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Acronyms

CHW Community Health Worker

HEW Health Extesion Worker

HMIS Health Management Information System
ODK Open Source Data Kit

OMR Optical Mark Recognition

PISP Populationlevel Individual Screening Package
RMHC Rural Micro Health Centre

RRA Rapid Risk Assessment

Operational Definitions ofCommunity Health Worker for this Evaluation

There are numerous widely accepted definitions for community health workers, and a
review of literature found that the roles, responsibilities, and management structure vary
widely among community health workerograms. For the purposes of this report, the
evaluator has adopted the following definitions:

A community health worker

{l Acts as a connector between patients and providers in areas that have traditionally
lacked access to adequate care (UNICEF, 2004).

1 Performs set of essential health services and who receives standardized training
outside the formal nursing or medical curricula and has a defined role within the
O2YYdzyAGe yR GKS fIFNAHSNJ KSIFHf K aeaiasSys

1 Need not have extensive formal echtion butshould be able to ready, write, and
perform simple mathematical calculations. More importantly, s/he should be
carmed with knowledge that no professional can match: an intimate knowledge of
GKSANI 26y Odzf GdzNB¢ 6t | yWHOYISHIR OF y | S| f K



Part |: Background

Overview of IKP Centre for Technologies in Public Health and Context for the Evaluation

IKP Centre for Technologies in Public Health is dangtrofit research organization whose
mission is to design inclusive healtiigrems for remote rural populationsy focusing on
designing, developing and delivering innovative solutions in healtk concerning India and

the developing world(ICTPH, 2011). With its @mound partner SughaVazhvu, ICTPH is piloting
a technologyenabkd comprehensive primary healthcare delivery model in rural Thanjavur,
Tamil Nadu. Each of the pilots (3 at time of publication), referred to as a Rural Micro Health
Centre (RMHC), operates adoctor" supervisectlinicthat providesprimarycareto a

population of approximately 10,000 people within adBmradius of theRMHC. Beginning in
August 2010, ICTPH piloted a community health worker initiative, henceforth referred to as the
Guide program, within the Karambayam RMHC catchment area. This reporév@luation of

the Guide program in year onbeginning August 1, 2010 and ending at the expiry of the first
contract, August 31, 2011.

Overview of the Sugha Vazhvu Guide Program: History, Evolution, and $oals
Nala Oli Program

Prior to the Guide prgram, in January 2009 Sugha Vazhvu initiated a

CommunityHealthWorker progranmrknown as Nald £ A o0 YSI YAARG&@I2AFRCECI YAT O
Nala Olis, women from the surrounding community, were recruited on a volunteer basis to
disseminatamessagesf prevenive and promotive careto a catchment of 50 households. The

brfl htAaQ 1Se& 1l aupvisits SdBnsuieirugdrapfiaRadzOdrecovdng f 2 &
with RMHC patients in her catchment.

The Nala Oli program faced many challenges, outlined below.

1.There was not yet the adequate technological infrastructure to
measureand identify trendsin householdsvho benefitedfrom the Nala
h £ acéiv@messaging.

2.The RMHC nuréeand the Nala Oli functioneas two distinct entities rather than as two
interconnected functions.

3.The RMHC nurse bore too much clinical responsibility and could not properly supervise
the program.

4.The Nala Olis were volunteers, which contributed to diminished participant interest and
program outcomes.

! AYUSH (Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homoeopathy) physicians,
primarily Ayurveda and Siddha

2 Originally nursenanagedfrom May 02, 2011 onwards with the opening of the Andipatti
RMHC, ICTPH transitioned to AYWsthaged health centers.



To address the above challges of the program as well as extend the reach of the RMHC in the
community, ICTPH restructured the Nala Oli to incorporate lessons learned and expand the
program objectives. The Nala Oli program was dissolved and the Guide program was created in
August 200 with newly defined roles and program structure.

Guide Program
ICTPH defined a Guide as:
! YSYOSNI 2F (KS O2YYdzyAaile 6K2 ¢g2dzZ R NBI OK 2
ensure their wellness. With increased need for ambulatory care, she will seeve a
general purpose health worker attached to a general purpose clinic with household
focus where she will actively screen every family in her community for early detection
of hidden factors to good health and support them with timely directional guidance
(referral) for appropriate care. With careful selection and simple structured training
aKS ¢g2dzZ R INI Rdzff& | aadzyS GKS NBf{S 2F I WL
illness management would become her mandate. These women will eventually grow
to be an important source of health information, transforming the way people view
health and to seek care at the appropriate time and manage their health at the village
f S@St AdGaSt¥é o[ 1aKYlFLYlFIYyS HaAmMMO ®

Sugha Vazhvu selected 12 Guides to serve thgdated catchment area. In this
redefined role, the Guides

1 Administered the Populatichased Individual Screening Protocol (PISP),

1 Conductedollow-up, home, and emergency visits,

1 Maintainedhealthrecordsof their catchment populationand

1 Performedtwice monthly clinical dutieat the Karambayam RMHC.

[Note: See Results section for additional details on the nature of these activities.]

Realizing these heightened expectations were not sustainable in a voluntary capacity, ICTPH
structured the progran to provide each Guide with an honorarium of Rs. 1000 per month, free
health care at the RMHC for her entire family, a managed care plan, and life insurance.

To read a more complete history of the Guide program evolution including a detailed
accountof SONHzA 1 YSy 1z aSt SOGA2y > yR UNIAYyAy3dI NBT!
G{ St SOUGA2Yy ¢22f F2NJ I SIHftdK 9EGSyYyaAz2y 2 2NJ] SNa

Guide Program: Target Population

The Guide program operated exclusively in the Karambayam RMHC and is locatethdtekslo
FNRBY {daAKI =+ 1 K@dzQa OSYyiNIf ¢KIFyal ddNJ 2FFAOSD
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the RMHC.

AYRAQDGARdzZI a4 aLINBIR 20SNJ p

Figure 1: Location map of Guide homes in relation to Kakemyam RMHC
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Legend: Red circles: Guides homes (12); Green star: Karambayam RMHC

Karambayam Demographic Snapshot
1 80% nuclear families with 4 members
1 96% homeowners
1 88% have electricity
1 58% have agricultural land
1 64% have livestock
1 81% literacy rate
9 8% persons >15 years old smoke

1 10% persons >15 years old drink alcohol

Patient Traffic at the Karambayam RMHC



In the first year of the Guide program, there were 937 total visits to the Karambayam RMHC
including follow up and diagnostic visits. Of these 93#ts/i591 (63%) were unique patients. If
follow up and diagnostic visits are not included, total patient traffic in Karambayam falls to 790
patients.

Logic Model of the Guide Program

The following (Figure 2) is a logic model of the Guide program asédsiy its first year. This

model was constructed for the purposes of this evaluation to provide an overview of the

LINE IANF YQ& FANRG @SFENIITOGAGAGASAE FyR | £23A0If
evaluated.



Figure 2 Guide Program Logic Model Year 1
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Part It Project Objectives
Purpose of the Evaluation

Given its mission to build a primary healthcare system throughout remote and rural
communities in India, ICTPH senior managensenightto find a scalable method of service
delivery that would connect the phiggan at the RMHC with the community members in the
surrounding catchment. The Guide program pilot in Karambayam was an effort to do that. As
such, it was a priority for the organization to assess how the Guide program was functioning
and if it was sucassfully bridging the RMHC to the community. Within the first year of
operation, ICTPH had identified fundamental challenges with the existing Guide model that
made it a nonviable scalable CHW model. To address these issues and explore alternative
solutiors, ICTPH hired an external professional to conduct a systematic process evaluation of
the Guide program.

As requested by ICTPH management, the purpose of the evaluation was fourfold:
1) ¢2 GF1S atd20]1 2F GKS LINRPAIAINFXYQa FOGAGAGASA
2) Toclarify the goals and outcomes of the Guide program moving forward,

3) To dentify program activities and structure that need to be modified in order to
accomplish the desired program outcomesd

4) To propose a scalable restructured program that incogpes lessons learned from the
first year and best practices in the field of community health

Evaluation Questions:

Given these objectives, the evaluator structured the evaluation to answer the following
guestions:

1 What were the Guide program activit®and outputs in year 1 (1st August, 2010 to 31st
August, 2011)?

9 How do program stakeholders (ICTPH management, Guides)esalfuate the program?
92 KIG FNB L/¢tl YIFIyFr3asSySyaQa 3I2Fta FyR QAaAz2y

Scope of the Evaluation

To answer the above questions, this report evaluates:
1 Activities and outputs of the Guide program,
1 Incentive packages provided to Guides,

1 Management structure of the Guide program, and
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1 ICTPH Staff and Guide satisfaction with the program.

Giventhep2 ANJ Y &Gl 3Sx 2NAIFIYAT FGA2yQa LINBOA2dza STF
timeframe, the evaluation scope does not include the following:

1 Costeffectiveness of the program,

1 Recruitment and initial training of Guides (previously documented in an IGIPH s
published report)

1 Community perception of the Guide and Guide program
[Note: See Limitations for explanation on scope.]

Relevance of the Evaluation to Key Stakeholders

The main audience for this evaluation is ICTPH Senior Staff. As mentioned abaglttation
findings are intended to improve current program structure, management and operations as
well as provide a baseline for future evaluations. The findings of this evaluation will also be
distributed to Sugha Vazhvu Guides and to the broaderiptigalth community for the

purpose of mutual learning.

Evaluation Timeline

See Figure 3 for a visual overview of the evaluation project timeline. Concurrent key activities
undertaken by ICTPH management are also featured in the timeline to provide tontex

As part of the program evaluation, the evaluator spent the first 7 weeks learning about the

program and soliciting feedback from ICTPH staff and the Guides. During this time, the

evaluator sought to identify the specific programmatic issues that ne¢olée addressed

through an extensive review of literature of community health worker programs and through

primary data collection with Guide program stakeholders. The evaluator identified issues to

address and proposed a set of recommendations for prograptovement to ICTPH

management. Management considered the proposed recommendations and adopted those

GKS®8 RSSYSR FSIFaAofS 3IAGSY GKS LINPIAINI YQA 0dzR3
scaling the program to other RMHC catchments. These recomatiemd were incorporated

Ayi2 GKS DAdZARSQ&a NBOBAASR O2yGNI OG GSNXYaz oKAO
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Figure 3 Guide Program Evaluation Timeline J0istober 2011

Guide Program Year 1 Evaluation Timeline
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Stage of the program being evaluated

At the time of evaluation, the Guide program was in the implementation stage, during which
dprogram activiies are being fieldi S&a 4§ SR YR Y2RAFTASRE | yR WGKS 3
characterize real, as opposed to ideal, program activities and to improve operations, perhaps by
NEGAaAAY3T LI I yaodé

Evaluation Framework

The evaluation conducted was a process gatbn, performed when a program has been

implemented but program outcomes may not yet be possible to assess. Rather than looking at

the theoretical framework for a program, process evaluation examines actual program
implementation in light of the identiéd critical program elementsC 2t f 2 Ay 3 a A OKI St
framework for program evaluation, the evaluator systematically collectéarmation about

the Guide program activities, characteristics, and outcomes in order to make judgments about

the Guide pogram, improve its effectiveness, and inform decisions about future

programmingError! Bookmark not defined.

The evaluation utilized emergent design flexibility, which adapts the evaluation aims and

questioya a GKS S@FfdzZ 6§2NR&A dzy RSNERGFYRAY3I 2F (KS
which the program operates change. This was particularly important for this context, as the

SOl tdzZ GA2Y 61 & AYAGAFGSR Ay (KS Thugtrdandr2y G K 2
contract terms were being decided based on preliminary evaluation findings.

Methodology
Data Collection and Fieldwork Strategies

PGAEATAY3 tlHGl2yQa aaGN)r GS3e F2NI SOFtdzr A2y RI
research fromiterature were utilizederror! Bookmark not defined. Throughout the

SOLtdzr GA2Y (GKS S@lFfdzr 62N a2dzAKd G2 O LIidzZNBE RA
perspectives on the Guide program. Copies of each assr# tool used to solicit this

information can be found in report appendices.

Below is a list of data collection strategies used throughout the evaluation.

1 Participant observatiorwithin the ICTPH office and in the Karambayam field area with rich
field notes taken for future analysis

1 In-depth keyinformant interviewswith program stakeholders (Guides and ICTPH staff) that
captured direct quotations about personal experiences and professional assessments of
program performance.

o Note: The evaluator initigt conducted informal interviews with all of the
Guides, meaning there was no predetermined set of questions and the interview
was conversational in nature.
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1 Qualitative written surveywith Guides in whiclguestions were opefended to allow
respondents to povide relatively unconstrainetesponses

1 Primary document revievof contracts, Guide recruitment and training paper, and Guide
training procedures.

1 Literature reviewof best practices in the field of community health worker programming
and management

Daa analysis

¢CKS S@Iftdz GA2Y | R2 LI Sskep frameworkfar §ualitayivie dafalLJS y O S NI
analysis, which progresses from familiarization of the data to establishing thematic frameworks,
and finally to interpreting results' Given the relativelgmall volume of datahie evaluator
conducted all textual analysis of the interview and field note observation data in Microsoft
Word."" The evaluator analyzed written survey responses (quantitative and qualitative) in
Microsoft Excel.

Data Protection Pla Statement

All interview transcripts and field notes were saved on the personal computer of the
evaluator, which requires a password to access. This data will never be passed on to anyone
other than the evaluator. Two years after the completion of thigject, the evaluator will
destroy all raw transcript data.

Protection of Evaluation Participants

Before any interviews were conducted, all participants were read a confidentiality
statement that assured their identity would not ever be traced to theipasses. Verbal
consent was obtained before proceeding. In the case of written survey responses by the
Guides, all respondents used the same type of pen and did not write their names on the survey.
When the surveys were translated from Tamil to Englishirdseslator had no knowledge as to
whose responses s/he was reading. A local Tamil English speaker who did not have any stake in
the evaluation conducted all translation of written documents and interpretation in the field.

Limitations of the Evaluation

1.Many of the interviews conducted at RMHC due to burdensome nature of travel for
guides to the RMHC on multiple days and inability of staff to visit the homes of guides in
the most rural areas.

2.The evaluator did not speak or read Tamil, the languag&epby all of the Guides in the
interviews and written by all of the Guides in their formal feedback survey. A competent

Stafford 2011 13| Page
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field interpreter was used to interpret conversations and translate written responses.
However, the evaluator may not have understode full meaning or nuance of some
feedback provided by the Guides.

3. The evaluation process was initiated during the midst of contract renewal; thought
confidentiality was assured, some element of social desirability could have played a role
in the feedbak provided.

Stafford 2011 14| Page
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Part Ill: Results
Description of the Sample

The population evaluated is comprised of all Guides employed by Sugha Vazhvu (n=12)
RdzZNAY 3 (KS LINE INI Y QaAughst NE2011) &l laINCTEOH sixsiodsialf who > H n
interacted withthe Guide program as part of their work (n=6).

Profile of the Guide:

Every Guide is Targpeaking woman and Indian citizens (n=12, 100%). The mean age of
GKS DdzARSa |4 (GKS LINE 3 NIMHThe advetageifamjlylsiyedvas#l3a o n
persors per household. Twelve Guides were married (100%). The highest level of education
completed by the Guides was 12th Standard (11, 92%) afidtaddard (1, 8%).

Profile of ICTPH staff surveyed:

Three women (50%) and three men (50%), all Indian citizegrg, surveyed. At the
time of interview, the mean age of the interviewees was 27 (Rang&221The highest level of
education completed among the respondents was bachelors (50%, n=3), masters (33%, n=2),
and doctorate (17%, n=1).

Evaluation Question®\nswered through Primary and Secondary Data Collection

CKS F2tft26Ay3 S@OlLtdad A2y jdzSadiAz2ya 6SNB [yags
primary and secondary data, as discussed in the methodology section above.

1. What were the program outputs of th&uide program in year 1 (1st August, 2010 to
31st August, 2011)?

See Figure 4 for a timeline of Guide program activities in the first year.

Stafford 2011 15| Page



Figure 4 Timeline of Guide Program Activities from August 1, 280LQust 31, 2011

Guide Program Activies Year 1
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PISP and Sprinkles Outputs

Bednning in September 2010 and until January 2011, the Guides gathered health data
at a populationlevel via the Populatiotvased Individual Screening Protocol (PISP). The PISP
required the Guides to collect basic health information such as visual acyitydusiti KS { y St f S
chart, family history, personal history of acute and chronic conditions, sexual and reproductive
health, and nutritional information in the case of infants on every individual in the geography
served by the RMHC. The Guides administeredRtSP and collected the data optical mark
recognition (OMR) forms. During this PISP period, the 12 Guides conducted 3264 PISPs (total).
Of these, 3007 were completed and the OMR sheets were processed. An additional 257 PISPs
were conducted but not procegd. From the 3007 completed PISPs, the Guides delivered
completed reports to 24 households in the Karambayam catchment. Additionally, the Guides
conducted 162 PISP high risk follow up visits, home visits in which Guides encouraged patients
to seek followup care for risk factors identified in his/her PISP data.

In May 2011, the Guides were trained in the Sprinkles intervention, a child nutrition
intervention aimed to reduce anemia among children agegfiénonths. Sprinkles is also the
name of the microntrient powder administered to the young children identified as anemic. As
part of the Sprinkles intervention, the Guides conducted 39 household visits to homes with
infants age 6 to 24 months old resided.

Cumulative Community Encounters

When the PISP autiies, highrisk follow up visits, and Sprinkles visits are combined, the Guides

KFR onyd NBEO2NRSR SyO2dzyiSNBA ¢AGK O2YYdzyAade Y
number does not include a standard follayp visit by a Guide conducted (after a patient

residing in her catchment visited the RMHC), as this information was not tracked. Of these

visits, 3264 were unique patients. Based on population estimates for the Karambayam

OF i OKYSy iz (KS DdzARSa SyO2dzyi SNBR 2tibdintie2 dzOK SR
LINE IANF YQ& FANRG @SEFENX¥ hy | @SN)F3ISs GKSNB 6SNB
cumulative community encounters per Guide.

Weekly classes and tests

Each week the Guides attended an hdéamg class at the Karambayam RMHC taught by
one ofthe Sugha Vazhvu nurses or physicians. There was not a set schedule for the content
taught in each class. Rather, it was determined from week to week by ICTPH or Sugha Vazhvu
depending on the current needs from the Guides. For example, before the Guidas the
Sprinkles intervention, they were provided a basic health overview of anemia and taught signs
to recognize anemia in young children. Beginning in April 2011, whoever taught the weekly
class began administering a basic competency test on the mhtenared in class.

Due to a lack of accurate records, the evaluator was not able to determine the number of
K 2 dzNA )\Y@Sél‘jéﬁ AY éfSS‘[f & NI AYAy3az GKS OIF a1l f
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attendance record at weekly trainings, orthe BB & Q | @SNI IS LISNF2NX I yOS
assessments.

2. How did the program stakeholders (ICTPH Staff, Guides) evaluate the program?

The following section answers the question above and is divided into two distinct sections: 1)

ICTPH staff feedback and2dzA RSA4Q FSSRoOoIFI O]l ® ¢KA& AYTF2NNIGAZ2Y
gualitative oneon-one interviews with the Guides and ICTPH staff and written surveys from the
Guides.

L/¢tl albylr3Aay3a {aGFrFFQa 9@l tdzrdA2y 2F GKS t N3
PISP Effort

Although ICTPH staff consistentijterated that the PISP offered extensive insight into
the health geography in Karambayam, the 5 staff surveyed who were involved in the PISP field
effort also cited tremendous frustration.

Those frustrations included:

1 the latencies involved in the Pl cess including the time involved to administer the PISP
(and find villagers at home during the daylight hours),

1 the high error rate by Guides on the OMR,
1 the error correction process by management, and
1 the time required to process the reports andgpide results to community members.

2 KSy RSaONAOAY3T GKS tL{t SESNDAaSs adGFFF TN
GAYSTFAOASY(Zé FTYR GFNHZAINI GAy3IdeE Ly WSTFE SOUGA
knew the responsibilities [involved intheL { t 8 X o6dzi 6S RARY Qi SELISOG
heat, people not being at home when the Guide arrived, having to make a second or third visit,

GKS RA&GFIYOS 06SisSSy G(GKS K2dzaSazé it O2yUdNAOG
prematurely in Jamary 2011. [Note: The PISP is still performed on patients visiting the RMHC.]

A critical aspect of the PISP process was delivering the health status report (written in
Tamil) to the residents who participated. As mentioned, only 24 households (of 3007 tota
PISPs) in the entire catchment received follow up reports, and these were not distributed until
al NOK Hamm® hyS adFFF YSYOSNI aKFNBR GKS AYLIX A
physician and the Guides from responding in a timely fashion tdéadth risks identified. So
GKAES GUKS AYTF2NXNIGA2Y 200FAYSR ¢l & @I fdzt o
dza SRdé¢ ¢KS AYyGSNBASSHSS &aKI NBR GKS SEFYLX S
time of the PISP was administered. Thisgratmay not have received follow up from the
DdZA RS dzyGAf Y2yiKa KIFIR LI aaSRX a4 KIFER GKS LJ
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Management Structure

A midlevel researcher at ICTPH managed the Guide program in its first year. When ICTPH staff
wasl a1 SR | 6 2dzi U K®andydmek StrudtuNPoAeNempioRee identified a
OKIffSyaS SOK2SR uKMBMHKE@meh@m@Mm%MﬁdS 6az ¢
DdzZA RS LINPINI YP 9@FSNE2YS Aa | O2yadZ Gdryd FyR Yy
four staff members expiesed that the role of the Guide program manager was never clearly

defined, and as the newly launched program underwent transition and change, the role of the
manager was increasingly blurred.

Communication

Significant feedback was provided regarding thenmunication between the Guides and ICPTH

and Sugha Vazhvu. Half of the respondents (n=3) identified this as one of central challenges of

G§KS SEA&GAY3 DdzARS Y2RStd® hyS A jodp&apddadhe SS aKl|

weaker and weaker betweektS DdzA RS& YR WG KS LINBINI Y YIyl 3S

GONBI1¢ NBFSNNBR (2 Ay (KAa ljd2diS ¢l a GKS dzyR

AYGSNBSYylGA2yd | OO2NRAY3 G2 (GKS AYyUiSNBASESS:T

program management and in some ways ushered in the evaluation of the Guide program.
Performance Management

No form of performance or consequence management was built into the Guide program in its

first year,which resulted in aarying degree of efforand oucome. As one interviewee shared,
onew2dzt R 32 Iy SEGNI F220 F2NBI NRI 2TWSNAR 6K2
posed a problem for managing staff, who reported frustration with not being able to reward

high performers or enforce consequenceshnlow performers.

Training

There were no consistent themes in employee feedback regarding training, though it was

generally welfegarded as a necessary aspect of the model. One interviewee closely involved

with the program shared that the trainings ad@ KS &t YS (KAyYy3 2@0SNJ I yR 2¢
GSNE AYGSNYOGAOGSS odzi AG g1 & 322R G GKS 06S3A
introduction of the pre and post assessments on the weekly content, introduced in April 2011,

helped to generate me@ questions, attention, and interest from the Guides. Additionally, with

the implementation of the preand postclass assessments, the management also introduced

applause and recognition for the highest test performers.

There were many ideas provided evhat should change with training moving forward, which
Oy 0SS T2dzyR daARSHJI BEKE KLSERAYWAEYyBISYSydaQa 321
LINEINFY Y2@Ay3a F2NBINRK ¢NFIAYyAyIdE
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Twice monthly rotations in the RMHC

2 KSy |a1SR K2g oty rotatahsRiStie RMHCHUndidedYthree
interviewees shared that having the Guide in the clinic was helpful to the RMHC physician,
freeing him or her from performing the more administrative or clerical aspects of a patient visit.
However, two stafmembers commented on the hierarchy between the Guides and the RMHC
physicians that had presented challenges during the first year. There were reports made of
RMHC physiciarshouting at the Guide and disrespecting the Guide openly in front of patients.
ICTPH resolved the issue when it occurred, but the two respondents conveyed that the
physician Guide dynamic was an issue that needed further attention.

Compensation and Benefits

¢g2 adlFFTF YSYOSNE OAGSR 0OeoOf Sa IS3d aaa2SaNEE2 2vil- 8 Si
them more efficient, and cost the organization very little.

Four interviewees (67%) felt the salary was adequate or slightly high for the current work
expectations.

¢tKSNB 61Fa YAESR FTSSRo6I O] 2y (KS thezink®3Q 6 S NA
conduct their work, with 2 persons neutral, 2 persons in favor of the uniform, and 2 persons in

favor of eliminating the uniform moving forward. One reason given for eliminating the uniform

was that, since it is the same as the RMHC playsidi might confuse community residents.

Another person thought that the wear and tear of the uniform might make the Guide look
GakKlooes | yR (GKdza NBTFt S aipadejggadchhdnior/igtgfvievde)ls a S NIIA
favor of the uniform cited comunity recognition and branding as an advantage to the uniform,
offering that the Sugha Vazhvu uniform would become synonymous with quality community

health.

Managed Care Plan

In the year 1 contract, the Guides were promised a managed care plan up30,6G0 in

claims with primary care based out of the RMHC. However, the evaluator learned through the

course of the interviews that the managed care infrastructure was not yet in place, and thus,

the benefit could not be availed by the Guidégsie staff med SNJ a K NBR (KI 0 a2 Kl
GNAGGSY Ay GKS O2y (N OGO ¢l a y2G NBIFfXFYyR Al &
GKFG 6S adGFNISR ONXAYail2N¥YAy3a K2g¢g G2 ONBIFGS 0
this issue in the interview$sCTPH stalfl53 O2 3y AT SR G KS o NBI Okwe T O2yi
KIS GK2NRdzZAKEe@ YAaYlFylFr3aSR GKA&AZE YR aO2YLX S
[Note: at the recommendation of the evaluator, management quickly righted this issue, and all

unpaid managed careaims were reimbursed.]
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Guide Evaluation of the Program
Connection with the Community

The Guides overwhelmingly responded (83%, n=10) that service to the community in some
form motivated them in their work as a Sugha Vazhvu Guide. Though not explikély iaghe
written survey, 8 Guides (67%) reported being very satisfied with their interactions with the
community.

Five Guides (42%) said they joined to educate their fellow community members on health
issues and to improve community health. Some Guptesided more than one motivation for
22AYAy3dr albeAyds aL OKz2asS (2 R2 GKAA (G2 &aSNBS
I NBF FNB KSItdKeod a

Managed care plan
hy GKS gNARGGSY &dzZNBSeés mn 0y o020 DdzZARISIAK BEBOER NI
YEYylF3aSR OFNB L} I y® hyddnddzseReSanyoeneéfividpithE R G K G«
OYFylF3aSR OF NB LX Iy diBedrisurancé & dokvéiing pRpelyRThaughiwé =  «
have the bills, we are not getting a proper response. We are askirigefp on this. | have not

gotten the care | need because | am afraid | will not be reimbursed. And | do not have the
Y2y Seé NRARIKO y200dé

Additionally, through the on®n-one interviews with the Guides, three reported that they were
seeking primary and sendary care at private institutions where they had to pay rather than at
the RMHC where their care was free. The reasons provided were that the Guide did not feel
welcomed at the RMHC and/or felt more comfortable seeking care elsewhere. Two Guides
shared ttat they were not seeking the proper follow up care they needed because their medical
bills were not being reimbursed. As noted above, when the evaluator brought this issue to the
attention of the management, they readily agreed to reimburse the medicahsl&rom the
previous year, as the managed care program was not implemented as intended.

Salary

Throughout the interviews, Guides expressed discontent with the salary. When asked on the
written survey, 12(100%) Guides reported that the Rs. 1000 salarmotasifficient for this
work.

All 12 Guidegxpressed their continued interest in working with Sugha Vazhwvu if the salary was
increasedAnd, when asked, each Guide indicated that the salary as combined with the job
expectations would be an instrumentgctor in deciding to renew the contract for the second
yearrhyS DdzA RS SELX FAYSR GKFG & L Y gAffAy3d (2
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alFtFNE G2 NIA&aS vYée OKAftRNByod L R2yQiG SELISOG Y
problem. I feelhappyi 2 6S | LI NI 2F (GKS {dAKI =1 K@dz DdzA |
' y20KSN) 6KSYSS aKIFNBR 6@ n DdzZARS& Ay 3ASYySNI ¢
I ROSNARS O2YYdzyAdGeé NBFOUA2Yy G2 (GKS wad mnnn ai
community and society respects ahdS O2 Iy A1 S& YSI odzi wiKSe&eé I aj
F2N) 2yfte wad mnnnKQ ,2dz 62NJ] (22 YdzOK F2NJ G422

GKSe f2aS NBaLISOU F2N YSo¢
When asked what an appropriate salary for their current job expectationdduoe, the Guides
responded with a range of Rs. 368000 per month. The average expected salary based on 10

responses was Rs. 3925/month. When asked what she might do for work if the new contract
terms were unsatisfactory, the Guides cited the followimgpéoyment options:

1 100 Days Wofk(Rs. 119/day in Tamil Nadt})

i Tailoring (Rs. 200/day)

1 Data entry (Rs. 3500/month with promotion at 6 months)
Communication with Management

Seven Guides (58%) reported on the written survey that Sugha Vazhvu managédneoi d

respond to their concerns when communicated to them. One Guide wrote that

G/ 2YYdzyAOFGA2Y SAGK L/t¢l A0 A& y20 g2NJAYyIXD
FFLOS® 2SS ySSR a2YS2yS (G2 NBLINBaSyid dza FyR 02Y
Most of the comnuinication challenges the Guides cited specifically were in regards to the

Managed Care plan discussed above. To illustrate the communication gap felt by the Guide,

one shared a representative example regarding a water bottle. She explained that Sugha

Vazlvu had given them a water bottle as one of the benefits or accessories to use on the job.

This Guide said that she had never used her water bottle and her coworkers did not either, as

they could obtain water from neighbors or shops easier than adding arwatsel to their bag.

{ KS &K NBwereigieh a water bottle but if we had been asked what we needed, we

would have said this was not necessary. We need to be listened to."

3¢ KS GFIAf2NAY3 YR RFEGE SydNB 61 38548 I NB SadGAyYl
further verified

4100 Days Work is a povertpmbating measure created by the National Rural Empkmyt

Guarantee Act (NREGA) under which every state government in India should guarantee at least

100 days of paid work (usually unskilled manual labor) every year to each rural household that

needs work.
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Training

On the written survey, 12 Guides (100%) reported they werefgatisvith and/or value with

GKS gSS{1te OflraasSa IyR GSadad hyS DdAzZARS g NERI
RAaSIasSasr o0f22R &adzaFNE OK2f SAGSNREf IXLQ@S f S|
Nine Guides (75%) expressed an explicit desiteettrained further, one indicating computer

training would be helpful while others wanted more direct clinical skills such as wound dressing
and ability to read medicine labels (n=5).

Clinical Work

Responses from the written survey found that 8 Guides’ (60 NB L2 NI SR 0SAy 3 a @€
with the work in the clinic, and that 10 Guides (83%) appreciated the professional relationship

and interaction with the RMHC physician. However, there was also feedback to a separate

guestion from two Guides indicatirtat they did not feel like the RMHC physician treated

them appropriately when she or her family visited as a patient. This echoed the feedback from

ICTPH staff in the previous section regarding the disrespect shown to some Guides by the

RMHC physician.

Job Logistics

%

S
N.

Throughout the course of the evaluation interviews, the Guides frequently cited the

burdensome nature of travel from house to house on foot. The Guides shared their experiences

from conducting the PISP when they had to carry a heavy bdgeafdcessary equipment while

walking on foot for long distances in heat and rain. There were also repeated requests for

cycles and (and umbrellas once) were made.

|l RRAGAZ2y Il ffeés GKS DAdzZARSAQ FTSSRol Ol ¢l a O2yara
between expectations and program realities. One such example was the time required to
O2yRdzOlG F tL{t® ¢K2dzAK GKS tL{t AGaStF¥ Ayg2tQ
time, actually traveling to all the houses in the order prescribed by ICTPH emdirtlling the

family members at home when she arrived required a greater time investment than anyone

had anticipated.

od 2KFG IINB (KS SgFfdza G§2NRa ONRGAOFE 20aSNII |
and interview feedback from stakeholder?

Strong sense of solidarity/unity among the Guides

5dzZNAyYy 3 GKS S@lfdz 62NR&a FASER @GAaAia 2dzald LINR2
their feedback on an incentivized pay structure. This inquiry was met with resistance by the,Guides
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who had begun to share openly with the evaluator when asked questions. Specifically the evaluator
asked each Guide if an incentive pay would motivate her schemed, and if so, what incentives would be
beneficial. The concept of ranking the employees basedutputs was received rather coolly by all of

the Guides. In fact, not one Guide interviewed responded in favor of an incentivized structure. This
reaction may be attributed to the language and/or cultural barrier between the evaluator and the
Guides, NBaAaldlyOS (2 Fyeé ySg LI e&YSyid aiddNuzOhdz2NB=
end of the interview, one guide shared that some of the Guides were underperforming and had asked
their peers to be less diligent so that management would notlsiogt any individuals for low
performance.

YY26Ay3d GKS YIyF3aSYSyiaQa AyaSyadAazy (2 AydNRBRdz
the evaluator pushed the Guides to share what incentives would be of interest and/or motivating. The

Guides sharethe following two answers: more training opportunities for high performers (n=6) and a
financial stipend at festival time (Diwali, Pongal)(n=2).

2 KFG FNB L/ ¢t | YI-yI-EléYéyijQé J21 f a |-yﬁe BGAAA2Y
Overall Vision of a Guide

The evaluator asked each staff member to think about how they would define a Guide and her
role within the Sugha Vazhvu system. The following three themes, supported by representative
guotes, emerged strongly. Most respondents saw the Guides as some arohiof the three
themes:

Guides as bridge between the RMHC and the Community

This theme appeared in 100% (n=6) of the responses, indicating that it is important that the

Guide function as a conduit for information, health resources, and outreach teutreunding

community.

G¢KS DAdzZARS Aa GUKS flrad YAES O2yySOG2NI oSGéSSy

acts as our link to the community so that there is a connection from the household to the

RMHC. This way [village residents] are embeddéd?n ¢ KS KSI f G KOl NBE a&daidsSy

Additionally, when asked if there should be a Guide program in future RMHC catchment areas,

Mam: 2F L/ ¢t adFFF NBALRYRSR a, Sadeg 2KSy | aj

connection to the community and her ability to cagut others to the RMHC as the reason. One

AYGSNBASSESS aidlGSR KFG dao{dAKI =+ 1 K@d#8 Aa y?2

f2y3 GSNX¥ZI¢ YR (GKS DdzZARS LINRBINIY 61L& LINI 27F
Guides as health ambassadors and educators

In this role, he Guide is responsible for looking out for the health of her catchment,
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assisting with drug compliance and, over time, lifestyle modification in the community.

G¢KS DdzZARS&a FFNBX &adzLlJll2aSR G2 SRdzOF (S LIS2LX S 2y
promotive approach. [Sugha Vazhvu] needs to reach out to the community rather than wait for
GKSY (2 02YS® L GKAYy|l GKS DdzZARS A& Iy AYLERZNII
community and make sure the interventions are working. The interventianbave will not

g2N] 6A0GK2dzi GKS DdzA RSo¢

Guides as Connection to the Community

As residents of the surrounding catchment, the Guide is a natural connection to the RMHC
OFGOKYSYy( LRLzZ FiA2yd { SOSNIf NBaLRy®REyiIa al o
scalable plan.

GL NBFfATS GKIFIG KFE@Ay3a az2vyS2yS Ay (GKS 0O2YYdzyA
IANBIFG FSSRol O] (2 GUKS aeaitsSyos

G¢KS NHzNI f aSdGdzd Aa RAFFSNBYydGod , 2dz ySSR G2 KI
you are an a#in who plops in the community. In the rural setup they have to consider you as

LI NI 2F GKSY® ¢KSNB Aa y2 20KSNJ gl & G2 ONI O X
sustainable health venture, and we have to make sure we understand these patients are not

isolated individuals. They are communities. For us to get into the community, we have to have
DdZARS& da 32t RSy YAES 62NJSNARA LI gAy3I GKS gl @&

Demographic and Skill Profile

CKS F2tft26Ay3 LINRPOARSE L/ ¢t | regandingthe@ésired skl 6 S NE&
FYR RSY23INILKAO LINRPFAES F2NJ I DdzARSO® 2 KSYy | &

§ Comfort with technologya K2 dzf R 6SX F2dzNJ aidl FF YSY0OSNBR 0Oc T
f SINYyb aSF3ISNySaa (2 €SIFNYyé | a érsfthatvhed2 NI y
G§SOKy2t238 (1y2¢ftSR3IS ySSR 0S aOSNE ol airxoe 2

1 Age or age rangehould be, three respondents (50%) said she should be betwed@ 25

whereas the remaining three respondents said that age does not matter (n=2, 33%) and
thatshe musbe ¢ YI GG dzNBE Sy 2dzZaK G2 KIyRfS OKIFfftSy3aSa

1 Highest level of education completezhould be, all respondents stated that the Guide
should have finished"812" standard. Specifically 33% (n=2) believed th&t 4andard
should be theminimum education requirement.

q Level of physicalfiness K2 dzf R 0SS (GKS g2NR&a& aKSIfGiKeég 2NJ
Oyrno 2F GKS NBaLRyaSad aSyRdz2NI yOSé¢ |yR aai
responses as important qualities. Lastly, half of thgpondents cited that the Guide
aK2dz R faz2 KIFI@S GKS LIISFENIyOS 2F KSFfOUKX
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f221Ay3é oO0yloov (2 RSaONAOGS || DdzARSO®
Program Management Structure

The responses in regards to the program management structure were cledalyar (n=5,
yor0 2F Y2QAYy3 GKS LINRPINIYQAa YIyF3aSySyd G GK
scalable in future RMHC catchments.

GO¢KS DdzARS LINPINI Y8 adK2dzZ R 06S RSOSY (NI )
KIF2S | RI aKo 2 | a8iR an?l &all then & th&y avdrdrrtdivihg up to their
GFrNBSG&a FyR aSSXK2g (GKSe& OFry KStLI 6KSY YSS
26YSNBRKALI 2F GKS LINBANI YD

¢KNBES NBaLRyRSyGa +rfaz2 o0StASOSR GKI G
ASYA2NE GAUKAY L/¢tl G2 0S NBalLRyaaof
Guide program.
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GL/ ¢t | masugtiein®ut notmanagethem. We should give them a daily
GFrNBSG FYR GKSYy ¢S Ol y Y2y Ahagedpiograin G KS& NBI
YFEylF3aSYSyiezr ¢S OFryQi aoOlFfS dzJ dKAa Y2RSt o

Role of the Guide within the RMHC Ecosystem

hyS NBaLRYyRSyild 2FFSNBR (GKIFG da2S oL/ ¢t k{dAKI
relationship between the physician and guide. If the doctor looks on [thHdebas the least
AYLRNIEFYO Nzy3Is GKIFG ogAff oF OlFANBX®CKAA A& |
LISNE2Y (G2 aGrf{1 G2 Fyeé Fdzidz2NE wal/ LI GASYyd 6KS
Gwlk §KSNJ 0KFYy KIF@Ay3a 02y S NaGQuidelagdyplysidia] BadAiavell S| 2
O2y@OSNEI GA2ya lFo2dzi ¢KIG GKSé& abg Ay (GKS TFASE
Tasks

¢ KNBES NBaLRYyRSyda YSYGA2ySR (KS AYLRZNIIyOoS 2
YSFadz2NyofS GFral GdKIFG OFy 0S5 riewenotedndEtvben 12 Sy &
Guides were given structured tasks and reasonable performance expectations, the Guides

A N v oA oA o~

LISNF2NYSR GaSEOSSRAy3IAft e gStf vé

Two interviewees mentioned highisk patient follow up as a task for which the Guide should be
responsible.

-+

Salay and Incentives

All of the interviewees (n=6) believed that the program should remain a paid position.
Additionally, all also believed that some form of incentives should be introduced to the Guide
payment structure. Three advocated for a performatasead-pay scheme within the program,
as was used successfully with shtatm employees in other catchments.
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Three interviewees referred to nemonetary incentives as important motivators. Motivators
suggested were public encouragement from Sugha Vazhvu reareyg, awards from
community leaders in recognition of serviesehool stipends for high performers, etc.

Training

All interviewees agreed that the training component was a necessary and integral component
to the program. Two respondents offered suggess that whoever supervises the Guide
program should provide regular feedback on what knowledge gaps exist with the Guides to
ensure that relevant materials are covered during the classes.

Technology

One respondent advocated forsmphisticated technolgy piece that would enable better
YFEYlF3SYSyd 2F OFNBE o0& (KS DdZARS&A® ¢KS Ay dSNDA
Fo2dzi ¢6StfySaa yR y2G Of SNAOIf RdziASazée | yR
interviewee noted that the role technologyill play in the Guide program is not yet clear and
everS@2t Ay A adGrkdAy3a GKFG a2S I NByQid &Sié adzNB
0KS KdzYl'y AYUGSNBSYy(GA2y dé

Performance Management

Two interviewees outlined similar performance managementisgsYa Ay @ KA OK | DdzA
success was measured by her ability to impact the health status of her community positively as
measured through the health information captured by the Guides and at the RMHC. One stated
GKFG a! O02YYdzyAleé KSEKSKINBRSRNRA OBNRHN 8 dz2 B ©8.
as an example. Have [the program managers] seen any reduction in the prevalence of Diabetes

Ay | 3IAGSY LISNA2R 2F GAYS Ay (0UKS DdzARSQa OF GO
physician. If not, why not? Do#éise model need to be changed? Does the Guide need to face
O2yaSljdsSyOSaKke
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Part IV: Recommendations
Context for Recommendations:

The evaluation began on July 6, 2011, and the first year contract for the Guides expired on July
31, 2011. To provide the ewaltor more time to conduct research and receive feedback from
stakeholders, the contract terms were extended by one month (to end on August 31, 2011).

As part of the program evaluation, the evaluator spent the first 7 weeks learning about the

program andsoliciting feedback from ICTPH staff and the Guides to identify the specific
programmatic issues that needed to be addressed. Those findings are outlined in the Results

section above. Once the evaluator had identified the key issues to address and cahducte

research on best practices in community health worker programs, she presented a set of
recommendations for program improvement. ICTPH senior management considered the

LINE LI2ASR NBO2YYSYRIGAZ2Yad YR FTR2LWGSR (K2a$s (K
budget, organizational capacity, and potential for scaling the program to other RMHC

catchments.

With the assistance of the evaluator, ICTPH revised the Guides contract terms and program
structure to incorporate lessons learned and current best practicesimmunity health worker
program management. The new contract was issued on September 1, 2011. All twelve Guides
chose to renew the contract for another year.

CKS F2tft26Ay3 2dzift AySa (GKS LINRPINIY S@IfdzZ 2N
incorporaied to the new contract terms. Those recommendations not adopted are included in
Section VI, Issues for Future Consideration.

Restructure the Program
Create Yeatong Timeline of Guide Activities

Duringits first year, theevidence showed thahe Guide prgram lacks(ed?) clear idea of
structuredprogram activities and outputs intended for the Guides to accomplish. However,
research is clear thairogram designers and the CHWSs themselves must have clearly stated
and agreed upon objectives for the programeluding the nature of CHW activities (i.e. clinical
duties, household visits, community engagement), relative time the CHW will spend in
preventive versus curative activities, catchment size for which the CHW is responsible, and the
position of the CHW whin the health service delivery hierarcHy.

It was recommended that ICTPH management create a detailed yet flexibkotiomel plan of
program activities and expected outcomes for the second year of operation. This plan would
include an outline (includg timeline) of Guide participation in interventions and/or enrolment
processes. At the writing of this report, ICTPH had drafted a yearlong program plan, which can
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be found in Section V The Way Forward. To facilitate this process, the evaluator catsauct
f23A0 Y2RSt 2F GKS &aSO2yR @SINJLNRINIYQa NBOJA
outputs. See Figure 5.

As part of this program restructuring, the program management and feedback system was
defined and explained to all stakeholders. In tlewprogram structure, the Sugha Vazhvu
Medical Director, based at headquarters, is the owner of the program. However, the two newly
created position of HEW/Guide Manager serve as the operational manager of the program.

Two Guides were selected by inteswi process to serve as the Health Extension

Workers/Guide Managers at the Karambayam Clinic. In this role, these two women work half of

the week in the RMHC supporting the physician and spend the other half of their week in the

field with the Guides, shadang their work and reporting back to the RMHC physician regularly

on what she observes. The HEW/GM is expected to use her firsthand observations to inform

0KS wal/ LKE@aAOAlIY NBIFINRAYyI ySOSaal NBE GNI AYA
reactey (2 GKS DIdZARSQA FTOUAGAGASE FYyRk2NJ G2 (KS
performance evaluation. The HEW/GM is also responsible for recording all complaints formally
made by the Guides and to ensure the issue is dealt with in a timely fagmd&CTPH

researcher continues to communicate regularly with the HEW and RMHC physician to ensure
operations are running smoothly. When issues arise with the program design or structure, the
researcher is responsible for proposing solutions based on ba#abie evidence from

literature.

See Figure 6 for revised program structure.
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Note: All performance values assigned are estimates based on current best available evidence and will be modified for the program’s duration to reflect realisitc yet ambitious expectations for program ouputs and outcomes.



Figure 6 Guide Program Reporting Sttuie September 201Present

Guide Program Structure Year 2
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Revised Contract Terms

The following outlines the revised program structure and benefits for the Guide program, as
stated in the contract.

Benefits
Each Guide wibe provided with the following benefits:
1 Rs. 1300/month

1 Managed Care Plan (up to Rs. 50,000) with free primary care provided at the Karambayam
RMHC

9 Life Insurance

1 Payfor-Performance rewards for Rapid Risk Assessment enrolment
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1 Cycle
1 Umbrella
9 1 New Unifom

1 Recognition or reward for exceptional performance

¢CK2dzaAK Y2y SGFNE AyOSydiA@Sa Yl e te@ed®®BFFAOMZL G
virtually no evidence that volunteerism can be sustgined for long periods: as a rule,
community health workers arep2 NJ | YR SELISOG | FRENBYUANS |y A

Expectations
Each Guide will be expected to invest 20 hours of work each week in the following:

1 Perform tasks as assigned by Sugha Vazhvu detatenrolment and/or Rapid Risk
Assessment, intervention assistance, high risk patient follow up and compliance.

1 Attend weekly training sessions with a 90% attendance avérage

9 Score consistently at or above 75% on weekly assessment tests

Supervision ad Performance Management

7 A

CNRBY U(GKS SgIfdz 62NRa tAGSNI Gdz2NE NBEGASEE (GKSNS
or supervision failure within CHW prograrnAdditionally, it has been shown that more

frequent and regular supervision is associatedwithproved CHW servicg€ne source notes

GKFG /1 2& NBIldZANS ljdzk f AGé& &adzLlSNBAaA2Y 0SSOIl dza S
LISNE2Y Y St FyR G2 ¢%Mpervisibnhas dlsobeen dhaizNdo helpICNBsI & @ ¢
not feel isolated in theiwork, sustain CHW interest and motivation, and lower attrition rates

by as much as two or three timé$.

la GKS a0NXzOGdzNB 2F GKS adzZLISNBAaAA2Y S AG AK2dz
developmental, systematic, planned and budgeted for accordingtyider to achieve the
desired service delivery and health outcomé&$Ih addition,health professionals are trained

f°Continuougi N} AyAy3 Aad y20iSRdAaralSy 82a8dzilltey RINENI /
motivation of the CHWSs themselves. Source?
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GAGKAY GKS GKASNI NOKRIOSY (I SRI YSRRQNT 20 RE a%5d & &
superiority of health personnel has been obsenasda problem, as health professionals often
LISNOSAGS /12&a a at2pfté& ARSA¢E YAadzyRSNERGOI yYRA
within communities. Therefore, program managers must appropriately inform CHW supervisors

of the CHWs role as well as mahe supervisor in supportive supervision of CHWs. Research

has shown thaensuring that supervisors are trained to conduct such supervision increases

CHW retention.

The CHW AIM Toolkit also outlines the key components to successful program management
and CHW supervision. The following proposed supervision and performance management
structure is in response to the referenced evidence.

Performance Reports and Reviews
Sugha Vazhvu will provide each Guide with:
0 Monthly summary of training attendance anelst scores.

0 Quarterly 1 on 1 supervision session with the RMHC physician and a field visit
accompanied by the HEW

0 Annual performance review with the HEW and RMHC physician

SelfAssessments

Each month, each Guide will provide Sugha Vazhvu with a btfefssessment in which the

Guide evaluates her own performance as well as opportunities for improvement in the field and
at trainings. This selissessment will serve as both a professional development tool and a
YStya G2 02YYdzy A Ol (vth thekRMHD ditieREESeSsmeEnis SnayRis2 NJ|
be referenced in quarterly and annual performance reviews.

Performance Management
9 OK DdzARSQ&a 220 LISNF2NXIYyOS gAaft oS |

o0 Attendance and performance at weekly trainings,

Qx
Qx
(0p))
Qx
Qx
(0p))
0«

0 Selfassessmentsand
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o Quarterly reviews (including field observatifn)
At the time of quarterly review, if a Guide is found not to have met defined expectations, the
following will occur:
1.6 KS DdzARSQa f2¢ LISNF2NXYIYyOS gAtt 6S y204SR Ay
Ad&ddzSR | @SNBIEf 6FNyAy3a GKIG Aa y2G6SR Ay (K
2.The RMHC physician and HEW will review the job expectations (see above) with the Guide
to make sure expectations are clear.
3.The Guide will be given 1 month to meet defined expectations.
TIfF FAGSNI M Y2y GK GKS DdzZARSQa LISNF2NXIFyOS NBYI
released from the program.
TLF F2N) GKS ySEG o Y2yiK& (GKS DdzARSQ& LISNJF2
be on warning.
LT FFOGSNI M Y2y iK (K Seshuzhdhadaia fallslBel® 2 NY Iy OS A
expectations within the quarter, the Guide will be given one final warning.

1 If a Guide who is issued a warning does not stay consistently at or above expectations
for 3 consecutive months, she will be released from the paogr

1 If a Guide is consistently performing below expectations, the HEW and/or RMHC
physician may call an individual meeting with the Guide and initiate the above
procedure.

Communication between the Guides and Sugha Vazhvu:
To create a formal feedback ainael between Sugha Vazhvu management and the Guides as
well as track employee satisfaction throughout the program, each Guide will provide Sugha
Vazhvu with:
o0 Monthly written feedback form (anonymousa} end ofthe weekly training
meeting

o0 Quarterly writtenfeedback form (anonymou#) place ofweekly training
meeting. This will include questions regarding satisfaction with and

appropriateness of:
A Weekly trainings,

® See CHW AIM Toolkit (2011) Supervision section for more detailed recommendations
regarding quarterly performance review purpose and content.
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A Supervision and communication with SV

A Job expectations

Other Recommendations not in Revisé€slide Contract

The following are recommendations made by the evaluator that are not written in the new
contract terms but are recommendations agreed upon by ICTPH managing staff.

{SGGfS DdZARSAQ !'YLIAR | St GKOFINB OfFAYa FTNRY
Sincethe ManggR / F NB LX Iy RSOA&SR o0& L/¢tl glka y2a I
many Guides were left distrusting the Sugha Vazhvu health system. In order to restore the

DdzA RSaQ (NHzal YR O2yFARSYOS Ay {dAKI I K@dz
community institution, the evaluator strongly recommended that Sugha Vazhvu pay all unpaid

KSFf KOFNBE oAffa FyR OflFAYa 2dziadlyRAY3I FTNRY

Documenting Complaints and Issues from the Field

When a Guide reports an issue to the HEW, st make a written record of the report or
complaint. Additionally, that person must ensure that, if necessary, the issue is addressed by
the appropriate staff person within the week. This is to ensure that the communication loop
between the Guides and amagement is functioning in a timely fashion. Additionally, it

provides a record against which the HEW and RMHC management can be evaluated.

Determine Performance Benchmarks through Field Pilot

As the new contract introduces the concept of performance itwing with benchmarks, it is
critical that the management team set realistic targets for the Guides to meet in the field. To do
this, the evaluator recommends that before any intervention benchmarks are set, someone
from the central office performs thexpected tasks under the same conditions as the Guide
would (using a cycle, during the day, in the Karambayam catchment). Not only will benchmarks
be grounded in firsthand experience, but also the management can assure the Guides that the
targets are realigc, as other staff has already met them.

Devise Weekly Training Syllabus

A systematic review of CHW literature has shown that improved health and nutrition indicators

INE a2a20A1F SR ¢A0K LINPIAINI Y& OGKIFG | NBE&F LILINE LI
The evaluator recommended that Sugha Vazhvu and ICTPH maylatbais of weekly

training content to ensure that key learning objectiveatinue to beaddressed throughout

the course of the program.

Additionally,a review of literature revealed strong need for community health worker
trainingin interpersonal communication and counseling skills utilizing metlobdslult
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participatory learning. This should be considered when creating the syllabus so that essential
yet nonhealth related informag y A &4 AYO2NL1LI2 NI SR Ay (KS DdzA RSa
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Part V: Detailed Way Forward
The Way Forward: Guide Program 202012

The following section maps out the near future of the Guide program under the revised
management and program structures.

Context: Guide Rygram 20162011

Realizing the need for quicker tuaround times in assessing health risks at catchment
levels, in September 2011 with the signing of the new contracts, the Guides began
administering a stripped down version of the PISP known as the Riagidssessment (RRA).
Concurrently the Guides also engaged villagers in the enrolment process, which entails the
Guides visiting every household in the identified catchment, collecting information such as the
name, age and gender of each family member, tiredlatitude-longitude ceordinates of the
household. At the end of the visit, the Guide would provide the family with a household
identification card to be used at future RMHC visits to access this information captured. The
data collected is then fed intthe HMIS for immediate use in the RMHC. [Note: the PISP
exercise shifted to be performed by the Health Extension Worker at the RMHC as part of
standard first visit protocol.]

Where the PISP was administered on OMR forms, the RRA is conducted usindg Androi
smart phones using an ope&ource datacollection tool called ODK Collect. ODK software
allows ICTPH to customize forms, collect data and curate the survey results.

This method of data collection was used successfully in Andipatti, a recently opened
RMHC site where the entire enrolment exercise was completed in less than 15 daystehort
employees known as enrolment officers collected the information on nearly 13000 individuals
and 3000 households. This experience was repeated at another pilot siteudli, in less than
10 days.

There were a few major differences between the previously referenced enrolment
processes and the work in Karambayam. First, the Guides were tasked with completing the
enrolment and the RRA in the same visit to each housel8#dond, the Guides were not short
term employees but longerm community members capable of providing follow up with
LI G6§ASyGa ARSYGATASR Fa aKAIK NRalé¢ Fa I NBadz
monthly honorarium, the payor-performance scheme used with enrolment officers was
modified to complement the honorarium.

At the writing of this report, the RRA and enrolment processes are currently underway
in Karambayam. The Enrolment exercise requires one adult respondent per househeld t
surveyed, while the Rapid Risk exercise individually surveys all Adult members in the catchment
area, and consequently the rate of completion of RRAs will begin to fall once saturation-of non
working household members available for survey has beeche@ At current levels of
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performance of 250 Household Enrolments and 500 RRAs per week, it is estimated that the
Enrolment exercise will be completed by the end of November. Additionally, more than 60% of
the village will have completed the RRA (assurttiege are 2000 households and 7000 adults

in the catchment area). Once the Enrolment is 100% complete, the staff will reconsider a
realistic percentage target of RRAs. As a result Guides may be asked to pass through their
catchment a second time to gathadditional respondents or the process will conclude.

Beyond Enrolment/RRA

Guide Evaluation Year 1

The following is a timeline of the proposed workflow for the Guides for the remaining months
of their contract.

Guide Work Plan October 2011 to April 2012
Months Tasks Hours/week
September ~ Enrolment*&
October Rapid Risk Assessment (RRA 20-80
November
December 115 | RRA* Second pass (if required ~ 20-80
December180 ]

January CVD High Risk Follow Up

March

April
*Tasks for which the Guides are additionally variably incentivisec
(i.e., directly linked to performance) over and above their monthh

honorarium.

February ‘ Sprinkles Home Visits Up to 20
|

Once the Enrolment/RRA exercise is complete, the weekly time commitment expectation from
the Guides returns tahe stipulated 20 hours/week, where they would be expected to attend
weekly trainings, make home visits for higek CVD and Sprinkles follays. Between CVD
and Sprinkles followaps, the time division is expected to be about 80:20. While folips for

CVD would be ongoing, Sprinkles foHops would last for the course of Sprinkles i.e., every
two weeks for the duration of 60 days.

Protocol for Cardiovascular Disease (CVD) Follow Up
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CVDfollow-upswill be done when a patient has been identified as hg\2 risk factors per the
RRA questionnaire. When conducting a CVD follow up, the Guide would do the following:

1 Visit the house of a patient who is identified as needing an appointment that s/he did
not attend
1 Administer a short survey on the mobile phone

o Capture his/her reasons for missing follap;

o Determine whether the patient is managing his condition elsewhere outside the
SughaVazhvu system; and if so, where (given that the goal is to track and
monitor the chronic condition regardless of wheredtment is being sought)

Measuring any vitals if required (e.g. the BP of hypertensive patients)
Delivering targeted educational awareness at the household such as behavior
modification lessons regarding salt reduction advice for hypertensive patients

= =

With the RRA capturing the health information for the whole catchment within two months, it
is anticipated that there will be a significant number of patients requiring CVD follow up. This
visit (postRRA) is known as the Phase Il follgwwithin the CVD pratcol. These Phase Il
follow-ups should occupy the Guides for at least two months (potentially longer) at the
expected 20 hours per week. Beyond Phase Il Screening, CVDuUp#iomould be an ongoing
event, with the chronic condition followedp periodicdly until the patient exits the CVD
cohort.

Protocol for Sprinkles Follovidp

Guides conducting Sprinkles follow up (see program description in the Results section) will do
the following:

1 Conduct biweekly visits to the house of an infant who has been dadbin the anemia

package

T ' RYAYAAGSNI I &aK2NI adz2NBSeé 2y GKS Y20AfS LK
f SPStas GKS Y2UKSNRa LIS NifeSsdadicényuirentiilloedsdifi. (1 K S
any, etc.

T aSlkadaNB GKS Ay Tl yi @es(hdightwkigh MIXE S G NA O YSI adz
1 Administer anemia education by means of flipcharts

" Mid-upper arm circurference
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Part VI: Conclusions andsues for future consideration

This concludes the Year 1 Evaluation of the Sugha Vazhvu Guide Program. The second year
program model that emergeffom this evaluation is the result of many inputs: structured
observation, interviews, research, and brainstorming by the evaluator and stakeholders. All of
these contributed to the restructured Guide model, designed to reach residents in Karambayam
and fuure RMHC catchments.

Though the Guide program was improved from its pilot model, this is likely another iteration of
many models to come in ICTPH community health efforts. Indeed, community health worker
program structures and management is a field withich the public health community .
continues to grapple. As such, there are many issues for which best practices do not y&t exist.
These questions include,

1 What measures does your program use to assess functionality, engagement, and
performance? Have yaseen correlations among them?

1 What should performance appraisal systems for CHWs look like? And what is practical given
the budgetary and human resources constraints of most CHW programs?

1 What are the most effective methods for galvanizing effective comitgueadership for
CHW support?

1 How do public health professionals strengthen the integration of national CHW programs
and the myriad NG@nanaged CHW programs to contribute to national outcomes?

A

P{1rLs5Qa | SIftGK /' NB L YLNE aEceebtrljia farugn falishdringNB O S y (i
lessons learned, successes in the field, and resources to assist planners and implementers of

CHW programs. ICTPH and Sugha Vazhvu should contribute their knowledge to the global
conversation and stay abreast of the exarolving literature on community health worker

programs.
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Appendix A: Photos throughout the Evaluation
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Photo 2: Weekly Guide Training class at the Karambayam RMHC
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