
Short Program Review of Child Health Program

20-23 September 2010

College of Natural Resources, Lobesa
Acknowledgement
This “Short Program Review of Child Health” is the outcome of a rich but demanding process of consultation, gathering data and information, writing, editing and compilation.

The process has involved many program staff, either directly through written contribution and consultation or indirectly through the comments provided. Reaching this stage is indeed a major achievement and Ministry of Health would like to convey its sincere acknowledgement to the all individuals for their valuable contributions towards successful completion of the Short Program Review on Child Health 2010.
[image: image1.jpg]



List of Participants

1. Dr. K.P Tshering, Pediatrician, Thimphu

2. Dr. HP Chettri

3. Dr. Dhruptho Sonam, CMO, Paro

4. Dr. TB Rai, Medical Specialist

5. Dr. Shukhrat Rakhimdjanov,Health Specialist,UNICEF

6. Dr. Chandralal Mongar,UNICEF

7. Mr. Tandin Dorji, CPO, Thimphu

8. Mr. Rinchen Namgyal, Sr. PO, DHSP, DMS

9. Ms. Deki Pem, Lecturer, RIHS, Thimphu

10. Mr. Tshewang Dorji Tamang, Programme Officer, Thimphu

11. Ms. Ugyen Zangmo, Sr PO, Nutrition, DoPH

12. Mr. Dopo, Information Officer, BHMIS, MoH

13. Mr. Dorji Gyeltshen, ADHO, Dagana

14. Mr. Moelam Dorji, HA, Norbuling BHU, Sarpang

15. Ms. Dema, HA, Tala, Chukha

16. Mr. Sonam Wangdi, APO, RH
17. Mr. Sonam Zangpo, Programme Officer, Thimphu
18. Ms. Yeshey Chhoden,UNICEF
Table of Contents

51.
Background


52.
Methodology


63.
Situation Analysis


63.1.
Child Mortality: Characteristics-Scale and Distribution


73.2
Underlying determinants and existing bottlenecks at level of Health System service delivery


83.3
Underlying determinants and existing bottlenecks at level of community/household.


104.
Short Programme Review Problems and Specific Recommendations


104.1
Problems and recommendations at Policy, Planning and Management level.


114.2
Problems and recommendations in the area of human resources.


114.3
Problems and recommendations in communication/IEC activity area.


124.4
Problems and recommendations in area of development of community support.


124.5 
Problems and recommendations in area of development of community support.


124.6
Problems and recommendations in area of monitoring and evaluation.


135.
Summary Recommendations


14Annexes Worksheets (1-7)




1. Background

The MDG 4 calls to reduce under-five child mortality by two-thirds between 1990 and 2015. Better management of existing health systems and resources is one essential element required to apply interventions more effectively in order to reach the MDGs.  

RGoB set the goals to meet MDG 4 and 5 as following:

· Reduce IMR to 20 per thousand live births by 2013

· Reduce under five mortality to 30 per thousand live births by 2013

· Reduce MMR to less than 140 per 100,000 live births by 2013

Following objectives were formulated to meet the achievement of MDGs

· Reduce micronutrient deficiencies

· Sustain immunization coverage above 95%

· Promotion of infant and young child feeding practices

· Expand comprehensive EmONC services from 7 to 15 by 2013
· Improve access to safe sanitation to near 100%

· Sustain access to safe drinking water to near 100%

To assess progress toward program goals and objectives meeting MDGs and to assess how well the program implemented its plans in to deliver child health interventions, the MoH in collaboration with UNICEF conducted Short Programme Review of Child Health Programme.

The objectives of Programme Review were to: 

· Identify the problems the Child Health program has faced and suggest solutions;

· Develop recommendations about what the program needs to do;

· Decide on next steps for incorporating recommendations into the workplan.

2. Methodology

The review team comprising of officials from different programmes of MoH, technical experts and officials from UNICEF conducted Short Programme Review (SPR) on the status of maternal, newborn and child health using the various available documents over a period of 4 days. The review focused on Child health programmes such as Maternal Health, Immunization, Nutrition, Infant and Young Child feeding practices, VHW, Malaria, IMNCI, for all children from birth to 59 months, including neonates and infants. The team reviewed how well the child health interventions were implemented. 
Based on the review findings, participants identified the main problems for further analysis. The team discussed and identified feasible solutions. Then they used the identified solutions as the basis and developed recommendations about what the program should do in major activity areas.  

The following seven steps review process was followed for the review of SPR: 

Step 1:
Using worksheet 1 and 2 the participants reviewed the goals and objectives of the program and the status of maternal and child health.   

Step 2:
The team used worksheets 3 and 4 to analyze the current child health intervention packages and the way it is being delivered. Interventions that are not yet included in the programmes were identified and recommended for incorporation in future. The team also reviewed coverage indicators for child health. 

Step 3:
The team assessed using worksheet 5 whether the program implemented activities in each activity area fully, partly, or not at all, and identified strengths and weaknesses for each activity area. 

Step 4:
Using worksheet 6, the participants summarized the main problems that have limited the ability to deliver interventions that have been identified as having low coverage.

Step 5:
The solutions for each of the problems were identified and recommendations suggested for intervention. The team reviewed and discussed how well the program implemented activities using Worksheet 7. 

3. Situation Analysis

3.1.
Child Mortality: Characteristics-Scale and Distribution 
In 2008, Bhutan’s infant mortality rate (IMR) was 54 per 1000 live birth and under-five mortality (U5MR) rate about 81 per 1000 live birth, which is a considerable drop from the 1990 baseline of 91 IMR and 148 U5MR
. The trend shows an annual reduction of U5MR was 3.3%, which is lower than the required 4.2% annual reduction to meet MDG 4. 

Information on neonatal mortality is scarce in the government health statistics. However, existing statistics show that the neonatal mortality rate has decreased from 38 per 1000 live births in 2000 to 30 in 2004
. Majority of infants or 54% die within a month of their birth.  

Analysis of 2005 Census data
revealed that the highest U5MR was recorded at Chukha (89 per 1000 live births), Trashigang (88.6) and Samdrup Jongkhar (87) districts which are the same districts with  highest IMR. In 2003, the estimated IMR of 73 and U5MR of 115 per 1000 live births in rural Bhutan were 40% and 49% respectively above the urban areas (IMR-52/1000 and U5MR-77/1000 live births). IMR and U5MR are equally high in eastern regions such as Samdrup Jongkhar, Lhuntse, Monggar and Trashigang districts. 

Though under-nutrition status, particularly national average for stunting is 37%. However, stunting prevalence for children below 60 months was the highest in the eastern region at 44%, and almost equally 33% and 34% in the western and central regions
. In accordance with WHO classification, stunting rate in Eastern region exceeds 40% thus classified as critical. Most of the districts with IMR and U5MR above the national level of 40.1 and 60.6 were also from southern and eastern regions. This clearly shows that the under-nutrition due to poverty is contributing to the child mortality.

Children start to become malnourished even in the womb. In 1998 about 24% of children born in health centers had low birth weight (less than 2.5 kg) though the proportion has fallen to 9.3%
 in 2008. 10.2% of birth in 2005 occurred in teenage (15-19 years) mothers
. Teenage pregnancy leads to low birth weight babies who are highly vulnerable to neonatal deaths. Again some southern and eastern districts have as high as 13% teenage pregnancy. 
3.2
Underlying determinants and existing bottlenecks at level of Health System service delivery
Most children born with normal weight also become malnourished in their first and second years. Stunting among children is attributed to poor complementary feeding practices and low rate of exclusive breastfeeding, which remains 10.4% for babies under 6 months
. The stunting rate increases from 6 month onward. The same pattern attributed to underweight
.

Coverage of care. Though the primary health care coverage has reached 95% of the population, the government is striving to reach the remaining 5% who are most in need of such services
. An effective referral system at the outpatient health care level is necessary to reach these un-reached populations. Antenatal coverage has increased from 57% ANC (1 visit) in 2000
 to 94% (ANC 2-4) in 2009 and coverage of Tetanus Neo-natorum is sustained at 86%
. During antenatal coverage all women are provided with calcium supplementation, Iron Folic acid tablets and Vitamin C 
.Vitamin A postpartum rate is above 88% and community are aware of the importance of Vitamin A supplementation
. However, full antenatal coverage (4+) remains low (44%). Institutional delivery increased from 27% in 2002
 to 62% in 2009
 and vaccination coverage for all antigens sustained at 95% and above. 

A major drawback for trained health staff to retain their skills is the low patient load, especially in health facilities located in remote and rural areas. The World Health Organization (WHO) standard is 175 births per skilled birth attendant per year to ensure that they retain their competency in midwifery skills. In a sparsely populated country like Bhutan, this may be difficult, as there are only 3-5 deliveries per year in some of the remote BHUs. This affects quality of maternal health care services. In addition, high rate of neonatal death due to infections is also questioning hygiene aspects during the deliveries either at home or health facilities.

Quality of care. Some gaps need to be addressed through more integration and quality of services. When 94% of pregnant women do attend ANC2-4
, an important dropout rate (only 44% ANC4+) and a skilled attendant at birth only at 62%, demonstrate that quality of care during antenatal care, pertinent and adequate counseling is not sufficiently provided. Lack of data on coverage on postnatal care makes difficult to analyze quality of services after delivery. Home visits by BHU health workers practiced in exceptional cases, such as for medical checkup after home delivery. Mothers after delivery are advised to come for postnatal visit, but very few come within first week after delivery and majority comes after one month for vaccination or in case newborn is sick.  

The quality of continuum of care, particularly antenatal care remains poor. Low PNC visit and poor knowledge on newborn danger signs is significantly correlated
. Key life-saving interventions like temperature management, clean cord care and initiation of breast feeding should also be re-visited. This quality of care during ANC and skilled delivery is again questioned by the very high post natal for Vit A rate, showing how all women are eager to have a first consultation for their newborn. When a mother needs advise on lactation, trained specialist does not exist at district level let alone at BHU. Children’s health cards show that though immunization coverage is high, quality in regard to timeliness and according to schedule is an issue. Gender sensitive staffing and adequate health workers in remote health units pose a challenge. Limited number of female health workers might discourage expectant mothers to deliver their babies at the health care centre. 

Availability of interventions. The 16 key evidence interventions at different periods based on Lancet/BMJ/Cochran Series are mostly included in the midwifery standard and essential new born care protocol except preconception, intermittent presumptive treatment for malaria, detection and treatment of asymptomatic bacteriuria and community based pneumonia case management. However the coverage of these interventions are mainly available in all the hospitals and BHU I except corticosteroid for pre-term labour and detection and management of breech caesarean section which are available only in the hospitals with gynecologists.

3.3
Underlying determinants and existing bottlenecks at level of community/household.
Care seeking behaviour during pregnancies. As mentioned above there is poor knowledge of mothers about pregnancy and delivery. Furthermore, most expectant mothers walk or need to be carried for hours to reach a health centre for EmOC. Most family members delay the decision to seek medical care because the knowledge on danger signs during pregnancy and delivery is poor and because they consider it safe to deliver in the privacy of one’s own home.

Household and community care practices. Family behaviours and practices on newborn care like cord care, early initiation of breastfeeding, delayed bathing, kangaroo mother care especially for low birth weight infants are still lacking. A large proportion of respondents (69%) agreed that a baby should be given a bath right after birth. 35% of the population think that giving water during diarrhea will worsen the child health
. This may be attributed to the fact that information on home-based newborn care is not adequately conveyed to mothers or families during ANC and PNC visits and immunization session for young children in the outreach clinics. In addition, VHWs are not yet trained on newborn care.

However, there is still a lack of data on household and community care practices, including management of diarrhea and pneumonia. Further KAP-research is required as these are important killers of children under five. Community based management of pneumonia is not practiced in Bhutan. Only health workers at the health facilities provide antibiotics to the people with pneumonia, as the MoH is concerned that the community or Village Health Workers will not use the antibiotics properly, leading to antibiotic resistance.

Feeding practices. Stunting among children is attributed to low rate of exclusive breastfeeding and poor complementary feeding practices. 82% of women initiate early breastfeeding, but only 10% breastfeed exclusively for the first six months as introduction of complementary feeding traditionally starts early
. Thus, awareness and knowledge on the importance of exclusive breastfeeding and appropriate complementary feeding practices is still low among families. According to the 2010 KAP study 43% of mothers reported that breast milk alone is not sufficient for the baby during the first six months of age. 29% of mothers agreed that artificial feeding does not harm the baby’s health and 29% also agreed that a piece of butter must be fed to a baby right after birth. High levels of protein-energy malnutrition may be explained by mothers’ inability to or unawareness of the need to feed their children with protein-rich food like eggs or meat.

Care-seeking knowledge, attitudes and practices. The 2007 Bhutan living Standard Survey showed that approximately 22% of the people who became sick do not seek either government or private health services. 26% of those who did not seek any health services did so because of lack of transportation. Traditionally Bhutanese especially in rural areas mostly rely on the consultation with traditional healer or religious practitioners. This might delay the decision to seek medical services. According to 2000 National Health Survey, 18% of people sought advice from a traditional lama. After performing the rituals, two-thirds of these subsequently consulted with modern health services. This means only 6% sought the services from traditional practitioners, similar to the findings of the 2007 Bhutan Living Standards Survey. Low utilization of services is also due to unattractive and unfriendly health facilities for expectant mothers. Low literacy rate among women (43%) and even lower in rural areas (39%) might also contribute to low utilization of health services.

Household poverty. 23% of the population falls under the poverty line, with significantly higher levels in the East and the South, especially in remote rural areas. There is a direct association between IMR/U5MR and socio-economic variables such as (i) possession of TV meaning economically better off, (ii) mothers literacy, (iii) access to electricity and (iv) closeness to road heads. Areas with high IMR/U5MR are also areas with higher than average poverty levels.

4. Short Programme Review Problems and Specific Recommendations

Six major activity areas have been analyzed, problems revealed, causes of the problems identified, for each problem solutions developed and for each activity area the recommendations are proposed. 

1. Policy, planning and management

2. Human resources and training

3. Communication/IEC

4. Development of community supports

5. Strengthening health systems

6. Monitoring and evaluation

The review team worked on seven worksheets on different activity area and identified problems for which recommendations were suggested for most of the problems. 

4.1
Problems and recommendations at Policy, Planning and Management level.

In-depth analysis by the review team revealed the following problems at policy, planning and management level which affected implementation of the child health programmes:

· No specific programme unit looking after Child Health Programme whereas for Maternal health there is one (RH programme unit)

· Lack of knowledge and skills in the program planning and management

· Unfunded activities reflected in the AWP/ Ad hoc activities

· No proper data on births and deaths

· Inadequate/quality of data on ANC/PNC/neonatal deaths/immunization coverage
To address these problems, following specific recommendations are proposed:

1. To form Child Health Advisory Committee(CHAC) at the MoH to guide and provide technical assistance to all child health related programs

2. All existing program officers including DHOs to be mandatorily trained on program planning and management. 

3. To reduce the neonatal and maternal mortality postnatal home visit should be made mandatory. 

4. PNC guidelines and home visit check list to be developed for BHU health workers.

5. In collaboration with MoHCA and NCWC, develop a mechanism for vital registration and support its implementation through training, supervision, monitoring and evaluation.

6. Early childhood care and development (ECCD) is an important component of IMNCI and had to be incorporated in the IMNCI module.

7. To complete the linkage between the BHUs and hospitals on IMNCI referral the WHO module on hospital based IMNCI should be adopted and the capacity of health workers should be built.

8. The child health program (RH, Nutrition, EPI, IMNCI, ARI/CDD) review should be conducted twice in five year plan.
4.2  
Problems and recommendations in the area of human resources.

Across all the child health related programmes the problems in the area of human resources/training activity has been formulated as following:

· Dependence on other countries for most HR development and resources

· In service training planned on annual basis only

· Release of field staff and facilitators for in-service trainings

· In appropriate deployment of skilled human resources

· Inadequate hands on training

· Quality of services provided by the health workers

Implementation of below specific recommendations proposed by the review team will improve effectiveness and efficiency of the training programmes:

1. Conduct assessment of the quality of services provided by the health workers

2. HRD to improve the coordination of in service trainings 

3. HRD to deploy health workers based on their skills

4. One month pre-service orientation program for all new health workers on program aspects (RIHS, medical officers and other graduates)

4.3  
Problems and recommendations in communication/IEC activity area.

The review team using survey data as well as process indicators was able to identify across all programmes the following problems on communication/IEC activity area:

· Low knowledge of mothers on danger signs during pregnancy, delivery and post-natal period.

· Prevailing misconception on childhood illnesses and care

· Low quality of health communication and education activities

· Poor ANC +4 visits (44%) affected due to low quality services 

· Almost no PNC coverage 

· Extremely low exclusive breastfeeding rate (10%) significantly correlated with early introduction of complementary feeding.

The review team strongly suggests that following specific recommendations will help to improve communication component of maternal and child health programme in short period of time:

1. Form a working group to develop a communication strategy and action plan for child health.

2. Ensure that communication strategy and action plan for maternal and child health address sufficiently in annual work plans, implemented and monitored by the working group. 

3. Ensure budget for communication action plan.

4. Promotion of maternal nutrition program to reduce low birth weight

4.4 
Problems and recommendations in area of development of community support.

The results of surveys, available data and feedback from field level staff such as BHU health workers and ADHOs showed that the area of development of community support has two major problems: 

· Insufficient utilization of community support.

· High dropout rate of VHWs  

The review team strongly proposed that the following specific recommendations are of paramount importance to boost the community based interventions:

1. Review effectiveness of the VHW program

2. Health workers should carry out supportive supervision of the VHWs

3. Sustain the incentives that are currently in place and find other forms of motivation/incentives

4. Sustain annual regular training for VHWs

5. Organize meeting with the best two VHWs from each Dzongkhag once in two years 

6. Development and implementation of community health package

4.5 
Problems and recommendations in area of development of community support.
The review team expresses the concern that the following problems at the health system level will pose danger of interruption of quality and continuity of maternal and child health services:

· Inadequate human resource at the BHU level

· Inadequate coverage of in-service training for certain categories of health workers

· Shortage of some essential drugs

The team felt that addressing three specific recommendations at this stage would suffice to improve and strengthen health system area:

1. Reinforce the existing RCSC rule of rural placement by HR/Dzongkhags

2. Conduct audit of under five deaths to find causes of child deaths and identify area to focus

3. With immediate effect DVED to follow up with procurement of essential drugs 
4.6
Problems and recommendations in area of monitoring and evaluation.
 The review team unanimously agreed that the problems identified in the area of monitoring and evaluation are common to all  programmes and has not been addressed in the past adequately:

· No follow up after in service trainings

· Lack of regular  monitoring and supervision

Below recommendations should be implemented immediately across all programmes to improve the impact of the interventions:

1. To implement continuum of care monitoring at BHU and district level\

2. Institute a follow up plan after every training.

3. ToT and cascade training including monitoring and after-training supervision to be budgeted together.

4. Conduct impact assessment on the trainings/interventions.
5. Summary Recommendations

Analysis of the health status indicators and trends, main functions of the health system, as well as of essential activities in Bhutan was performed. It revealed problems and challenges the country faces in providing essential MCH care, in terms of target population’s access to it, coverage of interventions, and quality of provided services. The report highlighted that trends and challenges on Child Health needs to be accelerated to meet MDG4 and the Child Health should be placed at the forefront of the MoH policy. The report selected the critical recommendations for the health system and emphasizes implementation of below recommendations as urgent and highest priority: 

· To form Child Health Advisory Committee(CHAC) at the MoH to guide and provide technical assistance to all child health related programs

· Initiate and make a mandatory at least one postnatal home visit after delivery at BHU level. 
· Early childhood care and development (ECCD) is an important component of IMNCI and had to be incorporated in the IMNCI module.
· Build the capacity of all hospitals on Basic Pediatric Care (Hospital IMNCI)

· Establish one month pre-service orientation program for all new health workers on program aspects (RIHS, medical officers and other graduates)

· Develop a communication strategy and action plan for child health and form a working group to monitor its implementation.
· Conduct audit to find causes of under five deaths and identify areas to focus

· Implement simple Continuum of Care monitoring form at all BHUs and district level CHUs
Annexes Worksheets (1-7)
Using Data 

for Reviewing Child health Program

(Short Program Review)

Worksheets by Step

Step 1

Where are we going?
Worksheet 1: Goals and objectives of the child health program

Worksheet 2: Status of maternal, newborn and child health

Step 2

Are  interventions reaching women and children?
Worksheet 3: Child health interventions and how they are delivered;

Worksheet 4: Coverage indicators for child health.

Step 3
How well are program activities being implemented?;

Worksheet 5: Review how well the program implemented activities.  Assess whether the program implemented  activities in each activity area fully, partly or not at all; Determine why the program failed to implement activities or implemented them in an unsatisfactory way; summarize program strengths and weaknesses.  

Step 4

What are the main problems the program has faced?
Worksheet 6: Identify the main problems.  Problems have limited the ability to deliver interventions.

Step 5

What are solutions and recommendations for problems?
Worksheet 7:  Describe solutions and recommendations – for each main problem area.  These should be feasible and realistic.  They will be incorporated into the next workplan.
Step 1

Where are we Going?

Worksheet 1: Goals and objectives of the child health program

Worksheet 2: Status of maternal and child health

1.1.
Review the goals and objectives of the child health program

Goals and objectives provide the overall direction for the child health program.  

Goals

Goals are long-term improvements in child health and survival expected by a program.  

Goals are measured as changes in childhood nutritional status, morbidity or mortality (health impact).   Goals set the direction for all program activities.  Since they require changes in morbidity or mortality, goals may take 5 – 10 years or longer to achieve.

Example goals

· Reduce under-5 child mortality to 65/1000 live births by 2015

· Reduce infant mortality to 50/1000 live births by 2015
· Decrease the prevalence of stunting (<-2SD height for age ) in children under 5 to 
25% by 2015

Objectives

Objectives are the medium-term changes in intervention coverage that are expected by a program.  

Objectives are expected to change as the program is implemented - in the short or medium term (1-2 yearly).   If objectives are not met, then it is unlikely that long term reductions in child morbidity and mortality will occur – and program goals will not be met.

Example objectives

General

· Improve coverage of interventions to prevent and manage pneumonia, diarrhea, 
malaria, newborn problems and under–nutrition, by improving the quality of 
community and facility-based services and health education

· Strengthen health system capacity for sustained management and delivery of high 
quality health services
Specific

· Increase the proportion of infants under 6 months who are exclusively breastfed  

· Increase the proportion of pregnant women who received 2 or more TT immunizations during their pregnancy

· Increase the proportion of children with diarrhea in the previous 2 weeks who received ORT

Read Worksheet 1: Goals and objectives of the child health program 
These will be reviewed and discussed in plenary session.

Worksheet 1: goals and objectives of the child health program

	Program Goal
	Program Objectives

	1. Reduce child mortality and morbidity

2. Reduce maternal mortality


	1. Reduce IMR to 20 per thousand live births

2. Reduce under five mortality to 30 per thousand live births

3. Reduce MMR to less than 140 per 100,000 live births

4. Reduce micronutrient deficiencies

5. Sustain immunization coverage above 95%

6. Promotion of infant and young child feeding practices

7. Improve access to safe sanitation to near 100%

8. Sustain access to safe drinking water to near 100%

9. Expand comprehensive EmONC services from 7 to 15 by 2013



1.2.
Review the status of maternal, newborn and child health

Review and discuss morbidity and mortality data in worksheet 2: indicators for maternal, newborn and child health status. 

These will be reviewed and discussed in the large group.

For each measurement, ask the following questions:

· Are data available?

· Has the target been met? (if a target has previously been established)

· How has it changed over time?  Is it going up or going down?

· Does it differ between different regions or groups?

· Are there any problems with the validity or reliability of the data – are new or different methods needed?

Summarize findings on Worksheet 2:

Tick indicators with positive results

Trends are downwards

Targets have been met

Cross indicators with negative results

Trends are upwards or static

Targets have not been met

Differences between sub-groups

Shade indicators where data are needed

Describe how data will be collected in the future

Worksheet 2: Indicators of maternal, newborn and child health status

	Data Required
	Measures
	Baseline data (year and source)


	Most recent data (year and source)


	Target
	Differences by region or group (highest/lowest)

	Neonatal deaths


	Neonatal death rate


	52/12,538
*1000=4.1

(Note: Numerator from ABH 2010, denominator from PHCB 200% (2005)
	144/13362**1000= 10.8 (MNDI report 2010)

Note: Total no. of delivery was used as proxy LB 
	<10
	H= Chukha

	
	Neonatal mortality as a proportion of IMR and U5MR
	52/503*100=10%

52/772=6% 2005/(AHB 2010)
	
	NA
	

	
	Causes of death 


	Prematurity- 35%

Birth asphyxia=22%

Antepartum=7%

Congenital=4%

Unknown=4%

Others=28%

(MNDI Report 2010)
	
	Reduce prematurity and birth asphyxia


	

	Maternal deaths
	Maternal mortality ratio


	255/100000 (NHS 2000)
	15/13362*100000=112
	140 by 2015 

( MDG)
	

	
	Causes of death


	PPH- 55%

Septicemia- 14%

Obstructed labour-7%

Others-24% (April, 2005-June 2006 MDR 2007)
	PPH- 30%

Medical- 23%

PIH- 8%

Ruptured uterus-8%

Unknown-15%

(MNDI 2010)
	
	

	Low birth weight
	Prevalence of low birth weight


	8.5%

(Hospital based study 2005) 
	9.3%

(Hospital and BHU based study 2006-07)
	<5%


	H=western region

L= central region

	Infant mortality rate


	Infant mortality rate


	40.1 (PHCB 2005)
	Await BMICS 2010 result
	20 by 2013, 10 FYP)
	

	
	Infant mortality as a proportion of all child mortality


	65% (PHCB 2005)
	Await BMICS 2010 result
	
	

	
	Causes of death


	NA
	NA
	NA
	NA


Worksheet 2: Indicators of Maternal, newborn and  child health status

	Data Required
	Measures
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group 

(highest/lowest)

	Child deaths
	Under 5 mortality rate
	61.6/1000
	Awaits BMICS 2010
	30 (10fy plan)
	

	
	Causes of death


	NA
	NA
	NA
	NA

	Child morbidity
	Prevalence of childhood illnesses: pneumonia, diarrhea, malaria (fever), measles 
	P=20%

D=21%

Malaria: 1/10,000 (2009 program report)
	4.3% (2007)

11% (2006)


	15% 

(10fy plan)

10%

(10fy plan)


	

	
	Proportion of children who are positive among the total HIV positive
	9.5%

(program report 2007)
	8.2% (program report 2010)
	NA

HIV to look into the target
	

	Under nutrition
	Prevalence of low weight for height (z-score -2 or less)
	2.6%

Anthropometric survey 1999
	4.6%

National Nut and IYCF study 2008
	Sustain at  <5%
	H=western regional

L= central region

	
	Prevalence of low height for age (z-score -2 or less)
	40%

Anthropometric survey 1999

	37%

National Nut and IYCF study 2008
	30% (10FYP)
	H= eastern region

L= central

	
	Prevalence of low weight for age (z-score -2 or less)
	18.7%

Anthropometric survey 1999
	11.1%

National Nut and IYCF study 2008
	15% (MDG)
	H= western region

L= eastern region

	Micronutrient deficiencies
	Prevalence of anemia  among children age between 6-36 months (Hb ,11g/dl)
	81%

National anemia survey 2002
	
	60%  (10fy plan)
	For this particular study the Hb cut off level used is 11g/dl


Summary of Worksheet 2 – health impact indicators

	Health status indicators - program is doing enough now 

	IMR: 40 per thousand live births

	U-5 MR: 62 per thousand live births


	Childhood Immunization coverage:98% (Immunization coverage survey 2008)

	Low birth weight: 9.3% (National Nutrition and IYCF study 2008)

	Vitamin A Deficiency: 2.6% (Vitamin A Deficiency survey 2000)

	Malaria incidence in population at risk: 1/1000 (AHB 2010)

	

	Health status indicators - program needs to do more 

	

	U-5 MR: 62 per thousand live births

	MMR: 255 per 100000

	Stunting for under five: 37%(National Nutrition and IYCF study 2008)

	Exclusive breastfeeding for the first 6 months: 10%(National Nutrition and IYCF study 2008)

	Introduction of appropriate complementary food at 6 months: 20.8% (National Nutrition and IYCF study 2008)

	Iron Deficiency anaemia for 6-36 months: 81% (National Anaemia survey 2002)

	ORT corners  in  health centres: 31% (program report 2009)

	Access to safe drinking water: 83%. (AHB 2010)

	Access to safe excreta disposal:91% (AHB 2010)

	Under five pneumonia incidence: 103.1/1000 (AHB 2010)

	Under five diarrhoeal incidence: 289.2/1000 (AHB 2010)


Step 2

Are Interventions Reaching Women and Children?

Worksheet 3: Child health interventions and how they are delivered

Worksheet 4: Coverage indicators for child health

1.3.
Describe current child health interventions and how they are delivered

Review and discuss Worksheet 3 – Child health interventions and how they are delivered 

Each small group reviews a different level of the continuum of care (pregnancy, delivery and immediate post-delivery, neonatal period, infants and children 1-59 months).

Review and discuss

· Interventions that are currently delivered 

· Levels at which interventions are currently delivered 

· Whether health workers are trained to give 2 or more interventions at the same time (intervention packaging).  Describe current packages/training courses

· Whether interventions are available in all geographic areas or whether their availability is limited

Summarize findings on Worksheet 3

Tick interventions that are currently included in the program

Shade interventions that are not currently implemented at all levels of the health system – and that need to be delivered at other levels

Star interventions that have a limited geographic reach

WORKSHEET 3: Child health interventions and how they are delivered

PREGNANCY 

	Interventions
	Included in program?

Tick if yes 
	Level at which intervention is delivered

Tick levels
	Implemented in a training package with 1 or more other interventions? – specify package (s)
	Implemented in all areas or selected areas - specify

	
	
	Home and Community(ORCs)
	First level facility

(BHUs)
	Referral facility
	
	

	Tetanus toxoid immunization
	(
	(
	(
	(
	(
	all

	Birth and emergency planning 
	(
	(
	(
	(
	(
	all

	Detection and management of problems complicating pregnancy (e.g. hypertensive disorders, bleeding, malpresentations, multiple pregnancy, anaemia)
	(
	(
	(
	(
	(
	all

	Detection and treatment of syphilis
	(
	
	
	(
	(
	all

	Intermittent prophylactic treatment for malaria
	
	
	
	
	
	

	Information and counseling on self-care, nutrition, safer sex, breastfeeding, family planning
	(
	(
	(
	(
	(
	

	Insecticide treated bed nets (LLIN)


	(
	(
	(
	(
	(
	In the malaria endemic and prone areas.

	Prevention of mother to child transmission of HIV
	(
	
	
	(
	(
	all

	Other:    

Iron folic acid, vitamin C and calcium supplementation to pregnant women
	(
	(
	(
	(
	(
	all

	Other : (specify) _________
	
	
	
	
	
	

	Other: (specify) ________
	
	
	
	
	
	


WORKSHEET 3: Child health interventions and how they are delivered

BIRTH AND IMMEDIATE POST-NATAL PERIOD 

	Interventions
	Included in program?

Tick if yes 
	Implemented at which levels?

Tick levels
	Implemented in a training package with 1 or more other interventions? – specify package (s)
	Implemented in all areas or selected areas? - specify

	
	
	Home and Community
	First level facility
	Referral facility
	
	

	Monitoring progress of labour, maternal and foetal well being with partograph
	(
	
	(
	(
	(
	

	Active management of the third stage of labour
	(
	
	(
	(
	(
	

	Social support (companion) during birth
	(
	( (at home)
	(
	(
	(
	all

	Immediate newborn care (Resuscitation if required, Thermal care,  Hygienic cord care, Early initiation of breastfeeding)
	(
	
	(
	(
	(
	

	Emergency obstetric and neonatal care for complications
	(
	
	
	(
	(
	

	Antibiotics for preterm premature rupture of membranes
	(
	
	(
	(
	(
	

	Antenatal corticosteroids for preterm labour
	(
	
	
	(
	(
	

	Prevention of mother to child transmission of HIV
	(
	
	
	(
	(
	

	Other : (specify) ________
	
	
	
	
	
	

	Other : (specify) _________
	
	
	
	
	
	

	Other : (specify) _________
	
	
	
	
	
	


WORKSHEET 3: Child health interventions and how they are delivered

NEWBORN PERIOD 

	Interventions
	Included in program?

Tick if yes 
	Level at which intervention is delivered

Tick levels
	Implemented in a training package with 1 or more other interventions? – specify package (s)
	Implemented in all areas or selected areas - specify

	
	
	Home and Community
	First level facility
	Referral facility
	
	

	Exclusive breastfeeding
	(
	
	(
	(
	(
	

	Thermal care
	(
	
	(
	(
	(
	all

	Hygienic cord care
	(
	
	(
	(
	(
	

	Prompt care seeking for illness
	(
	 ( 
	(
	(
	(
	all

	Extra care of LBW infants
	(
	 
	
	(
	(
	

	Management of newborn illness
	(
	
	(
	(
	(
	

	Prevention of mother to child transmission of HIV
	(
	
	
	(
	(
	

	Other : (specify) _________
	
	
	
	
	
	

	Other : (specify) _________
	
	
	
	
	
	

	Other : (specify) _________
	
	
	
	
	
	


WORKSHEET 3: Child health interventions and how they are delivered

INFANTS AND CHILDREN 

	Interventions
	Included in program?

Tick if yes 
	Level at which intervention is delivered

Tick levels
	Implemented in package with 1 or a training more other interventions? – specify package (s)
	Implemented in all areas or selected areas - specify

	
	
	Home and Community
	First level facility
	Referral facility
	
	

	Preventive interventions

	Exclusive breastfeeding (<6 months)
	(
	
	(
	(
	(
	(

	Safe and appropriate complementary feeding with continued breastfeeding (at least up to 2 years)
	(
	
	(
	(
	(
	(

	Insecticide treated nets
	(
	(
	(
	(
	(
	Endemic areas

	Immunization (BCG, Hepatitis B, DPT, OPV, Measles, Hib)
	(
	(
	(
	(
	(
	(

	Vitamin A supplementation
	(
	(
	(
	(
	(
	(

	Water, sanitation, hygiene
	(
	(
	(
	(
	(
	(

	Birth spacing by > 24 months
	(
	(
	(
	(
	(
	(

	Other : (specify) _________
	
	
	
	
	
	

	Other : (specify) _________
	
	
	
	
	
	

	Other : (specify) _________
	
	
	
	
	
	


WORKSHEET 3: Child health interventions and how they are delivered

INFANTS AND CHILDREN 

	Interventions
	Included in program?

Tick if yes 
	Level at which intervention is delivered

Tick levels
	Implemented in a training package with 1 or more other interventions? – specify package (s)
	Implemented in all areas or selected areas - specify

	
	
	Home and Community
	First level facility
	Referral facility
	
	

	Treatment interventions

	Oral rehydration therapy for diarrhea


	(
	(
	(
	(
	(
	(

	Zinc for diarrhea


	(
	No stock 
	(
	

	Antibiotics for dysentery


	(
	
	(
	(
	(
	

	Antibiotics for pneumonia


	(
	
	(
	(
	(
	

	Antimalarials


	(
	
	(
	(
	(
	

	Management of severe malnutrition


	(
	
	
	(
	(
	

	Management of HIV-exposed/infected children 


	(
	
	
	(
	(
	

	Other : (specify) _________


	
	
	
	
	
	

	Other : (specify) _________


	
	
	
	
	
	

	Other : (specify) _________


	
	
	
	
	
	


1.4.
Review Coverage indicators for child health

Review and discuss Worksheet 4: Coverage indicators for child health.  Each small group reviews a different level of the continuum of care (pregnancy, delivery and immediate post-delivery, neonatal period, infants and children 1-59 months).

For each measurement, ask the following questions:

· Are data available?

· Has the target been met? (if a target has previously been established)

· How has it changed over time?  Is it going up or going down?

· Does it differ between different regions or groups?

· Are there any problems with the validity or reliability of the data – are new or different methods needed?

Summarize your findings on Worksheet 4

Tick indicators with positive results

Trends are upwards

Targets have been met

Cross indicators with negative results

Trends are downwards or static

Targets have not been met

Significant differences exist between sub-groups

Shade indicators where data are needed

Describe how data will be collected in the future

Worksheet 4: Coverage indicators for child health
	Period
	Intervention
	Coverage measure
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group (highest/lowest)

	Pregnancy
	Adequate antenatal care
	Proportion of mothers who received at least 4 ANC visits
	70 % (AHB 2007)
	80% (KAP on MCH 2010)
	100% by 2015
	NA

	
	Tetanus Toxoid to all pregnant women
	Proportion of mothers who received TT2+ during pregnancy
	38.8%

(2008 National EPI coverage survey)
	
	>80%
	

	
	
	Proportion of newborns protected at birth
	85.3%
	
	>90%
	

	
	Iron supplementation


	Proportion of mothers/women who received iron 

during pregnancy
	80% as all ANC mothers receive 
	
	>90%
	

	
	Malaria prevention
	Proportion of pregnant women who slept under an ITN the previous night
	NA
	
	>95% in endemic areas
	

	
	Voluntary counselling and testing for HIV and PMTCT
	Proportion of HIV + mothers who received ART prophylaxis
	NA
	
	>95%
	

	Labor and delivery
	All deliveries by a skilled birth attendant
	Proportion of deliveries by skilled birth attendants
	52% 

(AHB 2006)
	67% 

( AHB 2010)
	>85%
	

	
	
	proportion of institutional births
	40% (AHB 2006)
	61%  

( AHB 2010)
	>80%
	

	
	Identification and treatment of maternal emergencies such as eclampsia and obstructed labor
	Proportion of rural pregnancies having a c-section
	NA
	NA
	NA
	

	Immediately after birth
	Prevention of hypothermia
	Proportion of babies who were dried, wrapped (and not bathed) immediately after birth
	40% (AHB 2006) proxy  institutional delivery
	61% with proxy institutional delivery
	85%
	


Worksheet 4: Coverage indicators for child health 

	Period
	Intervention
	Coverage measure
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group (highest/lowest)

	Immediately after birth (continued)
	Appropriate cord care and hygiene
	Proportion of babies who had the cord cut with a clean instrument
	52% (AHB 2006) proxy skilled birth attendance
	67% (AHB 2010) proxy skilled birth attendance
	85%
	

	
	Immediate initiation of breastfeeding
	Proportion of mothers who initiated BF within 1 hour of birth
	81.5%

(national nutrition, IYCF study 2008)
	
	>85%
	

	
	
	Proportion of babies who received a pre-lacteal feed 
	10.7%

(national nutrition, IYCF study 2008)
	
	<5%
	

	Postnatal/ neonatal period
	Postnatal care visit
	Proportion of mothers/newborns who had a care contact in the first 2 days after delivery
	NA
	NA
	80%
	

	
	Exclusive breastfeeding
	Proportion of mothers who did not give anything other than breastmilk in the first 3 days after birth
	NA
	
	90%
	

	
	
	Proportion of infants 0-28 days who are exclusively breastfed
	86% National Nutrition, IYCF study 2008
	
	95%
	

	Infants and children
	Exclusive breastfeeding
	Proportion of infants under 6 months exclusively BF 
	10%

National Nutrition, IYCF study 2008
	
	35%
	H=central region (14%)

L= western region (8.2%)

	
	Appropriate complimentary feeding
	Proportion of infants 6-9 months who receive appropriate BF and comp feeding
	20.8%

National Nutrition, IYCF study 2008
	
	50%
	NA


Worksheet 4: Coverage indicators for child health 

	Period
	Intervention
	Coverage measure
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group (highest/lowest)

	Infants and children (continued)
	Micronutrient supplementation
	Proportion of children who  received a dose of vitamin A in the previous 6 m
	88% National Nutrition, IYCF study 2008
	
	90%
	

	
	
	Proportion of children living in HH that use iodised salt (15+ ppm)
	98.4%

National Nutrition, IYCF study 2008
	
	Over 95% coverage
	

	
	Immunizations against vaccine preventable diseases
	Proportion of children 9-23 months of age vaccinated against measles before 12 m 
	94.5%

(2008)
	96% (2009 National EPI coverage survey)
	Sustain >95%
	

	
	Prevention of malaria
	Proportion of children who slept under an ITN the previous night 
	
	NA
	
	

	
	Antimalarial treatment for malaria


	Proportion of children with fever who received appropriate antimalarials
	
	NA
	
	

	
	Care seeking for pneumonia
	Proportion of children with suspected pneumonia taken to  appropriate provider
	NA
	NA
	80%
	

	
	Antibiotic treatment for suspected pneumonia
	Proportion of children with suspected pneumonia who received appropriate antibiotics
	NA
	NA
	80%
	

	
	Oral rehydration  for diarrhea
	Proportion of children with diarrhea who  received ORT
	NA
	NA
	80%
	

	
	Use of zinc for the treatment of diarrhea
	Proportion of children with diarrhea who received ORT and a course of zinc
	NA
	NA
	80%
	


Summary of Worksheet 4 – coverage  indicators

	Coverage indicators - program is doing enough now 

	No. of household consuming iodized salt (+15ppm): 98.4%



	Insecticide treated net in endemic areas: 100%



	Immunization coverage: 98%



	Vitamin A deficiency: 2.6% sub-clinical 



	Coverage indicators - program needs to do more 

	Exclusive breastfeeding for the first 6 months: 10%



	Introduction of complementary food at 6-9 months: 20.8% 



	Access to safe drinking water:83%


	ORT corner at the health facilities:31%



	Access to excreta disposal: 91%



	

	

	

	

	

	


Step 3

How well are Activities Being Implemented?


Worksheet 5: Review how well the program implemented 
activities

1.5.
Review how well the program implemented activities

Review and discuss Worksheet 5: Review how well the program implemented activities.  

Each small group completes one worksheet for a different level of the continuum of care (pregnancy, delivery and immediate postnatal period, newborn period, infants and children 1-59 months).  The review focuses on activities that have been planned or conducted since the last review.

For each activity area review:

Activity areas (left column):  Review the activity areas.  Decide whether or not activities have been implemented in this area.  Consider activities to deliver the key intervention packages.  Use workplans and administrative reports as well as field experience from all levels.  There is no need to write every activity planned or conducted into the table.  For each activity or group of activities, a decision needs to be made about the status of implementation (Task 2).  Make this decision as soon as the activities have been identified.

Status of implementation (second column): Based on program reports such as routine monitoring data, supervision reports, discussions with staff, or your own knowledge, describe whether activities have been implemented fully (eg. 10 completed out of 10 planned), partially (eg. 2 completed out of 5 planned), or not at all.  

· Review output data to help with understanding how well implementation has been 
done (available data for each activity area has been summarized as supporting 
data).  

· The status of implementation may be different between the national level, and sub-
national levels.  In addition, sub-national levels (regions or districts, for example) may 
also differ.  It is important to note these variations in this section.

Reasons for observed implementation performance (third column): List reasons that have contributed to the extent of implementation of the activity (fully, partly, not at all).  Program documents may state reasons, or you may have knowledge of some reasons.

Strengths and weaknesses of the program (fourth and fifth column):  Based on findings from the previous columns, discuss the main strengths and weaknesses for each activity area.

Worksheet 5:  Review how well the program implemented activities

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


INTERVENTION PACKAGES BEING DELIVERED:______________________________________

	Activity area


	Status of implementation

(fully, partly or not at all)
	Reasons for observed implementation

Performance
	Strengths
	Weaknesses

	Policies, planning and management

	Practice standards and guidelines updated and being used
	IMNCI, growth monitoring, IYCF, PMTCT, VCT, FP, VHW manual, EPI manual, lactation manual, SAM manual
	Standards revised and used by health workers
	Strong political commitment. 

Uniform standards/guidelines. 

Committed health workers  
	Lack of expertise 

Shortage of human resources 



	Midwifery Standards, PPH Guideline
	Old Midwifery Standard fully implemented,

Revised Midwifery Standard and PPH guideline partly implemented
	 The Revised Midwifery Standard and PPH guideline partly implemented coz is recently revised and has some constraint in budget release
	· Cover all the aspects of safe motherhood

· Provided in all HFs

· Updated as per the international standard
	· Poor M&E

· Assessment of impact not done

	Newborn Standard
	Fully implemented 
	
	Developed in 2006 and all BHU staffs and nurses were trained on the standard
	Need to update

Need to improve in terms of technical, and simplification  and user-friendly

	Essential drug list available


	fully
	EDL available and updated regularly
	Std EDL in place
	Interrupted drug supplies

Dependent on other countries for supplies of drugs

	Budgeted plans developed annually – at the national and district levels
	fully
	Annual work plan developed and implemented under specific budget
	Work plan  are developed on evidence based and in line with  national goals

Political commitment


	Ad hoc activities crop up

Lack of  coordination between the programmes and  districts at the time of planning

	Planning done collaboratively with other divisions and with donors
	fully
	Annual work plan in place

Plans reviewed regularly
	Coordination within divisions under same department

Support from the collaborating agencies 
	Poor inter-departmental coordination

	Annual budget adequate to complete all activities in the last plan
	partly  
	Unfunded activities are not being carried out
	Strong support from government and partners
	Implementation of district level  activities are programme driven in terms of fund support

Lack of resources 

Unfunded activities reflected in the AWP


Supporting data:  policy and planning

	Indicator 
	Current status

	Policies for exemption of pregnant women, newborns and children from health charges available and implemented
	            Y     (free health service)

	CRC reporting mechanism established and working
	            N                     

	Costed national plan for ensuring universal access to newborn and child survival interventions available
	            Y                       

	Mechanism for monitoring the International Code for Marketing of Breastmilk substitutes  working
	            N                

	Laws and policies on vital registration adopted


	             N

	National child health strategy endorsed and costed


	              N

	% of districts implementing  intervention package 
	             100%

	% of proposed child health budget received on time in the previous year 
	Delay in receiving fund for the activities because of the financial procedures


Worksheet 5:   Review how well the program implemented activities

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


INTERVENTION PACKAGES BEING DELIVERED:______________________________________

	Activity area


	Status of implementation

(fully, partly or not at all)
	Reasons for observed implementation

Performance
	Strengths
	Weaknesses

	Human resources/training – in-service

	Plan to ensure adequate staffing at each level
	Partly 
	Lack of human resources 

Deployment problems
	HRD master plan in place 
	Depend on other countries for specialized  human resources 

Lack of effective deployment 

Inadequate capacity of training institute in the country

	In-service training strategy available
	Partly


	HRD unable to initiate the process fully
	In service training unit is being set up under HRD
	Short term strategy most of the time

Dependent on resources

	In-service training conducted for health staff
	Partly 
	Time and resource constraints 
	Training materials available

Well trained facilitators 


	Release of  staffs 

Poorly coordinated in- service training amongst the programmes

	In-service facilitators trained
	fully
	Identified and trained facilitators  
	Good commitment to train 


	Release of  facilitators 

Time and resources constraints

	Follow-up after in-service training conducted
	Partly 


	Time and resources constraints 


	Proposed (recommended by the annual health conference 2008)
	Lack of follow up plan and resources 

	Quality of in-service training – are: types of staff trained, materials used, time allocated, amount of clinical practice adequate?
	Partly  
	Lack of cases for clinical practice 


	Need based  trainings conducted 

Standard training tools  used 
	Lack of cases for clinical practice 

No training quality assessment done 

Quality compromised during cascade trainings 


Worksheet 5:  Review how well the program implemented activities

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


INTERVENTION PACKAGES BEING DELIVERED:______________________________________

	Activity area


	Status of implementation

(fully, partly or not at all)
	Reasons for observed implementation

Performance
	Strengths
	Weaknesses

	Human resources/training – pre-service

	Pre-service training strategy available
	Not at all
	
	Lecturers and structured curriculum in place
	Current  orientation program does not cover all program aspects 

	Pre-service training incorporated into curriculae of medical and other schools
	fully
	Structured curriculum in place
	Incorporating revised manual in curricula 

Revision of curriculum as per need and regularly 
	

	Pre-service trainers trained


	fully
	Lecturers are fully trained
	Qualified lecturer
	Lack of adequate number of lecturers at the institute

	Quality of pre-service training – materials used (including textbooks), time allocated amount of clinical practice adequate?
	partly
	Resource constraints


	Although limited cases for practical sessions, equal opportunity for the trainees are allocated
	Not enough text books for teaching

Inadequate time allocation for the clinical sessions




Supporting data:  human resources/ training

	Indicator 
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group (highest/lowest)

	% of health staff who have received training in intervention package =
	
	
	
	

	IMNCI 
	70% (2010)
	
	98%
	

	EPI
	95%
	
	95%
	

	Lactation management 
	80% (2007)
	
	100%
	

	IYCF
	<10% (2010)
	
	>80%
	

	SAM (all district hospitals)
	20% (2003)
	35%(2010)
	>80%
	

	RH (midwifery and newborn care)
	
	
	
	

	% of planned trainings completed in the previous year =
	14/15 activities completed 
	
	
	

	% of health facilities with at least 60% of health workers caring for children, newborns or pregnant women trained in training package =
	NA
	
	
	

	% of all trained staff who receive follow-up visit within 3 months of training =
	NA
	
	
	

	% of medical/nursing/midwifery training schools that have incorporated focus intervention or package =


	100%
	
	100%
	

	% of mothers who receive ANC/PNC from a skilled provider =
	70% (AHB 2007)
	80% ( KAP _MCH, 2010)
	100%
	


Worksheet 5:  Review how well the program implemented activities

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


INTERVENTION PACKAGES BEING DELIVERED:______________________________________

	Activity area


	Status of implementation

(fully, partly or not at all)
	Reasons for observed implementation

performance
	Strengths
	Weaknesses

	Health communication/IEC

	Child health communication strategy  or plan available
	partly
	EPI communication strategy is available but may not cover all aspects of child health
	Conducted KAP survey on MCH and Communication strategy on MCH is under process
	No actual communication strategy or plan available 

	Focus on reaching hard to reach populations 


	Partly 
	Geographical terrain 

Nomadic 

Unreached urban population
	Policy and strategies in place
	Rough terrain and dispersed population

Socio cultural beliefs 

Lack of awareness among the population



	Communication activities conducted:   mass media, printed  materials, training for local groups/volunteers in inter-personal communication; training for health workers
	Fully 


	Integrated in various  program  
	High coverage to media

Communication modules and materials are available in the health facilities 
	No regular update of the information and messages  (need based)

Poor M&E/review

High cost of media usage

Health workers are not train on IPC

	Messages and materials developed and distributed
	Fully 
	Need based materials developed
	Available 
	Lack of impact study

	Quality:  key child health messages used; messages and materials pre-tested and adapted for local context 
	Fully
	Need based materials developed and distributed
	Available
	Lack of impact study


Worksheet 5:  Review how well the program implemented activities

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


	Activity area


	Status of implementation

(fully, partly or not at all)
	Reasons for observed implementation

performance
	Strengths
	Weaknesses

	Development of community supports

	Implementation plan for  community-level activities available


	Fully 
	Structured plan for the community activities  
	Annual plan for the community activities available

Good coverage 


	Time constraint (too many activities at a time)

Inadequate human resources  

	Community health workers trained and available
	Fully 
	well trained BHU staffs  
	Well structured curriculum in place for the BHU staff training (RIHS)
	Inadequate clinical practices 



	Volunteers (VHWs) trained and available


	Fully
	Need based

 
	Community participation

Low cost 
	Dropout rate

Responsibility and accountability is low 

Low education level

	Quality: developed collaboratively; use local staff and volunteers; supervision or oversight plan

Included
	Partly 
	Yearly plan for the community health workers (VHW) 
	Focus on primary health care 
	Purely a voluntary services 

Responsibility and accountability is low 

Low education level 


Supporting data:  health communication/ community

	Indicator 
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group (highest/lowest)

	% of mothers receiving at least one mass media communication activity (radio, TV, groups etc) which includes the key interventions in the he last 3 months =
	 NA
	54% radio (KAP survey 2010)
	80%
	

	% of caregivers who know 2 danger signs for seeking care during pregnancy/for their sick child  =
	NA
	28.1%

(KAP survey 2010)
	70%
	

	% of  trained VHWs for promoting key family and community practices =
	NA
	30%
	100%
	

	% of caretakers of children 0-59 months who received a home visit and counseling from BHU health provider in the previous 3 months =
	NA
	
	80%
	


Worksheet 5:  Review how well the program implemented activities

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


	Activity area


	Status of implementation

(fully, partly or not at all)
	Reasons for observed implementation

performance
	Strengths
	Weaknesses

	Strengthening health systems 

	Quality of case-management
	fully


	Trained health staffs on the case management 
	In service training packages in place

Annual work plan for training 
	Human resource constraints 

Not all staffs get timely in service training

In appropriate work distribution 

	Services available
	fully
	Well established health facilities
	At least one health staff in every health facilities
	Human resource constraints 

Not all staffs get timely in service training

In appropriate work distribution

Communication/transport constraint 

	Essential drugs and equipment available at first and referral levels
	fully
	DVED is solely responsible for procurement and supplies of drugs and equipment 
	List of EDL is in place

Maintaining 95% of drug supply is mandatory 

Central distribution in place
	Supplies not regular 



	Routine supervision conducted using checklists, and observation of practice
	partly
	Check list not yet endorsed 
	
	Time and resource constraints 



	Systems for timely referral of sick newborns and children in place


	fully
	Well established referral system in place

Health workers trained 

Ambulance facilities available

Hotline services available 
	Well established referral system in place


	Travel distance 

Difficult terrain

Cultural and traditional beliefs 

Running cost for ambulance 




Supporting data:  systems

	Indicator 
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group (highest/lowest)

	Quality of case-management

	% of children who received integrated assessment (10 assessment tasks) - IMNCI
	NA
	 initiated 
	
	

	% of children attending facilities who need an antibiotic and/or an antimalarial who are prescribed the medicine correctly - IMNCI
	NA
	 initiated 
	
	

	Data on quality of antenatal care, delivery or newborn care
	NA
	NA
	
	

	Services available

	% of hospitals providing comprehensive emergency obstetric and newborn care (24 hours/day, 7 days/week)  =
	4/29*100=14%

(2000,RH)
	7/30*100=23%

(2009, RH)
	50% by 2013
	

	% of hospitals or maternity facilities accredited as baby-friendly in the previous 2 years =
	NA
	Revitalization on  process
	10
	

	% of facilities with immunization services available =
	100%
	100%
	100%
	

	% of facilities providing ANC, delivery, PNC, IMNCI services =
	NA
	100%
	100%
	

	% of mothers receiving +4 ANC/ PNC from a skilled provider
	NA
	44% ( ANC) 

NA (PNC)
	80%

80%
	

	Essential drugs, equipment and supplies

	% of health facilities with all essential medicines for managing common newborn  and childhood illnesses 
	NA
	100% in all the health facilities except some services 
	100%
	

	% of health facilities with all essential medicines for managing  obstetric emergencies 
	NA
	100% 
	100% 
	

	% of health facilities with all equipment and supplies for vaccination  
	NA
	100%
	100% 
	

	% of facilities with basic equipment and supplies for managing sick newborns and children
	NA
	100% in all hospitals and BHU-1
	100% 
	

	% of facilities that manage severely ill children with oxygen/delivery systems available in the pediatric ward
	NA
	100%
	100%
	

	Supervision and referral

	% of health facilities receiving at least one supervisory visit with observation of case-management in the previous 6 months 
	NA
	NA
	Once in 6 months 
	


 Worksheet 5:  Review how well the program implemented activities

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


	Activity area


	Status of implementation

(fully, partly or not at all)
	Reasons for observed implementation

performance
	Strengths
	Weaknesses

	Monitoring and evaluation

	Plan for routine monitoring and periodic evaluation of the child health program included in strategic plan and work plans
	partly
	For IMNCI follow up supervision once in 6 months
	Supervisors are trained on IMNCI
	Comprehensive M&E plan not in place

Not all relevant health workers are trained

	Standard international indicators used


	Fully 
	Uniform standards 
	Uniform standards
	International standards might not be used to country context

	Short and long term targets set
	partly
	No baseline data 
	
	Lack of specific strategy and programs 

	Population- and health facility-based data available for monitoring and evaluation


	fully
	Morbidity and activity reporting from the districts in place

Annual household survey report 
	HMIS data collection system is in place

Recording and reporting on regular basis 

HMIS soft ware in place and trained in recoding and reporting 


	Reports not uniform across health facilities (cumulative Vs new cases)

Need to update HMIS manual

Some indicators are not available (PNC/breastfeeding) 

Not reliable data from Annual household survey (AHS)

Major cities not included in the AHS

	Monitoring data used for routine planning by all levels
	Partly
	Data collected are not analyzed systematically 
	Annual household survey 

Routine morbidity and activity reporting
	Weak culture of information usage 



	Vital registration systems working
	Not working at all


	No policies and laws on vital registration
	
	


Supporting data:  monitoring and evaluation

	Indicator 
	Baseline data (year and source)
	Most recent data (year and source)
	Target
	Differences by region or group (highest/lowest)

	% of births registered at birth =


	NA
	
	
	

	% of child deaths registered =


	NA
	
	
	

	% of routine reports from districts received on time
	88% 

(2009)
	85% 

(2 qtr of 2010)
	100%
	


Step 4

Identify the main problems the program has faced

1.5.
Identify the main problems

Each small group completes one Worksheet 6 – identify the main problems for a different level of the continuum of care (pregnancy, delivery and immediate postnatal period, newborn period, infants and children 1-59 months).

For each activity area review and summarize the weaknesses identified on Worksheet 5.  

Summarize these as the most important problems – no more than 3 or 4 in each main activity area.  These problems will be presented and discussed in the large group.  

A final list of the most important problems for each activity area will be developed in the large group – problems that are common will be grouped together.

Worksheet 6:  Identify the main problems

	 __Pregnancy __Birth and Immediate Post-natal period__ Neonatal period

 __Infants and children 1-59 months


	Interventions where more action is needed (from coverage data):_________________________________

	Intervention packages used to deliver the interventions: ____________________________________


	Activity Area
	Problems

	Policy, planning and management


	Lack of knowledge and skills in the program planning and management 

Unfunded activities reflected in the AWP/ Ad hoc activities

No mandatory vital registration

Inadequate/quality of  data on ANC/PNC/neonatal deaths/immunization coverage

	Human resources and training


	Dependence on other countries for most HR development and resources 

No long term in-service training plan/ strategy 

Release of field staff and facilitators for in-service trainings

Deployment of skilled human resources 

Lack of patients for clinical practices during in service training

PRE-SERVICE
Inadequate number of clinical supervisors

Inadequate  resource materials

Inadequate time for Practicum  

	Communication


	No communication strategy and action plan for child health (Regular update of information and messages not carried out; nutrition, VPDP, RH, IMNCI)

Socio-cultural beliefs

Quality of IEC provided in the MCH


WORKSHEET 6: Identify the main problems (continued)
	Activity Area
	Problems

	Development of community supports


	Inadequate human resource

Competing activities from different programmes

Low responsibility and accountability of village health workers (VHWs) due to their voluntary nature

Educational level of VHWs

	Strengthening health systems


	Inadequate human resource 

Inadequate coverage of in-service training for all health workers

Unequal work distribution

Interrupted supply of medicines

Difficult terrain/logistics for timely referral

Quality of services provided in the MCH

	Monitoring and evaluation


	No follow up after in service trainings 

Lack of regular  monitoring and supervision

No M & E system in place

Lack of M & E skills


Step 5

Develop solutions and recommendations 

1.5.
Develop Solutions and recommendations

Worksheet 7 – develop solutions and recommendations is completed for the final list of problems identified after Step 4.  

For each activity area possible causes, and solutions to problems will be discussed.  Recommendations for what the program can do in the next workplan are developed.

Solutions should:

· Address causes of problems

· Be feasible with available human, material and financial resources

· Build on existing program activities when possible

Recommendations should:

· Be as specific as possible

· Focus on concrete actions

Worksheet 7: Develop solutions and recommendations
Activity area:  Policy, planning and management

	Problem
	Cause
	Solution

	Lack of knowledge and skills in the program planning and management 
	No system of mandatory training for program officers  on program planning  and management


	All program officers/DHOs to be mandatorily trained on program planning and management 

	Unfunded activities reflected in the AWP/ Ad hoc activities
	Emergencies/outbreaks
	Minimized unfunded activities



	No proper data on births and deaths


	No adequate mechanism for vital registration

Data on neonatal deaths at home were difficult to collect due to lack  mandatory registration

Cultural beliefs leading to non disclosure of neonatal deaths
	Develop a mechanism for vital registration

Support implementation of the updated mechanism of  vital registration 

	Inadequate/quality of  data on ANC/PNC/neonatal deaths/immunization coverage
	PNC was not adequately addressed 


	At least one home visits by the health workers within 72hrs for home deliveries and within one week for institutional deliveries 



	Recommendations:

9. To form Child Health Advisory Committee(CHAC) at the MoH to guide and provide technical assistance to all child health related programs

10. All existing  program officers including DHOs to be mandatorily trained on program planning and management 

11. To reduce the neonatal and maternal mortality postnatal home visit should be made mandatory 

12. PNC guidelines and home visit check list to be developed for BHU health workers

13. In collaboration with MoHCA and NCWC, develop a mechanism for vital registration

14. Support implementation of the updated mechanism of  vital registration through training, supervision, monitoring and evaluation

15. Early childhood care and development (ECCD) is an important component of IMNCI and has it be incorporated in the IMNCI module.

16. To complete the linkage between the BHUs and hospitals on IMNCI referral the WHO module on hospital based IMNCI should be adopted and the capacity of health workers should be built

17. The child health program (RH, Nutrition, EPI, IMNCI, ARI/CDD) review should be conducted  twice in five year plan


Activity area:  Human resources/training

	Problem
	Cause
	Solution

	Dependence on other countries for most HR development and resources 
	No national capacity for degree courses
	Hospital attachments to enhancing skills

Establishment of specific training centre 

	In service training planned on annual basis only 
	No long term in-service training plan/ strategy
	Five year training plans for each program

	Release of field staff and facilitators for in-service trainings
	Too many trainings and less staffs
	Coordinate all trainings through HRD

	In appropriate deployment of skilled human resources 
	Poor HR management and lack of coordination


	Deployment as per the facility needs in coordination with relevant stakeholders

	Inadequate hands on training 
	Lack of patients for clinical practices during in service training
	Identify hospitals with enough case loads for training purpose

	PRE-SERVICE

	Quality of services provided by the health workers 
	Inadequate number of clinical supervisors

Inadequate  resource materials

Inadequate time for clinical practice  
	Increase the number of clinical supervisors 

Procure adequate teaching materials

Explore more health facilities for clinical practice: e.g lungtenphu hospital

	Recommendations:

5. Identify health facilities for in/pre service practical attachment  

6. Conduct assessment of the quality of services provided by the health workers

7. HRD to improve the coordination of in service trainings 

8. HRD to deploy health workers based on their skills

9. One month pre-service orientation program for all new health workers on program aspects (RIHS, medical officers and other graduates) 


Activity area:  Communication/IEC

	Problem
	Cause
	Solution

	Poor ANC +4 visits (44%)

Poor PNC coverage.

Exclusive breastfeeding (10%)

Early introduction of complementary feeding.
	Inadequate/Poor Quality of IEC provided in the MCH clinics.
No communication strategy and action plan for child health (Regular update of information and messages not carried out; nutrition, VPDP, RH, IMNCI)

Socio-cultural beliefs
	Develop a concrete communication strategy and action plan for child health.



	Recommendations:

5. Form a working group to develop a communication strategy and action plan for child health.

6. Ensure budget for communication action plan.

7. Promotion of maternal nutrition program to reduce low birth weight 


Activity area:  Development of community supports

	Problem
	Cause
	Solution

	Insufficient utilization of community support.


	Competing activities from different programmes

Educational level of VHWs

	Draw ToR for VHWs

Prioritize activities for VHWs.

Strengthen monitoring and supervision.

	High dropout rate of VHWs


	Lack of motivation.

Lack of incentives.


	Explore incentives for VHWs

Develop other forms of motivation.

	Recommendations:

7. Review effectiveness of the VHW program

8. Health workers should carry out supportive supervision of the VHWs

9. Sustain the incentives that are currently in place and find other forms of motivation/incentives

10. Sustain annual regular training for VHWs

11. Organize meeting with the best two VHWs from each Dzongkhags once in two years 

12. Development and implementation of community health package 


Activity area:  Strengthening Health Systems

	Problem
	Cause
	Solution

	Inadequate human resource at the BHU level
	Irrational deployment of health workers.

Female HA’s not willing to go to remote BHUs

Spouse working in other sectors.
	HR/Dzongkhags to deploy staff based on work load.



	Inadequate coverage of in-service training for certain categories of health workers


	Improper training plan.

Only one time training is conducted for a particular activity
	Proper training plan to cover all the health workers.



	Shortage of some essential drugs
	Interrupted supply of medicines


	DVED to follow up with emergency procurement.

	Recommendations:

4. Reinforce the existing RCSC rule of rural placement by HR/Dzongkhags

5. Conduct audit of under five deaths to find causes of child deaths and identify area to focus


Activity area:  Monitoring and evaluation

	Problem
	Cause
	Solution

	No follow up after in service trainings 
	No follow up plan in place for most training programs.
	Institute a follow up plan after every training.

	Lack of regular  monitoring and supervision


	Lack of M & E skills

Lack of easy to use uniform for monitoring of child health interventions

No M & E system in place
	Develop skills of the supervisors through training.

Conduct M&E as per MoH’s mandate.

Introduce simple visualized monitoring forms

	Recommendations:

6. To implement continuum of care monitoring at BHU and district level\

7. Institute a follow up plan after every training.

8. ToT and cascade training including monitoring and after-training supervision to be budgeted together.

9. Conduct impact assessment on the trainings/interventions.
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