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ABSTRACT

Background: According to WHO, approximately 300 million womem developing

regions experience various health issues due gnarey and child birth. To address
this concern, WHO recognizes BPCR as a crucial comapt of the ANC package
ASHA workers assume a pivotal role in providing Ilezare support to expectant

mothers within their local communities.

Objectives: To assess the feasibility and acceptability of BR{I& by ASHAs and
to evaluate effect of BPCR training of ASHAs on whedge & practice of BPCR

among recently delivered mothers.

Methods: A quasi-Experimental Pre-Post design was appliedunal region of
Belagavi Taluka. All ASHAs of selected CHC and PH@=e included in the study.
Recently delivered mothers under the catchment afeASHAs were included.
Ethical approval and written informed consent wanéained. Baseline (Pre-test) data
was collected from ASHAs and mothers through inewusing a standard tool by
JHPIEGO to evaluate baseline knowledge and praaifcBPCR. Intensive and
meticulous training was provided to ASHAs using &tiB Planner regarding
knowledge and practice of BPCR. ASHASs trained paegrvomen in their catchment
area. Endline data was collected from both ASHA® mwothers. Data was analyzed

using SPSS version 22. Descriptive and inferestatistics were employed.

Results: Pre-test mean knowledge scores of pregnancy, lamol childbirth,

postpartum danger signs were 31.55%, 27.11%, 2728@pectively which increased
significantly to 73.45%, 53.22%, 59.27% after imtartion among ASHAs. Pre-test
birth preparedness knowledge and practice wered%dand 46.12% which increased

to 87.88% and 99.18% post-test. ASHAs felt motigdtecause of their dignity and
Xi



respect in the community. The main barriers foirtperformance were irregular and
insufficient incentives and insufficient healthcdiailities. ASHAs accepted the

BPCR planner and it was feasible for them to im@etit among pregnant women.

Baseline knowledge scores of pregnancy, labor dmidibsrth, postpartum danger
signs were 5.95%, 4.78%, 4.23% respectively amdweg nhothers who were not
trained, but knowledge scores increased to 26.36P81%, 16.87% respectively
among trained mothers. Baseline birth preparedhkessviedge and practice in
mothers were 28.94%, 35.28% respectively; endlow@es among trained mothers

were 68.31% and 63.41%.

Conclusion: Study findings showed low levels of knowledge g@mdctice of BPCR
among ASHAs and mothers. Findings emphasizedigmfisance of implementing
intense training and health education interventimmsASHAs and pregnant women
to improve BPCR. Policymakers and healthcare perygidshould consider

incorporating such interventions to achieve SDGs.

Key Words: Birth Preparedness and Complication Readiness, ASRécently

Delivered Mothers, Danger Signs, Feasibility, Adedgity
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I ntroduction

INTRODUCTION

Maternal mortality poses a significant challengel@veloping countries, with
WHO approximating that 300 million women in thesgions experience both short-

term and long-term health issues as a result gfarecy and childbirth.

Maternal mortality continues to be a significanhcern worldwide. In 2015,
there were 303,000 maternal fatalities globallgdiag to a MMR of 216 deaths per
100,000 live births. Millennium Development Goals (MDG) had aimed teait a
MMR of 109/100,000 live births by 2015 but faileal dchieve the target. Now India
aims to achieve an MMR lower than 70 as part oSiistainable Development Goal

(SDG) by the year 203b.

Between 1990 and 2020, India has made significaogrpss in reducing
maternal mortality rate from 556/100,000 to 97/000, live births and neonatal

mortality rate from 52/1000 to 28/1000 live birih2020%*

India faces significant public-health challengeg do high rates of perinatal
deaths, neonatal deaths, and maternal deaths. Appately 33% of neonatal deaths
occur within 24 hours of life, while most materrddaths and health issues arise

during labor, delivery, and the immediate 24 haiter childbirth®

Unforeseen and unpredictable complications suchbastion, preeclampsia,
eclampsia, ruptured uterus, puerperal sepsis, asgh@tum hemorrhage can lead to
maternal mortality, morbidity, and perinatal deaflhhese complications can emerge

abruptly, carrying severe consequenées.
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I ntroduction

Interrelated sociocultural factors that cause delaty seeking care and
contribute to fatalities are delay in — timely itiéoation of the complications,
making the decision to seek healthcare, recogniaimg arriving to the healthcare

facility, and finally obtaining suitable and suféiat treatment ther®.
Birth Preparedness & Complication Readiness (BPCR):

WHO has included BPCR which is an important intatien in ANC package
as an essential element. This program approack teeimprove the effectiveness and
utilization of maternal and child health servicBRCR operates under the notion that
adequate birth preparation and readiness for coatmins can effectively minimize

three delayg.

The concept of BPCR includes identification of -skilled birth attendant
(SBA) for delivery, a health facility for delivemhergency/referral, arrangement of
transportation, saving funds for delivery/emergémapsportation, a birth companion

and a compatible blood donor for emergehcy.

WHO suggests the adoption of BPCR interventiongrtonote the utilization
of skilled-care during childbirth and ensure imnadi healthcare services for
pregnancy and newborn-related issues. The compeéBPCR are now integrated
into the new WHO antenatal care model for cliniseitings. Due to the limited and
weak quality of evidence from previous BPCR inteti@ns, World Health
Organization strongly advocates for additional BAG#Rrventions and research to be

conducted®
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Various strategies are employed in BPCR programsh sas house visits
conducted by volunteers, health worker training facilities, distribution of
educational materials and visual aids, communitybilimation activities, and mass

media campaigns promoting BPCR messages.

The effectiveness of interventions is constraingadédwveral factors, including
barriers within the health system such as insffichealthcare professionals, limited

resources, inadequate quality of care and higls @sstociated with health cafe.

WHO has developed BPCR as an initiative aimed &h bplanning and
handling potential emergencies throughout pregnalator, and postpartum phase.
BPCR focuses on addressing three specific delagearpowers expectant mothers,

families, and communities to take prompt and appao® actions?:

BPCR encompasses essential components such apesghancy registration
and awareness of warning signs throughout pregnaselvery, and postpartum
phase’! BPCR approach entails mobilizing the communityoiring stakeholders
like CHWSs, and promoting active engagement in wdme@mnoups to enhance its

impact*?

Since the inception of ASHA workers as an essepaal of NRHM in 2005,
there has been noticeable enhancement in the upfakealth services at grassroot
levels in India®® ASHA, an acronym for "Hope" is a woman volunteeps#n by
community and residing in same village, trainedffer healthcare service$.ASHA
is tasked with raising awareness about facilityelblasdelivery, identifying
complications during pregnancy, delivery, and pagtpn phase, mobilizing the

community to utilize existing health services mefectively’®
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REVIEW OF LITERATURE

The literature review was aimed at identifying 8tadies on ASHA workers
which impacted on birth preparedness and comptinateadiness and improvement

of maternal and child health outcomes.

Extensive research was conducted across variows stairces, including
Google, PubMed, Google Scholar, along with consglteports and documents from
international agencies, Indian government, Karragdvernment, relevant books and

various theses.

Birth Preparedness and Complication Readiness (BPOR

BPCR is an approach that encourages the timelgatitn of skilled maternal
and neonatal care, particularly during delivery.e Tanderlying concept is that
proactive preparation for childbirth and readinesshandle any complications can

help minimize delays in obtaining essential care.

BPCR is a widely utilized strategy in safe mothexdhgrograms. Common
components of BPCR involve awareness of dangeissigglecting a birth location
and healthcare provider, knowing the nearest skifieovider's location, acquiring
necessary safe birth supplies, and designating rmpaoion for the woman.
Additionally, it includes organizing transportatiofinances, and potential blood
donors. The focus is on the "demand side" whichapes to the individual, family,

community, or users of healthcare services.

Maternal and Neonatal Health (MNH) Program has deoad the scope of
BPCR to encompass the "supply side" of the equatidrich includes healthcare
provider, facility, and policymakers. By integrajirthese extra tiers, the program

acknowledges that delays in seeking care for alisteinergencies can arise from
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diverse origins, prompting the need for involvemant intervention from various

stakeholders across different societal levels.

Conceptual Frameworks:

JHIPEGO has developed conceptual frameworks talimilevels of BPCR,
pathways to through which CHWs can reduce 3 deddfestively using BPCR and
bring about favorable maternal outcomes. CHWSs apeeed to influence BPCR at
individual, family and community level by providingealth education regarding

danger signs, creating awareness regarding how veeli prepared for birth

Figure No — 1. Conceptual Framework of 3 Delay Modé

Factors affecting Phases of delay
utilisation and outcome
~ ™ ~ ™\
Socioeconomic and Delay 1:delay in
cultural factors decision to seek care
& g N S
(= ™ ~ ™
Accessibility of Delay 2:delay in
facilities i reaching care
" _/ - J
4 ) < ™\
Quality of care Delay 3:delay in
il receiving care
~ - - J

In the context of public health and maternal ctre,term "3 Delays" refers to
a conceptual framework used to understand and ssldne barriers that may prevent
pregnant women from accessing timely and apprapriatedical care during
childbirth. These delays are crucial factors ineassig and improving the quality of
Basic Emergency Obstetric and Newborn Care (BEmO&¢@jices. The three delays

are:
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1. Delay in Deciding to Seek Care: This first delafers to the time it takes for a
pregnant woman, her family, or her community toogrize the presence of a
complication during pregnancy or childbirth and idecto seek medical
assistance. Several factors can contribute to deiay, including lack of
awareness about potential risks, cultural beliefsl gractices, fear of

healthcare facilities, and financial constraints.

2. Delay in Identifying and Reaching Health Care: Feeond delay refers to the
time it takes for the pregnant woman and her fartolyreach a healthcare
facility after the decision to seek care has beeen This delay can be
influenced by geographical barriers, inadequatespartation, and poor road

infrastructure, especially in rural and remote area

3. Delay in Receiving Appropriate Care: The third getecurs when there are
challenges in receiving timely and appropriate roaldcare at the healthcare
facility. This could be due to a lack of skilledattcare providers, insufficient
medical supplies and equipment, and inadequateraéfeystems to higher-

level facilities in case of complications beyond thcility's capacity.

Addressing the 3 Delays is essential for reducingtenmal and neonatal
mortality and morbidity. To overcome these delaféective strategies may include
community education and awareness campaigns, inmgrdrvansportation facilities,
ensuring the availability of skilled birth attendsuand essential medical supplies, and
strengthening the referral system between primamg &igher-level healthcare

facilities.
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Figure No — 2. Conceptual Framework of how BPCR majncrease the Use of

R 7
Skilled Care
e
Levels of Possible pathways through which
BPICR BP/CR may reduce delays
Promotes skilled care for all births and
encourages decision-making before the
beginning of labor (and thus the onset of any
potential complications during childbirth).
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] improving problem recognition and reducing the
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4 care (providers, facilities), making the care-
seeking process more efficient.
»
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Community |’

”" Improves staffing, provider skills, and enabling

l Provider
i ‘ environment and policies, which may reduce the

delay in receiving needed adequate and
Facility = appropriate treatment within a medical facility.
| —
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ateach phase |
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4
/!
]
/ !
/1
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Figure No — 3. Conceptual Framework of Key Compones of BPCR

Preventive care seeking

Sociocultural faclors: maternal age, marital status, religion,
maternal and husband's education

1

Perceived benefit/need: level of care al facility;
information available, health knowledge,

I Before delivery I

wanted pregnancy, perceived quality care, ANC
use, previous facility delivery, birth order,
complications during pregnancy, delivery

Economic accessibility: occupation of mother and husband,
ability to pay

1

v

Phase |: deciding to seek
preventive care for

delivery

Physical accessibility: region, residence, distance,
transport

Phase II: identifying and
reaching health
facility

-

Use of skilled
delivery service al
heaith facility
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The conceptual framework devised by JHPIEGO seages valuable tool for
visualizing the different levels and pathways tlgilouwwhich ASHA can potentially

impact maternal outcomes.

The conceptual framework illustrates how BPCR cahaece the utilization of
skilled care during pregnancy, childbirth, and thastnatal period is based on the
premise that proactive and comprehensive planningpregnant women and their
families can lead to improved maternal and newhbwralth outcomes. BP/CR is a
strategy commonly used in maternal and child headtigrams to empower women
and their communities to take a more active rolernisuring safe childbirth and timely
access to skilled healthcare providers when neebeel.framework outlines the key
components and pathways through which BP/CR catuein€ée skilled care

utilization:

1. Knowledge and Awareness: At the core of the frantkvi®the acquisition of
knowledge and awareness among pregnant women eindaimilies about the
importance of skilled care during childbirth. Thgbu education and
information dissemination, women and their familieecome aware of
potential risks during pregnancy and childbirth aimel benefits of skilled care

in preventing and managing complications.

2. Birth Preparedness: BP involves making plans arahgements for a safe and
clean childbirth. This includes identifying a skl birth attendant (SBA),
selecting a health facility for delivery, and agarg transportation to reach
the facility in a timely manner. By being prepanedadvance, women are
more likely to seek skilled care when labor beginstead of delaying or

resorting to traditional birth attendants or horeéweries.
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. Complication Readiness: CR focuses on recogniziigmpss of potential
complications during pregnancy and labor, as wasll umderstanding the
appropriate actions to take when complicationsearid/omen and their
families are educated on danger signs, such assxeebleeding, prolonged
labor, or high fever, and are encouraged to sedledglcare promptly in case

of such emergencies.

Empowerment and Decision-making: Empowering womeah their families
to be actively involved in decision-making relatedmaternal care increases

the likelihood of choosing skilled care.

. Supportive Social Networks: Community engagementcrigcial for the
success of BP/CR programs. Supportive social nésyorincluding
community health workers, local leaders, and comtybased organizations,
play a significant role in disseminating informatjoproviding emotional

support, and encouraging women to access skillessvices.

Health System Strengthening: The availability, asdality, and quality of
skilled care services within the health system aisgpact skilled care
utilization. Strengthening healthcare facilitiessering the presence of skilled
birth attendants, and improving the overall qualify maternal healthcare
services are essential elements to support theemwitation of BP/CR

initiatives.

. Cultural and Socio-economic Factors: The conceptiiamework also
considers cultural beliefs, socio-economic factarg] gender norms that may

influence women's decision-making and access tledlGare.
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Figure No — 4. Understanding motivation of communy health workers in India -

A Model-based Approach?

Workload
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Less opportunity for
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Figure No — 5. ERG (Existence Relatedness Growth)i€ory of motivation®?
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The motivation of community health workers (CHWS) India is a
multifaceted and complex topic, influenced by vasidactors. CHWs are integral
members of the healthcare system in India, pa#rbuln rural and underserved areas,
where they play a crucial role in providing basiealkhcare services and health
education to the community. Understanding theirivation is essential for ensuring
their effectiveness and retention in the workfor8eme key factors influencing the

motivation of CHWSs in India include:

1. Altruism and Sense of Purpose: Many CHWSs are driwem strong sense of
altruism and a desire to serve their communitiggeyTsee their role as an
opportunity to make a meaningful impact on the theahd well-being of their
fellow community members, especially those who lackess to healthcare

facilities.

2. Recognition and Respect: CHWSs often seek recognéra respect from their
community members for the valuable work they doinBerespected as
knowledgeable health workers within their commustcan be a significant

motivating factor.

3. Training and Skill Development: Adequate trainingdaskill development
opportunities can enhance CHWSs' confidence and safisfaction. When
CHWs feel competent in their roles and are equippéti the necessary
knowledge and skills, they are more motivated tofquen their duties

effectively.

4. Incentives and Remuneration: Financial incentived ather non-monetary

benefits provided to CHWSs can be motivating factémsindia, many CHWSs
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receive incentives for their work, such as perfarogabased bonuses or

allowances, which can contribute to their motivatio

5. Supportive Supervision: Regular and supportive sigien from higher-level
healthcare professionals can boost CHWSs' morale raativation. Feeling
valued and supported in their work can enhance twmnmitment to their

roles.

6. Opportunities for Career Growth: CHWs may be mdédaby opportunities
for career advancement within the healthcare sys&me CHWSs aspire to

become health supervisors or pursue further edwurcatithe healthcare field.

7. Sense of Empowerment: Empowering CHWSs to activelyrtigpate in
decision-making processes and program planning oarease their
motivation. When they feel their opinions are valwnd have a say in how

programs are implemented, they are more likelyetonotivated and engaged.

8. Social Recognition and Social Networks: Being retpgd as an important
member of the community and having strong sociakagks can contribute to
CHWSs' motivation. Social support and encouragenfiemh their peers and

community members can further strengthen their cimemt to their roles.

It's important to recognize that the motivationsGHWs can vary based on
individual characteristics, local contexts, and #pecific healthcare programs they
are involved in. To ensure sustained motivation effieictiveness of CHWSs in India,
it is crucial for policymakers and healthcare oiigations to address these factors and

create an enabling and supportive environment WG to thrive in their roles.
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Evidence of CHWs in Birth Preparedness and Complidgon Readiness:
Global Scenario:

Developed countries have better statistics for mateand child health. MMR
and IMR are in single digits in many of the develdountries but the statics are
very poor among developing and poorly developedchti@s like Asian and African
countries. This may be attributed to poor healthie cdelivery system, poor
socioeconomic conditions, illiteracy, high popubati traditional and cultural

practices etc.

To combat all these problems and to achieve miilenrdevelopment goal
(MDG-5) which has now been replaced by sustainaeleclopment goals (SDG)

many countries in Africa and Asia have investethicadres of CHWSs.

Alternative titles for Community Health Workers (&) in various countries

are as follows:

* India - ASHA, Anganwadi worker, village health gaid
» Pakistan - Lady health worker

« Bangladesh — Shasthya Shebika

» Ethiopia - Community health agent

* Ghana - Community or village health workers.

Although the titles are different but the role @dyby them remains the same
all over the world. These CHWSs are especially mre&tvant in rural setting. In
Indonesia and Pakistan they work voluntarily, hafdiv of them get meager salaries.
In Malaysia transport cost was given to them. lsidnPASHA workers get honorarium

and incentives for the services they rerf§ér.
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A study carried out in Indonesia (1995) showed tzste based remuneration
has an impact on utilization of maternal servicbdevsalaried TBAs did not increase
the utilization of maternal services. In IndonesidWs also taught mothers about
danger signs. TBAs in rural areas improved the ssibaity to skilled providers and

enhanced the complication referrals.

In Guatemala (2002), the detection, rate and r&feof post-partum
complication increased by training TBAs. TrainingT®As had a positive effect but
on overall rates of obstetric service utilizatidnwias less convincing. At Hangu,
Pakistan the results were less convincing for detecof complications, referral

services and essential obstetric service utilizadifter the similar interventiorg.

A community based intervention study at rural Tamaa(2021) found a
significant increase in BPCR knowledge scores @s0in intervention group. The
Community Based Continuous Training (CBCT) inteti@m was feasible and

effective in increasing the BPCR knowledge in ranaas’

In Rural Sidama, Ethiopia (2020) community extensigorkers provided
focused antenatal care to the pregnant women whiak highly utilized and
appreciated by the community people but postnated and sick newborn care were

insignificant®®

In Ethiopia (2019) Women’s Development Army and [teaExtension
Workers worked together to improve the utilizatmfmmaternal and neonatal services
to improve the outcomes which resulted in decreaseternal deaths, increased
antenatal and delivery service usage and improvatl ammunization service

uptake®®
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In Rural Rwanda (2018), CHWs identify pregnant wamadvice regarding
TT vaccination, birth planning, nutritional supplemation, personal hygiene,
medical insurance, HIV testing and counseling €idWs reinforce BPCR through
social gatherings and SMS alerts. They also propdgtpartum and neonatal care

services’

Dickerson et al (2010) carried out a program euauaan Tibet. One of the
specific Pregnancy And Village Outreach Tibe(PAVOT) intervention was
encouragement of development of a birth plan. Lbealthcare workers were trained
to educate pregnant women and families and maketla fan. They found that
majority of women attendeshore than3ANC visits but half of the women gavehbir
at home. Around 92% of the women got BPCR educaB0f received new born

care education. All women received micronutrieqimementation and birth kits.

In Pakistan (2011), lady health worker created awass by addressing basic
health issues and family planning. They musteredhroonity participation by
changing the attitude of their population towardsalth and provision of primary

health care to aff

CHWs in many developing countries play crucial sdike maternal and child
health education, communicable and non-communicalidéease awareness and
services, community mobilization, referral servicéscreasing the utilization of
various services and actual provision of the ses/idds CHWSs are chosen from the
same community they are close to the people of toamtmunity and they are
rendering services right from primary health cgppraach to reaching population in

the remote and inaccessible parts of the wirld.
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Nearly 70% of the population resides in rural areBangladesh. Here the
needs of the pregnant women were addressed byothengnity-based skilled birth
attendant program through counseling the familied areparing for birth. They
motivated the individuals and families through ih&rmation about ANC, PNC,
immunization, family planning etc. CHWs were imgartwith special skills to

encourage the people to avail health servicesirin@ome communitied’2230:33:38:39

In rural areas of West-Java, CHWSs taught about dareng pregnancy and
need for skilled attendance at birth to pregnantmemw, their families and
neighborhood? In China CHWs gave health education and plannedofstetric

emergencies. CHWs also provided the pre-natalces\at the community levé.

CHW interventional studies throughout the worldwbld a significant impact
on maternal and child health outcomes, pre-natdl @ost-natal service utilization
indicators. CHWs were also trained in recognizingd aeferring of emergency

obstetric complications (EmOG)**

In few interventions CHWs were practically traintm give tetanus toxoid
injections to pregnant women. CHWs also had airolecognition and management
of anaemia during pregnancy with lron folic acidpglementations, for malaria

chemoprophylaxis, curative treatment for paragitiections:’*3"4°

In Matlab, a region of Bangladesh, iron-folic atadblets, safe delivery kit and
family planning aids and services were provideddiWs. They also managed the
child birth?>** In Nepal, Misoprostol was used by the CHWs to ngangost-partum
haemorrhage. They provided iron-folic acid tabtetpregnant women, tetanus toxoid
injections and post-partum home visits.12 Homeveeilkes were also conducted by

them46,47
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A study at Bangladesh (2017) revealed that homigsviiy a health worker
increased the BPCR practices among pregnant woorapared to non-visits. One of
the most effective methods to educate the pregmanien to improve the maternal
and neonatal outcomes was home based counselif@HbyYs in rural and hard to

reach area®
Systematic Reviews:
Birth Preparedness and Complication Readiness (BPOR

In a systematic review and meta-analysis conductédigeria by Akinwaare
et al (2023), the BPCR level was reported at 58(P%% Cl| 43.9 to 72.7%)
Similarly, a review in rural areas across develgpaountries by Maryuni (2022)
found varying BPCR practices, with savings rangifrgm 46.8% to 88%,
transportation identification from 18% to 76.3%ijllskl provider identification from
15.7% to 100%, and birthplace identification from.3% to 85.8%. Blood donor
identification, however, was notably lower, rangiingm 0.89% to 29.6%%° Boltena
(2021) study across Low and Middle-Income Countregmrted male participation in
BPCR at 42.4%, with specific factors like savinqida (54%) and identifying a

skilled birth attendant (44%) showing varying levef adherenc¥:
Maternal Education and BPCR

Ketema et al (2020) review in Ethiopia revealedt timaternal education played a
positive role in BPCR, with educated women havigzimes higher odds of BPCR
than illiterate women? Solnes Miltenburg et al (2017) review revealed thigher

education levels were associated with improved BPCR
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Community and Facility-Level Interventions

Solnes Miltenburg et al (2017) review emphasized #ffectiveness of
interventions at both community and facility levedsimproving the utilization of
healthcare systems during birth. Training of Tiad@l Birth Attendants (TBAs) and

Community Health Workers (CHWSs) yielded positiveammes:*
Impact of Interventions on Health Facility Utilization

In a systematic review by Solnes Miltenburg et @01(5), various
interventions resulted in a substantial increadadility births (from 3.2% to 46.8%),
improved BPCR knowledge, increased ANC visits aadreased neonatal deaths in

the intervention group compared to the control grou

Similarly, literature review by Chhabra (2016) Highted an increase in
health facility utilization for delivery among womewith danger sign knowledge.
Interventions including facility-based, home-basedcommunity-based approaches,

led to increased BPCR and improved maternal arid obicomes?
Indian Scenario: ASHA Workers

In India the community health workers are mainlyH¥& at grass-root level
who are mainly appointed to look after the healthmomen and children in their
respective communities and bring healthier outconfé®y are selected from the
same community so that they can connect to the aoritynpeople and gain their
trust to render the services, create health awaseaad mobilize the community

towards healthier side. They have certain rolesrasgonsibilities to play:
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They act as:

1. Link workers — Connecting communities to healthaasources
2. Social Activists — Advocating for health-relateduss and social change
3. Community Health Workers — Providing essential thealre services and

education

They are trained through ASHA module which is adguincluding the roles

and responsibilities of ASHAs prepared by Governnoémndia.

Although few rounds of formal trainings are givenASHA workers during
their service period their knowledge and servicevision is comparatively poor.
There are many barriers for ASHAs to render theliguaork efficiently in the
community like they are paid very less honoraritmore workload, other works are
assigned to them apart from maternal and childthesgrvices, lack of regular
supervision, lack of appropriate and adequate itrgirand refresher trainings at

regular intervals.
Sociodemographic Variables:
Age Group

Studies by Panda et al (2019) in Odisha and Ch&@2il) in Satara showed
that majority of ASHAs fall into middle-aged catego(30-40 and 41-50 years)
51.72% and 51% respectively. The percentage of ASkWthe age group of <30
years varied significantly across the studies. tURadesh (2020) and Satara had a
higher proportion of younger ASHAs (65% and 31%pessively) while Odisha

showed a lower proportion of younger ASHAs (2.46%4¥:%
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In Belagavi, Karnataka (2021), 56% of ASHAs werehie 31-40 years age
group. In rural Punjab (2022), 65.2% of ASHAs weaitsove 35 years of age. A
comparative study in Haryana (2022) reported thaf% of ASHAs were more than
36 years of age. In rural West Bengal (2015), teamage was 31.84 + 7.2 among 56

ASHAS 11,58,59,96
Marital Status

Gujarat (2018) and Karnataka (2015) reported smuércentages of married
ASHASs, ranging from 86% to 90%. In rural Lucknow{2), 96.4% of ASHAs were
married. However, Odisha (2019) had a slightly Iopercentage of married ASHAs
at 76.92%. The proportion of ASHAs who were eithermarried, divorced, or
widowed varied across the studies. Gujarat and &aka had a relatively similar
percentage of such ASHAs at around 10.7% and 10:@8pgectively. Odisha had the

highest percentage (23.57%) of unmarried, divoroesyidowed ASHAS?86:98.114
Type of Family

A study in Kolar (2021) showed a higher percentaASHAs in nuclear
families (75.3%), and a study in Vijayapura (202@ylicated an even higher

percentage (78.1%) of ASHAs belonging to nuclemnilias.”*"

Education Level

Studies in Haryana (2022) and Kolar (2021) showddgher proportion of
ASHAs with undergraduate education (34.3% and 2388pectively) while Satara
(2021) showed least (5%). The percentage of ASWAe completed high school
(secondary level) education varied across the esyavith Satara showing the highest

(70%) followed by Kolar (62%) and Haryana showiog/iést (51.4%). Satara had the
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highest percentage of ASHAs with primary level etion (25%), followed by

Haryana (14.3%) and Kolar (7.3%5)7*"*
Experience

Haryana (2022) had the highest proportion (88.6%@xperienced ASHAs,
indicating a well-established and stable ASHA paogrin the region. Satara (2021)
followed with 75% experienced ASHAs, while the alitarea of Tamil Nadu (2019)
had the lowest proportion (57.8%). A study by Bhemet al (2018) in Gujarat found
that 81% had >4 years of experience. The higheremage of ASHAs (42.2%) with

less than 5 years of experience were in the teibed of Tamil Nadd®’™"®
Main Variables:
Knowledge of Pregnancy Danger Signs

In a study by Azarudeen et al (2019), pregnancyeasign knowledge level
improved from 15% to 80% following the training gram. Relatively higher
knowledge scores (54%) observed in Satara (202igh @t al.'s (2018) mHealth
intervention at a tribal area also resulted ingmificant increase in knowledge levels,
from 69.1% to 75%. Substantially lower knowledgerss (7.2%) were found in

Koppal (2013)71,79,85,107

Several studies by Swain et al (2019), Rajendi@ €2016) and Kansal et al
(2011) emphasized the need for regular trainingrafr@sher courses to address gaps
in ASHAs' knowledge, particularly regarding complions during pregnancy.
Sugandha's (2019) study in Mysuru found that 49d%ASHAs had knowledge of

danger signs during pregnancy>%1?
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Knowledge of ANC Visits

While ASHAs generally show good knowledge of ANCveees as shown by
Singh et al (2022), Panda et al (2019). Studie€bhgurasiya et al (2020) and Das
(2012) suggest gaps in their implementation. Iralritaryana (2013), among 105
ASHAs, the majority had awareness about immunirathdNC, and family planning
services. In Koppal (2013), ANC knowledge levelsravenore evenly distributed,
with around 50.2% of ASHAs having good knowledgal &9.8% having average
knowledge. In a study by Azarudeen et al (2019) AN®wledge level improved
from 60% to 100% following the training program.dgaadha's (2019) study in

Mysuru found that only 51.5% of ASHAs had knowleddeANC 537479:80,82.110,106,107
Knowledge of Information provided to Pregnant Women

Sugandha's (2019) study in Mysuru reported thaturato78% of the

respondents knew about the information given by ASfor birth preparedne&s.
Knowledge of Labor and Childbirth Danger Signs

In Tamil Nadu (2019), only 15% of ASHAs had knowgedof these danger
signs before intervention, there was a remarkatviproavement, with all (100%)
ASHAs acquiring knowledge of labor and childbirtrander signs after the
intervention. An interventional study in Andhra &eah (2014) also demonstrated a
significant increase in knowledge scores of laborci&ldbirth danger signs from

24.96 + 6.37 in pre-test to 42.18 + 8.18 in post:t&'®

Research by Kurapati and Thippaiah (2022) sugghsts ASHAS possess
valuable knowledge about labor and childbirth, khere are variations in their

understanding of specific complications. For ins@rthe studies by Kochukuttan et
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al (2013) and Sundararaman et al (2012) underlieitnportance of continuous
training to improve ASHAS' competence in identifyimnd managing childbirth

complications’®107:109

Knowledge of Birth Preparedness

Research by Taksande et al (2021) and Akshaya hindlls (2017) indicates
varying levels of awareness and practice of bintbppredness among ASHAs. A
study in Mysuru (2019) reported that 67.5% of thartipipants had adequate
knowledge of birth preparedness. study in Jaipur city by Meena et al (2016)
reported a high knowledge level of 84.88%. A sthghySingh et al (2022) in Northern
India reported knowledge level of 65.9%ochukuttan et al (2013) study in Koppal
reported a higher percentage of ASHAs with goodvwkadge (71%) and a lower

percentage with poor knowledge (27.5%%)?8289.107.133

Knowledge of Postpartum Danger Signs

Studies by Kurapati and Thippaiah (2022) and Sweaial (2019) indicate that
ASHAs had lower awareness of postpartum dangessigmah et al's (2018) study in
tribal areas of Gujarat, knowledge score in boterirention and control groups was
52.4%. Kochukuttan et al (2013) study in Koppalyoh2% of ASHAs demonstrated
average knowledge, while a strikingly high percgataof 92.8% had poor

knowledge56,77,85,107

Knowledge of Postpartum Care

Sugandha (2019) study in Mysuru reported a sigaifiiy higher percentage

of postpartum care, with 86.1% demonstrating gooowkedge Meena et al (2016)

study in Jaipur City reported a much higher knogketevel of 85.469%82133
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Knowledge of Baby Care

Azarudeen et al (2019) study reported a remarkatdeease in baby care
knowledge from 55% before training to 98% afteiniry of ASHAs/® Shah et al
(2018) study reported a significant increase inybalre knowledge from 57% in
control group to 75% in intervention grofiStudies by Ray and Bidari (2020) and
Sugandha (2019) highlight that ASHAs exhibit vagyitevels of knowledge and
practice in neonatal café® Pattnayak et al (2019) revealed that 45% ASHAs had
new born baby care knowledge and 38.57% had skillsanaging LBW and preterm

babies?

Saxena et al (2017) revealed that 39.15% of ASHAsewot knowing about
delayed bath to new born, 62.5% were knowing alwuobilical cord care, 96.9%
were knowing about immediate breastfeeding (withirhour) to the new borf.

Mahyavanshi et al (2011) revealed that newborn kaosvledge was 86.294°
Knowledge of Breastfeeding

Azarudeen et al (2019) study reported a substaimi@kase in exclusive
breastfeeding knowledge from 63.9% before traitm@8.73% after training. Both
studies showed a statistically significant improesni® In Shah et al (2018) study,
there was no significant change in ASHAs' knowledfidreastfeeding, as both the

control and intervention groups had a knowledgeescb94.5%6>

In a study conducted by Kaur et al (2022) in rirahjab, it was observed that
ASHAs knowledge regarding initiating breastfeedingthin the first hour was
limited, with only 23.6% being aware of this crucjaractice’’ Pal et al (2019)

revealed that ASHAs had poor knowledge in breagifegpracticed® Shashank et al
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(2015) revealed that 73.5% of ASHAs had exclusiveastfeeding knowledge and
69.7% had knowledge about duration of breastfeetifh§axena and Kumari (2014)
found that 98% ASHAs had exclusive breastfeedingwitadge!® Swetha et al

(2021) in Belagavi revealed that 88% of ASHAs wenere about colostrufi?
Practice of ANC Service Provision

Karol et al (2014) study in Rajasthan found thatHAS' practice of ANC
service was 67.33%2 Shukla and Bhatnagar (2012) study in Uttarakhauahd that
ASHAs provided ANC services at a rate of 69.79uori et al (2015) revealed that
around 73.85% and 70.4% of ASHAs gave ANC coungetind family planning
services respectivefff. Bhattacharya et al (2015) revealed that ASHAslifatéd
90% of ANC registration, 76.69% ANC check-up, 6 B88&A prophylaxis, 80.23%
laboratory tests, 70% JSY benefiiswaskel et al (2014) found that majority of

ASHAs were knowing about ANC servicEs.
Practice of Birth Preparedness Services

A systematic review conducted by Maryuni (2022)ulesed on BPCR practice
in rural areas of developing countries. The oveBHCR practice ranged from
32.78% to 61.8%, suggesting a wide variation ineaglhce to BPCR guidelines
across different settings and counti®s§ingh et al (2022) study in Northern India

found a higher practice score of 65.8%.

Kari and Angolkar (2021) study found a practicersanf 49.1%-' Padda et al

(2013) revealed that 92.6% of urban women delivémeldospital:®®> Mony and Raju

(2012) in Karnataka found that ASHAs play an impaottrole in improving maternal
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and child health by ANC services, institutionalideties and immunization services

through home visits, creating awareness, mobilifirgcommunity*®
Impact of ASHA Interventions

Studies by Nadella et al (2021) and Modi et al @0&veal positive outcomes
associated with ASHA interventions, including iresed ANC utilization, improved
quality of services, and reduced infant de&tHé’ Shah et al (2018) mHealth
intervention at a tribal area also resulted ingmi§icant increase in knowledge levels,
from 69.1% to 75%°A study from rural Bihar by Burger et al (2022) ealed that
ASHAs play an effective role in influencing the po& behaviours of mothers

compared to other health influencéfs.

A pre-test and post-test at Pune by Khan et alqR@&und that pre-test birth
preparedness knowledge was poor in 20% mothersageen 66.7% and good in
13.3%. In post-test 95% of them had good knowledgd only 5% had poor
knowledge. Birth preparedness increased the birtepgredness knowledge
significantly/® An interventional study at Haryana (2011) showest tknowledge
scores increased after trainiftffBajpai and Dholakia (2011) found that ASHAs did
not understand completely their roles and respditiEb as they did not undergo

stipulated training®’
Strengths of ASHAs

A qualitative study by Blanchard et al (2021) atatdJttar Pradesh revealed
that home visits by ASHAs helped them to build pesirelationships with women,

provide information regarding various maternal gmy, schemes and practical
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support in accessing maternity care. ASHAs encatggoor, unprivileged, lower

caste group to deliver in public health faciliti®s.

Debbarma et al (2021) study revealed that positietors influencing ASHAs
were job satisfaction, dignity in society, familypport, work hour flexibility eté®
Thomas Thattil at al (2019) in Karnataka found thelf-satisfaction, team work and
social support motivated ASHAGuha et al (2018) revealed that positive factors
which influenced ASHAs performances were supermisiappraisal, family and

community support et/
Challenges Faced by ASHAs

Studies by Mendhe et al (2022) and Manjunath €@22) identified common
challenges faced by ASHAs, such as insufficient, gagcessive workload, lack of
proper supervision, and limited access to technyolbgf In rural West Bengal (2015),
among 56 ASHAs, 73.21% were inadequately trainetl3329% were not satisfied
with their job®® A study in rural Maharashtra (2020) revealed tASHAs were
biased with incentive-based performance due ta tbaier economic condition and

job satisfaction was low in 58.5% of ASHAS.

A study conducted by Kawade et al (2021) at rural xibal PHCs of Pune,
noted that ASHAs faced challenges in balancingr twerkload, indicating potential
stress and burnofit.In Himachal Pradesh (2022), around 40% had urisetisy
training, 43.3% had stress, 20.7% had harassmehbspital staff and two-thirds of
ASHAs failed to reach target because of excessw&lnad. Majority of the ASHAS

were not satisfied with their monthly incorffe.
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Rajbangshi et al (2021) found that ASHAs faced leingles in working
conflict hit areas due to difficult transportatiand service breakdown. They felt risk
regarding physical safety and security during dotsflDehury et al (2017) in tribal
pocket of Odisha found that ASHAs face challengeANC and delivery stage due to
inadequate training and capacity buildfigshashank and Angadi (2015) found that

ASHASs were unaware about new roles and resportiisill

Lipekho et al (2015) at rural Manipur revealed t#e8HA selection was
politically influenced. Link PHCs were ill-equipp&chich was major issue for service
provision and trust gain for ASHAs in communifyJoshi and George (2012)
revealed that ASHAs were biased with incentive-tgserformance because of their
lower economic conditioi:* Ghosh et al (2021) in Kharagpur revealed that ASHA
workers possess limited expertise in managing higlhpregnancy cases, indicating a

potential requirement for enhanced traintfy.

Association of sociodemographic factors with BPCR Kowledge and Practice
among ASHAs

A community-based study by Joseena (2020) in Kdmlad that educational
status had a noteworthy correlation with knowledgeres?® A study at Gujarat by
Bhanderi et al (2018) found that there was an &stSoc between ASHAS
performance and last training receiVéd\ study by Kochukuttan et al (2013) in rural
Karnataka revealed that knowledge was significa@itgociated with recent and

repeated training of ASHAS!

A systematic review by Solnes Miltenburg et al (Z0Xevealed that an
intervention at both community level and facilitgvel improved the utilization of

health care system at birth. Higher education levat positively associated with
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improved BPCR levels and better res@ftén interventional study at Andhra Pradesh
by Renuka et al in (2014) revealed that ASHAs wiigher education and more age

had higher pre-test scot®.
Effect of training on Mothers’ Knowledge and Practice of BPCR

A systematic review conducted to evaluate statuBRER among pregnant
women in Ethiopia by Berhe et al (2018) revealeat tB2% of the women were
adequately ready for childbirth. Around 26.33% ofpectant mothers were

knowledgeable about warning signs during pregnaficy.

A systematic review by Solnes Miltenburg et al Do assess the effect of
BPCR interventions revealed that in majority of gtedies following intervention, a
rise in BPCR knowledge was se€hln a quasi-experimental study at Uttar Pradesh
by Baqui et al (2008) intervention district demeattd enhanced coverage in all

essential newborn care indicatdfs.

A cluster-RCT in Uttar Pradesh by Kumar et al (20E¥ealed improvements
in birth preparedness, umbilical cord care, anddtfeeding in intervention arh> A
study by lzudi et al (2019) showed health educatégarding BPCR notably led to a
significant increase in SBA utilization, but it ditbt show the same effect on early

postnatal care (EPNC) utilizatidr!

Cross-sectional studies conducted in Indore CityAbgrwal et al (2010), in
Udupi taluk by Gurung et al (2017), in rural RwariaKalisa et al (2018) revealed

that 20-50% of expectant mothers were adequataljyréor delivery?’ 120128

A study in South Wollo, Northwest Ethiopia by Bite al (2016) found that

only 24.1% expectant mothers were adequately réadyelivery. Pregnant women'’s
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knowledge of pregnancy, delivery, and postnatalgdarsigns were 23.2%, 22.6%,

and 9.6%, respectively?

A cluster-RCT in Shivgarh, Uttar Pradesh by Kumaalg2012) revealed that
in intervention arm birth preparedness and ANCtvigncreased significantly and
neonatal mortality reduced to 54%. Recognition ahger signs, early initiation of
breastfeeding, ski to skin care and institutionaliveries increased significantly in
intervention arm. Half (50%) of the women opted éare of danger signs within 1

hour!®®

A study in rural Lucknow (2010) found that educatew younger pregnant
women were more likely to utilize ASHA servicégher education was associated
with higher levels of BPCRY Singh et al(2012) revealed about higher ANC
registration:**BPCR was significantly high (50.9%). Although, krledge of danger
sign (18.6%), ¥ ANC registration (24.1%) and transport service8.§%) were

low 122

Darmstadt et al (2010) conducted a cluster RCT amgBadesh to promote
BPCR which showed 91% ANC coverage, 69% PNC horssviKnowledge and

practice of BPCR danger signs improved in interigenarm**

Mobile application model was used in an intervemtsdudy at Indonesia by
Santoso et al (2017) to train couples on BPCR. Selimg and android app together
increased the knowledge score of husbands from%6Qat 72.9% (p<0.0000) as

compared to counseling alone (only 2% increasebild@pp also reduced 3 deldys.
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JUSTIFICATION OF THE STUDY

Across the globe, maternal and neonatal mortality remains a pressing and
substantial issue in the field of public health, especially in resource-constrained
settings. Improving BPCR among ASHA workers and expectant mothers has the
potential to reduce maternal and infant deaths, making it a crucial area of

investigation.

Role of ASHA Workers: Contribution of ASHA workers is crucia in
delivering hedlthcare services, including antenatal care and support to pregnant
women in rural and underserved areas. As they are not adequately trained and well-

equipped to carry out their functions, there are many lacunae in health outcomes.

Health care delivery system is not functioning appropriately which is a
hindrance for their efficient service provision. Lack of regular monitoring and
supervision by higher authorities also has a negative impact on functioning of
ASHAs. Assessing and enhancing their knowledge and practice of BPCR can lead to
better support and care for pregnant women, ultimately contributing to improved

maternal and child health outcomes. 8% 64 %°

Addressing Gaps in Knowledge: While the importance of BPCR is
acknowledged, there might be gaps in understanding its implementation and
effectiveness in specific communities. This study helps address these gaps and
provides valuable insights into the impact of intense training and health education on

BPCR practices among ASHASs and pregnant women.
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Strengthening  Community-Based Healthcare: ASHA workers are at the
forefront of community-based healthcare delivery. Strengthening their knowledge and
capacity in BPCR can enhance the overall quality of maternal and child healthcare

services at the grassroots level.

Literature review revealed that studies on BPCR in India are limited and
quality of evidence is very low from the previous BPCR interventions. ASHAs have
poor knowledge and practices towards BPCR. Hence, WHO has emphatically

endorsed the implementation of BPCR interventions and further research.

There is a scarcity of interventional studies that evaluate the effectiveness of
BPCR packages implemented through ASHAs. Moreover, there are limited
comprehensive studies in India that assess the knowledge and performance of ASHA

workers concerning BPCR.

Overal, conducting this study is justified due to its potential to contribute
significantly to improving maternal and child health, empowering healthcare workers
and pregnant women, and guiding evidence-based policy and practice to address a
critical public heath issue. Governments and health organizations can use this
evidence to design and implement targeted interventions to improve BPCR and

reduce maternal and infant mortality rates.
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RESEARCH QUESTION

What is the feasibility and acceptability of implementing Birth Preparedness
& Complication Readiness plan through Accredited Social Health Activists

(ASHAS)?
OBJECTIVES
Primary Objective

To assess the feasibility and acceptability of Birth Preparedness &

Complication Readiness plan by Accredited Social Health Activists (ASHAS)

through following methods:

1. Acceptability of BPCR plan through evaluation of knowledge and

practice of BPCR among ASHAS

2. Feasihility assessment through training of ASHAs on BPCR plan and its

implementation on pregnant women in their catchment area

Secondary Objective

To study the effect of training ASHAS by evaluating knowledge and practice

of BPCR plan among recently delivered mothers
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MATERIALS AND METHODS

This section presents the methods that were usetieinpresent study. It
includes study design, study setting, study pomnatstudy implementation, data

collection procedure etc., in detail.

Study Design:

A Quasi-Experimental Pre-Post Study Design wasemginted.

A gquasi-experiment is an empirical interventiontaldy used to estimate the
causal impact of an intervention on target poparativithout random assignment.
Quasi-experimental studies are often used whenoraizétion is not feasible or
ethical, such as when studying the effects of vwsetions in real-world settings,
assessing the impact of policies or programs ehis $tudy is considered quasi-
experimental as the study participants were noecsedl by employing random

assignment.

Study setting:

Study was carried out in rural region of Belagaistritt. Belagavi is the
biggest district of Karnataka. Belagavi also knoas Belgaum or Venugrama
meaning “Bamboo Village” is located along the Weastéhats in the northern part of
Karnataka. Maharashtra and Goa are the 2 bordessth Belagavi. As per census
2011 data, Belagavi caters a population of arouBdwillion with an area of 31,415
km? Rural Belagavi caters a population of 35, 68, 46@ arban population is
12,11,195. Average literacy rate of Belagavi is483%, male literacy rate being
82.20% while female literacy rate of 64.58%. Urlsax ratio is 979 while rural sex

ratio is 970 females per 1000 males. There areritdapy health centres (PHC) and
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68 subcentres in Belagavi district. The languagestiy spoken in this region are

Kannada, Hindi and Marathi, Kannada language bifiagfficial language.

Source of Data:

Rural region of Belagavi Taluka comprises eleveh) @rimary Health Care
Centres (PHCs) and a single Community Health Caetr€ (CHC). Each health
centre was considered as one cluster. Two PHCs sedeeted among 11 PHCs by
simple random sampling method (Lottery Method) amtjle CHC was included in

the study.

Figure No — 6. Belagavi Taluka Map showing Healthristitutions
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Name of the No. of Sub- No. of ASHAs Population
cluster centres
Hirebagewadi 6 34 39,018
Sulebhavi 5 32 37,775
Bhendigeri 6 34 35,680

Hirebagewadi is a CHC with 39,018 population whishsituated 20.3 km
from Belagavi. Sulebhavi is a PHC with 37,775 papioh and is situated 23.1 km
from Belagavi. Bhendigeri is another PHC with 3% ®pulation which is situated

28.8 km from Belagavi.

Study Duration:

The present study was carried out from August 7201July - 2023

Study Population:

Study Population for Primary Objective: ASHAS

1. ASHA Workers: Present study incorporated all ASHAs from three 9@ected

clusters within the rural region of Belagavi Talukio met the specified inclusion

criteria.
Inclusion Criteria:

» ASHAs working in three (3) selected clusters wauded.
Exclusion Criteria:

» ASHAs who did not give informed consent were exelild

» ASHAs having less than 6 months of experience wgotuded.
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Study Population for Secondary Objective: Mothers

2. Recently delivered mothers (within a year)Two (2) different groups of recently

delivered mothers (within a year) were includedBaseline Cross Sectional Survey
and Endline Cross Sectional Survey to assess tteetebf ASHA training on

implementing the BPCR plan.

Inclusion Criteria:

» Recently delivered mothers (within a year) werduded.

» Baseline Survey: Mothers who delivered from Janu2®¢9 to December
2019

» Endline Survey: Mothers who delivered from Janu091 to December 2021

» Only mothers who registered under respective ASHé&s$ng pregnancy and
delivered were included.

» Mothers who delivered in both private and publispitals were included.

Exclusion Criteria:

» The pregnancies undergoing MTP were excluded.

» Mothers who did not give informed consent were eded.

Sample Size:

Sample size for Primary Objective: ASHAs

ASHAs - Complete list from the three study clustgis= 100 were included.

» Hirebagewadi — 34
» Sulebhavi — 32
* Bhendigeri - 34
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Sample size for secondary objective: Mothers

Recently delivered mothers (within a year) Two (2) different groups of recently
delivered mothers (within a year) were includedBéseline Cross Sectional survey
was conducted among 400 mothers (n=400) before BiP&ling of ASHAs and an
Endline Cross Sectional survey was conducted amdfiy mothers (n=400) after
BPCR training of ASHASs to assess the effect of enpéntation of BPCR plan.

Previous literaturg® *#?revealed that almost 50% mothers adhere to BPCR

plan, sample size was achieved using the folloangpula:

n=Zxpxgq
2
d

Where, n= number of subjects required,

z = 1.96, Standard normal variate value (95% C.1.)
p =50 %

g = (100-p) = 50%

d=5 % (as error)

Hence Mothers’ sample size = (1.98)50 x 50 =400
25

Hence Mothers’ sample size for each group wa=400

1. Without Training group of Mothers: Before training of ASHAs n=400

2. With Training group of Mothers: After training of ASHAs n=400
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Sampling Technique (ASHAS): Complete Enumeration

Sampling Technique (Mothers): Four (4) recently delivered mothers (within aryea

were selected using a Simple Random Sampling appr@lattery method) from the

registered list of mothers under each ASHA.

Data _collection Tool: Data collection was done by using a standard,dpsegned,

pre-tested and semi-structured questionnaire Jolins Hopkins Program for
International Education in Gynaecology and Obstetrcs (JHPIEGO) which was
customized to our study population. Questionnaad two parts. First part was the
sociodemographic profile and the second part ctawi®f questions to assess

knowledge and practice regarding BPCR.

Feasibility & Acceptability Tool: The tool was adapted from System Usability Scale

(SUS). (https://lwww.usability.gov/how-to-and-tooisthods/system-usability-scale.

html)

Pilot Study: A Pilot study was conducted on 10% of sample sfz&SHAs (n=10) in
a PHC which was not a part of our study clustetesd the feasibility and to validate

the Data Collection Tool.

Ethical clearance:

O Ethical Committee on Human Subjects for Ph.D. Re$edroject, KLE
Academy of Higher Education and Research (KAHERgJaBavi granted

Ethical Clearance for conducting the study.

O Permission was obtained from the Project DirecRE€Il), Department of

Health and Family Welfare, Govt. of Karnataka tdext data from ASHAs.
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Informed Consent: Informed consent form was prepared in vernaculaguages for

the clear understanding of the participants. Theas a brief explanation about the
study, data collection procedure, risks and bendiitinformed consent form. Study
participants were explained in brief about the gtadid the confidentiality. After
expressing their willingness to take part in thedgt individual eligible participants

provided written consent.

Confidentiality: ~ Stringent measures were implemented to safeguard th

confidentiality and privacy of study participantg tefraining from disclosing their

names, identities, and workplace information.

Study Implementation

» Base line Data Collection (Pre-Test)

» Data on knowledge and practice of BPCR was collected from ASHAsS
Phase | and recently delivered mothers by using a tool developed by JHPIEGO

* Training of ASHAs
* ASHAs were trained for 3 times in a span of one year: at 3 months, 6
Phase Il months and 1 year using BPCR Planner

* Training of Pregnant Women by Trained ASHAs
» ASHAs trained pregnant women by using BPCR Planner

Phase Il

» Endline Data collection (Post-Test)

» Data on knowledge and practice of BPCR was collected from ASHAs
Phase [V (after 1 month of last training session) and recently delivered mothers

(within a year)
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Baseline (Pre-test) Data Collection from ASHAS:A baseline survey (Pre-test) was

conducted on ASHAs. Before the study commencedicgzants received a detailed
explanation of the research objectives. Subseqguentitten informed consent was
obtained individually. Each participant was intewed to know knowledge and

practices regarding BPCR.

Baseline Data Collection from Without-Training group of Recently Delivered

Mothers (within a year): Baseline Data was collected fraiithout training group

of Recently Delivered Mothers (within a year). Befothe study commenced,
participants received a detailed explanation ofrdsearch objectives. Subsequently,
written informed consent was obtained individualach participant was interviewed

to know knowledge and practices regarding BPCR.

Study Implementation on ASHASs: Training of ASHAs onBPCR

BPCR planner:

BPCR planner (a pictorial pamphlet on birth plan) that promotes key maternal
and neonatal practices and birth preparedness wesaned and provided to all
ASHASs during the training period to distribute &itn eligible pregnant women in her
area. Three rounds of meticulous training were iglexy to ASHAs usingBPCR

Planner at 3 months, 6 months and 1 year interval on BPCR.

It was an Educational Intervention. BPCR pamphlas$ wsed for lecture using
chalk & talk method to train ASHAs. The durationtodining was approximately 1

hour each time.
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All ASHAs were educated regarding the unpredictaidmplications arising
during the whole course of pregnancy, intra-parfdoring labor & delivery) period
and post-partum (42 days after delivery) periody ho identify them and how to be
prepared to face them. They were also educateddpape a birth plan for each

pregnant woman in consultation with her family mensb

After 3 months of training, knowledge retention veagcked by oral questions
and refresher training was provided. Again aftendhths, retention was checked and
refresher training was provided. Finally, aftereay retention for BPCR knowledge
was checked through thorough questioning and fieimésher training was provided
using lecture through chalk and talk method tdtedl participants.

One month after the final educational interventiatl, participants were
interviewed and post-test data was collected ugiagsame questionnaire which was

used for pre-test data collection.

Key Strategy of BPCR intervention was to train ASH/As to:

1. Register eligible pregnant women in her catchmess as soon as possible in
first (1¥) trimester,

2. Meet 4 times each woman at her antenatal periogpemudde necessary health
care,

3. Provide health education and counseling regardiRGB and recognition of
maternal and newborn danger signs during antepatad, intranatal period
and postnatal period to pregnant women and hefdyfamémbers,

4. Provide health education regarding consumptionutritious food, proper rest
and personal hygiene,

5. Provide health education regarding New Born caaetmes,
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Prepare a Birth Plan discussing with pregnant woraad her family

members,

. Visit each woman 2 - 3 times after delivery to assthe health of the mother

and newborn and look for any danger signs.
Provide information regarding use of modern Fanilgnning Methods to

space or limit births.

BPCR plan implemented through ASHAs included:

1. Early identification of the danger signs and segkiare from the health
facility,

2. Finding the closest skilled-birth attendant or Hezdre facility for
childbirth,

3. Selecting an appropriate health facility for emergyeor referral purposes,

4. ldentifying a birth companion,

5. Organizing transportation for delivery and/or ob#teemergencies,

6. Setting aside funds for childbirth and/or obstegmigergencies,

7. Determining suitable blood donor in the event okarergency.

Promoting behaviours provided by ASHAs in antenatal ANC) period included:

1.

Receiving a minimum of four ANC visits conducted dyualified healthcare

provider,

2. Obtaining 2 doses of tetanus tox@¢idl') immunizations,
3. Consuming Iron Folic Acid (IFA) tablets for 4 tandonths,

4. Consumption of nutritious food more frequently madl quantities and proper

rest,

5. Nutritional counseling to pregnant women,

6. For high-risk pregnancies every month ANC visit endP’radhan Mantri

Surakshit Matritva Abhiyan (PMSMA).
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New born care practices of mothers which were encoaged via educational

intervention by ASHAs included:

1. Immediately drying and wrapping the newborn afieiery,

2. Practicing immediate (within 1 hour) and exclusibeeast feeding for 6

months,

3. Feeding colostrum (first breast milk of the mother)the newborn within 1

hour,

4. Postponing the initial bath of the newborn for eadt 6 hours to safeguard

against hypothermia,

5. How to take care of umbilical cord (cord care),

6. Having the newborn examined by a qualified healéagmovider.

Training ASHAs about complications during Pregnancy Labor & Childbirth

and Postpartum period;

Condition Key Danger Signs Other Danger Signs
1. Severe vaginal bleeding 1. Convulsions
2. Swollen hands/face 2. Severe weakness
Pregnancy 3. Blurred vision 3. Severe abdominal pain
4. High BP 4. Water breaks without labor|
5. Accelerated/reduced foetal
movements
6. Difficulty in breathing
7. Loss of consciousness
Labor & 1. Severe vaginal bleeding
Childbirth 2. Prolonged labor>12 1. Severe headache
hours 2. ngh fever
3. Convulsions 3. Loss of consciousness
4. High BP
5. Retained placenta >30

minutes
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1. Loss of consciousness-
1. Severe vaginal bleeding Blurred vision
Postoart 2. High fever _ 2. Severe weakness
s 3. Malodorous  vaginal 3. pifficulty in breathing
' d|§charge 4. Convulsions
4. High BP 5. Severe headache
Each of these Key Danger Signs and Other DangensSigere
assigned a score of 1. Equal weightage was giveeatt option
Knowledge &

Practice Scores

Answered option carried — ‘1’ score and unanswengibn carried -
‘0’ score. All other questions from the questiomaawnere assigned i

a similar manner (Yes-1, No-0).

>

Levels of
Knowledge &
Practice Scores

Levels of knowledge and practice were calculateddiging all score
and converting them into percentages for eachqgyaatit. Mean anc
Standard Deviation (SD) were calculated, then thieye categorize
as follows:

Low Level: ScoreBelow Mean-SD

Moderate Level Score€qual to Mean+SD

High Level: ScoresAbove Mean+SD

[*)

L

Implementation of BPCR plan among Pregnant Women byASHAsS

Training of Pregnant Women on BPCR by Trained ASHAS

BPCR planner was used by ASHA to educate pregnantam and her family

members regarding pregnancy complications and ¢pgre a Birth Plan for each

pregnant woman who has registered under her inchmhment area. All ASHAs

counseled and gave health education and knowledlgareignant woman and her

family members regarding danger signs of pregnarleppor and childbirth,

postpartum and new born danger signs, importan@dN& check-ups, TT injections,

consumption of IFA tablets and calcium tablets.
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Pregnant women were also trained regarding new bara, importance of
keeping the baby warm by wrapping the baby in cldathes and delaying the bath at
least for 6 hours after birth, immediate (withirhdur after delivery) breastfeeding,
umbilical cord care, exclusive breastfeeding, imipation of the new born,
postpartum care of the mothers for 42 days, consompf nutritious food, personal

hygiene, and family planning methods.

They prepared a birth plan using BPCR planner imsattation with pregnant
woman and her family members by:
» Recognizing a nearby health facility for birth aardergency
» Recognizing a referral hospital for emergency cacagibns
» ldentifying 3 blood donors by checking compatibledal group and Rh factor
from relatives
» ldentifying 3 birth companions in consultation witlatives and neighbours

» ldentifying 3 local transportations for emergenaoyg aelivery

They also identified sources of emergency funde I&elf-Help Groups
(SHGs), Mahila Mandals, micro financing agenciesieties, etc. and saving money
regularly for emergencies, delivery and transpmntat The key aspect of birth
planning involves collecting and writing contactaloiie) numbers in the birth planner

to ensure timely communication with relevant indisals during emergencies.

Pregnant woman and her family members identifieel $ervice providers,
collected and noted their contact numbers on BP@Rner with help of ASHAs for

emergency contact.
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Endline (Post-test) Data Collection from ASHAS:

After one month of final training session of ASHA®st-test interview was
conducted by using the same semi-structured queestice which was used to collect

baseline (pre-test) data.

Endline (post-test) data was collected to asses&ribwledge and practice of
BPCR, feasibility and acceptability of implementi8PCR plan and associated
factors. Standard Feasibility and Acceptabilityltadnich was adapted from System
Usability Scale (SUS) was used to collect datandigg feasibility and acceptability

of BPCR plan.

Endline Data Collection from With-training group of Recently Delivered

Mothers (within a year):

An endline survey was conducted &Nith-training group of recently
delivered mothers (within a year) who were regefeunder respective ASHAS,
underwent BPCR training by ASHAs and delivered toudg the effect of
implementation of BPCR plan through ASHASs using #aene questionnaire which

was used for baseline data collection.
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Data Analysis:

Data entered into Excel, processed to ensure apcuwaad then analyzed
utilizing the statistical software SPSS version 2@propriate tables and figures were

used to present the results.

Data analysis involved the application of descviptand inferential statistics.
Descriptive statistics encompassed mean, standanatibn, percentage. Inferential
statistics included Dependent t-test, Independetestf Chi-Square xf) test,
McNemar test, Multiple Logistic Regression moddls. assess the association, the
researchers utilized the odds ratio and p-valud).gix was deemed statistically

significant.

1. Pre-test and Post-test knowledge and practice scofe ASHAs were
compared using a Dependent t-test

2. McNemar test was used to know the levels of knogdednd practice scores
of ASHAs.

3. Chi-Square §2) test was employed to determine the associatemveen
knowledge leveland sociodemographic profile.

4. Knowledge and practice scores of Without training &Vith training group of
mothers were compared using an Independent t-test

5. Relationship between socio-demographic factors #rd knowledge and
practice of ASHAs concerning BPCR was examined gisan Logistic

Regression Model.

Page 48



Materials and Methods

Operational Definitions:

In this study, the terms used have been operaljodefined to ensure precise

comprehension.

Age: The age was recorded as the nearest completed years

Religion: It refers to a structured set of beliefs, rituals, asgulations followed to

worship one or more deities, such as Hinduismyisknd Christianity.

Education: Schooling status of the participants as per sglbrt of participants.
llliterate: Refers to an individual who lacks tHaldy to read and write.

Literate: Describes an individual who possesseasltiléy to read and write.

Primary Education: Individual having completed eatian up to 7th grade.
Secondary Education: Individual having completedoation up to 10th grade.
Undergraduate: A person who has completed up teupireersity /diploma /below
degree class.

Graduate: The person who possesses a graduasmy iield

Postgraduate: A person who possesses a mastereedagny field

Type of Family: The Family was categorized into Nuclear and Jearhily.

Nuclear Family: It comprises a married couple and children, whe @nsidered

dependent on their parents and share the samekitch

Joint Family: It comprises several married couples and theidoénl residing in the

same household and sharing a common kitchen.

BPL families: Families having Below Poverty Line cards with lowome
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APL families: Families having Above Poverty Line cards with nrade to high

income.

Monthly Income of Family: Cash earning by all means of occupation by all the

family members is termed as family monthly incompressed in Indian rupees.

Occupation: Daily work carried out by participants and familyembers for
economic gain and maintenance of livelihood.

(Ref: National Classification of Occupations — wwwas.gov.in)

Skilled Worker: A skilled worker is someone who has specializedniing,
knowledge, and abilities in their work. This catggmcludes occupations that require
specific skills acquired through training or expekde, such as carpenters,

electricians, mechanics, and technicians.

Service Worker: A service worker is employed in sectors that pre\sdrvices rather
than goods. This includes a wide range of occupatguch as teachers, healthcare

workers, administrative staff, clerks, and othafessionals and semi-professionals.

Self Employed: A self-employed person operates their own busioedsade and is

not employed by an employer.

Agricultural Worker:  An individual engaged in activities related tonfiang and
agriculture, which can include cultivating cropgnding to livestock, and other

associated tasks.

Home Maker: A person who is primarily responsible for the mgement and upkeep
of the household and does not engage in paid emmgol or business activities

outside the home.
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Birth Preparedness and Complication Readiness (BPORIt is an approach that
encourages the timely utilization of skilled matdrand neonatal care, particularly
during childbirth. The underlying theory is that pseparing for childbirth and being
prepared for any potential complications, delaysiéoessing necessary care can be

minimized.

Key Danger Signs: The danger signs were extracted from ASHAs training
curriculum. They were chosen as crucial indicathrs to their common occurrence,

ease of recognition, and association with potdptsdvere complications.

Antenatal Care (ANC) Visits: Frequency of visits by mothers during pregnancy to
Antenatal clinics expressed in time of visits. Thigal visit should take place before
16 weeks of pregnancy, followed b &isit before 28 weeks, thé*3/isit before 32

weeks, and B visit after 36 weeks of pregnancy.

Preterm Delivery: Refers to the birth of a baby before completingvdseks of

gestation, following the period of viability (>28e&ks).

Normal Delivery: Delivery with minimal assistance was classified ashormal

delivery.

Caesarean Section DeliveryDelivery performed through a surgical procedure and

recorded as C/S or LSCS was categorized as a eaessgction delivery.

IFA Tablet Consumption: This indicates the quantity of IFA (Iron and Fokhcid)

tablets taken while pregnant.

Birth Weight: Recorded within 1 hour of birth. The undressed r@whs to be
placed on a clean cloth on weighing scale and vegigitcording to standard method

for weight measurement. Data was collected fromhdist.
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Low Birth Weight: Baby's weight being <2500 grams at birth, accaydanWHO.

Commencement of BreastfeedingStarting breastfeeding to the newborn within an

hour after birth.

Exclusive BreastfeedingFeeding the child only with breast milk till 6 ntbs of age

Primary Health Centre (PHC): It serves as fundamental and operational unit of
public health services, offering easily accessibiordable, and readily available

primary healthcare to the population.

Community Health Centre (CHC): It is a government-run consumer-directed
healthcare organization that delivers top-notcHordable, and all-encompassing
primary and preventive medical, mental, and demtalthcare services. It operates as

the initial point of referral for the community.

Kangaroo Mother Care (KMC): It is an intervention to care for premature or LBW

babies which promotes skin to skin contact.

Acceptability: Assessing level of acceptance of an interventiomramthe target
population and evaluating how well the new inteti@nor its components align with

needs of target population and the organizatiooafext.

Feasibility: It is the operational efficacy of certain procedyréogistic support,
manpower and material resources. It is the prditiaaf a proposed plan or project to
analyze viability and success of a project, idgnpbtential issues and problems

which arise during implementation of the projects.
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Research Overview

~

* Intensive Literature Search
*» Topic Selection
 Study Design: Quasi-Experimental Pre-Post Design

 Selection of Study Area: Rural Belagavi Taluka - 3 Study
Clusters (1-CHC and 2-PHCs)

» Selection of Study Population:
» 1. Complete list of ASHAs who fulfilled the inclusion criteria
» 2. Recently delivered mothers (within a year) /

« Ethical clearance from IEC and permission from state \E

Development of
Study Protocol

government (RCH) to collect data from ASHAs
» Baseline (Pre-test) data collection from ASHAs and mothe
using a standard data collection tool developed by JHPIEGO
» Educational Intervention (Training) of ASHAs using BPCR
Planner
Study * Training of Pregnant Women by trained ASHAs using BPC
Implementation Planner
» Refresher Training of ASHAs at 3 months, 6 months and 1
year
» Endline (Post-test) data collection from ASHAs and moy
using the same JHPIEGO tool

AJ

n

~

» Data Organization by Data Entry and Cleaning
» Data Analysis:
1. Descriptive: Mean, SD, SE

PEIEREN AR « 2. Inferential: Dependent & Independent t-test, Chi Square,
Analysis McNemar test, Logistic regression

» 3. Data Presentation: Tables, Graphs
* 4. Level of Significance: p<0.05 at 95% CI

/
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Figure No — 7. Birth Planner — A pictorial pamphlet

JIaquIny] 19BIU0.)

PueN S, VHSY

J_quIny 19BIU0)

PUEN S, MMV

S10108 YSTY

BUIAP2QO

ununge auLin

qH

dd

WM

age [euoneIsan

JSIA JO 21B(]

YONV | ONV | ©ONV | TONV SUSIA DNV
dnoin
TIAA | 8VSqQH | TLI/ILL | TAIH/IATH | Poold

rou Qi
Jouop poorg
aureN
“ou g
vomedwod g
‘aueN
Tou qN
spung
aueN
“ON 9N
uoneptodsuea ],
aueN
Cou Qi [AREIEX]
AduaBiawy JsaaeaN
aueN
ouqp | aapraoad 3d1aads
AIB) J[EIY 1SAIBIN
aueN
£ "0u B0 7 "0u R0 [ "0u 128IU0)

uefd ssaupaaedaig pag

d V d D A101S1H 2112150

2'ou 10ejuod s pueqgsny

1aquiny joRIu0)

-aas -dIN'1

o8y g0°d

EETNEIRE

ueld
ssauipedy uonedjduio)
pue ssaupaaedaag yag

Page 54



Materials and Methods

‘umop Aqeq a1 ysnd 10 afessew [euiiopqe Aue op 1ou o

‘[endsoy 01 ysny
“J|asmoA we)

10J20p INOA Aq Paulexa J[asInoA 123 ‘syony o uuopad
0] SINOY OM] UBL) 12TUO| SIYB] J1 10 ‘SO JO Iaquinu

3N} Ul ASBAIOAP ONBWRIP B 22110U NOA J] "SINOY 7 UBY] SS3]
aq ppnoys SIy 1 ‘SY2uy 0] Op 01 Aqeq INoA 10J saye) jt Fuo|
MOV JUNO.) "SSANISIP Ul ST Aqeq 211 Jetl ed1pul ABu Sy,
ISJUDUIIAONI [E)20] PI)EII[2IIE/PIONpPay

“AJe1eIpatuiul a1ed I|Bay J0j §228 SUASIOM UOHIPUOD Ay j]

“smoqqid azow

yim dn gpasmoA doud “daays Suump si ssaussajyieaiq
Jydienssiapnoys pue yaeq mok daay
‘PaAle[nuaA-[[am wool moA daay

"BUIYISE 10 19A3]
Y31y ‘erwaue 212428 jo udis e aq Aew n Funpeaiq pides
10 yieaiq jo ssauoys saouauadxe uewom Jueudard ayp Jj
:Sunpeaaq ur Hmaygq

"apIsqns 10U S0P 12A2) J1 [eadsoy 2y 01 ysny

SpMI3 JO RO} BT,
‘peayalo} oA uo ojd durep (003 B 28|

‘uonojul
ue s1BIIPUI It J,00] dA0qe sasu anjeiadwal Apoq j|
113A9) YSIY

“1apiaoid areayijeay oA joeiuod sisistad ured ay §j
‘uted aAaijal

0] uawopqe 2y} uo Seq Iajem joy e o ped Suneay e ade[g
“xe[a1 pue dn 133) moA nd ‘umop ug

‘ured [eurnuopqe 10§ asned a1 aq ABw
afeyuowsay wnpedajue ‘aFerueosiu ‘Aoueudaid ordojog
:uted [euIWOPQE 212435

"2]1q 2n3U01 PIOAE O] [INOW Iy Ul [[eq §I0[d uea[d & daay|
‘sAemuaie ay) 1B3[)

“peay 1oy 1apun moj[id e yum

apIs J2[ 12y U0 UMOP 2] UBWOM JUf} B A[21BIpatuu]
‘s1adjay pue Aquow ‘podsuen :djay 105 1)

‘ersdureoa

pue enuadA[SodAy ‘axons ‘Asdajida jo Axoisiysnoraard
‘1otmy urelq ‘Anfur peay jo ases uy uaas AL SANZIAS
EOTE |

‘saare djay nun pear) moA o) syoed jeay 1o proa Ajddy
‘1521 )B] pUB UMOp 1]
“Aj21erpauu 20uB[NqLIE ) [[B)

‘eisdwejoa-ard
pue eisduwe)da *(4g) amssaid poojq Y3y ayesrpur ued siy |
UOISIA PALIN[Q PUE IYIBPEIY AIIAIG

‘uoissiupe annbai Aew no g
‘Jendsoy ays 03 ysny

‘pisdweoa-a1d pue eisdure)os “(Jg) 2anssaid
poojq Y1y JO IS Ul UIAS SI AIBJ PUB SPUBY JO FUl[[aMS
1201) puk spuey jo SurjPmMs

“poojq ajeuop 01 pasedard aq pjnoys puatiy 10 Ajiwue|
‘[eued YuIq Ay apisul yofd Aue aoejd jou o(]

“lendsoy ay) 01 ysni1 0s 10100p INoA

Aq pauruexa aq pinoys noA uay Fuipasajq Aue si a1ay §|

‘Suipaajq asned os[e Aeu suonaayuy “euadejd

ai jo uondniqe 1o eiaaid eiuaoed ‘aferueasiu o) anp aq
ued Fuipaajq AoueuFaid ur 1aje] “aferuedsiw fo AsueuFaid
o1dojaa ue ajeaipul Aew Spaa[q IAISIWLI IS1.] "Pal|q
uonejue|dun ue aeaipur ued Sumods “Aourudaid ur Apeg
:3urpaayq remse A

LU0 2q 0] STIBYM

suonedrdwo))

ue|q ssaurpeay uonedrjduro))

Page 55



Results

RESULTS OF ASHA DATA ANALYSIS

Table No - 1: Socio-Demographic profile of respondgs (ASHAs) (n=100)

Demographic profile No. of % of
respondents | respondents
Age groups
< 30 years 9 9.00
30-39 years 64 64.00
>=40years 27 27.00
Marital status
Married 86 86.00
Divorced/separated 14 14.00
Religions
Hindu 98 98.00
Muslims 2 2.00
Levels of education
Primary 18 18.00
Secondary 69 69.00
Undergraduate 13 13.00
Levels of education of husband
llliterate 13 13.00
Primary 23 23.00
Secondary 44 44.00
Undergraduate 16 16.00
Graduate 4 4.00
Occupations of husband (National Classification o©ccupation)
Service Worker 34 34.00
Skilled Worker 13 13.00
Agricultural Worker 12 12.00
Self Employed 20 20.00
Elementary-Unskilled Labourer 21 21.00
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Socioeconomic Status: B.G. Prasad classificatioBq19)

| - Upper class (Rs.7008 & above) 0 0.00
Il - Upper middle class (Rs.3504-7007) 8 8.00
[l - Middle class (Rs.2102-3503) 23 23.00
IV - Lower middle class (Rs.1051-2101) 40 40.00
V - Lower class (Rs.1050 & below) 29 29.00
Family belongs to
APL 24 24.00
BPL 76 76.00
Types of family
Nuclear 53 53.00
Joint 47 47.00
Total No. of Family Members
<=5 59 59.00
>5 41 41.00
Experience
6-12 months 9 9.00
13-24months 7 7.00
25-36 months 6 6.00
>=37months 78 78.00
Training received
<=4times 45 45.00
>4 times 55 55.00
Received any training in last 3 months
No 61 61.00
Yes 39 39.00
Total 100 100.00

Table No -1: More than half (64%) of the ASHA workers were lire tage group of
30-39 years. Around 27% were in the age group efOyears and only 9% were in
the age group of < 30 years. Most (86%) of themewmarried and rest (14%) of

them were either separated or divorced. Most (98#4hem were Hindus and only
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2% were Muslims. Majority (69%) of them had secaydavel of education whereas
18% of them had primary level of education and ofhBf had undergraduate
education. Around half of the ASHA workers’ husbsnthd secondary level of
education, 23% primary level, 16% undergraduatel/ed3% illiterates and only 4%
were graduates. Around 34% of the ASHA workers’haungls were service workers,
20% self-employed, 21% elementary-unskilled labmyré3% skilled workers and
12% agricultural workers. Forty percent (40%) of tharticipants belonged to lower
middle class, 29% lower class and 23% middle classund 76% of the families had
BPL ration card and rest (24%) had APL ration cakdound (53%) of ASHAs

belonged to nuclear families and 47% belonged tat jamilies. Around 59% of

families had <=5 members at home and 41% had >5bmemnMost (78%) of the

ASHAs had >=37months of experience, 9% had 6-12thspi7% had 13-24 months,
and 6% had 25-36 months of experience. Fifty fieeent (55%) of ASHAS received
>4 times training and 45% of them received <=4timfgs®und 61% ASHAs did not

receive any training in last 3 months whereas 38#%eived some training in last 3

months.
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Table No - 2: Distribution of ASHAs according to Levels of Knowledge and
Practice Scores of BPCR (n=100)

Variable Low Moderate High
n (%) n (%) n (%)
| Pre-test 14 (14) 73 (73) 13 (13)
Knowledge of Pregnancy Danger Signs
Post-test 0 (0) 4 (4) 96 (96)
Pre-test 5 (5) 94 (94) 1(1)
Knowledge of ANC
Post-test 0 (0) 0 (0) 100 (100
Knowledge of Info given to Pregnant| Pre-test 11 (11) 82 (82) 7(7)
women Post-test 0 (0) 0 (0) 100 (100
Knowledge of Labour & Childbirth | Pre-test | 19 (19)] 67 (67) 14 (14)
Danger Signs Post-test 0 (0) 9(9 91 (91)
_ Pre-test 16 (16) 69 (69) 15 (15)
Knowledge of Birth Preparedness
Post-test 0 (0) 0 (0) 100 (100
Knowledge of Postpartum Danger | Pre-test 11 (11) 75 (75) 14 (14)
Signs Post-test 0 (0) 6 (6) 94 (94)
Knowledge of postpartum care for | Pre-test 14 (14)| 78(78) 8 (8)
mothers Post-test 0 (0) 0 (0) 100 (100
_ Pre-test 0 (0) 75 (75) 25 (25)
Knowledge of Baby care after birth
Post-test 0 (0) 0 (0) 100 (100
_ Pre-test 24 (24) 64 (64) 12 (12)
Knowledge of Breastfeeding
Post-test 0 (0) 18 (18) 82 (82)
_ . Pre-test 12 (12) 88 (88) 0 (0)
Practice of ANC Services
Post-test 0 (0) 6 (6) 94 (94)
_ _ | Pre-test 10 (10) 66 (66) 24 (24)
Practice of Birth Preparedness Serviges
Post-test 0 (0) 0 (0) 100 (100

Table No — 2:Levels of Knowledge and Practice Scores of BPCRraymrASHAS:

Knowledge towards Pregnancy danger signs, Labor cmidbirth danger signs,

Postpartum danger signs and Birth preparednessniétiple options. Each of these

options was assigned a score of 1. Equal weightege given to each option.

Answered option carried — ‘1’ score and unanswemgtibn carried - ‘0O’ score. All

other questions from the questionnaire were asdigna similar manner (Yes-1, No-

0).
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Levels of knowledge and practice were calculateddiging all scores and converting
them into percentages for each participant. Meah@tandard Deviation (SD) were
calculated, then they were categorized as follows:

Low Level: ScoreBelow Mean-SD
Moderate Level Scores€qual to Mean+SD

High Level: ScoresAbove Mean+SD

Before training (Pre-test) ASHAs had low and motieknowledge and practice of
Pregnancy danger signs, Labor and childbirth dasggrs, Postpartum danger signs
and Birth preparedness but after training (Pog)-td®e knowledge and practice

increased significantly to high levels.

Table No — 3: Summary of Pre-test and Post-test kmdedge scores of Pregnancy
Danger Signs (n=100)

Knowledge of Time | Mean SD 95% ClI for mean
point

Lower Upper

Pregnancy key| Pretest 28.33 22.41 23.89 32.78
danger signs

Posttest|  92.33 14.87 89.38 95.28

Pregnancy other Pretest 23.45 11.42 21.19 25.72
danger signs

Posttest|  66.38 16.06 63.19 69.56

Total danger | Pretest 31.55 15.8( 28.41 34.68
signs

Posttest|  73.45 12.64 70.9% 75.96

Table No — 3:Pre-test mean score of pregnancy key danger siga28.33% with a

SD of 22.41 whereas Post-test mean score was 943B& Pre-test mean score of
pregnancy other danger signs was 23.45% whereadgsbsnean score increased to
66.38%. Total pregnancy danger sign pre-test kmiyde mean score was

31.55+15.80 which increased after intervention3at3+12.64 (post-test).
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Table No - 4: Comparison of Pre-test and Post-teghowledge scores of

Pregnancy Danger Signs (n=100)

Knowledge of | Time Mean SD Mean| SD t-value p-
Pregnancy key  point Diff. Diff. value

danger signs
Pretest 28.33 22.41

Posttest 92.33 14.87 64.00 27.50 23.276%0.001

Pregnancy Pretest 32.25 15.71

other danger
signs Posttest 66.38 16.06 34.13 22.46 15.191&0.001

Total danger | Pretest 31.55 15.80

signs
Posttest 73.45 12.64 4191 20.43 20.517%0.001

Table No - 4: Dependent t-test was used to compare the pregndaeger sign
knowledge scores of pre-test and post-test whiokwel a significant increase in the

knowledge score of post-test with a p-value of 8@.a8t 95% CI.

Figure No - 8: Comparison of Pre-test and Post-tesinowledge scores of

Pregnancy Danger Signs

120.00
100.00 ‘{’9233
80.00 l [73.45
] 66.38 1
T
§ 60.00 \
40.00 1 L (
2.25
( 28.33 31.55
20.00 ‘ \ \
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Key danger signs Others danger signs Total
3 Pretest O Posttest
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Table No - 5: Levels of knowledge scores of PregnanDanger Signs (n=100)

Levels of knowledge Pretest Posttest Mc Nemar|test
No % No %

Key danger signs

Low level (<=50%) 86 86.00 1 1.00

High level (>50%) 14 14.00 99 99.00 P<0.001
Other danger signs

Low level (<=50%) 93 93.00 25 25.00

High level (>50%) 7 7.00 75 75.00 P<0.001
Total danger signs

Low level (<=50%) 87 87.00 4 4.00

High level (>50%) 13 13.00 96 96.00 P<0.001

Total 100 100.00 100 100.0D

Table No - 5:Pregnancy danger signs knowledge scores were diuide Low level

(<=50%) and High level (>50%) for both pre-test &sptest. Mc Nemar test showed

a significant increase in high level (>50%) knovgedscore of post-test with a p-

value of <0.001 at 95% ClI.
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Table No - 6: Association between levels of Pre-tdghowledge of Pregnancy

danger signs with demographic profile of respondeistby Chi-Square §°) Test

(n=100)
Demographic Levels of pretest knowledge towards total danger X’ p-value
profile signs
Low % High % Total
level level
Age groups
< 30 years 9 10.34 0 0.00 9
30-39 years 56 64.37 8 61.54 64| 2.0860 | 0.3520
>=40years 22 25.29 5 38.46 27
Marital status
Married 74 85.06 12 92.31 86 0.4940 0.4820
Divorced/separated 13 14.94 1 7.69 14
Religions
Hindu 85 97.70 13 100.00 98 0.3050 0.5810
Muslims 2 2.30 0 0.00 2
Levels of education
Primary 17 19.54 1 7.69 18
Secondary 60 68.97 9 69.23 69| 2.0490 | 0.3590
Undergraduate 10 11.49 3 3.00 13
Family belongs to
BPL 65 74.71 11 84.62 76 0.6080 0.4360
APL 22 25.29 2 15.38 24
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Types of family
Nuclear 47 54.02 6 46.15 53 0.2810 0.5960
Joint 40 45.98 7 53.85 47
Total No. of Family
Members
<=5 52 59.77 7 53.85 59 0.1640 0.6850
>5 35 40.23 6 46.15 41
Experience
6-12 months 8 9.20 1 7.69 9
13-24months 7 8.05 0 0.00 7 | 2.3630 | 0.5010
25—-36 months 6 6.90 0 0.00 6
>=37months 66 75.86 12 92.31 78
Training received
<=4times 40 45.98 5 38.46 45 0.2580 0.6110
>4 times 47 54.02 8 61.54 55
Received any
training in last 3
months
No 53 60.92 8 61.54 61
Yes 34 39.08 5 38.46 39 | 0.0020 | 0.9660
Total 87 100.00 13 100.00 100

Table No - 6: Chi-Square X?) test showed No significant association betwegslée

of pre-test pregnancy danger sign knowledge anddeaphic profile of respondents.
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Table No - 7: Association between levels of Poststeknowledge of Pregnancy

Danger Signs with demographic profile of respondemstby Chi-Square §?) Test

(n=100)
Levels of posttest knowledge towards total
Demog_raphic danger signs X2 - value
profile low | % | High | % | Total
level level
Age groups
< 30 years 0 0.00 9 9.38 9
30-39 years 2 50.00 62 64.58 64| 1.3190 0.5170
>=40years 2 50.00 25 26.04 27
Marital status
Married 3 75.00 83 86.46 86 0.4190 0.518
Divorced/separated 1 25.00 13 13.54 14
Religions
Hindu 3 75.00 95 98.96 98 11.24600.0010*
Muslims 1 25.00 1 1.04 2
Levels of education
Primary 2 50.00 16 16.67 18
Secondary 1 25.00 68 70.88 69| 4.0010 0.1350
Undergraduate 1 25.00 12 12.00 13
Family belongs to
BPL 2 50.00 74 77.08 76 1.5440 0.214
APL 2 50.00 22 22.92 24
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Types of family
Nuclear 50.00 51 53.13 53 0.0150 0.9020
Joint 50.00 45 46.88 47
Total No. of Family
Members
<=5 50.00 57 59.38 59 0.140p0 0.7090
>5 50.00 39 40.63 41
Experience
6-12 months 25.00 8 8.33 9
13-24months 0.00 7 7.29 7 | 1.7320 | 0.6300
25—-36 months 0.00 6 6.25 6
>=37months 75.00 75 78.138 78
Training received
<=4times 75.00 42 43.75 45 1.5150 0.2180
>4 times 25.00 54 56.25 55
Received any
training in last 3
months
No 100.00 57 59.38 61
Yes 0.00 39 40.63 39 | 2.6640 | 0.1030
Total 100.00 96 100.0¢( 100
*p<0.05

Table No - 7:Chi-Square X?) test showed no significant association betweealse

of post-test pregnancy danger sign knowledge amibdeaphic profile of respondents

except in religion. Hindu respondents had high llefepost-test score compared to

Muslim respondents. That might be because there ay 2 Muslim respondents.
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Table No - 8: Summary of Pre-test and Post-test kmdedge scores of ANC

(n=100)
Knowledge of| Time point Meanh SD 95% CI for mean
Lower | Upper
ANC Pre-test | 71.25 7.04 69.85 72.65
Post-test | 99.00 3.80 98.25 | 99.75

Table No - 8: The mean pre-test score of ANC was 71.25+7.04 jpmst-test

knowledge scores (%) of ANC was 99+3.80.

Table No - 9: Comparison of Pre-test and Post-te&howledge scores of ANC

(n=100)
Knowledge of| Time poinf Mean S Mean Diff. SD Diff. t-value | p-value
ANC Pretest 71.2% 7.04
Posttest | 99.00 3.8D 27.75 8.30 33.450%0.001

Table no - 9:Comparison of Pre-test and Post-test knowledgeesd®o) of ANC by

Dependent t-test showed that there was a signtfd#fierence between pre- test and

post-test knowledge scores of ANC with a p-valug@D01 at 95% CI.
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Figure No - 9: Comparison of Pre-test and Post-testnowledge scores of ANC
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Table No - 10: Levels of knowledge scores of ANC£f00)

Pretest Posttest Mc Nemar
Test

Levels of knowledge of No % No %
ANC

Low level (<=50%) 5 5.00 0 0.00

. P<0.001
High level (>50%) 95 95.00 100 100.00

Total 100 100.00 100 100.00

Table No - 10: Level of knowledge scores of ANC were divided intov level
(<=50%) and high level (>50%) for both pre-test &sptest. There was a significant
increase in the high level (>50%) knowledge scdrepast-test with a p-value of

<0.001 at 95% CI according to Mc Nemar Test.
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Table no - 11: Association between levels of Presteknowledge of ANC with
demographic profile of respondents by Chi-Squarey?) Test (n=100)

Levels of pretest knowledge of ANC
Demographic profile Low % High % Total X p-value
level level
Age groups
< 30 years 0 0.00 9 9.47 9
30-39 years 5 100.00 59 62.11 64| 0.8160 | 0.6650
>=4Qyears 0 0.00 27 28.42 27
Marital status
Married 3 60.00 83 87.37 86 0.8570 0.3550
Divorced/separated 2 40.00 12 12.63 14
Religions
Hindu 5 100.00 93 97.89 98 0.1070  0.7430
Muslims 0 0.00 2 2.11 2
Levels of education
Primary 0 0.00 18 18.95 18
Secondary 5 100.00 64 67.3) 69| 1.2380 | 0.5380
Undergraduate 0 0.00 13 13.68 13
Family belongs to
BPL 3 60.00 73 76.84 76 1.6620 0.1970
APL 2 40.00 22 23.16 24
Types of family
Nuclear 4 80.00 49 51.58 53 4.66700.0310*
Joint 1 20.00 46 48.42 47
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S

Total No. of Family
Members
<=5 80.00 55 57.89 59 3.6570 0.0560
>5 20.00 40 42.11 41
Experience
6-12 months 40.00 7 7.37 9
13-24months 20.00 6 6.32 7 | 3.6820 | 0.2980
25-36 months 20.00 5 5.24 6
>=37months 20.00 77 81.05 78
Training received
<=4times 100.00 40 42.11 45 0.0530 0.81
>4 times 0.00 55 57.89 55
Received any training
in last 3 months
No 80.00 57 60.00 61
Yes 20.00 38 40.00 39 | 0.7990 | 0.3710
Total 100.00 95 100.00 100
*p<0.05

Table No - 11:Chi-Square %?) test showed a significant association betweeal$ev

of pre-test knowledge of ANC and type of family.dRendents living in joint family

had high pre-test knowledge scores compared tetfromn nuclear family with a p-

value of 0.0310 at 95% CI.
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Table No - 12: Distribution of ASHAs according to Pe-test and Post-test
Knowledge of Information given to Pregnant Women (r100)

Pre-test (n=100) Post-test (n=100)
ASHA s Knowledge of information Yes NoO Yes NoO
given to Pregnant Women
n (%) n (%) n (%) n (%)
All the pregnant women are at risk of
developing pregnancy related 7(7) 93(93) | 100 (100 0 (0)
complications
Maternal complications are
) 6 (6) 94 (94) 86 (86) 14 (14
unpredictable but are treatable
Importance and components of ANC
o 100 (100) 0 (0) 100 (100 0 (0)
visits
Signs and symptoms of complications
during pregnancy, childbirth and 11 (11) 89 (89) 79 (79) 21 (21
postpartum period
Birth preparedness plan 11 (11 89 (89) 100 (100) (0)0
Family planning (contraceptive
P 9 ptive) 8 (8) 92 (92) 99 (99) 1(1)
methods
Nutrition & hygiene education 69 (69) 31 (31) 91)9 | 9(9)

Table no - 13: Summary of Pre-test and Post-test knvledge scores of

information given to pregnant women (n=100)

Knowledge of Time Mean SD 95% CI for mean
point
Lower Upper
Information given | Pre-test 48.73 9.09 46.92 50.53
to pregnant women
Post-testf 97.82 4.68 96.89 98.7b
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Table No - 13:The mean pre-test score of information given ggpant women was
48.73+9.09 and post-test knowledge score of inftionagiven to pregnant women

was 97.82+4.68.

Table No - 14: Comparison of Pre-test and Post-teghowledge scores of

information given to pregnant women (n=100)

Knowledge of Time | Mean SD Mean| SD t-value p-value
point Diff. Diff.

Info given to Pretest| 48.73 9.09

pregnant women

<0.001
Posttest 97.82 4.68 49.09 10.66 46.0725

Table No - 14: Comparison of pre-test and post-test knowledgaesc@%) of
information given to pregnant women by Dependeaist-showed that there was a
significant difference between pre-test and postit@owledge scores of information

given to pregnant women with a p-value of <0.0025# CI.

Figure No - 10: Comparison of Pre-test and Post-te&knowledge scores (%) of

information given to pregnant women

110.00
100.007
90.00
80.00
70.00

60.00 |

48.73

Meant/-Sl

50.00
40.00
30.00
20.00 |
10.00

0.00 -
Pretest Posttest

Page 72




Results

Table No - 15: Levels of knowledge scores of inforation given to pregnant

women (n=100)

Levels of knowledge of Pre-test Post-test Mc Nemar
information given to Test
pregnant women No % No %
Low level (<=50%) 67 67.00 0 0.00
_ P<0.001
High level (>50%) 33 33.00 100 100.90
Total 100 100.00 100 100.00

Table No - 15:Mc Nemar test showed a significant increase irhiga level (>50%)
knowledge score of information given to pregnanimea in post-test (from 33 to
100%) with a p-value of <0.001 at 95% CI.

Table No - 16: Summary of Pre-test and Post-test kiwledge scores of Labor &
Childbirth Danger Signs (n=100)

Knowledge of Time Mean SD 95% CI for mean

point
Lower Upper

Labor & Pretest 34.25 19.35 30.41 38.09
Childbirth Key

danger signs

Posttest 68.75 17.9¢ 65.2( 72.30

Labor & Pretest 21.40 14.57 18.51 24.29
Childbirth other

danger signs

Posttest 40.80 14.47 37.93 43.6[7

Total danger Pretest 27.11 12.86 24.56 29.6

signs

O)

Posttest 53.22 10.39 51.14 55.28
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Table No - 16:The mean pre-test score of labor & childbirth kisynger signs was
34.25+19.35 and post-test knowledge was 68.75+171B8 mean pre-test score of
labor & childbirth other danger signs was 21.405%%4and post-test knowledge score
was 40.80+£14.47. Mean pre-test score for total dasmns of labor & childbirth was
27.11+12.86 and mean post-test score was 53.221@Q3lch increased after

intervention.

Table No - 17: Comparison of Pre-test and Post-tekhowledge scores of Labor

& Childbirth Danger Signs (n=100)

Knowledge of Time | Mean SD Mean| SD t-value p-value
point Diff. Diff.

Labor & Childbirth| Pretest 34.25 19.35
Key danger signs

Posttestt  68.75 17.90 3450 27.47 12.5575<0.001

Labor &Childbirth | Pretest 21.40 14.57
other danger signs

Posttestt  40.80 14.47 19.40 19.17 10.1224<0.001

Total danger signs Pretest 27.11 12.86

Posttesty  53.22 10.39 26.11 16.13 16.1835<0.001

Table No - 17: Comparison of pre-test and post-test knowledgeescof labor &
childbirth key danger signs by Dependent t-teswwatbthat there was a significant
difference between pre-test and post-test knowleggees of labor & childbirth key

danger signs, other danger signs and total danges svith a p-value of <0.001 at

95% CI.
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Figure No - 11: Comparison of Pre-test and Post-teknowledge scores of Labor

& Childbirth Danger Signs
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Table No - 18: Levels of knowledge scores towardsabor & Childbirth Danger

Signs (n=100)

Levels of knowledge Pretest Posttest Mc Nemar|test
No % No %
Labor & Childbirth Key
danger signs
Low level (<=50%) 94 94.00 33 33.00 P<0.001
High level (>50%) 6 6.00 67 67.00
Labor & Childbirth
other danger signs
Low level (<=50%) 95 95.00 74 74.00 P<0.001
High level (>50%) 5 5.00 26 26.0(
Total Labor &
Childbirth danger signs
Low level (<=50%) 46 46.00 35 35.00 P<0.001
High level (>50%) 54 54.00 65 65.00
Total 100 100.00 100 100.0p0
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Table No — 18:Level of knowledge scores of labor & childbirth den signs were

divided into low level (<=50%) and high level (>5D%6r both pre-test & post-test.

Mc Nemar test showed significant increase in tlg hevel (>50%) knowledge score

of post-test with a p-value of <0.001 at 95% CI.

Table No — 19: Association between levels of Prest&knowledge of Labor & Childbirth

Danger Signs with demographic profile of respondeistby Chi-Square §?) Test
(n=100)

Levels of pretest knowledge towards Labor &

Childbirth total danger signs

Demographic profile X p-value
Low % High % Total
level level
Age groups
< 30 years 4 8.70 5 9.26 9
30-39 years 29 63.04 35 64.8(L 64, 0.0710 | 0.9650
>=40years 13 28.26 14 25.93 27
Marital status
Married 37 80.43 49 90.74 86 0.0650 0.7990
Divorced/separated 9 19.57 5 9.26 14
Religions
Hindu 45 97.83 53 98.15 98 0.0130 0.9090
Muslims 1 2.17 1 1.85 2
Levels of education
Primary 10 21.74 8 14.81] 18
Secondary 31 67.39 38 70.3 69| 5.8770 | 0.0530
Undergraduate 5 10.87 8 14.81 13
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Family belongs to
BPL 32 69.57 44 81.48 76 2.0400 0.1580
APL 14 30.43 10 18.52 24
Types of family
Nuclear 24 52.17 29 53.7C 53 1.1090 0.2920
Joint 22 47.83 25 46.30 47
Total No. of Family
Members
<=5 26 56.52 33 61.11 59 0.1230 0.72p0
>5 20 43.48 21 38.89 41
Experience
6—12 months 6 13.04 3 5.56 9
13-24months 4 8.70 3 5.56 7 | 4.8050 | 0.1870
25-36 months 3 6.52 3 5.56 6
>=37months 33 71.74 45 83.33 78
Any training received
<=4times 24 52.17 21 38.89 45 0.4700 0.4930
>4 times 22 47.83 33 61.11 55
Received any training
in last 3 months
No 27 58.70 34 62.96 61 0.637170 0.4250
Yes 19 41.30 20 37.04 39
Total 46 100.00 54 100.0 100
*p<0.05
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Table No - 19:Chi-Square X?) test showed no significant association betweeelse

of pre-test knowledge of Labor & Childbirth dangeyns and demographic profile of

respondents.

Table No - 20: Multiple logistic regression analysi of high level of Pre-test

knowledge of Labor & Childbirth Danger Signs by denographic profile (n=100)

Demographic profile

Adjusted OR

95% CI for odds ratio

p-value
Lower Upper
Age groups
< 30 years Ref.
30-39 years 0.70 0.09 5.20 0.7240
>=40years 0.93 0.09 9.40 0.9540
Religions
Hindu Ref.
Muslims 2.36 0.07 86.09 0.6390
Levels of education
Primary Ref.
Secondary 0.05 0.00 0.58 0.0160*
Undergraduate 0.24 0.04 1.53 0.1300
Family belongs to
APL Ref.
BPL 6.30 1.20 33.24 0.0300*
Types of family
Nuclear Ref.
Joint 0.67 0.13 3.33 0.6230
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Total No. of Family

Members
<=h Ref.
>5 1.60 0.35 7.45 0.5470
Experience
6-12 months Ref.
13-24months 14.65 0.47 458.95 0.1270
25—-36 months 0.11 0.00 2.79 0.1800
>=37months 1.96 0.23 16.65 0.5370
Training received
<=4times Ref.
>4 times 0.42 0.12 1.40 0.1560
Received any training in
last 3 months
No Ref.
Yes 1.27 0.44 3.67 0.6600

Table No - 20: Multiple logistic regression analysis showed thegpondents with

secondary level of education and belonging to B&thilies had high level knowledge

of Labor & Childbirth danger signs and it is statiglly significant with p-value of

0.0160 & 0.0300 at 95% CI.
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Table No - 21: Summary of Pre-test and Post-test kiwledge scores of Birth

Preparedness (n=100)

Knowledge of Time Mean SD 95% CI for mean
point
Birth
Lower Upper
Preparedness
Pretest 44.50 14.25 41.67 47.38
Posttest| 87.88 2.78 87.32 88.43

Table No - 21:The mean Pre-test score of Birth Preparednessi%&9+14.25 and

Post-test knowledge score was 87.88+2.78 whicleasad after training.

Table No - 22: Comparison of Pre-test and Post-tekhowledge scores of Birth

Preparedness (n=100)

Knowledge of Time | Mean SD Mean| SD t-value p-value
point Diff. Diff.
Birth Preparedness Pretest|  44.50 14.25
Posttest 87.88 2.78 43.38 14.7C 29.5073 <0.001

Table No - 22: Comparison of Pre-test and Post-test knowledgeescof Birth

Preparedness by Dependent t-test showed that thasea significant difference

between pre- test and post-test knowledge sconemds Birth Preparedness with a p-

value of <0.001 at 95%ClI.
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Figure No - 12: Comparison of Pre-test and Post-teknowledge scores of Birth

Preparedness
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Table No - 23: Levels of knowledge scores of BirtAreparedness (n=100)

Levels of knowledge to Pretest Posttest Mc Nemar test
wards Birth Preparedness
No % No %
Low level (<=50%) 85 85.00 33 33.00 P<0.001
High level (>50%) 15 15.00 67 67.00
Total 100 100.00 100 100.00

Table No - 23:Comparison of levels of knowledge scores of bintbppredness by

Mc Nemar test showed a significant increase intigh level (>50%) knowledge

score (from 15 to 67) of post-test with a p-valfie®.001 at 95% CI.
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Table No - 24: Association between levels of Presteknowledge of Birth

Preparedness with demographic profile of respondestby Chi-Square §°) Test
(n=100)

Levels of pretest knowledge towards Birth

Demographic Preparedness Y2 p-value
profile Low % High % Total
level level
Age groups
< 30 years 7 8.24 2 13.33 9
30-39 years 57 67.06 I 46.6 64| 0.9440| 0.6240
>=40years 21 24.71 6 40.0( 27
Marital status
Married 73 85.88 13 86.67 86 0.7880 0.3750
Divorced/separated 12 14.12 2 13.3 14
Religions
Hindu 84 98.82 14 93.33 98 0.3600 0.5480
Muslims 1 1.18 1 6.67 2
Levels of education
Primary 16 18.82 2 13.33 18 0.94%0 0.6230
Secondary 57 67.06 12 80.00 69
Undergraduate 12 14.13 1 6.67 13
Family belongs to
BPL 63 74.12 13 86.67 76 0.0690 0.7980
APL 22 25.88 2 13.33 24
Types of family
Nuclear 45 52.94 8 53.33 53 1.1970 0.2740
Joint 40 47.06 7 46.67 47
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Total No. of Family
Members
<=5 50 58.82 60.00 59 1.1100 0.2920
>5 35 41.18 6 40.00 41
Experience
6—12 months 9 10.59 0 0.00 9
13-24months 6 7.06 1 6.67 7 | 3.4830| 0.3230
25-36 months 6 7.06 0 0.00 6
>=37months 64 75.29 14 93.38 78
Any training
received
<=4times 40 47.06 5 33.33 45 1.6040 0.2050
>4 times 45 52.94 10 66.67 55
Received any
training in last 3
months
No 52 61.18 9 60.00 61 0.2380 0.6260
Yes 33 38.82 6 40.00 39
Total 85 100.00 15 100.0 100
*p<0.05

Table No - 24:Chi-Square ¥?) test revealed no significant association betweeels

of pre-test knowledge of birth preparedness andodgeaphic profile of respondents.
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Table No - 25: Summary of Pre-test and Post-test kiwledge scores of

Postpartum Danger Signs (n=100)

Knowledge of Time Mean SD 95% CI for mean
point

Lower Upper

Postpartum Key danger signs  Pretest 44.67 20.77 554Q. 48.79

Posttest 57.67 18.87 53.92 61.41

Postpartum other danger signsPretest 18.44 13.8§ 15.69 21.20

Posttest 53.22 12.76 50.69 55.7p

Total Pretest 27.27 14.15 24.46 30.08

Posttest 59.27 11.9% 56.9( 61.64

Table No - 25: The mean pre-test score of postpartum key danggs svas

44.67+20.77 and post-test knowledge score was BI&87. The mean pre-test score
of postpartum other danger signs was 18.44+13.88ast-test knowledge score was
53.22+12.76. Total knowledge pre-test mean score 2va27+14.15 which increased

after intervention to 59.27+11.95 in post-test.
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Table No - 26: Comparison of Pre-test and Post-teghowledge scores of
Postpartum Danger Signs (n=100)

Knowledge of Time | Mean SD Mean| SD t-value p-value
point Diff. Diff.

Postpartum Key | Pretest 44.67 20.77

danger signs
Posttest| 57.67 18.87 13.00 25.90 5.0184<0.001

Postpartum other| Pretest 18.44 13.88

danger signs
Posttest] 53.22 12.76 34.78 17.35 20.0481<0.001

Total Pretest 27.27 14.15

Posttest  59.27 11.95 32.00 16.67 19.1939%0.001

Table No - 26: Comparison of pre-test and post-test knowledgaesc@%) of
postpartum danger signs by Dependent t-test shaha&tdthere was a significant
difference between pre- test and post-test knovelesdgres of postpartum key danger

signs, other danger signs and total danger sigtisanp-value of <0.001 at 95% CI.

Figure No - 13: Comparison of Pre-test and Post-teknowledge scores of
Postpartum Danger Signs
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Results

Table No - 27: Levels of knowledge scores of Postpam Danger Signs (n=100)

Levels of knowledge Pretest Posttest Mc Nemar|test
No % No %
Postpartum key danger
signs
Low level (<=50%) 66 66.00 33 33.00 P<0.001
High level (>50%) 34 34.00 67 67.00
Postpartum other
danger signs
Low level (<=50%) 96 96.00 39 39.00 P<0.001
High level (>50%) 4 4.00 61 61.0(
Total Postpartum
danger signs
Low level (<=50%) 90 90.00 24 24.00 P<0.001
High level (>50%) 10 10.00 76 76.00
Total 100 100.00 100 100.00

Table No - 27:Level of knowledge scores of postpartum key darsygns, other

danger signs and total danger signs were dividaa low level (<=50%) and high

level (>50%) for both pre-test & post-test. Mc Nentast showed a significant

increase in the high level knowledge scores of-pest with a p-value of <0.001 at

95% CI.
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Table No - 28: Summary of Pre-test and Post-test kiwledge scores of

Postpartum Care (n=100)

Knowledge Time Mean SD 95% CI for mean
point
Lower Upper
Postpartum carg Pretest 30.75 10.772 28.64 32.88
for mothers
Posttest 61.13 3.93 60.35 61.90

Table No - 28: The mean Pre-test knowledge score of postparture vas

30.75+10.72 and Post-test

intervention.

knowledge score

increaged61.13+3.93 after

Table No - 29: Comparison of Pre-test and Post-teginowledge scores of

Postpartum Care (n=100)

Knowledge Time Mean SD Mean| SD t-value p-value
towards point Diff. Diff.
Postpartum care Pretest 30.75 10.72
for mothers
Posttest| 61.13 3.93 30.38 11.4 25.699'40.001

Table No - 29:Comparison of pre-test and post-test knowledgeesc(o) towards

Postpartum Care by Dependent t-test showed thet thas a significant difference

between pre-test and post-test knowledge scorpssipartum care with a p-value of

<0.001 at 95% CI.
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Figure No - 14: Comparison of Pre-test and Post-teknowledge scores of

Postpartum Care
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Table No - 30: Levels of Knowledge scores of Postpiam Care (n=100)

Levels of knowledge Pretest Posttest Mc Nemar test
Postpartum care for
No % No %
mothers
Low level (<=50%) 100 100.0( 11 11.00
. P<0.001

High level (>50%) 0 0.00 89 89.0(

Total 100 100.00 100 100.00

Table No - 30:Mc Nemar test showed that there was a signifigarease in the high

level (>50%) knowledge score of post-test with\aahie of <0.001 at 95% CI.
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Table No - 31: Summary of Pre-test and Post-test Kawledge scores of Baby

Care (n=100)

Knowledge Time Mean SD 95% CI for mean
point
Lower Upper
Babycare after | Pretest 43.50 10.72 25.00 100.00
birth
Posttest 95.25 3.93 75.00 100.00

Table No - 31:The mean pre-test score towards baby care was#D5® which

increased after intervention to a post-test knogdestcore of 95.25+3.93.

Table No - 32: Comparison of Pre-test and Post-tegtnowledge scores of Baby

Care (n=100)

Knowledge Time Mean SD Mean| SD t-value p-value
point Diff. Diff.
Baby care after | Pretest 43.50 22.08
birth
Posttest]  95.25 9.86 51.76 23.90 21.6491<0.001

Table No - 32: Comparison of pre-test and post-test knowledgeescof baby care

by Dependent t-test showed that there was a signifidifference between pre-test

and post-test knowledge scores of baby care witlvalue of <0.001 at 95% CI.
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Figure No - 15: Comparison of Pre-test and Post-teknowledge scores of Baby

Care
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Table No - 33: Levels of Knowledge scores of Babya@ (n=100)

Levels of knowledge of Pretest Posttest Mc Nemar test
Baby care after birth
No % No %
Low level (<=50%) 75 75.00 0 0.00
. P<0.001
High level (>50%) 25 25.00 100 100.90
Total 100 100.00 100 100.00

Table No - 33:Mc Nemar test showed a significant increase irhiga level (>50%)

knowledge score of post-test from 25 to 100 wigihalue of <0.001 at 95% CI.
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Table No - 34: Association between levels of Presteknowledge of Baby Care

with demographic profile of respondents by Chi-Squee (x?) Test (n=100)

Levels of pretest knowledge towards Baby
Dem og_raphi c care after birth " ovalue
profile Low % High % Total
level level
Age groups
< 30 years 5 6.67 4 16.00 9
30-39 years 52 69.33 12 48.00 64| 3.3460 | 0.1880
>=40years 18 24.00 9 36.00 27
Marital status
Married 65 86.67 21 84.00 86 0.1110 0.7390
Divorced/separated 10 13.38 4 16.00 14
Religions
Hindu 74 98.67 24 96.00 98 0.6800 0.40P0
Muslims 1 1.33 1 4.00 2
Levels of education
Primary 16 21.33 2 8.00 18
Secondary 49 65.33 20 80.00 69| 14.2820| 0.0010*
Undergraduate 10 13.33 3 12.00 13
Family belongs to
BPL 55 73.33 21 84.00 76 0.2920 0.5890
APL 20 26.67 4 16.00 24
Types of family
Nuclear 38 50.67 15 60.0C 53 0.0130 0.9080
Joint 37 49.33 10 40.00 47
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Total No. of Family
Members
<=5 42 56.00 17 68.00 59 3.1000 0.0780
>5 33 44.00 8 32.00 41
Experience
6-12 months 9 12.00 0 0.00 9
13-24months 6 8.00 1 4.00 7 | 2.3980 | 0.4940
25-36 months 3 4.00 3 12.00 6
>=37months 57 76.00 21 84.00 78
Training received
<=4times 36 48.00 9 36.00 45 0.6600 0.4170
>4 times 39 52.00 16 64.0C 55
Received any
training in last 3
months
No 43 57.33 18 72.00 61 1.6950 0.1980
Yes 32 42.67 7 28.00 39
Total 75 100.00 25 100.0 100

Table No - 34:According to Chi-Squarexf) test there was a significant association

between levels of pre-test knowledge of baby caith @evel of education of

respondents. Respondents with secondary level otatidn had high pre-test

knowledge scores compared to other level of edmeatiith a p-value of 0.0010 at

95% CI.
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Table No - 35: Summary of Pre-test and Post-test Kawledge scores of

Breastfeeding (n=100)

Knowledge of Time Mean SD 95% CI for mean

point

Lower Upper

Breastfeeding | Pretest 64.40 10.72 59.83 68.97

Posttest 96.40 3.93 94.87 97.98

Table No - 35:The mean pre-test knowledge score of breastfeaudasg64.40+10.72
which increased significantly after intervention @aopost-test knowledge score of

96.40+3.93.

Table No - 36: Comparison of Pre-test and Post-teginowledge scores of

Breastfeeding (n=100)

Knowledge Time Mean SD Mean| SD t-value p-value
towards point Diff. Diff.

Breastfeeding Pretest 64.40 23.02

Posttest  96.40 7.72 32.00 24.45 13.0860<0.001

Table No - 36: Comparison of pre-test and post-test knowledgerescaoof
breastfeeding by Dependent t-test showed that ther® a significant difference
between pre-test and post-test knowledge scordseafstfeeding with a p-value of

<0.001 at 95% CI.
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Figure No - 16: Comparison of Pre-test and Post-teknowledge scores of

Breastfeeding
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Table No - 37: Levels of Knowledge scores of Breéseding (n=100)

Levels of knowledge of Pretest Posttest Mc Nemar test
Breastfeeding
No % No %
Low level (<=50%) 24 24.00 0 0.00 P<0.001
High level (>50%) 76 76.00 100 100.00
Total 100 100.00 100 100.00

Table No - 37:Mc Nemar test showed a significant increase irhiga level (>50%)
knowledge score of breastfeeding in post-test (fitBnto 100) with a p-value of

<0.001 at 95% CI.

Page 94



Results

Table No - 38: Association between levels of PrestekKnowledge of Breastfeeding

with demographic profile of respondents by Chi-Squee (x?) Test (n=100)

Levels of pretest knowledge towards
Breastfeeding

2

X

p-value

Demographic
profile Low % High % Total
level level
Age groups
< 30 years 2 8.33 7 9.21 9
30-39 years 13 54.17 51 67.11 64 3.3460 | 0.1880
>=40years 9 37.50 18 23.68 27
Marital status
Married 22 91.67 64 84.21 86 0.1110 0.7390
Divorced/separated 2 8.33 12 15.79 14
Religions
Hindu 24 100.00 74 97.37 98 0.6800 0.4090
Muslims 0 0.00 2 2.63 2
Levels of education
Primary 10 41.67 8 10.53 18
Secondary 12 50.00 57 75.00 69 14.2820| 0.0010*
Undergraduate 2 8.33 11 14.47 13
Family belongs to
BPL 20 83.33 56 73.68 76 0.2920 0.5890
APL 4 16.67 20 26.32 24
Types of family
Nuclear 14 58.33 39 51.32 53 0.0130 0.9080
Joint 10 41.67 37 48.68 47
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Total No. of Family
Members
<=5 15 62.50 44 57.89 59 3.1000 0.0780
>5 9 37.50 32 42.11 41
Experience
6-12 months 5 20.83 4 5.26 9
13-24months 1 4.17 6 7.89 7 | 2.3980| 0.4940
25-36 months 1 4.17 5 6.58 6
>=37months 17 70.83 61 80.26 78
Training received
<=4times 10 41.67 35 46.05 45 0.6600 0.4170
>4 times 14 58.33 41 53.95 55
Received any
training in last 3
months
No 12 50.00 49 64.47 61 1.6950 0.1980
Yes 12 50.00 27 35.53 39
Total 24 100.00 76 100.0 100

Table No - 38:Chi-Square )(2) test revealed that there was a significant aasioai

between levels of pre-test knowledge of breastfepdand education level of

respondents. Respondents with undergraduate ednckvel had high pre-test

knowledge scores compared to other level of edmeatiith a p-value of 0.0010 at

95% CI.
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Table No - 39: Multiple logistic regression analys of high level of Pre-test

knowledge of Breastfeeding with demographic profil§n=100)

95% CI for odds ratio

Demographic profile Adjusted OR p-value
Lower Upper
Age groups
< 30 years Ref.
30-39 years 0.21 0.01 3.20 0.2590
>=40years 0.06 0.00 1.59 0.0920
Levels of education
Primary Ref.
Secondary 0.01 0.00 0.11 0.0020*
Undergraduate 0.11 0.01 1.40 0.0900
Family belongs to
BPL Ref.
APL 6.55 0.45 94.52 0.1670
Types of family
Nuclear Ref.
Joint 0.13 0.01 1.15 0.0670
Total No. of Family
Members
<=h Ref.
>5 2.06 0.27 16.00 0.4890
Experience
6—12 months Ref.
13-24months 695.58 6.79 71221.91 0.0060*
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25-36 months 0.96 0.04 23.82 0.9790
>=37months 108.69 4.27 2764.93 0.0050*
Training received
<=4times Ref.
>4 times 1.19 0.22 6.61 0.8400
Received any training in
last 3 months
No Ref.
Yes 0.15 0.02 0.97 0.0460*

Table No - 39: According to multiple logistic regression analydisere was

significant association between high level of Rrst-tknowledge of Breastfeeding

among the respondents who had secondary level wiaéidn, 13-24 months and

>=37months of experience and also who had recewgdraining in last 3 months.

Table No - 40: Summary of Pre-test and Post-test Bctice scores of ANC Service

Provision (n=100)

Practice of Time Mean SD 95% CI for mean
point
Lower Upper
ANC Services Pretest 64.38 10.74 69.87 70.0
Posttest 88.93 3.93 89.87 90.0

Table No - 40: The mean pre-test score of ANC service provisias ¥4.38+10.72

with significant increase

intervention.

in post-test knowledgeorsc of 88.93+3.93 after
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Table No - 41: Comparison of Pre-test and Post-teftractice scores of ANC

Services (n=100)

Practice of Time | Mean SD Mean| SD t-value p-value
point Diff. Diff.

ANC Services Pretest 67.10 13.73

Posttestt  89.40 2.39 22.30 1441 15.4702<0.001

Table No - 41: Comparison of pre-test and post-test knowledgeescof ANC
Service Provision by Dependent t-test showed thertet was a significant difference
between pre-test and post-test knowledge scoreSN&@ Service Provision (from

67.10 to 89.40) with a p-value of <0.001 at 95% ClI.

Figure No - 17: Comparison of Pre-test and Post-te®ractice scores of ANC

Services
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Table No - 42: Levels of Practice scores of ANC Sgces (n=100)

Levels of Practice of Pretest Posttest Mc Nemar test
ANC Services
No % No %
Low level (<=50%) 12 12.00 0 0.00
_ P<0.001
High level (>50%) 88 88.00 100 100.00
Total 100 100.00 100 100.0

Table No - 42:Mc Nemar test showed a significant increase ingbst-test High

level (>50%) practice score of ANC services (fro® ® 100) with a p-value of

<0.001 at 95% CI.
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Table No - 43: Association between levels of Prestepractice of ANC Services

Results

with demographic profile of respondents by Chi-Squee (x?) Test (n=100)

Levels of Pre-test Practice of ANC Services
Demographic 2
orofile low | % | High | % | Total | X |Pvalue
level level
Age groups
< 30 years 1 8.33 8 9.09 9
30-39 years 7 58.33 57 64.77 64| 0.2780| 0.8700
>=40years 4 33.33 23 26.14 27
Marital status
Married 10 83.33 76 86.36 86 0.0810 0.7770
Divorced/separated 2 16.6] 12 13.64 14
Religions
Hindu 12 100.00 86 97.73 98 0.2780 0.5980
Muslims 0 0.00 2 2.27 2
Levels of education
Primary 6 50.00 12 13.64 18
Secondary 6 50.00 63 71.59 69| 10.2440| 0.0060*
Undergraduate 0 0.00 13 14.77 13
Family belongs to
BPL 10 83.33 66 75.00 76 0.4020 0.5260
APL 2 16.67 22 25.00 24
Types of family
Nuclear 8 66.67 45 51.14 53 1.0220 0.3220
Joint 4 33.33 43 48.86 47
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Total No. of Family
Members
<=5 8 66.67 51 57.95 59 0.3310 0.5650
>5 4 33.33 37 42.05 41
Experience
6-12 months 3 25.00 6 6.82 9
13-24months 2 16.67 5 5.68 7 | 7.1940 | 0.0660
25-36 months 1 8.33 5 5.68 6
>=37months 6 50.00 72 81.82 78
Training received
<=4times 7 58.33 38 43.18 45 0.9790 0.3220
>4 times 5 41.67 50 56.82 55
Received any
training in last 3
months
No 7 58.33 54 61.36 61 0.0410 0.84p0
Yes 5 41.67 34 38.64 39
Total 12 100.00 88 100.00 100
*p<0.05

Table No - 43:Chi-Square )(2) test showed a significant association betweeal$ev

of pre-test practice of ANC services with level etlucation of respondents.

Respondents with undergraduate education had hégtept practice scores compared

to other levels of education with a p-value of @0@&t 95% CI.
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Table No - 44: Summary of Pre-test and Post-test Bctice scores of Birth

Preparedness Services (n=100)

Practice of Time Mean SD 95% CI for mean
point
Lower Upper
Birth Pretest 46.12 10.74 52.55 44 .44
preparedness
services Posttest| 99.18| 3.93] 99.18  100.16

Table No - 44:The mean pre-test practice score of birth prepassiservices was

46.12+10.72 which increased significantly afteremention to a post-test practice

score of 99.18+3.93.

Table No - 45: Comparison of Pre-test and Post-teftractice scores of Birth

Preparedness Services (n=100)

Practice of Time Mean SD Mean| SD t-value p-value
point Diff. Diff.
Birth Pretest 49.33 16.21
preparedness
services Posttest  99.67 2.47 50.38 16.67 30.1892<0.001

Table No - 45: Comparison of pre-test and post-test practice scafe birth

preparedness services by Dependent t-test showetdthiere was a significant

difference between pre-test and post-test prastioees of birth preparedness services

(from 49.33 to 99.67) with a p-value of <0.001 &%©CI.
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Figure No - 18: Comparison of Pre-test and Post-te®ractice scores of Birth

Preparedness Services
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Table No - 46: Levels of Practice scores of Birthreparedness Services (n=100)

Levels of Practice of birth Pretest Posttest Mc Nemar test
preparedness services
No % No %
Low level (<=50%) 53 53.00 0 0.00 P<0.001
High level (>50%) 47 47.00 100 100.00
Total 100 100.00 100 100.00

Table No - 46:Mc Nemar test showed a significant increase in-pestt high level

(>50%) practice of birth preparedness serviceses¢vom 47 to 100%) with a p-

value of <0.001 at 95% ClI.
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(Feasibility & Acceptability Scale was adapted fr&dS
scale, _https://www.usability.gov/how-to-and-tooiethods/system-usability-

scale.html)

Table No - 47: Responses of ASHAs towards Feasibjliof Birth Planner

ASHAs Feasibility Strongly | Disagree| Not | Agree | Strongly
Disagree Sure Agree
| would use this BPCR Planner frequently. 0 0 0 33 67
| found the BPCR Planner too complex. 56 44 0 ) o)
| found the BPCR Planner easy to use. 0 0 0 83 1
| need a skilled person to use this BPCR 4 95 1 0 0
Planner
The BPCR Planner features are well 0 0 3 95 2
integrated.
There was inconsistency in the BPCR 6 86 8 0 0
Planner
Peer counsellors can easily learn to use this 0 0 0 85 15
BPCR Planner
| found the BPCR Planner cumbersome to 27 73 0 0 0
use.
It was easy to use the BPCR Planner during 0 0 0 63 37
training
| needed to learn many things before | could 0 100 0 0 0
use the BPCR Planner.

Table No - 47:All the participants agreed to use the planner@d3b strongly agreed

that they would use the planner frequently. Almalt(95%) agreed that features of

the planner were well integrated. Around half cérthi.e., 56% strongly disagreed

that the planner was too complex. All the ASHAse&gl that planner was easy to use.

Overall response of ASHAs towards Feasibility ahgsBirth Planner was favorable.
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Table No - 48: Responses of ASHAs towards Accepttity of Birth Planner

ASHAs Acceptability Strongly | Disagree| Not | Agree | Strongly
Disagree Sure Agree
| liked to use the BPCR Planner 0 0 28 72
The BPCR Planner was complex. 57 43 0 0
The BPCR Planner was easy to use 0 0 33 1
| needed a skilled person to use the BPCR
Planner 3 95 2 0 0
The parts of the BPCR Planner fit together
well 0 0 3 96 1
There was inconsistency in the BPCR
Planner 7 85 8 0 0
| learned to use the BPCR Planner quickly 0 0 15 25
| found the BPCR Planner cumbersome to
use 23 77 0 0 0
| felt confident using the BPCR Planner 0 0 84 16
| needed to learn many things before | could
use the BPCR Planner 1 99 0 0

Table No - 48:Majority of the respondents (72%) strongly agrewat they liked to

use the planner. Most of them (83%) agreed thatnglawas easy to use and 96%

agreed that the parts of planner fit together witbund 84% agreed that they felt

confident in using the planner. Responses of ASkb&grds Acceptability of using

Birth Planner were favorable
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ASHA:

Support Mechanisms and Barriers

Table No - 49: Distribution of ASHASs according to $ipport Mechanisms and

Barriers (n=100)

Variables Yes No
Do you feel awarded in your role as ASHA? 99 1
Recognition in community 66 44
What makes you feel | To make difference in women’s live 91 9
rewarded abcz)ut being "Being able to help others 89 11
ASHA? Opportunity to learn new things 28 72
Appreciation from superiors 5 95
Provision of flip book/chart/posters 19 81
What can be done to | Support from ANM/AWW during 91 9
make you communicate | home visit
more effectively with | Conducting counselling sessions at 13 g7
pregnant woman and | AWC/VHND
her family? Support for conducting group 17 83
meetings / counselling sessions
Provision of flip book/chart/posters 19 81
Whom do you first Anganwadi worker 1 99
c.or.mtact vyhgn you have ANM 99 1
difficulty in interacting
with pregnant woman? Medical officer 0 100
Who is more accessible Anganwadi worker ! 99
0 you? ANM 99 1
Medical officer 2 98
Where you feel you need Subcentre 1 99
more support in helping | ANM 29 71
pregnant woman of | PHC 100 0
your community? Medical officer 93 7
Less salary 80 20
What are the chgllenges Delayed salary 55 8
yqu face o!urmg More workload 90 10
planning for birth for a Non-cooperation from community
woman? 59 41
people
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Table No - 49:1t has been observed that almost all (99) of theltnafwarded in their
role as ASHA. Majority of the ASHAs felt rewardeddause of recognition in
community (66), making difference in women’s livgxl), and being able to help
others (89). Majority (91) of them agreed that supfrom ANM/AWW during home
visit makes it easy to communicate more effectiwelth pregnant woman and her
family members. Almost all (99) of them first cott®ANM when they have difficulty
in interacting with pregnant woman. They revealeat tANM’s are more accessible
for them. Majority of them revealed that they neeare support from PHC (100) and
Medical Officer (93) in helping pregnant woman leéit community. More workload
(90), less salary (80), non-cooperation from comitgupeople (59) and delayed

salary (22) were the common barriers or challefgesd by ASHASs.

All ASHAs felt honoured being ASHA workers. Jobisktction was due to
the respect and dignity they receive from the comityuThey felt satisfied because
they were able to bring changes in women'’s life @aged the precious lives of

mother and baby in critical conditions.
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Birth Preparedness Service Provision by ASHAs

Identification of health care facility for delivery and referral: ASHAs identified
nearby PHCs and CHCs for delivery and emergencyices. They identified and
registered all pregnant women to Government DisHigspital, Belagavi which is in
the radius of approximately 30 km from all studysters. Quick and appropriate
services are provided in this tertiary care hospitad out of pocket expenditure is
also negligible amount compared other private hakpi They also explained about
cash (JSY - Janani Suraksha Yojana) and transgsigtance benefits for institutional

delivery to the pregnant women.

Emergency Transport Arrangement: “108 Emergency Service” is a free transport
service provided by the government. Majority of h8HAs called 108 Ambulance
for emergencies as well as for deliveries. As ateraative measure, ASHAs
identified local cars and taxis for emergency. Baglities were also available in

most of the areas.

Emergency Funds Arrangement:ASHAS kept on counseling pregnant women and
families to save money for emergency, transpomatiod delivery services. They
sought help from Self Help Groups — SHG, micro ficiag agencies, local societies
in the form of loans. They raised transport asse#afunds from VHSC - Village
Health and Sanitation Committee of Gram Panchaygometimes during

emergencies, they paid funds from their pocket.

Arrangement of Birth Companion: Most of the times ASHAs accompanied
pregnant women for delivery and in emergency ditnat They identified pregnant

woman'’s relatives, friends and neighbours as lgiotinpanions.
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Arrangement of Blood Donors: ASHAs identified pregnant woman'’s relatives as
blood donors by getting them checked for blood gsoand Rh compatibility. In
many instances, they collected blood donation cémis blood donation camps
arranged in their area by making the relativesdoatie the blood. They used these
cards for arrangement of blood in emergencies. Ngjof the ASHAs agreed that
they identify blood donors only in high-risk pregiées, but after the educational

intervention they identified for all pregnant women

Importance of Continuous Refresher Training: Regardless of the region, ongoing
training and capacity-building initiatives are daldo empower ASHAs and enhance
their effectiveness in healthcare delivery. Prawdiregular training sessions can
update their knowledge, keep them motivated, anmtone their ability to tackle new

health challenges.
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RESULTS OF MOTHERS’ DATA ANALYSIS
Table No - 50: Comparison of two groups of motheréwithout and with training)
according to demographic profile (n=400 in each gnap)

Profile Without % With % Total % Chi- p-value
training training square
test
Age groups
18-20 years 27 6.75 23 5.7 5( 6.2b
20-29 years 344 86.0 346 86.50 690 86.29.3920 | 0.8220
30-39 years 29 7.25 31 7.7 60 7.50
Religion
Hindu 355 88.75 344 86.00 699 87.38 1.3710 0.2
Muslim 45 11.25 56 14.0( 101 12.63
Highest Level of Education of Participant
Illiterate 9 2.25 8 2.00 17 2.13
Primary 36 9.00 32 8.00 68 8.5Q
Secondary 205 51.2% 173 43.25 378 47.p5.6970 | 0.1740
Undergraduate 107 26.7 131 3275 238 29(75
Graduate 39 9.75 53 13.25 92 11.50
Post-graduate 4 1.00 3 0.756 7 0.8B
Occupation of the participant (National Classificaton of Occupations)
Home Maker 390 97.5( 381 95.25 77[L 96.38
Elementary 0 0.00 1 0.25 1 0.13| 4.7240 | 0.3170
Unskilled labourer
Agricultural 2 0.50 1 0.25 3 0.38
Worker
Service Worker 2 0.50 5 1.25 7 0.88
Skilled Worker 6 1.50 12 3.00 18 2.25
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Highest level of Education of Husband
Illiterate 17 4.25 8 2.00 25 3.13
Primary 75 18.75 54 13.50 129 16.13
Secondary 133 33.2% 162 40.50 295 36.883.4450| 0.0200*
Undergraduate 126 31.50 111 27.[75 237 29163
Graduate 41 10.25 58 14.50 9d 12.38
Post-graduate 8 2.00 7 1.75 15 1.88
Occupation of the Husband (NFHS — National Classifation of Occupation)
Agricultural 71 17.75 80 20.0( 151 18.88
Worker
Service Worker 23 5.75 37 9.25 60 7.50
7.7630 | 0.1700
Skilled Worker 115 28.75 117 29.25 232 29.00
Elementary 127 31.75 119 29.7% 246 30.76
Unskilled labourer
Self-Employed 64 16.00 47 11.15 111 13.88
Family belongs to
BPL 372 93.00 330 82.50 707 87.76  20.513N0001*
APL 28 7.00 70 17.5( 98 12.25
House hold Structure
Nuclear 47 11.75 49 12.25 96 12.00
Joint 331 82.75 349 87.26 680 85.0017.1850| 0.0001*
Extended 22 5.50 2 0.5( 24 3.0(
Total number of Family Members
<=5 120 30.00 125 31.2b 245 30.63 0.1470 0.7010
>5 280 70.00 275 68.75 555 69.38
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Order of Pregnancy

First 166 41.50 154 38.50  32( 40.00
Second 148 37.00 162 40.50 310 38.75
Third 68 17.00 61 15.2% 129 16.18 4.2400 | 0.3750
Fourth 16 4.00 16 4.00 32 4.0Q
More than four 2 0.50 7 1.75 9 1.13
Total 400 100.00 400 100.0| 800 100.0
*p<0.05

Socioeconomic Status: B.G.Prasad Classification (29) (n=400 in each group)

Socioeconomic Status ‘Without t;/altci)r:;]ne%’sgroup of ‘With trall\i/ln(ir&g?(;J rgsroup of

(B. G. Prasad —2019) | Number (N) | Percentage (%)| Number (N)| Percentage (%)
Upper Clas 7 1.7¢ 7 1.7t

Upper middle clas 28 7.0C 22 5.20
Middle class 24 6.00 44 10.75

Lower middle class 146 36.50 178 44.50
Lowe class 195 48.75 149 37.50
Grand Total 400 100.00 400 100.00

Table No - 48: Majority (86.25%) of the mothers were in the ageup of 20-29

years. Around 7.5% were in the age group of >=3ryand only 6.25% were in the

age group of <20 years. Majority (87.38%) of themrevHindus and only 12.63%

were Muslims. Around half of them (47.25%) had selzoy level of education

whereas only 8.5 % of them had primary level ofcaadion, 29.75% of them were

undergraduates, 11.5% of them were graduates a88%0.had postgraduate

education. Majority (96.38%) were home makers amiy 2.25% were skilled
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workers. Around 30.75% of the mothers’ husbands ewelementary-unskilled
workers, 29% of them were skilled workers, 13.88%ravself-employed, 18.88 %
were agricultural workers, and 7.5% were servicekers. Majority (87.75%) of the
families had BPL ration card and rest (12.25%) A&d. ration card. Most (85%) of
the mothers belonged to joint family, 12% belondednuclear families and 3%
belonged to extended families. Around two third9.88%) of families had >5
members at home and 30.63% had <=5 members at Hmmend 40% of mothers
had first pregnancy, 38.75% second, 16.13% thi?d,fdrth and 1.13% more than
four. Out of total 800 mothers, 50% received BPGRining by ASHAs and

remaining 50% of mothers did not receive any tragniMajority of the mothers

(48.75% and 37.50%) belonged to lower class aneidawiddle class (36.50% and
44.50%) in without-training and with-training groupspectively. Both groups of

mothers had similar demographic profile.

Figure No - 19: Comparison of two groups of mothergwithout and with

training) by Age groups
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Figure No - 20: Comparison of two groups of mothergwithout and with

training) by Religion
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Figure No - 21: Comparison of two groups of mothergwithout and with

training) by Level of Education
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Figure No - 22: Comparison of two groups of mothergwithout and with

training) by Occupation
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Figure No - 23: Comparison of two groups of mothergwithout and with

training) by Level of Education of Husband
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Figure No - 24: Comparison of two groups of mothergwithout and with

training) by Socioeconomic Status
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Figure No - 25: Comparison of two groups of mothergwithout and with

training) by Families having BPL or APL card
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Figure No - 26: Comparison of two groups of mothergwithout and with

training) by Household Structure
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Figure No - 27: Comparison of two groups of mothergwithout and with

training) by Number of Family Members
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Figure No - 28: Comparison of two groups of mothergwithout and with

training) by Order of Pregnancy
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Table No - 51: Comparison of knowledge scores of gnancy Danger Signs

between two groups of mothers (without and with traning) (n=400 in each

group)

Knowledge of Groups Mean SD SE t-value P-valu

Pregnancy Key Without 4.50 11.41| 0.57
Danger Signs training

24.7466 <0.001
With 38.75 25.22| 1.26
training

Pregnancy Other|  Without 6.34 8.40 0.42
Danger Signs training

28.7620 <0.001
With 22.98 7.96 | 0.40
training

Pregnancy Total| Without 5.95 7.50 0.37
Danger Signs training

35.6161 <0.001
With 26.36 8.67 | 0.43
training
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Table No - 51:Comparison of mothers’ knowledge scores of pregn&ey danger
signs by Independent t-test showed that the meare sf mothers without training
was 4.50+£11.41 and mothers with training was 38B522. Mothers’ knowledge of
other danger signs without training was 6.34+8.48 with training it increased to
22.98+7.96. Mothers’ knowledge of total danger sigrithout training was 5.95+7.50

and with training it increased to 26.36+8.67 (p€d.@t 95% ClI).

Figure No - 29: Comparison of knowledge scores of@ynancy Danger Signs

between two groups of mothers (without and with traning)
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Table No - 52: Comparison of knowledge scores of ANbetween two groups of

mothers (without and with training) (n=400 in eachgroup)

Variable Groups Mean SD SE t-value P-value
Without | 47.39 12,50 | 0.63
training
ANC Knowledge 12.3115 | <0.001
With 57.98 11.81 | 0.59
training

Table No - 52:Comparison of mothers’ knowledge scores of ANGrmependent t-

test showed that the mean score of mothers withrairting was 47.39+12.50 and

mothers with training was 57.98+11.81. Mothers witiining had significantly high

knowledge towards ANC compared to mothers withgaining with p-value of

<0.001 at 95% CI.

Figure No - 30: Comparison of knowledge scores ofMC between two groups of

mothers (without and with training)

Mean+/-SD

80.00

70.00

60.00

50.00

40.00

30.00

20.00

10.00

0.00 -

47.39

Without training

57.98

With training

Page 121



Results

Table No - 53: Knowledge of Information given by ASIAs to Without-Training

& With-Training group of Mothers

Without Training Group With Training Group
(n=400) (n=400)
Information given by ASHAs
Yes No Yes No
n (%) n (%) n (%) n (%)
All the pregnant women are at
risk of developing pregnancy 4 (1) 396 (99) 86 (21.5) 314 (78.5)
related complications
Maternal complications are
) 1 (0.25) 399 (99.75) 225 (56.2p)175 (43.75)
unpredictable but are treatable
Importance and components of
o 385 (96.25)] 15(3.75) | 397 (99.25) 3(0.75)
ANC visits
Signs and symptoms of
complications during
o 0 (0) 400 (100) 344 (86) 56 (14)
pregnancy, childbirth and
postpartum period
Birth preparedness plan 80 (20) 320 (80) 395 (98.7%) 5 (1.25)
Family planning (contraceptive)
8 (2) 392 (98) | 203 (50.78)197 (49.25)
methods
Nutrition & hygiene education| 254 (63.5)| 146 (36.5) 260 (65 140 (35

Table No — 53:In Without Training group around 99% of the mothers did not

receive any information from ASHAs regarding riskdeveloping pregnancy related

complications, maternal complications are unprediet but are treatable, signs and

symptoms of complications during pregnancy, chitttband postpartum period and

family planning methods. Majority (96.25%) of thesaceived information regarding

ANC but only 20% of them received information regjag birth plan. After training

of ASHAs on BPCR,With Training group of mothers received information

regarding above factors. Majority (98.75%) of thexoeived birth plan information.
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Table No - 54: Comparison of knowledge scores of flarmation given by ASHA
during Pregnancy between two groups of mothers (whibut and with training)

(n=400 in each group)

Knowledge of Groups Mean SD SE t-value P-vaLue

Without | 23.36 7.53 0.38
Information given training

by ASHA during 47.5025 | <0.001
Pregnancy With | 60.36 | 13.64 | 0.68

training

Table No - 54:Comparison between mothers’ knowledge scores ofnmdition given
by ASHA during pregnancy by Independent t-test sfebthat mean score of mothers
without training was 23.36+7.53 and mothers witlinting was 60.36+13.64. Mothers
with training had significantly high knowledge tomla information given by ASHA
during pregnancy compared to mothers without trgniith p-value of <0.001 at

95% CI.

Figure No - 31: Comparison of knowledge scores offormation given by ASHA

during Pregnancy between two groups of mothers (whiibut and with training)
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Table No - 55: Comparison of knowledge scores of bar & Childbirth Danger
Signs between two groups of mothers (without and Wi training)

(n=400 in each group)

Knowledge of Groups Mean SD SE t-value P-value

Without | 6.06 11.44 0.57

training
Labor & Childbirth 26.2423 | <0.001
Key Danger Signs | With 27.81 12.00 0.60

training

Without | 3.75 8.78 0.44

training
Labor & Childbirth 8.6564 | <0.001
Other Danger Signg  With 9.80 10.87 0.54

training

Without | 4.78 71.75 0.39

training
Labor & Childbirth 24.5570 | <0.001

Total Danger Signs| With 17.81 7.25 0.36

training

Table No - 55:Comparison between mothers’ knowledge scores of l&tchildbirth
danger signs by Independent t-test showed that rseare of knowledge of key
danger signs of mothers without training was 6.0644 and mothers with training
was 27.81+12.00. Mean score of knowledge of otlagigdr signs of mothers without
training was 3.75+8.78 and mothers with trainingsv€a80+10.87. Mean score of
knowledge of total danger signs of mothers withtaining was 4.78+7.75 and
mothers with training was 17.81+7.25. Mothers withining had significantly high
knowledge of labor & childbirth danger signs comgzhto mothers without training

with p-value of <0.001 at 95% CI.
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Figure No - 32: Comparison of knowledge scores ofdbor & Childbirth Danger

Signs between two groups of mothers (without and Wi training)
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Table No - 56: Comparison of knowledge scores of i Preparedness between

two groups of mothers (without and with training) (=400 in each group)

Knowledge of Groups  Mean SD SE t-value P—va‘lue
Without | 28.94 10.92 | 0.55
training
Birth Preparednes 49.5958 | <0.001
With 68.31 11.53 | 0.58
training

Table No - 56: Comparison between mothers’ knowledge scores oth bir

preparedness by Independent t-test showed that sueae of knowledge of mothers

without training was 28.94+10.92 and mothers withining was 68.31+11.53.

Mothers with training had significantly high knowlige towards birth preparedness

compared to mothers without training with p-valdie<0.001 at 95% CI.
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Figure No - 33: Comparison of knowledge scores ofifth Preparedness between

two groups of mothers (without and with training)
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Table No - 57: Comparison of knowledge scores of Bipartum Danger Signs
between two groups of mothers (without and with trining)

(n=400 in each group)

Knowledge of Groups| Mear SD SE t-value P-
value
Without | 6.00 13.66| 0.68
training
Postpartum Key 12.2183 | <0.001
Danger Signs With 20.42 | 19.24| 0.96
training
Postpartum | Without | 3.70 6.07 | 0.30
Other Danger | training
Signs 26.7449 | <0.001
With 15.80 6.71 | 0.34
training
Without | 4.23 6.36 | 0.32
Postpartum Total training 30.5554 | <0.001
Danger Signs | iy | 16.87 | 5.28 | 0.24
training
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Table No - 57: Comparison between mothers’ knowledge scores ofppdsim

danger signs by Independent t-test showed that rseare of knowledge of key
danger signs of mothers without training was 6.@)&f& and mothers with training
was 20.42+19.24. Mean score of knowledge of otlaaigdr signs of mothers without
training was 3.70+6.07 and mothers with trainingswl®.80+6.71. Mean score of
knowledge of total danger signs of mothers withtraining was 4.23+6.36 and

mothers with training was 16.87+5.28. (p=0.00025% CI).

Figure No - 34: Comparison of knowledge scores ofoBtpartum Danger Signs

between two groups of mothers (without and with traning)
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Table No - 58: Comparison of knowledge scores of Ba Care between two

groups of mothers (without and with training) (n=4@ in each group)

Knowledge of Groups Mean SD SE t-value P-vaJIue
Without | 45.25 13.28 | 0.66
training
Baby care 19.0744 | <0.001
With 65.33 16.34 | 0.82
training

Table No - 58: Comparison between mothers’ knowledge scores oy loalbe by

Independent t-test showed that mean score of kunlgelef mothers without training

was 45.25+13.28 and mothers with training is 651%334. Mothers with training had

significantly high knowledge of baby care compat@dnothers without training with

p-value of <0.001 at 95% CI.

Figure No - 35: Comparison of knowledge scores ofddy Care between two

groups of mothers (without and with training)
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Table No - 59: Postpartum advice given by ASHAs tw/ithout-Training & With-

Training group of Mothers

Without Training Group

With Training Group

(n=400) (n=400)
Postpartum advice given Yes No Ves NG
by ASHA's
n (%) n (%) n (%) n (%)
Rest for
86 (21.5) 314 (78.5) 396 (99) 4 (1)
at least 6 weeks
Eat more
N 296 (74) 104 (26) 399 (99.75 1 (0.25)
Nutritious Food
Exclusive
_ 329(82.25) | 71 (17.75) 378 (94.5 22 (5.5)
Breastfeeding for 6 months
Need for
. 135 (33.75) | 265 (66.25 233 (58.25) 167 (41.7
Contraception Methods
Hygiene 71 (17.75) | 329 (82.25) 279(69.75)  12123p.

Table No - 62:Before BPCR training of ASHAs, most of the withdrgining group

of mothers received advice only regarding eatingitous food (74%) and exclusive

breastfeeding (82.25%) from ASHAs, but most of thdid not receive advice

regarding rest, need for contraception and hygimma ASHAs. After BPCR training

of ASHAs, majority of with training group of mothereceived advice regarding the

above factors from ASHASs.
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Table No - 60: Comparison of Practice scores of Pipartum advice given by
ASHAs between two groups of mothers (without and wh training)

(n=400 in each group)

Practice of Groupsg Mean SD SE t-value P-value
Without | 45.85 16.17 | 0.81
training
Postpartum advice 35.7435 | <0.001
given by ASHAs )
With 84.50 14.36 | 3.21
training

Table No - 60:Mean score of postpartum practice of without tragnimothers was

45.85+16.17 and with training mothers was 84.50384Mothers with training had

significantly high level of practice score of pastium advice given by ASHAS

compared to mothers without training with p-valiie<0.001 at 95% CI.

Figure No - 36: Comparison of Practice scores of Btpartum advice given by

ASHAs between two groups of mothers (without and wh training)
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Table No - 61: Comparison of Practice scores of ANGetween two groups of

mothers (without and with training) (n=400 in eachgroup)

Practice Groups Mean SD SE t-value P-va‘lue
Without | 61.30 12.50 0.62
training
Practice of ANC 11.9870 | <0.001
With 72.43 13.72 0.69
training

Table No - 61. Comparison between mothers’ practice scores of ADYC

Independent t-test showed that mean score of peacfimothers without training was

61.30+12.50 and mothers with training was 72.43#23Mothers with training had

significantly high practice scores of ANC compatednothers without training with

p-value of <0.001 at 95% CI.

Figure No - 37: Comparison of Practice scores of ABl between two groups of

mothers (without and with training)
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Table No - 62: Birth Preparedness advice given by 3HAs to Without-Training

& With-Training group of Mothers

Without Training Group

With Training Group

. _ (n=400) (n=400)
Birth Preparedness Advice
) Yes No Yes No
given by ASHA's
n (%) n (%) n (%) n (%)
Where to go in case of serious
333 (83.25) 67 (16.75) 340 (85 60 (15)
health problems?
Where you should give birth? 382 (95.5 18 (4.5) 588B.75) 5(1.25)
Arrangements for
_ 53 (13.25) 347 (86.75) 398 (99.5) 2 (0.5)
Transportation
Arrangements for Money 71 (17.75) 329 (82.25) IRYR) 2 (0.5)
Arrangements for Birth
_ 70 (17.5) 330 (82.5)| 391 (97.7b5) 9 (2.25)
Companion
Arrangements for Blood Donar 13 (3.25) 387 (96.75) 95 (23.75) 305 (76.25)
Carrying Reports while going
_ 101 (25.25) | 299 (74.75) 206 (51.5) 194 (48.5)
for delivery

Table No - 62:Before BPCR training of ASHAs, most of the withdrgining group

of mothers received advice only regarding whichlthetacility to go in case of

serious health problems (83.25%) and where to lgith (95.50%), but most of them

did not receive advice regarding arrangement ofhspartation, money, birth

companion, blood donor and carrying reports whaeng for delivery from ASHAs.

After BPCR training of ASHAs, majority of the wittraining group of mothers

received advice regarding the above factors froril AS
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Table No - 63: Comparison of Practice scores of Aite given by ASHA on Birth

Preparedness between two groups of mothers (withoaind with training) (n=400

in each group)

Practice Groups Mean SD SE t-value P-va‘lue
Without | 26.67 13.14| 0.66
training
Advise of ASHA on 46.1603 | <0.001
Birth Preparedness With 64.42 9.74 0.49
training

Table No - 63: Comparison between mothers’ practice scores ofcadgiven by

ASHA on birth preparedness by Independent t-tesiwsd that mean score of

mothers without training was 26.67+13.14 and mathéth training was 64.42+9.74.

Mothers with training had significantly high prasiscore of advice given by ASHA

on birth preparedness compared to mothers witmaturing with p-value of <0.001 at

95% CI.

Figure No - 38: Comparison of Practice scores of Adce given by ASHA on

Birth Preparedness between two groups of mothers {tihout and with training)
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Table No - 64: Comparison of Practice scores of Bin Preparedness between two

groups of mothers (without and with training) (n=4@ in each group)

Practice Groups Mean SD SE t-value P-va‘lue
Practice of Birth | Without | 35.28 13.54 0.68
preparedness by | training
35.4952 | <0.001
Mothers
With 63.41 8.23 0.41
training

Table No - 64:Comparison between mothers’ practice scores off lpreparedness

by Independent t-test showed that mean score ofipeaof mothers without training

was 35.28+13.54 and mothers with training was G83443. Mothers with training

had significantly high practice scores of birth gaeedness compared to mothers

without training with p-value of <0.001 at 95% CI.

Figure No - 39: Comparison of Practice scores of Bh Preparedness between

two groups of mothers (without and with training)
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Table No - 65: Comparison of Practice scores of Pipartum Care between two

groups of mothers (without and with training) (n=4@ in each group)

Practice Groups Mean SD SE t-value P-value

Without | 80.54 18.58 0.93

training
Practice off 3.7181 <0.001

Postpartum Care | With 84.42 9.45 0.47

training

Table No - 65:Comparison between mothers’ practice scores oppastm care by
Independent t-test showed that mean score of peacfimothers without training was
80.54+18.58 and mothers with training was 84.42%9Mothers with training had
significantly high Practice scores of postpartumeceompared to mothers without

training with p-value of <0.001 at 95% CI.

Figure No - 40: Comparison of Practice scores of Btpartum Care between two

groups of mothers (without and with training)
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DISCUSSION

Present study was based on the premise that heditbation of pregnant
women and families regarding BPCR which is a progegpproach recommended by
WHO to include in ANC services, will lead to timeiglentification of the danger
signs and appropriate utilization of health careabpiding 3 delays and saving the
precious lives of both woman and baby. This in twit lead to reduction in MMR

and IMR.

ASHA workers are the key components of grass matllhealth care system
who are also called informally as India’'s Pink Armihey are the community
healthcare workers (CHWs) who have been initiatad aainstreamed through
NRHM in 2005 in India. As India is a developing oty with highest population and
high birth rate, MMR and IMR are high compared deped countries. Hence,
primary aim of appointing them was to provide ma&t@and child health and reduce
maternal and child mortalities and morbidities ... ®duction of MMR and IMR.
They act as important facilitators by linking thenamunity and health care system.
They are also social activists who bring about irtgod behavior change among the
community people towards positive health and cbata for social mobilization.
They were mainly appointed to serve maternal aritdl dtealth but now are given

with multiple tasks.

From the previous studies it is evident that penfmnce of ASHA workers is
not satisfactory regarding maternal and child medrhis may be attributed to lack of
monitoring and supervision, lack of appropriate adequate refresher trainings
regularly, dissatisfactory incentives and irregylayment, work burden, more hours

of work, unsatisfactory relationships with higheatth care workers and supervisors,
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lack of adequate transportation facilities, dishamgpnamong ASHA workers, lack of
health infrastructure, communication gap among rolfealth care providers, family

work burden, etc.

Motivating factors which keep the ASHA going argpect and dignity in her
society, job satisfaction, feeling of helping womenneed, monetary incentives
which supports her family, exposure to new wor@riéng of many new things
related to health and other social factors, refrestainings which make her more
knowledgeable, provision of basic health care tomeo and children, holding
community level meetings, providing health awarsn@®grams, counseling women

on nutrition and personal hygiene, moreover sakireg of women and children.

This quasi experimental pre-post study at ruralaBavVi, Karnataka was
undertaken to assess the feasibility and accefyabil implementing BPCR plan
through ASHASs by exploring their knowledge and picelevels of BPCR which is
an integral part of antenatal care (ANC). An edocet intervention was used to train
selected ASHA workers using a BPCR planner. Corapbas regarding pregnancy,
labor and child birth, postpartum period, newborabyp etc. are taught to the
participants using lecture through chalk and talkthod. ASHA workers were
educated regarding counseling of pregnant womerttaidfamilies regarding BPCR
and also taught how to make a birth plan in coasiolh with them. A birth planner
was distributed among them to provide it to thegpest women in their catchment
area and was told to prepare them for birth anid¢e effectively the complications.
Feasibility and acceptability of implementing BP@Rs studied by post-test data

collection from all ASHAs.
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Secondary objective of our study was to assessftbet of ASHA training on
mothers’ knowledge and practice of BPCR. After ugdeng training in BPCR all the
ASHAs educated, counseled and prepared a birth fplaeach pregnant woman in
their area using Birth Planner. They helped theractrally in arranging the
components of BPCR i. e, identifying — a healthlityc referral unit, transportation,

funds, blood donor and also motivated them to geariean clothes for delivery.

To assess the secondary objective, we collecteglibadata from 4 recently
delivered mothers under each ASHA before trainifigaining was imparted to
ASHAs. After training, ASHAs educated and traingégmant women in their area.
Endline data was collected from those 4 recentliveleed and trained mothers under

each ASHA to assess the knowledge and practicé>GifB

Feasibility and acceptability of implementing thd?®R planner through
ASHAs was assessed to know how easy or difficulias to use the planner among
pregnant women and whether they accept the pldonéealth education, counseling

and planning the birth.

There was a significant increase in the findingserafthe educational
intervention in the present study. Knowledge andcfice levels of BPCR among

ASHAs and mothers increased after the intervention.

Sociodemographic Profile of ASHAS
Age group

The present study in Belagavi, Panda et al (20@9pdisha and Chavan
(2021) in Satara showed that majority of ASHAs fatb the middle-aged category

(30-40 and 41-50 years) 64%, 51.72% and 51% reispbct The percentage of
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ASHAs in the age group of <30 years varied sigaiiity across the studies. Belagavi
and Odisha both reported a lower proportion of yawnASHAS (9% and 2.46%,
respectively), while Satara and Uttar Pradesh (R02@ a higher proportion (31%
and 65% respectively). This might be influencedrégional differences, recruitment

practices, and the attractiveness of the ASHA @nogiro younger women in different

areas7ll,74,80

The role of age among ASHA workers is multifaceteith both advantages
and challenges at different stages of life. A dieemix of age groups within the
ASHA workforce can be beneficial, as it allows far range of perspectives,
experiences, and skills to be brought to bear @ dbmplex challenges of rural
healthcare delivery in India. Age can influence h&®HA workers perceive their
role within the community. Older workers may seentiselves as caregivers or
maternal figures, while younger workers may adoptae peer-like or mentorship

role, particularly with younger community members.

Marital Status

The present study, Gujarat (2018) and Karnatakd5R0@eported similar
percentages of married ASHAs, ranging from 86%G&9However, Odisha (2019)
had a slightly lower percentage of married ASHAS76t92%. The proportion of
ASHAs who were either unmarried, divorced, or wigowwaried across the studies.
Belagavi, Gujarat and Karnataka had a relativatyilar percentage of such ASHAs
at around 14%, 10.7% and 10.9%, respectively. @disid the highest percentage
(23.57%) of unmarried, divorced, or widowed ASHAs]Jicating greater diversity in

marital status compared to other regith®:%®
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Marital status affects how ASHA workers are perediwvithin traditional
rural communities, with married workers often sesnmore responsible and mature
due to societal norms. Married ASHA workers maydfih easier to connect with
other married individuals and access householasigir established social networks,
while unmarried workers may face challenges intidato married community

members.

Marital status influences the work-life balance ASHA workers, with
married workers potentially facing challenges in labaing professional
responsibilities with household duties and childcarhile unmarried workers may
have more control over their time and energy. Diedror widowed ASHA workers
may encounter stigma or discrimination in conséweatommunities, affecting their

acceptance and effectiveness in providing heakhsarvices.

Type of Family

The present study in Belagavi reported an almosgledistribution between
nuclear (53%) and joint (47%) families. A study Kwlar (2021) showed a higher
percentage (75.3%) of ASHAs in nuclear families anstudy in Vijayapura (2020)
indicated an even higher percentage (78.1%) of ASbi&longing to nuclear families.
These differences could be influenced by the soaladral norms and practices

prevalent in each regiofi."®

In joint families, ASHAs might benefit from the @mence of extended family
members who can assist with household tasks, alpwSHAS to focus more on
their community healthcare activities. In contra88HAs in nuclear families may
need to rely more on external support systems ornaanity resources to manage

their professional and personal responsibilities.
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Nuclear Family: ASHA workers from nuclear familieray have fewer
familial obligations compared to those from extehémmilies. This could allow them
more flexibility and time to dedicate to their rplpotentially enhancing their

availability for community outreach, training sess, and healthcare interventions.

Joint Family: ASHA workers from joint families magxperience both
advantages and disadvantages. While they may hdasger support network and
shared responsibilities within the household, they also face challenges related to

coordinating schedules and managing conflicts withe family dynamic.

Extended Family: ASHA workers from extended fansilieay have additional
responsibilities such as caring for elderly peome participating in family
ceremonies. This can impact their availability aidlity to respond to community
needs promptly. However, they may also benefit feolarger support network within

the family, which could help mitigate some of theballenges.

Educational Level

The percentage of ASHAs who completed high scheektdndary level)
education varied across the studies, with Sata@@1(2 showing the highest 70%
followed by present study at Belagavi 69%, Kolad3d2) 62% and Haryana (2022)
showing lowest 51.4%. This suggests that there beaylifferences in educational
infrastructure and opportunities between theseoreggiimpacting the education levels
of ASHAs. Studies in Haryana and Kolar showed &éigproportion of ASHAs with
undergraduate education (34.3% and 23.3% respbgtivempared to the present
study in Belagavi (13%) and Satara (5%). This iatis that Haryana and Kolar
might have better access to higher education oenmtiatives supporting ASHAS'

professional development compared to Belagavi aatdr®. Satara had the highest
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percentage of ASHAs (25%) with middle school edwcafprimary level), followed

by Belagavi (18%), Haryana (14.3%) and Kolar (7.3%6§ "

ASHAs with higher education levels are likely to spess enhanced
communication skills, critical thinking abilitiesid a better understanding of medical
information, which can lead to improved healthcdedivery. Regions with a higher
percentage of ASHAs with higher education may bé&ebeequipped to handle

complex healthcare interventions.

ASHA workers with higher levels of education mayvéaa better
understanding of healthcare concepts, disease mifene and treatment protocols.
They may also possess stronger communication skitlabling them to effectively
educate community members about health-relatedesssnd promote behavior

change.

ASHA workers with higher levels of education may ketter equipped to
undergo and benefit from training programs offebgdhealthcare authorities. They
may grasp new concepts more quickly, apply themcsffely in their work, and serve
as peer educators within their communities. Hidbeels of education enable them to
stay updated on healthcare trends and leveragadkxical tools for healthcare
delivery. Higher levels of education often correlatith improved critical thinking

skills, problem-solving abilities, and decision-nrakcapacity.

Families belonging to BPL and APL
In present study majority (76%) of ASHAs belongedBPL families and only
24% belonged to APL families which shows that m#&joof ASHAs were from

economically vulnerable families.
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ASHA workers from BPL backgrounds might have expece with the
healthcare challenges faced by economically dissdged communities. This can
enhance their empathy, understanding, and conmeutith the people they serve.
However, they may also face financial constrainid @source limitations, which can
impact their ability to access training, transpota and necessary supplies for their

work.

ASHA workers from APL backgrounds may not have #@me level of
personal experience with poverty and healthcaneadiges. However, they may bring
different perspectives and resources to their mlieh as better access to education
and financial stability. This can enable them tatdbute in terms of advocacy,

networking, and mobilizing resources within the coumity.

ASHA workers from BPL backgrounds may find it easeconnect with and
gain the trust of economically disadvantaged conitpjumembers, as they share
similar lived experiences. This can facilitate bettommunication, acceptance, and
uptake of healthcare services. Conversely, ASHAkexs from APL backgrounds
may need to work harder to establish rapport anedibility within these

communities.

Experience
The present study in rural Belagavi indicated thatgnificant majority (78%)

of ASHAs had extensive experience with 37 monthshore in the role. Other studies
revealed considerable variation in the percentddeSdiAs with more than 5 years of
experience. Haryana (2022) had the highest prapontif 88.6% of experienced
ASHAs, indicating a well-established and stable ASptogram in the region. Satara

(2021) followed with 75% experienced ASHAs, whitee ttribal area of Tamil Nadu
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(2019) had the lowest proportion of 57.8%, suggestpotential challenges in
retaining ASHAs in this particular area. The higpercentage of ASHAs with less
than 5 years of experience in the tribal area ahiT&Nadu (42.2%) may indicate
difficulties in retaining ASHAs in this region. Racs such as remote and challenging
working conditions, lack of amenities and limitegportunities for professional

growth may contribute to higher turnover rate&-"°

ASHAs with more experience are likely to have bekigowledge of the local
health issues, established relationships with tirangunity, and improved skills in

delivering healthcare services.

Experience plays a crucial role in shaping ASHAspdtience is a valuable
asset that enhances the effectiveness, resiliem,impact of ASHA workers in
delivering healthcare services to underserved comities. Experienced ASHA
workers often have a deep understanding of the aamti@s they serve, including
cultural norms, local healthcare practices, andioseconomic dynamics. This
knowledge enables them to build trust and rappath veommunity members,

enhancing the acceptance and uptake of healthearees.

With experience, ASHA workers often assume leadgrsbles within their
communities, serving as role models, advocates, raadtors for their peers and
community members. They can inspire and empowearstto take ownership of their

health, participate in community health initiativaad become agents of change.

Training Received
In the present study, a higher percentage (559%)Sb{As received more than

four rounds of training, while in a study in Kopg2D13) which is a poor performing
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district, majority (65.7%) of ASHAs received oniyp® round of training. This might
indicate potential challenges in delivering regutaining sessions to ASHAs in this
region, which could be due to resource constraifdgjstical issues, or other

factors®?’

Training on Birth Preparedness and Complication diess (BPCR) and
Maternal and Child Health (MCH) is crucial for emieang the effectiveness of ASHA

workers in promoting maternal and child well-being.

Training equips ASHA workers with essential knovged about the
importance of BPCR and MCH, including recognizingngder signs during
pregnancy, childbirth, and postpartum, as well rdeustanding key interventions for
preventing maternal and child morbidity and motyaliTraining provides ASHA
workers with practical skills and competencies 8saey for conducting community-
based interventions related to BPCR and MCH. Tatudes conducting home visits,
facilitating antenatal care, promoting institutibdaliveries, providing postnatal care,

and promoting essential newborn care practices.

Through training, ASHA workers learn how to idewtitarly signs of
complications during pregnancy, childbirth, and plestnatal period. They are trained
to provide timely referrals to appropriate healtiectacilities for further assessment
and management, thereby reducing maternal and t&anartality and morbidity.
Regular refresher training sessions enable ASHA®rsrto stay updated on the latest
evidence-based practices, guidelines, and innowatio BPCR and MCH. This
ensures that they maintain their knowledge andlissikahd adapt to changing

healthcare needs and priorities within their comitnes
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ASHAs who receive more frequent and updated trgiaire likely to be more
confident and competent in dealing with various ltheachallenges in their
communities. Consequently, their ability to deliwprality healthcare services and
facilitate positive health outcomes might be higbempared to ASHAs who receive

fewer rounds of training.

Support Mechanisms and Barriers faced by ASHAs:

In present study almost all (99) of them felt aveatdn their role as ASHA.
Majority of the ASHAs felt rewarded because of mguition in community (66%),
making difference in women'’s lives (91%), and beadge to help others (89%).
Majority (91%) of them agreed that support from AMMWW during home visit
makes it easy to communicate more effectively \pitignant woman and her family
members. Similarly, Debbarma et al (2021) studyeaéed that positive factors
influencing ASHAs were job satisfaction, dignity society, eté® Thomas Thattil at
al (2019) in Karnataka found that self-satisfacticeam work and social support
motivated ASHAS?

In present study, more workload (90%), less sa(80#6), non-cooperation
from community people (59%) and delayed salary (R2%re the common barriers
or challenges faced by ASHAs. Similarly, studies Mgndhe et al (2022) and
Manjunath et al (2022) identified common challendaesed by ASHAs, such as
insufficient pay, excessive workload, lack of propapervision, etc. Majority of the
ASHAs were not satisfied with their monthly incorfie®?%*

Addressing these barriers and bolstering the stipporfactors can
significantly improve the performance and impactA8HA workers in delivering

essential healthcare services to the underservachoaities in India.
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Main Variables of the Study

Knowledge of Pregnancy Danger Signs

The present study indicated that there was a sgnif improvement in total
pregnancy danger sign knowledge among participaftés the training. The mean
score before training (pre-test) was 31.55+15.8ticiwwas relatively low. However,
after the training the mean score increased sulisitgrto 73.45+12.64 indicating a
significant (p<0.001) enhancement in participamtsierstanding of pregnancy danger

signs.

Similarly, in a study by Azarudeen et al (2019)egmwancy danger sign
knowledge level improved from 15% to 80% followitige training program. These
findings highlight the effectiveness of the traminnterventions in enhancing
pregnancy danger sign knowledge among ASHASs. Prasedy had a higher Pre-test
mean score (31.55%), indicating relatively bet@sddine knowledge compared to the
tribal population in Tamil Nadu, where the baselkmowledge was reported to be
15%. This variation might be attributed to diffeces in the healthcare infrastructure,

training resources, and educational support availabtwo regions?

The present study indicated a higher baseline kedgd level of 31.55%
among ASHAs, which may be attributed to more effectand comprehensive
training programs in Belagavi. In contrast, thestabtially lower knowledge score of
7.2% in Koppal (2013) which is a poor performingtdct highlighted potential

shortcomings in the existing training initiatives ASHAs in that region®’

Relatively higher knowledge score of 54% observed Satara (2021)
compared to Belagavi (31.55%) indicates that thmiimg interventions in Satara had

been more successful in equipping ASHAs with theessary knowledge to identify
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and manage pregnancy danger signs. This highltgbtgmportance of well-designed
and targeted training initiatives in enhancing ASHAapacity to provide better
care*

Similarly, Shah et al (2018) mHealth interventidradribal area also resulted
in a significant increase in knowledge levels, fré®1% to 75%. These findings
highlight the importance of structured intervensioim enhancing frontline health
workers' capacity to identify and manage pregnaetated risks effectively. Shah et
al (2018) study introduced the use of mHealth tetdgy as an effective means to
deliver training and educational content to frardlihealth workers. The accessibility
and flexibility of mobile-based interventions cae particularly advantageous in
reaching remote and underserved areas, such asreiions. This makes mHealth
interventions a promising approach to bridge knolégaps in resource-constrained

settings’®

Sugandha's (2019) study in Mysuru found that 49.6#0ASHAs had
knowledge of danger signs during pregnancy. Orother hand, the present study in
Belagavi reported a mean pre-test knowledge scbi@l ®5%, indicating that the
majority of ASHAs in Belagavi had relatively lowéaseline knowledge levels of
pregnancy danger signs. The differences may beienfied by several factors,
including variations in the quality and content todining programs, sample size
selected, access to educational resources, anevileof support provided to ASHAS

in each regioff?

Knowledge of Antenatal Care (ANC)
In present study, there was a significant (p<0.0@iprovement in ANC

knowledge among ASHAs after the training interventi The mean pre-test
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knowledge score was 71.25+7.04, while the mean -tgsst knowledge score
increased substantially to 99.00+£3.80. This increaf 27.75% in Post-test scores
suggested that the educational intervention haditestantial positive impact on

ASHAs' understanding of ANC practices and guideline

In contrast, in Koppal (2013), the ANC knowledgeels were more evenly
distributed, with around 50.2% of ASHAs having gdathwledge and 49.8% having
average knowledge. These disparities may be inflegrby variations in training
programs, access to educational resources, anthtera infrastructure in the two
regions. The present study's findings indicate tiatmajority of ASHAs in Belagavi
had a high level of ANC knowledge even before th&rvention, suggesting the
presence of effective training and support systémshe region. Conversely, in
Koppal which is a low performing and backward déstraround half of the ASHAs
had average knowledge, highlighting the need fahér interventions and support to

improve their ANC knowledge levet§’

Similarly, in a study by Azarudeen et al (2019), @Nknowledge level
improved from 60% to 100% following the trainingopgram. These findings highlight
the effectiveness of the training interventionseeithancing ANC knowledge among
ASHAs. The two studies reported different baselffi¢C knowledge levels among
ASHAs. Belagavi had a higher pre-test knowledgeresoof 71.25%, indicating
relatively better baseline knowledge compared éottibal population in Tamil Nadu
(60%). The success of the training interventionbath studies can be attributed to
their tailored approaches to address the speadifcsvedge gaps of ASHAs in each

region’®
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On the other hand, Sugandha's (2019) study in MyBund that only 51.5%
of ASHAs had knowledge of ANC, indicating a lowemoportion of ASHAS with

adequate knowledge in Mysuft.

Knowledge of Information provided to Pregnant Women

In present study the significant (p<0.001) increase mean post-test
knowledge scores of 97.82+4.68 compared to the meaitest scores of 48.73+9.09
indicated that training had a substantial positeféect on information given to
pregnant women by ASHAs. The large difference betwthe mean pre-test and post-
test scores suggests a notable enhancement imftrenation provided to pregnant

women.

The present study's mean pre-test score of 48.T@8Reated that there was
room for improvement in ASHAS' effectiveness in\pding information to pregnant
women. On the other hand, Sugandha's (2019) stut4ysuru reported that around
78% of the respondents knew about the informatioverg by ASHAs for birth
preparedness. This finding suggests a relativethéni level of awareness among

pregnant women in Mysuru about essential aspelateckto birth preparedne%s.

Knowledge of Labor and Childbirth Danger Signs

In present study mean pre-test knowledge score 2¥akl+12.86, while a
significant (p<0.001) improvement was seen in pest-score to 53.22+10.39. This
increase of 26.11% in post-test scores suggeststabla enhancement in ASHAS'

understanding of these critical danger signs adiamd childbirth.

Similarly, in Tamil Nadu (2019) the training intemtion resulted in a

remarkable improvement, with all (100%) ASHAs acong knowledge of labor &
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childbirth danger signs after the training. In msstudy, the pre-test knowledge
score was 27.11%, indicating relatively betteriahiknowledge. In contrast, in Tamil
Nadu, only 15% of ASHAs had knowledge of these dasggns before training. This
difference in baseline knowledge levels may beugriiced by variations in training
opportunities, access to educational resources, thadregion-specific healthcare

context’®

Similarly, an interventional study in Andhra Pradlé2014) also demonstrated
a significant increase in knowledge scores of labarhildbirth danger signs from
24.96 + 6.37 in pre-test to 42.18 + 8.18 in post:t&lthough the magnitude of
improvement was slightly lower than that of the gemt study, it still signifies a
considerable enhancement in knowledge levels. Baillies assessed the baseline
knowledge levels of labor & childbirth danger sighefore implementing any
interventions. The mean pre-test knowledge scameloih studies were relatively
low, indicating that there was a knowledge gap agnuarticipants at the beginning of
interventions. Post-test knowledge scores in botidiss showed significant
improvements compared to pre-test scores, indigathe effectiveness of the

interventions in enhancing knowledfe.

Knowledge of Birth Preparedness

In present study, the mean pre-test score of bpthparedness was
44.50+14.25, whereas the mean post-test scoreasetesubstantially to 87.88+2.78.
This significant (p<0.001) increase in the post-se®re suggests that the training had

a positive effect on enhancing the participantsWledge of birth preparedness.

In contrast, a study in Mysuru (2019) reported $ia5% of the participants

had adequate knowledge of birth preparedness. Tdieethpercentage in Mysuru
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study suggested that a greater proportion of ppaints demonstrated knowledge of
birth preparedness compared to present study. iffexethces in knowledge levels
might be attributed to variations in sample chamastics and the contexts of the two
studies. Different populations and geographicahfimns may have varying levels of
awareness and access to information about birthapeeiness. The socioeconomic,
cultural, and educational backgrounds of the paditts could influence their

knowledge level&?

A study in Jaipur city by Meena et al (2016) repdra high knowledge level
of 84.88%, indicating that a large proportion ofe tiparticipants had a good
understanding of birth preparedness. In contrasgsgnt study in Belagavi reported a
much lower pre-test knowledge score of 44.50%, esiygg a relatively lower level
of knowledge in this rural area among the participaThe variation in knowledge
levels may be attributed to differences in the dangharacteristics and difference
between urban and rural regions of Jaipur and Belagocioeconomic factors and

regional disparities may also play a role in shgpive knowledge gal®

A study by Singh et al (2022) in Northern India egpd knowledge level of
65.9%, suggesting that a substantial number of plagticipants had some
understanding of birth preparedness. On the othed hthe present study reported a
lower pre-test knowledge score of 44.50%, indigatan relatively lower level of

knowledge in this area among the particip&nts.

In the present study, only 15% of the ASHAs wenentibto have a high-level
of knowledge, while 85% had a low level of knowleddn contrast, Kochukuttan et
al (2013) study in Koppal reported a higher peragat(71%) of ASHAs with good

knowledge and a lower percentage (27.5%) with gowwledge. The significant
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variation in knowledge levels emphasizes the imgraré of targeted training and
interventions for ASHAs to improve their knowledgegarding birth preparedness.
Providing comprehensive and region-specific edooali programs can help bridge
the knowledge gap and enhance the effectivene#s$SbiAs in promoting maternal

and child healthcart”

Knowledge of Postpartum Danger Signs

In the present study mean pre-test knowledge sfmrg@ostpartum danger
signs was 27.27+14.15, which significantly increhde 59.27+11.95 in post-test.
This significant (p<0.001) improvement in knowledgdicates that the intervention
had a positive effect on enhancing participantslesstanding of postpartum danger

signs.

However, in Shah et al (2018) study in tribal aresGujarat, knowledge
score in both intervention and control groups wast%, which suggested a higher
level of baseline knowledge compared to the presémdly. The impact of the
interventions in the two studies was strikinglyfeiiént. In present study, a significant
increase in knowledge levels after educationalrietetion was seen, with post-test
mean score rising to 59.27%. This suggests thagéniantion demonstrated
effectiveness in enhancing participants' understgnof postpartum danger signs. In
contrast, in Shah et al (2018) study, the knowlddgel did not change significantly
after the mHealth intervention, as both the intatie and control arms had similar

knowledge scores of 52.4%.

In the present study, 34% of ASHAs had a high-léwvelwledge, while 66%
had low-level knowledge. On the other hand, in Kadcalitan et al (2013) study in

Koppal, Karnataka, only 7.2% of ASHAs demonstraagdrage knowledge, while a
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strikingly high percentage of 92.8% had poor knalgke The variation in knowledge
levels could also be influenced by the effectivanes interventions and training
programs in each region. The regions where theiegudere conducted may have
varying degrees of resources and access to infmmainfluencing ASHAS'

knowledge level$”’

Knowledge of Postpartum Care

In present study, mean pre-test score for postpacare for mothers was
30.75+10.72, which increased substantially to 643193 in post-test. This significant
(p<0.001) increase in knowledge scores signifies fintervention’s impact was

positive and effective on enhancing participantslarstanding of postpartum care.

In contrast, Sugandha'’s (2019) study in Mysuru mepoa significantly higher
percentage of postpartum care, with 86.1% demdisjrggood knowledge. Both
studies highlighted the importance of continuouscation and awareness programs
for healthcare providers and mothers to enhancevleage about postpartum care

practices?

On the other hand, Meena et al (2016) study inudaiity reported a much
higher knowledge level of 85.46%, indicating thasignificant proportion of the
participants had good knowledge about postpartuie dde significant difference in
knowledge levels suggested that interventions amdreness programs related to
postpartum care might have been more effectiveaipud City, leading to higher

knowledge levels among participants compared tequrestudy at rural aré&
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Knowledge of Baby Care

In the present study, mean pre-test score for bedng after birth was
.43.50£10.72, which increased substantially to 95323 in the post-test. This
significant (p<0.001) increase in knowledge scameggested that intervention was
highly positive and effective on enhancing partéeifs’ understanding of baby care

after birth.

Similarly, Azarudeen et al (2019) study reportedmmarkable increase in baby
care knowledge from 55% before training to 98% raftaining of ASHAs. The
effectiveness of the respective interventions Mhjgited the importance of training
and capacity-building programs for healthcare ptexs and ASHAs. Continuous
education and training are vital to enhance babg &owledge and contribute to

better maternal and child healthcare outcofies.

Similarly, Shah et al (2018) study reported a gigant increase in baby care
knowledge from 57% in control group to 75% in inemtion group. The studies
indicated that both interventions were effectiveimproving baby care knowledge.
However, the magnitude of improvement in presamdysts notably higher, with post-
test knowledge score reaching 95.25%. In contratdrvention group in Shah et al

(2018) study showed a post-test knowledge scor&uf®

Knowledge of Breastfeeding

In present study, mean pre-test knowledge scordreéstfeeding among
ASHAs was 64.40+10.72, with significant (p<0.00Xj)crease in knowledge to
96.40+3.93 in post-test. This indicates that int@tion was positive and effective in

enhancing ASHAS' understanding of breastfeedingtioes.
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Azarudeen et al (2019) study reported an even raobstantial increase in
exclusive breastfeeding knowledge from 63.9% befivagning to 98.73% after

training. Both studies showed a statistically sigant improvement?

However, in Shah et al (2018) study, there was igaif&cant change in
ASHAs' knowledge of breastfeeding, as both therobmind intervention groups had
a knowledge score of 94.5%. The present study aetlistatistical significance with a
p-value of <0.001 at a 95% CI, indicating that tbkserved improvement in
knowledge is unlikely to have occurred by channedntrast, Shah et al (2018) study
did not report statistical significance as thereswa significant change in knowledge

scores between the control and intervention gréups.

Practice of ANC Service Provision

The present study had a mean pre-test score of8£K0372, which
substantially increased to 88.93£3.93 in post-tése significant (p<0.001) increase
in post-test scores indicated that the interventiad a high impact on enhancing
participants' understanding of ANC service provisidhe substantial increase in
post-test knowledge scores by approximately 24.58¢gests that the intervention's
content and delivery methods were successful ircagthg participants about ANC

services.

Similarly, Karol et al (2014) study in Rajasthamfid that ASHAS' practice of
ANC service was 67.33%. Both scores are relatietdge, suggesting a similarity in
the baseline knowledge or practice levels relateANC services among ASHASs in

these region¥’?
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Shukla and Bhatnagar (2012) study in Uttarakhandndo that ASHAs
provided ANC services at a rate of 69.7% which wimsilar to present study. The
similarity in these scores suggests that ASHAs playactive role in delivering ANC
services in both regions. Comparing the practiéesSHAs in different regions, such
as Karnataka and Uttarakhand, can facilitate tharirsth of best practices and

strategies to further improve ANC service deliver.

Practice of Birth Preparedness Services

In present study, pre-test practice score was 460.Z2, which increased
significantly (p<0.001) to 99.18+3.93 in post-teBhe intervention had a remarkable
impact on enhancing ASHAs' ability to provide birthreparedness services
effectively. The substantial increase in post-fgsictice scores by 53.06% indicates

the success of the intervention.

A systematic review conducted by Maryuni (2022)uised on BPCR practice
in rural areas of developing countries. The oveBHCR practice ranged from
32.78% to 61.8%, suggesting a wide variation ineaelhce to BPCR guidelines
across different settings and countries. This wialege of results highlighted the
heterogeneity in BPCR practices and indicated thate might be various factors
influencing the effectiveness of BPCR servicesuirakareas of developing countries.
The systematic review approach allows for a brogaerspective on the topic,
drawing data from multiple studies, but it also genets challenges in terms of

standardization and comparability due to the divesestings includetf.

The present study reported a lower pre-test pexcoore of 46.12%, while
Singh et al (2022) study in Northern India foundhigher practice score of 65.9%.

This variation suggests regional disparities ofedénces in healthcare practices and
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interventions. One possible reason for the vamatio practice levels could be the
effectiveness of the interventions or training peogs provided to ASHAS in each

region®®

Similar to the present study, Kari and AngolkarZ2Pstudy found a practice
score of 49.1%. This suggests that ASHAs in thgiore demonstrate comparable
practice levels for birth preparedness servicescalLdactors can influence the

effectiveness of interventions and capacity-buidinitiatives for ASHAs"*

Levels of BPCR Knowledge and Practice among ASHAs

Before BPCR training, the distribution showed thamajority (60-80%) of
ASHAs had a moderate level (Mean+SD) of knowledgd practice scores, with a
smaller proportion of 10-20% having low level (Me@D) and 10-20% having high
level (Mean+SD). This indicates a baseline whesegaificant portion of ASHAs had
room for improvement in their BPCR skills. Postitiag, there was a remarkable
shift in BPCR knowledge and practice levels, appnaely 90-100% of ASHAs
attained a high level of knowledge and practiceresg,owith only around 10%
remaining at a moderate level. This suggests tmattiaining program effectively

elevated the competency levels of ASHAs in BPCR.

This improvement is crucial as it indicates enhdnpeeparedness among
ASHAs to handle birth-related complications andvite better care to pregnant
women. It also reflects positively on the effectiges of the training curriculum and
methodologies employed. However, it's essentiatdosider on-going support and

reinforcement of these skills to ensure sustaimetigiency over time.
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Association of sociodemographic factors with BPCR Kowledge and Practice
among ASHAs

A community-based study conducted by Joseena (282Brala found that
educational status had a noteworthy correlatio kitowledge scores. Similarly, in
present study also we found an association betkeeawledge scores and educational

statust?®

A study on 80 ASHAs at Gujarat by Bhanderi et @1@) found that there
was an association between ASHAs performance ast tlaining received.
Kochukuttan et al (2013) study findings at rural rik@taka also revealed that
knowledge was significantly associated with recamd repeated training of ASHASs.

Similar findings were observed in present sttftfy”

Similarly, a systematic review by Solnes Miltenbetgal (2017) revealed that
an intervention at both community level and fagilgével improved the utilization of
health care system at birth. Higher education levat positively associated with

improved BPCR levels and better resdts.

An interventional study on 130 ASHAs at Andhra Rsid by Renuka et al
(2014) revealed that ASHAs with higher educatiod arore age had higher pre-test

score. Similar findings were observed in presamdyst®

Effect of ASHA training on Mothers’ Knowledge and Ractice of BPCR
Based on findings of present study, it can be mefitrthat training of
Accredited Social Health Activists (ASHAs) had s&ttally significant and positive
impact on improving Mothers' knowledge and practéeBPCR. Findings suggest

that the intervention of providing training to ASH/Aeffectively empowered them
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with necessary knowledge and skills to educatesapgort expectant mothers in their
communities. This improvement in knowledge and ficaccould potentially lead to
better birth outcomes and increased readiness talldhacomplications during
childbirth, thereby contributing to the overall imgement of maternal and neonatal

healthcare in the studied population.

A systematic review conducted to evaluate statuBRER among pregnant
women in Ethiopia by Berhe et al (2018) revealeat tB2% of the women were
adequately ready for childbirth, in present study28% women were adequately
ready, which was almost similar. Around 26.33% ofpertant mothers were
knowledgeable about warning signs during pregndnutyin present study only 4.5%

were knowledgeable, which was in contrgst.

A systematic review by Solnes Miltenburg et al @Pfo assess the effect of
BPCR interventions revealed that in majority of gtedies following intervention, a
rise in BPCR knowledge was seen. Similarly, in eréstudy also there was a rise in

BPCR knowledge in training grodp’

A quasi-experimental study was carried out in UReadesh, India by Baqui et
al (2008) to provide BPCR counseling to pregnantmen and their families.
Intervention district demonstrated enhanced coweiiagall essential newborn care
indicators. Similarly, in present study also newrbgare knowledge & practices

improved significantly in intervention group of wem*?®

A cluster-RCT in Uttar Pradesh by Kumar et al (20¥ealed improvements

in birth preparedness, umbilical cord care, andastfeeding in intervention arm.
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Similarly, in present study there was significanprovement in BPCR and baby care

among intervention group®

A study carried out on 385 postpartum mothers loylilzt al (2019) showed
health education regarding BPCR notably led to gniBcant increase in SBA
utilization, but it did not show the same effect early postnatal care (EPNC)
utilization. On the contrary, in present study kieaducation on BPCR increased

practice of BPCR as well as PN&.

Cross-sectional studies conducted in Indore CityAgarwal et al (2010),
Udupi taluk by Gurung et al (2017), rural RwandaKajisa et al (2018) revealed that
20-50% of expectant mothers were adequately readyldlivery. In present study

35.28% of expectant mothers were adequately rezdghildbirth?”"812

A study was carried out in South Wollo, Northweshi&pia by Bitew et al
(2016) found that only 24.1% expectant mothers veelequately ready for delivery,
in present study 35.28% were prepared. Pregnantenw@nknowledge of pregnancy,
delivery, and postnatal danger signs were 23.2%5%2and 9.6%, respectively, but

in present study it was 5.95%, 4.78% and 4.23%eeely which was very low*
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SUMMARY

In developing nations, maternal mortality poses igniBcant challenge,
impacting the lives of countless women. AccordingWHO, approximately
300 million women in these regions experience \evibealth issues due to
pregnancy and childbirth, whether short-term orugimd). To address this
concern, WHO recognizes BPCR as a crucial compaoifettie ANC package.
In this context, ASHA workers assume a pivotal rimlgroviding healthcare
support to expectant mothers within their local owmities. However, their
knowledge and practice of BPCR might be insuffitiem address potential

complications during pregnancy and childbirth.

Current study was undertaken to assess the fagsdnid acceptability of Birth
BPCR plan by ASHAs and to evaluate the effect o€BRraining of ASHAs

on knowledge & practice of BPCR among pregnant wame

A Quasi-Experimental Pre-Post design was used fial megion of Belagavi
Taluka. All ASHAs of 1 CHC and 2 PHC were includedhe study. Recently
delivered mothers under the catchment area of ASké&® included to assess
the effect of training of ASHASs.

Baseline (Pre-test) data was collected from ASHAs #Mothers through
interview using a standard tool by JHPIEGO to asslee baseline knowledge
and practice of BPCR.

Intensive and meticulous training was provided 8H®&s using a Birth Planner
regarding knowledge and practice of BPCR. ASHAm#&d pregnant women of

their catchment area regarding BPCR using Birtimiéa
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Endline (Post-test) data was collected from botiHAS and mothers. The data
was entered and analyzed using SPSS version 2% Bescriptive and
inferential statistics were employed during thelysia process.

At the outset, both ASHA workers and mothers exbdilow levels of
knowledge and practice of BPCR. However, after woieg the intense
training and health education interventions, aifiant (p<001) improvement
was found in their scores.

Pre-test mean knowledge scores of ASHAs regardiegnancy, labor and
childbirth, postpartum danger signs were 31.55%]1 2%, 27.27% respectively
which increased significantly to 73.45%, 53.22%,25% after intervention
(post-test).

Pre-test mean knowledge and practice scores of ASkegarding ANC were
71.25% and 64.38%, which increased significantlypwst-test to 99% and
88.93%

Pre-test birth preparedness knowledge of ASHAs 44a50% which increased
to 87.88% in post-test. Practice scores (%) of Bifreparedness services
increased from46.12% (pre-test) to 99.18% post-test

After the training ASHASs helped in birth preparedgs®f pregnant women by —
identifying the health facility for delivery and emgency, identifying referral
units for complications, identifying transportatjdrelping in emergency funds,
accompanying pregnant women for delivery as biaimganion, and identifying
an appropriate blood donor for emergency.

ASHAs felt motivated because of their dignity am$pect in the community

and support from the community. They had job satisbn because they were
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able to bring positive changes in pregnant womdiféesand help the needy
people.

» The main barriers for their performance were irtaguand insufficient
incentives, inadequate trainings, inadequate supplgssential materials and
insufficient health care facilities.

» ASHAs accepted the Birth Planner as an useful itodtaining and educating
pregnant women and family members and making & plen effectively. They
accepted that the tool was appropriate and easyeto

» The effect of ASHA training was assessed throughhers’ knowledge and
practice of BPCR which increased significantly. &8ase knowledge scores of
pregnancy, labor and childbirth, postpartum darsigns were 5.95%, 4.78%,
4.23% respectively among the mothers who were raed, but knowledge
scores increased to 26.36%, 17.81%, 16.87% resphctamong trained
mothers.

»  Baseline ANC knowledge and practice in mothers auithraining were 47.39%
and 61.30%, respectively, endline scores amongddaimothers increased to
57.98% and 72.43%.

»  Baseline birth preparedness knowledge and praictiogthers without training
were 28.94%, 35.28% respectively, endline scoresngmtrained mothers

increased to 68.31% and 63.41%.

» ASHAs education and training were found to haveositive correlation with

knowledge and practice.
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CONCLUSION

Present study focused on assessing the feasikility acceptability of
implementing BPCR plans through ASHAs in a rurgioe of Belagavi Taluka. The
findings revealed that both ASHA workers and mathiitially had low levels of
knowledge and practice regarding BPCR. Howeveer attceiving intense training
and health education interventions using a BirdnPRér, a significant improvement
was seen in their knowledge and practice scoreslyStighlighted the importance of
BPCR as an essential element in antenatal caresigndicance of incorporating

intense training and health education interventiats existing MCH programs.

Through proper birth preparation and readinespdssible complications, the
three stages of delays in decision of seeking caregssing a health facility, and
receiving suitable treatment can be minimized. Aseault, this contributes to
lowering maternal and neonatal health issues atatitfes. By implementing BPCR
plans through ASHAs, healthcare systems can taksigaificant step towards
achieving better preparedness and care for chitdbomplications, thus contributing

to the overall well-being of mothers and infants.

ASHA cadre in India holds significant promise irdegssing the issue of high
maternal mortality, given their vast numbers, ydéuitrage, high motivation, and
grassroots presence. However, the current staéafs indicates that even the most
motivated ASHAs may not be able to effectively sawaternal lives due to
inadequate training, lack of key knowledge andiskdnd insufficient support from
the health system. To maximize the potential im@hSHAS in reducing maternal
mortality, urgent action is required to provide eggiate training within a supportive

and functioning health system.
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Policymakers and healthcare providers should censidtegrating BPCR
initiatives into their strategies to achieve sustdi improvements in birth outcomes
and overall healthcare quality. This includes raguéfresher training and supervision
of ASHAs and providing regular and sufficient intees to overcome barriers and

enhance their performance.

The results of this study serve as valuable evigldioc health systems in
developing countries, guiding them to prioritizee ttraining and empowerment of
frontline healthcare workers like ASHAs and enhagccommunity-based maternal
healthcare services. It is hoped that the findindlscontribute to the global effort to
reduce maternal mortality and improve the healthaall-being of mothers and their
newborns, ultimately moving closer to achieving t8umable Development Goals

related to MCH.
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FUTURE SCOPE

1. Follow-Up Studies. Conducting follow-up studies after a certain per{e.qg.,
six months or one year) to assess implementatioBRER plan and re-
evaluate the knowledge and practice of BPCR amoB8#MA workers and
recently delivered mothers. By doing so, we canemeine if the
improvements in BPCR scores are sustained over tmé# there is any

decline in knowledge and practice.

2. Comparative Studies: Conducting comparative studies between the
intervention group (ASHA workers who received irgertraining and health
education) and a control group (ASHA workers withierventions) would
help in determining the direct impact of the intartions by comparing the

changes in knowledge and practice scores betweemvthgroups.

3. Maternal and Neonatal Health Outcomes. Assessing outcomes such as
MMR, neonatal mortality rates, IMR, and other birgtated complications,
after the implementation of the interventions caiphn establishing a direct
correlation between the improvements in BPCR kndgdeand practice and

the actual health outcomes.

4. Dissemination of Findings: Publishing the study's findings in peer-reviewed
journals and sharing the results with relevant eftalders, including
policymakers, healthcare professionals, and nomgouental organizations
would raise awareness about the importance of BR@&ventions and
encourage evidence-based decision-making in matexnd child health

programs.
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LIMITATIONS

Limited Generalizability: Current study was conducted within a particular
geographic region, which could restrict its ap@iity to a broader
population with different socio-cultural contextsdahealthcare systems. The
effectiveness of the intense training and healtication interventions may

vary in diverse settings.

Lack of Control Group: Due to the lack of a control group in study design
becomes difficult to attribute the improvementsespolo intense training and
health education interventions. Without a contnaugp, it is difficult to rule

out the influence of other factors or interventidhat could have contributed

to the observed changes.

. Short-Term Evaluation: The study's design, with pre- and post-interventio
assessments, provided valuable information abeuinimediate impact of the
training and health education. However, it does offér insights into the
long-term sustainability of the improvements or fiwential waning of the

intervention's effects over time.

Limited Outcome Measures. The study primarily focused on assessing
knowledge and practice scores related to BPCR. aMhiése are important
indicators, they might not capture full impact aftarventions on MCH

outcomes.

Recall Bias: Since study involved recently delivered motherereé could be a
recall bias in their responses, particularly ifytiveere asked to recall events

and actions that occurred during childbirth.
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RECOMMENDATIONS

1. Continued Intense Training and Health Education: The study

demonstrated that intense training and health diducsignificantly improved
the BPCR knowledge and practice of ASHAs and pregwamen. Therefore,
it is recommended to continue providing regular anchprehensive training
sessions to ASHAs and use tools like the BPCR glatm educate pregnant
women. Training should cover various aspects of BRi@cluding identifying

danger signs, birth planning, and emergency prepass.

. Incorporate BPCR into Maternal and Child Health Programs.

Policymakers and healthcare providers should iategBPCR training and
health education into existing maternal and chédlth programs. This would
ensure that all pregnant women and ASHA worker®ivecthe necessary

knowledge and skills to deal with potential birtngplications effectively.

. Community-Based Awareness Campaigns. Community-level awareness
campaigns should be conducted to emphasize thetamope of BPCR. These
campaigns can involve community leaders, localtheate workers, and other
stakeholders to promote the understanding and ipeacf BPCR among

pregnant women and their families.

. Monitoring and Evaluation: Regular monitoring and evaluation of the
effectiveness of the training and health educatmarventions are essential.
By assessing the impact of these interventions tiwes, adjustments can be

made to improve their outcomes continually.
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. Incentives and Recognition: Recognizing the efforts of ASHA workers in
promoting BPCR and providing incentives for theatize involvement in
improving maternal and child health can enhancer theotivation and

commitment.

. Peer-to-Peer Learning: Encourage peer-to-peer learning among ASHAs and
pregnant women to reinforce BPCR knowledge and tigecEstablishing
support groups or networks can facilitate the ergkaof experiences and best

practices.

. Accessible and Equitable Healthcare Services. Ensuring access to quality
healthcare services, especially emergency obstedrig, is vital for effective
BPCR. Efforts should be made to improve healtho#rastructure and reduce

geographical barriers to healthcare facilities.

. Mobile Health Technology: Utilize mobile health (mHealth) technology to
disseminate BPCR information and reminders. Mobjg@s and SMS-based
platforms can be used to provide ongoing suppattramforcement of BPCR

practices.

. Research and Data Collection: Further research should be encouraged to
explore the long-term impact of BPCR interventiars maternal and child

health outcomes.

10.Collaboration and Partnerships. Collaboration between government

agencies, non-governmental organizations, and atia&eholders is essential
for the successful implementation of BPCR interi@rd. Pooling resources

and expertise can lead to more effective and s\wadtée outcomes.
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ANNEXURE Il — Informed Consent Form — ASHAs

KLE Academy of Higher Education and Research, Belaayi

Informed Consent Form - ASHAs

Feasibility and Acceptability Study of Implementing Birth Preparedness and

Complication Readiness Plan through ASHAs — A Hedlt System Research

Investigator: Dr. Annapurna Kari Guide: Dr. Mubashir Angolkar

Objective: To assess feasibility and acceptability of Birthegaredness and

Complication Readiness plan by ASHAs.

Introduction: Every pregnant woman faces the risk of sudden, adigiable
complications that could end in death or injuryh&rself or to her infant. Pregnancy-
related complications cannot be reliably predictaterrelated sociocultural factors
which delay care-seeking and contribute to deaties delay in - identifying
complication and deciding to seek care, identifyamgl reaching a health facility, and
receiving adequate and appropriate treatment ath#adth facility. BPRC is an
intervention, included by WHO as an essential elgnoé the antenatal care package,
to improve the use and effectiveness of key makemna newborn health services. It
encourages pregnant women, their families and camires to effectively plan for
births and deal with emergencies. Hence, this sisiglanned to assess feasibility and
acceptability of Birth Preparedness and CompliceReadiness plan by ASHAs. You
are being invited to participate in this studyetit] “Feasibility and Acceptability
Study of Implementing Birth Preparedness and Caraptin Readiness Plan through

ASHASs — A Health System Research”.
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Explanation _of Procedure: Training on implementing Birth Preparedness and

Complication Readiness (BPCR) plan will be providedall ASHAs. Pictorial
booklets and pamphlets on Birth Plan will be disited to you which will help you to
promote key maternal and neonatal health practoelsto educate pregnant woman
and her family members regarding BPCR plan. Youlvédlimplementing BPCR Plan
among pregnant women of your catchment area. Aft@onths of training, you will
be checked for retention of knowledge and you walretrained. After one year of
training you will be again interviewed to assess Beasibility and Acceptability of

implementing BPCR Plan among pregnant women aratidsed factors.

Withdrawal of Participants: Your participation in this study will be voluntaryou

are free to decide whether to participate or nahenstudy. In case you decide not to

participate in the study, you will be able to withe your participation.

Possible Benefits:-You will not be assured any benefits but will cotneknow the

pregnancy related complications and importanceRER plan.

Possible Risk:There will not be any risk involved in this studihis collected data

will be used for research purposes only.

Privacy and Confidentiality: Your identity will not be revealed. All the inforrian

collected will be coded so that no one will knowuyadentity. The data collected

from you will be kept confidential and only aggrégrhdata will be published.

Financial Incentives: You will not receive any payment towards your gapition in

this study.
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Authorization of Publication: Results of this study may be published for scientif

purposes and/or presented to scientific groupsgeliewyou will not be identified.

Question: If you have any questions about the study, you Ishatontact
Dr. Annapurna Kari (Lecturer, Department of Public Health, INMC, Nehagar,
Belagavi) Mobile no-97410509940r you may contacDr. Mubashir Angolkar
(Asso. Prof & I/C HOD, Department of Public HealtBdNMC, Nehru Nagar,
Belagavi) Mobile n0o-098869836241f you have any question about your right as a
study participant, you may contdot. A. P. HogadeMD, Chairperson, Institutional
Ethical Committee, JNMC, KAHER, Belagavi, at photiee — 0831-2473777

Extension - 4052

Legal Rights:

By signing this consent form, we are not waving ahyour legal rights.
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Consent Statement

I am making a voluntary decision to participatetie study. My signature below
indicates that | have decided to participate ahdJe read the information provided
above (or the information provided above has be@d to me) and | was given the

opportunity to ask questions and that they have beswered to my satisfaction.

Name of the Participant: Signature of the Partigpant:

Or left thumb impression:

Name of the Witness: Signature of the Witness:
Name of the Researcher: Signature of the Reseaer:
Date: Place:

r GHC J.:I4



Annexures

ANNEXURE Il — Informed Consent Form — Mothers

KLE Academy of Higher Education and Research, Belaayi

Informed Consent Form - Mothers

Feasibility and Acceptability Study of Implementing Birth Preparedness and

Complication Readiness Plan through ASHAs — A Hedlt System Research

Investigator: Dr. Annapurna Kari Guide: Dr. Mubashir Angolkar

Objective: To study the Effect of training ASHAs on Birth Bezedness and

Complication Readiness (BPCR) plan by pregnant wome

Introduction: Every pregnant woman faces the risk of sudden, adigiable
complications that could end in death or injuryh&rself or to her infant. Pregnancy-
related complications cannot be reliably predictaterrelated sociocultural factors
which delay care-seeking and contribute to deaties delay in - identifying
complication and deciding to seek care, identifyamgl reaching a health facility, and
receiving adequate and appropriate treatment athgadth facility. BPRC is an
intervention, included by WHO as an essential elgnoé the antenatal care package,
to improve the use and effectiveness of key makemna newborn health services. It
encourages pregnant women, their families and camtres to effectively plan for
births and deal with emergencies. Hence, this sisigyanned to assess the Impact of
Birth Preparedness and Complication Readiness plao. are being invited to
participate in this study titled, “Feasibility adtceptability Study of Implementing
Birth Preparedness and Complication Readiness flemugh ASHAs — A Health

System Research”.
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Explanation of Procedure: In this study, an interview will be conductedwitl last

for approximately 20 to 30 minutes.

Withdrawal of Participants: Your participation in this study will be voluntaryou

are free to decide whether to participate or nahenstudy. In case you decide not to

participate in the study, you will be able to withel your participation.

Possible Benefits:-You will not be assured any benefits but will cotneknow the

pregnancy related complications and importanceRER plan.

Possible Risk:There will not be any risk involved in this studihe interview will

only be used for the sake of informati@garding BPCR by mothers of study area.

Privacy and Confidentiality: Your identity will not be revealed. All the inforrian

collected will be coded so that no one will knowuyadentity. The data collected

from you will be kept confidential and only aggrégrhdata will be published.

Financial Incentives: You will not receive any payment towards your gapition in

this study.

Authorization of Publication: Results of this study may be published for scientif

purposes and/or presented to scientific groupsgeliewyou will not be identified.

Question: If you have any questions about the study, you Ishatontact
Dr. Annapurna Kari (Lecturer, Department of Public Health, INMC, Nehagar,
Belagavi) Mobile no-9741050994or you may contacDr. Mubashir Angolkar
(Asso. Prof & 1/C HOD, Department of Public HealtdNMC, Nehru Nagar,
Belagavi) Mobile no-098869836241f you have any question about your right as a

study participant, you may contdot. A. P. HogadeMD, Chairperson, Institutional
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Ethical Committee, JNMC, KAHER, Belagavi, at photire — 0831-2473777

Extension - 4052

Legal Rights:

By signing this consent form, we are not waving ahyour legal rights.

Consent Statement

I am making a voluntary decision to participatetle study. My signature below
indicates that | have decided to participate ahdve read the information provided
above (or the information provided above has bean to me) and | was given the

opportunity to ask questions and that they have beswered to my satisfaction.

Name of the Participant: Signature of the Partigant:

Or left thumb impression:

Name of the Witness: Signature of the Witness:
Name of the Researcher: Signature of the Reseaer:
Date: Place:
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ANNEXURE [Il — Questionnaires

Interview Schedule for ASHAS

‘Feasibility and Acceptability study of Implementing Birth Preparedness and

Complication Readiness Plan through ASHAs- A Health System Research’

Identification No e

District e

Block/PHC/CHC e

Vilage e

Name of the sub centre

Start Time........cocoevvenenen. End Time.........cooveveeennn. Date
General Information of ASHA
Q. No. Question Options Code
1. Name:
1. < 30 years
2. Age 2. 30-39 years
3. 40-49 years
4. > 50 years
3. 1. Single
Current Marital Status 2. Married
3. Widowed
4, Divorced
5. Separated
4, 1. Hindu
Religion 2. Muslim
3. Christian
4, Others
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1. Primary
5. Highest level of Education 2. Secondary
3. Undergraduate
4, Graduate
5. Post-graduate
1. Primary
6. Highest level of Education 2. Secondary
of Husband 3. Undergraduate
4, Graduate
5. Post-graduate
1. Service Worker
7. Occupation of the Husbangd 2. Skilled Worker
3. Agricultural Worker
4, Self Employed
5. Elementary-Unskilled
Labourer
8. Total family income per
month
9. Family belongs to 1. BPL
2. APL
1. Nuclear
10. House hold Structure 2. Joint
3. Extended
11. Number of family members
12. Number of living Children| 1. Male............
2. Female.........
1. 6 — 12 months
13. | Since when are you working 2. 13 — 24 months
as ASHA? 3. 25 — 36 months
4, > 36 months
1. 1 round
14. How many rounds of 2. 2 rounds
training have you receivedp 3. 3 — 4 rounds
4. > 4 rounds
15. Did you receive any training 1. Yes
in the last 3 months? 2. No
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Pregnancy Related — Knowledge
Yes
1. | Can unforeseen problems related No
to pregnancy occur during any 3. Don’t know
pregnancy or childbirth that coulc
endanger the life of a woman?
Key Danger signs Other Danger signs
2. | What are some serious health | 1. Severe bleeding 1. Severe headache
problems that can occur during | 2. Swollen hands/face| 2. High fever
pregnancy that could endanger th&. Blurred vision 3. Loss of consciousnes
life of a pregnant woman? 4. High BP 4. Difficulty breathing
5. Severe weakness
6. Severe abdominal
pain
7. Convulsions
8. Water breaks without
labor
9. Accelerated/ reduced
fetal movements
10. Other (Specify)......
In your opinion could a woman die 1. Yes
3. | from any of above-mentioned 2. No
problems? Don’t know

4. What are the Components of Antenatal Care (ANC)?

Options

Components of ANC

Early registration

Regular weight check

Blood test for Anaemia

Blood test for HIV/AIDS

Urine test for protein and sugar

Measuring blood pressure (BP)

2 I e I B A

IFA tablets for 3 months
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8. | Two doses of TT injection
Nutrition education

10. | Hygiene education

11. | Birth preparedness

12. | Complication Readiness

13. | Ultrasonography (USG)

14. | Blood test for Sugar (RBS)

15. | Thyroid test (TSH)

16. | Blood test for Hepatitis (HbsAQ)

17. | Syphilis Test (VDRL)

6. What information do you provide when you visitgmant woman and their families?

1. | All the pregnant women are at risk of develoginggnancy related complications.

2. | Maternal complications are unpredictable buttegatable.

3. | Importance and Components of ANC visits.

4. | Signs and symptoms of complications during paegy, child birth and postpartum
period.

5. | Birth preparedness plans Eg; Nearby healthifiaéd deliver, birth companion, saving
money for delivery/complications, identification todnsport, contingency plans in the
event of complications etc.

6. | Family planning (Contraceptive) methods.

7. | Other (Specify)............

7. | When should a pregnant woman register 1. 1% trimester
for Antenatal Checkup (ANC)? 2. 2" trimester

3. 3" trimester

8. | How many Antenatal Checkups (ANC) 1. Three

should a pregnant woman have? 2. Four
3. > Four
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Labor and Childbirth — Knowledge

What are some serious
health problems that can
occur during Labor and
Childbirth?

Key Danger Signs
1.Severe vaginal

bleeding

2. Prolonged labor (>12 | 3. Loss of consciousness

hours)

3. Convulsions

4. Retained placenta
beyond 30 minutes
5. High BP

Other Danger Signs
1.Severe headache

2. High fever

4. Other (Specify).......

In your opinion could a
women die from any of the

above mentioned problems”

?

1.
2.

3

Yes
No
Don’'t know

What are some things a
woman can do to prepare
for birth?

. Identify blood dono

N o o b~ 0N P

. Identify health facility
. Identify skilled provider

. Identify mode of transportation

. Save money for delivery/complications

. Identify birth companion

r

. Prepare clean items for birth
8. Others (Specify)............

Postpartum Care — Knowledge

Key Danger Signs

Other Danger Signs

What are some serious health. Severe vaginal | 1. Severe headache
problems that can occur bleeding 2. Blurred vision
during the first 2 days after | 2. Malodorous 3. Loss of consciousness
birth that could endanger thevaginal discharge | 4. Difficulty breathing
life of the woman? 3. High fever 5. Severe weakness
4. Convulsions 6. Swollen hands/ face
5. High BP 7. Other (Specify).........
In your opinion could a 1.|Yes
woman die from any of the No
above-mentioned problems?y 3. | Don’t know
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1. | Early breastfeeding (within 1
Could you name some types 2. | hour)
of basic care that can be 3. | Exclusive breastfeeding
provided to a newborn baby 4. | Dry and wrap
immediately after birth? 5. | Cord care
Other (Specify).........
1.| Once at 3 weeks
How many times should a 2. | Once at 6 weeks
mother have postpartum 3. | 3 times: at 6 hours, 6 days an
checkup after childbirth? 4. | 6 weeks
5. | Any time she has danger sign
6. | Only if she has danger sign
Other (Specify)..........
During postpartum visit what 1. | Rest for at least 6 weeks
would you advise the 2. | Eat more nutritious food
mother? 3. | Exclusive breastfeeding for 6
4. | months
5. | Need for contraception
methods
Others (Specify)........
Dry the baby and keep the
What things would you baby warm
) ) Delay first bath for the baby
advise regarding baby care 3. for at least 6 hours
after childbirth? Cord care
Others (Specify).......
1. | Start breastfeeding within 1
What things would you hour after birth
) ) Exclusive breastfeeding for 6
advise regarding months
breastfeeding? 3. | Breastfeed as and when the
baby needs it.
4. | Correct position for

breastfeeding.
Others (Specify)........
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Antenatal Care Service Provision

1. Antenatal care Service

What is the actual

Actual

provision

provision of
services by you to

pregnant women?

1. Helping in registration for ANC

services / JSY scheme.

2. Calculating date of delivery

3. Providing home visits

4. Helping with at least 4 ANC

checkups.

5. Facilitating TT injections.

6. Providing Iron/Folate tablets

7. Escorting them to village health

day

8. Get nutrition supplements from

Anganwadi centre.

9. Advising them on hygiene and

nutrition.

10. Others (Specify)........

2. Birth Preparedness Service

Actual

provision

1. Counseling for Institutional

delivery.

2. Explain cash assistance benefits

for institutional delivery.

3. ldentify transportation for

delivery/emergency.

4. |dentify a functional Govt. health
centre or an accredited private

health facility.
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5. Identify Institution for referral /

delivery

6. Explain about saving money fo
emergency / transportation /

delivery.

7. ldentify a birth companion

8. ldentify blood donor

9. Explain about the risks and
danger signs related to pregnancy
and child birth.

10. Others (Specify)........

Normal (&) | Compli
Where do you cated
advise a pregnant (b)
woman to go for | 1. Govt. District Hospital
delivery? 2. Taluka Hospital
3.CHC
4. PHC
5. Private Hospital
6. Private Maternity Centre
7. Home
8. Others (Specify)........
In general, how long would it take to 1. | < 30 minutes
reach this health facility? 2. | 30 — 60 minutes
3.| 61 — 120 minutes
4.|> 2 hours
What is the cost of transportation 1. | < Rs. 200/-
from home to facility? 2.| Rs. 200 - 500
3. | >Rs. 500
1. | Ambulance
What are the transportation facilitigs 2. | Private car
available at your place? 3. | Taxi/ Bus
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Cart

Motorbike

On foot

Other (Specify)........

How long does it take to arrange

transportation for complicated case

s?

< 15 minutes
15-30 minutes
> 30 minutes

How you rank the services in this

facility?

Excellent
Good
Average
Poor

Can you tell me why you have

ranked the services as above?

e e o N
A w0 b P+ O
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Doctor always there

Facility always open

Staff respond to my questions
Facility always has necessary
medicines/ blood

Not a long wait

Staff treat women with respect
Often doctor not there

Often facility is closed

Staff do not answer my questionsg
Facility does not have necessary
medicines/ blood

Long wait to be seen

Staff treat women poorly

Other (Specify).......

How do you provide any of the following serviees

Transportation service for women?

Way to get money to help families
pay for transportation / birth

Ways to get blood/ blood donated

during pregnancy or complication?

Ways to arrange for a birth

companion?
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e. Are any other services provided by
you? If yes describe
Support mechanisms and Barriers:
13. Do you feel rewarded in your 1.| Yes
role as ASHA? 2.| No
14. 1. | Recognition in community
If yes what makes you feel o | Ability to make difference in other
ded about bei 5 women'’s lives
rewarded about being ASHA Being able to help others
3. | Opportunity to learn new things
4. | Appreciation from superior
5 Others (Specify)........
15. What can be done to make you 1. | Provision of Flip book/chart/posters
communicate more effectively o | Support from ANM/AWW during home
] visit
with pregnant woman and her 3. On job support for conducting
family? 4. | counseling sessions at AWC / VHND
5. | Support for conducting group meetings
/ counseling sessions
Others (Specify)........
16. Whom do you first contact when 1. | Anganwadi worker
you have difficulty in interacting 2. | ANM
with pregnant woman? 3. | Medical officer
4. | Others (Specify)........
17. Who is more accessible to you[? Anganwadi worker
ANM
Medical officer
Others (Specify)........
18. Where you feel you need more
support in helping pregnant
woman of your community?
19. What are the challenges you face

during planning for birth for a

woman?
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1. After birth, someone should check the 1.| Yes
health of baby within first 6 weeks? 2. No
1.| Hours........
2. When should first checkup take place? 2. | Days..........
3. | Weeks.........
1. | Public Sector — Sub-centre, PHC,
3. Where should first checkup take place? CHC, District hospital
2. | Private Sector — Pvt. Clinic,
Hospital, Maternity/ Nursing Home
4. Breastfeeding should be done for 1.|Yes
babies? 2.| No
5. How long after birth should first 1. | Within one hour after birth
breastfeed the baby? 2. | More than one hour
6. The first liquid (colostrum) from breas 1.|Yes
should be given to the baby? 2. No
7 Anything other than breast milk should 1.|Yes
be given to the baby after birth? 2. | No
8. What should be given to the baby till 6 1. | Exclusive Breastfeeding
months after birth? 2. | Gutti (Dry fruits paste in milk)
3. | Cow’s or buffalo’s milk
4. | Supplemental foods with breast
milk
9. Do you know about burping? 1Yes
2. No
10. What is normal weight of the baby at 1.| Less than 2 kg
birth? 2.1 2kg
3.| 2.5 kg or more
11. When you call a baby very small or low 1.| Less than 2.5 kg
birth weight? 2.1 2.5kg
3. | More than 2.5 kg
When should first bath given to the 1. | Immediately after birth
12. baby? 2. | After 6 hours of birth
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13.

Do you know about Kangaroo Mother

Care?

Yes
No

14.

When Kangaroo Mother Care is given[?

Low birth weight baby
Normal weight baby
Heavy weight baby

15.

After birth, the baby can experience any

serious health problems?

Yes
No

16.

If yes - What problems do the baby can

experience?

EalE S A ol B A ol IO o

Difficult or fast breathing

Yellow skin/eye colour (Jaundice)
Poor sucking or feeding

Pus, bleeding or discharge from
around the umbilical cord

Skin lesions or blisters
Convulsions/spasm/rigidity
Unconsciousness

Red or swollen eyes with pus
Others (Specify)............

17.

Is it necessary to consult health care

provider for these problems?

Yes
No

18.

If no — Why should not seek assistanc

[¢)

for this problem?

Facility too far

No transport

No childcare

Too expensive

Services are poor

Did not know where to go
Other (Specify)........

19.

If yes — In which health facility the baby

should be taken for assistance?

PN o s 0D PN PO o N O

Public Sector — Subcentre, PHC,
CHC, District hospital
Private Sector — Pvt. Clinic,

Hospital, Maternity/ Nursing Home

20.

Baby will get proper treatment for the

problem in this facility?

Yes
No
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1. ASHAs Usability/Feasibility Assessment of BPCR Plarer: (adapted from

SUS scale, https://www.usability.gov/how-to-andisdmethods/system-

usability-scale.html)

ASHAs Feasibility

Strongly
Disagree

Disagree

Not
Sure

Agree

Strongly
Agree

| used BPCR  planne
frequently for all pregnan

women under me.

BPCR planner wa

complicated.

| found the BPCR Planner ea

to use.

| think that | would need th
support of a technical person

be able to use the birth planne

BPCR planner is
comprehensive birth planner.

| felt inconsistency in
implementing  the BPCH

planner.

Peer counsellors can eag

learn to use this BPCR Planné

Using the BPCR plannd
proved to be challenging ar

inconvenient for me.

Training on BPCR made it ea
to use the BPCR plann
among pregnant women und

me.

Apart from BPCR training
had to learn many other thin

to use BPCR planner.
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1. ASHAs Acceptability Assessment of BPCR Planner:

ASHAs Acceptability

Strongly
Disagree

Disagree

Not
Sure

Agree

Strongly
Agree

| liked to use the BPCR planner

The BPCR planner was comple

The BPCR planner was easy

use among pregnant women.

| felt requirement of a skille
person to use the BPQG

planner

The parts of the BPCR planner
together well

There was inconsistency in t
BPCR planner

| learned to use the BPCR plan
quickly

| found the BPCR planng

cumbersome to use

| felt confident using the BPC
planner

Before | could utilize the BPC
planner effectively, | had t
acquire new skills an

knowledge.
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Interview Schedule for Mothers

‘Feasibility and Acceptability study of Implementing Birth Preparedness and

Complication Readiness Plan through ASHAs- A Health System Research’

Identification No.

District

Block/PHC/CHC

Village

Name of the sub centre

Start Time..........ocoovievnnee End Time..........ccoeeeen. Date
General Information of Mother
Q. Question Options Code
No.
1. Name:
1.| <18 years
2. Age 2. | 18-20 years
3. | 20-29 years
4. | 30-39 years
5. 40-49 years
1. | Married
3. Current Marital Status 2. | Widowed
3. | Divorced
4. | Separated
1. | Hindu
4. Religion 2. | Muslim
3. | Christian
4. | Others
1.| llliterate
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Highest level of Education

Y Primary
Secondary
Undergraduate
Graduate

Post-graduate

Occupation of the participant

2 T o ol L L o

Home Maker
Service Worker
Skilled Worker
Agricultural Worker
Self Employed
Elementary-Unskilled

Labourer

Highest level of Education of
Husband

llliterate
Primary
Secondary
Undergraduate
Graduate

Post-graduate

Occupation of the Husband

o 0 bdDRHROo O ODdNRE

Service Worker
Skilled Worker
Agricultural Worker
Self Employed
Elementary-Unskilled

Labourer

Total family income per mont

10.

Family belongs to

.BPL
APL

11.

House hold Structure

w N PN

Nuclear
Joint
Extended

12.

Number of family members

13.

Order of Pregnancy

First

Second
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Third
Fourth
More than four
14. Number of living Children I .Male............
2. | Female.........
15. Abortions 1) Yes
2. No
16. Still births 1| Yes
2. No
Pregnancy Related — Knowledge
Can unforeseen problems related 1.| Yes
to pregnancy occur during any 2.1 No
pregnancy or childbirth that coulc Don’t know

endanger the life of a woman?

What are some serious health
problems that can occur during
pregnancy that could endanger t

life of a pregnant woman?

Key Danger signs

1. Severe bleeding

n@. Swollen hands/

face
3. Blurred vision
4. High BP

Other Danger signs

1.Convulsions

2. Severe headache
. High fever

. Loss of consciousness

3

4

5. Difficulty breathing
6. Severe weakness

7. Severe abdominal pain
8. Accelerated/ reduced
fetal movements

9. Water breaks without

labor

10. Other (Specify)......
In your opinion could a woman djel. Yes
from any of above-mentioned No
problems? 3. Don't know
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4. What are the Components of Antenatal Care (ANC)?

Options Components of ANC

Early registration

Regular weight check

Blood test for Anaemia

Blood test for HIV/AIDS

Urine test for protein and sugar

Measuring blood pressure (BP)

IFA tablets for 3 months

Two doses of TT injection

©f © Nl o g B W NP

Nutrition education

[EEN
©

Hygiene education

[EEN
=

Birth preparedness

12.

Complication Readiness

6. What information did you get from ASHA when shsitd you and your family?

1. All the pregnant women are at risk of develoginggnancy related complications.

2 Maternal complications are unpredictable buttiegatable.

3. Importance and Components of ANC visits.

4 Signs and symptoms of complications during paegy, child birth and postpartum
period.

5. Birth preparedness plans Eg; Nearby healthifiaddl deliver, birth companion, saving
money for delivery/complications, identification tohnsport, contingency plans in the
event of complications etc.

6. Family planning (Contraceptive) methods.

6. Other (Specify)............

7. When should a pregnant woman register 1. | 1% trimester
for Antenatal Checkup (ANC)? 2. | 2"%trimester

3.| 3 trimester

8. How many Antenatal Checkups (ANC) 1. | Three

should a pregnant woman have? 2. | Four
3. | > Four
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Labor and Childbirth — Knowledge

What are some serious

Key Danger Signs

health problems that can | 1.Severe vaginal

occur during Labor and bleeding

Other Danger Signs

1.Severe headache

2. High fever

3. Loss of consciousness
4. High BP

5. Other (Specify).......

Childbirth? 2. Prolonged labor (>12
hours)
3. Convulsions
4. Retained placenta
beyond 30 minutes
In your opinion could a 1.
women die from any of the 2.
above mentioned problems? 3.

Yes
No

Don’t know

What are some things a
woman can do to prepare
for birth?

0 N o o M~ W N B

. Identify health facility
. Identify skilled provider

. Identify mode of transportation

. Save money for delivery/complications
. Identify birth companion

. Identify blood donor
. Prepare clean items for birth
. Others (Specify)............

Postpartum Care — Knowledge

What are some serious health
problems that can occur during
the first 2 days after birth that
could endanger the life of the

woman?

Key Danger Signs

1. Severe vaginal
bleeding

2. Malodorous
vaginal discharge
3. High fever

4. High BP

Other Danger Signs

1.
2.

Convulsions

Severe headache

3. Blurred vision

4. Loss of consciousness
5.
6
7
8

Difficulty breathing

. Severe weakness
. Swollen hands/ face
. Other (Specify).........
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In your opinion could a womar 1.| Yes
die from any of the above 2. No
mentioned problems? 3. | Don’t know
1. | Early breastfeeding (within 1
Could you name some types of hour)
basic care that can be provided 2. | Exclusive breastfeeding
to a newborn baby immediately 3. | Dry and wrap
after birth? 4. | Cord care
5. | Other (Specify).........
1. | Once at 3 weeks
How many times should a 2. | Once at 6 weeks
mother have postpartum 3. | 3times: at 6 hours, 6 days
checkup after childbirth? and 6 weeks
4. | Only if she has danger sign
5. | Other (Specify)..........
During postpartum visit what ig 1. | Rest for at least 6 weeks
advised by ASHA? 2. | Eat more nutritious food
3. | Exclusive breastfeeding for 6
months
4. | Need for contraception
methods
5. | Others (Specify)........

Pregnancy Related — Practice

Checkup (ANC)?

Did you see anyone for Antenatal

Yes
No

Checkup (ANC)?

When did you register for Antenatal

1% trimester
2" trimester

3 trimester

(ANC) did you have?

How many Antenatal Checkups

Two
Three

Four

Eal A A el A o

> Four
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What were the Components of your Antenatal Care (AIg)?

© © N o gk~ 0w DD RPA

=
o

Regular weight check

Blood test for Anaemia

Urine test for protein and sugar

Blood test for HIV/AIDS

Measurement of blood pressure (BP)
IFA tablets for 3 months

Doses of TT injection — 1 or 2
Education on nutrition, rest and hygiene
Birth preparedness

Complication Readiness

o

During this pregnancy did ASHA advise you about anyf the following at least once?

=

Danger signs of serious health problems duringraegy,
childbirth or soon after birth

Where to go in case of serious health problems?
Where you should give birth?

Arrangements for transportation?

Arrangements for money?

Arrangements for birth companion?

Arrangements for blood donor?

Arrangements for skilled provider for birth?

About family planning methods?

Yes-1 No - 2

What preparations did you do for your last birth?

© N o g bk w0 DN PO 0N o R WD

Identified health facility for birth/ emergency
Identified skilled provider

Identified mode of transportation

Saved money for delivery/complications
Identified birth companion

Identified blood donor

Prepared clean items for birth

Others (Specify)............

Yes-1 No - 2

Did you experience any problem during your fasgnancy?

Yes -1 No -
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Key Danger Other Danger signs
8. Did you experience any serious healtkigns 1.Convulsions
problems during pregnancy that coul|dL. Severe 2. Severe headache
endanger the life? bleeding 3. High fever
2. Swollen 4. Loss of consciousness
hands/face 5. Difficulty breathing
3. Blurred 6. Severe weakness
vision 7. Severe abdominal pain
4. High BP 8. Accelerated/ reduced
fetal movements
9. Water breaks without
labor
10. Other (Specify)...
9. Did you seek assistance for this problem? Yés —| No -2
1. | Facility too far
10. If no — why you did not seek assistande 2. | No transport
for this problem? 3. | No childcare
4. | Too expensive
5. | Services are poor
6. | Did not know where to go
7. | Other (Specify)........
If yes — which health facility did you go 1. | Public Sector — Subcentre, PHG,
for assistance? CHC, District hospital
11. 2. | Private Sector — Clinic, Hospital
Maternity/ Nursing Home
1. | Respondent
12. Who made the final decision about your 2. | Husband
pregnancy and health related problems? 3. | Respondent’s parents
4. | Respondent’s in-laws
5. | ASHA/AWW
6. | Friends/neighbour
7. | Other (Specify)..........
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Where did you give birth to your last
child?

Home

Public Sector — Subcentre, PHC,
CHC, District hospital

Private Sector — Pvt. Clinic, Hospita

Maternity/ Nursing Home

1

Did you plan to give birth at this place?

h

Yes
No

Who conducted delivery?

Doctor
Nurse
Trained Birth Attendant

Who made the final decision about

where you would give birth?

Respondent

Husband
Respondent’s parents
Respondent’s in-laws
ASHA/AWW
Friends/neighbour
Other (Specify)..........

How did you go to the Health facility?

Ambulance

Private car

Taxi/ Bus

Cart

Motorbike

On foot

Other (Specify)........

Who accompanied you to the place
where you gave birth (birth

companion)?

© No g MDD N O MNP NOOOORMODNDRE ODNDPRDN

No one

ASHA

AWW (Anganwadi worker)
Husband

Respondent’s parents
Respondent’s in-laws
Friend/ Neighbor

Other (Specify)..........
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How long did it take to reach the health

facility?

< 30 minutes

30 — 60 minutes
61 — 120 minutes
> 2 hours

What is the total cost of transportatio

from home to facility?

=)

< Rs. 200/-
Rs. 200 - 500
> Rs. 500

How long after reaching the health
facility did it take for you to get

services from the health personnel?

< 30 minutes
30 — 60 minutes
61 — 120 minutes

> 2 hours

10.

In your opinion how are the services
this facility?

n

Excellent
Good
Average
Poor

11.

Can you tell me why you have rankec

the services as above?

10.
11.
12.
13.
14.

P oD RERMPONERA ODND P ODNDPRPAMODNPRE
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Doctor always there

Facility always open

Staff respond to my questions
Facility always has necessary
medicines/ blood

Not a long wait

Staff treat women with respect
Often doctor not there

Often facility is closed

Staff do not answer my guestions
Facility does not have necessary
medicines/ blood

Long wait to be seen

Staff treat women poorly

Other (Specify).......

12.

Was the child born by Cesarean

Section?

Yes
No

13.

Was the child born by forceps or

Vacuum Extractor?

NN e

Yes
No
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14. During labor and birth did you 1.| Yes
experience any serious health problems 2. | No
related to birth?
1. | Severe bleeding
15. If yes - What problems did you 2. | Severe headache
experience? 3. | Convulsions
4. | High fever
5. | Loss of consciousness
6. | Prolonged labor (>12 hours)
7. | Retained placenta beyond 30 minutes
8. | Other (Specify).........
16. Did you take assistance for these 1.| Yes
problems? 2. No
Postpartum Care — Practice
1. Did you go for health checkup after your 1.| Yes
childbirth? 2.| No
1. | Once
2. If yes - How many times did you go for 2.| 2 times
health checkup? 3. | 3times
4. | >3 times
1. | Kept the baby warm
3. How did you take care of yourself and 2. | Rested for 6 weeks
your baby after childbirth? 3. | Ate more nutritious food
4. | Started breastfeeding within 1 houf
5. | Exclusive breastfeeding
6. | Adopted contraception method
4. During 2 days after the birth of your 1.|Yes
child, did you experience any serious 2. No
health problems related to birth?
1. | Severe bleeding
5. If yes - What problems did you Severe headache
experience? 3. | Blurred vision
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10.
11.

© ® N o 0 bk

Swollen hands/face
Convulsions

High fever

Loss of consciousness
Malodorous vaginal discharge
Difficulty breathing

Severe weakness

Other (Specify).........

Did you seek assistance for this proble

m? 1.

Yes
No

If no - Why did you not seek assistanct

for this problem?

A1

Facility too far

No transport

No childcare

Too expensive

Services are poor

Did not know where to go
Other (Specify)........

Who made the final decision about
whether you should seek assistance of

no?

Respondent

Husband
Respondent’s parents
Respondent’s in-laws
Friend/ Neighbor
ASHA/AWW

Other (Specify)..........

Which health facility did you go for

assistance?

PN O 00 bk 0D PN o bk wbdP

Public Sector — Subcentre, PHC,
CHC, District hospital
Private Sector — Pvt. Clinic,

Hospital, Maternity/ Nursing Home

10.

Did you get proper treatment in the
health facility?

Yes
No
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Baby care — Practice

1. After you gave birth, did someone check Yes
the health of your baby within the first|6 2. No
weeks after birth?
1. | Hours........
2. When did first checkup take place? 2. | Days..........
3. | Weeks.........
1. | Public Sector — Subcentre, PHC,
3. Where did first checkup take place? CHC, District hospital
2. | Private Sector — Pvt. Clinic,
Hospital, Maternity/ Nursing Home
4. Did you ever breastfeed your baby? Yes
2. No
5. How long after birth did you first 1. | Within one hour after birth
breastfeed your baby? 2. | More than one hour
6. Did you give the baby the first liquid 1.| Yes
(colostrum) that came from your 2. No
breasts?
7. Your baby was very small (LBW) or 1. | Very small baby (LBW)
normal weight baby? 2. | Normal weight baby
8. When did you give first bath to the 1. | Immediately after birth
baby? 2. | After 6 hours of birth
0. During 7 days after birth, your baby 1.|Yes
experienced any serious health 2. No
problems?
1. | Difficult or fast breathing
10. If yes - What problems did the baby 2. | Yellow skin/eye colour (Jaundice)
experience? 3. | Poor sucking or feeding
4. | Pus, bleeding or discharge from

o

around the umbilical cord
Skin lesions or blisters

Convulsions/spasm/rigidity

Page 224




Annexures

7. | Unconsciousness
8. | Red or swollen eyes with pus
9. | Others (Specify)............
11. Did you seek assistance for this 1.| Yes
problem? 2. No
1. | Facility too far
12. If no — Why did you not seek assistance 2. | No transport
for this problem? 3. | No childcare
4. | Too expensive
5. | Services are poor
6. | Did not know where to go
7. | Other (Specify)........
1. | Public Sector — Subcentre, PHC,
13. If yes — In which health facility the baby CHC, District hospital
was taken for assistance? 2. | Private Sector — Pvt. Clinic,
Hospital, Maternity/ Nursing Home
14. Did the baby get proper treatment for Yes
the problem in this facility? No
Respondent
15. Who made the final decision whether to Husband

take baby to the health facility or no?

N o g bk~ o N PEDhE

Respondent’s parents
Respondent’s in-laws
Friend/ Neighbor
ASHA/AWW

Other (Specify)..........
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ANNEXURE IV — PHOTOGRAPHS

Training of ASHAs on BPCR
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Data Collection from ASHAs
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Data Collection from Mothers
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ANNEXURE V — PAPER PRESENTATIONS

1. Paper presented on — ‘Assessment of knowledge & practice of Birth

Preparedness and Complication Readiness among ASHAs’ at National Seminar

st
on “ The UN Sustainable Development Goals, Ba-Bapu and Civil Society” on 31
May 2019, held at Karnataka State Rural Development and Panchayat Raj

University (KSRDPRU) Gadag, Karnataka

2. Paper presented on — ‘A Cross Sectional Study to Assess the Association

between Knowledge of Intranatal & Postnatal Care Services and

th
Sociodemographic Profile of ASHAs’ at 5 Amrita International Public Health

nd
Conference on 2 December 2022 held at Amrita Institute of Medical Sciences,

Kochi, Kerala, India

I received “Promising Scientific Paper Award” for this oral paper presentation.

D A SAMRITA

h‘s_—_'!.vl‘:iH\‘VA VIDYAPEETHAAM
THE UMNIVERSITY

AMRITA OF ARIZONA
INTERNATIONAL o _
PUBLIC HEALTH € eitificate of CYppreciation
CONFERENCE Awarded to
Dr. Annapurna Kari
20 & 37
DECEMBER 2022 for presenting Promising Scientific Paper / Boster titled
R e
Services and Sociodemographic Profile of ASHA's
Theme .
CLIMATE CHANGE: in Session No: Q8. during the 5 Amrita International Public Health Conference
A PUBLIC HEALTH THREAT held at Amrita Institute of Medical Sciences, Kochi, India
Organized by
Dept. of Community Medicine & @F“/‘ﬁv & @“‘{ ﬁ%
Public Health, AIMS, Kochi Or. Prem Nair Dr. Gireesh Kumar K. P. Or. Aswathy S. De. Teena Mary Joy
(Prowgy Whonecal Director Prae it g g Chasrperson s garal g trsretany
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3. Paper presented on — ‘Assessing the Feasibility and Acceptance of Executing

Birth Preparedness and Complication Readiness Strategies via ASHA

th
Workers: A Before & After Study’ at 6 Amrita International Public Health

nd
Conference on 2 December 2023 held at Amrita Institute of Medical Sciences,

Kochi, Kerala, India

I received “Promising Paper Award” for this oral paper presentation.

b_ SAMRITA oo

AMRITA
INTERNATIONAL Coitecits of Fpprciilion
PuBLIC HEALTH
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Awarded to

December 1% & 272023 x@;. A‘NN&PUR;NA KA’RJ

for presenting Promising Paper / Poster titled
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ADVANCING Gmflmhm%dtm6+u_lﬂuﬂ4%&amkusﬁ%+ e Bbudy .

PUBLIC HEALTH STRATEGIES
FOR CANCER CONTROL

in Session .OJJ’,. during the 6" Amrita International Public Health Conference

held at Amrita Institute of Medical Sciences, Kochi, India

Organized by ;
Dept. of Community Medicine & Public Health @Umﬂg" % ‘S\‘S{“‘" -ag@‘ &%

and Dept. of Oncology, AIMS, Kochi ;
' " Dr. Prem Nair Dr. Gireesh Kumar K. P. . Sobha Geo Wesley
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Assessment of knowledge & practice of Birth Preparedness and Complication

Readiness among ASHAs — A pilot study

i

Annapurna Kari', Mubashir Angolkar

Department of Public Health, J. N. Medical College, KAHER, Belgaum, 590010, Karnataka, India

ARTICLE INFO

ABSTRACT

Keywords:

Maternal health

Birth preparedness
Complication readiness
Accredited social health activists

H d

Background: Maternal mortality is a ial burden in developing countries. Birth Preparedness and
Complication Readiness (BPRC) is an intervention included by WHO as an essential element of the antenatal care
package. It is based on the premise that preparing for birth and being ready for complications reduces all three
phases of delays in - identifying complications and deciding to seek care, identifying and reaching a health
facility and receiving adequate and appropriate treatment at the health facility.

Objective: To assess the knowledge and practice of Birth Preparedness and Complication Readiness among
ASHAs.

Method: ology: A pilot study was conducted on ASHAs of Mutaga Primary Health Centre (PHC), Belagavi Rural
Area. All (28) ASHAs were included in the study. Informed consent was obtained after explaining about the
study. Data regarding Knowledge and Practice towards Birth Preparedness and Complication Readiness (BPRC)
was collected using a standard, pre-designed questionnaire by JHPIEGO.

Results: The findings of the study revealed that 71.42%, 96.42% and 92.85% of ASHAs were knowing about
severe bleeding which is one of the key danger signs during pregnancy, labour and postpartum period respec-
tively. Knowledge of ASHAs regarding swollen hands/face which is another key danger sign was around 42.85%.
About 32.14% of ASHAs were knowing about blurred vision during pregnancy. Less than 50% of the ASHAs were
having knowledge about other danger signs. ASHAs had good knowledge about components of Antenatal care
(ANC) but less than 25% of ASHAs were k ing BPCR as a comp of ANC.

Conclusion: Knowledge of ASHAs about the components and practice of BPCR was poor. Hence need of the hour
is to train ASHAs regarding components of BPCR.

1. Introduction

Every pregnant woman during all the 3 trimesters, during labor &
postpartum period is at the risk of facing sudden, unpredictable com-

Maternal mortality plagues much of the world. In 2015 there were
303,000 maternal deaths which represented a global maternal mor-
tality ratio (MMR) of 216/1,00,000 live births." India has progressed
from 556 maternal deaths per 1,00,000 live births in 1990 to 130 per
1,00,000 live births in 2016. According to Sustainable Development
Goal (SDG) India should achieve a target of an MMR below 70 by
2030."

Complications like abortion, preeclampsia, eclampsia, ruptured
uterus, puerperal sepsis, postpartum haemorrhage etc which result in
maternal mortality, morbidity and perinatal death are unpredictable.
Their onset may be sudden and severe.” Major barrier for reducing
maternal morbidity and mortality is a delay in responding to the onset
of complications and onset of labor by pregnant women, her family and
health care providers.”

" Corresponding author.
E-mail addresses: drannapurma, kari@gmail.c

hitps://dol.org/10.1016/).cegh.2020.08.010

plications that could end in death or injury to herself or to her infant.
Complications related to pregnancy and childbirth cannot be predicted
reliably. Hence, to overcome such complications it's necessary to em-
ploy some strategies,

Birth Preparedness and Complication Readiness (BPCR) is an in-
tervention introduced by WHO to plan for births and deal with emer-
gencies during pregnancy, labor and postpartum period. BPCR ad-
dresses 3 delays and helps pregnant women, their families and
communities to take effective actions. BPCR is a key component in safe
motherhood programs which are globally accepted. It helps pregnant
women to identify the complications, reach the health facility in time
and seek proper professional care in time by reducing morbidities and
mortalities due to complications because of 3 delays. BPCR include ANC
components like early registration of pregnancy, knowledge of danger

wm (AL Kard), drmubi@gmail.com (M. Angolkar).
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signs during pregnancy, labor and postpartum period, early identifica-
tion of health facility for giving birth and emergency, identification of
skilled birth attendant, identification of transportation, identification of
birth panis saving zh money for delivery, emergency and
transportation, identification of a compatible blood donor if any
emergency arises.”

BPRC is a programme approach to effectively utilize the maternal
and new-born health services. It is based on the strategy that thor-
oughly knowing the complications, being prepared to face complica-
tions and proper planning for birth reduces three delays in - identifying
complications and deciding to seek care, identifying and reaching a
health facility and receiving adequate and appropriate treatment at the
health facility. The components of BPCR are included as a part of new
World Health Organization antenatal care model in clinical setting.”
BPCR makes effective use of community health workers and health
promotion groups in addition to formal health services. A 2010 sys-
tematic review and meta-analysis of community-based intervention
packages found a significant reduction in neonatal mortality (twelve
studies, risk ratio 0.76, 95% CI 0.68, 0.84), but inconclusive evidence of
reduction in maternal mortality (ten studies, risk ratio 0.77; 0.59,
1.02).° C ity mobili through stakeholders such community
health workers, or through participation in women's groups also forms
part of the BPCR concept.’

In India, with the introduction of Aceredited Social Health Activist
(ASHA) workers under the National Rural Health Mission (NRHM) from
2005, utilization of healthcare services at the peripheral level has im-
proved.'” ASHA is a female volunteer selected by the community, de-
ployed in her own village (one in every 1000 population) after a short
training on community health.’’

WHO has strongly recommended for further BPCR interventions and
research. Studies on BPCR are very limited in India and nonexistent in
the study area. Hence the current research is aimed to address gaps in
understanding of BPCR. The objective of the current pilot study is to
assess the knowledge and practice of Birth Preparedness and
Complication Readiness among ASHAs.

2. Materials and methods

The present pilot study was undertaken to assess the knowledge and
practice of Birth Preparedness and Complication Readiness among
ASHAs.

A cross sectional study was conducted in Mutaga Primary Health
Centre (PHC), Rural Belagavi, Karnataka, India. The study period was
from January 2019 to May 2019. The study was conducted on
Aceredited Social Health Activists (ASHAs) working under Mutaga
Primary Health Centre (PHC). Complete list of all ASHAs were included
in the study. Complete enumeration sampling technique was used. All
ASHAs had completed 6 months in their job and all ASHAs gave consent
for study.

A predesigned and structured questionnaire from JHPIEGO (Johns
Hopkins Program for International Education in Gynecology and
Obstetrics) was used for data collection. Permission to collect data from
ASHAs was obtained from concerned authority. Informed consent was
obtained from all the participants after providing detailed information
on objectives of the study, risks and benefits involved and voluntary
nature of participation. Data collectors were from Masters in Public
Health (MPH) background and were trained thoroughly prior to data
collection. Data regarding knowledge and practice towards Birth
Preparedness and Complication Readiness (BPRC) was collected using
questionnaire by JHPIEGO. The data collectors interviewed the in-
dividual participant (ASHA) and collected the required data using
questionnaire. Confidentiality of the study participants was maintained
throughout the study. Data was entered by the researcher and was
analyzed by the Biostatistician to maintain the accuracy and appro-
priateness. Frequency and percentage were used to analyze the data for
descriptive statistics. SPSS version 22 was used to analyze the data.
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Table 1
Distribution of participants according to sociodemographic data.

1. Distribution according to Age

Age in years No. of participants Percentage (%)
=30 6 21.42
30-39 17 60,71
A0-49 5 17.85
2. Distribution according to Marital Status
Single 3 1071
Married 22 7857
Widowed 3 10.71
3, Distribution according to Religion
Hindu 24 #5.71
Others 4 14.28
3. Results

Table 1 shows that 60% of the participants were in the age group of
30-39 years. Majority of the participants were married. Majority of the
Participants were Hindus,

Table 2 shows that majority (71.42%) of ASHAs had knowledge
regarding severe bleeding and less than half of the ASHAs were aware
about swollen hands/face. Only 32.14% of ASHAs knew about blurred
vision as a key danger sign.

Fable 3 shows that less than 50% of the ASHAs were having
knowledge about other danger signs like, severe headache, high fever,
loss of consciousness, difficulty in breathing, severe abdominal pain,
accelerated or reduced fetal movements and water breaks without
labor. About 42.85% ASHAs had known about convulsions. Majority
(67.85%) of the ASHAs had knowledge about severe weakness as
danger sign.

Table 4 shows that majority of the ASHAs (85%) helped pregnant
women in ANC registration, 4 ANC check-ups (71%), 2 TT injections
(78%), provided IFA tablets (75%). More than 60% of ASHAs counseled
pregnant women for institutional delivery, cash assistance and trans-
portation. Around 60.71% of ASHAs advised pregnant women on hy-
giene and nutrition. Less than 50% of ASHAs escorted pregnant women
to village health day. About 57.14% of ASHAs got nutrition supple-
ments from anganwadi centers. About 60.71% of ASHAs gave home
visits and 57.14% of ASHAs calculated date of delivery.

lable 5 shows that 71.42% ASHAs did counselling for institutional
delivery, 60.71% ASHAs explained cash assistance benefits for institu-
tional delivery, 67.85% ASHAs identified transportation for delivery/
emergency and 67.85% ASHAs identified institution for referral/de-
livery. Less than 50% of the ASHAs counseled pregnant women re-
garding identification of functional Govt. health centre, referral ser-
vices, saving money, identify birth companion, blood donor, explained
about risks & danger signs related to pregnancy & child birth.

ASHAs had good knowledge about components of Antenatal care
(ANC) but less than 25% of ASHAs were knowing BPCR as a component
of ANC. Less than 35% of ASHAs had knowledge about postpartum
check-up.

Table 2
Distribution of Participants according to Knowledge of Key-danger signs during
pregnancy.

Key-danger signs No. of participants Percentage (%)

Severe Bleeding 20 71.42
Swollen hands/face 12 42.85
Blurred Vision 9 3214

Page 237



Annexures

A. Kari and M. Angolkar

Table 3
Distribution of Participants according to Knowledge of other danger signs
during pregnancy.

Other danger signs No. of participants Percentage (40)
Convulsions 12 42.85

Severe headache 6 21.42

High fever 2 7.14

Loss of consciousness 8 28,57
Difficulty in breathing B 2857

Severe weakness 19 67.85

Severe abdominal pain 8 28,57
Accelerated or reduced fetal movements 5 17.85

Water hreaks without labor [ 21.42

Table 4
Distribution of participants according to antenatal care (ANC) service provision.
ANC Service Provision No. of participants  Percentage
Helping in registration for ANC services/J5Y 24 8571
scheme
Caleulating date of delivery 16 57.14
Providing home visits 17 60.71
Helping with at least 4 ANC check-ups 20 71.42
Facilitating TT injection 22 78.57
Providing iron/folate (IFA) tablets 21 75
Escorting them to village health day 13 46.4
Get nutrition supplements from anganwadi 16 57.14
centre
Advising them on hygiene and nutrition 17 60.71

Clinical Epidemiology and Global Health 9 (2021) 175-178

address gaps in understanding of BPCR.

The results of the present study showed that majority of the ASHA
workers were middle aged and married. A study by Kochukuttan S et al.
showed that mean age of ASHAs was 30-35 years, 90% were married.
There was less than 25% of the performance towards obstetric danger
sign assessment.'” Findings from a study conducted in Delhi also
showed that majority of the participants were from the age group of
25-45 years of age group and were married.'”

A study from Rohtak, India showed that knowledge of danger signs
and birth preparedness services provided by ASHAs were poor.
Similarly in present study also knowledge of danger signs and birth
preparedness services provided by ASHAs were poor.'” A study from
Aligarh showed that 88% ASHAs had knowledge about excessive va-
ginal bleeding. Similarly in present study also more than 70% of the
ASHAs were aware about excessive bleeding as complication.'’

A study from Delhi, India revealed that ASHAs knowledge was good
but their practices were poor. Present study results were contrast as
knowledge and practice both were poor.'” Findings from a study con-
ducted in Udupi, Karnataka revealed that overall knowledge of ASHA
workers was sufficient in the field of MCH but practices were poor. In
present study only the knowledge regarding vaginal bleeding was good
but other knowledge and practices were poor.'"

Strengths of the present study: The study was carried out in an
appropriate manner following all the necessary steps. This study was
carried out to customize the questionnaire and validate it.

Limitation of the present study: As the current study is a pilot
study only one PHC was included and limited number of participants
were interviewed.

This study was an initiation to carry out a larger study which will be
conducted by the researcher in near future.

Table 5
Distribution of participants according to birth preparedness service provision.
BPCR Service Provision No. of P g
participants
Counselling for institutional delivery 20 71.42
Explain cash assistance benefits for institutional 17 60.71
delivery
Identify transportation for delivery/emergency 19 67.85
Identify a functional govt. health centre or an 15 53.57
accredited private health facility
Identify institution for referral/delivery 10 35.71
Explain about saving money for emergency/ 11 39.28

transportation/delivery

Identify a birth companion 9 32.14
Identify blood donor 12 42.85
Explain about the risks and danger signs related 11 39.28

to pregnancy and child birth

4. Discussion

This research was conducted with an objective to assess the
knowledge and practice of Birth Preparedness & Complication
Readiness (BPCR) among Accredited Social Health Activists (ASHAs). In
India, with the introduction of Accredited Social Health Activist (ASHA)
workers under the National Rural Health Mission (NRHM) from 2005,
utilization of healthcare services at the peripheral level has improved.’”
ASHA is a female volunteer selected by the community, deployed in her
own village (one in every 1000 population) after a short training on
community health.'’'

Studies on BPCR are very limited in India and nonexistent in the
study area. BPCR is a very important component in ANC care but most
of the ASHA workers are having very less knowledge and practice of
BPCR. Skill based training is not provided to ASHA workers which is a
hindrance for their knowledge and practice. Incentive provided for
them is also negligible compared to their workload. There are many
gaps in understanding of BPCR by health care workers and provision of
essential services towards BPCR. Hence the current research is aimed to

177

5. Conclusi

ASHAs are the most important activists/key workers in maintaining
the health of pregnant women in the society especially in rural areas
where health facilities are scarce. More than 70% of ASHAs were aware
of severe bleeding as key danger sign, more than 50% were aware about
severe weakness but their knowledge regarding other key danger signs
like - swollen hands/face, blurred vision, convulsions, high fever, se-
vere headache was negligible. Knowledge & practice of components of
BPCR were also very poor. Hence need of the hour is to train ASHAs
regarding components of Birth Preparedness & Complication Readiness
(BPCR).
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ARTICLE INFO ABSTRACT

Keywords:
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Background: Maternal mortality and neonatal mortality are substantial burden in developing countries. Every
pregnant woman during all the 3 trimesters, during labor & postpartum period is at the risk of facing sudden,
unpredictable complications that could end in death or injury to herself or to her infant. Complications like
abortion, preeclampsia, eclampsia, ruptured uterus, puerperal sepsis, postpartum haemorrhage ete. which result
in maternal mortality, morbidity and perinatal death are unpredictable.

Objective: To as: the knowledge of ASHAs regarding intranatal and postnatal care services.

Methodology: A cross sectional study was conducted on ASHAs of 2 PHCs and 1 CHC of Belagavi Rural area. All
(100) ASHAs were included in the study. Ethical clearance and Informed consent was obtained. Data regarding
the knowledge of ASHAs about their roles and responsibilities towards intranatal and postnatal care services was
collected using questionnaire by JHPIEGO.

Results: The findings of the study revealed that ASHAs had knowledge about high BP 75%, 64%, severe vaginal
bleeding 82%, 95%, convulsions (43%) during Labor and Childbirth and during postpartum period respectively.
They had very low knowledge regarding - prolonged labor (12%), retained placenta (7%). Early breastfeeding
(93%), dry and wrap (100%) and exclusive breastfeeding (80%) were 3 basic cares provided to the baby. There
was a significant linear association between knowledge and level of education of ASHAs (p-value - 0.0092).
Conclusion: Knowledge of ASHAs about intranatal and postnatal care services was poor. Hence need of the hour is

to train ASHAS regarding intranatal and postnatal care services,

1. Introduction

Maternal Mortality is a rampant problem of developing and less
developed countries. Global maternal mortality ratio (MMR) of 216/
1,00,000 live births was seen in 2015 which resulted in a total of
3,03,000 maternal deaths. India has progressed from 556 maternal
deaths per 1,00,000 live births in 1990 to 130,1,00,000 live births in
2016. India should achieve a target of an MMR below 70 by 2030 ac-
cording to Sustainable Development Goals (SDG).' The current (year
2021) infant mortality rate (IMR) in India is 29/1000 live births which
has been declined 3.61% from the vear 2020,

Every pregnant woman during pregnancy, labor & postpartum
period is at the risk of facing sudden, unpredictable complications that
could end in death or injury to herself or to her infant. Complications
like abortion, preeclampsia, eclampsia, ruptured uterus, puerperal
sepsis, postpartum haemorrhage ete. which result in maternal mortality,
morbidity and perinatal death are unpredictable.” Major barrier for
reducing maternal morbidity and mortality is a delay in responding to
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the onset of complications and onset of labor.' Most of maternal deaths
are in low-resource settings, rural areas and poor communities. The
presence of a skilled attendant at birth (SBA) is the key strategy to
prevent the leading causes of maternal and neonatal mortality and
morbidity. " Preparing for birth and being ready for complications re-
duces all three phases of delays in - identifying the complication and
deciding to seek care, identifying and reaching a health facility and
receiving adequate and appropriate treatment at the health facility.
Government of India launched the National Rural Health Mission on
5th April 2005, Accredited Social Health Activist (ASHA), a new band of
community based grass root level health workers was proposed to escort
and transport the client to reach the hospital and provide referral ser-
vices in case of complications. A time to time assessment of the knowl-
edge of ASHAs is essential as the success of government's health
programmes in rural areas depends on them.”™' ASHAs also act as health
activists in the community who will create awareness on health and its
determinants, counsel mothers on key healthy behaviours and mobilize
the community towards local health planning and increased utilization

om (M. Angolkar).
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and accountability of the existing health services.”

There is scarcity of studies on ASHAs regarding their role in intra-
natal and postnatal care service provision at study area. Hence this study
has been conducted to - assess the knowledge of ASHAs regarding
intranatal (labor & child birth) and postnatal care services and to esti-
mate the association between knowledge of intranatal and postnatal
care services and sociodemographic profile of ASHAs.

2. Materials and method
2.1. Study design: cross sectional study

Source of Data: Rural area of Belagavi Taluka consists of 11 Primary
Health Care Centres (PHCs) and one Community Health Care Centre
(CHC). Two PHCs were selected by simple random sampling and a CHC
was included in the study. .

Study Period: May 2019 to December 2020.

Study population: All ASHAs from three selected clusters were
included in the study. Complete enumeration sampling technique was
used. All ASHAs had completed 6 months in their job and they gave
consent for study.

Inclusion Criteria: 1. ASHA workers who had an experience of more
than 6 months.

2. AHSA workers who gave the consent
Exclusion Criteria: Newly joined ASHA workers with less than 6
months of experience.

Data Collection Tool: A predesigned and structured questionnaire
from JHPIEGO (Johns Hopkins Program for International Education in
Gynecology and Obstetrics) was used for data collection. Questionnaire
was validated and customized through pilot study.

Ethical Considerations: Ethical approval was obtained from Ethical
Committee (Human) for Ph.D Research, KAHER, Belagavi. Permission to
collect data from ASHAs was obtained from Department of Health and
Family Welfare Services (RCH). Informed consent was obtained from all
the participants after providing detailed information.

Data Collection Procedure: Data collectors were from Masters in
Public Health (MPH) background and were trained thoroughly prior to
data collection. Data regarding the knowledge of ASHAs about their
roles and responsibilities towards intranatal and postnatal care services
was collected through individual interview using questionnaire by
JHPIEGO. Confidentiality of the study participants was maintained
throughout the study.

Statistical Analysis of Data: Data was entered by the researcher and
was analyzed by the Biostatistician to maintain the accuracy and
appropriateness. Descriptive analysis of the data is done using R i386
3.6.3. Continuous variables are represented by mean + standard devi-
ation form. Categorical variables are represented by frequency tables.
Categorical variables are compared using chi-square test, p-value<0.05
considered as significant.

3. Results

Table 13 Most of the subjects were of the age group 30-39 years.
Majority of the subjects (86%) were married. About 98% of the subjects
were Hindus. Around 69% of the subjects had secondary level of edu-
cation. Majority of the subjects (97%) belonged to BPL family. Around
78% of the subjects had more than 3 years of working experience.

Table 2: As per ASHA workers, high BP (75%), severe vaginal
bleeding (82%), convulsions (43%) can occur during Labor and Child-
birth. They had very low knowledge regarding - prolonged labor (12%),
retained placenta (7%), severe headache, high fever etc. Prepare clean
items for birth (94%), save money for delivery & complication (82%)
and mode of transportation (74%) were 3 common things a woman to
prepare for the birth. Only 3% of them knew about identifying the blood
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Table 1
Distribution of Subjects according to their Sociodemographic Data.
Factors Sub-category Count
Age group <30 years 9 (9%)
30-39 years 64 (64%)
40-49 years 24 (24%)
>50 years 3 (3%)
Current Marital status Single 1 (1%)
Married 86 (86%)
Widowed 11 (11%)
Divorced 0 (0%)
Separated 2 (2%)
Religion Hindu 98 (98%)
Muslim 2 (2%)
Christian 0 (0%)
Others 0 (0%)
Level of education Primary 18 (18%)
Secondary 69 (69%)
Undergraduate 12 (12%)
Graduate 1 (1%)
Post-graduate 0 (0%)
Level of education of Husband NR 13 (13%)
Primary 23 (23%)
Secondary 44 (44%)
Undergraduate 16 (16%)
Graduate 4 (4%)
Post-graduate 0 (0%)
Income of the family 8995 + 4352.22
Family belongs to BPL 97 (97%)
APL 3 (3%)
Household structure Nuclear 53 (53%)
Joint 47 (47%)
Extended 0 (0%)
Work experience of ASHAs 6-12 months 9 (9%)
13-24 months 7 (7%)
25-36 months 6 (6%)
>36 months 78 (78%)
Rounds of training 1 round 5 (5%)
2 rounds 5 (5%)
3-4 rounds 35 (35%)
>4 rounds 55 (55%)
Any training in last 3 months 39 (39%)

Table 2
Distribution of subjects by labor and childbirth - knowledge.
What are some serious health problems that can occur during Labor and Childbirth?
Key Danger signs Severe vaginal bleeding 82%
Prolonged labor (>12 h) 12%
Convulsions 43%

Retained placenta beyond 30 7%
min

Other Danger signs Severe headache 5%
High fever 5%
Loss of consciousness 16%
High BP 75%
Excessive water leakage 6%
In your opinion could a woman die from any of the above-mentioned 84%
problems?*
What are some things a woman can do to  Identify health facility 39%
prepare for birth? Identify skilled provider 6%
Identify mode of TA%
transportation
Save money for delivery, H2%
complications
Tdbentify birth companion 34%
Identify blood donor 3%
Prepare clean items for birth Ty
Reports & documents 24%

donor and 6% knew about identifying skilled provider.

Table 3: Majority of ASHAs knew about severe vaginal bleeding
(95%) and high BP (64%]) during the first 2 days after birth. Early
breastfeeding (93%), dry and wrap (100%) and exclusive breastfeeding
(80%) were 3 common basic cares provided to the baby. They advised
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Table 3
Distribution of subjects by postpartum care - k ledg

Some serious health problems that can occur during the first 2 days after birth that
could endanger the life of the woman:

Key Danger Signs Severe vaginal bleeding 95%
Malodorous vaginal 17%
discharge
High fever 2%

Other Danger signs Convulsions 19%
Severe headache 19%
Blurred vision 5%
Loss of consciousness 21%
Difficulty breathing 1%
Severe weakness 21%
Swollen hands/face 4%
High BP 64%
Infection of stitches 12%

In your opinion could a woman die from any of the above-mentioned 88%

problems?

Basic care that can be provided to a Early breastfeeding (within 91%

newborn baby immediately after birth 1h)
Exclusive breastfeeding 55%
Dry and wrap 88%
Cord care 15%
Kangaroo Mother Care 12%
(KMC) for LBW babies
Feeding the first milk W%
(colostrum) to the baby

Postpartum checkup after childbirth Once at 3 weeks 33%
Once at 6 weeks 1%
3 times: at 6 h, 6 days, and 6 3%
weeks
Any time she has danger 28%
signs
Only if she has danger sign 350

Advise 1o the mother during postpartum Rest for at least 6 weeks 27%

visit Eat more nutritions food BS%
Exclusive breastfeeding for 6 B3%
months
Need for contraception 15%
methods
Personal hygiene B
Advice regarding baby care after Dy the baby and keep the 100%
childbirth baby warm
Dielary first bath for the baby 3
for at least 6 h
Cord care 4%
Hygiene 17%

Advice regarding breastfeeding Start breastfeeding within 1 93%

h after birth

Exclusive breastfeeding for 6  80%
months

Breastfeed as and when the 70%
baly needs it

Correct position for 58%
breasticeding

Burping after breastfeeding 21%

Clinical Epidemiology and Global Health 12 (2021) 100915

Table 4
Association between knowledge of intranatal and postnatal care services and
sociodemographic profile of ASHAs.

Factors Sub-category Scores for knowledge of P-value
key danger signs
>4 (n= <4(n=
46) 54)
Age <30 years 4 (44.44%) 5 (55.56%) 0.9147
30-39 years 30 34
(46.88%) (53.13%)
40-49 years 10 14
(41.67%) (58.33%)
>50 years 2 (66.67%) 1 (33.33%)
Level of education Primary 4 (22.22%) 14 0.0092*
(77.78%)
Secondary 34 35
(49.28%) (50.72%)
Undergraduate 7 (58.33%) 5 (41.67%)
Graduate 1 (100%) 0 (0%)
Work experience of 6-12 months 3 (33.33%) 6 (66.67%) 0.1127
ASHA 13-24 months 2 (28.57%) 5 (71.43%)
25-36 months 1 (16.67%) 5 (83.33%)
>36 months 40 38
(51.28%) (48.72%)
Rounds of training 1 round 3 (60%) 2 (40%) 0.2486
2 rounds 1 (20%) 4 (80%)
3-4 rounds 12 23
(34.29%) (65.71%)
>4 rounds 30 25
(54.55%) (45.45%)
Any training in last 3 Yes 20 19 0.3968
months (51.28%) (48.72%)
No 26 35
(12.62%) (57.38%)

improved.” ASHA is a female volunteer selected by the community,
deployed in her own village (1/1000 population) after a short training
on community health.” Studies on intranatal and postnatal care services
are very limited in India and nonexistent in the study area.

Most of the ASHA workers are having very less knowledge regarding
intranatal and postnatal care services. Skill based training is not pro-
vided to ASHA workers which is a hindrance for their knowledge and
practice. Incentive provided for them is also negligible compared to
their workload.! They are overburdened with other works apart from
Mother and Child Health services. There are many gaps in understand-
ing of intranatal and postnatal care services by health care workers and
provision of essential services towards intranatal and postnatal care.
Hence the current research is aimed to address gaps in understanding of
intranatal and postnatal care services.

The results of the present study showed that majority of the ASHA
workers were middle aged and married. A study by Kochukuttan S et al.

howed that mean age of ASHAs was 30-35 years, 90% were married.”

about eating nutritious food (85%) and exclusive breastfeeding for 6
months (83%). Only 15% of them advised regarding contraception
methods, 17% regarding hygiene and 24% regarding cord care.

Table 4: There was a significant increasing linear trend in proportion
of Knowledge score “>4" over level of education using Chi Square test
(p-value - 0.0092). Receiving training within last 3 months was not
significantly associated with knowledge about key danger signs.

4. Discussion

The present Cross Sectional Study was conducted with an objective
to assess the knowledge of ASHAs regarding intranatal and postnatal
care services and to estimate the association between knowledge and
sociodemographic profile of ASHAs. In India, with the introduction of
ASHA workers under the National Rural Health Mission (NRHM) from
2005, utilization of healthcare services at the peripheral level has

Findings from a study conducted in Delhi also showed that majority of
the participants were from the age group of 25-45 years and were
married.'’

In the present study 69% of ASHAs completed secondary level of
education. Similarly a study conducted by P. K. Garg et al. in rural
Haryana showed most of ASHA workers had completed minimum 8th
std.” A study by Swati S. et all also showed 65% of secondary level of
education.

A study from Aligarh showed that 88% ASHAs had knowledge about
excessive vaginal bleeding.'” A study conducted by P. K. Garg et al. in
rural Haryana showed 78% ASHAs had knowledge about excessive
vaginal bleeding. ' Similarly in present study also more than 80% of the
ASHAs were aware about excessive bleeding as complication.

A study by Swati S. et all showed that majority (71%) of ASHA
workers were aware about the fact that exclusive breastfeeding should
be done up to 6 months.'” Similarly in our study also 83% of ASHAs
were aware of exclusive breastfeeding. Present study revealed that 93%
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of ASHAs knew about early initiation of breastfeeding, similarly 83.5%
of ASHAs knew in a study conducted by Fatima F. N. et al.'”

In a study by Baghel A et al., 58.9% of ASHAs reported to have 5-10
years of work experience.'” Similarly in present study also 78% of
ASHAs had 3-10 years of experience.

Present study showed that only 15% of ASHAs had postpartum
knowledge about contraceptive methods. Similarly Das A. et al. showed
that only 20% ASHAs had contraceptive knowledge.'

Present study revealed that only 12% of ASHAs had knowledge about
prolonged or obstructed labor whereas Kori S. et al. showed that 88.6%
ASHAs were aware about obstructed labor which is in contrast with
present study.'”

Strengths of the study: Present study was carried out in an appro-
priate manner following all the necessary steps. Ethical approval
(Human) and permission from Department of Health and Family Wel-
fare Services (RCH), Karnataka was obtained to conduct the study.

Limitation of the study: Due to resource constraints only 2 PHCs
and 1 CHC was included and limited number of participants were
interviewed.

This study is an initiation to earry out an interventional study which
will be conducted by the researcher in near future.

5. Conclusion

ASHAs are the most important activists/key workers in maintaining
the health of women during pregnancy, childbirth and postpartum
period especially in rural areas where health facilities are scarce, More
than 80% of ASHAs were aware of severe bleeding as key danger sign,
more than 65% were aware about high BP but their knowledge
regarding other key danger signs like - prolonged labor, retained
placenta, swollen hands/face, blurred vision, convulsions, high fever,
severe headache was negligible. Knowledge regarding cord care, Kan-
garoo Mother Care, colostrum feeding, contraception, burping and hy-
giene was also very low. Hence need of the hour is to train ASHAs
regarding intranatal and postnatal care services.
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