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EXECUTIVE SUMMARY

Teams of health personnel drawn from five districts of Malawl met during a aine-day
workshop in October 1987 in which each analyzed and developed a solution for an important
problem ecurrently being experienced in the delivery of maternal, child health and family
planning services. The Ministry of Health of Malawi bad picked the District teams, the
support persons from Regiomal level, the facilitators from headquarters, and had designated
broad health problem areas that were felt to need attention in each distriect.

Each wmultidisciplinmary team comprised of 5 to 8 doctors, midwives, nurses, sanitarians,

etc. analyzed in detail the assigned health problem, its causes, and the diffilculties being
ancounfered in the services in attempting to deal with it. Each team focused om a specific
poyxtion of the assigned problem. After reviewing all available studies, reports, and

popularion data, the teams gained additional insight into the health and service problems by
gathering additioenal data through small household suxveys im villages, through focus group
discugsions with householders and clients in clinies, and by apalysis of hospital and climic
records. They chose indicators for measuring the problems, comceived a "solution” strategy,
and developed =a detalled 1implementation plan of the activities needed to carry out the
solution. Each ilmplementarion plan indicated the date, and the individual on cthe teams who
had responsibility for a specified product expected from each activity. The teams were told
that cheir solutions must be implemeunted with existing resources. Each team produced a
typed project proposal. This included an evaluation plan to be used to assess the results of
the efforts it would wundertake. Each team will present the results of its implemenrarion
efforts to the others, and to the M.0.H., in 12 months at a followup evaluation workshop.

Team  members learned the techaiques of analysing health and service problems,
anddesigning a solution, developing supervisory tasks to ensure implementation, and preparing
a project by actually carcying out those tasks and producing a proposal during the workshop.
Facilitator support, provided by central and regional Ministry of Health personnel and four
external consultants from WHO, was intentionmally restrained from providing "answers". This
was o0 insure that the teams would feel and accept their full respopsibility for finding
thelr own solurions to the problems of providing more effective service and coverage in thelr
districts. The pedagogic assumption of this workshop was that health personnel would best
learn usable management skills by struggling through a real, lwportant problem to produce
thely own workable solution.

The health/service problems initially designated by the MOH, and the project objectives
subsequently developed by the teams for their vedefined health problems are shown below for
each of the districts:

DISTRICT DESIGNATED PROBLEM DEFINERD PROJECT OBJECTIVE
Lilongwe Nutrition problems Reduce % of — 57s severely underwelght
Machinga : Obsterrical problems Heduce maternal morhidity due to

ruptured uvterus

Malanje Child spacing Lower 4 of inter-birth intervals
= 24 months

Mz imba ErPL Lower measles morbidity in — 57s

Szlima/Dadza K Nutrition problems Keduce the IMR and both pre— & post-—
harvest no. and % of 1-4 y.0. severely
malnourished

At the epd of the nine~day workshop, the project proposals were presented by the teams,
with the wse of illugtracive transparencies that they had prepared to a panel of reviewers
from cthe central MOH. The panel was led by the Director of Health Services. TFollowing
constructively critical dialogue all five projects were  approved for immediate
implementation. Asgurances were given that npecessary admiaistrarive support would be
provided by the Ministry. The same district teams, facilitators and decision-makers will
reassemble in QOctober 14988 for a three—day workshop in which all teams will present their
evaluation of what they have been able to achieve during the interveming twelve months.
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1. PURPOSE OF THIS DOCUMENT

Thiz document 1s written to describe a type of management strengthening effort designed
to produce immediate results: improvements 4in service delivery and an increase in the
capacity of health services staff to analyze and resolve problems In the design and delivery
of thelr services. This effort was supported by the Family Health Division {FHE) of the
World Health Organizatiom (WHO) and the United Nations Fund for Population Activities
(UNFPA). Often referred to as "District Team Problem—solving”, it is a combination of
management training, actual project formulation and actionm health system research.

The complete process encompasses:

al} An analytical and planaing workshop including proposal formulation (9 days).
b} A period of implementation (approximately 9-12 months).

c) Post—1mplementation evaluation workshop (3 days).

This report describes the dinitial planning workshop conducted at the begioning of the
team problem—-solving process in Malawi. It is written in encugh detail to enable health
administcrators ro see how the workshop was structured and conducted. It attempts to describe
the basie prineciples of "learning by doing" embodied in this approach, and how well these
were 4mplemented in the Malawi workshop. The facilitators, who contributed to this report by
describing the sessions they led, were asked to be candid about how well their sessions had
succeaded. This report attempts to document the achievements and difficulties in attempting
toe apply this method. Actual team products are atrached to each session to illustrate the
immediate results of the team™s work.

Participant and facilitator evaluations of the workshop are presented in detall aleng
with ideas on how such workshops can be improved in the future.

Thizs report i1s written primarily for the use of the Malawi Mimistry of Health (MOH) in
supporting its Ddstrict Team Problemsolving effort. However, the report will be broadly
shared with health administrators, trainers and agency staff around the world who may alao he
interested in undertaking such health service management development in their progranmes.

2. BACKGROUND

The Malawl workshop on district problem—solving through the team approach came about as a
direct result of the November, 1986 evaluation of the traditional birth attendant (TBA)
programme. Major findings of the TBA evaluatlon included:

- TBAs attended only 7-82 of births, nationally, and 46% of births were unattended by
trained personnel.

- Three kinds of constraints rto supervision of TBAs were ldentified:

1. TBA trainers could not manage required quarterly supervisory visits because either
thie activity was not integrated Iinte the PHC outreach schedule or becsuse other
responsibllities within the service area made it imposaible.

2, The content of supervision did not appear to include the assessment of quarterly
returns and the service indicators they contain. Supervisors did not know how to
interpret data and relate the findings to MCH health and service objectives,
Supervisors were not familiar with the concept of reviewing referrals and records in
health Institutions in order to use thils information as a supervisory tool for
improving case management.
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3. The TBA supervisors rarely contacted any committees during village visits to the
TBA, thereby underestimating the value of village level support. In view of the
lack of knowledge of basic eplidemiological concepts, both scientific and social, to
guide supervision, a workshop on supervisory mechanisms was originmally planned for
nurse-midwives only. However, recognizing that supervision 1s only one component of
a managerial precess and that nureemidwives will not achieve their goal if they
work In 1solation, the idea of a team problem—solving workshop was proposed to the
Minigtry of Health in May, 1987. Realizing that the health centre staff and the
people in communities are the agents for change in the first Iinstance, it was
recommended that the workshop teams should be constituted of interdisciplinary staff
of regional, distrlet, and health centre level.

An assessment of supervislon, and suggestions for iwmproving it, had been made in the
MCH/EPI/PHC Joint Programme Review of Auguat 1984. Although strengthening of supervision, as
identified in the TBA evaluation was the central coneern, this workshop also responded to
other needs of the Mipisrry of Health, i.e. strengthening of the managerial capacity of
Reglonal staff, and of problem—solving and decision-making skills of Regiomal and District
personnel as important pre-conditions for promotion of decentralization of services.

The Family Health Divizion of the Malawi Ministry of Health arranged for a trailning sire
in Liwonde, and designated teams from, and problems of, the followlng dlstrlecs:

- Lilongwe, nutrition

- Machipnga, maternal morbidity
- Mutanje, child spacing

- Mzimba, immunization.

- Salima, nutrition.

The approach to improvement of supervision taken in this workshop consisted in getting
District Team members to collaboratively and clearly delineare what work needed to be done,
why, by whom and when, in order to achieve an important objective of their services. It also
encouraged them teo realize the importance of a supportlve working environment for eliciting
the best contributions of individual members to the collective work of the team. It 1s
assumed thar such improved understanding and tolerance of each others roles will translate
intc supportive eupervision in theilr regular work environments, more effectively than would
the copventional approaches such as targets, task analysis to specify procedures, checkllsts
for checking up, which tend to encourage policing that engenders resentment and disaffection
in health warkers. The approach used intends to improve the capaclty of every worker on the
health team to use dinformation at his own level to monitor and find ways to improve the
quality of his own work, thus liberating bottled constructive energy throughout the system.

Al of the techniques and  approaches brought together i1in the [Hstrict Team
Problem—solving appreach have heen used diversely to improve health services in different
places during the past three decades. These include a systems approach, oval diagramming,
the nominal group process, specification of indicators for monitoring and evaluation, work
plans, Gantt charts, etec. None of these approaches, however, are presented in a theoretical
or detached manner in the preparatory planning workshop. Rather, they atre presented briefly
and schematically, as aids the teams can use in working out practical solutions to the
problems that they identify 1in delivery of their own distriet health aservices. Most
importantly, the strueture of the three phases of the entire process ls designed to engage
the interest and sense of responsibility of a ecritical nuwber of Ministry of Health personnel
at DMstriet, BEegional and central levels, whose collasboration is essential for sustainable
improvement of the services delivered apd their management at the distriect level. Varlous
aspects of this process have been used in project development assisted by WHO; in training of
distriet teams in various states of Indla; in district problem—-sovipng in Malaysia, ete.
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3. PURPOSE AND ORJECTIVES

The purpose of this workshop was to provide Malawi MOH personnel with a form of
management training that addresses real, priority problems im the services, and leads to
immediate impact on health problems and service problems while laying the basis for improved
supervision. Effectively, it explored & performance style of district staff development in
Malawi, din contrast o conventional management training; a problem—solving approach for
development of district health teams. The teams were given nine days to devise their own
service solutlons to an important health and service problem in their district, which they
analyzed through a serles of structured exercises. The teams were required to fidentify and
define the {ndicators they would use to measure and monltor the health or fertility problem
and the services, in which they intended to make improvements. At the end of the workshop,
each team presented 1ite project proposal to Ministry of Health decision makers. If they
approved the project, the team was them expected to implement its project over nine to twelve
months . Thereafter, a second workshop would be held to evaluate the results obtained.
Participants and facllitators evaluated the immediate results of the wotkahop.

The objectives of the workshop were:

At the end of the workshop, participants should:

l. Individually, he wmore motivated and better prepared to function as change agenis
within their health services, and as such, to be able to identify operational
problems which can be solved with loeal affort and innovation:

Be able to functlion in a wmulti-disciplinary, problem—solving team within their
digtrict with the ability to:

a) apply basie epidemiological concepts for use in the management and control of
MCH/FP services.

B) diagnose health, organizational and operational problems at various levels.

e¢) formulate practical solutions for such problems, solutions which can be
lmplemented with existing resources and organizational sef-ups.

d)  strengthen supervision in their district.

e) monitoer the progress and evaluate the effect of changes resulting from the
implementation of their intended sclutions.

Have in hand a draft proposal for solving, within their district, one assigned
problem; such proposal to have been reviewed by Minisrry decigsion-makers and their
suppott and guidance received in order that implementation of the proposed solution
or 1ts revision be undertaken immediately following the workshop.

Be able to evaluate the effectiveness of thelr district problem solving effort
sometime late in 1988, or early in 1989 according to indicators and methods
prescribed in the proposal, and te¢ report the results of thelr evaluation to
decision-makers within a follow-up workshop of the same participantg to be held at
that time.

At the end of the workshop, the Ministry decicion-makers and facilitators should:

- Be in a position to tentatively assess the effectiveness and practicality of this
type of acrion learning and whether the approach should be more broadly applied in
the future. (An in-depth assessment of the problem-solving effort will be
undertaken at the time of the follow-up workshop).
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4. PARTICIPATLON

This probiem—solving work was performed by teams of five to seven persoanel who bad been
drawn by the MOH from each of five distriects. These teams variously Included one or more of
the following types of staff:

- Distriet Health Officer

- Fublic Health Doctor (Agricultural UDevelopment Division)
- Sister In—charge

- Kegistered Public Health Nurse

- Medical Superintendent of Hospital

- MCH Coordinator

- Senior Medical Assistant

- venior Health Assistant

- Health laspector

- Begistered Community Heslth Nurse

- Enrolled Nurse/Midwife

- MCH Coordinator/Child Spaciog Provider.

In addition, one health worker from the Hegiomal Offices of the Ministry of Health was
assigned to be a participating member of eachk team, but alse to function in the dual role of
facilitator of the group problem—solving process. These facilitators/team members were drawn
from the following types of personnel:

- Chietf Healith Inspector

- Regional EPI Officer

- Regional Nursing Officer

- Acting Regional Public Health Nurse

Fagilitation was also provided to the groups by cthree types of people:
L. Four external WHO staff (Geneva and Harare)
2. Three Malawi WHU programme staff (UNFPA-funded team)
3. Seven Malawi Officerzs from Ministry of Health Headquarters
The workshop opening and closing were also attended by LUr Ntaba, Chief of Health
Services. Also participating in the opening session were Machinga Pistriet Commissioner,
Mr Xwaila; District Women”s League Chairperson, Mai Maluwa; Primary Health Care Chairman,
Mr Mdala, Dr Siwale, WHO Country KRepresentative and Representative of UNICEF, Mr Shrestha.
Participating in the Review PFanel in the closing session were Deputy Chief of the Nursing
Service, Mrs Mvundula; Principal Persomnel Officer, Mr Kayembe; Acting Chief Accountant,
Mr Mdeza; Conttolier of Family Health, Dr Msachi; and WHO Country Representative,
Dr Siwale.

For names and titles of participants, please see Amnnex A,

3. WORKSHOP METHOD

The ptoblem—solving workshop is designed with the premise that service staff will learn
how to perform analyrical and planning tasks best when they actually perform such tasks in
the process of preparing a proposed solution to a real problem in their distriet. The
potential for learning is felt to be further increased when:

- the staff are working together as a district team;

- the team is expected to present its proposal to senior decision—makers at the end of
the workshop, and;

- if agreed to by the decision—makers, the team expects Lo refurn to its district and
proceed to actually implementr its proposal.
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Finally, the managerial scenario 13 completed by having the teams prepare evaluation
indicators and methods as part of their proposal, with which they will evaluate their efforts
and results after nine to twelve month of i{mplementation. At that time the teams would
assemble agaln for a shorter workshop to present the vesults of their implementation efforts
and evaluations.

Al} of these factors — real problems, real proposals, decigion-makers” review, actual
lmplementation, a scheduled evaluation, and presentation of evaluatlon results = create an
optimum situation for learning pracrical health management techniques and teamwork.

Within this first analytical and planning workshop, the learning—hy-doing ie further
enhanced by having most of the rime within the sessions devoted to the team™s analysis and
generation of planning products required within thelr ultimate proposal.

Introductions of assigmments were kept brief. Most time was spent by the district teams
discussing and working on the products they were required to have prepared by the end of aach
sesgion. Facilitators had agreed to intervene in the discussions only to clarify the
assignment or methods, or to provide some technical input. The teams were required to come
to and to defend their own conclusions. Each team made an effort to elicit the opinlons of
all of its members. Toral participation was facilitated by encouraging each working group to
accumilate its ldeas on large paper sheets viglble to all team members.

The workshop was structured into 13 gessions of approximarely two hours length (for
schedule please see figure 1. Each session deals with a critical apalytical or planning task
and resulted in one or more products which would contribute to the design and presentation of
a golution proposal.

Each session was begun with a short briefing by one of the four extermal facllitators,
In plenary, the facilitator took the entire group of participants through the session
guldeline noting the objectives, background materials, tasks and expected finished products
for that session.

Generally, a format and example were made available to illustrate the nature of the
degired products. Basi¢ terms were defined. These briefings were intended to have been
limited to fifteen wminutes, but sometimes were longer due to questions. Facilitators used
presentation techniques which were recommended for use by the teams when they presented their
products, e.g. hand drawn overhead slide projections of diagrams.

Afrer the briefings, the teams moved to the working space that they had established and
proceeded to perform the required tasks and to prepare the required products, e.g. a drawn
problem diagram of thelr quantitaztively specified health problem. To the extent possible,
necessary data such as populatior projections, MCH service returnse, prior evaluation
findings, and survey results were made available to each team from national and, where
possible, district levels.

At the end of the session, each team was expected to have (and generally had) a complete
product which c¢ould be pressnted on rransparencies, and submitted for typing. In fact, due
to pressure of time, plenary presentations of session products were made onr only two
occasiona, at the time the firal problem statement and diagram were completed, and when the
final proposal was presented on the last day.

At the end of the second day the teams began preparing for two field data collection

efforts, which they conducted on the next two days. The first was to various healrh
facilities 4in the area, and the second teo selected villages. This data was intended to
supplement existing information. The visits also offered an opportunlty to test data

collection methods and instruments, especlally within villages, e.g. household sample surveys
with designed questionnalres, and prepared focus group discusaions.

Although the established hours for the workshop sessions were 7:45 to 5:30, with 1 1/2
hours for lunch, most groups found it necessary to work on into the evenings. Although the
Bunday between the two weeks was to be free, all groups worked at least half that day, and
some on into the evening. External facilitators tended to float among teams, while national
facilitators became a part of one team.
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Each evening all facilitators met for 30 minutes to discuss the progress and problems of
the day, and to propose ideas for improving the sessions. This provided feed-back from the
groups about diffieculties.

On the last day, the participants completed an evaluation questionnaire which was
analyzed. The results were reported back to the group in the closing session. (This
evaluation will be reapplied in the follow—up workshop to be held im 12 months).
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FIGURE 1

WORKSHOP SCHEDULE

MORNING
07:45 - 12,00

AFTERNOON
13:30 - 17:30

1. Opening,
Aggignment of
Problem

2, Data Review

(P}

H
H

2, Data Review
continued

Problem
Analysis

Design of Fileld
Data Collection
Instrumants

Final Preparation

of Field Data
Collection

Field Data
Collection

Field Data
Collection
continoed

Analysls of
Field Dara

Free, avalilable for teams to work further
on the preparation of their problem statement

Final Prcoblem
Definirion and
Pregsentation

(F) : 7. Problem Prasentation

continued
8. Idea Generation and
Selection

Formulation of
Objectives and
Targets

Solution
Description

Implementation
Planning

Evaluation Indicateors
and Evaluation Plan

Proposal
Writing

Froposal Writing and
Preparation of Proposal
Presentation

Finalization of
Proposals
Presentation of
Proposals

)

Presentations
continued

15. Workshop Evaluation

and Glosing {P)

Note: Plenary
Individual
avallahle

discugsgions were

arranged during the

course

of the workshop.

(®)

and team Work contimned in the evenings, at which time facilitators were

for assistance.
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All the guldelines and illustrative examples were distributed to participants in
a syllabus at the outset of the workshop, along with the ohjectives, materials, and the
asgigned tasks, and products for each session (please see Annex B for details). These
assignments were gone over briefly by the facilitators in the plenary orientation before each
sesslon.

beseribed below, for each session, are the presentations made, the processes of the
groups, and the products the groups achleved.

6.1 SESSTON 1: — Opening

The workshep was opened by the Chalrperson, Dr Msachl, who introduced the attending
guests of hooor, the facilitators, and all of the participants in each of the five district
teams (attendees are listed in Annex A).

She named the health service problem area that had heen assipgned ro each of the teaps:

Lilongwe: Nutrition
Machinga: Maternal health
Mulanje : Child spacing
Mzimba : EPI

Salima 3 Nutrition.

Dr Siwale, WHO Representative 1in Malawi, was invited to make some remarks. He briefly
sketched the history of prior efforts to dimprove the management of health services,
including Country Health Programming and the Managerial Process for National Hezlth
Development . He noted the increased importance, due to the projected decline in the world
economy, of management of health service resources. He gave a definition of management:
"husbandry of homan and other resources to obtain the objecrives that you set yoursaelf'. He
noted that many workshops on management have not heen followed by any significant changes. He
hoped that, following this District Team Problem-solving approach, the participants would
produce improvements in how they were organizing their work, and in the performance of their
services.

Br Msachi them Invited the Chief of Health Services, Dr H.M. Ntaba, to deliver the
opening address. Dr Ntaba said that he expected that the participants would emetge frowm this
workshop more motivated and better asble to functlion as agents of change capable of promoting
local Inmovation for better health services. They would scquire experience functioning in
multi-disciplinary problem—solving teams. They would use basic epidemlologle concepts Lo
analyze maternal—child health and <child spaciog problems. They would diagnose operational
problems of their health services, then formulate practieal sclutions to improve them. They
would design solutions within existing resourece 1limits, but with innovations in service
delivery that they could devise. These would include the strengthenling of supervision and
monitoring the changes that would result from the solutiona proposed. The practical
solutions they would seek to the problems of day-to-day service delivery in each of the five
dictricts shoild be focused on Iimproving the quality and coverage of the services. The teams
woilld make their own evaluations of the weaknesses and coastralnts in delivery of services in
thedr districts, and the problems these create, which iInclude c¢hild malautrition, poor
immunization coverage, high maternal wmortality, high infant mortality, poor outreach, poor
obstetrical services, Inadequate supervision, etc. But the tesms may find that they are
{ll=-equipped and have Inadequate resource for solving these problems. Herein lies the
importance of learning oulti-disciplinary teamwork for problem—solving. The teams, however,
shouldn“t limit themselves to working only with other health services personnel. Other
governmental and non-governmental agenciez wmay be able to make important contributions.
Eapecially, community involvement is very important, but it is often forgotten, reducing the
impact of services.

Dr Ntaba emphasized that the Ministry of Health recognizes that the Distriet Unic is its
most important managerial level. Therefore the importance of District Team building, and the
rationale of this workshop to take them through the steps of problem—-solving. These include:

- Review existing data

- Analyze the problem
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- Identify, collect and analyze additional data needed
Degscribe and define the problem
Genaerate and select ideas for practical solution of the problem
Formulate and set objectives and targets
Degign and describe the solution
Plan the implementation activities
Formulate the evaluation framework
Prepare the selution proposal.

Dr Ntaba continned noting that, although this is a2 long 1list of steps, 1t is the
effective way to prepare a draft proposal that can be submitted for approval for the scrutiny
of those in positions of decicion-making. The solutions devised by the teams, he emphagized,
must be practical and achievable with existing limited material and human resources, or with
minimal additional rescurces. The results should be clearly seen, over a relatively shore
period of time, to improve the quality and coverage of the health services., Thig might be
achieved  through better  supervision, Tbetter clinic  procedures, streamlining of
reporting/recording/refarral practices, increased community invoelvement, and other
innovations the teams may be able to devise. The success of their efforts would be judged at
the follow-up workehop to be held in about one year. If successful, the MOH would use this
approach throughout the country, and alge in the other services beyvond Family Health.

Dr Ntaba clesed by noting that these objectives and the methods of the current workshop
were Jlaudable means to implement the wishes of his Excellency the Life President for
improvement of the health of rural people in Malawi.

After tea and group plcture—taking, Dr Msachi invited the desfigner of this District Team
Problem~solving Workshop, Dr S. Sapirie from FHE/WHO/Geneva, to explain the structure,
methods, and style of this workshop. Dr Sapirie said the workshop should

- be informal (use first names), but disciplined:

include no lectures (learning by doing)i

maximize the time teams spend working on thelr specific tasks;
addregs Dt Ntaba™s challenge.
He described the three main phases of the Distrier Team Problem—solving approach:
I. PLANNING, through this 9-day workshop, then;
II. IMPLEMENTATION, by the teams in their districts, over 9-12 months, then;
1II. EVALIJATION, during a 3-day follow-up workshop after 9-12 months.

In order to increase participants” ability to define and solve health and operational
problems, the workshop followed the basic logic whose sreps were described above by Dr Nraba.
Dr Sapirie stated that, after many years working in the "management game" he was persuaded
that the most wuseful approach was not to teach the parricipants concepts, procedures and
jargon, but to have them proceed to strengthen theilr basic health services administration, by
using epldemiologic analysis, monitoring coverage, and involving cowmunities for delivering
better services to people. They would become better managers by addreseing thelr group
energies to the maln challenge of identifying how, in thelr own circumstances, to solve a
particular health care problem.

He then went over the workshop programme schedule:




igt week PROBLEM ANALYSIS

WEDS
THURS

FRI

SAT

REVIEW DATA
PROBLEM ANALYSIS
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DESIGN DATA COLLECTION

PRETARE TEAMS
FIELD VISIT
FIELD VISIT
DATA ANALYSIS

2nd weak SOLUTION DESIGN

He
complete
Sunday.

MON

T

VES

WEDS

T
F

HURS
RI

PROBLEM DEFINITION
IDEA GENERATION
OBJECTIVES & TARGETS
SOLUTION DESCRIPTION
IMPLEMENTATION PLAN
EVALUATTON PLAN
WRITE PROPOSALS
PRESENT PROPOSALS
EVALUATE WORESHOP

emphasized that teams had a lot of work to do since they had specific "products" to
by the end of every session.

They might find it necessary to work evenings and on

The structure of a typical session was outlined on a transparency:

1.

3.

Plenary Briefing (usually abour 15 ninutes)

Objectives

Materials provided
Tasks of the teanm
Products, required using formats given and illustrative examples

Team Effort

Reviewy data

Digcuas

Agree, 1.e. reach consensus

Prepare

the product (for

the team to turn in, get typed, reproduced, handed

back, and finally used in preparation of the team proposal)

Plenary (sometimes)

Pregentation by teams
Discussion

He displayed the daily work schedule, which appeared quite full:

He
points.
wWare no

Sessions at 7:45-10:00, 10:30-12:00, 1:30-3:30, & 3:45-5:30
Teag at 10:00-10:30 & 3:30-3:45
Liunch at 12:00-1:30

Evening ~ team work may have to be continued.

concluded by noting that presentations should be confined to only the few most salient
WHO personnel might provide formats, but were not to give answers (in fact there

"right"

answers to many of the
urged ALL team members to participate fully.

assign sub~tasks to individuals;

tasks the teams would be undertaking). Finally, he
However, the group should hreak up the work and

This sesslon closed with a period of yuestions and answers for clarification.
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6.2 SESSION 2: - Data Review

This session began at the end of the morning. The facilitater explained that the session
was designed to enmable the teams to:

- Review the available data pertaining te their assigned problem.
- Design tables for summarizing the available data.

- Identify additional data felt needed for completing the qualitative and quantitative
definition of their asgigned problem.

The facilitator drew attention to the avallable data:

MCH activity returns by district and faciliry.

- 1984 and 1987 Reviews of Primary Health Care.

- District Population Projections.

- Results of other special studies (Family Formation Survey, TBA Evaluation, etc.).

The facilitator also polnted out that the teams would have to progreasiﬁely focus their
problem from what waa initially a broad health or fertility problem or gservice area — birth
epacing, nutrition, {Immunization or maternal health - down to some aspect of the problem
which could be addressed operationally by the team over a short perilod.

In addition to the background data, the teams were provided with a format for a "PROBLEM
STATEMENT", as ghown in Figure 2. It can be seen from the format that the teams were asked
to {dentify 3 kinda of indicators:

- Health Indicators

- Service Indicators

- Indicators of Mffficulty.

For each indlcator they were to provide a base-line figure and a projection. Indlicators
felt appropriate but for which information was lacking constituted data needs which were to

he filled through further data collection and analysis. Some of this data might need to be
obtained through field inveatigations.




FHE/27.8
page 16

Suf[-aveq | 201BITPUT

uotaaaloag auUTT-25eg | J01BITIPU]

notysslfoayg | sutr-oseg | Jolesipul

RITNITAATT A0 SHIEVOIANT

SHOLVOTANT A2I1A¥HS

SAOAVITANI HIIVHH

INAWALVLS WITH0Ed

& 44nsId




FHE/87.8
page 17

It was also nsuggested that each team prepare a population projection for their target
age group.

All teams were able to produce a number of problem indicators in each of the three
categories However, by the end of this zession, not all of the groups had fdentified the
specific agpect or dindicators of the health problem which was to become the object of the

teanm”s effort, An exzample of one of the team™s initial PROBLEM STATEMENTS is shown in
Figures 3 and 4.

FIGURE 3

INITIAL PROBLEM DEFINITION

MULANJE DISTRICT

PROELEM DEFINITION

Low acceptance of child spacing services in Mulanje District

HEALTH RELATED PROBLEMS LINKED WITH CLOSELY SPACED PREGNANCIES

a) A higher {nfant and maternal mortality rate.
b) Malnutrition (maternal and child).
c) Economic Factors
d) Dempgraphic factors related to development
= Land shortage
- Population density

TARGET POPULATION

a) In general — The whole adult population; specifically
women between 15 — 49 years Mulanje 145056 (mid-1987)

b)Y CURRENT SERVICE EDVERAGE
2269 Clients 1.9% of 1986 figure

c¢) EXISTING HEALTH RESOURCES

3 Static hoapitels

1 Static health ceantre
10 Mobile health centres
16 Trainaed nurses

3 Doctors

1 Clinlecal Officer

Almost a2ll equipment 15 available as are
contraceptive supplies
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6.3 SESSJON 3: —~ Problem Analysis

The second day began with this session aimed at having each group build up a visuval model
of all the critical factors influencing ita health problem. Having produced a problem
statement, after review of avallable data during the preceding session, the participants were
now challenged to congider the network of varlables that affected their health problem. The
facilitator began to build up a PROBLEM DIAGRAM on a large flip chart by askling the
participants to think of what would tend to cause either the increase or deerease of foetal
wastage (abortion). They suggested variables such as women”s education, use of child spacing
gervices, aceess to child spacing services, etc. 5o that the oval diagram began to contain
geme of the same varliables as had been drawn for this problem in a previous workshop. The
facilitator called participants” attention to that sample problem diagram (see Figure 35),
which had been included in their syllabus.
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Next, =a problem diagram focused on measles mortality was drawn for a few minutes with the
participation of the plenary. Direct associations, In whiech a rise in one variable caused a
rize in the other, were noted and their connecting arrows wmarked (+). Inverse associations
(¢.g- a rise in measles immunization coverage can cause a decline In measles mortality) were
to be marked (~). A few minutes were then spent beginning the problem diagram for a third
example, i.e. maternal wmortality. When 1t seemed ¢lear to the facilitator that most of the
participants had pgrasped how to make a problem diagram (which 1z based on a slmplified form
of oval diagramming), he proceeded to a second subjeet. This had te do with ways that a
group can Insure full participation of all of its membear.

In the afternoon of the previous day, i1t had become apparent to facllitators who
clrculated among the groups that although considerable conacious efforts were being made to
include the ideas of all team members, that some members were somewhat reticent Lo speak up.
It should be noted that the district teams were quite heterogeneous, with a wide range of
educational backgrounds, levels of auwthority, both sexes, ete. Therefore, to facilitate
active contribution of ideas from all members of the team, a group process technique was
introduced. Thiz was comprised of the first four steps of the Nominal Group Process (or
Delbecque Technique), which are:

1. Clearly state the ecritical question, e.g. "What are the main variables that affect the
level of our health problem?"

2. Maintain silence in the group for 10-15 minutes while each participant 15 generating his
own answers and writing them out on a pad.

3. Take just one answer ({or 1dea) from each person, lieting it on a flip chart visible to
all and proceeding around and around the group until all of the ideas are listed. In
this atep no discussion 13 allowed, only requests for clarifieation iIf someone does not
understand what is Intended by a listed idea.

4. When all of the ideas are listed from each group mesher to see, open a general group
discussion of each varlable one after another.

The last two steps of the Nominal Group Method were not explained (5. individual votes on
the most priority 1deas from the group list, and 6. tallying/presenting/group discussion of
the vote) in order to conserve time for the teams” work to begin.

The facilitator finished by noting that the required products from the teams” work would
be their finfsghed problem diagram, amd a final list of additional data needed for their
problem statement.

Later, 4t was noted in all groups that use of the problem diagrams led to almost all
participants, even those with some English language difficulty, being better able to follow
the discussion of the complex 1nter-relationships of factors assoclated with their health
problems. In other words, the problem diagram format led to both greater clarity of the
cauvses of the health probleéem, and better participation and contribution by all team members.
It was also noted that the nominal group steps successfully enabled the participation of some
participants who had not spoken up in earlier sessions.

An example of a finalized problem diagram is shown in Figure 6.
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6.4 SESSION 4: - Design of Field Dara Cellection Inetrumenta

This sesslon was held in the afterncon of the second day. Each team had already discussed
its problem and had made an initial review of the relevant avallable reports and
information. Further, each team had listed additional data (quantitative and qualitarive)}
that 1t Ffelt necessary for completion of the problem definirion. Now the task of the teams
was to:

- identify the best sources of the missing data

- design dummy tables to use to present the collected and analyzed data

- design the data collection method and recording instruments to be used at each field
location to be visited

- design the formats for tabulation of the c¢ollected data.

The materials made avallable to groups Included:

- Joint Programme Reviews of PHC, from 1934 & 1987

- Expanded Programme of Immunization Reviews of 1982, 1985 & 1987
- Investigation of 1987 measles outhreak in Mhalchanda, Mzimba D.
- Traditional Birth Attendant Evaluation, 19886

- Famlly Formation Survey of Malawi, 1984

- Population projections of each District, based on 1977 census

- Complled monthly reports from service facillitles, by district

- Jobh descriptions for different cadres of health workers

- "Conducting Focus Group Sessions™ by E. Folch-Lyon & J.F.Trost from Studies in
Family Planning vol.l12,n0.12, Dec. 1981,

Pogsible sites to be visited in Machinga district were presented and discussed in
plenary. These 1included three hospitals, including one under the auspices of the Private
Hospital Assoclation of Malawi (PHAM), and numerous health centres and sub—centres The
district also contained about 800 wvillages, 1in 156 of which the Agrienltural Development
Department (ADD) 18 carrying out an extensive primary health care program in cecllaboration
with PHC committees.

The facilitator presented a hrief outline of the types of data and thelr potential
gources, which included:

- Data from registers and patient records in hospital and health centres;

- Answers to questious about knowledge/attitudes/practices of villagers in  household
sample surveys, or of healrh service providers in clinics, hospitals or wvillages;

- Responses in focus group discussions;

- Records of routine patient wmanagement such as growth charts, immunization cards,
labour graphs (partographe), antenatal care cardsj

- Records on routine administration of program resources, e.g. supply stock records,
temperature monitoring in refrigerators, etc.
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Participants were advised to¢ construet questionnalres containing a maximum of ten
questions and which would not take longer than 7 minutes to administer. It was recommended
that the questionnaire be tested within the group. The importance of avolding leading
questiona was explained. It was advigsed that dummy tebles for presentation of results be
prepared at this time in order to help the groups restrict to the minimum the data which was
to be collected. Variables should be chosen tov address the critical information alssing for
completion of the final problem statement.

Field visits were originally planned for Friday afternoon (the third workshop day) and
Saturday morning. However, 1in view of the fact that there would be no antenatal, child
spacing or under-5 clinics at those times, participants wetre requested to have determined the
sourcegs for their mneeded additional data early in this seassion. Then the schedule could be
rearranged for fileld visits the next morning, and the traditional authorities could be
informed of the intended visits to villages on Saturday.

For the four teams from districts orher than Machinga, the information collected would
only be a surrogate for what was missing in their own diatriets. Nevertheless, the process
would provide valuable experience in data collection, and they could repeat the exercige in
their own districts, as they deemed appropriate.

Each group decided the kinds of data it needed, then assigned subgroups to work on
instruments for collecting it. All five groups declded that they needed data from hospitals,
health centres and villages. EPI cluster sampling methods were explained by facllitators for
those groups intending to do household surveys. Systematic random sampllng was explained to
those groups intending to review inmstitutional records. The sites visited by each group are
shown figure 7.

6.5 SESSION 5: — Field data collection (Sessions 5 and é were combined)

6.6 SESSION 6: — Analysis of field data

Two days were set aside for actual field data collection. The first day was devoted to
visiting various nearby health facllities. Each team had speclfied ome or more facilitles to
visit for collection of data from regisvers, patient records, and through interviews with
staff and patients

Each team had prepared a set of questions and formats to complete. The Individual membezs
were assigned to various tasks and facilities, and transportation had been arranged
aecordingly.

In all, seyen facilities  were visited, ineluding 3  hospitals, one rural
hospital/nutrition rehabilitation centre, and 3 health centres.

Most facility visits were completed by the middle of day 3, which enabled the teams to
use the afternoon for tallying, and for preparing for the village visits scheduled for day 4.

On the wmorning of the fourth day the teams proceeded to visit assigned villages in order
to interview householders {for exzample, the child-spacing team from Mulanje district sought
interviews with women of childbearing age and their husbands), village leaders,
primary health care coordinators, and village health committees. In all, over 200 persons im
8 villages were visited by the 5 teams, covering a range of 10 to 4l households per village.
(Figure 6 summarizes the field data collection effort.)

The teams learned how to randomly select starting points withia each village, and then
proceed systematically from house to house through the village seeking households with the
approprlate parents or children (e.g. females aged 15-49 years, children under flve, etc.
depending on the teams subject and desired information.)

It should he noted that the villages visited had all begun primary health care schemes
within the 1last two years. These "primary health care villages" were therefore not typical
of Malawi villages in general, nor of the villages of interest in the partieipating
districts. However, the visit offered the teams the opportunity to test data collection
merhods which they would need to apply in thelr own districts as they established their
bage-1line health, service and public awareness indlcatora.
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FIGURE 7

SUMMARY OF FIELD DATA COLLECTION

SERVICE DATA

" "VILLAGE DATA

| TTTONGWE
(Nutritinn)

(Maternal
health)

1 hospital,

| MACHTNGA [

1 rural hospital
nutrition rehabilltatton centre
Structured staff interview on
undecr—five nutrition and
rehabilitat!on services; records
checle.

3 villapges - 30 mothers interviewed
for growth monitoring, nutrition,
KAP, 3 village health committees
intervicewed for local nutrition
activitiag

'b General hospitals, 1 mission

1 village — KAP on health

hnipital

- Checked theatre registers
- KAP (risk) of AN patients

- Reviewed labour graphs

- Knowledge of midwives

facilities, traditional beliefs and
risk factors with 30 mothers, 30
fathers, 30 gramnfes.

| MLANGE
(Child
spacing)

hnspital child spacing clinic

Staff interview

Focus discussion - 4 groups of
patfients

Analysis of child spacing
records

1 village = KAP iInterviews with

fathers and mothers of 12 heouseholds
- Interview with FHC coordinator

MATMBA
(Immuniz.)

2 health centres

honpitﬁi

Checked vaccine supply and cold
chain equfpment
Checked registers for measles

cases

27 villages = 30 households and the
village health committee on
knowledge, coverage and local action
related to fmmunization

SALIMA
(Nutrition)

Moblle under—five clinlc

- Checked mothers wt/ht, and the
wt/age of theilr children

1 village — Intevviewed 41 house-—

holds for KAP on nutrition
- Interviewed village chief
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In addition, the exposure to the PHC villages demonstrated to the teams what can be
achieved through wvillage level effort. One nutrition team found that every mother with an
under~five child possessed a growth chart which was belng routinely used. The child spacing
team, on the other hand £ound that there had been ne promotion of child spacing in the
village they visited. Few of families (1 in 12} had heard of any ¢hild spacing methed,
although 3 of 12 couples sald that they did not want wore children, and 2 of 12 sald that
they would 1like to practise child spacing. However, the nearest source of services was ten
miles away and difficult to reach. These findings led members of that team to discuss the
feasibility of the PHC coordinator, a young woman who seemed active In promotion of
sanitation, hyglene and oral rehydration, to be trained and provided condoms and pills.

The teams also interviewed village health committee mesbers and discovered the range of
activitiez that were being locally managed.

The afternoon of this fourth day, and at least half of the fifth day (Sunday) was spent
by the teams iIn tallying their field data and in finmalizing their problem atatement and
problem diagram.

Samples of the instruments designed, tabulations produced, and interpretations made by
one team ate shown in Annex C. In the brief three days available for preparation, data
gathering and analysis, this team gathered useful information relevant to child spacing from
three different sources : records in a child spacing clinic in Zivba hospital, focus group
discussion among attendees in the same clinie, and household interviews on knowledge,
attitndes and practices in a village.

6.7 SESSION: — Problem Definition and Description

This session, held on the morning of the fifth day, wss primarily devoted to a plenary
presentation by all teams of their final problem diagram and problem atatement, the first
draftz of which they had produced ip Session 3.

This was the flrst opportunity for team presentations, so each team received thirry
minutes to present Lcs analysis of the problem, and to answer questions from the other teams
and the facllitators.

All presenters successfully employed transparencies and other visual aids. Conalderable
cross—fertilization of dideas occurred, with each team henefitting from the comments of
others.

It was during this session that the teams clearly demonstrated their understanding of the
health indicator they had chosen, and of the dynamics oceurring between variables in the
health and social-economic s&system. They also demonstrated appreciation of the varlety of
sources of data for defining health and health service problems.

Although no didactie pregentation or materials had been given on health statistics, the
teams used a variety of rates, ratios and proportions to express in various ways the extent
of problems.

The primary result of this session was the clear identification of a set of variables and
their indicators which represented the specific health problem and the associated operational
problems to be addressed by each team:

- Salima — proportion of under-five population underweight for age

- Mulanje - proportion of females 1549 years with birth interval less than 24 months

- Lilongwe — proportion of under-5 children below B0Z of weight/age standard

- Machinga - incidence of maternal morbidity due to ruptured uterus

- Mzimba ~ incidence of measles in the under-5 population.
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Figure 8 illustrates the evolutionary nature of this group process; the final problem
statement for Mulanje distrier team which can be related to {tsg infitial problem
statements shown as figures 3, 4, and 6.

The completion of this session signalled the end of the analysis phase of the
workshop and the beginning of solution design.

6.8 SESSION 8: — Idea Generation and Selection

This =sesslon, which began in mid-afternoon of the fifth workshop day, was devoted
primarily to clarification of those criteria that teams should use in selecting among the
many approaches that their members could think of to solve the problems that they had
defined. These were called "design criteria™. They were intended to help Insure that
the solutions that the teams would propose would be found by the decision-makers to be
feazible and acceptable.

The faclilitator went over the "Design Criteria for District Team Problem—solving™ in
the workshep syllabus (Figure 9) and the tasks described iIn the session guide,
emphasizing that the product expected from the teams at the end of the session was a list
of selected 1deas for addressing the defined problen. In addition to these design
criteria, the plenary added that:

- Solutiong should focus attention on those service activities that‘are likely to
be the moat effective in decreasing the health preblem indicators chosen

- Solutions should strive to extend such service activities to the majority of the
population in the target group, with priority given to these populations
currently with least access.

The facilitator recommended that team generation of solution ideas might benefit from
team review of its problem diagram, and the identification of points of entry into this
problem model which geemed likely to offer the greatest possibility for reducing the
problem. Full participation ¢ould be encouraged by asking for an idea from each team
member, going around the group.

6.9 SESSION 9: — Formulation of Objectives and Targets

Thizs session ocecurted on the morning of the sfixth day. The teams were to conslder
their problem statements and existing health policy in order to set an objective for the
amount of desired Iimprovement 1in their c¢entral health problem, and targets for the
crivtical services which were felt necessary to bring about that amount of health
improvement .

The facilitator briefed the participants on the definitions of "objective” and
"target" in the context of this planning effort (see Glossary attached as Annex D). He
proposed a sequence of steps to set objectives snd targets (Figure 10}. Finally, he
provided three alternative approaches to target setting (Figure 11).
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FIGURE 9

Draft Design Criteria for District Team Problem 3olving

All solutions must support the goals and objectives of the ten-year health plan.

The national targets of the EPI, Nutririon, maternal and Child Health, Child
Spacing Programmes must be pursued by teams addresaing those problems (see hand
OULS ).

All solutions should utilize the primary health care approach, which implies
that major emphagis be placed on enabling communities to fulfill important roles
in promoting and strengthening thelr own health.

Solutions should focus on improving staff and servlice performance and efficlency
at all levels.

Performance ilmprovement should be addressed through:
- improved supervision methods
improved case-finding, raferral and clinical procedures
various types of team work which bring staff from several levels and

communiry leaders and workers together to jointly provide essential
gervices.

Solutfion proposals must be designed te be Iwmplemented without additional
(government. or foreign donor) resources such as staff, facilitles, or recurrent
budget.




FIGURE 10

STEPS FOR SETTING OBJECTIVES AND TARGETS

IDENTIFY THE INDICATORS OF THE CENTRAL HEALTH PROBLEM
IDENTIFY TEE CRITICAL SERVICES

NOTE THE PROJECTED SIZE OF THE TARGET POPULATION
GROUP

NOYE THE CURRENT AMOUNT AND COVERAGE WITH THE
CRITICAL SERVICES

CONSIDERING THE IDEAS FOR EXPANDING THE COVERAGE
WITH CRITICAT, SERVICES (AS LISTED IN THE LAST
SESSION) AND THE PRESUMED EFFECTIVENESS OF THE
CRITICAL SERVICES:

SET

A, A DESIRED LEVEL OF THE PROBLEM AT A FUTURE
POINT OF TIME, SAY IN TWO YEARS (STATING THE
RATE AND AMOUNT OF THE PROBLEM)

B. THE AMOUNT OF SERVICE COVERAGE IN THE TARGET
GROUP (% AND NO.) FELT NEEDED TO ACHIEVE THE
DESIRED PROBLEM REDUCTION

C. THE AMOUNT OF REDUCTION IN SELECTED INDIGATORS
OF DIFFICULTY FELT NEEDED TO ACHIEVE THE
DESIRED SERVICE COVERAGE

1.

FIGURE 11

ALTERNATIVE APPROACHES TO TARGET SETTING

GENERALLY RAISE THE COVERAGE OF CRITICAL
SERVICES THROUGHOUT THE DISTRIGT

SET HIGH LEVELS OF SERVICE TARGETS IN
SELECTED, CURRENTLY UNDERSERVED, AREAS
OF THE DISTRICT

SET TARGETS IN TERMS OF THE NUMBER OF
VILLAGES TO BE PROGRESSIVELY BROUGHT INTO
THE PHC SCHEME (WHICH SHOULD ENSURE FULL
COVERAGE WITH PHC ACTIVITIES IN THOSE
VILLAGES).

FHE/B7.8
page 30




FHE/87.8
page 31

The reams were encouraged to set targets in terms of service output and for
reducing "“difficulties". Tean efforts were facilitated through the use of a
format (Figure 12).

Since the exercise amounted to selecting among indicators already appearing
in thelr problem statement, no team had difficulty in completing the azsignment
in the time allowed. Generally, only one or two health improvement objectives
were set, three or four service targets, and five or six difficulty reductions.

These ohjectives and targets statements depicted each team™s best estimate
of the amount of progress it might make, given the real constraints. Az
example, the objective/targets table produced by Mulanje District 1s shown
below (Figure 13).

6.10 SESSTON 10: SOLUTION DESCRIPTION

The session objective was for each team to produce 2 brief description of
its proposed solution to the problem it had already defined and described. The
team”s challenge was to write a description of their proposed solution that
would be understandable to the decision makers and would lead to theilr
acceptance of it.
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The materials already available to the teams were the list of ideas they had generated
for interventions, and their table of OBJECTIVES/TARGETS. Building on the problem
description created by each team, the facilitator explained the steps in planning a solution
deseription. A handout, "Writing an outline plan” {drawn from On Being In charge, p. 303),
was used to clarify guideline words: (see Figure 14):

WHY? Reason for the objective chosen. Evidence that the team really understood the
problem.
WHAT? What are we proposing te do to achleve the chosen objective? What are the

solutions possible within the setrvice?
What”s happening now versus what we intend to do in the future?
WHO? Who will do which things? The community? TBAs? Medical Assistant?

HOW? What needs to he done differently? In whar ways? To meet the service targets,
what changes will be needed in training, in supervision?

WHERE ? Where 1s 1t to be done? Some teams may select smaller areas than the distriet
in order to focus efforts so0 as to achieve coverage targets and impact
objectives.

{Two other guideline words, WHEN and WHICH, would be addressed in the implementation
plan).

The facilitator explained that the solution description should be a brief (one page),
simple taxt. It should focus on the strategy, i.e., those few critical services that the team
had c¢hesen, in order to reach the health objective (i.e. by greatly expanding the impact of
sarvicas on health). Tt should show how the team would do it, and how services would differ
from the way they were now after the team had made its proposed changes.

Depending on the problem to be solved, various persons, at all levels of the social and
health structure, would have to be involved, e.g. volunteers in the community, village
health committee members, community health workers, professional staff, staff in other
agencies, etc. The areas where the project was to operate would affect considerations of just
which psople should be invelved.

Tables, diagram, or 1llustrations could be used to support the solution description,
which was the product for the assigned team this sesszion.
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FIGURE 14

WRITING AN QUTLINE PLAN

A plan can be wrltten In many ways.

The order in which it 1s written depends on 1ts main use or purpose. Sometimes
governments or councils requlre plans In a specific form, especlally when they are
submlitted to request funds or other resources.

In other cages, the order of headings used In writlng a plan is less lmportant, but
it 1z wvery I1mportant to write up the plan under some system of headings so that
nothing 1s forgotten.

It 1s useful to write a brief summary of the whole plan and then to put details such
as lists of equipment iIn an annex. Too many detaills distract from the overview of
plan, but details are necessary so that the health worker who 1s reaponsible for
managing the programme has full control of implementation.
A plan ia written using seven guide words:

WHY, WHAT, HOW, WHO, WHICH, WHERE and WHEN

AN OUTLINE FLAN
Uging the Seven GCuldeline Words

Planning
5TEPS
1 THE INFORMATION Why are we doing this?
2 THE PROBLEM Explain the background, the problem to he
solved, the reasons for the plan
3 OBJECTIVE AND TARGETS What is to be done?
State what is axpected to be achleved = both
the main objective and the smaller targets
4 CHOSEN STRATEGY How will it be done?

& 5 AND ACTIVITIES Explain the strategy chosen, how it will
overcome the obstacles and the detalled
activities

Implementing

6 RESQURCES Who will do it?

People — How many are needed?
~ What skills do they need?
— How will they be allocated?

Which things do we need?
Equipment ~ List equipment available
Ligt equipment to be ordered
Money — Funds available
{(Budget) - How Lt iz to be used

— How much more ls needed

7 LOCATTION Where will the work be done?
In which areas, villagea/huildings will the
plan be operated.
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The brief description of the solution developed by one of the teams is
shown in Figure 15 to illustrate the team product of this session.

FIGURE 13

STRATEGY FOR BIRTH SPACING — MULANJE DISTRICT

Initially in two chosen areas of Mulanje District, intensive child spacing education
will be c¢arried out using organizations such as MCP, CCAM, farwmers c¢lubs, ete. as
well as health workers and extension workers familiar with modern child spacing
activities, and risk factors assoclated with closely spaced pregnancies. These
people will be encouraged to motivate and inferm the population resulting in
increased rates of acceptance for child spacing. Over z petiod of time, increased
use of contraceptives i1s hoped to lengthen the time interval betwsen successive
births.

The =success of our efforts 1in child spacing education will be assessed by
performing KAP =rudies in rhese two chosen areas. The first KAP study will give
valuable base-line data, but more importantly help us in the design and direction of
the subsequent child spacing education. The later study will give us some idea of
how successful we have bean.

Having motivated and informed the population, it thus follows that an accessible
chlld spacing facility must be available. The strategy will be to increase the

mumber of c¢linies offering child spacing services. Furthermore, some units,
particularly the three hospitals situated in Mange, will begin offering daily child
spacing services. Service accessibility is a fundamental ingredient of this

programme.

6.11 SESSION 11: - Implementation Planning

This session, on the norning of the seventh day, was probably more familiar territory
for the participants in that it required the detailed listing and scheduling of
activities to be performed by the district teams during their 9-12 month implementation
pariod. The groups were encouraged to do this on large sheers to ensure full
understanding and participation of all mewbers.

One new concept which caused some consternation was the ides that g successful "solution”
required the generation of a series of "PRODUCTS" such as new ptocedures, village health
committees, reports of base-line surveys, ete. Each product would need to be generated
through a series of logieally sequenced activities. Fach "product" was often a physical
object that could be handled, e.g. a report, to be used to accomplish a subsequent activity.

It was also tempting for the teams to mix routine service or support actlvities with
developmental ot project activities.

A format was provided for the implementation schedule which required that a responsible
officer be named for each activity (Figure 16).

The teams completed their activity schadules with somewhat varylng degrees of detail (One
example 15 shown in Figure 17). The facilitator asked that the names of persons responsible
for  accomplishment of particular activities be attached to  those activities on the
implementatrion plan. Although there was some hesitation on the part of some participants,
eventually all attached their names to the activities for which they would be responsible.
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6.12 SESSION 12: - Evaluation Indicateors and Evaluation Plans

At the beginning of the afternoon of the 7th workshop day, a hand-out om "How to evaluata
health activity achievements" from on Bedng In Charge (p. 350) was distributed (Figure i8).
The facilitator illustvated the process of evaluation by asking participants to judge whether
they would accept an offer to buy a purported ten kilogrammes of rice for 8 kwachas.
Cbvigusly, they replied they would need to sgee whether the weight of the rice actually
balanced against s standard 10 Kg. weight. Once they knew the true weight of the rice, they
would then need to compacre the offered price of 0.8 Kwacha per kilo with other current prices

for rice of cowmparable quality,. Hence the common—sense basis for the formal, concise
definition of evaluation as '"the comparison of an object of interest with a standard of
acceptability." Each of the teams was then asked to give an example of how it would use an

indiecator from 1rs dimplementation plan to evaluate the success of the implementation of its
proposed project. These indicators, that they had c¢hosen as those most germane to thelr
health problem and the solution they had devized, would form the core of thelr evaluation
plan. They would want to compare these indicators against their "standard of acceptability",
i.e. the objective and target levels they had set.

FIGUEE 18

HOW TO EVALUATE ACHIEVEMENTS

To evaluate 1is to judge the value of the results achieved by the health team,
i.e. its effectiveness. In order to do so it i= necessary to measure the extent to
which the people get the services that were planned to meet thelr needs, and how
uueh  they benefited from those services. The information thus obtained is used to
improve the services with regard to their quantity, guality, accessibility, cost,
efc.

Two broad guestions are to be asked therefore!

- Are the results those that were intended?

- Are they of value?

The general approach to evaluate consists of five steps, viz:

1. Decide what 45 to be evaluated and select indicators of effectiveness.

2. Collect the information needed to provide the evidence.

3. Compare the results with the targets or objectives.

4. Judge whether and to what extent the targets and objectives, have been
met .

3. Dacide whether to continue the programme unchanged, to change it, to staop
it, etec.

FROM: ON BEING IN CHARGE, CHAPTER 3, P. 330
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A common format, as shown in TFigure 19, was projected on transparencles to elicit
plenary discussion by participants of those indicators that their teams had chosen in each of
six categories, health objectives, service targets, difficulty targets, implementation
targets, implementation activities, and lecal resources:

The teams were instructed to prepare 3 summary table of the evaluation indicators for
their project, filling 1in the £first five columna of this table, iIn order to produce thelr
"sroduct” for this session, t.e. thelir Evaluation Plan. An example of the avaluation plan
produced is shown in Figure 20.

.13 SESSION 13: — Proposal Writing

In thic seasion, on the morning of the 8th day, the facilitator posed to the participants
a series of questions that led to discussion of main considerations in proposal writing.

Q: What 1is a proposal?

A: 1t is a document which contains the following critical information!
- problem statement
- objectives and targets statement
- gtrategies for solution of the problem
- implementation plan
- evaluation plan.

G: What format should a proposal have?
A: Depends on the main use, uvsers, and purpose of the proposal.
f:  Who will use the proposal (i.e. what is its target audience)?

A: - Centtal decision-makers - for approvals
- District health team - to guide implementation, monltering, repregramming, and
evaluation
- The district staff/other gactors - to provide necessary support fer
implementation
- Team of evaluaters - 1f project has an external evaluation.

Q: What assumptions are made in preparation of the present proposal?

A: - Prasent proposal is a local (i.e. District) health plan, to be implemented by
local scaff
- Local situation iz known to implementors
- Existing resources will be utilized; no additional budget will be
requested
- The proposal will be concise and brief.

Qt What proposal outline gshould be followed?

A: This was discussed. Facilitator presented the attached outline (Figure 21) as an
ald.

After the plenary, the teams resumed their group work and followed the outline for the
proposal in compiling their respective documents. They did not seem to encounter difficulty
in doing this. Eazch team completed its proposal document and prepared for its presentation
by drawlng transparencies.
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OUTLINE OF A FROPOSAL
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List of existing
resources and facilities
Budget (if zvailable)
Illustrations

Table
Ingtruments
References

6.13 bis Additional, Unscheduiaed Session, for Rehearsal of Presentations

Added to the programme in an ad hoc fashion was an opportunity during the afterncon and
early evening of the eight day for each group to review with a group of facilitators the
egsentlal wmaterial within each of its four key tabulat products (i.¢. problen description,

objectives/targets, implementation plan, evaluation plan).

The ¢larity of definition of the

terms used, the flow of information, and the coherence and consligtency of indicators across

the several tables were reviswed.

Several discrepancies

were noted and discussed.

Essentially, this was & chance for each group to have an outslde panel check the loglie that
interconnected the indicators they had specified across Its sevaral tables.

The facilitators briefly touched on the purpose of proposal presentation, and some rules

and tips to consider.

Why present the proposal? To ensure understanding of the project by the entire team, for
approval by the decision-maker, and for additional learning by members of the other teams.

Rules:

L. Discribute the complete document in advance to the decision-makers who will review

the proposal.

2. Present the highlights or important points, and the logic of the proposed changes.

3. Observe the time frame - 15 minutes for presentation and 10 minutes

for each team.

4o Use ¢lear visual aids.

discussion
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L. Prepare an outline of the presentation in logical sequence

2. Visual aids should be clearly written, attractive, concise, and vigible to all
3. Arrange materials in order of presentation

4. Present in loud, clear manner

3. Use pointer with visual aids

6. Ohscrve team work - different team members might present differemt parts; assist
the presenter with visual aids

7. Rehearse the presentation.

.14 SESSION 14: — Presentation of Proposals

On the final day of the workshop, under the chairmanship of Dr Msachi, zach team
presented its proposal to a panel of decision-makers from the ceptral Ministry of Health.
This panel, led by the Chief of Health 3Service, Dr Ntaba, included the Deputy Chief of
Nursing, Mrs. N. Mvundula; the Chief of Aceounts, Mr. Mdeza; and the Principal Personnel
(Qfficer, Mr. Kayembe.

A summary of each proposal and an account of the questions and answers raised following
each of these presentations is included in Annex E,

6.15 SESSION 15: - Workshop Evaluation and Closing

The chairperson, Dr Msachi, opened this concluding session by inviting Dr Sapirie to
comment on the workshop. He thanked her, Gr Ntaba and the rest of the review panel,
facilitators, and participants for their very hard and productive work. He egpecially
comnended the Machinga team, which had "finally delivered after almost two weeks of prolonged
labor". He then requested presentation of the preliminary analysis of the evaluation forms,
which had been completed by all participants at the beginning of the previous session, and
quickly tallied by the facilitators.

Participants had judged that the workshop subjeect matter and methods were relevant to
their work and that most of the session tasks had been successfully achieved. For detalls
conecrning Lhe evaluation resulis refer to Section 8.

Following this presentation of the preliminary workshop evaluatien findings, a "blesgead
bundle" of books was delivered by WHO nurse-midwife, Dr B. Kwast (who was well known to the
participants from her 9 years of work in the Malawi midwifery program), to a female member of
each of the five teams. Each collection consisted of:

- On Being In Charge manual

- The Community Health Worker manual

- Potential of Traditional Birth Attendants

- Essential Obstetric Functions at First Referral Level

- Lisy of Publications in Family Health

- Supervision of the Traditional Birth Attendant
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This was followed by a vote of thanks from one of the participants, Mra. S. Gondwe of
Mulanje Distriect, on behalf of the participants, for the practical skills and knowledge they
had gained. All proposals will be implemented, znd results will be brought to the follow-—up
evaluation workshop, she sgaid. She urged all district teams to strive to achieve higher
levels of service impact en route to Health For All by the Year 2000.

Dr Msachi then asked Dr Ntaba to respond to the five proposals which had been pregented
te the Review Panel. Dr Ntaba pointed out to the participants that he had brought a tean
from the central Ministry of Health te listen to their proposals. It included the Deputy
Chief of the WNursing Service, relevant in view of the important role of nurses in
implementation of the proposed projects. Also, the Principal Personmnel Offfcer, involved in
#ll requests for staffing, who now would have thelr proposals and ideas in mind when
angwering requests for assignments of persomnel, along with the Acting Chief of Accounts.
Although the teams had all presented proposals that were wmindful of the limitation of
resources and that did not request additional budget.....I¥, in the coming months, teams
found that they were overspent, they might dindicate this to Mr. Mdezo so that, in
consideration of these projects which he was now familiar with, he might be able to help them
with a little "ecreative accounting” so that the authorities would not "come down too hard on
you".

Dr Ntaba noted that the very presence of this Review Panel, coming down from their cool
offices in Lilongwe to the heat of Liwonde, indicated the MOH"s serious interest in the
proposed projects. After having listened to each proposal the Review Panel was impressed
with their quality, and with the quantity of hard work the teams had put ipto them. It was
also impressed that each District Team had reviewed existing literature/data and had spent
two days iIn the field pathering additional data iIn order to arrive at a proper dafinition of
their problem.

Dr Ntaba reminded the participants of the workshop objectives he had envisioned for them
in his opening presentation, l.e. that they should:

- Each become better prepared to act as an agent of change in their distriect

Identify o¢perational problems and solutfons to them thtough local innovation by
functioning as a multi-disciplinary team.

Apply basic epidemiologic concepts to the diagnosis of health, organizational, and
operational problems at all levels; then formulate practical solutions, identifying
the necessary changes in services.

Address the means of strengthening supervision, and of wonitoring the changes
required by the solution identified.

Prepare a draft proposal and present it to decision-makers.

Dz  Ktaba noted that all of thesa ohjectives ssemed to have heen met quite well. He was
amazed that the partlecipants had gone through all the steps in such a limited time. Some had
found it difficult, but all had persevered to produce excellent proposals. Therefore, he
said, 'you receive our support, our continuing support to your projects, within the limits of
our constraints.™

He noted further that all the proposals almed to increase coveraga, and to achieve this
with minimal additional resources. "The fact that you yourselves developed these proposals
commits you to implement then™, he continued, "while, you will have our support, in return
we expect you to kKeep your commitment."

Dr Ntaba explained, "The Ministry of Health 1is all of us. Some have raised questions
about MOH policy, of feeling stranded, waiting for a green light. Even if there is no
traffie saignal, you should go shead where your good professional judgement tells you that is
the right thing to do. Formulatiom of policy starts with you in the field. We only respond
to the data you obtain, digest and bring up for our considerstion. If you find that a
two-year inter—birth interval 1s adequate, then recommend it. But if you have good Teason to
urge 3, or 5, years then that is what you should recommend to us. Our policy results from
what you recommend to us,"
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Dr Ntaba went on to urge the participants all to take it as a challenge to overcome the
problems that they had undertaken to sclve in thelr respective areas. He noted that all
propesals contained community-hased action and iInvelvement . Hence, despite being
"s1iniclans™, all had recognized the extent of the problems facing the teams; they were not
content. to sait and wait for the 11l to come in, but were going out to deal with the problems
at their sources. That 1is exactly what public health is all about. What we see in the
clinics is only a small part of the problem; the solution 4in large part lies in
comminities. The teams” proposals showed that they appreciated this.

Dr Ntaba said that he was personally interested in the proposals, and would be monitering
them. He hoped that next year the teams would be able to report success, and that they would
have applied this approach to other problems. He also heped that the organizers would be
able to conduct similar workshops in other distriets. But the teams should go back and
orient others so that they could lesrnm what the participants had learned about becoming
effactive members of a problem-solving team. It should be passed on to the other districts.
"Let“s do what we can on our part, without walting for the organizers...”, he urged.

Dr Ntaba sald that he hoped that the reglonal officers had also mastered the
problem—solving process, and they c¢ould help to import it to other workers in thelr other
digtrlcts.

Dr Ntaba then thanked W.H.0. for funds, asslstance, and support for this workshop. He
also thanked the Kudya Discovery Lodge persomnel, the facilitators and participants, and the
very hard-working secretarial staff.

He eclosed the workshop by urging the participants to keep up thelr enthuslasm and energy,
and by ecautioning them that, "David had only on¢ Goliath to knock down with hils stome. In
your district, after you knock one Goliath down, others will spring up. Don"t forget them -
ask others to help. All, cartying slings, we can go out together and knock them down."

7. NEXT STEPS

At the end of the workshop the national and international facilitators met to discuss and
agree on CtChe important follew—up steps that must be carried out in the months to come, and
who is responsible for each:

-  Machinga district will need to re-asssemble its Proposal, which unfortunately got
scrambled in the rush to collate it at the last minute-

- Each team needs to present its proposal, and describe the background and methods of its
development, to other colleagues in the health services, and to other interected parties,
in their district. This is particularly important for the understanding, acceptance and
active support of the key District Health Officers from Lilongwe and Mzimba, and the
Regional Health Officers from all three Regions, none of whom, regrettably, were able to
attend this workshop.

-  Staff of FHE/WHO/Geneva will follow-up on requeats for technical materials requested by
several teams (specifically, for simplified guidance in the design and carrying out of
community household surveys for c¢hild spacing 1in famwily health programs, and for
information f£rom studies that have correlated measured agricultural output or household
food availability with prevalence of child malnutrition).

- WHO/Malawl will provide follow—up technical assistance to these projects as needed, most
imnediately to the Mulanje team for design of their initial Enowledge—Attitude~Practices
SUrVey.

-  Malawi MOH central ataff will determine how to maintain contact with, monitor, and
support the district implementation of these projects. Dr Msachl and Mr. Chikakuda have
already begun discussion of hew bhest to accomplish this follow-up.
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Each team will need to gather in dits own distriet the additional information that It has
identified as needed for finalizing its problem definition and solutioen. In addition,
each team will need to gather the base-line information and recurrent data required for
evaluation of 1its project. Each team will need to organlze, manage, and monitaor the
implementation of its project. In about 7-8 months, sach team will need to re—assess its
evaluation plan, and start gathering and analyzing the follow-up data needed for its
evaluation report, which should be written in draft at nine months from onset of project
implementation. An outline of a "Possible Content of Evaluation Report" (Figure 22) was
distributed for the teams to consider vregarding the format and content of their
evaluation report for the follow-up workshop.

The MOH and WHO should schedule as scon as possible the time and place for holding the
evaluation workshop arcund Qctober 1988.
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FIGURE 22

POSEIBLE CONTENT OF EVALUATION REPORT

(To he presented and reviewed at a 3-day Evaluation Workshop to be held in October or
Novembar 1988)

l. Project Implementation

1.1 Planned Activities
1.2 Completed Activities
1.3 Intended Products
1.4

Actual Products

-

2. §ERX$E? Achiavemants

2.1 Critical Activities - Bagse-~line

2.2 Crritical Acrivities - Target Levels
2.3 Critical Activities - 1988 Levels

2.4 Service MEficulties - Base—line Level
2.5 Service Difficulcies — Target Level
2.6 Service Diffi{culties - 1988 lLevel

3. Health Problems

3.1 Problem Indicators — Base-line Level
3.2 Problem Indicators — Objective Level
3.3 Problem Indlcators — 1988 level

4. Digtrict Team Management

4.1 Team Composition and Leadership

4.2 Other support recelved

4.3 How activities were managed and coordinated

4.0 Problems ancountered, and how they were resolved

4.5 Other characteristica of the team and how well it worked together

4.6 Any change made Lo the strategy

4.7 Any managerial ald (charts, echedules, etc) introduced during the workshop,
of deslgned and used by the team which proved very useful?

5. Team Evaluation of the October 1987 Workshop

5.1 Which gessions were found most useful during implemencation?
5.2 Which gessions were found least useful?

5.3 What other toples should have heen covered?

5.4 General assessment of the effectiveness of the workshop and the
team problem—solving approach
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8. WORKSHOP EVALUATION

Tha workshop was evaluated with a participant questionnaire and through subjective
assessment by natiomal and international facilitators. In addition, every effort was made to
note the comments of the participants as the workshop progressed. In fact, the group of
natipnal and international facilitators attempted to meet each evening in order to discuss
the day’s work. Problems 1dentified that were correctahle were immediately dealt with.
Other were noted for avoiding in future workshops.

The workshop evaluation questionnalire completed by the participants is attached as Annex
F, with the scores shown that were recelved by each question. In sectlon I, the participants
assessed how effective each session was in terms of facilitating their completion of one or
more assigned tasks. It can be seen that the partieipants report achleving the greatest
success (4 of maximum possible score) with the following:

- producing an implementation plan 947
- selacting ¢ritical points for intervention 937
- producing & statement of objectives and targets  93%
- utilizing a problem model to identify critical
variables 927

Those tasks which participants felt they were able to perform least well:

- make a presentation of the proposal 14%
- teceive a reaction to the presentation 81%
- fidentify additional data needs 82%

It can be seen that those tasks which the participants feel most comfortable about were all
supported with some sort of format (schedule of implementation, cbjective/target statement,
or problem diagram}. Least confidence is expressed in regard to those tasks which are less
well structured. The tasks pertaining to the presentation of the proposal were actually
performed after the participante completed the evaluation questionnaire, which explaing why
so many did not give a score for these tasks. As can be seen the sc¢ores for session
effectiveness are all relatively high.

In section II of the questionnaire participants indicated that they were very pleased
with the living (92%) and working (90Z) conditions, but less satisfied with the background
materials provided (78%) and the manner in which sesslon tasks were explained (79%%). This
judgement is in sowme ways expected, because the non-lecturing style of the workshop was new
to most people. It is much harder to struggle with a problem within a team than it is to
sit back and listen to a presenter give a solution.

Section IIT of rthe questionnaire attempted to obtain a wore general assessment of the
workshop®s relevance and applicability to the participants normal work. High overall
relevance was expressed with regard to subject matter and methods (93 and 94%,
respectively). The remaining questions din this section were hard to analyze because the
participants often omitted one or more levels, but essentially it appears that participants
feel that this method of problem analysis is most applicable at the district hospital level,
and secondarily at the health centre Jlevel, with less applicability at the reglonal and
ministry level. The same pattern (with lower scores) was received in response to the
question on the abillity to participate in such problem—solving work.  These patterns
obviously reflect where the participants actually work, showing that they are hesltant to
guess how well they could apply the methods at higher levels of the health system.

Creater confidence, however was expressed by the participants in their ability to lead
and/or teach such problem-solving methods to other staff at their level of the health service
(84%), and about the likely success of their proposal being implemented (81%), and reducing
the problem (807%).

Section IV asked which topics should have received more or less emphasis.
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The three toples felt to most deserve more time and attention in the workshop were!
1. Problem analysis and the problem statement (12)
2. Formulation of the objectives and targets (7)
3. Field data collectlon - questlonnalire design, data analysis and use (7)
The two toplcs felt to need less emphasis were:
1, Preparation of the implementation plan (6)
2. Field data collection {5)

Finally, the participants were asked to write down any suggestions they had on how to
improve the workshop. The most frequently mentioned suggestions were:

l.  To have the extra seszion (proposal checking/praetice presentation) a bit earlier 1in
the second week so that there is time to make adjustmenra.

Z. Allow more time for the workshop (supgestions ranged from 12 days to three weeks).

3. To allow more interchange in plenary discussions among the teams during the
warkshop.

4. To allow participants/teams to choose thelr own problem toplcs.

5. To provide the teams with advance notice about the type of data that is likely to be
required during the analysis, so that it ¢an be assembled and brought to the
workshop.

6. That all facilitators should be properly prepared to support the teams.

7. That each faeilitator should work in one team, instead of allowing some of them to
float about from team to team.

8. That terms should be c¢arelfully chosen and used more consistently, and that more
¢larification should be provided about terminology.

9, That the teams ghould be provided more timely advice/intervention if they sgtart
going off the track or begin wasting time.

10, Better working accommodation are needed: team working space, flipchart boards,
larger plenary room, etc.

11. Some recreation (light enterrainment) and more time off would be appreciated.

In addition to the above specific comments, the facilitators share a number of thoughts
about how this type of workshop might be improved in the future in Malawi (and elsewhare).
Most concern was expressed about the accommodations. The teams were having to perform thelr
group work out of doors along the river bank in small shelters normally used by hotel guests
when watching the hippos. They provided no protection from the heat or the wind. Individual
working rooms with good ventilation, large tables and flip chart easils are needed. Prohably
the most appropriate facility for this type of aetivity is a training school with a large
plenary room, a number of smaller class rooms and plenty of room for the secretarlat.

Secondly, there 1s a need for the facilitators as a group to be adequately and equally
prepared to¢ agupport the teams in thelr tasks. The facllitators should have time to prepare
each other on all of the sessions, the methods and formats to be used. It is preferred that
most of the team briefings actually be given by national facllitators so that the ablility to
conduct the workshop 1s retained Iin the country. This suggests that a core group of national
Facilitators be created, perhaps including trainers who can be called upon from time to time
in the future to conduct such workshops.
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It 4z clear that in the workshop the teams had greatest difficulty with and needed more
gupport and time for all the tasks related ro field data collection and use. There was
ingufficient time to review in depth rthe exisitng data, and to ldentify what more was really
needed. The teams were then very rushed in designing their data collection instfuments, and
subsequently in the analysis of the data actually collected. The question was raised about
how relevant the data collected from vwvillages and facilities around Liwonde would ba for
describing the situation {n other distriets, but 'azll teams admitted that some baseline data
collection would be needed in their home district at the commencement of implementation.
Thus this offered some experience and ideas on how to go about it. O0Of more concern is the
inadequate use of exlsting data. More support by facilitators in focussing on ilmportant
reports and surveys is probably needed. .

Finally, the team compositiomn could have been improved in some Instances. It is
important that the District Medical Officer be invelved in all participating teams. This was
not the case for all districts and there will now be the problem of bringing him or her up to
date in order that the DMO adequately lead the implementation effort. The Regional Medical
Officer should have been present from all regions so that they will be In a posirion to
knowledgably support the teams in their region.
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9. RECOMMENDATIONS FOR FUTURE WORESHOPS

QOf greatest importance for follow-up and continuity of effort 4is  having the top
responsible officers in the teams. Therefore, in the future districts should not partlcipate
unless they are accompanied by the Distriet Health Officer. Reglons, alse, should be
represented by thelr top MOH officer. The optimal arrangement would be to have the teams
gather additional data in thelr pwn districts, which might be possible 1f the workshop were
held for several districts within oﬁg_region.

The data ddentification, gathering and analyzing portions of the workshop, sessions 2-6,
were too rushed and therefore iIncompletely assimilated by the participants. Although the
participantis complained about them, the field wvisits and data analysis gave most groups
valuable insights into the problems of widely delivering effective services, and altered the
way they approached their solution strategies. In future workshops the time devoted to this
sequence should be protected by careful advange planning of the field trips. Also, 1t would
be worthwhile to add a half day (at or after Session 4 on Design of Field Data Collectien
Instruments) 1in order to allow for plenary presentation by the teams of what they determined
te be missing information, what additional data they will seek, and what iInstruments they
have devised for ecollecting it. If pessible, it would be helpful to them, as well, to have
the opportunity to fpresent and share the dummy tables they devised for analysis of the data
they collect, or to share in plenary some of thelr tabulated results.

To facilivate data analysis and the design of data collection instruments by the
patticipants, eclear, illustrated procedures and formats using specific examples should be
made avallable. These should show very simply how 2 needed datum tranalates into a question,
how that Is coded, then tallied and tabulated, then Iinterpreted. The gimpla concrete
examples provided in the syllabus of filled-in Problem Diagrams and key formats were very
helpful to the participants, and allowed them to get to work successfully on their own
products with a minimum of definitional and theoretic discussion. The same kinds of
fllustrative examples nced to be developed for Sesgiong 2-6.

Facilitators should have careful preparation for the kinds of msslstance thay chould
provide in Sessiong 2-6.

The «course evaluation form should be scored on a £ive polnt continuum scale that 1s
marked by the participant with an X, e.g.

1. I feel that I understand Not at all somewhat. very well
the team problem—solving (e mtom —mm e e o==K=—=—g
approach.

In wview of the shortage of paper that developed in the last two days when preject
proposals needed to be finalized, it would be wise to pre—determine a suffilclent store of
materials  that would not bHe opened until these last two days. Adequate flip chart
(paperboard) arrangements need to be provided in advance for all groups, as these tools
facilitate full group participation and comprehension of 211 members, but sowme groups wilill
tend not to use them unless they are easily accessible.

The pre-—presentation review should be retained as an integral part of the workehop. As
it may lead to constructive changes in some indicators or cholce of activities. This
review/rehearsal ghould he held before the final typing of the proposal.
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ANNEX A
List of Participanta

LILONGWE
Mr A, German - District Health Officer
Mr R.C. Mandebvu - Digtrict Health Inspector
Mr S.D. Makombe - Clinical Officer
Mrs E.M. Mfune - Public Health Nurse
Mrs E.A. Mwamlima - MCH Coordinator

SALIMA
Dr A.J. Mortimora - District Health Officer
Dr 5.A. Richardson - Public Health Doctor

(Agricultural Development Division}

Migs D.E. Lazaro - Registered Public Health Nurse
Mr M.K. Mtekama - MCH Coordinator
Mr F.M. Navaya - Senior Health Assistant

MACHINGA
My Kwalla - District Commissioner
Mr N.G. Msosa - District Health Officer
Mr 5.T.E. Taulo - Health Inspector
Mr J.S. Mkango - Distriet MCH Coordinator
Mr H.R. Phalazi - Sigrer In-charge
Mr F.G.M. Mwakhwawa - Senior Medical Assistant
Dr H.J. Schmidt - FPHC Unit LWADD, Med. Adviser
My A.J.5. Banda - FHM, PHC Unit LWADD
Mrg Maluwa - District Women“s League Chailrman
My R.B. Mdals ‘ - PHC Chairman

MULAN.JE
Dr M.J. Spurt - Digtrict Health Officeyx
Mr N.M. Kantiki — Senior Health Inspector
Mrs D, Ndema - EN/MCH Coordinator / €5 provider
Ms 3. Gondwe ~ Registered Community Health Nurse
Mr A.K. Selemani - Medical Assistant

MZIMBA
Mr F.B. Kamoto - Senlor Clinical Dfficer for DHO
Mr E.B. Mhuka - District Health Inspector
Mr M.F.E Mndala - District MCH Coordinaror
Mrs H. Mphande - Distriet Public Health Nurse
Miss M. Hannock - Enrolled Nurse/midwife — Health Centre -

Endindent

REGIONAL OFFICE (5)

Mr K.E.K. Msowoya ’ - Chief Health Inspector
Mrg M. Kasonda - Ag. Regional Publie Health Nurse
Pr Sungani - Medical Superintendent
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*ANNEX A {continued)

REGIONAL OFFICE (N}
C.1. Daudi - Regional EPI Officer

REGIONAL OFFICE (C)
Mr N.H. Ngombe - EPI Officer
Miss J. Nagwagwa - Regional Nursing Officer

H.EADQUARTERS
Dr H. Ntaba - Chief of Health Services
Dr A.R. Msachi o Controller, Famlly Health Services
Mr J. Chikakuda - EPT Manager
Mrs N. Mnyanyambe - C.8. Coordinator
Mr D. Banda - Statistice Qfficer
Mr A. Mkangala - C.5. Logistics
Mg A.D.C. Nyambie - 5CO - MCH
Dr Escoute - Medical Nutritionist
Mr S5.K. Jere - 8CO = Nutrition
WHOQ MALAWT
br 8.N. Darfaor - MCH/CS Adviser
Dy R. Biritwum - Statistice Officer
Mes T. Mwale - IEH/PHC Officer
WHO EXTERNAL
Dr 5. Sapirie - Selentist, WHO/FHE, Geneva
Dr M. Thorne - Conaultant, WHO/FHE, Geneva
Dr B. Kwast - Public Health Nurse/Midwife, WHO/MCH,
Geneva

Dr I. Aleta - Management Officer, Intercountry team,

WHC Sub-Regional Office, Harare
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SESSION GUIDES

Workshop Programme

SESSION 1 Opening
Aggsignment of Problem

SESSION 2 Data Review

SESSTON 3 Problem Analysis

SESSION 4 Design of Field Data Collection Instruments/Focus
Group Discussion

SESSION 5 Field Data Collection/Focus Group Discussion

SESSI0ON 6 Analysis of Field Data

SESSION 7 Froblem Definition and Deseription

SESSION & Idea Generation/Selection

SESSION 9 Formulating Objectivea/Targetrs

SESSI0NW 10 Solution Dezcription

SESSTION 11 Implementation Flan

SESSION 12 Evaluatlon Indicators and Evaluation Plan

SESSION 13 Proposal Writing

SES510N 14 Presentation of Proposals

SESSION 15 Workshop Evaluation

Closing
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ANNEX B (continued}

SESGION 1 : OPENING

Objectives=

At. the end of the session, participants sghould:

l. Understand the objectives of the workshop and its methods of work.

2. Be familiar with the workshop guide and background materials.

3. Understand the rationale of the team approach to problem-solving.

4. Understand, in general, the problem their team has been assigned and thelr team™s

responsibility for addressing and reducing the problem over the next nine months,
and evaluating thelr results.

Materials:

l. Workshop cobjectives
2. Workshop programme, and session guides.

3. Copy of artiecle "An OQutline for Team Building" by Cynthia Reedy-Johneson from
Tralning, January 1986.

4. Degoription of the Team Problem—Sclving Approach.

Prcgram@E:

1. Welcome Address

2. Introduction of Participants

3. VWorkshop Objectives and Method of Work
4. Workshop Programme

3. Keynote Speech

6. Apsignment of Team Problems

7. Administrative Matrers
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ANNEX B (continued)

SESSION 2 : DATA REVIEW

Objectives:

At the end of the zession, participants should have:

l. Assembled the avallable data needed:
a) to define the problem and the target population
b) to assess current service coverage
c) to describe exlsting health resources

2. Degigned the tablea and presented the data for the participating districts.

3. Have identified additional data needed to complete the problem definition

Materials:

1. Existing results of pertinent surveys, resesarch and extractions of data from the
health information system.

2. Data brought from home district pertalning to the assigned problem.
3. Definition of high risk pregnancies in Malawi
4.  Population data for the 5 participating districts

5. Statistics of antenatal care and delivery coverage by birth attendants for 1985 and
1986

6. Maps and distribution of health facilities in the selected districts.

7. Example of problem statement formates.

Tasks:

1. Review all available data to asseas its usefulmess in analyzing and describing the
problem. Assesg the apparent reliability and validity of this data.

2. Extract, analyze and format the data which you wish to wuse in your problem
definition.

3. List addirional data (quantitative and qualitative) felt necessary for completing
the problem definition.

Froducts:
1, Initial problem statement

2. Lizt of additional data needed to define the problem
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ANNEX B {(continued)

SESSION 3: PROBLEM ANALYSILS

Objeetivesn:

At the end of the sesslon, participants should he able to:

1. Ucilise a problem model to depiet the eritical variablee pertaining to their
asgigned problem-

Materials:

1. Sample problem diagrams

2. Sample problem statements

Tasks:

1. Discuss the assigned problem Iin general. Review the sample problem diagram and
tentatively Iist the varfables which you feel will be needed to describe the
problem.

Include variables which are:

a) causes of the problem

L) symptoms of the problem

c) congequences of the problem

d) health services (functions and malfunctions) related te the problem

2. Place this 1ist of variables into 2 problem diazgram and show the likely cause and
effect relationships.

Products:

Le Problem dlagram

2. Final list of additional data needed.
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ANNEX B (contlnued)}

SESSION 4: DESIGN OF FIELD DATA COLLECTION/FOCUS GROUP DISCUSSION

Objectives:

Ar the end of the sassion, participants should have:

1. Identified the best sources of the missing data.

Z. Designed the dummy tables to be used to present the data once collected.

3. Designed the data collection process and recording instruments to be used at each
field location to be visited, and data tabulation formats.

Material=s:

1. Sample f£ileld data collection instruments.

2. Field data collection instruments from JPR, EPL and TBA evaluations in Malawi.

3. Supervision of TBAs. WHO/HMD/NUR/&5,

4. The potentfial of the TBA, WHO Offset Publication No. 95.

S Condueeting Focus CGroup Sesslon, Studlies in Family Planning, Vol. 12. Ne. 12,
Dec. 1981, pphbi—~449.

B Job descriptions. TBAs, Supervisors.

Tasks:

1. Review the additional data requirements listed Iin session 2. and propose the best
sources for esach.

2 Prepare the formats (dummy tables) 4in which the results of the apalysis of the
missing data will be presented.

3. Review the awallable data collection instruments used in the past and then design
questions and data collection formats for use in obtalning and recording the needed
data at each field source (Health Centre, Piatrict Hospital)

4. Work with other teams to consolidate the gquestions and formats for all reams to be
used at each level (data source) in the foeus group discussion.

5. Organize the field data collection, selecting sites, assigning team members,
arranging the logistics, preparing data tabulation formats.

Product:

1. Field data collection Instruments

2. Dummy tables for presenting the data to be collected.
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ANNEX B (continued)

SES510N 5: FIELD DATA COLLECTION (Focus Group Discussion)

Ohjectives:

At the and of the session, participants ghould:

1. Have completed the field data gathering and focus group discussion.
2. Have completed the initial data tabulations.
Material:

l. The data collection instruments, focus group discussion outline and tabulation
formats designed in Session 4.

Tasks:

. Undertake the field data collection at the designated sources.

2. Complete the {nitial data tabulation

Products:

L. Completed data gollection instruments

2. Initcial data tabhulation
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ANNEX B {(continued)

6: ANALYSIS QF FIELD DATA

Objectives:

At the end of the session, participants should have:
1. Completed their analysis of field data and finalised thelr data sumparies.

2.  Recorded qualitative findings from the foecus group discussions.

Materlal:

1. Pormats/dummy tables designed in Session 4.

Tasks:

1. Review the fileld data collection experience and initial tabulations, and assess the
validity and reliability of the data collected.

2. Complete the required data tgbulations and prepare summary tables.

3. Summarize briefly in writing the quantitative and descriptive findings pertaining to
the assigned problem.

Froduet :

1. completed data summary tables.
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ANNEX B (continued)

SESSLON 7: PROBLEM NEFINITION AND DESCRIFPTION

Objectives:

At the end of the session, participants should have:

l. Completed thelr analysis of the assigned problem.

2. Completed the problem description including the diagram and quantitative statements.

3. Prepared a written problem summary

Material:

1. Problem diagram and statement format designed in Sessions 3 and 4.

Tagks:

L. Review the results of the field data collection along with the existing data.

2. Revise and finalize the problem diagram to provide the best possible deseription of
the problem variables and their inter-relationships.

3. Complete the quantitative problem statement with the addition of the most useful
field data.

4. Prepare a short written summary of the problem, its determinants and consequences
and present it to the plenary.

Product:

I.

Final problem diagram and description
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ANNEX B (continued)

SESSION 8: TDEA GENERATION/SELECTION

Objectives:

At the end of the session, participants should have:

1. Understopd design eriteria which will help ensure proposed solutions are feasible
and acceptable to decision-makers.

2. Seleected critical points of intervention in the problem model.

3. CGenerated ideas for Interventions and selected those felt wmost promising.

Materlal:

1. List of design criteria.

2.  Expert opinlon, guidelines and other decuments available in Malawi pertaining to the
asgigned problem.

Tasgks:

1. Review and discuss the design criteria provided

2.  Review the problem diagram and identlfy which points in the problem model are likely
to offer the greatest possibility for reducing the problenm.

3. List ddeas for interventions which adhere to the design criteria and are felt to
have the potential for reducing the problem.

4. Consider the likely effectiveness of the wost promising potential interventicns, and

then select those interventions which the team feels can be implemented with the
greatest success in the next nine wmonths.

Products:

L.

List of selected ideas for addressing the problem.




FHE/87.8
page B3

ANNEX B (¢continued )

SES510N 9: FORMULATING OBJECTIVES/TARCGETS

Objectives:

At the end of the session participants will have:

1. Produced a statement of objectives and targets which expresses the amount of problem
reduction desired within a specified time frame, the level of services required and
the developmental activities felt necessary to achieve the desired problem
reduction.

Materials:

1. The problem statement (Session 7).
2. Sample objective/target formats and statements

3. Existing health policy and plan documents.

Tasks:

1. Review current health polictes and plans to determine if national policy exlsrs
which dictates the amount of preblem reduction oy service dellivery expected.

2. Select the problem indicators felt most appropriate and with reference to the
policies and the problem statement, set the desired problenm level for an appropriate

point of time in the future, e.g. end of the 10-year plan period.

3- Considering the assumed effectiveness of the critical services, or interventions,
set targets for these services annually through the first half of the plan period.

4 Prepare a consollidated problem — objective — target statement.

Product:

1. Objective and target statement.
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ANNEX B (continued)

SESSION 10: SOLUTION DESCRIPTION

Objectives:

At the end of the session, participants will have:

1.  Produced = brief description of their proposed solution to the assigned problem.

Materials:

1. Selected ideas for problem solving from Session 8.
2. Relevant problem—specific documentation available to the group.

3. Outline of a solution description

Tasks:

1. Based on the nature of your team”s proposed set of interventions, produce a brief
description of the "solution" to the problem, which you feel will justify its
acceptance by declslon-makers. Include tables, diagramsg and i1llustrations as
neCcessary.

Praduct:

1. Brief solution deseription.
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ANNEX B (continued)

SESSION 11: TIMPLEMENTATION PLANNING

Objectives!

At the end of the session, participants will have:
1. Produced a list of the activities needed to carry out the proposed solution.

2. Placed the activities in a time—frame indicating who is responsible for each.

Materlala:

1. Ideas and solutlion description from Sessions 8 and 10.
2. Sample format for project implementation schedule.

3. Sample project implementation schedule.

Tagks:
1. Review the 14ist of chosen interventions and the golution deseription in order to
identify the specific changes or developments that need to take place.

2. List the specific activities that will have to be carried out in order to implement
each change or development.

3. Determine what additional staff from within the district will be needed to support
the project, and who should be responsible for each activity.

4, Schedule the full set of activities.

5. Describe the implementation plan with an sctivity schedule and a brief narrative
description including how the district team will continue to work together.

Product:

1. Implementation plan
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ANNEX B (continued)

SESSION J2: EVALUATION INDICATORS

Objectives:

At the end of the session, participants will have:

1. Specified the iIndiecators for monitoring progress and evaluating the effect of the
solution.

2.  Described the methods by which monitoring and evaluation of their solution will be
carried ocut.

Material:

l. The problem and objectives statements, and the implementation plan.

Tasks:

l+  Review the problem and objective statements and choosa the indicators which are felt
te be required and appropriate for evaluating the effectiveness of the "solution",
once it Is implemented.

Review the implementation plan and choose the 4indicators which are felt to be

required and appropriate for monitoring the progress of the effort to implement the
"solution”.

Deseribe when and how the evaluation and monitoring indicators will be measured
during and following the implementation period.

Produet:

1. A summary table of evaluatioen indicatora

2, A brief description of the evaluation method.

3. An outline of the evaluation report which will be presented to his same group in
nine months.
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ANNEX B {(continued)

SESSTON 13: PROPOSAL WRITING

Opjectives:

At the end of the session, participants will have:

1.

Created an outline for their proposal document.

2. Written a draft of their team”s proposal.

Materiala:

l. An outline of posaible sections for the proposal (to be discussed in plenary).

Tagka:

1. Discuss the major issues which the decision=maker must consider in order to approve
the proposal.

2. Create an outline for the proposal document which adequately describes the problems
your team has defined, and the proposed approach for solving it, including the
analytical and planning products ptoduced thus far.

3. Draft a proposal document according to the agreed putline and assess the degree to
which it addresses the issues of most concern to the decision—maker .

4. Prepare a brief verbal and graphic {transparencies or flip chart) presentation of
the proposal which highlights ite features, 1o be delivered to declsion-makers in
Segsion l4.

Product.:

l. Draft solution proposal document.

2. A prepared presentation
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ANNEX B (continued)

SESSION 14: PRESENTATION OF PROPOSALS

Objectives:

At the end of the session:

.

2.

Each team will have made a verbal and graphie presentation of thelr ptoposzal to the
workshop participants, facilitators and attending decision-makers.

Participants will have heard the reaction to thelr proposal from decision—makers.

Material:

1. The draft solution proposal (Session 13).

2. The presentation prepared in Session 13.

Tagks:

1. Each team will deliver a verbal and graphic presentation of their problem analysis
and solutlon proposal within a 20 minute period.

2. Following the presentation, 20 minutes will be allowed for questions from other
participants, facilitators and decision-makers.

3.  Decision makers will give thelr immediate reactions to each proposal including
guldance for proceeding with implementation.

Product:

1. General understanding and teaction by the entire workshop group to each team”s
proposal.

2. Anthorization by decision-—makers for each team to proceed with their implementation

plan.
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ANNEX B (continued)

SESSION 15: WORKSHOP EVALUATION AND CLOSING

Obhjectives:

At the end of the secsion participants will:
1. Have completed an evaluation of the workshop.
. Have been charged with the responsibility to proceed with the implementation of

their solurion amd its evaluation, and to report the results to this same group in
approximately nine months.

Material:

1. Workshop evaluation form.

Frogramme:

1. Completion of evaluation form by participants

2. Closing comments by facilitators, particlipants and declsion-makers.
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ANNEX B (continued)

SESSION 8

Draft Design Criteris for District Team Froblem Solving

All soluticns must support the goals and objectives of the tem—year health plan.

The natiomal targets of the EPI, MNutrition, Maternmal and Child Health, Child Spacing
Programmes must be pursued by teams addressing those problems (see hand outs).

All solutions should wutilize the primary health care appreoach, which implies that
major emphasis be placed on enabling communities to fulfill important roles in
promoting and strengthening their own health.

Solutions should focus on improving staff and service performance and efficiency at
all levels.

Performance improvement should be addressed through:
- improved supervigion methods
improved case-finding, referral and clinical procedures

varlious types of team work which bring staff from several lavels and comunity
leaders and workers together to jointly provide essential services.

Solution proposals must be designed to be implemented without additional (government
or foreign doner) resources such as staff, facilities, or recurrent budget.
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ANNEX C
ANALYSIS OF CHILD SPACING RECORDS FROM ZOMBA GENERAL HOSPITAL
Sumthary

By analyzing c¢hild spacing record informatton, trends 1in types of methods used and
discontinuation rates wers obtained. A decreased use of the IUCD and depo provera was noted
over the three vyear period with a rise 1in the use of the contraceptive pill. The most
interesting and relevant observation was the high number of acceptors whe defaulted from the
service. (53% in 1985, 7% din 1986 and 30% in 1987). Similar rates were discovered in a
recent check of Mulanje District Hospital records.

Mathod

One hundred consecutive records were drawn from child spacing record boxes in Zomba
Ceneral Hospital for the years 1985 to 1987. The records were analyzed for age, parity,
method and for drop-outs and defaulrers. Information concerning Interval since last
pregnancy was found not to be agcurate.

Results of analysis of child spacing records extracted from
Zomba General Hospital for 1985 to 1987

AGE
not Sample
15-19  20-24 25-29  30-34 35=39  40-45 known size
% 1935 ] i3 23 10 11 3 14 o4
of 1986 11 28 30 17 9 3 2 100
sample L1957 6 28 31 18 14 3 0 102
PARTTY
not
YEAR 1 2 3 4 5 6 7 g 9 104 known
% 1485 9 11 12 14 9 6 ] 6 6 15 3
of 1986 16 22 11 10 7 8 5 7 . 12 0
sample 1987 11 22 9 11 15 7 9 6 2 g 0
METHOD USED
YEAR 1UCD PILL DEFO BARRIER NOT ENOWN
A 1985 36 44 18 2 0
of 1986 17 70 10 3 0
gample 1987 11 66 13 6 4
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CONTINUATION
YEAR CONTINUING STOPPED FOR ABSCONDED NOT
CONTRACEPTION ENOWN REASON LOST TO FOLLOW-UP KNOWN
% 1985 3l 14 53 2
1986 24 3 71 0
(2 wanted baby
3 got pregnant
oo pill)
1987 47 2 50 i
AGE AGAINST PARITY 1983
not
PARITY 15-19  20-24  25-29  30-34 35-39 40.45 known
0-4 5.6%2 30.7% 9.2%Z 0 1.5% 0 3.0%
3-8 0 3.0 12.3% 9.2% 1.5% 0 31.0%
9+ 0 0 1.5% 1.5% T.6% 3.0% 7.6%

DISCUSSION

A detailed analysiz is not possible bhecause of the small sample size (64 in 1985, 100 in
1986 and 102 4in 1987). Decreasing acceptance of the IUCD over time was noted with a steady
rise in the population of oral contraceptives. Analysis of age of women shows a small but
significant number of 15-19 year old and 227 of the women were over 35 years of age. Both
these age groups will considerably henefir from child spacing services. TFifty two per cent
of the women were para 5 or more.

The striking observation was the high number of women who defaulred from the services.
It is a matter of speculation as to why they defaulted. Currently, statistles are recorded
as the number of ever users of contraceptive serviees. Since there are a high number of
defaulters, i1t 1s obvious that this figure is much higher than the eurrent number of child
spacing users. It is recommended that the recording system be changed so that this figure is
davallable.

CONCLUSTION

Though a smell study, there 1s an important finding of a high default rate requiring
further research.
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2. KAP STUDY INTO CHILD SPACING AT CHITALO VILLAGE, MACHINGA
INTRODUCTION

From our problem analysis it became appatent that one of the major factors affecting
closely spaced pregnancies was the effect of traditional beliefs and practices compounded by
misconception and ignorance. A knowledge, attitude and practice (KAP} study was deviged in
order to provide information of e¢hild spacing knowledge, and practices. This information
will be used to help design suitable child spacing educational materials.

In order to investigate difference in knowledge berween husband and wife it was decided
to c¢hoose marrled couples living in Chitale Village, Machinga. A random starting house was
arrived at by choosing a diglt on a bank note and subsequent houses were chosen randomly
provided husband and wife were both available. The male and female interviewers vsually saw
the husband alone and then the wife. Results were recorded from 12 couples.

REZULTS

1. What is your age? Nine husbands were able to tall us thelr ages while 3 wives were
unable. This represented 75% and 25% respectively.

2. How many pregnancies? Avarage couple had 8. Total for all twelve couples was 90.

3. How many children died? Average number of chlldren dead was 3. Total 33,

4. How many children alive? Average number of live children was 5. Total for all couples
58.

3. Time interval between the last 2 children? Average number was 2 years.

6. Do you want more c¢hildren? Nine couples said wyes and 3 couples sald no. This
repregented V5% and 25% respectively

7. Does your hushand/wife have sex preference? 4 husbands sald no, 3 wives sald yes and 3
couples had no preference. This represented 33%Z, 25% and 427 respectively.

8. Do you practice any method of child spacing? All said no.

9. Would you like to practice child apacing? 2 couples sald yes and the rest said no. This
represented 177 and B3 respectively.

10. Would your husband/wife like to practice child spacing? Only one couple sald yes and the
remaining 11 had nothing to say. This represented BX and 92% respectively.

l1l. What methods have you heard about? Only one ¢couple had ever heard of a method and the
remaining 11 had never heard of any method. This represented 8% and 92% respectively.

12. Were there any children who you did not breast—feed? All said No. This represented 0%
13. How long did you breast-feed? Average couples breast fed one year, 2 montha.
l4. When do you normally introduce weaning diet? Average couple said 3 montha.

DISCUSSION

Most. of the women and men did not know their ages due to illiteracy, and nearly all the
couples had no dldea of any methed of c¢hild apacing. A high number has sex preference which
we feel, has led to high parity. The nearest health facility iz more than 10 miles away and
this fact we believe, will make it difficult for those wishing to use moderm chlld spacing
metheods.
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ANNEX € (continuad)
CONCLUSTON
Despite the small sample, the study was useful in showing a degree of knowledge and the

lack of wuse of any ¢hild spacing method. The experience gained will be useful in the dezign
and performance of future KAP studies.

Questionnaire

3. BSTUDY ON KNOWLEDGE, ATTITUDE AND PRACTICES
ON CHILD SPACING IN TWO T/As IN MULANJE

IDENTIFICATION

Household Number .svveeevrvrnsesssssssssnsssnrnnrs

Name of Client Ebdrerrrrrasesaasnaausntivrann
Village sasnecscststsnnnrnnnsnnsssnaantnssisnnss
T/A cevauenaasstsvnrurnsncanasassnsstsrennnnnnns
DAstrict sevevevsnsnsnssststsnnnrnrarnnssnsnorss
1. How old are you? Years srrerssaanta
Z. How many pregnancies have you ever had? asensaansann
3. How many live children do you have? trersenennts
4. How many children have died? rrsrnresanan
5. What 15 the sex of the children Bo¥Seennaas GitlS.eervens

6. What is the time interval between the

last two children? Years.svsss Months .....
7. Do you want to have more children? b O L
8. How many more do you Iintend to have srvsmsanman

9. Do you have any sex praference for the
next ¢h114°? YESwewsanss NOuwervswwrsas

10. If yes what sex? BoVessosnns Glzluvensess

11. Does your husband/wife have any

sex preference?  YESueaeeeees NOwiwwoswanns
12. If yes what sex? BoYessnnwnae Glrlesseasas
13. Do you know of any method of

delaying the next pregnancy? YESewwwssns NOvusrivenens
l4. If yes what method (indicate)? et EreaTErTEsasEAsanasanEn

15. Are you practicing any child spacing
method now? YESesoranws NOviweveneoo
(If no go to Q.17)
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Tf yE-':‘! Wh-Elt mE‘-tthd (specify)? [ I I e e L L ]
(Tf modern method go to Q.20)
{If traditional method go to Q.34)

Have you practiced any child spacing method
in the past? YESevewase NOisueuvnran

If yes what. mefhod (Specify)? AssassRrERTRTYFLALAC IR AR B B
Why did you stop using ic? “ramsswrarETeedasssansaney

Y R e e e R N N RN R R LR R I A

Wha teld you about child spacing? rissassarerssbsssasnsunnn

Are you satlisfied with your method? YESevruasen NOewwusns-us

Ia your husband/wife satisfied? YESuwsnwnwss NOvsvauwersns

How far do you have to go to the
nearest child spacing clinice? sanswnnvs kM

If you are on pllls, do you get a
regular supply? YESiaananss NDvssvanaans

Bo you have any problems with the child
spacing services? YESeeweness NOswouwowurnss

If yes, what problems (specify)? MastssmsEmsErrEris AL AARES

T T R T N N N N R R NN R A

Any problems with the method you are
using? YES.eunnarr NDrsasasnanses

1f yes specify the problem B L R T T T

Any worries/fears with the method? YESususeawre NOusesoansas

If yes, specify srvessamsssssssmravEbanan

Any worrles/fears from your husband/Wife YEServruwwns NOiueavuenss

Tf ves apecify wrrbisamEasussTE AR RE LS
Go to Question 44.

If you are using traditional method
what fs {t? Specify eussmsmEmsarwriassnancuns

Are you satisfied with 1t? YESerevsran NOsuvuewwens

is your husband/wife satisfied? YEServrewss NOuuravuvnns




36.

37.

38.

a9.

40.

41.

42,

43,

ALL

FHE/87.8
page 78

ANNEX € (continued)
Where did you leatn about it? SaAsddv v rrrr TR TR IR EERER B
Do you know about other methods (modern)? YESuireonee NOiuousssass
If yes, what method {specify)? et ssasaEEaRsrsdtrhrrrns

i i A L A R A R RS AL Rl R A S R R N N N N N N N e )

If they were available at the nearest health
centre, would you consider using them TESsevwannas NOvuwnnvirns

Go to Quection 44

If you have not predicted any modern method
hefore would you like to practice child spacing? YESureenasne NOuewuwrnnes

Would you husband/wife like to practice
¢hild spacing? YES.uuensnse NOuusaavwewn

What disadvantages do the methods
you know have? YESsusuwssne NDuvasasanaa

What advantages do they have? Specify Frtatrarrsasasnanssanana

tF.'tt!!II'IQIQIQIIQ.Ill.p'.‘ti'-t--.-.-..l.n....'..t‘.......--.-...gq..gg*......-.-......

PEQPLE

44,

45.

46.

47,

48.

Were there any children who vou did not
breast-feed? YESeinvewen NDuiwswsssasns

If not, WhY? . PR Lt P YT T YT R TRIRER AR R R RS
tti'il‘i"'I-"Illll-lﬂiiiiitt----!!ll-llllillltti!--!------llliotittht---------------.-qg
If yes, how long MonthSeacars YeaTSvwsnnes

Do you know of any advantages of prolonged
breagt-feeding? YESuaannses NOiawuwswnns

If yes, what are they? Specify faa bbb brtrasernansaanana

R R N R I I I I T T R S

49, When do you normally introduce weaning diet? v Emsssssasasas R r by

COMMENTS

Y N R R R R T T T T T Y,

AR A Y R R T Y Y T

R i L R AR
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ANNEX € (continued)

FOCIS GROUP DISCUSSION ON ASPECTS OF CHILD SPACING
BY MULANJE DISTRICT TEAM

The group interviewed consisted of eleven ¢llients of whom nine were new clients, and two
bad already started on one method or the other. They all showed that they had heard the
information about child spacing from friends, maternity and the under—five clinics. From the
discussion, it showed that their husbands were willing for them tg start on medern methods
and they were willing too. Others had wmisconceptions in that they were told the pills form a
lump in the stomach, some get cancer from the pill and some excessive bleeding.

Those alveady on methods were sgatisfied because they had no side effects and thelr
expectations had been met. They all exprescsed sex preference which led to high parity.

CONCLUSTON
I. Lack of effective child spacing education.
2. Misconceptiona about modern methods.

3. High parity due to sex preference.
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GLOSSARY

ACTIVITY

A plece of work that results im a product needed for the implewentation of one or more
health strategies. For example, 1in order to have Village Health Committees check
immunization cards, the Mzimba team identiflied “meeting with identified VHC members for
orientation'” as a necessary activity.
BAR CHART (GANTT CHART)

A chart wused for listing activities that shows graphieally thelr time of occurrence and
duration.

DESIGN CRITERIA

Guidance for designing a health strategy, in the form of criteria to which the astrategy
mist conform. Criteria may require, for example, that no additional Ministty of Health
budget be used in implementing the project.

DUMMY YABLES

The tables that will be used to present the results once the data are analyzed, with the
terms clearly defined, but without the numbers that will eventually be caleulated from the
data.

DIFFICULTY (CONSTRAINT/OBSTACLE)

The underlying cause of a health service deficiency that may prevent the service from
reaching an operational target set for it.

EVALUATION

Systematic assessment of the televance, adequacy, progress, efficlency, effectiveness,
and dimpact of a thealth project or programme. Evaluation is done by comparing activities
actually undertaken with those that were planned; also, by comparing the results obtained
with those that were expected.

FOCUS GROUFP

A discuszion din which a limited number (usually gix to twelve) of selectad regpondents,
under the guidance of a prepared moderator, talk about topics that are believed to be of
speclal  importance to an investigation. For example, a moderator night assemble a3 group of
mothers of =mall children in a village te ask them to discuss their feelings about, and the
problems they have had, in trying to get thelr children immunized.

TMPLEMENTATION

The process of creating and putting something into operation, such as a health strategy,
or 3 project.

INDICATOR

Variable used to measure changes in health situatien, inm service performance, or in
constraints or difficulties that impede either the delivery or the effectiveness of services.
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MONITORING

The continuous follow—up of activities to emsure that they are proceeding accotding to
plan.

NOMINAL GROUP

A highly structured group process that begine with silent generation of ideas in respomse
to a Fformally posed question, {(Delbeecq Technique) and concludes with a democratically
prioritized list of responses.

OBJECTLIVE

The end result a programme seeks to achieve. In this workshop the term objective was
restricted to those changes in health or fertility indicators that were planned to result
from 1mplementation of the preject. In other words, an objective is the amount of health
improvement desired by =a future point of time through the application of the solutioen
proposed. For example, an objective stated by the Lilengwe team was to reduce the percentage
of children under Five years of age who were severely malnourished from 3% in 1986 to 2% in
1989.

PROBLEM

The problem, as defined and addressed by the district teams, had at least three
dimensions: health statue (e.g. maternal morbidity or mortality) service output (e.g.
deliveries by 2 trained attendant), and service difficulties (esg. % of uncompleted

referrals).

PROBLEM STATEMENT

A formatted presentation of quantified indicators for each of the three dimensions of a
problem for a base—line year and, 1f possible, a projection based on current trends and
future population size, unaltered by speclal Interventions.

SOLUTION, STRATEGY

Thegse terms were used interchangeably in this workshop to mean the approach designed by
the team to address thelr defined health and service operational problem. If there is a
distinction, a "strategy" is the approach (rechnical and operational) employed by the health
gervice to reduce a health problem, while a "solution" would be an approach to golving an
operational problem {such as maintaining a supply of effective vaccines).

TARGET

A target is an intermediate result towards the objective that a programme seeks to
achieve. Az used in this workshep, it is the quantitative level of service provigsion, or of
development activity, that the project plans to achieve. In other words, 1t is the level of
gervice output felt needed to achieve the health improvement objective. It can also he the
amount an iIndicater of difficulty needs to be reduced in order to allow the service targets
to be achieved. For example, one service target of the Salima district team was to increase
the number of villages active in growth monitoring from 21 (2.6%) in 1987 to 400 (50%) in
1990; a target for reduction of difficulties was to ralse the percentage of mothers correctly
interpreting growth charts to 85% in 1990 from an estimated 55% in 1987.
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ANNEX E

SUMMARIES OF PROPOSAL PRESENTATTONS, AND SUBSEQUENT QUESTIONS/ANSWERS

MULANJE DISTRICT TEAM PROPOSAL

Summary of Project

The Mulanje District team proposed a project to decrease the proportion of closely spaced
births by gaining higher acceptance of contraceptive methods among familles. This would be
achieved through extensive child-spacing education in many communities together with the
creation of many more olinies where child spacing services would become available.
Specifically, the team proposed to lower the percentage of women whose last two pregnancles
were less than 24 months apart from an estimated 24% to 17% by 1991, and to 10% by 1993. This
gpacing of births would be achieved by raising the proporticn of fertile age women wheo had
ever accepted a contraceptive method from 1.6% in 1986 to 3.6% in 1988, and then to 10Z by
1991. This increased acceptance rate would result from raising the interest and knowledge of
men and wWomen in the population from current low levels (to be determined by an inicial
Knowledge/Attitudes /Practices survey, e.g. the % of men/women who c¢an identify the risks of
pregnancies with an interval shorter tham 24 months, the % of men/women interested to use a
modern wmethod of c¢hild spacing, e.g. the % of people knowing where to go for modern child
spacing services.) These changes in knowledge of and attitudes towards modern contraception
would result from c¢hild spacing education provided to the population from a wide varlety of
persons, all of whom would need, themselves, to be identified and oriented hy the team:
personnel from the three hospitals 1in the distriet, training staff, medical aassistants,
midwives, HSA and Health Aasistants, personnel in Local Service Organizations, Area D.C.
Extension Workers, eto.

Concomitantly, access to c¢hild spacing services would be increased by increasing the
number of clinics svallasble from 13 to 19, the number of Integrated services from 0 to 3, and
the number of days ir the month when child spacing services are available in the districr
from 32 to 141. Accomplishment of thege increases in education and service availability will
require large amounts of training, mobilization of transport, etc. as outlined in the
Implementation Plan under 19 major activities, each with responsible officers, support staff,
and target dates clearly designated. Although these efforts are not targeted specifically on
the health problems that arise from pregnancy in young women under 18 years of age, nor in
those over 35, nor in those with high parity or other risk factors, it is thought likely that
all of cthese problems will also benefit from the services Iimprovements envisaged in this
project, and for which detalled dimplementation plans and individual assignments of
responsibility have been developed. The objective of reducing the inter—birth interval
should also contribute to a decrease in maternal mortality, and infant malunutrition and
mortality rates.

Questions and answers that followed presentation of the proposal

Q: What about the role of the other sectors? How do you plan to make use of them?

A: We plan to work through local organization structures, through the D.D.C. and their
extension workers, also though the Malawi Congreas Party, and the agricultural
setvices.

Q: You've mentioned many things to be undertaken; have you identified 2 or 1
priorities to Zero in on when you go back?

Az Yes, the Malawi Congress Party and political leaders. Already the District
Development Committee members are involved, and we will be looking to involve the
areal ROS.

Q: Why did you choose those two areaa, Milone and Chonde?
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Borh are accessible by road and near a hospital. There already are child spacing
services inm  Chonde, so 1t will be easler to measure the affects of our educational
efforts. In Milonde there 13 no child spacing service yet, but we feel that the
Reprosentative of the Congress party is likely to support these effortsa.

Tou have i1dentiflied low acceptance rates as a problem, but even after your efforts
to edugate service providers and the population you may atill see low aceaptance of
¢hild spacing wethods, especially among males. 5o far we”ve ignored them. What
will you plan to do for them?

From the Malaw]l Family Formation Survey we =aw that the desirable inter-birth
interval menticned by women aversged 24 months, while the average mentioned by men
was 27 montha. Therefore we do not feel it necessary to try to change the attitude
of all men; for those who are already persuaded that there should be longer spacing
between births, we need to educate them in what services and contraceptives are
avallable and how to wuse them. We fee]l that there is already a significant gap
between Interest in c¢hild spacing services and the use of them. However, in that
survey, 257 of men stated inter—birth Intervals of less than 24% as desirable. We
plan  te reach men through Farmers” Clubs and lecal politiclans promoting the health
aspects of c¢hild spacing for wives and kids, 1.e. promote what they would want for
thelr families.

We glve condoms to women, but some men will not accept condoms, or talk about then,
from women, or even from another man. What will you do for them? Our child aspacing
clinics are for women; most men won”t come to them.

OQur approach 1s to work through exisring structures, therefore we hope te convince
men to come to existing child spacing services.

How far will a woman walk for child spacing services?

We think that about 3 kilometers 1s a reasonable distance for our planning of
gervices. We plan to calculate the % of the population living within 5 kms. of the
gervices we can establish,

Aren"t you mostly worrylng about the short, less than 24 month, fnter-birth interval
of women? What about the too early age at which wmany women atart pregnancles?
Doesn”t that bother you? Do you plan to do anything about 1t?

Yes, it does bother ug. But we are awalting Ministry of Health support in terms of
poliecy. Although we are worrled about the several risk groups, we have focused in
this project on the problem of too ¢losely spaced births.

If it worries you, shouldn”t you reflect it in your program?

In fact, we did identify, early in our group discussions, the particular health
problems assoclated with pregnancy in women under 18 or over 35 years of age, as
well as 1n those with high parity or high obstetric risk factors. However, because
of the complexity of these problems, as well as the limited time and resources we
had available to produce an implementable project, we declded to focus inm on the
problem of too short closed inter-birth intervals.

Will you have linkages with other programs and activities? Which ones?
There are a number of other activities already going on in Mulane distriet that we
plan to connect with, We will start with the integration of services, i.e. of

promoting ehild apacing through the maternal and child health services.

You"re not ignoring the active primary health care activities in Milonde?
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At PHC is, indeed, well established in Milonde, and there ls an active and interested
politician there. These are soma of the main reasons why we have chosen Milonde as
an area in which to focus our efforts.

Qs We may wuse 2 years bilrth interval az a starting polnt in educating the population,
but there 1s nothing to prevent you educating parents about the health benefits of

wider dintervals. The Government policy iIs to not forge anyone, but there is no
restriction on giving health education about the health benefits of longer
inter-birth intervals. Shouldn"t we aim to educate people about what is best for

their health, as long as all acceptanece is voluntary? Just because one does not see
a green light, aren™t you ok to go ahead when there iz no traffic light at all?
And since pgovernment policy results from what we decide after reflecting on the
information that you technlclans can tell us aghout what is affecting the health of
the populations you serve, isn"t it dimportant for vyou to tell us what you are
finding out about the relationships between fertility and health, and what you judge
to be in the be In the best interest or your communities?

Az Yeg, we will.

LILONGWE DISTRICT TEAM PROFPOSAL

Summary of project

Lilongwe district has 161,399 children under five years of age, of which 64,340 are
underweight, but the focus of this project will be on two selected areas (Chimutu and
Khongoni) which have 9,641 underweight among 24,102 children under five years old. The
overall objective 1s to reduce the proportion of low weight for age from 40% to 20%, and of
severely wmalnourished children from 5% to 2%. The percentage of under fives routinely
weighed will be rafised d4in Chimutu and Fhongoni from current level of about 18% to 304, The
proportion of under—fives underweight who receive food supplements will be ralsed from 15.3%
in Chimutu and 6.2% in Khongonl to 30% in both. The strategy of the project 1s to carry out
growth monitoring and to increase knowledge on preparation of locally available foods in the
three food groups from 20% to 50%Z. The project will be implemented by a district team,
village health committees, volunteers, supporting staff in other sectors. Village health
committees will be formed and two volunteers will be trained in each of 135 villages. This
will require holding meetings with chiefs and local leaders, aelection of health committes
members and village health volunteers, to be followed by deslgn of a questionnaire for
mothers and a household base-line survey. Scales, under-5 cards, and other materlals will be
supplied to the villages.

Questions and answets following the presentation of the proposal

Q: Nutritlon 4is not an easy tople; it is very multi-secteral. You may have to call on
a number of other sectors; agriculture, education, ete. Since you're spending much
of your time on rehabilitation units and beds, shouldn”t you be thinking and
planning at community level to prevent malnutrition, for example through preparation
of likuni phala (soya-malze-groundnuts flour)?

A: Indeed, that dis included in our proposal. For prevention, we're going to focus on
the willage health committees 2and village leaders as sources of education in the
communities.

Q1 Suppose that vyouw have brought 1likuni phalz to a community. Perhaps you haven™t
tried to cook it. It takes much flrewood. The mothers don”t have it. How do you
go around a problem like thig?

At  We must educate them. Once they are educated they will be able to take acticon.
They should do something, not just wait for likuni phala.

Q: What should they dof?

A: Make a local likuni phala.




FHE/B7.8
page B5

ANNEX E {(continued)
OK, but what 1if no firewood?

We should call forestry, agriculture and community services to help with the need
for firewood.

Are you assuming that we already know why there is malautrition? Don’t we need to
go and find out why the children are malnourished? Due to measles? To diarrhea?
The growth monltoring 1s only 2 means of survelllance; 1t won™t tell you why. How
do  you know that yvour interventions won't be inappropriate? The MOH would be better
able Lo support vour efforts {f you could say why there is malnutrition; don"t they
have 1ikuni phala? If they have It, are they eating f{t? Are they eating it, but
beset with diarrhea?

We intend to look into the causes of malnutrition. However, we are alseo concerned
with introducing growth monitoring into the villages. Through 1t we will he able to
ldentify the ehildren who are malnourlshed and what was associated with thelr
condition. Wa1l be able to see it was measles. Children who are not immunized
we”ll sand fo health centres or mobile ¢linices for their immunizationa. Also, we
are not promoting growth monitoring only, but community meetings to promote
nutrirional concepts as well.

Why are you still talking about nutritional knowladge in terms of the three food
groups?

We're sorry about that; please delete 1t. We learned of better approaches just
yesterday, that the amounts of food, and especially of high density foods, are more
important. than emphasis on the conventional three food groups.

Have you given any consideration to ehild spacing rtrelative to underweight In
children?

Yes, 4it7s there in our Problem Diagram- A lack of child spacing leads to abrupt
weaning and then malnutrition of that infant.

SUMMARY OF MZTMBA DISTRICT TEAM FROFOSAL

Annual measles morbidity of 14 cases per 1000 children under five years of age, which

accounts

for 45% of infant and child deaths, is to be reduced to 8/1000 by 1988 by raising

the measles immunization coverage from 50% 707 of under-fives by August 1988. This objective
and target will be achieved Lhrough the following strategy:

Increasing under five clinics (static from 38 to 41, outreach from 70 to 123) and
integrating EPI activities (especially measles) with other services on a daily
basis. Requiring mothers to carry the 5 immunizatlon card to every health facility,
where it will be checked by health staff.

Intensifying health education on measles immunization from once a month te once a
week and using innovative health education methods such as plays and songs, with
conalderation of traditional customs.

Involving the community in specific activities for measles fmmunizations such as
vegular announcements as reminders to mothers in churches, womens”™ groups, meetings,
and maintaining of immunization registers by Village Health Commitrees, organlzing
imminization outreach and possibly transport, instituting periodic reminders to each
household, and giving advice on immunization.

Better management of transport for supervision, with increased outreach and dellvery
of wvaceines with the Ministry vehicle and through coordination with other sectors
and the community.

Improving wvaccine availability and cold chain by setting up two more subcentres for
vaccines and atockpiling in areas that are ilnaccessible during the ralny geason.







