; ‘Q) WORLD HEALTH ORGANIZATION

"ar I
&)/ ORGANISATION MONDIALE DE LA SANTE

DISTR. : LIMITED
DISTR. : LIMITEE

W0 fMcH/90 .12
ENGLISH ONLY

45§

Programme of Maternal and Child Health & Family Planning
Divigion of Family Health

THE HOME-BASED MOTHER'S RECORD:

A guideline for its adaptation, use and evaluation

This document is not issued to the general public, and
all rights are reserved by the World Health Organization
{WHGQ). The document may not be reviewed, abstracted,
guoted, reprpduced or translated, in part or in whole,
without the prior written permission of WHOQ. No part
of this document may be stored in 2 retrieval system or
transmitted in any form or by any meang . electronic,

mectranical or other - without the prior written permissicn
af WHO.

The views expressed in documents by named authors are solely
the respansibility of those authors,

Ce document n’est pas desting 3 &tre distribué au grand public
g1 tous les droits y afférents sont réservés par I'Organisation
mondiale de 1a Santé (OMS), !l ne peut Etre commer'fté.,
résumé, ¢itd, reproduit ou traduit, partieliement ou en totalite,
sans une autorisation préalable écrite de I'OMS. Aucune partie
ne doit &tre chargée dans un systéme de recherche documen-
taire ou diffusée sous quelgue forme ou par gquelque moyen
que ce soit - électronigue, mécanigue, ou autre - $anRs une
autarisation préalable écrite de "OMS, :

{es opinione expriméas dans les documents par des auteurs
cités nommément n'engagent que lesdits auteurs.




Table of Contents

Overviaw of Home-Based Mother's Record and its Evaluation

O ~F Ch A B L B

Naed for home-based mother's record (HBMR)

Review of experiences

Characteristics of home-based mother's record
Process of development and adaptation of the record
Prototype record for loecal adaptation

Iszuas related to contents of the record

Field testing and evaluation

References

Guidelines for Use of Home-Based Mother's Record

1.
2,
3

4,

General guidelines

Specific guidelines for PHC workers

Specific guidelines for medical staff at PHG
workers first referral level

Referances

Guidelines for Adaptation of Home-Based Mother's
Record to Local Area Usa

1.

2.

Making the Home-Based Mother's Record simple to
understand and to uze
Risk critaeria

Guldalines for the Evaluation Study

1.
2

ANRERES

I.
IT1.

Gutline of contents of a project proposal
Objectives of the HEMR and questions to be angwered
in the evaluation

Evaluation study design

Gonsideration of the areas chosen for HEMR
implementation and for comparison

Issues in determining study sample size

HBMR inttoduction

Evaluation study methods

Prototype Home-Based Mother'szs Record
Matrices for Evaluation Study
Prototype Discussion Guides A, B and C

Page Humber
1

WP ol B RS

o




A. OVERVIEW OF HOME-BASED MOTHER'S RECORD AND ITS EVALUATION

1. Need for home-based mother's record

The outstanding problem in maternal and child health is the unacceptably high
marernal, perinatal, and neonatal mortality rates in most developing countries of
the world. TImportant factors assoclated with high mortality relate partly to
untegulated fertility - with pregnancy recurring too soon, too close together, and
too many in pumber; the life-style and living conditions; patchy health care
delivery; poor nutritienal status; and inadéquate involvement of the community in
health care. 1In recent years, 4 primary health care (PHC) approach which revolves
around the life-style of the people and an assumption of active participation by
them has been recommended to improve the situation. To reduce mortality and
morbidity there is an urgent need to provide continuity of essential health care
including family planning to women throughout their reproductive cycle with
provision for appropriate and rimely action if problems develop. ‘

Past experience with the child growth charr as a tool for promoting health care
and encouraging people's participation has prompted thinking on the issue for
maternal howe-based health cards. The institution based maternal records are
exhaustive; however, they have very limited applicability in field conditions,
They are unwieldy, difficult to complete as primary health care workers havé
limited educational backgrounds, and expensive to store and retrieve, For theze
reasons, information on maternal health is often incomplete, of poor quality, and
there iz a poor flow of information between the health care team in most developiog
countries. Moreover, the demand for £amily planning programme - information hasg
stimulated the development of detailed programme records. Often the rationale for
the infomation is for programme management and evaluation at the higher levels and
the primary health care workers neither understand nor recelve the feedback from
the information he or she is responsible for collecting.

A home-baged wmother's record could overcome the problems mentioned above. It
would function as a simple information system that could also increase people's
participatien in their own care, stimulate timely and appropriate interveation if a
problem develops, encourage continuity of care throughout the women's reproductive
cycle, provide a2 link between wvarlous health care facilities, and function as &
teaching tool, The records, if widely used by most families in an area, could
serve as a gource of reliable information -as part of household surveys conducted
for either evalvation or research purposes, The record also serves to illustrate
to the mother and the rest of the family the relationship of various fertiliry and
maternal health relationships, e.g. breast—feeding and the appropriate timing of
orher means of contraception. Home-based records are simple. They are
particularly relevant to PHC since they do not require equipment or time to file
them and they are less expensive to waintaln than health centre~based records.
Home-based records are of considerable help in Instituting and coordinaring family
and self-care and can remain with the mother if she migrates.

2, Review of experiences

Dissevelr and co-workers (1) developed an antenatal card in Keaya to define
“high risk" individuals for referral in order to facilitate the operation of
antenatal services and to maximize the benefits to those who need care the mast,
The card had a built-in warning system for risk identificarion. $hah (2) in India
devised and used a mother’s health card similar to a growth chart. Her home-based
record, which can be wsed during four pregnancies and the iater—pregnancy period,
Includes essential information on the teproductive cyela, early identification of!
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pregnancy by a monthly recall of menstrual periods, family planning practices,
breast—feeding, "at risk" indicators during pregnancy, a graphic record of weight
gain, and information on the post-partum pericd of the mother and the baby's health
during the first month. Kumar (3) dintroduced a pletorial card for use by
{1literate traditional birth attendants (TBA) in India to facilitate provision of
minimal antematal care, to identify early recognizable “"risk” factors in the
newborn, and to generate essential vital information.

The maternal cards used in some countries are quite detailed and are primarily
designed for clinic or hospital situatioms (4-9)., They are less suitable for PHC
workers. These clinic-based cards cannot be used as a prototype for PHC cards
since clinic—bhased cards are not designed to change as the health needs of the
comunity change, nor are they designed for use by workers with minimal writing
skills.

3. Characteristica of home~based mother's record

A aimple home-based wmother's record containing essential information can
indicats ro rhe mother her health status and that of her ianfant up to one month of
age, can monitor the lactational and breast—feeding status and family planning
practice during the interpregnancy period, can identify “at risk" individuoals, and
can guide health workers in the timely management of care to be given at home and
at the next refarral Jlevel, The home~based mother's record should be an
educational tool which promotes the concept of Increasing participation by the
mother and the family in self-care, With it the mother and the family should
recognize the need to use the health care facllity when necessary.

4, Process of development and adaptation of the record

While developing a home-based uwother's record, the following should bhe
considered:

a, cultural background and literacy level in the coummunity;

b. Thealth and family planning policies and programme strategy, differences
fn the pattern of health care delivery, distribution and availability of
primary health care workers (PHCWs), and their support system. If there
are national family planning policies and programme strategy such as
community-based contraceptive distribution system or any other, those
should be reflected while designing and adapting the record;

¢. stage of PHC development which includes the variations in the background
and education of the PHC worker: (belongs to the comwmunity? lives in it
or not? has the ability to read and write or not?)., Since the PHC worker
may not be able to read and write, the informatiom provided by the PHC
worker may be entered by a literate husband, school-going c¢hild or
neighbour. In some places a PHC worker is a nurse-midwifa, a health
assisgtant or a doctor;

d. level of mother's literacy: the record is designed to get participation
from mothers and families and to increase the concept of self-care. If
the mother is literate, she can fill in the card herself to the extent
that she canj

&¢. health problems in the area that affect women during the reproductive
period such as anaemia, malnutritien, hypertensive dizorder of pregnancy,
malaria, blood group incompatability, diabetes, tuberculosis, carcinoma of
the cervix;
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f, the risk factors and appropriate cut—off points based on the pregnancy
cutcomes 1in the area, For example, the risk facter for height may be
determined as 150 em in some countries; others may recommend it as
145 em.; and -

B the danger carried by risk factors varies from community to community. In
order to focus attention on priority conditions, the boxes indicatingeh
risk factor may be highlighted by shaded area. Thia will draw the
attention of the PHC workers and the community to concentrate resources aﬁ
these factors for reduction of mortalitry and morbidity. Additional
educational material/teaching aids 1in the form of illuatrations and simple
short messages may be provided on the record. To illustrate, if tetanug,
neonatorum, anaemia, and high birth rare are the priority problems in the
arez, these risk factors can be highlighted 1n the record, and a simple
booklet or handouts provided for the addirional guldance of PHC workerm
and the community,

The core elements of the record must give due consideration to:
3. the importance and frequency of health problems in the area;
b. the priority assigned to the problem;

c. the complexity of the problem to be included in the card and the technical
conpetence of PHC worker:

d. the agvallability of equipment and facilities at the PHC level. 3

5. Protoype record for local adaptation

The prototype home-based wmother's record (see Annex I) was developed =at an:
Informal Consultation convened by the MCH Unit in CGeneva in January 1982 and has
been modified on the basis of comments of eoxperts in obstetrics, unursing,
paediatrics, community medicine and thoge concerned with development of health
records for use in PHC, ,

The essential features of the prototype record are;

a. it permits  easy identification of "risk facrors” irn order to facilitate
timely intervention; : S . ;

b. it Ipitlates action at the PHC level for many of the problems identified:

G, it builds continuvity of health care during both pregnancy and thej
Inter—-pregnancy period; :

d. it provides Information on the status of menstrual cycle and helps in%
initiating education and action on a suiteble family planning practice; and.

e. ir encourages active participation of the mother 4n self-care for
improvement of health. :

For the sake of uniformity, economy and ease of storage, the mother's record
should be printed on strong coloured A-4 size cards (25 x 10ecwm)}, similar to the
graowth card. The mother's record has a total of six panels so that it can be
folded twice and then carried in a polythene bag to increase its durability even in
adverse storage and weather conditions. The polythene bag should be large encugh
to allow the record to be put in and pulled out with ease. The bag should be
strong encugh to last several years. Plastic cards are long lasting and economical
as there is no need to provide polythene bags, but writing on them may be a problem.
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The prototype record is a flexible starting point for the design of more
appropriate ones for each area of use. Specific local problems and risk conditions
considered important in the areas/regions of health and family planning policies
and strategies should be included.

out of six panels on the record, one panel is for data and risk conditions
recognized from the past history; three panels are to record events including
tdentification of risk during three pregnancies, deliveries and post—partum
periods. These panels also include essenrial information on the health starus of
the newborn during the firsr month of life. There is a panel to monitor health
progress before the first pregnancy and/or during the inter-pregnancy period (for a
period of 7 years) and one panel for recording the findings and recommendations to
the referral centre, The record thus provides linkages between the different areas
on the panels and a visual indication ¢f the "risk” situation represented by
ghading which emphasizes the need for timely action by the FHC worker or the
referral level, Simple guidelines for the use of the record by the FHC workers and
the midwife/health assistant have been developed (see Part B),

6. Issues related to the contents of the tecord

Each country should determine its own rigk level for parameters like
haemoglobin, blood pressure, height of women and birth weight In order to
facilitate sasy and uniform identification of "at risk” women or newborns.

The record should be used as an educational tool for the mother and her family
for {mproving maternal health and family planning care. Where mothers are literate
they may be encouraged to complete thelr own records and participate in self-care
under proper supervision. Where mothers and PHC workers camnot read or write, the
record should be simplified by the inclusion of simple illustrations,

Meaningful communication should be established between different referral units
like the health post, health centre, district hospital with the home~based record
gserving as a 1link, Simple tally sheets incorporating health information from the
record, Including risk indicators, could be developed for use by PHC workers. The
coples should be transmitted to the first and second levels of referral, thus
providing a simple, timely, and useful information system.

Sevete maternal malnutriton is a risk condition responsible for unfavourable
pregnancy outcomes. It may have adverse effects during lactatilen. Recognition of
malnutrition allows for intervention that wmay help provide favourable outcome.
Some may like to record wmaternal nutritonal 3tatus on the record to identify
nutritionally at risk mothers. The measurement of left arm circumference by using
a tricolour arm strip (10) and of body weight before and during pregnancy
(represented against reference weight curves) have been used 1n the past to
fndicate maternal malnutrition (11). These measurements need local adaptation
before inelusion in the record.

The mother who breast-feeds her infant exclusively and does not give him/her
other food and breast—feeds frequently day and night, benefits from a mnatural
contraceptive mechanism that is stimulated by the act of breast—feeding. Once
other foods are introduced into the infant's diet and the number and frequency of
suckling episodes is decreased, the risk of ovulation is fncreased; hence, the
risk of a new conception occurring. Regular recording on the pattern of
breast-feeding in terms of frequency during the day and the night and the time when
it begins to change, rhe mother should use family planniang practices for spacing
births.

7. Field resting and evaluarion

The process of adaptation and development of & home—based mother's record will
necessitate field testing and evaluation after a feasilibity study. In the study,
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different approaches, 1like Focus Group Discussions, may be wused through
mother-health worker interaction to determine attitudes and rteactions to the
record, its coleowr, size, and its overall value in Iimproving health care. The
views of selected perceptive mothers could be weéry uwseful iIn simplifying the
contents so as to be sultable to the local needs.

Field testing and evaluation should be undertaken 1n 10-12 countries
representing: (a) different lireracy levels of the community e.g. high and low;
{b) literacy and training of the PHC workers, e.g., TBA, community health

volunteers, nurae-midwife and Thealth aszistants; (¢) different levels of
development representing the developing, intermediate and developed countries; and

{(d) wvariations in geographical terrain like hilly areas, sparsely and thickly
populated areas. Trial of the record and the experiences gained in these different
situations will help to further refine the record hefore recommending it as a tool
for strengthening of MCH care in PHC.

The prototype home-based mother's record and the guidelines should be field
tested to evaluate; (a) conditlons of the record after usage for a period of one
year; (b) extent of ugage of record; {c) quantity of information collected:

{(d) wusefulness of the information collected (e) community and health workers
opinlons about the value of the record; (f) risk factors identified; (g) referral
of cases; (h) utilization of the referral facilities, (i) utilization of family
planning services; and (J) linkage with growth chart and other health service
records. o : . :

The value of avaluation can be considerably strengthened by an objective

cemparison of the utilization of health care in comparable areas, for instance, one
in which the home-based mother's record has been introduced, and one iIn which the
record Is net introduced, and possibly an area in which a placeho interventiom
(e.g., health calendar depicting antenatal care pictures)} is tried, The compariscn
eriteria will include: (a) number of referred patients; (b) the timing of first
antenatal visit to the health outpost; (c) utilization of health outpost for family
planning services; {d4) extent of linkage with growth cards and (3) differences in
outcomas of the pregnancies. i+

Analytie techniques recommended in the Januvary 1982 meeting for evaluatiun;ﬂf
the home—based record include: (a) rapid evaluation rhrough focus group discussiona
gnd (b) audit of records at varilous levels. ;
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E. CUIDELINES FOR USE OF HOME-BASED MOTHER'S RECORD

1. General guidelines

The Home-Based Mother's Record (HEMR) is designed to be a reflection of the
mother's health before her first pregnancy, during pregnancy, childbirth,
post—partum perliod and the fntervening period between subsequent pregnancies. It
records her family planning sratus. in addition, the record provides information
about the health of the newborn during the first month of life. The record should
remaln with the woman under all circumstances — at home, while visiting the cliaic,
fn the health centre or upon referral to the hospital. If she moves from her
habitual location she can take the record with her.

The responsibility for filling-in the record 1s that of the PHC worker with
progressively increasing participation by the mother and the family for prometing
the concept of self-carve.

The HBMR should be filled in as fully as possible, because the history of a
woman and the events occuring during pregnancy, and the reproductive cycle are most
fmportant in determining her health and that of her family. This can be
accomplished by adequate training of the FPHC workers using the guidelines. Thus
the guidelines should become an integral part of PHC workers' training.

The record should be completed for women between 15-45 years of age who are
pregnant or likely te become pregnant, irrespective of whether they are practicing
family plaoming or not. It should be filled in at home, at a health centre, or in
the hospital on the first visit, It is not necessary to initiate it only after the
onset of pregnancy. For women who are not pregnant, appropriate panels (1 and &)
of the record should be filled—in. The purpose of the record and fts value should
be carefully explained to the family. The importance of keeping the record safely
needs to be explained too.




MCH/90.12
Page 7 vy

Answers to all items must be matked in the appropriate boxes whether the
response 18 a ves ot no or a number. The negative response should be entered as a
cross (X) and a positive response as a tick (v). All questions should have some
kind of respomse entered. When there 1s nefther a " " nor a "X" mark in a box, it
means that a woman has not been attended to or asked rhat question by a health
worker,

There are shaded areas on the panels that indicate "risk factors”, Whenever . a
tick (/) mark appears in the sghaded atea, it means that there 1is a condition

present that endangers health,  Tmmediate action iz needed in the form of adviece,
therapy or referral. . The shading 1z printed lightly and darkly. The darker the

shade, the higher the level of risk. Those with tick marks in the darkest shadiﬁg
should be advised to have the baby delivered in hospital, whereas those having ‘a
tick inthe lighter shaded areas of the card should be supervised, advised or
treated by the PHC worker and referred 1f there is no improvement or when advised
by the aurse,

o : o
In Panels 2, 3 and 4 there are several items relating to the baby's health
during the first month of 1life. This information needs to be transferred tro the
child's growth card., By doing this, a linkage is provided between rhe HEME and the
child's growth card. C . . ‘Q

Panel 5 is provided for the personnel in referral .facilities. A note should-be
entered from the PHC worker dJdooumenting a referral, The conclusions . aﬁd
recommendations of the referral centre need to be enrered in a language that PHC
workers can understand. Written instructions should be simple, clear and concise.
This will immensely help and support the efforts of the PHC workers apd the family
in improving maternal care. If needed, additional pages can be attached” to the
card as an extension to Pamel 5. . A

2, Specific guidelines for PHC workers

These detailed guidelines will set out: , i

a. The risk factors chosen. This will include npecessary definitions aﬁd
gimple explanaticas. L
- Tl

b. Whe will normally carry out the initial antenatal screening.

c. The referral procedure and structure, including known ptoble.ms in referral
and posslble wavz of overcoming these.

d. The action to be taken for each specific risk factor. . The informatiom: is
not detailed in rhese guldelines as different actiom may be specified ‘in
different countries and sitvarions, However, it 1s necessary to detail
precise instructions, partly for the health care of the woman, and partly
to assist in evaluation of the HEME,

e. The preventive measurez to be taken. The detailed guidelines must give
precise instructions on the isswvance of iron tablets; chleroquine
prophylaxis (if appropriate) and tetanus toxoid, For example, the local
policy may be to give irom tablets to all women, On the other hand, due
to drug shortages iron tabletz may be given to only those who are
obviously angemic, Necessary action should be specified, but if shortages
are expected, it would be helpful for healrth workers 1f there were

guidelines on what they should do.
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GUIDELINES ON THE CONTENTS OF THE PROTOTYPE
HOME-BASED MOTHER'S RECORD

Home-based Mother's Record

PANEL 1

This panel includes information on identificarion and registration, age of the
woman, her height and history during ptevious pregnancles and. ¢hild births. The
following Instructions are suggestions only and must be writtem to wmateh the
educational level of the PEC worker and using only those terms that are familiar to
them.

Name: Enter the full name by which the woman can be recognized easaily.

Number; The registaer number of the woman should be entered here. Tt will be
useful for identification of the record and linkage with the child's registration
number.

Address: Fill in the address for home-visiring., Enter only recognizable landmarks,
Date of first visit: The date when the record was prepared and when the woman

vigited the health centre or the healrh worker contacted the woman for filling-in
the record.

Age: When age is unknown some Indirect wmethods should be used to assess the age,
e.g. appearance, age of eldest son/daughter, comparisom with other relatives or
nelghbours; reference to major events in which the community or adjacent community
has been indelibly involved, e.g. fleod, earthquake, voleanic eruption, cyclone,
hurricane, war or some outstanding local event.

Height: Height may be taken with a tape-measure or by standing against a wall on
which markings have already been made. A cut=-off level for risk will be

comeunicated from the health centre. A stick with coloured marking up to 143 cm.
{or whatever level is decided as being "ar risk™) can be used by a Traditlional
Birth Attendant (TBA) who canunot read or write to identify the risk factor.

Previous History: Under this heading past information about pregnancy and health
should be enterad. The columns need not be filled in if the woman is pregnant for
the first time.

Number of deliverfes: include the number of children, whether alive or dead who
have been born te the woman.

Health workers sometimes have problems with the phrase "Number of Deliveries™.
This i{s because!

a, 3ome wmothers, when asked how many deliveries they have had, will only
refer to those sti11l living or they may total every pregnancy including
abortionz. The gquestion "How many babies have you had™ sometimes gets
better information.

b. Health workers gometimes do not know whether they should write the number
of total live and still births or total number of pregnancies. This must
be clarified,

Abortion: means expulsion of products of conception up to 5 months of pregnancy.
This enquiry should be made about the last pregnancy.
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OQedema;: it is swelling of the feet, hands or face. The woman will explain about
gevere swelling of the feet or about any swelling on the hands, e.g., when she
could not put rings on during her last pregnancy. :

Fits: lerky movements of the body or a part of the body, often sccompaniei by
stiffness. This 1s associated with loss of consciousness. ;

5t11l-Birth: a child who, after birth, did not cry, breathe or show any sigﬁ of
life, For still-births, the pregnancy should have lasted more than 5 months., This

enquiry should be made about the last pregnancy in particular but alse 1nc1uds &
question on the number of gtill births the woman has had in the past.

Abnormal deliveriesa: include casssrian section, forceps delivery, face, hsna‘or
shoulder presentation, breech delivery and vacuum extraction. :
Excess bleeding after delivery: here vaginal bleeding after delivery means more
than normal bleeding, as considered by the PHC worker, traditional birth attendant
or family nember. :

Labour lasting more than 24 hours: when atrong, painful labour paing have 1sdted
longer than a full day and night. n

Low—birth-weight: includes babies borm with birth weight of less than 2500 gm. - |

Death of baby duting first week: means baby born alive but who died before seventh
day. !

Other health problems: any health problem of a serious or chronic nature such as
tuberculosis, diabetes, malaria, high blooed pressure, kidney or heat diaease, Rh*
incompatabllity, need to be entered- here, o

PANELS 2, 3 and 4

EACH “"PRESENT PREGNANCY"

In Panel 2 fill in information on the pregmnancy under consideratlion for care,
Panels 3 and 4 are for any subsequent pregnancy. When filling in Panels 3 and 4
refer to Panel 1 for the information on .age and number of deliveries and to Panels
2 and 3 for risk conditions during the last pregnancy. The status of at-risk
grading may change according to age and number of deliveries. ;

Present Preguancy: includes information or findings during the present prsgnsncy.
All information except the items enclosed by the rhick lined upper box are to, be
fi1lled in by the PHC worker and/or the literate mother. In areas where PHC workers
are auxilliary nurses, they will £ill in all the information. e

Information on action taken is to be filled in hy ths PEC worker. However, " the
auxilliary midwife/health assistant will be respomsible for taking some action such
as Injection of tetanus toxeid, provision of chloroquine and iron tablets.

L.M.P. (Last Menstrual Perioed): record information on first day or month of last
period in this column, If the woman cannot recall the date, record at least the
month and rhe year. : i

E.D.D. (Expected Date of Delivery): to calculate the EDD, add 7 days to the date
of the Ilast menstrual period, and then count ¢ months ahead. This iz  the
approximate dare of delivery. Alternatively, count 3 months backwards, after
adding 7 days to the date of lagt menstrual pericd for caleunlation of EDD. )
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Another possibility fo ecalculating EBD 1s by the adaptation of a local events
calendar or a lumar calendar.

Example; date of last menstrual period = 4th March, add 7 days = 11 March. Now
count 9 months as follows., 11 April (1), 11 May (2) 1l June (3), 11 July (4), 11
August (5), 11 September (6}, 11 October (7, 11 Yovember (8), Il December (9).
The expected date of delivery is 11 December.

Months: in the boxes under this heading include information of events from the
second to the ninth month of the present pregnancy.

Date/month: the date, month and year on which the check—up was made should be
entered here,

Severe pallor: the colour of the nailz 15 a reliable method of recognizing
pallor. Tongue, lips and lower eyellds are other places where pallor can be
traced. A description of pallor adapted to loecal terminology may be uzeful.

Pitting oedema: press the skin over a bony prominence on the froat of a leg. 1If a
visible depression forms and stays for more than a few geconds, pitting cedema isa
present.

Vaginal bleeding: means any vaginal bleed loss that is more than spotting during
pregnancy -

Very thin; the face is pinched, arms and legs are very thin and there iz little
palpable fat layer on the abdemen.

Very large abdomen: the size of the abdomen (tummy) is much larger than expected

Tor the duration of the pregnancy. It may be the result of too much water im Che
bag or because there is more than one baby in the womb. Both these conditions are
an extrs rigk for the mother,

Abnormal presentation includes breech, face, shoulder or hand presentation. The
appearance of the cord before the baby i1is delivered is also an abnormal
presentation which requires immediate referral.

Weak fosral movements; if foetal movements become less frequent or weak or satop,
immediate referral should be sought.

ACTTON TAKEN: (Fill in the lower thick lined part of the box).

Food advice: a pregnant woman should eat more Lo meet her own needs and those of
her baby who is growing in her woub, If she deoes not eat enough, she will become
weak and her baby will have a low birth weight. 5he should eat larger amounts than
usual and more often. Among the locally available foods she should try to eat
cereals, seasonal vegetables and frults, milk, meat and eggs. I1f advice on food is
given, a tick mark should be entered in the box.

Iron tablets: two tablets of iren, or irom and folle acid should be given daily
after meals according to the advice of the local health authorities. This helps in
preventing pallor and in treating it. If iren tablets are given to women & tick
mark ghould be entered in the box.

Chloroquine tablets: chloroquine should be given for treatment of fever in areas
where malaria is endemi¢. Early treatment of malaria can prevent conplications
during pregnancy. The choice of drug, its dose and duration would vary according
to the recommendations made by the local health authorities. Drugs may also be
given for pravention of malaria according to the advice of local health authorities.




MCH/ 90,12
Page 11

Tetanus toxoid: PHC workers should motivate pregnant woman to have teranus toxoid
injections. Two Injections of tetanus toxold are given at an 1interval of .1-2
months after 4 months of pregnancy. This protects the baby from a fatal disease -
neonatal tetanus. The second injection should be given one month before delivery.
If there 1s a history of these injections, then the health worker and/or nurse
should be guided by the immunization schedule beilng used in the country. o

Advise on place of delivery: During mid-pregnancy it 1is useful to discuss wirh the
mother the place for delivery so that adequate preparations and arrangements may be
made well ahead of time. The decision should be hased on the previous history: and
the situarion in the present pregnancy, and a tick mark placed in a shaded area.
The auxilliary nurse/midwife should be consulted if any of the shaded areas have a
tick mark. The risk of home confinement needs to be explained here and a deciasfon
about the place of dellvery should be taken by the mother and the family. Those
women who have a tick mark In a deeply shaded area should deliver in hospital. as
considerable risk conditions may be apparent. ‘ i

Ea

LABROQUR/DELIVERY

In many areas, the delivery is conducted by the TBA or a relative who mgy;hon
be able teo read and write, If a PHC worker {who is not a TBA) has not delivered
the baby, informatfon from the TBA or the person who conducted the delivery shnuld
be obtained.

Duration: the duration of labour {s prolonged 1f strong and frequent labour pains
have lasted for more than one day and one night (24 hours).. r

Presentation: the part of the baby that came out first, either head or any other
part {cord, hand, shoulder, foot, breech) should be noted.

Type of delivery: Head presentation is a normal delivery. Other deliveries, ;uch
as breech, cord, hand, shoulder, caesarian, forceps or vacuum extraction.shouLd;be
considered as other types of deliveries amd are not normal.

Excess vaginal bleeding: includes more than noermal vaginal bleeding after the
delivery of the baby and it indicates that the placenta or part of ir is still net
‘delivered., Record any information on whether there was, or was not, excess vaginal
tleeding. o

BABY

Inelude informatiom on the baby until one month of age in this record. On the.day
of the birth prepare the child's growth chart and fill that in regularly. ‘

Date of delivery: write the date, month, and year of baby's birth

Sex: tick whether a male or female

Place of delivery: tick the place where the delivery was conducted.
Conducted by: information on who conducted the delivery, The abbreviations u?Ed
are: i

TBA ~ Trained Traditional Birth Attendant
REL =~ Includes relative or neighbour

ANW - Midwife

RN/RM - Registered nurse/registered midwife
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Duration of pregnancy: Refer to rhe EDD and record whether pregnancy was longer
than 8 months, 8 months or less., A baby born at B months or earlier is a pre—term
baby.

Number of babies: whether the delivery resulted in the birth of ome baby or more.
1f two or more babies are born include the information on the other baby/bables in
the next panel.

Birth weight: 4t ias presumed that a simple portable balance 1is avallable for
recording the birth weight. Tf not available, this should be procured by the local
health authorities. The weight may be read directly from the scale in the case of
literate workers or recognized from the range of colour coded symbols if the weight
is to be recorded by a Traditional Birth Attendant or person who caonet read., The
¢colours to be used for defining the weight range may be chosen according to local
cultural acceptablity and the cut—off point for defining low-birth-weight babies
ghould be 2.% kg or less than that (this may be changed if information about the
community indicates 2.5 kg is too high}.

Crying: There iz delayed crying if the baby takes a long time to cry {(more than
five minutes) after being born and some action has to be taken to make the baby cry
or if he/she has difficulry in breathing end breathing is delayed and/or he/she is
blue (cyanosed) on tongue and lips., In that case put the tick mark in the
“delayed” box.

Breathing difficulty: this occurs 1f the baby experiences sucking of the lower
chest when breathing in, grunting or 1if his nostrils swell with each breath.

Breathing difficulty is apparent if observed at any time during the first month of
life.

Condition of baby: whether baby is alive, born dead or died during first 7 days or
durfng 7-28 days should be recorded,

Breast—feeding by one month; Breast-feeding 1s not successful 1f the baby is given
any food other than mother's milk on one or more occasions each day. This
fuformation gshould be raecorded at one month of age.

PANEL 3

REMARKS TO AND FROM REFERRAL CENTRE

This panel is filled Iin by the PHC worker when referring the mother te either
nurse or doctor. The nurge or doector will write down a brief remark on examining
the mother, The information about the problem, action taken, and the advice given
should be simple and concise as there is allowance for a 7 year follew-up Im this
section. These findings can be valusble if the woman seeks referral care agaln in
another centre/hospital. This panel 1z also meant to be a link batween the PHC
worker and the morher on the one sida, and the referral facility on the other.

While the entries on the panel will be of great value from a service point of
view, the persennel in the health centre and at a referral facility must be
actively involved in the orientation and trainfng of PHC workers regarding the
home—based mother's record, The wvalue of home-based mother's record and the
credibility of the PHC workers can be considerably increased by the active
participation of the health personnel in the referral facilities,
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PANEL 6

BEFORE FIRST PREGNANCY AND DURING INTER-PREGNANGY PERIOD ' o

LI

Information on every woman in the village between 15-45 years of age who has a
chance of becoming pregnant but at present is not pregnant should be entered here.
In ordexr to Include all women, the PHC workers should visit each home at least once
in 3 menths to inquire about the woman's health and welfare and take timely action
before complications or problems develop. A record should be drawn up When the
first contact is made (during pregnancy, or inter-pregnancy pericd as the case may
be}, If information needs to g; gilled in on this panel, it should be done in the
appropriate column for the month under consideration. The vyear for ahoulq be
entered ldentification purposes. Information should be entered every 3 mdgnths
after the first visit. 1If, for any reason, a visit iz not made then a literate
woman should fill~in the columns herself or get the help of someone else to fill
them in for her.

Breast-feeding: information on whether the mother is continuing to breast-feed
beyond one month shouwld be marked by a tick mark for each month,

Menstruation: ask about the month of last menstrual period: Put a cross mark if
menstrual period has bheen missed (X); place two cross marks if two periodﬁ”have
been missed (¥X). 1If two croszs marks are present it suggests pregnancy. ‘Early
fdentification of pregnancy helps the PHC worker to provide care throughout
pregnancy for a favourable ocutcome. .

Family planning: mark with a tick {,) the columm of any of the family planning
methods which have been used during the three months under consideration (one tick
for one wmonth). In front of each column, (pills, injections, IUD (loop), place a
tick . {, ) or a cross (X) wmark, whichever is applicable, If no method of
contraception was used in 6 months after delivery, motivate the family and 'seek
haelp from neighbourhood health workers or supervisor to get the mother to decide on
vhich method to use,

Surgical: Includes vasectomy and tubectomy to stop future childbirths.

No methods: 1f no family planning method is used then mark accordingly in
the box.

If excessive vaginal bleeding, dizziness or nausea, pain in the lower abdomen
or pain in the legs are reported by a woman who Is using a family planning method
refer her to the next referral level and enter the problem in Panel 5.

The information on extreme thinness, pallor, malaria (fever with signs), other
problems 1like serious or chronic Jllness, or on the use of chloroquine as
prophylaxis for malaria should be entered In the appropriate boxes., Necessary
action whether health educational or therapeutie should be taken. '

Putting the guidelines inte practice: the protocol on the HBMR 1ays cut
instructions for auxilliary nerse midwives who are to teach the PHC workers how Lo
use the record. However, many such workers may be unfamiliar with the cuncepts of
risk and self care.

For this reason guidelines should first be written for conducting of seminars

or workshops for the training of senior midwives in the practical use of thes
HBMR's, Thege sgenior midwives will then be able to give practical training to the
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auxilliary nutse wmidwives. Auxilliary nurse midwives should recelve special
practical training for recording information such as £illing in the boxes, because
in some teaching, tick marks () are considered good and crogses (X) are bad, In
uging this HEMR the tick mark means “yes"” (there arve rigk facters) and “X"
indicates "no” (no risk present).

3. Specific guidelines for medical staff ar PHC workers first referral level

These guldelines are intended for health personnel such as auxilliary naursge
nidwives, nurses, health assistants or dectors who are responsible for the care of
women during their reproductive period at the level of health outposts, For the
purpose of these guidelines, these health personnel are referred to ‘as medical
staff,

The first referral level staff at the health outpost is responsible for the
training of PHC workers and an important compenent of this will be to familiarize
the PHC workers with the essentials of health care and the skills required to
identify risk factors. Medical staff should use the guldelines as a starting point
for the training of PHC workets.

The first refarral level staff should maintain minimal but essential
information on identified risk factors for mothers and babies of the area, the
family planning acceprance rates, serious health problems, and referrals. In
addition, medical staff are responsible for recording information on vital events
concerning mothaers and babies. The maintenance of this information system helps in
ensurlng the continuiry of health care,

The firat referral level staff is responsible for filling in information about
pregnant women in the boxes enclosed by thick lines in Panels 2, 3 or 4.

B.P.: Measure the blood pressure by using recommended method. Put a tick () mark
only if B.P. is more than 140 mm systolic or 90 um diastolic and {X) will indicate
{f B,P. is not high, No mark indicates that B.P., has not been taken.

Haemoglobin: Estimate the blood haemoglobin. Place a tick mark if it is below
¥ g/dl or the level suggested from the health centre. Mark with an "X" 1f 1t 1is
above 8 g/dl and no wmark indicates that haemoglobin was not estimated. Below
B g/d1 would indicate rhat referral care is required.

Urine albumin: Measure the urine albumin., If it is more than a trace, put a (v}
mark in the box. Urine albumin estimation is carried out during the last 3 months
of pregnancy.

Weight 4in  kilogrammes: Enter in wefght in kilogrammes in figures in the
appropriate box according to the month of pregnancy.

The columns undet the heading “action taken” are a joint responsibility of the
nurse—nidwife or the staff from the referral level and the PHC worker. The medical
staff must ensure a2 continuous supply of vitamin, iron and follec acid tablets,
chloroquine tablets and must train PHC workers about proper usage according .to
eatablished recommendations of local health authorities. While the PHC worker is
expected to motivate and inform the women abour tetanus toxoid, the nurse midwife
iz responsible for admwinistering the immunization.
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C. GUIDELINES FOR ADAPTATION OF HOME-BASED MOTHER'S RECORD
TO LOCAL AREA USE

1, Making the Home—Based Mother's Record (HEMR) simple to understand and use

Many antenatal cards are written by doctors for completion by doctors and
midwives. This mother's record 1s different. It 1x designed to be used and
understocd by PHC workers and mothers themselves. Thus, although it must . he
designed so that health personnel get the informarion they want, the language used
must be that used by the PHC workers and local women.

In adapting the HBEMR to the needs of any area, four stages are necessary: "
a. Adaptation of the HBMR to natiomal health and family planning policies and
strategy and to local health and obstetric problems - For example, some
areas have no malaria and investigators may wish to substitute =some. other
problem or preventive measures, e.g., Pap test or iore 1nformation:upn
family plaming. In others, redefinition of the risgk ecriteria ::is
necessary to accommodate appropriate difference. ol

b. Adaptation of the HBMR needs of PHC workers - If reliable informarion is
to be obtained from these mother's records, the questions should be very
precise. ;

Frequently, general open—ended questions do not produce useful answers, &.g.,
the section "Other Health Problems"” (Panel 1) may not he completed at all. Thus,
1f the investigator wants to know about tuberculesis in particular, it may be
necessary to inelude a reminder about this. Otherwise, if the health worker is
very bhusy or tired, information will be missed.

¢. Translation and adaptation for PHC workers = In wmany countries,
translation will be required. However, translation. fsz often dome by 'a
profecsional translator or thighly 4qualified medical person. Such
translations are good but often use technical and ecomplicated medical
words and abbreviations, If the HBMR is only to be used by doctors, this
may be satisfactory. However, the aim of this record is that it should
belong to the mother, not just so that she can hold it in her hand, but s0
that she can undertand the words, even if the record has to be read to
her. Thus, the words used in the translation need to be the simple tEfPS
used by local women in talking to each other.
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d. Making sure that HBMR can be understood and used - Even 1f translation has
not been necessary the wording and layout of the record needs to be
tested, The health workers who will normally use the record and the
mothers themselves should be involved in testing it. The recerd should be
tested before {t 1z put Into general use, In this, health workers at
fimjd leavel can he 1involved in creating the  record rather fthan belng
expected to uge one that ia difficult to understand. Various health
workers should be involved in this exercise, especially thoze who will
actually use the HBMR., Thoge to be included should be:

(1) the senior nurse-midwives inveolved in the programme;

{2} the enrolled nurse aidwives, or auxilliary nurse midwives;
{3) any voluntary azsistants in the programme, and

(4) mothers who will use the HBEMR (literate and illiterate).

Each of these groups of people can make a different contribution. Senlor
nurse midwives with thelr greater experience may focus not only on the words used
and the layout of the HBMR, but also on the appropriateness of the risk criteria
and the relevance of the health and obstetric problems listed., The health workers
will probably focus on simplifying the words used and making the layout of the HEMR
clearer,

Each health workers should fill out about 3 or so recorda, Firat the health
workers should work in pairs to try the HS8MR our on each other in role play. ‘Then
the health workers can use the record with pregnant women as they would normally do
for antenatal visics. The health workers should be encouraged to make comments on
the record. They could have an extra sheet of paper to write comments on ({f they
are literate). After the healrh workers have tried outr the HBMR a focus group
discussion with the PHC workers (especially the illiterate omes) and some of the
mothers whe used the card can be held to discuss at least the important points.

Some appropriate questions to conslider are:

a. Do you understand all the words written on the HEMR? If no, ask the
supervisor what they mean and change what is written on the record.

b. Are the words on the HBEMR the words that you would use in talking with a
pregnant woman? If not, what would you say?

¢. Are all the questions on the HEMR ugeful? Are there any that should be
changed? What can you write instead?

d. Do you think the order of questions iIs easy to follow in talking to a
pregnant woman? Do you think any questions should be added? If so, which
ones? Ie there enough space to write the name and address?

2. Is the printing clear so it can be ecasily read?

f. Would the print be better in another colour?

£. Is the colour of the HBMR attractive? Will it get dirty easily?

h. TIs the of data recording easy ro do, and does it cover all aspects?

1, Does the HBMR ensure the clients' understanding, interest, and
participation?
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2, Risk Criteria

The visk criteria in the HEMR must obviously be re-adapred for each lecal
arga. Several aspects must be looked at:

A, What risk factors will be included?
i. What are the major maternal and perinatal health problems in the area?

ii. Whether pregnancies are too soon or too frequent or too many?

1ii. What risk factors are important encugh to be deleted by a primary
health care worker?

iv, What is the education and training of primarv health care workers?

b. What will be the cut-off levels of high and low risk? Can the primary
health worker measure the cut—-off level?

c. How will the risk factor be measured? (should be part of the guidelines).

d. What are the types of equipment and current practices at the various ,
“levels” of the existing health care delivery system, beginning with the
primary health care worker in closest contact with the mother? (If the
primary heslth care worker has neo equipment or training te do the
haemoglobing, then the risk factor of less rhan 'BGm haemoglobin' cannot
be something the PHC worker is responsible for assessing on the HBMR.)

€. If a2 risk factor is identified, what is the acrion to be taken, by the
primary health care worker? Is there the possiblilicy of taking
appropriate action in the area?

£, Is the health care delivery system able to provide care once the risk
factor fs ildentified, and where? Can the system provide the resources to
cope with the numbers classified as high risk? For example, 1n some
places 30% of pregnant women would be high risk if all primigravidae and
gravidse above 5 were classified as high risk. The services often cannot
cope with this load. Thus, risk must also be defined in terms of servige
capacity, and the criteria related to age and parity may have te be
redefined,

D, GUIDELINES FOR THE EVALUATION STUDY

1. Qutline of contents of 3 project proposal

A proposal must be written for the implementation of the HEMR and its
evaluation, An outline of the elements of s basic propeosal follows:

1. Background,

a. Describe existing health care delivery system
b, Degcribe how the HEMR might fit into the syatem.
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2. Objectives of the evaluation and questions to be answered.
3., Methodz and Materials.

a. Area(s) Chosen: Describe Geography.
b. Population of Area: Describe:

i. Birth Rate

ii. ¥ Population that are females, 15-45 years (or in
reproductive age)

11i. Known % of pregnancies, risk factors, morbidity, mortality
c. Evaluation Study Design.
d. Sampling:

i, Unit, Size
ii. Sampling Methed

e, Implementation of the Home Based Mother's Record.
f. Information Cellection for the Evaluation:

i. Instruments for Information Collection: Discuss examples
i1i. Study Personnel: Training, Selection
i1ii. Equipment, Facilities, Transportation
iv. Pilot Study Plans
v, Administration
vi. Time line

g. Data Processing and Analysis:
i. Dara Processing Plan

11. Instructionz for Coding Evaluation Data
i1ii. Analysis Plan

4.  Budget
In the rest of this section more specific examples and suggestions for
carrying out the evaluation are given with the intent of making the
evaluation similar in the variocus areas where the HBMR is implemented.

2. Objectives of ‘the HBMR and questions to be angwered in the evaluation

The objectives for the current HBMR evaluation are based on the process of its
use, that is, whether it is filled out, or if mother keeps it, rather than on the
outcomes of use, such as its impact in lowering morbidity and mortaliry.

Of intersst in the evaluation of process is whether the HEMR works as it is
supposed to. First, the HBEMR must be shown to work in the way it was intended to
work and only later the evaluation of the longer term impact of the HBMR can be
undertaken.

Five major process objectives have been identified for the HEMR. The various
activities surrounding the use of the HEMR have been grouped according to the
objective they address,




Objectives

continuity of care throughout

to provide a means of promoting S

pregnancy, the postpartum periad

and the inter—pregnancy period

The HBME comnects care provided .ar different
Also women are not lost post—delivery, but

Problems continue to he cared for.

come for postpartal care and family planning.

b. to promote referral that suits
the need of the woman while
encouraging self-care where

appropriate.
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Programme Activities .

the HBMR contains relevant :
information about the woman's v
health status and.treatments

the HBMR remains with the woman

the HEMR links care by various
providers

all providers write notes on
the problems present and care
given on HEMR., Notes from
the PHCW on the HBEMR
tegarding problems of the
Woman are transmitted to
referral service,

gpaces are provided to note
treatments and referrals

times and places by the PHOW.

Their infants are followed-up.

preblems that put a woman at
higher risk of {llness or
death will be gpecified and
marked.

standards of referral for -
specific problems will be . v
established and noted. ‘

HBMR women will be taught rto
identify their own problems and
what to do for them.

use and care noted on HBMR

The HBMR assists women to recelve the care they need at the appropriate place
Services are receiving only those patients
who have problems necessitating the level (sophisticatrion) of care avallable

and from the appropriate provider,
at that service.

c. to promote initiation of care
suited to identified needs and

provide information about the
community

identified needs are noted on
the HBMR

care and treatment provided
are noted on HBMR

dates and activities during
inter-pregnancy reriod noted.

standards of care are
established for problems and
further needs identified.
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The HEMR should provide a means of documenting needs. With specified needs,
the HBMR provides rewinders of the care (treatment) most appropriate for the
need, and a place to record the care provided. The HEMR could be a source of
information about the coumunity permitting rapid and accurare assegsment of
the community or individual health status and the use of pervices.

d. to provide a usable and viable - each mother keeps her own
record of care and health HEMR
information

- mothers themselves use the HBMR
- PHCW uses the HBMR

The HUMR must be able to survive the use intended for it as well as provide a
means to maintafn information about women's reproductive years.

e. to provide a focus for education - mothers are taught about risks
related to risks and care during ghown on HBMR by the PHCW.
pregnancy and inter—-pregnancy
period - PHCWe learn about the risks and

thelr appropriate care.

~ mothers and PHCWs are taught
how to note problems and care
on HBEME

- mothers, PHCWs, and other
service providers are taught
the use of the HBMR.

The HBMR is kept by the mother and problems, if any, noted on it. The PHCW

ghould explain problems detected and entries on the HBMR to the mother,
Mothers should kpow about problems and what to do for them.

3, Evaluation Study Design

In evaluating the use and success of the HBMR in achieving whar it is
supposed to, two basic study designs will be used: the case study design and
the pre-post compatlson design.

The case study design means that the experience with the HBMR will be
described and information will be collected from only those people who have
used the HEMR. In some instances a comparative case study design will be
used, that is, normal use of the HBMR will be compared to standards set up by
the investigators for thelir HEMR ares.

The pre—post comparison design means that the two aress must be used in
the study: one area gets the HEMR and the control area does not get the HEMR.
The control area should be similar to the HBMR area i1n population
charactarisgtics and in medical c¢are avallability and structure. The

comparisons in analysis of results from this design are:

HEMR Area Control aresz
pre—HBMR data pre—HBMR data
HBMR used HBMR not uged
pest—HBMR data post—HEMR data

- ——
P

S compare findings ==
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Pre-study data collection is necessary In order to measure the change that
ocecurs with the introduetion of the HBMR. Since some changes will occur just
because of pre-study data collection, the same data collection must he carried out
in the control area. Comparing the pre-HEMR dataz between the two areas will
indicate if they are similar to begin with. The most important control te be nade
between the HBMR area and the control area are in respect to the results after the
use of the HBMR.

Because of the pre-study data collection and the activities during the
evaluation, there will undoubtedly be some change in the way care iz delivered in
the control area. This caanmnot be aveided entirely. However, it is important that
the procedure of health care delivery remain the same as before. Similar changes
will probably oceur in the HBMR area. For all these reasons, similar data
collection and activities must occur Iin both areas (except for the introduction of
the HEMR in the HEMR area),

4. Consideration of the areas chosen for HEMR implementation and for comparison

The evalustion and field testing of the HBMR will be undertaken where
investigators work in close association with the primary health care (PHC) system,
and where proper supervisory mechanism exists. The HBMR will be introduced in the
exigring PHC structure without any changes in training, supervision or health care
delivery mechanisms except for the orientation of the workers and theilr supervisors
about the record, As far as posgible, the evaluation will bhe carried out with the
budgetary resources of the investigator ot the local area where the record 13
introduced.

In selecting an area and a population for the iatroduction of the HBME,
several points must be consldered:

a2, Exizting health care delivery system includes a “primary health care
worker” in direct contact with a commmunity and mothers, It should be a
unit that sarves a small population. '

B. Characterizstices of the PHC worker's education and training must be known
so that the HEMR can be adapted appropriately. 3

c. Characteristics of maternal and perinatal health problems of that regidp
wust be known 5o that HBMR ¢an be adapted appropriately.

d. The existing health care delivery system {s stable enough to permit?
introduction of the HBMR without the need to change routine training and
supervision of existing workers, .

e. The existing health care delivery system containg possibilities of
referral,

f. An area and population of similar characteristics to those of the HBMR
area and population exist for use as a control area.

g. The likelihood that the health care workers will £111 out the HEMR.

h. The health care delivery system in the study and control areas should bé‘
similar to those which the country will have in the future.

In order to datermine the extent te which the HBEMR can be introduced given
different conditions, the following types of areas can be studied: 1

a. terrain and population distribution ~ hilly, sparsely populated areas

whetre it takes a long time to walk to a health centre, and densely
populated areas. ‘
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b. level of development of the country ~ developing, intermediate or
developed.

¢. literacy of PRC workers and women — literate women, illiterate PHC worker
with support from literate woman or community member, lirerate PHC worker,
nurse midwife, or health assistant.

Some examples of possible combinations of variables for project areas are:

a, Sparsely populated area, developing country, illiterate PHC worker
supported by literate family or community member;

b. Sparsely populated area, intermediate country, literate PHC worker;
c. Sparsely populated area, develeped country, literate wother, midwife;

d. Densely populated area, developing country, illiterare PHC worker,
literate family or community support;

e. DbDensely populated area, intermediate country, literate PHC worker;
£. Densely populated area, developed coountry, literate mother, midwife;

g. Hilly area, developing country, illiterate PHC worker, literate family or
community support.

h., Hilly area, intermediate country, literate PHC worker.

= Igsues in determining study sample gize

An areas having a population of 20,000 inhabitants is suggested for the study
population if PHC workers are available in a proportion of ome worker to a
population of about 1,000, Assuming a birth rate of 30/1000 population per year,
the total births in one year will be 600 (see calculations that follow). The size
of the population needs to be adjusted In such a manner that the total births in
one year number 600 if the birth rate is different. At least 400 HEMR should be
filled in after registering pregnancies between 3 and 8 months of gestation during
the registration peried,

Assuming a 20 per cent drop—out rate, 320 HBMR will be available for
analysis, In some areas the drop-out rate may reach 30 per cent. In such
situations, areas with larger populations should be included (25,000-30,000}) in
order to ensure that 320 HEMR are filled in within the stipulated time period of
the study. If the risk factors are identified in 20 per cent of cases, detailed
information on 64 “"ar risk” cases will be available for scrutiny.

1f any rlsk factor occurs with lower frequency than 1.5 per cent of pregnant
women, the number of HBMR filled-in must be increased., The intent 1= to have at
least five women with the rigk factor. If 320 records are filled in and 1 per cent
have a factor, thea 0,01 (1%) x 320 = 3.2 women have the factor. This 1s too fow;
therefore, in order to find out the total number of HEMR needed to get 5 women with
the factor:

= 500 pregnant women needed {n the study rather than 320

0.01
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Therefore, a larger popularion must be used to ensure that 500 HEMR are availahle
for analysis. :

Another population of similar size will be selected with similar health care
delivery and demographiec chavacteristics as a control area but in this area the
HEMR will not be introduced. The control area must have a birth rate similar to
the HBMR area. Also the percentage of women thought to have high risk pregnancies
and 8o on should be similar; otherwise, the numbers of women in the study will have
to be adjusted.

CALCULATIONS
Information needed to determine sample size;

a. total number of inhabltants in the area .
b, number of births per vear or birth rate per 1000 inhabitants per year

In a hypothetical area:

a = 20,000 inhabitants
b = 30 births per 1000 inhabitants per year

We want to know how many births there are in a vear:

30 x 20,000 o 600 birchs per year
1000 by
-
The next question is!: How many women will there be who are 3 through 8 wonths
pregnant when the first survey of the population Is done? (The reason for choosing
only women 3 months or more pregnant is that most women are not sure of pregnancy
wntil 3 months. The reason for not including women who are 9 months pregnant at
the time of the first survey is that they may have had childbirth by the time the
PHC worker comes to give them their HBMR). Excluding the first, second and ninth
months of pregnancy weans that we look at 6 monhts of pregnancy, or 6/9 months of
pregnancy.

600 x 6 , 400 pregnant women given the HEMR ‘
] N
To calculate the loss due to drop—out:
204 is the estimated drop-ocut rate (woman moves away, refuses té
continue or dies) -
A00 wemen x 0.20 (20%) = 80 women who drop—out

400 — 80 = 320 women with HBMR at the end of the study perlod

How many women will there be with high risk pregnancies to analyze at the end
of the study? If 20% of pregnant women have a high risk pregnancy, then:

320 » 0,20 (20%) = 64 high rigk women




MCH/90.12
Page 24

6, HBME, introduction

The PHC workers will provide an HBMR for any pregnant women whose period of
pregnancy is 3 months through 8 months in the HEME avea. This is done in the aresa
to which the PHW is assigned, Those women who come to an area only for delivery or
who were not reglstered at the first survey should not have an HEMR made up. Al)
pregnant women who are registered and for whom an HEMR is prepared will be followed
up regularly.

In areas, where tha nurse midwife/health agsistant ls the only worker at the

yrass-rootas level and the population assigned per health worker is unwieldy (that
8, more than 1,000 per worker), help may be sought in using the HBMR, For

example, if one nurse/midwife cares for a populatien of 5,000, but only contacts

25% of clients regularly, it would be necessary to increase the number of
nurse/midwives participating ir the study to 16, in order te obtain the necessary

population of 20,000 covarad.

In other =situations, the possibility of literate mothers and informed
community members participating may be actively sought in filling in the HBMR under
the supervision of a nurse/midwife. This decision would depend upon the literacy
of the population and its readiness to particpate In the programme.

7. Evaluation study methods

The evaluation of the HBMR has to be flexible. The design of the evaluation
must meet commonly accepted standards of scientific rigor while addressing the
needs and circumatances under which health professionalsz work., Since each area may
have circumstances affecting the use of the HEMR, these same circymgtances mean the
evaluation must be tailored for each area.

a. Plan of work for each objective

Each of the five wmajor objectives for the evaluation are addressed by
answering a set of questions. To answer each question information wmust be
collected and analyzed.

The methodology to use in answering each guestion is presented in a set of
matrices (see Apnex I1I), se that investigators can see the actions necessary to
answer any of the evaluation questions. There is one matrix for each objective.
To gee the entire matrix for an objective, lay the two parts side by side, matching

the question latter labels (that 1s, question a to question a, b te b, etc).

The set of evaluation gquestions implied by each objective are stated in
Coluen 1. The evaluation study design needed to answer each questions is pregented
in Column 2. Coluumn 3 contains the brief description of the measurements made to
answer the question. The sample from which to gather the information appears in
Columns 4 and %, one for the HBMR area and the other for the comparison area.

From the samples, information will be collected from various sources and these
are listed for each question in Columns 6 and 7. The term “independent” refers to

the factor or varlable that iz szupposed to bring about change, and in many
instances it refers to the comparison of the HBMR area with the control area. The
term "dependent” means the factor for which change 1s measured. For example, in
Objective A, Question a: information for the independent variable will come from
the HBMR area and from control area, and the log of activities telling if mothers

sought care for need provides information on the dependent variable.

Columns 8 and 9 list the various methods to use for collecting the
information. Generally the priority technique will be listed in Column 8.
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Analysis methods that suit the study design and information collectign
technique are found in Columns 10 amd 11. Usually the amalysis method in Column . 10
matches rhe information collection technique in Column 8, and Column 11 matches
Column 9. :

The columne of the matrix are labelled “analysis method” rather than
“gstatistical testing" since the guidelines are for condensing information into ia
quantitarive (or qualitative, as in the case of the focus growp discussion method)
piece of data without specifying, necessarily, the specific statistical technique
that might be used to claim that an answer 1Is significantly different or
important. Statistical testing can be done, but is not absolutely necessary in
order to obtain an anwer to the majority of questions. TFor statlistical testing,
concultation with appropriately trained professionals iz recommendad. v
o

The choice of questions will produce a plan of action for choosing groups to
be studied, for information collection and for snalysis. Individual investigators
have the option of mixing in other issues they wish to address.

An example of reading the matrix is given for Objective A, Question d:i does
the mother still have tha HBMR? The study design (Columm 2) is a case design, so
data from only the HEMR area will be used. We want to know the number of uothers
atill having the HEMR at the end of the study (Coluwm 3). From the log of all
mothers who wera registered HEMR users we will either take all of the mothers or:a

ganple of them {(Column 4).

The mothers rthemselves will provide the needed information (Column 7) in one
of two ways: someone (probably the PHC worker) goes to the mother's home at the
end of the study to observe that the mother still has the HBMR (Column 8) or the
fnformation is recordsd on a logue filled out {probably by the PHC worker) at the
end of the study (Column 9). Both information collection techniques will ‘be
analyzed in the same way, by obtaining the “percentage (%) of the actual™, which
means we wish to know what percentage of all mothers who are supposed to have the
HBMR =till do have the HEMR. !

Investigators can decide before analysic what they would consider to be the
acceptable minimum percentage of mothers with the record and compare what is found
from the survey with thelr expectations. The expecred perceantage should be :no
higher than the percentage of retrievable records in a traditional system. Even in
a traditional record aystem kept by health professionals, records are lost. '

b. Information collection techniques

The use of a combination of techniques is suggested in order to strengthen the

value of each wmethed. Evaluastion of the record comprises elicitation of
guantitative information as well as a behavioural research component. o

The methods recommended for wse are!

i. Forms {logues or register) of events as they occur during the stuﬂy
period.
ii. Abstraction of the HBMR, and records of the health center apd

referral centre,

1ii. interviews with mothers, informed community members, PHC workers and
health supervisors (since individual interviews are time consuming,
focus group discusslon 1s preferable).

iv. If possible, participant observation to strengthen the data obtained
from interviews and audit, ensure validity and understand the process
of filling in the HBMR.

V. Declared standards of practice.
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Form: With this type of information collection, only a few questlons can be
addressed on one list or form. On the form can be recorded many HEMR mothers (in
contrast to the questionnaire), but only a few pieces of Information (in contrast

to the questionnaire format in which many ftems of information can be collected).

From the forms the number of "yes” and "no” answers can be tallled and answers
to basle questions can be obtained quickly. However, if an investigator wishes to
address questions such as the characteristics of women whoe keep their cards, or
gome such, then the information must be coded for manipulation in the same manner

as with the questionnalre.

Two types of forms are used: one type serves as the logue or register of

visits and contacts during the study with the wothers (see Annex III for
Forms 1-7). One set of Forms 1-7 HB serves the HBMR area and another, almost
idantifical, gset of Forms 1-7 CA serves the comparison area,

The second type of form is a Data Form used to abstract the HBMR or medical
records (see Apnex IV for Data Forms B and 9).

Guldelines must be prepared for each form containing the following information;

- a copy of each prototype form.
= who will fill out the logue?

- instructions to the user of the form (and f111 it out) with definition of
each item,

= where will the form be used and kept?

- what ie the scurce of information (e.g., clinical history, the HEMR, each
visit of wmother, etc.)?

~ when will the form be filled out {at which time duting the study)?

These guldelines should be written im a language understood by the person
responsible for filling in the form.

Questionnaire: Thizs type of technique usually contains Iinformatiom on Jjustc
one mother, or record, or whatever the source of the information 1s. In the
questionnaire format, information iIs entered inte the information <olumn by the
intarviewer (or the observer) and later coded into the coding section by a coder
{see Annex V for Prototype Questionusires A and B), All of the informarion can be
collectad from the morhar aboutr whatever aspects of the evaluation is desired. The
information ean then be transferred for analysis either by computer or by hand, as
required,

Guidelines for use of the questionnaire and definitions for each questien are
prepared and include the following items:

— A copy of the prototype quegstionnajre

Who will uge the questonnaire (fill it out)?

= Ingtructions for using the questionnaire with definitions of each item
=~ Where will the questionnaire be used?

= Who 18 the respoandent? '

~ When will the questionnaire used in the study?
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Focus group discussion: With this technique 6-12 people are brought together
to discuss specific topics. An “interview” is conducted with a group, rather than
with an individual. Guidelines for the technique must be prepared containing the
fallowing Informarion: y

Prototype guide for rhe discussion.

Definition of each item.

Where will the discussion be held?

Who will participate?

Who will serve as discussion leader?

When will the discussion oceur during the study?

t

i

1

Focus group discussion {FGD) provides qualitative data about how a gtoupiﬁf
people behave and why. FPGD is especially good for getting 2 "feel” from the
direction of behaviour rather than its magnitude. A

The group should be similar in background and characteristies, and rthere
should be no one in the group who is recognized by all there az an "authority”. It
{5 better to conduct separate group discussions for PHC workers, nurse/midwives and
physicians. :

The discussion leader must be familiar with holding group discussions, needs
an outgoing persomality and a permissive attitvde during the discussicn, The
leader's intent is to gather informationm, not to provide a point of view, It .is
frequently advisable to have the discussion leader the same gender as the ma jority
of the group. ;

b

The discussion leader needs a list of the questions to be addressed in the
discussioa but need not pursue them in any particular order (see Amex VI for
Prototype Discussion Cuides A, B, and C). However, the leader should be aware of
how much time is to be spent on any one toplc, so that none are left out. The
leader "directs” the discussion with non-judgmental open—ended questions, and
participants should be encouraged to say whatever they feel,

Standard: For several evaluation questions the results of actual HEMR use are
compared with standards set by the investigators before the study starts ( for
example: the standard says that a woman with signs of towxaemla is te be referred
directly to the hospital or physician. So, of the women found with pitting oedena
in the third trimester by an expert, the PHC worker have should diagnosed 80% ‘of
them). These standards must be stated prior to the analysis of the evaluation
regultrs, s

c. Work plan for the study

The events to be cartried out for the evaluation study of the HBEMR are shown}in
Flow Chart 1 {see Amnex VII). The forms to register women and to log activities
during the study are shown at the bottom of the Flow Chart., The position of the
forms tells whiech events they are to be used for. ot

The item numbers for the Fforms indicate when the various events will ibe
vrecorded on the forms (for example, referrals are recorded by PHC workers on Form
4, by nurses on Form 5, and by hospitals on Form 6). s

The records to use for information collection to evaluate the HEMR at the end
of the study period are noted on Flow Chart 1 also: Data Forms, Questionnaires and
Digcussion Guides. ‘
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d. Dats processing and analysis

Some information will be collected on Forms filled in day-to-day by staff (see
Annex III) and other {nformation will he collected on Data Forms (see Annex IV) or
on Questionnaires (Annex V). Once the information is collected for the evaluation,
the questionnaires and data forums will be chaecked for errors and for blanks. This
can be done by hand. Throughout the study from the time when women are registered
for HBMR use until the end, entries on the various forms and logues should be
checked periodically for errors and misunderstandings., The research assistant can

do sowe of this and so can the supervisory nurse.

Pata processing can be done in three ways; by hand or by card sorter or by
computer, Investigators need to think about how they will handle the information
and what ateps will be taken to ensure the quality of the data. The methed of
processing affects the manner of coding the data. For many questions coding is
simply “yes" or "no". However, if the information Is to be processed by the card
sorter or the computer, the “yes” and"no” should be assigned number codes, for
example, 1 = yes and 2 = no, Ingtructions need to be written to explain the

coeding. These instructions can be combined with the guidelines explailning the uge
of the record inm many cases. (See Annex VIII for examples of coding instructlous.)

Analysis matrix:; For each objective and question on the evaluation matrices
in Annex II there is a corresponding entry on the matrices called Analysis Plan in
Annex IX. Column 1 contalns the question to be addressed. Column 12 shows a
pleture of the table to construct in ovder to answer the gustion, if a table is
called for. If no table is called for to obtain the measurement needed, then one
is displayed.

For all questions (except those for which the focus groups discussion is used
to collect data) a percentage or ratio is ecalculated and rhis is displayed in
Column 13. Column }4 lists the item number on a form or gquestionnaire that
supplies the information needed for the ratio. ' :

With these Analysis Plan matrices investigators can choose questions to be
answerad and then know from Column 14 what items of information must be collected.

For example: we wish to answer the question in Objective A, question a: Do
more HBMR mothers seek care when need i1is pregsent than non-HBMRE mothers? The
question uses the before and after HBMR/comparison group design. We use the
pogt-study data to make a table to compare the ratio of the aumber of wmothers
seaking out the PHCW (primary health care workers) for care to the number of
mothers seen by the PHCW, These data are available from Form 4 (HB wuged in the
HBMR area and CA used in the control area), Item 5b, the catergory of
"self-referred” - which eounts the number of wmothers seeking out the PHCW and
Item 3 - which counts all mothers seen by the PHCW regardless of referral status.

Qualitative analysis will be used for the focus group discussion (FGD) data.
The “data" generated are subjective in nature and are meant to show direction of
behaviour or opinions. Information and responses are organized for each question
addressed in the FGD., The general content of responses is noted and presented.
For example,: for objective A, question b, the format of the results might look
like this;
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Resulrs of Fictitiouws FGD
with Mothers and PHCW s
Iy
o
Mothers PHCW ;
HBMR helps mother follow PHCW Leaving HBMR with mother helps
advice her remember
Showed me why (on HEMR) I need Sometimes did mere than told to

to take irom pills

Problem: changing diet

The questions used for collecting the information appear on Discussion Guides A and
B, Item 1.

Tables like those for Objective A, question h, pletured in Column 12 of the
Analysis Plan, are used to obtain the ratiecs or percentages needed for analysis.
We want to know L{f the percentage of women receiving a post—partus visit before. b
weeks f5 greater or lesser inm the HBMR area versus the contrel area. The wmost
important analysis uses the post-study data from both areas. The table looks :as
follows: .

HBMR area Control area
PP visit before 6 weeks PP visit hefore 6 weeks
Delivered Yes No Total Tes No Total :
% p4 % (a) 4 4 % (n) "
Yes 50 50 100.0 {(192) 30 70 100.0 (208)
No 0 100 100.0 (128) 0 100 100.0 (112)'j

The comparison is betwsen HEMR area and the control area in the percentage éf
each group that received post—partum care before 6 weeks following delivery.
Compare 507 in the HBMR area with 30% in the control area.

a. Study management, report and time plan

The personnel for the study include the providers of care in the areas chosen
for the study, that is, the PHC workers, nurses and physicians. A research
assistant will be noeded to coordinate the activities assoclated with the
evaluation study, since that activity is not part of day-te—day operations af the
health care team. The research assistant can be a nurse, physician or anyone with
knowledga of the type of activities to be carried out ir the delivery of care. The
type and number of persomnel depends on the local slituvarion. In some instances
investigators may need to Include an epidemiologist, data entry clerks or
statisticians. A list of personnel working in the project and thelr assigned tagks
should be prepared. 3



MCE/90,12
Page 30

Training; The training and orientation will Involve PHC workers, auxilliary
midwives and the supervisor in the population where the HBMR s geolng to be
intreduced, This will be done within the existing framewerk for trailning In the

PHC set up, e.g., when workers cowe for their administrative meatings/rraining
gessions. A population of only 20,000 has been recommended because the number of

PHC workers and supervisors to be trained will be within manageable proportions.
The training and orientation will include the guidelines, demecnstration of specific
gkillz, and the practice of filling up the HBMR in dummy and live situations.

Poersonnel must learn to uge rhe records for the evaluarion. They need to learn:

- to use logues or forms
- to use questionnaire and to conduct an interview (as appropriate)
- to be group discussion leader (as appropriate),

Pilot study: The evaluation study metheds will include 2 pilot study where the
personnel involved in the evaluation (including PHC workers) will use the records
and the HEMR for a week with about 5 mothars each, not the mothers who will be in
the study).

Perconal interviews and abstraction of records are done to test the Information
collection sysrem.

Equipment, facilities, and transportation: Needs for equipment, supplies and
faciTities should not be great, since the majority of the work will be done in the
context of the usual delivery of care. However, paper supplies for the evalwation
study will be extra. Needs for printing the HBMR and for copying the forms and
guestionnalres should be calculated, Transportation may become 2 factor in the
glze of the area that can be uwsed for the HEMR and in the choice of the comparison
area. The rtesearch assistant will have to visit each area often during the
evaluation and must have transportation, Investigators should determine what thelr
transportatlon needs are.

Report: The report will be written after collection of data and its analysis.
The report sghould include observations on parameters neasured. It should also
mention the following:

a. Geographic description of the project area, organizational structure of
PHC and supportive services and training programwmes In the experimental
and control areas.

b.  Demographic information and vital events.
c. Regults of the study, and
d. Suggestions for modifications of the record

Time/plan; The suggested amount of time alloted to the varicus portions of the
field test and evaluation are:;

a. Adaptation of the prototype record and its printing.
Feagibility study, selection of population, training

and orientation of PHC werkers and supervisors 3 months
b. Registration of pregnant women in the area 3 months
c. Use of HBMR 9 months 9 months
d. Collecting evaluarion data, analysis and report writing 3 months

Total study period 18 months
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Annex I

Prototype Home-Based Mother's Record
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Matrices for Evaluantion Study
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Annex VI

Prototype Discussion Guides A, B and €
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Evaluation of Home Raged Mother's Record Discusalon Guide A

GUIDE TO FOCUZS GROUP DISCUSZION WITH MOTHERS

1. Name of discussion leader
Date of discussion (DD/7MM/YY): / /

3. Place where discuassion was held:

4, Number of mothers attended:

5. Is having the home-based record helpful or not to you in following advice
or treatment given to you by the PHCW™?

6. Ie the home-based record useful or not in getting information about what
happened at a medical szervice (nurse, health center, hospital or doctor)
when you go there?

7. WNot for mothers.

8, Did pessessing the home-based record with vou when you went to see a medical
service {nurse, health center, hospital or dector) help or not in getting
care?

9. In your opinion what are the bigpgest most important health problems
pregnant women have in your area?

10. Is the colour of the home based record acceptable to you? Does the home
based record show dirt eagily? Does the plaztic bag help to keep it
¢lean? Iz the bag alright? Is the size of the card of the home-based
record alright? not too big? not to small? any other size better? 1Is
the shape of the record slright? any other shape preferable?

11. Is there any information that was not on the home-hased record that you
would have liked to see? What informatlion should be added to the record?
What should be taken 0FF? What informatlon was not useful to you? What
wag most useful to you?

12. Is there encugh space to write what you needed on the record? Did the
writing on the record smudge or get messy? Do you like the way the record
looks? Could you find what you needed to know easily? or not? What
needs to be done to fix it?

13. Are the words used on the home based record alright? Tf not, which words were
hard to understand? Which words would be betber to uxe? Could you read
the printing? Was it too zmall? Was it too big? WwWhat would you preler?

14, Iz the order of things to de on the home-based record alright? Is there a
better order?

15. Not for mothers.




16.

17.

MCE/90,12
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In the opinion of the group what should be done for a woman whod

. bleeds from the womb before the baby is boen .
- is very thin

- has high blood pressure (or colloquial term for it)

- hag other conditien of interest to investigator.

Did the PHCW use the home-based record to tesch you about care during
pregnancy? Did having the recocd help you leacn about problems that can
be dangerous in preghaency and whal te do about the problems?
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Evaluation of Home Baced Mother's Record Discussion Guide B

GUIDE TO FOCUE GROUP DISCUSSION WITH
PRIMARY HEALTH CARF WORKEES

Name of discussion leader

Date of digscussion (DD/MM/YY): / 7

Flace where discussion held

Number of PHCWS attending:

15 having the home based record helpful or not to mothers in
following advice or tceatment given by you?

Is the home based record useful or not in getting information about
whot happened at a medical service (nurse, health center, hospital or
doctor) when & mother has been referred there?

NobL for PHCW.
Not for PHCW.
Not for PHCW.

Is the colour of the home based record acceptable to you? Does the
home based record show dirt easily? Does the plastic bag help to
keep it clean? Is the bag alright? Is the size of the card of the
home bagsed vecord aleight? Not too big? Not ko small? Any other
size betbter? TIs the shape of the record alright? any other .shape
preferable?

Iz there any information that was not on the home. based record that
you would have liked to see? What information gchould be added to
the record? What should be taken off? What information was not
useful to you? Whiat was most useful to you?

. 1% there enough space to write what you needed on the record? Did
the writing on the record smudge or get messy? Do you like the way
Lhe record looks? Could you find what you needed to know easily or
not? What needs to be done to filx it?

Are the words used on the home baged record alcight? Which words
werc hard to understand? Which words would be better Lo use? Could
you read the printing? Was it too small? Was it too big? What
would you prefer?

Is the order of things to do on the home based record alright? TIs
there a better order?

1n the opinion of PHCW group what are the conditionz of risk that
must be looked for during pregnancy? In the obstetrical hisztory? 1In
the prenatal period? During childbirth? In the baby?




16.

17.

In the opinion of Lhe PHCW group what should be done for a woman who:

-bleeds from the womb before the baby is born?

«is very thin

-has high blood pressure (or colloguial term for it)
-has other condition of interest to investigator.

Not for PHCW
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Evaluation of Home Based Mother's Record DPiscussion Guide C

GUIDE TO FOCUS GROUP DISCUSSION WITH
SERVICE WORKKRS

Name of dlscusszion leader
Date of dizcussion (DD/MM/YY): / /

Flace where discussion held

Number of workers attending:

Not for service workers.
Not for service workers.

Was the information on the home-based mother's record useful or not to
you? Was the information about the referral on Panel 5 useful or not in
providing care to the mother?

Not for secvice workers.
Not for service workers.

Is the colour of the home-based record acceptable to you? Does the home
baged record show dirt easily? Does the plastic bag help to keep it
clean? Ig the bag alright?

Iz there any information that was not on the home based record that you
would have like to see? What information should be added to the record?
What should he taken off? What information was not useful to you? What
wag most useful to you?

. Is there enough space to write what you needed on the record? Did the
writing on the record smudge or get messy? Do you like the way the record
locks? Could you find whak you needed to know easily or not? What needs
to be done to fix it?

. Are the words used on the home based record alright? Which words were
hard to understand? Which words would be better to use? could you read
the printing, or was it too small or too big? What would you prefer?

Not for service workers.

. Not for gervice workers.

. Not for gervice workers.

. Not for pervice workers.




