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Acronyms 

CHW  Community Health Worker 

HEW   Health Extension Worker  

HMIS  Health Management Information System 

ODK   Open Source Data Kit 

OMR   Optical Mark Recognition 

PISP   Population-level Individual Screening Package 

RMHC   Rural Micro Health Centre 

RRA    Rapid Risk Assessment 

 

Operational Definitions of Community 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 worker programs.  For the purposes of this report, the 
evaluator has adopted the following definitions:  

 A community health worker  

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

¶ 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 
ŎƻƳƳǳƴƛǘȅ ŀƴŘ ǘƘŜ ƭŀǊƎŜǊ ƘŜŀƭǘƘ ǎȅǎǘŜƳέ ό¦{!L5Σ нлмлύΦ  

¶ Need not have extensive formal education but should be able to ready, write, and 
perform simple mathematical calculations. More importantly, s/he should be 
άarmed with knowledge that no professional can match: an intimate knowledge of 
ǘƘŜƛǊ ƻǿƴ ŎǳƭǘǳǊŜέ όtŀƴ !ƳŜǊƛŎŀƴ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴΣ WHO, 1999).ii 



Part I: Background 

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

 

IKP Centre for Technologies in Public Health is a not-for-profit research organization whose 
mission is to design inclusive health-systems for remote rural populations by focusing on 
designing, developing and delivering innovative solutions in health-care concerning India and 
the developing world. (ICTPH, 2011). With its on-ground partner SughaVazhvu, ICTPH is piloting 
a technology-enabled 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 as a doctor1 supervised clinic that provides primary care to a 
population of approximately 10,000 people within a 3-4km radius of the RMHC.  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 report is an evaluation of 
the Guide program in year one, beginning 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 Goalsiii 

Nala Oli Program 

Prior to the Guide program, in January 2009 Sugha Vazhvu initiated a 
Community Health Worker program known as Nala hƭƛ όƳŜŀƴƛƴƎ άƎƻƻŘ ƭƛƎƘǘέ ƛƴ ¢ŀƳƛƭύΦ ¢ǿŜƴǘȅ 
Nala Olis, women from the surrounding community, were recruited on a volunteer basis to 
disseminate messages of preventive and promotive care to a catchment of 50 households. The 
bŀƭŀ hƭƛǎΩ ƪŜȅ ǘŀǎƪǎ ǿŜǊŜ ǘƻ ŎƻƴŘǳŎǘ  Ŧƻƭƭƻǿ  up  visits and ensure drug compliance and recovery 
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 
measure and identify trends in households who benefited from the Nala 
hƭƛǎΩ active messaging. 

2. The RMHC nurse2  and the  Nala  Oli functioned as 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.  

                                                           
1 AYUSH (Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homoeopathy) physicians, 
primarily Ayurveda and Siddha 
2 Originally nurse-managed, from May 02, 2011 onwards with the opening of the Andipatti 
RMHC, ICTPH transitioned to AYUSH-managed health centers.  



 

To address the above challenges 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 2010 with newly defined roles and program structure.  

 

Guide Program 

ICTPH defined a Guide as:  

ά! ƳŜƳōŜǊ ƻŦ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǿƘƻ ǿƻǳƭŘ ǊŜŀŎƘ ƻǳǘ ǘƻ ŜǾŜǊȅ ƳŜƳōŜǊ ƛƴ ƘŜǊ ǾƛƭƭŀƎŜ ǘƻ 

ensure their wellness.  With increased need for ambulatory care, she will serve as 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 

ǎƘŜ ǿƻǳƭŘ ƎǊŀŘǳŀƭƭȅ ŀǎǎǳƳŜ ǘƘŜ ǊƻƭŜ ƻŦ ŀ ΨǇŀǘƘǿŀȅΩ ǘƻ ƎƻƻŘ ƘŜŀƭǘƘΦ  ²ŜƭƭƴŜǎǎ ŀƴŘ ƴƻǘ 

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 

ƭŜǾŜƭ ƛǘǎŜƭŦέ ό[ŀƪǎƘƳŀƴŀƴΣ нлммύΦ 

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

¶ Administered the Population-based Individual Screening Protocol (PISP),  

¶ Conducted follow-up, home, and emergency visits,  

¶ Maintained health records of their catchment population, and  

¶ Performed twice monthly clinical duties at 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 program 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 
account of rŜŎǊǳƛǘƳŜƴǘΣ ǎŜƭŜŎǘƛƻƴΣ ŀƴŘ ǘǊŀƛƴƛƴƎΣ ǊŜŦŜǊ ǘƻ {ŀƴƎŜŜǘƘŀ [ŀƪǎƘƳŀƴŀƴΩǎ ǇŀǇŜǊ 
ά{ŜƭŜŎǘƛƻƴ ¢ƻƻƭ ŦƻǊ IŜŀƭǘƘ 9ȄǘŜƴǎƛƻƴ ²ƻǊƪŜǊǎ ƛƴ wǳǊŀƭ LƴŘƛŀΦέ  

 

Guide Program: Target Population 

The Guide program operated exclusively in the Karambayam RMHC and is located 40 kilometers 
ŦǊƻƳ {ǳƎƘŀ ±ŀȊƘǾǳΩǎ ŎŜƴǘǊŀƭ ¢ƘŀƴƧŀǾǳǊ ƻŦŦƛŎŜΦ ¢ƘŜ YŀǊŀƳōŀȅŀƳ waI/ ŎŀǘŎƘƳŜƴǘ ƛƴŎƭǳŘŜǎ 



мнΣллл ƛƴŘƛǾƛŘǳŀƭǎ ǎǇǊŜŀŘ ƻǾŜǊ р ǾƛƭƭŀƎŜǎΦ {ŜŜ CƛƎǳǊŜ м ŦƻǊ ƳŀǇ ƻŦ ǘƘŜ DǳƛŘŜǎΩ ƘƻƳŜǎ ǊŜƭŜǾŀƴǘ ǘƻ 
the RMHC. 

Figure 1: Location map of Guide homes in relation to Karambayam RMHC  

 

Legend: Red circles: Guides homes (12); Green star: Karambayam RMHC 

 

Karambayam Demographic Snapshot

¶ 80% nuclear families with 4 members 

¶ 96% homeowners 

¶ 88% have electricity 

¶ 58% have agricultural land 

¶ 64% have livestock 

¶ 81% literacy rate 

¶ 8% persons >15 years old smoke 

¶ 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 937 visits, 591 (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 as designed in its first year. This 
model was constructed for the purposes of this evaluation to provide an overview of the 
ǇǊƻƎǊŀƳΩǎ ŦƛǊǎǘ ȅŜŀǊ ŀŎǘƛǾƛǘƛŜǎ ŀƴŘ ŀ ƭƻƎƛŎŀƭ ŦǊŀƳŜǿƻǊƪ ŀƎŀƛƴǎǘ ǿƘƛŎƘ ǘƘŜ ǇǊƻƎǊŀƳ ŎƻǳƭŘ ōŜ 
evaluated.  



 

Figure 2 Guide Program Logic Model Year 1 



Part II: Project Objectives 

Purpose of the Evaluation 

Given its mission to build a primary healthcare system throughout remote and rural 
communities in India, ICTPH senior management sought to find a scalable method of service 
delivery that would connect the physician 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 successfully 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 
solutions, 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) ¢ƻ ǘŀƪŜ ǎǘƻŎƪ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŀŎǘƛǾƛǘƛŜǎ ŀƴŘ ƻǳǘǇǳǘǎ ƛƴ ǘƘŜ ŦƛǊǎǘ ȅŜŀǊ,  

2) To clarify the goals and outcomes of the Guide program moving forward, 

3) To identify program activities and structure that need to be modified in order to 
accomplish the desired program outcomes, and 

4) To propose a scalable restructured program that incorporates 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 
questions: 

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

¶ How do program stakeholders (ICTPH management, Guides) self-evaluate the program? 

¶ ²Ƙŀǘ ŀǊŜ L/¢tI ƳŀƴŀƎŜƳŜƴǘΩǎ Ǝƻŀƭǎ ŀƴŘ Ǿƛǎƛƻƴ ŦƻǊ ǘƘŜ DǳƛŘŜ ǇǊƻƎǊŀƳ ƳƻǾƛƴƎ ŦƻǊǿŀǊŘΚ  

 

Scope of the Evaluation 

To answer the above questions, this report evaluates:  

¶ Activities and outputs of the Guide program,  

¶ Incentive packages provided to Guides,  

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

 

Given the prƻƎǊŀƳ ǎǘŀƎŜΣ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ǇǊŜǾƛƻǳǎ ŜŦŦƻǊǘǎΣ ŀƴŘ ǘƘŜ ŜǾŀƭǳŀǘƛƻƴ ōǳŘƎŜǘ ŀƴŘ 
timeframe, the evaluation scope does not include the following:  

¶ Cost-effectiveness of the program,  

¶ Recruitment and initial training of Guides (previously documented in an ICTPH self-
published report) 

¶ 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 above, the evaluation 
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 broader public health 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 context.  

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 needed to be 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 program improvement to ICTPH 
management. Management considered the proposed recommendations and adopted those 
ǘƘŜȅ ŘŜŜƳŜŘ ŦŜŀǎƛōƭŜ ƎƛǾŜƴ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ōǳŘƎŜǘΣ ƻǊƎŀƴƛȊŀǘƛƻƴŀƭ ŎŀǇŀŎƛǘȅΣ ŀƴŘ ǇƻǘŜƴǘƛŀƭ ŦƻǊ 
scaling the program to other RMHC catchments. These recommendations were incorporated 
ƛƴǘƻ ǘƘŜ DǳƛŘŜΩǎ ǊŜǾƛǎŜŘ ŎƻƴǘǊŀŎǘ ǘŜǊƳǎΣ ǿƘƛŎƘ ǿŜǊŜ ƛǎǎǳŜŘ ƻƴ {ŜǇǘŜƳōŜǊ нΣ нлммΦ  



Figure 3 Guide Program Evaluation Timeline July-October 2011 



Stage of the program being evaluated:  

At the time of evaluation, the Guide program was in the implementation stage, during which 
άprogram activities are being field-ǘŜǎǘŜŘ ŀƴŘ ƳƻŘƛŦƛŜŘέ ŀƴŘ ΨǘƘŜ Ǝƻŀƭ ƻŦ ŜǾŀƭǳŀǘƛƻƴ ƛǎ ǘƻ 
characterize real, as opposed to ideal, program activities and to improve operations, perhaps by 
ǊŜǾƛǎƛƴƎ ǇƭŀƴǎΦέiv 

Evaluation Framework 

 

The evaluation conducted was a process evaluation, 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 identified critical program elements.v  CƻƭƭƻǿƛƴƎ aƛŎƘŀŜƭ tŀǘǘƻƴΩǎ 
framework for program evaluation, the evaluator systematically collected information about 
the Guide program activities, characteristics, and outcomes in order to make judgments about 
the Guide program, improve its effectiveness, and inform decisions about future 
programming.Error! Bookmark not defined.   

The evaluation utilized emergent design flexibility, which adapts the evaluation aims and 
questioƴǎ ŀǎ ǘƘŜ ŜǾŀƭǳŀǘƻǊΩǎ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳ ŘŜŜǇŜƴǎ ŀƴŘκƻǊ ŎƛǊŎǳƳǎǘŀƴŎŜǎ ƛƴ 
which the program operates change. This was particularly important for this context, as the 
ŜǾŀƭǳŀǘƛƻƴ ǿŀǎ ƛƴƛǘƛŀǘŜŘ ƛƴ ǘƘŜ Ŧƛƴŀƭ ƳƻƴǘƘ ƻŦ ǘƘŜ DǳƛŘŜǎΩ ŎƻƴǘǊŀŎǘ ŀƴŘ ǇǊƻƎǊŀƳ ǎtructure and 
contract terms were being decided based on preliminary evaluation findings.  

Methodology 

Data Collection and Fieldwork Strategies  

¦ǘƛƭƛȊƛƴƎ tŀǘǘƻƴΩǎ ǎǘǊŀǘŜƎȅ ŦƻǊ ŜǾŀƭǳŀǘƛƻƴ Řŀǘŀ ŎƻƭƭŜŎǘƛƻƴΣ ǉǳŀƭƛǘŀǘƛǾŜ ǇǊƛƳŀǊȅ Řŀǘŀ ŀƴŘ ǎŜŎƻƴŘŀǊȅ 
research from literature were utilized.Error! Bookmark not defined.  Throughout the 
ŜǾŀƭǳŀǘƛƻƴ ǘƘŜ ŜǾŀƭǳŀǘƻǊ ǎƻǳƎƘǘ ǘƻ ŎŀǇǘǳǊŜ ŘƛŦŦŜǊŜƴǘ ǇǊƻƎǊŀƳ ǎǘŀƪŜƘƻƭŘŜǊǎΩ ǳƴƛǉǳŜ 
perspectives on the Guide program. Copies of each assessment tool used to solicit this 
information can be found in report appendices.  

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

¶ Participant observation within the ICTPH office and in the Karambayam field area with rich 
field notes taken for future analysis 

¶ In-depth key-informant interviews with program stakeholders (Guides and ICTPH staff) that 
captured direct quotations about personal experiences and professional assessments of 
program performance. 

o Note: The evaluator initially 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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¶ Qualitative written survey with Guides in which questions were open-ended to allow 
respondents to provide relatively unconstrained responses 

¶ Primary document review of contracts, Guide recruitment and training paper, and Guide 
training procedures.  

¶ Literature review of best practices in the field of community health worker programming 
and management 

 

Data analysis 

 ¢ƘŜ ŜǾŀƭǳŀǘƛƻƴ ŀŘƻǇǘŜŘ wƛǘŎƘƛŜ ŀƴŘ {ǇŜƴŎŜǊΩǎ ŦƛǾŜ-step framework for qualitative data 
analysis, which progresses from familiarization of the data to establishing thematic frameworks, 
and finally to interpreting results. vi Given the relatively small volume of data, the evaluator 
conducted all textual analysis of the interview and field note observation data in Microsoft 
Word. vii The evaluator analyzed written survey responses (quantitative and qualitative) in 
Microsoft Excel.  

Data Protection Plan 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 this project, 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 their responses. 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 English, the translator 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 language spoken by all of the Guides in the 
interviews and written by all of the Guides in their formal feedback survey. A competent 
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field interpreter was used to interpret conversations and translate written responses. 
However, the evaluator may not have understood the 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 feedback provided.  

 

 



 

Guide EvaluationτYear 1   

 

Stafford 2011 15 | P a g e 
 

Part III: Results 

Description of the Sample 

The population evaluated is comprised of all Guides employed by Sugha Vazhvu (n=12) 
ŘǳǊƛƴƎ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŦƛǊǎǘ ȅŜŀǊ ό!ǳƎǳǎǘ мΣ нлмл-August 31, 2011) and all ICTPH senior staff who 
interacted with the Guide program as part of their work (n=6).  

Profile of the Guide:  

Every Guide is Tamil-speaking woman and Indian citizens (n=12, 100%). The mean age of 
ǘƘŜ DǳƛŘŜǎ ŀǘ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ōŜƎƛƴƴƛƴƎ ǿŀǎ оп όwŀƴƎŜΥ ну-44). The average family size was 4.3 
persons per household. Twelve Guides were married (100%). The highest level of education 
completed by the Guides was 12th Standard (11, 92%) and 10th standard (1, 8%).  

Profile of ICTPH staff surveyed:  

Three women (50%) and three men (50%), all Indian citizens, were surveyed.  At the 
time of interview, the mean age of the interviewees was 27 (Range: 21-32). The highest level of 
education completed among the respondents was bachelors (50%, n=3), masters (33%, n=2), 
and doctorate (17%, n=1).  

 

Evaluation Questions Answered through Primary and Secondary Data Collection 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ŜǾŀƭǳŀǘƛƻƴ ǉǳŜǎǘƛƻƴǎ ǿŜǊŜ ŀƴǎǿŜǊŜŘ ǘƘǊƻǳƎƘ ǘƘŜ ŜǾŀƭǳŀǘƻǊΩǎ ŎƻƭƭŜŎǘƛƻƴ ƻŦ 
primary and secondary data, as discussed in the methodology section above.  

1. What were the program outputs of the Guide 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. 



Figure 4 Timeline of Guide Program Activities from August 1, 2010-August 31, 2011 



PISP and Sprinkles Outputs 

Beginning in September 2010 and until January 2011, the Guides gathered health data 
at a population-level via the Population-based Individual Screening Protocol (PISP). The PISP 
required the Guides to collect basic health information such as visual acuity usiƴƎ ǘƘŜ {ƴŜƭƭŜƴΩǎ 
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 administered the PISP 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 processed. 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 follow up 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 aged 6-24 months. Sprinkles is also the 
name of the micronutrient 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 activities, high-risk follow up visits, and Sprinkles visits are combined, the Guides 
ƘŀŘ опуф ǊŜŎƻǊŘŜŘ ŜƴŎƻǳƴǘŜǊǎ ǿƛǘƘ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŦƛǊǎǘ ȅŜŀǊΦ ¢Ƙƛǎ 
number does not include a standard follow-up 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 
ŎŀǘŎƘƳŜƴǘΣ ǘƘŜ DǳƛŘŜǎ ŜƴŎƻǳƴǘŜǊŜŘ ƻǊ άǘƻǳŎƘŜŘέ нт҈ ƻŦ ǘƘŜ ǘƻǘŀƭ ŎŀǘŎƘƳŜƴǘ ǇƻǇǳƭŀtion in the 
ǇǊƻƎǊŀƳΩǎ ŦƛǊǎǘ ȅŜŀǊΦ hƴ ŀǾŜǊŀƎŜΣ ǘƘŜǊŜ ǿŜǊŜ нтн ǳƴƛǉǳŜ ŎƻƳƳǳƴƛǘȅ ŜƴŎƻǳƴǘŜǊǎ ŀƴŘ нфм 
cumulative community encounters per Guide.  

Weekly classes and tests 

 Each week the Guides attended an hour-long class at the Karambayam RMHC taught by 
one of the 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 Guides began 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 material covered in class.  

Due to a lack of accurate records, the evaluator was not able to determine the number of 
ƘƻǳǊǎ ƛƴǾŜǎǘŜŘ ƛƴ ǿŜŜƪƭȅ ǘǊŀƛƴƛƴƎǎΣ ǘƘŜ ŎŀǘŀƭƻƎ ƻŦ ƳŀǘŜǊƛŀƭ ŎƻǾŜǊŜŘ ŘǳǊƛƴƎ ǘǊŀƛƴƛƴƎΣ ǘƘŜ DǳƛŘŜǎΩ 
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attendance record at weekly trainings, or the GuiŘŜǎΩ ŀǾŜǊŀƎŜ ǇŜǊŦƻǊƳŀƴŎŜ ƻƴ ǘƘŜ ǿŜŜƪƭȅ 
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 and 2) DǳƛŘŜǎΩ ŦŜŜŘōŀŎƪΦ ¢Ƙƛǎ ƛƴŦƻǊƳŀǘƛƻƴ ǿŀǎ ƻōǘŀƛƴŜŘ ǘƘǊƻǳƎƘ 
qualitative one-on-one interviews with the Guides and ICTPH staff and written surveys from the 
Guides.  

L/¢tI aŀƴŀƎƛƴƎ {ǘŀŦŦΩǎ 9Ǿŀƭǳŀǘƛƻƴ ƻŦ ǘƘŜ tǊƻƎǊŀƳ 

PISP Effort 

 Although ICTPH staff consistently reiterated 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:  

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

¶ the high error rate by Guides on the OMR,  

¶ the error correction process by management, and 

¶ the time required to process the reports and provide results to community members.  

 ²ƘŜƴ ŘŜǎŎǊƛōƛƴƎ ǘƘŜ tL{t ŜȄŜǊŎƛǎŜΣ ǎǘŀŦŦ ŦǊŜŜƭȅ ǳǎŜŘ ǿƻǊŘǎ ǎǳŎƘ ŀǎ άƘŜŀŘŀŎƘŜΣέ 
άƛƴŜŦŦƛŎƛŜƴǘΣέ ŀƴŘ άŦǊǳǎǘǊŀǘƛƴƎΦέ Lƴ ǊŜŦƭŜŎǘƛƴƎ ƻƴ ǘƘŜ ǇǊƻŎŜǎǎΣ ƻƴŜ ƛƴǘŜǊǾƛŜǿŜŜ ǎƘŀǊŜŘ ǘƘŀǘΣ άWe 
knew the responsibilities [involved in the tL{tϐΣ ōǳǘ ǿŜ ŘƛŘƴΩǘ ŜȄǇŜŎǘ ǘƘŜǎŜ ŜȄǘŜǊƴŀƭƛǘƛŜǎΦ ¢ƘŜ 
heat, people not being at home when the Guide arrived, having to make a second or third visit, 
ǘƘŜ ŘƛǎǘŀƴŎŜ ōŜǘǿŜŜƴ ǘƘŜ ƘƻǳǎŜǎΣέ ŀƭƭ ŎƻƴǘǊƛōǳǘŜŘ ǘƻ ǘƘŜ ŦƛŜƭŘ ŜŦŦƻǊǘ ƻŦ ǘƘŜ tL{t ŜƴŘƛƴƎ 
prematurely in January 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 total 
PISPs) in the entire catchment received follow up reports, and these were not distributed until 
aŀǊŎƘ нлммΦ hƴŜ ǎǘŀŦŦ ƳŜƳōŜǊ ǎƘŀǊŜŘ ǘƘŜ ƛƳǇƭƛŎŀǘƛƻƴǎ ƻŦ ǘƘƛǎ ŘŜƭŀȅΥ άLǘ ǇǊŜǾŜƴǘǎ ǘƘŜ waI/ 
physician and the Guides from responding in a timely fashion to the health risks identified. So 
ǿƘƛƭŜ ǘƘŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻōǘŀƛƴŜŘ ǿŀǎ ǾŀƭǳŀōƭŜΣ ǎƻƳŜ ƻŦ ƛǘ ǿƻǳƭŘ άŜȄǇƛǊŜέ ōŜŦƻǊŜ ƛǘ ŎƻǳƭŘ ōŜ 
ǳǎŜŘΦέ ¢ƘŜ ƛƴǘŜǊǾƛŜǿŜŜ ǎƘŀǊŜŘ ǘƘŜ ŜȄŀƳǇƭŜ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ƛŘŜƴǘƛŦƛŜŘ ŀǎ ƘŀǾƛƴƎ ŀ ŦŜǾŜǊ ŀǘ ǘƘŜ 
time of the PISP was administered. This patient may not have received follow up from the 
DǳƛŘŜ ǳƴǘƛƭ ƳƻƴǘƘǎ ƘŀŘ ǇŀǎǎŜŘΣ ŀǎ ƘŀŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŦŜǾŜǊΦ  
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Management Structure 

A midlevel researcher at ICTPH managed the Guide program in its first year.  When ICTPH staff 
was ŀǎƪŜŘ ŀōƻǳǘ ǘƘŜ DǳƛŘŜ ǇǊƻƎǊŀƳΩs management structure, one employee identified a 
ŎƘŀƭƭŜƴƎŜ ŜŎƘƻŜŘ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ƛƴǘŜǊǾƛŜǿǎΣ ǿƘƛŎƘ ǿŀǎ ǘƘŀǘ άThere is not one owner of the 
DǳƛŘŜ ǇǊƻƎǊŀƳΦ 9ǾŜǊȅƻƴŜ ƛǎ ŀ Ŏƻƴǎǳƭǘŀƴǘ ŀƴŘ ƴƻ ƻƴŜ ƛǎ ŀ ŘŜŎƛǎƛƻƴ ƳŀƪŜǊΦέ Lƴ ǘƘŜ ƛƴǘŜǊǾƛŜǿǎΣ 
four staff members expressed 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 the communication between the Guides and ICPTH 
and Sugha Vazhvu. Half of the respondents (n=3) identified this as one of central challenges of 
ǘƘŜ ŜȄƛǎǘƛƴƎ DǳƛŘŜ ƳƻŘŜƭΦ hƴŜ ƛƴǘŜǊǾƛŜǿŜŜ ǎƘŀǊŜŘ ǘƘŀǘ ǘƘŜ ŎƻƳƳǳƴƛŎŀǘƛƻƴ άloop kept getting 
weaker and weaker between tƘŜ DǳƛŘŜǎ ŀƴŘ ώǘƘŜ ǇǊƻƎǊŀƳ ƳŀƴŀƎŜǊϐ ǳƴǘƛƭ Ŧƛƴŀƭƭȅ ƛǘ ōǊƻƪŜΦ έ ¢ƘŜ 
άōǊŜŀƪέ ǊŜŦŜǊǊŜŘ ǘƻ ƛƴ ǘƘƛǎ ǉǳƻǘŜ ǿŀǎ ǘƘŜ ǳƴŘŜǊǇŜǊŦƻǊƳŀƴŎŜ ƻŦ ǘƘŜ DǳƛŘŜǎ ƛƴ ǘƘŜ {ǇǊƛƴƪƭŜǎ 
ƛƴǘŜǊǾŜƴǘƛƻƴΦ !ŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ƛƴǘŜǊǾƛŜǿŜŜΣ ǘƘƛǎ ƭƻǿ ǇŜǊŦƻǊƳŀƴŎŜ ǎŜǊǾŜŘ ŀǎ ŀ άǿŀƪŜ ǳǇ Ŏŀƭƭέ ŦƻǊ 
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 a varying degree of effort and outcome. As one interviewee shared, 
one  άǿƻǳƭŘ Ǝƻ ŀƴ ŜȄǘǊŀ Ŧƻƻǘ ŦƻǊǿŀǊŘΣ ƻǘƘŜǊǎ ǿƘƻ ŘƛŘƴΩǘ ǿƻǳƭŘ ƎŜǘ ǘƘŜ ǎŀƳŜ ŀǇǇƭŀǳǎŜέ This 
posed a problem for managing staff, who reported frustration with not being able to reward 
high performers or enforce consequences with low performers.  

Training 

There were no consistent themes in employee feedback regarding training, though it was 
generally well regarded as a necessary aspect of the model. One interviewee closely involved 
with the program shared that the trainings are άǘƘŜ ǎŀƳŜ ǘƘƛƴƎ ƻǾŜǊ ŀƴŘ ƻǾŜǊ ŀƎŀƛƴΦ LǘΩǎ ƴƻǘ 
ǾŜǊȅ ƛƴǘŜǊŀŎǘƛǾŜΣ ōǳǘ ƛǘ ǿŀǎ ƎƻƻŘ ŀǘ ǘƘŜ ōŜƎƛƴƴƛƴƎΦέ  ¢ƘŜ ǎŀƳŜ ǎǘŀŦŦ ƳŜƳōŜǊ ǎƘŀǊŜŘ ǘƘŀǘ ǘƘŜ 
introduction of the pre- and post- assessments on the weekly content, introduced in April 2011, 
helped to generate more questions, attention, and interest from the Guides. Additionally, with 
the implementation of the pre- and post-class assessments, the management also introduced 
applause and recognition for the highest test performers.  

 There were many ideas provided on what should change with training moving forward, which 
Ŏŀƴ ōŜ ŦƻǳƴŘ ǳƴŘŜǊ ǘƘŜ ƘŜŀŘƛƴƎΣ ά²Ƙŀǘ ŀǊŜ L/¢tI ƳŀƴŀƎŜƳŜƴǘΩǎ Ǝƻŀƭǎ ŀƴŘ Ǿƛǎƛƻƴ ŦƻǊ ǘƘŜ DǳƛŘŜ 
ǇǊƻƎǊŀƳ ƳƻǾƛƴƎ ŦƻǊǿŀǊŘΚ ¢ǊŀƛƴƛƴƎΦέ  
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Twice monthly rotations in the RMHC 

²ƘŜƴ ŀǎƪŜŘ Ƙƻǿ ǘƘŜ DǳƛŘŜǎΩ ǘǿƛŎŜ Ƴonthly rotations at the RMHC functioned, three 
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 staff members 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 physicians shouting 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  

¢ǿƻ ǎǘŀŦŦ ƳŜƳōŜǊǎ ŎƛǘŜŘ ŎȅŎƭŜǎ ŀǎ Ƨƻō ǘƻƻƭǎ ǘƘŀǘ ŎƻǳƭŘ άƳŀƪŜ ǘƘŜ DǳƛŘŜΩǎ ƭƛŦŜ ŜŀǎƛŜǊΣέ ƳŀƪŜ 
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.  

¢ƘŜǊŜ ǿŀǎ ƳƛȄŜŘ ŦŜŜŘōŀŎƪ ƻƴ ǘƘŜ DǳƛŘŜǎΩ ǿŜŀǊƛƴƎ ǳƴƛŦƻǊƳǎ ƛƴ ǘƘŜ ŦƛŜƭŘ ŀƴŘ ŀt the clinic to 
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 physician, it might confuse community residents. 
Another person thought that the wear and tear of the uniform might make the Guide look 
άǎƘŀōōȅΣ ŀƴŘ ǘƘǳǎ ǊŜŦƭŜŎǘ ǇƻƻǊƭȅ ƻƴ ǘƘŜ ǎŜǊǾƛŎŜǎ ǎƘŜ ƻŦŦŜǊǎΦέ One participant(or/interviewee) in 
favor of the uniform cited community 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 up to Rs. 50,000 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 Guides. One staff memōŜǊ ǎƘŀǊŜŘ ǘƘŀǘ ά²Ƙŀǘ ǿŀǎ 
ǿǊƛǘǘŜƴ ƛƴ ǘƘŜ ŎƻƴǘǊŀŎǘ ǿŀǎ ƴƻǘ ǊŜŀƭΧŀƴŘ ƛǘ ǿŀǎ ƴƻǘ ǳƴǘƛƭ ŀƴ ƛǎǎǳŜ ŀǊƻǎŜ ώǿƛǘƘ ŀ DǳƛŘŜǎΩ ƘŜŀƭǘƘϐ 
ǘƘŀǘ ǿŜ ǎǘŀǊǘŜŘ ōǊŀƛƴǎǘƻǊƳƛƴƎ Ƙƻǿ ǘƻ ŎǊŜŀǘŜ ǘƘŜ ǎȅǎǘŜƳΦέ ²ƘŜƴ ǘƘŜ ŜǾŀƭǳŀǘƻǊ ƛƴǉǳƛǊŜŘ ŀōƻǳǘ 
this issue in the interviews, ICTPH staff ǊŜŎƻƎƴƛȊŜŘ ǘƘŜ ōǊŜŀŎƘ ƻŦ ŎƻƴǘǊŀŎǘΣ ŀŎƪƴƻǿƭŜŘƎƛƴƎ άWe 
ƘŀǾŜ ǘƘƻǊƻǳƎƘƭȅ ƳƛǎƳŀƴŀƎŜŘ ǘƘƛǎΣέ ŀƴŘ άŎƻƳǇƭŜǘŜƭȅ ƳŜǎǎŜŘ ώǘƘŜ aŀƴŀƎŜŘ /ŀǊŜ tƭŀƴϐ ǳǇΦέ  
[Note: at the recommendation of the evaluator, management quickly righted this issue, and all 
unpaid managed care claims 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 explicitly asked in the 
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 Guides provided more than one motivation for 
ƧƻƛƴƛƴƎΣ ǎŀȅƛƴƎΣ άL ŎƘƻǎŜ ǘƻ Řƻ ǘƘƛǎ ǘƻ ǎŜǊǾŜ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ŀƭƭ ƛƴ ǘƘŜ ǊǳǊŀƭ 
ŀǊŜŀ ŀǊŜ ƘŜŀƭǘƘȅΦ ά 

Managed care plan 

hƴ ǘƘŜ ǿǊƛǘǘŜƴ ǎǳǊǾŜȅΣ мл όуо҈ύ DǳƛŘŜǎ ǊŜǇƻǊǘŜŘ ōŜƛƴƎ άǾŜǊȅ ǳƴǎŀǘƛǎŦƛŜŘέ ǿƛǘƘ {ǳƎƘŀ ±ŀȊƘǾǳΩǎ 
ƳŀƴŀƎŜŘ ŎŀǊŜ ǇƭŀƴΦ hƴŜ DǳƛŘŜ ŎƻƳƳŜƴǘŜŘ ǘƘŀǘ άI did not receive any benefit from the 
ώƳŀƴŀƎŜŘ ŎŀǊŜ ǇƭŀƴΦϐΦέ !ƴƻǘƘŜǊ ŀŘŘŜŘ ǘƘŀǘΣ άThe insurance is not working properly. Though we 
have the bills, we are not getting a proper response. We are asking for help on this. I have not 
gotten the care I need because I am afraid I will not be reimbursed. And I do not have the 
ƳƻƴŜȅ ǊƛƎƘǘ ƴƻǿΦέ  

Additionally, through the one-on-one interviews with the Guides, three reported that they were 
seeking primary and secondary 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 that 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 medical claims from 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 salary was not sufficient for this 
work.  

All 12 Guides expressed their continued interest in working with Sugha Vazhvu if the salary was 
increased. And, when asked, each Guide indicated that the salary as combined with the job 
expectations would be an instrumental factor in deciding to renew the contract for the second 
year.  hƴŜ DǳƛŘŜ ŜȄǇƭŀƛƴŜŘ ǘƘŀǘ ά L ŀƳ ǿƛƭƭƛƴƎ ǘƻ Řƻ ǿƘŀǘŜǾŜǊ ȅƻǳ ǿŀƴǘΣ ōǳǘ L ƴŜŜŘ ŀ ƘƛƎƘŜǊ 
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ǎŀƭŀǊȅ ǘƻ ǊŀƛǎŜ Ƴȅ ŎƘƛƭŘǊŜƴΦ L ŘƻƴΩǘ ŜȄǇŜŎǘ ƳǳŎƘ ŦǊƻƳ {ǳƎƘŀ ±ŀȊƘǾǳΦ LƴŎƻƳŜ ƛǎ ǘƘŜ ƻƴƭȅ 
problem. I feel happy ǘƻ ōŜ ŀ ǇŀǊǘ ƻŦ ǘƘŜ {ǳƎƘŀ ±ŀȊƘǾǳ DǳƛŘŜǎΦέ 

!ƴƻǘƘŜǊ ǘƘŜƳŜΣ ǎƘŀǊŜŘ ōȅ п DǳƛŘŜǎ ƛƴ ƎŜƴŜǊŀƭ ŘƛǎŎǳǎǎƛƻƴ ƻŦ ǎŀƭŀǊȅΣ ǿŀǎ ǘƘŜ DǳƛŘŜǎΩ ƴŀǊǊŀǘƛƻƴ ƻŦ 
ŀŘǾŜǊǎŜ ŎƻƳƳǳƴƛǘȅ ǊŜŀŎǘƛƻƴ ǘƻ ǘƘŜ wǎΦ мллл ǎǘƛǇŜƴŘΦ hƴŜ DǳƛŘŜ ŜȄǇƭŀƛƴŜŘ ǘƘŀǘ ά¢ƘŜ 
community and society respects and ǊŜŎƻƎƴƛȊŜǎ ƳŜΣ ōǳǘ ώǘƘŜȅϐ ŀǎƪ ƳŜΣ Ψ²Ƙȅ Řƻ ȅƻǳ Řƻ ǘƘƛǎ Ƨƻō 
ŦƻǊ ƻƴƭȅ wǎΦ млллΚΩ ¸ƻǳ ǿƻǊƪ ǘƻƻ ƳǳŎƘ ŦƻǊ ǘƻƻ ƭƛǘǘƭŜΦΩ L ƎŜǘ ǳǇǎŜǘ ōȅ ƘŜŀǊƛƴƎ ǘƘŜǎŜ ǿƻǊŘǎΣ ŀƴŘ 
ǘƘŜȅ ƭƻǎŜ ǊŜǎǇŜŎǘ ŦƻǊ ƳŜΦέ 

When asked what an appropriate salary for their current job expectations would be, the Guides 
responded with a range of Rs. 3000-5000 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 following employment options3:  

¶ 100 Days Work4 (Rs. 119/day in Tamil Nadu)viii 

¶ Tailoring (Rs. 200/day)  

¶ Data entry (Rs. 3500/month with promotion at 6 months)  

Communication with Management 

Seven Guides (58%) reported on the written survey that Sugha Vazhvu management did not 
respond to their concerns when communicated to them. One Guide wrote that 
ά/ƻƳƳǳƴƛŎŀǘƛƻƴ ǿƛǘƘ L/t¢I ƛǘ ƛǎ ƴƻǘ ǿƻǊƪƛƴƎΧΦ ¢ƘŜǊŜ ƛǎ ƴƻ ƻƴŜ ǘƻ ƭƻƻƪ ƻǳǘ ŦƻǊ ǘƘŜ ǇǊƻōƭŜƳǎ ǿŜ 
ŦŀŎŜΦ ²Ŝ ƴŜŜŘ ǎƻƳŜƻƴŜ ǘƻ ǊŜǇǊŜǎŜƴǘ ǳǎ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘŜ ǿƛǘƘ ǳǎΦέ 

 

Most of the communication 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 
Vazhvu 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 a water vessel to their bag. 
{ƘŜ ǎƘŀǊŜŘ ǘƘŀǘ άWe were given 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 ¢ƘŜ ǘŀƛƭƻǊƛƴƎ ŀƴŘ Řŀǘŀ ŜƴǘǊȅ ǿŀƎŜǎ ŀǊŜ ŜǎǘƛƳŀǘŜǎ ŦǊƻƳ ǘƘŜ DǳƛŘŜǎΩ ƛƴǘŜǊǾƛŜǿǎ ŀƴŘ ŎƻǳƭŘ ƴƻǘ ōŜ 
further verified  
4 100 Days Work is a poverty-combating measure created by the National Rural Employment 
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 were satisfied with and/or value with 
ǘƘŜ ǿŜŜƪƭȅ ŎƭŀǎǎŜǎ ŀƴŘ ǘŜǎǘǎΦ hƴŜ DǳƛŘŜ ǿǊƻǘŜ  ά L ƘŀǾŜ ƭŜŀǊƴŜŘ ŀ ƭƻǘ ƛƴ ǘƘƛǎ ǇǊƻƎǊŀƳ ŀōƻǳǘ 
ŘƛǎŜŀǎŜǎΣ ōƭƻƻŘ ǎǳƎŀǊΣ ŎƘƻƭŜǎǘŜǊƻƭΣΧLΩǾŜ ƭŜŀǊƴŜŘ ƳƻǊŜ ǘƘŀƴ L ŜǾŜǊ ƭŜŀǊƴŜŘ ƛƴ ǎŎƘƻƻƭΦέ  

Nine Guides (75%) expressed an explicit desire to be trained 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 (6т҈ύ ǊŜǇƻǊǘŜŘ ōŜƛƴƎ άǾŜǊȅ ǎŀǘƛǎŦƛŜŘέ 
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 
question from two Guides indicating that 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  

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 bag of the necessary 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.  

!ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƘŜ DǳƛŘŜǎΩ ŦŜŜŘōŀŎƪ ǿŀǎ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ L/¢tIΩǎ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ŘƛŦŦŜǊŜƴŎŜ 
between expectations and program realities. One such example was the time required to 
ŎƻƴŘǳŎǘ ŀ tL{tΦ ¢ƘƻǳƎƘ ǘƘŜ tL{t ƛǘǎŜƭŦ ƛƴǾƻƭǾŜŘ ŀ ǊŜƭŀǘƛǾŜƭȅ ǎǘŀƴŘŀǊŘ ŀƳƻǳƴǘ ƻŦ ǘƘŜ DǳƛŘŜǎΩ 
time, actually traveling to all the houses in the order prescribed by ICTPH and then finding the 
family members at home when she arrived required a greater time investment than anyone 
had anticipated.  

 

оΦ ²Ƙŀǘ ŀǊŜ ǘƘŜ ŜǾŀƭǳŀǘƻǊΩǎ ŎǊƛǘƛŎŀƭ ƻōǎŜǊǾŀǘƛƻƴǎ ƻŦ ǘƘŜ DǳƛŘŜ ǇǊƻƎǊŀƳ ōŀǎŜŘ ƻƴ ŦƛŜƭŘ Ǿƛǎƛǘǎ 
and interview feedback from stakeholder? 

 

Strong sense of solidarity/unity among the Guides 

5ǳǊƛƴƎ ǘƘŜ ŜǾŀƭǳŀǘƻǊΩǎ ŦƛŜƭŘ Ǿƛǎƛǘǎ Ƨǳǎǘ ǇǊƛƻǊ ǘƻ ǘƘŜ ƴŜǿ ŎƻƴǘǊŀŎǘ ƛǎǎǳŜΣ ǎƘŜ ŀǎƪŜŘ ŜŀŎƘ ƻŦ ǘƘŜ DǳƛŘŜǎ ŦƻǊ 
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 based on outputs 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, a ǊŜǎƛǎǘŀƴŎŜ ǘƻ ŀƴȅ ƴŜǿ ǇŀȅƳŜƴǘ ǎǘǊǳŎǘǳǊŜΣ ƻǊ ǇŜǊƘŀǇǎ ŀǎ ŀ ǘƘǊŜŀǘ ǘƻ ǘƘŜ ƎǊƻǳǇΩǎ ǳƴƛǘȅΦ !ǘ ǘƘŜ 
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 not single out any individuals for low 
performance.  

YƴƻǿƛƴƎ ǘƘŜ ƳŀƴŀƎŜƳŜƴǘΩǎ ƛƴǘŜƴǘƛƻƴ ǘƻ ƛƴǘǊƻŘǳŎŜ ǎƻƳŜ ƛƴŎŜƴǘƛǾŜ ŎƻƳǇƻƴŜƴǘ ǘƻ ǘƘŜ DǳƛŘŜ ŎƻƴǘǊŀŎǘΣ 
the evaluator pushed the Guides to share what incentives would be of interest and/or motivating. The 
Guides shared the following two answers: more training opportunities for high performers (n=6) and a 
financial stipend at festival time (Diwali, Pongal)(n=2).  

 

²Ƙŀǘ ŀǊŜ L/¢tI ƳŀƴŀƎŜƳŜƴǘΩǎ Ǝƻŀƭǎ ŀƴŘ Ǿƛǎƛƻƴ ŦƻǊ ǘƘŜ DǳƛŘŜ ǇǊƻƎǊŀƳ ƳƻǾƛƴƎ ŦƻǊǿŀǊŘΚ 

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 
quotes, emerged strongly. Most respondents saw the Guides as some combination of 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 to the surrounding 
community.  

ά¢ƘŜ DǳƛŘŜ ƛǎ ǘƘŜ ƭŀǎǘ ƳƛƭŜ ŎƻƴƴŜŎǘƻǊ ōŜǘǿŜŜƴ ǳǎ ŀǘ ǘƘŜ waI/ ŀƴŘ ǘƘŜ ƘƻǳǎŜƘƻƭŘΦ ¢Ƙƛǎ ƎǳƛŘŜ 
acts as our link to the community so that there is a connection from the household to the 
RMHC. This way [village residents] are embedded inǘƻ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ǎȅǎǘŜƳΦέ  

Additionally, when asked if there should be a Guide program in future RMHC catchment areas, 
млл҈ ƻŦ L/¢tI ǎǘŀŦŦ ǊŜǎǇƻƴŘŜŘ ά¸ŜǎΦέ ²ƘŜƴ ŀǎƪŜŘ ǿƘȅΣ п ǊŜǎǇƻƴŘŜƴǘǎ ŎƛǘŜŘ ǘƘŜ DǳƛŘŜǎΩ 
connection to the community and her ability to connect others to the RMHC as the reason. One 
ƛƴǘŜǊǾƛŜǿŜŜ ǎǘŀǘŜŘ ǘƘŀǘ άώ{ǳƎƘŀ ±ŀȊƘǾǳϐ ƛǎ ƴƻǘ ŀ ŎŀƳǇΦ ²Ŝ ŀǊŜ ǾŜǊȅ ƳǳŎƘ ώƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅϐ 
ƭƻƴƎ ǘŜǊƳΣέ ŀƴŘ ǘƘŜ DǳƛŘŜ ǇǊƻƎǊŀƳ ǿŀǎ ǇŀǊǘ ƻŦ ǘƘŀǘ ǎǘǊŀǘŜƎȅΦ   

 Guides as health ambassadors and educators 

 In this role, the 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.  

ά¢ƘŜ DǳƛŘŜǎ ŀǊŜ ǎǳǇǇƻǎŜŘ ǘƻ ŜŘǳŎŀǘŜ ǇŜƻǇƭŜ ƻƴ ƘŜŀƭǘƘΣ ŀǎ ǇŀǊǘ ƻŦ ώ{ǳƎƘŀ ±ŀȊƘǾǳΩǎϐ ǇǊŜǾŜƴǘƛǾŜ 
promotive approach.  [Sugha Vazhvu] needs to reach out to the community rather than wait for 
ǘƘŜƳ ǘƻ ŎƻƳŜΦ L ǘƘƛƴƪ ǘƘŜ DǳƛŘŜ ƛǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ǇƛŜŎŜ ƻŦ ǘƘŀǘΧΦŀƴŘ Ƙŀǎ ǘƻ ǊŜŀŎƘ ƻǳǘ ǘƻ ǘƘŜ 
community and make sure the interventions are working. The interventions we have will not 
ǿƻǊƪ ǿƛǘƘƻǳǘ ǘƘŜ DǳƛŘŜΦέ  

 Guides as Connection to the Community 

As residents of the surrounding catchment, the Guide is a natural connection to the RMHC 
ŎŀǘŎƘƳŜƴǘ ǇƻǇǳƭŀǘƛƻƴΦ {ŜǾŜǊŀƭ ǊŜǎǇƻƴŘŜƴǘǎ ǎŀǿ ǘƘƛǎ ŀǎ ƛƳǇƻǊǘŀƴǘ ǘƻ {ǳƎƘŀ ±ŀȊƘǾǳΩǎ ƭƻƴg-term 
scalable plan.  

άL ǊŜŀƭƛȊŜ ǘƘŀǘ ƘŀǾƛƴƎ ǎƻƳŜƻƴŜ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ƭƻƴƎŜǊ ǘŜǊƳ ƛǎ ōŜƴŜŦƛŎƛŀƭΦ ¢ƘŜȅ ǿƛƭƭ ǇǊƻǾƛŘŜ 
ƎǊŜŀǘ ŦŜŜŘōŀŎƪ ǘƻ ǘƘŜ ǎȅǎǘŜƳΦέ  

ά¢ƘŜ ǊǳǊŀƭ ǎŜǘǳǇ ƛǎ ŘƛŦŦŜǊŜƴǘΦ ¸ƻǳ ƴŜŜŘ ǘƻ ƘŀǾŜ ǘƘŀǘ ŎƻƴƴŜŎǘƛƻƴ ώǘƻ ǘƘŜ ŎƻƳƳǳƴƛǘȅϐΦ hǘƘŜǊǿƛǎŜ 
you are an alien who plops in the community. In the rural setup they have to consider you as 
ǇŀǊǘ ƻŦ ǘƘŜƳΦ ¢ƘŜǊŜ ƛǎ ƴƻ ƻǘƘŜǊ ǿŀȅ ǘƻ ŎǊŀŎƪΧǊǳǊŀƭ LƴŘƛŀƴ ŘȅƴŀƳƛŎǎΦ ²Ŝ ǿŀƴǘ ǘƻ ŎǊŜŀǘŜ ŀ 
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 
DǳƛŘŜǎ ŀǎ ƎƻƭŘŜƴ ƳƛƭŜ ǿƻǊƪŜǊǎ ώǇŀǾƛƴƎ ǘƘŜ ǿŀȅ ǘƻ ǘƘŜ waI/ϐΦέ 

Demographic and Skill Profile 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ǇǊƻǾƛŘŜǎ L/¢tI ǎǘŀŦŦΩǎ ŀƴǎǿŜǊǎ ǘƻ ŀ ǎŜǊƛŜǎ ƻŦ ǉǳŜǎǘƛƻƴǎ  regarding the desired skill 
ŀƴŘ ŘŜƳƻƎǊŀǇƘƛŎ ǇǊƻŦƛƭŜ ŦƻǊ ŀ DǳƛŘŜΦ  ²ƘŜƴ ŀǎƪŜŘ ǿƘŀǘ ǘƘŜ DǳƛŘŜǎΧ 

¶  Comfort with technology ǎƘƻǳƭŘ ōŜΣ ŦƻǳǊ ǎǘŀŦŦ ƳŜƳōŜǊǎ όст҈ύ ƳŜƴǘƛƻƴŜŘ άǿƛƭƭƛƴƎƴŜǎǎ ǘƻ 
ƭŜŀǊƴϦ άŜŀƎŜǊƴŜǎǎ ǘƻ ƭŜŀǊƴέ ŀǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ŦŀŎǘƻǊΦ ¢ǿƻ ǇŜǊǎƻƴǎ όоо҈ύ ŀƴǎǿered that their 
ǘŜŎƘƴƻƭƻƎȅ ƪƴƻǿƭŜŘƎŜ ƴŜŜŘ ōŜ άǾŜǊȅ ōŀǎƛŎέ ƻǊ άōŀǎƛŎΦέ  

¶ Age or age range should be, three respondents  (50%) said she should be between 25-40 
whereas the remaining three respondents said that age does not matter (n=2, 33%) and 
that she must be  άƳŀǘǳǊŜ ŜƴƻǳƎƘ ǘƻ ƘŀƴŘƭŜ ŎƘŀƭƭŜƴƎŜǎ ƻŦ ǘƘŜ Ƨƻōέ όƴҐмΣ мт҈ύΦ  

¶ Highest level of education completed should be, all respondents stated that the Guide 
should have finished 8th-12th standard.  Specifically 33% (n=2) believed that 12th standard 
should be the minimum education requirement.  

¶ Level of physical fitness ǎƘƻǳƭŘ ōŜΣ ǘƘŜ ǿƻǊŘǎ άƘŜŀƭǘƘȅέ ƻǊ άŜƴŜǊƎŜǘƛŎέ ŀǇǇŜŀǊŜŘ ƛƴ ст҈ 
όƴҐпύ ƻŦ ǘƘŜ ǊŜǎǇƻƴǎŜǎΦ άŜƴŘǳǊŀƴŎŜέ ŀƴŘ άǎǘŀƳƛƴŀέ ǿŜǊŜ ŀƭǎƻ ƳŜƴǘƛƻƴŜŘ ƛƴ ст҈ ƻŦ 
responses as important qualities. Lastly, half of the respondents cited that the Guide 
ǎƘƻǳƭŘ ŀƭǎƻ ƘŀǾŜ ǘƘŜ ŀǇǇŜŀǊŀƴŎŜ ƻŦ ƘŜŀƭǘƘΣ ǳǎƛƴƎ ǿƻǊŘǎ ƭƛƪŜ άǇƻƭƛǎƘŜŘέ ƻǊ άƘŜŀƭǘƘȅ 
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ƭƻƻƪƛƴƎέ όƴҐоύ ǘƻ ŘŜǎŎǊƛōŜ ŀ DǳƛŘŜΦ  

Program Management Structure 

The responses in regards to the program management structure were clearly in favor (n=5, 
уо҈ύ ƻŦ ƳƻǾƛƴƎ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ƳŀƴŀƎŜƳŜƴǘ ŀǘ ǘƘŜ waI/ ƭŜǾŜƭ ƛƴ ƻǊŘŜǊ ŦƻǊ ǘƘŜ ƳƻŘŜƭ ǘƻ ōŜ 
scalable in future RMHC catchments.  

 άώ¢ƘŜ DǳƛŘŜ ǇǊƻƎǊŀƳϐ ǎƘƻǳƭŘ ōŜ ŘŜŎŜƴǘǊŀƭƛȊŜŘ ǘƻ ǘƘŜ ŎƭƛƴƛŎ ƛǘǎŜƭŦΧΦ¢ƘŜ ŘƻŎǘƻǊ ŎƻǳƭŘ 
ƘŀǾŜ ŀ ŘŀǎƘōƻŀǊŘ ƻŦ ǘƘŜ DǳƛŘŜǎΩ ǘasks and call them if they were not living up to their 
ǘŀǊƎŜǘǎ ŀƴŘ ǎŜŜΧƘƻǿ ǘƘŜȅ Ŏŀƴ ƘŜƭǇ ǘƘŜƳ ƳŜŜǘ ǘƘŜ ǘŀǊƎŜǘΦ ¢ƘŜ ŘƻŎǘƻǊ ǎƘƻǳƭŘ ƘŀǾŜ ǘƘƛǎ 
ƻǿƴŜǊǎƘƛǇ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳΦέ  

¢ƘǊŜŜ ǊŜǎǇƻƴŘŜƴǘǎ ŀƭǎƻ ōŜƭƛŜǾŜŘ ǘƘŀǘ ƛǘ ǿŀǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ǎƻƳŜƻƴŜ ŀǘ ƳƛŘƭŜǾŜƭ ƻǊ άŦŀƛǊƭȅ 
ǎŜƴƛƻǊέ ǿƛǘƘƛƴ L/¢tI ǘƻ ōŜ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ŎƻƴǘƛƴǳŜŘ ŘŜǎƛƎƴ ƳƻŘƛŦƛŎŀǘƛƻƴ ŀƴŘ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ǘƘŜ 
Guide program.  

 άL/¢tI ǎƘƻǳƭŘ measure them but not manage them. We should give them a daily 
ǘŀǊƎŜǘ ŀƴŘ ǘƘŜƴ ǿŜ Ŏŀƴ ƳƻƴƛǘƻǊ ƛŦ ǘƘŜȅ ǊŜŀŎƘ ƛǘΧΦ²ƛǘƘƻǳǘ ώwaI/-based program 
ƳŀƴŀƎŜƳŜƴǘϐΣ ǿŜ ŎŀƴΩǘ ǎŎŀƭŜ ǳǇ ǘƘƛǎ ƳƻŘŜƭΦέ 

Role of the Guide within the RMHC Ecosystem 

hƴŜ ǊŜǎǇƻƴŘŜƴǘ ƻŦŦŜǊŜŘ ǘƘŀǘ ά²Ŝ όL/¢tIκ{ǳƎƘŀ ±ŀȊƘǾǳύ ǊŜŀƭƭȅ ƴŜŜŘ ǘƻ ŜǎǘŀōƭƛǎƘ ǘƘŀǘ 
relationship between the physician and guide. If the doctor looks on [the Guide] as the least 
ƛƳǇƻǊǘŀƴǘ ǊǳƴƎΣ ǘƘŀǘ ǿƛƭƭ ōŀŎƪŦƛǊŜΧΦ¢Ƙƛǎ ƛǎ ŀ ŎǊǳŎƛŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇΣ ōŜŎŀǳǎŜ ǘƘŜ DǳƛŘŜ ƛǎ ǘƘŜ ŦƛǊǎǘ 
ǇŜǊǎƻƴ ǘƻ ǘŀƭƪ ǘƻ ŀƴȅ ŦǳǘǳǊŜ waI/ ǇŀǘƛŜƴǘ ǿƘŜƴ ǘƘŜȅ ŀǊŜ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅΦέ  

άwŀǘƘŜǊ ǘƘŀƴ ƘŀǾƛƴƎ ŎƻƴǾŜǊǎŀǘƛƻƴǎ ŀōƻǳǘ ǘŜŀ ƻǊ ōŜƛƴƎ ǘƛǊŜŘΣ ώǘƘe Guide and physician] can have 
ŎƻƴǾŜǊǎŀǘƛƻƴǎ ŀōƻǳǘ ǿƘŀǘ ǘƘŜȅ ǎŀǿ ƛƴ ǘƘŜ ŦƛŜƭŘ ŀƴŘ Ƙƻǿ ǘƻ ǊŜǎǇƻƴŘΦέ  

Tasks 

¢ƘǊŜŜ ǊŜǎǇƻƴŘŜƴǘǎ ƳŜƴǘƛƻƴŜŘ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ǇǊƻǾƛŘƛƴƎ ǘƘŜ DǳƛŘŜǎ ǿƛǘƘ άǘŀƴƎƛōƭŜΣ 
ƳŜŀǎǳǊŀōƭŜ ǘŀǎƪ ǘƘŀǘ Ŏŀƴ ōŜ ƳƻƴƛǘƻǊŜŘέ ǘƻ ŜƴǎǳǊŜ ǎǳŎŎŜǎǎΦ hƴŜ ƛƴǘŜrviewee noted that when 
Guides were given structured tasks and reasonable performance expectations, the Guides 
ǇŜǊŦƻǊƳŜŘ άŜȄŎŜŜŘƛƴƎƭȅ ǿŜƭƭΦέ  

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

Salary 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 performance-based-pay scheme within the program, 
as was used successfully with short-term employees in other catchments.  
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Three interviewees referred to non-monetary incentives as important motivators. Motivators 
suggested were public encouragement from Sugha Vazhvu management, awards from 
community leaders in recognition of service, school 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 suggestions 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 for a sophisticated technology piece that would enable better 
ƳŀƴŀƎŜƳŜƴǘ ƻŦ ŎŀǊŜ ōȅ ǘƘŜ DǳƛŘŜǎΦ ¢ƘŜ ƛƴǘŜǊǾƛŜǿŜŜ ǎǘŀǘŜŘ ǘƘŀǘ ά¢ƘŜ ŘƻŎǘƻǊ ǎƘƻǳƭŘ ōŜ ǘƘƛƴƪƛƴƎ 
ŀōƻǳǘ ǿŜƭƭƴŜǎǎ ŀƴŘ ƴƻǘ ŎƭŜǊƛŎŀƭ ŘǳǘƛŜǎΣέ ŀƴŘ ǘŜŎƘƴƻƭƻƎȅ ƳƛƎƘǘ ŦŀŎƛƭƛǘŀǘŜ ǘƘŀǘΦ !ƴƻǘƘŜǊ 
interviewee noted that the role technology will play in the Guide program is not yet clear and 
ever-ŜǾƻƭǾƛƴƎΣ ǎǘŀǘƛƴƎ ǘƘŀǘ ά²Ŝ ŀǊŜƴΩǘ ȅŜǘ ǎǳǊŜ Ƙƻǿ ƳǳŎƘ ώǘŜŎƘƴƻƭƻƎȅϐ ǎƘƻǳƭŘ ƻǊ ŎƻǳƭŘ ǊŜǇƭŀŎŜ 
ǘƘŜ ƘǳƳŀƴ ƛƴǘŜǊǾŜƴǘƛƻƴΦέ  

Performance Management 

Two interviewees outlined similar performance management sysǘŜƳǎ ƛƴ ǿƘƛŎƘ ŀ DǳƛŘŜΩǎ 
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 
ǘƘŀǘ ά! ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ǊŜǇƻǊǘ ŎŀǊŘΧǿƻǳƭŘ ōŜ ǘƘŜ ƎǳƛŘŜΩǎ ŜǾŀƭǳŀǘƛƻƴ ŎǊƛǘŜǊƛŀΦ ¢ŀƪŜ 5ƛŀōŜǘŜǎ 
as an example. Have [the program managers] seen any reduction in the prevalence of Diabetes 
ƛƴ ŀ ƎƛǾŜƴ ǇŜǊƛƻŘ ƻŦ ǘƛƳŜ ƛƴ ǘƘŜ DǳƛŘŜΩǎ ŎŀǘŎƘƳŜƴǘΚ LŦ ǎƻΣ ǊŜǿŀǊŘ ǘƘŜ DǳƛŘŜ ŀƴŘ waI/ 
physician. If not, why not? Does the model need to be changed? Does the Guide need to face 
ŎƻƴǎŜǉǳŜƴŎŜǎΚέ 
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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 evaluator 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 and soliciting 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 conducted 
research on best practices in community health worker programs, she presented a set of 
recommendations for program improvement. ICTPH senior management considered the 
ǇǊƻǇƻǎŜŘ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŀƴŘ ŀŘƻǇǘŜŘ ǘƘƻǎŜ ǘƘŜȅ ŘŜŜƳŜŘ ŦŜŀǎƛōƭŜ ƎƛǾŜƴ ǘƘŜ ǇǊƻƎǊŀƳΩǎ 
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 practices in community health worker 
program management. The new contract was issued on September 1, 2011. All twelve Guides 
chose to renew the contract for another year.  

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ƻǳǘƭƛƴŜǎ ǘƘŜ ǇǊƻƎǊŀƳ ŜǾŀƭǳŀǘƻǊΩǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƳŀŘŜ ǘƻ L/¢tI ǘƘŀǘ ǿŜǊŜ 
incorporated to the new contract terms. Those recommendations not adopted are included in 
Section VI, Issues for Future Consideration. 

Restructure the Program 

Create Year-long Timeline of Guide Activities 

During its first year, the evidence showed that the Guide program lacks(ed?) a clear idea of 
structured program activities and outputs intended for the Guides to accomplish. However, 
research is clear that program designers and the CHWs themselves must have clearly stated 
and agreed upon objectives for the program including 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 within the health service delivery hierarchy. ix 

 

 It was recommended that ICTPH management create a detailed yet flexible time-bound plan of 
program activities and expected outcomes for the second year of operation. This plan would 
include an outline (including 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 constructed a 
ƭƻƎƛŎ ƳƻŘŜƭ ƻŦ ǘƘŜ ǎŜŎƻƴŘ ȅŜŀǊ ǇǊƻƎǊŀƳΩǎ ǊŜǾƛǎŜŘ ǎǘǊǳŎǘǳǊŜ ŀƴŘ ŀƴǘƛŎƛǇŀǘŜŘ ŀŎǘƛǾƛǘƛŜǎ ŀƴŘ 
outputs. See Figure 5.  

As part of this program restructuring, the program management and feedback system was 
defined and explained to all stakeholders. In the new program 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 interview 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, shadowing 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 
ǘƘŜ waI/ ǇƘȅǎƛŎƛŀƴ ǊŜƎŀǊŘƛƴƎ ƴŜŎŜǎǎŀǊȅ ǘǊŀƛƴƛƴƎ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ǘƘŜ DǳƛŘŜǎΣ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ 
reactiƻƴ ǘƻ ǘƘŜ DǳƛŘŜΩǎ ŀŎǘƛǾƛǘƛŜǎ ŀƴŘκƻǊ ǘƻ ǘƘŜ waI/Σ ŀƴŘ ǘƻ ƛƴŦƻǊƳ ǘƘŜ DǳƛŘŜǎΩ ǉǳŀǊǘŜǊƭȅ 
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 fashion. An ICTPH 
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 best available evidence from 
literature.  

See Figure 6 for revised program structure.  

 

 



Figure 5 Guide Program Logic Model September 2011-Present 



 

 

 

 

Revised Contract Terms 

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

Benefits 

Each Guide will be provided with the following benefits:  

¶ Rs. 1300/month 

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

¶ Life Insurance 

¶ Pay-for-Performance rewards for Rapid Risk Assessment enrolment 

Figure 6 Guide Program Reporting Structure September 2011-Present 
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¶ Cycle 

¶ Umbrella 

¶ 1 New Uniform 

¶ Recognition or reward for exceptional performance 

 

¢ƘƻǳƎƘ ƳƻƴŜǘŀǊȅ ƛƴŎŜƴǘƛǾŜǎ Ƴŀȅ ōŜ ŘƛŦŦƛŎǳƭǘ ǘƻ ǎǳǎǘŀƛƴΣ ²Ih ǊŜǇƻǊǘǎ ǘƘŀǘ Ψthere exists 
virtually no evidence that volunteerism can be sustained for long periods: as a rule, 
community health workers are pƻƻǊ ŀƴŘ ŜȄǇŜŎǘ ŀƴŘ ǊŜǉǳƛǊŜ ŀƴ ƛƴŎƻƳŜΩΦ Error! Bookmark not defined. 

 

Expectations 

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

¶ Perform tasks as assigned by Sugha Vazhvu related to enrolment and/or Rapid Risk 
Assessment, intervention assistance, high risk patient follow up and compliance.  

¶ Attend weekly training sessions with a 90% attendance average5  

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

 

Supervision and Performance Management 

CǊƻƳ ǘƘŜ ŜǾŀƭǳŀǘƻǊΩǎ ƭƛǘŜǊŀǘǳǊŜ ǊŜǾƛŜǿΣ ǘƘŜǊŜ ǿŀǎ ŀ ǊŜŎǳǊǊƛƴƎ ǘƘŜƳŜ ƻŦ ƛƴŀŘŜǉǳŀǘŜ ǎǳǇŜǊǾƛǎƛƻƴ 
or supervision failure within CHW programs.x Additionally, it has been shown that more 
frequent and regular supervision is associated with improved CHW services.xi One source notes 
ǘƘŀǘ /I²ǎ ǊŜǉǳƛǊŜ ǉǳŀƭƛǘȅ ǎǳǇŜǊǾƛǎƛƻƴ ōŜŎŀǳǎŜ ǘƘŜȅ άǘŜƴŘ ǘƻ ƘŀǾŜ ŦŜǿŜǊ ǎƪƛƭƭǎ ǘƘŀƴ ƻǘƘŜǊ ƘŜŀƭǘƘ 
ǇŜǊǎƻƴƴŜƭ ŀƴŘ ǘƻ ǿƻǊƪ ŀƭƻƴŜ ƛƴ ǊǳǊŀƭ ŀǊŜŀǎΦέxii Supervision has also been shown to help CHWs 
not feel isolated in their work, sustain CHW interest and motivation, and lower attrition rates 
by as much as two or three times.xiii 

 

!ǎ ǘƘŜ ǎǘǊǳŎǘǳǊŜ ƻŦ ǘƘŜ ǎǳǇŜǊǾƛǎƛƻƴΣ ƛǘ ǎƘƻǳƭŘ ǳǘƛƭƛȊŜ άŀ ǘŜŀƳ ŀǇǇǊƻŀŎƘΧǎƘƻǳƭŘ ōŜ 
developmental, systematic, planned and budgeted for accordingly, in order to achieve the 
desired service delivery and health outcomes."xiv In addition, health professionals are trained 

                                                           

¶ 5 Continuous ǘǊŀƛƴƛƴƎ ƛǎ ƴƻǘŜŘ ŀǎ άŀƴ ŜǎǎŜƴǘƛŀƭ ǇǊŜǊŜǉǳƛǎƛǘŜέ ǘƻ ǎǳǎǘŀƛƴƛƴƎ ŀ /I² ǇǊƻƎǊŀƳ ŀƴŘ the 
motivation of the CHWs themselves. Source?. 
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ǿƛǘƘƛƴ ǘƘŜ άƘƛŜǊŀǊŎƘƛŎŀƭ ŦǊŀƳŜǿƻǊƪ ƻŦ ŘƛǎŜŀǎŜ-ƻǊƛŜƴǘŜŘ ƳŜŘƛŎŀƭ ŎŀǊŜ ǎȅǎǘŜƳǎΦέ ¢Ƙƛǎ ǎŜƴǎŜ ƻŦ 
superiority of health personnel has been observed as a problem, as health professionals often 
ǇŜǊŎŜƛǾŜ /I²ǎ ŀǎ άƭƻǿƭȅ ŀƛŘŜǎέ ƳƛǎǳƴŘŜǊǎǘŀƴŘƛƴƎ ǘƘŜƛǊ ƘŜŀƭǘƘ ǇǊƻƳƻǘƛƴƎ ŀƴŘ ŜƴŀōƭƛƴƎ ǊƻƭŜ 
within communities. Therefore, program managers must appropriately inform CHW supervisors 
of the CHWs role as well as train the supervisor in supportive supervision of CHWs. Research 
has shown that ensuring 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:  

o Monthly summary of training attendance and test scores.  

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

o Annual performance review with the HEW and RMHC physician 

 

Self-Assessments:  

Each month, each Guide will provide Sugha Vazhvu with a brief self-assessment in which the 
Guide evaluates her own performance as well as opportunities for improvement in the field and 
at trainings. This self-assessment will serve as both a professional development tool and a 
ƳŜŀƴǎ ǘƻ ŎƻƳƳǳƴƛŎŀǘŜ ǘƘŜ DǳƛŘŜΩǎ ŦƛŜƭŘǿƻǊƪ with the RMHC.  The self-assessments may also 
be referenced in quarterly and annual performance reviews.   

 

Performance Management 

9ŀŎƘ DǳƛŘŜΩǎ Ƨƻō ǇŜǊŦƻǊƳŀƴŎŜ ǿƛƭƭ ōŜ ŀǎǎŜǎǎŜŘ ōŀǎŜŘ ƻƴ ƘŜǊΥ 

o Attendance and performance at weekly trainings, 

o Self-assessments, and 
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o Quarterly reviews (including field observation)6 

At the time of quarterly review, if a Guide is found not to have met defined expectations, the 
following will occur:  

1. ¢ƘŜ DǳƛŘŜΩǎ ƭƻǿ ǇŜǊŦƻǊƳŀƴŎŜ ǿƛƭƭ ōŜ ƴƻǘŜŘ ƛƴ ƘŜǊ ǇŜǊŦƻǊƳŀƴŎŜ ǊŜǾƛŜǿ ŀƴŘ ǎƘŜ ǿƛƭƭ ōŜ 
ƛǎǎǳŜŘ ŀ ǾŜǊōŀƭ ǿŀǊƴƛƴƎ ǘƘŀǘ ƛǎ ƴƻǘŜŘ ƛƴ ǘƘŜ I9²Ωǎ ǊŜŎƻǊŘ ōƻƻƪΦ 

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.  

¶ If ŀŦǘŜǊ м ƳƻƴǘƘ ǘƘŜ DǳƛŘŜΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ǊŜƳŀƛƴǎ ōŜƭƻǿ ŜȄǇŜŎǘŀǘƛƻƴǎΣ ǎƘŜ ǿƛƭƭ ōŜ 
released from the program.  

¶ LŦ ŦƻǊ ǘƘŜ ƴŜȄǘ о ƳƻƴǘƘǎ ǘƘŜ DǳƛŘŜΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ƳŜŜǘǎ ŜȄǇŜŎǘŀǘƛƻƴǎΣ ǎƘŜ ǿƛƭƭ ƴƻ ƭƻƴƎŜǊ 
be on warning.  

¶ LŦ ŀŦǘŜǊ м ƳƻƴǘƘ ǘƘŜ DǳƛŘŜΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ƛƳǇǊƻves but then again falls below 
expectations within the quarter, the Guide will be given one final warning.  

¶ 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 program.  

¶ 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 channel between Sugha Vazhvu management and the Guides as 
well as track employee satisfaction throughout the program, each Guide will provide Sugha 
Vazhvu with:  

o Monthly written feedback form (anonymous) at end of the weekly training 
meeting 

o Quarterly written feedback form (anonymous) in place of weekly training 
meeting. This will include questions regarding satisfaction with and 
appropriateness of:  

Á Weekly trainings,  

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

Á Job expectations 

 

Other Recommendations not in Revised Guide 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.  

{ŜǘǘƭŜ DǳƛŘŜǎΩ ¦ƴǇŀƛŘ IŜŀƭǘƘŎŀǊŜ ŎƭŀƛƳǎ ŦǊƻƳ ǘƘŜ ŦƛǊǎǘ ȅŜŀǊ 

Since the ManagŜŘ /ŀǊŜ Ǉƭŀƴ ŘŜǾƛǎŜŘ ōȅ L/¢tI ǿŀǎ ƴƻǘ ŘŜƭƛǾŜǊŜŘ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŦƛǊǎǘ ȅŜŀǊΣ 
many Guides were left distrusting the Sugha Vazhvu health system. In order to restore the 
DǳƛŘŜǎΩ ǘǊǳǎǘ ŀƴŘ ŎƻƴŦƛŘŜƴŎŜ ƛƴ {ǳƎƘŀ ±ŀȊƘǾǳ ŀǎ ŀƴ ŜƳǇƭƻȅŜǊΣ ƘŜŀƭǘƘ ŎŀǊŜ ǇǊƻǾƛŘŜǊΣ ŀƴŘ 
community institution, the evaluator strongly recommended that Sugha Vazhvu pay all unpaid 
ƘŜŀƭǘƘŎŀǊŜ ōƛƭƭǎ ŀƴŘ ŎƭŀƛƳǎ ƻǳǘǎǘŀƴŘƛƴƎ ŦǊƻƳ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŦƛǊǎǘ ȅŜŀǊΦ  

Documenting Complaints and Issues from the Field 

When a Guide reports an issue to the HEW, she must 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 management 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 monitoring 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 the expected 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 realistic, 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 
ŀǊŜ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǇǊƻƎǊŀƳǎ ǘƘŀǘ ŀǊŜ άŀǇǇǊƻǇǊƛŀǘŜƭȅ ƛƴŘŜƴǘǳǊŜŘΣ ǘǊŀƛƴŜŘΣ ŀƴŘ ǎǳǇǇƻǊǘŜŘΦέxv 
The evaluator recommended that Sugha Vazhvu and ICTPH map out a syllabus of weekly 
training content to ensure that key learning objectives continue to be addressed throughout 
the course of the program.  

Additionally, a review of literature revealed a strong need for community health worker 
training in interpersonal communication and counseling skills utilizing methods of adult 
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participatory learning. This should be considered when creating the syllabus so that essential 
yet non-health related informatiƻƴ ƛǎ ƛƴŎƻǊǇƻǊŀǘŜŘ ƛƴ ǘƘŜ DǳƛŘŜǎΩ ƭŜŀǊƴƛƴƎΦ  
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Part V: Detailed Way Forward 

The Way Forward: Guide Program 2011-2012 

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

Context: Guide Program 2010-2011 

Realizing the need for quicker turn-around 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 Rapid Risk Assessment (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, and the latitude-longitude co-ordinates 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 into the 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 using Android 
smart phones using an open-source data-collection 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 days. Short-term 
employees known as enrolment officers collected the information on nearly 13000 individuals 
and 3000 households. This experience was repeated at another pilot site, Alakkudi, 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 household. Second, the Guides were not short-
term employees but long-term community members capable of providing follow up with 
ǇŀǘƛŜƴǘǎ ƛŘŜƴǘƛŦƛŜŘ ŀǎ άƘƛƎƘ Ǌƛǎƪέ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘŜ ww!Φ ¢ƘƛǊŘΣ ǎƛƴŎŜ ǘƘŜ DǳƛŘŜǎ ǊŜŎŜƛǾŜŘ ŀ ŦƛȄŜŘ 
monthly honorarium, the pay-for-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 household to be 
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 been reached. 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 (assuming there 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 gather additional respondents or the process will conclude.  

Beyond Enrolment/RRA 

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* &  

Rapid Risk Assessment (RRA)* 

 

20-80 

 

October 

November 

December 1-15 RRA* Second pass (if required) 20-80 

December 15-30  

CVD High Risk Follow Up  

Sprinkles Home Visits 

 

 

Up to 20 

January 

February 

March 

April 

*Tasks for which the Guides are additionally variably incentivised 
(i.e., directly linked to performance) over and above their monthly 
honorarium. 

 

Once the Enrolment/RRA exercise is complete, the weekly time commitment expectation from 
the Guides returns to the stipulated 20 hours/week, where they would be expected to attend 
weekly trainings, make home visits for high-risk CVD and Sprinkles follow-ups. Between CVD 
and Sprinkles follow-ups, the time division is expected to be about 80:20. While follow-ups for 
CVD would be ongoing, Sprinkles follow-ups 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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CVD follow-ups will be done when a patient has been identified as having 2 risk factors per the 
RRA questionnaire. When conducting a CVD follow up, the Guide would do the following:  

¶ Visit the house of a patient who is identified as needing an appointment that s/he did 
not attend 

¶ Administer a short survey on the mobile phone:  
o Capture his/her reasons for missing follow-up;  
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 where treatment 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 (post-RRA) is known as the Phase II follow-up within the CVD protocol. These Phase II 
follow-ups should occupy the Guides for at least two months (potentially longer) at the 
expected 20 hours per week.  Beyond Phase II Screening, CVD follow-ups would be an ongoing 
event, with the chronic condition followed-up periodically until the patient exits the CVD 
cohort. 

Protocol for Sprinkles Follow-Up 

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

¶ Conduct bi-weekly visits to the house of an infant who has been enrolled in the anemia 
package 

¶ !ŘƳƛƴƛǎǘŜǊ ŀ ǎƘƻǊǘ ǎǳǊǾŜȅ ƻƴ ǘƘŜ ƳƻōƛƭŜ ǇƘƻƴŜ ŎŀǇǘǳǊƛƴƎ ǘƘŜ ƛƴŦŀƴǘΩǎ ŎƘŀƴƎŜ ƛƴ ŀŎǘƛǾƛǘȅ 
ƭŜǾŜƭǎΣ ǘƘŜ ƳƻǘƘŜǊΩǎ ǇŜǊŎŜǇǘƛƻƴǎ ŀōƻǳǘ ǘƘŜ ǇǊƻŘǳŎǘΣ ǎƛŘŜ effects and concurrent illness if 
any, etc. 

¶ aŜŀǎǳǊŜ ǘƘŜ ƛƴŦŀƴǘΩǎ ŀƴǘƘǊƻǇƻƳŜǘǊƛŎ ƳŜŀǎǳres (height, weight, MUAC7) 

¶ Administer anemia education by means of flipcharts 

 

 

                                                           
7 Mid-upper arm circumference 
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Part VI: Conclusions and Issues for future consideration 

 

This concludes the Year 1 Evaluation of the Sugha Vazhvu Guide Program.  The second year 
program model that emerged from 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 future 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 with which the public health community 
continues to grapple.  As such, there are many issues for which best practices do not yet exist.xvi 
These questions include,  

¶ What measures does your program use to assess functionality, engagement, and 
performance? Have you seen correlations among them? 

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

¶ What are the most effective methods for galvanizing effective community leadership for 
CHW support? 

¶ How do public health professionals strengthen the integration of national CHW programs 
and the myriad NGO-managed CHW programs to contribute to national outcomes? 

 

¦{!L5Ωǎ IŜŀƭǘƘ /ŀǊŜ LƳǇǊƻǾŜƳŜƴǘ tƻǊǘŀƭ ǊŜŎŜƴǘƭȅ ƭŀǳƴŎƘŜŘ /IW Central, a forum for sharing 
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 ever-evolving literature on community health worker 
programs.  
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Appendix A: Photos throughout the Evaluation  

tƘƻǘƻ мΥ YŀǊŀƳōŀȅŀƳ waI/Υ {ƛǘŜ ŦƻǊ DǳƛŘŜǎΩ ŎƭƛƴƛŎŀƭ ŘǳǘƛŜǎ ŀƴŘ ǿŜŜƪƭȅ ŎƭŀǎǎŜǎ 
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Photo 2: Weekly Guide Training class at the Karambayam RMHC 

 


