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Growing awareness of the tragedy of 600 000 maternal deaths yearly i developing countries s
leading increasing numbers of organizations worldwide to seek solutions to this problem

Although most of these deaths are avoidable with preventive measures and proper management of
complications, the problem 1s complex Behind each mother who dies and each of the mullions of
others who survive but suffer serious pregnancy-related disability, 1s a combination of sociocultural
and health care factors that resulted 1n a tragic ending

The causes of maternal mortality are multi-level and intertwined They involve broad social forces
such as poverty and gender mequity as well as the more specific influences of cultural beliefs and
practices They include indirect health conditions such as malnutrnition, and direct biomedical
causes such as complications of labor They entail techrucal aspects of quality of care, as well as a
host of human and environmental factors that have to do with whether that care 1s utillized Safe
Motherhood encompasses not only the mother, but the newborn as well—and all those who
mnfluence whether they will survive and thrive family members such as the husband or mother-in-
law, and traditional health providers as well as those in the formal health establishment

The complex nature of the problem means that Safe Motherhood programs must respond with a
comprehensive package of interventions Certainly Safe Motherhood programs must work to
improve the quality of health care services and access to those services Just as critical s attention
to the sociocultural context—the mothers, families and social and physical structures that make up
the community In many settings adequate obstetric services will not be available for many years
to come In others, services are available but are underutilized Over half of births 1n the
developing world take place at home Moreover whether services are available or not, and
whether those services are utilized or not, many actions that bear on maternal and newborn health
take place within the home or within the community In addition to service provision, strategies to
reduce maternal mortality must involve actions with individuals, families and communities

Given the complexuty of the problem how do we determine the best actions to take?

Formative research—practical research to form or guide program decisions—is the first place to
start Formative research helps program planners understand problems so that strategies tailored to
the arcumstances of the beneficiary population can be designed In addiion to mnvesugatng
commumnuty aspects of Safe Motherhood a full formatrve research agenda would include
assessment of the policy environment and an evaluation of health care services and provider
tramning needs

MotherCare has prepared this manual as a guide to assessing community aspects of Safe
Motherhood A well-conducted Community Assessment will show where intervention 1s needed to

! The WHO Safe Motherbood Needs Assessment provides guidance on how to assess policy and health care components See Appendix A
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enable mothers and newborns to thrive—by

preventing as many problems as possible, ensuring A FurLL FORMATIVE

community recognition of problems encouraging RESEARCH AGENDA ON SAFE

prompt and proper response to complications, and MoTHERHOOD INCLUDES

by providing for accessible, responstve, and — N

competent care PoLicy

h L ASSESSMENT )
1s Guide 1s mtended primarnily for investigators

who have the 1esponsibility for designing

communtty research on Safe Motherhood, and for HearrH CARE SERVICES &
kTRAINING NEEDS ASSESSMENT J

program managers who will work with them to
ensure that the research 1s oriented toward
program needs We have geared this Guide to Y CommunITY S

ASSESSMENT

readers who already have experience with

qualitattve research methods and who have a basic
understanding of health behavior change programs
and other community-level mterventions
Consequently, we do not attempt here to provide training in formative research or qualitative
methods For example, we do not give mstruction in how to conduct focus groups, how to take
field notes or how to pretest instruments * Rather, this manuil provides the tools for researchers,
working in conjunction with program managers, to design formative 1esearch on community
aspects of Safe Motherhood that will be of greatest benefit to the project

There 1s no single best way to conduct a Community Assessment Because settings and project
needs vary we have not mcluded a finalized research plan or set of data collection instruments
Instead we provide the essential information mvestigators will need to plan therr own research
and develop their own data collection protocols We present a framework tor looking at Safe
Motherhood ssues, provide background on the range of potential topics to explore, note special
applications of Safe Motherhood to the basic research planning steps, and provide an inventory of
research questions to guide the construction of instruments We also suggest approaches to data
analysts and discuss how to begin translating findings into program decisions

This Guide represents MotherCare’s experience and thinking to date We expect to update and
expand 1t and would like to include your feedback in the next edition Please tell us of your
experience using this guide and your suggestions for making it more useful A form tor your
comments 1s found on the last page We hope to hear from you

Nancy Nachbay, MPH Carol Baume PhD Anjou Parekb, MHS
MotberCare/JST Academy for Educational Development Mother Care/[ST

Good resources on these generic research topics already exist and for the reader who wants to learn more we suggest some references
in Appendix A
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The Scope of the Tragedy

Why 15 1t important to have Safe Motherhood programs? Consider the following

4 Each year, nearly 600,000 women die from pregnancy-related causes' and as many
as 54 millilon women experience pregnancy or obstetric complications 2

+ Nmety-nine percent of this mortality occurs 1n developing countries,” where one 1n
every 48 women dies from such complications *

4+ In some regions of the developing world the risk of dying 1s even higher, in
Africa, one 1n 16 women dies trving to become a mother In comparison, in
Northern and Southern Europe only one 1n

4000 women dies as 1 result of pregnaincy and A mate mal death 15 death from pregnan oy

childbearmg In North America the risk of 1 relatcd Sause, ocmﬁmg durmg thepregnancy
mctter nal death* 15 only one mn 3700 ° ! gnmﬁthxi 412 days&of%‘i?mgammﬁf“ﬂmﬁ%* Vwﬁ

o »ﬁiﬁf:" 4}“%,%%

e oy
M;‘?fg
)

5 &

wheiier i %

4 A maternal deith brings suftering to the enure
fimilv  As many s hilf of il motherless
children under five years of age will die® and
those who live recetve less health care and education than do chidren whose
mothers are living ~ Throughout the world, families are increasingly dependent on
v omen s work and earnings so when a woman dies families suffer economic as
well as emotional consequences

4 Globally, there are over 7 6 million perinatal deatbs* each year Nmetv-eight
percent of these deaths occur 1n the developing world 8

4 For every woman who dies as a result of pregnancy some 25 others will
experience debilitating repercussions of childbirth that severely diminish therr
quality of life

The true tragedy of maternal deaths 1s that most are preventable

*See Glossary of Terms (Appendix C) for definttions of walcized starred terms
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Maternal Issues
Poverty soaal aind cultural norms social mequalities, and There are two components to a woman s
gender inequities put women 1n developing countries at chance of matetnal death—het nisk of

becommng pregnant and her risk of dymg
once ’i)regnaﬁt Family-plannung programs
have fhesed on' the fifst risk, assisting

greiter risk of death than women 1n the developing world

These forces affect access to nformition decision-making

about health ccess to preventive and curative care and ) W&néﬁ”‘mjgmvghﬁx}gﬁém&and ,
he quility of care recerved These fictors also make g R,
the qu ity ’ s%% %%%%e%‘%"'ge “» -

women n developing countries more likely to become
pregnint moie likely to experience pregnancy
complications ind more likely to die from these

complications

Poverty and Maternal Deatbs

The link between poverty and ill-health 1s well-established Poverty influences maternal health in a
vartety of ways Economic and soctal mequities constrain women s knowledge and choices, their
decision-making authority and their ability to access services Yet, to regulate their own fertility,
women must have knowledge and information must be able to make reproductive decistons, and
must have access to appropriate services and contraceptive methods

Compared to their better-off counterparts poor people experience more malnutrition and
underlying health problems They have less access to information and health facilities and,
because they lack disposable income may be unable to pay for health services

Maternal mortality ratios demonstrate the stark contrast between rich and poor societies the
disparity 1n maternal deaths between more-developed and less-developed regions 1s greater than
for any other major health ndicator

T

United United
Guatemala | Indonesta | Uganda | Kingdom States

Maternal Mortality Ratio 650 200 650 1200 9 12

(deaths per 100,000 hve
births), circa 1990*

infant Mortality Rate 92 62 61 117 8 9
(deaths per 1,000 live
births), circa 1990**

Female Under-5 Mortality 1
Rate (deaths per 1,000 live 7 76 102 175 8
births), circa 1990**

Bolvia

* Source WHO and UNICEF  Revsed 1990 Estimates of Vlaternal Vortality A New Approach by WHO and UNICEF (Geneva Switzerland
World Health Organization 1996)

Source World Bank  World Development Report 1993 Inusting 1 Health (Washington DC Oxford University Press 1993)
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Cultural Norms and Maternal Deaths

Cultural norms promoting early marriage and early childbearing—very common in much of the
developing world—influence maternal death rates In contrast to settings where childbearing 1s
delayed and where fertility rates* are low, mater nal mortality 1atios* are higher 1n settings
characterized by early marriage, early childbearing, and high fertility rates

In most developing countries, half to three-quarters of all births occur less than two years after
women enter their first union ® In developing regions on average 40 percent of women give birth
before reaching their twentieth birthday "

Classification and Causes of Maternal Deatbhs

There are two types of maternal deaths—direct and mdirect

4 Durect maternal deaths® result from complications of pregnancy, delivery or the
postpartum pertod, including complications of abortion

+ Indnrect mater nal deaths* stem from preexisting medical conditions such as
malaria or anemua, which are aggravated by pregnancy or delivery

In developing countries, the major direct causes of maternal death are
4+ bleeding (hemorthage®, including that which 1s a consequence of unsafe abortion
4+ infection (sepszs?, including that which results from unsafe abortion
+ hypertensive disorders of pregnancy* ncluding eclampsia®

4+ obstructed labor* "
Excluding abortion complications, most maternal deaths occur during labor, delivery or in the
immediate postpartum period While the relative importance of each of the direct causes varies bv

setting, collectively, they account for about 80 percent of all maternal deaths i developing
countries

Maternal Ill-bealth

Maternal deaths represent but the extreme outcome of the much larger problem of maternal 1ll-
health For every woman who dies as a result of pregnancy, an esttmated 25 others experience
debilitating and chronic disabiliies associated with childbirth One such condition 1s zterine
prolapse®, in which the uterus descends below 1ts normal position, causing considerable pamn and
discomfort, and making future pregnancies risky for mother and fetus Another chronic disability 1s
obstetric fistulae* 1n which the vagmal wall leading to the bladder or rectum 1s torn, usually as a
result of prolonged or obstructed labor Women with this problem continually leak urine or feces
from their vagina, which 1n turn can have dire social consequences
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Perinatal and Newborn Issues

Permatal and Newborn Deatbs

Because a woman s health 1s intertwined with that of her fetus and newborn many of the causes
of maternal death and ill-health also influence the health and survival of the permnate* Globally,

there are over 7 6 million pernnatal deaths* each year Nearly 60 percent of these are stillbirthst
and about 40 percent are early neonatal deaths* Nmety-eight percent of all perinatal deaths take

place 1n developing countries

The leading causes of permatal death—
comphications of preterm birth* birth
asphyxia*burth trauma’ and bacterial
infections—occur primarily during buth and 1n
the first seven days ot life '* This tact 15
importint because 1t implic ites the quality of
both routine and cssential obstetric care* The
lirge number of newborn deaths ilso indicates
that fimilies m1y hwve madequate know ledge
of bsic newborn* care and potential
complications Moreover they may hive
difficulty reaching needed services when
complications arise

Permatal and Newborn Survwal

Child surival efforts historically have focused
on causes of death for children bevond the
newborn period Untl recently lttle attention
has been given to reducing perinatal or

M

The permaial pertod begins at 22 completed weehs
of gestation and ends seven completed days after
burth

A stllburth 1s a death occurnng between the start of
the penmnatal pertod and before the complete expul
sion of the baby from its mother Many babies who
are born with the potential to live but die soon after
buth are musclassified as stillbirths Many of these

s0 called "stillbirths” are preventable

A neonatal deaip 15 a death to a hive born mfant
occurnng within the first 28 completed days after
burth Early neonatal deaths which occur within the
first seven days after burth, are a subset of neonatal
deaths Many deaths classified as stllbsrths are ac-
ally early neonatal deaths

Throughout this document, the term newborn refers
to babies born with the potential to live, regardless
of whether they actually survive and regardless of
whether thev are later misclassified as a stillbirth

[ R |

neonatal mortality’ Recent interest i the topic has led to new efforts on this front Such efforts
require a two-pronged approach It 1s not sufficient to improve maternal health during pregnancy,
labor and delivery, adequate attention to the care and management of the newborn also 1s
essential The latter requires an understanding of how families and practitioners determine whether
a baby 1s born alive or dead, and what they do for the infant immedsately after birth
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Safe Motherhood Today

In 1987, the Safe Motherhood Initiative was launched by the World Health Organization (WHO),
The World Bank, the United Nations Fund for Population Activities (UNFPA), the United Nations
Development Programme (UNDP) and agencies from more than 45 countries In recognition of the
need to promote better maternal health and improve newborn survival, the goals of the Safe
Motherhood Initiative have expanded since its inception In 1ts early vears, concerned primarily
with the unacceptably high number of maternal deaths, the central focus of the Initiative was to
ensure prompt detection of and approprate treatment for life-threatening complications

While this focus remains at the core of Safe Motherhood, the goals have expanded beyond
preventing maternal deaths to include reducing maternal illnesses and disabling conditions, and
mproving newborn health and survival

Clearly, these issues are complex and interrelated In the following chapter, we discuss a
framework for looking at them and for organizing formative research to ensure that all important
topics are covered
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Section Il—
Safe Motherhood Framework:
T hway 1o Suiva

Given the multitude of factors that mnfluence maternal and newborn health and survival how does
one organize formatve research in a systematic and manageable way?

This section presents a Safe Motherhood framework—the Pathway to Survival—for helping with
that task The Pathway simplifies the complex and interconnected issues that affect maternal and
newborn outcomes, and it provides an organized inventory of issues to consider including in the
research By using the framework, you can make sure that all
important subject areas are addressed m a logical manner After
introducing the framework this Section then discusses the
content of each of the component parts The purpose of this
discussion 1s to provide a complete overview of the range of
potential 1ssues to explore i Safe Motherhood community
research

The Pathway to Survnval framework 1s used throughout this
guide Because Safe Motherhood 1s a multifaceted and complex
topic, 1t 1s unlikely that your research will be able to cover all
of the framework components in depth and you will need to
choose among topics Section I Planning gives guidance for
doing so Once topics are selected, the research questions need
to be defined, Section 1V, Topic Modules, uses the Pathway to
Survival as a structure for defining them During analysis
(Section V) the framework can be used as a diagnostic tool to
highlight the weak steps in the Pathway During mtersention
planning (Section V1), the weak steps in the Pathway can be
targeted for intervention

The Overall Framework

The Pathway to Survival includes two basic complementarsy
approaches to improve maternal and newborn health and

survival The first 15 prevention and the second 1s response
to complications

11
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L.

Prevention—This approach entails preventing complications and mitigating underlying
health problems that indirectly cause maternal deaths We use the term ‘prevention’ to
denote conditions and actions that affect maternal and newborn health outcomes 7he
term encompasses both self-care and use of 1outine formal bealth care for normal
pregnancy, labor/delwery, postpartum and newborn care

Preventive measures, however, can avert only a small proportion of maternal
complications In the current state of the field, most such complications that arise are
neither predictable nor preventable

Response to Complhications—The second approach is to ensure that when
complications occur, they are detected early and treated promptly Because most births in
developing countries take place in the home once complications arise, survival often
hinges on a family s ability to successfully respond by navigating the four steps in the
Pathway

1 Problem Recognition

2 Decsion to Seek Care
3 Access to Care
4

Quality of Care

These four steps in the response to complicasions are interrelated As an example, decision-making
1s influenced by the ability to recognize an emergent problem by consideration of the availability
and accessibility of various care options, and by perceptions of the quality of care various
providers offer

As the four steps of the Pathway demonstrate, if we hope to improve maternal and newborn
health and survival, we cannot concentrate on the provision of health services alone We must
work with families and 1n communities to ensure that when complications do occur, they are
recognized promptly, that appropriate and timely decisions about care are made, and that famulies
have access to needed services

12
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Prevention

The first component of the framework 1s prevention and routine care, which we discuss separatelv
for mothers and newborns Again by prevention we mean conditions and practices that affect a
woman s or newboin s overall bealth as well as practices velated to care-seeking throughout the
childbearing sequence

Maternal conditions and »elf-care-sneludes issues related to diet and nutrition alcohol and other
drugs, vitamuns medicines and other home treatments, workload hygiene, and female genital
mutilation Prevention practices also mnclude care obtaned during the childbearing process from
traditional bealth providers' and formal bealth providers® especiallv those formal health providers
who are professionally rained® 1n pregnancy, labor/delivery and postpartum (see box on
following page)

For the newborn, prevention 1ssues center on actions occurring around the time of burth,
specifically, clearing infant s nose and mouth, infant drying, warming and cleaning, cord care,

PrEVENTION: MATERNAL ISSUES

Dict and Nutrition

Alcohol and Other Drugs
Therapies Medicines Vitamins
Workload/Activities

Personal and Household Hygiene
Female Genital Mutilation
Prenatal Care from Traditional and
Formal Health Providers

Delvery Care from Traditional and
Formal Health Providers
Postpartum Care from Traditional
and Formal Health Providers

keeping mother and infant together,
and mfant feeding

In the text that follows, we first discuss
maternal prevention practices and then
turn to the newborn

Prevention. Maternal Issues

Diet and Nutrition

Protein-energy malnutrition anemia’,
and possibly other micronutrient
deficiencies contribute to high rates of
maternal (and perinatal) deaths

*
*
‘
*
‘
’
*
+
*

Cultural norms and taboos, along with gender discrimimation, affect the quality and quantity of
women s food consumption Women may reduce food intake during pregnancy, fearing that a
large baby will make delivery difficult They also

may restrict consumption of certain benefiaal

foods mn pregnancy or postpartum bec wse of Examples of foods Bolivian women reported were
culturilly prescribed restiictions Regardless of their bad to eat Jurng pregrancy .. .
pregnancy status women s low socl stinding : ‘Tangemhé’s» becau%ﬁ they‘cefué‘eabomons‘ r
may mein thit they eat list eat less and et fewer .. *Iﬁtchc\é”‘mumkés’% &S’%ﬂaﬁdg’éaﬁsc&you 0 -~
nutrient-rich foods than other familk members of *"“Mﬁew %&bnﬁlg = FeFegds tm’” igw@a%, &

higher social stitus Although women may know g;jwl B %&ﬁ%ﬁ@ M@%@%@%@&%ﬁ

what foods constitute a healthy diet poverty my

prevent them from getting 1dequate nourtshment
In Bolrnia one woman noted [ feed myselt with
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what T can ' 1 response typifving the situation

mdJany pregnant women face

In most cultures the period after delrvery 15 1
special tme 1 which certain practices are
required forbidden or encouraged Often these
practices ue diet-related In many Litin American
and Asian cultures women woid exposure to
cold water or cold foods In Guatemala women
seek hot foods such as broths chicken and
tortillas Worried that cold foods will cause
stomach pun and swelling i themselves and
colic 1n therr infants Guatem ilan women avoid
beans avocado herbs nd tish

Alcohol and Other Drugs

Alcohol and drugs such as tobacco or hetel nut
often re part of everyday lite tor women as well
as men Smohing which mcore wses the lthelihood
that women will sutfer ill-health liter in life, also
iffects fertility and pregnancy comp red to
women who do not smoke those who do are
more likelv to have trouble getung pregnant to
miscarry  to deln er prematurely and to have low
birthweight babies Alcohol when abused can
exacerbate or cause nutritional deficienctes Use
of alcohol especially 1n lirge quanuties and early
in pregnancy increases the likelihood of
permanent brain dimage to the fetus Aside fiom
the immediate impict on the health of mother
and fetus alcohol ind other drugs can hwe
adverse indirect effects When 1 womans
judgment 15 impaired by alcohol or drugs she 1s

~

By traditronal bealth providers we mean those
who have recetved little or no professtonal traming
and have gamed therr skills primarily through expe-
rtence Fxamples of traditional health providers
mclude

4+ TBA with no climcal traimng
4 TBA who has taken a course on safe delwery

4 Traditional healer (e g, dviner, spirttualist,
herbalist curandero)

By formal bealth providers we mean those who
have received at least some professional traming
Examples mclude

4+ Professionally tramed mudwife who 1s
qualified to provide routine and emergency
obstetric care

4+ Nuise or nurse auxiiary working at the local
health cliic who has recerved only imited
obstetrical clinical traming

4 Pharmacist who has recerved some clinical
tramng m Western medicne but 1s not
qualified to provide routine or essential
obstetric care

4 Non Western traned formal health provider
such as ayurvedic and homeopathic doctor

By professionally trawned providers, we mean for-
mal bealth providers who have suffictent profes
sional tramnmng to provide safe and ppropriate rou-
tne and essential obstetric care dunng pregnancy
labor/delvery the postpartum pertod, and to the
newborn Examples mnclude

4+ Midwife who has recerned m depth clinical
rruning following a Western model

4+ Physician at a health facility or private practice
who has 1eceved ob/gyn tramming at a
medical mstitution

|

more likely to engage in unprotected sex, thus increasing the chance of infection and unwanted
pregnancy Changing alcohol and drug use behavior 1s challenging not only because of the
addictive nature of these substances, but because their use may be entrenched in cultural and

social norms

Therapies, Medicines, Vitamins

In many regions, various therapies, such as massage, baths, teas and mhalation of vapors are
etther prescribed or proscribed during pregnancy, delivery, or the postpartum period In addition
communities may have beliefs related to ingesting or mjecting various medicines or vitamins Fear

14
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X
In Guatemala, 1t 18 standard procedure to
massage the womb 1o soften the womans
body m preparanon for chxldblrth andto
gnwe that the bgby s good posmoh g

of a big baby (and consequently 2 difficult birth) was
one of the most common reasons women trom South
Kkabmantan Indonesia and Bolrvia g e for non-

e

compliance with ron folite supplementition during

pregnancy * Benefiaal medicnes or vitamins miy be Zémasqémor tuf fsvx”reat bafh@'} %,:@glggﬂﬁm £ ]

underused because families cannot itford to purchase rgqata] afpo%t n%s aﬁdﬁ?ﬁ thmﬁ P
«é‘ » L3 .L

them or because thev are n short supply In 00 iy Uy

oGO
0@ "':‘li-sk

Zimbabwe reserch indicates that indequ ite drug

L

availlabilitn contributed to poor compliance with
malara prophylaxis programs *

Some therapies, medicines or vitamins are beneficial

or harmless Others, such as ovprocin*—a drug that induces forceful uterme contraction—can be
harmful at or near delivery, especially when administered by untrained birth attendants Sometimes
therapies/medicines are innocuous in and of themselves but are used 1 lieu of or prior to other
more effective treatments When this happens tamilies may lose precious time, and the delay in
seeking life-saving care can mean the difference between life and death

Workload/Activities

Throughout thewr pregnancies, many women continue their usual demanding and strenuous
activities, such as carrying heavy loads of water over long distances In some cases, cultural norms
promote heavy work until late in pregnancy In South
Kalimantan Indonesia men ind women mentioned in focus

“You have to keep working When
youre pxegnam you eat Just the ;
safge You also ve tt:» work at the

group discussions that hard work until the eighth or ninth
month of pregnancy will make for in easier ind faster birth

- - N
Even in settings where husbands encourage therr wives to o cr}e &% wite for, the ngv;cc)ok,a s 3;
restrict lifing and heavy chores, women who are worried | m&ié% a8 ‘%ﬁ*
about public disapproval may maintamn a heavy workload 1nd T e

be reluctant to allow their husbands to perform dditional
household duties Such was the case in South Kalimantan

where women reported being embarrassed 1t their husbands
did too many chores™

Personal and Household Hygiene

Cleanliness and hygiene practices at the individual and household levels have significant effects on
dlness prevention For mstance, use of latrines and regular handwashing after defecation and
before food preparation can help prevent infections Vaginal douching may be associated with
higher rates of reproductive tract infectons * Hygienic practices during and immediately after
delivery can help prevent nfections i both mother and newborn Where women and others
mvolved in delivery or newborn care have little access to soap and water they may be unable to
keep their hands or genital area clean, thereby nisking infection in themselves or the newborn
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Female Genital Mutidation

Female genital mutilation” (FGM) also called female circumcision 1s a traditional practice whereby
part or all of the genitals of young girls are removed It 1s most commonly performed in Africa
and the Middle East, not only by traditional health providers but also by trained providers in
health facilities The long-term effects of FGM on reproductive health can be severe, as they
render women vulnerable to infection and obstetric complications Problems during pregnancy
include increased risk of infection for mother and fetus During delivery, the baby must pass
through a restricted opening, potentially causing damage to the skull, birth asphyxia, or brain
damage Especually 1n its more extreme form, FGM ncreases the risk of prolonged labor A woman
who has been nfibulated” must be cut open to allow sufficient passage for the baby, a procedure
mnvolving a high degree of risk and requiring special skills of birth attendants Where FGM 1s
practiced, it 1s important to know what type of procedure 1s carried out (how extreme it 1s) and
approximately what proportion of girls undergo it In addition to attempting to discourdage the
practice Safe Motherhood programs will need to address the special health and obstetric problems
caused by this practice

Prenatal Care from Tradstional and Formal Health Providers

Aside from normal self-care practices, an important aspect of pregnancy care 1s prenatal care
Ideally prenatal care should be mitiated early (during the first trimester) and consist of several
routine visits At prenatal care sessions, formal health providers have the opportunity to

4+ counsel women on obstetric and neonatal danger signs

4 detect and treat reproductive tract infections, many of which are associated with
spontaneous abortion  preterm burth*, premature rupture of the membranes Jow
birthweight* (LBW), maternal puerperal infections* infections mn the newborn,
stillbirth, and neonatal deaths*° N

4+ give women tetanus toxotd immunizations a practice which helps prevent tetanus
in the mother and newborn

4+ prevent or treat anemia—a condition affecting about half of all pregnant women —
by providing all pregnant women with ron tablets and by treating hookworm and
malaria, two conditions that can cause or exacerbate anemia

4+ prevent nightblindness by helping women identify local foods rich in Vitamin A,
and treat nightblindness where it exists

4+ counsel women on hookworm and malaria prevention adequate nutrition,
smoking and alcohol cessation, and reduced workload during pregnancy and
beyond——factors that may improve women’s overall health status and reduce the
incidence of low birthweight due to mntrauterme growth retardation* (IUGR)
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Women who seek prenatal care from either traditional or formal health providers often do so
because they wish to confirm their pregnancy or get reassurance that their pregnancy 1s
proceeding normally As one woman stated in Bolivia, © we go to antenatal control to know if
the baby 1s all right ® Other reasons women give for going for prenatal care are to determine the
posttion and probable delivery date for the baby, get advice on care, workload, and diet,” and
recetve specal services such as massage special baths'® or sonograms ' In some cases, formal
health providers are preferred for many of these services and in others, women seek more
traditional sources of care

Although 1t 1s advisable for women to make regular visits to a formal provider of prenatal care,
many of those who go at all attend onlv once There are numerous barriers to women’s use of
formal prenatal care and to their ability to follow whatever recommendations providers give them
Families with little disposable income may not be able to afford formal prenatal care' and those
that can may not be able to pay for dietarv supplements or recommended food items Where
roads are poor, or where women require their husband s permission to travel, access to clinics
mav be difficult, if not impossible In settings where maintaining modesty 1s paramount and formal
prenatal care providers are mostly male families may avoid the institutional health svstem
altogether

Delivery Care from Tradstional §

and Formal Providers Although 1t 18 more dangerous to give | burth. with
aTRBA, as there 10y | be compheations, ¢ i 18 bep;er

Incresing the use of professionilly truned birth than the hospital, £6r 'she [TBAT talhs to you'and * (

attendants for delnery 15 one major objective ot preﬁares hot soups’* h}ﬁafké‘r Boti gi’zﬂ S :

Safe Motherhood programs The presence of 1 :”ﬁfﬁp‘;‘ﬂﬁ%e@ﬂr@@fﬁ’ﬁ? @f@%éér W?%W $e 7 “%2:3

formally truned health professional at burth ¢in L SR %%* “*“%fg@‘@; !«?‘ua

w N . & o
help promote healthy behaviors reduce potentially &%&P{f}? mﬁﬁﬁﬁﬁm@ M“@%é s, 3}
b :

harmful practices ind most importantly ¢ in help

ensure that complications are maniged ind if
necessiry referred before they hecome life-
threatening But use of professionil birth attendnts
remains low i some developing countries In
many places, skilled professionals are not available Where available, the cost of retamning these
attendants may be prohibittve to poor families Even if professionally trained delivery attendants
are available, affordable, and considered skilled, women may prefer to deliver with their husbands
alone or with TBAs In contrast to many health professionals and health facihues, TBAs typically
provide woman-centered care n a comfortable birth environment They respect local customs
such as returning the placenta to the family, allowing the woman to remain partially clothed,
permitting the mother to choose her birthing position, and leting mother and baby remain
together after delivery The personal touch offered by the TBA was one of the main reasons
Bolivian, Guatemalan and Indonesian women gave for prefernng home deliveries with a TBA to a
delivery in an institutional setiing or with a professional birth attendant 2
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Prior studies have identified many of the reasons women often prefer to deliver with traditional
health providers rather than those in the formal health system However, we have very little
knowledge of specific practices mn and around delivery A better grasp of actions in this time
period 1s required if we hope to prevent maternal and newborn deaths

Postpartum Care from Traditional and Formal Health Providers

A number of factors influence whether women get postpartum care There may be taboos related
to exposure to non-family members, travel, and care-seeking In South Kalimantan, Indonesia,
Muslim women are forbidden to leave their homes m the postpartum period"—a requirement
with implications for the provision of postpartum care Although many postpartum beliefs and
practices are beneficial or harmless, others may be harmful or result in failure to seek effective
postpartum care In Bolivia, families believe that exposure to anything cold (including air) results
in sobreparto a condition with symptoms suggestive of infection Because sobreparto 1s thought to
be caused by breaking postpartum rules women do not use the mstitutional health system for
treatment

Prevention. Newborn Issues

Proper management of the newborn

can have a critical impact on infant PREVENTION: NEWBORN ISSUES

survival Although perinatal morbidity

Clearing Baby s Mouth and Nose

and mortality can result from compli- Drying Warmung Cleanung
cations during pregnancy, many cases Procedures

Care of the Umbilical Cord
are caused or exacerbated by improper

Keeping Mother and Baby
deliverv procedures and inadequate or Together

harmful newborn care practices Infant Feeding Practices

Impros ing delivery practices and care
of the newborn requires an under-
standing ot how families and providers
determune 1if the baby 1s alive or dead Babies who are born alive but are not breathing and later
die may be called stllbirths when 1n fact proper care procedures could have saved them

Clearing the Baby’s Mouth and Nose

Once the baby’s head 1s delivered, cleaning and, if necessary suctioning the baby s nose and
mouth can help the baby breathe on its own Where this practice 15 neglected or unhygienically
implemented, the baby can have difficulty breathing or may develop infections
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Drying, Warming, and Cleaning Procedures I
: ['Iihé 'I‘B,AJ recewed the baby with her hands
Even 1n tropical climates newborns necd to be kept md apiece of clom «ghe pu@hﬁﬁ mére on .
drv and warm because they are not able to regulate mﬁu%:fio:gﬁ’\‘m’ﬁ éi‘ifn@ A gﬁ? 0 ax%,
:.:4 5 % 'EY

their own body temperature well Drops in body
temperature can occur suddenly endangering the
newborn s life Ascertaining if prompt and proper
drying and warming procedures are carrted out 15 an
important first step in determining where preventive
measures can be improved Also important 1s learning how the baby 1s cleaned (e g, wiped
bathed), how soon after birth this activity occurs and whether the procedure 1s detrimental or
beneficial Where burth 1s viewed as a potentially life-threatening process for the woman, the
newborn may not recetve adequate attention and opportunities to improve the baby’s chance for
survival may be lost

Cutting and Care of the Umbilical Cord

If an infant s umbilical cord 1s cut with dirty mnstruments, or if it 1s not kept clean, dry and free of
any substances, newborns risk tetanus and other infections In Honduras, some mothers treat the
navel with homemade oil-based preparations hot camphor, and talcum powder ** a potentially
harmful practice By learning how the cord 1s cut and cared for, beneficial behaviors can be
reinforced and harmful ones discouraged

Keepimg Mother and Baby Together

Most mothers want to remain with their newborn, but many mstitutions separate mother and child
for 12-48 hours Mothers in Indonesia avoided giving birth in the hospital because they did not
want thewr infant to be taken from them after delivery There are biomedical as well as psycho-
logical reasons why infants should be kept with their mothers ‘Skin-to-skin” contact can work as
well as an incubator to keep an infant warm and its temperature regulated Keeping the babv with
the mother allows immediate mnitiation of breastfeeding and subsequent unrestricted access to the
breast

Infant Feeding Practices

Optumal mnfant feeding practices directly benefit the mother as well as the infant There are several
component practices that should be assessed immediate nitiation of breastfeeding after delivery,
giving colostrum, exclusive breastfeeding (giving no other liquids or substances to the infant) and
frequent on demand feeds

Babies should be put to breast as soon as possible after delivery preferably within one hour of
buth Early imntiation may benefit the mother by helping to deliver the placenta, contract the
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uterus and reduce blood loss Immediate initiation protects the baby because colostrum, the
mother’s first milk > has important nutritional and mmmunological properties Yet in many cultures
colostrum 1s considered dirty and 1s discarded Other substances (prelacteal feeds) are often given
as a substitute while waiting for the mulk to ‘come in” or as a supplement to colostrum In
Honduras, some parteras (TBAs) let infants suck on small cloths dipped in oils, honey, or garlic
sauce, in order to alleviate the baby s thurst’ or provide the baby with a substitute until the
‘breastmilk comes '® Giving the infant anything other than breastmulk increases the likelthood of
exposure to mfection-causing pathogens Frequent on-demand breastfeeding helps ensure that the
infant 1s getting an adequate quantity of milk and that the mother s milk supply 1s maintained The
newborn should continue to be breastfed exclusively for four to six months, but this practice 15
found 1n only a few parts of the world Exclusive breastfeeding not only provides for the nfants
full nutrittonal needs but 1t benefits the mother by delaying the return of her monthly menstrual
cycles, thereby affording her a period of recovery before becoming pregnant again

Prevention. Cross-Cutting Issue

Influentials PrEVENTION:
Cross-Curring Issue

4+ Influentials

Adult family members peers, neighbors
traditional and institutional health workers, and
other individuals or groups can have an important

mnfluence on preventive and health-seeking
behaviors Husbands, grandmothers or other
persons may play a vital role in determining care-seeking decisions The relative
influence of these players varies, depending on the setung and circumstance Focus

group discusstons in Indonesia suggest that as the cost of the health-seeking behavior rises,
husbands become more mnvolved in dectsion-making ! In Bolivia participants in the community
assessment reported that although women have decision-making power in pregnancy, this
authority 1s ceded to the husband 1n labor/delwvery, shared by the couple in the postpartum
period, and reverts back to the woman for matters concerning the health of the newborn

The role of family members and providers becomes paramount in the context of birth During this
time women are consumed with the efforts of labor and delivery and may have little control over
decisions regarding their own well-being or that of their newborn
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Response to Complications

Regardless of the efforts women families and providers make

to protect the woman and newborn complications still will

occur
RespoNsE To COMPLICATIONS

In the developing world most women deliver at home With

STEP 1 ProprLEM
most lite-threatening complications happening at or around the P RECOGNITION
time of birth, survival often depends on the abulity of families to :
seek and obtain care from a health facility capable ot handling e
obstetric emergencies Doing so means that families must SyEp’ Dzcision 10
TEP 2 Seex CARE
navigate Steps 1-4 of the Pathway to Survival That s, families
must recognize the problem and take proper action These are ¥

complex behaviors, requiring adequate knowledge 1nvolving
multiple players, and influenced bv tactors that are both internal SteP 3 ;})C(C;if,g
and external to families Once the decision 1s made to seek

care barners such as lack of available transportation must be
overcome to reach facilities or providers capable of handling
the emergency Finally, survival depends on the receipt of

adequate and approprate care

Stepp 1—Problem Recognition

There are three components to problem recognition

A overall awareness of complications and recognition at the
tume of occurrence

B percetved severity of the complication

C knowledge of the approprate life-saving action to address the complication

When a life-threatening complication appears survival depends first on recognition of its signs a
step that may mnvolve the woman, her family, or whoever else 1s present when the problem
becomes manifest Because many obstetric and neonatal complications require immediate action,
recognition of signs must be prompt The signs also must be percewved as severe enough to
warrant seeking immediate help from a provider capable of handing the emergency

A. Overall Awareness of Complications

and Recognition at Time of Occurrence
General awareness of complications can influence the degree to which families prepare for an
emergency and the likelihood that the problem will be recognized when 1t arises Yet overall
awareness of complications often 1s low In South Kalimantan only about two-thirds of women
could name even one danger sign associated with pregnancy and almost half were not aware that
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tever or heavy bleeding during delivery indicated a serious problem ' Even when mothers can
name a complication they may not be able to recognize the specific and possibly deadly
condition when 1t appears As might be expected knowledge of specific danger signs often s
contingent upon a family’s own experience or familiarity with someone who has

suffered a complication Moreover
overall awareness that an obstetric ot

newbotn problem could potentially
occur 15 different from recogmzing a

complication when it actually happens + Overall Awareness and
Recognition at Time of
Occurrence

B. Percetved Severity 4+ Percerved Severity

of the Comphcanon 4+ Knowledge of Appropriate Life
Saving Action

Recognition of the signs of compli-

cations often 1s not sufficient reason to
seek care Individuals who recognize the signs of a complication must perceive these

signs to be severe enough to warrant seeking the help of a health professional Because women
often lack decision-making power and because many of the more severe complications occur
during labor and delivery—a time when a woman’s conditton may preclude her from making
decisions—it 1s especially critical that husbands/partners and others with decision-making authority
understand the severity of complications Yet as MotherCare research m Guatemala, Bolivia, and
Indonesia demonstrates, many signs of complications are not viewed as severe, and some signs

ProsLEM REcoGnrTiON (STEP 1) ExampLEs FrRoM BoLivia
Overall Awareness of Complications

Even after prompting 95 percent of all women participating in the MotherCare communuty based survev did not
recognize a previous cesarean section or multiple gestation as a potential risk factor for complications Even with
prompting only sobrepazto, a condition with symptoms sumilar to those found mn postpartum mfection was mentioned
by nearly half of the women With the exception of sobreparto even the most frequently cited problems m
pregnancy labor and delivery were menuoned unprompted by only about 15 20 percent of the women

(Source MotherCare/Bolivia Community Based Suriev Report, see Appendix A)

Percerved Severity of the Signs of Complications

While many women will experience swellmg in thewr feet a normal condition m pregnancy others have swelling i
ther face and hands—signs of possible preeclampsia  Famulies consider swelling of all kinds durmng pregnancy to be
benefical and an mdication that the bodv 1s storing energy to factitate the burth  As one 56-vear old mother of stx sad
‘the way I see i, it s better of the feet swell In all the chuldren I had, my feet and face swelled Its favorable’

(Source MotherCare Commuunty Research Bohwia, bee:txppendjx Al

Knowledge of Appropriate, Acﬁon .

Salﬂqmrtogs deely rgCogmzed and xegardéd as serjous Non@thaless because famitbies believe sobreparto 1s rooted m
wotrfery snon«adherenca 10 postpartum nﬂes\pmmbmng EXposure 10 cold au, cold foods ar cold watet; they turn to
txidlncmal provides$ sither thamng mstxmmmal health s%/stem for help * {

(éohrc‘e Mofbégcare {;"ammmmy Rasrgamb Hélivia, sea App@nd:& Ay v .
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ProsLEM RecogniTION (STEP 1) EXAMPLES FROM INDONESIA

Overall Awareness of Complications

As 1s the case i many settings, women and men participating m the MotherCare communuty based survey did not
view pregoancy as a time of risk  Nearly two thirds of the women and over two-thirds of the men could not name
unprompted even one danger sign associated with pregnancy More respondents were able to name unprompted
danger signs 1 labor and deliverv Sull many important danger signs were barely mentioned Less than five percent of
respondents mentioned fits and convulsions unprompted and even when prompted only about two thuds reported
knowmg about thus problem (source MotherCare Indoncsia Communty, Bascd Sustey Report sec Appundes A )

Percerved Severity of the Signs of Comphications

While the majority of the South Kalimantan women participating i1 the community assessment thought mary of the
signs of complications (e g hemorrhage postpartum malposition of the fetus) were serious few thought twins or
signs of postpartum Miecton Were WOrrsome (5urc. Nachbar 1997 sec Appunds A)

Knowledge of Appropriate Action
Daia from the MotherCase commufrty -based survey in South Kalumantan show that winle about 90 percent of the
mg Whofmenhomzd tegamad placenta (unprompted) knew that seclxmg help from a hea&,th profewonai was the
\ Qajjpré‘pmm ?;muun, lm ﬂma qght percenit knew that mﬂy should go to 4 h@alth pwfessmnai for fom $me11mg wgmax ’
fhgpharge Knewle%gw @ﬂ%ﬁa%}}p{&j}fdﬂt%ﬁ&bﬂ fon Hﬁwbofmf)mblams gen@gaﬂy;w asdow Subégargﬂaﬂy Tess'thasi half
q,m ygmmﬁ Whﬁ nwf hﬁg pied ceftan newbotn pféblﬁn@&(x € ﬁaby g srtiali;ba%:,agt suMg, bﬁby has Q}'ﬂ

. dimgé@ s&te@%ﬁ@gh&l}; fr@ﬁa ealtiﬁymfessmngﬁheuld be smugiaﬁ%r the pxobiw@ e Fay L . M
L - L . ) y “
ngm@ Aﬁrfaéﬁt‘mg%da@aw qunmnfm ﬂm’ hgi&’uﬂzé)! k@@m 4o &ppmdmA; p FEMANE N " oo : o QJH N e 7
m&% PRI TS RGN e S ek ek ¥ R b .

which mdicate problems are considered favorable  Conditions which become problems only m
their extreme form~—such as postpartum hemorrhage or prolonged labor—are particularly difficult
to recognize That 1s, 1t can be difficult to determine how much blood loss 1s ‘too much’ or when
labor has been going on “too long

C Knowledge of Appropriate Life-Saving Action

Even when a problem is considered serious, women and their families may not know the

appropriate life-saving action to take Alternatively, they may view the problem and its solutions,
as falling outside the realm of the formal health system In such cases, families will
not turn 1immediately to institutional health services and valuable time will be lost

Step 2—Dectsion to Seek Care

Decision To Seek Care

4+ Influentials
4 Treatment Patterns

When tamilies seek preventive or curative
care for maternal or newborn compli-
cations, they may select traditional and,or

tormal health services Once a problem 15
recognized, even if 1t 1s perceved to be severe and even it women and their
families know what the approprate life-saving action 1s, other factors influence the
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decision to seek care Whether families opt for help from traditional healers or from professional
health providers, the decision entails two kev considerations physical and sociocultural access
barriers, and perceptions of the quality of care These 1ssues are discussed i detail under Step 3
Access to Care and Step 4 Quality of Care Although there 1s scant research on how decisions
are made when obstetric or neonatal complications arnise some of the factors that bear on the
decasion-making process have been identified These factors are discussed below

Influentials

Although we have already discussed the importance of
influential persons in decisions regarding preventive

“The woman. and her husband have to make

medccmxomoﬁwhete to go /Both arve ke |
ind routine helth behwior their decision-making role one and ne;nhex can. decxds mWWImQu” .

¥a®

i
In emergency situ tions deserves specid] mention % < p%ép ;i e Gther” T8
When obstetric or newborn complications drise during 4% ' :

home births multiple plhivers often are involved with
husbands (or partners) playing a particularly vital role
in many socteties Women may have significant authority to decide whether they will seek care
during pregnancy and for the newborn, but they may still depend on the husband for permission
or concurrence—for husbands often make final decisions about household expenditures or travel
In many settings, husbands, sometimes unassisted, are present at the majority of births The
mtensity of labor and delivery, and the addittonal burdens of complications can incapacitate the
woman, placing the husband i the key decision-making role

Another critical decision maker, especially during labor and delivery, 1s the baurth attendant, often a
TBA, whose authority family members respect Confronted with an emergency situation, husbands
and other family members generally rely on the TBA s judgment While the husband may have
final say in health-seeking decisions, he may depend on the TBA and other family members, such
as maternal or paternal grandmothers, for guidance i making these decisions when complications
happen during labor, delivery, or immediately thereafter

Treatment Patterns ‘A woman 'was @one,mmg for her fataly

The sooner women and newborns receive suitable She bled from four i1 the morning She called

treatment for complications the better their chance for thepm‘tem [TBA] and she [the pgriers] did.»

%&as [Spemal*(fffenng contmﬁing At " ’gl .
eets and‘“ yed
Sid

survivil When complications arise ind families deade

to take action they may choose first to treat the
problem at home seek help from a traditional healer or
TBA or go to 1 professionally-trained provider locally
or 1t a health faality  Fftorts to manage complications

it home often ful and contribute to delays m seeking
cire from providers who can manage complications
effectively Even TBAs who have received some clinical
traming and who practice clean and safe burthing procedures generally will be unable to handle
serious complications when they occur Yet, few Safe Motherhood programs have examined what
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beneficial home measures might be taken while
‘Another danger s1ign 1s 2 stomach ache that

, lasts three days me%»hegg%an day and all -
xggin: thm mi‘ cail m:%ﬁﬁe :me’;BAre s~
% 9 f p‘m eu s W%@g }t

famlies are making arrangements to transport the
woman ot newbhorn to life-siving cire The time period
between problem recognition and arrrv il at 1 henlth

taclity may provide in opportunuty for intersention
We need to leun more about tre wtment patterns for
complications if we hope to intervene effectively

Step 3—Access to Care

The ability to access care can determine whether a mother or newborn lives or dies When
families make a decision to seek care, they consider the access barriers they will have to
overcome Survival often depends on physical mobility, distance/time to services, availability and
cost of transportation hours of facility
operation cost of services and community

support svstems We discuss each of these

below 4+ Physical Mobility 3
4+ Distance/Tiume to Services
4 Availability and Cost of

Physical Mobulity Transportation

4 Hours of Facility Operation
4 Cost of Services
4+ Commumity Support Systems

In many societies gender inequities and
cultural norms constrain women s physical
mobility Travel, even tor life-threatening
conditions may require a husband’s

permission and adolescents may need parental consent If a husband dentes permussion or 1s
absent when the decision must be made, his wife may languish at home Adolescents, fearing
repercussions from their families for becoming pregnant or termimnating a pregnancy, may be
unable to travel to life-saving health services

Distance/Tume to Services

In manv settings, especially in rural areas, facilities
capable of handling obstetric or neonatal complications

are located too far awav to be 1ccessible Fven when Getting to the hospatal 1s always easy, but not
when there are problems Obvzously, at tunes,

3 there’s no tragsportation _th&m Balwzcdz“

the actual distance to a health faclity 15 mmmal
mountainous terrun poor road conditions seasonil

(ﬁourcc @farberC‘mgC‘Omaiuﬁzﬁ eg,sm; <,E‘Q.thglae s@a;: H !

flooding or the necessity of traversing water cin %ﬂpﬁe“ﬂﬂfém)*‘“ 7 x e ‘;jw A ““\”1” ]
. “; e b ;

considerably lengthen the tume nceded to mike the E%’é‘ *éw E‘ wéo%? 5, \

journes

Availability and Cost of Transportation

Transportation ¢1n be difficult to obtun partcularly
when emergencies happen outside of business hours
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Although public and private vehicles may run during

accordmng to the husband, the woman
began bleeding more heavily  The husband
fan tobormw hxk*nééhbom vahj%lé’ but the

the diy such transportation miy oper ite irregularly or
be completely unwailable it night In communities
where private vehicles ire av ulible owners miy not
understind the grivity of the situition or my hne
other resons for denying ot delwying tiinsport Regulir
transportition costs may be ffordable but it emer-
gencies happen when regular sources of transport are
unavailable, alternative arrangements can be costly

Hours of Facility Operation

Even where well-equipped faciities with ttained
personnel exist, they may not operate 24-hours a day

ind 1f they do 1 truned provider cipible of hindling The doctor 1s not there especially on
obstetric or neonitil complic iions my not alw s be , Budays He:dhave %gm to the city for the
LN e’,; R > A
nailible Women and their fimilics my overcome Wiékﬁf}é "“‘R”espondem fﬂd@ ﬁi) % o
G ow “,ﬁ}y\ ‘;" : % AT e g

other obstides 1ind trivel long distances only to hnd
that the fiality 15 doscd or that 1 professionally ttamned
provider capable of handling the problem 1s absent

Cost of Services

Service costs can be one of the most important barriers to use of routine and emergency-obstetric
services Across and within countries costs vary depending on whether services are provided by
the public or private sector, on government policies and regulations, and on the type of service
(e g, antenatal care normal delivery care emergency

obstetric cate) In some countries such as Bolivia

governments provide free or low-cost antenatil care For lack of money we sometmes don ¢ take

the womian'to the hospstal, it s nhat there, they
i

charééusfon;evcrytmn e\mnthgasth vy

kY
breathé iﬁh'actswhy sam swa“%%v%d“ K
i i‘,"’ > G2 V{&%m v‘/‘x&éﬂv& . v f" Yo

1 ‘5
¢ ‘1%

services Yet for the indigent even minimal costs may
preclude service use

In some ¢ 1ses hospitals ind helth fialiies my report

ol o O

that they charge low fees =" but families percene
service costs to be much higher * The reson tor this
discrepiney 15 uncle ir fanulies may have miscon-
ceptions of the true cost of services, or the health
facility officials may fail to consider the full cost of care when they report fees medicines, food
room and board, and other incidentals Regardless if families percerve services costs as high—and
in many cases, especially for emergencies they are—or if decision-makers do not know true costs
but fear they are exorbitant, then cost becomes a baruer to service use
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Community Support Systems

Even though service cost and lack of transport are widely recognized as barriers to service use,
little has been done to assist families over these hurdles Even when individual community
members own transport or when individual contributions to a communal fund could help cover
emergency costs, organizing such community-wide efforts requires community will and organt-
zational capacities Sometimes there 1s sufficient organmizational infrastructure on which to build, if,
for example, there 1s already a house of worship or women s group that undertakes socially
beneficial activittes In other mstances, the organizational effort must be initiated by the Safe
Motherhood project

Step 4—Qualiy of Care

Quality of care issues are explored both 1n 4+ Service options available to
faciliies/services assessments and in mothers

d Th 4+ How community perceptions
community studies The main purpose of a of quality of care affect use or
facilities/services appraisal 1s to examine non use of those services

Provider behavior with

quality from the standpoint of Western regard to basic practices that
biomedical concepts and standards This could indicate points of

technical evaluation of services and quality mtervention

of care, ncluding health facility capacity to

provide routine and essential obstetric

care, and provider training needs should be conducted as a separate assessment by professionals
with a health background (See WHO's Safe Motherbood Needs Assessment in Appendix A )

Quality of care in a Community Assessment looks mainly at the client perspective on services, as
well as at some basic practices of providers Spectfically, examinaton of quality of care in the
community context covers three areas

A service options (traditional and modern) available to mothers

B how community perceptions of quality of care affect use or non-use of
those services

C provider behavior with regard to basic practices e

that could indicate pomnts of intervention “TBAs only hnow torub the stomach and
_bothing inore SOmCtlJIlﬁ&, they let.the,
Al

Sl de? réis ow}*’cwmw”w»;
A. Service options available to mothers quvmamag} chul dl” m ¥ v

. Jetls *the oth hand jhe cloctor :
ﬁ*‘ %f%: ”‘:?3

As 1 preliminary step in underst inding cire-seeking 1t v Mﬁ) %&ﬁ"‘c @%gﬁ »egt

g el i

iRl
1

weﬁﬁzi’” ciatfns

15 necessary to know what options for care exst n
both the triditional and form1il <sector In v Communaty
Assessment this mformation 1s gathered mostly for
descriptive  contextual purposes and includes 1 histing
of available faciities providers and services tor
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example it 1s important to know what facility exasts for
“In the community ‘we always go to the TBA

becanse she goes to the heatt of things and )
knows what problems the patient has  She
mmedsately grves u us remedxes and ss very >

obtaining prenatal care and if a health ficility with
emergency obstetric services 15 accessible It 15 also
pertinent to know the level of provider training, for

b

both tormal and traditional providers Is the facility effecthE . %Faﬂmr Eo’mﬂ «»«im .
statfed by a nuise wixdiary or by a protessionally cso recmg@mgmb Bolioagee ..
. Appﬁn *fw ot T 2 ’@ff‘ DRGNS
truned midwife’ Does the traditional burth attendant . %& ) %;f ST el
: 4 %wﬁ%&%
have any formal trainmg and 1f <o, how much and ' % ) ed}ﬁ ;
A
how recently was traming given’ ' 323

B How community perceptions of quality of care
affect use or non-use of those services

One of the most importint determmants of scrvice use
1s percewed quality of care, which includes both
technical and non-technical dimensions

The techrical dimension has to do with percerved efficacy of services Families will seek cate
from those providers (traditional or professionally tramned) who are considered capable of
preventing or satisfactonly resolving problems Provider experience and training are two aspects of
technical competence families consider For some family members, training may outweigh
experience, for others, the reverse may be true Regardless, unless families have faith in the
technical competence of providers, they will not utilize services Families may also make
judgments based on availability of equipment or supplies

The non-technical dimension of perceived quality of care has to do with cultural compatibility of
services and the patient’s overall level of comfort with the facility or provider Practices accepted in
the Western world may discourage local communities from using services For example, requiring
removal of clothes may breach local standards of modesty, the practice of certain medical
procedures (such as episiotomies) or failure to return the placenta may make institutional
deliveries undesirable, and not allowing the TBA or other family members to be present at the
time of delivery may deter a woman from delivering outside her home

Provider attitudes and interpersonal skills are other important non-technical aspects of care
Professionally trained providers may have msufficient mnterpersonal skills to communicate
effectively or make thewr chents feel comfortable Such deficiencies, wrrespective of technical
capactty, inhibit families from using institutional health services Sometimes professionally trained
providers come from another ethnic group or speak a different native language than then clients,
adding cultural differences to communication barriers In other cases, families may believe they
will be chastised and otherwise mustreated Often, such fears are borne out in reality The role of
insensittve treatment 1n discouraging use of emergency health services has not been assessed
through quantrtative studies However, qualitative research suggests that these factors contribute
substantially to low rates of use of routine services
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C Provider behavior with regard to basic practices

that could indicate pomts of intervention
Some aspects of actual quality of care—actual provider practices—need to be covered 1n the
Community Assessment In developing countries, most mothers deliver at home rather than n a
maternity facility In home burths, a mother may deliver unattended she may be attended by an
untramned family member, she may be attended by a traditional birth attendant, either untrained or
trained, or she may be attended by a professionally tramed provider It 1s important to understand
basic delivery and newborn care practices to determine which are beneficial and should be
supported, and which are detrimental and could be modified by intervention For example,
whether, when, and how the newborn 1s kept warm has a significant impact on survival (See
Prevention Newborn Issues mn Section 1)
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Section lll—
Planning an Assessment
of the Community

In this section, we review the basic steps involved 1n planning a Safe Mothes hood Community
Assessment These steps are discussed 1n terms of their specific application to Safe Motherhood
reviewing any Safe Motherhood information that exists for your project area, defining the scope
and objectives of your research, translating your research objectives into research questions,
determining the study sample selecting those methodologies best suited to answering the

questions addressed 1n your research and
m
dratting your data collection instruments or field

guides This overview 15 not meant to substitute PrANNING THE RESEARCH
for good training ind experience in planning !

field research Manv good references already + Review existing wnformation

exist for those wishing further mstruction 1n that
& + Define scope and objectwes of

are1 (See Appendix A for a sclection of these
1esearch

k2

references )

* Define 1esemr ch questions
These planning elements need not be carried ‘

out 1n this order In fact the planning process 1s 4+ Determine samphng plan and select
not linear but teratnve, with one decision sites

affecung another For example reviewing ¥ Choose appropriate methodologies
exsting research and detining the scope of and develop mstruments

your own study are ntertwined processes Or . ;

in pilot-tesung your field guides you may find s ————]
that more attention needs to be paid to a

particular group, such as mothers-in-law, and that you need to develop a separate mstrument and
adapt your sampling plan accordingly Recogruzing that the planning process does not entail
discrete steps, we nonetheless separate the five components here for discussion purposes
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Review Existing Information

A critical review of existing information will help you determine the scope of the research and
identify research questions It can also help define your study population and geographic area of
inquiry if not already specified by the project Famuliarity with what 1s already known on the topic
can avoid duplication of effort and point you to issues not adequately covered by previous
mvestigations In the text that follows, we gve some suggestions of where to look and what to
look for

Where to look

Information on Safe Motherhood topics has become more widely available in the past decade In
addition to published articles, student dissertations and project documents may provide especially

4+ Obtain publications from organizations (MotherCare World Health Organization private
voluntary organizations (PVOs) nongovernmental organizations (NGOs) and universities) who do
work related to Safe Motherhood Child Survival and women s reproductive health and nutrition
Look for final reports documents on lessons learned research reports project evaluations

4+ Talk to people working in these organizations

4 Search for articles related to your study population topic area or geographic area of interest

4+ Look at the bibliographies or references to see If there are other publications that might be
useful

4+ Find these articles by talking to people involved in women's and children s health 1ssues by
reviewing journals and/or by searching databases such as Medline and Popline

4+ Review articles and commentaries on interventions qualitative and quantitative studies and
traning programs

4+ Locate student anthropological public health and nutrition related dissertations on topics
related to Safe Motherhood These dissertations often explore a narrow topic with great depth
and have an extensive Iiterature review component which can steer you to additional
information Find these documents in a university library

4+ Review national materials on obstetric norms procedural or treatment protocols for women and
newborns

4+ Search the Internet for organizations working on Safe Motherhood topics
4+ Search for publications on Safe Motherhood

+ Review Demographic and Health Surveys (DHS) for data on maternal health and on
communication vanables such as radio and TV ownership

+ Look for other national and regional data which may be avallable through the Ministries of
Health Census Departments Bureaus of Statistics and other similar entities

+ Talk with community leaders or others familiar with your study area and population (e g
midwives traditional birth attendants women s group leaders viflage heads)

+ Speak with people who work locally on 1ssues related to Safe Motherhood (eg family
planning) They can provide valuable contextual information and may guide you to key articles
books or other key informants
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valuable practical information Many such documents are not formally published, and contacting
organizations directly or searching specialized electronic databases often 1s the only way to locate
these materials It 15 also extremely useful to talk with people who have done similar work The
table on page 32 lists sources of information that may be useful (See Appendices A and B for a
list of some specific journals, publications, organizations websites, and other references on Safe
Motherhood )

What to look for

As you look through available materials, the following questions can help guide your review in
order to help you plan your own research

4+ What studies are there on topics related to Safe Motherhood? Because scant Safe
Motherhood research may exist for your geographical area you may need to search related
topics Examples of related topic areas are anthropological studies of birthing practices
breastfeeding reproductive health including HIV/AIDS family planning general health seeking
behavior health facility assessments and quality of care You also may need to expand the
geographic focus of your search to include a larger geographic area than the one in which you
work

+ What research questions have been asked?

+ What populations have besn well studied?

4+ What populations have been excluded from Safe Motherhood related nvestigations (e g men
adolescents migrant populations village women who don t seek care at existing health
facilities)?

4+ What geographic areas have been weli-researched?
4+ What geographic areas have been omitted from research?

4+ Are the studies well-conceived and implemented? How credible are the findings? Where do
the data come from? Are the data drawn from population based household surveys or from
facility or prowider records?’

+ What methods—qualitative or quantitative—were used? If quantitative methods were
employed 1s a qualitative study on the same topic useful to give more In depth
understanding?

+ Are findings current or might they be out of date?

+ What problems behaviors care-seeking practices (for women generally and for
pregnant/delivering and postpartum women) have been studied and what barners/enablers to
obtaining adequate care have been identified?

4+ What other research questions have been answered?
4+ What pertinent research questions remain unanswered or were inadequately answered?
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Define Scope and Objectives of Research

As Section IT shows, Safe Motherhood 1s a vast and complex 1ssue, mvolving broad social issues,
such as gender and class Safe Motherhood entails not just one behavior, but different clusters of
behaviors at different stages in the pregnancy-labor-postpartum sequence It involves making
decisions under duress, decisions that take into account multiple actors and a host of cultural and
logistical factors At the core of community Safe Motherhood 1s maternal survival, the essence of
whuch 1s getting prompt, appropriate care for complications of pregnancy, labor/delvery, and the
immediate postpartum period But Safe Motherhood has evolved to include preventive 1ssues and
newborn health and survival Within these broad categories, there are subtopics which could be
the focus of separate studies in themselves reproductive tract infections, abortion, female genital
mutilation, maternal nutrition (especially anemia), and breastfeeding Although we do not provide
full research protocols for these latter topics, such protocols already exist for some of them (See
Appendix A) Those research topics that are covered in this Guide are listed in the table below

Topic Area Community Research Issues Covered

5

Diet/nutntion alcohol and other drugs therapies/medicines/vitamins workload/activity
i personal/household hygiene female genital mutilation care from traditional and
professionally tramned health providers during pregnancy labor/delivery and postpartum
influentials

Recognition of complications in pregnancy labor/delivery postpartum including
awareness perceived severity and knowledge of appropriate action

Decision-making/care-seeking dunng birthing and for complications including influentials
and treatment patterns

Barriers and enablers to accessing life-saving care including physical mobility
distance/time to services availability and cost of transportation hours of facility operation
cost of services and incidentals community support systems

Available service options including those from the traditional and formal health sectors
perceptions of quality of care from a technical standpoint (e perceived efficacy of the
services) and from a non-technical standpoint (1€ cultural compatibility, interpersonal
communication) how these perceptions affect service use actual quality of care
especially of community providers with regard to basic practices (particularly around
labor/delvery, and with the newborn)

Care and management of the newborn including clearing the baby s mouth and nose
drying warming and cleaning procedures cord cutting and care keeping mother and
baby together and infant feeding practices response to complications including
recognition of complications decision-making/care-seeking barrers and enablers to
accessing ife-saving care quality of care

A separate assessment of health facilities should be conducted to look at quality of cate from a
technical and medical standpoint But a community diagnosis should be used to look at
community experiences with and perceptions of care, both of which play a critical role n
determining whether families decide to utilize mstitutional health services
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CoMMUNITY ASSESSMENTS AND SERVICES ASSESSMENTS HAvE Areas or OVERLAP

There 1s no clear cut boundary between where a4 commumnty assessment ends and a services assessment
begms Some topics straddle both assessment areas Quality of care 1s such a topic with the two types of
assessments used to examune different aspects of the 1ssue The commumnity assessment would concentrate
on denufying available service options documenting some basic care behaviors understanding the local or
client perspective of the health facihity and services and on all of the teatures that encourage or discourage
chient use [he health services assessment would concentrate on evaluating qualty of care from the Western
biomedical standpomnt Here are some examples of the types of topics that fall under each

Community Assessment

4 ‘Types and locations of health providers and health facilities available to the community

4 Perceptions of the kinds of problems that are best treated within the formal health system
4 Perceptions of quality of care or efficacy of treatment received
4

Perceptions of positive and negative consequences of using the formal health system compared with
those of usmng traditional sources of care

IR EA

Perceptions of barriers to access e g how difficult 1t 1s to reach the facility

-

Perceptions of service affordability

Experiences mteracting with health providers

¢ 4 4+ ¢

Actual practices of commuuty providers related to basic care (especially i labor/delivery and with the
newborn)
Health Services Assessment

4 Orgamzation of health services and cadres of health providers

4 Institutional staffing physical infrastructures equipment and supplies case loads
4 Quaklfications and skill of providers

4 Avadability and quality of traumng curricula

4 National policies or protocols

4 Fee structures

4 Health outcomes

In the Community Assessment quality of care 1ssues can be explored by mterviewing service users and non
users and by talking with and observing traditional care providers and those 1 the mstitutional health
svstem Just because a Community Assessment 1s focused on understanding commumty aspects of Safe
Motherhood thus does not preclude observations and/or mnterviews m health faciiies  Such observations or
mterviews can be critical to understanding the family s experzence m the facility and how that experience
bears upon her care seehing behavior The kev 1s that while some basic provider practices are explored the
focus of the Community Assessment is on the cltent pei spective rather than on conducting a highly techmical
assessment of medical facilities and services (For gudance on conducung an assessment of faciiies and
services see the World Health Orgaruzation s Safe Mother bood Needs Assessment listed i Appendix A )
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No project will be able to address all Safe Motherhood topics 1n depth (Think about the daunting
task of researching all of the issues listed mn Section II, Safe Motherbood Framewoirk The Pathway
to Survwal) In order to make the topic scope manageable, you can take one of two approaches
(1) cover the basic 1ssues for most or all topics, but not in-depth, or (2) focus the research on
those areas most important for the project In some mstances you may combine approaches by
covering one or two areas in-depth and gathering more general information on some of the other
topics In most cases u s best fo focus the research Unless the subject has already been well
researched, you will always want to cover “response to complications’ topics in depth, and add

related topics according to project needs and resources -

In order to define the research objectives, you will want to consider project goals, the results of
your literature review, and resource and logistical factors

Project Goals

To what extent are project or research goals
defined’ What 1s the ovetall onentation of the
organizitton that will use the information tor
developing interventions’ Some may be more
oriented tow rd food and nutrition some
toward supporting ficilities some toward
community development and mobilization
Formitive research 15 prictical rese irch tor
making program decisions so the investigation
should be shiped by the needs of the project

Sometimes project mandates provide an
wromatic focus fot the resewrch These
mandates ¢ in diect emphasis to particular
topic are1s or target populations For example
in Indonesia the government requested that
MotherCare work with their professionally
trained midwives serving in health centers or 1n
villages Therefore mvestigation of how
community members percened midwives was
more extensive n Indonesia than 1t w s n
other countries In additton prior research in
Indonesi1 had highlighted inemia as a
significant problem n South Kalimantan so the
Minstrv of Health put anemia as a top priority
on the formatn e reseirch agenda In other
cases 4 primary project goal might be to reduce
pertatal mortality  and the tormative research
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Most Indonesian mothers give birth at home,
attended by traditronal birth attendants and
maternal mortality ratios are ugh (i 1992 420
per 100 000 Live births) The Indonestan Muustry
of Health decided to try to mcrease the number of
barths attended by a cimcally tramned health
provider whether at a faciity or 1n the home The
government tramed some 54,000 young woren,
with the objective of placing one 1 each village
But because of their youth and their hmited
tramung and experience, these village mudwives
lacked confidence and adequate shill and mothers
were reluctant to use thewr services MotherCare
adopted a dual strategy of upgrading skils and
promoting community acceptance of these
providers Formative research m the community
centered on response to complications and
anemma but paid special attention to community
perceptions of mudwives, reasons for use or non
use of mudwifery services, and on behaviors
mdwives could adopt to become more culturally
acceptable to community members As a result,
the traimng intervention emphasized both
technical and culturally appropriate mterpersonal
skills At the community level, the Information
Education and Communicatton (EC) campaign
focused not only on mcreasing family awareness of
and preparation for complications, but also on
promoting the image of mudwives and
encouraging use of theur services
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would mclude issues relevant not only to maternal health, but also to the health and management
of newborns In the design of one country intervention, MotherCare and a child survival project
pooled experiences to focus on newborn deaths

Often project goals are quite general— Safe Motherhood’—and an important function of the
formative research 1s to help focus the project on the key problems 1n the catchment area In this
case, 1itia] research could be broad but would quickly focus on important problem areas as they
come to hight The Commumnity Assessment can help identify the key actionable measures that
should be mcluded i an intervention plan

Results of Literature Review

The literature review described in the prior section will tell you what 1s already known about
particular aspects of Safe Motherhood and where the gaps are For example, if much 1s already
understood about women s knowledge of and perception of pregnancy and delivery
complications, you may choose to emphasize other topics such as care-seeking behavior in
pregnancy and childbirth or barriers to using health facilities for prenatal and delivery care If
existing studies have not investigated men’s beliefs and practices, then you may wish to make a
special effort to determune their role in decisions about finances and transport Perhaps key
problems already have been dentified 1n prior studies, but there may be little understanding as to
whv they occur, or how they can best be overcome

Resource and Logistical Factors

The extent to which you will need to focus the scope of the research also depends on a number
of logistical and resource factors

Time Line When 1s the information needed? The shorter the time line, the fewer
the number of topics you can cover well

Population
Heterogeneity The more diverse the population under study, the larger the sample

size and the more time and financial resources necessary Given
probable resource constramnts, the more heterogeneous the population,
the more topic-focused you will need to be
Qualifications of

Research Team The team will be composed of persons with diverse backgrounds
Some may have a clinical background some may have experience in
community health interventions, others may be experienced n
qualitative research but have no background in Safe Motherhood
issues All team members will need to master a base of technical
information and an adequate level of skill in qualitative research
before beginning the field work Particularly if team members have
little prior qualitative research experience, you will need to keep the
research as simple and manageable as possible
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m
QUALIFICATIONS OF THE RESEARCH TEAM

The research team should be-composed of persons with complementary areas of expertise such as chimcal
medicine social science commumty work and qualitative research it health promouon The physicians or
professionally traned mudwives on the team can serve as medical resource persons Social scientists with a
background 1nn health behavior or communucation for behavior change are particularly useful for ensuring that those
factors that mfluence behavior and that need to be considered mn mtervention design are covered 1n the research
Team members with prior experience working in the project area commumnities can help the group understand the
research context and establish rapport with community members Persons who have sohd qualitative research
experience can assist others m learning the methodologies and can help assure the quality of research design and
data collection Ideally, the team will consist wholly or largely of local persons

m

Size of
Research Team With how many people will vou be working’ Usually teams of three

to stx people are optimal If fewer people are available, the pace of
the research may be very slow If more are involved, tramning and
coordination of members becomes more complicated, and more than
one vehicle will be required to transport the team

Travel How much time will travel take from vour fieldwork schedule? Will
the team stay at the research sites? If not, how far away from these
sites will the team be lodged? How dispersed are sites? In what con-
dition are the roads and vehicles” How long will it take to travel to
and between sites?

Budget Financtal constraimnts will affect the overall amount of time that can be
spent on the research and the number of sites that can be covered
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Define Research Questions

Once the overall scope and broad objectives of the research are established, you will need to
define the specific questions the research intends to answer Clearly defined research questions
will help bring you to the heart of what you want to learn and keep you on track If an objective
1s to explore community members’ response to maternal complications, approach this topic
systematically by covering all the key questions that are relevant to your research objectives The
Pathway to Survival framework in Section II provides an mventory of such factors and related
1ssues

To facilitate the process of defining your research questions Section IV Topic Modules, covers
prevention/normal care as well as response to complications, both for the mother and for the
newborn

By referring to the Topic Modules 1n Section IV, you can select the relevant research questions for
your study For example, if your research scope includes maternal diet and nutrition 1n pregnancy
specific research questions, taken from Module 1A (Maternal—Prevention Issues and Normal
Care), might be

4+ What foods/drinks do women take/avoid mn pregnancy?
4+ When are specific foods/drinks taken/avoided in pregnancy?

4 What are the reasons women give for taking/avoiding specific foods/drinks m
pregnancy?
4+ Do women change the overall quantity of food they consume when they are

pregnant?

Note that these are research questions and not the actual field questions to be asked of
respondents Field questions represent the operationalization of the research questions, and may
be answered by a varniety of means Section IV further explains this distinction and girves a more
detailed discussion of how to use the Topic Modules as a basis for developing instruments

39



W Assessing Safe Motherbood 1n the Community

Determine Sampling Plan and Select Sites

This overview covers spectal sampling considerations that a Safe Motherhood Community
Assessment entails You probably will have a small, purposive sample and for the most part, will
follow standard sampling practices for qualitative research (For those readers seeking guidance on
standard practices, some references are listed in Appendix A )

Overall, the primary consideration in determining sample size 1s homogenenty of the population
under study The more expected variation, the larger the size of your sample If the geographical
area you will cover includes only one ethnic group, your sample can be much smaller than if
there are multiple ethnic groups If your project catchment area 1s exclusively rural, your sample
can be smaller than 1if you have both urban and rural populations

Qualitative, formative research usually involves two basic levels of sampling sampling of units and
sampling of individuals

Samphng of Units

This level of sampling entails selection of primary sampling units, such as districts health facilities,
and villages Your overall objective 1s to select units that will cover the probable varation 1n
practices associated with Safe Motherhood and that will reflect important subpopulations
Identifying communities usually 15 a multi-stage process If, for example you selected districts as
sampling units and your research 1s organized around health facility catchment areas, you would
first select districts then the health facilities, then villages/communities Examples of other large
units that may form the basis of your plan are geogtaphical regions such as coastal mountain
plateau, major ethnic groups, or main religious groups such as Muslim and Christian

In order to dectde which units mught be relevant, draw upon other research on the topic and talk
to those with knowledge of local geography and cultures Is ethnicity likely to be a major factor?
Access to services? Urban versus rural residence? Religion’

In selecting the specific villages or communities in which you will work, you should again refer to
the research questions to develop selection criteria If you are looking at how access to a health
faciity providing essential obstetric care (EOC) affects care-seeking behavior 1t will be important
to select some villages within the catchment area that are near to the facility and some that are far
away Once you establish your selection criteria, be consistent in how you apply it If the def-
mition of a “far-away” village 15 one that 1s at least two-hours dnive from the health facdity, all
“far-away’ villages should meet this criterion

Genertally you will want to exclude atypical health facilities and villages from the sample One
exception to this rule might be where a health facility is atypical because it provides EOC Health
facilities and villages to consider excluding are those that have been the focus of an intensive
project, villages 1n areas that have recently had an mflux of refugees who will temporarily change
Safe Motherhood patterns (unless refugees are a primary benetficiary population ot your Safe
Motherhood program) and areas that have recently experienced a natural disaster You may also
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want to avoid villages that have already been the site of other studies, especially if a lot of

mterview time was mvolved

Usually, the number of units selected (ethnic groups health facilities, etc ) should reflect their
approximate proportion 1n the population under study For example, if about 3/4 of the pop-
ulation belongs to one ethnic group and 1/4 to another, you probably will want to mamtain that

approximate proportion when selecting your sites There are always exceptions to this rule of
thumb, however If quite a bit 1s already known about certain areas/institutions/populations, you
may want to over-sample from others about which little 1s known Perhaps studies have already
been conducted 1n the capital city, but there have been none among rural groups Or perhaps a
doctoral dissertation has been written about a particular ethnic group, but others have not been
studied Before accepting that an 1ssue or population has already been covered,” you do want to
make sure that existing studies addressed the same questions as yours and that you have

confidence in the quality of the research

Sampling of Indwiduals

You will want to define what population segments to include 1n the research Community research

on Safe Motherhood studies by definition include women of reproductive age But, depending on
your purnposes vou may wish to further subdivide into groups such as pregnant women,

postpartum women, and adolescents

The intent of your sampling strategy 1 to gain a good understanding of the population your
project mntends to serve, with respect to your research questions Your sample should represent the
population, but need not be representative mn the strict statistical sense In fact, you may want to

concentrate on particular subgroups or
situations that will shed the most light on your
research questions For example it you want to
understand what prevents women who hue
complications from sceking care from a
professionally trained health provider vou may
want to include in your sample women who
had complications and sought such care and
those who had complications but did not do <o
Sampling 11 this w1y will help you dentify
those factors that account for differences in
care-secking behavior Proportionally the
percentage of women who sought care might
be small, but since the purpose of selecting
these women 15 to learn what enabled them to
seek approprate care the degree to which they
are typical of the population 1s not relevant

T ——

Porentiar Stubpy
PoPuULATION SEGMENTS

+ Women of Reproductive Age (WRA)

* Pregnant women
* Postpartum women
» Adolescents k
Mothers
4+ Fathers and other men
4+ Grandmothers (mothers of WRA and mothers-
w1 law)
4+ Professionally tramned providers (mudwives,
physicians)

4 Tradittonal birth attendants (antramed and
tramed)

. 3 1.

41



W Assessing Safe Mothethood i the Community

In your research you will want to mclude other people who mfluence mothers and/or play a role
in their care For mstance m some countries mothers-m-law are decisnve figures determining
many aspects of the young mother’s life—from workload, to diet, to the type and timing of care
for health needs In other countries, husbands make critical care-secking decisions, while in other
settings 1t 1s the mothers themselves and their immediate crcle of female relatives who do this
Those familiar with the setting (key mformants) can give you a general 1dea of the situation so that
you can make mutial plans as to who should be included in the research During the 1esearch, you
will want to verify your understanding of who 1s influential, and if necessary, modify your
sampling plan accordingly
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Choose Appropriate Methodologies and Develop Instruments

Once research questions are defined decisions can be made about what methods to use We
present here an overview of methods and how each might be applied to Safe Motherhood topics,
but we are not prescriptive 1 our suggestions Your choice of methods will depend on the
purpose of the research, the questions the research 1s designed to answer, and your own
preferences for certain techniques

The research can be approached as a participatory actvity, as a rapid assessment, or as a more
comprehensive and traditional qualitative research study Within those approaches are many
methodological choices The mterview 15 the basic social science research tool, but there are a
number of types of interviews they can be group or individual and they can range in the degree
of structure they entad and the extent to which they are participatory and active There also non-
mnterview methods such as observation

Some methods are better suited to answer certain kinds of questions than others As an example,
focus group discussions, which can yield valuable data on normative beliefs, atitudes, and
practices, may not be as suited to obtaining

information on 1ctual behwvior For examining A ——
complex or serrl decision-making—care- In Honduras, MotherCate’s researchers conducted
m-depth mterviews, rather than focus groups, with
mothers and fathers of babies who had died

withun the first three months of thew lfe  Focus

groups were not considered appropriate for thus
particular decision than to ask groups 1bout sensttive topic

RS |

seeking for example—it 1s better to look at
wtual deasions made ( behavior ) ind the
specific set of circumstances that led to each

hy pothetical situations In other cases the
sensitive nature of the topic may require
individual discussion 1n a private setting

Usually the intent of formative research 1s to gain an in-depth understanding of a situation, making
qualitative methods more approprate than quantitative surveys However methods may be
combined, you may want to gather certain information systematically and produce counts (e g
number of prenatal visits) while still exploring other information m-depth (e g, why some women
decided to go for prenatal care) And 1t 15 useful to quantify some of your qualtiatwe data, but
primarily for the purpose of vernfying trends rather than reporting precise percentages

The following table lists a vanety of methods, gives a brief description of each, and provides
examples of applications to Safe Motherhood topics Further guidance on selecting suitable
methods 1s found n the following Section (IV) We have not, however, included mstruction on
how to carry out each method, on the assumption that the researcher 1s already skilled 1n this
area Those who want to learn more about how to carry out particular methodologies are referred
to the resources listed in Appendix A
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ODDOLO OrTIO D O 00D A 0
Method Level Purpose A Sample Safe Motherhood Application. |
Group Group Shows n the early phases of + Types and locations of various service providers
discussion or your research what issues + Maternal and newborn health 1ssues of concern
interview warrant further exploration to the community
provides understanding of the
overall community context, + Important people in the community
identifies possible future
respondents
Focus group | Group Shows what respondents + Types of care women seek during pregnancy
discussion know about specific topics + TBA assessment of why women use therr
(FGD) gathers normative information services
on non-sensitive topics
+ Midwives perceptions of barners to care
women/families face
Individual individual Shows what respondents think | 4+ Foods consumed and avoided during last
in-depth or about/know/do regarding pregnancy
semi- specific topics, gathers + Reasons these foods were consumed/avoided
structured information on actual behavior
interview more useful than focus groups | + YWoman's experience going to prenatal care
for getting nformation on 4+ Husband s/partners actions during last delivery
sensitive toplcs
Complication | Individual Describes a sequence of 4+ How a complication was first noticed
narrative/ events/behaviors especially + Sequence of actions taken for that complication
Case study suitable for understanding
care-seeking actions and + Persons performing each action
decision-making processes + Time lapse between actions
4+ Resulis of each action
+ Factors considered before taking each action
Free st Individual Generates list of items that 4+ Complications/signs of complications in the
or group respondents perceive as newborn
belonging to the same group + Foods avoided during the postpartum period
4+ Reasons for preferring specific providers
Pile sort Individual Shows how respondents 4+ Signs of complications grouped according to
or group categorize items according to severity
particular charactenstic(s) 4+ Access barriers grouped according to degree of
difficulty in overcoming them
4+ Complications grouped according to treatment
modalrty
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METHODOLOGICAL OPTIONS AND SAFE MOTHERHOOD APPLICATIONS (continued)

Method* ~ {‘Level - | Puspbse’ Sample Safe Motherhood igppimatmn 7

Taxonomy Group Shows how items In a free hst + Newborn complications classified according to
are classified according to key perceved cause seventy and treaiment modality
characteristics

Ranking and Individual Indicates how respondents 4+ Complications ordered according to perceived

Rating or group order items according to severity

particular charactenstic(s) can +

Provider characteristics ordered according to
indicate preference

Importance

4+ Availlable providers ordered according o
perceived ability to manage a particular
complication

Classification | Individual Shows how respondents order | 4 Different types of providers assessed according

matrix or group items according to multiple to experience proximity expense ability to
characteristics can indicate resolve problem respectfuiness
preference because multiple | o fyneq of bamers to care assessed according to

variables are assessed at the
same time can indicate the

weight respondents give to
each vanable + Foods assessed according to availability cost

perceived benefit to woman dunng postpartum

difficulty in overcoming frequency experienced,
overall importance

Paired Individual Indicates how respondents 4+ Community preferences among various provider
comparison order items according to a options (for treatment of specific problems, such
particular characteristic as fits and convulsions hemorrhage postpartum

infection)

4+ Perceived severity of complications
4+ Difficuity In overcoming 4-5 identified barriers to

services
Community Group Generates visual depiction of 4+ Geographic context (e g roads bus stops
and social the study area and its relevant crops water sources)

map charactenstics 4 Health context (e g, clinics provider residences

pharmacies kiosks houses where pregnant
women live houses where woman/baby
experienced a complication)

4+ Economic/social context (€ g transportation
resources ethnicity/religion/wealth of families
participation i women s groups)

Body map Group Identifies/depicts perceptions 4+ Reproductive organs and fetal growth
of anatomy and bodily 4+ Body changes during pregnanc
functions/processes Y 9 9 Preg Y
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etod

cogueyes

Level

METHODOLOGICAL OPTIONS AND SAFE MOTHERHOOD APPLICATIONS (contined)

£

Purpose >

Sample Safe Motherhood Application
Calendar Individual Shows change in/gives + Activities woman undertakes on an average day
(seasonal or group detailed description of variable (eg workn fields get water clean house
daily over time prepare food, wash clothes, care for child, eat,
pregnancy, sleep)
postpartum) 4+ Activity level duning each month/trimester of
pregnancy
4 Food consumption during the postpartum penod
+ Visits to vanous providers during pregnancy
4+ Breastfeeding on an average day (e g number of
times, amount of time spent)
Direct Individual Provides information on actual | 4 Topics discussed during client-provider visit
Observation or Group behaviors 4 Sanitation In home
4 Behavior of gatekeepers when women come for
prenatal care
4 Sanitation/availability of supplies in birthing
facility
Survey Individual Gives standardized 4+ Number of complications recognized
question guantifiable information on + Number of prenatal care visits made
knowledge, attitudes
practices 4+ Number of iving children in family
Trial of Individual Provides feedback on 4+ [ron pill consumption during pregnancy
improved feasibility of new behaviors + Immediate initiation of breastfeeding and giving
I;rrli(:st;ces of colostrum, avoidance of pre-lacteal feeds

The next step 1s to develop your mstruments To facilitate that process, the Topic Modules in the
following Section provide an inventory of research questions and include suggestions on methods
that could be used to address them
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Section IV—Topic Modules W

At this pomnt you have reviewed the Pathway to Survival framework (Section II) and are familiar
with the 1ssues that bear on maternal and newborn health and survival You have also made
decistons about the scope and objectives of your research (Section III) Now you are ready to
define your research questions and select methods for collecting your data so that you can
construct your mstruments This Section assists you with that process

Organization of the Modules

In this Section we present a series of Modules
that list potential research questions for each
mdjor topic area prevention/normal ¢ ire and
response to comphications for hoth the mother
and for the newborn

Both the maternil ind newborn response to
complications topics are sepirated nto two
Modules, one that lists research questions
suitable for group or individual methods and
one that hsts reseirch questions thit must be
answered by mndnidual interview The latter set
of questions comprises a narrative of an wctual
sttuation and 15 meant to elicit informition on
actual behavior The narrative 15 applicable
only to those who have experienced a
complication and to family members/providers

who plaved a key role at the time of occurrence

m

SarE MOTHERHOOD -
Toric Areas COVERED

Maternal

4 Prevention Issues/Normal Care

4+ Response to Complications

Newborn

y

4+ Prevention Issues/Normal Care

4+ Response to Complications

Beesssssssssusssssesusesssssssssssnsusisenlll
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In addition to Sate Motherhood topics, Modules for a community description and for
communication 1ssues are also included, in order to offer a complete package of research
questions Therefore, the full set of Modules 1s as follows

Module 1A
Module 1B
Module 1C

Module 2A
Module 2B
Module 2C

Module 3

Module 4

Maternal—Prevention Issues and Normal Care
Mater nal—Response to Complications (individual and/or group methods)

Maternai—Response to a Complication (indrvidual complications narratives)

Newborn—Prevention Issues and Normal Care
Newbor n—Response to Complications (individual and/or group methods)

Newborn—Response to a Complication (ndividual complications narratives)
Community Description

Communication

The 1ssues covered in each Module are summarized in the following tables
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MATERNAL MODULES
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%&px(;%reaw g iTE g age tssues Covergd Seh, T <ot Level
}h..m@ﬁﬂ:srﬂ N % L % i~ - ek s e o . ]
Module 1A General health and self care diet/nutrion alcohol and other drugs Group and/or

Prevention Issues and
Normal Care

Pathway to Survival
Step 0

therapies/medicines/vitamins workload and achvities personal and household
hygiene female genital mutilation

Care from tradittonal and professionally trained health providers provider and
service preferences percewved service accessibility perceved quality of care
provider basic care behaviors

Decision making/care seeking generally including influentials

Solutions to access barriers and quality of care problems

Individual

Module 1B

Response to
Complications

Pathway to Survival
Steps 1-4

Overall awareness and knowledge regarding recognition of signs perceived severity
of each sign knowledge of appropnate action

Decision making/care seeking for complications including influentials and
treatment patterns

Range of actions taken and providers consulted for complications

Barmers and enablers to accessing life-saving care including physical mobility
distance/time to services availability and cost of transportation hours of facility
operation cost of services and incidentals community support systems

Availlable service options including those from the traditional and formal health
seciors perceptions of quality of care from a technical standpoint ( @ perceived
efficacy of the services) and from a non-technical standpont (e cuftural
compatibility interpersonal communication) how these perceptions affect service
use actual quality of care especially of community providers with regard to basic
practices (especially around labor/delivery)

Solutions to access barmers and quality of care problems

Group and/or
Individual

Module 1C

Response to a
Complication

Pathway to Survival
Steps 1 4

Background and context when and where complication occurred
Recognition of actual complication

Sequence and timing of decision making/care seeking actions taken probes to
elictt all factors that bore on decisions made

+ Percelved seventy
4+ Persons who influenced decistons taken
4+ All actions taken outcome
4+ Barriers and enablers to accessing life saving care including physical
mobility distance/time to services availability and cost of transportation
hours of facility operation cost of services and incidentals community
support systems

Provider achons taken outcome
Perceptions of quality of care received both from a technical standpoint ( e
perceived efficacy of the services) and from a non technical standpoint (e cultural

compatibility interpersonal communicabion)

Solutions to access barriers and quality of care problems

Indvidual
Complications
Narrative
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NEwWBORN MODULES

S TRAL R P Ay i ¥ Y K Jﬂﬁ. 2
Topic Area iy ls$lies Coverad Level
3 L)
Module 2A General perceptions and beliefs related to healthy newborns and newborns with Group and/or
problems Individual

Prevention Issues and
Normal Care

Pathway to Survival
Step 0

Care and management of the newborn including clearing the baby s mouth and
nose drying warming and cleaning procedures cord cutting and care keeping
mother and baby together infant feeding practices

Decision-making/care seeking generally including influentials

Solutions to access barriers and quality of care problems

Module 2B

Response to
Complications

Pathway to Survival
Steps 1 4

Overall awareness and knowledge regarding recognition of a healthy baby and of
complications percetved severity of each sign knowledge of appropriate achion

Decision making/care-seeking for complications including influentials and
treatment patterns

Barrters and enablers to accessing life saving care including physical mobility
distance/time to service avallability and cost of transportation hours of facility
operation cost of services and incidentals community support systems

Available service options Including those from the traditional and formal health
sectors perceptions of quality of care from a technical standpoint (e perceived
efficacy of the services) and from a non technical standpoint (e cultural
compatibility interpersonal communication) how these perceptions affect service
use actual quality of care especially of community providers with regard to basic
practices

Solutions to access barriers and quality of care problems

Group and/or
Inchividual

Module 2C

Response to a
Complication

Pathway to Survival
Steps 1 4

Background and context when and where complication occurred
Recognition of actual complication
Sequence and timing of decision making/care-seeking actions taken probes to
elicit all factors that bore on decisions made

+ Perceived seventy

4+ Persons who influenced decisions taken
4+ All actions taken outcome
*

Barners and enablers o accessing life saving care including physical
mobility distance/time to services avallability and cost of transportation
hours of facility operation cost of services and incidentals community
support systems

Provider actions taken outcome
Perceptions of quality of care received both from a technical standpoint (1 e
perceived efficacy of the services) and from a non technical standpoint (e cultural

compatibility interpersonal communication)

Solutions to access barriers and quality of care problems

Individual
Complications
Narrative

50




_ Section Iv—Topic Modules B

SUPPLEMENTARY MODULES
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Module 3 Demographics including nformation on population size and type ethnic groups Group and/or
languages individual

Community Description
Geographic context including information on climate seasons terran village size

community type

Infrastructure including information on roads transportation water sources
sanitation

Social context including information on dwellings neighborhood characteristics
markets family organization and male/female unions social support and religious
organizations

—Economic context including information on income generating activities material
used for dwellings apphiance and animal ownership income levels and wealth
distribution crops and arimals

Health resources inciuding information on health facilities/structures and providers
from the traditional and formal health sectors

Module 4 Literacy levels Group and/or
individual
Communication Ability to interpret pictures
Sources of information
Influential persons

Interpersonal networks and community organizations

Existing and potential channels of communication mass media print materials
counseling including recall of messages
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Use of the Modules

The purpose of the Modules 1s to serve as 4 basis for developing your research mstruments In
order to do that, you need to (1) select your research questions (2) select the most surtable
methodologies for answermg them, (3) operationalize your research questions, and (4) put
together the overall research protocol The Modules are tools to help with this process

Select the Research Questions

Having 1eviewed the framework in Section II, you have been mtroduced to the range of potential
topics that mught be included m your research Turn to the Modules that fall within the scope of
your research and select the research questions relevant to your work The topics listed in the
Modules parallel the Pathway to Survival framework discussed in Section II Therefore, for any
research question listed, you can refer to the framework section for a review of the issue if you
are unsure whether or not it should be included mn your research

Select Metbodologies

The methodologies you select will depend on the research purpose the questions to be answered
and your own experience with and preferences for certain techniques A variety of types of studies
can be developed from the Modules—from participatory assessments to rapid apprasals, to more
comprehensive studies using traditional qualitative methods Regardless of the type of study
conducted, there are usually several ways to obtamn an answer to a given research question You
may wish to refer back to the table of methodological options mn the Planning Section (I11) as a
remunder of the variety of methods that can be employed 1n this kind of field research

Even though a variety of methods exist, some methods are better suited to answering some kinds
of questions than others Therefore, we have also included methodological recommendations m
this Section both for the Topic Module as a whole, and for individual research questions

Generally speaking, focus groups are an efficient means of gathering information about normative
beliefs and behaviors—that 1s, beliefs and behaviors that repiesent the social standards and
cultural expectations of the community Group methodologies are also recommended where
mteraction among participants 1s destred, as, for example when debate would quickly highlight a
range of viewpoints on an 1ssue, or where characternistics of the mteraction itself are of interest
(who speaks and who doesn't extent to which people feel free to express divergent opmions)
Sensitive topics are not usually suitable to discuss in groups
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Focus groups can also incorporate other methods for examining particular questions Standard
focus groups consist of guided discussion There 1s no reason why discussion cannot be combined
with participatory activities that address specific 1ssues For example, during a focus group
discussion on recognition of complications and perceptions of severity, participants could be asked
to sort a set of cards with pictures/labels of complications on them mnto piles to indicate which
ones they believe to be not serious, somewhat serious, or very serious Or during a discussion on
provider preferences, the group could rank providers according to a number of characteristics,
such as access, cost, competence to solve the problem, and friendliness

The majority ot research questions can be answered by group and/or individual methods, with
group methods tending to elicit more normative nformation 1n an efficient way, and individual
methods tending to elicit more variety and detail but in a ume-mtensive way Some questions,
however, must be examined at the individual level This 15 the case when only some individuals in
the population have direct knowledge or experience with the situation the questions address It 1s
also the case when behavior depends on the particular circumstances of the situation, and where
circumstances vary Serial decision-making always falls into this category For these reasons, i 15
out strong recommendation that, to gatber formation on decision-making and actions taken
response to complications, mdwdual intertieu s in the form of a Complications Narrative be
conducted unth persons who weie involved in the comphcation A Complications Narrative 1s an
indrvidual case study of an actual complication and what was done about it The narrative can be
conducted 1n a very open and free-form way with probing at appropriate points, or it can be
semi-structured However 1t 15 structured, it i1s only by looking at actual bebavior and the particular
set of circumstances that led to a particular decision at each stage of the process that a complete
understanding of how decisions are made can be gained A group discussion of a hypothetical
situation cannot vield this kind of understanding 1t 1s for this reason that both the maternal and
newborn complications topics are divided into two Modules one that contains questions suited to
gtoup and/or mdwvidual methods and one that focuses on deusion-making in response to an
actual complication that 1s suited to individual methods There 1s some overlap in the topics
covered, as some aspects of understanding complications can be addressed by either group or
indnvidual techniques It 1s 1n fact desirable to obtain information via both means since using
multiple methods ( ‘triangulation’) will help improve the likelthood of reducing bias and obtaining
valid data
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Operationahize the Research Questions

When you develop instruments, 1t 18 important to remember that the research questions you
select from the Modules are not the same as the actual questions you will ask of
respondents The research questions must be operationalized so as to obtain the needed

mformation For example
Research questions
4+ What foods/drinks do women take/avoid in pregnancy?

4 What are the reasons women give for taking/avoiding specific foods/drinks
pregnancy?

4+ Do women change the overall amount of food they consume when they are
pregnant?
Actual interview questions

4+ Are there any foods you are avoiding because you are pregnant’ (If yes, ask
respondent to list all the foods she can think of that she 1s avoiding )

4 What can happen if you eat [food mentioned] when you aite pregnant?

4 Are there any drinks you are avoiding because you are pregnant’ (If yes, ask
respondent to list all the drinks she can think of that she 1s avoiding )

4 What can happen if you drink [drink mentioned] when you are pregnant?

4+ Are there any foods you are eating more of because you are pregnant? (If yes ask
respondent to list all the foods she can think of that she 1s eating more of )

4 Why are you eating more [food mentioned]?

4+ Are there any drinks you are taking more of because you are pregnant’ (If yes, ask
respondent to list all the drinks she can think of that she s taking more of )

4 Why are you drinking more [drink mentioned]?

4+ How much food are you eating during your pregnancy? Would you say more food,
less food or about the same amount of food as usual?

You can operationalize your research questions mn other ways as well As an illustration, to
determme whether diets changed during pregnancy, you can ask a woman to sort different foods
(e g, listed or pictured on flash cards or otherwise represented) into piles

Pile 1 Foods she ate more of during pregnancy than before pregnancy
Pie 2 Foods she ate less of during pregnancy than before pregnancy

Pile 3 Foods she ate about the same amount of before pregnancy and during pregnancy
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Then, you can follow up with questions such as Tell me the reasons you ate more [foods in Pile
1] during your pregnancy than you did before?

Other research questions might be answered without asking respondents questions at all, as when
observation 1s used

Put Togetber an Overall Research Protocol

You will want to develop a set of instruments that comprise the overall research protocol The
instruments represent the operationalization of a set of research questions Each instrument can be
created to address a certain topic area and population segment, or each can be developed for use
with a particular methodology For example, you could develop the following set of mnstruments to
adminuster 1n each village/community you choose to sample

1 Community Context Instrument

Purpose  Understand the physical and social context of the study area and idenufy
individual interviewees (e g, mothers who experienced complications,
TBAs, vililage midwife)

Population  Cross-section of community members

Methodology  Community interview with a social mapping activity

2 Normal Pregnancy, Labor/Delivery, and Postpartum Care Instrument

Purpose  Gather general information about normal care practices during pregnancy,
labor/delivery, and the postpartum period, and ascertain overall awareness
and perception of complications during these stages

Population  Women of reproductive age

Methodology  Focus group discussion with a free-listing and ranking activity to gather
information on recognition of complications and perceptions of severity,
pregnancy calendar also could be constructed to show when visits to provi-
ders are made and how activity levels change or remain the same over time

3 Men’s Focus Group

Purpose  Obtain mformation on men s recognition of complications and decision-
making about care, as well as their potential role 1n getting women
promptly to medical care

Population  Husbands/partners of women of reproductive age

Methodology  Focus group with free list of barriers to accessing care, and paired
comparison to determine the relative significance of each of these barners
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4 Complications Narratives

Purpose

Population

Methodology

Determine how the complication was identified document the sequence
and uming of actions in response to a complicatton, and obtain detailed
information on decision-making

Women who have experienced a complication and others who played a
key role at the tume of the complication (e g thewr husbands/partners)

Semt-structured narrative that asks respondent to recall what led her to
determune she had a complication, and to recount in sequence everything
that was done 1n response, and why 1t was done

5 Facility Observations and Interviews

Purpose

Population

Methodology

Learn the nature of client-provider interactions in prenatal care sessions and
ascertain client recall of counseling messages and feasibility of advice

Clients i local health facility

Observation of client-provider mteractions, short exit interview with client
to provide data on recall and feasibility of acting on recommendations
(The WHO Safe Motherbood Needs Assessment has modules that potentially
can be adapted for these purposes See Appendix A)

6 Provider Interviews

Purpose

Population

Methodology

Leain basic care practices for labor/delivery and immediate care of the
newborn, ascertain recognition of signs of complications and learn what 1s
done m response

Traditional birth attendants and professionally-trained mudwives

Individual mterview

It 1s useful to begin each mnstrument with specification of the purpose, population, and

methodology, as 1s done in the examples above Under purpose the specific research questions
that the mstrument 1s designed to answer would be listed Then the actual field questions or
observation protocol or participatory activity you have developed to answer the research questions
would follow By laying out your mstruments i this manner, you can help ensure that all
necessary topics are covered and that you stay focused on your research objectives
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Module 1A
Maternal—Preventmnlssues and Nm'malcal'e

<+ Pathway to Survival Step 0
<+ Group- and/or Individual-level Information

Research Objectives

To obtain information on knowledge behavior, attitudes, and perceptions related to normal
pregnancy, labor/delivery, and postpartum, including

4 General health and self-care practices diet and nutrition, alcohol and other drugs,
therapies, medicines, vitamuins workload and activities personal and household
hygiene, female genital mutilation

4 Care from providers provider and service preferences percewved service
accessibility, percerved quality of care, provider basic care behaviors

4+ Influentials

4+ Solutions to access barriers and quality of care problems

Potential Study Populations

4+ Women of reproductive age (WRA)

4 Mothers

4 Adolescent girls

4+ Women who have experienced at least one pregnancy
4 Husbands/partners

4 Grandmothers (1 e , mothers-in-law mothers of WRA)
4 Traditional birth attendants (TBAs)

4 Trained midwives

4 Other health personnel (e g nurses doctors)

4 Other nfluentials (e g, brothers uncles)

4 Other community leaders and decision-makers (e g , chiefs mayors, health
authorities)
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Potential Methods

4+ Focus group discussion

4+ Individual interview

4 Free list

4+ Pile sort

4 Ranking

4 Parred comparison

4+ Classification matrex

4 Body map

4 Seasonal, daily pregnancy, and postpartum calendar

4+ Observation

Most of the research questions in this Module have to do with overall customs and practices, and
are sutted to etther group or individual methods It 1s likely that you will want to use both
individual and group techniques for some of the topics (e g diet during pregnancy, workload and
activities in the postpartum period) Questions posed during focus group discussions will help
establish the range of behavior and cultural expectations, and questions in individual interviews on
the same topics can (and should) be posed so that you get information on actual behavior Topics
that are unshaded can be addressed by group and/or individual interviews Shading indicates that
the research question should be addressed only by individual mnterview

For many of the questions n this Module T ———
participatory. methods wre especially etfectve REMEMBER!

and can be mtegrated into 4 focus group 4 The research questions Iisted 1 the Module are

not the same as the iterview questions asked
of respondents The research questions must be
Supplemental Methods and Methodological operatiopahzed See discussion mn the

Notes 1n the last column of the Module mtroduction to these Modules

discussion Where these techniques are
appropriate they are hsted under

4+ Shadmg mdicates research questions are suted
only to mdividual rather than group methods

M

Most ot the questions 1n this Prevention Issues
ind Normal Care Module apply to all of the
childbearing stages pregnancy, labor, delvery,
and the postpartum period For example, a question about signs that indicate that things are
proceeding normally can and should be asked in reference to each stage It 1s best to organize the
discussion by stage, asking first all questions that have to do with pregnancy then labor-delivery,
and then postpartum—rather than for example, asking about signs for all stages, then self-care for
all stages then providers for all stages, etc The order of your questions should represent a logical
flow and will deviate from the order the topics are presented in these Modules
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MATERNAL—Prevention Issues and Normal Care

lapplies to pregnancy, Iabor/dehvery, and postpartum period]

Pathway-. " Reséarch Question . | Sample-Supplémerital Metfiac
Topic Area and Methodological Notes ™

General

At what paint 1s pregnancy revealed/talked about with
others?

Pregnancy calendar

What are the signs known to/believed to indicate labor
has started?

Free list of signs indicating labor has started

What are the names/local terms for these signs?

Get a full st of local terms for each sign mentioned

What do women believe they should or should not do
during P/L D/PP?!

Free list of behaviors

Generate separate free st for each childbearing stage

What are the reasons these things should or should not
be done?

Ask separately for each behavior mentioned

What are the special self-care practices duning P/L D/PP
and when are these things done?

Body map pregnancy calendar postpartum calendar

Ask separately for each childbearnng stage

What are the reasons for doing these things?

Ask separately for each action mentioned

What do women believe about what happens to the body
duning P/L D/PP?

Body map pregnancy calendar postpartum calendar

Ask separately for each childbearing stage

What do women believe about fetal development dunng
pregnancy?

Pregnancy calendar body map

What are the signs believed to indicate that P/L. D/PP I1s
proceeding normally?

Free list of signs

Ask separately for each chiidbeanng stage

What are the names/local terms for these signs?

Get a full hist of local terms for each sign mentioned

At what point after the baby comes out is the postpartum
period considered to begin? Are delivery and the
immediate postpartum period considered to be separate
processes or part of the same process?

What is the length of the postpartum period?

What 1s the name/local term for the postpartum period?

Postpartum calendar

'P/L D PP = pregnancy-labor delr erv “postpartum
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M _Assessing Safe Motherbood in the Community

Module 1A (continued)

MATERNAL—Prevention Issues and Normal Care

Pathway Research Question . Sample Supplemental Methods
Topic Area and Methodological Notes
Diet and What foods/dnnks do women take/avoid in P/L-D/PP? Free list pregnancy calendar daily calendar postpartum
Nutrition calendar
When how much how often are these substances
taken/avoided? Ask separately for each childbearing stage
What are the reasons women take/avoid [food/drink]? Ask separately for each substance mentioned
Do women change the overall quantity of food they Pregnancy calendar
consume when they are pregnant?
Alcohol and What alcohol/tobacco/other drugs are used/avolded in Pregnancy calendar dally calendar postpartum calendar
Other Drugs P/L D/PP? When how much how often are these
substances used/avoided? How do women take these Ask separately for each childbearng stage
substances (e smoked ingested injected nhaled)?
If the topic is sensitive In this culture individual interviews
may be more approprate than group sessions
What are the reasons for taking/avoiding Ask separately for each substance mentioned
[alcohol/tobacco/other drug]?
Therapies, What medicines/vitamins/pifls/injections/therapies do Free list pregnancy calendar daily calendar postpartum
Medicines, women consume/avoid in P/L-D/PP? When how much | calendar
Vitamins and how often are these substances used?
Ask separately for each childbearing stage
(If not mentioned probe for use of tetanus toxoid ron
tablets in pregnancy and for oxytocics massage
delivery)
What are the reasons for taking/avoiding Ask separately for each substance mentioned
[medicine/vitamin/pill/ injection/therapy]?
Who administers these? Ask separately for each substance mentioned
Workload and | Which work/activities are continued/stopped during Pregnancy calendar seasonal calendar daily activity
Activities pregnancy? When are they stopped? calendar
What work/activities are started/avoided in the first day Postpartum calendar seasonal calendar daily activity
after delivery? In the first few days? First week? First few | calendar
weeks? First month?
What are the reasons for continuing/stopping/starting/ Ask separately for each activity mentioned
avoiding [work/activity]?
Personal and | How/where 1s cooking done? Observation
Household
Hygiene What are the sanitary conditions (water supply latrines Observation
(General) and therr placement)?
Supplement with data from Community Description
Module

60




Modhule 1A (continued)

Section IV—Topic Modules B

MATERNAL~—Prevention Issues and Normal Care

i sy s o . " 2 »,,-., g ..,.. o e
Pathway Research Question Sample Supplemental Methods
Topic Area and Methodological Notes
Personal and | What douching or other personal hygiene practices are Pregnancy calendar daily calendar
Household followed in pregnancy? When do such practices occur?

Hygiene i
Pregnancy What are women’s handwashing practices (determine if | Observation

and when handwashing occurs)?

Personal and | What hygienic actions are taken by providers/others Observation of household or birthing site
Household present durnng defivery?
gy?:’ene n + Handwashing practices during dehvery (determine if

elivery and when handwashing occurs)
+ Washing/cleaning of genital area (determine if this
occurs and with what)
+ Where delivery takes/took place (description of
birthing area)
+ Matenals used in delivery and how/with what they
are/were cleaned (e g paper Iinens table)
+ How if at all birthing area was cleaned
Personal and | What hygienic actions are taken in the postpartum Observation (for handwashing practices)
Household penod?
Il;lyglenﬁtln + Washing/cleaning of genital area (determine if this
ostpartum occurs with what and how often)
+ Changing/washing of any pads or cloths (determine
how often this ocours, whether matenals are reused
and if so whether they are washed/boiled and dned
in the sun)
4+ Handwashing practices (determine if and when
handwashing occurs)
Female What types of FGM are practiced if any? Given the sensitivity of the 1ssue it may be best to find
Genital good key informants who can provide information
Mutilation What I1s the approximate proportion of girls who undergo | about this topic
(FGM) this procedure? (Purpose is to understand the extent to
which FGM s an 1ssue in your study area not fo get Supplement with data from Community Description
exact percentages) Module
What is the avallability of birth attendants who have
special skilis to handle FGM related delivery problems?
Prenatal, From whom do women get care duning P/L-D/PP Ask separately for each childbearng stage and each
Dehvery and (tradrtional and nstitutional providers)? provider
Postpartum
Care from When during pregnancy do women get prenatal care? Pregnancy calendar
Traditional How many times during pregnancy?
and Formal
Health Where do women deliver?
Providers
When do women get postpartum care? How many times | Postpartum calendar
(Some during the postpartum period?
questions still
apply evenif | What do P/L D/PP care providers do (services/actions)? | Observation
delivery took |(Eg give massage give vapors check position of fetus
place without | check blood pressure give medicines examine placenta) | Ask separately for each childbearing stage and each
a provider) provider
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M Assessing Safe Motherbood 1 the Community

Module 1A (continued)

MATERNAL—Prevention Issues and Normal Care

Pathway Research Question . Sample Supplemental Methods
Tapic Area and Methodological Notes
Prenatal, What are the reasons for going/not going to the Free list
Delivery and | [provider/health facility] for care in P/L D/PP?
Postpartum Ask separately for each childbearing stage and each
Care from provider/facility
Traditional
and Formal What is the relative importance of these reasons? Ranking paired comparison pile sort classification
Health matrix
Providers
(continued) What things might keep a woman from getting the care | Free list
she wants? Make It easier for a woman to get the care
(Some she wants? Ask separately for each provider/facility
queshons still
apply evenif | Which are the most common? Ranking paired comparison pile sort classification
delivery took matrix
place without | Which are the most difficult to overcome? Least difficult
a provider} to overcome?

What are the positive/negative aspects of the care
recelved from [provider/facility]?

Free list

Ask separately for each childbearing stage and each
provider/faciiity

How do these positive/negative aspects rank in terms of
importance?

Ranking paired comparison pile sort classtfication
matrix

What are the preferences/taboos regarding aspects of
behavior/care dunng P/L D/PP (e g invasive procedures
provider gender modesty/clothing presence of other
family members birthing position handiing/return of
placenta exposure to cold travel bathing/cleaning)?

Free st

Ask separately for each childbearnng stage

What is believed to happen If taboos are violated?

What 1s the behavior of health facility staff (including
gatekeepers/providers) toward women/families coming
for P/L D/PP care?

Observation
Ask separately for each childbearing stage

Appropriate also to ask of providers

What are the things the [provider/facility] does to
respect/disrespect local customs/bel efs?

Observation

May be appropriate to ask separately about each
childbearing stage

Appropriate also to ask of providers

What is the perceived competence/preparedness of
[provider/facility] to provide care during P/L-D/PP?

Ranking paired comparson pile sort classificatton
matrix

Ask separately about each childbearing stage

Appropriate also to ask of providers

What characteristics do women/families think make
[provider/facility] well prepared/poorly prepared to
provide care for P/L-D/PP?

Free list

Ask separately for each childbearing stage and each
provider/facility

Appropriate also to ask of providers
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Modhile 1A (continued)

_Section N—Topic Modules B

MATERNAL—Prevention Issues and Normal Care

Pathivay » | Research Question Sample Supplemental Methods”
Topit Ared - and Methodological Notes
Prenatal, What mode of transportation 1s used to reach provider?
Delivery and
Postpartum What I1s the relative ease/difficulty in locating Compare with data from Community Description Module
Care from transportation for P/L D/PP care?
Traditrional
and Formal What is the cost of transportation? Compare with data from Community Description Module
Health
Providers How much of a burden are these costs?
(continued)
What was the cost of P/L D/PP care {per visit for various | Compare with data from Community Description Module
{(Some services medicines other incidental expenses total)?
questions stil!
apply evenif | How much of a burden are these costs?
delivery took
place without | When Is the facility open and when does It offer care for | Compare with facility/provider data from Commuruty
a provider) P/L-D/PP? Description Module
Influentials With whom do women/families talk about P/L. D/PP? May be appropriate to ask separately for each
childbearing stage
Who makes decisions about expenditures for routine P/L- | Explore whether different people make decisions about
D/PP care for women (travel purchases foods)? different things and at different stages
Who makes decisions about where and from whom P/L | May be appropriate to ask separately for each
D/PP care is obtained? childbeanng stage
Overcoming What suggestions do community members have about | Appropriate also to ask of providers
Access how to overcome problems in accessing routine care?
Barners and
Improving What suggestions do community members have to
Quality of improve the quality of routine P/L. D/PP care?
Care
What community resources or support systems exist to | Compare with facility/provider data from Community
assist women In getting care? How best could these Description Module
resources and support systems be mobilized?
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Module 1B
aternal——nespnnse to cnmicagns

<+ Patiway to Survival Steps 1-4
<+ Group- and/or Individual-level Information

Research Objectives

To obtain information on general knowledge, attitudes, perceptions, and on normative behavior
for topics related to response to complications of pregnancy laboi/delivery, and the
postpartum period, including

4 Awareness of signs of complications their causes and level of severity
4 Decision-making about care-seeking

4 Range of actions taken and providers consulted for complications

4 Barrniers to care

4 Percerved quality of care

4 Solutions to access barriers and quality of care problems

Potential Study Populations

4+ Women of teproductive age (WRA)

4+ Women who have experienced at least one pregnancy
4 Mothers

4 Husbands/partners

4 Grandmothers (1 e, mothers-in-law, mothers of WRA)
4 Traditional birth attendants (TBAs)

4 Tramed midwives

4 Other health personnel (e g, nurses, doctors)

4 Other influentials (e g, brothers, neighbors)

4 Other community leaders and decision-makers (e g, chiefs, mayors, health
authornties)
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Section IV—Topic Modules W

Potential Methods

4 Focus group discussion (FGD)

4 Free list

4 Pile sort

4 Ranking

4 Paired comparison

4 Classification matrix

4+ Taxonomy

4+ Pregnancy and postpartum calendar

4 Observation

As 1n the prior Module, most of the research questions in this Module have to do with overall
customs and practices, and are suitable for either group or individual methods For example, a
question such as, “What does a women do if she finds she 1s bleeding during pregnancy” could
be asked 1n a focus group or in an indnidual interview However, most women will not have
actually experienced bleeding, so the responses to the question will reflect the general level of
knowledge about bleeding and community expectations about appropriate actions to take
Therefore, there 1s probably little benefit in

spending time conducting mdividual e —
interviews on this topic with women who

ReMEMBER'
have no direct experience and group
methodologies are probably more efficient + The research questions hsted m the Module
than indrvidual interviews to get this kind of are ot the same as the miterview questions
informatton (In contrast, the following asked of respondents The research questions

must be operationalized See discussion i the

Module, 1C 15 meant for women who have
introduction to these Modules

experienced a complication and gathers

individual-level information on what was B————————l]
actually done when the complication

appeared )

For many of the questions i this Module participatory methods are especially effective and can
be integrated mto focus group discussions Where these techniques are appropriate, they are listed
under Supplemental Methods 1n the last column of the Module
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Module 1B

MATERNAL—Response to Complications

applies to pregnancy, labor/delivery, and postpartum period

Pathway . .| Research Question Sample Suppleimental Methods -
Topic Area . and Methodological Notes
Step 1 What are the signs believed to indicate there Is a Free list with follow up probe on mportant complications
Problem problem/complication in P/L D/PP?! that were not mentioned record which were prompted
Recognition and which were not
(awareness)
Can also ask in standardized quantifiable form
Ask about signs of complications separately for each
stage of childbearing
What are the names/local terms for these Free list get a full ist of local terms
signs/complications?
What do people believe causes [complication/sign]? Taxonomy
When do people believe [complication/sign] can happen | Pregnancy calendar postpartum calendar
(e @ number of hours/days/weeks after delivery)?
Step 1 What 1s thg pe ce ed/ e'afive seventy of Pitesort ranking paired comparnison classification
Problem [complication/sign]? Which signs are considered matnx taxonomy
Recognition indicative of normal P/L D/PP?
(perceved Can also ask in standardized quantifiable form
severity)
Step 1 What do people think should be done if anything about | Taxonomy
Problem [complication/sign]?
Recognition
(knowledge of | What are the reasons for doing [action] for
appropnate [complication/sign]?
action)
Step 2 How I1s a decision made whether to seek care?
Decision to
Seek Care What might keep a woman from deciding to seek care?
Who 1s Involved in the decision to seek care?
What people/providers (traditional/institutional) are usually
sought for care for [complication/sign]?
What things does [provider] do for [complication/sign]?

'P/L D/PP = pregnancy/labor-delivery, postpartum

66




Module 1B (contimued)

Section IV—Topic Modules R

MATERNAL—Response to Complications

. " — . " T —— —— -
Pathway Research Question . Sample Suppleméntal Methods .
Topic Area and Methodological Notes |, . v
Step 3 What providers/faciiities are available for treating Ranking pile sort pared companson classification
Access to [complication/sign}? matrix taxonomy

Care [and

Step 4 (quality Compare with data from Community Description Module
of carel]

What do these providers do (services/actions)?

Ask separately for each sign/complication and each
provider

What are the reasons for going/not going to the
[provider/health facility] for care for complications/signs?

Free hst

May be appropriate to ask separately for each
complication and each provider/facility

What i1s the relative importance of these reasons?

Ranking patred comparison pile sort classification
matrix

What things might keep a woman from getting the
needed care for a complication? Make it easier for a
woman to get the care she needs for a complication?

Free list

Ask separately for each provider/facility

Which are the most common?

Which are the most difficult to overcome? Least difficult
to overcome?

Ranking paired comparison pile sort classification
matnx

What are the positive things about being treated by
[provider/facility} and what are the negative things?

Classtfication matrix

Ask separately for each provider/facility

How do these positive/negative aspects rank in terms of
importance?

Ranking paired comparison pile sort classification
matrx

How far away I1s provider/facility? Does the family
perceive distance to be an access barrier?

What transportation 1s available and how much does it
cost?

Compare with data from Community Description Module

How much of a burden are these costs to the family?

How much do families think care from [provider/facility}
costs for complications in P/L D/PP?

May be appropriate to ask separately for each
complication/sign and each provider/facility

Compare with facility/provider data from Community
Description Module

How much of a burden are these costs to the family?

What preferences/taboos are there regarding care for
complications (e g nvasive procedures

modesty/clothing provider gender presence of other
family members birthing position handling/return of
placenta exposure to cold travel bathing/cleaning)?

May be appropriate to ask separately for each
childbeanng stage and each complication
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Module 1B (continued)

MATERNAL—Response to Complications

Pathway Hesearch Question Sample Supplemental Methods
Topic Area and Methodological Notes
Step 4 Quality | What things does the provider do to respect/disrespect local
of Care customs/beliefs when handling a P/L D/PP complication?
What 1s the behavior of health facility staff (ncluding Observation
gatekeepers/providers) toward women/families coming
for care for comphcations Ask separately for each provider/facility
What 1s the perceived competency/preparedness of Ranking parred comparison pile sort classtication
[provider/facility] to handle P/L-D/PP complication? matrix
Ask separately for each complication and each
provider/facility
What characteristics do women/families think make Free list
[provider/facility] well prepared/poorly prepared to
provide care for P/L-D/PP complications? Ask separately for each childbearing stage and each
provider/facility
Approprate also to ask of providers
Overcoming What suggestions do community members have about Appropriate also to ask of providers
Access how to overcome problems in getting care for
Barners and complications in P/L D/PP?
Improving
Quality of What suggestions do community members have to
Care improve the quality of care for complications in P/L-
D/PP?
What community resources or support systems exist to | Compare with data from Community Description Module
assist women In getting care?
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_ Section IV—Topic Modules M

Module 16
Materna—Response to a Gomplication

SR R AN, S EVA

<4 Pathway to Survival Steps 1-4
<+ "Complications Narrative”

Research Objectives

To obtain mformation on experience with and actual behavior during a maternal complication n
pregnancy, labor/delivery or the postpartum period including information on

4 Background and context of the complication

4 Signs that indicated a complication, timing of recognition, percewved severity of signs
4 Sequence and timing of actions taken, deciston-making process and reasons for actions
4 Factors that facilitated or impeded appropriate care-seeking (including access issues)

4+ Perceived quality of care recerved

4 Future actions

4 Opinions on solutions to access barriers and quality of care problems

Study Populations

4+ Women who experienced/percerved they experienced a complication during their
last pregnancy labor/delivery postpartum period

4 Other individuals who were with the woman when the complication occurred

When researching many complications especially those happening in labor/deliwery, it 1s important
to talk with other people who were present at the ume of occurrence as they may be able to give
more details about the expernence than the woman who had the complication You may wish to
mntersiew the provider who handled the complication, but the provider should be interviewed
separately from the mother
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Methods

Since the purpose of this Module is to gather information on actions taken 1n response to an actual
comphication the questions mn this Module can only be answered by mtertieunng an indwidual who
experienced the complication and 1f possible others who were duiectly miolved 1 the suuation We
recommend that the wnterview be n the form of a Complications Narratiwe (See introduction to

Section IV, which further explams why mndividual rather than group methods should be used )

An 1llness narrative asks the respondent to tell the story of an illness event Because we are asking
specifically about complications, we are terming this application of the narrative technique a
“Complications Narrative ” Narratives can range in their degree of structure but the general
approach 1s to start by asking the respondent what she noticed that made her think there was a
problem, and then elicit the sequence of events that followed by asking what happened next,
next, etc The mterviewer can probe during the process to make sure that there 1s an
understanding of why each action was taken
and what factors led to each decision along the I ——
w1y The resewrch questions 1n this Module are REMEMBER'

orginized according to the Pithwav to Sunvival
4+ The research questions listed m the Module

and 1re probably best used as probe topics in
are not the same as the mterview questions

the narrative process asked of respondents The research questions

It may also be usetul to construct some kind of must be operationalized See discusston 1n the

cilendar with the interviewee—a pregnancy mtroduction to these Modules

postpartum or duly calendar depending on Esssse————
the situation—to establish timing and sequence

of actions taken
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Module 1C

_Section Iv—Topic Modules R

Pathway .

MATERNAL—Response to

a Complication
and postpartum period)]

[applies to pregnancy, labor/delivery,

- F{esegmh’ Question

Sample Supplemental Methods =~

{influentials)

Topic Area and Méethodological Notes
Background | When and where did complication appear? What were
and Context | the general circumstances? (If problem happened in
delivery or iImmediately after delivery determine where
birth took place who was present who delivered the
baby)
Step 1 What were the signs that indicated woman was having
Problem problems/complications in P/L-D/PP?"!
Recognition
(awareness) What i1s the name/local term for sign/complication Get a full ist of local terms for each sign mentioned
woman had?
At what point In time did the signs first appear reappear | Pregnancy calendar postpartum calendar daily calendar
worsen?
Step 1 What was the perceived severity of complications/signs
Problem when they first appeared?
Recognition
(perceived What was the perceived seventy of signs over time?
severity)
Step 2 Who was present at the time complication first Determine all people involved In decision and their roles
Deciston- appeared?
making

With whom was problem/complication discussed?

What advice did each individual give?

What person/people made decision about what to do
first next next?

Step 2
Decision-
making
(Treatment
Decisions)

What did woman/influentials/providers do once signs of
the complication appeared? Get information on

4+ home/family actions (e g herbal remedies
massage ceremonies)

4+ providers consulted (nstitutional and tradibional)

4+ who sought these providers who stayed with the
woman

4+ what actions were taken for the woman while
deciding what to do while warting for transportation
or for provider to arrive

In what order were these actions taken?

At what point in time (after complication first appeared)
was each action taken?

What were the reasons for doing [action]?
What were the reasons for choosing [provider]?

Get information on belief In service efficacy ease of
access perceived quality of care as factors in decision-
making

What are the preferences/taboos regarding aspects of
behavior/care for complications m P/L. D/PP (e g
preference to die at home presence of other family
members)?

What things are believed to happen If taboos are
violated?

'P/L D/PP = pregnancy/labor delivery postpartum
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Module 1C (continued)

MATERNAL—Response to a Complication

"Pathway
Topic Area

Research Question Sample SupplementalMethods

and Methodological Notes  *

= <

Step 3 What were the problems the woman/family faced in
Access to reaching [provider/facility] (e @ cost transport distance
Care roads lack of decision lack of child care)?

What actions were taken to overcome problems?

What mode of transportation was used?

What was the relative ease/difficulty in locating
transportation at time when complication occurred?

How long did it take to secure transportation? What was
the cost of transportation used?

How much of a burden were these costs to family?

How long did 1t take to reach the place where care for Supplement with data from Community Description
complication was obtamned? Module

Who was on duty when woman/family arnved who was
available to handle compiication at time of arrival?

How long did it take to be examined by a provider?

Step 4 What did the provider do first? Next? Next?
Quality of Care

What was the result of [action]?

What is it about the [provider/care] the woman/influentials
particularly liked/disliked?

What are the posiive/negative aspects of the care
received from [provider/facility]?

Which of these are the most important? Ranking paired comparison pile sort classification
matrix

What was the behavior of health facility staff (ncluding Get information on how woman/family was received
gatekeepers/providers) toward women/families coming explanatrons given for procedures etc
for care for complications?

What things did [provider] do to respect/disrespect local
customs/beliefs?

What 1s the perception of the charactenstics that made
[provider/facility] well-prepared/poorly prepared to
provide care for the complication?

Future Actions | What if anything would woman/family do differently f
the same thing happened again?

Overcoming What suggestions does mother/family have about how to

Access overcome problems in getting care for complications in
Barriers and P/L D/PP?

Improving

Quality of What suggestions does mother/family have to improve
Care the quality of care for complications in P/L D/PP?

72



Section IV—Topic Modules W

Moduile 2A
Newborn—Prevention Issues and Normal Care

TS N T T F TR

4+ Pathway to Survival Step 0
<+ Group- and/or Individual-level Information

Research Objectives

To obtain mformation on knowledge behavior, attitudes and perceptions related to prevention
of complications and routine care in the newborn, including

4+ Perceptions and beliefs related to healthy newborns and newborn deaths

4 Beliefs, preferences, and behaviors related to immediate care of the newborn,
clearing of newborn nose/mouth, drying/warming/cleaning, cord cutting and care,
keeping mother and baby together, infant feeding

4 Care from providers provider and service preferences, perceved service
accessibility, percerved quality of care, provider basic care behaviors

4+ Influentials

4+ Solutions to access barriers and quality of care problems

Potential Study Populations

4+ Women who have experienced at least one delivery (whether the infant was born
alive or dead)

4 Husbands/partners of women who have experienced at least one delivery (whether
the infant was born alive or dead)

4 Traditional burth attendants (TBAs)
4 Tramned midwives
4+ Other health personnel who deliver babies in the study community

4 Other influentials who are present at birth (e g grandmothers)
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Potential Methods

4 Focus group discussion
4 Individual interview

4 Free list

4+ Pile sort

4 Ranking

4 Pauned comparison

4 Classification matrix

4+ Newborn, daily calendar

4 Observation

Most of the research questions 1n this Module have to do with overall customs and practices
regarding newborn care, and are suited to etther group or individual methods Focus group
discussions are best used to get information on normative beliefs/behaviors and individual
interviews can be used to pose questions about actual behavior It 1s likely that you will want to
use both ndividual and group techniques for the topics you feel are particularly important to

understand

ﬁ
For many of the questions n this Module

participatory methods ire especilly effective REMEMBER!

and can be integrated inro a focus group 4 The research questions histed m the Module

discussion Where these techniques are are not the same as the mterview questions
approprite they are Iisted under asked of respondents The research questions

Supplemental Methods 1n the last column of must be operattonalized See discusston m the
the Module mtroduction to these Modules

W
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Module 24

Sectron IV—Topic Modules M

Pathway
Topic Area

NEWBORN—Prevention Issues and Normal Care

esearch ngistn

Saricle Supplematal Wethods

2

and Methodologicat Notes .

General

What signs are believed to indicate the newbomn is
normal?

Free list of signs indicating normal newborn

What are the names/local terms for these signs?

Get a full list of local terms for each sign mentioned

How 1s health/death of a newborn perceived? What
explanations for health/death are given and to what
extent are newborn deaths viewed as preventable/fated?

Overall
Actions

What are the things done to the baby when it I1s born?
What 1s the sequence and timing of these actions?
(See also sections on clearing baby s mouth/nose
drying/warming/cleaning cutting/care of umbilical cord
infant feeding )

Especially appropnate to ask of TBAs other providers or
people attending a birth

What are the reasons for doing [action]?

What 1s provider s rationale for these actions and what is
the mother s view of these actions?

Ask providers separately from mother/family

Which person/people do these things?

How is the baby examined what parts of the body are
examined?

Especially appropnate to ask of TBAs other providers or
people attending a birth

Which person/people examine the baby?

Which person/people take care of the baby immediately
after it 1s born?

Which person/people take care of the baby while the
placenta 1s being delivered?

Clearing
Baby’s
Mouth/Nose

How are the baby s mouth and nose cleared? What
matenals are used for clearing and when Is such action
taken?

Especially appropnate to ask of TBAs other providers or
people attending a birth

What are the beliefs about the significance if any of
meconium?

What actions are taken when meconium is present?
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Module 2A (continued)

‘Pathway

NEWBORN—Prevention Issues and Normal Care

Research Question

Sample Supplemental Methods

the infant separated from the mother?

Topic Area and Methodological Notes
Drying, How Is the baby dried (where, with what when)? If Interviews are conducted at site where baby was born
Warming, and ask to see where baby was delivered washed/cleaned
Cleaning How 1s the baby cleaned (where with what when)? placed
Procedures
How 1s the baby wrapped immediately after birth?
Where is the baby placed immediately after birth?
What 1s the timing of drying warming and cleaning
procedures?
Cutting of What things were done to the umbilical cord Immediately
Umbilical after birth?
Cord and
Ongoing Care | In what way and with what I1s the umbilical cord cut and | Especially appropriate to ask of TBAs other providers or
tied? people attending a birth
Who Is the person who keeps the cord?
What are the beliefs about what should happen to the
cord and how the cord should be cared for?
How is the cord cared for (e g any substances placed
on it cleaning/drying procedures)?
What are the reasons for use of substances if any are
used?
Keeping Does the newborn remain with the mother or is 1t Especially appropriate to ask of TBAs other providers or
Mother and separated? If separated how soon after birth does this people attending a birth
Baby Together | happen? Where 1s the infant kept/put? For how long I1s

What are the preferences/beliefs regarding keeping the
mother and baby together?

What do facilittes do about keeping mother and baby
together?

Compare family responses with those of
providers/facilities

Infant Feeding
Practices

What are the names/terms for colostrum or first milk ?

Get a full list of local terms

Do mothers give colostrum to the infant? Is 1t used for
other purposes (e g put in eye)? What are the reasons
for doing these things?

What are the beliefs about benefits/drawbacks of
colostrum?

At what point in time after baby is born Is breastfeeding
initiated?

Newborn calendar

What I1s the time quantity duratton and frequency of
each breastfeed? Is feeding on demand or scheduled?
Are there night feeds?

Newborn or daily calendar

What 1s the duration of time women breastfeed their
infants? For how long do women exclusively breastfeed
therr infants?

DHS has data on this

What are the beliefs about adequacy of milk supply?
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Module 2A (continued)

Section IV—Topic Modules W

Pathway
Topic Ared

NEWBORN—Prevention Issues and Normal Care

B g S = RS
Research Question
- ¥

3

Sample Supplemental Methods > -
arid Methodological Notes

Infant Feeding
Practices

What substances other than breastmilk are given to the
newborn?

{continued)

At what points In time are these substances given?

What quantity 1s given?

How are these substances given (e g with a finger na
bottle on a cloth with a spoon)?

What are the names/local terms for these substances?

What are the reasons for giving these substances?

Observation
Newborn calendar

Matrix

Newborn Care
from

What types of providers are sought for mmediate
newborn care (when baby 1s born)?

Traditional
and Formal
Health
Providers

What are the benefits/disadvantages to the newborn of
having a traned (formal) provider present when the baby
1s born? Of having a traditional provider?

Free list

What is the relative importance of these reasons?

Ranking pared comparison pile sort classification
matrix

What are the positive/negative attributes of [providers}?

Free list

Ask separately for each provider mentioned

What i1s the relative importance of these provider
attributes?

Ranking paired companson pile sort classification
matrx

What are the preferences/taboos regarding newborn/care
of the newborn (e g breastfeeding naming
ceremonies)?

Free list

What things are believed to happen If taboos are
violated?

What types of providers are used for follow up newborn
care?

Free list

What 1s the number/timing of visits for follow up newborn
care?

Newborn calendar

Where do these follow up wisits occur (e g home health
center)?

What do providers do at these visits?

Observation

Ask segparately for each provider

What things might keep a woman/family from getting
desired follow up newborn care? Make 1t easier for a
woman/family to get desired follow up newborn care?

Free list

Ask separately for each provider/facility

Which are the most common?

Which are the most difficult to overcome? Least difficult
to overcome?

Ranking paired companson pile sort classification
matnx
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Module 2A (continued)

_ NEWBORN—Prevention Issues and Normal Care

S TRy »:’j" o WS 3 *
'| Research Question Sample Supplemental Methods
Topic Area and Methodological Notes
Newborn Care | What are the positive/negative aspects of the care Free list
from received from [provider/facility]?
Traditional Ask separately for each provider/facility
and Formal
Health How do these positive/negative aspects rank in terms of | Ranking paired comparison pile sort classification
Providers importance? matrix
{continued) What is the behavior of health facility staff (including Observation
gatekeepers/providers) toward women/families coming
for newbarn care?
What are the things the [provider/facility] does to Observation
respect/disrespect local customs/beliefs?
What 1s the perceived competence/preparedness of Ranking patred comparison pile sort classification
[provider/ facility] to provide care for the newbon? matnx
What characteristics do women think make Ask separately for each provider/faciity
[provider/facility] well prepared/poorly prepared to provide
care for the newborn?
What mode of transportation 1s used to get routine care
for the newborn?
What 1s the relative ease/difficulty in locating Compare with data from Community Descnption Module
transportation for newborn care?
What is the cost of transportatton? Compare with data from Community Description Module
How much of a burden are these costs?
What 1s the cost of newborn care (per visit for various Compare with facility/provider data from Community
services medicines other incidental expenses total)? Description Module
How much of a burden are these costs?
When 1s the facility open and when does It offer newborn | Compare with facility/provider data from Community
carg? Description Module
Influenhals With whom do women/families talk about newborn
care/issues?
Who makes decisions about health expenditures for Explore whether different people make decisions about
newborn care (eg travel breastfeeding)? different things
Who makes decisions about where and from whom
newborn care Is obtaned?
Overcoming What suggestions do community members have about | Appropriate also to ask of providers
Access how to overcome problems In accesssing newborn care?
Bamers and
Improving What suggestions do community members have to
Quality of improve the quality of newborn care?
Care
What community resources or support systems existto | Compare with data from Community Description Module
assist women In getting care for their newborns?
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Section IV—Topic Modules W

Module 2B
Illewhnrn—nesnonstu Complications

SHENAR e Nt SRR R G O L S e

<+ Pathway to Survival Steps 1-4
<+ Group- and/or Individual-level information

Research Objectives

To get information on general knowledge, attitudes, perceptions, and on normative behavior for
topics related to response to complhications 1 the newborn, including

4+ Awareness of signs of complications, their causes and level of severity
4 Decision-making about care-seeking

4 Range of actions taken and providers consulted for complications

4 Barriers to care

4 Percetved quality of care

4+ Solutions to access barriers and quality of care problems

Potential Study Populations

+ Women of reproductive age (WRA)

4+ Women who have experienced at least one pregnancy
4+ Mothers

4 Husbands/partners

4 Grandmothers (1 € , mothers-in-law, mothers of WRA)
4 Traditional birth attendants (TBAs)

4 Tramned mudwives

4 Other health personnel (e g, nurses doctors)

4 Other influentials (e g, brothers, neighbors)

4 Other commumnity leaders and decision-makers (e g, chuefs, mayors, health
authorities)
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Potential Methods

4 Focus group discussion (FGD)

+ Free list

4 Pile sort

4+ Ranking

4+ Pajred comparison

4 Classification matrix

4 Taxonomy

4 Pregnancy and postpartum calendar

4 Observation

Most of the research questions in this Module have to do with overall customs and practices with
regard to responding to complications in the newborn, and are suited to erther group or individual
methods For example a question such as “What 1s done if a newborn stops breathing at birth?
could be asked 1n a focus group or n an individual interview However most women will not
have actually expertenced this problem 1n their newborn, so the responses to the question will
reflect the general level of knowledge about the condition and commumnity expectations about
appropriate actions to take Therefore, there 1s probably little benefit in spending time conducting
indrvidual interviews on this topic with women who have no direct expenience, and group
methodologies are probably more efficient than individual interviews to get this kind of
information (In contrast, the following Module 2C 1s meant for women whose newborns had a
complication and gathers individual-level mformation on what was actually done when the

complication appeared )
m

For many of the questions mn this Module

particip itory methods are espeaially effectrie REMEMBER'

and can be integrated into focus group 4+ The research questions listed m the Module
discussions Where these techniques are are not the same as the mterview questions
appropriate they are hsted under asked of respondents The research questions

must be operationalized See discussion 1n the

Supplemental Methods 1n the last column of
mtroduction to these Modules

the Module
M
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Module 2B

NEWBORN—Response to Complications

T

3 - i ’ ¥ ’ CURE AL Y Wyte R T oM SOV TR i N 'L
Resgarch Questionr .-y - .| Samiple Supplemental Methods* . <%
ac de s 5 - | and Methodological Notes ' T *<" |
B i s P
Step 1 What signs are believed to indicate there 1s a Free list with foliow up probe on important complications
Problem problem/complication in the newborn? How do people not mentioned record which were prompted and which
Recognition tell if the newbomn s alive or dead? were not
(awareness)
Can also ask in standardized quantifiable form
Ask about signs of complications separately for each
stage of childbearing
What are the names/local terms for these Free list get a full list of local terms
signs/complications?
What do people believe causes [complication/sign]? Taxonomy
When do people believe [problem/complication/sign] can | Postpartum calendar newborn calendar daily calendar
happen (e g number of hours/days/weeks after
delivery)?
Step 1 What 1s the perceived/relative severty of Pile sort ranking paired comparison classification
Problem [complication/sign]? matnix taxonomy
Recognition
(perceived Can also ask In standardized quantifiable form
severity)
Step 1 What do people believe should be done if anything Taxonomy
Problem about [complication/sign]?
Recognition
(knowledge of | What are the reasons for doing [action] for
appropriate [complication/sign}?
action)
Step 2 How is a decision made whether to seek care?
Decision to
Seek Care What might keep a woman from deciding to seek care?
Who Is involved in the decision to seek care?
What people/providers (traditional/institutional) are usually
sought for care for {comphication/sign]?
What things does [provider] do for [complication/sign]?
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Module 2B (continued)

NEWBORN—Response to Complications

‘Pathway’ | Research Question > , ' Sample Supplemental Methods
Topic Area ‘ and Methodological Notes
Step 3 What providers/facilities are avallable for treating Ranking, pile sort, paired companson, classification
Access to [complication/sign]? matrnx taxonomy
Care [and
Step 4 (Quality Compare with data from Community Description Module
of Care)]
What do these providers do (services/actions)? Ask separately for each sign/complication and each
provider
What are the reasons for going/not going to the Free st may be appropriate to ask separately for each
[provider/health facility] for care for complications/signs? | complication and each provider/facility
What is the relative importance of these reasons? Ranking paired comparison pile sort classification
matnx

What things might keep a newborn from gettting needed | Free Iist ask separately for each provider/faciity
care for a complication? Make 1t easier for a newborn to
get needed care for a complication?

Which are the most common?

Which are the most difficult to overcome? Least difficult
to overcome?

What are the positive things about being treated by Classification matrix
[provider/facility] and what are the negative things?
Ask separately for each provider/facility

How do these positive/negative aspects rank in terms of | Ranking paired comparison pile sort classtfication
Importance? matrix

How far away 1s provider/facility? Does the family Compare with data fromm CommunityDescription Module
perceive this distance to be an access barner?

What transportation 1s available and how much does it
cost?

How much of a burden are these costs to the family?

How much do families think care from [provider/facility] May be appropriate to ask separately for each
costs for newborn complications? complicatton/sign and each provider/facility

Compare with facility/provider data from Community
Description Module

How much of a burden are these costs to the family?

What preferences/taboos are there regarding care for May be approprniate to ask separately for each
newborn complications (e g procedures presence of complication
other family members exposure to cold travel)?
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Module 2B (continued)

NEWBORN-—Response to Complications

Pathway

*| Research Queshoi. .
e

Sample Supplemental Methods . - .

Topic-Area and Methodological Notes  ~  *
Step 4 Quality | What things does provider do to respect/disrespect local
of Care customs/beliefs when handling a newborn complication?

What 1s the behavior of health facility staff (ncluding
gatekeepers/providers) toward women/families coming
for newborn care for complications?

Observation

May be appropnate to ask separately for each
complication and each provider/facility

What is the perceived competency/preparedness of
[provider/place] to handle newborn complication?

Ranking paired companson pile sort classification
matnx

Ask separately for each complication and each
provider/facility

What do community members think are the
charactenstics that indicate that [provider/facility] 1s well
prepared/poorly prepared to handle a newborn
complication?

Free list
Ask separately for each provider/facility

Appropriate also to ask of providers

Overcoming What suggestions do community members have about Appropriate also to ask of providers
Access how to overcome problems in getting care for

Barners and | complications in the newborn?

Improving

Quality of What suggestions do community members have to

Care improve the quality of care for complications in the

newborn?

What community resources or support systems exist to
assist women in getting care?

Compare with data from Community Description Module
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Module 2C
Newhorn—Response to a Complication

<+ Pathway to Survival Steps 1-4
<+ "Complications Narrative”

Research Objectives

To obtun information on experience with and actual behavior 1n response to complications
in the newborn, including

4 Background and context of the complication

4 Signs that indicated a complication, timing of recognition, percerved severity of signs
4+ Sequence and timing of actions taken, decision-making process and reasons for actions
4 Factors that facilitated or impeded appropriate care-seeking (including access 1ssues)

4+ Percewved quality of care received

4 Future actions

4 Opinions on solutions to access barriers and quality of care problems

Study Populations

4+ Women who expertenced/percerved they experienced a complication with their
newborn within the past year

4 Other individuals who were with the woman when the complication in the
newborn occurred

For newborn complications occurring during or immediately after labor/delivery, it 1s important to

talk with other people who were present at the time of occurrence, as they may be able to give

more details about the experience than the woman whose infant had the complication You may

wish to imnterview the provider who handled the complication, but the provider should be
—mterviewed separately from the mother
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Methods

Since the purpose of this Module 1s to gatber 1nfor mation on actions taken 1n response to an actual
complication the questions 1n this Module can only be ansuered by interviewnng an indwidual
whose newborn had a comphication and, if possible, others who were divectly involved n the
situation We recommend that the intervieu be in the form of a Comphcations Narratwe (See
introduction to Section IV, which further explains why individual rather than group methods
should be used )

An 1llness narrative asks the respondent to tell the story of an 1llness event Because we are asking
spectfically about complications we are terming this application of the narrative technique a
‘Complications Narrative Narratives can range mn their degree of structure but the general
approach 15 to start by asking the respondent what she noticed that made her think there was a
problem, and then elicit the sequence of events that followed by asking what happened next,
next etc The interviewer can probe during the process to make sure that there 15 an
understanding of why each action was taken and what factors led to each decision along the way
The research questions in this Module are organized according to the Pathway to Survival and,
once converted to field questions, are probably best used as probes in the narrative process

To facilitate the interview process it may be S —
useful to construct some kind of calendir with

the interviewee—a newborn or duly calendar REMEMBER'

depending on the situation—to establish timing 4 The research questions hsted m the Module

ind sequence of actions tiken To get are not the same as the mterview questions
responses to some of your probes idditional ashed of respondents The research questions

must be operationahzed See discussion mn the

techniques (e g a ranking) also may he uscful
mtroduction to these Modules

R R — |
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Module 2C

NEWBORN—Response to a Complication

Pathway Research Question Sample Supplemental Methods
Topic Area and Methodological Notes
Background | Where did birth take place? Observation
and Context
Who helped deliver baby who was present at the
delivery?
What was mother s perception of ease/difficulty of birth?
What things made her think the birth was easy/difficult?
What was the perception of baby s health when first
born?
What were all the routine things done to the baby
immediately after it was born at what point in tme were
these things done? (Probe for cleaning/drying/placement
of baby cord care infant feeding practices see also
Newborn— Prevention Issues and Normal Care )
Step 1 What were the signs that indicated newborn was having
Problem problems/complications?
Recogmition
(awareness) What Is the name/local term for sign/complication Listen for terms used probe for definition If necessary
newborn had?
At what point in time did sign of complication first Calendar of first seven days
appear reappear worsen?
Determine If signs were present from birth
Step 1 How severe did mother/family/provider think
Problem [complication/sign] was when 1t first appeared?
Recognition
(perceived What was the perceived severity of [complication/sign]
severity) over time?
Step 2 Who was present at the time complication first Determine all people involved in decision and therr roles
Decision appeared?
making
{(influentials) With whom was problem/complication discussed?
What advice did each individual give?
Who made the decision what to do first next next?
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Module 2C (comtinued)

NEWBORN-—Response to a Complication

JP%tth;a“yg;f ‘Research Question' _ Sampls ﬁl@tqﬁMs .
Topic Ared " | v, LT and Methodological Notes * % -

Step 2 What did woman/influentials/providers do once signs of
Decision- the complication appeared? Get information on
making 4+ home/family actions (e g herbal remedies
(treatment massa
ge ceremonies)
decisions)
4+ providers consulted (institutional and traditional)
4+ what actions were taken while deciding what to do
while waiting for transportation or for provider to
arrive

In what order were these actions taken?

At what point In time (after complication first appeared)

was each action taken?

What were the reasons for doing [action]? Get Information on belief In service efficacy ease of

access perceived quality of care as factors in decision-

What were the reasons for choosing [provider]? making

What was the result of [action]?
Step 3 What were the problems the woman/family faced in
Access to reaching [provider/faciity] (e g cost transport distance
Care roads lack of decision lack of childcare)?

What actions if any were taken to overcome problems?

How difficult/easy was 1t to overcome problems?

What mode of transportation was used?

What was the relative ease/difficulty in locating Compare with data from Community Description Module
transportation at time when complication occurred?

How long did 1t take to secure transportation?

What was the cost of transportation used? Compare with data from Community Description Module

How much of a burden were these costs to family?

How long did it take to reach place where care for Compare with data from Community Description
complication was obtained?

What was the cost of care for the complication (per visit | Compare with facility/provider data from Community
for varous services medicines lodging food other Description Module
incidental expenses total)

How much of a burden were these costs to the family?
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Module 2C (continued)

Pathway
Topic Area

Researc Queshqn" y

NEWBORN—Response to a Complication

_—
M
A S

e ¥

Sample Supplemental Methods
and Methodological Notes  ~

Step 4 Quality
of Care

Who was on duty when woman/family armved who was
available to handle complication at time of arnval?

How long did it take to be exarmined by provider?

What did the provider do first? Next? Next?

What was the result of [action]?

What 1s it about the [provider/care] the woman/influentials
particularly liked/disliked? What are the posttive/negative
aspects of the care newborn received from
[provider/facility]?

Which of these are the most important?

Ranking paired comparison pile sort classification
matrix

What was the behavior of health facility staff (ncluding
gatekeepers/providers) toward women/families coming
for care for newborn complications?

Get information on how woman/family was received
explanations given for procedures etc

What things did [provider] do to respect/disrespect local
customs/beliefs?

How competent/prepared does woman/family beheve
provider/faciity was to handle complication?

What 1s the perception of the characteristics that made
[provider/place] well prepared/poorly prepared to provide
care for the complication?

Future Actions

What if anything would woman/family do drfferently if
the same thing happened again?

Overcoming
Access
Barrers and
Improving
Qualty of
Care

What suggestions does mother/family have about how to
overcome problems in getting care for complications in
the newborn?

What suggestions does mother/family have to improve
the quality of care for complications in the newborn?
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Module 3
nmmunity nescl'iptin

Research Objectives

To obtain a general description of the study communities including
4 general demographic characteristics
4 basic geographic context
4+ mnformation on infrastructure
4+ social and economic context

4 health resources

Suggested Study Population

4 Cross-section of the community population

Potential Methods

4 Community discussion

4+ Individual interview (key informant)
4+ Community map

4 Soctal map

4 Transect walk

4 Social/wealth ranking

4+ Observation
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Information contained 1n this Module should be gathered when you first start work 1n a given
community Having a community discussion 1s a good way to introduce your research team to the
community and for the team to become familiar with the community The topics here elicit basic
information about the setting in which you will be working You can also set up some of the
logistics for your subsequent field work, by recrutting people for focus groups or by identifying
people with whom you want to conduct individual mnterviews

It 1s by no means necessary to cover all of the subtopics listed here, but you will want to address
at least some subtopics within each main topic area The ones you select will depend on the level
of detail you need to answer your Safe Motherhood research questions
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Section IV—Topic Modules W

v
Topic Area .

COMMUNITY CONTEXT

Shhtié N

" Sample Supplemental Vethods”
“and Methodological Notes~ ~ ; - -

Demographic Context

Population size

4+ total size (number)

4+ total women (number/percent)
4+ total men (number/percent)
+

total women of reproductive age
{number/percent)

4+ total children 0 5 (number/percent)

4+ Census data

Surveys

Community map
Community discussion

4+

Individual (key informant) interview

Population type

4+ permanent
migratory
seasonal
nomadic
semi-nomadic

IR R S

refugee

4+ Census data
4+ Community discussion

Ethnic groups
4 various types
4 percent of each type

4+ Census data
+ Surveys
4+ Community discussion

Languages

+ types
+ percent of each type

4+ Census data
4+ Surveys
4+ Community discussion

Geographic Context

Climate + Observation
+ GCommunity discussion
Seasons 4+ Observation
+ number 4+ Community discussion
+ type (rainy dry hot cold)
Terrain 4+ Community map
+ type (mountains plains desert plateau 4+ Transect
lowlands) 4+ Observation
Size of village 4+ Community map
+ distance and length of tme from point to 4+ Transect
point boundanes + Community discussion
Type of community 4+ Observation
+ urban 4+ Census data
4+ per urban 4+ Transect
+ rural
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Module 3 (continued)

COMMUNITY CONTEXT

Topic Area . | Subtopic . . - . Sample S&ppteméntal Methq@g o
’ - - and Methodological Notes
Infrastructure Roads + Community map
4+ number + Transect
4+ condition 4+ Observation
4+ seasonal vanation 4+ Community discussion
Transportation + Community map
+ types 4+ Transect
4+ locations 4+ Observation
+ cost 4+ Community discussion
4+ regulanty/availability
Water sources 4+ Census data
+ types 4+ Community map
4+ uses (drinking washing) 4+ Transect
4+ potability 4+ Observation
4+ distances 4+ Community discussion
+ percent houses with piped water
Sanitation 4+ Census data
4+ latnines (Jocation type) 4+ Community map
4+ percent of dwellings with one latrine 4 Transect
4+ Observation
Social Context Dwellings 4+ Community map
4+ number 4+ Transect
+ type 4 Observation
Neighborhoods 4+ Community map
4+ groupings of dwellings 4+ Transect
+ relationship of neighbors 4+ Community discussion
4+ poorer areas 4+ Individual (key informant) interview
4+ rnicher areas
4+ ethnic/religious or other divisions
Markets + Community map
+ location + Transect
+ type + Observation
4+ days of operation 4+ Community discussion
4+ Individual (key informant) interview
Family organization and male/female unions + Observation
4+ extended 4+ Community discussion

4+ nuclear
4+ marniage/partnerships loose unions

4 Individual (key informant) interview
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Module 3 (continued)

COMMUNITY CONTEXT

Topic Area Subtopic Sample Supplemental Methods
and Methodological Notes
Social Context Social suppori/religious organizations 4+ Community map
{continued) + churches mosques temples + Transect
+ women s/youth/school groups 4+ Observation
+ NGOs/PVOs 4+ Community discussion
4+ Individual (key Informant) interview
Economic Context Income generating activities + Community map
4+ main types 4+ Transect
4+ gender specificity 4+ Observation
+ place of work 4+ Community discussion
Type of matenals used for dwellings 4+ Community map
4+ roofing 4+ Transect
+ floorng 4+ Observation
4+ overall construction
Ownership 4+ Community map
4+ applances 4+ Social/wealth ranking
4+ anmals 4+ Transect
+ Observation
4+ Individual (key informant) interview
Income levels and weaith distribubon 4+ Census data
4+ overall levels 4+ Community map
4+ gender differences 4+ Transect
+ geographic differences within area + Socual/wealth ranking (conducted with an
neighborhoods dwellings individual or select few individuals)
Crops and animals 4+ Community maps
4+ main types 4+ Transect
4+ disinbution 4+ Observation
4+ seasonality 4 Community discussion

93



W Assessing Safe Motherbood 1 the Communaty

Module 3 (continued)

TopicArea

COMMUNITY CONTEXT

upl N

-

) Sample Supp!eental Methods

and Methodological Notes

Health Resources

Health facilities/structures

+

R R e S

type (health post health center hospital
pharmacy kiosk drugstore)

number

location

privately owned/government
distance

hours of operation

types of services offered

cost of services and incidentals (e g prenatal
care normal vaginal delivery complicated
delivery)

+ Ministry of Health data

4+ Interviews with health district management
team health facility staff (see also WHO
Safe Motherhood Needs Assessment in
Appendix A)

+ Community map
4+ Transect
4+ Facilty records

Formal health providers (e g professionally traned
midwives physicians nurses nurse auxilianes)
Traditional/ community providers (TBAs diviners
spirtualists masseuses Injectionists community
health workers}

<+

R E

types available/level of training
numbers

location

distance

business hours

types of services offered

cost of services and incidentals

+ Ministry of Health data

4+ Interviews with health district management
team health facility staff (see also WHO
Safe Motherhood Needs Assessment In
Appendix A)

4+ Community map
+ Transect
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Module 4
nmmunir.atin

Research Objectives

Because formative research s meant to guide intervention development and because
communication 1s a central element in 1nterventions, 1t 1s important to gather data on
communication topics related to intervention planning Overall, the research objectives are to
obtamn information on

4+ General literacy levels

4 Availability and use of various channels of communication electronic media, print media, and
mterpersonal channels

4 Persons who influence mother’s beliefs and practices related to pregnancy, labor/delivery,
and the postpartum period

4+ Experience with counseling from health providers

Potential Study Populations

4+ Women of reproductive age (WRA)
4 Husbands/partners

4+ Grandmothers

4 Traditional burth attendants (TBAs)

4 Other health personnel

Potential Methods

4+ Community discussion
4+ Indrvidual interview
4 Pictonial mterpretation

4 Free list
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Topics concerning general media avatlability
and use can be covered 1n a focus group and
could be part of 1 community description
instrument  Individual interviews are best tor
questions on decision-making and for
experience with counseling and recall of
information messages Some communication
are1s will have been covered when
investigating other topics For eximple, when
asking 1bout decision-making you may have
already learned whom the mother consulted for
advice about complications
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4+ The research questions hsted m the Module are
not the same as the mterview questions asked
of respondents The research questions must be
operationalized See discussion m the

mtroduction to these Modules

4 Shading indicates research questions are sutted
only to indvidual rather than group methods
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Module 4

Section I'v—Topic Modules B

COMMUNICATION

s R TR g B e ¥ e o T " -
Pathivay, . esearch;Quiestion., ; s . «Sample %pp[gmg&l M{*‘tﬁp& L
Topic Area - s P = and Me’thoéowgical Notes .0 J ..,
General What 1s women s literacy level? Group general question about years of school

completed
Individual ask years of school completed or ask
respondent to read simple sentence

What is mens literacy level? Group general question about years of school
completed
Individual ask years of school completed or ask
respondent to read simple sentence

What 1s women s ability to interpret pictures? Pictorial interpretation

What 1s men s ability to interpret pictures? Pictonal interpretation

Who are the national influential public figures role Free list

models?

Who are local opinion leaders community leaders?

Who are credible sources of information on care durnng Stages need to be asked about separately since sources

pregnancy? may be different

Who are credible sources of information on

labor/delivery?

Who are credible sources of information during the

postpartum penod?

Who are credible sources on problems with the

newborn?

What are the organizations in the community for men

and women?

What 1s the purpose/mission of these organizations?

Who participates in these organizations and who does

not?

How frequent are mestings?

What other periodic gatherings (e g markets sports

events) are there?

Are educational sessions given at clinics?

What topics are covered?

Who attends these sessions and who does not?

Mass Media Who/how many own televisions? Check if DHS has information

Television What are the preferred viewing times for health

information?

Television What are the preferred programs?

[If TV spots/programs on maternal health already exist] Best asked individually

What do people recall of messages?

Who/how many own radios? Check if DHS has information
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Module 4 (continued)

Pathway

2
#
Topic Areas| ¢ A ! N

COMMUNICATION

’*Researehxaueéttq

s 9ample“‘8uppie%nental Méthods |

and Methodologital Notes

Mass Media

{continued)

Who/how many own working radios (1e have batteries
or electricity)?

Radio What are the preferred listening times for health
information?

Radio What are the preferred programs?

[If radio spots/programs on maternal health already exist]
What do people recall of messages?

Best asked individually

Who/how many read newspapers?

What are the preferred newspapers and topics (news
sports etc )?

Who/how many read magazines?

What are the preferred magazines?

Posters

What s the location and number?

Observation

What are the topics?

Observation

What do people recall of message/s?

Individual

Counseling

Do women recetve counseling on signs of complications
of pregnancy/labor and delivery/postpartum and with the
newborn?

Who counsels (TBA nurse etc)?

What do people recall of couhseling on signs of
comphcations of pregnancy/labor and
delivery/postpartum and with the newborn?

Is counseling given on prevention and normal care
practices for pregnancy/labor and delivery/postpartum
and with the newborn? (Eg for diet/nutntion
reproductive tract infections postpartum family planning
breastfeeding cord care)

What do peaple recall of counselmg on prevention and
normal care practices?

Are families able to follow counseling advice? What
enables them to do so/prevents them from doing so?

Can be asked in groups but may be preferable to ask
individually especially to obtain valid recall information

Ask separately for each stage of childbearing and for
each counseling topic (e g breastfeeding)

What counseling materials and other communication aids
on these topics are available in the health facility?

What counseling materials and other communication aids
on these topics are desired by health workers?

Ask of health providers
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Section V—
Analyzing the Ilat

Researchers have different approaches for analyzing qualitative data and there are a number of
good references on the topic (See Appendix A) We give some suggestions here on (1)
conducting ongoing analysis activities while n the field, (2) coding text data, (3) analyzing and
displaying the data, and (4) using the Pathway to Survival as an analysis tool

Conducting an Ongoing Analysis in the Field

For this and any other qualitative study, 1t 1s extremely useful to conduct a daily analysis session
with the entire team after each day’s tield work, rather than a single and separate analysis activity
at the end of data collection Ongoing analysis captures information while it 1s fresh, allows the
team to see emerging patterns, shows where information gaps persist, and keeps field workers
grounded n the purpose of the research Daily analysis sessions also allow you to make any
necessary adjustments in future data collection efforts

The daily analysis discussion would be organized around the research questions that were
addressed on that particular day For example, if complications narratives were carrnied out, then
the discussion would be organized around the specific research questions those interviews were
designed to address In general, the daily exchange would cover

4+ what was learned, 1 e, what the findings are

4+ emeiging issues, or topics that perhaps warrant investigation but were not included
in the original protocol

4+ how these findings compare to other communities already covered—how similar or
different the findings are

Your findings may have implications for the field work Do you need to shift emphasis among
research topics? Add a new question or topic? Are there additional people with whom you now
want to speak? How can the next day’s activities be planned so that gaps in your findings are
addressed?

You will want to write summaries of your conclusions and note decisions made about any
changes 1n the research protocol The daily analysis sessions and write-ups serve as the basis for
your final analysis conducted at the end of data collection
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Coding Text Data

You will want to code the data in a way that organizes the information you have collected by
topic so that you will be able to examine ssues at each step of the Pathway and identify patterns
Your coding list will reflect your research questions and any other important i1ssues brought out by
your mvestigation If your notes are entered i a computer, then all information pertinent to a
particular code can be copied nto separate topic files You can develop a list of basic codes
before collecting data, but you will probably add codes as the research progresses and new 1ssues
are uncovered What you put mto your coding list will depend on the topics covered 1n the
research and the findings your efforts produce

The following are examples of broad coding topics for qualitative (text) data
4 Self-care during pregnancy
4 Care from providers du;g pregnancy
4 Perceived complication of pregnancy
4 Specific actions taken for complication

4 External barriers to care (transportation, roads, distance, tiume, cost)

4 Percewved efficacy of services for antenatal problems

Analyzing and Displaying the Data

The specific analyses you conduct will depend on your research questions We provide here some
suggested analyses that are common to Safe Motherhood Community Assessments

Free List with Follow-up Question

You can organize your responses to free list questions according to the item mentioned and also
include any secondary question you asked as a follow-up to that item For example, if you
explored maternal prevention practices, perhaps you conducted a focus group discussion in which
you asked respondents to generate a list of all the things they believe a woman should or should
not do to take care of herself while she 1s pregnant For each tem on the list, you may have
asked why it 1s good/not good for a woman to do “X” A table illustrating their responses can be
generated as shown at the top of the next page

If you conducted free lists with mdurdual women, you can generate quantitative information to
show the proportion of respondents who mentioned a particular item or category of items You
may decide to generate such data to see which signs of complications are mentioned most often
or which providers are most often visited for newborn problems, or which negative provider
characterstics (e g, does not speak same language, yells at clients) are mentioned most often by
women
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Things women should do/not do duning pregnancy

SampLE Free List AND Forrow-ur QuesTiON REGARDING PrRACTICES DURING PREGNANCY

Section V—Analyzing the Data R

Reasons women should do/not do these things

Eat more fruts and vegetables

Everything the woman eats 1s what the baby eats

Visit the partera [TBA]

She can use herbs or massages to make sure the baby
1s In the nght position

Avoid exposing unborn baby to lunar eclipse

Eclipse will cause birth defects in baby

Avoid tight clothes Tight clothes create problems in delivery and hurt the
baby
Avoid alcohol Alcohol reaches the blood of the baby and causes

abnormalities

(Adapted from WotherCare Community Research Honduras see Appendix A )

Ternunology and Taxonomy

You may have obtained information on local terms used for complications during pregnancy,
delivery, postpartum or with the newborn and then the causes severity and recommended

treatment of each Data can be displayed in the following manner

Name of

Symptoms/
Comphcation Cause Seventy Treatment
{local term} Description
nifio ahogado the baby cannot | nifio enmantado | very severe hang the baby upside down and hit

fyellow baby]

yellow eyes and
skin

malana in the
mother during
pregnancy

[suffocated breathe and [covered baby] baby will not be the baby in the back suck the
babyl does not cry prolonged labor able to breast- phlegm from the baby s mouth blow
phlegm 1s feed or will die arr n the nose
suffocating the
baby
nifio helado the baby does change of very severe the wrap and cover the baby with warm
[frozen baby] not feel warm environment baby could die clothing give the baby heat from the
the baby does from the womb mothers body give the baby warm
not have heat in to the outside camphor or chamomile take the
the blood lack of maternal baby to the hospital where s/he will
heat at birth the get treatment
baby I1s not
covered
nifio amarillo the baby has hepatitis or severe baby will | put the baby in the sun take the

get sick or could
de

baby to the doctor give the baby
water with sugar

(Adapted from VotberCare Community Research Honduras see Appendix A )
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Comparing Rankings of Respondent Groups

You may have asked several respondent groups to generate a free list on a topic and then rank
the items on the list on the basis of some criterion For example you may have asked women of
reproductive age (WRA), men and traditional birth attendants (TBAs) to name all the
complications of pregnancy they could think of and then rank them i order of severity To
compare responses, the data can be displayed as follows

SaMPLE RANKING OF PREGNANCY COMPLICATIONS BY RESPONDENT TYPE

B3 ”
WRA Men TBAs
1 hemorrhage 1 hemorrhage 1 swelling of face
2 pans In abdomen 2 weakness 2 hemorrhage
3 Infection

Factors thatl Facilitate or Hinder Various Practices

As a summary of findings about a particular behavior, and as preparation for developing
mtervention strategies 1t 1s useful to sort out what the community perceiwves are the advantages
and disadvantages of a behavior This analysis can be conducted on a number of behaviors, such

as going for prenatal care, having a midwife-assisted (rather than TBA-assisted) burth, or taking
iron pills

SaMPLE TABLE OF PERCEIVED ADVANTAGES AND DISADVANTAGES OF GOING FOR PRENATAL CARE

S

Advantages/Faciitating Factors Disadvantages/Barriers

4 Woman can see If baby 1s all nght 4 There 1s no need to go If pregnancy I1s normal and
+ Woman can know if delivery may be difficult or easy woman is not having problems

+ Woman can find out if there are problems + Health post s cold

4+ Service used to cost money but now 1t is free + g:gt:g:f nurses is poor they do not speak local

+ Women do not want private parts to be touched
4+ Center I1s far away
4+ There is lack of child care for children at home
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Classification Matrix

If you have chosen to do a classification matrix during data collection—perhaps to help you
understand which providers are preferred for handling a given complication, or to learn how
people rank birth attendants—you already have set up your analysis table the matrix itself Your
matrix will show ranking of providers according to specific characterstics and overall (Note that
the overall ranking, done by participants when they first start or finish constructing the matrix, 1s
not a summation of the total scores for the specific characteristics ) In your analysis, you will want
to note more than just the ranking of providers according to specific characteristics and overall
You will want to nterpret the matrix  For example did some participants indicate that cost was
the most important consideration® Did all participants seem to agree’ What discussion was
generated as a result of disagreement about the rankings? Is there one provider who scored low

on many characteristics, but was ranked highest overall> How did your participants explain this?

SAMPLE CLASSIFICATION MATRIX—CLASSIFICATION OF PROVIDERS ACCORDING TO
IDENTIFIED IMPORTANT CHARACTE

RISTICS (lower number = bigher raling)

TR N v - ki 3 i < I X
\ - . - Skilled at e
Prowider. ‘Affordable | Accessible | Experienced | Respectiul | handing, s%eakz ool Overal
compheation | '2N9UAY

Traned TBA 3 2 1 1 4 1 1
Untrained TBA 2 2 2 1 5 1
Clhinically-trained 4 3 5 2 3 2
village midwife
Clinically-trained 5 4 3 3 2 2 6
midwife at
government
health center
Doctor at 6 5 4 4 1 2 5
government hospital
Mother-in-law 1 1 6 1 6 1 4
Husband 1 1 7 1 7 1 1
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Composite Pregnancy Calendar

If you have worked with women to create calendars to depict various aspects of thewr lives over
time (e g , immediately before and during pregnancy), you can represent each of these topic areas
together m one calendar You may, for example have asked women to (1) illustrate the amount
of food they consume over time, (2) depict the amount of help from their husband they receive
over time, (3) tell you the number and timing of any wvisits to the health provider (or when the
health provider visited the house), (4) indicate any changes in workload or actvity levels over
time Each of these separate topics can be illustrated in the following way

SaMmpPLE CoMPOSITE PREGNANCY CALENDAR

Visits to
Health
Provider

Workload/ : 7 3
Activity | ¢ (A A 4 L w T
g [P il ¥, Bag Eisd L5
Level |7 " |¥ M"»v": Wf’f% aoss i & “"ﬁg w8y MY"% Ryruty T80 0 10 .

Help from
Husband

Food
Consumed

l"g"°"”‘ 0 1 2 3 4 5 6 7 8 9
efore

Pregnancy Months of Pregnancy
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Comparison of Community and Provider Perspectives

To help understand differences in provider and client perspectives that lead to low service use, 1t
1s useful to identify discrepancies between community preferences and the way services are
provided For example

SaMPLE COMPARISON OF COMMUNITY AND PROVIDER

’ Factors 1 Health Facility Delivery

PerspreECTIVES ON DELIVERY SERVICES

Ser

*Cbmmunlty Belp

%*a‘“ K ‘k S v :v‘\
éfs/Practices

) TR e o v' "‘ PG
.. Facilty Pfautme@j Vv

Room temperature

Cold environments expose women
to danger

Rooms are cold

Ventilation

Arr currents especially cold ones
expose women to danger

Rooms are ventilated

Family members/attendants

Husbands mothers-in-law and TBAs
should be present

No famuly members or TBAs are
allowed in the delivery room

Doctors nurses and interns are
present

around

Clothing Modesty should be maintained and Women cannot remain partiafly
woman should remain partially clothed and must wear a hght loose
clothed gown
Woman shouid be kept warm

Labor position Women remain verhical and walk Women are horizontal

Delivery position

Women choose their delivery
position

Women have strong preference for
kneeling

Women are supine

Care of placenta

Placenta should be returned so it
can be buried or burned near the
home

Placenta Is discarded

Overall desires/concerns

Modesty privacy well-being of
woman adherence to customs safe
delivery for woman

Proper biomedical and aseptic
techniques well-being of infant safe
delivery for woman

(Adapted from Winnard K (1993) Apphing Social Marketing to Maternal Health Projects The MotherCare Experence Washington DC MotherCare/fSI and the

Manoff Group page 56 )

105




W Assessing Safe Motherbood 1 the Community

Using the Pathway to Survival as an Analysis Tool

Your research has been framed around the Pathway to Survival and you can use the Pathway as
an overall analytic guide as well Your final analysis sessions with the team can be organized by
each component of the Pathway For example you would start your analysts with Pathway Step 0
(Prevention Issues and Normal Care) and then proceed through the rest of the steps and
assoctated topics A primary objective would be to identify the problem areas in each step, and to
identify the weakest component(s) of the Pathway The intervention, then, would target the most
important weak areas of the Pathway This latter process 1s explored more fully in the next Section
(VD, Translating Findings mto Action
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Section Vi—
Translating Findings Into Action

SRS 1 r AR JCURRL NS TS R A i SIS R A R e SR

The main purpose of conducting a Community Assessment 1s to obtain information that will serve
as a basis for designing effective interventions This Section provides an overview of how to
organize information to do so The five-step process described in this Section 1s a method for
using the Pathway—the same framework that has guided the orgamization of your research and
analysis—to help ensure that inters ention decisions are linked to the research This section 1s
meant to be illustrative rather than comprehensive there 1s no substitute for solid social marketing
behavioral analysis and program design experience!

As noted 1n the introduction, the Commuinity Assessment 1s one part of a full formative research
package The other two components assess health care services and policy (See WHO’s Safe
Motherbood Needs Assessment in Appendix A ) A comprehensive program brings together the
findings from all investigations and involves interventions at three levels

4+ Individual/family/community level. health behavior change targeting women of
reproductive age and those who influence them, such as husbands, mothers-in-law,
and wvillage elders, health behavior change targeting the practices of community
providers such as traditional birth attendants, family-based actions such as decision-
making, community mobilization and community-wide interventions such as
community distribution systems or pooled resources for emergency transport

4+ Institutional and provider level quality of care improvements 1n infrastructure
(facilities, equipment and supplies), in systems (organization of services, referral
systems, access for clients), in providers (behavior change mn mterpersonal
interaction upgraded medical skills)

4+ Policy level Ministry of Health organization of Safe Motherhood efforts, increased
coordination among agencies that deal with Safe Motherhood, data collection and
monutonng, poley-and-protocol development to increase families’ access to
services and improve the quality of care they receive

This Guide focuses on the first area—the commuruty—and this Section discusses how to translate
findings from the Communuty Assessment mto mterventions But because the three levels
represent different aspects of a complex whole the boundaries among them are not always sharp,
and there are interactions among them Community Assessment findings can have implications for
action with institutions or providers, or for policy development A health services assessment can
indicate points of intervention with families or community providers For example if women are
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not using health services because their customs are ignored, then interventions will have to work
on making health care services protocols, and policies more family-centered

This Section presents a way of organizing research findings as a first step in program planning It
also includes a list of potential intervention components at the community, facility, and policy
levels and describes various interventions undertaken by MotherCare There are many other
aspects to planning interventions, such as message design choosing the most appropriate
communication channels, pretesting messages and materials, setting up monitoring systems, and
planning an evaluation These topics are outside the scope of this Guide
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Organizing Findings for
Intervention Planning

The approach taken here once again draws on the Pathway to Survival’ The framework 1s used
as a diagnostic tool for identifying weak pomts in the Pathway that need to be strengthened by
intervention As a remunder the framework 1s once again
presented here
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1 Assess the services context for the Pathway
® to determune an overall strategy

One of the key things to look at in determining an overall Safe Motherhood strategy 1s
the accessibility of health care services and patterns of their use In settings where
services are not accessible the program will want to work to make them available, this
however, 1s a long-term activity and other actions can be taken to address Safe
Motherhood problems in the short term In these cases, the mitial strategy might be to
focus on prevention (e g, improving nutnition and encouraging social support to ease
workloads) and on improving the ability of community birth attendants to carry out a
clean, safe delivery and to address a newborn s immediate needs In other settings,
adequate obstetric services may be available, but utilization may be low because the
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facilites require women to contravene cultural customs In this case, the overall strategy
could focus on making facilities more welcoming and culturally compatible, and on
promoting the use of such services Assessing the broad services context 1s just the first
step 1n reviewing your research findings Once an overaiching strategy has been defined,
decisions can be made about specific mtervention components

Look at each step of the Pathway in turn
Identify the specific problems within each of the steps

Whether adequate services exist or not, the other steps mn the Pathway need to be in
place In addition to taking preventive measures, adult family members need to recognize
a complication when it appears and take the best action possible under the given
circumstances

Take each Pathway step 1n sequence (prevention, problem recognition, decision making,
access to care, and quality of care) and list the problems within each Be specific For
example, you may have found that the health facility does not respect some local
customs Instead of entering health center does not respect local customs state the
specific problem °‘providers do not let women remain partally clothed during exams

Much of this work will have been done during analysis of findings and laid out 1n the
tesearch report The Problem” column in the sample grid on page 113 gives an example
of what 1s done under this step

Prioritize specific problems to be addressed by the intervention
Convert each to the “flip side”—the desired behavior or outcome

The reseaich 1s likely to uncover many problems, and the mtervention will not be able to
address all of them at least not right away It will be necessary to give priority to certain
problems In deciding which should be given priority consider two main criteria (1)
health impact of overcoming the problem, and (2) feasibility of overcoming the problem
Assessment of feasibility will take into account how complex the problem is to change
and the resources requured to change it

For problems that are specific behaviors, 1t 1s useful to define in exact terms what you are
asking the person (mother, husband, TBA, etc ) to do Often, behaviors mnvolve several
steps Break down the behavior mto 1ts component parts and assess the difficulty of each
part, taking into account the constramts under which those performing the behavior are
operating The following table lists characteristics of behaviors that make them more
amenable to change, and therefore feasible to address
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CuHaARrRACTERISTICS THAT MAKE BeEHAVIORS EASIER TO CHANGE

Positive consequences are immediate or at least <4 Not domng the behavior 15 percerved as risky
easily hinhed to the behavior 4 Behavior 1s siumple to understand does not
Positive consequences are visible requure complex or technical understandng
Positive consequences outweigh negative 4 Behavior requires no unusual skill or training
consequences 4 Behavior can be eastly tried out
Behavior 1s compatible with existing behefs and 4 Financial cost 1s low
values

4 Tine costs are low
Behavior i1s percewved as acceptable or expected

4 There are no major access barriers to needed

by others whose judgment 1s valued

products or services

Identify the factors that are barriers to each desired outcome,
and the factors that enable each desired outcome

The research should have uncovered the factors that discourage and those that encourage
a given practice or outcome It is useful to lay these out as a basis for planning
intervention components and messages Barriers may be nternal (knowledge, beliefs,
perceived disadvantages, lack of skills) or external/structural (Jack of transport, lack of
basic services high costs) Enabling factors include anything that facilitates the desired
change These factors can also be internal (perceved advantages, positive attitudes
toward behavior, behavior fulfills cultural expectations) or external/structural (easy access
to needed products or services, low financial or socal costs) The sample grid on page
113 shows, for the pregnancy period examples of barriers and enablers for problem
points mn each step of the Pathway to Survival

Select mterventions that reduce the barriers
and build on the enabling factors

There 1s an array of potential actions that can be taken to comprise an intervention
package These actions can be grouped generally mnto policy, mstitutional/provider, and
community interventions The follow ing table provides an overview of these
mnterventions
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OVERVIEW OF INTERVENTIONS

Individual/Famuly/Community Level

4
%

§
&

Mobilizing communities to make Safe Motherhood a community concern and responsibility

Using various channels (radio pring, interpersonal) to mcrease awareness and knowledge of Safe Motherhood
1ssues, and to motivate behavior change

Developing contingency plans for obstetric or neonatal emergencies both at the family and commumty level

Instituting commuruty distribution networks for reproductive health products and information

Institutional/Provider Level (Quality of Care)

<+

TER R R R R AR

Upgrading infrastructure and equupment

Mamtauung adequate supplies and pharmaceuticals

Strengthening and updating pre service and 1n service medical traming

Establishing momtoring and supervision systems

Strengthening referral mechamsms

Improving attitudes mnterpersonal commumcation and other aspects of behavior

Creating and using information education and commumecation JEC) materials such as counseling cards
Making services more chent-oriented and culturally compatible

Creating means of obtaming input from communities and of mamtanung sensitvity to commumty needs

Policy Level

+

+ 4 4+

Making Safe Motherhood a priority on the national health agenda (advocacy)

Creating a national coordmatimg commuttee that mncludes members from all relevant health and program areas
Organzing meetings for sharing and dissemimnating updated technical and program information

Delmeating provider roles and responsibulities at the national regional local or facility levels

Developing treatment protocols (norms)

Coordmating donor activity and funding

Bringing it all Together

To facilitate the organization of findings and decisions about interventions, the steps outlined in
this Section can be brought together 1n a grid The following 1s a hypothetical example showing,
for the pregnancy period, how problems would be grouped according to the Pathway, what their
respective barriers and enablers are, and which interventions might overcome barriers and draw
on enablers to foster the desired outcome
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STEP O—PREVE\TIO\ PrACTICES

. Section Vi—Translating Findings Inio Action. W

dose

4+ Full supply is not
always given

+ Women are not certain
how to take them

5 A CDagired? RN Ny
,; m mblgngﬁ o Praaw& i W;,« &% j"‘* lgnab :ﬁm 038 ﬂgﬁe@gxzﬁtggpw i
L E Gﬂtcomqw . TN T pert R .
Women Reduce + Family needs water 4+ Husbands already help | + Develop radio senes on
maintain a workload every day women with chores in healthy pregnancy
normal especially + It 1s culturally unaccept the 9th month of include episodes with
workload carrying of able for men to carry pregnancy men starting to help
L‘gﬁgr‘l’(‘;’:}?r water + Husbands want a carlier
healthy baby
Use of prenatal | Atleast 3 4+ No benefit1s seen If 4+ Women want to know 4+ Develop radio series on
care s low (0 prenatal care pregnancy I1s normal when their baby will heaithy pregnancy
or 1 vist) wsi's per + Health providers treat arnve | affirm that women will
pregnancy mothers roughly dunng | + Women want to know if learn due date and
physical exam the position of the baby baby s position
+ There are long travel is okay + Create more
distances + Families want a healthy comfortable seating
baby provided in warting area
4+ There are long waits for
care + Women want other 4+ Make health information
health services avallable for mothers to
look at while they wart
4+ Train and encourage
providers to praise
women for traveling far
{o take care of
themselves
4+ Explore ways of
bringing some basic
sarvices closer to the
community mobilize
community to support
local services
Few women Ali pregnant + Supply at clinic 1s 4+ Plills are percewed as 4 Establish checklist of
take iron women take irregular making the blood counseling points on
tablets Iron 1n correct stronger iron pills developed for

4+ Women consider
weakness a problem

providers

+ Give pregnancy
calendar to mother to
take home

4+ Tran facilty staff to give
earlier notice to Ministry
of Health (MOH) about
low supplies make
larger periodic
allocations
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StEP 1I—PRroOBLEM RECOGNITION

Problem Practice or- , v Barrers Enablérs Interventions
Outcome
A small Women/men Women/men are + Sign is visible/evident Develop radio senes on
amount of know that any unaware of potential + Heavier bleeding Is healthy pregnarilc'y
bleeding not bleeding significance of bleeding considered Sefious teach signs, link hght
considered requires care bleeding to heavy
serious bleeding
Integrate teaching on
danger signs into
women’s group
Train community health
workers (CHWSs) to
counsel on danger
signs
Swelling of Women/men Women believe swelling | + A few women are Develop radio sertes on
hands and face | know that indicates the body Is knowledgeable, one 1s healthy pregnancy
1s considered swelling of storing blood which will an opinion leader teach signs
positive hands and face give strength during Integrate teaching on
requires care delivery danger signs Into
women’s group Involve
opinion leader

SteEP 2—DECcIsioN TO SEEK CARE

21 Deswed | ? )
Problem Practice:or . Barrers. Enablers Interventions:
Outtcome
Care 1s not Care sought Light bleeding 1s not 4+ Sign 1s visible/evident Develop radio senes on
sought for hght | immediately for recognized as serious + Heavier bleeding is healthy pregnancy
bleeding even light Facility 1s far away considered serous include segment where
bleeding woman seeks care for
Families worry about bleeding and problem I1s
cost resolved
Encourage TBA to refer
cases to facility
Care I1s not Care Swelling of face and 4+ Familes want healthy Develop radio senes on
sought for immediately hands 1s seen as sign of baby healthy pregnancy
swelling of face | sought for health + Husbands/partners include segment where
and hands swelling of face Light swelling 1s not so worry about losing therr woman thought sign
and hands detectable wives was favorable but
learned when a friend
Swelling of feet 1s had fits and almost died
common and usually that swelling can be
not a danger sign Senous
Encourage TBA to refer
cases to facility
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STEP 3———ACCESS TO CARE

b % g:;‘ D o IfedM i j ks - a‘ o Ny m‘i‘“ﬂ ' \,
%?racnce 0!%1” Dy Bamers AT Ena&levsﬁ ) hw “: «* N ntegvégmgn N
outwme 1 e " a(ﬁ ;‘w‘% 1 ol '\W% ‘\\'-’» \"76 i
Husband s Husbands give | 4+ Husbands are not + Husbands/partners gve | 4 Develop radio senes on
penmission is permission In aware of signs of permission when heaithy pregnancy
needed for advance, complications condition perceived as make appropnate/
travel te;pema::lyé if 4+ Husbands worry about Senous lntTrzstlng ford menl o
bey “;' e cost of service 4+ Husbands worry about ,':;Cr: r?elr\”'lio enria
absen losing therr wives €N giving pro
permission for travel
and expenditures
4 Enbst vilfage
leader/religious figure to
encourage men to give
permission in advance
Facility 1s far Reliable means | 4+ People who have cars 4 Two cars are avallable 4+ Through church help
bus service Is of transport 18 worry about therr cars n this community and raise awareness of
rregllar avalable for being overused/ two in adiacent | imporiance of prompt
emergencies misused community care
4+ Cars are costly to 4+ Secure agreement of
operate car owners to
cooperate
4+ Establish emergency
fund through church fo
pay for gas and/or
other compensation
4+ Promote tdea in radio
series on healthy
pregnancy
Facility I1s not Facility remains | 4+ Extending service 4+ MOH has made Safe 4+ Work with MOH to
open In open 24 hours hours costs extra Motherhood a prionty modify policy on hours
evenings for emerg- money + Work on cost issue
encies + Concept of client- etther through MOH or
centered care Is new via community
mobilization
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Problem Practice or " 3 Barrers., .~ Enablers " Interventions
~|  Outcome. . R :

Services are Services are + Actual quality of care 4+ Providers want 4+ Upgrade actual skills of

seen as perceived as for comphications of refresher traning providers

ineffective In effective pregnancy Is poor + Some women with + Develop radio series on

saving lives + Women who go to the serous complications healthy pregnancy
facility die or lose fetus were successfully promote importance of
(owing to delays in treated prompt freatment, use
getting to the facility testimontals of women
and also to poor quality whose lives were saved
of care but the
perception Is that
something about the
care kilis)

Mothers who Mothers 4+ Providers overall 4+ Most providers wantto | 4+ Link client comfort with

have not come | receive praise attitude toward clients do a good job idea of professionalism

praviously for for coming In Is condescending and service use

prenatal care
and now seek
care for a
complication
are scolded
and therefore
hesitate to use
services

to be treated

4+ Providers lack of
concept of client-
centered care

4+ Providers lack
understanding of how
their attitude toward
clients affects service
use

4+ Providers already know
that women have to
overcome barriers to
get to the health facility

+ Upgrade interpersonal
skills along with
technical skills

4+ Encourage providers to
praise women for
coming to get treatment
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Examples of Mothercare Interventions Undertaken

In order to provide a more concrete idea of mtervention possibilities, a sampling of mterventions
undertaken by MotherCare programs 1s listed below

Indwidual/Fanuly/Community Actions

Information, Education
& Communication
(IEC) Strategy

Contingency Plan

Community Mobilization

In Bolivia, MotherCare developed a 60-chapter radio soap opera,
which airs on regional radio stations A major goal of the radio
campaign 1s to increase recognition of the signs of complications
and to encourage families to take action

In Indonesia, radio spots and flyers are used to encourage
women and families to save money and plan for emergencies In
Guatemala, organized groups of women discuss how to plan for

emergencies and overcome problems of cost, transportation, and
child care

In Guatemala, one community—eager for a hospital resident

to join their community maternity—organized to provide housing
and supportt for the resident In return, the resident works closely
with local TBAs, encouraging them to bring their patients to
deliver at the maternity center and to remain with their charges
while the delivery occurs

Institutional and Provider Actions

Counseling Materials

MotherCare and Hipnosis—a Bolivian graphics/media
organization—developed a flip chart for Bolivian health care
providers to help them counsel and inform clients Providers use
the flip chart, which contains clear and simple language, to help
women and their families understand the complication they are

experiencing and the steps that will be taken to resolve the
problem
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Cultural Compatibility  In response to community complaints that the health centers
serve cold foods immediately postpartum (a practice found in
formative research to be taboo) the Honduran Minustry of Health
(MOH) 1s working with hospital health staff to change menus so
that foods are culturally acceptable and desirable, while still
nutritious

Technucal and
Interpersonal Skills In Indonesia, clinically trained village midwives tecerve a

two-week tramning that includes not only technical skills, but also
counseling skills and techniques that are designed to promote the
acceptance of midwives in their communities and to improve
provider-client rapport

Policies/Protocols  In Bolivia, health providers are modifying their behavior to be
more mn accordance with the wishes of Quechua and Aymara
women thewr main clients Changes include keeping delivery
rooms warm, returning the placenta to the family allowing
husbands and TBAs to be present at delivenies and letting the
woman choose her own delivery position

Trammg Curriculum  In Guatemala, providers needed to umprove not only their
technical skills, but also their ability to communicate with their
clients 1n a culturally-sensitive manner MotherCare, with
assistance from the American College of Nurse Midwives
(ACNM), developed a competency-based training curriculum for
physictans and nurses In addition to technical skills, the
curriculum addresses interpersonal communication and
counseling

Tramming MotherCare collaborated with the MOH and the Indonesian
Midwives Association to develop a Training/Continuing
Education System for the Province of South Kalimantan
Currently, hospital- and health center-based midwives receive
tramng 1n Life Saving Skaills (LSS), adapted to the specific
sttuation 1 South Kalimantan with support from ACNM Village
midwives recetve a two-week traming 1n selected aspects of LSS
and on interpersonal counseling skills All the training mvolves
practical, hands-on experience and 1s competency-based
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Policy and Protocol Development

Provider Roles/
Responsibilities

National Strategies

Polictes/Protocols

Monzitoring and Supervision

In Ghana, where unsafe abortion 1s a major cause of maternal
death, the MOH mntegrated post abortion care (PAC) into 1ts
National Safe Motherhood Programme Before 1996, clinically
tramed midwives were not allowed to give PAC, which includes
manual vacuum aspiration to treat the complications of unsafe
and incomplete abortions But n the 1996 National Reproductive
Health Service Policy and Standards, the MOH authorized
clinically tramned midwives to provide PAC, thereby giving
women access to life-saving services in thewr own communities

Responding to a MotherCare study in seven Bolivian hospitals in
which 4 3% of the mothers or newborns were found to have
syphilis, the STD/HIV/AIDS National Program of the Bolivian
MOH along with the General Bureau of Epidemiology and the
Unut for Maternal and Child Health designed a National Plan for
the elimination of congenital syphilis Key activities of the Plan
include health provider and lab technician traming i case
detection and management counseling, surveillance, monitoring,
supervision, and evaluation

MotherCare collaborated with the National Secretariat of Health in
Bolivia to develop practice protocols for handling obstetric and
neonatal complications at health posts, health centers, and district
hospitals The protocols, which have been distributed to public
sector health providers, international orgamzations, and non-
governmental organizations (NGOs) throughout the country
combine guidelines on technical management procedures with
those on mterpersonal counseling

In Indonesia, district health teams make periodic visits to health
centers, and health center staff routinely visit village midwives
These encounters have resulted in improved reporting of
commumnity- and facility-level data (e g, the number of pregnant
women in the community) The supervisory visits also are a
mechanism to ensure that midwives have adequate equipment
and supplies Deficiencies are addressed at regular Maternal and
Child Health Management meetings at the District and Provincial
levels
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Multi-level Problem
Identtfication and
Resolution  MotherCare has worked closely with Indonesia s District and

Provincial MOH to implement the Maternal and Perinatal Audit
(MPA) Village mudwives conduct a “verbal autopsy” of maternal
and permnatal deaths The results are then reviewed at the MPA
meeting, in which staff from health centers, District MOHs,
dustrict hospital, and TBAs (if nvolved in the case) participate
The MPA 1s a way to increase understanding of the factors
contributing to maternal deaths mncluding not only community-
level constraints, but also deficiencies in clinical management and
facility capacity

Other Approaches to Developing Interventions

Use of the five-step process outlined here does not preclude use of other communication planning
and behavior change approaches For example social maiketing, with its emphasis on “the four
Ps"—product, price, place, and promotion—can be brought to bear on each of the major
behaviors targeted for change Behavioral theory can be used to conduct a more detailed analysis
of individual behaviors and the key factors needed to promote them A Stages of Change’
analysis shows where a community s with regard to readmness to make 1 given behavior change

It 1s assumed that program design will be carried out by someone familiar with these techniques
No matter what planning approach 1s used, the prelimmary analysis described here will provide
the foundation for further intervention design decisions that move us toward the goal of improving
the health and survival of mothers and their newborns
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Books, Publications,
J Is, esit
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Resources for Conducting
and Analyzing Formative
Research—General

Basics of Qualitative Research Techniques
and Procedures for Developing Grounded
Theory
Anselm Strauss and Juliet Corbin 1998

Sage Publications Inc

2455 Teller Road

Thousand Oaks CA 91320 USA

ph 805 499-0721/fax 805 499-0871

URL hitp /ywww sagepub com

Collecting and Interpreting Qualitative
Materials

Edited by Norman K Denzin and Yvonna S
Lincoln, 1998

See above for Sage Publications Inc contact
information

Computer Programs for Qualitative Data
Analysis A Software Sourcebook

Eben A Wettzman and Matthew B Miles 1995

See above for Sage Publications Inc contact
information

Cultural Anthropology Methods (CAM)
Newsletter Home page

URL http //www lawrence edu/~bradleyc/
cam html

(Other related websites are
URL  http /s www lawrence edu/~bradley ¢/
cam html#camvisit

URL http //www ualberta ca/~jrnorris; qual htm)

Appendices B

Doing Qualitative Research Research
Methods for Primary Care Volume 3

Benjamin F Crabtree and Wilhlam L Miller 1992

See above for Sage Publications, Inc contact
mformation

Empowering Commumnuties Participatory
Techniques for Community based
Programme Development (CAFS)

Berengere de Negri Elizabeth Thomas, Aloys
Mimgumugabo and Ityar Muvands, 1997

CAFS

PO Box 60054

Nairobt Kenya

ph 254 2 448618/fax 254 2 448621
E mail info@cafs org

The Focus Group Kit

Edited by David L Morgan and Richard A
Krueger, 1997

See above for Sage Publications Inc contact
formation

The Focus Group Manual

Susan Dawson, Lenore Manderson and Veronica
L Tallo 1993

WHO:, Special Programme for Research and
Traimng mn Troprical Disease

ISBN# 0 9635522-2-8

Attn Jocelyne Bruyere

ph 41 22-791 3725/fax 41 22-791 4854

URL  http //www who ch/tdr/publicat/list htm

Getting 1t 1n Focus A Learner’s Kit for Focus
Group Research

AED HealthCom and USAID, NEED YEAR

Academy for Educational Development (AED)
1255 23rd Street N'W

Washington DC 20037 USA

ph 202 884 8700/fax 202 884 8701

URL http /'www aed org

Interpreting Qualitative Data Methods for
Analyzing Talk, Text, and Interaction

David Silverman 1993

See above for Sage Publications Inc contact
mformation
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InterViews An Introduction to Qualitative
Research Interviewing

Stetnar Kvale, 1996

See above for Sage Publications, Inc contact
information

The Landscape of Qualitative Research

Edited by Norman K Denzin and Yvonna S
Lincoln, 1998

See above for Sage Publications Inc contact
information

Malking Sense of Qualitative Data
Complementary Research Strategies

Amanda Coffey and Paul Atkinson, 1996

See above for Sage Publicarions Tnc coptact
nformation

Participatory Research i Health Issues and
Experiences

Edited by Korrie de Koning and Marion Martin
1996

Zed Books

7 Cynthia Street

London N1 9JF UK

ph 44 171-837 4014/ fax 44 171 833 3960
E-mail sales@zedbooks demon co uk

URL http //www zedbooks demon co uk/home

Population and Reproductive Health
Programmes Applying Rapid
Anthropological Assessment Procedures
Lenore Manderson

UNFPA Technical Report

Available on internet at

URL  hitp //www undp org/popin/books/reprod/
content htm

PRA Field Handbook for Participatory Rural
Apprassal Practicioners

The PRA Programme Egerton University

PRA Programme

Egerton University

PO Box 536

Njoro Kkenya

fax 254 37 61527 (specify PRA Programme)
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Qualitative Data Analysis An Expanded
Sourcebook

Matthew B Miles and A Michael Huberman 1994

See above for Sage Publications Inc contact
nformation

Qualitative Evaluation and Research Methods
Michael Quinn Patton, 1990

See above for Sage Publications Inc contact
information

Qualstative Interviewing The Art of Hearing
Data

Herbert ] Rubin and Irene S Rubin, 1995

See above for Sage Publications Inc contact
information

Qualitative Research for Health Programmes
Patricia M Hudelson, 1994
Unpublished copies can be requested from
Lydia Kurkcuoglu

WHO/MNH at kurkcuoglul@who ch
Reference Number WHO/MHN/PSF/94 3

Qualistative Researching

Jennifer Mason 1996

See above for Sage Publications Inc contact
mformation

Rapid Assessment Procedures Qualitative
Methodologies for Planning and Evaluation of
Health Related Programmes

Edited by Nevin § Scrimshaw and Gary R
Gleason, 1992

International Nutriion Foundation for
Developing Countries (INF)

Charles Street Station

P O Box 500

Boston MA 02114 0500 USA

ph 017 227 8747/fax 617 227 9405
E mail unucpo@zork tiac net

Research Design Qualitative and Quantitative
Approaches

John W Creswell, 1994

See above for bSage Publications Inc contact
information



Research Methods 1n Anthropology,
Qualitative and Quantitative Approaches

H Russell Bernard, 1994

See above for Sage Publications Inc contact
information

RRA Notes, Number 16 Special Issue on
Applications for Health

International Institute for Environment and
Development Sustamable Agriculture Programme
1992

International Institute for Environment and
Development

3 Endsleigh Street

London WC1 0DD UK

Strategies of Qualitative Inquury

Edited by Norman K Denzin and Yionna S
Lincoln 1998

See above for Sage Publications Inc contact
nformation

Resources for Conducting
and Analyzing Formative
Research—Women’s Health

Rapid Assessment Procedures (RAP)
Ethnographic Methods to Investigate
Women’s Health

Joel Gittelsohn Pertt1 Pelto, Margaret Bentley
Karabi Bhattacharyya and Joan Russ, publication
forthcoming

See above for INF contact information
prelminary version available from
Renuka Agarwal

Ford Foundation

55 Lod: Estate

New Delhi India

fax 91-11-462 7147

E mail ragarwal@fordfound org

Safe Motherhood Needs Assessment
World Health Organization 1998

World Health Organization

1211 Geneva 27

Switzerland

ph 4l 22 791-21-11,fax 41 22 791 07 46
Reference Number WHO/RHT/MSM 96 19

Appendices W

Women’s Health Network (WHEN) Protocols
Ethnographic Methods to Investigate
Women’s Health

Joel Gittlesohn Pertt1 ] Pelto, Margaret E Bentley,
Karaby Bhattacharyya and Joan Russ, 1995

Department of International Health
The Johns Hopkins University

615 N Wolfe Street

Balumore MD 21205 USA

ph 410 955-3552

Resources for Conducting
and Analyzing Formative
Research—Nutrition and
Breastfeeding

Community Assessment of Natural Food
Sources of Vitamun A Guidelnes for an
Ethnographic Protocol

Lauren Blum, Pertt1 Pelto, Gretel Pelto and Harret
Kuhnlein, 1997

See above for INF contact information

Designing by Dialogue A Program Planners
Gude to Consultative Research for Improving
Young Child Feeding

Kate Dickin Marcia Griffiths and Ellen Piwoz,
1997

See above for AED contact information

A Guide to Qualitative Research for
Improving Breastfeeding Practices

Michael Favin and Carol Baume, 1996

Manoff International

2001 S Street N'W

Washington DC 20009 USA

ph 202 265 7469/fax 202-745 1961

Rapid Assessment Procedures for Nutrition
and Primary Health Care Anthropological
Approaches to Improving Programme
Effectiveness

Susan C M Scrimshaw and Elena Hurtado 1987

UCLA Laun American Center

Unnversity of CA Los Angeles

405 Hilgard Avenue 10343 Bunche Hall
Los Angeles CA 90095 1447 USA

ph 310 825-4571/fax 310-206-6859

hitp /"www 150p ucla edu/lac/reference htm
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Resources for Conducting
and Analyzil’ll%; Formative
Research—STDs/HIV/AIDS

Rapid Anthropological Approaches for
Studying AIDS Related Beliefs, Attitudes and
Behaviours

Susan CM Scrimshaw Manuel Carballo, Michael
Carael, Laura Ramos and Richard G Parker

See above for INF contact information

The Manual for Targeted Intervention
Research on Sexually Transmitted Illnesses
with Community Members

Deborah L Helitzer Allen and Hubert A Allen Jr
1994

Office of Evaluation Center for Health Promotion
Unrversity of New Mexico 251 Surge
Albuquerque NM 87131 5311 USA

Attn Deborah L Helitzer

ph 505 272 4462

Situation Assessment Ethnographic Methods
m AIDS Intervention Programmes

Pertt1 J Pelto

WHO/UNAIDS Currently unavailable photo-
copies circulate

Resources for Conducting
and Analyzing Formative
Research—Family Planning

Qualitative Research for Family Planning
Programs 1n Africa

Comptled and edited by Adrienne Kols

Center Publications

Johns Hopkins Center for Communication
Programs (JHUCCP)

111 Market Place Suite 310

Balumote MD 21202-4024 USA

ph 410 659 6300/fax 410 659 6266

URL http //www jhuccp org/occastwo stm

Tools to Assess Family Planning Counseling
A Compendium of Field Tested Survey
Instruments from JHU/PCS Executive
Summary

126

Young Mi Kim and Cheryl Lettenmaier

See above for JHUCCP contact information

MotherCare Community
Research

Bolhvia

Diagnostico Barreras y Viabilizadores en la
Atenci6n de Comphicaciénes Obstétricas y
Neonatales

Guillermo Seoane Flores Veronica kaune Moreno
and Julio Cordova Villazon 1996

MotherCare Project

John Snow Inc

1616 N Ft Myer Drive 11th floor
Arlington VA 22209 USA

ph 703 528-747+/fax 703 528 7480

E mail mothercare_project@jst com

URL http //www 51 com/intl/mothercare

Egypt

MotherCare/Egypt Diagnostic Research in the
Governorates of Aswan and Luxor of Egypt
Final Report

Social Planning Analysis and Administration
Consultants, 1998

See above for MotherCare contact information

Guatemala

Investigaci6n Cualitativa Formativa para el
Disefio de la Estrategia Comunicaciéon Social
Proyecto MotherCare/Guatemala

Elena Hurtado, 1995

See above tor MotherCare contact information

Honduras

Investigacion Cualitativa de la Morbilidad v
Mortalidad Neonatal en el Area Rural de Las
Regiones de Salud 1, 2 y 3 Informe Global
Secretaria de Salud Programa de Desarrollo para
la Infancia y la Mujer Save the Children de

Honduras Liga de la Lactancia Materna de
Honduras 1997

See above for MotherCare contact information



Indonesia

Working Paper on the Community Diagnosis
MotherCare Safe Motherhood Project, South
Kalimantan

Julie Marsaban Stirling and Lara Zizic 1996

See above for MotherCare contact information

MotherCare Community-based
Survey Research

Bohuvia

Estudio de linea de base en salud materna y
permatal Bolivia 1996 Investigacion cuantita-
tiva de salud materno perinatal en una mues-
tra de hogares de cinco Distritos de Salud de
Bolivia

Ramuro Eguiluz, Cindy Stanton, Guillermo Seoane
and Colleen Conroy, 1998

see above for MotherCare contact information

Indonesia

Maternal and Neonatal Health 1n Indonesia
Baseline Findings from a Community Survey

Tom Marshall, Ali Zazri 1drus Jusat Endang
Achadi and Zahidul A Huque, 1998

see above for MotherCare contact information

Other Safe Motherhood
Publications

Asking Questions About Women’s
Reproductive Health Gudelines on Scope
and Content

Wendy ] Graham, Oona MR Campbell
Veronique G A Filippy, Elizabeth Goodburn, Tom
Marshall, Carine Ronsmans and Caroline Shulman

1994

London School of Hygiene and Tropical
Medicine (LSHTM)

Maternal and Child Epidemuologv Unut
London WCIE 7HT UK

ph 44-171 636 8636/fax 44 171 436 5389

Appendices R

Life-Saving Skills Manual for Policy Makers
and Trainers
American College of Nurse Midwives
818 Connecticut Avenue NW Suite 900
Washington DC 20006 USA
ph 202 728 9860/fax 202 728 9897
URL http //www acnm org

Listenung to Women Talk About their Health
Issues and Evidence from India
Joel Gittelsohn, Margaret E Bentley, Pertt1 Pelto

Mont Nag, Saroj Pachaur, Abigail Harnison, Laura
Landman, 1994

Department of International Health Division of
Human Nutnitton

Johns Hophins University School of Hygiene and
Public Health

615 North Wolfe Street

Baltimore MD 21205 USA

Renuka Agarwal Ford Foundation
55 Lodi Estate

New Delhi India

fax 11 4627147

E-mail ragarwal@fordfound org

Measuring the Determinants of Maternal
Morbidity and Mortality Defining and
Selecting Outcomes and Determunants, and
Demonstrating Associations

Oona MR Campbell and Wendy J Graham, 1991

See above for LSHTM contact information

Measuring Maternal Mortality and Morbidity
Levels and Trends

Oona MR Campbell and Wendy J Graham, 1991

See above for LSHTM contact information

Mother Baby Package Implementing Safe
Motherhood m Countries

World Health Organization 1994

See above for WHO contact mformation
Reference Number WHO/FHE/MSM/94 11 Rev 1

Program for the Control of Anemma 1n
Pregnant Women Report on the Results of
the Qualitattve Research

Bramn B Johnson, 1996

Opportunities for Micronutrient Interventions
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(OMNI) Community and Infant Health Care
Project (CCH) MotherCare and the National
Department of Health see above for MotherCare
contact nformation

Report on the Use of the Community
Diagnosis to Explore Safe Motherhood A
Two country Comparison and Methodological
Critique (Technucal Paper #6)

Nancy Nachbar 1997

See above for MotherCare contact mformation

Unraveling the Mysteries of Maternal Death
in West Java. Reexamiming the Witnesses
Merwita B Iskandar Budi Utomo, Terence Hull
Nick G Dharmaputra and Yuswardi Azwar 1996

Center for Health Research
Research Institute University of Indonesia
Depok Indonesia

Utilizing Survey Data on Maternuty Care m
Developing Countries An Ilustrative Study

Veroruque G A Filippi Wendy J Graham and
Oona MR Campbell, 1990

See above for LSHTM contact information

Journals

Acta Obstretrica et Gynecologica Scandinavica
(Supplement also available)

238 Man Street

Cambrndge MA 02142 USA

ph 617 547 7665/fax 617 547 7489
email fsub@mail munksgard dk

American Journal of Chnical Nutrition
9650 Rockville Pike
L 2310
Bethesda MD 20814 3998 USA
ph 301 530 7026/fax 301-530 7001
email staff@dues faseb org

American Journal of Obstetrics and
Gynecology
11830 Westline Industrial Drive
St Louts MO 63146 3318 USA
ph 800 325 4177
ph 314-872 8370/fax 314 432-1380
telex 44-2402

128

Bulletin of the World Health Organization

World Health Organization

Distribution and Sales

1211 Geneva 27

Switzerland

fax 44 22-791 4857

URL http ‘“www pll who ch/programmes/pllsdas/
serials bull htmi

European Journal of Obstetrics & Gynecology
and Reproductive Biology

Elsevier Science Ireland Lid

PO Box 85

Limerick Ireland

ph 353 01 4719+4/fax 353 61 472144

Famuly Planning Perspectives
Alan Guttmacher Institute
120 Wall Street
New York NY 10005 USA
ph 212 248 1111/fax 212 248-1951

Food and Nutrition Bulletin

United Nations University Press

The United Nations University

53 70 Jingumae 5 chrome Shibuya-ku
Tokyo 150 Japan

ph 03 3499 2811, fax 03-3406 7345
E-mail sales@hq unu edu

Health Policy and Planning

Journals Subscriptions Department
Oxford Unrversity Press

Great Claredon Street

Oxford OX2 6PD UK

ph +4 1865 267907/fax 44 1865 267485
telex 837330

International Family Planning Perspectives
Alan Guttmacher Institute
120 Wall Street
New York NY 10005 USA
ph 212248 1111/fax 212-248 1951

International Journal of Gynaecology and
Obstetrics

(International Federation of Gynaecology and
Obstetrics)

Elsevier Suence

Regional Sales Office

PO Box 945

New York NY 10159 0945 USA

ph 212 633-3730/fax 212-633 3680



Journal of Nurse Miudwifery
(American College of Nurse-Midwives)

Elsevier Science Inc

PO Box 945

New York NY 10159 0945 USA

ph 212 633 3730/fax 212-633 3680
telex 420643

E-mail usinfo f@elsevier com

URL http //www elsevier nl/

Journal of Obstetrics and Gynaecology
Carfax Publishing Co
PO Box 25
Abmgdon, Oxon
OX14 3UE UK
ph  44-1235 401000/fax 44 1235-401550
E mail enquires@carfax co uk

The Lancet

The Lancet Ltd

655 Avenue of the Americas

New York NY 10010 USA

ph 212 633 3800/fax 212 633 3850

Medical Anthropology

Gordon and Breach Science Publishers
¢/o International Publishers Distributor
PO Box 3054

Langhorn PA 19047 3054 USA

ph 215 750 2642/fax 215 750 6343

Medical Anthropology Quarterly
(Society for Medical Anthropology)

American Anthropological Association
4350 North Fairfax Drive Sutte 640
Arlington, VA 22203 1621, USA

ph 703-528 1902

Midwifery

Churchill Livingstone

Robert Stevenson House

1 3 Baxters Place

Leith Walk Edinburgh

EH1 3AF Scotland

ph 0131 556 2424/fax 0131 535 1704
URL http //www churchillmed com

New England Journal of Medicine
PO Box 9140
Waltham MA 02254 9881 USA
ph 800 THE NEJM/fax 617 893 0413
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Nuirition Reviews

Allen Press Inc

PO Box 1897

Lawrence KS 66044 USA

ph 913 843-1234/fax 913 843-1274

Obstetrics and Gynecology

(American College of Obstetricians and
Gynecologists)

Elsevier Science Inc

PO Box 945

New York NY 10159 0945 USA
ph 212-633 3730/fax 212 633 3680
Telex 420643

E mail usinfo f@elsevier com

URL http //www elsevier nl/

Reproductive Health Matters

29 35 Farringdon Road
London ECIM 3JB UK
ph  4-171 242 8686/fax 44-171 242 9696

Social Science and Medicine

klsevier Science Inc

PO Box 945

New York NY 10159 0945 USA

ph 212 633-3730/fax 212 633 3680
telex 420643

E mail usinfo f@elsevier com

URL htip //www elsevier nl/

Tropical Doctor
Royal Society of Medicine
1 Wimpole Street
London W1M 8AE UK
ph  44-1712-902028

Tropical Journal of Obstetrics and
Gynaecology

(International Federation of Gynaecology and
Obstetrics)

Fourth Dimension Publishing Co  Lid
House 16 Fifth Avenue

PMB 011164

City Layout New Haven

Enugu State Nigeria

ph 234 42 459969/fax 234 42 45329
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Appendix B—
Organizational
Resources

Academy for Educational Development (AED)

AED 15 a non-profit organization conducting
domestic and international programs 1n education,
tramning analysis and research in the areas of
health and nutrition, family planning and vouth
development (among others)

1875 Connecticut Avenue NW Surte 900
Washigton DC 20009 USA

ph 202-884-8000/fax 202 884 8400

E mail admindc@aed org

URL http //www aed org

African Medical and Research Foundation
(AMREF)

Included among AMREF activities are provision of
medical services to remote areas training of
village health workers production of information,
education and communication (JEC) matenials and
research

19 West 44th Street Room 1708
New York NY 10036 USA

ph 212 768 2440/fax 212-768 4230
E mail admindc@aed org

URL http //www amref org

Africare

Africare s activities in health mnclude the provision
of supplies, construction of facilities, traiming of
personnel production of health materials and
planning and oiganization of health systems

440 R Street NW

Washington, DC 20001 USA

ph 202 462 3614/fax 202-387 1034

E mail africare@f1104 n109 z1 fidonet org
URL http //7www afticare org

Aga Khan Foundation USA

The Aga Khan Foundation assists i the
development of health systems, trains personnel
manages community-oriented programs and
produces educattonal materials
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1901 L Street NW Suite 700

Washington DC 20036

ph 202 293 2537/fax 202 785 1752

E mail 71075 1561@compuserve com

http www interaction org’mb/akt_usa html

American College of Nurse-Midwives (ACNM)
ACNM 18 a professiondl organization for certfied
nurse-midwives m the United States that works to
develop and support the profession of nurse-
midwifery in order to promote the health and
well-being of women and infants within their
families and communities

818 Connecticut Avenue NW Suite 900
Washington DC 20006 USA

ph 202 728 9866/ fax 202-728 9897

E mail mfo@acnm org

URL http /“www acnm org/educ/fenmacnm htm

American ORT

Amerncan ORT offers technical assistance to
health care programs

817 Broadwav

New York NY 10003 4756 USA

ph 212 677 4400/fax 212 979 9545
E mail rgreene@escape com

http 7 ‘www waort org

2025 I Street NW Suite 320
Washington DC 20006 USA

ph 202293 2560/tax 202 293-2577
E-mail ORTDC@aol com

American Red Cross International Services
(ARC)

In additton to mamtaining its traditional role in
disaster relief, ARC 15 active mn health education

Office of International Services
2025 E Street NW

Washington DC 20006 USA

ph 202 728-6600/fax 202 728 6404
E mail jones@USA RED CROSS org
http / /www redcross org

American Refugee Commuttee (ARC)

Aside from giving emergency assistance to
refugees, ARC also conducts trainings of health
workers

2344 Nicollet Avenue South, Suite 350
Minneapolis MN 5540+ USA

ph 612 872 7060/fax 612 872 4309
E mail kraus024@maroon tc umn edu
URL http //www archq org



Amigos de las Americas

Amigos de las Americas provides health education
to communities in Latin America

5618 Star Lane

Houston TX 77057 USA

ph 800-231-7796/ph 713-782-5290
fax 713 782-9267

E mail mfo@amigoslink org

URL http //www amigoshink org

Appropriate Technology International (ATD

ATT helps improve the productivity and income of
small business owners by giving expert advice,
increasing access to credit, improving
technologies and enhancing access to markets

1828 L Street NW Suite 1000

Washington DC 20036 USA

ph 202 293-4600/fax 202 293 4598

E mail Econet atinl@igc apc org

URL http //www interaction org/mb/att htm

CARE (Cooperative for Assistance and Relief
Everywhere)

CARE conducts education programs in maternal
and chidd heaith, nutrition, HIV/AIDS and family
planning and also provides tramning of health care
workers

151 Ellis Street NE

Atlanta GA 30303 2439 USA

ph 404 681 2552/fax 404-577 5977
E mail info@care org

URL http //www care org

Washington Liaison Office

2025 1 Street NW Suite 1024
Washington DC 20006 USA

ph 202 223 2277/fax 202 296 8695

Catholic Relief Services (CRS)

CRS programs support local health climics and
trains health care workers

209 West Fayette Street

Balumore MD 21202 3443 USA

ph 410 625-2220/fax 410-685 1635
E mail CRSHQ@DCD1CR DAS NET
URL http //devcap org/crs/index himl

CEDPA (The Centre for Development and
Population Activities)

CEDPA 1s a women-focused nonprofit
international organization that works to empower
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women at all levels of society to be full partners
in development CEDPA s Strategies include
building thecapacities of development mstitutions
and networks, mobilizing women s participation
at the policy level, inking reproductive health
services and women s empowerment, and making
youth an mtegral part of the development

agenda All CEDPA actwvities are designed to
advance gender equity

1717 Massachuseits Avenue, NW Suite 200
Washington DC 20036 USA

ph 202 667-1142/fax 202 332-4496
E-mail cmail@cedpa org

URL http //www cedpa org

Center for International Health Information
(CHD

CIHI 1s a USAID information management activity
which works to provide timely, reliable, and
accurate information on the Population Health,
and Nutrition (PHN) sector in developing
countries assisted by USAID

1601 N Kent Street Suite 1014
Arlington VA 22209

ph 703 247 5887/fax 703 243 4669
E mail info@cihi com

URL hitp //www ctht com

Center to Prevent Childhood Malnutrition
(NURTURE)

NURTURE supports local-level, self-help programs
that aim to 1mprove nutrition and disseminate
nutrition-related information

4948 St Elmo Avenue Suite 208
Bethesda MD 20814 USA

ph  301-909 8601/fax 301-909 8603
E mail nurture@clark net

URL http //www nurture bc ca

Centers for Disease Control and Prevention
(CDO)

An agency of the Department of Health and
Human Services, the CDC works to promote
health and quality of life by preventing and
controlling disease, mjury, and disability

1600 Clifton Road NE
Atlanta GA 30333 USA
ph (404) 639 3311

E mail netinfo@cdc gov
URL http “/www cdc gov
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Child Health Foundation (CHF)
CHF provides information to health care
professionals and mothers on inexpensive
effective methods to improve child survival and 1t
supports clinical research 1n this area

10630 Little Patuxent Parkway

Century Plaza Suite 325

Columbia, MD 21044, USA

ph 410992 5512/ph 301 596-4514/fax 410 992
5641

E mail chf@ChildHealthFoundation org

URL http //childhealthfoundation org

Children’s Survival Fund, Inc (CSF)

CSF provides food, medical supplies and other
needed items to support community development
and chid-oniented programs

PO Box 3127

Carbondale IL 62902 USA

ph 618 549-7873,fax 618 549-8320

E mail inad al@rx netcom com

URL http //www madnet com/cal/ccf htm

Christian Children’s Fund (CCF)

Through aftiliated groups CCF supports health
projects in nutrition, education health care
provider training and sanitation improvement,
among others Some direct medical and dental
services are also provided

2821 Emerywood Parkway

PO Box 26484

Richmond VA 23261 6484 USA

ph 804 756-2700/fax 804 756 2718

Concern/America

Concern/America works in developing countries,
providing community development assistance and
supporting women m development programs
through traming, technical assistance and material
support

PO Box 1790

2024 North Broadway Street Suite 104

Santa Ana CA 92702 1790 USA

ph 714 953 8575/fax 714-953 1242

E mail concern america mc@charitiesusa com

Doctors of the World USA

This agency provides tramming primary health care
services and education to geographic areas mn
need
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625 Broadway 2nd floor

New York NY 10012 USA

ph 212529 1556/fax 212 529 1571

URL

http “‘www energ pohm 1t/ development, ORG;, di
1348 htm

Famuly Health International (FHI)

In the areas of AIDS/HIV/STD, family planning
reproductive health and women s studies FHI
provides research, education and services m order
to improve the health and well-being of
populations worldwide

PO Box 13950

Research Triangle Park NC 27709 USA
ph (919) 544 7040/tax (919) 544 7261
URL http / www thi org

Healthlink Worldwide

Healthlink Worldwide works to improve the
health of poor and vulnerable communities by
strengthening the provision, use and mmpact of
mformation through communicating about health
1ssues promoting the development of good
policy and practice providing training in
information management and dissemination and
supporting sustamnable partner activities

Farringdon Point

29 35 Farringdon Road

London ECIM 3JB UK

ph  44-171 242-0606 fax 44 171-242-0041
E mail info@healthlink org uk

URL http //www ahrtag org/nussion html

Helen Keller International (HKI)

Working with national governments and local
communities, HKI seeks to prevent needless
blindness through direct eye care services
nutriion education and training

90 Washington Street 15th floor
New York NY 10006 2214 USA

ph 212 943 0890/fax 212 943 1220
E-mail info@hki org

URL http //www hki org

Interaction American Counci for Voluntary
International Action

Interaction provides a forum for communication
and collaboration among the NGOs working n
international development



1717 Massachusetts Avenue NW Suite 801
Washington DC 20036 USA

ph 202-667 8227/fax 202-667 8236

fax 202 667-4131

E-mail ma@mteraction org

URL hittp //www twhe org

International Aid, Inc

International Aid provides medical supplies and
equipment, trains health care providers, and
designs and manages mtegrated health care
projects

17011 West Hickory

Spring Lake MI 49456 9712 USA
ph 616 846 7490/fax 616 846 3842
E mail 74152 422@compuserve com

International Center for Research on Women
(ICRW)

ICRW supports women 1n development initiatives
through research at the policy-level program
support and mformation dissemination

1717 Massachusetts Avenue NW Suite 302
Washigton DC 20036, USA

ph 202-797-0007/fax 202-797-0020
E-mail ICRW@IGC APC ORG

URL http //www i1crw org/content htm

International Eye Foundation (IEF)

Through tramning information dissemination and
distribution of vitamin A IEF aims to reduce
blindness i the developing world

7801 Norfolk Avenue

Bethesda, MD 20814 USA

ph 301-986-1830/fax 301-986-1876

E-mail info@:ef permanet org

URL http //www rockefeller edu/irfcec/post-
doc html

International Reading Association

The Association seeks to improve literacy through
the support of reading research and a 90,000
world-wide member association committed to the
cause

800 Barksdales Road

PO Box 8139

Newark DE 19714 8139 USA

ph 302 731 1600/fax 302 731 1057
URL hitp //www reading org
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International Rescue Commuttee (IRC)

In the area of health IRC provides direct medical
services as well as medical traming to refugees
and IDP s This organization also supports public
health projects such as immunizations and
improved sanitation

122 East 42nd Street, 12th floor

New York NY 10168-1289, USA

ph 212 551-3000/fax 212 551-3184

E mail rc@irc com

URL http //www intrescom org/donation htm

International Women’s Health Coalition
(IWHC)

Working on a national and mnternational level
through research and public education, TWHC
aims to ensure women s reproductive health by
providing grants and technical assistance to NGOs
in developing countries working in related areas

24 Rast 21st Street Sth floor

New York NY 10010 USA

ph 212 979 8500/fax 212 979 9009
E mail rwhe@igce apce org

INTRAH

A program of the School of Medicine at the
University of North Carolina at Chapel Hill,
INTRAH assists health agencies in developing
countries to mprove the delivery of reproductive
health services through improved  preparation
and utiizaton of therr human resources

The INTRAH Program

208 North Columbia St CB#8100

Chapel Hill NC 27514 USA

ph 919 966-5636/fax 919 966 6816

E-mail mtrah@med unc edu

URL http //'www med unc edu/intrah

Islamuc African Rehief Agency USA (IARA USA)
TARA-USA provides funding and tramning for
programs wmmunization nutrition counseling,
prenatal care and other health-related actuvities
PO Box 708+
Columbia MO 65205 7084 USA

ph 314 443 0166/fax 314-443 5975
E mail 3911862@MCIMAIL Com

John Snow, Inc (JSI)

JSI works to improve the quality and accessibility
of health care and human services around the
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world by providing technical expertise tramning
and research assistance to public and private
agencies JSI partners with organizations to
mvestigate, develop, and mplement mmproved
management processes and systems m order 1o
mcrease the efficiency and effectiveness of thewr
operations

1616 North Ft Myer Drive 11th floor
Arlington, VA 22209, USA

ph 703 528 7474/fax 703 528 7480
URL http //www ist com

JHPIEGO Corporation

An affdiate of Johns Hopkins University, this non-
profit organization works to improve the health of
women and families globally by increasing the
availability of hugh quality reproductive health
services with an emphasis on family planning
services JHPIEGO reaches its goal by promoting,
mutiating and supporting activities that lead to
increased numbers of health professionals tramned
in reproductive health

1615 Thames Street Suite 200
Balumore MD 21231 3447 USA

ph 410 955 8558, fax 410-955 6199
E mail mito@jhpiego org

URL http //www thpiego jhu edu

Johns Hopkins Center for Commutucation
Programs (JHUCCP)
Part of the Johns Hopkins School of Hygiene and
Public Health, JHUCCP works with many interna-
tional agencies, foundations, governments and
nongovernmental organuzations m the US and
overseas to promote healthy behavior by devel-
oping and implementing effective communication
programs

111 Market Place Suite 310

Balumore MD 21202 4024 USA

ph 410 659 6300/ fax 410 659 6266

E mail webadmin@jhuccp org

URL http /s www jhuccp org

Manoff Group Inc

The Manoff Group 1s a private social marketing
agency specalizing in behavior-oriented planning
and communications for maternal and child
health nutrition and family planning programs

2001 S Street NW Suite 510
Washmgton DC 20009 1125 USA
ph 202 265 7469/fax  202-745 1961
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Map International

MAP International provides medicines and
medical supplies to Christian hospitals and climics
and offers medical assistance through a network
of medical students

2200 Glynco Parkway

PO Box 215000

Brunswick, GA 31521 5000 USA

ph 912 265 6010/fax 912 265 6170

E mail M MOSELY@MAPINTMHS COM
PUSERVE COM

URL http /www map org

Margaret Sanger Center International (MSCI)

MSCI provides medical services traming and

grants to local programs working m reproductive
health

26 Bleecker Street

New York NY 10012 2413 UTSA

ph 212 274 7200/fax 212 27+ 7299

E mail pjpurdy@pipeline com

URL http ““www mteraction orgy mb/msai html

Médecins Sans Frontiéres USA (MSF USA)

MSF USA provides medical services and helps set
up health care systems It also frequently supplies
food basic hygienic services, vaccinations and
conducts health-related information education
and communication activities

11 East 26th Street 19th floor
New York NY 10010 USA
ph 212 679 6800/fax 212 679 7016

Medical Care Development Inc (MCD)

MCD designs and manages programs i a varety
of medical and public health areas, mcluding
ORT promotion family planning and tramning of
health care professionals MCD also conducts
research as well as health policy analysis

International Division

1742 R Street NW

Washington DC 20009 USA

ph 202-462 1920, fax 202-265-4078
E mail MCDI@DELPHI COM

Domestic Division

11 Parkwood Drive

Augusta ME 04330 USA

ph 207 622 7566/fax 207 622 3516



Mercy Corps International

Mercy Corps provides medicine, medical supplies
and staffing for clinics and training 1n areas such
as immunization and nutrition

3030 SW Furst Avenue

Portland OR 97201 4796 USA

ph 503 242 1032/fax 503 796 1032
E mail mercy corps@igc apc org

National Council for International Health
(NCIH)

This membership orgamization provides trainng
education, and opportunities for networking and
mformation exchange among public health
professionals through semunars, workshops and
conferences

1701 K Street NW Sutte 600
Washington DC 20006 USA

ph  202-833 5900/fax 202 833 0075
E mail ncih@access digex net

Outreach International

Outreach supports health care worker tramnings
nutritton and home econormmuc centers, and school
lunch and fluonde programs

PO Box 210

Independence MO 64051 0210 USA

ph 816 833-0210/fax 816 833-0103

E mail JNXC37A@PRODIGY COM

URL http //www 1lds rchtx org/outreach/out
reach htm

Overseas Development Council (ODC)

Through information, education and
communication activities, ODC helps to mprove
American understanding of 1ssues confronting
developing countries and how they impact the
Unitted States

1875 Connecticut Avenue NW Suite 1012
Washington DC 20009 USA

ph 202 234 8701/fax 202 745 0067

E mail [last namel@gateway odc org

URL http //www odc org

Oxfam America

Oxfam programs tramn health workers provide
mobile medical units and conduct health educa
ton

National Office
26 West Street
Boston MA 02111 USA
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ph 617 482-1211/fax 617 728 2594
E mail oxfamusa@igc apc org
URL http //www oxfamamerica org

Pan American Development Foundation
(PADF)

PADF runs health education programs and ships
donated medical supplies and equipment to
needy areas in Latin America and the Caribbean

1889 F Street NW

Washington DC 20006 USA

ph 202458 3969,fax 202-458 6316
E mail garciap@la org

PATH (Program for Appropriate Technology
in Health)

Addressing primarily maternal and child health,
reproductive health and fanuly planning,
communicable diseases and health financing,
PATH works to assess health problems and
implement effective solutions

1990 M Street NW Sutte 700
Washington DC 20036 USA
ph 202 822-0033/fax 202 457-1466

Pathfinder International

Through grants and technical assistance to related
programs Pathfinder seeks to increase the
availability and accessibility of famuly planming
services

9 Galen Street

Suite 217

Watertown MA 02172-4501 USA
ph 617 924 7200/fax 617 924 3833
E mail Information@pathfind org
URL htip //www pathhind org

Population Action International (PAI)

PAI works to ensure access to family planning
and health services with its information
communication and advocacy efforts

1120 19th Street NW Suite 550

Washington DC 20036 USA

ph 202-659-1833/fax 202-293-1795

E-mail gbellamy@popact org

URL hitp , s www populationaction org

Population Communication

Through information, education and
commumnication, Population Communication
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works to create awareness of the problems of and
possible solutions to population 1ssues
1489 East Colorado Boulevard Suite 202
Pasadena CA 91106 USA

ph 818-793 4750/fax 818-793-4791
URL http //www population org

Population Reference Bureau (PRB)

PRB 15 an educational organization working with
public- and private-sector partners to increase the
amount, accuracy and usefulness of information
concerning changes in population and the impact
those changes may have

1875 Connecficut Avenue, NW Swte 520
Washimngton DC 20009 5728 USA
ph 202-939-5423/fax 202 328 3937

Populatton Services International (PSI)

PSI seeks to improve world health through social
marketing PSI provides low-mncome people with
affordable health products in the following areas
child survival, fanuly planning, AIDS prevention,
women s empowerment, adolescent pregnancy
and youth protection

1120 Nineteenth Street NW Suite 600
Washington DC 20036 USA

ph 202 785 0072/fax 202 785 0120
E mail PSIWash org

Project Concern International (PCI)

Dedicated to saving the lives of children and
mothers worldwide with basic medical care,
nutritious food, clean water and health education,
PCI emphasizes education of local volunteers

3550 Afton Road
San Diego CA 92123 USA
ph 619 279 9690/fax 619 694 0294

Save the Children

Save the Children s diverse program activities
include chuld survival women s health care,
family planning and nutition program nitiatives

54 Wilton Road

Westport CT 06880 USA

ph 203 221 4000/fax 203 454-3914
URL http //www oneworld org

1200 G Street, NW Suite 800
Washington DC 20005 USA
ph 202-434 8976/fax 212 637 9362
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New York Office

333 East +3rd Street

New York NY 10017 USA

ph 212 682 6881/fax 212-661 3438

Unitarian Unaversalist Service Commuittee
(UuUsC) e

UUSC provides support to local projects,
including community health worker mitiatives, as
well as research, information and counseling 1n
reproductive health

130 Prospect Street

Cambridge MA 02139 1813 USA
ph 617 868 1813/fax 617-868 7102
E mail postmaster@uusc org

World Concern Development Organization
(WCDO)

The provision of medical services, equipment,
medicines and nutrition education are part of
WCDO s actvities

19303 Fremont Avenue north
Seattle WA 98133 USA

ph 206-546 7201, fax 206 546-7269
E-mail tdl@crista wa com

World Education

Among World Education s m iny information
education and communication programs are
several actrvittes 1n maternal and child heath
education

210 Lincoln Street

Boston MA 02111 USA

ph 617 482 9485, fax 617 482-0617

E mail jennifer_bohn@wpoffice js1 com

World Health Organization (WHO)

The objective of WHO 1s the attainment by all
peoples of the highest possible level of health In
support of this objective WHO promotes
technical cooperation assists gosernments in
strengthening health services, furnishes technical
assistance promotes the improvement of nutrition
and hygiene, establishes international health
standards and makes recommendations on public
health practices

Avenue Appia 20

1211 Genev 27

Switzerland

ph 4122791 21 11,/fax 41 22 791 07 46
E-mail info@who ch

URL http//www who mnt



World Relief Corporation (WRC)
WRC designs and manages child survival

programs and other preventative health programs

PO Box WRC

Wheaton, IL 60189 USA

ph 708 665-0235/fax 708 653 8023
E mail 71211 1134@compuserve com

201 Route 9W North
Congers, NY 10920 1797 USA
ph 914 2G68-1797/fax 914 268 2271

World SHARE

World SHARE provides resources to suppott
commuruty institutions

6950 Friars Road

San Diego CA 92108-1137 USA
ph 619-686-5818/fax 619 686 5815
E mail mtruax@wshare com
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World Vision Relief & Development

World Vision s health activities include support
and technical assistance to training, education,
nutrition and disease control programs Thus

organization places special emphasis on maternal
and child health

919 West Huntington Drive
Monrovia CA 91016 USA

ph 818 357-7979/fax 818 303-7651
E mail bseiple@mary wvus org

International Headquarters

101 West Huntington Drive
Monrovia CA 91016 USA

ph 818 303 8811/fax 818 301 7786

Washington Office

220 I Street, NE

Washington DC 20002 USA

ph 202 347 3743/fax 202 547 4834
E mail tdewey@mary wvus org

137



W Assessing Safe lotherbood m the Community

Appendix C—
Gnssal' of Terms

Anema

A condmtion 1n which there 1s a reduction 1n
the number of red blood cells or 1n the
amount of hemoglobin present n them

Birth Asphyxia
Lack of pulse, impaired or absent breathing
in the newborn

Birth Trauma

This category includes infant mnjurnies
sustained at birth or during the burthing
process, including cuts and bleeding, injuries
to the central and peripheral nervous
systems, scalp, skeleton and certain other
organs

Early Neonatal Death

A death occurring to an infant between birth
and the first completed 7 days after birth

Eclampsia

A condition particular to a pregnant or newly
delivered woman, characterized by
convulsions, followed by more o1 less
prolonged coma The woman usually has
hypertension (high blood pressure), edema
(swelling from retention of watery fluid) or
proteinuria (abnormal amounts of protemn in
the urine) The convulsions may occui 1n the
before, during, or immediately after birth

Essential Obstetric Care (EOC)

The World Health Organizaton defines EOC
as the minimum package of health care
mterventions needed to manage
complications of pregnancy and delivery
EOC includes manual procedures (e g,
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removal of the placenta), medical treatment
(e g of infection, eclampsia anemua),
management of women with problem
pregnancies (intensified antenatal care), and
surgical obstetrics (e g, cesarean delivery)

Female Genutal Mutdation (FGM)

Traditional suigical practice of cutting away
all or part of the external genitalia of a girl or
woman This practice has three basic types
In the first, the clitors 1s partly or completely
removed In the second, the clitoris along
with small shin folds of the outer genitals are
removed In the third type, infibulation, the
outstde genitals are cut away and the vagina
1s sewn shut A small hole is left through
which urmne and blood can pass

Fertility Rate

The average number of children a woman 15
expected to bear 1 her lifeume given the
current birth rate

Formal Health Provider

In this Guide, a formal health provider 1s a
health provider working in the formal health
establishment and who has recetved at least
some clinical training This definition
excludes traditional burth attendants who may
or may not have recerved some clinical
training

Hemorrhage

The escape of blood fiom blood vessels
Antepartum (prenatal) hemorrhage 1s that
which occurs after the 20th week of gestation
but before delivery of the baby Postpartum
hemorrhage 1s the loss of 500ml or more of

blood from the genutal tract after delivery of
the baby

Hypertensive Disorders of Pregnancy
High blood pressure occurring as a result of
pregnancy



Infibulation
See female genital mutiation

Intrauterine Growth Retardation (IUGR)

When a baby does not grow normally while
in the uterus as when the mother 1s
malnounished, has malaria, tuberculosis
anerma, or smokes tobacco

Low Birthweight

Refers to an infant who at birth, weighs less
than 2500 grams

Maternal Death

The death of a woman while pregnant or
within 42 days of termmation of pregnancy,
urespective of the site or duration of that
pregnancy, from any cause related to or
aggravated by the pregnancy or its
management, but not from accidental or
incidental causes Maternal deaths can be
classified as direct or indirect

Maternal Death, Direct

The death of a woman from complications of
pregnancy (including abortion), delivery, or
the postpartum period or from interventions,
omussions, mcorrect treatment, or from a
chain of events resulting from any of the
above

Maternal Death, Indirect

The death of 2 woman from a preexisting
disease or a disease that developed during
pregnancy and which was not due to direct
obstetric causes, but which was aggravated
by the pregnancy

Maternal Mortality Ratio (MMR)

Number of maternal deaths per 100 000 Live
births in a given population 1n a given period
of ime The maternal mortality ratio reflects
a woman s risk of dying each ume she
becomes pregnant
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Neonatal Death/Neonatal Mortality

The death of an infant between birth and the
first completed 28 days after birth

Newborn/Neonate

Refers to a baby 1n the period immediately
succeeding birth and continuing through the
first 28 days of life In this Guide, the term,
newborn refers to babies born with the
potential to live, regardless of whether they
actually survive and regardless of whether
they are later misclassified as a stllbirth

Obstetric Fistulae

An opening or hole between the vagina and
the bladder or rectum Women with this
problem continually leak urine or stools from
their vagina

Obstructed Labor

A labor n which normal progress 1s arrested
by mechanical factors, requiring operative
intervention

Oxytocics

Drugs which stimulate forceful uterine
contractions in order to mduce or accelerate
labor and to prevent or treat postpartum
hemorrhage

Permate

The pernate 1s a term referring to a fetus or
newborn in the perinatal period The
pernatal period begins at 22 completed
weeks (154 days) of gestation (the time
when the fetus generally weighs 500 grams)
and ends seven completed days after birth

Perinatal Death

Death occurring between 22 completed
weeks (154 days) of gestation through the
first seven completed days after birth
Pennatal deaths include stillbirths and early
neonatal deaths
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Preterm Barth

A birth occuiring at less than 37 completed
weeks (259 days)

Professionally Traimned Provider

In this Guide professionally traned provider
refers to doctors (specialist or non-specialist)
and/or persons with midwifery skills who
can diagnose and manage obstetric and
newborn complications as well as normal
deliveries These providers have sufficient
professional training to provide safe and
appropriate routine and essential obstetric
care during pregnancy labor and delivery, in
the postpartum period, and with the
newborn Professionally trained providers are
a subset of formal health providers

Puerperal Infection

Infection that occurs during the period after
childbirth See also puerperal sepsis

Puerperal Sepsis/Sepsis

Infection of the genital tract occurring to a
woman any time between onset of rupture of
the membranes or labor and 42 days
postpartum In addition to fever, at least one
of the following must also be present pelvic
pain, abnormal vaginal discharge (e g,
presence of pus), foul or abnormal smelling
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discharge, or a delay n the rate at which the
uterus reduces in size

Spontaneous Abortion

Loss of a fetus which occurs before 22 weeks
of gestation (or when the fetus weighs less
than 500 grams) and which occurs without
instrumentation or medical mntervention

Stdlbarth

Buth of an infant who shows no evidence of
life (e g, does not breathe or show any other
evidence of life, such as beating of the heart,
pulsation of the umbilical cord, or definite
movement of voluntary muscles)

Traditional Health Provider

Health providers who work n the
community and who have gained their skills
primarily thtough experience rather than
through professional clinical training
following a Western medical model
Traditional birth attendants are one type of
traditional health provider

Uterine Prolapse

A condition where the uterus protrudes into
the vagmal canal



Evaluation Form R

cnmments Pleasel

We want to hear from ,Vﬂ”! Please tell us how you used the manual, how useful

you found it, and give us any suggestions you have for improving it

Please tell us your contact mformation.

Name Organization
Phone E-mauil
Address

1am [Jaresearcher [ a program planner [ other

Your comments

You don'’t have to use this form, but we aie especially interested in knowing

Whether you used this Guide to plan and conduct Safe Motherhood field work. If so, please describe:

How useful it was for your purpose:

Other purposes for which you used this Guide:

Please continue on the back

1/
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Suggestions for changes/any other comments:

You can get in touch with us hy...
E-maill mothercare_project@jsi: com
Phone (703) 528-7474

Fax (703) 528-7480

Mail MotherCare/JSI
1616 N Fort Myer Drive, 11th floor
Arlington, VA 22209
USA

Thank You!



