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Executive Summary

The PMTCT/MNCH Initiative in Luapula Province includes the Provincial Health Office (PHO), District Health Office (DHO) from three districts, nine health facilities (three from each district), community volunteers, UNICEF, Family Health International’s (FHI) Zambia Prevention Care and Treatment (ZPCT) Project, World Vision International (WVI) and UNFPA.

Through better partnership and coordination; SMS technology; capacity building of human resources; mentorship and supervision; and community mobilization and participation, the Initiative aims to strengthen service provision and uptake of PMTCT/MNCH services. After one year of implementation, a documentation exercise was conducted to collect best practices and lessons learnt from the Initiative.

Partnership and coordination among the various partners has increased, largely a result of meetings and reports. Quarterly meetings with all partners provide an opportunity to come together and share successes and challenges. These meetings also help NGO partners contribute their comparative advantages to complement each other. Facilities also report monthly meetings with community leaders, where they share challenges and successes in the community that affect service uptake. Community leaders report a better relationship with health facilities, and as a result, are able to partner together to address challenges.  

SMS technology has dramatically decreased the waiting time for results from Dried Blood Spot (DBS) testing and improved Early Infant Diagnosis (EID). The turnaround time for sending and receiving results took up to three months, but with SMS technology this time has been shortened to a few weeks. The reduced time creates an opportunity to identify and start babies on treatment much earlier before.

DHO’s, health facility staff and community volunteers benefited from trainings that provided more technical guidance on service delivery. Especially for community volunteers, the Initiative saw the formation and strengthening of Safe Motherhood Action Groups (SMAGs) and PMTCT lay counselors, who were able to provide routine services at the health facility including motivation talks and counseling and testing, respectively. This allowed healthcare workers to do more invasive procedures such as immunizations. The community volunteers also provided community sensitization to address traditional practices that negatively affect service uptake, however the time for implementation is too short to assess how this has impacted health-seeking behavior.
Mentorship and supervision visits provide on-site technical support to healthcare workers. During these visits, stocks and registrars are reviewed, but more importantly, role-play is used to show healthcare workers ideal service delivery. The visits have also increased the relationship between the facility and DHO over time, creating a more supportive interaction. Challenges in stock management were addressed during the visits, and as a result, healthcare workers are better able to manage their stocks. However, the visits are still centralized with lead from the PHO which limits their frequency. The coordination and lead of the mentorship and supervision role should be transitioned from the PHO and UNICEF to the DHO’s, allowing them to conduct the visits more frequently and for longer periods. As community volunteers gain a stronger role in the health facility, mentorship and supervision visits should also be conducted for these groups.

SMAGs and PMTCT lay counselors mobilize their communities to access health services. While the impact of these groups is still too early to assess, they provide the health facility with a crucial link to the community, and are able to identify and address key challenges in the community. While the PHO, DHO’s and health facilities report increased ANC attendance and facility-deliveries, data collected from the registrars do not show significant improvement. However, the groups were formed under the Initiative, and it may be too early to attribute successes to them. The community volunteers work without pay, but should be provided incentives to motivate them and help them do their work. 

While the Initiative has shown promising innovations, it is too early to asses the impact of these innovations on service delivery and uptake. Continuing the Initiative would provide time for assessing impact, transitioning the coordination role from UNICEF to Ministry and scaling-up to more facilities in the districts to provide a better measure of impact. 
Introduction
Zambia is among the highest in the world and the sub-region for maternal, neonatal and child mortality rates: 591 per 100,000 live births, 34 per 1,000 live births and 119 per 1,000 live births respectively
. The situation is further compounded by high HIV prevalence of 14.3% in the general population and disproportionately higher at 16.4%
 among pregnant women. 
Among the country’s nine provinces, Luapula province has the highest under-five mortality rate at 157 per 1,000 live births. To respond to this, UNICEF in collaboration with the Ministry of Health, UNFPA, Family Health International (FHI) and World Vision International (WVI) implemented the integrated MNCH/PMTCT Initiative aimed at improving health outcomes in three selected districts of Luapula Province. 
Background
The time frame for implementation of the Initiative is 12 months (November 2009 to November 2010), and a documentation exercise was conducted at the completion of the Initiative to capture evidence generated and lessons learnt from the implementation of the different catalytic and strategic interventions that were carried out in the different sites towards improved MNCH status. The Initiative aimed at providing a model for strengthening service delivery through integrating PMTCT with routine MNCH services and through community participation. Evidence generated will inform and influence policy for improving equitable access to quality services.   
The documentation exercise included focus group discussions and key interviews with representatives from FHI/ZPCT in Lusaka and Mansa; World Vision International (WVI) in Lusaka and Nchelenge; Luapula Provincial Health Office (PHO); and District Health Offices (DHO) in Mansa, Kawambwa and Nchelenge Districts. The Initiative included three health facilities in each district, for a total of nine facilities. However, due to time and their geographical locations, one health facility from each district was interviewed during the documentation process: Kundamfumu RHC in Mansa District; Salanga RHC in Kawambwa District; and Kambwali RHC in Nchelenge District. Community volunteers from the catchment area of these clinics were also interviewed. (See persons met in Appendix A and documentation schedule in Appendix B)
Focus group discussions were held with each partner in the Initiative using a pre-developed questionnaire to guide the discussion (see Appendices C through G). The documentation focused on five key areas of the Initiative:

1. Programme partnership, management and coordination

2. SMS Technology (RemindMI and Results160)
3. Knowledge and skills of human resources

4. Mentorship and supervision

5. Community mobilization and community participation

Partners were asked about their role in each of these areas, and how the Initiative through these key areas has affected overall service delivery and uptake. 

Mansa District 
The district has a total catchment population of 254,765. Out of the three facilities under the Initiative in this district, two are located in areas without cell phone network. Only Mibenge RHC has network, and therefore this is the only clinic in the district under the Initiative utilizing SMS communication for DBS test results. However, this clinic was not visited during the documentation process, but Mansa DHO was able to provide information on the use of Results160 and RemindMI. As part of SMS technology implementation in the district, three additional health centers were included: Mansa Central Clinic, Buntungwa Clinic, Muwang’uni and Fimpulu RHCs. 
Kundamfumu RHC’s catchment population is 7,034, and the clinic conducts seven outreach sessions per month (once in each zone) in family planning (FP), immunization, growth monitoring and promotion (GMP) and malaria prevention and treatment. They have a Peace Corps Volunteer with a background in antenatal and postnatal care that supports basic service delivery in these areas at the clinic.
A focus group discussion was held at the health facility with ten community leaders (five male, five female), including representatives from the Health Center Committee (HCC), Safe Motherhood Action Group (SMAG), PMTCT Lay Counselor, and Community Health Worker (CHW).

Organizations that work in this district include UNICEF, ZPCT, UNFPA, CARE and JSI Deliver. WVI does not work in Mansa District. 

Kawambwa District

Total catchment population of the district is 133,227. All three facilities under the Initiative are using SMS communication for DBS testing, and DHO representatives are part of the system. In June 2010 DHO representatives were trained by UNICEF to conduct mentorship and supervision visits, so now they are capable of carrying out this activity on their own. 
Salanga RHC’s catchment population is 6,797 and they conduct four outreach sessions per month in immunization, GMP and malaria prevention and treatment. 

A focus group discussion was held at the health facility with 11 community leaders (six males, five females), including representatives from SMAG, PMTCT Lay Counselor, Traditional Birth Attendants (TBA), CHW and HCC.
Organizations that work in this district include UNICEF, ZPCT, UNFPA and WVI.
Nchelenge District

Total catchment population of the district is 162,664 and all three facilities are using SMS communication. The DHO is involved in SMS communication. 
Kambwali RHC’s catchment population is 21,479 and they conduct monthly outreach sessions in FP, immunization, GMP and malaria prevention and treatment. They are now able to do testing during antenatal care (ANC) outreach because of involvement of PMTCT lay counselors who are trained in counseling and testing. PMTCT lay counselors and Safe Motherhood Action Groups (SMAGs) support ANC and delivery services, while a breastfeeding (BF) group supports post-natal care (PNC) and upwards.
A focus group discussion was held at the facility with 12 community leaders (six males, six females), including representatives from SMAG, PMTCT Lay Counselor, TBA, CHW and HCC.
Organizations that work in this district include UNICEF, ZPCT, UNFPA and WVI.  

Programme Partnership, Management and Coordination
Partners agree overall that the Initiative has been successful in strengthening partnership and coordination. The PHO and DHO’s attribute much of the successful coordination to having a dedicated person based in Mansa tasked to oversee the Initiative. This person is a UNICEF representative who is able to quickly act on any issues that arise at the health facility and act as a voice between the facility and the various partners. However, if the Initiative comes to a close, all partners agree that the strides made would be threatened, unless Ministry was enabled to fulfill the coordination role that UNICEF’s PMTCT/MNCH Coordinator has provided. 
The DHO’s report stronger coordination and partnership with ZPCT, UNICEF, WVI and UNFPA, but especially with the three health facilities under the Initiative in their districts. Health facility staff also report a stronger and much more supportive partnership with the DHO. This stronger relationship has much to do with continued mentorship and supervision visits, which provide an opportunity for discussion and sharing of experiences on both sides. As a result of these visits, DHO are more receptive to the challenges faced by health care facilities, and health facility staff feel more support from the DHO. 
With so many partners at various levels, much of the coordination took place through report writing and meetings, from community volunteers up to PHO. In each district, community volunteers compile their monthly reports and send to the health facility, which are reviewed and discussed during monthly meetings at the facility. The meetings focus on challenges in the community and identify solutions to the challenges. In each district, this was a participatory process that included health facility staff and representatives from each of the volunteer groups. In Kawambwa District, the Health Center Committee (HCC) seems to play a stronger role in coordinating and representing the various community volunteer groups. The HCC is a mother-body of all community-based volunteer groups, and together with the health facility, they discuss challenges in the community and develop the way forward. Regardless of how strong the HCC is each group of community volunteers in the three districts expressed that they have a stronger, more supportive relationship with the health facility, and regularly meet to discuss challenges and potential solutions together. 
An example of their strengthened and more supportive partnership was given at Kundamfumu RHC. Community volunteers and health facility staff identified that Kalunda (one of the catchment areas) had poor safe-motherhood health seeking behaviors. Working together, they formed a SMAG committee in that area, and since then, uptake of antenatal and post-natal services by women in that area has increased. As a result of their stronger partnership with each other, facility staff and community volunteers are able to work together to address challenges in their community, thereby improving health seeking behaviors. 
It seems that sometimes the DHO interacts directly with community volunteer groups. In Kawambwa District, community volunteers had quarterly performance assessments with the DHO, at which time they received feedback on their monthly reports. These quarterly visits contributed to developing a stronger relationship and line of communication between the community volunteers and DHO, who were more aware of the volunteer’s efforts and the challenges they faced. 

As health facilities and community volunteers meet, they send monthly reports to the DHO’s Health Information Officer, who aggregates the reports and HMIS from each facility and analyzes for quality and accuracy. A Technical Group at the DHO reviews the aggregated report and data, and develops the way forward to address challenges in their district, which may include engaging NGO partners or referring to the PHO.
Under the Initiative, quarterly meetings were held with WVI, UNICEF, UNFPA, ZPCT, PHO, DHO’s from the three districts and health facility representatives. The meetings provide an opportunity to discuss accomplishments from the previous quarter, planned activities in the next quarter, successes and challenges. It creates a forum for partners to share innovative ideas and learn from each other to address their challenges. Each partner in the Initiative expressed that the meetings create transparency and ensure that partners are aware of each other’s activities. Through the quarterly meetings, DHO are also afforded a chance to meet more with the PHO, and discuss their challenges and successes in greater detail. In addition to report writing, quarterly meetings have strengthened relationships between the various partners under the Initiative. 
DHO’s report improved relationships not only with health facilities and community volunteers, but also with NGO partners. As a result of the Initiative, there is less overlap between partners and stronger involvement with the DHO and facilities. As NGO partners support a district, they meet with the DHO to identify facilities and communities that would benefit from their support. For example, facilities or communities in need of strengthened HIV and AIDS support would be linked by the DHO to ZPCT, who focuses on training and material support in this area. Accepted practice by the PHO and DHO is for the Ministry to work hand-in-hand with NGO partners to identify areas or facilities that would benefit from their support. This decreases overlap among NGO partners, and ensures that the DHO is aware of health-related activities in their district.

While all partners work in this manner, Kawambwa DHO expressed concern over not being aware of WVI’s health-related activities in their district. Rather than coordinating directly with the DHO before implementation, WVI seems to conduct activities with community volunteers and then inform the DHO during meetings. Part of the reason may be that WVI’s activities are broad, and health is only one component. Another may be that they do not have an office in Kawambwa district; WVI has an office in Nchelenge District, and Nchelenge DHO expressed a strong relationship with WVI. 
As NGO partners coordinate with the DHO to identify facilities, in the same manner they work with facilities to identify community volunteers to train in health-related topics. For example, when forming and training SMAGs, the facility staff will work with the Neighborhood Health Committee (NHC) to identify community members to train, based on their previous experience and capacity to assist. Once they complete the training, the facility will work in partnership with the newly trained SMAGs. However, WVI seems to identify volunteers to train on their own, through their ADP representative. Health facilities expressed concern over this, as they are not aware of who is trained, and therefore unable to fully engage those persons. For example, WVI recently conducted DBS training for community volunteers, but health facilities and NHC’s were not involved in the selection of those persons for the training, and as a result, the facility is cautious about engaging those individuals. 
Additionally, the PHO does not seem to be aware that WVI is a partner in the Initiative, despite their presence at the quarterly meetings. Again, this may have to due with WVI not having an office or presence in Mansa. WVI focuses on building the capacity of community volunteers, who have been shown under the Initiative to be a powerful force in generating health service demand. 
Challenges

While agreeing that overall coordination and partnership has greatly improved under the Initiative, it can be difficult to schedule meetings with various partners. Some partners also found it difficult to coordinate programmes together as each organization is guided by their own internal work plans in addition to Initiative’s work plan. In fact, the PMTCT/MNCH Coordinator ensured that the Initiative’s work plan was followed. Without a coordinating person, a join work plan as created under the Initiative may be overshadowed by internal work plans. 

Additionally, each partner has different financial regulations that make it difficult to combine activities. Guided by their donors or national offices, partners found it difficult to contribute financial support for activities on the work plan. For example, if an NGO partner is asked to contribute materials for a training of community volunteers, they must first discuss with their head office. Despite the activity being specified on the work plan, partners are still guided by their head offices and donors, limiting their financial ability to support activities on the Initiative. 
Lessons Learnt

Regular interaction is a large part of coordination and relationship strengthening. Through quarterly meetings, NGO partners, PHO, DHO’s, health facilities and community volunteer organizations are more aware of each other’s activities, successes and challenges. Monthly meetings between health facility staff and community volunteers also strengthened working relationships between these groups, leading to better coordination of health services in the community. These types of meetings not only provide an opportunity to share experiences, but more importantly, to foster relationships and subsequently improve work performance and service delivery.
When meetings are not possible, reports also provide a means to maintaining communication. As community volunteers, healthcare workers and partners write their reports, they are able to document successes and challenges, and monitor progress. The Ministry reviews these reports before facility or community visits, making it possible to track progress and identify continued challenges. 
Ministry is ultimately responsible for coordination in the districts and province, and as such, should be aware of all activities. PHO and DHO should be engaged directly to identify health facilities or community volunteers to support.
Recommendations
Ministry must become the coordinating body in order to sustain and institutionalize the Initiative. The Initiative was only one year, which provided valuable information on the impact of coordination, but is too short of a time period to transition the coordination role from UNICEF to Ministry. If the Initiative is extended, a greater emphasis should be placed on shifting the responsibility by mentoring the PHO and DHO’s in coordination and management of the Initiative. 
Quarterly meetings provide an opportunity to share successes and challenges, and learn form each other. As the Initiative phases out, however, the impact of the quarterly meetings may dwindle unless they can be continued. One suggestion from the PHO is to integrate the quarterly meetings into other existing meetings, such as the Provincial ART Coordination Meetings. However, this may detract from the focus of the Initiative, as partners would be coordinated based on their area of expertise, and require the meetings to be longer. Despite this, it would be beneficial to add a coordination component to these types of meetings to carry on the successes of the Initiative, and perhaps reach more partners. 

All partners should contribute to the coordination effort, especially by working closely with the Ministry. Recognizing that WVI’s programs are broad, they should still coordinate with the Ministry. NGO’s projects are finite, and collaborating closely with Ministry not only strengthens their ability to coordinate effectively, but more importantly, institutionalizes the successes of the projects.
SMS Technology

Early Infant Diagnosis (EID) of HIV through Dried Blood Spot (DBS) testing is powerful in identifying children exposed to HIV who are infected. However, with a poor logistical system in sending samples to and receiving results from Ndola, the whole process can take up to three months. Even when the health facility receives the results, many mothers may be lost to follow up. Especially in Luapula Province, many people travel long distances to tend to their fields or for fishing. Oftentimes, waiting three months for a result is too long, and by this time, the counseling has been forgotten. 
An innovative approach under the Initiative uses SMS technology to send results from Ndola to the health facility, and to inform the community volunteers that patients’ results are ready for collection. As noted earlier, only seven of the nine health facilities are in areas with network coverage, and four additional facilities were added in Mansa to pilot the SMS component under the Initiative: Mansa Central Clinic, Butungwa RHC, Muwan’guni RHC and Fimpulu RHC. Staff from the eleven health centers were trained in Results160  in May 2010. A team including the developers of the SMS technology visited each facility to review their use of Results160. Based on these reviews, orientations were held in Kawambwa and Nchelenge Districts in September 2010 to orient healthcare workers on RemindMI. The RemindMI orientation was done on-site for two facilities in Mansa: Mibenge RHC and Muwan’guni RHC. Only eight of the eleven facilities participated in using RemindMI. After the orientations, healthcare workers subsequently trained community volunteers in RemindMI. DHO representatives from all three districts were oriented in the technology and fully aware of its use. 
Results160 allows the hospital in Ndola to send DBS results directly to the health facility staff, greatly reducing the turnaround period from three months to a couple weeks. In the past, some results never came back or were lost. RemindMI allows health facility staff to communicate to volunteers in each zone to inform patients that their test results are available. 

Staff at Salanga RHC and Kambwali RHC and the DHO in all three districts found Results160 to be very effective in increasing the likelihood of mothers returning for the DBS results. Kawambwa and Mansa DHO were also more informed of DBS testing and infant HIV diagnosis in their districts as a result of being on the Results160 system, and were able to assist health facilities follow-up and ensure mothers received the DBS results. Results160 has been helpful in identifying infants who are positive before they progress too far in developing HIV-related complications or full-blown AIDS. As a result, more HIV-positive infants are put on treatment earlier. 

RemindMI has been very effective in ensuring mothers return to the clinic for their appointments or test results, knowing that the results are ready. In the past, many mothers would come to the clinics only to find that the test results are not yet ready, and then told to come back after 1-2 weeks. However, with long distances to walk, and the uncertainty of knowing if the results were in fact ready, many mothers would not return. With RemindMI, community volunteers are informed by the health facility staff when the results are ready for collection, and are then able to inform mothers with certainty, thereby increasing the likelihood that mothers will actually return to the clinic. Community volunteers in the catchment area of Kambwali RHC in Nchelenge District expressed that the RemindMI technology is an incredibly useful tool as it helps them ensure that patients return on-time for their appointments or to receive their test results. It has also helped them to stay connected to the health facility, even when they are in their zones. Facility staff also expressed that RemindMI has been helpful especially in cases where the patient stays very far away, since they are able to directly communicate to the volunteer in that zone, instead of waiting for the mother to return, which may not happen. 
Healthcare staff feel motivated to collect DBS samples knowing that they will be able to provide results to the clients and initiate treatment earlier for those infants who are HIV positive. Before the introduction of the SMS technology, it was difficult to encourage mothers for DBS testing on their infants when it would take several months to receive the results. Many babies were affected as a result of receiving their results very late. With a faster response time, SMS technology creates an opportunity to start more infants on treatment earlier. 
Challenges
Most DHO’s and health facilities did not report challenges as the use of SMS technology is quite new. However, Nchelenge District reported that when a community volunteer sends a data SMS to the center, sometimes they receive the message “data missing” without any information on what data is missing. In terms of implementation or use of the technology to improve follow-up of mothers, no challenges were noted at this time. 
Because the use of Results160 and RemindMI is still quite new, it may be too early to assess the full impact of SMS technology on health service provision or patient follow-up. Healthcare staff and community volunteers were trained during the last six months of the Initiative, which is not enough time to allow for implementation before assessing impact or results. While the use of this technology seems to be helping from qualitative data, it is still too early to collect quantitative data on the impact of these programs.

Lessons Learnt

SMS technology has the potential to reduce the turnaround time for receiving DBS testing results, improve communication between health care providers and community volunteers, and encourage patients to return to the clinic knowing that their results are ready for collection. More importantly, SMS communication can help ensure that more babies are started on treatment earlier.
Recommendations
SMS technology can be used beyond DBS test results and tracking patients. For example, Salanga RHC suggests utilizing the service to communicate directly with the DHO to make requests for fuel or inform the district of any other items needed by the health facility. Nchelenge DHO suggests using SMS technology to notify the facility of the death of a child. In Nchelenge district, TBAs provide details of a birth to RemindMI agents, who then register the baby and remind mothers for post-natal visits. 

DHO’s should be part of the Results160 system to assist health facilities with follow-up. Kawambwa and Mansa DHO receive DBS results through Results160 at the same time as the health facility, but Nchelenge DHO were not on the Results160 system, and therefore not able to receive results at the same time as the facility. The DHO should receive results as soon as the health facility so that they are able to follow-up with facilities as soon as results are received, rather than rather following-up only after receiving HMIS reports at the end of the month. 
Before the full impact of SMS technology can be ascertained, more time should be allowed for implementation. Once healthcare workers and community volunteers use the technology more routinely, data can be collected on the impact of these programs. The Initiative has introduced these services, but it is too early at this time to collect data on the impact of these services. 

However, despite the data on impact, SMS technology creates an opportunity to start babies on treatment earlier, which should not be overlooked. Without SMS technology, many babies were started on treatment very late, sometimes only after three months once the results are returned to the clinic. With the technology, however, this time has reduced to a couple weeks. As the use of SMS technology is implemented and data on its impact is collected, the opportunity it creates to initiate early treatment for babies must be received and strengthened.
Knowledge and Skills of Human Resources
The Initiative built the capacity of DHO, health facility staff and community volunteers. WVI focused primarily on building the capacity of community-based volunteers, whereas UNFPA, UNICEF and ZPCT worked closely with the health facilities and community volunteers. 
SMAGs were formed and trained in Nchelenge District by UNFPA and in Mansa and Kawambwa Districts by UNICEF. UNFPA has a stronger presence in Nchelenge District, focusing on reproductive health. UNICEF and ZPCT have a strong presence in all three districts, with the latter focusing on HIV and AIDS capacity building of healthcare workers and a few PMTCT lay counselors that assist with work at health facilities. 
WVI does not operate in Mansa District, but does work with community volunteers in Kawambwa and Nchelenge Districts. They provided refresher courses for traditional birth attendants (TBAs) and rehabilitated clinics in Nchelenge District, and trained community-based volunteers and community health workers in Kawambwa and Nchelenge Districts.

UNICEF trained PMTCT lay counselors in all three districts. In addition to trainings, UNICEF also provided incentives for community-based volunteers such as identification vests, bicycles and Mama packs for women who delivered in the health facility. Mama packs include one of each of the following: baby blanket, nappy, towel, bottle of Vaseline, bottle of powder, baby romper, baby hat and pair of baby stockings. Many mothers are unable to afford all these items, and providing these brand new items to mothers who deliver at the facility is a great incentive. As shown in Chart 1 below, health-facility deliveries improved from the third quarter of 2009 to the third quarter of 2010. 
Chart 1. Health facility deliveries during the third quarter of 2009 and 2010, respectively
Source: Delivery registrars at Kambwali RHC, Salanga RHC and Kundamfumu RHC. 
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ZPCT focuses on HIV and AIDS service provision, and therefore provided capacity building of health facility staff in areas such as adult and pediatric ART and PMTCT. In partnership with UNICEF, they provided bicycles to community volunteers and trained PMTCT lay counselors in Nchelenge and Kawambwa Districts. 
The DHO noticed improvement in knowledge and skills of healthcare workers and community volunteers. Their empowered statuses through these trainings has led to a more confident approach in service delivery, and strengthened professional relationships and respect with the DHO and each other. The bicycles and motorbikes have also empowered health facilities to easily conduct outreach sessions in further parts of their catchment areas. 
PMTCT lay counselors and SMAGs were trained to perform some of the more routine tasks that staff usually conduct, which reduces the workload among healthcare workers so they can focus on more invasive issues and emergency situations. The community volunteers also provide the health facility with a vital link to the community. Healthy facility staff note that previously they were over-burdened and unaware of the traditional beliefs and challenges in their catchment areas that affected service uptake. With empowered community volunteer structures, however, facility staff are able to shift some of their routine tasks to these groups, who also provide vital information on issues that affect health seeking behavior in the community. The volunteers also note a stronger relationship with the health facility staff, who look at them as peers. 
Challenges
The PHO, DHO and health facilities report that the increase seen in health facility deliveries and most likely a result of the Mama packs that women receive when delivering at the facility. If the Mama packs are not provided beyond the life of the Initiative, it is probable that the number of facility-based deliveries will decrease. 

Lessons Learnt

“Task-shifting” of routine services from healthcare workers to community volunteers has reduced the burden on facility staff, who are able to focus on more technical and invasive procedures. This has also boosted the morale of community volunteers who are excited to support the health facility staff. However, community volunteers were only trained during the Initiative, and as a result, it is still early to gauge the full effects of task-shifting. Despite this, DHO’s, health facility staff and community volunteers expressed that task-shifting has been beneficial in reducing workload among overburdened and short-staffed facilities. 
Recommendations
The Mama packs have dramatically increased facility-based deliveries, but are not sustainable. Unless they can be continued to be provided by UNICEF, other options should be looked into to continue encouraging mothers to deliver at the facility. Realizing that facility-based deliveries may reduce if the Mama packs are not provided, TBAs should be trained in safe delivery and village headmen should be engaged to require women who deliver at home to only use trained TBAs.

The Initiative built the capacity of community volunteers, but their impact must be assessed. Data registrars should be reviewed to determine if attendance at the facility has increased as a result of the community volunteers, and patients should be interviewed to determine if the quality of care is maintained by the volunteers. DHO’s and healthcare workers report increased ability to provide health services by engaging the community volunteers through task-shifting, but the actual impact should be assessed by reviewing registrars and interviewing the beneficiaries. 
Mentorship and Supervision 
Mentorship and supervision visits are designed to provide on-site technical assistance to health facility staff. Rather than telling facilities what they should do to improve, the mentorship and supervision visits actually show facilities how to improve, and provides suggestions or techniques to improve areas of weakness. 
In order to guide the visits, a mentorship and supervision tool was designed specifically under the Initiative. The tool identifies key standards for maternal, newborn and child health service delivery, and includes clinical care aspects as well as support functions needed for the provision of the high impact interventions. Each standard has performance rating criteria, which allows the mentor to establish a baseline and track the progress of the facility staff.  
The tool took about a month to develop, and then an orientation was held for the “Provincial Mentorship Team”. The team includes members from UNICEF, ZPCT, UNFPA, PHO and DHO, with representation from each area of technical expertise (pharmacist, MCH officer, etc.). Conceptualization of the mentorship visits, development of the tool and orientation of the mentors was a participatory process with all partners under the Initiative involved. The process was quite lengthy, and as a result, only two mentorship and supervision visits held: the first at the end of August, and the second at the end of September/beginning of October. The third mentorship and supervision visit is currently underway.

During the mentorship and supervision visits, the mentorship team reviews registrars and stocks, and provides guidance and recommendations to improve service delivery. A key part of the visits is role-modeling, where staff conduct an antenatal or postnatal session, while the team watches, and then demonstrates by conducting an antenatal or postnatal session to show ideal performance. The role-play is followed by discussion to identify areas of weakness and how to improve. Health facility staff indicate that this has been much more helpful than just providing recommendations; they are able to see how they should conduct or provide various services.
With visits guided by the mentorship tool and activities including review of stock and registrars and role-playing, the visits are designed to last at least one full day. While the PHO, DHO, NGO partners and one health facility reported that the visits last at least one full day, two health facilities reported that they do not last for more than a few hours. This discrepancy may have been a misunderstanding in the questions from the consultant, however, as reports from the mentorship and supervision visits clearly illustrate that they are quite lengthy and take at least one day to complete. When asked what happens during the visits, the two health facilities described that the mentorship team reviews their stocks and registrars, and conducts role-playing to show them how to improve service delivery. The length of the visits seems to have some discrepancy, but the content of the visits are similar. Regardless, however, all facilities welcomed longer visits more frequently as they have greatly improved their capacity to deliver quality health services. Kundamfumu RHC reports that the mentorship and supervision visits are very helpful as they provide updated information and work towards standardized care. 
Clinics were found to struggle with stock management at baseline. Rather than conduct a training on stock management, however, DHOs reported that they oriented staff during the mentorship and supervision visits on managing and planning their stocks. During these visits, healthcare workers report that the mentorship team reviewed their stocks and showed them how to plan for the quarter. The Clinical Officer at Salanga RHC explained that he manages the clinic’s stocks by reviewing usage in the past three months to plan for the next three months, which he was oriented on during the mentorship visits. However, all facilities report that they experience stock-outs when there are stock-out at the central level, but the mentorship and supervision visits have helped them to properly plan and manage their stocks. 
Mentorship and supervision visits were extended to Samfya District, so that this area of the Initiative included four districts instead of three. The visits were extended to Samfya District based on UNICEF’s partnership with FHI to promote access and delivery of PMTCT services in that area. The three clinics in Samfya District provided with mentorship and supervision visits include: Chimembe RHC, Munduvi RHC, Katansha RHC. However, the visits were conducted in this district in the same manner as the three districts under the Initiative.

Challenges
The PHO reports that they currently conduct mentorship and supervision visits together with the DHO’s, but would instead like to enable the DHO’s to conduct the visits on their own so as to reach more facilities. 

While the mentorship and supervision visits are an innovation under the Intiative, they are also supported by the Initiative. UNICEF is the coordinating body, and provides resources to conduct the visits, which includes transport and accommodation to travel to the four districts. Without continued support, the mentorship and supervision visits may not be sustainable beyond the Intiative.
Lessons Learnt
Mentorship and supervision visits can refine and standardize care among healthcare workers, and strengthen relationships between DHO’s and health facilities. On-site technical support through the visits can reinforce skills gained from trainings, and can also provide one-on-one guidance when trainings are not available. Many facilities struggled with stock management at the beginning of the Initiative, but a formal training was not needed as the guidance provided in this area during the mentorship and supervision visits helped healthcare workers learn how to manage their stocks. 
Recommendations
The mentorship and supervision visits should be decentralized so that the DHO’s are able to conduct mentorship and supervision visits. As the PHO conducts these visits with the DHO, greater emphasis should be placed on enabling the DHO to conduct mentoring and supervision visits on their own. As a result, the DHO’s may be able to conduct more of these routine visits more often with each health facility in the district. 

The visits have helped to standardize and improve provision of services at the clinics. As community volunteers gain a greater role in service provision, these visits should also be extended to them. DHO should not only continue to mentor and supervise health facilities, but also the community volunteers working in those areas. Healthcare staff should be involved in mentoring of community volunteers, and eventually responsible to mentor them. 
UNICEF’s role in coordinating and supporting the visits is not sustainable to continuation of the visits beyond the Initiative. As Ministry commands greater coordination and partnership responsibilities, they should also be enabled to spearhead these visits. While UNICEF has provided logistical support, enabling each DHO to conduct mentorship visits in their own district would reduce the logical burden of organizing a team from the province to conduct such visits. 
Community Mobilization and Community Participation   
The Initiative had a component of building the capacity of community volunteers to improve service delivery and uptake. Each health facility, as shown in Table 1 below, is short-staffed, but community volunteers were identified at each health facility as providing valuable support. 
Table 1. Staffing at Health Facilities

	Health Facility
	Clinical Officer
	Midwife
	Nurse
	EHT
	Total
	Others non-skilled

	Kundamfumu
	
	
	1
	1
	2
	1

	Salanga
	
	
	2
	1
	3
	1

	Kambwali
	1
	
	1
	
	2
	


The Initiative saw the development and strengthening of community-based groups such as SMAGs, PMTCT lay counselors, TBAs and community health workers. These groups were reported to have alleviated responsibilities from over-burdened health care staff, and creating a stronger link between the facility and the community. 
SMAGs are present in all three districts. However, the SMAGs in Nchelenge District are not as involved with the facility as those in Mansa and Kawambwa Districts. It is not entirely clear why, but may have to do with a different training package or when the SMAGs were formed and trained— UNFPA formed and trained SMAGs in Nchelenge District as early as 2008, whereas SMAGs were formed and trained more recently in Mansa and Kawambwa District by UNICEF in 2010 under the Initiative. In all three districts, the SMAGs conduct health talks and door-to-door health education to sensitize communities on safe-motherhood practices and health facility services. Kundamfumu RHC reported that they are better able to detect pregnancy complications as a result of SMAGs sensitizing and encouraging women to attend antenatal care. 
All three DHO’s and health facilities reported marked improved ANC attendance as a result of SMAGs. However, as shown in Chart 2 below, ANC attendance increased slightly during the third quarter of 2010 compared to the third quarter of 2009 in two clinics, with a slight decrease in the third clinic. The data collected from the clinics does not support the overwhelming report that SMAGs increased ANC attendance. (Since SMAGs were formed and trained during the first and second quarter, data was collected for the third quarter since they would have been functional by this time.)
Chart 2. Percentage of women attending first ANC visit during the third quarter of 2009 and 2010,
Source: HMIS from Kambwali RHC, Salanga RHC and Kundamfumu RHC
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PMTCT lay counselors were formed and trained by UNICEF and ZPCT under the Initiative in all three districts. The lay counselors support the health facility through “task shifting”, where they are able to conduct routine services such as counseling and testing and DBS collection, leaving more technical services for the staff, such as immunizations. Healthcare workers report that this has decreased their workload, and PMTCT lay counselors report that they hold a more credible role in the facility. During the documentation visit to Salanga RHC, the health facility staff were able to devote an hour to the interview because PMTCT lay counselors and SMAGs were attending to patients.
In all three districts, DHO’s and health facility staff overwhelmingly attribute better health seeking behavior to the community-volunteer groups. They reported that these individuals, especially the SMAGs, encouraged women to go for antenatal care. However, as shown in Chart 3 below, HIV testing during antenatal care at Salanga RHC did not increase significantly despite the overwhelming claim that community volunteers are significantly helping to increase service uptake at the facility.
Chart 3. Percentage of women testing for HIV during ANC during the first three quarters of 2009 and 2010 at Salanga RHC.
Source: HMIS at Salanga RHC
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SMAGs and PMTCT lay counselors reported engaging village headmen, who were sensitized on issues such as the importance of male involvement during antenatal and facility-based deliveries. Village headmen then sensitized their constituencies, and in some areas such as the catchment area of Kambwali RHC in Nchelenge District, have even made it a requirement to deliver at the health facility. For women who are unable to reach the facility, the village headmen in this district require that only trained TBAs assist mothers during delivery, thereby reducing complications and ensuring safer deliveries outside of the facility. 
Each facility conducts outreach services, which before was a burdensome task as it meant that the facility was not staffed during outreach sessions. However, with a greater role among the SMAGs and PMTCT lay counselors, health facility staff report that they are able to conduct the outreach sessions in partnership with them, meaning that not all facility staff need to go for outreach visits. The SMAGs provide health education and motivation talks and PMTCT lay counselors provide counseling and testing during outreach.
As a result of the Initiative and their empowered statuses, community volunteers report that they are also more coordinated in their own structures and with each other through action plans. UNICEF, UNFPA and the DHO provided guidance on developing action plans. SMAGs and PMTCT lay counselors in each district had action plans, focusing on sensitization activities and meetings with traditional leaders. Health facilities also provided support in developing key activities for the action plans. For example, community volunteers in Kawambwa District noted that they worked closely with the healthcare workers from Salanga RHC to develop their action plans and identify key topics for sensitization.
Despite the advances reported as a result of community volunteers, many communities still face several challenges in encouraging health service uptake. Many patients live far from clinics, and for pregnant women, it is difficult for them to walk long distances alone. Traditional beliefs can affect the ability of a mother to book early at ANC. Health facilities and community volunteers report that cultural practice is for a woman’s pregnancy to be announced by an elder in the family, which usually takes place at five months. This cultural practice often reduces the ability of mothers to come for early ANC booking. In terms of PMTCT and pediatric HIV, health facilities and community volunteers report that stigma or fear of telling their husband about a positive result makes it difficult for women to access these services. While it will take time to change behavior and practice, SMAGs provide health education and sensitization on the importance of early ANC booking for a healthy mother and baby, and address issues of stigma in the community. 
The PHO reported that while pregnant women know that the importance of attending ANC is to ensure a healthy baby, once the baby is born and is healthy, they are not likely to return to the clinic for PNC or pediatric HIV services unless the child is very sick. Especially for women who have given birth to healthy babies, they are likely to place more importance on farming than walking long distances to the clinic to check the baby. 

The PHO, DHO’s and health facilities, however, did not report a difficulty in uptake of EPI services. They noted that this may be because when mothers attend the clinics for EPI, they receive something— an injection for the baby. Especially for PNC services, many mothers are reported to feel that these visits are unnecessary as the baby is simply reviewed, but EPI services are more worth the long walk because the baby needs and gets immunizations. For this reason, the PHO’s, DHO’s and health facilities reported that mothers usually do not return to the clinic six days after birth as they should, but instead, return at six weeks. Health facilities report that mothers seem to know that at six weeks, the baby receives the first immunization and can undergo Early Infant Diagnosis (EID). As a result, rather than bringing the baby as 48 hours or six days after birth for review, many mothers choose to wait for the six week mark, where the baby will be reviewed, immunized and tested. SMAGs report that they sensitize communities on the importance of going to the clinic soon after birth. However, it is too early to assess if sensitization by the SMAGs is changing this practiced behavior.
Challenges
PMTCT lay counselors and SMAGs are volunteers working for free, and as a result, turnover among these groups is high. The community volunteers interviewed during the documentation process, however, expressed that despite incentives, they enjoy their work and especially their newfound status at the health facility. They have gained greater respect from healthcare workers and the DHO, and feel more empowered to continue working. 

Despite their empowered statuses, the volunteers did request incentives, but focused on items that would help them perform their work better. For instance, community volunteers at Kambwali RHC requested raincoats and gumboots to help them continue working during the rainy season. Community volunteers at Salanga RHC requested vests or t-shirts for identification in their communities. Overall volunteers also requested bicycles to help them reach far communities.

While incentives motivate volunteers, they can also create a sense of allegiance among volunteers. This was noted at Salanga RHC, where volunteers were provided with vests. Even though the vests were provided under the Initiative, volunteers felt that they came from UNICEF, and as a result felt like they belonged to UNICEF over other organizations in the Initiative. 
Lessons Learnt

Community volunteers can be capacitated to support healthcare workers, and provide health education and improve health seeking behaviors in their communities. But in order to gauge their usefulness, data must be assessed to see if there is in fact any change in service uptake at the facilities. 
Recommendations
DHO’s and healthcare workers praised the involved of community volunteers, and reported that their involvement dramatically increased facility-based deliveries and ANC attendance. However, data collected from the health facilities actually show insignificant changes in these areas. Since the community volunteers were trained during the Initiative, it may be too early to assess their impact. Their support to the facility should not be overlooked, but should be assessed against data to determine if they are in fact increasing service uptake.   
Incentives should be considered to motivate community volunteers groups, and can include rain coats and boots during rainy season or vests and t-shirts for identification. The incentives should help volunteers perform their duties better, but should also  be coordinated so as not to appear as if they are from one organization over another, or should appear as if they are provided by Ministry. As a result, healthcare workers and DHO’s overwhelmingly requested incentives to be considered for the community volunteers to keep them motivated.  Even if community volunteers are not found to increase service uptake in their communities, they are providing useful support at the health facility through task-shifting. 
Some of the challenges noted that affect service uptake can be addressed by health education and sensitization at community level. Community volunteers can provide health education or sensitization at the community level, and most importantly, as peers. They should be empowered to address specific traditional beliefs, stigma or reluctance of women returning for PNC with a health baby. 

Conclusion
The Initiative has strengthened service provision at the nine health facilities by using various partners’ comparative advantages, but has also shown the powerful impact of constant mentorship and supervision, and especially empowerment of community volunteers. While these advances are worth nothing, it is still too early to assess their impact. Once their impact is assessed, the various innovations implemented under the Initiative that have positively impacted healthcare provider work performance and MNCH/PMTCT service delivery should be harnessed and scaled-up to other health facilities in the Initiative districts, Luapula Province and other facilities in Zambia.
Appendix A: Persons Met
	Name
	Position

	UNICEF Zambia
	

	Dr. Nilda Lambo
	Chief, Health, Nutrition, HIV and AIDS

	Dr. Lastone Chitembo
	Paediatric HIV and AIDS Specialist

	Mr. Bernard Kasawa
	Luapula Project Coordinator

	
	

	ZPCT
	

	Andrew Kumwenda
	Senior Advisor CT/PMTCT

	Suzgo Kapanda
	Programme Manager (Mansa)

	Joseph Nyirenda
	Senior PMTCT CT Officer (Mansa)

	
	

	World Vision International (WVI)
	

	Samson Mbale
	Development Facilitator Water and Sanitation (Nchelenge)

	Rose Zambezi
	HIV/AIDS Advisor (Lusaka)

	Fwasa Singogo
	Maternal Child Health and Nutrition Advisor

	
	

	Luapula PHO
	

	Dr. Chitalu Chilufya
	Clinical Care Specialist (ZISSP)

	Mr. A. Mubanga
	Principal Pharmacist

	Mr.E. Mbulo
	Ag Senior Planner

	Mrs. L. Mulenga
	Senior Health Education Officer

	Mr. Gedion Masitaki
	Provincial Nursing Officer- Standards

	
	

	Mansa DHMT
	

	Pact Kapanda
	Acting DMO

	Mr. Tom Banda
	Senior Clinical Care Officer (SCCO)

	Mrs. Edith Mulenga Mwenya
	Ag Nursing Officer

	
	

	Kundamfumu RHC
	

	Dorothy Chirwa
	Enrolled Nurse

	Allan Kulemba
	Environmental Health Technician

	Madeline Moore
	Peace Corps Volunteer

	
	

	Kawambwa DHMT
	

	Zaccheus Lungu
	Clinical Care Officer

	Ernestina C. Chisha
	Registered Nurse/Midwife

	Janet P. Banda
	Nutritionist

	Sarah Mpundu
	Enrolled Nurse/Midwife

	Lameck M. Chitolo
	EHO/MPD

	
	

	Salanga RHC
	

	Joseph Nyanja
	Nurse In-Charge

	Kasakula C. Jeromy
	Environmental Health Technician

	Mwamba Musonda
	Enrolled Nurse

	
	

	Nchelenge DHMT
	

	Dr. Davis Mwewa
	District Medical Officer

	Melina Musonda
	MCH Coordinator

	Jeremiah Chansa
	Clinical Care Officer 

	
	

	Kambwali RHC
	

	Evaristo Musebo
	Clinic In-Charge


Appendix B: Documentation Schedule
	Date
	Organization Met

	November 24, 2010
	FHI/ZPCT Lusaka

	November 25, 2010
	WVI Lusaka

	November 30, 2010
	Luapula PHO

	
	Mansa DHO

	December 1, 2010
	FHI/ZPCT in Mansa

	
	Kundamfumu RHC and community representatives

	December 2, 2010
	Kawambwa DHO

	
	Salanga RHC and community representatives

	December 3, 2010
	Nchelenge DHO 

	
	Kamwabli RHC and community representatives

	
	WVI Office in Nchelenge District


Appendix C: Questionnaire for Provincial Health Office

Date:




Name of person/s interviewed: 

Position: 

General
1. What partners work in the province to support health facilities?

2. How is the coordination between partners, health facilities, districts and the province?

3. Do you feel that this initiative has strengthened coordination in the province?
4. What challenges exist in coordination?

5. How are these challenges addressed?

6. What are the lessons learnt in coordination? 

7. What is the way forward to maintain or strengthen coordination?

8. Which partners provide mentoring and supervision? 

a. Do they provide reports to the province on the mentoring and supervision visits?

b. Do you find that the mentoring and supervision visits have positively affected performance level of health facility staff? 

i. If yes, how? If no, what can be done to make them more helpful?
Antenatal Care
1. What support do partners provide to implement ANC services? List partners.

2. What challenges exist in providing ANC services?

a. What support do partners provide to address these challenges?

3. What lessons have been learnt in implementing ANC services?

4. Who is responsible to collect ANC data from the districts? 

5. Who is responsible for coordinating ANC programs in the districts?

a. What support does this person receive and from who? 

6. What support do partners provide to encourage women to attend ANC?

7. What support do partners provide to encourage women for an HIV test during their first antenatal visit?

8. What support do partners provide to encourage ANC clients testing positive to have a CD4 count done?

9. What support do partners provide to ensure clients receive their CD4 results?

10. What support do partners provide to increase male attendance to ANC with their pregnant partners?

11. How has coordination with partners affected uptake of antenatal care services in the province?

Delivery

1. What support do partners provide to encourage mothers to deliver at the facility? 

2. What challenges exist in encouraging mothers to deliver at health facilities?

a. What support do partners provide to address these challenges?

3. What lessons have been learnt in encouraging women to deliver health facilities?

4. Who is responsible for coordinating safe delivery programs in the districts?

5. How has coordination with partners affected safe delivery practices in the province?

Post-Natal Care
1. What support do partners provide to increase the number of mothers and newborns reviewed by a skilled health care worker within six days of delivery?

2. What challenges does the district face in encouraging mothers to access post-natal care services?

a. What support do partners provide to address these challenges?

3. What lessons have been learnt in encouraging mothers to access post-natal care services?

4. How has coordination with partners affected post-natal care in the province?

PMTCT

1. What support do partners provide to encourage mothers to access PMTCT services?

2. What support do partners provide to increase uptake of ARV prophylaxis by HIV positive pregnant women?
3. What support do partners provide to support PMTCT services? (medications?)

4. What challenges exist in encouraging mothers to access PMTCT services?

a. What support do partners provide to address these challenges?

5. What lessons have been learnt in encouraging women to access PMTCT services?

6. Who is responsible for coordinating the PMTCT program in the districts?

7. How has coordination with partners affected uptake of PMTCT services in the country?

Pediatric HIV Care

1. What support do partners provide to provide pediatric HIV care? List partners.

2. What challenges does the district face in encouraging mothers to access pediatric HIV care services?

a. What support do partners provide to address these challenges? 

3. What lessons have been learnt in encouraging mothers to access pediatric HIV care services?

4. What support do partners provide to conduct HIV testing for exposed infants? 

a. How has coordination with partners affected communication of DBS results to mothers of infants?

b. How do partners provide support in utilizing SMS communication?

5. What support do partners provide to increase the number of infants born to HIV positive mothers who are given ARV prophylaxis within 72 hours after birth?

6. Who is responsible for coordinating the pediatric HIV care program in the districts?

7. How has coordination with partners affected uptake of pediatric HIV care in the province?

EPI
1. What support do partners provide to increase uptake of EPI services?

2. What support do partners provide to ensure that children are fully immunized by 12 months of age? 

3. What challenges does the health facility face in encouraging uptake of EPI services?

a. What support do partners provide to address these challenges?

4. What lessons have been learnt in encouraging uptake of EPI services?

5. How has coordination with partners affected EPI services in the province?

Stocks of commodities/supplies and supply and logistics management system
1. What support do partners provide to avoid stock-outs?

2. What strategies have been put in place to avoid stock-outs?

3. What challenges exist in responding to stock-outs? 

a. How have these challenges been addressed?

4. What are the lessons learnt in stock management? 

5. How has coordination with partners affected stock-management in the province?

General Comments
1. What would you say has worked well during the implementation of this initiative?
2. Explain at least 4 key innovations that this initiative has provided that may have contributed to improved work performance/service delivery in the 9 health facilities.
3. Briefly discuss some of the mechanisms that may need to be put in place to sustain the gains scored and even improve service delivery by partners under this initiative?
Appendix D: Questionnaire for District Health Office

Date:




District: 

Name of person interviewed: 

Position: 

General

1. What is the catchment population of this district? 
2. Do the facilities under the initiative use mobile phones and SMS communication for work? 
a. If yes, how are they used? (to provide information/results to their clients?) If no, why aren’t they used?
b. What are the lessons learnt in using SMS communication?
c. How should the DHO be involved in SMS communication as the way forward?

3. Which partners work with the health facilities in this district in the area of MNCH/PMTCT? What support do they provide to the district?
a. How are activities coordinated with the partners? 
b. How is communication between the district and the partners?
c. How are interventions to address service delivery gaps addressed? Is the district involved in this process with the partners? 
4. Do facilities participate in district-level meetings with partners? What is discussed during these meetings? How often are these meetings held?
5. Does the district hold meetings with the health centers under the initiative? What is discussed during these meetings? How often are these meetings held? 
6. Which partners provide mentoring and supervision in the district? 

a. Do they provide reports to the district on the facility-based mentoring and supervision visits?

b. Do you find that the mentoring and supervision visits have positively affected performance level of health facility staff? If yes, how has it positively affected performance?  If no, what can be done to make them more helpful?
Antenatal Care
1. Does the district receive support from partners to implement ANC services? Which partners? What support do they provide?

2. Who at the district coordinates MNCH/PMTCT activities?

3. What challenges does the district face in conducting ANC services and how are they addressed?

a. What support do partners provide to address these challenges? Which partners?

4. What lessons have been learnt in implementing ANC services?

5. Who is responsible to collect ANC data from the health facilities in the district? What does this person do with the ANC data?

6. Who is responsible for coordinating ANC programs in the district?

a. What support does this person receive and from who? 

7. What support does the district receive from partners to encourage women to attend ANC? Which partners and how?

8. What support does the district receive from partners to encourage women for an HIV test during their first antenatal visit? Which partners and how?

9. What support does the district receive from partners to encourage ANC clients testing positive to have a CD4 count done? Which partners and how?

10. What support does the district receive from partners to ensure clients receive their CD4 results? Which partners and how?

11. What support does the district receive from partners to increase male attendance to ANC with their pregnant partners? Which partners and how?

12. Has partner coordination with the district and health facilities providing ANC improved in the past year?

a. What have been the improvements?

b. What are the challenges and how are they addressed?

c. What are the lessons learnt?

Delivery

1. What support does the district receive from partners to encourage mothers to deliver at the facility? 

2. What challenges does the district face in encouraging mothers to deliver at health facilities and how are they addressed?

a. What support do partners provide to address these challenges?

3. What lessons have been learnt in encouraging women to deliver health facilities?

4. Who is responsible to collect safe delivery data from the health facilities in the district? 

5. Who is responsible for coordinating safe delivery programs in the district?

6. Has partner coordination with the district and health facilities improved in the past year to increase safe deliveries at the clinics?

a. What have been the improvements?

b. What are the challenges and how are they addressed?

c. What are the lessons learnt?

Post-Natal Care
1. What support does the district receive from partners to increase the number of mothers and newborns reviewed by a skilled health care worker within six days of delivery?

2. What challenges does the district face in encouraging mothers to access post-natal care services and how are they addressed?

a. What support do partners provide to address these challenges?

3. What lessons have been learnt in encouraging mothers to access post-natal care services?

4. Who is responsible to collect post-natal care data from the health facilities in the district? 

5. Who is responsible for coordinating post-natal care programs in the district? What support does this person receive and from who? 

6. Has partner coordination with the district and health facilities providing PNC improved in the past year?

a. What have been the improvements?

b. What are the challenges and how are they addressed?

c. What are the lessons learnt?

PMTCT

1. What support does the district receive from partners to encourage mothers to access PMTCT services? Which partners and how?

2. What support does the district receive from partners to increase uptake of ARV prophylaxis by HIV positive pregnant women? Which partners and how?

3. What support does the district receive from partners to support PMTCT services? (medications, equipment, furniture, transport?) Which partners and how?

4. What challenges does the district face in encouraging mothers to access PMTCT services and how are they addressed?

a. What support do partners provide to address these challenges? How could partners contribute to addressing these challenges?
5. Who is responsible to collect PMTCT data from health facilities? Was this person trained in data collection? By who and when?

6. Who is responsible for coordinating the PMTCT program in the district? What support does this person receive and from who? 

a. Do partners contribute to coordination of PMTCT activities in the district? 

7. Has partner coordination with the district and health facilities providing PMTCT improved in the past year?

a. What have been the improvements?

b. What are the challenges and how are they addressed?

c. What are the lessons learnt?

Pediatric HIV Care

1. What support does the district receive from partners to provide pediatric HIV care? List partners.

2. What support does the district receive from partners to increase the number of exposed infants that are tested for HIV? List the partners. 

3. What challenges does the district face in encouraging mothers to access pediatric HIV care services and how are they addressed? 

4. What lessons have been learnt in encouraging mothers to access pediatric HIV care services?

5. What support does the district receive from partners to conduct HIV testing for exposed infants? 

a. Who at the district was trained in collecting DBS samples? (List all positions) By who and when? (The system just gave some orientation to DHMT staff but they are not registered as part of the system it is only health  center staff and community volunteers) 

b. Is SMS communication used to send the results to the mother?

c. If yes, how does this work? 

i. Has it affected the likelihood of mothers returning to the clinic with their infants?

ii. What are the challenges in using SMS communication to send DBS results to the mothers and how are they addressed? 
iii. What are the lessons learnt in using SMS communication?

6. What support does the district receive from partners to increase the number of infants born to HIV positive mothers who are given ARV prophylaxis within 72 hours after birth?

7. Who is responsible to collect pediatric HIV care data from facilities in the district? 

8. Who is responsible for coordinating the pediatric HIV care program in the district? What support does this person receive and from who? 

9. Has partner coordination with the district and health facilities providing pediatric HIV care improved in the past year?

a. What have been the improvements?

b. What are the challenges and how are they addressed?
c. What are the lessons learnt?

EPI
1. What support does the district receive from partners to increase uptake of EPI services?

2. What support does the district receive from partners to ensure that children are fully immunized by 12 months of age? 

3. What challenges does the district face in encouraging uptake of EPI services and how are they addressed?
4. What lessons have been learnt in encouraging uptake of EPI services?

5. Who is responsible to collect EPI data from facilities in the district? 

6. Who is responsible for coordinating the EPI program in the district?

7. Has partner coordination with the district and health facilities providing EPI services improved in the past year?

a. What have been the improvements?

b. What are the challenges and how are they addressed?
c. What are the lessons learnt?
Stocks of commodities/supplies and supply and logistics management system
1. Does the district receive from partners any logistics to avoid stock-outs?

a. Which partners provide support?

b. How do they provide support?

2. What strategies has the district put in place to avoid stock-outs?

3. What challenges does the district face in responding to stock-outs and how are they addressed? 

a. Which partners provide support in addressing these challenges?

4. What are the lessons learnt in stock management?

5. Who is responsible for working with clinics to manage their stocks? 

a. Which partners, if any, provide support to manage stocks?

b. Was this person trained in stock management? If yes, by who and when?

General Comments

1. What are some of the major contributions you feel have made to the realization of the targets at the 3 health centers supported by the initiative?

2. In your own view, what do you think needs to be done by the District, Provincial Office and Partners in order to sustain the gains scored? 

Appendix E: Questionnaire fof Health Facilities
Date:




Name of health center:


District: 

Name of person/s interviewed: 

Position: 

General

1. What is the catchment population of this facility? 

2. How many staff does this facility have? 

	
	2010

	Clinical Officer
	

	Midwife
	

	Nurse
	

	Environmental Health Technician
	

	Total
	

	Others non-skilled 
	


3. How many of the above staff have mobile phones? 

4. Do staff members use their phone for work? If yes, how do they use it? (to provide information/results to their clients?) If no, why don’t they use their phone for work?

5. Which partners are you working with?

a. How do they work with you? (In which focus areas?)

b. How do they support the programs offered at the clinics?(what do they do to support these programs)

6. Is mentorship or supervision conducted in any of the following areas? 

	Focus Area
	Yes
	No

	IMCI
	
	

	PMTCT
	
	

	ANC
	
	

	Delivery
	
	

	PNC
	
	

	Counseling and testing (HIV)
	
	

	DBS
	
	

	ART(Adult)
	
	

	Paed ART
	
	

	Infant feeding counseling
	
	


Integration, linkages and referrals
1. Does this facility conduct outreach programs in the community?

2. Who do you do the outreach programs with? (list the organizations)

3. What type of services do you carry out during the outreach?

	Outreach service
	2010

	Family planning
	

	Postnatal care
	

	Immunization
	

	GMP
	

	Malaria
	


a. How many outreach sessions are conducted per month?

b. What are the challenges in conducting outreach programs and how are they addressed?

4. Has the initiative made any contribution to conducting your outreach sessions?

5. What are the lessons learnt from conducting outreach programs?
6. Does this facility have registers?

a. Who is responsible for updating the register?

b. Was this person/s trained in data management and use? By who and when?

c. How do partners provide support in data management and use? Which partners?

d. How often do partners provide mentorship and supervision in data management and use?

e. Is your facility able to measure change based on the data?

f. If yes, who is responsible for this? When were they trained and by who? 

7. How often is monitoring and supervision done?

What happens during the mentoring and supervision visits?

Do you find that the mentoring and supervision visits are helpful? If yes, how are they helpful? If no, what can be done to make them more helpful?

Antenatal Care
1. Who do you partner with to provide ANC?

2. How often do you provide ANC per month? 

3. Who in the clinic has been trained in ANC? (List their position) By who and when?

4. What challenges does the health facility face in encouraging mothers to attend ANC and how are they addressed?

5. What lessons have been learnt in encouraging women to attend ANC?

6. Who is responsible for coordinating the ANC program? What support does this person receive and from who? 

7. What strategies does the clinic implement to encourage women to attend ANC?

a. Percentage of women attending first antenatal visit: 

	2009 Q2 
	2010 Q1
	2010 Q2
	2010 Q3

	
	
	
	


8. What strategies does the clinic implement to encourage women for an HIV test during their first antenatal visit and a CD4 count done for those testing positive?

9. Where is the nearest CD4 machine?

10. What is the average turn around period for a client to receive their CD4 result?

11. What strategies does the clinic implement to ensure clients receive their CD4 results?

12. What strategies have been implemented to increase male attendance to ANC with their pregnant partners?

13. What challenges does the facility face in encouraging male attendance to ANC and how are they addressed?

14. What are the lessons learnt in trying to increase male attendance to ANC?

Delivery

1. What types of strategies does the health facility implement to encourage mothers to deliver at the facility? 

2. Who do you partner with to encourage safe delivery at the clinic?

3. What challenges does the health facility face in encouraging mothers to deliver at the health facility and how are they addressed?

4. What lessons have been learnt in encouraging women to deliver at the health facility?

5. Percentage of expected deliveries that delivered at a health facility: 

	2009 Q2 
	2010 Q1
	2010 Q2
	2010 Q3

	
	
	
	


Post-Natal Care
1. What strategies does the health facility implement to increase the number of mothers and newborns reviewed by a skilled health care worker within six days of delivery?

2. Who do you partner with to provide post-natal care at the facility?

3. How often do you provide post-natal care services per month at the facility?

4. What challenges does the facility face in encouraging mothers to attend post-natal care services with their infants and how are they addressed?

5. What lessons have been learnt in encouraging women to attend post-natal care services with their infants?

6. Who is responsible for coordinating the post-natal care program? What support does this person receive and from who? 

PMTCT

1. What types of strategies does the health facility implement to encourage mothers to access PMTCT services?

2. Who do you partner with to provide PMTCT services and what support do they provide (medications)?

3. How often do you provide PMTCT services per month?


4. Who provides and coordinates PMTCT services at the facility? (List their position) Was this person trained in PMTCT? By who and when?

5. What challenges does the health facility face in encouraging mothers to access PMTCT services and how are these challenges addressed?

6. What lessons have been learnt in encouraging women to access PMTCT services?

7. What strategies does the facility implement to increase uptake of ARV prophylaxis by HIV positive pregnant women?
8. Who is responsible to collect PMTCT data? 

9. Who is responsible for coordinating the PMTCT program? What support does this person receive and from who? 

Pediatric HIV Care

1. What strategies does the facility implement to increase the number of exposed infants that are tested for HIV?

2. Who do you partner with to provide pediatric HIV care?

3. How often do you provide pediatric HIV care per month?

4. Who in the clinic has been trained in pediatric HIV care? (List their position) Who were they trained by? When were they trained? 

5. What challenges does the clinic face in encouraging mothers to access pediatric HIV care services and how are they addressed?

6. What lessons have been learnt in encouraging mothers to access pediatric HIV care services?

7. What percentage of exposed infants are tested for HIV?  

a. Where is the nearest PCR machine where the DBS samples are sent?

b. Who at the clinic was trained in collecting DBS samples? (List all positions) By who and when?

c. Is SMS communication used to send the results to the mother?

d. If yes, how does this work? 

i. Has it affected the likelihood of mothers returning to the clinic with their infants?

ii. What are the challenges in using SMS communication to send DBS results to the mothers?

iii. How are these challenges addressed?

iv. What are the lessons learnt in using SMS communication?

8. What strategies does the facility implement to increase the number of infants born to HIV positive mothers who are given ARV prophylaxis within 72 hours after birth?

a. Of those who tested positive, how many infants initiated treatment?
b. What are some of the challenges in mothers accessing ARV prophylaxis for their infants and how are they addressed?

EPI
1. What types of strategies does the health facility implement to increase uptake of EPI services?

2. What types of strategies does the facility implement to ensure that children are fully immunized by 12 months of age?

3. Who do you partner with to provide EPI services? Which partners, if any, provide support in maintaining vaccine supply?

4. How often do you provide EPI services per month?

5. Who in the clinic has been trained in EPI? (List their position) By who and when?

6. What challenges does the health facility face in encouraging uptake of EPI services and how are they addressed?

7. What lessons have been learnt in encouraging uptake of EPI services?

8. Who is responsible for coordinating the EPI program? What support does this person receive and from who?  

Stocks of commodities/supplies and supply and logistics management system
1. Have you received any supervision or mentorship in stock management? If yes, by who and when?

2. What challenges do you face in managing stocks and how are they addressed?

3. What are the lessons learnt in stock management?

4. Who is responsible for stock management? 

5. Does this clinic experience stock-outs? If yes, what do you do when this happens?

6. Do any organizations help? (non-Ministry)

a. If yes, how do they help? (What do they provide?)

b. How could they help better? 

c. If no, why don’t they help? 

7. What strategies has the clinic put in place to avoid stock-outs?

General Comments

1. What would you say has worked well under this initiative?

2. Which areas under the MNCH/PMTCT initiative would you like to see improvement? 

Appendix F: Questionnaire for Community Leaders
Date: 

District:

Number of participants: 

Number of Males:

Number of Females: 

Nearest Health Facility: 

1. Which organizations do you work with in the area of MNCH/PMTCT in your area? (List all)

2. What services at community level do these organizations provide?

3. In the past year, how have partners affected implementation and service uptake in your community?

4. What community mobilization activities do you conduct?

a. Which organizations do you work with to conduct these activities?

5. Do you have a community action plan? (ask to see it) (different community structures have different work plans)

a. If yes, which organizations did you work with to develop the action plan?

b. Which organizations have you worked with to implement the action plan?

c. If no, why not?

6. How have you worked to improve male involvement?

a. Which organizations did you work with?

7. How have you worked to improved ANC attendance?

a. Which organization did you work with?

8. Do you submit safe motherhood quarterly reports?

a. If yes, who do you submit these reports to?

b. Which organizations trained you to generate the reports?

c. How do any organizations support you to compile the reports/

d. If no, why not?

e. What challenges do you face in collecting data, generating and submitting the quarterly reports?

9. How has SMS communication affected your community?

a. Have community-based volunteers been trained in RemindMI?

b. Who were they trained by and when?

10. Do representatives from this community participate in health facility meetings?

a. How often do these meetings take place?

b. Where do they take place?

c. Who attends these meetings?

d. What role do the CBV’s play in these meetings?

e. If community-based interventions are decided on, who delegates responsibility for the interventions?

11. Does this community have a Safe Motherhood Action Group (SMAG)?

a. How many members are in the SMAG?

b. What activities has the SMAG conducted per quarter? With which organizations?

List activities & organizations for 2010 Q1, 2010 Q2, 2010 Q3, 2010 Q4

c. How are community-based safe-motherhood activities developed? Do SMAGs develop the activity, or does the partner/health facility? What input do SMAGs have?

d. If the SMAG needs support, who do they go to?

e. What support does the health facility provide to the SMAG?

f. Have the SMAGs been trained in exclusive breastfeeding? By who and when?

i. How do they work with the health facility to counsel women in the community?

ii. If no, why not?

12. How many lay counselors in PMTCT does the community have?

a. Who trained the lay counselors in PMTCT and when?

i. Were they also trained in DBS? By who and when?

b. What activities have the lay counselors in PMTCT conducted per quarter? With which organizations? (List activities & organizations for 2010 Q1, 2010 Q2, 2010 Q3, 2010 Q4)

c. How are community-based PMTCT activities developed? Do the lay counselors develop the activity, or does the partner/ health facility? What input do the lay counselors have?

d. If the lay counselors need support in PMTCT interventions, who do they go to?

e. What support does the health facility provide to the lay counselors in PMTCT?

f. Have the community lay counselors in PMTCT been trained in IYCF? By who and when?

i. How do they work with the health facility to counsel women in the community?

ii. If no, why not?

13. Does the health facility perform outreach services in your community? How often?

a. In what areas?

	
	Yes
	No

	ANC
	
	

	Safe delivery
	
	

	PNC
	
	

	PMTCT
	
	

	Pediatric HIV care
	
	

	EPI
	
	


b. What happens during the outreach activities? (health talks, service delivery?)

c. Who participates in the outreach activities? (how many health facility staff and partner organizations)

d. Is the community involved in the outreach activities through the community lay counselors or SMAGs, any other volunteers?

14. Have village headmen, church leaders and other influential leaders in the community been sensitized on the importance of ANC, safe delivery, PNC, PMTCT, pediatric HIV, and EPI? By who and when?

a. How has this affected service uptake in these areas at the health facility?

b. How are partners involved in sensitization? Which partners?

15. Have community volunteers received training in monitoring and evaluation? By who and when?

General comments

1. What have you seen as major contributions to service provision at your health center and communities since the initiative started working in your catchment area?

2. What would you like to see done by the initiative (your selves, health center, district, PHO and Partners) to ensure sustainability of the activities as well as even more improved service provision in your catchment area?

Appendix G: Questionnaire for Partners

Date:


District (Station):



Name of person/s interviewed: 

Position/s: 

Organization:

General

1. How has coordination in the province been affected as a result of this initiative?

a. If coordination is better, what strategies will ensure that coordination is maintained or strengthened? If coordination is not better, why not? What can be done?

b. Which organization do you work with now that you didn’t one year ago? In what ways do you work with those organizations?

2. What challenges exist in coordination and how are they addressed?

a. Who should they be addressed by? (Ministry or partner?)

b. What can you or other partners do to address these challenges?

3. What are the lessons learnt in coordination? 

4. Which health facilities does your organization work with in each of the three districts in ANC, safe delivery, PNC, PMTCT, pediatric HIV care or EPI?
a. What services does your organization provide to those facilities? (training, supplies?) How often?
5. When developing targeted interventions, is the district for facility involved? How about other partners?

6. What other partners does your organization work with in the selected districts? How often does your organization meet with other partners?

a. Which partners do you meet with regularly (at least once a month)? 

b. Where do you meet?

c. What is discussed when you met?

d. When action points are discussed, how is it decided who will take responsibility? 

e. Are facilities or the district involved in these meetings?

f. If yes, how do they contribute to the meetings? If no, why aren’t they involved?

7. Does your organization share health information data with other partners?

a. Is this health information data shared with facilities or the district? How is this information used? 
8. Does your organization conduct mentoring and supervision visits in ANC, safe delivery, PNC, PMTCT, pediatric HIV care or EPI?

a. Which other organizations do you work with to provide mentoring and supervision? 
b. Does your organization provide reports on the mentoring and supervision visits to the DHO or PHO?
9. Does your organization work with other partners at the community level or health facility level in ANC, safe delivery, PNC, PMTCT, pediatric HIV care or EPI? ? 

a. How did the partnership affect demands at the community level and ability to provide at the health-facility level? 
10. Do you partner with the DHO to provide support in ANC, safe delivery, PNC, PMTCT, pediatric HIV care or EPI? How did the partnership with the DHO affect service delivery? If no, why not?
Antenatal Care
1. What challenges exist in providing ANC services?

a. What support does your organization provide to address these challenges?

b. Do you work with any other partners to address these challenges? List other partners.

c. How do you work with the DHO or PHO to address these challenges?

2. What lessons have been learnt in coordinating implementation of ANC services?

3. How has coordination with partners affected provision of antenatal care in the province or districts?

4. What support at community level does your organization provide to encourage women to attend ANC?

5. What support at community level does your organization provide to encourage women for an HIV test during their first antenatal visit?

6. What support at community level does your organization provide to encourage ANC clients testing positive to have a CD4 count done?

7. What support does your organization provide to health facilities to ensure clients receive their CD4 results?

8. What support at community level does your organization provide to increase male attendance to ANC with their pregnant partners?

Delivery

1. What challenges exist in encouraging mothers to deliver at health facilities?

a. What support does your organization provide to address these challenges?

b. Do you work with any other partners to address these challenges? List other partners.

c. How do you work with the DHO or PHO to address these challenges?

2. What lessons have been learnt in encouraging women to deliver health facilities?

3. How has coordination with partners affected safe delivery practices in the province?

4. What support at community level does your organization provide to encourage mothers to deliver at the facility? 

Post-Natal Care
1. What challenges does the district face in encouraging mothers to access post-natal care services?

a. What support does your organization provide to address these challenges?

b. Do you work with any other partners to address these challenges? List other partners.

c. How do you work with the DHO or PHO to address these challenges?

2. What lessons have been learnt in encouraging mothers to access post-natal care services?

3. How has coordination with partners affected post-natal care in the province?

4. What support at community level does your organization provide to increase the number of mothers and newborns reviewed by a skilled health care worker within six days of delivery?

a. Which clinics do you work with to support provision of these services? 

b. What kind of support did you provide to those clinics?

c. How often per month did you provide this support?

PMTCT

1. What challenges exist in encouraging mothers to access PMTCT services?

a. What support does your organization provide to address these challenges?

b. Do you work with any other partners to address these challenges? List other partners.

c. How do you work with the DHO or PHO to address these challenges?

2. What lessons have been learnt in encouraging women to access PMTCT services?

3. How has coordination with partners affected uptake of PMTCT services in the country?

4. What support at community level does your organization provide to encourage mothers to access PMTCT services?

5. What support at community level does your organization provide to increase uptake of ARV prophylaxis by HIV positive pregnant women?

6. What support does your organization provide to the health facility to support PMTCT services? (medications?)

Pediatric HIV Care

1. What challenges does the district face in encouraging mothers to access pediatric HIV care services?

a. What support does your organization provide to address these challenges?

b. Do you work with any other partners to address these challenges? List other partners.

c. How do you work with the DHO or PHO to address these challenges?  

2. What lessons have been learnt in encouraging mothers to access pediatric HIV care services?

3. How has coordination with partners affected uptake of pediatric HIV care in the province?

4. What support does your organization provide to health facilities to provide of pediatric HIV care? 

5. What support at community level does your organization provide to increase the number of exposed infants that are tested for HIV? 

6. What support does your organization provide to the health facility to conduct HIV testing for exposed infants? 

How does your organization provide support in utilizing SMS communication?
7. What support at community level does your organization provide to increase the number of infants born to HIV positive mothers who are given ARV prophylaxis?

EPI
1. What challenges does the health facility face in encouraging uptake of EPI services?
a. What support does your organization provide to address these challenges?
b. Do you work with any other partners to address these challenges? List other partners.
c. How do you work with the DHO or PHO to address these challenges?
2. What lessons have been learnt in encouraging uptake of EPI services?
3. How has coordination with partners affected EPI services in the province?
4. What support does your organization provide to increase uptake of EPI services?
5. What support does your organization provide to ensure that children are fully immunized by 12 months of age?
6. Which clinics do you provide this support? How often?
7. Is this in conjunction with other partners? If yes, who? If no, why not?
8. Is the DHO involved in providing this support?
Stocks of commodities/supplies and supply and logistics management system
1. What challenges exist in responding to stock-outs? 
2. How have these challenges been addressed?
3. How does coordination between partners affect these challenges?
4. What other organizations can address these challenges?
5. What are the lessons learnt in stock management? 
6. What support did your organization provide to avoid stock-outs?
7. Did you provide trainings to the district or health facilities? 
8. If yes, which ones and when?
9. Which other partners, if any, did you work with to help the district and facilities avoid stock-outs?
10. Did your organization help put strategies in place to avoid stock-outs? Was this done with other organizations? Who? When?
General Comments

1. What would you say are the major successes of this initiative?
2. Which areas do you think partners need to work on in order to sustain the gains made and even collaborate better as partners under this initiative?

� Central Statistical Office, Zambia Demographic & Health Survey, 2007


� Central Statistical Office, Zambia Antenatal HIV Sentinel Surveillance, 2008
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