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‘ Executive Summary

and newborn care in northern Karnataka. It documents the process and experience of

implementing the mentoring intervention, shares intervention results, and concludes with
lessons learned and recommendations. Information is derived from qualitative and quantitative
sources including extensive interviews, site visits and observations over a 2-year period. We hope
it helps others who are interested in learning from the experience to develop similar approaches
in India or elsewhere to improve maternal and newborn care.

This report tells the story of an innovative nurse mentoring programme to improve maternal

Context, Evidence and Intervention Overview

In India, too many women and infants die from causes that are both preventable and easily
treatable. Evidence points to the critical importance of ensuring high-quality care during labour,
delivery, and the immediate postpartum and newborn period for saving maternal and newborn
lives. This is the window in which more than half of maternal and newborn deaths take place.
The ability of providers to manage normal deliveries according to best practice guidelines and to
identify, manage and refer those patients with maternal and newborn complications can have a
direct impact on maternal and newborn health outcomes.

The Sukshema project developed a mentoring intervention designed specifically to improve the
quality of facility-based maternal and newborn care in 24/7 primary health care centres (PHCs) in
Northern Karnataka. By providing on-site mentoring forimproved clinical care and service delivery,
the project hypothesised that the quality of services and continuity of care would improve and
that women and newborns would have better health outcomes.

Findings from situation analysis in project districts and evidence review

A situation analysis in eight project districts in 2011 revealed the need to both improve provider
competence in managing maternal and newborn care and to address facility-level factors such
as drug stock-outs and lack of infrastructure. The analysis showed that providers did not follow
best practices such as active management of third stage of labour (AMTSL), use of partograph,
or essential newborn care. Labour augmentation (not a recommended practice) was found to
be very common. PHCs in particular often lacked the drugs and equipment to provide delivery
services. The situation analysis also revealed a weak referral and follow-up system.

In designing the mentoring intervention, the Sukshema project reviewed findings from similar
interventions across a variety of settings and clinical areas. The evidence suggested that a
mentoring intervention should include components focused on on-the-job provider training and
support, user-friendly clinical job aids, and team-based approaches to quality improvement.

" Mentoring Intervention Report



Mentoring Intervention Report

Overview of intervention design

The Sukshema Project’s maternal, newborn, and child health (MNCH) mentoring intervention
integrates elements of on-site clinical mentoring with facility-based quality improvement
processes to support PHCs' abilities to deliver critical maternal and newborn care services. The
project employed a new cadre of full-time nurse mentors who were each responsible for mentoring
staff in six to eight 24/7 PHCs. Since staff nurses are responsible for labour and delivery services
in PHCs, Sukshema opted for a peer mentoring model and thus hired and trained qualified staff
nurses to be mentors.

Project Approaches and Tools

The Sukshema project introduced a quality improvement approach backed by tools to assess and
track quality improvements.

AMMA quality improvement approach

Sukshema developed and promoted a quality improvement framework called AMMA that means
“mother” in Kannada. PHC teams were encouraged to use this quality improvement approach
with individual patients and at the facility level.

" MEASURE:Measure

ASSESS:Assess and

diagnose quality gaps progress in resolving

or problems problems and quality gaps
MANAGE:Manage ADVOCATE:Advocate for
solutions to address clients’and providers'’
problems rights to quality services
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At the same time, the project introduced several tools such as case sheets, self-assessment tools,
and action planning tools to operationalise quality improvement.

Case sheet. A key innovation of the mentoring intervention was the introduction of a newly
developed case sheet for PHC providers that incorporated the AMMA approach. The case sheet
served as a clinical record, a job aid and a teaching tool. The case sheet guided providers through
the critical steps of patient assessment, labour monitoring and postnatal care and included a
simplified partograph to monitor labour (Assess and diagnose). The case sheet directed providers
to complication case sheets that provided details on how to manage and refer maternal and
newborn complications (Manage). Providers used the case sheet to make clinical decisions aligned
with SBA guidelines for PHCs. Mentors also used the case sheet to conduct case audits and monitor
changes in compliance with SBA guidelines and as a teaching tool (Measure). Discussions about
the case sheet led to wider discussions of how to improve quality of care for patients (Advocate).

Case Sheet Components for 24/7 PHCs

Self-assessment tools and action planning. The Sukshema project developed self-assessment
tools that mentors used with PHC teams to assess quality of care, identify gaps and examine causes
of those gaps (Assess and diagnose). The self-assessment checklist included questions for PHC
teams to discuss and to decide whether the quality standard is met or whether there might be
an opportunity for improvement. The checklists focused on patient and provider rights as critical
aspects of quality. PHC teams prepared an action plan based on these assessments (Manage).
Follow-up meetings with staff allowed for assessment of progress towards goals (Measure) and
provided a forum for discussions about how to improve quality along the continuum of care
(Advocate).

In addition to these tools, mentors brought mannequins, flip charts and other teaching aids to the
sites to provide skills practice.

“7" Mentoring Intervention Report
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Hiring and Training Mentors

Recruitment and hiring

The Sukshema project team crafted a 3-tiered hiring strategy to identify the best candidates to
be mentors. Because of the varied skills that mentors needed to possess, it was thought that a
conventional hiring process of screening curricula vitae and interviewing candidates might not be
sufficient to fully assess a candidate’s capacities for the position. The project’s need to hire many
candidates at oncealso offered opportunities for more creative group-based assessment processes.
The process followed for identifying and recruiting mentors worked well. The candidates that
were ultimately selected were the best performers on various assessments and evaluations.

Training

The Sukshema project developed a 5-week induction training programme to equip mentors
with the knowledge and skills needed to carry out their responsibilities. A combination of KHPT
staff and faculty from St Johns Medical College (SJMC) trained mentors at SJMC in these skills.
The training covered the following topics:

=& Introduction and practice applying self-assessment and quality improvement approaches

o& Skilled birth attendance (SBA) clinical content and hands-on training focused on skills to
provide routine care, identify and manage complications, and make timely referrals

& Exposure to PHC-level systems such as drug supply, referral, infection control, record-keeping
and use of tools to help improve PHC systems

oS Field visits to PHCs to practically apply the skills and tools.

The project also provided ongoing capacity-building of mentors using a combination of on-the-
job support, refresher trainings and clinical postings.

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnataka =~ U
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Mentor Visits in Pilot Districts

The project piloted and evaluated the mentoring programme in Bellary and Gulbarga districts
with 11 mentors and 54 intervention PHCs in August 2012.

Structure of mentor visits

In the pilot districts, mentors were assigned six PHCs for mentoring and visited their assigned
PHCs once a month initially and at longer intervals thereafter for a total of six visits a year. Each
visit was expected to last two days, but later visits lasted 3-4 days. The time was extended to enable
mentors to complete planned tasks, which was not always possible in a two-day visit given high
outpatient loads and provider availability.

Flow of a typical mentor’s visit

The structure for the first mentor visit focused on establishing rapport and initiating the
team-based quality improvement approaches through use of some of the self-assessment tools
and development of an initial action plan. In subsequent visits, mentors continued to support PHC
teams in using the self-assessment tools and developing and revisiting action plans, and provided
individualised support to staff nurses on maternal and newborn topics. Mentors facilitated
team-based problem-solving to address specific quality gaps such as equipment and supply
logistics, infection prevention practices, referral practices, record-keeping, teamwork and staff
attention to patient rights. Mentors also strengthened staff nurse SBA skills through teaching,
case reviews, case studies, demonstrations and modeling bedside patient care. All mentor visits
included a review of the action plan, a case sheet audit and teaching.
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Pilot district successes

Mentors in the pilot districts were able to work effectively with PHC teams to enact quality
improvement processes and strengthen provider skills. Highlights include:

&

&

4

5}

Rapport with PHC teams. Mentors expressed and demonstrated confidence in building
rapport with PHC teams and carrying out the mentoring visits.

Support for team-based quality improvement process. The PHC staff were willing to
engage with the mentors in quality improvement sessions. PHC teams remarked that they
had rarely come together as a team before mentoring and welcomed the opportunity to
do so. In some PHCs, teams initiated their own reviews and resolved their own problems in
between mentor visits.

Value of self-assessment tools and action plans. Mentors found that PHC teams were
able to use the self-assessment tools and that these tools helped teams identify where they
had problems.

Action plans addressed system strengthening. Mentors noted that the process of
reviewing and developing action plans was well entrenched as part of the mentoring visits.

Use of teaching models. The training models provided to the mentors were used effectively
to carry out demonstrations. Staff nurses appreciated the opportunity to practice with
newborn and pelvic models.

Case sheet acceptance and use. Mentors indicated that with continued encouragement
staff became more accustomed to the case sheet and appreciated its value as a job aid. Some
staff initially resisted using the case sheet, perceiving it as a time-consuming documentation
burden. Promoting consistent and correct use of the case sheet was a major undertaking for
the mentors in all visits.

Opportunities for patient-focused teaching. Mentors and project staff reported that they
encountered pregnant women and recently delivered women in the PHCs so they had the
opportunity to provide bedside teaching and demonstration.

Customised support. Mentors had a keen understanding of their PHCs and individual staff
nurses and were able to objectively assess their strengths and shortcomings and develop
individualised plans to support nurses.

Sustaining relationships with PHC teams. Mentors became sources of support even
between visits. Staff calledmentors between mentoring visits to tell them about complications
or ask for information.

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnataka
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Pilot district challenges

Mentors encountered some circumstances that made it more difficult for the mentoring
programme to achieve its objective of improving maternal and newborn care. Some of these
challenges include:

&> PHC leadership engagement. Mentors found it more difficult to facilitate change in
PHCs that did not have a full-time medical officer or a medical officer who was engaged in
providing strong leadership and support of the PHC teams. In these facilities, it was harder
for the mentors to inspire a sense of team work and mutual accountability.

o&  High-volume PHCs. At some PHCs with high delivery and outpatient department volumes,
it was hard for mentors to get time with staff. In busy PHCs, mentors found it difficult to retain
the attention and focus of staff to provide teaching. Busy nurses sometimes had to deal with
many patients and were less likely to fill out case sheets or follow expected protocols.

& Staff turnover, motivation, and abilities. Mentors also reported that there was a degree of
staff turnover and they often had to bring new nurses up to speed. Another issue was that it
was harder to consistently engage and have time with staff nurses who lived some distance
from the PHC. Other challenges included staff with poor attitudes or those who were slow
learners.

PHC quality improvements

The use of team-based quality improvement processes combined with ongoing mentor support
generated improvements in the quality of care in PHCs. Observations and mentor and PHC team
interviews highlightednotable improvements:

& Increased availability of drugs and supplies. Mentors and PHC teams remarked that most
pilot PHCs now had essential medicines and medical officers were very supportive about
getting needed drugs and supplies, usually using untied funds. Vitamin K, which was not
available at all when the intervention began, was present in most PHCs. PHCs had acquired
autoclaves, delivery sets and other equipment as needed.

o5y Improved organisation of labour room. Mentors observed marked improvements in
the organisation of the labour room and its equipment, including separation of waste and
increased cleanliness. Many PHCs now had kits readily available for emergencies. Many had
posted guidelines on the walls and a list of essential drugs.

&y Decreasedlabouraugmentation. Mentors reported that nurses were no longer performing
labour augmentation in most cases. Mentors observed that some senior nurses were reluctant
to change practices.

&> Improved adherence to SBA guidelines for normal deliveries. Mentors had been able to
assist and observe deliveries and were thus able to assess how well nurses were handling
normal deliveries and complications. They reported that increasingly nurses were following
the SBA guidelines, including using the partograph, practising AMTSL and providing
improved general clinical care. :
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o5y Increased capacity and confidence to manage maternal and newborn complications.
Nurses reported that they were now more comfortable and confident in handling maternal
complications and were using the case sheets for guidance. Some mentors noted that nurses
still needed some support in pre-referral patient management.

&> Improved referral processes. Mentors and PHC teams reported that their referral processes
were more systematic since the mentoring programme started. PHCs were now more likely
to have referral directories and to call referral facilities in advance and follow up on patient
outcomes.

Areas that were slower to improve include:

& Infection prevention. While labour rooms were cleaner and sterilization had improved,
there was still scope for improvement. PHC teams and mentors remarked that Group-D staff
(who are responsible for general hygiene and cleanliness) were resistant to change.

& Inadequate postpartum care. Mentors reported that nurses did not properly monitor
patients after delivery at the recommended intervals of every 15 minutes for two hours.
Often this proved difficult for the nurses attending to other outpatient department functions.
Mentors noted that the postpartum care section of the case sheet was often incomplete or
incorrectly filled out.

=& Understaffing. The blanket policy of three nurses for every 24/7 PHC results in staff in PHCs
with high patient loads being overstretched and often unable to give sufficient time and
attention to women in labour or during the postnatal period.

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnataka
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Scaling Up Mentoring Programme

The mentoring programme was extended to the other six Sukshema districts starting in October
2012, and in September 2013 it was expanded further to include all PHCs in the pilot districts.
As of July 2013, the mentoring programme covered 385 24/7 PHCs with a total of 53 mentors.

Programme refinements

The project made some changes to the mentoring programme design in the scale-up districts
based on learning from the pilot districts. In the scale-up districts, each mentor was expected
to cover 7-8 PHCs with three days set aside for each PHC visit from the start. Additionally, the

project decided to intensify the mentoring support
in high-volume PHCs and lessen the frequency and
duration of mentor visits to PHCs that consistently
reported low delivery loads. Data indicated that 20
high-volume PHCs accounted for 19% of all PHC
deliveries in the eight districts. For these high-volume
PHCs, two experienced mentors together visited the
PHC for three days every month.

Mentors in scale-up districts followed the established
process for planning and carrying out PHC visits,
which included preparatory work, periodic reviews
after each mentor had conducted 1-2 PHC visits
and a final review once each round of PHC visits was
complete.

Lessons learned

Lessons learned in the scale-up districts emphasised
the importance of creating an enabling environment,
orienting providers to case sheets in advance of the
intervention and the need to further strengthen
referral processes. The high-volume PHC strategy worked well for PHCs in all districts. The pace
and nature of quality improvements also followed a consistent pattern among PHCs, with
improvements in the labour room and drug supplies being some of the first signs of quality
improvement. Practices that were more resistant to change included infection prevention and
postnatal care.

The scale-up experience demonstrated that the intervention could be replicated and applied
in other districts. Systematically using the approaches and tools developed to implement the
intervention resulted in a smooth and efficient implementation process and in just a five-month
period the mentoring programme was extended to all eight project districts. Overall, mentors in
these districts observed similar levels of staff engagement and improvement in their PHCs.
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Managing the Mentoring Programme

The Sukshema project developed a management structure and management processes to
oversee implementation of the mentoring intervention. Overall guidance and support came from
a core technical team based in Bangalore, consisting of the technical lead, quality improvement
specialist and clinical specialist. These individuals routinely visited the project districts, advised
on management processes and anticipated and provided troubleshooting as issues arose. At
the district level, a district programme specialist (DPS) based in each district was responsible for
managing and monitoring the mentoring intervention in that district. These individuals had a
Master’s in Public Health degree with a medical background (e.g., ayurvedic). As the principal
liaison with district health officials, the DPS routinely informed them about the intervention and
system-level issues that needed district-level attention. The Sukshema team also developed a set
of tools to assist mentors in planning their mentoring visits and to assist DPSs in carrying out their
supervisory and reporting responsibilities. A monitoring information system was also established
to track intervention indicators.

Voices of PHC and District Staff

Interviews were conducted with four PHC teams and one District Health Officer (DHO) in May
2013 in pilot districts and with three PHC teams in scale-up districts and another DHO in October
2013 and April 2014 to assess their understanding of the mentoring programme and their own
assessments of improvements since the programme began.

Nurses pointed out how mentors were helping them be more systematic and thorough in
providing care. As one nurse stated, “We didn’t know much before and now the mentor tells us
how to do each thing and explains why we do these things. The mentor reminds us about things
we forget” Nurses and other PHC staff praised the professionalism and interpersonal skills of the
mentors. “Mentors are very helpful and relaxed. Even if we are rude or stressed because we are
busy they don't react and are always at ease with us which helps ease the tension. A MO stated,
Mentors are very good and cooperative.

Some PHCs had fully embraced the approaches the mentors used to strengthen systems. Several
nurses interviewed appreciated the case sheet. Nurses and medical officers nevertheless pointed
out the challenges in filling out the case sheet, especially when staff were busy.

PHC teams also appreciated the mentoring programme for contributing to facility-level
improvements. They commented on how the mentoring programme had helped them with
managing stocks and coordinating with each other to ensure they had the drugs and supplies
they needed. PHC teams described many improvements in their operations and their quality of
care since the start of the mentoring programme.

Nurses and medical officers felt the mentoring programme should continue. A MO noted, “There is
so much workload here that things sometimes fall behind so it is good to have the mentors to remind
us and to keep coming often” A nurse valued the intervention “because mentors come with new
information and they provide access to experts.” A DHO commented that nurses in PHCs rarely have
someone available who can monitor their skills and support them and he felt that the mentoring
programme was filling this important gap.
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Coordination with Community Intervention

Sukshema project’s community intervention is designed to work on community-level issues
through building the capacity of accredited social health activists (ASHAs), Anganwadi workers
(AWWs) and junior health assistants (JHAs) to improve birth preparedness and maternal and
newborn practices at the community level. The community intervention and mentoring
programme coordinated together in each district to see how they complement each other in
ensuring MNCH care continuum across levels of care. Each district held coordination meetings
including the full community and mentoringteams and developed joint action plans. Infrastructure
issues were a common concern that mentors and community coordinators tried to join forces to
resolve. Other issues they discussed included preventing home births, encouraging women to
come to the facility earlier in labour, follow up in the community after mothers and babies are
discharged from the facilities.

The linkages between the two programme components evolved somewhat organically as the
two teams got to know one another and found ways to work together. As the project moves into
its final year, it will be important to develop clear guidance on what role mentors can play in
extending AMMA to the community level and how this relates to the community intervention.

Intervention Results and Costs

A more quantitative assessment of the mentoring programme’s achievements was based on
monitoring indicators and the pilot district evaluation findings.

Management information system (MIS) findings

According to MIS data, the use of case sheets increased overtime. As of March 2014, nurses had
completely filled out a case sheet for more than 65% of all PHC arrivals compared to12% in January
2013.The most frequently occurring complications related to prolonged labour, premature rupture
of membranes or pregnancy-induced hypertension/preeclampsia. The use of complication case
sheets was also improving: the proportion of complication case sheets filled out as a proportion
of total referrals reported (derived from the referral registers) was 42% in March 2014 up from 5%
in January 2013.

Endline evaluation findings

The project corroborated its qualitative findings with an endline evaluation of the mentoring
programme and its impact on knowledge, skills and facility readiness to provide maternal and
newborn services. PHCs in Bellary and Gulbarga were randomly assigned to either intervention or
control groups. The endline study involved facility audits, provider interviews and interviews with
postpartum women in the month after delivery in 2012 and again in 2013.

In terms of knowledge of management of labour and delivery, intervention and control sites both
improved over the one-year period. There were improvements overall in knowledge of how to
identify prematurity, AMTSL, eclampsia, sepsis, postpartum haemorrhage, obstructed labour,
and foetal distress and how to manage neonatal resuscitation. On almost every indicator, the
intervention sites performed statistically significantly better than the control sites. Post-delivery
issues improved overall but there was little actual difference between intervention and control
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sites, especially when the practices reported by staff were compared with postpartum client
interviews.

PHCs were much better equipped in 2013 than in 2012. Again, there were improvements overall
in both types of sites; however, the intervention sites outdid the control sites and in many cases
the differences were highly statistically significant. The biggest differences were observed with
respect to drug availability and adherence to referral protocols; here, intervention sites were far
better equipped to manage all emergencies than were control sites in 2013.

Mentoring was not able to affect more systemic problems such as staff shortages, the physical state
of PHCs,or services such as food, water, and linens for postpartum women within the year’s time.

Cost

The total start-up and annual cost of the intervention was 2,71,03,453 INR (467,301 USD) for all
eight districts. This translates to 3,387,932 INR (58,413 USD) per district and 511,386 INR (8,817
USD) per mentor per year.

Summary of Achievements and Challenges

Qualitative and quantitative information were all consistent in suggesting that the mentoring
programme has been successful in improving many aspects of clinical care and helping PHCs
be better equipped and supplied to provide MNCH services. Key improvements are summarised
below:

Management
improvements

C | T
Clinical improvements . Physical improvements

e

Maijor lessons learned are listed below and are elaborated on in the full report:
1. The best mentors combine strong clinical and communication skills.

2. A focused training programme combined with a strong system for ongoing training and
support can prepare a capable and effective mentoring workforce.

Self-assessment processes and team-based action planning are required to improve quality.
The case sheet is a helpful tool but requires time and support to operationalize.

Data use can drive programme improvements on many levels.

o oo W

PHC leadership is a critical factor in improving quality.
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7. High-volume PHCs require the most support.

8. The DHO's role is vital to catalyse mentoring programme impact.

9. Integration with government reporting forms and systems is needed for new formats.
10. Extending mentoring to JHAs could reinforce linkages to community-based services.

Challenges that the mentoring programme cannot address stem from root causes that are at the
community or system levels. The solutions will need to be addressed at these levels. For example,
the issue of inadequate staffing or strengthening referral facilities requires district or state-level
action. Behaviours such as untimely care-seeking and short postnatal stays will require dialogue
at the community level through ASHAs and local village leaders.

Overall, however, the mentoring programme is proving to be an effective intervention to improve
the maternal and newborn services in PHCs. Mentors have been able to support PHC teams to
identify and address quality gaps and to increase the capacity and confidence of staff nurses. In
many PHCs, nurses say they are now providing care according to SBA guidelines and are better
able to handle maternal and newborn complications. Facilities are also better organised, equipped
and supplied to deliver quality services. If scaled up to other PHCs or even higher-level facilities,
the mentoring programme can be an important contributor to reducing maternal and newborn
mortality.
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Introduction

For women, preventable and treatable causes of maternal death include haemorrhage,

hypertensive disorders, sepsis, obstructed labour and unsafe abortion; for newborns, causes
of neonatal death include preterm birth, low birth weight, sepsis and asphyxia. Evidence points
to the critical importance of ensuring high-quality care during labour, delivery and the immediate
postpartum and newborn period for saving maternal and newborn lives. This is the window in
which more than half of maternal and newborn deaths take place. The ability of providers to
manage normal deliveries according to best practice guidelines and to identify, manage and refer
patients with maternal and newborn complications can have a direct impact on maternal and
newborn health outcomes.

In India, too many women and infants die from causes that are preventable or easily treatable.

The Sukshema project developed a mentoring intervention designed specifically to improve
the quality of facility-based maternal and newborn care in 24/7 primary health centres (PHCs)
in Northern Karnataka. By providing on-site mentoring for improved clinical care and service
delivery, the project hypothesized that the quality of services and continuity of care would
improve and that women and newborns would have better health outcomes. The pilot phase of
the intervention was rolled out and evaluated in two of the project’s eight districts (Bellary and
Gulbarga) from August 2012-August 2013. Scale-up to the other six project districts began in
November 2012 and reached full scale by March 2013.

Organization of Report

This report contributes to Objective 4 of the Sukshema project—Facilitate identification and
consistent adoption of best practices and innovations arising from the project at the state and
national levels—by documenting the process and experience of implementing the mentoring
intervention. In essence, this document tells the story of this innovative mentoring approach.
We hope it helps others learn from the experience and stimulates interest in developing similar
approaches in India or elsewhere to improve maternal and newborn care.

The document is structured in ten sections as follows.

Section 1 begins with the context in which the project operated and outlines the rationale for
establishing a mentoring programme. It offers a brief description of the mentoring programme
and reviews the evidence about mentoring and other quality improvement approaches that
informed the intervention design.

Section 2 describes the approaches and tools that were developed specifically for the mentoring
programme. A separately available toolkit includes all the tools and training materials developed.
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Section 3 focuses on the hiring and training of mentors, including a detailed description of the
initial training programme and the ongoing capacity-building support the project provided to
mentors.

Section 4 documents the first year of the mentoring intervention in the two pilot districts by
recounting the experiences derived from each round of mentor visits. In the first year, each PHC in
the intervention districts received six mentor visits.

Section 5 discusses how and when the mentoring programme was scaled up to the remaining
project districts and to all PHCs in the pilot districts. It highlights modifications that were made
in the original programme design as this scale-up took place. This includes more use of data to
drive programme reviews anddevelopment of tailored visit strategies based on PHC volumes.
It highlights mentors’ experience in working with PHCs in the scale-up districts, pointing out
where the experiences were similar or differed somewhat from the experiences of mentors in the
pilot districts.

Section 6 describes the management processes and tools the project developed to support
implementation of the mentoring programme and points out some of the challenges encountered
and lessons learned.

Section 7 shares comments from PHC staff and district-level officials about the mentoring
programme and how it has improved services. These comments are based on interviews with PHC
teams during site visits to their PHCs.

Section 8 focuses on the coordination of the mentoring programme with the other major
element of the Sukshema project known as the community intervention (Cl). This aspect of the
project worked at the community level with frontline workers. It should be noted that these two
project componentshad worked synergistically to only a limited extent at the time of the writing
of this report because the Cl had a longer scale-up period than the mentoring programme.

Section 9 introduces quantitative data from project monitoring and evaluation research to
provide a data-driven look at the intervention. It is noteworthy that the data largely corroborate
the qualitative findings derived from observations and interviews.

Section 10 offers a summary of the major findings from the mentoring programme, recapping
the most notable achievements and pointing out persistent challenges, especially those that
require system or community-level solutions.
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Methodology and Data Sources

This report is the culmination of an intentional and intensive effort to document the process
of designing, implementing and managing the mentoring programme. The major sources of
data for describing the process include data
from observations and field visits; focus group
discussions with participants; interviews with
project staff, consultants and mentors; and
interviews with PHC teams and district officials.
A senior technical advisor, not directly involved
in the day-to-day operations of the mentoring
programme, carried out mostofthe observations,
interviews and focus group discussions. The
technical advisor developed tools for recording
observations, as well as interview and focus
group guides and prepared notes from each observation, interview and focus group discussion.
This report also includes information gleaned from trip reports from other project consultants
participating in trainings, district-level meetings or visits to PHCs, as appropriate.

Process documentation started with observations and interviews of the mentor training in July
2012. Subsequently, the senior technical advisor visited the pilot districts in September 2012 and
May 2013, meeting both times with all 11 mentors and district-based project staff and visiting six
different PHCs to observe mentors and interview PHC staff. A follow-up visit took place in April
2014 in Bellary and Gulbarga to meet again with mentors in both districts.

Documentation of the intervention in the scale-up districts included two site visits and interviews
with mentors and programme staff in Bidar District in May 2013 and four site visits and mentor
focus group discussions in Koppal and Raichur districts in October 2013. Additional information
was obtained through visits toGulbarga (to new PHCs) and Yadgir districts in April 2014, including
mentor focus groups, provider interviews and three site visits to PHCs.

In addition to the qualitative information obtained through observations and interviews, this report
draws on selected quantitative data from the project’s monitoring and management information
system (MIS) data and the endline evaluation carried out in the pilot districts (Section 9).
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i1 Context, Evidence and
== | Programme Overview

the latest evidence on maternal and newborn mortality, findings from an assessment of the
maternal, newborn and child health (MNCH) situation in the eight Sukshema districts and a
review of proven capacity building and quality improvement approaches in other contexts.

In designing the mentoring component of the Sukshema project, the Sukshema team drew on

The mentoring intervention was designed specifically to improve the quality of facility-based
maternal and newborn care. Ensuring high-quality care during labour, delivery and the immediate
postpartum and newborn period can contribute to reduced maternal and newborn mortality
rates (MMR and IMR).

The focus on facility-level maternal and newborn services also recognizes the recent success of
the Janani Suraksha Yojana (JSY) scheme in Northern Karnataka, which has led to an increase in
facility-based deliveries. With over 80% of pregnant women now delivering in facilities, it is critical
that all delivery sites be able to provide quality care. To accommodate this rising demand, the
government is prioritizing upgrading primary health centres into 24/7 facilities to provide delivery
services in rural areas. This will reduce the burden on district and larger hospitals, enabling them
to function more appropriately as first referral units (FRUs). Therefore, the mentoring intervention
specifically targeted the 24/7 PHC level to prioritize support for PHCs as they take on these
expanded functions.

Findings from Situation Analysis in Project Districts

The Sukshema project carried out a situation analysis in eight project districtsin 2011 to assess
the capacity of health facilities to deliver maternal and newborn services. The situation analysis
revealed the need to improve provider competence in managing maternal and new born care
and address facility-level factors such as drug stockouts and lack of infrastructure, which create
barriers to providing quality MNCH services.

Gaps in service provider knowledge and skills

In PHCs in project districts, 63% of staff nurses had participated in the government of Karnataka's
(GoK’s) 21-day skilled birth attendance (SBA) training programme and 12% of medical officers
had received 10 days of training in basic emergency obstetric care (BEmOC). Even among these
trained providers, knowledge was inadequate. In an assessment of intranatal care knowledge,
less than 70% of staff nurses knew that active management of the third stage of labour (AMTSL)
was essential for all deliveries, and only 28% knew the proper steps in AMTSL. For postnatal care,
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providers scored only 52% on knowledge questions, and on observation, their practice was correct
in just 31% of provider-client interactions. Over half or more of providers failed to demonstrate
competency in MNCH topics. The situation analysis also found that there were no mechanisms
in place for follow-up of staff after training to ensure good clinical practice and maintenance of
skills or to facilitate solving system-level problems that compromise providers’ ability to deliver
high-quality services.

Gaps in drugs and equipment

The situation analysis identified extensive facility-level gaps at all levels but especially at PHCs,
which often lacked the drugs and equipment to provide delivery services. Many facilities did not
have equipment or procedures in place for infection prevention. Supplies of case sheets, referral
forms and partographs were also inadequate. Many essential drugs were unavailable at the time
of the survey, such as magnesium sulphate, essential for the management of eclampsia. Oxytocin
used for AMTSL was not available in many of the facilities.

Gaps in referral processes

The situation analysis found weak referral processes and poor follow-through once referrals were
made, compromising the provision of a continuum of care for mothers and newborns. Providers
did not know how to screen for complications or how to detect complications early. They also
did not know how to manage cases once a complication was identified. Referral protocols were
lacking when a mother or newborn did require referral to a higher-level facility. Only about
one in four PHCs had a referral chart displayed or referral slips available and slightly more than
half maintained a referral register. More importantly, practices to ensure the continuum of
care—including communication with referral facility, stabilization and timely transport and patient
follow-up—were not being followed in most cases.

Areas for improvement

In summary, the assessment identified gaps impeding delivery of quality MNCH services and
highlighted the following areas for improvement:

& Adopta comprehensive focus on“quality,” includinga focus on infrastructure and competency
issues

Develop follow-up support systems for MNCH providers (beyond one-time trainings) to
sustain skills and competencies

Promote use of job aids, checklists and protocols related to management of critical services

Address gaps in facility-level systems such as referral, documentation, infection control and
supply chain systems

5 4 4 4

Createa supportive work environmentin facilities by fostering practices such as self-evaluation,
team work, task shifting and attention to patient rights and dignity.
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Overview of On-Site Mentoring Intervention

Inlight of the situation analysis findings, the Sukshema project developed a mentoring programme
to address many of the quality-related gaps. Sukshema’s MNCH mentoring intervention integrates
elements of clinical mentoring with facility-based quality improvement processes to support
PHCs to deliver critical maternal and newborn care services. The project employed a new cadre
of full-time nurse mentors to mentor staff in designated 24/7 PHCs. Each mentor was responsible
for mentoring staff at five to eight PHCs. Typically, nurse mentors visited their designated PHCs
six times in the first year. The nurse mentors spent two to three days at the PHC to provide clinical
mentoring to staff nurses and team-building and problem-solving support for all PHC staff. After
receiving mentor support for one year, mentors adjusted the frequency of their visit schedule
based on the clinical volume of the PHC and the level of performance improvement still required.
In this way, some high-volume PHCs received more frequent visits while PHCs with lower or no
delivery loads received a visit once a quarter.

Mentors used tools and techniques such as observations, PHC staff self-assessment checklists,
clinical audits and patient interviews as aids to identify quality gaps needing to be addressed.
They upgraded PHC provider skills through case reviews, confidential reviews of maternal and
child morbidity and mortality (and near-miss cases), mini-lectures, demonstrations, modeling of
good practice and bedside case discussions.

In addition to clinical mentoring of providers, the mentors worked with PHC teams to focus on
problem-solving around all aspects of the provision of quality MNCH services. Mentors introduced
self-assessment and action planning processes to promote facility-based quality improvements.
Mentors also encouraged PHC staff to work as a team to address specific problem areas such as (but
not limited to) equipment and supply logistics; infection prevention practices; referral practices;
record keeping; staff support; teamwork; and staff attention to patient rights to information,
respect, dignity and friendly services.

Nurse mentors and facility teams specifically promoted interventions to improve referral processes
and ensure continuity of care for referred cases. This included using case sheets to identify cases
needing referral, ensuring updated referral service charts and a documented referral plan for each
facility, more effectively using referral registers and cards, improving provider communications
with referral facilities and improving communications with community-based junior health
assistants (JHAs) and accredited social health activists (ASHAs) upon discharge to ensure proper
follow-up.

The Sukshema project trained nurse mentors in clinical competencies and in how to mentor staff
in clinical skills and service delivery quality improvement. Each mentor was provided with a kit
of training materials and models to use during the PHCvisits. The project also developed specific
tools (including self-assessments and action plan templates) to facilitate implementation and
monitoring of quality improvement activities. Finally, the project introduced a case sheet to help
PHC staff better manage maternal and newborn complications.
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Phase 1 involved launching the mentoring intervention in a subset of 24/7 PHCs in two pilot
districts—Bellary and Gulbarga. The pilot included 54 PHCs in the intervention group and
54 in a control group that enabled the project to evaluate the contribution of the mentoring
programme after one year. The project recruited and trained a total of 11 mentors to provide
support to 54 intervention PHCs in the two districts. The project also had a mandate to scale up
the mentoring intervention in the other six project districts (Phase 2), which entailed training and
employing another 45-50 nurse mentors. Once the evaluation was completed in the pilot districts,
the mentoring programme was also extended to all PHCs in Bellary and Gulbarga districts. The
mentoring intervention was intentionally implemented across all districts to derive lessons about
implementing the intervention at scale.

Collaboration with the National Rural Health Mission

It was anticipated that if the mentoring intervention proved successful, the GoK would establish a
nurse mentor cadre within the government system and institutionalize the intervention in other
districts in the state. Because the mentoring intervention was designed with government scale-up
in mind, collaboration with the GoK at both the state and district levels was essential. Throughout
the developmentof the intervention, therefore, the Sukshema team met with mission leadership at
the National Rural Health Mission (NHRM) and the State Directorate of Health and Family Welfare.
The mission director approved the piloting of the mentoring intervention and sent a government
circular to the two pilot districts in March 2012 to inform them about the intervention. Sukshema’s
technical leadership also met periodically with the deputy director for training within the State
Institute of Health and Family Welfareto review the intervention design and share updates at key
junctures. Frequent turnover of leadership at the state level made this coordination and buy-in
from the government more challenging.

Mentoring and Quality Improvement Interventions

In designing the mentoring intervention, the Sukshema project reviewed findings from similar
interventions across a variety of settings and clinical areas. The findings suggested thata mentoring
intervention should include components focused on on-the-job provider training and support,
user-friendly clinical job aids and team-based approaches to quality improvement.
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Mentoring interventions.

Published literature on the application of maternal and newborn health mentoring programmes at
scaleinlowand middle-income countriesislimited. Mentoring programmes have been established
to improve delivery of HIV/AIDS care; projects of this type in India, Uganda (Bitarakwate 2009),
Zambia (Morris et al. 2009) and Botswana (Workneh et al. 2012) have documented improvements
in service quality. In Senegal (IntraHealth International n.d.) a mentoring programme known as
Tutorat strengthened nurse and midwife competence in family planning counseling, skilled birth
attendance and post-abortion care (PAC). In Jharkhand, India (Vistaar Project 2012) introduction
of a supportive supervision programme in which medical officers provided support to auxiliary
nurse midwives trained as SBAs contributed to improved use of AMTSL and partographs and
increased access to drugs and supplies. In Ethiopia (Hartwig et al. 2008) a mentoring programme
aimed at health centre managers reported improvement in management skills of hospital leaders
in several management domains.

Quality improvement interventions.

The evidence review found several examples of team-based approaches to quality improvement
that contributed to facility-level improvements as measured by quality indicators. For example,
an evaluation of COPE (a team-based quality improvement approach) for child health in Kenya
and Guinea examined changes in quality over a 15-month period at eight intervention and
eight control sites and concluded that on almost every quality indicator, the intervention sites
performed significantly better than the control sites, with most problems solved without outside
assistance (Bradley & Igras 2005). Health care collaboratives, in which coaches support quality
teams from several facilities to address identified quality gaps, have also improved services. In
Uganda, this approach was used in two districts to improve the provision of newborn resuscitation
at government health centres (Tawfik 2012). In Malawi, health facility teams implemented
a performance and quality improvement (PQI) intervention over a 3-year period to improve
reproductive health (Rawlins et al. 2013). Intervention facilities were more likely than comparison
facilities to have the needed infrastructure, equipment, supplies, and systems in place to offer
reproductive health services. Observed quality of care also was significantly higher at intervention
than comparison facilities for postnatal care and family planning.

Clinical guideline interventions.

Evidence supports the value of usable clinical checklists and guidelines. Checklist-based
interventions can aid management of complex or neglected tasks and have been shown to
reduce harm in health care. A pilot, pre-post-intervention study was conducted in a subdistrict-
level birth centre in Karnataka, India between July and December 2010 to evaluate changes in
maternal and newborn health practices (Spector et al. 2012). This followed the introduction of
the WHO Safe Childbirth Checklist programme, a childbirth safety programme for institutional
births incorporating a 29-item checklist. Delivery of essential childbirth-related care practices at
each birth event increased from an average of 10 of 29 practices at baseline (95% Cl 9.4, 10.1) to
an average of 25 of 29 practices afterwards (95% Cl 24.6, 25.3; p<0.001). Other research explored
use of clinical practice guidelines (CPGs) for maternal health in Burkina Faso, Ghana, and Tanzania
(Baker et al.2012).In all three countries, theuse of CPGs by health workers in practice was perceived
to be limited. The cross-country study suggested the need to prioritise the format of guidelines to
increase their usability and applicability.
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Chapter

2 Project Tools and Approaches

of tools and approaches to operationalize the framework. The quality improvement

principles that guided the development of the quality improvement approach included
a focus on patient and provider rights and the promotion of team-based problem-solving using
self-assessment tools and action planning.

The project first set forth a framework for improving quality of care and developed a set

AMMA Approach

The project designed a quality improvement framework called AMMA, which means “mother” in
Kannada. The acronym stands for Assess and diagnose, Manage, Measure and Advocate. AMMA
adapts quality improvement approaches such as Plan Do Study Act (PDSA) and performance
improvement (Pl), both of which focus on a quality cycle. AMMA offers a similar quality cycle, using
an acronym that is meaningful in the local context so that the cycle is easy to remember and use.

ASSESS: Assess and diagnose quality gaps

MANAGE: Manage solutions to address gaps

MEASURE: Measure progress in closing gaps

ADVOCATE: Advocate for clients’and providers' rights to quality services

The AMMA approach is integrated into all Sukshema project activities. The Sukshema team
developed a matrix (next page) that shows how the AMMA approach can be used at the facility,
provider, system and community levels. The intent was that AMMA would unite clinical and
nonclinical perspectives and function as the “mantra” for the mentors and PHC teams in their
efforts to improve the quality of care at the PHCs.
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The AMMA Approach: Assess and diagnose, Manage, Measure, Advocate: Role of Nurse Mentors
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Assessment Tools

In addition to the overall AMMA framework, the project designed tools to assess quality at both
the patient and facility levels. For assessing quality issues at the facility level, the project developed
self-assessment guides that mentors used with PHC teams to assess quality of care and identify
gaps. These guides were based on patient and provider rights to quality health care. Some of
these tools were adapted from baseline quality assessments, while others were adapted from
other projects. In all, there were eight self-assessment guidelines, listed in the following table.

' Self-Assessment Guides for PHCs

Clients'rights to safe and competent care

Providers'rights to supplies, equipment, and infrastructure

Clients’rights to access services and continuity of care

Clients'rights to infection-free services

Providers'rights to information, training, and development

Clients'rights to privacy, confidentiality, dignity, comfort, and expression of opinion
Clients'rights to information and informed choice

H | Providers'rights to facilitative supervision and management

MmO N |wm|>

Each self-assessment guide asks a series of questions related to quality standards that PHC teams
review to assess their own performance against quality standards. If the answer to a question is
“yes,” then the standard is considered met, while a“no”response indicates a problem to be solved.
Providers also used a record review and patient interview guide as input into the self-assessment
process. Section 4 describes lessons learned about how the tools were received by PHC teams in
more detail.

Case Sheets

Up-to-date, accurate, and comprehensive patient records facilitate case management and clinical
decision-making and referral. The project situational analysis revealed, however, that patient
records were not well maintained. For example, out of 1,038 case sheets reviewed as part of the
assessment, only six had a complete delivery note. Among 593 case sheetsinvolving eclampsia
across the eight project districts, only 146 (25%) were complete enough to enable a clinical review
of how the cases were managed. In an audit of referral records at PHCs, only 55% had time of
admission, 55% had time of referral and only 8% mentioned the name of the person accompanying
the referred patient. Clinical outcomes were only documented in 9% of referrals.

During the situational analysis, the Sukshema project also found that providers did notperceive
the government case sheet format to be helpful as a decision-making tool for clinical care.
The government case sheet included many questions that required written responses but that
providers were less likely to complete, perceiving the questions as more of a reporting burden than
a helpful process. Moreover, the case sheet formatprovidedno guidance on case management.

Given the findings of poor provider knowledge of and adherence to SBA guidelines, the Sukshema
project recognised an opportunity for developing a new case sheet that could serve as a clinical
record, a job aid, and a teaching tool. The project hypothesised that providers would find
value in using the tool to help them follow recommended guidelines and support their clinical
decision-making.

The Story of a Maternal, Newborn, and ChildHealth (MNCH) Mentoring Programme in Northern Karnataka =~




v

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programmae in Northern Karnétaka’s’. :

The project designed the case sheets tofunction
as a job aid to provide guidance to providers
on the components of care to be followed. As
a teaching tool, the revised case sheets helped
mentors focus discussions on compliance with
clinical guidelines, opportunities for improving
case management and identification of cases
when something may have gone wrong and
ascertaining what could have been done
instead. Creating acase sheet mechanism
for retrospective case reviews was especially
important given that mentors were not present
during all cases and needed to be able to refer
to case sheets to provide teaching. The revised
case sheet also served as a tool for mentors and
programme staff to monitor changes in the
quality of care provided at PHCs.

The Sukshema technical team led the
development of this tool in consultation with
other Sukshema staff and clinicians from

University of Manitoba and St John’s Medical College (SJMC) . Developers referred to existing case
sheets, SBA guidelines, Navjaat Shishu Suraksha Karyakram(NSSK) guidelines, Indian Public Health
Standards guidelines and BEMOC guidelines to prepare the content and flow of the draft case
sheet.

Several considerations guided the design of the new case sheet to enhance its appeal to providers
including that it:

1. Be comprehensive, covering all stages of labour, delivery and postpartum and newborn
care (note: it does not cover antenatal care visits)

2. Followthelogical sequence of patientarrival, initial assessment, admission, labour monitoring
and delivery, postnatal care, newborn care and discharge

Be consistent and include clear instructions

Comply with the SBA and NSSK guidelines in terms of recommended management protocols
Provide clear guidance onrecommended drugs, dosage and administration

Provide reminders for providers on when to ask for certain information

Include an easy-to-plot and interpret revised partograph suitable for PHCs

Provide a summary at each stage to help providers take decisions

0 ©® N o Un AW

Minimize requirements for writing by using tick marks

10. Ensure a format that is useful for conducting case audits.
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Thefinal case sheet is nine pages long for normal labour and delivery. As providers identify markers
for complications, they are referred to more detailed case sheets that provide guidelines for more
accurately diagnosing and treating maternal complications. The supplemental case sheets (each
1-2 pages long) cover management of eclampsia, postpartum haemorrhage (PPH), prolonged
or obstructed labour and other complications. The case sheets for complications give detailed
guidance on care protocols, including drug and dosage guidelines that help providers comply
with the recommended management regimens (see text box).

Case Sheet Outline for 24/7 PHCs

After obtaining approval from the NRHM director, the project field-tested the revised case sheet in
the pilot districts. Prior to starting the mentoring intervention, the Sukshema team hosted a 3-day
training with staff nurses in all intervention and control PHCs and a 1-day session with medical

officers to introduce the case sheet and provide them with copies to use in their PHCs.
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We note some of the key lessons learned from development of the case sheet below. (Lessons
pertaining to the case sheets’ utilization in PHCs are included in the later discussion of mentor
visits.)

o& The new case sheet followed a logical sequence for diagnosis and management of cases and
provided readily accessible guidelines for managing complications and referrals in an effort
to offer a tool perceived as a valuable job aid rather than a tedious paperwork requirement.

& The inclusion of complication case sheets was especially important because PHC providers
do not routinely encounter complications, making it difficult to readily remember care
protocols. Because prior assessments had indicated that providers didn't always know how
to detect and manage complications orwhen to refer, the case sheet was also designed to
support improved referral practices.

&y Development of the case sheet proved to be an educational process for the Sukshema
team. The process uncovered areas in which the team needed to reach agreement on the
best guidance to provide, especially when source guidelines were not specific or disagreed
or when guidelines did not comply with the best available international evidence. These
deliberations helped ensure a detailed and comprehensive tool uniquely suited to PHCs.

& The Sukshema project was able to adapt existing tools to better suit the PHC context. The
case sheet included a simplified partograph, based on the WHO partograph but adapted to
be useful at the PHC level.

=& The case sheet also provided guidance on the type of knowledge and skills providers should
have to manage cases, which informed the subsequent content of the mentor training.
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Chapter

2 Hiring and Training Mentors

and approaches and determined that the mentoring intervention would largely focus

on building the competence of staff nurses as skilled birth attendants. Staff nurses were
chosen as the recipients of mentoring because Sukshema assessments of maternity services at
PHCs indicated that staff nurses are the primary cadres responsible for providing labour, delivery,
postpartum, and newborn care services. Medical officers (in charge of the PHCs) only assist in
labour and delivery as needed.

The process for hiring and training mentors proceeded after the project finalized its tools

Sukshema employed innovative strategies to hire mentors and train them to perform their roles.
Hiring nurse mentors entailed (1) identifying what cadres to use as mentors, (2) recruiting mentors,
(3) hiring mentors, and (4) training mentors.

Determining Mentor Cadre

In designing the mentoring intervention, one of the first critical decisions was to determine the
profile of the mentors. At a minimum, mentors had to be qualified health care providers. The
project decided to employ nurses as mentors for the following reasons:

& Peermentoring:Because of thefocusonstaff nursesastherecipients of mentoring, Sukshema
used a peer mentoring approach involving nurses as mentors. The project hypothesized that
a peer would be a more effective mentor than a medical officer or a specialist physician. This
design was similar to other mentoring interventions, including the SAMASTHAmentoring
programme established by KHPT and SJMC for HIV/AIDS care in Karnataka that engaged
doctorsto mentor other doctors.

& Recruitment: Another consideration was that it can be very difficult to recruit medical
officers for the areas in which the project works (as evidenced by the number of PHCs in
these districts that do not have the required number of qualified medical officers). It was
considered easier to recruit nurses for the positions.

=& Retention: The project anticipated that turnover among skilled nurses would be less than
among medical officers. (Experience working with medical officers as technical support
specialists in the Key Clinic private franchise model in Southern India found high levels of
attrition as medical officers often left for other opportunities, including postgraduate work.)

& Cost-effectiveness: Utilizing nurses as mentors presented some cost advantages over
medical officers because of the nurses’ lower salaries. This could become an important
consideration in the overall cost of operating this programme at scale within the government
system.
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=&y Gender considerations: Finally, using nurses—who are most often women—as mentors
contributed to the project’s aim of furthering the empowerment of female health workers in
the health care system.

Recruitment Process

The project team crafted a three-tier hiring strategy to identify the best mentor candidates.
Because of the varied skills that mentors needed to possess, the team viewed a conventional
hiring process of screening curricula vita eand interviewing candidates as possibly insufficient to
fully assess candidates’ capacities for the position. The project’s need to hire many candidates at
once also offered opportunities for more creative group-based candidate assessment processes.
Information on each level of the hiring process is presented below.

First level of screening

After placing local advertisements in leading newspapers and posting position openings in
nursing colleges and hospitals, the project received 48 applications. Of the 48 applicants, the
project’s senior management team selected 22 candidates based on age, sex, and duration of
clinical and teaching/training experience. Nurses above 50 years, males and those who had less
clinical and teaching experience were omitted from this first list.

Second level of screening

District programme specialists (DPS) conducted telephone interviews with the 22 candidates
selected after the first round of screening. This was felt to be an important step, as the DPS directly
supervise the nurse mentors.

Ao e e
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Third level of screening

The Sukshema project organized a two-day residential workshop for candidates that included an
orientation to the project and the position, an exercise involving a group discussion a knowledge
testand a problem-solving exercise. Participants were also asked to prepare and present a technical
session. At the end of the second day, each candidate had a one-on-one interview. Assessors used
checklists to aid in objective scoring of the candidates across different competencies. After the
two-day residential workshop, the project offered positions to 13 of the 22 candidates.

Hiring Mentors

Nurse mentors reported to work in pilot districts on 20th June 2012. The district team provided a
general induction for seven days to orient mentors to the project. Mentors also toured PHCs and
FRU hospitals to gain a better understanding of the environment in which they would be working
and the travel involved in the job.

After the induction period, four candidates dropped out after consulting with their families about
the job requirements. To achieve the target number of mentors, the project team quickly identified
other candidates from prior rounds of screening and interviewed them by phone. In the end, the
project hired 11 mentors for the two pilot districts, including five for Bellary and six for Gulbarga.
This provided for two more mentors than required for the intervention to accommodate turnover
or non-performance issues. In the pilot districts, the ratio of mentors to PHCs was one mentor for
4-6 PHCs. (Only half of the PHCs were included in the intervention during the pilot phase.) In the
scale-up districts, the project anticipated a ratio closer to 1:10, operating under the assumption
that the mentoring process would be worked out and efficiencies achieved. In practice, the project
has ended up with about one mentor for every eight PHCs across each district.

Hiring successes

The process for identifying and recruiting mentors worked well. The candidates that were
ultimately selected were the best performers on various assessments and evaluations. The project
learned two useful lessons about maximizing hiring success:

o5 Induction period: Having a week long induction period prior to initiating the formal five-
week job training proved valuable because it gave candidates additional time to learn about
the job responsibilities. Although four candidates dropped outafter the induction week, it
was preferable that they drop out before rather than after the five-week training.

& Thorough screening: When the four candidates dropped out, the project team was able to
identify and interview additional candidates. These candidates were somewhat weaker than
those identified through the full three-tier screening process, which validates the value of
the more extensive screening process. Once on the job, the weaker candidates were teamed
with stronger mentors to improve their competency until they could function independently.
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Hiring challenges

The pool of qualified candidates was limited becausefew nurseswith midwifery training were
available in the project districts. The project identified several additional challenges:

& Lack of relevant experience: Many of the applicants were recent nursing school graduates
who had worked in government or private clinics but had limited experience in labour
and delivery. In their previous employment, many mentors had not had an opportunity to
conduct deliveries nor did they have much clinical practice in their basic training.

&y Commitment: More experienced or retired nurses who applied for the position were often
ineligible because they were either unable or unwilling to undertake the amount of travel
needed and were less open to learning and teaching others about the latest SBA guidelines.

& Intensive hiring process: The process was effective in identifying strong candidates but
required a substantial level of engagement from senior project staff that could prove difficult
to replicate in a government system at scale.

Training Nurse Mentors

This aspect of the intervention included developing the initial training course and training nurse
mentors.

Determining training content

Sukshema developed an induction training whose content and length were based on the learning
objectives for the mentors. Mentors needed to become skilled in quality improvement principles,
mentoring approaches, clinical skills and systems strengthening. In addition, they had to learn
how to conduct mentoring visits to PHCs and understand monitoring, evaluation and reporting
functions.

A variety of considerations shaped the training content and duration. First, it was apparent that
mentors’ limited clinical experience would necessitate substantial clinical training. Lack of clinical
practice was also one of the short comings of the government’s standard 21-day SBA training.
Therefore, the training included over 100 hours for ward rotations for clinical observation and
practice.

Second, the project’s focus on the intrapartum period meant that mentors needed to be especially
competent in managing labour and delivery and maternal and newborn complications. The
training, therefore, did not focus on antenatal care (ANC) or home-based practices.

Third, mentors needed to be well grounded in the concepts of quality improvement, patient and
provider rights and teaching and communication skills. Because these topics are not covered in
basic nurse training, the training needed to allow adequate time to build this capacity.

Finally, mentors needed time to practice their communication and mentoring skills in a work
setting similar to a PHC. Therefore, the training included site visits to nearby maternity homes
where mentors practiced working with clinic staff to carry out self-assessments.

Given the multiple objectives of the training, the project team determined that five weeks were
needed to include all the required components. The Sukshema team prepared a detailed agenda
for the induction training, summarized below.
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Topics covered

Training manuals and materials

The team developed a mentor’s manual to form the basis of the induction training content as well
as serve as a field handbook. The team also developed a facilitator’s guide specifically for trainers
that outlined how to deliver sessions, including extensive use of participatory processes. As of
April 2014, finalization of these manuals was being completed.

The training manual opens with an introduction of the AMMA concept and the role of mentors in
applying this approach at the facility and provider levels. Next, it delves into clinical content and
practice. It also includes the case sheet, self-assessment tools and other tools that mentors use in
their work. Other training materials include copies of the Government of India SBA guidelines and
a kit of teaching aids (including a pelvic model, newborn model, bag and mask and other medical
supplies needed for demonstrations). The mentors were also equipped with laminated posters,
flip charts and teaching videos on discs that they could use at the PHCs.
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Mentor training in pilot districts

The five-week training for the pilot district mentors took place in Bangalore from July 9 to August
9t 2012 at SJIMC and Cand also used St Philomena’s hospital for some clinical sessions and nearby
private maternity homes for site visits. Seven lead trainers from KHPT and SJMC conducted the
training. Additionally, 21 SJMC faculty members supported the training programme by delivering
sessions and serving as preceptors during ward postings.

All mentors successfully completed the 5-week induction training programme. In addition to the 11
mentors hired, nine DPS from all Sukshema districts took partin the entire training to become familiar
with the intervention because they were responsible for supervising the mentoring intervention’s
implementation.

Interviews with mentors and trainers and independent observations provided an understanding
of how participants received the training programme and whe ther it accomplished its intentions.
In addition, test scores provided a measure of competency achieved. Key findings address
participants’ understanding of project objectives, the training design, the participatory nature of
the training, tailored training, field visits, adequacy of the training and competency as assessed
by testing.

Understanding of project objectives. Mentors clearly understood that the ultimate goal of the
Sukshema project was to help reduce maternal and neonatal mortality through improving the
quality of care in PHCs. According to one mentor, “The purpose of the training is to make the
participants understand the process of mentoring and the qualities of a mentor. This is important
because when they go into the PHC, they should have better skills and knowledge than the PHC
staff, they should know to communicate well and plan their activities according to the needs of
the PHC”

Training design. According to many trainers and trainees, the flow of the training programme
worked well. The introduction to quality improvement, the AMMA approach and the competencies
required of mentors in the first week provided the context for mentors to then engage with the
clinical content in the subsequent weeks. The last week was an opportunity to bring back the
focus to MNCH quality by addressing system-level issues. Mentors also appreciated being given
reading materials in advance so they could be prepared for the sessions.

Participatory training approach. Mentors appreciated the interactive nature of the training.
Trainers engaged trainees through sessions that included role plays, videos, demonstrations,
case studies, group discussions and bedside clinics. Extensive use of mannequins, case sheets
and other training aids enabled trainees to practice what they were learning. Mentors especially
liked the opportunity to practice skills through skill stations and in ward rotations. As one mentor
summed up, “Before, we didn’t know anything. We learned how to interact with medical officers
and nurses. We learned clinical skills”” Sessions encouraged participants to ask questions and take
part in large and small group discussions. The observer and trainers observed that many mentors
gained confidence over the course of the training and became enthusiastic, engaged and vocal
participants.
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Trainer demonstrating using a pelvic model

Tailoring training to learner’s needs. Because the mentors came to the training with different
knowledge and skill levels, the trainers had to adapt to ensure that everyone picked up both the
content and skills. Gaps between theory and practice were most noticeable. Trainers frequently and
effectively used questioning to assess trainees’ knowledge and tailor their teaching accordingly.
Trainers also adjusted by using Kannada for the sessions because mentors were more comfortable
in that language. The doctor trainers were very patient with the participants and were willing
to explain and demonstrate techniques repeatedly without any hesitation.The training observer
noted that trainers gave participants individual attention and were very proactive within group
exercises about making sure that participants had understood the practical part (such as plotting
the partograph). As one mentor stated, “The methods of group discussions were very helpful
in the theory sessions since we get to brainstorm about different issues and discuss them in
detail. With regard to the clinical skills, the demonstrations via teaching aids is good too, as we
get to practice our skills. “Trainers observed that some mentors who had limited experience in
conducting deliveries had strong communication and leadership skills that they were able to
apply in some of the non clinical training activities.

Field visits. Mentors gained confidence from visiting PHCs and conducting meetings to introduce
self-assessment tools. These practice sessions alleviated many concerns or fears that mentors had
about the difficulty of establishing rapport with the PHC team and using the tools.

Adequacy of training. Some of the mentors who were interviewed expressed apprehension about
whether the PHC staff would accept them as mentors. Trainers also worried that the level of clinical
competence would not be adequate for mentors to provide clinical guidance. It became evident
that the five-week training did not provide for enough skills practice and that many mentors
needed to reinforce their clinical skills.
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Test scores. Test scores provided a measure of the training’s effectiveness in imparting knowledge
and skills. The pre- and post-test scores for mentors indicated gains in knowledge levels. The
mean pre-test score for the mentors was 48%, which increased to 74% among those mentors who
completed both tests. Scores for post-tests ranged from 45% to 88%.

An observer also evaluated mentors on several objective structured clinical examinations (OSCEs)
in which the observer marks off whether the mentor hascorrectly completed all steps involved in
the demonstrations. The chart below depicts the relative performance of mentors on obstetric
and newborn OSCEs. Many mentors were able to demonstrate a level of proficiency at the 70% or
higher level for obstetrics and at the 50%-60% level for neonatal OSCEs.

Obstetric OSCE scores Newborn OSCE scores

Lessons Learned: Induction Training

The nurse mentor induction training for the pilot districts generated several lessons about what
worked well and about challenges and opportunities for improvement when scaling up the
training to other districts.

Training successes

Training design and methodology. Trainers and mentors appreciated the design of the training
programme, with its use of participatory processes and practice sessions. Many mentors
commented that the training materials were helpful for their learning. Curriculum developers
referred to standardised guidance to develop the training content, emphasising participatory
learning approaches that helped provide a certain level of consistency and integration of the
training content.

Reinforcement of project objectives and quality improvement. The Sukshema technical director
and QI specialist were present throughout the training and led morning and afternoon recap
sessions. This helped link the different sessions and learnings together, enabling them to reinforce
the AMMA concept and bring the focus back to how participants could apply their new knowledge
and skills in their mentoring interactions with the PHCs. Mentors developed a good understanding
of quality improvement and the mentoring process.

Training challenges and opportunities for improvement

Curriculum. The curriculum development team perceived unrealised opportunities to integrate
the training segments to better reinforce each other and the overall objectives of the intervention.
For example, there was little reference to the AMMA framework in the clinical and system-level
segments, even though the process of assessment and management is central to clinical teaching.
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Structured training of trainers. Having many different trainers made it more difficult to ensure
that all trainers fully understood the purpose of the training and how each session reinforced the
overall objectives. For example, in ward rounds it would have been desirable for preceptors to
not only provide clinical content to mentors but also demonstrate mentoring skills themselves
and link back to the overall aim of quality improvement. This did not always happen, as some
preceptors were not focused on demonstrating mentoring skills and were not aware of the AMMA
framework. Including a more formalised training of trainers before the commencement of mentor
training would connect trainers to the overall purpose of the training, ensure trainer’s familiarity
with the full training content, and facilitate opportunities for reinforcing learning across training
sessions.

Sequence of clinical rotations. The clinical portion of the training was intentionally designed to
cover theory and practice on mannequins in the morning, with afternoon clinical sessions in the
wards to reinforce the morning learning. However, the two-hour segment in the wards was not
always sufficient to observe or treat patients on the topics covered. One mentor commented that
the sequencing of training would be better if participants learned theory before undertaking
clinical rotations, but the schedule did not always allow for this. This mentor noted,

“When we came in at the beginning of the day we did not know much about the subject, but by the
end of the session, the trainer had taken us through all the theory and we understood everything. In
addition, we saw some of these processes in the ward the previous day (normal delivery, preparation of
labour room), so we did have an idea of what the trainer was teaching us. | like to be taught the theory
first as then we are aware of what to look out for in the practical session.”

Basic clinical skills. Mentors’ lack of basic clinical skills created challenges in ensuring their
competency as mentors. Clinical trainers expected to be able to provide a refresher training that
would build on the mentors’ basic nursing training and on-the-job experience. Instead, they often
had to cover fundamental topics because mentors lackeda basic level of knowledge and clinical
expertise. In the clinical ward rotations, some participants seemed very unsure of how to carry out
clinical processes such as abdominal exams. Some mentors struggled with calculations (such as
calculating gestational age from the fundal height), while others were unable to explain concepts
to a doctor when asked. Trainers were surprised that they had to cover basic skills with trainees
who were already certified nurses, some of whom had even undergone the government’s 21-day
SBA training.

Clinical practice opportunities. The training did not provide adequate opportunities for mentors
to practice delivering babies. Mentors were not allowed to directly conduct deliveries in St John'’s
Medical College. Moreover, because SJMC largely provides tertiary obstetric services, it did not
offer good examples of the cases typically encountered in PHCs. Although trainers arranged to
use another clinical site (St Philomena) that provided normal deliveries, the delivery load was low
so mentors still did not get to attend deliveries.

One month following the training, the project arranged for a one-week clinical rotation for mentors.
Mentors were assigned to one of three hospitals to conduct deliveries, but the delivery loads were
not sufficient to give every mentor an opportunity for skills practice, and hospital staff wanted to
be sure of the mentors’skills before entrusting them with deliveries. In the end, few mentors were
able to deliver babies—and that only towards the end of the week when providers at the facilities
felt comfortable in letting them do so.
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Ongoing Training

During both the pilot phase and the scale-up to all project districts, the project has provided for
ongoing capacity-building of mentors beyond the initial five-week training, using clinical postings,
on-the-job support and refresher trainings.

Clinical postings

In response to the identified need and request from mentors that they have more clinical
experience, the project sought to build in a 5-day clinical posting every quarter for all mentors.
Finding adequate clinical training sites to provide mentors with practicum training in labour
and delivery posed a significant challenge. Hospitals that did not know the mentors or their
competencies were reluctant to allow trainees to practice their skills. It sometimes took several
days of observation for the clinical staff to gain enough confidence in the mentor’s knowledge to
entrust them with patient care, yet by that time the week'’s posting was nearly over.

Initially, Sukshema arranged with the Vijayanagar Institute of Medical Sciences (VIMS) Medical
College in Bellary to provide practicum training for mentors in the pilot districts. The mentors
had a one-week rotation in the labour room seven months after they started serving as mentors.
During the posting, each mentor conducted an average offour deliveries by themselves and
assisted in more than ten. In general, the VIMS postings met the objective of increasing clinical
experience. One mentor indicated that the posting at VIMS “was very good as we did a lot of
deliveries and were able to practice episiotomies and suturing, so we now feel more confident
in helping nurses at the PHC in these skills. “The hospital proved to be a good place to see many
complicated obstetric cases, providing mentors with a better understanding of the presentation
and management of these complications.

Some practices in the VIMS hospital 7
went against the guidelines for PHCs or
followed different guidelines altogether,
which was of some concern to mentors.
The lack of compliance with infection
control protocols at the hospital, |
including lack of water in the labour
room, did not present a good example |
for infection prevention. :

In the scale-up districts, all mentors
were sent in batches to VIMS and a |
government hospital in Bijapur, until the
VIMS leadership changed and no longer
wanted to provide a clinical practice
venue. The project team then identified |
additional training sites for practicum
training (and continues to evaluate ERaawihe
practice site options at present). One "BifsR& =
training site, Gulbarga General Hospital,
worked well due to its high volume of &
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deliveries and appreciation from the nurses at the facility for the mentor’s support in assisting
with deliveries. At that hospital, mentors also reported that they were able to update district
hospital nurses’ knowledge and skills pertaining to partograph use, AMTSL procedures and other
protocols. Mentors conducted at least five deliveries independently and assisted in many more.
A District Program Specialist at Gulbarga General Hospital noted that the head of the obstetrics
and gynaecology department—not initially enthusiastic about having mentors posted at the
hospital—ended up thanking the project because the mentors were so knowledgeable and
helpful. This department head also indicated her willingness to allow mentors from other districts
to use the facility for future practicum training.

Clinical posting results were less successful in another district where the project placed mentors
in a busy taluka (sub-district) level first referral unit. Because this FRU lacked equipment, drugs,
and supplies and did not have good infection control practices, it was not a good environment for
refreshing mentors’ clinical skills.

On-the-job support

Roughly two months after the five-week training in the pilot districts, two different 2-person SIMC
teams travelled to each pilot district for a support session and on-the-job capacity-building for the
mentors. Each team consisted of a neonatologist and an obstetrics nurse. On the first day of the
two-day visit, the SJIMC staff each accompanied one mentor to a PHC for a mentoring visit. Other
mentors were divided up to also attend one of the mentoring visits as observers and learners. At
the end of the day, SIMC staff provided feedback to mentors on what they were doing well and
areas for improvement. On the second day, the SJMC team provided training and demonstrations
to the mentors in a classroom setting. These support visits have since continued every four months
in the pilot and scale-up districts.

Refresher training

The project also sponsored refresher trainings for mentors, with the experience in the pilot districts
providing information about how best to do this. In the pilot districts, mentors participated in
a two-day refresher training in Bangalore in January 2013 carried out by Sukshema staff and
consultants. The objective of the refresher training was to provide opportunities for mentors to
use case studies and demonstrations to build their capacity in clinical mentoring techniques. As
described by one mentor, “The [refresher] training showed us how to introduce case studies as a
mentoring approach, how to evaluate case sheets and pre-referral management.”

Mentors also participated inasecond two-day refresher coursein May 2013 in Bangalore.The course
was designed based on input from the mentors regarding the topics to be covered. In particular,
mentors requested more guidance on what to do in situations that were not clearly covered by
the SBA guidelines and information abouttopics including prolonged and/or obstructed labour,
pregnancy-induced hypertension (PIH), gestational diabetes, obstetric procedures, and newborn
complications. Mentors were also able to practice suturing skills. Mentors reported that this training
was helpful in addressing doubts and covering other complications. The project subsequently
extended this type of refresher training to mentors in the scale-up districts, sometimes combined
with on-the-job training during PHC visits.
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Summary

The project’s hiring and training approaches for developing this new cadre of nurse mentors
have contributed to the development of a motivated and well-performing mentor workforce.
Because the skills available among nurses interested and qualified for the mentor role were
generally limited, continual efforts were required to build mentors’ capacities and confidence
over time. The five-week induction training imparted basic knowledge and skills, but mentors
also needed continuous reinforcement and skill-building through on-the-job support and clinical
postings. Recognizing the intensity and frequency of the training required to support mentors
will be an important consideration in determining how this programme can be scaled up with
in a government system that typically does not deliver this type of continuous professional
development.
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Chapter

A Mentor Visits in Pilot Districts

his section documents the first year of implementation of the mentoring programme

in the 54 intervention PHCs in the pilot districts. Specifically, this section recounts what

happened during each round of mentor visits and highlights successes, challenges, and
lessons learned.

Schedule of Mentor Visits

Each mentor was responsible for providing mentorship at 4-6 PHCs. The initial expectation was that
mentors would visit their assigned PHCs once a month for the first three visits, after two months
for the fourth visit and quarterly there after. Each visit was expected to last two days. Between
visits, mentors' duties included completing trip reports, periodically checking in by phone with
the PHC site coordinator and participating in team meetings and continuing education.

The schedule for the mentor visits was influenced by the Sukshema team leaders prior experience
in the SAMASTHA project, in which they observed that PHC staff and facility processes seemed to
show improvements after four visits. After selecting four as the minimum number of visits required,
the duration of the Sukshema project and the need to scale up the intervention in all eight project
districts influenced the upper limit of how many visits might be expected in a year, given that the
project would have just one year to reach the same level of intensity in the remaining districts.
The overall concept was to have six visits per year, concentrating the first four visits over a five-
month period and scheduling the later visits over longer intervals. The greater frequency of visits
during the early stages was intended to facilitate rapport and allow mentors to conduct initial
assessments and develop action plans. After the fourth visit, the quarterly mentoring visits would
focus more on maintaining improvements.

Allowing two days for each mentoring visit was expected to ensure adequate time to address
PHC-level issues and conduct provider mentoring. Based on mentor feedback and observations,
however, the project team determined that two days were not enough to provide sufficient
opportunity to interact with all staff nursesin the context of staff nurses’rotating shifts, their need
to attend to patients, and other factors. From the third visit onwards, mentors spentthree days at
each PHC. The schedule and duration of mentor visits in the pilot phase are outlined below.

Duration of visit
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Sukshema developed guidelines for mentors on how to carry out clinical mentoring, including
discussion of teaching and/or mentoring techniques. The guidelines also included session plans
for the first six mentoring visits and provided a bulleted list of content to cover in each session.

First Mentor Visit

Structure of visit

In the first PHC visit, mentors were expected to build rapport with PHC teams, initiate use of
self-assessment tools and support PHC teams in developing an action plan to outline steps
for correcting problems identified in the self-assessments, the primary outcome from the first
meeting. The mentors were not expected to do much clinical mentoring in this first visit, delaying
clinical mentoring until the mentors themselves had had a chance to gain more clinical experience.

First Mentoring Visit

With few exceptions, the mentors were able to take the PHC teams through the first set of
assessment tools and the case sheet audit. Mentors supported PHC staff to carry out client
interviews as well. After completing the self-assessment tools, mentors met with the PHC teams
to develop an action plan. This usually happened at the end of day 1 or during day 2 when the
team could reconvene. In two instances, mentors were unable to complete the action plan with
the PHC team at the end of the visit because the MO was not available to sign off on it.

During the first visit, mentors also spent some time with staff in patient care and provided guidance
on clinical practices where able. Mentors observed current practices and identified gaps to focus
on in subsequent visits.

To facilitate communication between mentoring visits, mentors worked with the PHC teams to
identify a site coordinator for each PHC. This coordinator became the mentor’s point of contact for
any follow-up and scheduling of future visits. The site coordinator could be anyone who showed
interest in the position. In the pilot district PHCs, site coordinators were staff nurses, pharmacists,
or lab technicians. Medical officers were not chosen as site coordinators.
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First visit successes

According to interviews with mentors and project staff and observations of visits, many aspects of
the first mentor visit went well.

Rapport with PHC teams. Establishing rapport with PHC teams happened more easily than might
have been expected. Mentors expressed and demonstrated confidence in building rapport with
PHC teams and carrying out the mentoring visits. In some cases they confronted initial resistance
and had to prove their credibility. For example, one mentor shared how the MO asked her technical
questions for 45 minutes and communicated his satisfaction with the mentor’s knowledge by
then instructing his staff to learn from her. In another example, nurses asked the mentor about
her background and on learning that she was a staff nurse referred to her as “sister” By the end of
the day, after appreciating her level of knowledge, the nurses started referring to her as “madam.”

Many of the staff nurses in PHCs are young recent graduates (hired contractually) who are aware
of their lack of experience and are happy to receive additional support. In one direct observation,
it was clear that the PHC team appreciated the support provided through the mentoring
programme. They seemed to enjoy meeting together as a team and working in small groups. The
staff interacted well with each other and a cordial supportive tone permeated the meeting.

Flexibility and responsiveness. Mentors were able to work with and around clinic activities to
mentor PHC teams. For example, if the outpatient department was busy, onestaff nursemight
attend patients while the mentor worked with the other staff nurses called in for the visit. Mentors
were usually able to find times when nearly all staff could sit together for assessment and action
planning processes.

Quality improvement.

=] /|
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1

PHC teams were willing

to engage with mentors

in QI sessions. Typically,

the first session lasted two
hours and involved all staff,
ililgii ‘ including the MO, nurses,
L pharmacists, lab technicians,
and Group-D support staff
(i.e., housekeeping). PHC
teams remarked that they
rarely met as a team and
welcomed the chance to do
so. At times it was difficult to
engage the Group-D staff in
larger discussions, but they
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Self-assessment tools and action plans. Mentors found that PHC teams were able to use the self-
assessment tools and that these tools helped teams identify where they had problems. As one
mentor noted, “Most of the staff at the PHC claimed they know everything, but after administration
of self-assessment tools, they found gaps in knowledge.” Several mentors described how PHC
staff used the tools to identify a lack of knowledge about how to diagnose and manage maternal
complications. The mentors ensured that the areas marked with an X on the self-assessment
checklists (indicating a gap) were included in the PHC action plan. One of the quality assessment
tools—the client interview guide—did not provide useful information. First, providers were
somewhat uncomfortable in administering the survey to patients. Secondly, patients generally
indicated that they had no complaints or suggestions for improving the PHC. This response
could have been an indicator of low expectations for PHC services as much as an expression of
satisfaction. Mentors recommended that the tool be translated into the local language to make it
easier to use, which was subsequently done.

Ability to identify gaps. In addition to PHC team members, mentors themselves were able to
identify existing shortcomings in providing quality MNCH care. Mentors reported finding gaps
common to many PHCs including:

Wide spread practice of labour augmentation

Lack of drugs, especially magnesium sulphate and vitamin K
Incorrect and incomplete case sheets

Lack of toilets and running water in some PHCs

Shortage and absence of staff in some PHCs

Poor infection control and injection practices

54 4 46 46 44

Inadequate referral processes

Direct patient interaction. One of the initial unanswered questions about the mentoring
programme was whether mentors would be able to participate in direct patient care given that
deliveries might not happen during mentor visits. (This was the experience during the baseline
data collection process.) Fortunately, mentors were able to directly observe and assist in patient
care with women in labour or in postnatal wards, which provided an unmatched opportunity
for teaching and mentoring. All mentors observed deliveries during their first and subsequent
mentoring visits, including deliveries involving complications, and were able to support staff
nurses to manage them. In the first visit, each mentor was able to attend 2-3 normal deliveries
during the course of visits to all her PHCs combined and several mentors encountered women and
newborns with complications.

" Mentoring Intervention Report
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First visit challenges

PHC leadership engagement. The mentors’
experiences in initiating an effective ¢
first PHC visit depended in part on
the level of engagement of the MO. In ¢
several instances, the medical officers |
were very supportive of the intention
of the mentoring intervention and took 3
immediate action to resolve problems
identified through the self-assessments #
and team meetings. For example, several .“
MOs used untied funds to replenish drug
supplies during or within days of the
mentors’ visits. Another MO acquired cord |
clamps that the assessment identified as
lacking. In other instances, however, the =
MOs did not participate fully in the PHC &
team meetings or were absent during the
development of the action plan. In some i’»

PHCs there was no medical officer in place, and PHC management was assigned to an MO incharge
of another PHC in the area. These MOs often did not focus much attention on the additional PHC.

Patient expectations versus clinical best practice. Labour augmentation was a common practice.
Staff nurses indicated that patients often insisted on it and they found it difficult to comply with
the guidelines as a result.

Mentoring skills. Observations of first visits suggested that mentors needed help developing
their skills in applying different adult learning methodologies. Although mentors were doing an
admirable job given their limited experience as trainers, it was clear that their performance in
facilitating group discussions and effectively using teaching aids could be enhanced. Mentors also
needed help building stronger communication skills. For example, several observers commented
that mentors talked fast and did not pause to assess nurses’understanding or encourage questions.
Observations concluded that mentors also needed more support and specific guidance on how to
convey the AMMA concept of quality improvement to the PHC teams. Mentors explained that PHC
teams did not seem to grasp the concept of AMMA.

Case sheets. In conducting audits of case sheets in the first visit, mentors observed that PHC staff
were not always using case sheets and when used staff were not completely or correctly filling the
sheets out. In one PHC, staff members were unaware of the complication sheets that form part of
the case sheet tool. In other cases, staff only filled out the labour section but did not complete the
history or outcomes sections. Some providers either complained about the length of the case sheet
or reported that they were too busy to fill it out. Mentors attempted to convey the importance of
the case sheet to providers but acknowledged that this needed to be an ongoing process.
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Second Mentor Visit

Structure of visit

The second visit took place one month after the first visit. The intended structure of the second
two-day visit is outlined below. Mentors prepared for this second visit by performing
demonstrations with models in front of their colleagues to sharpen their training skills.

Second Mentoring Visit

Interviews with mentors who had conducted a second PHC visit in Bellary in late September
2012 found that the second mentoring visit took place as planned. Mentors worked around the
ongoing clinic operations to meet with the PHC teams when convenient and to cover the content
of the visit. Mentors reported that PHCs had made progress on the action plans developed in the
previous visit. As one mentor noted, “In the second visit they were implementing things properly
that had been X marks in self-assessmentin the first visit”"In one observation, the PHC team had not
been able to procure the drugs and supplies identified as lacking in the action plan but indicated
their intention to do so now that funds had become available. In another PHC, the mentor noted
that staff nurses had not been using the radiant warmer or using slippers in the labour room in
her first visit but now were doing so. One mentor recounted her second mentoring visit as follows:

“In one PHC it was busy and a delivery was happening so | guided all three staff nurses on how to
conduct delivery and do AMTSL. The woman came in at 7cm so we had the PHC team meeting
after the initial assessment and then we all moved back to the labour room when she reached
10 cm. The nurses had wanted to do augmentation because it was not progressing, but | said
‘Remember what we talked about last time’ and so convinced them not to do it. | advised the
nurse to put the baby on the mother after delivery for breast crawl. The staff said, ‘It worked so
well we will do it like this from now on. The nurses were using the case sheet and partograph while
attending the delivery. They also did the first two hours monitoring correctly.”
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Second visit successes

Teaching models.Mentors used training models effectively to carry out demonstrations. Staff
nurses appreciated the opportunity to practice with the newborn and pelvic models. While some
staff were initially reluctant to demonstrate with models themselves, many mentors reported
encouraging nearly all staff to do return demonstrations. One mentor noted, “I was able to tell
them about stages of labour using the pelvic model and overall they could understand but
one nurse didn’t know anatomy parts so getting her to talk and do return demonstration was
hard” Another mentor explained that while staff knew some things about stages of labour, there
wereknowledge gaps that the demonstrations with the pelvic model helped address. She noted,
“They knew pieces but not the whole picture.”

Nurse practicing newborn resuscitation on doll

Judgement in identifying gaps. Mentors added items to the PHC action plan based on their own
observations of needed improvements. As one mentor noted, “I reviewed case sheets and found
seven referrals for newborn resuscitation in the previous month, so we included training on
newborn resuscitation in the action plan. The mentor explained that six items on the action plan
came from the self-assessment tools and she added two based on her own observations.

Improved use of case sheets. Mentors who made second visits remarked that case sheet use had
improved since thefirst visit. All nurses in one PHC were using case sheets, including the partograph.
At the second visit, the mentor found only three gaps: incorrect use of partograph, not filling out
complication case sheets fully and not completing or providing all counseling before discharge.
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In another PHC, this mentor reported that nurses were filling out case sheets through delivery but
not usingthe case sheet as a job aid for providing postnatal and newborn care following delivery.

Increased practice of AMTSL. By the time of the second visit, mentors reported that staff nurses
seemed to better understand and practice AMTSL. In at least one PHC, nurses also indicated that
they were no longer providing augmentation. However, the nurses avoided confronting women
and their relatives with an explanation of why augmentation was risky by instead starting an IV with
saline. One nurse even shared how the pregnant woman attributed her increased contractions to
the drug working (which was only a saline drip).

Second visit challenges

Overcrowding.Inone observation of amentor’s second visit, the PHC patient ward was overflowing
because a tubectomy camp was in session. The overcrowding compromised the quality of care for
women coming for delivery and discouraged staying at the facility for 48 hours post-delivery.

Patient volume. At some PHCs with high delivery loads, it was hard for mentors to get time with
staff. In other PHCs with low patient volumes, staff were available but opportunities for bedside
mentoring and demonstration on patients were few.

Lack of compliance with care protocols. Mentors reported confusion among some staff nurses on
following protocols and poor compliance with waste management and pre-referral guidelines.

Third Mentor Visit

Structure of visit

The third mentor visits took place one and a half months after the second mentor visit. The third
mentor visit focused on clinical practice. The structure of the visit was as follows:

Third Mentoring Visit

1. Meet with PHC team to review progress on action plan since second visit.

2. Conduct audit of 10 case sheets of normal deliveries and all complications and review
with staff nurses to provide guidance on proper use and documentation of case sheets.
Assess any improvements from earlier visits in the use of the case sheet.

3. Provide clinical mentoring as per the training plan developed by the mentors for PHC staff,
covering the following topics:

Antepartum and postpartum haemorrhage
Premature rupture of membranes
Prolonged and obstructed labour

Low birth weight

4 4 & & 4

Newborn asphyxia
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Mentor reviewing case sheets and registers with nurse

Third visit successes

Technical knowledge and rapport. According to project staff who observed the third mentoring
visit, mentors demonstrated sound theoretical knowledge of skilled birth attendance. At this
point, mentors were very familiar with the case sheet and able to guide PHC staff through its use.
Mentors continued to display good rapport with PHC staff, especially nurses. “Staff nurses seem
happy that we are coming,” noted one mentor.

Teaching skills. Mentors seemed comfortable teaching in a classroom setting and using flip
charts and other classroom teaching aids. However, project staff observed that mentors required
additional skills-building support to use other teaching methodologies such as case studies,
bedside demonstrations, mentoring during deliveries, case audits, and discussions.

Improved PHC practices. Mentors perceivedimproved practices in some PHCs. For example, in one
PHC (visited in November and again in January), improvements were observed in the organisation
of the labour room and equipment as well as inoverall cleanliness. Project staff also reported
increased availability of drugs and supplies.Mentors noted that AMTSL was being widely practised
while the practice of labour augmentation had diminished. Nurses were more routinely giving
vitamin K and using radiant warmers for newborns.

Mentorship between visits. One mentor noted, “Whenever nurses or MO see a complication
they are calling us and we advise them to follow the guidance on the complication case sheet.

: Mentoring Intervention Report



Mentoring Intervention Report

This level of interaction between mentor visits is very encouraging as it indicates that PHC staff
were more aware of the need to manage complications and were seeking assistance on how to
do so.

Case sheet acceptance and use. Mentors indicated that staff were becoming more used to the case
sheet but nurses still were not always using it as intended. Many nurses wereei ther not filling out
the case sheet or filling it in after delivery. According to mentors interviewed, some nurses saw
the case sheet as a job aid, while others saw it mainly as something they were supposed to fill out.
“These nurses come up with many excuses for why they don't fill it” Nurses in busy PHCs found it
hard to find time to complete the case sheet.

Mentors saw completed complication
case sheets for many complications,
including prolonged labour, PPH, PIH,
and preeclampsia. Use of complication
case sheet H (for everything else)
was also frequent. Mentors reported
finding 1-2 complication case sheets
per PHC since the second visit. In
some instances, the complication had
led to referral while in other cases the
complication was managed at the
facility.

Patient-focused teaching. Mentors and
project staff reported that encounters
with pregnant women and recently
delivered women in the PHCs offered
opportunities to provide bedside
teaching and demonstration. For
example, in a 1-day PHC visit to a
clinic in Bellary, the clinical project
consultant and two mentors were able
to interact with a woman in labour,
a woman in the postpartum period,
and a woman in the active stage of
labour and demonstrate correct SBA ; "
e R oA Organization of drugs in labour room

Two mentors interviewed about their third visit experience shared that they encountered five
maternal patients in four of the 11 PHCs they visited. One mentor reported working with nurses
as they saw antenatal patients to demonstrate how to do an abdominal exam.

One mentor was able to guide PHC staff on how to manage a referral for a newborn suffering from
intrauterine growth retardation. “I showed nurses how to use the complication sheet and how to
refer including the need to call the FRU and how to counsel family members about the referral
and follow-up.” Another mentor recounted her experience in identifying and referring a mother
suffering from anaemia:
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“In one PHC | found a case of anaemia. A mother delivered after 15 minutes. | asked staff if they
did all the monitoring and they said yes and that all parameters were normal. The mother looked
pale and was restless and unable to feed her baby. | advised them to do a blood test and found
her Hb [hemoglobin] levels at 4.5. Also BP reading fell and her pulse was high so nurses started IV
and prepared for referral to a higher-level facility for blood transfusion.”

When asked whether staff would have recognized this complication without her intervention,
the mentor responded that staff attitudes were that anaemia was common and not a cause for
concern. The mentor brought all staff together to review how to manage such cases.

Availability of drugs and supplies. Mentors observed that most PHCs had essential MNCH medicines
and MOs had been very supportive in getting needed drugs and supplies. Vitamin K, which was
not available when the intervention began, was present in most PHCs by the time of the third
visit. On the other hand, some PHCs continued to lack equipment and supplies. In one busy PHC,
there was no episiotomy kit and nurses resorted to the unsafe practice of using a blade to remove
stitches. Another PHC in this district continued to lack running water, which contributed to a low
delivery load. The mentor suggested some stop-gap measures, but actions by the district would
be required for a more sustainable solution.

Third visit challenges

Busy PHCs. Some PHCs were very
busy, and mentors found it difficult
to retain the attention and focus of
staff to provide teaching under these
conditions. Two mentors interviewed
reported that six of their 11 PHCs were
always very busy. Nurses had to treat
many patients and were less apt to
fill out case sheets or follow expected
protocols during these times. In busy
PHCs, mentors also could not interact
with most nurses at the same time
and had to repeat their teaching
on an individual level whenever a
staff nurse was free. Teaching also
got disrupted. This situation was
exacerbated when tubectomy camps
or other “campaigns” were taking
place because all staff tended to be
: IR fully engaged in those efforts with
Mentor assists nurse to use case sheet less time for other patient care. In
busy PHCs, management encouraged mentors to extend their third mentoring visits to three or
four days rather than the two-day duration of previous mentor visits to ensure completion of the
visit’s planned agenda. Extending the visitalso enabled mentors to reach more staff since in some
cases all staff were not available in the initial two days. One mentor related meeting with staff until
8:00 p.m. or 9:00 p.m. to cover the visit topics and other issues.
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Postpartum care. Mentors reported that nurses did not monitor patients after delivery at the
recommended intervals of every 15 minutes for two hours. One observer noted that the newborn
care component of the case sheets also was not used as often as the other parts of the case sheet.

Referral practices. PHC staff and mentors noted that referrals were some times hard to manage
because there were not good FRUs to refer to and ambulances were not always available. Mentors
reported that families also sometimes resisted referral. Nurses did not always contact the FRU in
advance when referring a patient.

Infection prevention. Mentors observed that by the third visit, labour roomswere cleaner and
sterilization had improved. Some PHCs had acquired autoclaves. Still, there was considerable
scope for improvement. Some PHCs reported doing sterilization but when mentors checked, the
autoclave was not working. Waste management and waste segregation remained problems.

Sense of teamwork. Mentors explained that some PHCs were still in the process of adopting a
more team-focused approach to their work. In one PHC, a mentor reported that staff seemed
to blame each other rather than work as a team to address a problem. Although some drugs
were not available,the nurse did not ask the pharmacist to address the situation because of the
perception that he would nothelp. Mentors explained the value of teamwork, but the prevailing
culture worked against this in some PHCs.

Pace of change. Another challenge was managing mentors’expectations about the pace of change
in PHCs. Because some practices and behaviours were deeply entrenched and resistant to change,
there was a risk that mentors could become discouraged if they did not see results from their
efforts. Some mentors expressed their suspicion that nurses performed according to expectations
only when the mentors were present, citing the example of continuing inappropriate use of labour
augmentation in mentors'absence.

Fourth Mentor Visit

Structure of visit

As in previous visits, mentors prepared for their teaching topics one week in advance of conducting
the visits. They also met again as a team after the first round of fourth visits to review the visits,
share experiences and make any adjustments needed before carrying out the remainder of the
fourth mentor visits. Mentors in one district related that they practised doing role plays and
processing case studies that were then induded in fourth visits. In order to have sufficient time to
work with the PHC teams, these and subsequent mentor visits were formally extended to three
days (compared to visits 1-3 which took place over two days). In a few cases, mentors visited for
four days. It took about six weeks for all PHCs to be visited.

Mentors reported that fourth visits went according to plan. They typically started off with a group
meeting to review the PHC'’s action plan and readminister the self-assessment tools (A-C) used
in the first visit. During the fourth visit, mentors also carried out demonstrations and return
demonstrations with nurses using real patients whenever available. All mentoring visits included
a discussion on the complications based on the case sheet audit.
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Fourth Mentoring Visit

1. Work with PHC teams to revisit the self-assessment tools (A-C)

2. Provide mentoring and demonstrations on the following clinical topics:
oS> Preterm labour
=&y Pregnancy-induced hypertension, preeclampsia, and eclampsia
&> Maternal sepsis
=&y Newborn sepsis
o5 Infection control

3. Collect case sheet data and review case sheets with staff nurses

Fourth visit successes

Sustained quality improvements. Mentors noted that previous improvements such as maintaining
drugs and supplies, improving the labour room, managing referrals, using case sheets and
discontinuing labour augmentation were being continued. These changes had taken hold with
in the PHCs.

Comfort level with self-assessment tools. In this visit, mentors again facilitated the self-assessment
process with PHC teams and reported that PHC staff were now very comfortable and adeptin using
the tools and understanding their purpose. As one mentor summarised, “In the first visits PHC staff
found them somewhat difficult to understand but by fourth visit they were very comfortable using
the tools again and it was much easier to convince them to do the assessment.” Mentors noted
that there were many fewer “X"” marks after completing the self-assessment tools during the fourth
visit because earlier issues had been addressed. For example, PHC staff indicated greater comfort
in handling complications whereas this had been identified as a gap in early visits. Likewise,
drug and supply shortfalls had largely been addressed. Areas still needing attention (common
: to many PHCs) included use of
corticosteroids, procuring an O-size
mask for ambu-bag and proper
preparation and use of chlorine
cleaning solutions. Mentors also
noted that staff were still deficient
in providing timely and complete
postnatal care counseling.

Action planning. Mentors noted
that the process of reviewing and
developing action plans was well
entrenched by the fourth visit and
staff had taken ownership of the
process. In some PHCs, staff were
identifying gaps and writing out
the action plans on their own.

Mentor explains case sheet to nurses
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Use of case sheet. Mentors reportéd that PHCs were doing better using case sheets by the
fourth visit. About half of PHCs were filling out case sheets correctly although still not in a timely
manner, often completing them after delivery. The postnatal care portion of the case sheet was
the most often incomplete. The PHCs that were not completely filling out the case sheetwere
either short-staffed (one PHC had only one staff nurse) or had high patient loads and very busy
staff. Staff understanding and appreciation of case sheets had improvedby the fourth visit,with
staff telling mentors that it had been useful in improving their knowledge. There wasa change in
attitude among most staff nurses from the early visits where they perceived case sheets to be a
documentation burden.

Delivery guidelines. During the fourth visits, mentors were able to assist and observe deliveries
and assess how well nurses were handling normal deliveries and complications. At one extreme, a
mentor visited a PHC that had seven deliveries in an 8-hour period. Another mentor observed four
deliveries in two PHCs, including two cases that required referral. Mentors indicated that they did
not need to give much support to nurses for normal deliveries and the nurses performed all steps
correctly. No labour augmentation took place. Mentors also observed that nurses demonstrated
their ability to support mothers in initiating breastfeeding.

Management of maternal and newborn complications. According to mentors, PHC nurses seemed
much more comfortable and confident in handling maternal and newborn complications and
referrals. Mentors who attended deliveries in the fourth visit noted that even for complications
nurses were able to handle the cases and followed referral protocols. One mentor noted that
nurses followed the referral protocol (calling the referral facility and filling out the referral form)
but needed support in pre-referral patient management.

Observation and assessment of newborn complications was harder for mentors to assess,
especially in low-volume facilities. Two mentors were not able to observe newborn resuscitation
with a real baby. Another observed and assisted, giving the nurse 65% marks for following correct
procedures.

Referral processes. Mentors and PHC teams
reported that referral processes were more
systematic since the mentoring programme
started. According to mentors, most PHCs had
posted referral directories and nurses were
calling referral facilities in advance. Nurses were &
also tracking the outcomes of the referrals,
either through communication with patients
or ASHAs. Mentors also noted that staff nurses
were better able to identify cases to be referred.
Previously, nurses referred “blindly” without
first diagnosing the likely complications or
preparing the patient for referral.
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Fourth visit challenges

PHC leadership. Especially in PHCs with inadequate leadership (either no medical officer in charge
or managed remotely by a medical officer from another PHC), it proved difficult to encourage
a sense of teamwork. It was also hard to convene the full team in PHCs that had high volumes.
Mentors estimated that 40% of their PHCs had inadequate teamwork. PHCs that embraced the
concept of teamwork from the beginning were more likely to continue this approach.

Root cause analysis. Part of the self-assessment and action planning process was an analysis of
root causes intended to help PHC teams solve long-term problems and build a culture focused on
quality improvement. However, the approach proved challenging to use in a meaningful way with
some PHC teams. One mentor asked PHC teams during the fourth visit why they did n't use root
cause analysis and the PHC staff responded, “I forgot” This was different from earlier visits when
PHC staff often answered, “l don’t know how.” By the time of the fourth visit, PHC teams knew
what to do but did not always do it.

Mentors used root cause analysis to
problem-solve with staff, for example,
using “why why why” analysis to address
lack of night security. A mentor used
this approach to assess why a PHC was
not keeping its labour room clean.
She noted that the root cause often
identified by staff was the poor attitude
of the Group-D staff. Another mentor
explained that when she asked “why
why why” too often, it resulted in staff
blaming each other or fighting amongst
themselves.

Infection prevention. Infection
prevention continued to be an issue. Organized labour room

While staff nurses sometimes had improved instrument sterilization, problems persisted with
general hygiene and cleanliness, typically the responsibility of Group-D staff. “In one PHC the MO
is fed up with the Group-D staff and told me do whatever you can do to improve things,” noted
one mentor.

Post-delivery stay. Mentors indicated that the duration of post-delivery stays had not increased
much in any of the PHCs over the course of the mentoring intervention. Even when PHCs provided
food, mothers were not staying the recommended 48 hours. Women often went home early to
observe rituals and cultural practices in their communities. When mentors asked patient swhy
they did not stay, patients pointed to the lack of toilets, running water, and night time security
at PHCs and not having someone to look after their children at home. Patients also reported not
seeing the need to stay at the facility.
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Fifth Mentor Visit

Structure of visit

In the fifth visits, mentors continued to work with PHC teams and staff nurses (see table on next
page). In one district, the mentor team reviewed fourth visit findings to plan the focus for the fifth
visits. Mentors particularly prioritized the need to target slow learners and new staff. They also
determined the need to focus on system issues, especially lab tests and planned to highlight how
to make practical use of the AMMA approach.

Fifth Mentoring Visit

1. Work with PHC teams to revisit remaining self-assessment tools (D-H)
2. Provide mentoring and demonstrations on the following clinical topics:

=&y Monitoring of labour, delivery and the postpartum period

& Antepartum and postpartum haemorrhage

&y Premature rupture of membranes and prolonged or obstructed labour
&y Low birth weight

&> Newborn asphyxia

3. Collect case sheet data and review case sheets with staff nurses

Fifth visit successes

Understanding of PHCs and staff. By the fifth visit, mentors had a keen understanding of their PHCs
and individual staff nurses and were able to objectively assess facility and provider strengths and
shortcomings. Mentors readily classified PHCs as “good,"“average,” or “poor” and were able to back
up their assessment based on PHC performance relative to guidelines and use of the case sheet.
As one mentor explained, “Good PHCs include nurses whose knowledge and skills have improved;
they are handling complications and referrals and doing a good job filling case sheets correctly
and completely. Average PHCs have nurses who are not confident in filling the complication case
sheets and managing complications. Mentors also noted that PHC performance was worse when
the medical officer was not supportive or when the PHC team included nurses who were slow
learners or had poor attitudes or newly posted nurses who had not been mentored previously.
When asked to assess their PHCs, nearly all mentors said they had two to three good PHCs, two
average and usually at least one poor PHC that had not demonstrated much improvement. It is
noteworthy that mentors were able to maintain this level of objectivity and understand that poor
performance did not reflect so much on their mentorship skills as on circumstances beyond their
control.

Tailored support for new nurses. In cases where new staff nurses had joined or nurses had returned
after leave, some mentors intentionally planned their visits to have more time with these nurses.
One mentor went a day early to one PHC to work one-on-one with the new nurse on staff.
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Teaching skills. Observation of a mentor visit and reports from mentors themselves indicated that
mentors increasingly provided bedside mentoring and tailored their teaching to nurses’ specific
needs. In previous visits, mentors had often provided demonstrations, but now they ensured that
nurses did the demonstrations first and then guided them as needed. In one observation, a mentor
had three occasions to work with a nurse to help a patient initiate breastfeeding and persisted in
coaching until they were successful. In another case, the mentor helped the nurse to manage the
referral process when a baby was not feeding.

Casesheetsasprimary clinical teaching tool. Mentorsindicated that they had to spend considerable
time with staff in early visits to help them understand and use the case sheet. They had integrated
the case sheet into many of their subsequent mentoring activities, using it to review the case sheet
audit with staff, do case reviews, and provide a focus for discussions, especially of complications.
“We are using case sheet to teach topics more than just explaining it." Mentors estimated that
at least one day of their three-day mentoring visit was devoted to case sheet activities. In one
observed delivery, the mentor supported the nurse to go through the case sheet thoroughly. The
nurse took the mother’s history, carried out the physical exam, filled in the partograph, conducted
the delivery and managed the third stage according to all the procedures in the case sheet and
filled it in as she went along. It was also apparent that this was easier to do because the mentor
was there to assist in small tasks during the delivery; it would have been more difficult for the
nurse to fill out the case sheet and conduct the delivery if she was alone asis often the case.

Communication among PHCs. Mentors shared several examples of how medical officers had
communicated with each other to resolve problems. In one case, the PHC team had repeatedly
failed to get an O-size mask. The mentor recalled that one of her colleague’s PHC had managed to
procure a mask and contacted her for the information to share with her PHC. The MO at that PHC
said,” You just give my number to that other MO directly and | will tell him how to get the mask
and since | know the supplier well | can be sure it is delivered directly to his PHC” Another mentor
reported that one of her PHCs needed an adjustable light, and she told the MO about another PHC
that had one. Because the MO knew the other MO, he called him directly to get information on
where to get the light. '

Contact between mentor visits. The strength of the mentoring relationship was evident in the
mentor-staff interactions that took place between visits. Mentors reported receiving a call from
one of their PHCs nearly every day. “We have a good relationship with staff so they freely call”
They called with questions about how to calculate gestational age, or asked about a particular
complication. Mentors noted that nurses were now seeking information and wanted to know
more about topics not covered in the case sheet or SBA guidelines. A few mentors indicated they
while received fewer calls between the fourth and fifth visits than during the early days of the
programme, the questions they received at this juncture were more complex. In addition, nurses
often called mentors after they had managed and referred a complication to confirm that they
had done so properly.

Complication management. In recounting their fifth visits, mentors shared that PHC staff were
now using most complication case sheets and noted this as an improvement since the fourth
visits.

i
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Fifth visit challenges

Persistent problems. In the fifth visit, PHC teams used self-assessment tools D-H. Although the
assessments identified fewer gaps, some issues remained that were common to many PHCs:

& Providing nourishing food for patients

oS Infection prevention (this was more often identified and added to the action
plan by the mentor than by the PHC team itself)

o5y Incomplete referral directory and contact details
&y Night security for staff and patients.

Patient-centred care. Nurses’ interpersonal communication with patients was slower to change
than their clinical performance. In one observation, the nurse did not interact with the patient
in the labour room except to ask history questions on the case sheet even as the mother was
experiencing contractions. She did not scold or slap the patient but neither did she talk to the
patient during delivery, explain the progress of labour, or comfort her.

Staff resistance to mentor support. Mentors noted that even at the fifth visit, nurses welcomed
mentor support. "By fifth visits they are happy and still look forward to us coming.” There were
exceptions, however. One mentor said two PHCs were somewhat resistant to further visits
(and not necessarily the busy PHCs). An other shared that nurses were happy to participate if they
were on duty, but if she called to say she was coming they wouldn’t come if they were not on duty.
One mentor reported that staff at one PHC were tired of her visits and saw her as a burden.“They
have so much work, they say, We are tired, please come another time." This particular PHC (rated
poor) had high volume, lacked an in-charge MO and lab tech and had a nursing staff that lived so
far away that they were less willing to remain to interact with the mentor. Although the mentor
went at night to meet them when they had more time, they usually wanted to leave to get back to
their families. The medical officer did not provide any leadership to encourage their participation.

Medical officer and
staff nurses with
mentor
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Understaffing and staff turnover. Several mentors had one to two PHCs that were very busy in part
because of staffing issues and it was often these PHCs where improvements in clinical care were
less obvious. For example, one PHC had only one staff nurse because two others had been asked
to resign due to retroactive withdrawal of the authority to hire them on contract at the district
level. Mentors also reported that PHC staff came and went and they frequently had to bring new
team members up to speed. In one PHC, impressively, a recently returned nurse demonstrated a
high level of knowledge and skills because her colleagues who had been present for the earlier
mentoring visits updated her, but this did not always happen, especially when nurses were not on
duty together.

Static number of deliveries. At the fifth visit,improved quality had not yet translated into improved
volume, although there continued to be wide variation in patient volume among PHCs. In the
pilot districts, 85% of all 24/7 PHCs had fewer than 20 deliveries a month, while five had 40 or
more. Quality of care may have been less in those facilities dealing with high volume.

Compliance with postnatal care guidelines. Mentors and nurses both stated that it was difficult to
comply with the guidelines for postnatal care check-ups at 15 minute intervals. This was identified
as a challenge early on in the programme and continued to be so nine months later. One mentor
saw five postpartum mothers during her fifth visits and observed that nurses were missing many
messages in their postnatal counseling. She demonstrated how to do postnatal care and used the
case sheet to remember all messages, but staff found it hard to do in high-volume facilities. Nurses
also did not always have the case sheet with them when checking on mothers. Mentors estimated
that only about half of their PHCs gave postnatal care messages correctly and they expressed
some frustration about the inefficacy of reminders in promoting improved practices in this area.
As one mentor commented, “Just reminding staff to give messages is not enough.”

Staff attitudes. Some nurses resisted receiving support from mentors and had poor attitudes and
practices. This was especially true of older government nurses. For example, in one observation
the senior nurse did not participate in the mentor meeting with nurses even though she was at
the site. The mentor tried to assist her in a delivery, but the senior nurse did labour augmentation
and left the mother just after delivery without giving breastfeeding support or other postnatal
care. The mentor had made many attempts over multiple visits to work with this nurse, but she
was not interested in changing her practices.

Facility locations and upgrades. PHCs that were soon to relocate to new facilities were more
reluctant to invest in equipment or focus much on quality improvement, preferring to wait until
they shifted facilities. Three PHCs in Bellary were due to become higher-level community health
centres with newer and bigger facilities (although not necessarily staff increases). One PHC in
Gulbarga was in a badly rundown facility but moving in five months to a new health center. In
this case, the MO was willing to spend funds on drugs and movable equipment and supplies to
improve the quality of services in the interim.

Linkages to appropriate referral facilities. While complication management and referrals had
improved, mentors found that staff were automatically referring patients to the next highest-
level facility even if that facility did not have the capability to provide the care required. Many
taluka hospitals were not able to provide the advanced care that they were supposed to be able
to provide because they lacked specialty staff. One mentor had problems because three of her six
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PHCs were closer to referral facilities where patients could safely travel but would not receive their
benefit from the government’s JSY programme. In another PHC, the closest FRU was in a different
district, but that hospital informed the PHC that they did not want their patients. Finally, in some
cases PHCs referred directly to the district hospital for Caesarean sections or PPH, but patients
resisted and wanted to go to the closer taluka hospital.

Two Mentors Recount A Fifth Mentor Visit

Mentor A described her fifth visit to a PHC that she
considered as a “good” performer. She started on day
one discussing the previous action plan with the entire
PHC team, with the exception of the lab technician,
who was on leave. She talked about client and provider
rights and spoke about the AMMA approach. She
worked with nurses to fill out the self-assessment tools.
“By the fifth visit there were far fewer X marks. Staff also
noted that supply issues had improved, saying “Earlier
we used to discuss with MO about missing supplies
but he didn't do anything, but now when we tell him
supplies are lacking he gets them.”

Mentor A also completed the case sheet audit and
discussed gaps with the nurses.

On Day 2, Mentor A covered the fifth visit clinical
session over a 3-hour period. She used examples taken
from the case sheet and presented case scenarios when
covering the topics. She continued the clinical session
in the afternoon, but there were frequent interruptions
as the nurses had to attend the OPD. All three nurses
participated in the second day.

On the third day, Mentor A worked with the one nurse
on duty. She looked at the referral register and saw
that four cases had been referred, but only two had
case sheets. She reviewed the lab room and discussed
supplies. She also spent time with a postnatal patient
in the ward, visiting the patient by herself at first to
ask her what she had been told in terms of postnatal
counseling, and then visiting the patient again with
the nurse to demonstrate and fill in gaps that the nurse
had missed. “I would give the nurse 50% marks for
postpartum counseling. She missed some messages
about danger signs.”

Mentor B described her fifth mentoring visit to a
low-volume PHC which she rated as “good!” She
met with the full PHC team and reviewed the
action plan from the previous visit, which was
kept at the PHC. The team went through self-
assessment tools D-H. She shared, “The first time,
staff said’'What a headache, but second time they
have used them they say it is very helpful and
‘We can fill them out! The PHC teams reported
improvements and in this round they found
nothing left to improve. Next she discussed
clinical topics with the nurses and the in-charge
doctor. During the review she used the pelvic
model and doll to demonstrate prolonged and
obstructed labour and showed a video on stages
of labour.

On the second day, Mentor B observed a nurse
attending a delivery. “l give her 80% marks. She
did most things right but forgot to put the baby
on the mother after delivery” The nurse filled
out the case sheet and partograph. The mentor
assisted as needed, including showing her
correct attachment for breastfeeding, discussing
eye care and demonstrating how to wrap the
baby.“The nurse did 70% and | did 30%." She also
observed the nurse perform postnatal checks
every 30 minutes. The mentor demonstrated how
to do an abdominal exam on an ANC patient. She
also spoke with Group-D staff and the night Dai
(unskilled traditional birth attendant) on waste
management.
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Sixth Mentor Visit

Structure of visit

The sixth mentor visits took place from June to July 2013 in both districts. In addition to covering
the items listed below, mentors focused on encouraging PHC staff to internalize and sustain
quality improvement processes on their own.

Sixth Mentoring Visit

1. Work with PHC teams to review and develop action plan
2. Conduct case sheet audits
3. Discuss clinical topics and system-level issues with a focus on:

o5y Infection prevention
oSy Lab tests

4. Carry out demonstrations and observe return demonstrations of episiotomy suturing

Sixth visit successes

Regular action planning. During the observations,
it was noted that one PHC team had action plans
organized in a file and referred to them to report
on progress against activities listed. The PHC team
indicated that they met every two weeks to review the
action plan.

Staff-initiated solutions. In one PHC, staff made their
own charts with postnatal care messages that they
posted above the observation bed so they would
remember messages. They wrote the chart in Kannada
so that literate patients could also read and understand
it. In their self-assessment process they also identified
additional equipment to procure not mentioned in the
tools, such as a fan and a refrigerator for the labour
room; this is an indicator of the extent to which staff
in this facility embraced the quality improvement
process.

Nurse shows Madilu kit of baby
supplies provided by
government to BPL women

P )
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Mentor explains episiotomy procedure
to staff nurses
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Mentor Visits Summary and Conclusions

In its first year of implementation, the mentoring programme rolled out much as expected.
Mentors were able to keep to their visit schedules, cover the content planned for each visit and
support providers on the job and through group-based problem-solving. Mentors grew into their
role, demonstrating increasing levels of technical competence and self-assurance in carrying out
their responsibilities. Mentors also built strong relationships with PHC teams. The project learned
more about the differences between PHCs and incorporated these learnings into the scale-up,
which is described in the next section.

Nurse mentors at a PHC visit in Gulbarga District
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Scaling Up the Mentoring
Programme

I Chapter

he project extended the mentoring programme to the other six Sukshema districts starting

in October 2012. In July 2013, the intervention expanded further to include all PHCs in the

pilot districts. As of July 2013, the mentoring programme covered 284 PHCs (24/7) with a
total of 53 mentors. The scale-up of the mentoring programme followed a similar process as in
the two pilot districts. This section briefly describes the scale-up process and highlights where
modifications were made to the pilot design. The section concludes with a discussion of how the
programme has fared in the scale-up districts.

Mentor Recruitment and Training

The project recruited mentors for the six scale-up districts and the expanded coverage in the
pilot districts based on the same qualifications as in the pilot districts. The project hired 1-2
more mentors per district than required to accommodate staff turnover. The hiring process was
shortened to two days but continued to include group-based activities to help the project team
assess the suitability of candidates. To respond to the challenge in the pilot districts of mentors
having to travel to distant PHCs, the project was more explicit in the scale-up districts about
requiring mentors to live closer to their PHCs and hired only mentors who were already living in
those areas or were willing to relocate outside the district capital.

Mentors in the scale-up districts also underwent a five-week induction training in three batches
at St John’s Medical College with the same trainers who trained the pilot district mentors. The
training schedule was as follows:

District ‘ ‘ : Number of Mentors Tra_ined D_ates Trained :

The scale-up district induction training did not include a practical session on visiting PHCs and
facilitating the team-building and self-assessment process. Instead, mentors in the first scale-up
batch went to Gulbarga and carried out this exercise in PHCs with the Gulbarga mentors. In the
other training batches this was not done due to the need to scale up the programme rapidly.
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Following the induction training, mentors were immediately posted to clinical settings for further
clinical experience. This modification to the training was in response to the pilot district experience,
in which mentors expressed the desire for more hands-on clinical practice than they were able to
get in a tertiary teaching hospital. Scale-up district mentors were posted to a mission hospital
in Mysore and were able to do some procedures and deliveries to enhance their clinical skills.
Even with this modification, mentors said that during their 7-day posting they were mostly able to
observe rather than conduct deliveries.

Mentor Visit sin Scale-Up Districts

The project made some changes to the programme design based on lessons from the pilot
districts. In the scale-up districts, each mentor was expected to cover 7-8 PHCs, with three days set
aside for each PHC visit from the start. (In some cases, the first visit was still structured as a two-
day visit to introduce the programme.) The other change was that mentors visited the PHCs every
two months rather than clumping early visits closer together. Mentors followed the same visit
plan and content as for the pilot districts. The table indicates the start date of the programme in
each district and the number of PHCsper district.The intervention covered in total 385 PHCs that
provide 30% of total deliveries in northern Karnataka. By December 2013, all scale-up PHCs had
received at least six visits.

District Month mentoring  Number of
intervention PHCs
started

Tailoring visit schedule according to PHC delivery volume

With the project scale-up of mentoring to all PHCs, the wide variation in PHC patient volume
became even more apparent. Given the project’s goal of achieving measurable impact at a
population level, the project team decided to intensify the mentoring support in high-volume
PHCs and lessen the frequency and duration of mentor visits to PHCs that consistently reported
low delivery loads.
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The distribution of PHCs by delivery load is shown below for each district and conveys the wide
variation that existed. Data indicated 20 high-volume PHCs accounted for 19% of all PHC deliveries
in the eight districts. High-volume PHCs (Category A) had at least 40 deliveries per month. PHCs
classified as Category B facilities handled 20 to 39 monthly deliveries and low-volume PHCs
(Category C) had 19 or fewer monthly deliveries.

24/7 PHCs: Deliveries per month by district
District Category C: 0-19 Category B: 20-39 Category A: > 40
PHCs Deliveries PHCs Deliveries HCs Deliveries

Under the revised visit schedule, two experienced mentors together visitedCategory A (high
volume) PHCs for three days every month. For category B PHCs, visits continued at three days
every two months, but the project specifically assigned more experienced and well performing
mentors to those PHCs. Low-volume facilities also receiveda mentor visit every two months, but
the duration of the visit could be less at the mentor’s discretion. After one year, these low-volume
PHCs moved to a once-a-quarter mentor visit. In the scale-up districts,a few PHCs were found to
be conducting no deliveries for various reasons (e.g., staff shortages, limited infrastructure). In
those PHCs, mentors visited for one day every quarter to determine whether they had resumed
conducting deliveries.

The flow chart below illustrates the general structure of a standard mentor visit. Mentors modified
the sequence of activities as needed to adjust to the workflow of the PHCs on any given visit.
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Flow of a typical mentor’s visit

Scale-up districts followed the established process for planning and carrying out PHC visits, which
included preparatory work, periodic reviews after each mentor had conducted 1-2 PHCvisits,
and a final review once each round of PHC visits was complete. Interviews with mentors in the
three scale-up districts visited indicated that visits proceeded as planned, including use of a team
approach, completion of self-assessment tools, development of action plans, clinical mentoring
demonstrations, and case sheet reviews.

Lessons Learned: Programme Scale-Up

Intentionally creating an enabling environment

The project learned from its experience in the scale-up districts that engendering interest in the
programme requires more orientation and direct engagement with district leaders. It is important
to put effort into introducing the mentoring programme through official channels, from the
district health officer (DHO) level on down to the PHC level, which will create a more conducive
environment for mentors to initiate the programme and also builds support for using the case
sheet.

In the pilot districts, medical officers and nurses were aware of the mentoring programme
because they had participated in a refresher training (3 days for nurses, 1 day for MOs) in which
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the mentoring programme and the case sheet were introduced. This refresher training was part
of the evaluation design for the pilot districts and was not, therefore, replicated in the scale-up
districts. The Sukshema team had also made frequent visits to the pilot districts before and during
the initial rollout of the mentoring programme. As a result, district leadership and PHCs were likely
more aware of the project from the start.

In the scale-up districts, the DPS and the central team had briefed district program me managers
on the mentoring programme and they in turn were expected to brief the MOs in their districts.
The DPS also had brief phone calls with each MO to announce the mentor visits, but these short
conversations may not have been sufficient to effectively communicate the aims of the project or
the project’s collaboration with the government in the mentoring effort. During the Sukshema
project scale-up, there was also major turnover in the DPS positions,and the new district
programme specialists may not have been as well known to district leaders.

As a result, mentors in the scale-up districts seemed to encounter more difficulties inestablishing
rapport and credibility than in the pilot districts. In two scale-up districts, mentors reported the
difficulty of initially establishing rapport with PHC teams. In Bidar District, several mentors noted
that they faced skepticism from PHC staff because of the project’s status as a nongovernmental
organization (NGO) project. Nearly all mentors stated that “In the first visit nobody accepted us.
PHC staff reportedly were suspicious that mentors were coming from an NGO and feared they
were there to inspect their performance and report back to the district. PHC staff also commented
that NGOs were not there for the long term.”The whole first visit was a struggle to build rapport,’a
mentor commented. Another mentor said that “Nurses weren't giving time and before they used

to try to escape and
give excuses when we
wanted to meet with
them. Several mentors
explained that they
also had to spend time
explaining the Sukshema
project and its objectives.
One mentor noted,
“Though | told them, not
all were clear about the
project and did not take
it seriously”’ They had to
explain the project again
in subsequent visits.

Mentor conducting PHC team meeting
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In Koppal District, most mentors said at least some of their PHCs were not welcoming. | met with
the MO and he told me, Why you have come?” The staff didn't listen or cooperate. They said, We
have work to do, we can’t come for your meeting.They said, Why all these tools you have brought?
Why this case sheet it is so long?” Another mentor stated that her PHCs made her wait for more
than an hour before they would see her and also told her, "Don’t waste my time." This response
was by no means universal, however and some mentors indicated that other PHC staff were more
willing to try the mentoring process. Some staff seemed to appreciate the mentor because it was
the first time someone was showing interest in their work.

Mentors in Raichur District did not raise as many concerns about rapport building. Several mentors
said of their first visit there that they were initially anxious and scared but generally found the PHC
staff to be welcoming and they were able to quickly establish good rapport in most cases. They
attributed this to the advance preparation with the DHO. The district monitoring and evaluation
(M&E) specialist in Raichur (who had been with the project since its inception) arranged a meeting
of mentors and the DHO before the firstmentor visit. The DHO then prepared a letter for each
Taluka Health Officer (THO), which mentors delivered in a meeting. THOs spoke to all MOs before
the mentors’visits. The M&E specialist also called each MO and informed them that mentors would
be coming. Additionally, after the second round of visits, all mentors also attended the monthly
MO meeting to explain the mentoring programme and case sheet, which built support among
MOs to encourage their staff to cooperate with the mentors.

Gaining case sheet
acceptance

Since medical officers and
nurses had not been previously
introduced to the case sheet in
the scale-up districts, mentors
had to explain the tool and |
win PHC staff over to its value. |
Mentors introduced the case |
sheet in the first visit (often |
on day 2). One mentor stated, §
“| explained that this is a good
way to document things” and
outlined other benefits and
tried to convince them of the
importance of the case sheet.
As in the pilot districts, PHC
staff initially said the sheet was
long and often perceived it as

Mentor conducting case sheet audit
a reporting requirement rather with nurses in scale-upPHC

than a job aid. In the second visit, mentors observed that nurses were filling out the case sheet but seeing
perceiving it more as a documentation process. “They were simply filling the case sheet rather than using
the case sheet,” explained one mentor. By the third visit, nurses were more convinced of its value and
were using case sheets as they saw patients. Nurses and medical officers “are saying it is useful” Mentors
reported that some nurses saw the complications case sheet as a duplication of effort since they were also
filling out a referral & hjtf ¢
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were better able to reach out to busy PHC staff. Mentors reported observing improvements in
staff performance after the high-volume PHC strategy was implemented. The more frequent visits
also were helpful in encouraging staff to use the case sheets and complication case sheets more
often. Observations confirmed that mentors were differentiating their support, with one mentor
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As in the pilot districts, mentors and PHC staff in the scale-up districts pointed to improvements
in the labour room and drug supplies as some of the first signs of quality improvement. Many of
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Njttf elpgqpswojwz!gpdcef uf sn bobhf n f oupddpn qrjabypot

T Iwtjutljo!u f!tdbrfh.vglejtigdut!jo! Ef df n cf 9 3124!)bgf dbnkQ Dt!i be! o df jwf el bu bt u tjy!
n f oypsiwtjut*'govoe!u bun bozlovstft!boe!tpn f In fowpst!i be!blqppslvoef st boejoh!pddf sbjo!
dpn qridbypot/U jtdpvral bwf icf f olsf n f ejf eli pvhi hef buf svijii§bypolpdu fldpn qrjabiypo'dobtf !
ti ffu/blqgbsjdvibsiovaft!boe!tpn f In fowpst!i be!upverhlejtyohviti joh!cf w f folgsprpohfe!
rocpvs! dortf e pvslboe!opo.qsphsf tt!pdriocpvs! b!b!sf wf x |pdpof |CSPN !dbt f-Ib!x pn bo!x bt!
§ d ssfeltppolbgf sti f lbsgwf elx i f<f bt bddpsejoh!plhvjef foftiti f ldpvrali bwf Icf f olpctf swf elgd
vq!p!23li pvaljolu f!Q Diboelcffolef nwffelu ff 4 jtix bt!blgpu oybmalvoof df ttbsz!sf o ssbrfh
Ovsftljolpof |Q Dibriplef n potusbif elnm jif e!l opx rhehf Ipdi px !yp!n bobhf IQI -lqsf f dribon gtjb-
boe!f dibn qtjb/lb!pof Ipctf swbypo-bin f oypslejtdvttf elbldotf Iti f f uboe!gpvoelu bublovaf!li be!
n jtejbhoptf elqs f dion qtjbbt tf wf «f IQI cf dovtf ki f § belopuepof bigspuf jovgbif tull f h f oypd
clarified the correct procedures for diagnosis and management of these conditions.

Nfowps! donnfode! u bd
ovsft! xf<f! & mdbod p!
vif! dpn gniubypo! dbtf!
tiffu! jd ufz! ejeoid
voefsioe! ufn/ | jhi!
ef pwf sz!pbe!Q Dt!eje!opd
vif!u f! dpn qrabypo! dbtf!
ti ffu! eftqjd! dpoyovbrh
djogpsdfnfod cz! uf!
n fowpst/! Tpn f! A Dt! brip!
i be! ufjg pxo! pof.qbhf!
S d sbrhti ffu xijd!ibe!
n vd !u f!tbn f ljogpsn bypo!
bt!u f!Tvl ti fn bldbtf!ti ffu |
)evd eje! opu jodmef ! qsf .
& ¢ ssbrhn bobhf n f ou! boe!
ovdft! foefe!l yp! vif!u jt!
@ | jotuf be/! Gobne jd bl Sbejboux bsn f dboe!dotf Iti f f ut!po!!
xpnbo! qsftfodfe! xju! ejtqrbzljo!rcpvsisppn

- Nfoupgohlbuf swf oypo!Sfapsu
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multiple complications, nurses did not know which complication case sheet to fill out and/or did
not want to fill out multiple complication case sheets.

Jbbef r vbuf If o ssbrim bobhf n f ouboe!sf dpsejoh!qsbdyjdf t

As evidenced by the variable number of complication case sheets filled out, the tracking of referrals
x bt vof wf olbdsptt!Q Dt/\blpof A D f In f oypslejtdpwf o eljoli f sldpowf stbypotix ju Wi flovetft!
U butf v ol o ssbri belbl f olgrindf tvuli f f X ff bpldpn qrinf ebpn qridbypolbtf ti ffut/Xju pvd
the case sheet data, it was difficult to discern whether these referrals were managed properly.
Brd pvhi !u f Ibjn Ipdu f !dbtf !ti f f ut!boelu f!dpoyovfelf n qi btjt!polsf ¢ ssbrim bobhf n f ouboe!
follow-up was to reduce staff automatically referring patients without any assessment, also known
bt !fihbuf Asf ¢ ssortejn qspwf n f oudjo!u jt!bsf blsf n bjof elblx pd ljolqsphsf tt!f wf olbgf slovn f pvt!
mentor visits. Mentors offered several possible reasons why nurses might refer normal deliveries
pvupgdu f!A Djodmejoh!s d sgohlqbyf otk i plbtl f elbipupdr vftypotiu f<f czlu o buf ojohlu f!
ovsf titboejoh*opux boyjohiplcf lejt uwscf ebuojhi uboeli{jof tt/Mpn f lovat f t bsf Mo{ zIn f oupst!
f ygrijof e/\Cbf out ldpn johjox ju pvubozipgui f e jow tyhbipot vtvbmalepof levgohBODN jhi U
brtplcf IS ff ssf elsbui f sl bold f lovstftlepjohlu fiuf tutli fn tf mf t/INfoupst jo!Gloqvsiqpjouf elpvu
u butpn fyn ft!bn cvrnodf legw st lppl IS § sf elgbyf out Il f lof yuof bsf tuQ Disbu f slu bolup!
u fIGBV/blpu f sjot ubodf t-qbjf out Ipck dif elplcf joh!s g s5f e/Bripgu f tf If ybn qrit iqpjouypli f!
complexities of effectively managing referrals and indicate that clinical and community practices
cpu lof felyp!d bohf/!

Critical role of medical officer support for evidence-based practices

Observations and staff interactions in some PHCs found that MOs were not always on board with
u f !Irof tUTCB!hvjef jof t/INf opst Igpjouf e!pvuu butpn f INPt!dpoyovf elwp!f odpvsbhf Iracpvs
bvhn f owbypo!boe(slx f < | vox jnjoh! p!ejtdpvsbhf lovaft!gpn |qsbdydioh!ju! Tjn jiosztpn f!
NPt!pck dif eliplu f Ivif Ipgwibn jo!L!boe!x pvralopubmpx lovatft!yp!ben jojt uf Sju!Nf oupst brip!
pctf suf e!NPldpodf sot Ibcpvuu f Ivtf Ipgn bhof tjvn Itvrgi buf /INf oypst !grsii f Sf ygrijof el bu
BZVTI lepdipst lejelopux bouwp'hjw ljoK dypot Iboelbt] f eln f oupst Iplep!t p/'Bmipdui f tf ljotbodf t!
voef sdp Iu flof felyp!pgf ouNPt!pold f ! tuhvjef jof t!boe!dpowodf Iu fn !pdu flof f elp!
@mpx !u fn /U flpof .ebzINP!f gf ti fsubjojoh!u bux bt!gbsupdu f!jouf saf oypoljo!u f!gjmu
ejtugdu In bz!lcf Iblsf r vjsf elf rhn f oupdu f jouf swf oypo/

Tdbrh.Vq!Tvn n bsz!boe!Dpodmtjpot

U f !tdorh.vq!f ygf §f odf ef In potebif e!u buu f !n f oypgoh!jouf saf oypo!dbo!cf ! qrjabuf e!boe!
baqnie!jo!pu fdejtigdu!jo!b!djsalti padyn f/Tztf n bydomm!vtjoh!u f !bqqspbdi ft!boe!pprtl
developed to implement the intervention resulted in a smooth and efficient implementation
process. In just a five-month period, the mentoring programme was extended to all eight project

districts. Overall, mentors in these districts observed levels of staff engagement and improvement
jold fjlQ Dtltjn jrioshplu ptf lpctf suf eljol f lgjmuejt Lgdut/

U f Mipsz!pgb!N buf sobriOf x cpso-boe!Di jred fbrd YNODI *INf oupgoh!Qsphsbn n f ljolOpsii fso!Lbsobibi b
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6 N bobhjoh!u f INf oypgoh!
== | Cgphsbn n f

Chapter

f1Tvl ti fn blqspK duef w mqgf e!bln bobhf n f outusvduvsf |boe!n bobhf n f ouqspdf ttft!yp!
w &t f f lin griin f owbypo!pdu f In f oypgohjouf swf oyjpo-lef tdgcfeljol jt tf dypo/

N bobhf n f ouTwsvdw sf

Bldps ! f di ojdoriif bn ! cbtf e!jo! Chohbmsf | qpwef e! pwf sonthvjebodf |boe!tvqgpsuiU f ! bn !
dpotjtufe!lpdu f ! d ojdbrihbe- RItgf dibitu boe! djojdbritqf dibjutU f tf !joejwevbrti pvyof ml
wtjuf elu f!qspK duejtgdiut-!bewtf e! po!n bobhf n f ouqspdf ttft!boe!boydqgbu e!boe! s tpmf e!
issues as they arose. Project consultants also periodically conducted site visits and offered advice.

Buli f lejt ugdurfmf rblejt Lgdugsphsbn n f gf dibiyiux bt i tgpotjcrhigosi f n f oypgohjou sf oypo!
jo!fbdi lejtigdulU ftf ljoejwevbrtix i pli be!bln bt st!jo!qverali fbri lef hsf fIx ju |bzveaf ejd!
n f ejdof Icbd hspvoet-i beltpn f voef stboejoh!pddijojdbrijttvf t Iboe!x pd joh!x ju !djojdjbot/!

U flejt igdugsphsbn n ftqf dbrjiux f sf If yqf duf elup;

& | Tds f olboe!sf dsvjuln f oupst

& | Ftuberti 1 fIn btuf switjutdi fevih

6! Tvqqpsun f owpst joldosszjoh!lpvuui f jsevyft

& ! Petfsfin f oypsigf sgoan bodf levgoh!n f oypsiwtjut

5| Sftpmf lgsperhn t!

6! | prelejt ugdurfmf rim f oupsis wfx In ffoht

& ! SFwf x Iboeltvn n bsitf In f owpsigq s qpsit

& | Coordinate field visits for staff, trainers, consultants and other visitors

&/ Interface with district officials and report to Sukshema leadership about the mentoring
jou swf oypo

The DPS also coordinated with other district-based project staff, including the M&E officer and the
ejtigdudpn n voje!tqf dibjt )EDTYIU f tf Igptjypot Ibmitbux ju jo!u f Ihpwf son f odejtgdui f b !
offices.

‘/ Nfowpgohkbuf saf oypo!Sf qpsu
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N bobhf n f oulpprh
U fITviti fn bl bn lef w maf e!bltf u pd yppril ! bttjtun f oupst!jo! gridoojoh!u fjsin f oypgoh!
wtjut!boe!bttjtuejtgdu gsphsbn n f !tqgf dibiiut |jo!dosszjoh! pvu fjsltvgf swtpsz!boe!s qpsjoh!
s tqpotjcjif t/ ‘

Eftdggypo




U f MpszlpgbiN bu sobOf x cpso-boe!Di jrall fbra HNODE *INfowpgohiCephsbn n f jolOpst f sollbsobbl b

N pojiwpsgoh!Qepdf ttft

Up! tvggpsu qspK du n bobhfn fou x ju ! ebtb' s ef ditjpo.n bl johd u f! qepK du ftiberti fe! bl
n pojwpsgohljogosn bypoltztuf n YNJIMIU f INJTx bt Ivtf elplusbd !l f zljoejdoupst Iip!n fbtve li px !
u f!Q Dt!x f & lbebgyoh!pprtiboeljn gspwoh!qf sgosn bodf /U f !l f zltpvsdf t!ipdn pojupgoh!ebub!
ef gwf elgpn Idbtf tti ffutvn n bgft!d but fin f oypst lgsf qbsf elevgohlf bdi Ipdu fjsiwtju/INfoipst!
submitted the completed case sheet summary to the district project data entry officer after each
visitand the officer then entered it into the project database. The Sukshema M&E team prepared
n pou malsf qpst po!l f zljoejdbupst |gpsibiejt Lgdut /AN owpst | f of jwf e!joejwevbijf e!ls qpsut Iu bu
qsftf ouf eljoejdbpsiebiblgsibmhi f jIQ Dt ipwf slijn /U f Iqspk duf bn lbripif ygboef eln pojypgoh!
jogsn bypo!p!jodmef ! dpnidijoh! boe! bobma{joh! ebib! gpn !dbtf Iti f f ubveju!boe!dpoevdjoh!
qf §pejdidijojdbripct f sabijpot lboe Iddijuz!bvejut/IN pojypgohlebiblbsf iqsf tf ouf eljo!TF dypo!: /

pSonibi swoypolstaps
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Sfwf x INff yoht

U f ! qspkf du f tibcrti fe! bl spviyjof I n f f yoh! tusvdw s | p! n bobhf | U f! jouf saf oypo! boe! ti bsf!
n pojypsgoh!boelpu f lggphsbn n bydljogsn bypo/IU f IEQMNdppsejobuf elu ftf In ffyoht!x ju lu f!
support of the M&E officers.

Ejtugduf bn In ff yoht

Baf stf f johlti f lof f elgpsidppsejobypoboejogpsn bypolti bgoh-ii f lqspk duf tiberti f ebltuboebse!
tf upgdsf wf x In ff joht!jo!f bdi lejtigdu!Cfgpsf !u f It bsupdf bdi lof x Ispvoe!pdn f oypsiwtjut-Iu f!
DPS and mentors met as a group to review the objectives of the specific mentor visit, practised

U f Mp=zipdbIN bU sobrOf x cpso-boelDi jre¥ fbra NODI “INT olp§ohiQsphsbn n f jolOpsii f solLbsobbl b




U f Mipsz!pgb!N buf sobmOf x cpso-boe!Di jrell f brd INODE INfolpsohiCiphsbn n f jolOpsti fsolLbsobiblbr

role plays and demonstration sessions and reviewed findings from previous visits to establish
qgpguf t boelgsperhin .tpmf /U f o bgf st fIn f oupst hbui f f elgpsibin bobhf n f ousf wf x In ffoh!
pof lebz!qf slx ff1 AEvgoh!u jt!n f f joh!u fzlef brdx ju Imhjtydt-lusowf ibssbohf n f out-Isf qpsijoh-
boelpu fsin bobhf n f oubt! t/Bgf shirim f opsti beldpn qrinf elblgymiapvoelpdn f opswtjut f h/boh
n fopst ldpn grinf e!gvsi In f oupsiwtjup!bmd Dt*lu f I bn thpuphf u f slbhbjo!up!sf wf x 1 fjsl
fyqf §f odf t boelejtdvtt!d brfohf tlboe!li px Iup!sf tpmf Il fn /U fIUf di ojdbrief bn 'ggon Mvl ti fn bl
qbsyjdigbif eljolui ftf Ifoshf slsf wif x In f f joht-If ju f §olgf stpolpsiwblTl zqf -jolbeejypolplu f IEQIH
N' Flitgf dibjtuboe!n fowpst/U jt!n ff johlqspwef elbolpgqpswojelpljef oygljttvftlof f ejohlp!
cf Il f olvq!buui f lejtgdupsli jhi f sifmf rblejtugdut Ix i f f ITvl ti fn bitldpn n vojueljouf swf oyjpo!
had also been scaled up, project staff managing this intervention component also took part in the
roshf sisf wf x In f f yoh/

Jbu sobrisf wf x In f f joht

Dblbeejypo!iplu f lejtgdudf bn In ffjoht-u f ITvi ti f n blqspk duqf gpejdommli f raljouf sobrisf wf x !
n ffyoht!i bujodmef eltf ojpsiqspkf durhbef sti jqlboe!qspK dulf di ojdbribewt pst/U f lqspK dui f ral
its first internal review meeting with mentors and DPSs in September 2012 in Hospet after most first
visits to PHCs were over. The Sukshema leadership and technical staff participated in this review.
Fod [EQTN bef bblgsf tf owbjpo!pdbdywif t iplebuf boelf bdi In f ouypsin bef blgsf tf oubypolpolu fjd
fyqf §f odf Iboe!pctf swbypot!u vt!ds!U fIif di ojdorhf bn ljougpevdf eltpn f Ipdu f In bobhfn fou
pprilef tdgcf elbcpw levgohlu jtitfttjpo/

Bltf dooe!jouf sobrisf wf x In f f joh!uppl Iqrindf ljo!Opwf n cf 3123ljo!Hbohbwby-x i f oln ptupdu f!
tf dpoe!n fowpsdwtjut!x f < |pwf S1U f ! Tvl ti f n blqspk duqbsjdigbou | dpoevdif e!tjuf Iwtjut!x ju !
n fowpstlu f lebzlcf gsf I f If wf x In ffjoh/lbl f Isf wf x In f f joh-Ui f If bn lejtdvttfejoqvugpn !
u flejtugdus wf x In ff joht!boeli px !wplgpwef !pagpswvojyf t!gsin psf Idijojdbrigsbdydf !gpsiui f!
n f oypst/!!

In February 2013, leadership organized a five-day technical review involving international and
mdbrif di ojdbribewtpst! gpn !d f!Tvl ti fn bldpotpsjvn /1 Cosjdigbout! x f f !jougpevdf el p!u f!
interventions and the monitoring and evaluation framework on the first day and then traveled
joltn b hspvqt ! p!gpvd gjmuejt ugdut ! )CF niasz! boe ! Hvrabshb! gosin f oupgoh!boe! Cohbripu boe!
Lpqqgbrigosldpn n vojwz!jouf swf oljpot *lp!dpoevdud Diboe!dpn n vojueltjuf Iwtju /U f !g/mihspvq!
came together in Hospet for a final day to share observations and recommendations.

Ejt ugdusf wif x In f f joht

The project team at the district level was expected to interact with the district health office on
b!sf hvrislcbtjt/!b!Pdupcf §3123!)u  f In pou t!bgf su f!tubsupdui f ljouf saf oypo*™u f!EQTboe!
n f opstljo!f bd !gjmuejtigdui f ralblejtgdusf wf x In ffyoh!x ju lu fIEI P-lejtugdusf qspevdyws !
health officer (RCHO), district programme officer, district programme management officer (DPMO),
boelpu f s iplgspwef bolvgebuf Ipoli f tbwtpdu f In f oupgohfjouf sf oypojolli fjsiejtgdut/Fodi !
n ffyoh!rotuf elu plyp!u fli pvstlevgohixi jdi Iu fIEQTNqspwef eli jhi fini t!pdu fIn fowpgoh!
gsphsbn n f lboelti bsf elsf df ouebub/

Tvctfrvfoundu flejtigduuf bn tiIx f o If ygf duf elup!n ffux ju Iu fIEI Plbcpvdpodf Ib!r vbsf slp!
share findings from the mentoring programme, raise issues that might require a district-level
response(such as procurement or staffing) and solicit input and recommendations from the DHO.
btywyohlgf gpejdin ffyoht!x ju u f!EI Plejelopui bagfolbt!tn ppu mljo!u f itdbrh.vqlejtigdtt!

o Nfougohlbu saf oypo!Sf qpsu
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because of DPS staff turnover. In all districts, DPS and M&E specialists also tried to attend the
monthly district medical officer meetings, although they rarely presented at this forum.

M ttpot!M bsof ;!N bobhjoh!u fINfoysgoh!Qgphsbn n f

N bobhf n f out ulsvdw &

Boz!ga: !pdtdorh.vq!pdu f ljouf swf oypo!x ju jolu f!hpw son foutztuf n Ix jief r vjsf Iblfwf ripd
supervisory staff and a point person to coordinate and oversee the mentoring programme. The
qspK durfbsof e!gpn U f IEQNsprhlbcpvuof f ef eltvaf swtpsz!tsvdwsf t/IU f Iprilpdu fIEQMDbt!
bo!pcK dywf ! zf utvaqpsuwf !tvaf swtpsigpsin foupst!boe!bl ol Ix ju lu fIEI PIx bt!wibrtgpdu f!
jouf saf oypoTvddf tt but dorfy

EQNw sopw ¢

The project experienced considerable staff turnover in the DPS position in all districts. Since the
project started in January 2010, most districts have had three different DPSs. This turnover creates
d bnfohf t jokef w mgjohthbef i jgboeh bobhf n f oudbgbdjizbuli f kjt igdufvf rhboeF tberjti joh!
consistent relationships with district officials. There does not appear to be an underlying reason
gsl fli jhi Ifwf ipduvsopwf sdbui f stbvbgf wzlpddodupst idpolgcvif e-jodmejoh IEQTbwoh iup lipjo!
hpwf son f oupsigpslqf st pobrisf bt pot/!

N bobhf n f oudbgbduz.cvjrajoh

Cf dbvtf b f Voboydigbu e EQIusopw sti f gspk dui be Lplef wf pg bEQIN bobhf n f ousbjojoh!
tfttjpo!wp!f otvsf U buu fzli bwf Iu f ! r vjtju Ir vbrjee!jn qspw n f ouboe!djojdorth opx rhehf boe!
n bobhf n f out! jnp!dbssz!pvuu fjssf tqpotjcjmuif t/1Of x |EQINqbsdgbif eljobl4.ebz!joevdiypo!
training and were then placed in the field to shadow another DPS for 1-2 weeks before taking on
u fjdsf tqpotjcjmf t/!

Nf oysdsf U oypo

Wsopw djo! f In f oypslgptjipo! pddvss e! s hviosm'U f lipc!dbo!cf If tqf dbnalef n boejoh! s
von bsgfe!x pn fo!)xi pli bwf !yp!dpouf oelx ju !don jrlpcK diypot*Iboe!gsin bsgf e!x pn folx ju !
zpvoh!di jrasf o/l Cf dbvtf ! f!n foupst ! bsf ! zpvoh- tpn f ! bwf ! f lqptjypo! vgpo!n bsgbhf ! ps
d jracjsi /Pol fpu f s boe-ef tgjuf i f lef n boetpdu f ¥pc!)jodmejohix pd joh23.25.i pvsiebzt !
because of the travel required), project staff indicated that few mentors had resigned for work
f btpot-pu fdu bolbld x Ix i pix f o lopuqf sgpsn joh!x f mbOf wf slu f Ifitt-lcz!Ef df n cf I3124-poral
u  f Ipdu f Ipghjobri22lovstf In f oupst I n bjof elx ju U f lqgpk du!

Vtjohlebwl!p!u f !gvmfit Ugpuf oybm

U flgspk dui be!p!bektuu f!uzqgf t!pdebb!dpnidd elwp!i pof !jo!po!l f z!ebb! gpslqgphsbn n f!
n bobhf n f ouboeljn qgpwf n f oulbjibmegsif ybn qrivu f lqspK dujouf oef elpljoqvubmiebblgpn !
dotf ti ffuboeltfrgbttfttn f ouypprivcvi jtix btlcvsef otpn f lboell f lebubix f < lopuvtf gl !
qpK duui folgadvtfelpoltf rhdif el f zljoejdbpst lboelbektf elu f ldbtf ti ff ubvejugps pldbqursf !
discrete information. With these revisions, mentors delved deeper into specific information fields
X ju jold fldbtf tti ffuUsbu fsii bolwtus wfx johli fn Igsidpn griwf of tt/U jt ix bt fjouf oef elpli f !
u f lqgpk dutztf n byjdbmmlboe!Ir vboybyw misbd 'ti psudpn joht lboeljin qspwf n f out fjo!n bobhjoh!
dpn qrabypot!boe!s ¢ ssorit! Tjn jrosmu flqspK dun bef Ihsf buf dvtf Ipdvyi§bypo!ebiblyp!tbshf u
S tpvadftip!li jhi .womn f!Q Dt/

U f IMyp=z!pdb!N buf sobrOf x cpsb-!boe!U jre¥ fbrd )N ODI “INf owpgoh!Qephsbn n fljo!Opsti f so!Lbsobibl b
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Chapter

Voices of PHC and District Staff

uf swf x tIx f f ldpoevdif elx ju ‘gpvsid Dif bn tboelpof El PjoNbz!3124joli f lgjmejtugdit!
elx ju !Q DI bn t!boelbopu f EI Pljoltdbrh.vqlejtgdu jo!Pdypcf d31241boe!BqgriB125!
Ibttftt!u fjslvoef stiboejoh!pdu f In f oypgoh!qsphsbn n flboelu fjdpx olbttfttn fou!pd
qpw n f ot itjodf W f lgsphsbn n f lef hbo/!

Qusgptf IpdNf oypgoh!Qsphsbn n f

QA DI bn t!dpow zf e! bl dpssf du voef stboejoh! pd u flqvsgptf!pdu f!n foypgoh! ggphsbn n f!
boe!bqqsf dbuf eljut !gdvt!poljn qpwoh!u f Ir vbrjuz!pdn buf sobriboelof x cpsoli fbma /1Bt IblEI P!
opu ei!Bgbsugpn !TCB!ubjojohlovaft!i bwf lop!f yqptve Iplof x ljogosn bypolboelu f In fopst!
gspwef i buIN Pt lbsf lopuberhlplgspwef i jt Ifwf ipdt vaqpsucef dovtf i f zinppl bgf sh bozlpu fd
qsphsbn n ftAl flopuf el buovsftljo!Q Dtlsosf mli bwf tpn f pof bwbjrocrhix i pldbo!n pojusi fjs!
skills and support them and felt that the mentoring programmewas filling this important gap.

Medical officers described the purpose of the mentoring programmeas improving quality and
| opx rhehf Iboeli f mjohlovstft/IU fz!brtp!bdl opx rhehf elu f Isprhin f oypst Iqrizf eljoltvqgpsijoh!
u f!Q Difbn tip!fotvsfIu fzli bwf Ibmhi flesvhtf r vign f odboeltvqquiit!sfr vjsf e/IBt!pof INP!
tubf e-il f o Ibsf Iu joht !x f !dboiudpodf ousbu !poltp!n fowpst!li fmivt!hf uu ftf lu joht!epof Al f!
x foupolwpleftdgef li px Iu fzIx f < Iti psupdvn cjpabridion gt lboe!won jo!L-iTp!n f oypsipralvt!
whfdd fn A

Vbraf IpdN f oupgoh!Qgphsbn n f

Inthe words of one medical officer,”“Mentoring has been really good for us” Another MO stated,”lam
w sz!i baqz!!x ju !n f oypgoh/IXf i bwf!
n bef !b!mupdd bohft!tjodf !n folpst!
i bwf! dpn f! boe! tjtuf &1 | opx rhehf!
i bt!jods btfe!boe!u fz!i bwf ! rhbsof e!
nps!tljoA Q D U bn t! gojtfe! u f!
n fowpgoh! gsphsbn n f! gd jods btjoh!
u f 1 opx rhehf boettl jmpdovst f t/Pof !
NPlitbjefslli bwf lopydf elu f psf ydbriboe!
qsbdydbrtjn qspwf n fou!jo!ovstf tfABo!
NP!jo!bopu fd ddme!tvn n feljuvq!
u jt!x bz;lTCf gof I x f | hpd ubjojoh!evd
jn grin f owbypo! x bt !rod joh/IU jt!jt!b!

T NTolpgohlbuf s oypolSt apsu
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good thing because it is skilled oriented and helps with implementation. It is different from other
ubjojohlqsphsbn n fthA

Ovstft!jo! qbsijdvrns! gpjouf el pvdi px !n fowpst!x f<f li frgjoh!u fn lcfIn psfItztud n byd! boe!
U pspvhi !jo!lqspwejoh!dbsf /1Bt !pof lovstf It b ei X flejeoid| opx In vdi !cf gosf Iboelopx ! f!
n foypsif nivtli px Iuplep!f bdi I joh!boe!f ygrgjot Ix i z!x fleplu ftf I joht/U f In f oupslsf n joet!
vtlbcpvul joht !x f Igpshf B! dvsgoh!n f ttbhf Igpn lovatft!x bt!u buiNfoupgoh!i bt!i f mf eljo!
cf uf slvoef stiboejohljo!blt uf gx jtf In boof dli px Iup!dpoevduef wf §f t/ll bwoh!tpn f pof !f yqrijo!
these steps is very beneficial” A nurse in another PHC similarly stated:

iXf I f<f lepjohlpvsix pd lcf gosf lcvuopx I f Ibsf lepjohljujoltif qlcztt uf qlqspdf tt-igpsif ybn qriv!
i px wplqspqf sasf g dblgbyf owli px lyplepli jtypsz!bl joh/ICf gosf Ix f lejelopul opx Ibepvd
gbsiphsbqi /X f brtplfbsof eli px tp!n bjowjolesvht ttpix f lepoiusvolpvupdtiypd tboel px ip!
| ffqldpn qrjabypoll juf

Bopu f sovtf jolbli jhi .wpmn fIQ Dif ygrbjof eljui jt x bz;¥Cf gosf I f Ix f o Ibijuurhicjudbsf mtt/U f !
rocpvsisppn I bt lopubssbohf elqspqf salboe!x f li belopusf gf ti f elpvsll opx hehf/I0px Ix f li bwf !
arranged the labour room and know what drugs to keep there.”Staff in one PHC, while appreciating

the mentor support, remarked that it was hard to always find time for the mentor, especially when

only one nurse was on duty or the OPD was busy. Nonetheless, nurses and other PHC staff praised

u flgspd ttjpobijin boeljouf suf stpobriil jatipdu f In f oupst/ANT opst lbsf Mf <zli f mgrriboe s riayf e/l
Fuf oljgx f Ibef lsvef Ipsituef ttf elcf dovtf Ix f bf levtzli f zlepoiusf bduboe lbsf b bzt buf btf i ju t!
xijdi li frt!f btf Ii f IUf otjpo/iBo!NP!tbif e-iNf oupst lbsf Mf szlhppelboe!dpopqf soywf

Tpn f!Q Dt!gymml f n csbdf el u f!bggspbdi ft!
u fIn fopsIvifelpltusf ohd foltztu n t-boe!
tf wf sbrhovstft! baqsf dbdfe! u f!dbtf!ti fful
Pof lovsf Itubife-iU f!dbtf!ti ffujt!nhf!bo!
Pc.Hzo!gdvt/IX f lepoidof f elip!dpotvrdui f!
NPldu fldotf ki ffujtiu f<f tjodf juhvjeftipo!
fwf it qlboe!f wf oltbzt u f leptbhf Ipdesvht!
wivtf AU f Idbtf lti ff Ui frgf elx ju lejbhoptjt-
& ¢ ssbrboe jojybrin bobhf n f oUEf tdgcjohjut!
benefits, a nurse stated: The NRHM case sheet

epftoiuhpjophn vd ef qu /U f ldpn qradbypo!
dbtf iti ffulosf i f mgrrh

Nurses and medical officers nevertheless pointed out the challenges in filling out the case sheet,
especially when staff were busy. In a high-volume PHC, nurses explained that it was easiest to fill
pvud f !dotf Iti ffupo!u f!n psojoh!ti jgixi folu plovatftix f  Ipolevie/IPof INP!sf dpn n f oef e!
shortening the case sheet since “the case sheet is helpful but it is tedious work for staff.”

Pof lovsf If ygrigjof eljojybrhi f tjubypo!y!n bobhf ldpn qrabypot!cvuopu elu buu f !dbtf Iti ffu
n bef ljugpttjcrilp!n bobhf Idbtft/ITi f hbwf !bo!f ybn qrilpdb!QQ !dbtf Isf df ounln bobhf e!boe!
& d ssf e/IPof lovstf Idpn n f ouf e-iFbsjf six f Igpshpuyp bt | bepvugsf tf ojoh!dpn grinjout lcvux f lep!
tp!n psf If btjralopx !x ju ! f!dbtf !ti ffuiBopu f slovatf Iti bsfeli px !ti f!sf df jwf e!bldbmiggon !bo!
Pc.Hzo!bub!sf ¢ ssori ptqjbrigshitjoh!i f igpslben jojtuf goh!n bhoftjvn tvmi b lcf gosf Isf § sgoh!
the patient. Still another nurse stated, “Now we are more confident to manage complications

U f IMypsz!pgb!N buf sobmOf x cpso-boe!Di jra¥ fbrd YNODI “Nfopgoh!Qphsbn n fljolOpsu fsolLbsobbl b
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J gspw n f out IBugcviberhlp!Nf oypgoh!Qphsbn n f
Q Dif bn tlef tdgcf eln bozljn qspwf n f outljo!u f jslpgf sbypot !boel f jsir vbijue!pddbsf !tjodf i f!
tubspdu f In foypgohlqsphsbn n f/

J gpwf eln buf sobricbsf

PHC teams said they were doing better diagnosis for mothers and newborns. One medical officer
tbje!u buovstft!x f f lopx Ix f musf qbsf elwpleplef jwf §ftIpolu fjslpx olxi f<f If bajidi f Ix pvra!
support them as needed. Nurses and medical officers indicated that they have stopped labour
bvhn f owbypo/

Jh gpw elof x cpsoldbsf
Ovstftljoejdbif elu fz!x f «f lgbzjoh!n psf Ibuf oypo!yplof x cpsoldbsf Ivoef du f In f oupstiiuvif riohf /!
iXflopx lepljn n f ejbuf lcsf btuf f ejoh-)x i jdi x f lejeoideplcf g In f oupgoh™hjw jogosn bypo-
tbrhin psf bepvdin n voj{ byjpo-hjw VIUL/MOvst f t brtpt ubuf el buki f zopx 1 of x | px Lplef uf en jof !
if a baby is preterm and how to use the referral case sheet. A medical officer noted that newborn
ftvtdbypoli belin qpwf e/

Esvht!boeltvqqrit

QA Divfbn t!tbje!u fz!x f<f!In psf!bx bsf Ipdxi buesvht!ip!tipd !boe!x ff In psf Itztu n byd!jo!
f otvgohlesvht!boeltvqqnd t!x f f Ibm bzt Ibwbjriocfv!Pof lovs f lopuf ediEsvhitvgqgraljt lhppelopx !
boe!x f !l opx !x i buesvht!ip!i bwf ljo!racpvsisppn !boeli px !yp!ben jojtuf du fn ABopu fQ DI
f bn Idon n fouf elpolu flcf uf sidppsejobipo!x ju !qi bsn bdtit !gpdesyht//Q DI bn t!briplopif e!
jn gspwi n f out ljolu f lbwbjrocjjue!pdroc IUf tut ljold f Idocpvsisppn /

Cf uf o o ssbritzt F n t

Bt !pof lovstf it ubif e-il px Ix f leplsf o ssortii bt ljn qspwf e/Xf lopx Ibttf tt!dbt f t Igpdsf d ssbriboe Idomh
the ambulance and fill the referral case sheet.”

J gpw elrbcpvslsppn t

In several of the PHCs visited, staff took pride in pointing out improvements they had made
ftqf djbmaljo!u f Ifacpvsisppn /IU f Ibcpvdsppn t!x f o Ix f mipshboj{f elboe!tvqqrit!x f « !sf bejml!
available and labeled. Staff also said they had improved infection control.

TvaqgpsugsiNf oypgoh!Qephsbn n f

Tl fi praf st!x f<f !btl feljdu fz!u pvhi du f!n foypgoh!gsphsbn n fljt!tpn fu joh!u buti pvra!
cf ldpoyjovf elpsidu f zigwpsf eln psf Ipdbiyn f .cpvoeleftjholjo!xi jdi 'u f!Q Dix pvralop!mohf o
of felu f tvqgqpsupdbin f ops'Bmhi ptf jouf swf x f el pvhi wi flqgphsbn n fx bt hppeboetlti pvra!
continue. One medical officer explained, “Monitoring is required so we don't forget to do things
boe!n fowpgoh!i fmtix ju W jtA

U f Mpszipgb!N buf sobOf x cpso-lboe!Di jrall fbrd )N ODI *INf oupgoh!Qphsbn n f ljo!Opsui f solLbsobibl b




U f Mipszipgb!N buf sobrOf x cpso-bae!Di jrall f brd HNODE *INT otpgohiCiphsbn nf!jo&Opsu,fso!Lbsobzbl W

Pof ! ovetf ! fyqrijof e! u f ! womf ! pd u f!n foypgoh! qsphsbn n f! pw & o gf ti f <l Lebjojoht;A b!
refresher training you get lots of books and one-time training, then it finishes while mentoring

jt!bldpoyovpvt!qspdf tt!boe!qspwef t! s pohpjoh!ejtdvttjpoAU flovaft!dmdu f!n f oypgoh!

qsphsbn n f Iti pvraldpoyjovf licf dovtf In foupst!dpn f Ix ju !of x ljogosn bypo!boelu fz!qspwef !

bddf tt!up!fyqf stABo!NPlopuf e-il f < ljt!tp!n vd !x pd mbe!i f<f Iu buu joht!tpn fyn ft!domh
cfi joeltpljujtthppelpli bwf U f In f oupst Ip!sf n joelvtlboelp!l f f qldpn johlpaf ofi

Nfowpgohlbuf swf oypo!Sf qpsu
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8 Dppsejobypolx ju 'Dpn n vojuz!
== | b sw oypo

Chapter

ttvft!d spvhi lcvjrejohlu f Idoqbdjuz!pdl Bt-BTl Bt-lboe!Bohbo!x bej!x pd f st )BX X t *lip!

n qpwf Icjsi lqsf gbsf eof tt!boe!n buf sobriboe!of x cpsolqsbdydf t!bui f Idpn n vojuz!mf rfh
BItf qbsbuf |qspdf tt!epdvn f odjt ! bwbjrocrhlef tdgcjoh!u jt!jouf saf oypo!boe!blcgf d pw swf x !jt!
gpwef eljolu f If ydcpylcf mpx /!

| l f ITvl ti fn blqspkK duit!dpn n vojwzljouf saf oypoljtlef tjhof elp!x pd Ipoldpn n vojuz. ifvf rh
J

U f !dpn n vojuz!jou swf ojpo!cf hbo!jo!Lpggbriboe! Cohbripuejt ugdtt ljo! Bvhvtu3123!boe!x bt!
modified and introduced in the remaining districts in January 2014. In Koppal and Bagalkot

ejtuigdut- u f! gk du joupevdf e! n f opgoh! jo! G csvbsz! 3124 n fbojoh! U bu n f oypst! boe!
community staff in those districts had a longer history of both components being in place. As of

Bqgrt8125-u f !qspk dux bt !spnoh!pvuu fldpn n vojwzljou swf oypoldpn gpof odjolu f itjy!t dorh.

vqlejtigdut/IPodf ljojybypo!pdu f !dpn n vojwz!jouf saf oypo-lu f lejtugduf bn t!cf hbo!up!rhbso!
bepvuf bdi Ipu f st fjouf swf oypot boelf yqpsf lpggpswvojyf t igpsldppsejobijpo/

T U T Mips2ipgbIN b sobrOf x cpso-boe Dl jrel fbra NODI "IN oLpgohiCephson i  jolOps fSoILbsobbIB
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Nf ouypst lboe!DDt lejtdvtt!Q Didi brhohf t

Ejt igduDppsejobypo!Fwpmypo

Cz!Bqgrt8125-u f !lqepK durhbef gi jq!x btIn psf ljouf oypobrtbcpvuqspn pyoh!dppsejobijpo!boe!
joupevdf e!b!n ff joh!qrougpsn !domhi f lejtugdudppsejobijpo!n ffyohljo!xi jdi Ifbn t!gpn 4 f!
n f oupgoh!boe!dpn n vojuz!jouf swf oypo!dpn gpof ou!n fupodf !b!n pou !jo!fbdi !ejtigdulU jt!
n ffyohljodwefeli f IEQIIN' Ftqf dibjtEDT-lejt Lgdudpn n vojwz!n f oyps!DDt boe!n f oupst/ISGE!
were not present in this forum, which was for project staff only. In some districts, facilitation of the
meeting rotated among the DPS, DCS and M&E officer. The project also tried for a short time to
bqqpjoubldf ousbrief bn In fn cf siptf swf bt blejt Lgdudppsejobijpoin bobhf S)EDN *gpsif bdi lejt Lgdu!
brd pvhi li bwoh!f jhi Ujoejwevbrhitf s)johljo!u jt!dbgbdjuz!gsf jhi uejtgdut Idsf bif e!di brfohf t fjo!
tuboebsejtjohlbqqspbd ft/

According to project staff, the district coordination meetings tended to vary from district to district.
b!Hvrabshb-u f lux p!tf bn t!n f uyphf u fdtf wolyn fticf u ffo!Tf quf n cf 93124!boe!Bqgri8125/!
These joint meetings helped build a sense of connectedness among project staff. As one mentor
opu e-iFbgji six f vtfeltplu jol W ftf lgf pqiix fof Ix ju bopu f slqgpk du\sf & s§ohip!DDxtNevuopx !
x f Isf bigf 1u bux f Ix pd yphf u f siidb!ipjoun ffyohtlgbsjdgbou!ejtavttfelqgpcrhn t!u fz!tbx !
jolu fjdQ Ditf swdf Ibsf bt/IU f z!sf wf x f eljoejdbipst !gpn !u f In f oypgohlgsphsbn !boe!r vbsif szl
dpn n vojuz.chtf elubd joh!tveaf ztIu buu f |qspk dudbsgf t!pvulEvgoh!u f In ffyoht4n foupst!
and CCs jointly prepared action plans for their PHCs and district-level staff (DCS, DPS, DCM, M&E
tgf dbtulgsf qbsf et f qbsbuf bdypolqrinot/U f zlbrtp!n bef iqrbot Iplep lpjouwitjut 'ip!A Dt/INf opst!
ejelopui bwf bozljouf sbdypolx ju I fISQtjolu f ttdorh.vqlejt ugdut/

Coordination was complex because mentors and CCs serve different areas. CCs work in only
one taluka, while many mentors work with PHCs in 3-4 different talukas (especially after the
o twvdwgoh!pdu f In f oypslbttjhon foutlcbtf elpo!@ Divwpran f*/IFbdi DD be!8.9!A Dtljolu fjdl
taluka and each mentor looked after eight PHCs. CCs had to coordinate with 2-3 different mentors
yp!dpwf slbrrki fIQ1 Dt ljo!u fjsitbml blboe!n foupstIh f x jtf lof f ef elypljouf sbdux ju In vrggrhlDDt ILp!

dovf somi 1A Dt fjolu f jsiqpsgprip/

U f Mypszipgb!N buf sobrOf x cpso-boe!Di jrall ford YNODI “INfoypgoh!Qphsbn n fljo!Opsu fsolLbsobbl b




U f Mpszipdb!N buf sobOf x cpso-boe!Di jrall fbrd YN ODE *INfowpgoh!Cephsbn n f jolOpsut f soll.bsobibl b

In Gulbarga, while CCs and mentors scheduled joint visits, they often found it difficult to actually
dpoevdu fn bt beld fzljogsn fe!fbd Ipu faxi folu fz!xf Iypln bl f Ibwtju!Bn poh!u ptf!
jou swf x f eljolrbt utjy!n pou t-n foipst!i be!dpoevd elbcpvu2.3lipjouwtjut Ix ju DDt Ipvupd35-
x i jrih!DDt sf qpsif emaln bef !14.5!pjouwtju!x ju In f oypst/lb!tpn f Idbtft-lu f Iwtju!x f f Ibduvbnm!
qroof elbt lpjoumitjut-cvujon bozlpu f slabtf t jui baqf of elczin psf lczldpjodief odf )jf /HDDt Ix f o |
wtjyoh!b!d Dibud f itbn f lyn f Ibt!i f In f oyps?

fOLPS'OhLﬁGSMouﬁstfqu,‘ B e e e E e |



Nf owsohlbu saf oypo!Sf gpsu

DDigsftfoulbttfttn f oupdQd Dtljolejt igdudppsejobypoln f f yoh

Bo!pctf sabypo!pdb!ejt igdudppsejobijpoln f f joh!zjf ref e!ln psf ljotjhi u ljoyp!u f!dppsejobijpo!
efforts. In Yadgir, the district community intervention and mentor teams sat together for a full day
to discuss issues for each PHC. Mentors were asked to think of PHC-specific issues that CCs could
i frgi ju boe DDt f f btl f elpcgohipsx bsejogpsn biyjpoli fzi bel f bsejoli f dpn n vojuzbepvu
u f1Q Dt/IDDtlgsf tf ouf elebublu f z!i be!dpnidif e!po!Q Dt !pcubjof elu spvhi lu fjslgbsydigbijpo!
jo!BSTIn f f yoht!jo!f bdi |Q DNb!tpn f ldbtf t-ljogosn bypo!pcbjof elgpn !BSTIX bt!opubddvsbuf -
which pointed out the need to better inform the community about PHC services and staff. In this
dppsejobypo!n f fjoh-In f oupst boe!DDt Ix pd f eljolhspvqt lczitbml biyp'hp!u spvhi f bdi |A Diboe!
ef wf mgb!ipjoubdipo!qrbo/IU f Itjef cbspolu flqsf wpvt!gbhf Iqspwef t!bltbn gilpdu f IMbgpvt!
d bnmhohft!f odpvod  e/!

Fybn grit!pdDppsejobypo

Pof | DDIsf ruf e!bl!t ypsz! up!jmat Lebuf !dppsejobijpo/! Evgoh!i jtIwtjuup!b!Q Diwp!buf oe!bo!BTl B!
n pou raln ff yoh-i f Ifbsof elu buu f!Q Dt lef fwf sziwpran f Ix bt Impx /BT Bt Ix f & !dpn qrijojoh!
about the PHC because staff had stopped giving drugs to speed up labour, so they were now
s d syohix pn folyp!bopu fIA Did but ynigsbdyt f e llacpvsibvhn f owbypo/U f IDDgf e lpif ygrijo!
wp!u fn Ixi zilocpvslbvhn f owbypo!x bt lopublhppelqsbdydf /!l flu f oljogosn feld f!n foupslxi p!
counseled staff nurses at that PHC to stop labour augmentation.

Bopui f sif ybn qrilpdi px I f I plasphsbn n f ldpn qpof out Igf elptvaqpsuf bdi Ipu fsix btixi fo!
mentors and CCs identified low-volume PHCs and worked together to see if they could increase
deliveries. In one PHC, the mentor identified that hardly any deliveries were coming from certain
tvedf ousf tIboeljogosn felu f!DDYIU f |DDihbsof e!gpn Iu f1SQU buBTI Btljo!u bubsf b!x f & lopu
§ g sgoh!x pn folyplu buQ Dicvud g s&f effot Uf be!lip!blof bscz!Dl DU f !IDDIn f ux ju ! f !SQboe!

U T Tipa2ipgbIN bU sobriOf X Gpsoboe!Di jrel Fbrd JNODI “INT owpson Cephebn n Fjolopsu follboblbib
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wralu fn lyp!bewtf |BTI Bt!yp!dpvotfrin pu fst!y!dpn flplu f!A Digpdef nwf §f t/IU jt!weqf !pd
jou saf oypo!brtp!i baqgf of eljolu s f!pu fQ Dt/l buf  tyohm! DDt !t ublf e!u bu ef wf §ft!i be!
jods btfeljolu flu « f!Q Dt-lbrd pvhi In f ouypst!boelgsphsbn n f In pojypgohlebiblejeloputi px !
boz!opydf berhljodsf bt f /10f wf s f fitt-u jt!qspn jtjoh!f ybn qriljmatebuf t!i px DDt Iboe!n f oupst!
x pd felphfu f dipljef oyg!bld brrohf boe !l f bdypolupez!ip!s t pmf lju!

bgbt svdw o jittvftix f f bldon n poldpodf soli bun f oupst Iboe DDt Igf e lup pjo!gosdf tiup!sf tprwf /!
For example, in Gulbarga, participants identified water as a problem in five PHCs. The mentors
boe!DDt lqsf qbsf e blipjoubdijpolqrboliplbeesf tt ! jtljttvf /U flqrols r visfelu f IDDtIp!n ffux ju !
u flqsftjef oupdu f wnibhf i f brd -tbojubijpolboelovigiypoldpn n juf f )W TOD)u f ttbn f Ibtlu f!
i fbelpdu f !Hsbn !Cbodi bzbu\HQwnibhf !dpvodimip!shitf lbx bsf of tt!pdx buf gsgperhn tlboelbt! !
the GPs to address it. Water problems were fixed in four of the PHCs.

b!bopu fsldbtf-Ib!DDIboe!n f oypsldbssf e!lpvublipjouwtjuu bujodmef eli prajoh!bltfttjpo!x ju !
BTl Bt-K Bt-boe!ovsft!iplejtdvtt!n buf sobrtboe! of x cpso!dpn qrabijpot-u f!jn gpsibodf ! pd
shitjoh!bx bsf of tt!pddpn grubypot-boe!ld f ljn gpsibodf !pdf odpvsbhjoh!x pn folyp!dpn flplu f!
aoo

M ttpot!M bsof e;!Dpn n vojwz!bu swf oypo!Mol bhf t

U f ol bhft!cf w ffolu flu plgsphsbn n f!dpn gpof out !f worwf eltpn fx i bupshbojdbnm!btIu f!
W p!tf bn t!hpup!l opx !f bdi !pu f slboe!gpvoe!x bzt Ip!x pd phf u f 1Bt f Iqspk dun pwf tljoup!
its final year, it will be important to develop clear guidance on what role mentors can play in
fyuf oejon!BNNBI!p!u f don n vojuz!fvf iboe!i px U jt!sf rouf tlyplu fldpn n vojweljouf swf oijpo/!
Nf opgibeli pdigbsjdqgbypo!jo!BTl Bln pou maln ff joht !boe!dpnibcpsbypo!x ju !DDt!i bwf Icf f ol
jou tyoh!f ybn qrft Ipdi px i jttvqqpsudpvralcf In psf jouf oypobmalgspwef efjol flgrwsf/

Sufficient time for coordination meetings

The effort to hold monthly district coordination meetings between the full mentoring team and
dpn n vojifbn th bti fjhi f of el f lof felplggpn puf ldppsejobypoboejouf hsbijpopdodywif t/!
Cotf elpolpctf sabypolpdu f ZbehjsiEjt Lgdudppsejobijpoln f f joh-n f ouypst boeldpn n vojuzisf bn t!
x pd joh!phf u fslx f < lbcrfilp!jef oyge!tztf n A D! boe!dpn n vojuez.ivf rthbqt!boe!x pd fe!
phf u fsipldpn fivgix ju lgpttjcribdypot ip'sf tpmf Li f hbat/Hjwf oli bujulppl bepvudiin jovift!
qf SIQ Dipli bwf bigymiiopvhi lejtdvttjpolipief oyglasperin tlboelejtdvttt pmypot-jux jmisf rvjsf !
bef r vibuf Ijn f Iup!dodijubif 14 jt Ifwmf ipddppsejobupo/

Xju I f!In zgbe!di brfohf t!u f IUf bn t!dodf-ljux pvralcf li f mg/rplqspwef Isf tpvsdftiu bubmpx !
EQTboe!EDTIp!ti bsf !'tusbif hjf t i buDDt Iboe!n f oypst Idbolt vhhf tuplbeesf tt!d biohf t/IU ftf!
dbed t lbrtplof f elyp!cf Ix f mjogpsn f elbecpvux i budbo!cf lepof i spvhi IKTTL!)tvd Ibtlespq.cbdi !
ubot qpsu-BSTigvoet Iboe vouf elgroet t pli f zldbolqspqptf I ftf bt pqupot p!Q Dtlbt!sf r vjsf e/!
Ti bgohltvddf ttf t lbdsptt I f lqgpk dudpvralbrtpltyn vriouf lejtugduuf bn tipldpn f ivgix ju ldsf bywf !
baqqspbd ftitvjufelpl fjsif owspon fou/
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Teams prepare action plans for joint efforts

Tugpohf duyftix ju U Pt
U Ptifqdftfodu f! fwf mio! xi jdi !u f!n fouygoh! boe!dpn n vojwe! jouf swf oyjpot! dbo! dpn f !
together to ensure integration of efforts and strengthen systems. Moreover, because PHCs report
pU Pt f U Ptitvqgpsugsii f In f oypgohlqsphsbn n f jtjn qpstbou!DDtIn f f ux ju U Pthbcpvu
community intervention efforts, but mentors did not have interaction at the THO level. In some
cases, THOs can actually be an impediment to PHC improvement, so itis important to find ways to
f ohbhf Ix ju i fn Iplcgoh!bepvubld bohf ljolbujwef /U P.iw ittvft!u budpvralcf lbeed ttf e!
through direct interaction could include staff allocation decisions, accountability, transport issues,
supplies, or other factors that affect all PHCs in a taluka. At the same time, it is critical that no
project staff be seen as blaming any staff or directly reporting performance issues to the THOs,
which would jeopardise their credibility and trust with the PHC staff.

Bdypolqrbot!i jhi nhi u
qspcrhn t-lsppu
dovtf t-'t pmypot-!

o tgpotjcjmf t-lboe!
yn f pof t
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Chapter

owgcvife! p! rvbe! jn qgspwin fod jo! u f1 A DU jt!tf dypo! tvn n bstft!u f!n psf!

r vboyjlbyw bttfttn f oupdjiouf swf oypobd jf wf n fou lcbtf elpoin pojupgohloejdops boe!

the pilot district evaluation findings. In addition, information on the cost of implementing the
jou saf opoljtlqspwef e/

l ' f lqspdf tt!epdvn f owbjpo! r vbrjubywf ml doowf zf elu buu f !n f oypgoh!jou saf oypo!i bt!

N pojuysgoh!Ebwb

Ebw!ef gwf e!u spvhi Iu fINJef w pqf elcz!u f lqpk dugpsigsphsbn n f In pojipgoh!qvsgptft!
confirmed findings from the qualitative process documentation. Highlights through March 2014
include findings about variations in delivery load and use of case sheets.

V¥sbipotljolef nwf sz!mbe

QA Dt bddpvolf elpsbspvoe31&.41& bgu f pibridbdiuz. ivmf rief wf §f t joli f lqspk duejtigdut/U f!
ovn cf dpdef jwf §f t Ibujoejwevbrt@ Dt!sbohf tIx jef mHi px fwf six ju f bd lejtigdui bwoh!b!d x !
W szli jhi .wpmn fIQ Dt)n psf I bo!51lef wf §f tlgf sih pou *boeln ptuQ Dt!sf qpsyjoh!31lpsid x f o
ef jwf §ft!qf sin pou /1Bspvoe!86& |pd bm96! ddf t!jo!u f!qspk duejtigdut!i be!mx wpmn ft-
x i jfi6& bddpvolf e!gsi31& Ipgbmief jwf §ft/U f In f ejvn .womn f!1Q Dt)x ju 132.51lef jwf gftlqf <
n pou *hf of soif e!46& Ipdbmief wf §f t/

Vtf Ipddbtf iti ffu

Bddpsejohliiplti f INJNebub-u f vtf Ipddbtf ki ffitli btlcf f ofjodsf btjoh!pwf syjn /Bt jpdN bsdi 13125
nurses had completely filled out a case sheet for 65% of all PHC arrivals. This compares to just 12%
jolkbovbsz!3124/1D6tf Iti ff uvtf Ix btli jhi ftujo!Cf niaszlboe!Hvrabshblbt Ix pvralcf If ygf duf e-itjodf |
u ftfix f<f L flgjmuejtugdutx i f<f Ui fh foypgohlgsphsbn n f§ belcf f ohpjohpoli f pohf tul f!
jodmtjpolpddpoispringpvq!Q Dt tjodf IMTF quf n cf S3124!he ipbidomfoidbt f iti  f uvyiibypolso t/lb!
u fIn fboyn f-tpn f ltdorh.vqglejtgdut !jh f IJebsiboe!Gloqvsiti px f eldpotjef sberhilin qspwin fod
in use of cases sheets. The proportion of normal case sheets filled as a percent of total arrivals
sbohf elgpn 162& ljo!Cohbripup!: 3& jo!Gebslbt Ipd\ bsdi 13125/

U f Mtf Ipgdpn grabypoldbtf ti ffut I bt lopubt lqsf worhoulef bmmboz!x pn bolpsiof x cpsolsf  sf e!
from a PHC should have a completed complication case sheet that identifies the nature of the
dpn qrabypolboe!sf dpset Wibriiogosn byjpolgsiui f Isf ¢ ssbriddinuz/U f lqspgpsijpolpddpn qrjabypo!
case sheets filled out as a proportion of total referrals reported (derived from the referral and
gbswgypolf hjtu st*x bt 53& joNbsd 3125 f nief mpx L f ¥ yqf duf elgspgpsypo-cvuopof u f htt!
& q tf ojohbtmx boeltf bezjods btf 'gpn U f 6& lepdvn f ouf ejokbovbsz!3124/U f gpqpsijpo!
of complication case sheets filled out as a subset of total referrals ranged from 19% in Bagalkot to
78& ljo!Jebsjo!Nbsdi 13125/

o Nf oupgohlbif swf oljpo!Sfqpsu
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U flovn cf sipdef rjwf §f t bt Iblgf sdf oupdupbriipsswbrtijo!ac pvslbwf sbhf e!97& Ibdspt t lbmiejt ugdut -
tvhhftyoh!u bu25&!pdx pn fo!xi p!bsgwf e!buu f!QA Dijo!mcpvelx f f | g ssf e!po!gscfjoh!
diagnosed with any complication. It is possible that some PHC staff referred women who could
qsftvn berlcf li boerhelbuu f!Q DN'Bopui f slsf btpo!n jhi ucf Icf dbvif itpn f Ix pn folxi pldpn f!
p!QA Dt!i be!blgs .fyjtyoh!dpoejipolu bus rvjselu fn Ipltfflli jhi fswf ridbsf -jodmejoh!b!
qsf wpvt IDbf tbsf boltf dijpo-iux jot-i zqf suf otjpo-lejbef uf t-Ipsitpn f Ipu f sigtl idodupshi bun bzl bwf !
cffolef U df elevgoh!'BODYX pn folx ju I ftf Idpoejypot!n bzli bwf ldpn f Iiplu f QA Digodlef wf sz!
and been told by staff to go on to a FRU.

Pw om®9& Ipdx pn folx i plbsgwf eljo!icpvslef nwf s elbuu f!Q Dt/'Jebslboe!Hvrabshblejt Lgdt !
ggpsfeld fli jhi ftugspqpsyjpo!pdx pn folxi plbsgwf eljolacpvslbui f!Q Diboeltvetfr vf ounl
ef jwf el f</IU f lqgpgpsjpo!x bt Impx f tujo!Cohbrhpuboe!Sbjd vs1BISbjd vsin f owpsif yqrjof e!
U buwx p!Q Dt!x f<f Irvjd Ip!s g six pn folxi pln jhi Ui bwf Ipu f sx jtf lef pwf o elbdd f1Q DITi !
bugcvif el jtlp!blovstf bupof A Dixi pli belblcbelpvidpn f i buvqtf ud f Idon n vojuz-ix ju I f!
ftvrdu buovstftiu f < IUf oef elp!s g sldbtftljdu f INPIx btlopuqsf tf ou

Qpgpsipo!pdX pn f o!Bsgwoh!jo!NbepvsXi p!
Ef pwf sf elbud D

Bqgn3124.Nbsdi 13125

Lpibm 98/
o717
Shidi vs 96/65
9812
Hvrabshb -2p
996
Qebs 23
98/9
Cohbripu 95/6
1 31 51 71 91 211

Of the total arrivals in labour, the maternal complications identified increased by one percentage
qpjougpn 123& Iyp'bspvoel24& levgoh!3124/

Bddpsejoh! wp! U f! n pojypgoh! ebb u f!n ptu gf r vf oun! pddvsgoh! dpn grjabypot! f ruf e! ip!
qsprpohf e! cpvs! CBPN- pd QI Oy f dron qtjb/ X jrl i ftf Ix f<f lbn poh!u f!n ptudpn n po!
maternal complications, it was somewhat surprising that there was less identification of PPH. This
dpvralcf Iqbsjbma!f yqrigjof e!lcz!qspwef stlopx !spvijof mlqsbdydoh!BNUMM!IU f In ptudpn n poml!
o gpsif elof x cpso!dpn grubijpot Ix f < Ibtqi zyjblboe!mx !cjsu !x f jhi ubdsptt by spK duejt ugdut !
)ebibloputi px o*
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N buf sobridpn grjabypot!n bobhf elboe!s g ssf e;!Cf nhsz!
boe!Hvrabshb!)O>6: : 5P dypcf L24!yp!N bsd 25*

Qpmohfel
pctuvdfell
racpvd

32&
Nbngs tf owijpo!
7& BQ !
Op!opf Wbrth 4&
npwnfod
bd dijpol1&

4& i lbobfn jb!
8&

The monitoring data also indicate that staff were learning how to properly diagnose complications
boe!x f  Iftt Inh f mlup!sf o levgoh!jojibribttf ttn f ou!Gpn !Bqgri8124!p!Tf quf n cf s131244978& !
pgds d sshrtipddvssf elevgohlu f fjojybribttfttn f ouqf gpe/!U jtlgspqpsipoli belespqqf elp!79& fjo!
u ftvetfrvfodtjy.n pou Igf gpe/iU f lebblbuf tuwpblef djof ljolhbif isf & ssortvljf lovstf titjn qml
& ¢ syoh!qbijf out!bt!tppo!bt!u fz!bsgwf !x ju pvubttfttn f oul ejbhoptjt!psin bobhfn foullU f!
jn gspwf n f oux bt it f f o!bdsptt by spK duejt Lgdut/

Tibhf lbux i jdi !sf ff ssbriix f &f In bef ;!& lejt igcvypo!!
)Bqgri8124.Tf quf n cf §3124*

Yadgir |
Raichur |
Koppal
Gulbarga
Bijapur |
Bidar
Bellary
Bagalkot

Total

m Referral at initital assessment M Referral in labour # Referral post-delivery
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Tibhf lbux i jdi Isf o ssbriix f & In bef ;!& lejt igcviypo!
)Pdwpcf §3124.N bsdi 13125*

Yadgir
Raichur
Koppal
Gulbarga
Bijapur |
Bidar |
Bellary
Bagalkot
Total

0.0 100 200 300 400 500 600 700 800 90.0 1000

B Referral in initial asssessment | Referral in labour | Referral post delivery

U flovn cf spgtymiejsii t!sf qpsif elx bt!: /Bqf s2-111!cjsu t/10f x cpsolefbu lebubljt Irhtt Isf pibcrhlbt !
qspwef s x jripn f yn f t ldrottjgzlof x cpsolef bui t lbt ttymiejsu t/

Ovn cf pgt ynicjsi tlboelof x cpsolef bu tlgf $2111!
ef iwf §f tbuu f!Q Dljodmef tlqptusf o ssortef bui t*!3124

b
Lpggbm
Cohbrpu
Jehjs
Sojdi vs
Qebs
Gkoqvs
Hvrabshb
Cf ninsz

111 3M1 511 7M1 M1 21|/1 1 2311 25/11

M Ofxcpolefbut M Tynizjsu t
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QmuEjt gduFoerjof IFabmbypo

Tviti fn blvoef sippl !blcbtf jof |boe!f oefof |f wombijpo!pdu f In f oypgoh!qsphsbn n f!boe!ju!
jn gbdu po!l opx rhehf 1t jmii boe! ddme! S bejof tt!p!gspwef In buf sobrtboe!of x cpso!tf swdf t/!
QA Dt!jo!Cf niosz!boe!Hvrabshb!x f o Isboepn mlbttjhof e!wp!f ju f sljouf suf oypo!psidpospringpvqt/!
U f twezljowprwf e!ddifuz!bvejutlgspwef sjouf swf x tlboeljouf swf x t!x ju lgptugbswn x pn f oljo!
u fIn pou !bgf slef jwf sz!jo!3123!boebhbjoljo!3124/1Goejoht Isf riouf e!lp!di bohftljo!Q Ditf swdf t-
provider knowledge, and practices (as verified by clients) over a period of one year are highlighted
cf mx /1Blgv i wombyjpo!sf qpsujt lowbjriac it f qbsbuf !

Staff Nurse knowledge of AMTSL

Lopx !bmi
dpn gpopou6
93
I | [ | [ |
1 31 51 71 91 211
B Doouspritht f fjof 1)3123* B DooupriFoerjof )3124*

B by sif oypolFoerjof )3124* I buf saf oljpolCotf fjof 1)3123*

b!f o tlpdl opx rhehf Ipgn bobhf n f oupgdiacpvsiboelef fwf sz f f Ix f f jn qspwi n f out ljolcpu !
jouf saf oljpo! boe! dpouspritjuf t! pwf slui f ! pof .zf bl qf gpe/IU fof Ix f<f Ijn qspwf n fout ! pwf sbrrfjo!
| opx rhehf Ipdi px !ipljef oyg!qsf n buvgue-BN UM dribn qtjb-itf gtjtJQQ -pctusvdif ellbcpvsiboe!
of Wrtejt Lef tt Iboeljo!l opx rhehf pdi px !p!n bobhf lof pobibrisf tvtdiuypo/!l px f wf sipo!bm ptu
every indicator, the intervention sites performed statistically significantly better than the control
tjufthtffld bsubcpw */!

Furthermore, intervention site staff not only performed better in terms of identification of
complications but knew significantly more about how to manage those complications.

" Nfoupgohlbuf sKf oupo!Sfqpsu
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Bwbjrbcjme!pdriac pvslsppn lesvht

Besf obrjof

Pyzwpdio
B Dpouprthtf fof )3123*
Bl Dpoupriroerof )3124*
Od ejajof B b sif oujpo!Chtf fjof )3123*
B Dpouprifoerjof 1)3124*

Nbhof tjvn !
tvrgi bdf

1 51 211

bt o tipdgptuef fwf szljttvft!tvd !bt!qpwtjpolpdjogs bipo!p!n pu fst!bcpvun pu f dboe!
cbczlebohf slitjhot-sf qpsut !pdx i buwbddiof t!ti pvralcf Ihjwf olcf godf lejtdi behf-!dpse!dbsf Iboe!
jn gpstboujogsn bypo!gsidii ot ltvd bt lesf btug f ejohlbewdf u f < Ix f f ljn qspw n f out Ipwf sorrh
but little actual difference between intervention and control sites, especially when the practices

reported by staff were compared with postpartum client interviews. It is difficult to explain why

U jtIn jhi Ui bwf pddvss e-lcvujun bzlcf !u bud fIn foypst!i belopdi be!f opvhi Iyn f Ip!gdvt Ipo!
tvd littvftljolu f !iti psuyn f lowbjrocrfy

Consistent with the perceptions of mentors and PHC staff, PHCs were much better equipped in
31244 bo!jo!3123/Bhbjo-u f & Ix f f ljn qpwf n f out !pwf sbjolcpu lueqf tlpdtju tlqspcbermlevf !
to the increasing strength of the NRHM programme and the district health department offices.
Laboratories improved overall, but staff in intervention sites were more capable of managing
fybn tighf ttzqi ji-l Nboelqspuf jovgbiuf tyohljo!3124/IMbepvsisppn tlbriplbqqf bsf elplef lef uf o
frvjqqf e!jo!3124<4pdf W sz!qjf df Ipdf r vign fowlu f ljouf saf oypoltju t!pviejelu f!dpoigpritjuf t-!
and in many cases the differences were highly statistically significant. The biggest differences
x f o Ipctf sif elx ju !sf tqf duplesvh!bwbjriacjjuzdi f < Jjouf swf oypoltjuf t!x f o Igoslef uf sif r vjqqgf e!
to manage all emergencies than were control sites in 2013 (see figure on previous page). The
team self-assessment approach of involving all PHC staff in problem solving and action planning
appears to have led to an ability to find solutions to longstanding drug shortage issues.

Cf zpoelin qspw n fout ljolu f Ifacpvsigppn - f If oerjof lebwblt vhhf tuu bun f oypgohix bt lopubcrh!
to affect more systemic problems such as staff shortages, the physical state of the PHCs, or services
tvdi !bt!gppe-x bif sboe!nof ot Igpsiqpt ugbsvn !x pn fo/lU f Igptugbswn Ix pn f oljouf swf x feljo!
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2013 appeared overall much less satisfied with these comfort issues than those interviewed in
3123/'U jt!n bz!i bwf ljn gbdif e!hohu !pdgptugbsvn !tibz-x i jdi bduwbmald mjo!3124-brd pvhi !
lower staffing levels in 2013 might also have played a part. The number of medical officers in the
twez!Q Dt!d magon 12141j0!131231p!: 6ljo!3124!boelcz!u f 0!28!pd219!A Dt!i beloplepdypsibubmb
vqlgpn 122j0!3123/U f o Ix bt lbritpblsf evdijpoljolu flovn cf spgt| jnelovstf tix pd johljol f 219!
ddmif t-'gpn 432!p'418/!!

Furthermore, government financial incentives appeared to be less available everywhere in 2013,
x i jrilbeli pdigbzn f ou !plovaft!bqqf bsfe!wp!li bwf ljods btf e-f tqf djbmn!jo!jou swf oypo!tjuf t/!
BT Bt f swdf t briplbaqf bsf elypli bwf lcf f olsf evdf eljo!3124/U f tf bsf IS tvnd lpwf vt u23!n pod t-
i px f wf slboe!u f lqpK duf yqf dif eldpoyovf eln f oypgohljolu f !tf dpoe!zf bslboe!u f Ibeejiypo!pd
u f vl ti fn bldon n vojuzljouf swf oypoljol f lgjmuejtigdu wpli f mg!sf tpmf ttpn f lpdu ftf jttvft/

Dpt UBobratjtpdN f oypgoh!Qsphsbn n f

Bt Ibigbsupdu f if wombijpo-i f Idptut lpdef wf mgjoh'boeljn grfin f oyohlu f In f oypgohlqsphsbn n f!
x f< bobrtfe/l U f! dptyoh! n fu pepmphz! dpotjef  e! tbsuvq! boe! boovbridptut ! jowprwf e! jo!
jn grfn f oyoh!u f lgsphsbn n f ljolu f If jhi Uejtigdut/IBaqf oejy!Blqsf tf out lef wjripdu f !dptijoh!
bobrztjt/

U f Lpubript ut sk f I f opgohigsphsbn n f i f f ldouf hpg{f ejopt tbsuvqboeboovbrisf dvsjoh*
dptut/!U f!tubsuvq! dptut!jodmef e! dptut! jodvssf e! gosl dbqjubrtf yqf oejusf t! boe! gosl dpoevdyoh!
induction training for mentors and district staff. These formed 12% of the total intervention
costs (31,18,000 INR or 53,759 USD). The annual costs included the staff salaries and travel,
dpn n vojdbypo'boelqgoyoh-boelf wf out ftvd Ibt!sf gf ti f sluebjojoht-Idijojdbrigptyoht boe!sf wf x !
n ffyoht/U ftf lboovbrigptit Ibn pvouf elp!34: -96-6641008!)524-653VTE/IU f Ipbritbsuvq!boe!
boovbriapt updui f jouf swf olpolx ju bolbeef e 6& dpoijohf odz!x bt 13-82-14-66400S))578412NVTE"
gsibndf jhi Uejtigdut/!U jt!uebot iouf t1yp!4-498- 431J08!1)69-624! VTE* gf dejt Lgduboe!622-497!J0S!
)9-928NVTE*gf sln f oypslgf sizf by

Tvn n bsz

Xi jrfill opx hehf lpgdriacpvsiboelef pwf szlboelt vaqrit lpdesvht Iboelf r vign f oujn qspwf e!pwf sbirh
jolcpu fjouf swf ojpo!boe ldpouspritjuf t-Iu f o i f f ldrhbslbewbolbhf t Ipctf suf eljoljouf swf oypoltjuf t!
where mentoring had taken place. Fewer differences could be seen with respect to postpartum
boelof x cpsoldbsf IpsIBTI Bltf swdf t ljolu fidon n vojuz/!

These results must be interpreted within the context PHC staff’s poor baseline knowledge, the fairly
csf gdpobduyn f I ju n f oupst Ipwf ski f izfbsboeli f jougpevdijpolpdo.ef qu lof x idpodf qut tvdi !
bt!tf mgbttfttn f owlf bn .cvjrejoh-lboe!qgpcrhn .tpmjoh/blu jt!dpod yuwlu f lqspK duit If wombijpo!
joejdbuf tIu buu f!qspk dubdi jf wfn f out!bsf Ix psii z!pdsf qrjabypo/!U f lebiblef n potsbuf Iu bu
PHC staff can improve their knowledge to a certain level through training, and that PHCs can
cfdpn f lcf uf gf r viqqf eld spvhi lboljn gpwf e!mhijtydt itzt n /U f lebblbriplef n pot usbuf Iu bu
mentoring takes this knowledge to a different level, making staff feel supported and motivated
!l f bdyjpo!p!s tpmf Imoht boejoh!esvh!boe!f r vign foutvqqmljttvf t!boe!mptu goh!n psf!
competence and confidence to handle maternal and newborn care.

" NfolpgohLbif sif oypolSfqpsu
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10 Tvn n bszlpdNf oygoh!Qgphsbn n f!
e Bdi jf W N f ou Iboe!Di biohf t

N f oypgoh!Qsphsbon n fIBdi jfwin f ou

U f Ir vbrinbywf !boe!r vboywbyw !jogosn bypo!x bt !dpotjtuf odjo!tvhhftyoh!u buu f!n f opgoh!
qsphsbn n f § btlcf f ot vddf ttg/rfoin qgpwohn bozbt gf dut pddrjojdbridbsf boel f mjoh!d Dtiplcf!
cfuf sfrvjgqfeboeltvqqnieiplqpwef NOD tf swdf t/IN bipsidijojdorigi ztjdorvoen bobhf n fou
jn qpw n f o Ibsf ftvn n bg{f elcf mpx/

N bobhf n f ou
[ESET O

Djojdbriin qspwfn foud A ztjdoriin gspwf n f out

M ttpot!M bsof ;INf oupgoh!Qphsbn n f
Xi jrilfttpot Irhbsof elbsf lovn f spvt boelepdvn f ouf elu spvhi pvuu f Isf gpsuin bipsirhbsojoht lbsf |
& doqqfelcfmpx/

U fleftun fouypst 'don cjof tuspohdjojdorboeldon n vojdoypot! jri'lU f lqspK durhbsof el bux i jrhl
dojdortt| jmidbo!cf Itbvhi wdpn n vojdbypo!t! jniibsf li bsef slupljot yrdbijt-Iu f <f gosf -ldgydbriv bu
u fli jgoh!qspdf tt!gdvt!po!s dsvjiyoh!dboejebif t!x i plbsf Ipvihpjoh!boe!f olpz!jouf sbdijoh!x ju !
qf pgrilboeltvagpsijoh!u fn plgf sgpsn /

Blgpdvtf eltsbjojohlqsphsbn n f ldpn cjofelxju Ibitugpohltztu n Igslpohpjoh!iebjojohlboelt vagpsu
can prepare a capable and effective mentoring workforce. U f16.x f f | lsbjojoh!qsphsbn n f Ix bt!
sufficient to impart the basic skills required to be a mentor, but the mentors also needed continual
po.u f lpcltvagpsuboe!s jogsdf n fouu spvhi !dijojdbrigsbdydf boe!sf gf ti f slusbjojoht !yp!grnml!
efw mpqlu fjsit! jmi

Trrgbttfttn fou qspdfttft! boe! uf bn .cbtfe! bdypo! qrhoojoh! bsf ! sfr vjsf el p! bd jfw ! r vbrje!
jn qspw n foull f!Q Dt))f tqf dibnmlu ptfx ju tvqgpsywf INPtljo!d bshf *if n csbdf el f Idpodf qu
pdr vbinz!jn qpwf n f ouboe!px of elu fjdspriljo!x pd joh!bt!b!uf bn !yp!gqspbdyw maljef oygz!boe!
resolve problems. The teamwork process enabled PHC staff to see how everyone contributes to
quality and how staff are dependent on each other. These achievements (noted in preceding
tf dypot*x pvralopui bwf Icf f o!bt!qspopvodf eljdu f !jou suf oypoli be!gdvtf e!poralpo!dijojdorh
n f opgoh'boeli belopujodmef ellf bn .cbtf elr vbrjuzlin qspwf n f ouqspdf ttft/

U FTip<IpgbINBUF sobrOf X Speo-1boeID) jrel Fbrd JNODI “INT op§oh iCGephebn i fjolOpsu feollbsobli b




U f Mpszipgb!N buf sobmOFf x cpso-boe!Di jrall f brd YN ODE “INf opgoh!Cephsbi i f jo!Opsi f soltbsobibl b

U fldotf ti ffuitbl fggvripprievusfr visftyn f boeltvagpsupjouf hsbuf joupt tboebselpgf sbijoh!
qspdf evsf t/INf opstibejme!iplin qpw lova fititl jniix pvralcf Ifitt Ix ju pvuu f !dbtf Iti ffulxi jdi !
qpwef t!blsf dpse!pddbsf lp!xi jdi Icpu !n foyst!boelovstft!dbo!s o gl ibrip!qspweft!blgdi !
tpvsdf Ipgebiblp!n pojupsll f zIef oettvdi 'btIn bobhf n f oupddpn qrjabypot-sf § ssrtiboe lqbyf ou
outcomes. Many staff nurses found the case sheet to be a useful job aid, but because it represented
blof x lqspdf evs Iboeljojybmalbqqf bsf elplcf ldpn grfylboelyn f .dpotvn joh-jucf dbn f lbqqbsf ou
u budpotjtf ouboe!dpoiovbritvaqpsux f I r visf elip!f odpvsbhf ljut Ivif A fIdbtfIti ffujt!
bepquf elczlu f IHpw son f oupgdLbsobubl bipsipu f st Igpsivt f but dorfvjux jmief jn qpstbouplcvjraljo!
support structures to help providers use it as intended. It will not be sufficient to simply distribute
u fldbtf lti f f uboelf yqf dugspwef st lpivtf fjux ju pvubef r vbuf lubjojohlboelt vaqpsu

Ebwb! vtf!dbo! egw | qsphsbn n f!jn qspwin fou ! po! n boz! i rtY! U f ! n f oypgoh! gsphsbn n f!
hf of sif elebub!u budbo!cf Ibobratf e!uplejtdf so!rnshf sliuef oet Ipdjou  tup!qsphsbn n f Iqrinoof st !
and policy-makers. Issues that are common to many PHCs can be identified and strategies tailored
wp!sf tgpoelplu ftf lof f et/IGsif ybn griviczibobratjohlef rjwf szwpmn f Ipwf slyn f-Iu f lqspK dux bt!
berhlp ! tusvdw s In f owpsitvagpsuip!gdvt In psf Ibuf oypo!poli jhi .wpmn f!Q Dt/!ICz!uebd joh!
complication case sheets, information on the incidence of different complications and how they
x f  Icfjoh!n bobhf e!i f mf e!lgjogpjoux i f<f lgvsii fdjn qpwin fou !Ix ff I rvisfe/IBuu f!QA DI
rivf in f oupst Idbo!bttf tt!u f Iqf span bodf Ipdu fjslA Dt!poll f zljoejdoypst Ipwf slyn f lboelejsf du
their efforts where the need for improvements is greatest.

Q Dirhbefsti jg! jt! b! dgydbrhdodips! jo! jn gspwoh! r vbrjne/! Nf oypst! opufe! u bu u f! hsfbuf tu
improvements tended to occur in facilities that had strongly dedicated medical officers who were
tvqgpsyw !pgr vbrjuz!in qspwf n foull f Ibcjjuz!pdu f In f oypgohlgsphsbn n f ipljn qspwf Ir vbrjue!
of care at PHCs where the medical officer is indifferent to improving quality is severely limited. The
betf odf IpdN Pt fjoln boz!ddjjf t lboelgbsutjn f In bobhf n f oucz!qbsjbmalef qvif eINPtljolpu fd
Q Dtljtbtf gpvtlittvf i buof f et plcf beedf ttfelgpsi f lqgphsbn n f Iplbd jf wf jjut lgvmiypuf oybrfh

| jhi .wpmn f!Q Dt!sfrvjsfiu fIn ptutvgqpsu!U f !gf r vf odz!boe!jouf otjue!pd!jouf sbdypo!x ju !
n foyst!tffn tiyp!dpogev lp!jn qspwf e!l opx hehf Iboe!tl jni!U jt!qspn quf elu f !qspK duip!
jods btf U flevsbypo!pdu f!n fowpsiwtjupw syn f Iboe!p!qspwef Ibeejypobritvggpsuip!li jhi .
volume PHCs to allow sufficient interactions with PHC staff to take place. In PHCs with low to
n pef souf Iwpman ft1)21.31!ef jwf §f t!qf in pou *!bltjohrfln f ouyps x bt ! hf of sommlberhlyp!x pd !
dptf mlx ju lovatftljolu f!4.ebziwtju

U fIEl Pt lsprhljt Wjubriopldowbrat f In f oypgohlgsphsbn n f fjn gbdu'U f IEI Pljt jolblvojr vf lgptjipo!
wp!bttf tt!boe!bdupo!d f!In bozljttvft!u bun f oypst!cgoh!gsx bse!bcpvudd Digf spsn bodf Iboe!
d brohft/U pvhi W f lejtigdusf wf x In ffyoht-El Pt Ihbsof elpdgspcrin tlboellgf eliplbeesf tt!
them. For example, in Bellary after the DPS and mentors repeatedly raised the issue of staffing
shortages at high-volume PHCs, the DHO instituted a staff allocation system that deployed nurses
gpn !mx .vwpmn f 1A DtIwplevtjfsA D px fw s!xi jrld fIEI Pt!tffn felyp!bggsf dbu ! f!
n fowpst Iboeld f!A Dijn gspw n f out lcgpvhi ubcpvuczin f owps-u f zlejelopuzf ubqqf bsipwf x !
u fIn foupst bt lgbsupdu fjstztu n lopsix f < I f zId jol johljo!f en tlpdi px Iu fIn foupstIn jhi U
gpwef In ps itztd n byditvqqpsulPof lejtigdu!gsif ybn qrfHf obdu elblof x ljod dypo!qsf wf oyjpo!
gsphsbn n flvtjoh!jn vielejtjod dypo-cvuu fn f oypst ! pora! hbsof e!pd u jt!xi folu fz!wtjif e!
the PHCs. In an ideal scenario, district authorities could enlist mentors to support PHC staff in

- Nf olpgohlbuf swf oyjpo!Sf qpsu
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jn grfin f oyohlof x lqpraif titvd btld jt'pof /INfoupst-pp-idon n fouf eld buEl Ptix f < Ix jnjohip!
give feedback on specific PHCs but had not come to appreciate mentors as part of the support
tztf n lopslsf dphojtf el fjslgpuf oybriopltvggpsuejtigadit ljoljn griin f oyohlqsphsbn n ft/

bufhsbypo! xju! hpwsonfou s gpsjoh!
@ thoeltztud n thtlof fefelplevjraltvqgpsu
sl of x | fgpsyjoh! gosn but/! The field visits
found that PHC staff face considerable
§ gpsyoh! cvsefot/! Grai fs! dpogrtjpo! jt!
joupevdfe!xi foln vmqrhlgsn t!bsf ljolvtf/
Gl fybn qri n fowpst! fygrigjofe! i px!u f!
government partograph is different from
the Sukshema partograph in how it is filled
pvul Xi folu f!l gk dd jt! joupevdoh! of x !
wpprt¥jjt !f tqf djbmaljn gpstbouwp!n bl f ltvsf !
thatthese efforts are well coordinated with
u flejtigdt! px o! f gpsjoh! qepdf ttft/ U f!
El Ploffet!yp!dpn n vojdouf I yp!Q Difbn t!
ubdif!tvggpat! u f!jouspevdypo! pd boz!
of x| s b/l Pu fsxjtf! u f! gk du gtl t!
increasing the onus on nurses to fill out
b n vrggrh! gosn t! )hpwf son fou boe! qsp dut!
pslhf of sbjoh!dpogrtjpo!bn poh!Q Dif bn t!
| bepvuxi jdi I tipvtf At lortplin qpstbod
to be specific with nurses and MOs about
o x i zlu flof x yppriibsf Icf johljougpevdf e/!Gpdl
blevtzIQ Di-i jhi lqbyf oumbet!dpn qf of Ips! IRRARULEIEILIEHTSCARNRLE ST RN ES
ovstfitiyn f !LpJ!bLquOS!Lp!qrst LobLgrfmqu fgstD @sn bux bt!spmfe! pvujo!dpotvrbypot!x ju !

state and district officials, with appropriate permissions and circulars. In the pilot districts case
ti ffut!x f<f lbrtplgosn bmmljougpevdf elu spvhi U flovst f Iboe!N P lusbjojoh!bt Ix f millb!u f it dorfilvg!
ejtugdu u jt Ifwvf dpdjouspevdypolejelopui baqf olx i jdi In bzli bwf ldovtf eltpn f ldpogrtjpolbn poh!
staff about formats to use. While Sukshema project did little in the way of automating any of the
ppripsjoupevdioh!n pejilbgqgrabypot- jtljt lbrtp!tpn f u joh!u budpvralcf !dpotjef « eljolu f!
gws Ipln jojn jtf I gpsijohlcvsef ot lboeln byjn jtf I f lbejiuz!yp!dpniduboe lbobmt f lebub/

Fyd oejoh!n foupgoh!ip!H Bt!dpvralsf jogsdf ol bhft!yp!don n vojuz.cbtfeltfswdft/!H Bt! ol !
ddimif t!boe!dpn n vojif tevf I p! fjs sprfljo! gpwejoh! BODIt f swdf t4tvqqpsioh! BTl Bt!boe!
gbsjdigbyoh!jo!dpn n vojwz.imf rhi fbrd !dpn n jufft/INfoupst ! dpvral f yuf oeltvqqpsu p!u fif!
x pd fstlevgoh!u fjsiQ Dwtjut Iupljodsf bt f ki f jsidijojdbriboeldpvot f gohltl jrinp ft vagpsubolf oblbrh
boe!qpt wbwbrigbsf Iboe!cjsu 'qioojoh/

Nfoupgoh!gsphsbn n ft!i bwf ! bln psf ! ijm juf e! dbgbdjuz! p! beesf tt!di brfohft!tu n n joh! gpn !
tztu n .fwf riboe!dpn n vojuz.ivf ridbvtfiAdtvft!iu buu f In f oypgoh!qsphsbn n fli bt!opucf fo!
berhlp!grmalbeesdf ttljodmef ljn ggpwoh!ohu !pdaptugbswn !tbz-If odpvsbhjoh!f bajf slbsgwbry
strengthening PHC leadership, addressing staff shortages and improving the quality of services

U f Mypszpgb!N buf sobriOf x cpso-boe!Di jrelt fbora HNODI “INfoupgoh!Qephsbn n fljolOpsu fsolLbsobibl b




U f Mpszipdb!N buf sobrOf x cpso-boe!Di jrell f brd YNODE *Nf otpgoh!Qephsbn n f jolOpsti f solLbsobibi b

bUGBVt/INf owpstli bwf Ijm juf elbejjuz!plejsf dumlbdupolu ftf ljttvf tlcvudbo!bewpdou Ix ju lEI Pt!
boe!dppsejobuf Ix ju ! f !don n vojwzljouf saf oypo!iplcgoh!buf oypolplu ftf ljittvft!dd baohf t/!

Tzt f n .riwf sf don n f oebypot
System-level recommendations focus on improving staffing and the quality of services available

busf & sorighdiuif t/

Match staffing levels to service utilization.\U f lcrbol f Ugprjuiz!pdu < f lovstftIgdf wf sz!35(!Q DI
results in staff in PHCs with high patient loads being overstretched and often unable to give
sufficient time and attention to women in labour or during the postnatal period. Strategies to
address this could include increasing staff at busy PHCs and having two nurses on duty at a time.
Bopu fslpqupoldpvralcf ibtl ti jgjohipli bwf In psf K Btljold f!Q Dlevgohlcvtziyn ft/Appriitvdi !
as the World Health Organization’s (WHO's)Workload Indicators of Staffing Needs (WISN) might
help identify staffing requirements aligned to patient load.

hgpwf! dbgbduz! pd GBVt! ! i boerfil T

don qritbypot! boe! sdsbry! Xijhl Q D FEs
ovetft!Sqpsfelu buu fzli beljn gpwielu f! |
n bobhf n f oupds o ssoribuui f!Q Dirfwmf riui f!
r vbrjuz! pd dosf | bu GBVt! jt! pgf o! jobef r vbuf /!
Xju pvd jngpwinfou! bd u f! GBV! fwf rh
u f! bcjme! yp! ef dsf btf ! n buf sobrhboe! jogoou
n psibruz!x jmicf Ijm juf e/U jt ix bt lbriplbaqbsf ou
gpn !u flqpK dut!f ygf §f odf !jo!x pd joh!x ju !
 d ssbrhi ptqjbriigosin f oupst Tl dijojdbrigptyoht/!
U f!n f oypgoh!qsphsbn n f !dpvralcf |bebqif e!
bt bin pef Agpsjn qspwoh'r vbijuzpgdbs jo!GBVt/

Fodpvsbhf 159.i pvsigptgbswn tibzt buQ D 'gashqufs!qptwbtbrtbsflu jti josf r VJs‘ gspwejoh!
tf dvguz-ix buf slgope-pjrit lboelpu f slbn fojuf t-Ix i jrhldpowodioh!n pu f st!boeldn jraln fn cf ¢!
of the importance of 48-hour monitoring and ensuring that staff provide this level of monitoring.
This will also require staff to provide good patient-centred care during the 48-hour stay so that
patients perceive the benefit of remaining in the facility. It is ironic that women manage to stay in
the facility for five days for a tubectomy but do not remain for 48 hours after delivery.

Tpn f ! cbsgf ! p!jn qgpwf e! n buf sobriboe! of x cpso! pvudpn ft! ef §wf ! gpn ! tpdbriopsn t! boe!
qsbdijdf t! jo! don n vojuft/! Dpn n vojwz.ifwf rhf ohbhf n fod x jarhcf! S rvjsfe! p! cgoh! bepvd
behaviour changes to benefit mothers and children. Areas to focus on through community-level
jouf suf ojpot!jodmef |f jogpsdioh!jol bhft!x ju !dpn n vojue.cbtf e!qpwef s-lqpn pyoh!fbsjid
bsgwbripdQ Dt Iboe!f ttf oybriof x cpsoldosf boelbeed ttjoh!hf oef sicjbtft/
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Fotvsf ! tugpoh! ol bhft! x ju !
dpn n vojuz.chtfe! qspwefst/! |
Paf o! jd x pn fo! tibz! g 59!

i pvat! boe! df stbjornl jd u fz!
leave prior to that, effective |
don nvojuz.fmfrh | gnpx.
vq! cz! BTl Bt! boe! K Bt! jt!
srvjsfe!lp!n pojypd n pu fet!
boe! of x cpsot/! Ovdft! n bz!
jogosn ! BTl Bt!ps' K Bt!u bub!
npu fdibt!cffolejtd bshfe!
)tp! ! u fz! doo! ep! pnpx .vq!
wtju*™ cvd n fopst! & qpaf e!
ubd ujt! pom ibqqfot! jd
b! x pn bo! pwft! jo! i f! Q DI
doud n f oubsf blcvdopujgti f!

i bth jhsbuf efoupli f bsf bigsief wf sz/B wi x pddbtf i ffuttvhhftul bujol bhftipdpn n vojwe.
chtf eldbsf Idpvralcf ljn qgpwf e f If oerjof lebibljoejdbuf e!lu bujouf sbdypot Ix ju !gpoujof Ix pd f <!
diminished in the pilot districts, making it vital to engage in concerted and sustained efforts to
jn qpwf ld f tjurbypo/

Qpn pu ! bsgwbrtf baji sljo! acpvy! Dotf ! ti ffu Sfwfx t! boe! jouf swf x t!joejdouf ! u bu n pu fst-!
ftqf dibmoltf dpoe!hsbwieblpsin psf-dpn f Ip!Q Dt !x i f oljolbevbodf e bdyw Iacpvsiboepgf olg/mm!
ejriobuf e/INf owpst itbz!ltpn f In pu fstleplu jtlcf dovtf Iu fz!d bslu bujdu fz!dpn f If baji du f zIx jmh
cf lbvipn bydomnlsf  ssf e/ jt Iaf osgwbrinm jut I f Ipqqpswojeip!n pojusi flqsphsf tt lpdiocpvsl
psiplief ojgboen bobhf idpon grabijpot/Dpn n vojuwzbdypot plgspn puf iyn f malbsgworibudodirujf t !
x jmef lof f ef eli spvhi ljn qspwf eldpvotf ngoh!cz!BTI Btlboe!H Bt/

BeesfttIhf oef sicjbtf t/!Hf oef scjbtf t!dpoyovf Iplgsf wojrtbu u f ldpn n vojue! v tiGos!f ybn qriv
jolpof Ipctf swbypo!bln pui f djojybmals grifelples btug f eli f dhjsttbezltjodf i f Ix btlef g ttfe!
u buti f!i beli be!b!tf dpoe!hjstd jre/!N pejitjoh!dpn n vojyf t!wp!tvagpsudn jhit!boe!dpn cbu
i bsn gvrinf cef slejbtf t ldpvralqpu oybmmli fmljolu ftf Idotft/

Qypn pyoh!fttfoijbriof x cpso!dbsf /! Dpn n vojue! n fttbhjoh!dbo!f n qi btjtf!u f!jn gpsibodf | pd
f ttf oybriof x cpso!dbsf Jjodmejoh!f bamlboe!f ydmt jwf lcsf btuf f ejoh-ILbohbspp!Npu f sDbsf -boe!
pu f syspwf ogsbdyjdf t/Nf oypst boebvs f tjoejdblf eli bugbyf outtpn fun ftf tjtu ff gsbdydft!
fwf olxi foldpvotf melpolu fn /IQpn pypolpdt pdibriopsn tlu butvggpsuu ftf lcfi bwpvst Ix pvra!
ih f roif odpvsbhf Ix pn folboelu f jsidbsf hjwf & Iplbepquu f tf lqsbdydf t/

Dpodmtjpo

The mentoring programme is proving to be an effective intervention to improve the quality
pd n buf sobrtboe! of x cpso!tf swdft!jo! qgn bsz!i fbra ! df ousf t/1U f lgsphsbn n fli bt!cffolx fmh
implemented at scale in a short period of time and staff have been accepting of mentors and the
hvjebodf lu fzlggpwef/

U fITupsz!pdb!N buf sobrOf x cpso-boe!Di jral fbrd YNODI *!Nfomq'oh!(h;hsbn n f ljo!Opsu f so!Lbsobibl b



U f Mpszipdb!N buf sobrOf x cpso-boelD jrall fbrd YNODI *INf owpgoh!Cephsbn i f !}o!Opsd» f soll.bsobtbl b . .

Nfouwpst!i bwf ! cffo! berhl ! tvqqpsu Q DI
f bn t!pljef oyg!boe!bees tt!r vbrjuz!hbqt!
and to increase the capacity and confidence
of staff nurses. PHC staff also reportpositive
ef wf mgn f out ltjodf I f lqgphsbn n f lcf hbo/!
b!nboz! A Dt4 ovsft! tbz! u fz! bsf! opx !
qspwejoh!dbsf Ibddpsejoh!p! TCBIhvjef jof t!
boe!bs Icf uf sberhlyp!i boerhiln buf sobriboe!
of x cpso! dpn qrabypot/! Godjujf t! bsf ! brip!
cf uf dpshboj{ f e-if r viqqf elboeltvqqri elip!
ef nwf r vbrjuez!t f swdf t/!

Nfows! xpd ! xju jo! b! don griy! tztufn !
of benefits and rewards, apathy and
brevjtn 4 qsf tf odf ! boe! tdbsdje! pd gvoet-
boeltpn fyn ftlcspl foltztif n t!boe!zf Uu f!
gvn qi bodi vn boltgjguti joft!u spvhi !bt!
don njufeli fbrd Ix pd fst!boelu f!n f oypst!
u butvgqpsuu fn Itugw luplqspwef Ir vbrjuz!
tf swdf t/! Qprjujdbrix jmboe!  tqpotjcjme! pd
tf ojpd gf spoof tbuu f!ejtigdu crpd !boe!
QA Dirfmf riidpvoujn n f btvsbcmlpx bsetlu jt!
tvddf tt/\YJtdorhe!lvq!yp!pu fQA Dt !psfwfo!
i jhi f srfwf ddbdiuif t-u jtluzgf Ipdn fmpsoh'qephﬂ)n n f Idbo!cf dpn f Iboljn qpsibout Lsbuf hz!up!
s evdf In buf sobritoe!of x cpso!n psibrjue/
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‘ng“sfodft

ol f dV4H!N tpoIN!Tpn T4QLpvzbd KX jnin t4SINGf n cf oj{ TINbttbx f 4B!Qiool JMMHvt g tpod
KF§l tf 013123/l px !yp!l opx Ix i buzpv!of f eliplepi;!Bldsptt. dovolsz!dpn gbgtpo!pdn buf sobri f bra !
hvjef jof t!jo! Ovd job! Gt p4 Hi bob! boe! bo{boj h grin f owbjpo! Tdf odf | 842/ epj;! 21/2297@859.
6: 19.8.42/

Qubshl x buf |F1311: NUbjojoh! boe!djojdbrin f owpdi jq!wp!tvagpsu f Itdoh.vg!pdqgf ejougd!l Jdbsf ;!
M ttpot !fhbsof e!gpn Vhboeb!b!SH!N bsjol boe! TUY juf m bo!)Fet/4Gpn !u f lhgpvoelvq;!Cvjrajoh!
don qi f otjw 1| JIBETdbsf lqggphsbn tljo!s tpvsdf . jm juf eltf ujoht/Xbti johuypo-ED,Fibcf u Hrotf
d ejbgdGvoebijpo/

Gherfz!kThgt/13116/h qpwohl f Ir vbrelpdd jreli f bra tf swdf t;!Qsjdgbuypszibdypolcziqgpwef s/
bUf sobjpobripvsobrigosRvbieeljo!l f b 'Dosf 28)6%4: 2.4 : lFqvc!3116!K0121/

| bax jh!LIKCoti n bodFIDi f sjo<N!EbfN!Doniex bz-!DID{ bgrot! j4X FIX ppe-Z!Bef cf JUEF ousz{Fl |
Cberfz/! 311971 ptqjlbrin bobhf n f oujo!u f!dpodf yupdi f b !tf dupd o goan ;! Blgriboojoh!n pef rjo!
A jpqjpidbuf sobypobripvsobripdl f bra |Qinoojoh!boe!N bobhf n f ouB4)4%314.329/

bubl f bra | buf sobijpobro/e/ TF of hbntN f oypgoh!boe!dpbd joh!ipljn qpwf !tf swdf ljouf hdbpo!boe!
r vz b;! busbl f bra | buf sobypobnhBo!joopwbipdjo!cvjrgjoh!i f bra Ix pd f ddbqbdjuzd g6/ Bwbjroc il
bu! http://www.intrahealth.org/files/media/intrahealth-international-an-innovator-in-building-health-
x pd f s dogbdjz. 0Ovjrejoh™ Dbqbdje” x f c/lqeg

Npsgt!NG!QUD bavidA !0 j4B!Nx bohp!l GDi j4KNx bo{b!1 !N boeb! D! Gonpo- ET! Cbol so{- K
Tigohf sITFISF je/1311: Vtf Ipdubt] .ti jgjohiypisbajemitdom.vg!l s bun f outf swdf t;IFyqf §f odf tigpn !
Mtbl bi[ bn cjtAON DI fbra TF swdf t IS tf bsdi | 6/epj;121/2297(R583.7: 74.: .6/

Sox ot |GKZN ILjn 4BN !Sp{bgpIFIC{ boulUShti jej TOICboeb{j{GLbd brfHl Tbohi WK |Opi 13124/
SFqgevdyw § f bma tf swdf t joN brinx j;Bo ¥ vbmbypopdot vbiein qpw n f oo sif oyjpo/Njex jd 2!
3:)2*64.6. IFqvc!3122!I0pw23kepj;12121270h jex 312221116/

Tqf dups KN QBhsbx baiClLpel bozA TINGtju{4BINBti pi f sIHIE{jf | bo4SIChi AN IN gbrej!NINbu bj4Dl
M sof siBIHbx boef 13123/Lh qgowoh!r vbijzipddbsf Igpsin bif sobrbvoelof x cp=oli f bra ;'Qptaf dywf qjmu
twezlpdu f X1 P!Tbd O jrecjsi D fd fdgsphson AQM TIPof 18)6%f 462621Fqvc3123INbz!27/

Tawfik, Youssef,Annie Clark. 2012. Improving newborn resuscitation in Uganda. Presentation at the
251U BoovbriNf f yoh!pdui f !Bn f gdbo! Quvenalll f bra | Bttpdibypo/! Bubjroc il buli ugt;0bqi bidpod y/
dpn (bgi b®51bn O f cqgphsbn OCbgf 371: 294 tn m

Vit bbslQplf dulPdupcf 93123Mh qpwohltl jire!cjsi Ibuf oebodf fjo!K bd i boe/lf d ojdbriegf diDi bgf rh
| jmOD;\buebl f bra biuf sobijpobrh

Xpd ofi |HHMTdi f{fs!QLjd 41 S Esbhqf s!H! Bobcx bojd STIX borfitt-| ! KegrhO! Hbf uf x f4QU vipA
MA Tolle. 2013. Evaluation of the effectiveness of an outreach clinical mentoring programme in
tvqgpsu pdqbf ejougd! I Wdbsf | tdbrf.vqg!jo!Cpout x bot! BET! Dod 36)2%22.2: IFqvc!3123!Bqd 37/ epj;!
21219101: 651232/3123/7851: 7

uf mpszbgb!Nbxfsobr#Dfx‘cpw-!boe!D jra¥ f brd !)NOIj “Nfouwpgoh!Qphsbn n fljolOpsti fsolLbsobibi b
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U f MpszipdbIN buf sobrOf x cpso-boe!Di jrell fbrd INODE *INf otpgoh!Qsphsbn i f olOpsti fsolLbsobubl b

Bqqf oejy!B/1Dpt uBobrat |t Ipd
Nfoysgoh!Qgphson n f

Cod hspvoe

Bolpo.tjiuf In f oipgohljouf saf oypo!gps35@lggn bsz!i f bri !df ousf t!)A Dt *Ivtjoh!bldbes Ipdovstf!
n fowpst!x bt!qjmuf e!boe! tdbrfe!vq!x ju jo!u f!dpodfydpdu f!Tvl ti fn blgspk dujo!u f!fjhi u
ejtgdut Ipdopsi f solLbsobibl bigpn 131231p!3125/1Bt bigbsupdgsphsbn n bydf wombypo-u f idptut!
pdef wf mpgjoh!boeljn griin f oyoh!u f lgsphsbn n f Ix f «f lbobmt f e/lU jt!sf qpsuef tdgeftiu f Itsu
vq'boeboovbrigpt it jowpf eljoljn grin f oyohlt f lqsphsbn n f fjoli f If jhi uejtgdut/Buu f if oelpd
u fif qpsu f ldptut Ibsf Idon qvif elgsibitjohrhlejt igduboe \gsibitjohrfhin f owpstplu bugsphsbn n f!
jn grfin f ouf & In bzlcf Iberhipbaqsf dbuf W f lcvehf wszljin qridbypotfjolu fjsipx oldpod yu

Dpt yoh!Dpotjef sbiyjpot
slu f lbdwbrtf yqf oejw s Igdjn grfin foyoh!u f lqgphsbn n f ljo!f jhi Uejtigdut levgoh!u f !zf bd
3124.25!x bt !dpotjef o e!gpdlu f ldpt ubobratjt/

& | The costs are largely related to staff (salaries, travel, per-diems), capital and material costs
)iaqupqt-In bovbri f ud*lboe! f wf out ! )ubjojoh-sf gf ti fst-IsF wf x In ffyoht™!U f lef tdgqijpo!
gmpx tlu fltbn f lpsefd

&lu f ldptut bbsf In f oypof elcpu fjolbejbolsvqf f t)JOS*boe buVTlepnisishuf t)VTE*idpot jef goh!
u f if yd bohf sof Ipg691J0OSlgf SVTEN

o& | The costs are finally categorised into one-time and recurring costs. One-time costs include
fyqf oejusf tIu bux f « In bef Ipodf levgoh!u f Iyn f Ipdjou swf oypoltvd bt ljojybrioevdypo!
ubjojoh! boe! dbgjibridptut- x i f fbt!u f ! dvsgoh! dptut! jodmef ! f yqf oejwsft!u bu  dvd
regularly such as staff salaries, travel, review meetings, etc.

Dot joh!Ef wjrh

Recurring staff-related costs

U fITvl ti f n blqspk duvtf elblef ejdbouf e!dbesf Ipdovstf In f opst Igpslgspwejoh!po.tjuf In f oypgoh!
to the PHCs of northern Karnataka. They were supported and supervised by a programme officer
donfe!blejtigduqsphsbn n f Itgf dbit YEQ™jo!f bdi lejtigdut!u fIEQTt !X f f Itvqf swtfelcz!w p!
df ousbmifmf rf d ojdorin bobhf st/IU f ! p!n bobhf st!sf qpsif e!wp!u f!r vbrjuz!jn gspw n f ou)RJ!
tgf dibtuxi p!x bt!u f!pwf somivhbe! gogljn griin f oyoh!u f!jouf saf oypo/! Djojdbritboe! U di ojdbrh
tvqqpsux bt lgspwef elcz!u f Idjojdborivpotvidbout Igpn ITukpi ot INf ejdbrtiDpmhhf THN DU pvhi !
trainings and handholding support in the field. While the clinical consultants supported the
qK dugbsuyn f - f lqspk dubripf n qmpzf e blgrmmyn f Iuebjojoh!dppsejobupsicbt f e lpvupd THN Dip!
run the trainings and coordinate the handholding visits. This part of the cost analysis includes staff
tbringf t-Ili fjslusowf Abddpn n pebypo'boelgf sejf n t/!

i
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Torbgf t!Iboe!sbw rrdpt Ut Ipdovstf In foupst/IU f1Tvl ti fn blqgpK duf n qmpzf e!64!ovdf In fowpst!
Wp!dpwf 51496!358!A Dtljo!u f If jhi UqspK duejtigdut/IPdu ftf-159!i be!hf of sorfovatf In jex jd sz!
ubjojoh!)HON*Igpvdi be!Chdi f mpst!jo! Tdif odf lef hsf f t!)CTd*boe!pof li be!b!Nbtf st!jo! Tdjf odf !
degree (MSc) in nursing. The annual salaries offered to them ranged between 1,44000 INR (2,483
USD) and 216,000 INR (3,724 USD) depending on their qualifications and experience; hence an
bwf sbhf tbribszipd291-111U0S)4-214VTE*f sh f oupsigf sizf bsi bt dpotjef f elgpsdpt johqvsgptf t/!
U f lupibrigipt Updt bringf t Igpsl64lovst f In f oupst Igpsipof Izf bslx bt !: 6-5141111J0S1)275694VTE/IU f !
n f oypst lusbwf e !ip!u f Idodjmif t Igpsi23.26lebzt Ibin pou /U f zivtfelu f Ipviyof Iqvefalsbot qpsu
x i jdi ldptubcpvu4111!100Slgf sin pou !gf sn f oypsU jt Iuebot of tlp!2: 41941111J081)43-9: BVTE™
jolusbwf raipt Lt IgpslbmiB4!n f oupst Iboovbm/

Torbgf t boe!wsbw rtaptt Ipdn bobhf n f ouboe!djojdorttvaqpsuu bn /U f I9lejtigdd qsphsbn n f!
tqf dibjtut-1314 di ojdorim bobhf & Iboe lpof IRJtqf dibjtu)u f If bn Ifbef s'igosn feld f In bobhf n fou
U bn !u bux bt!jowpraf eljolu f lebz.iyp.ebz!jn qrfin fowbpo!pdu flgqsphson n /U fIEQTt !X f < !
medical doctors with master’s degrees in public health (MPH); they were each offered an average
boovbritbrosz! pd 4/7!rdl i t!J0S!)7318! VTE* gosl bl gsphsbn n f Iiptbripd 390!\ i t1)5: 766! VTE™!
U f ! di ojdorin bobhfst!x f & !djojdibot ! ju !gptihsbevbif ebjojohljoldon n vojwe!n f ejdjof Ipd
qvendli fbrd 4 fzli belbeejypobrisf tqpotjcjmujf t!sf i elypldppsejobyoh!boe!tvqqpsijoh!pu fdl
qsphsbn n f ldpn gpof out-u vt!pom!81& !boe!91& Ipdu fjdyn f-Isf tqf dywf rax bt!dptif eljolu f!
~ bobmtjt//U f!n pojypgoh! boe! f wombypo! )N' F*tvqqpsu x bt! qgpwefe! cz! f jhi U ejtigdu N' F!
tqf dbiut pof Ipsif bdi lejtugdutboe!pof IN' Fin bobhf slU f zitvqqpsif e!dpnidypo-idon qjringjpo-
boe!bobratjt lpdpo.tjuf In f oypgohlebiblgpsiggphsbn n f Iqrioojohlcziu fIn bobhf n f ouuf bn /MTjodf !
u fzIx ff ljoworwf eljo!pu fIN' Flbdywuft-131&!pdu fjslyn fIx bt!dptuf elgslu jt!bobratjt/IU f!
ubjojoh!dppsejobipsit ldi jf d<f tqpotjcjiuzix bt i dppsejobuf In bovbrief wf man f ouboeljn qrfin fod
ubjojoht Ipslovstf In fopst-x i jdi Isfr visfe61& Ipdi fslyn f lpol jtbtqf dupgu f lgsphsbn n f/U f!
qbsuyn f ldjojdibot 't vaqpsif e!n bovbrief wf mpqgn f ouldpoevdupduebjojoht!boeli boei prajoh!d f!
mentors in the field. Under this section, only their time related to travel for handholding the nurse
n f oupst it Idptuf e/U f jsiyn f Ipsiubjojoht fit ldpt uf e lvoef sl f if wf out 't f dypo/

The DPS travelled for 10 days in the field to supervise and monitor mentoring visits and for this a

vehicle was hired at the rate of 2000 INR (35 USD) per day. The visitors to the field (management
boe! dijojdorhf bn t*bddpn gbojf e!u f!IEQIMjo!u f!tbn f Iwfi jarhlboe!i f odf Iu f Iwfi jdrfldptut !bsf !
opu tf qbsbuf el dptife! sl u f ! wtjupst/! | px fw s! Lebwf rhef w f f o! Coohbrpsf | boe! u ! ejtgdu!
bddpn n pebypo!boe!qf slejf n t!bsf Idpt uf eldpotjef goh!u bu f IRJtqf dibituisowf me!gsl6lebzt !
bin pou - f In bobhf s lbcpvu9lebzt Ibin pou !f bdi 'boelu f !djojdbrief bn In fn cf st!)jolqbjst *Igps!3!
ebzt If wf sz!ux p!n pou t/U f lypibridpt Lt Ipgtbrinsz!boe usbwf rigpsin bobhf n f ouboe !djojdbritvagpsu
teams was 91,08,812 INR (157,048 USD). The total staff costs sum up to 2,05,56,812 (354,428 USD)

Dbgjbriboe!n buf gbriapt ut

Thisincludes the costs incurred in purchasing laptops for staff, communications, and development
pdu di ojdorim buf gbril)dbtf Iti f f Lt lboe!n bovbrti/!U f In bobhf n f oud bn RJtqf dbjtuf di ojdbrh
n bobhf ¢-1boe! EQM x f  |qgpwef e!x ju Ihbqupqt!boe!jouf sof uebib!dbset!u bux f «f dptufe!bu
61-1111J08!)973VTE Igsif bdi !qf stpo/IBeejypobmf i pof lboeljouf sof uf yqf otf t [pd26111J0S!
(26 USD) were incurred by each staff person every month. The printing of case sheets and manuals
dpt u21-96-1111)29-818VTE*/U f Iipibridpt uvoef sl jtldpn qpof outvn tivqiyp2944111100S1)42714!
VTE"

U f Myp=zpgb!N buf sobrAOf x cpso-boe!Di jraf fbrd )NODI *INf owpgoh!Qphsbn n f fjoOpsui f solLbsobibl b




U f MpszipghIN buf sobrsOf x cpso-boe!Di jrall fbrd )N ODL “INf otpgiohGephsnt n f jolOpsii fsolLbsobtbl B

Fwf oudpt u

U jt!jodmeft!u f!dptut!jodvss e! ipx bset! dpoevdyoh! u f!jojybrijoevdypo! ubjojoh! god ovstf!

n fopst- U f!djojdorief gf ti fst!boe! qptyoht! boe! f wf x ! boe! griboojoh! n f f oht/ U f!jojybrh
joevdijpo!ushjojoh!gpsibdlovsf In f oupst Ix bt Idpoevdi elbuTukpi ot INf ejdoridprihf Iboell ptqjlbrh
Cbohbrpsf ljo!gvsitf gbsbuf Icbud ftix ju if bdi Icbudi bt joh!gpsi41lebzt/IU f luebjojohldptut ljodmef !

dpt ut !gsivf ovf Jbddpn n pebijpo-sowf bmpx bodf -ldrjojdbrigpt oht usbjojoh!l jut Iboelu f luebjof st

d ft/U f Iypubridpt Ujodvssf elupluebjo!govsicbud ft!pgn f owpst Igpn [9lejtugdut Ix bt133/35! i t1JOS!

)53-17: VTE/Mjy!ylojof In podi t!bgf slu f ljojybrhebjojoh-bldijojdbrisf gf ti f siiebjojoh!)4lebzt *ix bt!

i f ralup!sf jogosdf !t1 jmilboe !dijojdbrigpt yoht!)6lebzt *Ix f o Ibssbohf elwp!qspwef Ipqapswojyf tigs!

u f In f oupst Iup!dpoevduef fwf §f tljolbli ptajubritf wujoh/lU jtldpt u774-1111008!)22-642NV TE"/

bl flcf hjoojoh!pdu f lqsphsbn n f-lu fIEQTt!boe!N' Fitgf dibjtut ! df jwf e!bl4. ebz!ebjojoh!po!
how to manage and monitor the nurse mentor programme in the field which cost in total 128,000
JOS!)3-318IVTE gsiewf rtbddpn n pebypo!boelqgf sejf n t/IU jtlubjojohli frgf elu fn Ipltvaqpsu
and supervise the mentors in the field through planning and review meetings, field support and
N' Flbdywyf t/Ab f lejtugdut-u fIEQTt!i f relqroojoh!boe!sf wf x In ffjoht!x ju In f oupstIf W sz!
x ffl plbttjtuu fIn fouypst joldpn grijohlepdvn f oubypolbt ix f it luplsf wif x I f jslgsf wpvt wtjut!
boelqro!gsiu fltvetfrvfouwtju /U ftf In ff yoht!dptu2-: 341111J08!)4421!IVTE" gslbnif jhi U
ejtugdut ljolblzf bsidi bshf e!bu f 'sbif Ipd31111J0Slgf sin pou lqf slejtigdu’U f lupubrti yqf oejw f Ipol!
u ftf if wf out Ix bt 145-34-1111008))6: 128NV TE"/

Upwbrigysphsbn n f Idpt ut

U flytbridpt ut ! bsf | dbuf hpg{fe!jowp!tbsuvqg!boe!boovbrisf dvsgoh*dptut/IU f!tubsuvq! dptut!
jodmef !dptut fjodvssf e!gpsidogjbrifi ygf oejuw s t lboe!gpsidpoevdijohljoevdijpousbjojoh!gsin f oupst!
and district staff, which form 12% of the total intervention costs (3,118,000 INR or 53,759 USD).The
annual costs include the staff salaries and travel, communication and printing, and events such as
o gf ti f skebjojoht-dijojdorigpt joht boe s wf x In f f joht < jtbn pvou Lp34: -06-664108))524-653!
VTE*IU f Iypbrit ubsuvq!boe!boovbrtupt updu f ljouf saf oyjpo!x ju !bolbeef e!6& ldpoyjohf odz!x bt!
3-82-14-664!)578-412IVTE* gslbndf jhi Uejtugdut/IU jt luebot i tlyp!4-498- 43100S1)69-624VTE gf d
ejt igduboe 1622-497!J08)9-928VTE*qf sin f oupsigf sizf bg

T Nf olpgoh kb s oUpolSt gpsu



Cost analysis of mentoring programme in eight districts of northern Karnataka
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Cost analysis of mentoring programme in eight districts of northern Karnataka
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