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Acronyms

ACCESS Access to Clinical and Community Maternal, Neonatal and Women’s
Health Services (USAID)

ACSD Accelerated Child Survival and Development

ANC Antenatal Care

BASICS Basic Support for Child Survival (USAID)

BCC Behavior Change Communication

CBMNC Community-Based Maternal and Newborn Care (package)

CCAP Church of Central Africa (Presbyterian)

CHAM Christian Health Association of Malawi

CM Community Mobilization

CS-22 USAID/CSHGP - 22™ cycle

CSHGP Child Survival and Health Grants Program

DHMT District Health Management Team

DHO District Health Officer/District Health Officer

DHS Demographic and Health Survey

DIP Detailed Implementation Plan

DIP District Implementation Plan

DSMB Data Safety Monitoring Board
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EHP Essential Health package

ENC Essential Newborn Care

EONC Essential Obstetric and Newborn Care

FTE Full Time Equivalent

GOM Government of Malawi

HMIS Health Information Management System

HSA Health Surveillance Assistant

ICH Institute of Child Health

IEC Information, Education, Communication

IMCI Integrated Management of Childhood IlInesses

KMC Kangaroo Mother Care

LBW Low Birth Weight

LQAS Lot Quality Assurance Sampling

MCH Maternal and Child Health

MCHIP Maternal and Child Health Integrated Program (USAID)

MDG Millennium Development Goal

MMR Maternal Mortality Ratio

MNC Maternal and Newborn Care

M&E Monitoring and Evaluation

MNBHP Malawi Newborn Health Program (Save the Children)

MOH Ministry of Health

MTE Midterm Review

NBHP Newborn Health Program

NMR Neonatal Mortality Rate

PNMCH Partnership for Newborn, Maternal, and Child Health
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PNC
RCT
RHU
SWAp
SNL
SNL1
SNL2
TA
TBA
TOT
UNFPA
UNICEF
USAID
WHO
WRASM

NOTE

Postnatal Care

Randomized Control Trial

Reproductive Health Unit

Sector Wide Approach

Saving Newborn Lives (funded by the Bill & Melinda Gates Foundation)
Saving Newborn Lives (phase 1)

Saving Newborn Lives (phase 2)

Technical Assistance

Traditional Birth Attendant

Training of Trainers

United Nations Fund for Population Activities
United Nation’s Children Fund

United States Agency for International Development
World Health Organization

White Ribbon Alliance for Safe Motherhood

The Malawi Newborn Health Program midterm evaluation (MTE) was
conducted 20-30 April, 2009, prior to posting by USAID/CSHGP of revised
Guidelines for the Mid-Term Evaluation Report in July 2009. Every effort was
made to configure the report using the prescribed new format. Please advise if
CSHGP requires additional information or clarification for any section.
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A.  Preliminary Information

Description of program  Save the Children (SC) is implementing the Malawi Newbom Health Program (MNBHP or
NBH Program), a five-year Expanded Impact (CS-22 cycle) project at the national-level (100% matemal and newbom
health with focus on the neonate). The MINBHP - carried out in partnership with the MOH, UNICEF, and other key
stakeholders - reaches approximately 500,000 neonates (0-28 days) bom in Malawi every year and their mothers. The
national-level MNBHP supports the government’s Essential Health package (EHP) and Accelerated Child Survival and
Development (ACSD) Strategy for Integrated Management of Childhood Iliness (IMCI), including community IMCI (c-
IMCI); and is integrated into a multi-year (2005-15) national initiative led by the MOH and guided by The Road Map for
Accelerating Reduction of Matermal and Newborn Mortality and Morbidity in Malawi (Road Map), the national
framework adopted by the Government of Malawi (GOM) in 2005 and launched officially in March 2007. The Malawi
NBH Program is co-funded from two complementary sources: the United States Agency for Intemational Development
(USAID)/Child Survival and Health Grant Program (CSHGP) and SC Saving Newbom Lives Il (SNIL Phase Il —match
and cost-share), supported by the Bill & Melinda Gates Foundation. The MNBHP is integrated as a single program
through a merged work plan and unified team functioning. The NBHP is closely coordinated with SC’s community-
based ACCESS activities in partnership with JPIEGO. CSHGP funds also support leaming activities at the district level,
including (1) a sub-grant to Ekwendeni Church of Central Africa Presbyterian (CCAP) Mission Hospital (Ekwendeni) —
a Christian Health Association of Malawi (CHAM) facility - for development, documentation, and dissemination of the
Agogo Approach; and (2) technical assistance to Mzimba District for essential newbom care (ENC) and Kangaroo
Mother Care (KMC). As match, SNL funds a three-district demonstration of the national community-based maternal and
newbom care (CBMNC) package in the districts of Chitipa, Dowa, and Thyolo.

Goal, strategic objective, intermediate results The overarching strategic objective of the MNBHP is increased
sustainable use of key matermal and neonatal health services and practices. There are four intermediate results that
support attainment of the strategic objective and ultimately, the program goal of reduced neonatal mortality and morbidity
to meet Malawi’s Millennium Development Goals (MDGs) by 2015: IR-1: Increased availability of and access to key
matemal and newbom care services; IR-2: Improved quality of key matermal and newbom care services; IR-3: Improved
household-level knowledge and attitudes related to key essential newbom care and related matemal care behaviors; and
IR-4: Improved policy and enabling social environment for matermal and newbom health.

Main accomplishments  Key accomplishments to date include (but are not limited to): (1) design and use, with MOH
and partners, of the Integrated Matermal and Newbom Care (IMNC) Training Manual to train health workers; (2)
expansion of kangaroo mother care (KMC) in 14 program-supported facilities; (3) development and use of the Health
Sunveillance Assistants (HSA) community-based matemal and newbom care (CBMNC) training package; (4) training of
forty district-level trainers in CBMINC; (5) supervisor training in the three demonstration (*'leaming”) districts; (6) training
HSAs and health workers in the three demonstration districts in community- and facility-based maternal and newbom
care, respectively; and, (7) deployment of HSAs to the field with extensive contacts at the household level in MNC
resulting in reported increases in antenatal care (ANC) and facility-based deliveries in program sites.

The MNBHP is well designed and strategic in its approach. Noteworthy is its commitment to working within the MOH
structure and avoiding the creation of parallel systerms. Since inception, SC has continually adapted to the program
environment and has seized opportunities to improve programming and address gaps as identified. The program team has
worked hand-in-hand with the MOH/RHU, UNICEF and other partners throughout programming to maintain
momentum and acommitment to excellence. Asaresult, SC’s role in implementing the MINBHP has expanded beyond
the original design. The team has risen to the challenges inherent in program expansion and has maintained complete
dedication to the program’s vision, goals and objectives. At this point in programming, it is evident that SC isawell
respected partner in Malawi’s health sector arena via: a) global and local technical leadership in newbom health; b) long-
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term relationships with partners and stakeholders in Malawi; ¢) strategic technical input for policy and guidelines dialogue
and development, training curricula design and development; and, d) technical and material input for building health
provider capacity to provide quality essential newbom care (ENC). SC’s primary role as a national-level partner to the
MOH is as a reference, catalyst and technical resource for newbom health in Malawi. The match-funded community-
based MNC package, including its facility component, is a sound model for the delivery of these critical services in rural
areas of Malawi. This effort is led by the MOH/RHU and is in direct alignment with the Road Map and the GOM’s
ACSD Framework for IMCI and supports and enhances the EHP. Demonstration of the package was designed asa
partnership between and among the MOH/RHU, SC and UNICEF, with periodic participation from WHO and
UNFPA. The program is designed as an implementation and leaming activity to demonstrate the scalability of amodel for
delivering a package of facility and community-based maternal and newbom care services.

Table1: Summary Table of Major Project Accomplishments (all in partnership with MOH/RHU, UNICEF,

others)

Strategic Objective: Increased sustainable use of key maternal and neonatal services and practices

Inputs | Activities | Outputs Outcome

IR-1: Increased availability of and access to key matermal and newbom care services

Roll out of MOH CBMINC package in 3 Training of trainersand 292 HSAstrainedin CBMNC Improved community-based

districts (+ 3 ACCESS districts). Adaptation | HSAsinCBMNC package | package; 376 HSAs trained in accessto quality ENC

of TOT and HSA training materials; training | andCM community mobilizationin3

funds from SC and UNICEF; development demonstration districts

and production of BCC materials;

development of Integrated Manual for health

workers

Development of Integrated Manual with Training of healthworkers | 292 HSAs deployed tofieldand Improved access to KMC

KMC module; training fundsfromSCand | inKMC making antenatal and post-natal visits

districts; supplies for health feciliies

14 KMC units operational

IR-2: Improved quality of key maternal and newbom care services

Transport, supervision tools, joint planning Jointsupervision (DHMT, | Jointsupervision heldinall 3 Improved HSA quality and
SC, UNICEF, RHU) demonstration districts accountability

IR-3: Improved household-level knowledge and attitudes related to key essential newborn care and related matermal care

behaviors

Sub-grantagreementto Ekwendeni Mission | Trainingyfefreshing of 4100grandparents trainedin ENC and | Increased demand for key

Hospital grandparents in Mzimba BCC messages services and practioss
District

IR-4: Improved policy and enabling social environment for materal and newbom health

Collaborationwith RHU, UNICEF, WHO, | Wiiting, organizing, Integrated Matemal and Child Health | National standards for training

USAID, ACCESS, others reviewing, joint decisiorn- Manual and practice in health facilities
making

Primary constraints, problems, areas in need of further attention The greatest threat to the success of the MNBHP
is resource availability - human and financial - to take the CBMNC packagge to scale at a national level. In spite of MOH
“ownership” and likely final endorsement of the package, it is unclear how a large-scale implementation of the package in
all 28 districts will be funded. In general, challenges to scaling up newbom care are serious: resource limitations, structural
impediments and competing political priorities across the MOH. Funding constraints are common across the health
sector, and without stronger political priority for newbom health, it is uncertain whether models like the CBMNC package
can be fully implemented or sustained. Malawi’s decentralized govemment health system complicates the funding and
coordination of newbom care across the country. District health budgets, created by District Health Management Teams
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(DHMT), reflect the priorities of the district and non-government donors, not necessarily directives from the national
MOH. Bath the central Ministry and the DHMTS rely on the Sector Wide Approach (SWAp) as the source of funds for
their health sector investments. Over the past two years, SWAp funds have declined considerably (though no one was
able to give a precise figure), pushing central and district health authorities to cut their budgets. In addition, program
partners at the national level have delayed their funding commitments for implementation of the package. UNICEF
originally committed to support the training of HSAs in the CBMNC package in the three pilot districts and to provide
supplies and equipment to the HSAs and participating health facilities. While it did support training of trainers and some of
the subsequent training, it has not yet met its full commitment, resulting ina delay in training and fully equipping HSAs.

Summary of conclusions  Inakey relationship with the Malawi Ministry of Health Reproductive Health Unit
(MOH/RHU), SC has stepped into the matermal and newbom health arena with a full commitment to introducing and
scaling up evidence-based best practices for improved health outcomes, with a particular focus on the neonate. In one of
the poorest countries in the world, this is no small task. The design and intent of the MNBHP are exactly right. The
program is led by the MOH and framed within both the Road Map and the ACSD/IMCI Framework. The development
environment in Malawi is extraordinarily challenging. The health indicators are indicative of a fragile system and of a
population with limited access to quality care—if even available. The MNBHP responds to the absolute need for
community-based access to improved services for mothers and newboms. Through its catalytic role, SC is facilitating
Malawi’s first real opportunity to address this dramatic gap in services at the community and household levels. At the
same time, the program recognizes the need to strengthen facility capacity for MINC. At this point, the package is added to
existing services as opposed to being fully integrated — this is fine now but will need to mature over time, to move beyond
the pilot stage to a point where all elements of the package are truly institutionalized into the health service delivery system.

Selected key recommendations

e  Establish performance criteria to objectively measure the quality of KMC services being provided. Criteria to
measure provider performance for KMC would be developed from standards of care for KMC such as
consistent warming, use of calibrated cups to measure breast milk intake, proper weighing of newborms.

e Move forward with the development of messages and dissemination plans with districts to educate district
transport officers to include sick newboms as a priority for emergency transport.

e  Collaborate with DHMTs and UNICEF to develop a training plan for remaining HSAS and supervisors.
Outline funding requirements and partner funding commitments as well as partner roles and responsibilities and
complete remaining training by the end of 2009.

e  |dentify other program platforms, e.g.., CHAM, Catalytic Initiative in 10 districts, new USAID programand
most importantly, newv districts via government investment.

e Work closely with the national Health Management Unit (HMU) in iits review and revision of the HMIS
indicators and ensure that all newbom health indicators are consistent with global standards (e.g. the indicator of
postnatal care of the newbom is listed as “one week visit” as opposed to the current standard of 24-48 hours).
During this process, review and amend the Road Map indicators that have been met or surpassed.

o  Toworkwith key partners in safe motherhood programs, review and identify performance and quality
improvement tools available to measure the quality of facility-based MINH services. Tools can be introduced to
DHMTSs to reinforce clinical supervision.

e Thereisaneedto define the product(s) and the “packaging’ of materials the MNBHP wants to have at the
conclusion of their activities to document the processes that led to stated successes.
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B.  Overview of the Project

Goal, strategic objective, intermediate results The overarching strategic objective of the MNBHP is increased
sustainable use of key matermal and neonatal health services and practices. There are four intermediate results that
support attainment of the strategic objective and ultimately, the program goal of reduced neonatal mortality and
morbidity to meet Malawi’s Millennium Development Goals (MDGs) by 2015: IR-1: Increased availability of and access
to key matemal and newbom care services; IR-2: Improved quality of key matemal and newbom care services; IR-3
Improved household-level knowledge and attitudes related to key essential newbom care and related matemal care
behaviors; and IR-4 Improved policy and enabling social environment for matemal and newbom health.

Figure 1. Results Framework

GOAL:
Reduce neonatal mortality and morbidity to meet Malawi’s Millennium Development Goals
(MDGs) by 2015

A 4

STRATEGIC OBJECTIVE:
Increased sustainable use of key matermal and neonatal heath services and practices

l

l

l

l

IR-1: Increased IR-2: Improved quality IR-3: Improved household- IR-4: Improved policy
availability of and acoess to of key matemal and level attitudes and knowledge of and enabling social
key matemal and newbom Newbom care services key essential newbom careand environment for matemal
care services related matermal care behaviors and newbom heslth

Project location This isa national level Expanded Impact project - with leaming activities in the districts of Chitipa,
Mzimba, Mchinji, Dowa, and Thyolo.

Estimated project area population The MNBHP - carried out in partnership with the MOH, UNICEF, and other key
stakeholders - reaches approximately 500,000 neonates (0-28 days) bom in Malawi every year and their mothers. (This
population figure was agreed upon with CSHGP at DIP review.)

Technical and cross-cutting interventions The MNBHP is a five-year Expanded Impact (CS-22 cycle) project at the
nationalHevel. The CSHGP technical intervention is maternal and newborn health (100%) with focus on the neonate.

Cross-cutting interventions include: advocacy for policy change, community mobilization, and process documentation.
Behavior change communication is a cross-cutting intervention used by Ekwendeni Mission Hospital, SC’s sub-grant
partner for the agogo approach.

Project design The MINBHP supports the govemment’s Essential Health package (EHP) and Accelerated Child
Survival and Development (ACSD) Strategy for Integrated Management of Childhood Iliness (IMCI), including
community IMCI (c-IMCI); and is integrated into a multi-year (2005-15) national initiative led by the MOH and guided
by The Road Map for Accelerating Reduction of Maternal and Newbom Mortality and Morbidity in Malawi (Road
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Map), the national framework adopted by the Government of Malawi (GOM) in 2005 and launched officially in March
2007. Road Map partners at the national level include the United Nations Children’s Fund (UNICEF), the World Health
Organization (WHO), the United Nations Population Fund (UNFPA), and others. SC is also a core member of USAID
global flagship project Matemal and Child Health Integrated Program (MCHIP), and has been a partner with JHPIEGO
in Access to Clinical and Community Matermal, Neonatal and VWomen’s Health Services (ACCESS) in Malawi. SC’s
primary role as a national-level partner to the MOH is as a reference, catalyst and technical resource for
newborn health in Malawi. At the community level, SC has supported sub-grant partner Ekwendeni Mission Hospital
in Mzimba District to develop and package its agogo approach to community mobilization and behavior change. With
match funding from SC SNIL, SC is collaborating closely with MOH/RHU in the design, monitoring, and evaluation of a
demonstration of the national CBMNC package in the districts of Chitipa, Dowa, and Thyolo. Through its partnership in
ACCESS, SC has led community mobilization in three additional districts where the CBMINC package is being
demonstrated. This effort will continue under MCHIP.

SNL matching funds are primarily focused on design, development, and evaluation of a community-based matemal and
newbom care (CBMNC) package and operations research/evaluation to generate feasibility evidence for delivery of the
package by Health Sunveillance Assistance (HSAS) in the three leaming districts of Chitipa, Dowa, and Thyolo. Roll-out
of the community-based package is led by the Ministry of Health (MOH) Reproductive Health Unit (RHU) and partially
funded by UNICEF with significant technical, material, and funding inputs from SC. KMC scale up is cost-shared. In
addition, SN supported the Mai Mwana Project - carried out by the Institute for Child Health (ICH), University of
London —in Mchinji District, a randomized control trial (RCT) of a set of community-based interventions for newbom
care, now coming to an end. Through SC, Mai Mwana has contributed its experience and lessons learmed to development
of the CBMNC package.

Partnerships, including USAID Mission collaboration  To address the many challenges to achieving impact at scale
for matermal and newbom health, SC works at the national level and: (1) supports Govermment of Malawi strategies and
integration of maternal and newbom care into existing strategies, programs, and packages, including: () Sector Wide
Approach (SWAp), (b) Essential Health Program (EHP), (¢) Road Map for Accelerated Reduction of Matemal and
Newbom Mortality and Morbidity, (c) Accelerated Child Survival and Development (ACSD) Strategy for Integrated
Management of Childhood Iliness (IMCI); (2) generates evidence through implementation research and evaluation on
design and delivery of a community-based matemal and newbom care package integrated with the SWAp, EHP, Road
Map, and ACSD/IMCI to be taken to scale in all 28 districts of Malawi; (3) partners with the Ministry of Health (MOH),
UNICEF, WHO, UNFPA, and other national and intemational stakeholders in supporting joint planning, review,
implementation, and evaluation to reach common goals and objectives; (4) plays a technical leadership role on national-
level task forces and working groups in order to ensure quality newbom care along the household-to-facility continuum of
care; (5) engages strategic partnerships at the national level, including: (a) Partnership for Matermal, Newbomn, and Child
Health (PNIMCH), (b) White Ribbon Alliance for Safe Motherhood in Malawi (WRASM); (6) in partnership with
JHPIEGO, cooperates with the USAID Mission in implementation of ACCESS and upcoming MCHIP; and (7)
influences national policy through strengthening the enabling environment, including local advocacy capacity
(WRASM), and ensuring incorporation of evidence-based best practices into Malawi’s policies, norms, and protocols.

C.  DataQuality: Strengths and Limitations

The MNBHP overlaps in time with the Malawi Road Map’s first two phases (2005-08 and 2009-11) and contributes to
achieving Road Map goals, objectives and targets. To ensure that progress towards the MNBHP goal and objectives of
the program is tracked and assessed, an MI&E plan was designed by the MNBHP team. The development and
refinement of this M&E plan has been a long and complex process. As part of the DIP development process, a review of
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indicators from the Road Map, MICS, MDHS and the HMIS was done. This resulted in the selection of national-level
program indicators relating to the neonate.

Apart from the national-level data from DHS and MICS being used to track progress, the indicators in the CBMNC
package M&E plan include high level (impact and outcome), district-level Management of Information Systems (MIS)
and lower-level process indicators (output, activity and input). The higher level indicators include population-based data;
and lower-level indicators refer to program data. Indicators with their detailed definitions, sources and the person
responsible for collecting the data for each indicator are available in the MNBHP Performance and Monitoring Plan. Each
indicator has a baseline value and a target for 2010. The baseline values and the targets are district specific. Higher-level
indicators are measured at baseline and endline and by using national level data from the MICS and DHS. The
implementation schedule for lower level indicators will be tracked using a quarterly reporting format.

After discussion with USAID/CSHGP —and to satisfy the CSHGP requirement for Rapid CATCH data - a standard 30-
cluster Knowledge, Practice, and Coverage (KPC) survey was conducted in Mzimba District at baseline. The Mzimba
survey will be repeated at endline (mid-2011) to capture changes in the Rapid CATCH and materal/newbom indicators
measured. Lot Quality Assurance Sampling (LQAS) methodology will be used at endline in order to determine
differences (if any) between agogo approach areas and those not covered by that approach. Inaddition to the population-
based sunvey in Mzimba, a qualitative assessment was conducted at baseline by sub-grantee partner Ekwendeni Mission
Hospital to inform the agogo approach activities.

For the match-funded CBMINC package being tested in Chitipa, Dowa, and Thyolo Districts - in collaboration with
DHOs and MOH/RHU - M&E tools and approaches include formative research, population-based sunveys (baseline and
endline), a baseline health facility assessment, process monitoring, process documentation, and a costing study.
Beneficiaries are also tracked annually. These tools and approaches are described in detail below.

Formative Research  In Chitipa, Dowa, and Thyolo, a formative inquiry focusing on household roles, knowledge and
practices for matermal and newbom care was conducted in October 2008. This formative research included a study of
HSA workload and perceptions (acceptability) of HSAs in the delivery of matemal and newborm home care.

Population-Based Survey  In addition to the Mzimba baseline for CC-22, SC also conducted a population-based 30-
cluster survey in the three leaming districts prior to introduction of the CBMNC package; and an endline survey will be
conducted at the end of the program so that changes in the knowledge, behavior, and coverage of essential matermal, and
newbom care services and practices can be assessed. The baseline survey was carried out between November 2007 and
January 2008, surveyed 300 women ages 15-49 with a live birth in the previous year. These additional surveys were
funded through SNIL match.

Health Facility Assessment A health facility assessment focusing on availability and quality of matermal and newbom
care services, supplies, infrastructure, and manpowver was carried out in the three leaming districts in January 2008. This
assessment was conducted to assess the situiation in health care facilities. There are currently no plans to conduct a follow-
up study at endline to assess any changes. Routine assessment of health facility supplies and equipment is done through
district reports or routinely collected HMIS data.

Process Monitoring The three CBMINC leaming districts are expected to submit data on: (1) background information
of HSAs trained in CBMNC and community mobilization; (2) ANC and PNC home visits®; (3) community
mohilization activities; (4) HSA supervisor information. All data was to have been sent to SC at the end of every month up

a ANC PNCardiskllsdatendenceathrihfediitybesedciais coleceoviat ercuine HMIS
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to July 2009 and quarterly thereafter. At the time of the MITE, the only data that have been sent are data from the ANC and
PNC home visits (a total of about 100 forms as of mid April 2009). The three districts are also expected to report process
indicators quarterly. Reporting of these indicators to the CBMINC partners through the MOH is to begin in mid-2009.

Supervisory Visits  Supervision is expected to take place at the district and partner levels. At the district level, the HSA
supervisors are expected to supervise the HSAs monthly. The DHMT, on the other hand, is expected to supervise the
health centers quarterly. Supervision of health facilities and HSAs has been limited (for reasons discussed above). HSA
supervisors are expected to use an HSA supervision checklist. At the partner level, joint supervision visits are planned
every quarter. These joint visits are expected to involve representatives from the MOH/RHU, UNICEF, SC and
representatives from the two other leaming districts that are not being supervised at that time. The purpose of the joint
supervision VIsits is to assess progress and to provide a forum for the districts to leam from each other. No joint supervision
has been conducted yet though there are plans to have the first joint supervision in late May 2009°. The difference
between the HSA supervision checklist and the monitoring checklist is that the former only focuses on the procedures an
HSA undertakes during home visits, while the latter focuses on issues like data management, supervision, and demand for
MNH services.

Summarizing and Sharing of Data with MOH and Other Partners Moast of the data that is collected has been
summarized and shared with partners. This includes data that was gathered from the formative research, health facilities
assessment and the baseline survey. Reports of all these studies were sent to all the partners. Dissemination meetings
were also organized at the district level for the DHMT, the extended DHMT and the district executive committee, which
includes chiefs, politicians and traditional leaders. Reports onall the trainings that have been conducted in the districts
(funded by SC and UNICEF) have been shared with all the partners including the MOH/RHU. Reports for all the
supervision visits that have been conducted by SC only or SC and MOH/RHU have also been shared with partners.
During the last taskforce meeting (held in January 2009), the districts shared with all the partners details of how they had
started implementing the program.

Use of Information to Inform Programming  In terms of programming, results from the formative research guided
the review, adaptation and development of the BCC materials. The resulis also informed critical socio-cultural issues in
the three districts that had to be taken into consideration during program introduction and in the design of the community
mobilization component. Results from the baseline survey and health facility assessment were used to set targets for the
three districts. Routine data collected from the districts will be used to track program progress and guide adjustments to
programming, if needed. However, at this time, the data flow from the district level to the MOH/RHU remains weak.
The program M&E team will work with data managers at the district level and the central MOH to better understand the
weaknesses and gaps and work to identify solutions. Ideally, the use of routine data to assess progress and inform
decisions will take place right from the first level of data collection — the HSAs and to the facility level.

Mini LQAS Survey In April, just prior to the MTE, amini LQAS survey sought to assess coverage of ANC and PNC
services offered by HSAs in the 3 leaming districts. The findings gave an insight in how the program was progressing;
however, the need was noted for all three districts to ensure data was entered on time and shared with RHU to give a better
picture on how the program was progressing. Thyolo, which was performing poorty compared to the other two districts,
acknowledged it needed to revisit implementation standards. (See Annex 14 for a full report on the mini LQAS survey.)

M&E Challenges
e  Limited district capacity to collect, input and analyze data.

® The joint supervision did take place as planned in May 2009.
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e  Targets of some indicators in the Road Map had already been reached and surpassed when the Road Map was
launched. As part of the current national HMIS review, these targets will be reset.

e  Listing of women of child bearing age took more time than expected and affected the start of home visits. This is
due in part to HSAs who were busy with other activities or who did not have clear guidance from supervisors on
this exercise.

e Delays inthe supply of data collection tools to HSAs. District roles were not very clear.

e  There have been numerous changes at the national level regarding the demarcation of villages. This has created
confusion in completing the village health registers, which are used by the HSAS as codes for villages (used to
identify mothers visited by the HSAS). This had led to HSA home visits forms that are not coded and can’tbe
entered into the database.

e Thedistrict HMIS team does not prioritize data entry for the HMIIS or the CBMNC project delaying the
availability of important information.

e The current M&E plan is not designed to capture program impact in specific catchment areas. The impact of the
program and the effectiveness of the CBMINC model will be evaluated based on a district-wide population-
based sunvey giving the possible impression that the service delivery model was not effective.

Process Documentation Documenting the process of implementation is important for replication and scaling up.
The NBHP team has an elaborate process documentation plan for the three-district CBMNC demonstration project. The
plan is designed as a guide for capturing all ““critical steps, decisions, activities, milestones, problems and their solutions1
in the preparation and implementation phases of the project. Itis anticipated that by the end of this program, the MNBHP
will have documented the processes and sub-processes undertaken to deliver a package of life-saving matermal and
newbom interventions within the Malawian health system. The outputs of this on-going exercise are aimed at informing
the scale-up of the CBMINIC package intemally and extemally to Malawi.

The MNBHP process documentation plan provides an outline for the key activities that influenced the design of the
CBMNC interventions and the overall program design. It also provides a set of tools to be used during the project’s
implementation to capture relevant program information. The project’s M&E plan incorporates a broad list of process
indicators. Also part of the process documentation is a costing exercise intended to document the added costs of delivering
the CBMNC package through the Malawi health system.

Process documentation is the responsibility of the MNBHP team. Other than outlining the flow of data from the HSA to
the district and the district to MOH/RHU and SC, there is no mention of documentation occurring by the districts or other

project partners.

Accomplishments of process documentation include:

e Detailed process documentation plan developed—as a precursor to developing the process documentation plan
for the CBMINC package, MNBHP received guidance from SC home office on process documentation.
MNBHP Research Manager and M&E Officer developed the CBMNC process documentation plan and
circulated it to the MINBHP team for input. The plan was then circulated to the taskforce team members prior to
ameeting but no members came back with feedback. Plan was also shared with SC/home office M&E
Advisor who had minimal feedback and shared the plan with other country offices as an example of a
comprehensive process documentation plan.

e  Preparatory phase documents compiled. The MNBHP team has written and accumulated a vast number of
documents relevant to the planning and designing of the CBMNC three-district demonstration project. These
include reports from the leaming exchange visit to India which was the impetus for designing this project;
CBMNC design workshop report; taskforce meeting minutes summarizing discussions and highlighting key
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decisions; SNIL planning reports; formative research and baseline survey reports; target setting exercise report;
and tool and manual adaptation reports. The ACCESS project also piloted data collection forms and a report of
the pilot has been drafted.

e  Planand tools for quarterly program reviews developed. Included in the process documentation plan are a set of
tools to be used during quarterly visits to the project sites by a team representative of MNBHP, MOH/RHU,
UNICEF, and the districts of Thyolo, Dowa, and Chitipa. During these visits, the review team will document
the project’s progress, changes from the original course, challenges, lessons leamed and next steps. Itisalsoa
great opportunity to share successes and lessons leared between sites given that representatives from each
district will visit the other two districts.

e  Compilation of program implementation documents under way. The MINBHP team is compiling training
reports, supervision and trip reports, training materials, job aids, program monitoring tools, and data collection
tools. In preparation for the mid-term review a list of reference document was developed and this list is
something the MINBHP team can add to as the program continues to evolve. The current list of documents goes
beyond the CBMNC package and includes all documents related to the MNBHP.

The MNBHP M&E plan states that a case study will be developed through interviews and analysis of data measured
against process indicators. It appears that this will be a one-time piece to be written at the end of the project. However, it
relies on those involved in the project to be accessible and recall events that may have occurred one or more years past.

Itis important to note that there are many documents beyond the CBMINIC package that capture the “process” and
“lessons leamed”” of very important work of SNIL1 and the expanded MINBHP. These include the KMC retrospective
study report, the documentation of the agogo (grandparents) approach, and the draft report on generating political priorities
for newbom health.

SC isworking with Ekwendeni Mission Hospital to develop and package a “How To” guide on involving and working
with grandparents to improve health outcomes. The report, The Ekwendeni Agogo Approach: grandparents as agents of
newbom survival, is still in draft stage and in the process of being packaged inaway that can be shared with partners and
will ensure a complete understanding of the process.

So far, the MNBHP team has focused mainty on compiling relevant documents of an “output” or process nature (..
meeting or program reports). All the information is relevant to the project in one way or another. However, there are
already a lot of documents and these will continue to accumulate as the project continues.

The documentation process is central to the program’s ability to effectively advocate for the scale up of the facility and
community-based MINC package. This aspect of the program’s work is critical and will draw on the knowledge and
experience of the programv/technical team and the M&E team. Itis imperative that the staff responsible for articulating a
documentation process move beyond the collection and compilation of reports. The team and its partners, especially the
MOH/RHU, must be fully engaged in strategic discussions and planning and critically assess what information is needed
to boost the evidence base for the facility and community-based MINC package as a successful service delivery model and
work to ensure that the MINBHP team has the necessary documents and information for implementation of their

advocacy plan.
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D. Assessment of Progress toward the Achievement of Project Results

Table5: M&E Plan for National Newborn Health Program, NOTE: National Road Map targets were set low (sometimes lower than baseline)
and were to have been reviewed and revised, along with indicators, at a national MOH/RHU HIS meeting planned for late April 2007. As of mid-October
2008, this national meetin

had not yet happened and Save the Children has been unable to move the agenda forward.

Obijective/ Measurement Baseline (Z(I)Dor;) grggfm) EOP
Result Indicators Numerator Denominator Source Method Frequency Value Target
Goal: Toreduce | Neonatal Probability of dying within the first month Multiple MICS Survey Combined 33/1,000 | NOTE: 25/1,000
neonatal mortality rate | of life Indicator Cluster MICS/DHS live | BASELINE
mortality and Survey (MICS) scheduled in births | VALUE
morbidity at 2006 2010 AMENDED
scale to meet PER MICS
Malawi's MDGs FINAL
by 2015 REPORT
Deaths at ages 0- # of surviving Malawi: DHS Survey Combined 27/1,000 25/1,000
28 days in children at beginning | Demographic MICS/DHS
preceding 5 years of age range 0-28 and Health scheduled in
days during Survey, 2004 2010
preceding 5 years
Perinatal Sum of the # of # of pregnancies of Malawi: DHS Survey Combined 34/1,000 30/1,000
mortality rate | stillbirths and early | seven or more Demographic MICS/DHS
neonatal deaths 0-6 | months' duration and Health scheduled in
days Survey, 2004 2010
Size at birth Mother's # of births in the last | Malawi: DHS Survey Combined 16% 15%
assessment that her | 5 years Demographic MICS/DHS
baby was very and Health scheduled in
small or smaller Survey, 2004 2010
than average
(Note: birthweight
was missing for
51.3% of the
sample.)
IR1: Increased Antenatal # of women who # of women with a Malawi: DHS Survey Combined 92% 95%
availability of care receive any birth in the last 5 Demographic MICS/DHS
and access to antenatal care for years and Health scheduled in
key MNC their last birth by a Survey, 2004 2010
services doctor/clinical
officer or
nurse/midwife
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Progress

Objective/ Measurement Baseline (2007 - 2008) EOP
Result Indicators Numerator Denominator Source Method Frequency Value Target
# of women who # of women with a Malawi: DHS Survey Combined 57% 80%
received 4+ birth in the last 5 Demographic MICS/DHS
antenatal care years and Health scheduled in
visits by anyone Survey, 2004 2010
# of women aged Total # of women Multiple MICS Survey Combined 92% 95%
15-49 that were surveyed aged 15-49 | Indicator Cluster MICS/DHS
attended at least with a birth in the 2 Survey (MICS) scheduled in
once during years preceding the 2006 2010
pregnancy inthe 2 | survey
years preceding the
survey by skilled
health personnel
# of pregnant # of estimated Malawi: Health | Service Statistics Annual 82% 87% 95%
women starting pregnant women Management Annual Annual
antenatal care Information Report, Report, July
Bulletin July 2007-June
2005- 2008
June
2006
# of pregnant # of estimated Malawi: Health | Service Statistics Annual 6% 8% 15%
women starting pregnant women Management Annual Annual
antenatal care Information Report, Report, July
during the first Bulletin: July 2007 — June
trimester 2005- 2008
June
2006
Total # of Total # of registrants | Malawi: Health | Service Statistics Annual 3 3 4
antenatal visits Management Annual Annual
Information Report, Report, July
Bulletin: July 2007 — June
2005- 2008
June
2006
TT # of mothers with Total # of women Multiple MICS Survey Combined 85% 85%
live births in surveyed aged 15-49 | Indicator Cluster MICS/DHS
previous 2 years with a birth in the Survey (MICS) scheduled in
given at least 1 two years preceding 2006 2010
dose of tetanus the survey
toxoid (TT)
vaccine within
appropriate
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Progress

Objective/ Measurement Baseline (2007 - 2008) EOP
Result Indicators Numerator Denominator Source Method Frequency Value Target
interval prior to
giving birth
# of women # of women with a Malawi: DHS Survey Combined 66% 80%
receiving 2+ TT birth in the last 5 Demographic MICS/DHS
injections during years and Health scheduled in
the pregnancy of Survey, 2004 2010
the most recent
birth
Delivery in # of live births #of live births in last | Malawi: DHS Survey Combined 57% 60%
health facility | taking place in a 5 years Demographic MICS/DHS
health facility and Health scheduled in
Survey, 2004 2010
# of women aged Total # of women Multiple MICS Survey Combined 54% 60%
15-49 years with a | surveyed aged 15-49 | Indicator Cluster MICS/DHS
birth in the 2 years | years with a birth in 2 | Survey (MICS) scheduled in
preceding the years preceding the 2006 2010
survey that survey
delivered in a
health facility
Skilled % of live births # of live births in last | Malawi: DHS Survey Combined 56% 60%
attendant at assisted by a 5 years Demographic MICS/DHS
delivery doctor/clinical and Health scheduled in
officers or Survey, 2004 2010
nurse/midwife
# of women aged Total # of women Multiple MICS Survey Combined 54% 60%
15-49 years witha | surveyed aged 15-49 | Indicator Cluster MICS/DHS
birth in the 2 years | years with a birth in Survey (MICS) scheduled in
preceding the the 2 years preceding | 2006 2010
survey that were the survey
attended during
childbirth by
skilled health
personnel
# of deliveries Total # of expected Malawi: Health | Service Statistics Annual 40% 46% 60%
conducted by deliveries Management Annual Annual
skilled health Information Report, Report, July
personnel. (Note: Bulletin: July 2007-June
those delivering in 2005- 2008
institutions are June
assumed to have 2006
skilled attendant.)
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Progress

Objective/ Measurement Baseline (2007 - 2008) EOP
Result Indicators Numerator Denominator Source Method Frequency Value Target
Postnatal # of women with a | # of women with a Malawi: DHS Survey Combined 21% 30%
Care delivery outside of | live birth in the last Demographic MICS/DHS
a health facility five years who and Health scheduled in
who received a delivered outside a Survey, 2004 2010
postnatal checkup health facility
within 2 days of
delivery
# of women Total # of expected Malawi: Health | Service Statistics Annual 19% 24% 30%*
receiving post deliveries Management (Note: Data Annual Annual
partum care within Information Incomplete) Report, Report, July
2 weeks of Bulletin: July 2007-June
delivery 2005- 2008
June
2006
IR 2: Improved | Components # of women who # of women with a Malawi: DHS Survey Combined 79% 86%
quality of key of antenatal were given iron birth in the last five Demographic MICS/DHS
maternal and care tablets or syrup years who received and Health scheduled in
neonatal care antenatal care for Survey, 2004 2010
services their last birth
# of women given | Total # of women Multiple MICS Survey Combined 81% 85%
iron tablets surveyed aged 15-49 | Indicator Cluster MICS/DHS
years with a birth in Survey (MICS) scheduled in
the 2 years preceding | 2006 2010
the survey
# of women who # of women with a Malawi: DHS Survey Combined 81% 85%
were given anti- birth in the last five Demographic MICS/DHS
malaria drugs years who received and Health scheduled in
antenatal care for Survey, 2004 2010
their last birth
IR 3: Improved | Exclusive # of infants aged 0- | Total # of infants Multiple MICS Survey Combined 2% 80%
household level | breastfeeding | 3 months that are aged 0-3 months Indicator Cluster MICS/DHS
knowledge and exclusively surveyed Survey (MICS) scheduled in
attitudes for key breastfed 2006 2010
essential # of infants aged 0- | Total # of infants Multiple MICS Survey Combined 57% 65%
newhborn care 5 months that are | aged 0-5 months Indicator Cluster MICS/DHS
and related exclusively surveyed Survey (MICS) scheduled in
maternal care breastfed 2006 2010
behaviors
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Progress

Objective/ Measurement Baseline (2007 - 2008) EOP
Result Indicators Numerator Denominator Source Method Frequency Value Target
Children given Women interviewed Malawi: DHS Survey Combined 53% 60%
nothing but breast | with child <6 months | Demographic MICS/DHS
milk in the 24 and Health scheduled in
hours prior to Survey, 2004 2010
interview
Immediate # of children who # of children born in Malawi: DHS Survey Combined 69% 80%
breastfeeding | started the five years Demographic MICS/DHS
breastfeeding preceding the survey | and Health scheduled in
within one hour of | who ever breastfed Survey, 2004 2010
birth
Use of # women who # pregnant women Malawi: DHS Survey Combined 15% 40%*
mosquito nets | slept under an ITN Demographic MICS/DHS
by pregnant the preceding night and Health scheduled in
women Survey, 2004 2010
IPT # of pregnant # of pregnant women | Malawi: DHS Survey Combined 47% 60%
women who took who had a live birth Demographic MICS/DHS
at least 2 doses of in 5 years preceding and Health scheduled in
Sp for IPT of the survey Survey, 2004 2010
malaria during
pregnancy
Birth Interval # of births whose total # of births Malawi: DHS Survey Combined 50% 50%
interval between Demographic MICS/DHS
the most recent and Health scheduled in
birth and the Survey, 2004 2010
preceding birth is
36 months or more
IR4 Improved Government Government of Total Malawi
policy and budget Malawi budget government budget to
enabling social allocation to allocated to health | all sectors including
environment for | health sector sector health
maternal and Total Government and Total estimated mid-
neonatal health | allocationto | donor total year population

health sector:
cost per capita

allocation to health
sector (in US $)

*2010 Target from "Road Map for accelerating the reduction of Maternal and Neonatal Mortality and Morbidity in Malawi: October 2005,” Republic of Malawi, Ministry of Health.
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E.  Discussion of Progress toward Achieving Results

Inakey relationship with the Malawi Ministry of Health Reproductive Health Unit (MOH/RHU), SC has stepped into
the maternal and newbom health arena with a full commitrment to introducing and scaling up evidence-based best
practices for improved health outcomes, with a particular focus on the neonate. In one of the poorest countries in the
world, this is no small task.

SC’s current phase of newbom health programming in Malawi has been operational since 2006. The program is at the
halfway mark. This mid-term review (MTE) provides an opportunity for SC staff memibers in Malawi and Washington,
DC and key in-country partners to take stock of progress to date and to better position the MNBHP to reflect on program
priorities as they relate to the pathwaly for scale-up and to revisit critical interventions along this pathway. At the same time,
the MTE allows time to ensure that MNBHP activities and stated goals and objectives are aligned with the MOH/RHU’s
expectations and needs for improved maternal and newbom health in the country.

Through the MNBHP, SC is contributing to supporting, improving, expanding and taking to scale a set of approaches and
interventions and activities in the health sector as outlined in collaboration with the MOH/RHU and other stakeholders.
Other key partners include UNICEF, USAID, UNFPA, WHO, and CHAM. Partners are combining expertise and
material and technical resources towards Road Map implementation.

Key accomplishments to date include (but are not limited to): (1) design and use, with MOH and partners, of the
Integrated Matermal and Newbom Care (IMNC) Training Manual to train health workers; (2) expansion of kangaroo
mother care (KIMC) in fourteen program-supported facilities; (3) development and use of the Health Surveillance
Assistants (HSA) community-based matermal and newbom care (CBMNC) training package; (4) training of forty district-
level trainers in CBMINC; (5) supervisor training in the three demonstration (*“leaming”) districts; (6) training HSAs and
health workers in the three demonstration districts in community- and facility-based matermal and newbom care,
respectively; and, (7) deployment of HSAs to the field with extensive contacts at the household level in MINC resulting in
reported increases in antenatal care (ANC) and facility-based deliveries in program sites.

The MNBHP is well designed and strategic in its approach. Noteworthy is the program’s commitment to working within
the MOH structure and avoiding the creation of parallel systemns. Since inception, SC has continually adapted to the
program environment and has seized opportunities to improve programming and address gaps as identified. The program
team has worked hand-in-hand with the MOH/RHU, UNICEF and other partners throughout programming to maintain
momentum and a commitment to excellence. As a result, SC’s role in implementing the MINBHP has expanded beyond
the original design. The team has risen to the challenges inherent in program expansion and has maintained complete
dedlication to the program’s vision, goals and objectives.

Atthis point in programming, it is evident that SC is a well respected partner in Malawi’s health sector arena via: a) global
and local technical leadership in newbom health; b) long-term relationships with partners and stakeholders in Malawi; €)
strategic technical input for policy and guidelines dialogue and development, training curricula design and development;
and, d) technical and material input for building health provider capacity to provide quality essential newbom care (ENC).

The community-based MINC package and its facility component is a sound model for the delivery of these critical
services in rural areas of Malawi. This effort is led by the MOH/RHU and is in direct alignment with the Road Map and
the GOM’s ACSD Framework for IMCI and supports and enhances the EHP. Demonstration of the package was
designed as a partnership between and among the MOH/RHU, SC and UNICEF, with periodic participation from WHO
and UNFPA. The program is designed as an implementation and leaming activity to demonstrate the scalability of a
model for delivering a package of facility and community-based matermal and newbom care services.
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Although an Expanded Impact project operating at the national level, the MINBHP actively incorporates community-
based elements with activities in select district settings. Program activities are designed to promote, implement, monitor,
evaluate and inform scale up of evidence-based best practices for newbom care within the formal health system. Key
community components include:

e The SNL/UNICEF-funded demonstration of the CBMNC package in Chitipa, Dowa, and Thyolo Districts,
building health facility capacity to deliver quality MNC services and expanding access to quality community and
home-based services via the HSAS,

e  Sub-grantsupport to partner Ekwendeni Mission Hospital, a CHAM facility, to refine, document and package
its agogo (or grandparent approach) for community mobilization and behavior change;

e  Supportat the national level to construct a foundation or platform to take evidence-based best practices to scale in
all 28 districts of the country; and

e  Disseminating best practices and lessons learmed from the SNIL-funded Mai Mwana project, a randomized
controlled trial in Mchinji District, carried out by the Intitute for Child Health in London.

The CBMNC package

As previously stated, the program to demonstrate the CBMINC package in the three leaming districts is led by the
MOH/RHU and was designed as a partnership between and among the MOH/RHU, SC and UNICEF. The effort is
designed to demonstrate the effectiveness of an integrated facility and community-based model for scaling up newbom
care in Malawi with the “overall goal of contributing to the country-wide effort of reducing child and matermal mortality in
line with the Millennium Development Goals™.

The impetus for this program focus came from a UNICEF-sponsored visit to India in 2006 by key MOH officials who
were interested in the SEARCH project in Gadchiroli, a community-based initiative delivering matermal and newbom
health care services, led by Dr. Abhay Bang. The SEARCH project received research funds and support through SN 1.
What they saw and experienced in India inspired the team to introduce community-based matermal and newbom care in
Malawi.

Shortly after, with engagement from SC, UNICEF, WHO, national health training institutions and others, the
MOH/RHU held a national design workshop and established a National Task Force on Community-Based Newbom
Care in Malawi. The Task Force benefited from high-level participation and commitment from various players in the
MOH. The Task Force formulated the overall framework for the integrated package and laid out key elements of the
implementation plan. Both the demonstration project’s design workshop and the National Task Force were facilitated and
supported by SC. UNICEF has also provided periodic financial support for the task force meetings.

The design workshop participants selected the three demonstration districts, Dowa, Thyolo and Chitipa; and agreed that
this program would be devoted to implementing an integrated package of matemal and newbom care at the facility and
household levels using HSAs as the link to the community level. Using a manual developed by UNICEF’s Eastand
Southem Africa Regional Office and later adapted by SEARCH in India, the Task Force, with broader participation from
the MINH stakeholder community, developed an integrated training manual for the HSAs and a separate manual for
trainers. All agreed that the processes and ultimately, results, of the demonstration project would establish an evidence-
base for the delivery of integrated matemal and newom care that would be used to inform other districts about this
important work and its scale up throughout Malawi.

The Task Force only recently ended its bi-monthly meetings as the MOH/RHU asked that it integrate with the National
Safe Motherhood Task Force. Stakeholders for program implementation, including District Health Officers, will continue
to meet bi-annually (or more frequently if necessary) for working group meetings to review program implementation,
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challenges and successes. Inan interview during the MTE, Dr. Mathias Joshua, Chair of the National Task Force on
Community Newbom Care recognized the financial support from SC for running the Task Force and supporting field
visits, and emphasized the critical technical role that SC played in the design of the integrated package and the
implementation approach.

At this point in program implementation, it is important to recognize that the MNBHP has co-evolved with the
Govermnment of Malawi’s commitment to improving newbom health and with MOH policies, plans and priorities. The
MNBHP includes health system strengthening interventions at the national level to lay a foundation for success in the
three target districts. At the national level, the SC team has worked in close collaboration with the MOH/RHU, UNICEF,
WHO, ACCESS - a USAID-supported global MNC program - and other partners to adapt and harmonize a range of
training materials into the national Integrated Matermal and Newbom Health (IMNC) Training Manual for facility-based
health workers. The integrated manual has been endorsed by MOH/RHU to be used for all essential MINH training
including essential newbom care, basic emergency obstetric and newbom care, kangaroo mother care (KMC) and post-
natal care conducted in Malawi.

Using this manual the program has developed fifteen master trainers and trained an additional 20 national trainers that can
be used by the MOH/RHU or any other program to improve the knowledge and skills of facility-based MINH service
providers including clinical officers, midwives and nurses. Six of the additional trainers were from the three program
districts. ACCESS also recently trained an additional fifteen trainers.

Also in collaboration with the MOH/RHU and other partners, SC facilitated the adaptation and production of the
CBMNC counseling cards for HSAs. Counseling cards were adapted from those used under the first five-year phase of
SNL (with inputs from partners, including ACCESS, Ekwendeni and Mai Mwana) and 1,600 sets of cards were printed
for distribution to all HSAs in the three program districts. These same materials are also being used by ACCESS in its
CBMNC program districts of Rumphi, Nkhotakota and Machinga. Forty district level trainers have been trained in the
CBMNC package. Eighteen of these trainers are operational in each of the MNBHP districts and the three ACCESS
districts.

The MNBHP, together with ACCESS, took the lead in developing the community-mobilization training manual for
HSAs. Although a manual on Community Initiatives had been developed by UNFPA, it was not operationalized with
implementation tools. The community mobilization manual, based on the SC Community Action Cycle and developed
with extensive consultation with national and district level MOH stakeholders and development partners, has been used to
train a total of 53 community mobilization trainers, including nine from the three program districts.

The primary population for this program objective is pregnant women of reproductive age (15-49), postnatal mothers and
neonates. The program also recognizes that other stakeholders at the household and community levels who are influential
in care-seeking behaviors and practices around matermal and newbom care. These stakeholders are targeted primarily
through HSA-led community mobilization activities.

Each of the three districts has chosen sites where program activities are directed (see Table 1). Selection criteria included
health facilities with larger catchment areas and health centers with at least two health workers. The total population across
the three districts is 1,323,205. The catchment population in the program area is approximately 630,000 representing 48
percent of the total district population.

Prior to the completion of the IMNC Training Manual, WHO used its Essential Newborn Care training manual to traina
select number of service providers in the three program districts as part of a national technical update. The new facility-
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based training targets service providers in both MOH and CHAM haspitals and health centers in the three districts and
several other districts in the country, including the three ACCESS districts for community level programming. Inaddition
to the training, UNICEF, through the MIOH, provided MINH equipment and supplies to program hospitals and health
centers in the three demonstration districts.

During field interviews, service providers and DHMTS reported increases in ANC attendance and facility-based
deliveries. Interviews conducted during the MITE indicated that hospital and health center MINH service providers are
using evidence-based practices for labor and delivery including active management of the third stage of labor, drying,
warming the newbom, skin-to-skin contact at birth, immediate breastfeeding and delayed bathing.

Given the nature of the MTR, it is difficult to ascertain the consistency or quality of facility-based care. Much of this
information will be gathered as part of the endline survey for the CBMNC package scheduled in 2010. A second, Health
Facilities Assessment, if conducted would also provide very useful site-specific information about these key services. The
program should assess developing a sub-sample for the HFA at endline to maximize cost-effectiveness. The HSAs and
the linkages they provide for matemal and newbom care from the health facility to the community and household levels
are the centerpiece of the three-district demonstration program.

As previously mentioned, SC facilitated the adaptation and production of the CBMINC training manual and counseling
cards for HSAs. Using the adapted manual, a total of forty national CBMINIC trainers have been trained. Each
demonstration district has six trainers available. The training of trainers was supported by UNICEF, ACCESS and SC.

Training of HSAs on the CBMINIC package was initiated in July 2008 with funding from UNICEF. Overall, 232 of the
targeted 453 HSAs in the selected health facility catchment areas (7 in Thyolo and Dowa, and 6 in Chitipa) have been
trained. Additionally, a total of 38 supervisors (Environmental Health Officers, Medical Assistants and Midwives) have
been trained in the three program districts. Program partners recognize that HSA training needs to be completed within
2009. Some HSAs, however, cannot be trained in the CBMINC package until they have received their 10-week basic
training.

Financial support for the remaining trainings must also be secured.® There are expectations that UNICEF will support the
remaining HSA training with direct funding to the districts. In discussions with UNICEF, it was apparent that the districts
are not funding the HSA training from their SWAp budgets (within their annual District Implermentation Plans) but are
instead relying on direct budget support from UNICEF. While the UNICEF team stated thet they do not currently have
“dedicated funding” for future training, funds could be made available. However, they expressed the need for a training
plan that outlined exactly what the future training needs are for the program so that they can respond more strategically and
ensure adequate financial support.

Both HSAs and the district trainers stated that the duration of the training was adequate but felt that additional time on skills
practice and completion of home visit forms would have helped them avoid some of the problems they experienced
when they first began their home visits. UNICEF provided the three program districts with the essential equipment such
as thermometers and weighing scales for the HSAs to use in their assessment of newboms during the postnatal home
visits. Most HSAS reported having the necessary equipment but some reported not having received bicycles as originally
promised (by the DHOs) or weighing scales; and, requested bags to carry their equipment and forms. Others also talked

¢ To complete the initial HSA training targets in the three districts with both the CM and CBIMINC packages would cost about $170,000 excluding
operational costs for staff monitoring/oversight. This is about $770 per HSA or $850 with equipment (and HSA thermometers, scales, bags, and registers
a$80 per HSA). To complete the training for the additional 789 untrained HSAS in the three districts vwould add an additional estimated $700,000, or
about $765,000 with equipment. Overall, thiswould result in 1,242 trained HSAs in the three districts.
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about the need for protective clothing, such as boots and raincoats, during the rainy season so they could continue with
their home visits.

HSAs have a range of responsibilities not associated with the CBMINC package. Other non-CBMNC activities include
community case management of diarrhea and pneumonia, family planning counseling and provision of condoms and
pills, voluntary counseling and testing for HIV, as well as hygiene and sanitation activities. As part of their CBMNC
responsibilities, HSAs are working closely with personnel at their assigned health centers. HSAs in Thyolo, for example,
work at the health centers supporting under-five clinics, ANC, immunization and other matermal and child health
programs including community outreach clinics. HSAs also refer and often accompany women and families to the health
centers for care.

Although proud of their work, many HSAS reported feeling overwhelmed by the range of their responsibilities. Many
HSAs also reported having catchment populations of more than 1,000 people - the recommended ratio is one HSA to
1,000 people. This further expands their responsibilities as well as their geographic scope. These multiple tasks and large
target populations call for meticulous planning by the HSAs and strong oversight from supervisors.

HSAs, as health care personnel, are managed under the central MOH preventive health care unit and are officially
supervised by Environmental Health Officers (EHO) from that unit. The EHOs have no clinical background or training
on MNH issues. To provide them with the required knowledge and skills they were trained together with the HSAs and
received additional training on the use of the CBMINC supervisory checklist. To complement the supervision by the
EHOs, the program provided orientation (and full training in CBMINC in one district) for the Medical Assistants and
Midwives at the health centers. Supervision of the HSAs is somewhat sporadic and few reported having field-based
supervisory visits; although, all HSAs interviewed recognized the value of on-site supervision. Dowa reported a high level
of supervisory visits, both formal and informal. Technical supervisors from the DHMT conduct joint supervisory Visits
with the EHOs and field questions from the HSAs and community members. Supervisors use motorcycles from other
programs to conduct field visits.

Interviews with DHMT staff, EHOs, HSAS, health center staff, community leaders, pregnant and recently delivered
women, and review of the HSA monitoring forms, confirmed that trained HSAs have initiated household counseling in
their respective villages. Both antenatal and postnatal visits are being conducted. The HSAs work closely with
community leaders, traditional birth attendants and community groups to identify pregnant women and be informed of
deliveries in their assigned villages.

\Women who have normal/uncomplicated deliveries at health facilities are discharged to returm home within 24 to 48
hours. From interviews, it is apparent that women and their newboms are receiving home visits by the HSAs within three
days post-delivery. A review of the monitoring form of a HSA in Chitipa shovved that he was able to reach four out of the
five deliveries reported to him within 48 hours of hospital discharge.

Unfortunately, lack of readlily available data at the district or national levels made it difficult to adequately assess whether
HSAs are reaching the homes within the critical period of 48 hours post-childbirth, especially for wormen who deliver at
home. There was some reported confusion about how to count the first day post partum visit for facility-based deliveries.
Some HSAs were recording their home visits to mothers and newboms after facility discharge as a “home based visit
within 24-48 hours.” This will need immediate attention so as to avoid inaccurate data and skewed program information.
Afew HSAs reported identifying and referring sick newboms to health facilities.

CS-22 Malawi, Midterm Evaluation Report, October 2009 19
Save the Children



Using the limited training received on KMC during the initial CBMNC training, HSAs are also counseling women on
KMC and referring those with LBW babies to the health centers. During home visits, some HSAs also reported
following-up on KMC clients who have been discharged. Although, health care personnel in the district hospital KMC
units would like stronger linkages with the HSAs to ensure consistent home-based care once women and their newboms
have been senthome. With recent consensus building to incorporate ambulatory and community KMC into national
guidelines, an elaborated KMC module is now being developed for community KIMC that will be incorporated into the

training package.

All DHMTSs expressed their commitment to CBMNC and were enthusiastic about the program. They attributed the
observed increase in MINH facility-based services utilization to the effectiveness of the household counseling by HSASs.
One district, Chitipa, reported that 67% of catchment population deliveries took place in facilities in February 2009
compared to 57% in the same month in 2008. Additionally, in February 2009, 123 women attended ANC in their first
trimester as compared to only 13 in February 2008.

Challenges

e  Supervision of the HSAs by the EHOs and health center staff has been limited. Most supervisors have never
been to the community to supervise the HSAs. The reason cited for the limited supervision is the lack of
transport and time, particularly among the clinical personnel. Supervision by the district CBMNC team has also
been sporadic. Inone district the team has been able to supervise trained HSAs only once in the last six months.

e  Many HSAs referred to the lack of transport as a key barrier to theirwork. HSAS require bicycles to travel
around their assigned villages and conduct their assigned duties. Some HSAs do not have bicycles or lack the
spare parts to repair those that have broken down. Itis the districts’ responsibility to provide both bicycles and
associated spare parts to the HSAs. However, due to budget limitations, the DHMTs have not been able to
completely fulfill this responsibility.

e HSA training for the demonstration program has not been completed. Initially, SC supported a limited number
of trainings in each of the three districts. UNICEF committed to fund the training of the remaining HSAs but to
date has not transferred the required funding to the demonstration districts.

o  CBMNC data collected by the HSAs is not being used for program monitoring or decision making at the
village, catchment area, district or zonal levels. HSAs are keeping records of their visits using the program
monitoring forms and submitting them to the district HMIS Officer through their supervisors. However, when
interviewed, mast HSAS reported not summarizing their data or using the information to track their work. They
are also not sharing the information with the village health committees or community core groups. Currently, the
primary purpose of the data collection is to complete the forms and pass them to the next level.

e  Lessthan expected number of pregnancies. A comparison of the total number of pregnant women identified by
some HSAs against the expected number of pregnant women, based on a crude birth rate of 50 births per 1,000
population, showed that the HSAs are reaching less than half of the expected number of pregnant women. It
may be that the value of crude birth rate currently used by the MOH is too high. But even if a lower figure of 40
births per 1,000 population is used, the number of pregnant women identified by the HSAs is still very low.

Kangaroo Mother Care

Akey programmatic component of the MNBHP is the introduction and expansion of KMC services in Malawi
including in the three program districts. A retrospective assessment of KMC services established under SNL 1 was
conducted in late 2007 to elicit lessons leamed and to make any necessary adjustments to the current program.
Recommendations from the assessment included the integration of KMC in-service training into the harmonized
integrated MINH manual, initiation of KMC services without waiting for the identification and renovation of a separate
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KMC ward, and the promotion of both intermittent and continuous skin-to-skin contact for pre-term and lowv birth weight
babies. These recommendations have been incorporated into the current MINBHP.

Toensure that use of KMC is consistent along the household-to-haspital continuum of care, in collaboration with the
MOH/RHU and the USAID-funded ACCESS program, the MNBHP revised the draft national KMC service
guidelines to incorporate guidance for providing KIMC services at the health center and community levels. Each of the
three district hospitals in Thyolo, Dowa and Chitipa provide KMC services. Inaddition, eight service providers from eight
health centers in Chitipa have been trained on KMC. Mzimba District established its own KMC unit at the district
haspital in 2008 after receiving technical assistance from both SC and Ekwendeni Hospital.

Itis important to note that the KMC units in each of the three leaming district hospitals are fairly new and in need of
equipment such as heaters and calibrated cups and continued training for service providers. MTR team members were
able to observe KMC units at the three district hospitals in Dowa, Thyolo and Chitipa as well as in Mzimba. Care issues
were observed, such as newboms being placed on beds in the ward and not in skin-to-skin contact with a mother or helper.

Interviews with health facility staff and oloservation of selected KIMC facilities showed that service providers, mothers and
their families have accepted this method of care for low birthweight (LBW) babies. Most health centers with trained staff
on KMC practice “ambulatory KMC”, that is mothers of LBW babies weighing 1800 gm and above, and feeding well
are counseled, sent home and come for follow-up on an out-patient basis. Health facilities without trained staff in KMC
counsel and refer LBW babies to facilities offering these services in their respective districts.

Challenges

e Supervision is central to ensuring trained service providers use and maintain their updated knowledge and skills.
DHMTSs are to integrate supervision for program activities into their existing supervisory systems. Trained
health facility staff should be supervised monthly by district health coordinators. The three districts should also
receive supervisory visits from the national level by a joint team consisting of MOH/RHU, UNICEF and SC
staff. This supervision is scheduled to occur ona quarterly basis with the first joint visit scheduled during May
and June 2009. Unfortunately, district level supervision has been very sporadic with trained staff reporting
having been visited only once post training. The key barrier reported by the DHMT for the limited supervision is
transport - both vehicles and motorcycles - and fuel.

e Program health centers highlighted an inadequate number of midwives as a challenge particularly in the face of
increases in labor and delivery services. Most health centers have only one midwife who runs a 24 hour labor
and delivery service seven days per week. Some do have two midwives who trade weeks, each providing 24
hour care seven days aweek while the other is on leave. Given this limited staffing, challenges remain around
the absorptive capacity of the health centers to take on increased labor and delivery services and maintain the
quality of their services.

e  Inadequate number of ambulances, both vehicle and motorcycle ambulances, means delays in transporting
pregnant women and/or newboms with complications to the next level of care. At the same time, newbom
emergencies are not seen as a priority for emergency transport leaving mothers and/or family members to find
their own transport to appropriate care. This is possibly an unintended outcome of Malawi’s prioritization of
emergency transport for obstetric complications in response to the high matermal mortality ratio.

e Lackof basic equipment at some health facilities. One health center reported lacking basic delivery kits and an
autoclave. Others reported not having resuscitation equipment and neonatal suction machines. Some facilties,
including two district hospitals (Thyolo and Chitipa), with established KMC services reported not having
essential equipment such as weighing scales, calibrated cups and radiant heaters. Facilities are unable to provide
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afull range of quality MNC if they do not have the appropriate equipment and supplies. After conducting a brief
needs assessment of the KMC facilities in the three leaming districts, SC ordered most of the missing items.

e Lackof MNH services in hard to reach areas. Selected communities in the program districts, particularly in
Chitipa, do not have access to health facilities during the rainy season when the roads become impassable.

e Tracking of KMC service statistics under the integrated MINIC training. Under SNL1, KMC training was
conducted as a five-day vertical in-service activity with significant time spent on monitoring and evaluation of the
services. A specific register was also developed to collect KMC data. Under the integrated MINIC training,

KMC was reduced to two days without providing information on M&E. A visit to one of the centers
established by staff trained under the integrated training package showed that KMC clients are not being tracked.
Apart from atick in the delivery register and the patient notes, it was difficult to ascertain how many LBW babies
have been cared for through KMC and their status at time of discharge.

The DHMTs and facility-based personnel were well versed in the above listed challenges. In conversations, however, the
DHMTs highlighted inadequate funding as a critical barrier to closing identified gaps. All three districts reported
significant cuts in their annual SWAp budgets forcing them to use most of their available funds for recurrent or operational
EXPeNses.

F. Discussion of Patential for Sustained Outcomes, Contribution to Scale, Equity,

Community Health Worker Models, and Global Learning

1. Progress toward Sustained Outcomes
The MNBHP was designed to increase use of key newbom health services and practices through improving the enabling
environment (policy and community support) and demonstrating a model to increase demand and availability/access to
quality care viaa community-based model for the delivery of evidence-based newbom health interventions. While the
Road Map and the ACSD/IMCI strategy provide the vision and framework for improved matemal and newbom health
in Malawi; SC, in partnership with other stakeholders, provides technical and programmatic inputs necessary for their
implementation. As a key partner in the reduction of Malawi’s neonatal mortality, SC is a technical resource and catalyst
for dramatic change in the delivery of newbom healthcare services in Malawi.

Funding from both USAIDAWashington and SNIL (Bill & Melinda Gates Foundation) - as well as complementary
funding from USAID/Malawi to ACCESS - places SC at the center of policy dialogue and development, advocacy and
communication and the design and management of innovative service delivery models; and, ultimately, taking to scale a
comprehensive community-based newbom care package. Program interventions are underway and key
accomplishments are evident. The program is a vocal advocate for improved access to matermal and newborm health in
Malawi and has influenced and facilitated the development of important foundational documents and guidelines. Through
continued dialogue and networking, the program inspires govemment engagement in the newborm health agenda.

The MNBHP is on target for its national level and Mzimba District activities, including the sub-grant with Ekwendeni for
the agogo approach. During the MTTE, a key point of discussion with the MINBHP team was the recognized delay in
implementation of the (SNIL-funded) three district demonstration of the CBMNC package. Using the original timeline for
the demonstration, it is estimated that the program is about one year behind schedule. The proposal targeted end of
September 2008 as the date for completion of “rollout of interventions” but at the time of the MTTE, April 2009, rollout of
interventions was still underway. The two major reasons for this are:

e  MOH/RHU delays in completing the training manuals, all three manuals — Integrated Maternal and Newbom
Care, CBMNC and Community Mohbilization — due to the many revisions that had to be made during the
harmonization/adaptation process and the number of partners involved; and
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e  Delays in meeting funding commitments and/or funding limitations among partners to support the targeted
number of trainings needed to complete the rollout of the interventions, both facility and community-based.
UNICEF, in particular, has delayed provision of the full complerment of its commitment to fund HSA training.

Assuming the necessary funding for programming is available by June 2009°, the program districts should be able to
complete district-wide roll out of the interventions by the end of December 2009. According to the original demonstration
project proposal, the endline survey and final evaluation are scheduled to take place during the AprilHMay 2010 period.
Assuming the program is able to complete its rollout of the interventions by December 2009, this only allows about 4-6
months for implementation. This will not allow adequate time for significant district-wide change in MNH practices and
service utilization and will limit the program’s ability to establish an evidence-base for this service delivery model. This
evidence-base is a central element to effective advocacy for scale up. This is a critical point. As a catalyst for community-
based newbom care, SC must allow sufficient time for implementation so that the information used to inform scale up is
valid and robust. The program endline survey and final evaluation may have to be shifted to December 2010 to allow at
least 12 months of full implementation thus making it possible for the program to achieve its set objectives and more
adeguately document the implementation process and measure the impact of the demonstration project.

2. Contribution to replication or scale up

Working at the national level in this Expanded Impact project, SC has developed a strategy to achieve “leveraged impact
at scale”” aimed at demonstrating, expanding and scaling up quality neonatal care at all levels of service delivery, witha
particular focus on rural communities. Documenting the process of implementation in the three-district pilot and capturing
other processes at the national level are important to informing scale up across Malawi. Program documentation is detailed
in Section C. Data Quality above.

Key accomplishments along the pathway to scale up for the match-funded three district demonstration of the CBMNC
package are outlined below. These are not exhaustive but offer insight into SC contributions in setting the stage for moving
evidence-based maternal and newbom care interventions to scale. The final arrow below entitled “To Scale 2011...” is
also not exhaustive but reflects dialogue with the MNBHP team and offers direction for the program as it supports

package scale up.

¢ Update: No additional funds for district scale up have been made available by UNICEF but may be in the coming
year. In the meantime, SC has re-programmed some funds to augment training and is developing additional training
resources (e.g., Save the Children Italy).
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In April 2008, the MNHBP team reviewed accomplishments to date and identified five key areas for scaling up newbom
health nationally. Within those priority areas, the program identified specific steps required for scale up and strategic roles
and investments for SC Malawi. The five priority areas identified and specific actions for scale up are:

. Quallty Essential Obstetric and Newborn Care Services Delivered at all Health Facilities and Outreach
Advocate for incorporating KMC into pre-service training for the last remaining cadre of workers - medical
assistants - and for adequate allocation of districts budgets for ENC/KMC trainings;

- Initiate discussions to identify issues pertaining to newbom emergency transport and if necessary orient
transport staff on prioritizing newbom emergencies; and

- Initiate discussions with MOH-RHU to encourage integration of PNC into mobile clinics to increase access
to critical materal and newbom care services after delivery.

e  Appropriate Household Practices for NBC

- Initiate and facilitate discussions with MOH-RHU to encourage the development of an integrated behavior
change strategy that includes matermal, newbom, and child health to improve household newbom care
practices; and

- Improve availability of IEC materials at community and facility levels, SC will take a lead in supporting the
development and review, field testing, monitoring, and provide funding for printing and dissemination.

. Qualrty ENC Services Available at the Community Level by Health Surveillance Assistants (HSAS)

SC and partners (MOH-RHU, UNICEF, DHMTS) to support activities to finalize and implement the HSA
training manual and ensure an effective supervisory system including appropriate transport, checklists, and
orientation;

- Facilitate discussions with DHMTSs and advocate for posting new and existing CNMs in the community

- Provide assistance for developing sepsis management protocols for HSAs, for drafting an implementation
plan including developing/adapting a supplementary manual, developing logistical (drugs, supplies) support
systerns, supervisory systems, TOTSs, and trainings for HSAs; and

- SCand partners (RHU, UNFPA, and UNICEF) to follow through with the next steps for implementing the
harmonized community mobilization manual including supporting the finalization of the manual, revising
jobaids, supporting printing costs, conducting TOT, and supporting HSA training.

e  Improved Newbom Policies and Coordination at National Level

- Hold discussions with RHU and facilitate meetings with partners to develop a comprehensive and
consistent list of indicators and targets for newbom health; and

- Workwith MOH-RHU to co-facilitate meetings with key partners to develop plans for ensuing effective
implementation of harmonized MINH activities, support a consultant to conduct an inventory of MNH
programs in Malawi, and facilitate semi-annual meetings to help improve national and district coordination.

e Documentation of Implementation and Scale up Activities for MNH

- Finalize and implement the process documentation system; and

- With an effective process documentation system in place, SC will take lead in developing a final report,
peer-reviewed articles, and support dissemination of findings at national and district levels in Malawi to
inform scale up and contribute to the global evidence base.

The program team recognized the importance of partnerships to ensure the successful scale up of newborn health
interventions in the country and dedlicated themselves to continue to foster and maintain strong collaboration with key
partners. The team also highlighted the need for acomprehensive communications/advocacy strategy to guide activities in
this area including messaging around newbom care practices, funding for KMC and PNC, and target audiences such as
families, TBAs and community elders and parliamentarians.
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An “Action Plan for Scale-up Matrix” was developed and reflects desired outcomes, action steps, SC’s roleand
investments, estimated costs, partner roles, milestones and timeframe for the desired outputs through 2011. The Action
Plan was integrated into the joint work plan and presented in the Year Il Annual Report. As a result, the MNBHP
implementation plan is framed within the overall mandate to inform and actually take matemal and newbom care
interventions to scale in Malawi.

Inadiscussion with the MNBHP team during the MTE, the team reiterated six key end-of-project milestones for scale up:

I) Govemment resources for newbom care committed

Il) Improvement in values across baseline indicators

1) Fully functional facility and community-based MINC package in the demonstration districts and incorporated
into the district implementation plans

IVV) MOH/RHU and MOH preventive health care units promoting and monitoring utilization of facility and
community-based MINC package in additional districts (using partner platforms)

V) Documents and shared leaming being used by MOH to establish and disseminate the evidence-base for the
delivery/implementation of proven newbom interventions.

VI) Enabling environment has been catalyzed through standardized training (in service and HSA basic training) and
the development and formalization of policy and guidelines

Role of Key Partners The greatest threat to the success of the MNBHP is resource availability - human and financial. In
spite of a likely MOH endorsement of the CBMINC package, it is unclear how a large-scale implementation of the
package in all 28 districts will be funded. In general, challenges to scaling up newbom care are serious: resource
limitations, structural impediments and competing political priorities across the MOH. Funding constraints are common
across the health sector, and without political priority for newtbom health, it is uncertain whether newbom health programs
like the CBMINC package can be fully implemented or sustained. In a study funded by SNL, Shiffman and Kazembe
reported that few politicians in Malawi named newborm health a health sector priority compared to issues like HIV/AIDS

and matemal mortality3. (See Annex 15 for acopy of the study report) Malawi’s decentralized govemment health
system complicates the funding and coordination of newbom care across the country. District health budgets, created by
DHMTs, reflect priorities of the district and non-governmental donors, not necessarily directives from the national MOH.

In meetings with representatives of the central MOH and the DHMTS during the MTE, the decline in budgets was
highlighted as a significant problem. Both the central MOH and the DHMTS rely on the SWAp as the source of funds for
their health sector investments. Over the past two years, SWAp funds have declined considerably (though no one was
able to give a precise figure), pushing central MOH and district DHMTs to cut their budgets. In this scenario, managers
cover their operating costs first and ensure that funds to run existing health services are in place. Unfortunately, new
initiatives such as the CBMNC package are not prioritized for funding. Many of the recognized gaps in programming at
the district level (e.g. training, supplies for the HSAs and equipment at health facilities) are a result of funding shortfalls.

The critical gap in health care professionals in Malawi is no secret. There is a reported 60% gap in doctors and nurses in
health facilities. The Road Map lists “shortage of staff and weak human resource management” as contributing to the high
matemal mortality ratio in the country. During site visits, the need for more service providers, especially midwives to
manage increasing demand for labor and delivery care, was emphasized across the board. Gaps in supervision - both
clinical and field-based - were also highlighted. Staff shortages and weak supervision can limit or even undermine
program SUCCess.

In addition, program partners have delayed their funding commitments for implementation. UNICEF originally
committed to support the training of HSAs in the CBMNC package in the demonstration districts and to provide supplies
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and equipment to HSAs and participating health facilities. VWhile it has supported some of this work, in a meeting with the
UNICEF health team, representatives reported not having “dedicated money for training’” and further stated that the
districts did not add funding to their district implementation plans for the training. UNICEF also stated, however, that it is
actively engaged in the district planning process and will allocate funds after DIPs are finalized and resources from the
SWAp are allocated. While this input is greatly appreciated, the process has nonetheless delayed training and equipping
program HSAs.

3. Attention to Equity

While more than half (57%6) of Malawian mothers deliver in health facilities; still, some three-quarters of rural womeniin
Malawi deliver their babies at home or in the community* . Now that national policy prohibits traditional birth attendants
(TBASs) from delivering mothers in the community, it is more urgent than ever to address the gaps in key matemal and
newbom services, and to move these critical services closer to the community. While national in scope, the MNBHP
focuses on rural areas, where access and availability of formal health services is most limited. The CBMINC package is
designed to provide critical community-based post-natal care to women who deliver outside of health facilities, as well as
to provide important follow up to women after they retum home with their newboms. Expanding KMC to district
haspitals - and promoting ambulatory and community KIMC - also address equity issues for rural women with limited
access to higher level facilities. Improving the knowledge and performance of facility-based health workers similarly
contributes to equitable distribution of quality care at lower levels of the health system, reaching more residents closer to
the household. Finally, HSAs and agogos - trained in community mobilization, linked with health facilities, and active in
village health structures - provide greater opportunities for isolated community memibers to participate in activities
designed to build knowledge and demand.

4. Role of Community Health Workers

The CBMNC packagge is delivered by HSAs, a paid cadre of govemment worker supervised by the DHO and linked to
health facilities and community structures. At this point in time, the set of CBMNC interventions is additive to the EHP
delivered routinely by HSAs at the community level. The MOH “owns” the CBMNC package and will likely certify it.
The demonstration in the three leaming districts (plus the three ACCESS districts) is intended to provide and document an
experience in integrating this package with the EHP. At present, supervision of the HSAs is conducted jointly by DHO
and partners (SC and UNICEF), sometimes with MOH/RHU participation.

In Mzimba District, our Ekwendeni sub-grant partner trained 4,000 agogo, or grandparents to serve voluntarily as
mobilizers for positive change in their communities - to promote demand and support use of key services and practices.
These agogo are a naturally occurring cadre of community actor. As elders, they are trusted and listened to in their
communities. Grandmothers are close advisors to their daughters and daughters-in-law; and grandfathers carry a great
deal of influence in the household and in the larger community, especially in allocating resources and decision making.
Agogo are gatekeepers and custodians of traditional practices, some of which are harmiful to newboms; and, for that
reason, should be engaged as change agents and not overlooked. (See Annex 7 for a review of the Elwendeni agogo
approach experience.)

5. Contribution to Global Leaming

Because the MNBHP is linked to SC’s SNIL initiative, its learning and results contribute to global reach for best practices
and delivery research. Moreover, SC is one of three core members of USAID MCHIP, as well as a partner inanumber of
other global and bi-lateral efforts positioned to transfer leaming and results. One significant vehicle for dissemination and
advocacy in 2007 was the publication Opportunities for Africa’s Newborms: Practical data, policy and programmatic
support for newbom care in Africa” . With a global team that included the USAID ACCESS and ACQUIRE projects,
the Intemational Paediatric Association, the Intemational Federation of Gynecology and Olstetrics, the Population
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Council, UNICEF, WHO, the World Bank, and many other contributing partners; SC played the role of manager and
technical editor for the publication, which has become a key reference for newbom health on the continent. French and
Portuguese editions are now available.

InJuly 2009, the WHO/UNICEF (with USAID and SC) will launch the Joint Statement: Home visits for the newbom —
astrategy to improve survival at the United Nations Economic and Social Council (UN-ECOSOC) in Geneva. The
evidence-based Joint Statement - available in English, French, and Spanish - stresses that home visits for newbom care by
atrained health worker can save lives.

6. Cost Effectiveness

Caost effectiveness, and determining the incremental cost of adding the CBMINC package to the standard EHP package
delivered by HSAs is an important consideration for the MOH in taking the package to scale. Match funds were made
available through SNLL to conduct a costing study to calculate incremental cost-effectiveness ratios and to assess the costs
of scaling up the intervention. Start up cost and recurrent costs are tracked in this study. Data is captured monthly. All the
partners in the CBMINC package are supposed to document any costs for the package and submit the information to SC.
As of February 2009, all the start up costs for activities (taskforce meetings, adaptation of manuals, trainings etc)
undertaken/implemented by SC had been captured and entered into the costing database.

Caosts for activities funded by UNICEF and the districts are still being followed up with their respective administration
departments. With respect to recurrent costs, forms for time spent by HSAS during home visits, community mobilization
activities and meetings are coming from the districts for data entry, though there have been many delays in the process.
Costs for general operations such as transport costs and electricity still need to be collected from the districts. The districts
need an additional orientation on what they need to submit. Additional match funds have been made available to
compensate a consultant, based in Malawi, who will assist the NBHP team with refining and finalizing the costing study
in the coming project year, and a scope of work is being prepared.

G.  Conclusions and Recommendations

The design and intent of the MINBHP are exactly right. The program is led by the Ministry of Health and framed within
both the Road Map and the ACSD/IMCI Framework. Programming responds to the absolute need for community-based
access to improved services for mothers and newboms. Through their catalytic role, SC is facilitating Malawi’s first real
opportunity to address this dramatic gap in services at the community and household levels. At the same time, the
program recognizes the need to strengthen facility capacity for MNC. At this point, the package is added to existing
services as opposed to fully integrated —this is fine now but will need to mature over time to move beyond the pilot stage
where all elements of the package are truly institutionalized into the health service delivery system.

Successes from SN 1 have carried over to this program period assuring SC a continued seat at the table and influencing
the direction of the MINBHP. Government commitment continues as is evidenced by the engagement of DHMTs in the
MNBHP districts and the ACCESS program districts. Securing this commitment and engagement through continued
program presence at the district level is essential. Bringing the district teams together to share their experiences and
innovative solutions to the challenges at hand can also help to further solidify their interest and commitment to program
interventions.

A number of health sector partners in Malawi are engaged with the program and optimistic about projected outcomes.
UNICEF and WHO plan to incorporate the CBMNC package into their Catalytic Initiative in ten districts® and are urging

e The Catalytic Initiative is a program implemented via the Partnership for Matermal, Newbom and Child Health In Malawi. The partnership includes the
MOH, UNICEF, WHO and UNFPA. Program activities are funded viaa grant from the Bill & Melinda Gates Foundation to VWHO and agrant from
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the program team to communicate successes regularly. The MOH/RHU is enthusiastic about the program and ready to
endorse it for national scale up once results are presented.

USAID/Malawi is supporting the expansion of the CBMNC package in three additional districts—Machinga,
Nkhotakota and Rumphi—via the ACCESS program (inwhich SC is a global partner). To date, 120 HSAs (40 ineach
district) have been trained in the CBMINC and community mobilization packages. Ten Master Trainersand 30 district
level trainers have been trained in community mobilization and thirty district level trainers have been trained in the

CBMNC package.

Newhbom interventions such as KMC are in demand beyond the three MINCP districts. Already, six facilities including
haspitals and health centers in non-program districts have established KMC units. The ACCESS program isalso
supporting the scale up of KMC in their program districts and is using materials developed with the MNBHP. Tutors of
nursing institutions have been trained on KMC. The Malawi College of Health Sciences - a training institution for
medical assistants - has incorporated KMC into their curriculum. Continued engagement with the KMC stakeholders can
further solidify the expansion of KMC in Malawi.

In short, the enabling environment for successful programming is in place. The CBMNC package is well regarded and
the GOM recognizes the centrality of improved matemal and newbom health to their broader development objectives.
Though fragile, the structure for the delivery of primary health care in Malawi is in place. Whether the program can
overcome considerable challenges on the pathway to scale is a different discussion.

In closing, the development environment in Malawi is extraordinarily challenging. Current values for key health status
indicators are indicative of a fragile system and of a population with limited access to quality care - if even available. SCis
responding to this environment and has worked with partners to design and initiate a program that is completely relevant
to the health sector development context in Malawi. Program gains will be hard won and will inform a community of
partners about what is required to improve the delivery of critical facility and community-based care for mothers and
newboms and ultimately, to save the lives of newboms in Malawi.

The facility- and community-based MINC package is a sound model for the delivery of these critical services in rural areas
of Malawi. Again, limitations are the product of the environment as opposed to flaws within the program design or
program team. It is critical, however, that the MINBHP team remains strategic in its engagement with the MOH/RHU and
partners. Atevery tum, the team needs to remind partners that SC’s role is one of catalyst, technical advisor and advocate
for improved newbom health in Malawi. The team needs to constantly look at its engagement from this vantage point and
consistently refer back to the end point for the program and articulate the key investments along the pathway to scale up of
the program interventions.

Inthe coming year it is imperative that the program holds partners to their commitments for program support. This may
require engagement from the SC Country Director and headquiarters staff. However, it is critical that the remaining HSAS,
supervisors and any facility-based providers are trained in the facility and community-based MINC package and
community mobilization (where relevant) by the end of 2009; and that supervision is consistent and effective. Thiswill
ensure that full implementation of the program is underway .

The importance of this in terms of establishing the evidence base for this service delivery model cannot be overstated.
Minimally, the program needs one year of full implementation before an endline sunvey is conducted - this is essential toa

CIDAto UNICEF. The program is committed to the accelerated implementation of MINCH activities in ten districts: Balaka, Chiradzulu, Dediza,
Karonga, Kasungu, Lilongwe, Mzimba, Nsanje, Nitcheu and Phalombe.
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credible staterment about moving the model to scale. In the alosence of a credible statement, advocacy efforts will be
completely undermined. At the core of any statement of success (or failure or both) is the whole documentation process.
This aspect of the program needs serious attention. To date, the team has done an excellent job of amassing a range of
program documents. However, now is the time to apply real strategic thinking to this process. It would be well worth the
team’s effort to develop the long-awaited advocacy strategy or plan and then review and revise the process documentation
plan, ensuring that the documents essential to effective advocacy are envisioned and developed when appropriate.

As for the program’s advocacy and communications work, it is apparent that the program is not in a position to invest
further in BCC for field-based implementation. This is reasonable; however, the team needs to stay engaged with partners
working on BCC to ensure that messaging is consistent and that appropriate and available materials are used. The real
investment at this time, as stated above, is advocacy to shift some of the major program threats and challenges and to
continue to build the platform for newborn health in Malawi. At the same time, via the linkages with documentation, valid
dataand credible anecdotes need to be used to tell the program story.

In the words of Dr. Mathias Joshua, former Chair of the National Task Force on Community Newbom Care, SC’s
MNBHP is “beautiful.” It is well designed and strategic in its approach. A particular highlight is that the program works
within the Ministry of Health structure and has not created parallel systems. There is real dedication to this among team
members. Given the capacity limitations of the MOH, centrally and at the district level, this can create real delaysand a
certain sense of frustration that the program is not moving as quickly as it could. Yet, at the same time, thisallows areal
point of leaming and will allow the program team to critically reflect on program successes, failures and limitations as well
as to create innovative system-based solutions. An honest statement about scale up of this dynamic program will
recognize the implementation environment and present realistic findings.

Recommendations
Access, Availability, Quality

e  Meetwith the DHMTs and UNICEF to develop a training plan for remaining HSAs and supervisors.Outline
funding requirements and partner funding commitments as well as partner roles and responsibilities and
complete remaining training by the end of 2009.

o  Explore the feasibility of structured group supervision to complement and strengthen the current individualized
supervision. Group supervision could include monthly meetings of HSAs with supervisors at assigned health
centers.

e Based on reported successes in supervision in Dowa, further explore the supervisory structure in Dowa to see if
there are successful approaches that can be shared in Chitipa and Thyolo.

e Meetwith zonal and district health teams to discuss the supervisory structure of the HSAs and identify action
steps to ensure consistent and quality supervision at the field level.

e  Toensure an adequate implementation period prior to the final evaluation of the program, the remaining HSAs
must be trained as soon as possible.

e  Advocate with the DHMTs and partners to ensure immediate training of HSAs in the basic HSA package, so
that they can be trained in CBMINC as soon as possible. If there will be delays in basic training, work with
districts to explore the feasibility of training the HSAs in the community-mobilization package and/or CBMNC
package first.

e  |dentify resources at the district level to ensure all HSAs have their required equipment, including bicycles. Cost
the procurement of rain gear and bags for HSAs and identify resources for these supplies.

e  Workwith the DHMTs and district hospital KMC units to outline a referral chain for HSA follow up of
discharged KMC clients.

CS-22 Malawi, Midterm Evaluation Report, October 2009 29
Save the Children



e Assuming the success of the CBMINC package as delivered by HSASs, advocate at the central MOH to
update/revise the HSA basic training package to incorporate the CBMINC package as well as other components
of theirwork, e.g. FP, VCT, malaria, etc.

e  Review training plans for facility-based personnel with the DHMTs and UNICEF to ensure that all program
health centers and hospitals are on track to receive program training.

e  Toimprove facility capacity to manage increases in labor and delivery services in program facilities, efforts via
the CBMINC Task Force have been made to encourage the MOH to place additional midwives in these health
centers. While the MOH does not typically earmark districts for additional support, it may be worthwhile to
further advocate with the MOH on this point.

o  Workwith each DHMT and UNICEF to review and delineate exactly what equipment and supplies have been
delivered and to which health facilities. Identify gaps in equipment delivery and work with partners to ensure
that commitments are met.

e Meetwith partners supporting facility-based training in the program districts and ensure that trainings incorporate
the development of action plans for trainees including an outline of equipment and supplies required to deliver
updated services.

o  Establish performance criteria to objectively measure the quality of KMC services being provided. Criteriato
measure provider performance for KMC would be developed from standards of care for KMC such as
consistent warming, use of calibrated cups to measure breast milk intake, proper weighing of newboms. Criteria
could also be pulled from admittance, discharge and follow up records.

e  Work with the MOH/RHU to review and update the integrated RH supervisory checklist to incorporate KMC
and other evidence-based knowledge and skills to align supervision with the Integrated Maternal and Newbom
Care training package.

e Via ACCESS and other safe motherhood programs, review and identify performance and quality improvement
tools available to measure the quality of facility-based MINH services. Tools can be introduced to DHMTs to
reinforce clinical supervision.

e  Workwith each DHMT and other program partners to review supervision schedules and identify where there
will be delays and to outline a plan of action to reduce these delays.

e Move forward with the development of messages and dissemination plans with districts to educate district
transport officers to include sick newboms as a priority for emergency transport.

Demand

e Advocate with the DHMTs to consider training HSAs who are waiting for their 10*-week basic training inthe
community mobilization package first.

e  Workwith the DHMTs and partners to identify funding sources to support the remainder of HSAS to receive
their community mobilization training.

e  Ensure that funds are available to procure the supplies needed for effective community mobilization and work
with the district to ensure that the supplies are procured and distributed.

e Ensure the MNBHP has the capacity to fully inform and track this program component or identify this capacity
inanother partner that is working in community mobilization for improved matemal and newbom care. The
MNBHP is in a unique position to share leaming from community mobilization for CBMNC in Malawi and

beyond.

Enabling Environment
Develop a scale up advocacy plan that includes:
e  Engage atthe national level to maintain and generate new political will for newbom health and the facility and
community-based MINC package;
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o Facilitate the MOH to take the lead to identify funding to support scale up of facility and community-based
MNC package;

¢  Introduce the package and materials to the five Zonal Health Offices and identifying opportunities to reach new
districts via the zonal platform;

e  Work closely with MNBHP and ACCESS districts during the DIP process to keep facility and community-
based MNC in place;

e  Stay closely engaged with UNICEF and WWHO by communicating program results, challenges and ensuring
their continued financial and technical engagement in newbom health in Malawi;

e Workwith program partners to respond to identified challenges to realize program potential in select districts and
to more fully inform package scale up;

e  Setmilestones/benchmarks on the implementation of the CBMNC package to ensure that the program is ready
for the addition of nevv activities such as community case management or sepsis management (once these have
been piloted and are ready for broader programming);

e  Qutline key action steps that will ensure the institutionalization of the facility and community-based MNC
package into the health services delivery system and identify where and how the program can become engaged
to ensure this process is underway;

o  |dentify other program platforms, e.g. CHAM, Catalytic Initiative in 10 districts, new USAID programand
most importantly, newv districts via govemment investment;

e  Partner with other groups working in the health sector such as family planning and adolescent health to continue
to raise awareness about MINC and newbom health issues and to raise the program’s visibility;

e Developascale up plan or framework for taking facility and community based MINC package to other districts
including the design of a Technical Resource package for facility and community-based MINC service delivery;
and

¢ Hold regular implementation review meetings with key stakeholders from the MOH, UNICEF, WHO,
USAID, the MNBHP and ACCESS districts, zonal health offices, a select number of DHOs from the Catalytic
Initiative districts, CHAM and, if feasible, a small number of HSAs from program districts.
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H.

Action Plan for Responding to Evaluator Recommendations
Malawi Midterm Evaluation Recommendations Tracker (30 September 2009)

No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
Mai Mwana Project (match funded)
201 Oncethe RCT trial ends, MOHRHU and partners (with SCasa | Possible e SCuwillinfluenceinvitation of Mai Mwanato MNH | Evelyn Ongoingfill 2011
catalyst) should encouragefinvite Mai IMwana to consider forums through the RHU
applying its experience and lessons leamed to support the e SCtofacilitate meetings between RHU & Mai
govemment’'s CBMINIC package in Mchinji. Mai Khandaand Mwenasothat the latter tokes up the CBMINC
Wormenand Children First should also be encouraged to adspt package.
their community packages to conformto the MOHRHU e SCipconsultMai Mwanaontheirexperiencein
standard. This could lead to scale up of the CBMINC package in community sothat mobilization inthe CBMINC
an additional 5 districts (Mchinji, Lilongwe, Salima, Kasungu, districts isimproved
Nichev).
202 MNBHP Communications Officer should visit Mai Mwanaand | Leamingvisitispossible | e Anorientation visitto Mai Mwana by Patrick 15 Septermber 2009
i time observing its various communication activities, especially the | will leam toand see how communications officer.
programming, for poterttial replication inthe MINBHP. theradioprogamming | e Areporton thefeasibility of having aof replicating the
canbe done/adaptedin radlio program in the CBMINC program
c e Takeadtionbased onthe report from Patrick
203 SC should continue to promote Mai Mwana’s participation in Incollaboration with e SCinfluencesinvitation of Mai Mwanato MNH Evelyn Ongoingtill 2012
nationaHevel activities to transfer leaming asthe CBMINC RHU fecilitate their forums through the RHU
package istaken o scale. participation to presentat
RHU documents
dissemination forumsand
other meetings
Access, availability, quiality
311 Review training plans for facility-based personnel to ensure thatall | Needtocomeupwitha | e Incoordinationwiththe MOH, districtsand partners, | Reuben Ongoing till 2012
program health centers and hospitals are on track to receive proper planonwho hesto come up withatraining plan of action.
program training. betrainedandhowitisto | e Lobby districtstoinclude training intheir DIPS
be done and also consider
the resource aspect
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No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
312 | Toimprovefecility capecity to menege increesesinlaborand - pedoneusingadvocacy | e preparea power point presertation thet highlights Edwerd 9 December 2009
delivery services in program fecilities, effortsviathe CBMNC - [ghthe: Reportsand HMIS demand in MINH visvis skilled birth attendant
Task Foroe have been madke to encourage the MOH to place availability inthe district
additional midwives in these health centers. While the MOH does . . Bvelyn
nottypically earmmark disrictsfor adltionel support itrmey be e  Makeapreseniationatall national MNH forums
worttwhile to further advocate with the MOH on this point
313 Workwitheach DHMT and UNICEF to reviewand delineate | Need towork with o Icentifythelistofwhat hasbeen submitiedand Edward 30 August2009
exactly what equipmentand supplies have been deliveredandto - | partnersin identifying comparewiththe HFEA and identify the gaps
which health facilities. Identify gaps in equipment delivery and gapsin delivery of
workwith partnersto ensure that commitmenis are met. equipmentensuring all —
communicationbyal | ®  Advocate formore supplies foreffective program | EVEbN Ongoing tll 2012
parnersinwhat hasbeen implementation
procured o Followupwith UNICEFwherethey arein
purchasing supplies for the districts
314 | Meetwith partnerssupporting fility-besed trainingiinthe Ithirk thisisheppening. | e Highlight the need of incorporating MNC trainingsat | EVeyn 30Qctober 2009
program diistricts and ensure that trainings incorporate the Wemightonly needto diistrictlevel during the Safe motherhood sub
development of action plans for trainees indludinganoutiine of | seeifthese plansare being commitiee meetings
equipmentand supplies required to deliver updated services. followed. 30 Novermber 2009
315 | Establishperformance aiteriato objectively measure the uality of | Critriaformeasring | o Workwith ACCESS to finelize the performance Richard 30 Sept 2009
KMC servicesbeing provided. Criteriatomessureprovider | performancein KMC assessmenttool hatwill be used inall health feciliies
performance for KMC would be developed fromstandardsof | will beimportant for the providing KIMIC, Thistool will be used by health care
care for KMC such as consistertwarming, use of caliiorated cups - | progress of the program providers.
tomeasure breast milk intake, proper weighing of newboms.
Criteria.could also be pulled for admitiance, discharge and follow-
Up records.
316 Workwith the MOHRHU toreviewand update theintegrated | Thisisimportanttoensure | ¢ e the ool and review Rueben 23 December 2009
RH supervisory checklist to incorporate KMC and other sustainability N P
evidence-besed knowledge and skillstoalign supenvisionwith e * ma”’;ﬂgﬁ RWD”D'rg‘gm
Integrated Matermeal and Newbom Care training package. : ntegKM C Pervision
®  Updaethe RH checdlist
317 | Toworkwithkey partrers in safe motherhood programs, review | Implementztionofthe | o collaboration with ACCESS & other partrers, Maggie 23Dec2009
and identify performance and quality improvement tools available | performance and quality review the tool thet is available and address the geps.
tomeasure the quility of facility-based MINH services. Toolscan | improvermenttool is Toalsoworkwith other key partners
be introduced to DHMTs to reinforce clinical supervision. necessary o  Surtemi ieed ool with Zoral Officers
andthe DHMTSs
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No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
318 Workwith each DHMT and other program partnerstoreview | Thisis possible but e Advocate formore motorbikes for each district (SC BEvelyn January 2010 & Ongoing
supervision schedules and identify where there will be delays and | resourcesareabig ltaly func) Sept2009
o outline:a plan of action 1o reduce these delays. gﬂ:g;ggfwﬁqnm e Chifpaand Thyoo DHMIT leamffom Dova Edwerd Ot 200
fimited resources (exchangevisit) Edwerd
e  Thereisneedtoalsoinvolve District Environmental 31 August 2009
Health Officers (DEHO) in some of the districts
e  Setupadatabesethat can generate reportsthat are 31 Dec2009and ongoing
useful for supervision George
e  Usereports generated by the newaccess databese in
identifying aress that need urgent supervision George
319 Move forward with the development of messagesand Recommendstionshould | ¢ Developthe orientation manual that seeks to orient Maggie 30 Decermber 2009
dissemination plans with districts to educate district transport betakenup trangport officers in the 3 districts on including sick
officersto include sick newboms as a priority foremergency newboms asa priority for emergency trangport.
transport
321 | Meetwiththe DHMTsand UNICEF todevelopatraining plan - | Important forprogressof | ¢ Organize amesting with Grace Mlava (UNICER) & | Evelyn 17 Juty 2009
for remaining HSAs and supervisors. Outline funding program activities discuss way forward in training the remeining HSAS
requirements and partner funding commitments as well as partner e Incollaboration with UNICEF discuss with district
rokes and responsibilities ancl complete remaining training by the teams on needs for HSAs raining during thereview | Ecward 12 August 2009
endof 2000. meeting
o  Reallocate SNIL sepsis study money and the money
remaining from community mobilization totrain Evelyn 30 Septermier 2009
HSAsnotyettrained, to start immediately
322 Explore the feasibility of structured group supervisionto Todohoth o Contactdistrictsand explore the feasihility of having | George 30 Septermboer 2009
complementand strengthen the current individualized supervision. structured group supervisions of HSAS.,
Group supervision could include monthly meetings of HSAs with o  Encouragedistrictsto continue with the individualized
supervisorsat assigned health centers. SUpENVisions.
323 Based on reported suocesses in supervision in Dowa, further Good for quality o  Downatoshareitsexperience during the joint Edward 30 September 2009and On
explorethe supervisory structure in Dowa tosee if there are Supervision Supervision going
suocessful approaches that can be shared in Chitipa and Thyolo.
324 Meetwith zonal and district health teams to discuss the Improved sustainability of | ¢~ Toinvolvebath - Zonal peapletobe invited to Edward 30October 2009
supervisory structure of the HSAs and identify action steps to the program participate in supervision and bi-annual meetings with
ensure consistentand quality supervision at the field level. effect from the first review mesting tobe held on
August 12, 2009
325 Toensure an adequate implementation period prior to the final Important e Organizeameetingwith Grace Mlava(UNICER) & | Evelyn 17 July 2009
evaluation of the program, the remaining HSASs must be trained as discussway forward intraining the remeining HSAS
soonaspossible. (lsose321)
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No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
326 | Advocatewiththe DHMTsand partnerstoensureimmediate | Important o Bwelyntoliaise with RHU ontheway forward Evelyn Ongoing
training of HSAs in the basic HSA package, so that they can be o MrsKachaletoadvocate for training of 3 district
trainedin CBMNC assoon as possible. If therewill be delaysin HSAsinbasictraining through Mr. Nkhono
basic training, work with districts to train the HSAs inthe
community-mohilization package first
327 Identify resources at the district level to ensure all HSAs have their | Difficult o Advocatewith DHMTsforthepurchase of HSAs | Evelyn Ongoing
required equipment, including bicycles. Cost the procurement of materials
rain gearand bags for HSAsand identify resources for these e Identify gapsin rain gear, bikesand supplies for Edward 30 Septermber 2009Miarch 2010
supplies. CBMNC.
e SCtolobby DHMTstobudgetfortheseintheir DIPs. | Evelyn 30 August2009
e  SCiosupplybagsfor HSAs
BEvelyn
328 | Workwith the DHMTsand district hospital KIMIC unitstooutline | Importart o Toolalreadly developed awiting approval from RHU | Richard 30 Septermber 2009
arefeal chain for HSA follow up of discharged KMC clients. & partners
329 | Assumingthesuccess of the CBMINC packageas deliveredby | Forthe future e Update MoH on how sucoessful the HSAshave been | Evelyn Ongoing
HSAs, advocate at the central MOH to updatefrevise the HSA in CBMINC & CCM and lobby for the indlusion of
besic training padkage to incorporate the CBIMINC package as these packagesinthe besic HSA training
well as ather components of theirwork (e g. FP, VCT, malaria e  Involve partrerslike UNICEF, BASICS, Mai
€fc). Khandaetc in lobbying for inclusion of CBIMINC
package inthe basic HAS training.
Demand
3310 | Advocatewith DHMTsto consider training HSAswho are [Tobedore o  Discussthe issue during the review meeting with Edward 12 August 2009
waiting for their 10%week besic training inthe community partnerson August 12,2009
mobilization package first e Gethuy-infromthe Safe Motherhood Task Forceon
theimporiance of undertaking tisexercisegiven | Evelyn Ongoing
resource scarcity inthe MOH to train all HSAs in besic
HAS training.
3311 | Workwiththe DHMTs and partnersto identify funding sources  (Important e Advocate for resources during the review mestings | Evelyn 15 August 2009
tosupport the remainder of HSAS to receive their community and hold period meetings on plans for training HSAS
mobilization training. with Grace at UNICEF
3312 | Ensurethat fundsare available o procure the suppliesnesded for - (Important e Advocate for resources during the review mestings | Evelyn Ongoing
effective community mobilization and work with the district to and hold period meetings on plans for training HSAS
ensure that the supplies are procured and distributed. with Graceat UNICEF
3313 | Ensurethe MNBHP hasthe capecity o invigorate thisprogram | Notclear nesd more ¢ Organizeameeting with Mai Mwanato use their
componerttor identify this capacity in anather partner thatisfully | explanation ofthe lessons leamed to be applied to CM.
engaged and committed to the suiooess of community recommendation e Starelessonsleamed from SC, Mai Mwanaand other
mobilization for improved matermal and nevbom care. Thereis partrersinvolved in community mobilization at
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No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
muchto be leamed and shared from thiswork—in Malawi and national level so that matemal & newbom heslthare
beyond. strengthened.
3314 | Continueassisting Ekwendeni with the packing of reports, Inprogress e Finalize packaging of reports—STEPS. Infact we | Patrick October 31,2009
materials and tools ina““howto” guiide that can be shared with should be able to submit adraft with the MTE Report
partners. atthe end of October.
e Consultwith Ekwendeni on materialsto be packaged 31/12/09
and move process forward to product
e Withsupportfrom NBHHO team discusshow
information should be packaged.
311209
3315 Support Ekwendeni in proposal writing and scanningand Ekwendenitobe e Scanforopportunities ontheir behalf andinformthem | Evelyn Ongoing ill 2011
identifying funding opportuinities and possible donorsto continue | supported and tobe linked
tosupervise, monitor and re-train agogosaswell astosenveasa | todonors
leaming site for interested partners.
Neonatal Sepsis (match funded —part of CBMINC package)
341 Reassess the feasibility of implementing this pilot study interms of | On hold e Followingthe delays intraining HSASs, itwas Edward August2010
resources available, partner commitment, and whether or not the recommended that the program put the sepsis
MNBHP is ready to a0k an additional componentof work i the componenton hold.
demonstration project. Specifictopics for consideration could e Usefindingsfromthe ongoing CBMINC programto
include: advocate for the revival of sepsis management at
community level.
342 Ensure that the selected geographical area for the pilot studywill - | On hold
yield enough neonatal sepsis cases to permit adequiate assessment
of HSA performance in assessing and managing sick newborms.
343 Ensure that the pilot OR study work plan and budget includeall | Onhold
aspects of program implementation, such as health center training
and preparedness.
344 Asalead player inthe pilat study, SC needs towork with in- Onhold
country partners to identify financial resources for implementation
before the pilot sty is launched.
345 GivenWHO's prominent role in newbom and child health Onhold
globally, WHOMalawi must be encouraged to senda
representative to the Working Group. Itisessential thet
WHO/Mialawi is avocal advocate for and participant in this
importantwork.
346 Ideally, SC/Malawi will have a dediicated full time equivalent Onhold
(FTE) staff pasition for the pilot studly.
Enabling environment
401 [ Developascale upadvocacy planthetincluces: [ Important | Dependenton progressonthe

CS-22 Malawi, Midterm Evaluation Report, October 2009
Save the Children




No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
e Engagingatthe national level to maintain and generate new e Developadraftplan related to the national scale up Patrick national plan
political will for newbom health and the facility and policy and takes itto the NBH team for
community-based MINIC package; comments/feedoack
o  Failitating the MOH to take the lead to identify funding to e Anorientation meeting for stakeholders onthe scale up | Evelyn
support scale up of facility and community-based MNC policy is developed by SC and oriented to RHU and
package; other key partners suchas UNICEF, WHO . 30 December 2009
e Introducing the package and materials to the five Zonal e Throughthe Zonal offices, inform that we are available )
Health Offices and identifying opportunities to reach new to provide TA during DIP meetings Meaggie
districts viathe zonal platform; 30January 2010
o Workdlosely with MNBHP and ACCESS districts during e Sharework planswith districts copiesand coordinete
the DIP process to keep facility and community-besed with district implermentation plans (DIPs)
MNC in place; and Bvelyn
e Syingclosely engaged with UNICEF andWHO by
communicating program results, challengesand ensuring
their continued financial and technical engagement in
newbom health in Malawi.
402 Workwith program partnersto respond o identified challengesto | ¢ Needtodisseminatethe | e Addresssupervision challenges with possible actions— | Edward Ongoing
realize program potential in select districts and to more fully inform | challengesand come up nexttime follow up on the-actions and use the joirt
package scale up. with the strategies on the partners meeting.
way forward
o [Involve document
challengesand come up
with follow up actions
403 Set milestoneshenchmarks onthe implementation of the o Important e SetMilestones Evelyn 30 December 2009
CBMNC peckagetoensurethetthe program isready forthe | o Sepsismenagement. | o Finish firstphase rainings by Dec 2009
adidition of new activities suich as community case management | has been puton hold Finish training all HSAs inthe 3 districts by 2010
Or sepsis manegement (once these have been piloted and are readly (pending availability fo UNICEF funds)
for broader programming). o Sartworkingwith CCM asthey aresetting up their
SySters.
404 Outline key action steps that will ensure the institutionalizationof | Important e  Inprogress BEvelyn Ongoing
the facility and community-based MINC package into the health e Liaisewithkey partnersonthatare alsoinvolvedin
sarvices celivery system and identify where and how the program CBMNC onhowtoscale up the package
can become engaged to ensure this process is underway. e Developmentofjointscale up planwith key partners
405 Identify other program platforms, eg. CHAM, Catalytic Initiative | CHAM hastakenitupby | e Liaisewith key partnersthat are alsoinvolved in BEvelyn Ongoing
in 10districts, new USAID programand mostimportantly, new | sofar facilitating one CBMNC onhowto scale up the package
districts viagovernment investment. training comprising 6 o Developmentofjoint scale up planwith key partners
HSAsfrom3CHAM Patrick
heslth facilities using the
same module and rainers
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No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
406 Partner with other groups working in the health sector such as Need for action plan Opportunity scanning so thatwe participate inmostof | Evelyn Ongoing
family planning and adolescent health to continue to raise: these forums and also present ourr findings and lessons
awarenessabout MNC and newbom health issuesand o raise the leamed
program’svisibility.
407 Developascale up plan or framework for taking facility and Necessary and should Need to developaplan onhowandwhowill doit BEvelyn 2011
community based MINC package to ather districs indudingthe | startworking onitnow Identify all partners involved in CBMINC
design of a Technical Resouroe package for feaility and Comeupwithacraft scale up plen thetis discussed
community-based MINC service delivery. andshared with partners.
408 Hold regullar implementation review mestings with key Already onthe plan Hold biannual review mestings with partnersie, RHU, | Ecward 31 December2009
stakeholders from the MOH, UNICEF, WHO, USAID, the implementing districts, zones, UNICEF,UNFPA, efc
MNBHP and ACCESS districts, zonal health offices, asefect Hold quarterty monitoring exercises with partners, ie.
number of District Health Officers from the Catalytic Initiative RHU, zonal representatives, 3 districts & UNICEF
districts, CHAM and, if feasible, asmall number of HSAs from
program districts.
Process Documentation
501 Reflection on activitiesand milestones from SNILL that Importanttodo Activitiesand milestones from SNILL including Edward 31 Novermber 2009
contributed to where the MINBHP should be part of the process processes that have led to development of quidelines of
documentation plan. Inaddition, the MINBHP is bigger and change of policies will be documented. Interviews
broader than the facility and community-based MINC, three- with personnel thatwere in SNIL 1, RHU/MoH &
district demonstration project. Forexample, there are processes desk review will be some of the processes to be
that have led to policy change, adoption of new or adapted adopted in this documentation exercise
quiidelines, development and use of tools and meterials that extend
beyond the CBMNC package—all ofwhich are excluded from
the current process docurmentation plan which focuses namowty
onthe three-dlistrict demonsiration project
502 Thereisaneed to define the product(s) and the “packaging”of | Tobedone The NBH team should come up with a draft list of Edward 15 Septermber 2009
materials the MNBHP wants to have at the conclusion of their things that they want to see at the completion of the
adtivities to document the processes that led to stated Successes. program. Seek input from RHU and other partners. Or
Thiswill then informwhat must be prioritized in terms of process Edward/George simply ask partnerswhet they would
documentation. The MNBHP and its partners need to defire the expectat the end of the program.
intended audience, the information this auidience needs, and the Upon getting the list, start compiling the priority
best means of communicating this information (eg. how-to listiplan, expected audience and the best approachesin | Patrick 31 November 2009
manual, case study, document brief etc,). communicating
503 The MNBHP should begintowrite up the preparation phaseof | Noted Combinewith50.1 Edward 31 November 2009
the facility and community-based MINC demonstration program.
Itewill be overwhelming if the team waits until the end of
implementation.
504 Missing from the process documentiation plan isthe “how”’and -~ | Noted Addthe“how’” and“‘who’” componentsin the process | Edward 31 August2009
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No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
the “who”. The plan clearly states the sources of informetion for docurmentation plan.
process docurmentation and outlines the types of activities that need
tobe documented for the facility and community-based MINC
pilat but it does not designate how the pieces will come together
andwhois responsible for individual piecesand whoiis
responsible for putting the pieces together.

505 The ACCESS project is replicating the facility and community- | ttisnecessaryandneeds | e Organizeameetingwith ACCESS staffand inform | Ecward 15 September 2009andon
based MINC package yet docurmentation of this replication informing and involving onthe importance of documentation going
processisunclear. Itwill beahuge missed opportunity if the the ACCESSheadfrom | e Shareanddiscussthe process documeriation plans 301009
replication of the package is not documented or evaluaied insucha | the start andgetinput 301009
wal as to compare the outcomes of the three ACCESS districts o Includethe ACCESS staff on “who” inthe plan
and the processes that led to those outcomes with those of the
facility and community-besed MINC demonstration in the three
MNBHP districts.

e Monitoring & Evaluation

601 | Ensurethatall sakeholders, especially atdiistrict level, areaware of | Importanttodo o ReorientHMIS Officersto the M&E procedures George 15 August 2009and ongoing
the various M&E procedures and systems. A visitto the HMIS e Invite HMIS officers during the bi-annual review
officer in Chitipa reflected that he does not know a lot about what meeting
isexpected of the district in tracking and assessing progress of
someaspects of the program. A two-day meeting of the three
district DHMT HMIS officers might reirforoe understanding and
compliance.

602 Revisit the community mobilization formand indude asection | Important e Hold meetingswith ACCESS staff and reviewthe Ceorge 30 August 2009
tht tracks progress in the commuinity mobilization cycle. community mobilization form

603 | Designamonthly summary sheetfor healthcenterssothatthey | Tobedone o Designadkafttime sheet George 31 October 2009
canuse data from their catchmentareas. Improve use of deta for o Sharethesheetwith NBH team & partrers for
decision making with montthly and quarterly reviens at all levels ocomments
of programimplementation. e Rolloutfinal sheetafter getting comments from

partners

604 | SCshould design CBMINC programmed datzbase that provides | Important detabese e Designadaiabase George 15 August 2009
summaries o that the diistrict can make better use of the data. developmentinprogress | e Getcommentson the database from Newbom health
Currently, districts cannot make summaries from the existing teamand RHU
databese and are therefore not using the data they are collecting. o  Takedatabase tothe districts and orientthem

605 | TheM&E planshould have key dates. Thesekey datesare Important o Keyddestobeputinthe M&E plan George 30 September 2009
currently inthe MINBHP annual plan only.

606 Revisitthe process indicator matrix and include other HMIS Important ¢ Reviewthe process indicator matrix & add HMIS George 31 October 2009
indicators that help track the CBMINC package at the diistrict level. indicators that help track CBMINC package

607 There s need to revisit consistency of reporting of some indicators | Noted ¢ Reviewandsyncronisewhat isin the proposal and George 30 Novermber 2009
betweenwhat is in the proposal for the CBMINC package whatisinthe M&E plan
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No. Recommendation SC/MNBHP Action, (steps, if appropriate), indicator or milestonefor | Responsible Timeline for completion
Comment completion of action institution or person
demongtrationand what isin the M&E plan. Similar indiicators
are indicated as collected monthly inthe proposal and quarterly in
the M&E planand vise versa
608 SC shouldwork closely with the national Health Management e Participate in all HMIS mestingsespecially those George Ongoingfill 2011
Unit (HMU) intheir review and revision of the HMIS indiicators involving reviewing of indicators
and ensure that all newbom health indicators are consistent with
global standards (eg. the indicator of postnatal care of the
newbom is listed as “‘one week visit” as opposed to the current
standard of 24-48 hours). During this process review andamend
the Road Map indicators that have been met or surpessed.
609 Lookat the sample methodologyy for the endline survey for the o Theendlinesample methodology wes determinedat | Edward 2011
CBMNC package to determine if this can be modified to more the same time with the baseline survey. With advice
adequately capture the impact of the program interventionsin from Simon Cousens, we were given the go ahead of
specific catchment population as apposed to district-wide using 30 cluster sampling.
measures of impact.
6.10 Use LQAS sampling methodology for the CS-22 endlinein Already inthe plan e Sartplanning for CS-2endline sunvey using LQAS | George 2010
Mzimbaas planned to compare changes inthe Ekwendeniaress | Note: this
toother parts of Mizimba District without agogo coverage. recommenciationwas
previously under
Objective 3but it relatesto
M&E.

1 Community-Based Matermal Newbom Care Program. Dratit Monitoring and Evalugtion Plan. p6.
2 CBMINC Package Basline Survey, DeclJan 2008,

3 Shiffimen, Jand A Kazembe. Generating Political Priority for Nevwbom Survival in Mialawi. 2000

5 JoyLannand Kate Kerber, eck. Opport.nities for Aficas Nevbome: Practical cta, policy and programmetic sLpport for nevbom care in Affica. Partnership for Meetemal, Newbom and Chikd Heath (PMINCH). Cape Town, 2006, ISBN-13978.0-620-37-695-2 ISBN-10: 0-620-

3769563,
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Annex 1: Results Highlight — The Agogo Approach: A Promising Practice

Funding from USAID/CSHGP allowed Save the Children and its sub-grant partner Ekwendeni Mission Hospital in
Mzimba District to take the “agogo approach” from an innovative idea to a promising practice in Malawi. At baseline in
Mzimba District, only 68 percent of mothers were seen four times or more by a skilled provider; 63 percent were able to
produce a matemal card; and 36 percent were able to cite at least two danger signs during pregnancy. Only 57 percent of
newboms were dried and wrapped immediately after birth (before the placenta was delivered); only 40 percent were
placed with their mothers immediately after birth; and only 48 percent were bathed at least 24 hours after birth. To address
the need to communicate knowledge about care-seeking and household best practices for essential newbom care (ENC)
in the most effective and culturally acceptable manner, Save the Children has been providing and technical assistance and
sub-grant support to the Ekwendeni Mission Hospital (Church of Central Africa Presbyterian, Synod of Livingstonia), a
CHAM facility in Mzimba District, since 2004. Ekwendeni’s agogo approach recruits and trains grandparents to serve as
mohilizers for positive change in matemal and newbom health.

Agogo (grandparents) are selected for training because they constitute a naturally occurring cadre in the family and
community. As elders, they are trusted and listened to in their communities. Grandmothers are close advisors to daughters
and daughters-in-law; and grandfathers carry a great deal of influence in the household and in the community especially in
terms of decision making. Agogo are also gatekeepers and custodians of traditional practices, some of which are harmful
to newboms. Communities selected agogo for training who were older than 50, had at least one grandchild, were good
communicators, knew the traditions, and were respected in their community. Prior to initiation of the sub-grant, Save the
Children engaged a consultant (Dr. Judi Aubel, Founder and Director of the Grandmother Project based in Rome) to
assist Ekwendeni with a qualitative assessment of the agogo strategy to inform the expansion, documentation, and
packaging of the approach for dissemination to church groups, national NGOs, and community-based organizations.

Extensive reach  During the period of the sub-grant, the Ekwendeni Primary Health Care team trained 4,100 agogo
(2,635 males and 2,375 females). Of thase, 3,090 from the Ekwendeni catchment area received a two-day refresher
training; and 1,010 newly-recruited agogo from four govemment-run district health centers received an initial three-day
training. These trained agogo came from 487 villages, representing 100 percent coverage of the Ekwendeni catchment
area and approximately 90 percent coverage of the four government health center areas that Ekwendeni serves under a
service agreement with Mzimba District. Increase in ANC care-seeking  After 15 months of agogo implementation,
women seeking antenatal care in their first trimester increased by 50 percent. (Baseline value was 40 women per quarter in
10/2007, endline value was 60 women per quarter in 3/2009). Effective retention and communication of key
messages Six months after being trained, 95 percent of agogo could define birth preparedness (saving money for
delivery, arranging transport to the hospital, etc); 85 percent could list danger signs for newtom and danger signs during
pregnancy; 84 percent could outline the advantages of antenatal care; 83 percent could identify detail immediate care of
the newbom. In addition, 8 out of 10 mothers were able to state the health messages communicated by the agogo

and had discontinued harmiful cultural practices associated with delivery and newbom care.

Other results reported by communities  Anecdotally, agogo reported reductions in newbom mortality in their villages
and the following changes in practices: (1) increased seeking of MINH services at a health facility (1st trimester ANC and
delivery); (2) more use of maternity waiting homes; (3) a shift from traditional family planning methods to modem
methods; (4) exclusive breastfeeding and no longer giving porridge to babies; (5) not giving prelacteal herbal infusions to
baby; (6) more use of immunization; (7) no application of any substance to the cord; (8) delayed bathing for up to 3 days,
and (9) no longer banishing twins to the bush (out of a belief that livestock would die if the babies stayed in the home).
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Annex 2: Malawi Newborn Health Program Presentations (2007-09)
2007

Evelyn Zimba delivered a presentation entitled Malawi’s Newborns:Gaps and opportunities
during the Malawi national PMNCH workshop held 16-19 April 2007 at the Sun N’ Sand
Holiday Resort in Mangochi. This information provided the basis for identification of priority
newborn care activities to be addressed in the Gates-funded PNMCH initiative in Malawi.

Evelyn Zimba, Program Manager, presented on issues and new trends in newborn health at a
workshop organized by MOH/RHU for Integration of the Basic Emergency Obstetric and
Newborn Care training manual, held on 3—-4 May 2007 at Livingstonia Beach Hotel in Salima;
and during the follow-up meeting on 20 June 2007 at Cresta Crossroads Hotel.

During the USAID/CSHGP Mini-University workshop held in Baltimore 4-8 June 2007, Evelyn
Zimba participated in the MAMAN Bazaar and demonstrated ENC and KMC.

Evelyn Zimba presented on the Malawi Newborn Health Program in a skill-building workshop
held at Save the Children in Washington, DC, from 14-18 May 2007 that focused on design of
behavior change and community mobilization interventions.

Evelyn Zimba presented on the Malawi CBMNC package scale-up strategy at the SNL Strategic
Planning for Scale-up Workshop in Dubai held 18-22 June 2007.

Evelyn Zimba, presented as part of a panel on post-natal care and the CBMNC package at the
Women Deliver Conference, taking place 18-20 October 2007 in London, UK. The aim of this
global conference was to mobilize high-level commitment to achievement of the fifth
Millennium Development Goal (MDG 5) for reduction of maternal mortality in participating
countries. The conference brought together some 2,000 people from the global maternal health
community, including politicians, international agencies, media, academics, grass-root workers,
and activists.

Evelyn Zimba presented on Malawi’s newborns: Gaps and opportunities during the White
Ribbon Alliance Regional Advocacy Workshop held in Malawi in October 2007. During the
CSHGP Mini-University workshop held in Baltimore 4-8 June 2007, Evelyn Zimba participated
in the MAMAN Bazaar and demonstrated ENC and KMC.

Several members of the NBH team presented at the SNL 2nd Africa Research Workshop,
Blantyre, Malawi (12-16 November 2007), including Research & Evaluation Officer Edward
Chigwedere who presented results of the formative research conducted in the three learning
districts to guide design of CBMNC package.
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2008

Evelyn Zimba presented a paper on KMC scale-up at the WHO/AFRO Inter-Country Workshop
for Strengthening Neonatal Health in Maternal and Child Health Programs, in Blantyre, Malawi
(21-25 January 2008).

Evelyn Zimba presented on results of the Malawi KMC retrospective study at the Priorities on
Perinatal Care Conference in Pretoria, South Africa (11-14 March 2008).

Evelyn Zimba and Consultant Anne-Marie Bergh delivered the results of the KMC Retrospective
Study conducted in July 2007, followed by a panel discussion, at the Malawi Ministry of Health
(MOH)/Reproductive Health Unit (RHU) Dissemination Workshop, Lilongwe (18-19 March
2008).

Health Economist Emmaunelle Daviaud led a workshop on CBMNC costing for the three
learning districts, MOH/RHU, and other stakeholders (25 March 2008).

Evelyn Zimba presented a paper on KMC scale-up at the Countdown to 2015: Maternal,
Newborn and Child Survival in Cape Town, South Africa (17-19 April 2008).

Evelyn Zimba presented on KMC scale-up at the Save the Children Department of Health &
Nutrition Program Learning Group Meeting, held in Easton, MD, USA (19-23 May 2008).

Edward Chingwedze presented on the Malawi NBH Program’s plan for process documentation
and Evelyn Zimba presented on KMC scale-up on Malawi at the Save the Children/Saving
Newborn Lives Program Manager’s Meeting, Bangkok, Thailand (July 2008).

Evelyn Zimba presented a poster highlighting results of Malawi’s KMC retrospective study and
presented as part of a panel at the 1st European Conference on Kangaroo Mother Care and KMC
Workshop, Uppsala, Sweden (8-11 October 2008).

2009

Communications Officer Patrick Zgamo presented on the role of media for advocacy in newborn
health at White Ribbon Alliance workshop held at Riverside Hotel in Lilongwe on 15 January
2009.

Reuben Ligowe gave a brief presentation on the CBMNC package at the Mai Khanda (formally
known as Health Foundation) strategic planning meeting on maternal and newborn health, held
at Kambiri Lodge in Salima District, 19-23 January 2009.

Evelyn Zimba presented on the IMCI training manual at a Blantyre meeting, funded by
ACCESS, to integrate current trends of PMTCT policy into the BEmONC training module, 2-6
February 20009.
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Edward Chigwedere presented on during a Malawi community newborn sepsis management
consultative meeting held in Lilongwe, 12 February 2009, convened by MOH and supported by
Save the Children.

Patrick Zgamo gave a presentation on newborn health for Day of the African Child during a
Children’s Parliament Technical Committee at Kalikuti Hotel, 5 May 2009, organized by the
Ministry of Gender.

Edward Chigwedere gave a brief presentation on preliminary findings of the mini LQAS survey
in Dowa District to district stakeholders (25 May 2009).

M&E Officer George Chiundu presented findings of the mini LQAS survey in Thyolo District
(15 June 2009).

Patrick Zgamo gave a presentation on newborn health for the National Children’s Manifesto at
Kalikuti Hotel on 10 June 2009 during a workshop organized by Ministry of Gender. (Because of
Save the Children’s advocacy and contributions, the Manifesto now includes a section on
newborn health.)

Reuben Ligowe represented Save the Children Malawi at the BASICS conference on Advocacy
to Care for Newborn in Darker, Senegal, 15-19 June 2009. Reuben presented on KMC in
Malawi, participated in a panel discussion, and conducted a demonstration on how to position a
baby in KMC. (As a result of this, Save the Children in Tanzania sent a tem member to Malawi
to learn more about the Malawi KMC program.)

Evelyn Zimba facilitated a “marketplace” session entitled Essential childbirth practices for
maternal and newborn health and nutrition: AMTSTL and ENC and gave a demonstration on
AMSTL and immediate ENC at the Save the Children Department of Health & Nutrition
Program Learning Group meeting held in Norwalk, CT, USA, in late June 20009.

Evelyn presented on the results of the NBHP MTE during a bi-annual review meeting, with
participants representing the 6 districts implementing the CBMNC package (Chitipa, Rumphi,
NKkhotakota, Dowa, Machinga and Thyolo) that included Zonal Officers, DHOs, IMCI
coordinators, and data entry clerks - plus RHU and UNICEF (12 August 2009).

Evelyn Zimba will present on the Malawi CBMNC package to the African Midwives Research
Network biennial conference to be held in Dar es Salaam, Tanzania, 30 November-5 December
2009. The theme is “Strengthening health systems to reduce maternal, neonatal and child
morbidity and mortality”.
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Annex 3: Project Management Evaluation

Human resources The MNBH program is fairly well staffed; however, it is a small team and
people are stretched. The team currently lacks talent for a robust advocacy effort. There are a
number of options to manage this including bringing staff from SNL headquarters to support
advocacy efforts, hiring part time consultants in-country to work on advocacy documents; and/or
using Save the Children field-based talent, where available. Save the Children/Malawi could also
consider bringing on a full-time staff member with a solid background in advocacy and
documentation for advocacy. This position will require someone who is a fairly seasoned
professional, is a critical thinker, strategic and highly motivated. The team is exploring whether
SNL might fund this additional post.

At the same time, if possible, bringing on an additional Program Officer would allow the
Program Manager more time to engage with partners from a more strategic position. The
fieldwork on this program is immense; particularly in this early implementation phase and with
the heightened need for district level engagement and recommendations for zonal engagement.
An additional Program Officer could be in place to support the fieldwork including participation
in DIP processes, transitioning the ACCESS districts from USAID-funded support, and
identifying and troubleshooting implementation issues. This person would work in concert with
the two Program Officers currently on staff. Again, the team is exploring whether or not SNL
might be able to fund this additional position.

Other issues During 2008, Save the Children and ACCESS identified a series of financial
problems with sub-grant compliance on the part of the White Ribbon Alliance for Safe
Motherhood (WRASM) in Malawi. Moreover, WRASM-Mw has no active staff at present and
no activities on-going. Following a series of discussions with the WRASM-Mw board and the
White Ribbon Alliance international headquarters, it was decided to terminate further funding
and in-kind support.

No additional human resources, logistical, or other issues were identified during the MTE.

CS-22 Malawi, Midterm Evaluation Report, Annexes, October 2009 5
Save the Children



Annex 4: Work Plan Table
Malawi Newborn Health Program - Five-Year Work Plan (merged and revised) - 1 October
2006 - 30 September 2011
Country Workplan FY07 - FY11

FYO07 FY08 FY09 FY10 FY11 Objective Activity Status
Met
1234O0ONDIFMAMIIASY1 23412341234
Activity
Program Management
Activity 1: Recruit and hire staff X Yes
Activity 2: Project start-up activities X Yes
Operational Research
Community-based maternal and newborn care
Activity 1: Finalize proposal and budget with MOH, UNICEF | X Yes
and 3 districts for community PNC pilot
Activity 2 : Finalize tool and conduct Health Facility Xl X X Yes
Assessment
Activity 3: Collaborate with partners to design, conduct and | X| X X| X Yes
analyze population-based survey in 3 learning districts
Activity 4: Finalize design of district pilot (sepsis to X
come later)
Activity 5: Contribute to adaptation of MNH training package for X X Yes
HSAs in collaboration with UNICEF and MOH
Activity 6: Conduct TOT for HSA training package X Yes
(with UNICEF)
Activity 7: Revise and finalise HSA Manual in X Yes
community MNH
Activity 8: Produce HSA community MNH manual X Yes
Activity 9: Conduct district TOT for HSA community X Yes
MNH
Activity 10: Conduct initial district HSA trainings in X X Yes
community MNH
Activity 11: Hold meeting with RHU to discuss way forward for sepsis and LBW X Yes
management by HSAs
Activity 12: Form small group to lead adaptation process of sepsis X| X Yes Activity on hold
management protocol
Activity 13: Design sepsis management protocol | | X X No Activity on hold
Activity 14: Assist with development of OR plans and X X X X X[ X| X Yes Excluding sepsis
postnatal care protocols on ANC and PNC home
visitation, community management of LBW babies and
newborn sepsis
Activity 15: Adapt manual for HSAs to manage neonatal sepsis and LBW at X No Activity on hold
the community level
Activity 16: Develop associated job aids | | X No Activity on hold
Activity 17: Produce manuals (neonatal sepsis X No Activity on hold
management protocol)
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Activity 18: Conduct TOT trainings in neonatal No Activity on hold

sepsis management

Activity 19: Conduct district HSAs training in neonatal No Activity on hold

sepsis management

Activity 20: Support (TA/financing) costing study for X X X Yes

community MNH package

Activity 21: With RHU, districts and other key X X X X[ X X Yes On going

stakeholders, establish and support system for ongoing

training/capacity assessement (pre-post tests, training

evaluations, trainer assessment checklists) for facility

health workers and HSAs

Activity 22: Facilitate/support development of job aids (visit checklists, X Yes

counseling cards) and supportive supervision at facility and community level

Activity 23: Support development of IEC/BCC strategies X X X[ X Yes

and materials for HSAs community mobilization work with

communities

Activity 24: Field test the materials Yes

Activity 25: Finalize materials Yes

Activity 26: Produce IEC materials and X No Process underway to

disseminate to districts send for printing

Actvity 27: Orient EHO/HA/CNM/senior HSAs (2 days) in supervision of X Yes Senior HSAs went

CBMNH activities through the whole
training

Actvity 28: Conduct inventory status of transport for supervision in the 3 Yes

learning districts

Activity 29: Conduct quarterly joint monitoring/TA support X X X Yes On going

visits to each learning program district

Activity 30: Facilitate and participate in partner X X X X Yes
monthly and quarterly task force meetings for 3

learning program districts

Activity 31: Facilitate and participate in periodic (annual) program reviews and broader information sharing at Yes
country level with stakeholders

Activity 32: Assist in the final revision of community PNC protocols X Yes

based on learning

Activity 33: Facilitate continuous learning and scale-up in other districts through ACCESS, UNICEF,
and other interested organizations and donors through meetings and information/resource sharing

Yes

Mai Mwana Randomized Controlled Trial

Activity 1: Conduct quarterly monitoring of progress on X X X
Mai Mwana subgrant

X

X

Yes

But on adhoc basis

Activity 2: Conduct quarterly financial monitoring on Xl X
compliance of Mai Mwana subgrant

X

Yes

Activity 3: Facilitate annual CHAM & MOH visits to X
Mai Mwana

Yes

Activity 4: Organize/faclitate joint dissemination

Not due
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event

Activity 5: Assist in publication of results

Not due

Kangaroo Mother Care Retrospective study

Activity 1: Conduct KMC retrospective study and come up X Yes

with recommendations for scale-up with respect to

outcomes, operational tools, and efficiencies in terms of

staff, training and infrastructure

Activity 2: Support development of prototypes to support X Yes

scale-up (key job aides, wall charts, ward guidelines,

monitoring tools, BCC materials)

Activity 3: In collaboration with RHU and ACCESS X X Yes

disseminate retrospective KMC study results to key

stakeholders

Activity 4: Conduct inventory of pre-service institutions and proximity Yes

of KMC centres

Activity 5: Hold dialogue with facility and training Yes

institutions

Activity 6: Support establishment of KMC centres Yes

Activity 7: Discuss with Malawi College of Health Sciences - Training institution for Medical Yes

Assistants to call attention to the KMC gap in the training curriculum

Acyivity 8: Design community KMC strategy and X Yes

adapt materials

Activity 9: Design prototype materials for HSAs to counsel mothers in X Yes

community KMC

Activity 10: Facilitate work planning for district X X Yes

KMC scale-up

Activity 11: Provide TA for district KMC scale-up and X X Yes

supportive supervision at facility and community level

Activity 12: Participate in annual SNL Africa X X Yes

Research Workshop

Collaboration and Partnership

Activity 1: Raod Map launch activities X Yes

Activity 2: PMNCH Malawi country plan X Yes Not regular involvement

Activity 3: Global PMNCH Meeting - REMOVED

Activity 4 : Define roles, responsibilites between X Yes Drafted but not signed

partners

Activity 5: MOU/agreement with MOH/RHU X Yes Done as SC and not
NBH

Activity 6: MOU/agreement with WRASM-Mw X Yes

Activity 7: MOU/agreement with UNICEF, MOH, 3 districts X No Document written

(community-based) neonatal care pilot together with partners
but not yet signed

Activity 8: Sub-grant agreement with Ekwendeni X Yes

(agogo approach)
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Activity 9: Participate actively in Maternal and X[ X X X]
Newborn Sub-committee of RHU Sexual and
Reproductive Health Committee

Yes

Activity 10: Advocate for revised indicators and targets in X Yes On going

HIS supportive of newborn health priorities

Activity 11: Advocate for policies and strategies that reflect consistent and Yes On going

comprehensive indicators and targets for MNH

Actvity 12: Hold meeting with RHU to discuss current list of national newborn health Yes On going

indicators in various national health documents

Actvity 13: Revision of maternal and newborn related indicators and targets No In progress

(through meetings)

Activity 14: Participate in joint planning with MOH, X[ X Yes Done through RHU

ACCESS and other key stakeholders on maternal and annual work plan

newborn care pre and in-service education

Activity 15: Assess status of pre-service ENC/KMC in X Yes

partnership with ACCESS

Activity 16: Advocate with RHU for revision of postnatal X Yes

visitation schedule in RH Guidelines currently being

finalized

Activity 17: Support set-up of system for training X Yes

assessments and supervision (pre-post tests, training

evaluations, assessment checklists and supervision

checklist for both trainers and trainees)

Activity 18: Advocate with DHMT to post CNMs in No Difficult because of

communities shortage of nurses at
facilities

Activity 19: Facilitate/support development of job aides, X Yes On going

supportive supervision at national level

Activity 20: Review/revise health education/BCC materials X Yes

for use by facility and community health workers
(counseling cards, posters, black and white brochures)

Activity 21: Attend quarterly meetings to review progress and
develop action plans

Yes

Activity 22: DevelopH/MIS and indicators (process and X
guality emphasis) and support district implementation

Yes

Activity 23: Participate with all partners in the X
development of RHU annual work plan

Yes

Activity 24: Assist RHU with providing support for annual X
District Implementation Plan (DIP) by facilitating
development of a schedule of DIPs for all the districts and
ensure there is representation at all times for maternal and
newborn care

Yes

But now to be done
through Zonal Offices

Activity 25: Participate in DIP development meetings for 7 MOH districts (3 pilot
districts, 3 ACCESS districts, and Mzimba)

Yes

This year it was not
possible because it
coincided with CBMNC
package mini survey in
preparation for MTR
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Activity 26: Work with partners to monitor and ensure adequate equipment and X
supplies at facility level through DIPs and other donor resources

Yes

Activity 27: Participate in quarterly meetings at X[ X[ X[ X X[ X Yes

national level on MNC, i.e. Health Foundation,

Perinatal Care, Women and Children First

Actvity 28: Hold discussions with RHU on need for BCI strategy for MNH at X Yes Have one in place

facility and community which focuses mainly
on HIV/AIDS. Plan to
continue discussions

Actvity 29: Identify partners during Safe Motherhood Meeting who can develop the BCI | X No

stratetgy for MNH

Activity 30: Hold discussions with WRA and RHU to determine how to move forward and Yes

ensure effective implementation of harmonized MNH activities

Activity 31: Conduct mapping of all programs implementing MNH No WHO was doing a

programs in Malawi similar activity but
unfortunately results
have not been shared

Activity 32: Conduct semi-annual coordination meetings No To discuss with RHU

(zonal or national?) on the way forward

Activity 33: Attend partnership meetings on MNCH X X Yes Sometimes

Activity 34: Attend quarterly White Ribbon Alliance | X| X X| X X X Yes But currently facing

meetings

management problems

Activity 35: In collaboration with MOH and other key stakeholders provide TA/support X

monitoring visits for scale-up of community-based maternal and newborn care

package

Yes

Activity 36: DIP data review and DIP writing [ X

Yes

Activity 37: Develop plan of process documentation for
MOH/RM partnership

Yes

Activity 38: Participate in annual SNL Program X
Manager meetings

Yes

Activity 39: Participate in SNL newborn health X
scale-up meeting

Yes

Policy, Advocacy, Networking

Activity 1: Policy review and dialogue with RHU (Time TBD with

RHU)

On going

Activity 2: Advocate for revised postnatal visitation
schedule

X

Not yet

Schedule has been
changed in RH
Standards

Activity 3: Advocate in partnership with MOH and other
stakeholders for effective HSAs recruitment

X

Yes

Activity 4: Using lessons learned from the 3 OR district advocate

on community management of newborn sepsis by HSAs

for policy review and dialo

gue

Activity put on hold

Activity 5: Facilitate revatalization of ENC/KMC TOTs

X

Yes
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Network by conducting a census of TOTSs trained during

SNL 1

Activity 6: Facilitate advocacy training/capacity building for selected MOH, Civil Society | X Yes Done in collaboration
organization, CHAM and professional association members with ACCESS

Activity 7: Participate in regional & international global X X X X X Yes

meetings for NBH, i.e., PLG and regional exchange visits

Activity 8: Advocate for the intergration of PNC into X Yes

mobile clinics

Activity 9: Advocate for timely transportation of sick X Yes Training manual drafted
newborns

Activity 10: Advocate for the documentation of MNH X No Discussions underway
BCI strategies

Activity 11: Advocate for basic equipment and supplies for ENC/KMC to health facilities in X Yes

the 3 learning districts

Mainstreamed Training, TA Support to MOH
Program Management

Activity 1: In collaboration with MOH, ACCESS, WHO, Xl X X X Yes
UNFPA, UNICEF consolidate and adapt various packages
(Safe Motherhood, Life Saving Skills, BEmONC, SNL and
KMC) into one standard competency-based package on
Essential Obstetric and Newborn Care

Activity 2: Using lessons learned from the KMC X X Yes
retrospective assessment provide TA during the
harmonization/integration of RHU training manuals

Activity 3: Facilitate development of a monitoring system X X Yes
for the trainings

Activity 4: Facilitate development of supervision tools | X X X Yes
during trainings and follow-up sessions

Activity 5: Conduct a refresher course of trainers trained X X Yes

under SNL1 (about 30 to be confirmed after census) using
the new Essential Obstetric and Newborn Care package

Activity 6: Co-fund and provide TA for TOT trainings in Essential Obstetric and X Yes

Newborn care (60)

Activity 7: Supervise the training sessions to X X X Yes

ensure quality

Activity 8: Follow-up TOT implementation plans Xl X Yes In progress
Activity 9: Conduct trainings of health workers using the X X[ X X Yes

harmonized manual

Activity 10: In collaboration with MOH provide TA during roll-out of Essential Obstetric | X] X X X X Yes

and Newborn Care trainings at district level throughout the country

Activity 11: Co-fund a training session for 15 tutors from health training institutions for X Yes

effective pre-service compentency based training on Essential Obstetric and Newborn

Care

Activity 12: Conduct follow-up of the trained trainer X X X Yes In progress

implementation plans
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Activity 13: Provide TA to Mzimba for in-service training of 50 health workers in Yes
Essential Obstetric and Newborn Care
Activity 14: Facilitate first follow-up of trainees 6 No Plans underway

months post training

Activity 15: Conduct regular joint supportive supervision of
trained trainers

No

Plans underway

Activity 16: Participate in quarterly meetings to review X
progress of trainings and develop action plans

Yes

Activity 17: Produce Harmonized training manuals No Printing in progress

Activity 18: Support finalization of community Yes

mobilization manual

Activity 19: Produce CM Training manuals No Manual ready for
printing

Activity 20: Conduct TOT for HSAs training in CM Yes

Activity 21: Conduct District HSAs training in CM Yes In progress

Monitoring & Evaluation, Operations Research, Reporting
and Documentation
Monitoring and evaluation

Activity 1: Prepare and submit quarterly financial reports X X X X Yes

Activity 2: Prepare and submit annual programmatic X Yes

reports to CSHGP

Activity 3: Conduct qualitative assessment for X Yes

agogo strategy

Activity 4: Concuct KPC Survey in Mzimba X Yes

Activity 5: Facilitate HFA in Mzimba district X No Mzimba does not have
the funds

Activity 6: DIP review at Mini-University X Yes

Activity 7: Participate in biannual MOH HIS X Yes

meeting

Activity 8: Conduct participatory mid-term Yes

evaluation

Activity 9: Conduct endline KPC survey Mzimba Not yet due

Dstrict (LQAS)

Activity 10: Conduct final evaluation of Malawi Newborn Not yet due

Health Program

Activity 11: Finalize set up for process X Yes In progress

documentation

Activity 12: Set up systems for collecting information at national and district level to Yes

input into documentation process

Activity 13: Collate and write quarterly process documentation report for national No Plans underway

and district levels

Activity 14: Write/develop peer-review articles

Not yet due

Activity 15: Disseminate findings at national and
district levels

Not yet due
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Activity 16: Compile relevant NB indicators from 2010 DHS

Not yet due

preliminary results
[ [ [ ]

Planning and Reviews

Activity 1: Participate in biannual SWAp reviews X X X Yes

Activity 2: Partipate in RHU annual workplan X X Yes

reviews

Activity 3: Submit detailed annual work plan to Yes

CSHGP

Activity 4: Conduct Country SNL planning exercise X Yes

for scale-up

Ekwendeni Sub-grant

Activity 1: Assist Ekwendeni to develop and submit a X X Yes

program description and work plan on agogo approach

Activity 2: Provide TA for the review and revision of X X Yes

BEHAVE messages

Activity 3: Provide TA during the development of the agogo | X| X Yes

approach training curriculum and other training materials

Activity 4: Assist Ekwendeni develop M&E and Xl X X X X Yes

documentation plan

Activity 5: Supply Ekwendeni with BCC materials | X Yes

Activity 6: Provide TA to provide training to 1000 agogos and | X| X| X X X X X Yes

refresher training to 3000 agogos

Activity 7: Conduct monitoring visits to Ekwendeni | | | X X X Yes

Activity 8: Conduct 6 months post-training monitoring of the X[ X X Yes

trained agogos

Activity 9: Provide TA for process documentation and X X Yes

monitoring of the initiative

Activity 10: Provide TA for documentation and packaging of Yes In progress
agogo approach

Activity 11: Arrange MOH and CHAM visit to Ekwendeni X Yes USAID Malawi Mission
agogo initiative participated in the visit
Activity 12: Print package for dissemination | | No In progress
Activity 13: Support dissemination of experience and manual No Plans underway

to stakeholders

Activity 14: Provide TA for scale-up by interested stakeholders (faith based groups, local No Awaiting finalization of

organizations, CBO) packaging of the
initiative

Activity 15: Conduct final evaluation of Ekwendeni agogo initiative (as part of NBHP participatory Yes

Mid-Term Evaluation)
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Annex 5: Rapid CATCH Table (only necessary if a Mid-Term Evaluation
KPC survey was performed)*

Not applicable; no midterm KPC was conducted.
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Annex 6: Mid-Term KPC Report (if performed)

No midterm KPC survey was performed.
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Annex 7: CHW Training Matrix (September 2009)

Project Area | Type of Official Paid or Number Trained over | Focus of Training

(Name of CHW Government CHW | Volunteer the Life of the Project

District or or Grantee- and Funding Source

Community) developed Cadre

Chitipa Health Government Paid 97 Community Based adeslli:(lasc ?:,'Cal ISSUEs
Surveillance Maternal and Newborn e .
Assistant Care (CBMNC) * Identifying danger signs

for pregnant women,
newly delivered
mothers and newborns
57 trained with SNL e Counseling during

Package— including
current training

funds antenatal and postnatal
40 trained with periods .
UNICEF funds ¢ Development of birth

plan and birth
preparation

¢ Essential newborn care
including skills in
weighing, taking
temperature, counting
respirations and
Kangaroo Mother Care
(KMC) for low birth
weight (LBW) babies

¢ M&E (Data collection
during home visits and

data flow)
96 Community e Community
mobilization identification of MNH

problems/issues,

Trained with SNL S

funds prioritization of the
issues, solving the
problems and
evaluation using the
Community Action
Cycle (CAC)

o Skills in community
participatory
approaches.

e M&E (documentation
of the community
mobilization activities)

Thyolo Health Government Paid 104 CBMNC Package al\rf stlli:fSc?:_'_cal ISSUes
Surveillance (including current o
Assistant training) ¢ Ic_jent|fy|ng danger
signs for pregnant
59 trained with SNL women, newly
funds delivered mothers and
45 trained with newborn_s .
UNICEE funds e Counseling during
antenatal and postnatal
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Project Area
(Name of
District or
Community)

Type of
CHW

Official
Government CHW
or Grantee-
developed Cadre

Paid or
Volunteer

Number Trained over
the Life of the Project
and Funding Source

Focus of Training

periods

e Development of birth
plan and birth
preparation

¢ Essential newborn care
including skills in
weighing, taking
temperature, counting
respirations and
Kangaroo Mother Care
(KMC) for low birth
weight (LBW) babies

e M&E (Data collection
during home visits and
data flow)

86 community
mobilization

Trained with SNL
funds

e Community
identification of MNH
problems/issues,
prioritization of the
issues, solving the
problems and
evaluation using the
Community Action
Cycle (CAC)

e Skills in community
participatory
approaches.

e M&E (documentation
of the community
mobilization activities)

Dowa Health

Assistant

Surveillance

Government

Paid

100 CBMNC Package
(including current
training)

62 trained with SNL
funds

38 trained with
UNICEF funds

MNH technical issues

and skills in:-

e Identifying danger
signs for pregnant
women, newly
delivered mothers and
newborns

e Counseling during
antenatal and postnatal
periods

¢ Development of birth
plan and birth
preparation

o Essential newborn care
including skills in
weighing, taking
temperature, counting
respirations and
Kangaroo Mother Care
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Project Area
(Name of
District or
Community)

Type of
CHW

Official
Government CHW
or Grantee-
developed Cadre

Paid or
Volunteer

Number Trained over
the Life of the Project
and Funding Source

Focus of Training

(KMC) for low birth
weight (LBW) babies

e M&E (Data collection
during home visits and
data flow)

95 Community
mobilization

Trained with SNL
funds

e Community
identification of MNH
problems/issues,
prioritization of the
issues, solving the
problems and
evaluation using the
Community Action
Cycle (CAC)

e Skills in community
participatory
approaches.

e M&E (documentation
of the community
mobilization activities)

Rumphi

Health
Surveillance
Assistant

Government

Paid

40 CBMNC Package

Trained with ACCESS
funds

MNH technical issues

and skills in:-

e Identifying danger
signs for pregnant
women, newly
delivered mothers and
newborns

e Counseling during
antenatal and postnatal
periods

¢ Development of birth
plan and birth
preparation

¢ Essential newborn care
including skills in
weighing, taking
temperature, counting
respirations and
Kangaroo Mother Care
(KMC) for low birth
weight (LBW) babies

e M&E (Data collection
during home visits and
data flow)

40 community
mobilization

Trained with ACCESS
funds

o Community
identification of MNH
problems/issues,
prioritization of the
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Project Area
(Name of
District or
Community)

Type of
CHW

Official
Government CHW
or Grantee-
developed Cadre

Paid or
Volunteer

Number Trained over
the Life of the Project
and Funding Source

Focus of Training

issues, solving the
problems and
evaluation using the
Community Action
Cycle (CAC)

o Skills in community

participatory
approaches.

e M&E (documentation

of the community
mobilization activities)

Nkhotakota

Health
Surveillance
Assistant

Government

Paid

40 CBMNC Package

Trained with ACCESS
funds

MNH technical issues

and skills in:-
¢ ldentifying danger

signs for pregnant
women, newly
delivered mothers and
newborns

o Counseling during

antenatal and postnatal
periods

o Development of birth

plan and birth
preparation

e Essential newborn care

including skills in
weighing, taking
temperature, counting
respirations and
Kangaroo Mother Care
(KMC) for low birth
weight (LBW) babies

o M&E (Data collection

during home visits and
data flow)

40 community
mobilization

Trained with ACCESS
funds

e Community

identification of MNH
problems/issues,
prioritization of the
issues, solving the
problems and
evaluation using the
Community Action
Cycle (CAC)

e Skills in community

participatory
approaches

e M&E (documentation
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Project Area
(Name of
District or
Community)

Type of
CHW

Official

Government CHW

or Grantee-
developed Cadre

Paid or
Volunteer

Number Trained over
the Life of the Project
and Funding Source

Focus of Training

of the community
mobilization activities)

Phalombe

Health
Surveillance
Assistant

Government

Paid

40 CBMNC Package

Trained with ACCESS
funds

MNH technical issues

and skills in:-

e Identifying danger
signs for pregnant
women, newly
delivered mothers and
newborns

e Counseling during
antenatal and postnatal
periods

¢ Development of birth
plan and birth
preparation

o Essential newborn care
including skills in
weighing, taking
temperature, counting
respirations and
Kangaroo Mother Care
(KMC) for low birth
weight (LBW) babies

e M&E (Data collection
during home visits and
data flow)

Machinga

Health
Surveillance
Assistant

Government

Paid

40 CBMNC Package

Trained with ACCESS
funds

MNH technical issues

and skills in:-

o Identifying danger
signs for pregnant
women, newly
delivered mothers and
newhorns

o Counseling during
antenatal and postnatal
periods

e Development of birth
plan and birth
preparation

o Essential newborn care
including skills in
weighing, taking
temperature, counting
respirations and
Kangaroo Mother Care
(KMC) for low birth
weight (LBW) babies

o M&E (Data collection
during home visits and
data flow)
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Project Area | Type of Official Paid or Number Trained over | Focus of Training
(Name of CHW Government CHW | Volunteer the Life of the Project
District or or Grantee- and Funding Source
Community) developed Cadre
40 community e Community
mobilization identification of MNH
Trained with ACCESs | Problems/issues,
funds prioritization of the
issues, solving the
problems and
evaluation using the
Community Action
Cycle (CAC)

e Skills in community
participatory
approaches

o M&E (documentation
of the community
mobilization activities)

. . MNH issues including:-
Ekwendeni Grandparents | Naturally occurring | Volunteers 4000 Agogo Essential b
cadre (not grantee (grandparents) * Ebssential newborn care

created)

Trained with CS-22 sub
grant funds

including skin-to-skin
and care for pregnant
mothers

e Identification of
danger signs for
pregnant women,
newly delivered
mothers and newborns

e PMTCT

¢ Importance of early
ANC, timely health
seeking behaviours
during labour and
delivery and postnatal
period

e Cultural barriers and
promotion of health
behaviours

e M&E (Data collection
during client/home
visits and other
community activities)
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Annex 8: Evaluation Team Members and Titles

External — Team Leader

Judith Robb-McCord, Team Leader

Save the Children — Headquarters and Regional

Karen Z. Waltensperger, Africa Regional Health Advisor

Joseph De Graft Johnson, Maternal and Neonatal Health Advisor, Saving Newborn Lives
and ACCESS/MCHIP

Massee Bateman, Director, Saving Newborn Lives (first week)

Nathalie Gamache, Associate Director, Country Support and Coordination Unit, Saving
Newborn Lives

Dinah Lord, Communications and Advocacy Advisor, Saving Newborn Lives

Save the Children Country Office — Malawi Newborn Health Program

Evelyn Zimba, Program Manager

Edward Chigwedere, Research and Evaluation Manager
George Chiundu, Monitoring and Evaluation Officer
Patrick Zgamo, Communications Officer

Reuben Ligowe, Project Officer

Maggie Kambalane, Project Officer

Temwachi Nkhono, Project Assistant

University of Malawi, Kamuzu College of Nursing

Abigail Kazembe, Lecturer/Researcher (second week)
UNICEF
Grace Mlava, Program Officer (field visits)

Invited but declined, due to scheduling conflicts

USAID Malawi Mission/DHN Team
Ministry of Health — Reproductive Health Unit
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Annex 9: Evaluation Assessment Methodology

The Midterm Evaluation (MTE) of the Malawi Newborn Health Program (MNBHP) was
conducted in country from April 20 — April 30, 2009. The MTR team consisted of one external
team leader, Judith Robb-McCord; four representatives from Save the Children Saving Newborn
Lives program in Washington, DC office, including the SNL Global Director, Dr. Massee
Bateman®; the Save the Children Africa Regional Health Advisor based in Pretoria; and, four
full-time participants from the NBHP staff. The MTE team also benefited from the part-time
participation of two other NBHP staff, one part-time external consultant from the University of
Malawi/Kamuzu College of Nursing, and one part-time representative from UNICEF. (See
Annex 8 for a list of evaluation team members and their titles.) Invitations to participate as
members of the MTE team were extended to the USAID Mission and MOH/RHU. Both declined
because of time constraints and competing priorities. During the same period, the Mission was
hosting a visiting team from Washington, DC - in Malawi to work on the new 5-year strategic
country plan for health.

The MTR process included document review, field travel and extensive briefings and discussion
with the MNBHP team as well as representatives from partners and stakeholders including the
Ministry of Health/Reproductive Health Unit (MOH/RHU), UNICEF, USAID and ACCESS—a
USAID-funded maternal and newborn care program operating in three districts in Malawi, in
which Save the Children is an active partner.

The MNBHP team in Malawi compiled key documents in advance and had them available for
team member use. Documents included the Road Map for Accelerating Reduction of Maternal
and Newborn Mortality and Morbidity, the IMCI Approach Policy for Accelerated Child
Survival and Development in Malawi, June 2006, the 2004 Demographic and Health Survey, the
2006 Multi-Indicator Cluster Survey, the MNBHP Baseline and Health Facilities Assessment,
the USAID Child Survival Health Grants Program (CSHGP) Detailed Implementation Plan and
annual program reports, among dozens of others. These documents provided valuable
information as to the Government’s commitment to maternal and newborn health, the
environment in which the program is working, program plans and commitments and
accomplishments and challenges to date.

The review team also traveled to the field to meet with District Health Management Teams
(DHMTS), health facility personnel, Health Surveillance Assistants (HSAs) and community
members. A total of ten MTE team members split into two separate teams and traveled to north
(Team 1) to Chitipa and Mzimba, and south (Team 2) to Thyolo and Zomba, over a period of
seven and three days, respectively. Following the field trip to Thyolo, a smaller number of team
members traveled to Dowa for one day and to Mchinji District, also one day, to visit the Mai
Mwana Project team.

Team members met with DHMTSs from the districts, hospital and health center personnel, more
than sixty HSAs and community members. A tool that was developed prior to the field trips
guided interviews and discussion with counterparts. Team members visited each district hospital

! Match funding allowed an expanded MTE team.
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(Chitipa, Mzimba, Dowa, Thyolo — as well as Zomba Central Hospital) to see Kangaroo Mother
Care (KMC) units, and visited seven program-linked health centers.

In Mzimba District, Team 1 met with a group of nearly thirty agogos or grandparents and
community leaders at the Ekwendeni Mission Hospital, a Christian Health Association of
Malawi (CHAM) facility.

The team also met with Save the Children ACCESS staff and other representatives from the
ACCESS program. With funding from USAID/Malawi, ACCESS is also implementing the
MNBHP facility and community-based maternal and newborn care package, including the scale
up of KMC, in three additional districts—Machinga, Nkhotakota and Rumphi.

The process afforded MTR team members ample opportunity to probe program achievements
and to better understand critical issues that challenge and threaten program success. Interviews
with stakeholders at the national, district and community levels allowed team members to gain
valuable insight and perspective about the program’s pathway for improved maternal and
newborn care. Important program milestones and successes as well as gaps were identified and
discussed and used to inform the development of recommendations.

While the MTR process was fairly comprehensive, the teams would have benefited from visiting
health facilities and HSAs serving even more remote populations. Time and travel distance was a
limiting factor. It would have also been useful to meet with more community members or
beneficiaries of the program.
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Annex 10: List of Persons Interviewed and Contacted during the MTE

No |(Partner/ Position/Title  |Name Date/Time [Email address
Stakeholder
United Nation Country Carrie Auer |Tuesday  |cauer@unicef.org
Children Fund, Representative 21/04/09
P.O .Box 30375, 2:00 pm
Lilongwe
United Nation Program Officer |Grace Tuesday  |gfmlava@unicef.org
Children Fund Mlava 21/04/09
P.O .Box 30375, 2:00 pm
Lilongwe
United States HPN Officer Aly 28/04/09 — |acameron@usaid.gov
Agency to Cameron 7:30 am
International
Development,
P.O. Box 30455,
Lilongwe
United States Reproductive Lily Banda - {28/04/09 — |lbandamaliro@usaid.gov
Agency to Health Specialist |Maliro 7:30 am
International
Development,
P.O. Box 30455,
Lilongwe
BASICS, P/Bag |Chief of Party  |Rudy 28/04/09  |rthetard@mw.msh.org
398 Lilongwe Thetard 08:30 am
Done
Reproductive Technical Dr Chisale |27/04/09 — |cmhango@globemw.net
Health Unit Advisor Mhango 3:00
Ministry of Done pm
Health,
P.O. Box 30377,
Lilongwe 3
Senior
Reproductive Deputy Fanny 21/04/09  |fkachale@yahoo.co.uk
Health Unit Director — Kachale 3:00 pm
Ministry of Reproductive
Health, Health
P.O. Box 30377,
Lilongwe 3
Ministry of Head of Dr Charles |28/04/09 — |cmwansambo@malawi.net
Health, Pediatrics Mwasambo |3:00 pm
P.O. Box 30377, |[Kamuzu
Lilongwe 3 Central
Hospital
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No |(Partner/ Position/Title  |Name Date/Time [Email address
Stakeholder

9 Ministry of Chief PHC Edwin 27/04/09 — |Nkhonoemf2001@yahoo.co.
Health, Officer Nkhono 3:00 pm uk
P.O. Box 30377,
Lilongwe 3

10 |Mai Khanda, Director Ms Agnes amakonda@maikhanda.org
Private Bag B Makonda -
437, Ridley
Lilongwe

11 |Ministry of Director of Chris Moyo |29/04/09  |moyochris@gmail.com
Health, Information 09:00 am
P.O. Box 30377, |Health
Lilongwe 3 Management

Unit

12 |Ministry of Health|[IMCI Mr Msona  |28/04/09  |hmsona@gmail.com
Ministry of Coordinator 1: 30 pm
Health,
P.O. Box 30377,
Lilongwe 3

13 |Zomba Central Director Dr Mathias |24/04/09  |martiasjoshua@yahoo.com
Hospital Joshua 10.00 am
P.O. Box Done
Zomba
Hospital

14 |Thyolo District  |District Health  |Dr Beatrice |22/04/09 |beatmat@yahoo.com
Hospital officer Magomba
P.O. Box 21
Thyolo

15 |Thyolo District IMCI Matola 22/04/09  |mdaudaO7@gmail.com
Hospital Coordinator Dauda
P.0O. Box 21
Thyolo

16 |Dowa District District Health | Violet 27/04/09  |haquetwaibu@yahoo.co.uk
Hospital Officer Kamfonse
P.O. Box 25
Dowa

17 |Dowa District Nursing Officer |Masumbuko |27/04/09  |mbukobaluwa@yahoo.co.uk
Hospital — Community Baluwa
P.O. Box 25 CBMC Deputy
Dowa Coordinator

18 |Dowa District IMCI Ephraim 27/04/09  |ephraimsitima@yahoo.com
Hospital Coordinator Sitima
P.O. Box 25
Dowa
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No |(Partner/ Position/Title  |Name Date/Time [Email address
Stakeholder

19 |Chitipa District  [Assistant Human [Mr. Frank  |23/04/09- |Not available
Hospital Resources Chelewani |24/04/09

20 |Chitipa District  |District Health  |Mr Jere 23/04/09-
Hospital Officer 24/04/09

21 |Chitipa District  |Acting Matron  |Doreen 23/04/09- |doreennyasulu@yahoo.com
Hospital Nyasulu 24/04/09

22 |Chitipa District  |[HMIS Officer ~ |Mr. Collins |23/04/09- |mfungwecw@yahoo.com
Hospital Mfungwe 24/04/09

23 |Chitipa District  |Clinical Officer |Mr. Felix 23/04/09- |Not available
Hospital Simbeye 24/04/09

24 |Chitipa District  |Community Mrs. Harriet [23/04/09-
Hospital Nurse Ndhobvu 24/04/09

25 |Chitipa District - |Medical Emmanuel |23/04/09- |Not available
Kameme Health |Assistant Salima 24/04/09
Center

26 |Chitipa District - |Environmental |Saulosi 23/04/09- |Not available
Kameme Health |Health Assistant |Kanyinji 24/04/09
Center (zone supervisor)

27 |Chitipa District - |Traditional 23/04/09- |Not available
Kameme Authority 24/04/09
Catchment Area

28 |Chitipa District — |Medical Mr 23/04/09- |Not available
Ifumbo Health Assistant Mkandawire |{24/04/09
Center (CBMNC master

trainer)

29 |Mzimba District |District Medical |Dr Mwale |28/04/09
Hospital P.O. Box |Officer
131
Mzimba

30 |Ekwendeni NBH Rose 27/04/09  |rosegondwe@gmail.com
Mission Hospital |Coordinator Gondwe
Livingstonia
Synod
— The Church of
Central Africa
Presbyterian
P.O. Box 19
Ekwendeni

31 |Ekwendeni Assistant NBH | Maggie 27/04/09  |mmunthalie@gmail.com
Mission Hospital |Coordinator Munthali
Livingstonia
Synod
— The Church of

Central Africa
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No |(Partner/ Position/Title  |Name Date/Time [Email address
Stakeholder
Presbyterian
P.O. Box 19
Ekwendeni
32 |Ekwendeni BCC Alfred 27/04/09  |achimaliro@gmail.com
Mission Hospital |Coordinator Chimaliro
33 |Ekwendeni Acting PHC Ellie 27/04/09
Mission Hospital |Director Kapenda
34 |Ekwendeni Deputy Matron |Grace
Mission Hospital Mughogho
35 |Mai Mwana Program Tambose 29/04/09  |maimwana@malawi.net
P.O.Box 2 Manager Phiri
Mchinji
36 |CHAM-Central |Deputy Director |Lawrence |29/04/09 |lyobe@cham.org.mw
of Health Yobe
Programs
37 |CHAM-Central |PHC Manager |Patrick 29/04/09  |pjnayupe@cham.org.mw
for MNC Health |Nayupe
39 |Thyolo District  |Safe Motherhood |Albert Mdala

Hospital

Leader
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Annex 11: Project Data Form
Child Survival and Health Grants Program Project Summary

Oct-17-2009
Save the Children
(Malawi)
General Project Information:
Cooperative Agreement Number: GHS-A-00-06-00016
Project Grant Cycle: 22
Project Dates: (10/1/2006 - 9/30/2011)
Project Type: Expanded Impact
SC Headquarters Technical Backstop:  Karen Waltensperger
Field Program Manager: Evelyn Zimba
Midterm Evaluator: Judith Robb-McCord
Final Evaluator:
USAID Mission Contact: Catherine Chiphazi
Field Program Manager Information:
Name: Evelyn Zimba
Address:
Phone: +2658277091
Fax:
E-mail: ezimba@savechildren.org
Alternate Field Contact:
Name: Jeanne Russell
Address:
Phone: +2658206848
E-mail: jrussell@lImw.savechildren.org
Funding Information:
USAID Funding:(US $): $2,500,000 PVO match:(US $) $833,334
Project Information:
Description:

Malawi Newborn Health Program

Many factors contribute to Malawi’s high maternal mortality ratio (984/100,000 live births, 2004
DHS), under-five mortality rate (133/1,000, 2006 MICS), and neonatal mortality rate (31/1,000,
2006 MICS), including: 1) low access and availability of quality health care for mothers and
newborns, 2) poor recognition of danger signs and 3) inappropriate household practices and care-
seeking behaviors; 4) weak social and policy enabling environment; and 5) livelihood
challenges. Save the Children’s Newborn Health Program — funded by USAID/CSHGP with
match from Saving Newborn Lives - focuses on the main causes of neonatal mortality: infection,
birth asphyxia, consequences of prematurity and low birth weight, and related maternal factors.
Together, these account for 89% of all newborn deaths in Malawi. The national-level Malawi
Newborn Health Program supports the government’s Essential Health Package (EHP) and
Accelerated Child Survival and Development (ACSD) Strategy for Integrated Management

of Childhood IlIness (IMCI), including community IMCI (c-IMCI); and is integrated into a
multi-year (2005-15) national initiative led by the Ministry of Health (MOH) and guided by The
Road Map for Accelerating Reduction of Maternal and Newborn Mortality and Morbidity in
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Malawi (Road Map), the national framework adopted by the Government of Malawi (GOM) in
2005 and officially launched during this fiscal year (30 March 2007). The Malawi Newborn
Health Program overlaps in time with the Road Map’s first two phases (2005-08 and 2009-11)
and contributes to achieving Road Map goals, objectives, and targets. As a Road Map partner at
the national level, Save the Children cooperates closely with MOH Reproductive Health Unit
(MOH/RHU) and other international organizations and key stakeholders (including PMNCH, the
Partnership for Maternal, Newborn, and Child Health) to expand and mainstream quality
neonatal care at all levels of health service delivery. In FY08, these partners will be joined and
strengthened by ACCESS, a global project of USAID in which Save the Children is a partner
and will play a role in Malawi. The Malawi Newborn Health Program is funded from two
complementary sources - the United States Agency for International Development/Child
Survival and Health Grant Program (USAID/GH/HIDN/NUT/CSHGP) and Save the Children
Saving Newborn Lives (SNL) as match - and integrated as a single program through a merged
work plan and unified team functioning. Broadly speaking, SNL match funds are focused on
design, development, and evaluation of a community-based maternal and newborn package and
operations research/evaluation to generate feasibility evidence for delivery of the package in
three learning districts; while USAID/CSHGP funds drive technical leadership at the national
level and scale-up activities; including partner coordination, advocacy for policy change and
application, and support to the national health management information system (HMIS) to
integrate newborn health into existing packages. In addition, SNL funds Mai Mwana, a
randomized control trial (RCT) of community-based interventions for newborn care, being
carried out in Mchinji District by the Institute for Child Health, University of London.

The Malawi Newborn Health Program - carried out in partnership with MOH, UNICEF, and
other key stakeholders - reaches approximately 500,000 neonates (0-28 days) born in Malawi
every year and their mothers with:

* Increased availability of and access to key maternal and newborn care services (increased
numbers of Health Surveillance Assistants (HSAS); increased capacity of HSAs and health
workers; increased number of facilities better supplied; service delivery better coordinated along
continuum of care; stronger and more effective linkages between health facilities and community
care providers);

* Improved quality of key maternal and newborn care services (improved health worker
performance and supervision; more culturally acceptable service delivery);

* Improved household-level attitudes and knowledge of key essential newborn care and related
maternal care behaviors (improved communication through multiple channels of key antenatal,
delivery, ENC, PNC messages and service information);

* Improved policy and enabling social environment for maternal and newborn health (changed
policies; improved standards; re-energized advocacy, networks, community mobilization;
increased capacity and engagement of civil society organizations).

To address the many challenges to achieve impact at scale for maternal and newborn health,
Save the Children works at the national level and:

* Supports Government of Malawi strategies and integration of maternal and newborn care into
existing strategies, programs, and packages, including: (1) Sector Wide Approach (SWAp), (2)
Essential Health Program (EHP), (3) Road Map for Accelerated Reduction of Maternal and
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Newborn Mortality and Morbidity, (4) Accelerated Child Survival and Development (ACSD)
Strategy for Integrated Management of Childhood IlIness (IMCI).

* Generates evidence through implementation research and evaluation on design and delivery of
a community-based maternal and newborn care package integrated with the SWAp, EHP, Road
Map, and ACSD/IMCI to be taken to scale in all 28 districts of Malawi;

* Partners with the Ministry of Health (MOH), UNICEF, WHO, UNFPA, and other national and
international stakeholders in supporting joint planning, review, implementation, and evaluation
to reach common goals and objectives;

* Plays a technical leadership role on national-level task forces and working groups in order to
ensure quality newborn care all along the household-to-facility continuum of care;

* Engages strategic partnerships at the national level, including: (1) Partnership for Maternal,
Newborn, and Child Health, (2) White Ribbon Alliance for Safe Motherhood in Malawi
(WRASM);

* Cooperates with the USAID Mission in implementation of ACCESS (Access to Clinical and
Community Maternal, Neonatal and Women’s Health Services), the USAID global project, as
well as with BASICS 111 (Basic Support for Child Survival), USAID’s global flagship project for
reduction of under-five mortality;

* Influences national policy through strengthening the enabling environment, including local
advocacy capacity (WRASM), and ensuring incorporation of evidence-based best practices into
Malawi’s policy, norms, and protocols.

The Malawi Newborn Health Program is also partners with Ekwendeni Mission Hospital, a
Christian Health Association of Malawi (CHAM) member facility in Mzimba District, to refine,
document, and package its innovative agogo (grandparent) approach for community mobilization
and behavior change for dissemination to NGOs, faithbased institutions, and community-based
organizations.

Goals, Objectives, Results: Road Map Goal: reduced neonatal mortality and morbidity at scale
to meet Malawi’s Millennium Development Goals (MDGs) by 2015. Strategic Objective:
Increased sustainable use of key maternal and neonatal heath services and practices; IR-1:
increased availability of and access to key maternal and newborn care services; IR-2: Improved
quality of key maternal and newborn care services; IR-3: Improved household-level knowledge
and attitudes related to key essential newborn care and related maternal care behaviors; IR-4:
Improved policy and enabling social environment for maternal and newborn health.

Location:
Malawi (national level)

Project Partners Partner Type Subgrant Amount

Ministry of Health Collaborating Partner

(Reproductive Health Unit)

Ekwendeni Mission Hospital | Subgrantee $124,972.00

(Synod of Livingstonia)

UNICEF Collaborating Partner

WHO Collaborating Partner
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Christian Health Association | Collaborating Partner
of Malawi

White Ribbon Alliance for Collaborating Partner
Safe Motherhood-Malawi

UNFPA Collaborating Partner | Collaborating Partner

ACCESS/MCHIP Collaborating Partner

Subgrant Total $124,972.00

General Strategies Planned:
Advocacy on Health Policy

M&E Assessment Strategies:

KPC Survey

Health Facility Assessment

Lot Quality Assurance Sampling

Participatory Evaluation Techniques (for mid-term or final evaluation)

Behavior Change & Communication (BCC) Strategies:
(None Selected)

Groups Targeted for Capacity Building:

PVO Non-Govt Other Private Govt
Partners Sector

Community

(None Selected) | (None Selected) | (None Selected) | (None Selected)

(None Selected)

Interventions/Program Components:
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
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(CHW Training)
(HF Training)

Maternal & Newborn Care (100 %)

(IMCI Integration)
(CHW Training)
(HF Training)

- Recog. of Danger signs
- Newborn Care

- Post partum Care
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)
(IMCI Integration)
(CHW Training)
(HF Training)

Target Beneficiaries:

Infants < 12 months:

500,000

Children 0-59 Months

500,000

Rapid Catch Indicators:

Numerator

Denominator

Percentage

Confidence

Interval

Percentage of children age 0-23
months who were born at least 24
months after the previous
surviving child.

0

0

0.0%

0.0

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

Percentage of children ager 0-23
months whose births were
attended by skilled personnel.

0.0%

0.0
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Percentage of children age 0-23
months who received a post-natal
visit from an appropriately trained
health worker within 3 days after
the birth of the youngest child.

0.0%

0.0

Percentage of children age 0-5
months who were exclusively
breastfed during the last 24 hours.

0.0%

0.0

Percentage of children age 6-23
months who received a dose of

Vitamin A in the last 6 months

(Mother’s recall).

0.0%

0.0

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

0.0%

0.0

Percentage of children age 12-23
months who received a DPT1
vaccination before they reached
12 months.

0.0%

0.0

Percentage of children age12-23
months who received a DPT3
vaccination before they reached
12 months.

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

Percentage of children age 0-23
months with diarrhea in the last
two weeks who received oral
rehydration solution (ORS)
and/or recommended home fluids.

0.0%

0.0

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

0.0%

0.0

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

0.0%

0.0

Percentage of mothers of
children 0-23 months who live
in a household with soap or a

0.0%

0.0
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locally appropriate cleanser at
the place for hand washing that
and who washed their hands with
soap at least 2 of the appropriate
times during the day or night
before the interview

Percentage of children age 0-23
months who slept under an
insecticide-treated bed net (in
malaria risk areas, where bed net
use is effective) the previous
night. This indicator should be
used for programs in Africa. In
Asia, this indicator should be
used in specific geographic areas
where bed net use is
recommended.

0.0%

0.0

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

0.0%

0.0

Percent of infants and young
children age 6-23 months fed
according to a minimum of

appropriate feeding practices.

0.0%

0.0

Comments for Rapid Catch Indicators

I'YCF not collected. The on-line form doesn't seem to have been updated for the Revised Rapid
CATCH, e.g., no AMTSL indicators, etc. The KPC Survey was conducted in one district,

Mzimba, in order to collect Rapid CATCH indicators. NO MIDTERN SURVEY

CONDUCTED.
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Annex 12: Report of Review of the Ekwendeni Agogo Approach

The sub-grant between Ekwendeni Mission Hospital and Save the Children was completed in
March 2009. During the MTE, Team 1 spend two days at Ekwendeni to interview staff,
community leaders, and grandparents; visit a field site; and measure progress. Its report
follows:

In 2004, with funding from SNL1, Save the Children’s partner, the Ekwendeni Mission Hospital
(Church of Central Africa Presbyterian, Synod of Livingstonia), a CHAM facility, trained nearly
4,000 agogos (grandparents) to be mobilizers for positive change in maternal and newborn
health. Agogos were selected for training because, as elders, they are trusted and listened to in
their communities. Grandmothers are close advisors to their daughters and daughters-in-law and
grandfathers carry a great deal of influence in the household and in the community especially in
terms of decision making. Agogos are also gatekeepers and custodians of traditional practices,
some of which are harmful to newborns. Communities selected agogos for training who were
older than 50, had at least one grandchild, were good communicators, knew the traditions, and
were respected in their community.

In order to document and package the agogo approach for dissemination, the MNBHP continued
to support Ekwendeni’s agogo approach through a sub-grant from September 2007 to March
2009 (with CS-22 funds). Prior to initiation of the sub-grant, Save the Children engaged Judi
Aubel, Founder and Director of the Grandmother Project based in Rome, to assist Ekwendeni
with a qualitative assessment of the agogo strategy to inform the expansion, documentation and
packaging of the approach. During the period of the sub-grant, Ekwendeni staff trained or re-
trained 4,100 agogos (1,635 males and 2,375 females). Of those trained, 3,090 agogos from the
Ekwendeni catchment area received a two-day refresher training; and 1,010 newly recruited
agogos from four government health centers received an initial three-day training. These trained
agogos are from 487 villages representing 100% coverage of the Ekwendeni catchment area and
approximately 90% coverage of the four government health center areas (Mtwalo health center,
Enukweni maternity, Khuyuku health center, Emsizini health center) that Ekwendeni serves
under a service agreement with the district. The training package was developed during a
workshop with relevant stakeholders in MNH and Save the Children staff co-facilitated the
initial trainings.

To assist Ekwendeni with documentation and packaging, Save the Children recruited a post-
graduate intern, Melinda Van Zyl (now with Save the Children UK in South Africa) in mid-2008
to assist the Ekwendeni Primary Health Care (PHC) team to document the agogo approach. The
resulting draft report, “The Ekwendeni Agogo Approach: Grandparents as agents of newborn
survival” is currently being edited and will be packed with the training and monitoring tools for
dissemination to community-based organizations, local NGOs, faith-based, CHAM facilities, and
other interested parties.

In March 2009, as the sub-grant ended, Save the Children collaborated with Ekwendeni to
conduct a rapid assessment of agogo message retention (approximately six months after
training). Nearly all of agogos (99%) scored above 50% on message retention.
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The MTE team that visited Ekwendeni met with 27 agogos and found that they demonstrate
accurate knowledge of key messages and accurate practices for maternal and newborn health.
Agogos are educating pregnant and recently delivered women through group and individual
counseling. They also use song, poems, and drama. They promote early ANC, delivery at
facility, PNC, ENC, recognition of dangers signs, and family planning. For example, one of the
male agogos described what to do with a baby born on the side of the road in terms of drying and
wrapping the newborn using different cloths for each act. And one of the female agogos did a
full demonstration of how to place a newborn in the KMC position. Both male and female
agogos refer women to the health facility for ANC, PNC, or follow-up on danger signs but it is
the females who will accompany women to the health facility, especially for delivery.
Ekwendeni has also extended the agogo approach to other areas to include the promotion of HIV
counseling and testing and PMTCT.

Agogos report that young people are accepting their messages. They have observed the following
change in practices: (1) increased seeking of MNH services at a health facility (1™ trimester
ANC and delivery); (2) more women going to maternity waiting homes; (3) a shift from
traditional family planning methods to modern ones; (4) exclusive breastfeeding and no longer
giving porridge to babies; (5) not giving prelactal herbal infusions to baby and insisting on
immunization; (6) no application of any substance to the cord; (7) delayed bathing for 3 days;
and (8) no longer banishing twins to the bush (out of a belief that livestock would die if the
babies stayed in the home).

A monitoring system is in place and the data is flowing with minimal issues. Agogos collect
information on pregnancies, deliveries, and post-natal care and record it in a project register (one
per village). HSAs collect the agogos’ information monthly and submit it to the hospital. In
addition, Ekwendeni staff members collect HMIS data from the health centers on ANC and
deliveries. In the reports submitted to Save the Children, Ekwendeni concentrates on the HMIS
indicators and not the data collected by the agogos. There is no apparent analysis or use of data
at community, HSA, or facility level.

Under SNL 1, the program staff reported a lack of supervision in the program which was
recognized as a weakness and therefore it was strengthened in the follow-on program. Agogos
are supervised by HSAs and the primary health committee chairman at the community level. The
Ekwendeni BCC coordinator also meets with agogos as a group using a focus group guide and
ensuring the participation of all agogos. Knowledge assessments during supervision are done
using the pre/post test as a guide, but no scoring of answers is done. The current monitoring
system is not capturing attrition in terms of agogos who are inactive after training, leave the
project area, or die.

The group of 27 agogos interviewed, which included village headman, religious leaders, and
equal participation from males and females, report having a good relationship with the
Ekwendeni Hospital, the primary health chairman who has been trained as a supervisor and
provides technical assistance, and the HSA who assisted in the facilitation of trainings, conducts
supervision, and compiles agogos’ reports for the hospital.
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With the end of grant, Ekwendeni does not have funds to continue supervision or additional
trainings for the agogos. However, the staff that worked on the program remain part of the
hospital’s preventive health care team. The supervisory HSA oversight structure and support of
community leaders remain. It is anticipated that the changes in social norms will endure and pass
from grandmother to mother to daughter and daughter-in-law through cultural channels.
Challenges

e There are numerous organizations that have expressed interest in the agogo approach and
requested materials from Ekwendeni hospital. However, the Ekwendeni PHC team does not
yet have a comprehensive package of materials to share that will ensure quality replication.
For the time being they suggest to those interested in the project to visit but few
organizations act on this invitation. The dissemination package that SC is helping Ekwendeni
put together is intended to fill this gap.

e The trained agogos report that their training was too short. They communicated that they feel
the two to three days of training is not enough time to capture all they need to learn on MNH.
The men would like more info on PMTCT, KMC and “how babies grow.” Women
mentioned wanting more training on PMTCT and family planning. Program staff felt the
agogos needed more time to learn how to fill in the project registers.

e Ekwendeni PHC staff report that the sub-grant relationship with Save the Children went well,
except for the last three months in the grant when a change in a Save the Children accountant
led to delays in the transfer of funds.

Recommendations

e Assist Ekwendeni with developing a PowerPoint presentation that can be used to promote the
agogo approach with CHAM, district and national health meetings to disseminate this
successful approach.

e Continue assisting Ekwendeni with the packing of reports, materials and tools in a “how-to”
guide that can be shared with partners.

e Support Ekwendeni in proposal writing and scanning and identifying funding opportunities
and possible donors to continue to supervise, monitor and re-train agogos as well as to serve
as a learning site for interested partners.

e As planned, use LQAS sampling methodology for the population-based CS-22 endline
(KPC) in Mzimba to compare changes in the Ekwendeni areas to other parts of Mzimba
District without agogo the benefit of coverage.

CS-22 Malawi, Midterm Evaluation Report, Annexes, October 2009 38
Save the Children



Annex 13: Ekwndeni Final Report

FINAL REPORT

DRAFT

EKWENDENI AGOGO APPROACH PROGRAMME

GRANT NUMBER 10346

2" AUGUST 2007 TO 31* MARCH 2009

Submitted by

ROSE GONDWE
PROJECT COORDINATOR

EKWENDENI CCAP HOSPITAL

P.0. BOX 19
EKWENDENI

MALAWI

TEL: (265) 01339235/01311 875
Cell :( 265) 0888 373 875
FAX: (265) 01339/01311 875

E-mail: ekwephc@sdnp.0rg.mw
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1. ACRONYMS/ABBREVIATIONS

ANC

BBA

CBDA

DHO

ENC

F

HCT

HSA

1IEC

KMC

LBW

NND

PHC

Antenatal Care

Born Before Arrival
Community-Based Distribution Agent
District Health Office

Essential Newborn Care

Female

HIV Counseling and Testing

Health Surveillance Assistance
Information, Education, Communication
Kangaroo Mother Care

Low Birth Weight

Male

Neonatal Deaths

Primary Health Care
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2.0 EXECUTIVE SUMMARY

Ekwendeni Hospital through SNL funding in 2004 introduced the agogo approach with an aim to
improve health care seeking behaviour of pregnant women and newborns. The strategy used the
agogo to influence mothers and their newborns to go for medical treatment early when there is any
health problem related to pregnancy and newborn. Undocumented evidence showed significant
improvement in health care seeking behaviour of mothers and newborns.

It is against this background that in 2007 Ekwendeni, with funding from Child Survival (CS-22)
grant through Save the Children, thought of refining, defining and documenting the role of grand
parents in the prevention of maternal and newborn morbidity and mortality. Grand parents have
inherent role of advising the young mothers on issues related to pregnancy and childbirth. It is only
when the grandparents have good information that they will be able to advise accordingly.

In this second phase of the approach Ekwendeni thought of developing a training manual for the
agogos using the loose materials that they used to orient the agogos during the first phase. Content
in the training manual include normal pregnancy, antenatal care, danger signs during antenatal,
labour and delivery, immediate care of the baby and Kangaroo mother care. Agogos that were
oriented in the first phase were refreshed using the manual and they also recruited 1000 new agogos
who were trained using the manual. Refresher took two days per session while training took three
days per session.

After the curriculum was developed mapping exercise of the agogos was done. This was necessary to
make sure how many agogos that were trained in the first phase are still available and working. Out
of the 4000 that were trained initially 3000 were identified during the mapping exercise. These
underwent a refresher training using the training manual. During the training, the agogos were very
grateful with what they were being taught, They were able to explain why they were doing some of
the harmful cultural practices e.g. when a woman is having convulsions, they said it means, the
woman has multiple partners as a result they were ill-treating her so that she should not have
multiple partners again and this woman was never taken to any health facility. But with the
introduction of the agogo approach, these agogos have realized the importance of taking the women
with convulsions to the hospital and they now know the causes of those convulsions.

These agogos promised to change their bad practices because now they have the knowledge. They
said once they reach home, they would no longer practice bad behaviours that promoted deaths of
mothers and neonates. One agogo commented that those women who will deliver after these
trainings are lucky because the agogos are now equipped with new ideas which are really practical
and there is nothing which can stop them from changing the culture as they are the owners of the
villages and the owners of culture too.

Supervision of agogos was key to this program. The primary supervisor of the agogos was a Health
Surveillance Assistant (HSA) who was also oriented on the approach. Program level supervisors
were also making visits to the agogos just to make sure that they are able to follow what they were
taught during training. Another major reason why supervision was intensified was the fact that these
are old people despite the knowledge gained and required coaching for them to master the skills.
During supervision they were grateful with the visitation and requested for more visits to their
communities.
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As a matter of enforcing the skills, IEC materials were distributed to the agogos which they used
during counseling of the pregnant mothers. The IEC materials, which were distributed, had
messages on danger signs during pregnancy, birth preparedness and kangaroo mother care.

Since the whole idea of carrying out this approach for the second time was to refine, define and
document the role of grand parents in the prevention of maternal and neonatal morbidity and
mortality assessment of the program was done from 16" to 20th February 2009.

The report highlights major accomplishments of the program, challenges faced during
implementation, recommendations and the lessons learnt during the implementation of the agogo
approach.

3.0 INTRODUCTION

Background

Traditional practices and beliefs regarding pregnancy and newborn care are widely observed in the
catchment area of Ekwendeni and beyond. While some of these may be beneficial or at least
harmless, others contribute to poor maternal and neonatal health. In some areas, the mother and the
baby undergo a traditional confinement period of seven to ten days after delivery until the baby’s
umbilical cord falls off. Babies are not always dried or warmed immediately soon after birth, or they
may be washed before being put to the breast. Some of the newborns between one week and three
months are fed with water and water mixtures which can greatly increase chances of infections and
contribute to poor health and development. Some traditional beliefs prevent women from disclosing
pregnancy and seeking antenatal care at the earliest stage.

Among the different villages in the catchment area, there are some variations in decision-making and
health care seeking behaviour that affects the demand of services. Men, for instance, are the key
decision-makers regarding where a pregnant woman should go for delivery. Mother-in-laws and
grandparents also play a greater role in decision-making about seeking care for newborns once an
illness is recognized while women in other communities follow a complex process that involves the
extended family members on both sides.

It was to this background that Ekwendeni in 2004 with funding from Saving Newborn Lives phase 1
(SNL 1) thought of working with grand parents taking advantage on the fact that agogo influence
decision-making and practices related to maternal and neonatal health in their communities.

The agogo program started due to high neonatal and maternal death rates caused by harmful cultural
practices. The strong support for the involvement of agogo in maternal and neonatal health activities
from both community members and Ekwendeni staff stems from the fact that the agogo strategy
builds on cultural roles and responsibilities of the agogo. At both the household and community
levels, agogo influence decision-making and practices related to maternal and neonatal health. By
acknowledging the role of the agogo as family advisors and teachers, the strategy has been a strong
source of motivation for them to be more involved in community programs.

The program showed significant improvement in health care seeking behaviour of maternal and
newborns but it lacked documentation as evidence for the improvement in the care seeking
behaviour. Then in 2006 with funding from Child survival (CS-22), Ekwendeni thought of refining,
defining and documenting the best practices in the agogo approach which can be shared to other
interested stakeholders or communities in Malawi.
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Goal.
The goal of the project was to reduce maternal and neonatal morbidity and mortality in Ekwendeni
catchment area.

Objectives.
e To facilitate positive behaviour change that promotes maternal and newborn care and
survival among grand parents (Agogo)
e To document success stories, challenges and positive behaviour changes in the community
aimed at reducing maternal and neonatal morbidity and mortality rates in Ekwendeni
catchment area.

e To come up with a standardised training curriculum for the agogo that can be adopted by
Malawi government.

Project description.

The project aimed at refining, defining and documenting the role of the agogo in the prevention of
maternal and newborn morbidity and mortality. The project started with a census of the old agogo
who were trained by Ekwendeni through SNL 1 project funding, and development of a curriculum
for agogo training. Out of the 4000 old agogo trained during SNL1, 3000 agogo were refreshed
using the developed curriculum. These came from Ekwendeni catchment area and an extra 1000
new agogo from outside Ekwendeni catchment area were also trained.

4.0 MAJOR ACTIVITIES AND ACCOMPLISHMENTS

4.1 MANAGEMENT ISSUES

e Recruitment of staff and staff retention
0 1 BCC Officer was recruited for the project.
e Management meetings
Planned meetings
O 12 meetings were planned for the entire project life but only 11 were conducted.
e Other administrative issues
0 Vehicle maintenance has been done when need arisen.
0 Office supplies have been bought.

4.2 START UP ACTIVITIES

Manual development

Development of the manual for agogo training was the first thing to be done in July 2007. It took
place at Ilala lodge in Mzuzu. The following participated in the development of the manual:
Representatives from CHAM, Ekwendeni College of Nursing, Save the Children, Ekwendeni team
and Mzimba DHO. After the meeting, the manual was written and circulated to the development
team for comments and later revised accordingly.

The manual was also piloted using the first training of agogos in October 2007 and followed up on
the group in December 2007. The follow up visit was to qualitatively assess knowledge retention and
activities of the agogo in the community.
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Mapping

Mapping and registration of agogo was done in September 2007, in order to know how many
agogos trained in the SNL 1 were still available and how many new agogos were to be included. It
was a very exciting exercise as many agogos showed interest to participate in the program.

4.3 ORIENTATION OF HSAs

Orientation of HSAs from outside Ekwendeni catchment area was conducted from 12" to 13"
December 2007. The team from save the children came to assist orienting these HSAs. The team
comprised of Maggie Kambalame, George Chiundu and Reuben Ligowe. 42 HSAs were oriented
on what agogos have been trained in, and what they are expected to do in their communities and
how they are going to be assisting these agogos. They were also oriented on how to fill the report
forms. A second group of HSAs was oriented from 28" to 29" February 2008 and these were from
within Ekwendeni catchment area. They were 28 in total.

4.4 AGOGO TRAINING

The initial training sessions of the agogos started on 10" October 2007 and ended on 1% December
2007 and the refresher course sessions started on 17" march 2008 and ended on 26" August 2008.
Nurses, clinicians and HSAs from Ekwendeni facilitated the trainings. A total of 3000 agogos from
within Ekwendeni catchment area were refreshed and 1000 agogo from outside catchment area were
trained. Each session of the initial trainings was for three days while each refresher course session
was for two days and it was conducted in two classes per session with an average of 40 agogos per
class. The training was just theory.

Mode of training and content

The training was theory and participatory where by agogos were given chance to explain what they
know before giving them new information. This made them feel respected as a result the lessons
became easily acceptable. Most of the topics were done through group work in order to give chance
to agogos to express themselves freely and they also asked questions when they were not clear with
certain issues. Many agogos showed interest in this type of approach. Due to short training period
(two or three days), the knocking off time was prolonged in order to cover more topics.

The curriculum was designed such that the training covers four modules. Module one aims at
assisting grand parents to gain knowledge on maternal and newborn health status in Malawi and
inform them about their role to enable them participate in maternal and neonatal care at community
level.

Module two aims at equipping grand parents with knowledge, skills and attitude necessary for
promoting, and advocating for care during pregnancy and after delivery and at community level.

Module three aims at equipping grand parents with necessary basic knowledge, skills and attitudes in
essential newborn care (ENC) in order for them to be able to support mothers and newborns in the
community.

Module four aims at equipping grand parents with knowledge, skills and attitudes on how to care for
LBW / preterm babies and KMC so that they can propetly support mothers who have LBW babies.

Issues of data collection, monitoring and linkages with HSAs for supervision and support were
taught and discussed at the end of the training. Agogos were given hard cover books per village for
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documentation of their work. This was done to generate data of their activities as the main reason
for the program was to document the process, agogo work and its lessons.

Pre-test and post-test

In order to assess if agogos are getting knowledge out of the trainings, a pre/post test was designed
and given to each trainee before (pre test) and after (post test) the training. The test was given
through oral questioning, asking agogos individually and let them explain what they know or
understand because most of the agogos were illiterate.

Results of the pre-test, ranged from 6% - 76%, were withheld until after the completion of the post-
test, which, Results ranged from 6% - 100. Most of the agogos showed that they had increased their
knowledge through the trainings.

SUMMARY FOR AGOGO TRAINING RESULTS

Scores Pre-Test Post- Test

Male % Female % Male % Female %
0-20% 214 5 321 8 184 5 88 2
21 -40 %

590 15 495 12 243 6 200 5
41 -60% 593 15 643 16 456 11 598 15
61 -80% 439 11 705 553 14 806 20
81 -100% 0 0 400 10 472 12
Total 1836 2164 1836 2164

Echoes from agogo during training
We wish we were trained earlier; most of our grandchildren would have been saved.

4.5 AGOGO COMMUNITY ACTIVITIES

The agogos formed clubs according to their villages, soon after their training. They have days when
they meet and discuss different topics and burning issues, sometimes with the assistance from the
HSAs. They also have specific days where they meet the community, mostly once a weak. They
teach and counsel the community in MNH and other health related issues. They do this through
health talks and discussions, songs and drama performances.

Most of the agogos perform drama together with the already existing drama groups in their
communities. They perform the dramas at the antenatal and under five clinics and sometimes they
are given chance to give health talks. Others disseminate information through songs and this attracts
the community members. The most encouraging thing is that even the children are able to sing these
songs.
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They are also doing door to door visitation to make sure all the women are counseled and assisted
as an individual or as a couple. Usually the female agogos would counsel both the woman and the
man but the male agogo counsels the man only because of culture which says a woman should not
talk to the father in law as a way of respect.

Another major activity the agogos are doing is to escort mothers to the hospital when in labour or
when a woman has danger signs or the baby is sick. The agogos are trying hard to discourage home
deliveries by telling the women to await labour at the hospital.

Some agogo participate in other health related activities, like village health committees, CBDAs and
some are HTC promoters, and this makes them become more active.

4.6 PROGRAM CONTRIBUTION TO KEY MNH ACHIEVEMENTS

Antenatal services

Ekwendeni Mission Hospital and its surrounding health centers have noticed increased use of
antenatal services by pregnant women. However, number of pregnant women coming for first
antenatal visit during first trimester is still low although improving. During the period of the agogo
approach program, Ekwendeni Mission Hospital has attended to 355 pregnant women starting ANC
in first trimester as elaborated in the graph below.

Number of pregnant women coming for ANC services in first trimester at Ekwendeni Mission
Hospital
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Health facility deliveries have improved in all the facilities with more women coming before
expected date of delivery (EDD), to wait for labor in waiting shelters. For instance, Ekwendeni
Mission Hospital alone, which had set its quarterly target of deliveries at 700 and to a total of 4200
deliveries in the period of the program, had actually assisted 4169 deliveries. The chart below details
quarterly deliveries against the targets.

Health Facility Deliveries compared to quarterly targets at Ekwendeni Mission Hospital
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5.0 MONITORING AND EVALUATION

5.1 SUPERVISORY VISITS

Supervisory visits were done outside and within Ekwendeni catchment area. Agogos were supervised
on quarterly basis by their Health Surveillance Assistants (HSAs) who were oriented to the program.
The HSAs were also providing support to agogos in documentation and linking them to health
facilities.

Apart from the HSA’s quarterly supervision, the program team from Ekwendeni was visiting the
agogos and their communities for supportive supervision and periodic assessments on knowledge
and activities of agogos in the communities. A total of 2694 agogos have been supervised by the
program team. Most of the agogos are still having the knowledge they gained during training, and
are really assisting women in the communities very much by referring them to deliver at the hospital.
They also refer mothers and babies with danger signs and for postnatal check up.

At least 8 out of 10 mothers from each area visited, were able to say what the agogos are doing and
information they are disseminating in the communities especially on newborn care, and mentioned
some harmful cultural practices which they have stopped as a result of agogo work. Some of the
harmful practices that have stopped include the sending of mothers and babies to the bush when
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they deliver twins or when they deliver by breech. The mothers explained how the agogos have
improved their lives by assisting them during pregnancy and after delivery, for example, agogo have,
been advising them on newborn care especially on exclusive breastfeeding, identification of newborn
danger signs and the importance of one week postnatal check up.

During the supervision, IEC materials were distributed so that the agogos can use when counseling
women. A total of 1100 IEC materials were distributed. The IEC materials which were distributed
had messages on danger signs during pregnancy, birth preparedness and kangaroo mother care.

As mostly supervision was done qualitatively through discussions, on 30" May 2008, Ekwendeni
team visited Chimbongondo, Elangeni and Mkamaumoza areas to mainly assess knowledge
retention by agogos through focus group discussions (FGDs). It was noted that most agogos still
remembered much of the information and disseminated right information to their communities.

Supervision summary

Oct-Dec | Jan-Mar | Apr-Jun Jul-Sep | Oct-Dec | Jan-Mar | Total
2007 2008 2008 2008 2008 2009
Number of | 1 7 4 8 6 5 31
supervisory
visits made
to agogos by
program
team
Number of | 45 325 155 1130 675 364 2694
agogos
supervised
by program

team

5.2 DATA QUALITY ASSESSMENT (DQA)

As a requirement of USAID, Malawi Mission, and in order to improve on quality of data the
program reports on, a data quality assessment exercise was done on 23 — 24 May 2008. One area,
Kavula, was sampled and visited for data verification and validation. The team comprised of George
Chiundu and Reuben Ligowe, representatives from Save the Children and Ekwendeni program
team.

The team first reviewed the indicators to assess whether they are valid, reliable, precise, and whether
they are reported timely and data is safeguarded from unauthorized changes. Data flow was
discussed with an aim of identifying and ironing out weaknesses of the system.

Data was then reviewed and data from Kavula area extracted. This data was checked against the data
at sources, HMIS data from the area’s health centre and agogo data from their registers.

Apart from checking data for DQA, the team discussed with the agogos about their work and how
they can go around the challenges they were facing.
5.3 AGOGO POST TRAINING ASSESSMENT
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Agogo assessment was done from 16" to 20th February 2009 in some of the communities within

and outside Ekwendeni catchment area by Save the Children and Ekwendeni staff. The assessment

was done in 10 randomly sampled areas, with two objectives as follows:

. To assess how much knowledge agogo were able to retain from the training after a minimum
period of six months.

o To assess activities being conducted in the communities by agogo.

The assessment included, in depth interviews and focus group discussions. The results were very
impressive because it showed that many agogos are active in their communities. 80% of the agogos
could remember at least 75% of materials taught to them during training. The most remembered
areas of training included birth preparedness (95%), danger signs for newborn (86%), danger signs
during pregnancy (86%), advantages of antenatal care (84%) and immediate care of the newborn

(83%).

It was noted during the assessment that the work of the agogo have led to improvement in
behaviors and practices in the community and the agogo and their local leaders reported to have
noticed improvement in women’s health and their families in the community due to agogo work.
The local leaders reported reduction of maternal and neonatal deaths in their areas.

5.4 DOCUMENTATION

The data collected by agogos is really assisting this program to know how agogos are performing
and how effective they are in the communities, and the challenges they are facing. It will also assist
other people in case of replication.

This data is usually collected by the HSAs from agogo but sometimes when the BCC officer goes for
supervision he collects it. The data is first checked by the HSA who makes sure it has been filled
correctly before it is sent to Ekwendeni Hospital for entering since some agogos have problems in

filling the data.

If there are any serious problems, they are addressed in time to avoid recurrence if possible e.g.
when a neonatal or maternal death has been reported, a neonatal /maternal death audit is done
together with the family/community involved to prevent it from happening again.

Data flow is good from agogos to Ekwendeni hospital, but there are some problems in the areas
where there are new recruited HSAs who are not oriented on agogo activities.

Jonathan Hubschman from America, a representative from Save the Children and Ekwendeni team
visited some of the areas from 5" -7" March 2008. The main aim of his visit was to take
photographs of agogo activities, some of which could be used locally for documentation. A lot of
photographs were taken and agogos were very happy to have their activities captured on camera.

Documentation technical assistance

With an aim to strengthen program documentation, an intern from South Africa, Melinda Van Zyl,
visited Ekwendeni from 5" August to 29" August 2008. Her main aim of the visit was to assist
Ekwendeni team on documentation of agogo activities including success story writing, data
presentation and reporting. She was also an extra pair of hands in the communities during
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supervisions. She visited the following communities during her stay in Ekwendeni: Chimbongondo,
Zombwe, Ng’ongo, Kapondero, Khuyukuyu, and Enyezini.

Among her activities she managed to:

° Provide technical assistance to Ekwendeni team on writing success stories and case studies.
o Review the program M&KE system and made recommendations

° Produced an information sheet about agogo program which included lessons learnt

o Assisted in producing charts for program reporting.

In her information sheet that she compiled for agogo approach, she noted the following successes:

o Villagers are reporting a visible decrease in the number of mothers and newborns who die in
their communities.

J The demand for antenatal care has been stimulated, with more mothers attending their first
visit within the first trimester of pregnancy than before.

o Mothers are making use of the maternal shelter at the hospital to await the start of labor, and
are better prepared for birth thanks to transport arrangements made on their behalf by
grandparents.

o The maternity ward at the hospital serving the Ekwendeni catchment area is experiencing a

surge in the number of patients who come to deliver at hospital; so much so that they have
had to add a new ward with ten additional beds.

o Babies born prematurely in villages no longer arrive at hospital in cardboard boxes smothered
with blankets; but are being transported in the Kangaroo Mother Care position (see
photograph) and have a much higher survival rate as a consequence.

o Harmful traditional practices have been replaced by good practice in villages where agogos are
active, and many patients that in the past would have been treated with traditional medicine
are instead being referred to hospital or health centers.

o A free flow of information has resulted from trained agogos to other members of their
communities. Children can be found to sing along to the words of songs about good practice
in essential newborn care, and agogos actively seek out opportunities to disseminate
information.

As a follow up to the documentation support given by Melinda, she visited Ekwendeni again with
George Chiundu, Newborn Health M&E Officer on 18" and 19" September 2008 for data
management and reporting training of program staff. The training focused on issues of data
collection, flow, entry and storage. The team was also trained on data presentation and reporting for
quarterly and annual reports as well as interpretation as a step towards data use.

5.5 PROGRAM LEARNING AND SHARING

On 14™ December 2007, a team from Save the Children and Ekwendeni visited Kafulufulu which is
one of the areas where agogo have been trained. The team was very impressed with live testimonies
from the agogos who were able to say everything which they learnt and this showed that there was
retention of knowledge. This was part of piloting and learning the best way of training the agogos
and approach in the community. The team was satisfied with the approach in the community and
knowledge retention by agogos which meant the mode of training was good.
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On 10™ August 2008, representatives from ministry of Health, USAID and Program Manager for
newborn Health Program, Save the Children visited Ekwendeni to see what agogos are doing in the
communities after training them. They had a chance of visiting agogo in Mkamaumoza area, one of
the service level agreement areas outside Ekwendeni catchment area. They were amazed with what
they saw because it gave them a good understanding of the strength of agogos in promoting better
practices in the community.

Save the Children’s Regional Health Advisor, Karen Waltensperger, Save the Children’s Africa
Regional Health Advisor, visited Ekwendeni from 20th to 22° August 2008 and she had a chance of
seeing agogos in action in the community. She was much impressed with what she saw and she
encouraged the agogos to continue the good work.

6.0 CONSTRAINTS / CHALLENGES
The program faced the following constraints or challenges:

e Inadequate funds for supervision.

e Inadequate time for agogo training.

e A number of newly recruited HSAs in some areas who have no idea about agogo activities,
and this delays data collection from the agogo and there is no proper supervision of the
agogo by the HSAs.

e Reluctance of some couples to be visited by agogos from other villages thinking they might
be witches

e Death of some agogos in some areas affecting agogo work.

7.0 RECOMMENDATIONS
The program faced the following constraints or challenges:
e There is need to increase agogo training period for each session to ensure that they are
gaining enough knowledge as most of them are illiterate and learn at a slow pace, knocking
off late makes agogo become more tired and bored.

e Enough funds need to be available for frequent supervision to take place, as these are old
people who need frequent follow ups.

e There is need to continue documenting activities done in the community.
e There is need to train some more agogo especially in service agreement areas.

e There is need to orient the newly recruited HSAs so that they are aware of what agogos are
doing in their communities and their role as HSAs in the agogo activities.

8.0 LESSONS LEARNED
o The traditional decision-making role played by grandparents in certain cultures is a
powerful and effective instrument for bringing about behavior change.
o Villagers in very rural, traditional communities readily replace harmful traditional practices
if they come to understand the benefit of new behavior.
o Engaging village headmen to select and recruit agogos instantly increases project
credibility and community ownership.
o Drama, songs and poems create momentum for dynamic and natural flow of information.
o Agogo activity improves inter-generational communication within communities.
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o Frequent supervision of agogos really makes them become more active and confident as

they are reminded frequently.

o Documentation in every activity is very vital and helps others to know what the project
has done.

9.0 ATTACHMENTS: PLANNED ACTIVITIES

PERIOD PLANNED ACTIVITIES DONE ACTIVITIES REASONS
ACTIVITIES SHIFTED FOR
SHIFTING
2007 3¢ Curriculum Curriculum None _
quarter development development
Mapping exercise Mapping exercise
2007 4th Train 1000 agogo | Train 1000 agogo from None _
quarter from outside outside catchment area
catchment area
Orientation of 42 _ _
HSAs
Conduct 3 project 3 project meetings | _ _
meetings conducted
2008 1% Refresher training 422 agogos refreshed _ _
quarter for agogos
Supervision of 325 agogos supervised | _ _
trained agogos
Distribute 500 300 IEC materials Inadequate
IEC materials distributed materials
Conduct 3 project 3 project meetings
meetings conducted
2008 2nd Refresher training 2187 agogo refreshed
quarter for agogos
Supervision of 500 155 agogo supervised Rains in some
trained agogos areas
Distribute 150 50 IEC materials Inadequate
TEC materials distributed materials
Conduct 3 project 3 project meetings
meetings conducted
2008 3rd Refresher training 391 agogo refreshed
quarter for 391 agogos
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PERIOD PLANNED ACTIVITIES DONE ACTIVITIES REASONS

ACTIVITIES SHIFTED FOR
SHIFTING
Supervision of 650 agogo supervised
1000 trained
agogos
Post training agogos To fit Save
assessment for Post training The Children
agogo assessment for program
agogo

Conduct 1 project 1 project meeting
meeting conducted

2008 4th Conduct 1 project 1 meeting conducted

quarter meeting
Supervision 1000 675 agogo supervised Cultivating
of trained agogo season
Distribute 500 200 IEC materials Inadequate
IEC materials distributed materials

2009 1* Conduct 1 project 1 meeting conducted

quarter meeting

Supervision 800 of
trained agogo

364 supervised

Rains in some
areas

Distribute 300 100  IEC materials Inadequate
IEC materials distributed materials
Post training 124 agogo assessed
assessment for
agogo
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10.0 SUCCESS STORIES
Tamala Manda’s Story

Tamala Manda delivered at home a preterm baby boy at 33 weeks gestation. During delivery her
mother in law was away and came back a day later only to find out that Tamala has delivered a
preterm baby and is happily nursing the baby at home. Had it not been for the advice of her mother
in law to take the baby to the hospital, she would have obeyed to the villager’s advice and continued
nursing the baby at home which would have led to hypothermia there by increasing neonatal deaths.
Tamala’s mother in law advised her to carry the baby in kangaroo position when going to the
hospital. She arrived at the hospital with her baby in that position.

Tamala’s mother in law is a trained agogo from Emsizini area. She is one of the many active agogos
who are really assisting mothers in the communities in caring for newborns.

This is the first time for Tamala to have a baby and to carry a baby in kangaroo position was difficult
for her in the first few days. Her mother in law was always by her side to assist her carry the baby
until she was used. She was very happy with the method and she accused those villagers at home for
wanting to kill her preterm baby by not bringing her to the hospital. She has promised that next time
she delivers a preterm baby she will not hesitate to bring the baby to the hospital in kangaroo
position. The midwife who received Tamala was very happy with the way the baby was carried and
praised the agogo for what she did to Tamala.
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Memory’s Story

In the photo, Memory with her baby and the trained agogo

Memory delivered a healthy baby boy. It is her second baby. She and her husband lives far away
from their relatives. Their land lady is a trained agogo. Had it not been for the initiative of the land
lady to take her to hospital she would have delivered at home and bleed to death. Memory was in
labour at home and her husband had no money for transport. They are tenants who have just come.
The land lady assisted memory by taking her own money and brought memory to the hospital. As
soon as they arrived at the hospital memory delivered a baby who failed to breathe at birth but the
midwife who attended to her assisted the baby to breathe and the baby survived. Memory bled a lot
but she survived because she was transfused. If this trained agogo was not around what could have
happen to memory and her baby? It would have been another maternal and neonatal death had it
not been for the agogo’s advice and initiative.

Ester’s Story

Ester Soko delivered a healthy baby girl. Had it not been for the advice of her mother-in-law, she
would have acted on villagers’ recommendations and taken traditional medicine to accelerate labor, a
practice which can lead to complications and which annually causes the death of many healthy
African babies just like Ester’s daughter. Ester’s mother-in-law is a trained agogo, a venerable
grandparent from her village in Malawi’s rural Chimbongondo area, who in 2007 received critical
training in matters concerning essential newborn healthcare from staff at Ekwendeni mission
hospital, in a program funded by Save the Children and USAID. Now acting as local advisors on
matters relating to pregnancy and newborn health, thousands of other agogos like Ester’s mother-in-
law are helping to lower the newborn mortality rate in Malawi through their influence as decision
makers in the community. Fortunately for Ester, her mother-in-law discouraged ill-advised use of
traditional medicine and referred her to Ekwendeni hospital instead, where her granddaughter was
safely delivered by means of vacuum delivery. Hospital staff who attended the birth were adamant
that the little girl would have been yet another neonatal fatality had it not been for the agogo’s
advice.
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Martha Kayuni’s Story

Martha Kayuni delivered a preterm baby on 12/03/09 at 34 weeks gestation. She is a tenant but her
neighbor is one of the trained agogos. Two days prior to delivery she complained of abdominal
pains to her land lord who said she needs to take some local medicine to stop her from delivering a
preterm baby.

This trained agogo came to see Martha after she heard that she has been complaining of abdominal
pains, fortunately she arrived as Martha was about to take the medicine which was brought to her by
the land lord. The trained agogo told Martha not to take the medicine which may be harmful to the
baby but instead should go to the hospital for assistance. This agogo escorted Martha to the nearest
health centre and an hour later she delivered.

The health centre staff referred Martha and her baby to Ekwendeni hospital for kangaroo care. The
baby is growing fast and doing well. Had it not been for the advice of the agogo, Martha would have
acted on the land lord’s recommendations and took the local medicine which would have harmed
the baby there by increasing neonatal deaths. The trained agogos are really assisting the program to
reduce the neonatal deaths.
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Annex 14: A Report on the Results of the Mini LQAS Survey
for the 3-District Demonstration of the
Community-Based Maternal and Newborn Care Package
Conducted in Preparation for the Midterm Evaluation

Background

The Malawi Ministry of Health (MOH) Reproductive Health Unit (RHU) - in partnership with
Save the Children, UNICEF and other partners — is conducting a three-year programme of work
that is developing, implementing and evaluating the feasibility, cost and outcomes of a scalable
strategy of high impact interventions to improve key maternal and neonatal practices and health
care coverage in the three districts of Chitipa, Dowa, and Thyolo.

The goal of this programme is to reduce maternal and neonatal mortality in Malawi. This is
being done through delivering an integrated package of community-based high impact
interventions for mothers and newborns by Health Surveillance Assistants (HSASs) and linked
with community mobilisation and health system strengthening, in the context of the Essential
Health Package (EHP) and Accelerated Child Survival Development (ACSD) Strategy for
Integrated Management of Childhood IlIness (IMCI) framework in Malawi.

This package is managed and implemented within the prevailing structures and staffing of the
MOH and the three districts’ health management teams. Trained HSAs have been implementing
the CBMNC program in the 3-districts since August 2008. Realising the importance of assessing
whether trained HSAs are reaching mothers and neonates as expected in the program, and in
preparation for the maternal & newborn health mid term review, a mini survey was conducted.
Thirty eight (38) mothers (from 2 selected catchment areas) that had delivered after a HSASs in
that specific catchment area was trained in CBMNC were randomly selected and interviewed in
each of the 3-districts.

Justification for the mini survey

During the development of Save the Children, Newborn Health program’s DIP for the period
2006 — 2011 a mid term review of the program in the second quarter of 2009 was one of the
planned activities. Among the NBH activities in Malawi is the CBMNC pilot package which, as
earlier noted, is implemented within the prevailing health system structures. Implementation of
the CBMNC package started in August 2008. Since implementation of this package is within the
prevailing health system structures, data entry of all the data that is collected by the HSAs is
supposed to take place at the district level. Unfortunately the flow of filled forms from the HSAs
to the district was not going on as fast and as smooth as expected. Not much data had therefore
reached RHU or Save the Children before March 2009. It therefore became very difficult
ascertaining how the package was being rolled out in the 3 districts. Since this was important
information for the mid tern review, a survey to assess progress in implementation of this
package in the 3 districts was found necessary.

Broad aim of the mini survey
To assess the extent to which trained HSAs had started rolling out the CBMNC package in the 3
pilot districts.
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Specific objectives
1. To assess coverage of ANC services being offered by HSAs as part of the CBMNC
package in the 3 pilot districts.
2. To assess coverage of PNC services being offered by HSAs as part of the CBMNC
package in the 3 pilot districts.

METHODOLOGY

Target Population
Mothers who delivered after a HSA in their catchment area had been trained in CBMNC were
interviewed.

Sampling Method & Sample Size
Lot Quality Assurance Sampling (LQAS) was used in the sampling of the interviewed mothers.
A total of 118 mothers were interviewed.

Selection of Catchment Areas

Catchment areas that had all HSAs trained in CBMNC were randomly selected in Dowa and
Chitipa & Thyolo. Interviews were conducted in Bvumbwe and Mikolongwe catchment areas in
Thyolo, Bowe and Chankungu in Dowa and Kaseye and Misuku in Chitipa. HSAs in the
catchment areas where the interviews were conducted were all trained in the package between
August and December 2008.

Selection of respondents

A list of the villages and total population in each catchment area was provided before the study
started. Using the LQAS method the total number of interviews to be conducted in each village
was established. A guide from each district was picked to assist in the identification of the
villages where interviews were supposed to be undertaken. Upon getting to the villages where
interviews were supposed to be conducted, each team would go to the centre of the village, spin
a bottle and head towards the nearest household where the bottle pointed. Screening for a mother
with a child aged less than 5 months was then undertaken. If there were more than two mothers
at a household who were eligible for interviewing, only one mother was randomly selected. After
finishing an interview at a household, we moved to the next household directly opposite the
kitchen door/entrance of the household where the interview was conducted or where screening
took place till we got the required number of interviews in each village.

Data collection

A structured questionnaire was developed for data collection. The questionnaire was tested
before it was used in the field. Nine (9) HSAs (3 from each district) were hired as research
assistants/interviewers for this exercise. All the hired HSAs had not been trained in the CBMNC
package. The interviewers were trained on the sampling method, interviewing techniques and
oriented to the questionnaire before they started collecting data.

Data entry and analysis
A data entry clerk was hired to enter filled forms. Data analysis (using SPSS) and data tabulation
was done by Edward, George and the NBH team.
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PRESENTATION OF RESULTS
Background Information

Table 1 below presents the distribution of interviewed mothers by district. A total of 19
interviews were conducted in each catchment area except in Bowe and Chankhungu where 20
and 22 interviews were conducted respectively. All the interviewed mothers had babies whose
age range was between 0 — 5 months.

Table 1. Distribution of interviewed mothers by catchment area and district

Catchment # of Interviews
District Area Conducted Percent
Dowa Bowe Health 20 16.9
Centre
Chankhungu 22 18.6
Health Center
Thyolo Bvumbwe Health 19 16.1
Centre
Mikolongwe 19 16.1
Health Centre
Chitipa Kaseye Health 19 16.1
Centre
Misuku Health 19 16.1
Centre
Total 118 100.0
ANC Visitation
Table 2 Distribution of mothers who were visited by a HSA during pregnancy
Whether visited by a
HSA during
pregnancy? Total
Yes No
District Chitipa Count 30 8 38
% of Total 25.4% 6.8% 32.2%
Dowa Count 36 6 42
% of Total 30.5% 5.1% 35.6%
Thyolo Count 12 26 38
% of Total 10.2% 22.0% 32.2%
Total Count 78 40 118
% of Total 66.1% 33.9% 100.0%

As shown in the Table 2 above, 66% of the interviewed mothers reported that a HSA visited
them when they were pregnant. Of the 34% that reported that they were never visited by a HSA,
the majority (22%) were from Thyolo. LQAS tabulation on coverage of visits by HSAs during
pregnancy, as noted in the Table 3 below, reflects a similar trend where Mikolongwe and
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Bvumbwe had below average coverage compared to the other catchment areas in Dowa and
Chitipa respectively.

Table 3

District | Indicator: Number Average Total Decision Rule | Equal to
Mothers that were Correct Coverage | Respondents | (using LQAS | or above
visited by a HSA Estimate table) average
during pregnancy
Bowe HC 17 70% 20 12* Y

Dowa Chankhungu HC 19 22 13 Y
Bvumbwe HC 2 19 11 N

Thyolo Mikolongwe HC 10 19 11 N

Chitipa Kaseye HC 16 19 11 Y
Misuku HC 14 19 11 Y

* Alpha or beta errors > 10%

Respondents were also asked when HSAs first visited them when they were pregnant. As
presented in the graph below, most visits were during the second and third trimester. It should
however be noted that this information does not give a true presentation on whether HSAs are
indeed visiting mothers well beyond the first trimester because this study targeted mothers who
delivered after an HSA had been trained. It is therefore likely that when most mothers were still
in the first trimester, these HSAs had not yet been trained.

80

[ 100%

[~ 80%
60—

[~ 60%

S

- o
o @
S 40 o
8
- 40%
20—
-20%
0 T T T 1L 0%
4 to 6 months 7 to 9 months 1to 3 monhs Do not remember
During which month of pregnancy did the HSA first visit
you?
Figure 1
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Under the CBMNC program HSAs are expected to visit mothers 3 times during pregnancy. This
study explored the number of times HSAs in the 3 pilot districts are visiting pregnant mothers.
As shown in the table below, only about 20% of the mothers reported being visited 3 times with
about 76% reporting a visit from an HSA once or twice. Interestingly, about 4% of the mothers
reported that they were visited by an HSA four times. Again this information should be taken
with caution given the duration HSAs had been trained and when this evaluation was conducted.

Table 4
Number of times HSAs visited a
District pregnant mother during her last
pregnancy Total
Once Twice Three 4 or
times more
times

Chitipa Count 9 12 4 3 28
% of

11.8% 15.8% 5.3% 3.9% 36.8%
Total

Dowa Count 17 10 9 0 36
% of

22.4% 13.2% 11.8% .0% 47.4%
Total

Thyolo Count 6 4 2 0 12
% of

7.9% 5.3% 2.6% .0% 15.8%
Total

Total Count 32 26 15 3 76

0,

% of 42.1% 34.2% 19.7% 3.9% 100.0%

Total

As shown in the pie chart below (Figure 2), nearly all the interviewed mothers (98%) reported
that they had sought ANC at a health facility. The study however did not assess how many times
they sought ANC care at a health facility.

Where did you go
to attend ANC?
@ Health Facility
@ TBA hut
O Did not seek ANC

Figure 2
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Delivery and Postnatal Visitations

The study also explored where mothers are delivering in the three districts. As shown in the

Table 5 below, the majority of mothers (78%) reported that they delivered at a health facility.
About 17% of the mothers however reported delivering at home. Around 50% of the mothers
reporting home deliveries were in Dowa.

Table 5
Place of delivery
District Health TBA Home Other
Facility home/hut Total
Chitipa Count 28 1 5 1 35
% of
24.6% .9% 4.4% .9% 30.7%
Total
Dowa Count 31 1 10 0 42
% of
27.2% .9% 8.8% .0% 36.8%
Total
Thyolo Count 30 3 4 0 37
% of
26.3% 2.6% 3.5% .0% 32.5%
Total
Total Count 89 5 19 1 114
0,
% of 78.1% 4.4% 16.7% 9% 100.0%
Total

As shown in the Table 6 below, average coverage of postnatal visits by HSAs was 60% across
the six catchment areas. Again postnatal care home visits coverage remained above average

coverage in Dowa and Chitipa and below average in Thyolo.

Table 6

Indicator: Mothers & Number | Average Total Decision | Equal to
newborns that were Correct | Coverage | Respond Rule or above
visited by a HSA after Estimate ents (using average

delivering LQAS

table)
Bowe HC 17 20 9* Y
Dowa Chankhungu HC 20 22 10 Y
Bvumbwe HC 1 19 9 N
Thyolo Mikolongwe HC 7 60% 19 9 N
Kaseye HC 13 19 9 Y
Chitipa — \isuku HC 12 19 9 Y

* Alpha or beta errors > 10%

We also explored when postnatal home visits were conducted by HSAs. The first home visit was
conducted within 1- 30 days after delivery. It should however be noted that it is mothers that
reported delivering at a health facility (76%) who reported being visited by an HSA within the 1
- 30 days range. It should however be noted that it is unclear whether the first day of visit for
health center deliveries refers to the first day after delivery or after discharge. All the interviewed
mothers that delivered at a TBA (6%) had the first visit from the HSA between 4 and 15 days
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and those that delivered at home (18%) were visited for the first time within a 1 — 7 days range.
These home visits after delivery were however not as frequent as expected. As shown in Table 7
below, most of the interviewed mothers (61%) reported that they were only visited once with
only about 5% reporting they were visited 3 times. None of the interviewed mothers in Thyolo

received 3 postnatal visits.

Table 7
How many times did the HSA visit you within the
first week of your baby's birth? Total
Once Twice Three None Do not
times remember
District Chitipa Count 7 8 4 0 4 23
0,
% of 10.4% 11.9% 6.0% .0% 6.0% 34.3%
Total
Dowa Count 30 4 2 0 0 36
0,
% of 44.8% 6.0% 3.0% .0% .0% 53.7%
Total
Thyolo Count 4 1 0 3 0 8
% of
6.0% 1.5% .0% 4.5% .0% 11.9%
Total
Total Count 41 13 6 3 4 67
0,
T/"Ogl 61.2% 19.4% 9.0% 4.5% 6.0% 100.0%

Areas counseled/discussed about the baby during the PNC visit(s)
All trained HSAs in the implementation areas are expected to counsel mothers on a number of
issues whenever they go for home visits. Tables 8 and 9 below present the areas HSAs
discussed/counseled mothers on both about the mothers themselves and the babies.

Table 8. Areas discussed/counseled on about the baby

Areas discussed/counseled on the baby Percentage (N70)
Immunization 28%
Newborn danger signs 29%
Seeking PNC from health facility 14%
Breastfeeding 38%
General Health of the newborn 17%

Table 9. Areas counseled/discussed about the mother

Issues discussed/counseled on Percentage (N70)
Family planning after LAM 14%
Proper breastfeeding 27%
General health of the mother 23%
Seeking PNC at health facility 38%
Danger sign for the mother 17%

The study also explored what the HSAs are doing to the baby during PNC visits. Table 10 below

shows what the HSAs did. Taking weight and temperature and examining the baby were the
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commonest procedures undertaken by the HSAs. Checking the cord and counting respirations
were not reported by most of the interviewed mothers.

Table 10

What the HSA did to the baby Percentage (N70)
Took temperature 54%

Weighed the baby 70%

Counted respirations 24%

Checked the cord 30%

Examined the baby 57%

Referred baby to health facility 4%

Conclusion

In general, there is commendable coverage of the package in Dowa and Chitipa. The study
however indicates some shortcomings in Thyolo disitrict where coverage was noted below
average most of the times. This therefore calls for more attention to be paid in Thyolo in as far as
implementation of the package is concerned. It should also be noted that whilst there is
commendable coverage in Dowa and Chitipa, a closer look at the implementation of the package
as prescribed - especially conducting all the three PNC visits within one week and coverage of
different activities at each visit, it should be noted that there remain some more work to be done.
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Annex 15: Malawi Newborn Survival Report
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Annex 16: Additional Background Articles

The Daily Times: Bringing Better Care Closer, September 22, 2009

The Daily Times: Old Tools, New Solutions: Benefiting from ‘Agogo’, June 25,
2009

The Daily Times: Kangaroo Mother Care: Saving Malawi’s Babies, June 16, 2009
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	Acronyms
	Use of Information to Inform Programming   In terms of programming, results from the formative research guided the review, adaptation and development of the BCC materials.  The results also informed critical socio-cultural issues in the three districts that had to be taken into consideration during program introduction and in the design of the community mobilization component.  Results from the baseline survey and health facility assessment were used to set targets for the three districts. Routine data collected from the districts will be used to track program progress and guide adjustments to programming, if needed.  However, at this time, the data flow from the district level to the MOH/RHU remains weak.  The program M&E team will work with data managers at the district level and the central MOH to better understand the weaknesses and gaps and work to identify solutions.  Ideally, the use of routine data to assess progress and inform decisions will take place right from the first level of data collection – the HSAs and to the facility level.
	M&E Challenges   

	Process Documentation   Documenting the process of implementation is important for replication and scaling up. The NBHP team has an elaborate process documentation plan for the three-district CBMNC demonstration project.  The plan is designed as a guide for capturing all “critical steps, decisions, activities, milestones, problems and their solutions” in the preparation and implementation phases of the project.  It is anticipated that by the end of this program, the MNBHP will have documented the processes and sub-processes undertaken to deliver a package of life-saving maternal and newborn interventions within the Malawian health system.  The outputs of this on-going exercise are aimed at informing the scale-up of the CBMNC package internally and externally to Malawi.  
	Accomplishments of process documentation include:
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