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Disclaimer 
This report sets forth our views based on the completeness and accuracy of the facts stated to 

NuSocia and any assumptions that were included. If any of the facts and assumptions is not complete 

or accurate, it is imperative that we be informed accordingly, as the inaccuracy or incompleteness 

thereof could have a material effect on our conclusions. 

While performing the work, we assumed the genuineness of all signatures and the authenticity of all 

original documents. We have not independently verified the correctness or authenticity of the same. 

We have not performed an audit and do not express an opinion or any other form of assurance. 

Further, comments in our report are not intended, nor should they be interpreted to be legal advice 

or opinion. 

While information obtained from the public domain or external sources has not been verified for 

authenticity, accuracy or completeness, we have obtained information, as far as possible, from 

sources generally considered to be reliable. We assume no responsibility for such information. 

Our views are not binding on any person, entity, authority or Court, and hence, no assurance is given 

that a position contrary to the opinions expressed herein will not be asserted by any person, entity, 

authority and/or sustained by an appellate authority or a Court of law. 

Performance of our work was based on information and explanations given to us by the Client. 

Neither NuSocia nor any of its partners, directors or employees undertake responsibility in any way 

whatsoever to any person in respect of errors in this report, arising from incorrect information 

provided by the Client. 

Our report may make reference to ‘NuSocia Analysis’; this indicates only that we have (where 

specified) undertaken certain analytical activities on the underlying data to arrive at the information 

presented; we do not accept responsibility for the veracity of the underlying data. 

In accordance with its policy, NuSocia advises that neither it nor any of its partner, director or 

employee undertakes any responsibility arising in any way whatsoever, to any person other than 

Client in respect of the matters dealt with in this report, including any errors or omissions therein, 

arising through negligence or otherwise, howsoever caused. 

In connection with our report or any part thereof, NuSocia does not owe duty of care (whether in 

contract or in tort or under statute or otherwise) to any person or party to whom the report is 

circulated to and NuSocia shall not be liable to any party who uses or relies on this report. NuSocia 

thus disclaims all responsibility or liability for any costs, damages, losses, liabilities, expenses 

incurred by such third party arising out of or in connection with the report or any part thereof. 

By reading our report, the reader of the report shall be deemed to have accepted the terms 

mentioned here in above. 
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Ethical Consideration 

Informed consent: The interviews were done after the respondents gave their consent. Even after 

the interviews were completed, their permission was sought to proceed with their responses. 

Confidentiality: The information provided by participants has been kept private. At no point were 

their data or identities disclosed. The research findings have been quoted in a way that does not 

expose the respondents' identities. 

Comfort: The interviews were performed following the respondents' preferences. In addition, the 

interview time was chosen in consultation with them. At each level, respondents' convenience and 

comfort were considered. 

Right to reject or withdraw: Respondents were guaranteed safety and allowed to refuse to answer 

questions or withdraw during the study. 
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Executive Summary 

 
Tata Memorial Centre (TMC), with support from Kotak Mahindra Bank Limited, implemented a Skill 
Development Programme in Preventive Oncology in Raigad district, Maharashtra. The initiative was 
designed to address gaps in cancer prevention, early detection, and community awareness by 
training local women as preventive oncology workers. The programme aligns with national priorities 
under National Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases 
and Stroke and National Health Mission, and responds to the growing need for decentralised cancer 
screening and referral capacity in rural and tribal areas. 

 
The programme targeted young women from Khalapur, Karjat, Panvel, and Khopoli, with a focus on 
candidates from tribal and low-income households. Training was delivered as a one-year course (six 
months of classroom and practical training followed by six months of supervised internship), 
conducted in Marathi and embedded within the Preventive Oncology OPD at Khopoli. The model 
shifted from an initially planned infrastructure-based institute to an OPD-integrated training 
approach, enabling continued implementation despite delays in hospital construction. 

 
Key highlights include: 

● Training coverage and completion: Two batches were implemented under the programme, 

enrolling 36 women from Khalapur, Karjat, Panvel, and Khopoli. Of these, 29 trainees 

successfully completed the one-year course, comprising six months of classroom training and 

six months of supervised internship. 

● Skill development and confidence gains: All 10 trainees interviewed reported significant 

improvement in practical skills related to oral, breast, and cervical cancer screening, patient 

mobilisation, documentation, and counselling. Repeated OPD exposure and community 

camps reduced fear and hesitation, particularly around cervical screening and public 

communication. 

● Employability outcomes: Ten trainees secured paid engagements after course completion. 

Five are currently working at Tata Memorial Centre, Khopoli, primarily in Field Health Worker 

and OPD support roles, while others are engaged in clerical work, Anganwadi services, or 

local health and community-based roles. The staggered outcomes reflect both placement 

opportunities and personal life transitions such as marriage or pregnancy. 

● Financial support during training: All interviewed beneficiaries confirmed receiving a 

monthly stipend ₹6,000 during internship which enabled continued participation and 

reduced dependence on family support. 

● Community outreach and screening impact: Trainees actively participated in awareness 

sessions, street plays, and screening camps, including original street play development in 

local languages. Programme records indicate multiple camps conducted during the 

assessment year, with increased community participation and screening uptake. 

● Health system strengthening: Beyond trainee outcomes, the programme improved cancer 

screening awareness and referral practices among PHC medical officers and ASHA workers. 

Local health staff reported better symptom recognition and clearer referral pathways to TMC 

and the Khopoli Cancer Centre. 

● Implementation challenges: Travel distance, safety concerns for women from remote 

villages, community hesitancy in some tribal pockets, and delays in operationalising the 

Khopoli cancer hospital constrained placement scale-up and attendance consistency. 
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The programme strengthened preventive oncology skills and confidence among locally trained 
women, with trainees consistently reporting improved communication, clinical handling, and ability 
to conduct screening, counselling, and community outreach independently. By combining structured 
classroom learning with supervised OPD exposure and field-based practice, the initiative enabled 
trainees to transition from theoretical understanding to practical service delivery. Beyond individual 
skill gains, the programme also contributed to greater community engagement with cancer 
prevention services and improved referral awareness within the local health system. The initiative 
demonstrates the value of a community-embedded, skills-based training model in building a reliable 
local workforce for early cancer detection and awareness, with relevance for replication in similar 
settings. 



5  

Contents 

Table of Contents 

1. Introduction 7 

1.1 Global Cancer Scenario 7 

1.2 Cancer Burden in India 7 

1.3 Need for the Skill Development Program 8 

1.4 About the project 8 

Key Components of the program 9 

Result Map 11 

2. Approach and methodology 13 

2.1 Approach 13 

2.2 Methodology 13 

2.3 Data collection tools 13 

2.4 Analytical Framework 14 

2.5 Analysing the information 16 

2.6 Documentation and report preparation 17 

3. Findings and Analysis 18 

3.1 Inclusiveness 18 

3.2 Relevance 18 

3.2.1 Addressing Healthcare Skill Gaps in Cancer Prevention and Screening 18 

3.2.2 Responding to Awareness and Early Detection Gaps 19 

3.2.3 Building Local Specialised Cancer Female Healthcare Workforce 20 

3.3 Effectiveness 20 

3.3.1 Achievement of Training Objectives 20 

3.4 Efficiency 25 

3.4.1 Budget Utilisation 25 

3.4.2 Resources allocation 26 

3.4.3 Monitoring 26 

3.5 Coherence 27 

3.5.1 Alignment with National Policies and Schemes 27 

3.5.2 Alignment with Sustainable Development Goals (SDGs) 27 

3.5.3 Alignment with CSR Guidelines under the Companies Act, 2013 28 

3.6 Impact 28 

3.6.1 Beneficiary-Level Change: Improved Employability 28 

3.6.2 Beneficiary-Level Change: Improved Skills and confidence 29 

3.6.3 Ecosystem development for community-based cancer care 30 

3.6.4 Increased cancer screening 30 

3.7 Sustainability 30 

3.7.1 Continuity of Skills, Roles, and Community-Level Engagement 31 

3.7.2 Strength of systems and institutional linkages 31 

3.7.3 Scalability and potential for replication 32 

3.7.4 Challenges and areas of improvement 33 



6  

4. Best Practices, Suggestions and Conclusion 34 

4.1 Best Practices of the Program: 34 

4.2 Suggestions for improvements 34 

4.3 Conclusion 36 

List of Abbreviations 37 

About NuSocia 38 



7  

1. Introduction 

1.1 Global Cancer Scenario 

Cancer is recognized as a major and growing global health crisis, currently ranking as the second 

leading cause of mortality worldwide. In 2022 alone, there were an estimated 20 million new cases 

and nearly 10 million deaths globally. Projections indicate that the global burden of cancer is set to 

increase significantly, with incidence and mortality rates expected to rise by 40% by 2040.1 

A substantial portion of this global cancer burden is preventable: 

● Between 30% and 50% of all cancer cases can be prevented by avoiding key risk factors and 

implementing existing evidence-based prevention strategies. 

● Key modifiable risk factors include tobacco use (the single greatest avoidable risk factor), 

high body mass index, alcohol consumption, unhealthy diet, and lack of physical activity. 

● Early detection through screening and timely treatment are critical components in reducing 

cancer-related mortality and disability. 

1.2 Cancer Burden in India 

India faces an extremely high and rising burden of cancer, creating a significant strain on the public 

health system. The Global Cancer Observatory (GLOBOCAN 2022, IARC) reports 1.41 million new 

cancer cases and 916,827 deaths annually, highlighting the scale of the challenge. Prevalence is also 

substantial: over 3.26 million people were living with cancer in India in 2022 (5-year prevalence).2 

Recent projections from a 2025 national analysis of 43 Population-Based Cancer Registries estimate 

that cancer incidence will continue to rise sharply, reaching approximately 2.46 million new cases by 

2045.3 This upward trajectory reinforces the critical need for focused cancer prevention, screening, 

and control strategies. 

● Growing Incidence and Mortality: India is estimated to have over 2.72 million active cancer 

cases at any given time, with over 1.56 million new cases and more than 0.87 million deaths 

annually. The number of cases is projected to rise to approximately 2.46 million cases by 

2045. 

● High Preventability: A significant portion of India’s cancer burden is preventable. According 

to ICMR–NCDIR, around 70% of cancers in India are linked to modifiable risk factors such as 

tobacco, alcohol, infections, and poor diet. Tobacco alone contributes to 33–35% of all 

cancers, making it the single largest preventable carcinogenic exposure in the country.4 

● Common Cancers: The leading sites of cancer are strongly linked to preventable factors:5 

○ In males, they are cancer of the oral cavity, lungs, oesophagus, and stomach. 

○ In females, they are cancer of the uterine cervix, breast, and oral cavity. 

● The Early Detection Gap: Despite the high potential for prevention and cure, India’s early 

detection and screening coverage remains critically low. The National Family Health Survey 
 

1 https://gco.iarc.who.int/media/globocan/factsheets/populations/900-world-fact-sheet.pdf?utm 
2 https://gco.iarc.who.int/media/globocan/factsheets/populations/356-india-fact-sheet.pdf?utm 
3 https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2837792?utm 
4 https://pmc.ncbi.nlm.nih.gov/articles/PMC10041275/?utm 
5 https://gco.iarc.who.int/media/globocan/factsheets/populations/356-india-fact-sheet.pdf?utm 

https://gco.iarc.who.int/media/globocan/factsheets/populations/900-world-fact-sheet.pdf?utm
https://gco.iarc.who.int/media/globocan/factsheets/populations/356-india-fact-sheet.pdf?utm
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2837792?utm
https://pmc.ncbi.nlm.nih.gov/articles/PMC10041275/?utm
https://gco.iarc.who.int/media/globocan/factsheets/populations/356-india-fact-sheet.pdf?utm
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(NFHS-5) shows that screening coverage for oral, breast, and cervical cancers is often below 

1–5% of the adult population. As a result, over two-thirds of cancer cases are diagnosed at 

advanced stages, significantly reducing survival rates and increasing financial and health 

system burdens.6 

1.3 Need for the Skill Development Program 

The immense gap in cancer control in India is primarily driven by a lack of public awareness, 

insufficient health infrastructure, and a shortage of locally trained healthcare professionals capable 

of conducting primary and secondary prevention activities. To overcome these challenges and 

improve cancer control outcomes in underserved regions, a novel model for community-based 

capacity building is required. 

The Skill Development Program on Cancer Control, Prevention & Screening, a CSR Initiative by Kotak 

Mahindra Bank Ltd in collaboration with the Tata Memorial Centre (TMC), directly addresses this 

need by: 

● Creating a Skilled Local Workforce: Training a dedicated cadre of local women from regions 

like Khalapur, Karjat, and Panvel Tehsils of Raigad district to perform cancer screening and 

prevention activities. 

● Boosting Early Detection: Empowering these trainees to conduct comprehensive community 

activities, such as awareness sessions, health talks, and cancer screening camps, to promote 

the importance of regular screening and enable early diagnosis. 

● Strengthening Clinical Outreach: Providing hands-on and theoretical training to staff 

Preventive Oncology services, enabling them to execute essential tasks like history taking, 

physical measurement, tobacco cessation counseling (TCC), and assisting in OPD procedures. 

1.4 About the project 

To strengthen cancer prevention, early detection, and screening services at the community level in 

Raigad district, while also building a trained local workforce, the KMBL–TMC Education & Livelihood 

Project was implemented by Tata Memorial Centre (TMC) with the support of Kotak Mahindra Bank 

Limited (KMBL). 

The project commenced in FY 2021–22 and was initially conceptualised as a CAPEX-focused 

intervention aimed at establishing training infrastructure linked to the upcoming Tata cancer hospital 

in Khopoli. As implementation progressed, the project design evolved from a primarily 

infrastructure-led model to a skills and training focused approach, responding to immediate gaps in 

locally available cancer screening support and trained manpower. This shift enabled earlier initiation 

of training activities using existing facilities at the Preventive Oncology OPD, Khopoli, while capital 

investments such as land procurement for institutional development continued in parallel. The 

current assessment covers the training and service-delivery phase of the project implemented 

between FY 2022–23 and FY 2023–24. 

Building on TMC’s long-standing expertise in cancer care and KMBL’s CSR focus on Education & 

Livelihood, the project aimed to create a locally trained cadre of women capable of supporting 
 

6 https://mohfw.gov.in/sites/default/files/NFHS-5_Phase-II_0.pdf?utm 

https://mohfw.gov.in/sites/default/files/NFHS-5_Phase-II_0.pdf?utm
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cancer awareness, screening, and early detection, while simultaneously improving their access to 

dignified livelihood opportunities. The initiative was anchored in Khopoli, Raigad district, an area 

with a high concentration of rural and tribal populations and limited access to decentralised cancer 

screening services. 

The project addressed two interlinked objectives: 

1. Skill development and employability of women from tribal and socially backward 

communities through formal vocational healthcare training 

2. Strengthening community-level cancer prevention and early detection by embedding 

trained women within outreach, screening, and preventive oncology services. 

The programme was intended to complement existing public health structures, particularly by 

supporting doctors, primary health centres (PHCs), community health centres (CHCs), and district 

hospitals through trained auxiliary manpower. 

Key Components of the program 
 

Picture 1: Key components of the program 

 

1. Mobilization: 

o Mobilisation focused on identifying eligible women from villages across Raigad 

district through ASHA workers, village panchayats, sarpanches, and community 

health networks. 

o Eligibility criteria included women from tribal and low-income households, with a 

minimum education level of 10th pass (including school dropouts), and interest in 

healthcare-related work. 

o ASHA workers conducted home visits, village meetings, and outreach camps to share 

information about the training programme and its structure. 

o Mobilisation teams provided counselling to women and families to explain the 

training duration, stipend support, and potential employment pathways. 

o Candidates were selected primarily from nearby villages to ensure regular 

attendance and continuity during training and internship periods. 

2. Training 
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o Training was delivered at TMC facilities and linked to the Preventive Oncology OPD at 

Khopoli. 

o Courses combined classroom teaching, demonstrations, mannequin-based practice, 

clinical exposure, and community fieldwork. 

o Training was conducted in Marathi and Hindi to address language barriers and 

support participants with limited formal education. 

o Scientific and clinical concepts were introduced gradually using demonstrations, peer 

learning, and repeated practice. 

o The training followed a four-phase structure spread across one year, consisting of six 
months of classroom and clinical training followed by a six-month supervised 
internship. 

 

 
Picture 2:Training aspects of the program 

 

3. Practical Exposure & Internship 

 
o All trainees completed a six-month supervised internship after classroom and 

clinical training. 

o Internships were mainly conducted at the Preventive Oncology OPD, Khopoli, with 

additional exposure through community screening camps. 

o Trainees supported OPD registration, history taking, basic measurements, patient 

counselling, and preparation for oral, breast, and cervical screening. 

o With supervision, trainees progressed from observation to hands-on tasks, gaining 

confidence in patient interaction, OPD workflows, and referral processes. 

4. Community Outreach and Screening Activities 

o Trainees actively participated in community-based cancer awareness programmes, 

screening camps, and outreach activities across villages in Raigad district. 

○ Activities included: 

■ Conducting awareness sessions on cancer prevention and early 

detection 
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■ Supporting oral, breast, and cervical cancer screening camps 

■ Performing mobilisation and documentation during camps 

■ Participating in street plays and health talks, particularly on tobacco 

cessation and women’s cancers 

5. Assessment and Certification: The programme followed a structured assessment framework 

to track knowledge, practical skills, and community engagement ability. 

 
 
 
 
 

 
Table 1: Assessment and Evaluation Framework for Trainee Progress 

 

Successful candidates received certification upon completion of training and internship, validating 

their competence in preventive oncology support roles. 

 
6. Employment Linkages and System Integration 

o The programme aimed to prepare trainees for roles within preventive oncology 

services and allied healthcare settings, including the upcoming Tata cancer hospital 

at Khopoli. 

o Graduates were engaged in roles such as screening assistants, OPD support staff, 

outreach workers, and mobilisation support. 

Result Map 
 

Input Activities Output Outcome Impact 

Financial support 
from Kotak 
Mahindra Bank 
Limited 

One-year skill 
development 
course delivered 
through 
classroom 
training, 
OPD-based 
learning, 
supervised 
internship, and 
community 
outreach 

Two batches 
implemented; 35 
enrolled for the 
course 

Trained cohort of 
locally available 
preventive 
oncology  workers 
with  practical 
screening   and 
counselling skills 

Strengthened 
community-level 
cancer  prevention 
and early detection 
capacity in Raigad 
district 

Tata Memorial 
Centre’s 
Preventive 
Oncology 
expertise, faculty, 
and  clinical 

Hands-on 
training in oral, 
breast, and 
cervical cancer 
screening, OPD 
workflows, 

29 trainees (82.8%) 
successfully 
completed the 
course of supporting 
screening, 
mobilisation, 

Improved readiness 
of trainees to 
function 
independently  in 
preventive 

Improved early 
detection pathways 
and community-level 
access to cancer 
screening services 

Assessment Type Frequency 

Theory examinations Monthly 

Practical Skill Assessment Periodic (during training and internship) 

Field activity evaluation Ongoing 

Final theory, practical and viva End of Programme 
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infrastructure documentation, 
counselling, and 
referral protocols 

counselling, and OPD 
services 

oncology roles  

Assessment, 
certification, and 
employment 
linkage support 

24 trainees (68.6%) 
engaged in paid 
work across health 
and non-health 
roles; 
TMH-employed 
trainees earning 
~₹21,000 per month 

Improved income 
levels compared to 
typical local health 
worker roles and 
greater economic 
independence for 
women 

Economic 
empowerment of 
women and creation 
of a sustainable, 
skilled  preventive 
oncology workforce 

ASHA network, 
PHC linkages, and 
community 
mobilisation 
support 

Awareness 
sessions, street 
plays, screening 
camps,   and 
village-level 
mobilisation 

362 awareness 
sessions,  10  street 
plays, and   228 
screening   camps 
conducted, reaching 
over  22,000 
community 
members 

Increased 
community 
awareness, 
acceptance, and 
participation in 
cancer screening 

Increased awareness 
and understanding of 
early detection of 
cancer 
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2. Approach and methodology 

2.1 Approach 

The study focused on evaluating the impact of the “Skill Development and Training Program on 

Cancer Control, Prevention & Screening”, implemented by the Tata Memorial Centre (TMC) and 

supported through the CSR initiative of Kotak Mahindra Bank Ltd (KMBL). The program is delivered 

through the Preventive Oncology Services unit in Khopoli, Raigad, Maharashtra. 

This Impact Assessment has been undertaken to examine the program’s effectiveness and to address 

the following key objectives and expected outputs: 

1. Awareness and impact on beneficiaries: to evaluate the level of awareness and impact on 

the target beneficiaries 

2. Best practices: to identify and document best practices 

3. Area of improvement: to suggest areas of improvements and innovative approaches based 

on market trends 

2.2 Methodology 

A qualitative approach was adopted for the Impact Assessment study. The study followed a 

well-structured, participatory, and research-driven strategy, implemented through a five-stage 

process outlined below: 
 

 
Picture 3: Five stage research process 

2.3 Data collection tools 

The initiative has directly benefited 29 young women and has also led to indirect benefits for NGO 

team members and other stakeholders associated with the programme. To assess the project’s 

impact and ensure an objective representation of beneficiary experiences, the study adopted 

purposive sampling for the selection of respondents for qualitative interactions. 
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Primary Research Respondents: 
 

S. No Stakeholders Qualitative Assessment (Purposive Sampling) 

Key Informant Interviews (In-person) 

1 Beneficiaries 10 

2 Trainer 4 

3 ASHA 10 

4 THO 1 

5 TMH Team 2 

 
Total 27 

Table 2: Profile of Primary Research respondents interviewed 

2.4 Analytical Framework 

The analysis for the Impact Assessment was guided by a predefined analytical framework aligned 

with the OECD-DAC REECIS evaluation criteria. This framework informed the identification of themes 

and interpretation of qualitative findings across all stakeholder groups. The table below presents the 

analytical framework used for the study. 
 

 
Dimension 

 
Areas to check 

 
Indicators 

 
Means of Verification 

 
 
 
 
 
 

 
Relevance 

 
 
 
 
 

 
Need of the 

program 

Confirm that the program addresses 

healthcare skill gaps in cancer 

prevention, screening, and awareness in 

Raigad district. 

Review project 

proposal, narrative 

reports, and 

stakeholder interviews. 

Verify that local women candidates from 

Khalapur, Karjat, Panvel, and Khopoli 

were mobilized and selected for training. 

Candidate enrolment 

lists, mobilization 

records,  and 

attendance sheets. 

Check that eligibility criteria prioritized 

young  women  from  tribal  and 

low-income backgrounds (minimum 10th 

pass,  preference  for  12th  pass  / 

Admission forms, 

eligibility criteria in 

circulars, and training 

batch documentation. 
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  community-health experience).  

 
 
 
 
 
 

 
Effectiveness 

 
 
 
 
 

 
Achievement of 

Training 

Objectives 

Confirm total number of students 

trained and certified across batches and 

calculate completion / pass rates. 

Batch registers, 

attendance  logs, 

final-exam result 

sheets. 

Assess improvement in practical 

competencies (history taking, OPD 

procedures, cancer screening, and 

patient counselling) through training 

records and mannequin-based sessions. 

Training schedules, 

faculty evaluation 

sheets, practical 

demonstration 

checklists. 

Verify outreach and community 

engagement activities (number of 

awareness sessions, street plays, and 

screening camps conducted.) 

Event reports, photos / 

videos, field activity 

registers, media 

coverage. 

 
 
 
 
 

 
Efficiency 

 
 
 
 

 
Implementation 

and Resource 

Use 

Confirm adherence to the one-year 

course structure (6 months training + 6 

months internship). 

Academic calendar, 

attendance, internship 

deployment lists. 

Verify timely completion of training, 

examinations, and internships 

Examination timetable, 

assessment records, 

completion certificates. 

Review program adaptation from 

infrastructure-based to training-based 

implementation and confirm optimal use 

of existing facilities at Preventive 

Oncology OPD, Khopoli. 

Progress reports, 

budget utilization 

notes, photos of facility 

usage. 

 
 

 
Coherence 

Convergence 

with state and 

central 

government 

policies, SDGs, 

and corporate 

laws 

Verify that the program aligns with 

national health priorities such as 

NPCDCS and NHM, contributes to SDG 3 

(Good Health & Well-being) and SDG 5 

(Gender Equality), and adheres to CSR 

guidelines under Section 135 of the 

Companies Act. 

Program design 

document, CSR policy 

of Kotak Mahindra Bank 

Ltd., government health 

mission frameworks, 

and  TMC’s 

collaboration records. 

 
 

 
Impact 

 
 

 
Beneficiary-Leve 

l Change 

 
Track employment outcomes and verify 

employability gains. 

Placement records, 

employer feedback, 

follow-up 

communication. 

Assess qualitative improvements  in 

confidence, communication, and 

Trainer / supervisor 

feedback   forms, 

student interviews, 



16  

  independent work of trainees. testimonials. 

Review participation in 

community-facing events such as rallies, 

health camps, and school awareness 

sessions. 

Event photos, activity 

registers, social-media / 

press mentions. 

 
 

 
Sustainability 

 

 
Continuity and 

Scale-Up 

Confirm continued involvement of 

trainees in field initiatives 

Field-posting logs, 

participation registers, 

partner reports. 

Verify ongoing collaboration with local 

NGOs and Scalability potential of the 

model in other locations 

NGO MoUs, program 

reports, photos / 

attendance records. 

Table 3: Analytical Framework for study 

2.5 Analysing the information 

After the primary and secondary research, the team compiled and tabulated the acquired data. 

Tabulated data was cleaned to get insight as per the requirement of the study. The cleaned data was 

analyzed and triangulated with the findings of KIIs The data analyzed depicted points identified as 

the key objective of the study. 

 

The assessment was done through the REECIS evaluation framework, developed by the 

Organization for Economic Co-operation and Development (OECD) and the Development Assistance 

Committee (DAC). It includes an analysis of the results based on parameters such as Relevance, 

Effectiveness, Efficiency, Coherence, Impact, and Sustainability, as explained above 
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2.6 Documentation and report preparation 

A detailed report for the Impact Assessment of the “Training Programme Cancer Control, Prevention 

& Screening Khopoli, Raigad” program covering all the research aspects following the data analysis 

findings was prepared in the prescribed format. 
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3. Findings and Analysis 

This chapter presents the key findings from primary data sources to assess the program's overall 

outcomes and efficacy. It incorporates qualitative data collected through in-depth stakeholder 

interactions. By leveraging insights from multiple perspectives, the chapter provides a detailed 

summary of the extent to which the program has achieved its targeted outcomes and contributed to 

long-term sustainability. 

3.1 Inclusiveness 

The Skill Development Program on Cancer Control, Prevention and Screening was designed with a 

clear emphasis on engaging local women from semi-rural and underserved areas of Raigad district. 

All participants across the two batches were women, reflecting a programme choice to strengthen 

women’s participation in preventive healthcare roles where female workers are often more 

acceptable and effective in community engagement, screening, and counselling. The programme 

primarily targeted young women from Khalapur, Karjat, Panvel, and Khopoli blocks, creating an entry 

point into health-sector roles for women who otherwise have limited access to formal skill 

development or employment opportunities. 

Participation from tribal communities remained limited and uneven across the two batches. NGO 

records indicate that in Batch 1 (2022–23), 2 out of 15 trainees belonged to Scheduled Tribe 

communities, while in Batch 2 (2023–24), tribal participation increased to 6 out of 17 trainees. This 

shift suggests some improvement in outreach to tribal hamlets over time; however, overall 

representation of tribal women remained limited relative to the demographic profile of the region. 

Discussions with programme staff indicated that minimum eligibility requirements (10th pass) was 

one of the major factors influencing participation. 

Language emerged as a critical enabler of inclusion within the programme. Training was delivered 

primarily in Marathi, the local language, which beneficiaries consistently identified as essential for 

understanding technical content and building confidence. Trainers explained that medical 

terminology and screening procedures were consciously simplified, translated, and repeated in 

Marathi during classroom teaching, OPD demonstrations, and outreach preparation. Beneficiaries 

confirmed that this approach directly shaped their ability to function in real settings. One trainee 

from Pen village shared, “Cancer was something I only knew by name earlier. When they explained 

everything in Marathi, I could finally understand and also explain it to people in my village.” Another 

noted that learning in the local language helped during camps, saying, “When we speak in Marathi, 

people listen to us and ask questions.” 

3.2 Relevance 

The thematic findings presented in this section are derived from the study’s analytical framework. 

The analytical framework guided data interpretation and theme identification and has therefore 

been detailed in the Methodology section for ease of reference. 

3.2.1 Addressing Healthcare Skill Gaps in Cancer Prevention and Screening 

The Skill Development Program in Cancer Prevention, Screening, and Awareness implemented by 

Tata Memorial Centre (TMC) in partnership with Kotak Mahindra Bank responds to a significant and 

well-documented gap in community-level healthcare capacity in Raigad district. The district includes 

several tribal and semi-rural pockets where awareness of cancer risk factors, early symptoms, and 
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screening services remains limited, and where access to trained preventive oncology personnel is 

constrained. 

Within this context, the program is highly relevant because it directly addresses the lack of locally 

available, trained female health workers capable of supporting cancer prevention, early detection, 

and patient counselling at the community and primary healthcare level. By equipping young 

women from the district with structured theoretical knowledge and intensive hands-on exposure, 

the program strengthens the frontline healthcare ecosystem for non-communicable diseases, 

particularly cancer, which aligns with the district’s public health needs. 

Stakeholders including trainers noted that people had limited awareness of cancer risk factors, early 

symptoms, and screening, and were often required to travel to distant urban centres such as 

Kharghar or Mumbai for even basic diagnostic services. As one trainer explained, “This is a hilly and 

remote region where people lack even basic healthcare. The program aims to create local 

cancer-related facilities so people don’t need to travel far.” 

3.2.2 Responding to Awareness and Early Detection Gaps 

The programme is deeply relevant to the health realities of Raigad district, where many families have 

historically had limited exposure to cancer awareness and rarely sought preventive care. In a context 

where early detection plays a critical role in improving health outcomes, the initiative fills an 

important gap by bringing cancer-related knowledge, reassurance, and basic screening support 

directly into underserved communities. 

Before the programme began, trainers consistently reported that cancer awareness in many villages 

was extremely limited. Several community members had never encountered terms such as breast 

cancer or cervical cancer, and for most, cancer was understood only as an inevitable and fatal 

condition. As one trainer explained, “the district lacked skilled staff for decentralised screening and 

early detection,” highlighting a systemic gap in the local health infrastructure. This meant that even 

when individuals experienced symptoms or sought care, they were often unable to access timely 

screening or guidance close to home. 

ASHA workers echoed these observations, particularly in relation to mobilising women for health 

camps and screening activities. They recalled that despite multiple visits and follow-up, many women 

were unwilling to attend camps because they were “scared of what they might find.” This pervasive 

fear, combined with low levels of health literacy and limited familiarity with cancer symptoms, 

created conditions in which early detection was rarely possible. 
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Importantly, stakeholders noted that the identification of positive cases following the introduction of 

local screening services reflects improved access to testing and earlier detection of conditions that 

previously went unnoticed due to limited services and awareness. From this perspective, increased 

screening uptake and improved symptom recognition were viewed as indicators of strengthened 

preventive care and more timely health-seeking behaviour at the community level. 

3.2.3 Building Local Specialised Cancer Female Healthcare Workforce 

Beneficiaries and mobilizers consistently highlighted the relevance of the program in developing a 

local, community-based female healthcare workforce. Most trainees entered the program with 

basic educational qualifications but limited exposure to formal healthcare settings or cancer-related 

knowledge. Through structured classroom training and a supervised internship, they developed 

competencies in history taking, assisting with OPD procedures, screening preparation, patient 

counselling, and community mobilization. One beneficiary from Mohanwadi village shared, “I had 

studied till 12th but had never worked in a health setting. Now I can talk to patients, explain 

screening, and help during camps.” 

ASHA workers confirmed that mobilisation efforts deliberately prioritised women from economically 

weaker households. An ASHA worker from Khopoli explained that “women from low-income families 

are especially encouraged for training,” ensuring that the programme reaches those with both the 

greatest need and the highest potential for impact. This locally rooted approach improves relevance 

through cultural familiarity, language compatibility, and stronger community engagement. 
 

 

 
3.3 Effectiveness 

The effectiveness of the KMBL–TMC Education & Livelihood Project was assessed through a detailed 

review of training delivery, practical skill acquisition, and community engagement activities. Evidence 

was drawn from trainee interactions, ASHA workers, the Taluka Health Officer, Preventive Oncology 

OPD staff, and the TMC implementation team. Additional verification was conducted using batch 

registers, attendance logs, practical demonstration checklists, and documentation from community 

outreach events. 

3.3.1 Achievement of Training Objectives 

● Training Completion and Certification 

The programme was designed to train 50 women across multiple courses of varying duration. Within 

the assessment period, two batches were implemented under the Skill Development Program on 

Cancer Control, Prevention & Screening at Khopoli, Raigad. Together, these batches enrolled 35 
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women, of whom 29 completed the course and 6 discontinued, reflecting a completion rate of 

82.8% among those enrolled. During discussions with the Head of Department, Preventive 

Oncology, TMC shared that according to their internal records, a total of 40 women had been 

enrolled, with around 35 completing the programme and 5 dropping out. These figures varied slightly 

from the batch-wise lists provided for verification. A summary of enrolment and completion is 

presented below: 
 

Batch Total enrolled Completed Dropped out Completion rate 

Batch 1 

(2022–23) 

 
18 

 
15 

 
3 

 
83.3% 

Batch 2 

(2023–24) 

 
17 

 
14 

 
3 

 
82.3% 

Total 35 29 6 82.8% 

Table 4: Enrolment, Completion, and Dropout Status of Trainees Across Two Batches 

 

Compared to the project’s target of 50 trained women, the actual progress reflects ~58% 

achievement during the reviewed period. Discussions with the HOD, Preventive Oncology, indicate 

that the deviation was largely due to early project-stage changes specifically delays in land 

acquisition, the shift from a planned residential training institute to a temporary prefabricated 

training setup, and the fact that the Khopoli cancer hospital (initially intended as the primary 

placement site) was not yet operational. These operational shifts reduced the speed of mobilisation 

and limited batch size. 

All 10 beneficiaries interviewed confirmed completing the full one-year programme, consisting of six 

months of classroom and laboratory-based training followed by six months of supervised internship. 

 

Trainers reported that while enrolment and completion remained consistent, most trainees entered 

the programme with limited academic readiness. Despite meeting the minimum eligibility criteria 

(10th or 12th pass), many trainees lacked prior exposure to science, healthcare settings, or medical 

terminology. Trainers therefore invested additional time in foundational learning, including 

repetition, written exercises, and clarification of basic concepts, to ensure trainees could progress 

effectively through the curriculum. 
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● Improvement in Practical Competencies 

Evidence from training schedules, practical demonstration records, and extensive interviews with 

trainees, trainers, and ASHA workers shows a clear progression in technical and field-based 

competencies, though with varying levels of readiness across groups. 

Trainees showed measurable improvement in core competencies history taking, OPD workflow, 

oral/breast/cervical screening steps, documentation, and patient counselling. This progression 

emerged through the programme’s phased pedagogy, which moved from mannequin-based 

demonstrations to supervised clinical exposure. 

Qualitative discussions with trainers, beneficiaries, and supervisors indicate a clear progression from 

low initial readiness to steady proficiency across key practical competencies. 
 

Competency Area Pre-Training scenario Post-Training observation 

Chemical Preparation & 

Lab Skills 

● Frequent errors in 

proportions 

● Unfamiliarity with lab 

chemicals and 

instruments 

● Able to independently 

prepare acetic acid, Lugol’s 

iodine 

● Significant reduction in 

errors 

Screening Procedures 

(Oral, Breast, Cervical) 

● Initial fear/hesitation 

with mannequins 

● Zero exposure to 

screening tools 

Increased number of trainees 

performing screening with minimal 

supervision in OPD and camps 

History Taking & 

Documentation 

Difficulty framing questions and 

incomplete or incorrect entries 

Accurate and structured recording 

of patient history using standard 

formats 

Patient Interaction & 

Counselling 

● Low confidence 

● Discomfort speaking with 

patients, especially on 

sensitive issues 

Improved clarity, comfort, and 

patient engagement during 

counselling 
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“For a month I was scared to perform cervical screening on patients. Screening on dummies was 

different, but now I am confident enough to carry out any given task.” 

22-year-old beneficiary, Khalapur village 

OPD Workflow Readiness Needed support in trolley setup, 

hygiene, and sequencing of 

procedures 

Independently assists in OPD flow, 

maintains hygiene and follows 

protocols 

Table 5: Practical Skill Development Indicators (Pre and post training) 

 

Trainers noted that mannequin-based sessions were critical in building procedural familiarity, 

particularly for trainees with no prior clinical exposure. Several trainers described initial hesitation 

and fear when trainees were introduced to detailed anatomical mannequins, requiring repeated 

demonstrations and guided practice. Over time, trainees gained confidence in handling instruments, 

following screening protocols, and maintaining hygiene standards. A trainer shared that “initially, 

trainees were scared of mannequins, especially detailed anatomical ones they had never seen before. 

It took months before they handled them confidently,” while another trainer noted that many “felt 

awkward and unsure initially” and needed repeated exposure. 

Beneficiaries described a clear shift between practising on dummies and working with real patients. 

One beneficiary said, “screening on people is very different from screening on a dummy.” Another 

explained, “during training I was practicing on dummies so I was very confident but after training it 

took me one month to get used to working with real people. Initially I used to get scared of 

screening.” These reflections suggest that while the programme did provide systematic practical 

exposure (screening, OPD work, mobilisation, documentation), there was an adjustment phase in 

which fear and hesitation had to be actively managed. 

Beneficiary accounts reflected an important learning curve. Confidence during dummy-based 

practice did not immediately translate to comfort with real patients. As one trainee shared, 

“practicing on dummies made me confident, but it took almost a month to get comfortable working 

with real people.” This fear gradually reduced during OPD and camp postings, where repeated 

exposure along with close supervision by doctors and nurses helped trainees build procedural 

accuracy and communication ease. By the end of the internship, most trainees were independently 

assisting with oral/breast/cervical screening, counselling, documentation, and outreach mobilisation. 
 

Trainers’ observations strongly confirmed these improvements. At the start of the programme, 

many trainees struggled with even the most basic clinical requirements mixing chemical solutions, 

preparing instruments, or maintaining hygiene protocols. Trainers noted that trainees' readiness for 

service delivery increased significantly, “fully ready to work in screening environments and can 

complete procedures without supervision.” 
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Overall, the evidence indicates substantial gains in practical competence. Structured 

mannequin-based learning, progressive clinical exposure, and close mentorship enabled trainees to 

transition effectively from classroom learning to real-world preventive oncology tasks. 
 

● Outreach and Community Engagement Activities 

Outreach and community engagement formed a core component of the training programme, with 

trainees participating in awareness sessions, street plays, and screening camps as part of both 

classroom learning and internship rotations. Programme documentation and qualitative inputs 

confirm that trainees actively participated in outreach and community engagement activities as part 

of their training and internship. These activities included awareness sessions, street plays, screening 

camps, and mobilisation efforts in villages and public spaces. 

ASHA workers and trainers reported that trainees supported community camps by delivering health 

talks, demonstrating self-screening methods, assisting with patient registration, and mobilising 

women for screening services. Street plays and illustrated health talks were frequently used to 

communicate messages related to oral, breast, and cervical cancer, tobacco cessation, and the 

importance of early testing. ASHA workers noted that discussions about cancer, which were earlier 

limited or avoided, have become more open in many villages. One ASHA shared that earlier, cancer 

was a taboo but now they openly discuss these issues with each other and with her as well and 

another reported that villagers now ask, “when will the camp come again to our village?” Some 

ASHAs also mentioned behavioural shifts, such as one woman who stopped consuming tobacco after 

the session. 

NGO records show that across the two batches, the programme facilitated 362 awareness sessions 

reaching 13,195 community members, conducted 10 street plays that engaged 933 people, and 

organised 228 community-based screening camps benefiting 9,347 individuals during the 

assessment period. These outreach activities served as the primary platforms through which trainees 

strengthened their skills in mobilisation, communication, and screening support. 
 

 
No. of awareness 
sessions 

Beneficiaries No. of screening 
camps 

Beneficiaries 

Batch 1 (Feb 
2023-Jun 2023) 

129 5417 59 2778 

Batch 2 (Feb 
2024-Jun 2024) 

233 7778 169 6569 

Total 362 13195 228 9347 

Table 6: Community Outreach and Screening Coverage by Batch 
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Beneficiary interviews show that participation in outreach was a major component of their learning 

experience. Several trainees described delivering health talks for the first time, performing street 

plays, and assisting with screening arrangements. As one trainee from Vangni shared, “For the first 

time I spoke in front of so many people, it was enriching.” Another one from Mohanwadi noted, 

“Street plays helped people imagine the consequences of addictions and understand cancer 

symptoms better.” 

Discussions with trainers further corroborated this. Trainers reported that trainees were actively 

involved in organising and executing outreach events. 

 

However, both beneficiaries and ASHA workers pointed out that engagement remained uneven 

across communities. Tribal pockets and low-literacy groups showed continued hesitation, avoidance, 

and discomfort discussing cancer, especially breast and cervical cancer. One trainee noted, “People 

from tribal areas sometimes just walk away; they don't want to talk about cancer.” An ASHA worker 

similarly observed that “older women still avoid us when we ask about symptoms. 

3.4 Efficiency 

The efficiency of the project was assessed by reviewing adherence to planned timelines, utilisation of 

financial resources, and optimal deployment of existing institutional infrastructure at Tata Memorial 

Centre (TMC). Evidence from programme records, training schedules, and financial reports indicates 

that resources were utilised in a timely and purposeful manner to deliver the intended training and 

service outcomes. 

3.4.1 Budget Utilisation 

The project was initially sanctioned as a capital expenditure initiative, with a total outlay of ₹2 crore 

earmarked for land acquisition and training centre. Of this, ₹1.10 crore was utilised for the purchase 

of land in Khopoli (31 March 2022), where the training institute and the 100-bed cancer hospital 

were originally planned. 

However, delays in land acquisition processes, construction permissions, and the resulting 

postponement of the hospital's development required a strategic shift away from the earlier 

infrastructure-heavy plan. Consequently, ₹90 lakh was allocated towards training and 

operationalising the skill-development component. 

Due to these changes in the original implementation plan, the acquired land could not be utilised for 

constructing the training centre within the project period. While the land may be used for the 
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intended purpose in the future, the delay in timelines affected overall programme effectiveness, as a 

portion of capital expenditure remained unutilised during the assessment period. 

To ensure uninterrupted implementation, TMC operationalised the existing facility in Khopoli. This 

allowed the programme to continue functioning despite the absence of the intended residential 

training facility. Overall, available funds were fully utilised toward training delivery, faculty and 

operational costs, stipends, training materials, mannequins, and outreach-related activities. 

Expenditure was directed towards core programme components including training delivery, faculty 

and trainer costs, training materials and mannequins, stipends for trainees, operational support at 

the Preventive Oncology OPD, and community outreach activities such as screening camps and 

awareness sessions. 

3.4.2 Resources allocation 

Human and physical resources were deployed in a coordinated manner. Faculty members, clinical 

staff, and trainers jointly supported classroom instruction, laboratory demonstrations, OPD exposure, 

and field training. ASHA workers and community health staff contributed to mobilisation and 

outreach, allowing the programme to function within existing public health linkages. 

Training activities were embedded within routine Preventive Oncology OPD operations, enabling 

trainees to learn in real service environments without additional infrastructure costs. The use of 

mannequins, shared training halls, and rotating clinical supervision allowed TMC to train multiple 

batches efficiently while maintaining quality standards. 

3.4.3 Monitoring 

Monitoring of the programme was carried out internally by the Tata Memorial Centre (TMC) 

Preventive Oncology team. Trainers, faculty members, and OPD supervisors were responsible for 

day-to-day oversight of training delivery and trainee progress. 

Programme records indicate that trainee progress was tracked on a monthly basis through 

attendance registers, topic-wise assessments, practical skill checklists, and supervised OPD and 

camp-based performance reviews. Trainers conducted regular classroom tests and practical 

evaluations after completion of key modules, while field exposure during screening camps and 

outreach activities was closely supervised by clinical staff and social workers. Feedback was provided 

continuously, allowing trainers to identify learning gaps early and offer targeted handholding 

support, particularly during the initial stages of practical exposure. 

Supervision during OPD postings and community camps formed a critical component of monitoring. 

Trainers and senior staff directly observed trainees during screening support, mobilisation, 

documentation, and counselling activities, ensuring adherence to protocols and quality standards. 
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3.5 Coherence 

The Skill Development Program in Cancer Prevention, Screening, and Awareness implemented by 

Tata Memorial Centre (TMC) in partnership with Kotak Mahindra Bank demonstrates strong 

coherence with national public health priorities, government-led cancer control strategies, and 

international development commitments. The programme complements existing health system 

efforts by strengthening community-level capacity for cancer awareness, screening, and referral, 

while simultaneously advancing women’s empowerment and livelihood objectives within 

underserved rural and tribal areas of Raigad district. 

3.5.1 Alignment with National Policies and Schemes 

National Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases and 

Stroke (NPCDCS): The programme aligns with NPCDCS priorities on early detection, decentralised 

screening, and community awareness. By training local women to support oral, breast, and cervical 

cancer screening, counselling, and referrals, it strengthens early diagnosis and reduces delays in 

care-seeking, complementing public health efforts at the district level. 

National Health Mission (NHM): The initiative is coherent with NHM’s focus on community-based 

primary healthcare. Training women from local villages enhances trust, cultural appropriateness, and 

uptake of preventive services, while collaboration with ASHA workers ensures integration with the 

existing health workforce rather than parallel service delivery. 

Cancer Control and Preventive Oncology Priorities: By embedding training within the Preventive 

Oncology OPD at Khopoli and linking it to field outreach and screening activities, the programme 

supports the shift from tertiary-focused cancer care toward preventive and early-detection models at 

the community and district levels 

3.5.2 Alignment with Sustainable Development Goals (SDGs) 

SDG 1: No Poverty - Free training and stipends during the programme period reduced financial 

burden for women from economically vulnerable households. Post-training income generation and 

contributions to household expenses supported improved economic stability. 

SDG 3: Good Health and Well-being- The initiative strengthened cancer awareness, access to 

screening, and referral services in underserved rural and tribal areas. Community outreach, screening 

camps, and counselling activities encouraged earlier care-seeking, reduced fear and stigma, and 

improved engagement with preventive health services. 

SDG 4: Quality Education - Inclusive and practice-oriented healthcare training was provided to 

women with limited prior exposure to formal medical education. The combination of classroom 

learning, mannequin-based practice, and supervised internship enabled meaningful skill acquisition 

in cancer screening, counselling, and OPD support. 

SDG 5: Gender Equality - Women from low-income and tribal communities were prioritised for 

training, enabling their participation in healthcare roles traditionally inaccessible to them. Gaining 

skills, stipends during training, and community-facing roles strengthened women’s confidence, 

mobility, and social recognition. 
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SDG 8: Decent Work and Economic Growth - Employable skills in cancer screening, outreach, and 

OPD support opened pathways to paid work within the health sector. Several trained women 

transitioned into field health worker and hospital-based roles, contributing to local economic 

participation. 

SDG 10: Reduced Inequalities - Targeting rural, tribal, and economically disadvantaged women 

helped expand access to healthcare education and livelihood opportunities. Localised training and 

community-based roles reduced geographic, social, and gender-based disparities in health services 

and employment. 

3.5.3 Alignment with CSR Guidelines under the Companies Act, 2013 

The programme is aligned with Section 135 of the Companies Act, 2013 and Schedule VII CSR 

provisions. It supports permissible activities related to preventive healthcare and awareness, 

vocational skill development for women and disadvantaged groups, and promotion of gender 

equality and social inclusion. 

3.6 Impact 

3.6.1 Beneficiary-Level Change: Improved Employability 

The programme contributed to concrete employability outcomes while also creating a broader pool 

of job-ready preventive oncology workers in Raigad district. Across two completed batches, a total of 

35 women were enrolled, of whom 29 successfully completed the one-year course comprising six 

months of classroom training followed by six months of internship. Across the two completed 

batches, post-training records indicate that 24 trainees are currently engaged in paid work (82.7%) 

across health and non-health settings. 

In Batch 1, among 15 women who completed the course, 12 are currently employed (80%). This 

includes six trainees working at Tata Memorial Centre (TMH), Khopoli, primarily as Field Health 

Workers or OPD support staff. NGO verification indicates that trainees employed at TMH receive a 

monthly remuneration of approximately Rs. 21,000, which is comparatively higher than typical 

earnings for health workers in nearby localities. The remaining employed trainees from this batch are 

engaged in clerical roles, paramedical work, and local government or community services, while 

two women are continuing education or exited due to personal reasons such as marriage or 

pregnancy. 

In Batch 2, among 14 women who completed training, 12 are currently employed (85.7%). Five 

trainees from this batch are working at TMH, Khopoli, while others have taken up clerical positions, 

anganwadi roles, or other local employment aligned with their qualifications. Two trainees were not 

in active employment at the time of assessment due to marriage or loss of contact. 

Qualitative interviews with all 10 beneficiaries confirmed that each trainee received a monthly 

stipend throughout both the training and internship phases. While some beneficiaries described the 

initial stipend as modest, all reported that it was sufficient to manage basic expenses and enabled 

them to participate consistently in the programme. One trainee shared that although “the stipend 

was short in the beginning, I managed,” while another noted that receiving regular payments meant 

she “did not have to ask anyone for money.” 



29  

Among the 10 beneficiaries interviewed who had completed the programme, six reported that they 

are currently engaged in paid work (60%) within the interviewed group. Of the remaining four, one 

trainee had temporarily stepped away from work due to pregnancy, while two had attended 

interviews at Tata Memorial Hospital but were not selected and are actively seeking employment. 

One beneficiary was not in regular contact at the time of the assessment. 

Those who are currently employed described roles closely aligned with the training received under 

the programme. All six reported being involved in activities such as patient mobilisation, screening 

support, outreach, and cancer awareness. Their work spans field-based engagement, OPD support, 

counselling, and participation in screening camps. As one beneficiary explained, her work majorly 

involves fieldwork, outreach and awareness sessions, while others described mobilising patients, 
 

supporting self-screening camps, and assisting with counselling and screening activities at OPDs and 

community sites. This alignment between training content and current job roles indicates that the 

programme has translated into relevant and practical employment pathways for those placed. 

 

 
3.6.2 Beneficiary-Level Change: Improved Skills and confidence 

Qualitative evidence from all 10 beneficiaries interviewed indicates that the programme led to 

substantial improvements in practical skills, communication ability, and personal confidence. All 

respondents reported gaining hands-on competencies in oral, breast, and cervical cancer screening, 

patient mobilisation, documentation, and counselling. Repeated exposure during OPD rotations, 

screening camps, and outreach activities helped trainees overcome initial fear and hesitation, 

particularly in interacting with patients and performing cervical screening. One trainee from Vangani 

shared that she was initially scared to even talk to patients, but through continuous practice she is 

now confident handling OPD work, outreach, and health talks independently. 

Across interviews, beneficiaries consistently described increased confidence in public speaking and 

community engagement. Among the 10 trainees, all reported improved communication skills, with 

several noting that they can now speak in front of large groups without fear. One beneficiary stated, 

“My confidence level increased due to this training, now I can speak in front of hundreds of people,” 

while another reflected that the programme gave her social recognition, saying, “I am known in my 

community as a girl who works for society.” 
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In addition, the institutional context of the training itself added significant value. Being trained under 

a Tata Memorial Centre-led skill development programme anchored within one of the world’s leading 

cancer care institutions enhanced the credibility of the course and the trainees’ profiles. 

Stakeholders including trainers and trainees noted that association with TMH lends professional 

legitimacy to the skills acquired, strengthening future employment prospects in healthcare, public 

health programmes, and cancer screening initiatives beyond the immediate placement outcomes. 

3.6.3 Ecosystem development for community-based cancer care 

From a health-system perspective, the programme has strengthened preventive oncology capacity at 

the local level by building both human resources and functional linkages within existing public health 

structures. The initiative was intentionally designed to create a trained local workforce to support 

cancer services in and around Khopoli, including the planned cancer hospital. In parallel with student 

training, the programme also enhanced cancer screening awareness and referral knowledge among 

PHC medical officers and ASHA workers. As one Medical Health Officer from Khopoli reflected, earlier 

cancer screening was “not a priority area because we did not have the capacity or clarity on referral,” 

but following the programme, frontline and clinical staff are now better able to recognise symptoms 

and guide patients to Tata Memorial Centre or the Khopoli Cancer Centre. 

This experiential shift was echoed by ASHA workers, who described feeling more confident in 

identifying warning signs and encouraging timely screening. Taken together, these changes 

demonstrate that the programme has not only trained individuals but has also reinforced the local 

preventive oncology ecosystem in a way that is embedded, practical, and responsive to system 

needs. 

3.6.4 Increased cancer screening 

Programme monitoring data indicate a clear increase in community uptake of cancer screening 

services during the assessment period. It is important to note at the outset that higher screening 

numbers do not imply a higher cancer burden in the area; rather, they reflect improved access, 

awareness, and willingness to undergo preventive screening. During the assessment year, 228 

screening camps were organised across Khopoli and neighbouring tribal areas, enabling 9,347 

beneficiaries to access early screening services. Trainees played a central role in mobilisation, 

counselling, and conducting screenings under supervision, which reduced fear and hesitation among 

community members. 

ASHA workers and local health staff also observed higher participation during camps, with some 

reporting 20–25 individuals coming daily for self-screening at the centre and 100–150 participants 

attending larger outreach camps. These patterns suggest a shift toward earlier engagement with 

preventive services and more proactive health-seeking behaviour, strengthening early detection 

efforts within the local health system. 

Beneficiaries consistently reported that repeated community interactions, health talks, and street 

plays helped reduce fear associated with cancer and encouraged people especially women to come 

forward for screening. One trainee noted that earlier people “used to walk away just hearing the 

word cancer,” but after sustained outreach, many now initiate screening themselves or travel to 

Khopoli for check-ups. 

3.7 Sustainability 

The sustainability of the Skill Development Program on Cancer Control, Prevention & Screening was 

examined through three dimensions: 
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3.7.1 Continuity of Skills, Roles, and Community-Level Engagement 

A key marker of sustainability is the continued engagement of trainees in cancer-related awareness, 

mobilisation, and screening activities after completing the programme. Evidence shows that many 

trainees including those not formally employed at the OPD continue to function as informal health 

ambassadors within their communities. 

Discussions with programme stakeholders indicate that the skills developed through the training 

continue to be actively applied in villages even after trainees complete the course. Among the 10 

beneficiaries interviewed, 7 reported that they regularly support cancer awareness, mobilisation, 

or screening activities, either through participation in camps, responding to community queries, or 

guiding women to the Khopoli centre. Many mentioned that people from their neighbourhood come 

to them when they notice symptoms or have doubts, reflecting the trust they have built within their 

communities. 

ASHA workers echoed this pattern almost unanimously (9 out of 10), sharing that trained girls now 

act as a reliable first point of contact and often guide them especially when deciding whether a 

woman requires referral for screening. Trainers similarly noted this shift, observing that several 

trainees have evolved into “health leaders in their villages,” continuing to volunteer during camps, 

join outreach activities, or assist with street plays even after their formal internship ended. 

3.7.2 Strength of systems and institutional linkages 

The programme’s sustainability is reinforced by how deeply it is embedded into TMC’s existing 

preventive oncology system. The shift from an initially planned residential training institute to a 

training model integrated within the Preventive Oncology OPD has created a structure that can 

operate without new infrastructure investment. Trainers explained that over the past two years, the 

team developed clear SOPs, training protocols, and supervision routines that now allow new batches 

to be trained systematically using the OPD’s daily workflow, existing faculty, and prefabricated 

training space. This embedded structure means that the training can continue without new capital 

investment. 

The Taluka health officer noted that the initiative significantly strengthened local health system 

capacity, stating that earlier “we could not focus on cancer patients because we did not have the 

capacity,” but after the programme, both Medical Officers and ASHA workers now understand 

symptoms and referral pathways.” The programme has, therefore, built a new intermediate 

workforce, preventive oncology workers who sit between ASHAs and clinical staff, a role that did not 

previously exist in Raigad. 

Beyond trainee development, the programme invested in ecosystem-level capacity building. Medical 

Officers, ANMs, and ASHA workers participated in orientation and skill-building sessions on early 

detection and counselling. An ASHA worker from Hatnoli village shared that the trainees are now 

confident enough to clarify doubts for community members and frontline workers, showing how the 

programme has strengthened local capacity. 
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3.7.3 Scalability and potential for replication 

The programme design shows strong potential for replication across other districts due to several 

factors. A central factor enabling scale-up is the programme’s low infrastructure dependency: 

training was conducted within the existing workflows of the Preventive Oncology OPD in Khopoli, 

using shared clinical spaces, mannequins, and the existing cadre of doctors, nurses, and social 

workers rather than requiring new facilities. Trainers repeatedly emphasised that the structured 

pedagogy moving from short theory sessions to mannequin-based practice and finally to supervised 

screening during OPD postings and internships proved highly effective and could be easily transferred 

to other district hospitals or CHCs. 

System integration has also strengthened replicability. The preventive oncology team not only trained 

the students but also oriented PHC Medical Officers and ASHA workers on symptom recognition and 

referral pathways. This integration means other districts with basic OPD services can replicate the 

model without major structural changes. 

At the operational level, district-level stakeholders identified simple enhancements such as regular 

camps, village-level street plays, and dedicated screening days for women that could extend reach 

quickly without requiring major new resources. The programme’s initial employability outcomes also 

strengthen the case for scale-up, graduates are already working at the Khopoli centre, demonstrating 

that the training creates a readily deployable preventive-oncology workforce that other districts 

could absorb in similar roles. 
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3.7.4 Challenges and areas of improvement 

Although the programme has established strong foundations in skill-building and community-level 

cancer awareness, qualitative findings highlight several constraints that affect long-term 

sustainability. Among the 10 trainees interviewed, travel distance and safety concerns were the most 

frequently reported difficulties, particularly for girls from hilly or remote villages who depended on 

irregular public transport. Trainers also emphasised that these challenges contributed to dropout 

risks in both batches, noting that some students required sustained motivation to continue 

attending. Another major structural challenge was the delay in operationalising the Khopoli cancer 

hospital, which reduced immediate placement opportunities, as a trainer noted, “our plan was to 

place all of them there, but the facility is still not ready.” 

Community hesitancy also persists in specific pockets. ASHA workers across nine villages reported 

that older women and those with low literacy “still walk away when we talk about cancer”, 

indicating that social norms continue to limit the reach of cervical and breast screening. Trainees 

similarly described resistance during outreach, particularly in tribal hamlets where people were 

reluctant to discuss symptoms. 

In addition, five of the 10 trainees expressed the need for expanded curriculum content. They 

specifically requested exposure to additional cancer types, more OPD-based procedures, and 

increased frequency of outreach camps to further strengthen hands-on confidence. Trainers 

reinforced this feedback and recommended the introduction of hostel or residential facilities near 

the training site to reduce travel burdens, improve attendance consistency, and support trainee 

retention in future batches. 

Trainers also highlighted few implementation challenges during curriculum delivery. One recurring 

issue was simplifying medical concepts so they could be clearly understood by trainees with diverse 

educational backgrounds. In addition, attendance and continuity were affected by travel distance, 

language barriers, and family-related restrictions faced by many girls. 
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4. Best Practices, Suggestions and Conclusion 

The preventive oncology skill development programme implemented by Tata Memorial Centre (TMC) 

demonstrates several strong practices that enhance its effectiveness, relevance, and potential for 

replication in similar public health contexts. 

4.1 Best Practices of the Program: 

● Community-embedded workforce development: A key best practice of the programme is its 

deliberate focus on training women from local and tribal communities in Raigad district. By 

selecting trainees from the same villages where outreach and screening activities are 

conducted, the programme ensured high community trust, cultural familiarity, and effective 

communication. This locally rooted approach enabled trainees to act as credible 

intermediaries between communities and the health system, improving participation in 

screening and awareness activities. 

● Integration with health-system settings: The programme uniquely embedded skill 

development within the Preventive Oncology OPD rather than operating as a standalone 

training institute. Trainees learned directly within real service settings through OPD 

rotations, camps, and supervised screenings. This hands-on exposure allowed immediate 

application of skills and reduced the gap between training and service delivery, an approach 

that is particularly effective for paramedical and public health roles. 

● Focus on preventive oncology as a specialised skill domain: The programme focused 
specifically on cancer prevention, early detection, and counselling. Training in oral, breast, 
and cervical cancer screening, combined with mobilisation and documentation skills, created 
a specialised cadre of preventive oncology workers. This focus fills a critical gap in rural 
health systems, where early cancer detection skills are often limited. 

● Use of experiential learning methods: The training pedagogy combined classroom 
instruction in the local language with mannequin-based practice, supervised OPD exposure, 
and participation in community camps and street plays. Trainers emphasized repeated 
practice and close supervision, which helped trainees overcome fear, particularly around 
cervical screening and public communication. This structured progression from theory to 
practice emerged as a strong enabler of confidence and competence. 

● Capacity building beyond trainees: In addition to training students, the programme invested 
in strengthening the wider local health ecosystem. PHC medical officers, ASHA workers, and 
outreach staff received orientation on early cancer detection and referral pathways. This 
ensured that skills and knowledge extended beyond individual trainees and became 
embedded within existing public health structures. 

 
4.2 Suggestions for improvements 

● Expand community outreach: Across beneficiary interviews, a consistent suggestion was to 

increase the frequency and geographic spread of outreach activities, particularly in areas 

where the programme has not yet reached. Trainees noted that street plays, interactive 

question–answer sessions, and camps conducted in local languages were especially effective 

in engaging communities and reducing fear around cancer. Expanding these approaches 

especially in tribal and remote villages would help deepen awareness and screening uptake. 

● Broaden curriculum coverage and technical exposure: Trainers and trainees recommended 

expanding the curriculum to include additional cancer types and related procedures so that 

trainees can function more confidently as comprehensive preventive oncology workers. 

While the current focus on oral, breast, and cervical cancer was valued, adding more topics 

would enhance skill depth and better prepare trainees for diverse field and OPD 
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responsibilities. Trainers noted that this would also improve trainees’ long-term 

employability within oncology and public health settings. 

● Provide hostel facilities near the training site: Travel distance and terrain were repeatedly 

highlighted as challenges, particularly for trainees coming from hilly or remote villages. Both 

trainers and beneficiaries emphasized the need for hostel or residential facilities near the 

hospital. Lack of accommodation added stress for trainees and their families and, in some 

cases, affected attendance and continuity. Providing safe, nearby accommodation would 

reduce travel-related fatigue, support trainee retention, and allow participants to focus more 

fully on training and internship requirements. 

● Document and disseminate the model as a best practice: The programme represents a 

relatively unique model that combines skill development, community outreach, and 

preventive oncology within a public health setting. Trainers and programme staff highlighted 

the value of formally documenting the curriculum design, pedagogy, and implementation 

experience. Wider dissemination through reports, learning briefs, workshops, and online 

platforms would help share lessons learned, position the programme as a replicable best 

practice, and encourage adoption by other institutions working in cancer prevention and 

rural health systems. 

● Strengthen partnerships for scale-up and replication: The programme model is well suited 

for expansion through partnerships with other hospitals, NGOs, and district health 

authorities. As the training is embedded within existing OPD systems and requires limited 

new infrastructure, it can be adapted to similar preventive oncology units or district hospitals 

in other regions. Collaboration with state health departments and CSR partners would 

enable gradual scale-up while preserving training quality, local relevance, and integration 

with public health systems. 

● Refine eligibility criteria for clinical readiness: To strengthen programme outcomes, the 

selection criteria could be refined to ensure stronger academic readiness for clinical content. 

Fixing eligibility at 12th standard with a science background (PCB) would help align trainee 

capacity with the technical requirements of cancer screening and preventive oncology work, 

while maintaining the programme’s focus on local women. 

● Pre-course counselling for families and trainees: Conducting structured pre-course 

counselling sessions with trainees and their parents or in-laws would help set clear 

expectations about course demands, travel, and time commitments, and could reduce 

dropouts by building early family support and shared understanding of the programme’s 

purpose and benefits. 
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4.3 Conclusion 

The Tata Memorial Centre-Kotak CSR Skill Development Programme represents a unique, 

community-embedded model for strengthening preventive oncology in rural and semi-urban 

settings. By training local women in cancer awareness, screening, mobilisation, and counselling, the 

programme has simultaneously addressed workforce gaps in the health system and created 

meaningful livelihood pathways for participants. Evidence from programme records and qualitative 

interviews shows improvements in employability, confidence, communication skills, and community 

engagement among trainees, alongside increased uptake of screening services and stronger referral 

linkages at the local level. Despite challenges related to infrastructure delays, travel constraints, and 

limited placement options, the programme has demonstrated clear value through its 

low-infrastructure design, practical pedagogy, and integration within existing public health 

structures. Overall, the initiative stands out as a replicable and sustainable approach to building 

preventive oncology capacity, with strong potential to contribute to earlier detection, improved 

health-seeking behaviour, and long-term system strengthening when scaled further. 
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List of Abbreviations 

1. ANM – Auxiliary Nurse Midwife 

2. ASHA – Accredited Social Health Activist 

3. CAPEX – Capital Expenditure 

4. CHC – Community Health Centre 

5. CSR – Corporate Social Responsibility 

6. DAC – Development Assistance Committee 

7. FY – Financial Year 

8. GLOBOCAN – Global Cancer Observatory 

9. HOD – Head of Department 

10. IARC – International Agency for Research on Cancer 

11. ICMR–NCDIR – Indian Council of Medical Research – National Centre for Disease Informatics 

and Research 

12. KII – Key Informant Interview 

13. KMBL – Kotak Mahindra Bank Limited 

14. NFHS-5 – National Family Health Survey – Round 5 

15. NHM – National Health Mission 

16. NPCDCS – National Programme for Prevention and Control of Cancer, Diabetes, 

Cardiovascular Diseases and Stroke 

17. OPD – Outpatient Department 

18. PHC – Primary Health Centre 

19. SDG / SDGs – Sustainable Development Goal(s) 

20. SOPs – Standard Operating Procedures 

21. THO – Taluka Health Officer 

22. TMC – Tata Memorial Centre 

23. TMH – Tata Memorial Hospital 
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About NuSocia 

NuSocia (registered as IN2X Sustainability Advisors Pvt Ltd) is an impact advisory and research 
organization, founded in 2017 by a group of industry experts with nearly two decades of 
experience across various sectors of the social impact spectrum. Its mission is to strengthen the 
impact ecosystem through research, advisory, and training support. The organization was 
incubated at NSRCEL, Indian Institute of Management (IIM) Bangalore. NuSocia collaborates 
with Corporations, Governments, Foundations, and Nonprofits, helping them maximize, 
manage, measure, and communicate their social impact. Clients choose NuSocia for its deep 
expertise and its ability to connect at the grassroots level, allowing for practical, tailored 
solutions that meet their specific needs. 

 
Through its unique process, commitment to excellence, and vast experience, NuSocia has 
become one of the trusted social impact consulting partners for clients, delivering and 
supporting projects nationwide and working with key industry names. Specializing in Program 
Management, NuSocia offers services across the entire program lifecycle, including strategy, 
needs-gap assessments, program design, implementation, monitoring and evaluation, impact 
assessments, program and process documentation, communication, and more. 
With a global consulting team, localized partnerships, and a workforce that is 65% female, 
NuSocia is composed of CSR professionals, management consultants, social sector experts, data 
scientists, and social researchers, all united by a passion for creating meaningful, 
people-centered ideas. 

 
The core team consists of members from diverse professional and educational backgrounds, 
such as Agriculture, Public Health, Environmental Conservation, Solid Waste Management, 
Watershed Management, Gender, and Social Entrepreneurship, among others. Collectively, the 
team possesses functional knowledge of over 10 Indian languages. Led by a woman founder 
and leader, NuSocia is committed to fostering an inclusive and diverse environment, with a 
strong focus on equality, empowerment, and mutual respect. 


