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FOREWORD
Of the 210 million women that become pregnant every year worldwide, 30 million develop complications which lead to death in over 500, 000 of them. The majority of these deaths occur in developing countries. The tragedy is that almost all of these deaths are preventable and it is estimated that almost 80% of the causes of maternal deaths are avoidable. However, while many other health indicators have improved in the developing world over the last decades, maternal mortality and morbidity continue to take a high toll. This is true of Malawi

The Government of Malawi is undertaking several efforts to address the issues towards improving maternal and neonatal health through the Ministry of Health and various development partners.

Traditionally these efforts are geared mainly towards improving services at health facility level.  Often the distance to the health facility where the services are provided is too far to walk. The need therefore to shorten this distance is critical in order to bring the services to the people and involve them in decisions that enable them demand the services and ultimately increase utilization of life saving interventions.
The recently developed National Road Map to accelerate the reduction of maternal and neonatal mortality in Malawi proposes the promotion of the implementation of community interventions as a major strategy towards achieving this. 

There are already examples of successful community initiatives taking place in this country. A notable example is the Family and Reproductive Health Project in Mchinji, supported by UNFPA. In order to build on this success and sustain it, the Ministry of Health has developed these guidelines to provide a standardized method of implementing community interventions in order to achieve positive outcomes for the reduction of maternal and neonatal mortality with the active involvement and participation of the community.

The guidelines provide practical proposals on a variety issues necessary for the implementation of community initiatives. These include directions on how to enter the community, problem identification, mobilizing the community for planning and taking ownership of the entire process.
The guidelines are thus intended to be used by District Health Management Teams (DHMT) and Health Centre staff to assist them to empower the community to take a leading role in identifying, planning, implementing, monitoring and evaluating interventions in Reproductive Health issues at community level for the reduction of maternal and neonatal morbidity and mortality in Malawi.
C.V. Kang’ombe
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I. INTRODUCTION
Worldwide, over half a million women die every year as a result of complications arising from pregnancy and childbirth.  For every woman who dies, many more suffer from serious conditions that can affect them for the rest of their lives.  Maternal mortality in developing countries has barely decreased over the past decade; in fact it has risen considerably in parts of Africa within that period.

Malawi has one of the highest numbers of women who die as a result of pregnancy and childbirth related causes. The maternal mortality ratio has fallen from 1120 per 100 000 live births in 2000 to 984 per 100 000 live births in 2004 (MDHS 2000 and 2004 (1, 2)). The MDHS 2004 also recorded some reduction in the neonatal mortality rate (NMR) in Malawi from 42 deaths/1000 live births (DHS 2000) to 27 deaths per 1000 live births (1, 2).  Despite these improvements, too many women and newborns are still dying from avoidable causes.

Over the years the Government of Malawi has implemented several programmes towards the reduction of maternal mortality in Malawi. In this regard Government has received great support from development partners, notably: DFID, WHO, UNICEF, UNFPA and USAID.

Notwithstanding all these efforts, maternal and neonatal mortality in Malawi continue to pose a great challenge to Programme Managers.  While it is now abundantly clear that the availability and utilization of quality Emergency Obstetric Care (EmOC) and the assistance of skilled attendants at childbirth are critical prerequisites for the reduction of maternal and neonatal mortality, the successful promotion and implementation of appropriate interventions are usually constrained by the lack of the necessary infrastructure and weak human resource base. 

The Ministry of Health recently took two major steps , namely, a nationwide assessment of the availability, accessibility and utilization of Emergency Obstetric Care (EmOC) services and the subsequent development of the National  Road  Map to accelerate the reduction of maternal and neonatal mortality in this country (3,4). The Road Map details several strategies which will guide policy makers, programme managers, development partners, and other stakeholders in their support to the Ministry of Health towards achieving the Millennium Development Goals (MDGs) related to maternal and newborn health. A major strategy of the Road Map is related to community interventions. 

It has been demonstrated that one way of reducing the occurrence of maternal mortality is by involving the community on issues regarding Reproductive Health. In Malawi experience with some community initiatives in selected districts has indicated the value of such interventions in achieving positive maternal and neonatal outcomes. 
In the light of such experience, the Ministry of Health decided to develop guidelines for introducing community initiatives so that districts could be guided on how to work with the community to implement interventions on Reproductive Health in order to reduce maternal and neonatal mortality. 

The purpose of these Guidelines is to provide a standardized method of implementing community interventions in order to achieve the following outcomes:
· Community participation 

· Increased awareness of health care delivery services

· Timely referral from community to health facility
· Increased demand for skilled attendants at birth

· Increased access and utilization of Reproductive  Health services( FP; STI; ANC; PMTCT; Postnatal care)

· Increased number of pregnant women delivering at health facility

· Improved health outcomes at community level: 
· Reduced maternal and neonatal morbidity and mortality.
The guidelines will contribute to empowering women, their partners, families and the community to make appropriate decisions and take timely actions especially when there are complications in pregnancy and childbirth, and to take a leading role in identifying, planning, implementing, monitoring and evaluating interventions in RH issues in general.
Since the Road Map seeks to address community interventions it is expected that funding of such interventions will be within resources available to SWAp. Other possible sources of funding will include MASAF and NGO initiatives. 

The guidelines are intended to be used by District Health Management Teams (DHMT) and Health Centre staff to assist them in the planning, implementation, monitoring and evaluation of community interventions towards the reduction of maternal and neonatal mortality in Malawi.

II. OVERVIEW OF THE PROCESS OF WORKING WITH THE COMMUNITY
1. Community Entry.

2. Needs Assessment.

3. Community Mobilization

4. Planning

5. Implementation 

6. Monitoring and supervision

7. Evaluation

1. COMMUNITY ENTRY
Community involvement and participation have been shown to contribute greatly to the achievement of programme goals. Whether a health problem is deemed a national priority or whether the problem is localized, the participation of the community in providing solutions is critical. In either case there is a need for dialogue between the health care delivery system and the community. The District Health Management Team (DHMT) and the Health Centre staff should encourage community involvement and participation and give the community the necessary skills to take the lead in problem identification and finding solutions to the problem. They should remember that communities are diverse and complex. This requires them to be sensitive to the culture and traditions of that community.  For this reason health workers need to know and follow the local customs and protocols for meeting community leaders. The process of entry into the community should therefore be carefully planned and conducted as follows: 

· From the central level the purpose of soliciting the support of the community should be discussed with zonal officers, who in turn will sensitize District Health Management Team (DHMT). 
· District level sensitizes Health Centre staff.
· The Health Centre staff and a representative of District level staff should enter the community through the community leaders.  For the problems that have been identified from the national or district level, the Traditional Authority (TA) is the best level of entry into the community. Therefore the Traditional Authority is the first person to contact in the community. 
· It is an advantage if the health worker speaks the language the TA speaks.

· Health workers should not promise things they cannot deliver. They should always remember that first impressions last. 

· Health workers should always prepare what they want to present to the Traditional Authority. They should explain the objective of their visit, nature of the problem to be solved, magnitude of the problem, who is most affected and the contributing factors.  They should discuss with the TA the importance of the TA’s  position in assisting to solve the problem and importance of community involvement, for example,  in maternal and neonatal health issues. They should propose possible ways they would like to work with the community and ask for the TA’s approval and input.

· Following this the TA will now organize a meeting between the health workers with the Area Development Committee (ADC), comprising, Group Village Headmen (GVH), representatives of Religious leaders, youth, politicians, and other influential leaders in the community to explain the intended purpose, and seek their approval and support.

· Group Village Headmen and the health worker will take the message to the Village Development Committee (VDC) members   (the VDC has the same structure as the ADC including Village Health Committee (VHC) members) for further deliberation.
· Village Headman (VH) and VHC in collaboration with Health workers (Nurse, HSAs), meet the community to explain and obtain consensus on the way forward. The Health worker will be required to explain again the issues for which they seek community involvement. 
· Where the problem originates from the community, the community should be encouraged to report the matter to the Health Surveillance Assistant (HSA) who will report to the Health Centre staff.
· The Health Centre staff should go back to the community to verify the problem and later report to the Zonal Health Office through the DHMT. 

· The Zonal Health Office, DHMT and the Health Centre staff should act together to assist the community solve the problem.

· The DHMT should commend the community for reporting the matter to the Health Centre staff and encourage them to continue the collaboration.

Once the health workers have entered the community, information flow between the health delivery system and the community is the same. This does not depend on the origin of the problem to be tackled. 
2.  NEEDS ASSESSMENT

The purpose of needs assessment is to Identify Reproductive Health problems/needs in the Community. It is conducted to expose and explore the issue or problem in detail. It is a stage where the contributing factors, possible causes, barriers, are identified for subsequent action or solutions.
To conduct a needs assessment the DHMT has to assist the ADC to

· Select people from the community to work with the health workers for the whole process of needs assessment, namely, to
· Determine the target groups from whom to get information during this process and sensitize them accordingly
· Determine the method for collecting data

· Develop the data collection tools

· Collect the data

·  Analyze the data
 Before embarking on the needs assessment, the DHMT needs to facilitate orientation of those who will be conducting the assessment on the use of the various methods selected for use. 

Examples of types of methods to use and target groups are listed to guide the development of the specific tools selected. Some examples of data collection tools are in Appendix 1. 
2.1. Focus Group Discussions (FGD)

· Community /Influential leaders, Religious leaders, Business community.

· Women of child bearing age 
· Men aged 25 and above

· Youth: Male and female separately

·  Grand parents (Agogo)

2.2. Interviews
· Health Care workers: Health Centre Staff, and Health Surveillance Assistants.

· Traditional Authority
· Traditional Birth Attendants, Community Based Distribution Agents and Traditional Healers
· Traditional Counsellors (Nankungwis)

2.3. Observation (Use Check list)

· Traditional Birth Attendants, 
· Community Based Distribution Agents 
· Health Surveillance Assistants.

      2.4. Review of records/data from 
· Health Management Information System (HMIS)   

· Village registers

· Health Facility records 
         2.5. Participatory Rural Appraisal

· Men

· Women

· Key leaders

· Youth

3. COMMUNITY MOBILIZATION
Communities become committed to a cause when adequately sensitized and involved.  This means identifying their needs and involving them in development of action plans which they execute using available resources.  Thus the purpose of community mobilization is to create awareness on health problems and empower community members to demand for, and participate in, the provision of health services. The process of community mobilization empowers communities and enhances self-reliance and sustainability and should include the following issues:  

3.1. Feedback from community needs assessment

 This involves meeting community leaders to inform them about the problems identified during the needs assessment and raising awareness and understanding among them on how to address the issues. The ADC is the first group of community leaders to be sensitized.  The health worker should assist the community leaders to identify priority issues emerging from the needs assessment and  find ways on how to address the issues. . 
. 
3.2. Target groups for mobilization

Once the community leaders have been sensitized, health workers should work with them to identify others in the community who need to be sensitized as well.  They should work with the community to establish committees to be responsible for specific tasks relating to the health issues identified. Where criteria for selection of specific committees are available, the relevant health worker or extension worker should guide the community to make the appropriate selection. Clinicians, Nurses, HSAs and other extension workers should be oriented on Reproductive Health and Neonatal Health issues. The following groups are also likely targets for orientation and sensitization:
· Traditional Birth Attendants

· Community Based Distribution Agents 
· Health Surveillance Assistants.

·  Traditional Counsellors (Nankungwis
· Village Health Committees   
· Traditional Healers

· Safe Motherhood task force members
· Local leaders 

· Politicians 
· Religious leaders

· Peer educators / youth clubs

· Men's Clubs

· Traditional Dancers groups 

· Community Based Organizations e.g. Home Based Care
· Women's groups
· Grand parents  groups (Agogos)
· Other key local structures 
3.3 Distribution of responsibility

There is need for consensus building between the DHMT and the community on who takes responsibility for the implementation of community mobilization activities and other interventions. It is important that each committee established takes responsibility for specific functions. The DHMT needs to assist the community also to identify individuals with special skills in the community to provide guidance in the implementation of interventions needing their expertise. The community should be made aware that some of the roles performed by some of the target groups include cultural practices and behaviours that do not promote positive Health outcomes. There is a need to modify such harmful cultural practices and behaviours through dialogue and training.   Examples of expected roles to be performed by the various target groups with respect to Reproductive Health are given below. . These roles should be explained to the target groups to avoid conflict. 
3.4. Examples of Expected Roles of Community Groups in Reproductive Health
i. Trained Traditional Birth Attendants 

· Advising women on health matters (IEC)

· Providing  information to communities on danger signs of pregnancy, childbirth and of the postpartum period
· Educating couples on  birth preparedness 
· Referring women  with problems during pregnancy, childbirth and after delivery
· Referring any woman who presents to her for delivery to the nearest health centre and report the case to the Village Health Committee /Village Head Man

· Referring newborn babies with problems soon after delivery and during the postnatal period 
· Encouraging mothers to go to the health facility for antenatal, delivery and postnatal care  
· Conducting  deliveries only in unavoidable circumstances and should accompany the mother to the nearest health centre as soon as possible
· Keeping records and producing reports

· Acting as link between health facility and community

· Family Planning motivation
ii. Community Based Distribution Agents 

· Conducting IEC  on Family Planning 

· Distribution of contraceptives
· Distributing condoms

·  Keeping Records and producing  reports 

· Referring clients for contraceptive methods beyond their competence, e.g. long term and permanent contraception (LTPC); Injectables

· Counselling on STI and HIV/AIDS
· Family Planning Motivation
iii. Traditional Counsellors (Nankungwis
· Counselling on positive cultural practices on Sexual Reproductive Health
· Providing information on STI/HIV/AIDS, FP, Safe motherhood and adolescent Sexual Reproductive Health 
· Promoting risk free practices and behaviours –by modifying risky cultural practices and behaviours

iv. Village Health Committee
· Overseeing Sexual Reproductive Health matters

· Link between health facility and community

· Overseeing water and sanitation 
· Monitoring community health workers

· Coordinating transport for referrals, including acquisition of bicycle ambulances
· Managing bicycle ambulances in readiness for referral of patients to health facility
· Giving Support to community health workers

· Conducting IEC : campaigns; group; person-to-person
· Organizing and participating in community maternal and neonatal death audit (Verbal autopsy)
· Recording and reporting maternal and neonatal health outcomes (births and deaths) in the  community
· Conducting village meetings on Sexual Reproductive Health issues-specifically to understand what is happening in the community and come up with interventions to deal with those.

· Monitoring activities of Traditional Birth Attendants
· Assisting Traditional Birth Attendants with referral of emergency cases 

· Establishing task forces as and when necessary

v. Traditional Healers
· Referring patients to the health facility

· Participating  in IEC: STI/HIV/AIDS, FP, Safe motherhood and adolescent Sexual Reproductive Health  issues
· Encouraging mothers to go to the health facility for antenatal, delivery and postnatal care  

vi. Local leaders
· Calling  and Presiding over different community meetings

· Developing and enforcing bye-laws on Reproductive Health issues, 
· Developing bye-laws to consider providing rewards for Traditional Birth Attendants promoting delivery at health facility

· Facilitating Community maternal and neonatal death review ( verbal  autopsy)  
· Mobilisation of community in Reproductive Health issues

· Supervising community support for Reproductive Health activities
· Planning, monitoring and evaluation of Reproductive Health activities

· Ensuring active participation of community members in Reproductive Health activities 
· Coordinating transport for referrals, including acquisition of bicycle ambulances
· Supervising management of bicycle ambulances in readiness for referral of patients to health facility
· Promoting risk free practices and behaviours by identifying alternatives to risky cultural practices
· Monitoring maternal and neonatal  health outcomes in the community 
· Monitoring  activities of Traditional Birth Attendants
· Initiating community birth preparedness initiatives 
vii. Religious leaders
· Providing spiritual guidance

· Promoting moral ethics
· Assisting in IEC: STI/HIV/AIDS, FP, Safe motherhood and adolescent Sexual Reproductive Health issues 
· Advising youth in Reproductive Health issues

· Counselling married couples

· Promoting risk free cultural practices and behaviour

· Promoting abstinence before marriage

· Promoting faithfulness between couples

viii. Peer educators / youth clubs
· Distributing condoms
· Educating and counselling youth on life skills, HIV/AIDS
· Promoting risk free practices and behaviour 
· Referring youth  for HTC, STI and FP services
3.5 Areas for mobilization

The DHMT should identify thematic areas on which to sensitize the community based on the priority problems identified in the needs assessment. Once the thematic area has been identified, they should determine the specific problem in this area to be addressed.

3.6 Method of sensitization

The DHMT should agree with the community on the various ways to be adopted for mobilizing the community and sharing ideas e.g.  Meetings, religious gatherings, drama, open days, exchange visits, posters, radio. They should assist the community to make use of the appropriate media. Making announcements on maternal and neonatal health issues should be promoted at places of congregation such as churches, mosques and even at funeral services.

3.7 Identification of collaborating partners
There is need to identify existing partners in the community with whom to work and who can support the health workers and the community in their efforts to improve maternal and neonatal health in their community.  The DHMT should facilitate establishment of links between the community and other partners such as NGOs, Faith Based Organizations 
(FBOs) and even the Health Centre in their community. Examples of partners to collaborate with are as follows: 
· Community development assistant: for providing social services

· Traditional Authority: for  support; encourage community to participate; put their resources together and  mobilize the community

· Members of Parliament and Counselors: for support
· Non-Governmental Organizations (NGOs) working in health: for advise and directing people to the right services

· Police: for use of Police vehicle and radio for referrals,

· Telecommunication: use of telephone  for referrals

· Transport and Public Works: For assistance in roads maintenance as priority in certain communities

· Water and Irrigation :For  potable water supply in  the community

· Agriculture: Advise community on attainment of food security

· Education: Teachers facility activities in school so that youth benefit

· MASAF: for providing funds for projects

3.8 Resource mobilization
Resources are vital for the implementation and sustainability of community-based interventions. These resources can be found both within and outside the community. Communities have many ways to mobilize resources and must take control of these resources when available.  The management of resources should include a mechanism for transparency and accountability to ensure effective mobilization. Therefore, as the community produces the action plan the DHMT should help them to consider the funding sources, and should also assist the community to identify resources available in the community. The community can offer their time and labour; they can organize income generating activities, such as contributing and selling produce.
The DHMT should further assist the community to access funds outside the community. This can be in the form of writing proposals to fund specific projects. MASAF is one example of an agency that should be contacted for providing funds for community health projects.
The community should be assisted to access funds from the DHMT for certain activities, such as training of various groups in the community e.g. VHC, for the promotion of Reproductive Health 
4.   PLANNING
The planning should be done by the Area Development Committee (ADC). The DHMT should assist the ADC to identify others who are not members of the ADC but have necessary competences and skills to be part of the planning group e.g. TBAs, Traditional healers, Traditional Counsellors (Nankungwis). The DHMT should work with the planning group to discuss and agree on the package of interventions to be initiated in the community. 
Such a package should be related to the various components of Reproductive Health as follows:

· Maternal and neonatal health 

· Family Planning

· Sexually Transmitted Infections (STI)  including HIV/AIDS

· Cancers of the reproductive organs

· Adolescent Sexual and Reproductive Health

· Harmful practices

· Infertility

The community should consider the following package and modify as necessary:

· Maternal and neonatal death review.

· Identification of Maternal Deaths and Neonatal deaths (Monitoring).

· Formation of clubs for Income Generation Activities to ease transport problems.
· Introducing annual membership fee.

· Exchange visits.

· Birth preparedness initiatives

· Village Health Committee (VHC) to monitor activities of Traditional Birth attendants (TBAs).
· Drama and music bands for educating local community.

· An activity to deal with change of harmful cultural practices and behaviour on decision making or use of local medicine.

· Community empowerment initiatives 

The DHMT should help the community to develop an Implementation and also a Monitoring and Evaluation Plan to address the priority interventions agreed. For this purpose there will be a need to have community dialogue involving not only the ADC, but also representatives of various sectors of the community such as women, youth, traditional healers (Sing'anga), TBAs, and Religious Leaders

The implementation plan is to guide the way activities will be conducted. Monitoring and evaluation plan will assist to assess the progress and to see whether the intended results are achieved. 

The Health Care Workers should work with the community leaders to identify priority issues emerging from the needs assessment and develop a plan of action to address the identified issues. They should assist the community to develop ways of carrying out the interventions to achieve desired outcomes. In implementing Reproductive Health interventions, gender and rights based approaches should be considered. The community should develop doable activities that are cost effective and applicable to the existing situation.

The plan should consist of: 
· Goal:   
What will  be the long term benefit of the intervention to  the community 
· Objective: 
  what does the community want to achieve 
· Strategy:   
  How  are the interventions to be carried out to achieve the objective

· Activity:    
 The thing to be done to achieve the objective
· Timeframe:
 When  is each activity to  be carried out;  how much time is needed for each activity (From-------to------)
· Funding source:  What resources are needed to carry out the activity; who will provide the resource
· Responsible partner/person: Who is responsible to ensure that the activity is carried out 
· Barrier:
 What challenges are likely to be  faced in trying to achieve the objective
· Indicator of success: How will  the community  know when and whether they have achieved the objective
The focus of the plan should be on activities to be implemented at community level.
A few examples of the implementation plan are given in Appendix 2 to guide communities to develop their specific implementation plans. 
Once the planning process has been completed at Area Development Committee (ADC) level, the Group Village Headman (GVH) should adopt the same approach as at Village Development Committee (VDC) level.

5. IMPLEMENTATION
At this stage the preparations are over. The community and heath workers have identified the problem, set the priorities and designed an action plan. The community should continue to take ownership also of the implementation process. 

Community leaders and the various committees should be made to understand that they have to carry out their roles actively and effectively.  For this to be successful, the community has to be sufficiently committed to continue and sustain the interventions.
This is the stage where the community needs to be empowered with knowledge and skills through capacity building in various thematic areas to enable them carry out the interventions. Examples of ways of empowerment include:

· Training: The health worker should liaise with the Reproductive Health Unit (RHU) of the Ministry of Health to ensure that appropriate training materials are made available to the community.
The health worker should empower the community to adopt a gender and rights based approach in the implementation of the agreed interventions
· Community sensitization

· Conducting Reproductive Health Open Days

· Exchange visits 

.

The DHMT should assist the community to raise the resources required for the implementation.
6. MONITORING AND SUPERVISION
The DHMT should assist the community to monitor progress according to the implementation plan and to schedule meetings to provide feed back, assess status of progress, and modify implementation plan accordingly. The should agree with the community on: 

· What to monitor: 
· All Reproductive Health activities in the implementation plan

· How to monitor 
· Through: Reports, Minutes, Target groups during IEC, Registers, Interview key informants, community based health care workers and informal meetings with the community members
· Who should be monitored

· Traditional Birth Attendants (TBAs),  Community Based  Distribution Agents (CBDAs) 

· All committees implementing Reproductive Health activities e.g., VHC

· The frequency of monitoring: 
· Monitoring should be ongoing: monthly, quarterly

· Who should monitor.: Depending on the activity and the level at which the activity takes place, the monitors can be taken from the following group:
· Technical group; HSAs, Community Nurses and DHMT
· Community group; ADC, VHC, and local leaders

Monitoring will be done using appropriate tools. Examples are in the Appendix 3.
All Health Care Workers need to keep close rapport with community at all times during the implementation period.

The community may not be able to use some of the existing monitoring tools designed for health workers. The DHMT should assist the community to develop monitoring tools and orient them on how to use these. 
7. EVALUATION
 The purpose of the evaluation is to find out whether the indicators of success have been achieved.
 The evaluation should be carried out by both the health workers and the community.

The DHMT should assist the community to conduct an evaluation once every year using appropriate tools.
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  APPENDIX
Appendix 1: Examples of Data Collection Tools to conduct Needs assessment
A. Questionnaire for Tradituional Birth Attendants (TBA) 

1. What activities do you perform as a TBA in the village?  ( do not probe: tick those mentioned)  

i. Antenatal Care, 

ii. Delivery, 

iii. Post natal care, 

iv. Other specify 

2.  Have you been trained? _______  If yes ,

i. How long was the practical component?

ii. How long was the theory component?

3. How long does it take to reach your referral facility?

4. Do you also provide traditional medicines? ______If yes, specify: 

5. What type of patients do you refer? 

6. When do you refer them?

7. How do you refer the patients (Need to provide answers)

i. Call for an ambulance

ii. Consult Village Health Committee (VHC)
iii. Consult Health Surveillance Assistants (HSAs)
iv. Request guardians to identify transport

v. Bicycle ambulance

vi. Other(specify)        

8. Do you get feedback for the patients you refer?     
9. When did the last maternal death occur in this community?

If yes, was it reported?_______

Where? 
i. Village Headman

ii. Health Surveillance Assistant ( HSA)
iii. Health facility

iv. Other(specify)

If not, why? 

10. What circumstances led to the death?   

11. When did the last Neonatal death occur in this community?

12. If yes, was it reported?_________Where?
i. Village Health Committee (VHC)

ii. Village Headman

iii. Health Surveillance Assistant 

iv. Health facility

v. Other(specify)

If not, why? 

13. What circumstances led to the death?   

14. What type of support do you get  from

i.  the community  

ii. village health committee

iii. health workers

iv. Health facility

15. What support would you like to get from?

i. the community  

ii. village health committee

iii. health workers

iv. Area Development Committee

v. Health facility
16. How many deliveries have you conducted for the past :

i. 3months

ii. 6 months

iii. 1 year

17. What records do you keep? ( ask TBA to show you the records and check the number of deliveries, referred clients, maternal deaths, SB and neonatal deaths)

18. Are you supervised? 

19. If yes, who is your supervisor? 
i. Medical Assistant,

ii. Nurse,
iii. Health Surveillance Assistant 

20. When were you last supervised? Specify:

i.  Less than 1 month. 

ii. 1 month. 

iii.  3 months. 

iv.  6 months. 

v.  1 year. 

vi.  None.

21. What are your challenges in your day to day work?
22. What equipment do you use (Ask to see the equipment, look at the TBA facility, placenta pit etc?)

B. Questionnaire for Health Surveillance Assistant (HSA)

1. What is your catchment area?
2. What activities do you perform as an HSA in the community?
3. Have you been trained to perform these activities? If yes, how long was the training?  

4. What other roles do you play in the community, non-health activities?

5. How far is your village to the nearest referral health facility?

6. When do you refer patients/clients to the health facility? ( probe for condition and time)  

7. How do you refer the patients?

i. Call for an ambulance

ii. Consult Village Health Committee (VHC)
iii. Consult Health centre staff

iv. Others (specify)

v. Request guardians 

8. When did the last maternal death occur in this community?

9. What circumstances led to the death?   

10. Was this death reported?  

If yes where was it reported? 

i. Village Health Committee (VHC)
ii. Village Headman

iii. Health facility

iv. Other(specify) 

v. Was community maternal death review (verbal autopsy) conducted 

 IF YES by Whom? 

IF No, why not? 
11. When did the last Neonatal death occur in this community?

12. What circumstances led to the death?   
13. Was this death reported? 
If yes, where?  

i. Village Health Committee (VHC)

ii. Village Headman

iii. Health facility

iv. Other(specify)

    If not, why?

Was community maternal and neonatal death review (verbal autopsy) conducted? 

IF YES by whom? 

IF NO why not ?

14. What type of support do you get  from:

i.  the community  

ii. village health committee

iii. health workers

iv. Health Facility 

v. NGOs

15. What support would you like to get from: 

i. the community  

ii. village health committee

iii. health workers

iv. Area Development Committee

16. What records do you keep? (ask to see them)

17. Are you supervised? 

18. If yes, how often?

19. Who is your supervisor in Reproductive Health issues?

20. When were you last supervised 

21. What knowledge do you have in Reproductive Health? 

22. What harmful cultural practices do happen in your catchment area?
C. Questionnaire for Health Workers 

1. What support do you give to:

i. Traditional Birth Attendants (TBAs)
ii. Health Surveillance Assistants 

iii. Village Health Committee (VHC)

iv. Area Development Committee (ADC)
v. Community Based Distribution Agent (CBDA)
2. Do you get reports from the following:
i. Traditional Birth Attendants (TBAs)

ii. Health Surveillance Assistants 

iii. Village Health Committee (VHC)

iv. Area Development Committee (ADC)

v. Community Based Distribution Agent (CBDA)

3. What reports do you receive? (probe for FP, delivery and Maternal and Neonatal He death reports)

4. What do you do with the data obtained?

5. How often do you get reports?
i. Monthly reports from Health Surveillance Assistant 

ii. Quarterly 

iii. Annually

iv. Check records

6. How often do you supervise community workers in your catchment area?

i.  monthly

ii. quarterly

iii. annually

7. Who supervises you?

8. How often are you supervised? (Probe why if actual supervision is less than the prescribed)

i. monthly

ii. quarterly

iii. annually

9. What are  the RH problems in your catchment area 

10. What are the contributing factors to these problems 

11. What role do TBA play in :

i. the reduction of maternal and neonatal mortality

ii. Prevention of Mother to Child  Transmission (PMTCT) of HIV/AIDS
iii. Family planning

12. What type of Reproductive Health in-service trainings have you attended in the past year?

D. Focus Group Discussions: 

(Community Leaders, Women and Men as separate groups)

Create a conducive atmosphere for the participants to discuss freely.

1. What health problems do you  have in this community?(probe for RH problems, including cancer if not mentioned)

2. Where do they go to seek assistance for those problems? 

3. Where do women go for Antenatal services? What about delivery?

4. Why do they choose to go there?

5. What is the commonest mode of transport used for seeking RH services in the community?

6. Who makes decisions in the home on when and where to seek RH services when one is not well? 

7. Do you know women who have had child birth within this community?

8. If Yes, Who provides them with delivery assistance?

9. Do you have any Traditional Birth Attendants in the community?

10. If yes what services do they provide in the community /or what role do they play?

11. Who trained the TBAs to provide these services?

12. Have you had women die in this community from pregnancy, child birth and after delivery?

13. What caused the death of these women

14. Were these deaths reported 

15. If YES    where were they reported? (probe for reporting to Health Centre)Are all deaths in the community reported; If yes, where? 

If NO why not? Give reasons.

16. Have you had any deaths of newborns  in this community 

17. What caused the death of these newborns

18. Were these deaths reported 

19. If YES    where were they reported? (probe for reporting to Health Centre
20. Are there people in the community who want to have children but cannot have any? 

If yes where do they go to seek assistance? 

21. What are some of the harmful practices that you know or have heard of that affect women and men? 

22. Have you heard of any rape taking place in this community?

23. What do people do when a rape has occurred?

24. Do you have a village health committee in the village? 

· If YES what does it do?

· Are the VHC involved in maternal and newborn health issues? 

· If there are no village health committees -WHY NOT? 

· Do you have any other village health volunteers in the community? 

· If YES what do they do? (probe for RH  issues if not mentioned)

E. Focus Group Discussion for Youth (15-24 years old)

(Boys and girls separately.)

 (SET A FRIENDLY ATMOSPHERE FOR DISCUSSION.)

1. What RH health problems do people have in this community?(probe for cancer if not mentioned)

2. Which of these problems affect the youth?

3. How do you think these problems can be solved?

4. What is the distance to the nearest RH health facility?

5. Where do you go to seek assistance for those problems? 

6. What type of transportation do the youth use to get to the health facility from this community

· Motor bike ambulance

· Bicycle ambulance

· Vehicle ambulance

· Walking

· Ordinary bicycle

· Other (specify)

7. If you need to go to the health facility who makes decisions for you on where to go and when to go?

8. Is there a village Health Committee in this community?

· Are young represented in this VHC

· What does the VHC do in relation to RH? 

· What are the roles of VHC?

9. Are there any other village health volunteers in this community?

· If YES what do they do? (Find out if any of the young people are volunteers or know of other young people who are volunteers).

· If NO why not?
10.   Have you heard of women who have died in the community due to pregnancy or child birth or after delivery?

11. If yes, what caused the death?

12. What happens to a girl when she has an unwanted pregnancy?

13. Where do young people access information on  STI/HIV/AIDS, Family Planning,

14. What are some of the harmful practices that you know or have heard of that affect girls/women and boys/men? 

15. Have you heard of any rape or incest taking place in this community?

16. What do people do when a rape or incest has occurred?

17. What do you think you can do to prevent the death of women and children related to pregnancy, childbirth and the period after the delivery of the baby in this community? 
Appendix 2: Implementation Plan

Intervention: 

Goal: 

Strategy: 

	Objective
	Activity
	Time frame
	Resources 

required
	Funding source
	Responsible

 partner

/person
	Barrier
	Indicator of success

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Appendix 3: Monitoring and Evaluation Tools

3.1 Maternal and Neonatal Health Village Register

Zone------------------------------                                                                      District ---------------------

Village--------------------------------                                                               TA--------------------

Month-------------------------------                                                                Year----------------------------

Note: some of the information requested here can be obtained from the National Village Health Register for those pregnant women who are attending Antenatal and Delivery Care. 

	Name of the pregnant woman
	Number of pregnancies including  this one
	Number of Living Children
	ANC Attendance (Y/N)
	Number of months pregnant at first ANC Visit
	Date and place of present delivery
	Delivered by
	Condition of mother and baby ( If dead, state date and cause of death)
	Postnatal Attendance  within first week of delivery (Y/N)
	FP Intentions

( state preferred FP method )
	Follow up Action

	
	
	
	
	
	
	
	Mother
	Baby
	Mother
	Baby
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


3.2  Supervision Check List 
From District or Health Centre to The Village
Name of Village -------------------------------------------------

T/A ------------------------------------------------------------------

District ---------------------------------------------------------------

	No
	
	Yes 
	No
	#

	1. 
	Village Health Committee (VHC) available in this village


	
	
	

	2. 
	VHC trained
	
	
	

	3. 
	VHC active
	
	
	

	4. 
	Village Headman involved in VHC activities
	
	
	

	5. 
	Number of meetings conducted by VHCs in the past three months
	
	
	

	6. 
	Number of community meetings/activities conducted in the past three months ( write the areas covered below)
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	7. 
	National Village Register available
	
	
	

	8. 
	Maternal and Neonatal Health (MNH) Village Register being used 
	
	
	

	9. 
	Number of trained TBAs in the area
	
	
	

	10. 
	Number of deliveries at TBA vs. Health Facility according to VHC monitoring records
	
	
	

	
	TBA
	
	
	

	
	Health Facility
	
	
	

	11. 
	Number of  referrals for delivery at Health Facility by TBAs
	
	
	

	12. 
	Number of untrained TBAs practicing in the area
	
	
	

	13. 
	Number of Maternal deaths that occurred in this village in the past 3 months
	
	
	

	14. 
	Number of Neonatal  deaths that occurred in this village in the past 3 months
	
	
	

	15. 
	Maternal  and Neonatal Death Review Committee available in this area
	
	
	

	16. 
	Community maternal and neonatal death review ( Verbal Autopsy) was conducted for the maternal and neonatal death (s) that were reported
	
	
	

	17. 
	List  4 Main contributing factors to the maternal deaths audited in this community  in the past 3 months
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	18. 
	List  4 Main contributing factors to the neonatal deaths audited in this community in the past 3 months
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	19.
	List 4 Common problems experienced by the community at the nearest health facility 
	
	
	

	
	
	
	
	

	
	-
	
	
	

	
	-
	
	
	

	
	-
	
	
	


3.3
Monthly Summary Report
Zone------------------------------ District ---------------------

Village--------------------------------TA--------------------

Month-------------------------------Year----------------------------

	Indicator
	

	Population  of village
	

	Number of women of child bearing age (15-49)
	

	Number of pregnant women
	

	Number of births
	

	Number of deliveries at Health Facility
	

	Number of trained TBAs
	

	Number of  referrals for delivery at Health Facility by TBAs 
	

	Number of all deaths
	

	Number of maternal deaths
	

	Number of Neonatal deaths (children 0-28 days old)
	

	Number of deaths of children  0-11 months
	

	Number of deaths of children  1-4 years
	

	Number of  Maternal deaths reviewed in the community (verbal autopsies) 
	

	Number of Neonatal deaths reviewed in the community (verbal autopsies)
	

	Number of pregnant women attending ANC for the first time during 

current pregnancy
	

	Number of mothers who received postnatal care within one week after delivery
	

	Number of newborns  who received postnatal care within one week after delivery
	

	Number of postnatal mothers intending to use modern method of family planning
	

	Number of postnatal mothers using modern methods of family planning
	

	Active Village Health Committee (VHC) available in the village  ( Yes/No)
	

	VHC oriented on Sexual Reproductive Health (SRH) issues   ( Yes/No)
	

	Number of meetings conducted by VHC in past 3 months
	

	National Village Register available          ( Yes/No)
	

	National Village Register used             ( Yes/No)
	

	Bye-law developed to reward TBAs promoting delivery at health facility( Yes/No)
	

	Quarterly supervision conducted by health facility staff ( Yes/No)
	

	Number of community SRH interventions  planned
	

	Number of community SRH interventions  implemented
	

	Community based transport available for referral of emergencies   ( Yes/No)
	

	Number of  Maternal and Neonatal Health (MNH) related  referrals from the 

community to the health facility
	

	Number of IEC activities conducted
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