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PREFACE
Institutional deliveries in Karnataka have risen over recent years due to the efforts by the state health 
directorate which were strongly complemented by various innovations and schemes implemented under 
the National Rural Health Mission (NRHM) such as Janani Suraksha Yojana (JSY) and Janani Shishu Suraksha 
Karyakram (JSSK), ASHA support, 108 ambulance services, etc. There has been a reduction in maternal and 
newborn mortality rates (MMR, NMR), but not enough to achieve the proposed state targets. With over 
80% of pregnant women now delivering in facilities, it is critical that these deliveries are conducted as per 
the highest standards for quality of care. To accommodate this rising demand, government had prioritized 
upgradation of Primary Health Centres into 24/7 facilities to provide delivery services in rural areas and 
reduce the burden on district and larger hospitals enabling them to function more appropriately as first 
referral units (FRU) to provide emergency care. To achieve good quality of services provided in public 
health facilities it is important that the service providers working at these facilities are proficient in skills 
and practices that are appropriate particulariy with reference to pregnant women, mothers and new
borns. To facilitate this, the need for dedicated teams to improve and monitor quality is crucial. 

■

As a part of technical assistance to NRHM, Karnataka Health Promotion Trust and its consortium of 
partners developed an innovative nurse mentor led quality improvement program after detailed situation 
assessment and consultations with government. It was pilot tested in Bellary and Gulbarga during 2012- 
2013 where trained Nurse Mentors worked with 24/7 primary health centres (PHCs) staff to improve the 
quality of delivery and postpartum care. The mentoring programme integrated elements of clinical 
mentoring with facility-based quality improvement processes. Another critical component of the 
intervention was the use of revised case sheetsby the staff that helped them in multiple ways, i.e. as job aid 
to adhere to standard practices, as a simple case documentation tool and as a tool to monitor and audit 
quality of care. The intervention results showed marked improvements in facility readiness and provider 
preparedness to deal with institutional deliveries and associated complications. Subsequently the 
program was scaled up in the remaining high priority districts of northern Karnataka and further taken up 
both within and outside the country.
As a part of this intervention, several technical products and training material were developed; they consist 
of 1) process documentation of the intervention that details the process of planning, implementing and 
monitoring the mentoring program, 2) Facilitator/ Trainer and Participant manuals. These materials have 
as annexures within them, various tools including the case sheets that were implemented under this
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Executive Summary

Mentoring Intervention Report

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

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 for improved 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.
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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.

MANAGE:Manage 
solutions to address 
problems

MEASURE:Measure 
progress in resolving 
problems and quality gaps

ADVOCATErAdvocate for 

clients'and providers' 
rights to quality services

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.

_ ________________ _________®
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ASSESS:Assess and 
diagnose quality gaps 
or problems
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B : Preeclampsia/eclampsia

C : Antepartum haemorrhage

D: Infection/sepsis

E : Premature rupture of membranes
Outcome sheet F : Postpartum haemorrhage

G : Newborn complications

1 H : Other complications

Sections : Delivery notes

Section 4 : Postpartum period

At the same time, the project introduced several tools such as case sheets, self-assessment tools, 
and action planning tools to operationalise quality improvement.

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

Case sheet A key innovation of the mentoring intervention was the introduction of a newly 
developed case sheet for PNC 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).

Section 2 : Labour monitoring (including 
simplified partograph)

Supplemental compfication case sheets

A: Prolonged/obstructed labour
HHI

Section 1 : Initial assessment

Self-assessment tools and action planning. The Sukshema project developed self-assessment 
tools that mentors used with PNC 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).

Case Sheet Components for 24/7 PHCs 

.
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Hiring and Training Mentors
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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 projects need to hire many 
candidates at once also 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

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

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.

'I
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Flow of a typical mentor's visit

I
•W

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.

Initial meeting with PHC teams for introductions, 
briefing the purpose of the visits

Self assessment exercise

PHC teams develop action | 
plans to solve gaps I

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.

Debriefing meeting

s *• j M" a 
IS Mentor audits case sheets | 

observe practices I

Provide on the job coaching 1 
using case sheets, models, I 

demonstrations,etc I

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, demonstrationsand modeling bedside patient care. All mentor visits 
included a review of the action plan, a case sheet audit and teaching.m__________________

Mentoring Intervention Report
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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.

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:

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.

■ v . ..
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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.

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.

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.

Decreased labouraugmentation. 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.

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnatal
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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.
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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.

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.

Mentoring Intervention Report
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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.
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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.

■ t I " - < ’ /
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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.

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnataka
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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 tol 2% in January 
2013.The mostfrequently 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

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 thefull community and mentoring teams 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.
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Clinical improvements

21

Physical improvements Management 
improvements

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:

supplies

Labour room 
organisation

Knowledge and skills

Diagnosis and management 
of complications

Improved referral processes
■ ' z . ■ ■ ■

Use of case sheet

Major 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.

3. Self-assessment processes and team-based action planning are required to improve quality.

4. The case sheet is a helpful tool but requires time and support to operationalize.

Data use can drive programme improvements on many levels.

6. PHC leadership is a critical factor in improving quality.

Availability of drugs and Greater teamwork

I
Infection prevention In 
labour room . . .

' ' '■ ■

<<V Useofself-
assessment tools

Action plans



High-volume PHCs require the most support.7.

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

Integration with government reporting forms and systems is needed for new formats.

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.

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Nortl
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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.

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.

■-

I
I a

■y n India, too many women and infants die from causes that are preventable or easily treatable. 
I 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.
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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 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 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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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

■■■■■■■

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 projects monitoring and management information 
system (MIS) data and the endline evaluation carried out in the pilot districts (Section 9).

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 ; documenhton were ;

collected over a 24-month period. The 
primary sources of information Were: :
— 8tosgro„pi^5spa^„,s,

' ■ - 24 PHC staff interviews in four districts
programme, carried out most oftheobservations, . K-r .is J \/-if
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Context, Evidence and
Programme Overview

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.

s

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,

"y n designing the mentoring component of the Sukshema project, the Sukshema team drew on 
I the latest evidence on maternal and newborn mortality, findings from an assessment of the

JL 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.

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.

H
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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.

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.

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

Adopt a 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

Createasupportiveworkenvironmentinfacilities byfostering practices such as self-evaluation, 
team work, task shifting and attention to patient rights and dignity.

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.

ISiil-.SIBfiilli
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Overview of On-Site Mentoring Intervention
In light 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 workas 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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Mentoring and Quality Improvement Interventions
In designing the mentoring intervention, the Sukshema project reviewed findings from similar 
interventions across a variety of settingsand clinical areas.Thefindings 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.

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.

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.
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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). I n 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.

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.

Mentoring interventions.
Published literature on the application of maternal and newborn health mentoring programmes at 
scale in lowand middle-incomecountries is limited. 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.

WOThe Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnatal
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he project first set forth a framework for improving quality of care and developed a set 
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.

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 (PI), 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.

12
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Community linkagesPHC functioning System linkages

The AMMA Approach: Assess and diagnose, Manage, Measure, Advocate: Role of Nurse Mentors

Focus year 2

rights to 
quality 
services

Measure progress 
(action plan, record 
reviews, audits)

Focus year 1
Individual staff 

clinical competencies

Manage appropriately 
women and babies 

! with and without 
complications

Measure progress 
using case sheets, 
registers, partographs

for women and 
babies, ensure timely

I referrals)

period and newborns, 
using case sheet and 
other tools
Examples:
-AMTSL procedures 
not followed

Advocate for quality 
improvement (create 
a safe and patient-

community-based 
MNCH services and 
linkages to facility— 
identify gaps and 
opportunities for 
improvement 
Examples:
-Low ASHA coverage 
(pregnant women) 
-Women reaching PHC 
too late

Measure progress 
(action plan, 
resolution of problems 
by district)

MANAGE 
solutions to 

address gaps

MEASURE 
progress

- ----------------------- ------ 1
Manage the solutions 
(develop action plan, 
raise issues at district-

| level review meetings)

ASSESS AND 
DIAGNOSE 
quality gaps

ADVOCATE 
for client 

andprovider

Assess and diagnose 
functioning of PHC 
(identification of gaps in the postpartum 
against PHC standards i 
and patient/provider 
rights, root cause 
analysis using quality 
improvement [QI] 
tools) 
Examples: 
-Shortage of 
magnesiumsulphate 
-Client records 
incomplete 
-Staff absenteeism 
Manage the solutions 
(develop a realistic 
action plan)

Advocate for quality 
improvement (create 
a positive, can-do 
environment, improve centered environment 
linkages, increase 
client satisfaction)

Assess and diagnose Assess and diagnose 
women in labour and

o _ _ .........
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Manage appropriately 
how services can be 
in sync before labour 
(preparation for 
labour), when coming ■ 
to the PHC, and 
post-delivery 
(care and support) 
Measure progress 
(review microplanning 
tools, Mother and 
Child Tracking System 
[MCTS] data, ASHA 
performance reviews, 
rapid assessments); 
jointly examine cases 
coming appropriately 
and inappropriately 
to the PHC and 
utilization of services | 
Advocate for quality 
improvement (ensure I improvement 
continuum of care 
from home to facility I accountability and 
and back for mothers action at system level) 
and newborns)

Assess and diagnose 
gaps that require 
district-level action
Examples:
-Drug stockouts
-Lack of equipment
-Staff vacancies

i Advocate for quality 
! im r-\arvxcirri’

(encourage
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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.

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.

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_____________________________
Providers' rights to facilitative supervision and management

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.

A.
£
£
£
£
£
£
H
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The project designed the case sheets to function 
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.

■
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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. Follow the logical sequence of patientarrival, initial assessment, admission, labour monitoring 
and delivery, postnatal care, newborn care and discharge

3. Be consistent and include clear instructions

4. Comply with the SBA and NSSKguideiines in terms of recommended management protocols

5. Provide clear guidance onrecommended drugs, dosage and administration

6. Provide reminders for providers on when to ask for certain information

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

8. Provide a summary at each stage to help providers take decisions

9. Minimize requirements for writing by using tick marks

10. Ensure a format that is useful for conducting case audits.

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

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

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.

I
111,

■

■' -1'
i■ ■ 1

■

! ■' rfc" ' 1

j"’ 1 V '< JI

■■

i ___ r" —
; *" ....... .........................

r;.-- SSSjSS •

i



A JC

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

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.

  

The final 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).
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Case sheet for normal labour and delivery
■ . ; ■ • ■ ‘ .

Section 1: Initial assessment
Section 2: Labour monitoring (including simplified partograph)
Section 3: Delivery notes
Section 4; Postpartum period

____ Outcomes sheet __  ____
Supplemental complication case sheets

A:Prolonged/obstructed labour
B: Preeclampsia/eclampsia
C: Antepartum haemorrhage
D: Infection/sepsis
E: Premature rupture of membranes
F: Postpartum haemorrhage
G: Newborn complications
H: Other complications  
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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.

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

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.)

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.

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

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.

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 forthe 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.

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:

Peermentor/ngrBecauseofthefocusonstaffnursesastherecipientsofmentoring^ukshema 
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 KHRT and SJMC for HIV/AIDS care in Karnataka that engaged 
doctorsto mentor other doctors.

13
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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 candidates7 capacities for the position. The projects 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.

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.

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.

■ I

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

Preferred Mentor Qualifications
V Nursing background with more than five years of experience conducting 

deliveries and handling newborns, preferably at secondary or tertiary-care
level facilities

V Fluency in written and spoken English and local language(Kannada)
V Prior teaching and/or training experience

■ ■ ■ ■ ■ ■ ■

V Knowledge and experience working in government health systems
V Good training and mentoring abilities
V Good communication and leadership skills
V Empathic attitude
V Team facilitation skills
V Working knowledge of MS Word, Excel, PowerPoint and the Internet
V Locally based
V Female candidates preferred
V Willingness and ability to travel to PHCs at least 50% of the time
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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 
test and a problem-solving exercise. Participants were also asked to prepareandpresenta 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 
thejobrequirements.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:

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 mentorsto 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.

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.

wwi■ < f h 'OIOSSIS
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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.

Mentoring Intervention Report
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Quality improvement approach (AMMA)

Principles and tools in MNCH mentoring

Project philosophies

Clinical obstetrics: intrapartum and postpartum care

Ward postings in ANC, labour room and postnatal

Clinical neonatology: essential newborn care and neonatal resuscitation

Ward postings in labour room, postnatal and neonatal J

Obstetrics and neonatal postings at St John's Medical College and St 
Philomena's hospitals

Site visits and practice sessions at 2 PHCs

Systems strengthening (infection control, referral, essential drugs, supply chain; 
management)

Managing mentor visits: what to cover and when

^Evaluation

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 includecopies 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.

Standardizing the training curriculum
The curriculum development team worked from a standard template that guided writers to:

Not simply list what should be done and how to do it but also focus on why 
guidelines are important.
Include not only what to do but also what not to do. Each session contained a list of 
do's and don'ts.
Provide examples of how a particular skill can be imparted through different 
mentoring techniques (for example, case audits, case studies, demonstrations).
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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 
9th 2012 at SJMC 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 part in 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."

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Nor

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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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.

■Hi

Trainer demonstrating using a pelvic model
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Newborn OSCE scoresObstetric OSCE scoresRange

lest 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.

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.

11The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern
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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. I 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 
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 
practice site options at present). One 
training site, Gulbarga General Hospital, 
worked well due to its high volume of J
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Mentor feedback on VIMS clinical postings

We were happy with the exposure to the deliveries 
that we could conduct.The exposure to complicated ; 
and 'bad' obstetric cases (like severe PPH, eclampsia, 
IUD), though upsetting, was clinically relevant : 
and a new experience. The hospital had different 
infection control practices, which were hot what 
we had been taught. We wish someone was there 
to supervise us continuously. The newborn care is: 
not concentrated on and no one would listen to us 
when we told them. We don't know why we had to ; 
do stuff other than deliveries like putting an IV line j 
or drawing blood. But overall we gained experience J 
and confidence and could do quite a number of | 
procedures in addition to deliveries. We also now 
know how difficult it might be for the staff nurse to ; 
fill the case sheet during busy days.

■■ ' ........ i
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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 SJMC 
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 SJMC 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, SJMC 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."

Mentorsalso participated in a second two-day refresher course in 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.

■I ■



Summary
The projects 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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Mentor Visits in Pilot Districts
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Duration of visitWhen conductedVisit

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 nurses in 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.

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.
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Oct 2012
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2 days___
2 days
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3 days__
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3 days
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First Mentor Visit
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First Mentoring Visit

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.

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.

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.

1. Introduce herself to medical officer (MO)'or medical officer in charge (MOIC)
2. Facilitate PHC team meeting to introduce AMMA concept and discuss patient and provider

rights . .

3. Help PHC staff fill out self-assessment tools A, B, & C and conduct case sheet audit and
client interviews ■ ‘ j '

A ■ , • ■ ■ • ■ •: * \ p ■

4. Observe patient care in PHC and provide clinical support as needed

5. Facilitate team meeting to develop action plan 1 /
. ■ ' ' ■

... , ...... ,___ . .....................I, ■■ .. .. . . .<
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First visit successes

Quality improvement.

IS

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.

PHC teams were willing 
to engage with mentors 
in QI sessions.Typically, 
the first session lasted two 
hours and involved all staff, 
including the MO, nurses, 
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 
participated in small group 
work.

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.
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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

Inadequate referral processes

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.

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.
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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.

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 
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 I 
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 
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Mentors'assistance in direct patient care i

During their first PHC visits, mentors were able 
to provide several types of direct and immediate 
support to staff nurses: >

A mother presented with preeclampsia and: 
the staff nursedid not know howto handlethe: 
complication, so the mentor demonstrated: 
how to provide an injection of magnesium? 
sulphate. '

vk •; \ :: f ■■■; ■ :• .•. .•

A newborn required resuscitation^ and the‘1 
mentor demonstrated how to use the bag; 
and mask to resuscitate the newborn,

' ; i
A mother presented with anaemia, and; 
the mentor was able to guide the staff on, 
appropriate steps to follow.

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



Second Mentor Visit

Second Mentoring 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.

"In one PHC it was busy and a delivery was happening so I 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 I said 
'Remember what we talked about last time' and so convinced them not to do it. I 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."

4. Complete case sheet audit checklist-

tsfi 
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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-assessment in the first visit."ln 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:

1. Review first visit action plansand progress ; ‘

2. Facilitate completion by PHC team of remaining self-assessment tools (D-H)
''' v’,. \ ’ . ■ - c 1 - * f : 1 t

3. Develop an on-site training plan
. - ... . /.. . ’ ’ " . ''

........ _ ' ; ■ , ' h S
5. Conduct training with models, demonstrations, case sheets, and videos
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The Story of a Second Mentoring Visit
When the mentor arrived for the first day of her second mentoring visit at a PHC in Bellary 
District, a delivery had taken place just 30 minutes before. She Immediately took the 
opportunity to show staff nurses how to do breastfeeding initiation and post-delivery i 
assessment"! called all staff nurses together and told them how to do it How they should ; 
wash hands, wrap baby, position and attachment for breastfeeding. I used case sheet to show 
how to do monitoring."

Next a woman arrived with premature rupture of membranes (PROM), which requires referral. ; 
The mentor explained, "I taught the nurses how to do initial management through the case 
sheet They called the ambulance right away and it arrived sooner than expected while the 
nurse was still doing stabilization. The ambulance staff got angry telling the nurses to bring 
patient" The mentor went out to the ambulance, brought the ambulance nurse in, made him . 
observe the patient, and explained her situation so that he would know the condition of the 
patient he would be transferring. The mentor explained how the ambulance nurse asked, 
"Who are you?" When she explained she was a mentor, he settled down. "I told him what he 
needed to understand about the patient," she related.

■ . 4 ■■ . >

After lunch, the lady health visitor and medical officer went out for the ASHA monthly meeti ng 
that takes place just outside the clinic with 18-20 ASHAs. The mentor took the opportunity ; 
to address the ASHAs for 45 minutes. "I asked them about what they do during antenatal j 
care and stressed on need for TT [tetanus toxoid shots] and medicine [iron and folic acid 
tablets or IFA]. I spoke about the importance of institutional delivery and 48 hours stay and 
the importance of their responsibility after delivery. I reviewed the home visit schedule with ■ 
them and told them to educate mothers about looking for danger signs and the importance 
of breastfeeding."

The PHC was very busy that day as the MO had been absent for two days. There were many 
patients in addition to the ASHA meeting. As a result, the PHC team was not able to assemble ■ 
for a team meeting with the mentor until late in the day at 4:45 p.m. She went on to recount, 
"We discussed on the last action plan that had 6 points and reviewed it. They had implemented 
all things in the action plan."The mentor then gave out the remaining self-assessment tools, 
with one person working on each tool. 1 told them to think for the whole staff as you fill out." 
The mentor moved into the action planning phase after the self-assessment process. Some 
of the items identified with an X on the self-assessment tools were taken care of immediately. • 
The mentor explained that the puncture-proof container had rusted, so the MO suggested a ' 
new way to dispose of sharps. The PHC team also filled up the referral directory (another item 
identified as missing in the self-assessment). Other items in the new action plan included 
syringes for vitamin K, training on corticosteroids, and training on newborn resuscitation.

On the second day of the visit, there were no deliveries.The mentor used the time to provide ' 
training on newborn resuscitation, demonstrating with the doll. Staff nurses then performed 
demonstrations in return. The mentor also taught staff about phases and stages of labour and 
assessing for pelvic adequacy, demonstrating on the pelvic model. Nurses again did return i 
demonstrations. j

««
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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.

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."

Judgement in identifying gaps. Mentors added items to the PHC action plan based on their own 
observations of needed improvements. As one mentor noted,"! 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.
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Premature rupture of membranes

Prolonged and obstructed labour

Low birth weight

Newborn asphyxia
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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 ofAMTSL. 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. In one observation of a mentor'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.

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:

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

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.

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

Antepartum and postpartum haemorrhage
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ImprovedPHCpractices. 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.

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.
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One mentor was able to guide PHC staff on how to manage a referral for a newborn suffering from 
intrauterine growth retardation."! 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:

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 
practices with the staff nurse on duty.

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.

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.
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"In one PHCI found a case of anaemia. A mother delivered after 15 minutes. I 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. I 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 
fully engaged in those efforts with 
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 visit also 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 included 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 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.

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.

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

2. Provide mentoring and demonstrations on the following clinical topics:

Preterm labour

Pregnancy-induced hypertension, preeclampsia, and eclampsia

Maternal sepsis

Newborn sepsis

Infection control

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

Mentoring Intervention Report
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Use of case sheet. Mentors reported 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. when referring to VIMS because the person

be on duty by the time the patient arrives? '
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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.

Fourth visit challenges
PHCleadership. 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, "I 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.
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.

The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnataka
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Low birth weight

Newborn asphyxia

Collect case sheet data and review case sheets with staff nurses

Work with PHC teams to revisit remaining self-assessment tools (D-H)

Provide mentoring and demonstrations on the following clinical topics:

Monitoring of labour, delivery and the postpartum period

Antepartum and postpartum haemorrhage

Premature rupture of membranes and prolonged or obstructed labour

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 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.

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

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.

Case sheets as primary clinical teaching tool. Mentors indicated 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 I will tell him how to get the mask 
and since I know the supplier well I 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.

A A < 
A-^ / .J c :The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in .,

lAAAii



5

Medical officer and 
staff nurses with 
mentor
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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

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

Incomplete referral directory and contact details

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 noton 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.
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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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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."

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.

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

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. "I 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 I 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.

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.

■ - ■
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Sixth Mentor Visit

i.

2.

3.

x?* Lab tests

Carry out demonstrations and observe return demonstrations of episiotomy suturing4.

Sixth Mentoring Visit
Work with PHC teams to review and develop action plan

Conduct case sheet audits

Discuss clinical topics and system-level issues with a focus on:

Infection prevention

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.

Nurse shows Madilu kit of baby 
supplies provided by 

government to BPL women

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.

W5 8The Story of a Maternal, Newborn, and Child Health (MNCH) Mentoring Programme in Northern Karnataka
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which they d|d correctly.
• • " ' ' ' '' .. ■' ■ . ' JI ' |

Finally the nurses and labour room Group-D staff demonstrated preparation of a chlorine 
solution, donning mask, apron, and utility gloves to do so and describing steps in the 
process. Nurses worked as a team in filling the bucket with the required amount of water ‘ 
and the mentor gave instructions to the Group-D staff on how to use the solution to clean j 
the labour room.

.. . ■_ '■ . ; ■■ . .. .; ■ . .. , ., . • f .

The first day's visit ended in the early afternoon upon request of the nurses as they had 
managed six deliveries in the previous 36 hours without any rest. (This PHC typically has 
15-20 deliveries/month). Despite their fatigue, the nurses enthusiastically participated in 
all demonstrations and conveyed a sincere desire to improve service quality. They were 
proud of the improvements they had made in their PHC.

*

suturing technique while 

mentor provided guidance 
as needed. The nurses said 
that about 20%-30% of cases 
required episiotomy.

The mentor next asked 
nurses to review a case study 
that required them to plot 
information on a partograph, 
which they did correctly. J

A Busy Day for a Mentor during aSi)«hMentor Visit
» v" ,1^''-'*" -’d ! ■' ■ ; '' ' J

;The day started with a PHC team meeting with all sUff (including Group-D staff) to review 
the PHC's action plan and patient and provider rights; All participants actively engaged in 

. the discussions and responded to the mentor's questions;. < - . ■ * ; ,
: ■ c ■ -■ c<: .. . , tc; V. -;C_ ■. fl

The mentor then supported the nurses to do demonstrations of newborn resuscitation and 
pelvic examination using models in the labour room, which was clean and well organized.
The nurses performed all procedures well. ;] U} ' (■;

. *. ... >. i i , -
Next the mentor and nurses went to th,e lab to have the lab technician teach them how to 
do a haemoglobin test, whichwas something the nurses had asked for previously. The lab I 
• I ■ * I ..-*.11 • a ft t ' .X. ’il !— i — X.1—— J. ? JL-lx ! — rM I •X’* -

■ I
•
.1

episiotomy on a piece of foam. J 
One nurse demonstrated the

: .'i ii ■' > |P -■ ■' .. :.j

' ■ 1
another nurse assisted and the ;

K'



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.
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Number of Mentors TrainedDistrict Dates Trained
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Scaling Up the Mentoring 
Programme

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.

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.

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:

lit

Oct 2012
Oct 2012
Nov 2012
Nov 2012
Jan 2013
Jan 2013
Sept 2013
Sept 2013 ______ j

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.

£ 
5_ 
6_ 
1_ 
6_ 
1_ 
1_ 
5

... .......... :

5

Bidar 
Yadgir 
Bijapur 
Raichur 
Bagalkot 
Koppal 
Bellary 
Gulbarga

„,e ’
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GLtfiARGA Feb 2013
BJJAPUR

RAICHUR -
Bidar)PPA1

Bijapur8EUAI

Feb 2013* 1 f

Nov 2012Bl

District

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.

Month mentoring 
intervention 
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.

Number of 
PHCs

YADGIR

dtw

Bagalkot

Bellary

X

Pilot Aug 2012
Scale-up Aug 2013

Nov 2012

Dec 2013 
------------ _____

Pilot Aug 2012 
Scale-up Aug 2013
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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.

Gulbarga

Koppal
.................. .
Raichur Dec 2012
_____ _____. _
Yadgir
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District
PHCs PHCs
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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.

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.

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.
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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

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.

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.

I

Flow of a typical mentor's visit 

briefing the purpose of the visits

Self assessment exercise I
. -A

I
PHC teems develop action'j

plans to solve gaps I

■ f .
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Provide on the Job coaching 
using case sheets, models, 

demonstrations,etc

Debriefing meeting I
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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 projects 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.

Mentoring Intervention Report
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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 I 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.
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In Koppal District, most mentors said at least some of their PHCs were not welcoming. I 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.

9 Mentoring Intervention Report

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, 
"I 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 
a reporting requirement rather

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 sf hjttf sf

Mentor conducting case sheet audit 
with nurses in scale-upPHC
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Dpotjt if odqbnf so!pc|QI D.r vbrjizljn qspvtf n f ou
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 
li ftf !jn qqovtf n foit’xf sf !jotiju/if e!cz!u f !ii jaelpsfgwsu !vytji/!N ptdopibcra-lu f !p^iboj{bqpo!p(j
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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 
x psi johidrptf rzilxju !u f iovstf !po!eviz!xi jrfilu f !tf dpoeln f oipslippl lifbcfi johltf ttjpot!x ju ! 
the other off-duty nurses. This division of labor also allowed for more one-on-one teaching. For 
example, in one session each mentor sat separately with a staff nurse to review the case sheets 
fbdi Iovstf !i beli boerfie/l

PHC staff valued the extra 
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mentor can teach so it works much better.'The other PHC had only two staff nurses overwhelmed 
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were also considered burdensome. One nurse who had just finished a 12-hour night shift and 
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identified comparable factors in the work environment that compromised the provision of 
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practices remained deficient even after multiple visits. Postnatal care was also not practiced to 
standards. Other challenges influencing the provision of high-quality care related to patient 
bujuzeft!boe!cf i bvjpvst-Sodroiejohtef rtazt5o!dpn joh’iplu f i fbra !cjxjrpz!)j/f/-!x bjijohlvoLjrlriQcpvs! 
jt!jo!bevbodf eltibhf t*-!qbyf odsf tjtibodf !ip!tl jo.ip.tl joldpoibddjn n f ejbtfrBlgpnpx joh’cjsu !boe! 
bo!vox jnjohof tt !ip!sf n bjoljolu f !<£djfjnz!gps!59!i pvst/!

Njttf e!pqqpsuJojiE!gDslcf uisn bobhf n f odpcjdpn qrjtibypot
Tjif !vytjit!jo!d f !tdbrfi.vq!ejtiqdd!jo!Efdfn cf s!3124!)bgf slbrriQ Dt!i be!sf df jv\f e’bdrhbtdtjy! 
n f oips!vjtjd:*!gDvoe!u bdn boziovstft’boe’tpn f !n foipst’i be!b!qpps!voef stiboejohlpcjdfabjo! 
dpn qrjdbgpot/U jt dpvreli bvtf !cf f o!sf n f ejf e!u qDvhi hsf bcf sJvtjryjbcjpolpcju f Wpn qrjdbgpoldbtf! 
ti ff d/!J)!qbsqdvrbs-!ovstft!boe!tpn f !n foipstii be!iq3vcrfi!ejtqohvjti joh!cf ixffolqqsrpohfe! 
rbcpvs-lcjxtf !rtacpvs!boe!opo.qqDhsf ttIpcjrbcpvsf!Jb!b!sf vyf x !pcjpof !C6PN!dbtf-!b!x pn bo!x bt! 
sf cf sefeltppo’bgf s!ti f !bsgvfe!xi f sf bt’bdc^aejohkpihvjef rjof t!ti f ’dpvre’i bv\f !cf f o!pctf 97\f e’cps! 
vq!ip!23!i pvst!jo!u f !Q Dboelcff olef ijvtfsfe!ii f^<i jt!x bt!b!qpcfoijbran!voofdfttbszlsfcfs&nfl 
O/stf t!jo!pof !Q Dbrtpief n potidxf e!ijm jife!l opx rhehf !p<ji px !ip!n bobhf !QJ -!qsf f drtn qtjb-! 
boe!fdrtan qtjb/!Jb!pof !pctf s/\bqpo-!b!n f oipslejtdvttf e!b!dbtf !ti f f dboe!gpvoe!u bdbiovstf !i be! 
njtejbhoptfe!qsffdrtan qtjbbtltfvf^QJ bfdbvtf!ti fi bebpdepof blqqsdjovqblftdLl fhfoipsl 
clarified the correct procedures for diagnosis and management of these conditions.
Nfoipst! dpn n foife! li bd 
ovstft! xfsf! sfmdtbod ip! 
vtf! dpn qrjdbqpo! dbtf! 
tiff it! jcj li fz! ejeoTd 
voefstiboe! u f n/! I jhi ! 
ef ijvtf sz!rpbe!Q Dt!eje!opd 
vtf! d f! dpn qrjdbcjpo! dbtf! 
tiffit! eftqjif! dpoqovbrti 
sf jog)9df n f od cz! df! 
nfoipst/! Tpnf! Q Dt! brtp! 
i be! d fjs! pxo! pof .qbhf! 
sfcf sdDrhti f f u-! x i jdi ! i be! 
n vdi !d f !tbn f !jogpsn bypo! 
bt!d f !Tvl ti fn b!dbtf !ti ffd 
)cvd eje! opd jodraef! qsf. 
sfcf s&rhn bobhf n foif! boe! 
ovstft! if oefe! ip! vtf! d jt! 
gpsi ! jot if be/! Qobrm-! jcj b! 
xpnbo! qsftfoife! xjd !

Sbejbodx bsn f s!boe!dbtf !ti ffitipo!! 
e j t q rbz.'j o! rbc p v s!sp p n
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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.

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 IrixftiJTCBIhvjefipft/INfoipstIqpjoifelpvdu bdtpn f !NPt!dpoijovfe!ip!focpvdahf Irtacpvs! 
bvhn foibijpolboeCpsixf^!voxjnjn)h!ip!ejtdpv±>hf lovstfti^in !q±dijdjoh!jd!Tjn jrbaaJtpn f I 
N Pt IpcK dtf eltplu f Ivtf Ipcjvyibn jo IL Iboe’x pvielopiibnpx lovst f t liplben jojt if slj J!Nf oipst Ibrtp! 
pctfsrfelNPidpodfsotlbcpviJu f Ivtf Ip^n bhoftjvn Itvrqi bcfZINfocpstlg/su fs!fyqrbjofe!u bd 
BZVTI lepdipstlejelopdxbodiplhjvf IjoK dcjpot IboelbtI feln f oipstlipIepItp/IBnrtp^u f tf Ijotibodft! 
voefstcpd'ld f loffeliplpsjfodNPtlpolu f Iriodtdhvjef ijmftlboelcpoyjodf Id fn Ipcju f loffelip! 
gjnpx Id f n /!U f Ipof .ebzINPIsfgfti f sliAjojohld bdx btlqbsdpcjd f Ijoifs/if oijpoljold f Iqjrpd 
ejtiEjddln bzlcf Iblrfrvjsfelf rfn fodpcjd f |oifsrfoqpo/

Tdbrfi.VqlTvn n bsz!boe!Dpodvitjpot
U f Itdbrfi.vqlfyqfsjf odfef In potidxfeld bdd fin f oipqohljoifsAf oijpoldbolcf Isf qrjdbcf elboe! 
bqqrjieljo!pd f slejtiqddljolbl^jaiilti psdqn f/ITztif n bycfcrinlvtjohld f Ibqqqpbdi f tlboelipprti 
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 fjslQ Dtltjn jrtelipld ptf Ipctf svtf eljokj f Iqjrpdejtiqdit/

Jbbef r vbif !sf $ ssbrim bobhf n f odboelsf cfcsejohlqsbdtjdf t
As evidenced by the variable number of complication case sheets filled out, the tracking of referrals 
x btlvofwfolbdqjttlQ Dt/IJblpoflQ D-ld f In foupslejtc^vtfsfeljoli fsldpowfstbqpotlxjd Id f lovstft! 
d bdtfvtfotf^sdxti beLbl fo!qrbdf bvdd fsf Ixfsf bptlpn qrfidetipn qijdbqpotbtf ti ffd/Xjd pvd 
the case sheet data, it was difficult to discern whether these referrals were managed properly. 
Bnd pvhi Id f Ibjn Ip^d f Idbtf Iti ffdlboelu f Idpoijovfelfn qi btjtIpolsf sdorfin bobhf n fodboe! 
follow-up was to reduce staff automatically referring patients without any assessment, also known 
btlh'hbif flsfrJsdjrfiJjn qqjvtfn fodjold jtlbsfblsf n bjofelblxpd Ijolqqohsfttlfwfolbgf slovn f^vt! 
mentor visits. Mentors offered several possible reasons why nurses might refer normal deliveries 
pvdpcjd f!Q DJjodrviejohlsf^sqohlqbqfodlx i plbtl felblipdp^rvftijpot!)d fsfczld sfbifojohld f I 
ovstft1!tiboejoh*-!opdx boijohliplcf lejtu/scfelbdojhi dboe!rfj{joftt/Tpn f lovstftHofz-!n foipst! 
fyqrtjofe/KJxjfoitldpn johjolxjd pvdbozlpyd f ttcljovftghbgpotlvtvbnBlepof levsjohlBODh jhi d 
brtptf ycfssfelsbd fsld bold f lovstftlepjohld fliftdld fn Itfnrft/!NfoipstjolQltoqvsIqpjoifelpvd 
d bdtpn fijn ftIbn cvrtoodf leqvtfstlippl tfcfssfelqtxjfodltpld f lofydofb^tdQ Dldxi fsld boltp! 
d f IGBV/IJblpd fsljotibodft-lqbyf out Ipctfdif elcplcf johlsf cjstf e/IBnrtpcjd ftf Ifybn qrfit Iqpjodipld f I 
complexities of effectively managing referrals and indicate that clinical and community practices 
cpd lof f elipldi bohf/l
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Nbobhjohlii f !Nf oupsjoh!
Cfephsbn n f

N bobhf n f odTiB/du/sf
B!dpsf !ifdi ojdbrtifbn !cbtfe’jolQwhbrp^’q^efe’pvtfIxrttivjebodf !boe!tvqqpsi/!U f !ifbn ! 
dpotjtifelpcju f Udi ojdbrhfibe-JRJtqf cjbjidboe’clpjdbrttqf djbijUIU f tf Jjoejvyevbrtiqwijof m! 
vytjifeU f Iqqstf ddejtLEjdLt-!bevytfe!po!n bobhf n fodqqDdfttft!boe!boqcjqbif e’boeisftprvtfe! 
issues as they arose. Project consultants also periodically conducted site visits and offered advice.

Bdu f tejtiqddrfivf nfolejtLEjddq^oh^on n f Itqfdjbijidx btlsftqpotjcrfilgjsU f !n fotpgohjoif SAfoypo! 
jolf bdi !ejtiEjdi/!U f tf IjoejvyevbiWx i p!i be!b!n btif at ’jo’qvcijd! i fbra !ef hsff !xju Ibzvsafejd! 
n fejdjof !cbd hq^voet-li be’tpn f !voef stLboejohlp^dijojdbrljttvf tIboelx psi joh!x jti Idijojdjbot/I

U f lejtugddqsphsbn n f tqf cjbijiitxf sf !f yqf dif e!ip;

Tdsff o!boe!sfds/jd!n f oipst

Ftibcrjlii !u f In btif slvytjdtdi f evrfi

Tvqqpsdn f oipstIjoldbsezjohlpvdu fjstevyft

PctfsAf In f oipslqf sg)$n bodf levsjohln f oipslvytjd

Sftpraf Iqspcrfin t!

I prelejtiEjdurfTMf rim f oipslsfvyfx In ffyoht

Sfvyfx Iboeltvn n bsjtf In f oipsliqqlsfqpsd

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

Interface with district officials and report to Sukshema leadership about the mentoring 
jotfsrfoypo

The DPS also coordinated with other district-based project staff, including the M&E officer and the 
ejtisjdddpn n vojizltqfdjbij1id)EIJr7!U ftfIqptjcjpotIbnrttbdxju jold f Ihpvfson fodejtiqddi fbra I 
offices.

I If ITvl ti f n blqq^lf ddefvf rpqf elbln bobhf n f odtie/du/sf Iboeln bobhf n f odqqxifttftlip! 
v^wfstff !jn qrfm f oibypolpcjd fin f oipgohljotf a/tf oijpo-!ef tdsjcfeljolu jtltfdijpo/
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hjltdpcjtif qt ’tpkprrpx !ip!qsf qbsf !g)s! 
boe’jn qrhn fodovstf !n f oipshAjtjit

Q Dtvn n bsz! 
profile

OrjiDjdbrim f oipsjoh! 
hvjef Icpslovstf! 
n f oipst

(Spvyef tlhvjebodf !tpin f oipst lepoid 
cpshf dboz’jn qpsibodtd qt

Nbobhf n f odLbprh
U f ITvl ti fn b! if bn !ef v\f rpqf e! bltf dp^ipprtiiplbttjtdn f oipst! jo! qrihoojoh! u fjsln foipsjoh! 
vytjit!boe!bttjtdejtiqddqq)h&n n f !tqf djbrjtif Ijoldbsszjoh!pvdd f jsltvqf 9/ytpsz!boe!sf qpsqoh! 
sftqpotjcjijiyft/

Sfqpsqoh’gpsn lipldprriiddebibk^n ! 
bvejdpc|21 IdDoepn mldprrfidif e’dbtf! 
ti ff d!boe!bnrWpn qrjtibijpoldbtf! 
ti ff d-tp!cf !dpn qrhf elbdf bdi ! 
n f oipsjohMjtju

List of first and second-line drugs 
boe’eptbhftliplcf h/tf elgjsMbsjpvt! 
NCD !dpoejgpot!bt!tvhhftife!cz! 
u f Idvssf odhvjef ijoft

Potjif !n foipsjoh! 
plan for PHC staff 
gps!3123.3124

Q/sqptf

staff they have mentored and 
po!xi jdi lipqjcft*4dbo!cf ?vtf e!ip! 
jefoggdg/u/^ !n foipsjoh’offet!bd 
li f ’joejvjev brig slrfW rn 
I f nqt!n f oips;’bttf tt!x i f d f si 
jn qspvtf n f od!b^ !sf qpsife’cbtf e! 
po.'n foipsjoNqqsvyef e-’jef oijc^’ 
I opx rhehf !boe!tl jrrinbqt’ip! 
dpvtf s!jo!n f oipsjoh’tf ttjpot-’boe! 
epdvn f odief oetljoln bobhjoh!
dpn qrjdbijpot_______ _________
Sf bez.’hvjef !gDs!n f oipst !ip!sf cf slip! 
xi f olbevytjoh’qqavyef st

If n qrbif ’ip’sf dpse’joejx/yevbrtin f d 
bdfbdi !n f oipqoh!vjtji>!bdijvjijf t! 
voef sd3l f o’boeipctf SAbijpot____
Tvn n bsz!ti f f dgpsln f oipsl 
ip’dbqivsf !cbtjd!ebib!po’a D-! 
jodrviejoh !t f s/ydf It ibgt ijdt ’boe ’ 
staffing details; portions to be 
vgebifeln pou m____________
Hvjef rjoft’po’.i px ’ip’dbssz’pvd 
drjiDjdbrini f oipsjoh-!jodroiejoh’. 
if bdi johiifdi ojr vft’ip’vtf’boe! 
session plan for first six visits, with 
c vnfiif e !rjti dpcjdpoif odip !dpvf slj o ’ 
f bdi !tfttjpo_________________
D fcfl ijidip’l ffq!u±>dl !pcjx i jdi ! 
staff at each PHC have been 
mentored on specific MNCH topics

i________________
Cbtf !ti ffdbvejd 
di f dl ij&u

D bsdpo!f ttf oujbrh 
NODI !es/ht!bd 
35080 D

N f oipgohlbif saF oqpoiSf qpsu

; D f dl rjiidgpstovstf! 
n foipsJipihvjef!
i f sljo’.n bobhjoh! 
u f !n f oipsMftjd 
Nf oipsjoh !isjq!
sfqpsu

Fobcrfit’ovstf !n f oipslip’sf dpse! 
f bdi !\Ajtjdip!vtf !bt !sf cf sf odf ’jo! 
qrhoojoh!g/u/sf h/ytjit____________ :
Tf s/tf t !bt !b’r vjd !sf cf sf odf !gps! 
n f oipst !po’b!qbsgdvrteia D-’l f qd 
in her PHC file; allows mentor 
ip!sf dpss.'di bohf t!pctf SAf e’jo! 
vij$bypo!joejdbipst !pvf sign f__  i
Jbif oef e!ip!i f rq!n f oipst?tie/du/sf H 
li f ’drjojdbdm f oipsjoh!dpn qpof od 
pcju f j^Aftjdiplf otvd7 !jddpvf st’.brrh 
dsjijdbrfopqjdt!boe!u bdbrrim f oipst! 
bsf !dp\/\f sjoh!tjn jrbs!ipqjdt!jo!u f? 
tbn f hAjtjii____________________
I f rqtln f oipst!l ff qlisbdl !pc|x i jdi ! < 

i i^ i_  _________ x.________i_______i

Ijbpiti Ef tdgqcjpo
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Qboojoh!
jn qrfn f otfxjpo! 
boe!n pojipsjoh! 
jouf 3Af oijpo!n biEjy!

Nff Qohbpift! 
if n qrtif

Npou rritvn n bsz! 
sfqpalpy 
n f oipsjohh/ytjit

IVjltdp^bdijXAjijf t EOTIti pvretep! 
ip!tvqqpsdn foipslbdf bdi Itibhf! 
p^qrtoojohJjn qrfn foyohlboe! 
n pojipqohln f oipsh/ytjit-lxju !b<jtd 
p^brrtapprtiiplcf !vtf elbdf bd !t ibhf! 
gjsln foipstlboeEQT____________
Matrix that summarizes findings 
gpn ibtitajtjddgjslf bd !n f oipsJ 
dpn qrfxf e!n pod mibgd slsf wjf x !p<j 
n f oipsliqqlsfqpsct_____________
Tvqf 9Aftpsz!di fd rjtdvtf e!x i fo! 
pctf 9Ajoh!d f Ibdgvjijf tip^d f lovstf! 
n foips______________________
Bkpsn bdd bddbqiWtid f!
qqjdf f ejohtlpcjd f JqiboojohCtfvijfx ! boelhvjef !d f tejtiqdurfiwf rh 
n f f ijoht

MB

illil!

I f rqtEOnboeln f oipsth/oefstiboe! 
i px Id f jslbdijwjijftftvqqpsdf bd ! 
pd f s 
«0wiSS - ■■

r r ..
■■;
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Tiboebaelgpan bdipltvn n bsj{f tebib! 
cflan Ibrrtn f oipsliqqy qpsd

r 1 . )•; ..•I

NpojipsjohiQspdfttft
Lp! tvqqpsd qqalf dd n bobhf n f od xjd ! ebtb! cps! ef djtjpo.n bl joh-l u f! qsptf dd f tibcijii f e! b! 
n pojipqohljocpsn txjpoltztcfn !)NJT7!U f !NJTlxbtlvtfelipltfbd IIfzljoejdbipstlipln fbtvd!i px! 
d f!Q Dtlxfsf Ibebqijohlipprtiboeljn q^vjohlqf scpsi bodf/IU f II fzltpvsdftlpcjn pojipqohlebib! 
efgvtfelcBDn Idbtf Iti ffdtvn n bqftId bdd fin foipstlqsfqbsfelevgohlfbdi Ipcjd fjsMjtjd/INfoipstI 
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 pod rzilsfqps-tIpoll f zljoejdbipstIgDsibnrtejtiqdit/INf oupstIsf df jvtf eljoejvjevbrjjf e!^qpsLtId bd 
qsf tf OLfeljoejdbtpslebcblgosIbnrtai fjslQ Dt Ipvf sign f/III f Iqqalf dddbn Ibrtplf yqboef eln pojipsjoh! 
jocpat bijpo! tp! jodraef I dprrfidLjoh! boe! bobrnfjoh I ebib! ^on Idbtf Iti ff dbvejitlboeldpoevdijoh! 
qf qpejdldijmjdbripctf SAbijpot Iboe kpdj ijnzlbvej d /IN pojipsjohlebiblbsf Iqsf tf oif eljolTf dijpo I: /

Tpvsdf t Ipc^Qspkf ddNpojipgohlEbio

Nf oipstItfcrrfidif elebiblgpn IQ Ctibdfbdi l^tjufe^johljogjsri bypolgpn !d f Iqbavqijpo! 
dhjtifs-ld'^^xisfhjtif^boelctotf Iti ffit/IQSu-lu fzlc^votfeld f lovn cfslp^dbtf Iti ffttlu bd 
had been filled out since the last visit.They also counted the number of pregnant women < 
xi plbsqvtfelbdd f!Q Dljolrlocpvsl^onfu f Iqbswqijpol^hjtifsIpWsIu jtltbnf Iqfgpe/I^b! 
qbtjf odx btIrjiif eljold f Iqbsu/qgpolsf hjtif slcvdd f sf lx btlopIdpssf tqpoejohIdbtf Iti f f old f I: 
n foipslippl Id f febcbtejsf dunkjpn Li f Shjtif slINf oipst Isfdpsef e Li fin bif sobrboebfx cpso! 
pvtdpn ftkjpn Id f Idbtf Iti ff dlboel^dpodjltield jtlxjd lebibljocfrvigfeljold f Iqbsu/qijpolboe! 
^^sdxtsf hjtifd-lbeejohljolbozlebiblssn Ifjd fsltpvsdf liplefvtf rpqlbtldpn qrfiif Iblsfdpae! 
btlqpttjcrhlpsJu fIrbcpvslboelefijwfstiffsftfdfItLbijtLjdtIgpsld fIQ Olli fzlbrtplsfvjfxfelu fl 
sfcf sdartsf hjtiszlipljef oygJqsf hobodxpn f olpslofxcpsatlx i pin bzli bvtf I off o!^ cf ssfe!

• , • • o.. ; • . '• f \ A s ■; ' . , \ . •_ • 1 • J. . .>

Bnpx t Idf oi&rfof bn lip In psf If bt j ra! 
n pojipstejtiEjdurfW rftvqqpsdiplu f 
mentors during field visits_______
I f nqt Id f Idf oLdortuf bn lip In pojipsl
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but for whom there was no case sheet Finally, they asked staff nurses about any deaths or 
still births that may have occurred, because these were not always reported in the official 
sf hjtif st/IU f zlsf dpsef eIjogosi bijpoipolu f Idbtf Iti f f ittvn n bsz/

" 1 fl sH if?" ■ '■ i ? J ' 'h!.U:
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Jblii jtln boof s-ln foipstldpnfidifeljogpsn bijpoipolu f lcpnpxjoh;

CVncfsIp^qsfhobodxpnfo’bUnpsflu bo!31!xfflt’hftibqpo’xi p!bsgv\f !biiu f IQ  
boelxi fu fslpslopdii fzlxfsf Ijolrbcpvs

’NoS! Ovn cfslpcjxpn foltfodi pn f !i fbtu z!)bgfstefijwfsz*!

Ovn cfslpcjn pu fdlpslofxcpsotl^^ssfeljjodrviejohljoejdbijpolp^u f Idpn qtjdbijpolgjsl 
xijdilufzlxf^l^^e-ydbqqijofocrff

«<?>! Ovn of slpcjn bif sobrlpslof x cpsotef bu tlboelovn cf slp^tijrrtcjsu t/
• '■ ■■ ■ J ■ ■

It typically took 1-2 hoursfor mentors to .review the registersand case: sheetsand fill out the 
ctotf Iti ff dtvn n bsz/

; ' ; • ■

Sfvjf x !Nf f cjoht
U f!q^>Kddftibcrjii felblqwijof In ffijohltis/du/sf lipin bobhf !u f Ijoifs/tfogpolboelti bsf! 
n pojipqohlboelpu fslqqoh&n n bqdljogjgi bqpo/!U f lEQTIdppsejobif elu f tf In f f gohtlxjd Id f I 
support of the M&E officers.

Ejtiqddif bn In f f ijoht
Bgf sltffjohlu f bff e^sdppaejobqpolboefogpsi bypolti bsjoh-!d f Iq^lf ddftibcijii f elbltiboebse! 
tf dpdsfvyfx In ff cjohtIjoif bcfi !ejtusjdd!Cfg)sf Id f Itibsdpcjf bdi lofx Ispvoelpcfn f oipsh/ytjit-!u f I 
DPS and mentors met as a group to review the objectives of the specific mentor visit, practised

N f otpgoh !Jbif saT oypo’Sf qpsu

..-.7-.'.. t- . '^rr^

~9.u- ,r
■ ■'£- 'O



1

N f oipsjoh Lbif s/\f oq po !Sf q psu
9;

role plays and demonstration sessions and reviewed findings from previous visits to establish 
qsjpsjijf t Iboefcjspcrfin .tprvf /!U fsf bgf s-lu fin f oipst Ihbu fsfelgpslbln bobhfn fot&vyfx In ffijoh! 
pof lebzlqf six ff I /lEvgohlu jtln ff tjohlu fzlefbrdxju Irphjtijdt-lidJwfrttosEbohf n foit-lsf qpsjoh-l 
boelpu fsin bobhfn fodibtl t/IBgJslbrrtn foipsti beldpn qrficfelblg/rTtapvoelp^n foipsMftjit!)f/h/!bnrin 
n foipst Idpn qifufelgovsi In f oipslwftjdipIbnrtG Dt*-!u f lif bn Ihpdiphf li f stbhbjolip!^vyfx Id fjsl 
f yqf sjf odf t Iboelejtdvtt Id bnrfiohf t Iboeli px liplsftpnrf Id f n ZIU f kfd ojdbrfnf bn !^>n ITvl ti f n b! 
qbsqdjqbLf eljold ftf Irtehf slsfvjf x In ff ijoht-lfjd f sjolqf stpolpsh/jblT zqf-Ijolbeejgpolipld f IEQF-! 
N' Rtqfcjbijidboeln foipst/IU jtln ffyohlqqwjefelbolpqqpsu/ojizlipljefocjcpljttvftloffejohlup! 
cf libl folvqlbdd f lejtiqddpsli jhi fslrfroftfWblejtiqditlx i fsf ITvl ti f n bitIdpn n vojizljoifsrfoujpo! 
had also been scaled up, project staff managing this intervention component also took part in the 
rtdnfslsfvyfx In ffijoh/

Jbif sobrisf vjf x In f f ijoht
Jblbeejqpolipld f lejtiqddif bn In ffqoht-ld f ITvl ti fn blqspKdilqfgpejdbrmli freljoifsobrlsfwjfx I 
n ffijohtId bdjodraefeltfojpsIqspKddrfibefsti jqlboelqsptfdiiifdi ojdbrftoewjtpst/!U f IqqsKddi fra! 
its first internal review meeting with mentorsand DPSs in September 2012 in Hospet after most first 
visits to PHCs were over. The Sukshema leadership and technical staff participated in this review. 
Fbd lEOTIn bef Iblqsftf OLtxjpolpcjbdLjvyijftItplebcf Iboelf bdi Infoipsln bef Iblqsftfoibypolpold fjsl 
f yqf sjf odf Iboelpctf SAfcnjpotld vt IcJosflU f lifd ojdbrttf bn Ijoigjevdfeltpn f Ipcjd fin bobhfn fod 
tpprtief t dsjcf elbcpwf levsjohld jt It f ttjpo/
BltfdpoeljoifsobrWwjfx In ff ijohltppl Iqrtodf IjolOpvf n cfs!3123!jo!Hbohbwbij-!x i foln ptdpcjd f I 
tfdpoeln foipslvjtjdlxfsf IpvtfsHU f ITvl ti f n blqqatf ddqbsqcjqboiiIc^oevdifeltjif Ivytjitlxjd I 
n f oipst Id f lebzlcfgj^ld f Isfvyfx In f f ijoh/Ubld f Isfvyfx In f f qoh-ld f lifbn lejtdvttf eljoqvd^n I 
d f lejtiqddsf vjf x In f f ijoht Iboeli px liplqqavjef Ipqqpsu/ojcjf t Igosln psf Idijmjdbrtqdxlijdf Icpsld f I 
n f oipst/l!
In February 2013, leadership organized a five-day technical review involving international and 
rpdbrtifdi ojdbrfbewjtpstl^an Id f ITvl ti fn blcpotpsgvn /ICbsijdjqboitlxfIjoispevdfe!ip!d f I 
interventions and the monitoring and evaluation framework on the first day and then traveled 
joltn brrfislhqovqtliplgovslqjrpdejtiqdii:!)Cf ntasElboelHvrabdiblgjsIn f oipgohlboeICbhbrtpdboe! 
Lpqqbrtgjsldpn n vojizljoif 9Afoijpot*!ip!ct)oevdda Dlboelcfcn n vojizltjif Ivjtjd/IU f Ig/nrttiqwq! 
came together in Hospet for a final day to share observations and recommendations.

Ejt ugddsf vjf x In f f ijoht
The project team at the district level was expected to interact with the district health office on 
bldhvrtaslcbtjt/!JblPdipcf s!3123!)d sff In pod tIbg/sld f Itibsdpcjd f Ijoifsrfoijpo*d f lEOTIboe! 
n foipst!j0If bd Iqjipdejtiqddi f relblejtisjdddyjfx In ff qohlxjd Id f IEI P-lejtisjddsfqqjevdijvtf I 
health officer (RCHO), district programme officer, district programme management officer (DPMO), 
boelpu f st liplqqovyef Ibolvqebif Ipold f Itibu/t Ipcjd fin foipsjohljoif srfoijpojold f jslejtiqdit/!Fbd I 
n f f ijohlrtatif elix pltpld sff li pvst levsjohlx i jdi Id f lEQTIqqjMjefeli jhi ijtni itlpcjd fin foipsjoh! 
qq^hdin n f Iboelti bdelsf dfodebib/
TvctfrvfoubJu f lejtigddifbn tlxfsf Ifyqfdifelipln ffiixjd Id f IEI Plbcpvdpodf IblrvbsJslip! 
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. 
Jbttjivijohlqfsjpejdln ffijohtlxjd Id f IEI Plejelopdi bqqfolbtltn ppd raljold f Itdbrh.vqlejtiqditI
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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.

MttpotJMbsof e;!Nbobhjoh!ii f !Nf oipqoh!Cfephsbn n f
N bobhf n f odt iB/du/sf
Bozlgpsn ipcjtdbrfi.vqlp^u f Ijoif srfoijpolxju jolii f Ihpvtfson foiitztifn !x jrrttf r vjtf Ibirfwf rtpy 
supervisory staff and a point person to coordinate and oversee the mentoring programme. The 
qsptfddrfibsofeic^n !u f lEQriqarfilbcpvdoffefeltvqf9/ytpsz!tis/du/sft/!U f iqarfiipcjd f lEOTlbt! 
bolpctfdLjvtf Izfdtvqqpaprf Itvqf aytpslgpsln foipst!boe!b!ij®l !xju !u f!EI P!x btlv^ibrhgpslu f! 
jotf srf oijponvddf tt IbdtdbrfV
EQnu/sopwf sl
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 bnrfiohftJolefvtf rpqjohrtibef sti jqboeh bobhf n foddbqbdjuzbdJ f tejtiqddfMf rtooeftibcijlii joh! 
consistent relationships with district officials. There does not appear to be an underlying reason 
goslu f!i jhi hfivrfriprju/sopvrfstebd f sWjqf iE!p^<jxiipst!dpoi£jCvde-!jodroiejoh!EC5nrfib^oh!ip!lpjo! 
hpvtfaon f odpslgoslqf stpobrtaf btpot/l

Nbobhf n f odcbqb4uz.cvjnajoh
Cfdbvtf pcjd f MoboijdjqbifeECinivsopvf sli f IqqaWdii beLplefuf rpqbEQDn bobhf n fodiEbjojoh! 
tf ttjpoluplf otv^ !u bdu fz!i twf !ii f idrvjtjif Irvbfjnzijn qqowfn fodboeldrjmjdbrttopxrfiehf !boe! 
n bobhf n fodtl jrrtitpIdbsEzipvdu f jslsftqpotjcjijnjf t/!Ofx lEQnqbsgcjqbcf e!job!4.ehz!joevdijpo! 
training and were then placed in the field to shadow another DPS for 1-2 weeks before taking on 
u f jslsf tqpotjcjrjnjf t/l

Nfotpslsf if Oljpo
U/sopvtf sljolu f In f oipslqptjujpo!pddvssfe.'sf hvrbsrz/!U f Ikpcldbolcf Iftqf djbralef n boejohlgjsl 
von bsgfelxpn fo!)xi pli bwf lipldpotfoelxju Icjxi jnnlpcKdijpot*!boe!g)s!n bssjfelxpn folxjd I 
zpvoh! di jrest o/l Cf dbvtf I u f I n f oipst I brf I zpvoh-l tpn f I rfibwf I u f I qptjijpo! vqpo! n bsqbhf 1 ps! 
d jnacjsd /IPold f Ipu f sS boe-tef tqjif !u f lefn boetlpcju f IkpcIjjodroiejohlx pd joh23.25.i pvslebzt! 
because of the travel required), project staff indicated that few mentors had resigned for work 
sfbtpot-lpu fslii bolbkfx lxi plxfsf lopdqfscpsn johlxfnOvtfslu f Irfitt-lczlEfdfn cfs!3124-!porn! 
u df Ipcjii f !psjhjobrt22!ovstf In f oipst Isfn bjof elx ju Id f Iqqatfdif!

Vtjoh!ebib!ip!u f Ig/rrfitdqpif oqbrn
U f Iqqjlfddi beliplbek/tdu f lizqftlp^ebtbldprrfTdifelipli pof Ijolpollfzlebcblgislq^hsbn nf! 
n bobhf n fodboeljn qspvrf n f odIJajijbnm-kpsIfybn qrfi-!u f IqqaKddjoif oef elipljoqvdbnrtebibl^n I 
dbtf Iti f f it Iboeltf rgbttf ttn f odipprWcvtiu jtlxbtlcvsefotpn f Iboeld f lebtblxfsf bpiivtf g/rftJ f I 
qqsWddu fokpdvtfelpoltfrhdifell fzljoejdxpstlboelbek/tifelu f Idbtflti ffdbvejdgjsn !ip!dbqu/sf I 
discrete information. With these revisions, mentors delved deeper into specific information fields 
xju jolii f Idbtf Iti ff d±u f slu bollvtdsfvyfxjohlu f n kpsldpn qrhtfoftt/U jtlx btljoif oefelipli f rq! 
u f !qq>lf ddtztif n btjdbnonlboelr vboijibijvif mlidxi Iti psuJpn johtIboeljn qqavtfn foitljoln bobhjoh! 
dpn qijatxjpotlboel^cfssbrtfITjn jrtea-lu f•qqpKdiin bef Ihsfbdslvtf IpcjvqitfbijpolebibliplibshfU 
sf tpvsdf t lipli jhi wproinflQ Dt/



Voices of PHC and District Staff

Q/sqptf !pcjNf oipsjoh!Q=phsbn n f
Q Def bn t! dpovtf zf e!b!dpssf ddvoef stiboejohlpcju f! qvsqptf ipcjii f !n f oipsjohlq^h&n n f! 
boeibqqsf djbif e!jit!g)dvt!po!jn qq?v\joh!u f !r vbrpzlpcfn bcf sobrliDoeiofxcpsoSi f bni /!Bt!b!EI P! 
opif e4!Bqbsdcg)n !T(B!iEbjojoh-!ovstf t!i bvtf !op!f yqptvsf !ip!of x Jjogpsn bypolboe’u f !n f oipst! 
qqDvyef !u bi/!NPt!bsf iopdbcrfiliplq^ef !u jtkfWripcjtvqqpsdcf dbvtf !u f z!rppl Ibgfsln bozfpu f s! 
qq3h±>n n ftfil f’opife’ii bdovstf t!jo!Q Dt!±sfra!i turf !tpn f pof !bv\bjrticrti!x i p!dbo!n pojipshJ 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 
I opx rfiehf !boe!i f rqjohlovstf t/!U fzlbrtplbdl opx rfiehfelu f Isprhln f oipst Iqrbzf e!jo!tvqqpstjoh! 
u f !Q Dif bn tliplf otvsf Id fzli bvtf Ibrriii f les/ht-lf rvjqn f odboeltvqqijitlsf rvjsf e/!Bt!pof !NP! 
tibife-hll fsf !bsf !u joht!xf IdboTddpodfoidxf !po!tp!n foipst!i f rqlvtlhf du ftf Id johtlepoffll f I 
xfodpolipleftdsjcf !i px Id fzlxfsf Iti psdpcjvn cjtjdbridrtan qtlboelvyibn jo!L-!h'Tp!n f oipsliprelvt! 
iplhf du f n

Vtoraf IpcjNf oipsjoh!Q=phsbn n f
I n the words of one medical officer,"Mentoring has been really good for us "Another MO stated,"! am 
vfsli bqqzllxjd In f oipsjoh/IXf !i bvtf I 
n bef Iblrpdp^di bohftltjodf In f oipst!
i bv\f I dpn f I boe! tjtifstH I opxrhehf I 
i btljodsfbtfelboeld fzli bvf Irhbsofe! 
n psf I tl jrrtnfl Q D? if bn t! qsbjtfe! d f I 
n f oipsjohlqqDhsbn n f I gos! jodsf btjoh! 
d f I opx rfiehf boeIt I jnrtfpcjovstf t/!Pof I 
N Pltbje-flJi bvf lopijdfeld f psf gdbrboe! 
qsbdydbrtjn qqovf n f oiiljolovstf t/IBo! 
NPljolbopd f sl^djrjnzltvn n f eljdvq! 
d jtlx bzjliCf gpsf Ixf !hpdu±yojoh!cvd 
jn qrfin f oibgpolx btlrtodl joh/lll jtljtlb!

IlfSAffxtlxfsf Idpoevdifelxjd JcpvsIGI DLfbn tlboelpof IEI P5o!Nbz!3124jo!d f Iqjrpiejtiqdit! 
loelxjd IQ Dlif bn tlboelbopd fs!EI Pljoltdbrh.vqlejtiEjditIjolPdipcf s!3124!boe!BqsjriS125!

- llbttfttld fjslvoef stiboejohlp^d f In f oipsjoh!qq3h±>n n f Iboeld fjslpx olbttfttn f odIpcJ 
^J^i qq)\Af n f od Itjodf Id f IqqDhdxi n f Icf hbo/l
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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 
pvdu f !dbtf !ti ffdpolii f !n psojohlti jgJxi fo!ixplovstft!xf st!po!eviz/!Pof !NP!tf dpn n foefe! 
shortening the case sheet since "the case sheet is helpful but it is tedious work for staff."

Pof lovstf Ifyqrtajofeljojcjbrti ftjLbcjpoIipIn bobhf !dpn qijtibijpotlcvdopifeiu bdu f Idbtf !ti ffd 
n bef Ijdqpttjcrfilipln bobhf Idbtf t/!Ti f Ihbvtf Ibolfybn qrfilp^blCQ Idbtf Isfdfouzln bobhf elboe! 
sfcjsefe/!Pof lovstf Idpn n foife-liFbajisIxf !g)dipdip!btl Ibcpvdqsftfoijohldpn qrtojoitlcvdxf lep! 
tpln psf If btjralopx Ixju Id f Idbtf Iti ff ifIBopu fslovstf Iti bsfeli px !ti f IsfdfjvfelbldbrrtagDn Ibo! 
Pc.HzoIbdblsf (fsEbrfi ptqjibrtq^ojtjohli f slgpslben jojtifsjohln bhoftjvn Itvrqi bcf Icf cpsf Isf^sqohl 
the patient. Still another nurse stated, "Now we are more confident to manage complications

good thing because it is skilled oriented and helps with implementation. It is different from other 
i&jojohlqqDh&n n f tfi

CVstf 11 jo! qbajdvrtel qpjoif e! pvd i px In foipstlxf sf !i frqjohlu f n Icf In psf I tztcf n bqdlboe! 
u pqDvhi Ijolqqovyejohldbsf/lBtlpof lovstf Itdxfe-ITXf lejeoidl opx In vdi Icfgpsf Iboelopx Id f I 
n f oipslif rririvt !i px lipleplf bcfi Id johlboelf yqrtajot lx i zlxf lepld ftf Id joht/IU fin f oipslsf n joetl 
vtlbcpvdd johtlxf Igpdif LflBlsfdvsqohln fttbhf Ic^n lovstftlx btld bdiNf otpqohli btli frqfeljo! 
of itf slvoef stiboejohljolbltifqx jtf In boofsli px lipldpoevddef ipf qf t/ll bvyohltpn f pof If yqrtajo! 
these steps is very beneficial." A nurse in another PHC similarly stated:

TXf lx f sf lepjohlpvslx psi Icf gosf Icvdopx lx f Ibsf lepjohljdjolttf qlczlttf qlqqDdf tt-lg^stf ybn qrf>! 
i px liplqqsqf smlsf(fslblqbyf ou-li px liplepli jtLpszltbl joh/ICfgosf lxf lejelopdl opx Ibcpvd 
qbsq>hsbqi /IXf Ibrtplrfbsofeli px lipin bjoibjolea/htltplxf lepoids/olpvdpcjtipci Iboeli px lip! 
I ff q!c£>n qijabypoll jiifi

Bopd fslovstf joIbli jhi .v\pmn f IQ Dlfyqrtajofeljdd jtlx bz;l*Cfgpsf Ixf Ixfsf Iblijnufilcjddbsf rfrtt/IU f I 
rbcpvs!q)pn lx btlopdbssbohf elqqoqf snalboelxf !i belopdsf ti felpvsll opx rhehf/IQdx Ixfli bvtf I 
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 
d f Iqspcfttjpobijtn Iboeljoif sqf stpobritil jrrtipcjd f In f oipst/i Nf oipstlbsf Mfszli f nqg/rfooelsf rtayf e/l 
FWoljcjx f Ibsf Is/ef Ipsttisf ttf elcf dbvtf lx f Ibsf Icvtzld f zlepoidsf bddboelbsf Ibm bzt Ibdf btf lx jd IvtI 
xi jdi !i f rqtlf btf Id f lif otjpo/lfBolNPitibcf e-JNf oipst Ibsf !v\f szlhppelboeldppqf sbyvtf

Tpn f IQ Dtlg/nonlfn c&dfeld f Ibqqspbd ft! 
d f In f oipst Ivtf elipltief ohd f oltztcf n t-!boe! 
tfvf sbrhovstf11 bqqsfdjbife! d f I dbtf! ti ff if! 
Pof lovstf ltdxfe-!TU f Idbtf Iti ffUjtlijhf Ibo! 
Pc.Hzo!cpslvt/!Xf lepoidof f elipldpotvrcid f I 
NPljcJd f Idbtf Iti ffdjtld fsf Itjodf Ijdhvjeftlpo! 
f \Af szIt if q Iboe If vf 0 It bzt Id f lept bhf Ipcjes/ht I 
iplvtf flU f Idbtf Iti ffdi frqfelxjd lejbhoptjt-l 
sfcf s&rboeSojgbrh bobhf n f oi/Eftdsjcjohjit! 
benefits, a nurse stated: The NRHM case sheet 
epftoidhpSoipIn vdi lefqd /LI f Idpn qijdbypo! 
dbtf Iti ffitIbsf !i frqg/rfi
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Ji qspvf n f od!Bu^cvibcrfi!ip!Nf oipgoh!Qphsbn n f
Q Dif bn t !ef tdsjcf e!n boz!jn qspvfn foiiljolu f jsfpqf sbypot!boe!u fjslrvbrjtzlpydbtf itjodf !u f! 
tibaJpcjii f !n f oipsjoh!qsph£>n n f/

Esvht!boe!tvqqrjf t
Q Difbn t!tbje!u fzlxfsf In psf !bxbsf Ipcjxi bdes/htItpltipdl Iboelxfsf In p^Itztifn bqdljo! 
f otvqohles/htlboeltvqqijftlxf sf IbmbztlbwbjriDcrfi/IPof lovstf lopuf e-TiEsyhltvqqraljt Ihppelopx I 
boelxf II opx Ixi bdes/ht Iipli bwf IjolrtcpvsIqDpn Iboeli px Iiplben jojtif slu f n ZIBopu f sIQ D! 
if bn Idpn n f oif elpolu f Icf ufsldppsejobijpolxju Iqi bsn bejtitlgpstes/ht/IQ Dif bn tlbrtplopife! 
jn qqjvtfn foiiljolu f Ibwbjrfcjijozlpcjrfcldtilljolu f Irtcpvslqspn /

Ji qspvf elrlocpvslsppn t
In several of the PHCs visited, staff took pride in pointing out improvements they had made 
f tqf djbnonljoId f IriccpvsIqDpn /!U f Irbcpvslqapn t !x f sf !x f rrtpshboj{f elboeltvqqijit !x f sf Isf bejra! 
available and labeled. Staff also said they had improved infection control.

TvqqpsifcpsINf oipgoh!Q=ph±n n f
Tibi fi pnafstlxfsf Ibtl feljcju fzlu pvhi du fin f oipsjohlqqjhdan n f Ijtltpn fu johlu bdti pvra! 
of Idpoqovf elpsljyu f zkjjwp^e!n psf Ipcjblijn f .cpvoelef tjholjolx i jd Id f IQ DIx pvraloplipohf si 
offelu f Itvqqpsdpcjbln foipsIIBrrtii ptf fjoifa/jfxfeld pvhi id f Iqqshsbn n fx btlhppelboelti pvna! 
continue. One medical officer explained, "Monitoring is required so we don't forget to do things 
boeln f oipsjohli f rqtlxjd Id jtfi

■I

Ji qspvtfein bif sobrfatosf
PHC teams said they were doing better diagnosis for mothers and newborns. One medical officer 
tbjeld bdovstftlxfsf lopx Ixfrriqsfqbsfelipleplef ipfqftlpold fjslpxolxi fsf Ifbajdisli f Ixpvre! 
support them as needed. Nurses and medical officers indicated that they have stopped labour 
bvhn foibqpo/

Ji qspvtf e!of x cpsoldbsf
O/stf t Ijoejdbif eld fzlxf sf Iqbzjohln psf Ibuf ogpoliplofx cpsoldbsf Ivoefsld fin f oipstilivif rtahf/I 
TXf lopx lepljn n fejbif lesf btixf f ejoh-!)x i jd Ixf lejeoideplcfgjsf In f oipsjoh*-!hjvtf Ijogpsn bqpo-I 
ibrtiln psf bcpvijn n voj{bgpo-hjwf VjL/L/IIOvstftbitpItibif eU bdd fzopx 1 ofx i px Lplefifsi jof I 
if a baby is preterm and how to use the referral case sheet. A medical officer noted that newborn 
sf tvtdjibcjpoli beljn qqjvife/

Of uf slsf if ssbritiztif n t
Btlpof lovstf !tibife-!il px Ixf leplsf^sdxtii btljn qspvtf e/!Xf lopx Ibttf ttIdbtf tIgpslsf cf sdxfboelcbnrin 
the ambulance and fill the referral case sheet."



Pof! ovstf! f yqrtajof e! u f! v\braf! pcj u f! n f otp^oh! q^h&n n f! pv\f s! sf £fti f s! ik>jojoht;r1 Jb! 
refresher training you get lots of books and one-time training, then it finishes while mentoring 
jt! bldpoijovpvt IqqDdf tt!lx)e!qspvyef t!g)s!pohpjoh!ejtdvttjpo/1ll f lovstf t’cf rtiu fin f OLpsjoh! 
qq)h±n n f !ti pvreldpoqovf !Tcf dbvtf In foipstldpn f Ixjii lofx Ijogpsn bypolboelu fzlqspvyef I 
bddf ttliplf yqf ai/IBo!NPlopif e-!TU fsf Ijtltpln vdi lx psi rpbeli f sf Id bdu johtltpn f gn f tIcjxrin 
of i joe It pljdjt Ihppelipli bvtf Id f In f oipst liplsf n joelvt Iboelipll f f q Idpn johlpgf ofi

ifl________
N f oipsjoh !Jb if 9Af oijpo!Sf qpsu
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Dppsejobypolxju !Dpn n vojiz! 
Jbif SAf oijpo

II__________________________________
gpoijpf !i fbrd >x pd f stixju jo!u f !fjhi ddejti^dit/

U f !dpn n vojizljoif 9^oypo!cf hbo!jo!Lpqqbrtt>oe!CbhbrtTpdejtiqdit!jo!Bvhvtd3123!boe!x  bt! 
modified and introduced in the remaining districts in January 2014. In Koppal and Bagalkot 
ejtugdit-! li f !qq?KddjoiqDevdfe! n foipqoh! jo! (Jcs/bsz! 3124-! n f bojoh! u bd n foipst! boe! 
community staff in those districts had a longer history of both components being in place. As of 
Bqsjri3125-!u f iqsplfddx bt’qjrrjrohlpvdu f!dpn n vojizSjoif s/tf ogpo’dpn qpofodjolu f Itjyltdbrfi. 
vq!ejtiEjdd/!Podf !jojqbqpo!pcju f !dpn n vojizljoif s/\foijpo-!u f lejtiqddif bn t!cf hbo!ip!rfibso! 
bcpvdfbdi !pu f st!jod 9^ogpot!boe!f yqip^ fpqqpsivojijf t!g)s!dpp«jobijpo/

N f oip^oh'Jbif 3Af oijpoISf qpsu

So38

I f !Tvl ti fn b!q^>Kdut!dpn n vojizljoif s/vf OLjpoIjt!ef tjhof e!ip!x psi Ipoldpn n vojiz.rfwf rti 
’i jttvftlii spvhi Icvjrajohlii f !dbqbc|i£!pdK Bt4BTI Bt-!boe!Bohbo!x bejlx psi f st!)BXXt*!ip!

qqDwf Icjsu Iqsfqbd'eof tt Iboeln txf 9obrft)oe!ofxcpso!q±dqdft!biJu f !dpn n vojizlrfivtf rfi 
B!tfqb±if!qspdftt!epdvn f odjt!bsAbjrtacrfilef tdsjcjoh!u jt!jouf a/tf oijpo!boe!b!csjf ^pvf3A[f x !jt! 
qgjvyef e!jo!u f !if ydcpylcf rpx/!

-SA ■ ’T"’

■■■■■I

Pvtf s!\Ajf x !p^Dpn n vojuziJbuf SAf oijpo ;
U f !dpn n vojiz!joif 9/f ogpo!gpdvtft!po!jn q^^vyohJu f !n bobhfn fodboe’efrjvtfszlpcj 1 
pvtEfbdi ! tfOAjdft-? titfohu fojoh! efnboe.tjef! nbobhfnfod boe! gjtifgoh? n vu/brh < 
bddpvoibcjrjuz'ip’q^n pcf !i fbra z!n btfsobritooetofxcpsoidbsf !qsbdijdft/’BEOT!pWstfft!b! 
if bn ipcjdpn n vojcz’dppsejobipd !)DDt*!x i p!bsf !qrtodf e’bdti f !ibrwl b!rfov\f r&J f '.CD Jqspvyef! 
support to district resource persons (RPs) who are identified from the community to act -J 
btlrftef 3!boe!i&jof st?g)s'dpn n vojiz’i fbra !x pd f st/?)Opif ;!Jb!u f’qjrpdqi btf ’pcjii f! 
community intervention in Bagalkot and Koppal, RPs were project staff, but this was modified 
evsjoh!tdbrfi.vq!ip?f oijtddpn n vojczln f n cf st!bt!SQfip!jodsf btf Itvtibjobcjrpz’boe’cvjre! ' 
ipdbrtdbqbdjizAJ f !qspKddusbjot’u f ?SQ-!xi p!jo!u/9o!i^)jo!BT Bt-!BXXt-!boe!K Bt/!ll f? ? 
qqoKddi btiqqDvyef e!ii f tf !gpouj©f !i fbni !x psi f st !x ju !b!v\bsjf iz!p^ipprtiip!jn qqsvtf !ii fjs! • 
effectiveness in reaching out to pregnant and recently delivered women and newborns ; 
bt !x f rribt !dpn n vojiz’rhbef st/’U f tf lipprttjodmef !bo!BTI B!ejbsz!ii bd^bivsf t’dpvotf rj©h? '' 
n f ttbhf t!boe!b!dpn n vojizlef n boe!$Ug}s!f ovn f dxjoh'boe’idxi johlq^hobodx pn f o-4 \ 
b!i pn f .cbtfeln bifaobrfooelof xcpsoJdbsf fippriupttvqqpsdcpn jra.g)dvtf eldpvotf rjtoh’boe! 
tvc.df oisf !n pojipgoNipprtfu bddpn n vojiz’n f n cf stN/tf lip’bttftt!ii f Itibivtlp^n btf aobrh - 
boelof x cpso!tf aydf t!jo!ii fjsidpn n vojtjf t/!DDt!boe!SQ!biLfoe!n pou rain ffijoht?! opxo! • 
bt JBqDhzb’N boibqbLi bdbsf 1 f re'bdii f tyntahf IrfMf tfBeejgpobrrMXX fouf oe’Bsphzb’Sbl ti b! 
Tbn jii j!)BSTn ffqoht’boeljoif sbddxju !uf!U Plbcpvdu f !q^h$bn n f !boe!boz!jttvft!
li bib^tf/!Bt!p^Bqqii$125-!Sa!x f sf fcf johlid^jof ejolbnrtajsphf ddejtiqddiplsf bdi !pv/s!33-111! j

__ _-.... -__ _____ w
Ufrripsz!pSb!Nbif35brtOfxcp93-!boe!DjreIfbra !)NOO *!Nf oipgoh'Cbphsbn n f IjoOpsu f so!Lbsobibl b



U f rripsz!pcjb!Nbif sobnOx cp9o-!boe!Di jna.I f bra !)NOD *!Nf oipsjohQph&n n f !jo!Opsu faoJLbsobibl b

N f oipgoh’Jbif SAf oypoiSf qpsu

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 
sftiB/du/sjoh!pc|u f !n f oipslbttjhon f otffcbtfe!po!Q Dhapran f 7!Fbdi !DDi be!8.9!Q Dt!jo!u fjs! 
taluka and each mentor looked after eight PHCs. CCs had to coordinate with 2-3 different mentors 
ip!dp\af slbnrtai f !C1 Dt!jo!u f jslibml biboe’n focpst’rjtif x jtf lof f ef e!ip!jotf dDddx ju In vrgqrhIDDtlip! 
dpvf slbnrtai f IQ Dtljolu f jslqpsupijp/

EjtiqddDpp9ejobijpo!Fv\praijpo
Ck!Bqqrt8125-!ii f Iqq^Kddrhbef sti jqlxbtln psf Ijotf oypobrtbcpvdqq^n pijohldppsejobqpolboe! 
joi^evdf elbln f f yohlqrtoqpsn Idbrrhi f lejtcqdddppsejobgpoln f f cjohljolx i jdi Ilf bn tlgpn Id f! 
n f oipsjohlboeldpn n vojizljoifaaf ogpolc^n qpof odln f dpodf !b!n pod Ijolf bdi lejtiEjddlll jt! 
n f f Ljohljodnzief eld f EOT-IN' Fltqf cjbrjiuEDT-lejtifjdddpn n vojizln f oips-IDDtlboeln f oipst/ISQI 
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 
bqqpjodbldf oidDriof bn In fn of sltpltfsaf Ibtblejtiqdddpp^jobypoln bobhf s!)EDN*!g)slf bdi tejtiqduJ 
bra pvhi !i bvyohlf jhi djoejvyevbrtitfa/yohljold jtldbqbdjizl^slfjhi dejtiqddldsf bifeldi bnbohftljo! 
tiboebasjtjohlbqqqobdi ft/

According to project staff, the district coordination meetings tended to vary from district to district. 
Jb!Hvrabshb-!d f lixplif bn tin f diphf d fsItfxAfolyn ftlof ixffolTTqif n of s!3124!boe!Bqqrl8125/! 
These joint meetings helped build a sense of connectedness among project staff. As one mentor 
opif e-iFbgjfsIxf Ivtfelipld jol Id ftf Iqf pqrfilxfsf Ixjd Ibopd f slqq^lf dd\sf (JsEjohlipIDDMcvdopx I 
xf Isf brj$f Id bdxf Ixpd liphfd f sfiJbllpjodn ff yoht-lqbsqdjqbodlejtdvttf elqqDcrfin tId fzltbx I 
jold fjsld Dltfs/ydf Ibsf bt/!U f zlsf vyf xf eljoejdbipstlc^n Id fin f otpsjohlqqDh&n Iboelr vbsd'szi! 
dpn n vojiz.cbtf eliebdl johltvaaf ztld bdd f Iqq^lf dddbsgf tlpvdlEvsjohld fin ffqoht-ln foipst! 
and CCs jointly prepared action plans for their PHCs and district-level staff (DCS, DPS, DCM, M&E 
tqf djbrjtJIqsfqbsf eltf qbdxf IbdtjpolqrbotZU fzlbrtpln bef IqrbotlipleplIpjodvvtjdlipICl Dt/INf oipstI 
ejelopdi bv\f Ibozljoif dxlijpolxjd Id f ISQjold f Itdbrh.vqlejtugdct/
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Nf oipsjohLbtf sv\f oypolSfqpsu

In Gulbarga, while CCs and mentors scheduled joint visits, they often found it difficult to actually 
dpoevddu f n /IJbtif belli fzljocpsn felf bd Ipii fsix i fold fzlxfsf lipin bl f !b!v\jtji/!Bn pohlu ptf I 
joifs/yfxfeljolrtatdtjyln pod t-!n f oipstli beldpoevdif e!bcpvd2.3!lpjodvytjit!xjd !CQ!pvUp^35-l 
xi jrhIDDtIsf qpsif erziln bef !4.5!lpjodvytjit!xjd In f oipst/IJbltpn f Idbtf t-!d f Ivytjitlxf sf Ibdivbnon! 
qriooof elbt llpjodvytjit-lcvdjoln bozlpd f sldbtf t Ijdi bqqfofelczln psf Iczldpjodjef odf !)j/f/-ICXXlx f sf I 
vytjgoh IblQ Dlbdd f It bn f lyn f Ibtld f In f oip$7

■ ■■ . •.; •

Challenges and solutions identified through joint action planning

Nbd !pc|NR!tvqqpai!Tfwf dxtNRt!tqfoe!poia!b!^x !i pvstlfbd lebz’bdu f DI 
Q)!tproiijpo!qspqptfe/!!

• ■ ; ;• $ i * $

-^l LtootqpsdDijpoljochiejohieqjq.cbdl !tf aydft/lFyqrpsf !vtf !p^K)Oboj!Ti jti vlTvsbl ti bl 
Lbszblsbn !)KrTL*1g/oetIcplq^vijef !u jtltfs/jdf/1 

■
Lack of drinking water. Acquire or repair water filters in PHC through action planning 
qqjdf tt/IDD lx jrrtfxJdpn n vojixll opx lx i f olx bif sljt ItMbjrtcrW

»<f»! MxJ Ipcjn fbrWftqfcjbraljolsfn piflrpdbijpotlxju lopldbif gohltfSAjdf/IFodpvsbhf INP! 
tpldpoidxidx ju lebjlpslpu f sldpn n vojizln f n cf skplqqjujef lg)pe/

Home births: 3-6 in PHC service areas each month. Mentors to find out more about : 
u ftf !i pn f Icjsu tlboelxi zlu fzlpddvsefelboelti b^Ixjii ICDlpljoifSAfof Ixjti IBTI Btl 
in specific villages.

»<?»! BsqvyohlbiiQ Dg/ran!ejrtif e!)f tqf djbnmln jh*ott7!goe!pvdn psf Ibcpvtlu f In jhdaot! 
qpqvrtxjpolboeljctli fbru .tff I johlqbuf sot/ITvqqpsdwjntohftliplsf dsvjdn psf IBT Bt I 
xi fsflu fsfljtlblti psLbhf/l

Cppslsf^s&riqsbdqdft/IJblpof IQ DJg>stfybn qrh-!d f !NP!^£fs6fe!61&!pyxpn folipli jt! 
qsjwbtf IctjwjcVIOpItprviLjpot Iqqpqptf e/

Tfvfsf Ibobfn jb/!C^>n pcf IJOBIbdd f Idpn n vojuzlrfrof rh

Mbdl Ipgtvqqijftt/IDDboeln foipsltpln ff dNPliphfd f slip It ib^ Idpn n vojizitldpodfsot/ 

! Lack of PNC ward. Encourage MO to get drapes and curtain off a portion of the general
x bselgpsIQCDlqbgf od/

U f !Tipsz!p^b!Nbif sobnOx cpso-'boe!D jra!! fbni !)NODI *!Nf oipqoh'Qphsbn n f !jo!Opsu fsolLbsobibl b 
_____________ IL
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U f !Tips!p^b!Nbif sobnOx cpao-IboelD jrelfbru !)NODI *’Nf oipsjoh!Qph$n n f!jo!Opsu faoilbsobibl b

DDqsftf oct!bttf ttn fodpcjCI Dt!jo!ejtigdudppsejobqpo!n ft qoh

:8 j

Fybn qrfit!pc|Dppsejobijpo
Pof !CDsf rtxf e!b!tLpsz!ip!jrwitid)if !dppsejobqpo/!Evsjoh!i jt!vytjdip!b!C1 Dluplbcif oelbo’BT B! 
n pou ra!n ffyoh-!i f Irhbsofe!u bdu f !Q Drt!efrjWszlvprvin f !x bt!rpx/!BTl Bt’xfsf !dpn qrbjojoh! 
about the PHC because staff had stopped giving drugs to speed up labour, so they were now 
sfcfssjohlxpn fo!ip!bopii fslQ Did bdtijirt|±)dijtf eiriocpvslbvhn f odxjpo/!U f ’DDhjgf e!ip!f yqrbjo! 
iplu f n !x i zlrticpvslbvhn f oibgpolx bt !opdb!hppe!qdxkjdf/!! f !u f o!jog>sn f e!u f In f oipslx i p! 
counseled staff nurses at that PHC to stop labour augmentation.

Bolpctf SAbijpolpcjblejtiEjdddppsejobijpoln ff gohlzjf ref eln psf Ijotjhi it Ijotplu f Idppsejobqpo! 
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 f rqkju boeCDtbcf sf btl felpbgohlgpsKb^jog^ai bypoli fzi be! f bsejoti f fcipn n vojizbcpvd 
u f !Q Dt/IDDtIqsf tf oif elebiblu fzli beldprrfidif elpold Dtlpccbjof eld qDvhi Id f jsIqbsLjdjqbqpo! 
jolBSTln ff yohtljolf bdi IQ OlJbltpn f Idbtft-!jogpsn bypolpcibjofe!^)n IBSTlx btlopdbddvsbif-! 
which pointed out the need to better inform the community about PHC services and staff. In this 
dppsejobijpoln ff Ljoh-ln f oipstlboelDDtlxpd f e!jo!hq3vqt!cz!ibral bliplhpld qwhi Ifbdi Id Dlboe! 
efvf rpqbllpjodbdijpolqrlQo/IU f Itjef cbslpold f Iqsf v^pvt Iqbhf IqqDyjeftlbltbn qrfilpcjd f !\/\bsjpvt! 
di bnfoohf t If odpvodsfe/l

Bopd fslfybn qifilpcji px Id f lix plqqDh±>n n f Idpn qpofoitligfelipltvqqpsdfbd Ipd fslxbtlxi fol 
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 
tvcdf oirftlboeljogosn f eld f lEO'IU f IDDIrfibsof elc^Dn Id fISdd bdBTI Btljold bdbsf blxf sf lopd 
sfcfssjohlxpn folipld bdd Dlcvdsf ssf eljotif beliplblof bsczIDI DHU f IDDn f Uxjd IdfISdboe!

N f oip^oh ’Jbif oqpoJSf qpsu



■

N f otpsjoh Lbif 9»Af oijpolSf qpsu

MttpotlMbsof e;!Dpn n vojuzkbif sutf oqpo!l\Jol bhft
II f !ij®l bhftlcfixffolu f lixplqsphiin nf !dpn qpofoii!fv\prvfeltpn fxi bdpshbojdbni!bt!u f! 
ixplifbn tlhpilipll opx !fbd !pu fslboe!cpvoe!xbzt!ip!xpd !tphfu faflBtlii f IqqsWddn pvtftljoip! 
its final year, it will be important to develop clear guidance on what role mentors can play in 
fyifoejoh!BNNB!ip!ii f Idpn n vojLzirfwf rHooeli px !u jt !sf rtxf t !i_p!u f !dpn n vojizijoif stf oijpo/! 
Nf oipstilbeli pdlqbsujcfqbcjpoljoiBTl Bin poti rain ff qohtiboekfcntocpdxjpoixju iDDtii bvtf icffo! 
jotf sf tijohif ybn qrfitipcji px !u jt!tvqqpafc|Dvna!cf in psf ijoif oqpobrmiqspvjef eijoiti f ig/u/sf /

Sufficient time for coordination meetings
The effort to hold monthly district coordination meetings between the full mentoring team and 
c#3n n vojuziif bn tii bt5 fjhi ifofeiu f bffeitpiq^n ptf idppsejobijpoiboejoJhsbijpoipgbdyvyijft/! 
Cbtfelpoipctf SAbLjpoip^u f IZbehjsiEjtiEjdUdjpsejobijpoin ff ujoh-ln foipstboeicbn n vojiziifbn t! 
x psi johitphf u f sixfsf ibcrfiitpljef oijcjitztif n -!C1 CMboeidpn n vojiE.rfW rthbqtiboeix pd fe! 
iphfii fskpidpn f ivqixju iqpttjcrfibdijpotiiplsftprW !u f ihbqt/IHjvtfoiu bdjilppl !bcpvd41h jovtft! 
qfsiQ Ditpii bwf ibig/ntfiopvhi iejtdvttjpoiipijefoggpiqqocrfin tiboeiejtdvttItpraijpot-ijUxjnrtef rvjd! 
bef r vbif iijn f itpigxjrjnbif id jt irfwf ripcjdppaejobijpo/

Xju id fin zsjbeidi brrfiohf t id f iifbn t icpdf -ijdx pvreicf !i f rqg/rftpiqqavyef isftpvsdftiu bdbnpx ! 
EOnboeiEOTiipiti bd'itidxf hjftid bdDDtiboein f oipstidboitvhhftdipibeesfttid brrfiohft/!U ftf! 
cbesftibrtpioffeiipicf ixfrrijogjsn feibcpvdx i bddboicf iepof id spvhi iKTTLijtvd ibtieqaq.cbd ! 
idaotqpsLf-iBSTg/oetiboeivoijfeig/oetitpiu fzidboiqqaqptf id ftf IbtipqgpotiipiQ Dtibtisfrvjd:e/i 
Ti bsjohitvddfttftibdqjttiu f iqqoWdddpvnaibrtpitijn vrtacf iejtusjdduf bn tiipidpn f ivqixju idsfbyvtf! 
bqqqsbd f titvjifeiipiu fjslf ovyqjon fod/

ipraid fn iipibevjtf !BTI Btiipidpvotfrtn pu fstitpidpn f itpiu f !Q Digjslef ijirfsjft/!U jtiizqf ipcj 
joifsAfoijpo!brtpii bqqfofeijoiu ^f ipu fslQ Dt/iJbcf^tijohnn-!EXDtitubtfeiu bdefrjwfsjftii be! 
jodsf btf eijolu f id sff !Q Dt-ibnd pvhi in f oipstiboeiqqohdon n f in pojipsjohiebibiejeiopdti px ! 
boziopqdf bcrfi!jodd:btf/!Ofvfsd f rfitt-id jtiqqan jtjohlfybn qrhijrwitidxft!i px IDDtiboein f oipst! 
xpdfeiiphfd f slipijef oij<£ib!d brrfiohf iboeitbl f IbdijpoiipiiEziipisftpnrf ijd!

Jbcgatis/du/sf Ijttvftixf sf ibidpn n poldpodfsoid bdn f oipst iboeiDDtitsjf eiupilpjoigpsdf t itpisftprwf/! 
For example, in Gulbarga, participants identified water as a problem in five PHCs. The mentors 
boeiDDt iqsf qbd1 eibilpjodbdijpoiqrboiiplbeesf tt id jt!jttvf/!U f iqrtooisfrvj^eid fiDDt lipin ffdxjd ! 
d f iqsftjef odpcjd f iwjrrtahf !i f bra -itbojibijpolboeioviqijpoidpn njuff !)WTOD*!)d f itbn f ibt id f! 
i f beipcjd f IHdxi iCbod bzbd\HCT!vjrrtohf icbvodjrflipisbjtf Ibx bd'ofttipcjx bif slqqacrfin tiboeibtl! 
the GPs toaddress it. Water problems were fixed in four of the PHCs.

Jbibopd fsidbtf-ibiCDboein f oipsldbsqfeipvdbilpjodvytjdd bdjodraef eii prajohibitf ttjpoix jd ! 
BT1 Bt-iM Bt-iboe!ovstf t!ipiejtdvttIn txf sobrtboeiof x cpsoidpn qrjdbijpot-id f ijn qpsibodf ipcj 
sbjtjohibx bsfofttiprjcbn qrjnfcqpot-iboeid f ijn qpsibodf !p<jf odpvdDhjohix pn foiipidpn f iipid f! 
Q O'!

U f !Tipsz!p^b!Nbif sobrOxcpso-’boe’D jra!l f bra !)NODI *!Nf oipgoh’Qphsbn n f!jor.



N f oipgoh !Jbif swf oy po!Sf qpsu

Bdtjpolqrtaot !i jhi rjlni d 
qspcrfin t-!sppd 
dbvtf t-!tpmijpot-! 
sf t qpotjcjrpjf t-!boe! 
ijn f iypf t______

Tuspohf skjft!xju U Pt
U Pt! sf qsftf od u f! rhvtf rtio’x i jd ! u f !n f oipsjoh! boeldpn n vojiz! joif SAf oijpot! dbo! dpn f! 
together to ensure integration of efforts and strengthen systems. Moreover, because PHCs report 
iptl Pt-’ufU Ptfltvqqpsdcpslu f !n foipsjohSqqDhsbn n f jtjn qpsdx)d!DDt!n ff dxju !U Ptlbcpvd 
community intervention efforts, but mentors did not have interaction at theTHO level. In some 
cases, THOs can actually be an impediment to PNC improvement, so it is important to find ways to 
fohbhflxju !ufn !ip!csjoh!bcpvdb!d bohf!jo!buju/ef/!U P.rfWrijttvftkJ bddpvrelcf !beesfttfe! 
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 staffer directly reporting performance issues to the THOs, 
which would jeopardise their credibility and trust with the PHC staff.

_________________a
U f !Tips!p^b!Nbif sobnOx cp30-!boe!O jrel fbru !)NCO *!Nf oipsjoh!Qphl>n n f !jo!Opsu f soilbsobibl b
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N f oipsjoh Lbtf 94 ocjpo’Sf qpsu

NpojipsjohiEbib
Etxblef gvfe!u ^>vhi !u f !NJHefvJrpqfe!cz!u f !qsptf ddgjslq^hsbn n f In pojipsjoh!qvsqptft! 
confirmed findings from the qualitative process documentation. Highlights through March 2014 
include findings about variations in delivery load and use of case sheets.

Vlfisj bij pot !jo!ef rjmf szirpbe
Q Dt!bdcbvoife!gDsbqjvoe!31&.41&b^ii f LpdxkpcjrjiiE.rf'Mf rlef tjwf sjft|o!u f Iqqjtf ditejtiqdit/!U f I 
ovn cfslpcjef ijmfsjftlbdjoejvyevbrtQ Dtldaohftlxjef ra-li pxfvtf&lxju If bd lejtuEjddi bvyohlbkfx I 
vtfszlijhi .wproinflQ Dt!)n psf Iti bo!51 !ef ijwfsjft!qf sin pod *!boe!n ptUQ Dt!sfqpsijoh!31!pskf xf si 
ef rjtfsjftlqf sin pod /!Bqjvoe!86& !pybrri496!^djijtijftIjolu f Iqsplf ddejtiEjddli belrpx Ivproin ft-l 
xi jrfi!6&Ibddpvoife!g>s!31&Ip^bnrtefrjvtfgft/!U flnfejvn .wproinfIQ Dt!)xju !32.51!efijwfsjftlqfsi 
n pod *!hf of dxf e!46& Ip^brrtef rprf gf t/

Vtf Ipcjcbtf iti ff it
Bddpsejohlipld f INJTIebib-lu f Ivtf Ip^dbtf Iti ffitli btlcffoljodsf btjohlpvf stjn f/!Bt!p^Nbsdi I3125-! 
nurses had completely filled out a case sheet for 65% of all PHC arrivals. This compares to just 12% 
jo!lt>ovbsz!3124/!Dbtf Iti ffdvtf Ixbtli jhi ftdjo!Cfntasz!boe!HvrDbshb!bt!xpvre!cf Ifyqfdife-ltjodf I 
d ftf Ixfsf Li f IqjrpdejtLEjddlxi f^U f h foipsjohjqqohdjn n f 5 belcffolhpjohpold f IrpohftdU f I 
jodmtjpolpcjdpoi^rihiqDvqlQ Dtltjodf Tfqifn cf st3124!rhe!q3!bQ3iTjD!dbtf Iti ff dvijijjbqpolsbcf t/!Jb! 
d f In fbogn f-Itpn f Itdbrfi.vqlejtiEjditlrjlif IQebsIboelQttoqvsIti pxfeldpotjefdxrhljn qqowfn fod 
in use of cases sheets. The proportion of normal case sheets filled as a percent of total arrivals 
sbohfelcflan I62& IjoICbhbrinpdipl: 3& IjolQebslbtIpcJM bsdi 13125/

U f Ivtf Ipcjdpn qijuftxjpoldbtf Iti ffitlxbtlopdbtlq^vbrfiodLtefbrm-lbozlxpn bolpsbfxcpaol^cfstfe! 
from a PHC should have a completed complication case sheet that identifies the nature of the 
dpn qrjatxjpolboelsf dpset MjibrijogDsn bijpolgjsld f Isf ^ssbrigfxjtjWE/IU f Iqqjqpstjpolpcjcfcn qijdbqpo! 
case sheets filled out as a proportion of total referrals reported (derived from the referral and 
qbsu/sjijpolsf hjtifsTlx bt!53& joNbad B125-!x f nrtaf rpx Id f Ifyqfdtf elqqoqpajpo-lcvdopof d frfitt! 
sfqsftf oijohbltrpx boeltif bezjod^btf L^in Li f 6& lepdvn f oif ejo!rt)Ovbsz!3124/Ll f Iqqjqpsijpo! 
of complication case sheets filled out as a subset of total referrals ranged from 19% in Bagalkotto 
78&!joiqebsljo!Nb9di 13125/

I I f Iqqodfttlepdvn f oibqpolrvbijtbgwf rnldpovfzfeld bdd f In f oipsjohljoif sv\f oijpo!i bt! 
■ jmoigcvife! ip! rvbrjuEljn qqjvtf n fodjo! d f IQ Dt/I U jt! tfdijpo! tvn n bsjtft! d f I n psf I 
^^/rvboijibyvtf Ibttfttn f odpcjoif srfoujpobdi jfwfn f odlcbtfelpoln pojipsjohljoejdbipstlboe! 
the pilot district evaluation findings. In addition, information on the cost of implementing the 
joif arf oijpoljt Iqspvjef e/

U f '.Tipsz'p^bJNbif gobrOxcpso-'boe’D jre!l fbra !)NODI *’Nf ocpgohQsphsbn n f 'jo’C
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U f !ovn cf slpcjef tjwf sjf t !bt !b!qf adf odp3ipibrifosEjv\brt1jo!rfcpvs!bYtf i>hf e!97& Sbdgptt !bnrtejttEjdit-! 
tvhhf tcjoh!u bd25&!pc|x pn fo!x i plbajufelbdu f !Q Djolrtocpvslxf !sf cf ssf e!po!gps!cf job! 
diagnosed with any complication. It is possible that some PHC staff referred women who could 
qsftvn bcralcf !i boerfielbilu f IQ OllBopu f slsf btpoln jhi def lefdbvtf Itpn f lx pn f o!x i pldpn f! 
ip!Q Dili belblqsf .fyjtgohldpoejijpolu bdtf rvjsfeld fn lipltffl !i jhi fsrfiwf rhcb^-ljodraejohlb! 
q^vjpvtlDbftbsf boltf dgpo-!ixjot-!i zqf stf otjpo-tejbcf ift-lpsltpn f Ipu f slgtl ^dipsld bdn bzi bvtf! 
cffolef tfdife!evsjoh!BOCy!Xpn folxjd Id ftf Ic^oejqpotln bzli bvtf Idpn f lipid f IQ Dlcpslefijmfsz! 
and been told by staff to go on to a FRU.

Pwf d3rri$)9&!pcjx pn f o!x i plbsjvtf eljolrbcpvslef tjwf sf elbdu f IQ Dt/iqebsIboelHvrabdiblejtiqdd! 
^qpsifelu f !i jhi ftdqqjqpsjpolpcjxpn folx i plbsjvtfeljolrtocpvslbdu f IQ Dlboeltvctfrvfouz! 
efrptfsfelu fsf/!U f Iqspqpsjpolx btlrpxftdjoICbhbrbpdboelSbjd vsflBISbjd vsln f oipslfyqriqjofe! 
u bdix p!Q Dt lx f !r vjd liplsf cf six pn f olx i pin jhi di bwf Ipu f sx jtf lef ijmf elbdu f IQ EXIT f I 
bnqcvifelu jtliplblovstf Ibdpof IQ Dlx i pli belblcbelpvidpn f Id bdvqtfdu f Idpn n vojiz-lxjd Id f I 
sftvnid bdovstftld fsf lifoefelipidcfsldatft Ijcfd f INPIx btlopdqsftf od

Of the total arrivals in labour, the maternal complications identified increased by one percentage 
qpjod^pn I23& !ip!bqjvoe!24& levsjoh 13124/

Bddpsejoh! ip! d fin pojipsjoh! ebib-! d fin ptdgfrvfouz! pddvsgoh! dpn q rjxribij pot I sf rtufel ip! 
qqjrpohfelitepvsJCBPN-lpsIQl Cqdfdtn qtjb/IX i jrfild ftf I x f sf I bn pohld f In ptddpn n po! 
maternal complications, it was somewhat surprising that there was less identification of PPH. This 
dpvralcf Iqbscjbnmlf yqrtajof elczlqqjvyef stlopx Iqjvijof rzIqdDdgdohlBNlindlllU fin ptddpn n porz! 
sfqpsiJelof xcpsoldpn qtjdbypotlx f sf Ibtqi zyjblboelrpx Icjsd lx f jhi dbdspttlbrrtqqalf ddejtiqdd! 
jebiblopdti pxo7

CfepqpsqpoipcfXpn f o!Bsqwjoh!jo!l\tcpvs!X i p! 
Ef rjvf sf elbdQ D

Bqgri8124.Nbsdi 13125
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Total

■ Referral post-delivery■ Referral at initital assessment ■ Referral in labour

N f oipsjoh ’Jbif s/tf oijpolSf qpsu

The monitoring data also indicate that staff were learning how to properly diagnose complications 
boelx f sf Irfitt lijtif rzilLp!sf slevsjoh!jojujbrttottf ttn f oif!G^>n !Bqsjrt£124!ip!Tf qif n cf s!3124-I97&! 
pcjtfcfs&rtipddvssf elevgohlu f IjojijbrtiDttf ttn f odqf gpe/UU jt IqqoqpsLjpoli beleqaqqf e!ip!79& !jo! 
li f Itvctf r vf oittjy.n pod !qf qpe/l'U f lebdblbtxf tUiplblef drj®f IjoOhbifllsf ^ssbrh-lj/f/lovstft!tjn qm! 
sfcfsqohlqbLjfoit!btItppo!bt!u fzlbsqvf Ixju pvdbttfttn fouJejbhoptjtlpsIn bobhf n foiflU f! 
jn qqawfn f odx bt!tf f olbdqott IbnrlqqoK ddejtiEjdit/

Ttbhf !biix i jdi !sf $ ssbrtix f sf !n bef ;!& !ejt t^cvijpo!! 
)Bqsjri$124.Tf qif n cfs!3124*

C^Dipohf eO 
pct La/dif e!! 

rtrpvsl 
32&

BQ !!
4&

ca!
5&N bmq^ tf odxjpo!-^

7&
Oplgjf ibrii 

n pvtf n f oil
2&

Nbtf sobrtalpn qijdxjpotln bobhf e!boe!sf (f ssf e;!Cf rrbsz! 
boe!Hvrabshb!)O>6: : 5<!Pdipcf s24!ip!Nbsdi 25*

■

U frripszWb!Nbt/sobnOxcpso-!boe!D jrall fbra !)NCCI *!Nf oipgohQphsbn n fijoOpsu f solLbsobibl b

Si 
ejt itf 11!

4& TFvfsf !bobfnjb!
8&
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■ Referral post delivery■ Referral in initial asssessment ■ Referral in labour
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■ TyrrfcjsLi tOfxcpsolef bu t

N f oipsjohLbif oqpo!Sf qpsu

Sbjdi vs

Qebs

Yadgir

Raichur
Koppal

Gulbarga

Bijapur
Bidar

Bellary 
Bagalkot

Total

U ftovn cfsIpcjtLjrrtojsJ tfefqpaf elxbt!:/8qfs!2-111!cjsu t/!Ofx cpaolef bd !ebtb!jtirfrtt!sf ijtocrfi!bt! 
qspvyef st !x jnrthpn fijn f t!drtattj^!of x cpsotef bu t!bt!tqnrfcjsu t/

Ovn cf slpcjtijnrfcjsii t!boe!of x cpso!ef bu t!qf s!2111! 
ef rjvf sjf t!bdu f !GI D!)jodraef t!qptusf cf ssbrfef bii t*;!3124

Tibhf !bdx i jcfi !sf cf s±rtix f sf !n bef ;!& !ejt iqcvijpo! 
)Pdipcf s!3124.Nbsdi !3125*

__________________________G3
U f rTcpsz’pc^b’Nbif sobrOx cpso-!boe!Di jral f brd !)NOD *!Nf oipsjoh!Cfeph±n n f 'jo'Cpsu fso'Lbsobcbl b
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I CpoiqjrlfFoeipf !)3124*

I Jbtf SAf oijpoICbtf tj©f !)3123*

Lopx IbnrW 
dpn qpopodS

QrpdEjt LEjddFoeijof !Fv\brabijpo
Tvl ti fn blvoefsppl!blcbtf ijmf!boe!f oeijtof !f v\brvibqpo!pcju f !n f oipsjoh!q^h±n n f !boe!jit! 
jn qbddpo!I opxrtehf-!tl jrrtrtboe!<^ijiiz!^bejofttliplq^ujef In btf sobrtboelofxcpsoltfaydft/l 
Q Dt!jo!Cfntez!boe!Hvreibdib!xfsf !±oepn ra!bttjhofe!ip!f jii fsljoifatf OLjpofpsIdpouqorttnspvqt/! 
U f !tu/ez!jowpnrfe!^>4ijiiE!bvejit-!qq3wjefs!joif9Ajfxt!boe!joifs^fxtlxju !qptiqbsu/n !xpn fo!jo! 
li f !n pou !bgf slef ijvtf sz!jo!3123!boe!bhbjo!jo!3124/!Qoejoht!sf  rfcnf elcpldi bohft!jo!Q D!tf s/ydft-! 
provider knowledge, and practices (as verified by clients) over a period of one year are highlighted 
cf rpx /!B!g/rrii wbroibijpolsf qpsdjt lbwbjrtcrfiltf qbdoif m'l

JbWsi tlp^l opx rfiehf Ip^n bobhfn fodpyrfcpvslboelef ipfsz-lii fsf Ixfsf !jn qspvfn f oitljolcpii I 
jotf srf oypo! boeI dpoiqarttjif t! pvtf si u f! pof .zf bsl qf qpe/l U f sf Ix f sf!jn qspvf n f oct! pvtf danrtrjoI 
I opx rfiehf Ip^i px Itpljef oij^lqsf n bu/giz-JBNUnvIlf dtn qtjb-!tf qtjt-KM -Ipctta/dif elrtocpvslboe! 
gpfibriejtirftt!boe!jo!l opxrfiehf Ip^i px lupin bobhf lof pobibrtif tvttfibqpo/ll pxfvtfslpolbm ptd 
every indicator, the intervention sites performed statistically significantly better than the control 
tjiftljtff Id bsdbcpvf*/!

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

□ f Tipsz!p^b!NbifsobrOxcpsoJboe.'D jra’I fbra !)NOD ’’Nfoipqoh!Q=ph

B DpoigorlCbtf ipf !)3123*

B Jbif saf oijpo!Foerja)f !)3124*



U f !Tips!pc|b!Nbif aobnOx cpso-!boe!D jre!l fbru !)NODf *!Nf oipsjoh!C^)hi)n n f !jo!Opsii fso’Lbsobibl b

N f otpgoh’Jbif oypo’Sf qpsu
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Jb!Jsn tlp^qptuef rjtf szjjttvftitvd !btIq^vytjpo’p^jogpsn bqpo!ip!n pu f st’bcpvdn pii f slboe! 
cbcz!ebohfs!tjhot-!sfqpsd!p(jxi bd\Abddjoft’ti pvra!cf’hjvtfo’cfgpsf lejtci bshf Jdpaeldbsf !boe! 
jn qpsLbodjogjm bujpolgpsldijf od: ’tvd !bt !csf btujf ejohlbevydf-!u f sf bcfsf !jn qqsvtf n f od !pv\f 
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 jt!n jhi di bvtf Jpddvsef e-!cvdjdn bzlcf !ii bdu fin foipstli belopdi belfopvhi kjn f liplgpdvtlpo! 
tvdi Ijttvftljolu f !ti psdqn f ItvbjriocrhZ

Consistent with the perceptions of mentors and PHC staff, PHCs were much better equipped in 
3124!u bo!jo!3123/!Bhbjo-!u fsflxfsfljn qqpvf n fodlpvtf&rri^!cpu lizqftlp^tjift-lq^cbcrzilevf I 
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 tlijhf Itzqi jiji-ll Jflboelqsptf jovsjblif tqoh!jo!3124/!IJbcpvsl^pn tlbrtplbqqf bsf eliplcf !cf nfsl 
f r vjqqf e!jo!31244g)s!f vtf szlqjf df Ipcjf r vjqn f oulu f Ijotf s/\f oijpoltjif tIpviejeld f Idpoi^rttjif t-l 
and in many cases the differences were highly statistically significant. The biggest differences 
x f sf Ipctf a/tf e!x ju Isf tqf ddiples/hIfcwbjrtcjf sf-Ijoif stf ogpoltjif t !x f sf !(£s!cf iif slf r vjqqf 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 zpoeljn qqDvf n f odljolu f Irtocpvslq^pn f If oerpf lebibltvhhf tdu bdn f otpsjohlx btlopdbcrh! 
to affect more systemic problems such as staff shortages, the physical state of the PHCs, or services 
tvdi !bt!g)pe-!x btfslboelrjof otlg^slqptiqbsj/n Ixpnfo/IU flqptiqbsu/n lx pn f oljoifs/yf xf eljo!

B^Abjrbcjijiz!pyrbcpvs!q)pn !es</ht

Besf obrjof

Pyztpdjo

DpoiqjriCbtf rju>f 1)3123*

Dpoi^riFoeijof 1)3124*
Ojtfejqjof

Dpoiq)rtFoei)©f 1)3124*
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Tvn n bsz
Xi jrfi!l opx rfiehf !pcjrtacpvs!boe!ef ijvtf sziboeltvqqrjitIpcjes/ht!boe!frvjqn f odjn qqavtf eipvfsbrrti 
jolcpu !joif SAfoqpolboeldpoLqarttijLft-!u fsf!xfsf idrfibsIbewboLbhft’pctfarfeljoljoif SAfoypoftjift! 
where mentoring had taken place. Fewer differences could be seen with respect to postpartum 
boelofxcpsoldbsf IpslBTl Bltf s/ydf tljolci f Wpn n vojiz/l

These results must be interpreted within thecontext PHC staff's poor baseline knowledge, the fairly 
csjfcjdpoibdiJijn f Ixju h foipst^wfsU f Izfbsboelu f joupevdijpolpcjo.efqu lofx IdpodfqttItvdi I 
btltf rgbttfttn foulif bn .cvjnajoh-lboelq^crfin .tpmjoh/Jblu jtIdpoifyulu f IqsptfdutIfv\brvibLjpo! 
joejdbift!u bdii f IqspKddbdi jfvfn foitlbsf Ixp&i zlpijsfqijutxjpo/IU f lebtblefn potidxf !u bd 
PHC staff can improve their knowledge to a certain level through training, and that PHCs can 
cfdpn f Icf nfslf rvjqqfelu qavhi Iboljn qqovtfelrphjtqdtltztif n /!U f lebcblbrtplefn potiEbiflu bd 
mentoring takes this knowledge to a different level, making staff feel supported and motivated 
tplibl f!bdypoltp!^tprrf !rpohtiboejoh!es/h!boe!f r vjqn f odtvqqnnljttvf11boelcptif sjohln psf! 
competence and confidence to handle maternal and newborn care.

DptdBobnatjt!pc|Nf oipsjohlCfephsbn n f
Bt Iblq bsdpcju f If wbrabgpo-lu f Icpt it Ipcjef vtf tpqjohlboeljn qrfin f oijohlu f In f otpsjohlqqah&n nf! 
x f sf I bobrzt f e/I U f! dpt ijoh! n f d peprphz! dpot jef sf e 11 ibsu vq! boe I boovbi+qat d I jowpnrtf e I jo I 
jn qrfin foyohld flqqjhln nfljolu flfjhi dejtisjdd/IBqqf oejylBIqsf tf odlef ibjrtlpc|u fldptyoh! 
bobrztjt/

U f LpibrtalptittpsU f h f oipsjohlqqohiin n f bef sf Idbif hpq{fejoipidDsuvqboeboovbr>fdvsgoh*! 
dpt it/! U f 11 ibsu vq! dpt it! jodraef e! dpt it I jodvstf e! cpsl dbqjtbrtf yqf oejivsf t! boe! gps! c^oevdijoh I 
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 vojdbqpolboelqqoijoh-lboelfvtfodltvd !bt!sf &ti f s!id)jojoht-!dij®jdbriqptijoht!boe!sfvjfx I 
n f f ijoht/!U ftf Iboovbrfaiptii !bn pvoife!ip!3-4: -96-564!JDS!)524-653!VTE*/!U f lipibrtiibsuvqlboe! 
boovbrldptdpcju f IjoifSAf otjpolxju !bo!beefe!6&!dpoijohf odzlx bt!3-82-14-564!J3S!)57&412!VTE*! 
gpslbrrtf jhi dejtiqdii/IU jtlicbotrtxf t!ip!4-498-: 43!JDS!)69-524!VTE*!qf s!ejtigddboe!622’497!JDS! 
)9-928!VTE*!qf sin f oipslqf slzf bs(

2013 appeared overall much less satisfied with these comfort issues than those interviewed in 
3123/IU jtln bzli twf !jn qbdtfelrfiohu Ipcjqptiqbsu/n !tibz-!xi jd Ibdu/branlcfrrijo!3124-!brn pvhi I 
lower staffing levels in 2013 might also have played a part. The number of medical officers in the 
tivezICI Dtk/rrt^pn !214!jo!3123!ip!: 6!jo!3124!boe!cz!d fo!28!pcf219!Q Dtli beloplepdipslbdbrrt 
vql^n !22!jo!3123/!ll fsf lx btlbrtplblsfevdjpoljolu f lovn cfslp^tl jrrfielovstf tlx pd johljolu f 1219! 
cjxijrjnjft-lc^pn !432!ip!418/l!

Furthermore, government financial incentives appeared to be less available everywhere in 2013, 
xi jrfilbeli pdlqbzn fodliplovstftlbqqfttfelipli bwf Ijodsfbtfe-!ftqfdjbnonljoljoif 9Afoijpoltjift/! 
BT1 BltfsvydftIbrtplbqqfbsfelip!i twf Icffolsfevdfe!jo!3124/IU ftf Ibsf Isftvretlpvtfs!lvtd23!n pou t-l 
i pxfwfslboeld f Iqqalf ddfyqfdifeldpoijovf eln foipsjohljolu f Itf dpoelzf bslboelu f IbeejtjpolpcJ 
d f ITvl ti f n bldpn n vojizljoif svtfoijpoljolii f Iqjrpdejtisjddlipli f nqlsftprwf Itpn f Ipcjti ftf Ijttvft/

.n
- it I®

U f 'Tips'p^b'N bif sobiTOx cpso-'boe'D jra’I fbra !)N0a *’Nf oipsjohiCfephsi

sa______
N f oipsjoh !Jbif 9Af oijpolSf qpsu
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Tvn n bszIpcjNf otpsjohlCfcphsbn n f! 
Bdi jfwf n fodJboelDi bnrfiohf t

Bwbjrtocjrjizlp^es/ht !boe! 
tvqqijit

Mbcpvslqjpn Ip^ibojtbypo

Jb(f dcjpo !qsf vf oijpo !jo Irtocpvsl 
sppn

Hsf M slif bn x psi

Vtf !pgtfrgbttfttn fodipprti

Bdypolqrtoot

Vtf !p<jvoijfe!g/oet

Nbobhf n f od 
jn qspvtf n f od

- -....... .V * >

Lopx rthehf Iboeltl jrrtn

Ejbhoptjt !boe!n bobhf n f od 
pqdpn qrjnlbijpot

Ji qqwtf elsf sebriqspdf ttf t

Vtf !pc|cfotf !ti ffu

MttpotlMbsof e;!Nf oipqohiC^Dhsbn n f
Xi jrfilrfittpotIrhbsofe’bsf !ovn fq3vt!boe!epdvn foife’u qwhi pvilu f !sfqpsu-!n blpdrhbsojohtlbsf! 
sfdbqqfe’cf rpx/

U f bftiti foipsttfcn cjof !tiq3oh!drj©jcbrtj)oe!dpn n vojdbcjpoltl jrrfr/.’U f Iq^Kddrfibsof e!u bdx i jrfi! 
drjtDjdbrtil jrrtrtdbolcf iibvhi u-’dpn n vojdbqpo’tl jrriibsf !i baef dip!jotynMijt-!u f ^g)sf-!dqqdbrW bd 
u f!i jqoh!qq?df ttlgpdvt !po!sf ds/jyoh’dboejebdt!x i plbsf !pvihpjoh!boe!f olpzljoif ±dijoh!xju ! 
qf pqrfi!boe!tvqqpajoh!u fn kplqfscpsn/

B!g3dvtfe!id)jojoh!qqDhdDn n f !c£n cjofebcju !b!tuapoh!tztcf n !g)s!pohpjoh!idDjojoh!boe!tvqqpsd 
can prepare a capable and effective mentoring workforce. U f !6.x f f I Ji&jojoh!qn f !x bt! 
sufficient to impart the basic skills required to be a mentor, but the mentors also needed continual 
po.ii f ,lpc!tvqqpsdboe!sfjog)9df n fodu qDvhi Idipjdbriqsbdqdf Iboelsf gfti f di±jojoht!ip!g/nm! 
efvtf rpqlu fjsltl jnrtf

Tfrgbttfttn f od qspdf ttf t! boe! if bn .cbtfe!bdqpo!qrboojoh!bsf Isfrvjsfe! iplbd jfvtf irvbrjiz! 
jn qspvtfn fod!U f!Q Dt!)ftqfdjbra’u ptfbcju !tvqqpsijv\f !NPt!jo!di bdif*!f n cdDdfeld fldpodfqd 
pejr vbijuzljn qspvtf n f odboelpx of e!u f jslqDrfiljoIx pd johlbt Iblif bn lipIqqDbdyvtf ra’jef oq^lboe! 
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 
tfdijpot*!x pvnalopdi bv\f !cffolbtlqqDopvodfeljcfu f Ijoif saf oypoli belgxlvtfelponalpoldrjojdbrh 
n f oipsjohlboeli belopdjodmef elifbn .cbtf e!r vbijnzljn qqjvtf n f odqspdf ttf t/

_ _________ ;

HO
N f oipsjoh!Q=phsbn n f !Bdi jfvtf n foil

U f !r vbrjubgvtf Iboelr vboijibqvtf Ijogpsn btjpolx bt Idpotjtcf odjoltvhhf tijohld bdu fin foipsjoh! 
q^hsbnnfi btlcf f oltvddfttg/rjojn qqDvyohln bozlbtqf ditlp^dijojdbrfalbsf IboeS f nqjohlQ Dtliplcf I 
of nfslf r vjqqf elboeltvqqrylieltplq^ovyef INODI Itf SAjdf t/!NblpsldrjtDjdbrMqi ztjdbrfooeln bobhf n f od 
jn qq^vf n fodlbsf Itvn n bsj{f elcf rpx /
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U fkbtflti ff i^tb!i frqg/rtapprfcvdsfrvjsftkjn f boeltvqqpsdipjoif hsbifjoipltiboebselpqfsbijoh! 
qspdfevsft/!Nf OLpstilbcjijuElqa’jn qspvtf !ovstfft!tl jnrtrix pvre’cf !rfrtt!xjci pvdu f !dbtf !ti f f u4x i jdi ! 
q^jvjef t!b!sf dpaeip^dbsf’.Lp!x i jci !cpu !n f oipst!boe!ovstf tldboltfcf sflJJbrtplqqavyef t!b!sjdi ! 
tpvsdf !pc|ebib!ip!n pojipsll f zlisf oetltvdi !bt!n bobhf n f odpcjdpn qrjdbcjpot-lsf cf sdjrHboelqbqf od 
outcomes. Many staff nurses found the case sheet to be a useful job aid, but because it represented 
blofx Iqqjdfevsf Iboeljojqbnmlbqqf bsf eltplcf !dpn qrfylboekjn f .dpotvn joh-!jdcfdbn f Ibqqbsfod 
u bddpotjtifodboeldpoijovbittvqqpsdxftflrfrvjsfe!ip!fodpv&hf!jd!vtf/!l|u fldbtf !ti ffdjt! 
bepqifelczlu f IHpwfson f odpcjLbsobibl blpslpd fst!g>slvtf IbUtdbrfn-ljdx jnrfrf !jn qpsLbodipbvjflaljo! 
support structures to help providers use it as intended. It will not be sufficient to simply distribute 
u f Idbtf !ti ff dboelf yqfddqqayjef stliplvtf Ijdxju pvdbefrvbiflidajojohlboeltvqqpa/

Ebiblvtf Icbolesjvtf Iqsphsbn n f !jn qqawfn fodlpoln bozlrfwfrtf! U f I n foipsjoh! qqahim n f! 
hf of sbcf e tebiblu bddbo !cf Ibobnat f e !ip tejtdf so Irbdif slisf oet Ipcjjoif t dtp Iqsphsbn n f !q rtaoof st! 
and policy-makers. Issues that are common to many PHCs can be identified and strategies tailored 
iplsftqpoelipki ftf !offet/!Q>s!fybn qrh-lczlbobrztjohtef rjvtfszhaproin f Ipwfslgn f-!u f Iqqalf ddx bt! 
bcrhlipl^tis/du/^ In f oipsltvqqpsdtp!gDdvt!n psf !buf oujpoipoli jhi .wprom f !Q Dt/!C£!idxi joh! 
complication case sheets, information on the incidence of different complications and how they 
xfsf !cfjoh!n bobhfeli f rqfelqjoqpjodxi fsf !<ysu fsljn qqavtfn fodlxfsf !sfrvjsfe/!Bdu f !Q D 
rfivtf rtn f otpst Idbolbttf tt!u f !qfsg>9t bodflpcju fjslQ Dt!po!l fz!joejdxpst!pvf sign f !boe!ejsfdd 
their efforts where the need for improvements is greatest.

Cl D rhbefsti jq! jt! b! dsjijcbrt$dips!jo!jn qspvjoh! rvbrjtz/! Nf otpst! optf e! d bd u f! hsf btf td 
improvements tended to occur in facilities that had strongly dedicated medical officers who were 
tvqqpstjvf !pcjr vbrjuzljn qspvtf n f od!U f Ibcjijnzlpcjd f !n f oipsjohIqqjhsbn n f !tp!jn qq^vf !r vbijnz! 
of care at PHCs where the medical officer is indifferent to improving quality is severely limited.The 
bctfodf !pc|N Pt !jo!n bozkjxjjijijf t !boe!qbsugn f !n bobhf n f odczIqbsqbnonlefqvifelNPtljolpu f si 
Cl Dt!jt!b!tfsjpvt!jttvf !u bdoffet!ip!cf Ibeesfttfelcpsld f Iqqahdjn n f !ip!bd jfwf Ijut Ig/ntqpLf oujbnft

I jhi .wprom f !CI Dtlsfrvjsf !u f In ptdtvqqpsdlU f Ic^rvf odz!boe!joifotjiE!pcj!joif dadqpolxju ! 
n foipstltff n tlipIdpoisjcvLf !ip!jn qspwfell opx rfiehf !boe!tl jrrtflU jt !qq)n qtf eld f IqspKddtp! 
jodsfbtf Id f levdxjpolpcju fin foipslyjtjdpvtf sgn f Iboeltplqqawjef Ibeejqpobritvqqpsdtpli jhi . 
volume PHCs to allow sufficient interactions with PHC staff to take place. In PHCs with low to 
n pefdsif Ivprvin ft 1)21.31 lef rjmfsjftlqfsin pod *-!b!tjohrfi!n foipslxbtlhfofdjnmlbcrfiliplxpsl I 
drptf rzlxju lovstft Ijolu f 14.ebzlvytjif

II f!EI PtlsprfiljtMjibrlQpIcbibratf In f oipsjohIqqjh&n n f Ijn qbddlll f!EI Pljtljolblvojrvf Iqptjypo! 
iplbttf tt Iboelbddpold fin bozljttvf t Id bdn foipstlcsjohlgjsrbselbcpvdQ Dlqfsgjsn bodf Iboe! 
di brrfiohf t/!U qavhi Id f lejtisjddsfwjf x In ff ijoht-IEI Ptlrfibsof elpcjqqjcrhn t Iboeliqf eltplbeesf ttI 
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 
cqjn I rpx .wprwn f IQ Dtliplcvtjf sIQ Dt/I I pxfvf six i jrfild f I El Pt I tf f n f eliplbqqsfcjbif Id f I 
n foipstlboeld fid Dljn qqwfn foitlcqwhi dbcpvdczln f otpst-Id fzlejelopdzf dbqqf bsltplvyf x I 
d f In f oipst !bt Iqbsdpdd f jsltztif n lopslxfsf Id fzld jol johljolif sn tlpcji px Id fin foipstln jhi d 
qqjwjef In p^ Itztifn bydltvqqpsdlPof lejttsjdulgjslf ybn qrfHf obdif elblof x Ijo^dgpolq^wf oijpo! 
qqjhdxi n f Ivtjoh!ijn vjelejtjocjdqpo-lcvdd f n f oipstlporalrfibsof elpcjd jtlx i fold fzlvytjife! 
the PHCs. In an ideal scenario, district authorities could enlist mentors to support PHC staff in

U f 'Tipsz'pgb’Nbif sobrOxcpso-’boe’D jre!l f bra !)NODI *’Nf oipqohJQsph&n n f JJoK
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Fyifoejohln foip^oh!ip!K BtJcfcvralsfjocpscIf Irpol bhft!ip!c£n n vojiz.cbtfe!tfsjydft/iK Btlrpl! 
(JxijijTyf t!boe!dpn n vojyftevf!up!u fjs!^!jo!q^\/yejoh!BOD!tf sjydft-ltvqqpsLjohlBTl Bt’boe! 
qbsjdjqbqoh!jo!dpn n vojiz.rfMf rti f bra !4>n n jctf f t/I Nf oipst’dpvra’f yif oeltvqqpsdiplu ftf! 
xpd f st!evsjoh!ii fjslQ DM/tjctlip’jodsf btf 5u f jsldipjdbr!boe!dpvotf rphltl jrrtiipltvqqpsdboif obibrh 
boeiqptuDbibrW^ !boe!cjsu Iqriooojoh/

Nf oipsjoh!qq)hsbn n ft!i bvtf !b!n psf!rjmjif e!dbqbdjiz!ip!bee^tt!di bnfiohft’tif n n johlc^n ! 
tztif n .rfWrtboeldpn n vojiz.rfMf rtdbvtft!u bdu f !n f oipsjoh!qqDh&n n f !i btlopdcff o! 
bcrfi!Lp!g/ra3!beesftt!jodraef !jn qq3^ohjrf®hu !pc|qptiqbsu/n !tibz-!f odpvsbhjohlf bgjfslbs6jv\brt>! 
strengthening PHC leadership, addressing staff shortages and improving the quality of services

II
jn qrhn f oyohlofx !qpijdjftltvdi Ibt!ti jt!pof/!Nf oipst-!ipp-!dpn n f oif e!u bdEI Ptbcf sf bejngroh’ip! 
give feedback on specific PHCs but had not come to appreciate mentors as part of the support 
tztif n !ops&dphojtfe!ii fjslqpifoijbrfap!tvqqpsdejti£jdit!jo!jn qrhn fogohlq^hdan n ft/

Jbifhsbijpo! xju I hpvtfsonfod sfqpscjoh! 
g)sn t!boe!tztif n t!jt!of f ef ekpfcvjreltvqqpsd 
cpslofx ! sfqpscjoh! gDsn bit/!The field visits 
found that PHC staff face considerable 
sf qpscjoh! evsefot/! Gfsu f s4 dpog/tjpo! jt! 
joiqDevdfelxi fo!n vnjqrh!g)sn tlbsf ’jolvtf/! 
Gjbs! fybn qrN n foipst! f yqrtajof e! i px ! li f! 
government partograph is different from 
the Sukshema partograph in how it is filled 
pvi/IXi fold f!qqDlfddjt!jotqDevdjoh!ofx ! 
ipprWjdjt !f tqf djbnonljn ppsibodipln blf Itvsf! 
thatthese efforts are well coordinated with 
u f !ejtiqdut!pxo!sfqpsqoh!q^dfttft/!U f! 
El P!offet!ip!c£n n vojdbif !ip!Q Diifbnt! 
u bd i f! tvqqpsd! u f! joiq^evdijpo! pc| boz! 
ofx! bit/! Pu fsxjtf! u f! qqDtfdd sjtlt! 
increasing the onus on nurses to fill out 
n vnjqrh! t! )hpvf son f od boe! qq^tf diT! 
pslhf of dxjoh!dpog/tjpo!bn poh!Q D!if bn t! 
bcpvdxi jdi !gjsn t!ip!vtf/!JUjt!brtp!jn qpsdDod 
to be specific with nurses and MOs about 
xi z!u f !ofx !ipprttbsf !cf johljoiqDevdf e/!q>s! 
fybn qrh!Jb!sfrbjpo!ip!dbtf !ti ff d-!u f !ofx ! 
gpan bdx bt!qDnfie!pvdjo!dpotvnbijpot!xju !

state and district officials, with appropriate permissions and circulars. In the pilot districts case 
ti ffit!xfsf !brtp!gpm bnonljoiqDevdfe!u qDvhi !u f !ovstf !boe!NP!i&jojoh!bt!xfn<b!u f !tdbrh!vq! 
ejtUEjddt!u jt!rfW ripcjjoi^evdgpoJejebpdi bqqf o!x i jdi !n bz!i bvf !dbvtf e!tpn f kfcog/tjpolbn poh! 
staff about formats to use. While Sukshema project did little in the way of automating any of the 
ippit!ps!joiqDevdjoh!n pcjrfi!bqqijdbijpot-!u jt!jt!brtp!tpn f u joh!u bddpvra!cf !dpotjef sf e!jo!u f! 
g/u/sf !ip!n jojn jtf !sf qpsLjoh'.cvsef ot!boe!n byjn jtf !u f !bcjrjnz!ip!dpnfiddboe!bobratf !ebib/
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bdGGVt/INfoipst!i bwf Irjm jufe!bcjijnz!ip!ejsfduz>!bddpo!u ftf !jttvft!cvddbo!bewpdbd!xjii !EI Pt! 
boeldppsejobif !x ju !u f !dpn n vojizljoifsrfoijpo!ip!csjoh!buf oijpo!ip!u ftf IjttvftiQci bnrhohft/!

Tztuf n .rfKAf rfaf dpn n foebijpot
System-level recommendations focus on improving staffing and the quality of services available 
bdsf^9sbr1g|xjij»jft/

Match staffing levels to service utilization.^ f Icrbol f dqpi)dz!pc|d sff lovstftlgaslfvtf sz!35CB!CJ D! 
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 f slpqcjpoldpvnalcf !ibtl !ti jgjohlipli bwf In psf !rt Btljolu f !Q Devsjohlcvtzlijn f t/ILfjprtitvdi I 
as the World Health Organization's (WHO's)Workload Indicators of Staffing Needs (WISN) might 
help identify staffing requirements aligned to patient load.

Jtqspvtf! cbqbcjiz! p^ GM I ip! I boerfi! 
cpn qijnfoijpot! boe! sfcfssbrtf! Xijrfi! Q  
ovstft!sfqpsufe!u bdu fzli be!jn qq>wfe!u f! 
n bobhf n f odpcj^cf s&rtibdu f !Q Orfiwf rrtu f! 
rvbrjnz! pcj dbsf I bd GEMIjt! pgf oijobef rvbtf/l 
Xju pvd jn qqjwf n f od! bd uf! GEM rfwfnfi 
u f! bcjijuz! ip! efdsf btf I n btfsobrhboe! joc£>od 
n psLbrjuelx jntaf lijm jLf e/!U jt !x bt Ibrtplbqqbsf od 
^>n Id f !qq>tfdut!fyqfsjfodf !jo!xpdjoh!xjd I 
sf SEbr+i ptqjubrtigpsln f oipsti!dij<Djdbrfqptijoht/! 
U f In f otpsjohlqqDhsbn n f Idpvralcf Ibebqif e! 
bt fob pef rtpsljn qqjwjohlr vbipzlpdcfo^ jolGBVt/

■

: J

BEiwu’^hi Jlpoid f In f o^ohl 1 
q^hihnflboelsfrfsirh

. ■ : : ■ ■ 

iU f In fotpgohlqsphsbn n f Ijtlijm jifeljoljii! 
jn qbdd cfcbvtf I p£|jli!gxlvt! po!35CB! Q □/! Ji 
am concerned thgt talukahospitak staff are

u Jtlepftoldd bohf! u frf I xjnrtncf lop! vtf Ijo! 
jn nwohlu f HIjniibUu ria aijbtejbhoptjohl 
boelsf gf sqoh !dbt f t Ij^ii f ztepoldhf dhppelcbsf! 
podf Isf^gEf efi

- a • M

Fodpv&hf !59.i pvsJqptiqbsu/n ftibztbdQ DtIg^slqspqf skqptLobibrtabsf/U jtbcjrrtf rvjsf iq^Dvyejoh! 
tfdvsjiz-lxbif &!g)pe-!ipjrfid!boe!pu fslbn fojyf t-!x i jrfi!dpo^oc|oh!n pu f stlboekpn jrztfn f n cf st! 
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 1 cbsqfst!ip!jn qqDvfein btfsobrhboe!ofxcpsolpvidpn ft!efsjv\f !^)n ’.tpdjbrtupsn t!boe! 
qdxkjdft! jo! dpn n vojgft/! Dpn n vojiz.rfMf rhf ohbhf n f oil xjnrtncf! sfrvjsfe! ip! csjoh! bcpvd 
behaviour changes to benefit mothers and children. Areas to focus on through community-level 
joifsAf ogpotijodraef Id1 jogpsdjoh!iju>l bhftlxjii !dpn n vojiz.cbtf elqqDvyef st-!qq^n pyohlf bayis! 
bsqvMwJQ Dt !boe!fttf otjbrfof x cpso!dbsf !boe!beesfttjoh!hf oef slcjbtft/
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Dpochntjpo
The mentoring programme is proving to be an effective intervention to improve the quality 
pcjn bcf 9obrtboe!ofxcpso’tfs/ydftljolq^n bsz!i fbra !dfou=ft/!U f Iqsphsbn n f !i bt!cffo!xf nrin 
implemented at scale in a short period of time and staff have been accepting of mentors and the 
hvjebodf !u f zlqq^vyef/

Fotvsf! tiepoh! ijol bhft! xjii ! 
c£n n vojiz.cbtfe! qspvyefst/l 
Fvfo! jcj xpn fo! tibz! gpsl 59! 
i pvst! boe! dfabjora! jc| u fz! 
leave prior to that, effective 
dpn n vojiz.rfW rh ! gpnpx. 
vq! cz! BT1 Bt! boe! K Bt! jt! 
sf r vjsf e! ip! n pojipsln pu f st! 
boe! ofxcpsot/! CX/stft! n bz! 
jog)si ! BTI Bt!ps!K Bt! u bdb! 
n pu fsli bt!offo!ejtdi bdife! 
)tp! ! u f z! dbo! ep! g)npx .vq! 
vytjdt*-! cvd n foipst! sfqpstfe! 
ti bd lijt! porn! i bqqfot! jcj 
b! x pn bo! ipft! jo! u f! Q D! 
dbcdi n f odbsf b!cvdopdjcjti f!

i bth jhdxf ejoipli f bsfb!g)s!ef rpf sz/B&vjfx £<jdbtf ti ff ittvhhftdLi bdrjml bhftlpfcfcn n vojuz. 
cbtfe!dbsf !dpvra!cf !jn qg)vtfe<i f !f oetjof lebLbljoejdbcf e!u bdjoif ±dgpot!xju !^oupf !x pd f st! 
diminished in the pilot districts, making it vital to engage in concerted and sustained efforts to 
jn qgDv\f !u f Itjivbqpo/

Q=pn pif!bsq\Abrtfbgjfs!jo!rbcpvs'!Dbtf !ti ff dsfyjfxt!boeljoifs^fxt!joejdbif !u bdn pu fst-! 
f tqf djbrm!tf dpoe!hsb\Ajeb!ps!n psf-!dpn f !ip!a Dt!xi f o!jo!bev\bodf e!bdgvf !rtcpvslboe!pgjo!g/rm! 
ejrtaLbcf e/!Nf oipst!tbz!tpn f !n pu f st!ep!u jt!cf dbvtf !u fz!cf bslu bdjcju f z!dpn f !f bsijislu f z!xjrrti 
of !bvcpn bqdbnmisfcf SGfe/U jt !rtaif !bsEj\Abrijm jd!u f !pqqpsu/ojiz!ip!n pojipslu f !qsphsf tt!pcjrtocpvs! 
pskp’jef oycp!boe!n bobhf !c£n qrjuibLjpot/!C|pn n vojizJbdijpot !ip!qqDn pif !yn f ra!bsq\Abrfc>d^DC§rjTijf t! 
xjnrtef !offefe!u gwhi !jn qg)vfe!dpvotf nj©h!cz!BTI Bt!boe!K Bt/

Beesf tt !hf oef s!cjbtf t/!Hf oef slcjbtf t !dpoqovf ’Lp!qsf \Abjrtbdu f !dpn n vojtz!rfivf nhQ)s!f ybn qrh-! 
jo!pof !pctf s/\bqpo!b!n pu fsljojijbrm!sfg/tfe!ip!csfbtuffe!i fs!hjstobcz!tjodf !ti f !x bt!efqsfttfe! 
u bdti f !i be!i be!b!tf dpoeihjstdi jna/!Npcjrjbjohidpn n vojyf t!ip!tvqqpsd(£n jrjf t!boe!dpn cbd 
i bsi g/ritnf oef slcjbtf t Idpvnalqpif OLjbrrzi!i f rq!jo!ii ftf !dbtft/

Qspn pyoh!fttfoijbrtofxcpso!ctosf/!Dpn n vojizln f ttbhjoh!dbo!f n qi btjtf !u f !jn qpsibodf!pcj 
fttfoijbrfofxcpso!dbdMjodraejoh!f bsm!boe!fydrortjvf !csf bticffejoh-!Lbohbq)p!Npu f sIDbsf-boe! 
pu fsfciqDvtf o!qsbdijdft/Nf oipstboebvstftjoejdbif eU bdqbyfodtpn f ijn ftfeftjtdu ftf Iqdxlydft! 
fvtf o!x i f o!dpvotf irbe!po!u f n Z!C^n pijpo.’pcjtpdjbrfopsn t!u bdtvqqpsdd ftf !cf i bAjpvstlxpvre! 
ijhf rn!f odpv&hf !x pn fo!boe!u f jsldbsf hjvfst!ip!bepqdu f tf Jqdxlijdft/

■ ■
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Nf oipst! i bvtf! cff o! bcrfi! ip! tvqqpsd Q D! 
if bn t!ip!jef oqc^’boefbeesf tt !r vbfjuzJhbqt! 
and to increase the capacity and confidence 
of staff nurses. PHC staff also reportpositive 
efvfrpqn f oit Itjodf !ii f !qq)h&n n f !cf hbo/! 
Jb! n boz! Cl DN ovstft! tbz! li f z! bsf! opx ! 
qqDvyejohldbsf !bddp9ejoh!ip!TCB!hvjef rju>f 11 
boelbsf !cf nf slbcrh!ip!i boerfiln bif sobriiooe! 
of x cpso! dpn qrjdbqpotZ! Gbdjrjujf t! bsf! brtp! 
cf nf slpdi boj{ f e-!f r vjqqf e Iboe !t vqq rjrfi e !cp! 
ef rjvtf sir v bijuz !t f SAfdf t /!

U f !Tips!p^b!Nbif sobnOx cp9o-!boe!D jre!l f bra !)NODI *!Nf oipqoh!Q=phsbn n f !jo!Opsu fsoJLbsobtbl b

Nf oipst! xpsl ! xju jo! b! dpn qrfiy! tztif n ! 
of benefits and rewards, apathy and 
bnB/jtn J qsftfodf! boe! tdbsdjuz! pcj cyoet-! 
boeltpn f ijn ftlcqsl f oltztif n t!boe!zf dii f! 
LEjvn qi bodi vn boltqjsjdti joftld qwhi !bt! 
dpn n jnf e!i fbra !xpd f st !boe!ii f Infoipst! 
li bdtvqqpsdu f n Itnjvtf liplqqsvyef Irvbijnz! 
tf SAjdf t/! Cprpjdbrk jrrttoe! sf tqpotjcjijoz! pcj 
tf ojpslqfstpoof rtbdu f lejtnjdnlcrpdl Iboe! 
Cl Drfwf rtidpvodjn n f btv±cra!ipx bset !u jt! 
tvddftt/ldjtdbrfielvqliplpu fsld DHpsJfvfo!

i jhi f srfwf rfajxjrjiyft-!ii jtluzqf Ipcjn f oipsjohIq^h&n n f !dbo!cfdpn f !bo!jn qpsdx)dtidxf hzlip! 
sfevdf !n bif sobrtooelof x cpsoln psdDrjuz/



■
Sf^sfodft

U f rripsz!pc|b!N bif aobnOx cpso-!boe!Di jrel f bra !)NOD *!Nf oipsjohlQ^hsbn n f !jo!Opsu fsollbsobibl b
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Cbl fdV-!H!l|bn tpo-!N!Tpn TJQLpvzixJ JKXjnjton NSINqf n cf ojJTNbttbxf-IBIOtol -INUHvtiJbcJtpo-! 
KFsjl tf o/!3123/!il px !ip!l opx !xi bdzpvlof f e!ip!epi;!B!dqjtt.dpvoisz!dpn qbsjtpolpcjn bcf sobrth f bra ! 
hvjef ij®f t !jo! CVd job! Gbtp-! Hi bob!boe!Ubo{bojb/!>h qrfn foibijpolTcjfodf !8;42/!epj;!21A2297C2859.
6:19.8.42/
qib&l x bcf!F/I311: /lltojojoh!boeldrjojctxtri foipsti jq!ip!tvqqpaJu f itdbrfi.vq!pc|qf ejbtfjd!! J/Wbtf;! 
MittpotIrftsof e!^>n !Vhboeb/!Jb!SH!Nbajml IboelTJUjif m bo!)Fet/*-J(^3n !u f !h^>voe!vq;!CVjreij®h! 
dpn qtfi fotjvf !l J/QBJETldb^ Iqqohdxi tljotftpvsff .ijm jcfeftf ujoht/!Xbti johipo-IERIFijjbcf u IHrtotfs! 
Q ejbcEjdICjbvoebijpo/

CfterfTz!KT!Jii>t/!3116/!li qqovyohlu f !r vbtjOElpcjdi jrali f brei !tf a^t;!Cbajc|qbipsz!bdypo!cz!qq3vjef st/l 
Jbif 9obqpobrttipv33brij)slRvb(joE!jo!l fbra ICbrf 28)6*4: 2.4:: /IFqvc!3116!K/o!21Z

I baxjhlUKCbti n bo-!RD fsrj®-!N!EbfWN!Cbnto<bz-JDD{bqrj®tlj-!XRXppe-!Z!Bcfcf-!UEfoiE-!R ! 
Caoerfiz/!3119/!I ptqjibrtn bobhfn fodjolu f Idpocfydpcji fbra !tfdtps!sfgpsn ;!B!qftoojoh!n pefrtjo! 
Rj jpqjtAbif33bqpobrihpv32brip<jl fbra !Qtoojoh!boe!Nbobhfn fotB4)4*;314.329/

jbi&l fbra !Jbd33bqpotato/e/!Tfofhbr^foipqoh!boe!dpbd joh!ip!jn qqsvf Itfajdf !jocf hdxjpolboe!
rvbfjciE/!JbJJbLriol fbrei !Jbif9otxjpobn>eo!joopvbipsljo!cvjrejoh!i fbra !xpdfd<±qbejiz-!q/!6/!BAbjrfcrfi!
bq! http://www.intrahealth.org/files/media/intrahealth-international-an-innovator-in-builcling-health-  
xpdfsdbqbdjiE.OCVjrejoh' Dbqbdjtz'xf c/qeg

Npsqt!NG!CUD bqvrWQ !□ j-!B!NxbohpJ| GD j-!KNx bojNI INboeNDCpripo-IETCbol sbt{-!Kn 
Tcqohf sTTFlSf je/!311: /!Vtf Ip^Jbtl .ti jgjoh!Lp!dDqjerzitdbrfn.vq!l J/Utf bin f odtf a^df t;!Fyqf gf odftl^n ! 
M^tbl N[ bn cjMCNDI fbra !Tfsvydft!Sftf ted !: ;6fepj;!21Z2297C2583.7: 74.: .6/

Sbxrjot!CKZN!Ljn -!BN!Sp{bgp-!RaXbou!USbti jej-!TO!Cboeb{j-!GLbd bfWI ITbohi vy-JKK !Cpi /!31247! 
Sfqqaevdijvf i fbra tfs^dftjoNbrtttjiBofvtewbqpop^fvbfjazjn qqavfn fotjoifsrtfoijpo/Njexjcfffi! 
3: )2*;64.6: /!Fqvc!3122!OpW23fepj;!21/2127(lti jex73122^21/116/

TqfdipsIFN-iaBhdaxbRhaLpel boz-Tni\fatji{-!B!N!)ti pi fs!H!E{jfl bo-!S!Cbi RhN!Nfgbraj-!N!Nbu bj-!D! 
MlaofslBIHbx boef/!3123/Ui qq^vyohir vbijozlp^dtef Igpsln bdsobriboelofxcpsoli f brei JG^otqf dtjvtf Iqjrpd 
tu/ezlp^ii f !XI Pm# !□ jracjai !D f d rjbdqsphdon /!CM>T!Pof !8)6*?46262/!Fqvc!3123!Nbz!27/

Tawfik, Youssef,Annie Clark. 2012. Improving newborn resuscitation in Uganda. Presentation at the 
251ii BoovbrtNff ijohlpcju f !Bn f sjdbo!Q/crjoi!l f brei!Bttpcfbypo/!Bv\bjrtacrfri!bq!i iiqt;00bqi bdpo^y/ 
dpn Cbqi b(251bn Ckfcqgahdan OCbqfS371:294 in m

VJfibteK^Dlf di/lPdipcf s!3123/!Jt qgjvyohltl jiielcjsu Ibufoebodf IjolKte i boe/ldd ojdbrkrsjf cjlD bqfrh 
I jrriODJJbidal fbra IJbifaobgpobrfi
Xpdofi IHJMTd fs(f siQLjd-II S!E±qf sIHiBobcx boj-iSTXborHt-ll ItjcgnhOIHbfitfxf-iaU vip-l 
MA Tolle. 2013. Evaluation of the effectiveness of an outreach clinical mentoring programme in 
tvqqpsJpcjqbf ejbiEjd!I J/Wtrfltdbffi.vqljolCpitx bob'!BETICb^36)2*22.2: /!Fqvc!3123!Bqsl37/!epj;! 
217219101:65123273123^851:7

i f :7

http://www.intrahealth.org/files/media/intrahealth-international-an-innovator-in-builcling-health-xpdfsdbqbdjiE.OCVjrejoh'
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Dpt cjohlEf ibjrti

N f OLpsjohIJbuf 9/\f oypo!Sfqpsu

Bqqf oejy!B/!Dpt dBobrert jt !pcj 
N f oipsjoh iQphsbnnf

Cbdl hspvoe
Bolpo.tjif !n f oipqohljoifs/if oijpo!g)s!35CB!qsjn bsz!i fbni !df oitf t!)Q Dt*!vtjoh!b!dbesf Ipcjovstf! 
n foipstlx bt!qjrpif e!boe!tdbrfie!vq!xju jo!u f!cfcotfydp<ju f !Tvl ti f n b!qq)Kddjo!u f !f jhi d 
ejligdiilp^opsu fsolLbaobibl bkgjn !3123!tp!3125/!Bt!b!qbsdpcjqq3hdDn n bqdffwbrabypo-lii f 
pcjefwf rpqjoh!boe!jn qrfn foqohlu f iqqohsbn n f !xftf !bobrztfe/!U jt!sf qpsdef tdsjcft!u f itibsu 
vq!boe!boovbrWptd!jo\Apnftf e!jo!jn qrfin foqohlii f Iqqjhln n f !jo!u f !f jhi dejtiqdit/!Bdu f !foe!pcj 
li f !sf qpsu-!u f !dptd !bsf !dpn qvife!g)slb!tjohrfi!ejtiqddboe!g)s!b!tjohrfi!n f oipsltplu bdqqjh&n n f! 
jn qrfin f ocfst!n bz!cf !bcrfi!ip!bqqsfcjbtf !u f Icvehf ibsz!jn qijdbqpot !jo!u fjs!pxo!cVoifytf

DptqohlDpotjef sbijpot
U f !bdu/brtfyqfoejivsf !gps!jn qrfin foqohlu f Iqqoh&n nfljolfjhi dejtiEjditlevsjohlu flzfbsl 
3124.251X btldpotjef sf ekpshj f Idpt Ubobnctjt/

The costs are largely related to staff (salaries, travel, per-diems), capital and material costs 
jrtaqcpqt-ln bovbrWf id*!boe!fv\f oit!)i£bjojoh-lsf &ti fst-lsfwjfx In ff qoht7!U f lef tdsjqgpo! 
cpnpxtlu f Itbn f Ipaefsf

U f Icfctitlbsf In foqpofelcpii IjolJbejbolsvqff tljJD^IboelbdVTepntasIdxft!)VTE*!dpotjefqoh! 
ti f If yd bohf Idxf !pg69!JOS!qf sIVTH!

■’^s! The costs are finally categorised into one-time and recurring costs. One-time costs include 
fyqfoeju/sftlii bdxfsfln bef Ipodf levsjohlu f Iqn f Ipcjjoif arfoqpoltvd IbtIjojqbrijoevdijpo! 
idajojoh! boe! dbqjibrfdpt it-I x i fsfbtlii f Isfdvsqohlcfctitljocfrvief Ifyqfoejivrftlii bdsfdvsl 
regularly such as staff salaries, travel, review meetings, etc.

Recurring staff-related costs
U f ITvl ti fn blqqalfddvtfelblefejdxf elcterf Ipcjovstf In foipstlgjslqqsvyejohlpo.tjif In foipsjoh! 
to the PHCs of northern Karnataka. They were supported and supervised by a programme officer 
dbnfielblejtiqddqqDhdbn n f ItqfcjbijtnjEQTIjolf bd lejtiEjdutlii f lEQTtlxf^ltvqfaijtfelczliKp! 
dfoirfxnfWrtifd ojdbrfn bobhfst/!U f lixpln bobhfstlsfqpsfeliplu f Irvbijnzljn qqavfn fod)RJ! 
tqf cfbijtiUx i plx btlii f Ipvtf dorrirrfibe!cps!jn qrfin f ogohlii f Ijorfstf oqpo/l Djrojdbrfboelif d ojdbrh 
tvqqpsdx btlqqsvyef elczlii f IdrjrcjctortopotvrtboitIc^an ITUKpi oitlNf ejdbrtEpnfihf !)TTND*!u qavhi I 
trainings and handholding support in the field. While the clinical consultants supported the 
qqjlf ddqbsuqn f-!ii f Iqqalf ddbrtplf n qipzfelblg/nmjn f lidojojohldppaejobipslcbtf elpvdpcjTHMDIip! 
run the trainings and coordinate the handholding visits. This part of the cost analysis includes staff 
tbrtagf t-lii f jdiriwf Ribddpn n pebypolboelqf slejf n t/l

U f JTipsz’p^b'Nbif 9DbrOxcp90-'boe!D jra’I fbni !)NODI *!Nf oipgoh!Q=ph&n n f!jo!Opsu i



U f !Tipsz!pcJb!NbLf sobrrtOfx cpso-boeD jnal fbra !)NCOI *!Nf oipsjoh!Q=ph±n n f !jo!Opsu faolLbaobibl b
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Tbrbgft!boe!idD\flfrt4)tit!p^ovstf !n foipst/!U f !Tvl ti f n b!qg)Kddfn qrpzf e!64!ovstf !n foipst! 
ipidpwf s!496!35GB!Q Dt!jo!u f !f jhi dqqjlf dilejtiEjdLt/!Pc|ii ftf-!59!i be!hf of ±rtovstf !n jexjcjsz! 
id3jojoh!)HON*-!gpvs!i be!Cbdi f rpst!jo!Tdjfodf !ef hsfft!)CTd*!boe!pof !i be!b!Nbtuf 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 tbrtasz|3<j291-111 LDS!)4-214!\/TE*!qf sh f otpslqf skf bs!x bt Jdpotjef ^ejgask^tgohlqvgqptf t/l 
U f Icpubrioiptdpt#brbsjf t !cps!64!ovstf In f ocpstIgoslpof !zf bs!x bt!: 6-151-I111 !JDS!)275-594!VTE7!U f! 
n foipstlidmf nfe!ip!u f l^odjrjnjft!gos!23.26!ebzt!b!n pod /!U fz!vtfe!u f Iqavijof IqvcijallLEbotqpsd 
xi jd !dptdbcpvd4111!JDS!qfs!n pod !qfstn foipsflU jtlisbotrtift!ip!2: J19-I111 !JDS!)43-9: 8!VTE*! 
joltdwf rWptd:!g)s!brri84!n foipstIboovbrnf

Tbrbgftlboelisbwf rtdptd:Ipcjn bobhfn fodboe'djojcbrttvqqpsdif bn /!U f !9!ejtiqddq^>hd3n n f! 
tqfdjbtjliLt-!3!ifd ojcforim bobhfstIboe’pof IRJtqfdjbtjbd)iJ f !cfbn Irfibefsf!gpsn fe!u f !n bobhfn fod 
if bn !d bdx btljowpmf e!jo! u f !ebz.ip.ebz!jn qrfn f otbijpolpcju f Iqqahdan n f/!U f lEQFtlxfsf! 
medical doctors with master's degrees in public health (MPH); they were each offered an average 
boovbrttbrtasz!pd4/7!rti i t! W.)7318!VTE7g)s!b!qsphsbn n f!ipibrtp^39/9!NM i t!)5: -766IVTE*/! 
U f lif di ojcfortn bobhf st !x f 3 Idrjojdjbotlxju Iqptihsbevbif lidojojohljoldpn n vojizln f ejdjof Ips! 
qvcrjdli fbra fzli belbeejgpobriiftqpotjcjrjnjftIsfriafe!ip!dppsejobijoh!boe!tvqqpsgoh!pu fs! 
qqahdan n f !dpn qpof oit-!u vt!pom!81&!boe!91&Ipcfu fjslijn f -Isf tqf dijvf ra-!x btIc^otif eljolu f! 
bobrztjt/l U f I n pojipgoh! boe!f\Abrabijpo!)N' F*!tvqqpsdxbt!qq3\Ajefe!cz!fjhi dejtiqddN' F! 
tqfdjbijtnt!)pof Igoslf bd !ejtiqdif!boe!pof IN' Fin bobhfsflU fzltvqqpstfeldprrfidijpo-lc^n qjrtxjpo-l 
boelbobmtjtlp^po.tjif In f otpsjohlebiblgpslqqahdan n f Iqrboojohlczld fin bobhfn fodifbn /ITjodf I 
d fzlxfsf Ijowprvfeljolpu fs!N' Flbdgwjtjft-!31&Ipcju fjslijn f lx btldptifelcpslu jtlbobratjt/IU f I 
i&jojohldppsejobipatId jf^tqpotjcjijnzlxbtliplc^psejobif In bovbrtefvf rpqn fodboeljn qrfin fod 
LEbjojoht Icpslovstf In foipst-lxi jd Isf r vjsf e!61&Ipcji fslijn f Ipolu jt Ibtqf ddpcjii f jqqahdan n f/!U f I 
qbsugn f 'drjrojdjbotItvqqpsif eln bovbrtefvf tpqn f ou-ldpoevddp^isbjojohtlboeli boei prajohlu f I 
mentors in the field. Under this section, only their time related to travel for handholding the nurse 
n f oupst Ijt Idptif e/!U fjslijn f Igosludojojoht Ijtldptif elvoef slu f If vf odltfdijpo/

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 
boeldtjmjdbrtif bn t*!bddpn qbojfeld f lEOTljolu f Itbn f Ivtf i jdrhlboeli f odf Id f Mi jdrfilc^tdlbsf I 
opdtfqbdaif ml dpt if e! gas! u f! wjtjipst/! I pxfvfs-! idwfrhcf ixf f o! Cbohbrpsf! boe! u f! ejtcgdu-! 
bddpn n pebijpo!boe!qfslejf n t!bsf Idptif eldpotjef qohlu bdu f IRJtqfdjbijlidistMf rriie!cpsl6!ebzt! 
bln pod -Id fin bobhf stlbc pvd9!ebzt Ibln pod If bdi Iboelu f Idrjuajdbrinf bn In fn of st !)jo!qbjst*!gps!3! 
ebztlfvtf szlix pin pod t/!U f lipibrtdptitlp^tbrtaszlboelidMrtgasIn bobhfn fodboeldijmjcbrttvqqpsd 
teams was 91,08,812 INR (157,048 USD). The total staff costs sum up to 2,05,56,812 (354,428 USD)

Cbqjibritooeln bif sjbrtafctit
This includes the costs incurred in purchasing laptops for staff, communications, and development 
pcjifdi ojdbrhn bif sjbrti)dbtf !ti ffdlboeln bovbrtf/lU fin bobhfn fodifbn !)RJtqf djbrjhu-lif di ojdbrti 
n bobhfst-lboe!EOT*!xfsf Iqqavyefelxju Irbqipqtlboeljoif sofdebibldbsetlu bdxfsf Idptifelbd 
61-111 !JDS!)973!VTE*!g)slf bdi !qf stpo/lBeejijpobrmJif rhqi pof IboeIjoif sof df yqf otf t !p^2611!JDS! 
(26 USD) were incurred by each staff person every month. The printing of case sheets and manuals 
dptd21-96-1111)29-8181VTE71U f lipibriobtiivoef slu jt !<#>n qpof odtvn t !vq!ip!2944111 !JDS!)42714!
VTE7

gio
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Fvtf oikfct it
U jt! jodroief t! u f! dpt it! jodvsef e! ipx bset! dpoevdijoh! li f! jojijbitjoevdijpo! cebjojoh! gps? ovstf! 
n foipst-!u f IdjajciatEf^fti f st! boe! qptujoht! boe! sf vyf x! boelqrboojoh! n ff ijoht/! U f! jojujbrtn 
joevdijpo!iri)jojoh!g)s!64!ovstf !n foipst!x bt Idpoevdif e!bUTdtf)i ot!Nf ejdbriEpnrfihf !boe!l ptqjLbrrt 
Cbohbrpsf !jo!gpvs!tf qbsbtf Icbidi ftixju If bd Icbcdi !rtatijoh!g)s!41 lebzt/IU f Iidojojohldptitljochnef! 
(*>tit!g)slwf ovf-Ibdcfcn n pebypo-lLdavtf rftoniDx bodf-!dj©jdbriqptijoht-!LEbjojoh!l jitIboelu f liEbjofsti! 
cff t/!U f IipibridptdjodvsEfelLpIiEbjoIgjvsIcbidi ftlpcjn foipstlc^pn !9!ejti£jdii!x bt !33Z35!rtal i tIJDS! 
)53-17: !VTE*/!Tjy!Lp!ojof In pod tlbgfslu f Ijojqbrhirijjojoh-Ibicijmjcfcrtf gfti f slid3jojoh!)4!ebzt*!x bt! 
i f relipldjogastf It I jrrtn!boeIdrjmjdbrhqpt ijoht !)6!ebzt*!x f sf Ibs&ohf eliplqqjvjef Ipqqpsu/ojyf t Igps! 
d f In f oipst Itpldpoevddef ijvf sjf t Ijolbli ptqjibritif ojoh/IU jt Idptd774-111 !JDS!)22-542!VTE7

Jblu f Icf hjoojohlpcju f Iqqjhdsn n f-!u f lEQTtIboelN' Fltqf djbrjtdld'dfjwf e!b!4.ebz!idDjojoh!po! 
howto manage and monitor the nurse mentor programme in the field which cost in total 128,000 
JOS!)3-318!VTH*!gpslLd3wf ntoddpn n pebijpolboelqf slejf n t/!U jtlidajojohli f rqfelu f n Iipltvqqpsd 
and supervise the mentors in the field through planning and review meetings, field support and 
N' FIbdijvyijft/IJblu f lejtiEjdit-Iu f lEQTtII f relqrtoojohlboelsfvyfx In ffijohtlxju In foipstlfwf sz! 
xffl Iiplbttjtdu fin f oipst Ijoldpn qrfxjohlepdvn f odoqpolbt !x f rrfot Iiplsf vjf x Id f jslqsfvjpvtlwjtjit! 
boelqrbolgjsld f Itvctfrvfodvytjd/!U ftf In ff ijohtIdptd24: 3-1111 !JDS!)4-421 !VTE*!gjs!bfTtfjhi d 
ejtiqddIjolblzf bsldi bdifelbdd f Idxf !p^31111JDSIqf sin pod Iqf slejtiqddIU f Iipibfifyqfoeju/tf Ipo! 
d f tf If wf oil !x bt 145-34-111 !JDS!)6: -128IVTE7

Ipibriqqohsbn n f Idpt it
U f Iipibrtrptdlbsf Icbif hpq{fe!joip!tibsuvq!boe!boovbi1jsfdvsqoh*!cptd/!U f Itibsuvqldptd! 
jodrvief Idptdljodvsd eIcpsldbqjibrtfiyqf oejiv^ t Iboelgjsldpoevdgohljoevdijpoluiijojohlgjsln f oipst I 
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 
sf^fti f slidsjojoht-IdijiDjdbrtiptijohtboelsfvjfx In ff ijoht4) jtbn pvod!ip!3-4: -96-564UDS!)524-653! 
VTE7IU f IipdDrttdDsuvqlboelboovbrta^tdpcjd f Ijoif arfoijpolxjd !bo!beefe!6&!dpoijohfodzlx bt! 
3-82-14-564!)578412!VTE*!gps!bnrtfjhi dejtiqdit/!U jtlusbotrtxft!ip!4498-: 43!JOS!)69-524!VTE*!qf si 
ejt igddboe !622497!JDS!)9-928!VTE*!qf sin f oipslqf slzf bsf

U f !Tipsz!p^b!Nbif gobiOfxcpso-iboeiD jra’I fbrti !)NCO *!Nf oipgph!Qph$bn n f !jo!Opsu fsoil
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salary 9540000 16448315000 53 1 12

travel 1908000 328973000 1 1253

salary 2880000 4965530000 8 1 12

1920000 3310320000 8 1 12

20% of time costed576000 9931300Q0 8 0.2 12

salary 50000 j2 0.8 12 16552

travel 336000 579314000 2 121

salary 110811 0.7 12 930812 160481

travel 114000 19669500 1 1 12

--
salary 0.2 12 132000 227655000 1

salary 50000 0.5 12 300000 51721

consultancy 2500 480000 82768 4 6

travel 5000 8 480000 82762 6
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salaryDistrict M&E 
: specialist

Technical
Manager

1400INR for 8 days trip a month; includes travel 
accommodation and per diems

70% time costed
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4 mandays (2 consultants for 2 days) every two months for 
each district

9500 INR for 8 days trip a month; includes travel 
accommodation and per diems

20% time costed

80% time costed
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> 5000 INR includes travel, accommodation and per diems for 
one consultant per trip OF two days
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550000 948350000 11
1500 1211 1

550000 4 37931

1000 2 30 2400004 4138

8000 16 1280001 1 2207

15000 53 2650001 4569

1000 3 3 3 27000 466

7000 53 63971 1 371000

2000 8 12 192000 33101

Cost analysis of mentoring programme in eight districts of northern Karnataka

Training for 
district staff

Clinical 
refresher for 
mentors

Trainers 
costs

Mentor 
costs
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Capital and | 
material costs
Laptops

comunication
Printing

198000
1085000

3414
18707

50000 INR per laptop for 8 DPSs, 2 managers and QI specialist

1500 INR per person for 8 DPSs, 2 managers and QI specialist 
costs of printing 72000 case sheets and 100 manuals during the 
year; actuals considered
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Trainers
I costs

Induction 
training for 
mentors

lasting 30 days of training costed 550000 INR and includes venue, j 
food, hotels, clinical postings, travel, training kits ____________ j
the trainers from St Johns were consultants @ Rs 1000 for their 
session per day; each day, about 2 trainers were involved apart 
from the training coordinator; each training lasted 30 days and we 
had 4 batches
The DPSs and M&E specialists from each district were 
trained which costed 8000 INR per staff that includes travel, 
accommdation and per diems; the training was done in-house.
Each mentor recieved a clinical refresher during the year.This was 
conducted in 3 batches for 3 days each to cover 53 mentors; it 
costed 5000 INR per mentor that includes travel, accommodation 
and perdiems..
1000 INR per session per trainer per day; 3 trainers for each of the 
days in 3 batches of refresher training
Each mentors attended 5 days of postings in a year; for each 
mentor it costed 7000 iNR that includes the travel, accommodation 
and perdiems
2000 INR per month per district (roughly 500 INR for each weekly 
meeting)
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Sum of total staff, total capital and total event costs -

27103453 467301

3387932 58413

511386 8817
--

Cost analysis of mentoring programme in eight districts of northern Karnataka
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Costs per 
district
Costs per 
mentor
Start up costs
Annual /

' recurring

3118000
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Contingency 
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total costs
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