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1.  1. List of Abbreviations

	1
	AAK
	Aarohi Arogya Kendra

	2
	AIDS
	Acquired Immune Deficiency Syndrome

	3
	ANM
	Auxiliary Nurse Midwife

	4
	ASHA
	Accredited Social Health Activist

	5
	AWW
	Anganwadi worker

	6
	BP
	Blood Pressure

	7
	BSPT
	Bal Swasthya Prachar Team

	8
	DOTS
	Directly Observed Treatment Short-course

	9
	GSS
	Grameen Swasthya Samiti

	10
	Hb
	Haemoglobin

	11
	HIV 
	Human Immunodeficiency Virus

	12
	MCH
	Maternal and child health

	13
	NGO
	Non-Governmental Organization

	14
	NRHM
	National Rural Health Mission

	15
	ORS
	Oral Rehydration Solution

	16
	RNTCP
	Revised National Tuberculosis Control Programme

	17
	RSBY
	Rashtriya Swasthya Bima Yojana

	18
	SK
	Swasthya Karmi

	19
	STD
	Sexually Transmitted Diseases

	20
	TBA
	Traditional Birth Attendant

	21
	TT
	Tetanus Toxoid

	22
	VHSC
	Village Health and Sanitation Committee


2. Executive Summary

Aarohi is a non-profit organization working in Uttarakhand since 1992 in the fields of health, education and livelihoods. Aarohi’s mission is creating development opportunities for rural Himalayan communities through quality healthcare and education, enterprise promotion, sustainable natural resource use, and the revival of traditional culture. 
The current document is an evaluation report of the second phase of funding the Sir Dorabji Tata Trust to the organization for the project“Strengthening Self-Sustaining Management Systems for Primary Health Care in Rural Uttarakhand”. The project period is from February 2010 to January 2013. The evaluation looked at the context, the current project and progress made, progress of activities as given in the log frame, core competencies of the organization and capacity building needs, as well as challenges and opportunities. 

The project has been implemented in 30 villages of two blocks of Nainital districts – six villages in Ramgarh block and 24 villages in Okhalkanda block. The main components of the project have been capacity building of village level health providers like traditional birth attendants and health workers; strengthening the village health and sanitation committees; demonstrating on a pilot basis activities that affect other determinants of health (safe water, personal hygiene, cleaner environment through proper garbage disposal and use of smokeless chulhas); improving health knowledge of school children and using them as change agents in the community; and enabling use of public health services through community awareness, lobbying with Government where needed, facilitating referral to higher curative and diagnostic facilities in neighbouring towns and providing specialized medical, surgical and emergency services through a cottage hospital and monthly camps, thereby increasing access to health services.

All the project objectives have been achieved, though with varying degrees of efficacy and impact. Training has been carried out as planned, with TBAs, Swasthya Karmis and Supervisors being trained in a range of subjects mostly related to MCH care. Mothers receive better quality of antenatal care than before and the proportion of institutional deliveries has also improved. Delivery and newborn care practices have improved, with several harmful practices having changed. Child growth monitoring is done at fixed intervals, with counseling of parents of malnourished children for better nutrition and checkup for illness if necessary. Reports show a reduction in prevalence of malnutrition among under-3 children. Hygiene awareness among school children has improved. A large proportion of the village health and sanitation committees are active, though not all. Most households that have had a smokeless chulha installed are using them and are happy with them; and all individual and community garbage pits are being used. 

The main challenges are in strengthening the technical capacity of the trainers in various subjects, as well as in data collection, collation and analysis. Quality of care provided by SKs in the older project area (which is being phased out) once the supervisory support stops, continues to be a concern. 

3. Context.

Aarohi is a non-profit organization working in the hills of the Nainital district of Uttarkhand since 1992 in the field of health, education and development. Aarohi’s mission is creating development opportunities for rural Himalayan communities through quality healthcare and education, enterprise promotion, sustainable natural resource use, and the revival of traditional culture.

Strategies for achieving this include activities related to Health care, Environment, Livelihoods, Forest Management, Drinking water and Sanitation, Watershed management and Women’s Development. 

This report deals only with the health programme activities of Aarohi. The field area of Aarohi’s health programme is in Ramgarh and Okhalkanda blocks, with the majority of villages in the current project being in the latter. Okhalkanda block is in a valley cut off from the surrounding areas by high mountains. Though there is road connectivity to some of the villages here and also cell-phone connectivity in many areas, access to health care facilities is difficult due to the sheer terrain, as well as due to staff absenteeism in the facilities that do exist. Maternal and child health indicators as well as literacy levels, though better than in many other parts of the country, still need attention. Women do the bulk of the work apart from household tasks. In addition to agriculture, they carry heavy head loads of firewood and leaves for long distances over mountainous terrain, which takes it toll on their health. 

The first phase of this project was implemented in six villages of Ramgarh block and focused on the following: 

a. Health education – aimed primarily at women in the reproductive age group relating to pregnancy, childbirth and child care, and contraception, as well as prevention and management of diarrhea; and recognition and timely treatment of pneumonia. 

School health education under the BSPT programme – to children in middle-school, related to personal hygiene (including dental hygiene), safe water and sanitation, as well as prevention of diarrhea and diarrhoeal dehydration. 

b. Capacity building of Traditional Birth Attendants

c. Enhancing knowledge and skills of clinical and community health staff 

d. Supporting NGO partners working in community health. 

The second phase (that is being evaluated now) was implemented in 24 villages of Okhalkanda block as well as the original six villages in Ramgarh block and planned to achieve the following objectives: 

a. Improve maternal health

b. Enhance child health status and reduce childhood mortality and morbidity

c. Build the capacity of staff and village based health workers (SKs and Dais) in aspects related to health

d. Promote health awareness, general well-being and preventive care

e. Establish linkages with Government and other NGOs

f. Promote the goals of NRHM 

g. Bring about an improvement in the various social determinants of health 

The health programme is implemented through village level health workers or Swasthya Karmis, their supervisors, and a group of three trainers who are responsible for training as well as data collection and collation. The assistant co-ordinator and co-ordinator of the programme handle data analysis as well as  external liaison with the Government at the district level. The village health workers are all women who have studied at least up to the 8th standard. There is also a group of traditional birth attendants who are trained by the team at Aarohi to handle home deliveries. 

4. Progress so far

The project has been implemented in two blocks, with the villages in Ramgarh block being ones where the organization had already been working for the past three years (in the first phase). Villages in Okhalkanda were taken up newly as part of the second phase of the project. 

In Ramgarh, the organization has also been preparing to withdraw support at the end of the current project period. The Swasthya Karmis here are considered to be well-trained and capable of running most activities on their own, which include antenatal care, post-natal care and growth monitoring, as well as health education about issues like contraception, hygiene, prevention of diarrhoeal dehydration, and recognition of pneumonia. Supervisors of Aarohi continue to visit them and conduct a monthly review meeting but field level work is carried out mostly independently by the SKs. Dais meet monthly with the trainers to report and review work done. 

The communities in these villages are familiar with private and public health care facilities in the area and can access them even after the support of Aarohi stops. 

24 villages in Okhalkanda block have been taken up in this phase. The villages in this block are spread over a valley and mountains that are in the most remote part of the district, and difficult to access. In these villages, the health workers and dais have been selected, and training has been done. In many of these villages, the ASHA (Accredited Social Health Activist of the National Rural Health Mission) has been selected for being the village health worker under the Aarohi project. This has been a deliberate decision to ensure that these women can continue to work even after the end of the project. 

A total of 30 SKs, 9 supervisors and 56 traditional birth attendants (TBAs) have been trained in the project area of both blocks.

Activities under the project: 

a. Capacity building - One of the major components of the project has been training and capacity building at various levels. The training curriculum as presented in the proposal has been covered.

Subjects for Dai training:

1. Safe delivery. 

2. “Do not deliver at home” The high risk mother

3. Importance of ANC

4. Breech –diagnosis & importance of ultrasound

5. Breech - dangers & emergency delivery 

6. Resuscitation of the newborn. 

7. Care of the premature baby.

8. Revision Importance of “5 cleans”, use of Dai Kit

9. When and how to refer.

10. Anaemia

11. Management of third stage of labour

12. Family planning

13. Food taboos during Ante-natal & post natal period

Training of health workers and supervisors included the following subjects:

· Menstrual Hygiene

· Ante-natal & Post-natal care

· Ante-natal care  - the high-risk pregnancy 

· Care of the newborn, including premature baby.

· Family planning

· Breech / lie, diagnosis dangers-emergency referral

· Anaemia – Causes,  prevention, diagnosis, dangers, referral

· Referrals: In pregnancy, in labour & difficulties in referring. 

· Food taboos and local customs

· Breast feeding and weaning

· Women’s problems , leucorrhoea, backache

· Sexually transmitted Diseases

· Infertility

· Safe Delivery

· Puerperal Psychosis

· Balanced diet

· Worm infestation 

· Diarrhoea and vomiting 

· Anaemia 

· Immunization 

· Pneumonia

· Tuberculosis

· HIV / AIDS

Skill training for SKs and supervisors included measurement of pulse, temperature, blood pressure and hemoglobin, preparation of ORS, first aid, as well as growth monitoring and interpretation of child weights using a growth chart. They have also been trained in conducting group meetings and working with community members and representatives.

Methods used for training included classroom teaching and discussions, role-play, flip charts and puppet shows, film shows, use of a dummy and model, as well as practical training in the field. 

As a result of health education efforts, there has been an increase in institutional deliveries this year as compared to last year. Data on reduction in anaemia among pregnant women, or of contraceptive usage, cannot be commented upon.

Nutritional status of children under 3 in the programme villages

The nutritional status of children in the programme villages has shown a significant improvement as per the records. However, a point prevalence of malnutrition among the same cohort of children would be easier to interpret. 

Training of Village Health and Sanitation Committees:

This included formation of the groups and helping them to formalize their meetings. The committee members have been taught about their roles and responsibilities as well as the authority they have. The tasks of the village level health and nutrition workers (including ANM, ASHA and AWW) have been explained to them, including preparation of a village microplan and identification and prioritization of health problems in the village. Use of the untied fund provided to each VHSC under the NRHM has also been discussed with each committee. Among technical issues, hygiene, sanitation and safe water have been discussed. 

Training of school children through BSPT:

The Bal Swasthya Prachar Team aims at bringing about a change in the knowledge and behaviour of school children and to use children as change agents in the village. Subjects taught to them relate to: 

a. Personal, home and environmental hygiene

b. Jaundice

c. Typhoid

d. First aid

e. Dental hygiene

f. Hand hygiene

g. Anaemia

h. Night blindness

i. Life skills

j. Tuberculosis

k. Balanced diet

Teaching methods used included classroom sessions, role-plays, videos and charts.

Nearly 3000 children have been reached through 27 teams. A total of 38 training sessions have been held for the animators, leaders and members put together. 

Subjects discussed with women’s groups in the villages: 

1 Ante natal care 

2 Safe delivery

3 Nutrition of pregnant and lactating mothers, balanced diet

4 Nutritional bias for pregnant and lactating mothers

5 The care of lactating mothers and the new born child (Post natal care)

6 Exclusive breast feeding

7 Timely weaning

8 Prevention and management of diarrhoea (importance of cleanliness, concept of disease, clean drinking water, ORS)

9 Water borne diseases

10 Prevention and management of anaemia

11 Prevention and management of leucorrhoea

12 Personal hygiene

13 Domestic Hygiene

14 Prevention and management of pneumonia

15 Immunization

16 Family planning

17 Dental care

18 Environmental sanitation

19 First aid (burns, wounds, fractures, itching, bites)

20 STD 

21 HIV / AIDS

22 Herbal and home remedies

23 Importance of sanitary latrine, garbage pits, soak pits 

24 Use of waste water for kitchen gardening

b. Activities to improve social determinants of health

Aarohi has initiated provision of smokeless chulhas and garbage pits to demonstrate to the community the positive impact these can have on health as well as on environmental hygiene. They have also installed some rainwater storage tanks on a demonstration basis. Kitchen gardens have been supported by provision of seeds to selected community members. Progress is shown below. 

	Statistical Summary of Other Project Outputs

	Indicator 
	Total No
	Remarks

	Public Garbage Pits
	56 used out of 60 built?
	Schools & Public Places

	Domestic Garbage Pits
	819
	

	Seeds (distributed to families)
	1074
	Pregnant women & children (0-5 years)

	Total VHSC Members
	409
	

	Total No of Smokeless Chullah 

Total (Utilized)/ planned
	186 used out of 257 built
	72 % are currently utilized

	Public Rain Water Harvesting Tank
	-
	Completed in all villages

	Total De-worming
	567
	

	Testing of Water Sources
	196
	

	Total Contaminated Sources
	168
	


5. Implementation strategies and interventions undertaken

Each of the programme village communities has identified one or more women to be trained as village health workers (based on the size of the village). In many instances these women are also the ASHA: where there is no ASHA in place, or the ASHA has not been keen to be a SK, a different woman has been selected. All these women have studied at least upto the 8th standard. These health workers have then been trained through fortnightly training sessions (once on maternal and child health, once on other subjects). In Okhalkanda block, the health workers have not been given any medicines to use or dispense, unlike in Ramgarh block since it was considered an unsustainable intervention after the project is over. Those who are ASHAs have access to a medicine kit, though. The SKs in Okhalkanda block are given calcium tablets for distribution to pregnant women; and iron tablets when the Government drugs are out of stock. The SKs are also taught practical skills in antenatal care including abdominal examination, measurement of blood pressure and hemoglobin levels.

Traditional birth attendants in these villages have also been trained in clean delivery, identifying high-risk pregnancies, and in providing delivery, post-natal and newborn care. They have been provided with a kit that includes disposable gloves, a nail cutter, cord-cutting scissors, a steel bowl for boiling the cord ties in, and a roll of thick cotton thread to use as cord ties. 
Health supervisors oversee the functioning of the SKs and dais and have been given the same training as the village level functionaries.  Each supervisor covers two to four villages depending on the size of the village. Several new supervisors have been identified for Okhalkanda block, in addition to other supervisors from Ramgarh block. 

Along with training of SKs in technical aspects of MCH care, meetings with village women were also held regularly to improve their knowledge and awareness in these matters. As far as possible, Government facilities have been sought to be used for maternal care, with referrals for ultrasound where needed, being sent to the mobile vehicle that visits Khansyu monthly. (However, this vehicle has not been coming for the past few months, which has made it difficult for the women to access this investigation). Women are advised to have an institutional delivery as far as possible, and the 108 ambulance service is also used often. The ambulance for Khansyu area is located at the Okhalkanda block headquarters and may take upto 3 hours to reach some of the villages. 

There has been a continuous and sustained engagement with village communities, especially with the Village Health and Sanitation Committees: helping in their formation, orienting them about their role, assisting them in identifying and prioritizing health problems in their village and also getting them to plan and utilize the untied fund that is provided to each VHSC annually. 

Activities in Ramgarh block. 

This block is one in which Aarohi is phasing out its work and will stop supporting after January 2013. The team feels that the level of health awareness, as well as links between service providers (both public and private) and the community are strong here and that access to health services will continue even with no further Aarohi intervention. They feel, too, that the health workers are competent to carry on activities like antenatal and post-natal care and growth monitoring. Drugs would be obtained from ASHA stocks or other service providers.

However, there is, understandably, some apprehension among the SKs about their work after the project support is discontinued. 

The hospital at Satoli

This is very well equipped for surgical and dental care. It functions mainly on a camp basis with visiting specialists – surgery, plastic surgery, ophthalmology, dermatology, ENT, pediatrics and radiology / sonography. It also provides OPD services and is the first point of contact for emergencies like trauma, poisoning, incomplete abortions, which are all managed there. Costs are kept low as almost all the specialists volunteer their services. The hospital is applying for recognition under RSBY which should make these services accessible to many more people. A young dental surgeon has joined the organization a few months ago and this has enabled dental camps to be held more regularly both at the hospital and in outreach camps. 

A six-monthly camp is held for the villages in the Pindari basin, though sometimes the camp is not possible if the roads are washed away due to rain. 

The hospital has also established links with other facilities in Ranikhet, Haldwani, Almora and Nainital for onward referral for cases as required. 

Activities of the BSPT

The BSPT activities have related to interaction with school children and training animators from among them, who will then spread health education messages through the village and in the hamlets. One school that was visited had students who were confident and had knowledge about how diarrhoea is caused and how to treat diarrhoeal dehydration; its prevention through handwashing and safe disposal of faeces; as well as a high level of awareness and practice of dental hygiene. 

Debate and essay competitions were held among youth in the area to discuss main problems and challenges confronting this age group. 

Though not part of the original project proposal, there has been an attempt to engage with adolescent girls in two villages for life skills education. This has been on a very small scale and would be something worth pursuing with a better staffed and equipped training team. 

Activities related to social determinants of health and preventive aspects of health.

The steps that Aarohi has taken in this regard include construction of household and individual garbage pits for a cleaner environment, as well as construction of smokeless chulhas for a better environment inside the homes. The design of the chulhas underwent several modifications based on the feedback from the users: there is now a grill to facilitate cooking of rotis; a side vent to ensure better in-drawing of air to help the fire; an elevation between the first and second stoves to ensure more directed heat to the second stove. 

Water storage tanks were also planned for areas which are water deficient in the summer months - It was estimated that a family of 6 could harvest  sufficient rain water for three months if a 10,000 litre tank was built (with precipitation occurring every three months in this region). However, the high cost meant that each village could have only one tank of 1000 litres installed: these were done at the school or the Panchayat bhavan. Some villages opted for two tanks of 500 litres each in two locations. Though this did provide some water in the dry months, it was not large enough to demonstrate sufficient buffer storage capacity for the summer.  

Handwashing has been emphasized among school children and in women’s group meetings as a means to reduce the incidence of diarrhoea.  

Testing of water sources has been done and the results communicated to the community. A large proportion (over 80%) of water sources have been found to be contaminated in this area. People have been advised to boil water before consumption, in addition to keeping the water sources safe.

Aarohi was involved in the Government Swajal programme before 2000 (before the formation of Uttarkhand) facilitating the construction and use of household toilets. Many of the families in the villages visited had household latrines, though not supported by the organization. The school visited also had separate toilets for boys and girls, both of which were in use and were reasonably clean. 

As part of health prevention and promotion, Aarohi distributed seeds to encourage kitchen gardens among families with pregnant and lactating women and those with children under 5 years of age. These households have continued with the kitchen gardens even after the family has stopped being eligible for free seeds, with the family saving seeds from one season to the next, or purchasing them from the local market. Other families in the village also have begun purchasing seeds. 

Capacity building of Aarohi staff

This has been one of the major foci of Aarohi’s activities and there has been a planned continuous training of staff through the project period. This training has been mainly by the trainers themselves, with some sessions taken by visiting doctors. (Significant training was completed in the first phase by visiting doctors as well as on-the-job learning). Curriculum for training is as was given in the proposal.  

6. Log frame of activities reviewed

Project from February 2010 to January 2013

	
	Planned activity
	Status 

	
	Overall 
	

	
	
	

	1
	Improved maternal health
	

	a.
	Increase % of women with ANC, iron, TT, Hb
	Larger proportion of women access better ANC care. Consumption of iron remains an issue as all over India.  

	b.
	Decrease of anaemia in PW
	Data available, needs analysis to compare Hb in first visit and at 9 months. 

	c.
	Decrease number of maternal deaths
	Interventions of improved ANC and delivery care and more institutional deliveries contribute to this, though sample size is too small to draw any conclusions. 

	d.
	Increase % use of contraceptive methods
	Done, though advised to take into account also women accessing contraception from Government sources.  

	e.
	Increase number of trained village health workers – dais, SKs, and GSS
	Done. All villages have these individuals / institutions in place. 

	2
	Enhance child health status and decrease child mortality and morbidity 
	

	a.
	Decrease in no of neonatal, infant and child deaths
	Reduced number of infant and child deaths over 12 months as reported. 

	b.
	Increase in the percentage of children with complete primary immunization.
	Achieved 100% immunization 

	c.
	Decrease in the number of infant and child deaths ( 0-5 yrs) specifically from diarrhoea and pneumonia
	Data needs to be studied in detail, but fewer deaths documented. 

	d.
	Improve the nutritional status of children (0-5).
	Under-3 nutritional status is better, older children 4-5 years also need monitoring. 

	3.
	Capacity building 
	

	a.
	1) Senior staff trained as Master Trainers (Responsible for training SKs, Dais and the GSS) 2) Development of training lesson plans and training manual.
	Technical capacity needs strengthening at all levels – trainers, supervisors, SKs, dais. Dai manual made in English, being done in Hindi. 

	b.
	Refresher training for existent community members (SK, Dai, GSS)
	Done.

	c.
	Trained Dais ( at least one per village)
	Done, capacity can be enhanced 

	d.
	Functional and active GSS in every village.
	Involvement varies, but GSS present.

	e.
	Trained SK in every village capable of ANC and PNC care, Growth monitoring, basic first aid for minor trauma, capable of data collection and recording
	Knowledge mostly OK.  Data collection and recording done. 

	f.
	Consolidation of existing knowledge in health Supervisor with focus on data compilation and interpretation.
	Done, though needs strengthening 

	g.
	Cross learning and enhancement of technical skills and knowledge levels
	Done 

	h.
	Development of networking skills in the SK, Supervisor and the Assistant Coordinator and Coordinator.
	Done

	i.
	Data analysis and report writing skills in the Supervisor and the Assistant Coordinator and Coordinator.
	Done, though needs strengthening, especially in data analysis

	j.
	Development of advocacy skills in the SK, Supervisors, Assistant Coordinator and Coordinator.
	SKs and others are able to convince community members and others for behaviour change. 

	4.
	To promote Health Awareness, general well being and preventive care.
	

	a.
	Social behaviour with negative impact on health
	Some issues addressed

	b.
	Increase in knowledge of diarrhea and pneumonia
	Knowledge of diarrhoeal disease cause, and prevention of dehydration present in community.  

	c.
	Increase in awareness regarding the common and relevant health related issues.
	Health education classes conducted in different groups. 

	d.
	Better institutional mechanisms at the community level to face health emergencies; a more efficient referral mechanism to save lives, money and energy of the community members.
	Achieved, also with introduction of RSBY and 108 ambulance service. Aarohi itself has developed a network of referral contacts for onward referral.

	5.
	Establishing linkages with the Govt and other NGOs
	

	a.
	Development of formal linkages with identified local, state and national level NGO’s.
	Done. 

	b.
	Coordination between VHSC, project staff and the government level functionaries at all levels.
	Achieved very well at community, village, block and district levels. Government appreciates and supports Aarohi initiatives. 

	c.
	Promotion of NRHM through  greater effective VHSC consisting of ANM, AWW, ASHA, SK and Village Head
	VHSC constituted in all villages. Effective functioning also depends on local politics which are outside Aarohi’s control. 

	d.
	List of private and local Government referral structure including subspecialties.
	Done effectively to ensure people can access services. 

	e.
	Joint Diagnostic / Curative Services provided by AAK and Govt/Private providers.
	Effectively harnessed to a large extent. 

	f.
	Promotion of Government schemes.
	Actively done by Aarohi. 

	g.
	Project Staff including SK, Supervisors with knowledge of HIV, AIDS, Leprosy, TB, Blindness and Malaria.
	Learning needs to be consolidated

	h. 
	List of local traditional practitioners.
	List maintained. 

	6.
	To promote the goals of NRHM
	

	a.
	Train and enhance capacities of Panchayati Raj Institutions
	Gram Sabha involved in Aarohi work, aware of health issues.

	b.
	Promote access to improved healthcare at household level through the female health activist
	Achieved where ASHA has also been engaged as SK.

	c.
	Health plan for each village- Village Health Committee of the Panchayat.
	Achieved, though with varying efficacy as mentioned above. 

	d.
	Strengthening capacities for data collection, assessment and review for evidence based planning, monitoring and supervision
	Data is collected and collated, but interpretation and cross-checking needs to be strengthened.  

	e.
	Regulation of the Private Sector including the informal rural practitioners to ensure availability of quality service to citizens at reasonable cost
	List of informal practitioners made, no specific action taken so far. 

	7.
	Improvement in the state of various social determinants of health
	

	a.
	Improvement of personal hygiene.
	Specific groups like school children and women have been taught. Overall effect has to be assessed as diarrhoea continues to be common.

	b.
	Improvement in domestic hygiene: Increase in the number of homes with garbage pits; of community garbage pits; homes with smokeless chulas. 
	Effective where it has been done. Every home with a smokeless chulha appreciates the difference it has made to quality of life. Garbage pits being used actively, though safety of burning plastics is questionable.

	c.
	Provision of safe drinking water – storage tanks, chlorine tablets, copper wire.
	Few storage tanks done, people boil water before consumption. Alternate methods may merit consideration. 

	d.
	Promote environmental hygiene – garbage pits ; sapling distribution 
	Garbage pits constructed for demonstration and are being used. Saplings for kitchen garden distributed to households with pregnant women and children under 5. 
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overall doing fairly well.           needs some more work. .

7. Core competencies of Aarohi


Aarohi’s main strength lies in its credibility with the community as well as the local health authorities as being an organization that is serious about the work it is doing, as well as someone who is willing to work in difficult-to-reach areas. The fact that they have a field office in the project area helps them to understand the situation of the people there and to make their own work more relevant. 

The team at Aarohi has been able to establish good linkages with Panchayati Raj institutions at the village level, which is crucial for bringing about sustainable change in the health knowledge and practice in these communities. 

Capacity building of health personnel at the village level – of birth attendants as well as of health workers – is another strength of Aarohi. A lot of thought has gone into defining the training curriculum and the training schedule is meticulously followed. The training team is motivated and hard-working and has built the knowledge and skills of village level health workers as well as improved awareness levels of the community on various health issues. 

The organization has a system in place for regular data collection and collation, as well as for analysis. 

The health team of trainers, supervisors, technician and BSPT animators, led by the Assistant Co-ordinator and Co-ordinator is young and energetic and motivated. They are able to learn and adapt, as is amply demonstrated by the number of design modifications that the smokeless chulha has undergone to make it more user-friendly for the community here. 

8. Capacity building needs

The organization itself recognizes that one of the areas where there is a need for capacity building is that of data handling and data analysis. Though data is being gathered and collated, the reports present only very basic compilation and conclusions. A lot of information that is actually present within the data has not been extracted and used. The report submitted to the Trust refer to errors in data gathering at various times. Some training in this area will help.

The technical capacity of the training team needs strengthening in a few areas – a systematic, sustained programme would help in achieving this. Though the training of the supervisors or health workers is well-defined and fairly extensive, there are a few gaps remaining in their knowledge and skills. Since most of the training of the trainers has happened as on-the-job learning and not a focused technical training, some areas have been missed out from a public health point of view.

Skills in supportive supervision also need to be built up among supervisors and trainers, as well as among the project co-ordinators, with clearly demarcated roles and responsibilities. 

If the organization wants to extend its area of operation to more villages, it will need to build the capacity of its current supervisors to take on the role of trainers for the villages they will be responsible for. The current team of three (or even four) trainers will not be able to handle the additional workload adequately. 

9. Challenges and recommendations

a. Phasing out of Ramgarh block – the organization may need to monitor the effect of phasing out after six months and after one year. How many of the changes brought about have been sustained? Is the quality of care being maintained? Are maternal and child health indicators continuing to improve / be good? Is the community supporting the SK, especially some remuneration? 

b. The training team – some strengthening of technical knowledge related to MCH care, as well as other subjects is required. Is there scope for all the trainers to have some basic knowledge of all the subjects instead of the clear demarcation as of now? The addition of an experienced staff member recently will strengthen the team.  

c. The team has also been training SKs and supervisors and dais to refer anything out of the ordinary, whereas quite a few conditions can be handled at home or at the village level, with knowledge, as well as with medicines from the ASHA / ANM. The team (SKs, supervisors, trainers) acknowledges that convincing a family to take someone to hospital is not easy – something that is understandable given the difficult terrain and long distances.

d. Maternal health – the Sahli’s method for estimating hemoglobin is subject to inter-observer variation and also to errors in doing the test. The accuracy with which the SKs are doing this test, as well as the accuracy of the method needs to be validated by another method. 

Supervision of health workers to systematically carry out all components of the planned programme of antenatal and postnatal care needs to be strengthened. In many instances, no hemoglobin test was done on the first visit as the health worker did not feel that the woman was anaemic. Similarly, though postnatal hemoglobin was to be done for all women, it was actually recorded only in very few women. This is unfortunate since this information would be invaluable in documenting blood loss as well as post-natal morbidity. 

e. Child health – monitoring child growth using adult bathroom scales does not give the required amount of accuracy in children. It is recommended that spring scales (eg Salter) upto 25 kg that are present in the anganwadi centre be used. In the few places where the anganwadi is difficult to access or the machine is out of order with no likelihood of repair, machines may be purchased by Aarohi. 

Additionally, growth monitoring of children 4 and 5 years of age will give a better indication of child nutritional status in under-5s. 

Aarohi reports show a reduced prevalence of under-3 malnutrition, which the staff attribute to education of mothers about childhood diet and safe water. There was insufficient time for me to go into more details about childhood feeding during the day, but the fact that children are left to fend for themselves when mothers go out to get firewood or work in the fields was a common problem. 

Reduced child deaths are attributed to better health awareness in the communities; BSPT education in the village; improved working of the VHSC; Aarohi’s own advocacy with the Government to improve immunization services, as well as better transport to hospital. 

The verbal autopsy tool used can be refined to provide more information about the cause of death.

f. Safe water – a one-time testing of water sources showed over 80% to be contaminated. Health education was done regarding keeping water sources safe, as well as for boiling water before consumption. However, diarrhoeal disease continues to be common (as per the staff), though deaths are vastly reduced due to the use of ORS and easier transport to hospital where necessary. (Data over the past year shows 25% of infant deaths are associated with diarrhoea)

It would be good to repeat water testing at different times of the year, and perhaps find a cheaper alternative to disinfecting water instead of burning fuel wood for it. Public places like school buildings and panchayat bhawans could use slow sand filters, which are excellent and cheap and easy to install and maintain. They can also be adapted for household use. In fact, this can be something that can be installed and maintained by student teams. 

g. Work on rain-water harvesting structures, garbage pits and smokeless chulhas – these have been done on a demonstration basis and where done, are being used well. The water tanks for rainwater harvesting had to be made much smaller than planned due to fund constraints, therefore do not sustain the user through the dry season, but work as a demonstration of what can be done. 

h. Alcoholism, and domestic violence against women – are two common and serious problems that are encountered, though not easy to tackle. The team may need to discuss and decide whether they want to do anything about this issue or not. 

i. The Bal Swasthya Prachar Team – working with school children, has been making an impact on the knowledge and behaviour of children, who will be the future agents for change. It is recommended that this initiative be continued. 

j. Working with adolescents – this is a very important initiative. As it was not part of the project, this activity was taken up through the initiative of the project staff. If strengthened and systematized, it will also go a long way in improving women’s health. 

k. The programme is focused mainly on maternal and child health. Issues of women’s health apart from reproductive health may warrant attention, especially as prolapse of the uterus is a common problem here, as well as vaginal infections. Some of it is addressed through surgical treatment for prolapse, and through health education. 

l. Working to strengthen NRHM – the focus on community processes with strengthening of the VHSC is commendable, though the efficacy of their functioning is not entirely in the hands of the Aarohi team. Informing people about the various programmes and entitlements under the NRHM as well as benefits like the RSBY has been effective in terms of empowering people to access these services. 

m. Working with RNTCP – this is in the final stages of planning with the district TB programme. The organization may be able to help through facilitating diagnosis through sputum collection in the village, and not merely by referring patients to a far-off place for diagnosis.

n. Data – Aarohi has a good system of data collection in place, and it is also collated well. However, analysis of data has remained very basic and a lot of valuable information could be inferred with more detailed analysis of information already available. 

Annexure 1 – Terms of Reference

Parameters of assessment 

End-line evaluation of the Trust’s grant ot Aarohi for Strengthening Self-Sustaining Management Systems for Primary Health Care in Rural Uttarakhand. 

The sanction value of the Grant is Rs. 214.14 lakhs over three years. 

Programme components (according to log frame) including both clinical and community based work – Assess progress and methodology from a community health perspective. 

Program’s ability to strengthen NRHM / public health system from the local level upwards.

Capacity of staff to carry out the program laid out in the proposal, areas of strength and areas that need further development.

Capacity building at the community level, Swasthya Karmis, TBAs and other community based resources that were to be strengthened as per the log frame. 

Components addressing the social determinants of health – strengthening of the  programme to address these aspects. 

Work on preventive aspects of health, specially the components that were included as demonstration to induce behaviour change. 

Methodology: 

Report to cover the following in addition to relevant information -  

Executive Summary

Context 

Critical analysis of progress made so far in various activities carried out in the current project by Aarohi, Uttarakhand. 

Critical analysis of the implementation strategies and the interventions taken up in the project (in logic, content, impact and thematic adequacy)

Activity-wise detailed analysis of the current project interventions (in logic, content, impact and thematic adequacy)

Analysis of core competence of Aarohi, Uttarakhand. 

Capacity building needs

Gaps and recommendations. 

Annexure 2 – People met and activities undertaken

	Date
	Places visited
	People met

	4/12/12
	Aarohi office
	Dr Sushil Sharma, Project Advisor, Aarohi

Mr Pradeep Gupta. Secretary, Aarohi

Staff of Aarohi village team including Trainers, Supervisors, BSPT animators, hospital staff. 

Some TBAs and Swasthya Kirans.

	5/12/12
	Bhayalgaon village
	Two pregnant women, Swasthya Karmi Ganga, mothers of under-3 children, community members, members of VHSC

	6/12/12
	Khansyu village and Aarohi training centre

State Urban Dispensary, Khansyu 
	16 SKs and 14 TBAs from the area at Khansyu

Community members and VHSC members at Khansyu 

Compounder of the SAD at Khansyu

Homes of villagers with smokeless chulas

	7/12/12
	Jhargaon village and office

Gargari Talla
	Staff at Jhargaon office. 

BSPT animators 

Middle school children at Jhargaon Talla school 

Gargari Talla – home visits, meeting with mothers of under-3s

VHSC members.

Supervisors

	8/12/12
	Khansyu, 

Satoli
	Debrief with Aarohi team

Tour of Aarohi Arogya Kendra at Satoli

	
	
	


Annexure 3 – Field Observations

I tried to understand the context of the organization and the philosophy that guides all their work and their projects. I have tried to look at the work from a community health perspective, to meet as many people as I could and to get as many perspectives as possible. 

The main focus of the health programme is to build capacities at the village level to deal with issues related to maternal and child health; improve knowledge about health and hygiene among the community; and to facilitate utilization of Government facilities in health where possible. Routine OPD and emergency services are provided by Aarohi and specialist services are provided on a camp basis. 

In this regard, I spoke to birth attendants and village health workers who have been trained; to women in the villages; to school children; to members of the village health and sanitation committees; to government ANMs where possible, and also to the Aarorhi staff. 

Discussion with Dais: 

I met Dais of Ramgarh as well as Okhalkanda blocks. Most of them have not conducted any deliveries in the past three months as they refer women to hospital for delivery. However, the dais from the remoter villages in Okhalkanda block had conducted deliveries at home. All of them understood the importance of a clean delivery and how to maintain cleanliness during delivery. 

Asked about identifying a breech pregnancy, almost all said that they refer women for an ultrasound examination during pregnancy to rule out any abnormality and if it is detected, they do not conduct the delivery. 

If a woman had heavy bleeding after delivery (though all of them denied having experienced anything like this), they would press the abdomen above the pubic bone to stop the blood flow. (though this is not the recommended method)

The cord is cut as soon as the placenta comes out after delivery. If there is a delay, they blow into the mother’s ear to help in expulsion of the placenta. In case of a retained placenta, the cord is cut anyway, and the baby cleaned and wrapped. The woman is then referred to hospital. None of them had experienced a case of retained placenta, as per their reports. 

Knowledge about resuscitating a newborn was good, with wiping, flicking of the baby’s feet and blowing in the mouth being mentioned. 

If the baby is small, they advise the family to take the baby to hospital. None of the dais mentioned anything about home care of low birth weight babies. 

Mothers are given food within a few hours of delivery, though earlier this was not so. 

They visit the mother and baby for about five days after the birth, when they usually massage and bathe the baby if asked. Otherwise the mother and baby are massaged by a female relative in the house. 

The dais were not sure what could cause fever in the post-partum woman. 

The training of dais with regard to antenatal and intra-natal care is limited to the five cleans and identification of high risk pregnancies for referral to hospital. They are actively discouraged from conducting a vaginal examination, though some of the older dais still do it. They are taught to estimate full dilatation by when the mother feels like pushing. 

Changes in harmful practices include no longer massaging the uterus to expel the baby, encouraging the woman to push only after full dilatation, not observing food taboos after delivery, and not bathing the newborn baby. Colustrum is also now given to newborn babies. 

From the dai reports, it looks as though there is little maternal morbidity after home births. 

Discussion with SKs.

In Okhalkanda block, 10 of the 16 SKs met were also ASHAs. I asked them what they learnt during ASHA training and what additional things they learnt by being SKs also. ASHA training has taught them how to conduct a village survey and keep a record of all pregnant women and those with young children; they gather children for immunization sessions and women for antenatal checkups and TT injections. They recommend all women to have two USG examinations in pregnancy – in the 3rd and the 9th months; they accompany women in labour to the hospital under JSY; refer ill patients (including TB patients) to hospital. 

As SKs under the Aarohi project, they learn the quality components of antenatal care: taking blood pressure; measuring hemoglobin level; calculating EDD based on LMP; weighing children and interpreting weights; conducting village meetings and participating in VHSC meetings. 

SKs of both Ramgarh and Okhalkanda blocks knew about antenatal care and the need to monitor BP in pregnancy, though were not sure what a high reading is or what can happen if blood pressure is elevated in pregnancy. 

SKs in Ramgarh did not know the correct method of mixing ORS, while those in Okhalkanda could describe it well. 

None of the SKs were sure of the symptoms of tuberculosis. 

A few SKs knew the causes of fever in the post-natal period. 

When asked about care for a low birth weight baby, most said they would refer the baby. Only when prompted did they say they would advise to feed frequently and to keep it wrapped up. (Kangaroo care was not mentioned by any of them). 

The SKs in Ramgarh block are provided with medicines, but they said they would refer all children with fever immediately to hospital, and not even give the paracetamol syrup they had with them, as it can be risky to treat children. 

The SKs knew how to recognize pneumonia in children, as well as some of the causes of malnutrition in young children. 

Regarding contraceptive methods, the SKs knew that a Cu-T is not preferred in nulliparous women but the reason why it is not preferred was incorrect. 
Observation of the work of one SK in Ramgarh block revealed incomplete ANC records and growth monitoring records. She was also not able to make out a breech presentation. Hemoglobin testing for a pregnant woman (who looked pale to me) was not done as she did not feel that the woman was anaemic. This may not be reflective of the general situation, but does raise concerns about the quality of ongoing care once the supervision support is withdrawn following end of the project intervention in this block. 

Meeting with Village Health and Sanitation Committees was held in three villages: Bhayalgaon of Ramgarh block, as well as Khansyu and GargariTalla of Okhalkanda block.

In Bhayalgaon we could not meet all the members of the VHSC as we were late and also rations were being given in the PDS after three months, so many people had gone there. However, we did meet some community members, as well as the SK and ASHA. All of them were aware of the untied fund, though there were some issues of the village Pradan deciding what to do with the untied fund and not listening to the committee. The ANM does not come to the meetings as the venue in the village that is on top of a hill: she also vaccinates children and pregnant women only at the base of the hill and does not come to the village. The group was also aware of the RSBY card but did not use them as they did not know which hospitals they could use them at. Some of the untied fund has been used for garbage pits, and the rest is with the Pradan still. The VHSC said that they will continue to support the SK as they presently to (helping in weighing children and in antenatal checks). 

Regarding the payment to the SKs in Ramgarh block after the project is over, Aarohi has been putting part of the salary budgeted for the SKs into the Swasthya Kosh of the village. Money from this can then be paid back to the SKs each month. 

In both Khansyu and Okhalkanda, the VHSC was active, and was vocal in its appreciation of the work of Aarohi. The were particularly appreciative of the fact that the organization was working in this remote group of villages. The work done with women in terms of antenatal care, support for institutional delivery, as well as child care and growth monitoring was appreciated. At Khansyu the VHSC requested that the work of Aarohi extend from the current 16 villages to the entire 76 villages in the area. There is a difference between the women and children in the 16 villages that Aarohi works in and the other 60 where they do not work. 

The committee also appreciated the fact that Aarohi staff supervise the work of the SKs, and also that they give regular feedback to the community about the work that is happening, the health status of the children etc. The Khansyu VHSC was not aware of the work of the BSPT. They appreciated the smokeless chulhas introduced by Aarohi in terms of reduced smoke and discomfort in the house, reduced incidence of cough and breathing problems, as well as reduced use of firewood. However, the fact that rotis cannot be cooked easily was brought out by more than one person, as well as the fact that large vessels (as are needed in large families) cannot be used on this design. 

In Khansyu, the group also appreciated the installation of storage tanks. Two tanks of 1,000 litres each had been made, with cost contributed also from the untied fund. Funds had been allocated to one remote village to make a “doli” for easier transportation of patients.  

The VHSC at Gargari Talli also was active, and all members were present in the meeting, including the ANM, AWW and the ASHA (who is also the SK here). 

The committee said that they were better off now with regard to health issues since there is better road and cellphone connectivity, the 108 ambulance service can reach them in 2 hours, and the fact that people are more aware of problems due to the work done by Aarohi. 

The shortage of drinking water, as well as contamination of water was one of the main problems identified by the committee. Water is provided in a tanker during the summer season. They were aware that water shortage or contaminated water, can lead to diarrhoea and jaundice, and that ORS is available with the ANM and ASHA in the village.  

Aarohi has brought in the valuable input of health education, according to the committee, using songs, puppet shows, and pictures to teach women and also school children. The school children then teach their family members and neighbours about health issues. 

The committee fully supports the health staff in their work. They knew that there is one patient on DOTS treatment in the village. 

The committee is aware of the untied fund, and this year Rs. 1000 have been given for treatment support for one patient. 

Meeting with mother’s group, Gargari Talli village. 

Five mothers with under-5 children were present, along with some older women. The women all breast-fed their children, though some had given prelacteal feeds as well. They are aware of home treatment for diarrhoea (salt-sugar solution), and continue to feed the child during diarrhoea and also giving water to drink. Cause of diarrhoea was identified as due to bad food, raw fruit, and not breast-feeding in time. Only two women said that unclean water can cause diarrhoea.

The women were not so confident about the symptoms of pneumonia, though some spoke of rapid breathing. They will take the child to hospital when the child stops sucking milk. 

Meeting with health supervisors 

I met them mainly to understand their role in the health programme better. They oversee the work of the SKs, but have the same training as the SKs. 

They have been given more detailed notes on all subjects including maternal and child care, HIV, tuberculosis, anaemia, hygiene, and verbal autopsy forms.  Their knowledge was fairly good. They maintain a daily diary of work done. Some of them have been working for a year with Aarohi, while some have been in place longer. They were able to interpret information regarding weight gain in pregnancy and child growth monitoring. 

The supervisors are a bright and energetic cadre of women who can and should be trained much more in my opinion. If Aarohi is planning to expand its field of activities, it will need a much larger pool of trainers than they currently have, and the supervisors can fulfill some of that role.

Meeting with trainers

Training is divided between three main trainers, one of whom trains birth attendants, SKs and supervisors in maternal and newborn care; another trains on all other subjects like growth monitoring and common illnesses; and a third provides training regarding processes – organizing communities, as well as data handling. Training sessions are held according to a well laid-out plan. 

Knowledge levels of trainers are good, though there is scope for technical improvement. 

The assistant project co-ordinator and the co-ordinator are responsible for the programme implementation, data management, and for external liaison. 
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Community meeting at Gargari Talli


Schoolchildren at Middle School, Jhargaon where BSPT activities have been carried out. 


Smokeless chulha in use, Gargari Talli village
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