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1. Executive Summary  
 
Project Summary & Context 
 
This report is the Final Report for the Pakur Mother and Child Survival Project.  In 2011, the Pakur 
Mother and Child Survival Project was granted funding support from the Department of Foreign Affairs, 
Trade and Development (DFATD) under the Muskoka Initiative Partnership Program.  The project was 
implemented from November 16 2011 – March 31 2015 by HealthBridge Foundation of Canada 
(HealthBridge), in collaboration with the Evangelical Fellowship of India Commission on Relief (EFICOR).   
Over the course of three years, the project received a total of $1,146,883 in funding support, with 
860,161 from the DFATD and 286,722 in donations from Canadian private sector entities and individuals. 
 
The project was implemented in Pakur district of India, which is situated in the north-eastern corner of 
Jharkhand state of India and has a population of 899,200 (Census 2011). The ultimate goal of the project 
was to reduce maternal, newborn and child mortality in the district of Pakur through achievement of the 
project’s two intermediate outcomes: 
1. Implementation of more effective, gender-sensitive interventions and services related to 

maternal, newborn and child health (MNCH) in Pakur.  This was operationalized as increased 
utilization of essential MNCH services, with indicators measuring changes in use of MNCH services. 

2.  Increased shared decision making at the household level about MNCH practices.  This outcome 
addressed the social underpinnings contributing to poor MNCH - women’s low decision making 
power and men’s lack of awareness about MNCH.  The project aimed to increase women’s voice in 
household decision making about MNCH and encourage men’s involvement in MNCH care.   

 
Overall Project Performance Assessment 
 
Intermediate Outcome 1: Implementation of more effective, gender-sensitive interventions and services 
related to MNCH in Pakur. Utilization of health services increased significantly  for 8 of the 12 indicators 
of MNCH services from baseline to endline, as shown in the figure below.   Most notable, more mothers 
received maternal health care along the continuum from pregnancy, birth and through to the post-
partum period. The extreme drop in Vitamin A supplementation was due to a district-wide stock-out 
that occurred through almost the entire project duration. Overall, demand for health care increased in 
the district, and care-seeking shifted away from “quacks” and towards government services.  
 



Pakur Mother and Child Survival Project                                           
 Final Report  

 

HealthBridge Foundation of Canada, June 2015                                       Page 7 

 

 
 
Intermediate Outcome 2:  Increased shared decision making at the household level about MNCH 
practices in Pakur.  
 
As shown in the figure below, the proportion of women and men who said they discussed MNCH plans 
with their spouse increased and surpassed the expected targets. Additionally, the proportion of women 
and men who said that decisions were made jointly increased significantly (p<0.05) and surpassed the 
expected targets. Qualitative results indicated that the decision making power of women increased due 
to their greater access to information. Women are perceived as being more knowledgeable and as a 
result, there was voice was increased in family decisions about MNCH. The greatest contribution of the 
project was in changing the quality of decisions, with more couples deciding to seek skilled health care.   
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Immediate Outcome 100: Increased capacity of EFICOR and local and government health institutions to 
design and deliver effective, coordinated and gender-sensitive programs and services related to MNCH.  
• Capacity of 600 VHSNCs was strengthened, and now 50% of VHSNCs in the district have a Village 

Health Plan, compared to 0% at baseline.  
• The government’s Behaviour Change Communication (BCC) program was strengthened through 

integration of the joint education groups with mothers in-law, daughters in-law and husbands  
(known locally as  “Saas Bahu Patti Sammelan”) into the state health plan, and adoption of the 
project’s gender-related IEC materials. 

• The government’s immunization surveillance was enhanced through creation of a district-wide list of 
beneficiaries, and health planning procedures were strengthened through the initiation of block 
level planning meetings.  

 
Immediate Outcome 200: Increased access to MNCH care and counselling amongst women and children. 
• The percentage of Health Sub-Centres with adequate supplies of essential drugs increased and 

surpassed targets for first-line anti-malarial drugs (10% baseline to 46% endline), ORS (28% to 70%), 
and IFA (15% to 70%).   

• Availability of health services at the village level increased through improved functioning of the 
Village Health and Nutrition Days (VHNDs) and increased availability of front-line health workers. 
The percentage of villages which consistently had VHNDs doubled from 20% to 43%.  The 
percentage of women who received a visit from ASHAs (Accredited Social Health Activists) increased 
from 62% to 80% and from AWWs (Anganwadi Workers) from 39% to 65%. 
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Immediate Outcome 300: Increased knowledge of appropriate MNCH practices amongst men and 
women. 
• Knowledge of maternal and newborn danger signs did not change, despite improvements in care-

seeking practices. Knowledge of child illness dangers signs increased and approached targets.  
• Nutrition practices improved: the percentage of infants 0-5 months exclusively breast-fed increased 

from 55% to 93% (p<0.01), and the percentage of children 6-23 months who were fed appropriately 
increased from 20% to 51% (p<0.01).   
 

Immediate Outcome 400: Increased acceptance of shared decision making at the household level about 
MNCH amongst men and women: 
• There is greater acceptance of shared discussion and decision making amongst men and women, 

and to a lesser extent amongst mothers in-law. Husbands perceive their wives to be more 
knowledgeable and as a result, started consulting and seeking her inputs on MNCH decisions.  

  
 Immediate Outcome 500: Increased Perceived ability of men and women to make shared decisions 
about MNCH.  
• The IEC tools provided by the project facilitated inter-spousal communication about MNCH and 

helped couples to make safer MNCH decisions together.  
 

Success Factors 

• Relevance: The project worked in sync with the government structure to strengthen health services 
offered under India’s National Rural Health Mission and Integrated Child Development Services 
Scheme. 

• Appropriateness of Design:  Capacity building included practical and hands-on sessions and, 
provided front-line health workers with tools for performing their role. The knowledge imparted 
was reinforced through supportive supervision, as well as monthly coordination meetings.  For 
Behaviour Change Communication (BCC), staff were thoroughly trained and a comprehensive BCC 
plan was developed and tailored to each block. The BCC was culturally and contextually relevant and 
included approaches to reach literate and non-literate populations.  

• Sustainability:  Working to strengthen the existing health system ensured that the health services 
and requisite funding will continue. The VHSNCs, the main accountability body for monitoring health 
services at the village level, were strengthened through the project. For capacity building activities, 
Block and State Level Training teams were created, comprising 2 government and 2 EFICOR staff. 

• Partnership:  HealthBridge and EFICOR each brought complementary skills and experience to the 
project and served complementary roles. The strong partnership and collaboration with the Pakur 
government was instrumental to the success of the project.  

• Innovation: Innovations implemented or developed by the project were: a) Adapted Growth 
Monitoring and Counseling (GMC) chart, using smiley pictures to convey the nutritional status of the 
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child; b) Gender training provided for the first time to EFICOR, ASHAs and government officials, 
c)Engaging men and mothers in-law using a positive, constructive approach.  

• Appropriateness of resource utilization: Key success factors were a) HealthBridge’s quarterly 
financial reporting system, which enabled identification and addressing of weaknesses in a prompt 
manner, and b) Financial plans were discussed at team meetings and by Skype and email, as needed.    

• Informed and Timely Action: Key success factors were a) Monthly field team meetings and quarterly 
management meetings, b) Robust project monitoring system, and c) HealthBridge’s quarterly 
technical reporting system. 
 

 Lessons Learned 
• Advocacy is needed at state and national levels to address certain issues, such as Vitamin A stock-

out, poor behaviour and corruption amongst health workers.  
• Building strong relationships at the block and district levels is crucial for effective cooperation in 

implementing the project. The team learned it is important to build relationships with not only 
government officials, but also office clerks, to maintain continuity when officials are transferred. 

• For implementation of the project’s gender strategy, it is important to allot enough time for capacity 
building of the local partner. Providing more than one training opportunity is necessary to reinforce 
concepts and build capacity to apply them.  

• It’s important to work concurrently at the supply and demand sides of the health system to 
generate change. Strategies to improve health facility infrastructure should be incorporated from 
the beginning, along with a gender assessment at the health facility level.  

• Flexibility and adaptability within the project team and work plan allowed the project to build 
rapport with the government and navigate unexpected circumstances without compromising the 
project’s objectives.  

 
Recommendations: 
• For a more comprehensive MNCH program, it would be beneficial to have a more direct focus on 

family planning and reproductive health issues like sexually transmitted infections and HIV testing.   
• An in-depth study on gender issues, such as safe work during pregnancy and pregnant adolescents 

and single mothers, would provide better understanding on how they can be addressed.   
• Gender training should be institutionalized into front-line health worker and government training 

programs. Government should be engaged in the development of gender modules to build 
ownership. 

• The issues of Vitamin A stock-out, irregular ASHA incentive disbursements, and corruption and poor 
behaviour amongst health workers require advocacy at state and national levels in order to raise 
political will to address them.  Advocacy should also address the need for improved health 
infrastructure and supplies at the Health Sub-Centre Level.    
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2.  Introduction 
 
This report is the Final Report for the Pakur Mother and Child Survival Project, which was implemented 
from November 16 2011 – March 31 2015 by HealthBridge Foundation of Canada (HealthBridge), in 
collaboration with its local partner the Evangelical Fellowship of India Commission on Relief (EFICOR). 
Below is an overview of the main sections and content of the report.  

Section 3 Project Summary: Describes the project rationale, expected outcomes, beneficiaries and key 
stakeholders involved in the project. 

Section 4 Project Context: An analysis of the project external and internal context. 

Section 5 Overall Project Performance Assessment: An assessment of the outcomes achieved versus 
expected targets and baseline data, including an assessment of the implementation of the 
recommendations of the UN Commission on information and accountability for women and children’s 
health.  

Section 6 Project Management: A description of the project management approaches related to 
governance, work planning and logistics, technical and financial monitoring and reporting and public 
relations. 

Section 7 Risk Management: A description of the original risk assessment and risk events which occurred 
during the project and the strategies used to address them.  

Section 8 Cross Cutting Themes and Priorities:  A report on the implementation of the Gender Equality 
Strategy, environmental impact of the project, environmental issues related to MNCH that were 
addressed by the project, and governance considerations.  

Section 9 Budget Management: An analysis of the initial budget forecasts compared to actual 
disbursements, as it relates to the project activities and intermediate outcomes.  

Section 10 Success Factors: An assessment of the success factors based on DFATD’s Framework of 
Results and Key Successes: a) relevance, b) appropriateness of design, c) sustainability, d) partnership, e) 
innovation, f) appropriateness of resource utilization, and g) informed and timely action.  

Section 11 Lessons Learned and Recommendations: A description of the key lessons learned and 
recommendations for future MNCH projects in Pakur, India.  

Section 12 Final Financial Report: The project Financial Report, set out in Form C, showing actual 
disbursements for each budget line in comparison to budgetary estimates.  
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3. Project Summary  
 
In 2011, the Pakur Mother and Child Survival Project was granted funding support from the Department 
of Foreign Affairs, Trade and Development (DFATD) under the Muskoka Initiative Partnership Program.   
Over the course of three years, the project received a total of $1,146,883 in funding support, with 
860,161 from the DFATD and 286,722 in donations from Canadian private sector entities and individuals. 
 
Pakur district is situated in the north-eastern corner of Jharkhand state of India and has a population of 
899,200 (Census 2011). At the time of the project start, according to the Annual Health Survey (2010-
2011), Pakur district had the third highest Infant Mortality Rate (IMR) in the state, with 59/1,000 live 
births, second highest neonatal mortality rate with 36/1,000 live births  and highest Maternal Mortality 
Ratio (MMR), with 325 per 100,000 live births. These figures were comparatively high in terms of the 
state averages (41 IMR, 26 NMR, and 278 MMR).  Many of the causes of maternal and child deaths are 
due to poor access to primary health care.  In Pakur, low accountability and lack of capacity within the 
system resulted in poorly trained front-line health workers and inconsistent availability of health 
services, which exacerbated the low community demand for services. Meanwhile, lack of knowledge, 
poverty, remote villages and difficult terrain hindered care-seeking amongst the local population.  
According to the District Level Health Survey (DHLS)-3 (2007-2008), only 17% of pregnant women in 
Pakur received 3 or more ANC visits, nearly 90% of deliveries took place outside of a healthcare facility, 
and only 21% of mothers received a post-natal visit within two days of delivery.   
 
The ultimate goal of the project was to reduce maternal, newborn and child mortality in the district of 
Pakur through achievement of the project’s two intermediate outcomes: 
1. Implementation of more effective, gender-sensitive interventions and services related to 

maternal, newborn and child health (MNCH) in Pakur.  This was operationalized as increased 
utilization of essential MNCH services, with indicators measuring changes in use of services related 
to maternal and newborn care, nutrition and prevention and treatment of infectious diseases 

2.  Increased shared decision making at the household level about MNCH practices.  This outcome 
addressed the social underpinnings which contribute to poor MNCH, that is, women’s low decision 
making power in the household and men’s lack of awareness about MNCH.  The project aimed to 
increase women’s voice in household decision making about MNCH and encourage men’s 
involvement in MNCH care.   

All of the project outputs and outcomes and depicted on in the Logic Model in Annex A.  
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Direct and Indirect Beneficiaries 
 
Table 1: Direct and Indirect Beneficiaries reached by the project 

Project Beneficiaries 
Beneficiary 
Types 
(Direct/Indirect) 

Adults Children 

Female Male Girls Boys 

 Trained health workers  
ASHA = 721; AWW = 1135 TBA = 609 
 

Direct 2465    

Women between 15-49 years of age 
&husbands 

Direct 100,856 41,494   

Indirect 140,333 140,333   

 Pregnant/lactating mothers &husbands Direct 31,861 17,552   

Children between 0 – 23 months Indirect   20664 21434 
Village Health and Sanitation Committees 

 
 
 

Direct 600 VHSNCs (676 male ; 1352 female) 

Government ministries Direct 
2 Government ministries (Health & 
Family Welfare Department; Ministry of 

    
 

EFICOR Project Staff  Direct 18 20   

 
Project Governance and Key Stakeholders 
HealthBridge was responsible for overall project management and all technical and financial reporting to 
DFATD and provided technical assistance to EFICOR with respect to nutrition, gender and Results-based 
Management. EFICOR coordinated in-country project management, day-to-day program 
implementation, and major in-country planning, monitoring and evaluation. A Project Management 
Team (PMT) was formed comprising HealthBridge and EFICOR staff to oversee all aspects of the project 
implementation. A Project Implementation Team (PIT), comprising EFICOR staff located directly in the 
field, carried out implementation of project activities.  A Technical Advisory Group (TAG) was also 
formed comprising representatives from HealthBridge and EFICOR, as well as local experts on health and 
nutrition, and government health officials. The TAG met twice yearly, and provided advice and 
consultation to the PMT about the project strategies. A Project Organizational Chart is shown in Annex 
B.  
 
Key Stakeholders involved in the project implementation include the Jharkhand Ministry of Health and 
Family Welfare (MHFW), Ministry of Women and Child Development (MWCD) and the community of 
Pakur district. The MNCH services fall under these two government ministries. The project utilized a 
complementary working model in which the PIT worked in collaboration with the Medical Officers in 
Charge (MOiC) of the MHFW and the Child Development Project Officers of the MWCD in each of the six 
blocks of Pakur district.  A chart depicting the government health structure in Pakur is shown in Annex C.  
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Work Breakdown Structure 
# Logic Model  Result Statement # Sub-Activities 
 Project Management and Evaluation   
 Project Management P-1- Obtain ministry approvals 
   P-2 Recruit Project Staff, TAG members and set-up satellite offices 
   P-3 Launch project and conduct routine dissemination meetings  
   P-4 Project management meetings 
   P-5 Routine project monitoring and progress reporting  
 Project Evaluation E-1 Develop and finalize Performance Measurement Framework 
   E-2 Baseline data collection, reporting and dissemination 
   E-3 Conduct mid-term internal review 
   E-4 Endline data collection, reporting and dissemination 
100 Immediate 

outcome 
Increased capacity of EFICOR and local and government health institutions to design and deliver effective, coordinated and gender-
sensitive MNCH programs and services  

110 Output Capacity building conducted for EFICOR and village 
health committees in design and delivery of effective 
MNCH interventions  

111 EFICOR staff training  
112 EFICOR staff exposure visits 
113 VHSNC training  

120 Output Coordination of MNCH programs and services 
strengthened at the village, block and district levels  

121 Coordination & advocacy meetings  
122 Supportive supervision to Village Health & Nutrition Days 

(VHNDs) 
123 Government officials exposure visits 

130 Output Gender sensitivity workshops conducted with 
government health institutions at the village, block and 
district levels  

131 Develop & deliver Workshops for front-line service providers  
132 Develop & deliver Workshops for government officials 

200 Immediate 
Outcome 

Increased access to MNCH care and counseling amongst women and children 0-23 months  
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# Logic Model  Result Statement # Sub-Activities 
210 Output Health workers trained in MNCH counseling and care 211- 

213 
Develop & deliver ASHA, AWW and TBA training workshops 

220 Output Increased availability of MNCH drugs, health supplies 
and resources facilitated. 

221 Monthly meetings with PHCs (ANM, MOIC, EFICOR)  
222 Monthly meetings to coordinate VHNDs 

223 Bi-annual meetings with ASHAs and Health Sub-centres  
224 Quarterly meetings with District Malaria Office/UNICEF/Health 

Sub-Centres for ITN distribution 
225 Meetings with ICDS to improve services at AWW Centres 

230 Output Home and community counseling and care for MNCH 
delivered to women and children 0-23 months 

231 Develop counseling materials 
232 Monitor and track quality and timeliness of counseling  

300 Immediate 
Outcome 

Increased knowledge of appropriate MNCH practices amongst men and women. 

310 Output BCC activities to promote proper MNCH practices 
(maternal and newborn care, nutrition, infectious 
disease prevention and treatment) conducted. 

311 Conduct barrier analysis to identify barriers 
312 Develop BCC plan, messages and  produce materials 
313 Implement BCC Plan  

400 Immediate 
Outcome 

Increased acceptance of shared decision making at the household level about MNCH amongst men and women. 

410 Output IEC and media materials to promote shared decision 
making about MNCH at the household level developed 
and delivered.  

411 Conduct barrier analysis  
412 Develop BCC plan, messages and produce materials 
413 Implement BCC plan (disseminate IEC & media materials) 

500 Immediate 
Outcome 

Increased perceived ability of men and women to make shared decisions about MNCH.  

510 Output Discussion groups conducted with men and women to 
facilitate shared decision making about MNCH.   

511 Develop content and materials for discussion groups 

512 Conduct discussion groups (Sass, Bahu Pati Samelan) 
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4. Project Context 
 
Pakur district is situated in the north-eastern corner of Jharkhand state and has a population of 900,422 
(Census, 2011), spread over 1,250 villages. Approximately 92% of the population are rural, and nearly 
50% are tribal, with many living in remote, isolated areas with limited access to electricity, sanitation, 
education and health services. Only 58% of males and 40% of females are literate, which is much lower 
than the national average of 74%. India is a patriarchal society, and for maternal and child health 
decisions, it is the husband and especially the mother in-law who are the key decision makers. The Pakur 
Mother and Child Survival Project included strategies to engage and educate husbands and mothers in-
law to complement information provided to the daughter in-law, and also encouraged shared decision 
making about MNCH.   
 
The project received strong support from the government Health & Family Welfare Department and 
Women and Child Development Department, which enabled the project to run smoothly. Both 
department’s expressed their appreciation to EFICOR and indicated they would like the support to 
continue. A factor that challenged the team was the frequent transfers of the Chief Medical Health 
Officer and District Social Welfare Officer throughout the project implementation. Each time, it would 
take some time to build rapport and orient the newly appointed Officer to the project. There were some 
operational gaps, such as stock-out of Vitamin A, shortages of vaccines in some areas, scarcity of mother 
and child protection cards, and lack of functional weighing scales, which hindered the achievement of 
project outcomes. EFICOR continuously raised these issues with government officers in the district, 
however, since the stock-outs were to be solved at the state level, there was very little that EFICOR 
could do to resolve these problems.  
 
One of the main project strategies was to build the capacity of the VHSNCs, the main accountability 
body for MNCH services at the village level.  During the first two years of the project, the VHSNCs 
underwent a re-formation process, which delayed the capacity building activities to the beginning of 
Year 3.  The 6-month project extension enabled the project to train the expected number of VHSNCs 
(600), however, the time to mentor the VHSNCs was considerably shortened.  
 
There were no major changes at EFICOR or HealthBridge during the implementing phase of the project. 
The project received quarterly visits from the EFICOR Director Programmes the HealthBridge Field 
Project Manager, and monthly visits from the EFICOR Manager Programmes to review the work plan, 
finances and implementation. The HealthBridge Field Project Manager was on maternity leave from 
February 2014 to May 2014. During her pregnancy, she was unable to travel to quarterly project 
meetings during quarters 2, 3 and 4 of Year 3. Consequently, the Headquarters Project Manager made 
two trips in quarters 3 and 4 to monitor the project and provide support.  
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5. Overall Project Performance Assessment 
 
This section describes the outcomes achieved versus expected outcomes. Detailed results are shown in 
the project’s Performance Measurement Framework (PMF) in Annex D. Results are taken from Project 
Progress Reports as well as findings of the Knowledge Practice Coverage Survey (Annex E ), Health 
Facility Assessment Survey (Annex F), Gender Evaluation Report (Annex G) and Final Evaluation Report 
(Annex H).  

5.1 Intermediate Outcomes 
 
Intermediate Outcome 1 Indicators Key Achievements 

Implementation of more 
effective, gender-
sensitive interventions 
and services related to 
MNCH in Pakur 

% of women, boys and 
girls aged 0-23 months 
utilizing maternal and 
child health services; % 
difference in utilization 
rates for boys and girls 

Utilization of health services increased 
significantly for 8 out of 12 indicators:  skilled 
birth attendance, 3+ and 4+ Ante-natal Check-
ups, Iron-folic acid supplementation, Post-natal 
visit within two days,  Care-seeking for 
pneumonia, Care-seeking for malaria, Bed net 
use by children. 

Perceived Accessibility 
and quality of 
government MNCH 
services.  

Main improvements were increased presence 
of ANMs, ASHAs and AWWs in the villages and 
availability of the mamta wahan (ambulance) 
and government incentives for accessing 
institutional delivery.   Problems, such as 
adequate medicine supply, poor hygiene and 
behaviour of health workers, still exist in some 
cases. Overall, demand for health care has 
increased; care-seeking has shifted away from 
“quacks” and towards government services.  

 
Achievements made in the utilization of MNCH services by women and children aged 0-23 months are 
shown in Tables 2 and 3 below. Indicators for which the results met or exceed the target are shaded in 
green, those which increased significantly (p<0.05) but did not meet or exceed the target are shaded in 
yellow, while those which decreased are shaded in red. Indicators which did not change significantly are 
not shaded.  For all indicators, there were no significant differences in utilization rates for boys and girls.  
 
As shown in Table 1, utilization of all indicators of maternal and newborn health care increased 
significantly with the exception Tetanus Toxoid immunization, which was high at baseline and increased 
only marginally from 86% to 88%.  Most notable in the results is that utilization rates of maternal health 
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care increased significantly throughout the continuum from ANC during pregnancy, skilled birth 
attendance during delivery and post-partum care within two days of delivery.  
 
Table 2: Baseline (2012) and endline (2014) utilization rates of maternal and newborn health services 
Maternal and Newborn Care Baseline Endline Target 
% of live births taking place in a health institution assisted by a 
skilled birth attendant 30.3% 70.7%** 50% 

% of mothers who received ANC by a skilled health provider at least  
4 times during pregnancy 7.3% 22.7%** 30% 

% of mothers who received ANC by a skilled health provider at least 
3 times during pregnancy† 29.3% 51.7%** N/A 

% of mothers who received two doses of TT vaccine prior to giving 
birth 86.3% 88.7% 90% 

% of mothers who received postnatal care within two days of child 
birth 45.3% 67.3%** 60% 

% of mothers who consumed iron supplements for at least 100 days 
during their last pregnancy 3.0% 30.7%** 30% 

**p<0.01; †3 ANC visits is the standard in India, although 4 times is the global standard. Thus, we have included this as a 
comparison. 

 
As shown in Table 2, below, practices to prevent and manage malaria and pneumonia improved,   with  
the bed net use increasing from 66% to 83%, and immediate care-seeking more than doubling for 
malaria (from 24 to 62%), and pneumonia (25 to 57%). The lack of improvement in Vitamin A, 
immunization and ORS is primarily a result of drug stock-outs. There has been a state-wide stock out of 
Vitamin A for over two years, almost the entire project duration.   EFICOR frequently raised the issue at 
the district level, however, since the shortage is at the state level, there was very little that could be 
done.  Lack of improvement in immunization rates was due to more than one factor. Interviews with the 
ASHAs and AWWs indicated that shortage of vaccines at the VHNDs occurred on several occasions. Aside 
from this, fear and religious beliefs prevented parents from immunizing their children. According to the 
immunization surveillance officer of the World Health Organization (WHO), there are still pockets in the 
district where parents refuse to send their children for immunization, and while some improvements 
were seen, it will take longer to achieve 100% coverage. The WHO officer did say that he attributed 
improvements in coverage rates in these areas to the awareness generation created by EFICOR.  
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Table 3: Baseline (2012) and endline (2014) utilization rates of child nutrition and infectious disease management services 
Child Nutrition & 
Infectious Disease 
Management 

Baseline Boys 
Baseline 

Girls 
Baseline 

% 
Var. 
 

Endline Boys 
Endline 

Girls 
Endline 

% 
Var. Target 

% of boys and girls aged 9-
23 months who received 
at least one dose of 
Vitamin A 
supplementation 

58.9% 56.8% 60.7% 3.9% 14%** 12.2% 14.4% 

 
 
2.2% 70% 

% of boys and girls 12-23 
months who received 3 
doses of DPT vaccine, and 
measles vaccine before 12 
months 

41.1% 38.9% 43.1% 4.2% 34.2% 37.9% 30.4% -7.5% 60% 

% of boys and girls 0-23 
months with suspected 
pneumonia who sought 
care from skilled provider 
within 24 hours 

24.7% 27.3% 22.1% -
5.2% 56.8%** 52.1% 62.3% 10.2

% 50% 

% of boys and girls 0-23 
months with suspected 
malaria who sought care 
from skilled provider 
within 24 hours 

21.7% 23.9% 19.7% -4.2% 62.5%** 58.9% 66.7% 7.8% 50% 

% of boys and girls 0-23 
months who received an 
accepted form of ORT 
when they had diarrhea 

44.5% 45.2% 44% -
1.2% 49.3% 42.3% 56.7% 14.4

% 65% 

% of boys and girls aged 0-
23 months who slept under 
a bed net in the last 24 
hours 

65.7% 65.0% 66.2% 1.2% 83.3%** 81.8% 84.9% 3.1% 75% 

**p<0.01
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Perceived Accessibility and Quality of Services 
 
At baseline, women perceived the government health services to be fairly inaccessible and of poor 
quality, and this prevented them using the services. The main barriers were: 
• Geography: living in remote and isolated villages, poor road infrastructure and transportation.  
• Functional: Irregular and unreliable services; abuse and corruption within the system. 
• Cultural: beliefs which hindered care-seeking (e.g. women not able to travel alone).   
 
At endline, women noted improvements in service accessibility and quality, particularly the availability 
of community health workers at the village level.  ANMs are now coming regularly to the villages for the 
VHNDs, and ASHAs and AWWs are now actively raising awareness and providing information. This was 
substantiated by quantitative findings showing an increase in women who received a visit from ASHAs 
during pregnancy (from 62% at baseline to 80% at endline), and in women who received nutritional 
counselling from an AWW (from 39% to 65). Women also indicated that the availability of the mamta 
wahan (ambulance) and the government incentives (Janani Suraksha Yojana; JSY1), were major factors 
that made delivery in a health facility possible. Previously, the mamta wahan was not functional, and 
while the incentives were available, women were unaware or unable to access it.   
 
However, problems with services still exist, particularly inconsistent supply of medicines and hygiene 
and sanitation problems in the health facilities.  While some women said they received good care from 
health workers, others reported being charged for services which were supposed to be free, or 
experiencing verbal or physical abuse.  Some women also had problems accessing the incentive money 
from the JSY scheme due to difficulty opening a bank account.  Addressing these issues requires more 
time and a different approach, perhaps working at the policy or legal level.  
 
Despite these issues, there have been promising changes, including the shift in care-seeking away from 
local “quacks” and towards government services. Many women preferred the government services 
because they are free, and felt that if they experience complications during delivery, the doctors, nurses 
and ANM will be there to help.  When asked what contributed to the change in care-seeking, most 
attributed it to the information they received through the project activities, mentioning Kalajatha (street 
theatre), counselling, discussion groups, posters, hoardings and leaflets. Overall, the project has laid the 
groundwork by increasing the demand for health care amongst the population and bringing services 
closer to the village level. 

                                                           
1 Janani Suraksha Yojana (JSY) is a safe motherhood intervention under the National Rural Health Mission (NRMH) which promotes institutional 
delivery among poor pregnant women by providing financial assistance. See http://nrhm.gov.in/nrhm-components/rmnch-a/maternal-
health/janani-suraksha-yojana/background.html 

 

http://nrhm.gov.in/nrhm-components/rmnch-a/maternal-health/janani-suraksha-yojana/background.html
http://nrhm.gov.in/nrhm-components/rmnch-a/maternal-health/janani-suraksha-yojana/background.html
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Intermediate Outcome 2 Indicators Key Achievements 

Increased shared 
decision making at the 
household level about 
MNCH practices in Pakur. 

% of men and women who 
discussed MNCH plans with 
their spouse.  

The percentage of women and men who said 
they discussed MNCH plans with their spouse 
increased and surpassed the expected targets 
(from 88% at baseline to 95% at endline for 
women; from 73% to 77% for men). 

% of men and women who 
say that MNCH decisions 
were made jointly.   

The percentage of women and men who said 
that MNCH decisions were made jointly 
increased and surpassed the expected targets 
(from 84% at baseline to 95% at endline for 
women; from 81.5% to 89% for men).  

Perceptions of men and 
women regarding changes 
in communication and 
shared decision making 
about MNCH.  

The decision making power of women has 
increased due to greater access to 
information. Husbands perceive their wives to 
have greater knowledge and started seeking 
their input.  The greatest contribution from 
the project was in changing the quality of 
decisions, with more couples deciding to seek 
skilled health care.    

 
 To achieve the above outcome the following strategies were implemented during the project: 

1. A leaflet was developed and produced to promote shared decision-making and engagement of men in 
maternal and child health. 5000 leaflets were distributed.   
2. A video promoting active involvement of men in maternal health education and support was 
developed and disseminated through 310 health film events.   
3. A total of 780 Sass Bahu Pati Sammelan (SBPS) sessions were conducted reaching 16,535 
pregnant/lactating women, 7462 mothers-in-law and 8282 husbands. The SBPS brought women, their 
husbands and mothers in-law together in joint education and discussion about MNCH.  
 
This was the first time that male engagement and shared decision making had been integrated into an 
MNCH project in Pakur. According to the household survey, the proportion of mothers who say that 
decisions relating to maternal and child care are made jointly with their husbands is encouragingly 
higher at endline ( ranging from 93%-96.4% for six MNCH practices) than at baseline (75.3%-89.3%). The 
proportion of fathers who stated that decisions were made jointly was also generally higher than at 
baseline, ranging between 77.0% (breastfeeding and nutrition) to 95.4% (child illness-related decisions). 
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Table 4: Baseline (2012) and endline (2014) rates of inter-spousal discussion and shared decision making about 
MNCH practices. 
Indicator Baseline Endline Target 

% of mothers who stated they discussed MNCH practicesa 
with their spouse  

87.8% 95.45%** 90 

% of fathers who stated they discussed MNCH practicesb 
with their spouse  

72.6% 76.5% 75% 

% of mothers who stated that MNCH decisionsa were 
made jointly with their spouse  

84% 95%* 90% 

% of fathers who stated that MNCH decisionsb were made 
jointly with their spouse  

81.5% 89%* 85% 

*p<0.05; **p<0.01 
a Average of responses to six MNCH practices: ante-natal care, delivery plans, breastfeeding and nutrition, diarrhea care, pneumonia care and 
fever care 
b Average of response  to 4 MNCH practices: ante-natal care, delivery plans, breastfeeding and nutrition, child illness care (diarrhea, pneumonia 
and fever) 

 
Qualitative findings also indicated that decision making power of women has improved through the 
project, particularly due to their greater access to information through EFICOR’s IEC strategies.  
However, the extent of independent/shared decision making varies by topic, with greater independent 
decisions by mothers on issues like breastfeeding, rest and diet during pregnancy, but not necessarily on 
place of delivery or contraception.  Findings indicated that women were more likely to perceive they had 
greater decision making power if they lived in a nuclear house (as opposed to joint), were older (late 20s 
early 30s), were educated, earned their own income, already had a child and occupied positions of 
power such as being a ward member.  
 
In the Gender Evaluation, discussions held with husbands revealed that they perceived that their wives 
received more information on MNCH practices and, as a result, started taking inputs from their wives. 
Although not universal, some women reported changes in their husbands’ behaviour, such as: 

• Helping her with housework and child care  
• Discussing and jointly deciding the place of delivery and where to take the child in the time of 

sickness 
• Accompanying her to the health facility.  

Some men also reported similar behavioural changes, as well as paying attention to their wife’s diet. As 
one man stated: 
 
 

Through the SBPS (Sass Bahu Pati Sammelan) we got to know how to care for our 
wife - Male focus group participant from Littipara block (Source:  Final Evaluation 
Report, Annex H) 
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With both quantitative and qualitative data, it was difficult to discern whether findings reflect actual 
decision making practises, or whether men and women simply knew the correct response to provide. 
However, it was clear that the outcome of their decisions had changed. There has been a shift towards 
health care seeking from skilled health providers.  The fact that the trend is towards safer MNCH 
practices confirms that either women’s decision-making power has increased or their capacity to 
influence husbands and mothers-in-law has been improved because of the information in their hands.  

5.2 Immediate Outcomes  

5.2.1 Outcome 100: Increased capacity of EFICOR and government health 
institutions  
 
This Project Outcome related to positive changes in planning and implementation of health programs 
and services which would improve the efficiency, effectiveness and reach of health services in Pakur, 
including making services gender-sensitive.  Project strategies used to achieve this outcome focused on 
building capacity within EFICOR and within the existing government health system in Pakur.   
 
Immediate Outcome 100 Indicators Key Achievements 

Increased capacity of 
EFICOR and local 
government health 
institutions to design and 
deliver effective, 
coordinated and gender-
sensitive programs and 
services related to MNCH 
in Pakur.  

Development and/or 
implementation of solutions 
by block and district 
government officials in 
health plan to address 
identified gaps in MNCH 
service delivery and 
coverage; extent to which 
gender issues addressed.   

Strengthened BCC program through the 
integration of the gender tools developed 
by the project into the state and district 
health plans. 
Strengthened immunization surveillance 
through creation of a district-wide list of 
beneficiaries, incorporated into the district 
health plan.  
Strengthened health planning through 
initiation of monthly meetings between 
front-line service providers. 

% of VHSNCs with a Village 
Health Plan 

50% of VHSNCs have a health plan (600 
VHSNCs out of 1200 total), compared to 0% 
at baseline.  

Demonstrated evidence by 
EFICOR staff of ability to 
effectively plan, implement 
and monitor MNCH 
initiatives.   

EFICOR staff demonstrated strong capacity 
in designing, planning and executing MNCH 
projects.  Capacity to address gender issues 
was particularly strengthened through 
training and hands-on experience. 
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Capacity of EFICOR 
 
Thirty-eight project staff were trained in health, gender, behaviour change communication, nutrition 
and the different components of the National Rural Health Mission2. Block Coordinators and Cluster 
Supervisors were trained on their roles and responsibilities to strengthen the actual delivery of the 
health services in the community during the VHNDs.  

Findings from discussions with the project staff, management, government health officers and review of 
the project’s progress reports revealed that the EFICOR staff demonstrated strong capacity in designing, 
planning and executing maternal and child health projects with a gender component. The staff exude 
self-confidence in the context of the work that they do.  Their capacity was also demonstrated through 
the success of the project in increasing access to and utilization of maternal and child health care. 

This project was the first time EFICOR staff received Gender training and deliberately integrated Gender 
into an MNCH initiative. HealthBridge provided gender training to EFICOR management and field staff, 
and the field staff also received training from a local male gender consultant. The Gender Evaluation 
reported that EFICOR’s capacity to deliver gender-sensitive MNCH services was strengthened as a result 
of the training and hands on experience gained through the project. The staff have good knowledge of 
gender issues and patriarchy, as well as specific gender concerns in the project communities. Further to 
this, the male staff reported changes in their home practices, such as helping with food preparation, 
washing, child care, and taking decisions jointly with their spouse.  At an organizational level, a culture 
of gender-sensitivity is clearly present. 

Capacity of Pakur Government Health System 

Capacity building of the government health system in Pakur took place at the village level, through the 
Village Health Sanitation and Nutrition Committees (VHSNCs) and at the block and district levels, 
through strengthening coordination and planning of services. The capacity building activities utilized a 
Training of Trainers (ToT) approach, in which Block Level Training Teams (BTTs) and State Level Training 
Teams (STTs), each comprising two EFICOR staff and two government health staff, were first trained and 
these BTTs then carried out the training at the field level. This enhanced sustainability, ensuring that the 
knowledge and capacity built was not lost when the project ended. In total, 12 BTTs and two state-level 
training teams (STTs) were trained on Gender, Timed Counselling (for training ASHAs) and the VHSNC 
self-scoring sheet.  

                                                           
2 The National Rural Health Mission (NRHM) is an initiative by the government of India, launched in April 2005, to provide 
accessible, affordable and quality health care to the rural population, especially vulnerable groups. 
http://nrhm.gov.in/nhm/nrhm/nrhm-framework-for-implementation.html 

http://nrhm.gov.in/nhm/nrhm/nrhm-framework-for-implementation.html
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 Village Health Sanitation and Nutrition Committees (VSHNCs) 
 
The project achieved its target of training 600 VHSNCs, comprising 2028 VHSNC members, and 
mentorship was provided through a total of 602 planning meetings. 90 VHSNCs also went on an 
exposure visit to a district named Dhanbad in Jharkhand state to learn from VHSNCs that are performing 
well in regards to carrying out their roles and responsibilities. The VHSNCs are part of the Government 
of India’s approach to decentralization of the National Rural Health Mission (NHRM), and are intended 
to be part of the local self-governance structure of the Panchayati Raj Institutions. Their purpose is to 
build and maintain accountability mechanisms for community-level health and nutrition services 
provided by the government. The NRHM provides guidelines on the framework, functions and 
responsibilities of the VHSNCs, and provides flexible “untied funds” of 10,000 Rupees per Health Sub-
Centre facility to support local actions. The role of the VHSNCs under the NRHM is to: 
• Create awareness in the village about available health services and their health entitlements 
• Develop a Village Health Plan based on an assessment of the community situation and priorities 
• Maintain a village health register, health information board and calendar 
• Analyse key issues and problems pertaining to village level health and nutrition activities and 

provide feedback to relevant functionaries and officials 
• Present an annual health report for the village to the Gram Sabha (village council)  
The project trained the VHSNCs on: 1. How to make a Village Health Plan; 2. Roles and Responsibilities of 
VHSNC (including use of untied funds); 3. Health; and 4. Gender. 
 
Key Achievements as a Result of the Project: 
 At the project start, none of the VHSNCs had a Village Health Plan. At endline, 600 VHSNCs had a Village 
Health Plan, representing 50% of the 1200 VHSNCs in the district, and 100% of those trained. Interviews 
with the VHNSCs and government health personnel revealed positive changes in the functioning of the 
VHSNCs, including holding regular monthly meetings, maintaining the monthly meeting register, 
participating in VHNDs and preparing the village health plan.  
  
 

 

The training imparted by EFICOR has helped the Village Health Sanitation Committee Members. The 
exposure visits have built the confidence of the members. The practical approach in trainings has 
given the VHSNC members the skills and confidence to prepare the village health plan. – Pakur District 
Programme Coordinator, NRHM (Source:  Final Evaluation Report, Annex H) 
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 Block and District Level Planning 

Over the course of the project, 149 advocacy meetings were held at the block level at which EFICOR 
Block Coordinators met with Medical Officers in-Charge and the Child Development Program Officers. 
Twenty-eight advocacy meetings were held at the district level by the EFICOR Project Manager and M&E 
Officer with the Civil Surgeon, District Program Manager, District Program Coordinator and block level 
program management unit. The meetings enabled two-way sharing of information and updates 
between EFICOR and the government. Major issues of discussion were: shortage of Maternal and Child 
Protection (MCP) cards, referrals of severely malnourished children to the malnourished treatment 
centre, lack of IFA tablets and Vitamin A during VHNDs, placement of health and nutrition educational 
hoardings at Health Sub-Centres and ICDS3 Centres, availability of malaria and pneumonia treatment 
and ORS at HSCs, and availability of weighing scales at Anganwadi Centres.   
 
Key Achievements as a result of the Project: 
 Improved Supplies: The district level officials demanded the supply to be increased for IFA and MCP 

Card. IFA tablets are now available at the village level and MCP card will be available from May 2014 
onwards. Unfortunately, the status of Vitamin A and Weighing scales at Anganwadi Centres has not 
changed.  

 Strengthened BCC Activities: The government agreed to place hoardings at HSCs and ICDS centres 
with information on MNCH practices. The government incorporated the Saas Bahu Patti Sammelan 
(SBPS)4 into the state health plan for replication through the state. The government personnel are 
now using the gender-related IEC materials (leaflet and video) produced by the project.  

 Strengthened Immunization Surveillance: EFICOR conducted an Urban Micro-Planning Survey at the 
request of the District Immunization Officer. The purpose of the survey was to prepare a district-
wide list of beneficiaries for immunization (pregnant women and children 0-5). This list will help the 
government to improve their surveillance and coverage of immunization in the district. The revised 
list of beneficiaries was incorporated into the district health plan. 
 

 Strengthened Planning of Health Services: Monthly block level meetings were initiated between 
Health Sub-Centre and ICDS staff.  In total, 319 convergence meetings were held during the project. 
The meetings provided a platform for front-line health workers (ASHAs, AWW and ANMs) to review, 

                                                           
3 The Integrated Child Development Services Scheme is a program under the Ministry of Women and Child Development to 
improve early child development. http://wcd.nic.in/icds/icds.aspx 

4 The SBPSs involved engaging pregnant/lactating mothers, husbands and mothers in-law together in joint 
education and discussion about MNCH utilizing role play, songs and games. They were a key gender strategy of the 
project.  

http://wcd.nic.in/icds/icds.aspx
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plan and impart training on MNCH to improve the quality of services at the village level. The Health 
Sub-Centre meetings were also established as a platform to discuss gender issues.  

 A Gender-Awareness Seminar was held with district level officials covering the topics of gender 
concepts, gender analysis of health and demographic district statistics, review of ongoing health 
programmes from a gender lens, and overview of good practices on MNCH.  Figure 1, below, depicts 
the strengths and areas for improvements in gender-sensitive programs and services in Pakur, as per 
the findings of the Gender Evaluation.  

 
 

 

Figure 1: Strengths and areas for improvements in gender-sensitive programs and services. (Source: Gender Evaluation 
Annex G) 

5.2.2 Outcome 200: Increased access to MNCH care and counselling 
 
This outcome related to the availability and quality of health services and counselling at the village level. 
Key project strategies to achieve this outcome included training front-line health personnel, providing 
supportive supervision to VHNDs and advocating for availability of supplies and services.  
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Immediate Outcome 200 Indicators Key Achievements 

Increased access to 
MNCH care and 
counselling (maternal 
and newborn care, 
nutrition, prevention and 
treatment of infectious 
diseases) amongst 
women and children 0-23 
months in Pakur.   

% of villages with a VHND 
held each month over the 
past 3 months; % of VHNDs 
which satisfy the minimum 
requirements.   

The percentage of villages which 
consistently had a VHND of the past three 
months doubled from 20% to 43%.  Only 5% 
satisfied the minimum requirements, 
mainly due to the state-wide stock-out of 
Vitamin A, and shortages of immunization 
and other medicines. 

% of Health Sub-Centres 
(HSCs) with adequate 
supplies of essential drugs 
(first line anti-malarials, ORS, 
Vitamin A, IFA, first-line 
pneumonia) 

The % of HSCs with adequate drug supplies 
increased for all essential drugs except 
Vitamin A.  Project targets were achieved 
and surpassed for first-line anti-malarials 
(46%), ORS (70%) and IFA (70%). 

% of Primary Health Centres 
(PHCs) which offer 
institutional delivery services   

100% of PHCs in the district now offer 
delivery services. 

 

Capacity Building of Front-Line Health Personnel 

The project trained 721 Accredited Social Health Activists (ASHAs)5, known locally as “Sahiyas” and 1135 
Anganwadi Workers (AWWs)6, to strengthen their capacity to provide health counselling and care. 
These female health workers work at the village level to counsel women on health and nutrition, 
mobilize the community to access health care and serve as a crucial link between the community and 
the health system. They also play a key role in organizing and implementing the VHNDs, along with 
Auxiliary Nurse Mid-wives (ANMs).  

                                                           
5 ASHAs are female Community Health Workers instituted under the Ministry of Health and Family Welfare and are responsible for mobilizing 
the community to access health care and providing health counselling to pregnant and post-partum women at the household level. 
http://nrhm.gov.in/communitisation/asha/about-asha.html 
 
6 AWWs are female health workers operating under the Ministry of Women and Child Development. AWWs provide health and nutritional 
counselling to pregnant and lactating women, as well as growth monitoring and counselling at the VHND, among other duties.  
http://wcd.nic.in/icds/icdsteam.aspx 

 

http://nrhm.gov.in/communitisation/asha/about-asha.html
http://wcd.nic.in/icds/icdsteam.aspx
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ASHAs 
The ASHA workers (Sahiyas) were trained on:  
• Time Counseling (counseling with provides relevant information according to pregnancy stage) 

• Antenatal and post-natal care,  
• Mobilizing communities for immunization, treatment and/or referral for malaria, Diarrhea and Acute 

Respiratory Infection (ARI).  
• Gender issues, including the importance engaging the husband and mother in-law when counselling 

families. This was the first time that AHSAs in Pakur received gender training.  
 
In addition to training, ASHAs were provided with a flipbook with pictures to facilitate their counselling 
of pregnant and post-partum women. EFICOR also developed a tracking format to improve the ASHAs’ 
documentation and follow-up of household counselling visits, which is being used by 560 ASHAs.  ASHAs 
indicated that the training they received built their confidence and skills to counsel women.  
 
AWWs  
 AWWs were trained on WHO Standard Growth Monitoring and Counselling (GMC) Chart and Nutritional 
counseling. This increased their capacity to use the growth monitoring chart to identify malnourished 
children in the community, leading to counseling of parents and guardians and prompt referrals to the 
Nutrition Rehabilitation Centers for the severely malnourished children.  Findings indicated that the 
training improved the AWWs ability to use the GMC to identify malnourished children, and there was an 
increase in women (39% to 65%) and children (38% to 63%) who received nutrition counselling from an 
AWW.  
 

 

 

 

In collaboration with the ICDS office in Amrapara, EFICOR designed a community growth chart and 
community growth score card, which was used in conjunction with the WHO GMC plotting chart.  Once 
the child is weighed and plotted on the WHO Growth Chart, his/her mother is asked to put a smiley 
sticker against the name of the child, as per the growth status of the child.  A happy green smiley is used 
for a normal child, half smile yellow smiley for a child who needed improvement and a sad orange 
smiley for severely malnourished child. Mothers easily identified the condition of their children with the 
smileys and were encouraged to bring the children to the green smiley. This adapted chart was 
developed in response to feedback that mothers found the WHO GMC chart too difficult to understand. 
The chart was pilot tested with 8 AWWs. The idea was presented to the state by the district government 
officers as an innovation for improving GMC services.  

In the past, when the AWW was asked about Growth Monitoring Chart, they generally kept away and 
dodged the topic. After the trainings facilitated by EFICOR, they now know how to weigh children and 
plot the weights. Regular weight monitoring is now happening –Child Development Project Officer, 
Amrapara and Litipara (Source:  Final Evaluation Report, Annex H) 
 



Pakur Mother and Child Survival Project                                           
Final Report  

 

HealthBridge Foundation of Canada, June 2015                                       Page 30 

 

Training of Traditional Birth Attendants (TBAs) 
The project also trained 609 TBAs (locally called dais) on safe delivery practices, including identifying 
danger signs and referring cases for institutional delivery. Although not part of the government health 
system, TBAs still play a significant role in Pakur as many deliveries are conducted at home, particularly 
in the remote areas where it is very difficult to travel to a health facility.  Cluster supervisors regularly 
monitored the TBAs during their field visits and documented a total of 1566 safe deliveries conducted by 
the trained TBAs, and 1488 deliveries referred for institutional delivery.  

Village Health and Nutrition Days (VHNDs) 

Village Health and Nutrition days (VHNDs)7 are a key platform under the NRHM for providing MNCH 
services at the village level.  VHNDs are to be organized once per month in each village and are typically 
held at the Anganwadi Centre.  On the VHND, villagers can obtain basic health services, such as Ante-
natal check-ups, immunization, and contraception, and learn about preventive aspects of health care. 
Since the VHND is held in the villages, the local people do not have to spend money or time to travel.  

The project aimed to have at least 60% of villages consistently holding VHNDs on a monthly basis over a 
three month period, and able to provide the required health services.   To address whether required 
services were available, a list of criteria was established by EFICOR and tracked at each of the VHNDs: 
immunization, ANC, IFA, counseling to pregnant and lactating mothers, counseling to mothers of 
malnourished children, Vitamin A and growth monitoring.  VHNDs which provided all of these services 
were marked as satisfying the minimum requirements. EFICOR staff provided supportive supervision to 
the ASHAs, AWWs and ANMs to improve the delivery and functioning of the VHNDs.   

At baseline, only 20% of villages held a VHND each month over the past three month period. This 
percentage doubled to 43% at endline. EFICOR supported a total of 3085 VHNDs throughout the project, 
and documented that only 120, about 4%, met the minimum requirements. The low proportion is 
mainly due to the lack of Vitamin A, and shortages of MCP cards and IFA tablets through the project.  
ASHAs and AWWs also reported shortages of vaccines in certain villages.  Although the target of 60% 
was not fully achieved, capacity and participation of ASHAs and AWWs was strengthened, and the 
processes to coordinate the VHNDs were established.  Improving VHNDs is dependent on the availability 
of medicines and other supplies. Without these basic elements, the health worker is unable to provide 
the services.  

                                                           
7 More information on VHNDs can be found at http://nrhm.gov.in/communitisation/village-health-nutrition-
day.html 

 

http://nrhm.gov.in/communitisation/village-health-nutrition-day.html
http://nrhm.gov.in/communitisation/village-health-nutrition-day.html
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Availability of Essential Drugs and Supplies at Health Sub-Centres 

The Auxiliary Nurse Midwives (ANMs) conducted monthly convergence meetings with ASHAs, AWWs 
and VHSNCs that strengthened the Health Sub-centre. Supply of medicines and drugs were also 
reviewed at these meetings, and EFICOR supported prompt ordering of drugs to reduce gaps in 
availability.  

Figure 2 below shows changes in the availability of essential medicines at the Health Sub-Centres (HSCs) 
at baseline and endline of the project, in comparison to the set target.  As shown, the proportion of 
HSCs with adequate supplies increased for all essential medicines except Vitamin A, and surpassed the 
target for first-line anti-malarials, ORS (oral rehydration salts), and IFA (iron folic-acid supplements). As 
previously mentioned, the state of Jharkhand has had a chronic shortage of Vitamin A over the past 2 or 
3 years.  With regard to antibiotics for pneumonia, EFICOR noted that there were state level stock-outs.  
In order for the district to receive drugs, a requisition must be sent to the state level. Oftentimes, there 
would be a delay in sending the requisition, which then led to gaps in drug availability. EFICOR 
supported this process at the district level by ensuring that requisitions were promptly sent to the state 
level, and that drugs were distributed to the block level as soon as they reached the district level. 
However, if stock-outs and delays occur at the state level, there is very little EFICOR can do to resolve 
the issue, apart from advocating to the district officials to continue to raise the issue at the state level.  

 
Figure 2: Availability of essential medicines at Health Sub-Centres in Pakur 
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Availability of Health Centres Offering Institutional Delivery Services  

At the beginning no Primary Health Centres (PHCs) specifically offered institutional delivery services.  At 
the project start, the government had committed to upgrading all the PHCs to offer institutional delivery 
services. This process was completed during the project time frame, and now, all PHCs offer institutional 
delivery services. Although the decision to upgrade the PHCs was made before the project started, the 
impetus to achieve this was maintained by the project, and the project was instrumental in creating 
demand for institutional delivery amongst the population.   At Health Sub-Centres, delivery services are 
offered only 13 days a month on average, as staff do not stay on campus nearby. Additionally, all Health 
Sub-Centres offer ANC services for an average of 20 days every month, either from the facility or 
through outreach. 71% of health sub-centres offer ANC services at least 4 times per month, an increase 
from the baseline level of 55%.  

The improved availability of delivery services, coupled with the functioning mamta wahan, has 
undoubtedly led to the increase in the proportion of health facility births (from 30% to 70%).  While, the 
changes in availability of delivery services cannot wholly be attributed to the project, the main 
contribution of the project was demand generation, as well as advocating for solutions in access and 
availability of services to appropriate authorities.  

5.2.3 Knowledge of Appropriate MNCH Practices 
 

Immediate Outcome 300 Indicators Key Achievements 

Increased knowledge of 
appropriate MNCH 
practices amongst men 
and women in Pakur   

% of mothers and fathers 
with knowledge of maternal 
and newborn danger signs.   

Knowledge of maternal and newborn 
danger signs did not change, despite 
improvements in care-seeking practices.  

% of boy/girl newborns and 
infants fed with appropriate 
feeding practices; % 
difference for boys/girls 

Exclusively breastfeeding during 0-5 
months and appropriate complementary 
feeding of children 6-23 months increased 
significantly and surpassed the project 
targets. No changes in early initiation and 
exclusive breastfeeding of newborns.  

% of mothers and fathers 
who report use of practices 
to prevent and treat 
infectious diseases in 
children and newborns. 

The % of mothers with knowledge of 
danger signs of child illness increased 
significantly, and results approached the set 
target of 80% for fathers and mothers.  
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To improve local knowledge, a comprehensive Behaviour Change Framework was developed and 
designed to reach literate and non-literate men and women. First, a Barrier Analysis (Doer/Non-Doer) 
was conducted to identify the key barriers in each block, and findings were used to tailor the messages 
appropriately. Over the course of three years, the following BCC strategies were implemented. 
Counselling done by the ASHAs, AWWs and ANMs also reinforced the information provided.  

• 19,700 leaflets addressing important MNCH practices were distributed. 
• 467 Kalajatha (street theatre) were conducted  
• Hoardings on MNCH practices were placed at 120 Anganwadi Centres, 6 Community Health 

Centres and one District Hospital. 
• 4 Health Films were developed and were disseminated through 310 events. The Health Films 

were on the topics of: a) consumption of IFA tablets, b) institutional delivery, c) complementary 
feeding and d) care-seeking for malaria, diarrhea and pneumonia.  

• 780 Saas Bahu Pati Samellan were organized to educate women, men and mothers in-law. 
 
Figure 3, below shows the proportion of mothers and fathers with knowledge of danger signs at baseline 
and endline.  There were only marginal changes in most indicators of knowledge of danger signs during 
pregnancy and the post-partum period for both mothers and fathers. However, the proportion of 
mothers with knowledge of danger signs of child illness increased significantly (p<0.05) from 71 to 78%, 
and approached the set target of 80% for both fathers and mothers.    The project team does not know 
why knowledge of maternal and newborn danger signs did not improve amongst the local population, 
particularly given the behavioural improvements in utilization of maternal and newborn health services. 
Care-seeking may have improved because men and women understood the importance of health care, 
and received support and reminders from the ASHAs to access health care. Meanwhile, men and women 
may not have retained the specific knowledge about danger signs. 
 
Knowledge of nutrition and feeding practices was assessed through behavioural practices. Figure 4, 
below, shows changes in breastfeeding and infant and young child practices from baseline to endline. 
The proportion of infants exclusively breastfed 0-5 months increased significantly (from 55 to 92.5%; 
p<0.01), as did the proportion of infants 6-23 months fed according to a minimum of appropriate 
feeding practices (in terms of frequency and dietary diversity) (from 20 to 51%; p<0.01).  There was 
minimal change in the proportion of newborns who were exclusively breastfed within one hour of 
delivery, and in households who use soap or detergent for hand washing. Information gathered through 
focus groups with mothers and mothers in-law identified that the practice of giving pre-lacteal feed still 
exists in the community. Common pre-lacteal feeds are honey, sweet water, goat’s milk and cow’s milk.  
The reasons for giving pre-lacteal according to the mothers and mothers-in-law are: 

• Delay in milk secretion or no formation of milk in mother. 
• The first milk is so thick the baby will not be able to digest it.  
• After delivery some mothers are unconscious, weak and unhealthy.  
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• Some people give honey to the child so the baby develops a sweet voice. 
 

Some practices that have strong cultural roots take longer to change. The awareness activities 
concerning the beliefs and myths on pre-lacteal feed and early initiation of breastfeeding need more 
focused and longer interventions.   
 

 
Figure 3: Knowledge of MNCH practices amongst men and women in Pakur at baseline and endline 
 

* 

* p<0.05 

Figure 4: Breastfeeding, Infant and Young Child Feeding and Hygeine Practices in Pakur 

** 

** 
**p<0.01 
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5.2.4 Increased Acceptance of Shared Decision Making about MNCH 
 
Immediate Outcome 400 Indicators Key Achievements 

Increased acceptance of 
shared decision making 
at the household level 
about MNCH amongst 
men and women in 
Pakur.    

Degree to which men and 
women indicate 
understanding of the 
importance and benefits of 
jointly discussing MNCH 
issues and taking a joint 
decision. 

There is greater acceptance of shared 
discussion and decision making amongst 
men and women. Husbands perceive their 
wives to be more knowledgeable, as a 
result of the information given to women, 
and have started consulting and seeking her 
inputs on MNCH decisions. Some women 
reported that their husbands have started 
helping with housework and child care, 
discussing place of delivery and 
accompanying them to the clinic.  

 
Project strategies to promote shared discussion and decision making are described in Section 5.1. In 
addition, the project promoted husband’s involvement in supporting his wife and children to be healthy 
during pregnancy and post-partum.  Baseline qualitative assessments had shown that for MNCH 
decisions, men and women typically followed the cultural norms of their village. For exceptional 
circumstances the husband would consult traditional healers or his mother, but he did not seek his 
wife’s opinion. Findings from the project Gender Evaluation revealed that there is increased acceptance 
of shared decision making on the part of pregnant/lactating mothers and their husbands. Due to the 
information women received through the project, husbands now saw their wives as having more 
knowledge than them, and as a result, consulted her in making decisions. As described in Section 5.1, 
both men and women reported changes in the husbands’ behaviour and involvement in maternal and 
child health, such as helping with housework and child care, and accompanying his wife to the health 
clinic.  

In order to increase men’s involvement and support of MNCH further, HealthBridge and EFICOR 
developed a mobile health (mHealth) application to send voice messages to husbands with health 
information and recommended actions to support the health of their wives. The application was 
intended to complement and reinforce the information being provided to men and women through 
other communication mediums, and also reach men who could not attend the SPBS.  The application 
development was completed during the project timeframe, and it is now being pilot tested with funding 
from the International Development Research Centre (IDRC) to assess its impact on men’s knowledge, 
behaviour and women’s use of health services. 
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Despite the positive shifts seen in inter-spousal communication and decision making, this was not seen 
to the same extent with mothers in-law, who still believe that their daughter in-law is not able to make 
her own decisions due to lack of knowledge and experience. The exception was breastfeeding and diet 
during pregnancy; most mothers in-law felt their daughters in-law could make their own decisions about 
these practices. It is likely that the power of the mother in-law in MNCH decisions is deep-rooted in the 
culture and will be difficult to change. The fact that more women are utilizing MNCH services indicates 
that the mothers in-law have been convinced by the information provided through the project on the 
importance of health care, and this represents a shift in the right direction. 

5.2.5 Increased Perceived Ability to Make Shared Decisions about MNCH 
 
Immediate Outcome 500 Indicators Key Achievements 

Increased perceived 
ability of men and 
women to make shared 
decisions about MNCH 

Degree to which men and 
women indicate they feel 
confident that they can 
discuss MNCH practices with 
their spouse.    

The IEC tools provided through the project 
facilitated inter-spousal communication 
about MNCH, and helped couples make 
safer MNCH decisions together.  

 
Qualitative assessments at baseline revealed that women felt they had little knowledge about MNCH or 
power to counter their husband’s decisions, and that even if they had knowledge, their input would not 
be heard.  However, the project’s endline evaluation findings suggest otherwise. As described above and 
in Section 5.1, both men and women reported greater inter-spousal communication and shared decision 
making about MNCH.  A key finding was that the information provided through the project played a 
primary role in stimulating these changes. Men felt that their wives received more information than 
them on MNCH, and thus perceived her as being more knowledgeable, and started seeking her input. In 
some cases, women shared the IEC materials they had received with their husbands. In particular, 
women shared a booklet, which included information from both the MNCH and Gender materials, and 
had a spot for women to put their names, increasing their sense of ownership. Both women and men 
said that the booklet facilitated joint discussion and decision making, with some taking joint decisions 
based on the content of the book. Thus, the key contributions of the project were improving women’s 
knowledge, which increased her voice in decision making, and providing informational tools to stimulate 
discussion and help couples make safer MNCH decisions together (i.e. towards skilled care-seeking). 
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5.3 Assessment of Implementation of the UN Commission of Information 
and Accountability for Women’s and Children’s Health 
 
The project monitored 6 of the 11 indicators recommended by the UN commission of information and 
accountability for women’s and children’s health. Significant improvements were seen in 4 of 6 of these 
indicators compared to baseline results. Gender-segregated results for each indicator can be found in 
the Performance Measurement Framework in Annex D; there were no significant differences between 
boys or girls for any of the indicators.  The capacity built within the health system, as well as the demand 
created through the project, will contribute to continued improvements on these indicators in Pakur.  
 

 
Figure 5: Progress in Indicators from the UN Commission of Information and Accountability for Women's and 
Children's Health 

The project also contributed to the recommendation “By 2015, all countries have taken significant steps 
to establish a system for registering births, deaths and causes of death, and have a well-functioning 
health information systems that combine data from facilities, administrative sources and surveys”:  By 
strengthening the capacity of the ASHAs, AWWs and VHSNCs, and the implementation of the VHSNCs, 
birth registration and tracking systems were strengthened. The district-wide list of beneficiaries 
developed by the project will also improve immunization surveillance and tracking.  

** 

** 

** 

** p<0.01 

** 
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6. Project Management  

6.1 Governance 
 
The Pakur Mother and Child Survival Project was implemented by HealthBridge in partnership with 
EFICOR. HealthBridge was responsible for overall project management and all technical and financial 
reporting to DFATD. HealthBridge provided technical assistance to EFICOR with respect to nutrition, 
gender, Results-based Management and understanding and complying with DFATD’s financial reporting 
guidelines. EFICOR coordinated in-country project management, day-to-day program implementation, 
and major in-country planning, monitoring and evaluation.  

A Project Management Team (PMT) was formed to oversee all aspects of the project implementation. 
The PMT comprised the HealthBridge Headquarters Project Manager and Field Project Manager and 
EFICOR Project Manager, M&E Officer, Finance Officer, Program Manager and Director Programmes. 
The PMT met quarterly in Pakur to review the project progress and workplan, and to ensure good fiscal 
management. At the time of the PMT, the Field Project Manager also conducted field visits to monitor 
project activities.  A Project Implementation Team (PIT), located in Pakur, was responsible for 
implementing all project activities. The PIT comprised the EFICOR Project Manager, M&EO, Finance 
Officer, BCC Coordinator, Block Coordinators and Cluster Supervisors.  The 6 Block Coordinators were 
stationed in each of the 6 blocks, and each was in charge of 4-6 Cluster Supervisors.  The Block 
Coordinators reported to the EFICOR Project Manager.  The PIT met monthly to review the project 
activities and plan for the next month. Each Block Coordinator made monthly monitoring visits to the 
field.  A Technical Advisory Group (TAG) was also formed comprising HealthBridge and EFICOR staff, 
along with government officials from the Health & Family Welfare Department and the Department of 
Women & Child Development. The TAG helped to maintain coordination between the project and the 
government, and provided technical advice on the project strategies.  A Project Organizational Chart is 
shown in Annex B.  

 
6.2 Work Planning and Logistics 
 
Annual Work Plans were developed at the beginning of each Fiscal Year collaboratively by 
HealthBridge and EFICOR. At the end of each Fiscal Year, an in-person Annual Meeting was held either 
in New Delhi at EFICOR’s Headquarters, or in Pakur at the Field Office.  The project team timed these 
meetings with the TAG meetings so that the Headquarters Project Manager from Canada could attend 
both meetings. At these Annual Meetings, the PMT reviewed the progress made on project Outputs 
and Outcomes, in comparison with the Annual Work Plan and Performance Measurement Framework 
(PMF). Any variations in performance were discussed and a draft Work Plan was developed for the 
subsequent year.  HealthBridge then submitted the finalized Work Plan to DFATD as per the reporting 
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schedule.  Implementation of the Work Plan was monitored through the quarterly PMT meetings, and 
quarterly narrative reports which EFICOR submitted to HealthBridge.  
 
For smooth running of the project at the field level, every project staff in the PIT had their own 
monthly work plan for their day to day field activities.  Cluster Supervisors submitted their monthly 
plans to their Block Coordinators in the beginning of the month, and the Block Coordinators used these 
plans to develop their own monthly work plan and field visit schedule. The monthly field work plans 
were then submitted to the Project Manager for approval and monitoring.  The monthly field work 
plans helped the PIT efficiently plan, implement and monitor their work, ensuring that project 
activities were on target with the Annual Work Plan and any issues in meeting the targeted outputs 
could be reviewed and dealt with each month.  During the monthly PIT meetings, the project staff met 
to share their work, achievements, problems and new learnings. The PIT meetings were also used as a 
time for staff training, based on training needs identified, and for team building.  
 
For effectiveness of the programme, a Project Main Office was set-up in Pakur with computers, 
internet, motor bike, four Wheeler and bicycles (for the Cluster Supervisors) to reach the villages. The 
vehicles were used for the field visits and to visit the district and block level government offices.  In 
addition, 2 satellite offices were set up in Littipara and Pakuria. All ordering and purchasing of 
equipment for the field was carried out by EFICOR.  
 

6.3 Technical and Financial Monitoring and Reporting 
 
At the project start, a Performance Measurement Framework (PMF) was developed which defined the 
project expected outputs and outcomes over the three year period, and identified indicators to 
monitor the project success. Baseline data was input into the PMF and used to set targets for each of 
the indicators. This PMF was reviewed and updated regularly at the Annual Meetings, and adjusted if 
necessary.  The Annual Work Plans were developed based on the PMF, ensuring that project strategies 
and activities were designed appropriately to achieve the expected results within the three year time-
frame.   The mid-term Lot Quality Assurance Survey (LQAS) assessed Progress made towards achieving 
the project targets at the block level in October 2013, and helped the team to adjust its strategies 
accordingly. For example, the LQAS showed minimal progress on improving infant and young child 
feeding practices amongst children 6-23 months.  As a result, the project team strengthened its focus 
on this indicator in the BCC program during the final year of the project.  
 
Technical and financial monitoring of the project was done through HealthBridge’s quarterly reporting 
system. This system worked well to capture progress made in activities and as well as a regular 
assessment of challenges, opportunities and project risks. Technical and financial reports were 
reviewed by the Project Manager to assess reasonability of expenses in comparison to activities, and a 
comparison between forecasted and actual expenditures was done each quarter. At the in-person 
Annual Meetings held in India, the PMT had a detailed discussion about the progress of the project in 
relation to the PMF, assessing where the project was on track to meet its targets, and where 
adjustments needed to be made.  At the Annual Meetings, the PMT also discussed the project budget, 
in relation to the planned activities, to ensure efficient budget spending within the timeframe.  For 
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example, due to delays in the formation of the VHSNCs, the project team realized that it would be only 
be possible to train 400 of the targeted 600 VHSNCs within the project time frame.  The financial 
assessment revealed that there was enough budget remaining to extend the project another 6-12 
months to train the additional 200 VHSNCS training and strengthen the capacity of all 600.  A request 
was put into DFATD and the project was granted a 6-month no-cost extension. As a result, the project 
successfully built the capacity of 600 VHSNCs.   
 
At the field level, the project M&EO developed tracking formats to document project activities, and 
progress made towards completing outputs and outcomes.  The tracking format was used to monitor 
the project on a regular basis and compile reports to submit to the Project Manager. Daily monitoring 
was done by the Project Manager and M&EO, and the Program Manager visited the project site on a 
monthly basis.   
 
Project finances at the field level were monitored by the Project Manager and Finance Officer. The 
Finance Officer helped the project team to prepare forecasts and plan activities in accordance with the 
budget.  The Financial Officer was monitored and supported by the Finance Manager at EFICOR 
Headquarters. All project expenses were approved by the Project Manager, verified by the Manager 
Program, on a monthly basis, and sent to EFICOR’s Headquarters in New Delhi for audit.  The Manager 
Program verified all the bills on monthly basis which were then sent to EFICOR HQ, New Delhi for 
audit.  EFICOR submitted electronic copies of all financial documentation to HealthBridge on a 
quarterly basis.  
 
6.4 Public Relations 

Building good rapport with the communities, block and district level government officials in Pakur was 
a priority of the project team.  At the project start, EFICOR conducted extensive meetings to introduce 
the project to key government officials. Relationship building continued throughout with regular 
meetings with block and district officials. Throughout the project, the team received excellent support 
and cooperation from the government, which greatly facilitated implementation.  It was clear, from 
the government’s requests for the project to continue, that EFICOR was very much valued for the work 
they had done.  The strong relationship EFICOR established with the government can be attributed to 
its approach of a) establishing personal, as well as business relationships with the government 
personnel, b) using a supportive, non-confrontational approach, and c) positioning EFICOR  as a 
“helper” of the government.  
 
EFICOR also established trust with the local communities, which facilitated their willingness to 
participate in the project activities.  This was achieved through the Cluster Supervisors, who were 
typically members of the communities in which they worked, and also through tailoring the project 
messages and BCC materials to the local context and languages.  

7. Risk Management 
 
A detailed Risk Register and Risk Response Strategy are shown in Annex I.   
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The anticipated Operational Risks were: 
1. Project implementation may be impeded due to delays in getting necessary ministerial approvals. 
2. Project partners may have weak project management skills which could hinder the implementation 

and completion of appropriate activities.  
3. Dissolved VHSNCs and long process of re-formation (added in Fiscal Year 2) 
 
Of these, only the third risk, “Dissolved VHNSCs” actually occurred during the project.   As a result of the 
re-formation process of the VHSNCs, the project team had to delay capacity building until Year 3, and 
there was concern that we would not be able to achieve the target of training 600 VHSNCs.  
Consequently, the project team initially decided to revise the target for Output 110 to training and 
mentoring only 400 VHSNCs.  When the project was granted a no-cost extension in Semester 1 of Fiscal 
Year 4, the targets were revised again to 600 VHSNCs and the team was able to successfully achieve this 
goal.  As a result of EFICOR’s strategy of establishing a good relationship and strong rapport with the 
government officials, there were no delays in getting ministerial approvals.  Similarly, the work done up 
front to create a detailed Performance Measurement Framework and HealthBridge’s quarterly technical 
reporting ensured efficient and effective project management.  
 
The anticipated Financial Risks were: 

1. Partner organization may have weak financial management systems in place, which could hinder 
the ability to ensure appropriate spending. 

2. Fluctuation in exchange rates could cause loss in project revenues. 
Fortunately none of these risks occurred. Due to HealthBridge’s quarterly financial reporting system 
which monitored project spending and forecasting, the project was able to ensure appropriate spending 
of the project funds within the scope of the budget. 
 
The anticipated Development Risks were: 

1. Women’s low decision making power may inhibit them from being able to access health 
services. 

2. High levels of illiteracy and poor access to information may inhibit women from accessing health 
services. 

3. The government partners we wish to engage may not be ready or willing to discuss how to 
improve coordination and coverage of services, integrate gender equality, or they may be 
unwilling to change their current practices to better coordinate services.  

4. Difficult terrain in the project districts may prevent health volunteers and service providers from 
being able to reach certain households and may prevent mothers from being able to access 
health services. 
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5. Poor governance may impact the performance of the health service providers. For example, 
delayed remuneration and lack of supervision to ASHAs and AWWs may inhibit their 
performance at the local level. (added at end of Fiscal Year 1) 

6. Stock-out of Vitamin A and IFA in the district. (added in Fiscal Year 2) 
7. Stock out of growth monitoring and weighing scale in many Anganwadi centres.  (added in Fiscal 

Year 2) 
 
Risks related to  women’s access to services – low decision making power and high levels of illiteracy – 
were successfully mitigated through the project strategies of engaging men and mothers in-law, 
promoting shared decision making and educating women using non-written forms of communication. As 
reported in Section 2, utilization of all maternal health services increased, and women also reported 
being empowered through the information they received.  With respect to the government partners 
willingness to engage with the project, the team was challenged by the frequent transfer of government 
health officials, as the newly appointed officials were not as familiar with the project and therefore not 
as open to discussing or taking advice from the project team.  While EFICOR was able to successfully 
establish rapport with the new government officials and gain their trust, the frequent transfers did 
break continuity and took a lot of time and effort from the project team.  The relationships EFICOR built 
with the district’s top officials and the clerk staff greatly helped to facilitate building relationships with 
new officials, and ensuring there were no significant delays in implementation.  
 
The difficult terrain in Pakur district was a barrier not only for the government health personnel, but also 
for the project staff to reach the villages. In Year 2, EFICOR decided to recruit 4 extra Cluster Supervisors 
(2 in Litipara Block and 2 in Maheshpur Block) who were from the local community and thus, familiar 
with the landscape. Bicycles were also purchased for the project women staff to help them reach the 
remote areas.  The home visits and VHNDs conducted in the project villages minimized the need for 
women to navigate the difficult terrain, as the services were brought to their own village. The project 
strategy of training Traditional Birth Attendants also helped to minimize risks during delivery, as 
travelling to a health clinic is still very difficult in the remote areas.  The district-wide list of beneficiaries 
developed by EFICOR helped to ensure that even remote villages were incorporated into the 
government micro-plan.  
 
The issues of poor governance and stock-outs of Vitamin A, IFA and weighing scales were also 
experienced during the project.   The response strategy was to advocate for solutions to these problems 
to the block and district health officials. While this strategy worked to improve the stock of IFA, Vitamin 
A stock-out and lack of weighing scales were not resolved, as these issues occurred at the state level. A 
different approach is required, such as working at the policy level and engaging higher level officials. 
Interestingly, despite ASHAs reporting delayed remuneration for their work, it did not appear to inhibit 
their performance. The training and support ASHAs received from EFICOR likely mitigated this risk.  
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The anticipated Reputation Risks was: EFICOR is a Faith-based organization. Consequently, its beliefs and 
values may conflict with some individuals and groups in India and Canada. Also, vested interest groups 
may politicize the intervention for their own interests.  This risk was not experienced by the project 
team. There were no other reputation risks which occurred.  
 

8. Crosscutting Themes and Priorities  
 

8.1 Report on Implementation of Gender Equality Strategy 
 
The gender equality results that the Pakur Mother and Child Survival Project aimed to achieve were:  
• Increased acceptance and practice of shared decision making at the household level about MNCH 

practices amongst men and women.  
• Improved access to health information and services by women and improved health behaviours for 

themselves and their children.  
• Increased awareness amongst health service providers and government partners of how gender 

inequality affects MNCH and how to reduce barriers to women receiving health care. 
 
Strategies to achieve these results and progress made towards their achievement are described in detail 
in Section 5. In this section, we describe the best practices, challenges and lessons learned in 
implementation of the gender equality strategy.   
 
Best Practices:  
 
 Capacity building of EFICOR field and management staff was a crucial first step to the successful 

implementation of the gender strategy. It was the first time that EFICOR staff had received gender 
training, and it resulted in establishing a culture of gender-sensitivity amongst the staff and 
strengthened awareness of and capacity to address gender issues related to MNCH.  It was 
particularly important to provide more than one training opportunity (field staff received two 
training sessions), to reinforce the gender concepts and provide support with applying them in the 
project.   
 

 The SBPS, which brought together pregnant and lactating mothers, their husbands and mothers in-
law in joint education about MNCH, proved to be a successful approach to change attitudes at the 
household level and bring the family to a common understanding about the importance of seeking 
skilled care for MNCH. EFICOR developed the SBPS approach in an earlier project in the 
neighbouring Sahibganj district, and as a result, the SBPS was taken up into the State Health Plan for 
replication throughout the state. However, despite its adoption into the State Health Plan, effective 
implementation at the district level was slow and required support. The utilization of the SBPS in the 
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Pakur project helped to strengthen the implementation in Pakur district, and now every Anganwadi 
Centre has started the SBPS program.   

 
 Increasing women’s knowledge and providing them with informational materials was crucial for not 

only improving care-seeking, but also enhancing their voice in family decision making. While 
educating influential family members is important, this should complement (and not replace), the 
information that is provided to women themselves.  Women need to be empowered with 
knowledge in order to be seen as important contributors to the family decision making process.  Our 
findings also indicated that an informational booklet is a useful tool for stimulating inter-spousal 
discussion about MNCH and encouraging couples to make safer MNCH decisions.  

 
Challenges & Lessons Learned: 
 
 The frequent transfer and busy schedules of government officials and the delayed capacity building 

of VHSNCs, resulted in delayed gender training for these groups. As a result, it was difficult to 
evaluate the impact of these gender activities within the project time frame.  Tackling gender issues 
with government officials is difficult because a lot of time is required up front to establish a strong 
rapport before there will be openness and willingness to engage in discussions on gender.   If the 
project had continued for one or two more years, EFICOR would likely have been able to focus on 
addressing gender issues more intensely with the government. That said, progress was made in 
terms of awareness of gender issues amongst government personnel, utilization of the projects’ 
gender-related IEC materials, and incorporation of a discussion on gender issues into the Health 
Sub-Centre meetings. These changes indicate the ground work has been laid to continue to 
strengthen gender-sensitive services within the government health system in the future.  
 

 While ASHAs’ capacity on gender and MNCH was strengthened through the project training, as well 
as capacity of the Block and State Level Training Teams, a gender module needs to be 
institutionalized within the government training program for ASHAs, VHSNCs and other front-line 
service providers, in order to be truly sustainable.  The project time-frame was too short to achieve 
this, however given the success of the training, working with the government to fine-tune a gender 
module and integrate into the program is a reasonable next step for future projects.    
 

8.2. Environment 
 
The project’s impact on the environment was minimal. The project team used electronic 
communications (e-mail and skype) as much as possible to reduce international travel, and dropbox was 
used to share financial documentation and other large documents. Environmental concerns related to 
MNCH identified at the project start included clean water and sanitation and prevention of malaria 
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through use of bed nets. These issues were addressed through BCC promoting use of soap and 
detergent for hand washing, and use of bed nets for children. EFICOR also advocated for availability of 
bed nets from the government. While there was minimal improvement in proper hand washing, the 
availability and use of bed nets improved. At baseline, 77% of households possessed a bed net and 66% 
reported using them. At endline, ownership of a bed net increased to 88% of households and utilization 
increased to 83%.  The VHSNCs are responsible for addressing water and sanitation issues in the villages 
and the project strengthened their capacity to fulfill this role through training and mentoring.  Although 
it was too soon to see the full impact of this training on sanitation, discussions with one VHSNC revealed 
that they had sanitized the well in their village. 
 
Additional environmental issues related to MNCH were identified in the district, including the impact of 
smoking and second-hand smoke on MNCH, living near coal mining areas and safe work during 
pregnancy. Regarding the latter point, it was identified that in Muslim communities, women from poor 
families engage in ‘beedi’ (country cigarette) rolling during pregnancy and lactation.  These issues 
require further study in order to identify appropriate strategies to address them, although the 
discussions with government officials indicated that they are aware of them.  

8.3 Governance Considerations 
 
Building strong relationships with key government officials greatly facilitated their cooperation and the 
smooth implementation of the project.  The regular networking and advocacy meetings EFICOR 
conducted with block and district officials were crucial to building strong rapport and collaboration with 
the government.  While the frequent transfer of officials made this more challenging, the strong 
reputation EFICOR had established, along with the fact that they built relationships with clerks in 
addition to higher level officials, helped to smooth the transition process.  
 
While there are certain governance issues remaining, such as irregular disbursement of ASHA incentives 
and stock-out of Vitamin A, progress was made in improving governance of health services in the 
district.  The initiation of the monthly Health Sub-Centre Meetings will continue to strengthen planning 
and monitoring of services at the block level.  Furthermore, the strengthened VHSNCs will facilitate 
ownership of MNCH in the community, and will continue to act as a pressure group to improve 
accountability of the health system.   
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9. Budget Management 
 
Table 4, below, provides an analysis of budget forecasts (based on the revised budget submitted with 
the Year 4 Annual Work Plan in May 2014), compared to actual project costs, for the main budget 
categories. A line-by-line analysis can be found in Form C, attached.   Please see Annex J for comments 
on variances in line items within each of the main budget categories.  
 
As shown Remuneration costs were as expected for both Canadian and Local Employees. Similarly, 
overall costs for Travel, and Goods, Assets and Supplies were on par with the initial budget.  The actual 
disbursements for Fees paid to Sub-contractors were 51% less than originally budgeted because of the 
following changes made to the project plan 

• Originally, we planned to hire a Canadian consultant to conduct the Final External Evaluation. 
Instead, a local consultant was hired which resulted in cost-savings. 

• We had planned to hire a local consultant to conduct a qualitative nutrition assessment. This 
was not done due to time limitations.  

• Initially, we planned to hire gender consultant to help in developing messages for the 3M 
mHealth application. Later, it was decided this was not needed. Instead, the project team 
adapted messages from MAMA (Mobile Appliance for Maternal Action) and used their own 
knowledge and experience to tailor them to the local context.  

• We had planned to hire a local consultant to collect and document case studies of project 
impact. Instead, a videographer was hired to develop a project documentary which includes 
case studies. This was booked in section 1.6.4.  

 
Other Training Costs were 21% more than originally budgeted. When the budget agreement was revised 
in May 2014, the cost of the health films was not included in the budget estimate nor was the cost of 
the project video documentary. These costs were both booked to 1.6.4 e (IEC and Media Materials) and 
are the reason for the variation in this budget category. Costs for Recipient Country Government 
Employees were 59% higher than expected (around $500) as a result of higher food costs for the district 
and state disseminations than originally anticipated.  Finally, Direct Project Administration Costs were 
20% less than anticipated, as some of the costs were covered by other projects.  
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Table 5: Analysis of Budget Forecasts compared to Actual Disbursements for Main Budget Categories 
 

An assessment of budget forecasts compared to actual disbursements for each main activity is shown in 
Table 6 below.  The majority of final costs for each activity were relatively on par with budget estimates.  
Final costs for main activity 110 (capacity building for EFICOR and VHSNCs) were 11% less than 
anticipated, as a result of VHSNC training being done at the cluster level, rather than the village level.  
Final costs for activity 310 (BCC activities) were 15% more than anticipated, due to the fact that the 
costs for the health films and project documentary were not included in the original estimate.  
  
Table 6: Analysis of Budget Forecasts compared to Actual Disbursements by Main Activity 
 

An assessment of budget forecasts and final costs by intermediate outcome is shown in Table 7, below. 
As shown, variances between forecasted and actual costs are minimal.  

Table 7: Analysis of Budget Forecasts compared to Actual Disbursements by Intermediate Outcome 
 

10. Success Factors 
 

10.1 Relevance 
 
Pakur district has the third highest rate of IMR (54/1,000 live births) and second highest rate of MMR 
(318/100,000 live births) in the state of Jharkhand.  Statistics from the District Level Health Survey 
(DHLS) (2007-2008), as well as the project’s own baseline data, revealed extremely low rates of 
utilization of maternal and child health care services.  India’s National Rural Health Mission (NRHM), 
launched in 2005, aims to provide accessible, affordable and quality health care to India’s rural 
populations, particularly vulnerable groups.  The Integrated Child Development Services (ICDS) Scheme8, 
launched in 1975, aims to improve early child development with a specific focus on nutrition for 
pregnant/lactating women and children, immunization and pre-school education.  Under these national 
programs, many essential health care services are supposed to be freely available in the rural areas. 
However, due to inefficient planning and coordination of health services, lack of capacity and poor 
accountability, the services in Pakur were often unavailable or inconsistently available, or of poor 
quality.  At the same time, lack of awareness amongst the local population and mistrust of the 
government system created low demand for health care and poor care-seeking practices.  
                                                           
8 The ICDS Scheme is a program under the Ministry of Women and Child Development to improve early child development. 
http://wcd.nic.in/icds/icds.aspx 

http://wcd.nic.in/icds/icds.aspx
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The Pakur Mother and Child Survival Project utilized a complementary working model to address the 
identified weaknesses and gaps at both the supply and demand sides of the health system.  The project 
team worked in collaboration with the government structure to enhance the reach and effectiveness of 
the health services offered under the NHRM and ICDS programs, bringing health care close to the hard 
to reach communities.  The project also raised awareness and mobilized the community to promote 
care-seeking and increase and sustain the demand for health services.   
 

10.2 Appropriateness of Design 
 
According to the three delays model, barriers to utilizing maternal and child health services occur at 
three levels: (1) Seeking care, (2) Reaching the health facility and (3) Receiving appropriate care at the 
facility.  The project addressed gaps and weaknesses within the district at each of these levels.  The main 
strategy used to address barriers in reaching a health facility and receiving appropriate care at a facility 
was Capacity Building of VHSNCs and front-line service providers, including ASHAs and AWWs.   
 
The factors responsible for the effective capacity building are as follows: 
 
 Methodology used - the trainings had practical and hands-on sessions.  
 The skills and knowledge imparted were reinforced through mentoring and supportive 

supervision provided by the project Cluster Supervisors. The field support by the Cluster 
Supervisors built the confidence of the ASHAs, AWWs and VHSNC members.  

 Tools were also provided to the ASHAs, AWWs and VHNCs to strengthen their ability to perform 
their role. ASHAs and AWWs were provided with flip books with pictures for better 
understanding, and ASHAs were also given thermometers and stop watches for early 
identification of children suffering from cough and difficulty breathing. VHSNC members were 
provided with a self-scoring to monitor their own performance in carrying out their role.   

 ASHAs were trained on gender issues relevant to MNCH and counselling the whole family.   
 In addition to training, the project facilitated coordination between the front-line workers to 

strengthen their ability to coordinate VHNDs, supplies of drugs and other health services in the 
villages. This was achieved through the monthly meetings initiated by the project. 

 

 

 
To address barriers in seeking care, Behaviour Change Communication (BCC) was used to raise 
awareness and shift attitudes. The project has received significant success in engaging the community 
into the programme. Based on the gender evaluation, for the young mothers it was empowering to be 

VHSNC, ANM, AWW and Sahiya (ASHA) work with mutual cooperation. The changes happened 
because of the meetings organized by Block Training Team and EFICOR.  – VHSNC member, 
Ranbahiyar, Littipara (Source:  Final Evaluation Report, Annex H) 
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able to receive information on the different health issues concerning their needs and the needs of their 
children.  
 
Factors responsible for effective BCC and community engagement are as follows: 
 
 Trainings of program staff on BCC. The staff were trained on BCC at MICA, Ahmadabad. MICA is 

a premier institution on Strategic Marketing and Communication Skills in the country. 
 A comprehensive Behaviour Change Communication Plan was developed at the project start, 

based on findings of the Baseline data and the Barrier Analysis. The BCC plan was tailored to the 
specific barriers and issues identified within each block.  

 The BCC methods were culturally and contextually relevant to meet the needs of the 
community, including literate and non-literate populations. Materials, including the health films, 
were developed using the local languages (Santhali, Hindi and Bengali). The different 
approaches – street theatre, role play, video, leaflets and posters at health clinics – reinforced 
the health information provided.  

 Most of the project staff were from the project site – Jharkhand state or Pakur district itself – 
and therefore understood the local culture and language. This gave the project a strong link and 
support from the community and frontline health workers.  

 

 
 
 

10.3 Sustainability 
 
Key factors to enhance sustainability of the project achievements are described below: 
 
 Collaboration with Government Health System: The project worked to strengthen the existing 

health system, rather than create a parallel system. This in itself enhances sustainability as the 
health services, as well as requisite funding, will continue to be available after the project ends. 
The regular updates and networking meetings conducted with block and district officials were 
important for sustainability.  Ensuring the government officials were aware of the activities and 
achievements of the project, and were part of the decision making, instilled a sense of 
ownership and contributed to integration of the project developments into the District Health 
Plan (including the SBPSs, IEC materials and monthly convergence meetings).   

 Strengthening of VHSNCs: The VHSNCs play a pivotal role in sustaining the achievements of the 
project. The VHSNCs are a key component of the NHRM’s decentralization of health planning 
and are responsible for taking leadership on health at the village level.  They are responsible for 
acting as a pressure group to bring accountability to the government health system at the village 

The biggest contribution of EFICOR in this district was the awareness generation it had created. Its 
second contribution was on strengthening the skills of the frontline health workers – Dr. Bunia, 
surveillance officer WHO (Source:  Final Evaluation Report, Annex H) 
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level, and for improving health awareness and access to services amongst their community 
members.  Strengthening the capacity of the VHSNCs to fulfill their role was a key strategy of the 
project to enhance sustainability.  

 Training of Block and State Level Training Teams (BTT and STT): All trainings were done using a 
two-step process in which Training of Trainers (ToT) was first conducted with BTTs and STTs, 
each comprising two government and two EFICOR staff, and these teams then trained the 
ASHAs, AWWs and VHSNCs.  This two-step process ensured that knowledge and capacity to train 
was built into the government system, and will not be lost when the project ends.  

 

10.4 Partnership 
 

Partnership between HealthBridge and EFICOR 
 

The Pakur Mother and Child Survival Project was the first time HealthBridge and EFICOR had worked in 
partnership together. The two organizations served complementary roles and each brought unique 
strengths to the project.  HealthBridge had previous experience with projects funded by the Canadian 
International Development Agency (now DFATD), and was familiar with the Results Based Management 
Framework and the technical and financial reporting systems. HealthBridge was able to provide support 
and direction to EFICOR with these processes to ensure that all requirements were met.  HealthBridge 
also has expertise in gender and, in particular, engaging men in women’s health projects, and provided 
technical support to EFICOR on this issue in the current project.  EFICOR had experience implementing 
maternal and child health projects in India and had previously designed and implemented a similar 
project in the neighbouring Sahibganj project.  The experience gained and lessons learned from the 
Sahibganj project greatly contributed to the successful design and implementation of this project.  
 
Partnership with the Pakur District Government  
 
The strong partnership and collaboration with the Pakur government was instrumental to the success of 
the Pakur Mother and Child Survival Project.  EFICOR had incorporated lessons learned from its 
Sahibganj project to facilitate relationship building with the government.  Key factors which contributed 
to the success of the partnership were:   
 
 EFICOR staff established personal, as well as business, relationship with the government 

personnel. 
 A supportive, non-confrontational approach was used, rather than challenging or criticizing. 
 EFICOR conveyed the feeling that EFICOR is part of the government by using government venues 

for training, and regularly updating officials on the latest news, statistics and reports on MNCH 
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 The regular networking and advocacy meetings with block and district level officials helped to 
build and maintain the relationship throughout the project. 

 EFICOR staff were well trained and had strong professional and technical skills to carry out their 
work. This was important for gaining the respect and trust of the government in viewing EFICOR 
as a skilled partner.  
 

The fact that the District Officials expressed that they wanted EFICOR to be a Nodal Training Agency for 
the District emphasizes the strong partnership that was built with the government and the remarkable 
contribution that EFICOR made to the health department. 
 

10.5 Innovation 
 
Innovations that were implemented or developed by the project were: 
 
 Adapted GMC Chart:  As mentioned in Section 5, EFICOR in collaboration with the ICDS office, 

designed an adapted Growth Monitoring Chart which used colourful smiley pictures to convey 
the nutritional status of the child to the mother. The adapted chart was easier for mothers to 
understand than the WHO GMC chart which was used previously. 
 

 Gender Training:  This project was the first time that EFICOR staff received gender training. 
EFICOR’s capacity to address gender in MNCH projects has been greatly strengthened and they 
have started to apply the concepts in other MNCH projects being implemented in other areas. 
This project was also the first time gender training sessions were provided to ASHAs and to 
government officials in Pakur district. Overall the responses from these trainings were very 
positive, and ASHAs demonstrated improved knowledge about gender issues relevant to MNCH. 
During the Gender Evaluation, AWWs expressed that they too would like to receive gender 
training and form a committee for counselling parents together, rather than a mothers 
committee.  
 

 Engaging Men and Mothers In-law and Promoting Shared Decision Making:  The project’s 
approach to engaging men and mothers in-law was indeed innovative for EFICOR and for Pakur 
district. Family members were engaged and educated using a positive approach, which focused 
on behaviours that husbands and mothers in-law could do to support the health of the 
pregnant/lactating mother, including ensuring she has time to rest and eat a proper diet. The 
approach also emphasized shared discussion and decision making to increase women’s 
involvement in decisions about her health.  The Saas Bahu Pati Sammelan (SBPS) were an 
innovative method developed by EFICOR for bringing women, their husbands and mothers in-
law to a common platform and understanding about MNCH. In the current project, the SBPS 
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were complemented by health films and IEC materials which emphasized the important role of 
men in MNCH. Additionally, an innovative mHealth application was developed to disseminate 
this information directly to men’s mobile phones. This innovation was developed as a result of 
this project, and is now being pilot tested in the district with funding from IDRC.   
 
 

10.6 Appropriateness of Resource Utilization 
 
Appropriate resource utilization was ensured by HealthBridge’s quarterly financial reporting system. 
This system captured actual versus planned expenditures and enabled regular monitoring and 
assessment of project spending and discussions about variances.  All financial reports and forecasts 
were reviewed in conjunction with project progress reports and work plans. This close monitoring 
allowed the project team to address weaknesses in a prompt manner and modify the work plan as 
necessary.  As needed, financial planning was also discussed through Skype, email and during Annual 
Team Meetings to allow for clarification and for team decision making about project spending. 
HealthBridge provide technical support to EFICOR with regard to financial documentation and 
permissible expenses, as per DFATD’s guidelines.  

 

10.7 Informed and Timely Action 
 

The main success factors which insured informed and timely action throughout the project were: 
 

 The Project Teams, described in detail in Section 6, met regularly to discuss and review the project. 
This ensured strong coordination at all levels:  

o  The PIT, comprising EFICOR field staff located in Pakur, met monthly to review the project 
activities and budget and develop a monthly plan.  

o The PMT, comprising HealthBridge and EFICOR staff, met quarterly to review the project 
progress, and discuss and resolve issues related to evaluation, administration and finances.   

o The TAG, comprising the PMT and government representatives, which met bi-annually to 
maintain coordination between the government and project, and advice on how to 
strengthen the project.  
 

 A robust project monitoring system was developed, following DFATD’s Results Based Monitoring 
Framework, with indicators and targets for each project output and outcome. The monitoring 
system was developed jointly by the PMT and explained to project staff for clear understanding. A 
mid-term LQAS survey allowed for an assessment of where the project was on track to meet its 
expected outcomes, and where the project team needed to strengthen its focus.  
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  HealthBridge’s quarterly technical reporting system allowed for regular review of the project 

activities, challenges and progress towards the project outcomes. The system enabled identification 
of weaknesses as soon as they arose, and modifications were discussed in person during the PMT 
and by Skype and email, as needed.  

 

11. Lessons Learned and Recommendations  
 

11.1 Lessons Learned 
 
Key lessons learned by the project team are described below. 
 
 Advocacy at Policy Level: There are certain issues that cannot be adequately addressed working 

only at the block and district levels. There needs to be political will at higher levels to stimulate 
change.  For example, procurement of Vitamin A happens at the state level. Similarly, the 
corruption and poor behaviour that still exists amongst some health workers requires advocacy 
at state or national levels. It was difficult for EFICOR’s field staff to raise these issues at a higher 
level, because they had formed good relationships with the block and district officials, and going 
“over their heads” may have been perceived as crossing a boundary, which would have 
compromised these relationships.  Advocacy should be done at state and national levels perhaps 
by EFICOR’s Headquarters’ team and HealthBridge, or collaboratively with another NGO that is 
already working on these issues. 
   

 Government Engagement: While advocacy at the state and national levels is important, the 
importance of building strong relationships and effective cooperation with block and district 
government officials cannot be understated. The trust and rapport that EFICOR established with 
the government officials opened doors for capacity building of front-line health workers, raising 
gender issues, and integrating new BCC strategies and planning processes into the government 
health plan.  Without the strong relationships that existed, these achievements would not have 
been possible.  A key lesson learnt by EFICOR was the importance of working, not only working 
with the block or district official, but also with office clerks. Office clerks play a vital role in 
carrying out work and obtaining approvals, and they also maintain continuity when a 
government official is transferred to another area. This was a lesson EFICOR learnt and applied 
in this project.  
 

 Gender: There were several lessons learned related to gender. This project was the first time 
EFICOR had received gender training and integrated gender into its MNCH initiative.  Taking 
time to build the capacity of EFICOR staff was a crucial step in implementing the project’s 
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gender equality strategy.  We also learned that providing more than one training opportunity 
was necessary to reinforce the concepts and build capacity to apply them in the project’s 
activities. This is an important lesson learned for designing training plans for future projects.   
 
Secondly, while the ASHA training was well received and lead to greater knowledge of gender 
issues amongst the ASHAs, the gender training module needs to be institutionalized into the 
government program for all health personnel, to be fully sustainable.  It may have been 
beneficial to involve the government officials in designing the gender training program from the 
start, to gain their buy-in and ownership over the training module, and increase the likelihood of 
integration.  This could have been strengthened by gender training for government officials at 
the beginning of the project, rather than towards the end.  
 

 Addressing Structural Weaknesses in Health Infrastructure:  The project was well-timed in that, 
at the start, the government had committed to making delivery services available at all PHCs in 
the district. The project supported this by increasing demand and improving access by 
strengthening the Mamta Wahan’s and facilitating access to the JSY incentive scheme.  The 
available health infrastructure, along with greater demand and access to transportation, 
resulted in the significant increase in health facility births.  This demonstrates the importance of 
working concurrently at the supply and demand sides of the health system to generate change.  
However, weaknesses were noted in other aspects of the health facility infrastructure, 
particularly at the Health Sub-Centres – which are the closest health facility to the communities.  
Some women mentioned poor hygiene and sanitation, lack of water, electricity and supplies.  
Such conditions make it difficult for health workers to provide quality care, and are de-
motivating for the health workers. They may also prevent women from seeking care at 
government facilities.  Thus, a lesson learned, would be to incorporate more direct strategies to 
improve the health facility infrastructure into the project plan from the beginning. The gender 
assessment conducted at the end of the project also revealed several improvements to ensure 
health facilities are gender-sensitive, such as having a place for men and family members to stay 
during the delivery.   

 Importance of Flexibility and Adaptability: Throughout the project implementation, there were 
unexpected circumstances which required the team to revise their plan and shift course. For 
instance, the re-formation process of the VHSNCs delayed the capacity building activities to Year 
3.  To speed up the process, EFICOR revised their plan to providing training at the cluster level, 
rather than the village level.  The budget was also revised to allow for a no-cost 6-month 
extension to enable training of all 600 VHSNCs.  Additionally, at the project start, EFICOR was 
asked by the District Immunization Officer to conduct an Urban Micro-planning Survey of 
Immunization.  Although this was not in the Work Plan, and took staff time, EFICOR’s 
participation helped to build relationships with the government and position EFICOR as a 
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credible and valuable organization. Furthermore, the resulting list of beneficiaries strengthened 
the government’s immunization surveillance, thus contributing to the project goals.  EFICOR’s 
flexibility and adaptability allowed them to navigate these unexpected circumstances without 
comprising the project’s objectives.  

11.2 Recommendations 
 
Below are recommendations for future MNCH initiatives in Pakur district of India:  
 
 Family Planning and Reproductive Health: For a more comprehensive MNCH program, it would 

be beneficial to have a more direct focus on family planning and reproductive health issues like 
sexually transmitted infections and HIV testing.  If it is not possible to address these issues (in 
addition to other MNCH issues) in one project, it would help to form collaborations with 
organizations that have the capacity to address them.  

 In-depth Study on Gender Issues: The Gender Evaluation identified additional gender issues 
present in the district which were not addressed in this project.  Such issues include drinking and 
smoking during pregnancy, safe work during pregnancy, and the need to focus on pregnant 
adolescents and single women.  In addition, gender issues were identified at the health facility 
level, such as the lack of space for husbands and relatives during delivery and lack of female 
doctors. Thus, an in-depth study on these gender issues would provide better understanding on 
how they can be addressed.   

 Institutionalize Gender Training into Front-Line Health Worker and Government Training 
Programs:  A gender training module should be developed for ASHAs, AWWs, ANMs and other 
government personnel, as part of the regular training program.   This should be accompanied by 
a training of trainers program to build government capacity to implement the gender modules 
appropriately.   

 Advocacy at the Policy Level: The issues of Vitamin A stock-out, irregular ASHA incentive 
disbursements, and corruption and poor behaviour amongst health workers require advocacy at 
the policy level in order to raise political will to address them.  Advocacy should also address the 
need for improved health infrastructure and supplies at the Health Sub-Centre Level.  These 
types of issues should be addressed at state and national levels.  

12. Final Financial Report  
 

Please see Form C, attached.                        . 
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13.0 Annexes 

13.1 Annex A: Project Logic Model 
Project Title: Pakur Mother and Child Survival Project 
Budget: $1,146,880 (CIDA contribution $860,160) 
Duration: Three years 

Version: 2 
Date: February 24th 2012 
Team Leader: Lisa MacDonald, Project Manager, HealthBridge Foundation of Canada 

Ultimate 
Outcome 

Reduced maternal, newborn and child morbidity and mortality in Pakur District, Jharkhand State, India 

Intermediate 
Outcomes 

Implementation of more effective and gender-sensitive interventions and services related to MNCH  Increased shared decision making 
at the household level about 
MNCH practices  

Immediate 
Outcomes 

100 Increased capacity of EFICOR & local government 
health institutions to design & deliver effective, 
coordinated and gender-sensitive programs and services 
related to MNCH  

200 Increased access to MNCH services 
(maternal and newborn care, nutrition, prevention 
&treatment of infectious diseases) amongst 
women and children 0-23 months  

300 Increased 
knowledge of 
appropriate 
MNCH 
practices 
amongst men 
& women 

400 Increased 
acceptance of 
shared decision 
making at the 
household level 
about MNCH  

500 Increased 
perceived 
ability of men 
and women to 
make shared 
decisions 
about MNCH  

Outputs 110 Capacity 
building 
conducted for 
EFICOR & 
VHSNCs in 
design and 
delivery of 
effective MNCH 
interventions  

120 Coordination 
of MNCH 
programs & 
services  
strengthened at 
the village block 
& district levels. 

130 Gender 
sensitivity 
workshops 
conducted with 
health & 
government 
institutions at 
village, block & 
district levels 

210 Health 
workers 
trained in 
MNCH 
counseling & 
care  

220 Availability 
of MNCH 
drugs, health 
supplies and 
resources 
facilitated 

230 Home and 
community 
counseling for 
MNCH 
delivered 

BCC activities 
to promote 
proper MNCH 
practices 
conducted 

410 IEC & 
media materials 
developed & 
delivered to 
promote shared 
decisions about 
MNCH at the 
household level 

510 Discussion 
groups 
conducted with 
men & women 
to facilitate 
shared 
decision 
making about 
MNCH  

Activities 110 Conduct 
capacity building 
for EFICOR & 
VHSNCs in 
design & delivery 
of effective 
MNCH 
interventions 

120 Strengthen 
Coordination of 
MNCH services 
at the village, 
block & district 
levels 

130 Conduct 
gender 
sensitivity 
workshops with 
health & 
government 
institutions at 
village, block & 
district levels 

210 Train 
health 
workers in 
MNCH 
counseling & 
care  

220 Facilitate 
availability of 
MNCH drugs, 
health supplies 
&resources 

230 Deliver 
home 
&community 
counseling for 
MNCH  

Conduct BCC 
activities to 
promote 
proper MNCH 
practices.  

410 Develop & 
deliver IEC & 
media materials 
to promote 
shared 
decisions about 
MNCH at the 
household level  

510 Conduct 
discussion 
groups with 
men & women 
to facilitate 
shared 
decision 
making about 
MNCH  
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13.2 Annex B Project Organizational  Chart 
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13.3 Annex C Indian Rural Health System 
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13.4  Annex D: Performance Measurement Framework and Narrative 
  
Please see the Performance Measurement Framework in the attached Excel File. 
 
PMF Narrative 
 
Description of Outcome Indicators 
 
Ultimate Outcome: Reduced maternal, newborn and child morbidity and mortality: Indicators will assess infant mortality and the percentage of 
children (M/F) 0-23 months who are underweight according to the WHO standard.  Data on maternal mortality is not available at the district 
level through the government system and would be difficult to collect; therefore it will not be directly measured in this project.  Changes in 
maternal mortality will be estimated using computer-based technologies (such as LiST) which predict the expected change in maternal mortality 
based on changes in levels of service coverage (such as institutional deliveries).   
 
Intermediate Outcomes: 
1. Implementation of more effective, gender-sensitive interventions and services related to MNCH:  Quantitative indicators will measure changes 
in the use of MNCH services by women and children of 0-23 months.  The assumption is that if MNCH services are being implemented more 
effectively at both the supply and demand sides of the health system, the usage of services will increase.  Indicators for measuring access, 
government health planning and knowledge of the local population are included in the immediate outcomes. The types of MNCH services which 
will be measured are listed below.  The qualitative indicator will measure belief and perceptions about MNCH services to gain insight into the 
reasons women choose not to use health services for themselves and their children.  
 
Maternal and Newborn Care Baseline Target 
% of live births taking place in a health institution/ home births attended by skilled birth attendant 30.3% 50% 
% of mothers who received ANC by a skilled health provider at least  4 times during pregnancy 7.3% 30% 
% of mothers who received ANC by a skilled health provider at least 3 times during pregnancy* 29.3% N/A 
% of mothers who received two doses of TT vaccine prior to giving birth 86.3% 90% 
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Maternal and Newborn Care Baseline Target 
% of mothers who received postnatal care within two days of child birth 45.3% 60% 

% of mothers who consumed iron supplements for at least 100 days during their last pregnancy 3.0% 30% 
*3 ANC visits is the standard in India, although 4 times is the global standard. Thus, we have included this as a comparison.  
 

Nutrition and Childhood Feeding Boys Girls 
% Var. 
 

Baseline  Target 

% of boys and girls aged 9-23 months who received at least one dose of Vitamin A 
supplementation 

56.8% 60.7% 3.9% 58.9% 70% 

Infectious Disease Prevention and Treatment      
% of boys and girls 12-23 months who received 3 doses of DPT vaccine, and measles 
vaccine before 12 months* 

38.9% 43.1% 4.2% 41.1% 60% 

% of boys and girls 0-23 months with suspected pneumonia who sought care from 
skilled provider within 24 hours 

27.3% 22.1% -5.2% 24.7% 50% 

% of boys and girls 0-23 months with suspected malaria who sought care from skilled 
provider within 24 hours 

23.9% 19.7% -4.2% 21.7% 50% 

% of boys and girls 0-23 months who received an accepted form of ORT when they 
had diarrhea 

45.2% 44% -1.2% 44.5% 65% 

% of boys and girls aged 0-23 months who slept under a bed net in the last 24 hours 65.0% 66.2% 1.2% 65.7% 75% 

Note: Since the differences between boys and girls was small and did not reach statistical significance, only one target was set for both boys and girls.  
*55.6% received 3 doses of DPT and 43.5% received measles vaccine before 12 months 

 
2. Increased shared decision making at the household level about MNCH practices:  
Quantitative indicators will measure two important aspects of decision making: inter-spousal communication and whether the final decision is 
made jointly by husband and wife.  Both factors are important because spousal communication is necessary for joint decision making to occur 
and changing the balance of decision making power could take years to change.   However, the starting point is increasing communication and 
there is evidence that just increasing spousal communication about these issues increases women’s access to services and men’s involvement in 
MNCH.  Qualitative indicators will gain in-depth insight into men’s and women’s perceptions how the decision making process about MNCH 
has/has not changed.   
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Immediate Outcomes 
Immediate outcomes 100 and 200 will measure changes in the supply side of the health system, while outcomes 300, 400, and 500 will measure 
changes in the demand side of the health system.  
 
Immediate outcomes 100 and 200 will measure changes in the supply side of the health system, while outcomes 300, 400, and 500 will measure 
changes in the demand side of the health system.  Sub-indictors of Outcome 300 Increased knowledge of appropriate MNCH practices amongst 
men and women are described below. The result given in bold is an average of the indicator sub-components. 

Indicator 
Baseline 
Mothers 

Baseline 
Fathers 

Target 
 

1. % of mothers and fathers with knowledge of maternal and newborn danger signs  56.3% 51.7% 73% 

a) % of mothers and fathers able to report at least 3 known maternal danger signs during 
pregnancy 

68.7% 62.0% 80% 

b)% of mothers and fathers able to report at least 3 known maternal danger signs during the 
post partum period 

50.0% 45.0% 70% 

c) % of mothers and fathers able to report at least 3 known newborn danger signs 50.3% 48.0% 70% 

 
Indicator Girls Boys % Var.* Baseline Target 

2. % of boy/girl newborns and infants fed with appropriate feeding practices; % 
difference for boys/girls 

41.9% 43.6% -1.9% 42.6% 60% 

a)% of newborns (M/F) who were put to breast within one hour of delivery and did not 
receive pre lacteal  feeds 

56.7% 50.4% 6.3% 53.7% 70% 

b) % of boys and girls who were exclusively breast fed between 0-5 months 50.0% 59.5% -9.5% 54.6% 70% 

c) % of boys and girls 6-23 months fed according to a minimum of appropriate feeding 
practices 

18.6% 20.8% -2.2% 19.6% 40% 

*Differences between boys and girls were not statistically significant 
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Indicator 
Baseline 
Mothers 

Baseline 
Fathers 

Target 
 

3. % of mothers and fathers who report use of practices to prevent and treat infectious 
diseases in children and newborns* 
 

62.5% 63.8% 70% 

a) % of mothers and fathers of children 0-23 months who are able to report 3 danger signs of 
childhood illness 

70.7% 73.3% 80% 

b) % of households of children 0-23 months that use soap or detergent for hand washing 54.3% 60% 

 
 
 3. Setting of Project Targets 
 
In order to set realistic end of project targets, the project team considered program factors and utilized the following formula:  
 
F = PI + ((1 – PI )* B)  where: 
F = Potential Final Target; B = Baseline level; PI = Performance Index 
 
The Performance Index (PI) is a ratio of the absolute achievement in respect of the project indicators to the possible achievement, assuming a 
ceiling of 100%. PI for a given indicator A = (final levelA – baseline levelA) / (100 – baseline levelA)). The PIs for most indicators have been 
calculated from studying the performance of other maternal and child health projects around the world.  For indicators in which a reference PI 
was not available, the project team used the results of the qualitative study and other baseline data to set the PI at an appropriate level. 
Program factors which were also taken into account include EFICOR’s staff experience in achieving targets in similar projects, the project 
duration and the project location (size, level of development and current health infrastructure).   
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13.5  Annex E  Endline Knowledge Practice Coverage Survey Report 
Please see attached document.  

13.6  Annex F Endline Rapid Health Facility Assessment Survey Report  
Please see attached document.  

13.7  Annex G Gender Evaluation Report 
Please see attached document.  

13.8  Annex H Final Evaluation Report 
Please see attached document.  
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13.9 Annex I: Risk Register and Response Strategies 
 
Project Title: Pakur Mother and Child Survival Project 
Budget: $1,146,880 (CIDA contribution $860,160) 
Duration: Three years 

Version: 7 
Date: Sept 2014 
Team Leader: Lisa MacDonald,  

Organization’s Name: HealthBridge Foundation of Canada India/Jharkhand State/Pakur District 

Risk Definition  Updated Risk Response Strategy Residual Risk Level – Low/Very Low/High/Very High 
  Initial 

Rating 
Mar 31 
2012 

Sept 30 
2012 

March 
31 
2013 

Sept 30  
2013 

March  
31 2014 

Sept 
2014 

Operational Risks     
Op1  Implementation may be 

impeded due to delays in 
getting necessary ministerial 
approvals. 

EFICOR’s good relationships with the 
Jharkhand state government has helped 
with getting the necessary support and 
approvals for the project, and good 
rapport has been formed with the district 
government during the first Fiscal Year. 
The project team will regularly inform 
the government of the project activities 
and results to ensure continued support.   

L = 2 
 
I = 4 

L = 1 
 
I =4 

L = 1 
 
I = 4 

L = 1 
 
I = 4 

L=1 
 
 
I=4 

L = 1 
 
 
 
        
      I = 4 

L = 1 
 
 
 
        
      I = 4 

Op2 Project partners may have 
weak project management 
skills which could hinder the 
implementation and 
completion of appropriate 
activities. 

Capacity building of local partners in 
project management has been built into 
the proposal to minimize this risk. In 
addition, HealthBridge has in place a 
Qly technical reporting system with all 
its project partners. This reporting 
system captures not only activities in 
progress and achievements-to-date, but 
also allows a regular assessment of 
challenges and opportunities. This close 
monitoring by HealthBridge staff 
enables the project team to address 
weaknesses as soon as they arise and 
modify work plans as necessary.  

L = 2 
 
 
        I = 
4 

L=1 
 
 
I = 4 

L=1 
 
 
I = 4 

L = 1 
 
I = 4 

L-1 
 
I=4 

L = 1 
 
 
  
 
 
 
 
 
   I = 4 

L = 1 
 
 
  
 
 
 
 
 
   I = 4 

Op3 Dissolved VHSNCs and long 
process of re-formation 

EFICOR Cluster Supervisors will 
organize cluster level training for the 

N/A N/A L=4 
I = 3 

L = 4 
I = 2 

L=1 
I=3 

L = 1 
 

L = 1 
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Project Title: Pakur Mother and Child Survival Project 
Budget: $1,146,880 (CIDA contribution $860,160) 
Duration: Three years 

Version: 7 
Date: Sept 2014 
Team Leader: Lisa MacDonald,  

Organization’s Name: HealthBridge Foundation of Canada India/Jharkhand State/Pakur District 

Risk Definition  Updated Risk Response Strategy Residual Risk Level – Low/Very Low/High/Very High 
  Initial 

Rating 
Mar 31 
2012 

Sept 30 
2012 

March 
31 
2013 

Sept 30  
2013 

March  
31 2014 

Sept 
2014 

VHSNCs, rather than village level, to 
speed up the training and ensure that it 
can be completed at the end of three 
years.  

 
   I = 3 

 
   I = 3 

Financial Risks     
 
Fin1 

Partner organization may 
have weak financial 
management systems in 
place, which could hinder the 
ability to ensure appropriate 
spending.  

Capacity building of local partners in 
financial management has been built 
into the proposal to minimize this risk. At 
the beginning of the project, the 
HealthBridge project team will send the 
local partner detailed instructions on 
how the process for financial 
management and reporting. Where 
necessary, field visits will be taken to 
project sites to go through the financial 
requirements one-on-one with partner 
staff. HealthBridge also has in place a 
Qly financial reporting system with all of 
its project partners which captures 
actual against planned expenditures 
and thus allows regular tracking and 
assessment of partner spending and 
discussions about variances. This close 
monitoring enables the project team to 
address weaknesses as soon as they 
arise.  

L = 2 
 
 
 
           
  
          I 
=2 

L = 1 
 
 
 
 
 
 
I =2 

L = 1 
 
 
 
 
 
I =2 

L = 1 
 
 
 
 
 
 
 
 
I = 2 

L=1 
 
I=2 

L = 1 
 
 
 
 
 
 
 
 
 
 
 
 
 
  I = 2 

L = 1 
 
 
 
 
 
 
 
 
 
 
 
 
 
  I = 2 

Fin2 Fluctuation in exchange rates 
could cause loss in project 
revenues. 

In the case of extreme exchange rate 
variations, the budget and work plan will 
be reviewed with CIDA. 

L = 2                
        I = 
1 

L = 2                
        I = 
1 

L = 2 
I = 1 

L =2 
I = 1 

L=2 
I=1 

L = 2 
 
I = 1 

L = 2 
 
I = 1 
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Project Title: Pakur Mother and Child Survival Project 
Budget: $1,146,880 (CIDA contribution $860,160) 
Duration: Three years 

Version: 7 
Date: Sept 2014 
Team Leader: Lisa MacDonald,  

Organization’s Name: HealthBridge Foundation of Canada India/Jharkhand State/Pakur District 

Risk Definition  Updated Risk Response Strategy Residual Risk Level – Low/Very Low/High/Very High 
  Initial 

Rating 
Mar 31 
2012 

Sept 30 
2012 

March 
31 
2013 

Sept 30  
2013 

March  
31 2014 

Sept 
2014 

Development Risks     
Dev1 Women’s low decision 

making power in the 
household may inhibit them 
from being able to access 
health services. 

We will engage men, and mothers-in-
law, in all project activities so that they 
are aware of and approve the proposed 
maternal health practices and services. 
A BCC campaign will be implemented to 
engage men and increase shared 
decision making about MNCH practices 
at the household level 

L = 3 
 
 
       I = 
3 

L=3 
 
 
    I=3 

L = 3 
 
 
I = 3 

L = 3 
 
I = 2 

L=2 
 
 
I=2 

L = 2 
 
 
 
 
   I = 2 

L = 2 
 
 
 
 
   I = 2 

Dev2 High levels of illiteracy and 
poor access to information 
may inhibit women from 
accessing health services. 

 Health information will be provided to 
women through direct counselling and 
community education campaigns (using 
non-written forms of media) to increase 
their awareness of maternal, newborn 
and child health services and practices. 
Educating men and encouraging them 
to accompany their wives to health 
services will also reduce barriers and 
support women in accessing services. 

L = 3 
 
 
                                                       
I = 3 

L=2 
 
 
I = 3 

L = 2 
 
 
I = 3 

L = 2 
I = 3 

L=2 
 
I=3 

L = 2 
 
 
 
 
 
 
   I = 3 

L = 2 
 
 
 
 
 
 
   I = 3 

Dev3 The government partners we 
wish to engage (WCD, 
H&FWD, VHSCs) may not be 
ready or willing to discuss 
how to improve coordination 
and coverage of MNCH 
services, integrate gender 
equality, or they may be 
unwilling to change their 

The project team already has 
established relationships with 
government partners. In addition, the 
project team will use an approach that 
focuses on supporting government 
partners, rather than challenging them. 
In HealthBridge’s past projects, this type 
of approach has proven to be very 
successful in getting government 
partners on board. Training will also be 
conducted to increase awareness of the 

L = 2 
 
 
 
      I = 
3 

L = 2 
 
 
 
I = 3 

L = 2 
 
 
 
I = 3 

L = 2 
 
I = 3 

L=1 
 
I=3 

L = 1 
 
 
 
 
 
 
 
 

L = 1 
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Project Title: Pakur Mother and Child Survival Project 
Budget: $1,146,880 (CIDA contribution $860,160) 
Duration: Three years 

Version: 7 
Date: Sept 2014 
Team Leader: Lisa MacDonald,  

Organization’s Name: HealthBridge Foundation of Canada India/Jharkhand State/Pakur District 

Risk Definition  Updated Risk Response Strategy Residual Risk Level – Low/Very Low/High/Very High 
  Initial 

Rating 
Mar 31 
2012 

Sept 30 
2012 

March 
31 
2013 

Sept 30  
2013 

March  
31 2014 

Sept 
2014 

current practices to better 
coordinate services.  

impact of gender inequality on MNCH.  I = 2  I = 2 

Dev4 Difficult terrain (dense 
forests, remote areas) in the 
project districts may prevent 
health volunteers and service 
providers (AWWs and 
ASHAs) from being able to 
reach certain households and 
may prevent mothers from 
being able to access health 
services.  

The trained community health workers 
will be members from the local 
community and thus, familiar with the 
landscape. Conducting home visits for 
counselling will minimize the need for 
women to navigate difficult terrain. 
Every effort will be made to identify and 
respond to transportation issues as they 
arise. The Project Implementation Team 
will identify transportation issues and 
identify solutions, as needed, making 
modifications to the project plan as 
required. 

L = 2 
 
 
                                  
    I = 3 

L = 2 
 
 
                                  
    I = 3 

L=2 
 
 
 
I = 3 

L = 2 
 
 
 
I = 3 

L=2 
 
 
 
I=3 

L = 2 
 
 
 
 
     
 
    I = 3 

L = 2 
 
 
 
 
     
 
    I = 3 

Dev5 Poor governance may impact 
the performance of the health 
service providers. For 
example, delayed 
remuneration and lack of 

The close collaboration with the 
government health officials will enable 
EFICOR to bring up such issues at the 
block and district level meetings and 
advocate/suggest appropriate solutions. 

N/! L = 2 
 
I = 4 

L = 2 
 
I = 4 

L = 2 
 
I = 4 

L=2 
 
I=4 

L = 3 
 
 
 
    I = 4 

L = 3 
 
 
 
    I = 4 
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Project Title: Pakur Mother and Child Survival Project 
Budget: $1,146,880 (CIDA contribution $860,160) 
Duration: Three years 

Version: 7 
Date: Sept 2014 
Team Leader: Lisa MacDonald,  

Organization’s Name: HealthBridge Foundation of Canada India/Jharkhand State/Pakur District 

Risk Definition  Updated Risk Response Strategy Residual Risk Level – Low/Very Low/High/Very High 
  Initial 

Rating 
Mar 31 
2012 

Sept 30 
2012 

March 
31 
2013 

Sept 30  
2013 

March  
31 2014 

Sept 
2014 

supervision to ASHAs and 
AWWs may inhibit their 
performance at the local 
level.  

Dev 6 Stock out of Vitamin A and 
IFA in the district. This is 
beyond the control of 
EFICOR as the stock out is at 
the state level. 

EFICOR has discussed the issue with 
the Civil Surgeon and other district 
official. The government is planning to 
purchase the drugs and will disburse at 
the district level.  

    L=4 
I=4 

L = 4 
 
 
 
  I = 4 

L = 4 
 
 
 
  I = 4 

Dev 7 Stock out of growth 
monitoring and weighing 
scale in many Anganwadi 
centres 

EFICOR has brought this to the 
attention of the District Program Officer 
and Child Development Program Officer 
of the ICDS Department.  

    L=4 
I=4 

L = 4 
 
 
 
   I = 4 

L = 4 
 
 
 
   I = 4 

Reputation Risks     
REP1  EFICOR is a Faith Based 

Organization. Consequently, 
its beliefs and values may 
conflict with some individuals 
and groups in Canada and 
India. Also, vested interest 
groups may politicize the 
intervention for their own 
interests.   

Emphasizing that the project objectives 
aim to improve maternal, newborn and 
child health amongst all individuals in 
the targeted district, regardless of 
religion, and that the EFICOR will not 
promote their religious beliefs as part of 
the current project.  Transparency in the 
project activities and the project team’s 
use of finances.  

L = 1 
 
      I = 
1 

L = 1 
 
      I = 
1 

L =1 
 
I =1 

L = 1 
I = 1 

L=1 
 
I=1 

L=1 
 
I=1 

L=1 
 
I=1 
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13.10 Annex J: Analysis of Variances in Budget Forecasts and Actual Disbursements 
 

An explanation is provided in the table below for variances greater than 20% between the budget forecasts and actual disbursements. 
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13.10  Annex K Project Milestone and Tombstone Data 
 

Fiscal Year 1   
Output Expected Key Milestones Progress 
Administrative 1. Project management and implementation teams formed 

2. Project office facility set-up completed 
3. Technical Advisory Group formed 

1. In progress 
2. In progress 
3. Deferred to Q1 

Project Evaluation 1. Baseline data collection completed Completed 
Output 110 EFICOR & VHSC 
Capacity Building 

1. First training course for 33 EFICOR staff completed: 
Project Manager: Monitoring and evaluation of population, 
nutrition and health 
2 Block Coordinators & 24 Cluster Supervisors: Project 
orientation and basic health issues 

Completed for recruited staff 

Output 120 Coordination of 
MNCH Programs 

1. First meetings with ICDS (MWCD) and HFWD @ block and 
district levels 

Completed 

Output 220 Facilitating 
Availability MNCH Supplies 

1. Meeting schedules developed with health facility staff and 
district officers 

Deferred to Q1 

 

Fiscal Year 2   
Output Expected milestones Progress made 
Administrative 1. Official project launch in Pakur conducted 1. Project launched in Pakur in April 2012. 
Project Evaluation 1. Baseline data report submitted 

2. End of project targets set 
3. Complete PMF submitted. 
4. Mid-term internal performance review completed.  

1. Baseline data submitted with PMF 
2. End of project targets set  
3. Completed PMF submitted 
4. Re-Scheduled for  August 2013 

Output 110  
EFICOR & VHSNC Capacity 

1. Content developed for VHSNC training 
2. VHSNC Training Completed 

1. Module developed by Government will 
be used for training. A self scoring sheet 
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Fiscal Year 2   
Output Expected milestones Progress made 
Building developed by EFICOR in the Sahibganj 

project will assess the VHSNCs 
effectiveness before and after the training 
process.  
2. Deferred to FY-3 (1st Q) 

Output 120  
Coordination of MNCH Programs 

1. First meetings with VHSNCs held 
2. Exposure visits for government officials conducted.  

1. Deferred to FY-3 (1st Q) 
2. Exposure visits for VHSNCs were 
deferred to FY-3.  

Output 130  
Gender sensitivity training 

1. Content for workshops finalized 
2. First workshops for service providers (ANM, AWW, ASHA) 
and government officials delivered. 

 1. Deferred to FY-3 (Q2) 
2.  Deferred to FY-3 (Q2) 
 

Output 210  
Health worker training 

1. Training manuals and training calendar for ASHA, AWW, TBA 
and ANM finalized 
2. First batch of TBA training completed 
3. First batch of ASHA, AWW and ANM training completed 
 

1. Training manuals and training calendar 
for ASHA, AWW and TBA completed. 
2. First batch of training completed. In 
total, 334 TBAs have been trained.  
3. First batch of training completed.  In 
total, 1086 AWWs and 660 ASHAs have 
been trained by the project.   

Output 220  
Facilitating Availability MNCH 
Supplies 

1. First planning meetings held with facility staff and district 
officers 
2.  Initial plans developed to improve VHNDs and service 
delivery at HSCs/ PHCs 

1. 71 meetings held with Medical Officer 
In Charge and 42 meetings held with Child 
Development Project Officer at block level 
8 meeting were done at district level. 
2. A total of 1389 VHNDs across the 
district have been supported by EFICOR 
Cluster Supervisors.  

Output 230  
Home and community counseling 

1. ASHA & AWW counseling materials developed 
2. Reports submitted on timeliness and quality of counselling 

1. ASHA & AWW counselling materials 
(Flip Book) developed.  
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Fiscal Year 2   
Output Expected milestones Progress made 

by ASHAs and AWWs 2. A format has been developed to track 
counselling by ASHAs from Cluster 
supervisors.  Qualities of counselling are 
ensured through regular meetings and 
follow up by Block Coordinators. Results 
will be reported in next Semi-Annual 
Report.   

Output 310  
BCC activities MNCH practices 

1. Barrier analysis completed 
2. BCC Plan developed and materials produced 
3. BCC program launched in each village 

1. Barrier analysis completed.  
2 BCC Plan developed. 1200 materials, 
including a leaflet and calendar, were 
produced and disseminated. 
3. BCC program launched on 23rd Feb 
2013. 60 outreach events (street theatre) 
were conducted, reaching 7484 women 
and 4926 men. 

Output 410  
IEC & media materials shared 
decision making 

1. Barrier analysis completed 
2. BCC Plan developed and materials produced 
3. BCC program launched in each village 

1. Barrier analysis completed 
2.  BCC Plan developed.  Material 
production is underway. 
3.  Discussion groups launched (see 
below).  

Output 510:  
Discussion groups shared decision 
making 

1. Content for discussion groups developed 
2. Discussion groups launched in each village 

1. Content for discussion groups 
developed.  
2. Discussion groups, locally known as 
“Sass, Bahu, Pati Sammelan”, launched in 
each village. 24 groups conducted.  
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Fiscal Year 3   
Output Expected Milestone Progress 

 
Project Evaluation  

LQAS (Lot Quality Assurance Sampling) completed for mid-term 
internal performance review 

LQAS survey was initiated in September 
and completed in October 2013. 

Output 110  
EFICOR & VHSNC Capacity Building 

Training completed for 600 VHSNC  384 VHSNCs trained 
*Note there was an error in the Semi-
Annual Report which indicated 388 were 
trained.   

Output 120  
Coordination of MNCH Programs 

768 meetings held at the village level (VHNDs), 72 at block level 
and 12 at district level to strengthen coordination MNCH 
programs and services 

1825 meetings done at village level 
(VHNDs), 72 at block level and 12 at 
district level 

Output 130  
Gender sensitivity training 

Gender sensitivity training completed with ANM, AWW, ASHA  663 ASHAs were trained on Gender. 

Output 210  
Health worker training 

1.Training for all 600 TBA completed  
2.  Re-fresher training completed for 855 ASHAs and 1167 
AWWs  

1.609 TBA have been trained.  
2. 431 ASHAs and 928 AWWs received re-
fresher training.  

Output 220  
Facilitating Availability MNCH 
Supplies 

24 meeting held with Health and ICDS officials 213 meetings held at 28 Health sub 
centers with health and ICDS frontline 
workers. One meeting was done with the 
District Malaria Officer and Medical 
Officer in Charge in the malaria prevalent 
blocks – Littipara and Amrapara 

Output 230 
Home and community counselling 

25% of Mothers and Pregnant Women counselled on Nutrition 
and Growth Monitoring Chart  in each of Semester 1 and 2 

Semester 1: 73% of mothers and pregnant 
women were counselled on nutrition and 
growth monitoring chart. 
Semester 2: This will be reported at 
endline.  
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Fiscal Year 3   
Output Expected Milestone Progress 

Output 310 
 BCC activities MNCH practices 

250 outreach events completed 407 outreach events completed 

Output 410 
IEC & media materials shared 
decision making 

Materials distributed to 640 families in each of Semesters 1 
and 2 (1280 in total) 

9500 handouts were distributed 

Output 510: 
Discussion groups shared decision 
making 

 336 Saas Bahu Pati Sammelan completed in each of Semesters 
1 and  2 (672 in total) 

475 Saas Bahu Pati Sammelan were 
completed.  

 

Fiscal Year 4   
Output Expected Milestone Progress 
Administrative Final Project report submitted by June 30th 2015 Final Project Report 

Project Evaluation 1. Endline evaluation completed. 
2. Follow-up evaluation with VHSNCs completed. 

1. KPC survey, Health Facility Assessment 
and Gender Evaluation completed June – 
Aug 2014. 
2. Evaluation of VHSNCs completed during 
Final Evaluation in March 2015  

Output 110 EFICOR & VHSC 
Capacity Building 

600 VHSNCs trained 600 VHSNCs trained. 

Output 120 Coordination of 
MNCH Programs 

1.384 meetings held at the village level, 36 at block level and 6 
at district level.  
 
2.  2576 mentorship meetings conducted with 600 VHSNCs 
 

1.440 Village level meetings (Village 
Health and Nutrition Days), 44 block level 
and 8 district level meetings held. 

2. 602 mentorship meetings conducted 
with 600 VHSNCs. 

Output 130 Gender sensitivity Video on the role of men and shared decision making Video disseminated to 600 VHSNCs.  
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Fiscal Year 4   
Output Expected Milestone Progress 
training disseminated to 600 VHSNCs. 
Output 220 Facilitating 
Availability MNCH Supplies 

12 district level meetings and 72 block level meetings held. 
 

8 district level meetings and 36 block level 
meetings held. 93 Health Sub-Centre level 
meetings held. 

Output 410 IEC & media materials 
shared decision making 

3M Mobile phone application developed to engage and 
educate husbands. 

3M Mobile phone application developed 
to engage and educate husbands. 

Output 510: Discussion groups 
shared decision making 

300 Saas Bahu Pati Samellan (SBPS) completed.  289 SBPS completed. 
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13.11 Annex L List of Key Participating Governments and Civil Society Partners 
 

1. Evangelical Fellowship of India Commission on Relief (EFICOR) –implementing partner 

2. Health and Family Welfare Department 

3. Department of Women and Child Development 

4. UNICEF 

5. World Health Organization (WHO)  
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13.12 Annex M List of all Project and Technical Reports 
 

Technical Narrative Reports 
1. Annual Work Plan for Fiscal Years 1 & 2 (16 Nov 2011- 31 March 2013) 
2. Annual Report for Fiscal Year 1 (16 Nov 2011 – 31 March 2012) 
3. Semi-Annual Report for Fiscal Year 2 (1 Apr 2012 – 30 Sept 2012) 
4. Annual Report for Fiscal Year 2 (1 Apr 2012 – 31 March 2013) 
5. Annual Work Plan for Fiscal Year 3 (1 Apr 2013 – 31 March 2014) 
6. Semi-Annual Report for Fiscal Year 3 (1 Apr 2013 – 30 Sept 2013) 
7. Annual Report for Fiscal Year 3 (1 Apr 2013 – 31 March 2014) 
8. Annual Work Plan for Fiscal Year 4 (1 Apr 2014 – 31 March 2015) 
9. Semi-Annual Report for Fiscal Year 4 (1 Apr 2014 – 30 Sept 2014) 

Research and Evaluation Reports 
1. Baseline Knowledge Practice Coverage Survey (March 2012) 
2. Baseline Rapid Health Facility Assessment Survey (March 2012) 
3. Baseline Qualitative Assessment Report (March 2012) 
4. Barrier Analysis Report (September 2012) 
5. Mid-Term LQAS (Lot Quality Assurance Sampling) Survey Report (October 2013) 
6. Perception of Mothers on Safe Delivery: A study in select districts of Jharkhand and Madhya Pradesh  
7. Nutritional Analysis of the Pakur Mother and Child Survival Project  
8. Endline Knowledge Practice Coverage Survey (June 2014) 
9. Endline Rapid Health Facility Assessment Survey (July 2014) 
10. Evaluation of Gender Outcomes: Pakur Maternal and Child Survival Project (August 2014) 
11. Evaluation Report of Pakur Mother and Child Survival Project (April 2015) 
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13.13 Annex N: List of all Consultants 
  

 
Local Consultants Description of Support Provided 
1. Dr. Arvind Kashturi, ST. John Medical College, Bangalore, India. 
 

Conducted baseline and endline Knowledge, Practice, Coverage Survey  

2. Dr. Beulah Jayakumar, Independent health consultant, Delhi, India. 
 

Conducted Barrier Analysis, Mid-term LQAS Survey and Endline Rapid 
Health Facility Assessment Survey 

3. Ranjani K. Murthy, Independent Consultant, Chennai, India. 
 

Conducted Gender  Evaluation 

4. Child In Need Institute (CINI), Jharkhand, India. 
 

Conducted Baseline Rapid Health Facility Assessment Survey 

5. Rahul Benergi, Gender Consultant, Indore, India.  
 

Conducted Gender Training of Front-line Health Workers 

6. Ravindra Raj, Kolkata, India. 
 

Conducted Baseline Qualitative Assessment 

7. Evangeline R. Dutta and Mohit Srivastava Final External Evaluation 
Canadian Consultants Description of Support Provided  
8. Allison Verney, Independent Consultant Conducted in-depth analysis of baseline nutrition data  
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13.14 Annex O: Distribution and Transfer of Project Assets 
 

Please see attached Excel File.  
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