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A REPORT ON 5 DAYS ASHA FACILITATORS INDUCTION-
TRAINING

VENUE: CMO CONFERENCE HALL
DURATION: 3-7 Sept 2012 
DISTRICT HEALTH SOCIETY, CHURACHANDPUR

The ASHA Facilitators Induction training 
was conducted in Churachandpur District 
from 3rd of September to 7th of Septem-
ber, 2012 at CMO Conference Hall. During 
this induction training program, District 
officials were the Resource Persons. The 
names and designation are as under:

1. Dr. H.L.Liensang CMO, DHS Chu-
rachandpur

2. Mr. D. Khuala Vaiphei DPM, DHS 
Churachandpur

3. Mr. Seiboi Mate DDM, DHS Chu-
rachandpur

4. Mr. Md.Bariyajuddin DFM, DHS 
Churachandpur

5. Mrs. Huai Sian Vung DCM, DHS 
Churachandpur

6. Mrs. Mangnu ANM, DIO Chura-
chandpur

The different topics taken during this 
program are: 

1. Overview of NRHM

2. Village Health & Nutrition Day ( 
VHND), Village Health Sanitation 
& Nutrition Committee (VHSNC) 
and Rogi Kalyan Samiti (RKS)

3. Role and responsibilities of ASHA 
Facilitators

REPORTED BY: MR. SEIBOI MATE
District Data Manager/District Nodal 

Officer (M&E), NRHM, CCPUR 

4. Tools (Supervision & monitor-
ing) for ASHA facilitators/support 
mechanism to ASHA

5. JSY, JSSK & referral transporta-
tion

6. How to conduct village meeting ef-
fectively

7. Full immunization and record 
keeping

8. ASHA and ASHA facilitators role in 
MCTS

Field Visit at PHC that was supposed to be 
on the 5th Day of the training cannot be 
conducted due to limited funds as there is 
no PHC that can be accessible by foot in the 
district. This can be conducted in future in 
convenient time.

DAY 1: The 3rd of Sept 2012

The 5 days Induction training Program for 
32 ASHA Facilitators within Churachand-
pur district started with a welcome speech 
from Dr. H.L. Liensang CMO, DHS Chura-
chandpur. The speech was followed by an 
introductory session regarding the purpose 
and objective of the training by Mrs. Huai 
Sian Vung, DCM, DHS Churachandpur. 
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During this training program different top-
ics were taken by District Officials as per in-
structed by the State. Over view of National 
Rural Health Mission, NRHM was shared 
by Mr. D. Khuala Vaiphei, DPM, DHS Chu-
rachandpur. During his speech the pro-
gram and activities taken by NRHM within 
the District was shared to the 32 ASHA Fa-
cilitators and why NRHM was launched in 
2006.   The topic on Village Health & Nu-
trition Day (VHND), Village Health Sani-
tation & Nutrition Committee (VHSNC) 
& Rogi Kalyan Samiti (RKS) was taken by 
Md. Bariyajuddin DFM, DHS Churachan-
dpur. This was followed by interaction 
session with the ASHA Facilitators which 
was again conducted by DCM with regards 
to the ASHAs program related issues. The 
1st day of the ASHA Facilitators Induction 
Training ended with good participation 
from the trainee.

DAY 2: The 4th of Septembet 2012

The 2nd day of the training started with a 
recap of the 1st day where the trainees ex-
plain their knowledge they have received 
from the trainer. i.e. The District Officials. 
This was followed by a topic on the ASHA 
Programs, The Role of ASHA facilitators 
and their responsibilities taken by DCM, 
Churachandpur. Tools for supervision & 
monitoring for ASHA Facilitators and sup-
port mechanism to ASHA was explained 
clearly by Mr. Seiboi DDM, DHS Chura-
chandpur.

The 2nd day of the training ended with a 
review of the day topics as the topics dis-
cussed was important for the facilitator for 
the effectiveness of their work.

DAY 3: The 5th of September 2012

The 3rd day of the induction training start-
ed with a recap of the 2nd day. This was 
followed by an experience sharing by two 
ASHA Facilitators who happen to be ASHA 
worker before. This was followed by a topic 
on Janani Suraksha Yojana (JSY), Janani 
Shishu Suraksha Karyakram(JSSK) and 
Referral transportation by Dr. H.L. Lien-
sang, CMO Churachandpur. Again the top-
ic on how to conduct village meeting effec-
tively is taken by the same. 

The induction training ended with an in-
teractive session and review of the topics 
taken on the day.

DAY 4: The 6th of September 2012

The 4th day of the induction training start-
ed with a recap of the 3rd day topics. The 
topic on immunization and record check-
ing was taken by Mrs. Mangnu ANM, DIO 
Churachandpur. In this topic, the impor-
tance of immunization to be taken by the 
mother and the child for safety prevention 
was taught. This was followed by the ASHA 
and ASHA Facilitators role on Mother and 
Child Tracking System (MTCS) by Mrs. 
Seiboi DDM, DHS Churachandpur. 

During the ASHA Facilitator Induction 
training program ice breaking activities 
and Role play was conducted so as to im-
prove their skills in the field. Different tips 
on personal development were also taught. 
The induction training was a success as 
all the 32 ASHA facilitators attended the 
training without failed. 
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FIVE POSITIVE RESPONSES OF ASHA FACILITATORS’ AFTER 5 DAYS INDUCTION 
TRAINING

1. The ASHA Facilitators’ find this induction training is very helpful as they gain 
knowledge regarding different topics like NRHM, JSY, JSSK, MCTS, Immuniza-
tion etc 

2. The role and responsibilities of ASHA Facilitator is also helpful as it become a 
guideline for their work

3. During this training the ASHA Facilitors could have a good chance to share their 
experiences and knowledge 

4. This training becomes a good platform for every ASHA Facilitator to make rap-
port with one another

5. This training gives them an holistic approach towards the  ASHA and Commu-
nity level 

6. This training helps the ASHA Facilitators’ gain knowledge not only for the com-
munity, but also for their individuals

7. They got an opportunity to build a rapport with the district officials 

8. They learnt  how to deals with the community in which they are placed

9. They learnt  the functioning of office administration 

10.  Not knowing only all the above, they also realized their importance towards the 
community and what they can do for the development of the community
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Activities done in September 2012
DPMU, Tamenglong

DMMU Camp:

The District Health Mission Society of Ta-
menglong conducted 4 DMMUs Outreach 
Health Camps during the month of Sep-
tember 2012 under the banner “reaching 
out to the unreached” to four villages – In-
rianglong, Khangchiuluan,  Kahulong and 
Sangrungpang villages during the month 
of September. The DMMU camp was su-
pervised by Dr. Chambo Gonmei and the 
DPMU.

Mobile OPD was provided which was ben-
efitted by hundreds of poor people. Investi-
gation tests like blood, Urine, malaria and 
sputum for TB examination & HIV testing 
and X-rays were done during the camps. 
The attendance of the patients was over-
whelming. In Kahulong village, around 284 
patients were registered. Patients from 4 
neighbouring villages namely – Taizizang, 
Bamgaijang, Namlalong and Chaengdai 
villages reach the site on foot to avail the 
health services. 

Many people are diagnosed with Periph-
eral neuropathies, backache, hypertension, 
peptic ulcer syndrome, helminthiases in 
children with acute respiratory infections. 
Health talks on health and sanitation, ma-
laria, TB, Leprosy, water borne diseases, 
ante natal care, post natal care, importance 
of breastfeeding, role of VHSC etc are also 
given.

A total of 787 patients were examined and 
treated with free medicines. The DMMU 
team received maximum co-operation 
from the village authorities. 19 X-rays and 
84 clinical tests were done. 

Feedbacks:

1. Many of the patients are not will-
ing to give Users fee for lab test 
and X-ray examination in the vil-
lages visited. Most of the villagers 
take it for granted that any sort of 
health camp such as DMMU camps 
are free. It may not be feasible to 
charge government approved us-
ers fee in the remote and difficult 
areas.

2. Because of the difficult terrain and 
heavy type vehicle, it is very dif-
ficult to move in many areas of 
the headquarter itself and is worst 
especially during the rainy season. 
If lighter vehicles are provided for 
the district, DMMU can reach even 
the most remote and interior parts 
of the district.

3. Though the DMMU vehicle is 
equipped with ultrasound machine, 
the services cannot be provided as 
the district does not have any ultra-
sound technician.

4. The VHSCs, AWW and helpers, 
Village health workers and volun-
teers, ASHAs of the villages and lo-
cal Churches were deeply involved.
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People thronging at the counter                                   

Extracting tooth                                                            

Doctors examining patients

Waiting for their turn

X-ray taken during the camp

ASHA involvement during the camp



NRHM Newsletter July - September, 2012

 6

Orientation of ASHA Facilitator:

5 days Orientation program was conducted for 13 ASHA Facilitators at the district level 
from 4th – 8th September 2012. They were sensitized about NRHM – its goals and ob-
jectives. The achievements of the district in the previous years were also highlighted to 
them. The orientation program emphasize on the roles and responsibilities as an ASHA 
Facilitator, about the functioning of VHSC and roles of ASHA at the village level.

Dr. Chambo inaugurating the program ASHA Facilitators of Tamenglong

ASHA Day:

ASHA day was organized for the ASHAs under PHC Oinamlong and District Hospital 
on 15th & 26th September 2012 respectively. The concerned Medical Officers in charge, 
Program Managements Units and ASHA Facilitators are actively involved in this program.

On this day, the activities of the ASHAs are reviewed and the problems faced by them 
while implementing programs. The ASHAs were motivated to conduct VH&NDs regularly 
and submit the reports in time. Further, they were also reminded to utilize their VHSC 
fund judiciously and SOEs submitted timely. 

After a short tea break, the TA for monthly meetings of ASHAs were distributed along 
with the raincoats, torchlight and mucus extractors and the program concluded with a 
word of thanks from the PMUs.
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On VHSC fund utilization                         ASHA raincoat, mucus extractors 
being  given away by DPM, Tml.

RCH Camps:

2 RCH Outreach Health Camps was conducted at Muktina  and Mongjaron Khunou vil-
lages by the District Health Mission of Tamenglong on 2nd and 6th of September 2012 
respectively. Free consultations with free medicines, free health talk and free clinical 
tests were the main activities carried out. Health talks on the importance of ANC, Im-
munization, good hygiene and sanitation, HIV testing and Counselling for early detec-
tion and treatment was given. Children were given immunization and Vit A solution was 
administered to 126 children. Family planning services was also provided to 8 women.

APD, URTI, acid peptic diseases are mostly diagnosed among adults and  upper respira-
tory diseases, URTI and helminthiases diagnosed among children.

A total of 104 patients were examined and treated at Muktina village with 31 lab tests.  
254 patients were treated at Mongjaron Khunou with 56 lab tests.

The Village authorities, Church leaders and elder, ASHAs were actively participated in 
the camp.

RCH Camp at Muktina village on 2nd Sept. 2012
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RCH camp at Mongjaron Khunou on 6th Sept.2012

Examining children and patients waiting for their turn

Dispensing drugs                                                      Children in queue for health check up
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Sanjoy,
Block Finance Manager,
Pallel, Kakching Block

Story of an ASHA

“Mrs. Sirjan Bibi of Sora Ching Wangma 
is a widow and a mother of five children. 
She has to earn for a livelihood as her chil-
dren depend on her. Suddenly, one day, 
Sirjan Bibi fell sick and became weaker 
day by day. I, the ASHA of the area, told 
her that she might be suffering from T.B. to 
which she replied that she is very helpless 
as she has no money for her treatment. I 
had a discussion with our VHSC commit-
tee, hired a vehicle with the money sanc-
tioned and visited CHC Kakching. After a 
blood test, she was confirmed T.B positive. 
Her treatment began with Dots medicine. 
However, unfortunately, even after four 
months of treatment, she did not improve 
from her illness as her family was so poor 
to provide her whole some food.  Therefore, 
as an AHA I would like to appeal to the gov-
ernment to provide health and support to 
poor people like Sirjan Bibi.”

These are the words of (ASHA) Thoibi Bibi 
who started working as an ASHA from 30-
09-2008. She completed her 6th & 7th 
module as an ASHA trainee on 19-02-2012. 
She is honoured with the title of being the 

best ASHA for PHC Pallel under Hospital 
Management Society in Thoubal District 
for two consecutive years i.e. in 2010 & 
2011. She has been successful in mobilizing 
85 pregnant women for ANC registrations. 
Out of the 85 pregnant women, 45 of them 
have been provided with the benefit of JSY. 
400 malaria slide samples were collected 
with one positive confirmation. She has 
also participated in the School health Pro-
gramme for three (3) times, while she has 
also been successful in organising Health 
Awareness camps related with mother and 
child in her village.  

Besides, Thoibi Bibi also participated in 
various training programmes related with 
leprosy, malaria and eye care. She has also 
participated in DMMU camps in her area 
six (6) times and helped in providing ser-
vices to many pregnant women. A malaria 
positive patient has been cured successful-
ly. Two (2) T.B patients are being provided 
with Dots with her help while four (4) T.B 
patients had already been cured. 

 “They refused to take my advice though I 
continually try to persuade them.” An in-
cident in her village deeply touched the 
heart of ASHA Thoibi. At the age of 20, 
Abemsana, a woman from Sora Awang Lei-
kai gave birth to her first child (boy). She 
became pregnant again within one year of 
the birth of her first child. Even though, 
ASHA Thoibi convinced the woman that 
they should visit a Health Center for ANC 
Check-up, the mother-in- law of the wom-
an refused to let her go with the ASHA. The 
mother in law thought that it is of no use to 
get registered at a PHC and bluntly told the 
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ASHA not to create opportunities to earn 
money out of the situation. ASHA Thoibi 
tried to reason out with the mother in law 
that her daughter in law had become preg-
nant well before time and thus necessary to 
visit the PHC for a health check up but to 
no avail. 

When the pregnant woman was working 
in the paddy field, labour pain started. She 
was immediately taken to the hospital but 
the child was born death on the way before 
they could reach the hospital. This incident 
deeply touched the heart of ASHA Thoibi 
and highlighted the deep misconceptions 
imbedded in our society and the utter help-
lessness of illiterate powerless women in 
uneducated families.  

Noorsafi, a 10 year old child, was born blind. 
ASHA Thoibi came to know about her and 
took her to District Hospital, Thoubal for 
an eye check up. After the result of the eye 
check up was known, it became necessary 
that an operation will be conducted on 
both her eyes to put lenses on them. But 
as Noorsafi family was poor and had to de-
pend on daily labour for their livelihood, 
they did not have money for the operation 
and lenses. Understanding the problem of 
the family, the ASHA and team of Doctors, 
after a thorough discussion, helped Noor-
safi admit herself in a health camp in Shija 
Hospital through monetary grant from the 
govt. With the grace of God, Noorsafi is 
able to see by her right eye.

Md. Khalik of Sora Mamang Nongsa Bazar 
had been seriously ill. As ASHA Thoibi 
came to know of his illness in time, she 
helped him in going for a health check up at 
CHC Kakching. Md. Khalik was confirmed 
of T.B Positive according to the test report/ 

result. Thereafter, ASHA Thoibi started 
giving Dots medicine to Md. Khalik whose 
health began to improve. Later, Md. Khalik 
began to take Anti - TB Category-1-B as part 
of second phase of his treatment. He began 
to feel better and even started visiting the 
market. But, Md. Khalik refused to take 
the medicine further. ASHA Thoibi and his 
family advised him to continue taking the 
medicine but Md. Khalik refused to do so. 
Unlimitedly, Md. Khalik passed away after 
two months from the time he stopped tak-
ing the medicine.

Mrs Sumajan Bibi is a woman of 20 years 
old. After being pregnant for about three 
months, ASHA Thoibi advised her to visit 
the PHC Pallel for registration. However, 
in the meantime, bleeding started. ASHA 
Thoibi immediately took her to CHC Kak-
ching and received treatment. According to 
the Doctor’s advice, the woman had to go 
through medical process of Medical Ter-
mination of Pregnancy or in layman’s term 
an abortion. The Doctor’s later said that if 
she had delayed in coming to the Hospital 
by 24 hours, she would have faced a seri-
ous problem. ASHA Thoibi’s timely help 
has been able to avoid the danger from the 
woman’s life. ASHA Thoibi received heart-
felt thanks from Sumajan Bibi for saving 
her life and even prayed to God for the 
wellbeing of ASHA Thoibi. The Doctor’s 
also appreciated Thoibi for her effort.
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DATA TRIANGULATION FOR PLANNING & DECISION MAKING

Triangulation is a method used to deter-
mine the location of a fixed point based on 
the laws of trigonometry. These laws state 
that if one side and two angles of a triangle 
are known, the other two sides and angle of 
that triangle can be calculated.

Among experts in triangulation in the so-
cial sciences, there continues to be a gen-
eral consensus on the usefulness of the four 
types of triangulation originally identified 
by Denzin in the 1970s: (1) methodological 
or method triangulation; (2) data triangu-
lation (3) investigator triangulation and; 
(4) theory triangulation.

Methods Triangulation is the use of mul-
tiple methods to study a situation or phe-
nomenon. The intention is to decrease the 
deficiencies and biases that come from 
any single method. In other words, the 
strengths of one method may compensate 
for the weaknesses of another. This type of 
triangulation is very similar to the mixed 
method approaches used in social science 
research, where the results from one meth-
od are used to enhance, augment and clarify 
the results of another. It is also a variation 
on data triangulation, with an emphasis on 
using data collected by different methods 
as opposed to data collected for different 
programmes, locations, populations, etc.

Data Triangulation is the use of a variety 
of data sources, including time, space and 
persons, in a study. Findings can be cor-
roborated and any weaknesses in the data 
can be compensated for by the strengths of 

other data, thereby increasing the validity 
and reliability of the results. The approach 
has been used in many sectors to strength-
en conclusions about findings and to re-
duce the risk of false interpretations.

I will be focusing only on Data Triangula-
tion which is more relevant for planning, 
decision making and corrective measures 
from NRHM perspective for my further 
presentation.

What are the implications of Data Tri-
angulation for Monitoring and Evalua-
tion (M&E)?

Triangulation can play a major role in 
monitoring and evaluation. It is an inval-
uable way to confirm findings in one ob-
servation/study with findings from other 
equally relevant sources. In fact, the ability 
to compare and contrast different findings 
and perspectives on the same situation or 
phenomenon is a very effective way to find 
inconsistencies in data and opportunities 
for further investigation.

Rajesh Khartu Monsang
Additional State Program Manager
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In addition, triangulation can reinforce the 
validity and credibility of a finding, which 
makes it much easier to explain and justify. 
It can also provide a more complete and 
comprehensive perspective on a given situ-
ation and generate new insights into that 
situation.  

Triangulation is also an invaluable way to 
bridge the gap between the need for use-
ful data for decision-making and the vast 
quantities of data collected /available. 
With the increased programme activities, 
so is the increase in quantity of data col-
lected and response. Unfortunately, much 
of the data are not being used because of 
disparities in the data sets. 

Triangulation can help M&E officials and 
programme managers find meaningful in-
formation in seemingly unrelated data sets, 
and can help them make timely recommen-
dations for policy development and imple-
mentation as well as programme planning 
and improvement. In other words, trian-
gulation is an effective way for informa-
tion from across the spectrum to ‘meet in 
the middle’ and provide useful insights for 
strategic decision-making.

Strengths and Weaknesses of Data 
Triangulation

In general, triangulation can enhance the 
validity and reliability of existing observa-
tions about a given situation. If findings 
converge, it can also generate new, credible 
findings about a situation or phenomenon 
and can create new ways of looking at a sit-
uation or phenomenon. 

The core strength of data triangulation 
is the use of existing data for review and 

analysis. Rather than drawing conclusions 
from a single study, data triangulation — 
by definition — uses multiple data sources 
to examine a situation. A larger pool of rel-
evant data practically guarantees that areas 
of convergence and divergence will be dis-
covered; areas of convergence and diver-
gence that may not have been identified or 
noticed in the data from a single study. A 
parallel strength is the nature of the data 
when they are drawn from multiple data 
sources and data sets. With triangulation, 
it is likely that the data will be drawn from 
a much more diverse set of sources and this 
diversity ensures a more expansive look at 
the situation. Most importantly, it can pro-
vide a better understanding of a situation 
or phenomenon. 

However, the many strengths of triangula-
tion are counterbalanced by a number of 
major challenges, including: the amount 
of additional time required to conduct tri-
angulation activities; the complexities of 
dealing with large quantities of data; the 
potential conflicts between different inves-
tigation methods; the difficulties of inter-
pretation when data do not converge into 
a clean, clear picture; and limited under-
standing among policy/decision-makers 
about how triangulation works and why it 
was used in a given situation. 

The weaknesses of data triangulation tend 
to be related to the quantity and quality of 
the data. For example, having too few data 
means that triangulation is unlikely to pro-
vide any meaningful insights. In addition, 
poor quality data can completely under-
mine the usefulness of triangulation. There 
can also be serious problems with data tri-
angulation if qualitative data are analysed 
from a quantitative perspective. 
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Why Do We Need Data Triangulation?

Triangulation can only be done when data 
are available. There are two basic types of 
data: quantitative and qualitative. Both 
types of data are equally useful in any tri-
angulation activity. In fact, the use of both 
types of data is an underlying premise of 
triangulation. 

Quantitative data can be measured on a 
numerical scale and can be analyzed using 
statistical methods and displayed using ta-
bles, charts, histograms and graphs. Quan-
titative data are collected from surveys, 
census reports, HMIS, programme records 
etc.

Qualitative data are not intended or de-
signed to be measured, counted or ex-
pressed in numbers. As the term implies, 
they relate to the quality or character of 
something and provide an understand-
ing of social situations and interactions, as 
well as people’s values, beliefs, opinions, 
perceptions, motivations, behaviours and 
reactions. Qualitative data are generally 
expressed in words, pictures or objects and 
are collected using qualitative methods 
such as interviews, surveillance, FGDs and 
observation.

There are a number of reasons why 
triangulation can and should be used:

Complex Questions: When seeking to an-
swer complex questions concerning the 
quality, implementation, outcome and im-
pact of a programme, the ability to draw 
from multiple inputs can provide a wider 
range of information and a significantly 
broader insight into the issues underlying 
the complex questions.

Dissimilar Data: When there are sufficient 
data but they are dissimilar, triangulation 

can balance the different perspectives and 
lead to a valid conclusion that can be test-
ed. In fact, triangulation can create oppor-
tunities to compare a wide range of data on 
a particular situation or phenomenon side 
by side, providing new insights and gener-
ating new conclusions.

Poor-Quality Data: When relevant data 
from different sources are collected, trian-
gulation can compensate for the poor qual-
ity of some of the data, assuming that the 
validity and reliability of the other data are 
confirmed.

Insufficient Data: When directly applicable 
data are not available, triangulation may 
be able to use indirectly applicable data to 
draw a valid conclusion. However, in these 
cases it is important to consider additional 
ways to confirm the accuracy of the conclu-
sion.

Trend Data: When examining trend, tri-
angulating from a range of data types and 
sources can provide a more precise picture 
of the overall trend.

Rapid Response: When there is a need to 
rapidly respond to a situation, triangula-
tion — using readily available data — can 
provide a valid perspective far more quick-
ly than collecting and analyzing new data.

Alternative to Research: When the find-
ings from a rigorous, specifically designed 
research study are not available and when 
such a study is not feasible, triangulation 
can be a viable option, depending on the 
depth and breadth of the available data.

A Basic Approach To Data Triangulation

The basic approach to data triangulation 
is the same if the triangulation is a routine 
activity or an ad hoc one. First, the goal 
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of triangulation must be agreed. Second, 
the data must be collected and/or aggre-
gated before they can be reviewed. Finally, 
the data are analysed and conclusions are 
drawn.

Since triangulation is a collaborative 
process, it is essential that stakehold-
ers agree on achievable goal/goals. Every 
goal should be: appropriate (i.e. it is the 
right approach); relevant (i.e. the findings 
could have a significant impact on the pro-
gramme); actionable (i.e. the findings could 
be used to make specific improvements in 
the programme); and feasible (i.e. the data 
are available or can be collected, the hu-
man and financial resources are available 
and the triangulation can be completed in 
a reasonable amount of time).

When all the data required for triangula-
tion are available, they must be collated, 
aggregated and then presented in a graphi-
cal way, which makes it easy to compare 
the similarities and differences as well as 
the strengths and weakness of the differ-
ent inputs. For example, it is important to 
identify the type and format of the data as 
well as the data collection methods. This 
is also an opportunity to document when 
data were collected so as to determine if 
data were too old and no longer relevant. 

During this process, the quality of the data 
should also be assessed. Is it reliable? Val-
id? Credible? 

Analysts should carefully and thoroughly 
document their conclusions before dissem-
inating them. Because data triangulation 
is a secondary process (i.e. it uses data col-
lected by others to make determinations), 
it may have few natural supporters, partic-
ularly if the conclusions are not in line with 
findings from other activities; consequent-
ly, there is a need for careful and thorough 
documentation of the conclusions and buy-

in from all stakeholders from the beginning 
of the triangulation exercise.

Who should be involved in Data Trian-
gulation?

Effective triangulation depends on coor-
dination and collaboration; a high level of 
cooperation is required from key stake-
holders, particularly those who are actively 
involved in collecting data. Regardless of 
the type of triangulation, it is most success-
ful when stakeholders are involved in all 
the phases, including deciding the goals for 
triangulation, collecting and/or aggregat-
ing data, analyzing the data and drawing 
conclusions from the analysis.

Key Stakeholders :
• State, District and Block-level 

policy/decision-makers;
• Programme Managers of SPMU, 

DPMU & BPMU;
• Doctors, Nurses and Paramedical 

staffs;
• Civil Society representatives (e.g. 

PRI Members, NGOs, Community 
Based Organizations etc.);

• Researchers (e.g. universities or 
medical colleges etc);

• Beneficiaries of services provided;
• Representatives from other con-

verging sectors with similar exper-
tise and experience.

It is important for stakeholders to play an 
active role in identifying the goal or goals 
of the triangulation process. However, it is 
equally important to focus on the key stake-
holders to ensure that the quality of the in-
put is high and the quantity is manageable. 
It can be more practical to use an existing 
body or to establish a small working group 
of technically proficient stakeholders who 
could provide regular and active support 
for triangulation efforts. 
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                 SCHOOL HEALTH REPORT – 2011-12
Organised by:  District Health Mission Society, Imphal West

OBJECTIVE   FOR CONDUCTING SCHOOL HEALTH PROGRAM:

1) Detection of health related problems that are commonly occurring amongst 
school children e.g. deafness; carries tooth; refraction error; anaemia; worm 
infestation; TT Injection etc.

2) Screening of Children for appropriate referral; and

3) Creating health awareness.

Activities included primary health screening of the school children and providing 
health awareness programme. The services provided were Eye check up; ENT check up; 
Dental check up; Skin problem; screening of  Deficiency manifestation, Worm Infestation; 
Immunisation (TT 10 & 16) and Awareness program on HIV/AIDS, Personal Hygiene 
etc.  Screenings of the students were done by the general MOs and minor treatments 
were given. Specific problems were referred to the Concerned Departments of higher 
Institutions. A total of 2558 students were screened during the School Health Visit.  
School Health Program was conducted in collaboration with District Blindness Control 
Society, under its program free Spectacles were also distributed to 30 needy students with 
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Refraction error. The clinical inding of these 12   School visit at different   11 Government 
High Schools are as follows:

Sl. No DEFICIENCY MANIFESTATIONS Number of Student
1. Anemia 27
2. Vit A Deficiency 01
3. Vit B Deficiency 03
4. Vit C Deficiency 00
5. Vit D Deficiency 01
6. Vit  E Deficiency 00
7. Vit K Deficiency 02
8. Iodine 00
9. Malnutrition 00

Sl.No GUM & TEETH No. of students
1. Dental caries 245
2. Pyorrhea 01
3. Ulcer mouth 02
4 Others (Specify) 83

SL. No. EAR No. of Student
1. Defective hearing 04
2. CSOM (Chronic Supurative Otitis Media) 08
3. ASOM (Acute Supurative Otitis Media) 01
4. Impacted Wax 10

5. Others(Specify) 14

NOSE

1. Sinusitis 15

2. Nasal Polyp 06

3. Epistaxis 12

4. DNS (Deviated Nasal Septum) 07

5. Enlargement of turbinate (Inferior) 12

6. Others(Specify) 16

THROAT

1. Tonsillitis 19

2. Pharyngitis 37

3. Adenoids 01

4. Thyroid glands 02

5. Others (Specify) 19

ENT (Ear , Nose & Throat)
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Sl.No  EYE No. of Students
1. Defective Vision

- Refractive error 456
- Blindness 0

2. Squint 04

3. Night Blindness 03

4. Conjunctivities 35

5. Others 12

Sl.No CVS No.of Students
1. RHD(Rheumatic Heart Disease) 00
2. Congenital Heart Disease 02
3. Others(Specify) 00

CHEST No.of Students

1. Common Chest 00
2. TB 00
3. Br. Asthma 04

4. Others (Specify) 07

SL.No Immunisation (TT -10) Immunisation (TT-16)
1. Male Female Male Female

221 225 236 218

Sl.No SKIN No. of Students
1. Scabies 12
2. Ring Worm 05
3. Vitiligo 00

4. Leprosy 00
5. Infected Skin Disease

- Fungal Infection 09
- Bacterial Infection 28

6. Others (Specify) 51
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Sl.No ABDOMEN No. of Students

1. Abdominal Colic 23
2. PUS(Peptic Ulcer Syndrome) 32
3. UTI(Urinary Tract Infection) 8

4. Others (e.g) 317

Sl.No Worm Infestation No. of Students

1. Total No. of students with worm infestation 43
2.  Total No. of students referred to Hospital 10

Sl.No Name of the School Date

1. Keishamthong Model School 9th July 2012
2. Ibotonsana Higher Secondary School 10th July 2012

3. Ram Lalpaul  Hr. Sec. School 11th July 2012
4. Kwakeithel Girls HS 12th July 2012
5. Kebol High School 17th July 2012
6. Lalambung High School 19th July 2012
7. Bheirodhan Maxwel Hindi HS 20th July 2012
8. Lilashingkhongnangkhong High School 21st July 2012
9. Praja High School 30th July 2012
10 Langjing High School 31st July 2012
11 Lee  faith School 1st &2nd August 2012

Sl.No CNS No. of Students

1. Mental problem :

Mentally Retarded Child 1

Mid MR 0

Moderate MR 0
2. Down’s syndrome 0
3. HISD (High Incident Speech Defect) 0
4. CP (Cerebral Palsy) 0
5. Autism 0
6. A.D.H.D (Attention Deficit Hyperactivity 

Disorder)
0

7. Physical Deformity due to CNS Problem 0
8. Others (Specify) 1

Worm Infestation

LIST OF THE SCHOOLS visited for School Health Checkup.
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One day Mega Health Camp

Taking health care to the doorstep

Andro which is 30 km away from district head qtr is habited mostly of scheduled caste 
and schedule tribe covering 27 villages with a total population of 19372 app. as per house-
hold survey report..Out of total villages 9(nine) nos of villages under Angtha area is still 
problematic to provide health facilities due to lack of transportation and other means 
of communication. The status of Maternal & Child health still needs to improve. Being 
remote area the people still opts for home delivery though number of ANC registration is 
high .Hence  to overcome such un opportunity of health facilities the said mega camp is 
organized utilizing District Mobile Medical vehicles the only source to make health cares 
services available in underserved areas.

Submitted by 
Lion P. Kunjabihari Singh & Binny Thaoroijam 
President, LCIG   DPM, IE

At ANDRO PHC 30th September 2012
Organised by :

NRHM, Manipur In collaboration with Lions Club of Imphal Greater
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Lions Club of Imphal Greater, a constituent club of Lions Clubs International District 
322D have organised one of the Largest Mega Health Camp at Andro PHC, Andro Vil-
lage in association with National Rural Health Mission on the Sunday, 30th September.

Lions Club of Imphal Greater, since inception in 2000 has been carrying our various hu-
manitarian services such as Health Camp, assistance to Flood Victims, adoption of Or-
phanage etc. For the Lionistic year 2012-13 also, Lions Club of Imphal Greater initiated 
the idea of organising a Free Medical Campaign as a part of its humanitarian services to 
the needy people and approached National Rural health Mission, Manipur for the above 
mentioned Camp. Andro which is around 25 from Imphal & which is dominantly a SC 
community has been chosen considering the distance from Imphal and lack of diagnos-
tic and other Medical facilities.

Thus Lions Club of Imphal Greater was responsible for all the necessary networking viz, 
identification of needy people for the Health camp, liasioning with the Local leaders as 
well as organisation and organising the event.

During the Mega Health Camp around 1500 villagers avail the benefits of various Health 
Care as well as Checkup facilities covering Eye, General Medicine, ENT, Dermatology, 
Dental, Gynaecologist, Paediatrics, Ortho and Ayush Etc.

Around 46 Patients got the facilities of X-Ray and around 78 patients got the benefit of 
Ultrasound for further treatment and diagnosis. 16 Patients have been detected for IOL 
operation will be referred to CMO Imphal for further treatment and operation The Mega 
Health Camp was made possible with the active participation of more than 25 Doctor 
with specialist from CMO Imphal East and National Rural Health Mission and also sup-
ported by more than 35 Nursing as well as Medical Staff.

The NRHM provided all the necessary technical support including 2 Nos. of Medical Van 
with facilities for X-Ray, Ultrasound and Eye Check-up and 1 No. Ambulance etc. Shri 
Devesh Deval IAS, State Mission Director, NRHM personally supervise the Mega Health 
Camp apart from the more than 30 members of the Lions Club of Imphal Greater.

The Mega Health Camp was organised with the Lions Clubs International Objective of 
“We Serve” which have been carried out from time to time by Lions Club of Imphal 
Greater and National Rural Health Mission’s objective of providing Health Care facilities 
to Rural areas.

Services  available in the camp :

• Curative  of minor ailments,referral of complicated cases

• Specialist services such as  O&G, Paediatrician, Medicine, Ortho, Sonologist, 
ENT, Opthalmologist, Dentist  etc
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• Reproductive & Child Health  Services

• Mechanism  of Ayush treatment

• Family Planning

• Diagnostic

• IEC Material

The MEGA HEALTH CAMPED  turns out a successful one with the availability of full 
mechanism  of manpower, free provision of medicines and services  availed at free of 
cost.

To serve the unserved area is the first essential step of National Rural Health Mission to 
achieve the millennium development goal. 
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Home Base New Born Care (HBNC)

Mr.Wahengbam Imo Singh
Community Mobilizer, RRC – NE (Manipur)  
Ministry of Health & Family Welfare, Govt.of India    

Defining Neonatal and Infant Deaths:

1. Neonatal Mortality: Deaths occurring during the neonatal period, commencing 
at birth and ending 28 completed days after birth.

 Early Neonatal mortality: Deaths occurring during the neonatal period, from 
birth to seven days after birth.

 Late Neonatal Mortality: Deaths of the infants occurring during the neonatal 
period, from the eight days after birth to 28 completed days after birth.

2. Still Births: Death of foetus after 28 completed weeks of pregnancy, or the birth 
of a death fetus which weights over 1000 Gms or is more than 35 body length.

3. Perinatal Mortality: Deaths occurring after 28 completed weeks of gestation 
(Still births) and up to seven completed days (early neonatal deaths) after birth.

4. Infant Mortality: Deaths occurring in a child before it reaches the age of one ear.

Objectives of HBNC:

The major objective of HBNC is to decrease neonatal mortality and morbidity through:

 The provision of essential newborn care to all newborns and the prevention of 
complications.

 Early detection and special care of preterm and slow birth weight newborns.

 Early identification of illness in the newborn and provision of appropriate care 
and referral.

 Support the family for adoption of healthy practices and build confidence and 
skills of the mother to safeguard her health and that of the newborn.

Key activities in HBNC:

The key activities in HBNC constitute the provision of:

I. Care for every newborn through a series of home visits by a trained ASHA .In 
most of the State contexts ASHAs are mainly done the newborn home visits.

II. Information and skills to the mother and family of every newborn to ensure bet-
ter health outcomes.

III. An examination of every newborn for prematurity and low birth weight.
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IV. Extra home visits for preterm and low birth weight babies by the ASHA or ANM, 
and referred for appropriate care as defined in the protocols.

V. Early identification of illness in the newborn and provision of appropriate care 
at home or referral as defined in the protocol.

VI. Follow up for sick newborns after they are discharged from facilities.

VII. Counselling the mother on postpartum care, recognition of postpartum compli-
cations and enabling referral.

VIII. Counselling the mother for adoption of an appropriate family planning method.

In case of those deliveries that occur on the way to the health institutions or at home out 
of choice, despite motivation for institutional delivery, the ASHA must be equipped with 
the skills and competencies required to provide appropriate newborn care.

Who is the provider of HBNC?

It is important for all peripheral providers of services to be aware of the principles and 
practice of HBNC. This includes the AWW, the ANM and Medical officers. However, as 
envisaged in the XI plan, the main vehicle to provide this is the ASHA. The reasons for 
this include:

1. She (ASHA) is resident and available in every village.

2. She (ASHA) is being equipped with skills (already trained) and support to pro-
vide such care.

3. The ASHA are emerging as the first port of all call for sick newborns and children.

4. The ASHA are supported and guided by the health system which is directly 
responsible for newborn and child survival. This relationship with the health 
system is essential for facilitating referral. 

Form required to be filling up by ASHAs:

1. Pregnancy form 

2. Birth preparation form

3. Delivery form

4. First examination form

5. Home visit form

All the forms should be fill up by ASHAs, where as the ASHA Facilitators should be veri-
fied the fill up form done by ASHAs.

Visits by ASHA under HBNC:

6 (Six) visits in the case of Institutional delivery Days 3, 7,14,21,28 and 42

7 (Seven) visits in the case of home delivery Days 1, 3, 7,14,21,28 and 42

Rs. 250 is to be paid to the ASHA for caring of pregnancy, home visits to newborn and 
post partum mother.
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A Breakthrough with Mucus Extractor

Tovir Ngoruh
District Community Mobilizer
District Health Society, Chandel

Hb. Reena Anal 25 yrs, wife of Hl. Beshung 
and mother of 3 children volunteering as 
ASHA for the last 6 yrs from Toupokpi Vil-
lage, Chakpikarong Block, Chandel Dis-
trict have made all ASHAs proud through 
her timely intervention as an ASHA work-
er. And her academic career ends after her 
10std.

Toupokpi Village has a population of 780 
and is 7 km away from Chakpikarong 
Health Center. Due to its large population 
Toupokpi is divided into parts A & B and 
has one ASHA each.

She makes use of the training knowledge 
imparted to her for the benefits of her vil-
lagers as was proven recently through her 
great activity. She had been phenomenal 
in saving the lives of not only one but two 
asphyxiated babies with the help of Mucus 
Extractor that was given to her only after 
she was trained with the knowhow of us-
ing it. Through this activity she is able to 
act as a ‘bridge’ between the rural people 
and health service outlets and contrib-
ute her role in achieving the objectives of 
NRHM.

The good work is unanimously appre-
ciated by the villagers, families (whose 

child she had saved) and Staffs of NRHM, 
Chandel. The families and villagers are 
now more cooperative and considerate to-
wards her which makes her more inspir-
ing to volunteer as ASHA worker.

The details of the beneficiaries are:

1. Romina wife of Hb. Apem from 
Toupokpi (A) 

2. Roda wife of Ts.Beno from 
Toupokpi (A)

The families have commented that “Thanks 
to NRHM for sending us ASHA to our 
down trodden village”

In the words of ASHA in her achievement, 
“Though it’s the first time I am using Mu-
cus Extractor, I am extremely happy in 
making use of it successfully to save the 
babies and want to thank BPMU Chakpi-
karong for giving all ASHAs a very useful 
training”.

With this breakthrough, she has earned 
respect and regards from her village and 
now, ASHA work is considered more help-
ful and important.
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One day sensitization workshop on Community Based Maternal Death, 
at Nongpok Keithelmanbi  on 27th September, 2012


