six
effort for
month extension);
govern for health of
capacity
village and coordinate additional 667
building of
facilitated to get untied
VHCs for MCH with HSC
funds and began
functioning
Local level tracking of
141 ANMs in 141
SO-1, 2, 3, 4
ANC/IPC/PNC,
facilities trained and
Training
supported in leadership immunizations,
materials,
malaria, ARI, diarrhea
and supportive
basic supplies
supervision of Sahiya, during monthly
convergence planning
AWW and VHC
members from the 5-7 meetings occurring on
Wed. at 141 HSCs in
villages in HSC
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Outcome
Strong public-private partnership at local,
block, district and state levels foundational
to success of project at all levels

- 250 empowered VHCs: 77% have written
policies and procedures, 57% have village
health plans, 63% ensure proper
functioning of their HSC and VHND
(Increased to 500 VHCs after the six
month no cost extension)
- 1,070 of 1,407 VHCs in district now have
open bank accounts to receive untied funds
- 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

Table 1: Summary of Major Project Accomplishments
Inputs
Activities
Outputs
catchment area
district
- 3 HSCs upgraded as
Networking, policy
SO-1, 2
advocacy, support for safe delivery facilities
Staff time,
safe delivery points in and staffed by ANC
additional
with SBA training.
remote areas, ANC
funding
- Emergency
training as SBA, settransportation for
up/monitor Momta
facility delivery
Vahan transport call
functioning well.
centers for facility
delivery.
SO-2, 3, 4
Identify & train Sahiyas 1,233 Sahiyas (75%
BCC strategies, (CHWs) for each
coverage) trained and
health materials, village in district
supported for
training
household timed
counseling and village
BCC activities

Outcome
care seeking for fever (56% to 85%)
- 37% point increase in births attended by
SBA (27% to 64%) with 7% increase in
births by ANM SBA (1% to 8%)
- 31% point increase in institutional
deliveries (15% to 46%)
- District public health (NRHM) have
upgraded 8 more HSCs for deliveries (plan
5/month), recruiting new ANMs, training
all ANMs as SBAs.
- 83% point increase in maternal
knowledge of antenatal 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 being
fed appropriately (26% to 58%)
Training AWWs from 1,548 AWWs (92%) - 10.6% point reduction in underweight
SO-3
trained and functional children (45% to 34%)
Weighing scales, all AWCs in district
in growth monitoring - Community growth monitoring charts
WHO growth
and nutrition counsel. reviewed by VHC with referral of
charts, training
malnourished to treatment center
SO-2
Training of TBAs in
653 TTBAs receive
Improved referrals for facility-based
Delivery kits,
safe deliveries and
refresher training
delivery, 30% point reduction in home
training
referrals
deliveries (84% to 54%)
60% point increase in bed net use (33% to
Malaria OR
Caregiver interviews of Dissemination to
District health officials 93%), 40% point increase in health facility
case-control
40 U6 children who
malaria logistics (0-40%), Sahiyas turning
of risk factors for Pf
study
died from Pf and 120
in malaria slides to health facility, 9%
death
who had Pf and lived
point increase in AWWs with antimalarials (3% to 12%)

The main conclusions from the final evaluation are related to how the Parivartan project was able
to achieve their results. The following key strategies led to the successful results.
1. Excellent project management. World Renew (formerly CRWRC) assisted EFICOR to create a
well-balanced project team in terms of skills, culture and religion and provided extensive
ongoing training and support to ensure that project staff were well-equipped to excel in building
and strengthening capacity and preparing for sustainability of MNCH gains.
2. Effective public private partnership. Project staff worked effectively alongside government and
local NGOs to develop and integrate needed interventions and take them to scale at district and
state levels.
3. Successful capacity building. 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
2

health workers, enhanced beneficiary knowledge and practices, fortified the monthly village
health and nutrition days (VHND), and empowered 250 model village health committees to
promote health while helping others to obtain funding and begin functioning.
4. Successful strengthening of sustainable government capacity for MNCH. Project staff 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.
B. OVERVIEW OF THE PROJECT STRUCTURE AND IMPLEMENTATION
World Renew1 is an international NGO with headquarters in Grand Rapids, Michigan that partners
with local organizations to carry out development and disaster response work in 30 countries in
Africa, Asia, and the Americas. For the Parivartan project, World Renew partnered with EFICOR,
an Indian NGO that does disaster response and community development work in 13 states in India,
including in hard-to-reach areas of Sahibganj district in Jharkhand state.
Project Location. The Parivartan project targets the entire district of Sahibganj, which is in the
northeast corner of Jharkhand state, India. It consists of nine blocks divided into two geographic
areas. The first area is largely populated by tribal minorities: Maltos and Santhals. The population
of the second area is a mix of people of different castes and tribes. While Hindu and Muslim
religions are prominent, many tribal people are Christian. The culture is mixed with four local
languages: Hindi, Bangla, Santali and Malto.
Table 2: Program Beneficiaries
The district was selected due to its tremendous burden of Beneficiary Population Number
Infants 0-11 months
32,390
disease, weak health system infrastructure and limited
Children 12-23 months
32,390
assistance to remote tribal villages. Infant mortality in the area
Children 24-59 months
97,170
is high (48/1,000 live births, Jharkhand2). There is a high rate
Children 0-59 months
161,950
3
of under-5 mortality (85/1,000 live births ), mainly due to
Women 15-49 years
188,511
malnutrition, lack of proper post-natal care, inaccessibility of
Total Population
927,770
health care facilities, and high prevalence of infectious
diseases such as malaria, diarrhea, and pneumonia. Maternal mortality is also high (312/100,000
live births in Sahibganj4) primarily because of unhygienic practices during delivery. Female adult
literacy is 27%. The district’s large tribal population (28%) is disproportionately overlooked by the
existing health system.
Estimated Project Area Population. Parivartan targeted the entire population of the Sahibganj
district of nearly 1,000,000 people. See Table 2.
Project Objectives. Parivartan is a standard category child survival project with funding of
$1,148,555 over five years (2007-2012). World Renew and EFICOR worked closely with the
USAID Mission and Government of India (GOI) in designing and implementing Parivartan. The
project objectives were aligned with Intermediate Result 3 of USAID India’s Health Strategic
Objective (SO 14) to “increase use of key child survival interventions” as well as the GOI National
1

In September 2012, CRWRC officially changed its name to ‘World Renew.’
SRS, 2007, www.censusindia.gov.in
3
India rural, 2005 http://www.censusindia.gov.in, DHS 2005-6 http://www.statcompiler.com
4
SRS, 2004-2006, www.censusindia.gov.in
2
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Health Policy (2002) and National Population Policy (2000). The goal of Parivartan was to reduce
mortality among mothers, newborns and children under the age of five through building and
sustaining community capacity. The project has four strategic objectives (SO) with eleven
intermediate results (IR), which are portrayed in the results framework in Figure 1.
Figure 1: Parivartan Project Results Framework
Goal: Reduce mortality among mothers, newborns and children under
the age of five through building and sustaining community capacity.

SO 1: Strengthen publicprivate partnerships for
maternal and child health
services

SO 2: Improve utilization of
quality maternal and
newborn care

SO 3: Improve nutrition
among children

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

IR 1.1: Build the
organizational capacity of
EFICOR/Parivartan for a
sustainable impact on
maternal and child health

IR 2.1: Increase knowledge
about and access to
community-based antenatal
care for women

IR 3.1: Increase rate of
immunization and vitamin
A supplementation among
children

IR 4.1: Improve coverage
of malaria prevention
efforts among pregnant
women and children

IR 1.2: Strengthen and
sustain community capacity
for maternal and child
health

IR 2.2: Increase access to
safe delivery practices and
referrals for mothers

IR 3.2: Strengthen Growth
Monitoring and Promotion
services through the
Anganwadi Center

IR 4.2: Improve diarrheal
disease prevention among
children

IR 1.3: Strengthen and
sustain local government
capacity for maternal and
child health

IR 2.3: Increase knowledge
about and access to homebased postpartum care for
mothers and newborns

IR 4.3: Improve coverage of
treatment and referral for
acute respiratory infection

Technical and Cross-cutting Interventions. The six key technical interventions for the Parivartan
project were maternal newborn care (MNC, 40%), nutrition (20%), immunizations (10%), malaria
(10%), ARI (10%) and diarrheal disease (10%). Cross-cutting interventions utilized to address each
of the technical intervention areas included community mobilization, behavior change
communication (BCC), quality improvement, and program sustainability.
Project Design. The project trained and supported frontline health workers to provide a set of
essential services for mothers and newborns at the village level and increased access to quality
growth monitoring and nutrition counseling, the basic WHO schedule of immunizations, and better
prevention and control of infectious diseases such as malaria, diarrhea, and pneumonia. The
capacity and viability of village health committees (VHCs) was strengthened. Behavior change
messages were tailored to the various cultural, religious and health needs of individuals and
primary/influencing groups in the district. Integrating project interventions in GOI health programs
was a key strategy for sustainability. The supply of health services district-wide was increased by
participating in policy advocacy and planning at district and block levels and by providing training
and supportive supervision to frontline health personnel and community-based organizations in all
blocks of the district. The demand for quality MNCH services was increased by reaching women
and children at the household and village level with health information and promoting use of
available MCH health services. The operations research identified risk factors for child mortality in
the district due to Plasmodium falciparum.
4

Partnerships. World Renew collaborated with a variety of private and public partners. The most
important partner was EFICOR who implemented the project. Throughout the life of the project
World Renew worked with EFICOR to increase their competency in MCH and strengthen their
management structures. Collaboration continued through regularly scheduled communication
channels: weekly reports by the project manager to World Renew health advisor; monthly meetings
of the Project Implementation Team to review block activities and results and make plans for the
upcoming month; quarterly meetings of Project Management Team to discuss project policy and
management decisions; and frequent visits by World Renew advisors. The Technical Advisory
Group, which was jointly chaired by World Renew and EFICOR, was made up of eight
professionals, including World Renew consultants (2), EFICOR leaders (3), and health specialists
(3). The Advisory Group met bi-annually and informally as needed to provide guidance and
technical assistance for the project and the OR. The OR was designed and implemented in
partnership with Dr. Arvind Kasthuri of St. John’s Medical College, Bangalore.
Public partners were the GOI’s key service providers for health and child development services in
the project area, including the National Rural Health Mission, Ministry of Health & Family
Welfare, and the Integrated Child Development Services, Ministry of Women and Child
Development (See Figure 2). The project worked with these partners to reinforce the communitybased structures for MNCH at 141 Health Sub-Centers of MH&FW and 1,548 Anganwadi Centers
of the MW&CD. Key frontline health workers from the NRHM were the Auxiliary Nurse Midwife,
Sahiya, Trained Traditional Birth Attendants and Village Health Committees, along with the
Angawadi Worker from the ICDS. The Parivartan Project Manager worked primarily with district
level officials. The Block Coordinators worked with block level officials, and the Cluster
Supervisors worked at the local level with five HSC ‘clusters’ (Figure 2).
Figure 2. Parivartan linkages to the GOI

Figure 3 (next page) depicts a typical Health Sub-center (HSC) catchment area. A typical village
has a population of 1,000 people governed in health matters by a government-sponsored VHC that
oversees implementation of district health programs at the local level. A village is served by a
Sahiya who is supported by government incentives and a salaried Anganwadi Worker (AWW) who
is responsible for monitoring growth and nutrition at the village Anganwadi Center (AWC). Five
5

villages comprise the typical catchment population of 5,000 to 7,000 people served by a HSC
staffed by one or two salaried Auxiliary Nurse Midwives (ANMs). Four to five HSCs comprise a
cluster that feeds into a Primary Health Care Center (PHC)
or Community Health Center (CHC) in their block for Figure 3. HSC Catchment Area
supervision, supplies, and referrals of complicated cases.
Figure 4 illustrates the multi-headed government
partnerships within which Parivartan worked in a crosscutting integrating fashion.
Within the context of this strong government partnership,
Parivartan also worked closely with local NGOs to meet
project objectives. The Project Manager met monthly with
Vistaar, an IntraHealth USAID-funded project working in
Jharkhand state and Sahibganj district, to extend the
Figure 4. Cluster-level Partnerships
capacity of and support for ANMs to be skilled birth
attendants (SO-2) and promote the AWWs. Ongoing
collaboration with UNICEF focused on vaccine supply and
training to enhance immunization coverage and
assimilation of LLIN distribution into government
strategies (SO-4, SO-5). Prem Joyti Emmanual Hospital
participated in project design and operations research,
provided training and technical support for the Parivartan
team and frontline health workers, and contributed as a
member of the technical advisory group (Dr. Vijila). Staff
collaborated with Vikas Bharti to select Sahiyas and
identify VHCs. In 2011, EFICOR began agriculture work in the Malto area to which a health
component was added.
The relationship between USAID/India, World Renew and EFICOR has been excellent throughout
this project. In the first two years, the Mission hosted quarterly consortium meetings with the other
grantees working in Child Survival within India. As the number of grantees decreased this meeting
did not continue. However, the Mission continued to host semi-annual population health and
nutrition meetings that EFICOR attended, and invited World Renew/EFICOR to other health
events. Mission staff visited the project once, maintained close communication with World Renew
about the project, and met with World Renew/EFICOR semi-annually. They gave feedback on
reports and hosted the team for a debriefing of the final evaluation. World Renew and EFICOR
appreciate the support of the USAID Mission in India.
C. EVALUATION ASSESSMENT METHODOLOGY AND LIMITATIONS
World Renew and EFICOR conducted multiple assessments that provided key data for the final
evaluation: Knowledge, Practices and Coverage (KPC) surveys, Rapid Health Facility Assessments
(R-HFA), and Child Survival Sustainability Assessments (CSSA).
The KPC surveys were done at baseline (January 2008), midterm (June 2010), and end line (April
2012) using a 76-78 item questionnaire primarily covering aspects of MNC, breastfeeding and
nutrition, immunizations, prevention and treatment of malaria, with additional questions related to
maternal background, management of ARI and diarrhea, water and sanitation.
6

The R-HFA at baseline (February 2008) and end line (May 2012) used existing standard tools and
provided comparable data about quality of care, availability of services and products, health worker
performance and provision of community-based services in the project location. Both used a
random sample of 35 public health facilities in the district and a systematic sample of CHWs.
However, the baseline assessment sampled only HSCs while at end line, four block level
PHCs/CHCs were included. Data were collected from observation of clinical care for six sick
children, exit interviews with their caregivers, a health facility checklist, health worker interviews,
and CHW/Sahiya assessment.
The CSSA is an emerging index with roots in the capacity-building work of World Renew in
Bangladesh that uses data from multiple sources to monitor change in local capacity to sustain
health gains. It was completed five times during the project and covered six components of
sustainability: health outcomes (11 indicators with data from the KPC or LQAS surveys); health
services (8 indicators with data from a sample of 48 HSCs); organizational capacity (9 indicators)
and organizational viability (4 indicators with data from the VHC self-scoring tool from a sample of
50 VHCs); community capacity (5 indicators with data from M&E and the VHC self-scoring tool);
and environment (4 indicators with data from multiple M&E sources). See the summary dashboard
in Annex 12.
The final evaluation was also informed by data collected by Lot Quality Assurance Sampling
(LQAS) during years two and four (March 2009, August 2011), qualitative assessments from
baseline and midterm, Midterm Evaluation and Barrier Analysis reports (October 2010), additional
M&E information, and the malaria operations research (OR).
The malaria OR was a rigorous case control study of risk factors for mortality from P. falciparum
(Pf) malaria in under six children residing in Sahibganj district. Data was collected by trained
interviewers from caregivers of case (n=40 who had Pf and died) and control (n=120 who had Pf
and lived) children between May and September 2010 and was analyzed at the univariate and
multivariate level using Epi Info version 3.5.1 (See Annex 11 and Section F).
For details of Evaluation Assessment Methodology used by the evaluation team see Annex 9.
D. DATA QUALITY AND USE
The evaluation team had an adequate and appropriate mix of quality information to inform the final
evaluation report.
Baseline and end line KPC surveys were comparable. Both used the same external
consultant/trainer, used 30-cluster random sampling to obtain a sample of 300 mothers of children
under two years of age chosen from throughout the district, and collected data in Hindi with new
unbiased interviewers and excellent quality control procedures. Several items on the baseline KPC
were omitted from the final KPC survey due to difficulty in getting valid data. The deleted items
were related to the child receiving treatment for fever with an effective anti-malarial drug and
treatment for diarrhea with zinc supplements.
In terms of the Rapid Health Facility Assessment, data from baseline and end line assessments were
comparable. However, interpretation of some indicators was limited because these surveys did not
collect data from the Anganwadi Centers during Village Health Nutrition Day, which is where
much of the MNC, immunizations, and sick child care occur in the district system.
7

The CSSA provided data for ongoing self-monitoring of community progress toward sustainability.
The summary CSSA ‘dashboard’ from the project is best viewed as a monitoring tool that portrays
progress overtime in the development of local capacity for health from the perspective of village
leaders and health workers. As the project changed from working with all VHCs to focusing on 250
model VHCs in the district, the sampling frame for data on community capacity and viability (VHC
self-scoring tool) was necessarily altered. The qualitative interviews conducted by the final
evaluation team provided insights into stakeholder and partner opinions of the importance of the
project, the effectiveness of the overall project strategy, contextual factors that changed over the life
of the project, and lessons learned.
Data from the project’s Health Management Information System (HMIS) were systematically used
for decision making throughout the project at all levels: clusters, blocks and district. At the cluster
level, village data gathered by local health workers (such as births, deaths, pregnancies, infectious
diseases, immunization status, and ANC utilization) were systematically discussed during monthly
HSC meetings of Parivartan’s Cluster Supervisor with the ANMs, Sahiyas, AWWs and VHCs. At
the block level, Parivartan’s Block Coordinators held regular block level meetings with the
Medical Officer In-Charge (NRHM) and ICDS Child Development Project Officer, during which
data were analyzed and recommendations made for improvement. At the district level, Parivartan’s
Program Manager met regularly with the Civil Surgeon, Assistant Chief Medical Officer, District
Reproductive and Child Health Officer, Deputy Program Coordinator, District Program Manager of
the NRHM and the District Program Officer of the ICDS. At these meetings, data were analyzed
together for recommended action.
The project’s M&E Officer supplied the project implementation and management teams with
qualitative and quantitative data that helped them to identify areas not at par with established
benchmarks and to make decisions to improve program implementation. For example, in the control
of diarrheal disease, the midterm KPC showed a marginal improvement in ORT use (45.5%
baseline to 51.2% midterm). A discussion with frontline health workers confirmed that ORT stockouts were common at the HSC and AWC. These data were used to advocate with the government
for greater supplies of ORS, a policy to allow Sahiyas and AWWs to dispense ORS and for the
project to train these workers in community case management of diarrhea.
E. PRESENTATION OF PROJECT RESULTS
Table 3. M&E Matrix (Bold * = statistically significant change from baseline to end line at p ≤ 0.05.)
Objective
Indicator
Baseline
End line
EOP
Source
Result
(95% CI)
(95% CI)
Target
Strategic Objective 1: Strengthen public-private partnerships for maternal and child health services
Eg. Adequate and helpful number of meetings/
Networking
time spent with local government, NGOs and
75%
100%
OCI
health facilities
Collaboration and
Eg. Government supports ASHA/Sahiyas,
VHC (Capacity
100%
100%
Assessment)
Coordination
AWWs, and ANMs in their work
Intermediate Result 1.: Build organizational capacity of EFICOR/Parivartan for a sustainable impact on MNCH
Clear Vision, Mission,
Eg. Staff, partners and board members express
Strategy Set Shared
100%
100%
OCI
the organization’s values
Values
Eg. Well trained staff who produce planned
Human Resources
100%
100%
OCI
results
Mgmt Systems
Eg. Clear accountability and regular monitoring
100%
100%
OCI

8

Objective
Result
Networking
Stewardship
Gender Participation

Indicator

Baseline
(95% CI)

Eg. Good communication with other
organizations by mail, meetings, and email
Eg. Work demonstrates cost effectiveness, use
of available knowledge, ongoing review
Eg. Even ratio of men and women on staff

End line
(95% CI)

EOP
Target

Source

75%

100%

OCI

100%

100%

OCI

F 60%,
M 40%

F 50%,
M 50%

OCI

100%

OCI

100%

CCI (CSSA).
CCI (CSSA).

Financial
Eg. Demonstrated fundraising/marketing ability
100%
Sustainability
Intermediate Result 1.2: Strengthen and sustain community capacity for MNCH
Management
Eg. Accurate reporting of activity results
57%
Eg. Organization has a bank account and
Finance
85%
records are properly documented
Eg. Good communication with other people’s
Networking
75%
organizations by mail, meetings
Eg. Adequate opportunities for technical updates
Technical Areas
75%
in maternal and child health
Community
Eg. 2 members out of 3 of the management
100%
Governance
committee are women
Intermediate Result 1.3: Strengthen and sustain local government capacity for MNCH
Participatory
Eg. Percentage of committee members present
60%
Planning
at every meeting
Leadership
Eg. Process of replacing members is fair and
100%
(Governance)
transparent
Resource
Eg. Proper financial records kept and shared
Mobilization
77%
with the committee and the public
Management
Monitoring and
Eg. Annual review results used in creating next
65%
Evaluation
year’s annual and long term plans
Strategic Objective 2: Improve utilization of quality maternal and newborn care
% women having 3 or more antenatal visits
Increase community
23.3%
68.7%*
(16.3-30.3)
(58.4-78.9)
based ANC
when pregnant with their youngest child
Increase rate TT
vaccination for
pregnant women

% mothers with children aged 0-23 months who
received at least two TT vaccinations before the
birth of their youngest child

Improve nutrition
among pregnant
women and nursing
mothers

% mothers of children age 0-23 months who
have a low BMI (<18.5 kg/m2)

Increase coverage of
IFA for pregnant
women
Improve safe delivery
practices & referrals
Increase clean
delivery practices
Improve home-based
post-partum care for
mothers age 15-49
and newborns during
the first 6 weeks of
life

% pregnant women who gain at least 1 kg/
month in the last 2 trimesters of pregnancy.
% women who received/bought iron
supplements while pregnant with their youngest
child less than 24 months of age
% children age 0-23 months whose births were
attended by skilled personnel
% births where a cord was cut with a new or
clean instrument / clean birth kit used
% mothers of children age 0-23 months who
received a post-partum visit from a trained
health worker within three days after birth of
youngest child
% children age 0-23 months who received a
post-natal visit from a trained health worker
within three days after birth of youngest child
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69%

86.0%

41.8%

40.3%

NA

NA

46.7%

77.9%*

26.7%

64.3%*

89%

99.0%*

26%

58.7%*

25.7%

60.3%*

(59.7-78.4)
(34.7-49.0)

(37.5-55.8)
(16.5-36.8)
(84.2-93.9)

(20.2-31.8)

(18.2-33.1)

(76.5-91.5)
(33.4-47.3)

(69.7-86.2)
(52.6-76.1)
(97.6-100)

(48.1-69.3)

(49.2-71.5)

100%
100%
100%
100%

CCI (CS

Monthly report)

CCI (CS

Monthly report)

CCI (CS

Monthly report)

80%

VHC (CS
Monthly report)

100%

VHC (CS
Monthly report)

75%

VHC (CS
Monthly report)

50%

VHC (CS
Monthly report)

60%

KPC

90%

KPC

35%

KPC

NA

Monitoring

80%

KPC

45%

KPC

95%

KPC

45%

KPC

45%

KPC

Objective
Result

Indicator

Baseline
(95% CI)

End line
(95% CI)

EOP
Target

Source

% children age 0-23 months who were dried and
69.3%
91.7%*
85%
KPC
wrapped with a warm cloth or blanket
(59.3-79.4) (87.6-95.8)
immediately after birth
Increase immediate,
% newborns who were put to the breast within
55.3%*
19.3%
50%
KPC
EBF practices among one hour of delivery and did not receive pre(14.1-24.6)
(45.6-65.1)
mothers
lacteal feeds
Intermediate Result 2.1: Increase knowledge about and access to community-based antenatal care for women
Increase knowledge
% mothers of children age 0-23 months who are
KPC
about safe deliveries
83.7%*
0.7%
75%
able to state at least 3 danger signs of
(0.0-1.57)
(74.7-92.7)
and danger signs
pregnancy
during pregnancy
Increase availability
% HSCs that have ANC available one day of the
94%
100%
100%
RHFA
of antenatal care
week
Intermediate Result 2.2: Increase access to safe delivery practices and referrals for mothers
% VHCs with an emergency transport plan in
Quarterly
Improve referral
0%
64.3%
70%
place
Monitoring
systems for
emergency obstetric
% HSCs that have met with the VHC during the
VHC (CS
0%
20%
25%
care
Monthly report)
last 6 months.
% HSCs that have delivery services available
Increase availability
11%
26%
25%
RHFA
safe delivery services every day of the week
Intermediate Result 2.3: Increase knowledge about/access to home-based postpartum care for mothers &
newborns
80%
KPC
% mothers able to report at least 3 known
Increase knowledge
88.3%*
1.7%
(0.0-3.3)
(74.7-92.7)
maternal danger signs of post-partum period
about maternal and
newborn danger
75%
KPC
% mothers able to report at least 3 known
4.3%
83.3%*
signs among mothers
(75.5-91.2)
danger signs of the newborn baby
(1.0-7.7)
% VHCs with an emergency transport plan in
0%
64.2%
70%
Monitoring
Improve referral
place
systems for newborn
% HSCs that have met with the VHC during the
VHC (CS
care
0%
20%
25%
Monthly report)
last 6 months.
Strategic Objective 3: Improve nutrition among children
Decrease
% children 0-23 months who are underweight (-2
KPC
44.9%
34.3%
30%
underweight among
SD for the median weight for age, according to the
(38.1-51.7)
(28.5-40.2)
WHO/HCHS reference population)
U-5
Improve
KPC
% children 12-23 months fully immunized before 9.5%
33.0%*
50%
immunization
(3.07-16.0)
(24.4-41.7)
their first birthday
coverage
KPC
Increase EBF up to 6 Percentage of children 0-5 months who were
76.7%
70.4%
75%
(59.6-81.2)
(66.2-87.2)
months
exclusively breastfed during the last 24 hours
Improve thermal care
of newborns

KPC
Improve infant
% children age 6-23 months fed according to a
57.5%*
25.5%
50%
(18.4-32.6)
(50.9-64.1)
feeding practices
minimum of appropriate feeding practices.
KPC
Increase vitamin A
% children age 9-23 months who received a
54.5%*
20.6%
55%
(11.5-29.8)
(43.8-65.1)
coverage for U-5
dose of vitamin A in the last 6 months.
Intermediate Result 3.1: Increase rate of immunization and vitamin A supplementation among children
Improve access to
% children age 12-23 months who received
58.9%*
29.4%
60%
KPC
immunization
(20.7-38.0)
(48.6-69.2)
DPT1 vaccination before reached 12 months
services
Improve system
performance re.
% children age 12-23 months who received a
55.4%*
21.4%
50%
KPC
(12.7-30.2)
(43.0-67.8)
immunization
DPT 3 vaccination before reached 12 months
services
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Objective
Indicator
Baseline
End line
EOP
Source
Result
(95% CI)
(95% CI)
Target
Increase availability
% HSCs with no stock outs of vitamin A in the
63%
74%
80%
RHFA
of vitamin A
last 6 months
Intermediate Result 3.2: Strengthen growth monitoring and promotion services through the Anganwadi Center
Percentage of AWCs with a functional child
CS Monthly
25%
65%
100%
Increase availability
weighing scale
report
of essential supplies
Percentage of AWCs with a growth monitoring
CS Monthly
for GMP
25%
65%
100%
chart
report
CS Monthly
Improve community
% AWCs that keep records on the 5 essential
based monitoring of
10%
40%
100%
report
indicators for child growth
child growth
Strategic Objective 4: Prevent and properly treat infectious diseases among women and children
% of children age 0-23 months who slept under
93.0%*
33%
80%
KPC
(27.7-38.3)
(88.4-97.6)
an ITN the previous night
35%
NA
--% children age 0-23 months with a febrile
KPC (unable
5.7%
Improve malaria
(1.2-10.2)
episode during the last 2 weeks who were
to get valid
prevention and
treated with an effective anti-malarial drug within
data)
treatment efforts
24 hours after the fever began
among children less
--% children 0-23 months with fever in last 2
Proxy
than five years of age
56.2%
NA
84.9%*
weeks who were taken for treatment on the
variable
and pregnant women
(44.5-67.8)
(78.4-91.5)
same day or the next.
% mothers who took anti-malarial medicine to
22.7%*
2.6%
30%
KPC
(0.8-4.4)
(14.9-30.5)
prevent malaria during pregnancy
% children age 0-23 months with diarrhea in the
KPC
58.5%
45.5%
60%
last 2 weeks who received oral rehydration
(32.5-58.6)
(46.3-70.7)
Improve home-based solution (ORS) / recommended home fluids.
treatment of diarrhea
KPC (unable
% children age 0-23 months with diarrhea in the 18%
NA
30%
to get valid
(5.72-31.9)
last 2 weeks treated with zinc supplements
data)
Increase appropriate
referral for ARI
Increase coverage of
ITN
Increase availability
of antimalarial drugs

% children age 0-23 months with chest-related
cough and fast and/ or difficult breathing in the
last 2 weeks who were taken to an appropriate
health provider.
% households of children 0-23 months that own
at least one ITN

40.7%

91.6%*

62.3%

93.7%*

% HSCs with no stock outs of first line anti
malarials in last 6 months

63%

60%

75%

Percentage of AWWs with antimalarials

3%

12%

50%

CSSA

55%

KPC

55%

KPC

(31.6-49.8)

(54.0-70.7)

(85.2-97.9)

(89.0-98.3)

Intermediate Result 4.2: Improve diarrheal disease prevention among children
Increase effective
% households of children age 0-23 months that
46.7%
37%
(28.4-45.6)
(36.8-56.6)
treatment of water
treat water effectively (POU)
Improve appropriate
% mothers of children age 0-23 months who live
84.0%*
33.7%
hand washing
in households with soap at the place for hand
(25.6-41.7)
(78.4-89.6)
practices
washing
Increase avail of 1st% HSCs with no stock outs of first-line antibiotic
line antibiotic for
37%
46%
for pneumonia in last 6 months
pneumonia
% VHCs with an emergency transport plan in
0%
64.3%
Improve referral
place
systems for ARI in
% HSCs that have met with the VHC during the
children
0%
20%
last 6 months.
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65%

KPC

80%

KPC

50%

RHFA (proxy
is ‘on day of
RHFA’)

RHFA (proxy
is ‘on day of
RHFA’)

70%

Monitoring

25%

VHC (CS
Monthly report)

F. DISCUSSION OF RESULTS
Parivartan built a strong public-private partnership (SO-1) which was foundational to the high
levels of success in achieving other program goals (SO-2, 3, 4).
1. Contribution toward Project Objectives
SO-1. Strengthen public-private parternships (PPP) for maternal child health services
IR1.1. Build organizational capacity of EFICOR/Parivartan for MCH. As a result of this project,
the organizational capacity of EFICOR and the Parivartan staff was built-up for a sustainable
impact on MCH. EFICOR partnered with World Renew in all aspects of the project, engaged in the
work diligently, built a well-balanced project team in terms of skills, culture and religion, and
provided extensive and ongoing training (see Annex 4). The Project Implementation Team,
consisting of the Project Manager, the M&E and Finance Officers, five Block Coordinators, and 30
Cluster Supervisors, was directly supported by World Renew’s personnel based in the region and
EFICOR’s Director of Programs. Team members rapidly built up capacity to work collaboratively
with each other, local government, NGOs, frontline health workers, and communities to develop
and integrate needed interventions and take them to scale. In addition, they became skilled in data
collection and ongoing monitoring and evaluation of the project, lived out EFICOR’s values and
mission, and had minimal staff turnover.
Once project staff developed relationships with government officials and demonstrated their
commitment to working within government structures to improve MCH in the district, they were
invited to serve on and contribute to government health planning groups. Evidence of the value
government officials placed on Parivartan’s work is that the program manager was the only NGO
representative invited to speak at a Jharkhand state ICDS celebration held in Ranchi.
Evidence of EFICOR’s enhanced organizational health capacity at endline is that 1) EFICOR has
incorporated health, monitoring and evaluation into all the Integrated Development Programs
implemented in eleven states, 2) health expenditures, which were zero at baseline, now account for
24% their total organizational budget, and 3) they have started three additional child survival-type
projects: (a) one with support from CIDA through the partner Health Bridge in Pakur in Jharkhand;
(b) one with support from ERIKS in Sweden in Khalwa, Madhya Pradesh; and (c) one with support
from TEAR-Australia in Damoh in Madhya Pradesh.
IR1.2 Strengthen and sustain community capacity for MCH. The strong organizational capacity
developed by EFICOR for health resulted in stronger community capacity at the village level and
greater sustainability of MCH impacts. Two hundred fifty VHCs in the district received training and
technical support from Parivartan to be self-sustaining ‘model VHCs’. (The number rose to 500
VHCs by March 2013.) These VHCs met monthly, had bank accounts, made village health plans,
maintained a village health register, and supported proper function of the HSC and VHND.
Prior to the midterm evaluation—where it was recommended that Parivartan focus on capacity
building of 250 high to medium performing VHCs—the project worked with all 1,407 VHCs in the
district and facilitated 667 VHCs to received their untied funds and begin functioning. Program
activities focused on running effective monthly meetings, opening bank accounts to access
government funding of Rs. 10,000/VHC/year (known as ‘untied funds’), participating in HSC
convergence meetings, doing advocacy with health officials at the block and PHC level, and
developing scoring sheets for the ten capacity areas in the sustainability framework.
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Six hundred and fifty VHC members received training in VHC capacity self-assessment. In villages
with empowered VHCs, the VHC 1) meets monthly to plan and monitor health in the village, 2)
works with the frontline health providers to insure the availability and utilization of ANC,
immunizations, nutrition, and other government health services in homes and at the HSC and
VHND, 3) participates in the monthly HSC Convergence meetings with the ANM, Sahiyya and
AWW, and 4) self-monitors their capacity and viability. Seventy-seven percent of the ‘model
VHCs’ now have written policies and procedures and understand how to follow them; 57% have
village health plans; 64% have emergency transportation funds; 63% ensure proper functioning of
their HSC; 77% are maintaining a group register with minutes, accounts and attendance; and 68%
are able to solve their own problems by themselves. By July, 2012 MHIS data reported that 1,070
(76%) of district VHCs had opened bank accounts to receive their untied funds. To promote
sustainable VHC development, Parivartan is encouraging NRHM to establish cluster-level VHC
groups for sharing of best practices, training, mutual support and governance.
Key strategies used to meet Parivartan’s knowledge and behavior change objectives across all
technical interventions included:
1. Household Timed Counseling (HTC) for pregant women and lactating mothers by Sahiyyas.
This strategy was derived from the Timed and Targeted Counseling (ttC) approach developed by
World Vision as part of the USAID Pragati Child Survival Project in Uttar Pradesh, India (20032008).5 It centers on the delivery of messages that are appropriately timed for retention and
immediate practice, targeted to the right audience, and communicated in a secure environment that
encourages open dialogue with a skilled knowledgeable community health worker. In Parivartan,
Sahiyya’s delivered key timed MNCH messages to mothers using HTC over a schedule of seven
home visits that occurred from early pregnancy through infancy:
Early Pregnancy:
Mid Pregnancy:
Late Pregnancy:
Postpartum:
First Month:
Fifth Month:
Ninth Month:

Antenatal care, home care and nutrition in pregnancy, danger signs
Preparing for birth, water purification, hand washing
Essential newborn care (thermal care, feeding, cord care), postpartum care
Exclusive breastfeeding, immunizations, weighing and growth monitoring
Care seeking for fever and/or fast breathing (ARI and malaria)
Complementary feeding, Diarrhea management
Complementary feeding, Vitamin A supplementation

In addition, the HTC ‘package’ included ongoing enrollment of pregnant women and infants in each
village, recording and planning of home visits, and supportive supervision related to coverage,
timeliness of visits, and quality of counseling. The two-tier training process that was used is
described below. A Trainer’s Manual, Sahiyya Handbook, and counseling job aid in the form of a
flip-book with visuals pertaining to each counseling item with corresponding text on facing pages
were also developed and used.
2. Sass Bahu Pati Samellan (SBPS), Hindi for ‘community theater for behavior change, is a
village-level BCC program developed as part of Parivartan to gain the support of family decisionmakers to allow mothers to utilize MNC services, thereby overcoming a barrier common in rural
India. The strategy uses a results-oriented interactive approach to equip both primary and
influencing groups with knowledge and experience that transforms health behaviors. The objectives
of SBPS are: 1) to procure the support of mothers-in-law and husbands for three ANC checkups,
5

http://www.wvi.org/wvi/wviweb.nsf/11FBDA878493AC7A882574CD0074E7FD/$file/World%20Vision%20India%20Case%20Study.pdf
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100 IFA tablets, two hours of rest daily and eight hours at night, extra nutrition, and institutional
delivery for all preganant women in the village; and 2) to facilitate improved communication
between mothers-in-law and daughters-in-law through interactive games and exercises. The strategy
includes tug-of-war, role play and discussion on the importance of MNC, portrayal and sharing of
‘ideal’ mothers-in-law, and oath-taking. Empowered VHCs are now running their own SBPS
programs to further promote village health. SBPS was so successful that, after state officials
observed it in a village, Jharkhand government officials invited the program manager to present it to
state officials in Ranchi. SBPS was adopted by NRHM and scaled up to the entire state. The
program has also been exported to Bangladesh where it has been adapted for use in the current
World Renew child surival project.
3. Community growth monitoring and nutrition counseling (GMC) by AWWs. AWWs kept
growth registries, weighed and tracked growth using WHO charts, and counseled mothers on child
nutrition. They collaborated with the VHC, Sahiyya and ANM to ensure that all village children had
adequate weight gain and to refer malnourished children to GOI treatment centers.
Additional behavior change strategies included village dramas (Kalajatha), health song programs in
four language groups (Hindi, Bangla, Santali, Malto) that were aired on FM radio in hard-to-reach
areas, participation in government awareness programs, food demonstrations and health mela on
market days in high risk areas. All BCC activities were conducted with knowledge and input of
local and district health officials, who also participated in events.
Community capacity for MCH improved as communities became mobilized for the NRHM/ICDS
Village Health and Nutrition Days (VHND). VHNDs occured monthly at 1,548 AWCs in villages
throughout the district during which ANC, immunizations, and growth monitoring/nutrition
counseling services were provided to mothers and children by the ANM, Sahiyya and AWW. At the
start of Parivartan, the AWCs did not have scales or growth monitoring charts. Vaccine availability
was very spotty, staffing was irregular, and health care quality was minimal. At the end of the
project, significantly more trained VHCs were working with the frontline health workers to
mobilize the village to utilize services available on VHNDs. Even socially excluded children were
being reached with services. The Sahiyya and AWW provided individual follow-up in homes as
well as to groups in the village.
Finally, community capacity for MCH strengthened as EFICOR/Parivartan trained and provided
supportive supervision to 2,922 frontline public health workers to promote MCH in their villages.
Training curricula were developed by EFICOR with technical assistance from ICDS, the NRHM,
Prem Jyoti Hospital, the Technical Advisory Group, and other partners, using dialogue education6
and TOT approaches, and were integrated within GOI training programs.





6

1,233 (75%) of the 1,638 Sahiyas in the district were trained and received supportive
supervision in household timed counseling, immunizations, antenatal/postnatal/ newborn care,
and the prevention, detection and treatment/referral for diarrhea, malaria, and ARI.
1,548 (92%) of 1,688 AWWs in the district were trained in growth monitoring, use of WHO
colored growth charts, nutrition counseling, conducting home visits, and identifying and making
appropriate referrals for diarrheal-related illnesses, pneumonia, and malaria.
141 ANMs from the 141 HSCs in the district were trained in supportive supervision of front-line
Vella, J. (2002). Learning to listen, learning to teach (2nd ed.). San Francisco, CA: Jossey-Baas
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health workers and leadership of HSC convergence meetings.
39 Sahiya Sathis were trained in supportive supervision and leadership of the 73 Sahiyas circles
formed during the project. (Another 75 were trained during the six month no cost extension.)
786 traditional providers (653 TTBAs and 133 Rural Medical Practitioners) were trained and
supported in safe health practices, recognition of danger signs, and making proper referrals.

Strategies utilized to conduct training at this large scale can be exemplified by examining the Sahiya
training, the most extensive undertaken by Parivartan. The first step involved obtaining letters of
support from the NRHM Mission Director in Ranchi followed by the Civil Surgeon (CS) in
Sahibganj. The CS letter instructed the Medical Officer In Charge in each block to mobilize Sahiyas
and facilitate the training per a set training calendar. A two-tier training process was then utilized in
which a cadre of Parivartan staff and MOH counterparts were trained as trainers by an expert over
four days at the district level. These then went out in groups of three to train batches of Sahiyyas in
simultaneously occurring three-day sessions in all blocks.
IR1.3. Strengthen and sustain local government capacity for MCH. Parivartan actively
contributed to government MCH programming by participating in Health Action Planning
Committees and Hospital Management Societies at block and district levels. The program manager
and block coordinators attended these and other relevant meetings and their insights from local
village exposures and expertise in MNCH were solicited and incorporated into decision-making.
They worked within the network of government officials advocating to overcome barriers and
expand services. In addition to enhancing training of frontline health personnel, the local health
system was strengthened through improvements in availability of equipment and supplies essential
for MNC care (such as medications, vaccines, birth kits, infant and adult scales, ANC equipment,
and laboratory testing protocol). MNC services were enhanced in response to feedback provided by
project staff to block and district health officials.
For example, at the start of the project vaccines were not readily available at the HSC, or even PHC,
for VHNDs when immunizations were given. This was partly due to frontline workers not being
equipped to access and request what would be needed, but mostly because of supply chain
problems. Parivartan staff worked closely with UNICEF and distribution of vaccines improved
dramatically. Additionally, access to health care improved as health workers were held accountable
for doing their jobs. For example, when the ANM did not show up for a designated VHND, the
block coordinator would call the MOIC (Medical Officer In Charge) at the PHC to report the
absence and, subsequently, staffing began to improve.
The good will that characterized this public-private partnership is evident in the fact that, during
2011 of the project, Jharkhand state health officials asked Parivartan to roll out a new NRHM
Mamata Vahan program for transporting pregnant women to safe delivery facilities. Although
Mamata Vahan was an unplanned opportunity, Parivartan accepted this responsibility and set-up
call centers, trained and monitored center staff, and identified vehicle operators in each block with
whom contracts were arranged to transport women within their area.
Parivartan partnered with the government to strengthen the capacity of all 141 HSCs in the district
following the guidelines of the Indian Public Health Standard, thereby improving the quality and
availability of MNCH services and achieving better levels of coverage using sustainable
mechanisms. Each project cluster supervisor worked with the ANMs from a cluster of five HSCs
that were linked upstream to one PHC/CHC. At the grassroots level, the cluster supervisors were
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linked to five villages each with a Sahiyya, VHC, and AWW responsible for village health (see
Figures 3, 4). An important part of their role was to fortify the monthly HSC convergence meetings
of the ANM, five Sahiyyas and members from five VHCs (from the NRHM) and the five AWWs
(from the ICDS) in each HSC catchment area in their cluster.
Project staff trained and supported the ANM in leading these meetings using a standardized agenda
and processes developed by UNICEF for tracking care utilization. The agenda included reviewing
work done the previous month, tracking MNC utilization of all pregnant women as well as growth
monitoring, immunization, and communicable disease control utilizing due lists and tracing dropouts and left-outs, and setting VHND targets and work plans for the next month. Meetings end with
a training activity. This process enables workers to target efforts to households and villages based
on need, so that the ANM can order the right number of vaccines for VHND. The District
Commissioner institutionalized the convergence meetings, made it mandatory for NRHM and ICDS
staff to participate, and established feedback loops. In each block, supervisors from both
departments periodically attend and oversee these meetings, while each month the ANMs report to
the PHC/CHC level meetings. Interviews confirmed that project staff were seen as ‘co-workers’
who helped strengthen group processes and resolve problems, that preparation for sustainability had
occurred, and that monthly convergence meetings were established and valued enough to continue.
The quality of MNC and GMC services improved as Parivartan cluster supervisors assisted local
health workers to define, implement, and monitor quality of care. The R-HFA documented
improvement in the number of HSCs that, on the day of the survey, had all essential MNC supplies
(6% at baseline to 27% at end line), child health supplies (30% to 45%), delivery/neonatal drugs
(4% to 14%), child health drugs (50% to 61%), and basic laboratory services (1% to 17%).
Increases also occurred in the number of HSCs/PHCs that had functional blood pressure equipment
(9% to 89%) and facility for testing hemoglobin levels (0% to 80%). End line project monitoring
reports show improvements in the number of AWCs that had functional child weighing scales and
growth monitoring charts (25% to 65%) and that kept records on the five essential indicators for
child growth (10% to 40%). These small but positive gains coupled with increases found in staffing
(61% to 83%) and delivery services (11% to 26%) at HSCs/PHCs show a promising positive trend.
Equity was addressed. People who had previously been excluded had greater access to care when
Parivartan worked with ANMs to identify and include hard-to-reach areas and left-out villages in
the HSC annual micro-plan. In addition, services to these villages were incorporated into the
government work plan. The program manager and block coordinators advocated for and facilitated
mobile ‘health camps’ in which teams of physicians, ANMs, and other health workers provide
community-based services to targeted remote tribal areas on the west side of the district every six
months to complement the CHWs working in these areas.
Capacity was also strengthened when, in response to a midterm recommendation, the government
formed 73 ‘Sahiya circles’ to provide additional supportive supervision for the 20-25 Sahiyyas in a
cluster and selected a Sahiyya Sathi (or super/lead Sahiyya) to coordinate Sahiyya’s in each cluster
(for which she received a supplemental GOI incentive). Parivartan advocated for and supported
development and scale up of the Sahiyya circles and trained 39 Sahiyya Sathis in leadership and
supportive supervision of their circle. Sahiyya circles and the training curricula are now part of the
government health plan and the important role Sahiyyas play in improving village health is
expected to continue.
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Finally, Parivartan increased capacity of local health systems by facilitating improved access to
institutional deliveries (see SO-2 below), and promoting targeted malaria prevention and control
activities by disseminating the malaria operations research recommendations (see SO-4 below).
SO-2. Improve utilization of quality maternal newborn care (MNC), increase knowledge about
and access to community-based antenatal care, safe delivery, and home-based postnatal care.
The project excelled in delivering MNC interventions. All key final KPC indicators showed
significant improvement from baseline (p ≤ 0.05), with the exception of receipt of two tetnus toxoid
(TT) vaccinations before the birth of the youngest child and maternal BMI.
Remarkable improvements were seen in: mother’s receipt of antenatal care (ANC), iron folic acid
(IFA) consumption, knowledge of antenatal (AN), postnatal (PN) and newborn danger signs,
institutional deliveries, delivery by skilled birth attendant, thermal care of the newborn, and
postnatal home care to mother and child. These accomplishments are rooted in village-level
household timed counseling by Sahiyyas, BCC strategies, ramping up of VHNDs, capacity building
of VHCs, and local health system strengthening.
Table 4. Accomplishments in MNC (SO-2): Antenatal
100%
80%
60%
40%
20%
0%
KPC '07

23.3%

69.0%

Consume 90 IFA
tabs
3.7%

KPC '12

68.7%

86.0%

51.3%

83.7%

40.3%

60%

90%

80%

75%

35%

3+ ANC visits

TARGET
NFHS '06 JH-R

2 TT vaccines

28.8%

Know AN danger
signs
0.7%

Low BMI maternal
41.8%

11.9%

NFHS = National Family Health Survey

Table 5. Accomplishments in MNC (SO2): Delivery and Postnatal Period
100%
80%
60%
40%
20%
0%
Inst
delivery
KPC '07
KPC '12
TARGET
NFHS '06 JK R

14.6%
46.0%
11 0%

SBA
26.6%
64.3%
45%
20 8%

Thermal
care
newborn
69.3%
91.7%
85%

PN visitmother

PN visitnewborn

26.0%
58.7%
45%
10 %

25.7%
60.3%
40%

Know PN
danger
signs
1.7%
88.3%
75%

Only TT vaccination and IFA consumption did not reach the target. TT and IFA were supplied by
the NRHM and were subject to stock-outs. The improvements in TT and IFA shows the effect of
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project interventions despite the supply problems encountered. Mothers were taught the importance
of TT and IFA during pregancy and barrier analysis informed BCC strategies designed to increase
knowledge and address resistance of mothers-in-law and husbands.
Most noteable among these accomplishments is the statistically significant increase from baseline in
institutional deliveries from 14.6% to 46% with a corresponding decrease in home deliveries from
83.7% to 54%. Because of access issues, a recommendation was made at midterm to upgrade
selected HSCs to improve access to safe delivery points. Beginning in year three of the project,
Parivartan worked collaboratively with NRHM officials at district and block levels to identify three
HSCs for upgrades in areas with low access. World Renew funded upgrades of the HSCs to delivery
facilities in Phulbhanga (Barhait block), Udhawa (Udhwa block), and KerDighi (Rajmahal block).
ANMs in these facilties were trained as Skilled Birth Attendants (SBAs) by NRHM in conjunction
with Vistaar. They are now doing approximately 25 deliveries per month and expect to do more.
NRHM district officials report upgrading an additional eight HSCs and plan to continue upgrading
HSCs (five/month) and to train all current (215) ANMs in the district as SBAs. In addition, the
launch of the Momta Vahan transportation system for pregnant women by NRHM, which
Parivartan rolled out at the request of government, has removed transportation barriers to
institutional deliveries throughout the district. Parivartan also promoted the existing NRHM Janani
Suraksha Yojana scheme that provides cash incentives to women for three ANC visits and facility
delivery. These health system strengthening activities were complemented by grassroots awareness
building of the value of safe delivery, which increased demand for institutional delivery.
The lack of improvement in maternal malnutrition reflects the fact that, while nutrition during
pregancy was integrated into project interventions, especially for high-risk mothers, maternal
nutrition was difficult to change. BCC messages addressed the misbelief of pregnant women that
limiting weight gain was desired so as to have a smaller baby and easier delivery. Adult scales,
which were available at 31% of health facilities at baseline, were in 80% of facilities by endline. It
seems likely that maternal nutrition should continue to improve over time due to the increased
demand for ANC services, the ANM’s better understanding of quality ANC, and the availability of
working scales at most health facilitie (provided adequate food resources are available).
SO-3. Improve nutrition among children, increase rate of immunization and vitamin A
supplementation and strengthen growth monitoring and promotion services through AWCs.
Table 6. Accomplishments in Child Nutrition (SO-3)
100%
80%
60%
40%
20%
0%

Immediate BF
KPC '07
KPC '12
TARGET
JK-R NFHS '06

19.3%
55.3%
50.0%
9.5%

Exclusive BF Comp feed 60-6 mos
12 mos
70.3%
44.1%
76.7%
73.4%
75.0%
44.0%
61.8%
62.9%

Appropriate
feed U2
25.5%
57.5%
50.0%

Vitamin A U2
21.6%
54.5%
55.0%
24.4%

Underweight
U2
44.9%
34.3%
30.0%
63.1%

The project accomplished statistically significant gains from baseline (p ≤ 0.05) in immediate
breastfeeding, complementary feeding for infants 6-12 months, appropriate under-two feeding and
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receipt of a dose of vitamin A for children under two (see Table 6). Exclusive breast feeding of 0-5
month old infants, which was promoted in all BCC activities, achieved target. Vitamin A just
missed achieving target, most likely due to intermittent stock-outs of the drug at the state level. The
reduction in the prevalence of underweight underweight children by 10.6%, while missing target
slightly, was an important gain over the five years of the project and may be a composite reflection
of gains made in all project indicators. The endline child nutrition indicators are markedly higher
than the National Family and Health Survey for rural Jharkhand (NFHS ’06 JH-R) demonstrating
that children in the project area had better nutrition. Monitoring of child nutritional status occurred
during the VHND when the growth monitoring chart was completed and nutrition counseling
occurred. Children with poor weight gain were followed utilizing a community growth monitoring
chart, discussed at VHC meetings, and when necessary, referred to the malnutrition treatment center
that opened in the district during the project.
Child immunization levels in Sahibganj were very low compared with rural Jharkhand (NHFS ’06
JH-R) at baseline. All indicators improved significantly during the project (p ≤ 0.05), however only
receipt of DPT 1 and DPT 3 achieved target (See Table 7 below). Tracking of immunization status
occurred at monthly HSC convergence meetings when the ANM with Sahiyya’s, AWWs and
VHCs reviewed the immunization levels of each child in all villages. Armed with data, the VHCs
and frontline health workers were able to provide follow-up to target immunizations on VHNDs.
While the availability of vaccines on VHNDs improved greatly from baseline, in part due to more
accurate ordering of needed vaccines, stock outs of measles vaccine continued to occur and
contributed to lower gains in this indicator.
Table 7. Accomplishments in Immunizations (SO-3)
80%
60%
40%
20%
0%

Full primary
immuniz

DPT 1‐Access

DPT 3‐
Performance

Measles

KPC '07

9.5%

29.3%

21.4%

19.8%

KPC '12

33.0%

58.9%

55.4%

41.1%

TARGET

50.0%

60.0%

50.0%

50.0%

NFHS '06 JH‐R

29.8%

34.8%

44.4%

SO-4. Prevent and properly treat infectious diseases among women and children, improve
coverage of malaria prevention efforts, diarrheal disease prevention, and treatment and referral for
acute respiratory infection (ARI).
The project made excellent progress in promoting prevention and treatment for malaria, diarrhea,
and ARI (Table 8). LLIN possession and use, careseeking for child with fever/diarrhea/ARI, and
use of soap for handwashing indicators achieved targets and were significantly improved from
baseline (p ≤ 0.05), some reaching 90%. Use of ORT for diarrhea and effective point of use (POU)
water treatment improved, but did not achieve target. Although there were high rates of diarrhea in
the area (49% of the 300 children in the final KPC sample had experienced diarrhea in the two
weeks preceeding the survey, 34% at baseline) and project interventions and health providers
emphasized the use of ORT for treatment of diarrhea, limited availability of ORS packets in health
facilities due to frequent stock-outs from the state (R-HFA 52% final, 37% baseline) affected
19

achievement of this target. At endline, 46.7% (37% baseline) of district residents used effective
POU water treament, primarily by boiling (use of chlorine powder was limited due to cost).
Table 8. Accomplishments in Infectious Diseases
100%
80%
60%
40%
20%
0%
LLIN posess

LLIN use

Tmt fever

Tmt ARI

Tmt DD

ORT use

KPC '07

62.3%

33.0%

56.2%

40.7%

34.6%

45.5%

Hdwash
soap
33.6%

KPC '12

93.7%

93.0%

84.9%

91.6%

70.8%

58.5%

84.0%

46.7%

TARGET

80.0%

80.0%

65.0%

40.0%

60.0%

55.0%

55.0%

40.1%

28.7%

14.8%

NFHS '06 JH-R

POU H2O
37.0%

Malaria Operations Research. Malaria is highly endemic in Jharkhand state with P. falciparum
accounting for 44% of cases. The final KPC sample from Sahibganj district found 55% of children
under two had fever in the two weeks preceeding the survey (35% baseline). Because of high
malaria morbidity and mortality, the project’s malaria operations research (Annex 11) involved a
case control study of risk factors for mortality due to P. falciparum among children under six in
Sahibganj. Factors found to be associated with malaria mortality were 1) not sleeping under a
bednet, 2) not having access to care within five kilometers of home, and 3) not knowing the danger
signs of severe malaria. Findings from the study were disseminated to district health officials on
June 6, 2011 after which the NRHM’s Assistant Civil Surgeon and Deputy Program Manager for
malaria took action to facilitate government distribution of LLIN throughout the district. They
incorporated BCC messages about the importance of LLIN use and of getting immediate care when
symptoms such as fever, dark colored urine and loss of consciousness occur. Sahiyya’s started to
receive an incentive for turning in malaria slides to health facilities. At endline, LLIN use increased
to 93% from 33% at baseline, careseeking for fever increased to 85% from 56%, and health
facilities with adequate malaria logistics compliance had improved to 40% from 0%.
Lives Saved Analysis was performed using the Bellagio Group Methodology7 to quantify the
number of children’s lives that were saved over five years of Parivartan program implementation.
This methodology estimates the proportion of deaths attributable to the six most common causes of
child mortality. It is based on the estimated effectiveness of interventions against these causes of
mortality for which there was strongest evidence, accounts for the effect of malnutrition and of
interventions on multiple conditions (e.g. vitamin A reduces measles, diarrhea and malaria deaths),
and avoids double counts. The model shows the potential impact on child mortality (Lives Saved)
when these interventions are scaled up. The model accounts for population growth based on annual
birth rate, annual rate of population increase, and under-five mortality based on India census data.

7

Jones G et al & the Bellagio Child Survival Study Group (2003), Lancet, 362:65-71; Darmstadt GL et al & the Lancet
Neonatal Survival Steering Team (2005), Lancet, 365:977-988.
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The results of the "Lives Saved" calculation were that an estimated 3,249 children’s lives were
saved during the five year period of Parivartan. There was an estimated 52% overall reduction in
under-five child mortality with U5MR estimated to be 41/1,000 live births at end line compared to
85/1,000 live births at baseline). Of the lives saved, 46% were saved due to pneumonia
interventions and 33% due to diarrhea and breastfeeding
Lives saved for each intervention =
interventions. In terms of location, 59% were saved via
(Baseline
number of deaths for that cause)
health facility interventions and outreach and 41% via
x (intervention effectiveness)
home-based interventions, accurately reflecting the
x (change in coverage)
emphasis of Parivartan’s efforts.
2. Contextual Factors
Contextual challenges that were overcome in strengthening community capacity included:
1) Low levels of literacy, no awareness of appropriate MNCH practices in villages, and
misconceptions about health. These were addressed using doer/nondoer analysis, BCC timed
and group counseling, and dialogue and visual education approaches for non-literates.
2) Low numbers of skilled birth attendants and lack of access to safe delivery points at the
beginning of the project made it necessary to establish a cadre of TTBAs to enhance survival of
mothers and newborns. As access to institutional births increased, the need for TTBAs
decreased and some of them began to refer for facility births.
3) Difficulty identifying the VHCs and assisting them to set up bank accounts, obtain untied funds
and use them for the benefit of the village. This was addressed using advocacy with NRHM
officials responsible for VHCs and working with Vikas Bharti, the NGO helping government to
form district VHCs.
4) Halting of VHC facilitation work during year four of the project at the request of the
government while the NRHM reformulated Village Health and Sanitation Committees (as they
were called) to include a nutrition component and become Village Health Sanitation and
Nutrition Committees. This delayed reaching additional VHCs and is a reason World Renew
requested a no cost extension to train and empower additional VHCs.
Contextual challenges faced in strengthening local government capacity for MNCH included:
Provision of MCH services to culturally, linguistically, and geographically isolated tribal groups
and Muslims. In tribal areas, Parivartan did all they could to reach the Maltos. In addition to
facilitating health camps that provided services and medications in remote Malto communities
every six months, they trained care providers from Malto communities including six Malto ANMs
and 82 Malto CHVs/Sahiyyas on timed counseling. They employed two Malto cluster supervisors
and increased staff time in Malto areas with the highest risk villages. They trained Malto Christian
leaders on health and peacebuilding processes. EFICOR incorporated health components into their
other food security projects in Malto communities. In Muslim areas where there was little
acceptance of TT and child immunizations by mothers-in-law and husbands, the project worked
with Muslim ANMs, Sahiyyas, and AWWs and employed Muslim cluster supervisors. One male
CS met with the Imam who later announced from the mosque that husbands were to take their
children to VHND for immunizations. Messages were delivered in the local language.
Insuring adequate monitoring and support for local health workers. Parivartan and the government
learned that communities that are monitored do well and communities that are not monitored do
poorly. Although supervision and support of ANMs and Sahiyyas is adequate, the AWWs are only
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accountable to the local ICDS supervisor (called Lady Health Visitor), and without oversight
performance can suffer. To address this challenge, project coordinators worked to strengthen block
level monitoring and support by both the NRHM and ICDS at health convergence meetings and
VHND. Other barriers include lack of adequate numbers of local health personnel, Sahiyyas not
receivng their incentives regularly from the GOI, and stockouts of measles vaccine, vitamin A,
tetnus toxoid, antibiotics, and ORS. Parivartan addressed these by advocating with government
(state and district) and secured decisions that increased numbers of ANMs, improved regularity of
incentive payment, and reduced (but did not eliminate) the level of stock-outs in the district.
Establishing relationships of trust and acceptance with villages, health workers, and government
officials and helping them to work together. Initial resistance to program efforts was overcome as
villagers and health workers began to realize that Parivartan was there to help them. The strong
public-private partnership that characterized this project was threatened by frequent transfers of key
NRHM and ICDS officials to other posts. (The district Civil Surgeon position changed five times
during the five-year project). Although this created delays, staff were able to rebuild rapport so that
program strategies could proceed with minimal delays.
3. Key Partners
The roles of key Parivartan partners are described in Section B. An example of the scope of project
collaboration with local NGOs is Parivartan’s recruitment of religious leaders in promoting MCH
in hard to reach areas. The project manager called together a group of mission organizations and
asked to use their platforms to share health messages among the largely Christian tribal groups.
Working through Friend Missionary Prayer Band the project trained all the Malto Christian leaders
on the importance of ANC, PNC, institutional delivery, immunizations, and sick child care. The
Catholic Mission, which has hundreds of self-help groups from Santhal and Malto communities,
allowed the project to use the platform of their monthly meetings to spread similar health messages.
4. Overall Design Factors That Influenced Results
Contribution to Global Learning. The Parivartan final evaluation team selected nine promising
practices that emerged from the project as ‘exports’ to share with the larger global development
community. They are described in Table 9. For additional information see Annex 1.
Table 9. Promising high-impact interventions that emerged from Parivartan
Promising Practices
Description
Scale-up & sustainability
Village level interventions
- Jharkhand State NRHM
Village level BCC strategy developed from
Sass Bahu Pati
barrier analysis to address primary (mother) and VHSRC adopted and scaledSammelan BBC
up to all 24 state districts.
influencing group (mother-in-law/husband)
-Adapted for use in World
resistance to essential MNCH care (IR1.2).
Renew Bangladesh CSP.
-Sahibganj district NRHM
Key timed targeted MNCH messages delivered
Household timed
integrated into health plan,
to mothers during 7 home visits occurring from
counseling (HTC) with
scaled-up district-wide.
early pregnancy through infancy. CHW keeps
flipbook by Sahiya
register of pregnant women and infants, records
(CHW)
and planned visits. Supportive supervision now
provided by HSC convergence meeting/ANM,
VHC, and Sahiya Circle (IR1.2/3)
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Table 9. Promising high-impact interventions that emerged from Parivartan
Promising Practices
Description
Scale-up & sustainability
-Sahibganj district NRHM
Growth monitoring and
AWWs keeps child growth registry, counsels
scaled up growth monitoring
nutrition counseling by
mothers on nutrition, collaborates with VHC,
AWW
Sahiyya and ANM, and ensures adequate weight training into district-wide
health plan
gain and referral of malnourished children to
GOI treatment centers (IR1.2).
-Sahibganj district NRHM
Local health system strengthening of HSCs in
Health facility (HSC)
upgraded an additional eight
upgrades to institutional areas with poor access to institutional delivery.
The project communicated the identified need to HSCs and plans to update
delivery points
five per month.
MOH, negotiated and funded three upgrades
done by MOH, facilitated training of staff as
SBAs, and supported roll-out (SO-2).
-250 VHCs are selfCommunity capacity building for MCH
VHC capacity building
sustaining (note: 750 VHC at
developed by working to identify VHCs in
for MCH and selfend of no cost extension)
district and supporting VHCs to obtain NRHM
monitoring process
-NRHM considering VHC
‘untied’ funds, run effective meetings, monitor
‘clusters’ for monitoring,
health status/care delivery in village, do
support, training.
advocacy at block level, self-monitor capacity
and viability (IR1.2)
Supportive supervision for local health workers
Fortified existing HSC convergence meetings to -Convergence meetings,
Health facility (HSC)
training and monitoring
support frontline health workers and VHCs in
convergence meetings
planning and coordinating quality MCH care for mandatory part of district
with ANC leader
health plan with reporting to
the catchment area. ANMs trained in leadership
and supportive supervision using a standardized block health officer.
-Convergence meetings
agenda and registries to track MNCH and
occurring monthly at all
immunizations. Training included in each
district HSCs
meeting (IR1.3).
-Sahiya Circles and Sahiya
Sahiya Circles w/ Sahiya CHW performance maximized through clusterSathi leadership training
level meetings of 20 Sahiyas lead by a trained
Sathi leader
scaled up to district health
Super Sahiya. The project brought need and
plan.
recommendation to MOH, supported
development and scale-up, and trained Sahiya
leaders in their role (IR1.3).
Strengthening organizational capacity
-Sahibganj is #1 or 2 in the
Assisted in removing transportation barrier to
Operationalization of
state in women transported to
institutional
delivery
throughout
district.
At
the
Momta Vahan
HF for deliveries, program
request of Jharkhand state MOH, the project
government program
rolled out GOI’s Momta Vahan program—set up running well.
district-wide
call centers, hired/trained and monitored staff,
located vehicle operators and contracts for
transporting women to deliveries, taught use of
program (IR1.3,SO-2).
World Renew partnered with EFICOR to build
-EFICOR obtained 3 new
Building capacity of
well-balanced trained project team and provided MCH program grants
EFICOR for health
ongoing support for capacity building (IR1.1)
-Health portfolio now 24% of
budget (0% to 24%)
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Sustainability. Many of the improvements that occurred in MCH at the village and health systems
level in the Sahibganj district during the Parivartan CSP are expected to continue due to the overall
integration of project interventions within existing local government health programs. Project
programs always were or now are government programs. All the programs were funded by the
government. Parivartan’s role was facilitating, strengthening and institutionalizing these programs
at the local level. The final evaluation team determined that the following are key indicators of
sustainability. Each was confirmed during stakeholder interviews.
1. VHCs 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, especially
as they share, support, and train each other during HSC Convergence meetings, Panchyat
meetings, and pending VHC ‘cluster’ meetings. Emerging VHCs have the opportunity to
develop if they receive support and training from the government and other VHCs in their area.
It is critical that all VHCs maintain linkages with government services and schemes as they
advocate for and promote health in their villages.
2. District residents have been empowered for health. Beneficiaries testified that they are and will
continue spreading health messages with their neighbors and relatives and that the trained
healthworkers will continue working in the villages: ‘It’s my child, my village, my culture, my
nation, my responsibility.’
3. Frontline health workers are trained and support structures in place to insure quality MCH care
at the local level. Sahiyyas are empowered to impact health at household and community levels
with supportive supervision from HSC Convergence Meetings and the Sahiyya Sathi/Circles.
AWWs will continue growth monitoring and nutrition counseling with support from the ANM
at the HSC meeting and ICDS. ANMs are leading Convergence meetings and provide training
and support to Sahiyyas, AWWs, and VHCs.
4. Health system strengthening will continue. The MOIC and ICDS at the PHC/CHC monitors
HSC and AWC activities, including VHND and Convergence Meetings. This is in the district
health plan. In addition, institutional delivery capacity is continuing to increase as government,
sparked by Parivartan continues to upgrade additional HSCs as delivery points and trains all
ANMs as safe birth providers.
5. Health worker training is embedded in the government health system and will continue.
A matrix outlining the training received by each level of CHW is in Annex 7.
Dissemination and Information Use. Findings from the Operations Research were disseminated to
health officials in Sahibganj on June 6, 2011. Results from the final evaluation were disseminated to
district government officials and local NGOs in Sahibganj on July 24, 2012, to the USAID Mission
in New Delhi on July 26, and to a large group of invited national government, Mission, and NGO
representatives in New Delhi on July 27. Knowledge gained throughout the project was shared
annually with other NGOs via Learning Circles for all World Renew partners in Bangladesh and
India and other ongoing venues. In addition, Parivartan staff traveled to Nepal for a learning
exchange. World Renew plans to submit abstracts for presentation of program results at conferences
within the next year.
G. CONCLUSIONS AND RECOMMENDATIONS
The project saw significant improvement from baseline to endline and/or achievement of target for
23 of 27 KPC priority M&E indicators as well as appreciable gains in OCI, CCI, and local public
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health facilities. This was due to:
Excellent project management. World Renew/EFICOR should be commended for a well-managed
program. EFICOR/World Renew created a well-balanced project team in terms of skills, culture and
religion and provided extensive ongoing training to ensure that project staff were well-equipped to
excel in building and strengthening capacity, meeting targets, and preparing for sustainability of
MNCH gains in this high need isolated rural district of approximately one million people.
Effective public-private partnership. MNCH care in Sahibganj district, Jharkhand, was enhanced in
a sustainable manner because of a well-functioning public-private partnership in which government
officials integrated EFICOR, a Indian NGO, into public health for valued-added support. Project
staff worked effectively and strongly alongside government and local NGOs to develop and
integrate needed interventions and take them to scale at district and state levels.
Successful community capacity building. The 1,297 villages in the district were mobilized for
improved MNCH. The project provided training and supportive supervision to 2,922 village-level
public health workers, enhanced knowledge and practices with household timed counseling and
community BCC strategies in all villages, fortified the monthly village health and nutrition days
(VHND) in all villages, and empowered 250 ‘model VHCs’ to promote health and sanitation while
helping 667 to obtain funding and begin functioning.
Successful strengthening of sustainable local government capacity for MNCH. Project staff worked
within the network of government officials advocating to overcome barriers to quality ANC,
nutrition, immunization, and infectious disease services at the local level. They fortified the
capacity of the frontline health worker teams from the 141 HSC catchment areas in the district to
coordinate and monitor delivery and utilization of quality care, increased the number of and access
to institutional delivery points, and enhanced the government malaria control program.
Most Important Recommendations
1. That World Renew utilize the no cost extension to strengthen and build capacity of an additional
250-500 VHCs bringing the total empowered to 36% to 53% of village committees in the
district. As part of the no cost extension the project team should work with the government to
strategize mechanisms to scale-up VHC strengthening to the remaining villages and to
institutionalize VHC strengthening and support mechanisms in the district health plan.
2. That NRHM and ICDS continue to provide supportive supervision for HSC convergence
meetings, Sahiyya circles, and VHND as well as training of frontline health workers (Sahiyyas,
AWWs and ANMs) and VHC leadership in MNCH health.
3. That EFICOR explore means to maintain a level of relationship with the government in
Sahibganj that will support sustainability of project gains especially related to the VHC role in
promoting MNCH and the VHND, government training of frontline health workers (ANCs,
Sahiyya’s and AWWs), and supportive supervision of monthly HSC convergence meetings and
Sahiyya Circles by government officials in each block.
4. That World Renew and EFICOR share the results and lessons learned of this exemplary project
via conferences, learning briefs, consultancies and exchange visits.
5. That World Renew and EFICOR explore new public-private partnership model projects to
address MNCH in other marginalized and hard to reach areas in Jharkhand.
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Annex 1: Learning Brief #1

Community Theater for behavior change: A mobilization strategy
For improving maternal newborn care in rural India
Improving maternal newborn care (MNC) remains a
significant challenge in rural India, despite gains made
from government programs and schemes to increase
access to and utilization of care. Misconceptions, lack
of awareness, and socio-cultural and religious taboos
remain barriers to MNC, especially in rural areas
where infant mortality is 51/1,000 live births and
maternal mortality is 261/100,000 live births [1]. As part of
the demand side of a larger maternal neonatal and
child health intervention in rural Jharkhand, India, the
Parivartan Child Survival Project developed an
interactive community behavior change communication
(BCC) strategy, Saas Bahu Pathi Samellan (SBPS),that
gave village health committees (VHCs) an effective
tool to overcome barriers they faced in mobilizing
villages for MNC. The approach brings together
primary groups (daughters-in-law) and influencing
groups (mothers-in-law and husbands) in one
community platform to discuss, learn about, and
commit to health.

VHC meets to plan village health
Approach
Saas Bahu Pati Samellan (SBPS) is a results-oriented
community theater approach to behavior change that
aims to equip family decision-makers on health issues
and improve MNC utilization and pregnancy outcomes.
The goals of SBPS are 1) to procure the support of
mothers-in-laws and husbands for 3 antenatal care
(ANC) checkups, 100 IFA tablets, 2 hours rest daily
and 8 hours at night, extra nutrition, and institutional
delivery for all pregnant women in the village, and 2) to
facilitate improved communication between mothersin-law and daughters-in-law. As part of the theater,
interaction occurs between primary and influencing

groups through games and exercises, such as tug-ofwar, role-play and discussion on the importance of
MNC, portrayal and sharing of the ‘ideal’ mother-inlaw, and oath-taking to commit to good ANC behaviors.
The behavior change framework’s doer non-doer
analysis and health data inform the message given.
Messages focus on the specific cultural, religious, and
health needs of each village and are presented in the
local language.
Beginning in 2008, Parivartan staff, in partnership with
local health officials from the National Rural Health
Mission (NRHM), developed the SBPS intervention.
Roll-out of SBPS occurred in all nine blocks of the
Sahibganj district of Jharkhand state with the
involvement of frontline public health workers
(Auxiliary Nurse Midwife, Sahiya (CHW), and
Anganwadi Workers) and, importantly, the village
health committees who learned to organize the event.
SBPS is a community mobilization strategy that is part
of a cache of MNC interventions that also includes
intensive community capacity building and health
system strengthening activities in the district of over 1
million people, including 188,511 women aged 15-49.
The effect of SBPS was indexed by comparing baseline
and end line MNC items from the Knowledge, Practices
and Coverage (KPC) surveys taken January 2008 and
April 2012, each with a cluster random sample of 300
mothers of children under 2 from the district. In
addition, effect was assessed via stakeholder interviews
and in replication of the approach to a broader context.

Results
As shown in Figure 1, there were improvement from
baseline to end line in the number of mothers reporting
having 3+ ANC visits, consuming 90+ IFA tablets,
knowing the danger signs of pregnancy, receipt of
tetanus toxoid, institutional deliveries, use of skilled
birth attendants, and thermal care of the newborn. All of
these improvements were statistically significant
changes (p ≤ 0.05) from baseline, with the exception of
tetanus toxoid.
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Figure 1: Improvements in ANC indicators during Parivartan
intervention period
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Since SBPS was only one of many program
interventions designed to improve MNC,
stakeholders were interviewed to determine the
importance of various strategies in achievement of
such dramatic improvement in health practices of
women over a 4-year period. In interviews with
mother and mother-in-law groups, frontline health
workers, VHCs, NGOs, and government officials,
SBPS was consistently reported to be one of top key
interventions in improving MCH. Considering the
qualitative, quantitative, and experiential data, the
project final evaluation team rated SBPS as one of
the highest impact interventions that emerged from
Parivartan. Upon seeing the effect of this BBC
strategy in villages, government officials at the state
level NRHM in Jharkhand incorporated SBPS into
the state health plan, established SBPS trainings
throughout the state, and scaled-up SBPS to all 24
districts in the state. The approach has also been
adapted and is effectively being used in CRWRC’s
CSP in Bangladesh.

Conclusion
Findings suggest that the Saas Bahu Pati Samellan
(SBPS) BCC intervention made a vital contribution
to improving maternal newborn care knowledge and
practices among childbearing women in the rural
Sahibganj district of Jharkhand State. Involvement of
frontline health workers and VHCs in delivery of
SBPS at the village level is critical to success and
sustainability of this approach.

Implications
Interactive approaches through family involvement
in Community Theater are effective in improving
maternal health-seeking behavior in rural India. The
scale-up of this intervention to the entire state of
Jharkhand increases the likelihood that the program
and resulting gains in maternal child health will be
sustainable over time.
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91.7%

100%

Recommendations
In Jharkhand State, continue the public private
partnership to provide advocacy for government
support, training, and
supervision of VHCs in ongoing delivery of behavior
change messages in their villages through the Saas
Bahu Pati Samellan (SBPS) community theater
approach to increase awareness and mobilize
communities for appropriate maternal health actions.
Encourage VHCs to be self-sustainable and to take
independent initiatives to address a range of maternal
and neonatal health issues in their village catchment
areas utilizing Saas Bahu Pati Samellan (SBPS).
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Annex 1b: Learning Brief#2 VHCs Capacity Building
residential VHC training to equip block training teams.
Village Health Committee
Capacity Building
With Parivartan staff, these teams then conducted daylong

.

Improving maternal child health (MCH) outcomes
remains a significant challenge in rural India. To
address this problem, the Government of India (GOI)
National Rural Health Mission (NRHM) included
training and funding of Village Health Sanitation and
Nutrition Committees (VHC) in the public health plan
for rural states as a way to promote sustainable
improvements in MCH health outcomes from the
village level. The GOI strategy began in the area in
2007 and was updated in 2012. VHCs are part of the
local government, have elected members, and
themselves select and oversee the local community
health worker (ASHA).
The Sahibganj District of Jharkhand State has a
population of nearly one million people with 9-blocks,
1,407 VHCs, a weak network of public health services,
and lack of community awareness. Infant mortality
(51/1,000 live births) and under-5 mortality (85/1,000
live births) are high mainly due to malnutrition, lack of
proper post-natal care, inaccessible health care facilities,
and high prevalence of infectious diseases, such as
malaria, diarrhea, and pneumonia. Maternal mortality is
also high (261/100,000 live births) mainly attributable to
unhygienic practices during delivery [1].

training sessions over a 6-month period in each of the 9
districts. A total of 750 VHCs and 3,150 VHC members
were trained to conduct effective meetings, open and use
bank accounts, obtain untied GOI funds, maximize use of
GOI schemes, and self-monitor their organizational
capacity and viability. They learned to make village
health plans and monitor MCH outcomes, conduct
education programs, coordinate with frontline health
workers, support the health sub-center (HSC) and village
health and nutrition days (VHND), and advocate at the
block-level for needed services. In addition, 48 VHC
members participated in GOI exchange learning visits.

As part of the demand side of a larger maternal neonatal
and child health intervention, the 5-year Parivartan Child
Survival Project, which also rolled out in 2007, worked
synergistically with the NRHM to build the capacity of
the district’s emerging VHCs to effectively plan, manage,
and monitor provision of MCH education and public
health care as well as utilization of services in the village.

VHCs that 1) meet monthly to plan and monitor village
health, 2) work with frontline health workers to insure the
availability and utilization of antenatal care
immunizations, nutrition, sanitation, and other public
health services in homes and at the HSC and VHND, 3)
participate in monthly HSC convergence/planning
meetings with local health workers, and 4) self-monitor.

Approach

Parivartan staff supported the VHCs to be self-sustaining

VHC training session

Changes in VHC functioning were evaluated using the
Child Survival Sustainability Assessment (CSSA), GOI
data, and stakeholder interviews. In addition, effect on
MCH was indexed by comparing baseline and endline
MCH items from the Knowledge, Practices and Coverage
(KPC) surveys taken January 2008 and April 2012, each
with a cluster random sample of 300 mothers of children
under 2 from throughout the district.

Results
VHC meets to plan village health
Key to building community capacity was the provision of
training and technical support by Parivartan. Project staff
worked within state, district and village-level public
health systems of the NRHM to strengthen the capacity
and viability of the emerging government-supported
VHCs. Utilizing a TOT approach and State training
modules, a State master trainer conducted a 2-day

29

Dramatic improvement occurred in VHC functioning. For
the 750 VHCs that received training and support,
organizational capacity and viability indicators that were
0% at baseline saw marked gains. By endline, 84% of
these VHCs had written policies and procedures and
understood how to follow them, 80% maintained a group
registry with minutes, accounts and attendance, 77% had
village health plans, 81% ensured proper functioning of
their HSCs, 80% had emergency transportation funds, and
78% were solving their own problems by themselves.
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Table 1: Improvements in Maternal Child Health indicators during Parivartan intervention period
In addition, there were district-wide improvements in
MCH indicators from baseline to endline with a 45.4%
point increase in antenatal care, 31.4% increase in
institutional deliveries, 23.5% increase in infants fully
immunized and 34.0% increase in DPT-3, 50.9% increase
in care seeking for ARI, 10.6% decrease in undernourished
children, and 60.0% increase in bednet use (See Table 1).
All of these improvements were statistically significant (p
≤ 0.05), except for child underweight, for which a 10.6%
decrease over 5-years is meaningful and may reflect gains
made in all project indicators.
At endline, GOI data from all 1,407 VHCs in the district
showed that 100% had opened bank accounts and obtained
their GOI untied funds. In each district, VHC clusters have
formed and are meeting to share best practices, promote
ongoing learning, and strengthen their impact. Together all
VHCs are promoting sustainable improvements in MCH
throughout the district.
Since strengthening sustainable community capacity was
one of many program interventions, stakeholders were
interviewed to determine the importance of the community
strengthening strategies to promoting MCH. VHC
members gave examples how they have worked to increase
mother and child health care utilization and immunization
levels, to monitor child growth and get care for
malnourished children, to provide funds for emergency
health care, to organize village educational events, and to
work with district officials to establish accessible
institutional delivery and to control a diarrheal epidemic.
At endline, VHC leaders stated “We have the capacity to
make health plans, discuss health issues with medical
officers in charge, and find solutions for health problems in
our village,” and “We will continue to work for the
betterment of mother child care.”
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The project final evaluation team identified empowered
VHCs as key to sustainability of MCH gains and
expressed confidence that the VHCs will continue due the
ongoing commitment of NRHM and GOI officials and
local communities to their success.

Conclusion
Findings suggest that strengthening community capacity
by empowering VHCs to own, control, and manage
village health services makes a vital contribution to
sustainable gains in maternal child health in the rural
Sahibganj district of Jharkhand State.

Implications
Developing
capacity
building
interventions
in
collaboration with state and district health officials and
embedding them in the district health plan is critical to
success and sustainability of this approach.

Recommendations
In Jharkhand State, the NRHM should continue to train,
empower, and fund VHCs to effectively address maternal
and child health services in village catchment areas. VHC
clusters should continue advocacy to insure ongoing
government support, training, and funding for VHCs.
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Annex 3. Project Management Evaluation
Planning. Project planning was done inclusively and intentionally with project staff, World Renew
and EFICOR. Because all implementation activities occurred within local public health structures,
adjustments to project plans occurred when necessary to maximize effectiveness of program
strategies within the government context. In this way planning and monitoring of project
implementation was also done in partnership with government public health leaders and the emphasis
of project activities in the DIP work plan were adjusted to best achieve project goals. For example,
the original work plan to ‘form’ community groups was changed to ‘strengthen VHCs’ when it was
determined that VHCs were part of the NRHM plan. In addition, since the Sahiya role was new in the
NRHM plan and the training for the role had not been done (while training for ANMs and AWWs
was occurring), the project advocated to focus on developing and operationalizing the Sahiya role and
training protocols while providing targeted enrichment to ANM and AWW training and roles. The
simultaneous roll-out of the NRHM and Parivartan in the area provided a ripe opportunity for
synergy in meeting mutual goals, but also required flexibility in operationalizing the project work
plan.
Supervision of project staff. Parivartan excelled in providing effective supportive supervision to all
project staff and frontline health workers with whom they interfaced. To promote sustainability once
the project ends, efforts were made beginning in year four to train government workers for continue
supportive supervision of frontline health workers and to embed supportive supervision and reporting
structures into the District Health Plan through HSC convergence meetings, Sahiya Circles, and
supervisory linkages with the NRHM-MOIC and ICDS officials at the local PHC/CHC.
Human resources and staff management. The project utilized one project manager (CRWRC staff),
one M and E officer, two trainers, five block coordinators, one accountant, and 30 cluster supervisors
(see Figure A.3.1 below). There is one field office in each of five blocks and these covered all nine
blocks of the district. Staff assessments were carried out in a participatory two-way feedback system
on a yearly basis. The CRWRC consultants gave input into the evaluation of the project manager.
Each staff had an individual training and development plan that was reviewed on a six-month basis.
The project manager was hired by CRWRC and seconded to EFICOR. The M and E officer and
block coordinators were hired by EFICOR, and the cluster supervisors were hired locally by the
project. Additional trainers were hired on a contract basis due to the increased training needs for
TTBAs and Sahiyas.
Staff had excellent working relationships, worked together well in project implementation, and
demonstrated with excellent morale and cohesion Over the course of the project, there has been
minimal staff turnover. The original M and E officer took another job and was replaced and 2 cluster
supervisors were hired to replace one that left to work in the elections and another that died. With the
program coming to a close, EFICOR staff will be transferred to other health projects within the
organization, and cluster supervisors are well trained and empowered to secure positions within the
enlarging local health systems.
In this project, CRWRC worked with its long time project, EFICOR. The CRWRC Capacity
Development Consultant and the Health Consultant had at least 4 monthly consultations with
EFICOR.
Financial management system. Financial policies and procedures were appropriate and well in place
throughout the project. There was timely transfer of adequate funds to field activities, and, the
additional funds transferred from CRWRC to cover cost of HSC upgrades to institutional delivery
points. The field accountant based at the Parivartan office took care of all bookkeeping and local
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accounting for the project and sent monthly reports to the EFICOR office. The Project Manager
supervised him. The finance officer in New Delhi EFICOR office devoted 35% of her time to the
project. Every quarter, she reviewed the accounts record and prepared the quarterly financial
statement. The CRWRC accountant reviewed accounts monthly, compiled the quarterly reports, and
reported variances to the CRWRC Asia Regional Health Consultant. Additionally, the CRWRC
accountant visited EFICOR regularly, reviewed accounts monthly, and consolidated and finalized the
financial report and communicated report information to CRWRC International. An independent
external audit was carried out on a yearly basis. Results of this audit were reviewed by CRWRC with
EFICOR and the Parivartan project, and submitted to CRWRC International.
Administrative and technical support. Parivartan utilized three layers of teams to effectively plan,
manage and administer the project: the Project Implementation Team (PIT), the Project Management
Team (PMT), and the Advisory Group. The PIT was comprised of the project staff in Sahibganj and
met monthly to discuss project implementation and other administrative matters. During this meeting,
block coordinators submitted their monthly work plan to the project manager. Each block
coordinator led a team of cluster supervisors. Four of the block coordinators oversaw two blocks. The
cluster supervisors assembled weekly to prepare their work plan and to review the previous week’s
work plan. During this time, block coordinators trained them on health issues. The project manager
reported weekly to the CRWRC Asia Regional Health Advisor and Capacity Development
Consultant and, in addition to regular phone communication, submitted monthly reports to them. The
project manager also communicated two to three times a week for logistics with the EFICOR
Program Coordinator.
The PMT was comprised of six members from EFICOR and CRWRC and met quarterly to set policy,
make management decisions for the project, track progress in achieving objectives, ensure capacity
building, and effect policy advocacy at state and national levels.
The Advisory Group was comprised of 10 technical experts and was jointly chaired by the CRWRC
and EFICOR. The group met every semi-annually during year one through four and consulted
individually based on need during year five (as well as throughout). They provided technical
guidance for the project, for the operations research, and M & E plans.
Logistics. Procurement of project supplies was efficiently done through existing CRWRC/EFICOR
structures. Logistical problems that arose during the program period were immediately and
effectively addressed. For example, patient persistence and collaboration was required to overcome
delays due to frequent transfer of government officials to posts in other areas and to events such as
GOI restructuring of VHCs, BOI Pulse Polio Program, rice planting and harvesting, and Panchayat
elections. The delivery of project services to a large remote rural district with poor or no roads and no
public transportation was also a challenge that necessitated finding mechanisms for doing work to
scale. These included providing services and training to multiple village groups at central locations
such as HSC, from which project staff went out to villages based on need. In addition, reaching the
culturally and geographically isolated beneficiaries in tribal areas and the poor access to and quality
of government health care at the local level at the start of the project required dedicated policy
advocacy.
Information management. Information gathering and management, as described in the report Section
C and D, was systematically done and effectively used to determine progress toward project
objectives. Monthly, quarterly, and annual reports were examined carefully by the PIT, PMT, and
Advisory Group and data was used at all project levels in decision-making. When needed data was
lacking, additional information was gathered to inform decision-making. For example, when the
midterm KPC revealed lack of adequate progress in relation to safe deliveries, immunizations, and
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exclusive breast-feeding, a barrier analysis using a doer and non-doer survey was done with respect
to cultural and religious influences on these behaviors, and the findings led to targeting BCC
messages to meet specific identified needs for each area. Government information systems were
strengthened as Parivartan utilized data from, provided data for, and strengthened the HMIS.
Management lessons learned. Parivartan staff working in the district identified the following as key
management lessons learned during the project:
 Developing strong rapport with government is key for successful project implementation. Use
patient persistence to gain trust and build relationships.
 Hire qualified project staff from the community and provide with proper training and ongoing
supportive supervision. Female staffs are more effective at the grass-roots level.
 Maintaining a good working atmosphere and interpersonal relationships is important to
program success. Field visits should not ‘fault fine’ but should ‘fact find.’
 The attitude and abilities of service providers is very important. The motivation and skill-level
of the ANM critically impacts the health care delivery and health of a community. The Sahiya
plays a key role in improving community health status.
 BCC messages need to be delivered in the local language.
 Always think about doing work at scale.
Other issues identified by the team. No additional issues were identified.

Figure A.3.1. Parivartan project management structure
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Annex 4. Work Plan Table
Objective/Activity

Objective
Met

Target

Activity Status

Strategic Objective 1: Strengthen public-private partnerships for maternal and child health services
Intermediate Result 1.1: Build the organizational capacity of EFICOR/Parivartan for a sustainable impact on maternal and
child health
Training on Primary Health Care (PHC) for TL, M&EO, BCs, and
CSs
Training on specific areas of PHC for TL, M&EO, and BCs by
Jamkhed
Learning Exchange to Bangladesh CSP for TL and M&EO
TL, M&EO, and BCs visit World Vision program in UP to learn
about HMIS
Training on HMIS development and Lot Quality Assurance
Sampling for TL, M&EO, and BCs
Training on CSSA and community capacity building for TL,
M&EO, BCs, and CSs
Training on Designing a Behavior Change Strategy for EFICOR
HQ staff, TL, M&EO, and BCs
Learning Circles for all CRWRC partners in Bangladesh and India
in India
Training on financial management for accountant, BCs, PM, and
M&EO
Training on staff evaluations and follow up, and setting up staff
evaluation system for PM, M&EO, and EFICOR staff.
Advance M&E training for Project Staff
Learning exchange for Government and Parivartan Staff to
Nepal , Bangladesh , Indonesia

Yes

22

Yes

7

Partial

2

Completed
Completed
Only team leader had gone to
Bangladesh for the learning exchange,
not the M&E Officer

7
Yes

7

Yes

28

Yes

25

Yes

4

Yes

7

Yes

4

Completed
Completed
Completed
Completed
Completed by EFICOR
Completed with EFICOR
Completed.

Yes
Partial
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Parivartan staff had gone to Nepal, but
not the Government Officials.

Intermediate Result 1.2: Strengthen and sustain community capacity for maternal and child health
Follow -up Traininig of Sahiyyas on Timed Counseling , Health
messages
Strengthening VHC, Sahiya, AWW to create awareness about the
appropriate maternal, newborn and child health care practices
Train Rural Medical practitiners on the difference between safe
practices and harmful practices
Awareness Program for maternal and newborn care and child
health in coordination with ICDS and H&FW: Nutrition Week,
Immunization Week, Breastfeeding Week
Awareness Program for maternal and newborn care in
coordination with ICDS and H&FW: Health Fair “Mela (Meet for
Empowerment, Learning and Advocacy)

Yes

1000

Yes

1280

Yes

100

Yes

4/year

Yes
103

Completed. Y4= 500, Y5=500. Follow
with training on Timed Counseling
Sahiyas.
Completed. Y1=80, Y2=550, Y3=650.
Y4&5 continue to work with group.
Y2=100; Y3=100 (follow-up training in
Y3)
Completed
Completed. Nutrition weeks in February
and September. Breast- feeding week in
August. Immunization week as decided
by UNICEF.

Completed. Y4= 100, Y5= 150 plus
Scale up capacity building training for high and medium
250
follow-up training
performance VHCs. (MTE Recommendation No . 4 )
Yes
Intermediate Result 1.3: Strengthen and sustain local government capacity for maternal and child health
Completed. Y3=200; Y5=200
with
Develop the capacity of ANMs through supportive supervision
200
follow-up
training
in
Y5
and on job training. (MTE Recommendation No 1)
Yes
Completed
District level coordination committee meetings
Yes
4/year
Block level coordination committee meetings
Completed
Yes
4/year
Network meetings of NRHM at State and District Level
Completed
Yes
2/year
Meet with District officials during the District Action Plan and
Completed. Targets for % allocation will
Yes
1/year
budget process
be determined after first meeting.
Following Self Measurement tool
Completed. Y4= 120 VHC, Y5=120 VHC.
Yes
240
Completed
Yes
Work with the VSRC to begin a pilot a Sahiyas Circle and then
65
assess the potential for developing and scaling up support
clusters for Sahiyas (Sahiya Circles). (MTE Recommendation No
3)
Strategic Objective 2: Improve utilization of quality maternal and newborn care
Intermediate Result 2.1: Increase knowledge about and access to community-based antenatal care for women
Completed. Y2=200, Y3=1259, Y4=125
Train AWW in antenatal care counseling and care
Yes
1259
(follow-up training).
Train Sahiyyas in antenatal care counseling and care
Yes
Completed. Y2=200, Y3=800, Y4=800,
2500
Y5=700.
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Sahiyyas and AWW will provide antenatal care visits for pregnant
women in the last trimester

Yes

Home visit to counsel mothers and husbands on the importance
of ANC, danger signs during pregnancy, skilled attendant at
birth, birth plans, proper nutrition, TT vaccine and IFA tablets

Yes

9
sessions
per
AWW/
Sahiya
10 sessions
per
AWW/
Sahiya

Completed.

Completed.

Coordinate with ANM and ICDS to provide TT vaccine and IFA Yes
Completed.
Complete
tablets for all pregnant women
Intermediate Result 2.2: Increase access to safe delivery practices and referrals for mothers
Completed. Y2=200, Y3=400, Y4=100.
Train TBAs in safe / clean delivery, recognition of danger signs, Yes
700
importance of referral etc.
Network between Village Health Committee and Primary Health Yes
Completed.
Center to provide quality and accessible emergency obstetric
4/year
care
Establish referral system between Primary Health Center and Yes
Verification of Completed.
Sahiya/TTBA
records
Reinforce/Upgrade selected HSCs to increase safe delivery
Completed.
points. ( Recommendation No. 9) This will in hard to reach area, Yes
5
At least 2-5 HSC
Intermediate Result 2.3: Increase knowledge about and access to home-based postpartum care for mothers and newborns
Completed. Y2=200, Y3=1259, Y4=1259
Train AWW in post-natal and newborn care
Yes
1259
(Year 4 will be follow-up training).
Train Sahiyas in post-natal and newborn care

Yes

Train TBA in post-natal care immediately after delivery
Sahiyas and AWW will provide post-natal care visit for pregnant
women within the first 3 days and for high risk babies on day 1,
7 and 14

Yes
Yes

Counsel mothers and husbands on the importance of cord care,
thermal care, immediate and exclusive breastfeeding , maternal
and newborn danger signs, etc.
Network between VHC and Primary Health Center to provide
quality and accessible emergency post-natal or newborn care
Establish referral system between Primary Health Center and
Sahiya/TTBA
Establish emergency transport funds within each SHG or existing
village committees

Yes

2500
1000
9
sessions
per
AWW/
Sahiya
10 sessions
per
AWW/
Sahiya

Yes

4/year

Yes

Verification of
records

Yes

135
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Completed. Y2=200, Y3=800, Y4=800,
Y5=700.
Completed. Y2=200,Y3=400, Y4=400.
Completed.

Completed.

Completed.
Completed.
Completed. VHC use the untied fund for
emergency transportation

Strategic Objective 3: Improve nutrition among children
Intermediate Result 3.1: Increase rate of immunization and vitamin A supplementation among children
Train Sahiyas in childhood immunization schedule
Facilitate
Sahiyas and Anganwadi worker
in preparing
childhood immunization due list
Coordinate with H&FW to provide BCG, DPT, OPV and measles
vaccines to all children under 2
Coordinate with ANM to distribute immunization cards to
mothers of children under 2.
Ensure equal access to immunization for all children through
regular
awareness/sensitization
campaign
in
excluded
community

Coordinate with H&FW to have VA available at Health SubCenter during immunization days
Facilitate strengthening of NHD (Nutrition and Health Day)
processes
Culture-specific nutrition counseling and food-group campaigns
that target high-risk mothers and children. Melas, Food demos,
trainings in high risk mothers

1200
2400

Yes
Yes
Yes

Complete

Yes

Complete

Yes

12/year

Yes

Complete

Yes

Complete;
8 per month
100

Yes

Completed. Y2=200, Y3=800, Y4=200.
Completed. Y4=1200, Y5= 1200.
Completed.
Completed.
Completed.. Immunization is done on
Nutrition and Health day every Thursday
of the month. Immunization week is
usually held in Dec or as decided by
MH&FW.
Completed. Ongoing during project
Completed. Ongoing during project
Completed. Campaigns, Health Mela &
Food demo at village level during VHND
or during session site to target high risk
mother & children in hard to reach area.

Intermediate Result 3.2: Strengthen Growth Monitoring and Promotion services through the Anganwadi Center
Train AWWs in Growth Monitoring and Promotion including how
to weigh children, maintain growth charts, carry out counseling
using a simple decision guide and BCC materials, conduct home
visits, and maintain community-based monitoring charts
Coordinate with ICDS to provide every Anganwadi Center with
functional scales and growth monitoring cards
Timed Counsel mothers and husbands on the importance of
exclusive breastfeeding up to 6 months, colostrum feeding,
introduction of appropriate complementary feeding,
immunization and VA supplementation
Community growth monitoring chart updates shared with
community and follow up with counseling

Yes

1259

Yes

Complete

Y2=200, Y3=1259, Y4=1259 (Year 4 will
be follow-up training).

Completed.
Completed.

Yes

10 sessions
per AWW

Yes

100 AWC
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Completed. Y4= 50, Y5=50 .

Strategic Objective 4: Prevent and properly treat infectious diseases among women and children
Intermediate Result 4.1: Improve coverage of malaria prevention efforts among pregnant women and children
Train Sahiyas in malaria prevention, intermittent preventive
treatment of malaria for pregnant women as part of ANC and
presumptive treatment of malaria for children under 5

Yes

2500

Completed. Y2=200, Y3=800, Y4=800,
Y5=700.

Train AWWs in malaria prevention and intermittent preventive
treatment of malaria for pregnant women as part of ANC

Yes

1259

Completed. Y2=200, Y3=1259, Y4=1259
(Year 4 will be follow-up training)

Raise awareness about the symptoms, preventive measures and
importance treatment

Yes

10 sessions
per AWW/
Sahiya

Completed.

Coordinate with government to make LLIN available to every
household with children under 5 and pregnant women.

Yes

Complete

Instead of ensuring insecticide treated
net available project will ensure LLIN
available to the community.

Provide presumptive treatment of malaria for children under 5 at
Verification of
Yes
the Health Sub Center
records
Facilitate the Sahiyas serve as depot holders for anti
Verification of
malarial and provide presumptive treatment in the home for Yes
records
children under 5
Intermediate Result 4.2: Improve diarrheal disease prevention among children
Train Sahiyas in the prevention, detection of diarrheal disease,
and home-based management of diarrhea emphasizing on Zinc
Yes
2500
and ORS

Completed.
Completed.

Completed. Y2=200, Y3=800, Y4=800,
Y5=700.

Train AWWs in the prevention, detection of diarrheal disease,
and home-based management of diarrhea emphasis on Zinc and
ORS
Facilitate training ANMs on the clinical management of severe
diarrhea and dysentery

Yes

1259

Completed. Y2=200, Y3=1259, Y4=1259
(Year 4 will be follow-up training).

Yes

212

Completed. Y3=212,Y4=212 (Year 4 will
be follow-up training)

Timed Counsel mothers and husbands on the prevention of
diarrheal disease and basic treatment with ORS and zinc

Yes

10 sessions
per
AWW/
Sahiya

Completed.

Yes

Complete

Completed.

Yes

Verification of
records

Ensure basic drugs (i.e., zinc and ORS) are available to the
community at the ICDS cent
Provide advocacy and training for community case management
of diarrhea and direct distribution of ORS and Zinc by Sahiyas
and/or AWWs
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Completed. This initiated with upgrade in
4-5 HSC as pilot basis.

Intermediate Result 4.3: Improve coverage of treatment and referral for acute respiratory infection
Completed. Y2=200, Y3=1259, Y4=1259
(Year 4 follow-up training).
Completed. Y2=200, Y3=800, Y4=800,
Y5=700.
Completed. Y3=212, 4=212 (Year 4 will
be follow-up training).

Train AWWs in the prevention, detection of and referral for ARI

Yes

1259

Train Sahiyas in the prevention, detection of and referral for ARI

Yes

2500

Yes

212

Facilitate Counseling to the mothers and husbands on the
prevention and detection of danger signs and symptoms of ARI

Yes

10 sessions
per AWW/
Sahiya

Completed.

Ensure basic drugs (i.e., cotrimoxasol) are available to the
community through the HSC

Yes

Complete

Completed.

Yes

Complete
Complete

Completed
Completed

Yes

Complete

Completed

Yes
Yes
Yes
Yes

Complete
Annual
Complete
Complete
Quarterly

Completed
Completed
Completed
Completed
Completed

Yes

Monthly

Completed

Yes

Monthly

Completed

Yes

Complete

Completed

Adjustment of Targets that were exceeded in Mid term

Yes

Complete

Completed

Final KPC

Yes

Complete

Completed

CSSA Measurement

Yes

Complete

Completed

Documentation of Best practices

Yes

Complete

Completed.

Facilitate the training ANM on the treatment of ARI

Monitoring and Evaluation
Qualitative Surveys including FGDs and PRA
Barrier Analysis including Doers and Non Doers analysis
Operations Research/ Malaria care seeking practices conducted
with St John’s University
Annual monitoring using LQAS
Dissemination of annual surveys to community
Midterm Evaluation and Report
Final Evaluation and Report
Regular program monitoring using HMIS
Block level staff meeting for planning and monitoring (Block
Team)
Project staff meeting for planning and monitoring (Project
Implementation Team)
OR dissemination, report write up of OR and action plan based
on results
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Annex 5: Rapid Catch Table (KPC Survey. Cluster Sample Type)
Baseline
Estimate

Midterm
Estimate

End-line
Estimate

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

85.7%

86.0%

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

37.3%

64.3%

Percentage of children age 0-23 months who received a post-natal visit
25.7%
from an appropriately trained health worker within three days after birth

37.7%

60.3%

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

56.1%

76.7%

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

51.8%

54.5%

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

39.2%

41.1%

Percentage of children age 12-23 months who received DTP1 according
29.3%
to the vaccination card or mother’s recall by the time of the survey

53.8%

58.9%

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

40.0%

55.4%

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 5.7%
within 24 hours after the fever began

25.6%

NA

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

51.2%

58.5%

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 40.7%
an appropriate health provider

64.7%

91.6%

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

31.3%

47.6%

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

42.3%

84.0%

Percentage of children age 0-23 months who slept under an insecticidetreated bed net (in malaria risk areas, where bed net use is effective) the 33.0%
previous night

79.0%

93.0%

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

41.0%

34.3%

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

29.5%

57.5%

Indicator
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Parivartan Child Survival Program
Final KPC Survey report – April 2012

EXECUTIVE SUMMARY
1. Background
This report details the process and results of a Final Rapid Knowledge, Practice and Coverage
(KPC) survey for the USAID-supported Child Survival Project called “Parivartan”, or “Transformation”.
The project was awarded to the Church Reformed World Relief Committee (CRWRC) with the
Evangelical Fellowship of India Commission On Relief (EFICOR) as the local implementing partner.
The project worked with the Government of Jharkhand w h o is the main service provider in the area.
The Parivartan ch i ld survival project commenced in 2007, funded for five years covering the district
of Sahibganj with a population of 927,770, in the State of Jharkhand, India. The proportion of
population in poverty and the infant and maternal mortality rates are higher in this tribal-dominated
state as compared with the national average. The project was planned to benefit a total of
188,511 women of childbearing age and 161,950 children less than five years of age, of
Which 32,390 are under one year of age. The project planned to work on four primary areas o f
c h i l d s u r v i v a l : Maternal and N e w b o r n care, N u t r i t i o n , Immunization and Prevention
and Treatment of Malaria. Following the baseline assessments, it was decided to add the areas of
Diarrheal Disease Control and Pneumonia Case Management. It aimed to enhance the capacity of
the implementing partner, EFICOR and the Government of Jharkhand in delivering information and
services to mothers and children in these areas. The program has used the strategies of community
mobilization, behavior change communication a n d quality improvement i n delivering health
education and services to children and their caregivers.
A baseline KPC survey was conducted in January 2008 and a midt erm survey in June
2010, the findings of which are given alongside the results of the current survey in the “Results”
section in the body of the report. The main purpose of the Final survey was to ascertain levels of
knowledge, practices and coverage of health services in specific areas of health that the project has
been working with, and compare this with the targets set up at baseline and refined thereafter.

2. Methods
The survey training, implementation and data entry took place from the 23rd to the 29th of
April 2012, using a rapid cluster sample methodology. Three hundred mothers of children under two
years of age located in 30 clusters, chosen randomly from the population of the district, were
interviewed. Interviews were conducted in Hindi over the course of three days, using a 73-item
interview schedule primarily covering aspects of maternal and newborn care, breastfeeding
and nutrition, immunization, prevention and treatment of malaria, with additional questions related
to maternal background, management of acute respiratory infections and diarrhea, water and
sanitation and other health issues. Data were compiled and analyzed using Epi Info version 6.04c.

3. Results
Basic results are presented in Section 4 and discussed in section 5 of this report. Some of the key
findings of the analysis are as follows, with the baseline figures and NFHS3 figures1, wherever
available, in parentheses:
Maternal and Newborn Care: The literacy levels of the mothers was low, with 26.7 % (17.7% at
baseline) of them being able to read a sentence on the standard literacy card. However, all
indicators of Maternal Newborn Care showed higher levels at Final than at
1

National Family Health Survey III, 2005-06, factsheet on Jharkhand at http://www.nfhsindia.org/pdf/JH.pdf
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Baseline. Indicators of Antenatal Care included three important aspects – Antenatal visits,
Tetanus immunization and Iron supplementation. The proportion who had made at least 3
antenatal visits to a health care provider during their last pregnancy was 68.7% (23.3%)
(NFHS3-36.1%), with 25.3% (8.6%) having made 4 or more visits. The proportion of
mothers who said that they consumed at least 90 tablets of Iron supplements when they
were pregnant with their youngest child was 51.3% (3.7%). Tetanus immunization rates
are higher, with 86% (69 %) of mothers stating that they had received at least 2 doses of
TT vaccine before the birth of their youngest child aged <24 months. 83.7% of mothers
surveyed were able to state at least 3 danger signs of pregnancy, sharply different form
the baseline figure of 0.7%. Indicators of Intra natal Care were as follows: 46% (14.2%) of
mothers surveyed said their last birth was at a health care institution (NFHS3-19.2%). The
cord was cut with a new/clean instrument or a safe delivery kit was used in 99% (89 %) of
deliveries, and thermal care – wiping the baby dry and wrapping in a blanket – was
practiced in 91.7% (69.3%) of deliveries. The proportion of mothers who received skilled
assistance during delivery is 64.3% (26.7%) (NFHS3- 28.7%). Assessment of Postnatal
Care and Newborn Care shows that 58.7% (26%) of mothers were visited by an
appropriately trained worker within 3 days of the delivery of their youngest child, and
60.3% (25.7%) of the children aged 0-23 months received a similar visit within 3 days of
their birth. 88.3% (1.7%) of the mothers were able to state 3 danger signs in the postpartum period and 83.3% (4.3%) of mothers were able to state 3 danger signs in newborn
babies. The levels of all knowledge indicators are much higher than at baseline.
B. Breastfeeding and Nutrition: Breastfeeding continues to be a universal practice, with
299 of the 300 mothers surveyed (99.7%) having ever breastfed their child (97.7% at
baseline), and all mothers of children 20-23 months of age – 100% (85.7%) persisting with
breastfeeding. The initiation of breastfeeding within one hour of birth in the absence of
prelacteal feeding was practiced by 55.3% (19.3%) of the mothers surveyed (NFHS310.9%). 88.3% (60.2%) of the mothers stated that they gave colostrum to their youngest
child under 2 years in the three days following birth. Of the 86 infants 0-5 months of age,
76.7% (70.4%) stated that they were not giving any food other than breast milk to their child
at the time of survey (NFHS3-57.8%). 57.5% (25.5%) of the 214 children 6-23 months of
age were fed complementary foods according the minimum of appropriate feeding
practice, and 73.4% (44.1%) of 69 children 6-8 months of age received solid / mushy food
in the 24 hours preceding survey (NFHS3-65.7%) 54.5% (20.6%) of 145 children 9-23
months of age received a dose of Vitamin A in the last 6 months, and 32.1% (13.5%)
received a dose of anthelminth medicine. Of the 300 mothers, 40.3% (41.8%) had a BMI
less than 18.5 (NFHS3- 42.6%). 34.3% (44.9%) of children 0-23 months in the survey were
found to be underweight (< 2 SD below the median wt for age according to the NCHS/CDC
standard), (NFHS3-59.2%). The levels of indicators of childhood nutrition including
breastfeeding are higher than at baseline.
C. Childhood Immunization: 69.7% (47% at baseline) of mothers had a vaccination card for
their child less than 2 years of age at the time of the survey. Of the 112 children 12-23
months of age in the survey, 33% (9.52%) had been fully immunized as documented in the
immunization card (NFHS3-34.5%). The EPI a c c e s s indicator which measures the
proportion of children 12-23 months who received the DPT1 vaccine was 58.9% (29.4%).
55.4% (21.4%) of children 12-23 months received the DPT3 vaccine (NFHS3-40.3%),
which is the EPI performance indicator, and 41.1% (19.8%) of children 12-23 months had
received the measles vaccine (NFHS3-48%), all before their first birthday. The increase in
service indicators could point to the system-strengthening effect of this unique project,
which aims to enhance the effectiveness of the Government service delivery system in a
large geographic area with poor levels of access and quality.
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D. Malaria – Treatment and Prevention - 93% of mothers (62.3% at baseline) stated that
they had a bed net in their house. 93% (33%) slept under the bed net the night previous
to the survey. Of the 166 children with fever in the 2 weeks preceding the
survey,84.9% (56.2%) were taken for treatment on the same day or the next day to the
22.7% (2.7%) of the 300 mothers surveyed stated that
appearance of the fever.
they had taken antimalarial medication during the pregnancy with their youngest child less
than 2 years of age. The levels of indicators relating to malaria are higher than at baseline.
E. Diarrhea and Pneumonia (ARI)/ Water & Sanitation – Indicators with respect to
Diarrheal Disease showed: 147 children of 300 – 49% (33.7% at baseline) had diarrheal
disease in the 2 weeks preceding survey. Of them, 58.5% (45.5%) were given an
acceptable form of ORT – powdered OR Salt which could be reconstituted, or ready mixed
ORS or an accepted home available fluid (NFHS3-17.8%) 70.8% (34.6%) children were
taken for treatment to a qualified provider when the child showed signs of diarrhea
(NFHS3-32.5%). The situation with reference to Acute Respiratory Infection showed that
95 mothers of 300 surveyed stated that their youngest child less than 24 months of age
showed signs of cough and difficult breathing in the 2 weeks preceding survey. Of them,
91.6% (40.7%) took the child for treatment to a qualified provider (NFHS3-46.3%). With
respect to Water and sanitation, 46.7% of mothers stated that they treat water using boiling
or the application of chlorine. 84% (33.7%) of the 300 households had soap or detergent
present at the place designated to wash hands. The levels of indicators relating to Control
of Diarrheal disease, Pneumonia case management and Water/sanitation are higher than
at baseline.

4. Conclusions and Recommendations
The overall results of the survey show that levels of ALL key indicators with respect to
health of mothers and children under 24 months in the project area are higher than at
baseline. This suggests that the strategy of supportive supervision at the grass root, while
working with the Government district health management at the top has been successful.
The qualitative study which follows this exercise could explore and document specific
stories of success.
Overall, the Final survey was extremely participatory, and survey personnel were well
trained, motivated and dedicated to collecting accurate data. KPC survey d a t a a n d
information from the qualitative component of the Final evaluation will contribute towards
understanding and documentation of the successes of the Parivartan CS project.
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1. BACKGROUND
1.1. Background of the Child Survival Project
The USAID-supported Parivartan (“Transformation”) Child Survival (CS) Project is
based in Sahibganj district of Jharkhand state in India. The project represents a
partnership between the Christian Reformed World Relief Committee (CRWRC),
the Evangelical Fellowship of India Committee On Relief (EFICOR) and the
Government of Jharkhand.
Established in 1962 by the Christian Reformed Church in North America, the
Christian Reformed World Relief Committee (CRWRC) exists so that “communities
around the world whose well-being (shalom) has been jeopardized by poverty,
injustice, or disaster are engaged in transformative practices that improve their
situations in sustainable ways.” CRWRC provides consultation, t e c h n i c a l
assistance, and financial support to these partners as they implement multi-sector
programs in health and HIV/AIDS, agriculture, literacy, and income generation.
CRWRC also promotes social justice through education on issues such as human
rights, gender equity, child labor, property and inheritance rights, and land rights.
CRWRC has been successfully implementing integrated community health
programs that increase the survival rate of children under the age of five.
CRWRC’s health programs often involve activities such as vaccination, nutrition
and health education, child growth monitoring, improving access to safe water, deworming, and the prevention and control of malaria and diarrhea. CRWRC has
implemented programs like these in Bangladesh, India, Laos, Mali, Sierra Leone,
Tanzania, Zambia, Guatemala, Honduras, El Salvador, and Ecuador.
In 2004, CRWRC received its first Child Survival and Health award from USAID for
a five-year program in Bangladesh covering three geographical areas. After the
first two years of implementation, the overall program has benefited 4,600 children
under the age of five, exceeding the two-year target by 20%.
The primary partner organization for this project is the Evangelical Fellowship of
India Commission on Relief (EFICOR). EFICOR is a National Christian Relief and
Development
Organization.
It b e g a n i n 1 9 6 7 , a s a u n i t o f
the
Evangelical Fellowship of India, a National alliance of church-based institutions and
individuals to provide relief to the drought-hit state of Bihar. It was registered as a
separate organization i n 1 9 8 0 u n d e r t h e S o c i e t i e s R e g i s t r a t i o n A c t ,
1960. Since t h e n EFICOR has been working with the needy and disadvantaged
communities in the poorest districts in India. EFICOR’s focus has been community
development, facilitating partners, network formation, capacity building, relief,
rehabilitation and disaster preparedness. EFICOR is also a member of the
CRWRC South Asia Partners Forum and had the opportunity to learn from the
USAID-funded child survival program in Bangladesh through the “Learning Circle,”
which consists of 20 partner organizations of CRWRC in Bangladesh and India.
In 2006 key EFICOR staff participated in a study tour of the CRWRC Bangladesh
child survival program.
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EFICOR has prior working experience in Jharkhand and has worked in integrated
community development programs, including health promotion, in Sahibganj district
since 1994. At the proposal development stage, CRWRC and EFICOR had
extensive discussions with the local and district Government in Sahibganj securing
the support of the district H&FW Director (Civil Surgeon), the Malaria Division of
H&FW and the ICDS Director. The project has also collaborated with the Integrated
Management of Neonatal and Childhood Illness (IMNCI) and the National Rural
Health Mission (NRHM), which are initiatives of the Government of India.
Another partner organization working with the Parivartan project is the Emmanuel
Hospital Association (EHA), particularly its Prem Jyoti Hospital in Chandragoda
village near Barharwa in Sahibganj district. EHA had been involved in proposal
discussions and has assisted the project in TBA and CHV training as well as in
providing technical expertise. Prem Jyoti has established health committees in the
district, this project has helped to strengthen and build the capacity of these health
committees as well as scale them up to enhance coverage.

1.2. Project Location and Characteristics of the Population
The Parivartan Child Survival project is located in all the 9 community development
blocks in Sahibganj district, Jharkhand State, India.
A. INDIA
In May 2000, India crossed the one billion population mark. This densely populated
country ranks 126 out of 177 countries on the human development index2. Each
year, 20% of the world’s infants are born in India (26 million). Of this number, 1.2
million die before completing the first four months of life (almost 30% of the world’s
neonatal deaths). The current neonatal mortality rate (NMR) of 32 per 1,000 live
births accounts for nearly two-thirds of all infant mortality and half of under-five
child mortality. The IMR is 48 and the U5MR is 63. India also has among the
highest burden of maternal mortality in the world. The current maternal mortality
ratio (adjusted) is estimated at 230 per 100,000 live births3.
B. JHARKHAND STATE
a. Demographic characteristics
The word Jharkhand means ‘forest land’. The state of Jharkhand was created on
November 15, 2000 as the 28th state of India. The total geographical area of the
State is 79,720 sq. km. The State is divided into 22 districts with 211 blocks and
32,615 villages. The population growth rate of Jharkhand (23.19%) was higher than
the national average (21.34%) during 1991-2001. About 40.4% of the State
population lives below the poverty line4 as compared to the estimated national
average of 26%.5
Jharkhand’s per capita income is $280 USD (compared to $470 USD nationally)
and only 24% of households in Jharkhand have electricity (compared with 60% in
2

3

UNDP. Human Development Report. 2005.

UNICEF, accessed on 22/4/12 at http://www.unicef.org/infobycountry/india_statistics.html
http://business-standard.com/india/news/about-275-people-live-below-poverty-line/379163/
5
National Rural Health Mission, http://www.mohfw.nic.in/NRHM/State%20Files/jharkhand.htm
4
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India as a whole). Scheduled tribes comprise 28% of the total population of
Jharkhand compared to only 8% nationally. There are 31 scheduled tribes in the
State with Santal, Munda, Oraon and Ho constituting 78% of the total tribal
population. The adult literacy rate in Jharkhand is 53.6% compared 64.8%
nationally. However, the female adult literacy rate in Jharkhand is much lower at
38.9%6. Tribal populations often live in remote, rural areas that have limited
access to electricity, sanitation, education, and health services.
b. Health Indicators
i. Child Health
The crude birth rate of the State is 25.8 per 1,000 population compared to national
average of 22.8. The estimate of the crude death rate for Jharkhand is 7.1 per
1,000 population (national rate 7.4). Jharkhand has an infant mortality rate (IMR)
of 46 per 1,000 live births. Of these, 60% are neonatal deaths, occurring within the
first 28 days of life. Neonatal deaths are primarily attributed to premature birth,
infections and birth asphyxia. Childhood mortality is also high, as one-fourth of all
deaths take place between the ages of one and four7. Beyond the first four months
of life, much of the morbidity and mortality in this State can be attributed to poor
nutrition including lack of micronutrients, poor breastfeeding practices and low
immunization rates (Table 2).
Table 2. Critical Child Health
Indicators in Jharkhand, India8
Indicator
Percentage
Percent of children 0-35 10.9
months
immediately
breastfed
Percent of children under 57.8
6 months
exclusively
breastfed
Percent of children 6-35 77.7
months anemic
Percent of children 0-35 41.0
months stunted
Percent of children 0-35 59.2
months underweight
Percent of children 12-23 34.5
months fully immunized

About 50% of all childhood deaths in
India are attributable to malnutrition9. In
Jharkhand, more than half of all children
under three years of age are
Under weight. Less than 15% of infants
are breastfed within one hour of birth.
Just over half of the children under four
months of age are exclusively breastfed
and almost eight of every 10 children
suffer from some form of anemia.

In Jharkhand, many infectious diseases
remain
highly
prevalent.
Malaria
continues to be highly endemic with
frequent epidemic outbreaks. In a
household survey conducted among the
tribal villages of Raj Mahal hills in
Sahibganj district, mothers reported that
malaria accounts for 56.6% of child
morbidity and approximately half (48%) reported that at least one person from her
family had suffered from malaria in the past three months10.

6
7

8
9

Census of India 2001
Jharkhand Population and Reproductive and Child Health Policy, 2004.

NFHS -3 2005-06

World Health Organization (WHO). Improving Maternal, Newborn and Child Health in the South-East Asia Region.
2005.
10
Population Foundation of India, 2005.
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b. Maternal Health
In Jharkhand, the maternal mortality ratio is 312 per 100,000 live births. The major
causes of maternal mortality are hemorrhage, anemia, and sepsis11. Many of the
causes of maternal mortality are due to insufficient antenatal care, lack of skilled
12
care at delivery, and absence of postnatal care (Table 3). .
Just about a third of pregnant women in Jharkhand made 3 visits to a health facility
for care when they were pregnant. More than 80% of deliveries took place in a
setting outside of a health care facility. Skilled assistance at delivery was available
to less than a third of mothers, and less than a fifth received a visit form an
appropriate health care worker within 2 days of delivery. Almost 7 of every 10
women in the reproductive age group suffer from anemia, and more than 4 of every
10 are underweight.
Table 3. Critical Maternal and Newborn
Health Indicators in Jharkhand, India 13
Indicator
Percentage
Percent of births whose mother 36.1
received at least 3 antenatal
check-ups
Percent
of
births
whose 28.7
mothers
were
assisted
at
delivery by a skilled health
professional
Percent of births delivered 80.8
outside a medical facility
Percent of births that were 17.0
followed
by a postpartum
check-up within 2 days of
delivery
Percent of women with anemia
68.4
Percent of women with low BMI 42.6

Overall, these results show that
utilization of health services in
Jharkhand
during
pregnancy,
during delivery, and after childbirth
remains very low. They also point
to the important role of traditional
birth attendants (TBAs) for the
large majority of births that occur
at home14.

Maternal mortality is reported to
be very high in many of the tribal
areas as well. MMR in the Raj
Mahal hills is 460 per 100,00015.
The high MMR is mainly due to
unhygienic
practices
during
delivery. In many of the villages
where they have no trained birth
attendant,
the
delivery
is
conducted by the husband according to tradition. Very few referrals are made to
health facilities due to the lack of knowledge of maternal danger signs and the
inaccessibility of health facilities.
During pregnancy, most tribal women do not eat more food. Santal tribal women
often reduce their food intake because of the fear of recurrent vomiting and also to
ensure that the baby may remain small so that the delivery is easier. Only 33% of
pregnant women receive IFA tablets; however, the compliance to IFA is low due to
lack of information provided on its associated symptoms like nausea and tough
stools. Vitamin A and iodine deficiencies, lack of knowledge of health care, lack of
health facilities or personnel in the village, inaccessibility of the area, and infectious
diseases such as malaria, Kala-azar are other causes of high mortality.
11

12
13
14
15

Sample Registration System of India (SRS), 1998.

NFHS 3 2005-06
NFHS 3, 2005-06
Ibid.
Prem Jyoti Hospital, 2005
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C. SAHIBGANJ DISTRICT
Sahibganj district has similar socioeconomic and demographic characteristics
compared to the rest of Jharkhand. However, 89.4% of the total population of
Sahibganj lives in rural areas
Table 5. Health Facilities in Sahibganj District
and only 37.6% of the adult
Type of Units
No. of No. of No. of
population is literate (26.6% for
Units
Beds
Doctors
females).
IMR in Sahibganj Sadar Hospital
1
60
9
district is 67 per 1,000 live Referral Hospital
2
60
5
births16 and in some of the Primary Health Center 7
42
17
tribal villages in Raj Mahal hills Additional PH Center
10
60
10
the IMR is as high as 147 per Health Sub-Center
141
----1,000 live births17. The high Family Welfare Center 7
----rate is mainly due to low birth Maternity
&
Child 2
----weight,
lack
of
basic Health Center
knowledge of mothers about District T.B. Center
1
--1
danger signs, inaccessibility of EHA,
Prem
Jyoti 1
15
2
health care facilities, and Hospital
infectious diseases such as
malaria and Kala Azar.
The Parivartan child survival project has been funded for five years and has
covered the district of Sahibganj with a population of 927,770. The project aimed to
benefit a total of 188,511 women of childbearing age and 161,950 children less
than five years of age, with 32,390 under one year of age.

1.3. Local Health Service Delivery and National Protocol
1.3.1. Health service delivery in the project area
Maternal and Child Health services are currently delivered by the State to the
people of India as part of the National Reproductive and Child Health (RCH)
program of the Ministry of Health and Family Welfare. The RCH program provides
essential obstetric care, emergency obstetric care, essential newborn care, and
family planning. These services are delivered by Doctors and ANMs through the
PHCs and HSCs at the rural area, and Community Health centers, Subdivisional
hospitals, District hospitals and teaching hospitals at higher levels. At the rural
area, each PHC covers a population of approximately 25,000 to 30,000 while each
HSC covers a population of approximately 3,000 to 5,000..
The physical health infrastructure of Jharkhand consists of a public sector with
three medical colleges; 12 district hospitals; 18 sub-divisional hospitals; 47
Community Health Centers (CHCs), or referral hospitals; 103 primary health
centers (PHCs); 368 additional primary health centers; and 4,462 health subcenters (HSCs). Additionally, there are 122 ayurvedic, 54 homeopathic and 30
Unani dispensaries. There is one regional family planning training center and 11
training institutions for Auxiliary Nurse Midwives (ANMs) in the State. The existing
16
17

Reproductive and Child Health Survey II (RCH-2), 2000.
Prem Jyoti Hospital. Annual Report. 2005.
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public health infrastructure is grossly inadequate in relation to the population and
geographic spread of the State. As per the Government of India (GOI) norms, there
exists a shortage of 2,053 HSCs, 854 PHCs and 200 CHCs18. There are 1,219
doctors with a shortfall of 1,412. There are 1,252 multi-purpose health supervisors,
yet a need for 1,196 more. There are only 3,915 female multi-purpose workers and
423 male multi-purpose workers, with shortfalls of 1,949 and 4,809 respectively.
The health care delivery system in India comprises agencies within the public and
private sectors. Public health care delivery systems are generally perceived as
being crowded, and of poor quality. But they are largely free, and this makes them
attractive to the poor and underprivileged. The private sector is a major player in
health care provision, and while quality of care is generally better, they are seen as
profit driven, and sometimes exploitative. In Jharkhand, seventy percent of
households use private doctors or private hospitals/clinics for treatment. Only 19%
normally use the public sector. Among the poor, utilization of public sector services
is even lower (16%). Low utilization of public sector services are largely due to poor
access to services, understaffed facilities, poor infrastructure and low quality of
services.
1.3.2. National Protocol – Reproductive and Child Health
Promotion of maternal and child health has been one of the most important
objectives of the Family Welfare Program in India, which was subsequently called
the Child survival and Safe Motherhood Program. Currently, maternal and child
health is part of the National Reproductive and Child Health Program (RCH) which
was launched in October 1997. The RCH Program incorporates the components
covered under the Child Survival and Safe Motherhood Program and includes an
additional component relating to reproductive tract infection and sexually
transmitted infections.
The services contained in the RCH program are :
1. Care of pregnant women - prenatal, natal and postnatal services
2. Immunization against 6 vaccine preventable diseases i.e. TB, Diphtheria,
Tetanus, Pertussis, Polio and Measles and provision of 5 doses of Vit A to children
3. Distribution of Iron Folic Acid tablets for Anemia against pregnant women
4. Treatment of Diarrhea and Pneumonia in children
5. Spacing methods - permanent and temporary
6. MTP services
7. Emergency Obstetric Care services
8. Nutrition counseling and distribution of complementary foods
9. Management of Reproductive tract infections and sexually transmitted diseases
like HIV/AIDS
Broadly, the RCH program aims to universalize immunization, ante-natal care,
skilled attendance during delivery as well as care for common childhood ailments.
Greater stress on improving neonatal care at all levels, hospital, homes and
community aims to substantially reduce infant mortality. The RCH Program aims at

18

Sarva Swasthya Mission, Government of Jharkhand
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eradication of poliomyelitis while selectively introducing Hepatitis B in the UIP
package.
a. Maternal Health components
Essential obstetric care intends to provide basic maternity services to all pregnant
women. The RCH Program aims at providing at least 4 prenatal checks including
weight and blood pressure check, abdominal examination, immunization against
tetanus, iron and folic acid prophylaxis and anemia management. Since
complications associated with pregnancies are not always predictable, emergency
obstetric care is an important intervention to prevent maternal morbidity and
mortality. The RCH Program aims at strengthening the emergency Obstetric Care
Services and making First Referral Units operational.
b. Child Health components
The initiatives for improved child health as part of the RCH program are:
1. Control of deaths due to A.R.I. by standard case management,
2. Control of deaths due to diarrheal diseases by promoting the use of ORT.
3. Provision of essential new born care
4. Vitamin-A supplementation to children 6 months to 3 years of age.
5. Iron Folic Acid supplementation to children under five years of age.
6. Implementation of Exclusive breast feeding upto to the age of 6 months and
appropriate practices related to complementary feeding.
7. Integrated Management of Neonatal and Childhood Illnesses(IMNCI): This
program offers a comprehensive package for the management of the most
common causes of childhood illnesses i.e sepsis, measles, malaria, diarrhea,
pneumonia and malnutrition

1.4. Project Objectives and Strategies
GOAL
The goal of the Parivartan Child Survival program is to improve nutrition among
children under the age of five and reduce mortality among mothers and newborns
through building and sustaining community capacity.
OBJECTIVES
Over the five-year program period, Parivartan has sought to achieve four strategic
objectives in the project area, which are:
1) Strengthen Public Private Partnerships for Maternal and Child Health services
2) Improve utilization of Quality maternal and new born care
3) Improve nutrition among children
4) Prevent and properly treat infectious diseases among women and children,
including Malaria, Diarrheal disease and Pneumonia
Areas of Technical Intervention include:
a. Maternal Newborn care (40% effort)
b. Breastfeeding and Nutrition (20%)
c. Immunization (10%)
d. Prevention of Diarrhoeal Disease (10%)
e. Prevention and control of Malaria (10%)
f. Pneumonia Case management (10%)
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BROAD STRATEGIES
The Parivartan project has worked in synergy with the Government at State and
local levels enhancing the reach and effectiveness of the interventions already
being delivered by the personnel of the Health & FW department and of the ICDS.
The Ministry of Health and Family welfare, Government of India has developed a
new position under the National Rural Health Mission (NRHM) called the
Accredited Social Health Activist (ASHA), locally called a Sahiya. The ASHA is a
Community Health Volunteer that is recognized by the Government of India. Some
of the duties of the ASHA include creating awareness and providing information to
the community, counseling women on reproductive and child health issues,
mobilizing the community to access health services available at the
village/HSC/PHC, accompanying pregnant women and children requiring treatment
or admission to the nearest pre-identified health facility and acting as a depot
holder for essential provisions being made available to every village.
The policy of the Government is to encourage delivery at institutions, and minimize
home deliveries. However, in those cases where home deliveries do take place,
the Government model includes the training of Traditional Birth attendants, so that
skilled assistance may be available during home delivery in the form of Trained
Traditional Birth Attendants (TTBAs).
The Parivartan project has worked with and through the health care personnel of
the RCH program. It has strengthened their capabilities through training and
support of the ASHA and TTBA and has complemented their services by playing
an enabling role. Some of the strategies used are as follows:
a. Maternal Newborn care
The CS project focused on a set of essential services for mothers and newborns by
training and capacity building of service staff. Interventions included strengthening
Village Health and Sanitation Committees (VHSCs), training Traditional Birth
Attendants (TBAs), and building the capacity of the Health Sub Centers (HSCs)
and the Anganwadi Centers (AWCs). The curricula have been developed by
EFICOR with technical assistance from ICDS, the NRHM and Prem Jyoti Hospital.
The trainings are integrated with GOI programs including RCH, ICDS, NRHM and
the IMNCI strategy. The training has focused on ten high-impact, low-cost,
community-based interventions including Birth preparedness, Administration of TT
vaccine, Clean delivery and infection prevention, Referral link to emergency
obstetric care and newborn care, Cord care, Thermal care, Immediate and
exclusive breastfeeding, Referral and treatment of maternal and newborn
infections, Adequate maternal nutrition and Prevention/treatment of anemia.
b. Breastfeeding and Nutrition
The Nutrition strategy aimed at improving nutritional status of children by improving
access of children in the district for growth monitoring and supplementary nutrition
services at AWWs. This was done by training of AWWs and by lobbying at the
district level to ensure that growth monitoring hardware in the form of functioning
weighing scales and growth monitoring cards were available.
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c. Immunization
The Parivartan project has collaborated with ICDS and the NRHM to deliver the
basic WHO schedule of immunizations to children in the first year of life.
Vaccination cards were distributed during the first visit of the ASHA to each
household following the birth of a child. Project staff visited the routine
immunization s i t e s and provided s u p p o r t i v e supervision to the ANMs, AWWs,
ASHAs and Anganwadi Helpers to improve quality of services. Action plans were
prepared with the aid of the ANMs and MOIC to find the ‘left out’ and ‘hard to
reach’ areas. Absence of government staff at immunization sites was brought to
the attention of concerned government officials, and it was ensured that adequate
staff was present at each session.
d. Prevention and treatment of Infectious Disease
The CS project worked with the National Vector Borne Diseases Control Program
to bring comprehensive, multi-faceted public health interventions to each village in
Sahibganj. Parivartan used advocacy and lobbying to make ITNs available to
families with pregnant women and children under the age of five at a subsidized
cost. It was envisaged that ASHAs would also provide preventive treatment for
pregnant women to reduce maternal anemia and low birth weight. The project
worked to enhance the availability and use of ORS during an episode of diarrhea,
while encouraging the mothers to seek care for their child's illness. The use of safe
water was encouraged, and health care providers at the sub center and PHC level
were trained on the danger signs of childhood illness including Acute Respiratory
Infection.
CROSS CUTTING STRATEGIES
The cross cutting strategies which the project employed in order to achieve the
objectives include community mobilization, supportive supervision, behavior
change communication, quality improvement and sustainability.
a. Community Mobilization
The Community mobilization strategy of the Parivartan project was largely
centered on the Village Health and Sanitation committee concept of the NRHM.
The VHCs are organizations formed of members from a village, who are responsible
for selecting the ASHA for the village, and for overseeing the implementation of all
National Health programs at the village level.
While the formation and establishment of the VHCs has been entrusted by the
NRHM to other NGOs, the Parivartan project has been assisting with training and
technical support to the VHCs. The project staff conducted regular meetings at the
villages and has helped VHCs to open bank accounts and obtain untied funds to
place in the account. Coordination meetings were organized with Primary Health
Center (PHC) and VHC members at the PHC level, one of the benefits of which is
that VHCs learned about current available health services.
b. Behavior Change Communication
The Parivartan project has used the BEHAVE framework to improve behavior
change communication efforts. The BEHAVE framework, enables managers,
planners, local staff, and the community to strategically plan for behavior change in
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a v a r i e t y o f s e t t i n g s . Specific methods of BCC used by the project
include Kalajathas (story-dramas), individual and group counseling, and the
preparation and distribution of printed educational material.
c. Supportive supervision
The Parivartan project recognized that the ultimate service provider in the district is
the Government, through the Integrated Child Development service (ICDS) which
runs A W W s ,
and t h e D e p a r t m e n t
of H e a l t h a n d F a m i l y
Welfare,
which i s responsible for service delivery through the PHCs. The
project therefore developed a good relationship with the staff at the AWKs (of the
ICDS) and the PHC/HSC (of the Department of H & FW), assisting them in
delivery of services like Immunization and Growth monitoring. Project staffs
were not seen as “fault-finders”, rather as “co-workers” who helped in resolving
problems at the field level. This close partnership has resulted in the Government
staff achieving better levels of coverage in their service areas.

1.5. Survey Objectives
The purposes of this Final KPC Survey are primarily two-fold:
1. To document the levels of knowledge and practices of mothers of young
children, and the coverage of selected health services in the project area, with
reference to maternal and child health
2. To compare current levels (at the final stage - 2012) with the estimates at
baseline (2008), and at midterm (2010).
Additional goals and benefits of the KPC process are the following:
1. An increased capacity of project staff to collect, analyze and use information for
decision-making, which may be of use to them as they contemplate the future
2. A credible database of the maternal and child health status of the region, which
can be presented to the Government of Jharkhand and the District
administration as a status document
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2. PARTNERSHIP AND CAPACITY BUILDING
2.1. Involvement of local partners / stakeholders in the KPC survey
The Government of Jharkhand and USAID were kept informed regarding the Final
survey process. It was not planned to involve government personnel in conducting
actual interviews due to their existing schedules and responsibilities, and the
potential for bias to enter into the study. Contact and communication between
survey and Government personnel like the ANM or AWW was encouraged,
building on the relationship that has been built up during project implementation.
Results of survey data will be shared with the Government at district and State
levels, for eliciting feedback as to possible reasons and implications of particular
results.

2.2. Capacity-Building of Project staff
All the Block Coordinators and some of the cluster supervisors of the Parivartan
project were involved in the survey process. The Project manager, finance officer
and all block c-ordinate’s served as members of the Survey Core Team. Many of
the staffs of the program were involved in the baseline and midt erm KPC surveys,
so the Final survey served as a refresher exercise in the area of quantitative
assessment. Before the survey trainer arrived, key staff of EFICOR and CRWRC
had been given a preliminary plan of survey implementation and logistics, with
advance guidelines sent by the trainer as a preparation “checklist”. Additionally,
they had completed an adaptation and necessary modification of the Hindi survey
questionnaire used at baseline.
During the survey training, the Core team including the Project Manager and Block
coordinators worked with the survey trainer during training sessions. This way,
Core T e a m s t a f f e x p e r i e n c e d
at first h a n d t h e t r a i n i n g o f
s u p e r v i s o r s and interviewers, which should enable them to implement similar
training in the future. During the data collection process, Core Team members
coordinated the activity with the assistance of the ST. Also, block coordinators of
the project accompanied the survey teams so that they could get a feel of the data
collection process.
The Survey trainer designed the data entry files, and oriented the Finance manager
to the process of data entry. Data entry staff were hired locally and trained on data
entry using EPI INFO version 6.04c.
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3. METHODS
3.1. Questionnaire Development
The questionnaire consisted of 73 questions, most of which were related to the
principal project objectives and were designed to collect information from mothers
of children under 24 months of age. Questionnaire development started with the
CSTS KPC 2000+ modules, with appropriate questions added from the latest
version of the Rapid CATCH instrument. Questions not found relevant to current
objectives were removed, and questions added to capture important information.
The draft was prepared by the survey trainer and was e-mailed to the project Core
team and to EFICOR/CRWRC. Following discussion, adaptation and modification
of the Hindi questionnaire was undertaken by project staff and the final
questionnaire for use was prepared.

3.2. KPC indicators
3.2.1 Indicators
The Parivartan CSP has project indicators in the areas of Maternal and Newborn
Care, Immunization, Nutrition and Prevention, treatment of Malaria, Control of
Diarrheal Disease and Pneumonia Case management. Final levels of key
indicators in these areas can be measured through a KPC survey. Those project
indicators are the following:
Objectives

Indicators

1. RESPONDENT BACKGROUND CHARACTERISTICS
Percentage mothers of children under two years of age who can
Maternal Literacy
read a sentence from the standard literacy card
2. MATERNAL AND NEWBORN CARE
Adequate
Child o Percentage of children age 0-23 months who were born at
least 24 months after the previous surviving child
Spacing
Birth Spacing

o

Percentage of children age 0- 23 months who were born at
least 36 months after the previous surviving child

Community-based
antenatal care for
women aged 15-49

o

Percentage of mothers of children aged 0-23 months having
at least three/four antenatal visits when they were pregnant
with their youngest child

o

Percentage of mothers of children aged 0-23 months who
saw a qualified provider for antenatal care

62

Parivartan Child Survival Program
Final KPC Survey report – April 2012

Objectives
Community-based
antenatal care for
women aged 15-49

Indicators
o Percentage of mothers of children aged 0-23 months who
received at least two TT vaccinations before the birth of their
youngest child
o

Clean delivery
practices

Home-based postpartum care for
mothers age 15-49
and newborns during
the first 6 weeks of
life.

Thermal care of
newborns.

o

Percentage of mothers of children aged 0-23 months who
received/bought iron supplements while pregnant with their
youngest child/ and consumed iron supplements for at least
90 days during their last pregnancy
Percentage of institutional deliveries

o

Percentage of births where a cord was cut with a new or
clean instrument or a clean birth kit was used

o

Percentage of children age 0-23 months whose births were
attended by skilled personnel
Percentage of mothers of children age 0-23 months who
received a post-partum visit from an appropriate trained
health worker within three days after the birth of the youngest
child

o

o

o

Knowledge of danger o
signs in the antenatal
and postnatal period
o

Percentage of children age 0-23 months who received a postnatal visit from an appropriate trained health worker within
three days after the birth of the youngest child
Percentage of children age 0-23 months who were dried and
wrapped with a warm cloth or blanket immediately after birth
(before the placenta was delivered)
Percentage of mothers able to report at least three known
maternal danger signs during the antenatal period
Percentage of mothers able to report at least three known
maternal danger signs during the post-partum period

o

Percentage of mothers able to report at least three known
newborn danger signs

o

Percentage of newborns who were put to the breast within
one hour of delivery and did not receive pre-lacteal feeds

o

Percentage of children 0-5 months who were exclusively
breastfed during the last 24 hours

Infant and young child o
feeding practices

Percentage of children age 6-23 months fed according to a
minimum of appropriate feeding practices

3. NUTRITION
Immediate and
exclusive
breastfeeding
practices among
mothers
Exclusive
breastfeeding up to 6
months

o

Percentage of infants who received
solid/mushy foods at age 6 to 9 months
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Indicators
Objectives
Coverage of vitamin
o Percentage of children age 9-23 months who received a dose
of vitamin A in the last 6 months
A supplementation for
children under 5
Underweight among o
children less than five
years of age

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

Colostrum
administration

o

Percentage of children 0-23 months who were fed colostrum
in the first three days of birth

o

Percentage of children 20-23 months who are currently
being breastfed

Persistence
breastfeeding

of

Nutrition
among o
pregnant women and
nursing mothers

4. IMMUNIZATION
Immunization
coverage among
children age 12-23
months

Percentage of women who have a low BMI (<18.5 kg/m2)

o

Percentage of children age 0-23 months who received BCG,
DPT3, and measles vaccines before they reached 12 months

Access to
immunization
services

o

Percentage of children age 12-23 months who received a
DPT1 vaccination before they reached 12 months

Performance
regarding
immunization
services

o

Percentage of children age 12-23 months who received a
DPT3 vaccination before they reached 12 months

Increase rate of
o
measles vaccination
among children under
five

Percentage of children age 12-23 months who received a
measles vaccination

5. MALARIA – PREVENTION AND TREATMENT
Immediacy
of o Percentage of children 0-23 months with fever in the last two
treatment for fever
weeks who were taken for treatment on the same day or the
next day
Malaria prevention
o
among pregnant
women and children
less than five years of
age

Percentage of children age 0-23 months who slept under an
ITN the previous night
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Objectives
Coverage of ITN
among households

Indicators
o Percentage of households of children 0-23 months that own
at least one ITN

Coverage of
antimalarial
prophylaxis among
pregnant women

o

Percentage of mothers of children 0-23 months who took antimalarial medicine to prevent malaria during pregnancy.

6. CONTROL OF DIARRHEAL DISEASE
Diarrhea – ORT use o Percent of mothers of children under 2 years of age who
gave their child an accepted form of ORT when the child had
diarrhea
Diarrheal disease –
place of treatment

o

Percent of mothers of children under 2 years of age who
seek care from a qualified provider when their child shows
danger signs of diarrhea

Diarrheal disease –
treatment with Zinc

o

Percent of children under 2 years of age who were treated
with a medication containing Zinc during their episode of
diarrhea

7. PNEUMONIA CASE MANAGEMENT
ARI – place of o Percent of mothers of children under 2 years of age who
treatment
seek care from a qualified provider when their child shows
danger signs of acute respiratory infection
8. WATER & SANITATION
Point of Use (POU)
o Percentage of households of children age 0-23 months that
treat water effectively
Sanitation – use of o
soap
for hand
washing
9. DEWORMING
Deworming

o

Percentage of households of children age 0-23 months that
have soap or detergent which is normally used for hand
washing

Percentage of children 12-23 months of age who were given
anthelminthic medicine in the 6 months preceding survey

Final levels of these key project indicators as measured in this survey are
presented later in the report.

3.3. Sample Size Determination
The sample size for this survey was calculated using the following formula:
n = Z2 (p x q) / d2
where n = sample size; Z = statistical certainty chosen; p = estimated prevalence /
coverage rate; q = 1 - p; and d = precision desired.
The value of p was defined by the coverage rate that requires the largest sample
size (p = .5). The value d was the precision, or margin of error, desired (in this
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case d = 0.1). The statistical certainty was chosen to be 95% (Z = 1.96). Given
the above values, the following sample size (n) needed was determined to be:
n = (1.96 x 1.96)(.5 x .5)/(.1 x .1)
n = (3.84)(.25)/.01
n = 96
It would be very time-consuming to randomly select an identified individual from the
survey population, and then perform this selection 96 times to identify a sample of
n = 96. A random selection of this nature would also require a sampling frame
including every mother of a child under two years in the project area. Census lists
exist in this project area, but limited time frame did not permit verification of their
completeness and assurance that they were up-to-date. This survey, therefore,
followed the two-stage cluster sample survey method in which the population is
divided into clusters, and several individuals within each cluster are selected to
reach the required sample size. In order to compensate for the bias which enters
the survey from interviewing persons in clusters, rather than as randomly selected
individuals, experience has shown that the sample size used in a cluster survey
should be approximately double the number of that required for a simple random
sample (calculated using the formula above). This yields a figure of 192 (96 x2). In
the surveys used to estimate immunization coverage, the figure of 192 was
increased to 210, so as to yield 7 individuals in each of 30 clusters. In the case of
cluster sampling for a KPC survey, a sample size of 300 (10 respondents in each
of 30 clusters) is generally used so as to ensure that sub-samples are large
enough to obtain useful management type information.
The Final KPC survey for the Parivartan CS project used a sample size of 300.

3.4. Selection of the Sample
Respondents were selected following the cluster sampling method described in the
literature and used and recommended by the WHO and others. The sample
consisted of 300 mothers of children younger than 24 months from 30 “clusters”.
The census population list for Sahibganj district was used as the sampling frame,
with villages being the unit of sampling. The 30 clusters were chosen throughout
the 9 blocks of the district using a population-weighted systematic sampling
method. Since the blocks have different populations, different numbers of clusters
were randomly chosen in each block.
The populations used in the sampling
process, along with the chosen clusters are shown in Appendix B.
In one case, there were two clusters located in a single town - Sahibganj. Survey
personnel were assisted with maps and definitions of potential cluster boundaries,
and from these cluster sites were randomly selected and further sub-divided when
necessary. When the survey teams reached their designated cluster sites each
day, the center of the community was located, and an initial direction was randomly
selected. The houses in the direction were counted, reaching to the periphery of
the cluster or sub-division, and then a random number equal to or less than the
number of houses was chosen, usually by serial numbers on a currency note. The
team supervisor was in charge of the process of selection of first household; once
the first household was chosen, the interviewers proceeded by always choosing
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The closest house to the one just interviewed till the required number of mothers
with children less than 23 months of age (10) were identified.

3.5. Training
The overall coordination of the training schedule and sessions was facilitated by
the P a r i v a r t a n p r o j e c t s u r v e y C o r e t e a m . They h a d a l s o b r i e f e d
t h e s u r v e y personnel in advance of the survey trainer’s arrival. All the personnel
were from the local area, and were familiar with the language and culture of the
district. It was decided to deviate somewhat from the standard procedure of
training only supervisors for the first day, followed by supervisors and interviewers
together for an additional three days. Rather, all individuals were included in three
days and a half of training. The first three days were spent in teaching general
methodology and rationale of the cluster survey process to all participants,
and individual supervisor training was provided after field-testing of the instrument
on the fourth day of training. It was found useful to include a session on basic
issues relating to Maternal and Child Health to orient the core team, supervisors
and interviewers to the issues and terminology used in a KPC survey of a CS
project. (See Appendix D for the training schedule.)

3.6. Data collection and quality control procedures
Data collection for all 300 households took place over three days, conducted by ten
teams of four persons each (one supervisor and 3 interviewers). Surveys took
approximately 30 minutes per household. Several steps were taken to ensure
quality control at all steps of the process:
• D e s i g n of survey instrument: Checks on the translation were made by
several members of the Survey Core Team and by survey personnel during
training, and a final check was made during field testing.
• S e l e c t i o n of first household: Core team members went to the field
during the field testing, during actual data collection and supervisors reported
on the first household selection procedure every day
• C o n d u c t i n g of Interviews:
Supervisors were asked to observe one
interview of each interviewer each day, randomly selected. Three block
coordinators of the project ( members o f
the
Survey
Core
team)
accompanied three randomly picked teams to cluster sites and observed the
process of data collection each day.
• Evening review: The supervisors were met by the survey trainer and co
ordinator every evening for a quick review of the survey forms and process.
• Accuracy of data entry was verified by checking a randomly selected 20% of
questionnaires entered by each of the three data entry operator teams.
In initial planning of the survey process, it was decided that the primary route of
data analysis would be through computer tabulation using Epi info 6.04c which
would be used also at the analysis stage. Four teams of two members each were
engaged full-time for four days to assist in data entry and verification. All data
entry teams had some previous experience with computer use but the data entry
process used in this survey was new. It was therefore necessary to use the whole
of day 1 of data entry in training and practice entries. The project finance officer,
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who had participated in similar data handling prior to this, coordinated the process
along with the Survey Trainer..
Percentages were the primary point estimates calculated for project indicators.
Additionally, 95% confidence intervals are given for the key project indicators,
along with the estimate of the design effect.
These confidence intervals were
calculated using the CSample module of Epi Info 6.04c, which takes into account
the design effect (potential inflation of sampling error) produced through using the
cluster sampling methodology.
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4. SURVEY RESULTS
4.1 RESPONDENT BACKGROUND CHARACTERISTICS
Indicators
NUMER- DENOMINA- PERCENT
ATOR
TOR
Age and Sex distribution of children in the survey
Sex
Male children 0-23 months
Female children 0-23 months

162
138

300
300

54.0
46.0

Age
0-5 months
6-8 months
9-11 months
12-23 months

86
69
33
112

300
300
300
300

28.7
23.0
11.0
37.3

166

300

55.3

147

300

49.0

95

300

31.7

80

300

26.7

Fever, Diarrhea and ARI among children 0-23 months
Children 0-23 months with fever in the 2 weeks preceding
survey
Children 0-23 months with diarrhea in the 2 weeks
preceding survey
Children 0-23 months with cough or difficult breathing in the
2 weeks preceding survey
Maternal Literacy
Percent mothers of children 0-23 months of age who can
read a sentence on the standard literacy card

4.2 KEY PROJECT INDICATORS
Indicators

PREVIOUS
ASSESSMENTS
Baseline

FINAL
ASSESSMENT
FINAL

2008 (%)

1. MATERNAL AND NEWBORN CARE
A. Birth Spacing
Percentage of children age 0-23 months who
were born at least 24 months after the previous
surviving child

72.3

76.2

75.4

68.4-82.4
(1.3)

NA

Percentage of children age 0- 23 months who
were born at least 36 months after the previous
surviving child

39.1

38.8

41.4

34.8-47.9
(0.9)

NA

2012 (%)

*Targets indicated where available, which were suggested in 2010

69

95% CI
(Design
Effect)

TARGET*

Mid
Term
2010 (%)

Parivartan Child Survival Program
Final KPC Survey report – April 2012

Indicators

PREVIOUS
ASSESSMENTS
Baseline

B. Community Based Antenatal care
Percentage of mothers of children aged 0-23
months having at least three antenatal visits
when they were pregnant with their youngest
child
Percentage of mothers of children aged 0-23
months having at least four antenatal visits
when they were pregnant with their youngest
child
Percentage of mothers of children aged 0-23
months who saw a qualified provider for
antenatal care
Percentage of mothers of children aged 0-23
months who received at least two TT
vaccinations before the birth of their youngest
child
Percentage of mothers of children aged 0-23
months who received/bought iron supplements
while pregnant with their youngest child/ and
consumed iron supplements for at least 90
days during their last pregnancy

FINAL
ASSESSMENT
FINAL

2008 (%)

2012 (%)

23.3

54.3

68.7

58.4-78.9
(3.8)

60

8.6

10.3

25.3

16.9-33.7
(2.9)

NA

48.6

76.0

80.3

71.0-89.6
(4.2)

NA

69

85.7

86.0

76.5-91.5
(3.3)

90

3.7

46.3

51.3

42.1-60.6
(2.7)

NA

14.6

28.0

46.0

33.1-58.9
(5.3)

NA

89.0

96.0

99.0

97.6-100
(1.6)

95

26.6

37.3

64.3

52.6-76.1
(4.7)

45

26.0

40.6

58.7

48.1-69.3
(3.6)

45

25.7

37.6

60.3

49.2-71.5
(4.1)

40

C. Clean Delivery Practices
Percentage of institutional deliveries

Percentage of births where a cord was cut with
a new or clean instrument or a clean birth kit
was used
Percentage of children age 0-23 months whose
births were attended by skilled personnel
D. Post Partum Care
Percentage of mothers of children age 0-23
months who received a post-partum visit from
an appropriate trained health worker within
three days after the birth of the youngest child
Percentage of children age 0-23 months who
received a post-natal visit from an appropriate
trained health worker within three days after the
birth of the youngest child

*Targets indicated where available, which were suggested in 2010
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Indicators

PREVIOUS
ASSESSMENTS
Baseline

FINAL
ASSESSMENT

2008 (%)

E. Thermal Care of newborns
Percentage of children age 0-23 months who
were dried and wrapped with a warm cloth or
blanket immediately after birth

69.3

85.0

91.7

87.6-95.8
(1.7)

85

F. Knowledge of danger signs
Percentage of mothers able to report at least
three known maternal danger signs during the
antenatal period

0.7

61.7

83.7

74.7-92.7
(4.6)

75

1.7

76.6

88.3

80.3-96.3
(4.8)

75

Percentage of mothers able to report at least
three known newborn danger signs

4.3

72.0

83.3

75.5-91.2
(3.5)

75

2. CHILDHOOD AND ADULT NUTRITION
A. Early Initiation
Percentage of newborns who were put to the
breast within one hour of delivery and did not
receive pre-lacteal feeds

19.3

38.0

55.3

45.6-65.1
(3.0)

50

B. Exclusive breastfeeding and colostrum
Percentage of children 0-5 months who were
exclusively breastfed during the last 24 hours

70.3

56.1

76.7

66.2-87.2
(1.4)

75

Percentage of children 0-23 months who were
fed colostrum in the first three days of birth

60.7

80.0

88.3

84.192.5
(1.3)

NA

C. Infant and young child feeding and persistence of breastfeeding
Percentage of children age 6-23 months fed
according to a minimum of appropriate feeding
25.5
29.5
practices

57.5

50.9-64.1

50

Percentage of infants who received breast milk
and solid/mushy foods at age 6 to 8 months

44.1

28.8

73.4

61.5-85.3
(1.5)

NA

Percentage of children 20-23 months who are
currently breastfed

85.7

92.5

100

D. Vitamin A Coverage
Percentage of children age 9-23 months who
received a dose of vitamin A in the last 6 months

20.6

51.8

54.5

Percentage of mothers able to report at least
three known maternal danger signs during the
post-partum period

FINAL
2012 (%)

*Targets indicated where available, which were suggested in 2010
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Indicators

PREVIOUS
ASSESSMENTS
Baseline

FINAL
ASSESSMENT

2008 (%)

2012 (%)

44.9

41.0

34.3

28.5-40.2
(1.2)

NA

Percentage of women who have a low BMI
(<18.5 kg/m2)

41.8

39.7

40.3

33.4-47.3
(1.6)

35

3. IMMUNIZATION
A. Full Immunization
Percentage of children age 0-23 months who
received BCG, DPT3, and measles vaccines
before they reached 12 months

9.5

23.1

33.0

24.4-41.7
(1.0)

50

B. EPI - Access
Percentage of children age 12-23 months who
received a DPT1 vaccination before they
reached 12 months

29.3

53.8

58.9

48.6-69.2
(1.3)

60

C. EPI - Performance
Percentage of children age 12-23 months who
received a DPT3 vaccination before they
reached 12 months

21.4

40.0

55.4

43.0-67.8
(1.8)

50

D. Measles immunization
Percentage of children age 12-23 months who
received a measles vaccination

19.8

39.2

41.1

29.3-52.8
(1.7)

50

4. MALARIA – PREVENTION AND TREATMENT
A. Immediacy of treatment of fever
Percentage of children 0-23 months with fever
in the last two weeks who were taken for
treatment on the same day or the next day

56.2

71.9

84.9

78.491.5
(1.4)

NA

B. ITN Use among children 0 -23 months
Percentage of children age 0-23 months who
slept under an ITN the previous night

33.0

79.0

93.0

88.4-97.6
(2.6)

80

C. ITN possession
Percentage of households of children 0-23
months that own at least one ITN

62.3

87.6

93.7

89.0-98.3
(2.9)

90

2.6

23.7

22.7

14.9-30.5
(2.7)

30

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

D. Antimalarial prophylaxis in pregnancy
Percentage of mothers of children 0-23 months
who took anti-malarial medicine to prevent
malaria during pregnancy.

FINAL

*Targets indicated where available, which were suggested in 2010

72

95% CI
(Design
Effect)

TARGET*

Mid
Term
2010 (%)

Parivartan Child Survival Program
Final KPC Survey report – April 2012

Indicators

PREVIOUS
ASSESSMENTS

FINAL
ASSESSMENT

Baseline

FINAL

2008 (%)

2012 (%)

45.5

51.2

58.5

46.370.7
(2.3)

60

34.6

32.1

70.8

62.678.9
(1.23)

40

40.7

64.7

91.6

85.297.9
(1.3)

65

7. WATER & SANITATION
A. Water – Point of Use
Percentage of households of children age 0-23
months that treat water effectively

37.0

31.3

46.7

36.856.6
(3.1)

NA

B. Sanitation – availability of soap
Percentage of households of children age 0-23
months that have soap or detergent which is
normally used for hand washing

33.6

42.3

84.0

78.489.6
(1.8)

NA

8. DEWORMING
A. Deworming
Percentage of children 12-23 months of age
who were given anthelminthic medicine in the
6 months preceding survey

15.1

34.6

32.1

23.940.3
(0.9)

NA

5. CONTROL OF DIARRHEAL DISEASE
A. ORT use
Percent of mothers of children under 2 years of
age who gave their child an accepted form of
ORT when the child had diarrhea
B. Place of treatment for diarrhea
Percent of mothers of children under 2 years of
age who seek care from a qualified provider
when their child shows danger signs of
diarrhea
6. PNEUMONIA CASE MANAGEMENT
A. Place of treatment for ARI
Percent of mothers of children under 2 years of
age who seek care from a qualified provider
when their child shows danger signs of acute
respiratory infection

*Targets indicated where available, which were suggested in 2010
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5. DISCUSSION OF SURVEY FINDINGS
In general, the levels of key indicators are higher at the Final when compared with
the levels at baseline. Comparisons and programmatic implications will be
addressed in the sections below by health intervention area.

5.1 Maternal and Newborn Care

Table 5.1
KEY INDICATORS - MATERNAL AND NEWBORN CARE
100
90
80
70
60
Percent

50
40
30
20
10
0
3 ANC 2 TT
Skill
90 IFA
visits vacc
asst

PNC
visit - Inst
mothe del
r
26
14.6

Know
3 ANC

Mat
low
BMI

Baseline 2008 %

23.4

69

3.7

26.6

0.7

41.8

Mid term 2010 %

54.3

85.3

46.3

37.3

40.6

28

61.7

39.7

Final 2012 %

68.7

86

51.3

64.3

58.7

46

83.7

40.3

A. Background information
The number of boys in the survey is 162 and the number of girls is 138, yielding a
sex ratio of 852 girls per 1000 boys aged less than 2 years. The sex ratio in the
population of the district in the age group 0-6 years is 972 females per 1000
19
males
and in the whole population is 942 females per 1000 males. In the
population of Scheduled tribes, however, the sex ratio is 999.8 females per 1000
males, showing a better status of women among the tribal population.
The literacy levels of the mothers as assessed by them being able to read a
sentence on the standard literacy card at the final survey was 26.7%. The higher
levels of most key indicators at final could indicate that the design of messages
used in BCC activity has been verbal and pictorial in preference to written. The
government BCC material has also a larger thrust on visuals as compared to
written matter.

19

District Information on Sahibganj at www.sahibganj.nic.in
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B. Antenatal Care
Three important aspects of Antenatal care were assessed as part of the survey –
Antenatal visits, Tetanus immunization and Iron supplementation. The proportion of
mothers who had made at least 3 antenatal visits to a health care provider during
their last pregnancy is estimated to be 68.7% at final, and those who made 4 visits
or more was 25.3%, baseline data showed the level as being 23.3% and 8.6%
respectively.
The proportion of mothers who said that they consumed at least 90 tablets of Iron
supplements when they were pregnant with their youngest child was 51.3%,
compared with 3.7% at baseline. The consumption of iron is based on maternal
recall, converting the number of months she remembers to have taken
supplements into number of tablets consumed, hence may suffer some inaccuracy.
Even then, this represents a marked difference form baseline. The project has
facilitated supplies of iron and folic acid tablets at HSCs, and has lobbied for
enhanced availability at the peripheral level. The higher levels of Iron consumption
could be a result of this effort.
Tetanus immunization rates are higher, with 86% of mothers stating that they had
received at least 2 doses of TT vaccine before the birth of their youngest child aged
<24 months, compared with 69% at baseline. The higher levels of TT/IFA coverage
probably points to the fact that discrete items like a vaccine or a tablet/syrup are
more available than a consultation, or care given by a health care provider. Even
then, NFHS 3 data shows that the statewide figure for consumption of Iron
supplements for at least 90 days during pregnancy is 14.6%, which underscores
the importance of the enhanced estimate.
The levels of knowledge indicators are remarkably high at Final with more than
80% of mothers stating 3 danger signs in pregnancy, in the postnatal period and in
the newborn as compared with less than 5% at baseline. Perhaps the qualitative
study could inquire into t h e
strategies which were responsible for
r a i s i n g knowledge- BCC – which could be a valuable lesson learned for future
programs of this nature.
C. Intranatal Care
46% (14.6% at baseline) of mothers surveyed said their last birth was at a health
care institution, which is more than the figure for Jharkhand state- 19.2% (NFHS3).
This level is higher than the baseline level, and could reflect the Mamtha vaahan
strategy of the government, where women in labor are transported to the nearest
hospital free of charge through a public private partnership program. The NRHM
through its Janani Suraksha Yojana scheme (a conditional cash transfer scheme, to
incentivise women to give birth in a health facility) could also have contributed to this
figure. The project has played an important catalytic role in both these programs.
Considering that the remaining 54% of mothers delivered at home, surprisingly, the
cord was cut with a new/clean instrument or a safe delivery kit was used in 99 % of
deliveries, and thermal care – wiping the baby dry and wrapping in a blanket – was
practiced in 91.7% of deliveries. Also, the proportion of mothers who received
skilled assistance during delivery is 64.3%, higher than the figure for Jharkhand,
which is 28.7% (NFHS3). The proportion of mothers receiving skilled assistance at
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delivery is higher than the proportion of institution deliveries. This indicates that
skilled assistants – doctors, Nurses and ANMs – are involved with conducting
deliveries at non institutional settings, like the home. This could also be probed,
since a community-based skilled assistant would represent a unique health
resource in the area.
D. Postnatal Care and Newborn Care
The indicators of postnatal care show that 58.7% of mothers were visited by an
appropriately trained worker within 3 days of the delivery of their youngest child,
and 60.3% of the children aged 0-23 months received a similar visit within 3 days
of their birth. The corresponding figures at baseline are 26 and 25.7% respectively,
and the corresponding figure for Jharkhand State (NFHS3) is 17.2 %, but this
reflects a postnatal visit made to the mother within 2 days of delivery. The survey
figure may be an overestimate, because mothers may have reported the care they
received as part of the delivery in some cases, though interviewers were trained to
explain the meaning of the question. The National RCH program stipulates that
women will receive a visit in the 6 weeks following delivery, but the severe shortage
of trained personnel at the PHC level, poor infrastructure and connectivity may
have been causes for the low level of postnatal visits at baseline. It would be useful
to probe if the postnatal care received included a visit at home, apart from the care
given immediately following delivery in an institutional setting.

5.2 Nutrition and Breastfeeding

Table 5.2
KEY INDICATORS - NUTRITION AND BREASTFEEDING
90
80
70
60
50
Percent

40
30
20
10
0
Early Initn

Exclusive
BF

Comp feed

Vit A

Child
Underwt

Baseline 2008 %

19.3

70.3

25.5

20.6

44.9

Mid term 2010 %

38

56.1

29.5

51.8

41

55.3

76.7

57.5

54.5

34.3

Final 2012 %
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A. Breastfeeding
Breastfeeding appears to be a universal practice, with 299 of the 300 mothers surveyed
(99.6%) having ever breastfed their child, and all 22 mothers of children
20-23 months of age (100%) persisting w i t h breastfeeding. 88.3% of the 300
mothers stated that they gave colostrum to their youngest child under 2 years in the
three days following birth (60.7% at baseline). Of the 86 infants 0-5 months of age,
76.7% stated that they were not giving any food other than breast milk to their child at
the time of survey (70.3% at baseline), and the corresponding figure for the state of
Jharkhand is 57.8% (NFHS 3). The initiation of breastfeeding within one hour of birth
in the absence of pre lacteal feeding was practiced by 55.3% of the
300 mothers surveyed (19.3% at baseline). The corresponding figure for the State
of Jharkhand is 10.9% (NFHS 3). Hence the promotion of breastfeeding and the practice
of exclusively breast feeding their children are concepts which appear to have been
built up by the project. Qualitative study could explore this among groups of lactating
mothers and older women who make decisions with respect to issues such as these.
B. Complementary feeding
57.5% of the 214 children 6-23 months of age (25.5% at baseline) were fed
complementary foods according the minimum of appropriate feeding practices, and
73.4% of 69 children 6-8 months of age received solid / mushy food in the 24 hours
preceding survey (44.2% at baseline). Just as with breastfeeding, complementary
feeding practices are not necessarily decided by the mother of the child alone. They
are often influenced by the older members of the household, and depend upon the
pattern of food consumption followed in the household. Interventions aimed at
promoting complementary foods have obviously used a combination of strategies
involving persons like the Anganwadi worker, the Sahiya and maybe the ANM.
Successful strategies need to be listed and documented.
C. Vitamin A
More than half (54.5%) of 145 children 9-23 months of age received a dose of
Vitamin A in the last 6 months, which was less than a quarter - 20.6% - at baseline.
NFHS 3 assessed the Vitamin A supplementation levels among children 12-35
months of age, and found it to be 23.3%. The delivery of Vitamin A syrup to
children takes place at three sites – the PHC, the HSC and at the Anganwadi
center. The service strengthening component of the project has definitely helped in this
area.
D. Anthropometry
Of the 300 mothers, 121 (40.3%) had a BMI less than 18.5 (41.8% at baseline). This
is comparable to the NFHS3 finding of 42.6% among currently married women
15-49 years of age in Jharkhand State. The percentage of women with low BMI has
not changed significantly during the life of the project, probably because this was not a
targeted intervention, and the nutritional; status of women of childbearing age is a
complex issue, multifactorial in origin.
34.3% of children 0-23 months in the survey were found to be underweight (< 2 SD below
the median weight for age according to the NCHS/CDC standard), which is lower than
the 59.2% of children 0-35 months found to be underweight in Jharkhand
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State (NFHS 3). The baseline figure was 44.9%. This reduction represents a significant
change, since malnutrition is not an easy issue to tackle by a 4-year project. The
project has contributed to the improvement in nutrition, but real changes can
happen when the macro-environment is worked upon, which requires a high level of
political will.

5.3 Childhood Immunization
Table 5.3
KEY INDICATORS – CHILDHOOD IMMUNIZATION
70
60
50
40
Percent
30
20
10
0
Full Imm

Imm access - Imm perform - Measles vacc
DPT3
DPT1

Baseline 2008 %

9.5

29.3

21.4

19.8

Midterm 2010 %

23.1

53.8

40

39.2

33

58.9

55.4

41.1

Final 2012 %

69.7% (47% at baseline) of mothers had a vaccination card for their child less than 2 years
of age at the time of the survey. Of the 112 children 12-23 months of age in the

survey, 33% had been fully immunized with BCG, DPT3 and Measles as
documented in the immunization card. (9.5% at baseline). The EPI access indicator
which measures the proportion of children 12-23 months who received the DPT1
vaccine was 58.9% (29.4% at baseline). 55.4% of children 12-23 months of age
received the DPT3 vaccine, which is the EPI performance indicator (21,4% at
baseline) , and 41.1% of children 12-23 months had received the measles vaccine
(19.84 % at baseline), all before their first birthday. The p r o p o r t i o n s o f
f u l l y immunized children, those who received DPT3 and Measles vaccine for the
state of Jharkhand (NFHS 3) are 34.5%, 40.3% and 48%, which are lower than the
Final survey estimates. The higher levels than baseline may point to the
effectiveness of the supportive supervision strategy and of the co-operative effort
(public private partnership) at the level of the immunization sessions. Qualitative
assessments could also explore people’s perceptions regarding immunization and
its importance, so that resistance at the level of the beneficiary, if any, may explain
the reasons for non-immunization in the unimmunized group.
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5.4 Malaria – Prevention and Treatment
Table 5.4
KEY INDICATORS – MALARIA, TREATMENT AND PREVENTION
100
90
80
70
60
Percent

50
40
30
20
10
0
Bed-net
Possession

Bed-net use

Immediate trt
fever

Mothers’
antimalarial
prophylaxis

Baseline 2008 %

62.3

33

56.2

2.6

Midterm 2010 %

87.6

79

71.9

23.7

Final 2012 %

93.7

93

84.8

22.7

A. Bed net possession and use
93.7% mothers of the 300 (62.3% at baseline) surveyed stated that they had a
bed net in their house. 93% of the 300 children (33% at baseline) slept under the
bed net the night previous to the survey. These levels show that a significant
proportion of the population now possesses and uses bed nets. The survey showed
that only 16.7% of the mothers who possessed bed nets stated that they had been
treated with insecticide in the past (5.9% at baseline). The levels of possession and
use are higher than the baseline levels, reflecting the success of the BCC strategy
and the supply of bed nets. Qualitative study could assess the issue of in treatment
with insecticide, which will be valuable lessons learned from this project.
B. Treatment for fever
Of the 166 children with fever in the 2 weeks preceding the survey, 84.9% ( 56.2%
at baseline) were taken for treatment on the same day or the next day to the
appearance of the fever. 22.7% of mothers stated that they had received an
antimalarial medication as prophylaxis in their past pregnancy. (2.6% at baseline).
The Government program on anti-malarial and insecticide treatment of bed nets
have obviously not received the attention bed net possession and use have
received, which could again be explored in the health facility assessment and the
qualitative study.
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5.5 Control of Diarrheal Disease, Pneumonia Case management
and Water/Sanitation
Table 5.5
DIARRHEA, ARI AND SANITATION
100
90
80
70
60
Percent

50
40
30
20
10
0
ORT use

Place of trt - ARI case
mgmt
DD

Water PoU

Sanitn Soap use

Baseline 2008 %

45.5

34.6

40.7

37

33.6

Mid term 2010 %

51.2

32.1

64.7

31.3

42.3

Final 2012 %

58.5

70.8

91.6

46.7
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A. Diarrheal Disease
147 children of 300 (49%) had diarrheal disease in the 2 weeks preceding survey.
The survey was conducted in the beginning of the summer season, which is the
start of the season for occurrence of diarrheal disease, explaining the somewhat
high rate of occurrence. Of the children with diarrhea, 58.5% (45.5% at baseline)
were given an acceptable form of ORT – powdered OR Salt which could be
reconstituted or ready mixed ORS or an accepted home available fluid. NFHS 3
shows that the corresponding figure for Jharkhand State is 17.8% (children given
ORS). 70.8% of children with diarrhea in the 2 weeks preceding survey were taken
for treatment to a qualified provider when the child showed signs of diarrhea
(34.6% at baseline). NFHS 3 reports 32.5% as the figure for the State of
Jharkhand. The rate of care seeking is higher than at baseline, which points to an
improvement i n care-seeking b e h a v i o r a m o n g m o t h e r s i n the a r e a .
Diarrheal disease control was added to the project scope following the baseline
survey. In retrospect, this appears to be a sound decision, given the high level
of diarrhea among the study children.
The CDD indicators are higher than they
were at baseline, which again points to a successful strategy in terms of BCC and
strengthening of health facilities.
B. Acute Respiratory Infection
95 mothers of 300 surveyed stated that their youngest child less than 24 months of
age showed signs of cough and difficult breathing in the 2 weeks preceding survey.

80

Parivartan Child Survival Program
Final KPC Survey report – April 2012

Of them, 91.6% took the child for treatment to a qualified provider, which is higher
than the 40.7% figure at baseline and the 46.3% figure for Jharkhand State (NFHS
3). Acute respiratory infection was marginally less frequent than diarrheal disease
among the children surveyed, which is to be expected in the summer season.
Since both these diseases are among the major causes of death among infants in
India, program strategies needed to incorporate and have obviously incorporated
BCC and quality improvement in these areas as well. Again, as with the indicators
for CDD, the ARI care-seeking indicators appear better than at baseline. Data from
qualitative studies will document care seeking patterns in the area, and the lessons
learned from this project could serve as valuable material for other projects working
in co-operation with the government.
C. Water and sanitation
Mothers in 46.7% of the 300 households surveyed (37% at baseline) stated that
they treat water using one of two methods – boiling and beach application. The
filtering of water using a cloth and solar disinfection, which were also considered in
the baseline survey as being acceptable methods, were not taken into
consideration, since the quality of purification using these methods is variable. 84%
of the 300 households had soap or detergent present at the place designated to
wash hands. (33.7% at baseline) Hand washing is a proven strategy to reduce the
incidence of childhood infection. The presence of soap/detergent is higher at final
compared to baseline, suggesting that this behavior has received attention in
project interventions. Qualitative study could explore the perceptions of people
regarding hand washing and document the possible background behind the change
in levels of this indicator.
D. Child Spacing
75.4% of children less than 2 years of age were born at least 24 months after their
older sibling (72.3% at baseline) , and 41.3% were born at least 36 months after
their older sibling (38.8% at baseline). USAID-funded s t u d i e s t h a t s h o w
t h a t spacing births three to five years apart cuts the mortality rate for infants and
young children by 20–30 percent. Allowing time between births also makes it more
likely that mothers will survive and be healthy. The studies also show that birth
intervals of three years or longer substantially decrease mortality and nutritional
risks, compared to intervals of two years or less. In developing countries, three-year
birth intervals were associated with fewer still-births, prenatal deaths, and
20
newborn deaths. While the Parivartan project has not actively worked towards
enhanced birth spacing, it has recognized that Family Welfare is one of the
determinants of child health in Sahibganj district.

20

http://www.usaid.gov/our_work/global_health/pop/news/frontlines_dhs3.html
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6. CONCLUSIONS AND RECOMMENDATIONS
The Final KPC survey provides a quantitative estimate of the situation with respect
to key indicators of Maternal and Child Health status in the population covered by
the Child Survival Program.
The levels of ALL key indicators are higher than at baseline in 2008, and with the
exception of three indicators (Maternal BMI, antimalarial prophylaxis in pregnancy
and Deworming – which are marginally lower) are higher than at midte rm
assessment in 2010.
The survey needs to be followed up with detailed qualitative assessment to explore
the reasons for levels assessed in the survey, and document the lessons learned
and the success stories. The suggested a r e a s f o r exploration a s part o f
the qualitative study are the following:

6.1. Next steps in information gathering – suggestions for qualitative
assessment
Several issues and questions arose during analysis of these KPC results, and
specific areas have already been suggested in the discussion section above for
further information gathering. In summary, these questions are the following,
presented according to intervention area:
6.1.1. Maternal and Newborn care
What are the reasons women go or do not go for prenatal checks?
Where do women prefer to go for their prenatal check? Why?
 What has changed over the past few years with respect to going for prenatal
checks?
 What are the problems associated with getting and consuming Iron tablets
during pregnancy ?
 What has changed with respect to the availability, the outlook towards
consuming iron tablets in pregnancy ?
 Where do women prefer to go for their delivery ? What are the problems
associated with accessing hospital care during delivery?
 What are the schemes of the government to help women who wish to deliver in
a hospital?
 who are the persons conducting deliveries at home in this area? What is the
training received by these persons?
What is the care given to mothers and children following delivery? At hospital?
At home?
6.1.2. Nutrition and Breastfeeding
When are mothers, especially first time mothers, taught about breastfeeding ?
Where did they get their information from – within the house, or at health
facilities ?
What is given to babies in the first three days of delivery ? Why ?
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 Why do some mothers not give the first milk that comes in the three days
following delivery ?
 What has been done to encourage women to exclusively breastfeed their
babies for the first six months of life?
 Who decides on what foods the baby should receive in the first year of life ?
 What is the information and service available from the government regarding
feeding of babies and young children?
 Where is Vitamin A available for children in the area ? What has changed
regarding the availability of Vitamin A ?
6.1.3 Childhood Immunization
 What are the sources of immunization for children in the project area ? What
has changed in the past few years with respect to the availability of
immunization services ?
 Why do some mothers not take their children for vaccination ?
 What are problems associated with immunization services available to children
in the area ?
6.1.4 Malaria – Prevention and Treatment
 Why do some people use bed nets in their houses? Why do some people not
use bed nets in their house?
 What has changed with respect to the availability and use of bed nets in the
area?
 What can be done to bed nets to make them more effective in preventing
mosquito bites, and malaria ? What are the facilities available for making
bed nets more effective ?
 Where are children taken for treatment of fever? What has changed with
respect to the facilities for treatment of fever?
6.1.5 Diarrheal disease/ Sanitation
 What do mothers perceive as the cause of diarrhea among their children?
 What types of drinks would mothers usually prepare to give to their child during
diarrhea or other illness? What has changed with respect to the availability of
such drink?
 What do mothers feed their children with when their child has diarrhea?
 What is ORS ? Where do mothers get ORS from ? How do they get it quickly
when their child urgently needs it ? Has this become easier, if yes, how?
 Who/Where do mothers in the area prefer to go to when their child has
diarrhea? What are the reasons for their preference?
 What are the perceptions of mothers regarding hand washing? What are the
factors hindering regular hand washing at their homes?
 How do mothers purify/treat the water which they use for drinking? What are
their perceptions regarding the need for purifying water?
 Where do mothers get information regarding illnesses of their children?
Regarding water and sanitation ?
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6.1.6 Acute Respiratory Infections
 Who/Where do mothers in the area prefer to go to when their child is sick?
What are the reasons for their preference?
 Why do mothers sometimes prefer to take their children later than the first day
? Has this changed in the recent past, if yes how and why?
 What is the quality of care available at the facilities to which they go ?
 What are the difficulties in taking a child for treatment promptly – on the same
day ?

6.2. Other Recommendations
6.2.1 Lessons learned
The Final KPC survey of the Child Survival project of CRWRC/ EFICOR/
Government of Jharkhand served as a learning opportunity for the staff of the
organization. The following will be some of the lessons leaned:
a. Timing
The survey was carried out in the last week of April which is the beginning of
the hot season in Jharkhand, expected to be the “diarrhea season”. The
occurrence of diarrhea in the 2 weeks prior to survey was almost 50%.
b. Preparation
The preparation for the survey was initiated ahead of the survey. Compared to
the Baseline, there was a palpable increase in the capacity of the organization
and of the core team in preparation and organization for the survey. The
participation of the Core team in all aspects of survey – training, data collection
(the Block coordinators/Core team members went along with one team every
day of data collection) was good, and the survey coordinator has a good grip
on the KPC survey.
c. Infrastructure
The entire process of training, data collection and data entry was based at the
CASA resource center at Taljhari. This necessitated the entire team of Survey
Trainer, Core team, Interviewers and Supervisors to stay together for the
duration of the survey. This was a good initiative, and it promoted a good level
of communication between all members.
d. Training
The project manager and the block coordinators actively participated in the
training of the interviewers and supervisors.
e. Data collection
The nature of the population – scattered, living in sometimes remote, difficult-toreach locations did not pose problems for the interviewers and supervisors. A
team of 34 interviewers and 10 supervisors carried out the data collection over
three days in 10 teams. Each supervisor was in charge of 3-4 interviewers.
Each of 10 teams completed one cluster each day, which meant that 10
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clusters were planned to be completed per day, and 30 clusters in 3 days. This
appeared to be a feasible level of effort.
f. Supervisors and interviewers
The supervisors and interviewers used in this survey were local residents, form
the same district as the program, with a sound knowledge of conditions and
culture in the area. The minimum educational qualification was 10 th class pass. It
was decided that the interviewers would be fresh recruits, who were not connected
with the project in any way. This ensured a lack of bias in collecting data. The
supervisors were recruited from among the cluster supervisors of the project since
their role was mainly supervisory and in checking the quality of data more than
actually collecting it. The training schedule was spread over 4 days, considering
that some sessions would need to go slow. This was more than compensated
for, however, by the energy and enthusiasm showed by the group. In the hot
weather, 2 interviewers reported sick/were found unsuitable, and having reserve
members helped ensure adequate team composition.
g. Analysis
The data entry was done by 4 teams of 2 persons each. The data entry was spread
over 4 days, with the first day devoted to training of the data entry team. This was a
good investment, as subsequent quality checks revealed a very low error rate. The
exercise was coordinated by the Project Finance officer with assistance from the
survey trainer.
KPC Questionnaire
Ask the mother if she has a child under 24 months who lives with her. If yes, proceed with
interview, if no thank the mother and end the interview.
Consent
INFORMED CONSENT
Hello. My name is
, and I am working with EFICOR. We are conducting a survey and
would appreciate your participation. I would like to ask you about your health and the health of your youngest child under the
age of two. This information will help EFICOR/ to plan health services and assess whether it is meeting its goals to improve
children’s health. The survey usually takes 20-25 minutes to complete. Whatever information you provide will be kept strictly
confidential.
Participation in this survey is voluntary and you can choose not to answer any individual question or all of the questions. You
can stop the survey at any time. However, we hope that you will participate in this survey since your views are important.
Will you participate in this survey?
At this time, do you want to ask me anything about the survey?

Signature of interviewer:

Date:

Identification
Cluster Number
Household Number
Village name
Name of Interviewer
Interview date-(Date/month/year)
Name of Supervisor
Name of Mother-What is your name?
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_

Which languages do you speak ?

** LANGUAGE CODES:
Hindi….…………………………………..01
Bengali…………………………………..02
Santhali..………………………………….03
Pahadiya.…………………………………04
Khorta……………………………………05
Other.……………………….……………06
Other (Specify)

MULTIPLE RESPONSES POSSIBLE,
CIRCLE ALL

Data Entered by

Do not fill the section
below
Data entry
Code………….

Date:

_ /
/
day/month/year

Questionnaire
ALL QUESTIONS ARE TO BE ADDRESSED TO MOTHERS WITH A CHILD LESS THAN 24
MONTHS OF AGE
No.
1

Questions and Filters
Have you ever attended school?

Coding Categories
Yes.................................................................. 1
No ................................................................... 2

2

Skip

➨3

Upto what class have you studied ?
Class
FROM 1 TO 12, WRITE CLASS NUMBER,
FOR GRADUATES, WRITE “UG”, FOR
POSTGRADUATE, WRITE “PG”

3

Now I would like you to read this sentence to
me.
SHOW THE PRINTED SENTENCE TO THE
RESPONDENT.
“The Child is reading a book”

Cannot read at all ............................................ 1
Able to read only parts of sentence.................. 2
Able to read whole sentence ........................... 3
Cannot read Hindi, can read other language ... 4
_
(Specify language)
Blind/visually impaired ..................................... 5

IF RESPONDENT CANNOT READ WHOLE
SENTENCE, PROBE:
Can you read any part of the sentence to me?
4

What is the name, sex, date of birth of your
youngest child ?

Youngest Child
Name
Sex
Male……………………………………………....1
Female………………………………...………....2
Date of Birth

Day / Month / Year
According to the date of birth,
age in months
5

How many children do you have ?

Only one child……………………..1

WRITE NUMBER AS “01” “02” “03” ETC

Two or more………………………..2
Next youngest Child

6
What is the name, sex, date of birth of your
next youngest child ?

Name
Sex
Male……………………………………………....1
Female………………………………...………....2
Date of Birth

Day / Month / Year
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➨7

Now I will ask you questions about you and your youngest child,
that is ………………(NAME)
Maternal and Newborn Care
No.
7

8

Questions and Filters
Did you go for check ups when you were
pregnant with (NAME)?

How many times did you go for check ups
during the pregnancy?

Coding Categories

Skip

Yes ................................................................. 1
No................................................................... 2

➨ 10

Don’t know...................................................... 9

➨ 10

NUMBER OF TIMES

WRITE NUMBER AS “01” “02” “03” ETC
9

Whom did you see for the check up?
Anyone else?
PROBE FOR THE TYPE OF PERSON AND
RECORD ALL PERSONS MENTIONED BY
THE MOTHER.

10

11

During your pregnancy with (Name), did you
receive a tetanus injection ?

How many times did you receive such an
injection?

HEALTH PROFESSIONAL
DOCTOR .............................................A
NURSE …………………………………..B
AUXILIARY MIDWIFE (ANM)………….C
OTHER PERSON
TRADITIONAL BIRTH
ATTENDANT ...................................... D
ANGANWADI WORKER……………….E
COMMUNITY HEALTH WORKER/
ASHA.................................................. F
RELATIVE/ FRIEND ........................... G
OTHER
X
(SPECIFY)
No ONE………………………………………Z
Yes ................................................................. 1
No................................................................... 2

➨ 12

Don’t know...................................................... 9

➨ 12

One ................................................................ 1
Two ................................................................ 2
Three or More ................................................. 3
Don’t know...................................................... 9

12

13

Did you receive any tetanus injection at any
time before this pregnancy?

Before the pregnancy with (Name), how many
times did you receive a tetanus injection?

Yes ..................................................................1
No....................................................................2

➨ 14

Don’t know.......................................................9

➨ 14

One ................................................................ 1
Two ................................................................ 2
Three or More ................................................. 3
Don’t know...................................................... 9
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14

15

When you were pregnant with (NAME), did
you receive or buy any iron tablets or iron
syrup?
SHOW TABLET/SYRUP

For how many days did you take the tablets or
syrup?
IF ANSWER IS NOT NUMERIC, PROBE FOR
APPROXIMATE NUMBER OF DAYS

16

Where did the delivery of (NAME) take place?
IF PLACE IS HOSPITAL, HEALTH CENTER,
OR CLINIC, WRITE THE NAME OF THE
PLACE.

(NAME OF PLACE)

17

Who conducted the delivery of (Name)?
Anyone else?
PROBE FOR THE TYPE(S) OF PERSON(S)
AND RECORD ALL MENTIONED.
IF RESPONDENT SAYS NO ONE
CONDUCTED/ASSISTED, PROBE TO
DETERMINE WHETHER ANY ADULTS
WERE PRESENT AT THE DELIVERY.

18

Was a Clean Delivery Kit used during delivery
of (NAME)?

YES ................................................................ 1
NO .................................................................. 2

➨ 16

DON’T KNOW................................................. 9

➨16

NUMBER OF DAYS

DON’T KNOW................................................. 0
Your Home ................................................... 1
Other Home .................................................. 2
Govt Hospital………………………..…….…..3
Private hospital/Clinic.................................... 4
Other Health
Facility
....... 5
(Specify)
Other place

.6
(Specify)

DOCTOR ............................................ A
NURSE …………………………………..B
AUXILIARY MIDWIFE (ANM)………….C
TRADITIONAL BIRTH
ATTENDANT ...................................... D
ANGANWADI WORKER……………….E
COMMUNITY HEALTH WORKER/
ASHA ..................................................F
RELATIVE/ FRIEND ........................... G
OTHER
X
(SPECIFY)
NO ONE ....................................................... Z
Yes ................................................................. 1
No................................................................... 2

(SHOW DELIVERY KITS LOCALLY
PROMOTED)

19

What instrument was used to cut the cord
during the delivery of (NAME)?

Don’t know...................................................... 8
New razor blade.............................................. 1
New and boiled razor blade ............................ 2
New scissors .................................................. 3
New and boiled scissors ................................. 4
Used razor blade ............................................ 5
Used and boiled razor blade ........................... 6
Used scissors ................................................. 7
Used and boiled scissors ................................ 8
Knife ............................................................... 9
Other

....................10
(Specify)
Don’t know.....................................................11

➨ 20

20

Was (NAME) wrapped in a warm cloth or
blanket immediately after birth ?

Yes ................................................................. 1
No................................................................... 2
Don’t know...................................................... 9

21

What are the symptoms during pregnancy
indicating the need to seek health care?
RECORD ALL MENTIONED.

FEVER ..................................................... A
SHORTNESS OF BREATH ...................... B
BLEEDING ............................................... C
SWELLING OF THE
BODY/HANDS/FACE .............................. D
OTHER
X
(SPECIFY)
DON’T KNOW ...........................................Z

Now I will ask you about the period just after the birth of (NAME)
Yes ..................................................................1
22

23

After (NAME) was born, did anyone check on
your health?

How long after delivery did the first check take
place?

No....................................................................2

➨ 25

Don’t know.......................................................8

➨25

First (same) day…………………………………1
Second or third day……………………………..2
More than three days…………………………..3
Don’t know………………………………………4

24

Who checked on your health at that time?
Anyone else?
RECORD ALL MENTIONED.

25

26

After (Name) was born, did any health care
provider or traditional birth attendant check on
(Name’s) health?

How many hours, days or weeks after the birth
of (Name) did the first check of (Name) take
place?

Doctor ............................................................. A
Nurse .............................................................. B
ANM ............................................................... C
Traditional Birth Attendant............................... D
Anganwadi worker .......................................... E
Community Health Worker/ASHA ................... F
Relative/Friend................................................G
No one ............................................................ H

Yes ................................................................. 1
No................................................................... 2

➨ 28

Don’t know...................................................... 8

➨ 28

First (same) day…………………………………1
Second or third day……………………………..2
More than three days…………………………..3
Don’t know………………………………………4

27

Who checked on (Name’s) health at that time?
Anyone else?
RECORD ALL MENTIONED.

Doctor ............................................................. A
Nurse .............................................................. B
ANM ............................................................... C
Traditional Birth Attendant............................... D
Anganwadi worker .......................................... E
Community Health Worker/ASHA ................... F
Relative/Friend................................................G
No one ............................................................ H

28

What are the signs of danger in a mother after
giving birth indicating that the mother is ill ?
RECORD ALL MENTIONED.

FEVER ........................................................ . A
EXCESSIVE BLEEDING ............................. . B
SMELLY VAGINAL DISCHARGE ................ . C
PAIN IN THE ABDOMEN............................... D
OTHER

...... X
(SPECIFY)

DON’T KNOW................................................. Z
29

What are the signs to watch for that may
indicate that a newborn baby is ill?
RECORD ALL MENTIONED.

POOR FEEDING ........................................... A
FAST BREATHING........................................ B
NOT ACTIVE ................................................. C
REDNESS AROUND THE CORD.................. D
RED/DISCHARGING EYE ............................. E
OTHER

... X
(SPECIFY)

DON’T KNOW ............................................... Z

Breastfeeding/ Infant and Young Child Feeding
30

Did you ever breastfeed (NAME)?

31

How long after birth did you first put (NAME) to
the breast?

Yes ................................................................. 1
No................................................................... 2
IMMEDIATE (less than 1 hour) ....................... 1
More than 1 hour, less than 24 hrs……………2
More than 1 day…………………………………3

32

33

During the first three or four days after delivery,
before your regular milk began flowing, did you
give (NAME) the liquid (colostrum) that came
from your breasts?
In the first three days after delivery, was
(NAME) given anything to drink other than
breast milk?

Don’t remember .............................................. 9
YES ................................................................1
NO ................................................................2
DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

Now I would like to ask you about liquids or
foods (NAME) had yesterday during the day or
at night.
Did (NAME) drink/eat:
READ THE LIST OF LIQUIDS (A THROUGH
E, STARTING WITH “BREAST MILK”).
A. Breast milk?

YES ...............................................................1
NO ................................................................2

B.

Plain water?

DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2

C.

Commercially produced infant formula?

DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

➨34

D.

Any fortified, commercially available infant
and young child food” [e.g. Cerelac]?

YES ...............................................................1
NO ................................................................2

E.

Any (other) porridge or gruel?

DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

39

Now I would like to ask you about (other) liquids or foods that (NAME) may have had yesterday during
the day or at night
Did (NAME) drink/eat:
GROUP 1:DAIRY
A.

CHECK Q.38C – IF YES, CIRCLE YES
HERE
Commercially produced infant formula?

B.

C.

Milk such as tinned, powdered, or fresh
animal milk?

Cheese, yogurt, or other milk products?

YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2

If the
mother
answers
“yes” to A
or B or C,
then
circle
GROUP 1

DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

GROUP 2: GRAIN
D.

CHECK Q.38D – IF YES, CIRCLE YES
HERE
Any fortified, commercially available infant
and young Child food (e.g. Cerelac)?

E.

CHECK Q.38E – IF YES, CIRCLE YES
HERE
Any (other) porridge or gruel?

F.

G.

Bread, rice, noodles, or other foods made
from grains?

White potatoes, white yams, manioc,
cassava, or any other foods made from
roots?

YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2

If the
mother
answers
“yes” to
D or E or
F or G,
then
circle
GROUP 2

DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

GROUP 3: VITAMIN A RICH VEGETABLES
H.

I.

Pumpkin, carrots, squash, or sweet
potatoes that are yellow or orange inside?

Any dark green leafy vegetables?

YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2

J.

Ripe mangoes, papayas or (INSERT ANY
OTHER LOCALLY AVAILABLE VITAMIN
A-RICH FRUITS)?

If the
mother
answers
“yes” to
H or I or
J, then
circle
GROUP 3

DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

GROUP 4: OTHER FRUITS/VEGETABLES
K.

Any other fruits or vegetables like
oranges, grapefruit or pineapple?

YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

If the
mother
answers
“yes” to
K, then
circle
GROUP 4

GROUP 5: EGGS
L.

Eggs?

YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

If the
mother
answers
“yes” to
L, then
circle
GROUP 5

GROUP 6: MEAT, POULTRY, FISH
M.

Any meat, such as mutton, chicken?

YES ...............................................................1
NO ................................................................2

N.

Fish or prawn?

DON’T KNOW ................................................9
YES ...............................................................1
NO ................................................................2

If the
mother
answers
“yes” to
M or N,
then
circle
GROUP 6

DON’T KNOW ................................................9
GROUP 7: LEGUMES/NUTS
O.

Any foods made from beans, peas, lentils,
or nuts?

YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

If the
mother
answers
“yes” to
O, then
circle
GROUP 7

GROUP 8: OILS/FATS
P.

Any oils, fats, or butter, or foods made
with any of these?

YES ...............................................................1
NO ................................................................2
DON’T KNOW ................................................9

If the
mother
answers
“yes” to
P, then
circle
GROUP 8

Q.

40

CHECK 39A – 39P: HOW MANY FOOD
GROUPS (GROUPS 1-8 IN ABOVE
TABLE) HAVE BEEN CIRCLED?

Number of Groups …… …….

How many times did (NAME) eat solid, semisolid, or soft foods other than liquids yesterday
during the day or at night?
Number of Times……… ……

IF CAREGIVER ANSWERS SEVEN OR
MORE TIMES, RECORD “7”

Don’t Know…………… …….9
WE WANT TO FIND OUT HOW MANY TIMES
THE CHILD ATE ENOUGH TO BE FULL.
SMALL SNACKS AND SMALL FEEDS SUCH
AS ONE OR TWO BITES OF MOTHER’S OR
SISTER’S FOOD SHOULD NOT BE
COUNTED.
LIQUIDS DO NOT COUNT FOR THIS
QUESTION. DO NOT INCLUDE THIN SOUPS
OR BROTH, WATERY GRUELS, OR ANY
OTHER LIQUID.

Vitamin A Supplementation/Iodine/Deworming
41

Has (Name) ever received a Vitamin A dose
(like this/any of these)?

Yes ................................................................. 1
No................................................................... 2

➨ 43

Don’t know...................................................... 9

➨ 43

SHOW VIT A SYRUP BOTTLE

42

Did (Name) receive a Vitamin A dose within the
last 6 months?

Yes ................................................................. 1
No................................................................... 2
Don’t know...................................................... 9
YES ................................................................1

43

Has (NAME) taken any drug for intestinal
worms in the past 6 months?

NO ................................................................2
DON’T KNOW ................................................8

Immunizations
44

Yes ................................................................. 1

Do you have a card or child health booklet
where (Name’s) vaccinations and Vitamin A
(capsules) are written down?

No................................................................... 2

➨ 46

IF YES: May I see it please?

Don’t know...................................................... 9

➨ 46

Day
45

COPY VACCINATION DATE FOR BCG,
DTP1, DTP3, OPV3, MEASLES and VITAMIN
A FROM THE CARD OR BOOKLET.

BCG
………|

||

Month

|/|

||

Year

|/|

||

|

||

|

DPT1
……|

||

|/|

||

|/|

||

DPT3
….…|

||

|/|

||

|/|

||

|

||

|

OPV3
….…|

||

|/|

||

|/|

||

|

||

|

Measles
…|
||

|

|

||

|/|

||

|/|

||

|

||

|

Vitamin A
…|
||
|/|

||

|/|

||

|

||

|

Malaria - Treatment of Fever of Child
46

47

Has (Name) been ill with fever at any time in
the last 2 weeks?

Did you seek advice or treatment for the fever?

Yes ................................................................. 1
No................................................................... 2

➨ 50

Don’t know...................................................... 9

➨ 50

Yes ................................................................. 1
No................................................................... 2

48

How many days after the fever began did you
first seek treatment for (Name)?

Same day ....................................................... 0
Next day ......................................................... 1
Two or more days ........................................... 2

49

Where did you FIRST go for advice or
treatment?

IF PLACE IS HOSPITAL, HEALTH CENTER,
OR CLINIC, WRITE THE NAME OF THE
PLACE.

(NAME OF PLACE)

HEALTH FACILITY
GOVT HOSPITAL............................... 01
GOVT HEALTH CENTER ................... 02
PRIVATE HOSPITAL ......................... 03
PRIVATE CLINIC................................ 04
GOVT ANM ........................................ 05
ANGANWADI WORKER..................... 06
OTHER COMMUNITY HEALTH
WORKER ....................................... 07
OTHER HEALTH
FACILITY
08
(SPECIFY)
OTHER SOURCE
TRADITIONAL PRACTITIONER ......... 09
GENERAL SHOP................................ 10
MEDICAL SHOP/PHARMACY............ 11
COMMUNITY DISTRIBUTORS .......... 12
FRIEND/RELATIVE ............................ 13
OTHER

14
(SPECIFY

➨ 50

50

51

When you were pregnant with (NAME), did
you take any drugs to prevent you from getting
malaria?

Which drug did you take?

YES ........................................................... 1
NO ............................................................. 2

➨ 52

DON’T KNOW ............................................ 8

➨52

FANSIDAR................................................ A
CHLOROQUINE ....................................... B

RECORD ALL MENTIONED.
OTHER

X
(SPECIFY)

UNKNOWN DRUG.................................... Y
Don’t know/Don’t remember………………..Z

Control of Diarrhea
52

Has (Name) had diarrhea in the last two
weeks?

Yes ................................................................. 1
No................................................................... 2

➨ 59

Don’t know...................................................... 9

➨ 59

Was s/he given any of the following to drink at any time since s/he started having diarrhea
53

A fluid made from a special packet called (local
name for ORS packet)?
SHOW LOCALLY AVAILABLE ORS
PACKAGE

Yes ................................................................. 1
No................................................................... 2
Don’t know...................................................... 9

54

A pre-packaged ORS liquid?
Yes ................................................................. 1
No................................................................... 2
Don’t know...................................................... 9

55

A government-recommended homemade fluid?
Yes ................................................................. 1
No................................................................... 2
Don’t know...................................................... 9

56

Did you seek advice or treatment for (NAME’s)
diarrhea?

Yes ................................................................. 1
No................................................................... 2

57

How many days after the diarrhea began did
you first seek treatment for (Name)?

Same day ....................................................... 0
Next day ......................................................... 1
Two or more days ........................................... 2

➨ 59

58

Where did you first go for advice or treatment?

IF PLACE IS HOSPITAL, HEALTH CENTER,
OR CLINIC, WRITE THE NAME OF THE
PLACE.

(NAME OF PLACE)

HEALTH FACILITY
GOVT HOSPITAL............................... 01
GOVT HEALTH CENTER ................... 02
PRIVATE HOSPITAL ......................... 03
PRIVATE CLINIC................................ 04
GOVT ANM ........................................ 05
ANGANWADI WORKER..................... 06
OTHER COMMUNITY HEALTH
WORKER ....................................... 07
OTHER HEALTH
FACILITY_
08
(SPECIFY)
OTHER SOURCE
TRADITIONAL PRACTITIONER ......... 09
GENERAL SHOP................................ 10
MEDICAL SHOP/PHARMACY............ 11
COMMUNITY DISTRIBUTORS .......... 12
FRIEND/RELATIVE ............................ 13
OTHER

88
(SPECIFY

ARI/Pneumonia
59

60

61

Has (Name) had an illness with a cough that
comes from the chest at any time in the last two
weeks?

When (Name) had an illness with a cough, did
he/she have trouble breathing or breathe faster
than usual with short, fast breaths?

Did you seek advice or treatment for the
cough/fast breathing?

Yes ................................................................. 1
No................................................................... 2

➨ 64

Don’t know...................................................... 9

➨ 64

Yes ................................................................. 1
No................................................................... 2

➨ 64

Don’t know...................................................... 9

➨ 64

Yes ................................................................. 1
No................................................................... 2

62

How many days after the illness began did you
first seek treatment for (Name)?

Same day ....................................................... 0
Next day ......................................................... 1
Two or more days ........................................... 2

➨ 64

63

Where did you first go for advice or treatment?

IF PLACE IS HOSPITAL, HEALTH CENTER,
OR CLINIC, WRITE THE NAME OF THE
PLACE.

(NAME OF PLACE)

HEALTH FACILITY
GOVT HOSPITAL ............................... 01
GOVT HEALTH CENTER ................... 02
PRIVATE HOSPITAL ......................... 03
PRIVATE CLINIC ................................ 04
GOVT ANM......................................... 05
ANGANWADI WORKER ..................... 06
OTHER COMMUNITY HEALTH
WORKER........................................ 07
OTHER HEALTH
FACILITY_
_ 08
(SPECIFY)
OTHER SOURCE
TRADITIONAL PRACTITIONER ......... 09
GENERAL SHOP ................................ 10
MEDICAL SHOP/PHARMACY ............ 11
COMMUNITY DISTRIBUTORS ........... 12
FRIEND/RELATIVE ............................ 13
OTHER

88
(SPECIFY

Water / Sanitation
64

Do you treat your water in any way to make it
safe for drinking?

Yes ................................................................. 1
No ................................................................... 2

65

If yes, what do you usually do to the water to
make it safer to drink?

➨ 66

Let it stand and settle/sedimentation ............... A
Strain it through cloth ...................................... B

ONLY CHECK MORE THAN ONE
RESPONSE IF SEVERAL METHODS ARE
USUALLY USED TOGETHER, FOR
EXAMPLE, CLOTH FILTRATION AND
CHLORINE.

Boil ................................................................. C
Add bleach/Chlorine........................................ D
Water filter (Ceramic, sand, composite) .......... E
Solar Disinfection ............................................ F
Other .............................................................. X
Don’t Know ..................................................... Z

66

Can you show me where you usually wash
your hands and what you use to wash hands?

Inside/near toilet facility.................................. 1
Inside/near kitchen/cooking place .................. 2

ASK TO SEE AND OBSERVE
Elsewhere in yard .......................................... 3
Outside yard .................................................. 4

67

No specific place............................................ 5

-+ 68

No permission to see ..................................... 6

-+ 68

OBSERVATION ONLY: IS THERE SOAP OR
DETERGENT OR LOCALLY USED
CLEANSING AGENT?

Soap .............................................................. 1

THIS ITEM SHOULD BE EITHER IN PLACE
OR BROUGHT BY THE INTERVIEWEE
WITHIN ONE MINUTE. IF THE ITEM IS NOT
PRESENT WITHIN ONE MINUTE CHECK
NONE, EVEN IF BROUGHT OUT LATER.

Ash ................................................................ 3

Detergent ....................................................... 2

Mud/sand....................................................... 4
None .............................................................. 5
Other ............................................................ 6

Malaria – ITN use
68

Does your household have any mosquito nets
that can be used while sleeping?

Yes ................................................................. 1
No ................................................................... 2
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➨ 72

69

Who slept under a bed net last night?

No One ........................................................... A

IF ANYONE OTHER THAN THE MOTHER OR
CHILD IS MENTIONED, RECORD OTHER.

Myself ............................................................. B
Child (Name)................................................... C
Other .............................................................. D

70

71

Was the bed net that (Name) slept under last
night ever soaked or dipped in a liquid treated
to repel mosquitoes or bugs?

Yes………………………...……………………1
No……………………………………………….2

➨ 72

Don’t know……………………………………. 9

➨ 72

How long ago was the net last soaked or
dipped in a liquid treated to repel mosquitoes
or bugs?

Months

IF LESS THAN 1 MONTH AGO, RECORD 00
MONTHS. IF LESS THAN 2 YEARS AGO,
RECORD MONTHS AGO. IF 12 MONTHS
AGO OR 1 YEAR AGO, PROBE FOR EXACT
NUMBER OF MONTHS.

More than 2 years ago………….....30
Don’t Know……………………….....40

Anthropometrics
72

May I weigh (Name)?

Yes………………………...……………………1
No……………………………………………….2
|

73

May I weigh you and check your height?

||

| . |

|

Kilograms

Yes………………………...……………………1
No……………………………………………….2
Weight - |

||

| . |

Height - |

||

||

Thank the mother for the interview.
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|
|

Kilograms
cms

➨ end

Selected clusters- Final KPC Survey - Parivartan Project, April 2012

Block
Barhait

Serial no on
village list
64
120
191

Pathna

8
61
121

Taljhari

97
174

Borio/Mandro

61
137
240
298
382

Rajmahal/Uddhwa

7
47
103
136
157
196
207
239
288

Sahibganj/sadar

21
30
40

Barharwa

1
63
89
121
149

Name of village

Population

Cluster no

QqyHkx
a k
Hkkx
s ukMhg
cjgVs cktkj

2109

1

1831

2

6510

3

dkp
s ikMk
vkeMM
a k lFakkyh
dy
s kckMh jksgM

799

4

736

5

968

6

xqV~Vh cM
s k
egkjktiqj

313

7

1708

8

516

9

3424

10

2045

11

440

12

130

13

1889

14

652

15

497

16

703

17

dq'kVskM
a
ry
s ks
dcqrj[kskih
Hkokuh pkSdh
dkSMh dqlqe
lyesiqj
jke cktkj
rsrfqy;k
tgu Vskyk
Mkgw Vky
s k
vekur
iyklxkNh
dy
s kckMh
dkfle cktkj

1119

18

12700

19

1740

20

2299

21

2625

22

NkVsh dknsjtUuk
okMZ u0a & 1
okMZ u0a & 11

14379

23

6995

24

1568

25

jkuhxzke
Qjhniqj
tekyiqj
ekx
s y ikMk+
NskVk vkflyk

903

26

899

27

2565

28

2344

29

558

30
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Annex 7. CHW Training Matrix

Training Received / Organized by CSP “Parivartan” Child Survival Project –
Sahibganj
Type of
Personnel

Focus of Training

No. of
trainees in
2008
(1st year)

AWWs

Sahiyas

Sahiya
Sathis

TBAs

Tradi‐
tional
healers

Antenatal care counseling and care
Post‐natal and newborn care
Malaria prevention and intermittent
preventive treatment of malaria for
pregnant women
Growth Monitoring and Promotion

0
0
0

Prevention and detection of diarrhea and
in home‐based diarrhea management
Prevention, detection & referral for ARI
Antenatal care counseling and care
Childhood immunization schedules
Prevention and detection of diarrhea and
home‐based diarrhea management
Post‐natal and newborn care
Malaria prevention, intermittent
preventive treatment of malaria for
pregnant women & presumptive
treatment of malaria for children < 5
Prevention, detection and referral for ARI
Roles and Responsibilities to increase
capacity in supervision of Sahiyas

0

0

No. of
trainees in
2009 &
2010

No. of
trainees
in 2012
(5th Year)

(2nd & 3rd
year)

No. of
trainees
in
refresher
training in
‐ 2011
(4th year)

1278

0

0
0

1548

1240

1278

0

0

0
0
0
0
0
0

0
0

Safe / clean delivery, recognition of
danger signs, importance of referral etc.
Postnatal care immediately after delivery

0

Traditional healers in the differences
between safe and harmful practices

0

Two days
residentia
l training
was held

0

841

970*

263

0

0

75

653

527

0

0
0
133

95

0

Duration
of
relevant
trainings

0

Three
Days
residentia
l training
was held

Training
in 3
groups
(will
Check
duration
with
Nancy)
Five days
residentia
l training
was held
One day
training
was held

Annex 8. Evaluation Team Members and Titles

1. Grace Kreulen, Team Leader, Story Consulting
2. Nancy TenBroek, Health Advisor, CRWRC
3. Kohima Daring, Capacity Development Advisor, CRWRC
4. Alan Talens, Health Advisor, CRWRC-US
5. Ramesh Babu, EFICOR, Director of Programs
6. Prashant Missel, EFICOR Parivartan, Project Manager
7. Gajendra Singh, Parivartan M&E Officer
8. Monoroma Tudu, Parivartan Block Coordinator, EFICOR
9. Rakeshh Nayak, Parivartan Block Coordinator, EFICOR
10. Stephen Marandi, Parivartan Block Coordinator, EFICOR
11. Lawrence Hansda, Parivartan Block Coordinator, EFICOR
12. Soni Aruna Kerketa, Parivartan Block Coordinator, EFICOR
13. Punita Tirkey, Parivartan Trainer EFICOR
14. Usha Devi, Parivartan Cluster Supervisor, EFICOR
15. Dave Kreulen, Volunteer Evaluator, Michigan State University, USA
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Annex 9. Evaluation Assessment Methodology
1. Scope of Work for Final Evaluation CRWRC CSP Parivartan PROJECT– India
Consultant/Evaluation Team Leader: Dr. Grace Kreulen
Dates in the Field: July 13-28, 2012
Total number of days of work: 22 days
A. Project Background
The India Child Survival Program (Parivartan) is a 5-year USAID-funded grant
implemented by CRWRC-Christian Reformed World Relief Committee (October 1, 2007September 30, 2012). It covers the entire Sahibganj District in Jharkhand State, India with
a total population of 927,770 (161,950 children under-5 years old and 188, 511 women of
reproductive age - 15to 49 years old.)
The district was selected as the target area due to the tremendous burden of disease
and the lack of health services; it receives limited assistance due to the difficult access to
remote villages. It has a large tribal population that is disproportionately overlooked by the
existing health system. Infant mortality is extremely high among the tribal groups. (IMR in
Sahibganj district is 67 per 1,000 live births compared to the national rate of 58). The high
rate is mainly due to malnutrition, lack of proper post-natal care, inaccessibility of health
care facilities, and infectious diseases such as malaria. Similarly, the maternal mortality
rate in some parts of Sahibganj is 460 per 100,000, attributed mainly to unhygienic
practices during delivery. Few villages have trained birth attendants, and more than 90% of
deliveries are conducted at home attended by untrained personnel.
In the project implementation, CRWRC is in partnership with EFICOR—the
Evangelical Fellowship of India Commissioned on Relief—which has 30 years of
experience in relief and development. CRWRC has a formal partnership for the past 10
years with EFICOR, which has been doing integrated community development, including
health promotion, in Sahibganj since 1994.
B. Objectives of the Final Evaluation
1. To assess the extent to which the expected end of project results/outcomes as stated in
the DIP have been achieved.
2. Identify factors that contributed to project achievement and what didn’t work so as to
inform future program actions.
3. Document how results were achieved and lessons learned for the purpose of sharing
with others outside CSHGP.
4. Show how the project contributed to global social learning on community-based health
programming.
C. Methodology
Before the Team Leader is on-site, the project staff and partners will conduct a final KPC
survey in the project area using 30-cluster random sampling methodology, which can be
compared with the baseline and midterm KPC surveys. They also will conduct as well the
final child survival sustainability assessment (CSSA) and final health facility assessment
for review by the Team Leader and evaluators. The evaluation participants and schedule
should be included in the annexes.
D. Specific Tasks of the Team Leader
1. Review project documents included in the document list (Section F) before arriving in
the country.
2. Study the USAID Final Evaluation Guidelines (July 2011), specifically the report
guidelines, and plan to collect all information needed to fulfill USAID requirements.
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3. In conjunction with the evaluation team, design format per the USAID Final
Evaluation Guidelines (July 20011) to be used for interviewing the following:
a. Community Health Workers
b. Trained Traditional Birth Attendants
c. District Program Officer- ICDS, Sahibganj
d. Civil Surgeon or Assistant Chief Medical Officer, Sahibganj
e. Medical Officer in Charge of the Blocks
f. District Program Manager- NRHM, Sahibganj
g. Staff of Vistaar and UNICEF at Sahibganj level
h. Dr. Vijila Isac - Prem Jyoti hospital
i. Dr. Beulah Jayakumar – TAG (Technical Advisory Group member)
j. Dr. Arvind Kasturi – KPC consultant
k. USAID Mission in New Delhi (Office of Population, Health & Nutrition)
l. Project staff (Partner Organization Directors, Health Coordinators, Health
Animators)
m. CRWRC staff (Program Manager, M&E Officer, Technical Backstop, Grants
Officer)
4. Meet with the evaluation team to discuss information and data collected prior to arrival
to identify information gaps and define what additional information to collect and then
make plans for fieldwork.
5. Conduct interviews with the defined groups and individuals.
6. Review data from project information system.
7. In coordination with evaluation team, analyze the data and information gathered, and
derive the conclusions and recommendations.
8. Present the findings, conclusions and recommendations to USAID and other
stakeholders.
9. Prepare and submit to CRWRC a Final Evaluation Report (The FE report is a standalone document and Evaluation Team Leader is mainly responsible in writing it;
grantee participates in writing select portion).
10. After review by CRWRC headquarters, make any revisions needed and re-submit the
report.

E. Deadline for Final Evaluation Report: September 15, 2012.
F. Document List for Evaluation Team Leader review
1. Fourth Parivartan Annual Report (October 2011)
2. CSHGP Final Evaluation Guidelines (July 2011)
3. CSHGP Comments on the Midterm Evaluation Report
4. Parivartan project quarterly updates since the midterm evaluation
5. Final Report -Operation Research (Malaria)
6. Final KPC Report
7. Final CSSA ( Child Survival Sustainability Assessment Report) Report
8. Final Health Facility Assessment Report
G. CRWRC Final Evaluation Schedule (Field)
Dates
Activities
July 14
Arrival in Kolkata. Meeting with EFICOR Directors of Programs (Sanjeev Bhanja,
Ramesh Bahu), KPC Consultant (Arvind Kasthuri), CRWRC Health Advisor
(Nancy TenBroek) and Capacity Development Advisor (Kohima Darling)
July 15
Travel to Sahiganj (Train)
July16, 17
Workshops: Parivartan review, FE data review, development of field questions
July 18, 19, 20 Field Visits (3 teams), compile findings
July 21
Team presentations, interpret finding, draft conclusions and recommendations
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July 22
July 23
July 24
July 25
July 26
July 27

Sunday (Day off)
Consensus on findings, conclusions and recommendations, prep for dissemination
Dissemination in Sahibganj, evening train to Howrah, Kolkata
Flight to New Delhi
Meeting in New Delhi with key EFICOR Board/staff, USAID, and TAG team
member and R-HRA consultant (Beulah Jayakumar)
Dissemination in New Delhi (EFICOR, USAID)

2. Final Evaluation Methodology
A. The evaluation team used the following participatory process over a two-week period:
1. Discussed expectations about the evaluation
2. Reviewed evaluation principles for child survival projects
3. Examined Parivartan final evaluation objectives and processes
4. Identified key stakeholders to be interviewed, designed questionnaires based on the
core set of evaluation components as well as the overall evaluation framework
5. Conducted key informant interviews and focus group discussions in three teams-listened to beneficiaries, stakeholders, and partners to validate and gain greater
understanding of project accomplishments and sustainability.
6. Processed the results from each team and triangulated the information with other data
previously collected (KPC, R-HFA, CSSA, M&E)
7. Develop group consensus on project achievements, challenges, lessons learned, and
recommendations.
8. Shared finalized results with key government officials in Sahibganj, USAID Mission in
New Delhi, and NGO stakeholders and friends in New Delhi.
B. The evaluation team used the following set of guiding questions to develop the
questionnaires for each stakeholder group:
1. Accomplishments: How did the project achieve successful results?
2. Challenges: What challenges did the project encounter related to what worked and
didn’t work and how were they overcome?
3. Exports: What accomplishments, promising practices, and lessons learned should we
share with others around the world?
4. Sustainability: What will the project do to ensure sustainability of project results
locally?
C. The following key stakeholders were interviewed in Sahibganj district during the Final
Evaluation:
1. Government officials (10 interviewed):
 Block-level:
o NRHM: Medical Officer in Charge (MOIC)
o ICDS: Child Development Project Officer (CDPO), Lady Supervisor (LS)
 District-level:
o NRHM: District Civil Surgeon (CS), Assistant Chief Medical Officer
(ACMO), Reproductive and Child Health Officer (DRCHO), Deputy Program
Officer (DPO), District Program Manager (DPM)
o ICDS: District Program Officer (DPO)
2. NGOs (3 interviews): Vistaar District Program Officer, UNICEF District Officer, Prim
Joyti Hospital Medical Director
3. Beneficiaries: Primary group of Mothers (6 groups interviewed), influencing groups of
mothers-in-law (2 groups interviewed)
4. Frontline health care workers
 NRHM: ANMs (6 interviewed at HSC/PHCs), Sahiyas (4 groups interviewed),
Sahiya sathi (2 interviewed), Village Health Committees (VHCs) (4 groups
interviewed)
 ICDS: AWWs (5 groups interviewed)
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5. Parivartan team members: Project manager (1), block coordinators, trainer, M&E
officer (7 in a group), cluster supervisors (8 representing 6 blocks)
D. The Final Evaluation field interview questions by stakeholder group (translated into Hindi for actual
interviews)

A. Questions for Government Officials
Lead in question:
1. What is your relationship with the EFICOR Parivartan project?
Accomplishments:
2. What is one thing about the Parivartan that was the biggest support in helping you achieve your
goals in maternal and newborn health in the district? Is there anything else that was effective?
3. Give an actual situation when interaction with Parivartan was helpful.
Challenges:
4. Explain any challenges or struggles you experienced in working with the Parivartan project. What
was done about these situations?
Exports:
5. What is the most effective program that Parivartan has implemented?
Sustainability:
6. What will it take to maintain/enhance the positive gains in MNC health when the project is no longer
here?
7. After the project ends, how can EFICOR continue to help you? [besides money]
Wrap-up question:
8. If you had to sum-up your relationship with EFICOR over the last 5 years how would you describe
it in a sentence or proverb?
B. Questions for Frontline Health Workers
1. Auxiliary Nurse Midwives (ANM)
Lead-in question:
1. What is your relationship with the EFICOR Parivartan project?
Accomplishments:
2. How has the EFICOR project supported you in improving the quality of care you give
to mothers and children? Tell us an actual situation in which you gave better care
3. How has your health program (or HSC) become stronger in the last 5 years?
Challenges:
4. What challenges did you face in providing services (such as care, immunizations,
emergency transportation) to pregnant women, mothers, and children? Give an
example of how these were overcome.
Exports:
5. If you were to start a similar health program in another community, what parts of the
program would you like to see replicated?
Sustainability:
6. How will the positive gains in maternal child health outcomes continue after the
Parivartan project closes?
Wrap-up question:
7. Can you express something you learned or experienced as a result of being part of this project in a
proverb?
2. Sahiya and Anganwadi Workers (AWW)
Lead-in question:
1. In what ways have you been involved with the EFICOR Parivartan project?
Accomplishments:
2. How has the EFICOR project supported you in improving the quality of care you give
to mothers and children? Tell us an actual situation in which you gave better care .
Challenges:
3. What challenges did you face in providing services (such as care, immunizations,
counseling, emergency transportation) to pregnant women, mothers, and children?
Give an example of how these were overcome.
Exports:
4. What is the most valuable things you learned and put into practice from the Parivartan
program?
Sustainability:
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5.

How will the positive gains in maternal child health outcomes continue after the
Parivartan project closes?
Wrap-up question:
6. Can you express something you learned or experienced as a result of being part of this project in a
proverb?
3. Village Health Committees (VHC)
Lead-in question:
1. In what ways have you been involved with the EFICOR Parivartan project?
Accomplishments:
2. In what ways has the health of mothers and children in your community improved in
the last 5 years? What has been the role of your VHC in these changes?
3. Tell and actual situation in which your VHC helped promote the health of mothers and
children.
4. How has your VHC changed (or improved) over the last 5 years? Who or what helped
you to do this?
Challenges:
5. What are some of the challenges that you have faced in trying to promote health in
your community?
Exports:
6. What is the main thing that helped your VHC to be successful?
Sustainability:
7. Where do you want to be in the next 3 years? or What are your plans for the future to
promote health in your community? What will you do to achieve these plans?
C. Questions for Beneficiaries: Pregnant women, mothers, and mothers-in-law
Accomplishments:
1. How have you or your child received care from an ANM, a Sahiya, or an AWW?
2. Tell me an actual story about the care you received. What helped? Why was it helpful?
3. Mother-in-laws: What was something you learned that you did not know before that you
have put into practice?
Challenges:
4. What is a challenge that you experienced in getting health care? In keeping your children
healthy?
Exports:
5. What is the most important learning that you want to share with your neighbors about
health?
Sustainability:
6. How will you make sure that mothers and young children in your village continue to have
good health?
D. Questions for Parivartan Staff
Lead-in question:
1. Describe your role in the Parivartan project?
Accomplishments:
2. What do you see as the three main accomplishments of Parivartan in improving MCH?
3. What program interventions were most effective in achieving program objectives?
4. What was the role of cross-cutting strategies in achieving program successes? Which were
most effective?
5. How did factors in the environment that were not part of the project impact project
interventions and outcomes?
6. Describe the quality of relationships with primary program partners and their
contributions to program successes.
Challenges:
7. Discuss three challenges faced in accomplishing project objectives. How were addressed?
8. What changes did you have to make in the program to promote continued achievement of
target outcomes?
Exports:
9. What project implementation success is most important to tell the world about? What
types of input and support contributed to this success?
10. What was the most important lesson learned about implementation of a project with the
scope of Parivartan.
Sustainability:
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11. What aspects of the project do you think will be replicated or scaled-up in the District?
12. What has to happen for project outcomes to continue to improve in the next 3-5 years?
Wrap-up question:
13. Can you express something you learned or experienced as a result of being part of this
project in a proverb?

E. The following schedule was followed to interview key stakeholders in 7 block and Sahibganj:
Team
A

Date
18/07
18/07
18/07
18/07
19/07
19/07
19/07
18/07
18/07
18/07
19/07
19/07
19/07
19/07
18/07

Village (Block) / Location
Phulbhanga (Barhait Block)
Bhognadih (Barhait Block)
Modikola (Pathna Block)
Pathna Block Head quarter
Kheturipara (Barharwa Block)
Barharwa Block
Radhanagar (Udhwa Block)
B
KherDighi (Rajmahal Block)
Lakhipur (Rajmahal Block)
Karanpurato (Taljhari Block)
Taljhiri (Borio Block)
Dhanela (Borio Block)
Borio (Borio Block)
Borio (Borio Block)
C
EFICOR office, Sahibganj
EFICOR office, Sahibganj
EFICOR office, Sahibganj
EFICOR office, Sahibganj
Gov’t office, Sahibganj
Gov’t office, Sahibganj
Gov’t office, Sahibganj
Not available
19/07 Phulbhanga (Barhait Block)
Barharwa Block EFICOR office
Prim Jyoti Hospital
20/07 Udhwa[Udhwa Block]
*India Flexible Time

Time*
9:30a
10:30a
1p
4p
9:30a
11a
12:30a
9:00a
10:30a
12n
9:30a
12n
2:30p
3p
9:00a
9:30a
10a
11:30a
1:00p
2:00p
3:00a

Place
PHC
PRI
HSC
CHC
PRI
ICDS
PS
PRI
HSC
HSC
AWC
AWC
CHC
ICDS

9a
12p
4p
9a

HSC+
PHC +

Stakeholder
ANM
Sahiya & Sahiya sathi, Mothers, VHC
ANM , AWW, Sahiya, Mother
MOIC
AWW, Mothers
CDPO, LS
Influencing groups, AWW, VHC
VHC, Sahiya, Mothers
ANM
ANM, AWW, Mothers
VHC, Sahiya & Sahiya sathi
AWW, Influencing groups, Mothers
MOIC
LS
DRCHO Dr. Thomas Murmu
UNICEF Mr Rakesh Gupta
Vistaar Nilanshu Kumar
DPC Praveen Kumar Singh
DPM Mr Ranjeev Kumar
Civil Surgeon Dr. B Marandi
ACMO Dr. A.K. Singh
DPO ICDS Mr. Pandey
ANM-SBA Subhandra Devi
Cluster Supervisors
Medical Director, Isac David
ANM-SBA Elvina Murmu

F. Consensus on field visit interview themes by stakeholder group: VHCs, ANMs, Sahiya &
AWW, Government officials at block and district level, NGOs, and cluster supervisors.
1.

VHCs
a. Accomplishments
1) Community mobilization has improved taking part in health and nutritional services. Less
episodes of ARI and diarrhea. Helped poor women for institutional delivery by arranging
vehicles.
2) Participation in VHND: VHC organizes, monitors/manages health and mobilizes
beneficiaries for increase coverage. Went house to house with information about
immunizations. Convinced Muslims to receive TT vaccine and Immunizations-done.
3) Capacity building of VHC done: have monthly meetings, making village health plan –
4) Cleaning drain—for drainage and sanitation.
b. Challenges
1) Too few untied funds from GOI.
2) Resistant mothers in law and husbands. Overcome by Saas Bahu Pati Samellan and
secondly by VHC discussions and actions.
3) Muslims not receiving TT and children were not being immunized.
4) Mobilizing people for monthly VHC meetings—attendance, members demanded alcohol
(men) for joining meeting
c. Exports
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1) Self-scoring sheet-monitor their own improvement
2) BCC activities: Mother in law counseling liked better than street scenes. Organized by
VHC, mobilized by Sahiya, at AWW or a free site. Makes up their own dramas at
community level with questions at end, give small prizes
Making health plan regularly
d. Sustainability
1) Monthly meetings of VHC is platform to get together to make village health plan.
2) Sahiya support as secretary of VHC.
3) Spreading awareness of MCH.
4) Know how to advocate with MOIC, CS, DM if required.
2. ANMs
a. Accomplishments
1) Excellent relationship with Parivartan Project
2) Training and implementation of household timed counseling to Sahiya and GMC to AWW
brought the changes
3) Institutional delivery
4) Immunization coverage improved
5) Receiving TT vaccine improved
6) HSC coordination meeting
b. Challenges
1) No awareness about health practices at start
2) Home deliveries
3) Community mobilization of pregnant women, for inst delivery, left out and drop out
children child for immunizations
c. Exports
1) Saas Bahu Pati Samelan BCC activity
2) Household timed counseling by Sahiya
d. Sustainability
1) HSC convergence meeting will continue
2) Household timed counseling and training for Sahiyas will continue
3) After MT, Focused on empowering communities and workers with sustainability training
done August 2011 with block coordinators and cluster supervisors
3. Sahiyas & AWW
(Sahiyas serve as secretary of VHS. Older ones may be illiterate. Teach largely illiterate women, hence,
use simple timed messages with flip chart photos. Sahiya training also uses pictures.)
a. Accomplishments
1) Capacity building/training of Sahiyas and AWW to provide useful health info (e.g. inform
mother of small baby)--training in ANC, IPC, institutional delivery, ARI, immunizations,
CDD, Malaria, GMC.
2) Household timed counseling using flip book
3) BCC- Saas Bahu Pati Samellan most effective, street play 2nd most effective (requires
trained actors)
b. Challenges
1) Unawareness of health practice and misconceptions--blind ‘harmful’ beliefs--such as: if
weigh child is bad luck, if bring for ANC is bad luck for baby, when mother is counseled
they will have painful delivery, immunizations make babies sick
2) Community mobilization to MNC care services and healthy behavior and capacity
3) Sahiyaa not trained initially
c. Exports
1) Household timed counseling through flip book
2) BCC activities: Saas Bahu Pati Samellan
3) GMC training (growth monitoring chart training 3 parts with some timed counseling
focused on nutrition.
d. Sustainability
1) Trained Sahiyas in time counseling and as TOTs. Also trained government trainers as
TOT. Parivartan’s timed counseling was exported to Jharkhand State at the request of the
State health Dept head. Now the gov’t is providing the training throughout the state with
the Parivartan training approach incorporated. EXPORT TO DISTRICT LEVEL
2) Confidence in counseling & reach out, now able to continue
3) Maintaining GMC—Parivartan training has been incorporated into gov’t training
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4.

5.

6.

4) HSC coordination meeting
Beneficiaries
a. Accomplishment
1) Antenatal care from HSC
2) Household timed counseling by Sahiyas for safe motherhood: “now all Sahiyas are
visiting us and the AWW and Sahiya together visit house to house to mobilize people on
immunization days and for TT and ANC.”
3) GNC and nutritional support by AWW
b. Challenge
1) Convincing mother in laws and husbands
2) Hard to reach Maltos. Somehow message got out.
3) No AWC in hard to reach areas so developed mini AWC for ~20
c. Export
1) Saas Bahu Pati Samelan
2) Household timed counseling.
d. Sustainability
1) “Sahiyaas now have the knowledge- what in their mind cannot be taken away.”
2) “What we learned from the Sahiya and AWW will continue with us and we will never
forget.”
3) “Sharing lesson learned with other women, with neighbors and relatives.”
Government: block-level
a. Accomplishment
1) Excellent relationship with Parivartan
2) Household timed counseling by Sahiya
3) GMC training and counseling by AWW
4) HSC coordination meeting
5) Empowered VHCs—e.g. Barheit VHC got permission from MOIC to hold a health fair in
response to a diarrhea outbreak w/in 3km of CDC despite law to contrary.
6) Supportive supervision to ANM and during VHND
7) Supportive supervision to ANM
b. Challenges
1) Community mobilization
2) Cultural issue-reserved and isolated tribal people, illiteracy/low educational level
 Uneducated Maltos with older AWWs. Maltos are slowly becoming more educated
 Maltos not aware of health practices [Maltos do not want to mingle with other people]
 Response: hired Malto staff. TOT of Maltos. More time with new staff.
c. Export
1) BCC activities: Health messages CD (using) and Saas Bahu Pati Samellan.
2) GMC training
3) Timed counseling
d. Sustainability
1) Empowered VHCs
2) Trained Sahiyas
3) GMC training to AWW
4) BCC activities
5) Panchayat Raj Institution (self govt at local level) hopes to continue to hire CS and pay
from own funds.
We will continue to do what learn from EFICOR.
We will not say goodbye, we will be here to welcome again.
Government: district-level
a. Accomplishments
1) Strengthening 250 VHCs including bank account opening/capacity building
2) HSC strengthening
3) Training of Sahiya and sahiya satis
4) Support for Momta Vahan
5) Renovation of 3 HSC plus facilities
b. Challenges:
1) No challenge with EFICOR
c. Exports
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7.

8.

1) Renovation of 3 health sub centers
2) Training of Sahiya on household time counseling
3) Training of Sahiya sati
4) HSC coordination meeting
5) Strengthening of VHCs
d. Sustainability
1) Sahiya sati
2) HSC convergence meeting
3) VHC strengthening
NGOs: Vistaar, Unicef, Prim Joyti
a. Accomplishments
1) Mobilization: Sahiya to mother, AWW extra training in GMC
2) Trainings: developed govt training teams at block level
3) HSC strengthening meetings
4) HSC plus—3 HSCs for delivery points with support for SBA training of ANM
5) VHC capacity building/training & institutionalization of VHCs
b. Challenges
1) Getting to know and trust each other (only at first). No other challenges.
2) Prim Joyti: Malto need a holistic approach and increased effort to effect improvements in
health behaviors and care seeking practices
c. Exports
1) HSC strengthening-convergence meeting
2) VHC capacity building process
3) Sahiya circles
4) Household timed counseling
5) Momta Vahan capacity building and structures
d. Sustainability
1) HSC strengthening convergence meetings
2) Pool of trainers for continued training and TOT
3) Capacity for institutional deliveries will increase
4) VHCs will continue—should work with more. Gov’t has taken ownership
5) Capacity of Sahiyas on home based counseling will increase
Cluster Supervisors
a. Accomplishments
1) Independently functioning trained qualified community health workers ANM Sahiya
(AWW)
2) Increased knowledge and all health practices of mothers and community improved by
1. Individual counseling: Sahiya and AWW  increased knowledge for timed
counseling, GMmother gets ANC, child gets vaccinations, sick care
2. Group counseling BCC-- Saas Bahu Pati Samellan & street plays
3) Healthy children (nutrition, EEBG, complementary feeding, GM)
4) Improved hospital/institutional delivery
5) Community owns/producing their own health
b. Challenges
1) Gaining trust and acceptance from community and community health workers
2) Health workers did not work together well
3) Stock outs of immunizations and antibiotics and ORS (demand now)
c. Export
1) TOT approach for counseling embedded in gov’t system
d. Sustainability
1) HSC convergence meeting
2) VHC meetings (still much to do, many VHCs need help)
3) CS’s prepared for sustainability from beginning. ANMs are making lists of things for
VHC, GM, ANC, Sahiyas to insure follow-through.
4) Training by government will continue
5) Sahiya Sati and Sahiya Circles
6) Community is spreading the knowledge among themselves from mother to daughter to
neighbor
IT’S MY CHILD, MY VILLAGE, MY CULTURE, MY NATION, MY RESPONSIBILITY
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Annex 10. List of persons interviewed and contacted during final evaluation
GOI NRHM
Sahibganj district

Civil Surgeon Dr. B Marandi
DRCHO Dr. Thomas Murmu
ACMO Dr. A.K. Singh
DPC Praveen Kumar Singh
DPM Mr Ranjeev Kumar

GOI ICDS
Sahibganj district

DPO ICDS Mr. Pandey

NGOs

Prim Joyti Medical Director, Isac David
UNICEF, Mr Rakesh Gupta
Vistaar ,Mr. Nilanshu Kumar

Consultants

KPC and OR, Dr. Arvind Kasthuri MD
R-HRA and TAG member, Beulah Jayakumar MD

EFICOR

Directors of Programs, Sanjeev Bhanja and Ramesh Bahu
Program Manager, Prashant Missal
Executive Director, Rev. Kennedy Dhanabalan

World Renew

Health Advisor, Nancy TenBroek
Capacity Development Advisor, Kohima Daring
Backstop, Alan Talens MD

In addition, interviews were conducted with frontline health workers (ANMs, Sahiyas,
AWWs, and VHCs), beneficiaries, and cluster supervisors (see Annex 9 for details).
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Annex 11. Final Operations Research Report

Risk factors for mortality due to Plasmodium falciparum malaria
among young children in Sahibganj district, Jharkhand, India.

Operations Research
Dr Arvind Kasthuri MD DNB DGM Professor & Head,
Department of Community Health St Johns Medical
College, Bangalore 560034 and
The Staff of the Parivartan Child Survival Project, Sahibganj
January 2011
Abstract
Title
Risk factors for mortality due to Plasmodium falciparum malaria among young children in
Sahibganj district, Jharkhand, India
Background
This study is located in the context of a Child Survival project aimed at improving Child
Health status in Sahibganj district, Jharkhand State, India. Malaria is an important contributor
to morbidity and mortality among children in the district. The study will help refine the
projects malaria control strategy.
Objective
To assess the risk factors for mortality due to P falciparum malaria in children under 6 years
of age residing in Sahibganj district.
Methodology
A Case Control study was conducted between May and September 2010. Cases, defined as
Children under 6 years of age who died of documented slide-positive P falciparum malaria in
18 months prior to study, were compared with age, gender and locality-matched controls
affected with documented slide-positive P falciparum malaria in the same period who
survived. Cases and controls were identified in the community based on records of the
Government District Malaria Office and of laboratories and other private health facilities. An
interviewer-administered questionnaire was developed, translated, pre-tested and modified
suitably prior to administration i n the field. Data were collected from caregivers of the
identified case and control children over a three month period by trained data collectors. Data
was analyzed using Epi Info version 3.5.1 at the univariate and multivariate level.
Significance was assumed at the 0.05 level.
Results
40 cases were compared with 120 matched controls. The odds of mortality were lower if the
household possessed mosquito nets, (OR 0.32, p=0.03) and if the children slept under the net
at the time of illness (OR 0.27, 95% CI 0.1 – 0.71). The odds of mortality were lower if the
children accessed care at a facility less than 5 km from their residence (OR 0.3, 0.16 – 0.84),
and was h igh er i f children w e r e a d m i t t e d i n hospital. (OR 10.52, 4 . 2 7 – 26.37).
The symptoms of loss of consciousness (OR 9.19, 3.79 – 22.6) and passage of dark colored
urine (OR 2.57, 1.14-5.82) were associated with mortality.
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Conclusion
Bed net promotion and accessibility to a health facility are important malaria control
strategies.
1. Introduction
1.1 Malaria – burden of disease
Malaria is a disease of global importance that results in 300-660 million cases annually with
an estimated 2.2 billion people at risk of infection in the world. Approximately 2.5 million
malaria cases are reported annually from South Asia, of which 76% are reported in India.
Malaria is endemic throughout India with 95% of the population at risk of infection. While
most of the infections continue to be caused by the less dangerous Plasmodium vivax,
infections caused by Plasmodium falciparum have increased in India in recent years.1
Following an initial reduction in the number of cases following the launch of the Statesponsored Malaria “eradication” program as it was called earlier, Malaria in the 1990s
returned with new features not witnessed during the pre-eradication days. These are the
vector resistance to insecticide(s); pronounced exophilic vector behavior; extensive vector
breeding grounds created principally by the water resource development projects,
urbanization and industrialization; change in parasite formula in favour of P. falciparum;
resistance in P. falciparum to chloroquine and other anti-malarial drugs; and human
resistance to chemical control of vectors. Malaria control has become a complex enterprise,
and its management requires decentralization and approaches based on local transmission
involving multi-sectoral action and community participation.2
The estimated economic loss due to malaria in India from 1990-1993 was $506.82 million to
$630.82 million. India spent up to 25% of its health budget on malaria control from 19771997, and starting in 1997, India planned to spend $40 million on malaria control, a 60%
increase from the previous year.
Jharkhand state is highly endemic for malaria with a yearly average slide positivity rate
(SPR) for symptomatic individuals of 6.8% over the last three years with P.
falciparum accounting f o r 44% of the cases. Apart from malaria, v e c t o r -borne
d i s e a s e s prevalent in the state are filariasis, kala-azar and dengue. There is very scanty
information on the transmission dynamics of these vector-borne diseases including malaria.3
Data
for the year 2006 reveals the largest numbers of cases of malaria in the country were
reported by
Orissa, followed by Jharkhand, which accounts for about 7% of malaria cases in India.2
1.2 Mortality in Malaria
Deaths due to malaria usually occur following infection with Plasmodium falciparum. There
is a belief in informed quarters that the burden of Malaria mortality in India is under-reported.
Reasons for under-reporting include management of two thirds of the patients by the private
sector, absence of routine death certification in rural areas and poor infrastructure for malaria
diagnosis in public health care facilities. While in 2007, the Indian National Vector-borne
Disease Control Program (NVBDCP) reported 1,502,742 malaria cases and 1,274 deaths, the
real number of deaths is believed to be higher by several orders of magnitude. In 2006, the
WHO-SEARO estimated that the number of deaths due to malaria in India ranged
between 9600 and 21000, of which 3100 to 6800 occurred in children under five years of
age.4 Other sources estimate that the real number of malaria-related deaths in India is closer
to 40,000 in 2008.5
1

Davidson H Hameret al; Burden of malaria in pregnancy in Jharkhand State, India; Malaria
Journal 2009, 8:210
2
http://www.nvbdcp.gov.in/malaria3.html
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3

http://www.mrcindia.org/idvc-profile/12.pdf
World Malaria Report 2008, page 77
5
http://www.globalpost.com/dispatch/india/090530/india-malaria
4

In a district in the state of West Bengal (which neighbors Jharkhand) which experiences
perennial malaria transmission, 62,020 cases were reported in an outbreak in 2006, with 97
reported deaths. 40% of these cases and all deaths were due to infection with Plasmodium
falciparum. Reasons cited for the high morbidity and mortality included a deficiency in the
public health system, leading to a shift towards unqualified private practitioners for care.6
1.3 Risk factors for mortality in malaria
The factors generally studied in relation to malaria mortality and morbidity include the
following: 6,7, 8
1. Demographic factors, like age, gender and educational status
2. Socio-economic status
3. Clinical features and their severity at time of illness, (including unconsciousness,
convulsions, coma, respiratory distress, circulatory collapse, hemoglobinuria, jaundice...)
4. Treatment seeking behavior – immediacy, level of care (hospital, clinic...), type of care
(private, public, traditional...)
5. Treatment obtained
6. Preventive interventions and personal protection (bed net possession and use, spraying
activity...)
7. Knowledge and Attitude regarding malaria among caregivers, including beliefs about the
cause of malaria
1.4 Findings from the Parivartan project
The Parivartan project is a USAID-supported Child Survival project being implemented by
the Church Reformed World Relief Committee (CRWRC) with the Evangelical Fellowship
of India Commission On Relief (EFICOR) as the local implementing partner. The project
seeks to work with the Government of Jharkhand who is the main service provider in the
area. The Parivartan Child Survival project is funded for five years and covers the district of
Sahibganj with a population of 927,770, in the state of Jharkhand, India. The project focuses
in four primary areas of child survival: Maternal and Newborn care, Nutrition, Immunization
and P r e v e n t i o n
and T r e a t m e n t
of Malaria. It a i m s t o e n h a n c e the
c a p a c i t y of t h e implementing partner, EFICOR and the Government of Jharkhand in
delivering information and services to mothers and children in these areas. The program uses
the strategies of community mobilization, behavior change communication and quality
improvement in delivering health education and services to children and their caregivers
working through self-help groups, farmers Unions and community based organizations called
Federations. In its lifetime, the project will benefit a total of 188,511 women of childbearing
age and 161,950 children less than five years of age, of which 32,390 are under one year of
age.
The Rapid Knowledge Practice and Coverage (KPC) survey done in January 2008 covering
300 mothers with children under the age of 2 years in the CSP area showed the following
indicators with respect to Malaria treatment and prevention:
a. Bed net possession: Mothers in 187 of the 300 households with children aged 0-23 months
(62.3%) stated that their household possessed a mosquito net.
6

Jagannath Sarkar, Manoj V Murhekar, Naman K Shah and Y van Hutin; Risk factors for malaria deaths in
Jalpaiguri district, West Bengal, India: evidence for further action; Malaria Journal 2009; 8: 133.
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Saeed IE and Ahmed ES; Determinants of malaria mortality among displaced people in Khartoum, Sudan;
Eastern Mediterranean Journal, Vol 9 No 4, 2003 pp 593-599
8
Pilkington H, Mayamba J, Aubuoy N, Deloron P; Malaria, form natural to Supernatural: A Qualitative study of
mothers’ reactions to fever; J Epidemiol Community Health 2004, Vol 58, pp 826-830

b. Bed net Use: 99 of the 300 mothers (33%) stated that their child aged 0-23 months slept
under a bednet in the night preceding survey. Of them, 1 mother (0.3%) stated that the
bednet used by the child the previous night was treated with insecticide in the recent past.
c. Antenatal Malaria prophylaxis: 8 of 300 mothers (2.7%) stated that they took antimalarial
prophylaxis during the pregnancy with their youngest child.
d. Immediacy of treatment for fever: 59 out of 105 children (56.2%) 0-23 months with fever
in the two weeks preceding survey were taken for treatment on the same day or the next
day
e. Fever- treatment with antimalarial : 6 out of 105 (5.7%) children 0-23 months with fever
in the two weeks preceding survey were treated with an antimalarial
f.

Mothers knowledge regarding malaria transmission 160 out of 300 (53.3%) mothers of
children 0-23 months of age stated that malaria is transmitted through mosquito bite

The Rapid KPC survey did not document information relating to mortality associated with
malaria. While the survey findings do suggest questions for formative research, anecdotal
evidence from the project suggests that mortality among children under five years of age in
the district is an important issue. Since the project aims to reduce mortality and morbidity
among children under five years of age, and since malaria contributes to childhood mortality
in the region, this study is based in the setting of mortality due to malaria.
1.5 Study Objective
To identify the factors associated with mortality due to Plasmodium falciparum malaria at an
individual and household level among children under six years of age in Sahibganj district,
Jharkhand state, India
2. Materials and Methods
2.1 Study design
Case control study
2.2 Study area
Sahibganj district, Jharkhand state
2.3 Study population
Households where a child under six years has died in the last 18 months due to malaria (slide
confirmed P falciparum) were defined as cases.
The nearest household which reported a case of malaria (slide confirmed P falciparum) in a
child under- six years of age in the past 18 months with no mortality was chosen as control,
matching for age, gender and locality of the child.
2.4 Sample size
Using a 95% level of confidence and 80% power, considering that the proportion of children
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in the control group who sought immediate treatment for fever was 56% (using the KPC
survey data as surrogate for the 0-5 years age group), aiming for an odds ratio of 0.30 and
selecting 3 controls for each case, the number of cases required was 35 and the number of
controls required was 105.
2.5 Steps in conduct of the study
2.5.1 Identification of case and control households
The selection of cases and controls was based on identification of households reporting
malaria mortality and morbidity respectively. The source for this included:
- The District Malaria register maintained at the District Malaria office/ District Health &
Family Welfare office
- Records from Government and private hospitals in the district
- Records from laboratories – Government and private, regarding details of slide confirmed
cases of malaria
- Staff of Primary Health centers and Anganwadi “kendras” in the district
- Other credible community sources
A listing of case and control households with sufficient detail permitting easy identification
on the field was done by the project staff and by the data collection team. 40 cases and 120
controls were identified.
2.5.2 Development and translation of the data collection instrument
An interview s c h e d u l e w a s d e v e l o p e d with q u e s t i o n s a i m i n g t o c o l l e c t
d e m o g r a p h i c information, information on socio-economic variables, clinical features,
health seeking behavior, treatment received, health status of the children involved, other key
information related to prevention and treatment of malaria including bed net possession and
use, personal protection, vector control and knowledge/attitude regarding malaria.
Following development, the schedule was circulated to experts to assess its face validity. It
was then be translated into the local language and pre-tested on families of children with
febrile illness. Modifications were made as necessary, and the schedule was finalized.
2.5.3 Identification and training of the personnel to collect data
h
Data were collected by locally resident externally recruited persons with a minimum of 12
(Standard pass educational qualification, who were able and willing to travel to remote
locations, meet families in households and administer the schedule. Training of the data
collection team was done over three days including a field exercise, at the project base
training facility)
2.5.4 Data Collection
The data collection was done by teams of 2 interviewers each, who visited households some
of which were already listed by the listing team and the rest who were identified on the spot.
The heads of the respective households were contacted, the caregiver of the child was
identified and a consent form was administered. Following the obtaining of consent, the
interview schedule was administered. Data was collected over a three month period.
2.5.5 Analysis
Completed schedules were entered into the computer database at the project office, and the
electronic data analyzed using Epi Info v 6.04c.
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3. Results and Discussion
This study was located in Sahibganj district of Jharkhand state, which is a known endemic
area for malaria. The study aimed to identify risk factors for mortality due to documented
P. falciparum malaria in the domains of household, treatment, symptoms and prevention and
knowledge. Since mortality due to P falciparum malaria is not reported to be very high (the
number of deaths due to malaria reported in Jharkhand state in 2009 was 28 in all age
groups9) a case control design was chosen.
3.1 Basic demographics of the study population
The total number of subjects studied was 160, with 40 cases and 120 controls. The cases and
controls did not differ significantly with respect to age and gender. (Table 1)
Table 1: Distribution of Cases and Controls with respect to basic demographic variables
Variable
Mean age
Males
Females

Cases
40
28.54 months
23 (57.5%)
17 (42.5%)

Controls
120
32.59 months
68 (56.7%)
52 (43.3%)

Comment
t=1.0016 df 157 p>0.3
OR 0.97
95%CI - 0.44-2.13

3.2 Risk factors10
3.2.1 Risk factors at the Household level
Mothers schooling and fathers schooling were not significantly associated with death due to
PF malaria. The risk of mortality was not significantly associated with mothers staying at
home with no outside work. The presence of 1or 2 children in the house was not associated
with increased mortality risk, compared with more than 2 children. A low Standard of Living
(SLI score=1) was not associated with a significantly higher risk of mortality compared with
SLI scores of 2 or 3. Attending anganwadi was not significantly associated with the risk of
mortality, as was attending school (Table 2)
Table 2 Risk factors for Mortality in Malaria – Household level
Variable
Cases
Controls
Comment
40
120
Maternal Education
8 (20%)
28 (23.3%)
OR 0.82 (0.31-2.15),NS11
Paternal Education
21 (52.5%)
71 (59.2%)
OR 0.76 (0.35-1.65),NS
Mothers stay at home
20 (50%)
51 (42.5%)
OR 1.35 (0.62-2.9),NS
(no outside work)
Number of children at
11 (27.5%)
32 (26.7%)
OR 1.04 (0.43-2.51),NS
home more than 2
30 (75%)
87 (72.5%)
OR 1.14 (0.46-2.83),NS
Low Socio-economic
status12
Child attends anganwadi
11 (27.5%)
45 (37.5%)
OR 0.63 (0.26-1.46),NS
Child attends school
8 (20%)
17 (14.2%)
OR 1.56 (0.55-4.36),NS

9

National Vector borne disease control Program, Govt of India at http://nvbdcp.gov.in
All results resented as (Odds ratio, 95% CI of Odds ratio)
11
NS- Not statistically significant
12
Standard of
10
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Annex 13. Project Data Form
Child Survival and Health Grants Program Project Summary
May-02-2013
Christian Reformed World Relief Committee (India)
General Project Information
Cooperative
Agreement
GHS-A-00-07-00025
Number:
WORLDRENEW
Headquarters
Technical Alan Talens
Backstop:
WORLDRENEW
Headquarters
Technical Stephanie Sackett
Backstop Backup:
Prashant Missal
Field Program Manager:
Frank Baer
Midterm Evaluator:
Grace Kreulen
Final Evaluator:
Headquarter
Financial
Stephanie Sackett
Contact:
10/1/2007 - 12/31/2012 (FY2007)
Project Dates:
Standard
Project Type:
Manju Ranjan Seth
USAID Mission Contact:
Project Web Site:
Field Program Manager
Name:
Address:
Phone:
Fax:
E-mail:
Skype Name:

Prashant Missal (Child Survival
Manager)
308 Mahatta Tower, 54 B Block
New Delhi 110058 India
91-9955378347

Program

prashanteficor@gmail.com

Alternate Field Contact
Name:
Address:

Nancy TenBroek (Regional Health Advisor
(Asia))
Baridhara DOHS
Baridhara DOHS
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Phone:
Fax:
E-mail:
Skype Name:

Dhaka 1000 Bangladesh
011 (88) 02 8419171
011 (88 )02 8419171
nwrc@agni.com
nancy-tb

Grant Funding Information
USAID Funding: $1,148,555

PVO Match: $406,872

General Project Description
World Renew (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 projects will 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
Project Location Types:
Levels of Intervention:

Province(s):
District(s):
Sub-District(s):

Longitude: 84.92
Rural
Health Center
Health Post Level
Home
Community
-Entire Sahibganj District in Jharkhand State
--
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Operations Research Information
OR Project Title:
Cost of OR Activities:
Research Partner(s):
OR Project Description:

Factors in Childhood Malaria Mortality in
Sahibganj District, Jharkhand State, India
$17,873
EFICOR
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 facilitybased risk factors.

Partners
Evangelical Fellowship of India Commission $691,285
on Relief (Sub grantee)
Strategies
Social and Behavioral Change Community Mobilization
Group interventions
Strategies:
Interpersonal Communication
Social Marketing
Mass media and small media
Addressing social barriers (i.e. gender, socioHealth Services Access
cultural, etc.) Implementation with a subStrategies:
population that the government has identified as
poor and underserved
Implementation in a geographic area that the
government has identified as poor and
underserved
Quality Assurance
Health Systems
Conducting capacity assessment of local partners
Strengthening:
Referral-counter referral system development for
Community input on quality improvement
Advocacy for policy change or resource
Strategies for Enabling
mobilization
Environment:
BEHAVE Framework
Tools/Methodologies:
Sustainability Framework (CSSA)
Rapid Health Facility Assessment
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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
IMCI Integration

CHW Training
HF Training

IMCI Integration

CHW Training
HF Training

IMCI Integration

CHW Training
HF Training
CHW Training
HF Training

Pneumonia Case Management (10%) IMCI Integration
- Case Management Counseling
- Access to Providers Antibiotics
- Recognition of Pneumonia Danger
Signs
Control of Diarrheal Diseases (10%) IMCI Integration
- Water/Sanitation
- Hand Washing
- ORS/Home Fluids
- Feeding/Breastfeeding
- Care Seeking
- Case Management/Counseling
- Zinc

CHW Training
HF Training

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
Vitamin A
Micronutrients
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CHW Training
HF Training

Malaria (10%)
- Training in Malaria CM
- Access to providers and drugs
- ITN (Bed nets)
- Care Seeking, Recognition,
Compliance
- IPT
Maternal & Newborn Care (40%)
- Neonatal Tetanus
- Recognition of Danger signs
- Newborn Care
- Post- partum Care
- Integration. with Iron & Folic Acid
- Normal Delivery Care
- Birth Plans
- Emergency Transport
- Kangaroo Mother Care (skin to skin
care)
Healthy Timing/Spacing of
Pregnancy
Breastfeeding

IMCI Integration

CHW Training
HF Training

IMCI Integration

CHW Training
HF Training

IMCI Integration

CHW Training
HF Training
CHW Training
HF Training
CHW Training
HF Training
CHW Training
HF Training
CHW Training
HF Training

IMCI Integration

HIV/AIDS
Family Planning

IMCI Integration

Tuberculosis

IMCI Integration

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

810

Female

2012

970
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Number of People Trained in Maternal/Newborn Health
Gender

Year

Target

Actual

Male

2012

Male

2012

90

Female

2013

0

Male

2013

0

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

1125

Female

2012

1250

Male

2012

132

Male

2012

125

Female

2013

0

Male

2013

0

Female

2010

Female

2010

Male

2010

Male

2010

Female

2011

Female

2011

Male

2011

Male

2011

Female

2012

Female

2012

Male

2012

Male

2012

70

Female

2013

0

Male

2013

0

94

2151
2271
158
0
1989
1401
221
156
970
630
75
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Locations & Sub-Areas
927,770

Total Population:
Target Beneficiaries

India – World Renew - FY2007
Children 0-59 mnths 161,950
188,511
Women 15-49 yers
Total
350,461
Beneficiaries
Total
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
207
least two Tetanus toxoid
vaccinations before the
birth of their youngest child

300

69.0%

10.8

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

300

26.7%

7.7

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

300

26.0%

7.6

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

108

70.4%

18.0

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

155

20.6%

9.6

Percentage of children age
12-23 months who
25
received a measles
vaccination

126

19.8%

10.4
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Sample Type: 30 Cluster
Indicator

Numerator Denominator Percentage

Confidence
Interval

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

126

29.4%

12.4

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

126

21.4%

10.8

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

105

5.7%

6.4

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

101

45.5%

16.4

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

113

40.7%

14.8

Percentage of households
of children age 0-23
111
months that treat water
effectively

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

300

33.7%

8.5

300

33.0%

8.4

101

Percentage of children age
0-23 months who slept
under an insecticide99
treated bed net (in malaria
risk areas, where bed net
use is effective) the

126

Sample Type: 30 Cluster
Indicator

Numerator Denominator Percentage

Confidence
Interval

previous night
Percentage of children 023 months who are
underweight (-2 SD for the
median weight for age,
132
according to the
WHO/NCHS reference
population)

294

44.9%

9.5

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

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
257
least two Tetanus toxoid
vaccinations before the
birth of their youngest child

300

85.7%

5.6

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

300

37.3%

7.7

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

300

37.7%

7.8

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

73

56.2%

16.1

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

170

51.8%

10.6

Percentage of children age 51

130

39.2%

11.9

127

Sample Type: 30 Cluster
Indicator

Numerator Denominator Percentage

Confidence
Interval

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

130

53.8%

12.1

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

130

40.0%

11.9

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

164

25.6%

9.4

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

131

51.1%

12.1

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

119

64.7%

12.1

Percentage of households
of children age 0-23
94
months that treat water
effectively

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
237
0-23 months who slept

300

79.0%

6.5

128

Sample Type: 30 Cluster
Indicator

Numerator Denominator Percentage

Confidence
Interval

under an insecticidetreated bednet (in malaria
risk areas, where bednet
use is effective) the
previous night
Percentage of children 023 months who are
underweight (-2 SD for the
median weight for age,
123
according to the
WHO/NCHS reference
population)

300

41.0%

7.9

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

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
258
least two Tetanus toxoid
vaccinations before the
birth of their youngest child

300

86.0%

5.6

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

300

64.3%

7.7

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

300

60.3%

7.8

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

86

76.7%

12.6

Percentage of children age
6-23 months who received 79
a dose of Vitamin A in the

145

54.5%

11.5
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last 6 months: card verified
or mother’s recall
Percentage of children age
12-23 months who
46
received a measles
vaccination

112

41.1%

12.9

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

112

58.9%

12.9

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

112

55.4%

13.0

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

166

84.9%

7.7

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

147

58.5%

11.3

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

95

91.6%

7.9

Percentage of households
of children age 0-23
140
months that treat water
effectively

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
279
under an insecticide-

300

93.0%

4.1

130

treated bed net (in malaria
risk areas, where bed net
use is effective) the
previous night
Percentage of children 023 months who are
underweight (-2 SD for the
median weight for age,
103
according to the
WHO/NCHS reference
population)

300

34.3%

7.6

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

214

57.5%

9.4

Rapid Catch Indicator Comments







Hand washing: 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 hand washing Vitamin. 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 malaria 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 sleep under an insecticide -treated bed net, the indicator was
renamed "Children sleeps under a bed net" based on the percentage (%) of
children age 0-23 months who slept under a bed net the previous night, because it
was not possible to accurately assess insecticide treatment of bed nets.
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Annex 14. Grantees Plans to Address Final Evaluation Findings
Final Evaluation Recommendations and Responses:
1.That World Renew utilize the no cost extension to strengthen and build capacity
of an additional 250-500 VHCs bringing the total empowered to 36% to 53% of
village committees in the district. Additionally, it was recommend that as part of the
no cost extension the project team works with the government to strategize
mechanisms to scale-up VHC strengthening to the remaining villages and to
institutionalize VHC strengthening and support mechanisms in the district health
plan.
The no- cost -extension for capacity building of additional 250 VHC was done as
recommended. (Annex 15: No Cost Extension -NCE Report. Page128). A total of
500 VHCs were strengthened during the entire project. The District and State were
closely involved during the process, utilizing government’s trainers and using its
design (The Seven –Step Format) for VHC training. The project staff worked with
the government in each block on a sustainability plan – on how it could continue to
follow –up and strengthen the Village Health Committees.
2. That NRHM and ICDS continue to provide supportive supervision for HSC
convergence meetings, the sahiya circles, and VHND as well as training of
frontline health workers (Sahiyas, AWWs and ANMs) and VHC leadership in
MNCH health.
The sustainability aspect –wherein the National Rural Health Mission and the
ICDS would provide supportive supervision to the Health sub-center convergence
meetings , Sahiya circles and the Village Health and Nutrition day and training of
frontline health workers and VHC leadership were include in the NHRM and ICDS
plan for the district. EFICOR continues to sit on the government planning bodies
so try to ensure that government oversight continues.
The government at the state and district levels has taken up the oversight of the
convergence meetings, the sahiyas and VHND supervision. It has ensured this
support in the dissemination at the state level in March 2013.
3. That EFICOR explore means to maintain a level of relationship with the
government in Sahibganj that will support sustainability of project gains especially
related to the VHC role in promoting MNCH and the VHND, government training of
frontline health workers (ANCs, Sahiya’s and AWWs), and supportive supervision
of monthly HSC convergence meetings and Sahiya Circles by government officials
in each block.
EFICOR maintains its Food Security office in the Sahibganj District and will
continue to have representatives in all government health meetings in the district.
Prashant Missal, the project’s manager will be reassigned by EFICOR and would
be based in the adjacent district, Pakur. He will continue to be on the Sahibganj
District Health Planning group. Another EFICOR staff, Lawrence was hired by
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EFICOR to do the mobile health project (USAID / DIMAGI-funded a separate
project on mobile health and Lawrence will continue to liaise with the government
regarding VHC strengthening.
4. That World Renew and EFICOR export the results of this exemplary project and
lessons learned via conferences, learning briefs, consultancies, and by offering
exchange visits to other projects.
World Renew and EFICOR disseminated the results of the final evaluation at the
District and State levels through series of meetings and conferences. Currently
EFICOR is using Sahibganj District as a training site for its 3 other health projects
in other districts and states.
5. That World Renew and EFICOR explore new public-private partnership (PPP)
model to address MNCH in marginalized and hard to reach areas in Jharkhand.
World Renew and EFICOR are exploring possible PPP models to address the
needs of the tribal groups and other marginalized and hard –to- reach communities
and are planning to submit a proposal in the next CSP round.
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Annex 15: Six Month No Cost Extension Report
Parivartan “Transformation”
Child Survival Project six‐month report
India
(October 2012 ‐ March 2013)

Background
USAID approved a six month no cost extension for the Parivartan project. The reason for the
extension was to strengthen Village Health, Sanitation and Nutrition Committees (VHSNCs) for
sustaining the services of maternal and child health after the close of the child survival project.
Parivartan had been doing facilitation work with a large number of Village Health and Sanitation
Committees to build their capacity. But during year four of the project this work was halted at the
request of the government while the National Rural Health Mission (NRHM) reformulated these
village committees to include a nutrition component and become Village Health, Sanitation and
Nutrition Committees. This impacted the project’s ability to achieve the targets for building the
capacity of the village health committees. Concerns about sustainability drove the decision to request
a no cost extension to train and empower additional VHSNCs.
During the six month no cost extension period, the project provided six-day trainings to 2500
committee members from 500 VHSNCs. These 500 VHSNCs improved in their ability to monitor
health services and provide support the frontline health workers. They have become model
committees for others in the district.
Government Support and Involvement
The Parivartan Project received a letter of support from the Chief Medical Officer (CMO) cum Civil
Surgeon (Ministry of Health and Family Welfare) to provide training to 2500 village health sanitation
and nutrition committee members from the selected 500 VHSNC and to train 71 Sahhiya Sathis on
their roles and responsibility. The CMO also issued letters to the Medical Officers In Charge in all the
blocks as well as the Block Development Officers to provide adequate support to Parivartan for the
success of trainings. Block Development Officers were also involved because Panchayat members
come under their department. Panchayat members are the elected representatives from villages.
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TOT Strategy
The strategy was to form a block level training
team and empower them with the necessary skills
to train and support the VHSNCs (training of
trainers, TOT). Thirty six trainers received
instruction. Teams of TOTs were formed at the
block level in coordination with the district health
official. Teams consist of four trainers: two from the
Government and two from the Parivartan project.
In response to a request from the Parivartan
Project, the State provided the Government
VHSNC training modules and State master trainer
to lead the training workshop. A two-day residential
training for trainers was organized on October 8
and 9 in Sahibganj. CMO Dr. B. Marandi
inaugurated the training.
Block level training of VHSNC
In coordination with the district program
coordinator and Block Training Team, Parivartan
selected 500 VHSNC from the district to provide
them training on VHSNC following the
Government guidelines. The strategy is to train the
VHSNC members for six days in six months
starting from October 2012 to March 2013. From
each VHSNC five members were selected to
participate in the training, including the President,
Secretary, Treasurer, and one Panchayat
Member, along with a general member from
VHSNC.
The project used self-scoring tools, developed by World Renew, to help the VHSNC track their
capacity development. These tools are pictorial and explained in simple terms. Even the Illiterate
members can understand these tools. These tools were shared among the state health officials in
Ranchi to be incorporated into their training guidelines for VHSNCs.
VHSNC monthly training topics are given below:
First Month (October 2012)
The first training module focuses on helping committee members to understand the purpose of the
Village Health, Sanitation and Nutrition Committee, its significance, its structure, and its
responsibilities and scope of work. During this first training the Self Scoring Sheet is introduced.
2nd Month (November 2012)
The main focus of this second module is the preparation of Village Health Plan. Each VHSNC was
asked to prepare their village health plan. They came out with their village health issues and
proposed intervention to address the issues. It was a very practical and participatory exercise that
members enjoyed greatly. They also learned how to prepare for and facilitate successful VHSNC
meetings and how to monitor the implementation of their Village Heath Plans.
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3rd Month (December 2012)
The third module focuses on the various Government schemes:
 Mukhyamantri Ladli Lakhsmiyojna
 Mamta Bahan
 Janani Sisu Suraksha Karyakram
 Kuposan Upcar Kendra
 Social protection scheme (Group discussions & presentation)
4th month (January 2013)
 Untied Fund for VHSNC
 BCC activity, Sas Bahu Pati Sanmelan, how to organize effectively
 Take Home Ration (Provision from ICDS department for mother and child health)
 VHSNC Self Scoring Sheet discussion
5th month (February 2013)
 Rastriya Parivarik Labh Youjna(NFAP)
 Jan Bitaran Pranali (Public Distribution System)
 Mahatma Gandhi National Rural Employment Guarantee Schemes
 VHSNC Meeting Register (Group discussions)
 Community Health and Panchayat Raj Institutions System
6th month (March 2013) Review of the completed modules
Each participant was provided with one note book, one pen and one clear plastic bag. During the
training, refreshment such as tea and lunch was provided. Each participant was also given Rs. 50 as
travel allowance. Parivartan gave a photocopy of the training module to each participant.
Exposure of VHSNC members: Two exchange visit programs were
organized for 48 VHSNC members to Dhanbad district. The
Government of Jharkhand facilitated this program. This was a cross
learning for both the district members and the VHSNC members.
Training of Sahhiyas Sathis: 75 Sahhiya Sathis (super sahiyas were
trained in three batches about their roles and responsibility. Their
capacity was increased to monitor the work in the communities.
Dissemination at the District and State level: On 14th March, there was a district level
dissemination at Sahibganj. The project shared the learning and best practices, challenges and
recommendation to the state level district officials. The Chief Medical Officer, Additional Chief
Medical Officer, District Superintendent, Reproductive Child Health Officer, District Program
Manager, District Program Coordinator etc. participated in the dissemination. The CMO was
appreciative of EFICOR Parivartan project’s work, which was instrumental in bringing changes in
health in Sahibganj.
On 16th March, the state level dissemination was organized. The Mission Director, Director in Chief,
all the six directors of health along with other state level officials were present in the dissemination
program. It was facilitated by the Executive Director and Program Director of EFICOR. Similar to the
Sahibganj dissemination, Sahibganj, we shared our best practices, challenges and recommendations
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with state officials. They appreciated Parivartan’s innovative BCC activity, such as Sass Bahu Pati
Sammellan program, which was replicated in the entire state.
Work Plan (No-cost-Extension 6 months)
Objective/Activity

Objective Met

Target

Activity Status

Strategic Objective:Strengthen village health sanitation and nutrition committees for
sustaining maternal and child health services in the village
Getting letter of support from ministry of health and
family welfare to train VHSNC and Sahhiyas Sathis
for next six months
Yes
Completed
Formation of block level TOT
Yes
9
Completed
Training of TOTs
Selection of medium and good performing VHSNC
as model
Training of VHSNC member for six days
Exposure for the VHSNC members
Training on Sahhiyas Sathis
Printing of advocacy materials
Production of calendar focusing of VHSNC
Advocacy and networking with block, district and
state level MOHFW
Documentation of learning and best practices
Dissemination of findings at district and state level

Yes

36

Completed

Yes
Yes
Yes
Yes
Yes
Yes

500
2500
48
75
6000
2000

Completed
Completed
Completed
Completed
Completed
Completed

Yes
Yes

4

Completed
Completed

Yes

Completed.

STORY: VHSNC Initiative Led to Institutional Deliveries at the HSC
“We have the capacity to make health plans, discuss health issues with Medical
Officers In Charge and find solutions for the health problems in our village,” said the
VHSNC member in Srikund village of Barharwa block.
Srikund VHSNC members were trained by Parivartan project about their roles,
responsibilities and rights, which has empowered them to meet the Medical Officer In
Charge of Barharwa Community Health Center regarding their issue of ensuring
institutional delivery in their Health Sub‐center (HSC).
HSC Srikund serves a population of 12,387 people. Women from this area were
suffering during delivery because they could not go to the hospital due to distance
and bad roads. Without other options, unskilled persons were conducting deliveries
The situation in Srikund was changed when VHSNC members approached Dr.
KalidashMurmu, MOIC at CHC Barharwa, to request that deliveries be done at HSC
Srikund. Looking at the situation and seeing the interest of members, he agreed to
start deliveries in the HSC. The Community is happy that deliveries are now taking
place in the HSC. This was achieved because of prompt action by VHSNC members
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who received capacity building support from Parivartan and were facilitated through
the process of developing a village health plan.
Srikund VHSNC members include: SurodhanTuri (President), Putul Kumari (Secratry
and Sahiya), NajmaBibi (Treasurer), Mukhiya‐ManuwaraBibi, and SamimAktar.
STORY: VHSNC Have Increased Capacity to Monitor Health Services
The main objective of the VHSNC is to monitor and support the health services in the
village. The capacity of the Barhait VHSNC was increased so that they were able to
monitor the ongoing construction work of a new community health center. Bahait
VHSNC members have received six days training (one day per month over six
months) on their roles and responsibilities from the Parivartan project.

The construction site was visited by committee members Ganesh Agrahari
(President), Nupur Devi, and Nilam Devi. They discovered that the construction
material was poor quality. They brought the matter to Mr. Hemlal Murmu, Minister of
Health of Family Welfare for the Jharkhand state government. Fortunately Hemlal
Murmu belongs to the same locality. He took the complaint immediately and called
the engineer in charge. The engineer promised to use good quality materials. The
whole matter was discussed in the area (Bazar). Now the construction work is going
on fast and good quality materials are being used for construction. VHSNC members
are proud for this improvement. They have designed a village health plan, and they
plan to implement sincerely.
VHSNC members give credit to Parivartan project for their empowerment.
Child Survival Sustainable Assessment (CSSA) indicators and Dashboard

Component 1: Health Outcomes -12
LIST INDICATORS
1. Pregnant women all will have at least 3 visits to a health
facility for ANC before birth of their child
2. Pregnant women will receive at least two TT before the birth of
their child
3. Pregnant women will receive and consume at least 90 tabs of
Iron & folic acid during their pregnancy
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Measured value

EOPT

68.70

60%

86.00

90%

51.30

80%

4. Mother will have increased knowledge about danger signs
during pregnancy
5. Improve safe delivery practice skilled assistant at delivery
6. Improve post-natal care delivery to mothers in the area mothers
will be visited by an appropriate health provided within 3 days of
delivery
7. Improve knowledge of women regarding danger signs in the
post-natal period in the mother
8. Improve breast feeding practice early initiation
9. Improve vitamin 'A' supplementation
10. Improve immunization coverage children fully immunized
before their first birth day
11. Increase coverage of ITN in household bednet use

83.70

80%

64.30
58.70

40%
45%

88.30

80%

55.30
54.50
33.00

50%

93.00
Component 1
Index

80%

Measured value

EPOT

85.71
93.88
38.78

50%

51.00

50%

57.00
50.00

60%

29.17
47.92
Component 2
Index

30%

Measured value

EPOT

84.31

50%

84.33
80.77

50%

80.00
83.05
80.59

50%

55%
50%

Component 2: Health Services – 5
LIST INDICATORS
1. No of HC has Functioning infant scale (Salter/standing scale)
2. No of HC has functioning blood pressure equipment
3. # of sub-center having availability of all vaccines on
vaccination day
4. All the AWC have basic medicine such as Paracetamol, ORS,
Chloroquine
5. No of HC has ORS Packets available
6. AWW counsel all the pregnant women about Anti-natal care
and post-natal care and promote for institutional delivery
7. # of health centers equipped with basic supplies for delivery
8. Number of HC has malaria test kits

40%
40%

40%

70%

Component 3: Organizational Capacity – 8
LIST INDICATORS
1. # of VHSNC that have written policies & procedures that they
understand & follow
2. # of VHSNC conduct meeting once in a month
3. # of VHSNC will maintain minutes, accounts, able to make
monthly plan
4. # of VHSNC fund used for emergency transportation
5. # of VHSNC ensure the regular visit of ANM .
6. # of VHSNC ensure proper function of health sub-center
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50%

50%
50%

7. # of VHSNC have bank accounts

85.83

50%

8. # of VHSNC's maintain cash register

76.44

50%

9. # of the VHSNC members are well trained on the concept of
VHSNC & its responsibility

80.20

50%

Component 3
Index

Component 4: Organization Viability – 5
LIST INDICATORS
1. # of VHSNC have village health plan
2. # of VHSNC maintain village health register
3. # of VHSNC's have village information board
4. # of VHSNC's present annual health report to the Gram Sabha

Measured value

EPOT

77.26
78.23
55.31
75.75
Component 4
Index

50%

Measured value

EOPT

52.70
78.15
83.88

40%

85.83
59.21
Component 5
Index

40%

Measured value

EOPT

46.70

60%

63.00

50%

85.42

70%

85.10

50%

50%
50%
50%

Component 5: Community Capacity – 8
LIST INDICATORS
1. Increased the # of TTBAs working in the community
2. # of VHSNC s are able to solve their problems by themselves.
3. No of VHSNCs maintain registers (minutes, accounts,
attendance) in the groups
4. Increase the # of VHSNC group with bank accounts
5. Increase the # of trained Sahiya in the community

40%
40%

40%

Component 6: Environment-4
LIST INDICATORS
1. Villages with access to safe water form piped water source or
covered well within 15 minutes walking distance
2. pregnant women and lactating mothers are getting nutritional
food according to the guidelines of Ministry of Health
3. Increase the # of ANMs having guidelines at their health subcenter
4. Increase the # of VHC with 10000 untitled fund in their
passbook

Component 6
Index
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Sustainability Dashboard (6 month no cost extension October 2012-March 2013)
Component
1
Health Outcome
2
Health Services
5
Comm. Capacity
6
Environment
3
Org. Capacity
4
Org. Viability

CSSA Feb 2013
108
142
191
130
170
148

CSSA Oct 2012
108
142
168
130
136
110

Sustainability Dashboard of VHCs (6 month no cost extension, October 2012-March 2013)
Health
Outcome
200
150
Org.
Viability

100
50
0

Org. Capa

Health
Services
Endline CSSA Feb 2013
Baseline CSSA Oct
2012
Comm. Capa

Environmen
t
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Annex 16: Final Sustainability Scores /Dashboard (Sustainability Framework)
Parivartan Project:
Scores and Dashboard of the six components of the Sustainability Framework:
Component
1
2
5
6
3
4

Indicator

End line CSSA Feb
2013
108
142
191
130
170
148

Health Outcome
Health Services
Community Capacity
Environment
Org. Capacity
Org. Viability

142

Baseline CSSA Oct
2012
108
142
168
130
136
110

Component 1: Health Outcomes (12)
LIST INDICATORS
1. Pregnant women all will have at least 3 visits to a health
facility for ANC before birth of their child
2. Pregnant women will receive at least two TT before the
birth of their child
3. Pregnant women will receive and consume at least 90
tabs of Iron & folic acid during their pregnancy
4. Mother will have increased knowledge about danger
signs during pregnancy
5. Improve safe delivery practice skilled assistant at
delivery
6. Improve post‐natal care delivery to mothers in the area
mothers will be visited by an appropriate health provided
within 3 days of delivery
7. Improve knowledge of women regarding danger signs in
the post‐natal period in the mother
8. Improve breast feeding practice early initiation
9. Improve vitamin 'A' supplementation
10. Improve immunization coverage children fully
immunized before their first birth day
11. Increase coverage of ITN in household bed net use
12.

Measured
value
68.70

Score

EOPT

115

60%

Data
Source
KPC 2012

86.00

95

90%

KPC 2012

51.30

64

80%

KPC 2012

83.70

105

80%

KPC 2012

64.30

169

40%

KPC 2012

58.70

134

45%

KPC 2012

88.30

111

80%

KPC 2012

55.30
54.50
33.00

112
99
64

50%
55%
50%

KPC 2012
KPC 2012
KPC 2012

93.00

117

80%

KPC 2012

Component
1 Index

108

Component 2: Health Services (5)
LIST INDICATORS

Measured
value
87.1

Score EOPT

Data
Source

323

50%

2. No of health centers has functioning blood pressure
equipment

93.88

254

40%

3. No of sub center having availability of all vaccines on
vaccination day

38.78

97

40%

4. All the Anganwadi centers (AWC) have basic medicines
such as Paracetamol, ORS, Chloroquine.

51.00

72

50%

HSC
report
June
2012
HSC
report
June
2012
HSC
report
June
2012
HSC
report
June
2012

1. No of health centers (HC) has functioning infant scale
(salter standing scale)
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HSC
report
June
2012

5. No of HC has ORS packets available

57.00

94

60%

6. Anganwadi workers (AWW) counsel all pregnant
women about antenatal and postnatal care and promote
institutional delivery
7. No of HC equipped with basic supplies for delivery

50.00

129

40%

29.17

99

30%

8. No of HC has malaria test kits

47.92

68

70%

Component
12Index

142

Measured
value
65.65

Score EOPT

Data
Source

135

50%

2. # of VHNC conduct meetings once a month

67.97

140

50%

3. # of VHNC will maintain minutes, accounts, able to
make monthly plans.

68.63

141

50%

4. # of VHNC fund used for emergency transportation

65.12

134

50%

5. # of VHNC ensure the regular visits of ANMs

83.05

173

50%

6. # of VHNC ensure proper function of health sub center

69.29

143

50%

7. # of VHNC have bank accounts

76.53

159

50%

8. # of VHNC maintain cash registers

59.94

122

50%

9. # of VHNC members are well trained on the concept of
VHNC and its responsibilities

57.54

117

50%

VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013

Component 3
Index
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CS GMC
report
2012
HSC
report
June
2012
HSC
report
June
2012

Component 3: Organizational Capacity (8)
LIST INDICATORS
1. # of VHNC that have written policies and procedures
that they understand and follow.
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Component 4: Organizational Viability (5)
LIST INDICATORS

Score EOPT

Data
Source

1. # of VHNC have village health plan

Measured
value
57.15

116

50%

2. # of VHNC maintain village health register

61.46

125

50%

3. # of VHNC have village information board

43.81

86

50%

4. # of VHNC present annual health report to the Gram
Sabha

56.32

114

50%

VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013
VHSNC
SELF
SCORING
Feb 2013

Component 4
Index

110

Measured
value
52.70

Score EOPT

Data
Source

136

40%

2. No. of VHNCs are able to solve their problems by
themselves

60.30

158

40%

3. No of VHNC s maintain registers (minutes, accounts,
attendance ) in the groups

69.59

185

40%

4. Increase the no. of VHNC groups with bank accounts

76.53

204

40%

5. Increase the no. of trained Sahiyas in the community

59.21

155

40%

No of
trained
TTBA in
Fourth
Year of the
Project
VHSNC
SELF
SCORING
Oct 2012
VHSNC
SELF
SCORING
Oct 2012
VHSNC
SELF
SCORING
Oct 2012
No of
trained
Sahiya in
Fourth
Year of the
Project

Component 5
Index

168

Component 5:
LIST INDICATORS
1. Increased the no. of TTBAs working in the community
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Component 6: Environment (4)
LIST INDICATORS

Measured
value
46.70

Score EOPT
66

60%

2. pregnant women and lactating mothers are getting
nutritional food according to the guideline of the Ministry
of Health (MOH)

63.00

129

50%

3. Increase the number of Auxiliary nurse midwives
(ANMs) having guidelines at their health sub centers

85.42

146

70%

4. Increase the number of VHNC with 1000 Rp untied
funds in their passbook

85.10

178

50%

Component 6
Index

130

1. Villages will have access to safe water from piped water
source or covered well within 15 minutes walking distance

Data
Source
KPC 2012
AWC
THR
Record
June
2012
HSC June
2012

District
Rural
Health
Society,
Sahibganj
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