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Preface

This guide describes the approach used in the health sector of the Philippines for enabling local
Government Units (LGUs) to assess unmet needs in their communities for four essential health
services and to plan and implement interventions that facilitate the deli\'ery of these sen-ices. The
Philippines Department of Health (DOH) launched the Matching Grant Program (MGP) in 1999
to assist municipalities and cities! to expand the Co\"erage and quality of primary health care
pro\-ided for women and children in a decentralized health program setting.

The MGP promotes partnership between the DOH and LGUs and supports the department's
quality improvement program, or Smtro"g Sigla. The MGP dramatically raises the co\-erage of
four cost-effective public health technologies: child immunization, tetanus toxoid \'accine, vita
min A supplementation, and family planning. The program contributes to the attainment of
national health objecth'es by expanding and improving health services for the poor. (For more
information on the MGP, see "MGP Frequently Asked Questions," pages 8-12_)

Implemented by local teams, the MGP is an example of how local health senices can generate
their 0'0,,1\ data and use it to manage an intensive public health effort to enhance the coverage of
important primary health care sen-ices. Local teams plan and implement every step of the MGP
process, which begins with gathering and summarizing family health data. The management of
health data is a challenge for countries at all levels of development. The Philippine experience
with the community-based monitoring and information system (CBMIS), a basic component of
the MGP, demonstrates that local teams can be successful at generating and using local data to

identify their problems, address unmet needs, impron' service quality, and improve the manage-
ment of health programs.

• In the Philippines. municipalities are subdivisions of a province. Exh municipality is divided into snenJ bafOl~(~)_
one of which serves as the seat of govemment. Cities are municipal corporations cruted by bw and opented under spKQI

laws. called charten- They are organi-zed out of existing political units in urban areas and are fimncWly and adminiso ~tiwe,

independent of the province in which they are located. Like municipalities. cities consist of a number of bManpys. Pr-owK-es..
cities. municipalities. and barangays are all called Local Govemment Units. or LGUs,



x

This guide provides planning and instructional materials for three MGP stages: Orientation,
Phase I, and Phase II. For each stage, the guide provides session guidelines, supporting materials,
forms, and facilitator's notes.

In addition, the guide provides step-by-step guidelines for facilitating the MGP "team learning
by-doing" process developed, refined, and applied by the Management Sciences for Health
(MSH) project team over a five-year period throughout the Philippines. Using the MGP action
learning approach, health managers and staff learn to produce results while working together as
an efficient planning and management team.

Preface



Using This Guide

Intended Users of This Guide
This guide is designed. to be used primarily by the MGP management teams of the DOH's Cen
ters for Health Development (CHDs). Housed in the DOH's regional health offices, these teams.
are responsible for implementing the MGP in their regions.

Other potential users of this guide include:

• LGU managers, to learn about the responsibilities involved in and the benefits of making a
commitment to the MGP;

• DOH decision-makers and program managers, to better understand the MGr implemen
tation process, how to integrate it into decentralization efforts. and how to apply the
leaming-by..-doing process to other program and service enhancement efforts;

• collaborating agencies working in the Philippines, to increase their awareness of the
MGP process, promote collaboration, and encourage application of the methods in other
technical cooperation projects;

• health administrators and institutions in other countries, to adapt these experiences and
methods to similar efforts for enhancing the deliwry of local health seryices.

How to Use This Guide
The MSH project team de\'eloped this guide through repeated application of the MGP pTOCE'SS
throughout the Philippines. The materials provided are useful for orienting policymakers, re
cruiting program participants, developing a workshop schedule, and preparing the instructional
handouts required to conduct each phase of the MGP process. Facilitators may photocopy the
materials and handouts contained in the guide, or print them from the CD-ROM attached to the

inside back cover. Files for some handouts are included in Microsoft Word f(lrmah., to tacilit.lte
their adaptation to local contexts.

The guide is divided into five sections:

• Orientation-briefly describes the Orientation phase and provides important information
materials, including a suggested letter of intent and a draft memorandum of agn.>ement. as
well as handouts on the MGP and Sentrong Sigla.

U~ins Titi" Gui.U XI



• Phase I: Data Collection and Needs Assessment-provides a workshop schedule and a
syllabus containing guidelines, supporting materials, and forms for 11 sessions. Phase I
introduces the participants to the CBMIS, provides a field practicum exercise, and helps
the participating teams plan for carrying out community surveys and facility assessments.

• Facilitator's Notes: Phase I-offers advice for leading sessions and enhancing team par
ticipation during the learning process.

• Phase II: Data Analysis and Intervention Planning-provides a suggested workshop
schedule and a syllabus containing guidelines, supporting materials, and forms for nine
sessions. In Phase II, the participants analyze their data, identify problems, set objectives,
and plan and get approval for their interventions.

• Facilitator's Notes: Phase II-offers advice for leading sessions and enhancing team
participation during the learning process.

The guide also provides two appendixes. Appendix A is composed of eight Best Practices and
Technical Updates that share successful examples of MGr interventions. They may help to
generate ideas for possible program intervention and strategies. Appendix B is composed of
Quality Standards Lists and Facility Self-Assessment Checklists for two types of health facilities:
Barangay Health Stations/Health Centers and Rural Health Units/Health Centers. The Depart
ment of Health developed these standards and checklists with support from MSH under the
Sentrong Sigla program. The standards, guidelines, and checklists may be used as is or adapted
to the quality standards and needs of other countries.

Adapting This Guide to Your Context

This guide uses names for the local government entities and local health services that are the
main channel for delivering services in the Philippines under the national public health program.
In the Philippines there are four types of Local Government Units (LGUs): province, city, munici
pality, and barangay. Each type of LGU has clear and legally recognized boundaries over which
it exercises authority and within which it performs public functions, including the delivery of
health services. The smallest political unit in the Philippine system of government is the
barangay. Municipalities and cities consist of several barangays.

The Local Government Code of 1991 mandated the devolution of health services to LGUs and
made local government executives responsible for operating local health services. Under the
devolved system, the centers of authority for local health services are provincial governments,
city governments, and municipal governments. Provincial Governors operate the provincial and
district hospital system, while Local Chief Executives (mayors) operate Main Health Centers for
cities, Rural Health Units (RHUs) for municipalities, and Barangay Health Stations for a single
barangay or a cluster of barangays, depnding on their size.
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Devolution of health services to LGUs also changed the role of policymakers, program managers,
and technical staff at the regional levels. Regional staff no longer provide direct health ser"\"ices~

Rather, they provide technical assistance to LGUs and monitor the implementation of health
programs and services. Centers for Health De\'elopment (CHDs) are regional offices of the
Department of Health responsible for pro\'iding technical assistance to LGl's and for interre
gional sharing of technical capabilities.

Health administrators and institutions in other countries may wish to adapt this guide to their
context by using locally applicable names for local government entities and health services.

Using the CD-ROM

The CD-ROM that accompanies this guide provides the following programs and files:

• PDF (portable document fonnat) files of the session guidelines, facilitator's notes. hand
outs, and fonns

• Adobe Acrobat Reader, so CD-ROM users may download and use the program to open
and search the PDF files provided

• A "Read Me" file containing all information needed to dO\\-'Jlload and use Adobe Acrobat
Reader, open the PDF files, and create participant binders

Facilitators may use the PDF files to print hard copies of session guidelines. handouts, facilitator's
notes, and forms.

Using This GII"u
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Introduction

In 1999, the DOH launched the MGP to help municipalities and cities to expand service de!i,'ery
coverage and improve the quality of primary health care for women and children in a decentral
ized health program setting. The MGP is a highly effective grant mechanism and service deliwry
strategy that makes resources available locally and helps LGUs develop the capacity to impro"e
the deli,'ery of vital local health services. By focusing on expanding the delivery of services, the
MGP addresses inequities in health service provision and facilitates the flow of funds to the point
of service (service delivery level). The program allows LGUs to develop initiatives to meet local
health needs based on data and ideas that they generate themselves.

As a component of the USAID-assisted Integrated Family Planning and Maternal Health~
gram, the MGP initially targeted municipalities and cities with large populations but is now
available to smaller and poorer municipalities that can be clustered (e.g., a health district),

Under the MGP, the DOH provides grants of PhP250,ooo to 500,000 (approximately USS4.900
9,800) to interested and eligible LGUs through the CHDs, To participate in the MGP, a municipal
ity must indicate its commitment to implement and sustain the program by providing counter
part funding equivalent to at least 2..=i percent of the MGP grant amount. LGUs use these funds to
meet Sentrong Sigla (quality) certification requirements and/or to enroll indigent families in the
Indigent Program of the Philippine Health Insurance Corporation (phiIHealth).

MSH, with funding from USAID, provided technical assistance to all municipalities, cities,
provinces, and regions that participated in the MGP between January 1999 and January 2002. As
of January 31, 2002, 183 municipalities and cities in 40 provinces and" independent cities in 14
regions of the Philippines were enrolled in the program. Of the 183 cities and municipalities
enrolled, 110 had at least one Sentrong Sigla--<:ertified health facility, and 102 had an existing
memorandum of agreement with PhilHealth for the enrollment of their indigent constituents in
PhilHealth's Indigent Program. Of those with an memorandum of agreement. 67 had already
paid their premiums, covering about 83,000 households.

MGP Facilitation and Management Transferred to the DOH
The MSH project team has trained CHD and provincial-Iewl teams to be MGP process facilitators
and to monitor MGP activities in participating LGUs. These teams ha"e enrolled new LGUs and
have assumed responsibility for monitoring MGP acti\'ities in their regions or provinces.

'"trodlldion



As of January 2002, all CHDs, and provincial teams from Catanduanes, Negros Occidental,
Negros Oriental, Davao Sur, South Cotabato, Saranggani, Davao Norte, Sultan Kudarat, and
North Cotabato had been trained. They have trained newly enrolled LGUs and have assumed
responsibility for monitoring Mep activities in their regions or provinces.

The MGP Learning-by-Ooing Approach

The premise of the MGP learning-by-doing approach is that local health teams will be most effective if

they learn data collection, analysis. and planning procedures through application, with limited teaching by

facilitators. The participants carry out each step of the process as a group. using the session guidelines,

instructional materials, and forms provided in the guide. It is expected that the facilitators will provide

only limited guidance, to maximize the participants' learning and their ownership of the process as they

make and correct their own mistakes.

The MGP Planning and Implementation Process
The Mep planning and implementation process, managed by the CHDs and carried out by the
LGUs, is a systematic sequence of activities in five stages:

• Orientation

• Phase I: Data Collection and Needs Assessment

• Collect Field Data

• Phase II: Data Analysis and Intervention Planning

• Implement Interventions

Note: This guide provides detailed sessions, guidelines, handouts, and facilitator's notes for three stages:

Orientation, Phase I, and Phase II. The participants implement the remaining two stages-"Collect Field

Data" and "Implement Interventions"-when they return to their LGUs. Instructional materials for these

stages are not included in this guide. A summary of these stages is provided in the material that follows.

Orientation
To lay the groundwork for the Orientation phase, the DOH and the MSH project staff send
information about the Mep to the CHD that will be planning and implementing the program in
its region. The DOH Regional Director and his/her staff review this information, assess potential
interest in their region, and determine whether and when to begin implementing the program.

If they decide to proceed, the Regional Director and his/her staff form a regional technical
assistance team, with participation by the provincial and district levels. In addition, they hold
discussions with Municipal Health Officers (MHOs), City Health Officers (CHOs), and mayors,
with the goal of obtaining their support for and commitment to the program.

XVIII Introduction



Next, the CHD identifies LCUs that might be eligible for and benefit from participation in the
MCP. The CHD team sends them information about the MCP process, pre-enrolls the lCVs that
express interest, and invites their managers to participate in a one-day Orientation workshop.
Some LCUs send a team to the workshop, while others join a team for a clustered group of LGVs.
For the workshop, participants join in large- and small-group discussions that explore the ben

efits of enrolling in the program, the MCP planning and implementation process, and the re
quirements for program success.

Following Orientation, the LGUs consider their interest in participating in the MGP_ If they
decide to enroll, they initiate a memorandum of agreement with the CHD 10 confirm their inter
est and to request that their MGP team participate in Phases I and II.

Phase I: Data Collection and Needs Assessment
Based on lCU expressions of interest. the CHD MCP team makes plans to implement Phase I
with between three and five LCU teams, having six to ten members each_ Examples of team
members include the MHO or CHO, nurse supervisors, sanitary inspectors, and data managers.

Phase I is a three-day workshop that familiarizes the LGU teams with the CBMIS and prepares
them to carry out community surveys of unmet needs for the MGP-targeted sen'ices: child
immunizations, tetanus toxoid vaccine, vitamin A supplementation, and family planning. The
teams learn to use the Family Profile (Form 1) and the forms for summarizing and tabulating
family data gathered at the community level. The teams also learn how to conduct facility assess
ments for Sentrong Sigla certification. The teams leave the workshop with an actl\-ity and re

source plan for carrying out the CBMIS and facility assessment surveys in selected bar-angays.

Collect Field Data
During this stage, which generally lasts two to four months, the participants carry out the com
munity surveys and facility assessments in selt?\.--ted barangays and summarize the gathered data.
The team enlists clinic staff and supen'isors, midwives, and Barangay Health Workers (BH\-'is) to

conduct the surveys and assessments and provides them with training and sUpt'n-ision to ensure
that the data gathered are comprehensive and accurate. The team administers the facility assess

ment for level One Sentrong Sigla certification in all health centers in the selected Nrangays.

The team members enter their survey data in the MCP forms (1,2. and 3) and tables. They pre
pare a map showing community households, health facilities, and communications and other
infrastructure, such as roads. They prepare baseline data on health problems and Pn'LlJrsors. and
service performance related to the four MGP-targeted sen· ices_ Last. the lGe team identifies
potential local sources of financial, materiaL and other suppt"1rt for the interventions the~' will

design in Phase II,



Phase II: Data Analysis and Intervention Planning

Phase II is a three-day workshop that engages the LGU teams in a structured analysis of their
data. The participants determine the extent of coverage of the four MGP-targeted services in their
catchment areas, identify the level of unmet need for these services in each community surveyed,
and prioritize areas for taking action. They identify health and service problems and their under
lying causes. They formulate program objectives, set targets, develop ideas for improvement, and
identify interventions that will enable them to achieve their objectives.

Each session in Phase II produces a product that the teams use in developing their implementa
tion plan. The plan identifies implementation activities, the persons responsible, and the re
sources required. The plan also sets deadlines and provides information on matching grant
funds, where the funds will be used, additional resources required, and potential funding
sources.

During the last session of Phase II, the teams present their plans to the CHD MGP team, provin
cial-level staff, municipal representatives, and mayors, with the goal of gaining support for their
interventions. The CHD team presents its monitoring plan. A panel of decision-makers provides
guidance for proceeding with implementation, and all participants confirm their commitment to
the plans presented.

Implement Interventions

During this final stage, which generally takes five months to one year, the LGU teams implement
their planned interventions. Implementation tasks include mobilizing the required support and
resources from their city or municipality, engaging staff and community organizations in the
implementation process, and monitoring results by periodically updating their CBMIS forms.
During this stage, the CHD team is responsible for monitoring LGU team progress, managing
funding allocations, and taking care of the accounting for the grants.

Sharing and Building on MGP Success

The LGUs often develop innovative and successful interventions for improving service coverage and

quality and raising the awareness of families about the importance of childhood immunizations, tetanus

toxoid vaccine. vitamin A supplementation, and family planning. Successful innovations are documented

and shared with other LGUs and regions.

Over time, the MGP project team has developed a wealth of successful intervention examples that

participating LGUs have applied in their targeted areas. These case studies and technical notes are shared

with the new LGU enrollees to foster the generation of ideas. Some of these notes are used as handouts

during training and are included in this guide.

Implementation of the MGP provides opportunities for other enhancements at the LGU level, such as the

design and implementation of LGU disease surveillance, linked with regional sentinel surveillance sites.

These enhancements may be independent efforts or may be coordinated through district or provinCial

health offices.
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The Leaming-by-Doing Process

The learning~by-doingprocess of the MGP planning workshops is a proven method of group
learning that results in enhanced service reach and improved service quality. The MGP learning
by-doing process is based on a decentralized program methodology developed and applied to

health program planning for more than 35 years. The World Health Organization has success
fully used the approach presented in this guide for health-sector planning and programming,
national health and intersectoral development project planning. and distriet-Ie\'el problem
solving. It has also been used for special applications. such as design of the municipal-Iewl
disease surveillance system supported by PMTAT in the Philippines.

Principles
The underlying principles of this method include:

• The implementation of change is most successful when the people responsible for pro\id
ing and managing services are also responsible for planning and implementing changes
designed to imprm'e service coverage and quality.

• Team learning-by-doing creates a sense of team spirit that sustains teams' efforts to imple
ment their plan, meet and overcome obstacles, and make health service adjustments and
improvements.

• A planning process that uses learning-by-doing engages the participants and results in
deeper learning of practical methods. In this workshop, the participants learn by doing as
they:

• collect and present data

• analyze and define problems

• set objectives and targets

• generate and select ideas

• design interventions

• plan implementation

• prepare and present proposals

• implement interventions

• Involving individuals from all levels of the health system in the leaming-by-doing process
helps to clarify roles and relationships among the \'anous levels and enhances cooperation
and support for successful implementation.

• Leaming is enhanced when the data. strategies, and plans produced during the training
sessions become actual planning and monitoring documents that the teams continue to use
and update throughout the year. For example. the teams will more likely apply MGP
methods in the future because they use their MGP problem indicators, objectiws, and
targets to monitor and evaluate their efforts throughout implementation.



Prerequisites for Success
There are a number of basic requirements, or prerequisites, for success with the MGP's learning
by-doing approach. Making sure these are fulfilled is the responsibility of the MGP managers at
the regional, provincial, and district levels. These prerequisites include ensuring that:

• LGU team members represent all levels and perspectives of the health service delivery
system;

• LGU teams recognize and accept responsibility for designing a sound set of interventions
and for implementing these interventions within the planned time with the available
resources. The teams must feel accountable for the successful implementation of their plan
and for the resulting service performance improvements;

• the teams recognize that they play an important role in how well the national health
system functions, in meeting national health objectives, and in meeting the service needs of
the families in their communities;

• each session results in products that the teams use in the following sessions. These prod
ucts become part of the intervention implementation plan;

• the facilitators make as few suggestions to the teams as possible. Directions or ideas
provided by the facilitators could prevent the teams from generating their own ideas and
thereby reduce their ownership of the resulting plan;

• the sessions stay within the planned timeframe, with products completed during the
sessions themselves or in the evening. Adhering to a strict schedule ensures that the teams
learn how to work together under pressure, increases the team's efficiency, allows the
training to proceed according to the schedule, and simulates real-life implementation;

• all team members have an equal opportunity to contribute ideas and help develop session
products. For example, the facilitators should make sure that the responsibilities for
facilitating team discussions, managing team tasks, and doing presentations rotates
through the team. The facilitator must ensure that the team listens to and considers the
ideas of all its members equally and does not cater to long-standing hierarchical relation
ships among staff.

Outputs and Results
The MGP leaming-by-doing process results in:

• LGU team intervention plans that will actually be implemented;

• improved capacity by team members to apply these methods to other planning tasks;

• new LGU staff competencies in data analysis, intervention design, and activity planning;

• new ideas and strategies for mobilizing resources and political and community support for
service improvement;

• enhanced respect for the planning capabilities of LGU staff and managers.
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CHD Team Checklist MGP Planning and Implementation
Process

Orientation
a Assess potential regional interest in the program and determine when and where to begin

implementation.

a Form a regional technical assistance team.

a Solicit support from CHOs and mayors.

a Identify LGUs that might be eligible for and benefit from participation in the \~GP and
share information with them.

a Pre-enroll LGUs that express interest. and invite their managers to participate in Orienta
tion.

a Facilitate Orientation.

a Ask interested LGUs to commit to sending a team to participate in the Phase I and II
workshops.

Phase I: Data Collection and Needs Assessment
a Make plans for implementing Phase I with between three to five LGU teams.

a Facilitate Phase I.

a Make sure that the participants leave the workshop with plans for ca~ing out commu
nity surveys and facility assessments in selected barangays.

Collect Field Data
a Monitor data collection efforts of the LGU team and provide support as necessary-

Phase II: Data Analysis and Intervention Design
a Prepare the site and materials for Phase n, and imite dignitaries for the final session.

o Facilitate Phase II.

Implement Interventions
o Monitor lGU team progress, provide support to the teams as necessary. manage the grant

allocations, and do the accounting.



Orientation

Orientation lays the groundwork for planning and implementing the MGP in a region.
11l..is section contains fadlitator's guidelines for planning and implementing efforts to

recruit LGUs, orienting LGU tearns to the benefits and requirements of the MGP, and
planning for the Phase I training workshop.

Materials:
CHD Orientation Checklist

The Matching Grant Program

MGP Frequently Asked Questions

A Primer on Sentrong Sigla (Philippine Quality Assurance Program)

Sample Letter of Intent

Sample Memorandum of Agreement

Sample Materials List: MGP Phase I Training Workshop

Sample Workshop Layout
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Orientation encompasses a pre-enrollment process, a one-day orientation workshop for LGU
representatives, and planning for the Phase I workshop. This section of the guide describes the
orientation process, outlines its steps, and provides the following supporting materials:

• CHD Orientation Checklist

• The Matching Grant Program

• MGP Frequently Asked Questions

• A Primer on Sentrong Sigla (Philippine Quality Assurance Program)

• Sample Letter of Intent Sample Memorandum of Agreement

• Sample Materials List: MGP Phase J Training Workshop

• Sample Workshop Layout

Pre-Enrollment
Pre-enrollment has three steps: creating a shortlist of municipalities, communicating with the
local mayors, and forming a regional support team.

Creating a shortlist of municipalities. The first step in preparing to implement the MGP in a
region is to identify municipalities that might benefit from and be interested in participating in
the program. To meet the criteria for MCP participation, an LCU must have:

• cooperated well with initiatives and programs of the DOH in the past;

• a proven ability to deliver health services, particularly outreach activities, in its catchment
areas;

• a full or almost full complement of staff;

• demonstrated an ability to satisfactorily deliver priority health programs;

• at least one health facility that is Sentrong Sigla certified;

• sizeable and important client populations, possibly including communities with consider-
able health problems and unmet needs;

• a catchment area with economically depressed communities or populations;

• leadership support for family planning;

• enough Barangay Health Workers (BHWs) or other community health volunteers to gather
needed data (the recommended ratio of BHWs to population is 1:30).

Create a shortlist of the municipalities that meet this criteria.

Communicating with the Local Chief Executive (mayor). The next step is to send a letter
inviting Local Chief Executives to participate in the MGr. With the invitation, include a draft
letter of intent that the mayor should sign and return if s/he is interested in enrolling her or his
LGU in the program.

Orientation



Fonning an MGP team for a CHD. A regional MGP support team for a CHD leads the MGP
planning and monitoring process. The team's members normally include:

• a CHD MGP point person

• CHD program coordinators

• OOH representatives responsible for the participating LGL's

• a representative from the Provincial Health Office

Orientation Workshop
Preparing for and leading the one-day Orientation workshop involves four steps: scheduling
Orientation, inviting the participants, preparing and leading the program, and getting lGl"
commibnent.

Scheduling the Orientation workshop. Upon receipt of a letter of intent from one or more LGl"s.
schedule and make arrangements for a formal Orientation workshop. Ideally, a group of lGl"s
will participate in the workshop together-

Inviting the participants. The workshop participants normally include the following LGU repre-
sentatives:

• mayor (or a designated representative)

• chairperson of the Committee on Health

• Municipal Health Officer or City Health Officer

• health program coordinators

• Budget Officer

• Supply Officer

• Population Officer

Preparing for and leading the Orientation workshop. The one-<iay Orientation workshop
focuses on the technical and financial aspects of the MGP. The CHD MGP facilitators should
provide an overview of each topic, 1<\;th enough information to help the participants determine
whether to commit to enrolling in the MGP. The facilitators should make sure to cover the follow
ing technical and financial topics:

Technical Topics

• MGP objectives

• OOH objectives supported by the MGP

• health programs supported by the MGP

• EPI, or full immunization for children

• tetanus toxoid vaccine for pregnant women

• vitamin A supplementation for children

• family planning

• CBMIS

• Sentrong Sigla

• PhilHealth
• MGP technical roles and responsibilities of the CHD, Provincial Health Office. and the lGL'



FinanciaJ Topics

• amount of the MGP grant

• MGP memorandum of agreement

• LGU counterpart or matching funds

• MGP budgetary guidelines and use of LCU counterpart funds

• setting up a bank account (MCP trust fund)

• financial roles and responsibilities of the CHO and the LGU

Get LGU commitment to the MGP. After attending the Orientation, LCU leadership and

management must decide whether to commit to the MCP. In particular, LCU leaders and manag

ers must agree to comply with the requirements and responsibilities of enrolling in the MCP and

sign a memorandum of agreement. An example of an MCP requirement is an LCU commitment
to providing matching funds in an amount equivalent to at least 25 percent of the MCP grant.

Plan for Phase I
Planning for the Phase I training workshop involves two steps: scheduling the workshop and

preparing to lead it.

Scheduling the MGP Phase I workshop. Once an LCU has submitted its memorandum of
agreement, you should confirm the LCU's commitment and set dates for the Phase I workshop.

Discuss and reach agreement with the participating LCUs on the size and membership of their

teams and on the timing of the workshop. (It is advisable to tentatively schedule the Phase II
workshop also, to ensure that it is on the participants' calendars.) Normally, three or four LCU

teams attend the Phase I and II workshops together.

Preparing to lead the Phase I workshop. Once you have enrolled several LCUs and scheduled

the Phase I workshop, begin to prepare to lead the workshop. Use the session guidelines,

facilitator's notes, and supporting materials provided in this guide as you prepare. Manage the
logistical concerns, such as arranging for the training facility and accommodations for the partici

pants. Prepare for each participant a binder containing the Phase I session guidelines, handouts,

and forms. (You may make photocopies using the guide materials, or print copies using the CO

RaM provided with the guide.) The participants should receive their Phase I binder on the first

day of the workshop. The participants will receive the Phase II binder at the start of the Phase II

workshop.

Orientation



CHD Orientation Checklist

Pre-Enrollment
:J Develop a short list of LGUs to invite to participate in the MGP. Criteria include past

cooperation with the DOH by LGU officials and health staff, a full complement of health
staff, and at least one Sentrong Sigla-certified health facility.

:J Send letters of invitation to the Local Chief Executives (mayors} of the short-listed LGL's_
lnclude a draft letter of intent to facilitate the mayor's response.

::J Schedule an Orientation workshop for LGUs that have submitted a letter of intent_

Orientation Workshop
::J Fonn a CHD MGP team. Team members should include a CHD MGP point person, CHD

health program coordinators, a DOH representative, and a PrO\-incial Health Office repre
sentative.

::J Send workshop invitations to the mayor (or his/her designated representative); the chair

man of the Committee on Health, Municipal Health Officer or City Health Officer, health
program coordinators, and the LGU Budget, Supply, and Population Officers.

::J Prepare for and lead the workshop. Present on the follOWing topics:

Technical topics

• MGP objectives

• OOH national health objectives supported by the MGP

• health programs supported by the MGP

• CBMlS and BHW needs

• SentrongSigla

• Indigent Program of PhilHealth

• technical roles and responsibilities of the CHD, province, and lGU

Financial topics

• amount of MGP grant

• MCP memorandum of agreement

• LCU counterpart funds

• MCP budgetary guidelines and use of the LCU counterpart funds

• setting up a bank account (MGP trust fund)

• financial roles and responsibilities of the CHD and the LCU

:::J Get commitment to enroll in the MGP. LGUs demonstrate their commitment by signing the

MOA and agreeing to meet the requirements for enrolling in the MCP.
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Plan for Phase I
o Schedule the Phase I workshop. Tentatively schedule Phase II.

o Arrange for the training facility and accommodations.

o Prepare participant binders.

Orientation



The Matching Grant Program
In 1999, the OOH launched the MGP to assist municipalities and cities to expand ser.-ice deliwry
coverage and improve the quality of primary health care for women and children in a decentral
ized health program setting. The MGP is a highly effectiw grant mechanism and sen'ice deliH'~'

strategy that makes resources available locally and helps LGlJs to dewlop the capacity to im
prove the delivery of vital local health services. By focusing on expanding the deliH'~' of ser
vices, the MGP helps to correct inequities in health service provision and to facilitate the flO',' of
funds to the point of service (service delivery level). The program allows LGUs to dewlop initia
tives to meet local health needs based on data and ideas that they generate themseln>s.

As a component of the USAID-assisted Integrated Family Planning and Maternal Health r~
gram, the MCP initially targeted municipalities and cities v.;th large populations but is now
available to smaller and poorer municipalities that can be clustered (e.g., a health district).

Under the MGP, the OOH provides grants of PhP250,OOO to PhP500,OOO to interested and eligible
LGUs through the Centers for Health Development (CHDs). To participate in the MGr, a munici
pality must indicate its commitment to implement and sustain the program by signing a memo
randum of agreement and providing counterpart funding to the MGr grant. LGlJs use these
matching funds to meet quality certification requirements and i or to enroll indigent families in

the Indigent Program of the Philippine Health Insurance Corporation <PhilHealth).

MSH, with funding from USAID, provided technical assistance to all municipalities. cities.
provinces, and regions that participated in the MGP between July 1999 and January 2002. The
MSH team developed an MGP technical assistance package that uses a leaming-by-doing ap
proach in LCU training and planning activities. The MGP package includes training health
providers in implementing a CBMIS and conducting health facility self-assessments. The LGCs
use their sun'ey and assessment data to plan and monitor innovative and responsive !totGP
interventions to address the unmet needs of women and children in priority areas.

The MSH project team has trained CHD and provincial-level teams to be MCP process facilita
tors. These teams have enrolled new LGUs and have assumed responsibility for monitoring MGP

activities in their regions and provinces.

As of January 31, 2002, 183 municipalities and cities in 40 provinces and four independent cities
in 14 regions of the Philippines were enrolled in the program. Of the 183 cities and municipalities
enrolled, 110 had at least one Sentrong Sigla-eertified health facility, and 102 had a mffilOTandum
of agreement with PhilHealth for the enrollment of their indigent constituents in PhiIHealth's
Indigent Program. Of those with a memorandum of agreement, 67 had already paid their premi

ums, covering about 83,000 households.
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MGP Frequently Asked Questions

What is the MGPr

The MGP is one of the programs of the LGU Performance Program (LPP). The MGP provides
grants and technical assistance directly to municipalities and cities.

The goal of the LPP is to promote partnership between the DOH and the LGUs to expand and
improve the quality of family planning, maternal and child health, and nutrition services.

Through the LPP, the DOH provides technical and financial assistance to LGUs.

Other programs of the LPP, the Base Grant Program and the Top Performers Program, provide
grants and technical assistance to provinces and large cities. All three programs support the
Sentrong Sigla movement of the DOH

What are the national health objectives and targets for the year 2004 that the MGP supportsr

The DOH national health objectives for 2004 are:

• to reduce the infant mortality rate (IMR) from 35 (1995) to 17;

• to reduce the maternal mortality rate (MMR) from 172 (1998) to 86.

8

The DOH national targets for family planning and selected maternal and child health programs
for 2004 are:

• to increase the number of fully immunized children from 90 percent (1997) to 95 percent;

• to increase the number of pregnant women who have received at least two tetanus toxoid
vaccinations from 38 percent (1998) to 80 percent;

• to increase the number of children provided vitamin A capsules from 90 percent (1998) to
100 percent;

• to increase the rate of contraceptive prevalence for modern methods from 32 percent
(1999) to 60 percent.

Orientation



What are the specific objectives of the MGP?

The MGP contributes to the attainment of the national health objectives and targets by expanding
and improving health services for the poor. The MGr and LGL's expect to achieve the following
targets:

• to increase the use of modem contraceptives by currently married women;

• to ensure that at least 80 percent of children under 12 months of age are fully immunized;

• to ensure that at least 80 percent of children who are the youngest in their families are
protected against neonatal tetanus;

• to ensure that vitamin A supplementation has been provided to at least 85 percent of
children under five in the pre\'ious six months.

Who can panicipate in the MGP?

Priority is given to municipalities and cities with a population of at
least 80,000 and which require technical and financial assistance to
improve the quality and coverage of their public health services, in
particular family planning, maternal and child health, and nutrition.

Who benefits from the MGP?

Children under the age of five years and women of reproductive age who are poor and li\-e in

depressed areas benefit from the program.

How does the MGP work?

1. Regional CHDs invite eligible LGL's to submit a letter of interest to participah.> bast'd on the

program description in the MGP Fact Sheet.

2. An interested LGU submits a letter of intent to a CHD.

3. The CHD orients the interested LGL's on the details of
the MGP and assesses the LGU's needs.

4. The CHD and LGU sign a memorandum of agreement.

5. The CHD releases 40 percent of the MGP grant.

6. The LGU conducts a community-based assessment of
households.



7. The LGU develops a work plan using the assessment data, with technical assistance from
the CHD and province, and submits the plan to the regional CHD for approval.

8. The CHD releases the remaining 60 percent of the grant upon
approval of the work plan.

9. The LGU implements the work plan.

10. The CHD and province monitor MGP implementation in the
area and provide technical assistance.

11. A subsequent grant may be made available to any LCU that
reapplies, subject to the availability of funds, the LGU's need
for further improvement in health service delivery
through innovative interventions, and the LGU's ability to
fulfill its MGP commitments as demonstrated by its previous performance.

12. Steps 4-11 are repeated.

How much is the grant?

The MGP provides funding of at least PhP500,OOO
(approximately US$9,800) per LGU.

What health services can be expanded?

For the first phase, the MGP is targeting the following services, but other services may be added
in the future.

Family Planning
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How does service delivery funded by the MGP differ from other
programs and services provided by the municipality or city~

MGP allows participating LGUs to implement alternative, innovative,
and/or expanded service delivery interventions to increase sen'ice
coverage.

What is the role of the CHD~

TheCHD:

• provides financial assistance to the LGUs as specified in Article III of the memorandum of
agreement, subject to availability of project funds and in accordance with government
accounting and auditing procedures;

• issues and circulates pertinent technical and administrati\'e policies. standards. and guide-
lines governing the implementation of the health interventions being supported by the
MGP;

• in coordination with the province. pro\-ides technical assistance to the lGL:s in the follow
ing areas to ensure the effective and efficient implementation of the MGP and to respond
to operational issues encountered in the course of implementation:

• meeting Sentrong Sigla certification standards;

• training on community-based assessment of households;

• formulating and implementing the MGP work plan;

• enrolling poor families in the health insurance program for indigents;

• identifying and replicating best health practices,

• in coordination with the province. monitors the progress of alllGUs participating in the
MGP and gives feedback about the o\'erall implementation of the health inten'entions and
compliance with the provisions of the memorandum of agreement;

• coordinates the provision of assistance to the LGUs from the province. cooperating agen
cies, and other offices operating under the LPP;

• organizes forums. consultative meetings. and other activities that provide '-enue-s for
sharing and technical exchange among LGUs.

What is the role of the Municipal or City Health Office~

The Municipal or City Health Office:

• issues a Municipal/City Council resolution that attests to the appropriation of LGL; coun
terpart funds as specified in Article I. Section 2.4 of the memorandum of agrt."l"ment;

• designates an MGP point person or coordinator to oversee
the implementation of the MGP-related activities of the
LGU;

• conducts a quality assurance self-assessment and under
takes activities to meet Sentrong Sigla standards;

• conducts a CBMIS sun'ey;

• formulates a work plan based on the CBMIS sun'ey and
presents the work plan to the DOH for approval;



• integrates the approved MGP work plan into the annual LGU health plan;

• implements the approved work plan;

• enlists the support of other stakeholders in the implementation of the MGP-related
activities of the LGU;

• receives, safeguards, and utilizes for the proper purpose all
resources provided by the DOH under MGP;

• maintains records of MGP transactions (financial or otherwise)
for auditing and spot-checking by representatives of the DOH,
donor agency (USAID), other govemment agencies, and au
thorized representatives at any time;

• prepares and submits to the DOH the following official reports within the month following
the period being reported:

• midterm progress report

• audited midterm fund utilization report

• ensures adequate LGU representation in conferences, supervisory and monitoring visits,
consultative meetings, etc., to further improve the implementation of the programs sup
ported by the MGP.

How is the work plan evaluated and approved?

The CHD MGP team will meet to assess whether the work plan meets the requirements below.

• It supports the national health objectives and targets, particularly for family planning,
matemal and child health, and nutrition.

• The interventions identified support the provincial vision and strate
gies.

• Community support and involvement will be used to the greatest
extent possible.

• It will be implemented using existing resources (staff, facilities,
transport, and the recurrent budget as supplemented by the matching
grant).

• It considers the improvement of staff and service performance, quality of care, and efficiency.

• Service delivery activities are clearly defined and match the budget.

• Proposed service delivery activities are likely to increase service delivery coverage.

• Interventions have a reasonable chance of obtaining a measurable impact within 12 months.

What reports are reqUired?

Midterm and end-of-project reports on technical and financial
accomplishments are required and should be based on the ap
proved MGP work plan. The health staff are expected to present
the work plan and reports to the Local Chief Executive.

What happens after the LGU successfully implements the work plan?

Apply again, of course!

12 Orientation



A Primer on Sentrong Sigta
(Philippine Quality Assurance Program)
What is the Senuong Sigta?
Sentrong Sigla (literally Centers of Vitality) is a joint effort of the DOH and~ lGUs designed to
ensure the availability and accessibility of quality health services in health rentf'('S and hospitals_
What is the objective of the Sentrong Sigta?
The 5entrong Sigla program is aimed at fostering better and more effective collaboration between
the OOH and the LGUs. In this collaboration, the DOH provides technical and financial as.sis
tance and the LGUs implement health programs and develop health systems.

What are the benefItS of participating in Sentrong Sip?
For Local Chief Executives
• Increased. appreciation by constituents I clients• Positive recognition of local officials
• Improved health services and facilities, as a result of the national go\-emment grants and

technical assistance provided

For health workers
• Improved performance as a result of training and capacity-building activities• Positive recognition by clients and officials• Increased. feelings of self-fulfillment and job satisfaction• Improved health service delivery

For the public
• Increased access to quality health services• Increased. ability to demand quality health services• Increased. self-reliance

What are the major strategies of Sentrong Sigfa?
Sentrong Sigla has two complementary strategies: the Certification and Recognition Program
(CRP) and Continuous Quality Improvement (CQI).
The CRP focuses on improving health facility compliance with established quality standards.
Under the CRP, a CHD team assesses the facility's compliance with the established standards.
Facilities that meet the standards are certified by the OOH as providing quality health services.



..

CQI is a process that emphasizes building staff capacity to work as a team to identify service

delivery challenges, apply CQI tools, and improve service quality. Facilities that achieve the first

level of Certification and Recognition Program certification are E'ligible to receive technical

assistance in CQI.

Who can participate in the Certification and Recognition Program?

The CRP is open to all provincial and district hospitals, rural health units or health centers, and

barangay health stations that meet the following criteria:

For provincial and district hospitals

• licensed for the last 12 months or with a pending request for renewal of its license in the

same category as the previous year. The hospital categories are:

• provincial or city hospital (tertiary care)

• district (secondary care)

• no gap in its license to operate for the last five years

• accredited as "mother/baby friendly"

For rural health units or health centers

• a permanent, full-time, licensed physician on staff

• a reliable source of water

• a comfort room or latrine for use by patients and staff

• a stethoscope

• a blood pressure apparatus with cuff

• a thermometer

• a weighing scale for infants and adults

For barangay health stations

• haVing a main rural health unit or health center that is already Sentrong Sigla-certified

• housed in a permanent structure, with a permanently assigned midwife who provides

regular health services

• a reliable source of dean water

• a comfort room/latrine for patients

• a stethoscope

• a blood pressure apparatus with cuff

• a thermometer

• a weighing scale for infants and adults (but not bathroom scale)

What are the benefits of participating in the CRP?

Facilities that are Sentrong Sigla-eertified will receive a seal to display in front of the health

facility. The seal serves as a symbol of quality and excellent health services.
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AU Sentrong Sigla-certified facilities have the opportunity to receive technical assistance in CQl
which could help them to achieve the process and outcome standards requited for higher le\"€.Js
of quality certification. For example, a facility that reaches Level III certification and maintai.ns the
required standards for two semesters will automatically receive a Sentrong Sigla Hall of Fame
certificate.

What are the priority areas for quality assessment under the CRP~
• infrastructure!amenities
• services
• attitude and behavior of health workers
• human resources
• equipment
• drugs, medicines. and supplies
• health information system
• community intervention

How does a heakh facility become certified as Sentrong Sigla?
• The health facility uses the Quality Standards List for its category to assess its readiness tor

Sentrong Sigla certification. LGUs that are participating in the ?\tGP may use the MGP's
Facility Self-Assessment Checklist as their assessment tool. (This tool is included in the
appendix.)

• Once the health facility decides that it is ready to be certified. the lCU submits a letter of
intent to the COO expressing its interest in being assessed for ~trong Sigla certification.• Upon receipt of the letter of intent, the CHD Sentrong Sigla team first determines whether
the facility meets the inclusion criteria. If so, the COO team schedules an assessment ,-isit
in coordination with the lGU. If not, the LGU is advised to hold its request until it meets
the inclusion criteria.

• The CHD team conducts the assessment as scheduled, using the Health Facility Assess
ment Module.

• Immediately after the assessment, the COO team gives feedback or a briefing to the health
facility's personnel and the local Chief Executive. if possible, on the team's major findings.

• The COO team deliberates on the final results and, within two weeks, informs the local
Chief Executive, in a letter, of the results of its assessment.• The CHD presents all certified facilities with Sentrong Sigla seals during a regional event
or ceremonv.

How does a certified health facility advance to the CQI phase?
A facility enters the CQI phase as soon as it receives Sentrong Sigla certification. During the CQI
phase, the facility strives to meet higher-level standards by developing and implementing quality
improvement initiatives.



Sample Letter of Intent

With every invitation sent to an LGU to participate in MGP Orientation, you should also send a

copy of this draft letter of intent, to facilitate LGU participation. Fill in the blanks as appropriate,

for example, by writing in the name of the Regional Director and the LPP or MGP Coordinator.

(Leave blank the lines that the LGU is responsible for filling in.)
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Letter of Intent

Munidpality ICily of

Date

Dr. _
Regional Director
Department of Health
CHD for

_

Dear Dr. -'

This letter of intent signifies our interest to apply for the Matching Grant Program (Mep). We
are aware that our partidpation in the MCP is subject to the availability of lCU slots for this year
and our willingness to agree on the program requirements, which will be discussed during the
MCP Orientation.

Sincerely,

Mavor

Below are names of other LCU officials you may contact regarding our application:

Name

Name

Position

Position

Phone

Phone

cc:
---', Provindal LPP Coordinator



.- .... - ---

Sample Memorandum of Agreement

This sample memorandum of agreement, once signed, becomes a legal document that commits

the DOH and the LGU to fulfill various technical, financial, and administrative roles and respon

sibilities related to planning and implementing the MGP. An LCU that wishes to participate in

the MGP must sign a memorandum of agreement in order to send a team to participate in the

Phase I workshop.
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Department of Health
MATCHING GRANT PROGRAM

MEMORANDUM OF AGREEMENT
KNOW ALL PEOPLE BY THESE PRESENTS:
The Department of Health Center for Health Development (hereinafter referred to as
"DOH"), represented by DR. , Director N;
and

The Municipal/City Government of (hereinafter referred to as
LGU) herein represented by HON.

, Mayor;

WITNESSETH
WHEREAS, the DOH, pursuant to the Local Government Code of 1991 transferred the
responsibility for health services delivery and program implementation to the local
Government Units (herein referred to as LGUs or LCU);
WHEREAS, the DOH retains, among others, the functions of developing special
health programs and projects and extending support sen'ices and other forms of
assistance to the LGUs such as technical, administrative, logistics and financial sup
port;

WHEREAS, the DOH is leading a nationwide movement called the "Sentrong Sigla
Movement" (herein referred to as SSM) to improve the quality of health services;WHEREAS, the DOH is implementing refonns to increase the access of indigent
Filipinos to health sen'ices through the Indigent Program of the "Philippine Health
Insurance Corporation" (herein referred to as PhiIHealth);
WHEREAS, a special program of assistance called the "Matching Grant Program"
(herein referred to as MGP) is developed by DOH, as part of the LGU Performance
Program II (LPP II) in support of the Grants and Technical Assistance Pillar of SSM
and the Indigent Program;

WHEREAS, the OOH wants to support the LCU in expanding the coverage of family
planning, maternal and child health, and nutrition (FP/MCH/N) services;
WHEREAS, a memorandum of agreement is needed to identify the specific terms and
conditions needed in the implementation of the MGP as a program of assistance;
NOW, THEREFORE, for and in consideration of the foregoing premises, the parties
hereto agree as follows:



ARTICLE I:

Section 1:

GENERAL PRINCIPLES

Definition of the Program

The MGP is a program of assistance to municipalities and cities, which aims to

increase the accessibility of FP/MCH/N services;

Through this Program, the DOH provides financial and technical assistance to

selected LGUs;

The MGP is part of the DOH's Sentrong Sigla Movement and is sustained by

the increase of coverage of the Indigent Program of the PhilHealth;

Section 2:

ARTICLE II:

Section 3:
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Terms of LCU Participation

2.1 LCU participation is voluntary subject to its acceptance

and adherence to the conditions set forth in this agreement;

2.2 LGU will provide counterpart funding, not less than 25%

of the total grant amount, which will be used whichever is

applicable,

2.2.1 To have at least one of its health facilities

certified as Sentrong Sigla;

2.2.2 To enroll identified indigent families to the Indigent

Program of PhilHealth;

2.3 LCU is committed to enroll identified indigent families in

the Indigent Program of PhilHealth;

2.4 An LGU's continued participation is contingent upon its

performance of the package of activities reflected in its

approved MGP work plan, appropriate use of the grant

and other conditions identified in Article III of this agree

ment.

ROLES AND RESPONSIBILITIES OF BOTH PARTIES UNDER

THEMGP

Responsibilities of DOH

3.1 Provides financial assistance to the LCU as specified in

Article III, subject to availability of project funds and in

consonance with the existing government accounting and

auditing procedures;



Section 4:

3.2 Issues and circulates pertinent technical and administrativepolicies, standards and guidelines governing the implementation of the health interventions being supported bythe MGP;

3.3 In coordination with the province, pro\-ides technicalassistance to the LCU in the folIowing areas to ensure theeffective and efficient implementation of MCP and torespond to operational issues encountered in the course ofimplementation:

3.3.1 meeting Sentrong Sigla certification standards;
3.3.2 training in the use of the Community-Based Monitoring and Information System (CBMIS);
3.3.3 formulation and implementation of MGP workplan;

3.3.4 enrollment of identified indigent families in theIndigent Program; and

3.3.5 identification and replication of best health practices.

3.4 In coordination with the province, monitors the progress ofall LCUs participating in the MCP and gives feedbackregarding the overall implementation of the health interventions and compliance to the provisions of this agreement;

3.5 Coordinates the provision of various types of assistance tothe LGU from the province, cooperating agencies andother offices operating under the lPP II; and
3.6 Organizes forums, consultative meetings and other acti\'jties aimed at providing a venue for lCU·lCU sharing andtechnical exchange.

Responsibilities of the LCU

4.1 Issues a Sangguniang Resolution that will attest to theappropriation of LCU counterpart funds as Specified inArticle 1. Section 2.4. The counterpart funds will be used to



ARTICLE Ill:

Section 5:

'TF 'irz

4.2 Designates an MGP Point Person or Coordinator who will

oversee the implementation of MGP-related activities of

the LGU;

4.3 Conducts Quality Assurance (QA) self-assessment and

undertakes activities to meet Sentrong Sigla standards;

4.4 Implement CBMIS;

4.5 Formulates a work plan based on the CBMIS survey data

and presents this to the DOH for approval;

4.6 Integrates the approved MGP work plan in the annual

LGU health plan;

4.7 Implements approved work plan;

4.8 Enlists support of other stakeholders in the implementa

tion of MGP-related activities of the LGU;

4.9 Receives, safeguards, utilizes for the proper purpose all

resources provided by DOH under MGP;

4.10 Maintains records of MGP transactions (financial or other

wise) that will be available for auditing and spot checking

by representatives of DOH, donor agency (USAID)t other

concerned government agencies and authorized represen

tatives at any specified time;

4.11 Prepares and submits to the DOH the following official

reports within the month following the period being re

ported:

a) quarterly updated CBMIS Form 3 report

b) duly audited mid-term fund utilization report; and

4.12 Ensures adequate LGU representation in conferences,

supervisory and monitoring visits, consultative meetings,

etc. organized to further improve the implementation of

the programs supported by MGP.

SPECIFIC AGREEMENTS

Effectivity and Duration

This agreement shall take effect upon signing of the parties involved and shall

remain in force for the entire period indicated in the approved MGP work plan
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subject to the compliance of both parties to the terms and conditions set forth in
this agreement.

Section 6: Financial Assistance

6.1 The Grant

DOH will release to the LGU an amount of___________(PhP .00) for theperiod covering to be given in twostages:

6.1.1 The first release of funds, representing~o of thetotal MGP grant, will be upon signing of the MO:\.and used for the conduct of the CBMIS training andsurvey;

6.1.2 The second release of funds, representing the balance, will be upon the approval of the work plan;
6.2 Financial Guidelines

6.2.1 The LGU shall open a separate trust fund accountfor the MGP Fund which shall be called "MGP TrustFund Account."

To facilitate the efficient payment of aU the MGPfunded transactions, the LGU shall not be allowedto deposit the grant into a time deposit account.
6.2.2 The MGP grant shall be disbursed for the conduct ofthe CBMIS training and survey, and for the implementation of the approved MGP work plan.

Changes in the amount per item or budgeting forunplanned activities are allowed as long as thesewill not exceed the total amount of the grant provided to the LGU and these will support the attainment of the program objectives. To reflect thesechanges. the approved MGP work plan should beupdated, a copy of which should be provided to theLCU Accountant and DOH.

6.2.3 The LCU is allowed to use savings realized fromcompleted activities and any interest earned provided that these will support activities that willcontribute to the attainment of the program objectives.



ARTICLE IV:

Section 7:

Any amount that remains uncommitted/uno
bli~

gated at the end of the contract period may be

reprogrammed by the LGU for activities that will

further expand service delivery.

6.2.4 The LGU must submit a duly audited financial

report every six (6) months to the DOH.

GROUNDS FOR TERMINATION OF LCU PARTICIPATION

INTHEMGP

Termination of Agreement

The Agreement may be terminated by DOH upon proof of non-compliance of

the LCU to any of the terms and conditions set forth in this Agreement in

accordance with the following:

7.1 The DOH will serve a notice of non-eompliance to the

LGU. If the LCU fails to comply within 30 days upon

receipt of the notice and the DOH remains dissatisfied with

the LCU performance, the DOH shall serve the notice of

termination. Upon receipt of the notice of termination, the

LCU shall suspend the processing of any MGP-funded

transactions except those otherwise allowed in the notice of

termination.

7.2 Within 30 days upon receipt of the notice of termination,

the LCU shall revert to DOH all the unobligated/ uncom

mitted amount in favor of the LPP Fund.

Signed this ,day of in the year by:

MUNICIPALITY/CITYOF
_

Municipal/City Mayor
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MHO

(Republic of the Philippines)Province of ) 5.S.

WTINESSED BY:

Regional LPP Point Person

ACKNOWLEDGMENT

At
, Philippines on this , 2000 personally ap

peared before me the following persons with the respective community tax certificates
to wit:

Name
crCNo. Date/Place of Issue

Known to me to be the same persons who executed the forgoing. and they acknowl
edged to me that the same is their free and voluntary act and deed, in the capacity in
which they appeared.

WITNESS MY NOTARIAL SEAL on the date and place of herein above written.

NOTARY PUBLIC

Doc. No. _
Page No. _
Book No. _
Series of 2000
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Sample Materials List: MGP Phase I Training Workshop

What:

Where:

When:

No. ofLGUs:

No. of Partic:ipantst

No. of CHD Trainel'5t

MGP Phase I Workshop for Sultan Kudarat

Davao
November 20-22, 1001

..
3S (including IPHO and CHD 12 staff)

26

MaterialsN~: :QuantitY
Description

!MGP-TAP Phase I modules
'!O in thrae-rin)! binder

lPhase I session guides in a<eate (s"ssion I-II) 2 sets from Phase' module

IMonlOl brand pencil # ,
'!O sharpenaa

lFamily ProlllinJ! exarcise
'!O sets file name is "family Prof,linx ""areise.doc"

~....k Fan1i!Y Profile Form I 8 1/2" x 14" back to back 500 file name is "family profile (tempJate).doc"

~ank Family Profile Form I in acetate 10 sets file name is "family profile (templare).doc"

Family Profile Form I exercise (data of 5 famales) 40 all flies in directory "Family Profile (Form I)"

~P/ate Form 2 letter size
100 file name is "8orangay CaMIS Tally Sheet-Form 2 (template).xls"

Form 2 sample, letter si1:e
40 file name is "8orangay CBMIS Tally Sheet-form 2 (samples).xls" sheet "1'2

Mar Ex"

Form 2 sample in acetate
4 sets file name is "8orangay CBMIS Tally Sheet-Form 2 (smlples).xls" sheet "1'2

Mar Ex"

form 2 axerose answer kay
2 sets file name is "8orangay CBMIS TaUy Sheet-form 2 (samples).x's" sheet "F1

MarAns"

~k Form 3 letter size
100 file name is "Catchment Area CBMIS Tally Sheet-form 3 (template).xls"

form 3 exerdse forms, letter size 40 fcle name is "Catchment Area CBMIS Tally Sheet-Form 3 (samples).xls"

shaet "F3 Mar Ex"

form 3 exercise in acetate
.. sets file name is "Catchment Area CBM'S Tally Sheet-Form 3 (samples).xls"

sheet "1'3 Mar Ex"

form 3 exarcise anSWer key
2 sets file name is "Catchment Area CBMIS Tally Sheet-Form 3 (samples).xls"

sheet "F3 Mar Am"

dl Cards
300 Ipages 72-73 of guide (print back-ta-back)

lit Cards, Midwife Copy
300 lpages 74--75 of guide (print back-to-back)

1Cards in ..etate
2 Ipages 74--75 of guide (print back-Io-back)

ark and linancial plan mauix forms 8 1/2 n x 14" 30 page 132 of guide

GU plan matrix forms in acetate
30 Ipage \ 32 of guide

PrioritY 80rangay Matrix in letter size 30 !page 130 of ~uide

transparency pens:
black fine

7

blue line
7

redfme
7

Pentel brand pens:

black fine
7

blue line
7

red fine
7

otton buds pack of 30s
I pack

cetone 60 ml in plostk container 2 bOltlas

fNhite board markeT' black or blue
4

stalller
2 units

$l3p1e wire
I box

r>encil sharpener
2 units

packing ape
, roll

maskin$! tape
I roll

brdinary transparency
50 sheets

olored transparency
20 sheets

!l<tfa sharpened pencils
I box

tter size bond paper
200 sheets

1/2" x 13" bond paper
200 sheets

~oPI>y disks
I box

~C 85 printer
I unit

black toner cartridJ!@
5

olored toner cartridge
3

k1Wtal camera with accessories and battery I unit

Orientation



Sample Workshop Layout

MGP-TAP Phase I Workshop for Sultan Kudarat (4 LGUs)
Set-up for the function room:

o o

o

I Projector

o

IWhiteboard I

o
o

Tables at least 2
meters apart

o

o
o

Long table for facilitators. with extensionpower cords and telephone line forlaptop and printers

o o o o o
Amenities for the function room:

• 2 microphones. preferably wireless• overhead projector
• white board with eraser
• extension power cords
• phone line for Internet connection• coffee and tea



Phase I:
Data Collection
and Needs Assessment
Session Guidelines

Phase I introduces the participants to the Community-Based Monitoring and Infonnation System
(CBMIS). provides a field practicum exercise, and helps the participating teams plan for conduct
ing a community survey and facility assessment in their catchment area.
This section contains guidelines and supporting materials for 11 sessions:

1. Opening Program
2. Community-Based Monitoring and Information System-Family Profile (Form 1)3. Family Profile Field Practicum
4. Review and Correct Family Profiles (Form 1)5. Barangay CBMIS Tally Sheet (Form 2)
6. Call Cards and Midwife's Copy
7. Catchment Area CBMIS Tally Sheet (Form 3)8. "From the Top (Well Almost!)"
9. Updating the Community-Based Monitoring and Information System10. Health Facility Assessment

1L Planning for the Community Survey and Facility i\ssessment

PREVlOUS PAGE BLANK



Session I: Opening Program

Overview
During this session, the participants ltilnl ilbout the workshop';. Ob;C'L'tllY:'. They reai,y 11 u'Ort..Jwp
syllilbus and information about the program's working methods mId the leantillg-by-dol1ls ,lpproach,
They discuss the workshop schedule, the holtX' niles, and atly admillistratit>t' (Onl.'em~,

Objectives
By the end of this 5t"5sioll, the participants will:

• understand the workshop's objectives and the method of work• be familiar with the workshop syllabus, session guides, and background materials• understand the rationale behind the team approach to implemmting the \fGP• have increased knowledge of the CBMIS

Materials
The materWls needed for this session include:

• Workshop Objectives
• Gantt Chart: MGP Training Workshops and Field Work• Schedule: MGP Phase I Training Workshop• Phase 1: Sessions, Tasks, and Products

• The Leaming-by-Doing Process
• Method of Work
• House Rules
• The Matching Grant Program
• 'The Matching Grant Program: A Strategy to Expand Local Health Sen'ice Dl-liwry"

Program
The program for today's session includes:

1. Opening
• Invocation
• National Anthem
• Welcome Address

2. Introduction
• Partidpants and facilitators introduce themselves and share their expectationsregarding the workshop

3. Workshop ObjectiYes
4. Workshop Schedule
5. Generallnstructions
6. Overview of the MGP and the CBMlS

PREVIOUS PAGE BLANK PIw;,.( /,~n 1 J'



Workshop Objectives

By the end of the MGP Phase I training workshop, all lGU teams will have:

1. prepared their plan to set up their CBMIS and conduct a health facility assessment. In par

ticular, they will:

• understand the purpose and design of the MGP

• understand the CBMIS and the use of its tools

• be familiar with the Facility Self-Assessment Checklist and its use

• be prepared to prioritize barangays in their cityImunicipality for MGP implementation

2. finalized a proposal for conducting family profiles and carrying out a facility assessment

3. presented their proposals for rolling out the CBMIS to the local CHD and received comments

on and approval of their plans. The teams will also be assured of CHD MGP team support for

successful implementation.

At the end of the Phase I training workshop, the CHD MGP team and facilitators will be:

1. in a position to assess the LGU proposals for their technical soundness, practicability, and

applicability;

2. able to pledge and deliver support as needed to assist the LGUs in successfully implementing

their plan for rolling out the CBMIS, conducting family profiles, and carrying out a facility

assessment.
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Gantt Chart: MGP Training Workshops and Field Work

Ph... Month I Month 2 Month 3 Month 4 Month 5 Month 6 Month 7 Month 8 Month 9 Month'0 Month I , Month 12

l
~

'I''I,

~

........

Phase' Workshop
(3 days)

Collect Field Data
Phue II Workthop
(l day.)

Implement
Intervention.

..".,.j'¥~lljll'l~1!!~~"rI':~_'~It!'\g.!\i' 1~~ttilr:~i'\bW;
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[ Schedule: MGP Phase I Training Workshop

'"......

~
g"
C"l
~

5:
;:;"
~

8:00am-I 2:00 noon

12:00 - 1:00

I:00-5:00 pm

Day I

Session I: Opening Program

Session 2: Family Profil~BMIS

(Form I)

Break

Session 3: Family Profile Field

Practicum

Day 2

Session 4: Review and Correct

Family Profiles

Session 5: Barangay CBMIS Tally

Sheet (Form 2)

Session 6: Call Cards and Midwife's

Copy

Break

Session 7: Catchment Area CBMIS

Tally Sheet (Form 3)

Session B: "From the Top

(Well, Almost!)"

Session 9: Updating the CBMIS

Day 3

Session 10: Health Facility Assessment

Break

Session I I: Planning for the Community

Survey and Facility Assessment



Phase I Session Tides. Objectives. and Products
$esIbI Session TIde and OtJjecewes

... Produces GI bcft s..a.I C)peo*Is Proanm
~'''''_>doo~ofthe~~~

Undentand the W<lfi<shop~ desi&n. MId method of wort< MId med'lods of wori<. and IN! benftcs >nil ,... of d>t HGPMldCBHlS

i
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i
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The Learning-by-Doing Process

The learning-by-doing process of the MGP planning workshops is a proven method of group

learning that results in enhanced service reach and improved service quality. The MGP leaming

by-doing process is based on a decentralized program methodology developed and applied to

health program planning for over three-and-a-half decades. The World Health Organization has

successfully used the approach presented in this guide for health-sector planning and program

ming, national health and intersectoral development project planning, and district-level problem

solving. It has also been used for special applications, such as the design of a municipal-level

disease surveillance system supported by PMTAT in the Philippines.

Principles

There are five underlying principles of this effective team-learning method.

• The implementation of change is most successful when the people responsible for provid

ing and managing services are also responsible for planning and implementing changes

designed to improve service coverage and quality.

• Team learning-by-doing creates a sense of team spirit that sustains team efforts to imple

ment their plan, meet and overcome obstacles, and make health service adjustments and

improvements.

• A planning process that uses learning-by-doing engages the participants and results in

deeper learning of practical methods. In this workshop, the participants learn by doing as

they:

• collect and present data

• analyze and define problems

• set objectives and targets

• generate and select ideas

• design interventions

• plan implementation

• prepare and present proposals

• implement interventions

• InvolVing individuals from all levels of the health system in the learning-by-doing process

helps to clarify roles and relationships among the various levels and enhances cooperation

and support for successful implementation.

• Learning is enhanced when the data, strategies, and plans produced during the training

sessions become actual planning and monitoring documents that the teams continue to use

and update throughout the year. For example, the teams will be more likely to apply MGP

methods in the future because they use their MGP problem indicators, objectives, and

targets to monitor and evaluate their efforts throughout implementation.
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Prerequisites for Success
There are a number of basic requirements. or prerequisites. for success with the \fGP's It>aming
by-doing approach. Making sure these are fulfilled is the responsibility of the MGP managers at
the regional, provincial, and district levels. These prerequisites include ensuring that:• LGU team members represent all len'ls and perspectives of the health ~n'ice delin"~'

system;
• LGU teams recognize and accept responsibility for designing a sound set of inten"entions

and for implementing these inten"entions within the planned time period and with the
available resources. The teams must feel accountable for the successful implementation ot
their plan and for the resulting sen-ice perfonnance improvements;• the teams recognize that they play an important role in the functioning of the national
health system, in meeting national health objectives, and in meeting the sen-ice needs of
the families in their communities;

• each session results in products that the teams use in the following sessions. These prod
ucts become part of the inten"ention implementation plan;• the fadlitators make as few suggestions to the teams as possible. Directions or ideas
provided by the fadlitators could prevent the teams from generating their own ideas and
thereby reduce their ownership of the resulting plan;• the sessions stay within the planned timeframe, with products completed during the
sessions themselves or in the evening. Adhering to a strict schedule ensures that the teams
learn how to work together under pressure. increases the team's effidency, allows the
training to move ahead, on s<:hedule, and simulates real-life implementation;• aU team members have an equal opportunity to contribute ideas and help develop session
products. For example. the fadlitators should make sure that the responsibility for facili
tating team discussions, managing team tasks, and leading presentations rotates through
the ream. The facilitator must ensure that the team listens to and considers the ideas of all
its members equally and does not cater to long·standing hierarchical relationships among
staff.

Outputs and Results
The MGP leaming-by-doing process results in:

• LGU team intervention plans that will actually be implemented;• improved capadty by team members to apply these methods to other planning tasks;• new LCU staft competencies in data analysis, intervention design. and activity planning;• new ideas and strategies for mobilizing resources and political and community support for
senice improvement;

• enhanced respect for the planning capabilities of lGU staff and managers.

PIticsir I. ~q(t" 1 )7



-------------_.._--,_..

Method of Work

Session Guidelines

Each session guideline has the same format, with the follo\ving sections:

• Title

• Overview

• Objectives

• Materials

• Tasks

• Products

Method of Work

Most sessions follow a standard method of work, which includes a plenary briefing, group work,

and-sometimes-plenary presentations:

A Plenary Briefing

To open each session, the facilitator leads a plenary briefing, lasting no longer than 10 to

15 minutes, to explain the session olJjectives, the materials to be used, the tasks to be accomplished,

and the expected products. S/he shares examples of the forms to be used during the session and

the expected products. Copies of all forms and products ar€' included with the materials provided

for each session. The facilitator will not lecture on the tasks and processes for the session but will

define and illustrate important terms.

Group Work

Following the briefing, the teams accomplish their assigned tasks and products. Between two and

three hours of the session are devoted to active team learning-by-doing. The facilitator provides

little outside support as the teams review data, organize their work, discuss, reach consensus,

and prepare their products. Facilitators are available to provide definitions and answer proce

dural questions, if required, but they will not suggest ideas or solutions to the tasks. The session's

products are to be completed by the end of the time allowed for group work. If the team does not

complete its products during the session, the team members will be expected to work in the

evening in order to complete the products before the next day.

Plenary Presentations

The teams will close some sessions by presenting their products in plenary. These presentations

allow the teams to share ideas and provide an opportunity for the facilitators to give feedback

and guidance. The time allowed for these presentations is short-usually only 15 or 20 minutes

per presentation.
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House Rules
• The schedule of sessions and time allowed for tasks and pr~tationswill be strictly

adhered to. Manage your time well.
• The use of local dialects is encouraged.
• The participation of aU team members is required and must be assured by the Municipal

Health Officer or City Health Officer. The team should rolate among its members such
tasks as recording discussions and leading presentations, so that aU members haye anopportunity to do all tasks.

• Please tum all cell phones off dUring the sessions.• AU participants are to arrive on time and stay in the sessions until their completion.
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The Matching Grant Program

In 1999, the DOH launched the MGP to assist municipalities and cities to expand service delivery

coverage and improve the quality of primary health care for women and children in a decentral

ized health program setting. The MGP is a highly effective grant mechanism and service delivery

strategy that makes resources available locally and helps LGUs to develop the capacity to im

prove the delivery of vital local health services. By focusing on expanding the delivery of ser

vices, the MGP helps to correct inequities in health service provision and to facilitate the flow of

funds to the point of service (service delivery level). The program allows LGUs to develop initia

tives to meet local health needs based on data and ideas that they generate themselves.

As a component of the USAID-assisted Integrated Family Planning and Maternal Health Pro

gram, the MGP initially targeted municipalities and cities with large populations but is now

available to smaller and poorer municipalities that can be clustered (e.g., a health district).

Under the MGP, the DOH provides grants of PhP250,ODO to PhP500,OOO to interested and eligible

LGUs through the Centers for Health Development (CHDs). To participate in the MGP, a munici

pality must indicate its commitment to implement and sustain the program by signing a memo

randum of agreement and prOViding counterpart funding to the MGP grant. LGUs use these

matching funds to meet quality' certification requirements and/or to enroll indigent families in

the Indigent Program of the Philippine Health Insurance Corporation (PhilHealth).

MSH, with funding from USAID, provided technical assistance to all municipalities, cities,

provinces, and regions that participated in the MGr between July 1999 and January 2002. The

MSH team developed an MGP technical assistance package that uses a leaming-by-doing ap

proach in LGU training and planning activities. The MGP package includes training health

providers in implementing a CBMIS and conducting health facility self-assessments. The LGUs

use their survey and assessment data to plan and monitor innovative and responsive MGP

interventions to address the unmet needs of women and children in priority areas.

The MSH project team has trained CHD and provincial-level teams to be MGP process facilita

tors. These teams have enrolled new LGUs and have assumed responsibility for monitoring MGP

activities in their regions and provinces.

As of January 31, 2002,183 municipalities and cities in 40 prOVinces and four independent cities

in 14 regions of the Philippines were enrolled in the program. Of the 183 cities and municipalities

enrolled, 110 had at least one Sentrong-Sigla-certified health facility, and 102 had a memoran

dum of agreement with PhilHealth for the enrollment of their indigent constituents in

PhilHealth's Indigent Program. Of those with a memorandum of agreement, 67 had already paid

their premiums, covering about 83,000 households.

40 Phase I Session Guideline.,



Session 2: Community-Based Monitoring and InformationSystem-Family Profile (Form I)

Overview

Using the sample data proi.'ided, the participants fill out fil'!? Family Profile:. (Form 11 t'adl. TIlt' team
shares data for one family in plenary, answers questions from the group.•md (oruct ... it:. forms

Objectives
At the end of the session, the participants will hal'!?:

• formed a dear understanding of the CBl\,US• filled out five Family Profiles (Form 1) correctly

Materials
Tile materials neededfor this session include:

• How to Fill Out and Use the Family Profile (Form 1)• Family Profiling Exercise
• Family Profile, Form 1 (template) (five forms per participant)• "Expanding the Delivery of Health Sen'ices through a Community-Based \10nitoring and

Information System" (see tab "Best Practices and Tehcnical Notes")

Tasks
The tasks inroll't'd in preparingfor and implementing this session are listed belCit".1. Read "How to Fill Out the Family Profile (Form 1). u2. FilJ out Form 1 for five families using the data proVided in the Family Profiling Exercise.3. Present the output for one family in a plenary session, lead a discus..<;ion, and answer any

questions.
4. Correct Form 1 as needed. since the forms will be used extensi\'ely in subsequent sessions.

Products
By the end of this session. etUh participant willlzlU'f?:

• five completely and correctly filled out Form 15. for fin" families.



How to Fill Out and Use the Family Profile (Form I)

This instruction sheet provides all the information needed to fill out the Family Profile (Form 1) correctly.

Read these instructions before beginning to fill out aform for the first time, and refer to them when questions

or issues arise. Use a pencil tofill out this and all other CBMIS forms, to facilitate revisions and updates.

What Is a Family?

For the Family Profile, a family is defined as anyone of the follOWing:

• husband and wife without children

• husband and wife with child!children

• father and child!children only

• mother and child!children only

When filling out the form, please note that:

• a man and a woman are considered married even if they are not legally married as long as

they are staying under one roof and consider each other as permanent partners;

• a child/children may be legitimate, illegitimate, legitimated, or adopted;

• a married child staying in the same household will require a separate Family Profile.

General Information

The General Information section provides the Barangay Health Worker (BHW) with the basic information

s/he will need in order to visit the family again when updating the form in future.

Address

Write down the exact address of the family being interviewed. Write the house number, street,

purok, l and barangay. If none, ask for (and make a note of) any landmark that will make it easy

to locate the residence of the family again.

Respondent

Write the name of the respondent or the person who provided the information regarding the

family. It is highly recommended that the mother or wife be the respondent. If the mother or wife

is not available, any other person in the family may qualify as a respondent, provided s/he is

knowledgeable about the family's health status (vaccinations, use of family planning, etc). Other

wise, return at another time to interview a qualified respondent.

Father

Write the complete name of the father.

Birthday

Write the birthday of the father in the format mm/dd/yy.

I A purok is a zone within a barangay.
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Age

Write the age of the father.

Mother

Write the complete name of the mother.
Birthday

Write the birthday of the mother in the format mm/dd/yy.
Age

Write the age of the mother.

Barangay health station/Barangay health center
Write the name of the barangay health station or barangay health center (for cities) that covers
the area where the family resides.

Rural health unit

Write the name of the rural health unit that covers the area where the family resides.Municipality/City

Write the name of the municipality or city where the family resides.
Province

Write the name of the province.

BHW

Write the name of the BHW whose scope of responsibility or catchment area includes the area
where the familv resides.

Rural Health Midwife

If the facility is a BHS, write the name of the Rural Health Midwife in charge of the BHS and
whose scope of responsibility includes the area where the family resides.
Public Health Nurse

Write the name of the Public Health Nurse supervising the RHM whose scope of responsibility
includes the area where the family resides.
Interviewer

Write the complete name of the interviewer.
Date surveyed

Write the month, day, and year when the interview was conducted.
Date of last update

Write the month, day. and year when the form was last updated.



Part I. Data on children Q-4 years old (0-59 months old, start from

the eldest)

To complete Part 1, the interviewer records the name, age, and vaccination status for all children under the

age of5 in the family.

Name

Write the names of all children aged 0--59 months old in the family. Start with the eldest qualified

child and list the rest in descending order by age.

Birthday

Write each qualified child's date of birth (mm/dd/yy) in the corresponding box.

Age

For each child 12 months of age or older, write herIhis age in years and write the letter "yu to

indicate years. For children aged 0-11 months, write her/his age in months and write the letter

"M" to indicate months.

Where does the child receive vaccinations?

For each child, ask the respondent where the child received her/his vaccinations. If the child has

not received any vaccination at all, leave this box blank. If the child received herIhis vaccinations

from a barangay health station or barangay health center, write the letter "B." If the child re

ceived herIms vaccinations from an rural health unit or main health center, write "R." If the child

received her/his vaccinations from a private dinic, write "P," and if from a government hospital,

write "G."

If the response is either "P" or "G," and the child is not yet fully immunized, write"A" in the last

colunm (Remarks), and see Action A at the bottom of the form. Action A instructs the BHW in

charge of this family to do a monthly follow up with the family regarding the child's vaccinations

until they are completed and s/he can update the corresponding Family Profile.

Does the child have any vaccination record?

For each child, determine whether s/he has a vaccination record or not. If the child has a vaccina

tion record, put "Y" for Yes and ask to look at the record. If the child was vaccinated in a govern

ment facility, such as an rural health unit or a barangay health station, the vaccinations should be

recorded in a growth monitoring chart (also called a Yellow Card). If a child was vaccinated in a

private health facility, s/he should have a record of the vaccinations in a "baby's book." If the

child has no vaccination record or it has been lost, write /IN" for No or None.

If the child does not have a vaccination record, write "B" in the last column (Remarks), and see

Action B at the bottom of the form. Action B is to advise the mother to go to the nearest health

facility to ask for a vaccination card.
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Childhood Vaccinations
All children should receive I dose of bacillus Calmene-Guerin (BeG). 3 doses of diptltheria. perWUlS.
and tetanus (OPT). 3 doses of ora' polio vaccine (OPV) and I dose of measles vaccines befo~e hel"'llOS
first birthday to be considered a fully immunized child.
BeG: bacillus Calmene-Guerin, a live anenuated vaccine given to infants after birth to protect them
against tuberculosis; usually injected into the right deltoid region of the arm (sometimes given in the
bunock by private practitioners) that may cause a scarring or dimpling of the skm.OPT: a vaccination against diphtheria. pertussis, and tetanus. usually injected into the upper outer
portion of the thigh. Nonnally, 3 doses are gi\len to infants at monthly intervals starting 6 weeks after
birth. It is important that all 3 doses be given before the first birthday of a child.OPV; oral polio vaccine, gi\len orally to infants starting at 6 weeks after birth at monthly Intervals to
prevent poliomyelitis. It is important that all 3 doses be given before the first birthday of a child.Measles vaccine: a vaccination against measles. usually given to infants at the age of 9 months or before
12 months. If a child was given measles vaCcination earlier than 9 months (for example. during an out
break of measles. in evacuation areas in times of disasters. etc.), it should be repeated at 9 months Of'
before the child reaches I2 months,

Vaccinations Received

Check the \'accination record, if available, for each child. In the appropriah' column~.COP\ the
dates when the \-accinations \-I.'ere received. For children 12-59 mnnlh~ old who ha\(' not Tl'Cein.-'d
1 or more \'accinanons, v,,'rite "\;" in the appropriate column~ for any \'accinatifm" nol ft"C"ein--d
For children 0-11 months old with no \-accination record, ask the respondent if ,,'he recall ..
whether the child received do~"'S of anngens {BeG, DPT. or\', and measlC5- vaccinel_ If tht.'
respondent sa~'5 yes and knows the date, write il down. It the n..'5pondenl "'\\'5 \"l'" but ..:anm~t
recall the dates. put a "Y" in the corresponding column for each anti~en Tt"Cein.-'d_ Lean.' the
column blank if the \'accination has not vel !x-en recein'd,
For any child 0-11 months old who has recei\"t~d no vaccinations or who has not follOWt-d the
\'accination schedule, write "C" in the last column (Remarks), and s(''e Action C at the t"('1ttom of
the form. Action C is to refer or accompany the ffil)ther and child to the midwtit.' for an immt>.Ji
ate \'accination,

For an\' child 12-59 months old for whom there is a \'accin<ltion column m,ukt.-'d ", .. or for whom
the respondent says that complete doses of a \'accination wefe not rt'Cein'\:t, write pO" in tht'!a,t
column (Remarks), and S€(' Action 0 at the bottom of the form. Action D is to ad\"iSt' mother to
consult the Rural Health Midwife about the child"s \"accinations,
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Fully Immunized Child (for children 9 months to 4 years old)

A fully immunized child is a child who has received 1 dose of BeG, 3 doses of DPT, 3 doses of

OPV, and 1 dose of measles vaccine before her/his first birthday. If the child is fully immunized

based on her /his vaccination record and the respondent's recall, put "Y" in the appropriate

colUIlUl. If the child is not fully immunized, put "N." If the respondent claims that the child is

fully immunized but there is no written record, the interviewer should write "B" in the last

column (Remarks) and see Action B at the bottom of the form. Action B is to advise the mother to

go to the nearest health facility to ask for a vaccination card. The BHW should also check the

records of the health facility and revise Form 1 as necessary.

Vitamin A (for children 1-4 years old only)

All children 12-59 months old are given 200,000 IV of vitamin A every 6 months as part of the

DOH's effort to eliminate micronutrient malnutrition.

Vitamin A supplementation campaigns are conducted every 6 months, usually during April and

October (for example, when Garmltisadong Pambata [Preschoolers Health Week] takes place).

Write down the appropriate year under April and October, depending on the date of the survey.

See the two examples that follow.

Example I

If the survey date is July 12, 2002, write down

the year 2002 in tne column headings for April

and October. This date will serve as the point of

reference for when the child should have

received vitamin A supplementation. For a

survey date of July 12, 2002, you interviewer's

question then pertains to vitamin A supplemen

tation given in April 2002. Write "Y" in the

column for April 2002. The column of October

2002 will be left blank since October has still to

come.

After writing down the year, ask the respon

dent if the child received vitamin A supple

mentation at any time during the last six

months. If the answer is yes, write the letter

°Y."
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Example 2
If the survey was conducted on November 9.2002, write the year 2002 in the October
column and the year 2003 in the April column,to serve as the point of reference when vitaminA supplementation should have been given tothe child. Since the survey date was November9. 2002. the question would then pertain to

vitamin A supplementation given last October2002. The column of April 2003 should then beleft blank since April 2003 has still to come,
Aher writing down the year. ask the respondentif the child re<:eived vitamin A supplementationat any time during the last six months. If theanswer is yes. write the letter "Y,"

f;,.

April
2003
Year

October
2002
Year

Y

Y

Y

Y

For both examples, if the child was not given vitamin A in the last 6 months, write ",.' in the
appropriate column, \\,'rite "E" in the last column (RemarksL and see Action E at the bottom ot
the form. Action E advises gi\"ing \"itamin A capsule at once if available, or advising the mother
to bring the child to the nearest health facility for the next scheduled vitamin A supplementation.
In addition, the inten'iewer or community health worker should give the mothpr information
about the importance and benefits of vitamin A supplementation. If child is not high risk (not
sickly or malnourished), inform the mother of the next vitamin A supplementation actiVity. If
child is sickly or malnourished, teU the mother to bring the child to the health center for proper
assessment and vitamin A supplementation, if necessary.

Administering Vitamin A
Vitamin A capsules (200.000 IU) are cokxed deep red or yellow with 3 tip. Administer viamin A by
cutting off the tip of the capsule and squeezing the content (liqUid) intO the mouth 01 the cMd. for
capsules without tips. punctUre the cap$ule with a pin. Show the respondent a sample~le to help
her remember and not to confuse it with OPV, which is also administer1!d orally.

Remarks

This column is for any action or health services rendered (actions to be taken) at the time of
interview and other important health information about the child. Make sure to record the
appropriate code letter every time there is a condition for which an action was or should be
taken. There could be more than one action to be taken depending on the identified needs- of the
client. The inten·iewer may also use this column to record other rele\'ant health information
needed for service delivery regarding the client.



Part II A. Tetanus Toxoid Vaccination (TTY)

for Pregnant Women

Is the mother/wife pregnant?

Put a check in the Yes box if she is pregnant, and put a check in the No box if she is not pregnant.

The interviewer should advise aU pregnant women to go to the midwife or health center for a

prenatal checkup and TTY, if necessary.

Total number of TTV doses received

In the box provided, record the number of TTY doses the woman has received during her life

time, even if she is not currently pregnant. Write 0 (zero) if she has not received any TTY during

her lifetime.

Tetanus Toxoid Vaccination (TTY)

TTY is an antitetanus injection shot given to women. especially pregnant women, to prevent the child

from getting neonatal tetanus. TTY is injected into the upper arm or buttocks. Neonatal tetanus in

newborns is a disease characterized by a history of all 3 of the follOWing:

• normal suck and cry for the first 2 days of life

• onset of illness between the 3rd and 28'" day of life

• inability to suck followed by stiffness of the body and/or convulsions

TTV schedule:

TTV I - at any time during pregnancy

TTV2 - at least 4 weeks after TTY,

TTY3 - at least 6 months after TTV2

TTY4 - at least I year after TTY3

TTV5 - at least I year after TTV4

If a pregnant woman receives all 5 doses of TTY, then her child is considered to be protected at birth

(PAB) from neonatal tetanus.
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Part II B. Protection at Birth (PAB against Neonatal Tetanus)To be filled out only if tile age of the youngt'St child is 0-2 years old (0-35 months old I

When was each nv dose received in reference to the youngest child~Put a check in the appropriate boxes for all TrY vaccines the woman received while pregnant
with her youngest child. Ask first about TIVl, then TIV2, and so on. For example, ask "\\:nen
did you receive ITVl, during or prior to pregnancy with your youngest child?" Repeat the
question for each ITV dose.

Was the child protected at birth (PAB)?
Put a check in the Yes box if the youngest child is PAB (because the mother received aU 5 doses of
TIV). Put a check mark in the No box if the youngest child is not PAB (because the mother has
not received all five doses of TTY).

Part III. Family Planning Practice of Married Woman of ReproductiveAge (MWRA)
The intervieu.'t?r asks five questions of17 currently married u'Oman of reproductii't' age to drltrnline uWrlJu-r
slle has an 1mmet need for f'lmily planning. Pkase note t/r.lt tlle inten>ieu't?r dotS not netd to a..d: t~
questions ofwomen who:

• are il'idoll'ed or srparated (with no permanmt parl1It7S);• hai't? had thtir ornries. andlor uterus. amilor fallopian triN-s surgically rt>moiW;• are menopausal.

Who Are Women with Unmet Needs for Family Planning?Women with "unmet needs" include:
I. women who would like to space their children or do not want to have any more children but are

C1CIt using any family planning method;
2. women who are using a family planning method but are not satisfied with their method.



- ~ -. if

Are you currently pregnant?

If the answer is "Yes," put a check in the box next to Yes and remind her of the need for prenatal

care and tetanus toxoid vaccination, if needed. End of Survey

If the woman answers "No/Unsure," put a check in the corresponding box and proceed to the

next question by following the arrow.

Do you want to have an additional child/children?

If the answer is "Yes, within 1 year," put a check in the corresponding box and inform her of the

need for prenatal care when she gets pregnant and of the family planning services available in

the health center in case she changes her mind. End of Survey

If the answer is "No" or "Yes, after 1 year:' check the corresponding box and proceed to the next

question by following the arrow.

Are you using any family planning method?

If the answer is "No," put a check in the corresponding box_ A check indicates that the woman

has an unmet need for family planning because she either does not want to have another child or

she wants to delay the birth of her next child. Give the woman information about family planning

services and refer her to a midwife or the health center. End of Survey

If the answer is "Yes," check the corresponding box and proceed to the next question by follow

ing the arrow.

Are you satisfied with the family planning method you are using?

1£ the answer is "No," put a check in the corresponding box and advise the woman to go to the

health center for counseling and information about changing methods. This woman has an unmet

need, because she is not satisfied with the family planning method she is currently using and is

likely to discontinue or drop out if not given the proper advice or guidance. Proceed to the next

question by following the arrow.

If the answer is "Yes," check the corresponding box and proceed to the next question by follow

ing the arrow.
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What method are you using~

Check the appropriate box of the family planning method she is using. If the woman is using a
traditional method, do the action suggested. End of Survey
If the woman/mother is classified as using the lactational amenorrhea method (LA\f) make sure
that all 3 of the following are found:

• she has a baby less than 6 months old;
• she is amenorrheic;
• she is breastfeeding the baby day and night without supplementation.If the woman is using pills or condoms. provide her with a new supply of her chosen method (if

the interviewer or BHW has the necessary supply) if needed. or remind her about her next
scheduled visit to the health center for resupply and/or check up. End of SurveyImportant Note: After the interview. please review the Family Profile (Form I) for compkteness and
accuracy. Make sure that you have gathered all needed information before thanking the respondent for her
cooperation. Also. please review and repeat to the respondent all the necessary health advice and information
you provided her and her family before leaving.

In the boxes that fol/oU'. pJeasefind information on modem and traditional metho-Js ~ffamily plunnmg.

Modem Methods ofContraception
oral contrKeptive pills (OCP): tablets taken orally each day for at least 20 days of the menstrual
cycle. They suppress ovulation. They are not to be confused with foam tablets. which are inserted into
the vaginal canaS shortly before sexual intercourse to prevent conception by killing the sperm cells..
Examples of pills are Logentrol. Nordette. Trinordiol. Ovral. NonesUin. Marvelon 28. FemenaI.logynon.
Diane 35. Micropil. and Rigevidoo.
intra--uterine device (IUD): a small plastic or metal device that is inserted into the uterus by it doctor!
nune and remains there until removed by a doctor/nune or expelled. The IUD is not to be confused
with chemical preparations or devices (such as a diaphragm). which are inserted intO the vaginal camI
shortly before sexual intercourse. Most IUDs are known as loops or coils. The IUD in the public sector
prognm is called copper-T 380A
injectables: an injection that is normal!)' given every cwo or three moncm and is known as Oepo
Provera. Noristerat. or DMPA (depo medroxyprogesterone acetate). Injectabtes prevent CMlbtioo by
stopping the pituitary hormone from releasing the egg from the ovary.diaphragmlfoamT)elly/cream: female methods that are used in the vagina.. A diaphragm is a rubber
device placed at the entrance to the uterus before intercourse to prevent sperm from entering the
uterus. Aerosol foam is spermicidal foam (from an aerosol can) that is inserted into the 'r.lginaJ anal JUSt
before sexual intercourse. The most common brand names are Emko and Oelfen. The diaphragm should
be used in combination with jelly or cream.
condom: a rubber or latex sheath. which is used by the male during sexual intercourse and prevents
sperms from entering the uterus. Condoms are most commonly known as rubbers. Some brand names
are Trust, Gold Coin. Silver Tex, Fuji. Samoa. and Conform.
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tubal ligation (BTL) or female voluntary sterilization (FYS): a permanent method to avoid

pregnancy by means of tying or cutting the fallopian tubes, which prevents the egg from flowing to the

uterus. Note that hysterectomy (surgical removal of the uterus) or salphingo-oophorectomy (surgical

removal of fallopian tubes and ovaries) are not considered to be female sterilization.

vasectomy (VAS) or male voluntary sterilization (MYS): a relatively minor surgical operation (as

compared to tubal ligation) done on men for contraceptive purposes. It is a permanent method per

formed on men by means of tying or cutting the vas deferens to prevent sperm cells from mixing with

semen during ejaculation.

lactational amenorrhea method (LAM): a temporary family planning method that may be used by a

woman to avoid pregnancy if she has a baby less than six months old, her menstrual period has not

returned, and she is breastfeeding the baby day and night without supplementation. All three conditions

must be met for a mother to be classified as using LAM. If at least one condition mentioned above is not

met, the mother cannot be classified as using LAM.

LAM, a child spacing method promoted by the Department of Health (DOH). requires full and regular

breastfeeding. which results in the delay of the mother's ovulation. LAM is a temporary method that can

be used only until the infant is six months old. If at the time of interview the youngest living child is more

than six months old. the woman cannot be considered to be using LAM anymore even though she is

breastfeeding.

Natural Family Planning

mucus, Billings, or ovulation: a method by which a woman checks the consistency of her vaginal

mucus to determine the time of her ovulation.

thermometer, temperature, or basal body temperature (BBT): a method by which a woman

gauges her ovulation by observing the fluctuations in her BBT during her menstrual cycle.

symptothermal: a method that involves monitoring both the consistency of vaginal mucus and fluctua

tions in BBT during the menstrua! cycle.

Traditional Methods of Family Planning

withdrawal: refers to voluntary withdrawal of the penis just before climax (ejaculation) is reached

during sexual intercourse.

calendar/rhythm/periodic abstinence: a method in which a couple avoids sexual intercourse on

certain days of the woman's menstrual cycle (around the time of ovulation) to avoid pregnancy. The

woman calculates and marks on the calendar the days she is likely to be fertile in order to remind the

couple not to have sexual intercourse on those fertile days. Likewise. a couple is using the rhythm

method if they use a rule to determine which days not to have sexual intercourse, for example. no sexual

intercourse from day 8 to day 21 of the woman's menstrual cycle.
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Family Profile Exercise
Use the data prOttided in this handout to fill out fiPe Family Profiles (Form 1J. Refer to the instruction
sheet for Form 1 u.'hen questions or iS5Ut'5 arise. Use a pt'ncil to fiU out ali CR\l1S forms, to /acilitllte
revisions and updates.

Background Information
The Municipality of San Nicolas is a fifth-elass municipality located in the province of Sulu- It is
composed of 35 barangays with a total population of 82,000. It has 18 barangay health stations
and 1 rural health unit, named the Kalinga Rurual Health Unit. The Rural Health Physician is Dr.
Hugo del Prado and the only Public Health Nurse is Mrs. Tina dela Cruz. AU of the municipal
health staff including the BHWs completed their MGP training in February 2001.On returning to work after the MGP training, the diligent Rural Health Midwife, Mrs. Nilda San

Juan, in charge of the Pinyahan Barangay Health Station, immediately deployed all her BHWs to
conduct a survey among their assigned families. Mrs. San Juan has two barangays in her catch
ment area: Pinyahan and [bayo. The BHWs of Barangay Ibayo finished the survey in h\"o weeks,
and Mrs. San Juan has already summarized the data. For Barangay Pinyahan, however, Mrs.
Milagrosa Tatlonghari (one of five BHWs) has not yet conducted the surveyor compleh'd Family
Profiles for the five families she is in charge of. These families are residing in a "'ery hard~to-rea<:h
area of Barangay Pinyahan.

Data for Five Families
Data for the fille families to be interviewed follows. Complete a Family Profile (Form 1) for each
family assuming that today is March 9, 2001 and that aU respondents were the mothers.

I. Alvarez Family

• They reside at 109 Kalayaan St., Barangay Pinyahan.• The father is Mr. Cesar Alvarez, born on April 3, 1960.• The mother is Mrs. Regina Alvarez, born on January 9,1962• Mr. And Mrs. Alvarez are legally married.• They have 5 children aU under 5 years of age:• Cathrina, born on September 13,1996
• Nico, born on August 12, 1997
• Jacob, born on July 15, 1998
• Jeremy, born on June 1,1999
• Abby, born on July 5, 2000

• Cathrina received her vaccinations from a private physician but her vacdn.ation record is
lost. Her mother recalls that she received BeG, 3 doses of OPT, and 3 doses of op\', but
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did not receive measles vaccine. She has also not received vitamin A supplementation

during the past 6 months.

• Nico received his vaccinations from a private physician. and his baby record is intact. The

record shows that he was vaccinated with BCG, 3 doses of OPT, and 3 doses of OPY but

did not receive measles vaccine. He has not been given a vitamin A capsule during the

past 6 months.

• Jacob received his vaccinations at the barangay health station. The growth monitoring

chart (GMC) record shows that he received all required vaccinations before his first birth

day. He has also been given vitamin A supplementation during the past 6 months.

• Jeremy received his vaccinations at the barangay health station. His GMC record shows

that he received BeG, 3 doses of DPT, and 3 doses of OPV, but no measles vaccine. He has

not received any vitamin A supplementation during the past 6 months.

• Abby is receiving her vaccinations at the barangay health station. Her GMC record has the

following information:

• BCG: 07/05/2000

• DPT1: 09/01/2000

• DPT2: 10/05/2000

• OPV1: 09/01/2000

• OPV2: 10/05/2000

• Mrs. Regina Alvarez is not currently pregnant. She has received two tetanus toxoid vacci

nations (TTY) during her lifetime. She received her first dose of TTY (TTYt) prior to her

pregnancy with her youngest, child Abby. She received the second dose (TTV2) while she

was pregnant with Abby.

• Mrs. Regina Alvarez expressed that she and her husband do not want to have any more

children. They are not currently using any family planning method.

2. Carbonel Family

• They reside at 121 Kalayaan St., Barangay Pinvahan.

• The father is Mr. Arturo Carbonel, born on December 23,1970.

• The mother is Mrs. Helen Carbonel, born on May 12, 1972.

• They are legally married.

• They have 5 children:

• Cha-Cha, born on August 22, 1992

• Noelle, born on April 2, 1994

• Julie Anne, born on November 15,1996

• Jasmine, born on October 29,1997

• MJ, born on April 25, 2000

• Julie Anne received her vaccinations at the local government hospital. Her vaccination

record shows that she received BCG, 2 doses of OPT, 2 doses of OPV, and no measles

vaccine. She has received vitamin A supplementation during the past 6 months.

• Jasmine received her vaccinations at a private clinic. Her baby record shows that she was
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given BeG, 3 doses of OPT, and 3 doses of OPV but no measles vaccine. She received
vitamin A supplementation during the last GlTalIfisadorzg Pambata.

• MJ is receiving her vaccinations at the barangav health station. Her GMC card shows the
foUo\'"mg information:

• BeG: 04/25/2000
• OPTl: 06/10/2000
• OPT2: 07/15/2000

• OPVl: 06/10/2000
• OPV2: 07/15/2000

• Mrs. Carb<>nel is currently pregnant. She has never received any tetanus toxoid vaccina
tions.

3. Natividad Family

• They reside at 321 Matapang St., Barangay Pinyahan.
• The father is Mr. Carlito Natividad, born on October 12, 1973.
• The mother is Mrs. Lita Natividad, born on June 17, 1974.
• They are not married but have been living together for 8 years.
• They have 3 children:

• Cecille, born on December 11, 1993
• Mac)', born on October 21, 1996
• Aaron, born on March 28, 2000

• Macy received her vaccinations from a private clinic. Her baby immunization record
shows that she received BCG, 3 doses of OPT, 3 doses of OPV, and measles vaccine before
she turned 1 year old. She was not given vitamin A supplementation

• Aaron was also vaccinated at the same private clinic. His baby record shows the following:
• BCG: 03/28/2000
• OPTl: 05/01/2000

• OPT2: 06/10/2000
• DPT3: 07/15/2000
• OPV1: 05/01/2000

• OPV2: 06/10/2000

• OPV3: 07/15/2000
• Measles vaccine: 12/28/2000

• Mrs. Natividad is currently pregnant. She has already received 5 doses of lTV. She re
ceived her first 3 doses of lTV before her pregnancy with her youngest child, Aaron. She
received the fourth dose (lTV4) while she was pregnant with Aaron and the fifth dose
(1TV5) during her current pregnancy.

4. Esteban Family

• They reside at 234 Kalayaan St., Barangay Pinyahan.
• The father is Mr. Romeo Esteban, born on January 13, 1%5.
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• The mother is Mrs. Alicia Esteba, born on June 12, 1965.

• They are married.

• They have 2 children:

• Oliver, born on August 30, 1999

• Czarina, born on September 5, 2000

• Oliver received his vaccinations at the barangay health station. His vaccination record

shows that he received BCG, 3 doses of DPT, 3 doses of OPV, and measles vaccine before

he turned 1 year old. He was not given vitamin A supplementation.

• Czarina was also vaccinated at the barangay health station. Her vaccination record shows

the following;

• BCG: 09/20/2000

• DPT1: 11 /10/2000

• DPT2: 12/12/2000

• DPT3: 01/20/2001

• OPV1: 11/10/2000

• OPV2: 12/12/2000

• OPV3: 01/20/2001

• Mrs. Esteban is not currently pregnant. She had 1 tetanus toxoid vaccination (TTV1) prior

to her pregnancy with her youngest child, Czarina.

• Mr. and Mrs. Esteban plan to have another child after a year. They are currently using

withdrawal as a family planning method and are not satisfied with it.

S. Cinco Family

• They reside at 222 Matapang St., Barangay Pinyahan.

• The father is Mr. Martin Cinco, born on March 25,1975.

• The mother is Mrs. Rosario Cinco, born on August 22, 1977.

• They are legally married.

• They have a child named Redentor, born on October 2,2000.

• A private physician is providing vaccination services to Redentor. His vaccination record

shows the following:

• BCG: 10/15/2000

• DPT1: 12/10/2000

• DPT2: 01/12/2001

• DPT3: 02/16/2001

• OPV1: 12/10/2000

• OPV2: 01/12/2001

• OPV3: 02/16/2001

• Mrs. Cinco is not currently pregnant. She has had 3 TTVs during her lifetime. She received

the first 2 TTY doses before she got pregnant with Redentor and the third dose when she

was pregnant with Redentor.

• They are planning to have another child after a year. Mrs. Cinco is satisfied using contra

ceptive pills.
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Dale of lasl update: .........

Generll Informltlon
Address:
Respondent:
Father:

Birthday: immld(\lyy)

Mother:

Birthday: ~._ .. ~__ (mmlddJyy)

Civil Sialus ( ) Single ( ) Married

Age: _

".,.~-----.-~- . ~._._-".,,' ..~---~
Age: _

) Widow () Separated

FAMILY PROFILE
~M..'~ R,IVI_ fum> ., '" Q212OO1

BHS/BHC: .._ BHW:
RHU:__._,,", RHM:
Mun/Clty: . PHN:
Province: ... _ __ Inlerviewer:

NOTE: Pleas. ule pencil In completing J Dale Surveyed:
the forms to facilitate updatlngl

I'ORM1.~1

._----_...._---- ...-------

MI. Dlta Of cnllaren 0-4 \/1 .... 010 (o-ow monm. Ola ltaM Tl'Om tne elae-U
V.cclnatlon. RectllvM

FIC Vitamin /IiWhere~ DoMlhe (For chlJdl'8n 0- 11 monlhs old. write the dale when vaccination wal given) IFor chllflrM IForch/~ 1-4the child child have (For children 12-5g months old, put a Y It child woe given vaccinallon II monthahl ~oIdOIlIy)f1lOlll.... any or an N if nol given) ' .....,.ok/J Waa the child givenvawnallona? VllCClnltllOn 1/ lhe child 0-, rmoflths oJd IJall NO vltccillallon or Ifle vaccJnation IICh&dUIe Is NOT lIlIamin A capaule
rtlCOrd? tollowed, IBM "C" below) Old the child (200,000 IU) dUringName Birthday Age 8 -BH8IIlHC II 'he Child 1-4 ytJ"fS old has INCOMPLETE Of NO vllcclntt,IoIl, IBM ·D" below) r8C8lV/I /III the lhe paat 6 montha?R .RHUIMHC V.v.. OPT OPV prllCAl<llng (eg Garltntil8dong RemarksP .flP,tva-te .._-_. ---

vlICClnlltlona Pllmbet8 AdIv1tllla,G·G<"it~ N -No
B tlelore hla firsl '1''''1'..

(s.. •••
C M...... birthday? N"No(S.. ·A·
0 1" dOle 2'~ doltl 3'd dOlMl ," dOle 2"" doIII 3'd dole ('" Y"/Hlow)IMIow} IMIow}

Y"Yee AprIl - Oc:looet" .."
MM 00 YV

N"No --,oar- ...,..-
,,,. ...

~- ..

t
...

... ._._~--- --'-"

"-- .._--.
...

-" ... --_..

PI

"l:I

{.-
r.....

Action. to be tltken
A, It the child recelvel vacclnallon servlcel trom p,lvll18 cllnlcll/hOlpllelll and government hospilalll, followup lhe child', vaccinatlonll unlll complet8d8. Adville Ihe molher to get a copy of the vnr.cln8lkm rBeard trom Ihe hoallh facillly where Ihe child received Ihe vacclnallonll or ask tho midwife of Ihe ne8re.ia..i'siOmake another record
C, Roter or 8cr.()mpany Ihe mother end Chl~I?~, ..!!',~,~lIl.,~?r..aIMM" lfIccln,fton,D. Ad......~ matMr to (".(lnll,llthe mldwlf. lor complellon of the child', vlleelnatlon,

__E.:.....2tvf.I vll"mln A caplulo al 0"(".0 if a~.II.bl. or,lIdVi"" tho molher to brln" 11'1. child 10 the n••rell ""8111'1 ".clllly fo, .lh. n.xl Ichodul8d vitamin A lIupplemenlJlilon':

'"....



Part II A. Tetanus Toxoid Vaccination (TTY) for Pregnant Women FORM 1, page 2

liS the mother.lwife pregnant? ~ ~
If the woman is pregnant, inform her of the

importance of prenatal care and tetanus to~oid

vaccinations that are available at the nearest

ITotal number ofnv doses received 0 Doses ..h_e_al_th_f_aC_i_lily_. ...

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 yealS old only): ________ Age of youngest child:

Complete this table only If the age of the youngest living child is 0 to 2 }'fUllS old (0-35 months old)

When was each TTY dose received in reference I Was the child protected at birth (PAB)?

to the youngest child?
Check the approprtate be..

! PAS;s deflned as any of the following:

nvDose Check the aDIl oDriate boxes ; . 2 nv doses during the pregnancy with the youngest child.

i •
or

During the pregnancy Prior to the pregnancy 1 nv dose during the pregnancy with the youngest child

with the youngest child with the youngest child ! plus 2 doses prior to the pregnallcy, or. 3 nv doses prior to the pregnancy with the YOu~est child

TTY 1
~

TTY 2 i - o VA~ (Pm'pt'4pr1 r,t Rir+h~

~ -
TTV3 i--

I
=--

TTY 4
o Nn INf'tTnrr.t~M~,."jrlhl

TTV5
~ -

Part ilL Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWrfe}

The folloWing shwld not be interviewed for Part /II:

OWIdowed or separated women 0 Menopausal women

o Women With ovaries and/or uterus and/or fallopian lubes surgically removed due to a medical oonditlon (e.g~ tumors. ectopic pregnancy)

Actions to be Taken

MWRA practicing family planning but not

satisfied with the method she is using

MWRA not wanting another child or wants to

space but not practicing family

planning

She has an UMMEl NEED for family planning.

Illform her abcut family planning services and

refer/accompany her to the midwife or to the heatth

center.

Remind her again of the need fof prellatal care and

~ tetanus to~oid vaccination.

~-. -END OF INTERVlEW-

She has an UNMEI NEED for family planning.

y=-No-:J Refer or accompany her to the midwife or 10 the

No =L-h_e_al_th_ce_n_te_r_f_o_roo_u_n_s_el_in_9_. -'
_ -Proceed to Question #5-

Inform her of the need of prenatal care when she

gets pregnant and the available family planning

services in the health center in case she Changes

O
her mind.

as, within 1 yearl-.'-- -E_N_D_O_F_IN_T_E_R_V_IEW_- --'9yes, after 1 yearl

1. Are you currently pregnant? (See response to Part /I A)

5. What method are you using?
MWRA practicing family planning but using

!!J Check the appropriate 00"
traditional methods

Modem Methods I Traditional Methods 1-.. Inform her of the benefits of using modem family

P F Pills H~ -Withdrawal i i planning methods. Refer or accompany her to the

"'""
"'""

IUD F Intrauterine Device CAL:Calendar I Rhythm ! midwife or to the health center for counseling.

Inj F OMPA {Injectable- C I:Coodom- an F Bilateral Tubal Ligation

- A mother may be classified as using LAM ~ all 3 of the following are true:

- VAS pVasectomy 1. She has a baby less than si. months old,

- NFP P Nalural Family Planning 2. She is amenorrheic (not menstruating), and

LAM F Lactational Amenorrhea 3. She is breaslfeeding the baby day and night wiItlOul supplementation.

I
If any of the above no longer applies, refer her to the midwife for counseling.
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Session 3: Family Profile Field Praeticum

Overview
Working in assigned teams, the participants inlt'Tl'it'lcfamilio Leith target clients in il nearby L·ommunit!,
and complete Form 1 for at least fh't? familio elK", The 1""rticipmlt5 share tlz.·irfield intcTl'/c'U' t',rpt'rit'1fct"5
in a plenary session and draft a checklist (~f Tt'qlliremmts for condllcting sun't!Ys in thefuturc,

Objectives
At the end of the session, tire participants ieil! h' lIN,' tv:

• conduct Family Profile field inten"iews
• correctly complete Fonn 1 for each family inten'iewed

Materials
The materials neededfor each team for this session incllldt':

• a list of teams, their assigned vehides, and sections of the community to visit
• a map of the areas to be ,'isited
• Fonn 1 (template) (five or more per participant)

Tasks
The tasks inrol<'ed in preparing for and implementing this 5eS5ion are listed below,

1. Conduct the survey in the assigned area by completing Fonn I for each family inter
viewed. It is anticipated that each participant will inten'iew at least five familie-s with
qualified target clients: children 0-59 months old, and/or pregnant women, and lor
married women of reproductive age.

2, Share field inten'iew experiences at a plenary session,
3. Draft a checklist of requirements to facilitate sun'ey planning and implementation in

future.

Products
By the end of this session, the participants will hIlr't? completed:

• at least fi,'e Family Profiles per participant
• a checklist of requirements for planning and carr:ing out sun'eys when they retum to

their lGUs



Session 4: Review and Correct Family Profiles (Form I)

Overview
During this session, the participants rtTieu' tht' copies of Form 1 completed by anotht-r team and ldmt~fy
any problems with the completed forms. They rn'i~ their men .forms Oa-vd on feedback from othn-> and
ident~fy common problems in filling out Form 1.

Objectives
By the end ofthe session, the participants U'ilIlJt' able to:

• review completed copies of Form 1 and identify any problems
• re\'ise Form 1 based on feedback
• identify common problems encountered in fiJling out Form 1

Materials
The materials neededfor this session include:

• copies of Form 1 completed during Session 3 (field practicum)
• How to Fill Out and Use the Family Profile (Form 1)

Tasks
The tasks involved in preparing fur and implementing this session are listed lvloU'.

1. Exchange completed copies of Form 1 with another group as assigned by the facilitator.
2. Review all copies of Form 1 completed by another group. Check them for completeness

and errors. For clarification, refer to the "How to Fill Out and Use the Family Profile
(Form 1)."

3. Using a pencil (not a pen), identify and circle any errors. Do not make the corrections.
4. Return the reviewed copies of Form 1 to the group that generated them so they may make

any needed corrections.
5. Make any corrections identified on your forms.
6. Identify common problems in filling out the forms and share them with the larger group.

Products
By the end of this session, each participant utill~:

• at least five correctly filled out copies of Form 1, developed during the field practicu.m and
reviewed and corrected during this session

PREVIOUS PAGE BLANK
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Session 5: Barangay CBMIS Tally Sheet (Form 2)

Overview

During this session, the participants leonr hoIL' to fill out the Barangay CR\-llS Tall.lI Sh«t iForm ! J_ Th~"
fill out Q Tally Sheet using data from the sample Form 1 (filled Ollt during Se:;sion 21_ In pft'7lJT1I. one
group presents its completed Form 2, and the other participants raise questions and di~-uss isslU'S In
closing this session, the teams correct their forms as needeli.

Objectives
By the end of the session, the participants will be able to:

• correctly fill out a Barangay CBMIS Tally Sheet (Form 2)

Materials
The 17Wterials neededfor tllis session include:

• Form 1 (completed during Session 2)
• How to Fill Out and Use the Barangay CBMIS Tally Sheet (Form 2)
• the sample Form 2, partially completed

Tasks
The tasks involved in preparing for and implementing this session are listed be/O"d·.

1. Read "How to Fill Out and Use the Barangay CBMIS Tally Sheet (Form 2)" and review the
sample Form 2, partially completed.

2. Using the sample Form 2, summarize the copies of Form 1 completed during Session 2.
3. Participate in a plenary session in which one team presents its completed Form 2.
4. Compare your team's completed Form 2 with that of the presenter, ralse questions. and

discuss issues.

5. Make corrections to your Form 2 as needed.

Products
By the end of this session. each team u'iIl1rlm>:

• a correctly filled out Form 2
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How to Fill Out and Use the Barangay CBMIS Tally Sheet (Form 2)

The Rural Health Midwife summarizes all of the Family Profiles (Form 1s) from each BHW under her into

a Form 2 in order to keep track of the total number of target clients in a particular barangay. She catego

rizes her clients into different target groups, as listed.

This instruction sheet provides all the information needed to fill out Form 2 correctly. Read these instruc

tions bifore beginning to fill out a Form 2 for the first time, and refer to them when questions or issues

arise. Use a pencil to fill out this and all other CBMIS forms, to facilitate revisions and updates.

Part IA. Children ~II Months Old (vaccination status)

This section consists of four categories, numbered 1, 2, 3, and 4. Using data from all Form Is, the

midwife tallies the number of children into the category where they belong. The total number of

children 0-11 months old is the sum of categories 1, 2, 3, and 4.

Part lB. Children 12-23 Months Old (vaccination status)

This section consists of two categories, numbered 5 and 6. Using data from all Form Is, the

midwife tallies the number of children into the category where they should belong. The total

number of children 12-23 months old is the sum of categories 5 and 6.

Part Ie. Children 12-59 Months Old (vitamin A supplementation status)

This section consists of two categories, numbered 7 and 8. Using data from all Form Is, the

midwife tallies the number of children into the category where they belong. The total number of

children 12-59 months old is the sum of categories 7 and 8.

Part IIA. Tetanus Toxoid Vaccination (TTY) Status for Pregnant Women

This section consists of two categories, numbered 9 and 10. Using data from all Form Is, the

midwife tallies the number of pregnant women according to their TTY status into the category

where they belong. The total number of pregnant women is the sum of numbers 9 and 10. This

sum could serve as the actual denominator for computing the percentage of pregnant women

who have received TIV2 plus.
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Part liB. Children 0-35 months old (tetanus toxoid proteetion at birth)

This section consists of two categories, numbered 11 and 12. Using data from all Fonn Is. the
midwife tallies the number of children into the category where they belong. The total number of
children 0-2 years old is the sum of categories 11 and 12.

Part III. Family Planning and Nonpregnant Married Women of Reproductive Age

This section consists of four categories numbered 13. 14, 15, and 16. Using data from all Form Is.
the midwife tallies the number of married women of reproductive age into the category where
they belong, according to their family planning practice. The total number of nonpregnant
married women of reproductive age is the sum of categories 13, 14, 15, and 16. This sum plus the
sum of pregnant women can serve as the actual denominator for computing the contracepti\'e
prevalence rate.

Total Number of Current Users

This section categorizes clients practicing family planning by the method they use. The sum of all
the methods should be equal to the sum of categories 14 and 16.
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Barangay:
BHS/BHC:
Mun/City:

Pinyahan

Pinyahan

San Nicolas

BaranKay CBMIS Tally Sheet

CaM'S Reviled form o. of 011200'

RHM: Mrs. NUda San Juan

Date: March I I, 100 I

Vl

'"'"'"o'
;:\

GJ
::::
;.::.:
~

'"'"'"

. _.... -. - - -

BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW

TARGET GROUPS I 2 3 4 S 6 7 8 9 10 II 12 13 14 \5 \6 17

Purok:
Total

IA. Vaccination status of children 0-11

months old

I. Childre~"9--11 months old with INCOMPLETE or
3 2 5 6

NO vaccination at all

2. Children o-a month, old with NO vaccination or with
I 2 I 4

recommended vaccination schedule NOT followed

3. Children 0-8 months old with recommended I I I 3
vaccination schedule followed

4. Children 9-11 months old who are Fully Immunized
2 3 2 2

Children (FIC)

TOTAL number of children 0-11 months oLd 7 8 9 GDDD[JD[J
(sum of# 1,2,3 & 4)

lB. Vaccination status of I year old

children (12-2!..-~onths)

5. Children I year old (12-23 months) with 3 2 2 3 IINCOMPLETE or NO vaccination at all
-'._. '-

-- -.,_._-

6. Children I year old (12-23 months) who are 2 2 3 J
",F.~ny Immuniz,:d.<::htldren (FIC) .....- .....,-. . --._ ... .-

OTAL number of 1 year old children (12-23 months
5 4 5 6

(sum of# 5 & 6)

IC. Vitamin A supplementation status of

children 1-4 years old (12-59 months)

7. Children 1--4 years old (12-59 months) NOT given
3 2 I J

Vitamin A capsule during the past six months

8, Children 1--4 years old (12-59 months) GIVEN
4 7 I 2

Vitamin A capsule during the past six months

TOTAL number of children 1-4 years old 7 0000 D [JD[J
(L 2-59 months old) (sum of# 7 & 8)

11 A. Tetanus Toxoid Vaccination Status of

pregnant mother/wife

19, Pregnant with NO TT or with TTl only I 2 3 4

10_ Pregnant with TT2 + 0 I 2 2

TOTAL number of pregnant mother/wife I 3 5 6 DO(sum of# (9 & 10)



I-
~'

~
~,il

".....

Farm2,p.,.2
.... _.- .

BHW BHW 8HW BHW BHW BHW 8HW BHW 8HW 8HW BHW 8HW BHW 8HW BHW BHW 8HWTARGET GROUPS 1 2 ) 4 S 6 7 8 0 In II J, 11 14 10; I~ 17Purok:
Totll

- .-_."'-'- ._---~----..,,-

II B. Protection at Birth

--' ----- -_.- '-
II. Ch Iidren Protected It Blnh J .. .. 8

'-- .._,----_._--..-.
12. Children Not Protected at Birth 5 .. 5 9..~.,

Sumr:>f.II&ll 8 8 9 17
III. Family Plannln, and Nonpre.nant Married

Women of Reproductive Ap (MWftA)
13. MWRA not wantlng"to have a child or wants to

I 2 I 5space but NOT practlcin, family plann/ns
14. MWRApraet/cing family plann/n, but NOT'

2 I I 2satlsfled with the method she 11 Ulln,
"."- --

IS. MWRA want/", a child within I year I .. J 2
1----- .'--- ~---.- . _."J6. MWRA prattlci'll family planning and

5 J J ..~_~tis~~~with ..t~e method s~els usin, •. ,,, ........". -_ ...
TOTAL number of nonprepant HWftA

9 10 8 IJ~.•~.J~~~~~(l_!"_I]. 14. IS.! 16) "' __
F~ ~"ethodllJ~ by Current "!~~ .

P Pills 2 I 2 I
.-,,--.,.-,.,~

IUD Intrauterine Device 1 I 0 0
........~.. -- _.- ...-,y,

u __•• _.....~ --"INJ OMPA Iinlectable 0 I I 0
--_.---," --." -- --- ...._-- ,...._..- "'''·""h••"_• ..~-,- 1----_. ----,,'" '------ ""'-,'"., .•.. I· ...... -~,....C CO'ldom 2 0 I t.,---"

---- -,.---" '.~- f--.. 1 .." .. 1---'" -- --I--- . ,.-._._- _... -_._-~~k---·BTL Bilateral Tubal Uptlon I 0 0 2.--, ..._"'-
--'- 1---_.

I· _. .... "1------ .VAS Va~Ntomy 0 0 0 0
." 1--- ..._.... '.

--"'- l--------- -- - -------.~.

_....NFP N..wr.ll F"mily P1annll'tl 0 0 0 0
+. -- ~-." . ..- 1-----... ,.., ...LAM 1...<:1 ..110(\;111 Amenorrhe. Method 0 0 0 f

.•.._""'.'.. f"-- ",~...--_. " .." .- .. ~.- ."..W Wilhd,'"wal 0 I 0 I
~ .. " ....,.,,,,,, .... ......C Call1ndar f 0 0 0

TOTAL ,,. H.t....... u-..., Currtlftt Ute"
7 .. .. 6·(lhoU~~ItCfu" th••um oUI 14616)



Session 6: Call Cards and Midwife's Copy

Ove,-.,iew
Dilring this session, the teams use Family Profiles to identify unmrl client nwis. Th~.fiJl out GIll GIrds
and create a Midwife's Copy for every Call Card created. They shilre their experience in plmury and ri1i~
and answer questions. In dosing the session, tht'!' re1'ise their Gl/l Cards as needed.

Objectives
By the end of the session, the participants will be ablt> to:

• identify unmet client needs using completed copies of Form ]
• correctly fill out a Call Card
• correctly create a Midwife's Copy for each completed Call Card

Materials
The materiizls neededfor this session include:

• Fonn 1 (completed during Session 2)
• How to Fill Out Call Cards
• CBMIs Call Card (template)
• CBMIS Call Card-Midwife's Copy (template) for each Call Card
• "Personalized Client FoUow-Up through Call Slips" (see tab "Best Practices and Technical

Notes")

Tasks
The tasks involved in prepan'ngfor and implementing this session art> listed beloU'.

1. Read "How to Fill Out Call Cards."
2. Using the completed copies of Form 1 from Session 2, identify the families' unmet needs

and create Call Cards.
3. Make a ~fid\\ife's Copy for each Call Card created.
4. Partidpate in a plenary session in which each tearn presents a completed Call Card.
5. Compare your team's completed Call Cards with those of the presenters, raise questions,

and discuss issues.
6. Make corrections to your Call Cards and each Midwife's Copy as needed.

Products
By the end of this session, each team will have:

• several correctly filled out Call Cards
• a Midwife's Copy for each completed Call Card

FREVlO!IS PAGE BLANK PIwst' I. Ses$ion 6



How to Fill Out Call Cards

This instruction sheet provides all the il~formation Heeded tofill orlt Call Cards correctly. Read these

instructions before beginning tofill out a Call Card for thefirst tim I', and refer to them wllell questions or

issues arise. Use a pencil to fill out this and all other CBM15 form5, to facilitate revisions and updates.

Please note that the Call Card is a two-sided document. If sllOrtld be folded twice. The name of the card,

with Sentrong Sigla symbol, is on the front cover. The midwife's inL'itatioll is on the insidefront cover.

General Information

In the ruled spaces on the front of the Call Card, write down the name and address of the person

(usually the mother) being invited. The midwife who is extending the invitation should sign the

invitation letter printed on the inside cover.

Vaccinations for Children 0-1 I Months Old

The card provides two vaccination schedule tables for children 0-11 months old. For each table:

• write down the name and age of the child needing vaccinations;

• check the vaccination that the child needs;

Important Note: Do not check the vaccinations that s/he has already received.

• write down the date when you plan to give the vaccinations;

• write down the place where you plan to give the vaccinations;

• once the child has received the scheduled vaccinations, write down the date when the

service was actually given;

• once the child has received the scheduled vaccinations, the midwife should sign her name

on the column provided for in the table.

Vitamin A Supplementation for Children 1-4 Years Old

In the vitamin A supplementation table:

• write down the name and age of the child needing vitamin A supplementation;

• write down the date when you plan to give the vitamin A supplementation;

• write down the place where you plan to give the vitamin A supplementation;

• once the child has received the vitamin A supplementation, write down the date when the

service was actually given;

• once the child has received the vitamin A supplementation, the midwife should sign her

name on the column provided for in the table.
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Tetanus Toxoid Vaccination (TIV) for Pregnant Women

In the TrY table:

• write down the name and age of the pregnant woman needing TTV;
• check the TIV that she needs;

Important Note: Do not check the TTVs she has already received.
• write down the date when you plan to give the TIV;
• write down the place where you plan to give the TfV;
• once the pregnant woman received the scheduled rrv, write do~-n the date when the

service was actually given;
• the midwife should sign her name on the column provided for in the table once the sen.-ice

was actually given_

Family Planning Service

In the family planning service table:

• write down the name and age of the woman needing family planning service;
• write down the kind of service that she needs (for example, family planning counseling);
• write down the date when you plan to give the sen.-ice;
• write down the place where you plan to give the sen.-ice;
• once the woman has received the sen.-ice, write down the date when the sen-ice was

actually given;
• once the woman has received the sen"ice, the midwife should sign her name on the column

provided in the table_
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.........

. . - - .

Date When Service
Place Where Signature of

FP Services Needed Service Will Be Date Provided
Will Be Provided Provided

Midwife

._ ....- ... "-f--. -_.-- ._~..._-,---_._- .._ ... -- ---_.._- .......--_. - " ..-

"-_. _..

Date When IT Place Where IT

Services Needed Vaccination Will Be Vaccination Will Be Date Given Signature of Midwife

Given Given .-_..

TT I -_.---_.

TT2 _.__ ..._....-._- r--'--- ---_..-_.- ~___ ,_····.c.

IT3 ...._..._... ---1---- - ,-_..._--

TI4 .... --~--"""--"'- -'-_. ., ........~

ITS

Tetanus Toxoid (TT) Vaccination for Pregnant Women

Matching Grant
Program

CBMI S Call Card

Age:

Age:_~__

Family Planning Service

Name:

'1:l
;:
I:>
In

'".....
Vl Name:
~ -----------
'"o'
;:s

CJ
;:

~
~;:;-
'"'"

Sa Sentrong Sigla, Health Ang Una!



Vaccinations for Children 0-11 Months Old

Name of Child: Age:,.

Dear Vaccinations
Needed

Date When Vaccination
WillSe Given

Place Where
Vaccination Will Se

Given
Date Given Signature of Midwife

Date When Place Where
Signature ofName of Child A.ae VIt.1mln A Will Be Vitamin A Will Be Date Given

Given Given MIdwife

..

Signature of MidwifeDate Given

Place Where
Vaccination Will Se

Given

Age:

Vitamin A Supplementation for Children I.... Yean Old

Date When Vaccination
Will8e Given

OPV2._-'-'
OPV3

8CG~,·_· ·t
OPT I

OPVI

OPT _2 ..._--+~_ ..._...
OPT3

BCG

~()Pi,
OPT 2
OPT 3
OPVI

f~"l~~~
Me~les

Measles

Vaccinations
Needed

Name of Child:

Recently, our local health department
through our Barangay Health Workers
(BHW) conducted a survey in your
area to identify the health services
needed by your family. This is our
effort to reach out to each and everyone
in your community. From the
information you provided our BHWs,
we found that the Iu'alth
ser7.I icdsi'rl'ias listed OIl the fo/lo1.4,ing
tables is/art' needed by one or more
members ofyour family.

Greetings from the staff of your local
health center.

Please do 110t }zl'sitate to lise the free
services that ollr fricndll{ health. .
pcrsOtwc/ will provide on the sclu'du!t·df dafe and place.

=-
~
~. Sincerely
0',

::1



CBMIS Call Card--Midwife's Copy

Mother. _

Address: _

Midwife: _

BHS:~~~~~~~~_

Vaccinations for Children 0-11 Months Old

Name of Child: _ Age:~~_~

Vaccinations
When Place Where Signature of

Vaccination Will Vaccination Will Date Given
Needed Date Be Given Be Given

Midwife

BCG
OPT I
OPT 1
OPT 3
OPVI
OPV2
OPV3
Measles

Name of Child: _ Age: __~_

74

Vaccinations
When Place Where Signature of

Vaccination Will Vaccination Will Date Given
Needed Date Be Given Be Given

Midwife

BCG
OPT I

OPT 2
DPTl

OPVI
OPV2
OPVl
Measles

Vitamin A Supplementation for Children 1-4 Years Old

When Place Where Signature of

Name Age Vaccination Will Vaccination Will Date Given

Be Given Be Given
Midwife
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CBMIS Call Card-Midwife's Copy (cont.)

Tetanus Toxoid (TT) Vaccination for Pregnant Women

Name: _ Af:ec. _

DauWhenTT Place Where TT
SiJnMur'e ofSerWces Needed Vaccination Will Vaccination WiI Date Giwen

Be Given Be Given
I'Iictwife

TTl
TTl
TTl
TTof

Family Planning Service

Name: _
Af:ec.---

Date When Place Where
FP Services Service WHI Be Service WiI Be ~of

Heeded Prcmded ProYided Dau Provided ptidwife



Session 7: Catchment Area CBMIS Tally Sheet (Form 3)

Overview

During this session, the participants learn hoil' to fill out the Catchment Area CBA1JS Tally Sh«t fForm

3). Theyfill out a Form 3 using sample data from the Form 15 completed during Sc-ssiorr 2. In plmilry. 01lt'

group presents its completed Form 3, 01l1t the other participants raiSl! questions and di~-U55 i~511l'$. /11

closing this session, the tellms correct their fomls as needed.

Objectives

By the end of the session, the participants will be able to:

• correctly fill out a Catchment Area CBMIS Tally Sheet (Form 3)

Materials

The materials for this session are:

• How to Fill Out and Use the Catchment Area CBMIS Tally Sheet (Form 3)

• copies of completed Form 1 (from Session 2)

• completed Form 2 (from Session 5)

• Form 3 (sample, partially filled out)

Tasks
The tasks for this session are listed beloU'.

1. Read "How to Fill Out and Use the Catchment-Area CB~flSTally Sheet (Form 3).-

2. Using the completed Form 2 from Session 5, complete the partially completed Form 3
pro"ided for this session.

3. Participate in a plenary session in which one team presents its completed Form 3.

4. Compare your team's completed Form 3 with that of the presenter. raise questions, and

discuss issues.

5. Make corrections to your team's Form 3 as needed.

Products
By the end of this session, each team will have:

• a correctly completed Catchment Area CBMIS Tally Sheet (Form 3)

PREVIOUS PAGE BLANK
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How to Fill Out and Use the Catchment Area
CBMIS Tally Sheet (Form 3)

This instruction sheet provides information about filling out the Catchment Area CBMIS Tally Sheet

(Form 3) and using the data to ident~fy barangays with the greatest unmet needs. Read these instructions

before beginning to fill out Form 3 for the first time, and r~fer to them when questions arise. Use a pencil to

fill out this and all other CBMIS forms, to facilitate revisions and updates.

General Information
The midwife uses this form to summarize all Form 2 data from the barangays in her catchment

area. The form provides columns for summarizing data for up to five barangays.

Form 3 data provide the midwife with an overall picture of her catchment area and help her to

identify the barangay(s) with the greatest number and percentage of clients with unmet needs.
Form 3 allows the midwife to compare data among barangays and prioritize which to attend to

first.

Example
The following exmple provides vaccination data for children 0-11 months old from two

barangays in the catchment area of a Rural Health Midwife.
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Numbers and Percentages of Unmet Need for Vaccination of Children
0-1 I Months Old in Malambing and Matipuno

Target Groups
Bannpy Baranp,

HaIarnIMnc Hatipuno

IA Vaccination of children 0-11 months old Number Pen::ent Number Pen::ent
(N) (N + Totalll 100) (N) IN· ToaIlI 100)

I. Children 9-1 I months old with
IS 52% IS ~

INCOMPlETE ()(" NO vaccination at all
2. Children~ months with NO vaccination ()("

with recommended vaccination scheduled 6 21% 6 loft,

NOTfoUo-d
3. Children~ months old with n!Commended

5 17% II 2S'Xt
vaeUlation scheduled followed

4. Children 9-11 months old who are fully '!
,

immunized
3 10% 12 2~ .

TOTAL number of children ~II months
29 10M; 44 100%

old (sum of numbers , .....)

In the example, look at the "Number" column for each barangay. This column shows the actual
number of children aged 9--11 months with incomplete vaccinations or no vaccination at all. In
this example, Barangay Malambing and Barangay Matipuno each have 15 children in this cat
egory. Ideally, all of these children should be immediately attended to. However, logistical
challenges and lack of staff may prevent quick action in both barangays at once. The midwife
must prioritize which barangay to attend to first.

Look at the "Percent" column for each barangay. This column shows the rate or percentage of
children aged 0-11 with incomplete vaccinations or no vaccination. In this example, 52".. of the
children aged 0-11 months in Barangay Malambing and 34% of children aged 0-11 months in
Barangay Matipuno need vaccinations. The midwife should prioritize Barangay ~4alambing,

because it has a higher percentage of children 0-11 months old with an unmet need for vaccina

tions.



l!

r Catchment Area CBMIS Tally Sheet-Form 3

(N...rouhdOO>

Perc.ent

{N .. TotaI.U)l)l

Fonn J. pap I

Total

(N)

IN)

NumberPercent

Balllngay

... ~~+-(~.T(}tlllll.1 00)

NumberPercent

Mrs. NUda San Juan
March II, 2001.:...!...:::.=..::.:..-_---

ilarmgay

RHM:

Date:

NumberPercent

(N+T"':""OO).I~ IN) I IN'Toul.,ooj I~

Baranp)'

(N)

Number

37%

63%

Perc.ent

(N·T~:lb: lOO)

BaraJ1Iii1Y

Ibayo

9

(N)

10

17

27%
I

::-+:: 1-..

NumberPercent

(N .. T(lul.lOOj

Baranga)'

Pinyahan

(N)

Number

Pinyahan
San Nicolas

BHSfBHC:

Hun/City:

TOTALnumbetofchlldren 1-4 yean old I 1--" .J·r-·==o;=;=···r·····I"~o~I~.·.·.· ..·
(12-59month~0Id) (sumof#7&8) n __ a ... -'I----1L..--

II A...• Tetanus Toxoid Vaccination Status of Number Pe;c;~t' Number Percent Number -T=ercent Percent
..-------f'"':lant mother/wife _ (N) IN_Tou,.,ool (N) IN+roui.IOO) (N) (N'Tow~,OIl). IN·TouJ,'OO)

~. Pregnant with NO TT or with TTl only 3 20%
_. -. -- j~--._-+--

10. Pregnant with TT2 .. 12 80%

~TOTALnu;~::~=;::707°therlwife CT~ 15 [IOO~I_ ~-_J - ] LJL__=-r

recommended vaccination schedule NOT followed
~"... ~-_.__..._---

'3. Children (}-S months old with recommended

V3(:cinatlon schedule followed

~- Children 9---1 I';;~~~h-~~id who are Fully Immunized II I II 2 I 6%
Children (FIC)

~
: ---TARGET GROUPS

IA. V~~~inatIDnstatus ofchUdren 0-1 I
months old..--._-, .. ~

I. Children 9-11 month. old with INCOMPLETE or

NO v:;Icdn:ttion :itt all

2. ChiMrcn Q. n 8 months old with NO v...cclna,tiof\ .or with

===========~..~...=====.~..~_= _... _ . ""_.~,_,_,.__"""""'--"L.....- ...L-_._.T'__ -...JL.__

TOTALn~s:~r:;~hl:~r;~;-~I;OnthSOld C]ilr. 33 [100% r-
IB. Vaccination status of I y~~~ old ..... --··.·-·.f-N.:';;~;'l" Percent .1."_"; .--- N._w ---I N.mw ~.'

children (12-23 months) (N) (N'Toul.IOOl IN) (N) (N"ToU',lool (N) IN.TouhIOO)

[
5_ Chlldr-;n I year old (12-13 month,) with -.. 15 I 43% ~ I --

INCOMPLETE or NO vaccination at all ~ I I

16. Ch...i.ldren I year old (12-23 months) who are U I II 20 I 57% 11 I
Fully Immunized Children (FIC) I ~

rTOT~L numberO~~U:':::5c_~I:;en(12-23 monthS)~ . . t ll-.-~~_1100% L 11 T II

IC. Vitamin A suppi;;;'mentatlon status of -- -_.----- . Percent JI Numb..- ..-.. . Number i Percent I
children 1-4 years old 12-59 months IN-Toul,IOO) I. IN!._.... IN-Toul.,,,,,)

. Children 1-4 year. old (12-59 month.) NOT given

vitamin A capsule dUring the past six months

~. Children'l-4 yem old (12-59 months) GIVEN

vitamin A capsu~e.,~~r'ng the past six months

-
~
c';::

Cl
l::

~;;;.
'"'"



.....,..,
PINy",HAN

""cent
(N'll"'~IOO'

'arm)....... )

Total

N..mbor

INI

~f"~."t

INOf<M,,,IOO)

Il.r.'C.,.

Num~,.

"""~.·r

P,rcent

(N·luuflllOOJ (N~

IWwp,

iNI

N"rMMIr

lerlf1p)'

Numb.r I Peru,nt
(N) iN' r"".,lIdOO,

"rc.n~

l .... ' l ..UII.IQOjIN)

Number

TARGET GROUPS

II B. Protectlon at BIrd!

I I. O,ild,." P, o..,<tod at Ilirth 18 78"

12. Childroo No, ProttlClod .t BIrth • 12"

P.r('em

, ..,{or1(QjoIiIOO)

" .............--..,'-~ ..~...

P.rCOnl Nua>bo,

["4. 101"'-.1001 eNI

m~_. I I I

.._..---.

-.1---- .-+-----

~.

~

'"
'"

31"

48"

6"

100% L I r----r=l a , , I

100%[.·.-·····" ~n···(-_.._.
L ..

3 I 19"

2

3

s

o I 0%

o I 0"

o

12

"

.'".. ! I ---.-.-t------
13"

36 100"

N~"b.r Numb.r P."en' I Number N'Umb.r
,.." IN) IN"OUIII.'DOI IN) (NI

'-~-'---
.. 16"

1----
o R . -_..1.-

Sumo'.11112

TOTAL , .. H ....... u-f.,.C_UMn

"(.h"uld "qU" tMl .um of. 1•• 16)

C Condom

ITL B,I.,gral Tub.1 llplton

VAS V....<tom~

NI" N.~IJ..a1 Family P1l11lnln.

LAM I "'.Uonol "'_norril•• Melhod

W W,~hd.-.-I

C CoJ"nd...

Ill. hmll~ Plannl", ..... NOt'Iprtll'",nt H .....1tId

W~Jl1"n of Reproductive Ar (I'IWRA) I ' -, I ·1 I
I). MWRA Hut W&Fltlna [0 n.ve I (h~d or wlnU to

.'f''''' bu. NOTp~~~ld"l '.",'ly_plannl,..
I~. MWflA I" .cU, '''1 fam'ly pl"'''"'1 bu' NOT

\2Irt.tiad wllh the mothod the ... u.~~(_

I ~. MWfI.A ....""nl. ,hjld wI,hln I "..ar

L__

16. MWf\A 1" " '" 1"1 '.",11, p1anulnl and
!Jilu,H~d wuh the me-t:hod ,h.. II ulin.

I TOTAL number "' ...............t I'IWRA I 1 ] 15 l
(_tim off' I l, I .., 15 .. It) .

L

l
-p FP M":~:d' UNdbr.Cu......,t u;;,:;,--·-l

IUD I""."terin

...... INJ DMP", I InjKI.abIe:

~
X;
~

'/,
:i
fS'
.'1
'. ,

~



Session 8: uFrom the Top (Well, Almost!)"

Overview

During this session, the teams use the copies of Form 1from their field practicum (St'55iOIl 3J to 5Urnmdri:£

barangay and catchment Qrea ditto and ident~fy unmet client needs. They/ill out Form 2 and Form 3, ilnd

create Call Cards and Midu~fe'5 Copies. They slum' their expt>rie1lces in plenary alld rai~ .mJ ansLi.YT

questions. In closing the session, they m';se their forms as needed.

Objectives

By the end of the session, the participants u'ill bt> able to:

• summarize data for a barangay and a catchment area using actual data (from the field
practicum copies of Form L developed in Session 3)

• identify unmet client needs per family using actual data

• correctly fill out Call Cards for families that need them

• correctly create a Midwife's Copy for each Call Card created

Materials

The materials for this session are:

• Family Profiles completed during the field practicum (Session 3)

• Form 2 (template)

• Form 3 (template)

• CBMIS Call Card (template) (several Call Cards per team)

• CBMIS Call Card-lo.-lidwife's Copy (template) (one for each Call Card)

Tasks
The tasks for this session are listed bt>low.

1. Summarize the family data collected during the field practicum (Session 3) by filling out a
Form 2 and a Form 3.

2. Separate any incomplete copies of Form 1 from the field practicum and giw them to the
facilitators, who \\ill pass them on to the health staff responsible for completing them.

3. Using the completed copies of Form 1 from the field practicum (Session 3), identify the

families' unmet needs, and create Call Cards as needed.

4. Make a Mid\\ife's Copy for each Call Card created.

5. Enter relevant data in the table prepared by the facilitation team. These data will include
the area surveyed, the number of families surveyed, the number of Call Cards issued. and
the percentage of families requiring Call Cards.

6. Collect and collate all completed forms and give them to the facilitator, who will deliwr
them to the health staff responsible for the area surwyed.

8)



Products

By the end of this session, each team will have:

• a correctly completed Form 2

• several correctly filled out Call Cards, and a Midwife's Copy for each completed Call Card

• a correctly completed Form 3
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Barangay CBMIS Tally Sheet-Form 2 (template)

llaranpy:
BHSlBHC: _

Hun/City:
RHM:
Oat.: ~~--------

~

~
:-
:(,

1.1
I
",.

a

TARGET GROUPS

IA. Vacclm,don Itllf;UI of children 0-11
mondllold

Child,.,,' II m<>nlh. <>Id wllh INCOMPl.ETE I;H"

NO ""41.d'\;litlon It all

Chltdl'eflo. 8 fl\j:>l)dn~ wtU' NO VJ(Clflac.ion C)f ."...m
r~( omlllelided yUUUUOn uheduHi NOT foltowed

) Chl(drer, 0 8 months old with f.omm.nOed

.......UjfHIUOfI uhodul.'~~

Child' 9 I I ,,,,,,,II.. old who .... Fully Immunllod

Ch,ld, (FIC)

TOT...L "u...... 01 <Ill""'"" 0-1. _htold

(IUm oH' 1,1. J" 4)

~
8' Vacdnatlon 'UCUI of I 1'.... old

children (l1-n monttol)
5 Ch"d,." I yo.' old (12 23 man.....) wll.h

INCOMPLE TE or NO O"""MlOn It all
Ch,ld,." 1 yo.. ,,Id (llll ,.,.",...,., wI10 M.
ruH)" IUUI'IIIHlt.f'd Chl'd"1If1 (FIC)

I TOT"'L nu'''.... 011 ,.... old~ (' JoU..-tho)
( of.S ••)

~
c. Vitamin A , ..pp ncatIon _UI of

children 1-4I'.an old (11-59 month,)
7 Ch,ld,·o.. r ~ y.... old ( 12·· St. tnOOlhil NOT .....

VIOCarnj:n A (Afllllht d1i,f"W'l' 11'.. PQC ... mone.....
C h,ld,0" I ~ y"" uld ( Il., S9 mon'h,) GMN

VitAmin A (apIlI.......thJ thto ........ ". ~t'!ll

I TOT...L _01._1.... ,...0loi

(11-If...-chl old) (-. of. 7. I)

f

l A. TolanI'I To.old VIICC~ leatu, of
pro."."« rnothel'lwH.

""'."'''It ..... ltt, NO" tJf' ....."'h "I C)i'lty

10 ,..•••n.1t W'1h r"Tl.

I fOT"'L--.lIf"..---...

(...... of.('.IO) J ] J

BHW
6

. ----- -. ~ .
18HW1BHWJ8HW[~8HWl ~J8HW 8HW BHW BHW BHW

?__§.? ---.it 12 . IJ_ 14 IS I~ 17

TQ~r

........

_._-.-.,' I.. ··

I I I I

.._..'-"

11
-
If

t
If ....._'0""'·

r
t .... 1 r-r I ,.. " .... ""'~" ..- ~-----.... ,~........_......._".", ",-~, .._".-



!Xla-

Form 2, pase 2

IBHW IBHW ~HWJ..... BH.W.I BH.W.. r HW.···· .• ~~.".--.-cBHW] ..BH.j BHW IBHW [ .B.HW·I BHW IBHW I
I I I ._3_ -I 5. ._§._ II .. H 13 14 15 16 17 I

'1J
;:,-

'"'"'"

TARGET GROUPS
Purok:

Total

II B. Protection at Birth

··--,---.. ·r " II

[ ;:::: :~:::::~:W"h l]~--+-1 +TR~l+," , , ,
~ ll-'. .m .. Sumof#II&12 '_l[T .• ~nLJ 11J[~.l JD[~ 1[~l[llm~~l_IDDI II

III. Family Planning and Nonpregnant Married

fc-._. Women of Reproducti.v_e_A.-:g=..e,.,...:-(M_W_RA--'..)

Ii MWRA not wanting to have a child or wants to

space but NOT practicing family planning

14. MWRA practicing family planning but NOT

satisfied with the method she is using
------..... . ... ···-----"'-----------111----------1---+

lr-ll-lr----rllll~1 -~ t ,
_. ...~c • ...__....._~

,]

.... ;--r -L.. I I ,.,
11·=n' ·lL'~

...._1.11
r'·ln,'-'II
JL

.m ~,· I·· : t-+--

15. MWRA wanting a child within I year

1-;-,. . . . . . ...
16. MWRA practicing family planning and

satisfied with the method she is using

II ··'''-OTAL number of nonpregnant MWRA

~ (sum of# 1],14.15 & 16)

il FP Methods Used by Current Users

1[--;- Pills __.

IUD Intrauterine Device
----

INJ DMPA I Injectable

C Condom

BTL Bilateral Tubal Ligation
-,_.

VAS Vasectomy

-11---- I I --+-- --+---+-------+.-

!---._--+--1-----.

I --~, r·· I '--~-1 ,-, , '~+~I II

l1ITJn rJD[.DDD~~1 N

I TO.TAL F.P... M..thOdS.. Used bY...C.U...r...r..e.~t Users JD[]r-......
"'(should equal t~e sum o~# 14 & 16). I

NFP Natural Family PlanningILAM '''''''00,1 ~~'"O""~ H,<hod

W Withdrawal
---- -----...--,jJ I +-

C Calendar



Catchment Area CBMIS Tally Sheet-Form 3

RHM:
Date:.._-- ...

r .... ro.... i"'QIWl........, ........., ........, a.r~"~ &.ranpl"
OUPS Total

.hlldren 0-11 Number "-rcen! Nw"bor "',c.n( N"mbo, P.rcent N"_ P.r''''l NuMb.,. P,r,,-oot Nunlb.r P.rc-.nt

-~
(N·TUiMJlIDO) IN) IN·TtiWIll.Qg) IN) (...... r~qj~~OOI (NI ~N.l"""IOOJ IN) (N1"lCttilI'llIOO) (N) IN·lltt.lohllOO)

~

illNCOMPlETE 0'

_....

C-C1n1Won Of' with

,I. NOT /oIlo_d

om....".d
.... .. - ~._, ...

.• fully Immun.,.d

II mOMt..-~W--, '--I 1 I ~l 1 r.4) ..
,void N_ "'1:.,,' N~

~'-r-
·•..1N".~

Pw,(,.,..~ N.- P.r(.~'t Numtt.,

(N) rN·'...... II:rG', jN) 1~... ,T ........I~ _._~__... 1"'1·1..... 11:01 (N) ~N· , ...,•• C!Oj INI a-i- tnc..I:lllOO) IN)

.., wllh

,,&, oil

..) who , ..

;"'(l1-U_1 1 I 1 I r--I
Ion ltatua of N.- P.rt1tflll Nu_ P.r(~'t

"1_
P.,unt N_

I~-
N..ml>.r P.,••f'l~ NlJmtNor

l-st monett.) (N) 1""'''''''''1»'1 IN) I".·; ..... l~ (N) .... ·1 ...... ·001 IN) ",_j ,,,,.100\ IN) I""1 ,1OI.IiI. 100/ INI

...'hIlNOr .....
I 'hi iT'IQnlh.

,,'eh'l GIVEN
I; ,he l'1'W)f1tht,.... ,.... .....

1 1 I 1 1 1 1.. of.7 ••)

.don Statui 01 N...- ",-,U"'l N_ "'n.n. "1_ "',c'.nt Numb~ p.u.ru N_ fI..ft.ttt Nwmb~

{N) IN·" .... IDDI INI .... ·t .....I~ INI IN·!,_-.,I"", IN) ~t... 1.111.-1. It..", INI (",. 1,,,,.... lOOl INI
,n'M.

lonlp

... 1--'---'- ~..,_••,_~~.u.~

---- --1--.....~...", I 1 I I I I ID) ... c

TOT"'l. ,...,_ of .....,

l........Ul('

BHSlBHC,
Mun/Clty:

TOT"'L num"', of chllcl....

(Ium of II I, J

~
B' Vuclnatlon statu, of

chlld....n (' 1-21 month
5 Chlldron I yo•• old (12 .. ]J man'

INCOMPi.£TE <>r NO ...dn

Chlldro" I yoo' old (12 1) moll

rtJlt1lmmulIilfl'd Childt011 (F
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Form l, page 2

Number 1 Perce~~

Baronsa,

(N)

Number

II Total
, , II

Percent

{N+Toulx100)

Bar"ngay

-- 1 II-- I II

(N)

Number

Barangay

Percent N~~-P-e~rcent

IN+Toul.IOOj II (N) [IN+TO,,'.iOO}

J ~i1

l---'~IL~L- 1

Percent II Number Percent Percent

(N.Totalx I00) IN) (N+To",I.IOOI IN+Tm,I.IOO)
----It-----.,I

Bar3nga~

(N)

NumberPercentNumber

(N" Totalx ~OO)
---.---~.

Barangay

(N)

TARGET GROUPS

12. Children Not Protected at Birth

1I. Children Protected at Birth

II B. Protection at Birth
'Jl

"'"'"o'
:s
()
;::

~
~
;i'
"'"

"ll
;:,-

'"'""

I--~---ll I I~""'--+ .. _+.

1--.

INJ DMPA I Injectable
II II I ---II I ----II I II 1--11 , - ...jf---.- I H

C Condom
--11------ II .--. I "'~I I 11-----+. ------11----- I II-- 1 II

BTL Bilateral Tubal ligation
11---11'" 1 11-------·-

VAS Vasectomy
··11- 1-- ------I~ I --ll----. I ..--11--- I 11--·· I II

-. ---+----~I-

NFP Natural Family Planning
L....-

~
~M Lactational Amenorrhea Method

W Withdrawal

C Calendar

'

!TOTAL FP Method. U.ed by Current U.e..

I.~h.~ulde~ual the sum of # 14 & 16) _,, -----l'--.. __II 'L- _" -----JL...---..

---I ---+ II I II



Tetanus Toxoid (TT) Vaccination for Pregnant Women

Matching Grant
Program

Name: Age: ... •

Services Needed

FP Services Needed

.........,._-----
CBMIS Call Card

Signature of
Midwife

Signature of Midwife

-- ---~--"'-' -t

Date Given

Date Provided

Age: _ ,, _

Place Where
Service Will Be

Provided

Family Plannln. Service

Date When Service
Will Be Provided

Date When n Place Wh~n!'" I r i

Vaccination Will Be Vaccination Will Be
Given Given

TT I
TT2
IT)
IT4
ITS

[r-
l
I

Name:

l-
~.
'>1-,

s
Sa St'IItrong SiSla, 1/1'11111, Ang thlll !



:8 Vaccinations for Children 0-11 Months Old

Name of Child:_~~~__~~ _ Age:~ _

"tl Dear ,
~

'"'"'"
Vaccinations

Needed
Oate When Vaccination

Will Be Given

Place Where
Vaccination Will Be

Given
Date Given Signature of Midwife

~ ...r~... - PI,,, Wh.~
Signature of MidwifeV"d''';~' D"" Wh.. V"d.."o. V"dm.io. WHi Be Date Given

Needed Will Be Given Given
---_.-- ._-...

IBCG

IIIOPT I 1 1 tIIOPT 2 + I .~ '-
OPT 3 I _._._....

OPV I ..1 _.____ oco L.
OPV2 -_._..._-.,~ ~-, ..._-_._--
OPV3 ...__.- .. ' ......_.....~~_ ..-r-'" '--_...__.-

Measles ....-

Vitamin A Supplementation for Children 1-4 Years Old

OPVI

t-----t:-:--.....~.. ~..-..J..'-.·.·:.-····~...-·.••·•..I·••.•... - ~-_ ... -.--..

I .J!:1-,;~les •..... _ ..__.... _ __L..

Signature of
Midwife

--~_._-....

Age: _

~
......

Date When Place Where
Vitamin A Will Be Vitamin A Will Be~ateGiven

Given Given
- . -- ----

-- - l' I

f--- -- ---=I- --. I

Age

f--

.---+--_.-.-- '--

OPT 3

OPT I

OPT 2

Name of Child

BeG

Name of Child: ~_.. _~_. _

Please do not hesitate to use the free
services that our friendly health
personnel will provide on the scheduled
date and place.

Sincerely

~ Greetings from the staff of your local
5' health center.
;:l

Cl
s::

~ RecentlYI our local health department
~ through our Barangay Health Workers

(BHW) conducted a survey in your
area to identify the health services
needed by your family. This is our
effort to reach out to each and everyone
in your community. From the
information you provided our BHWs,
we found that the health
service/services listed on the following
tables is/are needed by one or more
members ofyour family.



CBMIS Call Card-Midwife's Copy

Mother. _
Addres$: _

Midwife: _

BHS: _

Vaccinations for Children 0-11 Months Old

N.-ne 01 Child: _ Age:_--

Vaccinations
When Place When

Signature of
Vaccination WiI Vaccination Will Date Giw:n

Needed Date
Be Given Be Given

Midwife

BeG
OPT 1
OPT 2
OPT]
OPVI
OPV2
OPV]

Measles

Name 01 Child: _ A&e:.---

Vaccinations
When Place When

Sipatuft of
VilCcination WiI Vaccination Will Date Given

Needed Date
Be Given Be GiYen

Mictwftie

BeG
OPT,
OPT 2
OPT]

OPVI
OPV2
OPV]

Measles

Vitamin A supplementation for Children I~ TNt'S Old

When Place Where
~ofName Age Vaccination Will Vaccination WII DateGMn

Be Given BeGMn
Midwife



CBMIS Call Card-Midwife's Copy (cant.)

Tetanus Toxoid (TT) Vaccination for Pregnant Women

Name: _ Age: _

Date WhenTT Place Where TT
Signature of

Services Needed Vaccination Will Vaccination Will Date Given
Be Given Be Given

Midwife

TTl
TTl
TTl
TT4

Family Planning Service

Name: _ Age: _

92

Date When Place Where
FPServices Service Will Be Service Will Be Signature of

Needed Provided Provided Date Provided Midwife
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Session 9: Updating the Community-Based Monitoring
and Information System

Overview
During this session, the teams use sample data to update the copies of Form 1 originally complettd during
Session 2. Using the updated copies of Form 1. the teams complete Form 2 and Form 3. shiIu tlmr com
pleted forms in plenary, and raise and answer questions. In dosing the SC'S5ion, tm-y riL'ise theirfrmns Il:5
needed.

Objectives
By the end of this session, the participants will understand:

• the process of updating the CBMIS forms: the Family Profile, Barangay CBMIS Tally Sheet,
and Catchment Area CBMIS Tallv Sheet

• the importance and benefits of correctly updating the CBMIS forms

Materials
The materials for this $("Ssion are:

• How to Update the Family ProfiJes (Form 1)
• Family ProfiJe Updating Exercise
• Form 1 (completed during Session 2, using sample data)
• Form 2 (partially complete)
• Form 3 (partially complete)
• "Using the Community-Based Monitoring and Information System to Help Redu<:e Unmet

Needs" (see Appendix A)

Tasks
The tasks for this session are listN bt-IO'U'.

1. Read "How to Update the Family Profile (Form 1)."
2. Working in teams and using the data prOVided in "Family Profile Updating Exercise,"

update the copies of Form 1 completed during Session 2.
3. Use the updated Family Profiles to complete the sample Form 2 and Form 3 prmided for

this session.

4. Participate in a plenary session in which one team presents its updated forms.
5. Compare your team's completed forms with that of the presenter, raise questions, and

discuss issues.
6. Make corrections to your team's Form 3 as needed.



Products

By the end of this session, each team will have:

• new and updated copies of Form 1, Form 2, and Form 3
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How to Update the Family Profile (Form I)
This instruction sheet pr<Wides infomwtioll about IIpdati1lg Family Profih. (Form 1J. It pr<n"idn infornwtion only on those sections thilt mJIy need to be updated. It dOt'S not include instructions for Soi"ctiollS thatwill stay the same (for example, the mothers birth dilte). Read these instructiolls lYfore Ngm"i".~ toupdate Form 1for the first time, and rej~r to them when qUe'Stions arise. U~ a pencil tofili out thz." and allother CBMIS forms, tofadlitate ret'isiolls and updates.

Ideally, BHWs will update the Family Profiles for their respective families at least once a month,or more often when necessary. In cases where the BHW visits her families less frequently, sheshould update the forms during each visit. In addition, the BHW should fill out new FamilyProfiles for any new families (for example, newlyweds and families) that have moved to the area.The BHW must inform the midwife if any families haw left the area, so she can exclude theFamily Profile data for that family. In revising Form 1, the BHW should erase the outdated en~'and write down the current data.

Important Note! The BHW updates only those entries that need to be changed.

The midwife then uses the updated Family Profile data to update Forms 2 and 3.
Important Note! When updating Forms 2 and 3. exclude Family Profile data for Mly families dw: have left thearea.

General Information

Father's Age

Erase the father's age at the time of the surveyor previous update, and write his age for thecurrent date.

Mother's Age

Erase the mother's age at the time of the surveyor pre\ious update, and write her age for thecurrent date.

Date of last Update

In the space provided, write the date of this update, For succeeding updates, erase the pfe\'iousdate (of last update) and replace it with the current date.
Important Note: Do not change the date of survey. as this is a permanent entry and indtcates the firstcontact with the family!



Part I. Data on children 0-59 months old (start from the eldest)

Name

Any child who has turned five years old should be erased from the list. Add any newborns to the

children listed in the table. Remove from the list any child who has died. In cases where the cause

of death is due to a communicable disease (for example, measles), the BHW should immediately

notify the midwife so the proper control and prevention measures may be taken in the family and

in the community.

Age of Children

For each child, erase his or her age at the time of the surveyor the previous update, and write the

child's current age.

Vaccinations Received

For children who were 0-11 months old at the time of the surveyor previous update but are now

1 year old, do not erase the dates of vaccination entered under each antigen to change them to

"Y". Just leave the entries as they were initially entered during the initial survey. Changing the

dates of vaccination to "Y" will not have any bearing at all and is just a waste of time and effort.

For children who were 1-4 years old at the time of the surveyor previous update and had incom

plete vaccinations or no vaccination at that time but have received the needed vaccinations since,

erase the "N" entry under each antigen and put the date when the vaccination was given. This

will serve as a useful reference in counterchecking the entries in the FIC column.

Part II B. Protection at Birth against Neonatal Tetanus

Replace any child who has turned 3 years old since the surveyor previous update with a child 0

2 years old. If the family has no child 0-2 years old, leave the table blank.
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Family Profile Updating Exercise

Background Information
The Municipality of San Nicolas is a fifth-elass municipality located in the province of Sulu. It iscomposed of 35 barangays with a total population of 82,000. It has 18 barangay health stationsand 1 rural health unit, named Kalinga Rural Health Unit. The Rural Health Physician is Dr.Hugo del Prado and the only Public Health Nurse is Mrs. Tina dela Cruz. All of the municipalhealth staff, including the BHWs, completed their MGP training in February 2001.

The rural health midwife, Mrs. Nilda San Juan, is in charge of the Pinyahan barangay healthstation, which covers two barangays, Pinyahan and Ibayo. The initial surH'}" of these twobarangays was completed last March 2001, and Mrs. San Juan was able to identify the targetclients with unmet needs. Call cards were issued and services were pro\-ided to these clients- TheBHWs update the Family Profiles of their assigned areas on a monthly basis, and ~frs. San Juansummarizes the data in Forms 2 and 3.

The BHWs of Barangay Ibayo have just finished updating their Family Profiles and \frs. San Juanhas already summarized the data for the barangay. for Barangay Pinyahan, however, Mrs.Milagrosa Tatlonghari (one of five BHWs) still has to update the profiles of the families in herarea, which is hard to reach. With the addition of two new families that have just moved to herarea of responsibility, she now has a total of seven families under her care.

Data for Seven Families
Data for two new families as well as updated information on the Original fi\'E' families loUow.Complete and update the Family Profile (Fonn ]) for each family assuming that today is June 22,200]. For aU families, the respondents were the mothers_

I. Alvarez Family

• Cathrina now has a vaccination re("ord (Mrs. Alvarez requested a copy of the \-acrinationrecord from the private physician following the advice of the BHW). She was gi\"e'll \'itamin A supplementation last April200L together with her siblings Nico. Jacob, and Jeremy-• Jeremy received measles vaccine on April 25,2001 (the barangay health station had anextra dose at that time).
• Abby received the remaining vaccinations she needed. DPT3 and OPV3 were given lastMarch 21, 2001. She received measles vaccine on April 25,2001.• Mrs. Regina Alvarez submitted herself for a bilateral tubal ligation last month during oneof the ligation activities of the municipality. She expressed satisfaction with the method.

~/.~_9 91



•

2. Carbone! Family

• Julie Anne and Jasmine both received vitamin A supplementation in April 2001.

• MJ contracted measles and had severe complications. He died of measles bronchopneumo

nia.

• Mrs. Carbonel delivered a baby boy named Noel last May 20,2001. Noel's GMC from the

BHS shows that he received BCG on May 23, 2001.

• Mrs. Carbone} received two doses of TTV (March and April 2001) while she was pregnant

with Noel.

• The couple has decided not to have any more children, and Mrs. Carbonel is taking contra

ceptive pills. She is satisfied with the method.

3. Cinco Family

• Mrs. Cinco is still on contraceptive pills.

4. Esteban Family

• Oliver was given vitamin A supplementation in April 2001.

• Czarina was given measles vaccine on June 14, 2001.

• Mrs. Esteban shifted her family planning method from withdrawal to oral contraceptive

pills. She is pleased with the new method.

5. Natividad Family

• Both Macy and Aaron received vitamin A supplementation in April 2001.

• Mrs. Natividad gave birth to Tiffany on June 12, 2001. Tiffany was given BCG at the

barangay health station on June 20, 2001, as shown on her GMC.

• Mrs. Natividad is a fully immunized mother. She received her fifth TTV during her preg

nancy with Tiffany.

• Mrs. Natividad is breastfeeding Tiffany day and night without supplementation. She is

still not menstruating. She admitted dissatisfaction with the method and fears getting

pregnant agam.

6. Santos Family

• This married couple just recently moved to #3 Kalayaan Street.

• The father is Alipio Santos, born on October 14, 1968.

• The mother is Manchu Santos, born on June 24, 1970.

• They have two children:

• Clarissa, born on January 16, 1999

• Cecille, born on July 10, 2000
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• Clarissa was vaccinated at the BHS serving their previous residence but her \'acanation
record was lost. Based on mother's recall, Clarissa received BCG, 3 doses of OPT. and 3
doses of CPV, but no measles vaccine, She has not been given any \'itantin A supplem€'llta
tion within the past 6 months,

• Coolie's GMC from the barangay health station showed the following:
• BCG: 07/20/2000

• OPT!: 09/06/2000
• apVI: 09/06/2000

• Mrs. Santos is currently pregnant,
• Mrs. Santos has had two doses of nv during her lifetime, She received the first dose

before she got pregnant with Cecille, and the second dose during her pregnanC\" with
Cecille,

7. Carlos Family

• This married. couple just recently moved to #3 Kalayaan Street. together with the Santos
famil\',

• The father is Pedro Carlos, born on February 17, 1975.
• The mother is Lany Carlos, born on March 13, 19i7.
• Thev have four children:

• Don, born on March 8,1994
• Eve, born on May 16, 1995
• Beatrice, born on February 21, 1997
• Diego, born on December 15, 1998

• Don was vaccinated at a private clinic and his record shows that he completed the primary
series of childhood vaccinations before his first birthday, He \,'as also gi\"en \'itamin A
supplementation last April 2001.

• A private physician also vaccinated Eve, but her record is lost, Based on mother's recall
she was given BCG,3 doses of OPT, 3 doses of OPV, but no measles \'accine, She recein:,d
\'itamin A supplementation in October 2000.

• Beatrice was vaccinated at the BHS from their pn>\'ious residence but her \'accination
record is lost. Based on her mother's recall, she was given BeG. 3 doses of OPT. 3 doses of
apv but no measles vaccine, She has not received \'itamin A supplem€'lltation within the
past 6 months.

• Diego was also vaccinated at the BHS from their previous abode, and his \'acrination
record is also lost. Based on her mother's recall, he was given BCG, 3 doses of DPT. 3 doses
of crv, but no measles vaccine, He has not received vitamin A supplementation within
the past 6 months.

• Lany is currently pregnant.
• She received 1 dose of TfV during her pregnancy with Diego.
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FAMILY PROFILE F

Vl..
'"'"O·
;:\

()
l:
;:;.:
:::..
;;'
'"'"

-....~._._~ ....-..~.- ...-..
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Address: 109 Kalayaan St. Barangay Pinyahan BHS/BHC: Pinyahan He BHW: Mrs. MilQ9rosa Tatlonghari

Respondent Regina Alvarez
RHU: Kalingo. RHM: Mrs. Nilda San Juan

Father: Cesar Alyarez
Mun/City: San Nicolas PHN: Mrs Tina Dela Cruz

Birthday: 04 /03/ 1960 (mmlddlyy) Age: 40 Province: Sulu Interviewer: Mrs MilagrQsa Iatlonghari

Mother: Regina Alvarez NOTE: Please use pencil in completing
Date Surveyed: March 09, 2001

Birthday: 01 109/ 1962 lmmldd/yy) Age: 39 the forms to facilitate updatlngl

Civil Status: ( ) Single (,f) Married ( )Widow ( ) Separated
Date of last update: . ~..

'" ~--
".~-~; .... .....=

"'=...'.=.=='T====-'=
;========r'

~~-_

Vaccinations ReceIved
FIC Vitamin A

Where does (For children 0-11 months old, write the date when vaccination was given) (For cllildren (For children 1-4

the child ~~~s the (For children 12-59 months old, put a Y if child was given vaccination 9 months to years old only)

reooive c I have or an N if not given) 4 years old) Was the chIld 9i,en

vaccinations? , can~r If the child o-11months old has NO vaccination orlhe ,accination schedule is NOT 'Itamin Acapsule

Birthday a cm ~n
followed, (See "C" beloW) Did the child (200,000 IU) dUring

N,me Age : :::::=, ;00", 't.. 'IJC±"""'t:.:'~";;QM>LtEJ!'dO"~;':"," is">~ """'!L -;::,:.\"" ~:~:,:=:; R,=","

iP=Pn,ate _YeS_·~-12.~··--··-~ ·-·-·I·--j~· .",,,""',, P,m''''_''''
~ =00"\ Hosp N = No B

before his first Y=Yes

"" C
M l birthday? N= No

(See "A)" (~:::,.;; G '.'t dose 2.. nd dose 3"' dose ..1" dose . 2"d dOSee 3'd dOS.e. ..ea..s es ... ~~"Ei'.~~

C .....- r~. below

Y =Yes April October

c•._....
.... !MMjOD/YY .. 1 ..

.. . N=No 1~1 ~

"'"~athrina--- - [~r~l.~=~~y -; I ~_ ~ Y.l- Y __Y~_Y=.~ ~_ N_-I _~_ . __

Nico 08 12 97 3 Y P y y Y y y y Y Y N INN

Jr------..-. -.~- -. .._--.- -_. _ - .+- --.. .. - .-. ~-.. -- .-.-.. -_. ._.. .--. ..--

Jacob 07 15 98 2 Y B Y Y Y Y Y Y Y Y Y Y Y

II----~-..--~-- .._·
--~-..~ .._.. --f---... . ..~ .---.

--_.. ~-

Jeremy 06 01 99 1 Y B Y Y Y Y Y Y Y Y N N N

..._-....-. -.----.... _w_·· -- . --f-.._-_.._..- f----·-+----f·---+--·--+---+---- --+----+-----+-~.-___I

Abby 07 015 00 8 m B Y 107/05/00 09/01/00 10/05/00 09/01/00 10/05/00

Part I. Data of children 0-4 vears o1dto-59 mO'ltlls Old, start from theeldestl

f--.---.-- .... "_"_. "._. "._..~ . .__..Actions to_ be taken_ .. _.
~__ I

A. If the child receives vaccinationservicesfrom private clinics/hospitals and government hospitals, followup the child's vaccinations until completed.

-a-:-Advise themotherlO galacopy ofthevaccination recordTrOffi the health facilitY where-the child receive-lithe vaccinations oraskthemidwife of the nearest-BHSte>

f- __!TIa_ke_a~()tb.~~cord-,---_.__ ..

~F3ef~r.9r~cG_omp~'i. t~mot!:!.er and chi~~t~eJ11E~i~forimmediate vaccination. .__ __ __ .__

D. Advise thEl. l11otherJ,0 consult ttl.~midwife for completion of the child's.yaccinations. .... __. . _._. ,_. . I

E. Give vitamin A capsule at once if available or advise the mother to bring the child to the nearest health facility for the next scheduled vitamin Asupplementation.



Part II A. Tetanus Toxoid Yea:inlttion (TTY) for~WorMn
Is the molherlwife pregnanl? ~ ~

Total number of lTV doses received 0 Doses

~1.~l

If !he~ IS IJ""9I'lII'It "*""". _ cJ~imp:)<lar>ee ~ preonataI care anc __~
~!I'lal_~a:l!"<e'~'-"lI\ fa:;.lll(y

Part II B. P,ute<:tion lit Birth (PASI against neonatal tet.nus: For women Wflh childn!n ()""2 years ok! ontyName of youngest child (0-2 years old only): Abby Age of youngest dlIld' 8 !N!!!!hs
Complete this table only if the ..,. 01 the you"f/fl$f IMng child Is 0 fo 2 yMr$ old {D-35 -.ths old}[ When was each TT\I dose received in reference Was !he chB:l~ a! t:wr1!'! {P"8:?to the youngest Child?

C"-tl the <IPPi..-- bollP.4B" J.-j'j"td on am "/tN.h>1kro,"'KTTVDose ChecIl the~ boxes · 2 TTV do&es Ounng!he~ -. lhe~ <:Nt:orDuring the pmgnancy Poor to the ptegnancy · 1 TTV doSe dlnlg !he~ wlll\ lhe~d*with the youngest child with the youngest child plus 2 doses pnD< 10 !he pregnancy or· 3 TTV doses poor 10 Ihe .... ,.-..-d>*:nvt
7" ~TTV2 o Yes (~.8o'Pl'I-'- ~TTY 3 - ~TTV4
~ fo- [Z] No(l'lOT~"_,TTY 5

Part III. Family Planning Prac:tke of Married Woman of Reproductive Age (IIWRA) (IIotheo1Wtfll)
The foo!:>tmo stI9!!kI not be~ lor PIIIt /II ..oW~ or separated WQfTI8Il 0 Menopausal _o Women WIltI ovaties and/or UferU5 and/or fallopian lUbes~ t'9r1"oO'I«l dUe 10 a medical~ Ie g 1l#YIOt$. ectDpIC~\q........_......-> ",.._ .....'AJ I ..-....T_

+, ~ Renw>d her~ at!tle.--l 01~ care If/!'IC~1 ~ ,~ .....~...__

.IMRA~If~,......bill,.",
~""'-..IIrod",."",

She I'la$ .. U!MT NEED......, .......ReIw or 8CU)l1~" her 10 _ ~ or 10_
IlNIltl cenI8f lor co..nselng
~ 10 au-Moft ....

I .IMRA~,..,,......,.,....i •••·1 • ....-.I

~ [ InIorm her of !he beneIits at '*'II mooem~platWw1g med>ods R8Ie< or~'J ... 11;> ....modllo!fe or to !he h$Bl!l'l ""'*" b ~"'ll

A _ may be~ ... L-'\; LAM I aI 3 "' .... "'*-'9-'"1 SI1e hM a belly less lhan ax~ old-2 SI1e II _.,.m.; (ng(~)_Inll;\ SI1e ..bl~ll'Ie b8by <llry"'" nogN. -..... ....,..,._,If any Oft the Iongw~ .... '-10 ltoe ....... tar _ .....
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FAMILYPROFILE FORM 1

- ...... ..,. .... ............~ ........
'" u,·· ... , ••.. _...... " .... _... ,_ ,~ .. ,~ .• ",

Address: 121 Kalayaan St. 8aranqay Pinyahan BHSIBHC: Pjnyahon He BHW: Mrs Milggro$o Tatlonghari

Respondent: Helen Carbonel
RHU: Kalingo RHM: Mrs. NUda Son Juan

Father: Artyro Carbonel
Mun/City: San Njcolos PHN: Mrs Tina Dclo Cruz

Birthday: 12 /23/1970 (mmlddlyy) Age: 30 Province: Sulu Interviewer: Mrs Milagrosa Tatlonghari

Mother: Helen CarboneI NOTE: Please use pencil in completing
Date Surveyed: March 09. 2001

Birthday: 05 /12/ 1972 (mmlddlyy) Age: 28 the forms to facilitate updating!

Civil Status: ( ) Sing~~::J~~~~ed
( )Widow ( ) Separated

Date of last update:
-~.

-

B ~BHSIBHC

~~RHU/MHC
,P opriv.te

IG oGov'l Hosp

Age
Birthday

Name

Part l. Data of children (l-4 y~ars old {0-59 monthsold,start from the eld~

• ". . . . .r·· I ::re dO~S (FOrChtld~n~ 11~;~nthsV~I~~i:~~~~~~R~:~Y:~envaccination was ~,ve~~FO; :~~/~rJ~:~:~~:z;:: 1-4

the child Does the (For children 12-59 months old, put a Y if child was given vaccination 9 months to years old only)

receive ch,ld have or an N if not given) 4 years old) Was the child given

vaccinations? any ti If the child 0-11months old has NO vaccination or the vaccination schedule is NOT vitamin A capsule

vaccma on followed (See "C" befow) Did the child (200.000 IU) during

record?'
h 6 h ?

' If the child 1-4 years old has INCOMPLETE or NO vaccination. (See "0" be/OW),ireCeive all the t e past mont s.

Y - --1---OPT --- -. -1--- OPV - -j- preceding (e.g. Garantlsad,ong i Remarks

:Yes --- --l-- - ---T - - - - vaCCinations PambataActlVltles)

N ~ No B
before hiS first Y =- Yes

"" C
Measles birthday? N =- No

(See "A" I (See B G I 1" dose 12'd dose 3'd dose 1,t dose 2'd dosl3" dose (S... "E" below)

below)

---[----

'-R I below) I
Y =- Yes April October

__IMMIDD YY. 1_ _ 1__ L. I I __
l N=-No I ~~~: ~i I'

Julie Anne --- F1115 [96! 4y I-G-:--V-' I y I y I y TN ! y ! y I N IN! ~N- T----I y ;

Jasmine. _ --._Jl01~i9~ - 3_Y~ -! -l y I y :._ y I ~_~: y -1. y - I y' i_. y ..1 N-1 NT-I y !

~t251oo 10 m B L Y
_ b-1"-"d",,,,..;t__J'''''1OO1'''IOOL_ J~l---J-- --t------t--- _ .._.--j

If---.-.--.--...--.-.-f----+----+-.-+---.-+-
---.-.-J-------~

+.--+ I . .-+----+-----+-----+--.. I f------.-+-.---t---- I -----II

r=
11="

i

Actions to be taken

A.lf the child receives vaccination services from private clinics/hospitalsandgover~~enlhOspitals, followup the child's vaccinations until completed,

-B~Advise themotherlOgeta copy oflhevaccinatTonrecord fromiiletl~;aflti fadityWhereihechild receiVed the vaccin-atiOns oraSkttiemidWifeof thelnearestBHS··to

make another record.

- C.-ReferoraccompanYthemoth~randchi
ldto themidwife' for imrn-ediite vaccination.

O.Ad~i5elhe_~Q!l5~~~ir1.~ultt~~~'
"&~;fEl~ri~~plelic;n of th~child~s_v~~<ltio~~_.... -.-=-__ .- --=-- .:-=-_==-=-_-=--_-~_=_-

.. -.----~________i

E. Give vitamin A capsule at once if available or advise the mother to bring the child to the nearest health facility for the next scheduled vitamin Asupplementation,



Part "A. Tetanus TOJIoid Vac:dnation (TTV) for Pregnant Women
Is the mother/wife pregnanP ~ ~

Total number ofnv doses reoelVed WDoses

RMW'...... 1
I! Il'>e ..oman <s~. rrlr:r<".!'la' :f~
~ cA pretllIIai care~~lo~!'-:an.;M)Qn5 t'\IJl are~ ali 1">e __
heall!' fac>Iol)

Part" 8. Protee1ion at 8lrttI (PAS) against neonMaI tlItanus: For women 1NIIh children (}..-Z yeats 06Cl onlyName of youngest child (0-2~ old onIyl --.lAl
10 !PO!!!hs

Complete this table only if the 4Ige 01 the )/OUnpest IMng driId Is 0 to 2 )'UtS old {0-35 morMhs oIdJ• When was each nv dose~ in reference Was I!le cI\Ila proleCIeCl <II: l>I"!h .P"8~to the youngest child" Cbeci\ the~ bo.
P.~B " Jrli ....,j us .>In "l lbe i"ih... ,,"f:nvDose CtMIdc the~ bolles · 2 rrv doseS~ Il'>e~ wtr·~p~ ihIe01Doring the pregnancy Priof to the pregnancy · I rrv dose duMQ lIle ptegnarq WlIlI\ h ~ o"Ql(!

with the youngest child with the youngest child plus 2 00ses poor 10 !he~ CIt· 3 nv 005es D'1Ot 10 lIle _t"Ie~.d!lIl:
TIV1
TTVZ ~ ~

DYes(~",a-~ ~TTV3
~ ~nv4
~ ~ [Z]No(MJT~.twr:!'nvs

Part m. Family Planning PriIctk:e of Married Woman of ReproduetiYe Age (MWRA) (IIIoCher1W1fe)The bIowm ShouIc!not be~~Patt 11/o Widowed or separaIed women 0 Menopausal won-.o Women WI1tl~ and/or UletUS and/Of faAopoan I\lbes surgJcalIy F1KYIO't8(I due 10 a medocIi CiOIlOIbon (e g~t!alCloC~'

antRA pi-e • .• ,.....,.,..,...,_
.......,.... teeIItod..is...,

$he has an~ "EfP tor...., ......ReIer CIt~ her 10 1he ,..,.. Ot 10 !!'IeIleeIlll ter*' !Or~
~ to au.tioa ....

A _ ">a) b& classdIe<:! as USlngI..Ml _at 3 01 \t'e~ "'" ......I. snehasabaDy_Itlan ... .....-oill
2 sne ..~j""'~:I'"""J sne '"~ llte baDy <lit)' InC noghI __ ,..-..,If ...... of 1M~ no kionlIW ...... ,..,.. her to 1M for~
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FAMILY PROFILE

Date Surveyed:

~~~f.!~~L~e-~!3~"
J

NOTE: Please use pencil in completing

the forms to facilitate updatingl

BHSJBHC: Pinyahon BHS BHW: Mrs Milollrosa Tatlo'lllbari

RHU: Koli!'l(l.<l RHM: Mrs NUdg Son Jugn

MunJCily: Son Nicolas PHN: M.rs Tina Dela Cruz

Province: Sulu Interviewer: Mrs Milagroso TatlQlI9bori

March 09. 2001

General Information
('fIMiS R",'j",,, I·"r",." ",02/l00f

FORM 1, pa9" 1

j Address: 222 Matapong Sf. 8arangcy Pinyahan I -
i ~._-,

,

Respondent Rosarjo Cinco

Father: Martin Clncp

Birthday: 03 / 2' / 1915 (mmlddlyy) Age: 25

Mother: _. Rosario Cinco

Birthday: 08 / 22/ 1m (mmlddlyy) Age: 23

Civil Sta'~0",1,~~~.2!~ (,() Married .() Widow (_ )?eparated

Vl

'"v-
II>

C·
:::l

C'l
l:

~
~
;;
'"'"

~
::r

'"v-

"'....

-

-,"-

Part I. Data of c,h.i1dren .0:4 years old !O-?~ months old, start.from ttle eldest,l,
.. ~ .... V;CClnations Received"' '.-"" .. ,"'j FIC , Vitamin A

Where does (For children 0-11 months old. write the date when vaccination was given) I(For children (For children 1-4

the child ~~~sh the (For children 12-59 months old. put a Y If child was given vaccination I 9 months to years old only)

receive C I ave or an N If not given) 1 4years old) Was the child gIVen

vaccinations? va ~ny r If the child 0-11 months old has NO vacclnaMn or the vaccination schedule IS NOT Vitamin A capSUla

Birthday I ~ c Ina Ion followed' See "C" below' DId tha child (200.000 IU) dunng

record? .'J
II th

Name I A e B ~BHSIBHC . If_t~ ch.ld 1~ years ale:!.h~ IJ'lCiJrv1P.h..ETE..2!l'iQ_-,,~cin~o
n.iS~ "D" bEl/OW rec~lIVe a a the past 6 months?

g R~RHUIMHC Y ~ y r OPT I OPV'f~l preceding (a 9 Garantlsadong' Remarks

P cPrivate es - -- }---~ I~ -~ -- --}-- vaCCinations Pambala Acllv'lIesj

=Gov't Hosp N ~ No B
before hiS first y ~ Yes

C
M bIrthday? N ~ No

(See "A" {See "8" 1'1 dose 2"" dose 3'" dose 1" dose 2nd dose 3'" dose easles (See "E" b"/ow)

below) below) G
Y=Yes ---I~~-

I~~DF11
N = No I_A_p_r_II_. I_o_c_to_b_e_r

Il-Redento~····~·'-···~_· rlol~2100r 5 m~]'~- -P -- G -1"O/~5/~lZl'O/OO:O'/'2l0'102/1blotlt2/'O/OOll~t/t2101Ii02/tb/~:i --r-
j

~.~......j.1====11

~--_. - ... ...,-. ; 1 ~ -. I -> - I - j I -- I ~ -, -IT- r-

!I-----------~.-----+-+.-~ I I - - ~+--- - j J-- - -1- - 1 j -- - - -~- j i ,- -j I

n "'-' I I---+- I I '~~---+-'-~+-'--+-'-'--
-I--'-+----'+.. ------+--..- ..--+-,.---+----j-~.-______+~___+~- ..+________jJ

I .-~--~.. I I I I I I .---1-.--.[------+ I 1-----+---,

next scheduled vitamin A supplementation.

Actions to be taken

'--'-~
-'----

"
'--.-- '-. -.~---..._-~-----_ .._--_.._-->-.- ._~._ .._,,-..-----~-_._----

-

A.. If the child receives vaccination services from private clinicsJhospitals and government hospitals, followup the child's vaccinations until completed.

-- B.Advisethe-motherto-get-acopy-oftheIl8ccinationrecord from thehealU:; facmty-WherethecM<:frecl:lived tt1evacclnatklnsorask!hemidwife ofthenearsst BHS to

make another record.
-~-.

-- '_.---,---._-,------,'-

~-'- Refer_o..! acc?/llPany tbElrn()tber~nd dlil~to the "2idwife for immediate vaccination. ._. _

D.A~vise the mothe':.,lo con~ult the n1id~~!or c~mpletio~.!_the?hild~va
c~inati9ns . ~_~ _

E. Give vitamin A capsule at once if available or advise the mother 10 bring the child to the nearest health facility for



Part II A. Tetanus Toxoid VacGination (TlV) fOf' Pregnant WomtKl
Is the mother/wife pregnant?

Total 'lumber of TTY doses receNed

l! the W>Oll',a~6~.~ t>e< :;t~
ompo<'.anoe crI~ :a-e ax:~1C~
~~~ art' "'ilIf.aole <II:~~
~~~~.

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with etuklren 0-2 years old onJyName or youngest child (0-2 JINIS old only}

Compk(le this fable only if the~ of the yr;l(Ingest living child is 0 to 2 yNr.S old (0-35 monIhs old}

Check the apP!opriate boxes

Was tt>e ~""~ al t:rl" .P~.c
Che<;lo: !he~ bol

P_~8 ." _kt;':rJ....t~.:,..!.r."1 ",;fr::c" t;.".,j'_''H.;''!;l
2 ny 00ses Cifc"9 tt>e~:'; ""!'"~~ :Neor
, "IT';,' 00se dvnng !tie Pregna"C1 _.~~ .:t"Ik:
pk.~ 2 Cl-3'S@""S pnor!o 'j')e ~~"") 'jI3 T'T'i~ 10~ .~-C, _ the cnsc

Prior to the pregnancy
with !he youngest chtld

When ""as each TTY doSe rece,ved In referetlCe
to the youngest chIld?

Dunrtg the pregnancy
with the youngest chIld

TTV5

TTVDose

~
'•. ' TTY!TTV2

TTY 3

TTY 4

Part Ill. Family Planning Pr.tctice of Married Woman of Reproductive Age (MWRA) (MotheftW'tfe)TIle fQ/lo!wJg should not~ tr'teNIewed for Part //Io 'IV~ or separate<! ...cmen 0 Menopausal~C Wemet'. -., o.-.roes aMior u1ef\>S and/or tailop<an rubes surg!C3lty removOO eue !o a ~j.:a' ronOlt'Dr1 e g t~~~"""'Yq. Are you cumtntty Pf1l9nant? isee response ro Pi /I AI

[£] NoUnsure 0 Yes ~

*
Remon<! ne< ag"'" 01 tt1e~ 01~ """'" ro=te~...JS!O~~~

-END OF INnRYEW--

--

Inform i\e! 01 t!"oe~ 01 prenatai ·carre _
getS C'e9nat'J: ar.c n>e iJY~ famili~
se<v>ces ," !he - ~ ,...~~~ ~"'9E"She< "'one

IfWRA "~1fIfMWI¥~'-t-~ tIIIfII elM If-.od. _ is"'"
Sne !las ill' U!MT !Iff!! lew ....., pIWWlingRete< Of~ t>e< IC r'>e~ C>' IC '!he
~~l1"fo<~

-f'roc4oed \0 QunIiorr 6-

aMRA pBCtIciIlfI tMrIiIy".".., "",...
IradIIIIouI ....--.s

__ Info<m he< o! tt>e~ cJ, .-..;~"" 1ami't
~~ Rete<Of~' "Ie<~. r'>e
~ or 10 t"Ie~ C8<"ler too :r'-""5elit!'9

A _ I'IlaY b*~ .. 1I$B>g LAllI" all J "" II-.~ _ rn.. sree P'\3:Sa~., 'e!ts~ SoLs~oosne '5~i-.o!~""""'!1 anc:J S.-.e ,$ lJ<e-.ng "'" t>ab~ cay 1lo'1C nq./-.:u__If any of the allow no~ appIlea. ,..,., '- 10 the tnidllfftlew~...

I5. What method are you using? Il"') CMcIl the !fIIlI='* boll
Modem Methods TradttJooaI Methods

'" P OPOBiS aw 0 W~RJO =i~ 0eV1C:e CJU..=~ ~tnj = [)f,lPA 'flIOCl_
C = Coroom

I-- en. =~ TuOai LJ93fIO"!.-; VAS 0 VasedDmy
. . NFP 0 l'<aturai FamoIy PIannongi1J LAllI = LaC'.a!J<Jn<II Amerom>ea L+etr>od
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'"

FORM 1, P8lIIt 1
FAMILY PROFILE

,tl, Inf·
~ .. . __ ..... w. __w__ ••

"- ... ,............, ...... "."...... " ".''<'V'"

Address: 234 Kalayaan Sf. Barangay Pinyahan BHS/BHC: Plnyohgn He BHW: Mrs. Milggrosa Totlonghari

Respondent: Alicia Esteban
RHU: Kalinga RHM: Mrs NUda Son Juan

Father: Romeo Esteban
Mun/City: Son Nicolas PHN: Mrs Tina t)e'a Crux

Birthday: 01 113 1 19615 (mmldd/~~) Age: 36 Province: Sulu Interviewer: Mrs Milagrosa Totlo~hari

Mother: Alicia Esteban NOTE: Please use pencil in completing
Date Surveyed: Moreh 09, 2001

Birthday: 06 /12/ 19615 <mmjddl~) Age: 35 the forms to facilitate updatingl

Civil Status:, ( ) Single (,/') Married ( ) Widow ( ) Separated
Date of last update:

G

\Il
'"'"<tl

0'
;:l

C)
:::
z.:
~
;i'

'"'r>

'1:l
~

'"'"'"

Part l. Data of children ().-4 years old (0-59 months old, start from the eldestl

'-~

Remarlls

_ .•.• -4. ..•_.

Birthday

Name

CZQrina

=C~'="V;;;clnatlonll Received ,.m I FIC Vitamin A

Where does (For children 0-11 months old, write the date when vaccination was given) [For children /For children 1-4

the child ~~~sh the (For children 12-59 months old, put a Y if child was given vaccination 9 months to years old only)

receive c I ave or an N if not given) 4years old) Was the child given

vaccinations? vac~~Yf n II the child 0-11 months old has NO vaccination or the vaccination schedule is NOT. . vitamin A capsule

I a 10
followed (See "C" below) Old the child (200.000 IU) dUring

record?
'

. h

A ~B ~BHSIBHC 'If the chIld 1-4 years old has INCOMPLETE or NO vaccination, See "D" below receIve a,I.lt e the past 6 months?

ge R~RHUIMHC Y - --- f. ---OPT - --- - -------oPV -. preceding (e.g. Garantisadong

~Private - Yas ' - - --- vaCCinations Pambala Ac~Vities)

:Gov't Hasp N ~ No B
belore his first Y " Yes

birthday? N " No

(See "A" (See "S" C 1" dose 2n:"~o+se3"'" dose 1"dose 2"" dose 3"' dose Measlell (Se. "E""alow)

I ~4' I below) G
y-y

f below)

-_ es April October

, MM IDO YY
I N - No 2001 2000

roli~~; --~. -·1;P~~ i~~LI- B JI Y-r~-r Y.]- ~y. -_Y_--Yl-, Y.'! - _Y ._Y ,_ _~_ +- _

~---~---_-. --109~~ _~ __~_,~2~~~lO/~jt2/1~~~~1/20/0~~111(J/()().f_l~~/(WJ~~2
0/01

It-- ----+--1 I I I I --+---.-+-----~
I II I I ! I --+----~

Il- ..-+---+---+-. , 1 --+-.--j----_+____ I 1 ,I I I I I I I

Actions to be taken

-,-,----
..._-- ---..------_.._-

~._I!.ttJe child':..eceiv~\,a
~~natio~~.f\/.!.cesfrom priv<ll~clil'li.c~.t1.?spitals and goverl'1..~~t hosp_itals; followup!tJe child's vaccinations until completed. ___,~

B. Advise the mother to get a copy of the vaccination record from the health facility where the child received the vaccinations or ask the midwife of the nearest BHS to

!!!.a\l.e_a.!!.o.!her_recor
d._~_~ ___._____,_,,_ "___. ____.__.___. ______,_____.___ _,__,~______,____._____

C.-'3~~~r.?ccorrp~nythe mother~9_child to the lTlidwif~ forimmetiiate vac~i!,ation. .~._____~_____________~_________

D. Advise the mother to consult the midwife for completion of the child's vaccinations.

c '-'--"--'-'"'' - .------~----

E. Give vitamin A capsule at once if available or advise the mother to bring the child to the nearest health facility for the next scheduled vitamin Asupplementalion.



1__IS_the_I1_'IOUi_*_fwife_'..pregnant?--.;...._._

Pwt' It.. Te«:InUS Toxotd VIICCination (TTV) for Pnlgnant Women

~

[!]Doses

RlMI..... :rIf'"~ os~ riomlller d.lI>e'"~lCltd.~C>lf'lland_~l-:oniJllOns tt>aI _ ............ ath.-~taciIIIy
Part HB. Protection at Birth (PAS) against neonatal~: for'MlfT'len wtIh children ()"2 years aid oriyName of youngest child {D-Z~ old onIyj. CzoroiM Age of~ chid' • !I!!lI'!ttls

Complete this table onIjlf the..of lite youngest IMnfI child Is 0 ro 2~ old (0-35 monIIrs old)
: When was each TTY dOSe receM!d In reference Was !he chill~ at tld'l ,PI\B;?

to the youngest chiid?
Chedl........ boxP.48 " ~fincJ.n am o(tNlo!lQM''Ig

TTVDose Check the !flIl!OPriat8 boxes · 2 nv Ooses dLn'og Ih& ptegNI'q wilt> t'>e~ d*1(IIDuring the pregnancy Prior to the pregnancy • 1 nv do&ot Oumg !l'le~ wilt> lI>e J'OU"98Sl~
wiItl the youngest child wtIh the youngest child paus 2 Oo$e$ ptlQIlo Ih&~ 01

,

· 3 nv dOSes onor 10 Ih& "'\ll'8~d'Iic:

TTV1
""-- ~TTV2
~

~ Dyes(~..~'
TTV3 .

""-- ~TTV4
~

~ £Z] No (IVOr~.. t>r!".!
TTV5

Part II. Fam~ I"tanning Prae:tk:e of IlIaTied Woman of R8fl"l'duc;dw A9' (IIWRA) {MottwNiWifiel
The fofolmg should no( oe~ f!;r Pat! /11o W'ldolMld (II sepai'8Ied.,.-nell 0 MenopeusaIwomeno Women with ovaf1ll$ and/Of uteNS and/or Ia/lopIan IUIles surgo::aIy /1JfYlCMld due III 8 medICal condioon (tt!l lUmen.~~,g. Ant you cumte1tIy pregnant? (see flISpQIlSe to PlItt II A) I Actions to be Taken

~~
t. ~-1. Ref1IIld her~dtr'll~d~!a"'and

y NoIUnsute·
~

teeanus loXl:J(l~
. -Am 01' lIfT1'AVFW-

A_may~·=-Mie<lasUSlt'l!iLAM!alJ<:J_~_""...1 SI'Ie has a baby leSS t!'Iar1 sa -... ooa2 StIe ..~lnol~' andJ StIe .. bI~9!1>el>ilby""~an:l""!l!'ll""""~
"any of !he abclw no~ apoIles........ "-10 the m..... for-""""

-

IMRA pncIkJng",..,~,.,_NfisIttId.. ...1NtIItod.. is ....

Stle '- U!MI!'TO tar...., .........ReI8r (II npow., her to !he ..,.,.. :JI 10 ll>e~ c:enaer lor~
-fOroc>Md to~ ....

InIofm her of !he~ aI UIiO"9 "llCldllrn famtypla<vwIg 1TIlIU'OOS RiMet or~ '- '" _mdwlIe or 10 ltle h8alIt~ 1lY~

p~ I. ~1(lJl 9 101



i

FORM1,pagel

FAMILY PROFILE

llnf,
~_.

- --- ---- -. -

". __ c_ •••• __ , ___ .". " •••• ~

.

.

.

• __

Address: 321 Matopong St Barongay Pinyabon BHS/BHC' Piayahan 8Hs BHW: Mrs Milagroso TotJonghorj

Respondent L1ta Natlyldad
RHU: Kglingg RHM: Mrs Nildg San Juan

Father: Carlito Natlyldad
Mun/City: San Nicolas PHN: Mrs Tina D....o Cruz

Birthday: 10 /12 I 1973 (mmiddlY'll Age: 27 Province: Sulu
Interviewer: Mrs Milagro50 Totlonghari

Mother: I.ita Ngtividad NOTE: Please use pencil in completing
Date Surveyed: March 09, 2001

Birthday: 06 /17/ 1974 (mmJddIY'l) Age: 26 the forms to facilitate updating!

Civil Status: ( ) Single (.r) Marrie~"" ( ) Widow ( ) Separated
Date of last update:

"=l
::>"

'"'"'"
V"l

'"'"'"o'
~

o
>:;:

;;;
~;;;.
'"'"

Remarks

-.,-- --

N
-- ..·~·-t~--- .,-- -.~

y

y

Y = Yes
N = No

·~--IIr---
--t------f---

B
C
G

..:'}":',J",~","lo";;.;,j~],,,~.,.L~1;,~->-y

y

(See "8"
be/ow)

Y =Yes

N=No

-- I I - I I ---+----____+_ I I ---+---
~ I ! I· I

Where does IDoes the

the child child have

receive any

vaccinations? vaccination

record?
~=BHSI8HC
~=RHUIMHC

Ip =Priyete
~ =Goy'l Hosp

Age
Birthday

Name

J(See "AU

f-MM1 Dol7vl
below)

::--- -=i~~:~t:l;~:;--:
~-'-

--
- l

--1

Part I. Data of children G-4lears old (G-S9 months old, start from the eldest)
_" .'=~~"=r~-===r

=~=~~~="F"=
--"""II

h
I iii

i
Vacclnallons Received ~"'-'- FIe Vitamin A

(For children ()"'11 months old, write the date when vaccination was given) (For children (For children 1-4

(For childffJn 12-59 months old. put a Y if child was given vaccination 9 months to yean old only)

or an N if not given}
.f yeats old) Was the child given

If the child 0--11 months old has NO vaccInation or the vaccination schedUle is NOT vitamin A capsule

followed, (See "C" below)
Did the child (200,000 IU) during

If the childJ.~ years old has INCPMPLETE or NO vaccination. (See "0" below receive all the the past 6 ":l0nths?

--------.- OPT ~
OPV

preceding (e.g, Garanll~ad,ong

- I -----+- i I
vaccinations Pambata Activities)

before his first y" Yes

M I I birthday? N " No

1" dose I 20
" dose I 3'" dose I 1SI dose I 20

" dose I 3'" dose I eas es . (See "EU below) ,

APriII October
200~ _ I 2000
~1~

~___~.~__
Actions to be taken

A. If the child receives vaccination services from private clinics/hospitals and government hospitals, fol1owup the child's vaccinations until completed.

B. Advise the mother to get a copy of the vaccination record from the health facility where the child received the vaccinations or ask the midwife of the nearest BHS to

make another record.
---

---
~~-

--~
.~-

---
.,-

-~-
_.-

--
----_.._--

.,-
-~~

_.-
"---'-~

'---'--
-

___c,.. Refer or accompany the mother and child l()!tJe midwife for immediate vaccination.
-~-

~-_
.

.-

~~Advisethe mother to consult the midwife for completion of the child's vaccinations.

E. Give vitamin A capsule at once if available or advise the mother to bring the child to the nearest health facility for the next scheduled vitamin Asupplementation.



Part" A. Tetanus Toxoid Vaccioatlon (TTV) for Pf'egnant Women
RlM1..... Z

Total number ofnv doSes receM!d

IflhewomanlS~"""""""d'"~ 01~ care ar>a_1CoIOId
~ll\IIlare~<II:1tIe_if>eallh lirity

Part QB. Protection at Birttl (PAS) against neonatall8tllnus: FOf WQfNll'I WItt> ch>laen 0-2 :rears old onlyName of youngest child (0.-2 yoNtS old only):

~ this ,.,. only if the~ of the JIOUngesf living child /$ 0 10 2 )'lNfS old (O-.JS nMWlIIIs oleOWheo was each nv dose receM!d ,n reference Wa IhII chjd pruI8C:I8d • ~ !1'''8;''to the youngest chile!? CIledt .......... tIoz
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TTV 1

~TTV2 ~

[2]Y_(~.lJIr!';i--- ~TTV3

Z ~TIV4 , o No 11#01.,..-.,,«_,TTV5 ~
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IMRA ,.. ,,=' ................. ,.,!IOt......................
She IIa an U!IEIem-...., .......Refer or *XXl'IlPalfJ' tw 10 ... ...,.. Of III ..
~ 0lItIllIru~

-f"rocMd to QueMDn ...
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Address:
BHS1BHC:

BHW:

Respondent:
RHU:

RHM:

Father:
MunlCily:

PHN:

Birthday: (mmlddlyy) Age: Province:
Interviewer:

Mother: NOTE: Please use pencil in completing

Birthday:
Age:

Date Surveyed:

(mmiddlYYI the forms to facilitate updating!

Civil Status: ( ) Single ( ) Married ( )Widow ( ) Separated
Date of last update:
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General Information

FAMILY PROFILE
C8MIS Revised Form 8S of 0212001

FORM 1, page 1

--

-","-

Remarks

Name

0-59 months old, start from the eldes.!}
.. . ~ ... -.$_.- V~~cinatlon5 Received .. - FIC Vitamin A ~

Where does Does the (For children 0-11 months old. write the date when vaccination was given) (For children (Forcllfldren 1-4

the child child have (For chrldren 12~59 months old, put a Y if child was given vaccination 9 months to years old only)

receive any or an N if not given) 4 years old) Was the child given

vaccinations? vaccination If the child o-11months old has NO vaccination or the vaccination schedule is NOT v,tamln A capsule

record? followed. (See "e" below) Did the child (200.000 IU) during

Birthday I Age IB ~BHSIBHC 1f.!0'~hil,!I~<I~~oJd has /NCOMf'l--ET(o,"--N.O vaccinatiol1.!.(See "0" below\ receive all the the past 6 months?

R ~RHUIMHC Y =Yes t- OPT . r .. OPV preceding (e.g. Garanlisadong

p ~Privale N _ -- .- --f------.- --- ..--~ vaccinations Pambata ActiVities)

G ~Gov'l Hasp - No B
before his first Y ~ Yes

birthday? N = No

(See "A" (See "B.'.'.. g ,"dose 2cddose 3"'dose ,"dose 2"d.dos.},.. ose Measles . (SH"E"below)

L 'J I below) below}
y ~ Yes '----APr;'.1 October

fMMT~y I J 1 N = No

!j.
I~i~ -, . __ .~.~. . __ ...".a,- ~

>--- -- H I I -I 1- r .~ -1 -II j-, 1- "----
--..--+----------f-.-+- 1 -

I

D 1-+ 1 I ---+~--- I--+----+----
----+---+---+

--~+__-·--~-
I-f------I---·----t-·-·-

---··-

I--- ----+---·1 I I .---+---~.- I I--+-- I ---+---~+----+---
----. I , ----+ I I I I

-~..-.,----

I . .._____ . ._________ Actions to be taken __
. __

A. Ifthechildreceives vaccination services from private clinics/hospitals and government hospitals. followup the child's vaccinations until completed.

--aAdv-isethe mother to gela-copy of the vaccination recora frorT_the health faciiity where the child ~re'ceivedthe vaccinations or ask the midwife of IhenearestBHS\()

make another record

--~'Ret~ror~ccompan
y the mother andchiid to Ihemldwife-f(;lmmidiate vaccination. --,--,.-~ ----------..---... -----

-- D.. AdViSettlem;;th~nwllthe midwifElforj:om..E~lion(;t~ec~iIsJ·~~cci~
~tions. --===_==-=----------

E. Give vitamin A capsule at once if available or advise the mother to bring the child to the nearest health facility for the next scheduled vitamin A supplementation.
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EotaI number of nv doses received

Part II A. Tetanus Toxoid Vaccination (TTV) for Pregnant Women

lis the motIlerlwife pregnant? ~ ~ ""Jf-t!le-lIIOma--n-I$-~---~-.-.-..-."e<-::t-,-~-.---.,,
~ ~ ~of~ care....:--..st;.oc

~ thai iJfeavaolaOle ¥.l."<e~o Doses neaIlh fac>lIfy

Part II B. Protection at Birth (PAS) against neonatal tetanus: FOf women WIth childten 0-2 years O'd onty
_______ Age of youngest child:

CompItIte this r.bIe only if the~ of the youlfg8St IMng dtiId is 0 10 '1 1NfS old (~35months 0«11When was each TN dose received In retefeflC8 Was !lie cNIa proIe(;te(! al ~t>A.6"to the youngest child? Chec:Il ....~ 100., PAS is delined !$ any 01 1M foI'o_ina:TN Dose Check thea~boll" · 2 nv dOSeS l3<.-""!Il1>e~, a'<t!' t!'oe ~.d>JiCorDuring the pcegnancy Prior to the pregnancy · 1 TTY dose dumg the pregnat'IC)" IIlll!' 1Nt~ cni::with the youngest child WI!t1 the youngest child plus 2 00Ses P"'O' 10 It>e pnognar>cy 0<· 3 TTV dcls8s pno< 10 the -. !tle ~.:t>a:!TIVl
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TTV4 ~
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Part III. FamilY Planning Practic:e of Married Woman of ReptOductM Age (MWRA) (IIothet.WifwIThe foofowlng $hOU!d oot be~ !of Patt 1/1'
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IfWRA pIXIJUI'rI famiJy~ but ......
~...-.ods

A~ may be CIil$$IIieC as __ \.AloI1 .. 3 vi "'"~~ ,.......
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BHW IIHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW

TARGET GROUPS
I 2 3 04 5 6 7 8 9 10 II 12 13 104 15 16 17

Purok:

Total

IA. Vaccination status of children 0-11

months old

I, Children ~ I I month. old with INCOMPLETE or ) 2 5 6

NO vaec:ination at ,dl

, Children 0-8 months old with NO vaccination or w~th I 2 I 4

recommended vaccination 'Schedule NOT foUowed

3. Children~ months old with recommended I I I )

vaccination schedule followed

... Children 9-1 1 month. old who 'r. fully Immuni.ed 2 3 2 2

Children (fie)

TOTAL "umber of children 0-11 montfu old 7 8 9 15

(sum of# 1,1,3.4)

lB. Vaccination status of I year old

children (11-13 months)

~{f-~-5 Children I year old (12-23 month.) with 1 2 2 3

INCOMPLETE or NO v.«in.tion .t all

6: Children I ye.r old {12-23 months) who .;'~.

,"
~

fully Immunized Children {FIC)
2 2 3 3

.. ....- ..,. ,-

OTAL number of 1yeuold thUd",n (11-13 montl.. 5 4 5 6
(sum of# 5.6)

IC. Vitamin A supplementation status of

children 1-4 years old (11-59 months)

7. Children 1-'1 ye.rs old {I 2-59 month.) NOT given 3 2 I 1

Vitamin A capsule during the past six months

/I. Children 1-4 yea" old (12 59 months) GIVEN 4 7 I 2

Vitamin A caps.ule during the pUt six months

TOTAL number of children 1--4 y..... old 7 9 2 5

(12-59 month. old) (sum of#7. 8)

II A. Tetanus Toxoid Vaccination Status of

pregnantrnotherl",He

~, Pregnant with NO TT or with TT I only I 2 ] 4

10. Pregnant wltll TTl + 0 I 2 2

TOTAL "t.lmber of pr'f:Inant motherfwKe I 1 5 6
(sum of# (9.10)

....,

~
~Vl
~

'"g'
f!
~
;:(.

'"'"

Barangay CBMI S Tally Sheet-Form 2

Barangay: Plnyahan

BHSIBHC: ..;.P..:.ln.J.y..:.a;;.:h"'a.n"- _

MunlCity: San Nicolas

RHM: Mrs. Nilda San Juan

Date: March 11,1001
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Purolcl

TA"GET G"OUPS

r--
II •. Protection at IIrth
1-----.-- . I r I I I I I I 1 I I I I , f I I I I
II. Chlldr• ., Prol.cI.cl .1 Birth

,
17

5

,
4

8

5

8

1 I 5

:z 1 I 1

1 4 3 1I I•
5 J 3 4, 10 8 13

1 , 1 I
-f----+ .--+---+-+--~-_.1 I 0 0

~.- f----
0 1 1 0

12. Chlldr." NOI Protect.d • 1llr1h
,.."'s;::::;'~L Sum aI .... 12

[Ill. Fa;;U" """"In. 1M ";;;-~l'W'tMarNcII Woma.,:,. or lI.f"'Oducd¥. Ap (HWRA)
11 MWI!.A not ...",In. '0 h""•• chold or ...,nl to
~~"b~I_NOr!':':.~tJcinl 'amily IIlInnl".14. MWI!.A p,,,,,,on, '.""Iy pI""n",. but r ._-

,,",~ed with ,h. m.thod ,h. I' U1"'1

15. HWI!.A wa"",,. achild within 1,....
~.. _-' -16 MWRA p''''''IC'''. ramlly pllttnlnC and
~.=",."llln~~ .."t, ,he ....thud ,h. II Ullnf

TOTAL number of~t P1WRA
(Ium of. ~J. 14, 15. It)r ~"M..thod. U~ byCul'Nftt~"

P Pill,

t-IUD.~ __'"lr~l.rl''' Devlc.

INI OMPA I In,.c:ubI.

C Condom
1 01- _. ._-_...

1
Biluer.J Tubtl UptlOft I 0 0

I I ,~_._-~.

aTL

-.-+~--+ .---I- ·~-+----·l--

- - . .----_. ..-".VAS V...C1om" 0 0 0 0
--l- I I .---!--1-----1

1--- -
. "- - . f------NI'P NIh"" roml'" PIIMIRI 0 0 0 0--- -'-LAM l..uauonal Am_..... Method 0 0 0

f- .-+,,~--+ . --l-----l-, I ! .--1-. -I- -~--I-

. ,W Withdrawal 0 I 0.- ._. __...._-- ~_ .

I
c Ca""dar 1 0 0 0

f-
t
I
,~

TOTAL" "'.......... u....., e-tU
'(Ihould .qu" ttle .tum (If" 14 ....I!l.._~.- 7

4 I._~,~_
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1 Catchment Area CBMI S Tally Sheet-Form 3

'"
_. -- -~ - - .

Ilor.aopy lIonnl'Y llarupy BarulPt lIonnpy

TARGET GROUPS Plnyahan ~

Total

IA. Vacdnatlon status of children 6-1 I Number Perc.nt Nurnber Per<:~t Number Percent Number f'erc.ent Number Percent Numbor Percent

months old
(N) (N+T(I~IOO) (N. (N"'Touhc.lOOl (N) (N+Toohc I00) (N) (N...TotlhdOO) (N) {N+TOQh(IOO) (N) {N""TCIl::llll:IOOj.

I. Children 9~ II months old with INCOMPlETE or 9 27%

NO v~cci"atiol1 at all

~. Ch~ldren e.-.a months old ;;;i~h'··NO-~~~'~inationor with

_.

recommended vocdnotiOll sche<Lle NOT followed
10 ]0%

3. Children 0--8 months old with recommended 12 ]6%

vaccination schedule followed

~. Children 9-11 months old who are Fully Immunized 1 6%

Children (FIC)

TOTAL number of children ~ll months old 33 100%

(sum of# 1.1, l .. 4)

lB. Vaccination status of I year old Number Percent Number Perc.ent Number Percent Number Percent Number Percellt Number ~rcent

.. children (12-2l months) (N) (N... Ton!" I00) iN) {N+TaulxWO) (N) 'N+-TOQ~.. lOO) (N) (N1'lQ(;&i" I00) IN} jN.Total;dOCl) IN) (N"'ToaI'J{IOO)

_.

S Children I year old (12-23 monlhs) with 15 43%

INCOMPLETE or NO va<Clnation at all
.._--_._-

6, Children I year old (12-13 months) who are 10 57%

Fully Immunized Children (FIe)

rTOT""L ~umb~; ~f· I year old children (11-13 months)

._, - '-
35 100%

.. (sum 01# 5 & 6) .
c'"

IC. Vitamin A supplementation status of Number Percent Number Percent Number Percent Number Percent Number Percent Numb-er Percent

children 1-4 years old (12-59 months) (N) (N+TOUIho; ~OO) (Nl (N+TOQIxIOO) (N) {N...iotllbdOOI iN) (N+Toc:ahIWO) (N) tN+Toub.IOOI iN) (N ..TcuI)\lOO)

7. Children 1-4 years old (12-59 months) NOT given 10 ]7%

vitamin A caps-ute during. the past six. months

~. Children 1-4 years old (12-59 months) GIVEN 17 63%

vitamin A capsule during the past six months

TOT""L number of children 1-4 ye..... olel 27 100%

(11-59 mo<1ths old) (sum 01# 7 & 8)

II A. Tetanus Toxoid Vaccination Status of Number Percent Number Percent Number Percent Number Percent Number Percent Number Perc.em:

pregnant mother/wife (N) (N...Tot:l1xIOO) (N) (N"'ToubdOO) (N) IN+Tot1Il(IUO) (N} (N...TDUll( I00) (NI [N+ToQhdOO) (N) (N+T«ab:tOO)

9. Pregnant with NO IT or with IT I only
] 20%

10. Pregnant with TI2 +
12 80%

TOTAL number of pregnant mother/wtfe 15 100%

(sum 0.#(9 & Ill)

~
0
~

C)
l::

~
'"'"

BHSlBHC: Pinyahan

Mun/City: San Nicolas

RHM:

Date:

Mrs. Nllda San )lJIUt

March 11,2001
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Session 10: Health Facility Assessment

Overview
During this session. the participants learn about the DOH Smtrong Sigla cert~fiCilfio" program. I"'Nyvisit afacility and CIl"y out an assessmmt using the Facility 5('~f-As5t'Ssment Chtocklist (FSAC i. Thtysummilrize the facility's deficiencies. problems, and areasfoT im~ment in il OJUSIll An.2Iysis SumfMryTable (CAST). and two teams present thrirfindings in plmary.

Objectives
By the end of the session. participants utili:

• understand the objectives, strategies, and benefits of participating in the DOH's SentrongSigla program
• be able to use the Facility Self·Assessment Checklist (FSAC) to assess a facility's readinessfor Levell Sentrong Sigla certification
• have experience using a CAST to summarize a facility's deficiencies. problems. and areasfor improvement

Materials
The 11UJterialsfor this session are:

• a list of teams and their assigned vehicles and facilities (for carrying out the facilityassessment)

• A Primer on Sentrong Sigla
• Quality Standards List for Rural Health Units and Health Centers level 1(see Appendix B)
• Facility Self Assessment Checklist (FSAC) for Rural Health Units and Health CentersGuide for Improving Quality of Health Services Levell (see Appendix B)• Quality Standards List for Barangay Health Stations Levell (see Appendix B)• Facility Self Assessment Checklist (FSAC) for Barangay Health Stations Guide for lmpro\"ing Quality of Health Services Level 1 (see Appendix B)

• partially completed CAST (Columns A-D) (sample)
• CAST (template)

PREVIOUS PAGE BLANK
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Tasks
The tasks for this session are listed below.

1. Read"A Primer on Sentrong Sigla."

2. Read the Levell Quality Standards List and FSAC applicable to the facility assigned to

your team for the practicum (either a barangay health station or a rural health unit/health

center).

3. Carry out a facility assessment using the FSAC. Team members should discuss among

themselves how to organize the team to conduct the assessment. Each team will:

• assess one type of facility, either a barangay health station or a rural health unit/health

center

• complete one FSAC for its assigned facility

• summarize the results of its FSAC using CAST (Columns A-D)

4. Upon returning to the workshop, the teams will participate in a plenary presentation. One

team will present a partially completed CAST from the assessment of a rural health unit!

health center. Another team will present a partially completed CAST from its barangay

health station assessment.

Products

By the end of this session, the participants will have a:

• completed FSAC for one facility (either a barangay health station or a rural health unit!

health center)

• partially completed CAST that identifies the assessed facility's deficiencies, problems, and

areas for improvement
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A Primer on Sentrong Sigla
(Philippine Quality Assurance Program)

What is the Sentrong Sigla!

Sentrong Sigla {literally Centers of Vitality> is a joint effort of the OOH and the LGUs designed toensure the availability and accessibility of quality health services in health centers and hospitals.

What is the objective of the Sentrong Sigta!
The Sentrong Sigla program is aimed at fostering better and more effectiw coUaboration betw-eenthe OOH and the LGUs. In this collaboration, the OOH pro\-ides technical and financial assistance and the lGUs implement health programs and develop health systems.

What are the benefits of participating in Sentrong Sigla!

For local Chief Executives
• Increased appreciation by constituents/clients
• Positive recognition of local officials
• Improved health services and facilities, as a result of the national government grants andtechnical assistance provided

For health workers
• Improved performance as a result of training and capacity.building acti\-ities• Positive recognition by clients and officials
• Increased feelings of sell-fulfillment and job satisfaction
• Improved health service delivery

For the public

• Increased access to quality health services
• Increased ability to demand quality health senices
• Increased self·reliance

What are the ma;or strategies of Sentrong Sigla!
Sentrong Sigla has two complementary strategies: the Certification and Recognition Program(CRP) and Continuous Quality Improvement (CQI).

The CRP focuses on improving health facility compliance with established quality standards.Under the CRP, a CHD team assesses the facility's compliance with the established standards.Facilities that meet the standards are certified br the OOH as providing quality health services.

~ I. SessJI:m 10 119



CQI is a process that emphasizes building staff capacity to work as a team to identify service

delivery challenges, apply CQI tools, and improve service quality. Facilities that achieve the first

level of Certification and Recognition Program certification are eligible to receive technical

assistance in CQI.

Who can participate in the Certification and Recognition Program~

The CRP is open to all provincial and district hospitals, rural health units or health centers, and

barangay health stations that meet the following criteria:

For provincial and district hospitals

• licensed for the last 12 months or with a pending request for renewal of its license in the

same category as the previous year. The hospital categories are:

• provincial or city hospital (tertiary care)

• district (secondary care)

• no gap in its license to operate for the last five years

• accredited as "mother I baby friendly"

For rural health units or health centers

• a permanent, full-time, licensed physician on staff

• a reliable source of water

• a comfort room or latrine for use by patients and staff

• a stethoscope

• a blood pressure apparatus with cuff

• a thermometer

• a weighing scale for infants and adults

For barangay health stations

• having a main rural health unit or health center that is already Sentrong Sigla-certified

• housed in a permanent structure, with a permanently assigned midwife who provides

regular health services

• a reliable source of clean water

• a comfort room/latrine for patients

• a stethoscope

• a blood pressure apparatus with cuff

• a thermometer

• a weighing scale for infants and adults (but not bathroom scale)

What are the benefits of participating in the CRP~

Facilities that are Sentrong Sigla-certified will receive a seal to display in front of the health

facility. The seal serves as a symbol of quality and excellent health services.
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All Sentrong Sigla<ertified facilities have the opportunity to receive technical assistance in CQI,which could help them to achieve the process and outcome standards required for higher le\'elsof quality certification. For example, a facility that reaches Level ill certification and maintainsthe required standards for two semesters will automatically receive a Sentrong Sigla Hall of Famecertificate.

What are the priority areas for quality assessment under the CRP?
• infrastructureI amenities
• sen-ices
• attitude and behavior of health workers
• human resources
• equipment
• drugs, medicines, and supplies
• health information system
• community intervention

How does a heafth facility become certified as Sentrong Sigla?
• The health facility uses the Quality Standards List for its category to assess its readiness forSentrong Sigla certification. LGUs that are participating in the MGP may use the MGP'sFacility Self-Assessment Checklist as their assessment tool. (This tool is included in theappendix.)
• Once the health facility decides that it is ready to be certified, the lGU submits a Jetter ofintent to the CHD expressing its interest in being assessed for Sentrong Sigla certification.• Upon receipt of the letter of intent, the CHD Sentrong Sigla team first determines whetherthe facility meets the inclusion criteria. If so, the CHD team schedules an assessment \'isitin coordination VYith the LGU. If not, the LCU is advised to hold its request until il meetsthe inclusion criteria.

• The CHD team conducts the assessment as scheduled, using the Health Facility Assess--ment Module.
• Immediately after the assessment, the CHD team gives feedback or a briefing to the healthfadJity's personnel and the Local Chief Executive. if possible, on the team's major findings..• The CHD team deliberates on the final results and, within two weeks. infonns the localChief Executive, in a letter, of the results of its assessment.
• The CHD presents all certified fadlities ~ith Sentrong Sigla seals during a regional eventor ceremony.

How does a certified health facility advance to the COt phase?
A facility enters the CQI phase as soon as it receives Sentrong Sigla certification. During the CQIphase, the facility strives to meet higher-level standards by de\'eloping and implementing qualj~'improvement initiatives.
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Causal Analysis Summary Table (CAST)-Sample

Name of Facility: San Juan RHU

LGU: San luan, La Union

Date Assessed by Staff: Sept. 6, 200 I

Category Deficiency, Problem, Classification Causes

or Area of Improvement Put a .I under the column

Corresponds to "Xs" or which classifies the item in

circled "Nos" in the FSAC Column B

Related to FIC, Related to other

n, FP and/or programs

VAC*

CA) (B) (C) (D) (El

Infrastructure limited number of

chairs/benches for patients in

all waiting and service provision

areas
.I ./

Treatmentlexamination room ~
.;

has no visual and auditory

privacy

Health Service: Daily temperature-monitoring .;

Immunization chart neither posted nor

updated

Health Service: Cotrimoxazole out of stock ~

Acute
Respiratory

Infection in

Children
Health Service: No copy of Guidelines for .;

Nutrition Micronutrie nt Supplementation

Human No sanitary inspector ./

Resources
No staff trained in gender ~ .I

sensitivity training

Equipment No speculums ~

*Fie = fully immunized child. n = tetanus toxoid, FP = family planning, VAC =vitamin A deficiency
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Causal Analysis Summary Table (CAST)

Name ofFadlity: _LGU: _
Date Assessed by Staff: _

eatep., Deficiency, Problem, Classilkadon Causesor Area of Improvement Put a ./ under the columnCOrTeSpOnds to "Xs" or which classifies the item incircled "Nos" in the FSAC Column 8

Rebted to AC ReIaud to ocher
TT. fP and/or P'OC"JmS

VAC*(A) (8) (C) (D) (E)

I
* AC =fully immunized child. TT = teQflUS toxoid. FP =family planning, VAC = vitamin A deficiency



Session I I: Planning for the Community Survey and
Facility Assessment

Overview
During this session, the teJlms select barangays for the initial community surot>y andfaci/ity 4s.s~'Ssmmt
that they will Cilrry out in their LGUs btfore returningfor the Phose II training work..-.hop.~ ttQms
develop an objective and draft a work and fimJncial plan that lists activities to Sllpport tluir obi«ti<'t'S. For
elUh activity. they identify the person{s) responsible.for implnnentation.i'Stablish Q timeframe. and
esti~te the costs. Each team presents its pion in 0 plenary session. A pant! rtTiru..'S t1k> pli1n. ojfrr-f.
suggestions. and gives approval. In closing this session. the participants agr~ on dJ2tes. for t~ PJw.'t" II
training workshop.

Obiectives
By the end of this session, the participants will have:

• prioritized the barangays where they wiU be carrying out an initial CBMIS community
survey and facility assessment

• identified and developed a work and financial plan for preparing for and calT}ing out the
survey and assessment

• agreed on the timing of the Phase n training workshop

Materials
The matniJl1sfor this session aTe:

• Criteria for Selecting Priority Barangays
• Prioritizing Barangays for the Community Survey and Facility Assessment
• List of Prioritized Barangays (sample)
• List of Prioritized Barangays
• Preparing the MGP Work and Financial Plan for Community Survey and Facility

Assessment

• MGP Work and Financial Plan for Community Survey and Facility Assessment

Tasks
The tasks for this session aTe listed ~/ow.

]. Make a list of all the barangays in your municipality/city. Referring to the section on
"Criteria for Selecting Priority Barangays," select disadvantaged barangays where you
would like to carry out an initial CBMlS community survey and fadlity assessment. Using
the "List of Prioritized Barangays" template. list your selected barangays in order of
priority, with the highest priority barangay first.
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2. Identify all the activities involved in planning for and conducting the survey and assess

ment for prioritized barangays. These activities include:

• ensuring support from LCU executives as well as the cooperation of the community;

• including all barangay households in the community survey;

• putting in place all logistics for the community survey and facility assessment;

• facilitating the timely completion of the survey and assessment;

• ensuring that your data are of good quality;

• managing the data collection and analysis process;

• preparing and submitting reports.

3. Using the "MGP Work and Financial Plan for Community Survey and Facility Assess

ment" template, prepare a work and financial plan for your initial community survey and

facility assessment.

4. Practice presenting your plan to a facilitator and revise as needed.

5. Present the plan in plenary (30 minutes per team).

6. Based on questions and comments received during the plenary, revise and finalize your

work and financial plan.

7. Collectively agree on target dates for the Phase II training workshop.

Products

By the end of this session, the participan ts will have:

• a list of prioritized barangays for the community survey and facility assessment

• a work and financial plan for an initial community survey and facility assessment for

prioritized barangays

• agreed-upon dates for the Phase II training
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Criteria for Selecting Priority Barangays

Later you will implement the CBMIS in aU of the barangays in your municipality. During thisphase of the MGP, however, you will select only a few barangays, usuaUy those that are moredisadvantaged than others. Examples of disadvantages include insufficient health staff to prm-jdequality health care and limited accessibility.

Because our goal is to provide equity in health, we must focus our resources on disad\-antagedbarangays---<ommunities that have the greatest needs. Once we are able to proVide for the unmetneeds of these barangays, we will find other barangays with unmet needs_ We will N"focus ourresources and reach our new priority barangays.

Criteria you may use to prioritize barangays for the initial community survey and facility a.ssessment include:

• low program coverage of the four MGP-targeted serv1Ce5 (childhood immunizations,tetanus toxoid for pregnant women, \-;tamin A supplementation, and family planning)• low BHW to household ratio (the ideal ratio is 1:20)
• hard to reach
• economically disadvantaged
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Prioritizing Barangays for the Community Survey

and Facility Assessment

In prioritizing barangays where you will carry out the initial CBMIS community survey and

facility assessment, follow these steps:

1. Determine the amount of grant funds that your municipality will receive from the MGP.

2. Determine the size of population that you are likely to cover, given the amount of your

grant. Use the following guidelines to determine the size of population you can cover:

• PhP500,OOO.OO covers a population of 80,000

• PhP250,OOO.OO covers a population of 30,000

• PhP125,OOO.OO covers a population of 15,000

3. Make a list of all the barangays in your catchment area. Include the total population per

barangay. Review the handout "Criteria for Selecting Priority Barangays," and determine

which barangays you wish to prioritize (due to their low program coverage, low BHW to

household ratio, access problems, and/or economically disadvantaged populations).

4. Enter your barangays in the "List of Prioritized Barangays" in descending order of priority

(with the highest priority barangay first). Review the amount of grant funds available to

you. Underline (or circle) your prioritized barangays until the total population of the

selected barangays equals the population you can expect to cover with your grant money.
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Ust of Prioritized Barangays (Sample)

Name of city or municipality: ""&gac..",,'--- _
Total population: ;:<..!32.....'.!..l10'"-- _
Total number of bMangays: -=..,,12 _
Total number of prioritized barangays: _3__

MGP Coordinator. _
Position: _

Contact Nos.:
Gf1I1'It amouncPh'-''''-P...:-12=5'-C.OOO==- _

Prioritized Barangay Population No. 01 Families No.oIBHWs Population to Rank
BHWRatio

(A) (B) (e) (D) (C/O)
Ouinawan 7,989
Pavsawan 3.566 i
BinuaMall 3,245
Ibis 2.989 !

2.657
8aSong 2.432 !

Kayawan 1,978 j
Poblacion 2.345 I
lbaba 1.655
ISaw 1,233 ,
iBasu 989
Pili 1,032
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List of Prioritized Barangays

Name of city or municipality: _

Total population: _

Total number of barangays: _

Total number of prioritized barangays: _

MGP Coordinator:
Position: _

Contact Nos.:
Grant amount:

Prioritized Barangay Population No. of Families No.ofBHWs Population to Rank

BHWRatio

(A) (B) (C) (0) (C/O)
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Preparing the MGP Work and Financial Plan for Community
Survey and Facility Assessment

In order to complete their MGP Work and Finuncilll Plan, the tram membl'Ts must identify tMir obitytirv
activities, expected products, person(sJ responsible, timeframe, r<'SOum·s. tlnd saurCt' oifunds

Objective

Activities

Products

Person

Responsible

Timeframe

Resources

Source of
Funds

a short statement that defines the desired results of the activities to be- undertaken in
implementing the CBMIS in selected barangays and conducting the facility ass.es.s
ment. The objective could indicate the infonnation that will be- generated, the staft
that will have been trained, and the date by which th~ results will be achit.",·ed.

a short, descriptive title of each activity. An example is "train the participating BHW5
in filling out Family Profilt."S."

the result of an activity. When the product is completed, then the activity is also
complete. For example, if the team identifies "train the participating BHW5 in fjllmg
out Family Profiles" as one of its activities, then the expected product ,,'ould be
"BHWs prepared to interview families and correctly fill out Family Profiles in their
barangays. "

the person(s} responsible for carrying out and coordinating implementation. In this
column, ....Tite down their names. Several team members ma,- carry out some actin
ties, but one member must oversee the activity. make suI\.' that it is completed, and
ensure that the activities produce the expected product(s).

the activity's start date and completion date. The team must strike a balance ben"'een
allowing too short a time, which could lead to failure to complete the activity. and too
long a time. which could cause the team to lose interest or work ineffidenll~'_

anything needed to carry out an activity. Examples of resources include people.
logistics, supplies, facilities (such as a barangay hall), or a Hhicle.

the estimated C05t for this acti"itr as .....ell as the source of funding. For example, it a
team estimates it .....ill spend PhP 10,000.00 for reproducing the forms and identifies
the LGU as the source of these funds, then the team should ..... rite PhP 10,000.00 in the
LGUcolumn.
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Matching Grant Program

Work and Financial Plan for Community Survey and Facility Assessment

Municipality/City of _

Objective:_._m .__~

"'''-''_...

Timeframe
Source of Funds

Activities Expected Person/s Date Date End Resources (give value in pesos if possible)

Products Responsible Start
MGP LGU CHD PHO Others



Phase I:
Data Collection and
Needs Assessment
Facilitator's Notes

This section provides Facilitator's Notes for the 11 sessions of Phase I. The notes offer ad\·ice for
planning and leading sessions, and enhancing team participation during the learning process.
Facilitators should refer to the session guidelines for a list and examples of the materia15 needed
for each session.



Facilitator's Notes
Session I: Opening Program

Overview
This session provides the participants with an Ot't!rt'~,l.' oj the ulQrhhop's ob}t'Ctil't5 and syllabus, as iLyll
as information about the expected working methods, the learning-by-doillg approach, the uwk..<Jwp sdud
ule, and the house rules. During this session, the participants begin to forge a team identity. T1u' RegiomJJ
Director or his/her representative participates in the session and conwys the importance of mJhng pIons
based on actual data and how this affects the role of the LGUs as implemmters of hf'alth programs. The
participation of the Regional Director demonstrates the support of the eHD for tlte MGP and its ob1te
tives.

Duration
about 45 minutes

Timing
5 minutes

10 minutes

5 minutes

10 minutes
5 minutes

10 minutes

Planning Notes

Opening

Introduction
Workshop Objectives
Workshop Schedule
Generallnstructions
Overview of the \tGP and the CBMIS

Follow up u'ith the Regional Director to make sure that 5!hi' or a represrotlltit't' attends this ses...;on .IS
plllnned. Briefherlhim ahead of time 50 s/he is prepared to clarify the common issues listl'd undn the
facilitation notes.
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Facilitation Notes

This session sets the stage for the entire workshop.

1. Have each team sit together. Introduce the participants as a group and identify them

clearly as a team. Continue this emphasis on team membership throughout the workshop.

2. The Regional Director or his/her representative should be present during the opening

program and express her/his personal interest in this activity. In particular, slhe must

convey to the participants the importance of this type of planning process, for which a

team approach is the key principle. S/he should also emphasize the importance of making

plans based on actual data, and how this approach affects the role of LGUs as health

program implementers. S/he should challenge the LCU teams to produce sound MGP

proposals in order to receive the grant support they are expecting.

Encourage the Regional Director to use this opportunity to make some key points:

• The teams are engaged in this process in order to produce an actual proposal for en

hancing service performance in four key intervention areas and make the best use of the

matching grant funds being provided.

• The process will expose the teams to practical tools and methods for collecting and

analyzing data as well as for using data to identify current problems and to design

practical interventions to overcome these problems.

• The CHD and Provincial Health Office will support these efforts throughout the train

ing and implementation process. They are partners in this effort and will be committing

support to the plans developed during the workshop.

• During the Phase I and Phase II workshops, staff from the Regional Health Directorate

and the Provincial Health Office will participate, but they have been asked not to

intervene in (or dominate) team discussions.

• The primary task of the Phase I training workshop is for each team to prepare itself to

collect fresh, valid data down to the household level on current unrnet needs related to

family planning, child immunization, vitamin A supplementation, and tetanus toxoid

immunization. The Regional Director should convey that this research is a golden

opportunity to develop new ways to strengthen the collection and use of health data,

and that the teams' efforts will benefit the country's overall health information system.

3. Explain the workshop's objectives, broken down into general and specific terms, and share

the workshop syllabus.

4. Explain the program's working methods and the learning-by-doing-approach in detail,

and discuss the implications for participants and facilitators alike. For example, explain

that the leaming-by-doing approach requires the strict management of session time limits,

and that the teams may need to work in the evening to complete unfinished tasks and

products.
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5. Present the session tasks and their resulting products. Explain that these products. com
bined with the experience of preparing them, will provide valuable input to the "·ork and
financial plans that the teams wilt prepare and present to their fellow participants and a
COO panel during the workshop's final session.

6. Discuss the workshop schedule and the house rules. Address any questions or issues
raised by the participants. Encourage the use of local dialect and emphasize that all team
members must participate fully throughout. Address any administrative concerns.



Facilitator's Notes
Session 2: Community-Based Monitoring and InformationSystem-Family Profile (Form I)

Overview
This session introduces the CBMIS and prewides each team with a structured e.rperimCi' in .filling out flu>
Family Profile (Form 1) using sample data. This exercise prqtarts them for collrcting data in aU' commu
nity in Session 3.

Duration
2 hours, 25 minutes (approximately)

Timing
10 minutes
60 minutes
15 minutes per team

Materials

Briefing

Read the instruction sheet and fill out 5 Familv Profile fonnsPlenary presentation

Family Profiles (answer key for five famiJies)

Planning Notes
Print out one Family Profile (Form 1) template on acetate pt'r team. for sharing data in plenary using an
overhead projector.

Facilitation Notes
Avoid answering questions that ari~_ Instead, encourage the participants to resolrv issues thnt..,<J<'lS ~
referring to the Instruction Sheet and any rdevant DOH policies.

1. Ask the participants to read "How to Fill Out and Use the Family Profile (Form 1)~ before
proceeding to the "Family Profiling Exercise."

2. The "Family Profiling Exercise" provides sample data for five families. Working as agroup, each participant should fill out five Family Profiles using these sample data. En
courage discussion among the group members. Ask the participants to ....'Titt> their names
on the space provided for the interviewer in every Family Profile the)' complete.
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3. Ten minutes before the end of the group work, ask each group to present a completed

Form 1 in plenary. Assign them a family and ask them to fill out a form printed on acetate.

4. Allow an average of 15 minutes per group for presentations, including questions and

answers. However, be somewhat flexible with time management for the plenary presenta

tions. For example, the participants will probably raise more questions and issues during

the first presentation, so let the first group continue for longer than 15 minutes. The

participants usually raise fewer issues with succeeding groups, so they will need less time.

5. The person doing each presentation should remain standing to answer questions raised by

the other groups.

6. Ask the groups to compare their completed forms with that of the presenter. Promote

discussion by encouraging the participants to raise questions and issues. Remind them to

refer to the instruction sheet and any relevant DOH policies in seeking answers. As much

as possible, avoid answering their questions directly.

7. Remind the participants to write their names on the space provided for the interviewer in

every Form 1.

8. Before ending this session, ask the participants to make any needed corrections in their

forms. This will reinforce their learning and help them to complete the forms accurately in

Session 3, when they will be deployed in the community to interview families with target

clients. The teams may need to correct their forms outside of class time.
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Oene,..llnformatlon FAMILY PROFILE
('HMJ." I<t"l'Jwd tim" II\' III O!ilOOI

FORM t, PlI", t

Date or last update: _ ....

NOTE: Ple..e use pencil In completingthe forms to facilitate updatingI

BHS/BHC~ _~_~ __ BHW: _.~-.Mrs. MilQ81'Q1A Tot'-"arl
RHU: KA!I. ._ ~.__ RHM: ~__.. .......McL_NIIdg Sqn .Tw:lnMun/Clty: _ :iAn Nlc:olos ..,__ PHN: _ .._ MrJ TJno D:clo CruzProvince: Su!u .._._.__~._ _ Interlliewer: .. Mrs MIIGQCGIQ Tot '

Date SUrlleyed: _...~ar«:~~..:.._2'--'00'"'--1_~__

Address: .JQ9 Kolgyqon Sf I~ P1rrtMon.Respondent: Regina Alvoru ....., _. __ .._.,_ ___._.~ ..Father: CAIAI' AIYQtU __.~"._. __...Birthday:---.O!.I 03 I 1260 (mmlddiyy) Age:~Mother: .. A.lna AIYQrlz .____
Birthday: .01 I flU 1962 {mmlddlyyl Age: ---12Civil Status: ( ) Single (,I) Married () Widow ( ) Separated

~

r....
z

~
f-
i
""

. _.~~. -- -- _...._. --. ~ . -_. - --- - ... - ..._......- ....-.- -- .... -... --._ ... -... ~

Vacc:lnllion. R~.lved
FIC VltllmlnA

Wheredoel
Doollhe

(For children 0-11 months old, wriltllntl dale when vaccination wall given) (FOI' childrwl (FOI' chlldIWI 1-4

Ule cnlld (fOf c;hlld",n '2- 59 monilla old, put a V If child was glvtln vaccination 8monthl to )/U" old only)

reeeive child haw
or lin N If nol giv8n)

" ....t1Iold) Will lh. child Oll/fln

Y/lcclnllllon.? /lnV
II Ihcl child 0-- 11 month. old hal NO yaCClnallon or lhe yucclnellon ijche<lule I. NOT vitamin A ClIplule

Birthday Yacclnatlon
lollo~, (s.. "CO INlow)

Old Ihe child (200,000 10) durmg

rllCOrd?Name
Age B ·SHSIlIHC II Ihe child 1--4 1'••" old hal INCOMPLETE or NO yaCClnellon, (S.. "DOl bMow) rftt:8lya ,,1I1he the palt 6 month.?

R -RHUIIloIHC V • .,.•• OPT OPV prllClldlno (e \I. Garanti.l'dong RemaJ1<1I

P ·P"",ar.

vllCCJnaltOnl Pltmb81a ActJvltiel)

o -OOY"I HoOj> N. No
B

before hll nrat y" V.I
(S.. NIH ~ ,"doH t"'dote 3"'0018 ,"doI8 2""00.. 3"'dOH ........

blnhdey? H- No

(8.. "A·

(IH "E"NIowJ

INlow) bMIw)

y. V.I ~Iodotiti

,-_.-.
M". 00 yy

H"No
I~-=-

Cathrtna 09 13 96 4y P N Y Y Y Y y Y Y N N N

.

",

Nleo 08 12 97 3y P y Y Y Y y y y y N N N

.
Jacob 07 1~ 98 2y 8 y y y y y y y y y y y

I
..

Juany 06 01 99 1 y I y y y y y y y y N N N
..

Abby 07 05 00 8m 8 y P11O!'1lXI 0911)1100 10J0Ml0 0911)1100 10I0lII00
-"

AC:Uonl to be wken
A. If the child recelvell v8ccln8110n "rIIlces from prlvl!Itt'! cllnlcs/tmllpllalll Md "overnment hospitals, followup Ihe chlld'lI vllccfnollonll voW complele<!.

8. Ad...," the molher to oel a copy or the ...acclnatlon record rrom the h••lth raclllty where lhe child received the vneelnatlons or ask the midwife of the nearest BHS"to .

m.ke another record.
C. Refer or eccolTlpeny the mother .nd child to the mldwlf~r!?"~medJtc.t.l.G&LatURG'
0, Adv'.. the mother to conault lhe midwife for oompletlon or the child', ....eel.n.tlon.
e. GI.... vitamin A caosule 8t once If av.lIabie or advl.. lhe mother 10 brlno the child to the. rI08r.,,1 hfUllth facUlty for Ihe noxt llc:hnl'lull!ld vllnmln Aaupplemenlfltlon.

;



FORM 1, page 2

If the woman is pregnant. inform her of the

importance of prenatal care and tetanus toxoid

vaccinations that are available at the nearest

Total number of TIV doses received W Doses
ii,_h_ea_'_th_,_a_cJ_lIfy_. ~ ...,b

Part II B. Protection at Birth (PAB) against neonatal tetanus: For wome!) with children 0-2 years old only

Part" A. Tetanus Toxoid Vaccination (TTV) for Pregnant Women

Is the mother/wife pregnant? I [Yes I ~~

Name of youngest child (0-2 years old only): Abby Age of youngest child: 8 months

Complete this table only if the age of the youngest living child is 0 to 2 years old (Q-35 months old)

When was each TTV dose received in reference
-- Was the child protected at birth (PAS)?

to the yOlJrlgest child?
I Check the appropriate box

i PA B " de/I"ed as an,. ofrhe jii/lowing'

TIVOose
Check the appropriate boxes

' . 2 TTV doses during the pregnancy with the youngest child,

:

!
I or

During the pregnancy Prior to the pregnancy J • 1 TTV dose during the pregnancy with lhe youngest child

with the youngesl child I with the youngest child plus 2 doses priOf 10 the pregnancy, or

,. 3 TTV doses orior to the Dreonancv with the vounoest child

TIV1 7'
~

TIV2

DYes (pmfected at Birth)

f='= '==
I

TIV3

,

i=== "==
,

nv4 i==s= F===
o No (NOT prorected al bilth)

nvs
,

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)

TIle following sho!lld not be interviewed for Part III.

o Widowed or separated women 0 Menopausal women

o Women with ovaries andlOf uterus and/or fallopian tubes surgically removed due to a medical condition (e.g. lumors, ectopic pregnancy)

-END OF INTERVIEW-

Actions to be Taken

MWRA practicing family planning but not

satisfied with the method she is !Ising

MWRA not wanting another child or wants to

space but not prac6cing family planning

She has an UNMET NEED for family planning.

Refer or accompany her to the midWife or to the

health center for counseling.

-Proceed to Question #5-

Remind her again of the need of prenatal care and

tetanus toxoid vaccination
-END OF INTERVIEW-

She has an UNMET NEED for family planning.

Inform her about family planning services and

referlaccompany her to the midwite or to the heallh

center.

--

Inform her of the need of prenatal care when she

gets pregnant and the available family planning

services in Ihe health center in case she changes

O
'I' her mind.

es, within 1year~ 'L..

-e_N_D_O_F_IN_T_E_R_V_'EW_~-
___'

MWRA practicing fBmily planning but using

traditional methods

Inform her of the benefits of using modern family

planning methods. Refer or accompany her to the

midwife or to the health center for cotmseling.~I

as using LAM if all 3 of the following are true:

less than six months old,

ale lnot menstruating), and

ding the baby day anO nighl without supplementatiOn.

a lonller applies, refer her to the midwife for counseling.

5. What method are you using? !
("l Check the aporooriilte box

Modem Methods I Traditional Meth~

!-
p - Pill$

HW - Withdrawal

CAL=Calendar I Rhythm
,

"-
100 =Intrautenne Device

;-
Inj - DMPA I Injectable

;-
C "Condom

!-
BTL = Bilateral Tubal ligation A mother may be classi~ed

!-
VAS =ValleClomy 1. She has a baby

!-
HFP - Natural Family Planning

2. She Is amenorm

LAM = lactational Amenorrhea Method
3 She is bre-asliee

If any olthe above n
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FAMILY PROFILE

FORM 1....;. 1

Date of last update:----:: "-' '-.- I

('/Ifill.'\' Nni)r-d /',11'" ~H III O~I/}(HJI

NOTE: Pi.... UI. pencil In completing
the forma to facllltat. updatingl

BHS/BHC:. ,.bon H' .. _.___ BHW' Mrl.. MllaarOJQlotlqhQ['j _RHU: "Kal. RHM: JIJrL. NUdo Son Juan _.m ..... _. __...._. _Mun/Clty: Son Nlc:gloa PHN: __ ..__ Ma Tlno DAle CNzW:rovince:.sulu ._~____ Inlarviewer:.__..Mr.L.. Ml!agroao Totloneborl _
Date Surveyed: .~~....~.!~.QQL

Age: 30l IY1/Tl/tld/N)

G!!'er.lln'Of'INItlon
Address: _1~1 lCalayoon St, hf"9lliQY PlnwhM__Respondent: H.I.a C.rboa.1
Father: A[luro C,rboOlI

Birthday: U....L,n.L1.2lO.
Mother: Helen Corbonal
Bjrthday:~12/ 1912 (,"mI<ldIY~J Age: 28

I Civil Status: ( ISingle (....1M8rrl~~( ) Widow (I Separaled I

."

~
f'
ii
",'

fr
i
''''

'" .r",.. _""'__. 'WI ..._. _., _---.- ..._. __._ __ ••• _ ....... _._ ••_1", • ___ ,. , ••_ ... __w.

Vacclnallon. Rec.IYM
Fie VltamlnA

WhO'ldoIl Doellhl
(For children ()-11 months old, write the dale when vaccination was given) IFor chlldra" (For chlldran 1-4

thl child (For c:hlldfflll 12-59 months old, put a Y if child was given vaccinalion llmonrhlllO 1"'" old only)
'aceJIItI

child have
or an N il nol given)

"y.." otd) Was 11111 child 1I1vlln
va<JClnlltion8? any

II the (".11110 0·1 1montha old hOB NO vacc'nlItion or the vaccJn8l1on schedule i. NOT vl'amln A CJIjl8ule
Birthdav vacemellon

followed, (8.. "C"l*ow) Old !h.. c/llld (;>00,000 IV) dunng
IB -BHSI8HC 'lIOll1'<1?Name Age II Ihll chIld 1 4 yllllf1l old hUB INCOMPLETE 0' NO vacclnul,on, (5.. "0" below) '''''''Nt! 1l111he thlt ~>Il8t 6 ,nonlh8?
R .RHU/MliC

Y - v•• DPT OPV p,ocedllig (0 Q G,,,,,",I.lldonll Remar~s

P'P".".I<>

....AccmutJons Pmnhlilil A(:llvlhesl
Q -Go.-Ifto"", N -No

OOIO'fl hi' 11"1' y" YIIS
8

(S•• "S" g 1· do••~ 2"" dO&ll 3'" dose 1" dose. 2"" doalt 3"' do!ltt .....111
Im1l1rlllY? N • No

(s.. ..A ..

(S.. "E" tMIow)
below) belOW}

y "y"s I April O<::'ol~"

.-
104M DO vy

N No I~ --=-Julie A.... 1J !!5 96 4y .. Y I y y I y N Y y N
,

N N II
yJasmine 10 29 97 3 Y P y V y y y y y i y N N I yM:r 04 2' 00 10 1ft B y Inol~'- M"_

06/101OO'07/1~1D01 I I 1
\

I~..._i__~__L~..... \ l~--._._- - ._-- - J .._- ~_
._.~ .

Action. to btl wk."A.. If the chl1d r"c(llvf:lll v8cclnnllon 118rvlc."llrom prlvnto dinil:s/hospltall> Ilnd gCMmnTlanl hOHpillll", lollowup 11111 child'!! vau:lnlllionK lInlil compl91o<l
8. AdvlllO Ihe mOlher 10 get a copy 0' Ihe vm::clnllllon rucord Imm tho tll/Hllh htcllily whlJrEllhn child WGf!lV@(f Iho vHcclrllllloml (I' lISK Iho rnldwilo 0' nUl rlfllllfl!lt BHS 1o

moko nnolhtlr record
C. Refer or 1l(;(;(HTllmny the molher lind child 10 lho mldwlffl lor lmml'U'" Y'Cfi,In.tJqO,D. AdvIse Iho molher 1o cunllull tho mldwlffllvr mmplntlon of thll child',. ~Ilu:ln"hl)n!l__.!:......GI'Ifi vllllmin A cap"ulfllltynce ".1'.~~jh.blf'or Jt<JvI!10 Ih+'!. ftIoth4'lr Il) b"~..lh", (:hlld 10 Iho JlIJIHOlll hllllllh fllc,llly for l!lIJ nmlllldul(lull.d vllilmin i\!jlJppIIIITlnfllnlll>n

e



Part" A. Tetanus Toxoid Vaccination (TIV) for Pregnant Women
FORM 1, page 2

Is the motherlwife pregnant? I I..;' I Yes I ITNo-l If the woman is pregnant. inform her of the

!
Importance of prenatal care and tetanus to~oid

I
~

vaccinations that are available at the nearest

Total number of TTV doses received L.£.J Doses ~,h_e_a_lt_h_fa_c_'I_ity_,
-J

Part" B. Protection at Birth (PAS) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): M:J Age of youngest child: 10 months

Complete this table only if the age of the youngest /(ving child ;s 0 to 2 years old (0-35 months old)

I
When was each nv dose received in reference I

Was the child protected at birth (PAB)?

to the youngest child?
Check the appropriate bol<

I
P~B is defir/ed many ofthe folloYo'ing.'

TTVDose 1 Check the aoorooriate boxes
.. 2 TTV doses during the pregnancy With the youngest child,

I During the pregnancy , Prior to the pregnancy

or
, . 1 TTV dose during the pregnancy with the youngest child

! with the youngest child ! With the youngest child
I plus 2 doses prior to the pregnancy, or. 3 TTV doses onor to the oreanancv with the voungest child

TTV1 1== i i==
I

TTV2
DYes (Prot9Cte<t at Sir/Ill

TTV3 , l== i===

TTV4
F== ~ I [2] No (NOT prot<>e!ed at bir/Il)

TTVS i 111 ,
i===

/

Part 1/1. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)

The fol/owing should not be interviewed for Part /1/:

o Widowed or separated women 0 Menopausal women

o Women with ovaries and/or uterus andior fallopian tubes surgically removed due to a medical condition (e.g. tumors, ectopic pregnancy)

1. Are you currently pregnant? (See response to Part /I A) Actions to be Taken

Y ~
l Remind her again of the need of prenatal care and

a/Unsure
,,( Yes /----- tetanus toxoid vaccination.

-
-END OF INTERVIEW-

llnform her of the need of prenatal care when she

'lets pregnant and the available family planning

services in the health center in case she changes

I her mind.
-END OF INTERVIEW-

I MWRA not wanUng another child or wants to

space but not practicing family planning

I

She has an UNMET NEED for family planning.

Inform her about family planning services and

, refer/accompany her to the midwife or to the health

i center,
-END Of' INTERVlEW-

I MWRA practiCing family planning but not

satisfied with the method she is USing

! She has an UNMEl NEED for family planning,

i Refer or accompany her to the midwife or to the

health center for counseling,

I
-Proceed to Question il$-

I MWRA practicing famify planning but USing

I traditiOnal methods

lnfonn her of the benefits of using modem fam~y

planning methods. Refer or accompany her to the

midwife or to the health Denter for counseling.

as using LAM if all 3 of the following are true:

ess than six months old,
eie (nol menstruating), and

eeding the baby day and night without supplementation,

o lanller applies. IlIfer her to the midwife for counseUno.

5. What method are you using? I
f"') Check the aPllrol rlate box

Modem Methods Traditional Methods

..... P "Pills RW " Withd,awal
CAL"Calendar I Rhythm

,

..... IUD " Intrauterine Device

I-
Inj " DMPA Ilnje<:table

I-
C "Condom

I-
BT\. =Bilateral TUbal LigaliOn A mother may be classified

..... VAS =Vasectomy t, She has a baby I

..... NFP =Natural Family Planning 2 She (s amenorm

LAM " Lactational Amenorrt1ea Method
3, She is breastf

"1
If an'l of the above n
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FAMILY PROFILE
FORM 1. ~(IlI1

.gate or last lJpdate: .. ..... - _.::':"~; I

NOTE: Pleas. u.. pencil In completing
the forms to facillblte updatlngl

_~_ ,'IntiS H"I'II",I!-'orm ~'_12,~/...-'rl.,--,.,c~t-,-'N-,-II ~,-

BHS/BHC: .. Pln)'OhonlH5. BHW: ...Mr1., MilD8"'OsA TottQ.D8.bQ['L_~_~
RHU:...l41.,,~,___ RHM: ... ,..Mu.. NUda San..JWlL...._. _
Mun/Clty: ~_.....5an..N1coJCI.l,.," PHN: _.Mrs Tlng DcIQ~
Province: SuhL.--,_~,,_, Interviewer:. Mrs MlloerolO TQtlqborl

Date Surveyed: .~C1I"~~C?:!,_~<l.Ol

Age: _-D(nllllidd/yy)

Gllne!allnfonnatlon

Address: ZZ2_l!\Qt~~t. krg!",gO-y-f'tn-yohQll
Respondent: ROlorlg 'iN:o
Father: ._", M.rtln~_ ...

Birthday: .• 03. I 2, I 19~

Mother: _.-8.oIArHl..~.._ ...
Birthday: QA..L221 lin ~mmld<llyy) Age:, Z3
Civil Statu.!J )Si~~L"")Married () Widow () Separated

Actlonl to~ hike"Ir the (:hJld ruoolvDs vacclrllillon .ervl(;08 from IlrlVllle cllnlcs/hOllplll1ls lind g()l/Ornm,ml hospltnhl. rvllowup the child's vllc(;innllonll unlil completedAdvise the mother to get a r..opy of the vllccirlRlIon record from thu health 'aclUty whoro 111. child rel;f,'Ved tho vlIcclnll!lonll 01 f1l1k Ihe mldwtre or the n08r8si BH'SI0mAke ""olhnr record
Refer or 'ICc()~lp"ny the molher and chll~~.!~"•. .':!!!~~!!I!.rorlllUAtit." Y'Fslaltipo.fldvllIft tho mothnr to consult the mldwlre ror completion or Ihe chlld'a vaccination.
Givn vltllmin A capitula lit <ll\<:4t jf IWAilllbl!!()r ftdvlsl:Ilho mothur 1o bring thft r:hlld 10 IhflfllllUlIlIl hOlllth racllity ror the 114'~lllChudul(ld VllfH~lI() A IIUppllUTlentl'll)on

neR_lved
.. _-'~".-'-"-'-""-"'-"'-'.~-"

FIC VIUlmln Athe dale when vaccination was given) (For chlld,..n (For child,.." 1-4
ut II Y " child was given vl:lccinallon Q month. 10 yNl'1Ioldon/)l)
not given) 4yuI'1I old} Wall Ihe child given

,,,.toon or the vllcl:lnallon schedule IS NOT v,lamln A CllpsU~
~ "C" below) Old H'" child 1200 ,000 IU) dunng
ETE or NO vllu:fnaUon. (5•• "D" beloW) r"eelv8 ailihe Ihll paSl 6 month.?

OPII proClldlng ~ .. II GaranllHdong Remar1<s,,- vae(~lnatlon8 Pllmbala ActlVlt,es)
t.>ulorn hi. firs! Y'Yea........ tmlhdllY? N· No

,"do... 2'.... d(lllO J'" do.... (S.. "E"_w)
V ~ Y... April OciOtierN. No

I~ --r.:;-
I 12110/00 """''' ..".;.,;[
I I I

I I-

I
-"".

IIoUl6/0

I
I

V.ccln.tlol
s old, write
:mlhs old, pi

0/ an N i
a8 NO vllce

lollowtld, (5,
& INCOMPL

10M I ;I'" dolWl

_.- _:-~--:-..,l,:::~ -:- ---------- -- '.. - .:.. -_.,:":.,::".'.' - -- --:' ---- =""-"-CO"-,_ .-

WhefedOltS DoeSlhfl
(For childmn 0-.. 11 mOl

the child thlld have
{For childffl/l 12·59

receive IIny
va(;'clnllllon~'" II the child 0 "months 01

Birthday vncclnallon

III "IlHSt8HC
rewll1"!

Age II Ihe child 1 -4 yl"'" (lidlit -RHUtMHC I OFP ·Pnvate
y. Yo.

P -C..oyj HotilJ
N. No

B
(5......... (S.. "8" C

1~ do... "ltd a
N/Ow} below) 0

[MMJ Df) """

YY

10 02 00 ~II\ I P I y '1011'/00 1t/IOIOO Ol/Il/ll

I
I

I II

I
I I

~cdentor

Name

Part I. D~la.,<),ch"d ...n o-.t ya
--- ON I

.."a
fr-~,
,~

~

1
l I A,

B.
:-

I I
c,
0,

'" E.
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Part II A. Tetanus Toxoid Vaccination (TTV) for Pregnant Women

Is the motherlwife pregnant? ~ ~

G]ooses

FORM 1, page 2

If the woman is pregnant, inform her of the

imporlance of prenatal care and tetanus toxoid

vaccinations that are available at the nearest

health facility.

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): I«dentor Age of youngest child: 5 months

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

When was each TIV dose received in reference Was the child protected at birth (PAB)?

to the youngest child? Check the appropriate box

PAB is defined as allY ofthe follOWing:

TIVDose Check the aooroDriate boxes . 2 TTY doses during the pregnancy with the youngest child,

During the pregnancy I Prior to the pregnancy

or. 1 TTY dose during the pregnancy with the youngest child

with the youngest child I with the youngest child plus 2 doses prior to the pregnancy. or.. 3 TTV doses prior to the prElllnancy with the YOUnllest child

TIV1
F-- :ZTIV2

tz
[Z) Yes (Protectad at Birth)

TT\I3 I

nv4
~

I
o No (NOT protected at birth)

TTV5
i-=== ~

I

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWrfe)

The following should no/ be interviewed for Part 11/:

oWidowed or separated women 0 Menopausal women

o Women with ovaries and/or uterus and/or failopian tubes surgically removed due to a medical condition (e.g. tumors, ectopic pregnancy)

-END OF INTERVIEW-

Actions to be Taken

MWRA not wanllng another child or wants to

space but not practicing family planning

MWRA practicing famlfy planning but not

satisfied with the method she is Using

Inform her of the need of prenatal care when she

gets pregnant and the available family planning

services in the healltl center in case she changes

her mind.

She has an UNMEl NEED fo<" family planning.

Refer or accompany her to the midwife or to the

health center for counseling.
-Proceed to Question #5-

Remind her again of the need of prenatal care and

tetanus toxoid vaccination.
--f:ND OF INTERVIEW-

--

She has an UNMEl NEED for family planning.

I Inform her about family planning services and

~ _I referiaccompany her to the midwife or to the health

~center.
-END OF tNTERVIEW-

Des, within 1 year~
;==:=====================~

MWRA practicing family planning but using

traditional methods

Inform her of the benefits of using modem lamily

planning methods. Refer or accompany her to the

midwife or to the health center for counseling.

sing LAM If all 3 of the fDlIowmg are trw:

n six months old,
menstruating), and
baby day and night without supplementation.

r applies, refer her to the midwife for counseUnll.

5. What method are you using?

(0") Check the aDDro~nate box

Modem Methods Traditional Methods

,,- P ~ Pills R~ ~ W~hdrawal f----+r-
r- IUD ;;;: Intrauterine Device CAL~Calendar i Rhythm

r- Inj = DMPA !Injectable

r- c ~Condom

Ir- B'fl. ~ Bilateral Tubal Ligation A mother may be classified as u

r- VM =Vasectomy I 1. She has a baby less tha

NFP ~ Natural Family Planning , 2. She js amenorrheic (not

r-
LAM = Lactational AmenOlTheaMe~ 3. She is breastreading the

(
If any of the above no lonlle
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FAMILY PROFILE

Date of la8t update: ...

Date Surveyed:
NOTE: Pl.... u•• pencil In completing I

the form. to f.cUlt.t. updatingI

("If.'IIS Hr"IIn} FONlf.LoU .1'1 0.111001 '0fUI1, pege ,

BHSlBHC: Pf~ He BHW: Mrs MIIQ8I"OIO Tgtlqborl '
RHU: !(aU,. RHM:.. Mrs. Hildo Soft.,han
Mun/Clty: Son NlcaLaa PHN: Mrs Tlng DtJQCruz...ClI6. _

lProvlnce: _::-~ .5uII.t Interviewer: Mrl MIIOQI'aIA TatIMVwrl

._~~<.5.::...:...;200=:.:.1 _

Gener.1 Inform.tlon

Address: 23"~IQYoon St, krongo"",...."-'l..",..,.'t--,-P~lnyohan~=,"- _
Respondent: ...IilldaEateban.__~_",_" _

Father: Romeo e..ban
Birthday: 01 t 13 / 196' (mmlddlyyl Age: --U

Mother: _Alli:.la eltean
Birthday: 06 /12/ 1960 (rnrnlddlyy) Age: --H
Civil Status: (~1~9!~ (v') Married () Widow () Separated

Action. to 1M taken
If Ihe child r"I'4llvell vllcclnl1hon servlcoD 'rom prlvato cJlnlcll/hOlpltal1 lind IIOv,mltllent hOllpllals. loU()wuP the child's vaccinations until completed.
AdvllQ the mother 10 gel a oopy of Ihe vllCCfnntlon record from the health facility where the child received tho vaccInations or .Ik Ihe midwife oUlle neareat"BHS"to
rnnke IInolher record.
Refer or nr..f.ompsny Ihe mother and child to the midwife for immtdt.C! nssineClon.
AdvlM the mulhor tu wnlult the 'ml(tWlfe for r..omplftllon uf the child', vllcclnatlons
Give vitamin A c.p.ul~ ,.t(>rICO If sVllllllble or ,I(Iviae 1M mOlh., to bring the child to the neurl!lll hoalth (acllily for the lIelll I(;hedul!~Vitamin A.uppl.m.nt8tlo~'

; Rec;:1IIwd Fie VltlImlnA
e dale when vaccinalion wal given) (For child,.,. (For chlldfM 1-4
a y II child wal given vaccination • month. to YNtW old (111)1)
01 given) 4 YO" old} Wit the child given
Ilion or the vlcdnalion Ichedul.. II NOT .lIamln A cepsule
·e"beIow) Old the child (200,000 lUI dUring

" ~NO~"" (~1"'!!"
receive ellth.. the pael 6 monthl?

precedln; (1111 GarantlNdong Remal1l.l

,'"- ,.."'. ,..:- .8cdnattonl Pembeta AClivlllll)
before hie "fll '1'-'1'"

blrlhdlly? N - No
(......beIow/

'1''' VIIS

1~lmI~"N - No
I .". .

y y y y y N
.......... ~~, .-._._,-.__.. " ....

11110100 l2/tzlOO 01/20/01
................ ...

.. ._"..- ...._,.._... ~,,,-,,,.

I
--"-,,.-'" _•... ,,-

-

yyy

," del8 I t'" dol8 I J'" dOle

y

B
C
o

IlOIoQ 1I/IOIOOIIZlIZIOOIOlllOlOl

;~-"'--,.__.,,-- ....~--_.- .~

Vaccln"lon
(For children (}-11 months old. write t

(For children 12-!l9 months old, pu
or an N II n

II 1M child 0-1 1monlhs old has NO V8CC1n

followed, (S..
Ilthll ctlild 1-~ Yllarl old he. INCOMPlE

OPT

Wheredoel Doellhe
the child child helle
recetv.

••cdnallonl?
eny

Blr1nday I .lccJoeUoo
record?

Name I Age ~ -SHMlHC
-RHUIMH(; y. YN·Pnv." N ·No-GoY'1 H<loIp

(S.. ·A· ('" ·8
H

below} NIow)

MMTool~;'

Oliver I~T;r;" 1 'f I 8 I y

Czarina 109loelOO 6 In I B I y

P.rt I. D.~~ 0' chl~dren.~ l!...._old l~ mo':'t!!~ Old, .lIft~ the 'I~.t

~

~;;-
~...
'b

~r
Ir A.

8,
:-

I I
c.
o.

,... E.
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Total number of TIV doses received

Part II A. Tetanus Toxoid Vaccination (TIV) for Pregnant Women

Is the motherlwife pregnant? ~ ~

[!]Doses

FORM I, page 2

If the woman is pregnant. inform her of the
importance of prenatal care and tetanus toxoid
vaccinations that are available at the nearest
health facility.

Part II B. Protection at Birth (PAS) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): Czarina Age of youngest child: 6 months

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

When was each TIV dose received in reference I Was the child protected at birth (PAB)?
to the youngest Child? Check the appropriate box

PAB is d~fined "-' any ofthe following:

TIVOose Check the aD[IfODriate boxes · 2 nv doses du~ng the pregnancy with the youngest child.
or

During the pregnancy Prior to the pregnancy · 1 TTY dose during the pregnancy with the youngest child

with the youngest child with the youngest child plus 2 ooses prior to the pregnancy. or

· 3 TTV doses orior to the oreanancv with the vounCHlSt child

TIV1
1== ~

TIV2 I o Yes (Protected at Birth)
~ i-==== ,

TIV3 i

TIV4
I-- i-= [2] No (NOT pro~n.d at birth)

TIV5
F===- F===oo

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWlfe)
The following should not be interviewed for Part 11/:

o Widowed or separated women 0 Menopausal womeno Women with ovaries andlor uterus and/or fallopian tubes surgically removed due to a medical condition (e.g. tumors. ectopic pregnancy)

~ NoIUnsure I

Yes. after 1 y~ Des. within 1 year~

Actions to be Taken

Remind her again of the need of prenatal care and
tetanus toxoid vaccination.

-END OF INTFRVlFW-

Inform her of the need of prenatal care when she
gets pregnant and the available family planning
services in the health center in case she changes
her mind.

-END OF INTERVIEW-

MWRA not wanting another child or wants to
space but nat pracliclng family plenning

She has an UNMET NEED for family planning.
Inform her about family planning services and
referlaccompany her to the midwife or to the hea~h

center.
-END OF INTERVIEW-

148

4. Are you satisfied with the FP method you are using? MWRA practicing family planning but not

~ +
salisfied with the method she Is using

She has an UNMET NEED for family planning.

~ ~
- Refer or accompany her to the midwife or to the

health center for counseling.
-Proceed to Question 15-

5. What method are you using?
MWRA prar;liclng family planning but usingiLl Check the appropriate box

tradllianal methods
Modern Methods Traditional Methods

P = Pills ~w = Withdrawal f----+
Inform her of the benefits of using modem family

I-
IUD = Intrauterine Dev'ce CAL=Calendar I Rhythm planning methods. Refer or accompany her to the

I-
Inj = OMPA Iinieclable

midwife or to the health center for counseling.

l-

I-
C =Condom

""""
tlTL = Bilateral Tubal Ligation A mother may be classified as usinll LAM if all 3 of the following are true:

l-
VAS = Vasectomy 1. She has a baby less than six monllls oid.
NFP = Natural Family Planning 2. She is amenorrheic (not menstruating), and

I-
LAM = Lactational Amenorrhea Me\hOd i

3. She is breastfeed'ng the baby day and night willIout supplementation.

T
If any of the above no lonller applies, refeT her ta the midwife for counsellnil.
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Gener.llnformatlon

'--Address: 321 MQtQ~ Sf Bgrnngoy pl~hon

FORM 1, ~II.'

Date of last updale'

FAMILY PROFILE
l '/111/\ Hn'nl'<$ }o'(J""1 III ,,/ rJ.','.'OIU

NOTE: Plene uae pencil In completing
the forma to facilitate updatingI

BHS/BHC plnvabaD 8HS BHWMrs Mllngraso Totlongharl

RHU: I<aU9 RHM: Mrs ,.NIldo. .san .Tl.Ion
Mun/City Son NlcolOI ,_ PHN: -MrL"JJlIDQIIokDc.W5JllIlg--.!ClroJruzClrLilll~ _

I Province: n __ Sulu __ .__.____ Interviewer: .Mrs MiI'V'ftlO Tntlo~hArl

Date Surveyed: March 09, 200~

Age: 27

Age: 2B
) Widow () Separated

Respondent: L1ta Nlllvldid

Father:CAdlloHtllrtcWl, '

Birthday:, 10 I. 12 I 197.1. I"'''''ddlyy)

Mother: Llta Natividad
Birthday: 06 I. 17/ 197:4 I"'''~ddlyy)

CiVil Status ( ) Single (v) Married

Actlonito h tak.n •
A. If tho child r.,(;4IlVOI Vfl(;(;IIU~h()n !I4lrvlC...1I Irom prlvnt" dinicK/ho!lpltnlllllnd governmenl hOllpUlllll, followup Ihe chilcfll vncclnl1honll lJnlll complelo<!
B. Advhlfllhn mnth",r to gol n ('.opy of Ihft v.r.cm"tion rflwrd from Ih.. hOlll1h Im:ihty whom tho child r",colvnd Ihe vRc:cinntlonll or fl~k Ihflll'lld""'lr" of IhA nour"lt BHS 10

Inllke I1nother record

C. R.f., Clr l'lc<:ompnny Ihft molller lind child to the midwiffl for !mmrdlt" ytccla,Uoa,
D. AdvillC' til ... moth"r to con.ulllho mldwtfll for complollon ur Ill.. r:hll(l'1I VllC(:lnllllonll

E. Gll,I., vllllmin A copllufoltl On(;0 If .·"'ill~)t. or .d~~~~hn r~)lhnr tu bring Iho child 10 thtl nOllroll1 h6ftl1hfll(:llity for 1M nliKI IIchodultld "I'"min AliUpplfllT1tlnlllllon

Remarks

--

y

y

y. Ve.
N· No

FIC
(For children
'monlh. to"yea,.. old)

y

DId Ihu child
r"CII'1I1l811 tho
pr8~<ling

IIllwnellOn.
belore hit firal

M...," I blrlhd.y?

yyy

, or dole I t" dUM I 3"' dOlle", do... I 2~' dUll.. I :1'" daM

B
C
G

y

y

(S.. "S"
belOW)

V· Y••

N -No

II'IUmlnA
(For chlld,.n 1-4
y..,.. old only)

WaB Ihft child glvon
.,tam'n A capllule

(200,000 IU) dunng
Ih.. Pliit 6 monlh.?
(e g Garanllaadong
Parnhllla ACllyllllll)

Y =Yea
N. No

ISN "E" beio..,

, , " , IJbT;.r;:\ I
r T I! I I I i r \ -----

N

p

p

(S.. 'tA'~

below)

·t1115/B~jC

'''llIIUlMHC
IfltIV....

-CK'I\I I Ho..~,

Age

"y
11m

Birthday

;"MI DlJ I~v.
10121196

03! 28 1°o
I I
I I
I I

Name

O.ta of children 0-.4. y••rl old (0-59 monthl old, .Uirt from Ihe eldell)
- - - " I .Viccln.llon. Received

Wh",,, <loeft (For childron 0-.. 11 months old, write lhe dalll whlln lIaccination was given)
1hll child Dou. Ihe (For childron 12..,59 months old, pUI a Y if child was given vaccination
r8C41lye chIld haye or an N If not given)

1I""cmullonl'l lIn¥ I IIlhe child 0 -1 1"'"nlhl al<l hOB NO Yllcc,,,aliun or Ihe IIlIcc,nalion sdu,rJule '8 NOT
vIICC,naj~m 'allowed, (s.. "C" below)

rllCO'( II th" child 1 "y"Ma (,Id hl'J!l INCOMPLETE or NO vllcc,nllllon, (S•• "0" belOW)

1 OPT I OPV .

Aaron

Mocy

Part I.

r",

~

~
~
0::....
",

~.

~

z

t'
'\.lr

$



Total number of TIV doses received

Part II A. Tetanus Toxoid Vaccination (TTY) for Pregnant Women

Is the motherlwife pregnant? ~ ~

o Doses

FORM 1. page 2

If the woman is pregnant, infonn her of the
importance of prenatal care and tetanus toxoid
vaccinations that are available at the nearest
health facility.

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): Aoron Age of youngest child: 11 months

Complete this table only" the age of the youngest living child ;s 0 to 2 years old (0-35 months old)

When was each TIV dose received in reference Was the child protected at birth (PAB}?
to the youngest child? Chel::k the appropriate box

PAS is defined «\ any ofthe/ollowing:

TIVDose Check the appropriate boxes · 2 TTY doses during the pregnancy with the youngest chilG.
or

During the pregnancy Prior to the pregnancy · 1 TTY dose during the pregnancy with the youngest child

with the youngest child with the youngest child plus 2 doses prior to the pregnancy, or

· 3 TTY doses prior to the preonancv with lhe vounoest child

TIV1 - i

~TIV2 ! [2] Yes (Protected at Birth)=TIV3

~
~

TIV4
~

D No (NOT prol9CIed al birlh)

TIVS

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)
The folloWing $IIould not be jntervieW9d for Part III:

o Widowed or separated women 0 Menopausal womeno Women with ovaries and/or uterus and/or fallopian lubes surgically removed due to a medical condition (e.g. tumors, ectopic pregnancy)

9 NoIUnsure I

Actions to be Taken

Remind her again of the need of prenatal care and
tetanus toxoid vaccination.

-J;:NO OF INTFRVIFW_

150

2. Do you want to have additional child/children? Inform her of the need of prenatal care when she

1 + 1
gels pregnant and the available family planning
services in the health center in case she changes

y;J I IYes. after 1 yearl Des, within 1year~
her mind.

-END OF INTERVIEW-

+ MWRA not wanting another child or wants !o

3. Are you cUlT8ntly using any family planning method?
space but not pnJcticing famIly planning

1 +
She has an UNMET NEEp for family planning.
tnfonn her about family planning services and

~ r 1 f-- refer/accompany her to the midwife or to the health
No center

-END OF INTERVIEW-

4. Are you satisfied with the FP method you are using?
MWRA practicing family planning but not

SlItisfifld with the method she is using

1 1 She has an UNMET NEED for family planning.

~ ~
- Refer or accompany her to the midwife or to the

heaHh center for counseling.
-Proceed to Question #5-

S. What method are you using? MWRA practicing family planning but using
({1 Check the appropriate box tnJcIitional methods

Modem Methods i Traditional Methods
Inform her of the benefits of using modem family

P - Pills RW = Withdrawal I-t- planning methods. Refer or accompany her to the
IUD = Intrauterine Devire CAL=ca~darIRh~ midwife or to the health center for counseling.t- Inj = OMPA Iinjedable

t- e =Condom
t-

BTL = Bilateral Tubal Ligation
t- A mothar may be classified as using LAM if all 3 of the following are true:

VAS = Vasectomy 1 She has ababy lass than six months old,
t-

NFP = Natural Family Planning 2 She is amenorrtlaic {not menslruatlng), and
t- 3. She is breastfeeding the baby day and night without supplementation.

LAM = Lactational AmenorrI1ea ""'lhod If any of the above no !onller applies. refer her to the midwife for counseling.

Facilitator's Notes-Phase I



Facilitator's Notes

Session 3: Family Profile Field Praeticum

Overview

This session provides each team with practicalfieId experience in intfT'Piro'ingfamiJit"S ,cith tdrgn dimts

Qnd filling out the Family Profile (Form 1) in tlu/ie/d. In Stssion 2, th~ porlicipants worWon sumple

data in tlu classroom. During this session, tlu porticipants experimct what it is actuuIly Iiki' to mter the

community and interview families. T1t£y will incrt"t15e their understanding of the process of colleding

reliable data. This field experiroce u.>iJl be valuable whm they plan for and TTUlfUlge the CBAffS effort in

their LGUs. It will increase their appreciation for tire challenges facing the BHWs resporlsiNefor colleding

data from target families in their catchmrot areas.

Duration
3 hours or more. Please note that this session will require the full time allotted.

Timing
Briefing

Team preparation

Field practicum

Plenary presentation

Planning Notes

10 minutes

30 minutes

2 hours

15 minutes per team

It is imperative for the focilitalian tNm to prf1Jtlre the logistit.-s for this Sl'Ssion wdl in adNnC('

1. The primary planning task is to coordinate with the Rural Health Midwife in charge of the
area where the field practicum will take place. Consult with her regarding the:

• selection of relatively accessible areas in her catchment area where teams can carry out
family profiling interviews;

• availability of a sufficient number of BHWs to accompany the teams;

• timing of the field practicum (Le., morning, afternoon, or e....ening), with the goal of
ensuring optimum availability of both the BHWs and the target families.

In addition, arrange for:

• a sufficient number of vehicles to transport the teams to and from the designated areas;

• snacks for all participants;

• pick-up points where participants will assemble for their return trip to the workshop
venue.



Facilitation Notes
All aspects of the field experience-from planning for the field practicum to carrying out the field inter

views-provide important lessons for team members.

1. The session finishes with a short plenary, when the participants share their field experi
ences. If the participants retum late or are very tired, they may ask to postpone the ple
nary until the following day. However, it is best to discuss the field experience immedi
ately upon returning from the field. Keeping this session short-about 20 minutes to an
hour-should help to convince the participants to stick to the session schedule and meet in
plenary immediately.

2. In the plenary, prompt feedback by asking the question: "How do you feel after the sur
vey?" Write down the participants' comments. When everyone has had a chance to con
tribute to the discussion, group the comments into categories. The participants may find
this helpful as they develop their CMBIS planning and implementation checklist. Ex
amples of categories might include:

• negative factors, such as no local guide, no road map, no respondent around, and no
vaccination record;

• positive factors, such as having plenty of copies of the forms available;

• planning points, such as carrying out the surveys when the respondents are available
and having community maps available.

3. To complete this session, ask the group to develop a checklist that will help them to plan
for and carry out the family profile survey in their LGUs. The participants may develop
this checklist immediately or complete it as homework. The participants will use this
checklist in the planning exercise in Session 11, the final session of the Phase I workshop.
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Facilitator's Notes

Session 4: Review and Correct Family Profiles (Form I)

Overview

During this session, each team Tt"i'iro'S the copies of Form 1 filled out try Ilnother tt"Qm, iJntt~ any

problems with the recorded dilta. and re'Pises its Olm forms basnJ 011 fN'dbackfrom Ilnothn tt"Qm. This

experienCt' .l'i11 prepare them to manage the quality of the data tlwt the BHlVs wiJlbt' gathning in t~r

catchment areas.

Duration
1 hour, 10 minutes

Timing
10 minutes

15 minutes

30 minutes

15 minutes

Facilitation Notes

Briefing

Re\"iew Familv Profile forms

Correct Family Profile forms

Discuss common mistakes in filling out the Family Profile fonn

As with other sessions, do not anSwer the participants' substantive questIOns directly. /nst~. encourage

them tofind the answers themselves. Refer them to the Instruction Sheet Ilnd any relrrvmt DOH pcHb..~iti-"

1. Remind the participants to write their names on the space provided for the inten'iewer in

every Fonn 1 they have completed.

2. Assign which groups \\i1l swap (OnTIs.

3. While the groups are reviewing and correcting the forms, visit each group to ans....'er an~'

procedural questions and guide the participants in their work. As mentioned above, do
not answer their substantive questions directly; rather. refer them to the Instruction Sheet.

4. Be strict with the time for this session. For example. allow only 15 minutes to Te\'iew the

forms and 30 minutes to make the corrections.

5. After the groups have made their corrections. ask them to share the most common mis

takes they have encountered in completing Fonn 1. Limit each group's presentation to

three minutes-



Facilitatorts Notes

Session 5: Barangay CBMIS Tally Sheet (Form 2)

Overview

During this session, each team will gain experience irr summari:=ing client data byfilling out a Barangay

CBMIS Tally Sheet (Form 2). They will summarize data from the COPIt'S of Form 1 Owt tlu-y filled out

during St'Ssion 2. This experience will prepare them for using theirfie/d practicum dota to dt7'l?lop ~lI1e

information on familit'S with target clients.

Duration
1 hour, 30 minutes

Timing
10 minutes

60 minutes

20 minutes

Materials
Form 2 (answer key)

Planning Notes

Briefing

Read instruction sheet and fill out Form 2

Plenary session (1 group only)

Print one copy of Form 2 (template) all acetate. for ont team to share data in plerwry using an or"i7hn:ld

projector.

Facilitation Notes

Encourage the participants to raise questions among themsefl't'S and in plmary rt!gllrdirri: Form 2. and to

refer to the instnletion sheet for ansu't'rs.

1. Ask the participants to read "How to Fill Out and Use the Barangay CBMIS Tally Sheet
(Form 2)" before beginning to enter any data in the form.

2. Since all groups are summarizing the same set of famil~' data, their completed copies of

Form 2 should all be the same.

3. Ten minutes before they finish filling out Form 2, select one group to present its mmpleted

Form 2 in plenary. Ask the selected group to fill out the form printed on acetate.

PREVIOUS PAGE BLANK
ISS



4. Allow 20 minutes for the group presentation, including questions and answers. The person
doing the presentation should remain standing to answer questions raised by the other
groups.

5. Ask the groups to compare their completed forms with that of the presenting group.
Promote discussion by encouraging the participants to raise questions and issues regard
ing the presentation and Form 2. Remind them to refer to the instruction sheet and any
relevant DOH policies in seeking answers. As much as possible, avoid answering their
questions directly.

6. Ask the groups to correct their forms, if needed, because they will be using them in subse
quent sessions.
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Barangay CBM IS Tally Sheet Answer Key-Form 2

Bannpy: -:::P:-:-In-,Y..;;ah~an;;;.;.. _
BHS/BHC: ..:,P.,;.;ln.:.!y~ah::..:.an:::.:.. _
Mun/Clty: San Nicol..

RHM: MrI. Hilda San Juan
Date: March It, 200 I

TARGET GROUPS
BHW I BHW I BHW I BHW I BHW"fBHW"1 BHW TBHW r8HW JaHW.~l....B.. H...W. rBHW. IBHW 1 8H;

I 2 3 .. 5 6 7 I e 9 10 I 1111 13 I.. I

""",,1._1

BHWIBHW
It. 17

I 5 I 7 I 8 I 9 lis-, , I I J.. I I I I ~.4 I
.__._n...... .._._._.__.." ...._...._..._,._ ......"._._._.'.:n._..... ',."",.,., ,. , -, '" "

Pre"""l with NO n or wtlh n 1only

I
I I 1 :I 4 II

10 Pr..,.....t ....Ith TT2 • , 0 , 1 1 6
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Purolc

IA. Vaccination ltatUI of children 0-11
months old

I. Children 9--11 months old with INCOMPLETE or

NO vaccination .t III
Children 0 -8 monUla old with NO ...""dna...... or wldI

recommended vacclnatlo<l schedule NOT followed

1 Children O-~ months old with recommended

...actlnatlon schedule followed

_Children 9----1 I months old who are Fully Immunized

Children (FIe)

TOTAL nu...... of chlldnn 6-11 mondIs old

(sum of" I, 1,) )
18. Vaccination ltatul or I y oW

children ( 12-1] mondt.)
Is. Children I year old (11-2] mondll) wlth
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Form It paae 1
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TARGET GROUPS

INJ DMPA I Injectable

C Condom
_._.__.•.. ,,__ ._, ,,__.__ w·,_··,·____

BTL Bilateral Tubal Ligation
.... .... .. ,..,-~" ..

VAS Vasectomy
--------.

NFP Natural Family Planning
-......._-....._.._..-.----

LAM Lactational Amenorrhea Method
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C Calendar
_. ---- -
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Facilitator's Notes

Session 6: Call Cards and Midwife's Copy

Overview
During this session, e/Uh team will use the Family Profiles from Session 2 to idmhfy unmri dintt nmls

and fill out a Call Card and a Midwife's Copy. This apeTience will increase thL teJlm's, underst.mJing of
the process ofcreahng and implementing a Call Card system to improve seroice utiliZiltion and mlua

unmet client needs in their catchment aretlS.

Duration
1 hour, 20 minutes (approximately)

Timing
10 minutes

30 minutes

40 minutes (approximately)
(about 10 minutes per group)

Briefing

Read instruction sheet and fill out Call Card(s) and
Midwife's Copy

Plenary session

Materials
CBMIS Call Card-Midwife's Copy (3 answer keys)

Planning Notes
1. When printing the CBMIS Call Card, print it as a double-sided sheet if possible. Fold an

example and share it with the participants during your briefing session. The folded. two
sided form has three panels per side.

2. Print out Call Card (templates) on acetate, for sharing data in plenary using an o,°erhead
projector.



Facilitation Notes

Encourage the participants to raise questions in their groups and in plenary regarding the Call Card and

Midwife's Copy. Refer them to the instruction sheet when they Iwve questions.

1. Ask the participants to read the "How to Fill Out Call Cards" before beginning to fill out
any Call Cards.

2. Since all groups are using the same set of sample family data to create their Call Cards,
their completed Call Cards should all be the same. Each team will have four completed
Call Cards and four Midwife's Copies by the end of the session.

3. Ten minutes before they finish creating their Call Cards, ask each group to present one
Call Card in plenary. Assign one family per group, and give each group a Call Card
printed on acetate to fill out for its presentation.

4. Allow about 10 minutes on average for each Call Card presentation, induding questions
and answers. The person doing the presentation should remain standing to answer ques
tions raised by the other groups.

5. Ask the groups to compare their completed form with that of the presenter. Promote
discussion by encouraging the participants to raise questions and issues regarding the
presentation and the Call Card. Refer to the instruction sheet and any relevant DOH
policies in seeking answers. As much as possible, avoid answering their questions directly.

6. Ask the participants to correct their Call Cards, if needed, because they will be using them
in subsequent sessions.

7. After the plenary, the facilitator may show pictures of LGUs using Call Cards during MGP
activities. Pictures may be found in "Personalized Client Follow-Up through Call Slips,"
one of the handouts for this session.
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CBMIS Call Card-Midwife's Copy: Esteban
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CBMIS Call Card-Midwife's Copy: Natividad

Mother. _ ....L"-it""a""Na=t....iv'-'idad""'...... _
Address: 321 Matapang St. Barangay Pinygha/1
Midwife: --"M"'rs.'"'-'N=ilda"""'San=...J..uan _

BHS, Pinyallan

Vaccinations lor Children 0-11 Months Old

Name of Child: _ Alte' _

Va<:clnatlons
When Place Where

Signature of
Va<:cinadon Vaccination D_Glven

NeededD_
WlII Be GiYen WlII Be Given

Midvrife

BeG
OPT I

DPTl
DPT3
OPVI
OPV2 I

OPV3 ,
. Measles

Nome of Child: _ Alte: _

Vaccinatiotn
When Place Where

Signature of
Va<:clnadon Vucination DateGjyen

Needed Date
Wlil Be GiYen WlII Be Given

Mldwlfe

BeG
DPTI
OPTl
DPT3 !
OPVI !
OPV2
OPV3

,MeasIeo

Vitamin A Supplementation for Children 1-4 Yean Old

When Place Where
Signature of

Name Age Vaccination Vaccination Date Given

Will Be Given Will Be Given
Midwife

MaC'( 4y 03/15/01

:

,

TetanUs Toxoid (TT) Vaccination for Prel"ant Women

Name: ~'

OateWhenTT Place Where
Signature of

SertlcesNeeded Vacdnation TT Vaccination Date Given

WlII Be Given Will Be Given
Midwife

TT 1
TT2
TT3
TT4

Family Planning Service

Nome: Alicia Alte: 35 Y

162

O_When P1aceWhere
FP Semce. Service Wlil Be Service Will Be Signatll re of

Needed Provided Provided Date Provided Midwife

FP Counseling 03/10/01
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CBMIS Call Car~idwife's Copy: Carbonel

I'1o<Ie': HdaI C41IqMl IIHS.: PirNaIpl

Adlhss: 121 KaIayar.w! St . ........ P!!M!Ilgn-= -!!Mr$~--"NI~Ida~.>!Son!E'-'JII.l""'I!!I!!. _

V.d"Mb. for~ ....." MooldIs Old

N_ of 0IiId: ---"MJ",,-__ ~ _--'I""O...M'--__

v_ - ~w-.
___ of

sN__
y~

11'_
O_con-

D_ _ .. con- _ ..GMn ........
IICG

DPTI
DPT]
DPT) oo/141Ul

orYl
orY]

orYl 00114101 PinyaIlan He- 00/14/01 PinyaIlan He

N_ ofOlild: _
~---11'_

WheR _WI-.
Sipaeoft of.N_ 11'_

Vw:da4&tiuJt 0.. con-
D_ _ .. e.- _ .. e;;.,., ........

KG
DPTI
DPT]
DPT)
orYl
orYl
orY)-

- ~w-.
se---ofN_ Ap ~

11'_
D..e.-_..- _ieCOO-

........

1.

D__TT
.......w-.

Sipaeo... ofs.-N....
11'_

TTV_
D.. _

_leGMn
_ ..co..- ........

I OJ/14101

1
]

•

0 .. _ .......-...
FPs.- -......_ ... Serrice_ .. ~of
N_ -- -- D___ ........
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CBMIS Call Card-Midwife's Copy: Alvarez

Mother. _-,R",eg~ino!.!!L.c~",Jv",ar,,-e"-Z!L- _

Ad<1ress: 109 KalayOllll St, Baranqay Pinyaha"

Midwife: ---,M",r",s,,-,"'N"'il"da"-"5an=...J...ua"'n"- _

BHS: Plnyaha" He

Vaccinations for Children 0-11 Months Old

Name of Child: -'A"'b""b"'yL- _ Age: _--".8-"m"'o"'nt.!.!h"'s'-------~

Vaccinations
When Place Where

Signatu re of
Vacc:ination Vaccination Date Given

Needed oate
Will Be Given Will Be Gm.n

Midwife

BCG
OPT I

OPT2
OPT} 03/14/01 Pinyahon BHS

OPV I
OPVl
OPV3 03/14/01 Pinyahan BHS ,

Measles

Name of Child: _ Age: _

Vaccination.
When Place Where

Signatu re of
Vaccination Vaccination Date Given

Needed Date
Will Be Given Will Be Given

Hidwife

BCG

OPT I
OPTl
OPT 3
OPVI
OPVl
OPV3
M-.les I

Vitamin A Supplementation for Children 1-4 Years Old

When Place Whe...
Signatu re of

Name Age Vacc.ination Vaccination Date Given
Will Be Given Will Be Given

Midwife

Cath,.ino 4v 03/14/01 Pinyohan BHS

Nico 3v 03/14/01 Plnyohon BHS

Jeremv Iv 03/14/01 Pinyahan BHS

I

Tet:an.ls TOxoid (TT) Vaccination for Pregnant Women

Name: Age:

O..teWhenTT Place Where
Signat1Jt'e of

Services Needed Vacc.ination TT Vaccination Date Given

Will Be Given Will Be Given
Midwife

TTl
TTl
TTl
TT.

Family Planning Service

Name: _",Rl<eo~i!!.Jno!!-_ Age: 39 Y

164

Date When Place Where
FP Services Service Will Be Service Will Be Signature of

Needed Provided Provided Date Provided Midwife
FP Counseling 03/10/01
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Facilitator's Notes

Session 7: Catchment Area CBMIS Tally Sheet (Fonn 3)

Overview

This session prOPides the participants with pruetical e.rpn-ienn' in filii liS Ollt t1fi.' Catchmmt Art'" CB.\flS

Tally Sheet (Form 3) using data from the sam1,lt' Family Profiles fSe-,;,;iorl 21. This nperience il'/lJ prepi1re

them (or managing the proces,; of collecting ilnd synthesi:ing ftaselilll.' d,lt" on 1I11mrt ""do. in their

catchmrot area when they retun! to tlreir LGUs.

Duration
1 hour

Timing
10 minutes

30 minutes

20 minutes

Materials
Form 3 (partially complete)

Planning Notes

Briefing

Read instruction sheet and fill out Form 3

Plenary session

Print one copy of the Form 3 example on aCt'tate, for ant' group to prest'llt in plmary u..;,;ng an orvrhNJ

pro;ector. The eXiImple is contained in the handout,;for Session 7, in the Session Guidt>hnt"S.

Facilitation Notes

Encourage the participants to raise questions irl their groups and in plmary regarding Form 3. Rnnind

them to refer to tlw instruction sheri it-hm they harte questions.

L Ask the participants to read "How to Fill Out and Use the Catchment Area CBMlS Tally
Sheet (Form 3)" before beginning to fill out Form 3.

2. Since all groups are using the same set of family data to create their Form 3, their rom~
pleted copies of Form 3 should all be the same.

3. Ten minutes before the teams finish filling out Form 3. assign one group to present its
Form 3 in plenary. Give the group a Form 3 printed on acetate for its presentation.

Facilitators Notts-~ I, 5tssilm "7 165



4. Allow about 20 minutes for the group's presentation, including questions and answers.
The person doing the presentation should remain standing to answer questions raised by
the other groups.

5. Ask the groups to compare their completed form with that of the presenter. Promote
discussion by encouraging the participants to raise questions and issues regarding the
presentation and Form 3. Always remind them to refer to the instruction sheet and any
relevant DOH policies in seeking answers. As much as possible, avoid answering their
questions directly.

6. Remind the groups to correct their respective copies of Form 3, if needed, because these
will be used in subsequent sessions.
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Catchment Area CBMI S Tally Sheet Answer Key-Form 3

BHSlBHC: Plnyllhan
MunlClty, San Nicolu March 11,1001

Mrt. Nllda San JuanRHM:

Olt.:
- _.....,

8M....., .......... ....lnl.,
Total

~t(ent Numbor hrcent Nuonbor P.rUM NuMMr P.runr: Number Percant

(N.YaWIlIOO1 (loll (N·'CQb,:IOOI (101) IN. h ...,. 'CIOj (loll IN.lol..... IOOj 11011 iN"TOUIf~lOO)

17" 16 34"

30" 19 25"

36" 10 26"
6" 11 16"

I 100" I r 77 100"
P.runl N';;""" Pe((;ttU Number P..-Ur'lt Number P"'CIlf'C N._ ~r(.n~

IN·rUWlIOOt (loll tN. YUMb IClOt (101) INi"~~IDOj ,loll jN~ll .... tClO> 11011 ~N·'~ICICI'I

0" 16 ..,,,
57" 31 54"

I Ion I r 57 Ion

""n;.n~ NUMber P.nWtt Nu_ Pwunl Nurnber PIll'C .....t NL.lmtt., ~rU"'t

f....·'........ (101' 1...·'..... iClll)) 11011 1....·1~ .. IOOI (101) 1...·r~ ... IOOI (101) IN·r4lNol.1""1

37" 1" .. ,,,
63" 3.. 5'"

I 100" r 58 '00"

~'~'f-
"'f'C,.,.t Nv_ P"'1:lI'r,,- Ni,lmbl-t Piltft.nl Nu_ ""'t~...,.'":- '"'

...... t .....UilI' IN) '1"·!I1'I....... CJUl 1"1 I~'" I ......... ~OOJ I'" IN.t.......... ICXI'I

•• 44"
._..

II 5'"

101" I J2 100"
----------- ............_..~-

--~-- .....~.. ~..-""'-

....
Ibu2

Nurnbor

.... l_'~~l 33

Numbor 'erc.,! Numbw

IN) IN· ''''''''001 (loll.. 50% 15

II 50% 20

11 I 101" I JS

Numbtf' ........., N,,_

(N) l....~r ..... I.oot IN)

14 45" 10

.7 55" 17

31 I 100% I 17

~, ,.,( ....t ~

(N) 1..·1,"_~IOO, INl.. 65" J

6 35" 11

17 I loR--r,S-

--::";"

....-TAitOET OltOU"
Plnyah",.. • hlldren 0·11 N ...mMf ......-

(N) IN.rlll'l.lll.t.~

INCOMPlEH or
17 3'"

._..._.._,...
v-..:('....don Of" wtd'l

9 2'" 10
,dul. NOT 10llow06

"'''>mmlndod 8 18" 12

.... Fully ImmU"1U6
10 23" 1

rIc

m
I, Chi

NO

12 Child,

IA.V

,3, Chi

.ac

,CM

Chi

TOTAL " .._"' ........... 'I_aId
(tum or.I,l, )".)

1

8. Vudnatfon~ of I "HI' old
chlldr... (11.13 _Ittl)

Chil""." I r.ar old (12.2] """,chi' wteh
INCOMPlETE or NO ...,,,,.oon .. III

Chlldro" I roar old 112.2] """"chi) who ....
rully 1<"",,,,,,..d Ch~dr." (11<:)

iOTAL .,,- of I,... aId._(ll.1J-1
(...... of....)

f

e. Vitamin A.uPPiementadon ltatuiOf
children ,." 'M" old (Il·st mondK)

Ch~dro" 1.4 """'0 old (D· \9 mOl"h.) NOT Ill".
VII_,,, A , "I'.u,," du"". tho pool II__hi

Child."" I 4 y"" old 112·\' "",."".) ulVEN
V,t""lln A I ilpiU,," durin. th. pIIt ,hi o"nOf'Ch.

I TOTAL " ........ of.-..I-4,.."aId I
(11·59 """,ehe old) (IUm of. f ••)

f

l A. TetAnul TO".aU, VlKclnatton ltatul of
pr.......t modterlwlf.

P, "!""" ,"lit. NO TT "r ,"II" tT I ant,

10 P'DIt,./lt wUh 1T1 •

I TOTAL "......,;.,~~,...,. I
(...... 0'" (' • 10)
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~
~.

~
",'

f
"l

r
l-
~
i
,j

;;::....



g;

Form l, p.... 2

26%

Total

10

49 I 59%

34 I 41%

Percent

Barangay

Per<ent

(Nl.. __-l~N'T~IXloo) (N+Totalx I00) I
Number

-- ... _- -1---

(N'"Toubc I00)

6arangay

(N)

Number I PercentPercent

(N+TOtalx I00)(N)

---+1_ ~-".-.--".-.- .

Number

II
83 100%

Pe;cent II Number Percent

(N+TOtalx I00) (N) (N+TotabdOO)

19 28%

II 16%

10 15%

28 41%
.JL-.... __ .. 1. JI_ ._ .....1 ___ ----.J' I i_ ....,,..-----------,.,'--------,,, ...----.,. Ir-...··--- ---~i

68 II 100%

0%

9 I 36%

4 I 16%

o

",,-- -- ,,-=..... ;;;""=::"""'''''''';;::;'-'li .uw '&rang~~...

16%

23%

23%

7

10

10

6arangay Ilarang.y

Pinyahan 1YyQ
Number Percent Number Percent

(N) (N+TotalxIOO) (N) IN+Total.loo)

21 45% 18 78%

TARGET GROUPS

P Pills

I I. Children Protected at Birth

15. MWAA wanting a child with in I year

16. MWAA. p..r.actici~g .familYplanni~gand· ==r ;6.- -.-1 .3.··.·~~ J- 1. 2 ·.. ·.-. ·.·1.-.-.-.. ~;~-lr I II
satisfied with the method she is using J .. _. _

t_ T~TA~~:n1:fe; ~~~~~r~;~t6~WRA-]-~~l -I~~~J[ ~~_~ I00% ~ II ~ .. _1.~~1 II

FPMethods Used by Current Users II ...
".==."....- --- ...-. ·_·~~···--·-11 7·-l 30% II 3 I 19% II I lL 1 II

~

'"'E-:
B"
;;
;;:- Un B. Protection at Birth

~

rif (12. Children Not Protected at Birth lL 26 I 55% ~ 8_1 22%" ._"

: rr=-··-~~~~f# II & 11 _l 47 I 10~~JI~)6~~l-100% Ilr--y
11.1. FamilY p.lannlng and Nonpregn.ant Married r Number ., percent f Numb~rTp~r~ent I Number rP~rc~~~ ~ Number

Women of Reproductive Age (MWRA) ~ (N) IN+TO,"IXloo)!~ (N) I (N+To<>JxtOO) II (N) I (N+Tm".IOO) II (N)

Ii MWRJ,;· ~ot wanting to have a child or wants to ,-.

spacebut~2Tpractici~gfamily planning
14. MWAA practicing family planning but NOT

satisfied with th~ method she is using

IUD Intrauterine Device 2 9% 2 13% 4 10%

18%

18%

7

7

31%

19%3

59%

17%
I----···-·~l I II I 11---1-----·----11 I II I II

2

4

DMPA I Injectable

Condom

INJ
~ ---···-------11 I·----ll I II -·+---11 I II I II I II

C

BTL Bilateral Tubal Ligation 3 6% 4 10%

VAS Vasectomy o 0% o 0%

NFP Natural Family Planning o 0% o 0%

LAM Lactational Amenorrhea Method 4% 6% 2 5%

.. ;~~:~I;Pe;~~;:~~;r~~t~~_Jt.1 OO~ __L
I[ C Calendar

~J[~~O-o~_I_~~-lc=c-~I--~[ ···I~_J[_39 ~ 100%1

w Withdrawal 3 13%

4%

I-

6%

o I 0%

------lIt---- --.-+--------{f
4 10%

3%



Facilitatorts Notes

Session 8: "From the Top (Wellt Almost!yt

Overview
This session prm>ides tlu- participants with additiorull practical tXJ'"ifflU in using Family Profilts to

summarize barangay and catchment area data and ident~fy unmrl client nMis. During this Si'SSiorr. t~

use actual data frqm their field praclicum to fill out Form 2 and Form 3 and create C;1l1 Cards and

Midwife'S Copit'S. This experience u·ili help to prepare them for managing the prIXo5 of ide1tt~fyingunmet

client needs when they rrlurn to their LGUs.

Duration
1 hour, 10 minutes

Timing
Briefing

Summarize Family Profile data
from the field practicum using
Forms 2 and 3, and create needed
Call Cards

Planning Notes

10 minutes

60 minutes

Facilitators may do this planning activity either before the session starts or while the teams are

filling out Form 2, Form 3, Call Cards, and Midwife's Copies.

1. Draw a table on a white board. The table should have columns for the area sun-eyed,
number of families sun-eyed, number of Call Cards issued, and pem:"ntage. The table
should look like this:

Area Surveyed I No. of Families No. of Call Cards I Percentagej
(A) I Surveyed Issued , (C/B)j

(B) (0 ~ ,

i ,.

I

I
Total I



Facilitation Notes

Encourage the participants to raise questions in their groups and in plenary regarding Form 2, Form 3,

and Call Cards. Remind them to refer to the instruction sheets for these products when they have ques

tions.

1. Ask the participants to use the Family Profiles from their field practicum to summarize
data from Forms 2 and 3.

2. Ask the participants to use only correctly completed copies of Form 1 from the field
practicum (Session 3) to summarize data and identify the families' unmet needs. Ask the
teams to separate and hand in any incomplete copies of Form 1, so they can be passed on
to the health staff who will be responsible for completing them.

3. Ask the teams to create Call Cards as needed and to make a Midwife's Copy for each Call
Card created.

4. As the groups finish their work, ask them to fill in the columns in the table drawn on the
white board. The goal of this activity is to determine the percentage of families with unmet
needs in the area that the teams surveyed during Session 3.

5. Collect and collate all forms created by the teams and deliver them to the health staff
responsible for the area surveyed.
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Facilitator's Notes

Session 9: Updating the Community-Based Monitoring
and Information System

Overview
This session provides the teams with practical experinJce in uf>dating their CBMIS. In this session. they

update the copies of Form 1 that they prepared in Session 2 and the reliTflnt copies of Form 2 and Form 3

The handout "Family Profile Updati1lg EXf'Tcise" provides the neil'data thk" participants iJ.,jJl u...... to upd.lft'

the Stlmple profiles.

Duration
2 hOUTS, 15 minutes

Timing
10 minutes

40 minutes

30 minutes (approximately)

50 minutes (approximately)

MateriaJs
• Form 1 (7 answer keys)

• Form 2 (complete)

• Form 3 (complete)

Planning Notes

Briefing

Read the instruction sheet and complete the forms using

sample data on seven families

Plenary presentation of updated Form ]

Plenary presentation of updated Forms 2 and 3

Print templates of Forms 1.2. and 3 on acriatt', for presmting data in plenary using an oa',-heJd proic'ctor.



Facilitation Notes

Encourage the participants to raise questions in their groups and in plenary regarding the process of

updating Form t 2, and 3. Remind them to refer to the instruction sheets for these products if they have

questions.

1. Ask the participants to read "How to Update the Family Profile" before starting to update
the copies of Form 1 that they developed in Session 2.

2. Ask the teams to use the sample data provided in "Family Profile Updating Exercise"
when they update Form 1. Note that the handout provides sample data on seven families.
Also note that the forms completed by the teams should all be the same, as they are using
the same data.

3. Ten minutes before they finish updating Form 1, assign one family to each group to
present in plenary. Give each group Form 1 printed on acetate for their presentation. Tell
the groups to use a different color pen to highlight the changes they have made in their
assigned profile.

4. Also assign one group to present their updated Form 2 and another to present their
updated Form 3. Give each group the relevant forms printed on acetate for their plenary
presentation. Note that the teams should not make any more Call Cards.

5. Allow an average of seven minutes for each Form 1 presentation, including questions and
answers. Be flexible with time management for the plenary presentations. Allow the first
team to have a little extra time, as the first presentation usually takes longer. The person
doing the presenting should remain standing to answer questions raised by the other

groups.

6. Ask the groups to compare their completed copies of Form 1 with those of the presenters.
Promote discussion by encouraging the participants to raise questions and issues regard
ing the presentation and the process of updating Form 1. Refer to the Instruction Sheet and
any relevant DOH policies in seeking answers. As much as possible, avoid answering their
questions directly.

7. Remind the participants to correct their copies of Form 1 as needed, because they will be
using them in subsequent sessions.

8. Allow about 10 minutes per group for the presentations of Forms 2 and 3 in plenary. The
presenters should remain standing to answer questions, and the other teams should
correct their Tally Sheets as needed.
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FAMILY PROFILE

Date of lost updale' I ,rE

;

O.n.r.1 Inform.llon (HMI.I /1"""1/"",, ". '1"/1111111 FORM 1. Pll~'

Address: lO?_~IQyoan St. 8oNUlgQxp,nyQhaIlU1BHS/BH~_..1'~HC~- .~ BHW: . .Mr~•.MlIggroSQJjatlcmgbarl ...~ I

Respondent_JUglnA Al\'CU'&2 RHU; __ .. Kal1DgA. .._ RHM ..... __ Mr. NUda Son JUAn

Father: CcIQl' AI'IIWCZ ...._ Mun/Clty: Son ..h1Ica.lAl PHN: . __.,Mr. Tina DcIQ,~ _

Birthday.: Q4 103 I 1960 (mmlddlyy) Age' = Provin<:e.:,,_Sl.du.~ Interviewer' Mr. Mllagrolo lAt1qbori

Mother: AqII'lQ.Alwru NOTE PI III I tl Dale Surveyed: March 09. 2:::..00~1 _: •••• u•• penc n comp 8 ng ---'''-
BlrthdaY';'_...,Ol 109/ 1962 (mmld<llYYl Age: 39 the form. to facllltit. updatingI
Civil Sta~~.:j) Si~~!(,() Ma~~ ( ) Widow ( ) Separated

Action. to be tlken
A. If thtl child rocelVOIl vlIcclnalion lervlce1i from prlvallf dlnil;I/huapllllla end governmenl hO!'lpltlJlll, fuUowup lhe <;hlld'll vnccinnhonll until completed
S, Advi,e lhe mother to gel" C()py of lhe vllcclnaUon record from thn health faclilly where the child roc.,lved the vltl;cinallonR or fisk HilI rnldwlff;llflh.neerestS·HSto

make IItnoth~f record
C. Refer Of t1cwmpltny the molher find c:hlld tc)th4l.midWife for ImmtdJ'f! y,ccln,Clon.
D. AdVIII., the mother 10 ('.()n8ulllhfi-mldY,lIfOfor oompl81km of thft child', vllr.cIMtlon•.
E. GIVfl vlII.mln A c:npIUlftll Or'1tA!1lf IIV.lIll>lo Of advl,e lhe mothllf to bring thll ctliid to Iho 110m..,' hUlIllh hlc;llItyf()r tho nO~~II(;hllduledvilltmin A lupplemtmlllU(ln

Remarks

1.li
i.I'1
1,1.,

•

Vitamin A
(Fo, chlld,.n 1-4
y.." old only)

Waft the child glvlln
vilamin A caplulll

(200,000 IU) dunn"
the Plillt 6 monlh.?
(eg GaranUlladong
Pombala ActJvlllelj

Y • Val
N =No

(5.. "f" below)
'AOi-ii-~'

:XK}1

Did the child
,ecelve atl the

pr&c&dlng
VllCClnallOn.

before hll flrall
Met.... I birthday?

," dolO I 2'"' dote I 3" <jOBe

y •. v••
N. No

I I I I

Y Y Y Y

~~r-y y y y

y y y y y y

y y y y N

09/01100 IlolOGIOO •

y

y

y

y

y

y

y

y

1~ dote I 2"" doH I :l'~ dole

y

y

y

B
C
G

y

-·Vliccln.t1on.R".I~-·' I FIC
(For children 0-11 months old. write lhe date when vaccinallon was given) (For t:hIJ.u."

(For children 12-59 monrhs old, put a Y II child was given vaccination "mo"lh. to
or an N if not given) 4 JIM" old)

If the child a ···11 month. ~d has NO vaccination or the vaccinali()n schedule IS NOT
f()llowed, (5.. "C" below)

lithe child 1,4 yOAr. old h.. 1NCOMPlETE or NO lIaccinalion, (S.. "D~' below)
I OPT IQF·Y .

FI05~09IOIIOOIIOIOMIO. Il~

y

y

y

y

•
(5.......
below)

y. v••
N-No

"SHSI8HC
-RHUIMHC

u.PI'lV."
oOov'l Hoop

Where doe', DoeI the
lhe child chIld h.1Ill
r_lve any

vaccination.? lIacclnallon

record?
Age

Birthday

/5.. "A"

MMLE~]~~'
"-low)

091131961 4y p

08112/971 3 y
P

07 l' 98 2 Y B

06

1°11
99 8

07 ()!J 00 B

Name

Abby

Jeremy

Nlco

Jacob

Cathrlna

Pert I.Oete of chUdren G-4 ye.,.. old (We month. ot~-,~tertfromth••Ide.tl
-~...- ~~~"",", ..'-~"--- .- _.. f I j

'"

~-
f

[
G'
~...
~.

~



FORM 1, pajJe:le

If the woman is pregnant, inform her of the
importance of prenatal care and tetanus toxoid
vaccinations that are available at the nearest

Total number of TIV doses received 0 Doses l_h_e_a_lIh_fa_c_ili_ty ........J

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): Abby Age of youngest child: terr"

Part II A. Tetanus Toxoid Vaccination (TTV) for Pregnant Women

15 the motherlwife pregnant? ~ ~

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

When was each TIV dose received in reference I Was the child protected at birth (PAB)?
to the youngest child? Check the appropriate box

. PAR i\ defined as anyoflhefollowing:

TIV Dose Check the aDcroDriate boxes · 2 TTY doses during the pregnancy with the ycungest child.
or

During the pregnancy Prior to the pregnancy · 1 TTY dose during the pregnancy with the youngest child

with the youngest child with the youngest child piuS 2 doses prior 10 the pregnancy. or

· 3 TTV doses prior to the pregnancy with the youngest child

TIV1 ~
TIV2 :z i===

DYes (Protecteri at Birlh) !
TIV3

= RTIV4 10 No (NOT protected at birlh)
=

TIVS I

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)
The following should not be intervieWed for Part /1/:

o Widowed or separated women 0 Menopausal womeno Women with ovaries andlor uterus and/or fallopian tubes surgically removed due 10 a medical condition (e.g. tumors. ectopic pregnancy)

~ Remind her again of the need of prenatal care and
~J- tetanus toxoid vaccination.

-END OF INTERVIEW-

-END OF INTERVlEW-

Actions to be Taken

-END OF INTERVlEW-

MWRA practicing family planning but not
satisfied with the method she is using

MWRA not wanting another child or wants to
space but not practicing family planning

She has an UNMET NEED for family planning.
Refer or accompany her to the midwife or to the
health center for counseling.

-Proceed to Question #5-

Inform her of the need of prenatal care when she
gets pregnant and the available family planning
services in the heatth center in case she changes
he- mind.

She has an UNMET NEED for family planning.
Inform her abouf family planning services and
refer/accompany her to the midwife or to the health
center

--~J

[]~}-'

Des, within 1year~
~==========::;

Yes, after 1 y~

MWRA practicing family planning but using
traditional methods

Inform her of the benefits 01 using modem family
planning methods. ReIer or accompany her 10 the
midwife or to lhe health center for counseling.

9 LAM rt all 3of the following are true:
six months old,

meostrualing). and
baby day and nigh! willlou! supplementation
r applies, refer her to the midwife for counselinll_

5. What method are you using?
I(.... ) Check the appro~riatebox

Modern Methods I Traditional Methods

f-
P = Pills I HW = Withdrawal f--+

f-
IUD = lntrauterine De\fice CAL=Ca~ndarIRh~hm

f-
Inj = DMPA Iinjectaute
C = Condom

7" BTL =Bilateral Tubal Ligation A mother may be classified as usin
f- VAS = Vasectomy 1. She has a baby less than
f-o 2 She IS amenorrheic (not

f-o
NFP =Natural Family Planning 3. She is breastfeeding the
LAM = Lactational Amenorrhea Method i If any 01 the above no lon~e
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FAMILY PROFILE

NOTE: Pl•••• u•• pencil In completing
the forma to facilitate updating'

General In'o""lIlIon
Address:_.J21 lColoyClGn St. BorOl'liftP:..,.,I!.!,r!YcQe:;ha""nu...... _
Respondent:_Helan Carbonel
Father: ....__~ArturoCarbOn.1

Birthday: 12 I 23 / 1970 (mm/ddIyy) Age:--1Q

Mother: ~_Hckn CQI"boncI
Birthday: OQ 112/ 1912 (mm/<Id/yJI) Age:__

Civil Status:L).~!!"gle (.... ) M8rrled ( ) Widow () Separated

._..-('HM1.\·Rrl'I,lnll"m'_'!'...l!:.~,~1.Y!!!~JiH___ ...._ 'ORM 1."'01 1

BHSIBH~ PlnyahQn He BHW: .. __~_.MrI.. ..M!lQQN!IQTqtIOllSlhqr!
RHU: .... K.aUrp RHM: Mr•• NlIdo$Qn JlIal!
Mun/Clty: 50!' Nicolas PHN:__..Mrt.._J]DQD&JoCruz _. _

Provlnce:_._Sulu_ Interviewer .. _...Mrs MIIQQr'OJO TAtlQ~bQrI

Data Surveyed: Ma':.~...:;09.:...~.-=2.:..00.:..1~ _

Action. to be "ken
A. If Ihe child rocelvOll vllcclnntlon 1I8rvll;«J1I from priVHlll dlnic.;lI1hollpUllla Hnd governmenl hO!lpJllllll, followup the child'y vHccll\lltlonll unlll completed
8. Advise tho mother to get /I copy of the vIICCin8tlon rl9Cord from Ihe health facility where Ihe r;hHd rQl;eived the vacclnllllOnll ()r flyk tho rnldwlI~ ofth., "flarellt EH~sio

InAke "n(lther record
C. Referot~ny1M mother end child to th!".I1'1~".~ tmmtdf•., Y'csto'C#pn.
D. AdvllO t~, mother 10 r.on.ult ttl.- mldwll. lor completion or lhe child', vacclnetlonl.
E. Give vtt8mln A capauifl at Me- If ..v.lI.bl.,_()(_.~lvi.f.I th., I'n(lthflr tobringthfl child til Ihl'! nnlllolli hn~.lIh fac;ility fll! Ih«. nU)(t lI(;hf1duh~d Vllltlllll1 A IIlJppllmlMtAllon

Remark!;

••

VItamIn A
(For chlldtwt 1-4
YO'" old onl)1

W.. the child given
vUllmin A CIIPlule

(200,000 IUj during
the PlItt 6 monthl?
'e.g. Glr8ntlNdOng
Pambala Act'~tU••)

y. YB.
N. No

(5.. "E-!MIow)
--Aprtl

~OOI

V· YIII"1':r ~~."""N N N

yiN N

y

y

y

yy

Ny

y

y

y

yy

(S.....•
tMlow)

,
(S.. "A"

tMIow)

-eHSlBHC
-RHUIMHC
.p,......
-oo.·l HoI\>

4'1

Age
Birthday

101291971 3 'I

rMMrOoT~~'

IUlt5196

Name

JasmiN

Julie Am&

Plrt I. Data 0' chUdfln G-4 yNfi old (G-H montll. old, atlft "om the .Id.at
_....'" .... '... ---, ....._.. -.... ., ."'.- V.cclnaUonl R-ee'ved FIC

Whefe doel {For children 0-11 monlhs old. write the date when vaccination wal given} (For chlldI'M
the child ex:-:- (For children 12-59 monlhs old. put a Y if chUd wal gillen vacctnatlon II monrh. '0
r~lve chI In ViI or an N II not given) . 4 yu,.. old)

vacanllllonl? Vlion llihe child 0-- 11 month. old haa NO vacelnBllon or the vaWn.llon acn.oul.,. NOT

~=~? II Ihe child 14 yearl old~':~M~t:T~C:~:.!wnaIKlf1,1s.."lJ"~wj . r.:~'::'IC:~.
Y·Y.. I DPT I l OPV 1- --- v~=:.
N • No B ""'ore hll ftrel

C Mea.... I>'rlhd8y?
Q 1" do.. 2"" dOH 3" doH I"' dOl. 2"" doH 3" dolt!

'"

."

~
~.

~
OJ;
:.r-

t
~

[

~



Part II A. Tetanus Toxoid Vaccination (TTY) for Pregnant Women

Is the mother/wife pregnant? ~ ~J

Total number of TIV doses received _Doses

FORM 1. page 2

If the woman is pregnant. inform her of the
importance of prenatal care and tetanus toxoid

Ivaccinations that are available at the nearest
health facility.

Part II B. Protection at Birth (PAS) against neonatal tetanus: For women with children 0-2 years old only
=;.~~

Name of youngest child (0-2 years old only): Noel Age of youngest child: WJ

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

• Yes (Protected at Birtll)

o No (NOT protected al birth)

Prior to the pregnancy
with the youngest child

TIV3

TIV4

TIV2

TIV1

TIVS

When was each TIV dose received in reference Was the child protected at birth (PAB}?
to the youngest child? Check the appropriate box

I
PAB i' defin"d as an}" ojrhe following:

TIV Dose --'C::;;h:..;cec=k:.:....::th:..;ce::...;ca..,p"'PcrrO=P::..:ri=8c:;te=-=bo=x=e=s____ 2
0r

TTV doses dUring the pregnancy with the youngest child.
I

1 TTV dose during the pregnancy with the youngest child
piUS 2 doses prior to the pregnancy. or
3 TTV doses rior to the re nanc with the

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)
The following should not be interviewed for Part 1/1:

o Widowed or separated women 0 Menopausal womeno Women with ovaries andlor uterus and/or fallopian tubes surgically removed due to a medical condition (e.g. tumors. ectopic pregnancy)

1. Are you currently pregnant? (See response to Part /I A)
Actions to be Taken

.o/ur)sure
~ Remind her again of the need of prenatal care and
~I- tetanus toxoid vaccination.

-END OF INTERVlEW-

-END OF INTERVIEW-

Inform her of the need of prenatai care when she
gets pregnant and the available family planning
services in the health center in case she changes
her mind.

She has an UNMET NEED for family planning.
Refer or accompany her to the midwife or to the
health center for counseling.

-Proceed to Question #>-

-END OF INTERVlEW-

She has an UNMET NEED for family planning.
Infonn her about family planning services and
refer/accompany her to the midwife or to the health
center

MWRA not wanting another child or wants to
space but not practicing famity planning

AfWRA practicing family planning but not
satisfied with the method she is using

Des. within 1 yeart-

;========================~

Yes. after 1 year

MWRA practicing family planning but using
traditional methods

Infonn her of the benefits of using modem famity
planning methods. Refer or accompany her to the
midwife or to the health center for counseling.

9 LAM if all 3 of the following are true,
n SIX months old.
menstruating}, and
bab,! day and night wlthout suppJementalion.

er applies. refer her to the midwife for counseling.

5. What method are you using?
("'I Check the aDQl"O~riate box

Modem Methods Traditional Methods

.!... P = Pills RW = Withdrawal -- IUD = Intrauterine De'Jice CAL=Ca~ndarIRh~hm

- In) = DMPA /Injectable
C = Condom-- BTL = Bilateral Tubal Ligation

A mother may be classified as usin

I-
Vi'S = Vasectomy 1. She has a baby less tha

I-
'NFP = Natural Family Planning 2. She is amenorrheic (not
LAM = Lactational Amenorrhea Method 3. She is breastfeeding the

I If any of the above no 10nQ
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'OItM t, Illlue t

Date of last upd.~!e·

FAMILY PROFILE
('lUllS 114"1'I."'''jl hum t.U fI' 01//00/

NOTE: Ple••e u•• pencil In completing
the forms to facilitate updating!

BHS/BHC.:.,'"",,, '..Einy~ ;HS IBHW: Mrs Mllaaro,IQ."T,',a,t,IQD8had.RHU: '__~_ RHM: Mr•. NUda Son Juan _
Mun/Clty:_.San Nlcala.s PHN ... Mrs Dna Dela CnJz

P~~~i~ce: ,~ Interviewer' Mrt MllagrolO Tat_harl

Date Surveyed: Marc:hO? 2001

General Information

Address:~_22}Ao'~~t, hrQflQQ'llI:.~YLCP'--.!I~"Y[.!!Q~hon~ _

Respondent: Rosario Cinco
Father: Martin Cinco

Birthday: 03 I Z!5 I 19ZD (mmilldlrf) Age: •

Mother: ReI.arlo Cinco
Birthday: Q8 I ZZ! 19n (mmlddlrfl Age: 23
Clvil Status: ( ) Single (.f) Married ( ) Widow ( ) Separated

------

Plrtl. D.Uiofc:~II!I,.nC).-.4re.raold (o-5e~~~~~_~C)ldJlUirtfN)m tIl!.ldelt)

Whi!l,. doe- Doe1l1he
(he child child have
,_Ive Rny

v8c-ClnBlionll? VRCClnRlion

record?

~
'BHSI8HC
·RHUII.lHC Y • Y••.p,..... N· No
-00·/1 Ho.p

Remarks

, - ..,-,--t--..,,,._-,,,,..._.,,

Vitamin A
(For chlld,..n 1-4
lIN'" old onl)l)

Wal the cIllld glvan
vUamln A caplule

(200,000 IU) dunng
Iha pa.' 6 month.?
(a.g. coaranUU<long
P.mbB18 ActlV~l8al

Y. V••
N -No

11M ... IMIIow)

·A'Pri!TOdOber'
~I-=-

V-y..
N· No

," doH I t'" do.. I Jm <loIIe I 1" cIOae I 2'" doH I J" dOlla IMM....

lZl10100 !OI/IUOllovI6lO1IlZ/IOIOO!Ol/lZIOII0l/16lO1

B
C
o

V.CClnallon.RK.I~ - "--- FIC
(For children 0-11 months old, write the dale when vaccination was given) (For children

(For chlldrfm 12-59 months old, put a Y if child wal given vaccination II months to
or on N il nol given) 4 lINn old)

Illhe child 0 .. '1 month. old has NO vaccination 0' the vacemallOn schedule .. NOT
followed. (SH "C" balow, Oldlhe child

lIthe child 1-4 yea.. old haa INCOMPLETE or NO veCClnatlon. (~.. "O" ~owl ,ecelve all the

I OPT I OPY- r -'-:: ..) . v~:C:a~8
belore hi. nrat

birthday?

1011y

('M "8"
Mlaw)

P

I'" "A"
Mlow)

Age

Birthday

10102100'"

!,IMloo I yy

Name

Rcdcn'DI"

.__.-.._-_... "

~

~...
y,

....a
~

I A.I B,
~

r I
c.
D,

:s
E.,~

._-----+.,_.~." .. ,,_.,

I .•-+.".'"" ,'.'" ,

Action_ 10 be hlken
If the child rl!lC'.eIV811 vd(;dlll.Uon lIervl,:ell from prlV81e clH11c8lho!lptlalll and l.l0vernment hOlpitall. lollowup Ihe child's vllcclr'l81lonl until completed
Advlle the mother to get a copy of the vaccination record Il()m lhe health flJclllly where Ihe child received the vacclMUonl or alklhemldwlfe-Ofii1e n••r••rBHSto·
make ,mother record
Ref.r or IIccomp.ny themolhlilt.nd child to the mldwlfe lor Imcp"'/I" ytljljlnJUga.
Mvlle the mother tu (;()r'lluft Iho;Tlldwtfe for compleUon of the chlkl'l vllcclnellonl

Give vitamin A capaule at once If available or /tdviIO tho molher to bring Ihe child to Ihe nellr••1hOllllh facility for the nelltlche<!uled vllamln Aaupplemenlttllon.

::j



Total number of TTY doses received

Part 11 A. Tetanus Toxoid Vaccination (TTV) for Pregnant Women

Islhe molherlwife pregnant? ~ ~

IT] Doses

FORM 1, page 2

If the woman is pregnant, inform her of the
importance of prenatal care and tetanus toxoid
vaccinations that are available at the nearest
health facility.

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): R~d~ntor Age of youngest child: 7Ft

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

When was each TTY dose received in reference Was the child protected at birth (PAS)?

to the youngest child? Check the appropriate box
PAS is defined a' uny ofrhefollowing:

TTY Dose Check the aPllropriate boxes · 2 nv doses during the pregnancy with the youngest child,
or

During the pregnancy Prior to the pregnancy · 1 nv dose during the pregnancy with the youngest child

with the youngest child With the youngest child plus 2 doses prior to the pregnancy, or

· 3 nv doses prior to the pregnancy with the youngest child

TTY 1

~ ~
TTY 2 12] Yes (Protected at Birth)

TTY 3

TTY 4 o No (NOT protected 8/ birth)

TTY 5

Part III. Family Planning Practice of Married Woman of Reproductive Age IMWRA) (MotherlWife)
The following should not be interviewed for Part 11/:

o Widowed or separated women 0 Menopausal womeno Women with ovaries and/or uterus and/or fallopian tubes surgically removed due to a medical condition (e.g. tumors. ectopic pregnancy)

-END OF INTERVIEW-

-END OF INTERVIEW-

Actions to be Taken

MWRA not wanting another child or wants to
space but not practicing family planning

Inform her of the need of prenatal care when she
gets pregnant and the available family planning
services in the health cenler in case she changes
her mind"

She has an UNMET NEED for family planning.
Inform her about family planning services and
referiaccompany her to the midwife or to the health
center.

~
MWRA practicing family planning but not

satisfied with the method she is using

She has an UNMET NEED for family planning.
" Refer or accompany her to the midwife or to the

hf'alth centerfor counseling.
-Proceed to Question #5-

~ Remind her again of the need of prenatal care and
~- tetanus toxoid vaccination"

-END OF INTERVIEW-

DYes, within 1year~
:========================:::::::

MWRA practicing family planning but using
traditional methods

Inform her of the benefits of using modern family
planning methods" Refer or accompany her to the
m,dwife or to the health cenler for counseling

sing LAM if all 3 of the following are true:
n six months old-.

menstruating). and
baby day and night without supplementation"
r applies, refer her to the midwife for counselinQ.

5. What method are you using? !1,(\ Check the aDDro~nate box

Modem Methods Traditional Methods !
,( R~ "Withdrawal

-;
P = Pills

>- CAL=Caleodar I RhythmIUD = Intrauterine Device

~ Inj " DMPA i Injectable
C =Condom

: en = Bilateral Tubal Ligation A mother may be classified as u
~ IVAS = Vasectomy 1. She has a baby less tha
.... ;NFP = Natural Family Planning 2 She ~s amenorrheic (not

3. She is breastfeeding the
~! ' LAM :::: Lactatlonal Amenorrhea Method~

If any of the above no lonlleI
L

_
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POftM 1, page 1

Date of last u

BHW:-Mr.L.MlIWOIA lothqharl
RHM: Mr. NUda Sgn Jugn
PHN: Mr. TIno 0110 Ow
Interviewer: Mr. M!lAW'A1A Totl.bor!

March 09, 2001

FAMILY PROFILE
('HMJ,\' Ht"'I'hnl For'" 1J.IIJjO]ll()(J}

Date Surveyed:
NOTE: Pl.... u.. p.ncllin completing I

the form. to facllltete updatingI

BHS/BHC;. Pinyohon He
RHU: leall,.
Mun/Clty:,~,~Nlcol41.

Province: ...Sillu

Gener.1 Inform.llon

Address: 23"~layaan St. 80rangay Plnyohan
Responden!: .. All~cla~Ea!OlU"!!I!b~.l!nL- _
Father: Rom-o E....te~bl!!..nu- _

Birthday: 01 I 13 I 196' (mmJlId/yyl Age:---H

Mother: Alicia E.teblJ.O_
Birthday: 06 I ut 19M) {mnl/(JdIyy) Age:__

Civil Status: ( ) Single (,() Married () Widow () Separated

Remarks

VltllmlnA
lFo, clllldNn 1-4
yea'" old on1n

Wa. the child given
vlI,mln A capsule

(200.000 lUI during
the pe.l 6 month.?
(e,g. G,r.nllUctong
Pambllla ActIvl1I1S)

yay"
N. No

(S.. Hf" MIow)

~r~

y

•
Y·Y..
N· No

yyyyyyy

11/10/00 112/12100 1Ol/lOlOl I111101001 lZ/lZ/OO IOt/lOlOl

y

8
C
G

Vacclnetlon.IilK.IYed~ _.__.- FIC
(For childf8n 0-11 months old. wrile Ihe date when vaccination was given) lFor cll/lt/reft

(For childf8n 12-59 month. old, put a Y it child wee given vaccination II mOlttlta 10
or an N If nol given) 4 ....,.. old)

II the child (} "months old has NO vacclnellon or Ihe vacclnallon ,chedule 18 NOT
lollowed, (S.. ·C· Nlow) Old Ihe child

II Ihe Ci"d 1·4 ytl8ra o:~e. INCOMPLETE or NO veri~llQn,lS!!_"DHJ'~l)wJ. r~~M
I -~_..."_. . vaCClnallon.

before hi' 111'111
I bttlhday?

," dOllll I 2"" dOllll I J'. do.. I ," dote I 2"" dote I 3"' dote , ........

Where doea
ooealI1ethe child child have

receive
vaccinatIOn.? any

I Birthday I vKdneUon

~ -8HSifIHC
record?

Name Age
·RHUIMHC Y-Yea
·Pnv." N. No
-Gov', HCltf)

/5.. HA H
(SH "."IHlow'
Nlowj

'MMTDDT~'

Oliver lool>ol..~ B I y

Czorlna 1091<>e100 8 I y

P.rt 1. D.lI of children 0-4 y.~re old (o-~month', old, .lIn from the eld"t)

....,

~
~
0::....
'I>

7

t
Il A.

B.
~

f I
c.
D.

'.0 E.

Action. to be taken
If tho child receives vaccination lurvlcell from prlvete CIlIll(:l'Ihollpltnll Bnd govnrnrnent hOlpllltll, followup Iho child', vlll;c!Mtlona unHi completed
AdvillO the mother to got n copy of tho vllwnntlon record from Ihe heltlth Illclllly where the child rer.olved the vocclnatlOrllor-lIlkiil8mldWlfeofihe'neere,iSHSto'"
m"k" onnthef rftr-ord
Rof.r or 1I(;(;ompony lho mc)th.r lind child 10 the mkfwlle for tmmtdll" ytlicloltloa.
Advt•• tho mother t()OOrllIUII thft mldwlfo for completion of Iho chtkl'l vaccinations,

Glva vltnmln A c:ap.uJo at once If available Of advlle thtl molhor to bfln~ Ihe child to Ihe rl"'UCl'I!I~~!~~~~~Ulty fc)r Iho nllxt Ilch&duled vitamIn Aluppleml'lnlatlon

~



Total number of TTY doses received

Part II A. Tetanus Toxoid Vaccination (TTV) for Pregnant Women

Is the motherlwife pregnant? ~ I,( [ No !

[!] Doses

FORM 1, page 2

If the woman is pregnant, inform her of the
importance of prenatal care and tetanus toxoid
vaccinations that are available at the nearest
health facility.

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): Czarina Age of youngest child: 75

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

When was each TTY dose received in reference Was the child protected at birth (PAB)?
to the youngest child? Check the appropriate box

PA B is defined as any ofthe following:

TTY Dose Check the aPllropriate boxes · 2 nv doses during the pregnancy wrth the youngest child,
or

During the pregnancy Prior to the pregnancy · 1 nv dose during the pregnancy with the youngest child
with the youngest child With the youngest child plus 2 doses prior to the pregnancy. or

· 3 1IV doses oriar to the OfeQnancv with the vounaest child

TTV1
1-= ~TTY 2 ! 1====

DYes (Protecled.1 Birth)

TTV3
i=== =

TTY 4
1==-= - [2] No (NOT prolected .1 birth)

TTV5

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)
The following should not be interviewed for Part /II:

o Widowed or separated women 0 Menopausal womeno Women with ovaries andlor uterus and/or fallopian tubes surgically removed due to a medical condition (e.g. tumors. ectopic pregnancy)

rr;J Remind her again of the need of prenatal care and
Yes -- tetanus toxoid vaccination.

-END OF INTERVIEW-

Actions to be Taken

Inform her of the need of prenatal care when she
gels pregnant and the available family planning
services in the health center in case she changes
her mind.

-END OF INTERVIEW-

MWRA not wanting another child or wants to
space but not practicing family planning

She has an UNMET NEED for family planning.
Inform her about family planning services and
referlaccompany her to the midwife or to the health
center.

-END OF INTERVIEW-

MWRA practicing family planning but not
satisfied with the method she is using

She has an UNMET NEED for family planning.
Refer or accompany her to the midwife or to the
health center for counseling.

-Proceed to Question #5-

MWRA practicing family planning but using
traditional methods

Inform her of the benefits of using modern family
planning methods. Refer or accompany her to the
midwife or to the health center for counseling.

.s USIng LAM if all 3of the lollowing are true:
ess than sii< Inonths old,
eic (not rnen:;truating), and
Ing the bao\,' day and night without supplementation

o lon!ler applies. refer her to the midwife for counselinll.

Des. within 1year~

1. Are you currently pregnant? (See response to Part IJ A)

5. What method are you using?

~~ Check the appropriate box

Modem Methods Traditional Methods
..- p =Pills rl ~ '" Withdrawal....
- IUD = Intrauterine Device CAL=Calendar "_Rhylhm

- Inj =DMPA I Injectable
C =Condom- BTL =Bilateral Tubal Ligation- A mother may be claSSIfied

- VAS =Vasectomy 1. She has a baby I
NFP =Natural Family Planoing 2. St'le IS amenorrh- 3 She is breastfeed; LAM =LactatIonal Amenorrhea Method

I If any of the above n--
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FAMILY PROFILE
FORM', IHI~ 1

II II r "%~;mm ,;, III' 1~lm Ii
, .. --~~~- ~ --~Date of last update:

NOTE: Pie••• u.e pencil In completing
the forma to facilitate updatingI

,:"",~S,UI8HC; . ",E,:'; ~~~ I:: ~"'_"_"~"-~"",~,,',:~:::=_:"~harl
MunICity:..SAn~I~L PHN: ._, _'n•..Mr1...'IirML.'...bt_IO'-CllolN(;JUz....... _

I Province: ,Sulu Interviewer:....,A\ra. Mlh3QI'OlO Tgtlqborl

r --- Dale Surveyed: March 09, 2001

Oener81lnfonn.tlon ("lUII.\' Hl"I'lI"d }-'m", ,n III (j.'r,!'HJ/

•
Address: ,.JZl, Motapang.5t. ",,~~P[Jjin¥upQWhonlollL _

Respondent Uta Natlvldld.
Father: ,.CarUto NJitlvldad .

Birthday: 10 /12/ 1973 Immlddlyy) Age~

Mother: Lito Natividad
Birthday: Q6 /17/ 1974 (mmldcmJ AQe -
Civil StatU8: ( ) Single (01) Married () Widow () Separated

Action. to be taken
A. If the child receIVes vlIcclnllt/on lervtcea from private dlniClllhQlpllarll and governmenl hoapllall, fotlowup lhe Child', vncclnalionll until (;(Imploled
B. Advi.. the mother to gel a copy of the vneclnntlon rocord from the hctlllth facility where the child mcelved Ihe vacclMlIo"l or 1I8k tl18midWfflloftt..'neill;:e.iBHS'tO

make llnolher record
C. Refer or .cc;omp.n~ lhemother lind l?hlldlolhe mldwlfefQr _at,." raqlo.rton,
D. Advilltllhe molhe, Ie) cO;~iiujt'ihe rnldw~. ror l~mpIClUor~ of the child'. vaccination.
E. Glvo IIltllmln A c.:apllule III once If IIvallablo (lr IIdvl,. Ih.. molhor to bring tho child 10 It,e near.,'1 hClllllh f.cUily for IIle 00)(1 I(:t!ndulftd vltllmln Alluppk!monleUon
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MMTooFv
MGcy \102196 -ty

AQI"Of'I 03 2800 •

Tiffany lEiI •
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ETE or NO vac:anatlon, (... 'D'l»Io~),. rllC8f\lfl aIIlh<J the pall II month,?
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l"doM 2"" dOle )'" doae r... ·E·IMIo.)
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Part II A. Tetanus Toxoid Vaccination (TTV) for Pregnant Women

Is the motherlwife pregnant? ~ fji[ No -I
Total number of TTY doses received ~Doses

FORM 1, page 2

If the woman is pregnant, inform her of the
importance of prenatal care and tetanus toxoid
vaccinations that are available at the nearest
health facility.

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Name of youngest child (0-2 years old only): :l"r" tc',. Age of youngest child: ..

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

TTY Dose

TTY 1

TTY 2

TTY 3

TTY 4

TTY 5

When was each TTY dose received in reference
to the youngest child?

Check the appropriate boxes

I
During the pregnancy

with the youngest child

------Was the child protected at birth (PAS)?
Check the appropriate box

PAB i, defined a, any a/the/allowing:
2 nv doses during the pregnancy with the youngest child,
or
1 nv dose during the pregnancy with the youngest child
plus 2 doses prior to the pregnancy. or
3 TTV doses rior to the r nan with the

[2] Yes (Protected at Birth)

o No (NOT protected at birth)

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)
The following should not be interviewed for Part III:

o Widowed or separated women 0 Menopausal womeno Women with ovaries andlm uterus andlor fallopian tubes surgically removed due to a medical condition (e.g. tumors, ectopic pregnancy)

~
Remind her again of the need of prenatal care and

Ves '- tetanus toxoid vaccination .
...-END OF INTERVIEW-

-END OF INTERVIEW-

-END OF INTERVIEW-

Actions to be Taken

MWRA practicing family planning but not
satisfied with the method she is using

MWRA not wanting anolller child or wants to
space but not practicing family planning

She has an UNMET NEED for family planning
Refer or accompany her to the midwife or to the
health center for counseling.

-Proceed to Question #5-

Inform her of the need of prenatal care when she
gets pregnant and the available family planning
se rvices in the health center in case she changes
her mind.

She has an UNMET NEED for family planning
Inform her about family plann ing services and
refer/accompany her to the midwife Or to the health
center

~]

I

[]~}-

Des, within 1year~
~=======================:;

9ves, after 1y~

1. Are you currently pregnant? (See response to Part /I A)

MWRA practicing family planning but using
traditional methods

Inform her of the benefitS of using modern family
_ planning methods. Refer or accompany her to the

midwife or to the health center for counseling.

as using LAM jf all 3 of the following are true:
es'S the" six months old,
eic {not menstruabng), and
ing the baby day and night without supplementation.
lonller applies, refer her to the midwife for counselinll.

5. What method are you using?
{,(\ Check the box

Modern Methods Traditional Methods
P ~Pills H~ ~ Withdrawal

"""" IUD =" Intrauterine Device CAL~Calendar I Rhythm

""""
"

""""
InJ ~ DMPA II njectable

""""
C ~ Condom

""""
BTL ~ Bilateral Tubal Ligation A mother may be classified

VIoS ~ Vasectomy 1. She has a baby I

""""
2c She is amenorrh

7-
NFP ~ Natural Family Planning 3. She is breastfeed
iLAM ~ Lactational Amenorrllea M<llllod If any of the above no
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Gener.1 Information FORM 1.1NI~ 1

Dale of last updatAc,; .- I

FAMILY PROFILE
C"Mls Hn-Jl~~~.I""ttjm II} rJ~'I1t1OI

NOTE: Pl.... u.. pencil In completing
the forma to facilitate updatingI

BHS/BHG;. Plnyo.[§han~H IBHW: ._---Mr:L.M ilQ8I'OSQ.I1rtI.qharl
RHU: K41~ RHM: Mrs Nllda~,.!IlJ.IIIuanillL _

MunICity:......~.SGft Nicola; PHN: ...._...u~.~._.Tlna I)clQ,.Cruz

-~.':£~'.!c,!: sUtlC Intervlewer~.I._MIIGQl"lWlTotlqborl
Date Surveyed: June 22,-=2:..::00-=..-1 _

Age: 26(mrnlddiy~)

Address:tl~_~t,"~}'-,-P,-"lnyoh~~Qfl,-,--- _

Respondent: !.any Carlos

Father: P&dro Carlos
BIrthday.: 02 I 17 119m

Mother: 1.afty Carlos

Birthday.: 03 I 13/ lin ~mrnlddiyy) Age: 24
Civil Stalus: ( ) Single (,I) Married () Widow () Separated ,

~n"

Fie Vllamln A
I was gIVen) (Forc/llldl'M (For chlldl'M 1-4
Icclnatlon II month, to yg... old only)

4 yg... old) Was Ihe Child gIven
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before hll nrllt y. Yee

Me..I.. blf1hday? N" No,..., IS.. "e" IM/ow}

Y • Vee -~II OctotH,r
N· No ~ --=-_.

N N N
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i
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i
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y
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o

y

Vacclnatlone 1ltece1Y8d
(For children 0-11 months old, write the date when vaccinillio

(For children 12-59 monlhs old, put a Y If child was gillen v
or an N If not given}

II the child 0- t , monlha old hae NO ¥acclnaUon or the ¥lICCll1alion acl
tollo_d, (5.. "e-~w}

litho child '-4 Yllar. old hIS INCOMPlE TE or NO vACClnaUon, ~S..
I DPT I Opvo.

Action. to be talk.n
If tho cl1l1d receivfJlI IIlIcdrlalion lIervlces Ifum prll/Hle dir,lcaJhoapllltlllllnd governmenl hospItal!!. followup Ihe child's VIll;(;l!IIII'ons unlll l;ompletod,

Advise the molh.r to get /I <:opy of the I/II(;cinllUon record from Ihe health fllcUlly whet.' the child rl1coil/OO the vllcc:lnllllonl or ask Iha nUdWI;oofthe neutr811 BHS'lo
mllke Rnothe, record.

Refer or IIr.('.(lmplllny 11'18 molhe, lind ,ch.lldlO Ihe midwife for 1m_It" V1CCltMtJqo.
Advise tho moih~;rlo'-c;o;l;;;:;il"'ihem'ldwife for cOmpletion of the child', vucclnatkma

Glvl!t vitAmin A caplule .1 once If /Iv.illibio or advllCltho mother to tmng 111-. child 10 III., rllllfJrtJ1l1 hnnllh luclltty lor 11m "~,xl 8d~fl(!ul/ld vllarrlln A !Iuppll!lmentlttlon

Where doee Doeethe
the chlkl chlkl h,¥erlCltlve

¥Icclnallone? any

Blrlhday [
vacdnaUon

record?
Name I Age ~ 'SH5JBHC
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FORM 1. page 2

Is the motherlwife pregnant? If the woman is pregnant. inform her of the
importance of prenatal care and tetanus toxoid
vaccinations that are available at the nearest

Total number ofnv doses received [!] Doses ..h_e_a_lth_fa_C_ili_ly_. .....

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old only

Part II A. Tetanus Toxoid Vaccination (TTY) for Pregnant Women

~rr~

Name of youngest child (0-2 years old only): Diego Age of youngest child:~

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

When was each TTV dose received in reference Was the child protected at birth (PAB)?

to the youngest child? Check the appropriate box
PAB i, defined as any ofthefollowing.

TTVDose Check the ap~ roprlate boxes · 2 nv doses during the pregnancy with the youngest child.
or

During the pregnancy Prior to the pregnancy · 1 nv dose during the pregnancy with the youngest child

with the youngest child with the youngest child plus 2 doses prior to the pregnancy. or

· 3 nv doses prior 10 the preanancv with the vounQest child

TTV1 ~ ~
TTV2

i=== ~
o Yes (Protected.t Birth)

TTV3
I====- ~ 12] No (NOT protected at birth)TTV4

=I~

TTV5

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)
The following should not be interviewed lor Part 1//:

o Widowed or separated women 0 Menopausal womeno Women with ovaries and/or uterus and/or fallopian lubes surgically removed due to a medical condition (e.g. tumors, ectopic pregnancy)

Actions to be Taken

~
Remind her again of the need of prenatal care and

Yes- tetanus toxoid vaccination.
-I=Nn OF INTFRVIFW-

1. Are you currently pregnant? (See response to Pari II A)

yo/unsure

-END OF INTERVlFW-

Inform her of the need of prenatal care when she
gets pregnant and the available family planning
services in the health center in case she changes
her mind.

She has an UNMET NEED for family planning
Refer or accompany her to the midwife or 10 the
health center for counseling.

-Proceed to Question #5-

-END OF INTERVIEW-

She has an UNMET NEED for family planning.
Inform her about family planning services and
referlacccmpany her 10 the midwife or to the health
center.

MWRA not wanting another child or wants to
space but not practicing family planning

M"WRA practicing family planning but not
satisfied with the method she is using

Des. within 1year~
:=======================~

Yes. after 1~

M"WRA practicing family planning but using
traditional methods

Inform her of the benefits of using modem family
planning methods. Refer or accompany her to the
midwife or to the health cenler for counseling.

ng LAM II all 3 of the following are true'
SIX months old,

menstruating). and
baby day and night without supf>lemenlation.
r applies. refer her to the midwife for counseling.

5. What method are you using?

I
/,,\ r.hAt"k

Modem Methcds -- Traditional Methods

- p = Pills HW = W~hdrawal f---'
IUD = Intrauterine Device CAL=Calendar I Rhythm- Inj = DMPA I Injectable-

- C =Condom

- BTL = Bilateral Tubal Liga~on
A mother may be classified as uS!

- VAS = Vasectomy 1. She has a baby \ess than

- NFP = Natural Family Planning 2. She IS amenonheic (not
LAM = Lactational Amenonhea Method 3. She is breastfeeding the

I If any of the above no lange
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,"ORM 1. PIliit' 1

Dale of last update~

FAMILY PROFILE
I-JIMI."; Jln'lwd F!lrltt III it} IJ;I!()O/

NOTE: Please u.. pencil In compl.tlng
the forma to facilitate updatlngl

BHS/BH~ Plnyohan He BHW:. Ma. MIIAQI'OIA TatloDjhgrl
RHU: ICAlineo RHM: _...._... Mrs Nlida. San Juon
Mun/City San NicolAI PHN: ,---Mr.l.....T..!clncl..-JOcJo.............Cg.:CUZ--. _

I Province: Sulu Interviewer Mr., MlIIIQl"OsQ Totlqbarl

Dale Surveyed: June 22, 2001

Age: 32

Age. 30

) Widow () Separaled

imnl/<l<J/YYI

Generallnform.llon

Addres8:,,_1tj~9IClyaOl'!St, lIorangoy Plnyahon
Respondent: Marlch!.l.....Sal'I.......t....o...I _

Father: AlJplo$Qltta _

Birthday~ 114 11968
Mother:MgrI~~~ _

Birthday: 06 I 241 1970 Imnl/'kliyy)

Civil Status: ( ) Single (,() Married

Part I. Data 01 children G-4 y.are old (0-58 monthe old, .tart from the eld"I)

Action. to b4t tak.n
A. II Iho child receives v(tCClnlt\lon !IorvlCl:I!I Irorn private (;lini<;!I/hmlplhtls lind !Jovnrnr"",,1 hOl!lplhtls. lollowup Ih6 child's vacclnallons unlll completed.
8. Advillo Iho mother Ie) gel n copy 01 the vaccln8110n record from Iho hullh fflcUlly where Ihe child rOGolvedlhi:t ....ccinllllon. or ask Ihe mldwlie~of Ihell_aieSI BH"S'lo

mAko Ilmllher record
C. Rol"r or ncr.olllpltny th~ me)thof lind child tolh. mldwlle lor fmmtdl.Ct Y'CiF'o.tJoo.
D, Advl1'IC' the molher to (;(mluU tho mldwlfo lor oomplollon lIf It,. child'. Vl!lccln.llona
E. GIVt.! vllAmln A clIp.ul....1(m.~.lf nVllllllblo or IIdvlllfllhlJ molh..r l() bring lht! cllllc:llo Illn n«lnft.llli 11~ItI.th lI.clllly lor lhl) nnxi !I(;hedulftd Vitamin Allupplementallon .
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FORM 1. page 2

Is the motherlwife pregnant? If the WDman is pregnant, infDrm her Df the
importance Df prenatal care and tetanus tDxoid
vaccinations that are available at the nearest

Total number of TIV doses received mDoses Lh_e_a_lth_fa_c_ili_ty_. ....J

Part II B. Protection at Birth (PAB) against neonatal tetanus: For women with children 0-2 years old Dnly

Part II A. Tetanus Toxoid Vaccination (TTY) for Pregnant Women

~~

Name of youngest child (0-2 years old only): Cecille Age of youngest child: 10 m

Complete this table only if the age of the youngest living child is 0 to 2 years old (0-35 months old)

When was each TIV dose received in reference
-

Was the child protected at birth (PAB)?
to the youngest child? Check the appropriate box

PAS is defined as any ofthe following:

TIVDose Check the appropriate boxes · 2 TTV dDses during the pregnancy with the YDungest child,
Dr

During the pregnancy Prior to the pregnancy
I · 1 nv dose during the pregnancy with the youngest child

with the youngest child with the youngest child plus 2 doses priDr to the pregnancy, Dr

· 3 nv doses prior tD the PreQnancy with the YDungest child

TIV1 ~
TIV2 :z i===

D Ves (Prolected at Birth)

TIV3
~ i== [2] No (NOT proleclod at bIrth)TIV4
= i===

TIVS

Part III. Family Planning Practice of Married Woman of Reproductive Age (MWRA) (MotherlWife)
The following should not be interviewed for Part tr/:

D Widowed or separated women D Menopausal women
D Women with ovaries and/or uterus and/or fallopian tubes surgically remDved due to a medical condition (e.g. tumors, ectopic pregnancy)

Actions to be Taken

Inform her of the need of prenatal care when she
gets pregnant and the available family planning

~
services In the health center in case she changes
heT mind.

-END OF INTERVIEW-

MWRA not wanting another child or wants to
space bur not practicing family planning

She has an UNMET NEED for family planning.
Inform her about family planning services and- refer/accompany her to the midwife or to the health
cp.l'1ter.

-END OF INTERVIEW-

~
Remind her again of the need of prenatal care and

/ Yes tete-nus toxDid vaccination
Y -FNn OF INTFRVIFW_

Yes, after 1 year Des, within 1 year

1. Are you currently pregnant? (See response 10 Part 1/ AI

4. Are you satisfied with the FP method you are using? MWRA practicing family planning bul not

+ +
satisfied with the method she is using

She has an UNMET NEED for family planning.

~ y=;- - Refer or accompany her to the midwife or to the
health center for counseling.

-Proceed to Question #S-

5. What method are you using?

\
I MWRA practicing family ptanning but using

(.... \ Check the annrnnriatA hny traditional methods
Modern Methods i Traditional Methods

P = Pills HW = Withdrawal Inform her Df the benefits Df using modern family
~

~ CAL=Calendar / Rhythm - planning methods. Refer or accompany her to theIUD ;;; Intrauterine Device
I-

Inj = DMPA I Injectable
midwife or to the health cenler for counseling.

r-
C = Condom

F--
BTL = Bilateral Tubal ligatIon A mother may be classified (IS IJsing LAM if all 3 of the follow1l1g are true"

r- 1 She has a baby jess tha n s~"X months old,

i-
VAS = Vasectomy 2 She is amenorrhejc rnot menstruahng). and
NFP = Natu'al Family Planning 3. She is bleastfeeding the baby day and night WithOut supplementallon- LAM = lactational Amenorrtlea MethO<J If any of the above no 10nQer applies, refer her to the midwife for counselinQ.

I -----
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Barangay CBMIS Tally Sheet Answer Key-Form 2
BAranl1r: ..:.'..::In:,:jYt..:a:.:.h:=an:.:.. _
BH~BHC: .:.P.:.:ln::Jy;.:ah::an=.:. _

MunlC,tr: San NI~I..
RHM: "". Hilda San Juan
Dlw: June 21. 1001
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I 1 J 4 1 11
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. C....ldt." (). ..8 moMh. oW ""'~ NO ..tiM..... Df""
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J 1 J J 4 15
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, C!I~drO" 9-11 'non.... old who .... fuly Immunued
1 J 1 .- 5 16
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TOTAL ....."louot_f-II_ ....
6 , , 13 IS 51

(Ium 01" I 2., J • 4)
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S Ch,ldron f yo" old ( I J- B ....."',>1) ...".

0 4 4 J 1 IlINCOMPl£Ti or NO~_ ac III

o.~dr.n I y• ., old ( IJ-B """"'''1) who ... 1 ) ) 1 1 11r u,ly Irnrn",,,..d C.........n (flO

OTALn_oll ,...oIdc_(I~H_
1 7 7 5 4 15

(0..... IIU I" ')
C. Vitamin A euppI~tatJon .tatUI of

chlld,..n 1-4 ...I't old {I 1-59 month.)
Ch~dron 1 -4,.... old (11 ~, mon'hll NOT ...n

) 4 ) 1 1 14
Vlt¥nln A. £jpl-v-' dur;,. "'" pUlt II. moncr..

8 Children I • yOa" old (' I ~' ....."'htl GIVEN , 7 • 7 9 40
VI..,n,n A I~" ,,- "',..... on. pMI II. "'omII\

TOTAl "_"',hIIoI_ 1-4,.... eId 12 II "
, II 54tlZ-1t mont.... olcI) tN'" or., •I)

I A. T.tanul TOllold Vacd"atton StatUI of
pre."a"l modterlwl'.

• Pr • .,,"," w,tI> NO TT .... '""" n I only I 0 I 1 1 ,
-0 ' •••n ...". WI." T'T1 .. I I :1 ) ) 10

'OTAL_"'~__''''
1 1 ) S 5 16(tuM"'." .. 10\
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Form 1.,..,. 2
...

eHW BHW BHW BHW IlHW BHW IlHW eHW BHW eHW BHW eHW IlHW eHW IlHW eHW BHW

TARGET GROUPS I 2 ) ~ 5 6 7 B 9 10 II 12 13 I~ t 5 16 17

Purok: Tour

II B. Protection at Birth

II. Children Protected at Bi rth 1 6 9 5 I" ]7

12. Children Not Protened at Birth " " ] 10 ] 2"

Sum 011# II & 11 7 10 12 15 17 61

ilL Family Planning and Nonpregnant Harried

Women of Reproduttive Age (f"IWRA)
13. MWRA not wanting to have it ,h,ld or wanu to

0 2 ] I 2 8$p:l<:e but NOT pra«icing lamily planning
l~. MWRA pr.oCtH;ing family pl.nning but NOT

I 2 I I 2 7$.t1sfied With the method .he i$ ...ing

15. MWRA w.nting a child with'n j year 0 ] 2 .. 2 II

t6. MWRA pr.oetic ing famIly pl.nning and .. 5 7 .. 7 27sa.tisfied wkh the method she is usmg

TOTAL number of nonpregnant HWRA
5 12 I] 10 Il 5]

(sumof# 13,14, 15& 16)

FP Methods Used by Current Users

P Pill. ] 2 2 2 ] 12

IUD lnttlluter~ne Device 0 I I I I ..
INJ DMPA Iinjetuhie 0 I I I 2 S

C Condom 0 I 0 I 0 2

BTL Bilateral Tuballiption I I 0 0 0 2

VAS Va.ectomy 0 0 0 0 0 0

NFP Nawral Family Planning 0 0 I 0 I 2

LAM Ucr.ational AmMOrrhea Merhod I 0 I 0 I ]

W Withdrawal 0 0 I 0 I 2

C Calendar 0 I I 0 0 2

TOTAL FP Methods Uocd by Current u ...
5 7 8 5 9 ]4

-(should equal the sum 0(# 14 & 16)



Catchment Area CBMI S Tally Sheet Answer Key-Form 3

BHS/BHC: Piny....an
Mun/City: San Nicol..

RHM: Hr•. Nllda San Juan
Date: 'une 22, 200 I

~
~

~
'k>'

~r
l
:-

f
.~

s

......... ~ ... ~ .
B.,.,...._y ..,.....,.

"n/l"~ kt"'lI'r larllhpy

TARGET GROUPS
piOl'ahan lJlug

Total

IA. Vilcclnatlon .tatu. of children 0-11 Num~r P.run1 NumtMr- P.,.r::.nt Number Per,.nt Number Percent Number fl'er<em Number Ft.rclnt

month. old IN) (N"YUQlIIICXl) eNj cN"IUlIl~ IUllt eNI IN·I(I~~IOOl IN) IN·I~.lIli,1()) IN) 11"4·lot•• IOOJ INj IN"l.ouJ.'OOI

I Children 9 II mondl, old With INCOMPLETE or
11 1]" 1 11" 19 20"

NO ••(CIr,ollon II III
r-~

~_ Chi Idr..n 0 e monun ok! wuh NO vl.(.cinlition or wkth
9 11" 16 ]1" 15 11"

,,,commended YI«ln.tlon Khodulo NOT followed

3 Children 0 8 monlh' old with recommendod
IS "'" 14 U" 29 ll"

viIo(cination uhedut. foUOW'~

~. Children 9 I I month' old who Ir. Fully Immuniled 16 31" 5 12" 21 22"Children (FIC)

TOTAL num..... ofchlldron C)..11 mon.... old
52 100% 41 100% '4 100"(Ium of. I 2,).4)

lB. Vacclnatlon ItACu. of I year old Numbor Fierc.nt Number P.r"Cilt'll Number P."(.O{ Number P.rc.:enl NLJm~r P.r,.nr. Numbt,. P.runt

chlldl"4!n (12-2] months) (N, IN·r ..... lOOI iNI IN·I,....... tOO} IN) IN' 11JI.M'" 100, INI IN"h;tUt.~~ 1"11 IN. Tut-.... IOO~ IN) c"'·"l~IOO>

5. Children I yeAr old (12·~23 monlh'l With
Il 51" 14 4'" 17 50%

INCOMPLETE or NO YIC<trlltlon II all

6 Chlld,e., I ye., old (I],.. 2l month.) who ere
11 4'" IS 51" 11 50%

rully I"'mu",u,d CMd,en (fIC)

OTAL n..mto.. of I ye" old chlldron (1)",31 montIlo 15 100% 2' '00" 54 100%
(tum of' S" ')

IC. Vitamin A supplementation .utUi of N\.lmbe, p".,'C.,~ NUfnbo' p~·t ....t: Nutnbtw- Pe-rt.nc NumtMtt P.,'C.ft4 Nurt\bet P.rt.,.. N1.lmMr Pe('Cent

children 1-4 run old (11-59 monchll iN) 1,,,·l~,,,~IOOl 1"11 IN.T ....... II)(I. INI t"'·h,'.... 100) IN) 1,..·1........ 100) ,N) (~... h""".IOO, INI IN" 'ou&lIOO,

17. Child,,,n I ~ y..... old (12 S9 monlh,) NOT ""on
14 16" 15 ]1" 19 ]1"

VltAl11i" A (liP'''.' durtnl ch. D.'C '''I montht

II Ch,ld,"n I ~ y"... oldl12 S9 ffl<)n\h'l GIVEN 40 14" 14 61" 64 69"VIUlnUl A I .aP,I,l" dur"'1 th, ~.~ ••• ~tt11

TOTAL " ..m ..... ohhl........... ,..,. old
54 100% 39 100% 9J 100%

( 11~ 59 ,"on'''' old) hum Df.7" I)
II A. T.tlOt'UI Toxoid Vaccln.t~nStatus of Numt"i P'.h ...h1 Num~f r.rUfil Nurub.' P'HIU'l NUl1ItNiI r.r(.m Num....' r ...'(Clflt NLlIllt,.. P.rUnl

~_--1'r"ln.ntmother/wife IN) IN- t·"eoI.ICCt~ ("II ~N I I ....,.. ft." (NI ~ ... ~t'~''''.IOOI ("I) ~N' t"'-.loI)CJl (NI iN·t ...... ftJn"1 (NI IN.t........ IDtlI..
9 f',"!t'''''' .."h NO T'T ......Ill> TTl ""I)' , ]." , 4]" 15 4'"

lOP, ".'w" ....h Tf2 • 10 63" 11 57" 11 59"

L .TOTAL_of"".......~lwlfo 16 100% 21 100" ]7 100%
~__ ~~__ (IUm a4'. (, • 101 ---_..- __....J ___ ,<,_,"", ..,,~,""___, ..__<_,,_

~-,,-----
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Form J. pall'" 1

Barangay Barongay Banngay Barangay Barangay
TARGET GROUPS Pinyahan Ibaro Total

- -

II B. Protection at Birth
Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent

(N) IN+Total.IOO) (N) (N+Totall< I00) tN) (N+Tot<llb:IOO) (N) (N+TouIKIOO) (N) (N+TonlxIOO) (N) (N1"Tota~l(IOO)

II. Children Protected at Birth 37 61% 32 65% 69 63%

12. Children Not Protected at Birth 24 39% 17 35% 41 37%

Sumof#II&12 61 100% 49 100% 110 100%

III. Family Planning and Nonpregnant Married Number Percent Number Percent Number Percent Number Percent Number Percellt Number Percent

Women of Reproductive Age (MWRA) (N) (N+To~ab;IOOl (N) (N+Total.IOO} (N) (N+Totalx IOO} (N) IN ...ToulJ( I 00) (N) (N+TouhcIOO) (N) (N+TotabdOO)

'3. MWRA not wanting to h~ve ~ child or wants to
8 15% 9 27% 17 20%

.. 'f'a~ebu t t\l()Ty,all~ci,'g!~rni!r.yi.ll,nil~_
- I- •••• ,.OO<_••••••• ,,_,~ ....... 1- ................._-_... c--....

14. MWRA practicing family planning but NOT
7 13% 4 12% II 13%

._ ..........~~tisfied ~ith_:"e method she is using ---
IS. MWRA wanting a child within I year II 21% 8 24% 19 22%
_._--_. ...__.
16. MWRA practicing family planning and

27 51% 12 36% 39 45%satisfied with the method she is using

TOTAL number of nonpregnant MWRA

0~0 100% DDD DD0~(sum of# 13, I~, 15 & 16)

FP Methods Used by Current Users

r- p Pills I 12 35% 3 19% 15 30%

II
IUD Intrauterine De~i~e-----II 4

I
12% I 2 13% 6 12%

--

INJ DMPA / Injectable 5 15% 5 31% 10 20%
... , ..........._.._..._....._........__......... - .. , ....~~.._.....~_.._-~-~

C Condom 2 6% 3 19% 5 10%
......._--

BTL Bilateral Tubal Ligation 2 6% I 6% 3 6%
..._- -_....

VAS Vasectomy 0 0% 0 0% 0 0%
..- ..._._.-

NFP Natural Family Planning 2 6% 0 0% 2 4%
___ ._ ..... __ ......_..'-_.'_.."_'0_- . __ .....__.

LAM Lactational Amenorrhea Method 3 9% I 6% 4 8%

I
- .. -

W Withdrawal 2 6% 1 6% 3 6%

I
----_..

C Calendar 2 6% 0 0% 2 4%

TOTAL FP Methods Used by Current Users

0~0~DDDD D 50 100%
*(should equal the sum 0'# 14 & 16)



Facilitator's Notes

Session 10: Health Facility Assessment

Overview

This session prOi.'ides p'lrticiparlts with an ot't'n>ie-u' of the DOH's Smtrong Sigla ctTtifiel1ti07i pr<>.\"Tam

and practical experil?1lCe in 11ssessing .,.facility IIsirrs ti,e St'~r..assessmt,,'t cllnklist NSt"d on Srotrong 5i~IJ

qllality standl1rds. Tirey also gail! experinlCe ill using a summdry tablt' to ::,umrrum:t' a fad!ity 's deti.. ic'rf'

cies and areas for imprOl't'fflt'1lt.

Duration
3 hours. 45 minutes

Timing
15 minutes

45 minutes

2 hours

45 minutes

Planning Notes

Briefing

Prepare for assessment

Field practicum: Health iacility assessment

Plenan' presentation

It is imperativefor tJre.folCilitation team to prepare the Jogisti....s fvr this sc""Ssioll uvIJ in adN!1Cl'.

1. The primary planning task is to coordinate with health staff in charge of the area where
the field practicum will take place. Consult with them regarding the:

• selection of relatively accessible areas where teams can carry out facility assessments;

• aYailability of a sufficient number of BHWs and RHU staff to acrompan~' the teclJllS;

• timing of the field practicum, with the goal of ensuring access to the selectl"d facilities.

2. In addition, anange for.

• a sufficient number of vehicles to transport the tearns to and from the designatl"d areas;

• snacks for all participants;

• pick-up points where participants will assemble for their retum trip to the workshop

venue.



3. Another important planning task is to group the participants and assign each team to one
of two types of facilities: a barangay health station and a rural health unit/health center.
Be sure to group rural health unit/health center participants together and assign them to
assess an rural health unit/health center. Also, group barangay health station participants
together and assign them to assess a barangay health station. Any CHD or Provincial
Health Office staff members participating in the session should join a team for the assess
ment, but advise them to allow the participants to take the lead role.

4. In addition, print two copies of the CAST template on acetate, for two teams to present in
plenary, using an overhead projector.

Facilitation Notes

All aspects of the field experience--from planning for the field practicum to carrying out the assessments

provide important lessons for team members.

1. In opening this session, give a plenary briefing that includes the following points.

• Remind the participants about the importance of evaluating their facilities' prepared
ness to respond to unmet needs identified by the CBMIS as well as their level of pre
paredness for Sentrong Sigla certification.

• Present the session's objectives and underscore the importance of meeting all the
minimum standards for certification as an Sentrong Sigla facility. Be very candid in
explaining how to conduct a self-assessment. Make sure the participants understand
that they must treat each item in the Facility Self-Assessment Checklist (FSAC) with the
respect it deserves, as the assessment data will have an impact on the interventions
planned.

• Present the materials that the participants will use during the session. Ask them to
make sure that they have all the materials listed in their session guide. They should
have two types of Quality Standards Lists-one for an rural health unit and another for
a barangay health station-and two corresponding FSACs. Make sure that the teams
understand that they will only use the Quality Standards List and accompanying FSAC
for the type of facility they will be assessing. Suggest that they keep the Quality Stan
dards List and FSAC for the other type of facility for their reference.

• Share the team assignments and the name and location of the facility assigned to each
team. If vehicles are availabler tell each team their vehicle assignment.

• Let the participants know that two teams will be selected to present their field
practicum experience in plenary, although all teams will be required to submit their
FSAC and Causal Analysis Summary Table (CAST) forms to the facilitation team.

• Explain how to complete columns A-D of the CAST. Explain also that these are the only
columns the participants will need to complete during this session.

• Advise the team to get back to the venue as soon as they are finished and work on
filling out columns A-D of their CAST.
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2. When the teams have returned to the workshop venue and completed their CAST, visit
each team and briefly review its FSAC. Point out any possible errors, inconsistendes. or
vague entries in the FSAC.

3. Choose two teams to present in plenary and ask them to fill out forms on acetate fur- use
with an overhead projector. U they have made changes based on your suggestions, ask the
group to use a different color pen to highlight the changes.

4. In plenary, one team will present its partially completed CAST for an rura.I health unit!
health center; another, its CAST for a barangay health center. Allow an average of 20-25
minutes for each presentation, including questions and answers. Promote discussion by
encouraging the participants to raise questions and issues regarding the presentation and
the process of carrying out facility assessments and filling out the CAST. The person doing
the presenting should remain standing to answer questions raised by the other groups.

5. Remind the participants that the goa) of this exercise is to prepare them for doing assess
ments of their own facilities, and that now they should be able to identify aU deficiencies.
problems, or areas for improvement accurately.

6. In closing this session. collect the FSAC and CAST for each facility assessed. Give these
forms to the relevant facilities, for their use in reviewing their compliance with Sentrong
Sigla quality standards.
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Facilitator's Notes

Session I I: Planning for the Community Survey and
Facility Assessment

Overview

During this session, the participants prepare thrir initiJll community sunvy andfQcility asX"Ssmrnts. Th~
CTeJlte a prioritized list ofthe barangays where they utili implmrrof community su1'Ly"fls and facility

assessmrnts. Th£y tk'otlop II work and fil1Jll'lciJd plan andpr~f it in plmary fo their ilurL;;}WP rollNS:-J~

and a ptmLl ofCHD stlljJ, who must apprtJVI! the plans. An important facilitDtor's task in this ~ion is to

guide eoch ttllm in fimnulating an objectivefor its initial community suroty andfluility QSst'SSmrnt tffort.
The firJJll activity in this session involves grlting agrttmt1tt from all participants on tarsrl datt'5- .for the

Phase II training workshop.

Duration
about 4 hours, 30 minutes

Timing
15 minutes

15 hours

30 minutes

2 hours

15 minutes

Briefing

Prepare plans for the survey and assessment and prepare
visual aids for the plenary presentation

Practice plenary presentations and re\'ise

Present LGU plans in plenary

Set target dates for Phase II training workshop

Planning Notes

Preparingfor this session ahetui of time will improve the review process. strrngtkn tt'tlm lnrning. and

help the session stay on scheduLt.

1. Before the session, ask the CHD staff to create a panel to review and approve the work and
financial plans that the teams will present in plenary. The panel members must acti\'ely
critique the plans before approving them. These suggestions will benefit all of the
workshop's partidpants.

2. Prepare a schedule for the plenary session, which should include a brief introduction of
team members by each LGU and a I5-minute open forum for questions and answers from
the participants, facilitators, and CHD panel.

PREVIOUS PAGE BLANK



Facilitation Notes

Encourage the participants to raise questions in their groups and in plenary regarding the process of

developing a work and financial plan for their community sur'l'ey and facility assessment. Remind them to

refer to the Instruction Sheets if they have questions.

1. Ask the teams to start the process of prioritizing barangays for community surveys and
facility assessments by reading the "Criteria for Selecting Priority Barangays." Ask them to
create a complete list of all the barangays in their catchment area. Refer them to the "List
of Prioritized Barangays" tool. Remind them that they must list the barangays in descend
ing order of priority, with the most important barangay first.

2. Advise the teams to base their selection of barangays on three things: their prioritized list,
the available funding, and the amount of time between workshops. They will use the MGP
Work and Financial Plan template in preparing their plans. Remind the teams that they
should in future carry out community surveys and facility assessments in all barangays in
their catchment area, but that for this initial effort they are selecting only a few, due to the
short amount of time available between workshops.

3. Each team should create a work and financial plan for carrying out community surveys
and facility assessments in their prioritized barangays. Remind them that they will be
presenting these plans in plenary, and that they will be subject to approval by a panel of
CHD staff participating in the plenary. Carefully explain the format for the work and
financial plan. Make sure all participants understand the terminology used in the form.

4. Explain each column on the form and answer any questions. Do not proceed until you are
sure that the teams understand the format and the information they must write down in
the form. In explaining the form, be sure to discuss the following:

• Expected Products. For example, if the team identifies "train the participating BHWs in
filling out Family Profiles" as one of its activities, then the expected product would be
"BHWs prepared to interview families and correctly fill out Family Profiles in their
barangays."

• Person(s) Responsible. The team must identify the person(s) responsible for carrying
out and coordinating the activity. In this column, write down their names. Several team
members may carry out some activities, but one member must oversee the activity,
make sure that it is completed, and ensure that the products are developed as expected.

• Timeframe. The timeframe in which the activity must be carried out includes the
activity's start date and completion date. The team must strike a balance between
allowing too short a time, which could lead to failure to complete the activity, and too
long a time, which could cause the team to lose interest or work inefficiently.

• Resources. Examples of resources include people, logistics, supplies, facilities (such as a
barangay hall), a vehicle, or anything else needed to carry out the activity.

• Source of Funds. This column should specify the estimated cost for this activity as well
as the source of funding. For example, if a team estimates it will spend PhP 10,000.00 to
reproduce the forms and identifies the LGU as the source of these funds, then the team
should write PhPIO,OOO.OO in the LGU column.
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5. Each team must finalize its plan and prepare supporting material'> (acetillte copy) for its
presentation. Advise the teams to have a hard copy of their plans ready for writing down
notes or suggestions from the audience and the CHD panel when the teams present their

plans in plenary.

6. Set a rehearsal schedule and follow it strictly. If a team needs to revise its plan before
presenting it in plenary, suggest it make the corrections right away and present the im

proved plan in plenary.

7. The CHD panel should identify activities that the CHD can do for all LGUs to facilitate

implementation of the community survey and facility assessments. Examples of CHD
support include printing forms for the LGUs, providing logistics. and providing teduticaJ
assistance in training LGU health staff. Make sure that all teams hear the panel's renxn-
mendations for each plan, as its comments are often a good learning experience for all.

8. While one member of the team is presenting the plan, another team member should be
assigned to write down comments and suggestions from the CHD panel. These amend·
ments must be considered for implementation.

9. To dose this session, the group must agree on a date for the Phase D training workshop. In
setting the date, the group must consider the following:

• Phase I participants must also attend the Phase U training workshop. It is not appropri
ate to substitute other staff.

• The initial community survey and facility assessments must be completed before the
Phase D training workshop begins. The reports that must be ready before the Phase U
training workshop starts include the Form 3 and columns A-D of a CAST.

• The time allowed between training workshops should not exceed eight weeks.



Phase II:
Data Analysis and
Intervention Planning
Session Guidelines

During Phase II, the LGU teams prepare their development strategy and work plan for rapidly
increasing coverage rates for immunization, family planning, and vitamin A supplementation
and to make the service improvements necessary for Sentrong Sigla certification.

This section contains guidelines and supporting materials for ten sessions:

1. Opening Program

2. Survey and Facility Data

3. The Health Facility Situation

4. The Health Map

5. The Problem

6. Objectives and Targets

7. Ideas for Improvement

8. The LGU Plan

Sa. The Regional/Provincial Monitoring Plan

9. Presentation of the LGU Plan

PREVIOUS PAGE BLANK



Session I: Opening Program

Overview
During this session, the ptn1idpants INrn Qbout the worlcshop's obj«tivt5. '1"M pmtiriptmts~ tl

workshop syllabus tmd infomultion iWout the program's working mdhods lind the lNnrirrg-by-doing

approtICh. They discuss the workshop schedule, the hoUSt' rules, and tiny adminis~ ronctmS.

Objectives

By the end of the session, Q/l LGU teams will:
• Wlderstand the workshop objectives and methods of work;

• understand the roles and responsibilities of various health offices (for example. aID.
Provincial Health Office, and Local Health Office) involved in implementing the MGP;

• be aware of various sources and uses of resources for implementing the MGP;

• be familiar with the workshop syllabus, session guides, and background materials;

• know the session schedules and house rules;

• feel challenged by the om to produce a sound plan of work and budget that will c0n

vince the mayor and other decision-makers to provide the support requested.

Materials

The mJlterials for this session lITe:

• Workshop Objectives

• Gantt Chart: MGP Training Workshops and Fieldwork

• Schedule: MGP Phase II Training Workshop

• Phase II: Session Title, Objectives, and Products

• The Leaming-by-Doing Process

• Method of Work

• House Rules

Program

The progrtlmfor todily's session is listttl below.
Opening

• Invocation

• National Anthem

• Welcome Address

• Roles and Responsibilities of Stakeholders

Workshop Objectives

Workshop Methodology

Workshop Schedule

House Rules
. \
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Workshop Objectives

By the end of the Phase II MGP Planning Workshop. all LGU teams will have prepared:

1. a health development strategy and plan to rapidly increase coverage rates for immunization,
family planning, and vitamin A supplementation, and to make the health facility and service
improvements necessary to achieve Sentrong Sigla certifi.cation. In particular, the teams
should have:

• defined their health problems, service performance problems, and underlying difficulties;

• set health improvement objectives and service performance targets;

• identified creative solutions to addressing their identified problems and achieving
Sentrong Sigla certification.

2. a work plan and budget for implementing their strategic interventions to reduce service
delivery problems and health facility deficiencies. The teams will present their plans to a panel
of decision-makers. They will also be prepared to to submit periodic reports showing progress
towards reducing unmet needs, increasing program coverage, and addressing service difficul
ties.

By the end of the Phase II training workshop. regional and provincial decision-makers will
have:

1. developed and defined a plan that will monitor each LGU's MGP interventions, service deliv
ery improvement activities, CBMIS activities, Sentrong Sigla certification, and allocation and
use of funding;

2. provided feedback on LCU team work plans and budgets and confirmed commitment to the
plans.
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Gantt Chart: MGP Training Workshops and Field Work

Tne Opening Program (Session I) marlu tne beginning of the Phase II Training Worluhop,

whlcn takes place In Montn of. Upon completing the workshop, the teams will return to their

LGUs and implement their MGP intervendons, which will take place over approximately

eight months, beglnnin& In Month S.

....... Month I Month :I Month 1 Month .. Month 5 Month 6 Month 7 Month' Month 9 Month 10 Month II Month 12

l
;:::

f

m

....... IWorklhop
(1 d.Y')

Collect Field Data

....... II Workshop
(1 daY')

Implement
Intervendon.

- --1-- _1_1- -
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~ Schedule: MGP Phase II Training Workshop
~
:::::
t.rJ
~

'"o'
;:t

CJ
'"&
;;;
f);

B:00am-12:00 noon

12:00 - 1:00

I :00-5:00 pm

Day I

Session ,: Opening Program

Session 2: Survey and Facility Data

Break

Session 3: The Health Facility
Situation

Session 4: Health Map

Day 2

Session 5: The Problem

Break

Session 6: Objectives and
Targets

Session 7: Ideas for Improvement

Day]

Session 8: The LGU Plan

Break

Session 9: Presentation of the
LGU Plan
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The Learning-by-Doing Process

The learning-by-doing process of the MGP planning workshops is a proven method of group
learning that improves the reach of services and their quality. The MGP leaming-by-doing
process is based on a decentralized program methodology developed and applied to health
program planning for more than 35 years. WHO has successfully used the approach presented in
this guide for health sector planning and programming, national health and intersectoral devel
opment project planning, and district-level problem-solving. It has also been used for special
applications, such as the design of the municipal-level disease surveillance system supported by
PMTAT in the Philippines.

Principles
Five principles underlie this effective team-learning method:

• The implementation of change is most successful when the people responsible for provid
ing and managing services are also responsible for planning and implementing changes
designed to improve service coverage and quality.

• Team learning-by-doing creates a sense of team spirit that sustains teams' efforts to imple
ment their plan, meet and overcome obstacles, and make health service adjustments and
improvements.

• A planning process that uses learning-by-doing engages the participants and results in
deeper learning of practical methods. In this workshop, the participants learn by doing as
they:

• collect and present data

• analyze and define problems

• set objectives and targets

• generate and select ideas

• design interventions

• plan implementation

• prepare and present proposals

• implement interventions

• Involving individuals from all levels of the health system in the learning-by-doing process
helps to clarify roles and relationships among the various levels and enhances cooperation
and support for successful implementation.

• Learning is enhanced when the data, strategies, and plans produced during the training
sessions become actual planning and monitoring documents that the teams continue to use
and update throughout the year. For example, the teams will be more likely to apply MGP
methods in the future because they use their MGP problem indicators, objectives, and
targets to monitor and evaluate their efforts throughout implementation.
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Prerequisites for Success
There are a number of basic requirements, or prerequisites, that must be met for the MGP's
leaming-by-d.oing approach to be successful. Making sure these are fulfilled is the responsibility
of the MGP managers at the regional, pro\incial, and district levels. These prerequisites include
ensuring tha t

• LGU team members represent all levels and perspectives of the health sen;ce deliwry
system;

• LGU tearns recognize and accept responsibility for designing a sound set of interwntions
and for implementing these interventions within the planned time with the a\·ailable
resources. The tearns must feel accountable for the successfuJ implementation of their plan
and for the resulting service performance improvements;

• the teams recognize that they play an important role in the functioning of the national
health system, in meeting national health objectives, and in meeting the service needs of
the families in their communities;

• each session results in products that the tearns use in the following sessions. These prod
ucts become part of the intervention implementation plan;

• the facilitators make as few suggestions to the teams as possible. Directions or ideas
provided by the facilitators could prevent the leams from generating their own ideas and

thereby reduce their ownership of the resulting plan;

• the sessions stay within the planned timeframe, with products completed during the
sessions or in the evening. Adhering to a strict schedule ensures that the leams learn how
to work together under pressure, increases the team's efficiency, allows the training to

move ahead, on schedule, and simulates real-life implementation;

• all team members have an equal opportunity to contribute ideas and help develop session
products. For example, the facilitators should make sure that the responsibility for facili

tating leam discussions, managing team tasks, and leading presentations is sh.ared by aU
team members. The facilitator must ensure that the team listens to and considers the ideas

of all its members equally and does not cater to long-standing hierarchical relationships

among staff"

Outputs and Results
The MGP leaming-by-d.oing process results in:

• LGU team intervention plans that will actually be implemented;

• improved capacity by team members to apply these methods to other planning tasks;

• new LGU staff competencies in data analysis, intervention design, and acti\;ty planning;

• new ideas and strategies for mobilizing resources and political and communil)" support for
service improvement;

• enhanced respect for the planning capabilities of LGU staff and managers.
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Method of Work

Session Guidelines
Each session guideline has the same format, with the following sections:

• Title

• Overview

• Objectives

• Materials

• Tasks

• Products

Method of Work
Most sessions follow a standard method of work, which includes a plenary briefing, group work,
and-sometimes-plenary presentations.

A Plenary Briefing

To open each session, the facilitator leads a plenary briefing, lasting no longer than 10 to 15
minutes, to explain the session objectives, the materials to be used, the tasks to be accomplished,
and the expected products. S/he shares examples of the forms to be used during the session and
the expected products. Copies of all forms and products are included with the materials provided
for each session. The facilitator will not lecture on the tasks and processes for the session but will
define and illustrate important terms.

Group Work

Following the briefing, the teams accomplish their assigned tasks and products. Between two and
three hours of the session are devoted to active team learning-by-doing. The facilitator provides
little outside support as the teams review data, organize their work, discuss, reach consensus,
and prepare their products. Facilitators are available to provide definitions and answer proce
dural questions, but they will not suggest ideas or solutions to the tasks. The session's products
are to be completed by the end of the time allowed for group work. If the team does not complete
its products during the session, the team members will be expected to work in the evening in
order to complete the products before the next day.

Plenary Presentations

The teams will close some sessions by presenting their products in plenary. These presentations
allow the teams to share ideas and provide an opportunity for the facilitators to give feedback
and guidance. The time allowed for these presentations is short-usually only 15 or 20 minutes
per presentation.
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House Rules

• The schedule of sessions and time allowed for tasks and presentations will be strictly
adhered to. Manage your time well.

• The use of local dialects is encouraged.

• The participation of all team members is required and must be assured by the Municipal
Health Officer or City Health Officer. The team should rotate among its members such
tasks as recording discussions and leading presentations, so that all members haw an
opportunity to do all tasks.

• Please tum all cell phones off during the sessions.

• AU participants are to arrive on time and stay in the sessions until their completion.



Session 2: Survey and Facility Data

Overview

During this session, the teams start to discuss their expt7ienct"S in implnnenting the community suTT'f:'Y

and facility assessment. For example, they should discuss how they marulged the BHW training and what

they did to ensure the quality of the data gathered. The team is t'rpected to complett' column.~ A nnd Bof
the Causal Arullysis Summary Table (CAST) for~ facility asSt"Ssed. bring the taNe to the Sl"SSion. and

share it in plenary.

Objective

By the end of the St"Ssion, the participating LGU teams LL·i/l }Ull't':

• presented the results of their initial cm..ns barangay survey and health facility assessment

Materials

The materials for this session are:

• Questions for Session 2: Presenting CBMlS Data and Facility Assessment

• Session 2 Presentation Matrix

• completed copies of Form 3 (CBMlS Tally Sheet) for all priority barangays

• completed copies of Facility Self-Assessment Checklists (FSACs) for facilities ser\ing the
priority barangays

• CAST (sample)

Tasks
The tasks for this St"Ssion are listed below.

1. Discuss your experiences during the CB,..ilS sUr\'ey and health facility assessment. Using
the questions and presentation matrix provided, prepare to present your experiences in
plenary.

2. Transfer your CBMlS Form 3 data and partially filled out CASTs to transparencies.

3. Participate in a plenary session in which each team presents its experiences and data
(Form 3 and CASTs).

Products
By the end of this session. l'Qch team will har't' presented its:

• Form 3
• partially completed CASTs (Columns A and B)
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Questions for Session 2:
Presenting CBMIS Data and Facility Assessment

1. What went well?

2. What went wrong?

3. What did you do to address or solve your challenges?

4. What is the total population of the municipality or city?

5. How many barangays does the LGU have?

6. How many barangays have you prioritized?

7. How many barangays have you surveyed?

8. How many BHWs does the municipality or city have, and what is the BHW to barangay
ratio?

9. How many BHWs did you train in CBMIS?

10. How many BHWs did the survey?

11. How did you train your BHWs?

12. How many households are there in the barangay and how are they distributed within the
barangay?

13. How many households were surveyed?

14. What were the dates and duration of the survey?
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Session 2: Presentation Matrix

LGU: _
Total population: _
Total numberot......: _
Total number ofbaranpys priutitized: _
Total number of baranpys SU"Veyecl: _

No. of
No.olBHWs No.olBHWs No.ol

Nameol~ Households
No. 01 BHWs Trained in Who Did die Households

CBMIS Sur-r ~

I

I

,

: I
,

i

,

Total

• for- priority barangays
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Causal Analysis Summary Table (CAST)

Name of Facility: San Juan RHU
LGU: San luan, La Union

Date Assessed by Staff: Sept. 6, 200 I

Category Deficiency, Problem, Classification Causes
or Area of Improvement Put a .t under the column

Corresponds to "Xs" or which classifies the item in

circled "Nos" in the FSAC Column B

Related to FIC. Related to other
n. FP and/or programs

VAC*
(A) (8) (C) (0) (E)

Infrastructure Limited number of .t .t
chairs/benches for patients in
all waiting and service provision
areas

Treatment/examination room .t .t
has no visual and auditory
privacy

Health Service: Daily temperature-monitoring .t
Immunization 'chart neither posted nor

.updated !

iHealth Service: !Cotrimoxazole out of stock .t
IAcute
IRespIratory
'I fecti .In on In
Children
IHealth Service: No copy of Guidelines for .t
INutrition MicronUtrient Supplementation

I
b

,

!Humall No sanitary inspector .t ~

!Resources !

~

! No staff trained in gender ! .t .t
\ sensitivitY training
Equipment No speculums .t

* RC = fully immunized child, n = tetanus toxoid, FP =family planning. VAC =vitamin A deficiency
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Session 3: The Health Facility Situation

Overview
In this session, the teams rmew the d£ficiencies, problems, flndlor flretlS for imprcmnnrnt for all t~

facilities they assessed, drlmnitt£ the e:rtmt of t'tUh problem, and begin to explore its CilUS/!S. In aJdition.

they clilssify the dtficieru:ies, problems. tmd flretlS for improvnnnlt rellltt'd to the four snt'ius tilrgrlt'd loy

the MGP and to Stntrong Sigill urtifiCiltions and begin to sri priorities forfuture interomtions.

Objectives
By the md of the session. the participating LGU ttams will have:

• completed their analysis of the facility deficiencies and their causes

• confirmed which are of priority concern for early resolution

Materials
The mateTiiiIsfor this session are:

• a completed FSAC for every facility serving priority barangays

• a partially completed CASf (Columns A and B) for every facility serving priority baranga~"S

• a Consolidation of CASTs (sample)

• a Consolidation of CASTs (template)

Tasks
The tilsksfor this session are listffl below.

1. Review all CASTs and cross out any deficiency, problem, or area for improvement that has

already been addressed or acted upon by the team.

2. Using the Consolidation of CASTs, summarize aU CAST data by category, by deficiency.
by number of facilities with deficiencies, and by classification.

3. Cassity each deficiency, problem, or area for improvement by putting a check in the
appropriate column. If it is related to Expanded Programme on Immunization. family
planning, and vitamin A supplementation. put a check in Column D. If it is related to other
programs, put a check in Column E.

4. Discuss and identify the possible cause(s) for each deficiency, problem. and area for
improvement listed in Column B in each facility by asking "'Why is this SO?M As a group.
reach consensus on the cause, and write it in Column F.

5. Participate in a plenary session by presenting the "Consolidation of CASTs TableM for the
facilities serving your priority barangays. (Please note that this task is optional.)



Products
By the end of this session, each team will have

• a completely and correctly filled out Consolidation of CASTs
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Consolidation of CASTs-Sample

Number of Priority Baranpys: _..&5__
Number of Facilities Assessed: 5

Catepy DetkietICJ. Problem. No. 01 a Sead_ c.-
or Area 01"",,__ F---.wIth Put a " under die column

CorTesponds to "Xs~ or DeAdendes which dIssiIes the am in

cirded ~NO$~ in the FSAC Column 8

ReQred 00 AC. ~lDother

n.FP..&or ~
VAC"

fl.) (8) (C) (D) (E) fF)

Infnstruaure L.irniled number d 415 .I .I L.irniled~ in die "'"'
~ for paDents in heaIUlurw

all~ and service
..

areas

TrattnentI~ room 2J5 " " Tt'lIlIIIneI1I or EMail.......

las 110 visuiIl and adrory room las no door
privacy

HeaId1 Service: Daily le.~1imrin& 315 .I ~ cIeiwery by lGU
IrnrnunaaDon tNrt neither posted IMX" SIIpfIMr

updzecI

HeaId\ Service:~ out dstoek SIS " X. noc: tnined on
Aarte CIlf't1.Nt
Respii aEOl Y
Infection in

HeaId1 Senice: No copy of Guideines for III .I GuidIines noc: ,...ocIIKed
Nutrition ~ Supp1ememalion

Human No~ inspector 5J5 " " Sanitary inspea:ar recendJ
Resources recired

No staff tnined in ,ender SIS ,/ " No~oIendby... . . 0f0,'PH()

~ No speculums SIS " So*rI

* AC '" fuIy immunlmd chilcl. TT '" _ toXoid. FP" bmir~ 'lAC:: \'IQmiIIl A deIioenq



Consolidation of CASTs

Number of Priority Barangays: _-,S::!...-_
Number of Facilities Assessed: 5

Category Deficiency, Problem, No. of Classific:ation Causes

or Area of Improvement Facilities with Put a .I under the column

Corresponds to "Xs" or DefIciencies which classifies the item in

circled "Nos" in the FSAC Column B

Related to Re, Related to other
n, FP andlor programs

VAC*

CAl CBl (C) (D) CEl CF)

I

* RC '" July immunized child, TT '" _us toxoid, FP :: family planning, VAC :: vitamin A deficiency
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Session 4: The Health Map

Overview
In this se>sion, the teJlm cmdes alwlth map of tllm priority Nrangays tlult iIJustrati"S the idnttifW antIS

that are undn'served, ht;rve poor «cess, anJl~ tM most unmrl rwds.

Qbiectives
By the md of the session, LGU ttamS will Iuroe:

• analyzed CBMlS survey data from a geographic perspective

• identified priority areas based on:

• unmet needs
• poor access
• ratio of population to barangay health workers (underserved areas)

• facility defidencies

• created a list of prioritized barangays

Materials

The mIlteriAls for this~ {l7T.

• a map of the priority barangays (to be proVided by the LGU team)

• Identifying Areas with Unmet Needs

• Identifying Areas with Poor Access

• Identifying Underserved Areas

• Identifying Facilities with Defidencies

• Prioritizing Our Catchment Area

• Population data and number of BHWs per barangays (to be provided by the lCU team)

• Completed Form 3 for all priority barangays (presented in Session 2)

• Consolidation of CASTs Table (from Session 3)

• yellow, green, red, and blue tags

• flip charts, marking pens, and masking tape

Tasks
The tasks for this session art listed ~low.

1. Select a team member to act as moderator for the session.

2. Review the map of your area. Make sure that your map uses symbols to show aU major
geographical features and health facilities.



3. Using your Form 3 data, identify the barangays with the highest unmet needs, and com
plete the "Table of Unmet Needs" in the handout "Identifying Areas with Unmet Needs."
As you fill out this table, consider the following questions:

• Are there barangays that stand out in terms of unmet needs across all programs, or is
the coverage even across the catchment area?

• If coverage problems are predominant in a specific area, why do you think this is
happening?

On your map, tag the three highest priority barangays using the red tags provided.

4. Using the handout "Identifying Areas with Poor Access," identify areas with poor access
in your priority barangays and identify possible reasons for poor access in these areas. On
your map, tag the three areas with poorest access using the yellow tags provided.

5. Referring to the handout "Identifying the Underserved Areas/' complete the Population
Table. On your map, tag the three areas with the highest ratio of population per BHW
using the green tags provided.

6. Referring to the handout "Identifying Facilities with Deficiencies/' review the CAST of all
health facilities found on your map. Are there other categories, such as infrastructure,
attitude and behavior of health workers, health information system, and/or lack of com
munity interventions where you have identified problem areas or deficiencies? On your
map, tag the three facilities with the most deficiencies using the blue tags provided.

7. Next, refer to the handout "Prioritizing Our Catchment Area." Prioritize the barangays in
your catchment area by level of need, as shown by the concentrations of colored tags. For
example, areas containing all four colors of tags are areas of first priority. Areas that have
red and yellow or red and blue tags are areas of second priority. List your first, second,
and third priority barangays in the "Table of Priority Areas." As you do this exercise, ask
yourself the following questions:

• Are the barangays with the highest unmet needs (for any of the four programs) also the
barangays with poor access?

• Are the barangays with the highest unmet needs (for any of the four programs) also
underserved areas?

8. Participate in a plenary session in which each team presents its health map and list of
priority barangays.

Products
By the end of this session, each team will have completed a:

• health map showing areas of poor access, underserved clients, and unmet needs

• Table of Unmet Needs, by MGP+Targeted Service

• Population Table

• Table of Priority Areas
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Identifying Areas with Unmet Needs

Using your Form 3 data, complete the HBarangay" column by writing down the relevant num
bers, for example, the number of children older than 9 months who have incomplete or no vacci
nations. Barangays with the highest unmet needs will have the highest numbers in this column.
On your health map, tag the three barangays \O.'ith the highest unmet needs using the red tags
provided.

Table of Unmet Needs, by MGP-Targeted Service

MGP-T.-pted Service ..........
Fuly Invnunized Child:

Children older than 9 months who have incompIece or
no vaccinaions
Children younger- than 9 months who have no
vaccinaions or whose vaccillations have not followed the
recomrnetlded schedule

TebnUS Toxoid Vaccination:
Pregnant women with no TTV or nv1 only

Vitamin A SuppIemelltation:
Children 1-"1 years old who have not recei'* viamin A
supPemeutlbon

Famiy Planning:
MWRA who do not want to have a child Of' who want to

space their next child but are not pt aetidng famity
pbnning
MWRA who are prac:ticing &mify~ but are not

satisfied with their CUrrent &mily planning memoct

As you fill out this table, consider the foUowing questions:
• Are there barangays that stand out in tenns of unmet needs across all programs, or is the

coverage even across your catchment area?

• H coverage problems are predominant in a specific area, why do you think this is happen
ing?

After you have added all needed red tags to your health map, go back to the session guide and
accomplish the next task.
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Identifying Areas with Poor Access

Services are accessible when clients or patients can easily reach and use them. The definition of
accessibility depends on the current local situation and the clients' perspective. Accessibility can
relate to geography, operating schedule, and/or service delivery.

Access Problems Related to Geography
Consider the following questions:

• What is a reasonable amount of time or distance (e.g., 30 minutes or 1 hour,S kms or 2
kms) for clients to travel to reach the health facility?

• Is transportation available for reaching the health facility at all times?

• Approximately what proportion of the community cannot easily travel to the facility? For
example, what proportion of the community lives outside the range of reasonable travel
time or distance?

Having considered all of these factors, do you think that there are areas with problems of access
related to geography in some parts of your catchment area? If so, identify the areas using the
yellow tags provided.

Access Problems Related to Operating Schedule
In considering whether your operating schedule contributes to problems of access, ask the
following questions:

• Which days of the week (Monday-Friday) or hours of the day is the health facility open?

• Approximately what proportion of the community is not able to get to the facility during
the weekdays (because of work, school, etc.)? How about on weekends?

• Approximately what proportion of the community is not able to get to the facility during
the hours of operation (because of work, school, etc.)?

• Are key health personnel (physician, nurse, midwife, etc.) available at the health facility
when it is open?

• Do clients have to wait for services because health personnel are tardy?

• Are waiting times long for any other reason?

• Does the health facility eVer close without notice?

• When the health facility plans to close during its normal operating hours (e.g. on pay days,
for meetings, etc.), is there a way for clients to find out?

Having considered all of these factors, do you think that there are areas with problems of access
related to the operating schedule in some parts of your catchment area? If so, identify these areas
on your map using the yellow tags provided.

ill Phase II Sessicm Guidelines



Access Problems Related to Service Delivery
In considering whether your catchment area has access problems related to sen-ice delh-ery. ask
the following questions:

• Are all MGP-targeted service> (childhood and tetanus toxoid vaccinations, family plan
ning. and vitamin A supplementation) available in the catchment area's health facilities?

• Are clients able to access these services at convenient times?

• Are there any facility or staff defiL;encies constraining the delivery of the MGP-targeted
services?

Having considered these factors. do you think that there are areas with problems of a«ess
related to service delivery' in some health facilities? If so. identify these areas on your map using
the yellow tags provided.

Next, continue to review your access problems related to service delivery by revie~;ng the
"Causes" column of your Causal Analysis Summary Table (CAsn- Ask the following questions:

• Does the health facility have a stock of the essential medicines and supplies it needs to

provide quality services? Examples of medicines and supplies include ,"accines. contracep
tives. antibiotics, paracetamol. syringes, and disposable gloves.

• Does the health facility have the basic clinical equipment it needs to provide family plan
ning services? Examples of equipment include a speculum. covered pans. and sterilization
equipment.

• Does the health facility have trained staff to provide immunization. family planning. and
vitamin A supplementation services?

Having considered these factors, do you think that there are areas with problems of access
related to service delivery- in some health facilities? If so, identify these areas on your map using
the yellow tags provided.

After you have added yellow tags to the three areas on your health map with the most difficult
problems related to access, go back to the session guide and accomplish the next task.



Identifying Underserved Areas

Use the Population Table to determine underserved barangays in your catchment area. In Col
umn A, write the names of the barangays that you have surveyed. In Column B, write the actual
or projected population in that barangay. In Column C, write the number of households. In
Column D, write the number of BHWs in the barangay. Calculate the ratio of catchment house
holds per BHW by dividing the total number of households (Column C) by the total number of
BHWs (Column D). Enter the ratio in Column E.

Population Table

A B C 0 E

Actual* or
Number of Number of BHWs

Average Number of
Barangay Projected

Households in Barangay
Households per

Population BHW(C/D)

* if available

On your map, place green tags in the three areas with the highest ratio of population per BHW.

After you have added all needed green tags to your health map, go back to the session guide and
accomplish the next task.
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Identifying Facilities with Deficiencies

Looking at and addressing health facility deficiencies that are not directly related to health
service delivery will move you closer to achieving Sentrong SigJa certification.

Review your CAS[ again. Did you identify any categories as problem areas or deficiencies not

related to service delivery? Examples might include infrastructure, attitude and behavior of staff,
lack of a health information system, not enough chairs for patients, no comfort room for patients.
and lack of community interventions.

Have you identified facility deficiencies for these types of categories? If so, identify these areas on
your map using the blue tags provided.

-



Prioritizing Our Catchment Area

At this point, your health map shows which barangays have:

• unm.et needs (red tags)

• poor access (yellow tags)

• underserved populations (green tags)

• health facilities that have significant deficiencies (blue tags)

Observe whether some barangays have areas with more than one color of tag.

In an ideal situation, you would address needs and problems throughout your catchment area.
For now, however, you must prioritize areas for improvement based on your existing resources
and greatest identified needs, as shown by the concentration of colored tags.

Group your barangays into one of the following categories:

First Priority
Areas that contain tags of all four colors. These barangays have unm.et needs, poor access,
underserved populations, and health facilities with deficiencies.

Second Priority
Barangays that contain red tags and either yellow or green tags. These areas have unm.et needs
plus poor access or underserved populations.

Third Priority

Barangays that contain red tags but no yellow or green tags. These areas have unm.et needs but
also have good access and are well served.

Write the names of these barangays in the relevant box in your Table of Priority Barangays.

Table of Priority Barangays

Ist Priority:

204 Priority:

)rd Priority:
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Session 5: The Problem

Overview

During this session, the tetnn cmJUs " tJrne..pmt dqirrition of the problmrs t~ tue rorrfrontillg, as

idnrtified through 1M rrwpping ancise; tnUl dilfJJ tlIIIllysi:s~ during prroious~. Thrir dLfinition

includes iruliaztors IlIId bGsdw wUr«s for the sd«tftI indialtors.

Obiectives
By the md of the session, LeU ttlmfS will Mve:

• identified. their service performance problems, related health problems. and underl~fing

difficulties

• developed a definition of their current problems

• defined indicators for measuring these problems and quantified baseline "'alues for the
indicators where data are available

Materials
The milterWsfor this session lire:

• Health Benefits of Vitamin A Supplementation

• Health Benefits of Family Planning

• Defining Your Problems and 'Their Indicators

• Using the Table of Problems and Indicators: Loyola Barangay Example

• Table of Problems and Indicators (Diarrhea Example)

• Table of Problems and Indicators (template)

• Form 3 (from Session 2)

• Completed. CASTs (from Session 3)

• Table of Priority Barangays (from Session 4)

• The Health Map (from Session 4)

Tasks

1. Review the handout "Defining Your Problems and 'Their Indicators." Also rP\-iew the
handouts "Using the Table of Problems and Indicators: Loyola Barangay Example- and
the "Table of Problems and Indicators (Diarrhea Example}."

2. Using your Session 2 data, identify the service performance problems of greatest roncem.
Identify indicators for measuring these service performance problems. In the appropriate
columns of the Table of Problems and Indicators template, list the problems. indicators.
and their baseline values. Note the timeframe of the indicator and its baseline "alue.
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3. Next, using data from your CBMIS survey, identify the health problems of greatest con
cern that are related to the service performance deficiencies. Identify indicators for mea
suring these health problems. In the appropriate columns of the template, list the prob
lems, indicators, and their baseline values. Note the timeframe of the indicator and
baseline value.

4. Using data from Session 3 and other information, identify the underlying causes or diffi
culties related to the service performance problems. Identify indicators for measuring
these difficulties. In the appropriate columns of the template, list the problems, indicators,
and their baseline values. Note the timeframe of the indicator and baseline value. Where
appropriate, define problems or their indicators in terms of the specific barangays where
the problems are most prevalent. When doing so, be sure to identify the barangay.

5. When you have completed the assignment, fill out a "Table of Problems and Indicators"
printed on acetate and be prepared to present your table in plenary.

Products
By the end of this session, each team will have completely filled out:

• a Table of Problems and Indicators
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Health Benefits of Vitamin A Supplementation'

Globally, three million children suffer from clinical vitamin A deficiency (exhibiting the signs and
symptoms of eye damage and xerophthalmia). However, the full magnitude of vitamin A defi
ciency often remains hidden: an estimated 1~25Omillion children under five years old are at
risk of sub-clinical vitamin A deficiency, mainly in Asia and Africa. Though sho"'lng none of the
ocular signs or symptoms, these children suffer a dratnatically increased risk of death and illness,
particularly from measles and diarrhea.

Long known to be a principal cause of childhood blindness (250 000-500 000 children lose their
sight each year), vitamin A deficiency is now recognized as a major contributing factor in an
estimated one to three million child deaths each year.

Vitamin A is essential for the functioning of the immune system and for the healthy growth and
development of children. TIle simple provision of high~osevitamin A supplements e'\'ery four to

six months not only protects against blindness but has been repeatedly shown to haw a dramatic
and multiple impact on the health of young children (aged 6-59 months).

• Mortality from all causes is reduced by 23 percent.

• Measles mortality is reduced by 50 percent.

• Diarrhea mortality is reduced by 33 percent.

• Eighty-five percent coverage in vitamin A supplementation can result in a 90 percent
reduction in the prevalence of severe xerophthalmia. Coverage below 25 percent is un
likely to have an impact on xerophthalmia.

TIle 50 percent reduction in measles mortality is the same if vitamin A supplementation is gi"'en
preventively (if children's vitamin A levels are raised before they have lJW.>asles) or as a treatment
for measles case management. Given that many children with measles are never seen at health
facilities, the preventive strategy of supplementation can have the biggest health impact. For

maximum health impact, program managers should aim to reach at least 80 percent of chi.Idren

~59months of age.

Reducing the Impact of Measles and Diarrhea
Vitamin A supplementation has been shown to have a positive impact on child mortality, particu
larly with measles and diarrhea.

Research studies that looked at the impact of vitamin A supplementation on the impact of

measles on children have shown that vitamin A supplementation:

• enhances immune response;
• reduces the severity of measles;

• decreases the incide'J'K'e and/or severity of major complications (diarrhea. pneumonia,
croup, or otitis media);

• results in fewer days in hospital;

• leads to faster recovery and fewer post-measles complications.
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Research studies that looked at the impact of vitamin A supplementation on the impact of diar
rhea on children have shown that vitamin A supplementation:

• reduces the frequency of moderate and severe diarrhea;

• results in fewer signs and symptoms of dehydration;

• lowers clinic attendance and the frequency of diarrhea-related hospital admissions.

Recent Findings

Vitamin A supplementation and malaria

A recent study in Papua New Guinea found that when young children were given vitamin A
supplements three times a year they had 30 percent fewer malaria attacks and the number of
malaria parasites in their blood dropped by 36 percent.

Vitamin A supplementation and HIV/AIDS

Trials are currently ongoing to determine if vitamin A supplementation can reduce the mother
to-child transmission of HIV during lactation.
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HeaJth Benefits of Family Planning'

Women's Health
Contraceptive use reduces maternal mortality and improves women's health b).. preventing
unwanted and high-risk pregnancies and reducing the need for unsafe abortions. Some contra
ceptives also improve women's health by reducing the likelihood of disease transmission and

protecting against certain cancers and health problems.

Each year over 500,000 women die from causes related to pregnancy and childbirth. 'The most
common causes of maternal death are complications of pregnancy and delivery such as hemor

rhage, sepsis, complications of unsafe abortion, hypertensive disorders of pregnancy, and 0b
structed labor,

Pregnancy also affects women's health: for each maternal death in a developing country, more
than 100 women suffer illnesses related to pregnancy and childbirth. A significant proportion of
these deaths could be avoided through the effective use of family planning; it is estimated that
100,000 maternal deaths could be avoided each year if all women who said they wanted no more
children were able to stop childbearing.

Contraceptives: Safe, Effective, and Protective
Contraceptives provide a safe and effective way to regulate fertility and preserve health. A

variety of methods are available.

• Barrier methods. Condoms, and to a~r extent spermicides and the diaphragm. play an
important role in the prevention of sexually transmitted diseases (STI>s). STDs are a
significant problem in many countries and can lead to pelvic inflammatory disease, infer
tility, and in some cases, death. Although no contraceptive is 100 percent effective at
preventing disease transmission, condoms can gnoatly reduce transmission of human
immunodeficiency virus (HIV), the virus that causes AIDS.

• Honnon.a.l methods. Combined oral contraceptives offer significant pr-orection against:

• life-threatening diseases such as ovarian cancer, endometrial cancer, ectopic pregnancy
and pelvic inflammatory disease;

• health conditions that impair quality of life such as iron deficiency anemia, benign

breast disease, menstrual problems and functional ovarian C}"'Sts.

Progestin-only contraceptives reduce monthly blood loss and therefore help protect
against anemia and also have been reported to protect against some 5TDs and pelvic
inflammatory disease. For some conditions, the protective effect remains e\'en after the
method is no longer being used.

• Lactational Amenorrhe.a Method. Exclusive breast:feeding of infants betwem 0 and 6
months provides important benefits for the infants. Breast:feeding pro~;des special nutri
tional benefits to the infant and protects against diarrhea, coughs and colds, and other

common illnesses.

I This malB'ialwas adIpud si#Idy from WHOIFHEJRlP19S.II. aYaibbIe on me WHO Web site lItlcr¢lwtto.intJ

~rsIR'P_'5_111fIIP_9S_II_~I.en1rrmL
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Abortions
Termination of pregnancies can be risky to a woman's health. Unsafe abortions and their compli
cations are a major cause of maternal death and illness; approximately 70,000 women die each
year as a result of unsafe or incomplete abortion and many more suffer complications. Infertility
due to tubal infections resulting from unsafe abortion is cornman in some areas. Using contracep
tion to prevent unwanted pregnancies helps to reduce the number of abortions.

High-Risk Pregnancies
Pregnancy is particularly risky to certain groups of women-very young women, older women,
women with more than four children, and women with existing health problems. If all high-risk
pregnancies were prevented, maternal mortality could be reduced by up to 25 percent.

• Adolescent women who become pregnant face serious health risks because their bodies
may not be physically mature enough to handle the stress of pregnancy and childbirth.
Women 15-19 years old have up to three times the maternal death rate of those 20-24
years old. They are especially likely to suffer from pre-eclampSia and eclampsia, ob
structed labor, and iron deficiency anemia.

• The risks of childbearing also are greater in older women, as their bodies may be less able
to deal with the physical stresses of pregnancy and childbirth. Women over the age of 35
are five times more likely to die in pregnancy or childbirth than women 20-24 years old.
The risk of giving birth to babies with low birthweight or disabilities also increases in older
women.

• The risk of maternal death increases for each successive birth after the fourth; the risk is
one and one-half to three times higher for women with five or more children than for
women with two or three children. Pregnancy and childbirth is riskier for these women, as
they are more likely to suffer from anemia, require blood transfusions during delivery, and
die of hemorrhage than women with fewer children.

• Women who have existing health problems face an increased risk of death if they become
pregnant. For example, the risk of dying from anemia, hepatitis, heart disease, renal
disease, malaria, and cholera is higher in women who are pregnant.
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Defining Your Problems and Their Indicators

It is essential that everyone on the team Wlderstands and reaches agreement on the criticaJ health
and service problems and underlying difficulties that the MGP intervention(s) or activities will
address. The team will be setting health problem reduction objectives and performance improve
ment targets in the next session. Refer to this handout as you carry out your discussion. define
your indicators, and set their baseline values."

The overall objectives of the MGP are to:

• fully immunize children up to one year old

• provide vitamin A capsules twice a year to aU children one to four years old

• provide tetanus toxoid vaccine to all pregnant women

• make modem contraception services available to all "married" women of childbearing age

Most teams should plan to make improvements in all four services--childhood immunizations.

tetanus toxoid vaccinations, vitamin A supplementation. and family planning-related to the
MGP objectives. Some teams may choose to focus on selected services, based on identified needs
in priority barangays. Some teams may choose to work only in barangays where the needs are
greatest.

The Table of Problems and Indicators provides columns for three types of problems:

• service performance problems

• health problems

• Wlderlying causes or difficulties

Start to fill out your Table of Problems and Indicators by identifying the service performance
problems you feel are of greatest concern. In the appropriate columns. list your key problems,
indicators that provide evidence of and can be used to measure these problems, and indicator
baseline values (including a timeframe). Next, identify the important health problems related to
the facility's service performance problems. List each health problem and the iridicators that
provide evidence of and can be used to measure the extent of the problem in the population. and
their baseline values (including the year when measured). Complete the table by identifying
important underlying causes or difficulties related to your service performance problems, and
listing their indicators, baseline value, and the timeframe.

A discussion of types of service performance problems, health problems, and underlying causes
and difficulties and their indicators and baseline values folJows.

, In the Philippines. the MGP funding organization defined the four servkes to be wgeted fOf" impl O'feme.t: cf\ikh)od

immunization. teQflUS toxoid vxcinations for pregnant women. vitamin A supplemenwion. and bmtIy pbnninc. f« dlC$

reason. the teams begin to fill out their Health Problem Table by listing their service~eP'~ and inciaIon

first. In ochet- contexts, when! the services to be improYed are not already specified. teams may betin by IIstinc their
health P' obIems and then proceed to listing service performanc:e problems and undertyinJ: difficutties and their indic3tor s..
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Service Performance Problems
Types of service performance problems and their indicators and baseline values include:

Inadequate coverage

A common indicator for measuring coverage is the proportion of a target population that is
currently receiving the specified service. Note: "Unmet need" complements the coverage rate. For
example, if the coverage rate for vitamin A supplementation is 45 percent, then the unmet need is 55
percent, for a total of 100 percent.

Inadequate service quality

Indicators for inadequate service quality are evidence that services of specific types are not being
delivered according to established standards of performance. Typical indicators for inadequate
service quality include:

• the percentage of staff who have been found to perform a clinical procedure incorrectly
(e.g., have failed to inform new mothers of the benefits of family planning);

• the number of facilities that lack an important element of service (e.g., health education
materials, immunization records).

Health Problems
Types of health problems and their indicators and baseline values include:

Morbidity

Typically, indicators for morbidity include the overall incidence or the rate of incidence of a given
disease or condition in a population. Baseline value would be the overall incidence or rate of
incidence in a given period, usually one year. For the MGP, you will identify morbidity incidence
or morbidity rates related to diseases or conditions that could have been prevented by vaccinat
ing children against childhood diseases, vaccinating pregnant women against tetanus toxoid,
providing vitamin A supplementation to children, and providing married women of reproduc
tive age with better access to family planning. For example, the baseline value for morbidity
related to childhood immunizations could be the number of cases of measles reported in the past
year or the rate of cases per 1,000 children in the past year.

Mortality

Indicators for mortality include the number deaths or the rate of deaths from a given disease or
condition in a population. For the MGP, you will identify mortality incidence or mortality rates
related to diseases or conditions that could have been prevented by the four MGP-targeted
services. Baseline values for mortality indicators include the number of deaths or the rate of
deaths that occurred in a recent period, usually one year.
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At~risk populations

The indicator for at-risk populations would be the number or percentage of people in a target
group who are not protected by a preventive intervention. such as immunization orcon~
tion. The indicator's baseline value would define the unprotected group in absolute terms or as a
percentage in a given period_

Other consequences of the disease or condition

Indicators for other consequences of a disease or condition might be numbers or rates of compli
cations, disabilities, handicaps. or other unhealthy conditions resulting from inadequate pro\-i
sion of a particular service. The indicators' baseline values could include the number or rate of
complications, or the prevalence of a certain condition. such as number or percentage of women
who were anemic during their pregnancy in a given year.

Underlying Causes or Difficulties
Types of underlying causes or difficulties and their indicators and baseline values include:

Inadequate pu~ic awareness

An indicator of insufficient public awareness would include evidence that clients (usually moth
ers and families) have inadequate knowledge or understanding of the benefits related to receh-
ing a particular sen-ice, such as childhood vaccinations or family planning_ The baseline \'alue of
the indicator for public awareness is usually expressed as the percentage of mothers or families
who, when surveyed, cannot cite the benefits of a particular service or intervention.

low pu~ic appreciation of services

Indicators of low public appreciation might include the number of complaints recently received. a
downward trend in attendance, or the results of a recent opinion survey. The baseline value of
these indicators could be qualitative or quantitative data from focus groups or surveys. atten
dance rates, or the percentage of patients who do not comply with prescribed treatments.

Constraints within the community

Indicators of constraints within the communitv include factors that inhibit the achievement of full
coverage by a given service. An example of a constraint indicator is resistance from church
leaders or other local organizations to the provision of a given 5er\ice. Another is poor socioeco

nomic conditions in a given population. Baseline values for such indicators could include in
stances of bad publicity and measures of poverty.

Difficulties of client access to services

Indicators of client access difficulties include the distance to reach the health renter. high service
costs. limited clinic hours, and frequent staff absences. Baseline values of these indicators would
be measures of these factors-for example, the a\'eTage distance traveled or the actual clinic

hours.
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Resource difficulties

Indicators of resource difficulties include a shortage of critical resources (for example, facilities,
vehicles, drugs, vaccines, and other supplies). The baseline value could be the percentage of
facilities lacking critical equipment, experiencing stock-outs, or lacking a vehicle.

Staff difficulties

Indicators of staff difficulties include a lack of critical staff, a lack of trained staff, or evidence of
poor staff performance or motivation. Examples of baseline values for these indicators include
the percentage of facilities or barangays lacking critical staff, or the percentage of staff without
training in a certain service or skill.

Reviewing a Completed Table of Problems and Indicators
Normally, you will find a cause and effect relationship between the indicators for the three types
of problems: service performance problems, health problems, and underlying difficulties. You
may find that several indicators may be related to a given health problem, service performance
problem, or underlying difficulty. Your challenge is to identify the most important problems in
each of the three categories and use these to define the situation in your LGU and determine
where to focus attention for improvement.

The handout "Using the Table of Problems and Indicators: Loyola Barangay Example" and its
accompanying Table of Problems and Indicators (Diarrhea Example) provide an example of
problems, their indicators, and indicator baseline values related to diarrhea. Note: This example is
not intended to bias your definition of your problems. Rather, it is intended to promote creative thinking
as your team works to define the priority health problems in your catchment area.
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Using the Table of Problems and Indicators:
Loyola Barangay Example

In Loyola Barangay, the number of children coming to the health center with diarrhea is a serious
problem, as are the number of severe cases and the number of childhood deaths due to diarrhea,
The LCU has received funding to improve its services related to preventing and treating dia.rrhea
in children. The team is working toward designing an intervention that will improve sen'ices and
reduce childhood mortality and morbidity due to diarrhea. The LCU team uses the TablE' of
Problems and Indicators to explore the cause and effect relationship between its diannea-relared
service performance problems. the health problem of the prevalence of diarrhea in children. and

the underlying difficulties that may be contributing to diarrhea-related sen'ice performance and
health problems.

Service Perlonnance Problems

Unfortunately, only 65 percent of the children who present with diarrhea received oral rehydra
tion solution (DRS) last year. Some severe cases last year were not referred to the health center
immediately for treatment. Only 35 percent of mothers in Loyola Barangay recei,'ed health
education on the prevention and managemE'nt of diarrhea from a trained BHW during the past
year. The percentage of the population lacking access to safe drinking water is 25 perrent. TIlt>
percentage of the population that is not using sanitary excreta disposal is 75 percent.

Health Problems

Based on service data for the catchment area, 18 percent of the pediatric health consultations
provided last year were for episodes of diarrhea in children under five years old. Five percent of
all childhood diarrhea cases presented were severe, and four children in the barangay died from
diarrhea last year. Only 10 percent of all children under four months old in Loyola Barangay are
exclusively breastfed.

Underlying Difficulties

The LGU team has observed that a major underlying difficulty in this LCU is the shortage of ORS
in health centers. Only six of the 27 service points have an adequate supply of ORS. Access to

services is another difficulty, as five of the LCU's 12 barangay health stations are open only two
days per week. and half of the barangay's 10 sitiosJ are geographically inaccessible to BHWs.
Overall, the BHW-to-household ratio in this LCU is one BHW for every 200 households, and only
25 percent of BHWs have received training in educating clients about the prevention and treat·
ment of diarrhea in children. The living conditions in this barangay are also a difficult)'. as about
half of the population is liVing in unhygienic conditions.

) A sitio is a zone within a rural bannpy.
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In the sample Table of Problems and Indicators that follows, the team has listed its problems,
their indicators, and the baseline values for these indicators separately. It is useful to separate an
indicator and its value in order to track changes or progress in indicators over time. For example,
the high percentage of pediatric consultations that involved episodes of diarrhea in children
under five annually is a problem. In Loyola Barangay, 18 percent of all pediatric consultations
last year involved diarrhea. A reduction in the percentage of pediatric consultations involving
diarrhea over the next year would demonstrate positive change or progress.
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Table of Problems and Indicators (Diarrhea Example)
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Session 6: Objectives and Targets

Overview

During this session, each team produc~ Q table ofLGU objectives fur redudng hnllth problnns tmJ tmgrts

fur improving servia ptTfomumce. These obj«tivts and targtts will be quantitiltivt apressions ofdLsirtd

i~ts in the health of tN CDtehment area population, the~e ptifonruma of the n>/nvnt Iwlth

fadlities, and tN underlying difficulties identifitd.

Objectives

By tN end of tN session, each participating team uJiIlIuroe:
• identified objectives and targets for reducing problems and making improvements in

service performance and health as well as the underlying difficulties related to the four
MCP-targeted services.

Materials
The materillls for this session are:

• Table of Problems and Indicators (from Session 5)

• National Health Objectives

• Setting LCU Objectives and Targets

• LGU Ob;ectives and Targets Table (example)

• LGU Objectives and Targets Table (template)

Tasks
The tasks for this session are listed belou'.

1. As a team, briefly discuss the session objectives and the handout -Setting Qb;ectives and

Targets" in order to gain a common understanding of the MGP definition of objectives and
targets, the recommended steps for setting objectives and targets, and ideas of altemati\'e
approaches to setting targets.

2. Review the handout "National Health Objectives" and the Quality Standards Ust for your
type of facility to determine whether there are national objectives and targets that pro\;de
guidance on setting LCU objectives and targets.

3. Review the "Table of Problems and Indicators" you developed during Session 5. For each
type of problem, select the indicators that you wish to include in your LGV Objectives and

Targets Table. Lst these indicators and their baseline values in the appropriate columns.
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4. Next, set objectives and targets by quantifying the magnitude of the improvement or
reduction that you hope to achieve for each indicator. Set a timeframe for achieving each
objective or target. The timeframe may be shorter than the MGP implementation period,
or it may be longer. List your objectives and targets in the relevant columns of your table.

Product

By the end of this session, each team will have a completely filled out:
• LGU Objectives and Targets Table
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National Health Objectives
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Setting LGU Objectives and Targets

Definition of Tenns

periormance

in1proftment

taI'Jet

health

irnproftment

objective

.......,...
difIicuIty

reduction

target

the desired increase in coverage of one or more specific services for identified seg
ments of the catchment population. The increase may be expressed in absolute num

bers or as a percentage. It may also be expressed as a desired improvement in a
specific quality of care indicator (or indicators). With reference to the dianhea ex

ample, a service performance improvement target would be to increase the pen:entage

of all childhood diarrhea cases annually who recei\'e oral rehydration solution from

6S percent to 85 percent in one year.

the desired reduction or improvement in one or more health problems in the catch
ment area's population. This reduction or improvement may be expressed in absolute

numbers or as a percentage. With reference to the diarrhea example, a health im
provement objective would be to reduce the annual percentage of pediabic consu.ltl

lions due to diarrhea in children under five per year from 18 percent to fiw perrent in

one year.

an expression of the desired extent of improvement in a preViously defined underly
ing cause or difficulty. May be expressed in absolute numbers or as a percentage. With

reference to the diarrhea example. an underlying difficulty reduction target would be

to increase the percentage of facilities ha"ing an adequate supply of oral rehydration

solution in a given year from 22 percent to 74 percent (from six of 27 facilities to 20 of

27 fadlities) in one year.
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Setting Objectives and Targets

Service Performance Improvement Targets

1. Review your Table of Problems and Indicators and select the service performance prob
lems (and indicators) you will focus on.

2. Transfer the relevant indicators and their baseline values from your Table of Problems and
Indicators to the appropriate columns in your LCU Objectives and Targets Table.

3. Set a target for reducing or increasing the baseline value for each indicator and specify the
time period.

Health Problem Improvement Objectives

1. Review your Table of Problems and Indicators and select the health problems (and indica
tors) you will focus on.

2. Transfer the relevant indicators and their baseline values from your Table of Problems and
Indicators to your LCU Objectives and Targets Table.

3. Set a target for reducing or increasing the baseline value for each indicator and specify the
time period.

Underlying Difficulty Reduction Target

1. Review your Table of Problems and Indicators and select the underlying difficulties (and
indicators) you will focus on.

2. Transfer the relevant indicators and their baseline values for these underlying difficulties
from your Table of Problems and Indicators to your LCU Objectives and Targets Table.

3. Set a target for reducing or increasing the baseline value for each indicator and specify the
time period.

Altemative Approaches to Target Setting

Your team may prefer to use an alternate approach to setting objectives and targets. For example,
you may choose to:

• raise the coverage for critical services evenly throughout the city, barangay, or LCU;

• ~t coverage targets in selected, currently underserved areas (city, municipality, barangay,
sitio, or purok);

• set targets in terms of the number of barangays where you will progressively introduce the
new intervention, with the intent of reaching full coverage for critical services in each
barangay over time.
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LGU Objectives and Targets Table-Example
(to Decrease Diarrhea-Related Morbidity and Mortality)

Health Problem Service P.rformance Problem Und.rlyln, CauH or Dltrlculty

Indicator
....lIn. Improvement

Indicator
....IIn. Improv.m.nt

Indicator luelln. Improv.m.nt
Value T.....t Value Tarnt Valu. Tarnt

Percentale of all 18% lut y-ar 5" In onl year Plrcentqe of all 65" lut year 85" In I year Percen. of all health 22" lut y-ar 1"" (20 of 21)
pediatric consultation. hlldhood diarrhea cue. feenters with an adequatl In 6 months
annually that concern ~nualfy who receive .upply of ORS
diarrhea In children PRT

Number of child death. .. deaths lut oin 6 month• !Percentqe of all .evere 80" lut year 100% in 3 Number of households 200:1 100:1 In onl
annually due to diarrhea year !diarrhea cues annually months perBHW currently year

who .rl immediatlly
referred to an He

Percental' of all Infanta 100EBF lut 30% EBF In one PercenUII of all mothen 35" lut year 10% In 6 months Percen. of all BHWs Estimated 10" In one Ylar
less that" month. old year Ylar n catchmint area who who have beln tralned 25" lut year
that are E8F In • liven hlVl received to conduct mother's
ylar approprlatl health ~Iau on childhood

Iducatlon on childhood dlarrhla
diarrhla In any elVin year

EBF • I.dullvllyb~

He • hl.lm (InUir
ORT • oral rehydration dlenpy

ORS III Of"aJ rehydr"ltlon toIution
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LGU Objectives and Targets Table
(to Increase Coverage for Maternal and Child Health Services and
Prepare the Health Facility for Sentrong Sigla Certification)

- --

Health Problem Service Performance Problem Underlying Cause or Difficulty

Indicator
Baseline Improvement

Indicator
Baseline Improvement

Indicator
Baseline Improvement

Value Tar2et Value Tal1Eet Value Tar2et

_... ,......~,-~ .....



Session 7: Ideas for Improvement

Overview
During this session, thL teams will rroiew thrir LeU TIlbk of~ tmd Targrls. Dnnvingfrom thnr

experimu tmdfrom txampJes ofbrst prtldices~ in thL PhiJippi~, tirLy will brtUnstonrt to dnYlop

interontlWns thQt will address their idmtifW probInns. 1M teams will list and tk:scribr thnr proposN
interontlWns.

Objectives
By the mil of this se>sion, the ptlrlicipIlting teams will~:

• generated ideas for strategic interventions

• selected interventions that the team feels are feasible and will be effective at addressing the
identified problems

• written brief narratives that describe these strategic interventions

Materials

1M 1tUltoWsfor this session ~:

• LGU Objectives and Targets Table (from Session 6)

• Understanding Differences between Strategic Actions and Routine Service Activities

• Guidelines for Generating and Selecting LGU Team Strategies

• List of Strategies (sample)

• List of Strategies (template)

• Selected Strategies and Narrative Descriptions (template)

• IJringing Sterilization Services to the Main Health Center" (see Appendix A)

• "'Mother-Baby Watch" (see Appendix A)

• ~EPI Plus" (see Appendix A)

Tasks
The tJlsJ:s fur this session~ listed bdmo.

1. Review your LeU Objectives and Targets Table" (from Session 6).

2. Briefly discuss team guidelines for generating and selecting strategies in order to gain a
common understanding of how to ensure that aU team members have an opportunity to

conbibute ideas and opinions.

3. Brainstorm and list ideas or interventions that adhere to the guidelines and which have the
greatest potential to improve or reduce the problem's baseline indicators within the next
four to nine months. Use a decision-making process that ensures that all team members
have an equal opportunity to conbibute ideas and participate in"selecting strategies.
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4. In the "List of Strategic Interventions" table, list your prioritized interventions and their
related indicators (with baseline values) and improvement targets or objectives.

5. In the "Selected Interventions and Their Narrative Descriptions" table, list your selected
interventions and write a narrative description for each one.

Products

By the end of this session, the participants will have completed:
• a list of selected strategies

• a brief narrative describing each selected strategy
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Understanding Differences between Strategic Interventions and
Routine Service Activities

The MGP grant supports strategic interventions that result in improvements in routine service
activities as well as health problems and underlying difficulties. Understanding the difference
between strategic interventions and routine service activities will help your team to develop
interventions that will result in reaching your objectives and targets and gain the support of the
CHD review panel in Session 9.

Definition of Terms
strategic
intervention

routine

service

addresses one or more identified problems and results in the development and

implementation of a new approach or set of procedures or practices, that, once estab
lished, ""ill continue in future. An example of a strategic intervention relatl"d to the

diarrhea example might be to establish a participatory rornmuni~' learning program
on the risks, prevention, and management of childhood diarrhea. Presumably the

initiative would involve discrete developmental activities, such as designing the

program, reproducing the training modules, and training BHWs in the new proce
dures, which would not need to be repeated.

relates to delivering or supporting the delivery of a health sen'ice prO',;ded on a
regular basis, albeit at an insufficient level at the current time. An example of a
routine sen;ce activity related to the diarrhea example would be for BHWs to pnn;de
education at the household level using the modules for diarrhea management. Pre

sumably BHWs would be expected to provide household-level education on an
ongoing basis, as part of their regular responsibilities.

Examples
Examples of strategic interventions and routine service activities related. to the MGP-targeted
sen"ices follow.

Strategic Interventions

• recruiting and organizing new BHWs for priority barangays and training the mid\~".j\c·es

and all BHWs to implement a new approach to monitoring and serving dusters of
underserved households there;

• establishing a mechanism for monitoring stocks and procuring vaccines, vitamin A cap
sules. and supplies of specified contraceptives;

• designing a new style of community health education that combines e~'ents, media, and
community monitoring to raise coverage rates for immunization and family planning;

• arranging, through the support of the mayor's office, for the installation of a continuous,
safe water supply for the Main Health Center.
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Routine Service Activities

• monitoring and following up on the delivery of targeted services in priority barangays by
BHWs and midwives;

• following procedures for monitoring the stock of vitamin A capsules and contraceptives;

• purchasing stocks of single dose vaccines for targeted facilities;

• inviting identified married women of reproductive age who do not desire any more
children or who want to space their pregnancies to the health center for family planning
counseling;

• conducting health education activities for the public at large;

• mobilizing resources from community and nongovernmental organizations to facilitate
outreach activities to poorly served communities.
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Guidelines for Generating and Selecting LGU Tearn Strategies

1. All strategies must support the National Health Objectives for 2004.

2. Strategies and development activities should be innovative.

3. Community and local political support and involvement should be sought and used to the
greatest extent possible.

4. Grant money can be used for new initiatives for service delivery expansion. but not for
salaries or honoraria for LGU officials and personnel. capital outlay, construction, or renova
tion.

5. Linkages with other government and nongovernmental organizations are encouraged to

enhance cooperation, collaboration, and the sharing of resources.

6. Attention should be focused on households or families in greatest need, first within the
priority barangays. and eventually throughout all barangays of the LGU.

7. Care must be taken in designing strategies, to avoid creating future routine budget require
ments that cannot be fulfilled.



List of Strategic Interventions (Diarrhea Example)

Problem Indicator
Improvement 0biectiveITarget Strategic Intervention

(Including Baseline VaJue)

BHW-to-household ratio was I:200 in Obtain I: 100 BHW-co-household Advocate to municipal and barangay
Barangay A last year ratio in one year officials for the immediate

recruitment and hiring of BHWs

35% of all mothers in catchment area 70% of all mothers in catchment area Design a community-eentered
received appropriate health education receive appropriate health education initiative to increase the use of ORT
on childhood diarrhea last year on childhood diarrhea in one year by catchment-area families in their

homes

65% of all childhood diarrhea cases 85% of all childhood diarrhea cases Make ORS packets available in every
received ORT last year receive ORT in one year household in the community
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Ust of Strategic Interventions

Problem Irt4Icator
Imprvwement 0IIjectinIT.... Str............ Ii.(lnducIn& "Meine Value)



Selected Interventions and Their Narrative Descriptions

(Diarrhea Example)

Strategic Intervention Narrative Description

Advocate to municipal and barangay officials Develop a presentation for municipal and barangay officials that will
for the immediate recruitment and hiring of convince them of the negative health impact of the current high
BHWs BHW-to-household ratio and generate their support for a BHW

recruitment and hiring campaign

Establish participatory community learning Design and implement a training program and supporting materials
on the risks. prevention. and management of that use a participatory learning approach to teach families about
childhood diarrhea the risks. prevention, and treatment of diarrhea in children; train

BHWs in the program so they can educate catchment area families

Make ORS packets available in every Develop new ORS procedures so BHWs can ensure that ORS
household in the community packets are available in every household in their community; design

and implement a training program to teach BHWs to use these
procedures
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Selected Interventions and Their Narrative Descriptions
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Session 8: The lGU Plan

Overview

During this session, e1lCh teJlm makes a list ofactivities for implnnenting the strategic intn-nmtimts

identified in the previous session. The team will develop a U''Orkplan tlult ident~fUs flu' products t'~t'd to

result from eJlch selected activity, the pt7SOn responsible for the activity, the requirtJ rrsources. and IN

timejramt.

Objective

By the end of the session, the LGU tt'flms will have:

• identified activities for implementing strategic interventions

• identified needed resources and their source{s)

• identified the person(s) who will responsible for each activity

• established a time frame for each activity

• developed a work plan that will serve as a planning and monitoring guide for implement
ing strategic interventions

Materials
The matnialsfor this session are:

• Health Map (from Session 4)

• List of Strategic Interventions (from Session 7)

• Selected Strategies and Their Narrative Descriptions (from Session 7)

• Developmental and Routine Service Activities and Resources that Support Strategic
Interventions (Diarrhea Example)

• MGP Developmental Activity Planning Terms

• Matching Grant Program Activity Plan (Diarrhea Example)

• Matching Grant Program Activity Plan (template)

• MGP Milestones

• "Strengthening Provincial Munidpal Partnerships through Sub-GrantingH (see Appendix A)

Tasks
The taslcs for this session are listed below.

1. Review and discuss the handout "Strategic Actions and Resources V5. Routine 5er'\;ce
Activities and Resources." Reach a common understanding of the differences beho\'een the
types of activities and resources that are strategic and the types of activities and resources
that are routine.
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2. Review and discuss the handout "MGP Developmental Activity Planning Terms/' and
reach a common understanding of these terms, which you will note are also the column
headings of the MGP Activity Plan.

3. In the first column of your MGP Activity Plan, list the strategies generated during Session
7 and compiled in your "List of Strategic Interventions."

4. In the second column, list the major activities involved in implementing each strategic
intervention. Refer to the "MGP Milestones" handout to remind you of the major activities
of the MGP.

5. Continue to fill out your MGP Activity Plan by listing expected products of each activity,
the person responsible, the resources needed, their source(s), and the timeframe. Refer to
the handout "MGP Activity Planning Terms" as needed.

6. Prepare to present the plan in plenary.

Product

By the end of this session, each team will have:

• a Matching Grant Program Activity Plan
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Session 8a: The Regional/Provincial Monitoring Plan

Overview
During this session, the provinrilll and/ar regiorull team rrJIlkes a list uf its monitoring objt'ctil't'S ilnd tN

activities requirrd to carry out its monitoring functions. The team also discusses and ~/ect~ components

and indicators for its monitoring checklist.

Objective
By the end of the session, regimull and prot'inciJll stllff utilllurve dEvelo;W and defirud:

• their MGP monitoring and support responsibilities

• a monitoring checldist

• a Regional/Provincial Monitoring Plan

Materials
The miltmalsfor this session are:

• MGP Developmental Activity Planning Terms

• MGP Milestones

• Regional/Provincial Monitoring Plan (template)

Tasks
The tasks for this session are listed below.

1. Review the handout "MGP Milestones."

2. Develop a monitoring checklist. Include activities related to:

• LGU implementation of their MGP workplans

• CBMlS roU-out, including updating and verify;ng the data

• Sentrong Sigla certification of relevant facilities

• service performance improvements

• allocation and utilization of funding

• CHD and Provincial Health Office support

3. Develop a monitoring workplan.

4. Prepare to present the plan in plenary.

Products
By the end of this session. each team utili have ~/oped a:

• Monitoring Checklist

• Regional/Provincial Monitoring Plan



MGP Developmental Activity Planning Terms

strategic
intervention

developmental
activities

expected
products

person
responsible

developmental
resources

source of
developmental

resources

timeframe

regionall
provincial
monitoring

objectives (on
the Regionall
Provincial
Monitoring Plan)

an approach for improving service performance or addressing health problems or

underlying difficulties. The LCU team is responsible for designing and imple

menting the intervention. A strategic intervention usually results in a new ap

proach or set of procedures that, once established, will continue. In your work

plan table, enter the name or a very brief description of the intervention, as listed

in Session 7.

step-by-step actions undertaken by an LCU team to implement its MCP strategic

interventions. Developmental activities usually take place within a set timeframe.

They lead to new approaches or capacities that improve the performance of

services or their support activities and will continue. In your work plan table,

enter a brief description of the developmental activity.

observable and measurable outputs of each activity. Once a product is produced,

the activity is completed. An example of a product is education modules for

training BHWs in conducting maternal awareness education related to risks,

prevention, and treatment of diarrhea in children. In your work plan table, enter

just the title of the product.

the name of the person who is primarily responsible for the activity and its

product and who will be held accountable for managing implementation. In your

work plan table, list the person by name. You may list other staff who will be

supporting the completion of the activity, but it should be clear who is primarily

responsible.

major resources required for implementing developmental activities (as opposed

to routine service activities). An example of developmental resources is the

funding that would be required to produce a new procedures manual. In your

work plan table, enter the amount of funding needed for each activity.

the agency, government department, or private organization that is funding the

activity. In your work plan table, list the funding source(s) by name.

the period when you expect to be planning and implementing the activity. In your

work plan table, list the activity's planned start date and completion date.

specific CHD and Provincial Health Office expectations related to their ability to

monitor LCU implementation of the work plans and the anticipated results. The

CHD team and Provincial Heath Office are is responsible for monitoring LCU

resource mobilization and utilization, revisions to the strategy and plan (in the

face of unexpected obstacles), CBMIS roll-out, service performance improvements,

possible health problem reduction, and CHD and Provincial Health Office sup

port provided to the LGUs.
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Developmental and Routine Service Activities and Resources that Support Strategic
Interventions (D iarrhea Example)

This table provide6 a quick example of types of developmental and routine service activities (and resources) that support strategic inh.'rventions
related to reducing the incidence of diarrhea in children and increasing the use of ORS by catchment area families. You will note that develop
mental activities take place within a set time, require finitl~ or one-time resources, and may be supported by MGP funds. Routine service activities
are ongoing (no set timeframe) and re4uirc resoun.:cs that the LGU would normally provide on an ongoing or as-needed basis as part of their
regular budgt.'t. Refer to this example as you fill out your MGt> Activity Plan and anticipatl~ ongoing resources required to sustain improvements
in service performance.

,

rlterventlon
Developmental Routine Service

- ----------------

Activity Resource. Required Activity Re.ource. Required
)Iement a I. Develop procedures whereby No resources required (elCupt I. Midwives continue to traJn. No resources required
ntered initiative BHWs can ensure that oral staff time) supervise. and support BHWs In
!oforal rehydration solution packets are the effort to distribute ORS to
erapy by available in every household families and to train them in mlxln&
a families the solution

2. Train elClstins BHWs in the new Trainlnl materials. snacks 2. Procure needed supplies Oral rehydration solution
ORS distribution procedures and In packets
teaching how to make oral
rehydration fluids at home

3. Monitor stocks and order new Oral rehydration solution
supplies as needed packets

clpatory I. Oesll" the proarann Material. for developlnl I. BHW. conduct education at the Reproduction costs related to

nlnl proaram community modules household level uslnl the modules providlnl materIals for BHWs to

eventlon. and for diarrhea man..ement use and leave with families
childhood 2. Reproduce the modules on Reproduction COlts

childhood diarrhea for u.. In BHW
tralninl

3. Train BHW. ullnl the modulel Tralninl materials, snacks

--

Establish a part
community Ie
on the risks. p
man..emlnt of
diarrhea

Stratellc I

Design and 1m
community-ce
to improve us
rehydration th
catchment are

t

f-:-
I'

r.e



~

~ Matching Grant Program Activity Plan (Diarrhea Example)
:'€
::::

Amount and Timeframe
Expected Person Developmental Source of
Products Responsible Resources Developmental

Start Date End Date
Resources.. _...

.et of procedures MHO: Dr. Rueda 9/2412001 10/12/2001

. obtaining and

tributing ORS to
~ry household

)dules developed Midwife: Mrs. Tagle Training materials LGU: PhP 1,500.00 10/16/200 I 10117/2001
~ all existing BHW and snacks
lined in ORS
)plies

Inagement

Immunity MHO: Dr. Rueda Reproduction MGP: PhP 10,000 9/24/2001 1011712001
ucation modules (with the support of Costs

PHN: Mrs. Morales
and Midwife: Mrs.
Tagle)

------._- f-----.-..,--,--.,

Training materials LGU: PhPI,SOO.OO 10/22/2001 11/912001
and snacks

... -. --_._.- -_.,.

Developmental
Activities

C
ed

2. Train existing BHWs in
the new oral rehydration
solution distribution pro
cedures and in teaching
how to make oral re
hydration fluids at home

I. Develop procedures for A
BHWs to ensure that ORS fo
packets are available in di
every household in their ev,
community

2. Train BHWs in the
modules for childhood
diarrhea

LGU~~~ _

Strategic Intervention

Establish a participatory II. Design the program;
community learning program develop the modules
on the risks. prevention. and
management of childhood
diarrhea

Design and implement a
community-centered
initiative to improve oral
rehydration solution use by
catchment area families

I···· ,..,,,, "".",-,."", _,.._"._ _--!--..-._ _ __.., ~," _--,.._--,..

~
0'
;:l

C')
~

E.:
'"[
~

MHO=Municipal Health Officer

PHN=Public Health Nurse



Matching Grant Program Activity Plan

LGU _

Amount and Tlmeframe
lopmentaJ Source of
tourc•• OeYelopmental

Start Date End Oat.
R••ource.

Dev.
Re

Penon
Re.pon.lbl.

Expected
Product.

OeyelopmentaJ
Actlvltle.

Strate.lc Intervention

f
.==

~
i
if'

PJ



MGP Milestones

CBMIS
1. Plan and implement activities to address immediate as well as medium- to long-term

service performance problems in all barangays implementing the CBMIS.

2. Expand (roll out) the CBMIS to other priority barangays.

3. Maintain the CBMIS by updating and verifying CBMIS data and submitting quarterly
reports to the CHD and Provincial Health Office.

4. Evaluate the program.

Sentrong Sigla Certification
1. Plan and implement activities to address prioritized deficiencies for selected facilities

(based on the Causal Analysis Summary Table).

2. Conduct assessments of other health facilities.

3. Apply for Sentrong Sigla certification.

4. Monitor compliance with quality standards using the Facility Self-Assessment Checklist.
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Regional/Provincial Monitoring Plan

CHD and Provincial Health Offlce Monltorln. ObJectives:

I.

2.
3.

Amount and Tlmeframe
Developmental Expected Penon Developmental Source of

Stratellc Intervention
Actlvltle. Product. RelpOn.lble RelOurc•• Developmental

Start Date End Date
RelOurce.



Session 9: Presentation of the lGU Plan

Overview

During this session, each tetmJ will prest1lt its LGU plan in a plt7lJlry session attended by aU LGU ttam..<;.

provincWl and regional health staff and inpited guests. The presrotations utili dl"SCrib!' tM nwin point~ of
tM teams' expected achievtments and snrice improvnnents. resource requirements. and tluir ~urce

mol7iliZJJtion strategy. A panel will providt'ff'f'dback on each plsln. Tht' CHD and PrOPincial Ht'lJlth Officl'

staff will also present tluir monitoring plsln. 11u' chairpt7S01llL'ilI clOS(' this S('Ssion and tM work..;Jwp by

summarizing the workshop results and confirming commitment to the plans.

Objectives

By the end of the session, LGU ttams u·ilI h/ny:

• presented their MGP Activity Plan for service perfonnance improvement and 5entrong
Sigla certification to a panel of decision-makers

• obtained a positive response, suggestions for improvement, and a commitment of support
from the panel of decision-makers

Also by the end of the session, the group of CHD and PrOPincial Hn:dth Office 5tDff u.'ill harv:

• presented their MGP monitoring plan and confinned their commitment to support the
LGU efforts

Materials

The rnattrillis for this session art:

• MGP Activity Plan (from Session 8)

• presentation aids

Program
The program for this session is listt'd ~low.

1. The chairperson introduces the program and provides a brief background presentation.

2. Each LGU team presents its MGP Activity Plan.

3. The CHD and Provincial Health Office team presents its Regional/Provincial Monitoring
Plan.

4. A panel of decision-makers provides feedback and reiterates their commitment of support.
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Products
By the end of this session, each team will have:

• documented acknowledgment of its plan

• comments on the plan

• a commitment of support from the panel of decision-makers
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Phase II:
Data Analysis and
Intervention Planning

Facilitator's Notes

This section provides Facilitator's Notes for the nine sessions of Phase D. 1be notes offer advice
for planning and leading sessions, and enhancing team participation during the learning process..
Facilitators should refer to the session guidelines for a list and examples of the materials needed
for each session.



Facilitator's Notes

Session I: Opening Program

Overview

This session prcwides the participants with lin tm.>n:>ierL' of the ll'Orkshop's objrcfin-;; and ~yJ/.lbu:: . .z:; <iyJ/

as information abeJllt the expected working mrlhods, the Iearning-by-doing aJ'Proach. the ,rork...JI01' s...-hed

ulr, and the house rules. The Reg-iolJJll Dirtc/or or Irerlhis representati,v participates ill the ;;.-ssiOll to

convey herlhis intnest in the project proposals that the teams u'ill prest"""t ill pl17tJ1ry at tI~ md of the

workshop. The participtltion of the RegiolJJll Director rtinforces the support of Ote CHD.fi1r tI~ .~fGP and

its objmivf?s.

Duration
about 30 minutes

Timing
10 minutes

20 minutes

Planning Notes
In preparing for this session:

Invocation, National Anthem

Welcome, and Challenge Facilitator Briefing

1. Follow up with the Regional Director to make sure that s/he or a representati\'e attends
this session as planned. Brief herI him ahead of time so s/he is prepared to challenge the
teams by bringing up the points listed under the facilitation notes.

2. To ensure continuity of participation and teamwork, make sure that the staff who partici
pated in the Phase 1 workshop also participate in the Phase 2 workshop. Do not allow
substitution of participants except when the role of the new participant is crucial in mak
ing decisions (e.g.; municipal health officer).
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Facilitation Notes
This session sets the stageJor the entire workshop.

1. Have each team sit together. Introduce the participants as a group and identify them
dearly as a team. Continue this emphasis on team membership throughout the workshop.

2. The Regional Director or her/his representative should be present during the opening
program and express her/his personal interest in this activity. In particular, the Regional
Director must challenge the teams to produce sound strategies for major service enhance
ment and proposals with a high probability of success. The Regional Director should point
out that the activities proposed by the LGUs should not be routine activities associated
with prOViding services and managing programs. Rather, the activities must be develop
mental. S/he should express confidence in the LGU teams' knowledge of success in their
areas. This challenge should come from her/him, not from the workshop facilitators. The
Regional Director should promise to return to hear the proposals and make decisions on
funding.

3. Explain the workshop's objectives broken down into general and specific terms, and share
the workshop syllabus.

4. Present the session tasks and their resulting products. Explain that these combined prod
ucts will make up each team's LGU plan, to be presented in plenary at the end of the
workshop.

5. Explain the program's working methods and the leaming-by-doing-approach in detail,
and discuss the implications for participants and facilitators alike. For example, explain
that the leaming-by-doing approach requires the strict management of session time limits,
and that the teams may need to work in the evening to complete unfinished tasks and
products.

6. Discuss the workshop schedule and the house rules. Address any questions or issues
raised. by the participants. Encourage the use of local dialects, and emphasize that all team
members must participate fully throughout.

7. Warn the teams that they will be introduced to a numbeJ; of new concepts and terms. They
should pay dose attention to these terms and try to understand them and ask questions
when these concepts are first introduced. This understanding is necessary for them to
correctly complete important session products that become portions of each team's pro
posal.

8. Advise the teams to read through the guideline materials as a group before starting each
session's tasks.

9. Address any administrative concerns.
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Facilitator's Notes

Session 2: Survey and Facility Data

Overview

This session provides each team urith erperimce in transfrrring the "Suits of its frleility~mnd to M

CAST (Columns A and B) and assessing the extent of unmt't nMis in its barangays. TNm5 will JISI! ,~

data lizter to prioritize barangays for service thlivny improwments. This session is also an Of'POrlunity.for

participants to ~:rpJor~ the validity of thrir dJlta.

Duration
2.5 hours. approximately

Timing
10 minutes

1 hour

30 minutes per team
(approximately)

Facilitation Notes

Briefing

Group work

Plenary presentation

Observe the teams without bt'ing intrusive. Avoid answering questions that a~. Instftld. mrollrag~ t~

participants to rt'SOive issues thnnst>lves.

1. Introduce the session guide. highlighting the materials required. the tasks to be done. and

the expected products. Present the timeframe and emphasize the need to finish within the
allotted time and the need to keep team presentations to 30 minutes each. including
questions and answers.

2. During group work. observe the teams and ensure that they remain focused on their tasks
and begin to discuss their survey experiences immediately. The guide questions (in the
Session 2 Presentation Matrix) will help them organize their thoughts. guide their discus
sion. and prepare their presentation.

3. Make sure that the guide questions are clear to the team members. If any team seems to

need guidance:

• ask how the LGU managed the BHW training and what types of actions it took to
ensure the quality of the data gathered;

• get the team to list the steps that it took to prepare for and administer the survey.
especially in areas with few BHWs;



• make sure that the team identifies the procedures it used to ensure full survey coverage
of its targeted barangays.

4. Make sure that each team transfers its presentation matrix to an overhead transparency for
use in its plenary presentation.

5. As each team prepares its products for this session, check that team members are transfer
ring:

• their Form 3 data to an overhead transparency;

• their FSAC data to a CAST, Columns A and H, for every health facility assessed. The
team must transfer the deficiencies identified in the FSAC verbatim to the CAST,
without revising the original statements;

• one partially completed CAST to an overhead transparency. Assign a facilitator from a
rural health unit or barangay health station to review each team's CAST before the team
creates its transparency.

6. Allow an average of 15 minutes per group for its presentation, including questions and
answers. However, be somewhat flexible with time management for the plenary presenta
tions. For example, the participants will probably raise more questions and issues during
the first presentation, so let the first group continue for longer than 15 minutes. The
participants usually raise fewer issues with succeeding groups, so they will need less time.

7. Presenting their Form 3 data allows the LGU teams to determhe the status of their
barangays vis-a.-vis the four MGP-targeted services and assess the extent of the unmet
needs in its catchment areas. The teams should note extremes of performance (both ex
tremely good and most deficient). Problem barangays should be highlighted in red or
yellow on the transparency.

8. The partially completed CAST allows an LCU team to see the deficiencies in a particular
health facility. Later, the team will use these data to prioritize barangays for service perfor
mance improvements.

9. During the plenary session, explore the validity of the data presented and the accuracy of
the percentage of total households surveyed. For example, every time a team shows that it
surveyed all households in a barangay, be sure to question this assertion. If the CPR looks
unusually high, ask the team if it checked the validity of the interview methods used by
the BHWs conducting the survey. Data problems such as these will be an ongoing issue as
the teams update their CBMIS forms. It is important to begin to address the issue of data
validity during the Phase II workshop.

10. Confirm the definition of a "surveyed household," that is, any household for which a
Family Profile (Form 1) has been completed. Remind the teams that the HHWs should
complete a Form 1 for every family whether or not the household has members who
represent the target groups.
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11. After sharing the team's Form 3 and a partially completed CAST in plenary, the person
doing the presentation should remain standing to answer questions raised by the other
groups.

12. Ask the groups to compare their completed forms with that of the presenter. Promote
discussion by encouraging the participants to raise questions and issues. As much as
possible, avoid answering their questions directly.

13. Before ending this session, ask the teams to make any needed corrections to their forms, as
they will be using these in subsequent sessions on health mapping and planning. Correct
ing the forms also reinforces their learning.



Facilitatorts Notes

Session 3: The Health Facility Situation

Overview

This session provides the teams with t'xpt7lellC( in rePiell'ing Ihe dtficimcies, ,'roblem".•md/or ar(lQ~ of

improt'ffllfflt for Ihe facilities asSt'Ssed. It also prot'ides tht'7Pl lcitl! t":rperimct" in delaminirrs the' niml of

eacl! problem and exploring its (QUst'S. The teams idetlt~fy tlte ddicimdt'S t/wt must h' "ddri"S5<',i 10 e'lAlNt'

ti,e LGUs to respond to unmet needs. impror'l? tllt'ir seri.'/Ct"'t"r(vrmallCt'. and mOlY l!.l'5<" to 5t"n1rons 5(\;l.l

cert~fication. The product of this session will he one Nsi,; for ddining St'ri.'/Ct' rt"fonn.mu proN"m:,- and

underlying d~(ficu/ties.

Duration
2.5 hours, maximum

Timing
15 minutes

1 hour, 15 minutes

1 hour (15 minutes per team,
as time allows)

Facilitation Notes

Briefing

Group work

Plenary presentations

Observe the teams without bring intrusir't'. Aroid an~llrnng qllt"Stions tllJll iJrise. Inslrad. ,'1KOuT",,\e flu

participants to resolr't' issues themselr.vs.

1. Introduce the ~ion, the handouts, the tasks to be done, and the produm 10 be com
pleted. Note that the plenary presenlation for this session is optional and will depend on
the pace at which the groups work and the participants' preferences. In addition. YOU

should also cover the following topics:

• Explain hO\v to fill out and use the other columns of the CAST.

• Emphasize thai the LGU must address most, if not all, deficiencies in order 10 be certi
fied. However, since resources are limiled. the learn should prioritize the deficiencies
that are most important to address, for example, those that most constrain the deli\'e~'

of the four MGP-targeted sen'ices.

• Explain that in the future Sentrong Sigla certification will requiTe a facility to demon
strate actual program perfoonance for the sen'ices it is pro\'iding. Thus, the CB\flS
foons that the team has been completing will help the LGL' to demonstrale al.wal
program perlonnance as well as achie\'e high sen' ice co\'erage.

• Emphasize that the teams must read all handouts for this session.

PREVIOUS PAGE BLANK
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2. Observe each team to see if it understands the instructions and has been filling out the
CAST correctly. Make sure that all team members, especially those working at the munici
pality or city level, participate in the team's discussion of causes that may underlie the
identified problems.

3. Ask the teams to identify the deficiencies that most constrain the delivery of the four
MGP-targeted services.
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Facilitatorts Notes

Session 4: The Health Map

Overview

In this session, each team creates /l hftlIth map of its priority barang/lYS, The map will ~/p t~ tt'J'lm to

idmtify underservtd aretlS with poor /lCce5S lind t~ areas with the grNtest unmrl nMis.

Duration
3 hours

Timing
15 minutes

] hour, 45 minutes

4S minutes to I hour
(15 minutes per team, as
time allows)

Planning Notes

In plilnningfor this session:

Briefing

Team preparation

Plenary presentations

1. Advise each team to bring a map of its overall area of responsibility. Explain that the map
should provide sufficient detail for each barangay. It is not advisable for the teams to
develop maps for individual barangays or to draw their map during the session.

Facilitation Notes

O~ the tNmS without being intrusiI'f!. Avoid anst«ring qut'Stions that a~. Instead. rnC(Jura<~t the

participants to resolI'f! issues themselves.

1. Introduce the session, highlighting the materials required, the tasks to be dont', and the
products that will be completed. In addition, you should perfonn the following tasks:

• Emphasize that the product of the session is a health map shoWing areas that are
underserved, have poor access, and have the highest levels of unmet needs.

• Remind the team to identify a moderator for the group.

• Remind the team that their map should only have three tags of each color (red, yello"·.
green, and blue), or 12 tags in all. They will place these tags on their top three priority
areas for low BHW to population ratio, underserved populations, unmet needs. and
facilities with deficiencies.
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• Point out the important products of the health mapping exercise. These products
include the Table of Unmet Needs, Population Table, and Table of Priority Areas.

• Emphasize that the team should read through all the guidance materials together.

3. Be vigilant about assisting teams that find the health mapping exercise difficult. In particu
lar, observe them as they tag their priority areas and, most importantly, identify real
problems. Provide assistance as needed.

4. The health map provides a geographic definition of the problems and the areas needing
focus. The maps will be crucial in the following sessions, when the teams define problems
and set improvement targets and objectives. The maps will also be useful for prioritizing
the barangays and facilities that most deserve attention and resources, given the reality of
limited resources and staff time.
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Facilitatorts Notes

Session 5: The Problem

Overview

In this session, the teams create a three-part definition of the probkms they are con/roPlting. as idi'11t~fiLJ

through the mapping data analysis carried out during prtTious ~'Ssions. Tllt"Y dt:'<'t'l(lp th/:-. thrl'f'-ptlrl

definition tty filling out I' "Table of Problems and IndiclltorS," whidl propitit'f. (olumn::for /zstinS ":'<r.'Ke

performance problems, health problems, and underlying J~(ficultit'S. For each type of problmr, the tf'llms

must dt'1't'lop indicators and indicator baseline vaIUt'S.

This session is one of the most important and challt'1lgins ofthe mtirt' MGP planning proct'SS. The

facilitator/s) must prol'ide a careful, complete brid;II~. J'uying dose attmtion to tht' dt~niti(l" oj tt-rms in

the handout"Defining Your Problems 11".1 Their hlliioltors. ..

Duration
about 4 hours

Timing
15 minutes

2 hours, 25 minutes

45 minutes to 1 hour
(15 minutes per team,
as time allows)

20 minutes

Planning Notes

Briefing

Team preparation

Plenary presentations

Audience feedback

In preparing for this session, keep in mind that dz,lllenges I1sStKiated u'ith this ~sio,,'~ til.--k.~ indude

de7.'t:'loping the participants' understandirlg of:

• the process of defining LCU health problems by first analyzing and defining sen'ice
performance problems. This approach is useful because it heirs the team to focus its MGP
planning and intervention design on the four MGP-targeted sen'ices and the health
problems that will benefit most from impron'ments in those sen"ices'

• In the Philippines. the MGP funding orpniution defined the four ~ervi<e~ to be wgeted for improvement: dUIdhood

immunization, tetanU~ toxoid vacCinations for pregnant women, viumin A ~upplement3tion. af>d f3mify pIanNnc. fOf' this

reason. the te3lTlS begin to fill out their Health Problem Table by listing their service~ep1~ af>d JndicaIors
lim., In other contexts. where the services to be improved are not already specified. tmms rn;,y bqin by tistin& their

health problems and then proceed to listing service performance problems and underlymg difficulties and their~



• the concept of an indicator. Most team members will have had little or no experience in
defining indicators for demonstrating problems and measuring improvements. It is essen
tial to begin this session by briefing the participants on indicators and how to formulate
them. The handout "Defining Your Problems and Their Indicators" will be useful in
expanding the teams' understanding of the concept of an indicator.

Facilitation Notes

Observe the teams without being intrusive. Avoid answering questions that arise. Instead, encourage the

participants to resolve issues themselves.

1. Introduce the session, highlighting the materials required, the tasks to be done, and the
products that will be completed. In addition, you should perform the following tasks:

• Explain the difference between the three types of problems that the teams will focus on
in this session: service performance problems, health problems, and underlying causes
or difficulties.

• For service performance problems, discuss the two main aspects-inadequate coverage
and inadequate quality-and how to measure them. Encourage the teams to express
coverage rates in a positive way. This concept is particularly important where coverage
rates are good.

Note: "Unmet need" is complementary to the coverage rate. For example, if the coverage rate for

vitamin A supplementation is 4S percent, then the unmet need is SS percent.

• For health problems, present common health problems and their indicators. Examples
of common health problem indicators include morbidity (the overall incidence or the
rate of incidence of a given disease or condition in a population) and mortality (the
number of deaths or the rate of deaths from a given disease or condition in a popula
tion). Baseline values may be expressed as absolute numbers or as the rate of occurrence
in a population.

• For underlying difficulties, discuss the types of underlying causes that contribute to
service performance problems. Examples include inadequate public awareness, difficul
ties of client access, and lack of resources.

2. In addition, guide the participants as they begin this session by bringing up the following
points:

• Before starting to work on this session's products, read the handouts and examples and
discuss these within the team.

• Continue to refer to your health maps. Consider highlighting the link between some
health problems and the locations where they are most prevalent. This linking may be
helpful for identifying the causes for some problems.
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• Be careful of the difference between unmet need and service coverage. They are
complementary.

• Be suspicious of very high coverage rates. since the data may not be valid. For example.
if measles cases are occurring in spite of high immunization coverage. then the data are
invalid something is wrong, due to vaccine failure or cold chain problems.

• If high coverage is reported, then do not define as a problem the smail percentage that
remain uncovered.

• Try to formulate appropriate indicators for all problems cited. even if you have no data
for the indicator.

• Remember that the indicator should measure the defined problem.

3. The product of this session, the health problem definition. is crucial in the following
sessions and must be completed. Most teams will probably complete their definition in the
evening, to address comments and suggestions made during the plenary discussion.



Facilitator's Notes

Session 6: Objectives and Targets

Overview

In this session, etlCh tetlm produces an LGU Objectives and Targets Table tlult lists indialtors fOT nJdIlypr

ofproblem as well as baseline values and improvt'ml'1lt objectittt'S and targets. Som£ tetlm5 m.7y wish to

rroise their Table ofProbkms and IndiCJltors as a result of thrir work during this Sl'$...;on.

Duration
about 2 hours

Timing
15 minutes

1 hour

45 minutes to 1 hour
(15 minutes per team,
as time allows)

Facilitation Notes

Briefing

Team preparation

Plenary presentations

Observe the tetlmS without being intrusive. Amid ansumng q~tio1l5 that an.<;('. Instnul, t7!C0urwgt'~

participants to r~/ve iss~ themselves.

1. During this session, the teams may find it challenging to express improvement objectives
or targets as changes in the indicators defined during Session 5 (in the Table of Problems
and Indicators). In setting a target for the desired level of change in indicator value, the
team should take into account the timeframe for the intervention as well as improvements
that may be required in the level of service coverage and the underl~ing difficulties..

2. Introduce the session, highlighting the materials required, the tasks to be done, and the
products that will be completed. In addition, perform the following tasks:

• Note that the template for the LGU Objectives and Targets Table is similar to the
template for the Table of Problems and lndicators.

• Ask the teams to start their work by reviewing their Health Problem Table (from
Session 5), OOH objectives (in the handout National Health Objectives), and ideas of
alternative ways to set targets, as described in the handout "Setting LGU Ob;ecti\'es and
Targets."

PPIVIOUS PAGE BLANK
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• Explain that "objectives" relate to addressing problems, while "targets" relate to im
proving service coverage. The target is the desired level of coverage by a specific service
that will be achieved as a result of the planned intervention(s). Objectives are the
desired reductions in the indicators of the health problem(s) being addressed. Objec
tives are expressed quantitatively as the number of cases or the incidence rate.

• Ask the teams to be ambitious in setting objectives for addressing health problems. If
there are currently no cases of a disease for which prevention activities are being carried
out, the objective might be to maintain the current level of performance (while acknowl
edging that there may be some undetected cases).

• Ask the teams to set realistic (but still ambitious) service performance targets. Their
service performance targets need to be high enough to make the attainment of the
health improvement objective feasible.

• Remind them that not all of the indicators defined in the Table of Problems and Indica
tors hom Session 5 need to be included in the LGU Objectives and Targets Table. The
teams must make strategic choices of interventions in areas of greatest need in order to
produce the maximum health and service performance benefits given available re
sources.

• It is perfectly legitimate to set 100 percent coverage targets (for one or more MGP
services) for priority barangays.

• They should convert the negative indicators formulated in the problem statement into
positive indicators for targets and objectives. For example, they should list the target
indicator as the percentage of improvement in coverage.

3. Teams may wish to revise some problems or indicators in their Table of Problems and
Indicators as a result of this session.

4. Answer questions about definitions and procedures, but do not provide assistance in
defining or calculating selected indicators and their values. Encourage the teams to be both
realistic and ambitious and to take other obligations into consideration when estimating
likely accomplishments over the next year. Advise them not to limit their ambition in
target setting because of current resource shortages. Instead, advise them that in the next
session, they will identify resource needs and devise strategies for mobilizing the required
resources.
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Facilitatorts Notes

Session 7: Ideas for Improvement

Overview

In this session, the tt'llms will r{'View the LGU Ob;n-tiPe$ atlJ Tar:~ds Table (from Session 61 lind ilwk

together to generate a list ofpossibl.. solutions to the problems they haN ident~fied. They should .foIlo..' tN

guidelines listed in the handout Guidt'linesfor Generating and Seln'ting LGU TNlm Sfratry;'u·s. TII€Y ,r,1I

list their proposed int£'TVt.7ltions in the List ofStrategic Intervention... and tkscrillt" thnn in tlk> Sel«tt'd

Intervrntions and Their Narrative Desaiptions table.

Duration
about 2.5 hours

Timing
IS minutes

I hour, 30 minutes

45 minutes to 1 hour
(15 minutes per team,
as time allows)

Facilitation Notes

Briefing

Team preparation

Plenary presentations

ObserPe the teams without being intrusil't'. Amid ansumng questions that ari5<t'. InstNliJ. au"ouras.. the

participants to resolve issues themselt't"S.

1. Introduce the session, highlighting the materials required, the tasks to be done. and the
products to be completed.

2. Introduce the team preparation activity. which is a brainstorming and prioritization
exercise that results in two products: a List of Strategic lnten'entions and a Selected
Interventions and Their Narrative Descriptions table. Advise the tt.>ams to draw on their
own experiences as well as the best practices described in the handouts. In addition,
perform the following tasks:

• Encourage the teams to use group brainstorming and prioritization techniques that
ensure full participation by aU members in generating ideas, selecting among them, and

reaching consensus.

• Share the sample List ofSrrategic Interventions (Diarrhea Example). Note that the
sample interventions listed address the health problems in the Table of Problems and
Indicators (Diarrhea Example)_



• Suggest that each team select a moderator to facilitate the discussion and ensure that all
team members have an equal opportunity to contribute ideas and make decisions. The
team should also select a scribe to record the proposed solutions in the table template.

• Provide assistance as needed regarding the definition of terms, proper use of templates,
brainstorming methods, or best practices from elsewhere in the Philippines.

• Encourage the teams ta select at least six strategic interventions from their
brainstormed list. Remind them that ane intervention can address several health prob
lems or unmet needs

• Suggest that they choose among the suggested interventions by identifying those that:

• best satisfy the "Guidelines far Generating and Selecting Team Strategies";

• are likely to be highly effective in solving several problems and unmet needs;

• are most feasible;

• will benefit those families and communities in greatest need.

• Remind them that the selected interventions should not require major increases in the
LGU's regular budget, unless the team has already made plans for generating addi
tional funds.

• Remind them that strategic interventions should result in a new approach or set of
procedures that, once established, will continue. These interventions may improve the
performance of routine services or support activities.

• Remind them to pay attention to strategies for mobilizing local resources for supporting
service facilities, development costs, and operating costs.

3. The teams should not be shy about admitting that they have not been able to come up with
a strategic intervention for some problems. This admission is preferable to writing a
general (meaningless) statement for an objective and target.

4. The team should give each strategy a short title and write a brief description in the tem
plate provided. They will find the description useful as they develop ideas of activities and
fill out their MGP Activity Plan in Session 8.
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Facilitator's Notes

Session 8: The LGU Plan

Overview

In this session, each team makes a list of ih:tipities for implementing tlu- strategies idnJt~/ied in Stssion 7.

The teams also identify tlu- products that urill result from the- completion ofeach activity, tJu> ptTSOn

responsible.for each activity, tlu- required resources. and the anticipated timiframe.

Duration

about 3 hours

Timing
15 minutes

2 hours, 45 minutes

Facilitation Notes

Briefing

Team preparation

Observe the teams without being intrusil'e. Amid ansumng questions that ariS<'. l"stNd, mrollr~ tM

participants to resoh'e issues themselves.

1. Introduce the session, highlighting the materials required, the tasks to be done, and the
products to be completed. Point out that at the end of the session, each team will have a
draft of its MGP Activity Plan, which it will present to decision-makers during Session 9.

2. In your briefing. emphasize the follOWing points:

• The period that this workplan should cover is usually one year.

• The team should refer to and use products developed during previous sessions as well
as the templates and handouts from this session in developing its MGP Acti\'ity Plan_

• The plan will contain not only activities for implementing the selected strategies from
Session 7, but also activities for achieving Sentrong Sigla certification and tor rolling out
the CBMIS to other barangays.

• The team should provide concrete examples to illustrate the diffeJ't"IlCe between the two
types of MGP developmental activities-$trategic actions and routine sen-ice acti\'i
ties-and their respective resources.

• Every acti\ity needs to have a product. For example, the modules den,loped under the
participatory community learning strategic intervention are a product. The number of
BHWs trained using these modules is also a product. Products are generated by and
mark the end of each activity. Some products may also be inputs required for other
activities. For example. the modules are required for and must be completed before the
BHWs are trained.



• A named person (not just herI his title or position) must be responsible for each activity.

• Teams should list their activities on large sheets of paper to ensure full understanding

and participation of all team members in planning their development work over the

next 12 months.

• A team may need to rework its list of activities several times before every team member

is confident that the activities planned can actually be carried out, given team members'

other, ongoing responsibilities.

• The team needs to estimate the resources required for each activity and the correspond

ing source. Examples of sources include the LCU (primary source), the MCP, donor

agencies, the community, and the DOH.

• A Gantt chart is an optional but useful product that can assist the team in developing a

realistic schedule for implementing MCP activities over the coming months. The facili

tator should emphasize again that each activity generates a product and is complete

when the product is generated.

• Remind the team that MCP activities are developmental and lead to improvements in

services. Developmental activities are not services. Emphasize that any services to be

provided by an NCO or community source should not be listed as developmental

activities. Rather, it is the effort required to set up these services that constitutes the

developmental activity.

3. The elements of each team's MGP Activity Plan should be consistent with the team's

earlier products, which have identified problems, indicators, objectives and targets, and

strategies. A team may redefine its strategies after having considered the difficulties of

implementing them. However, discourage the team from revising its problems and targets.

4. Throughout the session, provide the teams with assistance, as needed, in differentiating

developmental and service activities and resources.

5. At the end of the session, provide the teams with assistance, as needed, in reproducing a

sufficient quantity of draft plans to meet the needs of the review panel during the plenary

presentation in Session 9.
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Facilitatorts Notes

Session Sa: The Regional/Provincial Monitoring Plan

Overview

In this session, the regioTuU and prouincilzl team IPUlkes Q list of its monitoring obj«tives and the actiMt~

it will need to do in order to carry out its monitoringjunctions. The team should discus:-, list. Qnd s.dn'1

components and indialtorsfor its monitoring ch«klist.

Duration
about 3 hours

Timing
15 minutes

2 hours, 45 minutes

Facilitation Notes

Briefing

Team preparation

1. Introduce the session, highlighting the materials required. the tasks to be done, and the
products to be completed. During your briefing. emphasize that the CHD and Pro\'inciaI
Health Office group:

• will have, at the end of the session, a draft of its Monitoring Plan and a monitoring
checklist;

• will present its plan to decision-makers and the LGU teams during the final session.
Audience members will be looking to the CHD and Provincial Health Office group to
provide support for the implementation of their strategies. The Monitoring Plan should
include support activities and monitoring and evaluation activities. The group must be

clear and specific about the extent of support it is committing to provide to the lGL's as
they implement their MGP strategies;

• should plan to undertake many levels and types of monitoring. For example, the team
may wish to monitor activity completion, resource use, service rerfOrmaIl('(>, health
improvements, and data validity;

• should include in its Monitoring Plan acth'ities related to rolling out the CBMIS, updat
ing and verifying CBMIS data, and achieving Sentrong Sigla certification (as listed in
the handout "MGP Milestones");

• should delegate monitoring and support responsibilities, as discussed during orienta
tion. The Monitoring Plan and the monitoring checklist must specify CHD and

Provincal Health Office monitoring and support responsibilities, and the team must
make sure that each group understands its responsibilities;



2. At the end of the session, provide the team with assistance, as needed, in reproducing a
sufficient quantity of draft plans to meet the needs of the review panel during the
plenary presentation in Session 9.
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Facilitator's Notes

Session 9: Presentation of the lGU Plan

Overview

This session is Q foTm/l1 plenary with int'itt'd gut'Sts. In this St'Ssion. tM LGU teams and the CHD Ilnd

Prm'incial Health Office team present their plans. get fre:lback from the m';tu' panel. Ilnd rh:t'itY II com

mitmmt of support for plan implementation.

Duration
2.5 hours

Timing
10 minutes

80 minutes (about 20 minutes
per team)

60 minutes

Briefing (by the facilitator) and Opening (by the Chairperson)

Presentation of plans

Panel of decision-makers summarizes their feedback and

support

Planning Notes
1. FoUow up with the invited guests to make sure that they attend this session as planned.

2. Ask the chairperson to brief the invited guests ahead of time on their roles during this
session and what is expected of them. The briefing may be done when the guests are
invited. the night before the session, or both.

3. Provide the teams with an opportunity to rehearse their presentations and receive feed

back from the fadlitators on how to improve them. Advise the teams to avoid excessi"'e
detail in their presentations. Rather, they should describe the main points of their expected
achievements, service improvements, and resource requirements.

Facilitation Notes
1. The chairperson introduces the invited guests and the members of the panel. The Chair

person provides the invited guests with a brief background of the program, the actj\;lH>s

accomplished to date, and the past week's planning efforts.

2. The chairperson must keep the program on schedule. She should allow each team 20
minutes to deliver an oral presentation that presents its health map. enumerates its identi
fied problems, describes the selected intervention, and presents its MGP Activity Plan. The

team should support its presentation \\;th graphics (such as its health map, charts. and
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graphs). The time allotment should include time for questions and comments from other
participants, the facilitators, and the invited guests. The chairperson should take care to
avoid debate at this point. If necessary, the chairperson may remind the participants that
the panel will be providing feedback on all of the presentations and plans later in the
session, once all the presentations are completed.

3. During their presentations, the teams should clarify their strategies for resource mobiliza
tion.

4. The CHD and Provincial Health Office group may present its monitoring plan immedi
ately following the teams' presentations or after the decision-makers' response.

5. Once the presentations are completed, the panel of decision-makers will give their reac
tions to each proposal. The panel may ask for a break at the end of the presentations to
discuss among its members the comments they wish to make. The panel's feedback should
include guidance on proceeding with implementation. Panel members should express any
serious reservations they may have about any of the proposals. Any reservations should
include suggestions for revisions. These suggestions may be useful in guiding all teams on
how to adjust their plans.

6. After the panel members have given their feedback, the chairperson summarizes the
results of the workshop, confirms commitment to the plans, and closes the session and the
workshop.

Phase II Facilitator's Notes
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bannpy

Barangay CBMIS Tally

Sheet (Fonn 2)

barangay health

stationIbarangay health

center (BHSlBHC)

Call Card

Catchment Area

CBM'S Tally Sheet
(Fonn 3)

Causal Analysis Sum

mary Table (CAST)

center for health
deyelopment (CHO)

Certifiation and

Recognition Program

(CRP)

Community-Based

Monitoring and Infor

mation System (CBM'S)

a geographic division within a town or municipality (which C'OflS.lSts of

several barangays). A barangay is the smallest political unit in the Philip

pine system of government. A barangay is headed by a Pu,umg &mmsilY or

Barangay Captain.

a form for summarizing the data from all Family Profiles (Form 1) in a

given barangay. The summarized data provides an overall picture of the

magnitude of the unmet needs for immunizations, tetanus toxoid V<lo....--ma
tions, vitamin A supplementation, and family planning in a harangay

a health facility that provides services for a barangay or a duster of

barangays, depending on their size.

a personalized invitation sent by a midwife to a family ""ith unmet needs.

The Call Card lists the basic health services needed by targeted members.

of the family, and the date and place where these ser....ices will be gin''Il.

a form for summarizing the Form 1 data from several barangays. The
summarized data gives the midwife an overall picture of her catchment

area and heirs her to identify barangay(s} with unmet needs and plan for

future efforts.

a table for listing the deficiencies. problel'l'lS, and areas for improwment

for one health facility.

regional offices of the Department of Health. CHDs are responsible for

providing technical assistance to Local Government Units (lGL's) and for

sharing staff capabilities with other regions.

one of two complementary strategies of the Sentrong Sigla. The CRP

focuses on improving health facility compliance with established qualit....

standards. Facilities that meet these standards are certified by the OOH as

providing quality health services.

an information system that enables health service pronders to svstemati

cally identify, categorize, and prioritize women and children with unmet

needs for immunizations, tetanus toxoid vaccinations, vitamin A supple

mentation, and family planning.



Consolidation of
CASTs Table

Continuous QuaJity
Improvement (CQI)

current users

developmental
activities

developmental

resources

developmentaJ
strategy

difficulties

expected products

Facility Self
Assessment
Checklist (FSAC)

Family Profile
(Form I)

field practicum

fully immunized child

Gantt chart

Garantisadong PambGta

(Preschoolers HeaJth

Week)
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a table for summarizing data on facility deficiencies throughout a

barangay or cluster of barangays.

a process-oriented approach to improving service quality. The CQI ap

proach emphasizes building staff capacity to work as a team to identify
service delivery challenges, apply tools, and improve service quality.

the total number of married women of reproductive age using any family

planning method in a barangay, catchment area, or other specific geo
graphic area at a specific point in time.

step-by-step actions undertaken by the LCU team to implement its MCP
strategic interventions. These one-time activities are intended to result in a

new approach or set of procedures that, once established, will continue.

major resources critical for the completion of developmental activities

both strategic actions and routine service activities.

a strategic intervention designed by an LCU team to address and reduce
service performance problems, health problems, and underlying difficul

ties.

underlying causes of service performance problems.

the observable and measurable outputs of each activity. Once a product is

produced, the activity is completed.

a self-evaluation guide for health staff to use in assessing the quality of the
services provided at their facility and evaluating their level of prepared

ness for Sentrong Sigla certification.

a two-page form in which BHWs or other community volunteers record

general information about the family as well as data on immunizations,
tetanus toxoid vaccinations, vitamin A supplementation received, and

family planning practices.

the community survey and facility assessment carried out by LGU teams

in their catchment areas between the MCP Phase I and Phase II planning
workshops. The teams use the field practicum data to develop their MGP

Activity Plan.

a child who has received all required doses of the vaccinations against the

six immunizable diseases.

a visual planning tool that presents a team's timeframe for implementing
its MCP interventions.

a nationwide campaign against micronutrient malnutrition conducted

every six months at designated centers or during home visits by health

workers and volunteers. The campaign workers give a vitamin A capsule

(200,000 ill) to children 12 to 59 months old.



growth monitoring

chart (aho known as

"yellow card")

health improvement

objective

health map

health problem

Indigents Program

LGU 0b;ectiYes and

Targets Table

Local Government

Unit (LGU)

married women of

reproductive age

Matching Grant

Program (MGP)

MGP Activity Plan

memorandum of

agreement

National ObiectiYes for

Heatth

a card for recording a child's weight at regular intervals during its first

year of We and when all vaccinations are received.

the desired reduction or improvement in one or more health problems in

the catchment area's population.

a map showing the catchment area of an LCU team. 'The LCU team uses

the map to prioritize barangays for MGP interventions.

a population's health-related problem (e.g., morbidity, mortality, or

consequences of a disease or condition) that could be addressed by an

MCP intervention.

a social insurance program implemented by PhiIHealth that aims to

provide high-quality and affordable health care services to the

marginalized sector. particularly the bottom 25 percent of the population
who cannot afford to pay ht"alth insurance premiums.

a table where an LCU lists indicators, baseline values, and improvement

objectives and targets for its health problems, servia.> performance prob

lems, and underlying difficulties.

a political subdivision, structure, or unit. In the Philippines, there are four

types of LGUs: province, city, municipality, or baranga~·. LCl's ha\-e clt"eU

and legally recognized boundaries over which they ewrcjs,p authori~· and

within which they perform public functions.

married women 15 to 49 years old. uMarried" does not necessarilv mean. .
legally married; if a woman stays with a man under one root and l."OI\Sid-

ers the man her permanent partner, the couple is ronsidt"n-d marrit>d tor
the purpose of the CB\.-fIS Family Profile.

a grant mech.mism to help municipalities and cities expand senice

delivery coverage and improve the quality of primary health care pro

vided to women and children in a derentralizL'd health program setting.

Under the MGP, the DOH provides grants of between P'hP2.,;().()(X) and

S(XtOOO to interested and eligible LGUs through the CHDs-

a table for listing an LGU's MGP strategy, developmental activities,

expected products, person responsible, developmental resources. the

amount and source of developmental resources, and timeframe.

a legal document signed by the local government (mayor and/or gover

nor) and the Regional Director prior to initiating implementation of the

MCP in a locality. The memorandum of agreement defines the implemen

tation and financial roles and responsibilities of the LGU and the CHD

under the MGP.

a national government strategy for significantly impro~ing the nation's

health. The document provides a list of national goals and objectives for

health by 2004.



operating schedule

person responsible

PhilHealth

prioritized barangays

purok

Quality Standards List

regional/provincial

monitoring objectives

routine service activity

rural health unit

Sentrong Sigla
(Centers of Vitality)

service performance

improvement target

service performance

problem

session products

sitio

source of develop

mental resources
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the specific hours that a health facility is open.

the name of the person who is primarily responsible for the activity and its

product and who will be held accountable for managing implementation.

the Philippine Health Insurance Corporation, mandated by law to admin

ister the National Health Insurance Program (NHIP).

barangays that an LGU team has prioritized for initiating MGP interven

tions. The team prioritizes barangays based on their levels of unmet needs,

poor access, underserved populations, and underlying difficulties.

a zone within a barangay.

a list of recommended standards and requirements for providing quality

services under the Sentrong Sigla. There are two lists---one for Rural

Health Units (RHUs)/Health Centers (HCs) and the other for Barangay

Health Stations (BHSs). These standards are national program guidelines

of the Department of Health (DOH).

specific CHD and Provincial Health Office expectations related to their

ability to monitor LGU implementation of the work plans and the antici

pated results.

a routine service activity is related to delivering or supporting the delivery

of a health service provided on a regular basis, albeit at an insufficient

level at the current time. A routine service activity is initiated as an MGP

developmental activity and then continues over time as part of ongoing

services and/or support activities.

a health facility providing primary health care services (primarily preven

tive rather than curative services) for an entire town or municipality. An

RHU is usually located in the town proper.

a joint effort of the DOH and LGUs to ensure the availability and accessi

bility of high-quality health services in health centers and hospitals.

the desired increase in coverage of one or more specific services for

identified segments of the catchment population.

a problem related to the reach and accessibility of a facility's services. In

the context of the MGP, it is a problem that relates to coverage by the four

MGP-targeted services and that can be addressed by an MGP intervention.

the specific outputs produced by a team at the end of each MGr planning

workshop session (both Phase I and Phase II).

a sitio is a zone within a barangay.

the agency, government department, or private organization that is

funding the activity.



strategic: action

str ategic intervention

Table of Problems and
Indicators

timelrame

unmet needs

a strategic action addresses one or more identified problems and results in

the development and implementation of a new approach or set of proce

dures or practices, that, once established, will continue in future, Strategic

actions are discrete activities that do not need to he repeated.

an LGU strategy or approach for raising sen-ice performance or address

ing health problems or underlying difficulties. A strategic inten'ention

usually results in the development of a new approach or set of procedures
that, once established, will continue.

a table for listing the health problems, service performance problems. and

underlying difficulties faced by an LGU team. The table also provides

columns for listing the indicator(s) and baseline valuels) for each problem.

a desired improvement, usually in a specific quality of care indicator,

service, or difficulty. Targets may be expressed quantitatively, either as a

percent or as absolute numbers.

the period when the LCU will be planning and implementing the acti\ity.

an expression of the desired extent of improvement in a pfe\iously de

fined underlying cause or difficulty.

barangays with a BHW to household ratio lower than one BHW per 25

households (e.g., 1:50 or 1:100).

the unmet needs of a family, barangay, and/or catchment area for an

MGP-targeted sen-ice (ch.ildhcxJd immunizations, tetanus toxoid \"acrina

tion, vitamin A supplementation, and/or family planning),
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abbreviations, xv-xvi
abortion, unsafe,232
access problems, 219-26, 235
accountability, xxii
activities required for implementation, 2Sl
address information, 42
age information, 42-43

children (}-4 years old. 44
updatingp~,~

anemia,231-32
answer keys

Barangay CBMIS Tally Sheet, 157-58, 187--88
Catchment Area CBMIS Tally Sheet, 167--{,8,

189-90
at-risk populations, 235

bacillus Cahnette-Cuerin vaccine, 45-46
Barangay CBMlS Tally Sheet (Form 2), 63, 66-67,

85-86, 213, 295
answer key, 187--88
Facilitator's Notes, 155-58
how to use, 64-65
updatingp~, 93, 112-13

barangay health stations/centers, llUi, 295
criteria for Sentrong Sigla, 14, 120
Facility Self-Assessment Checklists, xii,

Appendix B
Family Profile form. 43
Quality Standards List, Appendix B
Rural Health Midwife, 43, 79,151
vaccinations. 44

barangays, xii, 295
criteria for selection in surveys, 125, 127-28, 196
priorities for service delivery, 219-20,226,298

barrier methods of contraception, 51
basal body temperature (BB1) method of contraception,

52
Base Grant Program. 8
BeG vaccine, 45-46
Best Practices, xii, Appendix A
BHW (Barangay Health Worker)

Family Profile Field Practicum, 151
Family Profile fonn, 43
updating process, 95

Billings mflhod of contraception, 52
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birthday information, 42-44
blindness from vitamin A defi<:iency, 2.."9-30
brainstonning pfOCl"SS, 247, ']J(l

breastfeeding. 52, 231
"Bringing Sterilization Sen'ices 10 the Main Health

Center,- 247, Appendi), A
Budget Officer, 3
budgets for implementation plan, 202

S« also funding sources

calendar method of contraception. 52
Call Cards, 69, 72-73, 89-go, 295

Facililator's Notes. 159-60
how to use. 70-71
Midwife's Copit-s. 74-75
summarizing Family Profile data, lEf}-7{l

CAST (Causal Analysis Summary Table). 117.211. W.
295

Facilitator's Notes. 192-93, ~75, 277-78
health facilil}· problem analysis, 215, 123.225
sample. 122-23, 214

Catchment Area CBMlS Tall\" Shet.-I lrorm 3i, 77-78,
80--81,87--88,227-28,295

answer key, 189-90
data analysis, 211-12
example, '78-79
Facilitator's NOles.1~
Identif}ing A~a.s ~,th l"nmet~. 221
needs anal\"5is. 119-20
updating process, 93,11-1-15

Causal Analysis Summa~·Table.~ CAST (Causal
Analysis SUrruna....' Table I

CBMlS (ro~unity-basedmonitoring and
information sySK>mI. i)" rii, 7. 29,295

data anah.-sis, 211-12
Facilitato~'s Notes, 274-75
health maps, 219-20
MGP Milestones, 257-59, 2601
monitoring plan. 2.."9. 291
plan expansion, 289
role of local Health Offices, 11
"'Using the Community-Based ~onitoringand

Information SYstem to Help Rf."du«' Lnmet
Needs,- 93, Appendi--. A

s«.uso spt'Cific forms (e.g., Family Profile form I



CD-ROM, xiii
Centers for Health Development. See CHDs (Centers

for Health Development)
Certification and Recognition Program (CRP), 13-15,

119-21, 264, 277, 295
See also Sentrong Sigla

CHD Orientation Checklist, xxiii, 5-6
CHDs (Centers for Health Development), xi, xiii,

11-12,295
Facilitator's Notes, 291-92
funding role, 40
monitoring plan, 259-60, 265, 267, 291
plan evaluation and approval, 12, 32
technical assistance role, 19fr.97

checklist for Community Surveys, 152
child health, xvii, 8, 9

age criteria, 96
Call Card schedules, 70
fully immunized child, 46
Garantisadong Pambata (Preschoolers Health

Week),296
tetanus protection at birth, 64-65, 96
tetanus toxoid vaccine (TIV), 47--48, 64, 71
updating process, 96
vaccinations,44-46,64,70,96
vitamin A supplementation, 46-47, 64, 70
D-4 years old, 44-47, 64, 96

cities, xii, 9, 43
City Health Office, 3, 11-12
commihnent to MGP, 4
Committee on Health, 3
communicable diseases, 96
community-based assessments, 9-10, 125-26, 210-11
community constraints and service delivery, 235
community surveys, 125-26, 152, 210-11

Facilitator's Notes, 195-97,273-75
households, 274
MGP Work and Financial Plan for Community

Survey and Facility Assessment, 126, 131,
132

See also Family Profile form (Form 1)
complications of disease, 235
condoms, 51, 231
Consolidation of CASTs Table, 215-19, 296
Continuous Quality Improvement (CQI), 13-15,

119-21,296
See also Sentrong Sigla

contraception, 8-9, 50-52, 231-33
contraceptive methods

barrier, 51, 231
hormonal, 51, 231
modem, 51-52
natural,52
surgical, 52
traditional, 52

coordination. See person responsible
copper-T 380A IUD, 51
costs of services, 235
coverage problems, 282-83

See also unmet needs
current users, 65, 296
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data collection, ix, xviii-xix
CHD Team Checklist, xxiii
children D-4 years old, 44-47
community-based needs assessment, 9-10, 125-26,

210-11
summaries, 83---84, 169-70

date information, 43, 95
decentralization of health programs, xvii
Defining Your Problems and Their Indicators, 227, 282
Deparhnent of Health. See DOH (Deparhnent of

Health)
developmental activities, 260, 290, 296
Developmental and Routine Service Activities and

Resources that Support Strategic Interventions,
257,261-63

developmental resources, 296
developmental strategy, 296
dialect use, 39, 137, 209, 272
diaphragm contraceptive, 51, 231
diarrhea

example, 237-39, 243, 245,249, 252, 254, 257,
261-62

mortality rates, 229
vitamin A deficiency, 229-30

difficulties (definition), 296
diphtheria, pertussis, and tetanus (DPT) vaccine, 45-46
DOH (Deparhnent of Health), ix, xi

development of CHDs, xi, 3
funding role, xvii, 40
interaction with local Health Offices, 11-12
Memorandums of Agreement, 18-25
National Health Objectives, 8, 241-46, 285-86
origins of MGP, 7
See also MGP (Matching Grant Program); Sentrong

Sigla
DPT vaccine, 45-46

"EPI Plus," 247, Appendix A
equipment availability, 223, 236
"Expanding the Delivery of Health Services through a

Community-Based Monitoring and
Information System," 41, Appendix A

Facilitator's Notes, xii
CBMIS form updates, 274-75
CHD monitoring plan, 291-92
Family Profile data summaries, 169-70
Family Profile field practicum, 151-52
Health Facility Assessment, 191-93, 195-97,

273--75, 277-78
Health Map, 279-80
implementation plan, 289-92
learning-by-doing process, 136
monitoring plans, 291-92
objectives, 285-86
Opening Program: Phase I, 135-37
Opening Program: Phase II, 271-71
Planning for Community Survey and Facility

Assessment, 195-97
presentation of the plan, 293-94
problem identification plan, 281-83



Review and Correction of Family Profiles. 153
Sentrong Sigla. 191-93
strategic interventions. 288
Survey and Facility data management, 273--75
target selection. 285-86
5« a/so answer keys; templates; names of specific

forms
facilitators role, 3-4. 2ff7

leaming-b)'-doing process. xxii. 37-38.108
plan evaluation and approval. 32
training, 40
See oUso Facilitator's Notes

Facility Self-Assessment Checklists. 5« FSAC
(Facility Self-Assessment Checklists)

family (definition), 42
family planning, 8-10. 49-52, 65. 231-13

Call Card schedules, 7I
current users. 65
morbidity rates. 234
Phase 11 plans. 202
prt"-ftU'OUment of qualified municipalities, 2
service delivery problems. 223
See also maternal health

Family Profile form (Form 1),42-52,57-58,296
Facilitator's Notes, 139-40, 151-52. 169-73
field practicum. 59
practice exercises. 53-56, 97-109.141-50
review and correction sessions. 61
summarizing data, 8J-3.1
updating process, 93-99, 171-73

father (definition). 42
feedback for LGU plans. 267--{,8, 293-94
female voluntary steriliz.ation (FVS), 52
field practicum sessions, 59. 296
financial issues. See funding sourres
foam contraceptive. 51, 231
Form 1. See Family Profile form (Form 1)
Form 2. S« Barangay CBMlS TaUy Sheet (Form 2)
Form 3. 5« Catchment .-\rea CBMIS TaUy Sheet

(Form 3)
formats for training sessions. 38. 108
PSAC (Facility Self-Assessmt"flt Checklists), xii, 117.

121.215,296
for barangay health stations. Appendix B
for rural health units/centers. Appendix B
S« Jllso Health Facility Assessments

fully immunized child, 46', 296

funding guidelines. 128,251
funding sources, nii, xx. 4, 7. 40, 125

Facilitator's Notes, 288
implementation plan, 257, 260, 290
monitoring plan. 259
participation in MGP, 9-10
prioritizing baranga)'S, 128. 196
role of local Health Offices, 12
Work and Financial Plan for Community Survey

and Facility Assessment. 131. 196

Gantt charts. 290,296
G41rantisadong Plllftbilt" (Preschoolers Health Week). 296
~prncprob~~.ZU

government leaders. 2-3
monitoring plan, 202

participation in Sentra Sigla. 119
S« illso participants in MGP process

groups. ScY tea~

growth monitoring charts, 44. 29i
Guidelines for Generating and Selecting LGU T&Un

Strategies. 251. 287-88

Health Benefits of Family Planning, '127, 231-32
Health Benefits of Vitamin A Supplementation.1IJ,

2...19-30
health development strategy and plan. 202
Health Facility Assessments. H7-23, 125-26.210-11,

215-18
Facilitator's Notes. 191-93, 195-97. ~75.177-78
FSAC (Facili~' Self-Assessment Olecldistst W.

117, 121.215,296
MGP Work and Financial Plan for Community

Survey and Facility A.s:sessment. 126. 131,
132

S« also CAST {Causal Ana.lysis Summar}' Table);
Sentrong Sigla

health facility problem analysis. 215-18
health improvement objectives, 202. 24J-.44. m
health maps. 219-27, 2.r;J, 'l97

Facilitator's Notes. 2I"'9-BO
health problems, 234-35.282. 'l97
Health Problem Tab~. SN Table of Problems and

Indicators
health services. direct. xiii

S« also service delivery
health workers

participation in Sentrong SigIa. J19
pre-ff\tOl1ment of qualified municipalities. .2

rngh-Tisk pregnancy. 232
HI\' / AIDS. 230-31
hormon.ll methods of contraception.. 51
hospitals

Sentrong Sigla rertification. 14. 120
vaccinations, .u

house ru~. 39. 137. 209. 272

Iden~ing Areas with Poor AtteSS, 220, 222-23
Identi~ingAreas with Unmet Needs, 220, 211
Identif};ng Facilities w;th DPficiendes. 220.!25
Identif).;ng L'nderseTved An-as, 220. 21.
immunizations. Scv \'acrinations
imp~mentationplan. ",viii, ....);. Lrv~

budgcls, 202
CHD Team Checklist, uiii
evaluation and approval, 12. 32. 267418
Facilitator's Notes. 289-94
person responsible, 2'v, 260. 1'90
presentation, 2674l8, 293--94
role of CHDs. 11
role of local Health Offict's, 11-12
work p1an5. 202

improvement objectives, 29i
indicators of health problems, 282-83
Indigent Program of PhiIHt'alth. ,"vii. 40
infant health

tetanus. neonatal, 43-49
vaccinations, 45
5t"<' also child health

Jrt4la



infant mortality rate (IMR), 8
infertility, 231
injectable contraceptive, 51
Integrated Family Planning and Maternal Health

Program, xvii, 7, 40
interventions, strategic, 247-55, 260

Facilitator's Notes, 288
interviewers, 43
intra-uterine device (IUD), 51

lactational amenorrhea method (LAM), 51-52, 231
language use, 39, 137,209, 272
leaders. See govemment leaders
leaming-by-doing process, x, xviii, xxi-xxii, 7, 36-37,

206-7,272
Facilitator's Notes, 136

letter of intent (sample), 16-17
LGU Objective and Targets Table, 242,244-47, 297

example, 245
Facilitator's Notes, 285--86, 287-88

LGU Performance Program, 8
LGU plans. See implementation plan
LGUs (Local Government Units), ix, xi~xii, 297

commitment to the MGP, 4
community-based needs assessments, 9-10
funding role, 40
implementation plan, 10, 257--65
memorandum of agreement, 18-25
objectives for service improvements, 241-46
pre-enrollment of qualified municipalities, 2
reports, 12
requirements for participation in the MGP, 7, 9,

16-17
role of local Health Office, 11-12
See also teams

List of Prioritized Barangays, 128-30, 196
List of Strategic Interventions, 252-53, 257-58, 287-88
List of Strategies, 247-48
Local Govemment Code of 1991, xii-xiii
Local Govemment Units, See LGUs (Local Government

Units)
location problems, 222, 283
LPP (LGU Performance Program), 8

malaria, 230
male voluntary sterilization (MVS), 52
marriage (definition),42
Married Woman of Reproductive Age, 65, 297

See also family planning
Matching Grant Program. See MGP (Matching Grant

Program)
"The Matching Grant Program: A Strategy to Expand

Local Health Service Delivery," 31,
Appendix A

maternal health, 8-9, SO, 65
abortion, unsafe, 232
call card schedules, 71
high-risk pregnancy, 232
morbidity rates, 234
mortality rates (MMR), 8,231-32
sexually transmitted diseases (STDs), 231
See also family planning

306 Index

mayors_ See government leaders
measles

mortality rates, 96, 229
vaccine, 45, 46
vitamin A deficiency, 229-30

measuring service performance problems, 282
medicine availability, 223, 236
memorandum of agreement, 40, 297

sample, 18-25
MGP Activity Plan, 297

creation, 257-58, 262--63
Facilitator's Notes, 289-92, 293-94
presentation, 267, 293-94

MGP Developmental Activity Planning Terms, 257--60
MGP (Matching Grant Program), ix-x, 7-12, 297

commitment requirements, 4
enrollment, 40
funding role, 4
objectives, 9
planning and implementation process, xvii-xviii
support team participants, 3,9
targeted services, 281, 281n4

MGr Milestones, 257-59,264
MGP Training Workshops and Field Work, 33c, 203c
MGP Work and Financial Plan for Community Survey

and Facility Assessment, 126, 131, 132
micronutrient malnutrition, 46
Midwife's Copies

Call Cards, 69, 74-75,89-90
Facilitator's Notes, 159--60
summarizing Family Profile data, 169-70

monitoring plans, 40,257, 259--60, 265, 267
Facilitator's Notes, 291-92

morbidity, 234, 282
mortality, 234, 282

abortion, 232
infant rate (IMR), 8
maternal rate (MMR), 8, 231
from measles, 96, 229
recording causes of death, 96
vitamin A deficiency, 229

"Mother-Baby Watch," 247, Appendix A
Municipal Health Office, 3, 11-12
municipalities, xii, 2, 9
municipality information

Family Profile form, 43
MWRA (Married Woman of Reproductive Age), 65,

297
See also family planning

National Health Objectives, 8, 241-46, 251, 297
Facilitator's Notes, 285-86

neonatal tetanus protection, 48-49, 65, 96
See also tetanus toxoid vaccine (TTV)

nutrition program, 9, 46-47

objectives, 241-46
Phase 1,32
Phase 11, 202
See also National Health Objectives

Opening Program: Phase 1, 31-32
Facilitator's Notes, 135-37



Opening Program Phase D, 201-2
Facilitator's N0b5, 271-72

operating schedules, 1ZL 235, 298
OPV (oral polio vaccine), 45--46
oral contraceptive pills (OCP), 51,231
onmta~,~,~~1-V

participants in MGP process, xvili-xix, xxii, 1)-10, 40
CHU support team.. 3
government leaders, 2-3, 119, 202
Letter of Intent, 16-17
orienta~workshops, 3, 5
presentations of LGU plans, 293-94
Regional Directors, 1~36, 271-72
review panel for LGU plans, 267--fJ8, 293-94
S« IIlso IlI"ams

pelvic inflammatory disease, 231
performance improvement targets, m
periodic abstinence method of contraception, 52
"Personalized Client Follow-Up through Call Slips,-

fIJ, Appendix A
person responsible

for community survey, 131, 196
for implementation plan, 157, 260, 290, 298

Phase I: Data Collection and Needs Assessment. xii.
xvili-xix, ~

CHD Tearn Checklist, xxiii
objectives. 32
schedules, 4, Th. 341. 125, 131
seating plan, Zl, 136
Session Titles. Clb;ectives, and Products, 3St
S« II1so Facilitator's Notes

Phase D: Data Analysis and In~entionP1anning, xii.
xviii. xx. 199

CHD Team Checklist. xxiii
objectives, 202
schedules, 197, 203c, 204t, 257, m
seating anangements, 271-72
Session Titles. Objectives, and Products, 205t
S« Illso Facilitator's N0b5

PhilHealth (Philippine Health Insurance Corporation),
298

Indigent Program. xvii, 40
Philippine Quality Assurance Program. S« Sentrong

Sigla
the plan. S« implementation plan
polio vaccine. oral (OPV), 45-46
population crireria for MGP participation, 9
Population Offirer, 3
Population Table, 220, 224. 280
pre-enrollment of qualified municipalities. 2
pregnancy. S« maternal health
prerequisik's for success. 31, 207
Presentation Matrix, 213
presentation of the plan, 267-68

Facilitator's Noles. 293-94
primary health care. S« service delivery
priorities for service delivery, 79, 1V-28, 196

identification of target barangays. 125,211)-20.
226.298

LCU strategic interventions. 251
Prioritizing Our Catchment Area. 220. 226

private clink vaccinations. '"
problem (definition), 297
probJem identification, 202.. 227~

Facilitator's Notes. 281-83. 28..-~
health maps, 211)-26
~analysis, 215-18
Table of Prob&ems and lndicalof'S.~
underlying causes, 235-36

problem reduction objectives, 2.13
product completion. 260. m.. 289

leaming~y-doing process. 37-38.208
products, expected session. 260. 296
protection at birth against rwonatal tetanus, -19, 96
provinces. xii, 43
Pro..'incial Health ()ffire. S« participants in MGP

process
Public Health Nur.ie. 43
puroks. 42. 298

quality improvement program. S« Sentrong Sigb
quality problems, 234. 282
Quality Standards Lists, xii, 117, 121, 24l, 298.

AppendixB

Regional Directors, 135-36, Vl-72
Regional/Provincial Monitoring Plan. 2.59--60, 265. 298

Facilitatol"'s Notes. 291-92
remarks

rodes.47
column, 47

re5Ourrt'S

for implementation, 257. 260. 290
Work and Financial Plan for Communl~'Sun~'

and Facility Assessment. 131. 196
S« II1so funding sources

respondents. C
Review and Correction of Family Profiles, 61

Facilitator's Notes, 153
review panel for leU plans, 2b7-68. ~3-94
rhythm method of contraception. 52
routine servin> activity. 298
routine serv1ces l'S. stratrgic in~nrentions.2"1)-50
rubbers, 51
rules, 39, 137, 209
Rural Health Midwife, 43. 7'9,151
nual health units/centers. xiii. 298

criteria for Sentrong Sigla. 14. 120
Facility Self-Assessment Chedlists. xii,

Appendix B
Family Profile fonn, 43
Quality Standards List. Appendix 8
vaccinations. 44

scheduling guidelines
Gantt charts, 290
implementation plan. 257. 260
le-ilming-by-doing process. xxii. 37, 39, 1JJ7. 209
Orientation workshop, 3
for Phase I workshops. 4. 33., 34t. 125, 137
for Phase II workshops. 197.2030. 2041, 25/. 172
updating Family Profile form. 95
Work and Financial Plan for Community Sun~'

and Facilil)' Asses.s~l. 131. 196

IIIIia lO7



seating arrangements
Phase I workshops, 27, 136
Phase II workshops, 271-72

Selected Interventions and Their Narrative
Descriptions, 254-55, 257, 287-88

Selected Strategies and Narrative Descriptions, 247-48
Sentrong Sigla, ix, xii, xvii, 8,11,40, 117-23,298

benefits of participation, 119--21
Certification and Recognition Program (CRP),

1~15, 119-21,264,277,295
Continuous Quality Improvement (CQI), 13-15,

119-21,296
criteria for participation, 14, 120
Facilitator's Notes, 191-93
Identifying Facilities with Deficiencies, 225
LGU facility certification plan, 289
MGP Milestones, 264
monitoring plan, 259,291
plan presentation, 267
pre-enrollment of municipalities, 2
priority areas for quality assessment, 121, 125
technical assistance, 11

service delivery, xvii, 40
access problems, 223, 235
community constraints, 235
costs, 235
determining priority barangays, 79,127-28,196
direct health services, xiii
health maps, 219-26
objectives for improvements, 241-46
problem analysis, 219-26
problem identification and definition, 227-40
public awareness of needs, 235
quality problems, 234, 282
resource shortages, 236
routine services vs. strategic interventions, 249-50
schedule problems, 222, 235
staffing problems, 223, 236
unmetneeds, 219-26,234,282-83,299

service performance improvement target, 243-44,
281n4,298

service performance problems, 281n4, 282, 298
session products, 298
Session Titles, Objectives, and Products

Phase II workshops, 205t
Phase I workshops, 351

Setting LGU Objectives and Targets, 241, 243-44
sexually transmitted diseases (STDs), 231
sitios, 237n3, 298
spermicides, 51,231
staff availability, 223, 236
strategic actions, 299
Strategic Actions and Resources vs. Routine Service

Activities and Resources, 257
strategic interventions, 247-55, 260, 299

Facilitator's Notes, 288
"Strengthening Provincial Municipal Partnerships

through Sub-Granting," 257, Appendix A
subclinical vitamin A deficiency, 229-30
summarizing Family Profile data, 83--84

Facilitator's Notes, 169--70
supply availability, 223, 236
Supply Officer, 3

308 Index

surgical methods of contraception, 52
surveyed households, 274
surveys. See community surveys
symptothermal method of contraception, 52

Table of Priority Barangays, 226, 280
Table of Problems and Indicators, 227-28, 233-41, 244,

281n4, 299
example, 237~39
Facilitator's Notes, 281-83

Table of Unmet Needs, 220--21, 280
targets (definitions), 297,299
target selection, 241-46

alternative approaches, 244, 285
Facilitator's Notes, 285-86
pre-enrollment of qualified municipalities, 2

teams, xvii-xviii, 2-4, 136
brainstorming process, 247, 287
coordinators, xi, 131,196,257,260,290
faciLitation, xxii
Health Facility Assessments, 119-20
learning-by-doing process, xxii, 36-37, 206-7
Letter of Intent, 16-17
moderators, 287
participants, xviii-xix, xxii, 4, 37, 39, 207, 209
plan implementation, 290
seating arrangements, 26,136,271-72
task rotation, 39, 209

technical assistance, xiii, 7
by CHDs, 11, 196-97
byMSH,4O

technical topics, 3
Technical Updates, xii
temperature method of contraception, 52
templates

Barangay CBMIS TaUy Sheet, 85-86
Call Cards, 89-90
Catchment Area CBMIS TaUy Sheet, 87--88
Causal Analysis Summary Table (CAST), 123
Consolidation of CASTs, 218
Family Profile form, 57-58
LGU Objective and Targets Table, 246, 285
List of Prioritized Barangays, 130
List of Strategic Interventions, 253
MGr Activity Plan, 263
MGP Work and Financial Plan for Community

Survey and Facility Assessment, 132
Midwife's Copies/Call Cards, 91-92
Regional/Provincial Monitoring Plan, 265
Selected Interventions and Their Narrative

Descriptions, 255
Table of Problems and Indicators, 240, 285

tetanus protection, neonatal, 8-9
Call Card schedules, 71
child DPT vaccine, 45-46
maternal tetanus toxoid vaccine, 48, 64-65, 71,

233,234
protection at birth, 64-65, 96
service delivery problems, 223
See also tetanus toxoid vaccine (TTY)

tetanus toxoid vaccine (TTY), 48,64-65,71,233--34
timeframes. See scheduling guidelines
Top Performers Program, 8



training. 5« formats for training sessions; house rules;
leaming-by-doing process; seating
arrangements

transportation problems, 222, 235
tubal ligation (BTL), 52

underlying difficulty reduction target, 243--44, 282, 199
underserved areas, 219-26, 199
Understanding Differences between Strategic Actions

and Routine Serv1ee Activities, 247, 249-50
unmet needs, 219-26,234,282-83,199
updating processes

Barangay CBMIS Tally Sheet, 93
Catchment Area CBMIS Tally Sheet, 93
Facilitator's Notes. 171-73
Family Profile fonn, 93-99

USAID (United States Agency for International
Development), xvii, 7, 40

~Using the Community-Based Monitoring and
Information System to Help Reduce Unmet
Needs," 93. Appendix A

vaccinations, 8-10, 233
Call Card schedules, 70
children G-4 vears old, 44-46
follow-up, 44
fully immunized child, 46, 296
morbidity rates, 234
Phase n plans, 202
service deli..-ery problems, 223
updating process, 96
StT illso names of specific vaccinations

vasectomy, 52
vitamin A supplementation, ~lO, 46-&7, 229-30. 233

Call Card schedules, 70
morbidity rates. 234
Phase II plans, 202
senice delivery problems, 223

withdrawal method of contraception, 52
women's health care, xvii, 9

StT illso maternal health care
Work and Financial Plan for Community Sun'ey and

Facility Assessment. 131, 196

xerophthalmia from ..;tamin A deficiency, 229

Yellow Cards. Set growth monitoring charts

IJrda J09



About Management Sciences for Health
Hana.gement Sciences for Health (MSH) is a private, nonprofit organization. dedicated to
dosing the gap between what is known about public health problems and what is done to solve
them. Since 1971. MSH has worked with policy-makers. health professionals. and health care
consumers around the world to improve the quality. availability. and affordability of he<l.lth and
popuJation services.

MSH has assisted public and private health and population programs in more than 100 countries
by providing technical assistance, conducting training. carrying out research. and dewloping
systems for program management. MSH's staff of almost 700 work in its Boston, Massachusetts
headquarters, offices in Arlington, Virginia, and field offices throughout the world.

We provide loog- and short-term technical assistance through four Centers of Excellena-: leader
ship and Management, Health Services, Health Reform and Financing. and Pharmaceutical
Management. Our award-winning publications and electronic products augment our assistance
through the Centers of ExceUence.

Current major efforts by MSH to address problems in public health include the foUowing:

• MSH manages two global programs funded by the US Agency for International Dewlap
ment the Management and Leadership Program and the Rational Pharmaceutical Man
agement Plus Program. The worldwide Strategies for Enhancing Access to \iedicines
(SEAM) Program is funded by the Bill &: Melinda Gates Foundation.

• MSH is the managing partner of the Partnership for Child Health Care. Inc.• which imple
ments USAID's principal child survival project, Basic Support for lnstihJtionalizing Child
Survival (BASICS II). MSH also manages the consortium that carries out AdvaJlCe' Africa. a
major program for integrating and scaling up family planning and reproductin' health
services in Africa.

• MSH is carrying out several national projects, including three in Africa (Guinea, Senegal.
and South Africa), two in Latin America and the Caribbean (Haiti and Nicaragua). fiw in
Asia (Afghanistan, Bangladesh, India, m'o in the Philippines). and one in the Newly
Independent States (Georgia).



Appendix A

Over time, the MGP project team has developed a wealth of successfu) intrrvention examples
that participating LGUs have applied in their target areas. Facilitators share these intervention
examples. entitled Best Practices and Technical Notes. with new LGU enroUees to foster the
generation of ideas. The Best Practices and Technical Notes provided in Appendix A are:

-.be Matching Grant Program: A Strategy to Expand Local Health Service Delivery'"

"Expanding the Delivery of Health Services through a Community-Based Monitoring and
Information System"

-Personalized Oient Follow-Up through Call Slips"

"'Using the Community Based Monitoring and Information System to Help Reduce
Unmet Needs-

"Bringing Sterilization Services to the Main Health Center

"Mother-Baby Watch..

"EPI Plus"

..Strengthening Provincial-Municipal Partnerships through SubgTanting"



TECHNICAL
NOTES

THE MATCHING GRANT PROGRAM
A Strategy to Expand Local Health 5ervice Delivery

Background

In 1999, the Philippine Department of
Health launched the Matching Grant
Program (MGP) to help municipalities
and cities expand service delivery
coverage and improve the quality of
primary health care for women and
children in a decentralized system. The
program aims to fully immunize
children under 12 months of age,
protect newborns from tetanus.
supplement the diets of children
from one to five years of age
with vitamin A. and increase
the use of modem contra-
ceptives among married
women of reproductive age.

As a component of the Integ
rated Family Planning and Ma
ternal Health Program. the MGP
initially targeted municipalities and
cities with large populations but is
now available to smaller and poorer
municipalities (health districts, for
example) that can be clustered. The
shift was made to strike a balance
between the goal of achieving impact
and the need to focus resources on
disadvantaged populations.

The MGP focuses on expanding
service delivery in these areas through
financial and technical assistance
while promoting improved quality
of sen;ces. By focusing on service

delivery expansion. the program intends
to Cotl"eCt inequities in the deliwry of
hc::alth services and facilitate the flow of
funds to the point of service.

How the 'latching Grant
Program \\'orks

The MGP uses a "grantee-friendly
application process. with the local
gO\"emmcnt units (LGUs) defining
their own goals and strategjes based
on actual needs (see Box I). Through
the Department of Health Centers for
Health Dewloprnent. the MGP provides

granlS of about PbPl50.~500.000

(l"SS5.000-1O.000) to inte~sted

LGUs. A gnntee munlcipaJ~- oc city
provides additional funds to Indicate
commitment to the prog:ram and en
hance program suswnabili~. In tht

past. LGUs determined ho.' much
they would contribute. but this

amount was IalCf standardized
at no Icss than 25'. of tht

toea! gnmt amount. LGCs
use their contributions to

meet the Scouoog Sigla

catifiation~ts
andtoc to mroll indigene
families in ~ Indigene
ProgJ3m oftbe PbilipplOe

Health Insurance Ctxpo

ration tPbilHcahM.

Sciences for
Health. through funding fn.xn

L'SAID. prtwides ItdmicaJ assiswk.-c
to all panicipating municipalities.
cities. prO\inc-es. and regions. The
MGP technical assistance package.
.... hieh uses a leammg·by~ing ap
proach. ....--as de\elopcd and u:sc.i in
training and planmng acn\ ities for the
LGl's (see Bo" ~ \. The t«hniC31
assiSWlCe pac~ includes training
health prm iders to implement the
community-based rnonnoring and
infonnation system. and conducting
health facilit), self-assessllletllS to

:::=:,.

o •• ~ MATCHING GRANT PROGRAM
. ,") ... ,' Department of Health
"-«-:~-p..-



80s I.neMGP.....
Box 2. MGPTechaieal Assist.aIteePMble for LGUs

2. An into'ested LOU submits a letter of interest to the CliO.

4. The CHD ani lOU sign a memorandwn of agreement.

5. The CHD releases 40 percent of the MGP grant.

3. The COO orieats 1IJe interested LOU to the MGP and as~ses

the lOU's needs.

PltflSe I

Day 2
Session 4: Review of Family Profiles

To give parlicipunts the skills to review and correct the Family
Profiles.

Day)
Session I : Workshop Objectives, Design, and Program ofWork

To enaMe participants 10 undersumd the worbhop objectives.
method of v,ork. and the rationale of the team approach to imple
menting the MGP technical assistlUlCe package.

S<:ssion 2: Community-Based Monitoring and Information

System (CBMIS):

Family Prolile (Form I)
To enaMe parliciponts to understand the CBMIS and correctly

fill out the Familv Profile.

Session 3: family Protile Field Practicum
To enahle parlicipanls to plan and conduct a field interview.

including actualll'filling out a Family Profile,

The LGU conducts a conununity-based assessment of house
holds and a bealth fildlity assessment.

The COO releases the remaining 60 percent of the grant upon
approval of the woo. plan.

The LGU develops a won. plan using the assessment data, with
technical assistance from the COO and concerned province, and
submits the plan to the COO for approval.

6.

7.

8.

I. A Dq.ba!::rllllIfHellldt Cartlll' for Hedh Qevelopilleilt (COO),

bmedylalnlB as * Rqi~ HraICII 0ftIce, invites eligible
LGUs to submit- a 1dter of iDkRst to ;ariiClipate~an the
JIRl8ftIIn.4escription in the MOP Fact SbId.. .

9. The LGU implements the work plan.

10. The COO and concerned province monitor MGP implementa
tion in the area and provide technical assistancc.

Session 5: Barangay CBMIS Tally Sheet (Form 2)

10 enab/e participants to summarize the Family Pm/ill'S using

the Barangay CHMIS 1;11(v Sheet

II. A subsequent grant may be made available to any LGU that
reapplies, subject to the availability offunds, the LGITs need for
further improvement in health service delivery. and its ability to
fulfill its MGP commitments as demonstrated by its previous
performance.

12. Steps 4-11 are repeated.

Session 6: Call Cards and Midwife's Copy

To enable (Jarticipanrs to identify the unmet needs ofeach family
using data from fCami~\ Profiles, properly fill out a call card. and
prepare a duplicate copy (midwife s copy) for each call caro issued.

Session 7: Municipal CBMIS Tally Sheet (Form 3)

To enahle participcmts to properly fill oul a Municipal CBMfS

Tally Sheet.

establish innovative and responsive interventions that
address the unmet needs of women and children. The
community-based monitoring and information system
enables health service providers to identify, categorize, and
prioritize women and children who need health services.
The health facility self-assessment helps LGUs identify
the deficiencies of their existing health facilities. Together,
the data generated from the community-based monitoring
and information system and health facility self-assessment
provide a basis for planning and monitoring MGP activities.

During the early stages of MGP implementation, the com
munity~basedmonitoring and information system survey was
conducted after the LGU work plan had been formulated
and approved. This prevented the LGUs from preparing a
needs-based plan from the outset and made it necessary to
spend time adjusting the plan based on the survey results.
The process was changed, making the baseline survey a
prerequisite for work planning.

Session S: "From the Top"
Using data from the field practicum, to enable participants to

summarize information using Forms 2 and 3. identify the unmet
needs of each family, .fill out call cards and midwife s copies as
needed, and summarize completed Barangay CBMIS Tally Sheets for
eventual transfer to the \lunicipal CBMlS Tally Sheet.

Session 9: Updating the CBMIS
To enable participams 10 appreciate the importance ofproperly

updating the CBMIS forms and understand the process of CBMfS
updating

Day 3
Scssion 10: Health Facility Assessment

To enable participants to liSe the facility self-assessment checklist
in conjunction with the Sen/rang Sigla Quality Standards Lists and
identify corresponding areas lOr improvement.

Session II: Planning for CBMJS Initial Profiling and Facility

Assessment
To enable participants to plan for CBMIS roll-out (training of

health workers). survey ofpriority barangays. and assessment of
health faci/ities.

2
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OIIyl
Session I: WoRsbop~

To Mabk ponidpalltf lkJ ...",UtJI ..~ot,~

aRtl b«fIme larnilMullliJit.M~1)'fw.r..u:Worr gtAidu.. tad
bockgrotuJd lfJO""riah_

Session 2: De>.doping the Definition oflbe Problem
To enabie porticipI;mIJ 10 ilhlrtiiJr Mol'" probkl'lfJ. ckr- dw

iltdicnton for meosllrlltg "nd ",omi«ing die ~JI probIuu. tRtd
lfW11Itify the CIIT1WrI prob/..",s_

Session J: Presentation of COMIS DIU BOd Health fadJity
Assessment

To mabie ponicipanrs tofJ"Snrl the nlaiG of'Mir initial CBUlS

.rww:v.

Day2
Session 4: llealth Facility Assc:ssment Discussioo and Causal
AnaI)"sis

To efldMe participanLf to~~ Dnd prior'~ 1IcIoltlt.fac;ilit,
deficlencies_ problems_ and amu,i".~1Il.

Session 5: Defining the Problem-Hcahb Mappiag
To mable participants /0 COIUlnICf I.IltnIJrJtRf\ oIDId/;l:t'~ CBMIS

J"IoIrW)' data. and iJeroifr prlorlli~_

Session 6: Formulation ofObjccthes _ TIJ'IdS
To enable participants w wt obj«:tl9a jJr MhdngMclrIJ

probJeJnS and tar~IS for "'C7<'a.s;n~utTice Je/iwry CQW~.

Session 7: Idea~iOll and Selection
To efloble participants 10 identify ,It,. .01/ appr~t(

inun>enIionisi 10 rer:h<ce /Jw prohkJOt/JA.

DayJ
Session 3: lGU Planning

To mabie fJ"1rticiponu to In'f!lqp C!ItLGt''''''./~. 
senu deJiwry prohiems and Jteu/thfiJt:iIfl>' ~r..UJlclttJ wtd.,....
for lMpro\'i'tunt to qWJJli}jor orer1lflcatiM.

Sessioo9: RegionaLPro\iocial.P1ann.inI
To ('IffQhle rrgionalpro\'i1IdcI~rtiL~,..lhkp <it .........

in,gclwciii.nfIX healrh sen""-e ckliwry-.~ cftfi ~1(i1'_
litiJi:r4tl~ -.

Session 10: PresenllJtion or LGU 'Plan fOrHIllIIIh Sm- k:tl~i.
aDd Sentrong SiglaCa-tificalion ... ..:,;:.:

To enah/I? parncipmlls 10. pnt" ~Wl''''';;~'
ll!nU deJrwry ",.lpCl1ISivIt aM 4-"m fi .....,~ ~.........
forcert#icotiofl.-:

c

TIle way in which funds were released was also modified
so that funds would be available to conduct the baseline
survey. Instead of releasing the grant as a lump sum upon
approval of the lGU won.:. plan. funds are now released in
t".-o tranehes: 40 percent upon signing of the memorandum
of agreement and 60 percent upon approval of the work
plan.

3

The Benefits of Implementing the MGP

The MGP. as a granting mechanism and sen-Ke <kli..~
strategy. is effective in assisting LGUs to impro\'"e health
services by making more resoun:es a"llilable Iocall~.

According to an evaluation conducted b~ the Population
Coum:il. the MGP has also enabled the local go"'"em
ments 10 mobilize additional resources. either financial or in
kind. from other sources.. such as the Depanmem of Health
regional offices. provincial health offices.. nongovernmental
organizations, and pri..llle drug companies. to implement I
their wad. plans.

In addition. the MGP planning process aJlo",'S LGUs to
identit}- gaps in demand generation and senice deliv~ and
10 adopt multipronged approaches to address lhesc gaps.
The communil)--based monitoring and information s?, stem
is particularly useful in identit}ing people \IIilo hav'e linle or

no access 10 essential public health senices.. either b~ choice
or by circumstanCe.

Finally. the MGP adopts a highl~- pamc'pat~ process
that im-olves the Department of Health regional otlires.
provincial health otlires.. municipalcil) health offu.-o.
local officials. and volunteer health won.:ers. The
Department of Health regional offK'eS manage the program
at the subnational le,,'el. from identification of gr.mtees 10

monitoring of plan implementatioo. The prminciaJ health
offices.. with their regional COlIDterparts.. pnn1de technical
assistance to the municipalities andd~ during training in 
use of the communit)-based monitoring and infOf1Tl3lion
system and in the course of program implcmcnwion.
Municipal city health "oders are primari~ responsibk for
planning and implementalion. LocaJ ofTJcials pro"ide
counterpart resources.. in cash.. in "ind. or bodl. to facilitate
the implementation of planned inte1'r'ef"ltiom.. The ..'Ohmteer
health woriers play a crucial role In implementing the
community'-based monitoring and information system.
particularl} in the conduct of the hou:se-to-bouse SUl'~.

The involvement of different le-.-'els of government in
MGP implementation has reestablished the rollaboratiw
relationships that existed before de,",Olutlon.

Status of MGP ImplemeatatioB

To date. 145 municipalities and cities across 41 prmm..--es in
14 regions of the COWltl) are enrolled in the progl'UI'I (So«

Table I). Of these. 81 (56-_) have at Ieasl one Sentrong
Sigla<ertified heaJth facilil). whik 67 (46-.) ha..~ enrolled
their indigent conslituentSc. numbering about 8"1'.76-$ fami
lies. in PhilHealth·s Indigent Program. More municipalities.
and cities are expected to enroll by the end of 1001. as
regions and provinces. become more interested in the MGP.



Table 1. Matching Grant Program Enrollees, by Region, as ofAugust 31,2001

% of EnroUees w/
% ofEnroUees wI

Region No. ofProvinces w/ No. ofEnrolled Sentrong Sigla-
Indigent Families

MGP Enrollees Municipalities/Cities Certified Health
Enrolled in

(as of 8/31/2(01) Facility
PhilHealth's

(as of 12/3112000) Indigent Program
(as ofS/31/2(01)

Philippines 41 145 55.9 46.2
National Capital Region o.a. 3 100.0 66.7
Cordillera Administrative
Region 0 0 0.0 0.0
I1ocos 3 9 44.4 44.4
Cagayan Valley 2 4 75.0 25.0
Central Luzon 1 4 uno 1000
Southern Tagalog 6 7 100.0 85.7
Birol 3 15 333 20.0
Western Visayas 2 17 35.3 35.3
Central Visayas 2 7 71.4 14.3
Eastern Visayas 5 13 23.1 76.9
Western Mindanao 2 2 SO.O 50.0
Northern Mindanao ') 1 M7 111
Southern Mindanao h ')1 62_1 472
Central Mindanao 3 6 SO.O 50.0
Autonomous Region of
Muslim Mindanao 0 0 00 00
CARAGA 2 2 100.0 50.0

Notes:

I. MGP areas account for 10.2% oftotal number ofSentrong Sigla-certified health facilities nationwide.
2. MGP areas account for 16.6% oftotal number ofindigent families enrolled in Ph iIHealth's Indigent Program.

11I1s publication WIIS mlde possible Ib....ugh
support p....vlded by the U. S. Agency for
Internitiollll! Developmeot, under the term. of
Contract No. 492-048O-C-OO-Sll93-Oll. The
opinion' expresoed herein Ire those or the
outho.,.) and do not n........rily reflect the
view. of the U.s. Agency for Internltional
DevelopmeaL

Please address all inquiries to:
--.em SCIenc:as for Health

UOilTNNo,4.101FTmesPIazaBtlildirlg
UN A"" oorTaft Ave. Ennila. '-48nila. Philippines

Tel. No6 (632) 525-7141>'52156 Fax No.: (632) 525-6086
E-rnaI: i1Io@msI1.OIll.ph

~~.~s~t!!I£... .-
Unlled State. Agency for~

International DeveIopmenI (USAID)
~ 0 0Iplr Iftl'flllel..... --~ . , ~



TEC'l-lNICAL
NOTES

EXPANDING THE DELIVERY OF HEALTH
SERVICES THROUGH A COMMUNITY-BASED
MONITORING AND INFORMATION SYSTEM

Background

The 1998 Philippines National Demo
graphic and Health Survey indicales
thai coverage rales for childhood im
munization. \itamin A supplementation.
use of family planning. and protection
from neonatal tetanus are still well
below the desired levels. About 65
percent of children 12-23 months are
fully immunized. and only half of the
youngest children in families are
protected from neonatal tetanus. Vita-

min A is distribuled Iwice a
year during national cam
paigns. so coverage is gen
erally high unless there is a
supply or distribution prob
lem. Although conlJaceptl\e
pre\"alence has increased
steadily over the past 30
yeaP-;. use of modem conua·
cepti\e methods is relati\e1y
low. al 32 percent A sig
nificanl portion of women
and children remain either
unsen"ed or undersened
by essential public health
sernces.

At present. a national health
infonnation syslem is used to
detennille rargets for speciiic
health sef'\ices as a fixed pro
ponion of a projected popu
lalion" This system may be
useful for allocatlng supplies.

but it is not a good basis for cakulaling
rates of achievement. Moreo\er. lhe
existing reporting system captures only
those who aClually go to government
heallh facilities and. therefore. fails to
gi\"c an accurate picture of coverage
rates. Since Local Go\ernment Units
(LGUs) very seldom. if ever. organIZe
community outreach acti\"ities. many
families. particularly those In econolm·
cally depressed. hard-Io-reach areas.
lack infonnation about or access 10

basiC health senires. These people
remain f3t.~less and are ncglCX'led
because there are 00 deliberale and
sustained elTorts to a..,-~ thear needs
and ~ hy they are not using sen aces"
The challenge, therefore, IS twoiold: l II
to routinel~ identl~ the ~OnK"n and
children 10 Mrangd)"S I\ill.agesl .... hoare
not using public health seni~..... ho
haH~ discontinued usmg the sen h:es.
.... ho are dissatisfied .... ith the senk.~

or .... ho are no longer- on schedule for
senices; and I ~ I to rev ISoe routine
sef'\"ice deli\-~- acti\itles to g1\ e~a
access to all famihes 10 bar.mgays

\\'hat Is the Communih'
Based \fonitoring and'
Information S~-stem?

In 1999, the Department ofHealth.. .... Ith
technical assastanee frool M:anagement
Sciences for He.ahh (\Ism and lhe
Population C0lJnC11. mtrodLK-cd 3 com
munil)"based monitonng and infOfTTl3
lion s)"stem (CB\HS I to all LO\.-al
Go\ernmenl L'nits parti.:'ipating III Its

\fatching Grant Program (\fGPl The
DeW CB\tlS e\"ol,ed from a system 10·

Iroduced 10 1'N6 10 the pro\ ince of
Pangasinan in the north and Iloilo Clt~

in the sooth. The earlier \ efSlOO ftX.'USt.-d
on family plannmg..... hile the new one
alsocmefS child sunl\al senlC"eS: teu·
nus tOXOId \ accinations fl-"\f pregnant
'lornen 10 protcxt newborns from
tetanus. immunization. and \iwnin :\

-
e • _. = MATCHING GRANT PROGRAM

. .l ._' Department of Health
....~.'



Community-Based Monitoring and Information System
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Pl'OPOIHoll of the
pupulation sCf\td by

routinc or i:\;",ting htallh

iinh:'n tlltinns

4. Maintain CBMIS
,.,Update CBMIS Form 1
=Update Midwives' copies ofcaH cards

Update FHSIS Target Client List

'~~~" .. ,a.~:"_' __ '''_' '",':''''',::

"".:xamPIe, ·ll'vaUrinl!P.fe~roamage
cijUnseHngorVdlunmrySUfgicilt" ,
Sterilization in cooperation with other
GOslNGOs

Proportion of the
popnlation missed by

routine orel.lsting bealth
interventions

t. Identify All Target CUents
:;;;Family enumeration by the BHWs

using CBMIS Form I
Systematizing work ofBHWs

2.Summame aDd Analyze Forllll
iiiiSummarizeFamilyProfilesusing

CBMIS Forms 2& 3 '
"Detenninethenum~ofclients

withuntnetneeds
./ Data for planning interventions
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supplementation. These are the pro
gram activities the MGP currently
supports.

The CB\IIS enables health service
providers to systematically identify.
categorize. and prioritize women and
children for these services. It provides
the basis for planning and implement
ing intenentions that use available
resources more effectively. Volunteers
canvass households barangay by
barangay to complete family profiles_
Midwives complete tallies to create a
picture of the health problems in
barangays: children who have not
received essential public health sen ices.
and married women of reproductive
age (\1\\'RA) who want to space
births and are not using a contracep
tive method or who are using a method
but are dissatistied with it. After
completing a "spot map:' doctors.
nurses. and midwives meet to develop
plans to modi!)- their sen·ice delivery
activities to tackle the problems in a
cost-effective way.

How Does the CBl\US
\Vork?

The CBMIS consists of four steps:
identifying women and children who
need sen-ices. summarizing and ana
lyzing family profiles. planning and
implementing service delivery interven
tions. and maintaining the CBMIS.

tr Identif);ng women .nd
tbildren who need senices

Community health volunteers, known
as Barangay Health Workers (BHWs).
conduct a family enumeration to iden
tify women and children. In some
areas, other community volunteers.
such as the Barangay Nutrition
Scholars or Barangay Supply Point
Officers. help with the household
visits. Data on vaccinations against the
six imrnunizable diseases are collected
on children under 3 year.; of age. on
\itamin A capsules given to children
betv.-een I and 5 years of age during
the past 6 months. on tetanus toxoid
vaccinations given to MV/RA, and on

the desire of M\\"RA to space binh~ or
stop having children. Before making
household visits. field coordinators
pro\iding technical assistance to the
Department of Health conduct a four
day training and planning workshop
for lGU health personnel. including
doctors. nurses. and midwives_ This
training focuses on conducting house
hold \isits. completing ("8M IS forms.
processing data. and interpreting and
using these data to de\elop more
etlectiw ~n·ice deli\ery acti, ities. The
midwi\es. in tum. orient and train their
BHWs. particularly in collecting the data
during household \isits. During the
workshop. participants \·isit nearoy com
munities. accompanied by 101..<11 health
workers familiar to families in the com
munities. to practice inteniewing
women and collecting data.

Each BHW is assigned a number of
households to sune)". The number is
limited. to allow the worker to tinish the
survey in a reasonable time, given popu

lation density and terrain. To ensure the
qualil) of the data gathered. mid\lo·i,es
usually accompany selected BHWs
during their tirst few intef\·iews until they
are confident that the community health
workers can do a good job.

3

BHWs US< a ",o-page Fa.~ Profile
(Form I) durinl!~~Id \ ISIt.s-<.YIC

form for each famil~ The tl.mTl mdu..ks
space to record t I} general IOforma
lion abo....t the lamily: (~) a list of all
children under ~ years old and the
\3ccinations and \ namin :\ capsules
they M\C rec-ei\·ed; I ~ I a hlst\.~ of the
tctanu~ to,old \accmations ~tWRA
M,e received includt~mfOnnatK~l~

protection ofthe youngest chIld agaHlst

neonatal tetanus: and .41 inionnation
on lamil~ planning pra1~-es.. Tk BHWs
keep this Fwuly Prolile and update
It monthly as health sen 1\.'eS are
provided.

crS.mmarizillg ud ...t,-ziag
f.DI~· profiks

As each Inlenicvter completes her
suney of assigned bousdlolds and
submits therompleted Famll~ Profiks.
the mld\\ Ife starts touting the data on
the Banaga~i T~- SIwd (Fonn 2).

The tally sheet summarizes the data
gathered from tlk: Famil~ Prolile t>~

barangay. A tally s.b«t is completed tl"'f
C'.l."I). barangay. It pro\ldes an ('\emll
pICture vf the magllltude ...~f the un
served and unders.ened: chIldren \\ ho
have not been tull~ immumzed or
received vitamin A capsules: \1WR..\
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FAMII.YPROFILE
{ 'IIMf.\ fI(,\'I""d !-orlll til 0/ OJ JOI!l

General Information FORM I, page 1
Address'

--~--~,.

BIISIBHC BHW:
Respondel1t .... _.._-----_ ..__.. _ ..- ....... - ............._- Rill!: ----------------- RHM:
Father Mun/City: PHN:Birthday I I --

___. (mm/dd/)y I Age ..... -_.... Province:
Mother' Interviewer:-_ .. _- -------

Birthday i ______ (nnu:dd/yy) Age: __ ,,_ ..... NOTE: Plust use pencil in compltting Date Surveyed:
Civil Slalu,,( ) Single ( ) Married ( ) Widow (I Separated the form to facilitate updating! Date of last update:

Part I. Data of children 0 - 4 years old (0 • 59 months old, slart from the eldest)

Where does Dues the Vlcdnltions Received FIe Vitl.IaA
the chIld chIld have i/<nr children 0-11 months old, write the date when vaccination was given) (FiN cllUdntl (F/II' c11114Ml 14
receive an.y (1-<" children 12-59 months old, put a Y if child WI. given vaccination ' /rf(I1II1lI to ,.., t1U IINy)

V<1C\:ll:IalLolls'l ,"accinatlon or an N if not given) 4Yft1'S~ WIIi the child sival
re":-Drd? If th" chIld 0-1 I months old has NO vaccLnation or the Vll<:cinahon seht:dule is NOT VltlUnin A capsule

Name Birthday Age B BllSHHC followed, (See "C" beluw) Did tIM child (200,000 iu) durin.
RemarksR RHU/MHC Y Yes- [f the chLld l·~ years old ha, INCOMPLETE or NO vaccination, (SH "D" H/mII) receive"l" tlMp&Il{i _tho?

p e- Private N=No precedini (e.g,~

G (ill\'l Ho~p OPT OPV vaedllatin" Pamball! Aaivlliea)

B before: hislber V-Yes
(See "A" (See "8" lirst binhday" N~No

below) below) C Measles (!ie. ,,/!.'.. ~""')

G 1st dose 2nd dose Jrd do•• 1st dose 20u do"" 3rd oo.e V-Yes
Octo~NwNo April

MM DD yy --
Year Yeal'

I
! I !
I I I: I I ,

I

I I
"' ...... _~. Actions to be taken

__A. Follow-up the child's vaccination until completed,
B. Advise the mother to get atopy of the vaccination record from the health facility where the child received the vaccinations or ask the midwife of the nearest BRS to

make anoth ,,. reo 'nrel

C. Refer oraCCO(llpany thc_lllother and child to the midwife for'
D. Advise the mother to consuilihe midwife for comnlclion of the child's vaccinations.
E. Give vilamin A capsule al once, if available, or advise the molher 10 hring the child to the nearest health facility for the nexi scheduled Vitamin A supplementation.
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Barangay CSMIS rally Sheet
CBMIS Revlsea Form as of IJ}I}OOi

Barangay : RHM:
BHS/BHC;
Mun/City : Date: FORM 2, paae 1

BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW BHW IHW BHW BHW
1 2 3 4 5 6 7 8 8 10 11 12 13 14 16 18 17 TotIIl

TARGET GROUPS

"
Purok:

1.A. Vacelnatlon status of children 0-11
m ....m·.. old

1.CRildfen :>9 months old with INCOMPLETE or NO
at all

2 Children <9 months old with NO vaccination or with
..recommended vaccination schedule NOT followed

3 Children <9 months old with recommended
vaccination schedule followed '. .,. ',. '"

4. Children 9-11 months old who are Fully Immunized
~tHlft""n iFIC\ , , .

TOTAL number of children 0-11 months old
.... (sumof#12 3 &4)
LB. Vaccination status of 1 year old

children (12-23 months old)
5 One year old children (12-23 months) with

INCOMPLETE or NO \iaceination at all
6. One year old children (12-23 months) who are FUlly
i' Cl,i1dren 'FIC)
I TOTAL number of 1 year old children (12-23 months) I

iStm nf 1/ 5& 6} I

I.e. Vitamin A supplementation status of
,.hilri...n 1-4 v..,..... old 112-59 months old)

·1.~ 1-4 years old (12"59 monlh$) NOT given
ua......n J!. • I the oast six. months ,

·8.~1\ 1-4 years old (12-59 months) GIVEN
., .

• : •.••".: .:-;- ',.'."""" '.", .'- l~ ft!II"lilhS '.
TOTA:Lnumbl!lr of children 1-4 yeats Old (12-59

. •.0' . ... I!!ltlft'\ Of 117 &B6IlM
·ltA.DtaOO* TOlllSldVilieclnatlon fOr Preanant

.·,WtlrnAn

9. ~rttwith NO 1T or with 1T1 only
.

10. Prqnant witt! TT2+

TOTAL num..-r ()f p"."Mnt women
.... 0".&10)

.__..... -





Spot map of 3 barangays in
Lapu-Lapu City, Cebu

Health worker highlights most significant
health problems on tally sheet

The midwife's duplicate copies of call
cards also need to be updated as
services are delivered. The call cards
are removed from the files only after
the target client list has been updated.

!FMaintaining the CBMIS

It is essential to assess the effective
ness of the work plan. Specifically, it
is necessary to determine the extent to
which the needs of the priority clients
have been met and the appropriateness
of the service delivery interventions
implemented. This assessment can be
done only if the LGU maintains the
CBMIS. CBMIS maintenance entails
updating the Family Profiles either
every month or every time health
services are provided. It also requires
quarterly updating of Forms 2 and 3
and analyzing the data they contain to
identifY and carry out more effective
interventions.

year as data are routinely tallied from
updated Family Profiles. Midwives
usually issue "call cards" to families
that need services. The call card speci
fies what services are needed and when
and where to get them. When appoint
ments are not kept, midwives have
BHWs return to the home to investi
gate, provide the service, or make
other arrangements.

Midwives and their supervisors can
repeat the problem-solving process
described above at any time during the

ties within a barangay) are then priori
tized, and service delivery practices are
reviewed and revised to eliminate gaps
in service utilization. The work plan
specifies the person responsible for each
activity, the due date, and the resources
required to implement each activity.
It is devised to be carried out with
municipal funds, and financial support
and technical assistance from the regional
health office.

who either want to space births or
stop having children but are not prac
ticing family planning; or who use con
traceptives but are dissatisfied with the
method they are using.

After totaling data from the Family
Profiles on tally sheets from each
barangay, midwives compare tallies
from each barangay on Form 3
(Municipal Tally Sheet). The munici
pal tally sheet is a two-page form that
records barangay totals and percent
ages so health personnel can compare
the problems and accomplishments
of different villages. For a midwife
covering several barangays, as is mostly
the case in the Philippines, the form is
important in establishing which
barangay(s) should be given priority.

crPlanning and implementing
service delivery interventions

With the evidence about which fami
lies need health services, the midwife
is ready to formulate an annual work
plan with the help of her nurse super
visor and technical assistance from
regional offices of the Department of
Health. Planning involves making a spot
map of communities with poor access
to health services, underserved popu
lations, or relatively high numbers of
families in need of public health ser
vices. Barangays or puroks (communi-

8
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FORM 3, page 2l--Barangay Barangay Barangay Barangay 8arangay
TotalI~_._---.--- •• _'0_" _

Number Percent Number Percent Number1Percent Number1Percent Number1PercentNumber IPercent
(N)I,N' T,"," 100) (N) (N·To"", 1001(N) (N·Toll:llIo:10lJ} (N) ,N-T,"",l00, (N) (N-r"t~, 1001 (N) (N-T"",,'OOII

.__.,..

I I
_., '.&-•.•_-

._. _.-_._--

I I
100% 100% 100% 100% 100% 1 100%

Number IPercent Number Percent Number Percent Number Percent Number Percent Number IPercent
(N) iN-' rc'191;.; ~OOi (N) ,r~· Id<ll ~ ~OO\ (N) :N7T~tiIJ;c ~O[j) (N) /N"'Toltl.: lOCI) (N) 1N...Tc1al1l10Cj (N) IN·T""" , '001

I I
t- --+~-

, ..... " .... _....._-

'"Tatar number of youngest child 0-2 years oief-
surveyed (Sum of # 11 & 121

TARGET GROUPS

II.B. Protection at Birth (PAB)

11 12 Children NOT Protected at Birth

II. --------.-.
, 11. Children Protected at Birth

I
Total nurn.. b.. 8. r. O.f .non-.pr.egn.ant. MWRA

(Sum of # 13, 14, 15 & 16)

[ FP Methods Used by Current Users

II P '" Pills

illUD = Intrauterine Device

illnj ~ DMPA/lnjectable

I
'I CiI '
il BTL =Bilateral Tubal ligation

II VAS =Vasectomy

II NFP =Natural Family Planning

II LAM =Lactational Amenorrhea Method

Ilw
II CAL =Calendar/Rhy1hm

II
TOTAL Number of Current Users
(Should equal the sum of # 14 & 16)

I

III. Family Planning and Non-pregnant Married
Women of Reproductive Age (MWRA)

1113, MWRA not wanting i6 havea'chlia'o"rwai1fS·to
; space but not practicing family planning
d 14. MWRA prac1icing family planning but not satisfied
[I with the method she is using
I 15, MWRA wanting a child within 1 year

[
16 MWRA pracliclngfamily planning and

satisfied with the method she is usinG

'vJ
\\I
V\
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This is one way of tracking whether
priority clients have already been
served. as reflected in the decreasing
number of women and children with
unmet needs. The CBMIS data may be
used to complement the OOH"s Field
Health Service Information System
target client list.

Status of COMIS
Implementation

The CBMIS has been imroduced in
more than 50 selected municipalities
and component cities participating in
the Matching Grant Program, Several
regional and provincial health offices

have expressed inlereSl in pr'O\iding
financial support to !heir munidprali
ties and component cities to implement
the CBMIS and conduct the training
and planning workshop in their areas.
It is expected thaI !he CB'f1S \\ i II be
used in more than 200 municipalities
and component cities b~ :!001.
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BEST
PRACTICES

PERSONALIZED CLIENT FOLLOW-UP
THROUGH CALL SLIPS

Background

Talisay is one of the municipalities of
Cebu Province. which is located in the
Visayas region ofthe Philippines. It is
about 13 kilometers from Cebu City. As
of February 2000. it had a popula
tion of 150,278. The municipality
comprises 22 barangays (villages).
including 4 far-flung barangays that
have limited access to regular trans
portation. It has three main health
centers and one newly opened district
hospital

Although Talisay is a progressive town
with numerous factories. industries. and
businesses. the health status of its
women and children remains wanting.
In 1998. only 83% of its children
between the ages of 0 and II months
were fully immunized. Meanwhi1e. only
50% ofmothers were fully immunized.
and 4()8/. were found to be family
planning (FP) defaulters., triggering an
increase in the birth rate. This was
demonstrated by an increase in births
at the maternity clinic. with simulta
neous deliveries occurring at times.

These conditions may be partially
attributable to the inability of health
personnel to visit their catchment
barangays. Their mobility bas been
cunailed because of the Commission
00 Audit regulation that incentives can
not be provided for travel within a

50-kilometer radius. This regulation
posed a problem because health wort
ers had to use their own funds to pay for
visits to their catchment areas_ So health
workers tended to stay in the bcalth
centers and wait for the clients to come
to them. l1Ie programs' coverage rates.
therefore. dropped and the unmet needs
ofthe people increased.

In 1999. the Matching Grant Program
(MGP) of the Department of Health
began providing financial and rccbnicaJ
assistance to Talisay. Its initial aetnlties
under the MGP included establishing
a community-based monitoring and
infonnatioD system (CBMIS) which
identifies priority clients for FP and
maternal and child heaJth (MCH)
services, primari Iy through a househoid

SWVe)'. The initial
survey showed that
m;mycbiJlRn wen: 001

iJnInwIm:d. a Dumber
of pregnant mothers
bad either iDoompIdc
or no tetanus toxoid
(lTI...) immuni.zalion.
and currmt FP users
wen: not obtaiDlng
~ir supplies from I

tbt hc:ahb oc:nIieI'S. This :
is coosistent .;th tbt
findings of 1be 1998
NalionaI DemogiaplUc

and Health Sun-cy. .ilich showed
natiooaI program coverage rates r.. .
below desired Ie\-els. The same
survey revealed a .'ide pp betw'CCD FP
knowledge and practice. For iRsaDcc.
97.6.~ of all women survcyai !mew
about specific~-e methods..
but the ctJIIlraCqlb'"~ prn-.Jencc me
remained Joy.- at 47%.

The Interveution

The MunicipaJit)- of Talisay rqadtd
tbt advent of tbt MGP as an oppor1U
nily to address the 10-.cm~ raIcS..
particularly for fully immunized chil
dren (FIO.1TI+ immunization. vita
min A suppIemc:otation. and FP. With
MGP funds. health pelsonnel .ill be
able to regu1ady \-isit their caadunent

- .
'" •. " MATCHING GRANT PROGRAM
~. .1 _"! Department of Health
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MGP sites (see below).

Lessons Learned

• Call slips improve utilization of
servIces.

• Call slips add a personal touch to
the provision of services because
they indicate concern for the

• Outreach services and the distribu
tion of call slips are seen as means
ofencouraging clients to visit health
centers for scheduled routine
services.

Please address all inquiries to:
Manas-ent SCiences for Health

Unit TN No_4, 10JF Times Plaza Building
UN. Ave cor Taft Ave, Emuta. Manila. Philippines

Tel. Nos: (632) 525-7145152156 Fax No (632) 525-6086
E-maif: iofo@msh.org_ph

• It is important to involve commu
nity leaders and give them feedback
about their constituents' health
status to enlist their support.

...
United StMM Agency for~

International Development (USAIO) -...-

~

Positive Outcomes

types of call slips: for child immuniza
tion, IT immunization, and FP. The call
slips are issued to ensure that mothers
bring their children to the health center
for immunization and that FP defaulters
come tor their supplies as scheduled,

• Improved coverage rates in the
municipality ofTalisay (see Table I).

About 90% ofthose issued call slips
actually come for services during the
Panagtambayayong;

• Personalized follow-up of default
ers, letting target clients know that
they are important;

'" Ba'\C.id tJo FHSJS NI;l~': MGP implerrenlaLinn started in Augl..lSl 1499
•• Ba<;e<j on CBMIS

Increased demand for routine health welfare ofclients.
services;

Table 1. Coverage Rates for SelectBd Program ~dlcators

Talisav, cebu, 1998 and 1999

• Allocation of supplies based on pri
orities. Those issued call slips are
guaranteed that supplies will be
available; and call cards that evolved
from the one used in Talisay
are now being used in all

• Stronger partnership between health
workers and barangay leaders. The
Municipal Health Officer and/or the
nurse attend the meetings of the As
sociation of Barangay Captains as
regular members;

barangays to provide services to those
who are unable to go to the health
center. This outreach activity is known
locally as Panagtambayayong.

The health centers carry out a
Panagtambayayong at least once a
month for their respective catchment
barangays, specifically to follow up and
reach program defaulters. It runs for
three days, usually starting on a
Wednesday. Each team is composed of
either a doctor or nurse, two or three
midwives, and the volunteer health
worker ofthe barangay. Every member
of the team receives P250 (US$5) per
day as an incentive.

In preparation for the
Panagtambayayong, call slips are
distributed to all program defaulters,
advising them to come to the health
center during the scheduled dates ofthe
Panagtambayayong. There are three
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BEST
PRACTICES

USING THE COMMUNITY-BASED MONITORING AND
INFORMATION SYSTEM TO HELP REDUCE UNMET NEEDS

Background

Malaybalay City, the capital of Bukidnon Province in Northern
Mindanao. is one of the 145 municipalities and component
cities currently enrolled in the Matching Grant Program of
the Philippine Department of Health. About 128.542 people
distributed in 22.000 households in 46 barangays (\illages)
inhabit this mountain city.

As a Matching Grant Program enrollee. Malaybalay City is
expected 00 establish and maintain a community-based monitor
ing and infonnation system (CBMIS). The CBMIS is a tool for
identifying and prioritizing women and children who have UDIIJd

needs for family planning and selected maternal and child heallh
senices. These services include \'accination against the six
immunizable diseases. for children less than 12 months old;
telanus toxoid immunization tor women; and \itamin A supple
mentation for children 12-59 months old.

Ho,,· Communities are Monitored

BIIM!ine SlIrvey

For its initial survey in 2000, the City Health Office mobilized
approximately 500 people to collect household data. The team

was composed of Barangay Heallh Workers (BHWsl. Barangay
Nutrition Scholars. Barangay Kagaw.-ads (CounciImen) on Health.
and other community yolunteers.

The BHWs assigned a number to each family. and each Family
Profile was numbered accordingly. Each BHW could deeide what
system to use for assigning family numbers in her barangay. but
it had to be one that is easy to use. To ensure that all families
were counted. the data collectors were assigned specitic areas to
co\'er and instructed to \isit every household m their areas.

Family Profiles were completed only for permanent residents.
that is. families who had lived in ~ banmga} for at least six
months. Those \\ilh less than six months' residency were con
sidered transients and were excluded from the survey. Although
they did not form part ofthe CBMIS baseline data.1hese families
were able to use the seT\'iees pro\ided at the health \.'Cnt~rs.

At the end of the SUf\ey. the midwife cbcd.cd the IOdnldual
Family Profiles under her jurisdiction. and. \\lth the BHW~
established a color-roded master list of indi101duals f..x each
barangay. The master list. \\bK:b contains the names of the indi
viduals. .....as ~'e1opc:d to faci Iiwe traelting ofunmet needs and
subsequent updating ofFamil~ Profiles, 0utre3ch ~i..'es \\ere
organized. not only In areas \\ im a high Iewl ofunrnet n«ds but
als.o in far-flung barangays and areas '" ithou1 n.med health ~tT,

CBMIS LjHltIdng

After completing the family enumeration and roll«tlon of
baseline data. families identified ",ith IJDIDd needs are prklfllllCd
for immediate SCT\-i(.'es and Fami!} Profiles are updated, BHW~

are responsible for updatmg the Famil~' Protiles moothl~ lsec
Figure II, The master list prepan:d b)- the BHW and the mJdo,\, Iii:
based on the survey SCT\es as the tradmg 1t.Ym for the BHW
and the main soun~ of information for updaung the Family
Profiles.

BHWs are also ~ible for \isiting homes to ched 00 the
heallh needs of famJ lies In their caldunent areas. Smc-e one BH\\'
covers one purok (zone\. or about 100 tiunihc::s.. in MaIa}balay.
each family is \lsited once per quar1tt on 3\~_ The BHW

• \. < MATCHING GRANT PROGRAM
. ~ Department of Health

;:.,.-



gives priority to families with unmet needs in scheduling
these visits. These families are closely monitored to ensure that
they are on schedule for services, particularly immunizations.

The BHW brings the color-coded master list on home visits. A
red or orange mark on or beside a name indicates a need for a
particular service. Ifthe required service(s) has been provided, a
yellow mark replaces the red or orange mark. New names are
entered into the master list as new births are recorded and as
new Family Profiles are completed for families that have satisfied
the six- month residency requirement. The master list is also
updated as routine services are provided at the health center or
during special outreach activities. The BHWs make a point of
reviewing the records ofthe health center to check if any of the
individuals in their catchment area have been provided with the
necessary services. Relevant new information is reflected in
the appropriate Family Profiles at the end ofeach month.

At the end ofeach quarter (CBMIS Day), the midwife conducts
individual sessions with her BHWs to check the entries in the
Family Profiles, after which the BHWs update their respective
master lists. The midwife and the BHW review the master list
together and again identifY the priority targets using color codes.

The midwife consolidates the data for her catchment area and
submits the consolidated report (Barangay CBMIS Tally Sheet)
to the City Health Office. The City Health Office reviews the form
and, if necessary, returns it to the midwife for corrections.

The City Health Office consolidates all Barangay CBMIS Tally
Sheets submitted by the midwives and forwards copies of the
consolidated report (Municipal CBMIS Tally Sheet) to the
DOH's Center for Health Development in Northern Mindanao
and Management Sciences for Health. The analysis is also shared
with health staff during regular staff conferences.

Results
Monthly updating of Family Profiles by the BHWs allowed
the City Health Office to focus its services on priority clients. As
a result, family planning practice improved, as shown by the
decrease in the number of non-family planning users among
married women ofreproductive age who either no longer wanted
to have a child or wanted to space births (Figure 2). Moreover,
9-11 month old children having incomplete or no vaccination
dropped from a baseline of635 to 234 (Figure 3). The number of
pregnant women either without tetanus toxoid vaccination or
with only one tetanus toxoid shot also decreased from 712 to 113
(Figure 4).

contains an IEC kit. a handbook written in Cebuano that serves
as a ready reference for BHWs when they do home visits.
The handbook covers topics such as maternal and childcare,
nutrition, breastfeeding, family planning, infectious diseases,
and management of diarrhea.

The local government likewise keeps the BHWs highly moti
vated by ensuring that they receive a monthly honorarium of at
least PhP200 (US$4). In cases where the barangays are unable
to provide the full amount, the city government pays the differ
ence. In addition. the BHWs receive a quarterly CBMIS
honorarium ofPhPIOO or US$2 (this will increase to PhP200 by
next year) and are enrolled in the Indigent Program ofthe Philip
pine Health Insurance Corporation.
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Realizing the major role played by the BHWs in implementing
the CBMIS, the City Health Office invested additional resources
in training and retraining BHWs to use the system. Each BHW
was given a bag with basic items such as pencils, a pencil sharp
ener, a clipboard, folders, fasteners, and an umbrella. It also

nB publkat16D. "'.11 II'Ild... po!Idble r:borvPKh SUpJHlrt
pro't'ided by tht ll. s. Al:f'Ii~:- rD.- Int~l'lIlIti...1
DE'\lrla-pIDIfDt, IIlIder tilt (form I M C6fllhh't Nu. 492_
l)48Q·C·OO-5lJ93-04l. Thf o-pialDo. ;,~pr-enfd herela
ue lb~ of th ... alJt"f1.oI"U) and d'l DGI IH·~fM.ril)

rdl~t lilt' o;lM'5 "r tbt 1.~ ARt'no;~ for 'ntunatlonal
DcnlopmrDI.

Pleas4I aOdr&8.9 all Inquiri$$ to:

Man~ Scoi.nG81I for "NItti
lkill TN No 4, I OfF Tmes Plaza Building

U.N. Ave, ErmiW. Mani4a. PMppines
TeL Nos: (632) 525---71-45r.52156 F<fi Nc.:{!332) S25--&.l86

E--ma~.lnf\o;l@mstI,org.ph

Unlled StatM Agency for
Intemational Development (USAID)
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BEST
PRACTICES

BRINGING STERILIZATION SERVICES
TO THE MAIN HEALTH CENTER

Background

In the past. the district hospital was the
nearest prm-ider of sterilization ser
vices for family planning (FP) clients
in the municipality of Valencia in
Bukidnon Pro..-ince. Since the district
hospital was located in a mountainous
area in another municipality, potential
clients were discouraged from using
voluntary surgical steriliZlltion (VSS)
set"-lces.

Today, VSS services are available at
Valencia's own health center. In July
1999. the municipal health staff, with
some nongovernmental organiz3tlons
(NGOs), decided to set up a mini
operating room in the main beaJth
center. This was made possible
through the joint efforts of the
municipality of VaJencia and the
Department of Health through its
Matching Grant Program (MGP).

The Intervention

Setting upa mini-OR in the main health
center supports the goal of the MGP.
which is to reduce unmet need for FP
by increasing the number of FP
acceptors. In line with this effort, the
municipal health staffembarked 00 a
massive information campaign to
promote voluntary sterilization as a
major program method. Before the

mini-QR's formal opening
on 16 June 2000. the health
staff participated in the
meetings that barmlgay

(village) captains organized
to disseminate information
about the benefits of
voluntary sterilization and
the services at the health
center. Owing the com
munity-based monitoring

and information system survey,
volunteer health woders also proIllOtCd
sterilization among priority clients.

Funds for setting up the mini-QR were
provided by the Local Government Unit
(LGU). P40.000 (USSSOO) from the
beaJth budge1 and P60,OOO (USSI.200)
from the Local Government Support
Equalization Fund. The mwticipality of
Valencia provides funds for drugs. In
addition, PI75,OOO (USS3,500) was
allocated from the MGP to cover the
costs ofsupplies and insItumeots and the
surgeon's fee. The cost of drugs and
supplies is about P780 (USSI6) per
client for bilatenJ tubal ligation (B11..)

and P365 (USS7) for vasectomy_ The
surgeon receM:s an honorarium of PI 50
(USS3) per client. With the MGP gnmt
also comes a package of teduric:aI
assistance from the Department of
Health, primarily through Management

Sciences for Health (MSH)_

How It Works

VSS services are a\--aiIabIe from
Tucsday to Friday at VaIencia's main
health CUtrer. A team led by Dr. 1.smaeI
Naypa. Jr.• a pm~ pnctitioocr and
former Chief of Surgery of the
Bukidnoo Pr'O\inciaI Hospital pro'Io-ides
abe services. The bc:aItII cmta' mid
wife coonsds potential cl.icob.. .-bile
abe public health IlUtSe takesaft oflbe
scheduling of patients. Patients from
neighboring barangays are usually
schcduJed 011 the same day to facilitale
the transport ofpatients from the health
calrer to their respective homes.

Pr'O\idiog tramport toclicols is ameaRS

ofencouraging them to use the 5Cn"1ces..
When no \dUcle is nail.able.
voluntary female~ clients.

..
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particularly indigent clients, are given
transportation allowances. Vasectomy
clients, on the other hand, usually
receive five kilos of rice, noodles, and
sardines or whatever foodstuffs are
available from the Department of
Social Welfare and Development. This
is one way of offsetting the workdays
that male clients lose when they choose
to undergo sterilization.

()utcOD1es~uture Plans

Since the mini-DR's opening in June
2000, the main health center of
Valencia, Bukidnon, has served 102
clients for BTL and 7 for vasectomy.
This is a significant contribution to the
municipality's FP program, consider
ing that only I male and 42 female
sterilizations were performed in 1999
at the district hospital in San Fernando.
From January t<1 .,2000, 88 women
had BTL . lie were clients
of Marie atDtal.

Please address all inquiries to:
Management SCIences lor Health

Unit TN No.4, 10lF Times Plaza Building
U.N_ AlJe COr Taft Ave. Errn-ita, Manila, Phi~ippines

Tel. Nos. (632} 525-7145152/56 FBJ< No (632) 525-&>86
E-mail: Info@msh.org.ph

: , the LOU has to establish close
-- ration with the private sector
... NODs for the provision of

essential health services. The LGU
sbould continuously be on the lookout
for possible "champions" or partners
who are willing to commit their time
and efforts for the benefit of their
community.

-Unhed SIlItlI8 Agency for~
Intem.tionel DeveJo9ment (USAIDI ........

~

Lessons Learned

sterilization. This is far be cation are ~so vital in ensuring the
tional average of 10.3%. success of any intervention. In the
showed that voluntary ferna ..' _ case of voltintary sterilization, it is
tion is the preferred contracept~-~· important to create a cadre of client
method in the Philippines. ~ates to correct any mis

ptions that couples may have
the method.

Information, education, and communi-

For any major health

requiring substintial ... , ....~.
it is lmpo~nt to enljst~~ : .' .Mlf:
LGU. This,~l&.:'~tensrve ~
sustained ailV8caeyeft'orts to enable
local leaders to understand and
appreciate the benefits of the inter
vention to the community. In the case of
Valencia, the Municipal Health Officers
took the initiative to discuss the idea of
a mini-OR in their main health center
with the Office of the Mayor and the
Local Health Board.

Currently, . s are available
only to Vi._ residents. However,
the main bci3Titi c~ is considering
making its services.vsiJable to neigh
boring mUDicipalitieltin the near future
throughm~ agreed-upon cost
sharing nclflti. }1eanwhile, the
surgeon is wjW.'lQioffer his services
to interested . .ties to train their
doctors in,rocedures. The
vision is f4 ~•• ~. 's main health
center to .acjmter for training
on VSS for...mUnicipalities in the
province that wish to set up similar
facilities. Voluntary female sterilization
in Bukidnon Province is expected to
increase, thus improving the steril
ization rate for the region as a whole.
According to the 1998 National
Demographic and Health Survey, only
5.2'YoofcWTently married women in the
Northern Mindanao Region, where
the province is located, opted for



"MOTHER-BABY WATCH"
(Sustansya Para sa Masa)

Background

The municipality ofSan Jose del Monte

in Bulacan is a 1999 recipient of the
LPP-MatchingGrant Program. One of
the activities implemented under this

project is the community-based
monitoring and information system
(CBMIS). The barangay health work

ers tBHWsl. under the supervision of
the rural health midwife. performed
family health and nutrition profiling of
all the families in their areas of cover
age. One problem identified was poor

health-seeking behavior and health
practices among mothers in the areas
of prenatal and posmatal care. family

planning. immunization. and growth
monitoring for infants and
preschoolers.

The Inten'ention

To impro,-e health-seeking behavior
and health practices among the target

populatIon. the LPP-Matching Grant
Program ofSan Jose del Monte adopted
the "Mother-Baby Watch" (MBW)

concept under the Sustansya Para sa
Masa (SPM) bannerofthe go,'emment

The project enrolls high-risk pregnant

women who are screened. then moni
tored regularly throughout the course

of their pregnancies. At birth. their ba
bies are likewise enrolled and each pair
is followed up until the baby turns 2~

months.

The project issues
MBW cards to all
enrollees to keep
track of the services

they use. Three types
of incentive points

are awarded dep:nd

ing on the type ofscr-
vice obtained:

must points. extra
points. and star
points, Mothers earn
must points when

they ha'-e a regular
prenatal check-up or recei,'e a tel3Jlus

toxoid shot. £'ffra points are earned if a
mother uses iodized salt and anends a
health nutrition class. while star pol11LS

are awarded to fully immunized moth·
ers. mothers who breastfeed up to six
months. and those whose babies are fully

immunized at 9 months of age, For
babies. must points are earned when
monthly weights are ploned on the
gro\\1h monitoring chart and for Itmel~

introduction of complementary food.
£l:tra points are given ~ hen the gro~1h
chart is kept and the trend of the gro~1h

curve is upward. while sl<lr points are

awarded when the baby sustains a
12-month period with an upward growth

cuneo

It is estimated that a mother-child pair
can earn a total of:!5 points in a month.

Each point is equal to PI. and
anending health personnel grant a
coupon to the mocher ,'Or e'\C'f) ~5 points
earned. The nk~ redeem the
coupons at designated redemptton
centers. \l hen: the) C311 get fortified
food. iodized ;,alt. and \l eaning

complemen~ food in e'\.change lOr
the coupons. Certifl\.<ltes ofoompkooo
of \3l."'Cmatioo are IilC\lo iose 3\l ankd to

fuJly immunized mochers and lully
immUnized chJldten_

SP~t benefactors \len: c:xpnizod and
mobIlized to help pro' ide m...--enti .. es for
\tBW enrollees. Each SPM benefactor

ma~ ~ to support se'oet31 mother-baby
pairs, Among them5.eh es.. SP\I hene
factor.; organized a nlO'emenl to help
health .:-enter ~nel ~e the
program_ Various ..:omrninees \\en:

-~ -::::::">
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fanned, for example. the Committee
on Ways and Means for resource
generation, Review and Screening for
enrolling beneficiaries, and Incentives
and Rewards for ensuring the avail
ability of supplies at redemption
centers.

Committee, enrolled in the project,
and issued Mother- Baby Watch cards.
About 50 SPM benefactors have already
signed their pledges of commitment to
support one to four mother-baby pairs
for approximately 33 months (that is. P25
per month per mother-child pair). The

prepared containing an assortment of
fortified noodles, margarine, orange
juice, sardines, and iodized salt. "Baby
packs" containing a selection of forti
lied noodles, cereals, juice, eggs, and
iodized salt are also available. About
I00 more benefactors are expected to

How the Program Works
Guidelines for Implementing Mother-Baby Watch

Results

To date, 86 pregnant mothers from 14
barangays of the Rural Health Unit II
of San Jose del Monte have been
properly screened by the SPM Review

main health center ofSan Jose del Monte
in Tungkong Mangga has initially been
designated as a redemption center where
benellciaries can exchange coupons for
food items. For pregnant and postpar
tum mothers, "mother packs" have been

attend the succeeding SPM Benefactors
Meeting and register as members ofthe
SPM Movement.

Please address all inquiries to:
Management !kien<:es for Health

Unij TN No 4, ! OfF limes Plaza BUilding
U.N. Ave cor Taft Ave, Ermita. Manila. PhilipPines

Tel. Nos: (632) 525-7145152/56 Fax No. (632)525-6086
E-mai!: info@msh.org.ph...

United States Agen<:y for~
International Development (USAIO)~
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BEST
PRACTICES

"EPI PLUS"
Background

The Expanded Program on Immunization Plus (EPI Plus) is
an expansioo of the Department of Health's immunization
program (EPI) to prevent childhood illnesses such as
tuberculosis,. poliomyelitis. diphtheria. pertussis. and tetanus.
The word "Plus- means the integration of other health
programs. such as nutrition and family planning, inlo the
EPI delivery system. 1be Plus also means thaI other stake
holders, including local chiefexecuti..,es.. barangay ("'iIIage)
officials, f"lrok (zone) presidents., and representati'e'e5 of

In May 1999, Sago City in Negros Occidental became a
recipient of the LPP-Matching Grant Prognnn. The LGV
promptly set up a community-based monitoring and infonna
tion system (CBMIS). The baseline survey revealed that a
significant proportion of women and children needed immu
nization, Vitamin A supplementation, and family planning
services (see Figure I). Essential health services had to be
expanded to respond to these needs. Thus. a strategy was
designed to bring these services closer 10 the women and
children ofBago City.
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nongowmmenlal ~anizations. are in\(lhed in health
service deli\C1! in their L'OffiI1lunil~ lbe Ci~ Health
Office takes the lead in ~ing out the EPI Plus ao..""ti\ ltles..

Table I summarizes the program.

Table 1. EPI PIlI5 Feahlres .... Tea.s
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Results

Bringing health services directly to the barangays of Bago
City has provided numerous benefits to women and children
with unmet needs. This initiative by the LGU helped in reach
ing clients who are not able to go to the health centers or
barangay health stations. Likewise, the performance of the
City Health Office improved, as reflected in the reduction in
the number ofunserved and underserved clients for immuni
zation, family planning, and nutrition services (Figure 1).
Other benefits to clients included consultations for prenatal,
postnatal, and family planning services. Pap smears were also
provided during EPI Plus days.

In far-flung areas of Bago City, mothers expressed their
appreciation to the program for bringing services to their
area. It reduced their expenses for transportation and the
time they spent traveling to the barangay health station or
health center for services.

Lessons Learned

• EPI Plus is effective in reducing the unmet needs of
target clients;

• CBMIS is a reliable and accurate tool for assessing the
health needs of the community and developing realistic
interventions:

• Proper identification of the root causes of the prob
lems is a necessary component in planning efficient
and appropriate health interventions;

• Community health volunteers (BHWs and Barangay
Nutrition Scholars) are among the best partners in
delivering heal1h services to the community;

• Mobilizing community resources is important for
improving access to services and responding to the health
needs ofthe community:

• There should be active involvement and coordination
among all stakeholders in the community. The commit
ment of everyone from the health staff, team members,
and city and barangay officials to the residents is
important in ensuring the success of the EPI Plus pro
gram.

Please address all inquiries to:
Management Sciences for Health

Un,t TN No4, 1QIF Times Plaza Building
UN A\if: cor Taft Ave, Ermits, Manila. Phmpp.nes

Tel. Nos: 16:12) 525-7145/52156 Fax No. (632) 525-6086
E-mail: info@mShorgph

.-
United States Agency for~

IntemationBJ Development (USA1D) .......
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TECHNICAL
NOTES

STRENGTHENING PROVINCIAL-MUNICIPAL
PARTNERSHIPS THROUGH SUBGRANTING

Background

The Province of Negros Occidental in
the Visayas was among the first group
of grantees under the Local Govern
ment Unit Performance Program (LPP)
ofthe Department of Health. As an LPP
grantee, the province was expected to
achine the project's benchmarks for
child immunization. tetanus toxoid im
munization. vitamin A supplementation,
and contraceptive prevalence rate by the
year 2000. As an incentive, all grantees
that achieved the benchmarks before
2000 received premiums. This group
of achievers, one of which was Negros
Occidental. came to be known as
the LPP Top Performers.

To maximize the use of its
premium grcmt, Negros
()CCidental decided to sub
grant 70% of the amount
to selected mtmicipalities
and component cities in
the province to enable them
to expand and improve the
delivery of their health sen;ces. Under
the LPP, the Province of Pangasinan in
Luzon was the first to embark on a
subgranting initiative. Pangasinan
shared its experience in implementing
the initiative during a national summit
attended by all Local Govenunent Units
participating in the LPP. Negros
()CCidental's Subgranting Program was
launched shortly after the summit

The Experience with
Subgranting in
Negros Occidental

Building on the experience ofPangasinan
and adopting the mechanism used by
the Department of Health·s Matching
Grant Program, Negros Occidental
initiated its Subgranting Program in 1m
through the leadership of the Pro"incial
Health Office (See Box I). To dale. the
province has provided subgrants to two
groups of Local Government Units.

\
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During the initial phase. the province
solicited proposals from mtmicipalities
and component cities. Out of the 26 that
were im·ited. 22 came back with
proposals. Twel,,'e Local Government
Units subsequently became beneficiaries

under the fU'St phase of Ncgros
Occidental's Subgranting Program.

The selection of subgr.ullees VIlas
based primarily 00 Ibe quali~ of Ibe
proposals. which means that the
acti,·ities proposed for funding should
generate demand. expand the deli\eI)·
of sustalTlable. high-quaJi~ heatth
s,en·ices. and demollStrale measurable
impact on sen·ice CO\-cragoe Voo ithin
12 moruhs. It \\'as also crucial that
the Local Go\emment Units (LGVs)

commit counterpart fimd:s
equal to at IeasI 25". of Ibe
tocal subgrant of PhPlOO.OOO
ilJSS2J)OO) per lGU. Some

lGLs gaw more than 2,·..
For example. one subgrantoe.
La CMio4a Cit}. ~Ieascd

PhP65.000 (USSI.300)."..hile
anomer. the Municipalit}" of
lsabela. made nailabk
PhP50.000 (l.'SS 1,000) in

rouotl:fpar1 fUnck.

To ensure accuuntabdit}. each
suognuuee was required 10 designate
a coordinator. open a separate trust

fund account.. and submit a quarterly
progress and finaocial repon. All
subgnnrees were also rcqulmJ 10 es
tablish a rommunit)-based monitoring
and information S}"Slem like the one
used in all Matching Grant Program
areas.

-
_ • . . MATCHING GRANT PROGRAM
, , , - Department of Health

~ ~~
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1. TheP~He8llholfiee{PHO}~ a "~of~OIY
meetings WiJb. ·~..CiIyi·HiiI8Ih OfIbJiS and mayors
(febnBy 1919).

2. The PHOconducled a ~_.un,,~toset1heprogram
vision, missiQn. and tec:hi1ical and financialguldetinEJ$ (FebrualY 1999).

health services as demonstrated by its
increasing health budget. Six LGUs
received PhP 150,000 (US$3,000)
each, while another six got PhP I00,000
(US$2,000) each.

The Benefits of
Subgranting

3. The province sent a lett&rto litie$ and component cities,
infOrming ttian llIbouI the . its rneChaniesand inviting
them to submit proposals for fuIldIlg.·~rdl 1999).

4. The PHO reviewed all submitted proposals based on the following
criteria: (al proposed activities shouId·be new or expansions of current
activities that aim to expand service· delivery and (b) activities mllst
show measurable increase in service coverage within a year (May
1999).

5. The PHD submitted the screening and evaluation results to the gover
nor, specifying the criteria and the con-esponding ranking of the Loc:.al
GovemmentUnits (LGUs) based on 'he criteria (June 1999).

Both the province and municipalities/
component cities regard subgranting as
an effective mechanism for fostering
stronger partnerships. It was noted that
after devolution, the close alliance that
used to characterize their relationship
was somehow strained. The
subgranting scheme enabled them to
work together again in a coordinated
fashion to achieve greater program
impact.

6. The governors office sent a letter to all LGUs informing them of the
results of the evaluation (June 1999).

7. The PHO met with the Municipal Health Officers of selected LGUs for
preliminalY orientation on the program and to discuss the orientation
schedule for the rest of thE) key lGU officials (June 1999).

8. The PHO conducted individual orientation meetings for all grantee
lGUs. In attendance were the mayor, Vice-mayor, chairperson of the
Committee on Health of the Sangguniang Bayan (City/Municipal
Council), budget officer, accountant, auditor, health personnel, and
barangay (village) captains During these meetings, the mayors, if
present, signed their respective memoranda of agreement (MOAs) If
the mayors were not present, the MOAs were left with the respective
Municipal Health Officers, with instructions to have the MOAs signed
as soon as possible (July-August 1999).

From the point of view of the
province, subgranting enabled it to
achieve synergy in the use of available
resources by focusing on priority
activities. The budget for health,
especially for drugs and medical
supplies, generally increased (see Table
I) as a result of the advocacy efforts
of the Provincial Health Office.
Subgranting also paved the way for
the Provincial Health Office to
more systematically provide technical
assistance to these units.

10. The governor signed the MOAs (November 1999).

12. The Provincial Treasurer's Office released the funds to the subgrantees
(December 1999).

11. The PHD briefed all provincial department heads on the program to
ensure their cooperation and facilitate processing of program-related
documents (November 1999).

9. The Sangguniang Panlalawigan (Provincial Council) passed a resolu
tion authorizing the governor to enter into a memorandum of
agreement with the grantee LGUs (Octc·ber 1999).

Meanwhile, the municipalities and
component cities regard provincial
subgranting of funds as a better
mechanism than in-kind assistance.
They feel that they have more
flexibility under this arrangement, since
they can use the funds to focus on
priority initiatives that could not be
funded out of their regular budget,
including procurement of drugs and
supplies. In short, the Subgranting
Program empowered the municipalities
and component cities to effectively
implement interventions specific to
their localities.

For instance, La Carlota City was able
to upgrade its family planning clinic

/
./

(see Box 2). However, unlike in the
first phase,when all subgrantees received
the same amount, available resources
were allocated based on need and on
the LGU's commitment to improve

~--------~-----~
For the second phase, Negros
Occidental used its base grant savings
from the LPP to provide funds to its
lower-level units. The same eligibility
criteria and requirements were applied

2
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.. Ux:.al Chtc:fhecuu\~ S1~ the )
!-temorandum ofA~

ii La CarlOOI C,t:'S faml!~ planmr:f dinK
I thaI was upgr.tdetJ lIS.ng the !'Ut>p-anl
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! ... Orienting the lGL on l~ Subgr.mllng
i Program.

1. Nol qualified under the Matching
Grant Proglam of the Depettment of
Health;

Vil1IirlgIlMS ollie lGU 'I:l comiI oour>

terpart Uds equivaIeflI to 25'% of the

total subgnlnt

\..._--~~~---_/

2 local Chief ElceaItMl (LCE) and other
IooaI oIIIc:iMI .:x.nmltMtd m ina8asing
serrice~~

3 The ability 10 i4ltJmll • pI'I)pOlS81 that
ctearty lndIcateI lIle Loo's program
otljedMIs, • _ of~ to iITlproIIe

demand generalion 8,.,d delivery of
~ MnrillB8. III'Id 00I'J9SP(l0d
ing budget broken cloM1 1JV SOI.WC8:

4 ~ 01 lhII lCE to lIIlter 11IIo a
Memofandum of Agr.....nt wtth the
proW1dal pemment; aPd

and establish two satellite barangay
family planning chnics using its
subgrant Another example is the
Municipality of lsabela. which used
its subgrant to conduct outreach
activities and follow-up operations in
hard-to-reach areas and to defray the
costs of transporting clients to and
from the hospital for tubal ligation.

Table I
Health Budgets ofSubgrantees (in PhP). 2000 aDd 2001

1.1

lUfAL
\,.' .tf

& OIlIer
Optid«
E~

b 118":'9

3540....15 !

MArt ••~
&OtHr

Opendng
ElpeDses

PenoDael

Source: PrO\incial Health Office. :"egros Occidental
.YOIes: 1be budgets exclude the subgranl.
~.a.: nol available



Municipal health staff of lsabela
on their way to an outreach site.

.. , lEe session before actual
service provision dUring an
outreach activ it)'.

'----------------------------- ._----------_/

Sustaining the Initiative

Funds from the LPP will not be avail
able beyond 2001. The challenge,
therefore, is to sustain the subgranting

! initiative using Department of Health
or provincial funds. Given greater
flexibility in how LGUs can use
funds and the opportunity to allocate
provincial resources based on local
priorities, the municipalities and
component cities have regarded the
Subgranting Program as a good
mechanism for fostering stronger

partnerships between the province and
the municipalities/component cities.

The share of national internal revenue
taxes allocated to provinces, munici
palities, cities, and barangays are 23%,
34%, 23%, and 20%, respectively. It
may seem that municipalities are
getting the lion's share but because
there are about 1,525 municipalities
nationwide and only 78 provinces and
about 85 cities, each municipality's share
is actually much lower than that of a
single province or city. This is aggra-

no. "".........._.-...........pport__
by .... u. s."- lOr ,__ 0........-............
~ t~nm of C_tnd No. 4f1-OOO..C..oo-S093-00. Tbe
......... nprasaI_ on: _ HtIoor(.,aDd d.
_ ~ ............. _ or V.s. "llflKY ror
_",_aJDn~l

Please address all inquiries to:
-",,-Sc:lenc:esror_

Unit TN Nl;>.4, 101F Ttrn<l5 Plaza~
UN.A... oorTaft A.... ErmiIa.ManiIa,P~

Tel Nos (532) 525-7145/52/56 Fax No.: (632) 525-6086
E~ i1kl@msh.org.pn

vated by the fact that the actual share
of each province, city, and municipal
ity is also allotted based on population
size and land area. This disadvantages
the smaller municipalities because
they absorbed most of the devolved
national-level functions, including di
rect provision of health services.
Collaboration among LGUs should,
therefore, be continuously explored and
encouraged to leverage more resources
for health, particularly at the munici
pal level.

...
United SIalH Agency for~

Inlemalional Development (USAID) ...,...



Appendix B

MGP training workshop participants evaluate their facilities' preparedness to respond 10 unmet

needs identified by the community-based monitoring and information system, as well as their
level of preparedness for Sentrong Sigla certification. Appendix B provides two types of Quality
Standards Iists---one for a rural health unit and another for a barangay health station---and two

corresponding Facility Self-Assessment Oteddists. Each team should only use the Quality Stan-
dards List and accompanying FSAC for the type of facility it will be assessing. The Quality
Standards Usts and FSACs provided in Appendix B are:

Quality Standards list for Banmgay Health Stations, Levell

Facility Se}f·.Assessment O\ecldist for Banmgay Health Stations, Level I

Quality Standards list for Rural Health Units and Health Centers, Levell

Facility Self-Assessment Checklist for Rural Health Units/Health Centers, Levell



Levell

October 2000

Quality Standards List
for Barangay Health

Stations

Certification and Recognition Program
Sentrong Sigla Movement
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entrong Sigla Movement (SSM) aims to improve the quality ofpublic heal.th
services. Through its CertifICation and Recognition Program or CRP, Sen
trong Sigla recognizes local government units (LGUs) and certifies health fa

cilities that meet requirements and standards to deliver quality sel"\'ices.The CRP has
three levels of certification with Levell as the entry level. The participating facility
progresses through Levels I. 2 and 3 until it gets elevated to the SSM's Hall of Farne.
A Sentrong Sigla certified facility eventually gets into the continuous quality improve
ment (CQI) mode enabling the facility staff to set their own standards ofquality.

What is the Level 1 Quality Standards List for Barangay
Health Stations (BUS)?

There are general conditions or requirements that
are critical in every facility and are therefore con
sidered as inclusion criteria for participation in
Levell:
o The BHS's main rural health unit or health

center is Sentrong Sigla certified.
o The BHS is housed in (or-within)a pennament

structure with a pennanently assigned midwife
that provides regular health services.

c) The BHS has the following:
4t,. RcpIar soaree of cleu water
~ C...... ....-JIatliletor patindI
lit. Blood prasure ..........wida adI'
'lit. StethOiKOpe
'lIt.lb~

.~ WeigbiDg Kale for iDfutsaad
adults (but Dotbathroom~) r-"'"""""!rr'

The Levell
Quality Standards List
for Barangay Health
Stations (BHS) includes
the recommended
standards and require
ments for providing
quality services. This
list was developed
based on existing
program guidelines
from the Department
ofHealth (DOH).



Who is the Quality Standards
List's intended user?

The List is meant for service providers or staff, local health managers, local chief
executives, Sentrong Sigla teams and other users interested and involved in improv
ing quality of services being provided in the facility. Using the List, any user will be
able to assess ifhis/her facility meets the quality standards for providing health ser
vices or ifnot, what improvements are needed to meet the standards.

What health facilities are being referred to?

The Sentrong Sigla Certification and Recognition Program covers health facilities like
hospitals, rural health units/health centers and barangay health stations. This List is
intended only for barangay health stations.

What is the focus of Level 1 standards?

Levell standards focus on "inputs" like the basic infrastructure, equipment, pharma
ceuticals and supplies and other conditions that are necessary to demonstrate "pre
paredness" or "readiness" ofthe facility to provide the services. There are also some
"process" standards that are already included. These standards are in the following
areas:

• Infrastructure!Amenities
• Health Services
• Attitude and Behavior of Health Workers
• Health Human Resources
• Equipment
• Drugs, Medicines and Supplies
• Health Information System
• Community Interventions

Note to Users:
The List proVides the basic standards and requirements that are being recommended under

Sentrong Sigla for Level 1 certification. There are corresponding standards for Levels 2 and 3. Once
a facility meets Level 1 standards and gets certified, under the 5entrong Sigta Certification and
Recognition Program, the facility and its staff will be introduced to continuous quality improvement
(CQI) tools and techniques in order to maintain Level 1 standards, and also strive for higher levels of
certification.

It is expected that certain aspects of quatity standards maybe defined differently and may
vary from program to program, facility to facility and from one person to another. However, for
Sentrong Sigla, these are the standards being recommended. These standards were developed
based on existing DOH program standards and was a result of a series of consultation activities at
different levels of the health system.

I
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.~.~; infr~l'tructurl'~1 conditions. amrnitil":

~ Generally clean and orderly environment
~ Sufficient seating space for patients
~ Sign board listing facility hours and available services
~ Adequate lighting and ventilation
~ Light source for examinations: goose neck lamp and flashlights
~ Covered water supply - sufficient for hand-washing and for

comfort rooms or latrines
~ Hand washing area with water, soap and towels
~ Functional and clean comfort rooms or latrines (for health staff

and clients) with adequate water supply
~ Covered garbage containers (waste segregation and sharp objects)
~ Cleaning/sterilizing supplies for clinical instruments
~ Storage space/room for supplies, drugs and medicines
~ A treatment area/examination area with visual and auditory privacy

~
:.[..~. T hl' fa ciii t ~ '" h0u Id Jl rae til' l' thl' foIl II \\ i 11 ~ :
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~ Clinic hours, services and whereabouts of staff posted in a strategic area
readable by all clients and service providers.

~ Client waiting time must be as briefas possible. Clients should be seen by
health staffwithin 15 minutes ofregistration.

~ During clinic hours, direct client care should take precedence over all other
tasks. Clients should not be made to wait merely because the BHS midwife
or CHVW is writing or transferring notes, doing reports or perfonning
other tasks not directly related to client care.

~ The BHS should maintain occasional hours during evenings and weekends
to accommodate clients who are unable to consult or visit during regular
clinical hours. The BHS should provide services during non-traditional hours
at least once a week, considering clients who may not be available during
regular office or work hours.
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:II: Expanded Pmgnlm on Immunization

~ Immunization sessions should be conducted in the BHS as regularly as pos
sible. Although Wednesday has been adopted as the national immunization
day, immunization days may be held on other days.

~ Schedules should be displayed to inform mothers ofthe time and day at which
immunization services are to be provided. However, clients who request im
munization on other days should not be turned away. Wastage of vaccine is a
minimal program cost and should not be overemphasized or used as a barrier
to vaccine administration.

~ The facility should practice a "one needle and one syringe policy" because of
the danger of transmitting Hepatitis B and AIDS (HIV infection) through un
sterile needles and syringes. Therefore, one sterile syringe and needle should
be utilized for each injection. Disposable syringes and needles should be used
only once and then collected in a puncture proof container to be burned and
buried.

~ BeG, OPV, DPT, measles, hepatitis B and tetanus toxoid vaccines should be
available at all times and should be stored under proper cold chain conditions.

~ BHS midwife should conduct patient counseling on effectiveness, risks, ben
efits, potential side effects and treatment for such side effects ofeach vaccine.

I



The following conditions, equipment and supplies must be
present in order for the facility to qualify as providing tJris service:

o Immunizations offered daily or at least 3X a week (depending on
catchment population)

a Outreach immunization services offered in hard-to-reach areas

o EPI Manual (latest version)

o Updated Target Client List or Master List (at least within the week)

a Adequate supplies of BCG, OPV. OPT. measle~ hepatitis B and
tetanus toxoid vaccines for at least one week.

o Proper cold chain maintained: vaccine carriers with ice cold
packs (immunization days).



~ The BHS should perform disease surveillance. Surveillance data can be
used by the BHS or the RHU to improve strategies in delivering health
services and thus prevent these diseases from occurring, e.g. immunizable
diseases like diptheria, pertussis, tetanus, polio and measles.

~ The BHS midwife and community health volunteer workers (CHVWs)
should be involved in reporting, investigating and reporting to the next
higher level ofthe health system, e.g. RHU/HC.

~ Surveillance data must be complete, accurate and on time.

The following conditions must he present in order for the facil
ity to qualify as providing this service:

I

o Case definitions available
o Notifiable disease reporting forms available
o Notifiable disease reporting forms submitted weekly to RHU
o Investigation of all acute flaccid paralysis (AFP) cases, neo

natal deaths and measles outbreaks
o Immediately reporting all AFP and neonatal tetanus (NT) cases

to the RHU/HC in the fastest possible means
o Reported cases followed up by BHS for public health rea

sons especially 60 days follow-up done with MHOIPHN on
all AFP cases detected
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~ The BHS should have the equipment and supplies necessary to recognize and

treat pneumonia. Cotrimoxazole and other medicines like paracetamol for fe

ver) should be available at all times.

~ Referral to higher level or other facilities, e.g. RHUs or hospitals

should be done for clients needing further management.

~ BHS midwife should continue creating awareness among mothers and

childminders on home care for children with simple cough and colds and early

signs ofpneumonia through information and health education activities.

~ .--
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The foUowing conditions, equipment and supplies must be I
present in order for th facility to qUlllify as providing this servke: '

a ARI Case Management Chart posted
a Thermometer
a Tongue depressors
a Flashlights or pen light
a TImer or watch with second hand
o Cotrimoxazole (adult tabs), at least 25 tabs
a Para.cetamol (500 mg tabs), at least 50 tabs
a In client or patient education/counseling basic messages should include:

~ home management of simple coughs and colds w/o use of cough/cold
medicines

~ detection ofearly pneumonia using simple signs like rapid breathing and
chest indrawing

~ information on when, where and how to bring the child with pneumonia for
treatment
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m(ontrol of Dian-hl'al Diseases

~ The BHS should have the equipment and supplies necessary to diagnose
and treat diarrheal diseases. Referral to other or higher level facilities should
be done for diarrheal clients needing further management.

~ In the BHS, all patients with no dehydration or who have been successfully
rehydrated in the facility should be given DRS to take home to prevent
dehydration.

~ As part of appropriate and prompt response to diarrhea outbreak/cholera!
disease surveillance, the facility should:

~ ensure potability ofdrinking water within the catchment area in
conjunction with the Environmental Sanitation Program;

£:t enforce sanitation code, especially on food sanitation in conjunction
with the Environmental Sanitation Program;

~ promote personal and domestic hygiene through health education, and

£:t assure adequate supply of DRS sachets



TIle following conditions, equipment IIIUl slIJ1Plia "'lISt be p,eselll ill
o,de, fo, tire facility to qlllllify lIS p,..vhling dliss~:

o COO Case Management Chart posted

a Functional Oral Rehydration Therapy (ORT) corner with benches.
table, glasses. pitcher, spoo~ potable water. calibrated container for
measuring and Oral Rehydration Sachets (ORS)

o DRS sachets available at all times

o Updated daily record ofdiarrhea cases

o In client or patient education/counseling basic messages
should include:

a Give the child more fluids than usual to prevent dehydration;
a Continue to feed the child; and
Q Take the child to the heaJth worker ifchild does not become

better in three days or earlier ifthe child develops some signs!
symptoms like many episodes ofwatery stools. repeated vom
iting, marked thirst, fever, blood in the stool and eating or
drinking poorly.
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4IIt:. The BHS should have the equipment and supplies necessary to prevent,

detect and control nutritional deficiencies and specific micronutrient dis
orders.

4IIt:. The BHS should have iron, iodized oil capsule or iodized salt and vita
min A capsules available at all times for supplementation oftarget groups
e.g. iron tablets for all pregnant and lactating women; iron drops for
infants and iron syrup for school children.

4IIt:. BHS midwife should refer clients needing further management to other
or higher level facilities.

-F··;::,
F---

The following conditions, equipment and supplies must be present in
order for the facility to qualify as providing this service:

o Guidelines for Micronutrient Supplementation
o Operation Timbang (OPT) Records for the whole BHS catchment
o Updated Target Client List (at least within the week)
o Under 5 growth cards/Growth monitoring charts (GMC)
o CBPM-NP RHM Guidebook
o Basic Three Food Groups Brochures
o Salt Iodization Testing Kit
o Micronutrients available: iron, iodine, vitamin A
o Functional balance beam or other weighing scales
o In-client or patient nutrition education/counseling,

basic messages should be emphasized like importance of
proper nutrition including:

.Q Balanced diet

.Q Desirable food habits
~ Consumption of fortified foods
~ Use of iodized salt
M'1 Importance ofbreast-feedinglweaning foods
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~ The BHS should provide all medically approv~ safe, effective and legally ac
ceptable program methods. These specific services should include:

£t Pills, IUDs, NFP ( in selected facilities by referral), LAM, Condoms and
DMPA

Q Referral for tubal ligation/vasectomy in selected facilities where there are
trained personnel

£t Referral for relevant laboratory exams, e.g., Pap smear, wet smear, gram
staining, pregnancy test, and urinalysis

£t Referral for further management of complications and/or side effects that
may arise as a result of family planning methods

~ The BHS should ensure the availability ofall program methods at all times. When
necessary, the facility should refer clients to RHU or other facilities/clinics that
provide FP services it cannot provide, such as IUD or sterilization.

~ FP supplies should be sufficient and equipment should be in working order.

~ BHS midwife should counsel clients about the effectiveness, risks, and benefits
ofthe different contraceptive methods. BHS midwife should provide information
neutrally, without allowing their own biases to affect clients' choices.

I
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The following conditions, equipment and supplies must be present
in order for the facility to qualify as providing this service:

o Updated Target Client List (at least within the week)
o Updated FP Form 1 - BHS worksheet
o Contraceptives/Supplies available (at least 1 month allowed stock

level):
~ Condoms
~ Oral contraceptives-combination and progesterone only

Ja DMPA}
.Q IUDs in areas with trained health worker

o Antiseptic solution (povidone iodine; cidex) and chlorine 75%
o Sterilized Equipment available to include:

Ja Forceps-alligator, pick-up, ovum, tenaculum, uterine
~ Forceps container

o Kelly pad/linen for examination table
o Examination table with linen or paper and changed between clients
o Light source (gooseneck lamp, flashlight)
o NFP charts for distribution (in selected facilities)
o Other leaflets/handouts on FP for distribution
o Referral Form for sterilization
o Patient counseling on information about all methods, effectiveness,

risks, and benefits of various methods



~ BHS midwife should be knowledgeable about the types ofTB patients
and the three (3) treatment regimens available. The BHS should have
equipment and supplies necessary for case finding and treatment ofcli
ents diagnosed with tuberculosis.

~ The BHS midwife should allocate the medicines for the complete dura
tion of therapy for TB patients started on treatment.

~ All clients should be counseled on proper compliance and adherence to
treatment. Health education should also include some expected drug
interactions and what clients should do upon experiencing them.

~ All clients should have sputum examination on scheduled time to be able
to assess the individual patients' response to treatment. This is also the
way to detennine "cure" for TB patients.

The following conditions, equipment and supplies mllSt be PTt!Sellt in
order for the facility to qUlllify as providing tlris service:

a Updated Target Client ListlNational Tuberculosis Program
(NTP) TB Register (at least within the week)

o Supplies to include:
~ Sputum cups

Q Glass slides
G Designated sputum collection and staining area

a Anti-TB Drugs:
QTypeI }
Q Type II good for at least 5 patients

Q Ethambutol, in blister packs
G Streptomycin Sulfate
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4IIt,. SID/AIDs prevention and control program services should be available in all
SID service facilities. At the BHS level, the health worker should be capable
ofreferring patients to the RHUIHC, a hospital or other facilities.

4IIt,. Whenever possible, acceptable, affordable and effective case management of
SID patients will be made accessible to all individuals.

4IIt,. Syndromic management will be applied when and where reliable laboratory
diagnostic support is not consistently available.

I

The following conditions, equipment and supplies must be present in
order for the facility to qualify as providing this service:

o Syndromic Management Chart posted
.0 Patient counseling to include:

G Explanation ofthe diagnosis to the patient
0- Instructions on the importance ofcompleting treatment
0- Encourage client to bring partner for evaluation and

treatment
0- Provision ofhealth education to prevent further

transmission of SIDs
.0 Provision of adequate supply of condoms

o Monthly reporting using primary level reporting form accomplished
and submitted to the next higher level

o Referral mechanism in place so clients not responding to treatment
at this level will be referred to a designated Social Hygiene Clinic, se
condary care level or referral center where a laboratory is available to
perform the basic laboratory tests required to diagnose most SIDs
as well as for mv testing.
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~ The BRS personnel should practice strict personal and environmental hy
giene to reduce disease transmission within the facility.

~ Practices that should be followed within the facility include the following:

.Q Hand-washing with soap and water before and after
each client contact and use ofcomfort roomllatrine

.Q Examination table disinfected daily

~ The BHS should provide water testing/quality monitoring services

~ The BHS should have copies of updated list of water sources and food
establishments within its catchment area

~ Each facility should have available toilet bowls. or at least toilet bowl molds
for distribution to households without toilets

The following condilions, equipment IUUi sIIppIies IIUISI be pnsDIJ in
order for the facility to qlUllify as providing dlis service (SOIM iIDrrs
have already been incorporated llllder basic infrastrlldllre):

o Adequate supply of toilet bowls or toilet bowl molds for households
without toilets and toilet bowl molds

o Adequate chlorine granules for disinfection ofwater supply

facilities
o Copy of updated list of status of water supply and sanitation

facilities within the area ofcoverage ofthe facility
a Copy of list of food establishments with sanitary permits and

their updated sanitation conditions
o Infonnation and education materials on environmental sanitation
o Record of number of bowls distributed or produced using the toilet

bowl molds.



I Cancer Control Progralll - Cer\'kal Cancl'.- Screening
~

~ The BHS should promote that all women of reproductive age should re
ceive a pelvic exam and pap smear annually for three (3) years in a row
(This service is provided at the appropriate facility and with proper back
up support from the physician.) Ifall three are negative, clients need to go
to the facility only every three years for a pap smear.

~ The BHW midwife should counsel patients as to the risk factors for con
tracting cervical malignancy, not using condoms, frequent STDs, multiple
partners, etc.

~ The BHW midwife should be trained on and with necessary equipment
and supplies to perform a pap smear. The BHS midwife should collect and
fix the specimen for reading by a higher level facility (RHU or hospital).

:~,~{ ~>
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The following conditions, equipment and supplies must he present in
order for the facility to qualify as providing this service:

o Updated Target client list/log book ofclients (at least within the week)
o Pap smear: for collection of specimen

~ Glass slides
.a Wooden spatula (Ayer's spatula) or

cervical brush
.a Fixative (95% ethanol or others)
~ Pencil

o Referral facility for pap smear reading
o Referral forms
o Individual patient record ofPap Smear results
o IEC materials on Cervical Cancer and self-breast examination (SBE)

Le. leaflets, posters



~~ 'Jat... rnal Care
!I!!

~ The BHS should provide a whole range of maternal care services to
include providing tetanus immunization to clients/mothers, pre-natal,
natal (delivery) and post partum care.

The following conditions, equipment and supplies must M present ill
order for the facility to qualif), as providing tlris service:

o Updated target client listlbook (at least within the week)
o IT vaccines and syringes & needles
() Record ofpre-natal/natal/post natal visits conducted
o Record of home visits made by BHW midwife/CHVW
o Available forms for birth certificates
Q Home based maternal records (HBMR)

for distribution to new clients/replacements
Q lEe materials
Q OB Emergency Manual & Algorithim
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Maintaining 2 way communication
Being a good listener
Being non-judgmental
Not giving false reassurances
Giving appropriate instructions to patients by
explaining prescriptions clearly and correctly
explaining laboratory results and facilitating
follow-up ofclients

Being courteous and always explain the pro
cedure
Ask permission before proceeding
Avoid gender slurs/insults and discrimi
nating words against women
Being careful in examining women patients.
This is especially true when examining women
during obstetrical and gynecological examina
tions and as urchin/survivor ofabuse/violence
Not blaming a victim or survivor of
abuse or violence

I



iii
Ja Respecting patient's decision without

compromising overall patient management
.a Assuring patient's privacy and confidentiality

ofgiven infonnation at all times
.a Promptly responding to patient's request

for care
.a Speaking politely and with modulated tone

Ja Respecting patients' culture and religion
.a Providing for patients needs that are influenced

by culture and religion
.a Offering choices/options to patients



~ The BDS should have at least 0"h_ .
wife assigaed to the facility witlt tile~H
cian and nurse from the motherRBUm.'·
dueti.. reg.tar visits. Tile midwife .sIHndcl·
be ~~nted by a group of 0rJ811ized
veIU.....,.lIealltworkers to ti$isti•••
.ciRty.

IIlIt:,. The midwife should be trained in specific DOH-mandated courses to
deliver competent care in a full range of services. These courses include:

1. Basic EPI Skills Training
2. Disease Surveillance Training
3. Pneumonia Case Management
4. CnD Case Management
5. Community-Based Planning and Management

of Nutrition Program (CBPM-NP)
6. Basic Family Planning Course (or Levell) or

Comprehensive Family Planning (or Level II)
7. DMPA Training (if not included in either Level I or Level II)
8. Training on National Thberculosis Control Program
9. Training on Basic Counseling for SID/AIDS
10. Skills Training on Pap Smear Collection (for those trained in

FP Basic/Compre course)
11. Gender Sensitivity Training
12. NTP Training - DOTS
13. Family Planning Counseling Training

IIlIt:,. The midwife or visiting physician should spend a minimum of 10 minutes with

each client in history-taking (new clients), examination, treatment and health
education. Clients can be seen by the midwife, nurse or physician or a combi

nation ofstaffdepending on their complaint.

IIlIt:,. The midwife should be supervised by the RHU nurse or physician on a regular

basis to determine her technical proficiencies in performing her tasks.



The BRS should have the following essential equipment
to provide basic services:

Q Stethoscope
Q Weighing scales-adult and infant (beam or Ming scale)
Q Sphygmomanometer with adult and pediatric cuff
Q Vaccine Carrier with ice packs
Q Sterilizer or covered pan and stove
Q Inventory ofequipment and supplies
.Q Examination table with clean linen/paper
Q Bench or stool for examination table
Q Kelly padlclean linen/plastic lining
Q Light source for examination like goose neck lamp

with bulb and flashlight with batteries
Q Speculums-large and small



1. Cotrimoxazole
2. Amoxicillin
3. INH
4. Rifampicin
5. Pyrazinamide
6. Paracetamol
7. ORS (in sachets)
8. Nifedipine
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~ alcohol/disinfectant
~ gauzelbandages/plaster or adhesive tape
~ cotton
~ disposable gloves
~ sutures
~ disposable needles
£t disposable syringes
~ lubricant (KY Jelly) or clean water
£t slides and cover slips
~ sharp containers
~ tape measures

Drugs/medicines are kept off the floor and away from the walls. They
should be protected from rodents, insects and environmental elements
(sunlight, heat, humidity, floods, moisture, etc.) and kept in a safe place
to ensure that no pilferages occur.
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1. A functioning two-way referral system with procedures for on-referral!
back referral ofclients/patients and the necessary referral forms.

2. Updated statistical record/boardldisplays
3. Completed/updated (at least within the week) Field Health Infonnation

Systems (FHSIS) reports and target client lists (TCLs)
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~ The BHS midwife, in coordination with organized groups/community or
ganization and NOOs, should, whenever needed, organize outreach ser
vices to communities being served especially on areas otherwise inacces
sible to health workers or regular health services.

~ The BHS midwife should conduct activities to encourage the participation
ofCHVWs in their catchment since CHVWs are essential partners in deliv
ering basic health services at the community level.

~ Organized CHVWs should refer and follow-up patients to BHS or RHUs
or other levels of health care delivery system e.g., other health units and
hospitals.

~ The BHS midwife and CHVWs should conduct community health inter
ventions through barangay assemblies, "Dengue Linis Brigade", patients/
mothers classes, breastfeeding support groups, etc.

"" The BHS should have a program or activities to encourage and support
community participation and partnership for health interventions.





• FACIlITY SELF-ASSESSMEIfI' CHECkLIST (FSAC)
FOR BARANGAY HEALTH STAnONS (BHS)

GUIDE FOR IMPROVING QUALITY OF HEAlTH SERVICES
Levell

•
This Facility 5eIf-Assessment Checklist (FSC) is a seIf-evaluatioo guide for the 8HS staff towards
improving quality of health services being provided at the BHS. The dleddisl: contains a list of
questions derived from the Quality StiJndards list (QSL) for BHS Levell that are recommet Ided by
the Department of Health for Sentrong Sigla certification. The use of this cheddist together wrth
the QSL will help the BHS staff do the following:

• Assess the BHS's compliance to sentrong SigIa leYef I quality standards,
• Identify and recognize problems or areas of improvement in service delivery,
• Identify ways or opportunities to sotve problems or improve services, and evertuaIIy
• Get certification for the BHS as 5entrong Sigla

Instructions for Using the faality self-Assessment Cheddist

For each question, encircle or mark either YES, X (for Yes, but needsi~) or NO
depending on the situation in your facility at the time of your assessment. A C'£lUm for
REMARKS is provided for any notes or details that you might need to pay attention to in
improving the situation. Be as seIf-oitical and honest as possible in your responses.

Exilffl{Xe

YES Gel help from 8HWs
to update the list

Expk)re possibiity ot
haWlg own deep
wen

No

X NO

I Yes, but I
, needs '!impnweme'
! nt '

Yes

81
I
I
!YES r
!

3. Does the BHS have
an updated Target
dient Ust (Ta.)

1. Is there a COO case
Management Chart
posted in the BHS

2. Does the BHS have
a regular source of
dean water

For question #1, the Jespor7dent is IoE'IY sure that a CD/) Irfan4gement 0IiII't is posted at
the ORTComer ofthe BHS.

For question #2, the respondent lJeIie\'f!S that although the 8HS has been iIS'SUf!d of
continues supply ofdean water from a ne.3rlJy household, it wi' be better if it CDUkJ builda
deep well ofits own and not rely or burden other people for Mete".

For question #3, the respondent iJdrf1;3 that the ra for family pIaming ooes not contain
all the names ofMWRA in the BHS's eate:hment areas and therefiJre needs to itnpfrNe this
aspect ofidentifying target dients or beneIiciaries.

P.ge I oflO



Each NO or X answer represents an opportunity for health service improvement. Remember, the
more opportunities for improvement you find, the more you will be able to enhance quality of your
service. Use your creativity to think of remedies or solutions to problems in the delivery of high
quality services. This is your facility's initial step to 5entrong Sigla certification.

Instructions for Using the Results of the self-Assessment

Once you have completed the self-assessment, meet with your supervising nurse and physician to
review and discuss all the responses. Consider taking the following steps:

1. Agree on the areas to be improved using the following criteria:

a. Does everyone agree that the problem(s) needs to be solved?
b. can the problem be solved with available resources? Are there possible

resources that could be tapped?
c. Do team members agree to accept responsibility for specific activities

required to solve the problem(s)?

2. Make a list of areas to be improved in the order of importance.

3. Plan specific activities to improve the situation or condition and then set a date for
completing the activities.

4. Implement improvements and keep all team members involved

5. Make a written request to the DOH Center for Health Development for sentrong
Sigla assessment after improvements have been made.

*****
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FACILITY SELF-ASSESSMENT atECKLIST
FOR BARANGAY HEALTH STATIONS (BHS)

NO

NO
NO

NO

NO
NO

NO

The following are the indusion criterliI for
Level I 5entrong SigIa certificiltion. AI crltetia
shouldbe met by the 8HS before requesting the
OOH center for Hei1Ith Development for an
assessment for rertification.

4. Does our BHS have the foIowi ?

c. Blood ratus with cuff YES
d. YES
e. Thermometer YES

a. ular source of dean water YES

3. Does our BHS have a permanently assigned YES
midwife to r health serviees?

2. Is our BHS housed in (or within) a permanent YES
structure?

1. Is the RHU or Health Center of our BHS a
. Ia certified fadl' ?

f. Weighing scale for infants and edits (not YES
bathroom scale

b. Functioning comfort room or latrine for YES
dient use

1. INFRASTRUCTUREIAMENIllES

1.1. Is our BHS free from rubbish?
1.2. Does our BHS have benches or chairs for

patient5 in all waiting and service provision
areas?

1.3. Does our BHS have a signboard listing YES
facility hcltn, available serviCeS and
whereabouts of staff that is posted in a

ic area?
1.4. Does our BHS have lighting that permits

readi of forms?
1.5. Does our BHS have ventilation windows,

electric fans or air conditioners?
1.6. Does our BHS have a gooseneck lamp or

flashr ht for examination?
1.7. Does our BHS have a hand washing area

with mvered water supply, soap and
towels?

1.8. Does our BHS have covered water supply
for comfort rooms or latrines?

1.9. Does our BHS have covered garbage
containers for waste . ?

1.10. Does our BHS have a separate container YES
for sharps (needles, bIi1des and othersharp
obiectSJ?

1.11. Does our BHS have deaning or sterilizing YES
supplies for dirical instruments?

x

x

x

x

NO

NO

NO

NO
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1.12. Does our BHS have a storage space or YES
room for su lies, dru s and medicines?

1.13. Does our treatment or examination area YES
have visual riva ?

1.14. Does our treatment or examination area YES
have audita riva?

. 1.15. Does our BHS have a special schedule at YES
I least once per week for clients who may not be
! available during regular office or work hours?

x

x

x

x

NO

NO

NO

NO

2. HEALTH SERVICES

2.1. IMMUNIZATION
2.1.1. Does our BHS conduct immunization YES X NO

sessions daily or at least 3X per week
(dependinQ on catchment population)?

2.1.2. Does our BHS serve dients who request YES X NO
immunization on other days?

2.1.3. Are disposable syringes and needles used YES X NO
only once?

2.1.4. Are used disposable syringes and needles YES X NO
collected in a puncture-proof container, then
burned and buried?

2.1.5. Does our BHS have the latest version of YES X NO
the EPI Manual?

2.1.6. Is our Target Client List or Master List , YES X NO
updated weekly? i

2.1.7. Does our BHS have the following vaccines
i

for at least one week?
a.BCG YES X . NO

b.OPV YES X NO
c. OPT YES X NO
d. Measles YES X NO
e, Hepatitis B YES
f. Tetanus Toxoid YES

X
X

NO
NO

2.1.8. Does our BHS have vaccine carriers with YES
ice cold packs dUring immunization days?

X NO

tetanus cases to the RHUjHC Within a week
of identification of cases?

2 2. DISEASE SURVEILLANCE.
2.2.1. Are DOH case definitions available in our YES X NO

BHS?
2.2.2. Does our BHS submit a Notifiable Disease YES X NO

Report weekly to MHO/CHO/PHO?
2.2.3. Does our BHS conduct an investigation of YES X NO

every single case of acute flaccid paralysis
(AFP) cases, neonatal deaths and measles
outbreaks?

2.2.4. Does our BHS report all AFP and neonatal YES X I NO

2.2.5. Does our BHS (together with the YES
RHU/HC) follow up each reported AFP case after
60 days?

X NO
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NO

NO

NO

NO
NOx

X

x

X

x

x

x

X

x

YES

YES

YES

YES

YES
YES

?

a. 25 cotrimoxazole adult tablets?
b.50 racetamol SOO . tabfets?

2.3.4. Does our BHS have at least:

2.4. CONlROL Of DIARRHEAL DISEASES

2.3.1. Is there an ARI case Management 01art YES X
in our BHS?

2.3.2. Does our BHS have ue
2.3.3. Does our BHS staff have a timer or

watch with second hand?

2.4.3. Does our BHS have ORS sachets?

2.3. CONlROi. OF AcurE RESPIRATORY INRCilONS

2.4.1. Is there a COD Case Management Chart YES
in our BHS?

12.4.2. Does our BHS have an CRT Comer with
! benches, tables glasses, pitcher, spoon,
I calibrated container for measuring pc:table
I water and ORS?

I
I 2.4.4. Does our BHS have a record of water

quality test that was done in the past I
month? i

NO

NO

x

xYES2.S.7. Does our BHS have available copies of
the Basic Three Food Groups brochure for
distribution?

i a. Iron tablets for all pregnant and YES
lactating women i I i
b. Iron drops for infants I YES I X I NO
c. Iron SYruP for school children i YES I X I NO ,

d. IOOzed oil capsules i YES X i NO j

e. Iodized salt , YES X I NO
f. Vitamin A caP5lies I YES X I NO

I 2.5.2. Does our BHS have the Guidelines for ! YES i X ! NO
I Micronutrient SUpplementation? ,

i

2.5.3. Is our Opefation Timbang (OPT) Record YES I X I NO
updated monthly or quarterly depending 00 I I

1
the nutritional status of the child? i

2.5.4. Is our Target Oient list updated weekJy? YES I X i NO
2.5.5. Does our BHS have Under 5 growth YES ! X I NO I

cards/Growth Monitoring Charts (GMC)?
,.

I I
.. r -NP RHM YES X NO i

I 2.5 6 Does ou BHS have the CBPM
! Guidebook?

2.5.1. Does our BHS have the following I

I miaonutrient:s? .

12.5. MICRONUTRIENTS SUPPLEMENTATIoN

2.5.8. Does our BHS have salt Iodization
Testing 1(11:?

YES X NO

2.6. FAMILY PlANNING
2.6.1. Does our BHS offer referral services for

the following laboratory exams?
a. Pap smear
b. Wet smear

YES
YES

X
x

NO
NO
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YES X NO
YES X NO

YES X NO
YES X NO
YES X NO
YES X NO
YES X NO

YES X NO
YES X NO
YES X NO
YES X NO

I YES X NO
YES X NO
YES X NO I

YES X NO

YES X NO

YES X NO

YES X NO

NOXYES
2.7.3. Does our BHS have qlass slides? YES I NO

i
X

2.7.4. Does our BHS have a designated sputum YES X I
NO

collection and staininq area? I

2.7.5. Does our BHS have the following anti-TB
I

druQs: I

a. Type I (good for at least 5 patientS) YES X i NO
b. Type II (good for at least 5 patients) YES X

•
NO

c. Ethambutol YES X I NO
d. Streptomycin sulfate YES X I NO

2.8. STDIAIDS PREVENTION and CONTROL
2.8.1. Is there a Syndromic Management Chart YES X I NO

posted in our BHS? !
2.8.2. Does our BHS have condoms for YES X i NO

distribution to patients? I
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NO

NO

NO

NO

NO

x

x

x

x

x

2.9. ENVIRONMENTAL SANITAnON

2.8.3. Does our BHS acmmplish and submit a
monthly report using primary level

form to the next . her level?

2.9.2. Does our BHS have a copy of the list cA YES
food establishments with sanitary perrMs
and their u ted sanitation conditions?

2.9.1. Does our BHS have a copy cA the YES
updated list of status of water suppty and
sanitation facilities within our area of
CD ?

2.9.4. Does our BHS have toilet bowls for YES
distribution to households without toilets?

i 2.9.3. Does our BHS have chlorine granules for YES
! disinfedi water 50 facilities?

, 2.9.5. (For a facility that does not have toilet YES
i bowls fur distribution) Does our BHS have
I toilet bowl mok:Is? j ;

i 2.9.6. Does our BHS have a record of number YES I X NO,
of bowls distributed or produced using the j

i
I toilet bowl mokf? { i

I 2.9.7 Does our BHS have information and YES X NO
I education materials on environmental
I sanitation (e.g. dengue fever, proper waste

I disposal, etc.) i

2.10. CANCER CONTROL - CERVICAL CANCER SCREENING
I 2.10.1. Is the Target Oient List/Iog book of YES I X NO 1

I dients updated weekly? I ,

! I
i

2.10.2. Does our BHS have the following j
supplies for pap smear specimen
collection?

,

a. Glass slides YES X i NO
b. Wooden spatula (A217 spatula) or YES X NO
cervical brush j

c. Rxative (95% ethanol or others) YES X I NO
d. Pencil YES X I NO

2.10.3. Does our BHS have a referral facility YES I X NO
where pap smear specimen collected

!
are sent for reading and i ? !

2.10.4. Does our BHS keep individual patient YES X ! NO
records of pap smear Results?

2.10.5. Does our BHS have lEe materials on YES X i NO~

cervical cancer (leaflets, posters) and
iself-breast examination (SBE)? i

2.11. MATERNAL CARE
2.11.1. Is Target Client list/book updated YES I X I NO I

weetdy? I
2.11.2. Does our BHS have a record of pre- !YES 1 X

,
NO !

natal/natal/post-natal visits conducted by ~, !staff?
2.11.3. Does our BHS have birth certificate YES X NO

forms?
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2.11.4. Does our BHS have Home Based YES X NO
Maternal Records (HBMR) for distribution
to new clients?

2.11.5. Does our BHS have lEe materials for YES X NO
maternal care?

2.11.6. Does our BHS have an OB Emergency YES X NO
Manual & Al orithm chart?

3. ATITTUDES AND BEHAVIOR OF HEALTH SERVICES

3.1. Does our BHS midwife greet patient verbally YES X NO
to establish raooort?

3.2. Does our BHS midwife exhibit technical
competence in articulating information to
patients by:
a. Maintaining 2-way communication? YES X NO
b. Being a good listener? YES X NO
c. Being a non-judgmental? YES X NO
d. Giving appropriate instructions? YES X NO
e. Not giving false assurances? YES X NO

3.3. Is our BHS midwife woman-friendly by:
a. Being courteous and always explaining YES X NO
any orocedure?
b. Asking permission before proceeding? YES X NO
c. Avoiding gender slurs/insults and YES X NO
discriminating words? i

d. Being careful in examining women and YES X NO
not blaming victims/survivor of
abuse/violence?

3.4. Is our BHS midwife caring and gender-
sensitive by: I

a. Respecting patient's decision without YES X NO
without compromising overall patient
management?
b. Assuring patient's privacy and YES X NO
confidentiality of given information at all I

times? . .

c. Promptly responding to patient's request . YES X NO ,
for care? i
d. Speaking politely and with modulated YES X NO

Itone?
3.5. Is our BHS midwife culture-sensitive by: YES X NO !

;

a. Respecting patient's culture and religion? YES X NO
b. Providing for patient's needs accordingly? YES X NO
c. Offering choices and options? YES X NO I

3.6. Does our BHS midwife proVide information YES X NO
to dients without allowing personal biases to
affect dient choices?
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4.1. Is the BHS compfemented by BHWs to
assist the midwife?

4.2. Is our BHS midwife trained on the foIIowtng
i DOH mandated courses?

NOX

YES X NO
YES X NO
YES X NO
YES X NO
YES X NO

YES X NO

YES X NO

YES X NO

X NO

b. Disease Surveillance Traini
c. Pneumonia case Ma

a. Basic EPI Skills Traini

d. COO case
e. Community-Based Planning and

Management of Nutrition Program
CBPM-NP

h. DMPA Training (If untrained in either
Level I or Level II

i. Training on National Tubero.J6osis
Control Program - DOTS

f. Basic Famify Planning Course (or level
I

g. Comprehensive Farnjly Planning (or
Level II

j Training on Basic Counseling for YES
j STD/AIDS I l

! k. Skills Training on Pap Smear Collection YES I X NO,,
(for those untrained in FP BasicJCompre!

i Course) ,

I. Gender
...

Trainil"lQ YES X NO !

m. Famify P1annina CounseIil"lQ Trainil"lQ YES X NO
I 4.3. Did the RHU/HC nurse or physician visit our YES X

I
NO

i BHS midwife in the past month?

5. EQUlPMENr (non-prognm spedftc)

5.1. Does our BHS have a sterilizer or c.overed YES X NO I
pan and stove?

5.4. Does our BH5 heM! Iaroe ? YES X NO
5.5. Does our BHS heM! smaH soecUums? YES X NO
5.4. Did our BHS conduct a oomplete inventory YES X NO

of equipment within the last 6 months?

6. DRUGS, MEDICINES ..... 5UPPUES

6.1. Does our BHS have at least a one month J

supply of the foIowing essential drugs? (Thn!e
I
I

hiwe alreeJdy been incorporated under CARl and
axJJ

a. Arnoxidllin YES X NO
b.INH YES X NO !
c. Rifampicin YES X NO
d. Pvrazinamide YES i X NO i

e. Nifedipine YES X NO 1
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YES X NO
YES X NO

YES X NO
YES X NO
YES X NO
YES X NO
YES X NO
YES X NO
YES X NO
YES X NO
YES X NO

YES X NO

7. HEALTH INFORMATION SYSTEM

7.1. Does our BHS have referral s1iOS or forms? YES X NO
7.2. Are our 10 Leading causes of Mortality and YES X NO

Morbidity and other vital health statistics
uPdated annually?

7.3. Are our Reid Health Information Systems YES X NO
(FHSIS) forms complete and updated within
the week?

8. COMMUNnYI~R~MnON

8.1. Is the BHW: household ratio equal to 1:20? YES X NO
8.2. Did our BHS midwife conduct the monthly YES X NO

meetina of BHWs in the past month?
8.3. Did our BHS midwife and BHWs organize or YES X NO

attend barangay assemblies, patients'
classes, mothers' classes, breastfeeding
support groups, or the like in the last 3
months?

8.4. Did our BHWs follow-up patients referred to YES X NO
the Main RHU in the last three (3) months?

*****
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OmtrongSiglll Movemellt (SSM) aims to improve the quality ofpublic health
services. Through its Certijiaztioll IIIUIRecognition Progrtun 01"CRP, Sentrong
Sigla recognizes local government units (LGUs) and certifies health facilities

that meet requirements and standards to deliver quality services.TIle CRP has three
levels ofcertification with Levell as the entry level. The participating facility progresses
through Levels 1,2 and 3 until it gets elevated to the SSM's Hall ofFame. A Sentroog
Sigla certified facility eventually gets into the continuous quality improvement (CQI)
mode enabling the facility staff to set their own standards ofquality.

~ Regular source ofdna ",.ter
~ Comfort roomllatriDe for patieats
~ Blood pressure apparatu witIa adf
~ Stethoscope
4Ih Dermometer
4Ih Weigbilll scale for infants ••d

adults (but Dot bathroo.....)

There are general conditions or requirements
that are critical in every facility and are there
fore considered as inclusion criteria for par
ticipation in Level I:

What is the Level 1 Quality Standards List
for Rural Health Units (RHU) and
Health Centers (HC)?

The Level I Quality Stan
dards List for Rural Health
Units and Health Centers in
cludes the recommended
standards and requirements
for providing quality ser
vices. This list was devel
oped based on existing pr0

gram guidelines from the De
partment ofHealth (OOH).



Who is the Quality Standards
List's intended user?

The List is meant for service providers or staff, local health managers, local chief
executives, Sentrong Sigla teams and other users interested and involved in improving
quality ofservices being provided in the facility. Using the List, any user will be able
to assess ifhis/her facility meets the quality standards for providing health services or
ifnot, what improvements are needed to meet the standards.

What health facilities are being referred to?

The Sentrong Sigla Certification and Recognition Program covers health facilities like
hospitals, rural health units/health centers and barangay health stations. This List is
intended only for rural health units and health centers.

What is the focus of Levell standards?

Levell standards focus on "inputs" like the basic infrastructure, equipment, pharma
ceuticals and supplies and other conditions that are necessary to demonstrate "pre
paredness" or "readiness" ofthe facility to provide the services. There are also some
"process" standards that are already included. These standards are in the following
areas:

• Infrastructure!Amenities
• Health Services
• Attitude and Behavior of Health Workers
• Health Human Resources
• Equipment
• Drugs, Medicines and Supplies
• Health Information System
• Community Interventions

Note to Users:
The List proVl es the basic standards and requirements that are being recommended under

Sentrong Sigla for Level 1 certification. There are corresponding standards for Levels 2 and 3. Once
a facility meets Level 1 standards and gets certified, under the Sentrong Sigla Certification and
Recognition Program, the facility and its staff will be introduced to continuous quality improvement
(CQI) tools and techniques in order to maintain Levell standards, and also strive for higher levels of
certification.

It is expected that certain aspects of quality standards maybe defined differently and may
vary from program to program, facility to facility and from one person to another. However, for
Sentrong Sigla, these are the standards being recommended. These standards were developed
based on existing DOH program standards and was a result of a series of consultation activities at
different levels of the health system.

I
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co nd it ion, a lilt' ni til":

~ Generally clean and orderly environment
~ Sufficient seating space for patients
~ With regular electricity/power source
~ Adequate lighting and ventilation
~ Light source for examinations: goose neck lamp and flashlights
~ Covered water supply-sufficient for hand-washing and for comfort rooms

or toilets
~ Hand washing area with water, soap and towels
~ Functional clean comfort rooms or latrines for health staffand clients

with handrails for the disabled
~ Covered garbage containers (waste segregation)
~ Separate container for sharps (needles, blades and other sharp objects)
~ Examination table with clean linen/paper
~ Bench or stool for examination table
~ A treatment area/examination area with visual and auditory privacy
~ Storage space/room for supplies, drugs and medicines
~ Cleaning/sterilizing supplies for clinical instruments



I

". ~"

~~ cc.""': T hl' tacili f~ ... h0 uIt! pra\'l in' till: follo\\ in~:

-.. Clinic hours, services and whereabouts ofstaffposted in a strategic area
readable by all clients and service providers.

-.. Client waiting time must be as briefas possible. Clients should be seen
by health staffwithin 30 minutes ofregistration.

-.. During clinic hours, direct client care should take precedence over all
other tasks. Clients should not be made to wait merely because staffare
writing or transferring notes, doing reports or perfonning other tasks not
directly related to client care.

-.. The RHU/HC should maintain occassional hours during evenings and
weekends to accommodate clients who are unable to consult or visit
during regular clinical hours. The RHU/HC shouldprovide services during
non-traditional hours at least once per month, considering clients who
may not be available during regular office or work hours.
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~ Immunization sessions should be conducted in the RHUIHC as regularly as
possible. Although Wednesday has been adopted as the national immuniza
tion day, immunization days may be held on other days.

~ Schedules should be displayed to infonn mothers of the time and day at
which immunization services are to be provided. However, clients who
request immunization on other days should not be turned away. Wastage of
vaccine is a minimal program cost and should not be overemphasized or
used as a barrier to vaccine administration.

~ The facility should practice a "one needle and one syringe policy" because
ofthe danger oftransmitting Hepatitis B and AIDS (HIV infection) through
unsterile needles and syringes. Therefore, one sterile syringe and needle
should be utilized for each injection. Disposable syringes and needles should
be used only once and then collected in a puncture proof container to be
burned and buried.

~ BCG, OP'I, DPT, measles, hepatitis B and tetanus toxoid vaccines should
be available at all times in the facility and should be stored under proper
cold chain conditions.

~ The RHUIHC should conduct patient counseling on effectiveness, ri~
benefits, potential side effects and treatment for side effects ofeach vac
erne.
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Thefollowing conditions, equ;pmentDnd supplies must be present in
orderfor the facility to qualify as providing this service:

o Immunizations offered at least once per week (depends on
catchment population)

o Outreach immunization services offered in hard-to-reach areas

o EPI Manual (latest version)

o Target Client List or Master List (updated weekly)

o Adequate supplies ofBCo, OPV, DPT, measles, hepatitis B
and tetanus toxoid vaccines based on average monthly
consumption (with at least one month's supply at anytime)

o Proper cold chain maintained:

~ Refrigerator exclusively for vaccine use and with voltage
regulator

~ Vaccine thermometer (placed inside the refrigerator) with
temperature maintained between 2_80 C

.Q Daily am and pm temperature monitoring charts posted and
updated

~ Written contingency plan for a "power failure"
~ Vaccine carriers with ice cold packs



~ The RHUIHC should perfonn disease surveillance to measure the magni
tude of the local health problems and the effects of the control programs
delivered. Surveillance data can be used by the facility to improve strate
gies in delivering health services and thus prevent these from occurring,
e.g. imrnunizable diseases like diptheri~ pertussis, tetanus, polio, measl~
etc.

~ The RHUIHC staffand community health volunteer workers (CHVWs)
should be involved in reJXlrting, investigating and reJXlrting to the next
higher level ofthe health system.

~ Surveillance data must be complete, accurate and on time.

De~CIIIIIIitio.....k~ill.,.,.for tMjeciIify*',-Ii')-~ lids sert1i«:

o Casedefinitions available

'~. .·bpublichaillh••••, •..,.
eSpeci~ly 60 days follow-up done On all AFP cases detected



~ The RHU/HC should have the equipment and supplies necessary to diag
nose and treat common acute respiratory illnesses.

~ Cotrimoxazole and other antibiotics should be available at all times in the
facility.

~ Referral to other or higher level facilities, e.g., hospitals should be done
for clients needing further management.

~ RHU staffshould continue creating awareness among mothers and child
minders on home care for children with simple cough and colds and the
detection of early signs of pneumonia through information and health
education activities.

The following conditions, equipment and supplies must bepresent in
orderfor the facility to qualify as providing this service:

o ARI Case Management Chart posted
o Thermometer
o Tongue depressors
o Flashlights or pen light
o Timer or watch with second hand
o Cotrimoxazole (adult tabs.), at least 100 tablets
o Paracetamol (500 mg tabs.), at least] 00 tablets
o In client or patient education/counseling basic messages

should include:
~ home management ofsimple coughs and colds wlo use of

cough/cold medicines
~ detection ofearly pneumonia using simple signs like rapid breath

ing and chest indrawing
.Q information on when, where and how to bring the child with pneu

monia for treatment
£.t CHVWs as part of the health service delivery network should re

fer patients to higher levels ofthe health care system e.g. barangay
health stations, rural health units/health centers and hospitals and
conduct follow up visits

£.t outreach activities should be done in areas otherwise inaccessible
to health worker or to regular health services



~ The RHUIHC should have the equipment and supplies necessary to diag
nose and treat diarrheal diseases. Referral to other or higher level facilities
should be done for diarrheal clients needing further management.

~ In the RHUIHC, all patients with no dehydration or who have been success
fully rehydrated in the facility should be given ORS to take home to prevent
dehydration.

~ Antibiotics should ONLY be used for dysentery or for suspected cholera
cases with severe dehydration; otherwise, these are ineffective and should
NOT be given. Other OOH policies on anti-parasitic drugs and antidiar
rheal drugs should be followed based on previously issued policies and guide
lines.

~ As part of appropriate and prompt response to diarrhea outbreak/cholera!
disease surveillance, the facility should:

Lt ensure potability ofdrinking water within the catchment area in
conjunction with the Environmental Sanitation Program;

Lt enforce sanitation code, especially on food sanitation in
conjunction with the Environmental Sanitation Program;

~ promote personal and domestic hygiene through health
education,and

Lt assure adequate supply ofORS sachets



The following conditions, equipment and supplies must be present in
orderfor the faciliJy to qualify as providing this service:

o CDD Case Management Chart posted

o Functional Oral Rehydration Therapy (ORT) comer with benches,
table, glasses, pitcher, spoon, calibrated container for measur
ing potable water and Oral Rehydration Sachets (QRS)

o ORS sachets available at all times

o Updated daily record of diarrhea cases

o In client or patient education/counseling
basic messages should include:

~ Give the child more fluids than usual to prevent
dehydration;

~ Continue to feed the child; and

~ Take the child to the health worker ifchild does not become
better in three days or earlier ifthe child develops some
signs/symptoms like many episodes ofwatery stools, re
peated vomiting, marked thirst, fever, blood in the stool
and eating or drinking poorly.



~ The RHUIHC should have the equipment and supplies necessary to prevent,
detect and control nutritional deficiencies and specific micronutrient disor
ders.

~ The RHUIHC should have iron, iodized oil capsulesliodized salt and ,,;ta
min A capsules available at all times for supplementation of target groups
e.g. iron tablets for all pregnant and lactating women; iron drops for infants
and iron syrup for school children.

~ RHU personnel should refer clients needing further treatment to other or
higher level facilities like hospitals.

Tltefollowing conditiolfS, equipment and sllfJpiies must be present in
orderfor thefacility to qlUllify as providing this service:

o Guidelines for Micronutrient Supplementation
o Operation Tmbang (Om Records for the whole

RHU eatcbment

o Updated Target Client List (at least within the week)

o Under Sgrowth cardslGrowth Monitoring Charts (GMC)

a CBPM-NP RHM Guidebook
a Basic Three Food Groups Brochures
o Salt IodizationTesting Kit

a Micronutrients available: iron, iodine, vitamin A

a Functional balance beam or other weighing scales
a In-clientorpatient nutrition education/counseling, basic

messages should be emphasized like importance ofproper
nutrition including:

.0 Ba1aDced diet
AflI Desirable food habits
AflI Consumption offortified foods
.Q Use of iodized salt
~ Importance ofbreast-feeding/weaning foods
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-__~~~ Famil~ Planning Program
~

~ The RHUIHC should provide all medically approved, safe, effective and
legally acceptable program methods. These specific services should in
clude:

• Pills, IUDs, NFP (in selected facilities by referral), LAM, Condoms
andDMPA

• Tubal Ligation and Vasectomy in selected facilities where there are
trained personnel and in cases where there are no trained staff, refer
ral must be in place

• Relevant Laboratory Exams, e.g., Pap smear, wet smear, gram stain
ing, pregnancy test and urinalysis

• Management ofcomplications and/or side effects that may arise as a
result offamily planning methods

~ The RHUIHC should ensure availability of all program methods at all
times. When necessary, the RHUIHC should refer clients to other facili
ties or clinics that provide FP services it cannot provide, such as IUD or
sterilization.

~ FP supplies should be sufficient (one month allowed stock level) and
equipment should be in working order.

~ RHUIHC staff should counsel clients about the effectiveness, risks, and
benefits ofthe different contraceptive methods. Staffshould provide in
formation neutrally, without allowing their own biases to affect clients'
choices.

3f(



The following conditions, equipment and supplies must be p,esent in om,fo,
the facility to qualify as providing this service:

o Updated Target Client List (one month)
o FPForm 1
o Contraceptives/Supplies available:

~Condoms

~ Oral contraceptives-combination and progesterone only
Ir.t DMPA
JQI IUDs

C) Antiseptic solution (povidone iodine; cidex) and chlorine 75%
o Sterilized Equipment available

JOI Forceps-alligator, pick-up, ovum, tenaculum, uterine
ACt Forceps container

OKelly padIlinen for examination table
o Examination table with linen or paper and changed between

clients
o Examination table
o Light source (gooseneck lamp, flashlight)
a NFP charts for distribution (in selected facilities)
o Other leat1etslhandouts on FP for distribution
o Referral Fonn for sterilization
o Patient counseling on infonnation about all methods,

effectiveness, risks, and benefits ofvarious methods



~
~ Tuherculosis Control Program

~ RHUfHC should be knowledgeable about the types of TB patients and
the three (3) treatment regimens available. The RHUfHC should have
equipment and supplies necessary for case finding and treatment of cli
ents diagnosed with tuberculosis.

~ The RHU/HC staffshould allocate the medicines for the complete dura
tion oftherapy for TB patients started on treatment.

~ All clients should be counseled on proper compliance and adherence to
treatment. Health education should also include some expected drug
interactions and what clients should do upon experiencing them.

~ All clients should have sputum examinations on the scheduled time to be
able to assess the individual patient's response to treatment. This is also
the way to determine "cure" for TB patients.

The following conditions, equipment and supplies must be present in
orderfor the facility to qualify as providing this service:

o Updated Target Client List/National Tuberculosis Program (NTP)
TB Register (at least within the week)

o Updated microscopy 10gbookINTP Laboratory Register (within
the week)

o In designated microscopy centers, the facility should have:
A!l Microscope
At:1 Medical technologist or designated microscopist
€t Laboratory supplies: I) AFB reagent, 2) sputum cups, and

3) glass slides
o For other health facilities (non-microscopy centers):

At:1 Sputum cups
~ Glass slides
i!!:t Designated sputum collection and staining area

o Anti-TB Drugs:

A!l Type I }
i!!:t Type II good for at least 5 patients

.Q Ethambutol, in blister packs
K1 Streptomycin Sulfate

-

I



~ SID/AIDs prevention and control program services should be available in
all SID service facilities.

~ Whenever possible, acceptable, affordable and effective case management
ofSID patients will be made accessible to all individuals.

~ Syndromic management will be applied when and where reliable laboratory
diagnostic support is not consistently available.

The foUowing conditions, equipllU!nt and supplies ",lISt bepr~nl;"
orderfor thefacility to qualify as providing this service:

o Syndromic Management Chartposted
a SID patients managed according to the National SID Case

Management Guidelines which include:
Q Correct and appropriate SID drugs prescribed or given to

patients
Q Patient counseling to include:

~ Explanation ofthe diagnosis to the patient
Q Instructions on the importance ofcoq>letiDa

treatment
~ Encouraging the client to bring partDeriJr evaluaro

tion and treatment
~ Provision ofhealth education to prevent iIrtIa.

transmission ofSTDs
~ Provision ofadequate supply ofcondoms

o Monthly reporting using primary level reporting form."...
pIished and submitted to the next higher level

o RefelTalmechanism in place so that clients not respt'lIldIag1D ~

ment at this level will be referred to a designated Social ....
Clinic, secondary care level or referra.1 center whIR alabondory
is available to perform the basic laboratory tests required to diag
nose most STDs as well as for HIV testing.
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~ The RHU/HC should practice strict personal and environmental hygiene
to reduce disease transmission within the facility.

~ Practices that should be followed within the facility include the follow
mg:

~ Hand-washing with soap and water before and after each
client contact and use ofcomfort room

£1 Examination table disinfected daily
~ The RHU/HC should provide water testing/quality monitoring services
IIIIl':, The RHU/HC should have an updated list of water sources and food

establishments within its catchment area.
~ The RHU/HC should have available toilet bowls for distribution to house

holds without toilets or at least toilet bowl molds.

The following conditions, equipment and supplies must be present in
orderfor thefacility to qualify as providing this service (some items have
already been incorporated under basic infrastructure:

o Copy of Sanitation Code of the Philippines and Implementing
Rilles and Regulations

o Adequate chlorine granules for disinfection ofwater supply
facilities

o Environmental Sanitation Kit containing tools for water and
food facilities testing/monitoring

o Updated list ofstatus ofwater supply and sanitation
facilities within the area ofcoverage ofthe facility (one month)

o List offood establishments with sanitary permits and their
updated sanitation conditions (one month)

o Infonnation and education materials on environmental
sanitation.

o Updated list ofhouseholds with or without sanitary toilet facili
ties.

o Adequate supply of toilet bowls for distribution to households
without toilets or at least toilet bowl molds.

I
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~ The RHUIHC should promote that all women of reproductive age should
receive a pelvic exam and pap smear annually for three (3) years in a row. If
all three are negative, clients need to go to the facility only every three years
for a pap smear. For abnormal smears (Class II - IV) the client should be
referred to higher levels for further management.

~ The RHU/I-IC staffshould counsel patients as to the risk factors for contract
ing cervical malignancy, not using condoms, frequent STDs, multiple part

ners, etc.

~ The RHU/I-IC staffshould be trained on and have the necessary equipment
and supplies to perform a pap smear and collect the SPecimen for reading by
a higher level facility (hospital).

TIle followillg cmuJitioIIs, etJ........""",....,.pu:seIfI;"
orderfor tileftlCility to fMlih • JI"tIwI. tIIi.s ..wee:

o Updated TametClient ListIIosbookofcI*Its
(at least within the week)

o PapSlJ)ear: for collection ofspecimen
.Q Glass slides
• Wooden spatlila (Ayerts spatula) or

cerviad1Kusb
.. Fixative(95% ethanol or others)
a Pencil

o RefeaaI facility forpap smearreading
o Referral forms
o Individual patient record ofPap Smear Results
o lEe materials on Cervical Cancer Oeatlets, posters)

and self-breast examination (SBE)



The RHUIHC should provide a whole range of maternal care services to
include providing tetanus immunization to clients/mothers, pre-natal, natal
(delivery) and post-partum care.

The following conditions, equipment and supplies must be present in
orderfor theflJCility to qualify as providing this service:

o Updated Target Client List!book (at least within the week)
o IT vaccines and syringes & needles
o Records ofpre-natal/nataVpost-natal visits conducted
o Records ofhome visits made by RHUIHC staff/CHVW
o Available forms for

.0 birth certificates
Q death/fetal birth certificates
Q other pertinent records

o Home Based Maternal Records (HBMR) for
distribution to new clients

o lEe materials
o OB Emergency Manual & Algorithim
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«I Maintaining 2 way communication
... Being a good listener
... Being non-judgmental
... Not giving false reassurances
Q Giving appropriate instructions to patients by explaining

prescriptions clearly, explaining laboratory results
correctly and facilitating follow-up ofclients

«I Being courteous and always explain any procedure
Q Ask pennission before proceeding
Q Avoid gender slurslinsults and discriminating words

against women
«I Being careful in examining women patients. This is

especially true when examining women during obstetrical
and gynecological examinations and as survivors of
abuse/violence

Q Not blaming victim/survivorofabuse/violence



L':t Respecting patient's decision without compromising
overall patient management

.Q Assuring patient's privacy and confidentiality ofgiven
information at all times

L':t Promptly responding to patient's request for care
L':t Speaking politely and with modulated tone

iii
~ Respecting patients' culture and religion
£t Providing for patients needs that are influenced by

culture and religion
L':t Offering choices/options to patients



The RHUIHC staff should be trained in specific DOH mandated courses
toinelude:

1. Basic EPI Skills Tni-me
z. Disease Sui'v~aceTraiIWIg
3. Paeua~Dia Case Muapmeat
4. ARI Case Ma t
5. CDDCae Ma eat
6. ~""""udM ......fttorNlltI"

........(QlPM-NP)
7. .........,PIa.....Ceane (or .....vell)
8. e-preIleuive.-...,......... (w·LeveI D)
9. DMPATraiJdJlc (If .traiJled ill eitller lAveIl.' ...... D)
10. TraiUI. oa Na.........eabis Control:Pruplua .. DOTS

11. 'l'raiIIaI.-Micrwcopy
12. 1i1I-1·~"'C"".forSTD/AIDS
13. Syadw_ieMa tofSTDIAIDS

14. ~iII'oa Ell........Dealt. Progn_...-. .'n'"
IS. SIdItTn...._ PapS-rCollection (for tII_ •.•trlllaetlill

n'J,ddeo.pre Ceane)

16. ~".8eluitivity1n'"
17. TniUI._ CoII...u.....D VIOlence ApialtW_
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o The health human resource is one of the major determinants ofquality
service. It is crucial that appropriate staffdevelopment program includes
continuing education ofthe staff. These should include activity to en
sure the mental and physical fitness of the RHO/HC staff. This will
result to staff job satisfaction and ultimately reflects on how well the
patients are treated/managed.

o Continuing education and uPdates for RHO staffshould be implemented
for appropriate/rational use of technology on diagnostic and treatment
modalities.

o There should be regular "competency-based" assessments ofstaffto de
tennine their technical proficiencies in performing their duties and re
sponsibilities.

o Facility staffshould spend a minimum of 10 minutes with each client in
history-taking (new clients), examination, treatment and health educa
tion. Clients can be seen by midwives, nurses, doctors, or any combina
tion ofstaffdepending on their complaint. Every client does not have to
be seen by a doctor.

o Supervisors should also ensure that they regularly assess job satisfac
tion either through surveys,interviews, or focused group discussions.



Equiptnent



1. Cotrimoxazole
2. Amoxicillin

3. ~TfI

4. Rifampicin

5. Pyrazinamide

5. Paracetamol
7.0RS
8. Nifedipine

\\ aihlhlr h:hil' ,upplil''' for l'\aminatIPfl. l'mcr~enl'\ flll'dical and

,impk 'urgil'al Cl'l":

.Q alcohol/disinfectant

.Q cotton

.Q disposable gloves

.Q lubricant (KY Jelly) or

clean water

£f disposable needles
.Q disposable syringes
.Q sutures

.Q slides and coverslips

.Q gauze/bandages/plaster or

adhesive tape
.Q sharps containers

refrigerator
disposable needles and syringes

.Q microscope (ifmicroscopy center)

.Q sterilizer or covered pan and stove
inventory ofequipment & supply

.Q weighing scales - adult and
infant (beam or Ming scale)

.Q disposable gloves in examination .Q

room
.Q speculums - large and small .Q

.Q lubricant (KY Jelly) or clean water.Q

II



Drugs/medicines are kept off the floor and away from the walls. They should
be protected from rodents, insects and environmental elements (sunlight, heat,
humidity, floods, moisture, etc.) and kept in a safe place to ensure no pilferages.

. l pdatl'd (\\ ithil1 h 1lI1111th ... , ;IIHll"tlllpil'h: 111\ l'ntlln ,If l'qillplllll1 T
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1. A :functioning two-way referral system with procedures for
on-referral/back referral ofclients/patients and the necessary
referral forms.

2. Updated RHUIHC statistical record/board/displays.

3. Completed/updated (within one week) Field Health Information Systems
(FHSIS) forms and target client lists (TCLs).



Community Intervention

The RHU/HC should have active community health
volunteer workers (CHVWs).

CHVWs are essential partners in delivering basic health services at the
community level. There should be programs and activities to encourage
their participation.

The CHVWs should refer patients and then follow-up to higher
levels ofhealth care delivery system e.g.• barangay health stations, other
health units and hospitals.

The RHUIHC. in coordination with organized patient groupsIcommunity
organization and NGO's should, whenever neede<L organize outreach ser
vices to communities being served especially on areas otherwise inacces
sible to health workers or regular health services.

RHU/HC staffand CHVWs should encourage and support commWlity
participation and partnership for health interventions like Barangay Assem
blies. Dengue Linis Brigade. Patients Classes. Breastfeeding Support
Groups~ etc.





•
Introduction

FACIlITY SElF-ASVSSMENT CHECKLIST (FSAC)
FOR RURAl HEALTH UNITS (RHUs)/HEALTH CEMIERS (tICs)

GUIDE FOR IMPROVING QUAlITY OF HEALTH SERVICES
Levell •

This Facility $elf-Assessment Cheddist (FSAC) is a seff~aluation guide for the RHUJHC staff
towards improving quality of heatth services being provided at the RHUIHC. The cheddist contains
a list of questions derived from the Quality Standards Ust (OSL) for RHUsIHCs Level / that are
recommended by the Department of Health for 5entrong Sigla certification. The use of this
checklist together with the QSL will help the RHUIHC staff do the following:

• Assess the RHUIHC's compliance to Sentrong Sigla Level I quality standanis.
• Identify and recognize problems or areas of improvement in seMce deIiYefy.
• Identify ways or opportunities to sotve problems or improve services. and eventuaIy
• Get certification for the RHUIHC as Sentrong Sigla

Instructions in Using the FSAC

For each Question. encircle or mark etther YES. X (for Yes. but needs improvement) or NO
depending on the situation in your facility at the time of your assessment A ooIumn for
REMARKS is provided for any notes or details that you might need to pay attention to in~
the situation. Be as self.critical and honest as possible in your responses.

Example:

Yes. but I
f

Questions Yes needs No Remarb
improvement I

I
,

1. Is there a COO Case

G
l

Management Chart Irx>sted in the X NO 1

RHUIHC? f

I
2. Does our RHUIHC 8 Storage needs

have a storage space YES NO proper
or room for supplies. verlliation and
drugs and new p;dcldl
mad"' ?IClnes.

3. Does the RHUIHC YES X 8 Get help from
have an updated BHWs to update
TarQet Client List? the list

For question #1, the respondent is II'ety sure that a CDD Uanagement ChaIt is posted
properly and conspicuously at the ORT Comer of the RHUIHC.

For question #2. the respondent believes that although the RHUIHC has a stotetoom for
supplies. drugs and medicines. there is a need to organize. improve~ and sean
the storeroom.

For question #3, the respondent admits that the TeL for family p4anning does not contain
all the names of MWRA in the RHUIHC's catchments areas and therefore needs to
improve this aspect of identifying target dients or beneficiaries.
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Each NO or X answer represents an opportunity for health service irnprowlment Remember. the
more opportunities tor improvement you find. the more you will be ab'e to enhance quality of ycu
services. Use your aeatMty to think of remedies or solutions to probfems in the deivefy of high
quality services. This is your facility's initial step to Sentrong Sigla certification.

Instructions in Using the Results of theSeIf~

Once you have completed the seIf-assessment, meet as a health team to review and discuss aI
the responses. Consider taking the ~Iowingsteps:

1. Agree on the areas to be improved using the following criteria:

a. Does everyone agree that the probIem(s) needs to be solved?
b. Can the problem be solved with available resources? Are there possjbIe

resources that could be tapped?
c. How long does it take to address the problem?
d. Do team members agree to accept responsibifity for specific aetMbes

required to solve the probIem(s)?

2. Plan specific activities to improve the situation or condition and then set a dale for
completing the activities.

3. Implement improvements and keep all team members involved.

4. Make a written request to the DOH center for Health Deve60pment for se.d1ong
Sigia assessment after improvements have been made

-_._.
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FACILITY SElf.ASSESSIlENT CHECKUST
FOR RHUsJHEALTH CENTERS

The following are the inclusion criferia in Levell
Sentrong Sigla Gertification. AN criteria should be.
met by your facility before requesting the DOH
Genter for Health Development for an assessment
for certification.
Does our RHUIHC have the followi ?
1. R ular source of clean water
2. Functioning comfort room or latrine for dient

use
3. Blood essure a ratus with cuff
4. Ste
5. Thermometer
6. Weighing scale for infants and adults (not

bathroom scale

YES X NO
YES X NO

NO
NO
NO
NO

1. INFRASTRUCTUREJAMENmES

1.1 Is our RHUIHC tree from rubbish? YES I X i NO j I

1.2 Does our RHUIHC have benches or chairs for I YES ! X NO Ipatients in all waiting and service provision I ,
I Ii

areas? I i I
; j i

1.3.Does our RHUIHC have~ power i YES , X I NO
j

I
available at all times through whatever source I , I

! !
(power lines or generator)? ! i I,

1.4 Does our RHUIHC have lighting that permits YES j X . NOI
easv readinq of forms?

J !
1.5. Does our RHU IHC have good ventilation YES X NO I

windows, electric fans or air conditioners? j
1.6. Does our RHUIHC have a gooseneck lamp YES X NO I

and flashlight for examination? ! 1

1.7. Does our RHUIHC have a hand washing area YES J X NO
with covered water supply. soap and towels? i .

1.8. Does our RHUIHC have covered water suppfy YES I X NO
for comfort rooms or latrines? i,

1.9. Do our comfort rooms have handrails for the YES i X NO
disabled? i

1.10. Does our RHUIHC have covered garbage YES ; X NO
containers for waste tion?

1.11. Does our RHUIHC have a separate puncture- YES • X NO
proof container tor sharps (needles, blades and

I other sharp objects)?
1.12. Does our RHUIHC have an examination table YES X NO

with clean linen/paper?
1.13. Is there a bench or stool for our examination YES X NO

table?
1.14. Does our treatment or examination area have YES X NO

auditory privacy?
1.15. Does our treatment or examination area have YES

visual privacy?
1.16. Does our RHUIHC have a storage space or YES

room for supplies. drugs and medicines?
1.17. Does our RHUIHC have cleaning or sterilizing YES

supplies for dinicaJ instruments?
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1.18. Are our clinic hours, services and YES
whereabouts of staff posted in a strategic area
visible to all clients and service roviders?

1.19. Are clients seen by our staff within 30 YES
minutes of re istration?

1.20. Does our RHU/HC have a special schedule at YES
least once per month for clients who may not
be available during regular office or work
hours?

1.21. Does our RHUlHC conduct regular outreach YES
services in hard-ta-reach areas?

x

x

x

x

NO

NO

NO

NO

2. HEALTH SERVICES

NO

NO

NO

NOX

X

X

X

temperature between 2-8 C?

2.1.15. Did our RHU/HC have a power failure for at YES
least 3 hours or temperature in the vaccine
refrigerator that rose above 8 degrees?

2.1.14. Does our RHUlHC have a written YES
contingency plan for "power failure"?

2.1.13. Does the chart indicate that the temperature YES
has been maintained between 2-8 degrees?

2.1.12. Is there a daily temperature-monitoring YES
chart that is posted and updated (am/pm)?

2.1. IMMUNIZATION
2.1.1. Does our RHUlHC conduct immunization YES X NO

sessions at least once per week?
2.1.2. Does our RHUlHC serve clients who request YES X NO

immunization on other days?
2.1.3. Are disposable syringes and needles used YES X NO

only once?
2.1.4. Are used disposable syringes and needles YES X NO

collected in a puncture-proof container, then
bumed and buried?

2.1.5. Does our RHU/HC have the latest version of YES X NO
the EPI Manual?

2.1.6. Is our Target Client List or Master List YES X NO
updated weekly?

2.1.7. Does our RHUlHC have at least one month
supply (based on average monthly
consumption) of the following vaccines at
anytime?
a. BCG YES X NO
b.OPV YES X NO
c. OPT YES X NO
d. Measles YES X NO
e. Hepatitis B YES X NO
f. Tetanus Toxoid YES X NO

2.1.8. Does our RHUlHC have a refrigerator YES X NO
exclusively for vaccines?

2.1.9. Does our vaccine refrigerator have a voltage YES X NO
regulator?

2.1.10. Does our vaccine refrigerator have a YES X NO
vaccine thennometer?

2.1.11. Does the thennometer indicate a YES X NO
0 I
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2.1.16. If YES, was our cold chain maintained
dUling the power failure or when the
temperature in the vaccine refrigerator rose
above 8 degrees? (SKIP this question if not
applicable)

2.1.17. Does our RHUIHC have vaccine carriers YES X NO
with ice cold packs?

2.2. DISEASE SURVEILlANCE
2.2.1. Are DOH case definitions available in our : YES X

RHUIHC?
2.2.2. Does our RHUIHC submit a Notifiable YES X NO

Disease Report weekly to MHO/CHOIPHO?
2.2.3. Does our RHU/HC conduct an investigation YES X NO

of every single case of acute flaccid paralysis
(AFP) cases. neonatal deaths and measles
outbreaks?

2.2.4. Does our RHUIHC report all AFP and YES X NO
neonatal tetanus cases to the regional office
(surveillance unit) within a week of
identification of cases?

2.2.5. Does our RHUIHC follow-up each reported YES X NO
AFP case after 60 days?

2.3. CONTROL OF ACUTE RESPIRATORY INFECTIONS
2.3.1. Is there an ARI case Management Chart YES X NO

posted in our RHUIHC?
2.3.2. Does our RHUIHC have tongue depressors? YES X NO
2.3.3. Does our RHU/HC have a timer or watch YES X NO

with second hand?
2.3.4- Does our RHUIHC have at least:

a. 100 cotrimoxazole adult tablets? YES X NO
b. 100 paracetamol (500 mg.) tabfets? , YES X NO

2.4. CONTROL OF DIARRHEAL DISEASES
! YES I2.4.1. Is there a COD Case Management Chart X NO

posted in our RHUIHC? i i

2.4.2. Does our RHU/HC have an ORT Comer I YES I X NO
eqUipped with benches, tables, glasses.
pitcher. spoon. calibrated container for ,
measuring potabfe water and ORS? ,

i
2.4.3. Does our RHUIHC have ORS sachets? ' YES! X NO ;

i I

2.4.4. Does our RHUIHC have a record of water • YES' X NO
quality test that was done in the past month?

2.5. MICRONUTRIENTS SUPPLEMENTATION
2.5.1. Does our RHUIHC have the following

micronutrients?
a. Iron tablets for all pregnant and lactating YES X NO
women
b. Iron drops for infants YES i X NO
c. Iron syrup for school children YES X NO
d. Iodized oil capsules YES X NO
e. Iodized salt YES X NO
f. Vitamin A capsules YES X NO

2.5.2. Does our RHU/HC have a copy of the YES X NO
Guidelines for Micronutrient Supplementation?

2.5.3. Is our Operation Timbang (OPT) Record YES X NO
updated monthly or quarterty depending on the
nutrttional status of the child?
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2.5.4. Is our Target Client List updated at least YES
within the week?

2.5.5. Does our RHU/HC have Under 5 growth YES
cards/Growth Monitorin Charts GMC?

2.5.6. Does our RHU/HC have the CBPM-NP RHM I YES
Guidebook? '

, 2.5.7. Does our RHU/HC have available copies of YES
the Basic Three Food Groups brochure for
distribution?

x

x

x

x

NO

NO

NO

NO

2.5.8. Does our RHU/HC have a Salt lodization
Testing Kit?

YES x NO

2 6 FAMilY PLANNING..
2.6.1. Does our RHU/HC offer the following

i

laboratory exams?
a. Pap smear YES X NO
b. Wet smear YES X NO
c. Gram Stainina YES X NO
d. Pregnancy test YES X NO
e. Urinalysis YES X NO

2.6.2. Does our RHUlHC provide the service for YES X NO
management of complications and/or side
effects that may arise as a result of the use of a
family planning method?

2.6.3. Is our Target Client List updated monthly? YES X NO
2.6.4. Does our RHU/HC have copies of FP YES X NO

Form1?
2.6.5. Does our RHUlHC have at least one month

supply of the followin!=! contraceptives?
YES x NO

a. Condoms YES X NO
b. Pills
c.DMPA
d.IUDs

2.6.6. Does our RHU/HC have antiseptic solution
(povidone iodine; cidex) or chlorine 750.10?

YES
YES
YES
YES

X
X
X
x

NO
NO
NO
NO

2.6.7. Does our RHUfHC have the following
sterilized forceps?
a. alligator forceps
b. pick-up forceps
c. ovum forceps
d. tenaculum
e. uterine forceps

2.6.8. Does our RHUlHC have a forceps container?
2.6.9. Does our RHUfHC have NFP charts for

distribution?
2.6.10. Does our RHU/HC have other FP

leaflets/handouts for distribution?

YES X NO
YES X NO
YES X NO
YES X NO
YES X NO
YES X NO
YES X NO

YES X NO

2.7. TUBERCULOSIS CONTROL
2.7.1. Is our Target Client UstITB Register updated YES X NO

weekly?
2.7.2. Is our Microscopy logbooklNTP Laboratory YES X NO

Register updated weekly?
2.7.3. (For designated microscopy centers) Does YES X NO

our RHU/HC have a medical technologist or a
designated microscopist?
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2.7.4. (For designated rnicroscopy centets) Does
our RHUIHC have a m' ?

I 2.7.5. (For designated microscopy centers) Does
ourfaeil' have AFB re nt?

2.7.6. Does our RHUIHC have availa~ sputum
I cu?

2.7.7. Does our RHUIHC have lass slides?
2.7.8. Does our RHUIHC have a designated

m collection and staini area?

YES

YES

YES
YES

x

x

x
x

NO

NO

NO
NO

2.8.4. Does our RHUIHC accomplish and submit a YES
monthly report using primary level reporting
form to the next higher level?

NO

NO

NO

NO

NO

NO

NO

NO

x

x

x

x
x

x

x

x

YES I

YES

YES:
i

YES
YES

YES

YES

for at least 5
for at least 5

c. Ethambutol
d. S tom dn sulfate

2.8.3. Does our RHU have condoms for
distribution to clients?

2.8.2. Does our RHUIHC have the National STD
Case Management Guidelines?

j 2.7.9. Does our RHU/HC have the following anti-
i TBd s:

! 2.8. STD/AIDS PREVENTION and CONTROL

! a. T I

, 2.8.1. Is there a Syndromic Management Chart
ted in our RHUIHC?

2.9. ENVIRONMENTAL SANITATION
2.9.1. Is our list of status of water sopPy and

sanitation facjlities within our area of coverage
updated monthly?

2.9.2. Is our list of food establishments with
sanitary permits and their sanitation oonditions
updated monthly?

2.9.3. Does our RHUIHC have a copy of the
sanitation Code of the Philippines and
Implementing Rules and Regulations?

2.9.4. Does our RHUIHC have chlorine granules tor
disinfecting water supply facilities?

2.9.5. Does our RHUIHC have an Environmental
sanitation Kit containing tools for water and
food testing/monitoring?

2.9.6. Does our RHUIHC have toilet bowls for
distribution to households without toilets?

YES

YES

YES i

x

x

x

x

x

x

NO

NO

NO

NO

NO

NO

2.9.7. (For a faci/ffy that does not have toilet bowls YES: X
for distribution) Does our RHUIHC have toilet
bowl molds?

NO

2.9.8. Does our RHUJHC have a list of households YES
withIwithout sanitary toilets that has been
completed within the last six months?

2.9.9. Does our RHUIHC have information and
education materials on environmental
sanitation (i.e.. dengue fever, proper waste
disposal. etc.)?

YES

x

x

NO

NO

2.10. CANCER CONTROL - CERVICAL CANCER SCREENING.c:.;:.:..;:...::..... _

2.10.1. Does our RHUIHC have the foI1owing
supplies for pap smear specimen collection?
a. Glass slides YES X NO
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b. Wooden spatula (A217 spatula) or cervical
brush
c. Fixative 95% ethanol or others
d. Pencil

2.10.2. Is our Target Client List/logbook of clients
u ated weekI ?

2.10.3. Does our RHU/HC have a referral facility
where pap smear specimen collected are sent
for readin and inte retation?

2.10.4. Does our RHU/HC keep individual patient
records of Pa Smear Results?

! 2.10.5. Does our RHUlHC have IEC materials on
cervical cancer (leaflets. posters) and self
breast examination (SBE)?

2.11. MATERNAL CARE
2.11.1. Is our Target Client List/book updated at

least within the week?
2.11.2. Does our RHU/HC have a record of pre-

YES

YES
YES
YES

YES

YES

YES

YES

YES

x

x
x
x

x

x

x

x

x

NO

NO
NO
NO

NO

NO

NO

NO

NO
natal/natallpost-natal visits conducted by staff? I I

!

2.11.3. Does our facility have the following forms?
!

a. birth certificate : YES X NO
I

b. death/fetal birth certificates YES X NO
c. other pertinent records YES X NO

2.11.4. Does our RHUlHC have Home Based YES X NO
Maternal Records (HBMR) for distribution to

\new clients?
2.11.5. Does our RHU/HC have IEC materials for YES X ! NO

maternal care?
2.11.6. Does our RHU/HC have an 08 Emergency

Manual & Algorithm chart?
YES X NO

3. AITITUDE AND BEHAVIOR OF HEALTH WORKERS

3.1. Do our RHU/HC staff greet patient verbally to YES X NO
establish rapport?

3.2. Do our RHU/HC staff exhibit technical
competence in articulating information to
patients by
a. Maintaining 2-way communication? YES X NO

b. Being a good listener? YES X NO I

c. Being non-judgmental? YES X NO
d. Giving appropriate instruction? YES X NO

e. Not giving false assurances? YES X NO

3.3. Are our RHUfHC staff women-friendly by: !

a. Being courteous and always explaining any YES X
I

NO
procedure?
b. Asking permission before proceeding? YES X

I
NO

c. Avoiding gender slurs/insults and YES X NO
discriminatinQ words?

Id. being careful in examining women and not YES X I NO
blamina victims/survivor of abuse/violence? I

I
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3.4. Are our RHUIHC staff caring and gender-
sensitive b :
a. Respecting patient's decision without YES X NO
compromising overall patient management?
b. Assuring patient's privacy and confidentiality YES X NO
of given information at all times?
c. Promptly responding to patient's request for YES X NO
care?
d. Speaking politely and with modulated tone? YES X NO

3.5. Are our RHU/HC staff culture-sensitive by:

a. Respecting patient's culture and religion? YES X NO

b. Providing for patient's needs accordingly? YES X NO

c. Offering choices and options? YES X NO

3.6. Do our RHUIHC staff provide information to YES X NO
clients without allowing personal biases to
affect client choices?

4. HEALTH HUMAN RESOURCES

NO

NO

x

X

q ng ng
Against Women

4.3. Did our RHU/HC conduct an individual YES
performance evaluation of our staff last January
(for July-December performance) or last July
(for January-June performance)?

rses. I I ~ i

a. Basic EPI Skills Training I YES X I NO i
b. Disease Surveillance Training , YES X NO
c. Pneumonia case ManaQement I YES X NO . !

d. ARI Case Management i YES X . NO , Ie. COD Case Ma nt I YES X~ NO I I

f. Community-Based Planning and Management YES X NO
of Nutrition Prooram (CBPM-NP) i

Q. Basic Family PlanniOQ Course (or Levell) YES X NO
h. Comprehensive Family Planning (or level II) YES X ; NO !
i. OMPA Training (if untrained in either Levell or YES I X ! NO I

Level II) i
j. Training on National Tuberculosis Control YES I X I NO I

Program - DOTS
k. Training on M' YES X NO
l. Training on Basic CounseliOQ for STOfAIOS YES X NO
m. Syndromic Ma t of STO/AIOS I YES I X NO
n. Training on Environmental Health Programs I YES X

i

NO
and ReQulations ! I

o. Skills Training on Pap Smear Collection (for i YES X NO Ithose untrained in FP BasidCompre
Course) ,

p. Gender sensitivity Training YES X NO :
, Traini on Counseli Skills on VIOlence YES X NO

4.2. Does our RHUIHC havs at least one staff
I trained on the following DOH mandated
I cou ?

! 4.1. Does our RHUfHC have atleasl one physician. YES
i one nurse. one midwife and one sanitary

I inspector?
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5. EQUIPMENT (non-program specific)

5.2. Does our RHUlHC have lar e s eculums? YES
1-5=..:.c.::.3c....D=-=-oe=..:sc...0-=-u=..:r-,R--::H-,U~/,-,-H-,-C::....:..:h~avc-,e=--=smc.:=al,,-I c:Jscce=--=c=-=u=lu::c,m:.:;s=--=?'---_-j-YES

5.4. Did our RHU/HC conduct a complete inventory YES I
of e ui ment within the last 6 months?

5.1. Does our RHU/HC have a sterilizer or covered
an and stove?

YES x

x
x
x

NO

NO
NO
NO

6. DRUGS, MEDICINES and SUPPLIES

6.1. Does our RHUlHC have at least a one-month
supply of the following essential drugs? (Three
have already been incorporated under CARl and
CDD)

a. Amoxicillin YES X NO
b.INH YES X NO
c. Rifampicin YES X NO
d. Pyrazinamide YES X NO
e. Nifedipine YES X NO

62. Does our RHUlHC have the following basic
supplies for examination, emergency medical I

and simple sumical cases? i

a. Alcohol/disinfectant YES X NO
b.Cotion YES I X NO
c. DisDOsable gloves YES X NO
d. Lubricant (KY Jellv) or clean water YES X NO
e. Disposable needles YES - X NO
f. Disposable syrinQes YES X NO
a. Sutures , YES X NO
h. Slides and coverslips YES X NO
I. GauzelbandaQes/plaster or adhesive taoe YES X NO

6.3. Does our RHU/HC have disinfectants, YES X NO
!

antiseptics and/or insecticides?
6.4. Did our RHUlHC conduct a complete inventory YES X NO

of supplies within the last 6 months?

7 HEALTH INFORMATION SYSTEM
7.1. Does our RHUIHC have referral slips or forms? YES. X NO
7.2. Are our 10 Leading Causes of Mortality and YES X NO

Morbidity and other vital health statistics
uodated annually?

7.3. Are our Field Health Information System YES • X NO
(FHSIS) forms complete and updated within
one week?

7.4. Did our BHWs follow-up patients referred to YES X NO
the Main RHU in the last three (3) months?
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8. COMMUNITY INTERVENT10N

8.1. Is the BHW: households ratio ual to 1:20?
8.2. Did our RHUIHC condud the monthly meeting

of BHWs in the t month?
8.3. Did our RHUIHC staff and BHWs organize or YES

attend barangay assemblies. patients dasses,
mothers dasses, breastfeeding support
groups, breastfeeding support groups or the
like in the last 3 months?

.. * .....
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