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EXECUTIVE SUMMARY 

This formative evaluation report is produced by IPE Global for the United Nations Children’s Fund 
(UNICEF), New Delhi. This evaluation was undertaken for assessing the Boosting Routine 
Immunization Demand Generation (BRIDGE) Interpersonal Communication (IPC) skills training 
Programme that covered the development of the training module and commencement of Training 
of Trainers (ToTs).  
Programme Context: Frontline functionaries comprising of Auxiliary Nurse Midwives (ANMs), 
Accredited Social Health Activists (ASHAs), and Anganwadi Workers (AWWs) are an essential 
resource to increase routine immunization (RI) coverage and reduce vaccine hesitancy and 
generate demand among caregivers and the community. Generally, FLWs’ training primarily 
focused on building their technical knowledge, however, a basic understanding about 
communicating with the communities on issues related to child health and immunization, 
delivering key messages on RI and engaging with influencers to generate demand and reducing 
vaccine hesitancy, is equally important to achieve the objectives of the Universal Immunization 
Programme. To address this gap, UNICEF developed the BRIDGE IPC module based on the 
Tarang training module on Social and Behaviour Change Communication (SBCC) endorsed by 
the Ministry of Health and Family Welfare (MOHFW). This module was used in conducting a one-
day long BRIDGE IPC skills training focussing on improving the IPC skills of Frontline Workers 
(FLWs).  
The Object of Evaluation: The BRIDGE IPC training is being implemented across all states of 
India since August 2017, starting with the training of trainers followed by its subsequent roll-out in 
two phases. The first phase covered 187 districts listed under the Intensified Mission 
Indradhanush including the North-Eastern States, while the second phase covered all the 
remaining districts of India. The training was implemented using a cascading model where 
national-level trainers trained district trainers, who further trained FLWs during the block-level 
training. For ensuring uniformity in implementation, operational guidelines were developed 
envisaging supportive supervision and monitoring to ensure the quality of the training.  
Purpose and Objectives of Evaluation: This formative evaluation was undertaken to assess 
the BRIDGE IPC skills training imparted to strengthen the IPC skills of the FLWs, covering only 
ANMs and ASHAs. The specific objectives included assessing the relevance of the BRIDGE IPC 
skills training and cascading model; its effectiveness (quality of training, improvement in 
knowledge, attitude, and practice of FLWs); efficiency of the training through the utilisation of 
available resources; sustainability of the training outcome and coverage of gender and equity 
aspects in the training. The findings from this evaluation are meant to generate evidence and 
learnings to strengthen the BRIDGE IPC skills training for building the IPC skills of the FLWs to 
generate demand and mobilise the community for RI. The primary users of the findings of this 
evaluation will be the UNICEF Communication for Development (C4D) staff in India, other United 
Nations organisations (UNDP, UNFPA, UN Women, WHO), donors, relevant government parties 
(Ministry of Health and Family Welfare, Ministry of Women and Child Development), key 
development/NGO partners. 
Scope of Evaluation: The evaluation was undertaken to assess the BRIDGE IPC skills training 
programme using the Organisation for Economic Co-operation and Development’s Development 
Assistance Committee (OECD-DAC) criteria. As the training is ongoing, therefore the evaluation 
does not intend to measure the overall impact of the training. The evaluation covered five states: 
Uttar Pradesh, Rajasthan, Karnataka, Odisha and Assam – representing different regions of the 
country.  
Evaluation Design and Methodology: A theory-based equity-focussed evaluation approach 
was adopted to assess the training against the OECD-DAC evaluation criteria of relevance, 
effectiveness, efficiency and sustainability while considering equity and gender equality as a 
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cross-cutting theme. A cross-sectional design was adopted for this evaluation using the case-
matching technique, where the trained and untrained ANMs and ASHAs were matched using 
MedCalc software. The data was collected using a mixed-method approach including quantitative 
and qualitative techniques, along with observations visits at immunisation sites. 
IPE Global team conducted a literature review of the training programme and external documents. 
Primary data was collected through structured interviews with district trainers (608), ANMs (128), 
ASHAs (632); qualitative interviews with state-level stakeholders (24); district-level stakeholders 
(37) and observations at immunization sites (40). Quantitative and qualitative data from various 
stakeholders and findings from the literature review were triangulated and analysed to arrive at 
valid conclusions. Despite operational challenges due to the ongoing COVID-19 pandemic, the 
evaluation was conducted as per the prescribed United Nations Evaluation Group’s (UNEG’s) 
norms and standards. 
Evaluation Findings and Conclusions: The findings were drawn mainly from the interviews of 
District Trainers (DTs) and FLWs (who are responsible for service delivery). As these findings are 
not based on the community’s perceptions, therefore, there are chances of social desirability bias 
and over-reporting in terms of knowledge, and practice, hence, the findings should be read with 
caution for any possible bias emerging from these findings. This evaluation though covered the 
aspects of gender and equity, but it did not cover the aspect of disability as it was beyond the 
scope of the TOR. 
Relevance: Overall, the BRIDGE IPC training was found relevant in strengthening the health 
workforce and service delivery. The findings showed that both district trainers and frontline 
workers found the training material, content, and methods appropriate and consistent towards 
building the IPC skills of FLWs for delivering key messages on RI, mobilising communities, 
mitigating vaccine hesitancy, preparing the village-level communication plan, and tracking 
vulnerable children. However, DTs mentioned that some FLWs found the training content 
technical, and some found it generic and not contextualised as per their local needs. 
Though the content needs more contextualisation at some places (non-Hindi speaking states) for 
better relatability, understanding and acceptance, the illustrations and material like videos were 
considered relevant to build the knowledge of FLWs. Simple to remember techniques like the 
Greet, Ask/Assessment, Tell, Help, Explain, Return (GATHER) approach focusing on the 
importance of communication during home visits enabled FLWs to address the challenges they 
faced in the community for improving immunization coverage. 
Effectiveness: The findings showed that the trained FLWs developed a positive attitude and 
confidence while communicating with the parents and caregivers especially on addressing 
queries and providing information about Adverse Events Following Immunization (AEFI) and 
improving vaccine acceptance. Even during the community level meetings, trained FLWs reported 
covering more key communication messages than their untrained counterparts such as 
discussing minor AEFI and its management, addressing myths and misconceptions and sharing 
information on the new vaccines introduced, etc. Nearly half of the trained FLWs also developed 
skills in evidence-based planning, outreach and advocacy, and tracking left-out and drop out 
children, with huge variations across states. DTs also emphasised the positive effect of training 
on the knowledge level, practices, and attitude of FLWs through improved communication skills 
and confidence and enhanced convincing power. In addition, findings also revealed the non-
uniform implementation of supportive supervision during and after the training for both DTs and 
FLWs.  
Efficiency: All the planned sessions and topics were covered in almost all the batches of training. 
The training envisaged standard techniques for different sessions like showing videos/films, 
games on ‘Who wants to save a million’, and role play etc. The evaluation revealed variations in 
methods used for the training of DTs and FLWs. There were few instances, where organisers and 
trainers stated operational challenges related to logistics, training material, timely fund allocation 
and other administrative issues (coordination issues due to the busy schedule of district officials) 
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and natural calamities like floods, and COVID-19 which influenced the quality of the FLW training. 
Moreover, the findings also showed that close to 30.0% of the DTs were at the developing level 
of proficiency while conducting training and around one-fourth of the DTs faced challenges like 
lack of communication channel to resolve issues, lack of required support and lack of required 
material. Some stakeholders also pointed towards a few gaps in training and content like the 
inclusion of several topics in the training package designed for a single day; lack of context-
specific illustrations and pictures showing local customs and culture; and the inability of some 
FLWs to share their queries with male trainers. The findings also revealed an absence of an 
integrated MIS system to collate data on the training planning, implementation status, capturing 
feedback from the DTs and FLWs and monitoring the performance of the FLWs. Only in Assam, 
a dedicated app was used to implement supportive supervision. 
Sustainability: The BRIDGE programme has created a strong foundation with a well-designed 
training module to equip FLWs with improved IPC skills towards strengthening service delivery. 
However, the evaluation revealed that the goal of the BRIDGE IPC skills training has not been 
fully achieved. The need to regularly conduct refresher training to upgrade the IPC skills of FLWs 
is critical for sustaining the gains of the training. Though the BRIDGE module includes periodic 
refresher training for this purpose, only one-third of the FLWs received any refresher training. 
Hurdles to conducting refresher training included delay in completion of the first round of training, 
unavailability of funds and staff, and unavailability of the district trainers. There is also a need to 
develop robust monitoring and handholding support mechanisms to monitor the performance of 
FLWs and BRIDGE training activities through data reports and MIS for better planning and 
coordination. Technical inputs are required for creating processes for tracking drop-out children 
due to AEFI and other reasons.  
Equity and gender: The training positively influenced the targeting of vulnerable populations in 
the RI programme. The trained FLWs were able to bond with the community, and prepared the 
Left-Out, Dropout and Resistant (LODOR) list, and were more likely to identify and cover these 
families. Though the BRIDGE IPC skills training and the module addressed ‘equity’ under the 
coverage of LODOR families for RI, the training module did not explicitly emphasise vaccinating 
boy or girl child. The training material and sessions focused on how to approach vulnerable 
households as per the state-specific local context and stressed prioritising the non-immunized 
children irrespective of gender and social affiliation. The officials also agreed that the training was 
inclusive, and the trainers discouraged FLWs from using discriminatory terms like religion, gender, 
colour, or caste in their discussions.  
Conclusion: Despite some operational lacunae associated with rolling out BRIDGE IPC skills 
training at a large scale, it was successful in building the IPC related knowledge and skills of 
FLWs to increase immunization coverage in their respective areas. Some stakeholders specified 
that the BRIDGE IPC skills training is the first training related to RI on improving FLWs’ IPC skills. 
State and district officials also reflected that the BRIDGE training successfully built the capacity 
of FLWs in reaching out to the community and to address challenges underlying low immunization 
coverage. In the opinion of some trainers, IPC for routine immunization, which is currently not a 
part of the pre-service/training of the FLWs, should be included in their curriculum to strengthen 
the FLWs’ IPC skills from the beginning. 
Lessons Learned and Recommendations: Major learnings that emerged from the evaluation 
to enable strengthening of future training included - local contextualisation of training content to 
improve relatability and comprehension; supportive supervision and systematic monitoring of 
implementation at all stages for ensuring quality process and outcomes; proper, adequate and 
timely resource allocation for smooth implementation of the training; and organising refresher 
training periodically to upgrade the skills and knowledge of the district trainers and FLWs.  
The recommendations based on key findings are listed below:   
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(i) Relevance of the training content and material (For UNICEF) 

• Immediate priority 
There is a need to review and revise the content from the lens of last-mile users. It would be 
useful to include more real-life scenarios so that participants can relate better to the local issues.  

• Mid-term priority 
Local contextualisation of the training content especially illustrations and videos would help in 
improving relatability and understanding. 
 
(ii) Effectiveness of the training  

• Mid-term priority (For Government (Facilitation by UNICEF)) 
The BRIDGE IPC skills training could emphasise more on topics related to evidence-based 
planning, improving outreach and advocacy and tracking left-out and drop out children in the 
states with low reporting. 

• Immediate priority (For Government (UNICEF can support in building robust 
monitoring and handholding support mechanisms at each level by deploying 
personnel)) 

Supportive supervision and systematic monitoring at each level during and post-training are 
critical for ensuring quality, consistency and success across different states. Training planners 
and concerned authorities need to implement standardised protocols and operating procedures 
for ensuring hand-holding support to trainers as well as to FLWs through supportive supervision, 
review meetings and field level monitoring. 
 
(iii) Efficiency of the training (For Government) 

• Immediate priority 
Concerned authorities at the state level should map out available resources, especially funds and 
human resources, and plan for training taking into consideration various logistical aspects. 

• Mid-term priority 
Proper resource allocation is key for the smooth implementation of the training. Any gap in 
resource availability can result in compromise of the quality outcomes. 

• Mid-term priority 
Establishing accountability and ownership at all levels of training is crucial to ensure quality. 
Senior government officials should conduct periodic reviews at state, district, and sub-district 
levels to monitor progress and quality of training.  

• Long-term priority 
An integrated monitoring system should be established with key performance indicators. Realistic 
targets must be identified to monitor the training processes and outcomes. Programme managers 
must use data to identify challenges to apply mid-course corrections. A dedicated supportive 
supervision app, like in Assam, could be developed in other states.   
 
(iv) Sustainability (For Government) 

• Mid-term priority 
Periodic refresher training is important for DTs and FLWs to upgrade their skills and knowledge. 
Planners and authorities must allocate resources for periodic (bi-annual) refresher training. 
 
(v) Gender and equity (For UNICEF) 

• Mid-term priority 
Training content should have details of gender-inclusive strategies and more focus should be 
given on sensitising regarding gender inclusion during service delivery while orienting different 
cadres of functionaries.
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1. INTRODUCTION 

1.1. Background and context of intervention 

Vaccines have contributed immensely to improving the health of children and adults by protecting 
them against many formerly life-threatening diseases. However, one of the key challenges faced 
by countries in achieving universal immunization is ensuring a sustainable demand for vaccination 
at family and community levels.  

At the grassroots, Frontline Workers (FLWs) in the health system, primarily the Auxiliary Nurse 
Midwife (ANM) and Accredited Social Health Activist (ASHA), supported by the Anganwadi 
Worker (AWW) are an essential bridge between the health delivery system and the community. 
They are a crucial resource for achieving the Routine Immunization (RI) goal of reduced vaccine 
hesitancy and increased coverage of immunized children. Because of their critical role in providing 
essential information about vaccination services, FLWs must have effective interpersonal 
communication (IPC) skills, along with a positive attitude towards the people they serve and their 
work, an understanding of the importance of communication, and an ability to operate in an 
environment that enables them to communicate effectively to build trust and confidence. When 
equipped with the relevant skills and supported by their supervisors, FLWs can be very effective 
in influencing attitudes and promoting the uptake of vaccination services in the community.  

Implementation of the BRIDGE IPC Skills Training Programme 

UNICEF has developed the Boosting Routine Immunization Demand Generation (BRIDGE) Inter-
Personal-Communication (IPC) training module for the frontline workers. This module helps the 
frontline workers to facilitate their engagement with the community on issues of child health and 
immunization and deliver key messages to them. This module1 is envisaged to build the capacities 
of frontline workers (FLWs) by leveraging Social and Behaviour Change Communication (SBCC) 
for routine immunization (RI) thereby leading to improvement in the generation of its demand. 
Through this one-day course, UNICEF also aims to strengthen the basic understanding of the 
frontline workers on how to engage with the communities on the issues of child health and 
immunization. The content of the training module is based on the Tarang Training module 
endorsed by the Ministry of Health and Family Welfare (MOHFW).   

Along with its implementing partner agency (Envision: Institute of Development (EID)), UNICEF 
is conducting training of trainers (ToTs) using the BRIDGE IPC training module since August 2017 
across all states of India. The training has been divided into 2 phases. Phase-1 of the training 
covered 187 districts under the Intensified Mission Indradhanush (IMI) including the North-Eastern 
States, while Phase-2 has covered the remaining districts of India wherein frontline workers 
across India are still undergoing BRIDGE IPC skills training. The implementation plan for the 
training has been as per the operational guideline developed by UNICEF and endorsed by 
National Health Mission (NHM). The training status of the frontline workers across five states has 
been demonstrated in Table-1.  

 

 

 

 
1 BRIDGE-IPC skills training in routine immunization for frontline workers (ANM, ASHA, AWW). Operational Guidelines, 

(2017. National Health Mission). 
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Table 1: BRIDGE IPC skills training status in the states 

Name of state 

BRIDGE IPC Skills 
Training Status 

% of FLWs trained 

Year 
% of ASHA 

trained 
% of ANM 

trained 
Overall trained % 

Assam 2020 44.0 55.5 46.8 

Rajasthan 2020 52.0 49.2 51.3 

Uttar Pradesh* 2020 88.4 101.1 89.3 

Karnataka 2020 80.7 79.5 80.5 

Odisha 2020 90.8 92.1 91.0 
Source: UNICEF state data on the IPC skills training on routine immunization 

*Note: The percentage for UP has been calculated based on the number of batches planned and achieved for the 
BRIDGE training; AWWs coverage has not been considered as this evaluation only focussed on ANMs and ASHAs. 

Training Modality 

The BRIDGE IPC skills training follows a cascading model where the National Lead Trainers 
(NLTs) conduct state-level ToTs to train District Trainers (DTs). District trainers then train the 
frontline workers at the block level to build their interpersonal communication skills on routine 
immunization.  

The training modalities at all levels are discussed below and represented in Figure-1.  

At the National Level: Lead Trainers at the national level (NLTs) 
undergo 2-days training before the Training of Trainers (ToTs) at 
the state level. The training includes the role of lead trainers in 
providing supportive supervision at the block-level FLW training 
and post-training assessment of FLW knowledge and on-the-job 
application of the knowledge. NLTs’ profiles include participants 
from varied backgrounds including immunization, health, 
community mobilisation, social and behaviour change 
communication (SBCC), project coordination, resource persons 
from states/training departments, etc.  

At the State Level: District Trainers (DTs) are selected by the 
states from their pool of health trainers while UNICEF state 
offices coordinate this process of selection with state-level health 
officials. They are trained to conduct the training of the FLWs. 
DTs are mostly the Health Educator, Health Supervisor, Urban 
Health Coordinator, Medical Officers, Block Community Program 
Manager, ASHA coordinator, etc. The number of DTs is based 
on the requirement of each district. They undergo one-and-half 
day residential ToT at the state level. Their responsibilities 
include training the FLWs, undertaking a pre-post assessment of 
the FLWs, providing peer support and conducting refresher 
training. Additionally, they also conduct field observations to 
assess FLWs skills while delivering immunization services to the 
children (Figure-2). 

Figure 1: Cascading model 
of the BRIDGE IPC skills 

training 
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At the block level: Post the state-level ToTs, FLWs are trained by the DTs at the block level. 
This is a one-day participatory training comprising videos, games, role plays, etc. to apprise FLWs 
about various aspects of interpersonal communication skills and addressing the issues they 
encounter in promoting routine immunization at the community level. Post the training, 0.01 
percent of FLWs are assessed in the field while applying their IPC skills.  

Assessment and Quality of Training 

To maintain the quality of the training imparted by the district trainers and to ensure the learnings 
of FLWs from the training, assessment along with supportive supervision are provided to them 
simultaneously.  

A. For the District Trainers 
Post the ToTs, the first two training sessions facilitated by each DT are supervised for support. 
During the first FLW training, the DTs are supervised for support by the EID lead trainers (5%), 
Partners (WHO, CARE, etc.) and selected lead trainers (95%). While, in the second FLW training, 
the DTs are supervised by the selected district trainers, and by the EID lead trainer. 

Observations at all levels by District Immunization Officer (DIO): A supportive supervision 
checklist having indicators for content and session delivery, facilitation of sessions and logistics 
and other arrangements to ensure inputs on all aspects of the training is prepared by the 
supportive supervisor and submitted to the Block Medical Officer in Charge (MOIC) and DIO. 
During ToTs, this checklist is duly explained to the DTs. 

B. For the Frontline Workers 
Post the training of FLWs, the MOIC 
ensures follow-up on the learnings of 
FLWs during the monthly sectoral 
meetings. He provides supportive 
supervision. For this purpose, the 
MOIC assigns half an hour follow-up 
or refresher session to discuss 
common barriers on RI and shares 
solutions to those barriers. One FLW 
is asked to make a presentation on 
the specific behavioural barriers. The 
MOIC records the feedback on a 
Google form available online on the 
knowledge gained by the FLWs 
(Figure-3). 

 

 

Figure 2: Responsibilities of district trainer 
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Figure 3: Post-training follow-up with FLWs 
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Reporting of the Assessment 

The assessment reporting happens at all the levels starting from the block level and then 
consolidated at the state level up to the National level to gauge the progress and for taking 
appropriate actions (Figure-4). 

(i) MOIC at the block level reviews the assessments 
of FLWs and shares the results with the DIO 

(ii) DIO at the district level then shares the compiled 
assessment results from all the blocks to the State 
Extended-Programme-on-Immunization Officer 
(SEPIO/SIO) 

(iii) SEPIO then reviews the assessment from all the 
districts and shares them with the State MD 
(National Health Mission-NHM) and MoHFW 
(Ministry of Health and Family Welfare) 

1.2. Literature review 

Over the past many decades, substantial investments have been made to enhance access to 
basic health services in developing countries. Immunization is one of the most cost-effective 
means of preventing childhood illnesses and annually averts 2–3 million deaths from vaccine-
preventable diseases2,3. Gradually global immunization coverage has increased, reducing under-
five mortality4. However, coverage has stagnated at around 85% for several years5.  

India, within the past decade, has witnessed high mortality among infants and young children. As 
reported in NFHS-4, 62 percent of the children between the ages of 12-23 months received all 
basic vaccinations. Further, the coverage for full immunization stood at 61 percent in rural areas 
and 64 percent in urban areas6. 

The table below presents an overview of the immunization situation in the five study states as per 
NFHS-4 (2015-16) and NFHS-5 (2019-20). It showcases the variations that existed within the 
states (i.e., overall coverage, gender-specific and caste-specific coverage) 5 years ago and the 
improvement in coverage since then.  

Table 2: Immunization coverage for the selected states 

Name of state 

NFHS-5 NFHS-4 

Overall 
coverage 

Overall 
coverage 

Gender Caste-wise Residence 

Male Female Gen SC ST OBC Rural Urban 

Assam 66.4 47.1 48.0 46.0 42.4 53.0 48.4 54.4 44.4 70.9 

Rajasthan - 54.8 50.2 59.9 61.9 55.4 47.9 55.0 53.1 60.9 

Uttar Pradesh - 51.1 53.2 48.7 53.8 52.1 34.1 50.3 50.4 53.6 

Karnataka 80.0 62.6 59.9 65.5 66.6 60.1 53.1 63.3 64.8 59.8 

Odisha - 78.6 79.8 77.1 76.3 76.8 74.4 84.3 79.2 75.0 

Source: NFHS-4-2015-16; NFHS-5-2019-20; Note:  ‘—‘ Data not available for the states 

 
2 Ozawa S, Clark S, Portnoy A, Grewal S, Brenzel L, Walker DG. Return on Investment from Childhood Immunization 

In Low- And Middle-Income Countries, 2011–20. Health Aff (Millwood) . 2016;35(2):199–207. pmid:26858370 
3 WHO Immunization Coverage Factsheet (Reviewed March 2017).World Health Organization; 2017. 
4 WHO Estimates for child causes of death, 2000–2016. World Health Organization; 2017. 
5 Casey RM, Dumolard L, Danovaro C, et al. Global routine vaccination coverage, 2015. Geneva: World Health 

Organization; 2016. 
6 NFHS-4, 2015-16 

Figure 4: Assessment reporting 

Highlight
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There are numerous reasons for such variation in immunization coverage across the country and 
states. Based on the available literature7,8,9 some of the reasons identified are related to (i) 
Operational gaps due to inadequate and inefficient health delivery system; (ii) Shortage of human 
resources with limited capacity; (iii) Variations in coverage of services and supportive supervision; 
(iv) Inadequate inter-sectoral convergence; (v) Resistance due to pre-conceived notions and 
awareness gaps; (vi) Fear of Adverse Events Following Immunization (AEFI); (vii) Large mobile 
and isolated, difficult-to-reach populations; (viii) Gender disparity, dis-favouring female child. 

Vaccine hesitancy – defined as “a delay in the acceptance or refusal of vaccines despite the 
availability of vaccine services”10 – has been reported as a huge barrier to achieving the goal of 
universal immunization. Other factors such as negative messages on social media regarding the 
vaccine, inaccurate reports of Adverse Effects Following Immunization (AEFI) cases, sub-optimal 
participation of private schools, varied involvement of paediatric association, and limited inter-
ministerial coordination have also hindered the campaign11. 

A study conducted in Chennai, Tamil Nadu, revealed that among 75 non-immunized children in 
the sample, 62.8 percent and 29.4 percent were denied vaccination due to overstated information 
about the adverse events shared in television and social media respectively12. Another study 
conducted in rural Tamil Nadu presents that rumours of adverse effects (47.5%) and fear of 
adverse effects (53.3%) were two of the highest-ranked barriers that prevented the uptake of the 
vaccine among parents for their children13.  

The strategies which could improve the uptake of vaccination include: ‘supply-side’ interventions, 
such as ensuring a constant supply of potent vaccines, strong health systems to ensure delivery 
of these vaccines and sufficient health personnel to administer vaccines14; and ‘demand-side 
components which focus on individual and household determinants of health-seeking behaviours, 
such as building the knowledge base of individuals to utilise vaccination programmes to their 
advantage. Addressing vaccine hesitancy linked to parental knowledge, understanding, attitudes, 
beliefs, and behaviours is an important example of a demand-side component15. 

The problem of dropout rates: The role of health communication in vaccination programmes 
has contributed significantly to creating and sustaining demand for vaccination services and 
improving vaccination coverage16. Poor communication, if not addressed, can weaken several 
components of vaccination delivery, including vaccine acceptance17. The barriers affecting 

 
7 Hermann JS, Featherstone RM, Russell ML, et al., (2017). Immunization coverage of children in the child welfare 
system: a systematic review protocol. BMJ Open;7: e014625. doi:10.1136/ bmjopen-2016-014625. 
8 International Journal of Community Medicine and Public Health Mathew G et al., (2016). Int J Community Med Public 

Health: 3(6):1525-1530.  
9 Baseline assessment of Gavi supported health system strengthening project (2017-2021). PWC and MOHFW. 
10 WHO. Summary WHO SAGE conclusions and recommendations on Vaccine Hesitancy. 2015 
11 Formative Evaluation of Communication Processes Used for the National Measles Rubella Vaccination Campaign 
for Inclusion in Routine Immunization, June 2020 
12 Barathalakshmi, J, Rashmi Gour Patel,   Kanimozhi, and V  udha. “ easles Rubella Immunization Campaign: 
Challenges Faced in an Urban Area of Chennai.” Indian Journal of Public Health Research & Development 9, No. 7 
(2018): 18. https://doi.org/10.5958/0976-5506.2018.00606.x. 
13 Jasmine, Aliya, and Priyadharshini. “Coverage  urvey of  easles-Rubella Mass Vaccination Campaign in a Rural 
Area in Tamil Nadu.” Journal of Family Medicine and Primary Care 8, No. 6 (2019): 1884. 
https://doi.org/10.4103/jfmpc.jfmpc_319_19. 
14 Hinman A. Eradication of vaccine-preventable diseases. Annu Rev Public Health. 1999;20:211–29. 
15 Goldstein S, MacDonald NE, Guirguis S, SAGE Working Group. Health communication and vaccine hesitancy. 
Vaccine. 2015;33(2015):4212–4. 
16 Factors affecting the implementation of childhood vaccination communication strategies in Nigeria: a qualitative 
study, 2017 
17 Goldstein S, MacDonald NE, Guirguis S, SAGE Working Group. Health communication and vaccine hesitancy. 
Vaccine. 2015;33(2015):4212–4. 

https://doi.org/10.4103/jfmpc.jfmpc_319_19
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accessibility to immunization services are lack of motivation of health workers, poor performance, 
competence, and training to communicate with parents, inappropriate service hours, the distance 
of the vaccination facility18,19. The evaluation of the Universal Immunization Programme (UIP) in 
Haridwar (India) found that ANMs/ASHAs who were the key personnel in ensuring immunization 
had inadequate interactions with the mothers. Thus, the mothers did not adequately utilise the 
services due to lack of counselling from the health staff, and low literacy level20. Furthermore, 
poor counselling, limited information on benefits or adverse effects of immunization, scheduling, 
number of sessions are some of the reasons that contribute to the problem of incomplete 
immunization21. Improving vaccination communication delivery is therefore crucial to achieving 
better vaccination outcomes22,23 as well as the greater goal of knowledgeable caregivers and 
communities, who are important contributors to improving child health in many settings24,25. 
Effective communication could improve uptake of childhood vaccination, address incomplete 
vaccination or missed out children, further strengthen routine immunization programmes, and 
encourage the use of new and underused vaccines26.  

Interpersonal communication is an interactive process that is carried out every day by individuals 
with relatives and strangers, through face-to-face meetings, or by using other means such as 
telephone or e-mail. Interpersonal communication hence plays a crucial role in influencing 
individuals and small groups in the context of behaviour change communication programmes. 
Changing the knowledge, attitudes, behaviour, and norms of individuals usually takes place within 
the framework of communication for behaviour change strategy which also involves the 
participatory input of the society, institutions, and policy27.  

The role of the frontline workers (FLWs) in communication for behaviour change is often centred 
on awareness-raising, motivational, or behaviour reinforcement activities among audiences 
comprised of individuals or small groups. These activities include house visits, awareness-raising 
sessions, and may be part of workshops, support groups, or school visits. FLWs who routinely 
engage in positive and meaningful interpersonal communication with their clients can build trusted 
relationships with individuals and families28.  

 
18 Why children are not vaccinated: a review of the grey literature. Favin M, Steinglass R, Fields R, Banerjee K, Sawhney 
M. Int Health. 2012 Dec; 4(4):229-38. 
19 Geddam JB, Kommu PR, Ponna SN, et al. Immunization uptake and its determinants among the internal migrant 
population living in non-notified slums of Hyderabad city, India. J Family Med Prim Care. 2018;7(4):796-803. 
doi:10.4103/jfmpc.jfmpc_146_17 
20 Nath L, Kaur P, Tripathi S. Evaluation of the Universal Immunization Program and Challenges in Coverage of Migrant 
Children in Haridwar, Uttarakhand, India. Indian J Community Med. 2015;40(4):239-245. doi:10.4103/0970-
0218.164389 
21 Sanjeev Singh, Damodar Sahu, Ashish Agrawal, Meeta Dhaval Vashi. Barriers and opportunities for improving 
childhood immunization coverage in slums: A qualitative study. Preventive Medicine Reports, Volume 14, 2019, 
100858, ISSN 2211-3355. https://doi.org/10.1016/j.pmedr.2019.100858. 
22 Jheeta M, Newell J. Childhood vaccination in Africa and Asia: the effects of parents’ knowledge and attitudes. Bull 
World Health Organ. 2008;86(6):419. 
23 Independent Monitoring Board of the Global Polio Eradication Initiative. First Report. Geneva: Global Polio 
Eradication Initiative; 2011 
24 Lewin S, Hill S, Abdullahi L, Bensaude de Castro Freire S, Bosch-Capblanch X, Glenton C, Hussey G, Jones CM, 
Kaufman J, Lin V, et al. ‘Communicate to vaccinate’ (C   VAC). Building evidence for improving communication 
about childhood vaccinations in low- and middle-income countries: protocol for a programme of research. Implement 
Sci. 2011;6:125. 
25 Cleland J, Bicego G, Fegan G. Socioeconomic inequalities in childhood mortality: the 1970s to the 1980s. Health 
Transit Rev. 1992;2(1):1–18. 
26 Factors affecting the implementation of childhood vaccination communication strategies in Nigeria: a qualitative 
study, 2017 
27 Interpersonal Communication Skills for Frontline Workers, 2015 
28 Monitoring & Evaluation Framework Interpersonal Communication for Immunization Package, 2019; available at: 
https://ipc.unicef.org/sites/ipcfi/files/2019-05/UNICEF%20IPCI%20ME%20Framework%20Final.pdf  

https://ipc.unicef.org/sites/ipcfi/files/2019-05/UNICEF%20IPCI%20ME%20Framework%20Final.pdf
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The time appropriateness of vaccines: Currently, the timing of vaccine administration has 
received increasing attention in many countries, especially when the level of vaccination coverage 
is close to that needed for protective herd immunity29,30. Moreover, late immunizations impact 
child survival by extending the period an infant remains vulnerable to diseases31. For children, the 
timing of childhood immunization is critical because if children are immunized too early or if the 
immunizations are too closely spaced, it can significantly shorten the duration of protection or 
interfere with the immune response32. Therefore, it is recommended that the immunization 
programmes can tailor their communication strategies and create a sense of urgency to address 
the issue of timeliness in child immunization. Furthermore, emphasis should be placed on the 
programme communication efforts to inform the community about immunization with a greater 
focus on timeliness. The key message of communication should be centred on the significance 
of timeliness in child immunization and its benefits33. 

Skills gaps and importance of IPC skills training to health workers: A lack of orientation of 
health workers on how to develop IPC skills and cultivate relationships with influential sections of 
the community has affected their counselling skills to address queries and dispel apprehensions34. 
Poor communication skills of the health workers sometimes impacted the vaccination decisions 
of the parents35. A study on Mission Indradhanush (2018) in India showed that many eligible 
children on due-lists were not brought to vaccination sessions, and the key reason cited was lack 
of awareness and in several areas, health workers had inadequate time and skills for effective 
counselling of the parents. Furthermore, the communication skills of health workers play an 
important role in overcoming barriers related to the community’s perceptions and beliefs. An 
evaluation of the ASHA programme conducted in 16 states of India highlighted gaps in the 
technical skills of ASHAs, and their inability to cover marginalised populations. It recommended 
A HAs’ prestige in the health system can be increased by implementing training on talking to 
patients with empathy36. Therefore, better communication and counselling skills, tailored to local 
beliefs, are needed by health workers in the health and partner sectors37.  

During a study conducted by USAID/Malawi, they fully adopted the CORE Group Polio Project 
(CGPP) model and to fully stimulate Social Mobilisation (SM) and Community Mobilisation (CM) 
FLW training was conducted. A national team of master trainers facilitated capacity-building 
programmes for district community mobilization trainers and the district health promotion 

 
29 Lernout T, Theeten H, Hens N, Braeckman T, Roelants M, Hoppenbrouwers K, et al. Timeliness of infant vaccination 
and factors related with delay in Flanders, Belgium. Vaccine. 2013/11/21. 2014;32(2):284–9. 
30 Alrowaili GZR, Dar UF, Bandy AH. May we improve vaccine timeliness among children ? A cross sectional survey in 
northern Saudi Arabia. J Family Community Med. 2019;26(2):113–7. https://doi.org/10.4103/jfcm.JFCM_153_18. 
31 Timeliness of childhood vaccinations in 31 low and middle-income countries. Akmatov MK, Mikolajczyk RTJ 
Epidemiol Community Health. 2012 Jul; 66(7):e14. 
32 Kroger AT, Atkinson WL, Marcuse EK, Pickering LK. General recommendations on immunization: recommendations 
of the Advisory Committee on Immunization Practices (ACIP). MMWR Recomm Rep. 2006:1–47. 
33 Choudhary, M., Solomon, R., Awale, J. et al. Demand-side determinants of timely vaccination of oral polio vaccine 
in social mobilization network areas of CORE Group polio project in Uttar Pradesh, India. BMC Infect Dis 18, 222 
(2018). https://doi.org/10.1186/s12879-018-3129-2 
34 Kashyap A, Shrivastava S, Krishnatray P. Vaccine Hesitancy: The Growing Parent–Provider Divide. Asia Pacific 
Media Educator. 2019;29(2):259-278. doi:10.1177/1326365X19895826 
35 Ames HM, Glenton C, Lewin S. Parents' and informal caregivers' views and experiences of communication about 
routine childhood vaccination: a synthesis of qualitative evidence. Cochrane Database Syst Rev. 2017 Feb 
7;2(2):CD011787. doi: 10.1002/14651858.CD011787.pub2. PMID: 28169420; PMCID: PMC5461870. 
36 Sarin, E., Lunsford, S.S. How female community health workers navigate work challenges and why there are still 
gaps in their performance: a look at female community health workers in maternal and child health in two Indian districts 
through a reciprocal determinism framework. Human Resource Health 15, 44 (2017). https://doi.org/10.1186/s12960-
017-0222-3 
37 Gurnani V, Haldar P, Aggarwal M K, Das M K, Chauhan A, Murray J et al. Improving vaccination coverage in India: 
lessons from Intensified Mission Indradhanush, a cross-sectoral systems strengthening strategy BMJ 2018; 363: k4782 
doi:10.1136/bmj.k4782 
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subcommittee of the District Executive Committee. These people subsequently trained 
community mobilization teams38. As a consequence of these activities, an increase in staff 
awareness, understanding and capacity to deliver the new approach, and some evidence of 
increased internal coordination and linkages with other sectors were observed, which ultimately 
positively influenced the overall immunization status of the country. According to the National 
Expanded Programme on Immunization, such activities have contributed significantly to the 
improvement of child health in Malawi by supporting the provision of all recommended 
immunizations to 460,000 infants in 201639. 
 
1.3. Purpose and Objectives of the Evaluation 

The overall purpose of the BRIDGE IPC skills training is to improve the communication skills of 
the frontline workers to engage with communities on issues of child health and immunization, 
deliver key messages, self-assess results of their efforts and engage with influencers. Therefore, 
the rationale for evaluating BRIDGE training of frontline workers is to gauge (i) FLWs interpersonal 
communication (IPC) skills; (ii) The quality of sub-centre level demand generation and social 
mobilisation plans (awareness and demand generation) for routine immunization.  

Learnings from this assignment would be beneficial not only to UNICEF but also to various 
ministries within the government working with frontline workers. The findings of the evaluation will 
be disseminated through presentations and a full report (including an executive summary) to 
UNICEF C4D staff in India, other UN organisations (UNDP, UNFPA, UN Women, WHO), donors, 
relevant government parties (Ministry of Health and Family Welfare, Ministry of Women and Child 
Development), key development partners, and NGO parties (implementing partners and other 
NGOs working in the realm of SBCC and healthcare). These findings would be used to further 
strengthen existing IPC programmes, demand generation programmes, community mobilisation 
programmes, and may be used to develop new programmes by both, UNICEF, and the 
Government of India.  

Objectives of the Evaluation 

The specific objectives of the formative evaluation are:  

❖ To assess the relevance of the BRIDGE training, the ToTs and cascading training model 
in reaching its outcomes  

❖ To assess the effectiveness of the training in terms of the quality of training (ToTs and 
cascading training), the knowledge gained, and how knowledge from the training is being 
applied to change the behaviour of the community (by observing FLW-caregiver 
interactions and assessing FLW communication plans)  

❖ To assess the extent to which available resources have been utilised efficiently in 
meeting the objectives of training (ToT, cascading training) 

❖ To assess to what extent the outcomes of the BRIDGE training have been sustainable  
❖ To understand to what extent, and to what effect gender as an element has been 

incorporated in the BRIDGE programme (this is especially important since all FLWs are 
women)  

❖ To understand if equity (to what extent and to what effect) is incorporated in the BRIDGE 
programme, focusing especially on the vulnerable communities 

 
38 Use of Social Mobilization and Community Mobilizers by Non-governmental Health Organizations in Malawi to 

Support the Eradication of Polio, Improve Routine Immunization Coverage, and Control Measles and Neonatal 
Tetanus, 2019 
39 UNICEF/Malawi, 2017. Malawi Annual Report 2016. Available at: https://www.unicef.org/malawi/reports/unicef-

malawi-2017-annual-report 

https://www.unicef.org/malawi/reports/unicef-malawi-2017-annual-report
https://www.unicef.org/malawi/reports/unicef-malawi-2017-annual-report
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1.4. Scope of the Evaluation 

UNICEF India has engaged IPE Global Limited to undertake the formative evaluation of the 
BRIDGE IPC skills training programme on routine immunization in five states of India. The 
evaluation assesses the BRIDGE programme against the OECD-DAC evaluation criteria of 
relevance, efficiency, effectiveness, and 
sustainability. Thematically: the evaluation focuses 
on themes of gender and equity. However, the 
evaluation is not assessing the impact of the training 
as the cascading training of FLWs is still ongoing. 
Chronologically: The evaluation has assessed the 
programme from the development of the training 
module and commencement of ToTs (national lead 
trainers; district trainers) by UNICEF in 2017 till the 
date of commencement of this evaluation (November 
2019). At this point, the evaluation is being conducted 
to suggest course correction to increase the 
effectiveness of training as they are still ongoing. 
Geographically: For this evaluation, only 5 states are 
purposively selected and suggested by UNICEF. 
These states are Uttar Pradesh, Rajasthan, 
Karnataka, Odisha and Assam. These states have 
been selected by UNICEF and are based on the following criteria:  

a) UNICEF Categorisation: The selected five states belong to each of the UNICEF categories, 
i.e., Rajasthan and Uttar Pradesh (high burden), Karnataka (good governance), and Assam and 
Odisha (high tribal).  

b) Geographic Variance: The five states cover Centre-North and North-West, South, and East 
and North-East India – broadening the geographical scope of this evaluation, thereby providing a 
more representative picture of the programme.  

c) Evaluability: Monitoring data from the five states is available and reliable. 

1.5. Report Structure 

The evaluation report for the BRIDGE IPC Training Programme provides details on the key 
evaluation aspects beginning with Chapter-1 on the introduction about the BRIDGE IPC skills 
training and purpose and objectives of the evaluation. Chapter-2 includes the evaluation 
approach, ToC and methodology. Chapter-3 describes the primary findings from the key 
stakeholders’ interviews (government and UNICEF officials, NLTs), DTs and FLWs. Chapter-4 
provides linkages to the theory of change and validation of assumptions, conclusions drawn from 
the findings, and lessons learnt followed by recommendations.  

  

Figure 5: Selected 
states for the 

evaluation 

N 
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2. METHODOLOGY  

2.1  Evaluation Design 

To determine the extent to which the BRIDGE IPC skills training has improved the IPC skills of 
the FLWs and leveraged SBCC to improve demand generation among the community, we 
deployed a theory-based equity focus evaluation approach.  
The evaluation also takes into account the Theory of Change (ToC) which sets out the programme 
goals and planned interventions in a diagrammatic form to illustrate assumptions/risks and 
provides an accessible overview of what the programme is doing and why. A Theory of Change 
(given in Section 2.3) has been developed outlining the chain from inputs to impact so that a 
critical assessment of the linkages between input, activity, output, outcome and impact could be 
determined while integrating equity to widen our understanding of the factors influencing RI 
coverage40. The ToC guided the process of investigation, and the tools were developed to assess 

each component of the ToC systematically.  
The ToC was developed based on the literature review (especially operational guidelines on 
BRIDGE, M&E Framework for IPC, Baseline assessment of the Global Alliance for Vaccines and 
Immunizations (GAVI) supported Health  ystem  trengthening Project, BRIDGE trainer’s 
manual, field assessment reports- Documents list given in Annexure-VI). For the evaluation, this 
approach helped us to explain why and how results have occurred. It also helped us make 
a set of recommendations based on evidence and analysis. Furthermore, we utilised 
participatory mixed methods of data collection. 
 

 

 

2.2 Evaluation Criteria and Key Questions  

Table-3 showcases the key evaluation questions which were used for undertaking the evaluation. 
We categorised key questions into 4 pillars (Figure-7), namely overarching41, content, delivery 
and perception (Details have been added in Annexure-X). This helped to assess evaluation 
questions42 as per the standard norms which have been extensively used in similar kinds of 
evaluations. These evaluation questions were also contextualised as per the BRIDGE IPC 
programme. 

 
40 Intermediate, distal outcomes and impact are beyond the scope of the current study. 
41 We could not cover the overarching pillar as described in the key limitations and operational challenges section 
(Section-2.8). 
42 http://documents.worldbank.org/curated/en/122031474915232609/Training-teachers-on-the-job-what-works-and-
how-to-measure-it 

Figure 6: ToC Outline 

http://documents.worldbank.org/curated/en/122031474915232609/Training-teachers-on-the-job-what-works-and-how-to-measure-it
http://documents.worldbank.org/curated/en/122031474915232609/Training-teachers-on-the-job-what-works-and-how-to-measure-it
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Table 3: Evaluation Matrix43 
Evaluation 
Objectives/ 

Criteria 
Key Evaluation Questions 

Relevance 1.1 How well does training design (material, content, method) respond to the training 
objectives, FLW needs and expectations, and different contexts? 

1.2 How relevant is the BRIDGE IPC training in strengthening the building blocks of health 
systems? 

1.3 How well does the SBCC plan help in the preparation of the communication plan and 
in addressing barriers against immunization?   

Effectiveness 2.1 How has the training been able to influence (directly/indirectly) the frontline workers’ 
knowledge, attitude, and practices? 

2.2 Were the supportive supervision and monitoring mechanisms effectively utilised?     
2.3 Was the training effective in ensuring no information loss and in recalling key 

messages? 
2.4. What would the FLWs want to change/improve/revise about the training or its content?  
2.5. How effectively do the trained FLWs communicate with parents and caregivers to 

motivate them for immunization? 
2.6. What were the key limitations of BRIDGE training as compared to other IPC skills 

training, if any?   

Efficiency 3.1 What is the overall fidelity of the cascading model in terms of timing, adequate 
selection, allocation and use of resources to achieve BRIDGE skill training objectives 
and quality? 

3.2 How well the training design ensured the retention of information and avoided the loss 
of information? 

3.3 How well was supportive supervision, monitoring and coordination implemented 
(fidelity, timeliness, resources required)? 

3.4 What were the implementation challenges encountered and what measures were 
taken to overcome these challenges? 

Sustainability 4.1 How has the programme contributed to its sustainability by strengthening the health 
system? 

4.2 What role is envisaged for UNICEF to sustain the results of BRIDGE IPC skills training 
in the future? 

Equity and 
Gender 

5.1 Did the training adequately address some of the gender-based IPC challenges that 
frontline workers experienced? 

5.2 How the training addressed the development of a strong understanding of how 
vulnerable populations (based on caste, tribal, and poverty levels) were targeted 
during immunization programmes? 

  

 
43 The detailed evaluation matrix with the evaluation questions, indicators, information sources and data collection 
methods are presented in Annexure-IX. 

Figure 7: Categorisation of key questions into 4 pillars 
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2.3 Conceptual Framework: Theory of Change  
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2.4 Evaluation Methodology  

 
The evaluation was guided by the Organisation for Economic Co-operation and Development’s 
Development Assistance Committee (OECD–DAC) evaluation criteria of relevance, 
effectiveness, efficiency, and sustainability while considering equity and gender equality as a 
cross-cutting theme. A cross-sectional design was adopted for this evaluation using the case-
matching technique. The data was generated to maximise learning within the limited resources 
and availability of data while considering different contextual factors.  

The process evaluation was undertaken both at the planning and implementation level and the 
service delivery level. The process evaluation provided evidence-based information on the extent 
to which the training was being delivered as per the operational guideline. 

At the planning and implementation level, the evaluation assessed: 

❖ The relevance of the content of the training module and the duration of the training, 
appropriateness of the contextualisation, effectiveness and efficiency of the training roll-
out process, supportive supervision mechanism, and availability of adequate funds, 
human resources, and governance mechanism. 

❖ The efficiency of the cascading model of the training from lead trainers to district trainers 
to FLWs, any information loss during the process, effective delivery of the key messages 
and different kinds of aids used to deliver the training. 

At the service delivery level, the evaluation assessed: 

❖ The efficiency of the cascading training in improving the IPC skills of the FLWs to engage 
with community/key influencers/caregivers; effectiveness of the key messages delivered 
by the FLWs and self-assessment of their efforts; the need for refresher training; the 
existence of any recall lapse.  

❖ The utilisation of the IPC skills by the FLWs in their routine work/service delivery and any 
key challenges faced by them.   

2.5 Sampling Design  
A multistage sampling design was used in this evaluation. A comprehensive sampling frame 
was developed for each of the states separately.  

 

 

Figure 8: Sampling methodology 
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Stage 1: Selection of Districts 

In each state, the districts were purposively selected. The indicator ‘Proportion of ANMs/ASHAs 
who received the training’ was considered for the selection of the districts. All the districts in a 
state were arranged in descending order based on the training coverage (%) and two bottom 
districts were selected for this evaluation. This was done considering: 
 

❖ To get enough samples of FLWs who have not received the training 

Selected districts with the percentages of trained ASHAs and ANMs are shown below: 

Table 4: % of trained FLWs in selected districts 

Name of state  
Name of the 

selected district  

% of ASHA 

trained  

% of ANM 

trained  

Overall Trained % 

in district (ASHA 

/AWW/ ANM) 

Assam   Sonitpur  16.5 93.4 37.4  

Assam   Moregaon  11.8 28.6 15.7  

Karnataka   Mysore   36.7 34.9 36.3 

Karnataka   Bagalkote   42.3 48.7 43.1 

Odisha   Khorda  74.1 95.4 68.3 

Odisha   Malkangir  72.9 76.3 51.9 

Rajasthan   Bharatpur  59.4 53.2 55.6  

Rajasthan   Pali  56.9 52.2 48.3 

Uttar Pradesh   Bulandshahar  43.8 84.6 46.6  

Uttar Pradesh   Rampur  68.6 75.0 69.0 

 

Stage 2: Selection of ANMs and ASHAs44 

The following steps were used for the selection of ANMs and ASHAs: 

❖ For each selected district, two lists of ANMs and ASHAs were prepared (first- those who 
have received the BRIDGE training and second- those who have not received the BRIDGE 
training)  

❖ Before selection, a verification exercise was undertaken in all the states to verify the 
database of the FLWs. 

❖ A verified list of trained and untrained ANMs and ASHAs were matched using MedCalc 
software. The matching was done based on characteristics such as age, the number of 
years in service and education. The permissible limit for case matching is given below: 

a) Age of FLW: 3 years 
b) Number of Years of Education: 2 years 
c) Years of Experience as an FLW: 2 years 

❖ From the matched pairs, the required number of ANMs and ASHAs were randomly 
selected. 

 

 

44 A summary of tables can be found in Annexure-II based on the characteristics of FLWs (trained vs untrained). 
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Stage 3: Selection of District Trainers 

The list of district trainers in each state was facilitated by UNICEF. The required number of district 
trainers was selected using a simple random sampling technique (random table).  

Selection of Stakeholders for IDIs 

In this evaluation, we undertook IDIs at different levels starting from the state, district and block 
level. The IDIs were conducted with the state officials, UNICEF consultant and national lead 
trainers, with the DIO at the district level, and with the MOIC and BPM at the block level.  

Selection of Immunization site 

The immunization sites for observations were finalised in consultation with the district officials. 
The observation exercise was done at the immunization site for ANM while vaccinating 
children. The team undertook the observation exercise using a checklist. 

A snapshot of the total sample size covered for the evaluation is presented below:   

 
Table 5: Data collected for the evaluation  

Particulars Rajasthan Odisha Assam Karnataka UP Total 

No. of districts 2 2 2 2 2 10 

No. of blocks (2 blocks in each 

district) 4 4 4 4 4 20 

In-depth interview (IDIs)       
State-level        
State immunization officer 0 1 1 0 1 3 

State RI Nodal Officer or State 

Institute of Health and Family 

Welfare 0 1 NA NA 0 1 

UNICEF consultant 1 1 1 1 0 4 

In-depth-interviews with all 

lead trainers 3 3 2 2 6 16 

District level       
District immunization officer 1 1 2 2 1 7 

Medical officer 2 1 3 4 4 14 

Block Programme Manager-

NHM 2 2 4 4 4 16 

Structured interviews       
District trainers - Online 

interview 58 146 52 144 208 608 

ANMs (Auxiliary Nurse 

Midwife) 32 0 32 32 32 128 

ASHAs (Accredited Social 

Health Activist) 120 152 120 120 120 632 

Observations        
Observations at the 

immunization sites 8 8 8 8 8 40 

Note: Planned data to be covered for the evaluation is given in Annexure-XI 
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2.6 Data Collection and Methods  

The evaluation utilised a mixed-method approach using quantitative and qualitative data 
collection methods. The data collection commenced in August 2020 and ended in April 2021. The 
data collection started with NLTs (August 2020), followed by DTs (September 2020). Further, data 
collection from FLWs and State officials, District officials and UNICEF consultants commenced in 
January 2021. The observations at the immunization sites were conducted in March 2021. 
Experienced local team members (comprising of supervisors for quantitative and moderators for 
qualitative data collection) were deployed to undertake this activity.  

The details of the data collection methods followed for each stakeholder are presented below. 

Quantitative Data Collection:  

(i) FLWs: The data collection for the selected (case-matched trained and untrained) FLWs (ANMs 
and ASHAs) was done using Computer Assisted Telephone Interviews (CATI), i.e., remote data 
collection (through telephonic interviews) in the local language. A prior appointment was taken 
with the FLWs for their availability. 

(ii) District trainers: A CAPI link was shared with the selected District Trainers via email/Whats 
App for an online self-assessment tool and a telephonic follow-up was done to ensure their 
participation. However, despite constant follow-up for 3 months, only 40 percent of the data 
collection was achieved through this method. After a discussion with UNICEF, the methodology 
was changed from CAPI to CATI which was used for the remaining DTs’ data collection.  

Qualitative Data Collection:  

(i) NLTs: All IDIs with the National Lead Trainers (NLTs) were conducted remotely over the 
phone. 

(ii) Officials: The IDIs with the state officials, district officials and UNICEF consultants were 
conducted remotely. However, in Karnataka, few officials were unavailable for virtual interviews 
or were busy with the vaccination drive, and the interviews of these 5 officials were conducted 
face-to-face. All COVID-19 protocols (mentioned in Annexure-III in detail) were followed by the 
moderator for the physical data collection. 

The figure below depicts the process followed for the remote qualitative data collection. 
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Observation visits were conducted at immunization sites where the observations were validated 
against the checklist. The observation checklist comprised of scaled questions covering various 
aspects related to IPC such as greets the caregivers, maintains eye contact, delivers the key 
messages etc. The observations of the ANMs/FLWs at the immunization sites were undertaken 
by IPE Global’s local field team by using the following steps: 

(i) The UNICEF field-level officials facilitated these observations on the immunization day 
in each selected block.  

(ii) The field staff followed all the COVID-19 protocols (mentioned in Annexure-III in 
detail). 

(iii) Photographs and videos were taken by the field staff as evidence of this exercise. 
(iv) IPE Global team used the observation checklist and checked the activities performed 

by the ANMs/FLWs at the immunization sites.  
(v) The findings were recorded in excel sheets and were shared with the core team. 

Figure 9: Process followed for qualitative data collection 
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2.7 Quality Assurance Mechanism   

 
The quality checks were placed over all the key activities of the project – recruitments, field 

training, data collection, team movement, and data compilation etc. The quality monitoring during 

the data collection followed the protocol/process given below.  

Quality Control Data Collection Quality Checks 
Frequency of 
Quality Updates 

Team 
Supervisor 

− 10-15 % accompaniments and spot checks  

− Monitoring data collection plan and progress report  

Daily to Quality 
Coordinator 

State Field 
Coordinator 

− Smooth implementation of the study 

− Overall monitoring the data quality at the state level 

− Organising the debriefing sessions as and when needed 
with the data collection teams 

Twice in a week to 
the core team 

Core team 

− Smooth implementation of the study 

− Overall quality and coordination with UNICEF 

− Random scrutiny of data collected 

− Sharing the data collection plans and status report 

Once in a week to 
UNICEF  

 

2.8 Analytical Approaches 

Analysis of Primary Data  

A review of documents and an in-depth analysis of primary data using analytical tools were carried 
out. The following steps were used for data analysis.   

1. Literature Review: Various documents (analytical report, operational guideline, field 
reports, proficiency data) were reviewed to understand the BRIDGE IPC programme 
content, materials and its planning and implementation modalities and the challenges. The 
literature review helped us to develop the tools and to triangulate the primary findings. 
 

2. Quantitative Data Analysis: Key indicators were computed, and output tables were 
generated by using STATA software. The following different analyses were undertaken: 
 

 

Figure 10: Pictures from immunization sites 

Source: IPE Global Field Team Source: IPE Global Field Team 
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Descriptive statistics Inferential statistics 

•  Frequency and binary tables 
• Difference between the two groups (trained 

FLWs: those who have received the training and 
untrained FLWs: those who have not received the 
training (z-test)) 

 
The data from FLWs Observation Checklist was analysed to see the different processes being 
adopted while providing the immunization to the children. The findings from the observational 
checklist helped to understand how the skill and knowledge are developed through the BRIDGE 
IPC skills training programme have been translated into practice. 

3. Qualitative Data Analysis  

Qualitative data analysis included the following steps: 

• Step 1: Transcription and translation of recorded discussions were done (in English) by 
researchers.  

• Step 2:  A content analysis format was developed as per the discussion guides to categorise 
responses to understand the similarities and dissimilarities of stated facts.  

• Step 3: A code list was generated (NVivo software) using the information areas covered in 
the discussion guides i.e., prior and open codes both were used to analyse the content of the 
transcripts. 

4. Triangulation of Data 

Triangulation of collected data was done for deepening and widening the understanding thereby 
improving the quality of findings. It not only facilitated validation of data through cross verification 
from different sources but also helped in testing consistency of findings obtained through 
quantitative and qualitative data from various stakeholders (primary data) and literature review. 

2.9 Key Limitations  
 
Due to the changing situation owing to the COVID-19 pandemic, there were several issues related 
to change in data collection methodology and delays. 

A. Change in data collection methodology due to COVID-19: As per the Terms of 
Reference (ToR), and the inception phase, face-to-face data collection was planned with 
all the stakeholders (including the service providers and community level). However, the 
data collection methodology had to be revisited due to the COVID-19 pandemic45. 
Considering this, several rounds of discussion happened between UNICEF and IPE 
Global to develop protocols and mitigation plans to overcome the crisis. Most of the data 
collection was conducted remotely by the moderators (telephonic interviews) as opposed 
to the planned physical data collection. Quantitative data collection for FLWs and DTs has 
been done using Computer Assisted Telephone Interviews (CATI). Qualitative data (in-
depth interviews) from the Lead trainers, state and district/block level officials, and 
UNICEF consultants were conducted remotely over the phone/online mode (Zoom, 
Microsoft Teams, etc.). Due to the pandemic, the observation of immunization sites was 
planned to be conducted virtually through live streaming but was eventually accomplished 
physically. Exit Interviews and FGDs (Focus Group Discussions) with caregivers of 

 
45 Please refer to Annexure-III for details on changes in data collection methodology 
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immunized/drop-out and left-out children and observation at field-level for ASHAs were 
dropped from the sample on the recommendation of UNICEF in the pandemic situation. 
Hence, demand-side perspectives were not captured in absence of interviews/discussion 
with caregivers. It is to be noted that virtual data collection may have impacted prudent 
reporting and accuracy of reported data to some extent, therefore, the findings should be 
interpreted cautiously.   

B. Adherence to timeline: The timelines for data collection were delayed and its 
methodology was revised due to the COVID-19 pandemic. Consequently, remote data 
collection was chosen as a feasible option. However, face-to-face data collection was 
crucial in some cases to meet the timelines, optimise resources and finish the data 
collection process on time. For coordination and data collection, IPE Global deputed a 
trained local person who collected field data where remote data collection was not 
possible. 

C. Content Analysis: The content analysis of the training module could not be conducted 
as most of the personnel involved in the development of the module were transferred. 
Moreover, the staff was occupied in dealing with the pandemic situation. 

D. Coverage of FLWs: The frontline workers constitute three ‘A’s: the Anganwadi workers, 
the ASHAs and the ANMs. For this evaluation, only ASHAs and ANMs were covered as 
prescribed in the TOR. Further, evaluation was not designed to disaggregate data for 
different FLWs.  

E. Data related issues: We could not get access to the content of the feedback given by 
DTs for FLWs training and the attendance data for FLWs, therefore further analysis was 
not carried out in absence of the data. 

F. Access to BRIDGE IPC skills training MIS Data: No MIS data was available for analysis 
in all the five selected states on (i) Post-training data of the FLWs in the selected districts; 
(ii) Post-training feedback data of DTs and FLWs in the selected districts; (iii) On-field 
assessment/performance data of the FLWs; (iv) Attendance data (Pre-post training) of the 
FLWs; (v) proficiency level of trained FLWs. Therefore, the findings of the evaluation could 
not be accurately corroborated on these aspects. However, measures were taken to 
incorporate some questions as part of primary data collection to capture perspectives, 
feedback from DTs and FLWs. 

G. Delays in getting details of the respondents: Gathering data on background 
characteristics of the FLWs, and hence finalising the sample took longer than anticipated. 
Odisha, Rajasthan and Uttar Pradesh faced challenges in providing data on the untrained 
FLWs. The database shared with IPE Global was from March 2020 samples due to which 
getting samples of untrained FLWs for case catching were difficult. Since the data 
collection was delayed, we considered the latest coverage data of the BRIDGE IPC skills 
training that was shared in November 2020, and the initially planned districts were revised 
for these 3 states for the FLW data collection. 

H. Selection of DTs: This was planned considering the proficiency level of the DTs. 
However, it could not be done due to data unavailability. 

I. Information on budget: The secondary information pertaining to financial aspects, 
budget allocation and expenditure for the BRIDGE training were unavailable for analysis. 
Only anecdotal information from state-level stakeholders was available on budget 
allocation to organise training.    

J. Availability of the stakeholders: Due to the COVID-19 vaccination drive and Mission 
Indradhanush at ward level, the interviews had to be rescheduled multiple times which 
resulted in long delays in data collection. Another challenge was that some officials 
involved in the BRIDGE training were transferred to other districts and the current officials 
were not aware of the BRIDGE training. After consultation with UNICEF, some interviews 
with officials where we faced such issues were eventually dropped.  
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K. Self-reported data: It should be noted that the inferences have been drawn from the DTs 
and FLWs who constitute the service delivery components and are not based on the 
community’s perceptions. Therefore, there are chances of social desirability bias and over-
reporting in knowledge, and practice, thus, the findings should be read with caution for 
any possible bias emerging from this reporting.  
 

2.10 Ethics and UNEG Standards 

As per the ToR, an Institutional Review Board (IRB) approval was not required for this evaluation. 
However, during data collection, attention was paid to ensure that the evaluation process is ethical 
and participants in the process could openly express their opinions, protecting the confidentiality 
of their answers. Ethical considerations have revolved around adhering to the following four best 
practices: (i) Assurances that no coercion was involved for engaging in the interviews and 
discussions; (ii) Informed consent from participants was taken; (iii) Assurance that no adverse 
effects resulted from the evaluation; and (iv) Confidentiality of participants was ensured and data 
was stored securely. 
Overall, the United Nations Evaluation Group (UNEG) Code of Conduct for Evaluation in the UN 
System was strictly respected, notably independence of judgment, impartiality, honesty and 
integrity, accountability, respect and protection of the rights and welfare of human subjects and 
communities. Confidentiality, avoidance of risks, accuracy, completeness and reliability of the 
report, and transparency have been maintained. IPE Global team exercised commitment to avoid 
any conflict of interest during this evaluation and was sensitive to beliefs, manners, and customs 
and acted with integrity and honesty in their relationships with all stakeholders, ensured that their 
contacts with individuals were characterised by respect, protected the anonymity and 
confidentiality of individual information. UNEG Norms and Standards, including Guidance on 
Human Rights and Gender Equality in Evaluation, were fully applied throughout the 
evaluation. Following ethical considerations were observed for each activity during data collection:  

• Independence and Impartiality: The evaluation team ensured independent evaluation 
and resolved problems they faced during data collection stemming from the COVID-19 
situation or the lack of responsiveness of the stakeholders 

• Credibility: The credibility of the evaluation was maintained by cautiously using available 
data (literature review and primary data) and triangulating data through multiple sources. 
The evaluation accommodated insights from multiple stakeholders to make the final 
evaluation report credible 

• Consent from the stakeholders: Reading and explaining the informed consent to the 
stakeholder and noting it down. Stating clearly about the recording of the interviews and 
taking their consent for the same 

• Confidentiality: Ensuring anonymity and giving the stakeholder confidence of not 
capturing any identifiers and explaining to the stakeholder that no risks will be involved 
as their identity will be kept confidential 

• Respect: Ensuring ethics during COVID-19 and being sensitive to their perceptions and 
beliefs and telling the stakeholder that they can leave at any point during the interview  

• Beneficence: Explaining to the stakeholder how the responses will be used, i.e., for 
improving the training and for any mid-course correction 

• Privacy: Storing safely the data generated and giving access only to the evaluation team 
for analysis purpose 

To ensure uniformity across the quality of data collection, the team members underwent the 
course on Ethics- ‘Introduction to Ethics in Evidence generation’  
https://agora.unicef.org/course/info.php?id=2173

https://agora.unicef.org/course/info.php?id=2173
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3 FINDINGS (QUANTITATIVE AND QUALITATIVE) 

This chapter summarises the findings as per OECD-DAC criteria from the primary data collection 
activities conducted from August 2020 to April 2021. The findings have been also summarised as 
per the theory of change within the OECD-DAC criteria in the next section (4.1). 

The findings have been generated using primary data collected from a range of stakeholders- 
quantitative findings using structured interviews with DTs and FLWs and qualitative findings from 
the NLTs and the state/district/block officials. Literature review (including documents and field 
reports) has also been included to support the primary findings. It should be noted that the 
inferences have been drawn from the DTs and FLWs who constitute the service delivery 
components and are not based on the community’s perceptions. Therefore, there are chances of 
social desirability bias and over-reporting in knowledge and practice, thus, the findings should be 
read with caution for any possible bias emerging from this reporting. Further, for this evaluation, 
disability was not part of the TOR and hence has not been covered in this evaluation. 

The section on relevance investigated the training design (material, content, and method) to 
equip FLWs to deal with different contexts and its usefulness in strengthening the health systems' 
building blocks. It also enquired about the contextualisation of the training module to the local 
needs. This section also explored answers to questions on whether the training facilitated the 
preparation of communication plans; helped in addressing barriers against immunization; was 
inclusive of vulnerable communities and was the training material gender-inclusive to address the 
gaps in routine immunization.  

The section on effectiveness explored the modalities related to the effectiveness of BRIDGE IPC 
skills training in enhancing the knowledge, attitude and practices among the trained FLWs. It also 
probed into the evidence on supportive supervision and monitoring mechanisms emerging from 
the stakeholders’ interviews; and enquired the reasons for making modifications in the training. 
Further, it investigated how IPC skills proved effective in raising communities’ confidence for RI 
and in reaching the vulnerable and marginalised children (left out, drop out and resistant families). 

The section on efficiency probed into the appropriateness of the cascading model to assess the 
efficient delivery of the training from the national to the block level. Second, it examined whether 
the allocated resources including trainers, training material, travel allowances, and the training 
facilities were appropriately managed to ensure the efficiency and the expected outcome of the 
BRIDGE IPC skills training. The evaluation also noted the issues that may have emerged and 
how they were addressed for achieving the BRIDGE IPC skill training objectives. 

The evaluation explored the sustainable aspects of the BRIDGE IPC skills training and enquired 
about the next steps and recommendations to improve the training. It also looked into the future 
support from UNICEF to explore the potential of sustaining the results of the IPC skills training.  

The evaluation investigated to what extent the aspects of gender and equity are built in the 
BRIDGE IPC skills training to address low immunization among children. Issues like addressing 
the gender-based challenges and sustained targeting of the vulnerable population were also 
explored during the evaluation. 
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1. RELEVANCE  
 

1.1. How well does training design (material, content, method) respond to the training 
objectives, FLW needs and expectations, and different contexts? 

a. How relevant was the course material used for imparting the training? Did the FLWs find 
the course material relevant, and did it meet their expectations? Was the module 
contextualised based on the local needs? Did the training cover the required areas for 
developing IPC skills? 
 
The evaluation found that the training material, content and methods were consistent to 
address training objectives of building IPC skills of the FLWs for delivering key messages 
on routine immunization (RI), mobilising communities and building their confidence in 
vaccination, preparing the village-level communication plan and tracking vulnerable 
children (LODOR families- left out, dropped out, resistant families). The operational 
guidelines were developed for imparting the training with a separate manual for trainers 
and FLWs. However, a few concerns (like contextualisation of the material depicting local 
scenarios and practices, culturally appropriate uniforms for FLWs etc.) were reported by 
the stakeholders in non-Hindi states, therefore it was suggested to make the material more 
    van     su    h  c   un  y’s c n  x .   

The findings suggested that almost all the FLWs (99.0%) found the training content relevant for 
building their IPC skills (Table-1.1.1) All the FLWs felt that the training content/activities were 
designed to help them address their local issues (Table-1.1.2). The trained FLWs were able to 
understand the content of the material (Table-1.1.3) and could follow the language used in the 
material (Table-1.1.4). They also mentioned that the training content was translated, and the 
training was imparted in the local language (Table-1.1.5; Table-1.1.6).  

Almost all the DTs reported that the FLWs found the course material relevant except in Rajasthan 
wherein 8.1% of the DTs mentioned that FLWs did not find it relevant (Table-1.1.7). Out of the 
DTs who received feedback from the FLWs on the training content (89.1%), around 63.2% of the 
DTs reported that the FLWs found the training material comprehensive and around 80.0% of DTs 
were told by FLWs that the content was useful to build FLWs’ IPC skills. However, nearly half of 
the DTs (50.7%) felt that FLWs found the training content technical (Odisha: 65.4%), and one-
fourth of them (26.3%) said that FLWs found the content too generic and not contextualised as 
per their local needs (Table-1.1.8, Table-1.1.9). The DTs received feedback from the FLWs 
immediately post the training and perhaps the FLWs were overwhelmed with the information 
shared with them in a one-day long training.  

Almost all the DTs (99.5%) were also able to understand the content of the training material 
(Table-1.1.10) and 94.2% agreed that the content of the BRIDGE IPC skills training was useful 
(Table-1.1.11). Similar to FLWs, most of the DTs also mentioned that the training was imparted 
in the local language and the material was locally contextualised (Table-1.1.12; Table-1.1.13).  

Most of the officials believed that the training material was associated with FLWs' work and would 
help them to improve the quality-of-service delivery and build community ownership. They found 
the content clear and informative, and the audio-visuals/mass-media were specifically found to 
be contextualised to some extent to meet the districts’ requirements. Further, in non-Hindi-
speaking states, the officials requested for more contextualisation of the audio-visual content 
based on local needs.  

Officials noted that although the illustrations in the training content and the materials were found 
to be relevant especially for addressing AEFI issues, however, it required further 
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contextualisation. One official from Rajasthan suggested that the characters shown in the 
illustrations can be contextualised by making them wear local attire (‘turban/pagdis’ in Rajasthan) 
to connect more intensely with the community. The officials also felt that focus should be given 
to ‘g n   ’  n  h  c n  n  an      s  ss n  a     ‘us ’  h s      f  qu n  y wh      a n ng  h  
cadres.   

Regarding the method used for imparting the training at different levels, all NLTs lauded the 
innovative methods used. The film “Aasha Ek Nayi  ubah” was appreciated as it beautifully 
depicted the FLWs positively influencing the lives of individuals. However, some of them felt that 
the film should have been translated into local languages, similar to other training materials (the 
film was presented in Hindi/English language). Further, the NLTs suggested that separate movies 
can be shot for Hindi-speaking and non-Hindi speaking states and the movie should display real-
life scenarios (e.g., ANM and ASHA workers in the movie should wear the official uniform of that 
state).  

“In the movie, ANM was not wearing a white dress and the ASHA worker was wearing a 
coloured dress, while they are supposed to be in uniforms in the field. I feel that the movie 
should be locally relevant showcasing different problems in North and  outh India.” NLT, 
Karnataka. 

 
The state officials also mentioned that the use of games, objective-type questions, mock sessions 
and audio-visual aids were relevant to building skills of the FLWs. They found the participatory 
approach of the training was engaging and provided ample opportunities for FLWs to learn and 
enhance their skills.  

“The mock session was very important to improve skills of trainers and to develop their 
confidence. IPC is a very good concept, and it will improve the work of the FLWs.” State official, 
Uttar Pradesh 

 
b. Did the FLWs find the training relevant and did it meet their expectations? How relevant 
were the different methods used for imparting the training?  
 
Overall, 92.8% of the FLWs reported that the IPC session was relevant to address the challenges 
they encounter while improving RI coverage (Table-1.1.14). Further, it was found that the top 
three methods liked by the FLWs include: videos/films (65.0%), presentations (56.0%), and role-
play (51.0%) (Table-1.1.15). 

NLTs validated the findings and said that the training was relevant as it used a participatory 
approach which provided a platform for discussion. The NLTs also mentioned the relevance 
of games for making the training interesting and the use of simple techniques like the “ ushti” 
(fist) technique to help FLWs remember the “GATHER” approach. The NLTs stated that the 
training focused on developing and enhancing the IPC skills of FLWs for promoting 
immunization, mobilising the community for RI (e.g., encouraging community members to 
s  ak an  ca   ng ‘  f - u ’ fa     s f   c   un  y      ngs), an   ngag ng ca  g v  s 
during community meetings. One NLT from Assam mentioned that BRIDGE training was like 
a “booster dose” as it boosted FLWs capacity. The NLTs from Karnataka and Assam appreciated 
the training module since its content conveyed information to the FLWs while keeping their profile 
and social issues in mind. 

The NLTs, DTs and FLWs shared that the training covered the core areas of IPC skills 
 h  ugh  h  ‘GATHER a    ach’. This approach focussed on the importance of communicating 
about RI during a home visit, greeting the caregiver and enquiring about the health of their 
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children. From the training, FLWs learned to encourage community members to participate during 
the community meetings and engage with influencers to motivate families to immunize left out 
children. FLWs also learned to develop a communication plan to identify key influencers and list 
barriers in their community.  

“The trained FLWs expressed an improved ability in interacting with the communities who were 
reluctant to get their children immunized with the help of the community influencers.” NLT, Uttar 
Pradesh 

 
The state officials from Assam felt that the BRIDGE IPC skills training was relevant in sensitising 
the community about the importance of immunization, especially those who were reluctant to 
immunize their children, through the ANMs. 

“IPC was not a part of the pre-service/training of the FLWs, but I believe that it should be 
incorporated to strengthen the FLWs’ basics on IPC skills since the beginning.” District official, 
Rajasthan 

 
1.2. How relevant is the BRIDGE IPC training in strengthening the building blocks of health 

systems?  

The BRIDGE IPC skills training was relevant in strengthening the health workforce and 
service delivery. As per the NLTs, the cascading model followed for implementing the training 
was useful to train a larger number of FLWs through the trained pool of DTs. The FLWs (health 
workforce at the grassroots), were directly interacting with the community and were trained to 
enhance their IPC skills to reduce vaccine hesitancy, awareness gap and apprehensions of AEFI 
within their communities. FLWs learned how to engage with communities on issues regarding 
child health and immunization, deliver key messages and engage with influencers.  

According to the officials (state, district and block level), the service delivery was enhanced 
through the improved capacity and action of the trained cadre of FLWs (ASHAs, ANMs and 
AWWs). The training improved the service delivery of the FLWs by improving their capacity to 
develop a village communication plan, identify key barriers, list the LODOR families and engage 
with influencers to address the barriers in RI.  

“The BRIDGE IPC skills training has affected the strengthening of health systems, especially 
the health workforce and their communication skills to the community from RI.” Official, 
Rajasthan 

1.3. How well does the SBCC plan help in the preparation of the communication plan and 

in addressing barriers against immunization?  

Did the FLWs feel that the SBCC plan is relevant for the communication plan? Was the 
SBCC plan format useful to tackle barriers against vaccination? 

The SBCC plan helped the trained FLWs in preparing their communication plan. They recognised 
the SBCC plan as a social mobilisation plan and listed SHGs/local influencers, NGOs, and 
religious leaders who could provide support for raising demand for RI and addressing barriers. 
72.7% of the trained FLWs were preparing the communication plan which was relevant to identify 
the potential influencers in their area, key barriers (such as low awareness on RI) and the LODOR 
families (Table-1.3.1). However, there were state-level variations. 50.0% of the trained FLWs in 
Karnataka and 46.0% of the trained FLWs in Rajasthan were able to prepare the village level 
communication plan. The officials also mentioned that communication plans developed by the 
FLWs covered all the high-risk areas and helped them to spread awareness about immunization 
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in those communities. Further, the reasons were explored from the FLWs to find out the reasons 
for not preparing the plan. The trained FLWs who did not prepare the plan cited that they did not 
find it relevant (Overall: 45.0%; Rajasthan: 82.5%; Karnataka: 5.1%) followed by the reason of 
not getting time to prepare it (Overall: 11.9%; Uttar Pradesh: 36.8%; Karnataka: 0.0%) (Table-
1.3.2).  

2. EFFECTIVENESS 
 

2.1. H w has  h    a n ng b  n ab       nf u nc  (    c  y/ n    c  y)  h  f  n   n  w  k  s’ 
knowledge, attitude, and practices?  

The training was able to influence the trained FLWs’ knowledge and practices around 
routine immunization. Most of the FLWs (trained and untrained) had information on the vaccines 
(BCG, OPV Zero, Hepatitis B) given to the child at birth (99.5% trained; 99.0% untrained). A 
significant difference was observed between trained (70.0%**) and untrained FLWs (61.2%) on 
the understanding of the disease prevented by Hepatitis B. Further, marginal differences persisted 
between knowledge on the schedule of the vaccine given to a child at one and half months (BCG, 
Pentavalent and OPV1) and due vaccines to be administered if the child comes after a gap of 6 
months (Knowledge on pentavalent: trained 85.2%, untrained 84.7%; knowledge on OPV-2: 
trained 57.4%, untrained: 59.3%) (Figure-11). 

 

The data on the attitude of FLWs was collected using a 5-point scale. A higher proportion of 
trained FLWs stated a positive attitude across all the statements as compared to untrained ones. 
Further, the differences between trained and untrained FLWs were found to be significant 
across five statements – the importance of building community’s confidence through creating 
awareness, addressing queries and providing information on AEFI to improve vaccine acceptance 
(trained: 96.5%***, untrained: 90.3%); the importance of providing immunization to all children 
irrespective of their caste, religion and gender (trained: 97.0%***, untrained: 91.1%); the 
importance of providing immunization to all children irrespective of their socio-economic status 
(trained: 96.0%**, untrained:91.3%); community members seeking ASHAs’/ANMs’ advice 
(trained: 96.5%*, untrained 93.1%); and fear of adverse effects of immunization among health 
workers hindering full coverage of RI (trained: 90.0%*, untrained 93.9%) (Table-6). 
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Table 6: Attitudes of FLWs on RI practices 

The attitudes of the FLWs on RI practices Overall (%) Status on BRIDGE IPC training (%) 

Trained Untrained 

Immunization is an important part of 
preventive care in my work 

97.2 97.2 97.2 

I am responsible for educating 
caregivers/community on immunization and 
the diseases they prevent 

96.2 97.5 94.9 

I am responsible for inquiring/ evaluating the 
immunization status of children 

90.9 92.0 89.8 

I am able to convince the community 
members on RI 

85.8 87.5 84.0 

I am able to clarify all their doubts and answer 
their queries on RI 

91.3 92.0 89.6 

Community members look up to ASHA/ ANMs 
like me for advice 

94.8 96.5* 93.1 

Building confidence of community through 
creating awareness, addressing their queries 
and providing information on AEFI improve 
the acceptance of vaccination 

93.4 96.5*** 90.3 

It is important to provide immunization to all 
children irrespective of their caste, religion 
and gender 

94.1 97.0*** 91.1 

It is important to provide immunization to all 
children irrespective of their socio-economic 
status 

93.7 96.0** 91.3 

Fear of adverse effects of immunization 
among health workers hinder full coverage of 
RI 

91.9 90.0* 93.9 

N 793 399 393 

Significance level: (p< 0.001***; 0.01**, 0.05*) 

a. Has the training improved the knowledge and practice of the FLWs to communicate with 
the parents, caregivers, and community members at large?  

The FLWs reported the positive influence of the training on communicating with parents 
and caregivers. Post-training, a higher proportion of FLWs agreed to feel confident (95.0%) and 
motivated (89.0%) while interacting with parents/caregivers on immunization. The percentages 
slightly varied across states wherein Assam reported the lowest percentages among all five states 
covered for the evaluation (Table-2.1.1 and Table-2.1.2). 

The literature review suggested that children mostly drop out because of the parents’/caregivers’ 
fear of adverse effects which is a major barrier in the uptake of vaccination46. Therefore, in the 
BRIDGE IPC skills training, FLWs were taught how to effectively address the concerns of the 
caregivers, inform them about the minor adverse events following immunization besides greeting 
the parent with a smile, asking questions about the health of the child, what vaccine was being 
administered and the disease prevented from it, etc. Through this training, FLWs were taught how 
to mitigate vaccine hesitancy through effective communication. 

 
46 Jasmine, Aliya, and Priyadharshini. “Coverage  urvey of  easles-Rubella Mass Vaccination Campaign in a Rural 

Area in Tamil Nadu.” Journal of Family  edicine and Primary Care 8, No. 6 (2019): 1884. 
https://doi.org/10.4103/jfmpc.jfmpc_319_19. 
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For improving the community’s confidence in immunization, a higher proportion of trained FLWs 
were using IPC skills as compared to untrained FLWs. The differences between trained and 
untrained FLWs were found to be significant in responding to the community’s concerns (trained 
89.8%***, untrained 80.8%) (Table-2.1.3).  
 
While exploring different points covered by the FLWs during the community meetings, it was found 
that the trained FLWs were more likely to cover key elements of community meetings than their 
untrained counterparts. It is interesting to note that higher differences were reported for the 
discussion on minor AEFI and its management (trained: 48.5%, untrained: 41.2%). (Figure-12).  

A similar pattern was mentioned by the DTs. Most of them mentioned a positive effect of the 
training on the knowledge level, practices and attitude of FLWs. They cited the improvement in 
communication skills (93.6%) and confidence (95.2%) as positive changes among the FLWs 
besides enhanced convincing power (87.2%), knowledge (93.8%), evidence-based planning 
(85.7%) and outreach and advocacy skills (88.7%) (Table-2.1.4).  

b. How equipped or skilled do the frontline workers feel after the training and why?  

The majority of the FLWs felt equipped post the training as it was effective in building their 
skills (Table-2.1.5). Largely the training enhanced communication skills (87.0%), improved 
confidence (87.0%), enhanced knowledge (87.0%) and convincing power (69.0%).  At an overall 
level, only around half of the trained FLWs developed skills in evidence-based planning, outreach 
and advocacy, and tracking left-out and drop out children (Table-2.1.6). A huge variation was 
noted among the states, possibly due to the differences in the emphasis given on different skills 
during the training. Variations were noticed for the following skills: 47.0% of the trained FLWs 
developed skills in evidence-based planning (18.0% in Odisha to 98.0% in Karnataka); 53.0% of 
FLWs were skilled in outreach and advocacy (12.0 % in Assam to 97.0 % in Karnataka); and 
56.0% of FLWs developed skills on tracking left-out and drop out children (28.0 % in Uttar Pradesh 
to 98.0 % in Karnataka). 

Almost all the trained FLWs found the training was helpful in build their communication skills for 
mobilising parents/communities for routine immunization (RI), delivering key information on new 
vaccines introduced, motivating vulnerable households, and doing a follow-up on immunization. 
Additionally, FLWs were able to develop skills for increasing communities’ confidence in vaccines 
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and reducing vaccine hesitancy, answering communities’ concerns effectively, using a template 
to prepare a village-level communication plan, tracking children, especially dropouts and left-outs, 
and delivering key messages on RI (Table-2.1.7).  

c. Has the training changed anything about the actual service delivery? Has the training 
helped enhance target identification for FLWs/ are they reaching out to the most left-out?  

The training strengthened the actual service delivery as the FLWs now strongly bond with 
the community. Close to three-fourths of the trained FLWs recently prepared the village 
communication plan (72.7%*) which was higher than untrained FLWs (65.9%). The differences 
were also found to be significant. Stark differences were observed in Karnataka (trained: 50.0%; 
untrained: 40.5%) and Uttar Pradesh (trained: 76.3%; untrained: 65.8%) where trained FLWs 
were faring much better as compared to the untrained FLWs (Table-7 and Table-2.1.8).  

Table 7: Preparation of village-level communication plan by FLWs based on their 
BRIDGE-IPC training status 

FLWs ever prepared village 
level communication plan 
  

Overall (%) 
Status on BRIDGE IPC training (%) 

Trained Untrained 

Yes 69.4 72.7* 65.9 

No 30.6 27.3 34.1 

N 793 399 393 

Significance level: (p< 0.001***; 0.01**, 0.05*) 

The BRIDGE training focussed upon making LODOR lists, organising community meetings and 
conducting home visits as key methods to improve the identification and coverage of the children. 
It was found that trained FLWs were more likely to target left out children through home visits 
(84.2%), community meetings (72.7%) and preparing LODOR lists (38.3%*) than their untrained 
counterparts (Table-8). The differences between trained and untrained FLWs who prepared a 
LODOR list were also found to be significant. 

Table 8: Methods used by FLWs to track left out children based on their BRIDGE-IPC 
training status 

Methods used by FLWs to track 
left out children  

Overall (%) 
Status on BRIDGE IPC training (%) 

Trained Untrained 

Prepare a LODOR list 34.7 38.3* 31.0 

RCH portal 26.7 27.3 26.0 

Home visits 81.8 84.2 79.4 

Community Meetings 69.7 72.7 66.7 

Self-maintained register 61.8 64.2 59.5 

N 793 399 393 

Significance level: (p< 0.001***; 0.01**, 0.05*) 

The trained FLWs were also capacitated to identify influencers, and the top three influencers were 
reported as elders of the family (72.2%), teachers (70.2%) and religious leaders (58.4%) (Table-
2.1.9).  

The evaluation explored the process of service delivery through the observation of the 
FLWs at the actual immunization sites. The mean score (out of 3) of various practices 
suggested that most of the FLWs followed the recommended steps from the training. The 
mean score of Karnataka and Odisha was higher than the other states across these practices 
(Figure-13). 
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2.2. Were the supportive supervision and monitoring mechanisms effectively utilised?   

a. How effectively the supportive supervision mechanism is being implemented? How was 
the data utilised for decision making purposes (whether M&E mechanism exist)? 

The supportive supervision and monitoring mechanisms were implemented for improving 
FLWs’    f   anc  an  c nf   nc , h w v  ,  h    was a w    va  a   n  n   s 
implementation across 5 states. There was an absence of an integrated MIS system for 
ease of monitoring where the data was compiled on the training planning, implementation 
status, capturing pre-post feedback from the DTs and FLWs and monitoring the 
performance of the FLWs. 
 
After the training, the FLWs obtained quality advice and guidance from the district officials and 
supervisors to address any concerns on immunization-related matters (Table-2.2.1). The officials 
explained that review meetings were conducted after the BRIDGE IPC skills training at the district 
level to assess the progress of the training. These meetings provided FLWs with an opportunity 
to share their experiences and feedback on the quality of the training. The local data was used to 
monitor the performance of the FLWs and to resolve any problems or issues faced by them during 
the regular follow-up visits. The coverage and training assessment data were subsequently used 
for future decision-making to improve the training’s quality and for developing action plans. 

The officials mentioned that ANMs mostly supervised ASHAs. They checked whether ASHAs 
were able to convince and mobilise the community members on immunization. They also 
examined A HA’s knowledge and IPC skills learnt from the ‘GATHER’ approach.  oreover, 
ANMs checked the ASHAs register during their village visit for the correctness of the information. 
In Assam, a dedicated app was used to implement supportive supervision. This app had a list of 
questions in which the feedback from the FLWs was entered. Relevant documents were uploaded 
on the portal and could be visualised through a dashboard to get an estimation of FLWs receiving 
supportive supervision. Documents were downloaded by state officials from this app to find 
whether the supportive supervision was being conducted or not. While DTs had access to the 
data, FLWs did not have it. 

The evaluation found an absence of an integrated MIS system to collate data on the training 
planning, implementation status, capturing feedback from the DTs and FLWs, and monitoring the 
performance of the FLWs, though some information was available on DTs and FLWs at the state 
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and block level. For instance, the district officials took initiative to check the FLWs records to 
monitor their activities and gauge their progress on different programmes, including immunization. 
In Rajasthan, the district official mentioned that in cases where immunization coverage was low, 
they followed up with the ASHAs and encouraged them to work more diligently on it. Therefore, 
the presence of an integrated MIS system is deemed necessary for the ease of monitoring and 
timely decision-making. 
 
“To strengthen the building blocks of the health system, district and block level training were 
provided to ASHAs, ANMs and AWWs. Later, district-level officers verified and monitored the 
service delivery.” State Official, Odisha 

 
The analysis suggested that around three-fourths (74.3%) of the DTs received supportive 
supervision and guidance to improve their skills as a trainer in the last training, with Assam 
(65.1%) receiving the least support (Table-2.2.2). Largely the DTs received supportive 
supervision from the DIO (64.1%), followed by MOIC (26.2%) and Lead Trainers (22.2%) (Table-
2.2.3).  

More than three-fourths of the DTs (78.5%) had post-training follow-up. This proportion was 
reported lowest in Assam (51.1%), while it was highest in Karnataka (88.9%) (Table-2.2.4). 
Further, 83.1% of DTs mentioned that field monitoring and handholding support existed in their 
states (Table-2.2.5) and more than half of the DTs (52.3%) received supportive supervision in the 
last 6 months. However, there was wide variation reported across the states (lowest in Assam: 
36.2% and highest in Odisha: 71.1%) (Table-2.2.6). Close to 50.0% of District Trainers received 
supportive supervision from the DIO, 38.6% from MOIC and followed by the lead trainers (36.2%) 
in the last 6 months (Table-2.2.7).  
 
The evaluation also explored the existence 
of supportive supervision at the FLWs 
level. Overall, the majority of the FLWs 
(93.0%) reported post-training follow-up 
during the monthly sector meetings (Table-
2.2.8). Most of the FLWs (92.0%) 
mentioned that a field monitoring 
mechanism existed in their states (Table-
2.2.9). Further, the frequency of receiving 
such support in the last 6 months was 
explored. Around one-fifth (22.6%) of the 
FLWs did not receive any handholding 
support in the last 6 months (Figure-14). 
The mean frequency of support received in 
the last 6 months was 1.5 times (Table-
2.2.10). One possible explanation for this 
could be the interrupted services due to the 
COVID-19 pandemic.  
 
2.3. Was the training effective in ensuring no information loss and in recalling key 
messages?  
 
a. Are the FLWs able to recall the key messages and call to action from the training? (FLW 
knowledge)  
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Figure 14: Frequency of handholding support 
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The training ensured that the FLWs were able to recall key messages taught to them during 
the BRIDGE IPC skills training. However, there was information loss due to cascading 
model of training. Large variations were also observed across the states. Overall, 40.1% 
FLWs recalled all the key messages of the BRIDGE IPC skills training. Most of the FLWs were 
able to recollect messages on the mobilisation of parents/communities for routine immunization 
(92.5%), improving vaccine confidence to reduce vaccine hesitancy among communities by 
answering their concerns (86.0%) and tracking children, especially dropouts and left-outs (78.5%) 
(Figure-15 and Table-2.3.1).  

The cascading model was an effective way to reach out to a large number of FLWs quickly to 
enhance their skills and knowledge. However, it was contingent upon many factors such as the 
quality of the DTs, their proficiency level and information loss in absence of refresher training.  

92.5

76.4
86.0

72.4
78.5

0
10
20
30
40
50
60
70
80
90

100

E
ff
e
c
ti
v
e

ly
 m

o
b
ili

z
e

p
a

re
n
ts

/c
o
m

m
u
n

it
ie

s
fo

r 
ro

u
ti
n
e

im
m

u
n
iz

a
ti
o

n

D
e

liv
e

r 
k
e
y
 m

e
s
s
a

g
e
s

o
n

 R
I 
a

n
d
 n

e
w

v
a
c
c
in

e
s
 i
n
tr

o
d

u
c
e
d

Im
p
ro

v
e
 v

a
c
c
in

e
c
o
n
fi
d
e

n
c
e
 a

n
d

re
d
u

c
e

 v
a
c
c
in

e
h
e

s
it
a
n

c
y
 a

m
o
n

g
c
o
m

m
u
n

it
ie

s
 b

y
a
n

s
w

e
ri
n
g

 t
h
e

ir
c
o
n
c
e
rn

s
 e

ff
e
c
ti
v
e

ly

U
s
e
 a

 p
la

n
n

in
g

te
m

p
la

te
 t
o
 p

re
p
a

re
 a

v
ill

a
g
e
-l
e

v
e

l
c
o
m

m
u
n

ic
a
ti
o
n
 p

la
n

T
ra

c
k
 c

h
ild

re
n
,

e
s
p
e

c
ia

lly
 d

ro
p

o
u
ts

a
n

d
 l
e
ft
o

u
ts

, 
a

n
d

fo
llo

w
-u

p
 o

n
im

m
u

n
iz

a
ti
o

n
s

Key messages on RI

Figure 15: Recall of key messages by FLWs taught during the BRIDGE IPC skills training 
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Figure 16: Effectiveness of the cascading model  

Note: Scores: Highly effective-3; partially effective-2; not at all effective-1 
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The effectiveness of the cascading model was gauged by the officials at the state, district and 
block levels on a scale of 3.0. Officials from Odisha and Uttar Pradesh found the cascading model 
very effective (3.0) while those from Rajasthan graded it around 2.2 (Figure-16). However, some 
of them mentioned that the information loss in the training was dependent on the quality of the 
trainers (medical or health sector and communication skills) at all levels. 

“The resource person such as block health officers, supervisors came and we trained them, but 

it depends on them how much they will implement, so there might be information loss.” DIO, 

Assam 

 
Moreover, the retention of information was also based on the conduct of refresher training. The 
refresher training provided an opportunity for the DTs and FLWs to share their experience and 
challenges which was helpful to strengthen their skill and performance at work. It was noted that 
in many states, a small proportion of FLWs and DTs received refresher training and the gap 
between the training and refresher training of FLWs was quite long.    

 

To check recall of the IPC messages, FLWs were assessed on the field while conducting live 
immunization sessions. The evaluation found that most of them demonstrated the use of key IPC 
messages from the training. Largely all of them followed the ‘GATHER’ approach. The mean 
score for practising the key IPC skills was high for all the key IPC skills except for greeting the 
caregivers (mean score 2.4) (Figure-17). The DTs also confirmed that almost all the trained FLWs 
were able to absorb the IPC content during the last training conducted by them (Table-2.3.2). 

 

 
 
 

“There may have been some loss of information due to the cascading model. To avoid this, 
refresher training must be conducted at least once a quarter.” State official, Uttar Pradesh 
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Figure 17: Key IPC skills followed by FLWs at the immunization site 
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2.4. What would the FLWs want to change/improve/revise about the training or its content?  
 
The FLWs felt that the training content was appropriate but covered too many aspects for 
a day-long training. A similar pattern was also captured from the DTs. According to the DTs 
(74.6%), the FLWs felt that the training covered too many aspects in a shorter duration, and 
around half of them (48.3%) mentioned that the FLWs found the duration of the training relatively 
less to cover the aspects (Table-2.4.1).  

The FLWs suggested few changes in the training to increase its effectiveness. These changes 
include: (i) Increasing the duration of the training to 2 days to ease the learning of concepts and 
practice key messages; (ii) Separate training batches for ASHAs, AWWs and ANMs based on 
their respective duties and responsibilities; (iii) Conducting residential training of the FLWs as they 
face transport issues and come from far off or geographically difficult areas; (iv) Undertaking 
refresher training of FLWs every year for improving motivation and effective delivery of quality 
services.  

2.5. How effectively do the trained FLWs communicate with parents and caregivers to 
motivate them for immunization? 

The evaluation found that 41.6% FLWs were able to recall all the key messages on RI (Trained: 
43.6%; untrained: 39.7%) (Table-2.5.1). The higher proportion of trained FLWs were able to 
deliver the key message on RI, especially on the vaccine given and diseases prevented (94.2%), 
time and place for the next vaccination (90.5%) and conveyed the minor adverse effects of the 
vaccine (74.2%) as compared to untrained FLWs (Table-2.5.2). The differences between trained 
and untrained FLWs were also visible in their conversation with the parents/caregivers (Figure-
18).  
 
 ost of the trained FLWs reported following the ‘GATHER’ approach and shared that they greet 
the parent with a smile/Namaste (80.2%), asked questions about the child’s health (83.7%), told 
them about the importance of RI (72.2%) and briefed about possible minor side effects (59.1%). 
Further many FLWs also avoided interruptions such as picking calls or checking messages 
(59.0%), avoided use of technical language (44.1%) and around 69.2% of them also answered 
any queries raised by the parents (Figure-18 and Table-2.5.3).  
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a. Did the community report positive interactions and satisfaction with FLWs?  

The inferences have been drawn from the FLWs who constitute the service delivery components 
and are not based on the community’s perceptions. Therefore, there are chances of FLWs over-
reporting positive interactions with the community. Thus, the findings should be read with caution 
for any possible bias emerging from this reporting. Further, it should be noted that given the 
COVID-19 constraints, direct feedback from the community on RI could not be gathered. 
However, indirect feedback was captured from the FLWs on awareness and practices among the 
community.  

After the training, most of the FLWs found that communities had increased knowledge and 
awareness on the benefits of immunization, managing the minor side effects post-immunization 
and they witnessed increased demand and family support for RI (Table-2.5.4).  

Further, FLWs highlighted that caregivers’ confidence in the vaccine could be increased by 
responding to their concerns (88.0%) and organising community meetings (82.0%). However, 
citing peer examples of successful vaccination or disseminating knowledge on the importance of 
RI were the least common methods perceived by them for building confidence among the 
community (Table-2.5.5). 
 
2.6. What were the key limitations of BRIDGE training as compared to other IPC skills 
training, if any?   

The officials and FLWs mentioned that the BRIDGE IPC skills training was the first training 
   a         u  n     un za   n f cuss ng  n      v ng FLWs’ IPC sk   s. The stakeholders 
(officials, NLTs, DTs, and FLWs) reflected on mainly the differences between the BRIDGE training 
and other training. These include the following  (i) BRIDGE training was a one-day training 
conducted for FLWs as compared to one-hour of other training (ii) The stakeholders mentioned 
that unique methods and techniques were used in the BRIDGE training such as one-to-one 
interaction, videos and role-play that were effective to improve the communication skills of the 
FLWs (iii) Officials reflected that the BRIDGE training built the capacity of the FLWs to reach the 
community and to address low coverage of RI (iv) BRIDGE training was not a classroom teaching, 
but involved participation of the FLWs (v) Compared to other training that discusses only 
immunization topics, BRIDGE training focussed on increasing the RI (vi) BRIDGE training 
oriented FLWs and enhanced their skills through the on-field application of skills, feedback and 
handholding support from DTs (vii) Other training just strengthen the   IC’s skills, but BRIDGE 
training included the entire FLW cadre (ANMs, ASHAs and AWWs) (viii) In BRIDGE training, 
FLWs learnt to identify influencers such as religious leaders, elders and teachers to advocate and 
promote RI in the community.   

3. EFFICIENCY  
 

3.1. What is the overall fidelity of the cascading model in terms of timing, adequate 
selection, allocation and use of resources to achieve BRIDGE skill training objectives and 
quality?  

 
a. How efficient was the cascade model of training and its corresponding implementation 
fidelity? Was there any delay in providing training through the cascading model? 
 
The training followed a top-down design/cascading model encompassing three steps: (i) building 
the capacity of the National Lead Trainers to provide training and supportive supervision to the 
district trainers for block-level FLW training (ii) NLTs imparting training to the District Trainers for 
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training FLWs (iii) DTs training the FLWs to apprise them about various aspects of IPC skills and 
equipping them to address issues encountered in promoting RI at the community level.  
 
The cascading model of the BRIDGE IPC skills training was efficient in transferring 
appropriate knowledge to the FLWs for strengthening their existing interpersonal 
communications skills. However, its overall efficiency was contingent upon the quality of 
the trainers (both at the NLTs and DTs level), and the quality of the training conducted 
(adequate resource allocation, and its planning and implementation).  
 
The NLTs shared that without using a cascading model, it would have been difficult to efficiently 
conduct training of such a large number of FLWs from across the states. This model relied on the 
district trainers who trained FLWs in their respective local dialects, which ensured efficient 
communication. For example, in Karnataka, 300-400 district trainers were trained to further train 
around 0.1 million (1 lakh) FLWs across the state. At the national level, ToTs were conducted for 
2 days by UNICEF staff and EID staff, and sessions were divided amongst them for efficient 
content delivery and to avoid monotony. At the state level, the guideline for selecting the trainers 
from the district and block-level cadres were strictly followed. Only individuals with strong 
communication skills and/or health backgrounds were selected as district trainers. The literature 
review, analytical reports and interviews with officials also validated this finding that the maximum 
number of DTs were from a communication background, followed by medical and health 
background. Moreover, the trainers’ profile also established that those with medical training and 
communication experience were better suited as trainers than trainers from other sectors.  
 
“The DTs were from health or communication background and they were chosen based on their 
training skills. The district health education officer selected the DTs. The DTs were available as 
per plan and the pool of DTs was sufficient to conduct FLWs training.” State official, Uttar 
Pradesh 

 
Both the NLTs and DTs immensely praised the cascading model as it was useful in reaching out 
to a large number of FLWs within a shorter duration of time. Almost all the District Trainers (99.2%) 
felt that the model used for training is efficient for transferring appropriate knowledge to the FLWs 
(Table-3.1.1).  
 
Training quality 
 
The NLTs shared that the appropriate batch size (varying from 25-35 participants) was maintained 
during the training and adequate training kits were available and provided to all participants that 
included a bag, hand-outs, booklets, note-pad, copies of movies in a DVD, etc. At the state level, 
an adequate budget was allotted for organising the training and allowances were paid to the 
participants as well as trainers as per the government norms. As per the District Trainers, during 
two days of the training, the module was rigorously followed, and district trainers were specifically 
instructed to adhere to it while training the FLWs.  
 
The quality of the training was examined by looking at the preparation (timely notification about 
the training, facilities at the venue, availability of the training kits), delivery of the training (key 
messages and methods used) and post-training assessment. 
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(a) Notification and prior 
information on the training, and 
facilities at the training venue 
 
Regarding the notification of the 
training at different levels, there 
were wide differences at the 
NLTs, DTs and FLWs levels. A 
higher proportion of FLWs received 
short notice to attend the training as 
compared to DTs and the NLTs 
(Figure-19).  
 
Additionally, three-fourths of the 
DTs and 94.0% of the FLWs 
received prior information on the 
topic of the training (DTs- Rajasthan: 42.9%; FLWs- Karnataka: 87.2%). Around 81.9% of the DTs 
could reach the venue one day before the training (Assam: 53.2%). In Assam, a contrast from 
the BRIDGE IPC guideline was reported on the residential mode of the training where only 
one-fourth of the DTs attended the residential training (Table-9 and Table-3.1.2).  

Table 9: Training preparation for DTs (%) 

Training preparation 
State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Prior information 
shared on the topic of 
training 

75.4 66.0 91.7 74.6 42.9 74.6 

Reaching the venue a 
day prior to the training  

81.9 53.2 94.4 74.6 79.6 85.8 

Residential mode of 
training 

92.4 25.5 94.4 98.3 100.0 98.7 

N 645 47 144 173 49 232 

 
On the facilities provided to the DTs and FLWs, mainly differences were observed in terms of 
provision of transport facility to the venue (DTs: 59.2%, FLWs: 43.1%), and TA/DA received for 
attending the training (DTs: 70.2%, FLWs: 94.2%) (Table-3.1.3). Furthermore, state-wise 
variation was also noted among states regarding receiving the transport facility to reach the venue 
(DTs: Rajasthan- 32.7%, FLWs: Karnataka-9.0%) and receiving both TA/DA for attending the 
training (Karnataka – DTs: 29.9%; FLWs: 57.1%).    
 
The availability of the facilities and training kits at the venue were also gauged both from DTs and 
FLWs. Overall, almost all the DTs and FLWs received the necessary facilities, however, the 
internet facility was found to be an issue in Rajasthan (DTs: 12.2%, FLWs: 4.1%) and Uttar 
Pradesh (DTs: 12.5%, FLWs: 8.7%), followed by the non-availability of the projector in 
Karnataka (FLWs: 3.8%) and non-availability of training kits in Assam (Assam: DTs-29.8%, 
FLWs- 17.6%) (Table-3.1.4 and Table-10).  
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Table 10: Adequate training kits available for the trainees 

  

State (%) 

TOTAL Assam Karnataka Odisha Rajasthan Uttar Pradesh 

DT FLW DT FLW DT FLW DT FLW DT FLW DT FLW 

Yes 95.3 94.5 70.2 82.4 93.8 98.7 99.4 100.0 100.0 93.2 97.4 100.0 

N 645 399 47 91 144 78 173 76 49 74 232 80 

 

(b) BRIDGE IPC skills training 
delivery 

The delivery of the training was 
dependent on the quality of the 
trainers. At an overall level, it 
was reported that close to 
30.0% of the DTs were still 
‘  v     ng    f c  ncy’ as 
rated by the NLTs post their 
training. A stark difference was 
noted in Rajasthan with 50.0% of 
DTs developing proficiency 
followed by Assam (40.0%) 
(Figure-20).   
 
Further, the delivery of key 
messages and clarity on the objectives of the BRIDGE IPC skills training were investigated. 
Overall, 25.9% of the DTs knew about all the key messages taught during the training, and among 
them, around 82.4% of the DTs were either proficient or highly proficient. (Table-3.1.5). 
 
Furthermore, the top three messages reported by the DTs were – steps to be taken in case of 
any adverse event (75.3%), date of next vaccination (66.6%) and disease prevented from the 
vaccination (58.8%) (Table-3.1.6).  

In terms of the clarity of the objectives of the training, overall, around 50.8% of the DTs could talk 
about all the objectives of the training, and among them, around 71.3% of the DTs were either 
proficient or highly proficient (Table-3.1.7). 

The DTs mentioned the following topmost three objectives: (i) effectively mobilising 
parents/communities for RI (84.3%), (ii) improving vaccine confidence and reduce vaccine 
hesitancy among communities (84.0%) and (iii) planning a template to develop a village-level 
communication plan (77.4%) (Figure-21).  
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The methods used for imparting the training by the NLTs to DTs and by the DTs to FLWs were 
also explored in the evaluation. The findings highlighted differences in the training methods in the 
cascading model (methods used by NLTs for DTs and by DTs to train FLWs). Huge variations 
were observed in methods used at the different levels of the training, mostly in the participatory 
methods such as Games on ‘Who wants to save a million’ (DTs: 88.4%, FLWs: 62.2%), case 
study method (DTs: 79.2%, FLWs: 60.4%) and group activity (DTs: 81.9%, FLWs: 67.7%). One 
possible explanation for such a difference was the difference in duration of the training for DTs 
and FLWs (Figure-22 and Table-3.1.8). 

 
During the training, almost all the DTs (99.2%) and FLWs (97.7%) reported that all sessions listed 
in the agenda were covered (Table-3.1.9). The NLTs from Rajasthan and Uttar Pradesh also 
validated the finding and stated that the training sessions were conducted as planned. The 
majority of the training was conducted for all the FLWs (ANMs, ASHAs and AWWs) in a group 
(75.0%); therefore, mixed training for all the FLWs was reported as a challenge by various officials 
given the variation in their responsibilities. 
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(c) Post-training assessment 

The training manual has a format for the assessment of the district trainers to ensure the quality 
of training. This included several criteria related to communication skills, body language, 
confidence while answering questions, use of training aids/materials, preparedness for 
conducting the session, delivery of the content and theoretical knowledge of the content.  

The lead trainers conducted pre-post-training assessments of the DTs in all five states. The 
process also involved self-assessment where DTs graded themselves on the same criteria. They 
added that around 70-80% of participants were found to be proficient in completing the assigned 
tasks.  

“To ensure the quality of training at the district level, a state-level trainer must monitor a few 
initial training (this is currently being done by the nodal officer), since usually in a batch of DTs, 
70-80% of people are proficient, and rest might need some hand-holding.” NLT, Karnataka 

 

“The component which couldn’t be implemented as per plan was monitoring. Due to this, the 
training went well till the district-level, but the quality assurance couldn’t be done for some block-
level training.” NLT, Uttar Pradesh 

 

The District Trainers were also assessed using the trainer feedback form during the training of 
Frontline Functionaries at the block level. It had a section on “Adherence to  tandard  perating 
Procedures (  P) of Training” wherein several criteria about content and session delivery, 
facilitation of sessions, besides feedback on logistics and other arrangements were assessed.  

The DTs (96.1%) also used the pre-post training format in their last training to assess the FLWs 
knowledge and skills from the training, which was less common in Assam (58.1%) (Table-3.1.10). 
Among the DTs who used the pre-post training format, 71.9% were proficient or highly proficient 
(Table-3.1.11) Around 84.7% of DTs recorded the results of pre-post training of FLWs through 
SMS-based format received in their last training (Table-3.1.12). Among them, 72.8% were either 
proficient or highly proficient (Table-3.1.13). Overall, 96.5% of FLWs filled in the self-assessment 
form during the training, with the least in Karnataka (88.5%) among all states (Table-3.1.14).  

b. Was the resource allocation adequate to ensure quality training? Were the allocated 
  s u c s us        a  y    ach  v   h    a n ng’s       a   an     -term objectives? 
What were some of the processes and logistics concerning the allocation of finances, 
human resources and time that were missing?  
 
The resource allocation varied from top to bottom of the cascading model. The officials 
noted that though the training was implemented as per the plan, there were challenges 
with logistics (electricity, internet connectivity) and allocation of adequate funds. In 
Rajasthan, the district official recollected facing implementation challenges due to funds 
constraints and training supplies (good quality meals, venue, projectors) which resulted in the 
sub-optimal quality of training in some districts. Officials from Odisha also mentioned that 90.0% 
of the training was implemented as planned, but the COVID-19 pandemic resulted in the re-
scheduling of the rest of the training. The district officials from Assam mentioned that more human 
resources were needed to train FLWs and implement the training as this is a time-intensive 
activity. In addition, the block level official expressed his concern and stated that proper resource 
utilisation should be ensured through appointing a multilingual resource person (knows 
Assamese, Hindi and English languages). 
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The NLTs, though most reported the availability of adequate resources during their 
training, faced some challenges while conducting ToTs in the states. Subsequently, the 
DTs and FLWs also stated facing issues at the district and block level training regarding 
training material and logistical support.  

As discussed above, the DTs and FLWs from Assam did not receive sufficient training kits during 
the training. This was also verified by the district official from Assam that the training material was 
inadequate and could not be distributed to everyone in the group. There was also a state-wise 
variation in the availability of transport facilities and provision of TA/DA for the DTs and FLWs. 
Internet and projector issues were also cited as a bottleneck by DTs and FLWs in some states. 
The literature review also reflected the absence of availability of the training materials in regional 
languages in the initial phases of training in the North-East region. It also documented insufficient 
logistical support for the group activity in several ToT venues and the NLTs had to arrange the 
logistics arranged for their sessions.  
 
c. How efficient were the district trainers in delivering training on IPC skills?  
 
The district trainers were available as per the district training schedules. All the officials 
mentioned that a pool of DTs was maintained for conducting sufficient FLW training at the 
district/block levels. Nearly all the FLWs liked their trainers and felt comfortable in raising 
their queries during the training. 
 
Regarding the soft skills of the DTs, largely FLWs liked their behaviour (99.0%), felt that the trainer 
was able to create a conducive environment to have an interactive session (99.8%) and was 
comfortable in asking their queries to clear their doubts (99.8%) (Table-3.1.15, Table-3.1.16 and 
Table-3.1.17). Almost all the trained FLWs felt that the district trainers gave adequate time to 
deliver the session on IPC skills (99.5%) (Table-3.1.18) and covered all the sessions in an 
appropriate and timely manner (100.0%) (Table-3.1.19).  
 
3.2. How well the training design ensured the retention of information and avoided loss of 
information? 
 
a. Was there any information loss due to the cascading model of training? Was there a 
need for refresher training to ensure that there is no loss of information?  

 
This cascading model was efficient in transferring the intended information. The NLTs felt that the 
training model is most efficient when the trainers impart the training soon after receiving it, mostly 
within 10-15 days, to better retain the training content and deliver the training. The state officials 
also mentioned that largely there was no quality deterioration or information loss till the district 
trainers’ level, but the transfer of information was compromised when there was a time gap 
between ToTs and training of FLWs. E.g., in Karnataka, the UNICEF consultant shared that in 
few places there was a gap of one year between the ToTs and FLWs training.  
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Another challenge was the lack of refresher training which was raised by many 
respondents. Most government officials and UNICEF staff attributed the loss of information to 
the absence of refresher training which was considered ‘mandatory’ by many state and district 
officials for conveying complete information to the FLWs. Refresher training could not be 
conducted due to delayed completion of the first round of BRIDGE IPC skills training. Moreover, 
challenges like fund and staff 
availability, availability of the district 
trainers, etc. also hindered organising 
refresher training.   
 
Overall, 32.0% of the FLWs reported 
having received refresher training on 
BRIDGE IPC skills, except in Uttar 
Pradesh (75.0%). These figures were 
surprisingly low in Karnataka (6.0%) 
and Odisha (0.0%) (Figure-23).  
 
Only 13.2% of the DTs received 
refresher training. Assam (34.0%) and 
Rajasthan (30.6%) had a comparatively 
higher proportion of refresher training 
(Table-3.2.1).  
 
3.3. How well was supportive supervision, monitoring and coordination implemented 
(fidelity, timeliness, resources required)? 

 
a. How efficient was the supportive supervision mechanism in helping the FLWs to 
improve their skills? Whether there was a coordination mechanism placed and how were 
the FLWs able to communicate with the officials? Were there any review meetings 
conducted to assess the progress of the programme? Was there a committee to monitor 
the programme/training?  
 
The officials from all the states reported having a coordination mechanism in place for 
supportive supervision and monitoring of FLWs activities. All the district and block officials 
of Karnataka reported the existence of the supportive supervision mechanism in the state. During 
their review meetings, they discussed how to ensure that FLWs were benefitted from the 
supportive supervision. In Assam, monitoring at the block level was conducted by the Block 
Program Manager (BPM), whereas in Uttar Pradesh, the Community Health Officer (CHO), Block 
Community Process Manager (BCPM), and Block Programme Manager (BPM) were responsible 
for it. In Odisha, at the block level the Medical Officer in charge (MOIC), Public Health Officer 
(PHO) and District Programme Management Officer (DPMO) facilitated supportive supervision. 
During field visits by these officials, on-site supervision was conducted to ensure that FLWs 
followed the IPC protocols.  
 
“The benefits of supportive supervision are evident as FLWs commit lesser mistakes that are 
observed by us during field visits. We verify the same by observing changes in the data.” 
District official, Uttar Pradesh. 

 
The evaluation findings have demonstrated that supportive supervision did not happen uniformly 
in all the cases. Around one-fourth of the DTs (25.7%) did not receive any supportive supervision 
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to enhance their skills, especially in Assam (Table-3.3.1). Furthermore, post-training follow-up 
also showed wide variation across the states with close to one-fifth of the DTs not getting any on-
field monitoring and handholding support (Table-3.3.2). A similar pattern was also reported 
among FLWs who did not receive any handholding support in the last 6 months, which could be 
due to the COVID-19 pandemic (Table-3.3.3).  

The review meetings were conducted wherein the performance of different districts was 
compared and action points were developed. The BRIDGE training progress was also 
assessed during these meetings. Largely the district trainers were responsible for monitoring 
the action points across the districts through field visits. In Uttar Pradesh, besides monthly review 
meetings, the state official informed about a dedicated ‘2 days’ review meeting specifically 
organised for BRIDGE training to review its progress, where the state team, district nodal officers, 
UNICEF team and partners were involved. In Karnataka, all the District officials reported that they 
have monthly review meetings with the participation of everyone associated with the programme, 
like medical officers, data entry officers, lab technicians, doctors, and FLWs to make and review 
the progress of action plans. 
 
3.4. What were the implementation challenges encountered and what measures were taken 
to overcome these challenges?  
 
a. Were there any implementation challenges that led to inefficiency (process-based, 
logistics, etc.)? What else could be done to improve the efficiency of the training?  
 
The evaluation found certain challenges during the planning and implementation of the training. 
The findings were substantiated from different data sources (primary data from DTs, FLWs, 
stakeholders’ interviews and literature review).  

Around one-fourth (24.6%) of the DTs faced challenges while conducting their last training (Table-
3.4.1). The challenges included lack of proper communication channel to resolve issues (55.7%), 
lack of support (42.3%), workload due to which they couldn’t prioritise these training (40.3%), and 
lack of required material (36.2%). The state-wise variation revealed that the major issues for DTs 
were related to workload in Assam (66.7%), lack of proper communication channels in Odisha 
(73.7%), and lack of support in Rajasthan (70.0%) (Table-3.4.2). Most of the District Trainers who 
faced challenges approached the District Immunization Officer (DIO) (61.7%), while some also 
approached the MOIC (32.9%) and SEPIO (13.4%) (Table-3.4.3).  

Post-training, almost half of the trained FLWs (46.6%) reported facing challenges in 
promoting RI and most of them belonged to bigger states of Rajasthan and Uttar Pradesh 
(Table-3.4.4). They reported high workload as a reason that resulted in their inability to prioritise 
RI (65.0%), followed by an absence of the IPC material, own security concerns, and distances 
between the households. Lack of handholding support was also cited by nearly half of them 
(46.0%) (Table-3.4.5).  

A similar pattern was also observed in the literature review that highlighted few challenges in 
planning and implementation. For conducting the ToTs at the state level, issues like insufficient 
space for group activities, not receiving prior notification on the training to plan the travel, and 
absence of translated material in Assam (e.g., dubbing of films in Assamese) were reported. 
Furthermore, implementation challenges about non-residential training of DTs (Karnataka) and 
leaving the training mid-way (Rajasthan) were also noted.  
 
The officials also mentioned the delay in the release of funds as a critical challenge in Rajasthan, 
Uttar Pradesh and Karnataka. They shared that no separate fund was allocated for the BRIDGE 
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IPC skills training and there was a lack of clarity on the allocation of funds for the training. Also, 
state/district and UNICEF officials reported coordination issues due to the busy schedule of district 
officials, besides natural calamities (floods and COVID-19). These factors impeded the 
implementation of the training in various districts of Karnataka and Assam. In few states, the 
FLWs also cited lack of supportive supervision as one of the challenges that impeded enhancing 
their skills as service providers. This was overcome by using monthly review meetings as a 
platform where officials reviewed the progress of the FLWs and resolved any issues encountered 
by them. Furthermore, the block level official from Assam noted the absence of multilingual human 
resources to facilitate the training in Assamese, Hindi and English. Another issue was the 
translation of the module in the Bengali language in the Bengali-dominated areas of Assam. This 
was overcome by translating the BRIDGE module both in Assamese and Bengali.  
 
In Karnataka, there were both administrative and technical challenges that surfaced during 
training implementation. Issues related to delayed fund releases, administrative approvals and 
coordination to schedule training were mentioned. To overcome these challenges, the officials 
from Karnataka mentioned that districts utilised other available local funds for conducting the 
training. Fund allocation and release were streamlined in districts with strong leadership support 
where training was prioritised. The officials also mentioned seeking administrative approvals for 
using IEC or RI funds for conducting BRIDGE IPC skills training in absence of any allocated funds 
for the training. E.g., in Karnataka, every district official prepared the training budget and used the 
RI funds to implement BRIDGE training. 

4. SUSTAINABILITY  
 

4.1. How has the programme contributed to its sustainability by strengthening the health 
system?  

a. Does the government have adequate capacity and resources (both state and district 
level) to conduct ToTs without support from UNICEF?  

The BRIDGE training programme has been designed for strengthening the health system 
by enhancing the FLWs IPC skills to boost the demand for RI in the community. The 
government officials have shown their willingness to take the programme forward and 
shared that they have the resource pool to conduct the training with trained NLTs and DTs. 
Th y a s  n      ha  UNICEF’s    s nc  w u   s     b  c uc a  f   bu    ng and 
strengthening the IPC skills of the FLWs. Their involvement would also be vital in 
conducting refresher training and reviving the actual skills developed by the FLWs so far. 

The officials mentioned that UNICEF’s technical expertise in developing the training content using 
videos, presentations and games is valuable to effectively transfer useful knowledge to the FLWs 
and the community. Therefore, UNICEF should continue its support in updating and revising the 
content based on the evolved needs and circumstances of the states.  

 fficials stated that UNICEF’s role is critical to developing the pool of trainers at the national and 
state levels for ToTs. They can facilitate and monitor the implementation of the BRIDGE training 
across India. Their support will help to address the issues encountered during the planning and 
implementation of the training. One official from Rajasthan also expressed financial constraints in 
implementing the training without UNICEF’s support.  

“UNICEF’s involvement acts as a catalyst and improves the effectiveness of the training.” 
District official, Karnataka 
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b. To what extent has the goal of BRIDGE been achieved till now? Is there a need for further 
training? 

The evaluation found that there was a positive change in knowledge, attitude and practice 
of trained FLWs compared to untrained FLWs. However, several implementation 
challenges were reported hindering the achievement of the goal of the BRIDGE IPC skills 
training. E.g., refresher training should have been organised frequently to sustain the 
gains from the training. 

FLWs from all the states stated a pressing need for refresher training and suggested conducting 
refresher training once a year to revise the concepts learnt and to work more effectively. Out of 
the total FLWs trained for BRIDGE IPC skills training, only one-third (32.0%) received any 
refresher training on BRIDGE (Table-4.1.1). The information from district trainers revealed that 
less than one-fifth (18.5%) of them conducted any refresher training for FLWs. The DTs from 
Assam reported conducting the highest percentage of refresher training (41.9%) amongst five 
states (Table-4.1.2).  

The officials expressed that the ‘GATHER approach’ has been useful for the FLWs to 
communicate and convince the community for RI. Further, they mentioned that the goal of the 
BRIDGE IPC skills training has been partly achieved.  

“All the districts were covered in the training but the targeted number of FLWs could not be 
trained in all the districts since they were occupied with other government work. Soon, more 
training will be conducted to cover the remaining participants.” Official, Rajasthan 

 
c. What are some of the recommendations from frontline workers for future training to 
achieve their behaviour change communication objectives, based on their experience of 
employing IPC skills to mobilise parents/ caregivers? 

The following recommendations for future training were suggested by the frontline workers:  

(i) Increasing the duration of the training from 1 day to a minimum of 2 days.  
(ii) Residential training was emphasised due to issues with transportation facilities in remote 
blocks and villages. Challenges of long distances and travel time to reach the venue were reported 
by FLWs.  
(iii) Timely disbursement of TA/DA including adequate allowances.  
(iv) Organising the practical and hands-on field practice compared to class-room based mock 
sessions.  
(v) Conducting frequent refresher training on a quarterly or bi-annual basis.  
(vi) Updating the content of the refresher training to include current and updated information on 
the new vaccines.  
 
4.2. What role is envisaged for UNICEF to sustain the results of BRIDGE IPC skills training 
in the future? 

a. In the future, what kind of additional support would be required from UNICEF for such 
training?  

The officials and the trainers at all levels mentioned that the results of the BRIDGE IPC skills 
training can be sustained in the future with continuous refresher training for all the levels of the 
cascading model. The state officials shared that UNICEF’s role is critical to conduct the ToTs both 
at the national and state levels, followed by supporting the implementation of the BRIDGE training 
across India. They felt that UNICEF can play a crucial role to navigate through implementation 
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issues that were encountered in varying degrees across states. Furthermore, they can contribute 
towards building robust monitoring and handholding support mechanisms at the district level 
through deploying UNICEF personnel to support district-level officials.  

b. What other knowledge delivery platforms could be supported by UNICEF? 

The stakeholders (state, district and block officials) reflected that UNICEF can also support other 
initiatives of the government based on the changing pattern of epidemics in the country. UNICEF’s 
technical expertise in developing knowledge products and SBCC materials can be leveraged to 
spread awareness on public health issues like – non-communicable disease, cervical cancer 
among women and oral cancer. It can also further strengthen the capacity of the FLWs to enter 
data in the reporting format to enable cross-verification of data.   

5. EQUITY AND GENDER  
 

5.1. Did the training adequately address some of the gender-based IPC challenges that 
frontline workers experienced?  
 
a. Did the module talk about giving equal importance to boy and girl child for RI?  
 
Th   RIDGE IPC sk   s   a n ng an   h     u   a    ss   ‘ qu  y’ un     h  s c   n  n 
coverage of LODOR families for RI. The training module, however, did not explicitly 
mention covering both boy and girl child for RI (based on the literature review). Instead, the 
stakeholders (State/district/block officials and NLTs) shared it stressed upon prioritising the 
important reasons for low immunization among children (vaccine hesitancy, awareness gap and 
apprehension of AEFI, inadequate communication, migration of child) irrespective of gender and 
social affiliation. Further, during the training, a discussion on how to identify and target non-
immunized children using the LODOR list was brought up at each level. The trainers from all 
levels (national and state) reiterated the importance of tracking and convincing caregivers of the 
LODOR families and immunizing the non-immunized children by the FLWs.  

 
Across the states, the BRIDGE IPC skills training helped the FLWs to understand who the 
vulnerable population are: LODOR families, families reluctant in getting their girl child vaccinated, 
tribal population, and poverty afflicted population groups (Table-5.1.1). The BRIDGE IPC skills 
training’s operational guidelines did not reflect on operations and communication strategies 
related to gender issues. The officials also agreed that the training was inclusive in approach and 
the trainers were encouraged to avoid using discriminatory terms like religion, gender, colour, or 
caste in their discussions. While officials from Assam pointed out that gender is not a 
pressing issue in their state, officials from rest four states did mention that the training 
should explicitly mention gender-inclusive strategies during implementation.   
 
b. How can the IPC training be made more gender-sensitive and gender transformative in 
the future? What were the different gender-related issues in different states and how were 
they integrated into the IPC training to achieve the objective? 
 

“During the FLW field assessment, the FLWs expressed that they are now better able to 
communicate with the communities that had been reluctant to immunize their child with the help 
of the community “influencers”. The training was useful to address state-level requirements.” 
NLT, Uttar Pradesh 



 

47 
 

During the FLWs training, largely the equity aspects were focussed, like listing the barriers and 
discussing ways to mitigate those barriers in the village communication plan.  
 
“The focus of the training was on building IPC skills of the FLWs to encourage families to 
immunize their children who are being left-out, dropped out, or resisting immunization.” Official, 
Rajasthan 

 
The officials felt that the gender topic should be included as a separate component in the training 
module. Additionally, the operational guideline should explicitly include gender-inclusive 
strategies, plans and activities to direct the FLWs to follow a more gender-inclusive approach 
while providing RI services. The trainers at both the levels (national and district), male or female 
alike, should be sensitised to stress gender inclusiveness while focusing on IPC skills. According 
to the stakeholders, the IPC training could be made more gender-inclusive by including more 
female trainers. 
 
“Gender-based IPC challenges have to be addressed using the role of the influencers, (it could 
be the head of the family, or a religious leader or official in the village, etc.); and there should 
be a session in the training programme which talks about how to address gender issues through 
social mobilisation using the influencer.” NLT, Karnataka 

 
c. Has  h    a n ng  nf u nc      chang   s     f  h  f  n   n  w  k  ’s g n   -based 
perceptions?  
 
The training has positively influenced the gender-based perceptions of the FLWs. When FLWs 
were asked about their feedback/opinion on the importance of providing immunization to all 
children (irrespective of their caste, religion and gender) at a scale of 5, significant differences 
were observed between trained FLWs as compared to untrained FLWs. A higher proportion of 
trained FLWs (97.0%) agreed to this statement than untrained FLWs (91.1%). (Table-5.1.2).   

d. Has the training altered certain gender-based perceptions among community members? 
Did the training reduce the discriminatory perception of the community for immunizing the 
girl and boy child? 
 
The gender-based perceptions of the community were not captured due to restrictions in face-to-
face data collection during the COVID-19 pandemic. However, the community’s perceptions were 
indirectly collected from the FLWs. Nearly all trained FLWs felt that there has been a change in 
the knowledge level, practice and attitude of the community members whom they have interacted 
with after the training. The areas where there has been a positive change were increased 
awareness about immunization (100.0%); knowledge about side effects that may occur after 
immunization (99.5%); increased demand for RI (98.0%); and increased family support for 
immunization (100.0%) (Table-5.1.3). 
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e. Was there any implication of deploying 
male trainers for imparting training to the 
FLWs?  
It was found that the DTs covered for the 
evaluation included around 29.1% females 
and the rest were males (70.9%) (Figure-24, 
Table-5.1.4). Due to this, officials in 
Rajasthan and Uttar Pradesh felt that 
sometimes female FLWs were hesitant 
interacting with male district trainers to 
resolve their queries. Having an equal mix of 
male and female DTs for future training could 
ensure a higher level of comfort amongst the few FLWs who were hesitant to speak up. 
 
“Deploying male trainers to train the FLWs could sometimes be an issue as the female FLWs 
might not be able to communicate comfortably with them.” District official, Rajasthan 

 
5.2. How the training addressed the development of a strong understanding of how 
vulnerable populations (based on caste, tribal, poverty levels) were targeted during 
immunization programmes?  

a. Did the training module and the sessions adequately address how vulnerable 
populations could be targeted during a discussion on RI? If yes, how?  
 
The literature review and stakeholders’ (state, district and block officials) interviews suggested 
that both the training module and sessions addressed the inclusion of vulnerable populations 
during the discussions on RI in the community. As per the NLTs, role-plays were conducted during 
the training to help participants better understand how to approach vulnerable households. They 
also mentioned conducting a detailed session for DTs on the steps required to include vulnerable 
households. These steps were: (i) identifying and analysing the gaps in immunization, (ii) 
identification and targeting of LODOR families (iii) applying appropriate methods of approaching 
the vulnerable population, (iv) understanding community’s views on immunization through 
conducting community meetings and (v) interacting with community “influencers” (mother-in-law, 
religious leaders, neighbours, teachers etc.), and to generate awareness about immunization 
within the community.  
 

 
The officials from all the states agreed that the training content covered information about the 
vulnerable population. E.g., in Rajasthan, FLWs were taught to first build trust in the community 
by listening to their problems before providing suggestions to them. However, few officials in Uttar 
Pradesh suggested further stressing the inclusion of vulnerable populations during the sessions.  

“There are many people who refuse to immunize their child and are not aware of the concept. 
Therefore, the training is useful to build FLWs skills to sensitise the masses about the 
importance of immunization.” State official, Assam 

 

“The training was given at the district level on how to include these vulnerable households, how 
to seek their support and how to educate them. District trainers were sensitised about the 
techniques like community mobilisation and advocacy skills.” NLT, Odisha 

Male 
DTs, 70.9

Female 
DTs, 29.1

Figure 24: Gender of the DTs (%) 
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Almost all the FLWs (99.7%) indicated that the training was useful for them to understand the 
vulnerable population (Table-5.1.1). Regarding the knowledge on the vulnerable population in 
their area, 85.5% of the FLWs were aware of them (Table-5.2.1), and the top three groups 
identified by them were: Scheduled Caste/ Scheduled Tribe (73.3%), daily wage labourer (73.6%), 
followed by people from low economic status (64.8%). While only 30.2% of the FLWs reported 
households with girl children as a vulnerable population (Table-5.2.2).  
 
b. Has the training been able to positively change how vulnerable populations (based on 
caste, tribal, and poverty levels) were targeted during health programmes (including those 
other than RI)?  
 
The training positively changed the targeting of vulnerable populations in the RI 
programme as FLWs were able to bond with the community. The trained FLWs (90.0%) 
stated that the BRIDGE IPC skills training has helped them to positively influence/ motivate 
vulnerable households at the individual and community level (Rajasthan: 78.4% and Uttar 
Pradesh: 75.0%) (Table-5.2.3). The training equipped FLWs to prepare the village communication 
plan to identify and cover the children for immunization. They used LODOR lists, organised 
community meetings and conducted home visits. The training also capacitated them to identify 
influencers such as elders of the family, teachers, and religious leaders to overcome the barriers 
in immunization. However, the numbers in Rajasthan and Uttar Pradesh were lower.  

Officials also stressed that for a sustained and strong understanding of how vulnerable 
populations can be targeted in health programmes, more IPC training could be planned and 
conducted at the district and block level for strengthening one-on-one interaction of FLWs with 
the community to generate awareness on health and RI programmes. 

“This training was given to FLWs to handle the community members. We go to the field to check 
if FLWs are explaining RI to the community and giving proper information about vaccine 
importance and why one should take it. The training has resulted in enhanced FLWs skills that 
have led to an improved rate of immunization across the state.” State official, Odisha  

 
c. Were vulnerable/left out (LODOR families) groups more likely to be immunized in areas 
with trained FLWs?  

The vulnerable/left out (LODOR families) groups are more likely to be immunized in areas with 
trained FLWs. The findings from the officials (state, district and block) and FLWs suggested 
that the trained FLWs who prepared the LODOR list were more likely to cover the left-out, 
drop out and resistant families as they were better equipped to identify and target the 
LODOR families. Moreover, the findings also reflected that these FLWs were able to identify the 
influencers for approaching the LODOR families.   
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4 LINKAGES TO ToC, CONCLUSION AND RECOMMENDATIONS 

4.1 Linkages of findings with ToC and validation of assumptions 
 

At the activity level, the theory of change (presented in Section 2.3 above) predicted that the 
programme partners and stakeholders will identify and train a pool of NLTs, DTs and FLWs; will 
monitor the scale and quality of the training and will provide supportive supervision through the 
BRIDGE IPC skills training. The findings suggested that relevant operational guidelines for 
imparting the training with a separate manual for trainers and FLWs were developed. The module 
and the material were contextualised with few state-level concerns in non-Hindi speaking states 
were reported related to the depiction of local scenarios and practices, e.g., In Karnataka, NLTs 
reported that in the movie, the ANM and ASHA did not wear their uniforms in the field, etc. Both 
DTs and FLWs found the training material useful to build the IPC skills, however, some 
stakeholders mentioned the inclusion of the term ‘gender’ in the training content would be useful 
to overcome state-level gender discrepancies in child vaccinations. Moreover, three-fourths of the 
DTs and 94.0% of the FLWs received prior information on the topic of the training; almost all the 
DTs and FLWs received the necessary facilities at the training venue with wide state-wise 
variations. Largely adequate training kits were available to conduct the training except for few 
exceptions (e.g., internet facility was an issue in Rajasthan (DTs: 12.2%, FLWs: 4.1%) and Uttar 
Pradesh (DTs: 12.5%, FLWs: 8.7%); unavailability of training kits in Assam (DTs-29.8%, FLWs- 
17.6%)). Regarding supportive supervision, it did not happen uniformly in all the states with 
around one-fourth of the DTs (25.7%) not receiving it. Also, few FLWs also cited a lack of 
supportive supervision in some states, but officials mentioned that monthly review meetings were 
conducted to review the progress of the training and action plans.  
 
The evaluation validated the two assumptions at the inputs to activities level. 
(i) Development of a relevant M&E system: A functional M&E framework was expected to track 
the progress of activities, identify shortcomings, and take appropriate actions. However, the 
evaluation findings indicated a lack of an integrated MIS system where data on the training 
planning, implementation status, feedback from the DTs and FLWs could get collated. The 
findings indicated the availability of some information on DTs and FLWs at the state and block 
levels. For instance, in Assam, a dedicated app was used to implement supportive supervision 
containing a list of questions to capture feedback from the FLWs.  
(ii) Financial commitments made by the state: Regarding the financial commitments, state-
level officials mentioned that an adequate budget was allocated for organising the training and 
paying allowances to the participants and trainers as per the government norms. 
 
At the output level, the theory of change expected that the efficient use of resources will facilitate 
developing the workforce (trained pool of DTs) and trained FLWs through the BRIDGE IPC skills 
training. Likewise, the findings revealed that adequate resource allocation (with variation from 
NLTs’ to FLWs’ levels) and timely planning and implementation of the training led to efficient 
training of the DTs and FLWs. In this regard, the cascading model was found to be efficient in 
training a large number of FLWs in a short time.   
 
The evaluation validated the four assumptions at the activities to output level. 

(i) Mobilisation of committed resources by the state governments and UNICEF as planned: 

Adequate resources were allocated by the state officials and UNICEF, except in few instances 

where issues like non-allocation of adequate funds, logistical challenges (such as electricity and 

internet connectivity) and constraints in training supplies resulting in the sub-optimal quality of 

training were reported. E.g., in Rajasthan, district stakeholders shared facing implementation 



 

51 
 

challenges due to funds constraints and training supplies resulting in the sub-optimal quality of 

training in few districts. 

(ii) UNICEF and state workforce committed to rolling-out training and (iii) roll-out 

mechanism in accordance with the plans (i.e., all planned districts and FLWs trained): The 

UNICEF and state functionaries were committed to implementing the training in a planned 

manner. Some issues about the timely release of funds, no separate funds for the BRIDGE IPC 

skills and coordination were reported in few states. E.g., in Rajasthan, Uttar Pradesh and 

Karnataka, the officials indicated delayed release of funds, absence of clarity on the allocation of 

funds for the training as a critical challenge in training implementation. Coordination issues due 

to the busy schedule of district officials and natural calamities (floods and COVID-19) also 

impeded training roll-out in various districts of Karnataka and Assam.  

(iv) Training of the FLWs conducted within the designated time: Efforts were made to conduct 
the FLWs training within the stipulated time. An average of 72.8% of FLWs (ASHAs and ANMs) 
were trained in the five selected states with sub-optimal coverage in Assam (46.8%) and 
Rajasthan (51.3%). Challenges like the COVID-19 pandemic, unavailability of human resources, 
the workload of DTs and FLWs were cited by the interviewees. E.g., in Assam, the district 
stakeholder mentioned the requirement of allocation of more human resources to train FLWs and 
implement the training in a planned manner. Moreover, the block level official also shared the 
requirement of a multilingual resource person (knows Assamese, Hindi and English languages).  

At the outcome level (proximate), the theory of change predicted that the BRIDGE IPC skills 
training will help in enhancing the knowledge/skills, confidence and attitude of the FLWs on RI 
and for identifying LODOR families. At the intermediary level, this will help in improved demand 
for immunization services and thereby will improve the service delivery by the FLWs. Likewise, 
the findings revealed an increase in knowledge, attitude and practices of the FLWs on routine 
immunization after receiving the training. Significant differences were observed between trained 
and untrained FLWs on the aspects such as understanding the importance of providing 
immunization to all children irrespective of their caste, religion and gender (trained: 97.0%***; 
untrained: 91.1%); the importance of providing immunization to all children irrespective of their 
socio-economic status (trained: 96.0%**; untrained: 91.3%); building the confidence of the 
community through creating awareness and addressing queries and providing information on 
AEFI to improve vaccine acceptance (trained: 96.5%***; untrained: 90.3%); and fear of adverse 
effects of immunization among health workers hindering full coverage of RI (trained: 90.0%*; 
untrained: 93.9%). For improving the community’s confidence in immunization, trained FLWs 
effectively responded to the community’s concerns (trained 89.8%***; untrained 80.8%). The 
improved service delivery by the trained FLWs was gauged through target population (LODOR) 
identification. Significant differences were found in the recent preparation of the village 
communication plan (trained: 72.7%*; untrained: 65.9%) and targeting of left out children through 
preparing LODOR lists (trained: 38.3%*; untrained: 31.0%). 

 

The evaluation validated the three assumptions from the output to the proximate outcomes 

(the FLW level).  

(i) No to little information loss in cascading training model: Most stakeholders specified that 

the cascading model has been effective in transferring the intended information to the FLWs.  

Information loss was reported only in certain cases where there was a gap between ToTs and 

FLWs’ training (e.g., in few places of Karnataka, information transfer was compromised due to 

one year gap between ToTs and the training of FLWs). 

(ii) Proficiency levels of most district trainers are high enough to consider them trained: 

The interviews with DTs revealed that around 70.0% of them were graded as highly proficient or 
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proficient (by the NLTs post-training), while 30.0% were still developing their proficiency. Thus, 

most of them were trained enough to impart BRIDGE IPC skills training to the FLWs.  

(iii) Proficiency levels of trained FLWs are high enough to consider them trained: The 

evaluation did not validate this assumption in absence of proficiency data for FLWs.  

 

4.2 Conclusion 
This section concludes the findings based on feedback from various stakeholders and highlights 
different aspects covered in the BRIDGE IPC skills training. The frontline workers comprising of 
AN s, A HAs’ and AWWs’ form a bridge between the country’s health system and the 
community. A positive attitude and strong IPC skills of these FLWs are critical to influence 
attitudes of parents and caregivers, mitigate vaccine hesitancy and promote uptake of vaccination 
services by the community. The BRIDGE IPC skills training module developed by UNICEF and 
the cascading model of the training implemented by the health department has played an 
important role in building strong communication skills of FLWs and facilitating their engagement 
with the community on issues of child health and immunization. 

The current evaluation was undertaken to assess the relevance, effectiveness, efficiency, and 
sustainability of the BRIDGE IPC skills training and whether it addressed the field-based gender 
and equity-related challenges that hamper immunization coverage in certain communities. The 
evaluation has used a theory-based equity-focused approach and was guided by the OECD-DAC 
evaluation criteria. A cross-sectional design was adopted using the case-matching technique. A 
multistage sampling design was used in this evaluation for the selection of districts. For the 
selection of the FLWs, a verification exercise was undertaken in all the states to validate the FLWs 
database and to collect information on age, number of years of education and experience. This 
information was used to match trained and untrained ANMs and ASHAs using MedCalc software. 
From the matched pairs, ANMs and ASHAs were randomly selected to collect data47. A mixed-
method approach of quantitative and qualitative data collection and analysis was adopted. Data 
collection was largely undertaken remotely through the telephone during the pandemic situation. 
Quantitative data was collected from the FLWs and DTs through structured tools, while qualitative 
data was collected from NLTs and officials at various levels. Observation visits were conducted 
at immunization sites to collect data on FLWs’ field-level practices. Overall, the findings showed 
that the IPC skills training material, content and methods are well-aligned and consistent towards 
building IPC skills of the FLWs for enhanced immunization service delivery.  

Training module and content: The topics covered in the module with a focus on IPC for 
improving immunization coverage were found useful both by the trainers at all levels and the 
FLWs. As revealed, the training material was standardised, initially developed in English and Hindi 
languages, and later translated into the regional languages. The content was considered 
appropriate but some respondents at different levels recognised that it should be more 
contextualised reflecting the local aspects. For instance, the officials from some of the non-Hindi-
speaking states such as Assam faced translation-related challenges and recommended 
translation into Assamese and Bengali.  Additionally, the film “Aasha Ek Nayi  ubah,” should have 
been translated into local languages, similar to other training materials. Furthermore, the FLWs 
in the audio-visual material was not wearing the uniform as per the protocol of the Karnataka 
state. Officials from states with diverse and unique customs such as Rajasthan felt that the attire 
of the community shown in the illustrations and films should be as per local customs to make it 
more relatable. 

 
47 For detailed information on steps followed for sampling frame development, please refer to Annexure-II. 
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Training approach- Cascading model: The cascading model was used to efficiently impart the 
training to the large number of FLWs across different states through the trained pool of NLTs and 
DTs. The effectiveness of the cascading model is largely dependent on the quality of the trainers. 
Therefore, individuals from the district and block levels with strong communication backgrounds 
were selected and trained as DTs. This approach was successful in leveraging the knowledge of 
the DTs regarding the local context and dialects for more efficient communication with the FLWs.  

The training was based on the participatory methodology and focused on engaging the FLWs in 
building their IPC skills. The audio-visual resources used during different sessions made it more 
interesting and easier to comprehend. The films and the videos used were considered the most 
liked approach by the FLWs. The training also emphasised the “GATHER” approach, which was 
found useful by the FLWs in mobilising parents and communities for routine immunization. The 
stakeholders have recognised the contribution of BRIDGE training in strengthening the skills of 
FLWs in mobilising caregivers/communities for routine immunization, delivering key messages on 
routine immunization (RI) and improving the community’s confidence in vaccination. The FLWs 
learned to prepare the village-level communication plan for tracking vulnerable children (LODOR 
families- left-out, dropped out, resistant families). Most of the stakeholders perceived that 
BRIDGE IPC skills training helped FLWs in improving their ability to interact with the communities 
who were reluctant to get their children immunized with the help of the community “influencers” 
using a village-level communication plan. 

Planning for the training: Planning and resource allocation for the training was done much in 
advance and all aspects were considered and organised before its roll-out. Resources allocated 
at higher levels of the training for NLTs was considered adequate by the participants. However, 
in some training of DTs and FLWs, organisers faced challenges related to resources, 
administrative aspects and funding, with variations across the states. The coordination issues at 
the district levels resulted in a considerable gap between the ToTs and FLWs’ training. Apart from 
this, in many instances, the training was rescheduled due to the COVID-19 pandemic.  

Implementation of the training: In most cases, DTs and FLWs were satisfied with the facilities 
and arrangements at the training venues, with variations across different states. In some 
instances, participants faced issues due to logistical challenges (internet connectivity, projectors); 
availability of training material for the participants; late notification; unavailability of travel 
arrangements; delay in the release of travel allowances etc.  

Quality of the training: The majority of the district trainers were considered effective in delivering 
the key messages by the NLTs and state/district officials, except for some who were still 
developing proficiency. Trainers adopted a combination of methods including films/videos, role-
plays, participatory games and group activity. Nearly all the FLWs and DTs liked their trainers and 
felt comfortable in raising their queries during the training. In some instances, it was noted that 
few FLWs felt uncomfortable in communicating and asking queries from male trainers. It was also 
found that some degree of information loss occurred in some places where there was a gap 
between the ToTs and FLW training. Some FLWs in different states were not able to perform well 
in evidence-based planning, improving outreach and advocacy efforts and tracking of left out and 
drop out children. Some of the other key leakages have impacted the quality of the training, 
knowledge transfer and retention of information. This is also due to lack of refresher training and 
the inability of FLWs to attend full-day training. 

The outcome of the training: Stakeholders acknowledged the contribution of training in 
augmenting the IPC skills of FLWs to facilitate delivery of key messages, improving the 
confidence of the community on vaccination and mobilisation of the caregivers. After receiving 
the training, most of the FLWs felt equipped, motivated, and confident while interacting with 
parents and caregivers on immunization. DTs also observed that the training material enhanced 
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the communication skills of the FLWs. With variation between states, FLWs learned to prepare 
the village-level communication plan for tracking vulnerable children; and identify influencers for 
approaching the left-out and dropped-out children and resistant families. However, the FLWs gave 
feedback to DTs that the training covered several aspects in a shorter duration, thus making it 
difficult for them to remember all the points, retain and recall them. Most of the trained FLWs also 
acknowledged covering topics like newer developments in vaccination; addressed myths and 
misconceptions; and management of minor side effects during the community meetings and 
immunization sessions. 

Monitoring and supportive supervision: The operational guideline for the training included a 
well-drafted protocol for monitoring and providing supportive supervision to the DTs and FLWs. 
For ensuring the quality of training, NLTs conducted pre- and post-assessment of DTs along with 
a self-assessment done by DTs on key aspects related to training. At the district level, the NLTs 
monitored the initial few batches of training. Besides this, monitoring of the progress was done 
during the state-level review meetings and specific action points were forwarded for the action by 
DTs. The frequency of these review meetings varied across states. In some instances, gaps were 
observed in supportive supervision of the participants (DTs and FLWs) and field-based monitoring 
of FLWs after the training. 

Sustainability: The BRIDGE training programme successfully created a foundation with a well-
designed training module to equip FLWs with improved IPC skills and strengthen the health 
system. At the same time, it was also observed that to sustain the gains, there is a need to conduct 
refresher training periodically to upgrade the IPC skills of FLWs. Despite this, it was revealed that 
only one-third of the FLWs received refresher training after completing the initial training. Findings 
also indicated a need to develop robust monitoring and handholding support mechanisms to 
monitor the performance of FLWs through administrative reports and MIS for better planning and 
coordination.  

Equity and gender: The BRIDGE IPC skills training and the module addressed the ‘equity’ 
aspect and positively influenced the targeting of vulnerable populations for the immunization 
programme. The trained FLWs conveyed that the training enabled them to bond with the 
community and they prepared a list to identify and cover LODOR families. However, the training 
module did not explicitly include the gender aspect for immunization. The training material and 
sessions focused on how to approach vulnerable households as per the state-specific local 
context and stressed prioritising the non-immunized children irrespective of gender and social 
affiliation.  

Overall, the BRIDGE training helped in strengthening the IPC skills of FLWs, a crucial building 
block of the health system, for improved service delivery and immunization coverage. The findings 
related to gaps and challenges from the current evaluation will facilitate planners, authorities and 
trainers for improved planning and implementation of subsequent rounds of initial and refresher 
training with improved processes and quality outcomes. 

4.3 Lessons learnt 
Local contextualisation of training module improves relatability and comprehension: Local 
contextualisation of training material in such IPC skill-building training programmes was important 
so that the participants could relate to the issues discussed. A few state-specific suggestions for 
further contextualising the content, language and visuals were observed during the evaluation. 
The module and the training material (local language and appropriate attire/culture of people 
depicted in audio-visuals) could have been more relevant to the local context.  

Systematic monitoring of implementation at all stages is critical for ensuring quality: The 
implementation at the top levels (NLTs and DTs training) of the cascading model was smoothly 
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conducted following all the protocols and quality measures. However, around a quarter of the DTs 
did not receive any supportive supervision. This was also reported at the FLWs level.  

Proper resource allocation is a key for the smooth implementation of the training: A 
sufficient number of NLTs, DTs and officials and budget allocations were planned well in advance 
for the implementation. However, delay in the release of funds, human resource constraints for 
conducting training and the COVID-19 pandemic resulted in gaps in the training.  

Regular refresher training is needed to upgrade the skills and knowledge: The BRIDGE 
module included periodic refresher training, however, out of the total FLWs trained for BRIDGE 
IPC skills training, very few of them received any refresher training. Moreover, due to the evolving 
nature of the communities and their characteristics and the changing pattern of epidemics and 
health needs in the country, regular refresher training to update the knowledge and upgrade the 
IPC skills of FLWs is very critical for augmenting their performance.  

4.4 Recommendations 
The findings of the evaluation were presented to UNICEF, the ERG members and MoHFW 
representatives. The purpose of this exercise was to ensure that UNICEF and other stakeholders 
were part of the evaluation findings and to assure that the findings were well represented. 
Recommendations for future strengthening of the training programme have been developed to 
link the findings and conclusions and prioritised as immediate, mid-term and long-term.  

S. 
No. 

Findings Action required Level 

Relevance of the training content and material 

1. • The majority of the DTs considered 
training material relevant. Out of the DTs 
who have received feedback (89.1%) from 
the FLWs on the training content, 80.0% 
of DTs reported that the FLWs found the 
content was useful to build their IPC skills 
and 63.2% of them reported that the FLWs 
found the training material was 
comprehensive. However, nearly half of 
the DTs (50.7%) felt that FLWs also found 
the training content technical (Odisha: 
65.4%), and one-fourth of them (26.3%) 
said that FLWs found the content generic 
and not contextualised as per their local 
needs. 

• Even the officials from non-Hindi-speaking 
states felt the need for contextualisation of 
the training content based on the local 
scenario and practices. Some 
suggestions included designing 
illustrations with local (state-specific) 
culturally appropriate costumes and 
uniforms (for FLWs’) to connect more 
intensely with the community (also in the 
film “Aasha Ek Nayi  ubah” along with its 
translation in other languages). 

Immediate priority 

There is a need to review and 
revise the content from the lens 
of last-mile users. It would be 
useful to include more real-life 
scenarios so that participants 
can relate better to the local 
issues. 

Mid-term priority 

Local contextualisation of the 
training content especially 
illustrations and videos would 
help in improving relatability and 
understanding. 

 

UNICEF 
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S. 
No. 

Findings Action required Level 

2. • In terms of the topics covered and duration 
of the training, three-fourth of the DTs 
informed that FLWs felt too many aspects 
were covered in a short duration (55.8% in 
Assam to 84.9% in Uttar Pradesh); half of 
the DTs perceived that the total duration of 
the training was not enough for the FLWs 
(24.2% in Uttar Pradesh to 69.8% in 
Odisha), and one-third DTs specifically 
told that time allotted to FLWs for IPC 
session was not enough (16.9%in Uttar 
Pradesh to 51.2% in Assam). 

Mid-term priority 

There is a need to adapt the 
training content based on need 
assessment and customising the 
content for different cadres of 
FLWs’ based on their roles and 
responsibilities. 

UNICEF 

 

 

Immediate priority 

Depending on the availability of 
resources, planners and 
authorities may consider 
organising separate batches for 
different FLWs’ and or increasing 
the duration of training. 

Government 

Effectiveness of the training 

3.  • The majority of the FLWs felt motivated 
and confident after receiving the training 
while interacting with the parents and 
caregivers (87.0%). The training also 
helped the FLWs in developing 
communication skills (87.0%); enhanced 
their knowledge (87.0%) and convincing 
power (69.0%). Further, for certain skills, 
huge variations were observed across 
states: 47.0% of the trained FLWs 
developed skills in evidence-based 
planning (18.0% in Odisha to 98.0% in 
Karnataka); 53.0% of FLWs were skilled in 
outreach and advocacy (12.0% in Assam 
to 97.0% in Karnataka); 56.0% of FLWs 
developed skills on tracking left-out and 
drop out children (28.0% in Uttar Pradesh 
to 98.0% in Karnataka). 

Mid-term priority 

The BRIDGE IPC skills training 
could emphasise more on topics 
related to evidence-based 
planning, improving outreach 
and advocacy and tracking left-
out and drop out children in the 
states with low reporting. 

Government  

(Facilitation 
by UNICEF) 

4. 
• Findings showed that supportive 

supervision during and after the training 
was not implemented uniformly. Nearly 
one-fourth of DTs (25.7%) did not receive 
any guidance to improve their skills as a 
trainer in the last training conducted by 
them (14.2% in Odisha to 34.9% in 
Assam).  

• Nearly one-fifth of the DTs (21.6%) didn’t 
have any post-training follow-up (11.1% in 
Karnataka to 48.9% in Assam). Similarly, 
16.9% of DTs stated that there was no 
field monitoring support (7.5% in Odisha to 
44.7% in Assam); and almost half of the 
DTs (47.8%) did not receive any 
supportive supervision visit in the last 6 

Immediate priority 

Supportive supervision and 
systematic monitoring at each 
level during and post-training are 
critical for ensuring quality, 
consistency and success across 
different states. Thus, supportive 
supervision during training, 
monthly review meetings as well 
as service delivery with periodic 
refresher training should be 
conducted to upgrade the FLWs’ 
skills. These practices should be 
considered with more rigour 

Government 

(UNICEF can 
support in 
building 
robust 
monitoring 
and 
handholding 
support 
mechanisms 
at each level 
by deploying 
personnel) 
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S. 
No. 

Findings Action required Level 

months (28.9% in Odisha to as high as 
63.8% in Assam). A similar pattern was 
observed for FLWs who did not receive 
any handholding support in the last 6 
months. 

while planning for future BRIDGE 
IPC skills training. 

Immediate priority 

Training planners and concerned 
authorities need to implement 
standardised protocols and 
operating procedures for 
ensuring hand-holding support to 
trainers as well as to FLWs’ 
through supportive supervision 
and field level monitoring.  

Efficiency 

5. Training preparation related 

• State-wise variation was found in the timely 
allocation of funds (Rajasthan, Uttar 
Pradesh and Karnataka) for organising the 
training.  

• Coordination issues due to the busy 
schedule of district officials and natural 
calamities like floods, and COVID-19 
(Karnataka and Assam) leading to delay in 
administrative approvals and scheduling of 
training were cited.  

Mid-term priority 

It is important to have clear 
guidelines and standard 
operating procedures on the 
allocation/utilisation of funds for 
smooth training processes. 
These need to be aligned with 
the Government of India and 
state financial guidelines. 

Proper resource allocation is key 
for the smooth implementation of 
the training. Any gap in resource 
availability can result in 
compromise of the quality 
outcomes. 

Immediate priority 

Concerned authorities at the 
state level should map out 
available resources, especially 
funds and human resources and 
plan for training taking into 
consideration various logistical 
aspects.  

Government 

 

 

 

 

 

 

 

 

 

 

Government 
(facilitation 
by UNICEF) 

6. Training implementation related issues 

• The proficiency of close to 30.0% of the 
DTs was at the developing level while 
conducting training (12.2% in Karnataka to 
as high as 50.0% in Rajasthan).  

• Nearly one-fourth of the DTs (24.6%) faced 
challenges while conducting the training 
(11.5% in Karnataka to 48.8% in Assam). 
These included lack of a communication 
channel to resolve issues (55.7%), lack of 
required support (42.3%), and lack of 
required material (36.2%).  

Mid-term priority 

Establishing accountability and 
ownership at all levels of training 
is crucial to ensure quality. 
Senior government officials 
should conduct periodic reviews 
at state, district and sub-district 
levels to monitor progress and 
quality of training.  
 
Reducing the time gap between 
the ToTs and training of FLWs for 

Government 
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S. 
No. 

Findings Action required Level 

• The large time gap between the ToTs and 
training of FLWs’ was reported by some 
stakeholders. E.g., in Karnataka, there was 
a gap of one year between the ToTs and 
FLWs training. 

• Methods used in imparting training to DTs 
and FLWs were not uniformly used across 
the states. During DT training, the top three 
methods used were – films/videos 
(91.6%), games and role play (88.4%), 
while for FLWs the top three methods used 
were – films/videos (84.5%), presentations 
(87.9%) and role-play (73.7%). 

• The evaluation found an absence of an 
integrated MIS system to collate data on 
the training planning, implementation 
status, capturing feedback from the DTs 
and FLWs and monitoring the performance 
of the FLWs though some information was 
available on DTs and FLWs at the state 
and block level. Only in Assam, a 
dedicated app was used to implement 
supportive supervision.  

• Other issues regarding the training found 
were – rescheduling of the training 
(especially in Odisha), lack of trained 
human resources especially a multi-lingual 
resource person (Assam), unavailability of 
training material in the local language, and 
lack of supportive supervision for resolving 
queries. 

better information transfer and 
retention among DTs. 
 
Ensuring uniform methods are 
used for training the DTs by the 
NLTs and training FLWs by the 
DTs for maintaining the quality of 
the training. 
 
Long-term priority 
 
An integrated monitoring system 
should be established with key 
performance indicators. Realistic 
targets must be identified to 
monitor the processes and 
outcomes of the training. 
Programme managers must use 
data to identify challenges and 
apply mid-course corrections. A 
dedicated app for supportive 
supervision like in Assam could 
be developed in other states.   

Sustainability 

7. • Organising refresher training after the first 
round of training was revealed as a gap. 
Only 13.2% DTs and one-third (32.0%) of 
FLWs received refresher training. Less 
than one-fifth of DTs (18.5%) reported 
conducting any refresher training for 
FLWs. Hurdles included delay in 
completion of the first round of training, 
unavailability of funds and staff, and 
unavailability of the district trainers.  

• Overall, 92.0% FLWs reported the 
existence of a field monitoring mechanism 
to provide handholding support (80.0% in 
Uttar Pradesh to 100.0% in Karnataka and 
Odisha). A similar proportion of FLWs 
(93.0%) also specified post-training follow-
up during the monthly sector meetings 
(84.0% in Uttar Pradesh to 100.0% in 
Odisha). However, the average frequency 

Mid-term priority 

Periodic refresher training is 
important for DTs and for FLWs’ 
to upgrade their skills and 
knowledge. Planners and 
authorities must allocate 
resources for periodic (bi-annual) 
refresher training.  
 
Immediate priority 
 
Training that could not be held 
due to logistical or administrative 
reasons should be replanned 
and organised. 

Government  
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of handholding support received by FLWs 
in the last 6 months was only 1.5 times. 

Gender and equity 

8. 
 
 
 

• BRIDGE IPC skills training emphasised 
strengthening the communication skills of 
FLWs for equity-focused routine 
immunization. However, it was noted that 
the training material did not have explicit 
messages regarding immunizing both 
boys and girls. It primarily stressed 
prioritising the reasons for low 
immunization among children such as 
vaccine hesitancy, awareness gap and 
fear of AEFI, inadequate communication, 
migration etc., irrespective of gender and 
social affiliation. Even the trainers were 
specified to avoid using discriminatory 
terms like religion, gender, colour, or caste 
during discussions. The operational 
guidelines for training also did not reflect 
gender-focused communication 
strategies.  

Mid-term priority 

Training content should have 
details of gender-inclusive 
strategies and more focus should 
be given on sensitising regarding 
gender inclusion during service 
delivery while orienting different 
cadres of functionaries.  

UNICEF 

9. • The majority of DTs (70.9%) were males 
due to which FLWs’ in some states were 
hesitant in interacting and raising their 
queries. 

Mid-term to Long-term priority 

Greater participation of female 
trainers at all levels (national and 
state) will enhance the 
effectiveness of the IPC training. 
Every batch should have male 
and female trainers, especially in 
states and districts having 
gender-related issues in 
immunization coverage. 

Government 
(Facilitation 
by UNICEF) 

 

Cross-cutting recommendations 

• BRIDGE IPC training content, methodology and activities used must be reviewed and 
revised periodically based on available evidence on progress, status and priorities to make 
the training more effective, useful and sustainable.  

• The BRIDGE IPC skills training has successfully been implemented using a cascading 
model for developing IPC skills among the FLWs’. The scope of these training can be 
expanded by leveraging this platform for comprehensive capacity development of FLWs 
on other community health-related components.  

• UNICEF should utilise its technical expertise in developing knowledge products and SBCC 
materials to spread awareness by building IPC skills of FLWs on other public health issues 
like non-communicable diseases, etc.  
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5 ANNEXES  

Annexure I: Terms of Reference of the Evaluation 

 

TERMS OF REFERENCE 
 

1. Background  
Frontline functionaries within the health system, primarily the Auxiliary Nursing Midwife (henceforth, 
ANM) and the Accredited Social Health Activist (henceforth, ASHA), supported by the Anganwadi Worker 
(henceforth, AWW) from the Integrated Child Development Services (henceforth, ICDS) programme – 
jointly known as the 3As – are recognised to form the most critical resource to achieve the Routine 
Immunisation (RI) goal of reduced vaccine hesitancy and increased coverage.  
 
Note: A useful document on the history, evolution, and components of Government of India’s routine 
immunisation programme can be found here. This document was published by the ‘Immunization 
Division’ (which is a part of the RCH program under National Health Mission – NHM) at the Ministry of 
Health and Family Welfare, Government of India.  
 
FLWs are an essential bridge between the health delivery system and the community. In RI, the ANM 
plays the dual role of being a vaccinator and as primary counsellor to caregivers. The ASHA serves as 
the first point of contact for the community seeking information and knowledge related to RI, especially 
in rural areas. The AWW ensures all mothers (including pregnant women) and children in the village 
visiting the anganwadi centre receive the specified services related to health and nutrition, including RI 
counselling. All 3As also collaborate for the monthly Village Health and Nutrition Day (VHND) in which 
RI is a key service. 
  
The 3As, thus, have huge potential and the need for strengthened skills in contributing to reducing 
vaccine hesitancy, major reasons of which have been awareness gap and apprehension of an adverse 
event following immunisation (AEFI). Awareness and information gaps with AEFI apprehension together 
contributes to about 64% point towards inadequate communication which is not persuasive enough.  
 
The supply side of RI is strengthened through improved infrastructure, new vaccines, and regular 
technical training. The demand side, however, is largely based on the quality of interaction between 
FLWs and the community. The myths and misconceptions, and other barriers held by the community 
add to their vaccine hesitancy.  
 
To achieve sustained behaviour change in communities and among caregivers (through improved quality 
of sub-centre level demand and better social mobilisation plans for routine immunisation), frontline 
workers (henceforth, FLWs) were trained to have basic understanding of how to engage communities in 
issues regarding child health and immunisation, deliver key messages and test understanding, self-
assess results of their efforts, and engage with influencers. This was done with The Boosting Routine 
Immunisation Demand Generation (BRIDGE) Inter-Personal-Communication (IPC) module, which is a 
special one-day course designed to develop capacities of FLWs to leverage SBCC for RI.  
 
The agenda for the training of master trainers is annexed to the Terms of Reference (see Annexure A). 
More details on the content of the training, key messages, approach, methodology, tools, activities and 
responsibilities, budget may be found in the BRIDGE Operational Guidelines document – which may be 
accessed here.  
In terms of the flow of information through trainings, the key primary, secondary, and tertiary target 
groups for the BRIDGE IPC module are as follows, 
 
1.1 Primary Audience: Trainers/master trainers/state-level trainers who undergo the BRIDGE IPC 

module training (henceforth, ‘BRIDGE training’), in order to further train frontline workers at the state, 
district, or block level.  
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1.2 Secondary Audience: Frontline workers (ASHA, ANMs) who have undergone the BRIDGE training 
by these master trainers.  

1.3 Tertiary Audience: Parents/Caregivers who are being targeted by trained frontline workers, to be 
mobilised and/or counselled for routine immunisation.  

 
UNICEF developed the training module for IPC BRIDGE, and has been conducting BRIDGE trainings of 
trainers (ToTs) since August 2017 across all states in the country. These ToTs or trainings of master 
trainers were conducted by UNICEF’s implementing partner agency or by UNICEF consultants in the 
states. UNICEF’s implementing partner agency comprised of the same set of trainers travelling to various 
states to conduct ToTs. However, UNICEF consultants would always belong to the state where the 
training occurred. It may be noted that some ToTs in states were conducted exclusively by the 
implementing partner agency, some exclusively by UNICEF consultants, and some by both together. 
The selection of states, detailed later in these ToR, has factored in this variance.  
 
All following (cascading trainings with FLWs) are conducted by the trained master trainers and are the 
responsibility of the government. It may be noted that UNICEF, its partners, or its consultants do not 
conduct cascading trainings. According to Government of India data shared with UNICEF, approximately 
30% of FLWs across the country have been trained so far, although timing and the proportion of FLWs 
trained vary from state to state. Other programmatic risks and limitations have been identified and 
detailed in section 5.5 of these Terms of Reference). Due to the fact that the programme is yet to cover 
70% of FLW trainings, there is immense scope for course correction, which is why this formative 
evaluation would be valuable to UNICEF and the Government of India.  
 
UNICEF therefore desires to now conduct a formative evaluation of these training processes on four of 
the five ‘ ECD-DAC Criteria for Evaluating Development Assistance’ (relevance, effectiveness, 
efficiency, impact, and sustainability). Since this is a formative evaluation and the trainings are relatively 
recent, it is difficult to capture impact.  
 
2. Rationale & Objectives  
 
The overall rationale behind the assessment of the BRIDGE training of frontline workers is to gauge the 
level of its relevance, effectiveness, efficiency, and sustainability in 1. improving their interpersonal 
communication (IPC) skills and 2. improving the quality of sub-centre level demand generation and social 
mobilisation plans for routine immunisation. The overall purpose of the assessment is to determine to 
what extent the training is relevant, effective, efficient, and sustainable in achieving the desired 
objectives, i.e. improvement of IPC skills and demand generation among the community.  
 
The BRIDGE IPC master-trainings began in 2017 and have now been rolled out across most states 
across India. At this point, UNICEF believes that a deeper understanding of the IPC training, its roll out, 
and implications would benefit UNICEF and the Government of India to plan future IPC programmes with 
FLWs and alter the existing roll out. This evaluation will therefore highlight critical issues, challenges, 
and provide essential lessons from planning to implementation. Through this evaluation we will not 
measure impact but understand ‘what’ worked and what did not – and more importantly, ‘why’. 
 
It may be noted that the human rights-based approach to evaluation will be mandatory in this evaluation, 
especially during primary data collection. This has been further explained in section 7 on ‘Ethical 
Considerations’.  
 
Evaluation Objectives  
The specific objectives of the evaluation are:  

a) To assess the relevance of the BRIDGE training, the ToTs and cascading training model in 
reaching its outcomes,  
 

b) To assess the effectiveness of the training in terms of the quality of trainings (ToTs and 
cascading trainings), knowledge gained, and how knowledge from the training is being applied 
(by observing FLW-caregiver interactions, and assessing FLW workplans),  
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c) Assess the extent to which available resources were utilised efficiently in meeting the objectives 

of trainings (ToT, cascading trainings).  
 

d) Assessing to what extent the outcomes of the BRIDGE training have been sustainable. 
 

e) Understand to what extent, and to what effect gender as an element was incorporated in the 
BRIDGE programme (this is especially important since all FLWs are women),  
 

f) And understand if, equity (to what extent and to what effect) was incorporated in the BRIDGE 
programme, focusing especially on the marginalised – based on caste, tribal, poverty levels.  

 
Note: While UNICEF designed the training module and conducted master trainings (through an 
implementing partner agency and consultants) across states, all cascading trainings were being planned, 
organised, and managed by the state governments. However, the evaluation will not seek to assess 
UNICEF’s support specifically and exclusively (however, findings and conclusions that pertain to UNICEF 
will be captured and will feed into recommendations for internal programming). The implicit theory of 
change for such a model of implementation was agreed upon by the Government and UNICEF, it was 
therefore assumed that such an implementation modality would be effective. This evaluation will 
therefore assess the entire programme – the training module, role of lead trainers, master trainers or 
ToTs, cascading trainings with FLWs, and the implications and effects on local communities of such a 
programme.  
 
3. Use of Findings  
 
Demand generation and community mobilisation are key to the success of any healthcare programme, 
especially routine immunisation. The IPC BRIDGE training module aimed to strengthen IPC skills of 
frontline workers – a cadre the government’s health system relies on. Learnings from such an exercise, 
would be beneficial not only to UNICEF but also various ministries within the government working with 
frontline workers. The findings from this evaluation would be used to strengthen existing IPC 
programmes, demand generation programmes, community mobilisation programmes, and may be used 
to develop new programmes by both, UNICEF and the Government of India.  
Specifically, for the BRIDGE IPC training, Government of India data shared with UNICEF suggests that 
only 30% of FLWs have been trained across the country as of July 2019. This offers tremendous scope 
of improvement for the existing programme going forward (with respect to improving its planning, 
processes, and quality). Findings from this evaluation will also inform how the remaining 70% of trainings 
are conducted and if any changes need to be made to the programme or any of its components (such 
as how to improve programme monitoring protocols and processes). 
 
Internally, UNICEF India Country Office would use the findings of this evaluation to develop strategies 
and protocols/tools to improve programme delivery by government, and to improve the ToTs which are 
under UNICEF’s specific purview. 
  
The appetite for the results of such an assessment is immense. Not only would such a report be shared 
within UNICEF (to inform ongoing efforts, alter the programme etc.), but also externally with the larger 
C4D and SBCC networks. To that end, the result of this assessment will be published by UNICEF after 
the satisfactory completion of the assessment. This will enable the larger SBCC and C4D networks to 
learn from the successes and challenges faced in a large-scale IPC programme, inform similar existing 
programmes of their own, and help develop more refined programmes based on the evaluation findings.  
 
The findings will be disseminated to UNICEF C4D staff in India, other UN organisations (UNDP, UNFPA, 
UN Women, WHO), donors, relevant government parties (Ministry of Health and Family Welfare, Ministry 
of Women and Child Development), key development partners, and NGO parties (implementing partners 
and other NGOs working in the realm of SBCC and healthcare) through PowerPoint presentations, a full 
report, and an executive summary report. 
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4. Publication Plan  
 
 
The results of this formative evaluation will be published by UNICEF in consultation with the MoHFW. 
The final publication will adhere to the norms, standards and procedures set out in UNICEF’s evaluation 
policy and publications policy and associated guidelines (mentioned in detailed in Section 10). At this 
stage there is no intention to publish the results academically since the results are meant for 
programmatic purposes. However, if this intention changes, this will be discussed with the agency before 
the contract ends. Credit for the formative evaluation, its results, and forms of publications will be shared 
between UNICEF and the agency.  
 
5. Scope  
 
5.1 Evaluation Criteria and Focus  
 
The evaluation will evaluate the BRIDGE programme against the OECD-DAC evaluation criteria of 
relevance, efficiency, effectiveness, and sustainability. In addition, the evaluation will need to focus on 
themes of gender and equity – as has been detailed in section 6.3 of the Terms of Reference.  
The evaluation of impact is beyond the scope of this TOR, as cascading training of FLWs are on-going. 
In addition to answering the objectives listed above, the hired agency is expected to derive lessons 
learned, and submit a set of recommendations that are firmly based on evidence and analysis. The 
agency should apply an appropriate mix of methodologies (involving in-depth interviews, structured 
interviews or surveys, focus group discussions and field observation techniques) in deriving answers, 
keeping in mind that the end objective is to learn. Simply examining the success or failure of the 
intervention is not the primary objective of this assessment. The objective is more granular, it is to 
understand the ‘why’ and the ‘how’. 
  
Furthermore, within the above-mentioned scope of assessment, bidders are encouraged to propose 
other innovative approaches to data collection. In the event of innovative data collection techniques, the 
local context of the various states must be taken into account. The local context must determine the use 
of innovative methods and techniques, rather than a uniform implementation of an innovative technique 
that is innocent of local contexts. 
 
5.2 Timeframe  
 
As detailed in Annexure B, the first ToTs (or master trainings) began in 2017. Since then the government 
has been further cascading this training down to frontline workers. The evaluation will assess the 
programme from the development of the training module and commencement of ToTs (master trainings) 
by UNICEF in 2017 till the date of commencement of this evaluation. 
  
5.3 Geographical Coverage  
 
The assessment will be conducted across five states in India, namely Uttar Pradesh, Rajasthan, 
Karnataka, Odisha, and Assam.  
These states have been selected because:  

a) UNICEF Categorisation: The five states belong to each of the UNICEF categories, i.e. Rajasthan 
and Uttar Pradesh (high burden), Karnataka (good governance), and Assam and Odisha (high 
tribal).  
 

b) Geographic Variance: The five states cover Centre-North and North-West, South, and East and 
North-East India – broadening the geographical scope of this evaluation, thereby providing a 
more representative picture of the programme.  
 

c) Evaluability: Monitoring data from the five states is available and reliable. This would aid not 
only the desk review process, but also facilitate recruitment. This is further explained in the next 
section.  
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Evaluating in these five states would provide critical programmatic insights into what works and what 
does not work across these states and within each of these individual states.  
This evaluation will be done using a case-matching approach. In each state, two districts will be 
purposefully selected and in each of these districts two blocks will be paired – one would be the 
intervention/treatment block with the other being the control block. Each state will therefore have 2 
districts, each with a pair of blocks, i.e. a total of 4 blocks per state. This has been detailed later in section 
6.4.  
 
5.4 Availability of Data  
 
For the desk review, the agency will need to access multiple data sets. Relevant UNICEF and 
implementing partner agency data will be made available to the selected agency by the UNICEF India 
Country Office.  
 
Monitoring data from Uttar Pradesh, Rajasthan, Karnataka, Odisha, and Assam is available (and listed 
in section 6.1). This includes – names and contact details of master trainers, completion reports from 
ToTs (or master trainings), trainer assessment reports, pre-post monitoring data from ToTs. Similar data 
for cascading trainings will be available with the BRIDGE Focal Point within the state government 
(contact details of the focal point will be provided to the evaluator by UNICEF). Additional data may 
include – attendance lists from cascading trainings, photographs, printed agenda etc. In order to assist 
in purposive sampling, data on immunisation rates, due lists, FLW lists etc. will be needed from the local 
government. This is usually available at the district or block level. UNICEF State Offices will facilitate the 
gathering of this data, wherever possible.  
Ultimately, the agency must review and assess the availability, as well as the quality and reliability of all 
data during the inception phase. 
 
5.5 Programmatic Risks, Challenges, and Limitations  
 
Internal programmatic understanding anticipates that the following risks and limitations may affect the 
evaluation or its outcomes:  
i Implementation Fidelity  

a) Only about 30% of the total FLWs have been trained using the BRIDGE module across the 
country. This restricts our ability to collect data in a representative way (i.e. we are limited to 
where training actually took place).  
 

b) It is worth noting, while UNICEF designed the training module and conducted master trainings 
(through an implementing partner agency and consultants) across states, all cascading trainings 
were being planned, organised, and managed by the state governments. However, the 
evaluation will not seek to assess UNICEF’s support specifically. This evaluation will assess the 
entire programme – the training module, role of lead trainers, master trainers or ToTs, cascading 
trainings with FLWs, and the implications and effects on local communities of such a 
programme.  
 

c) It is worth noting that UNICEF has not been implementing the last mile (cascading) training 
itself. The cascading training of FLWs has been done by government trainers and training 
institutes, with less implementation control by UNICEF.  

 
 
ii Assessment of Recall  

a) The first ToT was conducted two years ago in 2017. UNICEF had limited control over 
implementation. This has also resulted in a substantial gap between the first training of trainers 
and the training of frontline workers (which has only reached 30% across the country). It can be 
anticipated, that in the absence of refresher trainings, there may have been information loss.  
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b) Recall of the training and information imparted by master trainers can be assessed. This may 
be done to a certain extent by reviewing monitoring data (proficiency data collected by the 
implementing partner agency) for the desk review. UNICEF does not have information on the 
exact dates of the cascade trainings. Recall of information on the trainings of FLWs held more 
than a year ago may not be possible to assess and may result in recall bias. There is a risk that 
FLWs might give socially desirable answers to questions on recall – and result in the collection 
of questionable data. The evaluating agency must factor this in while designing questions and 
developing tools of inquiry.  
 

c) Therefore, it would be useful to give preference to more recently trained FLWs during the 
evaluation. This can be done as part of the sampling design. The risk here is that we may need 
to adjust the evaluation design accordingly. Passing of more time leads to greater chance that 
especially on indicators dependent on recall bias, we might get questionable data.  

 
 
iii Purposive Selection of States for the Evaluation  

a) The BRIDGE programme is active and ToTs (master trainings) and FLW trainings are ongoing. 
Due to this, the selection of states for this evaluation has been affected. The final five states that 
have been chosen for this evaluation were picked from a small group of states where both, ToTs 
and FLW trainings were conducted. That is, a state where ToTs were conducted but FLW 
trainings hadn’t was automatically disqualified for this evaluation.  
 

b) A number of states either do not have monitoring data available or have some missing data. 
This too has affected the selection of states for this evaluation. Only those states with all 
monitoring data available were selected for this evaluation. As mentioned in an earlier section 
on availability of data, ultimately, the agency must review and assess the availability, as well as 
the quality and reliability of all data during the inception phase. 
 

c) The scope of the evaluation has been limited to states where good monitoring data availability. 
There is a risk that we might be evaluating states that are somehow systematically different 
from the national level (e.g. they are generally better organised, are better performers, etc.) and 
won’t capture those states where data is not available. 
 

d) Reporting on the number of ToTs (master trainings) and FLW trainings has been from multiple 
sources. The five states have the most reliable reported data. There may be slight discrepancies 
that the evaluating agency might expect once evaluation begins.  

 
6. Methodology  
 
The proposed methodology is based on the experience of designing similar assessments but should be 
enhanced based on the bidder’s understanding of UNICEF’s requirements. Therefore, the agency could 
either utilise the methodological approach to what is being proposed below, or further suggest 
improvements/modifications to the proposed methodology in their technical proposals. While innovative 
approaches to data collection are encouraged, field-appropriate data collection instruments must be 
chosen. During the inception phase the proposed methodology might need to be modified based on 
discussions with the Evaluation Reference Group and on the basis of a desk review.  
 
6.1 Desk Review  
 
A mixed-methods evaluation is proposed for this evaluation. During the inception phase, a review of 
existing monitoring data, documents and literature is encouraged. Some of the pre-identified key sources 
are, a) The BRIDGE IPC training module,  

a) Completion reports from the agency implementing the trainings across states,  
b) Self-assessment and lead trainer assessment results of master trainers,  
c) Review of the pre-post monitoring data from trainings,  
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d) Other monitoring details (please refer to Annexure 3 to 7 of the BRIDGE Operational Guidelines)  
e) At the block-level, the assessment of mobilisation plans prepared by the trained front line 

workers against a checklist (if applicable)  
f) Link to the EID (the partner implementing agency) website – www.envisions.co.in  

 
Access to this literature, where available, will be provided to the agency by UNICEF, facilitated by the 
implementing partner agency.  
 
At the end of the desk research the agency will propose a theory of change that will be validated during 
evaluation.  
 
6.2 Primary Data Collection 
 
This assessment would involve a non-experimental, comparative assessment using a case-matching 
approach. This has been detailed out in the Sample Selection section.  
 
The Primary data collection in five states will entail the following mix-methods –  

a) In-depth-interviews with all lead trainers  
b) In-depth-interviews with relevant state department officials/key informants (medical officers in 

charge, state immunisation officers)  
c) Quantifiable structured interviews (surveys) with Master Trainers  
d) Quantifiable structured interviews (surveys) with frontline workers (ASHAs and ANMs)  
e) Field observation techniques (against a checklist) for frontline workers interactions with parents, 

caregivers (please refer to Note 1 in section 6.5),  
f) And focus group discussions with parents/caregivers.  

 
6.3 Evaluation Questions/Areas of Inquiry  
 
As mentioned above, this assessment will answer questions relating to OECD/DAC criteria of relevance, 
effectiveness, efficiency, and sustainability (with a focus on gender and equity as well). The specific 
questions under each criterion are provided below,  
 
6.3.1 Relevance:  

a) Was the training module well contextualised according to local needs?  
b) Did the frontline worker find the training module to be relevant and did it meet her expectations?  
c) Did the training adequately address some of the gender-based IPC challenges the frontline 

worker experiences?  
d) Did the training adequately address how vulnerable populations could be included in RI 

conversations? In what way? Did the training seek to address how to include these populations 
in RI conversations?  

e) Were the building blocks of health systems strengthening (service delivery, information, health 
workforce, financing, leadership and governance) considered when the training was scaled?  

 
6.3.2 Effectiveness: This criterion forms the bulk of the assessment.  

a) As an immediate outcome, how equipped or skilled do the frontline workers feel after the training 
and why?  

b) How has the training (directly and indirectly) influenced frontline worker’s knowledge, attitudes 
and practices?  

c) As an intermediate outcome, do FLW feel that the training helps them deliver quality services 
and meet the needs of population?  

d) Has the IPC training been able to positively change any gender-based perceptions at the 
individual and community level?  

e) Has the training been able to positively change how vulnerable populations (based on caste, 
tribal, poverty levels) are targeted during health programmes (including those other than RI)?  
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Suggested areas of inquiry: How has training changed the knowledge of the FLWs in communicating 
with parents and caregivers, community members at large? What would the frontline worker want to 
change/improve/revise about the training or its content? What was a highlight in the training for the 
frontline worker? Has the training altered certain gender-based perceptions amongst community 
members? Do the frontline workers feel better equipped? Has the training influenced or changed some 
of the frontline worker’s own gender-based perceptions? How many of the trainers were female? What 
were the implications of employing male trainers? After the training, do the frontline workers feel their 
engagement with communities especially with parents, caretakers, children and young people has 
improved? Do the FLWs feel the MCP card compliments what they have learnt during the training (w.r.t 
their interactions with caregivers)?  
 
Other than the areas of inquiry listed above, 1. Recall of key messages and 2. Observations of application 
of knowledge need to be assessed through this evaluation. These have been mentioned separately since 
the bidder will need additional thought while proposing a methodology for these. Risks around recall 
have been highlighted in section 5.5, whereas risks involved with observing FLW-caregiver interactions 
are detailed in Note 1 under section 6.5  
 

a) How well can the frontline worker recall key messages and call to action from the training?  
 
Suggested areas of inquiry: can frontline workers recall key messages and call to action from the 
training? can the frontline workers correctly answer a question based on a hypothetical situation? 
Emphasis on specific IPC skills such as – did the health worker maintain eye contact while talking to the 
caregiver? Such questions will be based on messages listed in operational guidelines document.  
 

a) How effectively is knowledge from the training being applied?  
 
Suggested areas of inquiry: this may be done by observing FLW-caregiver interactions, alternatively, this 
could be done by assessing FLW work plans (please refer to Note 1 in section 6.5).  
 
6.3.3 Efficiency:  
 

a) Were the allocated resources (comprising of finances, training materials/logistics, human 
resources and time) adequate to ensure quality trainings?  

b) Were the resources allocated used optimally to achieve the trainings’ immediate and mid-term 
objectives?  

c) How efficient was the cascade model of training and its corresponding implementation fidelity?  
d) What were some of the processes and logistics concerning the allocation of finances, human 

resources and time that were missing?  
e) What were some of the implementation challenges (process based, logistical etc.) that led to 

inefficiency?  
 
Suggested areas of inquiry: What were some of the allocated resources that were most appreciated by 
the trainees? Were the resources allocated adequate? What more could be done to improve efficiency 
of the training? Was there any information loss due to the cascading model of training? Was there any 
information loss due to lack of refresher trainings? Was there a need for refresher trainings in order to 
ensure no information was lost? 
 
6.3.4 Impact: As detailed in section 1, this assessment will not aim to measure impact.  
 
6.3.5 Sustainability:  
 

a) To what extent has the goal of BRIDGE been achieved till now? Is there is a need for further 
trainings?  

b) What capacity does the government (at the state and district-level) have to conduct ToTs without 
UNICEF support?  

c) What factors may influence whether the delivery of the trainings will continue in the future?  
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d) How can the IPC training be made more gender sensitive and gender transformative in the 
future?  

e) What more can be done for a sustained and strong understanding of how vulnerable populations 
(based on caste, tribal, poverty levels) are targeted during health programmes?  

f) Based on their experiences employing IPC skills to mobilise parents/caregivers, what are some 
of the recommendations from frontline workers for future trainings to achieve their behaviour 
change communication objectives?  

 
Suggested areas of inquiry: Is there a need for other support mechanisms? What kind of additional 
support would such trainings require from UNICEF in the future? Has the training had an effect on 
strengthening health systems (especially health communication with communities)? What other 
knowledge delivery platforms could be supported by UNICEF?  
 
UNICEF requires the agency to focus strongly on gender and equity. Each of the sections above have 
some gender-and equity-based questions. The agency must capture this data and is encouraged to 
develop these further.  
 
This is fundamental, as most frontline workers (such as ASHAs and ANMs) are female. In order to 
mobilise populations and deliver services, they interact with various stakeholders i.e. with government 
officials, NGO workers, local leaders, parents, caregivers, and young children (from all population 
groups). UNICEF, wishes to gather information on some of the gender-based and equity-based 
implications of the training module. As part of the evaluation framework (detailed in section 6.6 of the 
terms of reference), the agency is expected to highlight all gender and equity-based questions/areas of 
inquiry in the matrix.  
 
6.4 Sampling  
 
The assessment is to take place across five states in India (mentioned in section 5.3). As explained 
above, since it has been two years since the first ToT (or master training), multiple socio-political factors 
have changed. Therefore, it would be challenging to assess the effectiveness of such a soft-skill based 
training. Which is why, it is being recommended that this evaluation be done using a case-matching 
approach. In each state, two districts will be purposefully selected – based on routine immunisation 
figures, mobilisation challenges etc. It will need to make sure that there are sufficient treatment and 
control blocks available to select from to make them as similar as possible. If only one block in a district 
did not receive training, then we would not want to select this district. In each of these districts two blocks 
will be paired – one would be the intervention/treatment block and the control block will need to be 
selected based on case matching (on social, demographic, geographic, HR strength, leadership etc. 
related factors).The selection of control block is not aimed at establishing attribution of changes occurred 
but to explore communication gaps faced by the FLWs on vaccine hesitancy and other issues in blocks 
where no such training has been imparted. Each state will therefore have 2 districts, each with a pair of 
blocks, i.e. a total of 4 blocks per state.  
 
6.5 Key Stakeholders for Data Collection  
 
The proposed numbers in this section are suggested, and the bidding agency is expected to validate 
these by suggesting numbers appropriate for the methodology they propose.  
 
Lead Trainers: Lead trainers will be selected purposively, and interviews with all lead trainers will be 
organised at the state level (for UNICEF consultants) and the national level (for trainers from the 
implementing partner agency). There would be approximately 14 in-depth-interviews.  
 
Key Informants (government officials): In each of the five states, interviews will be conducted with 
relevant state-level and district-level government officials – these would include BRIDGE training focal 
points (i.e. the SEPIO, SPO, SIO etc.). These will be selected purposively in consultation with and with 
the support of the implementing partner agency and may vary from state to state. 4 officials from each 
state will be interviewed (in-depth-interviews), which would be a total of 20.  
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Master Trainers: Master trainers (in each of the five states) trained by UNICEF (partner implementing 
agency and UNICEF consultants) will be selected and interviewed (structured interview/survey). Due to 
high variance in the number of master trainers in states, trainers will be selected using a differential 
proportion, i.e. up to 100 trainers - 50%, 101 to 400 trainers - 33%, more than 400 trainers – 25%. The 
selection will be stratified random, i.e. it will be based on the lead trainer’s classification of master trainers 
(into High Proficiency, Proficient, and Developing Proficiency) – an equal number of trainers will be 
selected from each of the three categories. The list of trainers and their proficiency levels will be provided 
by UNICEF. This would be approximately 779 master trainers.  
 
FLWs (ASHAs and ANMs): Within each of the blocks selected, 15% of ASHAs and 40% of ANMs will 
be purposively selected, and structured interviews/surveys will be conducted with them. In each block 
this would mean approximately 30 ASHAs and 8 ANMs. If possible, preference would also be given to 
FLWs trained in the last 1 year. Profiles of FLWs (both, ASHAs and ANMs) will be matched across 
intervention and control blocks based on various characteristics (such as age, number of years in 
service).  
 
Caregivers/Community Members: Furthermore, focus group discussion with 8-12 caregivers (in the 
catchment area of the trained frontline workers) will be conducted in the control and treatment blocks. 
Participants for these focus group discussions will be purposively selected based on local micro-plans 
and frontline worker lists of the intervention block. Two FGDs will be conducted in each block. It is 
important for the FGDs to recruit based on – gender, and equity themes (i.e. religion-based, tribal, caste 
groups, and poverty levels). While this may be automatically done based on the selection of blocks, the 
agency must review the final list to ensure that all social groups have been reached. This is one of the 
primary reasons why 2 FGDs are being planned for each block.  
 
Note 1: UNICEF would like the evaluation to also consist of observing a session (or a mock session) 
between the FLW and caregiver, and for it to be assessed against a checklist. While this may be heavily 
influenced by the experimenter or observer effect, UNICEF would like bidding agencies to recommend 
reliable methods (even alternatives) for these observations. In addition, it must be noted that outcomes 
of the observations will be used as training tools, i.e. feedback will be given to the FLW after the 
observations. 
 
Note 2: The numbers mentioned in this section are approximate figures and may vary once sampling 
and recruitment begins. Scheduling interviews, focus group discussions, and observations may be done 
with the support of the implementing agency and UNICEF Field Offices.  
 
6.6 Evaluation Framework  
 
As part of the proposal, the bidding agency will need to submit an evaluation framework detailing and 
mapping each of the evaluation questions (and corresponding indicators), against how they will help 
achieve the evaluation’s objectives, what sources of information will be needed, and what method of data 
collection will be employed to collect information. A suggested framework design is provided below. 
 

Evaluation 
Objectives/Criteria  

Indicator  Evaluation  
Question/Area 
of  
Inquiry  

Information  
Sources  

Data Collection 
Method 

• Relevance  •  •  •  onitoring 
Reports  
• Govt.  fficials  
 

• Desk research  
• KIIs  
• FLW  urvey  
 

   • aster Trainers  
•FLWs  

• bservations  
•FGDs  
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7. Ethical Considerations 
  
The agency should follow all relevant UNICEF protocols and guidelines. While by our guidelines IRB 
approval is not required for this evaluation (as the assignment does not require the involvement of 
children and does not aim to study sensitive issues.), agencies are encouraged to outline what ethical 
review mechanisms they can provide or leverage. However, the agency is required to adhere to 
UNICEF’s Ethical Guidelines for research, studies, and evaluations. It is the responsibility of the 
independent evaluators to ensure there is no conflict of interest when carrying out this activity.  
 
In compliance with the human rights-based approach, it is imperative that the agency lay out their plan 
to ensure ethics of conducting research with human subjects is maintained during the course of the 
evaluation. This will include details on how data collected will be confidential, will not be attributed, and 
will not be shared. Both the assessment team and the Evaluation Reference Group are expected to 
follow the ethical principles and considerations outlined in the UNEG Ethical Guidelines for Evaluation. 
In addition, the UNEG norms and standards will be observed.  
 
Standard consent procedures will be followed throughout the evaluation. Data collectors will emphasise 
the voluntary nature of participation in the evaluation activities. In addition, participants who wish to 
withdraw from the study after providing consent will be free to do so. All results will be reported at 
aggregate level and no identifying information will be disclosed. Furthermore, the agency must detail all 
data protection and data storing (for primary data) measures taken.  
 
Overall, the evaluation does not involve more than minimal risk to subjects and has more benefits than 
risks. However, since the evaluation deals with gender-related issues, the data collector may face 
instances of respondents speaking of sexual harassment, abuse, or violence etc. All data collectors will 
therefore need to undergo appropriate ethical training and be well versed with protocols when faced with 
issues on field. It is for the evaluating agency to pre-empt all risks, and ensure that the agency and its 
data collectors undergo all training and adhere to strict standards even when local settings permit looser 
standards.  
 
8. Schedule of Tasks & Timeline  
 
Once selected, a face to face kick off meeting will be organised between UNICEF and the selected 
agency. The timeline has been detailed in section 10 of the Terms of Reference. 
  
8.1 Develop Theory of Change: Since the BRIDGE IPC Training Programme lacks a formal theory of 
change, it is expected that the evaluation agency retroactively develops a theory of change during the 
inception phase (and submit it as part of the Inception Report).  
 
8.2 Develop Methodology and Study Design (as part of the Inception Report): UNICEF seeks a 
design that fits all five states, keeping in mind the geographical and demographic variations. It is 
anticipated that the design may need to vary depending on geography. While developing the study 
design, the agency is advised to adhere to four of the ‘ ECD-DAC Criteria for Evaluating Development 
Assistance’.  
 
It is expected that the agency identified for the assessment, in consultation with UNICEF, will provide the 
final design specifying data collection and analysis methods taking into consideration key evaluation 
questions and the context of the programme. There will be a need to agree on the detailed design, 
analytical methods, and tools between the selected agency and the UNICEF Evaluation Reference 
Group. Details of the structure and expectations of the inception report submitted by the agency are 
outlined in Annexure D.  
 
8.3 Obtain Study Approvals: Detailed in section 7 of the Terms of Reference.  
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8.4 Develop Work Plan: A work plan must be submitted to UNICEF detailing the data collection protocol, 
with all data collection activities listed against a timeline, and with details of work allocated to team 
members and team movement plan.  
 
8.5 Develop Data Collection Tools and Field Protocols: In line with the work plan, all data collection 
tools and associated protocols need to be developed.  
 
8.6 Testing and Piloting of Tools: The evaluating agency must plan to pilot test the tools before 
commencing any primary data collection activity. All data collection tools must be pilot tested in Hindi.  
 
8.7 Train Local Evaluation Teams: The local evaluation teams must be fully prepared and supported 
by the agency. This will include training workshops, the adaptation and translation of data collection 
instruments, and on-line technical support whenever needed.  
 
8.8 Data Collection and Management: Accuracy of data entry is of paramount importance, including 
setting up of data entry, data screening, and data clean-up protocols.  
 
All data collection will be conducted in the local language and subsequently translated into English. It 
may be noted that most of the qualitative data will need to be coded or observed against a gradation or 
checklist in order to have a more quantitative view of the evaluation. The data will be coded individually 
and then brought together for analysis. Verification and triangulation of collected information will be 
conducted to ensure the quality of data. 
 
8.9 On-Field Reporting: Once the assessment has begun, the agency will be required to update 
UNICEF with data collection and field activity updates, in an agreed upon format (which may be digital). 
This Progress Report or Dashboard will have daily activity logs along with updated field plans. This will 
be followed by a brief implementation report. 
  
8.10 Analyse Data: Analytical plans will address how analysis will be conducted. Given the varied nature 
of the data collected, analytical techniques that combine results in a coherent manner are desired. Data 
harmonisation for ease of analysis must be ensured. A plan must be submitted by the agency, outlining 
the data analysis process and software to be used for quantitative and qualitative data analysis. It is 
worth noting that the analysis must compare the intervention and the control zones (this comparison will 
be reflected in the evaluation report).  
 
8.11 Draft Report: The agency will be required to present preliminary findings in a meeting before the 
draft report is shared. A draft report, professionally edited and copy edited, will include an executive 
summary, methods, limitations, findings, discussion, learning, and recommendations will be presented 
to the Evaluation Reference Group which will then provide feedback to the agency. In addition, please 
note that the report must conform to the UNICEF-Adapted UNEG Evaluation Reports Standards. The 
‘Draft Report’ will have two components, the first will be the technically detailed report of the evaluation 
and the second will be a non-technical executive summary (within the report), designed keeping in mind 
that it will be shared with non-experts.  
 
The first revised draft report will be based on feedback received from the Evaluation Reference Group. 
This revised draft report will be externally assessed by an independent agency managed by the Regional 
Office for South Asia with the view to help improve its quality.  
 
A second revised draft report incorporating feedback from the independent agency will be submitted to 
UNICEF. It may be noted that there may be more than one version of these draft documents, based on 
feedback from UNICEF and based on the satisfactory revision of reports.  
 
8.12 Final Report and Presentation: Professionally edited and copy-edited final versions of the report 
with all feedback incorporated will be submitted to UNICEF. The report (including the executive summary) 
should be no more than 30 pages.  
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Along with these reports, a stand-alone PowerPoint presentation of up to 20 minutes with complete 
speaking notes with assessment details will also be submitted to UNICEF. The PowerPoint presentation 
will be succinct and engaging with the goal of providing audience members with an overview of the 
intervention, key findings from the assessment, lessons learned, and recommendations.  
 
Cutting, pasting, and touching up bullet points, charts, and other information from the PowerPoint 
presentation into a Word Document does not equal a report and will be rejected.  
 
Electronic copies of all data sets, including all materials required to permit additional analysis is to be 
submitted as well. This will include de-identified, clean, and labelled final datasets, with codebook 
variable names, data cleaning notes, and error logs.  
 
9. Estimated Duration of Contract  
 
Total Number of Months: 6 
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Annexure II: Steps followed for sampling frame development  

 
1) Database source: State UNICEF colleagues were contacted for sourcing the database of 

trained and untrained FLWs in the selected districts. The database with a list of FLWs (trained 

and untrained on the BRIDGE IPC skills training programme) was received for all the selected 

districts. 

2) Database validation: A verification exercise was undertaken in all the selected states/districts 

to verify the database of the FLWs received from states. During this validation, additional 

information apart from confirming the contact details was also collected.  

The following information was confirmed/collected during the validation exercise: 

a) Name, designation and contact number of FLW 
b) Training status: Whether trained or untrained on the BRIDGE IPC skills training 

programme. The database that was received was marked as trained and untrained, but, 
the status of training was confirmed again during the database validation. Additional 
information given below was also collected: 

• Age of FLW  

• Education of FLW  

• Year of service/experience  
 

3) Outcome of validation exercise: IPE Global team contacted nearly 14,290 FLWs across all 

the states during the validation exercise, the outcome of validation is given below: 

Table-A: Validation exercise output: state-wise and overall level 

Outcome of validation exercise Uttar Pradesh Assam Karnataka Odisha Rajasthan Total 

Not Reachable 328 228 408 171 286 1421 

Incoming not allowed 153 65 143 32 132 525 

Can't recall about training 24 0 0 11 46 81 

Ringing, not picked up 155 436 428 32 98 1149 

Switched off 312 318 241 11 40 922 

Wrong no. 176 53 202 40 52 523 

Invalid no. 153 23 0 0 9 185 

Asked to call later 25 3 0 34 0 62 

No Mobile no.  395 0 54 16 0 465 

Refused 1 5 5 8 9 28 

Repeated 1 0 0 0 0 1 

No. continuous busy 13 133 103 0 12 261 

Retired 5 0 5 0 0 10 

Confirmed - all variables 899 2021 1957 1141 2639 8657 

Total Database received 2640 3285 3546 1496 3323 14290 
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4) Sample size for data collection: Out of the total validated data, trained and untrained FLWs 

were matched using MedCalc software based on: 

• Age of FLW (Case-matching limit: +/- 3 years) 

• Education of FLW (Case-matching limit: +/- 2 years) 

• Year of service/experience (Case-matching limit: +/- 2 years) 
 

The FLWs distribution tables for trained and untrained categories are given below:  

Output tables based on the characteristics of FLWs 

 

Table B-1: Percentage distribution of trained and untrained FLWs based on years of 

service (experience) 

Years of service 

(experience) 

Total Status on BRIDGE IPC training 

Trained Untrained 

Up to 10 Years 35.0 35.5 34.7 

11-15 Years 51.2 50.5 51.6 

16+ Years 13.8 14.0 13.7 

Total 794 399 393 

Note: percentages have been rounded off to first place; significance tested at p < 0.05 and the 

results were non-significant 

 

Table B-2: Percentage distribution of trained and untrained FLWs based on age 

Age  Total Status on BRIDGE IPC training 

Trained Untrained 

Below 35 Years 32.0 31.1 33.1 

36-40 Years 24.2 24.3 24.2 

41-45 Years 19.5 21.1 18.1 

46 Years or more 24.3 23.6 24.7 

Total 794 399 393 

Note: percentages have been rounded off to first place; significance tested at p < 0.05 and the 

results were non-significant 
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Table B-3: Percentage distribution of trained and untrained FLWs based on education 

Education level Total Status on BRIDGE IPC training 

Trained Untrained 

Literate with no formal education 0.3 0.3 0.3 

Primary school (up to Class V) 3.8 3.8 3.8 

Middle school (up to Class VIII) 28.6 24.6 32.3* 

Secondary school (up to Class X) 33.6 36.3 31.0 

Senior secondary school (up to Class 

XII) 

25.4 26.3 24.7 

Graduate and above 8.3 8.8 7.9 

Total 794 399 393 

Note: percentages have been rounded off to first place; *- significance tested at p < 0.05 

Table B-4: Percentage distribution of trained and untrained FLWs based on religion 

Religion Total Status on BRIDGE IPC training 

Trained Untrained 

Hindu 88.8 89.5 88.0 

Muslim 9.3 8.3 10.4 

Christian 1.8 2.3 1.3 

Sikh 0.1 0.0 0.3 

Total 794 399 393 

Note: percentages have been rounded off to first place; significance tested at p < 0.05 and the 

results were non-significant 

Table B-5: Percentage distribution of trained and untrained FLWs based on caste 

Caste Total Status on BRIDGE IPC training 

Trained Untrained 

OBC 45.7 45.9 45.5 

SC 23.3 23.6 23.2 

ST 6.1 5.8 6.4 

General 24.9 24.8 24.9 

Total 794 399 393 

Note: percentages have been rounded off to first place; significance tested at p < 0.05 and the 

results were non-significant 
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Annexure III: Changes in Data Collection Methodology 

The evaluation has utilised a mixed-method approach and used qualitative and quantitative 

methods for primary data collection. During the inception phase, it was planned that the data 

collection with all the stakeholders would be completed physically/face-to-face. However, the data 

collection methodology had to be revisited due to the COVID-19 pandemic. Considering this, 

several rounds of discussion happened between UNICEF and IPE Global to develop protocols 

and mitigation plans to overcome the crisis. Remote data collection was suggested as a feasible 

option in the current situation.  

Most of the data collection was conducted remotely by the moderators as opposed to the planned 
physical/face-to-face data collection. Quantitative data collection for FLWs and DTs has been 
done using Computer Assisted Telephone Interviews (CATI). Qualitative data (in-depth 
interviews) from the Lead trainers, state and district/block level officials, and UNICEF staff were 
conducted remotely over the phone. Due to the pandemic, the observation of immunization sites 
was planned to be conducted virtually through live streaming but was eventually accomplished 
physically. Exit Interviews and FGDs (Focus Group Discussions) with caregivers of 
immunized/drop-out and left-out children and observation at field level for ASHAs were dropped 
from the sample on the recommendation of UNICEF in the pandemic situation. 

Quantitative Data Collection:  

FLW Data Collection: During the inception phase, Color-Coded Audio Computer-Assisted Self 
Interviews (C-ACASI) were planned for FLWs. In the revised methodology, the data collection has 
been done using Computer Assisted Telephone Interviews (CATI), i.e., remote data collection 
(through telephonic interviews).  

In each state, two districts were purposively selected, considering the indicator – the proportion 
of ANMs/ASHAs who received the training. All the districts in a state were arranged in descending 
order based on the training coverage (%) and the two bottom districts were selected for this 
evaluation. This was done considering two points:  

(a) To get enough samples of FLWs who have not received the training and  

(b) For doing case-matching, additional samples of untrained FLWs are required  

However, gathering data on background characteristics of the FLWs, and hence finalising the 
sample, took longer than anticipated. States like Assam and Karnataka were able to furnish data 
on trained and untrained FLWs, however, the remaining 3 states- Odisha, Rajasthan and UP were 
facing challenges in providing data on the untrained FLWs. The database shared with IPE Global 
was from March 2020 samples due to which getting samples of untrained FLWs for case catching 
were difficult. Since the data collection was delayed, we considered the latest coverage data of 
the BRIDGE IPC skills training that was shared in November 2020, and the initially planned 
districts were revised for these 3 states for the FLW data collection. A telephonic interview was 
then conducted with the selected (case-matched- trained and untrained) FLWs in the local 
language. Before selection, a verification exercise was undertaken in all the states to verify the 
database of the FLWs. A prior appointment was taken with the FLWs for their availability.  

DT Data Collection: During the inception phase, it was planned to share a CAPI link for an online 
self-assessment tool with the selected DTs via email/What's app and a telephonic follow-up was 
to be done to ensure their participation. However, despite constant follow-up for 3 months, only 
40 percent of the data collection was achieved. After discussing this with UNICEF, the 
methodology was changed from CAPI to CATI which was used for the DTs’ data collection for 
which experienced local team members were deployed to undertake this activity.  
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Observation visits: During the inception phase, the observation visits were planned to be 

completed physically/face-to-face. However, due to the pandemic, it was decided to undertake 

these observations virtually using the following methods: 

Eventually, the second option of physical observation of the immunization sites was finalised, due 

to network issues in live steaming. A deliberation was made to explore all the possible options 

and the face-to-face mode was adopted post-approval from UNICEF while ensuring all the 

COVID-19 related protocols. UNICEF’s staff was consulted to facilitate observation exercises on 

the actual immunization sites and day of immunization. This exercise was conducted in all the 5 

selected states/districts from 25th March 2021 to 8th April 2021.  

The observations of the ANMs/FLWs at the immunization sites were undertaken by IPE Global’s 

local field team by using the following steps: 

(i) The UNICEF field-level officials facilitated these observations on the immunization day 
in each selected block.  

(ii) The field staff followed all the COVID-19 protocols (mentioned below in detail). 
(iii) Photographs were taken by the field staff as evidence of this exercise. 
(iv) IPE Global team has used the observation checklist and checked the activities 

performed by the ANMs/FLWs at the immunization sites.  
(v) The findings were recorded in excel sheets and were shared with the core team. 

Protocols followed by the observers during observation of immunization sites are as follows: 

• Downloaded the Arogya Setu app on their mobile devices. 

• Carried a sanitiser to sanitize hands frequently. 

• Ensured that the face mask (surgical mask) was worn all the time during the exercise.  

• Noted temperature daily to ensure that they did not have a fever or any COVID-19 

symptoms such as cough/cold.  

• Followed hand hygiene, respiratory hygiene and maintained environmental hygiene. 

• Maintained physical distancing as per the norms and avoided shaking hands for greeting 

each other.  

 

 

Option-1 

(i) The UNICEF field level officials to facilitate in setting-up virtual observations of the 

mock/actual sessions by ANMs.  

(ii) The live streaming to be done by the UNICEF official/staff from the facility. 

(iii) IPE Global team to use the observation checklist and observe the activities that are 

performed by the ANM at the immunization site.   

(iv) This online approach to be piloted in 2 states (where FLW data collection is completed) 

namely: Karnataka and Assam 

Option-2: If the above option-1 does not prove to be effective, IPE Global to consider 

conducting live observation of the sessions and validate the observations against the checklist. 

Support from the local UNICEF state office was necessary in setting or facilitating the live 

mock session. 
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Qualitative Data Collection:  

NLT Data Collection: As per the revised methodology, the NLTs’ in-depth interviews were 
conducted remotely over the phone in August and September 2020.  

State/District/Block officials and UNICEF Staff Data Collection: Following the revised 

methodology, the in-depth interviews of the State/District/Block officials and UNICEF Staff were 

conducted remotely over the phone.  

The interviews with the officials were planned to begin in January 2021, at the same time when 
the vaccination drive began in India for COVID-19 and Mission Indradhanush was launched at 
the ward level, which made the officials’ availability difficult and impeded scheduling their 
interviews due to genuine reasons. Keeping this in mind, two options were considered for this 
exercise:  

Option 1: Interviews were planned and undertaken either through skype or telephonically. We 
took prior appointments with the interviewees. For appointments, at least 3 attempts were made 
to reach out to the interviewee. After receiving confirmation on the date and time, telephonic 
interviews were conducted. 
 
Option 2: In a situation, when after making 3 follow up calls, officials were unavailable for online 
interviews or busy with COVID vaccination, the option of conducting face-to-face interviews 
were considered. This option was sought in Karnataka to interview 5 government officials (3 
from Mysore on 25th March; 2 from Bagalkot on April 1st 2021). Protocols followed for data 
collection were the same as listed above for the observation exercise.  
 
The data collection was immediately stalled post 8th April 2021 due to a surge in COVID-19 
cases. 

Due to the officials’ busy schedules, the interviews had to be rescheduled multiple times owing to 

last-minute emergencies, which resulted in long delays in data collection. Another challenge was 

that some officials who were involved in the BRIDGE training were transferred to other districts 

and the current officials in those districts were not aware of the BRIDGE training in that district. 

After consultation with UNICEF, some interviews with officials where we faced such issues were 

eventually dropped. Challenges specific to each state are listed below: 

Assam: One Medical officer refused to give the interview, and the UNICEF state colleague 
suggested dropping that interview. 
 
Karnataka: The moderators faced multiple rescheduling of the interviews due to the 
unavailability of the officials, thus the UNICEF state staff in Karnataka suggested conducting 
face-to-face interviews for some officials, alongside the observation visits. UNICEF state staff 
facilitated these officials' interviews. The moderator faced challenges in planning his time for 
conducting these interviews since they were originally planned to be conducted remotely.  
 
Odisha: The interviews were re-scheduled more than 20 times in 2 months and they didn’t 
seem interested in giving interviews, despite the efforts of the moderators as well as UNICEF 
state staff. 
 
Rajasthan: In Pali District, the DIO and other block staff claimed that they were not exposed 
to the BRIDGE training, so the district had to be dropped eventually. Since the second wave 
had begun in India, the district was not replaced and only one district was covered for 
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Rajasthan. The interviews of the SEPIO and RI Nodal Officer could also not be conducted due 
to constant rescheduling. 
 
Uttar Pradesh: One DIO refused to give the interview, despite the efforts of the moderator as 
well as UNICEF state staff. 

 
In total, 45 interviews were conducted for the state/district/block officials and UNICEF state staff, 

and further data collection activities were stalled, after consultation with UNICEF, due to the 

second wave of COVID-19 in India and the cases suddenly shooting up as a result of it. 

Data Collection Timelines for the Selected Stakeholders 

States NLTs DTs FLWs 
Officials 

(State/district/ 
block) 

Observation 
sites 

Assam 28 Aug – 17 
Sept 2020 

CAPI: 28 Sept – 20 Dec 2020; 
CATI: 31 Dec 2020 – 20 Jan 2021 

15 Jan – 10 
April 2021 

19 Jan – 12 
April 2021 

24 March – 8 
April 2021 

Karnataka 25 – 27 Aug 
2020 

CAPI: 28 Sept – 20 Dec 2020; 
CATI: 31 Dec 2020 – 20 Jan 2021 

15 Jan – 10 
April 2021 

19 Jan – 12 
April 2021 

24 March – 8 
April 2021 

Odisha 25 Aug – 3 
Sept 2020 

CAPI: 28 Sept – 20 Dec 2020; 
CATI: 31 Dec 2020 – 20 Jan 2021 

15 Jan – 10 
April 2021 

19 Jan – 12 
April 2021 

24 March – 8 
April 2021 

Rajasthan 26 Aug – 7 
Sept 2020 

CAPI: 28 Sept – 20 Dec 2020; 
CATI: 31 Dec 2020 – 20 Jan 2021 

15 Jan – 10 
April 2021 

19 Jan – 12 
April 2021 

24 March – 8 
April 2021 

Uttar 
Pradesh 

26 Aug – 4 
Sept 2020 

CAPI: 28 Sept – 20 Dec 2020; 
CATI: 31 Dec 2020 – 20 Jan 2021 

15 Jan – 10 
April 2021 

19 Jan – 12 
April 2021 

24 March – 8 
April 2021 
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Annexure IV: List of Meetings Attended with UNICEF Delhi 

 

S. No. Date of Meeting Agenda 
1.  November 20, 2019 Kick-off meeting to decide the contours of evaluation 

2.  December 11, 2019 Telephonic meeting to share progress on the inception 
report 

3.  January 31, 2020 ERG meeting of BRIDGE Inception Report 

4.  February 7, 2020 Feedback from ERG members 

5.  March 13, 2020 Discussion on sampling, ToC and timelines 

6.  April 6, 2020 Discussion on way forward and alternative modes of data 
collection during COVID-19 

7.  April 27, 2020 Feedback from UNICEF on the revised inception report 

8.  July 8, 2020 Feedback on tools from UNICEF 

9.  September 28, 2020 Discussion on the status of data collection and timelines 

10.  February 5, 2021 Discussion on Project Status and Action Plan 

11.  September 2020 – April 2021 Weekly status updates to UNICEF via email 
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Annexure V: List of Persons Interviewed 

 

S. No. State Designation No. of people 
interviewed 

1.  Assam State immunization officer  1 

2.  Assam District immunization officer  2 

3.  Assam Medical officer  3 

4.  Assam Block Programme Manager-NHM  4 

5.  Assam UNICEF consultant  1 

6.  Assam NLT - NHM 1 

7.  Assam NLT - UNICEF 1 

8.  Karnataka District immunization officer  2 

9.  Karnataka Medical officer  4 

10.  Karnataka Block Programme Manager-NHM  4 

11.  Karnataka UNICEF consultant  1 

12.  Karnataka NLT - UNICEF 1 

13.  Karnataka NLT - EID 1 

14.  Odisha State Immunization Officer  1 

15.  Odisha Joint Director of Health Promotion and BCC 1 

16.  Odisha Block Programme Manager-NHM & Public Health 
Extension Officers 

3 

17.  Odisha District immunization officer 1 

18.  Odisha UNICEF consultant  1 

19.  Odisha NLT - UNICEF 3 

20.  Rajasthan District immunization officer 1 

21.  Rajasthan Medical officer 2 

22.  Rajasthan Block Programme Manager-NHM 2 

23.  Rajasthan UNICEF consultant 1 

24.  Rajasthan NLT - UNICEF 1 

25.  Rajasthan NLT - EID 2 

26.  UP State Immunization Officer  1 

27.  UP District immunization officer  1 

28.  UP Medical officer  4 

29.  UP Block Programme Manager-NHM  4 

30.  UP NLT - SM Net 1 

31.  UP NLT - NHM 1 

32.  UP NLT - EID 2 

33.  UP/MP/Bihar NLT - EID 2 
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Annexure VI: List of Documents Reviewed 

 

Documents List 

• BRIDGE-IPC skills training in routine immunization for frontline workers (ANM, ASHA, 
AWW). Operational Guidelines, (2017). National Health Mission 

• BRIDGE Trainer’s  anual 

• IPC Guidelines for FLWs 

• National Health Profile, 2019 (14th Issue). Central Bureau of Health Intelligence 

• Baseline Assessment of GAVI Supported Health System Strengthening Project 2017-
2021 

• Monitoring and Evaluation Framework. IPC for Immunization Package 

• Presentation on Operationalization of BRIDGE at block 

• BRIDGE Presentation for conducting Training 

• Training material including BRIDGE Game- Who wants to save a million and Films/videos 
on community meetings, community mobilization, ASHA Ek Nai Subah etc. 

• BRIDGE Training related formats including ASHA feedback format, Pre-Post assessment 
format, FLW field assessment format, Barrier ad planning format etc. 

• State Level field assessment reports for Assam, Karnataka, Rajasthan, Uttar Pradesh and 
Odisha (month wise) 

• ToT State Reports for Rajasthan, Odisha, Uttar Pradesh, Karnataka  

• Refresher ToT state Reports 

• Pre-post assessment reports of FLWs for Odisha, Assam, Karnataka, Rajasthan and Uttar 
Pradesh (for various months)- including data on proficiency levels of ToMTs and pre-post 
assessment of FLWs 

• BRIDGE Analytical Report 

• WHO/UNICEF national immunization coverage estimates, (2018) revision. United 
Nations, Department of Economic and Social Affairs, Population Division (2019). World 
Population Prospects (2019). 

• Ministry of Health and Family Welfare, Government of India, (2016). Immunization 
handbook for medical officers. WHO.  

• http://www.searo.who.int/india/publications/immunization_handbook2017/en/ 

• Ministry of Health and Family Welfare, Government of India, (2018). Immunization 
Handbook of Health Workers. 

• Lahariya C. A brief history of vaccines & vaccination in India, (2014). Indian Journal of 
Medical Research; 139:491-511. 

• Biasio LR. Vaccine hesitancy and vaccine literacy. Hum VaccinImmunother, (2017);13 
(3):701–2. doi:10.1080/21645515.2016.1243633. PMID: 27808587. 

• Sørensen K, Van den Broucke S, Fullam J, Doyle G, Pelikan J, Slonska Z, Brand H and 
(HLS-EU), (2012). Consortium Health Literacy Project European. Health literacy and 
public health: A systematic review and integration of definitions and models. BMC Public 
Health. 2:80. doi:10.1186/1471-2458-12-80. PMID: 22276600. 

• International Journal of Community Medicine and Public Health Mathew G et al., (2016). 
Int J Community Med Public Health: 3(6):1525-1530. 

• Hermann JS, Featherstone RM, Russell ML, et al., (2017). Immunization coverage of 
children in the child welfare system: a systematic review protocol. BMJ Open;7: e014625. 
doi:10.1136/ bmjopen-2016-014625. 

• Cairns G, MacDonald L, Angus K, Walker L, Cairns-Haylor T, Bowdler T., (2012). 
Systematic literature review of the evidence for effective national immunization schedule 
promotional communications. Stockholm: ECDC. 

  

http://www.searo.who.int/india/publications/immunization_handbook2017/en/
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Annexure VII: Interview Checklists/Protocols  

Ethical Considerations  

The following ethical considerations were followed by the moderators for all the data collection 

activities:  

• Fixing a prior appointment with respondents as per their availability 

• Reading and explaining about the informed consent and noting it 

• Stating clearly that if they did not have any problem, then the interviews would be 
recorded 

• Ensuring anonymity and giving them the confidence of not capturing any identifiers 

• Explaining how the answers were used, i.e., for improving the training and for any mid-
course correction 

• Telling them that they can leave at any point during the interview  

• Ensuring ethics during COVID-19 and being sensitive to their perceptions 

• Explaining that no risks were involved as their identity was kept confidential 

Protocols 

The following protocols were followed by the observers/moderators during face-to-face data 
collection, i. e. observation of immunization sites and few interviews with officials in Karnataka: 

• Downloading the Arogya Setu app on their mobile devices 

• Carrying a sanitiser to sanitise hands frequently 

• Ensuring that the face mask (surgical mask) was worn all the time during the exercise 

• Noting temperature daily to ensure that they did not have fever or any COVID-19 

symptoms such as cough/cold 

• Following hand hygiene, respiratory hygiene and maintaining environmental hygiene 

• Maintaining physical distancing as per the norms and avoiding shaking hands for greeting 

each other  
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Annexure VIII: Study Tools  

Tool A: FLW Questionnaire 

Informed Consent 

Purpose of the interview 
To ascertain the effectiveness of various BRIDGE training we are conducting this study with the frontline 
workers as well a few officials of your state. In this regard, you are selected randomly for this study among 
other FLW members. 
 
Process  
If you agree to participate, we would ask you to respond to some questions based on a structured 
questionnaire. If you are finding some questions difficult to comprehend, you can ask me for any 
clarifications. The survey would take around 30-40 minutes.  
 
Risks anticipated 
Participation in this survey will not affect you in any way. To keep your identity confidential, we would not 
share any identification details with anyone.  
 
Benefits 
There is no direct benefit for participating in this study. However, the information that we receive from you 
will help us in preparing better training programmes for improving the health of the community. 
 
Voluntary Participation: 
Your participation in this study is completely voluntary, that means you decide whether you want to 
participate or not.  If you decide not to participate, there will be no consequences. If you decide not to 
take part or leave it in between, we would respect your decision and not ask you any questions regarding 
your decision. 
 

Confidentiality: 

All your answers will be kept private and confidential, and the only people who will have access to this 
information are the researchers for the study. Also, no identifier information will be collected during the 
interview. 

 

Are you willing to participate in this study? Yes / No  

If no, explain why:  

 

I confirm that I have given all the above information to the participant, and s/he has agreed to 

participate.  

 

Interviewer’s Name 

Date: ______________ 
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Q. No. 

 

Questions 

 

Coding categories 

 

Instruction 

 

Q1. Designation ANM 

ASHA 

 

1 

2 

 

Q2. Total years in service   

Q3. Unique identification of Respondent 

 
  

Q4. Name of the district and code 

 
_________________ 

 

Q5. Name of the Block and code 

 _______________ 
 

Q6. Interview details  

A 

B 

Start time 

End time 

 

_ _ :_ _ Hrs 

 

_ _ :_ _ Hrs 

 

 

Q. No. 

 

Questions 

 

Coding categories 

 

Instruction 

 

Q7. Date of interview 

 

Day / Month/ Year   

 
// 
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  I would like to begin by asking some general questions about your age, education, occupation, your marital 

status etc. 

 

Q. No 

 

Questions and Instructions 

 

Coding categories Codes 

 

Skip 

to 

Col. 

Cod

e 

S c   n1: R s  n  n ’s P  f    

Q101.  
What is your current age?  

(in completed years) 
  

  

Q102.  
What is your current marital status?  Unmarried 

Currently Married 
Divorced 

Separated 
Widowed 

1 
2 
3 
4 
5 

  

Q103.  
Do you have any child/ren below 5 years of 

age? 

Yes 

No 

1 

2 
 

 

Q104.  
What is your highest level of educational 

attainment?  

 

 

 

 

Illiterate 

Literate with no formal education 

Primary school (up to Class V)  

Middle school (up to Class VIII) 

Secondary school (up to Class X) 

Senior secondary school (up to 

Class XII) 

Graduate and above  

Don’t Know/Can’t  ay 

1 

2 

3 

4 

5 

6 

 

7 

99 

  

Q105.  
What is your religion? 

 

 

 

Hindu 

Muslim 

Christian 

Sikh  

Buddhist/Neo-Buddhist  

Jain 

Jewish 

Parsi/Zoroastrian 

No Religion 

1 

2 

3 

4 

5 

6 

7 

8 

9 

  

Q106.  
Do you belong to a scheduled caste, a 

scheduled tribe, other backward class, or 

none of these? 

 

 

 

Other Backward Caste 

Scheduled Caste 

Scheduled Tribe 

General Caste 

Don’t Know/Can’t  ay 

1 

2 

3 

4 

99 

  

Q107.  
Do you reside in the same village where 

you work? Yes 

No 

1 

2 

If no, 

SKIP 

to 

Q109 

 

Q108.  
If no, how far is your residence from this 

village? (in Kms; if the distance is less 

 Kms 
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Q. No 

 

Questions and Instructions 

 

Coding categories Codes 

 

Skip 

to 

Col. 

Cod

e 

S c   n1: R s  n  n ’s P  f    

than 1 km, please write 0) 

Q109.  
Number of targeted children in your area 

(under 5 years of age) 

 

Don’t know 

 

99 

  

 

Now, I would like to ask some general questions on topics related to your level of understanding of Immunization- 

Knowledge, Attitude and Practice.   

Instructions:  

Green colour: For the interviewer 

Blue and red colour: CAPI development 

Section-2 A: Knowledge on Immunization  

Q. No 

 

Questions and Instructions 

 

Coding categories & Codes 

 

Skip code Col. 

Code 

Q201.  
What kind of services do you 

usually provide to the 

community?  

 

Multiple responses possible 

 

Not display code ‘B, I’ for 

ASHA 

Not display code ‘A, E’ for 

ANM 

Escorting mothers for delivery 
Immunizing children 
Counselling mothers  

Community sensitization (health and 
nutrition) 

Community mobilization 
Diagnosis of diseases, danger signs in 

women and children 
Identifying vulnerable populations and 

their health needs 
Home visits 

Supervising and facilitating ASHA 
Supplementary nutrition/ IFA/ 

adolescent girls 
Distribution of IFA  

ANC check ups 
PNC check ups 

Counselling & Distribution of FP/ 
contraception methods 

 thers ( pecify……………) 

A 
B 
C 
 D 

 
E 
F 

 
G 

 
H 
I 
J 
 

K 
L 
M 
N 

 
X 
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Q202.  
Besides your above-mentioned 

responsibility, what are your 

specific responsibility at the 

session site for Routine 

Immunization?  

 

Multiple responses possible 

For ANM 

Planning for Immunization 

Managing the Cold chain 

Preparing and conducting the 

immunization session 

Communicating with caregivers 

Recording, Reporting and tracking of 

dropouts 

Capacity building of ASHAs and AWWs 

to perform their roles in RI 

Coordinator with ICDS supervisor 

 thers ( pecify……………) 

For ASHA 

Conducting home visits 

Encouraging and facilitating full 

childhood immunization 

Creating awareness and providing 

information to the community on RI 

Counsels women/caregiver on 

immunization 

Mobilizing the community for 

immunization  

 thers ( pecify……………) 

 

A 

B 

C 

 

D 

E 

 

F 

 

G 

X 

 

A 

B 

 

C 

 

D 

 

E 

 

X 

  

Q203.  
What are the vaccines given to 

the child at birth before 

discharge from the hospital? 

(If the answer is BCG + OPV 

Zero + Hepatitis B- birth 

dose, then consider this as 

Yes, otherwise consider it as 

No) 

DPT1 

BCG 

Measles 

Vitamin A 

Polio 

Hepatitis B-birth dose 

OPV-Zero 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

F 

G 

X 

If no, SKIP 

to Q205 

 

Q204.  
If yes, which disease does 

Hepatitis B protect from? 

Hepatitis 

Fever 

Tetanus 

Diphtheria 

 thers ( pecify……………) 

A 

B 

C 

D 

X 

  

Q205.  
A child received BCG, 

Pentavalent and OPV1 at the 

age of one and half months. 

Then comes again after a gap 

of 6 months. Which vaccines 

will you give? 

(If the answer is Pentavalent 

and OPV 2, then tick Yes, 

otherwise No) 

BCG 

Measles 

Vitamin A 

OPV 2 

Hepatitis B 

Pentavalent 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

F 

X 
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Now, I would like to ask some general questions about the role you perform in your daily life. 

Section 2B: Practice 

Q206.  

Usually, where does the 

immunization happen in your 

village? 

Anganwadi centre 

Sub centre 

Panchayat House 

Government Primary School 

 thers ( pecify……………) 

1 

2 

3 

4 

98 

  

Q207.  
Do you follow a fixed day for 

the immunization session? 

Yes 

No 

1 

2 

  

Q208.  

Who all are present at the 

immunization site?   

Multiple responses possible 

ASHA 

ANM 

AWW 

 thers ( pecify……………) 

A 

B 

C 

X 

  

Q209.  

What are the key messages on 

RI that you give to the 

caregivers/mothers? 

Multiple responses possible 

Vaccine given and diseases prevented 
Minor adverse effects of the vaccine 

When and where to come for the next 
vaccination 

Carry MCP card for all the visits  
Exclusive breast feeding for 6 months 
               Handwashing before feeding 

the child                                     
 thers ( pecify………) 

A 
B 
C 

   
D 
E 
F 

 
X 

  

Q210.  

When you meet a parent what 

all do you ensure during your 

discussion with them? 

Multiple responses possible 

Greet the parent with a smile/ Do 
Namaste 

Ask questions about the health of the 
child 

Tell about the importance of RI 
Tell about the adverse event following 

immunization 
Avoid interruptions such as calls or 

checking messages 
Brief about vaccination to be given 

Avoid technical language  
Briefs about possible adverse effects 

Answer any queries raised by the parent 
Maintains eye contact 

Pays attention to non-verbal cues 

Return for follow up if required 

 thers ( pecify……………) 

A 
 

B 
 

C 
D 

 
E 

 
F 
G 
H 
I 
J 

K 

L 

X 

  

Q211.  

Whether you inform 

parents/caregivers about minor 

events that may occur after 

receiving the vaccination? 

Always 

Sometimes 

Never 

1 

2 

3 

If never, 

SKIP to 

Q213 

 

Q212.  

Which minor events do you tell 

about? 

Multiple responses possible 

Swelling at the site 
Pain  

Mild Fever 
Small Sore at the site 

 thers ( pecify………..) 

A 
B 
C 
D 

X 
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Q213.  

How often do you take consent 

from the parent before 

administering the vaccine? 

Always 

Sometimes 

Never 

1 

2 

3 

  

Q214.  

How often do you inform the 

parent about the follow-up 

required after the vaccination? 

Always 

Sometimes 

Never 

1 

2 

3 

  

Q215.  

What are some of the common 

minor adverse events of 

Routine Immunization faced by 

children in your community? 

Multiple responses possible 

Swelling at the site 
Pain  

Mild Fever 
Small Sore at the site 

 thers ( pecify………..) 

A 
B 
C 
D 
X 

  

Q216.  

What do you do to improve 

community’s confidence for 

immunization and to remove 

myths and misconceptions? 

Multiple responses possible 

By responding to their concerns 
Citing peer examples 

Through the medium of 
movies/films/videos 

Community meetings 
Use of Pamphlets/Flip charts 

Conducting Home visits 
Do not do anything 

 thers ( pecify……………) 

A 
B 
C 

 
D 
E 
F 
G 
X 

  

Q217.  

What do you do if a child comes 

to you with minor adverse 

event (mild fever, swelling or 

pain)? 

Multiple responses possible 

Give Paracetamol 
Reassure the caregiver 

Ask the caregiver to apply cold cloth at 
the injection site 

Do not do anything 
Others ( pecify……………) 

A 
B 
C 

 
D 
X 

  

Q218.  
Have you heard about village 

communication plan? 

Yes 

No 

1 

2 

  

Q219.  

Have you ever prepared a 

village level communication 

plan?  

Yes 

No 

1 

2 

If no, SKIP 

to Q222 

 

Q220.  
When did you prepare your last 

plan? (month/year) 

 Month  

 Year  

   

Q221.  

What all different components 

you cover in village level 

communication plan? 

Multiple responses possible 

Prepare a LODOR list 

Types of barriers  

List of families 

List of influencers group 

Plan for village level IPC activities 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

X 

  

Q222.  

If no, why you did not prepare 

the village communication 

plan? 

Multiple responses possible 

Did not get time 

Forgot how to prepare it 

Did not find it relevant 

 thers ( pecify……………) 

A 

B 

C 

X 

  

Q223.  

Do you motivate the 

community members to get 

their child immunized? 

Yes 

No 

1 

2 

If no, then 

SKIP to 

Q225 
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Q224.  

How do you motivate the 

community on RI? 

Multiple responses possible 

Home visits 
Counselling sessions 

Citing examples of families who come 
for immunization 
Use of influencer 

Mass -Media 
Community meetings 

VHSND 
Wall paintings/banners/hoardings 

Anganwadi Centres 
 thers ( pecify……………) 

A 
B 
C 

 
D 
E 
F 
G 
H 
I 

X 

  

Q225.  

Do you organize community 
meetings? 

Yes 

No 

1 

2 

If no, then 

SKIP to 

Q231 

 

Q226.  

How frequently do you 

organize community meetings 

in a year? 

Once a month 
Once a Quarter 

Once a year 
 thers ( pecify……………) 

1 
2 
3 

98 

  

Q227.  

Who all are present in the 

community meetings? 

Multiple responses possible 

Influencers (Teachers, religious leaders, 
Sarpanch) 

Caregivers/Parents 
AWW 
ANM 

ASHA 
Panchayat Members 

School Teachers 
 thers ( pecify……………) 

A 
 

B 
C 
D 
E 
F 
G 
X 

  

Q228.  

What all activities do you 

perform in a community 

meeting? 

Multiple responses possible 

Prepares a list of attendees 
Brief about the agenda or topic of 

discussion 
Encourage members to participate in 

the discussion 
Check whether participants are 
following words and messages 

Ensure a meaningful discussion is being 
held 

Remind the participants about the action 
points and date of next meeting 

 thers ( pecify……………) 

A 
B 

 
C 

 
D 

 
E 

 
F 

 
X 

  

Q229.  

Which services are discussed 

during the community 

meetings? 

Multiple responses possible 

Immunization 
New-born care 
Antenatal Care 

Management of Diarrhea 
Pneumonia 

 thers ( pecify……………….) 

A 
B 
C 
D 
E 
X 

If ‘A’ is no 

SKIP to 

Q231 

 

Q230.  

If immunization is discussed, 

what all points were covered? 

Multiple responses possible 

Schedule of vaccination 
New developments in vaccination 

Myths and Misconceptions 
Minor AEFI 

Management of minor AEFI 
 thers ( pecify………..) 

A 
B 
C 
D 
E 
X 
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Q231.  

How do you identify the 

children to be covered? 

Multiple responses possible 

(Community meeting option 

should not display if coded 

‘No’ in Q225) 

Home visits 

Community Meeting 

VHSND 

RCH Portal 

Anganwadi Centre 

ASHA 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

F 

X 

  

Q232.  

How do you track left out and 

drop out children? 

Multiple responses possible 

Prepare a LODOR list 

RCH portal 

Home visits  

Community Meetings 

Self-maintained register 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

X 

  

Q233.  

In your area which are the 

families that are generally left 

out?  

Multiple responses possible 

Distantly located families 

Engages in daily wage earning 

Seasonal migrants 

Due to religious beliefs 

Low priority due to a girl child 

Low priority towards health (RI) 

Low awareness and knowledge levels 

on RI 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

F 

G 

 

X 

  

Q234.  

What are the reasons due to 

which families drop out? 

 

Multiple responses possible 

Myths and misconceptions related to RI 

Inadequate information 

Trust deficit 

Fear of AEFI 

Gender bias (Low priority for a girl child)   

Low priority towards health (on RI) 

Time and Place of RI 

Distance 

Security issues 

Others ( pecify……………) 

A 

B 

C 

D 

E 

F 

G 

H 

I 

X 

  

Q235.  
How do you cover the left outs 

and motivate the drop-outs 

families to promote RI? 

Multiple responses possible 

Counselling sessions 

Home visits 

Use of Influencers 

Use of videos/films 

Community meetings 

Mid Media (Prabhat pheri) 

Mass Media 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

F 

G 

X 
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Q236.  
Who provides you support 
when you face challenges in 
promoting RI for left outs and 
drop-outs families? 
Multiple responses possible 

ANM 
Medical Officer-in-Charge  

-MOIC 
District Immunization Officer  

-DIO 

Influencers 

 thers ( pecify……………) 

A 
B 

 
C 

 

D 

X 

  

Q237.  
Do you do self-assessment of 
your work? 

Yes 

No 
Do not know 

1 

2 
99 

If no, SKIP 

to Q241 

 

Q238.  
If yes, how do you do self-
assessment? 
Multiple responses possible 

Fill in self-assessment form 
Through self-maintained register 

 thers ( pecify……………) 

A 
B 
X 

  

Q239.  
Do you think there is any 
benefit of doing self-
assessment? 

Yes 

No 
Do not know 

1 

2 
99 

If no or 

don’t know, 

SKIP to 

Q241 

 

Q240.  
If yes, what is the benefit of 
doing self-assessment? 
Multiple responses possible 

Area of my own improvement 

Able to identify problems 

Able to prioritize my work 

Track my progress 

Tracking progress of RI 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

X 

  

Section 2C: Attitude and views on Routine Immunization 

Q241.  
Immunization is an important 
part of preventive care in my 
work? 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q242.  
I am responsible for educating 
caregivers/community on 
immunization and the diseases 
they prevent 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q243.  
I am responsible for 
inquiring/evaluating the 
immunization status of children 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q244.  
I am able to convince the 
community members on RI 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 
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Q245.  
I am able to clarify all their 
doubts and answer their 
queries on RI 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q246.  
Community members look up 
to ASHA/ ANMs like me for 
advice 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q247.  
Building confidence of 
community through creating 
awareness, addressing their 
queries and providing 
information on AEFI improve 
the acceptance of vaccination 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q248.  
It is important to provide 
immunization to all children 
irrespective of their caste, 
religion and gender 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q249.  
It is important to provide 
immunization to all children 
irrespective of their socio-
economic status 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q250.  
Fear of adverse effects of 
immunization among health 
workers hinder full coverage of 
RI 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Now I would like to ask you some general questions on the training received by you on IPC skills for improving 

routine immunization (BRIDGE) 

Section 3: Trainings received 

Q301.  
How many trainings have you 

received in the last two years? 

Please list them.  

(If not received, please write 
zero) 

 

 

   

Q302.  
Have you received any training 
on IPC skills for routine 
immunization? (BRIDGE) 
(spontaneous) 

Yes 

No 

1 

2 

  

Q303.  
Have you received any training 
on IPC skills for routine 
immunization? (BRIDGE)  

Yes 

No 

1 

2 

If no, then 

terminate 

the 

interview 
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Q304.  
What do you think was the 
objective of the BRIDGE 
training? 
Multiple responses possible 

Build interpersonal communication skills 
(quality interaction with the community) 

Improve knowledge on immunization 
 thers ( pecify……………) 

A 
 

B 
X 

  

Q305.  
When did you receive the first 

IPC skills for routine 

immunization (BRIDGE)? 

  < 6 months 

6-12 months 

13- 23 months 

1 

2 

3 

  

Q306.  
Did you receive any certificate 

after completing the training? 

Yes 

No 

1 

2 

  

Q307.  
Have you received any 

refresher training for IPC skills 

on routine immunization 

(BRIDGE)? 

Yes 

No 

1 

2 

If no, SKIP 

to Q310 

 

Q308.  
How many times have you 

received the refresher training 

on IPC skills for routine 

immunization (BRIDGE)? 

 

 

   

Q309.  
Did you receive any new 

information from the refresher 

training? 

Yes 

No 

1 

2 

  

Following questions are asked pertaining to the last IPC Skills training received by you (excluding any refresher 

training) 

Q310.  
Was the training content 

relevant for you? 

Yes 

No 

1 

2 

  

Q311.  
How was this training different 

from other IPC trainings that 

you have received in the past? 

Explain. 

Multiple responses possible 

One to One interaction 

Games  

Group activity 

Films/Videos 

Role play 

No other IPC training received 

No difference 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

G 

H 

X 

  

Q312.  
When were you notified about 

attending the training? 

Same day 
One day in advance 

Two days  
A week before 

 thers ( pecify……………) 

1 
2 
3 
4 

98 

  

Q313.  
Was any prior information 

shared with you on the topic of 

training? 

Yes 

No 

1 

2 

  

Q314.  
Who informed you about the 

training? 

ANM 
MOIC 

DIO 
 thers ( pecify……………) 

1 
2 
3 

98 

  

Q315.  
Was the training held within 

your block or somewhere else? 

Within block 
Within district 

Another district 

1 
2 
3 
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Q316.  
Was it convenient for you to 

attend the training at the 

planned venue? 

Yes 

No 

1 

2 

  

Q317.  
How far was the venue for the 

training from your place?  

(in Kms; if the distance is less 

than 1 km, please write 0) 

 Kms    

Q318.  
Were you provided any 

transport facility to reach the 

venue? 

Yes 

No 

1 

2 

If no, SKIP 

to Q320 

 

Q319.  
Did you receive any TA/DA for 

attending the training? 

Yes 

No 

1 

2 

  

Q320.  
Did the venue have basic 

facilities: 

Electricity Yes 

No 

1 

2 

  

Proper seating arrangement Yes 

No 

1 

2 

  

Water Yes 

No 

1 

2 

  

Food Yes 

No 

1 

2 

  

Toilet facility Yes 

No 

1 

2 

  

Internet Facility Yes 

No 

1 

2 

  

Projector Yes 

No 

1 

2 

  

Stationery Yes 

No 

1 

2 

  

Cleanliness Yes 

No 

1 

2 

  

Q321.  
What was the duration of the 

training (in completed hours) 

 

Do not remember 

 

99 

  

Q322.  
Did you reach for the training 

on time? 

Yes 

No 

1 

2 

If yes, SKIP 

Q324  

 

Q323.  
If no, then how did you make up 

for the session missed? 

Recap by the trainer 

Peer update 

 ther ( pecify……….) 

1 

2 

98 

  

Q324.  
How many trainers were there 

in the training? 

 (If more than 1 trainer, then 

Q325 to Q326 to be asked for 

all the trainers) 
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Q325.  
What was the background of 

the trainer? 

Medical 

Para medical  

Communication 

Training 

Administration 

Health Education Officer 

 thers ( pecify……………) 

Don’t Know 

1 

2 

3 

4 

5 

6 

98 

99 

  

Q326.  
What was the gender of the 

trainer? 

Male 

Female 

1 

2 

  

Q327.  
What was the batch size of the 

trainees? 

 

 

   

Q328.  
Did you receive any training 

kit? 

Yes 

No 

1 

2 

  

Q329.  
What all was there in the 

training kit? 

 

A. Immunization 

schedule  

Yes  

No 

1 

2 

  

B. Communication 

checklist  

Yes  

No 

1 

2 

  

C. FAQS on RI and 

AEFI protocols 

Yes  

No 

1 

2 

  

D. Self-assessment 

checklist  

Yes  

No 

1 

2 

  

E. Guidelines to use 

IEC material 

Yes  

No 

1 

2 

  

Q330.  
Was the training material 

shared in your language?  

Yes 

No 

1 

2 

  

Q331.  
Was the training imparted in 

your local language? 

Yes 

No 

1 

2 

  

Q332.  
Were the training content/ 

activities designed in a way 

that helped you to address the 

local issues faced by you? 

Yes 

No 

1 

2 

  

Q333.  
Were you able to understand 
the content of the material? 

Yes 

No 

1 

2 

  

Q334.  
Which methods were used for 
imparting training? 
 
Multiple responses possible 

Presentations 
Games on -who want to save a million 

Case Study method 
Films/videos 

Role-play 
Group activity 

Lecture 

 thers ( pecify………..) 

A 
B 
C 
D 
E 
F 
G 

X 
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Q335.  
Which all methods did you like? 
(Display only those options 
which are coded in Q 334) 

Presentations 
Games on -who want to save a million 

Case Study method 
Films/videos 

Role-play 
Group activity 

Lecture 
 thers ( pecify………..) 

A 
B 
C 
D 
E 
F 
G 
X 

  

Q336.  
Did you like the IPC part of the 
training i.e. training on how to 
communicate? 

Yes 

No 

1 

2 

If no, SKIP 

to Q338 

 

Q337.  
What did you like the most 
about it?  
Multiple response possible 

Training on IPC skills 

Film on Asha Ek nai subah 

Role Play 

 thers ( pecify……………) 

A 

B 

C 

X 

  

Q338.  
Were all the sessions listed in 

the agenda covered during the 

training?      

Yes 

No 

1 

2 

If yes, SKIP 

to Q340  

 

Q339.  
If no, then why? 
 
Multiple responses possible 

Session started late 
Participants could not understand the 

content 
Trainer could not manage the 

participants 
Participants wanted to leave early 

Venue had no electricity 
 thers ( pecify……………) 

A 
B 

 
C 

 
D 
E 

X 

  

Q340.  
Were these sessions 
interactive? 

Yes 

No 

1 

2 

  

Q341.  
Was the trainer able to give 
adequate time to deliver 
session on IPC skills? 

Yes 

No 

1 

2 

  

Q342.  
What method did s/he use to 
deliver session on IPC skills? 
 
Multiple responses possible 

Film/Videos 

Presentations 

Role play 

Discussions 

Others ( pecify……………) 

A 

B 

C 

D 

X 

  

Q343.  
Do you know about vulnerable 
population for RI in your area? 

Yes 

No 

1 

2 

If no, SKIP 

to Q348 

 

Q344.  
If yes, which groups fall under 
vulnerable population? 
 
Multiple responses possible 

Scheduled Caste/ Scheduled Tribe 

Low economic status 

Geographically isolated 

Daily wage labourer 

Seasonal migrants 

Households from minority community 

Households with girl child/ren 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

F 

G 

X 

  

Q345.  
Did the training help you to 
understand who the vulnerable 
population is? 

Yes 

No 

1 

2 
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Q346.  
Did the trainer adequately 
explain how to include/ 
motivate vulnerable household 
to get covered under routine 
immunization coverage?  

Reluctance to get girl 

child vaccinated 

Yes 

No 

1 

2 

If no in all 

the options, 

then SKIP 

to Q348  

 

Scheduled caste and 

scheduled tribe 

population 

Yes 

No 

 

1 

2 

Poor households Yes 

No 

1 

2 

Minority households Yes 

No 

1 

2 

Q347.  
If yes, then what were the ways 
suggested to reach out to the 
vulnerable households? 
 
Multiple responses possible 

Community meetings 

Counselling the caregivers 

By making home visits 

By using influencers 

Use of IEC material 

 thers ( pecify……………) 

A 

B 

C 

D 

E 

X 

  

Q348.  
Did s/he talk about how this 
training is different from 
others? 

Yes 

No 

1 

2 

  

Q349.  
Did you fill any self-
assessment form during the 
training? 

Yes 

No 

1 

2 

  

Q350.  
Who collected the results of the 
self- assessment? 
(Option 4 to be displayed in 
case of ASHA interview only) 

MOIC 
DIO 

State Expanded-Programme-on-
Immunization Officer  

-SEPIO 
ANM 

 thers ( pecify……………) 

1 
2 
3 
 
 

4 
98 

  

Q351.  
Do you receive any feedback 
based on the self-assessment 
form? 

Yes 

No 

1 

2 

  

Q352.  
Who provided you the 
feedback based on the self-
assessment form? 
(Option 4 to be displayed in 
case of ASHA interview only) 

MOIC 
DIO 

SEPIO 
ANM 

 thers ( pecify……………) 

1 
2 
3 
4 

98 

  

Q353.  
Was there any post training 
follow up during monthly sector 
meetings?  

Yes 

No 

1 

2 

  

Q354.  
Is there any field monitoring 
mechanism to provide you 
support/handholding? 

Yes 

No 

1 

2 

  

Q355.  
How many times did you 
receive this kind of support in 
the last 6 months? 

 

 

   

Q356.  
Did you receive any additional 
support after the training? 
(For ANM only) 

Yes 
No 

Don’t Know 

1 
2 

99 

If no, SKIP 

to Q360 
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Q357.  
What all would you observe 
when you go for ASHA 
supervision? 
RECORD VERBATIM 
(For ANM only) 

    

Q358.  
Who provided you support for 
strengthening your skills? 
(Option 2 to be displayed in 
case of ASHA interview only) 

MOIC 
ANM 
DIO 

SEPIO 

Others ( pecify……………) 

1 
2 
3 
4 

98 

  

Q359.  
Do you think the training 
helped you develop new skills? 

Yes 

No 

1 

2 

If no, SKIP 

to Q361 

 

Q360.  
Post training, what all new 
skills have you developed?  
Multiple responses possible 
(Do not read out options) 
 

Communication Skills 
Improved Confidence 

More convincing power 
Enhanced knowledge 

Evidence based planning 
Improved outreach and advocacy 

Tracking of left out and drop out children 
 thers ( pecify……………) 

A 
B 
C 
D 
E 
F 
G 
X 

  

Q361.  
Post training, do you feel 
confident while interacting with 
the parents/caregivers? 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q362.  
Post training, do you feel 
motivated while interacting with 
the parents/caregivers? 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q363.  
Do you feel that engaging with 
communities helps you to 
deliver quality services and 
meet the needs of population? 

Yes 

No 

1 

2 

  

Q364.  
Do you feel you can obtain 
quality advice and guidance at 
all times regarding your 
concerns on health, especially 
on immunization? 

Yes 

No 

1 

2 

  

Q365.  
What are the key messages 
from the training that you can 
recall? 
 
Multiple responses possible 

Effectively mobilize 
parents/communities for routine 

immunization 
Deliver key messages on RI and new 

vaccines introduced 
Improve vaccine confidence and reduce 

vaccine hesitancy among communities 
by 

answering their concerns effectively 
Use a planning template to prepare a 

village-level communication plan 
Track children, especially dropouts and 

leftouts, and follow-up on immunizations 
 thers ( pecify……….) 

A 
 
 

B 
 

C 
 
 
 

D 
 

E 
 

X 
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Q366.  
Was the training helpful for you 
in: 

Mobilizing parents/ 
communities for routine 

immunization (RI) 

Yes 

No 

1 

2 

  

Delivering key messages on 
RI 

Yes 

No 

1 

2 

  

Delivering key information on 
new vaccines introduced 

Yes 

No 

1 

2 

  

Improving communities' 
confidence in vaccines and 
reducing vaccine hesitancy 

Yes 

No 

1 

2 

  

In answering communities 
concerns effectively 

Yes 

No 

1 

2 

  

Using a planning template to 
prepare a village-level 

communication plan 

Yes 

No 

1 

2 

  

In tracking children, 
especially dropouts and 

leftouts 

Yes 

No 

1 

2 

  

Motivating vulnerable 
households 

Yes 

No 

1 

2 

  

Follow-up on immunization Yes 

No 

1 

2 

  

Q367.  
Have you ever prepared a 
LODOR List? 

Yes 

No 

1 

2 

If no, SKIP 

to Q370 

 

Q368.  
If yes, when did you prepare 
the last LODOR list?  
 

 Month 

 Year 

   

Q369.  
Are you able to identify the 
influencers for approaching the 
LODOR families? 

Yes 

No 

1 

2 

  

Q370.  
According to you, who are the 
influencers in your community? 
 
Multiple responses possible  

Teachers 

Religious Leaders 

Elders of the Family 

Neighbour 

Friend 

VHSNC members  

 thers ( pecify……………) 

A 

B 

C 

D 

E 

F 

X 

  

Q371.  
Do you get the required 
support from the influencers in 
your community? 

Yes 

No 

1 

2 

  

Q372.  
Do you prepare a list of barriers 
to overcome and improve RI 
coverage? 

Yes 

No 

1 

2 

  

Q373.  
Was there any communication 
template shared with you by 
BRIDGE IPC team? 

Yes 

No 

1 

2 

If no, SKIP 

to Q375 

 

Q374.  
Do you use communication 
template developed by 
BRIDGE IPC team? 

Yes 

No 

1 

2 

  

Q375.  
Are you able to use IEC 
material for communication? 

Yes 

No 

1 

2 
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Q376.  
Do you gather feedback from 
the community on the key RI 
messages delivered by you? 

Yes 

No 

1 

2 

  

Q377.  
Has there been any change in 
the knowledge level, practice 
and attitude of the community 
members whom you interacted 
with post your training, w.r.t the 
following areas 

Increase in knowledge 
and awareness on 

immunization 

Yes 

No 

1 

2 

  

Knowledge on Adverse 
Events Following 

immunization 

Yes 

No 

1 

2 

  

Increased demand for RI Yes 

No 

1 

2 

  

Increased family support 
for immunization 

Yes 

No 

1 

2 

  

Q378.  
How do you think you can 
increase vaccine confidence 
among the parents? 
 
Multiple responses possible 

By responding to their concerns 
Citing peer examples 

Through the medium of 
movies/films/videos 

Community meetings 
By giving complete knowledge on 

importance of RI 
 thers ( pecify……………) 

A 
B 
C 

 
D 
E 

 
X 

  

Q379.  
Post training, do you still face 
any challenges in promoting 
RI? 

Yes 

No 

1 

2 

If no, SKIP 

to Q383 

 

Q380.  
What are the challenges you 
face? 
 
Multiple responses possible 

Workload (not able to prioritize) 
Distance 

Lack of handholding support 
Do not have the required material 

Security concern 
Being a woman, it is hard to convince 

people  
 thers ( pecify……………) 

A 
B 
C 
D 
E 
F 

 
X 

  

Q381.  
Whom did you approach to 
discuss these challenges? 
Multiple responses possible 
 (Do not display option D for 
ANM) 

MOIC 

DIO 

SEPIO 

ANM 

 thers ( pecify……………) 

A 

B 

C 

D 

X 

  

Q382.  
Were you able to get some 
solutions for these challenges? 

Yes 

No 

1 

2 

  

Q383.  
What was the key highlight for 
you from BRIDGE training as 
compared to any other 
trainings that you might have 
attended? 
RECORD VERBATIM 

    

Q384.  
What was the key limitation 
from BRIDGE as compared to 
any other training? 
RECORD VERBATIM 

    

Now, we would like to request you to answer some questions related to feedback on the BRIDGE training. There 

is no right or wrong answer for the questions. 
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Section-4: Feedback on the BRIDGE training 

Q401  
Did you like the trainer’s 
behavior during imparting the 
training? (Rude, polite etc.) 

Yes  
No 

To some extent 

1 
2 
3 

  

Q402  
Was the trainer able to create a 
conducive environment to have 
an interactive session during 
the training? 

Yes 
No 

To some extent 

1 
2 
3 

  

Q403  
Were you able to ask all your 
queries to the trainer? 

Yes 
No 

To some extent 

1 
2 
3 

  

Q404  
Were you comfortable in 
raising questions to the trainer? 

Yes 
No 

To some extent 

1 
2 
3 

  

Q405  
Was the trainer able to answer 
all your queries? 

Yes 
No 

To some extent 

1 
2 
3 

  

Q406  
Was the trainer effective in 
delivering the key messages? 

Yes  
No 

To some extent 

1 
2 
3 

  

Q407  
Was the trainer able to cover all 
the sessions in a timely 
manner? 

Yes  
No 

To some extent 

1 
2 

3 

  

Q408  
To what extent did you like the 
training? 

Yes  
No 

To some extent 

1 
2 

3 

  

Q409  
To what extent did you like the 
trainer? 

Yes  
No 

To some extent 

1 
2 

3 

  

Q410  
To what extent did you like the 
training material? 

Yes  
No 

To some extent 

1 
2 

3 

  

Q411  
Did you like the language used 
in the material? 

Yes  
No 

To some extent 

1 
2 

3 

  

Q412  
Do you feel that the duration of 
the training was sufficient for 
you to build your IPC skills? 

Yes  
No 

To some extent 

1 
2 
3 

  

Q413  
Were you satisfied with the 
venue facilities? 

Yes  
No 

To some extent 

1 
2 
3 

  

Q414  
Were you satisfied with the 
process of receiving TA/DA 
after the training? 

Yes  
No 

To some extent 

1 
2 
3 

  

Q415  
Has the training helped you to 
positively influence/ motivate 
vulnerable households 
(reluctance to get girl child 
vaccinated, tribal population, 
poverty etc.) at the individual 
and community level? 

Yes  
No 

To some extent 

1 
2 
3 
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Q416  
According to you, to what 
extent do you think the IPC 
session was useful to address 
the challenges you encounter 
while improving RI coverage? 

Extremely irrelevant   
Irrelevant  

Neither relevant nor irrelevant  
Relevant to some extent  

Extremely relevant 

1 
2 
3 
4 
5 

  

Q417  
Would you like to give any 
suggestion for improving the 
training? (RECORD 
VERBATIM) 
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Tool B: District Trainer’s Questionnaire- Online Self-assessment tool 

Informed Consent 
 

Purpose of the interview 

To ascertain the effectiveness of various BRIDGE-IPC Programme trainings we are conducting this study 

among community members, frontline workers as well a few officials of your state. In this regard, you are 

selected randomly for this study. 

 

Process  

If you agree to participate, we would ask you to respond to some questions based on a structured 

questionnaire. The online survey would take around 25-30 minutes.  

 

Risks anticipated 

Participation in this survey will not affect you in any way. To keep your identity confidential, we would not 

share any identification details with anyone.  

 

Benefits 

There is no direct benefit for participating in this study. However, the information that we receive from you 

will help us in preparing better training programmes for improving the health of the community. 

 

Voluntary Participation 

Your participation in this study is completely voluntary, which means you decide whether you want to 

participate or not.  If you decide not to participate, there will be no consequences. If you decide not to 

take part or leave the questionnaire in between, we would respect your decision and will not ask you any 

questions regarding your decision. However, we request you to fill your responses so that the BRIDGE-

IPC Training programme can benefit from your responses. 

 

Confidentiality 

All of your answers will be kept private and confidential, and the only people who will have access to this 

information are the researchers for the study. Also, no identifier information will be collected during the 

interview. 

Are you willing to participate in this study? Yes / No  
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Q.No. 

 

Questions 

 

Coding categories 

 

Instruction 

 

Q1. Unique identification of Respondent 

 
  

Q2. Name of the district where you are residing 

 
_________________ 

 

Q3. Interview details  

Q3A 

Q3B 

Start time 

End time 

 

_ _ :_ _ Hrs 

 

_ _ :_ _ Hrs 

 

 

Q4  Gender                      

 

Male 

                                 Female  

1 

2 

Q5 Age (in completed years)   

Q6 Years in service (Completed Years)  

Q7 How many years of experience do 

you have in imparting trainings 

related to IPC (Completed Years) 

 

Q8 Date of interview (Date/Month/Year) // 
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We would like to begin by asking some general questions about your education and age. 

 

Q. No 

 

Questions and Instructions 

 

Coding categories Codes 

 

Skip 

to 

Col. 

Cod

e 

Section1: Respondent ‘s Profile 

Q101.  What is your current 

profile/designation? 

ASHA coordinator 

Health Educator 

Health Supervisor 

Block Community Program Manager 

Medical Officer 

Senior Medical Officer 

 thers ( pecify………..) 

1 

2 

3 

4 

 

5 

6 

98 

  

Q102.  What is your highest level of 

educational attainment?  

 

Secondary school (up to Class X) 

Senior secondary school (up to 

Class XII) 

Graduate  

Postgraduate 

 thers ( pecify………..) 

1 

2 

 

3 

4 

98 

  

Q103.  Do you belong to a scheduled 

caste, a scheduled tribe, other 

backward class, or none of these? 

 

Other Backward Caste 

Scheduled Caste 

Scheduled Tribe 

General Caste 

Don’t Know/Can’t  ay 

1 

2 

3 

4 

99 

  

 

 

Now we would like to ask some general questions on the trainings received related to – IPC skills for routine 

immunization (BRIDGE-IPC Training Programme) 

Section-2 Training received   

Q. No 

 

Questions and Instructions 

 

Coding categories & Codes 

 

Skip code Col. 

Code 

Q201.  Have you received any training 

under IPC-skills training for 

Routine Immunization 

(BRIDGE-ToT)? (Response 

should be more than zero) 

 

 

   

Q202.  When did you receive the first 

IPC skills training for routine 

immunization (BRIDGE-IPC 

Training Programme)- ToT? 

< 6 months 

6-12 months 

13- 23 months 

24 months or more 

Don’t Know/Can’t  ay 

1 

2 

3 

4 

99 

  

Q203.  Did you receive any other RI-

IPC skills training besides 

BRIDGE- IPC Training 

Programme for ToT? 

Yes 

No 

1 

2 

If no, SKIP to 

Q206  

 

Q204.  If yes, give details of the IPC Type/Name of training    
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trainings you have received 

(Name/Date). 
Date: / 

 MM/YYYY 

 

Q205.  Which are those aspects of this 

BRIDGE- IPC training which 

makes it different from other RI 

- IPC trainings that you have 

received in the past?  

 

Multiple Responses 

Possible 

One to One interaction 

Games  

Group activity 

Films/Videos 

Role play 

Others ( pecify………) 

No difference 

A 

B 

C 

D 

E 

X 

F 

  

Q206.  What do you think was the 

objective of the BRIDGE-IPC 

training? 

 

Multiple Responses Possible 

Effectively mobilize parents/communities 
for routine immunization 

Deliver key messages on RI and new 
vaccines introduced 

Improve vaccine confidence and reduce 
vaccine hesitancy among communities by 

answering their concerns effectively 
Use a planning template to prepare a 

village-level communication plan 
Track children, especially dropouts and 

leftouts, and follow-up on immunizations 
 thers ( pecify………..) 

A 
 
 

B 
 

C 
 
 
 

D 
 

E 
 

X 

  

Q207.  What was the trainee selection 

procedure for the training? 

Applied for it 

Nominated by the department 

 thers ( pecify………..) 

1 

2 

98 

  

Q208.  When were you notified about 

attending the training? 

Same day 

One day in advance 

Two days  

A week before 

 thers ( pecify………..) 

1 

2 

3 

4 

98 

  

Q209.  Was any prior information 

shared with you on the topic of 

training? 

Yes 

No 

1 

2 

  

Q210.  Who informed you about the 

training? 

MOIC 

DIO 

SEPIO 

Others ( pecify………..) 

1 

2 

3 

98 

  

Q211.  Was the training held within 

your state capital or 

somewhere else? 

State capital 

 thers ( pecify……) 

1 

98 

  

Q212.  What was the mode of 

training? 

Residential 

Non-residential 

1 

2 

  

Q213.  What was the duration of the 

training? (In number of days) 

(If it is one and a half day, 

please write 1.5 days) 

. Days    
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Q214.  How far was the venue for the 

training from your place?  

(in Kms; if the distance is less 

than 1 km, please write 0) 

 Kms    

Q215.  Was it convenient for you to 

attend the training at the 

planned venue? 

Yes 

No 

1 

2 

  

Q216.  Were you provided any 

transport facility to reach the 

venue? 

Yes 

No 

1 

2 

  

Q217.  Did you receive any TA/DA for 

attending the training? 

TA Yes 

No 
1 

2 

  

DA Yes 

No 

1 

2 

  

Q218.  Did you receive any certificate 

after completing the BRIDGE-

IPC training? 

Yes 

No 

1 

2 

  

Q219.  Did the trainer tell you about 

your proficiency level? 

Yes 

No 

1 

2 

If No, SKIP to 

Q 221 

 

Q220.  What was your proficiency 

level? 

Developing proficiency 

Proficient 

High proficiency 

1 

2 

3 

  

Q221.  Did the venue have basic 

facilities: 

Electricity Yes 

No 

1 

2 

  

Proper seating arrangement (Chair 

and tables) 

Yes 

No 

1 

2 

  

Drinking water Yes 

No 

1 

2 

  

Food Yes 

No 

1 

2 

  

Toilet facility Yes 

No 

1 

2 

  

Internet Facility Yes 

No 

1 

2 

  

Projector Yes 

No 

1 

2 

  

Stationery Yes 

No 

1 

2 

  

Cleanliness Yes 

No 

1 

2 

  

Q222.  Were you satisfied with the 

venue facilities? 

Yes 

No 

1 

2 

  

Q223.  Did you reach for the training a 

day prior to it or not? 

Yes 

No 

1 

2 

If yes, SKIP to 

Q225 
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Q224.  If no, when did you reach? Same day at the start of training 

Same day but late before lunch 

Same day Post Lunch 

Same day in the evening 

Second day of the training 

1 

2 

3 

4 

5 

  

Q225.  Did you miss any session? Yes 

No 

1 

2 

If No, SKIP to 

Q227 

 

Q226.  How did you make up for the 

session missed? 

Recap 

Peer update 

Lead trainer briefed 

 thers ( pecify………..) 

1 

2 

3 

98 

  

Q227.  How many trainer/s were there 

in the training?  

(If more than 1 trainer, then 

Q226 to Q227 to be asked for 

all the trainers) 

    

Q228.  Trainer/s were affiliated to 

which organization?  

 

 

 UNICEF 

EID 

Government Official  

Don’t Know 

1 

2 

3 

99 

  

Q229.  What was the gender of the 

trainer? 

Male 

Female 

1 

2 

  

Q230.  How many people attended the 

training? 

 

 

   

Q231.  Did all participants complete 

the training i.e. attended both 

days of training? 

Yes 

No 

1 

2 

If Yes, SKIP to 

Q 234 

 

Q232.  If no, how many left the 

training?  

 

Only attended for a few hours then left 

Left after day 1 

Left on day 2 

1 

2 

3 

  

Q233.  Why did they leave the 

training? 

Any health issue 

Prior commitment for some work 

Family issue 

 thers ( pecify………..) 

1 

2 

3 

98 

  

Q234.  Did you receive any training 

kit? 

Yes 

No 

1 

2 

If No, SKIP to 

Q236 

 

Q235.  What all did you receive in the 

training kit? 

A. PPTs and Films (Pen 

Drive) 

Yes  

No 

1 

2 

  

B. Facilitator Guide and IPC 

Guide 

Yes  

No 

1 

2 

  

C. Pre-Post training formats  Yes  

No 

1 

2 

  

D. IPC skills folder and job 

aide 

Yes  

No 

1 

2 
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E. Quality assessment and 

supportive supervision formats 

(Trainer feedback)  

Yes  

No 

1 

2 

  

F.  Banner Yes  

No 

1 

2 

  

Q236.  Did the trainer explain you 

about the trainer feedback 

form? 

Yes 

No 

1 

2 

  

Q237.  Were you able to understand 

the content of the material? 

Yes 

No 

1 

2 

  

Q238.  Was the training material 

shared in local language?  

Yes 

No 

1 

2 

  

Q239.  Was the training imparted in 

your local language? 

Yes 

No 

1 

2 

  

Q240.  Did you find the content of 

BRIDGE-IPC training useful? 

Strongly disagree 

Disagree 

Neutral 

Agree 

Strongly agree 

1 

2 

3 

4 

5 

  

Q241.  Did the training address some 

of the local routine 

immunization related issues in 

your area? 

Yes 

No 

1 

2 

If yes, SKIP to 

Q243  

 

Q242.  If no, in what ways training 

could be modified to address 

the local issues in your area?  

(TYPE RESPONSE) 

    

Q243.  Which methods were used for 

imparting training?  

 

Multiple Responses Possible 

Presentations 

Games on -who want to save a million 

Case Study method 

Films/videos 

Role-play 

Group activity 

A 

B 

C 

D 

E 

F 

  

Q244.  Which methods did you like? 

Multiple Responses Possible 
 

(Display only those options 

which are coded in Q238) 

Presentations 

Games on -who want to save a million 

Case Study method 

Films/videos 

Role-play 

Group activity 

A 

B 

C 

D 

E 

F 

  

Q245.  Were all the sessions listed in 

the agenda covered during the 

training?      

Yes 

No 

1 

2 

If yes, SKIP to 

Q247 

 



 

112 
 

Q246.  If no, then why? 

 

Multiple Responses Possible 

Session started late 

Participants could not understand the 

content 

Trainer could not manage the participants 

Participants wanted to leave early 

Venue had intermittent power-cut 

 thers ( pecify………..) 

A 

B 

 

C 

 

D 

E 

X 

  

Q247.  Were these sessions 

interactive? 
Yes 

No 

1 

2 

  

Q248.  Was the trainer able to give 

adequate time to deliver 

session on IPC skills? 

Yes 

No 

1 

2 

  

Q249.  What method did s/he use to 

deliver session specifically on 

IPC skills? 

 

Multiple Responses Possible 

Film/Videos 

Presentations 

Role play 

Discussions 

Others ( pecify………..) 

A 

B 

C 

D 

X 

  

Q250.  Did the trainer adequately 

explain how to include/ 

motivate following vulnerable 

households to get covered 

under routine immunization 

coverage?  

 

Please mark for each type of 

vulnerable household  

Reluctance to get girl child vaccinated Yes 

No 

1 

2 

If no in 

all the 

options, 

then 

SKIP to 

Q252 

Scheduled Caste and Scheduled Tribe 

Population 

Yes 

No 

1 

2 

Poor Households Yes 

No 

1 

2 

Minority Households Yes 

No 

1 

2 

Q251.  If yes, then what were the ways 

suggested to reach out to the 

vulnerable households? 

 

Multiple Responses Possible 

Developing a communication (Village 

SBCC) plan  

Community meetings 

Counselling the caregivers 

By making home visits 

By using influencers 

Use of IEC material 

 thers ( pecify………..) 

A 

 

B 

C 

D 

E 

F 

X 

  

Q252.  Did you raise any query during 

the training session? 
Yes 

No 

1 

2 

If no, SKIP to 

Q255 

 

Q253.  Did the trainer provide you with 

any means of asking questions 

after the training or for any 

follow-up questions/ doubts? 

Yes 

No 

1 

2 

  

Q254.  Was the trainer able to address 

all your queries/ questions 

satisfactorily? 

Yes 

No 

1 

2 

  

Q255.  Did you like the trainer’s 

behavior (Polite) during the 

training?  

Yes  

No 

1 

2 
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Q256.  Was the trainer able to create 

a conducive environment to 

have an interactive session 

during the training? 

Yes 

No 

 

1 

2 
  

Q257.  Was the trainer effective in 

delivering the key messages? 
Yes 

No 

1 

2 

If no, SKIP to 

Q259 

 

Q258.  Could you please tell the key 

messages delivered by the 

trainer on immunization? 

 

Multiple Response Possible 

Vaccine being given 

Disease prevented 

Possible side effects and its management 

Steps to be taken in case of any adverse 

event 

Date of next vaccination 

Keep MCP card safely and bring it along 

during the next visit 

Explain about possible adverse side 

effects of the vaccine 

 thers, ( pecify…..) 

A 

B 

C 

 

D 

 

E 

F 

 

G 

 

X 

  

Q259.  Overall, did you find the 

training useful?  

(In terms of content, delivery of 

messages, modes used for 

conducting sessions, etc.) 

Yes 

No 

1 

2 

  

Q260.  Were you satisfied with the 

duration of the training? 
Yes 

No 

1 

2 

  

Q261.  According to you what should 

be the duration of such 

trainings?  

(In number of days) 

 Days    

Q262.  Were you satisfied with the 

process of receiving TA/DA 

after the training? 

Yes 

No 

1 

2 

  

Q263.  Do you think that the 

cascading model (receiving 

training from the Lead trainers 

and then imparting the training 

to FLWs) used for training is 

efficient in transferring 

appropriate knowledge to the 

participants? 

Yes 

No 

1 

2 

If yes, SKIP to 

Q265 

 

Q264.  If no, in what ways it was 

inefficient? 

 

Multiple Responses Possible 

Lack of training facilities at field level 

(projector, laptop, appropriate venue etc)  
FLWs not released for full day training  

Information loss 

Miscommunication  

Misinterpretation 

 thers ( pecify………..) 

A 

 

 

B 

C 

D 

E 

X 
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Q265.  In what ways could the 
cascade model be improved? 

 

RECORD VERBATIM 

    

Q266.  Was there any post training 

follow up?  
Yes 

No 

1 

2 

  

Q267.  Is there any on field monitoring 

mechanism to provide you 

support/handholding? 

Yes 

No 

1 

2 

  

Q268.  Has there been any supportive 

supervision visit in the last 6 

months? 

Yes 

No 

1 

2 

If no, SKIP to 

Q271 

 

Q269.  Who provided you the required 

support? 

 

Multiple Responses Possible 

Lead Trainer 

MOIC 

DIC 

 thers ( pecify………..) 

A 

B 

C 

X 

  

Q270.  How many times did you 

receive the support in the last 6 

months? 

 

 

   

Q271.  Post training, what all new 

skills have you developed? 

Multiple Responses Possible  

Communication Skills 

Improved Confidence 

More convincing power 

Enhanced knowledge 

Evidence based planning 

Improved outreach and advocacy 

A 

B 

C 

D 

E 

F 

  

Q272.  Have you received any 

refresher training for IPC skills 

on routine immunization 

(BRIDGE- IPC Training 

Programme)? 

Yes 

No 

1 

2 

If no, SKIP to 

Q301 

 

Q273.  What was the duration of the 

refresher training? 
 Hours 

 Days 

1 

2 
  

Q274.  How many times have you 

received the refresher training 

on IPC skills for routine 

immunization (BRIDGE- IPC 

Training Programme)? 

 

 

   

Now, we would like to ask some general questions on the last trainings imparted by you on IPC skills for routine 

immunization (BRIDGE- IPC Training Programme) 

Section 3: Training Imparted/Provided  

Q301.  Have you trained anyone on 

IPC skills training on Routine 

Immunization (BRIDGE- IPC 

Training Programme)? 

Yes 

No 

1 

2 

If yes, SKIP to 

Q303 
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Q302.  If no, what is the reason for not 

imparting IPC skills training on 

Routine Immunization 

(BRIDGE- IPC Training 

Programme)? 

 

Multiple Responses Possible 

Got transferred 

Not appointed as a trainer 

No training conducted within the district 

Not available due to personal reasons 

 thers ( pecify………) 

A 

B 

C 

D 

X 

Terminate the 

interview 

 

Q303.  If yes, how many BRIDGE-IPC 

trainings have you conducted 

so far? 

    

Q304.  Have you imparted training 

only in your district or in nearby 

districts as well? 

Only in my district 

Only in nearby district 

Both 

1 

2 

3 

  

Q305.  When did you impart last IPC 

skills training on Routine 

Immunization (BRIDGE- IPC 

Training Programme)? 

In the last 6 months 

6-12 months 

13- 23 months 

1 

2 

3 

  

Q306.  Did you receive the logistics 

support required for 

conducting last FLW training? 

(Training material, venue, 

travel plans, etc.) 

Yes 

No 

1 

2 

If yes, SKIP to 

Q308 

 

Q307.  If no, then what was missing? 

 

Multiple Responses Possible 

Training material-manuals, charts, 

assessment forms 

Improper venue as per the batch size 

Timely intimation of the training schedule 

Travel plans and venue related 

List of participants 

Delay in release orders 

Others ( pecify………..) 

A 

 

B 

C 

 

D 

E 

F 

X 

  

Q308.  When were you notified about 

imparting the last training? 

Same day 

One day in advance 

Two days  

A week before 

 thers ( pecify………..) 

1 

2 

3 

4 

98 

  

Q309.  Who asked you to conduct the 

last training? 

MOIC 

DIO 

SEPIO 

Others ( pecify………..) 

1 

2 

3 

98 

  

Q310.  Was it convenient for you to 

impart the last training at the 

planned venue? 

Yes 

No 

1 

2 

  

Q311.  How far was the venue for the 

last training from your place?  

(in Kms; if the distance is less 

than 1 km, please write 0) 

 Kms    

Q312.  Were you provided any 

transport facility to reach the 

venue? 

Yes 

No 

1 

2 
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Q313.  Did you receive any TA/DA for 

conducting the last training? 
TA Yes  

No 

1 

2 

  

DA Yes  

No 

1 

2 

  

Q314.  Did the venue have basic 

facilities: 
Electricity Yes 

No 

1 

2 

  

Proper seating 

arrangement (Chair and 

table) 

Yes 

No 

1 

2 

  

Drinking Water Yes 

No 

1 

2 

  

Food Yes 

No 

1 

2 

  

Toilet facility Yes 

No 

1 

2 

  

Internet Facility Yes 

No 

1 

2 

  

Projector Yes 

No 

1 

2 

  

Stationery Yes 

No 

1 

2 

  

Cleanliness Yes 

No 

1 

2 

  

Q315.  Were you satisfied with the 

venue facilities? 
Yes 

No 

1 

2 

  

Q316.  What was the duration of the 

last training? 

(in completed hours only) 

 

 Hours 

 

 

  

Q317.  Did you reach for the last 

training on time? 
Yes 

No 

1 

2 

  

Q318.  Were you able to complete all 

the sessions in the last 

training? 

Yes 

No 

1 

2 

  

Q319.  What was the batch size of the 

trainees? 
    

Q320.  What were the participants of 

this batch? 
Only ASHAs 

Only ANMs 

Only AWWs 

ANMS+ASHAs 

ANMs+ AWWs 

ASHAs+ AWW 

1 

2 

3 

4 

5 

6 

  

Q321.  Did you have adequate 

Training kit? 
Yes 

No 

1 

2 
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Q322.  What all was there in the 

training’ kit? 
IPC Guide for FLWs 

(Immunization schedule 

and self-assessment 

check-list) 

Yes  

No 

1 

2 

  

IPC Skills training for RI -

trainers manual 

Yes  

No 

1 

2 

  

Communication Checklist Yes  

No 

1 

2 

  

FAQs on RI and AEFI 

protocols  

Yes  

No 

1 

2 

  

Guidelines to use IEC 

material 

Yes  

No 

1 

2 

  

Q323.  Which methods did you use for 

imparting the last IPC training? 

 

Multiple Responses Possible 

Presentations 

Games on -who want to save a million 

Case Study method 

Films/videos 

Role-play 

Group activity 

A 

B 

C 

D 

E 

F 

  

Q324.  Were all the sessions listed in 

the agenda covered during the 

last training?      

Yes 

No 

1 

2 

If yes, SKIP to 

Q326 

 

Q325.  If no, then why? 

 

Multiple Responses Possible 

Session started late 

Participants could not understand the 

content 

Participants came late for the training 

Participants wanted to leave early 

Venue had intermittent power cuts 

 thers ( pecify………..) 

A 

B 

 

C 

D 

E 

X 

  

Q326.  Did you tell the participants 

how the BRIDGE- IPC skills 

training programme is different 

from other IPC skills trainings? 

Yes 

No 

1 

2 

  

Q327.  Did the FLWs actively 

participate and interact with 

you during the training? 

Yes 

No 

1 

2 

  

Q328.  Were you able to give 

adequate time to deliver 

session on IPC skills? 

Yes 

No 

1 

2 

  

Q329.  Did you train the FLWs to 

address the local issues faced 

by them?  

Yes 

No 

1 

2 

  

Q330.  Did the FLWs find the course 

material relevant? 
Yes 

No 

1 

2 

  

Q331.  Did you receive any feedback 

from the FLWs on the content 

of the training material? 

Yes 

No 

1 

2 

If no, SKIP to 

Q333 
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Q332.  If yes, what kind of feedback 

have you received from them? 

 

Multiple Responses Possible 

Training material was comprehensive 

Useful to build IPC skills 

Technical 

Too generic-not contextualized 

Difficult to understand the language 

 thers ( pecify………..) 

A 

B 

C 

D 

E 

X 

  

Q333.  What did the FLWs feel about 

the duration of the training 

session? 

 

Multiple Responses Possible 

IPC session time wasn’t enough 

Training duration was not enough 

Too many aspects covered in shorter 

duration 

Others ( pecify………..) 

A 

B 

C 

 

X 

  

Q334.  Did you make use of pre-post 

training format in your last 

training? 

Yes 

No 

1 

2 

  

Q335.  Did you record the results of 

pre-post training through SMS 

based format in your last 

training? 

Yes 

No 

1 

2 

  

Q336.  Did you receive supportive 

supervision (guidance/ help) to 

improve your skills as a trainer 

in the last training? 

Yes 

No 

1 

2 

If no, SKIP to 

Q338 

 

Q337.  From whom did you receive 

supportive supervision 

(guidance/ help) to improve 

your skills as a trainer after the 

last training? 

 

Multiple Responses Possible 

DIO 

MOIC 

SEPIO 

Lead Trainer 

 thers ( pecify………..) 

A 

B 

C 

D 

X 

  

Q338.  Have you provided supportive 

supervision to FLWs post the 

last training? 

Yes 

No 

1 

2 

If no, SKIP to 

Q340 

 

Q339.  If yes, what was its frequency? 

(no. of times) 
    

Q340.  Has there been any change in 

the knowledge level, practice 

and attitude of the FLWs whom 

you interacted with post your 

training, w.r.t the following 

areas 

Communication 

Skills 
Decreased 

Stayed the same 

Increased 

Don’t know/Can’t say 

1 

2 

3 

99 

  

Improved 

Confidence 

Decreased 

Stayed the same 

Increased 

Don’t know/Can’t say 

1 

2 

3 

99 

  

More 

convincing 

power 

Decreased 

Stayed the same 

Increased 

Don’t know/Can’t say 

1 

2 

3 

99 
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Enhanced 

knowledge 

Decreased 

Stayed the same 

Increased 

Don’t know/Can’t say 

1 

2 

3 

99 

  

Evidence-based 

planning 

Decreased 

Stayed the same 

Increased 

Don’t know/Can’t say 

1 

2 

3 

99 

  

Improved 

outreach and 

advocacy 

Decreased 

Stayed the same 

Increased 

Don’t know/Can’t say 

1 

2 

3 

99 

  

Q341.  Did you face any challenges 

while conducting the last 

training? 

Yes 

No 

1 

2 

If no, SKIP to 

Q345 

 

Q342.  What were the challenges you 

faced?  

 

Multiple Responses Possible 

Workload (not able to prioritize) 

Lack of support 

Lack of proper communication channel to 

resolve issues 

Do not have the required material 

 thers ( pecify………..) 

A 

B 

C 

 

D 

X 

  

Q343.  Whom did you approach to 

discuss these challenges? 

 

Multiple Responses Possible 

SEPIO 

DIO 

MOIC 

 thers ( pecify………..) 

A 

B 

C 

X 

  

Q344.  Were you able to get solutions 

for these challenges? 
Yes 

No 

1 

2 

  

Q345.  Did you feel that one day 

training is sufficient for FLWs 

to build their IPC skills? 

Yes 

No 

1 

2 

If yes, SKIP to 

Q347 

 

Q346.  If no, then what should be the 

recommended duration for the 

training? 

(Mention in days) 

 Days    

Q347.  Were you able to use IEC 

material for communication 

during the last training? 

Yes 

No 

1 

2 

  

Q348.  Were FLWs able to absorb the 

IPC content in the last training? 
Yes 

No 

1 

2 

  

Q349.  Did you explain how to include/ 

motivate following vulnerable 

households to get covered 

under routine immunization?  

 

Please mark for each type of 

vulnerable household 

Reluctance to get girl child 

vaccinated 

Yes 

No 

Not part of 

the training 

1 

2 

3 

If no in all the 

options, SKIP 

to Q351 

 

Scheduled caste and 

scheduled tribe population 

Yes 

No 

Not part of 

the training 

1 

2 

3 
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Poor households Yes 

No 

Not part of 

the training 

1 

2 

3 

Minority households Yes 

No 

Not part of 

the training 

1 

2 

3 

Q350.  If yes, then what were the ways 

suggested by you to FLWs to 

reach out to the vulnerable 

households? 

 

Multiple Responses Possible 

Developing communication/ village 

SBCC plan  

Community meetings 

Counselling the caregivers 

By making home visits 

By using influencers 

Use of IEC material 

 thers ( pecify………) 

A 

 

B 

C 

D 

E 

F 

X 

  

Q351.  Have you conducted any 

refresher training for FLWs?  
Yes 

No 

1 

2 

If no, SKIP to 

Q355 

 

Q352.  If yes, then how many 

refresher trainings have you 

conducted so far? 

    

Q353.  If yes, do you repeat the same 

content in the refresher 

training?  

Yes 

No 

1 

2 

  

Q354.  Who identifies which FLW 

requires the refresher training? 

 

Multiple Responses Possible 

SEPIO 

DIO 

MOIC 

 thers ( pecify………..) 

A 

B 

C 

X 

  

Q355.  Would you like to give any 

suggestion for improving the 

training? 

TYPE RESPONSE (500 

words) 

    

Q356.  How do you think FLWs can 

increase parents’ confidence in 

vaccination? 

TYPE RESPONSE (500 

words) 
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Tool C: Lead Trainer’s Questionnaire 

Informed Consent 

 

Purpose of the interview 
To ascertain the effectiveness of various BRIDGE trainings we are conducting this study among 
community members, frontline workers as well a few officials of your state. In this regard you are selected 
randomly for this study. 
 
Process  
If you agree to participate, we would ask you to respond to some questions. If you are finding some 
questions difficult to comprehend, you can ask me for any clarifications. The interview would take around 
30-35 minutes.  
 
Risks anticipated 
Participation in this survey will not affect you in any way. To keep your identity confidential, we would not 
share any identification details with anyone.  
 
Benefits 
There is no direct benefit for participating in this study. However, the information that we receive from you 
will help us in preparing better training programmes for improving the health of the community. 
 
Voluntary Participation: 
Your participation in this study is completely voluntary, which means you decide whether you want to 
participate or not.  If you decide not to participate, there will be no consequences. If you decide not to 
take part or leave it in between, we would respect your decision and not ask you any questions regarding 
your decision. 
 

Confidentiality: 

All of your answers will be kept private and confidential, and the only people who will have access to this 
information are the researchers for the study. Also, no identifier information will be collected during the 
interview. 

Are you willing to participate in this study? Yes / No  
If no, explain why:  
 
I confirm that I have given all the above information to the participant, and s/he has agreed to 
participate.  
 
Interviewer’s Name 
Date: ______________ 
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In-depth interview guide for Lead Trainer 

I.  Gender: 

II.  Education 

III.  Department 

IV.  Designation 

V.  Years in service  

VI.  Training experience (in completed 
years) 

 

VII.  Number of IPC skills training on routine 
immunization (BRIDGE) conducted and 
since when 

/ 

 

Training (Received) 

1.  
Did you receive any training on Inter-Personal Communication (IPC) for routine immunization 
in the last 2 years? (Probe: When, selection process, training duration, who trained,)?  

2.  
Could you please explain the process of IPC-training you have attended? Were you able to 
understand the content and language used during the training? Was the content 
useful/aligned to address the state-level requirements/needs? If no, what do you think the 
training should include to address state-specific requirements? 

3.  
What was the mode of training? (Probe: mode (in-person/virtual), the method used in 
imparting training (presentation, group work, discussion etc.) and duration of the training, total 
hours of training, venue, transport provided, residential/non-residential, distance)? 

4.  
How was the IPC skills training on routine immunization (BRIDGE) different from other IPC 
trainings that you have received in the past? 

5.  
Do you think that the cascading model used for training is efficient in transferring appropriate 
knowledge? If yes/no, in what ways it was/not efficient? (Probe: Duration, content useful, 
training programme/agenda was well-structured; No: information loss, miscommunication, 
misinterpretation)? 

6.  
Did the trainer adequately explain how to include, motivate vulnerable households (low socio-
economic, poor, tribal communities)? If yes, what were the ways suggested by the trainer to 
reach them? 

Last Training Imparted 

7.  
How many BRIDGE-IPC trainings have you conducted so far? (Probe- At what level-
state/district, year of 1st IPC skills training conducted, training as per plan or not, any prior 
notification received, able to complete all the sessions or not) What were some of the 
processes and logistics-related challenges did you face (allocation of inadequate finances, 
human resources, and time)? Whom did you approach to mitigate those? 

8.  
Were there any challenges faced by the participants? Was there any instance when 
participants did not attend the entire training? If yes, what were the reasons behind it? 

9.  
How did you impart the training to the district trainers? What according to you was the most 
effective way? Did you make use of IEC material for communication during trainings? (Probe: 
videos; Presentations; Films, etc.). What kind of support was provided to you for conducting 
the ToTs? Was there anything missing?  

10.  
Was there any standard criteria followed while selecting District trainers for ToTs in your state? 
If yes, what criteria was followed? If yes, do you think it was being followed? In what ways 
(Probe: participant has required an understanding of the health system; IPC skills; education 
background) 
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11.  
Was it convenient for you to impart the training at the planned venue? Were you given facilities 
such as TA/DA, transport, etc. to reach the venue? Did the venue have the basic facilities for 
conducting the training? Were you satisfied with the arrangements? 

12.  
What was the batch size of the training? Were the trainees’ kit adequate for all the 
participants? What was included in the kit? Which methods did you use for imparting the 
training? Did you talk how this training is different from others?  

13.  
How much time did you spend on the training? Was this in line with the duration outlined in 
the Operational Guidelines for the BRIDGE-IPC trainings? Do you think that the time spent 
was sufficient in imparting the training? 

14.  
Do you feel the duration of the training is sufficient for district trainers and subsequently for 
FLWs to build their IPC skills? According to you what should be the duration of the training? 

15.  
Did you train the district trainers to address state/district-specific requirements (Probe: dialect 
and culture, gender-specific barriers, the inclusion of vulnerable population)? If no, do you 
think there should be a standard criterion for the selection of district trainers?   

16.  
Do you think district trainers are able to absorb the IPC content? Do they find the course 
material relevant and does it meet their expectations? Do they have any feedback on the 
content of the training material? If yes, what feedback do they share with you? 

17.  
Have you conducted any refresher training for strengthening the IPC skills of district trainers 
on routine immunization? What was the duration and number of those refresher trainings? 

Supportive Supervision & Suggestions to Improve the training 

18.  
Have you conducted any assessment for district trainers? If yes, how do you conduct the 
assessment of the district trainers? How often do you conduct the assessment of the district 
trainer? What support do you provide to the district trainers who are still developing their 
proficiency? (Probe: Assessment form for state ToTs) 

19.  
What kind of feedback did you provide to the district trainers while they are imparting training 
to the FLWs? On what parameters do you assess them?  

20.  
What feedback have you received from the district trainers on conducting trainings for FLWs’? 
Are you aware of the challenges being faced by them? How have you tried to support them?  

21.  
What according to you are the positive outcomes of the training? Do you have any suggestions 
to improve the training modality/process, please explain them? According to you what are the 
suggestions to improve the content of the training? 
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Tool D: FLWs Observation Checklist 

Informed Consent 

 

Purpose of the observation 

To ascertain the effectiveness of various BRIDGE trainings we are conducting this study among 

community members, frontline workers as well a few officials of your state.  

 

Process  

If you agree to participate, we would like to observe you while providing immunization services to the 

children based on an observation checklist.  

 

Risks anticipated 

Participation in this survey will not affect you in any way. To keep your identity confidential, we would not 

share your name and other identification details with anyone.  

 

Benefits 

There is no direct benefit for participating in this study. However, the information that we receive from you 

will help us in in preparing better training programmes for improving the health of the community. 

 

Voluntary Participation: 

Your participation in this study is completely voluntary, that means you decide whether you want to 

participate or not.  If you decide not to participate, there will be no consequences. If you decide not to 

take part or leave it in between, we would respect your decision and not ask you any questions regarding 

your decision. 

 

Confidentiality: 

All of your answers will be kept private and confidential, and the only people who will have access to this 

information are the researchers for the study. Also, no identifier information will be collected during the 

interview. If we have your permission, can we make some video recordings of the immunization site? 

Are you willing to participate in this study? Yes / No  
If no, explain why:  
 
I confirm that I have given all the above information to the participant, and s/he has agreed to 
participate.  
 
Interviewer’s Name 
Date: ______________ 
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Observation Checklist for Health Worker conducting immunization 

 

Q. No. Questions Coding categories 

 

Instruction 

 

1.  Name of the district and code 

 

 

________□□ 

 

2.  Name of block and code 

 
________□□ 

 

3.  Venue of the observation VHSND 

Sub-centre 

Anganwadi Centre 

PHC 

Primary School 

Panchayat House 

Household level 

 thers ( pecify…….) 

1 

2 

3 

4 

5 

6 

7 

98 

4.  Interview details  

Start time 

End time 

 

_ _ :_ _ Hrs 

_ _ :_ _ Hrs 

 

S. No. Observations  For all 
(Score-3) 

For some 
(Score-2) 

Not at all 
(Score-1) 

Organization of the immunization site for only ANM 

5.  Banner/poster is displayed at the 
immunization site 

   

6.  Site is not overcrowded     

7.  Only one client approached the ANM/frontline 
worker for immunization at a time 

   

8.  ANM has updated register with details about 
the vaccination status of children in her 
catchment area 

   

9.  IEC material on immunization available and 
displayed at the immunization site 

   

IPC skills of the ANM/ASHA 

10.  She greets the caregivers/parents    

11.  She asks questions about the -    

• Age of the child    

• Health of the child    

12.  Verifies child’s records for vaccination    

• From the MCP card    

• From her records     

• Simply asked the caregiver    

13.  Checks about the due date and eligibility of 
the child to receive the vaccine 

   

• From the MCP card     
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• Simply asked the caregiver    

14.  She covers all the four key messages    

• Vaccine being given    

• Disease prevented    

• She explains about possible adverse 
side effects of the vaccination (For 
ANM) 

   

• She explains about the management 
of possible side effects (For ANM) 

   

• Date of next vaccination (For ANM)    

• Keep MCP card safely and bring it 
along during the next visit (For ANM) 

   

15.  She is able to convince the 
caregivers/parents by 

   

• Addressing their queries    

• Resolving misunderstandings and 
myths related to vaccination 

   

• Not applicable    

16.  She gives correct information on RI (For 
ANM) 

   

17.  She maintains eye contact with the 
caregivers/parents 

   

18.  She listens to the caregivers/parents 
attentively 

   

19.  She avoids any interruption (taking 
calls/checking messages while listening to 
the caregivers) (For ANM) 

   

Technical skills of the ANM 

20.  Takes consent of the caregivers/parents 
before vaccination their child 

   

21.  She uses new auto disabled syringe for 
administering each vaccine 

   

22.  She cleans the injection site of child with 
water swab (not spirit swab) before 
administering vaccine 
(If she uses water swab all the time, score will 
be 3, etc.) 

   

23.  She touches the needle of the syringe before 
giving vaccine 
(If she touches the needle of the syringe all 
the time, score will be 3, etc.) 

   

24.  She cleans the needle of the syringe with 
swab 
(If she cleans the needle of the syringe with 
swab all the time, score will be 3, etc.) 

   

25.  She advises you to wait for 15 – 30 mins after 
administering the vaccine 

   

26.  She makes an entry in the MCP card for the 
vaccine given 

   

27.  She makes an entry of vaccination in her 
register 

   

28.  She informs you about the next vaccine due 
and date of vaccination 
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29.  She ends by thanking and talking about 
follow-up of the next visit 

   

30.  She documents vaccination correctly and 
completely (in the card and register) 
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Tool E: State officials – Question Checklist 

Informed Consent 

 

Purpose of the interview 

To ascertain the effectiveness of various BRIDGE trainings we are conducting this study among frontline 

workers, Lead and District trainers as well a few officials of your state.  

 

Process  

If you agree to participate, we would ask you to respond to some questions. If you are finding some 

questions difficult to comprehend, you can ask me for any clarifications. The discussion would take around 

30 minutes.  

 

Risks anticipated 

Participation in this survey will not affect you in any way. To keep your identity confidential, we would not 

share your name and other identification details with anyone.  

 

Benefits 

There is no direct benefit for participating in this study. However, the information that we receive from you 

will help us in preparing better training programmes for improving the health of the community. 

 

Voluntary Participation: 

Your participation in this study is completely voluntary, that means you decide whether you want to 

participate or not.  If you decide not to participate, there will be no consequences. If you decide not to 

take part or leave it in between, we would respect your decision and not ask you any questions regarding 

your decision. 

 

Confidentiality: 

All of your answers will be kept private and confidential, and the only people who will have access to this 

information are the researchers for the study. Also, no identifier information will be collected during the 

interview. If we have your permission, can we record the interview, though the recording will only start after 

asking the initial background questions from you. 

Are you willing to participate in this study? Yes / No  
If no, explain why:  
 
I confirm that I have given all the above information to the participant, and s/he has agreed to 
participate.  
 
Interviewer’s Name 
Date: ______________ 
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In-depth interview with the State Official (SEPIO/RI Nodal Officer) 

Designation  

Years in service  

Total years at current 

position managing 

immunization programme 

 

Date of interview  
 

About the immunization programme 

1.  Which components of immunization programme do/did you look after? (Probe for 
trainings)? 

2.  How were the routine immunization trainings planned in your state? (Probe: requisite 
resources planned beforehand, administrative support, governance, allocation of 
resources-human resource and their optimal use, human resource, financial- 
included in PIP plan or not) 

3.  Were the building blocks of the health systems strengthening (service delivery, 
information, health workforce, financing, leadership, and governance) considered when 
the trainings were planned and scaled up? Please explain how each of these components 
were considered and what specific steps were taken to ensure them? (Probe for each 
component). 

Training modalities/Implementation 

4.  Are/were any IPC related training held in your state? According to you why IPC training 
is important? Please explain. Was IPC a part of pre-service/ training of the FLWs? If not, 
do you think it should be included and why? Please elaborate. 

5.  When were BRIDGE trainings launched in your state? Since how long have you been 
involved in these trainings? What were your roles/responsibilities in relation to IPC skills 
training for routine immunization (BRIDGE)? (Probe: planning, facilitating, monitoring) 

6.  How were the BRIDGE IPC skills training for FLWs on RI (BRIDGE) conducted in your 
state? What were its major components? Was its implementation as per the plan? (Probe:  
chronological order of activities including selection/nominating district trainers, 
conducting ToTs). In what ways was it important to your state’s context (Probe: low 
immunization, high drop-outs, etc.)?  

7.  What is your understanding about the cascading model of the BRIDGE IPC skills 
trainings? How would you rate the cascading model on this scale: (i) highly effective, (ii) 
partially effective, (iii) In-effective? Please explain with examples? (Probe: transfer of 
information/information loss, appropriate for IPC Routine immunization training)?  

8.  Do you think that the BRIDGE IPC skills training is different from other immunization 
training? If yes, could you please explain in what ways it is different? (Probe: frequency 
of training, types of participants, focus areas covered during the sessions). 
According to you, how the BRIDGE IPC trainings were rolled out? Whether it started with 
the vulnerable districts? If no, what was the criteria considered for rolling out the training 
at the first place?  How did you make sure that vulnerable districts are prioritized while 
planning the trainings?   

9.  Did you think the training material used for the trainings fulfilled the needs of your states?  

How would you rate the following aspects of the training material on this scale:  
A. The contextualization and adaptation as per state’s requirements: (i) highly 

useful, (ii) partially useful, (iii) not useful 
B. The language of the content- technical vs simple/easy to comprehend; (i) highly 

useful, (ii) partially useful, (iii) not useful 
C. Illustrations used in the content: (i) highly useful, (ii) partially useful, (iii) not useful 
D. Coverage of the relevant topics pertaining to immunization: (i) highly useful, (ii) 

partially useful, (iii) not useful 
E. Coverage/mentioned about the vulnerable population: (i) highly useful, (ii) 

partially useful, (iii) not useful 
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F. Explicit use of the terms like- gender and equity: (i) highly useful, (ii) partially 
useful, (iii) not useful 

Probe: Reasons for being highly useful/partially useful/not useful for each of the 
items. 

10.  Who supported you in implementing these IPC skills training for routine immunization 
(BRIDGE)? Did you receive any support from UNICEF and on what levels?  

11.  Whom do you coordinate for conducting trainings at the state/district and block level?  Did 
you also discuss the modalities and action plan of the trainings (in what order)? Can you 
cite one example? 

12.  What activities were undertaken by you for organizing the Training of the Trainers 
(ToT)/Training of District trainers? (Probe: What support did you provide while TOT 
were being organised, starting with the selection of district trainers till the 
completion of training)? What administrative arrangements did you make for conducting 
the ToTs? (Probe for each step: Translation of tools, selection of district trainers, 
fixing ToTs venue, finalizing ToT plan with timeline, timings for sending release 
orders for participants/trainers, training and movement plan for FLWs and DTs, 
sharing of contact details)? Were there any challenges you faced while planning and 
organizing the ToTs and FLWs trainings?  

13.  What was the profile of district trainers? How did you identify them? Was any criterion 
followed for their selection? (Probe: communication, health background.). Were there 
any challenges in their selection? Do you think district trainers coming from other than 
communication profile are appropriate to train FLWs on IPC skills? According to you, are 
there any implication of employing male trainers to train FLWs on IPC skills?   

14.  Were the lead trainers available as per your plan? Did you think the pool of lead trainers 
were sufficient to undertake TOTs? How many batches were usually conducted in a 
month by a lead trainer in your state? (On an average) 

15.  Were any review meetings conducted to assess the progress of the training programme? 
If yes, what was the frequency of review meetings? Who all participated in the meeting 
and how were the action points monitored that were developed during meetings? Was 
coverage and training assessment data utilised for decision making and developing the 
action points?  

16.  Does the supportive supervision mechanism exist in your state? What is the mechanism 
of supportive supervision? Were you also involved in providing hand-holding support to 
the District/Master Trainers and FLWs during the training? If yes, what kind of support did 
you provide? How did you ensure that supportive supervision was implemented as per 
plan (Probe: for DT and FLWs level)? How did you verify that FLWs were benefitted 
from the supportive supervision mechanism? 

Training outcomes and challenges 

17.  To what extent has the goal of IPC skills training for routine immunization (BRIDGE) been 
achieved till now? (i) Fully met, (ii) Partially met, (iii) Not at all met. Does the BRIDGE IPC 
training affect strengthening health systems especially health communication (benefits of 
RI) with the communities? (Probe: service delivery, information on RI).  

18.  Were refresher trainings organised in your state to strengthen the IPC skills of the FLWs? 
If yes, how were the refresher trainings planned? What was the mechanism for identifying 
and imparting the refresher trainings to the FLWs? If no, what were the challenges in 
organizing the refresher trainings? Do you think that there would be any information loss 
due to the lack of refresher training, please cite some examples? 

19.  According to you, what more can be done for a sustained and strong understanding of 
how vulnerable populations are targeted in the health programmes, especially on 
immunization?   

20.  What capacity does the state have to conduct ToTs without UNICEF support? What 
factors may influence whether the delivery of the trainings will continue in the future?   
What are the other knowledge delivery platforms which UNICEF can support and at what 
levels?   
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21.  Do you have any suggestions to improve the output of IPC skills training for routine 
immunization (BRIDGE)? Also, could you share specific suggestions on overcoming 
challenges at the administrative and financial level? (Probe for all the points: change 
in material content, contextualizing it, processes and logistics concerning the 
allocation of finances, utilization of resources- human resource, and duration of 
the training, implementation challenges, administrative barriers, poor 
coordination, lack of refresher training, lack of supplies, poor quality services) 
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Tool F: District/Block Officials- Question Checklist 
Informed Consent 

Purpose of the interview 

To ascertain the effectiveness of various BRIDGE trainings we are conducting this study among frontline 

workers, Lead and District trainers as well a few officials of your district/block.  

 

Process  

If you agree to participate, we would ask you to respond to some questions. If you are finding some 

questions difficult to comprehend, you can ask me for any clarifications. The discussion would take around 

30 minutes.  

 

Risks anticipated 

Participation in this survey will not affect you in any way. To keep your identity confidential, we would not 

share your name and other identification details with anyone.  

 

Benefits 

There is no direct benefit for participating in this study. However, the information that we receive from you 

will help us in preparing better training programmes for improving the health of the community. 

 

Voluntary Participation: 

Your participation in this study is completely voluntary, that means you decide whether you want to 

participate or not.  If you decide not to participate, there will be no consequences. If you decide not to 

take part or leave it in between, we would respect your decision and not ask you any questions regarding 

your decision. 

 

Confidentiality: 

All of your answers will be kept private and confidential, and the only people who will have access to this 

information are the researchers for the study. If we have your permission, can we record the interview, 

though the recording will only start after asking the initial background questions from you.  

 

Are you willing to participate in this study? Yes / No  
If no, explain why:  
 
I confirm that I have given all the above information to the participant, and s/he has agreed to 
participate.  
 
Interviewer’s Name 
Date: ______________ 
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In-depth interview with the District/Block Level Officials (DIO/MOIC) 

Name   

Education background  Gender  

Department  Designation  

Total years in service  

Years as DIO or MOIC  

Date of interview  
 

About the immunization programme 

1.  Which components of immunization programme do/did you look after? (Probe for 
trainings)?  

2.  How were the routine immunization trainings planned in your district? (Probe: requisite 
resources planned beforehand, administrative support, governance, allocation of 
resources and their optimal use, human resource, financial- included in PIP plan 
or not). 

3.  Were the building blocks of the health systems strengthening (service delivery, 
information, health workforce, financing, leadership, and governance) considered when 
the trainings were planned and scaled up? Please explain how each of these components 
were considered and what specific steps were taken to ensure them? (Probe for each 
component) 

Training modalities/Implementation 

4.  Are/were any IPC related trainings held in your district/block? According to you why IPC 
training is important? Please explain. Was IPC a part of pre-service/ training of the 
FLWs? If not, do you think it should be included and why? Please elaborate. 

5.  When were BRIDGE trainings launched in your district/block? Since how long have you 
been involved in these trainings? What were your roles/responsibilities in relation to 
BRIDGE IPC skills training for routine immunization (BRIDGE)? (Probe: planning, 
facilitating, monitoring) 

6.  How were the BRIDGE IPC skills training for FLWs on RI (BRIDGE) conducted in your 
district? What were its major components? Was its implementation as per the plan? 
(Probe:  chronological order of activities including selection/nominating district 
trainers, conducting ToTs). In what ways was it important to your district’s context 
(Probe: low immunization, high drop-outs, etc.)?  

7.  What is your understanding about the cascading model of the BRIDGE IPC skills 
trainings? How would you rate the cascading model on this scale: (i) highly effective, (ii) 
partially effective, (iii) In-effective? Please explain with examples? (Probe: transfer of 
information/information loss, appropriate for IPC Routine immunization training)?  

8.  Do you think that the BRIDGE IPC skills training is different from other immunization 
training? If yes, could you please explain in what ways it is different? (Probe: frequency 
of training, types of participants, focus areas covered during the sessions). 
According to you, how the BRIDGE IPC trainings were rolled out? Whether it started with 
the vulnerable districts? If no, what was the criteria considered for rolling out the training 
at the first place?  How did you make sure that vulnerable districts are prioritized while 
planning the trainings?   

9.  Did you think the training material used for the trainings fulfilled the needs of your 
districts/blocks?  

How would you rate the following aspects of the training material on this scale:  
A. The contextualization and adaptation as per district’s requirements: ((i) highly 

useful, (ii) partially useful, (iii) not useful 
B. The language of the content- technical vs simple/easy to comprehend; ((i) highly 

useful, (ii) partially useful, (iii) not useful 
C. Illustrations used in the content: (i) highly useful, (ii) partially useful, (iii) not useful 
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D. Coverage of the relevant topics pertaining to immunization: (i) highly useful, (ii) 
partially useful, (iii) not useful 

E. Coverage/mentioned about the vulnerable population: (i) highly useful, (ii) 
partially useful, (iii) not useful 

F. Explicit use of the terms like- gender and equity: (i) highly useful, (ii) partially 
useful, (iii) not useful 

Probe: Reasons for being highly useful/partially useful/not useful for each of the 
items. 

10.  Who supported you in implementing these IPC skills training for routine immunization 
(BRIDGE)? Did you receive any support from UNICEF and on what levels?  

11.  Whom do you coordinate for conducting trainings at the district and block level?  Did you 
also discuss the modalities and action plan of the trainings (in what order)? Can you cite 
one example? 

12.  What activities were undertaken by you for organizing the Training of FLWs? (Probe: 
What support did you provide while training of FLWs were being organised, 
starting with the selection of district trainers till the completion of training)? What 
administrative arrangements did you make for conducting the FLWs trainings? (Probe 
for each step: Finalising the training plan and timeline, selection of FLWs, fixing 
venue, coordination with District Trainers, communication to FLWs for attending 
the training-sending orders, movement plan for FLWs). Were there any challenges 
you faced while planning and organizing the FLWs trainings?  

13.  What was the profile of district trainers? How did you identify them? Was any criterion 
followed for their selection (Probe: communication, health background)?  Were there 
any challenges in their selection? Do you think district trainers coming from other than 
communication profile are appropriate to train FLWs on IPC skills? According to you, are 
there any implication of employing male trainers to train FLWs on BRIDGE IPC skills? 

14.  Were the district trainers available as per your plan? Did you think the pool of district 
trainers were sufficient to undertake FLWs’ trainings? How many batches were usually 
conducted in a month by a district trainer (on an average)?  

15.  Were any review meetings conducted to assess the progress of the training programme? 
If yes, what was the frequency of review meetings? Who all participated in the meeting 
and how were the action points monitored that were developed during meetings? Was 
coverage and training assessment data utilised for decision making and developing the 
action points?  

16.  Does the supportive supervision mechanism exist in your district? What is the mechanism 
of supportive supervision? Were you also involved in providing hand-holding support to 
the DTs and FLWs during the training? If yes, what kind of support did you provide? How 
did you ensure that supportive supervision was implemented as per plan (Probe: for DT 
and FLWs level)? How did you verify that FLWs were benefitted from the supportive 
supervision mechanism? 

Training outcomes and challenges 

17.  To what extent has the goal of IPC skills training for routine immunization (BRIDGE) been 
achieved till now? (i) Fully met, (ii) Partially met, (iii) Not at all met. Does the BRIDGE 
IPC training have an effect on strengthening health systems especially health 
communication (benefits of RI) with the communities? (Probe: service delivery, 
information on RI). 

18.  Were refresher trainings organised in your district to strengthen the IPC skills of FLWs? 
If yes, how were the refresher trainings planned? What was the mechanism for identifying 
and imparting the refresher trainings to the FLWs? If no, what were the challenges in 
organizing the refresher training? Do you think that there would be any information loss 
due to the lack of refresher training, please cite some examples? 

19.  According to you, what more can be done for a sustained and strong understanding of 
how vulnerable populations are targeted in the health programmes especially on 
immunization?   
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20.  What capacity does the district have to conduct trainings without UNICEF support? What 
factors may influence whether the delivery of the trainings will continue in the future? 
What are the other knowledge delivery platforms which UNICEF can support and at what 
levels?    

21.  Do you have any suggestions to improve the output of IPC skills training for routine 
immunization (BRIDGE)? Also, could you share specific suggestions on overcoming 
challenges at the administrative and financial level? (Probe for all the points: change 
in material content, contextualizing it, processes and logistics concerning the 
allocation of finances, utilization of resources- human resource, and duration of 
the training, implementation challenges, administrative barriers, poor 
coordination, lack of refresher training, lack of supplies, poor quality services) 
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Tool G: UNICEF State Staff Questionnaire  
Informed Consent 

Purpose of the interview 

To ascertain the effectiveness of various BRIDGE trainings we are conducting this study among frontline 

workers, Lead and District trainers, few officials of your state including UNICEF staff. In this regard, you 

are selected for this study to share your feedback on the BRIDGE trainings. 

 

Process  

If you agree to participate, we would ask you to respond to some questions. If you are finding some 

questions difficult to comprehend, you can ask me for any clarifications. The interview would take around 

25-30 minutes.  

 

Risks anticipated 

Participation in this survey will not affect you in any way. To keep your identity confidential, we would not 

share any identification details with anyone.  

 

Benefits 

There is no direct benefit for participating in this study. However, the information that we receive from you 

will help us in preparing better training programmes for improving the health of the community. 

 

Voluntary Participation: 

Your participation in this study is completely voluntary, which means you decide whether you want to 

participate or not.  If you decide not to participate, there will be no consequences. If you decide not to 

take part or leave it in between, we would respect your decision and not ask you any questions regarding 

your decision. 

 

Confidentiality: 

All of your answers will be kept private and confidential, and the only people who will have access to this 

information are the researchers for the study. Also, no identifier information will be collected during the 

interview. If we have your permission, can we record the interview, though the recording will only start after 

asking the initial background questions from you. 

Are you willing to participate in this study? Yes / No  
If no, explain why:  
 
I confirm that I have given all the above information to the participant, and s/he has agreed to 
participate.  
 
Interviewer’s Name 
Date: ______________ 
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In-depth interview guide for UNICEF staff 

1.  Department: 

2.  Designation: 

3.  Years in service  

4.  When was the BRIDGE IPC skills 

training commenced in your state 

(month/year) 

/ 

5.  Number of BRIDGE IPC skills 

training conducted in your state 

 

 

Training at the state level 

6.  Have you supported the BRIDGE IPC skills training for planning and implementation in your 
state? If yes, what was your role? (Probe: planning of requisite resources- venue, training 
of the DTs from the Lead trainers, planning related, administrative support, human 
resource). 

7.  According to you, how was the BRIDGE IPC skills training on routine immunization (BRIDGE) 
different from other IPC trainings undertaken in the state? If yes, could you please elaborate? 
(Probe: frequency of training, types of participants, focus areas covered during the 
sessions). 

8.  Do you think that the cascading model used for training was efficient in transferring 
appropriate knowledge? If yes/no, in what ways it was/not efficient? (Probe: Duration, 
content useful, training programme/agenda was well-structured; No: information loss, 
miscommunication, misinterpretation). 

9.  Did you think the training material used for the trainings fulfilled the needs of your state?  

How would you rate the following aspects of the training material on this scale:  
A. The contextualization and adaptation as per state’s requirements: ((i) highly useful, 

(ii) partially useful, (iii) not useful 
B. The language of the content- technical vs simple/easy to comprehend; ((i) highly 

useful, (ii) partially useful, (iii) not useful 
C. Illustrations used in the content: (i) highly useful, (ii) partially useful, (iii) not useful 
D. Coverage of the relevant topics pertaining to immunization: (i) highly useful, (ii) 

partially useful, (iii) not useful 
E. Coverage/mentioned about the vulnerable population: (i) highly useful, (ii) partially 

useful, (iii) not useful 
F. Explicit use of the terms like- gender and equity: (i) highly useful, (ii) partially useful, 

(iii) not useful 
Probe: Reasons for being highly useful/partially useful/not useful for each of the items. 

10.  Where were the trainings held? What was the mode (in person/virtual) and duration of the 
training? Which methods were used for imparting the training? What according to you was 
the most effective way to impart the training? Were IEC material for communication used for 
imparting the training? (Probe: videos; Presentations; Films, etc.).   

11.  According to you, how the BRIDGE IPC trainings were rolled out? Whether it started with the 
vulnerable districts? If no, what was the criteria considered for rolling out the training at the 
first place?   

12.  Were all the trainings completed as per the implementation plan? If yes, what was the roll-out 
plan? If no, what were the challenges and who was approached to address those challenges?  

Post Training Follow-ups, suggestions and challenges 

13.  Was there any post training follow-up with DTs and FLWs? Was any refresher training 
conducted for IPC skill on routine immunization for DTs and FLWs? What was the duration 
and number of those refresher trainings? If no, what were the reasons for not conducting any 
refresher training? (Probe- lack of funds, time, participation) 
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14.  What according to you were the positive outcomes of the training? What were the major 
challenges, if any, encountered by you during planning and implementation of the BRIDGE 
IPC training? Also, could you share specific suggestions on overcoming challenges? (Probe 
for all the points: change in material content, contextualizing it, processes and logistics 
concerning the allocation of finances, utilization of resources- human resource, and 
duration of the training, implementation challenges, administrative barriers, poor 
coordination, lack of refresher training, lack of supplies, poor quality services) 

15.  What are some of the success factors of the BRIDGE IPC skills training in your state? 

16.  Do you have any suggestions to improve the training modality/process, please explain them? 
Do you have any suggestions to improve the content of the training to fulfil state’s/district’s 
requirements? Explain how? 
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Annexure IX: Evaluation Matrix  

Evaluation 
Objectives/ 

Criteria 

Indicators Evaluation Question/ Area of Inquiry Information 
Sources 

Data Collection Method 

Relevance Evidence from the desk 
review  
Evidence from the 
interaction with state/ 
government officials, 
FLWs and lead and 
district trainers 
 

1.1 How well does training design (material, 
content, method) respond to the training 
objectives, FLW needs and expectations, and 
different contexts? 

a. How relevant was the course material used for 
imparting the training? Did the FLWs find the 
course material relevant, and did it meet their 
expectations? Was the module 
contextualised based on the local needs? Did 
the training cover the required areas for 
developing IPC skills? 

b. Did the FLWs find the training relevant and did 
it meet their expectations? How relevant were 
the different methods used for imparting the 
training? 

1.2 How relevant is the BRIDGE IPC training in 
strengthening the building blocks of health 
systems? 

1.3 How well does the SBCC plan help in the 
preparation of communication plan and in 
addressing barriers against immunization?  

Primary and 
secondary 
data  

Structured interviews with 
FLWs and district trainers 
 IDIs with state, lead trainer 
and district/ block officials  
 

Effectiveness Percentage of FLWs 
reported having correct 
knowledge and skills and 
attitude towards routine 
immunization 
Percentage of FLWs 
reported post-training 
improvement of their skills 
(technical/IPC skills) 
Percentage of FLWs 
reported inclusion of 

2.1 How has the training been able to influence 
(    c  y/ n    c  y)  h  f  n   n  w  k  s’ 
knowledge, attitude, and practices? 

a. Has the training improved the knowledge and 
practice of the FLWs to communicate with the 
parents, caregivers, and community members 
at large? 

b. How equipped or skilled do the frontline 
workers feel after the training and why? 

c. Has the training changed anything about the 

Primary data Structured interviews with 
FLWs and district trainers 
Observation-checklist 
IDIs with state and 
district/block officials and 
lead trainers 
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Evaluation 
Objectives/ 

Criteria 

Indicators Evaluation Question/ Area of Inquiry Information 
Sources 

Data Collection Method 

gender and equity in 
service delivery  
Percentage of FLWs 
reported training content 
was adequate and 
appropriate  
Percentage of FLWs able 
to recall the key 
messages taught during 
the training 
Percentage of FLWs who 
are able to utilise the 
learning received from 
training  
Percentage of FLWs 
reported key challenges 
faced by them while 
delivering messages to 
caregivers 
Key suggestion to 
improve the training 
programme in the future 
Evidence from the 
interaction with state, 
district/block level officials 
and district trainers and 
lead trainers 
Evidence from observing 
FLW-caregiver 
interactions (how 
effectively the FLWs are 
able to follow the IPC 
protocol, whether they are 
able to give sufficient time 
to caregivers) 

actual service delivery? Has the training 
helped enhance target identification for 
FLWs/ are they reaching out to the most left-
out? 

2.2 Were the supportive supervision and 
monitoring mechanisms effectively 
utilised?   

a. How effectively the supportive supervision 
mechanism is being implemented? How the 
data was utilised for decision making purpose 
(whether M&E mechanism exist)? 

2.3 Was the training effective in ensuring no 
information loss and in recalling key 
messages? 

a. Are the FLWs able to recall the key messages 
and call to action from the training? (FLW 
knowledge) 

2.4. What would the FLWs want to change/ 
improve/revise about the training or its 
content? 

2.5. How effectively do trained FLWs 
communicate with parents and caregivers 
to motivate them for immunization? 

a. Did the community report positive 
interactions and satisfaction with FLWs? 

2.6. What were the key limitations of BRIDGE 
training as compared to other IPC skills 
training, if any?   
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Evaluation 
Objectives/ 

Criteria 

Indicators Evaluation Question/ Area of Inquiry Information 
Sources 

Data Collection Method 

Efficiency Evidence from the review 
of the documents 
Evidence from 
interactions with FLWs 
Evidence from the 
interaction with state/ 
block officials and lead 
trainers  

3.1 What is the overall fidelity of the cascading 
model in terms of timing, adequate selection, 
allocation and use of resources to achieve 
BRIDGE skill training objectives and quality? 

a. How efficient was the cascade model of 
training and its corresponding implementation 
fidelity? Was there any delay in providing 
training through the cascading model? 

b. Was the resource allocation adequate to 
ensure quality training? Were the allocated 
resources used optimally to achieve the 
training’s immediate and mid-term 
objectives? What were some of the processes 
and logistics concerning the allocation of 
finances, human resources and time that 
were missing? 

c. How efficient were the district trainers in 
delivering training on IPC skills? 

3.2. How well the training design ensured the 
retention of information and avoided loss of 
information? 

a. Was there any information loss due to the 
cascading model of training? Was there a 
need for refresher training to ensure that there 
is no loss of information? 

3.3. How well was supportive supervision, 
monitoring and coordination implemented 
(fidelity, timeliness, resources required)? 

a. How efficient was the supportive supervision 
mechanism in helping the FLWs to improve 
their skills? Whether there was a coordination 
mechanism placed and how were the FLWs 
able to communicate with the officials? Were 

Primary and 
secondary 
data 

Desk review of the 
documents 
Structured interviews with 
FLWs and district trainers 
IDIs with state and 
district/block officials and 
lead trainers 
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Evaluation 
Objectives/ 

Criteria 

Indicators Evaluation Question/ Area of Inquiry Information 
Sources 

Data Collection Method 

there any review meetings conducted to 
assess the progress of the programme? Was 
there a committee to monitor the 
programme/training? 

3.4. What were the implementation challenges 
encountered and what measures were taken 
to overcome these challenges? 

a. Were there any implementation challenges 
that led to inefficiency (process-based, 
logistics, etc.)? What else could be done to 
improve the efficiency of the training? 

Sustainability Evidence from the 
discussions with state 
officials, district trainers, 
lead trainers  
 
Evidence from the FLWs 
interviews 
 
 

4.1 How has the programme contributed to its 
sustainability by strengthening the health 
system? 

a. Does the government have adequate 
capacity and resources (both state and 
district level) to conduct ToTs without 
support from UNICEF? 

b. To what extent has the goal of BRIDGE been 
achieved till now? Is there a need for further 
training? 

c. What are some of the recommendations from 
frontline workers for future training to 
achieve their behaviour change 
communication objectives, based on their 
experience of employing IPC skills to 
mobilise parents/ caregivers? 

4.2  What role is envisaged for UNICEF to sustain 
the results of BRIDGE IPC skills training in 
the future? 

a. In the future, what kind of additional support 
would be required from UNICEF for such 

Primary data 
 
 
 
 
 

 

IDIs with lead trainers  
Structured interviews with 
district trainers and FLWs 
IDIs with state and district 
officials 
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Evaluation 
Objectives/ 

Criteria 

Indicators Evaluation Question/ Area of Inquiry Information 
Sources 

Data Collection Method 

training? 

b. What other knowledge delivery platforms 
could be supported by UNICEF? 

Equity and 
Gender 

Evidence from the 
discussions with state 
officials, district trainers, 
lead trainers  
 
Evidence from the FLWs 
interviews 

5.1 Did the training adequately address some of 
the gender-based IPC challenges that 
frontline workers experienced? 

a. Did the module talk about giving equal 
importance to boy and girl child for RI? 

b. How can the IPC training be made more 
gender-sensitive and gender transformative 
in the future? What were the different gender-
related issues in different states and how 
were they integrated into the IPC training to 
achieve the objective? 

c. Has the training influenced or changed some 
of the frontline worker’s gender-based 
perceptions? 

d. Has the training altered certain gender-based 
perceptions among community members? 
Did the training reduce the discriminatory 
perception of the community for immunizing 
the girl and boy child? 

e. Was there any implication of deploying male 
trainers for imparting training to the FLWs? 

5.2 How the training addressed the development 
of a strong understanding of how vulnerable 
populations (based on caste, tribal, poverty 
levels) were targeted during immunization 
programmes? 

a. Did the training module and the sessions 
adequately address how vulnerable 
populations could be targeted during 

Primary 
Data 

IDIs with lead trainers  
Structured interviews with 
district trainers and FLWs 
IDIs with state and district 
officials 
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Evaluation 
Objectives/ 

Criteria 

Indicators Evaluation Question/ Area of Inquiry Information 
Sources 

Data Collection Method 

discussion on RI? If yes, how? 

b. Has the training been able to positively change 
how vulnerable populations (based on caste, 
tribal, and poverty levels) were targeted 
during health programmes (including those 
other than RI)? 

c. Were vulnerable/left out (LODOR families) 
groups more likely to be immunized in areas 
with trained FLWs? 
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Annexure X: Analytical Framework used for evaluation 
The evaluation was designed keeping in mind the norms and standards for answering the evaluation 

questions. Based on the WB Paper48 (referred by ERG members), the evaluation questions were based on 

4 pillars which are namely – Overarching, Content, Delivery and Perceptions. 

Pillars 
Sub-

components 

Questions 

Other stakeholders (LT, DT, 
national/state/district officials) 

FLW Questionnaire 

Overarching Who 
implemented 

Secondary document review would help in gathering the requisite 
information 
Questions asked from state/district officials 

Professional 
implication 

Post-training, what all new skills have you 
developed?- DT 
Post-training, what all new skills have you 
developed? Is there any post-training 
follow-up?- NLT 

Post-training, what all 
new skills have you 
developed?  
Post-training, do you 
feel confident while 
interacting with the 
parents/caregivers? 
Post-training, do you 
feel motivated while 
interacting with the 
parents/caregivers? 
Was the training 
helpful for you in- with 
option? 

 Diagnostic Discussion with national programme team 
and secondary data review 

 

Content Focus on IPC- 
BRIDGE 
Training 

Were you able to understand the content of 
the material? DT 
Was the training material shared in your 
language? DT   
Was the training imparted in your local 
language? DT  
Did you find the content of BRIDGE training 
useful? DT 
Were the training content/ activities 
designed in a way that could address the 
RI related issues in your area?- DT 
Did the FLWs find the course material 
relevant? DT 
Did you receive any feedback from the 
FLWs on the content of the training 
material?- DT 
Were you able to understand the content 
and language used during the training? 
Was the content useful to address the 
state-level requirements? If no, do you 
think the training should be modified to 
address state-specific requirements?- NLT 
Do you think DTs are able to absorb the 
IPC content? Do they find the course 

Was the training 
content relevant for 
you? 
How was this training 
different from other 
IPC trainings that you 
have received in the 
past? Explain. 
Were the training 
content/ activities 
designed in a way that 
helped you to address 
the local issues faced 
by you? 
Were you able to 
understand the 
content of the 
material? 

 
48 http://documents.worldbank.org/curated/en/122031474915232609/Training-teachers-on-the-job-what-
works-and-how-to-measure-it 

http://documents.worldbank.org/curated/en/122031474915232609/Training-teachers-on-the-job-what-works-and-how-to-measure-it
http://documents.worldbank.org/curated/en/122031474915232609/Training-teachers-on-the-job-what-works-and-how-to-measure-it
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material relevant and does it meet their 
expectations? Do they have any feedback 
on the content of the training material? If 
yes, what feedback do they share with 
you?- NLT 

 Subject area Knowledge, attitude and Practice related to immunization  

Delivery Core Activities 
Venue details, 
training kit, 
TA/DA, batch 
size etc. 

Was it convenient for you to impart the 
training at the planned venue? Were you 
given facilities such as TA/DA, transport, 
etc. to reach the venue? 
Did the venue have the basic facilities for 
conducting the training? Were you satisfied 
with the arrangements?  
Were you able to complete all the 
sessions? If no, what were the challenges 
you faced? Whom did you approach to 
address those challenges?  
What was the batch size of the training? 
Were the trainees’ kit adequate for all the 
participants? What was included in the kit?- 
NLT 
Were you provided any transport facility to 
reach the venue? DT 
Did you receive any TA/DA for attending 
the training? DT 
Did the venue have basic facilities DT 
What was the batch size of the trainees? 
DT 
Did you receive any training kit?- DT 
What all was there in the training kit?- DT 

Were you provided any 
transport facility to 
reach the venue? 
Did you receive any 
TA/DA for attending 
the training? 
Did the venue have 
basic facilities 
What was the batch 
size of the trainees? 
Did you receive any 
training kit? 
What all was there in 
the training kit? 

 Cascade model What is your understanding about the 
cascade model of trainings? How efficient 
are those? Is there any information loss in 
these kinds of trainings? Are these 
trainings appropriate for conducting IPC 
skills trainings for routine immunization?- 
state/district official 
Do you think that the cascading model used 
for training is efficient in transferring 
appropriate knowledge to you? If yes/no, in 
what ways it was/not efficient? (Probe: 
Duration, content useful, training 
programme/ agenda was well-structured; 
No: information loss, miscommunication, 
misinterpretation)- NLT 

 

 Proportion in 
lecture/ practice 
Location of the 
training, the size 
of sessions, and 
the time-division 
between 
lectures, 
practice, and 
other activities 

How did you impart the training to the 
district trainers? What according to you was 
the most effective way? Did you make use 
of IEC material for communication during 
trainings? (Probe: videos; Presentations; 
Films, etc.). NLT 

Which methods were 
used for imparting 
training?- FLWs 
What was the duration 
of the training? 
 
What was the batch 
size of the trainees? 
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Perceptions What do FLWs/ 
trainers/ officials 
like 
Elements which 
were responsible 
for any positive 
impacts, and 
which were 
popular or 
unpopular 
among 
beneficiary. 

Did you find the training useful? Which 
methods were used for imparting the 
training? Which sessions did you like the 
most and why?- NLT 
What according to you are the positive 
outcomes of the training?- NLT 
Was the trainer able to address all your 
questions? Was s/he able to create a 
conducive environment for an interactive 
session? Was the trainer effective in 
delivering the key messages?- NLT 
Which methods of training did you like? 
NLT 
Did you like the trainer’s behavior during 
the training? NLT 
Did you find the training useful? DT 
Were you satisfied with the duration of the 
training? DT 

Did you like the IPC 
part of the training i.e. 
training on how to 
communicate? 
What did you like the 
most about it?  
What was the key 
limitation from 
BRIDGE as compared 
to any other training? 
Which all training 
methods did you like? 
Did you like the IPC 
part of the training i.e. 
training on how to 
communicate?     
What did you like the 
most about it?  
 

 What do they 
think matters 
(FLWs, trainers, 
officials) 
 

According to you what should be the 
duration of such trainings? - DT 
What according to you was the most 
effective way?– NLT 
How is the BRIDGE IPC skills training 
important in your district’s context? What 
are its major components? How is it 
different from other trainings on RI? – 
Officials 
Was there any information loss due to the 
lack of refresher training? – Officials 
What are the key reasons that hinder the 
implementation as per the plan (for training 
and refresher)? – Officials 
What are the other knowledge delivery 
platforms which UNICEF can support and 
at what levels)? – Officials 
According to you, what more can be done 
for a sustained and strong understanding of 
how vulnerable populations are targeted in 
the health programmes especially on 
immunization?  – Officials 
Would you like to give any suggestion for 
improving the training?- DT 
In what ways training could be modified to 
address the local issues in your area?- DT 

What was the key 
highlight for you from 
BRIDGE training as 
compared to any other 
trainings that you 
might have attended? 
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Annexure XI: Planned sample size for the evaluation 
 

Table 11: Data planned for the evaluation 

Particulars Rajasthan Odisha Assam Karnataka UP Total 

No. of districts 2 2 2 2 2 10 

       

In-depth interview       
State-level        
State immunization officer 1 1 1 1 1 5 

State RI Nodal Officer or 

State Institute of Health and 

Family Welfare 1 1 1 1 1 5 

UNICEF consultant 1 1 1 1 1 5 

In-depth-interviews with all 

lead trainers 3 3 2 3 3 14 

District level       
District immunization officer 2 2 2 2 2 10 

Medical officer 4 4 4 4 4 20 

Block Programme Manager-

NHM 4 4 4 4 4 20 

Structured interviews       
District trainers- Online 

interview  146 146 140 144 202 776 

Frontline Health Workers       

ANMs 32 32 32 32 32 160 

ASHAs 120 120 120 120 120 600 

Exit Interviews with 

caregivers 32 32 32 32 32 160 

Observations        
Observations at the 

immunization sites for 

ANMs 8 8 8 8 8 40 

Observation at field level for 

ASHA 8 8 8 8 8 40 

Focus Group Discussion       
FGDs (in each state 6 FGDs 

with caregivers of 

immunized children and 2 

FGDs with caregivers of 

drop out and left out 

children) 8 8 8 8 8 40 
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Annexure XII: Quantitative Data – Tables  
 

Table-1.1.1: The FLWs found the training content relevant 

FLWs found training 

content relevant 
State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.0 99.0 99.0 100.0 100.0 100.0 

No 1.0 1.0 1.0 0.0 0.0 0.0 

N 399 91 78 76 74 80 

 

Table-1.1.2: The training content/activities designed to help FLWs address the local issues 

Content design helped FLWs 

address local issues 
 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.0 99.0 100.0 97.0 100.0 99.0 

No 1.0 1.0 0.0 3.0 0.0 1.0 

N 399 91 78 76 74 80 

 

Table-1.1.3: FLWs were able to understand the content of the material 

FLWs could understand the 

content 
 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 100.0 100.0 100.0 100.0 100.0 100.0 

No 0.0 0.0 0.0 0.0 0.0 0.0 

N 399 91 78 76 74 80 

 

Table-1.1.4: FLWs liked the language used in the material 

FLWs liked the language used in 

the material 
 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 90.0 95.0 100.0 100.0 78.0 75.0 

No 0.0 0.0 0.0 0.0 0.0 0.0 

To some extent 10.0 5.0 0.0 0.0 22.0 25.0 

N 399 91 78 76 74 80 
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Table-1.1.5: The training material was shared in the FLWs language 

Training material was shared in 

the FLWs language 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 100.0 100.0 100.0 100.0 100.0 100.0 

No 0.0 0.0 0.0 0.0 0.0 0.0 

N 399 91 78 76 74 80 

 

Table-1.1.6: Training was imparted in FLWs local language  

Training was imparted in FLWs 

local language 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 100.0 100.0 100.0 100.0 100.0 100.0 

No 0.0 0.0 0.0 0.0 0.0 0.0 

N 399 91 78 76 74 80 

 

Table-1.1.7: FLWs found the course material relevant  

FLWs found the course material 

relevant 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.0 97.7 100.0 99.4 91.9 99.5 

No 1.0 2.3 0.0 0.6 8.1 0.5 

N 607 43 139 169 37 219 

 

Table-1.1.8: DTs received feedback from the FLWs on the content of the training material  

DTs received feedback from the 

FLWs on the content 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 89.1 74.4 84.2 92.3 94.6 91.8 

No 10.9 25.6 15.8 7.7 5.4 8.2 

N 607 43 139 169 37 219 
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Table-1.1.9: Feedback from FLWs received by DTs  

Feedback from FLWs received by 

DTs 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Training material was comprehensive 63.2 71.9 50.4 49.4 65.7 79.6 

Useful to build IPC skills 79.7 59.4 94.0 71.2 80.0 81.1 

Technical 50.7 43.8 23.1 65.4 37.1 58.7 

Too generic-not contextualised 26.3 40.6 13.7 38.5 31.4 20.9 

Difficult to understand the language 16.6 31.3 12.8 11.5 22.9 19.4 

N 541 32 117 156 35 201 

 

Table-1.1.10: DTs understood the content of the material  

 DTs understood the content of 

the material 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.5 100.0 100.0 99.4 100.0 99.1 

No 0.5 0.0 0.0 0.6 0.0 0.9 

N 645 47 144 173 49 232 

 

Table-1.1.11: DTs found the content of BRIDGE-IPC training useful  

 DTs found content of training 

useful 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Strongly disagree 3.9 10.6 0.0 1.2 12.2 5.2 

Disagree 0.9 4.3 0.0 0.0 6.1 0.4 

Neutral 0.9 0.0 0.0 0.0 6.1 1.3 

Agree 55.0 61.7 78.5 47.4 28.6 50.4 

Strongly agree 39.2 23.4 21.5 51.4 46.9 42.7 

Mean 4.2 3.8 4.2 4.5 3.9 4.3 

N 645 47 144 173 49 232 
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Table-1.1.12: The training material for DTs was shared in their local language  

Training material for DTs was 

shared in their local language 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 96.0 93.6 98.6 91.9 95.9 97.8 

No 4.0 6.4 1.4 8.1 4.1 2.2 

N 645 47 144 173 49 232 

 

Table-1.1.13: The training was imparted to DTs in their local language  

Training was imparted to DTs 

in their local language 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 96.3 91.5 97.2 94.8 95.9 97.8 

No 3.7 8.5 2.8 5.2 4.1 2.2 

N 645 47 144 173 49 232 

 

Table-1.1.14: FLWs perceptions on the usefulness of the IPC session to address the challenges they encounter while improving RI 

coverage 

FLWs perceptions on 

usefulness of IPC session 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Extremely irrelevant 5.0 8.8 3.8 1.3 1.4 8.8 

Irrelevant 1.0 2.2 0.0 2.6 0.0 0.0 

Neither relevant nor irrelevant 1.3 3.3 0.0 0.0 0.0 2.5 

Relevant to some extent 26.1 47.3 3.8 7.9 40.5 27.5 

Extremely relevant 66.7 38.5 92.3 88.2 58.1 61.3 

Mean 4.5 4.0 4.8 4.8 4.5 4.3 

N 399 91 78 76 74 80 
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Table-1.1.15: Methods liked by the FLWs  

Methods liked by the FLWs 
 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Presentations 56.0 77.0 82.0 64.0 12.0 39.0 

Games on -who want to save a million 45.0 18.0 56.0 62.0 45.0 49.0 

Case Study method 35.0 26.0 41.0 29.0 42.0 38.0 

Films/videos 65.0 80.0 53.0 62.0 59.0 69.0 

Role-play 51.0 49.0 38.0 74.0 47.0 46.0 

Group activity 35.0 26.0 88.0 21.0 11.0 26.0 

Lecture 8.0 2.0 12.0 0.0 19.0 8.0 

N 399 91 78 76 74 80 

 

Table-1.3.1: FLWs prepared village communication plan  

 FLWs 
prepared 
village 
comm. 
plan 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Overall 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained 

Yes 69.4 72.7 65.9 96.7 92.3 50 40.5 89.5 85.7 45.9 39.7 76.3 65.8 

No 30.6 27.3 34.1 3.3 7.7 50 59.5 10.5 14.3 54.1 60.3 23.8 34.2 

N 793 399 393 91 91 78 74 76 77 74 78 80 73 

 

Table-1.3.2: Reasons for not preparing village communication plan  

Reasons for not 
preparing 
village comm. 
plan 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Overall 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained 

Did not get time 13.6 11.9 14.9 33.3 14.3 0.0 0.0 25.0 0.0 7.5 10.6 36.8 56.0 

Forgot how to 
prepare it 

10.7 10.1 11.2 33.3 71.4 0.0 0.0 37.5 54.5 12.5 6.4 10.5 4.0 

Did not find it 
relevant 

47.7 45.0 50.0 33.3 14.3 5.1 11.4 50.0 54.5 82.5 83.0 47.4 64.0 

Others 36.2 39.4 33.6 0.0 0.0 97.4 93.2 0.0 0.0 7.5 6.4 10.5 4.0 

N 243 109 134 3 7 39 44 8 11 40 47 19 25 
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Table-2.1.1: FLWs opinion on whether, post training, they feel motivated while interacting with the parents/caregivers 

FLWs feel motivated while interacting 

with the parents/caregivers 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Strongly disagree 0.0 1.0 0.0 0.0 0.0 0.0 

Disagree 0.0 0.0 0.0 1.0 0.0 0.0 

Neutral 11.0 46.0 0.0 0.0 1.0 0.0 

Agree 42.0 33.0 13.0 91.0 47.0 30.0 

Strongly agree 47.0 20.0 87.0 8.0 51.0 70.0 

N 399 91 78 76 74 80 

 

Table-2.1.2: FLWs opinion on whether, post training, they feel confident while interacting with the parents/caregivers 

FLWs feel confident while interacting 

with the parents/caregivers 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Strongly disagree 0.0 1.0 0.0 0.0 0.0 0.0 

Disagree 0.0 0.0 0.0 1.0 0.0 0.0 

Neutral 4.0 16.0 0.0 0.0 0.0 0.0 

Agree 56.0 74.0 14.0 95.0 51.0 46.0 

Strongly agree 39.0 9.0 86.0 4.0 49.0 54.0 

N 399 91 78 76 74 80 

 

Table-2.1.3: What do FLW do to improve community’s confidence for immunization 

Us   f IPC sk   s by FLWs         v  c   un  y’s 

confidence for immunization 

Overall (%) Status on BRIDGE IPC training (%) 

Trained Untrained 

By responding to the community’s concerns 85.4 89.8*** 80.8 

Citing peer examples 65.4 67.9 62.7 

Through the medium of movies/films/videos 44.6 47.1 42.0 

Conducting community meetings 70.8 72.8 68.7 

Use of Pamphlets/Flip charts 35.6 37.2 33.9 

Conducting Home visits 73.5 74.8 72.0 

N 780 393 386 

Significance level: (p< 0.001***; 0.01**, 0.05*) 
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Table-2.1.4:  Impact on FLWs knowledge level practice and attitude post training  

Impact on FLWs knowledge level practice and 

attitude post training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Communication Skills 

Decreased 0.7 0.0 0.0 0.0 2.7 1.4 

Don’t know 0.7 2.3 0.7 0.0 0.0 0.9 

Increased 93.6 86.1 95.7 97.0 73.0 94.5 

Same 4.8 11.6 2.1 3.0 24.3 3.2 

Improved Confidence 

Decreased 0.3 0.0 1.4 0.0 0.0 0.0 

Don’t know 0.2 0.0 0.0 0.0 0.0 0.5 

Increased 95.2 88.4 96.5 95.9 89.2 96.4 

Same 4.3 11.6 2.1 4.1 10.8 3.2 

More convincing power 

Decreased 0.3 0.0 1.4 0.0 0.0 0.0 

Don’t know 3.5 11.6 0.7 2.4 2.7 4.6 

Increased 87.2 67.4 94.3 91.7 70.3 85.8 

Same 9.0 20.9 3.6 5.9 27.0 9.6 

Enhanced knowledge 

Decreased 0.2 0.0 0.0 0.0 0.0 0.5 

Don’t know 2.5 2.3 5.7 0.6 2.7 1.8 

Increased 93.8 90.7 90.8 98.8 94.6 92.2 

Same 3.3 7.0 2.1 0.6 2.7 5.5 

Evidence-based planning 

Decreased 0.2 0.0 0.7 0.0 0.0 0.0 

Don’t know 3.0 11.6 1.4 0.6 2.7 4.1 

Increased 85.7 72.1 91.5 92.9 73.0 81.3 

Same 10.8 16.3 5.0 6.5 24.3 14.6 

Improved outreach and 

advocacy 

Decreased 0.3 0.0 0.7 0.0 0.0 0.5 

Don’t know 2.6 4.7 0.7 1.2 0.0 5.0 

Increased 88.7 76.7 95.7 95.3 81.1 82.7 

Same 8.1 18.6 1.4 3.6 18.9 11.9 

N 609 43 141 169 37 219 

 

Table-2.1.5: The training helped FLWs develop new skills  

Training helped FLWs develop new 

skills 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.0 98.0 100.0 100.0 100.0 95.0 

No 1.0 2.0 0.0 0.0 0.0 5.0 

N 349 59 64 76 72 78 
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Table-2.1.6: Post-training, what all new skills have FLWs developed 

New skills developed by FLWs 
State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Communication Skills 87.0 98.0 100.0 95.0 71.0 73.0 

Improved Confidence 87.0 84.0 100.0 93.0 82.0 76.0 

More convincing power 69.0 57.0 98.0 87.0 53.0 49.0 

Enhanced knowledge 87.0 76.0 100.0 99.0 85.0 74.0 

Evidence based planning 47.0 36.0 98.0 18.0 33.0 51.0 

Improved outreach and advocacy 53.0 12.0 97.0 37.0 54.0 65.0 

Tracking of left out and drop out children 56.0 36.0 98.0 68.0 49.0 28.0 

N 344 58 64 76 72 74 

 

Table-2.1.7: Helpful aspects of the training for FLWs 

Helpful aspects of training for FLWs 
State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Mobilising parents/communities for RI 100.0 100.0 100.0 100.0 99.0 100.0 

Delivering key messages on RI 98.0 100.0 100.0 100.0 93.0 99.0 

Delivering key information on new vaccines introduced 100.0 100.0 100.0 100.0 100.0 100.0 

Improving communities’ confidence in vaccines and reducing 

vaccine hesitancy 
99.0 100.0 100.0 100.0 99.0 99.0 

In answering communities concerns effectively 99.0 100.0 100.0 100.0 97.0 98.0 

Using a planning template to prepare a village-level comm. plan 99.0 100.0 100.0 99.0 100.0 98.0 

In tracking children, especially dropouts and left-outs 99.0 100.0 100.0 100.0 99.0 99.0 

Motivating vulnerable households 100.0 100.0 100.0 100.0 99.0 100.0 

Follow-up on immunization 100.0 100.0 100.0 100.0 100.0 100.0 

N 399 91 78 76 74 80 

 

Table-2.1.8: FLWs prepared village communication plan 

FLW 
prepared 
village 
comm. 
plan 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Overall 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Status on BRIDGE 
IPC training 

Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained 

Yes 69.4 72.7 65.9 96.7 92.3 50.0 40.5 89.5 85.7 45.9 39.7 76.3 65.8 

No 30.6 27.3 34.1 3.3 7.7 50.0 59.5 10.5 14.3 54.1 60.3 23.8 34.2 

N 793 399 393 91 91 78 74 76 77 74 78 80 73 
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Table-2.1.9: FLWs perception on who the influencers in their community are 

Influencers in the FLWs 
community 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Teachers 70.2 94.5 42.3 61.8 77.0 71.3 

Religious Leaders 58.4 62.6 64.1 46.1 51.4 66.3 

Elders of the Family 72.2 75.8 71.8 68.4 70.3 73.8 

Neighbour 54.4 62.6 46.2 34.2 50.0 76.3 

Friend 43.9 49.5 30.8 28.9 45.9 62.5 

VHSNC members 45.6 15.4 85.9 78.9 31.1 22.5 

Others 0.5 0.0 1.3 0.0 1.4 0.0 

N 399 91 78 76 74 80 

 
Table-2.2.1: FLWs perception on whether they can obtain quality advice and guidance at all times regarding their concerns on health, 

especially on immunization  

Whether FLWs can obtain quality 

advice and guidance at all times 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.0 100.0 100.0 100.0 100.0 98.0 

No 1.0 0.0 0.0 0.0 0.0 3.0 

N 399 91 78 76 74 80 

 

Table-2.2.2: Whether DTs received supportive supervision (guidance/ help) to improve their skills as a trainer in the last training  

DTs received supportive supervision in 

the last training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 74.3 65.1 69.8 85.8 75.7 69.9 

No 25.7 34.9 30.2 14.2 24.3 30.1 

N 607 43 139 169 37 219 
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Table-2.2.3: Who provided supportive supervision to the DTs  

Who provided supportive supervision 

to the DTs  

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

DIO 64.1 71.4 92.8 59.3 50.0 51.6 

MOIC 26.2 50.0 9.3 23.5 21.4 36.0 

SEPIO 9.8 21.4 9.3 11.0 21.4 4.6 

Lead Trainer 22.2 10.7 14.4 20.0 39.3 28.1 

Others 8.0 0.0 0.0 16.6 0.0 7.8 

N 451 28 97 145 28 153 

 

Table-2.2.4: Whether DTs had any post training follow up  

DTs had post training follow up 
State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 78.5 51.1 88.9 74.0 69.4 82.8 

No 21.6 48.9 11.1 26.0 30.6 17.2 

N 645 47 144 173 49 232 

 

Table-2.2.5: Is there any on field monitoring mechanism to provide DTs with support/handholding  

Any on field monitoring mechanism to 

provide DTs with support/handholding 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 83.1 55.3 90.3 92.5 65.3 81.0 

No 16.9 44.7 9.7 7.5 34.7 19.0 

N 645 47 144 173 49 232 

 

Table-2.2.6: DTs had any supportive supervision visit in the last 6 months  

DTs had supportive supervision visit in 

the last 6 months 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 52.3 36.2 55.6 71.1 38.8 42.2 

No 47.8 63.8 44.4 28.9 61.2 57.8 

N 645 47 144 173 49 232 
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Table-2.2.7: Who provided support to the DTs during supportive supervision in the last 6 months  

Who provided support to DTs for 

supportive supervision in last 6 months 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Lead Trainer 36.2 47.1 23.8 27.6 47.4 53.1 

MOIC 38.6 35.3 20.0 39.0 52.6 51.0 

DIO 49.3 41.2 81.3 52.9 42.1 21.4 

Others 7.4 5.9 7.5 12.2 0.0 3.1 

N 337 17 80 123 19 98 

 

Table-2.2.8: Post-training follow-up for FLWs during monthly sector meetings 

Post-training follow-up for FLWs during 

monthly sector meetings  

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 93.0 98.0 90.0 100.0 93.0 84.0 

No 7.0 2.0 10.0 0.0 7.0 16.0 

N 399 91 78 76 74 80 

 

Table-2.2.9: Existence of a field monitoring mechanism to provide FLWs with support/handholding 

Existence of a field monitoring 

mechanism to provide FLWs  

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 92.0 99.0 100.0 100.0 81.0 80.0 

No 8.0 1.0 0.0 0.0 19.0 20.0 

N 399 91 78 76 74 80 
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Table-2.2.10: Frequency of support received by FLWs in the last 6 months 

Frequency of support received 

by FLWs in the last 6 months  

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

0 22.6 3.3 0.0 10.5 37.8 63.8 

1 34.1 54.9 29.5 14.5 48.6 20.0 

2 27.8 27.5 53.8 31.6 12.2 13.8 

3 7.5 8.8 6.4 18.4 1.4 2.5 

4 4.5 1.1 6.4 15.8 0.0 0.0 

5 2.5 3.3 3.8 5.3 0.0 0.0 

6 0.5 1.1 0.0 1.3 0.0 0.0 

9 0.3 0.0 0.0 1.3 0.0 0.0 

13 0.3 0.0 0.0 1.3 0.0 0.0 

Mean 1.5 1.6 2.0 2.6 0.8 0.6 

N 399 91 78 76 74 80 

 
Table-2.3.1: The key messages from the training that FLWs can recall 

Key messages from the training that FLWs can recall 
State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Effectively mobilise parents/communities for RI 92.0 98.0 99.0 84.0 96.0 85.0 

Deliver key messages on RI and new vaccines introduced 76.0 68.0 95.0 87.0 62.0 71.0 

Improve vaccine confidence and reduce vaccine hesitancy among 

communities by answering their concerns effectively 
86.0 84.0 100.0 88.0 70.0 88.0 

Use a planning template to prepare a village-level communication plan 72.0 34.0 83.0 84.0 81.0 86.0 

Track children, especially dropouts and leftouts, and follow-up on 

immunizations 
78.0 71.0 90.0 84.0 85.0 64.0 

N 399 91 78 76 74 80 

 

Table-2.3.2: DTs perception on whether FLWs were able to absorb the IPC content in the last training  

DTs perception on whether FLWs were able 

to absorb the IPC content in the last training  

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.3 100.0 100.0 100.0 100.0 98.2 

No 0.7 0.0 0.0 0.0 0.0 1.8 

N 607 43 139 169 37 219 
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Table-2.4.1: DTs perceptions on FLWs opinion about the duration of the training session  

DTs perceptions on FLWs opinion about 

the duration of the training session  

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

IPC session time wasn’t enough 32.8 51.2 46.8 36.7 35.1 16.9 

Training duration was not enough 48.3 51.2 62.6 69.8 35.1 24.2 

Too many aspects covered in shorter duration 74.6 55.8 79.9 65.1 59.5 84.9 

Others 2.6 2.3 0.7 2.4 5.4 3.7 

N 607 43 139 169 37 219 

 

Table-2.5.1 - No. of messages recalled on RI by trained and untrained FLWs 

No. of messages recalled on RI by trained and untrained 
FLWs 

Total (%) 
Status on BRIDGE IPC training (%) 

Trained Untrained 

0 0.5 0.0 0.8 

1 1.3 0.3 2.3 

2 3.5 2.8 4.3 

3 22.5 22.1 23.2 

4 30.6 31.3 29.8 

5 41.6 43.6 39.7 

N 794 399 393 

 

Table-2.5.2: Key messages on RI given by trained and untrained FLWs 

Key messages on RI given by FLWs 
Total (%) 

Status on BRIDGE IPC training (%) 

Trained Untrained 

Vaccine given and diseases prevented 92.3 94.2 90.3 

Minor adverse effects of the vaccine 71.2 74.2 68.1 

When and where to come for the next vaccination 87.9 90.5 85.5 

Carry MCP card for all the visits 70.1 70.4 69.6 

Exclusive breast feeding for 6 months 85.7 86.0 85.5 

Handwashing before feeding the child 59.8 61.9 57.7 

Others 0.0 0.0 0.0 

N 792 399 392 
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Table-2.5.3: RI practices followed by FLW while meeting and discussing with parents 

RI practices followed by FLW while meeting and 
discussing with parents 

Total (%) 
Status on BRIDGE IPC training (%) 

Trained Untrained 

Greet the parent with a smile/ Do Namaste 77.0 80.2 74.0 

Ask questions about the health of the child 83.0 83.7 82.2 

Tell about the importance of RI 70.1 72.2 67.9 

Tell about the adverse event following immunization 77.8 78.7 76.8 

Avoid interruptions such as calls or checking messages 55.7 59.1 52.4 

Brief about vaccination to be given 76.9 78.4 75.3 

Avoid technical language 41.2 44.1 38.4 

Briefs about possible adverse effects 56.0 59.1 52.7 

 Answer any queries raised by the parent 66.3 69.2 63.4 

N 793 399 393 

 

Table-2.5.4: FLWs perceptions on the change in the knowledge level of the community members whom they interacted with post the 

training  

FLWs perceptions on the change in the knowledge 

level of the community members 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Increase in knowledge and awareness on immunization 100.0 100.0 100.0 100.0 100.0 100.0 

Knowledge on Adverse Events Following immunization 99.0 100.0 100.0 100.0 99.0 99.0 

Increased demand for RI 98.0 100.0 100.0 100.0 95.0 95.0 

Increased family support for immunization 100.0 100.0 100.0 100.0 100.0 99.0 

N 399 91 78 76 74 80 

 

Table-2.5.5: FLWs perceptions on how they can increase vaccine confidence among the parents  

FLWs perceptions on how they can increase 

vaccine confidence 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

By responding to their concerns 88.0 79.0 99.0 84.0 95.0 85.0 

Citing peer examples 69.0 49.0 81.0 78.0 70.0 71.0 

Through the medium of movies/films/videos 57.0 80.0 72.0 14.0 47.0 65.0 

Community meetings 82.0 82.0 92.0 84.0 77.0 75.0 

By giving complete knowledge on importance of RI 64.0 41.0 97.0 74.0 49.0 61.0 

N 399 91 78 76 74 80 
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Table-3.1.1: DTs perception on whether model used for training is efficient in transferring appropriate knowledge to the participants  

DTs perception on 

efficiency of training model 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.2 97.9 100.0 99.4 98.0 99.1 

No 0.8 2.1 0.0 0.6 2.0 0.9 

N 645 47 144 173 49 232 

 

Table-3.1.2: Prior information shared with FLWs on the topic of the training  

Prior information shared with 

FLWs on the topic of the training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 94.0 88.0 87.0 97.0 97.0 100.0 

No 6.0 12.0 13.0 3.0 3.0 0.0 

N 399 91 78 76 74 80 

 

Table-3.1.3: Convenience and facilities for reaching the training venue for the trainees  

Convenience and facilities to reach the 

training venue  

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

DT FLW DT FLW DT FLW DT FLW DT FLW DT FLW 

Convenient to attend training at planned venue 98.4 98.0 100.0 100.0 99.3 100.0 100.0 100.0 91.8 90.5 97.8 98.8 

Provided any transport facility to reach venue 59.2 43.1 40.4 49.5 63.9 9.0 69.4 94.7 32.7 31.1 58.2 31.3 

Received both TA/DA 70.2 94.2 42.6 93.3 29.9 57.1 96.5 100.0 77.6 91.3 79.7 92.0 

N 645 172 47 45 144 7 173 72 49 23 232 25 
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Table-3.1.4: Facilities available at venue for trainees  

Facilities available at venue 

for trainees 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

DT FLW DT FLW DT FLW DT FLW DT FLW DT FLW 

Electricity 99.7 100.0 100.0 100.0 100.0 100.0 100.0 100.0 98.0 100.0 99.6 100.0 

Proper seating arrangement 99.5 100.0 97.9 100.0 100.0 100.0 100.0 100.0 98.0 100.0 99.6 100.0 

Drinking water 99.7 99.7 100.0 98.9 100.0 100.0 100.0 100.0 98.0 100.0 99.6 100.0 

Food 99.5 99.5 100.0 100.0 100.0 100.0 100.0 100.0 98.0 97.3 99.1 100.0 

Toilet facility 99.5 100.0 100.0 100.0 100.0 100.0 99.4 100.0 98.0 100.0 99.6 100.0 

Internet Facility 91.6 95.7 89.4 100.0 95.1 93.6 96.0 97.4 87.8 95.9 87.5 91.3 

Projector 99.5 99.0 100.0 100.0 100.0 96.2 99.4 100.0 98.0 100.0 99.6 98.8 

Stationery 99.1 98.5 100.0 100.0 99.3 97.4 98.3 100.0 98.0 97.3 99.6 97.5 

Cleanliness 99.5 99.2 100.0 100.0 100.0 100.0 100.0 100.0 100.0 95.9 98.7 100.0 

N 645 399 47 91 144 78 173 76 49 74 232 80 

 

Table-3.1.5: No. of messages recalled by DTs of different proficiency level  

Proficiency Level of DTs 

No. of messages recalled by DTs (out of 6) (%) 

1 2 3 4 5 6 

Developing proficiency 37.5 34.0 36.3 32.1 18.9 17.7 

Proficient 35.0 36.0 52.8 53.6 54.7 60.8 

High proficiency 27.5 30.1 11.0 14.3 26.4 21.6 

N 80 153 91 56 53 153 

 

Table-3.1.6: Key messages delivered by the trainer to DTs on immunization  

Key messages delivered by trainer to DTs on 

immunization 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Vaccine being given 54.5 66.0 79.0 50.9 60.4 38.5 

Disease prevented 58.8 44.7 83.9 63.7 41.7 45.9 

Possible side effects and its management 47.0 17.0 61.5 52.0 31.3 43.7 

Steps to be taken in case of any adverse event 75.3 63.8 72.0 82.5 54.2 78.8 

Date of next vaccination 66.6 36.2 71.3 59.1 58.3 77.1 

Keep MCP card safely and bring during the next visit 50.9 14.9 78.3 49.7 45.8 43.3 

N 640 47 143 171 48 231 
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Table-3.1.7: No of objectives recalled by DTs of different proficiency levels  

Proficiency level of DTs 
No. of objectives recalled by DTs (out of 5) (%) 

0 1 2 3 4 5 

Developing proficiency 0.0 36.4 30.3 25.5 28.0 28.7 

Proficient 100.0 34.6 57.6 37.2 43.0 55.0 

High proficiency 0.0 29.1 12.1 37.2 29.0 16.3 

N 1 55 33 94 107 300 

 

Table-3.1.8: Methods used while receiving training (as trainees)  

Methods used during training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

DT FLW DT FLW DT FLW DT FLW DT FLW DT FLW 

Presentations 87.6 78.9 93.6 86.8 97.9 100.0 65.3 73.7 83.7 56.8 97.4 75.0 

Games on -who want to save a million 88.4 62.2 76.6 33.0 91.0 83.3 94.2 73.7 59.2 60.8 90.9 65.0 

Case Study method 79.2 60.4 31.9 63.7 82.6 67.9 80.3 51.3 49.0 55.4 92.2 62.5 

Films/videos 91.6 84.5 83.0 86.8 88.2 84.6 96.5 89.5 75.5 78.4 95.3 82.5 

Role-play 88.4 73.7 70.2 67.0 86.1 61.5 88.4 98.7 79.6 70.3 95.3 72.5 

Group activity 81.9 67.7 36.2 64.8 97.2 98.7 64.7 68.4 75.5 45.9 95.7 60.0 

N 645 399 47 91 144 78 173 76 49 74 232 80 

 

Table-3.1.9: A   s ss  ns  n  h  ag n a c v      n  h    a n  s’ s ss  ns  

Coverage of all 

sessions in 

agenda 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

DT FLW DT FLW DT FLW DT FLW DT FLW DT FLW 

Yes 99.2 97.7 95.7 100.0 100.0 100.0 99.4 100.0 98.0 98.6 99.6 90.0 

N 645 399 47 91 144 78 173 76 49 74 232 80 

 

Table-3.1.10: Use of the pre-post training format by DTs in their last training  

Use of pre-post training format by 

DTs in their last training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 96.1 58.1 98.6 100.0 89.2 100.0 

No 4.0 41.9 1.4 0.0 10.8 0.0 

N 607 43 139 169 37 219 



 

166 
 

Table-3.1.11: Use of pre-post training format by DTs of different proficiency level in their last training  

Proficiency level of DTs 
Use of pre-post training format by DTs  in their last training (%) 

Yes No 

Developing proficiency 28.13 28.57 

Proficient 49.08 28.57 

High proficiency 22.79 42.86 

N 544 14 

 

Table-3.1.12: Recording of the results of pre-post training through SMS-based format by DTs in their last training  

Recording of pre-post training 

results through SMS 

States (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 84.7 48.8 84.9 84.6 62.2 95.4 

No 15.3 51.2 15.1 15.4 37.8 4.6 

N 607 43 139 169 37 219 

 

Table-3.1.13: Recording of results of pre-post training through SMS-based format by DTs of different proficiency level in their last training 

Proficiency level of DTs Recording of pre-post training results through SMS (%) 

Yes No 

Developing proficiency 27.18 34.21 

Proficient 48.96 46.05 

High proficiency 23.86 19.74 

N 482 76 

 

Table-3.1.14: FLWs filled a self-assessment form during the training  

 FLWs filled self-assessment 

form during training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 96.0 96.7 88.5 98.7 100.0 96.3 

N 399 91 78 76 74 80 

 

Table-3.1.15: FLWs   k    h    a n  ’s b hav  u   u  ng  h    a n ng an  f un   h           

FLWs   k    h    a n  ’s 

behaviour 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 93.0 96.7 100.0 98.7 81.1 87.5 

No 1.0 3.3 0.0 0.0 0.0 1.3 

To some extent 6.0 0.0 0.0 1.3 18.9 11.3 

N 399 91 78 76 74 80 
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Table-3.1.16: FLWs’   a n   was ab      c  a   a c n uc v   nv   n  n     hav  an  n   ac  v  s ss  n  u  ng  h    a n ng  

FLWs’   a n   was ab      c  a   

a conducive environment 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 92.0 95.6 100.0 98.7 82.4 82.5 

No 0.3 1.1 0.0 0.0 0.0 0.0 

To some extent 7.8 3.3 0.0 1.3 17.6 17.5 

N 399 91 78 76 74 80 

 

Table-3.1.17: FLWs were able to ask all their queries to the trainer  

FLWs were able to ask all 

their queries 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 89.5 86.8 100.0 98.7 81.1 81.3 

No 0.3 0.0 0.0 0.0 0.0 1.3 

To some extent 10.3 13.2 0.0 1.3 18.9 17.5 

N 399 91 78 76 74 80 

 

Table-3.1.18: FLWs’   a n   was ab      g v  a  qua               v   s ss  n  n IPC sk   s  

Trainer gave adequate time to 

deliver session 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.5 100.0 100.0 97.4 100.0 100.0 

No 0.5 0.0 0.0 2.6 0.0 0.0 

N 399 91 78 76 74 80 

 

Table-3.1.19: FLWs’   a n   was ab      c v   a    h  s ss  ns  n a      y  ann    

Trainer able to cover all 

sessions timely 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 86.7 87.9 100.0 98.7 74.3 72.5 

No 0.0 0.0 0.0 0.0 0.0 0.0 

To some extent 13.3 12.1 0.0 1.3 25.7 27.5 

N 399 91 78 76 74 80 
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Table-3.2.1: DTs received refresher training for BRIDGE- IPC Training Programme  

 DTs received 

refresher training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 13.18 34.04 11.81 11.56 30.61 7.33 

No 86.82 65.96 88.19 88.44 69.39 92.67 

N 645 47 144 173 49 232 

 
Table-3.3.1: DTs received supportive supervision (guidance/ help) to improve their skills as a trainer in the last training  

DTs received supportive 

supervision 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 74.3 65.1 69.8 85.8 75.7 69.9 

No 25.7 34.9 30.2 14.2 24.3 30.1 

N 607 43 139 169 37 219 

 
Table-3.3.2: DTs received post training follow up  

DTs received post-training 

follow-up 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 78.5 51.1 88.9 74.0 69.4 82.8 

No 21.6 48.9 11.1 26.0 30.6 17.2 

N 645 47 144 173 49 232 

 
Table-3.3.3: FLWs received field monitoring support in the last 6 months 

FLWs received field monitoring 

support in the last 6 months 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 77.4 96.7 100.0 89.5 62.2 36.2 

No 22.6 3.3 0.0 10.5 37.8 63.8 

N 399 91 78 76 74 80 

 

Table-3.4.1: Any challenges faced by DT while conducting the last training  

Any challenges faced by DT while 

conducting the last training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 24.6 48.8 11.5 33.7 27.0 20.6 

No 75.5 51.2 88.5 66.3 73.0 79.5 

N 607 43 139 169 37 219 
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Table-3.4.2: Challenges faced by DT in their last training  

Challenges faced by DT in their last training State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Workload (not able to prioritise) 40.3 66.7 43.8 26.3 30.0 46.7 

Lack of support 42.3 33.3 50.0 35.1 70.0 46.7 

Lack of proper communication channel to resolve issues 55.7 38.1 37.5 73.7 20.0 55.6 

Do not have the required material 36.2 47.6 43.8 26.3 30.0 42.2 

N 149 21 16 57 10 45 

 

Table-3.4.3: Who the DTs approached to discuss these challenges  

Who the DTs approached to 

discuss these challenges 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

SEPIO 13.4 23.8 12.5 14.0 10.0 8.9 

DIO 61.7 90.5 87.5 59.7 40.0 46.7 

MOIC 32.9 14.3 6.3 17.5 60.0 64.4 

Others 8.7 0.0 18.8 14.0 0.0 4.4 

N 149 21 16 57 10 45 

 

Table-3.4.4: Any challenges being faced by FLWs in promoting RI post-training  

Any challenges being faced 

by FLWs post-training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 47.0 68.0 1.0 13.0 81.0 66.0 

No 53.0 32.0 99.0 87.0 19.0 34.0 

N 399 91 78 76 74 80 

 

Table-3.4.5: Challenges being faced by FLWs in promoting RI post-training  

Challenges being faced by FLWs post-

training 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Workload (not able to prioritise) 65.0 81.0 0.0 80.0 47.0 66.0 

Distance 51.0 90.0 100.0 50.0 17.0 40.0 

Lack of hand-holding support 46.0 31.0 0.0 70.0 45.0 60.0 

Do not have the required material 59.0 63.0 0.0 30.0 50.0 70.0 

Security concern 59.0 69.0 0.0 90.0 43.0 58.0 

Being a woman, it is hard to convince people 23.0 6.0 0.0 0.0 40.0 30.0 

N 184 62 1 10 58 53 
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Table-4.1.1: FLWs received refresher training on BRIDGE IPC Skill  

FLWs received refresher 

training 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 32.0 33.0 6.0 0.0 46.0 75.0 

No 68.0 67.0 94.0 100.0 54.0 25.0 

N 399 91 78 76 74 80 

 

Table-4.1.2: DTs conducted any refresher training for FLWs 

DTs conducted any 

refresher training 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 18.5 41.9 13.0 17.2 24.3 17.4 

No 81.6 58.1 87.1 82.8 75.7 82.7 

N 607 43 139 169 37 219 

 

Table-5.1.1: The training helped the FLWs to understand who the vulnerable population is (reluctance to get girl child vaccinated, tribal 

population, poverty etc.)  

Training helped the FLWs to understand 

who the vulnerable population is 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 99.7 100.0 100.0 100.0 100.0 98.5 

No 0.3 0.0 0.0 0.0 0.0 1.5 

N 341 86 39 75 73 68 

 

Table-5.1.2: FLWs perception on if it is important to provide immunization to all children irrespective of their caste, religion and gender 

It is 
important 
to 
immunize 
all children 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Overall 

Status on BRIDGE IPC 
training 

Status on BRIDGE IPC 
training 

Status on BRIDGE IPC 
training 

Status on BRIDGE IPC 
training 

Status on BRIDGE IPC 
training 

Status on BRIDGE IPC 
training 

Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained Trained Untrained 

Strongly 
disagree 

0.3 0.0 0.5 0.0 1.1 0.0 1.4 0.0 0.0 0.0 0.0 0.0 0.0 

Disagree 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Neutral 5.7 3.0 8.4 12.1 17.6 0.0 0.0 0.0 0.0 1.4 21.8 0.0 0.0 

Agree 39.5 39.3 39.7 27.5 30.8 10.3 5.4 88.2 81.8 47.3 34.6 27.5 46.6 

Strongly 
agree 

54.6 57.6 51.4 60.4 50.5 89.7 93.2 11.8 18.2 51.4 43.6 72.5 53.4 

N 793 399 393 91 91 78 74 76 77 74 78 80 73 
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Table-5.1.3: FLWs perception on whether there has been any change in the knowledge level of the community members whom they 

interacted with post their training, w.r.t the following areas (Yes only)  

Change in the knowledge level of the community 

members 

State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Increase in knowledge and awareness on immunization 100.0 100.0 100.0 100.0 100.0 100.0 

Knowledge on Adverse Events Following immunization 99.5 100.0 100.0 100.0 99.0 99.0 

Increased demand for RI 98.0 100.0 100.0 100.0 95.0 95.0 

Increased family support for immunization 100.0 100.0 100.0 100.0 100.0 99.0 

N 399 91 78 76 74 80 

 

Table-5.1.4: Gender of the DTs  

Gender of the 

DTs 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Female 29.1 40.4 52.8 37.0 14.3 9.5 

Male 70.9 59.6 47.2 63.0 85.7 90.5 

N 645 47 144 173 49 232 

 

Table-5.2.1: FLWs know about vulnerable population for RI in their area  

FLWs know about vulnerable 

population for RI in their area 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 85.5 94.5 50.0 98.7 98.6 85.0 

No 14.5 5.5 50.0 1.3 1.4 15.0 

N 399 91 78 76 74 80 

 

Table-5.2.2: FLWs opinions on which groups fall under vulnerable population 

Which groups fall under vulnerable population 
 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Scheduled Caste/ Scheduled Tribe 73.3 80.2 18.0 94.7 71.2 75.0 

Low economic status 64.8 86.1 20.5 69.3 52.1 72.1 

Geographically isolated 46.0 40.7 43.6 60.0 34.3 51.5 

Daily wage labourer 73.6 80.2 79.5 77.3 68.5 63.2 

Seasonal migrants 46.6 9.3 76.9 45.3 60.3 63.2 

Households from minority community 39.6 45.4 2.6 60.0 30.1 41.2 

Households with girl child/ren 30.2 46.5 5.1 38.7 13.7 32.4 

N 341 86 39 75 73 68 
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Table-5.2.3: The training helped FLWs to positively influence/ motivate vulnerable households at the individual and community level  

Training helped FLWs to positively 

influence/ motivate vulnerable households 

 State (%) 

Total Assam Karnataka Odisha Rajasthan Uttar Pradesh 

Yes 90.2 96.7 100.0 100.0 78.4 75.0 

No 0.0 0.0 0.0 0.0 0.0 0.0 

To some extent 9.8 3.3 0.0 0.0 21.6 25.0 

N 399 91 78 76 74 80 

 

Table-5.2.4: FLWs perceptions on the change in the knowledge level of the community based on whether they prepared the LODOR list 

Change in knowledge of the community 
Total (%) 

Preparation of LODOR list 

Prepared LODOR list Did not prepare LODOR list 

Increase in knowledge and awareness on immunization 100.0 100.0 100.0 

Knowledge on Adverse Events Following immunization 99.5 100.0 98.9 

Increased demand for RI 98.0 98.6 97.4 

Increased family support for immunization 99.7 100.0 99.5 

N 399 209 190 

 


