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[bookmark: _Toc368060522]Acronym List
	7 contacts+
	Seven key timepoints in the prenatal and postnatal period where provision of counseling is required to increase likelihood of establishing breastfeeding

	BCC
	Behavior Change Communication

	BFC
	Breastfeeding Counseling (refers to the WHO standard 40 hours course)

	CFW-UI
	Center for Family Welfare Research, University of Indonesia

	CSHGP
	Child Survival and Health Grants Program

	DHO
	District Health Office / Dinas Kesehatan

	EBF
	Exclusive Breastfeeding

	EMAS
	Expanding Maternal and Neonatal Survival

	G2A
	Give2Asia

	IBCLC
	International Board Certified Lactation Consultant

	IBI
	Ikatan Bidan Indonesia /Indonesian Midwives Association

	ICT
	Information and Communication Technology

	IYCF
	Infant and Young Child Feeding

	JJI
	Johnson&Johnson Indonesia

	KKA
	Kedaung Kali Angke (participating sub-district)

	KPC
	Knowledge Practice and Coverage Survey

	LAMAT
	Local Area Monitoring and Tracking

	LQAS
	Lot Quality Assurance Sampling

	MCH
	Maternal and Child Health

	MCHIP
	Maternal and Child Health Integrated Program

	MHO
	Municipality Health Office / Suku Dinas Kesehatan Kota

	MoH
	Ministry of Health /Kementrian Kesehatan

	m-PWS
	Sistem Pemantauan Wilayah Setempat secara Mobil (mobile area monitoring and tracking)

	MSG
	Mothers Support Group / Kelompok Pendukung Ibu

	MUI
	Indonesian Moslem Leaders Assembly

	OR
	Operations Research

	PHO
	Provincial Health Office / Dinas Kesehatan Provinsi

	Puskesmas
	Public Health Clinic 

	PKK
	Pemberdayaan Kesejahteraan Keluarga. A 41 years old community-based organization structure rooted alongside Ministry of Home Affairs structure. With predominantly women members.

	Posyandu
	Pos Pelayanan Terpadu (Village Health Posts) 

	RW
	Rukun Warga / A cluster of 8 to 19 neighborhoods 

	SA
	Supervision Area

	SBMR
	Standard Based Management and Recognition

	WHO
	World Health Organization



I. Introduction, Key Progress and Main Accomplishments 
Hati Kami, Mercy Corps’ four-year (September 30, 2010 to September 29, 2014) Innovation Child Survival and Health project in eight sub-districts of Cengkareng and Kalideres districts in West Jakarta Municipality, Indonesia aims to promote, support, and protect the mother-child dyad for a healthy start among Jakarta's poor residents. The project was a response to the high rates of stunting, increased rates of bottle/formula feeding, and limited growth in exclusive breastfeeding (EBF) rates. Working with partners in West Jakarta and the Jakarta Province, the project aims to achieve two Strategic Objectives, benefiting 8,558 pregnant women and 7,723 infants: Improved maternal child care and nutrition practices of mothers from pregnancy through the first 6 months of life; and Improved quality of maternal, newborn and infant services.  Key interventions include: establishing Mothers Support Groups (MSGs) for reaching mothers with critical information on breastfeeding and maternal and newborn care; integrating counseling on maternal-infant health and nutrition in to the 7 contacts+ in maternal-newborn care; scaling up WHO’s 40-hour Breastfeeding Counseling (BFC) training; implementing a contextualized and targeted communication strategy; replicating the Standard Based Management and Recognition (SBMR) approach for private midwives; supporting the Municipality Health Office (MHO) and local branch of Indonesian Midwives Association (Ikatan Bidan Indonesia, IBI) to train providers on kangaroo mother care method; and, replicating the 10 steps to successful breastfeeding model of Healthy Start (Mercy Corp’s previous project funded by Child Survival and Health Grants Program, CSHGP). The Operations Research (OR) component is conducted in partnership with the University of Indonesia’s Center for Family Welfare Research (CFW-UI). This innovative strategy aims to strengthen the Ministry of Health (MoH) Maternal and Child Health Local Area Monitoring and Tracking (MCH-LAMAT) system. Mobile phone technology, in conjunction with the LAMAT system (mobile Pemantauan Wilayah Setempat or ‘m-PWS’), is used to monitor and track maternal and newborn health services utilization, and determine if more accurate and timely data from public and private providers will improve service utilization and resource planning.
This report documents Year 3 activities (Sep 30, 2012 to Sep 29 2013), outlines lessons learned and recommendations, and provides an update on the OR. Significant results have been achieved across the project’s four areas. The main accomplishments during this period are outlined below, with a summary provided in Table 1.

	Hati Kami’s Year 3 Main Accomplishments
· LQAS survey implemented for children 0-23 months reports improvements in rates of: timely initiation of breastfeeding (69.9%); EBF (51.6%), and pre-lacteal feeds (60.2%). LQAS survey assessing maternal and newborn indicators is in progress
· 28 new MSGs established - with a total of 82 MSGs running in 79 RWs
· 63 private midwives certified in BFC – with a total of 68 private midwives and 35 other health workers competent in BFC
· Integration of UNICEF’s Infant and Young Child Feeding (IYCF) counseling into the MSG model with 17 female community volunteers trained and provided with counseling aid kits
· Muslim Sermon guide,  to encourage uptake of key MCH practices, finalized
· 40 participating midwives assessed against the SBMR check list during SBMR adaptation
· 62 private and public midwives participated in refresher courses on asphyxia management and Neonatal Resuscitation, Kangaroo Mother Care (KMC), and use of Partograph
· Participatory advocacy work influenced government’s development planning process (Musrenbang), resulting in approved USD $70,000 (IDR 680,440,000) budget for MCH awareness raising and problem solving meetings for 2013-2014 in 8 sub-districts; in addition 1 project district USD $3,500 (IDR34,100,000) to assist and leverage sub-district’s MCH initiatives
· 18 senior midwives and community volunteer coordinator in West Jakarta trained on m-PWS as Mentors; 14 private midwives and/or their junior (midwife) practice assistants trained on m-PWS-midwife data reporting.
· m-PWS community data collected for 5,158 couples of reproductive age, 355 pregnant women, 24 post-partum women, 73 women in puerperium, 75 newborns, 686 infants, and 2,992 children under 5 years. 
· All 10 participating private midwives reporting client data through mPWS (1,579 women accessing contraception, 848 pregnant women, 145 post-partum women, 99 women in puerperium, 138 newborns, 357 infants, and 10 children under 5)


Table 1: Summary of Major Project Accomplishments
	Strategic Objective #1: Improved maternal child care and nutrition practices of mothers from pregnancy through the first 6 months of life

	Project Inputs
	Activities
	Outputs
	Outcomes 

	Result 1. Increased knowledge and skills of mothers on breastfeeding and key maternal-newborn care

	MSG Master trainers and trainers
IEC materials and job aids
USD7,460 (IDR77,062,000) cost-share from Jakarta PHO
Champion among program partners for testimonies
Consultant (IYCF Counseling Master Trainer) 
IYCF Counseling training kit
Stationary
Enumerators
Questionnaires, stationary, breast-model kit
MSG Motivators and Mentors
M&E Specialist
Food model kit
Cost-share funding from Give2Asia/Johnson&Johnson Indonesia
Course directors and Senior Facilitators
WHO 40 hours BFC Training kit 
Episurveyor platform for monitoring
	Workshop with MSG trainers
MSG motivator training
Pilot testing – IYCF Counseling training with UNICEF’s module
LQAS survey for children 0-23 months implemented and LQAS surveys for pregnant women and infants under 6 months finalized and underway
Quarterly data monitoring & database update
Breastfeeding Counseling Training and Mentoring meetings
	10 MSG motivator trainings 
104 new MSG motivators from 5 Kelurahan trained
1 MSG ToT conducted
38 new MSG mentors in Jakarta trained (8 from West Jakarta)
17 female community volunteers trained and given counseling kit 
Consultant recommendations documented for future enrollment of IYCF counseling curriculum
Preliminary LQAS report (0-23 months), including program priorities and action plan for final year, being refined
16 MSG M&E meetings at sub-district level (9 were cost-shared)
28 new MSG established across 8 sub-districts; 79 of 94 target RW with at least one functioning MSG meeting at least once/month
3 BFC training events
63 private midwivees certified as Breastfeeding Counselors
	An average of 69.6% children 0-23 months were put on the breast within 1 hour after delivery (baseline KPC: 62.3% and EOP target: 72%) 
An average  of  59% children 0-23 months were put on the mother’s breast or abdomen’s skin right after birth for at least 1 hour or until it stopped suckling (baseline KPC: 23.3% and EOP target: 33%) 
51.6% children 0-5 months were exclusively breastfed during the last 24 hours, in LQAS (baseline KPC: 13.1% and EOP target: 15%)
An average of 60.2% children 0-23 months did not receive pre-lacteal feeds. (baseline KPC:47% and EOP target:55%)
Rapid CATCH Indicators collected through LQAS were reported in Annex 3. Updated Project data Form.

	Result 2. Increased access to social support for mothers on breastfeeding and key maternal-newborn care
	

	BCC Consultant 
Mercy Corps Technical Backstop (consultant)
Hati Kami all staff
Mercy Corp Indonesia Senior Communication Officer
	Doer Non-Doer research conducted
Team retreat 
In house workshop
	Refined BCC strategy
	

	Trainers – Financial Literacy
Cash contribution of USD7,019 from Prudential 
e-Copy of 2009 access – USAID: A Toolkit for Religious Leaders 
Breastfeeding expert-keynote speaker
Leaders Indonesian Moslem Assembly – West Jakarta branch
West Jakarta Mayor office staff
	Training of Trainers (ToT), 
Financial Literacy trainings – bridging onward discussion on saving from breastfeeding at the community level 
Toolkit translated into Bahasa Indonesia
Consultative workshops 
Lay-out and design
	2 ToT conducted; 30 people (Hati Kami partners and 9 Hati Kami staff) trained as Financial Literacy Trainers
1,998 people from 65 RW in Hati Kami working area trained on household Financial Literacy 
Muslim Khutbah Guide, Flyers, and Pocket Book finalized and being utilized for sermon by at least 3 Quran study group.
	

	Strategic Objective #2: Improved quality of maternal, newborn and infant services

	Result 3. Increased skills and compliance of the health providers on Standard Based Management of Maternal and Child Health services and the baby friendly protocols

	SBMR Facilitators (MCHIP partners)
Local Midwives Association
West Jakarta MHO staff
Clinical Practice Facilitators
SBMR check list booklet/ IEC materials/ Stationaries
USD12,568 (IDR137,360,000) budget-share with Province Health Office
Give2Asia/Johnson&Johnson Indonesia cost-share 
	SBMR workshop II, 
Participant assessments
Evaluation meetings
Series of capacity building seminar and workshops.

Seminar: 2013 World Breastfeeding Week Commemoration in Jakarta


Support participation in Seminar and Workshop organized by Indonesian IBCLC Association 
	40 participating midwives practice assessed against SBMR checklist
150 private midwives attended a seminar on Legal Aspects of Breastfeeding Support, Medical Records in practice, Early initiation and EBF
62 private and private midwives in West Jakarta participated in practice training on Asphyxia management and Neonatal Resuscitation, Kangaroo Mother Care and Partograph
26 counselors from West Jakarta and partners in Jakarta health office participated in the national event on “Breastfeeding Update in Daily Practice”
	An average of 63.2% mothers of children age 0-23 months received counseling on breastfeeding or maternal and infant care messages. (baseline KPC: 20% and EOP target: 30%)  
87% health service providers’ compliance in giving standard antenatal care, at baseline assessment. 
92.5% health service providers’ compliance in giving standard Post-Partum and Post-Natal care, at baseline assessment with SBMR.
88% health service providers’ compliance in giving standard Normal delivery and Newborn care, at baseline assessment with SBMR.

	Result 4. Increased Use of MCH data for decision making and advocacy
	

	Government’s Musrenbang Advisors and Consultant from District and City levels
Trained male and female RW leaders
Asia Foundations Indonesia’s  Musrenbang Guidelines
MCH profiles in West Jakarta from City Health Office
Stationary for meetings
	Training of RW leaders
Awareness raising roadshow in 8 RWs
Community participatory problem listing, analysis and priority rating. 
Advocacy and technical coordination 
Musrenbang proposal drafting at RW and Kelurahan levels.
	USD $70,000 budget allocated for MCH activities for 2013-2014 in 8 sub-districts; 1 project district additionally allocated USD $3,500 (IDR34,100,000) to assist and leverage sub-district’s MCH initiatives
	



II. Discussion of Implementation Activities and Results
In the absence of a mid-term evaluation, Hati Kami conducted a Lot Quality Assurance Sampling (LQAS) survey, examining project achievements in breastfeeding practices. To assess progress within 14 catchment areas (Supervision Areas, SAs) of primary public health clinics (Puskesmas Kelurahan). This identified under-performing SAs requiring intensified focus in the final year of the project. Within each SA, the rates for each indicator were compared to the target and average rates of the LQAS and used to identify priority areas for action. Key findings are presented in Annex 9, and summarized in Table 1. These findings indicate that key areas for program improvement are rates of Immediate Breastfeeding, EBF, Prelacteal feeds, and use of oral rehydration solution (ORS) for treatment of diarrhea (a Rapid CATCH indicator). The project team will discuss these results with key stakeholders to develop action strategies for the final year of the project. The second stage of the LQAS survey, targeting pregnant women, is in progress.
IR 1. Increased knowledge and skills of mothers on breastfeeding and key maternal-newborn care. 
Significant progress was made towards this IR in the third project year. The program continued expansion of the peer mothers support group (MSG) and continued integrating counseling on maternal and newborn health and nutrition into the 7 contacts+ in maternal-newborn care. This year, 28 new MSGs were established (current total 82, 86% of target areas have functioning MSG). These provide a community-based venue for mothers to gain knowledge and peer-support in critical health and nutrition practices. The project is meeting the target set in the training plan, with 81 people trained (40 planned) as Mentors, and 465 trained (564 target) as Motivators.  Currently, there is an average of 5 MSG Motivators per Rukun Warga (RW, a cluster of 8 to 19 neighborhoods).  MSG have also been replicated this year by West Jakarta MHO in districts and sub-districts outside of Hati Kami areas and by other municipalities in Jakarta. 
Hati Kami is scaling up training in WHO’s 40 hour BFC course. With cost-share from Give2Asia Foundation (G2A) and Johnson&Johnson Indonesia (JJI), three BFC training courses were carried out this year and 63 private midwives and nurses are now certified in BFC.  Evalution interviews with 57 clients of these midwives indicates that 93% received BFC and information. Mercy Corps is collaborating with Health[e]Foundation, an international organization based in the Netherlands, to scale-up BFC training using a blended learning platform for 30 more private midwives in Jakarta (supported by G2A and JJI, FY2014).
Throughout the project, Hati Kami has received strong support and collaboration from stakeholders, especially for MSG. Since 2008, with the issuance of the Head of Province Health Office’s decree no. 435/2008, all 6 municipalities in Jakarta are mandated to have MSGs as part of community-based implementation of “10 steps to baby-friendly Jakarta.” West Jakarta, like other municipalities outside of former Mercy Corps’ Healthy Start project focus area, had no guidance on setting up MSGs. As a result, the MHO was keen to build West Jakarta’s capacity on MSG implementation.  They also funded Mercy Corps to provide training for 63 health workers in 6 districts outside Hati Kami area as Mentors; in-turn, these Mentors trained MSG Motivators in their own districts. As a result, all 8 districts in West Jakarta are now implementing MSGs. 
At the start of year 3, it became evident that MSG, although effective, were limited in coverage. First, the estimated total numbers of target women that the MHO disseminates annually to sub-district Puskesmas, derived from estimates provided by the city statistics agency, are likely to be over-estimated. Mercy Corps, the Puskesmas, and the MHO are aware and have started periodic meetings with Mentors and Motivators in the Puskesmas catchment areas to track coverage against actual target population. Secondly, although Mercy Corps trained approximately 5 Motivators per RW, these Motivators usually share coordination of a single MSG, rather than establish new MSGs. This limits the number of target women benefiting from MSGs. 
In addition to developing MSGs, Hati Kami also introduced UNICEF’s IYCF counseling to help address gaps. Two MSG Mentors joined Hati Kami’s on-the-job IYCF counseling training for 17 female community volunteers to do outreach IYCF counseling with counseling cards and brochures. Currently, IYCF counselors target individuals and other organic peer gatherings. In year four, Hati Kami will integrate the IYCF counseling into MSG training and coachingfor Mentors and Motivators. This optimize time and resources, and strengthen outreach provided by MSGs.
Feedback from mentoring meetings and monitoring with senior MSG trainers, indicated that there is room for enhancing the skills, confidence and commitment of Mentors and Motivators. For example, some Motivators excel in community mobilization but lack confidence in peer-support facilitation, and vice versa; some Mentors effectively reinforce key messages during MSGs but are less consistent in providing feedback to Motivators and MSG participants. In response, Hati Kami is modifying the curriculum for MSG Mentor training, to enhance capacity in MSG supervision and IYCF counseling outreach. This will be integrated into the ‘step by step guide’ for establishing and expanding MSG, that Mercy Corp is developing to sustainability of MSG beyond Hati Kami. 
Mercy Corps continues to counter the culture of promoting infant formula and its impact on EBF. Despite laws and regulations protecting EBF, the strategies of formula companies reward midwives to promote or sell formula. This presents a constant challenge. IBI has a growing number of breastfeeding advocates. Supported by Hati Kami, they performed awareness-raising activities on the legal consequences of not supporting EBF for its members. 
Hati Kami planned counseling activities to complement MCH messages contained in the government’s MCH booklet. However, this year, Mercy Corps learned that many women are not receiving the MCH booklets even though there is sufficient stock at the MHO. IBI has printed, and is distributing, these booklets to the clients of private midwives at cost (<$1 per piece). Hati Kami is negotiating with MHO to improve free access to this booklet in all venues. In the meantime, the key messages are integrated into other BCC channels (described under IR 2).
IR 2. Increased access to social support for mothers on breastfeeding and key maternal-newborn care
This strategy focused on targeted and tailored communication messaging. Implementation had a slow start but is currently back on track with a refined behavior change communication (BCC) strategy (see Annex 7), designed with the support of technical consultants and Mercy Corps Indonesia’s in-house communication team. The BCC strategy covers key messages, target audiences, and venues; it has now been translated into media designs that include brochures, posters, place-mats, and sign boards. The project works with existing community groups (e.g. Quran study group, neighbors, elderly, etc.) to encourage participation of husbands and other key influencers to support pregnant women and mothers practicing what they learned in MSGs. To optimize reach, Hati Kami’s promotion media are being placed on identified community assembly points for men and/or women, such as RW meeting halls, coffee shops, and Posyandu (community-based growth monitoring point). Recently, Hati Kami finalized a sermon guide set with the local branch of the Indonesian Moslem Leaders Assembly (MUI), which highlights key project-supported MCH messages that are referenced in the Quran. The sermon guide set, adopted from the “2009 access–USAID: A Toolkit for Religious Leaders”, was developed through a series of consultative processes and testing over 6 months. It is currently being printed and published as the local MUI’s product for launch and distribution. 
Mercy Corps regularly participates in MCH and nutrition policy discussions and dissemination forums at the provincial and national levels, to ensure that consistent messages are reaching this mobile and diverse target population. These include breastfeeding regulation drafting, launching of National Action Plans for maternal mortality reduction and PMTCT, Scaling Up Nutrition (SUN) movement, Jakarta PKK annual program planning, National World Breastfeeding Week events, and dissemination of UNICEF’s research on current formula milk marketing.
IR 3. Increased skills and compliance of the health providers on MCH counseling, active management of third stage labor (AMTSL), essential newborn care, and the baby-friendly protocols. 
The SBMR approach, adopted from the MCHIP Indonesia project, was adapted to suit private midwives' needs. To date, a total of 93 private midwives in West Jakarta (48 this year) have attended SBMR workshops co-organized with the MHO. This year, SBMR has also been an integral part of MCH capacity building needs assessments, and private practice license evaluation kits (West Jakarta MHO). The SBMR checklist has enabled midwives, IBI, and the MHO to recognize competency gaps in critical skills for maternal and newborn care, among practicing midwives. To address identified gaps, a follow-up refresher education events were conducted. These benefited service providers in Hati Kami area and across West Jakarta.  In year 3, 40 private midwives in Hati Kami participated in testing the SBMR checklist tool. The Overall average score of these 40 midwives was 95.1 (maximum total score 112), indicating 85% overall compliance to the standard midwifery performance checklist (see annex 10). Based on this, the SBMR team also learned that 1-on-1 SBMR coaching is effective for identifying most practices that are not meeting practice standards. Hati Kami is also printing WHO family planning eligibility wheel, and other communication aids for midwives. 
Although the practice of private midwives in the project is now monitored with SBMR, higher referral facilities are not. The private hospitals and district Puskesmas have proactively supported both BFC training courses and other steps towards becoming baby-friendly. However, Motivators report that the Cengkareng public hospital, is obstructing EBF practices, refusing post-delivery requests for immediate skin to skin contact, and giving newborns infant formula without consent. Hence, in this IR, the primary target for the ‘10 steps to baby-friendly’ activity is the Cengkareng public hospital. In Jakarta, the WHO-UNICEF’s 10 baby-friendly steps in maternity care have been reinforced by the PHO. For the last 18 months, the West Jakarta MHO and PHO have promoted hospitals’ awareness about the importance of these regulations. Therefore, Hati Kami will no longer replicate the “Healthy Start’s agreement to 10 Steps” intervention model in West Jakarta as it was decided that this approach would not effectively influence EBF in Cengkareng public hospital. Instead, Hati Kami is working with the new West Jakarta Mayor’s team, and the Province new administration, to develop an umbrella decree or policy that will require the hospital to end non baby-friendly practices. 
IR 4. Increased use of maternal and child health data for decision making and advocacy.
Stakeholder participation in OR, and general decision making on MCH budgeting have been significant.  Progress on the OR component of this IR is described under section III. This year, Hati Kami was successful in improving pro-MCH allocation of government’s resources in the 2013-2014 budgets in our 8 target sub-districts, and West Jakarta city. In the decentralized governance structure in Indonesia, the community leaders have the opportunity to influence resource allocation of cities, regencies, and provinces through a bottom-up development planning mechanism, called “Musrenbang” (short for “Development Planning Meeting” in Indonesian). It consist of cascading budget approval meetings, beginning at the village (rural) or RW (urban) level, up to the sub-district, district, and finally at the city/ regency level. The provincial government then allocates funds for the activities approved, which are then managed by the sub-district government. One of the weaknesses in the existing budget proposal processes has been the lack of community awareness about key MCH issues, and equal gender participation in the request drafting process.
From October 2012 to February 2013, Hati Kami conducted a series of activities to strengthen the participatory process of Musrenbang, and to advocate for pro-MCH budgeting. The result was outstanding: the 8 pilot RW received budgets for pro-MCH activities, and 89 out of 94 RWs in 8 Hati Kami sub-districts Kelurahan secured budget allocations for MSG and other MCH and mother-friendly activities. A budget of USD $70,000 (IDR 680,440,000) for MCH activities for 2013-2014 in 8 sub-districts was approved in February 2013. In addition, 1 of 2 target districts approved USD $3,500 (IDR34,100,000) to complement MCH awareness raising and problem solving meeting for 2013-2014 in Cengkareng district.
Table 2: Summary of Key Analysis and Use of Findings
	Expected Results
	Actual Results
	Analysis 
(what worked, what didn’t, and why)
	Stakeholders Engaged in Analysis
	Lessons Learned and Recommendations
	Use of Findings
(for course corrections, policy, etc.)

	Each Motivator runs 1 MSG so all target women in RW are covered.
MSGs meet 1-2 times a month regularly.

Mentors can coach Motivators and supervise every MSG meeting.

MSG discuss EBF, hygiene and women’s nutrition
	Not every motivator runs 1 MSG.
Only a few RW have more than 1 MSG

Some Motivator stopped getting involved in MSG.

MSG participants are often curious about other topics - complementary feeding (CF), and medication use when breastfeeding.
	Not all Motivators are confident facilitators. Some are better at outreach and/or mobilizing target women to MSG.

MSGs use women’s nutrition module to talk about CF. This is not adequate but participants may drop out of MSG if answers are not provided. 
	Mentors
Motivators
Sub-district Puskesmas
MSG Master Trainers
In house IYCF Counseling trainers
Consultants and Technical Backstop
	Develop realistic expectation when recruiting volunteers.
Link Motivators’ activity report to rewarding opportunity
Set strategy for outreach beyond MSG.
Test if UNICEF’s IYCF counseling fits project needs
Develop more interactive FAQs for MSG.
	Set task division for Motivators in each RW according to their skills.
Continue building  coaching skills of Mentors.
Integrate UNICEF’s IYCF into MSG’s training & mentoring Develop FAQ sheet and interactive MSG learning tasks.
Set up recognition award from City Gov’t for effective Motivators and Mentors.

	All maternity facilities comply with Gov’t regulation on baby-friendly facilities.
Directors of tertiary facilities engaged in enabling baby-friendly practice.
	1 main referral public hospital is the main disabler for baby-friendly practice.
Other Directors primary, 2nd and 3rd level facilities are cooperative and very engaged.
	Not all hospital management see enabling EBF as a priority. 
Unclear guidance to report incompliance with regulation from MHO.
	MHO, PHO, IBI,
West Jakarta Mayor and staff,
National MoH
	Competition model to convert maternity facilities will not be efficient to change a single hospital.
Advocate enforcement by informed local authorities.
	Explore ways to convert hospital management.
Facilitate public recognition and other ways to promote baby-friendly facilities to community and mass media. 

	Government and Community share the responsibility for MCH. 
	Community leaders are MCH literate. 
89 RWs now have budget for pro-MCH activities.
	Facilitating male RW leaders to understand MCH. They are strong change agents to mobilize community and influence budget.
	RW leaders, midwives & female leaders, sub-districts leaders,
parents in slum community
	The advocacy model for pro-MCH local budgeting was effective.
With other priorities next year, has to be more efficient in replicating it. 
	Strengthen RW and sub-district leaders comprehension of MCH issues and skill to raise community awareness on their role in MCH.


This year, the USAID CSHGP Director and Technical Advisor visited the Hati Kami project, and met with Hati Kami project team. One of the meetings attended during their trip provided updates on USAID supported maternal mortality reduction work with National MoH, namely expanding maternal and neonatal survival (EMAS). Both EMAS and Hati Kami apply information and communication technology (ICT) to accelerate improvement in MCH. EMAS uses ICT to enable timely referral and effective management of complicated maternity cases, while Hati Kami utilizes ICT to improve the reliability of routine MCH data for program planning. These two program areas do not overlap, and therefore complementarity is not always obvious. Nonetheless, Managers of both programs are involved in ongoing Indonesian e-Health group activities led by WHO and the MoH data center. This allows both programs to contribute to the improvement of MCH data, and the use of ICT platforms to improve health outcomes. Hati Kami maintains a good relationship with the Mission’s Director of Health, particularly on IYCF related activities. This year, Hati Kami was involved in preliminary research on EBF in Indonesia that was conducted by a USAID intern from their Bangkok office through the Mission. 
II. Operations Research Annual Progress Report
Poor utilization of quality maternal, newborn and child health data in health planning and resource allocation is one of the major issues addressed by the implementation of Hati Kami. Hati Kami’s Operations Research (OR), conducted in partnership with CFW-UI, aims to help address the shortcomings of the MoH’s Health Information System - MCH-LAMAT. The key problem with MCH-LAMAT relates to the manual data recording, reporting, and compilation. This paper-based mechanism is time consuming, which aggravates the existing health staff shortages - particularly at the Puskesmas level. In urban areas, such as Jakarta, this complex system has discouraged many stakeholders, including the private health providers, from participation in monthly reporting. These problems have created bottle-necks in the provision of timely and accurate data to inform health planning and resource allocation targeted to improving outcomes in maternal, newborn and child health. To address the shortcomings of the current MCH-LAMAT system, Mercy Corps is introducing  the use of mobile technology, referred to as ‘m-PWS’ (meaning mobile area monitoring and tracking). Mercy Corps developed mobile data collection tools using an EpiSurveyor application (now Magpi) developed by DataDyne. Completed mPWS e-forms uploaded to magpi’s cloud storage are accessed online with log-in account created for participating Puskesmas (of Rawa Buaya sub-district). The data is then exported to text files and transferred to Microsoft Excel Worksheets, already formatted by Hati Kami according to the MCH-LAMAT report. 
This research is essential because the Indonesian MoH is targeting nation-wide (33 provinces and 497 districts) LAMAT implementation by 2015. Central funding is allocated for training provincial health teams on LAMAT, but due to decentralization, the budget for equipment, trainings, and ongoing operation of the system at the district and sub-district levels will be borne by the District Governments. PHO/DHO (District Health Office) will need strong evidence of the benefits and effectiveness of implementing m-PWS to be able to advocate for funding from the Province and District administrators to implement and scale-up the system. The progress and achievements of Hati Kami’s OR are presented in the following table:
Table 3: OR Study Progress and Achievements in Year 3
	Related Specific Objective/s of the Task/s (as outlined in OR Protocol)
	OR Study Key Activities/ Tasks Addressed during this Reporting Period
	Any important Findings, Data, and/or Discussion of Progress (positive/negative)
	Use and/or Dissemination of Results to Stakeholders

	Formative
1.	To develop data collection and analysis tools comprising LAMAT system and mobile-phone application for use by health providers, community health volunteers and Public Health Centre in the m-PWS intervention area
2. To develop manuals and training module for LAMAT data collection using paper and electronic forms in mobile-phone for health providers and community health volunteers.
	Refresher training on MCH-LAMAT for both areas
Episurveyor enterprise account activated 
mPWS data collection training for mPWS co-trainers, private midwifes, volunteers.
mPWS data collection on the job/mentoring
On the job data processing and analysis with MS Excel template project created to suit MCH-LAMAT report format.
Data feedback & verification with volunteers 
Ongoing data collection
Training module & step-by-step input guide leaflet for volunteers completed
Sticker to mark household visited by volunteer produced now being distributed. 
2 quarterly data reviews at Public Health Centre and selected health providers conducted.
	Community volunteers quickly master data input with mPWS e-form. On average they can interview and input data for 1 target in less than 5 minutes.
Many local male leaders are engaged in the community mobilization and volunteer identification.
More female than male community volunteers are involved in data collection. 
Private midwives, or their assistants, input data to mPWS e-form from patient register book.
Midwives patient’s register data is not as complete as standard midwife practice Medical Record (MR) set by IBI; they do not always complete Patient’s MR.
Learning by doing, accompanied with pocket-sized step by step data input guide, helps communities adapt to the mobile application technology faster.
Not all RW volunteers know each neighborhood well, hence they need to mark the household they visited and re-visit households they miss.
	Intervention Puskesmas is receiving data from community volunteers through mPWS. 

The Puskesmas is able to process the MCH-LAMAT data, analyze it, and provide feedback to community.

Communities in 9 of 12 RW in intervention sub-district shared action-oriented solutions when feedback on data that need verifications was provided.

The issue with midwives compliance with standard MR will be reported in the next report as it was addressed in first weeks of Q1 2014 of Hati Kami.

	Evaluative
1.	To evaluate whether m-PWS system can improve collection and use of quality data to inform local health planning and resource allocation

2. To document enabling factors and barriers to the scale-up of m-PWS system 	
	Baseline Research report completed in Q2.
Quantitative household survey to asses accuracy and timeliness
Qualitative research on reporting participation and utilization of MCH data.
Mid-term research completed. Report from CFW UI is underway.



	Accuracy (Neonatal visit): over-reporting in Rawa Buaya Puskesmas; under-reporting in KKA Puskesmas in control area.
Timeliness: inconclusive due to poor archiving of reports Puskesmas received from private midwives.
Participation: poor from Rawa Buaya private midwives; 1 KKA midwife participate well. 
Utilization: MCH planning is not based on data. Puskesmas can assign community health volunteers without them participating in planning meetings or knowing why the plan was decided. 
In Q3 this year, 2 of 4 key
investigators from the OR research 
partner team from CFW-UI continued their Doctorate study in the US (Nebraska). This has slowed down CFW-UI’s progress in writing the formative research report and in conducting a mid-term survey.
	The baseline findings were shared to implementing team and advisory board member during an OR design review workshop in October 2012:
 The findings shared did not surprise these stakeholders. The OR areas were switched to gain maximum feedback to the mPWS model.


The OR is being implemented in two sub-districts in West Jakarta: Rawa Buaya  and Kedaung Kali Angke (KKA). Through random selection, KKA was initially selected as the intervention area, and Rawa Buaya was the control site. Midwives from both areas were given refresher training on the foundations of MCH-LAMAT system, to ensure both groups had similar comprehension of operational indicators and standard report format. After the baseline research was completed, the OR team found there was only one private midwife practicing in KKA, and many in Rawa Buaya. Since the OR requires greater numbers of private midwives to obtain useful feedback for ongoing m-PWS development, in year 3, it was decided to switch these two areas (based on consultations with the OR advisory board i.e. MHO, CFW-UI and PHO). Rawa Buaya, with 10 private midwives and 12 RWs, is now the intervention area.
This began with inception meetings, volunteer recruitment sessions, and training events, Currently, volunteers in 9 RWs (of 12) and 10 private midwives in Rawa Buaya have started to report MCH-LAMAT data, using electronic form (e-form) installed on low-end Java phone handsets. Four RWs within Rawa Buaya represent higher socioeconomic areas. The three RWs yet to initiate data collection are from these areas. One has identified volunteers and is ready to begin data reporting.  The other two RWs have expressed an interest in participating, but have not yet set dates for inception meetings and training. 
During one of the quarterly data review meetings this year, the volunteers shared their hesitance to go through the “long and laborious (m-PWS user guide) module” when they need to be reminded only of what to ‘click’ next. In response, Hati Kami produced a pocket-sized ‘step-by-step data input guide’ (actual screen size of a basic handset) as a job aid. 
The OR of Hati Kami has achieved significant progress in the formative research objective, and is already generating MCH-LAMAT data that enables the “T” (Tracking) component of LAMAT; names of individuals within the target population who accessed services and who are missing service follow-ups  can now be tracked back to the community. Examples of incomplete and redundant data (e.g. one women registered twice due to spelling error in name, incomplete identification of data input volunteer) have been identified and are being shared with community volunteers to verify, validate, or update via follow-up meetings between Puskesmas staff, m-PWS co-trainers, and volunteers. During door-to-door data collection, the OR team observed that volunteers relied on their memory to recall which houses they had visited or missed. To ensure that the data set is complete and meets standards of reliability required to inform service provision, Hati Kami introduced stickers that enable volunteers to record data collection episodes and identify households they have already visited. The sticker also allows other volunteers to see what data has been recorded from the household, and identify whether there is a need for data to be updated (e.g. data for a pregnant woman would need to be updated after delivery). 
Through ongoing data collection, volunteers input and upload data that registers target population by maternity stage, child age groups, and health status. Between April and September 2013, the 384 trained volunteers from 9 of 12 RWs in Rawa Buaya have registered the following populations in the m-PWS database: 5,158 couples of reproductive age; 355 pregnant women; 24 post-partum women; 73 women in puerperium; 75 newborns; 686 infants; and 2,992 children under 5 years.  All 10 participating private midwives are reporting the maternity status and child health data of clients accessing their services with their m-PWS midwife e-form. These midwives have uploaded data for 1,579 women accessing contraception; 848 pregnant women; 145 post-partum women; 99 women in puerperium; 138 newborns; 357 infants; and 10 children under 5. In addition to data collection, progress has also been made this year on m-PWS data processing at the Rawa Buaya Puskesmas. The Puskesmas and two staff have gained the capacity to process m-PWS data into the MCH-LAMAT report and all 10 staff in the Puskesmas were able to jointly analyze the data. 





Annex 1: Workplan of activities for the coming year 
	Project Activities by Result
	Year 4
	Responsible 
	Remark on changes of Workplan for the coming year against original Workplan

	
	Q1
	Q2
	Q3
	Q4
	
	

	Activities related to all results
	 
	 
	 
	 
	 
	

	1
	Inception Meetings/ Workshops
	 
	 
	 
	 
	Program Manager
	

	2
	Assessments
	 
	 
	 
	 
	 
	

	 
	Baseline KPC survey
	 
	 
	 
	 
	Completed
	

	 
	Qualitative Assessment
	 
	 
	 
	 
	M&E Specialist
	

	 
	Additional assessment: Pregnant Woman KPC 
	 
	 
	 
	 
	Completed 
	

	 
	Additional assessment: Baby Friendly Health Facility Assessment 
	 
	 
	 
	 
	District Coordinator
	

	 
	Finalizing plan of Operational Research (with partner)
	 
	 
	 
	 
	Program Manager
	

	 
	Mid Term Evaluation (Opted not to do)
	 
	 
	 
	 
	Program Manager
	

	 
	Monitoring with LQAS method for KPC of feeding of children 0-23 months old
	 
	 
	 
	 
	M&E Specialist
	The project did not do a midterm evaluation but wanted to know where it is against the target, therefore conducted LQAS to assess coverage  of child indicators(in year 3). The project will conduct LQAS in Q1 Year 4 to assess coverage of ley maternal indicators

	 
	Monitoring with LQAS method for KPC of pregnant women
	X
	 
	 
	 
	M&E Specialist
	

	 
	Monitoring with LQAS method for KPC infant feeding <6 month
	X
	 
	 
	 
	M&E Specialist
	

	 
	Endline KPC survey and additional assessments
	 
	 
	 
	X
	M&E Specialist
	

	 
	Final Evaluation (arrangement for external-USAID approved consultant)
	 
	 
	 
	X
	Program Manager
	

	3
	Reporting
	 
	 
	 
	 
	 
	

	 
	DIP Workshop with partner
	 
	 
	 
	 
	Completed.
	

	 
	DIP Finalization and consultative meetings
	 
	 
	 
	 
	Completed.
	

	 
	Annual Report
	V
	 
	 
	 
	Program Manager
	

	 
	Final Report
	 
	 
	 
	X
	Program Manager
	

	OBJECTIVE 1: Improved maternal child care and nutrition practices of mothers from pregnancy through the first 6 months of life
	

	Result 1. Increased knowledge and skills of mothers on breastfeeding and key maternal-newborn care
	 
	

	Strategy:  Replicate Mothers Support Group with New Expanded Model 
	 
	

	1.1
	Revision of existing MSG curriculum to include maternal and newborn care and maternal nutrition
	 
	 
	 
	 
	 
	

	 
	Internal Workshop to expand the MSG model fitting urban Jakarta poor residents context
	 
	 
	 
	 
	Completed.
	

	 
	MSG Review workshop With key implementer in Mercy Corps Indonesia working area
	 
	 
	 
	 
	Completed.
	

	 
	Internal Workshop to extract key messages on desired behavior for maternal nutrition and 5 steps to fight diarrhea to MSG mentoring and modules
	 
	 
	 
	 
	Completed.
	

	 
	Integrate IYCF counseling and supervision into MSG model (workshop, training)
	X
	X
	 
	 
	Technical Strengthening Leader
	New activity to improve dissemination of key messages, and improve coverage of key practice around and on top of existing MSGs

	1.2
	Roll out the MSG replication in 8 sub districts of West Jakarta
	X
	X
	 
	 
	District Coordinators Development Officer
	

	1.3
	Mother Support Group motivators performance assessment and reward
	X
	X
	 
	 
	Technical Strengthening Leader 
	

	 
	Material Production
	 
	 
	 
	 
	 
	

	 
	Production of MSG training materials (modules, mentoring sheets, etc)
	X
	 
	 
	 
	Technical Strengthening Leader
	

	Strategy:  Integrate counseling on maternal-infant health and nutrition in to the 7 contacts+ in maternal-newborn care
	

	 
	Training & Workshops
	 
	 
	 
	 
	 
	

	 1.4.
	TOT of Breastfeeding Counseling & KMC
	 
	 
	 
	 
	Completed.
	

	     1.5.
	Breastfeeding Counseling & KMC Trainings
	X
	 
	 
	 
	Gov’t/ Medical Professionals org. Liaison Officer
	

	    1.6.
	Socialize integration of counseling into MNCH care services
	 
	 
	 
	 
	Technical Strengthening Leader
	

	 
	Materials Production
	 
	 
	 
	 
	 
	

	 
	40 hours WHO BFC modules
	 
	 
	 
	 
	Gov’t/ Medical Professionals org. Liaison Officer
	

	 
	Kangaroo Mother Care Method module
	 
	 
	 
	 
	Gov’t/ Medical Professionals org. Liaison Officer
	

	 Updated
	Extracted maternal nutrition key messages for Counselors (with IYCF counseling module)
	X
	 
	 
	 
	Technical Strengthening Leader
	IYCF counselling module will be integrated into this activity in year 4

	 
	MCH booklet (Buku KIA) 
	 
	 
	 
	 
	Gov’t/ Medical Professionals org. Liaison Officer
	Consultation regarding improving free distribution of MCH booklet in on-going

	Result 2. Increased access to social support for mothers on breastfeeding and key maternal-newborn care 
	

	Strategy:  Implement contextualized and targeted communication strategy 
	

	2.1.
	Initial qualitative assessment to identify priority behaviors, target groups and influencing factors and recommended project activities from compiled information obtained from existing studies, notes from community meetings, and notes from stakeholder consultations during the first year of Hati Kami project.
	 
	 
	 
	 
	Completed
	

	2.2.
	Work with experienced MCH/IYCF-BCC (Maternal and Child Health/ Infant and Young Child Feeding – Behavior Change and Communication) Consultant to design comprehensive BCC strategy which includes an additional qualitative assessment, design of messages and tools, field testing and refining.
	 
	 
	 
	 
	Consultant
	

	2.3.
	Production and distribution of tailored communication tools
	X
	X
	 
	 
	Program Manager
	

	2.4.
	Participate in and/or support local and national maternal, infant, child health and nutrition fora 
	X
	X
	X
	X
	All team member
	

	OBJECTIVE 2:  Improved quality of Maternal, Newborn and Infant Services
	

	Result 3. Increased skills and compliance of the health providers on MNCH counseling, AMTSL, essential newborn care, and the baby friendly protocols
	

	Strategy: Adopt and replicate the MCHIP developed Standard Based Management and Recognition (SBMR) approach for private midwives 
	

	3.1.
	Formation of a project team for quality improvement activities
	 
	 
	 
	 
	Completed
	

	3.2.
	Adaption and testing of tools to the project setting
	 
	 
	 
	 
	Completed
	

	3.3
	Training of supervisors in using the tools
	 
	 
	 
	 
	Program Manager
	

	3.4
	Implementation of the self-assessment tool and action planning during mentoring visits
	 
	 
	 
	 
	Gov’t/ Medical Professionals org. Liaison Officer
	

	3.5
	Compilation of findings and review of and documenting achievements
	X
	X
	 
	 
	M&E Specialist
	

	Strategy: Support the MHO and IBI to train providers on kangaroo mother care method 
	

	 
	Training & Workshop
	 
	 
	 
	 
	 
	

	3.6
	KMC mini seminar/course - in collaboration 
	 
	 
	 
	 
	Completed
	

	Strategy:  Adopt and replicate the 10 steps to successful breastfeeding model of Health Start 
	

	3.7
	A municipality level workshop to introduce the idea and review standards
	 
	 
	 
	 
	Project Coordinator
	

	3.8
	Initial assessment of health facilities by a sub-district team, development of plans of action and health facilities make adjustments in response
	 
	 
	 
	 
	Gov’t/ Medical Professionals org. Liaison Officer
	

	3.9
	Competition to see progress in implementing SOS
	 
	 
	 
	 
	Aborted
	

	3.1
	Assessment, feedback and reward for most improvement
	X
	 
	 
	 
	Aborted
	

	Result 4. Increased Use of MNCH data for decision making and advocacy
	

	Strategy:  Test and document the use of mobile technology to improve the use of quality data to inform local planning and resource allocation for better MCH interventions and outcomes
	

	4.1
	Operations Research
	 
	 
	 
	 
	 
	

	 
	Consultative meeting with Implementing Partners
	 
	 
	 
	 
	Operations Research  Coordinator
	

	 
	Consultative meeting with Advisory Board
	X
	X
	 
	 
	Operations Research Coordinator
	

	 
	Training & Workshop
	X
	X
	 
	 
	Operations Research Coordinator
	

	 
	Materials Production
	 
	 
	 
	 
	Operations Research Coordinator
	

	 
	M-PWS Users Manual and Training guides
	 
	 
	 
	 
	Operations Research Coordinator
	

	Strategy:  Support the sub-district level to establish quarterly MCH problem solving discussions at the community level  
	

	4.2
	Facilitate quarterly workshops in 8 sub districts using MCH data to develop local action plans and to monitor progress of the on-going MCH programs
	X
	X
	X
	 
	District Facilitators
	

	 
4.3
	Participation/ Facilitation of Musrenbang at sub-district, district, and municipality levels
	X
	X
	 
	 
	Project Coordinator and District Facilitators
	





















Annex 2:  Updated PMP 

	Strategic Objective 1:  Improved maternal child care and nutrition practices of mothers from pregnancy through the first 6 months of life

	No
	Outcome Indicator 
	Definition
	Sample type/ Tools
	Frequency of Data Collection 
	Revised/ Baseline Value
	Mid-Term (LQAS)
	 Updated EOP Target Value

	1
	Timely Initiation of  Breastfeeding
	Numerator: Number of children 0-23 months who were put on the breast within 1 hour after delivery
	30 cluster
LQAS
KPC
	3
	62.3%
	69.9%
	72.0%

	
	% children 0-23 months who were put on the breast within 1 hour after delivery
	Denominator:  Total number of mothers of children age 0-23 months in the survey.
	
	
	
	
	

	2
	Early Initiation of Breastfeeding
	Numerator:  Number of children age 0-23 months who were put on the mother’s breast or tummy's skin right after birth AND was left there for at least 1 hour OR until it stopped suckling
	30 cluster
LQAS
KPC
	3
	23.3%
	59.0%
	33.0%

	
	%  children 0-23 months who were put on the mother’s breast or tummy's skin right after birth for at least 1 hour or until it stopped suckling
	Denominator:  Total number of mothers of children age 0-23 months in the survey.
	
	
	
	
	

	3
	Exclusive Breastfeeding
	Numerator:  Number of children age 0-5 months who received only breast-milk during the last 24 hours AND Did not drink any other liquids during the last 24 hours AND was not given any other foods or liquids during the last 24 hours. 
	30 cluster
LQAS
KPC
	3
	13.1%
	51.6%
	15.0%

	
	% children 0-5 months who were exclusively breastfed during the last 24 hours
	Denominator:  Total number of mothers of children age 0-5 months in the survey.
	
	
	
	
	

	4
	Pre-lacteal Feeds
	Numerator:  Number of children age 0-23 months who was ever breastfed AND did not receive any food or liquid other than breast milk within the first 3 days after delivery
	30 cluster
LQAS
KPC
	3
	47.0%
	60.2%
	55.0%

	
	% children age 0-23 months who did not receive pre-lacteal feeds.
	Denominator:  Total number of mothers of children age 0-23 months in the survey.
	
	
	
	
	

	5
	Having more carbohydrate in pregnancy
	Numerator:  Number of pregnant women reporting an increased meal or portion of staple food during pregnancy.
	30 cluster
LQAS
KPC
	3
	23.7%
	0.0%
	25.0%

	
	% pregnant women who reported having increased portion of staple food during pregnancy
	Denominator: Total number of pregnant women in the survey
	
	
	
	
	

	6
	Iron supplement in pregnancy
	Numerator: Number of pregnant women who reported having taken one iron tablet/syrup/supplement one day before the survey.
	30 cluster
LQAS
KPC
	3
	56.4%
	0.0%
	60.0%

	
	% pregnant women who reported taking an iron supplement yesterday
	Denominator: Total number of pregnant women in the survey
	
	
	
	
	

	7
	Folic acid supplement in pregnancy
	Numerator: Number of pregnant women reported having taken one folic acid tablet/syrup/supplement one day before the survey.
	30 cluster
LQAS
KPC
	3
	62.1%
	0.0%
	65.0%

	
	% pregnant women who reported taking folic acid tablet yesterday
	Denominator: Total number of pregnant women in the survey
	
	
	
	
	

	Strategic Objective 2: Improved quality of maternal, newborn and infant services

	No
	Outcome Indicator 
	Definition
	Sample type/ Tools
	Frequency of Data Collection 
	Revised/ Baseline Value
	Mid-Term
	 Updated EOP Target Value

	1
	Quality antenatal care (ANC)
	Numerator:  average score of health service providers assessed with SBMR standard for Antenatal care
	SBMR
	2
	87.0%
	0.0%
	89.0%

	
	% health service providers’ compliance in giving standard antenatal care
	Denominator: Total score for standard antenatal care in SBMR checklist 
	
	
	
	
	

	2
	Compliance to standard Post-Partum and Post-Natal care
	Numerator:  average score of health service providers assessed with SBMR standard for Post-Partum and Post-natal care
	SBMR
	2
	92.5%
	0.0%
	94.0%

	
	% health service providers’ compliance in giving standard Post-Partum and Post-Natal care
	Denominator: Total score for standard Post-partum and Post-Natal care in SBMR checklist
	
	
	
	
	

	3
	Compliance to standard  Normal delivery and Newborn care
	Numerator:  average score of health service providers assessed with SBMR standard for Normal Delivery and Newborn care
	SBMR
	2
	88.0%
	0.0%
	90.0%

	
	% health service providers’ compliance in giving standard Normal delivery and Newborn care
	Denominator: Total score for standard Normal delivery and Newborn care in SBMR checklist 
	
	
	
	
	

	4
	Active Management of the third stage of labor (AMTSL)
	Number of mothers of children age 0-23 months who immediately after the birth of their youngest child received an injection of uterotonic drug 
AND Controlled cord traction was performed 
AND Received uterine massage after the delivery of the placenta
	30 cluster
LQAS
KPC
	2
	30.0%
	0.0%
	35.0%

	
	% mothers of children age 0-23 months who received AMTSL after the birth of her youngest child.
	Denominator:  Total number of mothers of children age 0-23 months in the survey.
	
	
	
	
	

	5
	Counseling access for mothers
	Numerator: Mothers of children 0-23 months who reported having had health providers speak to her about breastfeeding OR maternal care OR infant care
	30 cluster
LQAS
KPC
	3
	20.0%
	63.2%
	30.0%

	
	% mothers of children age 0-23 months who received counseling on breastfeeding or maternal and infant care messages  
	Denominator:  Total number of mothers of children age 0-23 months in the survey.
	
	
	
	
	

	6
	Counseling access in pregnancy
	Numerator: Pregnant women who reported having had health providers speak to her about breastfeeding OR maternal care OR infant care
	30 cluster
LQAS
KPC
	3
	4.2%
	0.0%
	14.2%

	
	% pregnant women who received counseling on breastfeeding or key maternal and infant care messages
	Denominator: Total number of pregnant women in the survey
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Monitoring and Tracking (LAMAT) system to provide comparable data
across municipalities, districts, facilities (public & private),
and communities tc monitor performance  (i.e. access and coverage) of immunization and MCH services. Data from the system provides opportunities to share best practices based on evidence and is used to help health program managers identify low-performing
areas, and allocate/advocateresources based on need. However, there have been a number of operational bottle-necks within the system at the data collection, analysis, and dissemination levels that have discouraged many stakeholders including the private health providers from reporting or using the LAMAT data. To help address these challenges, Mercy Corps, in collaboration with Center of Family Welfare Research of the University of Indonesia (CFW-UI),
is introducing and assessing the effectiveness of using mobile technology to improve collection and use of quality data to inform local planning and resource allocation for better MCH interventions and outcomes.
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Strategies

Social ud Behavioral Chuge Strategies: 	Community Mobilization Group interventions Interpersonal Communication Social Marketing
Mass media and small media

Health Sernees Aece•• Strategies: Health Syltems StrengtheuJng:






Strategin for Enabling Environment:



Tool.tMethodologie•:




Capacity Building

Addressing social barriers (i.e. gender, socio-cultural, etc)
Implementation in a geographic area that the govemment has identified as poor and
underserved
Quality Assurance
Supportive Supervision
Developing/Helping to develop clinical protocols, procedures, case management guidelines
Developing/Helping to develop job aids
Monitoring health facility worker adherence with evidence-based guidelines
Providing feedback on health worker performance Monitoring CHW adherence  with evidence-based guidelines Coordinating existing HMIS with community level data Community input on quality improvement
Advocacy for revisions to national guidelines/protocols
Stakeholder engagement and policy dialogue (local/state or national) Advocacy for policy change or resource  mobilization
Building capacity of communities/CBOs to advocate to leaders for health
BEHAVE  Framework
Rapid Health Facility Assessment
LQAS
Mobile Devices for Data Collection


Local Partnen: 	Local Non-Government Organization (NGO)
National Ministry ofHealth (MOll)
Dist. Health System Health Facility Staff Other National Ministry HealthCBOs OtherCBOs
Non-government sanctioned CHWs
Private Providers (Other Non-TBA) Faith-Based Organizations (FBOs)

Interventions & Components


Control of Diarrheal DIJeasn (10,-o)
- HaiJd WaahiiJg
- Feeding/Breastfeeding
Infant & Young Child Feeding (50%)
-ENA
-Camp. Feed. fiom 6 mos.
-Cont. BF up to 24 mos.
- Matcmal Nutrition
- Peer support
- Promote Excl. BF to 6 Months
- Support baby friendly hospital
Maternal & Newborn Care (40%)
- Recognition of Danger signs
-Newborn Care
- Integation. with Iron & Folic Acid
-Normal Delivery Care
- Klmgaroo Mother Care (skin to skin care)


CHW Training
HFTraining

CHW Training
HFTraining





CHW Training
HFTraining


Operational Plan Indicators
Number of People Trained in MaterniiiNewbom Health
Geader
Year
Target
Actual
Female
2010


Female
2010

0
Male
2010

0
Male
2010


Female
2011
53

Female
2011

250
Male
2011

0
Male
2011
9

Female
2012
2270

Female
2012

1337
Male
2012

40
Male
2012
1690

Female
2013
2000

Female
2013

3778
Male
2013

299
Male
2013
250

Female
2014
200

Female
2014

0
Male
2014

0
Male
2014
50

Number of People Trained in Child Health & Nutrition
Gender
Year
Target
Actual
Female
2010


Female
2010

0
Male
2010

0
Male
2010


Female
2011
53

Female
2011

250
Male
2011

0
Male
2011
2

Female
2012
2500

Female
2012

1337
Male
2012

40
Male
2012
1690

Female
2013
2000

Female
2013

3778
Male
2013

299
Male
2013
250

Female
2014
200

Female
2014

0
Male
2014

0
Male
2014
50

Number of People Trallled :In Malaria Treatmeat or Preveatioa
Geader
Year
Target
Actual
Female
2010

0
Female
2010


Male
2010

0
Male
2010


Female
2011

0
Female
2011
0

Male
2011

0

1-








































































	Male
	2011
	0
	
	

	Female
	2012
	
	0
	

	Female
	2012
	0
	
	

	Male
	2012
	
	0
	

	Male
	2012
	0
	
	

	Female
	2013
	
	0
	

	Female
	2013
	0
	
	

	Male
	2013
	
	0
	

	Male
	2013
	0
	
	

	Female
	2014
	
	0
	

	Female
	2014
	0
	
	

	Male
	2014
	
	0
	

	Male
	2014
	0
	
	



Locations & Sub-Areas

Total Population:	687,407

Target Beneficiaries



CbDdren 0-59 months Women 15-49 yean Beneflclaries Total


Indonesia- MC - F¥2010
64,100
131,211
195,311

Rapid Catch Indicators:DIP Submission

	Sample Type:30 Cluster

	Indicator
	Numerator
	Denominator
	Percentage
	Cordldence
Interval

	Percentage of mothers with children age 0-23 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child
	
Z6
	
300
	
8.7%
	
4.5

	Percentage of children age 0-23 months whose births were attended by
skilled perso!IIlel
	196
	300
	98.7%
	1.8

	Percentage of children age 0-5 months who were exclusively breastfed
dlliinB the last 24 hours
	18
	137
	13.1%
	8.0

	Percentage of children age 6-23 months who received a dose of Vitamin
A inthe last 6 months:card verified or mother's recall
	106
	168
	63.1%
	10-3

	Percentage of children age 12-23 months who received a measles vaccination
	75
	85
	88.Z%
	 9.7

	Percentage of children age 12-23 months who received DTPl according to the vaccination card or mother's recall by the time of the survey
	47
	85
	55.3%
	14.9

	Percentage of children age 12-23 months who received DTP3 according to the vaccination card or mother's recall by the time of the survey
	37
	85
	43.5%
	14.9

	Percentage of children age 0-23 months with a febrile episode during
the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	
0
	
0
	
0.0%
	
0.0

	Percentage of children age 0-23 months with diarrhea inthe last two weeks who received oral rehydration solution (ORS) and/or
recommended home fluids
	
16
	
47
	
34.0%
	
19.2

	Percentage of children age 0-23 months with chest-related cough and fast and/or difficult breathing inthe last two weeks who were taken to an appropriate health provider
	
Z4
	
27
	
88.9%
	
16.8

	Percentage of households of children age 0-23 months that treat water effectively
	165
	300
	55.0%
	8.0

	Percentage of mothers of children age 0-23 months who live in
households with soap at the place for hand washing
	51
	300
	17-3%
	6.1

	Percentage of children age 0-23 months who slept under an insecticide-treated bednet (inmalaria risk areas, where bednet use is effective) the previous night
	
0
	
0
	
0.0%
	
0.0

	Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to the WHO/NCHS reference population)
	
Z7
	
257
	
10.5%
	
5.3

	Percentage of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices
	5'J
	168
	35.1%
	10.2

	Percentage of mothers of children age 0-23 months whohad four or more antenatal visits when they were pregnant with the youngest child
	174
	300
	91.3%
	4.5

	Percentage of mothers of children age 0-23 months who are using a modem contraceptive method
	104
	300
	68.0%
	7.5

	Percentage of children age 0-23 months who received a post-natal visit from an appropriately trained health worker within two days after birth
	178
	300
	59.3%
	7.9



Rapid Catch Indicators:Mid-term

	Sample Type:LQAS

	Indicator
	Numerator
	Denominator
	Percentage
	Cordldence
Interval

	Percentage of mothers with children age 0-23 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child
	
0
	
0
	
0.0%
	
0.0

	Percentage of children age 0-23 months whose births were attended by
skilled perso!IIlel
	263
	266
	98.9%
	1.3

	Percentage of children age 0-5 months who were exclusively breastfed
dlliinB the last 24 hours
	48
	93
	51.6%
	10-2

	Percentage of children age 6-23 months who received a dose of Vitamin
A inthe last 6 months:card verified or mother's recall
	0
	0
	0.0%
	0.0

	Percentage of children age 12-23 months who received a measles vaccination
	0
	0
	0-0%
	o.o

	Percentage of children age 12-23 months who received DTPl according to the vaccination card or mother's recall by the time of the survey
	57
	91
	61.6%
	9.9

	Percentage of children age 12-23 months who received DTP3 according to the vaccination card or mother's recall by the time of the survey
	0
	0
	0.0%
	0.0

	Percentage of children age 0-23 months with a febrile episode during
the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	
0
	
0
	
0.0%
	
0.0

	Percentage of children age 0-23 months with diarrhea inthe last two weeks who received oral rehydration solution (ORS) and/or
recommended home fluids
	
13
	
76
	
17.1%
	
8.5

	Percentage of children age 0-23 months with chest-related cough and fast and/or difficult breathing inthe last two weeks who were taken to an appropriate health provider
	
0
	
0
	
0.0%
	
0.0

	Percentage of households of children age 0-23 months that treat water effectively
	0
	0
	0.0%
	0.0

	Percentage of mothers of children age 0-23 months who live in
households with soap at the place for hand washing
	88
	266
	33.1%
	5.7

	Percentage of children age 0-23 months who slept under an insecticide-treated bednct (inmalaria risk areas, where bednct use is effective) the previous night
	
0
	
0
	
0.0%
	
0.0

	Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to the WHO/NCHS reference population)
	
0
	
0
	
0.0%
	
0.0

	Percentage of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices
	169
	173
	97.7%
	2.2

	Percentage of mothers of children age 0-23 months whohad four or more antenatal visits when they were pregnant with the youngest child
	16!'1
	266
	99.6%
	0.7

	Percentage of mothers of children age 0-23 months who are using a modem contraceptive method
	0
	0
	0.0%
	0.0

	Percentage of children age 0-23 months who received a post-natal visit
from an appropriately trained health worker within two days after birth
	237
	266
	89.1%
	3.7



Rapid Catch Indicators: Final Evaluation


Rapid Catch Indicator Comments

Malaria related indicators are not collected because  the progam area is not a malaria endemic zone.


Although program  performance is not measured against the ll8ed of ORS in diarhea treatment but it is a sensitive indicator that children  age under 2 years old in Jakarta are vulnerable to dehydration, which can be a fatal complication.

[image: ]
Midwife Kholilah input data of mothers and children she served into mPWS e-form.
Key Findings:
· West Jakarta health office, health service providers and target communities were enthusiastically involved in m-PWS OR. 
· This year, 9 of 12 OR target communities have registered 5,610 women and 3,476 children with mPWS, and 10 of 10 private midwives have reported data of 2,671 women and 505 children who accessed their service.
· Through Mercy Corps’ OR, the West Jakarta health office was able to access MCH data from their higher-income neighborhoods for the first time.
[image: ]

OPERATIONS RESEARCH BRIEF


	Operations Research on Mobile-strengthened Monitoring and Tracking of Maternal and Child Health Data (mPWS)
To address current shortcomings in the existing implementation of the Ministry of Health’s maternal and child health Local Area Monitoring and Tracking (MCH-LAMAT) system, Mercy Corps’ Hati Kami project is conducting an Operations Research (OR) project: mPWS (short for Local Area Monitoring in Indonesia). Utilizing mobile technology, mPWS generates timely and accurate MCH-LAMAT data reporting and analysis for local decision-making. mPWS engages the main MCH service providers and community for data collection and tracking in MCH-LAMAT. Mercy Corps partners with the Center for Family Welfare Research of the University of Indonesia (CFW-UI) to document and evaluate how mPWS is meeting their objectives.
This project was funded by the U.S. Agency for International Development through the Child Survival and Health Grants Program.
October 2013

	Background

	Lack of evidence-based planning for maternal and child health (MCH) programs is not uncommon in the Indonesian health system. Through a research partnership with University of Indonesia’s Center for Family Welfare Research (CFW-UI), Mercy Corps aims to address the shortcomings in the national MCH information system [i.e. MCH Local Area Monitoring and Tracking (MCH-LAMAT)]. Many of the shortcomings have roots in the manual data recording and reporting of MCH-LAMAT data (i.e. using paper-based health records). Though the Ministry has provided electronic database software for health offices to report data online to the national level since 2008, the data collection at the sub-district level and below remains heavily paper-based, irregular, and of sub-standard fashion. Recording and maintaining physical health records is time consuming and labor intensive. For midwives, responsible for coordinating and compiling all health reports in their public health clinic’s (Puskesmas) catchment area every month, it can be overwhelming. Sub-district Puskemas submit MCH-LAMAT reports to their supervising district’s Puskesmas once a month. However, the information reported

	– because it is based on a complicated and unreliable paper-based system – only focuses on monthly aggregated population numbers. Additionally, instead of making use of the MCH-LAMAT data reported, the Municipal Health Office (MHO) and Puskesmas refer to estimated numbers of population groups generated by the government’s statistic offices as their targets for government health programs. 
With mPWS, Mercy Corps is investigating the use of mobile phone technology to improve the quality of MCH-LAMAT data with a cost-effective, efficient and user-friendly mobile-based electronic health record system. Mercy Corps is testing the mPWS tool throughout the data process (from data collection to data analysis), so it can be used for inclusive and participatory data monitoring and tracking purposes in future health systems worldwide.

	Intervention Design and Implementation

	The OR is being conducted in two out of eight sub-districts in West Jakarta where Mercy Corps’ Hati Kami project operates. The two sub-districts have similar estimated population totals (based on government statistics), and each has only one Puskesmas in charge of all health reporting. Rawa Buaya was chosen as the intervention area and Kedaung Kali Angke as the control/non-intervened area. Using a quasi-experimental design, the two aspects of the mPWS operations research (OR) are: 1) Formative Aspect – to ensure the development and refinement of appropriate tools and mechanisms and; 2) Evaluative Aspect – to measure whether the outcomes respond to the OR’s main objective of improving MCH data reporting participation, timeliness, and accuracy for use in decision-making.
The intervention package being tested in Rawa Buaya utilizes Magpi’s (formerly EpiSurveyor) website and cloud data system to create an overall framework for health records data collection by community volunteers, as well as 10 private midwives. This included the provision of basic mobile phones and SIM cards, as well as specific training and step-by-step pocket data collection guides, to provide easy reference for data collectors. To date, the implementation has involved: 1) A series of ongoing consultative meetings with the Ministry of Health, provincial and municipal health offices, and other MCH innovation actors; 2) Inception meetings with 12 communities; 3) Training of co-trainers and; 4) On-the-job training and mentoring for 384 mPWS community volunteers and 10 private midwives. OPERATIONS RESEARCH BRIEF

Since data collection started, two quarterly micro-planning meetings were conducted in July 2013. The first meeting, held with key health system stakeholders, focused on reviewing and learning from the MCH data collected between April and June 2013 (1st quarter). Based on that information, the second meeting was held with community volunteers to verify and validate the data collected, and identify actions for further data accuracy in the following quarter (July to September 2013). These actions provide the government accurate data for policy/programmatic decision-making purposes and also provide the community with useful information on MCH issues in their area. 
From April through September 2013, nine out of 12 communities in Rawa Buaya have registered the health data of 5,753 couples of reproductive age, 355 pregnant women, 24 post-partum women and 73 women in puerperium, as well as 75 newborns, 686 infants, and 2,992 children under five into the mPWS database. All 10 participating private midwives additionally report the health data of 1,579 women accessing contraception services, 848 pregnant women, 145 post-partum women, 99 women in puerperium as well as 138 newborns; 357 infants; and 10 children under five. 

	
Methodology

	Two quantitative study indicators were selected to evaluate the accuracy of MCH-LAMAT reporting in comparison with mPWS reporting: 1) Coverage of women with access to neonatal care within six to 48 hours after birth; and 2) Coverage of women with access to complete care through the neonatal period (28 days after birth).
To measure reporting timeliness, CFW-UI is reviewing whether monthly MCH-LAMAT reports from the intervention and control area Puskesmas are received by district Puskesmas within the first five days of the following month. To evaluate participation in MCH-LAMAT reporting, the numbers of private midwives and community volunteers are assessed against the numbers of service providers and volunteers expected to submit data to the two sub-district Puskesmas. Finally, to assess the use of MCH-LAMAT data for planning and local decision-making, the research partner is observing and reviewing the minutes of monthly and/or quarterly meetings in each Puskesmas before and after the mPWS system was initiated in the intervention area. The research partner is also assessing the potential barriers and enablers in mPWS implementation at baseline, and is observing progress over time and at the end of the OR.OPERATIONS RESEARCH BRIEF


	Findings

		Community volunteers quickly mastered data input with mPWS e-form. On average, they can interview and input the health data for one target in less than five minutes.
Male volunteers tend to be engaged in community mobilization and volunteer identification, while female volunteers tend to become data collectors, signifying an interesting gender dynamic.
Many of the private midwives do not complete the mandatory Medical Record (MR) standard required by their association, also impacting the OR mPWS data inputs.  
Through Mercy Corps’ OR, the West Jakarta health office was able to access MCH data from their higher-income neighborhoods for the first time.




	Conclusions and Lessons Learned

	Though Hati Kami’s OR project is still in progress, there is already a much clearer understanding of the challenges of data accuracy in the MCH-LAMAT system. Through continued collaboration with the research partner and the intervention/control communities, Mercy Corps hopes to continue learning about the West Jakarta health system and offer thorough recommendations. 
For example, one of the conclusions drawn while in the early stages of the OR implementation, was that the MCH-LAMAT lacked an overall strategy and suffered from miscommunication between the key stakeholders in the West Jakarta health system. There were various and mismatched perspectives on the goal, objectives, and purpose of the indicators in MCH-LAMAT reporting, causing ineffectual and lackadaisical reporting. 
There were two key lessons learned in the beginning stages of the OR implementation: 
1. Training Module Changes – The original training module was a long text-only booklet, difficult for participants to simply make sure what to ‘click’ next when they input data. To respond to this need,  Mercy Corps created a pocket-sized step-by-step mobile data input guide. Participants understand and adapt to the mobile application technology much more quickly and carry the guides with them during their data collection. 
2. Household Marking System – Early into the OR implementation, many community volunteers confessed that they did not always know each household in their neighborhood well and could not keep track of those they had already visited. As a solution, Mercy Corps created a sticker for volunteers to place on the front of each house, which states the dates of their previous visits as well as key health information for that household. 

	Recommendations and Use of Findings

	Though the final recommendations from the OR implementation will be finalized next year, there are some early and brief recommendations available for future health data collection OR projects: 
1. Scale Up mPWS – As many women in Jakarta can easily access private midwives in and out of sub districts where they live, there may be women and children being counted multiple times in multiple sub-districts, or simply not counted at all. Mercy Corps suggests that donors provide increased resources for continued and scaled implementation of mPWS at a district-wide level, to more accurately capture the number of women and children receiving MCH care. 
2. Wider Dissemination of the OR Progress – To gain more feedback, and continued improvement of the mPWS model, communication materials of the OR Project should be made available to key stakeholders, including those interested to adapt mPWS, e.g. other population-related data tracking.
3. Storage Capacity of Big Data – Explore other data collection, analysis, and storage platforms. Particularly if the mPWS is scaled up, storage capacity for big data in health systems will become a cost and capacity issue for the local government. 


	The Hati Kami project in West Jakarta, Indonesia is supported by the American people through the United States Agency for International Development (USAID) through its Child Survival and Health Grants Program. The Hati Kami project is managed by Mercy Corps Indonesia under Cooperative Agreement No. AID-0AA-A-10-00063. The views expressed in this material do not necessarily reflect the views of USAID or the United States Government. 


For more information about Hati Kami, visit: http://www.mercycorps.org/tags/hati-kami
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	Mothers learn about maternal nutrition during their MSG meeting in Kedaung Kaliangke community



	[bookmark: _Toc363637140]Mothers Support Groups: Peer-to-Peer Learning on Maternal Health and Nutrition [KP Ibu – Cuh Pei Eeboo]
Despite the growing awareness among Indonesian policy and decision makers on the critical health benefits of early initiation of breastfeeding and exclusive breastfeeding in an infant’s first six months of life, the practices have continued to decline in Indonesia over the past five years. Through Mothers Support Groups, one of the strongest aspects of the Hati Kami program that focuses on maternal health and nutrition, mothers support each other while learning and discussing their infant’s care, as well as appropriate maternal health and nutrition information. Key Findings:
· As of September 2013, there are 76 MSG in the program area of West Jakarta, serving over 2,090 pregnant women and mothers. 
· Over 600 motivators and 100 mentors have been trained to facilitate/support the MSGs. 
· All program area sub-districts have allocated FY2014 funds for MSG activities.
· In 2012, 14 health clinics invited Mercy Corps to assist their FY2013 budgetary planning – all received funding.

This project was funded by the U.S. Agency for International Development through the Child Survival and Health Grants Program.
September 2013

	Background

	Mercy Corps adapted the Mothers Support Groups (MSGs) model in 2008 based on the global LINKAGES model of peer-to-peer discussion on 10 modules of various maternal and child health (MCH) topics, from exclusive breastfeeding to maternal nutrition. MSGs facilitate behavior change communication (BCC) by using peer-to-peer health education to promote linkages between breastfeeding mothers and the community health system, while also providing a supportive venue for knowledge sharing among all participants. MSGs also incorporate early planning and implementation of MCH institutionalization efforts, to assist the local government and health clinics in making the MSG model sustainable. 
To replicate the MSG model in West Jakarta, already adopted in other areas of Indonesia where Mercy Corps works (including North Jakarta, Jogjakarta, Solo, Aceh, and Maluku), the Hati Kami program works closely with local government leaders, provincial/municipal health offices, and the Family Welfare Empowerment Organization (Pemberdayaan Kesejahteraan Keluarga – PKK). 





	Project Design 

	The Hati Kami project is being implemented in the dense slums of West Jakarta in the Districts of Cengkareng (with six targeted sub-districts) and Kalideres (with two targeted sub-districts). MSG meetings are available for pregnant women and mothers in all eight sub-districts. As of October 2013, there were 82 MSGs, with over 2,090 pregnant women and mothers directly engaged. Meeting every two to four weeks, MSGs provide mothers a safe space for honest discussions on the challenges of infant care and access to health resources.  PROGRAM LEARNING BRIEF

To implement MSGs, Mercy Corps has worked with their partners to provide training for Motivators (facilitators of the MSG discussions) and Mentors (local midwives and health volunteers from PKK, a resource for MSGs on technical MCH issues). Though the MSG, participants are led through 10 simple and practical modules on maternal health and nutrition that provide a wealth of other benefits. In the migrant-heavy population of West Jakarta, pregnant women and mothers are often able to meet for the first time at MSG meetings, establishing closer personal and community ties. Additionally, MSGs provide a much-needed safe space for mothers to frankly share their challenges with childcare and solutions, a particularly useful resource for new mothers.  
Monitoring and evaluation (M&E) participatory discussions are also led on a quarterly basis to collect and discuss evidence-based information from Motivators and Mentors. These discussions allow participants to brainstorm their own culturally appropriate solutions to challenges encountered during the MSG meetings, with assistance from Mercy Corps. Additionally, the M&E participatory discussions also provide Motivators and Mentors the opportunity to share their challenges and lessons learned with their peers. Particularly for women who, despite the introductory training, are still hesitant about their facilitation skills, these discussions with peers can help boost their confidence and performance. The consistent sharing of MSG challenges and opportunities has led to programmatic course corrections (such as changes to the meeting places for MSGs, to encourage participants from different areas of each village). Additionally, from these meetings, Mercy Corps is able to receive constant feedback from Motivators and Mentors, conduct interviews with participants, and measure overall coverage of MCH awareness and learning. 
The MSG program was coordinated with the sub-district governments with the objective of adoption and funding of the MSG model by each sub-district. This early focus on a sustainable exit strategy was one of the primary objectives and an essential part of the program’s success (see the “Musrenbang” learning brief). 

	Methodology

	The Hati Kami project receives much of its data through its partnerships; for example, the data on MSG population numbers is from district and sub-district government data. Mercy Corps has also conducted surveys for baseline data (originated through a survey of over 300 mothers in West Jakarta), Lot Quality Assurance Sampling (LQAS), and observations from quarterly M&E discussions at the sub-district level. 



	Findings

	[image: Screen shot 2013-09-24 at 9]The MSG approach is functioning in almost all communities where Hati Kami is working – as previously noted, as of October 2013 there are 82 MSGs in a total of 113 communities in the program area. This chart shows the April 2013 numbers of total MSG in each sub-district (blue) versus the number of active MSG in each sub-district (red) – as is shown, most of the current MSGs are active (meeting at least once a month). 
As of October 2013, over 600 Motivators (MSG facilitators) have been trained, directly reaching over 2,090 participants in the MSG meetings. Additionally, over 100 Mentors (midwives/health volunteers) were trained to support the MSG meetings and establish linkages with the local community health clinics. 
Institutionalization efforts for the MSGs were built early into the Hati Kami project, with wide success. In 2012, all 14 community health clinics in the program area asked Mercy Corps for budgetary planning assistance for continued implementation of MSG meetings in FY2013. Most health clinics were able to budget for quarterly M&E meetings, and the rest hope to budget M&E meetings for their next fiscal year.

	Conclusions and Lessons LearnedPROGRAM LEARNING BRIEF


	The MSG component of Hati Kami has proved to be a strong technical approach to the overall goal of promoting, supporting and protecting the mother-child dyad. Implementing this peer-to-peer program within the Hati Kami framework has established stronger links between the health centers, government and community. 
Recommendations for improvement include:
1) Scheduling and Logistics Difficulties – Many Motivators who facilitate the MSG meetings have found difficulties in scheduling, as mothers are busy and some live far from the meeting area. To overcome these barriers to scheduling, many motivators are starting to change the meeting times to ‘Posyandu day’, when the health clinics are open for monthly immunizations, and are rotating the meeting venues within communities. 
2) Lack of Participation – For participants and Motivators, the desire to learn/facilitate is their only incentive to attend/facilitate MSG meetings. This is a strong reflection of national Indonesian pride in voluntarism, but some participants are more inactive than others. Mercy Corps will continue to experiment with giving rewards for higher participation levels, verbally encouraging mentors and motivators, and other techniques honed in previous health programs. 
3) Involvement of Men – A rapid qualitative assessment (doer/non-doer analysis) found that men’s influence in childcare practices was stronger than assumed. Mercy Corps decided to lead a training program for religious leaders in the community, to train them to become a resource for men to learn the importance of MCH issues. 

	Recommendations and Use of Findings

	In conclusion, these findings are extremely relevant to the MSG intervention design – by understanding the challenges faced by mothers, Motivators, Mentors, governments and health clinics, we can continue to discuss potential solutions with community stakeholders before the end of the program’s tenure under Mercy Corps. 
Recommendations for the final year of Mercy Corps implementation include: 
1) Training Sessions - Continue training for the motivators and mentors, to increase their quantity, coverage (of women in target neighborhoods) and activity levels; 
2) Sustainable Exit Strategy - Continue supporting the local government and community health clinics to advocate and/or allocate funds for future MSG implementation; 
3) Additional Incentives – In collaboration with PKK and local health office and clinics, search for sustainable additional incentives for motivators, mentors and mothers to continue attending and facilitating MSG meetings; 
4) Enhance Motivator Outreach – For various reasons (e.g. holiday, political election, disaster, etc.) there may be less than the feasible 24 MSG meetings for each group. However, because Motivators are local community members themselves, they can disseminate key message through outreach and home visits.  
5) Complete Local Funding - Assist the sub-district governments and community health centers to allocate funding for all seven steps in MSG programming. 

	

	The Hati Kami project in West Jakarta, Indonesia is supported by the American people through the United States Agency for International Development (USAID) through its Child Survival and Health Grants Program. The Hati Kami project is managed by Mercy Corps Indonesia under Cooperative Agreement No. AID-0AA-A-10-00063. The views expressed in this material do not necessarily reflect the views of USAID or the United States Government.
For more information about Hati Kami Mothers Support Groups, visit: www.mercycorps.org/tags/mothers-support-groups
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	Ms. Mira Cahyana, pro-MCH Musrenbang advocate from Cengkareng Timur community


	“Musrenbang” Success: Training for community leaders in West Jakarta on Bottom-up Resource Advocacy to improve allocation of Maternal and Child Health funding in province-level FY2014 budgets (“Moos-ren-baang”)Key Findings:
· West Jakarta province allocated over $60,000 USD for MCH activities in the FY014 budgets of all eight project sub-districts.
· 25 community leaders from eight villages in eight sub-districts trained and engaged in health budget advocacy efforts. 
· 91 villages in eight sub-districts will receive direct funding for MCH activities from the provincial government. 

In order to improve allocation of resources for key community-based Maternal and Child Health (MCH) activities, Mercy Corps, through its Child Survival Project Hati Kami, successfully trained 25 community leaders in eight villages in West Jakarta on the importance of budgeting MCH activities into their FY2014 budget requests to the local government through a governmental bottom-up resource advocacy process called “Musrenbang,” (short for “Development Planning Meeting” in Indonesian). These community leaders successfully lobbied their local governments to allocate over $60,000 USD for over 90 villages to continue successful community-based MCH activities, such as those introduced by Hati Kami.
This project was funded by the U.S. Agency for International Development through the Child Survival and Health Grants Program.
October 2013

	Background



	In Indonesia, stunting levels have plateaued due to inconsistent implementation of evidence-based interventions, lack of attention to preventive care during preconception and pregnancy, and declining rates of breastfeeding. Motivating mothers to adopt critical preventive MCH practices, such as exclusive breastfeeding, is a key focus of the Hati Kami project. It has been successfully implemented through project-established Mother Support Groups (MSGs), a Mercy Corps intervention based on the LINKAGES Model of peer-to-peer discussion on 10 modules of various MCH topics, from exclusive breastfeeding to maternal nutrition. 



	The importance of creating an exit strategy – a sustainable method to ensure communities could continue MCH programming and messaging in the longer term – was a critical aspect of the project design. In the devolved Indonesian government structure, the responsibility of advocating for community-based activities lies with community leaders. Through the “Musrenbang” process, community leaders propose a list of activities to the sub-district government, whose leaders then propose a shorter list of activities to the provincial government The provincial government funds some of the activities, which are implemented by the sub-district government. 
One of the weaknesses in the current budget proposal process at the sub-district level and lower has been the lack of community awareness of key MCH issues and participation in the budgeting process. Not only are community leaders unaware of MCH issues, they also do not understand the importance of community-based preventive MCH activities to improve the adoption of key MCH behaviors. Mercy Corps’ strength in community outreach was leveraged to empower community governments and leaders to learn how to allocate funds for MCH activities, including the successful MSG program. Mercy Corps trained 25 community advocates from eight villages (one village for each sub-district) on how to create and propose solid budgetary activities focused on improved MCH outcomes for their local community. Due to their training from Mercy Corps, these community leaders convinced their counterparts in each of the eight target sub-districts that these MCH activities should be applied to almost all villages in the sub-district.PROGRAM LEARNING BRIEF





	Project Design 

	Near the beginning of the Hati Kami program, it was clear that an exit strategy was needed for the continuation of MCH activities in West Jakarta. Funding for the health of mothers and children, as well as the awareness of MCH issues in West Jakarta, needed to be brought to scale in a local community-led process. The program team determined that the bottom-up resource advocacy budgetary process of “Musrenbang,” usually only used for tangible infrastructure projects (such as construction), provided an excellent point to integrate MCH awareness and budget advocacy training. This was the first time that MCH issues were fully incorporated in the “Musrenbang” process, where MCH funding was nearly non-existent. 
The training sessions focused on giving community leaders the skills and tools to build their capacity to advocate and budget for community-led MCH activities, such as MSG Motivator training and/or continuation of previous government programs for high-risk pregnant women. As there were only 25 participants from 8 villages, Mercy Corps staff were able to offer one-on-one assistance and support before, during, and after the training, to ensure that community leaders could effectively use their learned skills and tools from the training. The training and additional support included several components. Participants were introduced to key MCH messages and the impact that key stakeholders – including Mercy Corps’ Hati Kami program components and government programs – have had on their community. The community leaders also learned how to design a strategic action plan and advocate for its proposed MCH activities at sub-district meetings. This strategic action plan tool helped participants think through the purpose and importance of budgeting for MCH interventions. 
During the sub-district budgeting meetings, community leaders were able to not only act as representatives from their own village, but also as representatives on MCH issues, advocating for widespread adoption of their proposed activities throughout the entire sub-district. Though Mercy Corps only trained community leaders from eight villages (one in each of the eight sub-districts,) the total number of villages that decided to implement MCH activities in FY2014 includes 91 villages. Mercy Corps’ cost-effective approach of focusing on one village in each sub-district proved effective at gaining scale in this MCH bottom-up resources advocacy intervention.


	Methodology

	Interviews were conducted with some of the community members trained to measure the overall effectiveness of the training. Mercy Corps staff also made observations on the successes and lessons learned from this intervention. None of the sub-districts had previously advocated or received MCH funding through the “Musrenbang” process, as MCH funding had always come from a top-down government funding processes.




	Conclusions and Lessons Learned

	Not only was the “Musrenbang” component successful in training community leaders to propose budget allocations for MCH programs, it was also successful in receiving budget allocations for MCH activities in 91 villages in eight sub-districts. As MCH activities were usually funded through top-down government funding, this was one of the first examples funded through a bottom-up approach in West Jakarta. The strong implementation of the training was only possible through close coordination with community leaders and local governments, as well as forward thinking from Mercy Corps, which thoughtfully designed and integrated the training into the Hati Kami program upon inception. Budgeted MCH activities included the continuation of Hati Kami activities such as MSG Motivators’ training, as well as previous government MCH projects. However, there were challenges to be overcome: 
1. Intangible Budget Items – Many of the leaders trained had never budgeted for intangible solutions to widespread problems – such as budgeting for MSG meetings to confront MCH issues. Most community leaders had only budgeted for tangible infrastructure projects, such as building a new school or stocking up on medicines. To confront this challenge, Mercy Corps broke down perceived “intangible” MCH issues (such as exclusive breastfeeding) into tangible activities (such as funding training materials MSGs). PROGRAM LEARNING BRIEF

2. Staffing Commitment – This initiative required a significant portion of time and energy from the Mercy Corps staff, which was difficult to balance with their main activities, including MSG training.  
The local governments’ support and allocation for continued MCH programs confirms that Mercy Corps’ exit strategy, conceived at the beginning of the program, was successful. 


	Recommendations and Use of Findings

	In conclusion, the findings from the “Musrenbang” training process have been critical to the sustained outcomes of the Hati Kami Project – by training community leaders to attain skills in health budgeting advocacy they can continue to advocate for support for MCH activities, contributing to Mercy Corps’ exit strategy. Recommendations for the final year of Mercy Corps implementation of “Musrenbang” include: 
1) Continued Funding, Training & Feedback – Assist the sub-district governments and community health centers to allocate continued funding for FY2015. This includes training new advocates in communities that were not targeted last year, as well as giving continued feedback and assistance to communities who received FY2014 funding and are preparing for FY2015 deliberations. 
2) Coordination – Work on closer coordination between all components of the Hati Kami program. As the MSG and the Operations Research (OR) components of the program contain a variety of key stakeholders (including mothers, motivators, mentors, kaders – health volunteers, government leaders, clinic workers, etc), Mercy Corps will ensure that these stakeholders understand the “Musrenbang” process and their role in the continued advocacy of MCH issues in budgeting. This “whole community” approach is essential to Mercy Corps’ exit strategy. 
3) Changing Budgetary Norms – “Musrenbang” had previously only been seen as a funding process for infrastructure projects, rather than long-term community development – this change in perceived budget norms could be captured and used in further Mercy Corps programs. 
4) Women’s Participation in Budget Processes – One of the unforeseen benefits of the MCH training was the significant increase of women’s participation in the “Musrenbang” process. 17 of the 25 community advocates were women, and those participants trained other community members in multiple meetings, with between 46 to 56 percent women in attendance. This highlights that MCH integration in the “Musrenbang” process may create potential inroads for women seeking involvement in local government budget meetings and should be furthered in FY2015 deliberations. 


	The Hati Kami project in West Jakarta, Indonesia is supported by the American people through the United States Agency for International Development (USAID) through its Child Survival and Health Grants Program. The Hati Kami project is managed by Mercy Corps Indonesia under Cooperative Agreement No. AID-0AA-A-10-00063. The views expressed in this material do not necessarily reflect the views of USAID or the United States Government.
For more information about Hati Kami, visit: http://www.mercycorps.org/tags/hati-kami
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Annex 7. Hati Kami Behavior Change and Communication (BCC) Strategy – Refined
	Exclusive breastfeeding for the first six months

	Target group
	Channels
	
	Key messages
	Status
	Communication Tools, Media, Venue

	Pregnant women
	Public midwives

	· Already trained in WHO 40 Hr. BF counseling
· They need monitoring to see how they use it
· May require assistance to learn to manage their work load to have time for giving counseling (have them brainstorm this with each other.)
	Give pregnant women counseling on technique of breastfeeding, how to deal with potential problems, etc.  
Give accurate information to combat the BMS advertising and myths.
	Done
Ongoing monitoring
	Information sign board in Puskesmas
Videos promoting EBF
Counseling kit per puskesmas.

	
	Private midwives

	· Identify those under contracts with BMS companies and exclude from training
· Train the others in BF counseling using and adaptation of the IYCF materials

	Give pregnant women counseling on technique of breastfeeding, how to deal with potential problems, etc.  
Give accurate information to combat the BMS advertising and myths.
	Done
Ongoing monitoring
	Sign Board for certified counselor

	
	MSG
	· Enlist midwives to refer newly pregnant women to the MSG.  Ask current MSG participants to invite newly pregnant women.  
	How to stimulate breast milk production
Accurate information to combat advertising and other misinformation.
Advice from each other on solutions to common BF problems.
	Ongoing
	Counseling card
Brochures
Place mat
Timeless gimmick

	
	Media – posters at posyandus, puskesmas, 
	· Develop these based on results of the doer/non-doer survey, for example, no need to stress benefits since those are well-known by everyone.  Focus on combating myths and misinformation the survey found.
· Use language that men and others will understand.
· Promote the image of educated, upper-income women  know the importance of exclusive breastfeeding.
	Breastmilk is the perfect food for babies for the first six months.
Breast milk is superior to formula.
Babies who breastfeed only are smarter and happier. (Use words from the doer/non-doer survey – bright, calm, etc.)
	Designs completed

On production procurement
	Poster
Standing Banner
Religiour leader sermon kit
Outdoor weekend events with other social support group of EBF from celebrity/ public figure
Award breastfeeding supportive father per sub district

	Mothers
	Midwives
	· Train the private midwives who are MSG mentors in counseling using the IYCF materials on breastfeeding which includes dealing with difficulties in breastfeeding
· Make the midwives stay with the mother after delivery until breastfeeding is successfully established
	Assure that breastfeeding is established soon after delivery – correct positioning, latching on, and give advice about milk flow, what problems might occur and how to deal with them.  
	Upcoming in Q1 next year.
	Counseling Cards
Mentoring meeting
Copy video counseling, immediate breastfeeding

	
	Trained counselors who are available to offer advice and can make home visits to new mothers within the first days after delivery.
	· Train selected women leaders (kaders, religious leaders, others with interest) to become breastfeeding counselors using an adaptation of the IYCF materials
· Have mentors monitor their performance using a checklist 
· Use social marketing (announcements, posters) to assure that everyone in the community is aware of their existence and role.
	Advice on how to cope with breast feeding problems and negative pressure from family members and neighbors.
	an activity planned under cost-share with West Jakarta MHO.
Ongoing.
Ongoing.
	Timeless gimmicks, including Photo frame for exclusive breastfeeding graduates!

Other series for immediate breastfeeding is underway.

Counseling kit

	Grandmothers
	Learning sessions just for them, led by people they respect such as religious leaders, midwives, kaders.  
	· Invite them to one or  two sessions per year
· Once they learn, encourage them to become allies in supporting exclusive breastfeeding
	Breast milk is superior to formula.  
Babies who are exclusively breastfed for six months with be healthier, brighter and calmer.
Accurate information on how breast milk is produced and how to deal with problems
	Piloted but was not effective.
Already integrated in the soon launched religious leaders-led communication materials.
	

	
	Media  (see above)
	
	
	At least 2 mass media campaign has been planned for Q1 of next year.
Courtesy visit to partnering media has begun.
	Launch of religious leader sermon kit
Outdoor weekend events in West Jakarta and /or roadshows to sub districts
Timeless gimmicks
Coverage in national newspaper/ online

	
	Home visits by the trained counselors
	· BF counselors should visit each new mother within one week of birth and talk to grandmother and husband 
	Dispel myths and misinformation.
Explain how they can support the breastfeeding mother by helping with housework and care of other children
	
Ongoing monitoring.
	

	
	MSG members
	· MSG members will spread the messages to at least five other women after each MSG session
	All information coming from MSG
	Ongoing monitoring.
	Take home brochures.
Negotiating MCH booklet distribution with MHO.

	Husbands
	Where men gather – investigate where and whether it would be feasible
	
	Children fed only breastmilk for six months will be smarter and do well in school.
Breastmilk has all the liquid and vitamins a child needs to grow well.
Being fat is not always a sign of healthy.
	Part of the religious leader-led communication; and public events.
	Posters
Certificate for breastfeeding supportive father(s)

	
	Religious leaders
	At the mosques based on messages in the Q’uran
	From the Kutbah
	Ongoing.
	Place mat
Sermon kit.

	Neighbors
	Media – posters (see above)
	
	
	Ongoing community communication media hotspot mapping at RW level and below with the help of a designated  intern.
	Posters
Video
Song

	
	Diffusion from MSG members – after each MSG meeting the members will go tell at least five other people the message
	
	All information coming from MSG
	
	Take home brochures




	Women who are pregnant need to eat more food, and eat more fruits, vegetables, and animal products (meat and egg)
	
	

	Target group
	Channels
	
	Key messages
	Status
	Communication tools, Media, Venue

	Pregnant Women
	Private midwives

	Training from the IYCF materials and Hati Kami maternal nutrition curriculum
	Increase the amount of food eaten
Increase consumption of flesh foods, eggs, vegetables and fruits.
How to cope with morning sickness.
How to prevent side effects of iron pills
	Next year.
	Poster serial: food pyramid, weight gain during pregnancy, tall newborn is good.

Timeless gimmicks

	
	MSG
	Enlist midwives to refer newly pregnant women to the MSG.  Ask current MSG participants to invite newly pregnant women.  
	Have women discuss strategies for increasing consumption of flesh foods, eggs, fruits and vegetables.
Members will learn to identify the best food sources for different nutrients – iron, Vitamin A, Vitamin C, folic acid, protein
	Ongoing. 
Also using the UNICEF Indonesia’s IYCF counseling kit.
	MSG maternal nutrition module
Interactive learning tools
Food model
IYCF Counseling cards.
Timeless gimmicks.


	Grandmothers
	Learning sessions just for them, led by people they respect such as religious leaders, midwives, kaders.  
	No more than two sessions per year
	Why pregnant and lactating women need to eat more and which foods are good sources of certain nutrients -– iron, Vitamin A, Vitamin C, folic acid, protein
	Quran Study Group.
	Religious leader sermon kit and take away messages.

	
	MSG members
	MSG members will spread the messages to at least five other women after each MSG session
	Same messages as MSG above
	
	Take home brochures.
Timeless gimmick token for celebration of EBF graduates during MSG.

	Husbands
	Where men gather – investigate where and whether it would be feasible
	
	Children born to mothers who eat a balanced diet during pregnancy will be smarter and have a better future.
	Underway
	Poster serial: balanced, tall newborn is good, tall toddler is healthy.
Place mat for RW.

	
	Religious leaders
	At the mosques based on messages in the Q’uran
	
	Ongoing
	Religious leader sermon kit and take away messages.

	Neighbors
	Diffusion from MSG members – after each MSG meeting the members will go tell at least five other people the message
	
	Key nutrients for better health:  Iron, folic acid, Vitamins A and C, zinc and protein from meats.  Good food sources of these nutrients. 
	
	Take home brochures.
Public poster/ information board.
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[bookmark: _Toc340571147]EXECUTIVE SUMMARY

Mercy Corps is implementing a four year USAID/CSHGP funded program, Hati Kami. The overall goal of the program is to promote, support and protect the mother-child dyad for a healthy start among Jakarta’s poor residents. One of the strategies that the program will undertake is to improve the quality and use of health information systems to monitor coverage of essential maternal-newborn-infant health services and to promote collaborative actions among government, public-private health providers and communities to achieve high service coverage.
In order to achieve this goal, Mercy Corps is collaborating with The Center for Family Welfare, at Faculty of Public Health (PUSKA-FKM), Universitas Indonesia to conduct the m-PWS Operational Research (OR). The OR consists of two tiers of research, Formative and Evaluative (Summative) Research. The m-PWS evaluative research will consist of quantitative and qualitative assessments conducted in two phases, Baseline and Endline. Within the period between Baseline and Endline studies, formative research will be conducted to improve the LAM system. The OR is conducted in two of Hati Kami project areas  - Rawa Buaya and Kedaung Kali Angke (KKA) sub-districts. 
The Baseline study was conducted to answer the objective of evaluative research which is measuring the implementation of LAM system as indicated by data collection (accuracy, timeliness and participation of health provider) and utilization of the data. Data collected from from communities, obtained through household survey, is compared with information from the MCH reporting system at the sub-district Puskesmas (community public health clinic). The household (HH) survey was conducted in the period of March and April 2012 (for 11 days).
Results of the Baseline study show that in terms of accuracy there is discrepancy between information from  the population-based household survey and data obtained from the LAM system of Puskesmas. The pattern of the discrepancy, however, is different between the two sub-districts. Compared to the HH survey data, over-reporting is apparent in the Rawa Buaya Puskesmas report, while under-reporting is seen in KKA Puskesmas.  Outcomes for timeliness were divided into three periods: (i) reporting from cadre/posyandu to sub-district Puskesmas (average timeliness is 88.58% in KKA, 84% in RB), (ii) from private provider to sub-district Puskesmas (in both areas none of the reporting from private providers in 2011 was submitted in a timely manner), and (iii) from sub-district Puskesmas to district Puskesmas (all reports from RB are submitted on time in 2011, for KKA however, there was one time delay and the receipt was not found for a three-month period).   Nevertheless, these percentages only count for the reports that were found and dated.  From the assessment on the reports, there is quite a high proportion of missing reports. This may indicate either low participation of reporting from posyandu and private midwives, or poor archiving. Based on qualitative information from key informants at both sub-district Puskesmas, all posyandu and private providers report data for their services to the sub-district Puskesmas as part of their responsibilities, despite no written regulation on this. They admitted that the reports are sometimes delayed.  Data from these MCH reports are  mostly used for evaluating achievement of targets but micro-planning sessions at Puskesmas have not optimally used the MCH data. 
Qualitative information obtained from this baseline will also be used as baseline for formative research. Findings show that implementation of MCH Local Area Monitoring (LAM) recording and reporting has been paper-work based. Difficulties reported in the process include the high work load of the Puskesmas midwife in preparing the MCH LAM report, time requirements for data compilation from many sources, overlapping of information between the various reports, and various levels of participation of private providers and community health volunteers/kaders.
  








Operations Research on Mobile Local Area Monitoring (m-PWS) System


[bookmark: _Toc340571148]BACKGROUND
Mercy Corps is implementing a four year USAID/CSHGP funded program, Hati Kami. The overall goal of the program is to promote, support and protect the mother-child dyad for a healthy start among Jakarta’s poor residents.  
Hati Kami program will be implemented in eight target sub-districts of two district in West Municipality of Jakarta City, Indonesia.  It is anticipated that utilization and quality of maternal, newborn and child services will be improved in all target sub-districts due to the interventions of Hati Kami during the program period (October 1, 2010 – September 30, 2014). One of the strategies that the program will undertake is to improve the quality and use of health information systems to monitor coverage of essential maternal-newborn-infant health services and to promote collaborative actions among government, public-private health providers and the communities to achieve high coverage of the services. 
The health care environment in typical urban areas, such as Jakarta, is complicated. Access is rarely a problem in Jakarta, where 100% of households are within five km of a health facility and 98.8% can reach the facility within 30 minutes[1]. However, utilization of maternal, newborn and child health (MNCH) services in Jakarta is not as high. As reported in a 2007 Demographic Health Survey, 97.1% of pregnant women in Jakarta had at least one prenatal check-up in health facilities, but only 66.5% of newborns 0-7 days old and just 54.5% of newborns 8-28 days old received neonatal care in health facilities.  
Tracking the access and utilization of Maternal, Neonatal and Child Health (MNCH) services is made more complicated in urban areas because many people use a mix of public and private providers. In Jakarta, 74% of all births occur in a private health facility, compared to 36% for Indonesia as a whole. The Hati Kami project baseline Knowledge, Practice and Coverage (KPC) survey (January 2011) reported that 60% of births in the project area occurred in private maternity practices run by midwives, some of which are small home-based practices. In addition, coordination and data sharing between the government health service system and private providers is limited. 
Monitoring of Maternal, Newborn and Child Health Services
The Indonesian Ministry of Health (MOH) has been using a Local Area Monitoring (LAM) system since 1985 to monitor coverage of maternal, newborn, child health (MNCH) services.  LAM is intended to enable health managers to identify low-performing areas, develop specific action plans and allocate greater resources to those areas, which is of prime importance in the current decentralized system in Indonesia, where districts hold the resources to be allocated on a needs-basis.  
The LAM system comprises a set of paper-based tools (registration books and forms) which are used to manually record and report data.  In the LAM system, target groups eligible for MNCH services[footnoteRef:1] are calculated based on the crude birth rate (CBR) and population size. These estimates are inaccurate as many births are not registered; the Indonesia Demographic and Health Survey (DHS) 2007 showed that only 53% of births were registered. In addition, the LAM system calculates utilization of MNCH services on the basis of the number of clients accessing public healthcare facilities, whereas submission of reports/data from private providers is often limited. These factors lead to inaccurate representation of MNCH services access and utilization, which contributes to poor planning for interventions and resource allocation. The inaccuracy is evident by significant discrepancies of service coverage between LAM and population-based surveys.  [1:  Target groups of MNCH services are pregnant women, infants, children under 5 years of age, and couples in reproductive age] 

Aside from inaccurate data, the reports from public health facilities are often delayed. The delays mainly occur because the healthcare providers at the Puskesmas (community public health clinic) are required to provide MNCH services and manually complete several forms in order to prepare the monthly reports. This takes a lot of their time, and results in significant delays in the preparation and submission of the monthly reports. As a result, timely and accurate information on performance (i.e. access and utilization) of essential MNCH services is rarely available and used in planning activities at various levels of health service and government systems. The current system for information sharing within the public district health system is not functioning well [2] and information sharing between the public and private health sectors is even worse [3]. In addition, the LAM system only provides aggregated data which makes it difficult to track women or children who miss their appointments and conduct appropriate follow-up actions. According to the World Bank, the health information system in Indonesia is so weak that less is known about the health situation now than was known in 2001 [4]. 
To address problems in the LAM system, MOH, with support from UNICEF, developed an improved Local Area Monitoring and Tracking (LAMAT) system which incorporates the following features:
· Involvement of communities in data collection and tracking of women and children who miss the services
· Reporting of individual data of target mothers and children (instead of aggregated data) to enable tracking of women and children who miss the services
· Linking data collection and analysis with local planning activities (where data should be disseminated and used), such as monthly micro-planning workshops at Puskesmas, quarterly coordination workshops with community stakeholders, and annual budget planning (musrenbang). 
This improved concept is referred as Local Area Monitoring and Tracking (LAMAT) system.
[bookmark: _Toc340571033]Figure 1 LAMAT System


Data Collection

Data Analysis

Use of Data
SOURCE OF DATA:
·  Puskesmas
·  Village midwives
·  Community
·  Traditional birth attendants
·  Private health providers
ACTIVITIES:
·  Data entry 
·  Data compilation
·  Monthly report development 
LOCATION & ACTIVITIES:
·  Reporting (to DHO, MHO, PHO)
·  Monthly micro-planning workshop at Puskesmas
·  Quarterly Puskesmas-community planning workshop at community level
·  Annual budget planning from sub-district to higher administration level Administrators
LOCATION:
·  Communities
·  Point of service
LOCATION:
·  Public Health Centre
·  DHO, MHO, PHO

The key problem in the implementation of LAMAT system is the manual recording, reporting, and compilation of data, which is time consuming and aggravates the existing health staff shortage problems at the Puskesmas. The complicated and extensive paper-work associated  with the current LAMAT system has also discouraged many stakeholders, including private health providers, to participate in monthly reporting. These problems have created bottle-necks in the provision of timely and accurate data to inform health planning and resource allocation for improvements in maternal, newborn and child health. 

[bookmark: _Toc337563898][bookmark: _Toc340571149]STUDY LOCATION
The operational research is being implemented in Hati Kami program area. All of the HATI KAMI target sub-districts have similar socio-economic and cultural characteristics, being densely populated urban areas with high proportions of migrant and middle-low income residents. A map of the Hati Kami Project locations is found in Figure 2 below.
[bookmark: _Toc340571034]In most areas in Indonesia, each sub-district is served by one Puskesmas. However in Jakarta, due to the high population density, some sub-districts are served by more than one Puskesmas. To minimize potential bias resulting from the complexity of health service organization and to increase potential to generalize study results to the general context of health services in Indonesia, the m-PWS operational research is conducted in sub-districts that are served by only one Puskesmas. Among eight sub-districts where Mercy Corps is implementing Hati Kami program, there are three sub-districts with only one Puskesmas serving the area i.e. Rawa Buaya (RB), Kedaung Kali Angke (KKA) and Cengkareng Timur (CT) sub-districts. Puskesmas in these sub-districts reports to and are supervised by Cengkareng District Puskesmas.

Figure 2 HATI KAMI Program Target Sub-districts (Circled Areas)
Jakarta Province
West Jakarta Municipality

[bookmark: _Toc340538770][bookmark: _Toc340539344][bookmark: _Toc340571003]
Table 1. Profile of Rawa Buaya, Kedaung Kali Angke and Cengkareng Timur Sub-districts
	Sub-district
	Rawa Buaya
	Kedaung Kali Angke
	Cengkareng Timur

	Total population
	30,205
	26,894
	52,867

	Number of community-clusters (RW)
	12
	8
	17

	Number of children 0-11 months (estimated with MOH formula)
	580
	516
	1,015

	Number of private health providers delivering maternal, newborn and child health services
	16
	4
	16



[bookmark: _Toc340571150]METHODOLOGY AND OBJECTIVE
[bookmark: _Toc306345250][bookmark: _Toc306348568][bookmark: _Toc306540212]The m-PWS operations research consists of two tiers of research: Formative and Evaluative (Summative) Research. The objectives and research questions of each tier is  as follows. 
A. [bookmark: _Toc307562499][bookmark: _Toc313699681][bookmark: _Toc337563902][bookmark: _Toc340571151]Formative Research   
1. [bookmark: _Toc340571152]Objectives
a) To develop data collection and analysis tools comprising the LAMAT system and mobile-phone application to be used by health providers, community health volunteers and Puskesmas in the m-PWS intervention area. 
b) To develop manuals and a training module for LAMAT data collection using paper and electronic forms via mobile-phone for health providers and community health volunteers.
2. [bookmark: _Toc340571153]Research Questions
The Formative Phase of OR addresses the following questions. 
a) To what extent can health providers and community health volunteers use the LAMAT paper-based reporting forms? What are the major technical difficulties and how to address them?
B. [bookmark: _Toc307562500][bookmark: _Toc313699682][bookmark: _Toc337563903][bookmark: _Toc340571154]Evaluative Research (Summative)
1. [bookmark: _Toc340571155]Operational Definitions: 
a) Improved data collection is indicated by accuracy, timeliness, and participation of health providers (including the private ones) and community health volunteers (kader) in LAMAT reporting. 
i. Accuracy: Reports are considered accurate if the difference between values of the LAMAT indicators reported by sub-district Puskesmas through the LAMAT system is not statistically significant with the values of the same indicators obtained from population based survey 
ii. Timeliness: The reporting is considered timely, if (1) the Sub-District Puskesmas receives reports from health providers and community health volunteers in its supervising area by or before the 25th of each reporting month, and (2) the Sub-District Puskesmas can finish data compilation and analysis, and eventually submit LAMAT report to District Puskesmas within 5 days of the completion of the reporting month.
iii. Participation in reporting is measured by proportion of public and private health providers, and community health volunteers (kader) in the sub-district Puskesmas’ supervision area who report LAMAT data to sub-district Puskesmas in the corresponding month.
b) Improved use of data is measured by the number and frequency of monthly micro-planning workshops in Puskesmas and quarterly Puskesmas-community stakeholder planning workshops that use MNCH data of corresponding period local level decision making. 
4. [bookmark: _Toc340571156]Research Questions
The evaluative research addresses the following questions for Objective 1:
1.1	Is the discrepancy of MCH indicators between LAMAT report and population-based survey significantly smaller in the m-PWS area than in paper-based LAMAT area?
1.2	Does Puskesmas in m-PWS area submit timely LAMAT report more frequently than Puskesmas in paper-based LAMAT area?
1.3	Is the participation in reporting among public and private health providers and community health volunteers (kader) higher in m-PWS area than in paper-based LAMAT area? 
1.4	Is the use of data for local planning higher in m-PWS area than in paper-based LAMAT area?
C. [bookmark: _Toc340571157]Research Methodology
The m-PWS evaluative research consists of quantitative and qualitative assessments.
1. [bookmark: _Toc340571158]Quantitative Assessments 
To measure the accuracy of LAMAT report, a baseline was conducted at the same time in both ‘control’ and ‘intervention’ sub-districts. The baseline survey was conducted before introduction of m-PWS in the ‘intervention’ area.  The accuracy of LAMAT report was verified by comparing value of two selected LAMAT indicators generated by Puskesmas from the LAMAT system against the same indicators gathered from the population survey. 
Two LAMAT indicators with the same denominator have been selected for this operations research, they are: 
· Access to neonatal care, defined as percent of neonates who received care from health staff within 6 – 48 hours after birth (KN1); 
· Numerator:	number of infants 0-11 months who received the first health check-up by health providers (midwives or doctors) within 6-48 hours after birth
· Denominator: total number of infants 0-11 months
· Effectiveness and quality of neonatal services, defined as percent of neonates who received care from health staff 3 times within 28 days after birth (KNL) that followed the standard schedule i.e. 1st visit in 6-48 hours, 2nd visit in 3-7 days, and 3rd visit in 8-28 days
· Numerator:	number of infants 0-11 months who received the minimum 3 health check-up by health providers (midwives or doctors) within 28 days after birth that followed the standard schedule i.e. 1st visit in 6-48 hours, 2nd visit in 3-7 days, and 3rd visit in 8-28 days
· Denominator: total number of infants 0-11 months
[image: ]To compare changes between two populations resulting from the assigned intervention (pre-post intervention), the sample size was calculated using the following formula for testing proportion in two populations:


Z1-α 	= Z score for significance level of α in one sided hypothesis testing
Z1-β 	= Z score for 1-β power of statistical test 
P	= average of P1 and P2
p1 	= estimated proportion at baseline survey
p2 	= estimated proportion at endline survey
The estimated baseline values for the selected indicators (KN1 and KNL) were taken from 2010 Basic Health Survey for Jakarta province conducted by MOH; KN1 was 84.7% and KNL was 52.8%. Assuming that the coverage of KN1 and KNL will increase by 10% at the endline survey, and using 5% significance level, we calculated the sample size as presented in Table-3.1. 
[bookmark: _Toc340538771][bookmark: _Toc340539345]
[bookmark: _Toc340571004]

Table 2. Sample Size for Quantitative Assessment in Evaluative Research
	Selected LAMAT Indicators*

	Estimate
Proportion at baseline
	Estimate
Proportion at endline
	Power of the study
	Sample size

	1st Neonatal visit (KN1)
	0.85
	0.95
	0.8
	111

	Compelete Neonatal visit (KNL)
	0.53
	0.63
	0.8
	301


*Significance level at 5%
The highest calculated sample size (301) is taken as the final reference for sample size. Adding 10% for non-response rate, the maximum sample size is 332 for each sub-district under study. 
The sample is drawn from the population of mothers with infants aged 0-11 months using simple random sampling. Respondents are is mother of infant born in the period of January 1– December 31, 2011.
During the course of the OR implementation, Mercy Corps and CFW-UI team monitored the timeliness of LAMAT reporting, participation of health providers and community health volunteers in LAMAT reporting, and use of LAMAT data in planning activities on an ongoing basis through desk monitoring and field visits. 
To measure timeliness of reporting, the CFW-UI reviewed documents at District and Sub-district Puskesmas. At the District Puskesmas, the CFW-UI assessed number of LAMAT reports received from Sub-District Puskesmas within 5 days of the completion of the reporting month. At the Sub-District Puskesmas level, the CFW-UI assessed number of reports from health providers and community health volunteers (kader/cadre) that were submitted to the Sub-District Puskesmas before or by the 25th of the reporting month. Randomly selected reports submitted to Sub-District Puskesmas were compared with the records maintained by the health providers and community health volunteers to validate the reported data. 
To measure participation in LAMAT reporting, the CFW-UI reviewed documents at Sub-District Puskesmas to count number of health providers and community health volunteers who report LAMAT data to Sub-District Puskesmas in the corresponding month. The results were compared against the total number of health providers and community health volunteers who were expected to submit data. 
To assess use of MNCH data for local level planning and decision making, the CFW-UI and Mercy Corps team observed monthly and quarterly planning workshop at the Puskesmas and review the minutes of the meetings.  
6. [bookmark: _Toc340571159]Qualitative Assessment 
In conjunction with the document review, a qualitative assessment was conducted among health providers, community health volunteers and Puskesmas managers to gather subjective opinions regarding barriers/constraints and enablers/advantages to implement m-PWS system as opposed to regular LAMAT system. In each sub-district under study, the CFW-UI team conducted in-depth interviews with Puskesmas managers and private health providers, also discussed with a minimum of 8-12 community health volunteers simultaneously with the implementation of baseline. 
7. [bookmark: _Toc340571160]Analysis Plan
Results from population-based survey were analyzed and compared to the results of routine data collected by Puskesmas to derive quantitative data on the selected indicators. The data from population survey were entered using the Epi-Info data entry program. Secondary data (MNCH indicators) from Puskesmas were entered using MS Excel. Descriptive analysis was carried out to summarize the indicators. Further analysis on accuracy was conducted by comparing the indicators between community- and facility-based reports. 
Data from document review (to measure timeliness, level of participation in reporting and use of data in local planning/decision making activities) were analyzed using univariate and bivariate analyses to make inferences and to clarify the nature of the relationship between variables in the quantitative approach. 
[bookmark: _Toc313699683]All in-depth interviews and focus group discussions were transcribed, and the data were analyzed from all transcripts. Transcripts were entered into software for qualitative analysis (NVivo) to identify main findings that grouped based on themes of interest.
8. [bookmark: _Toc340571161][bookmark: _Toc337563904]Quality Assurance 
	To ensure the quality of data, the following protocols were implemented:
· Three days training for interviewers and data management team prior to the implementation of data collection
· Daily spot checks on randomly selected interviewers during data collection activities 
· Daily checking-in with the field team during data collection activities to monitor individual progress, and identify and solve problems as soon as they occurred.
· Double entry of data with the two resulting datasets compared using Epi Info’s data compare function
· Prompt review of frequency distribution after data collection
· Cross-tabulation to detect error and inconsistency
9. [bookmark: _Toc337563906][bookmark: _Toc340571162]Limitations of the Study
Potential limitations of the OR study are due to some key assumptions made in the design, and some factors beyond control of the program, as follows:
· This study only assesses outcomes of the intervention (m-PWS) at sub-district level, thus it will not be able to recognize outcomes of the proposed system (m-PWS) on the collection and use of health data at the higher level of the health governance (i.e. Municipality, Provincial and National level).
· The study is implemented in urban areas with highly transient population. In this setting, there is a risk of losing health providers or community members who have been trained to implement the interventions (either m-PWS or paper-based LAMAT) at any time of the implementation period. This factor may confound results of the study. 
· The m-PWS OR is implemented in urban sub-districts with only one Puskesmas. Thus, findings and recommendations generated by this study may not be fully applicable for different setting such as rural areas, or urban sub-districts with more than one Puskesmas.

[bookmark: _Toc340571163]RESULTS
A. [bookmark: _Toc340571164]HOUSEHOLD SURVEY
10. [bookmark: _Toc340571165]Data Collection
Data collection in RB and KKA sub-districts in West Jakarta was conducted in 11 days (March 21st – April 1st  2012). During the data collection eight enumerators were recruited (four enumerators for each area).  
Numbers of respondents interviewed in the two areas were 340 respondents in RB and 337 respondents in KKA.  From the early calculation of the survey of each area four samples will be taken per Rukun Tetangga (RT, Neighborhood Unit). In total, 90 RTs were required. However during data collection, samples could not be obtained from all RTs. The following information explained obstacles found during data collection for each of the study location.
a)  Kedaung Kali Angke (KKA)
· Listing of RT: there were 81 RT in KKA sub-district. All RT were included to fill in the need of 4 infants based on the household sampling frame
· Condition during data collection:
· 7 RTs could not be listed for safety reasons, because they were located in “Kampung Ambon”, an area in West Jakarta that is well known for its illicit drug activities. Information from the cadres in the area also stated that there is no infant or child in that area because it is only used for business activities. 
· There were 8 RTs that after the listing has conducted it was found that there were no infant born in 2011.
· For the above reasons, in order to meet the required sample size for KKA sub-district, all RTs were listed and samples were taken from all RTs. 
b) Rawa Buaya (RB) 
· Listing of RT: There were 140 RTs in RB sub-district. As the initial plan, listing was started in 90 RTs. After listing was conducted, the number of respondents identified did not reach the minimum sample size. This was due to the difficulties in finding infants that met inclusion critera;, even when infants within the age group  were identified, they had to be excluded from analysis because the parents had not lived in the RB sub-district for at least three months. 
· Condition during data collection: 
· In the “residence area”, within 65 RTs that were  listed “door to door”  there were only 3 infants born in 2011
· While in the “non-residence area”/ordinary residence, the sample frame did not generate an adequate sample. It was often difficult to find the correct house, because cadres were not familiar with communities and housing locations. Moreover, because West Jakarta is an urban area, communities are not familiar with one another, and many residents were temporary. To ensure that an adequate sample size was collected, cadres recruited additional participants via door-to-door sampling.
In total there were 221 RTs visited in the Cengkareng District (81 in RB, 141 in KKA). Within these RTs, 1131 infants born in January to December 2011 were identified. From the total infants (1129) in both areas, only 2 infants were deceased, both in RB Sub-district (Table 3). 
[bookmark: _Toc340538772][bookmark: _Toc340539346][bookmark: _Toc340571005]Table 3. Characteristics of Study Locations
	
	Rawa Buaya 
	Kedaung Kali Angke 
	Total 

	
	n
	%
	n
	%
	n
	%

	Number of RTs visited 
	81
	100
	141
	100
	221
	100

	Number of infant born in 2011 
	726
	
	405
	
	1131
	

	Infant alive 
	724
	99.7
	405
	100
	1129
	99.8

	Infant deceased 
	2
	0.3
	0
	0
	2
	0.2



11. [bookmark: _Toc340571166][bookmark: _Toc337563908]Respondents’ Characteristics 

From the total of 667 respondents in RB and KKA shown in Table 4, most of the respondents were female: 96.2% in RB and 99.4% in KKA. The male respondents included in this survey were all the fathers of selected children, and usually accompanied by the mothers when the interview was conducted. Female respondents were not only mothers of the infant, but included other caregivers such as grandmothers or nannies, because some mothers were working when enumerators visited the house.  
On respondents’ education, approximately half of respondents in both areas attended Senior high school (46.5% in RB and 46.9% in KKA) as their highest level of education. This is followed by Junior high school, for 30.9% of respondent in RB and 28.8% in KKA.. Less than 2% of respondents did not complete primary school or had no schooling. A similar pattern was observed in the two areas
Table 4 shows that most respondents were young, with the largest proportion aged 21-30 years (58.2% in RB and 52.8% in KKA). The second largest group was aged 31 – 40 years (RB 30.9% and KKA 35.9).
[bookmark: _Toc340539347][bookmark: _Toc340571006]

Table 4. Respondents’ Characteristics (Sex, Educational, Age group)
	
	Rawa Buaya
N=340
	KKA
N=337
	Total
N=677

	
	n 
	% 
	n 
	% 
	n
	%

	%Sex
	
	
	
	
	
	

	Female
	327
	96.2
	335
	99.4
	662
	97.8

	Male
	13
	3.8
	2
	0.6
	15
	2.2

	Educational Status
	
	
	
	
	
	

	No School
	2
	0.6
	1
	0.3
	3
	0.4

	< Primary school
	5
	1.5
	5
	1.5
	10
	1.5

	Primary School
	50
	14.7
	59
	17.5
	109
	16.1

	Junior High School
	105
	30.9
	97
	28.8
	202
	29.8

	Senior High School
	158
	46.5
	158
	46.9
	316
	46.7

	University
	20
	5.9
	17
	5.0
	37
	5.5

	Age group
	
	
	
	
	
	

	< 21 
	21
	6.2
	24
	7.1
	45
	6.6

	21-30
	198
	58.2
	178
	52.8
	376
	55.5

	31-40
	105
	30.9
	121
	35.9
	226
	33.4

	41-50
	14
	4.1
	10
	3.0
	24
	3.5

	>50
	2
	0.6
	4
	1.2
	6
	0.9



12. [bookmark: _Toc340571167][bookmark: _Toc337563909]Utilization of Maternal and Child Health Services 
As this study aimed to examine the utilization of health services relating to Maternal and Child health (MCH), the household survey included questions about use of key MCH services. The following information describes utilization of MCH services by the community.   
a) Antenatal Care
Antenatal care is a service given by health providers to mothers during pregnancy, according to the standard of antenatal care stipulated in the Standard for Obstetric Care (SOC).
Operationally, antenatal care is considered as complete if it is conducted by health provider and meet the SOC standard . It is also determined that the frequency of antenatal care should be at least 4 times during pregnancy, with suggested time for the service as follows:
· At least once in the first trimester
· At least once in the second trimester
· At least twice in the third trimester

Almost all mothers in the two sub-districts had accessed health services during pregnancy. Most of the mothers went to their health provider for antenatal care. Health providers typically visited by the mothers for antenatal care in both sub-districts were midwives (visited by more than three quarters of the respondents), followed by obstetricians (visited by 35.6% respondents in RB and 20.2% in KKA). Only a slight proportion of mothers went to traditional caree provider (massage, Dukun Pijat) for antenatal care(0.3% in RB, 0.6% in KKA) (Table 5). During pregnancy, a woman could visit more than one health provider for antenatal care either in public or private practices.
[bookmark: _Toc340539348][bookmark: _Toc340571007]Table 5.  Antenatal Care Visit*
	
	Rawa Buaya
N=340
	KKA
N=337
	TOTAL
N=677

	
	n 
	% 
	n 
	% 
	n 
	% 

	Midwife at Sub-district Puskesmas 
	
	
	
	
	
	

	At  RB 
	27
	7.9
	0
	0
	27
	4.0

	At KKA 
	0
	0
	13
	3.9
	13
	1.9

	Outside KKA-RB 
	34
	10
	72
	21.4
	106
	15.7

	Private Practice Midwife (PPM) 
	
	
	
	
	
	

	PPM RB 
	265
	77.9
	173
	51.3
	234
	34.6

	PPM KKA 
	0
	0
	56
	16.6
	56
	8.3

	PPM outside KKA-RB 
	33
	9.7
	59
	17.5
	231
	34.1

	Doctor 
	3
	0.9
	5
	1.5 
	8
	1.2

	Ob-gyn 
	121 
	35.6
	68 
	20.2 
	189
	27.9

	Nurse 
	0
	0
	4
	1.2
	4
	0.6

	Dukun Pijat
	69
	20.3
	96
	28.5
	165
	24.4

	*Non mutually exclusive
	
	
	
	
	
	



Midwives visited by the mothers were usually private practice midwives. Operationally, this also include services provided by a Puskesmas’s midwife outside their office hours and at their private office.
With regards to service coverage, there was a large proportion of mothers who received antenatal care from a health facility located outside their sub-district. The service was received from other sub-district Puskesmas (10% in RB and 21.1% in KKA) or at private practice midwives outside KKA-RB (9.7% in RB and 17.5% in KKA). 
Regarding the utilization of private practice midwives within the sub-district, the proportion in RB was higher than in KKA. In RB, 77.9% of mothers went to PPM in RB for antenatal care, while in KKA the proportion was 16.6%. This is due to greater number of private practices midwives in RB compared to KKA.  
b) Delivery Care
[bookmark: _Toc340539349][bookmark: _Toc340571008]Table 6. Delivery Attendant
	
	RB
N=340
	KKA
N=337
	Total
N=677

	
	n 
	% 
	n 
	% 
	n 
	% 

	Midwife  at Sub-district Puskesmas 
	
	
	
	
	
	

	At  RB 
	7
	2.1
	0
	0
	7
	2.1

	At KKA 
	0
	0
	1
	0.3
	1
	0.1

	Outside KKA-RB 
	20
	5.9
	46
	13.6
	66
	9.7

	Private Practice Midwife (PPM) 
	
	
	
	
	
	

	PPM RB 
	149
	43.8
	31
	9.2
	180
	26.6

	PPM KKA 
	0
	0
	47
	13.9
	47
	6.9

	PPM Outside KKA-RB 
	80
	23.5
	113
	33.5
	193
	28.5

	Midwife at hospital 
	22
	6.2
	15
	4.5
	37
	5.5

	Doctor 
	1
	0.3
	0
	0
	1
	0.1

	Ob-gyn 
	104
	30.6
	100
	29.7
	204
	30.1

	Nurse
	8
	2.4
	16
	4.7
	24
	3.5

	Traditional birth attendant
	1
	0.3
	5
	1.5
	6
	0.9

	No one
	1
	0.3
	1
	0.3
	2
	0.3

	More than one health provider could attend a delivery



The high proportion of antenatal care received from health providers was consistent with the high number of deliveries which were assisted by health providers (ob-gyn, doctor, midwife). The proportion of deliveries assisted by health providers was more than 90% (96.7% in RB and 93.5% in KKA). These numbers were similar to provincial figures (95.8%) from  the 2010 Riskesdas. 
Less than two percent of mothers in RB and KKA sub-districts had their delivery assisted by non-health providers (0.9% in RB and 1.8% in KKA) (Table 6). These included traditional birth attendants (0.3% in RB and 1.5% in KKA), parents (0.3% in RB), or no assistance with delivery (each 0.3% in RB and KKA). The two respondents reporting no assistance with delivery gave birth before the midwife arrived. 
Table 7 shows place of delivery of the respondents. Almost half of respondents in both areas gave birth at private practice midwives.  

[bookmark: _Toc340539350][bookmark: _Toc340571009]Table 7.   Location of Delivery
	
	RB
N=340
	KKA
N=337
	TOTAL
N=677

	
	n 
	% 
	n 
	% 
	n 
	% 

	Respondents’ House
	8
	2.4
	4
	1.2
	12
	1.8

	Other House
	2
	0.6
	0
	0
	2
	0.3

	Government Hospital
	
	
	
	
	
	

	RSU in West Jakarta
	23
	6.8
	22
	6.5
	45
	6.6

	RSU outside West Jakarta
	12
	3.5
	21
	6.2
	33
	4.9

	Private General Hospitals
	
	
	
	
	
	

	RSP in West Jakarta
	24
	7.1
	8
	2.4
	32
	4.7

	RSP outside West Jakarta
	5
	1.5
	5
	1.5
	10
	1.5

	Maternity Hospital
	
	
	
	
	
	

	RSB in West Jakarta
	8
	2.4
	28
	8.3
	36
	5.3

	RSB outside West Jakarta
	7
	2.1
	9
	2.7
	16
	2.4

	Puskesmas
	
	
	
	
	
	

	Puskesmas in RB
	0
	0
	0
	0
	0
	0

	Puskesmas in KKA
	0
	0
	1
	0.3
	1
	0.1

	Puskesmas outside KKA-RB
	20
	5.9
	46
	13.6
	66
	9.7

	Private Clinic
	0
	0
	0
	0
	0
	0

	Private Maternity Clinic
	
	
	
	
	
	

	RB in KKA-RB
	9
	2.6
	11
	3.3
	20
	3.0

	RB outside KKA-RB
	28
	8.2
	20
	5.9
	48
	7.1

	Medical doctor practice
	0
	0
	0
	0
	0
	0

	Obgyn
	0
	0
	0
	0
	0
	0

	Private practice midwive (PPM)
	
	
	
	
	
	

	PPM in RB
	134
	39.4
	19
	5.6
	153
	22.6

	PPM in  KKA
	0
	0
	45
	13.4
	45
	6.6

	PPM outside KKA-RB
	52
	15.3
	92
	27.3
	144
	21.3

	Midwive at Sub-District Puskesmas (Bidan Kel)
	
	
	
	
	
	

	Bidkel in RB
	5
	1.5
	0
	0.0
	5
	0.7

	Bidkel in KKA
	0
	0
	0
	0
	0
	0

	NA
	3
	0.9
	6
	1.8
	9
	1.3



c) Neonatal Visit
Other indicators of MCH LAM addressed in the survey were about neonatal care. Neonatal care is a health service given by competent health provider to neonates at least 3 times, within the period 0 to 28 days after delivery, either in health facilities or through home visits6. 

The standards of neonatal care are as follow:
1. First neonatal visit (KN 1) conducted within 6 to 48 hours after birth
2. Second neonatal visit (KN 2) conducted within 3 to 7 days after birth
3. Third neonatal visit (KN 3) conducted within 8 to 28 days after birth
Complete Neonatal Care (KNL) is met if the newborn received all the three neonatal visits. Table 8 below, shows that proportion of neonatal visit declines dramatically from the first, second, and third visit. This resulted in low rates of completed neonatal visits (total sample only 34.4%, 29.7% in RB and 39.2% in KKA). THe high proportion of KN1 was consistent with the finding of high rates of delivery assisted by health providers. 
[bookmark: _Toc340539351][bookmark: _Toc340571010]Table 8.  Neonatal Care
	
	Rawa Buaya
N=340
	Kedaung Kali Angke
N=337
	Total
N=677
	P value

	
	N
	%
	N
	%
	n
	%
	

	KN1
	338
	99.4
	332
	98.5
	670
	99.0
	0.249

	KN2
	252
	74.1
	232
	68.8
	484
	71.5
	0.128

	KN3
	167
	49.1
	196
	58.2
	363
	53.6
	0.018

	Complete KN
	101
	29.7
	132
	39.2
	233
	34.4
	0.010



In the survey, respondents were also asked about place of the neonatal care received, for all the three visits. The largest proportion of the infants in this survey received the first neonatal care (KN1) from private practice midwives. This finding was similar for both sub-districts, and consistent with the place for antenatal care and delivery.
In KKA, large proportions of infants received KN1 from private practice midwives outside the sub-district (34.3%). This could be either in RB or outside RB (e.g. Cengkareng, Kedoya). As shown in Table 9, only small numbers of respondents received their first antenatal care from the sub-district Puskesmas midwives. In RB, 43.5% of the respondents received the neonatal care from the private midwife within RB. This can be explained by the greater number of private health providers in RB compared to KKA. Respondents also visited ob-gyn, pediatricians, and nurses for neonatal  care. 


[bookmark: _Toc340539352][bookmark: _Toc340571011]Table 9.  Health Provider for First Neonatal Visit (KN1)*
	
	Rawa Buaya
N=338
	KKA
N=332

	
	n 
	% 
	n 
	% 

	Midwife  at Sub-district Puskesmas 
	
	
	
	

	At  RB 
	8 
	2.4 
	0 
	0 

	At KKA 
	0 
	0 
	2 
	0.6 

	Outside KKA-RB 
	21 
	6.2 
	45 
	13.6 

	Private Practice Midwife (PPM) 
	
	
	
	

	PPM RB 
	147 
	43.5 
	32 
	9.6

	PPM KKA 
	0 
	0 
	43 
	13.0 

	PPM Outside KKA-RB 
	88
	26.0
	114
	34.3

	Midwife at hospital 
	76 
	22.5 
	95 
	28.6 

	Doctor 
	4 
	1.2 
	3 
	0.9 

	Obgyn 
	72 
	21.3 
	38 
	11.4 

	Pediatrician 
	9 
	2.7 
	38 
	11.4 

	Nurse 
	30 
	8.9 
	28 
	8.4 

	*Non mutually exclusive
	
	
	
	



Similar to the findings for the first neonatal care visit, as shown in  Figure 3, respondents also answered that they received the second neonatal care (KN2) follow-up from private practice midwives (57.6% in RB and 52.5% in KKA). This was followed by midwives at sub-district Puskesmas (19.5% in RB and 16.5% in KKA). A similar pattern was seen for the third neonatal follow-up (KN3), with the largest proportion of the care received from private midwives. 
[bookmark: _Toc340571035]Figure 3. Health Provider for KN2 and KN3
[image: C:\Users\uqadean\Documents\Hati Kami\Fig.jpg]
Table 10 shows that mothers could access to various health facilities for neonatal care. In addition to public health centers and private practice midwives, respondents in RB and KKA also went to maternity clinics, hospitals (maternity hospital, public or government hospitals), or received home-visits from health providers. Most respondents in RB visited the private practice midwives for KN1 within the same sub-district (42.3%). In contrast, in KKA, one third of the respondents visited health providers from outside KKA and RB for KN1. Some of the respondents from KKA also went to RB district for their first neonatal visit (6.3%).

[bookmark: _Toc340539353][bookmark: _Toc340571012]Table 10.  Place for First Neonatal Visit (KN1)
	
	Rawa Buaya
N=338
	KKA
N=332

	
	n 
	% 
	n 
	% 

	Public Health Center 	
	  
	  
	  
	  

	Puskesmas in RB 
	0 
	0 
	0 
	0 

	Puskesmas in KKA 
	0 
	0 
	2 
	0.6 

	Puskesmas Outside KKA-RB 
	21 
	6.2 
	45 
	13.6 

	Midwife at Sub-district Puskesmas (Bid.Kel) 
	  
	  
	  
	  

	Bidkel RB 
	7 
	2.1 
	0 
	0 

	Bidkel KKA 
	0 
	0 
	0 
	0 

	Bidkel Outside KKA-RB 
	0 
	0 
	0 
	0 

	Private practice midwife (PPM) 
	  
	  
	  
	  

	PPM RB 
	143 
	42.3 
	21 
	6.3 

	PPM KKA 
	0 
	0 
	43 
	13.0 

	PPM Outside KKA-RB 
	51 
	15.1 
	92 
	27.7 

	Private maternity clinic 
	  
	  
	  
	  

	RB KKA-RB 
	3 
	0.9 
	8 
	2.4 

	RB outside KKA-RB 
	32 
	9.5 
	21 
	6.3 

	Maternity hospital 
	  
	  
	  
	  

	RSB in West Jakarta 
	20 
	5.9 
	5 
	1.5 

	RSB Outside West Jakarta 
	12 
	3.6 
	38 
	11.4 

	Gov’t hospital 
	  
	  
	  
	  

	RSP in West Jakarta 
	22 
	6.5 
	22 
	6.6 

	RSP Outside West Jakarta 
	13 
	3.8 
	22 
	6.6 

	Private general hospital 
	  
	  
	  
	  

	RSU in West Jakarta 
	6 
	1.8 
	4 
	1.2 

	RSU Outside West Jakarta 
	3 
	0.9 
	4 
	1.2 

	Private clinic 
	0 
	0 
	0 
	0 

	Doctor practice 
	0 
	0 
	0 
	0 

	ObGyn 
	0 
	0 
	0 
	0 

	Own home 
	14
	4.1
	7
	2.1



Information on place of KN2 and KN3 were not shown in this report, however the pattern of those services were quite the same with first neonatal visit.  

B. [bookmark: _Toc340571168]EVALUATIVE STUDY
1. [bookmark: _Toc340571169]Accuracy
As outlined in the methodology section, accuracy was assessed by comparing results of population-based surveys and data from the Puskesmas reporting system. Two LAM indicators assessed were the KN1 and KN. The comparison is described below:
[bookmark: _Toc340539356][bookmark: _Toc340571013]Table 11. Comparison between Baseline Survey and Puskesmas RR System
	
	Rawa Buaya
	Kedaung Kali Angke

	Rates
	Survey
	Puskesmas Report
	Survey
	Puskesmas Report

	K1
	99.4%
	128.4%
	98.5%
	61.4%

	KN
	29.7%
	126.7%
	39.2%
	64.3%



As seen in the above table, there is an apparent discrepancy between the population-based survey and data obtained from the LAM system of Puskesmas. The pattern of the discrepancy, however, is different between the two sub-districts. Compared to the survey data, over-reporting is apparent in the RB Puskesmas report, while under-reporting is shown in KKA Puskesmas data. It should be kept in mind that the denominator/target used in the calculation of coverage in Puskesmas report was based on projection data, so it reflects not just the actual population number. This projection data was obtained from the Municipality Health Office (MHO), an estimation derived  based on the population size and Crude Birth Rate. Thus, there may be some sub-districts which have larger actual target numbers than the projection figure. This may be the case for RB. Other explanations for over-reporting in RB Puskesmas report may the high number of clients/service users from outside the sub-district, thus the coverage of KN1 and KN exceeded 100%. As shown by the result from the population-based survey, there is a large proportion of mothers in the KKA sub-districts using MCH services from providers located in RB. This may result in under-reporting within KKA Puskesmas report, as we did not observe mechanisms for sharing information between sub-district Puskesmas on service coverage. Although private providers or Puskesmas recorded the number of patients from other area who used their services,  this information is not shared to the Puskesmas in the origin area where the patient lived in.       
14. [bookmark: _Toc340571170]Timeliness
Timelines of reporting was measured by comparing the written date of report submission/receipt against the due date for reporting. Assessment of timeliness was done for two levels: 1) reporting from posyandu and private providers to sub-district Puskesmas, and 2) reporting from sub-district Puskesmas to district Puskesmas. Result of the assessment obviously depends very much on the completeness of documents, which could be affected by poor archiving or incomplete report submission. It should be noted that assessment on the timeliness of reporting from Posyandu and private providers to sub-district Puskesmas only included reports that were found during data collection that included written information about the date of reporting. 
a) Reporting from Posyandu and Private Practices to Sub-district Puskesmas
In KKA sub-district Puskesmas’s area, at the time of study, there were 15 Posyandus and one private provider for maternal and neonatal care (this private provider is actually a doctor who took diploma degree on midwifery). The number of private providers was different to what was found at the preliminary assessment conducted by Mercy Corps (four private midwives) because the other three midwives no longer provided services in the area at the time of this survey (due to retirement or moving practice location). 
The Posyandus’ reports were found complete for 6 months period. For these 6 months, the degree of timeliness was ranging from 71.4% to 100%, resulting in an average timeliness of 88.6% (but was only divided by the number of months when the reports were found and dated) (Table 12). In August, no report was found. According to the informant from the Puskesmas, this was a special case, as August 2011 was the Ramadhan (fasting month) and posyandu activity was not conducted at that time. 
Reports from the private provider were found for a 6 month period, but only 5 reports included the date of reporting. According to the dates, none of these reports were submitted on time to sub-district Puskesmas.
In RB Sub-district, there were 14 posyandus and 16 private practices identified during the survey (all were private practice midwives). Not all records were found. Posyandu reports were found for a 6-month period, and reports from private practice midwives were found only 3 months. An informant from sub-district Puskesmas highlighted problems in archiving for these missing reports, as she claimed that all posyandus and private practice midwives always submitted their reports to Puskesmas, regardless of timeliness. Assessment on the records that were found during data collection and dated shows that there are large proportions or reports submitted with delay. The timeliness of posyandu’s monthly reports ranged from 61.5% to 100% or 84% in average (Table 13). For private midwives’ reports, none of the reports were submitted in time, as seen in the date of reporting. However, interpretation on this information, should be made with cautioun as the proportion of unfound documents was high.
[bookmark: _Toc340571014][bookmark: _Toc340539358]Table 12. Monthly Report of Posyandus and Health Facilities to sub-district Puskesmas 
in Kedaung Kali Angke, 2011*
	
	Posyandu
(N=15)
	BPS (Private Practice Midwife)
(N=1)

	
	N
(Report Found)*
	N (Report Dated)**
	Timely
	Delayed
	N
(Report Found)*
	N
(Report Dated)**
	Timely
	Delayed

	January 
	15
	15
	86.7% 
	13.3% 
	0
	0
	-
	-

	February 
	15
	15
	100% 
	0% 
	0
	0
	-
	-

	March 
	15
	15
	93.3% 
	6.7% 
	0
	0
	-
	-

	April 
	15
	15
	80% 
	20% 
	1
	0
	-
	-

	May 
	14
	14
	92.9% 
	7.1% 
	1
	1
	0%
	100%

	June 
			14
	14
	85.7% 
	14.3% 
	1
	1
	0%
	100%

	July 
	15
	9
	77.8% 
	22.2% 
	1
	1
	0%
	100%

	August
	0
	0
	-
	-
	0
	0
	-
	-

	September 
	15
	15
	93.3% 
	6.7% 
	1
	1
	0%
	100%

	October 
	15
	15
	93.3% 
	6.7% 
	1
	1
	0%
	100%

	November 
	15
	11
	100% 
	0%
	0
	0
	-
	-

	December 
	15
	7
	71.4% 
	28.6% 
	0
	0
	-
	-


*Only report that have been found and dated were included in analysis
[bookmark: _Toc340571015][bookmark: _Toc340539357]Table 13. Monthly Report of Posyandus and Health Facilities to sub-district Puskesmas 
in Rawa Buaya, 2011*
	
	Posyandu
(N=14)
	BPS (Private Practice Midwife)
(N=16)

	
	N
(Report Found)
	N (Report Dated)
	Timely
	Delayed
	N
(Report Found)
	N
(Report Dated)
	Timely
	Delayed

	January 
	13
	12
	100% 
	0% 
	0
	0
	-
	-

	February 
	3
	2
	100% 
	   0% 
	4
	2
	0%
	100%

	March 
	0
	0
	-
	-
	2
	2
	0%
	100%

	April 
	0
	0
	-
	-
	0
	0
	-
	-

	May 
	0
	0
	-
	-
	0
	0
	-
	-

	June 
	13
	13
	61.5% 
	38.5% 
	0
	0
	-
	-

	July 
	1
	1
	100% 
	0% 
	0
	0
	-
	-

	August
	0
	0
	-
	-
	0
	0
	-
	-

	September 
	11
	8
	62.5% 
	37.5% 
	4
	1
	0%
	100%

	October 
	5
	5
	80% 
	20% 
	0
	0
	-
	-

	November 
	0
	0
	-
	-
	0
	0
	-
	-

	December 
	0
	0
	-
	-
	0
	0
	-
	-


*Only report that have been found and dated were included in analysis

b) Reporting from Sub-district Puskesmas to District Puskesmas
Timeliness of reporting from sub-district Puskesmas to district Puskesmas was assessed from the date written in the report receipt log book at district Puskesmas. Ideally, the sub-district Puskesmas’s report should be submitted to district Puskesmas before 5th of the following month. Table 14 shows the timeliness of reporting from KKA and RB sub-district Puskesmas to Cengkareng District Puskesmas. Based on the information, reports were received on time from RB Puskesmas for every month of the year 2011. In KKA, however, there was one time delay and receipt was not found for a three-months period. According to staff at district Puskesmas, missing receipt indicated delay in reporting(i.e. report was submitted in the subsequent month). 
[bookmark: _Toc340539359][bookmark: _Toc340571016]Table 14. Monthly Puskesmas Report received by Cengkareng District Puskesmas, 2011
	
	Puskesmas-KKA
	Puskesmas-RB

	
	Timely
	Delayed
	Not Found
	Timely
	Delayed
	Not Found

	January 
	100%
	0%
	-
	100%
	0%
	-

	February 
	100%
	0%
	-
	100%
	0%
	-

	March 
	100%
	0%
	-
	100%
	0%
	-

	April 
	100%
	0%
	-
	100%
	0%
	-

	May 
	0%
	100%
	-
	100%
	0%
	-

	June 
	-
	-
	1
	100%
	0%
	-

	July 
	-
	-
	1
	100%
	0%
	-

	August 
	-
	-
	1
	100%
	0%
	-

	September 
	100%
	0%
	-
	100%
	0%
	-

	October 
	100%
	0%
	-
	100%
	0%
	-

	November 
	100%
	0%
	-
	100%
	0%
	-

	December 
	100%
	0%
	-
	100%
	0%
	-



Qualitative information from the key informant at District Puskesmas also shows that delays sometimes occur and special efforts to remind the sub-district Puskesmass are still needed. This informant understood that delay in one part of the process will affect others in the reporting flow.
 “Ya pokoknya kita uber.. pokoknya kita uber-uber.. kita harus, kita nggak mau pas tanggal 5 itu belum masuk. Kalau harus Senin pagi pun kita pokoknya uber-uber.. minta laporan aja.” (District Puskesmas)
“Yes.. We pursue them (to get the data).. anyway we pursue them.. We have to, We do not want the report not being submitted by the 5th  every month. If it has to be submitted on Monday, even on Monday morning we will pursue it...only to get the report” (District Puskesmas)
“Alhamdulillah apa namanya ya lancar tapi kadang-kadang ya gitu ya molor waktunya.. yang di sini nih yang sudah deg..deg…aja. ya gitu.. takutnya pas lebih kasian juga orang Sudin harus kan sampai DKI sampai tanggal 15 kalau nggak salah dia juga ke sana.” (District Puskesmas)
“Praise the Lord…what it is called...it is smooth.. but sometimes..they are late..we’re the one who worried..if it is delayed, we feel sorry for the Sudin staff because the report has to be submitted to PHO DKI Jakarta by 15th  every month..” (District Puskesmas)
15. [bookmark: _Toc340571171]Participation in reporting
As perceived by the key informants at both sub-district Puskesmass, health centers should gather MCH service data from all providers within its working area, including posyandu. Results of our assessment found a high proportion of missing reports at sub-district Puskesmas. This may indicate either low participation in reporting from posyandu and private midwives, or poor archiving. Based on qualitative information from key informants at both sub-district Puskesmass, all posyandu and private providers report service data to the sub-district Puskesmas as part of their responsibilities, despite no written regulation on this. It was admitted that the reports are sometimes delayed. According to informants in one of the Puskesmas, delay is higher in reports from the private midwives than posyandu reports. The Puskesmas midwife could increase efforts to obtain report from private midwives. Sometimes the Puskesmas midwife should call the private midwives to remind them to submit the report or even visit the private practice directly. Moreover, there were cases where some private providers did not submit their report in the corresponding month, but in the subsequent month, thus the data was counted for a different period. Difficulty in obtaining reports is apparent in RB Puskesmas where there are a large number of private providers, compared to KKA Puskesmas. 
“Dengan kita telepon, laporan segera. Kalau ndak gitu, kita jemput bola, kita datang kesana, kita tungguin supaya dia membuat. Baru kita bisa...” (Midwife at Puskesmas X) 
“We called them..report soon. Otherwise, we picked it up, we came there, and wait..so they make the  report.. Then we can (get the data)..”.  (Midwife at Puskesmas X)
In KKA area, the Puskesmas Midwife mentioned that there was no significant difficulty in obtaining reports from private providers because the report was submitted routinely. However, this should be interpreted cautiously as currently there is only one private practice midwife in KKA sub-district.    
[bookmark: _Toc337563912]
16. [bookmark: _Toc340571172]Utilization of data 

a) Providers at Puskesmas
Most of the key informants at Puskesmas level mentioned that MCH data is used to monitor performance and identify whether or not the target is achieved. The data is also used for presentation in cross-sectoral meetings at the District Health Office or District office. Furthermore, one midwife said that the MCH data is also useful examine trends in maternal and infant mortality rates: 
“Dengan pelaporan itu….kan kita bisa mengetahui adanya…angka kematian…angka persalinan lebih besar atau lebih kecil. Jadi yang tadinya…bertujuan untuk menurunkan angka kematian ibu dan bayi, kita kan bisa melihat dari laporan tersebut, menurut saya.” (Midwife at Puskesmas X)  
“Through the report.. We could know about.. mortality rate..whether the birth rate is higher or lower. So if…the purpose is to decrease maternal and infant mortality rate, I think.. we can look from the report..” (Midwife at Puskesmas X)   
One Puskesmas midwife highlighted the importance of reports from private providers to increase health center’s coverage, in order to meet the target.
“Kan kita punya target, misalnya K1 harus 95%, K4 harus 90%, persalinan oleh tenaga kesehatan harus 80% eh 90% gitu. Kalau gak ada laporan dari mereka, nanti kita target ndak tercapai karena kita kan ndak melayani persalinan kan disini.” (Puskesmas Midwife)
“We do have targets, for example target for K1 should be 95%, K4 should be 90%, deliveries assisted by skilled birth attendants should be 80%...ups 90%.. like that.. If there is no report from them, then our target will not be accomplished because we do not provide delivery service here” (Puskesmas Midwife)
Informants at Puskesmas level revealed that the MCH data has not been used optimally for micro-planning (mini lokakarya/Minlok), as expressed below by one informant when asked about whether the data was used for planning development. Moreover, an informant at Puskesmas mentioned that the sub-district Puskesmas only implements programs or activities as outlined by the district Puskesmas, without developing any specific plans.
“Kayaknya gak ya. Gak sampai kesitu sih. Belum begitu sampai kesitu.” (Head of Puskesmas)
“I don’t think so.. It is not got over there. .. It has not got over there yet” (Head of Puskesmas)
“Menerima. Kita kan hanya pelaksananya dari sana. Jadi apa yang digariskan dari sana, ya dilakukan. Kita gak bikin perencanaan. Rencana itu ada yah paling kayak BOK itu kan, BOK aja, rencana masing-masing bikin POA. ” (Head of Puskesmas)
“Accept it.. we are just the implementer of what comes from there.. So anything that has been listed from there, we do it.. We do not make any plans. Well…there is plan..i think it is just like the BOK (Health Operational Aid fund) right?.. just BOK.. each make the plans of action/ POA” (Head of Puskesmas)
According to the informants, micro-planning was used more as an opportunity for sharing information (e.g. results of coordination meeting at municipality level attended by head of health center) or review of Puskesmas daily activities. From reviewing the minutes of mini lokakarya conducted in 2011, it is apparent that MCH-related issues, apart from posyandu schedule, were not frequently discussed. Only one minilok’s document was found in sub-district Puskesmas that discussed census population monitoring for children under-five who suffered under-nutrition. While in the other sub-district Puskesmas there were minutes meeting that documented discussion on socialization of posyandu report to encourage timely reporting. The topics discussed in mini lokakarya is quoted below:
“Rencana yang akan dilakukan. Besok itu gimana, misalnya ada ini, ada ini. Ada program apa. Misalnya siapan yang akan membantu, siapa yang mau turun. Gitu, biasanya. Kemudian kira-kira hambatannya apa, kalau kurang bantuan mau minta bantuan kemana. Kalau yang minlok tiap bulannya, itu. Kemudian kalau ada yang hasil rapat tolong disampaikan supaya yang lain dengar, tahu.” (Head of Puskesmas)
“Plans to be done.. What should be done tomorrow.. for example this plan, that plan…what program should be conducted..For example who will assist it, who will conduct it.. Usually like that.. Then what are the barriers that may happen, if there is less support where should we ask for more support... That is how the monthly minilok is.  And then if there is meeting results.. please share so that others will also know” (Head of Puskesmas)
Regarding the advantage of having the data, one informant emphasized the importance of data for follow-up. Data will be useful if it is evaluated, and follow-up action is taken. Otherwise, the data will be regarded only to fulfill the obligation.  
“Yah manfaatnya supaya tahu ya…supaya tahu… Kalau kemudian dievaluasi. Kalau dicatat, terus dievaluasi, terus ditindaklanjuti, sangat bermanfaat. Tapi kalau hanya pelaporan dibikin, terus ditandatangan ‘Ah bodo amat lah’. Ini nanti hasilnya kayak apa, mau bagus mau nggak, yah hanya syarat untuk memenuhi laporan aja. Karena diharuskan untuk mencatat-melaporkan, ya udah gitu manfaatnya.” (Head of Puskesmas) 
“Well…the benefits are.. so that we know.. If It is then evaluated....If it is recorded,then it is being evaluated, and followed up then it would be very useful. But if the report is only written and signed and then “ah..whatever”. What the result will be..whether it is good or not, well…it is just to meet the requirement for reporting. Because it is a must to record and report data. So the benefit is just like that” (Head of Puskesmas)
b) Private Providers
For private midwives, despite no formal analysis (e.g. one midwife produce graphs for personal purpose only), the data was used to understand trends of service utilization. According to one private midwife she would be able to identify her successes or failures using this information. For example, if there is decline in the number of antenatal visits, the midwife would evaluate what may be the cause, e.g. whether the service fee is too expensive or whether there is weakness in the service.
c) Cadres
Cadres mentioned that data on under-nutrition is useful for the health center to provide follow up for nutrition improvement program (e.g. distribution of milk for under-nourished children)
 “Yang BGM ada berapa, paling nanti dapat bantuan.” (Kader in Puskesmas Y) 
“How many the BGM (below red line weight)…there will be some aid for them (children)” (Cadre in Puskesmas Y)

C. [bookmark: _Toc337563913][bookmark: _Toc340571173]Formative Study
1. [bookmark: _Toc337563914][bookmark: _Toc340571174]LAM Recording and Reporting System 

There are various MCH reports identified at Puskesmas level. These reports include LB3 KIA (specific form for MCH), Nutrition, Family Planning, Immunization, Exclusive Breastfeeding, Referral, F3 Posyandu (specific form for Posyandu). The period of reporting is monthly. The data are then compiled into an annual report. There are two data sources: internal services provided by the health center, and external services provided by Posyandu or private providers. The person in charge of recording, compiling, and reporting of the MCH data is the midwife/manager for MCH program. There was socialization of MCH recording and reporting system to Puskesmas midwives, private midwives, and cadres. For Puskesmas midwives and private midwives, this socialization included MCH LAM. 
Data on MCH services provided at health center is recorded daily by the Puskesmas midwife in the register. Every month, the data are compiled with reports from posyandu and private providers. The deadline for submission of the reports from posyandu and private providers are by the 25th and 31st, every month. But, usually the Puskesmas midwives encourage cadres and private providers to submit their report before the 31th to give the midwives more time for compiling the report. The compiled report is then submitted to district Puskesmas between 1st and 5th of the following month. 
“Laporan puskesmas tgl 25 tutup buku, kirim laporan tgl 1. Dari posyandu tgl 27 direkap untuk dikirim ke puskesmas kecamatan.” (Puskesmas Midwife)
“The reporting period for Puskesmas Report will be closed on the 25th  every month, report to be sent on the 1st (in the following month). Report from Integrated Health Post (Posyandu) are compiled by the 27th and sent to district Puskesmas” (Puskesmas Midwife)
“Tutup buku sih disini biasa tanggal 26-27, tutup buku.” (Puskesmas Midwife)
“Here, the ‘closing book’ (closing of reporting period) is usually on 26-27” (Puskesmas Midwife)
“Iya, karena membuat laporan itu ndak bisa satu hari atau dua hari selesai. Karena datanya banyak ya, kita harus ngumpulin dari bidan swasta, dari posyandu. Itu membutuhkan waktu paling tidak 3 atau 4 hari.” (Puskesmas Midwife)
“Yes, because making the report can not be done in one or to days. Because the data are plenty, we have to collect them from private midwives, Integrated Health Post (Posyandu). It takes at least 3 to 4 days” (Puskesmas Midwife)
Most of these processes are performed manually (paper-based) by the Puskesmas midwife. An informant from one health center mentioned that the staff assigned for Health Information Systems (HIS) mainly conducts data management for morbidity and other data, but not MCH data. A different situation was described by an informant from the other health center, who mentioned that the HIS staff assists in creating the report.
“Disini belum (diinput dengan computer). Petugasnya aja katanya mau dilatih. Katanya saya juga mau dilatih tapi sudah dekat pensiun, belum dilatih-latih..hehe.” (Puskesmas Midwife)
“Here, it is not yet conducted (computerized data entry). It was said that the staff will be trained. They said I also will be trained but untill I’m reaching my retirement period, I have not been trained yet…hehhee” (Puskesmas Midwife)
“Ada, petugas SIK. Sistem pelaporan yang melalui itu…tapi itu bantu untuk (data) penyakit kayaknya ya, belum semuanya.” (Puskesmas Midwife)
“Yes there is, Health Information System Staff (SIK). Reporting system that goes through the staff.. But she only assists for morbidity (data), not for all yet” (Puskesmas Midwife)
According to the midwives and cadres, cadres usually submit posyandu reports two or three days after posyandu activity. 
“Kalau saya juga besoknya, karena kami pas putaran pertama, awal bulan.” (Kader Posyandu A)
“I also (report it) the next day, because our schedule is on the first week” (Cadre of Posyandu A)
“Kalau saya gak, kadang 3 hari…hehe.” (Kader Posyandu B) 
“As for me.. No.. sometimes 3 days hehehe” Cadre of Posyandu B)
As mentioned earlier, report submission from private midwives is more problematic, as in some cases, a lot of effort is needed to obtain the reports. The difficulty may be due to other workload of private midwives, in addition to their private practices. In one health center, we also found a private midwife who does not live within the sub-district area.
“Iya, lebih banyak yang harus ditelepon…Kesadaran? Itu kayaknya belum. Masih diingatkan terus.” (Puskesmas Midwife)
“Yes..There are more of them that should be called... Awareness? It seems that it is not there yet.. They still have to be reminded” (Puskesmas Midwife)
“Yang lain, paling telepon sekali, langsung…kalau yang lain. Kalau yang itu tuh agak susah tuh, telepon sampai 3-4 kali. Atau nanti kalau memang betul-betul tidak ngasih bulan itu, bulan depan di-dobel gitu.” (Puskesmas Midwife) 
“The other...by being called once.. immediately (report it).. as for the others.. As for that one person..it is little bit difficult, being called untill 3-4 times. Or if she did not send the report that month, then the next month will be doubled” (Puskesmas Midwife)
All informants for Puskesmas or private midwives perceive that reporting from private providers to Puskesmas is compulsory, despite being no formal regulation on this. The only enforcement for private midwives to submit reports to Puskesmas is through a statement that private midwives will assist health center activities. This letter should be signed by head of health center to receive recommendation for practice permit. Although not being specifically regulated, the head of one health center stated that recording and reporting practice should be regarded as part of ‘assisting health center’s activities’. 
“Kalaupun misalnya kita terjadi kesulitan, kita lapor ke puskesmas gak ada masalah. Artinya mereka tuh mengayomi kita, kalau menurut ibu ya. Karena kita kan praktek di wilayah kita, jadi kalau ada apa-apa…karena kita praktek di wilayah kita, jadi kalau ada apa-apa, karena kita ada pelaporan kita, ada kerjasama kita, puskesmasnya akan membantu kita. Itu yang ibu rasakan.” (Private Midwife)
“Even if  for example.. we have difficulty, we just report it to Puskesmas There is  no problem on that. It means they nurture us, that is what I think...Because we are providing service in our area, so if something happen... because we submit our report, we have collaboration with  Puskesmas, then the Puskesmas will help us. That is how i feel..” (Private Midwife)
1. [bookmark: _Toc340571175]Supervision System for Recording and Reporting

There is hierarchical supervision system in place. The supervision starts from the Municipality Health Office (MHO) and District Health Center to Sub-district Health Center, and from Sub-district Health Center to private providers. In general, according to informants, the supervision is mostly done through routine meetings, i.e. coordination meeting of sub-district Puskesmas at district Puskesmas (attended also by team from MHO) and meeting of private midwives at sub-district Puskesmas. Although information from informants suggested that supervision is also conducted through direct visits, the visit may not be conducted to all supervision targets. For example, an informant from one Puskesmas mentioned that there is routine supervision visit from the district Puskesmas, while informant from the other Puskesmas said that there is no supervision visit from the district Puskesmas. A similar situation was described at private provider level. Two private midwives interviewed mentioned that there is no routine supervision visit from either sub-district Puskesmas or district Puskesmas. The supervision visit is conducted by IBI (Ikatan Bidan Indonesia/Association of Indonesia Midwives). One private midwife said that her private practice is visited by the Puskesmas and MHO only when the license period is nearly over or if there is specific occasion. 
“BPS di RB gak pernah dikunjungi.” (Private Midwife A)
“Private midwife at maternity clinic is never being visited” (Private Midwife A)
“Itu kalo nggak ada momen momen tertentu kayanya nggak ada deh. Atau bidan delima ada kegiatan gitu, baru mereka datang dan mengisi… Sudin.. kalau Sudin Jakarta Barat itu kalau saya habis.. apa habis ijin praktik.” (Private Midwife B) 
“It will not happen if there is no specific momment. Or perhaps when the Bidan Delima (Delima midwive) has certain activities, then they do the visit. About Sudin..the Sudin of West Jakarta comes when my licence is expired” (Private Midwife B)
According to informants, until now supervision is focused more on target achievement. Feedback and advice is then discussed to respond to the problems identified. Other focus of supervision is on the condition of facilities/equipments, e.g. its completeness. The feedback received by the Puskesmas, however, is felt as being emphasized more on target achievement and physical condition of the health center.
“Hmm…biasanya melihat arsip-arsip kita. Kalau misalnya belum tercapai, “oh ini belum tercapai bu, harus ini…ini”. Apa yang kurang harus kita bahas, harus kita tingkatkan.” (Puskesmas Midwife)
“Hmm.. Usually just look at our documents. If.. for example the target has not been achieved, “Oh.. this has not been achieved Ma’am..you have to do this.. this”.. What is lacking, we shall discuss it, we have to improve it” (Puskesmas Midwife)
Informants from both Puskesmas and private midwives considered supervision is needed for them to improve their performance and assess their success. A private midwife mentioned that supervision also allows her to obtain update of her knowledge or practice.
“Perlu. Kalau gak kan, kita…nanti misalnya arsip “Halah gak diperiksa ini, biarin aja mau diarsipin atau gak”. Semau kita nantinya kerjanya kalau gak disupervisi.” (Puskesmas Midwife)
“It is necessary. If it is not conducted, for example in terms of archiving.. “Huh… this is not checked, just leave it, whether it will be archieved or not”. Our work will be just as how we like it, if the work is not supervised” (Puskesmas Midwife)
“Kalau gak pernah disupervisi yah jadi cuek-cuek aja, masa bodo. Kalau ada supervise kan paling gak bersih-bersih…heboh dikit lah.” (Head of Puskesmas)
“If we never being supervised..we will be ignorant, don’t care. But if there is supervision.. at least we will clean up.. little bit busy” (Head of Puskesmas)
“Artinya kerjaan kita itu ada yang memantau ya. Kita itu kan tau keberhasilan kita itu karena ada yang mengawasi, ada yang melihat, walaupun kita praktek secara pribadi ya...jadi kita bisa berubah. Tapi kalau kita gak disupervisi kita menganggap kerja kita sudah benar aja semua…Tapi kalau kita ketemu orang, mungkin “ini begini…begini”…membahas..ilmu baru. Kalau ibu lebih senang.” (Private Midwife)
“It means that our work is monitored. We could know our success because someone is monitoring us, observing, even tough we practice privately.. so we can change. But if we are not supervised.. we will think all of our works are already correct.. But if we meet people, perhaps  (we could know) “like this one.. like that one” Discuss current knowledge.. I am much happier” (Private Midwife)
1. [bookmark: _Toc337563915][bookmark: _Toc340571176]Technical difficulties and how to address them
a) Puskesmas Level 
Difficulties expressed by informants at sub-district Puskesmas level were more related to the workload of Puskesmas midwives. There are various MCH reporting requirements, with some overlap of the information between reports increasing the burden. Puskesmas midwives usually also cover programs other than MCH (e.g. Family Planning and Nutrition). Moreover, the midwives are frequently invited to participate in activities outside the health center. Informants at the sub-district Puskesmas do not know how to overcome those obstacles, because sub-district Puskesmas only follow instruction from the above level.
“Banyak banget sih. Kayaknya lho setahu saya kerjaannya banyak sekali. Kemudian harus nyatetin sana sini…sana sini. Sehingga telat maupun itu, yah saya sudah memaklumi itu. Apa-apa…dikit-dikit…bidan. Ditambah sekarang ada Jampersal, ya KB, ya…bidan…bidan. Hampir semuanya yang turun itu ke bidan aja gitu. Jadi kalau telat-telat atau gak tercapai yah saya sudah memaklumi lah.” (Head of Puskesmas)
“There are so many of it.. According to what I know, the works are so many. And then they have to record here and there.. So that it (the report) is delayed, yeah I understand that.. Anything..comes to midwife.. Plus there is Jampersal now (new government insurence scheme for deliveries)....it is the midwife.. almost everything that has been decided goes to midwife.. So if they become late or don't achieve (the target).. I understand that” (Head of Puskesmas)
“Laporan gizi sama laporan LB3 KIA itu hampir sama juga. Itu kalau bisa diperingkas salah satu gitu ya.” (Puskesmas Midwife)
“Report on nutrition and MCH LB3 are almost similar. If possible, it could be simplify becomes one of them.” (Puskesmas Midwife)
According to an informant from district Puskesmas, the high work load of sub-district Puskesmas midwives increases risk of human error in filling in the reporting form e.g. put the data in the wrong column. The MCH programmer at the district Puskesmas usually identifies potential errors when the data doesn't make sense, e.g. the coverage of KN1 is higher than K4, or there is a large number of deaths. If errors are found by MCH programmer at sub-district Puskesmas, she will confirm the data with the sub-district Puskesmas midwife and correct it. This situation raises questions on data quality, especially when errors is not recognized by the district Puskesmas.
“...kelurahan itu kan istilahnya ujung tombak ya. Jadi volume kerja dia itu penuh. Nah kalau dia sudah membuat istilahnya deadline nya itu kadang-kadang ya eror. Misalnya sebenernya dia bukan dikolom kematian, dia masuk di kolom kematian.” (District Puskesmas)
“the sub-district is like a spearhead.. So its workload is full.  When it comes to deadline.. Sometimes they make error For example..actually the data is not supposed to be put in the mortality column, but they enter it in the mortality column” (District Puskesmas)
Delays in report submission from Posyandu and private midwives further increases the difficulty. A midwife from one Puskesmas described the difficulty in dividing the data received from private midwives into Rukun Warga (neighborhoods). This difficulty is caused by the different format of Puskesmas reports and private midwives’ reports. Puskesmas reporting requires data to be divided into RW, whereas private midwives are not required to report location details. 
“Karena mereka melaporkan tidak per RW, jadi kita kesulitan disitu. Akhirnya lama kan kita ngarang-ngarang dulu. Misalnya RW 1 penduduknya sekian, yang lahir kira-kira sekian. Kalau ndak, tanya kader. Misalnya “RW 1 kira-kira yang lahir ada 5 orang gak satu RW?”... Jadi kita bisa ngisi per RW.” (Puskesmas Midwife)
“Because they report it not for by RW (hamlet), so we have difficulties there. In the end it takes time and longer, so we make it up first. For example RW 1 has a certain number of population, so the number of birth would be approximately xxx. Or, we asked the cadre. For example ‘RW 1.. the number of birth.. are there five persons gave birth in one RW?’ So we can fill in data for each RW” (Puskesmas Midwife)
There was no difficulty raised by informants regarding LAM indicators because in general there was adequate training for the midwives. And even though one Puskesmas midwife had not been trained (because she had just been rotated), communication with MCH staff from district Puskesmas runs well, thus the midwife could consult for any difficulty in completing the MCH LAM form. 
b) Private Midwives and Cadres
Private midwives expressed no significant difficulty in MCH LAM recording and reporting system. However, apparently there is still a gap in the practice of filling in indicator data. For example, the K1 indicator, as expressed below: 
“Kalau dia sama sekali belum ketempat nakes selama kehamilan ini saya anggap K1, tapi kalau dulu kan.. kalau nggak salah itu kehamilannya trimester pertama nah tapi pasien ini belum pernah datang, dia datang trimester ke dua. Kalau dia memang tidak bohong ya, nah itu saya masukin K1 dulu gitu. Karena dia baru terjamah oeh tenaga kesehatan.” (Private Midwife)
“If she never been to health personnel during her pregnancy, I will consider it as K1.. But previously.. If i am not mistaken.. if the pregnancy is at first trimester.. but she never came, she came during her second trimester. If she is not lying.. I note it as K1 because she just had contact with health personnel.” (Private Midwife)
At Cadre level, a reported challenge was related to the new reporting form, which differentiates data by age and gender. This is considered more tedious. There was also problems with the small font size on the form, which makes it difficult for cadres to read. This became more complicated for older cadres who are still active in posyandu.  
1. [bookmark: _Toc337563916][bookmark: _Toc340571177]Potency for mobile-phone based LAMAT Recording and Reporting System 
Most informants welcome the use of mobile-based technology for reporting. This approach is perceived to be easy and speed up the reporting process i.e. private providers do not necessarily hand over the report directly to Puskesmas. 
“Jadi nggak repot repot kan ngantar, ngeprint segala macam.” (Private Midwife)
“So not to bother to drop the data, printing it, etc” (Private Midwife)
According to informants, however, there is still a need for archiving the report either in paper or electronic format (i.e. enter and save the data in computer). There was concern about future requirements for the archive to be used for evidence of reporting or just documentation.  
“Iya butuhlah mbak, rekapannya. Nanti misalnya gini “ah kamu nggak ngirim ko”, lah ini bukti saya punya nih. Kan gitu, bukti saya.” (Private Midwife)
“Yes, we surely need it, the compilation. For example like this.. “ah you did not sent your report”.. This is my proof which i have it.. like that..my proof “(Private Midwife)
Despite the ease of this method, careful considerations should be made to enable this approach to run well. Potential barriers should be anticipated. The barriers that may occur, as predicted by informants, relate to problems in data transmission between the different mobile service providers, memory capacity of the phone, and difficulty in typing the message for older health personnel/cadres. Enabling factors for this system mentioned by informants would be simplicity in the system (including in the message that should be sent), provision of mobile phone with sufficient specification, provision of phone cost (for data transmission), Puskesmas staff who are responsible for reminding private providers/cadre to report, and availability of user-friendly guidelines. 


[bookmark: _Toc337563917][bookmark: _Toc340571178]CONCLUSION
· Accuracy of data from the MCH LAM at sub-district Puskesmas is problematic to some extent. This is indicated by comparison between the MCH LAM data with results of the population-based survey, which is assumed to be the gold standard. The Puskesmas data appears to be over-estimated in one sub-district, but under-estimated in the other sub-district. Reason for the discrepancy may relate to: 1) the method used at Puskesmas to calculate the coverage of indicator which uses projected figure as the target/denominator, and 2) utilization of services by patients from outside the sub-district.  
· Timeliness of report submission from posyandu and private providers is still an issue for the two sub-district Puskesmass, although poor documentation limits the ability to draw conclusive interpretation. For RB, which has more private providers than KKA, the problem is greater. Unlike RB Puskesmas, delays were found in the submission of reports from KKA Puskesmas to district Puskesmas.
· Participation of private providers in MCH LAM in the two sub-districts was low. Although missing reports makes it difficult for this study to assess participation, qualitative information indicates that obtaining data from some of the private providers is a challenge for Puskesmas midwife. 
· Use of MCH data gathered by Puskesmas is mostly used to evaluate achievement of targets. Micro-planning sessions at Puskesmas have not utilized the MCH data to their full capacity.
· MCH LAM Recording Reporting System has been implemented in paper-work. Difficulties were found in this process. At Puskesmas level, the difficulties include the high time burden of data compilation for Puskesmas midwives who have extensive workloads, overlapping of information between the various reports, and various level of participation of private providers and cadres.  


[bookmark: _Toc337563918][bookmark: _Toc340571179]RECOMMENDATION
· This study reveals the problems with MCH LAM recording and reporting in the two study sites. Problems with the data may result in sub-optimal program/intervention planning. This situation calls for improvement in the recording and reporting systems which could lead to better program planning. Mobile-based reporting is an alternative for improvement. Development of such a system requires simplicity in the system (including in the message that should be sent), provision of mobile phone with sufficient specification, provision of phone cost, Puskesmas staff who are responsible for reminding the private providers/cadres to report, and availability of user-friendly guidelines.
· Implementation of mobile-based reporting systems to improve data collection should consider how the system could encourage participation of all parties involved in the system i.e. cadres, private providers, and Puskesmas staff. To allow sufficient evidence for the system development, findings from this study highlight the importance of piloting the system in sites where many private providers are involved in the health care delivery. 
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	S. No.
	Indicators 
	Numerator 
	Denominator

	1
	Access to prenatal care (K1):
% of pregnant women who received antenatal care from health staff for the first time in this pregnancy 
	Number of pregnant women who received antenatal care for the first time in this pregnancy, in a defined service catchment area in a defined period of time
	Number of target pregnant women in a defined service catchment area in 1 year

	2
	Coverage of complete prenatal service (K4): 
% of pregnant women who received antenatal care from health staff at least 4 times in this pregnancy 
	Number of pregnant women who received antenatal care from health staff at least 4 times in this pregnancy, in a defined service catchment area in a defined period of time
	Number of target pregnant women in a defined service catchment area in 1 year

	3
	% of births assisted by health staff (Pn):

	Number of births assisted by competent health staff in a defined service catchment area in a defined period of time
	Number of births in a defined service catchment area in 1 year

	4
	Coverage of complete post natal care for women (KF3):
% of women who have given birth AND received post birth care from health staff minimum 3 times within 42 days after the birth  
	Number of women who have given birth AND received post-birth care from health staff at least 3 times within 42 days after the birth, in a defined service catchment area in a defined period of time
	Number of births in a defined service catchment area in 1 year

	5
	Access to neonatal care (KN1):

% of neonates who received care from health staff within 6 – 48 hours after birth
	Number of neonates who received care from health providers (midwives or doctors) within 6 – 48 hours after the birth, in a defined service catchment area in a defined period of time
	Number of target infants in a defined service catchment area in 1 year 

	6
	Effectiveness and quality of neonatal service (Complete KN):
% of neonates who received care from health staff 3 times within 28 days after the birth
	Number of neonates who received care from health staff at least 3 times within 28 days after the birth, in a defined service catchment area in a defined period of time
	Number of target infants in a defined service catchment area in 1 year

	7
	Community participation in maternal care:
	Number of pregnant women with high risk pregnancies who identified by community, in a defined service catchment area in a defined period of time
	20% of number of target pregnant women in a defined service catchment area in 1 year

	8
	Coverage of care for obstetric complications
% of obstetric complication cases that received definitive care
	Number of obstetric complication cases that received definitive care, in a defined service catchment area in a defined period of time
	20% of number of pregnant women in a defined service catchment area in 1 year

	9
	Coverage of care for neonatal complications:
% of neonatal complication cases that received definitive care
	Number of neonatal complication cases that received definitive care, in a defined service catchment area in a defined period of time
	15% of number of target infants in a defined service catchment area in 1 year

	10
	Coverage of health care services for infants aged 29 days – 12 months
	Number of infants who received standardized health care at least 4 times, in a defined service catchment area in a defined period of time
	Number of target infants in a defined service catchment area in 1 year

	11
	Coverage of health care service for children aged 12 - 59 months
	Number of children 12 – 59 months who received minimum health care services, in a defined service catchment area in a defined period of time  
	Number of children age 12 – 59 months in a defined service catchment area in 1 year

	12
	Coverage of Integrated Management of Childhood Illnesses (IMCI)
	Number of children 12 – 59 months who had illnesses AND received care in accordance to IMCI protocol at a Puskesmas, in a defined service catchment area in a defined period of time 
	Number of children 12 – 59 months who had illnesses AND visited a Puskesmas in a defined service catchment area in 1 year

	13
	Coverage of Family Planning service
	Number of couples of reproductive-age who use any non-natural anti-contraceptive method in a defined service catchment area in a defined period of time
	Number of reproductive-age couples in a defined service catchment area in 1 year





	
		
Annex 9. PRELIMINARY REPORT

HATI KAMI LQAS SURVEY ON INFANT FEEDING PRACTICE
(CHILDREN 0-23 MONTHS) IN WEST JAKARTA.

SUMMARY

The Hati Kami Program - aims to build a cost effective and replicable model to strengthen the utilization and quality of health care services to improve the continuum of care for mothers, newborns and infants among Jakarta’s poor residents. In the absence of a mid-term evaluation, Hati Kami has conducted a survey examining project outcomes and achievements at the end of its third year.  Findings will inform program implementation for the final year of the project.  

A random sample of women with children aged 0-23 months from the 14 participating supervision areas were surveyed about their infant feeding practices. Key indicators included initiation of breastfeeding, exclusive breastfeeding, pre-lacteal feeding, and access to a child health booklet. Additional indicators assessed included immunization, and treatment of diarrhea in children.  Findings indicate that key areas for program improvement are rates of exclusive breastfeeding, pre-lacteal feeds, and use of oral rehydration solution (ORS) for treatment of diarrhea. Although rates of zinc use did not meet pre-determined criteria for priority action, it is likely that activities aiming to improve use of ORS would also target rates of zinc use. The project team will discuss these results with key stakeholders to develop the most appropriate strategy for future action.  

PROGRAM OVERVIEW

The Hati Kami Program - project aims to build a cost effective and replicable model to strengthen the utilization and quality of health care services to improve the continuum of care for mothers, newborns and infants among Jakarta’s poor residents. Mercy Corps aims to accomplish this via two strategic objectives: (i) Improve maternal and child care and nutrition practices and (ii) Improve the quality of maternal, newborn and infant services. 

Hati Kami is implemented in poor areas in eight sub-districts of Cengkareng and Kalideres districts of West Jakarta Municipality, Indonesia.  These sites were selected jointly by Mercy Corps and the Provincial Health Office based on the poorest health indicators for the province of Jakarta, and where Mercy Corps has established relationships and trust with the local district government and Department of Health. The implementation period is October 2010 to September 2014.  

PURPOSE OF MONITORING SURVEY AND METHODOLOGY

Purpose
This monitoring survey will provide a basis for identifying which Hati Kami program targets are being effectively achieved at the end of Year 3 of program implementation, and which areas require priority action for ongoing program activities.  Findings from this survey will provide program feedback and inform ongoing implementation and strategic approach of Hati Kami in its final year.  

Location and sampling approach
The first stage of this survey targeted mothers with children aged 0-23 months.  The second stage will target pregnant women.  This is still in progress, and the current report will describe findings from the surveys of mothers only.  The intervention area was divided into 14 'Supervision Areas' (SA), based on the catchment area of each public health clinic (Puskesmas Kelurahan) in eight sub-districts. Performance on each indicator is reported for each SA and for the total area.  Within these areas, the sample was identified using the Lot Quality Assurance Survey (LQAS) method which is used to identify products (or lots) with poor outcomes; in this framework mothers or pregnant women were considered as the products of program intervention. Using a stratified, random sampling design, 19 women were selected from all lots (the 14 SAs), providing a total of 266 participants. Seven enumerators and one field supervisor contacted women and completed survey questionnaires. 

Program Indicators 
Key program indicators defined by the M&E work plan are listed in Table 2. These were measured in the 30 cluster Knowledge, Practice and Coverage (KPC) baseline survey, and in the survey described here. Within each SA, the rate for each indicator was compared to the target rate, and also to the average rate for the study.  For each indicator, if the SA performed more poorly than both the target and average rate, then this SA was classified a 'high priority' for further action.  If an SA performed more poorly than just one of these rates, it was classified as 'secondary priority'.  If the SA did not perform more poorly than the target rate or the average rate, this the SA was classified as 'not a priority' for the particular indicator.  

MAIN FINDINGS

Timely Initiation of Breastfeeding
Immediate skin-to-skin contact between infant and mother right after birth is an important child survival indicator, and is described here as timely initiation of breastfeeding.  The average rate of skin-to-skin contact within 1 hour after delivery was measured 69.9% in this LQAS; seven SAs were rated below the project target of 72% (Cengkareng Barat 2, Duri Kosambi 1, Duri Kosambi 2, Kamal 1, Kapuk 1, Kapuk 2, and Kedaung Kaliangke; range 42.1-63.2%).  The baseline KPC value was 62.3%, but comparisons with this are not possible due to changes in survey methodology.  

The more strict indicator of ‘early initiation of breastfeeding’ is defined as immediate skin-to-skin contact that lasted at least 1 hour, or until the newborn stopped suckling the breast. On average, 59% of respondents initiated breastfeeding immediately after birth.  Eight SAs were identified as needing to improve their coverage (Cengkareng Timur, Duri Kosambi 1, Duri Kosambi 2, Kamal 1, Kapuk 1, Kapuk 2, Kedaung Kaliangke, and Tegal Alur 3; range 31.6-57.9%). Although these findings identify areas where coverage of immediate breastfeeding could be improved, initiation of breastfeeding was not identified as a target for priority action. Although incomparable, when raw data available from the baseline KPC was analyzed, the value for this same indicator 23.3%. 

Exclusive breastfeeding
Indicator used to measure exclusive breastfeeding is the proportion of children age 0-5 months who were exclusively breastfed during the last 24 hours prior to the survey. The average coverage is 51.6%, and eight SAs have a reported coverage below the average coverage (Cengkareng Barat 1, Cengkareng Timur, Duri Kosambi 2, Rawa Buaya, Kamal 2, Kapuk 2, Kedaung Kaliangke, and Tegal Alur 3; range 14.3-50.0%). Although the KPC end of project target for this indicator is set at 15%, showing it is not a priority for all SAs, except for Cengkareng Barat 1 to improve. However, with a total sample of 93 (out of 266) in this LQAS this indicator is currently undefined (Not Defined = ND).   

Pre-lacteal feeds
Pre-lacteal feeds KPC indicator is defined as children age 0-23 months who was breastfed at any point in its life who did not receive any food or liquid other than breast milk within the first 3 days after delivery. The average rates of pre-lacteal feeding were 60.2%.  This was superior to the target rate of 55%, and only four SAs reported rates below the target (range 36.80-47.4%).  Although this is not a priority area with respect to achieving the already exceeded target coverage (set at 55% at the endline). However, the project will investigate if the same achievement among infants under 6 months of age take place.

Rapid CATCH Indicators
The interventions described here focused on improving a range of target indicators related to breastfeeding.  However, an additional number of indicators were monitored as requested by USAID, Rapid CATCH Indicators. They are:
· Antenatal Care: Coverage of children age 0-23 months who had four or more antenatal visits when they were pregnant with the youngest child at 96.6%
· Skilled Birth Attendant: Coverage of children 0-23 months whose births were attended by skilled personnel was 98.9%.
· Coverage of Post Natal Visit to check on newborn within the first 2 days after birth was 89.1%.
· Coverage of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices were at 97.7%.
· Access to Immunization Services: Percentage of children age 12-23 months who received DPT1 according to the vaccination card or mother’s recall by the time of the survey. Average coverage was 62.6%. 
· Use of Oral Rehydration Solution (ORS) for diarrhea: coverage rates were only 17.1%. 
· Coverage of appropriate hand washing practices among children 0-23 months of age were 33.1%.   

DISCUSSION AND CONCLUSIONS

Promoting rates of breastfeeding is central to Hati Kami activities. Alongside appropriate hand washing, and use of oral rehydration solution for treatment of diarrhea, children can have an optimum protection to survive childhood. This evaluation represents the initial impact of Hati Kami in West Jakarta.  Importantly, it demonstrates areas of greatest success, and areas for targeting program improvements.

The rates of initiating breastfeeding immediately after birth have increased from baseline of 23.3% to 59.0%.  Although this improvement shows that the project is on track in meeting its target set at 33%, the challenges that disable the practice at formula compromised facilities required Hati Kami to continue project activities and maintain the supporting environment for newborn survival.  Another important improvement was the rates of non prelacteal fed children, which increased from 47% to 60.2%, well above the target rate of 55%.  

In contrast, measured at 51.6%, the rate of exclusive breastfeeding was inconclusive given the very small total sample of 93 out of 266 children 0-23 months. This is why Hati Kami will conduct an LQAS not only for pregnant women but also another to know the breastfeeding practice among infants 0-6 months. This is a priority in the coming year.  From these preliminary findings, it appears that the greatest impact of Hati Kami has been on feeding behaviors that occur in close temporal proximity to birth (initiation of breastfeeding and pre-lacteal feeding). Improving feeding behaviors beyond the perinatal period may require Hati Kami activities to be extended through the post-natal period or specifically targeted to mothers with older infants. 

Other indicators which fell well below targets were provision of ORS treatment for diarrhea in infants. Adequate treatment of diarrhea using ORS (and zinc tablets) is a core component of government policy to reduce infant morbidity and mortality in this region. It is not yet clear why these rates are lower than targeted. It is likely that suitable interventions to improve these indicators will target both community members and health professionals.  It is likely that activities aiming to improve use of ORS could also target rates of zinc use. According to West Jakarta Health Office (its Health Problem Control division), Zinc was adopted by the municipality into diarrhea management protocol in children since 2009 as part of the international standard accreditation of health service provider’s quality assurance assessment. The challenges in the use of Zinc for diarrhea treatment has been: the high turn-overs of Puskesmas staff including physician and pharmacist, requiring constant reminder of the protocol and making it difficult to implement Zinc tablet distribution to diarrhea patients. Another challenge is that not all physicians would prescribe Zinc tablet to manage the high prevalence of diarrhea.

The key SAs which included at least four priority indicators were Cengkareng Barat 1, Duri Kosambi 2, KML 1, KML 2, Rawa Buaya, and Tegal Alur 3. The immediate action for the project team will be to meet with key stakeholders to discuss the implications of these findings, and develop a strategy to guide ongoing implementation of Hati Kami. 

Table 1: Supervision Areas for monitoring
	Supervision Area
	SA Code
	District
	Puskesmas Service Area Coverage
	Sample size

	1. Cengkareng Barat 1
	CB1
	Cengkareng
	RW 7, RW 8, RW 9, RW 10, RW 14
	19

	2. Cengkareng Barat 2
	CB2
	Cengkareng
	RW 1, RW 2, RW 3, RW 4, RW 5, RW 6
	19

	3. Cengkareng Timur
	CT
	Cengkareng
	RW 1, RW 2, RW 3, RW 4, RW 5, RW 6, RW 7, RW 8, RW 9, RW 10, RW 11, RW 12, RW 13, RW 14, RW 15, RW 16, RW 17
	19

	4. Duri Kosambi 1
	DK1
	Cengkareng
	RW 1, RW 2, RW 4, RW 5, RW 14
	19

	5. Duri Kosambi 2
	DK2
	Cengkareng
	RW 3, RW 6, RW 7, RW 8, RW 11, RW 12
	19

	6. Rawa Buaya
	RB
	Cengkareng
	RW 1, RW 2, RW 3, RW 4, RW 11, RW 12
	19

	7. Tegal Alur 1
	TA1
	Kalideres
	RW 2, RW 3, RW 6, RW 7, RW 9, RW 13
	19

	8. Tegal Alur 2
	TA2
	Kalideres
	RW 5, RW 10, RW 11
	19

	9. Tegal Alur 3
	TA3
	Kalideres
	RW 1, RW 8, RW 12 
	19

	10. KML 1
	KML1
	Kalideres
	RW 1, RW 2, RW 7, RW 8, RW 9
	19

	11. KML 2
	KML2
	Kalideres
	RW 3, RW 4, RW 5, RW 6
	19

	12. KPK 1
	KPK1
	Cengkareng
	RW 3, RW 6, RW 8¸RW 9, RW 11, RW 12, RW 13, RW 14, RW 16
	19

	13. KPK 2
	KPK2
	Cengkareng
	RW 1, RW 2¸ RW 4, RW 5, RW 6, RW 7, RW 10, RW 15 
	19

	14. Kedaung Kaliangke
	kka
	Cengkareng
	RW 1, RW 2, RW 3, RW 4, RW 5, RW 6, RW 7, RW 8
	19



	Mother of 0-23 Month _	LQAS I -49	
Annex 10. Summary of SBMR baseline score for 40 participating midwives in Hati Kami project in Year 3.
	


	List of Standard n SBMR checklist
	100% compliance score
	Average participant score
	Average compliance to standard (%)

	Checklist 1
	Antenatal Care
	10
	8.7
	87%

	Checklist 2
	Normal delivery and newborn care
	20
	17.6
	88%

	Checklist 3
	post partum care and post natal care
	16
	14.8
	93%

	Checklist 4
	Management of Delivery complication
	12
	10.4
	87%

	Checklist 5
	Family Planning service
	20
	17.7
	89%

	Checklist 6
	Injection and Birth Control Pills administration
	7
	6.15
	88%

	Checklist 7
	Child Immunization
	5
	4.5
	90%

	Checklist 8
	Early Initiation of breastfeeding and Exclusive breastfeeding
	7
	4.4
	62%

	Checklist 9
	Infection Control 
	15
	10.9
	73%

	
	Overall Average
	112
	95.1
	85%
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