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What to Expect From This Guide

This guide is designed for social marketing, health communication and information, educa-
tion and communication (IEC) specialists, maternal health program managers and
researchers. It is meant to convey the process, products and lessons learned from design-
ing and implemenling social marketing activities and their health communication compo-
nents under MotherCare. it is not a “How to...” manual but rather a revelation of ways and
means to better influence and affect behavior in the context of maternal health programs.

There are four major parts to this guide:

Part I: Social Mke o: n Orienttion

This discussion introduces the reader to social marketing—how its strategies fit into an
overall maternal health program and how its promotional and educational component
(health communications) plays a major role in affecting behavior:

A. Affecting Behavior: What Does This Entail?

Behavior change is as complex as the motivating, inhibiting and enabling factors that
shape, temper and harden behavior over time. Interventions meant to redirect or rein-
force those factors which form people’s health care-seeking and health care-giving
behaviors must be multi-faceted. Health communications, management and supervision,
clinical skills training, policy, protocols, legislation, equipment and supplies, and
research make up the g.:mut of interventions that interdependently or in combination
can aiffect behavior.

B. Behavior Change’s C.oal: The Movement Toward Health

It is natural for pregnant women to seek comfort when sick or in pain. And it is not novel
for health workers to strive for a more positive work environment which allows them to
deliver quality care. These two quests are interlinked; mutually inhibiting, enabling and
motivating, one action needs the other to achieve its goal. Neither client nor provider
can break free from discomfcrt without mutual progress.

C. How to Facilitate a Mutually Beneficial Health Care System

Programs should be designed not only to cater to the health care needs and perspec-
tives of women, but to share the responsibiity for behavior change among familial and
community supporters and their health care providers.

D. Social Marketing 2and Health Communication
Experiences and Lessons Learned

The health communication component of social marketing programming is made up of
several distinct phases, from formative research, to strategy development, implementa-
tion and project management, monitoring and, finally, evaluation. Several lessons from
MotherCare’s experience are given to strengthen future maternal health program
designs.
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Part II: Formative Research:
Recommendations, Questions and Answers

In this part, the importance of formative research and recommendations for designing,
implementing and analyzing focus group discussions and in-depth interviews are explored
as they relate to maternal health.

A menu of question areas on several maternal health topics and examples of anecdotes

and answers to those questions from MotherCare project research is presented along with a

bibliography.

Part II: Cozm 'ec » ies

The countries where social marketing and health communication activities were conducted
are highlighted: Bangladesh, Bolivia (Cochabamba), Indonesia (Indramayu; Tanjungsari),
Kenya, Nigeria, and the Philippines. Each profile contains three segments:
@ A narrative containing a description of the project in each of its phases:

a formative research

m strategy formulation and development

m implementation and monitoring

s findings and future directions

8 Examples of health communication materials

@ A bibliography of pertinent social marketing and health communication reports, work-
ing papers and articles produced under MotherCare.

Lart IV: Back to Basics

This part highlights major objectives, audiences and messages to properly address a
variety of maternal health topics through a social marketing and health communication com-
ponent.

What follows is by no means a complete accounting of MotherCare social
marketing and health communication activities. It is meant to be, however, a sub-
stantial step in guiding maternal health programs to take a much more
integrated approach in changing behaviors of clients, their enablers and their
health care providers.



art I
Social Marketing: An Orientation

Introduction

Social marketing is the application of marketing principles to social
program desiyn and management. It is a systematic approach to solv-
ing problems; related to the adoption of health-promoting behaviors
such as enhanced utilization of services, trial and continued use of a
product, and improvement of household or community practices.
Because it is an approach and not a solution, there is no program
template for others to copy...

Social marketing provides a voice for the consumer—the program
beneficiaries—and is concerned with their perspectives and practices
and making it easier for them to follow better practices.*

Part | introduces the reader to how social marketing fits into an overall maternal
health program and how health communications—its promotional and educational
component—plays a major role in affecting behavior.

Affecting Behavior: What Does This Entail?

The array of knowledge, feelings, attitudes and perceptions that make up a person’s behav-
ior is shaped and hardened by its environs. Activities and interventions meant to redirect or
reinforce people’s health care-seeking and health care-giving behaviors must be as
multi-faceted as the behaviors they are designed to affect and change.

With regards to maternal health, the responsibility of behavior change is not restricted to the
pregnant woman but must be shared among her supporters (e.g., her family and communi-
ty) and providers, whether traditiona! or formal, and the medical network in which they work.
Nor is there one intervention that can solely take credit or blame for rendering behavior
change. A client motivated (through a health communication campaign) to avail herself of a
nearby clinic (due to an improved services project) may find the clinic lacking services of a
midwife (a management/supervision or even policy issue). Or the pregnant woman may find
a health worker who, although present, is allowed only to perform certain functions (possibly
a policy issue) which will not satisfy the client’s needs. Perhaps the drugs needed to treat
her will not be in stock (a logistics/supplies issue). And many times the behavior of the ser-
vice provider (a training issue) toward the client is neither motivating nor enabling, but hos-
tile.

* Excerpts from a speech given by Marcia Griffiths, President of The Manoff Group, at the 43rd Anniversary
Scientific Meetings of the Institute for Nutrition of Central America and Panama (INCAP), Guatemala City,
Guatemala, 7-11 September 1992.



Social marketing is a strategy that attempts to link behavior change with intervention. Its
foundation for changing clients', their supporters’ or their providers' behaviors is based on
the knowledge, feelings, attitudes and perceptions of those clients, supporters and
providers. The underlying tenet is that the clients themselves must participate in designing
optimal solutions that also meet technical criteria for desired impact.

Social marketing also relies on the marketing principles of price, product, promotion and
placement to affect behavior change. These principles can be translated into familiar public
health terms of availability and cost (price), quality of care (product), health communications
(promotion), and access of products/services (placement).

Social marketing’s recommendations for redirecting and reinforcing behavior are therefore
meant not only for developing health communications, where it is usually applied, but also
for strengthening training, enhancing policy and improving service delivery.

Health communications comprises the activities surrounding the promotior: of behaviors,
services and products through an appropriate mix of mass media (electronic, print and tradi-
tional), interpersonal communication (counseling) and community-based promotional cam-
paigns.

The following three narratives describe behavior change as a movement by client and ser-
vice provider toward a mutually beneficial health care system and how, in the context of
social marketing, health communications plays a key role in affecting behavior.

Behavior Change’s Goal:
The Movement Toward Health

Itis natural for pregnant women to seek comfort when sick or in pain. And it is not novel for
health workers to strive for a more positive work environment which allows them to deliver
quality care. There are several self-care health behaviors a pregnant woman can do on her
own, such as eating more nutritious foods or avoiding physically strenuous work. But these
two quests to receive and give qualily health care are interlinked: mutually inhibiting,
enabling and motivating, one movement needs the other to achieve its goal.

Safe motherhood is based on self-care health behaviors as well as this movement toward
an interaction between a pregnant woman seeking assistance and the health provider who
can provide a variety of prenatal, intrapartum and postnatal care, especially obstetrical
emergency services. However, the pregnant woman and the health provider operate in dif-
ferent environments that often are not compatible.

For the pregnant woman, her environment is imbedded in tradition, religion, social struc-
tures, and physical location which inhibit, enable or motivate her health care-seeking behav-
ior. For the health care provider, there are two environments. Her personal environment
may have similar or different social, ethnic and religious parameters than her client's, dimin-
ishing or heightening the quality of interaction between client and provider. And the profes-
sional environment—one of standards, norms, protocols and program incentives and disin-
centives—is shaped by medical hierarchies, infrastructural adequacizs, social status and
other inhibitors, enablers and motivators to providing care. These environments and the
movement toward interaction of a pregnant woman and her health care worker are visual-
ized below:



Pregnant Woman Health Worker

Time/Resources
Needed
for Change

Shame » Well-Being  Fulfillment €—————————— Frustration
Pdin » Health Accordance <+ Conflict

Horizontal Axis

The horizontal axis represents a continuum of seeking comfort for the pregnant woman
within her environment and the health care provider within her/his environment. Comfort is
an individual's own perception, but it is shaped by societal, religious and practical values.

In many societies, cultures and religions, for a woman to express or succumb to pain is
shametful; silent self-sacrifice is preferred. The recognition of a medical problem is shrouded
in denial because pain experienced during pregnancy is thought to be universal and there-
fore must be stoically endured. Typically, this high degree of shame persists where women
are isolated not only from medical services, but also within their own culture and society.

If there is an urge to seek comfort from signs, symptoms and pain experienced during preg-
nancy and delivery, it is also suppressed by not knowing what to do or having no knowl-
edgeable, empathetic or accessible person or place to go to for help. But as these barriers
are broken down, the pregnant woman begins to and is motivated to seek a higher level of
comfort and health. And because this higher level is also the raison d’etre of the health
worker, the search brings client and provider closer together.

The health care provider faces similar discomforts brought on by a clash between the
promises of what is offered by “modern” medicine and the reality in which it must be prac-
ticed. Their most uncomfortable area is where skills and roles are under- or wrongly utilized
and frustration with the system is high due to lack of supervision, inadequate remuneration
and supplies, ineffectual referral networks and a clientele that appears, from the health care
provider's view, unconcerned with their own health needs, even though their needs may be
overwhelming.

Clients are also the source of conflict for health care providers. Many pregnant women don'’t
do what the health care provider would like them to do. When non-compliance proves fatal,
frustration is magnified for the health worker because death is in conflict with what health
workers are supposed to strive to provide.

Because health workers are sometimes isolated from supplies, supervision and skills, the
practice of managing emergencies conflicts with written protocols. Total quality health care



becomes a distant goal to strive toward. Add to this scenario differing ethnic, religious or
social backgrounds between the client and the provider, and a health care service can be a
sometimes hostile place to seek and provide care.

Movement toward comfort for the health worker is dependent on the client and the medical
network. The health worker and her/his environment must move closer toward providing a
quality of care that fulfills the professional goals of the health worker and is in accordance

with the medical network and the client they are serving.

Vertical Axis

The vertical axis shows the intensity of time and resources needed to realize movement
from discomfort to comfort (albeit the types of resources differ as movement progresses
along the continuum). The more entrenched women and health workers are in “discomfort”
areas, the more time and resources are needed to overcome the inertia of behavior change.
Similarly, the closer women and health workers are to their comfort zones, the more inertia
is replaced by client and provider interaction that itself continues the movement.

How to Facilitate a Mutually
Beneficial Health Care System

Several tenets have been identified to facilitate the timely and life-saving movement of the
client toward receiving health care and the heaith worker providing quality care. Social mar-
keting and health communications play iniportant roles in promoting this movement.

Moving the Focus

Programs designed to have an impact on the health of a pregnant woman should be found-
ed on reinforcing or redirecting the traditional and biomedical factors that shape and rein-
force the knowledge, attitudes and behavior of the pregnant woman and the medical estab-
lishment.

To better understand and appreciate these factors, formative research is conducted.
Quantitative research identifies prevailing patterns of coverage, compliance and outcomes.
But it is qualitative research that reveals the reasons behind behavior. It is the latter which
forms the basis of health communication messages and media designed to affect that very
behavior of both client and provider.

Moving the Responsibility

Behavior change is everyone’s responsibility and should be shared by the primary client
(the pregnant woman), her family, her community supporters and decision-makers, and her
traditional and formal medical network of health care providers (and their decision-makers).

Formative research and experience shows that many of the motivating, enabling and inhibit-
ing factors shaping the behavior of a pregnant woman are out of her control. Whether it is
her culture or religion, her husband or mother-in-law or the service provider she must seek
for help, these influences need to be addressed directly. Health communications focuses
not only on the pregnant woman as the primary intended audience, but also provides



messages to affect tne behavior of those who sirongly influence her behavior.

Moving the Services and the Pregnant Woman

In addition to self-care, the health of a pregnant woman relies on her own and her support-
ers’, providers' and decision-makers’ abilities to recognize, make and act upon timely deci-
sions to have access to and utilize routine and emergency care.

Withit her community, a pregnant woman can start at practicing self-care and move to a
higher level of care by seeking preventative and emergency care from traditional healers
and birth attendants. Health communication informs her of healthy practices but also helps
her to recognize when additional care needs to be sought, and where.

Once beyond self-care, a pregnant woman should be able to be properly referred from tradi-
tional to primary through secondary to tertiary care. This referral depends on the movement
of the medical network towards the pregnant wornan, €‘ther by establishing
community-based services through outreach and obstetrical emergency care offered within
her community, or by making accessible counseling, preventative and curative care outside
of the community through regular or emergency means. Social marketing helps address
training, policy and service delivery issues as well as develop health communication activi-
ties that make these services more amenable to use by the client.

Moving Through Priorities

Maternal mortality is much less common than maternal morbidity, but its impact on quality of
life (and death) is undeniably severe and definitive. Should resources address the maternal
mortality side of programs—recognizing and responding to danger signs and obstetrical
complications—or should projects focus on pre-pregnancy, family planning, nutritional and
prenatal care which affects women'’s health but is questionable (except for family planning)
in directly saving pregnant women'’s lives? Or is there an effective middle ground?

Moving Among
Interventions

Program activities
meant to enhance
service del'very
should be designed
to be as integrated
as the components
that make up service
delivery’s quality of
care. Six major com-
ponents are identi-
fied and visualized at
right in an integrated
fashion:

MANAGEMENT
SUPERVISION

OGISTICS
&
SUPPLIES

L

RESEARCH
MONITORING
EVALUATION




Enhancing one component is dependent on ensuring other linked components are strength-
ened as well. Health communications has a role to play or a need to fulfill by being integrat-
ed with other interventions. The link with training is clearly seen through interpersonal com-
munication activities like counseling. Similarly, management and supervision of staff will
ensure that counseling, distribution (through logistics and supplies) and other uses of healih
communication materials and activities (like community outreach) ars performed as best
they can be. Policy depends on health communications to better disserninate findings and
to advocate for change among the medical and non-health strata of society. And research,
monitoring and evaluation play key roles in determining the appropriateness and effective-
ness of health communications in affecting behavior.

Move Towards Practical and Lasting Change and Impact

Institutionalize cnange by institutionalizing program design and implementation into existing
local agencies and organizations. This is especially necessary to instill the perspeative, phi-
losophy and practice of social marketing and health communications into the daily routines
of health program managers. Appreciating the needs and perspectives of clients when
designing activities meant to benefit them need not only apply tc the interaction between
client and provider. Interpersonal communication skills are also important tools to enhance
the supervisor-service provider relationship.

Social Marketing and Health
Communication Experiences...

Following are examples of how social marketing and its health communication components
of seven country projects were implemented to affect behavior and the movement toward
health. Details of the formative research, subsequent health communication activities, and a
summary of general objectives, behaviors and messages emanating from these activities.
are found in Part Il (“Formative Research: Recommendations, Questions and Answers"),
Part Il (“Country Project Profiles”) and Part IV (“Back to Basics") of this guide.

Bangladesh

Formative research at the beginning of this project showed the need for pregnant women,
their families and their communities to be much more aware of maternal self-care activities.
Findings also showed the need to improve access to obstetrical emergency care since the
nearest hospital was virtually inaccessible to the community.

Midwives were therefore introduced at the community level as the first source of treatment
for obstetrical emergencies. Motivational print materials were developed for use by social
workers with pregnant women, their husbands and their mothers-in-law to: (1) promote
self-care behaviors such as eating more nutritious foods, avoiding physically strenuous
work, resting riore, preparing for a safer, cleaner home delivery, and caring for the newborn
infant (warming and breastfeeding); and (2) promote timely routine and emergency prenatal
care at the community-based clinics staffed by midwives. This project also strengthened the
link between traditional birth attendants (TBAs) and community-based midwives by training
the TBAs and encouraging them to accompany their client to the clinic and to review their
cases with the midwife in attendance.



Bolivia (Cochabamla)

Formative research revealed disparities between what the medical community and what
pregnant wemen censidered to be quality of care at the clinic and hospital level. Edema, for
instance, was considered by pregnant women to be a common and therefore harmless
occurrence, but a cause for immediate concern by health care workers. Also, whereas hos-
pital deliveries were usually attended by several different medical professionals, including
interns, pregnant women were adamant about their privacy.

Five phases of health communication activities were designed for policy-makers, pregnant
women and health care providers: advocacy for maternal health care and the quality of that
care according to the perspective of the pregnant woman; prenatal care; clean and safe
delivery; postpartum and postnatal care; and family planning. Medical supervisors were ori-
ented to the perspectives of pregnant women and ways in which services and their staff
could better meet their clients’ needs; health care workers were given counseling training in
each of these phases as part of this effort.

The urban setting of this project merited heavy use of television and radio. Clinic-based
flipcharts and community-based participatory activities complemented the electronic media.
The use of vox populi (voice of the people) as a style in the television and radio spots to ask
questions about danger signs had a significant effect on the audience’s behavior in asking
the same questions of their service providers.

Indonesia (Indramayu)
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Formative research gave insights on why consumption of iron folate tablets was low in the

area. Limited access to sources of tablets and side effects after taking tablets (such as bad
aftertaste and constipation) were primary reasons for low coverage and compliance in tak-
ing iron folate tablets on a daily basis.

A control area, focusing only on government clinics as a distribution point, used a health
communication campaign of radio spots; banners and community-based activities;
clinic-based pusters and “iron tablet day”; and a flipchart used by midwives, TBAs and
health workers promoting the importance of iron tablets, how to take them, pocsible
after-effects, and where to get more. A common character, phrases, images and audio jin-
gles were used to link the variety of messages and media together.

A similar but experimental area introduced a new distribution system (having TBAs give out
iron folate tablets) in addition to the government service. This new system was followed
nine months later by the health communication campaign used in the control area.
Repackaging of iron folate tablets was also a key intervention; product testing with preg-
nant women showed that tablets were turning from a white color to grey as well as crum-
bling when left exposed in an unsealable plastic bag.

Indonesia (Tanjungsart)

Community-based birthing huts (Polindes) were introduced into communities with the intent
of providing prenatal care and linkage by two-way radio and ambulance to obstetrical emer-
gency facilities for complicated deliveries. Formative research was conducted after birthing
huts were in place and revealed the need to change the structure, placement and services
of the birthing huts as a key to affecting the behavior of clients.



The health communication campaign focused on promoting, through the distribution of
leaflets and commurity-based activities (e.g., parades, contests of knowledge among TBAs,
“‘open house” days at the birthing huts where ambulance and two-way radio service was
demonstrated), use of the huts among pregnant women, their husbands, their traditional
birth attendants and the community at large.

Kenza

Formative research indicated two major inhibitors to seeking and providing quality care
regarding the prevention of congenital syphilis:

Syphilis screening procedures were separated by time and distance from syphilis
treatment procedures. Pregnant women had to wait no less than one week for test
results to be returned from a central lab and then had to seek treatment at a different
health facility.

Interpersonal communication between a health care worker and a pregnant woman
attending prenatal care, and between a pregnant woman and her partner hampered
the exchange of information about syphilis, its treatment and prevention from reinfec-
tion.

A new screening procedure (RPR test, or Rapid Plasma Reagin) was introduced at the clin-
ic and shortened to no more than two hours the time it took for pregnant women to learn if
they tested positive tor cyphilis. Treatment was immediate.

Interpersonal communication skills, counseling cards and take-home leaflets were at the
center of this project’s heaith communication component. Prenatal care providers were
given counseling training to reduce the hostility felt by clients in gettiiig services and
addressing values issues in serving people with sexually transmitted diseases. Counseling
cards for use by service providers were developed to assist pregnant women infected with
syphilis to negotiate and agree upon (1) a realistic behavior for them to follow regarding
treatment and avoiding reinfection; and (2) notifying and bringing in their partner(s) for treat-
ment. Take-home leaflets were also developed and distributed to pregnant women and their
partners to promote compliance to treatment and prevention of reinfection.

Niﬁeria
Formative research showed that communities were basically unaware of available midwifery
services. Health care workers’ interpersonal communication skills at these facilities were in

need of strengthening as they hindered demand for the services once the community real-
ized of its existence.

Clinical life-savings skills workshops, provisions of equipment and supplies and a supportive
management policy will all be part of the integrated approach to affecting the behavior of the
health care worker. The health communication component includes an interpersonal skills
workshop for heaith care workers and will employ a creative mix of mass media and com-
munity-based activities to promote the use of clinics and its midwifery services.



The Philigeines

Formative research showed a nzed to upgrade midwifery clinical case management skills.
In support of the subsequently developed midwifery manual of standards and practices,
health communication materials for midwives were developed to promote a better under-
standing of the use of clinical case-management flow diagrams. Counseling was also intro-
duced as a life-saving procedure in case management.

Client-oriented print materials for TBAs and pregnant women promoting prenat>| care atten-
dance and recognition of danger signs during pregnancy were developed and will be distrib-
uted through counseling sessions.

...and Lessons Learned

Each of the health communication components mentioned above hav:: similar roles
in the context of social marketing to enhance both client and provider movement
toward health-promoting behaviors. Health comn unications can:

inform and motivate clients and their supporters to use appropriate self-care, such as
consuming more nutritious foods or recognizing risk factors and danger signs;

@ increase coverage of particular health services, facilities and products by improving
awareness of its access or distribution points and making its use better understood
and more desirable;

MW strengthen the interaction between health provider and client, and among health
providers themselves; and

B ensure a degree of compliance by informing people about the benefits of the service
or product, the importance of timely and continuing use or consumption, and alerting
them to the consequences or side effects of continuing consumption (or non-con-
sumption).

The life of a health communication component can be broken into five major areas of
activity: formative research, strategy development, message/media development and
implementation, monitoring and evaluation, and program management (which is found in
each of the other areas of activity as well). Although each activity follows its own process,
the success of health communication and social marketing interventions depends on the
competent implementation of all steps and the ability of program managers to refine inter-
ventions based on gradually increasing insights during the ertire process.

Formative Research

Formative research includes quantitative research in the form of surveys and clinic data but
emphasizes qualitative research that probes into the rationale of people’s behavior. The for-
mer sheds light on what trends and patterns exist in health care-seeking and -providing
behavior. The latter reveals why.

Unless the behavior is known and understood, it cannot be changed. That is why formative
research forms the bedrock of social marketing and health communication programs.
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Focus group discussions, in-depth individual interviews, concept/product testing (observing
the use of a product or a service over a limited time period to test whether a redirected or
reinforced behavior is realistic) and open-ended questions posed to clients, their supporters
and health care providers form the core of qualitative research. It highlights the behaviors
that motivate, enabie and inhibit movement towarq health.

Specific lessons learned in designing and implementing formative research are con-
tained in Part Il of this guide. In general:

Formative research should be designed, conducted and analyzed within an overall
research, monitoring and evaluation framework or plan.

B Qualitative and quantitative research should be timed to build on each other’s
findings.

B ‘e question areas of formative research should be similar to those of monitoring and
final evaluation activities. By doing so, research results can be more easily compared
and behavior change can be revealed over the time period of the project.

B Unless project teams have a vested interest in becoming adept at conducting forma-
tive research, seek expert help to facilitate its design, implementation and analysis.

Stratecy Development

Based on research results and the variety of political and healith priorities shaping a country
project or program, a comprehensive maternal health program strategy is formed.
Objectives, intended audiences and activities are identified in the areas of poiicy, clinical
training, management and supervision, equipment and logistics and health communications.
A framework for monitoring and evaluating the activities should be inherent in the strategy.
And a realistic budget, time frame and technical assistance schedule should be formulated.

Many times, though, formative - »search—because it forms the crux of a health communica-
tion strategy—is neither designed nor used to develop strategies that shape other compo-
nents of a program. For instance, focus groups with clients will reveal a lack of interpeison-
al skills on the part of service providers, and =o part of a nealth communication component
would include counseling training. The same research, however, reveals the vagaries of
providing services without adequate supplies, supervision and motivation; yet no manage-
ment/supervision intervention may be forthcoming.

Strategy developinent must be more integrated. In summary, lessons
learned include:

Keep behavior change at the forefront of any strategy.

B Use formative research not just for health communications but to guide the reshaping
of services, including training, management and supervision, policy and equipment
and supplies.

B Orient prcject teams and their supporters and enablers to strategy development
through workshops that allow ther to examine formative research results and devel-
op strategies that they will feel capable of and support implementing.



Ensure, in the development of strategies, that service providers are represented in
designing activities that promote (and/or improve) their own services.

When scheduling and sequencing activities and interventions, allow any newly creat-
ed or improved distribution system to run its course and then re-examine its utility and
effect on client knowledge, attitudes and behavior before finalizing a promotional
activity for the “new” service or product.

Whenever possible, practical and appropriate, stagger the time and resources need-
ed to develop messages and media and to conduct health communication campaigns
to avoid overloading the capabilities of the project team and the ability to absorb mes-
sages by the intended audience. Staggered implementation also allows for better use
of monitoring results to readjust activities.

Even when under pressure, try to develop a realistic time frame, appropriate quality
and quantity levels of messages and media, and budget.

Message/Media Development

This stage brings to focus the communication component. It is when creativity, innovation,
practicality and appropriateness converge to develop messages and to select the media.
Rounds of pretesting are mandatory to ensure that messages as well as the behaviors
being promoted are palatable, realistic and acceptable. Among the lessons from the
MotherCare experience are the following:

Distribute health communication print materials to clinics or communities by introduc-
ing them through counseling or aduit education refresher/in-service training to health
or social workers.

Identity minimum quality standards for print, video and audio media materials based
on existing technical and creative resources and the comparative quality of other
media already being distributed or broadcast.

Make pretesting vigorous and on-going throughout the life of the project, particularly
when developing messages and materials and when monitoring the initial and subse-
quent stages of implementation.

Appropriately balance mass media, community-based promotional activities and inter-
personal communication (e.g., counseling) to ensure that the client gets the message
frequently and when it is needed.

Link messages and materials in a campaign by common images, characters, words
and phrases (e.g., posters illustrating a main character and repeating phrases from a
radio spot).

Ensure that messages:

define abstract medical terms (e.g., “normal,” “risky,” ‘problem,” "timely,” ‘pain,”
“‘bleeding”) with verbatim words used by and familiar to clients;

are action-oriented (e.qg., if you experience this symptom, then you should do
this specific action);
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negotiate an agreed-upon, realistic behavior before the intended audience
leaves the venue of the message (e. g., turns off the radio; leaves a counseling
session);

are culturally appropriate; and
are concise and memorable.

B Make interoersonal communication skills workshops (i.e., counseling) a part of virtual-
ly all health communication components. These skills address the crucial interaction
between client and service provider and focus on affecting health worker behavior.
Workshops also raise morale, can be a distribution point for health communication
materials, as well as reveal needs for other interventions (e.g., management and
supervision) to improve se.vice delivery.

When possible and practical, focus on one key or critical or life-saving element of
maternal health (e.g., iron folate tablets: recognition of danger signs and where to go;
counseling) rather than dilute resources, efforis and messages with the whole array of
maternal health care behaviors (see Part IV for further details of what that array is).

Appreciate and quickly address the possibility that self-esteem may be gained or lost
by different health care workers in the following situations:

Using health communication materials: these are meant to improve the quality
of service by health care workers. But in Indonesia (Indramayu project), some
midwives felt that print materials meant for them to use with their clients during
counselirig sessions actually revealed to the client how little the midwife knew
because she had to use educational aids.

Complying with referral: proper case management of danger signs and compli-
cations, and especiallv referral to emergency care facilities, saves lives. But in
Indonesia (Tanjungsari), TBAs hesitated to comply with referring their clients to
higher levels of care because they thought their clients felt that referral was a
sign that their TBA could not “handle” an emergency situation.

Improving interperscnal skills: good counseling is a key component of quality
care. But counselors may feel placed in an awkward and uncomfortable situa-
tion servir.g people they generally don’t associate with outside of the clinic and
health setting.

Monitoring and Evaluation

Monitcring activities assess the process and progress of the program in terms of implemen-
tation—whether deadlines are being rnet and resources are being properly utilized.
Monitoring also keeps track of changes in knowledge, attitudes and behavior specified in
the messages of the campaign while taking into account other project-related activities (e.g.,
increased cost of services) and unrelated events (e.g., economy, weather) which may have
a bearing on how the messages are being received and reacted to.

Qualitative and quantitative monitoring is vital. It should be designed and planned for
during the strategy development phase after it is clear what precisely is to be mea-
sured. It should be initiated well before health communication messages are intro-
duced in order to obtain a starting point of knowledge, attitude and behavior change,
and implemented routinely as well as based on need.

12



B Monitoring results should be analyzed on the spot in order to effect necessary
changes to the health communication component as well as other interventions in the
project.

Evaluation focuses on a program’s impact. Whenever appropriate, evaluation should exam-
ine behavior change as a result of all interventions in the program, not just health communi-
cations alone. Evaluctior activities should be designed, conducted and analyzed within an
overall research, monitoring and evaluation framework or plan. This plan should be devel-
oped during the formative research and strategy formulation stages of the program.

Program Management

Time, money, skills and human energy need to be well balanced and accounted for in order
to design and implement effective programs, especially health communicaticn activities.

Technical assistance:

Technical assistance should be consistent; sending a variety of personalities, techni-
cal biases and levels of expertise to work on one specific skill area will undermine the
smooth forward progress of projects.

B Recognize the need for a variety of expertise to address the variety of technical skill
areas inherent to a social marketing program and health communication component.

& Interpersonal and cross-cultural skills are as important as the technical skilis being
offered.

B Whenever possible, in-country consultants should be assigned to help implement and
monitor the project but be supplemented by expatriate technical assistance. This will
especially help in the time-intensive, repetitive, hands-on process of transferring
skills.

@ Technical assistance should not replace (nor be replaced by) but rather supplement
skills workshops.

B Skills workshops transfer skills (e.g., formative research, strategy development, mes-
sage/media design, monitoring and evaluation) and at the same time make the provi-
sion of technical assistance to the project more lasting and meaningful.

Project administration:

B Orient the project staff, in-country and at headquarters, to social marketing and health
communication philosophies and strategies to ensure that the process, preparation
and variety of activities and resources needed are appreciated.

B Establish health communication advisory committees consisting of government, pri-
vate sector, media and other non-health representation early on for strengthening
advocacy and disseminating messages and media.

B Strive to apply lessons learned, innovations attempted, strategies implemented and
results obtained from previous or existing projects to subsequent programs.

13
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Explore and strengthen alternative non-governmental organization (NGO) relation-
ships. Programmatic links with NGOs can be a viable and enduring channel to design
and implement programs and to “multiply” the process of doing so through an NGO'’s
other intervention sites, other country offices and other agencies in its network.

Streamline the fiscal and reporting requirements of the project; time spent writing
reports and collecting vouchers is time not spent on designing and implementing
activities.
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Formative Research:
Recommendations, Questions and Answers

Behavior caiinct be changed unless it is first understood.
This is the basic rationale for conducting formative research.

Introdu;c:tion

AR 3

All MotherCare social marketing projects began with fcrmative research. Formative
research refers to all research conducted as part of program design, not only to quantitative
research in the form of surveys and clinic data, but also to qualitative research that probes
into the rationale for people’s behavior. The former sheds light on what trends, patterns and
prevalences exist in health care-seeking and -providing behavior; the latter reveals why.

Part Il presumes a working knowledge of qualitative research methods by the reader.
Therefore, it does not detail the process of designing and formatting research plans and
question guides, recruitment strategies and analysis grids. Such descriptions are found in
the variety of working papers, special reports and trip reports available under MotherCare.

What follows is a brief narrative of recommendatiors on the conduct of qualitative formative
research as it relates in general to women's health and specifically to maternal health. Then,
a menu of topics and questions asked and answered across MotherCare projecits is provid-
ed to give the reader an idea of the range and type of issues discussed. The realities
learned from this research form the basis of the social marketing programs and their health
communication interventions.

Recommendations for Conducting Formative,
Qualitative Research on Maternal Health Topics

Qualitative research can include focus group discussions, in-depth individual interviews,
concept testing (observing the use of a product or a service over a limited time period to
refine the behavior or products that will be promoted) and observations with clients, their
supporters and providers to highlight behaviors that motivate, enable and inhibit their move-
ment toward health. MotherCare used combinations of these techniques in its qualitative
research.

Because qualitative research is designed to rneet specific needs of programs and program
situations, MotherCare's research and its implementation took many different forms:

® In Bolivia (Cochabamba), a local research agency conducted focus group discussions
and interviews with women and their service providers, revealing distinct beliefs about
physiology and health care practices which were either in agreement



or in complete contradiction with one another. These differences were priontized
and then addressed in subsequent health communications, training and policy inter-
ventions.

B The MotherCare/Save the Children project in Bangladesh used a six-month anthropo-
logical study of women living in Nasirnagar (the project area) that provided the
insights on which to design a promotional campaign to motivate women, their families
and communities to practice better self-care techniques and service utilization.

A local consumer research company in Nigeria conducted a literatur. review and then
focus group and in-depth interviews to create the foundation for the health communi-
cation component to promote utilization of midwifery services.

& Indonesia projects employed the services of several consultants to design and imple-
ment qualitative research on the utility of community-based birthing huts (Tanjungsari)
and the consumption of iron folate tablets (Indramayu). The Kenya project followed a
similar approach to study behavior surrounding congenital syphilis.

B In Jamaica, a private consumer research agency conducted focus group discussions
and some in-depth interviews to determine women'’s preference for birthing location
and attendant.

8 In Inquisivi, Bolivia, Save the Children staff with village women conducted a
self-assessment of their major maternal health problems.

Several recommendations for designing, implementing and analyzing qualitative
research are darived from this assortment of approaches and experiences:

Technical assistance: The skills needed to appreciate, design, conduct, analyze and
use formative research and its results are best transferred to projects through a com-
bination of skills workshops, strategy or design sessions and consistent, persistent
technical assistance. On-site expertise (e.g., local or expatriate professionals)
assigned to implement and monitor research activities is especially beneficial.

Research plans: Qualitative research methods should be mixed to capitalize on the
strengths of focus group discussions, individual interviews, concept/product testing
and observations:

m Individual interviews with women, influencers and providers are more likely to
elicit truthful and practical information about specific behavior, especially if the
topic is sensitive. For example, women with delivery complications or men and
women who have tested seropositive for syphilis will be more comfortable talk-
ing individually than in a group about their experiences.

m Conversely, the more common and less sensitive the issue, and the more focus
the questions put on knowledge, feelings and perceptions, the more natural and
interactive a group discussion may be to participants.

® Individual interviews can be more enriching if they are shaped around findings
from focus group discussions.

m Concept-testing of products and services and observations of services or com-
pliance in action can complement and help verify information obtained from
interviews about behaviors.



Participants in specific focus groups should be as similar as possible to eliminate any
biases that arise due to differences in ethnicity, social status or religious conviction as
well as to deferrence based on sex, age, experience and professional status differ-
ences within the group. At least two focus group discussions per sex, age, experience
or status segmentation should be conducted to provide some check on the consisten-
cy of knowledge, attitude and behavior patterns:

Sex: Mixing male and female respondents or male/female interviewers with
female/male respondents will possibly stifle the openness of discussions on the
sensitive topics related to maternal health.

Age: The greater the range of age within a group, the more pronounced the defer-
rence is between the younger and the older within the same group. This is par-
ticularly true with adolescents and with groups that include two generations
(e.g., 19-35 year olds). In Nigeria, groups originally formed with 14-19 year olds
were further segmented into groups of 14-15 year olds, 16-17 year olds and
18-19 year olds after learning that younger boys and girls with less post-pubes-
cent experience were less talkative in front of their “elders.”

Experience: Women experiencing pregnancy for the first time will have very differ-
ent approaches to prenatal and delivery care than those who have already
given birth. Similarly, women who comply with a behavior (e.g., taking iron
folate tablets; using prenatal care) should be interviewed separately from
women who do not comply.

Status: Professionals, such as TBAs, midwives and doctors, are very competitive
with one another within their own group discussions; mixing doctors and mid-
wives (or where one set of participants may supervise the other) in one group
would also yield stunted results.

Also, the beliefs and behaviors revealed may be closer to what ought to be
“good health care” rather than what really is provided as “good health care” by
the professionals. Individual interviews are best conducted in this situation.

Interviewers should be selected to conduct focus group discussions or individual
interviews based on similar difference/deferrence factors. For example, midwives
shouldn't interview doctors; men shouldn't interview women. Also, interviewers should
be trained to do their best to tone down any differences and deference occurring with-
in their focus group discussions.

Topics: Questions about recognition of danger signs, nutrition and other maternal health
topics should concentrate on eliciting answers that go beyond information on knowl-
edge and attitudes by revealing specific behaviors, their rationales, and what may
motivate, inhibit or enable them to be changed.

Analysis: Resuits from qualitative research generally show that behavior and its subse-
quent change is shaped by forces beyond the control of the respondents. Pregnant
women’s behaviors are inhibited or enhanced by the behavior of their family (e.g.,
husband or mother-in-law), service provider (e.g., traditional birth attendant or healer;
midwife) and community leader (e.g , religious, traditional). Analysis should always
yield resuits that can and should be used to change behaviors of those exerting these
forces as well. Other recommendations:

m leave enough time for analysis;
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= include verbatims from interviews, as these provide a “human vnice” to data
and clues to possible messages;

m look for similarities in answers and then highlight differences: and

= write case studies or historics describing typical situations and behaviors of an
individual based on research data.

destions and Answers

During the MotherCare project, ¢eneral areas of questioning were identified for use in
developing question guides for qualitative research. Following are examples of areas of
questioning and a summary of responses given by various audiences.

Question Areas About Beliefs and Practices
During Pregnancy and Utilization of Care:

What are the attitudes of women and others about pregnancy in general? About the
current pregnancy?

Do they feel pregnancy is a special time in their lives? How?
What special things do women think they should do or avoid
during pregnancy?

How do women first recognize that they are pregnant? How do they feel?

What do they do? Who do they tell? Where and when do they seek
advice, and from whom? What are their sources of social suppcrt?

What types of care do women perceive as necessary during pregnancy? When?
For what reasons/problems? From what type of person? Why?

What is the awareness of pregnant women/families/influentials about the need
for/benefits of formal prenatal care?

Is preventive care a recognized concept?

Is it common practice for pregnant women to seek prenatal care when
they feel healthy? Why, why not?

When do they generally seek these services (how many weeks into
their pregnancy)?

Are women aware of what should take place during a prenatal and postnatal visit
(what specific medical care they should receive)?

What do they consider “good” maternal care?

What terms do ihey use to describe quality care?

Is there recognition of the need for/benefits of maternal tetanus toxoid (TT) immuniza-
tion? Do pregnant women take action to seek TT immunization? Why, why not?



B What have women'’s experiences been with formal health services for prenatal care,
delivery assistance, and postpartum care?

What are women’s own perceptions of the barriers to their use of
formal maternal health care (convenience, cost, need, satisfaction)?
How could these resistances be minimized?

What do they like/dislike about the care?

B Do women comply with referral for additional medical care or treatment? For which
conditions? Why, why not?

Answers:

On going to prenatal care: “No, because they say that at a prenatal visit they only look at
your belly and your parts [genitals] and there are many men and women looking at us;
that's awful; that's why | wouldn’t have prenatal care.”

—woman in Cochabamba, Bolivia

“| did not go to the clinic.... | get frustrated, tired to go, | feel ashamed....| had one
[baby] in October and get back pregnant in December.”

—woman in Jamaica

“We are not used to prenatal control visits although some women do have them; we don't
attend because we are embarrassed and frightened since the health worker is a man.”

—woman in Cochabamba, Bolivia

Many of the late attenders gave the interviewers several reasons why all women should
come early to antenatal clinic, such as the need to make sure the baby is healthy or in the
right position. Nevertheless, few of them had come for those reasons...the two recurrent
themes in women's explanations of their 2arly or late attendance were the need for the
antenatal delivery card [without which they could not deliver at a public maternity hospital]
and their general state of health. Women who felt well during their pregnancies did not
see the need to attend the clinic.

—Kenya

About half the pregnant women interviewed felt that it was acceptable for dukun bayi
[TBAs] to make home visits to deliver iron tablets, although customarily pregnant women
go to the dukun bayi's home for consultation. The other half or the women interviewed
expressed strong reservations about this concept, stating that the dukun bayi should not
visit homes without an invitation, that such a visitor might be an “imposter” and that the
tablets she carried might not be the same as those distributed through the government
health system.

—Indramayu, Indonesia
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Most women pay [prenatal care] visits during the fifth and the seventh months of their
pregnancy, which are appropriate times to get tetanus toxoid injections. These times are
also culturally more acceptable than a visit later on. Very pregnant women feel shame
and do not like to be seen on roads and in public places.

—Bangladesh

All the staff interviewed formally and informally...expressed genuine concern for their
clients’ welfare. [Staff] willingness to report for work on Saturdays, when clinics are
closed, just to make compliance easier for male partners, is a clear indication that, in
spite of occasional shows of temper or disdain, the clinic staff are committed to a high
degree of professional integrity and provision of quality care.

~—Kenya

We were fortunate to encounter a few cemmunities where...the clinic was a very integral
part of the community, where the Nurse was a very well-respected and loved individual
and where the respondents were consequently very well informed and were comfortable
and positive talking about their pregnancies.

—Jamaica

“If there is an emergency, you must hire the whole lorry and pay around N250 to the hos-
pital. There you pay a lot of money at the hospital. All these things we think about, hoping
that they deliver successfully at home. So to prevent all these complications, we always
send our wives to hospital right from the time when the pregnancy is about two months
for a weekly check-up.”

—man in Nigeria

...Common diseases are amenable to treatment at the health center, while others, like
spirit possession, require services of a [traditional healer]. Formal health services offer
tools, medicines, and expertise. Traditional practitioners provide familiar, nearby, and
inexpensive treatments, usually in the patient's own home. Often a sick person will use
both modern and traditional treatments at the same time.

—Tanjungsari, Indonesia

‘I like the information | receive from nurses because | understand what they are saying
very well. Also, these nurses are educated and they are very experienced.”

—woman in Nigeria

“I believe in traditional health care methods because it has been before we even came
to be, even in those days when there was no hospital or injection.”

—woman in Nigeria



Question Areas About Recognition
of Problems/Risks and Response:

B Whatis the level of awareness of pregnant women and families toward common com-
plications of pregnancy/birth/postpartum periods?

What conditions during pregnancy/birth/postpartum are perceived as
particularly dangerous?

What terms do women use to describe these conditions?

What is the perceived cause of each problem/risk?

How susceptible do individual women feel they are to each problem?
Why, why not?

How serious do women consider each problem?

B Where do women/families get their information about pregnancy, birth and postpartum
problems and risks?

B What is the level of awareness toward STDs?

What are the different types of STDs? What are they called, how are
they transmitted, what kinds of signs and symptoms appear? Do
people know the relationship between STDs and HIV/AIDS?

What are people’s beliefs about what kind of people get STDs/what
kind of stigma is attached to having STDs? Do people differentiate
between type of person and type of sexual behavior regarding the
spread of STDs?

What do people think of asymptomatic diseases? Do they believe in
them?

How are STDs prevented? What are people’s attitudes and practice
regarding the use of condoms? With whom do they use condoms?
With spouse? partner? casual sex?

How do women and their partners communicate with each other
about STDs? What can help them better communicate?

B Do women/families understand the concept of obstetric risk?

Do they distinguish between potential risk factors (age, parity, efc.)
and actual risk related to current signs or symptoms?

Do they relate problems in previous pregnancies to the possible out-
come of current pregnancy?

B Whatis the sequence of actions taken for each maternal problem/risk?

What is the first action? Self-care or other home care? Traditional
practitioner, clinic, other?

What triggers the first action? What happens next if the problem con-
tinues?
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B What type of care for pregnant women occurs within the home prior to seeking exter-
nal assistance?

What type of practitioner do women prefer to seek care from, and for which specific
pregnancy-related problems? Why?

To what degree do women control their own self-care and use of services?

B Who else influences the health-seeking behavior of pregnant women? How?

Answers:

For antenatal bleeding, headaches, dizziness, fever, high blood pressure, or anemia,
most women would accept referral from a TBA to a midwife or go to a midwife first. Most
respondents stated that swelling of feet, hands or other parts of the body is normal, and
they would not accept referral for this, nor for lack of weight gain. No one thought that
referral to a midwife because of small stature made any sense, nor was it regarded as a
risk factor because of its predetermined nature.

—Tanjungsari, Indonesia

Kukil had been married at 17 and became pregnant a year later...Kukil was healthy for
eight months of her pregnancy. Then one day she complained about severe headaches.
The family did not think much of it at first. She was made to rest. A few hours later...she
had fits, bit her tongue, tore off her clothes. The family sent for two [traditional healers] to
treat what they believed was caused by spirit possession. As this treatment was not
effective and Kukil's condition became critical, they sent for the [doctor]. He gave Kukil a
sedative and recommended urgent referral to the hospital. The family did not act immedi-
ately...the husband said that Kukil died before he could organize a trip to the hospital.
She died within 16 hours of developing the symptoms.

—Bangladesh

When asked to name some symptoms of syphilis or to describe how they had been feel-
ing themselves, those women who responded gave overall coldness, painful urination
and abdominal pain as their own symptoms...only a very few knew that rashes were a
symptom.

—Kenya

A clinic staff member told a client she had bugs in her blood, using the Swabhili word for
insects rather than bacteria. The client was told to bring her husband and she went home
thinking that the bugs were AIDS.

—Kenya

The non-compliants [men with syphilis]...tended to focus their responses on denial of ill-
ness...their almost unanimously sarcastic response was that if they were sick, they would
have symptoms...some argued that there is no such disease as syphilis.

—Kenya



“| had severe headache; when | was pregnant, it pained me seriously but | didn't consult
anybody. | only sent some children to buy “Pengo” or “Cafenol” for me from traders.”

—woman in Nigeria

“Some womer experience that (breaking of water more than 12 hours before labor
starts). To us, it is not a sign of any sickness.”

—woman in Nigeria

Question Areas About Maternal Nutrition:

Food Consumption

B What is the pregnant/nursing woman eating now?

How does it differ from her non-pregnant/non-nursing state? Why are
changes made? Why not?

How does she feel—hungry? nauseous?

B Which foods are favored or avoided during pregnancy and immediately postpartum?
Why?

How prevalent are major pregnancy-related food taboos? How help-
ful or harmful? How strongly held? How amenable to change?

B What is the attitude toward pregnant and postpartum women to eating more of staple
foods? of snacks?

B Do women deliberately alter the amount and nature of food consumed during preg-
nancy? How? When? Why?

B What are patterns of women’s consumption of green leafy vegetables, yellow and
orange fruits, and animal products during pregnancy and postpartum? Why? How
often consumed? How much? How prepared?

B What non-foods are consumed or considered desirable during pregnancy/postpartum
(teas, herbs, traditional medicines, etc.)? How frequently, how much, at which times
during pregnancy? Why?

B Whatis the normal pattern of intrafamily food distribution? Does it change during
pregnancy or postpartum? How, when, why?

B How does seasonality affect the amount and content of food consumed by pregnant
women?

How does the agricultural cycle affect women'’s food needs? What do
women and families do to improve their diet in the lean season?
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R If iodine deficiency is a problem in the project area, why do people think it is?

Do people know about iodized salt if available? Are they willing to
consu:ne ijodized salt?

What are barriers to higher consumption of iodized salt or of better
coverage with iodized oil injections?

Weight Gain

Are there changes in work/activity during pregnancy/postpartum? Why, why not?

Does the concept of the need for rest during pregnancy exist?
Do women/families/influentials relate women’s work/physical activity
during pregnancy to weight gain/loss?

B What are women's, family’s, and influentials’ conceptions of ideal weight gain during
pregnancy (not necessarily in pounds or kilos, but what is their image of a desirable
weight gain)? Why?

Do women feel they have control over their weight gain duning pregnancy? Why or
why not?

Do they see a cause-effect relationship between their food consump-
tion during pregnancy and the baby'’s birth weight?

Do they have any fears related to childbirth and the size of the baby?
What is pregnant women’s understanding of the need for/benefits of prenatal
weighing?

Is there a desire/willingness to have their weight monitored? Why,
why not?

Do women ~omprehend their weight when expressed in pounds/kilos
or shown in a graph on an antenatal card?

Maternal Anemia/lron Supplementation

B What is the level of awareness of maternal anemia among women and families/influ-
entials?

Iz it recognized as a problem or considered a normal condition of
pregnancy?

Is it thought to be a condition of concern? A common condition?

B What are traditional concepts of the relationship between blood and health? Do these
change for pregnant women? If so, how?
@ Do women recognize signs and symptoms of anemia? Which ones?

What terms do they use to describe them?
Do they take action to alleviate them? When, what?



B Do women understand the relationship between maternal anemia, hemorrhage, and
maternal mortality?

Are there any existing practices during pregnancy/postpartum which could affect iron
status? Which?

B Are pregnant women given iron pills?

Do they take them as instructed? Why?
Do they return for resupply? Why?

B What are the behavioral and attitudinal factors which influence compliance with iron
supplementation?

What are women’s perceptions of iron tablets?

How would women want pills to be changed to be more acceptable
(taste, color, frequency of taking, size, packaging, etc.)?

B What is the general attitude toward pill taking?
Do women prefer to take 1nedicinal pills, injections, or liquids?
Does this change during pregnancy?
What is available in local pharmacies?
What are traditional practices?

Answers:

“She [health worker] will tell you to eat plenty of vegetables, things to make the baby and
yourself healthy because you will need a lot of blood.”

—woman in Jamaica

Doctors and bidan [midwives] agreed that despite its prevalence, they do not consider
anemia a program priority. Priorities are increasing the demand for prenatal care and,
among midwives, increasing safe, attended deliveries.

—Indramayu, Indonesia

The nurturing role of women, which is expected to be carried out regardless of the food
they eat and at the expense of their owri health if need be, was most strikingly expressed
during the month of Ramzan [Ramadan] when pregnant and breastfeeding mothers of
small babies identified as malnourished were fasting unfailingly. The only legitimate
excuses for Muslim wonian not to fast are said to be the pollution of their bodies during
menstruation. during the forty days following birth and, possibly, nausea and vomiting in
the first months of pregnancy which are considered to spoil the fast. Otherwise, mothers
have a specia' responsibility to fast, precisely because they are mothers entrusted with
the life and well-being of their husbands and children.

—Bangladesh
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On anemia: “The woman'’s got no blood and she can cie; the newborn is very thin, the
mother can die during labor; it occurs because we ezt very little during the first days of
pregnancy and our husbands haven't had a good yielt in the ficld.”

—-woman in Bolivia

Postpartum food proscriptions severely restrict the mother’s diet. In the house of seclu-
sion where she lies for five to nine days after giving birth, the woman is encouraged to eat
and drink little. She should eat “dry” foods and once a day rice with fried turmeric and
onions. Fish, meat, eggs, normal “torcari” with chilies and most vegetables are beiieved
to be inappropriate or dangerous.

—Banglades

“l eat only ‘tuwo’ and ‘buka’ soup becuuse | have no means oi getting anything apart from
it."
—woman in Nigeria

“When a woman is pregnant, we don't allow her to eat chicken and eggs and any protein
diet. This is because if she eats the above food iterns, the baby will be oo big in her
stomach and during delivery she will find it difficult.”

—woman in Nigeria

“She should be eating a lot, and not just anything but a balanced diet because it is from
what the woman eats that thz child will eat.”

—woman in Nigeria

Question Areas About Practices During
Birth and the Immediate Postpartum Period:

Prenatal

B How do women recognize when labor has begun? What do they dn?

B Do women/families make plans for childbirth attendance prior to initiation of labor?
When? Why? Where?

Delivery

B Where do women prefer to give birth? Why?

B What are women's preferences for home birth versus hospital birth? Why? What
terms do women use to describe a desirable/optimal birth expenence?

B How amenable to change are women'’s choices of oirth location? Unaar what condi-
tions?

B Do women/families recognize women at risk for problem birth and seek a hospital or
attended delivery? Why, why not?



B What are women's perceived need for/benefits of trained birth attendants?

B What type of birth attendant do women prefer? Why? How is the birth attendant
selected? By what criteria? By whom?

B Do pregnant women have routine contact with the birth attendant during the prenatal
period? When? Why?

B For home births, do families prefer traditional uttendants to forrally trained (such as
government midwife) hcme attendants? Why?

What are the routine practices of traditional birth attendants or family help regarding:

hygienic birth techniques, management of normal births?
use of safe delivery kit, conditions of use?
intrapartum abdominal massage or manipulation?

use of drugs (especially oxytocins, natural or medical formulation)
intrapartum and postpartum?

cord cutting, dressing and aftercare?

management of the placenta?

B Are these traditional practices helpful, harmful?

B Do TBAs initiate these practices? Do women/families request them? Condone
them? How amenable might they be to change?

® Do TBAs generally refer “high risk” clients (or clients with health problems) to the for-
mal health system? When and to whom?

B What special facilities (such as community birthing huts or waiting homes) exist?
How are these regarded by women, TBAs, the community and midwives?

Postpartum/Neonatal

B |If most births take place at home, what postpartum problems are recognized by
women/families/fhome birth attendants as requiring additional care/referral outside of
the home?

For each recognized problem, what triggers a health-seeking
response? What is that response?

B What is the local definition/perception of the postpartum period? What changes
in maternal nutritional/activity patterns take place? Why? Are they helpful/harmful?

B Does the concept of postpartum confinement or confinement hut exist? To what
degree is it adhered to?
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What are the routine newborn-care practices of birth attendants regarding care of
eyes, airway, warming, cord care, initiation of breastfeeding? Why? Are actions help-
ful/harmful?

Do mothers/families/birth attendants recognize common neonatal problems/danger
signs? Which ones (neonatal sepsis, neonatal tetanus, asphyxia/ hypoxia, low birth
weight, hypothermia, acute respiratory infection)?

How do they recognize these conditions?

What terms do they use to describe them?
Do they feel that they are serious problems?
What health-seeking behavior do they take? When? Why?

What triggers action to seek care outside of the household/traditional
practitioner? Why? When?

What maternal postpartum care practices are routinely tried out by birth attendants?
Why, when? Helptul/harmful?

What maternal postpartum problems/conditions are recognized by
mothers/families/birth attendants? Vvhat actions are taken? When? Why?

Do mothers/families comply with referral upward for medical care of postpartum prob-
lems? Why, Why not?

What are women's/families’/birth atteridants’ perceptions of ideal size for their baby at
birth and why?

What terms do they use to describe it?

What significance do women give to their baby’s birth weight and
why? Is it a concept they understand and that they think about
during pregnancy?

Do they relate birthweight to the health of a newborn?

If a “small” baby is desired, are there any reasons/terms which might
be used to acceptably promote the advantages of giving birth to a
higher (normal) birthweight baby?

Breastfeeding Initiation

How soon after birth do women initiate breastfeeding? Why?

What are women's attitudes and practices regarding feeding colostrum? How strong-
ly are these attitudes held?

What are TBAs', husbands’, mothers-in-laws’ attitudes toward feeding colostrum?
Why? Who has the most influence on the mother in this regard?



W Do mothers give any other liquid or food to the child other than breast milk? When
(e.g., first, second hour; first, second day)? What? Why? How? Any concern for
hygiene? How strongly held is this practice?

® What are TBASs', husbands’, mothers-in-laws’ attitudes toward giving these other sub-
stances? Why? Who has the most influence on the mother in this regard?

B How do mothers feel about breastfeeding, e.g., do virtually all women have the same
practices or do they consider it something they may decide to do/not do, do in a cer-
tain manner or pattern?

B How many times a day do mothers nurse?

For how long?

Do they use both breasts? (answers should be based on observation
rather than reporting)

® What initiation problems are common? What do they do? Who do they see for
advice?

B What are their perceptions about breast milk production and contact suckling?

Answers:

Doctors are against nurse/midwives being trained and allowed to perform lifesaving skills
like V. infusions, giving antibiotics, performing manual removal of placenta, vacuum
extraction, etc....At the time of the study, there was no single obstetrician/gynecologist in
the employment of the...state government, while most general hospitals were reputed to
have less than three medical officers.

—Nigeria

Gopal Daktar’s reputation has spread....He treats many conditions but his specialty is dif-
ficult deliveries. We met him again, assisting a young woman expecting her first child. In
this case, [she] had been in labor for twelve hours. For a first child, this may not be abnor-
mal but the dai panicked and said she could do nothing more....Gopal Daktar was called
and after asking the guardian: “Do you want the fruit or the tree?” he proceeded to dis-
member the baby inside the womb with his instruments. It was bloody and messy said an
informant, and the mother had high fever for a few days afterwards. Gopal Daktar is pre-
pared for this, however, and has efficient medicines to deal with fever. As far as we know,
he has not been seen responsible for any maternal death, but we were only there for a
short period of time. Villagers are aware that his practice borders on illegality, but families
which have been helped by him generally speak positively of his intervention.

—Bangladesh

“Hospital baby is much safer than at home because some time the mother can fall into
difficulty and trying to find something to rush her to hospital could cost the baby's life.”

—woman in Jamaica
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“Obstacles or complications that a woman may have when she is pregnant at times is
that the child may not be turning around. We then take such a woman to whoever is help-
ing to treat her....the doctors could be of help, our fathers could do it and some religious
sect can do it with lots of prayer.”

—woman in Nigeria

"It [malpresentation] is not a frequent problem but it is serious; once it occurs, it presents
complications, the baby cannot be born; the mother and the baby will die for sure. The
family is then abandoned. We need a lot of money for treatment. Due to lack of economic
resources, we must stay and die here.”

—woman in Inquisivi, Bolivia

“How will one know when there is too much blood? But if it is in the hospital, once the
nurse sees her, they will know if the blood is too much or not and they will know what to
do to stop the excessive flow.”

—woman in Nigeria

“You need someone to comfort you; instead they [hospital staff] are adding fury to the
fire... is like you have a gun shot and they take you to hospital and you get another shot.”

—woman in Jamaica

The problems of [the district] hospital are common to many such institutions and are well
known in Bangladesh. There is no blood bank, and no staff and no equipment to perform
Caesarean sections or other emergency obstetric procedures. As the doctors are all men,
village women, especially Muslims, are reluctant to be seen by them. Doctors attribute
these attitudes to women'’s ignorance and lack of education. In their understanding, it is
not the medical profession which should adapt to village society but village women who
should be ‘educated’, ‘trained’ or ‘enlightened’ to value the services they provide. To be
posted [here] is regarded by most doctors as punishment. These professional men, most
of whom come from larger cities, feel socially very cut off and isolated...Even if they had
an interest in obstetrics (which is not obvious), they would have very little opportunity to
develop their skills with so few patients. There is no antenatal clinic at the hospital and
usually no contact is established with pregnant women during pregnancy. Women are
brought to the hospital only when there is a severe complication.

—Bangladesh

“You are more comfortable at home because sometimes it is plenty deliveries at the hos-
pital and at home Nurse spend more time helping you.”

—woman in Jamaica

“I gave birth at home, in order to be calm, and because | wanted to be near my parents.
They are already experienced...| was washing my clothes and felt a pain at my waist, as
though I needed to defecate. My husband said maybe | was ready to give birth, but | told
him no, because | didn’t know...my parents went to find the paraji [TBA] but she was out.
Soon after, the baby was born and my grandmother helped me deliver... the paraiji still
hadn't arrived. A neighbor helped bring out the placenta. The paraji came half an hour
later, cut the cord, bathed the baby, and massaged me...."

—woman in Tanjungsari, Indonesia



The placenta is the baby's source of life. This is why the cord is usually not cut before the
placenta is ejected. Once ejected, if the baby shows no sign of life, the placenta will be
manipulated, heated up, trampled on, the cord will be squeezed and massaged to bring a
flow of life from the placenta to the baby.

—Bangladesh

“The first flow of breast milk is usually yellow. It cannot be given to the baby because it
causes yellow fever.”
—woman in Nigeria

The dai (TBA) is taught to protect the mother from possible contamination, but what is
important from an indigenous point of view is to contain the pollution. In this perspective,
it is upon the completion of her work that the dai should wash carefully. There are here
two epistemological universes with conflicting categories and meanings regarding cleanli-
ness and dirt, purity and pollution. Four days’' TBA training evidently do not suffice to
change such deeply ingrained perceptions and beliefs.

—Bangladesh

“In my case, [labur] was three to four days. | usually take Arabic writing from the Arabic
teacher to quicken it."
—woman in Nigeria

“When we are pregnant and we want to go to the hospital, other members of the family
will start abusing us that we are not ashamed of ourself in taking our pregnancy to the
hospital, while our elders did not.”

—woman in Nigeria

“You take a pregnant woman to Westlands at night, and they tell you the case is compli-
cated so you must go to Pumwani [maternity hospital]. Reaching Pumwani, you wake up
the staff who are sleeping and they ask for your [delivery] card. They see that Westlands
is written, and they tell you to take her hack there.”

—nman in Kenya

“We have no objection towards our wives delivering at either clinic or hospital concerning
their health because we know that they are delivering in a place where we are sure of
their successful delivery. But our feeling is the cost of hospital charges and transport. In
addition to that, we Fulani people are lowered to the lowest level by the hospital staff sim-
ply because we are in a bush. For example, you take your wife to the hospitals, the hospi-
tal workers will first of all order you to stay under a tree or veranda. They will go away for
a long time and later come back to tell you that the doctor is busy and that you cannot
simply see him—unless if you do something; that is, you give money to him so that he
can connect you with the doctor.”

—man in Nigeria

“At home, [delivery] is private, you don't pay anything, it's affordable...more comfortable,
no one looks at us, and also our husbands are with us—they say in the hospital they put
us on a cold table, and we’re naked and they laugh when we complain about any pain.”

—woman in Cochabamba, Bolivia
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Question Areas About Family Planning:

B To what extent do women and men want to have control over when they have their
next baby and how many children they have? Why?

® When, after delivery (e.g., six hours; six days; six weeks; six months), do women
think about using family planning to delay or prevent their next pregnancy?

When, after delivery (e.g., six hours; six days; six weeks; six months), are women
approached by health providers to consider family planning?

What are people’s desired birth intervals and total number of children? Why?

B What, if any, family planning methods are people using now? Why? How satisfied are
they? Which method or methods is/are most acceptable? Why?

Who influences/is involved in discussion concerning family planning? Do husbands
and wives talk about family planning? What do they talk about?

B What are the major cultural values that inhibit higher acceptance of family planning?

Answers:

“Some men say they came to this world to obey God's law: to have as many children as
He gives us, no matter how many, 18 or 20, and women must obey as well."

—woman in Inquisivi, Bolivia

Reshom Banu is eight months pregnant and is still breastfeeding her three-year-old child.
She made only one antenatal visit and the record shows that at six months pregnancy,
she weighed 35 kilograms...Her husband does not care about her well-being. He does
not inquire whether she has enough to eat; fie does not ask what she thinks of yet ansih-
er pregnancy. Reshom looks overwhelmed. She has no energy. She has had six preg-
nancies in 12 years....Her husband does not want to discuss family planning. He is the
disciple of a [holy man] who forbids what is seen as interference with Allah’s plan. The
[health provider] classifies this family as aimongst those who “do not listen,” and seems to
have given up trying to influence them.

—Bangladesh

“No, no, we don't plan our family. This is prohibited.”
—man in Nigeria

“And the most important of all is that whatever plan you make as to the number of chil-
dren you want, God has already made the provision for you.”

—woman in Nigeria



“If we have those types of women who deliver year after year, we look for traditional med-
icine, using traditional herbalists, religicus mallams, etc., to see that she resumes normal
duty. And if that does not solve the problem, we usually cut off sexual relations for a year
from the date of their previous delivery. This decision is made with the knowledge of the
wife because she knows that such delivery is considered bad among the community and
she will weicome it [the decision].”

—man in Nigeria

Question Areas About Feelings of Maternal Control
Over the Situation (self-esteem, aspirations for self and baby)

® Whatis women'’s self-image?

B What do women feel about control over their lives and health, especially reproductive
health?

Do women feel that they themselves can take action to improve their
health and the health of their newborns/families? Why, why not?

Who else do women feel control their actions/activities in these areas,
especially health-seeking behavior during pregnancy and postpar-
tum? Why? How?

What are women'’s aspirations for themselves overall and during
pregnancy and birth specifically? For the outcome of their pregnancy
and the health of their newborn?

B What are women's life aspirations for their children? How much control do they feel
they have over their children’s well-being and happiness?

B Do women feel they can talk openly about problems and their solutions with other
family members?

B What do men, mothers-in-law think about a wife’s/daughter-in-law’s status?

Answers:

Not only is the community led exclusively by men, but in the family, it is the man who
most often makes all financial decisions. Most [field staff] have witnessed cases of hus-
bands deciding that it would cost too much to send a woman with complications during
her labor or pregnancy to the hospital.

—Inquisivi, Bolivia

In Nasirnagar, it appears that some degree of conformity to the norms of purdah procures
dignity and prestige which may be important to the poor and which they certainly cannot
achieve through their consumption style. Unfortunately, the greater seclusion of pregnant
[women] and new mothers limits their ability to tap certain resources which could improve
their nutrition. Those limitations make them highly dependent on a husband provider.

—Bangladesh
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“I don't normally care about such things [care durirg pregnancy]. | just stay as | am nor-
mally: even if I am sick, my husband will hardly know it, except when it is beyond my con-
trol.”

—woman in Nigeria

Eating order and differential entitlement to food in Safia’s family are expressions of hierar-
chy, authority and power in a context of poverty. A woman identified as being at-risk
because she is malnourished can be beaten for eating too much, i.e., more than her
allocated share. That such behavior occurs must be recognized.

—Bangladesh

“We don't have any belief which is against attending maternity or hospital in this village.
But our religion prohibits a married woman to expose herself to the public, except if the
circumstances warrant it like health [sickness), greeting parents, performing condolence.”

—man in Nigeria

“l as a person, | decide on where she should go because | look at it that if there is any
problem, she is not the one that has the problem per se, | am the one that has the prob-
lem, that's why | make the decision about where she snould go.”

—man in Nigeria

As one might expect, the most frequent reason not to come is that a visit to an antenatal
clinic would entail an infringement of purdah. Purdah, for some, is above 4il a religious
matter and may be associated with a feeling that Muslims should take nothing from what
is regarded as a “Christian” organization. But, for the rich especially, it is usually not so
much a matter of religion as one of social prestige. Women of “good,” (i.e., elite) families
must stay apart and not mix with the common people.

—Bangladesh

The post-harvest period is one of intense activity for women....Those at the end of a preg-
nancy and those with small babies have conflicting obligations which are difficult to recon-
cile. Pregnant women identified at risk are unlikely to leave their work to go to a health
center...unless they are seriously ill and totally incapable of functioning. One must appre-
ciate their dilemma. Rice is their livelihood. It is health and wealth for the entire family.

—Bangladesh

“I don’t want care from anybody, | just seek help from God.”
—woman in Nigeria



Question Areas About Communication

Influentials

Whom do women most commonly consult and respect regarding reproductive health
and pregnancy-related concerns and problems?

What advice do they get from these sources?

What leve! of awareness do these sources have about maternal and
neonatal health problems?

Who else in the family or community may hold perceptions that influence maternal
health or health-seeking behavior and which might require change?

How do these people influence the mother? In what way might they
influence the woman to take or not to take the desired action?

Who are the formal and informal authority figures for mothers? Who should be the
authority to deliver or support mass media messages? From what institution (if any)?

Which named personalities (i.e., respected figures) might be used to “sponsor” the
effort? And in what way?

What formal organizations or informal groups do women belong to? Where do they
gather? What benefits do women perceive they receive as a member of such
groups?

What, when and how frequent are women’s interactions with TBAs and other health
workers, during pregnancy and postpartum especially? Would these health workers
be a credible source of information?

Mass Media

What is the time/place/frequency of current receipt of messages via mass media and
interpersonal (face-to-face) communication, and the frequency of contact with any
potential communication contact point (meetings, visits to markets, town, etc.).

What (if any) health messages do women now receive? How often?
From where? What do they think of them?

What is the extent of radio/TV ownership and conditions of listenership (time,
station, favorite programs and format)?

Probe the value of messages heard by husbands/influentials and if
passed to wives. If so, how, when? If not, why not?

What is their exposure and confidence in health (especially pregnan-
cy-related) information from mass media (radio, TV, print media)?

What is the potential value (acceptability, credibility) of “word-of-mouth” channels of
communication?
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Language

B Whatis the precise language, verbatim, used to describe the common symptoms, ill-
nesses and danger signs of pregnancy, birth, and postpartum periods?

B Make a compendium of local maternal and neonatal health and nutrition words and
phrases for use in health communication messages.

Answers:

“When they [husbands] look after us we feel important and we can see whether they love
us or not.”

—woman in Inquisivi, Bolivia

About half the respondents said that they recalled hearing health information on TV or
radio. However, health messages on topics such as family planning or immunization and
advertisements for commercial headache or flu remedies such as “Bodrex” or “Antalgin”
are equally regarded as “health advice.”

—Tanjungsari, Indonesia

In traditional extended families, wives who come to the antenatal clinics or are inter-
viewed at home meet outsiders in the presence of the mother-in-law. Therefore, it is
impossible for young wives to speak openly about their health problems if this would
imply any possible incrimination of their in-laws.

—Bangladesh

“The radio is in the house, but | have never cared to listen to the program attentively. |
have a lot to do here.”

—woman in Nigeria

“What | believe is that, it is the elders, our husband's mother, that usually tell us these
things are taboo and once they say so, we believe.”

-—woman in Nigeria
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Country Project Profiles

_Introduction

MotherCare supported over 13 prciects in ten countries. Several projects conducted forma-
tive research and designed, pretested and implemented health communication strategies,
messages and media materials with the help of MotherCare technical assistance. Seven of
these projects’ health communication components were selected to be profiled in this docu-
ment: Bangladesh, Bolivia (Cochabamba), Indonesia (Indramayu and Tanjungsari), Kenya,
Nigeria and the Philippines.

The projects not profiled either did not have a health communication component (Uganda
and Ecuador) or developed or conducted the health communication process in such a pro-
ject-specific way as to merit a separate unabridged description (Guatemala and Inquisivi,
Bolivia). These projects’ efforts are described in their final reports, working papers and spe-
cial documents produced by MotherCare.

Those projects which are profiled here are also more fully described in final reports, working
papers, trip reports and articles; a listing of these reports and documents is available from
MotherCare. Documents relating to the health communication component of these projects
are listed under each profile’s bibliography segment.

Profiles of Health
Communicqt_ion Activities

TREITEY,

Each health communication profile has three major segments:

Project Narrative: Highlights of the research, messages, activities and findings
specific to the health communication component are described. The narrative has

several parts:

Background: This brief description sheds some light on the maternal health status
and problems of the country or area where the project was implemented.

Program: This description putc the health communication component into the
context of the larger project being implemented, as most projects also included
clinical training, service delivery upgrading and research components.

Formative Research: This description highlights the research findings vital in
shaping the health communication strategy. Details of the actual qualitative
research conducted, including research plans, question guides, implementation
strategies and results, can be found in the working papers and articles listed in
the bibliography segment of each profile.
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Strutegy Formulation and Development: Initial orientation workshops, audience
identification, message development and the media strategies resulting from
such efforts are described in this section.

Implementation and Monitoring: A brief description of the media, messages and
materials, is given, as well as any initial feedback from intended audiences on
coverage, message retention and behavior change.

Findings and Future Directions: Major qualitative and quantitative monitoring and
evaluation results that address the impact of the health communication compo-
nent on kriowledge, attitudes and behavior of intended audiences are described
here. I'he projects’ recommendations for redesigning aspects of the specific
component as well as lessons learned are given.

Samples of Health Communication Materials: This part has photographs of sample
materials developed for each health communication component. Each sample is
b.iefly described with the principal message it conveys, and for whom it is meant for
or to be used by.

Bibliography: This part contains three sets of information:

= the profiled project’s contact name and address in-country;

m contact names and addresses in the U.S. where more information and docu-
ments can be obtained:

m alist of all trip reports, working papers (including research reports), final reports
and articles pertinent to the design, development, implementation and evalua-
tion of the health communication component of the profiled project.



Bangladesh

Communitv Development Program

Background

Between 1987 and 1990, under-five mortality rates in Brahamanbaria district, Bangladesh
decreased from 170 to 120—a decrease due, at least in part, to Save the Children’s child
survival interventions in the area. But extremely high rates of maternal and perinatal mortali-
ty persisted, warranting a new set of interventions focused on improved maternal care dur-
ing pregnancy, delivery and the puerperium. The maternal mortality ratio for Be.agladesh is
approximately 600 maternal deaths per 100,000 live births. The Save the Children
Bangladesh Field Office chose to implement a maternal health project with the above objec-
tives in 16 villages in Nasirnagar Upazila, where socioeconomic and health indices are
tower than in the district’s other areas. Flooded for six months a year, Nasirnagar is geo-
graphically remote and culturally conservative.

The Program

Save the Children (USA) Bangladesh Office (SCF) has combined maternal health interven-
tions with ongoing child survival activities in the project area. SCF’s health activities were
integrated as much as possible into its economic development programs, in this case, wom-
en’s savings groups. Training and placement of midwives at the cornmuniiy level formed the
core of SCF’s maternal health clinical intervention. The project had two phases: the first
phase determined the major medical, cultural, social and economic causes of perinatal mor-
tality; the second developed and implemented interventions to address those causes.
Based on available anthropological and survey research, Save the Children, with support
from MotherCare and a local, private health communication agency, undertook to develop,
implement and monitor the use of health communication materials to affect health and nutri-
tional behavior change among women and their influentials, mainly their husbands and
mothers-in-law.

Formative Research

In order to derive strategies and messages for a health communication campaign, data
were obtained from several pieces of research conducted to determine causes of perinatal
death and obstacles to appropriate care. Two quantitative studies—a case study of neonatal
deaths and siiilbirins and a Mid-Upper Arm Circumference (MUAC) survey—were conduct-
ed to obtain information about the general consequences of health behaviors among preg-
nant women. Simultaneously, an anthropological study, conducted over a six-month period
in the project area, revealed why those health behaviors were practiced.

In general, the studies showed that malnutrition appeareq to determine the outcome of
pregnancy and birth for most pregnant women and neorates. Over 63 percent of all 15 to
45-year-old women in the project area were defined by the MUAC study as malnourished.
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The anthropological research yielded a wealth of information about the social, cultural, eco-
nomic and health context within which pregnant women try to carry to term, deliver and care
for the newborn:

Almost half the children conceived die.

Pregnancy is considered a “normal,” not a “special,” condition of womanhood.
Women'’s eating habits, workload patterns and health care-seeking behaviors do not
significantly change if they become pregnant.

Husbands and mothers-in-law have a strong influence but play a passive role in car-
ing for the health of the woman.

(NOTE: a baseline knowledge, attitude, practice survey conducted with pregnant women, their husbands
and their mothers-in-law one year later confirms the influence of family members over a woman's deci-
sion-making: 66 percent of husbands thought that routine prenatal care was important; 92 percent of
their wives sought prenatal care. In cases where husbands felt prenatal care was not important, 53 per-
cent of their wives sought prenatal care.)

Poverty, religion (Islam and Hinduism) and the economic and social status of women
within the household and within the community are major barriers to seeking health
care.

Training of traditional birth attendants (TBAs) has improved TBAs' involvement with
the Save the Children health care system.

Emergency obstetrical care at the district hospitals is literally out of reach of villagers
and is viewed with disdain by the community as a result of the hospital staff's unfamil-
iarity with the community and the perceived quality of care the staff render.

Intensive and extensive interpersonal communication exists between Save the
Children village development workers and villagers, but their value is waning in terms
of new and creative messages and motivational techniques.

The research also showed powerful evidence of the need for improved availability and
accessibility of emergency obstetrical services and increased community awareness of
when to seek those services.

Strategy Formulation and Development

Subsequent to the research activities, a week-long orientation workshop was conducted
with Save the Children's program staff and program representatives from other government
and non-government agencies working in maternal health to accomplish the following
objectives:

review the results of the quantitative and qualitative research and identify health com-
munication, management and supervision, policy and training interventions to
address maternal health issues identified by the research;

elicit research results and experiences from government and non-governmental pro-
jects in maternal health to reinforce or reformulate proposed interventions; and

review and verify research results and proposed interventions with project field staff
and reshape them accordingly.



Based on the research results, experiences in Bangladesh and proposed interventions,
health promotional practices were identified, refined and categorized in order to develop a
sequence of 24 specific health activities a pregnant woman would take part in (or that her
family/community, heaith care provider, or a combination thereof would take part in) chrono-
logically from recognition of pregnancy through delivery to care for the newborn. They are:

Antepartum

1. Identify pregnant women and encourage them to attend prenatal classes and clinics
for pregnancy monitoring, including check-ups, histery-taking and weight monitor-
ing;

2. Schedule tetanus toxoid shots for pregnant women;

Pregnant women receive and comply in taking iron folate tablets;

4. Pregnant women are given messages to increase quantity and quality of nutritious
food consumed; supporting groups. such as husbands, mothers-in-law and the
community at large, are given similar rmessages to enable pregnant women to follow
messages;

5. Preparation for safer, cleaner birth and postpartum/neonatal care;

6. Recognition of minor and major ailments and danger signs and proper treatment
and referral;

7. Request a Save the Children-trained TBA to attend the birth.

w

Intrapartum (labor through placenta delivery)

8. Do not withhold liquids from a woman in labor,

9. Use the Save the Children safer birth kit and techniques;

10. Recognize, treat and refer delivery complications;

11. Provide baby care before placenta is delivered by keeping baby warm and clean;
12. Provide immediate and exclusive breastfeeding;

13. Identify and refer for low birth weight and prematurity.

Postpartum (0-42 days)
14, Promote nutritious food for the mother;

15. Promote exclusive breastfeeding for five months (include maternal benefits,
self-control issues and complications);

16. Identify and treat puerperal sepsis;
17. Promote consumption of iron folate tablets as a food supplement;
18. Provide vitamin A capsules for mother no later than two weeks after birth;

19. Provide family planning information to woman and husband no later than six weeks
after delivery.

Neonatal (0-28 days)

20. Immediate and exclusive breastfeeding (for health of newborn);

21. Recognition and treatment/referral of AR,

22. Proper cord care to prevent infection and tetanus;

23. Recognition, treatment and referral of neonatal illnesses;

24. Recognition and referral regarding infant/child developmental milestones.

This list formed the basis for developing health communication messages.
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All communication activities needed to use existing and proven channels of communication
(strictly interpersonal and print) to reinforce self-care by women and their families, build on
Save the Children’s program strengths of outreach, and strengthen linkages with obstetrical
emergency care.

Therefore, community-based midwives were introduced to address some of the major com-
plications. TBAs were trained not only in safer, cleaner delivery techniques and the recogni-
tion of complications but also to accompany their clients to prenatal care clinics and discuss
their cases with the midwives. Motivational materials were designed as part of the communi-
ty development approach of SCF and addressed the need for pregnant women, their family
members, TBAs and women's savings groups to be more proactive in complying with rou-
tine prenatal care and recognizing danger signs during pregnancy.

Implementation and Monitoring

A combination of frequent and consistent technical assistance by the Manoff Group and the
hired services of a local communication agency, Associates for Communication Options
(ACO), assisted Save the Children staff in designing, pretesting and producing messages
and illustrations and the format in which they were to appear. Pretesting required testing of
the utility of the messages and material with village development workers, as well as evalu-
ating appropriateness and appeal with villagers.

The messages and materials were designed to stimulate interaction between a pregnant
woman, her husband and her mother-in-law. A suggested practice was negotiated between
the pregnant woman, her husband and her mother-in-law and the village development work-
er. Messages to pregnant women, their husbands and their mothers-in-law were presented
in a fashion that elicited a response by each to the question, “Will you do/support this prac-
tice? How?" The print materials were introduced to the village development workers
through a series of workshops orienting them to the project, the use of the materials and
innovative adult non-formal education techniques.

The health communication materials as well as the strategies for introducing community
midwives and upgraded TBA training were launched with villages through several public
forz that brought guest medical speakers from Dhaka. These public events not only raised
awareness of maternal health issues but also brought legitimacy to the interventions frcm
traditional and religious leaders and a new credibility and esteem to the Save the Children
village development workers, who were presented in a new light with new materials.

At the household level, health communication messages were developed to reach hus-
bands and mothers-in-law as well as to the women themselves. These messages empha-
size the importance of such issues as:

Bl adequate maternal nutrition during pregnancy and lactation;
prenatal care and iron intake;

seeking care for problems during pregnancy;

using a trained TBA and seeking help early in case of problems:;

exclusive breastfeeding for the first five months postpartum; and

=

use of contraception.



Save the Children's village development workers deliver these messages with the aid of
illustrated counseling booklets; female workers communicate with mothers and
mothers-in-law and male workers with husbands. The household keeps the book, as well as
four reminder posters reinforcing messages on taking iron tablets, eating more frequently,
safer, cleaner delivery and postpartum/rieonatal care. These posters are given to pregnant
women at appropriate times during the pregnancy.

Counseling by health workers is improved through their use of communication rnaterials.
Flipcharts, with illustrations and captions from the counseling booklets, are used during pre-
natal care sessions to reinforce messages to mothers. TBA action cards are designed to
remind TBAs of steps needer! for safer delivery and of danger signs which warrant referral;
these cards are retained by 1BAs. Once trained, TBAs are also provided with TBA kits,
medications and supplies, and they receive refresher training every three months.

Recognition of conditions which require early referral is emphasized, as is seeking emer-
gency care. In order to reduce financial obstacles that will continue to preclude
follow-through on recommendations for referral to a hospital, SCF is now in the process of
establishing emergency referral funds in its women'’s savings groups.

Monitoring is being done on a routine schedule through interviews with clients and health
workers. A baseline knowledge, attitudes and practice household survey was conducted
with pregnant women, their husbands and their mothers-in-law (or elder “sisters”) a few
months prior to the introduction of the health communication intervention.

Findings and Future Directions

The baseline survey is based on the messages contained in the print materials. The survey
asks similar questions of the pregnant woman, her husband and her mother-in-law (e.g.,
“Do you think a pregnant woman should eat more, less or the same amount of food as she
did before she was pregnant?”) but also asks each interviewee to comment on whether the
other family member agrees or disagrees with the answer. Some of the findings, which will
be compared to results of the post-intervention evaluation survey (to be conducted late
1993), are as follows:

75 percent of mothers had at least one prenatal care check-un during their last preg-
nancy; only 12 percent started prenatal care in their first trimester.

B 29 percent of mothers ate more than usual during their last pregnancy; 87 percent
knew they should have eaten more. 66 percent of husbands said that women should
eat more during pregnancy.

B 43 percent of women with bleeding sought treatment; 56 percent of women with facial
edema sought treatment.

B Although 77 percent of mothers started breastfeeding on day one after delivery, 83
percent gave additional liquids or foods as well. 73 peicent were aware that only
breast milk was needed in the first five months of life, but 40 percent felt their breast
milk was not sufficient.

B 30 percent of mothers, 35 percent of husbands and 42 percent of mothers-in-law
identified two or more years as the optimal interval to “rest” between pregnancies.
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Several lessons have been learned to improve communication activities and strengthen ser-
vice provision and utilization:

Effects of health communication activities can be maximized by targeting influential
family members as well as pregnant women.

Exposure to health communications alone may not be enough to close the gap
between knowledge and practice. Poverty and lack of proper food may limit the
impact of health communication interventions on some problems.

To maximize gains in maternal and neonatal health care, behaviors of health care
workers as well as families must be modified. Results from the case study indicated a
need for improved case management skills among all levels of health care workers.
Also, given the short time frame of the project, possibly more has been accomplished
by improving case management skills than focusing upon behaviors which are greatly
influenced by economic factors and cultural beliefs.

Influential community decision-makers (2.g., political and religious leaders) must be
convinced about the importance of improving women's health before they will support
behavior changes (e.g., leaving the home for prenatal care) that challenge the tradi-
tional order. It is advantageous to demonstrate to such leaders that all women,
regardless of their socioeconomic status, are vulnerable to complications during preg-
nancy and delivery and that health benefits from improved maternal health will accrue
to children as well as women.

Save the Children has introduced the strategies, processes, print materials and research
results to other NGO and government agencies concerned with promoting maternal health.
SCF's experience in Nasirnagar is also being adapted for implementation in other districts in
which SCF is working in Bangladesh and is being reviewed at Save the Children’s US head-
quarters for replication in other countries.
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Cochabamba Reproductive Health Project

Background

Bolivia has the highest maternal mortality ratio in Latin America, an estimated 480/100,000
live births. Paradoxically, nationally there is one doctor for every 2000 people (similar to
Costa Rica) and in urban areas, up to one doctor for every 410 people (similar to Sweden).

Cochabamba is the third largest city in Bolivia. In this project covering Cochabamba poor
urban and periurban arews, service delivery assessments have revealed that even though
maternal health services are widely available, they are grossly underutilized because of
poor quality of care (lack of equipment, ineffective use of referral system, poor client coun-
seling) and the lack of information available to communities about why to use routine and
emergency prenatal, delivery and postnatal health care services.

_The Program

Working with the local putlic health authority and several local non-governmental organiza-
tions (NGOs) offering health services in Cochabamba, MotherCare's program seeks to
increase the public’s demand for reproductive health services, improve the quality of those
services, and, subsequently, contribute to an eventual decline in maternal and neonatal
mortality. The project has four principal components: research, health communications,
training, and service enhancement.

The health communication component was designed to address some general maternal
health care needs:

B increasing awareness of policy makers and service providers about the prevalence of
maternal mortality and morbidity and the client and provider behaviors that contribute
to or prevent those conditions;

B increasing the recognition of danger signs and complications during pregnancy, deliv-
ery and the neonatal period by women and their families, as well as improving their
response to such problems, i.e., seeking medical attention;

B increasing the utilization of routine prenatal, delivery and postnatal care; and

B increasing the number of home deliveries attended by a trained health care provider
equipped with a “Safe/Clean Birth Kit” and techniques.

Formative Research

A qualitative study of women’s reproductive health knowledge, attitudes and practices was
designed by expatriate consuitants and a local private research agency, Center for Health
Research, Consultation and Education (CIAES). CIAES carried out the study, receiving
assistance in analysis from an expatriate anthropologist.
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The objectives of the study were to describe and better understand the population’s percep-
tions and behaviors in relation to the formal health care system. Over 230 women participat-
ed in focus group discussions, in-depth interviews and clinic exit interviews. Traditional birth
attendants were also interviewed, and clinic-based observations of client-provider interac-
tion were made.

The study focused on five stages in the reproductive cycle and three related topics:

pregnancy
labor and delivery of the infant
delivery of the placenta

the immediate postpartum period
the newborn period

A H B B 3 &

breastfeeding

family planning

B

abortion

Findings were analyzed by reproductive stage and topic and as a whole to generate an
ethnophysiological model, or an explanatior. of the way in which the women interviewed
understand the physiology of the human body and reproduction. This analysis enabled the
investigators to compare the women’s (Quechua-Aymara) view of physiology with the bio-
medical model maintained by health workers in the formal health system. Following are
some examples of key issues and the disparate perspectives of pregnant women and their
formal health care providers:

Issue

Quechua-Aymara System

Biomedical System

danger signs

room temperature
ventilation

attendants
clothing
preparation

labor position
delivery position
care of placenta
primary concerns

edema is a “positive”
sign for a healthy
delivery

warm environment
no air currents

husband, mother-in-
law, TBA

heavily clothed and
wrapped

none

vertical
kneeling
bury or burn in home area

modesty, privacy, well-
being of women; adherence
to protective customs

edema of the face
and hands needs to be
addressed urgently

cold environment
ventilated rooms

doctors, nurses,
interns

light, loose gown

enema, wash and shave
vaginal area

horizontal

supine gynecological position
throw in trash

proper biomedical
techniques; asepsis:

well-being of infant; other
patient needs.



Highlighting areas in which the two systems are in harmony, in ignorance of one another,
and in conflict, findings then were used to develop intervention strategies to improve home
practices, increase the appropriate use of formal health services, and to train health care
providers to offer better quality services, i.e., more in keeping with women’s needs and
desires.

An important finding of this study is that “non-users” of Cochabamba’s reproductive health
services are not necessarily unaware of the existence of these services. In fact, they often
have well-formed opinions about them and some level of appreciation for the expertise of
health profrssionals. The factors that act as barriers to service utilization include the per-
ceived mistreatment of women, institutional norms that conflict with women’s modesty and
ethnophysiology, the lack of information and orientation given to women during clinic viits,
and the cost of services in both time and money.

Strategy Formulation and Development

A three-day strategy development workshop was conducted to define specific health com-
munication, training and service delivery activities based on the research findings. Working
groups identified practices harmful to the health and survival of women and their newborns
as well as factors which women said kept them from using available health services.
Practices were prioritized from most to least harmful and from difficult to most easily
changed. Activities were prioritized accordingly. Feasible behavioral objectives, basic mes-
sages, and motivational and inhibiting factors that would shape the acceptance or rejection
of the new behaviors were developed. Over 30 participants from the various NGO and gov-
ernment agencies were involved in the exercise.

The resuiting health communication plan proposed five implementation phases. Each phase
would last three months. The first phase, “sensitization,” was aimed at creating awareness
among policy makers, health providers and others of the problems of maternal and neonatal
health and the differences in perspectives on health care between the Quechua-Aymara
peoples and the formal health system employing the biomedical model.

The subsequent four phases were defined by maternal health themes and sub-topics for
women of reproductive age, their family members (especially husbands) and community
leaders. The themes were on the importance and utilization of:

prenatal care: what it is, the importance of routine and timely emergency care; recogniz-
ing the signs cf edema as a danger. This particular phase included six questions
which a woman should ask her prenatal care service provider about her own health
and that of her baby.

safer/cleaner home delivery: the use of sterile materials to cut and tie the umbilical
cord; recognizing complications during and after delivery and what should be done;
avoiding labor augmenters; safe delivery of the placenta.

neonatal care: immediate attention to the neonate before the placenta is delivered,
immediate and exclusive breastfeeding, including the giving of colostrum; recognition
of maternal and neonatal danger signs and what should be done.

family planning: advantages, methods.

These topics were to be staggered every four to five months in order to avoid overloading
project team staff time and resources and to incorporate lessons learned into subsequent
phases from previous phases. Each phase would employ similar media and materials:
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B educational video and radio programs covering the general theme, with an accompa-
nying TV and radio spot for each major sub-theme: and

B one flipchart per theme (with instructional guides) for health care workers and one
educational leaflet for the family per sub-topic.

Implementation and Monitoring

An inter-agency information, education and communication (IEC) committee with represen-
tatives of each participating agency was established in Cochabamba and health communi-
cation skills workshops were provided to all represented agencies to ensure an institutional-
ized capability to develop and implement the various phases. Expatriate technical assis-
tance was provided, and two local health commurication specialists were hired to imple-
ment and monitor the health communication strategy.

Training of service providers was given to upgrade clinical skills, as well as to adapt case
management procedures to the needs of clients based on the formative research. Training
in interpersonal communication skills and counseling and the use of the health communica-
tion materials developed by the project was also conducted as appropriate.

Due to the diversity of materials for each phase, the complexity of the messages and the
health communication training process that was undertaken, only the sensitization, prenatal
care and safer/cleaner delivery phases were implemented. Each phase took about six
months to prepare, allowing for the participatory process of designing messages and media
and intensive pretesting. However, the result was an IEC committee and staff that was able
to mature in its technical acuity and its relationship with the project communities.

Monitoring was conducted by two local research agencies—CIAES and the University of
Valle's Faculty of Communication. The monitoring exercise looked at coverage and the per-
vasiveness of the mass media and the messages being communicated.

Finding._s qq;{“f‘z{{z{:rgDireclions

Comparative data from baseline and final surveys yield the following results:

B Although no significant changes in total utilization of prenatal care services occurred
in Cochabamba, increases in attendance from 17 percent to over 100 percent were
seen at the clinics of four participating NGOs when compared to a similar six-month
time period two years earlier.

B The percent of women who saw or heard a message about prenatal care rose from
42 percent to 71 percent; those who saw or heard a message about danger signs
during pregnancy rose from 24 percent to 57 percent; women who knew any danger
sign during pregnancy increased from 26 percent to 43 percent; and those who
remembered edema as a danger sign rose from two percent to 64 percent (tradition-
ally edema was thought to be a positive sign indicating an easy birth).

Key recommendations for future programming include the following lessons:
B The involvement of healtn workers in developing the philosophy and objectives of the

project is essential. However, the challenge is to promote commitment on behalf of
the health workers to change their attitudes and behavior towards the clients.



B NGOs were convinced to join the project because of the strategies that involved the
utilization of formative research in the design of materials, the involvement of the
community in the developrnent of the materials, and a broader definition of reproduc-
tive health (prenatal, birthing and postpartum care, including the care of the neonate,
and family planning).

Certain “everyday" language used to promote awareness among clients was consid-
ered inappropriate by doctors for delivering medical and health information, demon-
strating the need to further orient the health care staff to the needs of clients.

Due to the implementation of the program in phases, health communication materials
had an opportunity to improve in quality, messages could improve in accuracy and
appropriateness, health workers became familiarized with materials at an acceptable
pace and clients became used to and expectant of more information.

Because the existing Cochabamba project is an urban-based project promoting utilization of
both private and public health services, there is an effort being made to expand the strate-
gies and processes into other urban areas nationwide.



Cochabamba, Bolivia Health
Communication Materials

A. Sensitization Campaign
for Policy Makers

B. Prenatal Care
Campaign—
Health Educators’
audio/video and print
guides for using motiva-
tional print material
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C. Prenatal Flip Chart
Messages

C1. What happens during a
prenatal care visit

C2. Danger signs

C3. Key messages to
remember
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| Indonesia
Social Marketing of Iron Folate Tablets

Background

Pregnant women in Indonesia have the lowest hemoglobin levels in Southeast Asia (World
Health Statistics, 1982); other studies estimate that 70 percent of g egnant women in
Indonesia are anemic. Recognizing the detrimental effects of anemia on maternal health
and fetal growth, the Indonesia Ministry of Health has implemented a policy to distribute iron
supplements through health centers (puskesmas) and community health posts (posyandu)
to all pregnant women during their last trimester of pregnancy. But evidence shows that only
one-third of pregnant women receive such supplements, mostly because of supply prob-
lems and they do not receive formal prenatal care. Further research done to find ways to
overconie these problems show that traditional birth attendants (dukun bayi) cater to
approximately 80 percent of all births in Indonesia, also provide some type of prenatal care
and can be an important source of information and service for pregnant women.

The Program

The University of Indonesia Center for Child Survival designed an operations research pro-
ject investigating ways to improve women's consumption of iron folate tablets. The opera-
tions research study used a social marketing approach to overcome the problem of poor
consumption by focusing on (1) the feasibility of distributing iron folate tablets to pregnant
women through traditional birth attendants (TBA) among 10,000 households in Indramayu,
West Java; and (2) complementing the distribution with a health communication component
promoting coverage and compliance.

Specifically, this study was designed to test the effectiveness of an experimental
community-based iron folate distribution system (in sub-district Gabus Wetan, the treatment
area) to increase the availability and thus prenatal constumption of iron folate tablets, com-
pared to the standard government clinic-based distribution system (in Sliyag, the control
area). The first stage of this project entailed assuring the adequacy of iron folate tablet sup-
plies and the distribution of tablets by the TBAs to the pregnant women from the TBAs’
homes in the treatment area.

The second stage of the project, a health communication campaign, was launched nine
months later in both the control and treatment areas to encourage women to use prenatal
care services, to take iron folate tablets during pregnancy and to overcome compliance
issues such as experiencing side effects and not being resupplied with tablets.

Formative Research

Focus group discussions, in-depth interviews and behavioral trials (product and concept
testing) were conducted by the project team with support from expatriate consultants with
pregnant women, their husbands and elder female family members, their TBAs, and mia-
wives and doctors of the formal health sector, to determine:
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B ideas about anemia and blood during pregnancy;
information on pregnant women'’s understanding and u. - of iron folate tablets;

8@ acceptability by pregnant women and TBAs of distributing iron folate tablets through
TBAs; and

B appropriate channels of communication to distribute information and messages about
the importance of iron folate tablets, how to consume them and where to get them.

Product trials were conducted with pregnant women to determine the palatability of iron
folate tablets and women's ability to take a daily dosage as part of their daily routine.

Research indicated that the lack of availability of iron folate tablets and the lack of knowl-
edge about iron folate tablets were the major obstacles to iron supplementation efforts. The
research also reconfirmed that traditional birth attendants are important sources of support
for pregnant women. Several revelations from the research aided in the design and devel-
opment of a social marketing program.

B Maternal anemia is not perceived as a priority health problem by pregnant women,
their families, or their traditional and formal health care providers.

B Factual knowledge of the need for and benefits of iron folate tablets is low at the com-
munity level and among traditional ard formal health care providers.

Pregnancy and related problems are not discussed openly in the family or community.
Pregnant women's activities outside the home and rice field and their exposure to
mass media other than radio are limited.

Side effects and undesirable iron folate tablet characteristics are common causes for
discontinuing consumption. Social support from family influentials and health care
providers could increase compliance with consumption.

Distribution of iron folate tablets through TBAs' homes (pregnant women visiting the
TBA's home) rather than house-to-house (TBAs visiting pregnant woman's home)
was more acceptable by pregnant women and by TBAs. However, the community
does not perceive TBAs as a source of information about or services offering formal
health care; some TBAs are also reluctant to become distributors of “modern” medi-
cine.

B Household trials with pregnant women revealed that women took the irun folate
tablets with food (either a snack or during a meal) to mask the less than tasteful tablet
but also as a reminder to take the tablet.

Strategy Formulaiion and Development

The University of Indonesia designed and implemented a social marketing program (1) to
raise awareness among pregnant women of the importance of taking iron supplements; (2)
to promote iron folate tablets and their distribution by TBAs and the formal health sector;
and (3) to provide information on how to decrease side effects of the tablets.

Based on the research results, a muiti-media plan was developed by the project team and a
local advertising company to promote an understanding among pregnant women, their



families, and their traditional and formal health care providers of the importance of taking
iron folate tablets, how to take them and where to get them. Specifically, the plan included
the following:

B a counseling flipchart for midwives, community health volunteers and TBAs to better
inform pregnant women of the importance of combatting anemia, why iron folate
{ablets would help, what to expect initially and to continue to take them aven if they
feel better, and where to receive more tablets;

E for easier distribution by TBAs, repackaging of tablets into small plastic sealable bags
with the project’s promotional sticker on the outside;

B take-home action cards for pregnant women to remind them to take iron folate tablets
daily;

B poster, banners, stickers, tin plates, and balloons as special event promotional items,
as well as markers for iron folate tablet distribution points (e.g., health centers, com-
munity health posts, TBA homes);

B radio advertisements featuring a pregnant woman named “lbu Sehat” [‘Madame
Health”] and her supportive husband summarizing the rationale for pregnant women
to take iron folate tablets and where to get them;

“Iron Folate Tablet Awareness Days” scheduled monthly at health centers and
community health posts; and

B periodic community meetings with men and community leaders to talk about and dis-
tribute leaflets on the importance of maternal health and, specifically, iron folate tablet
consumption.

Messages were designed in accordance with formative research findings and pretest results
of the materials. The project's “spokesperson,” “Ibu Sehat,” appeared in the print and radio
material as a unifying element; use of such a figurehead ensured a continuity and rallying
point among the variety of activities under the program.

Implementation and Monitoring

The multi-media program was launched with district and local health officials and community
leaders. Traditional and modern health care providers were trained in the use of the coun-
seling materials. Their training provided a forum to distribute the print materials. The radio
spots were then aired.

Monitoring activities included field observations, in-depth interviews and examining data
from an operations research survey being conducted among pregnant women at intermit-
tent ti.nes during their prenatal and postnatal periods. Initial observations revealed interest-
ing programmatic issues:

B Iron folate tablets in one project site became discolored and began to crumble after
being distributed to pregnant women. In an attempt to reduce this deterioration, small
plastic bottles (donated by Bristol-Myers Squibb) were given to pregnant women to
store their tablets.

B Midwives stated that using the counseling flipchari with pregnant women would
reduce the midwife's own clinical credibility for two major reasons:

69



70

m Overtly referring to illustrated cards may give the impression that midwives
themselves need help in understanding anemia and iron supplementation.

= Using counseling cards that are also used by TBAs and community health
workers “reduces” the midwife to the level of the other health care providers
who are not as well trained.

As a result, midwives were not using flipcharts. Community health volunteers had
also stopped using flipcharts, feeling awkward using a print material that was openly
scorned by their supervisor.

In order to mollify this feeling, midwives were given additional orientation as to how
the counseling flipcharts were developed, for what audience they are meant (e.g.,
pregnant women), and the importance of health workers using the counseling
flipcharts. Flipcharts were also disassembled and pasted onto the wall of the clinics
where counseling takes place so that midwives could more discretely refer to the
cards without feeling inadequate.

Findings and Future Directions

In the treatment area, making iron folate tablets available via the TBAs in the community to
pregnant women, and ensuring an adequate supply of tablets significantly increased the
availability, coverage and consumption of iron folate tablets. Heaith communications to
increase use of services and iron folate tablets did not significantly increase coverage and
compliance above and beyond the effect of the distribution system. However, in the control
area, where adequate supply of tablets were available but the distribution was through regu-
lar government channels, both coverage and compliance with the ircr: folate regime were
significantly increased after the health communicauon campaign.

Before the communication campaign, women in the control area reported taking a total of
approximately 28 tablets during pregnancy, compared to 45 tablets after exposure to the
campaign. In the treatment area, the difference was minimal, approximately 70 tablets after
the communication campaign compared to 65 tablets before, a change which was not sig-
nificant. However, even in the treatment zrea with the combined interventions (communica-
tions and community-based distribution), the number of iron folate tablets taken throughout
pregnancy is still far below the number needed to adequately prevent anemia.

In terms of the proportion of women reporting iron folate tablei use in this pregnancy, only
53 percent of the women in the control area reported taking iron folate tablets in their preg-
nancy before exposure to the communication campaign. This increased significantly to 86
percent after exposure to communications. This difference was minimal in the treatment
area (92 percent before the communication program but after the enhanced distribution,
and 98 percent after the communication program), as coverage was almost universal prior
to the campaign as a result of the new TBA distribution system.

These results imply that promotion of TBA tablet distribution and a health communication
campaign focused on increasing compliance (recommended daily consumption) could be
an effective strategy for improving iron folate status in Indonesia and elsewhere where ane-
mic. is prevalent. However, project implementors feel the health communication component
should have spent more time convincing women and their families that anemia is a problem
that requires continuous action.



Several lessons have been learned to help better design social marketing programs and
health communication materials:

Qualitative research can help define overall program strategy, i.e., distribution sys-
tems in addition to factors important in health communication. In this case, selection
and testing of TBA networks was critical to resolving the iron folate tablet supplemen-
tation problem.

Messages about signs and symptoms of anemia to raise awareness about anemia
and its importance tc maternal health may be unnecessary in increasing coverage;
people seem willing to take the supplement if provided.

Education and enhanced distribution individually achieve impact. More work is
needed on the synergism of those two factors to achieve better resuits.

Test the product being promoted for shelf-life, palatability and other determinants of
quality.

Ensure that promoters of messages are properly arid thoroughly oriented in the pur-
pose of the messages and the use of materials. Do early, frequent monitoring to
check on materials use and message comprehension.

To achieve synergism of health communication and distribution systems, qualitative
research will be needed prior to enhancing distribution and after it is allowed to func-
tion over a period of time before developing a health communication campaign meant
to supplement its coverage.

The Indramayu project has become one of the pilot projects among several the Government
has launched to help design a national iron folate supplement program to help combat ane-
mia. The Government has indicated interest in reproducing some of the health communica-
tion materials for other areas.
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Indonesia

Community-Based Birthing Huts

Background

While Indonesia has been successful in lowering fertility through family planning, the mater-
nal mortality ratic remains high at about 450/100,000 live births. A study conducted in the
West Java subdistrict of Tanjungsari (Bandung) in 1988-89 revealed that most maternal
deaths occurred due to delays in obtaining services for obstetrical emergencies. The three
most common reasons for defay cited by women and health staff were:

delays by pregnant women and their supporters (husbands and traditional birth atten-

dants) in making timely decisions to move to a higher level of care;

W delays in actually accessing an appropriate health care facility (due to transportation

problems, cost and distance); and

delays. due to inadequate health facility equipment and staff skills, in receiving appro-

priate care once accessing the health institution.

To help address this problem, in 1989 the Government of Indonesia decreed that midwives
should be trained and placed in all 87,000 villages as part of its goal to address obstetrical
emergencies at the community level.

The Program

The University of Padjadjaran (in Bandung) developed an operations research project to
address these issues of referral and attendance for emergencies. The intervention area, the
subdistrict of Tanjungsari, established ten birthing huts (polindes) at the village level where
women can go for prenatal care screening, referral and deliveries. Some birthing huts were
established in TBAs' homes, some stood alone, while others were attached to the home
compound of a villz ge leader. All huts provided improved communication (a two-way radio)
with higher levels of obstetrica' emergency care—three health centers and a referral hospi-
tal. An ambulance was also maintained at the health center in readiness to provide trans-
port from the birthing huts to health centers or the hospital. The birthing huts were visited on
a routine basis by a midwife and were maintained and informally staffed by village TBAs.

The objectives of this project were to:

increase awareness of the importance of prenatal care and the recognition of delivery
complications among the provider and the community;

provide appropriate maternal care services at the community and district levels;

strengthen the communication and information networks for the formal and informal
sectors of the health delivery system; and
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B over the long term, develop a replicable model for appropriate maternal care.

Subsequent to the establishment of the birthing huts, the project felt a health communica-
tion strategy would be important to improve the awareness and responsiveness of women,
their husbands and TBAs concerning the purpose of the birthing huts and timely recognition
of danger signs and referral.

Formative Research

To prepare the needed health communication component, focus group discussions and
in-depth interviews were planned by the project team with expatriate assistance. The
research was done with pregnant (or recently delivered) women. their husbands, their tradi-
tional birth attendants, community leaders and midwives with and without experience with a
birthing hut. Among others. the following topics were explored:

# the experience with self-care and health care-seeking during pregnancy and delivery
by women. their husbands and TBAs:

@ knowledge and recognition of danger signs and complications during pregnancy and
delivery. and responses in seeking and providing health care: and

@ knowledge and attitudes toward the newly established birthing nuts—why they exist,
whether they are appropriately designed. equipped, staffed and placed. and whether
their services are helpful.

Some of the key results from the research assisted not only in designing a health communi-
cation campaign but also in offering cuidance to relocate the hut or change the staffing and
services offered by birthing huts to better meet the needs of the clientele. However, most of
the results were used only to promote the existing Lirthing huts and the timely recognition of
when to use them for routine and emergency care.

Following are some important findings from the research:

Pregnrancy is not generally viewed as a debilitating condition, nor one that requires
much alteration of one's daily lifestyle. Conditions recognized by respondents to be
dangerous during pregnancy include malposition, bleeding, high blood pressure and
anemia. Short stature and swelling of feet or legs in the last trimester are not consid-
ered risk conditions.

8 Pregnant women generally use both formal and traditional health care systems for
prenatal care. Formal health care is provided by trained midwives and doctors at the
birthing hut. health center or hospital. Most women reported examination by a midwife
at least once during their pregnancy. TBA care is sought by aimost all women from
the seventh month of pregnancy until forty days postpartum.

B Women report a strong preference for home births attended by a TBA and other
family members. Delivering at home maintains the “link with life and living.”

B Prolonged labor is not meniioned as a dangerous condition. Labor is normally seen to
appear and pass quickly. "One hour" was frequently mentioned as the duration of
labor.



® Respondents are somewhat ambivalent towards the birthing huts. The huts are val-
ued for their regular provision of prenatal care and for offering emergency access to a
midwife or doctor. However, several points were raised concerning their placement
and design:

» Most respondents are uncomfortable, to the point of embarrassment (especially
in regards to delivery), with the p'~ement of some of the huts in the home
compound of the village leader ¢ BAs other than their own because of the
implications for personal as well a_ financial indebtedness.

s The small size of the hut may prohibit a family from attending the birth. The
beds in the huts are unfamiliar to women in delivery because a mat and the
squatting position is the more common means of delivering.

a Birthing huts are placed on roadways in order for ambulances to have access
to them; this does not necessarily make the huis more accessible to the com-
murity.

B Cost of transport and emergency services and poor road conditions inhibit compli-
ance with referral unless the woman and her family accept referral as the only means
to preserve the life and health of ihe woman and baby.

Strategy Formulation and Development

A one-week workshop was conducted to develop health communication strategies.
However, prior to developing the strategy. it was important to define the following:

Risk: It was unclear whether a pregriant woman at low risk should be asked to deliver at
the birthing hut, because just getting there may put her at higher risk. Therefore,
birthing huts would be promoted as cne option for where pregnant women could go
for delivery because of its access to an ambulance and emergency care. TBAs are
aiso encouraged to use birthing huts if their clients decided to deliver at home but had
complications. Concurrently, referral of medium- and high-risk pregnant women to
hospitals for delivery is promoted.

Cost: Costs for using birthing huts had not yet been standardized. Some village leaders
charged for using the hut. And, TBAs managing the hut also charged for their atten-
dance, as did the pregnant woman's own TBA who would accompany the wornan to
the hut. Midwives in attendance or called for an emergency also added to the pay-
ment schedule, r aking the cost of a birthing hut on occasion more expensive than
using the services of a more distant health service, but one with emergency equip-
ment, supplies and staff. Meetings with village leaders were conducted and a stan-
dard fee with a rolling scale based on ability to pay was implemented. The health
communication campaign could now promote the birthing hut's service as “affordable
and within the means” of the community.
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Once the above questions were answered, the following content was developed into the
program’s key messages:

® Importance of attending prenatal care:

m attend at least four times:

to verify pregnancy;
to receive two separate tetanus shots;
tc receive a final check-up during the last month of pregnancy;

» when you are feeling sick or experience any of the pictured conditions (i.e.,
danger signs).

B Where to get prenatal care:

» The birthing huts as well as three other government health services were pro-
moted. Particular emphasis was placed on attending the hut when a midwife or
government-trained TBA was in attendance.

B Why a birthing hut is convenient and attractive to visit and 1 tilize for prenatal care and
delivery (i.e., due to access to emergency care).

When to take the “first step” to a place where a pregnant woman has decided to deliv-
er (i.e., early on, when labor contractions— called “mulas-mulas"—are first noticed, or
when complications set in). Coupled with this message was the explanation of why it
is important to follow the advice of the midwife or TBA regarding the place to deliver.

E Why a birthing hut can be a safer place to deliver than at home if a woman takes her
“first steps” during the onset of labor contractions.

Implementation and Monitoring

A health communication team was created from the project team and an on-site expatriate
consultant provided weekly support to the team in designing materials and implementing the
strategy. Their efforts were supplemented by visits by expatriate consultants. Promotional
leaflets for pregnant women, husbands and TBAs were developed to address the above
issues. Pregnant women received reminder cards depicting danger signs and complications
and encouraging women to seek heip if they experience them. TBAs were also given
leaflets helping them recognize danger signs and complications.

The health communication component was launched with a series of marches and parades
from the center of Tanjungsari out to the ten birthing huts. Competitive tests of knowledge
about danger signs and complications and the purpose of birthing huts were held with TBAs
from the participating villages. “Open House" days were also conducted every month at
each birthing hut to further expose the community *n the purpose and design of the birthing
hut. Use of the two-way radio and the presence of the ambulance and midwife were a key
part of the events.



Monitoring, using focus group discussions and observations, showed that:

Women did not care for take-home materials that depicted danger signs and compli-
cations, as they believed these illustrations would be prophetic.

Women also felt that knowing about danger signs was important, but thought, if the
danger sign (e.g., edema) didn’t hurt or was a common occurrence duiing pregnancy
and disappeared after delivery, or didn’t inhibit everyday chores, that it could not be
very dangerous.

TBAs felt uncomfortable referring more than the “usual” number of clients to a irthing
hut; they felt it undermined their “medical authority” in the eyes of the community.
However, the community in general respected the decision of the TBA in terms of
referral for danger signs and complications.

Findings and Future Directions

The community needs to be involved in the design, placement and costing of commu-
nity-based birthing huts. The community will not only feel a sense of responsibility
toward maintaining the birthing hut, but will also be more inclined to use it.

Increasing knowledye and attitudes towards birthing huts will not increase use if the
birthing huts do not conform to the needs of pregnant women. A health communica-
tion campaign without concurrent constructive changes in the service and product it is
promoting will do little to affect behavior.

Birthing huts are viewed as valuable because they provide prenatal services, but few
pregnant women use them for delivery. Birthing huts as designed cannot compete
with the value associated with home delivery.

Although TBAs consider referring clients to another facility, such as a birthing hut
(managed by other TBAs), as a discredit to their own professional standing in the
community, referrals from TBAs to Polindes increased from 19 percent to 53 percent
for prenatal women and from 17 percent to 33 percent during labor/delivery over a
six-month period following the launch of the health communication campaign. TBAs
and the community need to be reassured that referral is life-saving and is a very
respectable decision on the part of the TBA.

The Tanjungsari project has been thoroughly written up in reports and articles.
Presentations have also teen made to the Government of Indonesia so that future regional
and national programs promoting community-based birthing huts can benefit from
Tanjungsari’s experiences.

85



SARENG LANGKUNG MIRAH

NGABABARKEUN DI POLINDES TIASA DIPERCAhri]

, PITUNJUK KANGGO NGAHONTAL
! NGABABARKEUN ANU AMAN 5 * RtNG SEHAT

Tanjungsari, Indonesia Health
Communication Materials

N ahontc| Ngababarkeun ' I
Anu Sehat, Kahontal,

zSareng Tumaninah

Dongkapan Bidan Di Desa Kanggp

mdosanl(uzhaun Tbu Sareng Orok B
; Sakali Df POLINDES,

; SYANDU/GHS,

. PWNJUK KANGGO NGAHONTAL
NGABABARKEUN ANU AMAN SARENG SEHAT

S
- e

Posters
Promoting
the Use of
Community-
based
Birthing Huts

Take-home
Action
Posters for
Pregnant
Women:
Danger
Signs and
Complica-
tions
(continued on
next page)



B. Take-home

Posters
(Continued from
previous page)

C. Take-home Leaflets

for a Pregnant
Woman, Her Husband
and Her Traditional
Birth Attendant (TBA)

For the pregnant
woman, emphasis on
using birthing huts for
routine prenatal care
and when experiencing
danger signs or compli-
cations

C2. For the husband, empha-

sis on benefits of birthing
hut's access to emer-
gency care



For the TBA, emphasis
on the use of birthing
huts and when their
clients should use them

89



Bibliography: Indonesia (Tanjungsari)

1. For further information and copies of the original materials produced under the health
communication component of this project, please contact:

University of Padjadjaran

Unit Penelitian FK UNPAD

J1 Pasirkaliki 190

Bandung, Indonesia

Contact: Dr. Anna Alisjahbana, Dr. James Thouw, Principal Investigators,
Perinatal Regionalization MotherCare Project

2. For copies of the following reports, please address inquiries to the following:

John Snow, Inc.

1616 N. Fort Myer Dr.
Arlington, Virginia, 22209 USA
Attn: MctherCare Publications

(Please request the general MotherCare bibliography for a complete listing of all spe-
cial reports, working papers ana ip reports)

3. For further information on social marketing and health communications, please contact:

The Manoff Group

2001 S. St., NW, #510

Washington, DC 20009 USA

(Telephone: 202-265-7469; Fax: 202-745-1961)
Attn: Marcia Griffiths, President

Special Re orls

MotherCare Final Report
Tanjungsari Final Report

Behavioral Determinants of Maternal Health Care Choices in Developing Countries

Working Paper 2
November, 1990
Mona Moore

Interventions to Improve Maternal and Neonatal Health and Nutrition

Working Paper 4
December, 1990
Niki George



92

Notes on Appropriate Approach to Safe Motherhood

Working Paper 8
June, 1991
USAID/Jakarta

Communicaling Safe Motherhood: Using Communication to Improve Maternal Health
in the Developing World

Working Paper 14
November, 1991
Marcia Griffiths
Mona Moore
Michael Favin

Qualitative Research for the Social Marketing Component of the Perinatal
Regionalization Project

Working Paper 19

November 1991

Dr. Nanet Prihatini Ambaretnani
Carolyn Hessler-Radelet

Leslie Carlin

Tri£ R%orts

Development of the Social Marketing Component of a Project to Alleviate Maternal
Anaemia in Indramayu. Review of Possible Social Marketing Activities in the Perinatal
Regionalization Network Project in Tanjungsari

January 9 - 31, 1991
Mona Moore

Development of the Social Marketing Component of a Perinatal Regionalization
Project in Tanjungsari: West Java

May 20 - 27, 1991
Mona Moore

Research Plan and Research Instruments: Perinatal Regionalization Project in
Tanjungsari, West Java

September 23 — October 12, 1991
Gisele Maynard-Tucker

Tanjungsari Perinatal Regionalization Project: Progress to Date and Future Plans for
Communication Component

February, 1992
Marcia Griffiths

Tanjungsari Trip Report #8 (health communication strategy development)

August 18 — 29, 1992
Kim Winnard



Koy

Preventing Congenital Syphilis
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Between 7 and 10 percent of pregnant women in Nairobi, Kenya test positive for syphilis; if
these women are untreated, one-fourth of their pregnancies would end in miscarriages or
stillbirths while another one-third would lead to congenital infection. Screening and follow-up
treatment for pregnant women attending prenatal care clinics are separated by time and
location. Pregnant women have had to wait up to two weeks for test results (if tested) and
were usually asked to go (if they came back for test results) to a central location for treat-
ment. Results (University of Nairobi, 1989) were predictable:

60 percent of prenatal care attenders were actually screened for syphilis;
B 9.1 percent of those who tested positive for syphilis were treated; and

® less than 30 percent of partners who tested positive for syphilis were treaied.

The Program

The University of Nairobi and the University of Manitoba, under a grant from the Canadian
government, were already involved in strengthening preventive activities related to the pre-
vention of congenital syphilis in three Nairobi City Commission (NCC) public health clinics.
Training, drug supplies and supervision were given to participating prenatal clinic staff in
order for them to provide ali attending pregnant women on-the-spot screening using the
Rapid Plasma Reagin (RPR) syphilis test and immediate treatment. Partners would be con-
tacted through the women by a slip of paper notifying them to come to the clinic for consul-
tation.

MotherCare recommended expanding the number of NCC clinics to 10 and placing more
emphasis on the health communication component. The initial program objectives were to:

® increase the proportion of pregnant women who seek prenatal care before 20 weeks
of gestation;

B increase the proportion of pregnant women screened for syphilis at the prenatal
clinics;

B raise the percentage of RPR positive pregnant women receiving treatment;
B increase the numbers of partners notified and treated;

B study health-seeking and health-providing behavior during pregnancy and
factors that influence these behaviors; and

®W study the effectiveness and cost-effectiveness of the interventions.
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Formative Research

Intensive qualitative research was conducted by the project team and a local consultant with
pregnant women (those infected and uninfected), their partners and their service providers
to determine the factors that motivated, inhibited and enabled health care-seeking and -pro-
viding behavior and compliance with treatment and prevention of re-infection of syphilis.
Findings from quantitative monitoring and qualitative research revealed the following pat-
terns of knowledge, attitudes and behavior among clients and their partners:

% Syphilis is neither known nor well understood as a distinct disease by many clinic
attenders and their partners.

¥ The percentage of women coming for their first prenatal care check-up prior to or at
20 we ks of pregnancy is about 18 percent. Most women felt that five or six months is
“early” and attendance is usually initiated tecause of feeling ill.

B Communication between women and their partners about sex and sexually transmit-
ted diseases is wrought with potentially volatile reactions. Women telling men that
they share an STD implies that one or both are having sexual relations outside of
their own relationship. This revelation may bring vulnerability, accusations, denial,
hostility and disintegration to a social and economic relationship that may have been
relatively stable.

& Condom use carries the stigma of being used “outside” of a relationship; condom use
with one’s “primary” partner is probiematic.

B Motivating reasons for partner ccmpliance with treatment focus on the health of the
unborn child. Barriers to compliance focus on denial of having the disease, especially
when no symptoms are being experienced.

Strategy Formulation and Development

The principal strategy contained in the health communication component was to enable
counselors to negotiate with the client realistic behaviors to comply with treatment and pre-
vention of re-infection, including notifying partners and motivating partners to seek treat-
ment. Counselors also focused on helping clients better negotiate partner notification by
role-playing how to tell partners that they are or may be infected, and what the pregnant
woman can do if her partners deny having the disease or do not comply with treatment.

Community-based promotion of early prenatal attendance by pregnant women, an activity
designed to address the first programmatic objective mentioned above, was not implement-
ed in order to allow screening, treatment, and counseling services to be fully in place.

Implementation and Monitoring

The health communication component developed a counseling training module to accompa-
ny the screening and treatment training module and protocols for use with prenatal clinic
providers of NCC clinics. There are three sessions to the counseling module:

Prometing Behavior Change, which includes:

m values clarifications relating to a service provider's own sexuality;



a identifying motivating. inhibiting and enabling factors that influence syphilis
transmission among clients and quality of care among service providers; and

a the role of service providers in promoting behavior change of the client and
themselves.

Counseling Women with Syphilis and their Partners, which includes:

a verbal and non-verbal communication skills;
a what to say tc clients when negotiating behavior change; and

m strategies for counseling "special needs” clients.

Using Syphilis Counseling Materials, which includes:

m the process used to develop client-oriented provider-friendly counseling
materials; and

m role-plays on the use of counseling cards produced under this prcject.

Two distinct sets of counseling cards containing messages meant for a pregnant woman
and messages meant for her partner(s) were developed for use by prenctal care service
providers during counseling sessions. The cards helped service providers educate clients
on the causes and symptoms of syphilis. how the disease is further spread unknowingly
because people may not recognize its symptoms, and how to prevent reinfection, through
condom use and sexual behavior change. Counselors were to make sure that realistic
behavior change options were identified, discussed, negotiated and accepted by the client
before leaving the counseling setting.

Primary messages for RPR positive clients and their partners emphasize:

B compliance with treatment (i.e., abstaining from sex or using a condom; notifying all
partners).

B improved negotiation skills for pregnant women in notifying and then convincing their
partners to seek treatment.

B how to protect the pregnant woman from getting reinfected if their partners do not
comply with treatment.

Two take-home leaflets, one for th- nregnant woman and one for her partner(s), were also

developed to reinforce measures « drevent reinfection as well as to enable pregnant
women to notify and encourage their partners to get treatment.

Findings and Future Directions

Clinic data and qualitative interviews of clients and partners were utilized to identify trends
of behavioral change among pregnant women and their partners. Over a five-month imple-
mentation period following the introduction of the new screening and treatment process (but
prior to the introduction of counseling materials), results have been dramatic:

B 100 percent of prenatal care attenders were actually screened for syphilis;
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B 86 percent of those who tested positive were adequately treated; and

B 52 percent of their partners (assuming one partner per positive pregnant woman)
were treated.

Kenya's congenital syphilis prevention project has already been requested by the Ministry of
Health and the Nairobi City Cornmission (NCC) to expand activities throughout the NCC
network and to other urban areas. But more time is needed to determine the effectiveness
of the counseling and take-home materials. Also, the community-based promotion of early
prenatal care attendance and general STDs prevention still needs to be implemented before
the program is truly complete.

Meanwhile, there is also a strong interest by the Kenya government and by the University of
Nairobi/University of Manitoba program to adapt the training modules, and counseling cards
will also be adapted for use in screening, treating and counseling in other STDs, including
HIV/AIDS, gonorrhea and chlamydia.
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A. Counseling Cards
(Flipchart) for Use by
Health Workers with
Pregnant Women Who
Test Positive for
Syphilis (continued on
next page)
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Take-home Action
Leaflets for
Pregnant Women
Treated for Syphilis

C. Additional

Counseling Cards
Designed Especially
for Use With Men
Who Come in for
Treatment for
Syphilis (continued on
next page)
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Strengthening Midwifery Services

Background

According to hospital reports and National Population Commission projections, the maternal
mortality ratio in Nigeria ranges from 600-1500/100,000 live births with appreciable variation
seen between urban and rural areas and between southern (predominantly Christian) and
northern (predominantly Muslim) zones. A senior tutor, in a recent presentation at Lagos
University Teaching Hospital, reported that about 75,000 Nigerian women die yearly irom
pregnancy-related causes. Moreover, for every woman who dies, 20 more are debilitated
through subsequent disease and disability.

The Program

MotherCare worked with the Federal Ministry of Health and the state ministries of health in
the southern state of Oyo/Osun (during the initial days of the project, Oyo state was admin-
istratively divided into Oyo and the newly created Osun slaie) and the northern state of
Bauchi to strengthen the quality of maternal care services, particularly prenatal/labor and
delivery services. To this end, the project upgraded clinica: knowledge and skills (“life-saving
skills™) of practicing government midwives to manage obstetrical emergencies.

The health communication component at the service level focused on introducing counsel-
ing (interperscnal communication skills) as an additional “life-saving skill” for midwives and
traditional birth attendants. Community-based health communication activities would con-
centrate on the following efforts:

B reinforcing positive and redirecting negative seli-care practices among pregnant
women, their husbands and their traditional healers and birth attendants;

B promoting an awareness of how to recognize danger signs and complications during
pregnancy and delivery; and

B motivating pregnant women and their supporters to use the newly enhanced
midwifery services on a routine (prenatal care) and emergency basis.

A national policy meeting was held at the onset of the project with representatives from the
Federal Ministry, state governments, the state training centers and representatives from
medical professional organizations and donor agencies. This meeting reviewed the project
and reached consensus and obtained commitment from the federal and the state govern-
ments to support the midwifery training and health communication interventions.
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Formative Research

Subsequent to this meeting, a private Nigerian research agency, Public Opinion Polls (POP)
was contracted to conduct qualitative research in Oyo/Osun and Bauchi. Technical guid-
ance in the design of the research instruments was given by MotherCare. On-site technical
assistance in planning, impleme:nting and analyzing the research and its results was con-
ducted by MotherCare and USAID's Nigeria-based family planning project (Family Health
Services—FHS) IEC Division managed by the Johns Hopkins University Population
Coinmunication Services.

The investigators conducted in-depth interviews and focus group discussions in both rural
and urban locations of Bauchi and Oyo/Osun states. Participants were recruited from
Fulani, Hausa and Yoruba communities and included pregnant women and those who
recently had delivered, their husbands/partners, community leaders, traditional birth atten-
dants, traditional healers, nurse midwives and obstetrician/gynecologists.

The study revealed not only knowledge, attitudes and behaviors but also the flow of infor-
mation within the community and the family decision-making processes that govern the uti-
lization of traditional or formal health services. Following are some of the results:

B Pregnancy-related food taboos effectively eliminate several accessible, essential
sources of protein from a woman'’s diet. The effects of nausea, diminished appetite
and the enforcement of taboos on food consumption are not, however, compensated
for by a reduction in the woman's workload. Thus, many women are inadequately
nourished and exhausted throughout their pregnancies. Husbands and in-laws collab-
orate in maintaining these traditions.

B Attendance at prenatal care clir ics is not widespread. Transportation to these facilities
and the cost of drugs and vitami1s represent cwstacles to clinic utilization for many of
those who seek this care, especially among the rural (agricultural/nomadic) Fulani.

B The belief among many Fulani that pregnancy is a private affair and the concept of
“shame” underpinning this belief prevent many rural Fulani women not only from
attending prenatal clinics but also from seeking help when they suspect something
may be wrong.

@ Prenatal care is seen by some women and men as insurance against complications
during delivery and ironically may create an overconfidence about the prospects for a
healthy home delivery. Among the Yoruba, receivina prenatal care did not seem to
lessen the likelihood that, in the event of complications during labor, traditional medi-
cine would be eschewed in favor of formal health care.

Misperceptions of the early warning signs of obstetrical complications were found to
be a serious contributor to delays in seeking emergency care where available.
Swelling of the face and hands, headaches, bleeding and premature rupture of the
membranes are all considered normal.

B Transportation costs and logistics may preclude timely arrival at the hospital; once
there, long waiting periods and lack of adequate personnel and equipment may pre-
clude effective treatment. Nurses and doctors describe their irritation with this situa-
tior;; community members protest their poor handling by health professionals, which



may it fact result from the frustration of trying to save women who arrive at the hospi-
tal too late or whose families cannot cover the costs of drugs and equipment that hos-
pitals may require.

B Traditional healers, who use herbal treatments and biblical or Koranic verses in pro-
viding care, and birth attendants may refer women to the hospital only when their own
methods are unsuccessful and usually too late for the formal medical network to be
effective. Yoruba traditional healers who were interviewed did not see a conflict
between traditional and Western medicine and believe that the two systems can coex-
ist. In fact, among the Yoruba, first-time mothers are considered high risk and often
sent right to the hospital at the onset of labor.

B Hospitals and clinics constitute an acknowledged important source of reliable informa-
tion about pregnancy, delivery and infant care, despite the fact that hosital care is
seen as inadequate. Respondents cited long waits, scarcity of drugs and equipment,
and the hostile attitude of hospiial personriel as reasons to avoid hospital delivery.
Fulani from more remote villages felt that hospital personnel singled them out for par-
ticular ill-treatment and longer waiting periods because they are regarded as being “in
the bush.” Doctors' unwillingness to permit nurses to be trained to perform limited
clinical procedures probably increases waiting time. That most hospital deliveries in
some areas appear to be emergency deliveries undoubtedly contributes to the stress-
ful atmosphere described by staff and patients.

Strategy Formulation and Development

The research findings were reviewed and herlth communication strategies were designed
with each state during a health commuincation strategy development workshop conducted
by the FHS IEC Division. Participants included health and health communication represen-
tatives from the federal and state ministries of healtih and a varicty of mass media and com-
munity-based non-governmental organizaticns of Oyo/Osun and kauchi states. The
two-week workshop took participants through the theoretical concepts of health communica-
tions as it applies to behavior change, the use of formative research results to formulate
strategies, the practical applications of developing, pretesting and finalizing messages and
media, and the actual design of a strategy, budget and work plan for implementation.

The key topics to be addressed by the health communication component for which audi-
ences, objectives, activities and messages and media were identified include the following:

W identifying beneficial and harmful traditional practices which make up self-care activi-
ties, reinforcing or redirecting them, respectively,

B timely recognition and timely decision-making regarding danger signs and complica-
tions during pregnancy, delivery and the postpartum period—what to do, where to go,
when to go;

the importance of delivering with a trained midwife;

A |

the importance of colostrum and exclusive, immediate breastfeeding;

the importance of good client-provider relationships; and

the importance of blood donation—the advantages, the process and the benefits.
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Key audiences which will be involved in the health communication component include the
pregnant woman and her family, community and traditional health care providers, and mid-
wives, community health workers and non-governmental organizations.

Activities will include (1) interpersonal skills training for midwives, TBAs and community
health workers; (2) a monthly “MotherCare Activities Day” at the upgraded midwifery clinics:
and (3) a mix of radio, TV, print and traditional media to promote danger signs and timely
use of services.

Implementation and Monitoring

The health communication component is being implemented by Bauchi and Oyo/Osun
states with funding and technical assistance from the FHS IEC Division. Implementation is
not expected to begin until ‘ate 1993,

To measure the project's impact on affecting the above topics, a baseline and final survey
will be conducted. Clinic data will complement the surveys by providing more benavioral
information regarding utilization of services.

Clinic exit interviews will also be conducted to determine how interpersonal skills and coun-
seling are being put to use by midwives. A preliminary baseline of 50 women in prenatal
and postnatal periods yielded some interesting patterns:

= Nearly 90 percent of postnatal care clients were given some sort of medication, but
only 30 percent were told what the medication was for or how to take it.

® In prenatal care, 72 percent had waited over an hour to be seen; 2¢€ percent of the
clients were asked if they had any questions; three percent were told about their
blood pressure after it was taken. However, 90 percent were given (over the duration
of their pregnancy) tetanus injections; 70 percent were told about good types of food
to eat during pregnancy; but only 34 percent were told about immedizte and exclusive
breastfeeding.

Findings and Future Directiong

Since the actual health communication campaign has not yet been implemented, data are
unavailable regarding impact on knowledge, attitudes and practices. There aie, however,
some lessons learned about the process of affecting behavior through a health communica-
tion intervention:

B Counseling is a life-saving skill and should be at the foundation of any health commu-
nication component.

Despite contracting a skilled local firm to conduct the research, substantial technical
assistance was given to supplement POP’s skills and experience.

® Collaboration with existing local child survival or family planning projects that have a
strong health communication component can greatly facilitate implementation and
monitoring of maternal health health communication components.



In the future, the Nigerian federal and state health authorities will strive for continued focus
on strengthening the project states’ capabilities to provide maternal health services to its cit-
izens as well as to provide a model program to other states in their respective health zones.
Training will continue, as will health communication campaigns meant to generate demand
for services. But management and supervision and fiscal policy issues will be addressed in
order to institutionalize interventions. At the same time, maternal health packages of proven
value (i.e., partograph training; prenatal risk assessment) will be offered to other states
which have politically and fiscally committed themselves to improving maternal health care
services. Concurrently, the integration of micronutrient and STD components into on-going
services will be explored in areas where existing infrastructures and policies exist to provide
such services.

N.B. At the time of this report, no sample health communication materials were
available for inclusion in this profile.
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Supporting Midwifery Case Management

Background

The official maternal mortality ratio in the Philippines is estimated at 80/100,000 live births.
However, this ratio is thought to be significantly underestimated, as many deaths among
pregnant women are reported as deaths from other causes (conditions or diseases concur-
rent with pregnancy). Also, because these statistics are facility-based, they do not neces-
sarily reflect mortality in rural areas where 70 percent of the 62 million Filipinos live. In some
rural areas (and in poor urban communities), the maternal mortality ratio is thought to be
twice as high as the national figure. The leading causes of reported maternal deaths include
hemorrhage (32 percent of total reported maternal deaths in 1984) and hypertension (31
percent of all maternal deaths reported in 1988).

Factors influencing unacceptable levels of maternal and infant mortality and morbidity iden-
tified by the Department of Health include:

B uneven distribution of health staffing and equipment;

B uneven and inadequate knowledge of basic obstetrical case management by some of
the birth attendants in the underserved areas;

B low levels of contraceptive prevalence;
B poor logistical support for obstetrical emergencies;

B inadequate facilities in Rural Health Units (RHU) and hospitals for managing high-risk
cases; and

B inadequate monitoring tools and mechanisms for reporting care rendered to mothers
and children.

The Program

MotherCare, with less than one year left in its program period, supported the effort of the
Departinent of Health's Maternal and Child Health Services to strengthen the quality of
maternal care services and promote the integration of maternal care with iamily planning
services. The following activities were undertaken:

developing protocols of care to guide midwifery practice, particularly as it is related to
risk assessment and response to obstetrical emergencies;

B testing protocols and developing a training course to train midwives in the use of the
protocols, including client counseling skills; and
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B conducting a training of trainers course for the use of protocols in risk assessment
and the care of obstetrical emergencies.

Health communication objectives and activities focused on supporting midwives’ case man-
agement, as well as their interaction with clients and hilots (traditional birth attendants).

Formative Research

One of the first activities undertaken was a review and synthesis of existing Department of
Health quantitative and qualitative research to help form the basis for health communication
messages and materials for midwives, hilots and pregnant women. This literature review
covered existing studies where interviews with Hiiots, midwives, pregnant women, and their
husbands, as wel! as observations of counseling sessions hetween midwives and clients
were reported in order to:

identify key factors that motivate, enable and deter pregnant women in seeking pre-
natal to postpartum care, and midwives and hilots in rendering it; and

assess knowledge, attitudes and behaviors of pregnant women toward danger signs
and complications during the prenatal to postpartum period and where and when they
first seek help.

Some of the most significant findings in the review are:

For many women, pre- and postnatal clinical care is a matter of awarenass but not
practice. Women generally do not seek prenatal care until the last trimester of preg-
nancy. Many women believe prenatal care is only for sick women or women who have
experienced complications during previous pregnancies and deliveries.

® Pregnant women reporting poor personal treatment by medical personnel are less
willing to seek care.

B While women acknowledge the more advanced clinical care available at health facili-
ties, many prefer the services of hilots who live nearby and provide comprehensive
care during delivery and postpartum.

B Most women interviewed display limited knowledge of the complications of pregnancy.
Most consider sickness, discomfort, backache, abdominal pain, coughing and fainting
to be danger signs. Many think that certain complications are caused by their not
attending prenatal care. Most do not know the difference between edema and high
blood pressure, and few are aware of the need for services such as blood
pressure-taking, urine tests and tetanus toxoid injections during pregnancy.

B Many women prefer to give birth at home with their family in attendance. Many are
reluctant to deliver in a clinic where they will be ashamed of being exposed and of
screaming.

B Government-trained hilots display better knowledge of safer delivery practices than
untrained hilots. However, even among trained hilots there are significant knowledge
gaps (only 42 percent use a sterile tie or clamp to cut an umbilical cord). Knowledge
of complications among all hilots is low.



B Midwives display greater knowledge of complications but, in general, did not display a
systematic approach to treating obstetrical emergencies or to making proper referrals.

B Midwives tend to be didactic and prescriptive in their interactions with clients as
opposed to interactive, an approach better received by clients. Furthermore, the mes-
sages they impart to *heir clients tend to be too general to be effective.

This research, in addition to data generated by a Comprehensive Program Review conduct-
ed by the Department of Health and WHO in 1990, underscored the need to increase preg-
nant women'’s understanding of the benefits of prenatal care, train hilots in safer delivery
practices, enhance midwives’' case-management and counseling techniques and promote
greater awareness of the need for appropriate referral and cooperation among service
providers.

MotherCare technical assistance initially focused on developing standards of practice with
the Department of Health. The result of this effort had been the development of a draft tech-
nical manual for midwives which included updated medical technology and flow charts on
the management of prenatal and postpartum danger signs and complications during deliv-
ery. Specific tasks undertzken to develop a supportive health communication strategy
included the following:

B Orient the Department of Health to the role of social marketing and health communi-
cations in the delivery of traditional and formal maternal health care.

B Assess maternal health care delivery as it applies to counseling and health communi-
cation materials, including a review of health communication materials developed and
resources available to research, develop, design, pretest, produce, distribute and
train in the use of messages and health communication media materials.

B Develop general approaches and strategies promoting maternal health awareness
and behavior change among service providers, clients and their respective support
groups, to include categories of audiences, messages and media.

B Prioritize objectives, audiences, messages, media and geographical focus, and cre-
ate a draft workplan, budget and schedule to implement activities.

Strategy Formulation and Development

Following are the objectives that guided the project’s short-term health communication
implementation plan:

B Increase midwives’ understanding of the general distinction between the risk factors
and danger signs of pregnancy, the recognition of both, and the case management of
and counseling for life-threatening prenatal and postpartum danger signs and delivery
complications.

W Improve the interpersonal communication skills of midwives toward clients during pre-
natal and postpartum interaction.

M Increase hilots’ understanding and recognition of delivery complications (and, possi-
bly, danger signs of pregnancy) and the importance of proper management and refer-
ral.
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Increase awarenass among pregnant women of the importance of prenatal care and
its utilization.

Implementation and Monitoring

With the technical assistance of a local health communication consultant, the Department of
Health developed and pretested the following health communication print materials for mig-
wives, hilots and pregnant women:

midwives' flipchart (using Midwifery Manual case management flow charts) on recog-
nizing, managing and counseling for antepartum and postpartum danger signs
(includes urgency of considering family planning) and complications of delivery;

@ midwives’ carry-all bags containing messages on good counseling skills;

B hilots’ reminder card for recognizing and referring delivery complications and danger
signs; a comic book to promote better relations between midwives and hilots;

pregnant women'’s reminder card (in the shape of a fan) for recognizing and acting
upon danger signs during pregnancy; and

% pregnant women’s comic book on prenatal care.

The print materials for pregnant women included an adapted version of the following “ten
commandments” for prenatal and delivery care:

WHEN YOU KNOW (or when you show), YOU SHOULD GO. Prenatal care helps you and
your baby have a healthier pregnancy. Make your first visit to the nearest health center as
soon as you realize you are pregnant (when you miss one or two periods).

FEEL WELL? STAY WEL! _ Have a prenatal check-up at your nearest health center at
least every two months or when asked to come in for a check-up, even if you feel well, so
you and your baby can stay well.

FINAL CHECK, WHAT TO EXPECT. During your last month of pregnancy, be sure to have
a prenatal check-up to prepare for what you need to know (including the position of your
baby) and do during delivery.

IF YOU’RE SiCK, MAKE IT QUICK. Visit your nearest doctor or midwife for a prenatal
check-up when you feel sick or whenever you experience the following “danger signs”:

your face or hands swell up;

vou are bleeding from the vagina;

you feel more weak than usual and look more pale than usual;

you have nausea or vomiting with a headache more painful than usual;
you have sharp belly cramps.

RETURN AND LEARN. Return to your nearest health center for a prenatal check-up when-
ever you are asked by a health provider to come for a check-up.

EAT FOR “TWO,” YOUR BABY AND YOU. Eat and drink more good food and liquid than
you are used to eating for your own health and your baby’s growth. Make sure you drink
more wate:, eat more available dark leafy vegetables, meats, starchy foods and fruits.

REST IS BEST. Your body and your baby needs more rest during your pregnancy, at least
one hour during the middle of the day and from sunset to sunrise.



SHARE THE LLOAD. Your body needs to save its strength for growing and delivering the
baby. Let someone else carry heavy loads for you; let someone else au the more strenuous
backbending farm work for you.

FIND A HELPER TO DELIVER. Identify a government-certified, trained health worker
(doctor, midwife, nurse, traditional birth attendant) that you can depend upon to see you
through your pregnancy and help you at the time of your delivery.

WHEN THE TIME COMES, BE READY TO GO. Sometimes, delivery is difficult and women

need additional emergency help. Make sure you have already planned a means of transport
to go to a hospital in case of an emergency and maney to pay for the transport and hospital.

Findings and Future Directions

The short duration of MotherCare support did not preclude the initiation of specific interven-
tions to strengthen midwifery skills and case management and to increase awareness of
their clients. But time has not allowed most activities to be fully implemented, monitored and
evaluated. However, a maternal health-specific inte ‘personal communication (IPC) skills
training module (using the existing Department of {ealth Family Planning IPC training mod-
ule and the MotherCare/Nigeria Maternal Health IPC training module) will be developed to
strengthen midwifery counseling skills and act as a venue for distributing health communi-
cation print materials.

The Philippines has just begun to develop an integrated approach to design and implement
maternal health programs. The next steps will be to continue these efforts in northern
Mindanao (Region X), the designated pilot area where research and health communication
pretesting activities have already begun.
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Philippines Health
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Print Materials for
Pregnant Women
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Hilot (traditional birth
attendant) Folder
Listing Safer/Cleaner
Home Delivery
Techniques and
Collaboration with
Midwives

Fan for Pregnant
Women Promoting
Routine Prenatal Care
and Recognition of
Danger Signs

Comic Book for
Pregnant Women
Promoting Prenatal
Care Attendance
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Back to Basics

Research, program development and implementation have revealed several
universal issues regarding the seeking and providing of maternal health care
that are important to the person crafting the health communication message
and media:

Pregnancy is considered neither an affliction nor a period of special care;
seeking care is rarely routine and focuses on emergencies.

Emergency care is sought only when signs of pending danger or actual mal-
adies are recognized and then if they are considered serious enough for seeking
help. Edema, for instance, is considered a “normal” experience for most pregnant
women: swollen hands and face are treated with equal ambivalence as swollen
ankles and legs.

Danger signs and complications are not known by their medical terms and must
be described precisely using local words rather than more abstract medical terms.
For example, “edema” should be more explicitly described by highlighting swelling of
hands or face. “Bleeding” should always be accompanied by a description of the color
(e.g., dark or bright), quantity (e.g., soaked through three burlap sheets) and time
period (i.e., during pregnancy, during labor, during delivery, after delivery). Even the
“onset” of labor may have a very different description based on the severity, type and
location of pain than do labor pains at the “onset” of delivery.

Recognition by a pregnant woman and/or her supporters and enablers of danger
signs during pregnancy and complications during delivery (for instance, a woman in
labor longer than 12 hours needs help), making timely decisions to seek help (after 12
hours), and actually seeking help in a timely fashion (immediately) are key
client-focused determinants in reducing maternal mortality and morbidity. However,
the focus of health communications often must be on supporters of the woman in
addition to the woman herself; it is difficult to recognize and make decisions for one-
self in the middle of a complication.

Recognition by a health care provider of danger signs during pregnancy and com-
plications during delivery, providing timely care and making timely decisions to refer
are key provider-focussed determinants in reducing maternal mortality and morbidity.
Whether TBA or midwife, appropriate case management, adequc.te supplies and
drugs and the timely and proper use of reterral to a higher level of care where mater-
nal and obstetrical emergencies can be handled is crucial for the survival of the
woman.
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Alternative delivery sites to the home should offer at least the values and feelings
derived from home delivery. Whether their proximity is near (community birthing huts)
or far (hospital), birthing sites should respect the client’s desire and need for family
members to be present or nearby, privacy, and a setting that is comfortable and safe
in the perspective of the client.

Coverage (for instance, taking iron folate tablets) and compliance (for instance, tak-
ing iron folate tablets regularly and properly) are two separate issues and must be
treated as such in any social marketing and health communication program.

STD counseling of clients should include assisting them to identify ways of negotiat-
ing supportive behavior change of their partners. For women, this also means taking
realistic measures to prevent reinfection if partners cannot be approached or do not
comgly.

Changing the behavior of the client toward the use of services is usually depen-
dent on a behavior change of the service provider regarding the provision of less
threatening, more cuiturally appropriate services.

What has also emerged from the MotherCare experience is a foundation

of objectives, audiences and messages for establishing a maternal health
health communication component. The following outline of this foundation,
however, can be used only aiter extensive, up-to-date, formaiive research
and substantial pretesting have been conducted to address the needs and
perspectives of clients and providers involved:

Objectives

> Household/Community:

1.
2.

Promote improved maternal self-care (e.g., nutrition, workload).

Improve early recognition of and response to danger signs during pregnancy, labor
and delivery, postpartum and neonatal periods.

Inform people about importance of complying with recommendations to utilize ser-
vices/products.

Promote immediate and exclusive breastfeeding of newborns, as well as warming,
hygiene and cord care.



iy Interaction Between Community and Health Care Network:

& W N

Prepare community to react quickly to reduce care-seeking delays.
Increase provision and then demand and utilization of products/services.
Strengthen counseling skills of service providers and midwives.

Strengthen appreciation by health care network of beneficial, non-harmful practices of
the community.

Improve formal health linkages and outreach with communities (e.g., placement of
obstetrical emergency personnel, equipment and supplies in primary health care set-
tings) and traditional health networks.

> Health Care Network

Motivate use of safer birthing techniques and materials.

Recognize and comply with timely referral of pregnant women with danger signs,
complications during delivery and danger signs of newborn;

Decrease harmful practices.
Strengthen follow-up counseling for postpartum complications.

Strengthen management and supervision, case management and infrastructure of
services to comply with needs of client.

Audiences

s> Household/Community

0 w b

Pregnant women
Their husbands or partners
Their mothers-in-iaw/elder sisters

Their political, traditional and religious leades
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i Health Care Network

1. TBAs and traditional healers
Community-based health care providers
Clinic-based health care providers (midwives, nurses)

Ob/Gyns

g & v wn

Medical (administrative) officers

Behavior Content for General Messages

i Household/Community

1. Self-Care for Maternal Health

Antepartum (all pregnant women):

» Increase quantity and quality of nutritious foods.

» Reduce heavy work load and rest more often.

m Consume iron folate tablets to prevent anemia.

m Community groups to consider emergency funds/blood donations/transport sys-
tem for complicated deliveries.

Intrapartum (pregnant women who stay at home):

m Ensure safer delivery by requesting trained TBA (if there is one) and using “kit"
(i.e., razor blade, soap, towel, sheets, string, matches) for safer delivery.

@ Ensure woman in labor consumes as much water as she wants and urinates
frequently.

» Recognize and refer complications, especially retained placenta, obstructed or
prolonged labor; excessive bleeding; malposition.

» Immediately put newborn to the breast and begin exclusive breastfeeding; care
properly for cord; ensure care and warmth of newborn.

Postpartum (all new mothers):

s Nutritious food and rest for mother,

Exclusive breastfeeding of newborn for four to six months.

Iron folate tablet consumption.

Family planning method/counseling no later than 6 weeks after delivery.
Care of the newborn (e.g., AR, diarrhea).



2. Use of Prenatal and Delivery Services

Importance of prenatal care and attendance: what types of prenatal
care and delivery services are offered and why they are important to use:

@ Attend routinely even when you are feeling healthy, at least for the following
specific, recognizable events or activities:
to verify pregnancy and have first check-up (including STDs and
nutrition screening);
to receive any needed tetanus shots and iron folate tabtlets to take
daily during part or all of pregnancy;

to receive final check-up during the last month of pregnancy (if
pregnant woman is told when that is) to determine the growth and
position of the baby.

» Know where to go and when a midwife/trained health provider will be there.

= Know why services are convenient and attractive to visit and utilize.

Importance of complying with instructions of health provider (depends partly
on counseling ability) to come back for care or to seek a “higher level” of care:

g Attend prenatal care when asked to come back, and comply with visiting a doc-
tor and/or a hospital, even if feeling healthy.

Self-recognition by attenders and non-attenders of prenatal care: importance
of seeking care (self-initiative):

= Attend when feeling sick or feeling any of these conditions (i.e., danger signs of
pregnancy):
swelling of face and/or hands;
vaginal bleeding of any amount or color;
dizziness or convulsions;
fever and/or severe headaches; and
malpresentation.

s Attend if have history of poor pregnancy outcomes (e.g., stillbirth, Caesarean
section or any instrumental delivery).

Importance of giving birth at the appropriate place and with the appropriate
attendant (depends partly on whether pregnant woman has been counseled on
her own risk factors and on where to deliver, and if quality care exists at deliv-
ery site):

m Select site best suited to the woman's needs:

community delivery site (home or TBA),
primary health care (community delivery house, if any);

secondary/tertiary care (clinics, hospitals attended by
midwives/doctors).
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w “Take the first step” to the place where a pregnant woman has decided to deliv-
er, when:
onset of labor contractions (how defined or noticeable ?);
water breaks;
bleeding starts;
TBA tells woman to prepare.

m Why it is important to follow the advice of the midwife or trained TBA regarding
where to deliver.

m Why attended and institutional deliveries can be a safer dlace to deliver than
alone at home.

Importance of recognition of labor and delivery complications (for pregnant
women, but more so for TBAs and, as appropriate, husbands/mothers-in-law).
Take action when the following occurs:

m prolonged labor

w massive hemorrhaging

prolapse
| convulsions

malposition

i Health Care Network

7 Changes in behavior within the medical health care network should be stimulated and
driven by the needs of the client and the community; health care, after all, is a ser-
vice.

@ Clinical ard especially interpersonal communication and counseling training for TBAs,
midwives and othe: health care workers is a key channel for changing service
provider behavior.

8 Concomitant with changes in human resources, the following activities should be
undertaken:

m Service site improvements (facility, supplies, equipmen’);
» Transport improvements (outreach):
m Pricing improvements (incentives);

= Improvements in linkages between TBAs and midwives, between referral sites,
and between health services:

m Policy improvements:
» Management and supervision improvements;

» Specific health communication campaigns promoting the quality of service ren-
dered by the service provider.



Reminders About Changing Behavior

In closing, there are six major tenets to keep in mind when developing
maternal health programs that have, as one objective, behavior change:

Behavior cannot be changed if it is not first understood.

Realistic behavior change takes time and resources. It requires an integrated
aporoach, where multiple interventions converge o., a common goal and outcome.
Therefore,

When referring to interventions that affect behavior change, do not just stop with
health communications. Continue with affecting policies, training, and service
delivery (equipment and supplies, management and supervision, monitoring
and evaluation).

Use formative research to design those health interventions, as well as health
communications.

Behavior change is everyone’s responsibility. Programs should address the per-
spective and needs of the client while sharing the responsibility of behavior change
with her family, community, and especially, her service providers.

Strengthen distribution of products and provision of services and evaluate their
utility before complementing them with a major health communication campaign pro-
moting those services or products.

Negotiate realistic behavior change and come to an agreement between the client
and the provider as a final step in any interaction.

Maintain vigorous qualitative and quantitative monitoring of activities; social mar-
keting and health communications are dynamic processes.
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