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Abstract

Background: Accredited Social Health Activists (ASHAS) are ggaoot health workers introduced under NRHM;
delivery of health servicesin rural areas. Training them for capacity building and functionings a big challenge which
has been tackled through skill based training. Shely has been done to evaluate training effectisenusing
managerial approach (Kirkpatrick's model) and fmat the gaps and suggest measures to improve A&Héwledge
and skills.M ethods: A cross sectional study on 580 ASHAs selecteddmysntial random sampling at training centres
of Indore and Dewas districts. Sample size reduoetD% of original for qualitative assessment. vitav of subjects
and inspection of records was done using questiesiBerforma. Paired, unpaired t test, Mcnemarwese applied
with p<0.05for statistical significanceResults: Significant improvement in knowledge was found ahé mean
knowledge score got almost doubled after trainfngng 8.68 to 15.27 in a 30 point score, pairedst {#<0.0001). 80%
of ASHAs learnt the skills of hand washing, recagdtemperature and applying eye ointment and 50-&@¥ht skill of
weighing newborn, preventing baby from coltbnclusion: Training was helpful in improving knowledge, skibsd
activities done by ASHAs. But still very few ASHAsgere able to score passing marks and competenit Bkilis

essential for new born care.

Key words: Behaviour, Evaluation, Knowledge, Skills

| ntroduction

ASHAs (Accredited Social Health Activists) are ggos
root front line health workers in the community who
create awareness on health, its social determirzants
mobilize the community towards local health plamnin
and utilization of the existing health services.[1]
ASHAs are working only in the rural areas of the
country with one ASHA serving nearly 1000
population. They have been assigned certain rote an
responsibilities which are vital for attainment of
millennium development goals (MDG). Since the
initiation of ASHA programme under National Rural
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Health Mission (NRHM) in 2005, modular training
programme were introduced time to time for capacity
building of these workers. Changes like inclusidn o
skill based training has been done based on the
evaluation of the ASHA programme by National health
system resource centre (NHSRC) and other studies.

A training program is not complete until its metbkod
and results are evaluated, and to obtain consistent
success with training programs is to have a sydtema
approach of evaluation. Recognition of the training
methods and measurement techniques are crucitleor
organization’s training success. In spite of thedoiar
training given to ASHA workers, there are still nae
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left in their knowledge regarding the various asped
“under five years age morbidity and mortality”.
Training of ASHAs seems to be neither as per norms
nor regular [2].

Training can be described as “providing the condgi

in which people can learn effectively”. To learn“is
gain knowledge, skill, ability” (King, 1968:125) I3
Evaluation is an integral part of most instructiona
design  models/training.  Evaluation tools and
methodologies help determine the effectiveness of
instructional interventions [4]. Evaluating traigin
interventions with regard to learning, transfer,dan
organizational impact involves a number of comgiexi
factors, associated with the dynamic and ongoing
interactions of the various dimensions and attebudf
organizational and training goals, trainees, trani
situations, and instructional technologies.

Literature has a large list of training and prognan
evaluation models like Kaufman's Five Levels of
Evaluation [3], Daniel Stufflebeam's CIPP Model
(Context, Input, Process, Product) [5], Alkins' ULL
Model (University of California Los Angles [6] ,
Michael Scriven's Goal-Free Evaluation Approach[7],
Robert Stake's Responsive Evaluation Model [8],
Robert Stake's Congruence-Contingency Model [9],
Kirkpatrick’s four levels of evaluation model [18hd
many more.

Among these Kirkpatrick's four levels of evaluation
which consists of evaluation of four components
(reaction, learning, behaviour change and impaa8 d

to its elegant simplicity has been the most widedgd.
ASTD’s (American Society for Training Development)
survey, which reports feedback from almost 300 Huma
Resource executives and managers, revealed that 67%
of organizations that conduct training evaluatiuse

the Kirkpatrick model (Stone J and Watson V,
1999[11].

Kirkpatrick model has been not much used in
evaluation of health workers training and in most
situations, measurement of first three levels (feac
learning and behaviour change in the participant
trainees) is sufficient to determine if a trainjpgpgram
is useful and beneficial [10]. The detail study on

Results
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training method and reaction component of Kirkutri
model was done by same author [12]. Here in thidyst
we focussed on level 2 and 3 (learning and behaviou
change) of this model to confined on title “traigin
effectiveness” and due to limitation of resources.

Material and Methods

This was a cross sectional study done in year 23,
district Indore and Dewas of Madhya Pradesh. Adl th
training sites (district training centre of eactstdct)
were selected for study. Initially, among 808 ASHAs
Indore and 1465 ASHAs in Dewas, sample size of 270
from Indore and 310 from Dewas was calculated by
formula ss= Z (p)(1-p)/c? with p:50% and confidence
interval of 5%[13]. ASHAs were selected using
sequential random sampling among those coming for
training at their respective training centre duriogr
study. These participants were studied for the
evaluation of reaction and knowledge gain at the
training centre itself.

Later on 10% of these above subjects (28 from kador
and 32 from Dewas) were selected for evaluation of
skills and change in their services related behavad
their work place/ field. This was done using mudtge
random sampling. First of all 7 PHCs (Primary Healt
Centres) from Indore and 8 PHCs from Dewas district
were selected randomly from the list. Then fromheac
selected PHCs, 2 ASHAs were selected cumulating to
28 ASHAs from Indore and 32 ASHAs from Dewas.

Knowledge gain was assessed by pre and post tgainin
guestionnaire which consisted of 30 questions s=dec
from the training course/ booklet. Skills were exdéd

in the field by actual observation and demonstrati®

six specific skills taught during training.

Services related Behaviour change was assessed by
participants self appraisal, and appraisal by stpers

i.e. ANM (Auxillary Nurse Midewife. Data collected
was fed in work excel sheets. Analysis was donegusi
statistical software (SPSS) version 20. t testrgoband
unpaired), Wilcoxon signed rank test, chi squast te
fisher exact test and McNemar test were appliet Rit
value less than 0.05 (p<0.05) as significant.

Almost one fourth (26%) ASHASs were not having dligi qualification of class eighth and above. Thme@an age was

28 years with a range of 17 to 58 years (Table 1).
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Table-1: Demographic Profile of study subjects (ASHAS) in the selected districts:

S. No Characters Indore Dewas Total
1. No. of ASHAs Surveyed 270 310 580
2. Average Age of ASHAS (in years) 27 28 28

3. % of Married ASHAs 99% 96% 98%

(269) (299) (568)

4. % Educated below 8th Grade 28% 24% 26%

(76) (74) (150)

5. Average Monthly Household Income (in Rs.) 3665 192 3947
6. Average No. of Years of Service 5.6 4.3 4.9

Kirkpatrick level 2 evaluation, learning i.e. gamknowledge and skillstrainees of both the districts was assessed with
the help of pre and post training questionnaire@@stion of 1 mark each) with maximum score oflBre test, mean
score of trainees was only 8.68 (std. deviatioB9Bwhich increased to almost double 15.27(stdiatliew: 4.44) after
training. The difference /change in mean knowlesiggre pre and post training was found to be sitzlbt significant
(paired t test) (Table 2).

Table-2: Kirkpatrick level 2 evaluations; mean knowledge score (out of Maximum mark 30) of ASHAS, pre and
post training assessment.

District | Number of Mean Std. error Mean Std. error Paired t- P value
trainees knowledge of mean knowledge of mean test value
score (MM* 30 score(MM*3)
Pretraining Post training
Indore 270 8.78 0.247 16.42 0.230 -37.61 <0.00p1
Dewas 310 9.02 0.493 14.26 0.269 -11.08 <0.0001
Total 580 8.6845 0.16580 15.2672 0.1844 -43.5) GaLo

*Maximum Marks

There was no significant differencermean knowledge score in Indore and Dewas in piginigaevaluation. But in post
training evaluation, trainees from Indore scoredhkr than trainees from Dewas and the differenegisstally
significant (unpaired t test). Effectiveness ofirtiag in knowledge gain: in pre training assessment of total 580
participants only 5 (0.8%) participants scored pasmarks. But after training 77 (13%) participantsre able to clear
the minimum passing score, with 14 participantsiagoabove 80% and one participant scoring abowé #tarks. This
criterion was taken as per NHSRC evaluation of ABHA programme an assessment of functionality oHAS
(Table3)

Table-3: Results of the candidates (ASHAS) undergone training:

Result outcome No. of participants | No. of ParticipantsPost | Wilcoxon signed rank | P value
(mar ks obtained out of 30) Pretraining training test Z score
< 70 percent(21) 575 503(86%) -7.755 <0.0001
70-79 percent(21-23) 3 62(10.6%) Positive ranks : 75
80-89 percent(24-26) 2 14(2.4%) Ties : 502
>90percent (27) 0 1(0.17%)
Total 580 580(100%)

Skill evaluation was done only in 10 % (60) of tbe&al (580) participants (ASHAS) due to time angorces constraint.
six essential skills were taught in the traininjand washing, recording temperature, weighing,yapgleye ointment,
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and covering with blanket, keeping in warm b for evaluation each skills was rated on a 10 pegdre and th
participants scoring above Were considered competent in that skill. Those isgobelow 7 were consider:
incompetent (not able to perform skill correct Author observed more than 80% of ASHAs been conmpéteskills of
hand washing, recording temperature and applyiregagtmnt. But in other three skills i.e. weighing newboamd
skills for preventing baby from cold (blanket andrm bag), ASHAs were poor even after training. G306 of ASHAs
were competent in these skills (Figur:

Number of ASHAs competent in skills,mean score obtained out
of 10 for each skill (N: 60)

M competent Mean score  Hincompetent
|

Covering newborn with blank

Application of eye ointme

Weighing newbor

Temperature recordil

Hand washin

Kirkpatrick level 3 evaluation, @nge in behaviour (performing activitie The ASHAs were asked to perform enlis
activities and tell any difficulty in performing éke. Their response regarding these activitiestaken and matche
with registers and records available. ANMs wereed if they notice any change in performing actistiey ASHAs
undergone training (retrospective surv

Activities of registration of pregnancy, accompangypregnant ladies for institutional deliveriesstdbuting iron folic
acid tablets, oral rehydian solution and oral contraceptives , informirigtband death events to aaganwadi work
ANM and help ANM for immunization were already pemhed by most of the ASHAs (90% to 98%) as thesee
taught in induction training after their recruitns

Activities which significantly improved due to preseskill based training were counselling mothens dotenatal an
postnatal care and checkups (ANC/PNC), new bore emd breastfeeding, motivating couple for familgnping,
providing care for new borreye and umbilical cord care of the newborn, tgkiveight and temperature, manag
feeding problems, managing sick new born child, agamgy diarrhoea and dehydration, pneumonia/ Acw@spRatory
Infections, conducting village level meeting, andimberance of records and registers (Tabl

The effect of training on the ASHAs competency énrfprming primary health care activities like coeltisg mother for
ANC, PNC, new born care and breastfeeding, motigatouple for family planning, providing « for new born and
maintenance of records and registers was bettadore
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Discussion

Evaluation of ASHA's skill based training with
application of Kirkpatrick model [10]learning and
behaviour change) was done on 580 ASHAs. The
average age of ASHAs was around 28 years similar to
the study by Srivastav DK et a[14]l (2009) in which
more than half of the ASHAs were in age group 20-29
years. Regarding qualification almost one fourtBp 1
(26%) ASHAs had less than essential qualification
(class 8), (table 1) proportion similar to the study done
by Bajpayi N. et al [15] in 2010 where 28% of the
ASHAs from Chhattisgarh were below class" 8
standard.

Knowledge evaluation reflects that there was sigaift
improvement in knowledge of ASHAs after undergoing
training (paired t test, p<0.001). The post trapnimean
score of ASHAs came out to be significantly higher
15.26 (50% of maximum score) (standard deviation
s.d.=4.44), nearly double of the pre training s¢8ré8)
(s.d. =3.99).(table2)

Janet Brandling et al [16] 2010 in his evaluatidfirst

aid training of line managers working in public teec
also found significant improvement in knowledge
among participants with regard to mental health and
their confidence to deal with mental health issues.
Similarly Foreman P et al [17] “evaluation of edtica
and training of staff in dementia care in acutdirsgt
2005 found significant improvement in knowledge
about dementia and delirium post training.

Though the training was effective in terms of gain
knowledge by ASHASs, only 76 i.e. 13.2% (out of 580)
ASHAs scored above the passing marks (more than
70%). But again the difference in pre and poshing
results of participants (Number of ASHAs) was
significant (Wilcoxon signed rank test, P<0.001)
(table3).

In other terms results indicates that 86% (failed
ASHASs) of the ASHASs did not have enough knowledge
regarding new born health care and child health
nutrition ( topics covered in"2 round of skill based
training/ 6" & 7" module: post natal care, management
of sick new born child, breast feeding and child
malnutrition, immunization, urgent referral). Thiidy

by Mahyavanshi DK et g)2](2011) also found that
nearly 90% of ASHAs had poor knowledge regarding
hypothermia and kangaroo mother care, 80% had poor
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knowledge regarding neonatal infection and 86.16% o
ASHA workers had poor knowledge regarding referral
condition and when and where to refer the baby. In
study by Srivastav S. R. et al [14] (2012) evalatdf
knowledge of trained ASHAs in child Health care
revealed 20% of ASHAs not aware of danger signs of
dehydration, 30% were unaware of danger symptoms /
signs of pneumonia and 40% were not aware of the
dangerous AEFI  (adverse effects following
immunization). In another study by Swain S et &][1
(2008) more than 50% of ASHAs were unaware of their
assigned eight tasks.

Skill evaluation revealed 80% of ASHAs were
competent in skills of hand washing, recording nemb
body temperature and application of eye ointmemt an
only 48% were competent in keeping nhewborn baby in
warm bag, 58% in covering the newborn by blanket
(prevent hypothermia) and 53% were competent in
weighing new born. (figure 1Yhe later skills were
considered complicated and ASHAs did not practice
them at work places, so still incompetent in thédeo

the activities concerned with skills of weighingwne
born and preventing hypothermia were in lesserrijyio

of ASHAs due to lack of incentives linked with tkes
These skills were introduced recently in ASHAs Iskil
based training modules (6 & 7), literature regagdin
evaluation of these was not found by authors.

Behaviour changes (practices/activities of ASHAS):
activities related to antenatal & postnatal cassy bhorn
care, child health and nutrition and coordinatioithw
ANMs and AWWs were assessed by interviewing
ASHAs, their supervisor (ANM) and inspecting record
and registers. Most of the ASHAs were well in
performing activities of registration of pregnancy
(90%), accompanying pregnant lady for delivery (9,7%
distribution of IFS tablets, ORS, OCPs (67%), hedpi
ANM in immunization (70%) and informing
AWW/ANM of birth and deaths (96%) even before
undergoing this training. But none of studied ASHA
was involved in activity of weighing children letan
five years of age and helping AWW in supplementary
nutrition feeding even after training.

The study by Kochukuttan S et al [19](2013) also
revealed 99% of ASHAs supporting institutional
deliveries, by Srivastav S. R. et al [20](2012)eaaied
100% of the ASHAs helping ANM in mobilizing
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beneficiaries at immunization sites and in studyJain

N et al [21](2008) 59% of the immunization actigi
were facilitated by ASHA. In contrast to this, syualy
Patel T et al [22] (2011) revealed only 11.4% ASHAs
mobilizing beneficiaries for immunization sessiofs.
another study by Swain S et al [1§008) 92.5%
ASHAs accompanied pregnant mothers to hospitals,
87.5% distributed of iron and folic acid, 68.8% did
registration of pregnant mothers ,and 80% mobilised
beneficiaries and helped ANM for immunization. But
only 8.8% ASHAs inform AWW/ANM about birth and
death compared to 96% in our study.

Apart from above, many activities of ASHAs
significantly improved after training, these were
Counselling pregnant lady on ANC, PNC, and safe
delivery: only 30% ASHAs did this before trainingtb
after training 63% ASHAs started. Similarly only%a0
ASHAs were motivating couples for family planning
but after training 53% ASHASs started this acti\itgble

4) In the study by Swain S et HI8] (2008) 83.8%
ASHAs were practicing ANC & PNC care and only
7.5% ASHAs were motivating couples for family
planning.

Similarly, earlier only 15% of ASHAs were providing
normal care at birth, care of eyes and umbilicus bu
after undergoing training 40-43% ASHAs were
providing these services. Similarly less than 1086 o
ASHAs were examining new born for any abnormality,
weighing and recording temperature of new born teefo
but after training 20-25% ASHAs were doing this(&a

4) Foreman P et al [17] (2005) also found increased
comfort and confidence after training, in dealinghw
the patients of cognitive impairment by particigant

Conclusion

Training of ASHAs had a positive effect on knowledg
skills and activities undertaken by her. The reswoit
training get affected by training facilities, teauhp
techniques and trainer's efficiency and much on the
learners/participants. As in our study one fourthhe
participants who did not had necessary qualificatio
might be responsible for poor results and mean
knowledge score obtained.

Thus training was helpful to ASHAs not only for
improving knowledge but also for improving skillach
developing confidence in ASHAs to undertake diffeere
activities which they hesitate prior to trainingi3 will
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definitely help in attaining MDGs and will fill thgap
of health services in rural areas of the country.

The results of training observed were effective thety
can be further improved. Their knowledge gain can b
increased by use of local language and use ofatfelié
examples during training. Demonstration and prattic
work in vivo in the community will improve their
understanding and confidence. The skills like wigigh
newborn and keeping them warm in blanket/ warm bag,
in which ASHAs were weak can be emphasized by
trainers. Further post training field appraisal and
supportive supervision by ASHA facilitator/ANM
should be given to improve skills and job
responsibilities.

A work progress report for each ASHA may be
developed at community block level to scrutinise,
sorting out and replacement at a regular interval.

Up gradation of qualification and lucrative incews

on completion of desired outcome for ASHAs will
attract young and qualified females to serve as
Accredited Social Health Activists.
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