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Executive Summary

From November 2000 through September 2003, PATH,
in collaboration with the Indonesian Ministry of Health,
implemented a $4.7 million USAID-funded program to
improve the nutrition and health of Indonesian women
and children younger than five years old, focusing on
care of newborns. ASUH (Awal Sehat Untuk Hidup
Sehat, A Healthy Start for a Healthy Life) expanded
elements of PATH’s successful Lombok Healthy Start
program to four districts in East and West Java with a
combined population of 6.2 million people.

ASUH’s primary objectives were to:
e Improve the health and survival of newborns.
e Increase the health, nutrition, and survival of infants.

e Enhance the ability of local health management
teams and communities to assess health problems,
develop and implement local solutions, and monitor
and evaluate activities.

e Improve the timeliness and quality of care at delivery
and during the early postpartum period.

The ASUH team consisted of PATH and the Indonesian
Ministry of Health at the central, provincial, and district
levels. Other key partners included USAID, several local
nongovernmental organizations, and other U.S.-based
organizations working on cooperative agreements with
USAID. Local and international consultants provided
technical assistance. The PATH team consisted of staff
and consultants based in Jakarta, Bandung, Surabaya,
Seattle, and Washington, D.C.

Program implementation

The major program components included building
the capacity of midwives, empowering families and
communities, and strengthening district health offices.

Building the capacity of village midwives

ASUH built the capacity of village midwives to provide
newborn care through Citra Diri training (which focused
on self-image, self-confidence, and communications
skills), clinical training on integrated management of
young infants (MTBM), and improving the supervision
midwives receive. More than 1,800 midwives and

their supervisors participated in the Citra Diri training,
and 1,407 participated in the MTBM clinical training.
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Results from quantitative and qualitative evaluations
show improved midwife interactions with clients,
colleagues, and supervisors; increased clinical
knowledge; and increased frequency, quality, and
completeness of first neonatal visits conducted by
midwives.

Empowering families and communities

ASUH mobilized families and communities by training
and supporting specialized community facilitators,
working through existing community organizations,
reinforcing project messages on five newborn care
topics through multiple media (including a variety of
interpersonal communications), and piloting a positive
deviance approach to improving nutrition for children
under five.

Strengthening district health offices

ASUH strengthened the capacity of district health office
staff to design and administer programs by increasing
their skills and experience in participatory planning,
training, mobilizing communities, and collecting and
using health data for decision-making. District health
officers took active roles in ASUH activities and were
instrumental in expanding project activities to new areas.

Results

In addition to achieving success in building the

capacity of village midwives, empowering families

and communities, and strengthening district health
offices, both quantitative and qualitative evaluations
show improvements in health services and behaviors.
Furthermore, PATH was able to leverage USAID funding
by raising US$555,567 in direct donations and in-kind
contributions of goods and services from non-federal
sources.

Increase in first neonatal visits and
hepatitis B coverage

In all ASUH districts, the percentage of mothers
reporting a first neonatal visit increased significantly—
from 15 to 25 percentage points. The number of
newborns who received a vital birth dose of hepatitis B
vaccine also increased significantly in all districts, and
village midwives were responsible for 78 percent of
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the total increase. Surveys suggest both a high level of
satisfaction with and demand for midwife services.

Increased knowledge of good
newborn care

The number of mothers knowing the importance of
immediate breastfeeding increased 10 to 15 percentage
points. About 15 percent more mothers, particularly
those who heard radio spots, were more knowledgeable
about the value of giving colostrum. Although survey
data do not yet reflect knowledge increases in all areas
(for example, there was no increase in the number of
mothers who knew the newborn danger signs), the time
between several key program interventions (clinical
training of midwives and social mobilization efforts) and
data collection surveys was short.

Improved breastfeeding

The finding that breastfeeding behaviors showed little
or no improvement in either the knowledge, attitude,

or practice (KAP) surveys or the first two sentinel
surveys catalyzed actions by ASUH partners. After
concentrated interventions, the last two sentinel surveys
showed significant increases in immediate and exclusive
breastfeeding during the first month of life.

Increased base for community action

ASUH mobilized more than 3,000 community
facilitators as change agents. A corps of 26 social
mobilization trainer-facilitators and 138 district-level
facilitators from government and nongovernmental
organizations will serve as a capacity-building base on
which district health officers and others can draw.

Improved nutritional status

Of the 94 undernourished children in Cianjur who
participated, with their mothers, in one or more nutrition-
education sessions as part of a positive deviance pilot
project, 21 percent “graduated” or moved into “good”
nutritional status, and a substantial number of children

in the severely malnourished group achieved weight
gains sufficient to move them up to the “moderate”
malnutrition category. District health office staff became
knowledgeable and enthusiastic about the positive
deviance method.

Lessons learned

Selected lessons learned during program implementation
are as follows:

e ASUH successfully developed communities’
commitment to newborn health. Its strengths
included: the Citra Diri training approach, which
enhanced receptiveness to learning; cross-program
and cross-sector collaboration that empowered
individuals without disturbing the existing
system; simultaneous addressing of supply and
demand sides of health care; results that directly
benefit communities; a new paradigm of honesty
and transparency to health districts; and simple,
appropriate technologies, methods, and data,
including strong supervision and monitoring
systems.

e In addition to the usual complex set of start-up
activities, building relationships with the many
district health offices and the communities they serve
required time.

e ASUH’s tight focus on the home visit and newborn
was a strength, but it also resulted in a missed
opportunity for applying the approach more broadly.

e ASUH’s limited time frame prevented measurement
of the full impact of social mobilization interventions
and the assessment of its replicability and scale-up.

Recommendations

The ASUH team recommends building from the ASUH
platform already established in four districts on Java

to improve health in other areas such as malnutrition,
health information systems, immunization, tuberculosis,
and malaria. The team also recommends broadening the
focus on newborns to include the mother-baby dyad from
conception through the first month of life, giving specific
attention to asphyxia, keeping babies warm, recognizing
danger signs, and assessing and improving referral
systems and sites for newborns and mothers. In addition,
future work should emphasize immediate and exclusive
breastfeeding.

Awal Sehat Untuk Hidup Sehat
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Conclusion

In less than three years, PATH and its partners
galvanized the participation of communities and the
health system in four of Indonesia’s largest districts
to improve newborn health. In just one year, the
number of newborns receiving a first neonatal visit
within seven days postpartum increased from 25.3
percent to 41.1 percent, and the number receiving a
vital birth dose of hepatitis B vaccine increased from
12.0 percent to 31.4 percent. These changes reflect
increased capacity among midwives, families and
communities, and district health office staff to identify
and solve their own health concerns.

ASUH approaches fostered local adaptation based on
local data, community involvement, and collaboration
with multiple government health programs and
multiple sectors. Communities began mobilizing
through the initial process of designing village-level
systems to gather basic information on births. The
health offices in four districts have a cadre of staff
trained and experienced in facilitating participatory
planning, Citra Diri training, MTBM clinical training,
and social mobilization. These skilled staff can
continue to help implement the approach in their
districts and coordinate and monitor replication
wherever local interest exists and resources are
available. A wide array of products is available on CD
for adaptation and adoption in other locales.

Through its approach of integrating health providers,
communities, and district health offices, ASUH has
facilitated policy and strategy development in newborn
management and breastfeeding by central, provincial,
and district levels and has strengthened management
systems and skills. The central government, provinces,
and districts have already adopted the ASUH model.
By focusing on activities during the first critical weeks
of life, ASUH filled a gap in existing maternal and
child health programs. This work leaves behind a
platform on which to continue within ASUH program
areas and to expand beyond them.

A Healthy Start for a Healthy Life
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Introduction

This final report describes the ASUH (Awal Sehat
Untuk Hidup Sehat, A Healthy Start for a Healthy Life)
program in Indonesia, which USAID funded through a
cooperative agreement with PATH. This $4.7 million,
three-year program began in November 2000 and
concluded in September 2003.

Background

The purpose of the ASUH program was to improve
the health of mothers and children in Indonesia by
expanding elements of the successful Healthy Start
program, implemented by PATH on the island of
Lombok in the 1990s, to other areas of the country.
Because early care of newborns is so essential to their
survival in both the first weeks of life and later, the
ASUH program specifically focused on improving the
care newborns receive.

Infant mortality in Indonesia

Indonesia has made impressive gains in reducing its
infant mortality rate over the last three decades; however,
it is still high: according to the Indonesian Household
Health Survey, in 2000 the infant mortality rate was 48
infant deaths per 1,000 live births.

Improving the care that newborns receive during the first
weeks of life can reduce infant mortality. Nearly half

of infant deaths occur in the neonatal period (0 to 28
days), with the majority of the neonatal deaths occurring
in the first seven days. The most common causes of
neonatal death—complications of low birthweight,
asphyxia, infections, and feeding problems—must be
prevented or managed in the first week of life. Many of
the causes of later infant death—such as respiratory and
diarrheal infections, with malnutrition a contributing
factor—are also best prevented in the first weeks of life.
Preventive measures include breastfeeding immediately,
breastfeeding exclusively, practicing good hygiene when
caring for newborns, and supplementing the mother’s
diet with micronutrients. Infection with the hepatitis B
virus is also most effectively prevented in infancy.

Barriers to good newborn care in Indonesia relate to
lack of access to health care, low utilization of health
care services, and lack of awareness of what constitutes
good care. Access is limited by lack of providers skilled
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in management of newborn care. But even with a
skilled provider available, some families worry about
the cost and are uncertain about midwives’ abilities. In
addition, some cultural practices do not reflect good
newborn care. For example, mothers often wait to begin
breastfeeding their newborns because the milk is not
yet flowing. Many also give their newborns other drinks
such as formula or honey water, which do not provide
the nutrition and immunity newborns need.

Healthy Start on Lombok: a model
program for improving newborn care

In the 1990s the Healthy Start program on the island

of Lombok successfully addressed many barriers to
good newborn care. Implemented by PATH and the
Indonesian Ministry of Health, the ten-year program
developed and implemented a model for delivering
critical health services to newborns and their mothers
through home visits. The program linked traditional
birth attendants (dukun bayi), who delivered 90 percent
of babies, with government-trained village midwives
(bidan di desa) by establishing a “vital events”
reporting and follow-up system. In this system, village
volunteers and traditional birth attendants reported
pregnancies, births, and child deaths to the village’s
leader and midwife. This reporting system enabled
midwives to actively follow up with pregnant women
and low birthweight newborns and provide timely
service delivery. Village midwives alerted to impending
births attended deliveries and conducted home visits
during the first week after birth, delivering health
services such as vaccines; birthweight-checking; cord
care; health education on breastfeeding, hygiene, and
home care of low birthweight infants; and micronutrient
supplementation for breastfeeding mothers.
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Results, based on baseline (1993) and project-completion
(1996) surveys, included increases in the number of births
attended by a midwife, in infants aged O to 4 months
exclusively breastfed, and in infants receiving oral polio
vaccine within seven days of birth. Results also included
a decrease in the number of low birthweight babies.

Applying Healthy Start in a changed
environment

In applying elements of the Healthy Start model,

PATH anticipated several challenges resulting from

the changing health care environment in Indonesia.
PATH and the Ministry of Health implemented Healthy
Start during a time of centralized direction and relative
increasing prosperity in Indonesia. However, by 2000,
Indonesia was still feeling the effects of the financial
and political crisis of 1998—with resulting reductions in
government budgets as well as in family prosperity—and
health programs had to address the new challenges of
decentralization.

One challenge specific to newborn health was the
uncertainty of government support for the village
midwife, which Healthy Start had successfully exploited
as a vital link between families and the formal health
system. Without greater support for midwives from the
communities, the link would be in jeopardy.

Strategy

The ASUH program’s aim was to improve the nutrition
and health of Indonesian women and children younger
than five years of age, with a special focus on newborns.
The major measurable outcomes were expected to be an
increase in the quality and coverage of newborn health
services delivered in the home within a week after birth
and an enhanced family and community readiness to
adopt healthier behaviors. ASUH’s specific objectives
were to:

e Improve the health and survival of newborns.
e Increase the health, nutrition, and survival of infants.

¢ Enhance the ability of local health management
teams and communities to assess health problems,
develop and implement local solutions, and monitor
and evaluate activities.

e Improve the timeliness and quality of care at delivery
and the early postpartum period as an indirect result
of capacity building and strengthening of skills of
village midwives.

Builiding capacity

To succeed in improving the health care newborns
receive, ASUH activities would need to promote the
role of the village midwife as was done in the Lombok
Healthy Start program. Doing so would involve not
only building the capacity of midwives to provide
newborn care using lessons learned from Lombok, but
also building the capacity of district health officers—
decision-makers in the decentralized system—to
supervise and support village midwives. Finally, ASUH
would need to help communities to set up systems

for notifying village midwives of births as well as to
practice good newborn care. Village midwives, district
health officers, and the communities they serve became
the three pillars of ASUH.

Focus on newborn care

As with the Healthy Start program, in working with
health workers and communities to improve newborn
care, the ASUH team chose to focus attention on
ensuring a timely first neonatal visit—an essential
element of neonatal health care. An early first home
visit provides a venue for a trained health care provider
to examine the newborn and to offer essential health
education to the family at a critical time in the infant’s
life. Moreover, in an environment where mothers are
often uncertain about care for a sick baby, the first
neonatal visit is an opportunity for bonding between the
village midwife and the family. This bonding can lead
the family to seek health care more regularly and to
form healthy habits.

Awal Sehat Untuk Hidup Sehat



Focus on participatory process and
innovative training

In consultation with the Ministry of Health, PATH
proposed two fundamental changes in the Healthy

Start model: the active participation of midwives,
district health officers, and communities in program
planning and implementation and the use of innovative
training approaches for all three groups. A participatory
process for planning and implementing programs was
necessary for obtaining buy-in from the stakeholders,
who had experienced decades of top-down management.
Innovative training approaches such as applying theories
of adult learning and continuing learning ensured

that training would engage participants and create
opportunities for problem solving.

Site selection

ASUH was implemented in four districts in East and
West Java with a combined population of 6.2 million
people.

West Java was selected because it was the largest
province in Indonesia in terms of population in 2000,
and at 60.6 per 1000 live births, its infant mortality
rate was substantially higher than the national average
of 52.2. High levels of poverty, chronic nutritional
deficiencies, maternal deaths, and population density
also made the province a high priority. Furthermore,
ASUH wanted to build on the link with USAID’s
Maternal and Neonatal Health program, which was
working with the Ministry of Health in this province to
improve the health of mothers and newborns from birth
through six hours.

Introduction

East Java was selected for two reasons. First, PATH

and the Ministry of Health were already working in ten
districts in East Java to introduce hepatitis B vaccine via
the Uniject™ device, a single-use, prefilled injection
device. Second, provincial health staff in East Java
expressed a desire to replicate a package of newborn
interventions using their own financial resources. PATH
and the Ministry of Health hoped that providing training
and guidance to provincial-level staff would extend

the reach and contribute to the sustainability of ASUH
activities.

Within the two provinces, the Ministry of Health and
PATH selected four districts based on health need,
opportunity for coordinating directly with the Maternal
and Neonatal Health (MNH) program in Cirebon, West
Java, and opportunity to build on the PATH-funded
hepatitis B introduction activities in East Java. The
districts (Blitar and Kediri in East Java and Cirebon and
Cianjur in West Java) had a combined population of 6.2
million people.

Key partnerships

Key partners were the Indonesian Ministry of Health

at the central, provincial, and district levels, who with
PATH formed the ASUH teams at each level; USAID;
and several local nongovernmental organizations
(NGOs). Other important partners were JHPIEGO,
Management Sciences for Health, STARH (Sustaining
Technical Achievements in Reproductive Health),

Save the Children, and Helen Keller International—all
organizations implementing USAID-funded cooperative
agreements. Local and international consultants provided
technical assistance.

ASUH Sites
Java, Indonesia

= project sites

A Healthy Start for a Healthy Life
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Program Implementation

This section describes ASUH program activities and their ~ Table 1 presents a timeline of program activities.
implementation, the structure of the ASUH program, the Attachment A contains a list of materials developed.
evolution of project goals, and methods PATH used to These materials are available on CD-ROM.

monitor progress and collect data on measures of success.

Table 1. ASUH Timeline

= preparation 2000 2001 2002 2003

.=activity Nov- || Jan- | Apr- | Jul- | Oct- || Jan- | Apr-  Jul-  Oct- |} Jan- | Apr- | Jul-
Dec | Mar @ Jun | Sep Dec | Mar | Jun | Sep Dec | Mar @ Jun | Sep

Site Selection . .

Launch .

Development of teams - --.

Participatory planning

District Health Office Capacity
| - I
‘N 1 [ . [
| B [ [

Conduct training

Problem-solving TA

Midwife capacity

Citra Diri training

| N 1 [
Clinical training I I --

Supervision, 2-mo. mtgs

Community Empowerment

Training, orientation,
preparation

Village dialogues, actions
Media, district events,

& messages

Supervision and problem
solving

Monitoring & Evaluation
KAP household surveys
Sentinel monitoring

Qualitative assessments

Review workshop
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Building the capacity of
village midwives

During participatory planning workshops with district
health officers, community members, and village
midwives, the ASUH teams identified a lack of mutual
trust and respect between village midwives and their
clients. Community members described midwives as
snobbish and complained that midwives used language
they could not understand. Midwives reported a
frustrating inability to motivate individuals to adopt
healthier behaviors and a lack of respect from traditional
birth attendants. Clearly, midwives would need skills for
building better relationships with their clients.

Midwives also described a lack of self-confidence and a
desire for better clinical abilities related to newborn care.
Their clinical training had focused on delivery and the
first two to six hours of a newborn’s life, and although
Ministry of Health initiatives provided algorithms for
caring for sick children two months and older, there were
no established protocols for managing younger infants.

Based on this information, PATH and the Ministry of
Health partners at all levels designed a three-pronged
approach to building the capacity of village midwives
to provide care and to counsel their clients. To facilitate
shifts in midwives’ perceptions, behaviors, and attitudes
and thus open the door for meaningful communication
with community members about newborn health, PATH
designed the Citra Diri training for midwives, and
trained district health officers as facilitators. To increase
the clinical skills of midwives, PATH coordinated a
multi-partner group to design a curriculum on newborn
care and trained physicians to conduct trainings. To
follow up on and reinforce training for midwives,
PATH took advantage of opportunities to work with the
midwife supervisors to improve their abilities to support
and supervise midwives.

Citra Diri training

Citra Diri training for self-awareness, self-confidence,
and communications was an interactive training
designed to help midwives identify ways to build upon
their strengths and successes, increase their skills in
interactive dialogue when providing clinical services and
when working with communities, and develop concrete
steps for empowering families and communities to
improve the health and nutrition of children.

A Healthy Start for a Healthy Life
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Development. PATH drafted modules for Citra Diri
training based on clinical skills and interpersonal
counseling and communication training materials from
Healthy Start and on additional collective learning and
adult learning principles.

District health officials reviewed the clinical curriculum
for content, and Maternal and Neonatal Health staff
provided additional clinical review. PATH revised the
modules during a three-day workshop with ASUH
government representatives from all four districts, both
provinces, and the national ASUH team. PATH and
partners then pre-tested the training and materials in each
district and revised them as necessary.

dl

Content. The three-day training began by exploring the
midwives’ personal strengths, experiences, opportunities
for professional growth, opinions about the adequacy of
health facilities, and sources of support for their work
from the health system, their supervisors, and their
communities. Training facilitators encouraged an open,
nonthreatening discussion, so that participants would feel
comfortable and would develop skills in listening and
accepting feedback. Role-play exercises and discussions
allowed midwives to examine their strengths and
successes and provided opportunity for self-reflection.

On the second day, participants learned communication
theories and practiced interactive communication. The
session began with a video, developed by the Healthy
Start program, that illustrated effective communication.
Next facilitators coached the group in interactive
dialogue, to help midwives and clients identify,
understand, and overcome obstacles to healthy behaviors.
The group discussed the value of starting dialogue with
clients during pregnancy and childbirth—rather than
waiting for postpartum visits. In addition, participants
learned to use the Uniject™ device for administering the
birth dose of hepatitis B vaccine in the first week of life.
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The third and final day of training consisted of small
groups of midwives and trainers visiting new mothers to
practice new communication and clinical skills during
home visits, then analyzing the practice visits as a group.
By the end of the day each midwife developed a personal
action plan for the ensuing three months.

Throughout the training, facilitators emphasized the role
of the village midwife in identifying unhealthy behaviors
and helping clients overcome obstacles to better newborn
care. They used role playing and reflection to actively
engage participants in problem-solving, modeling
interactive communication techniques that midwives
could use when counseling their own clients.

Training materials distributed to participants included:

e Three job aids—a checklist on characteristics of
effective communication, a checklist for observing
a midwife’s interaction with the mother, and a form
to guide and record planning of midwives’ goals and
next steps.

e A booklet summarizing key points for interactive
dialogue with clients and reminders of clinical
interventions during pregnancy, delivery, and the
postpartum period.

e A calendar with tips on the first neonatal home visit,
breastfeeding, interactive dialogue, and partnering.

e A Uniject™ kit, with one sticker reminding the
midwife to make a home visit and another one
describing how to look at the vaccine vial monitor to
assess whether the vaccine has remained cold.

e Two leaflets with questions and answers about
hepatitis B vaccine and the Uniject™ device.

e  Other leaflets and materials supporting the village
midwife’s communications with families and
communities.

Implementation. PATH facilitated a pre-test of the
Citra Diri training to 100 midwives and supervisors
in November 2001. After revisions to the curriculum
were incorporated, PATH facilitated the formal four-
day training of Citra Diri facilitators. These facilitators
were interested district officials, including at least
one physician per district. Across five districts, these
facilitators trained more than 1,800 village midwives,
their supervisors, and nurses who served villages

that lacked a midwife. In addition, ASUH conducted
abbreviated trainings for health center directors,

who coordinated and supervised village midwives’
supervisors. Training staff refined the curriculum
based on feedback from participants, results of pre-
and post-training tests of knowledge and attitudes,
and observation. When revisions were compiled and
integrated, the final modules were provided to all
facilitators for future work.

A midwife supervisor in Cirebon
reported that before the Citra Diri
training midwives did not talk much
with the mothers or families about
caring for newborns, so families did not
understand the reasons behind what
the midwife was doing and did not pay
attention. She concluded that helping
mothers to understand and correctly
perform cord care reduces the midwife’s
task because the mother no longer has
to depend on the midwife.

—Midwife supervisor after Citra Diri training,
October 2002

Clinical training—integrated
management of young infants

During planning workshops and Citra Diri training,

the ASUH teams and village midwives identified a
number of areas where midwives’ clinical skills in
caring for newborns could be improved. The Indonesian
Pediatricians Association also conducted a field
assessment of the clinical skills needed by village
midwives during the first neonatal visit using paper-and-
pencil tests and direct observation. Findings highlighted
a need for improved knowledge on maternal nutrition
and better skills in managing newborn health. Results
informed the development of ASUH’s clinical training
course on newborn care.

Development. To develop the curriculum for clinical
training, PATH first worked with the Ministry of
Health, the Maternal and Neonatal Health program,

the Indonesian Pediatricians Association, and WHO

to review Indonesian policies in reference to WHO
standards and to identify best practices for the first
neonatal visit. PATH then worked with a wide range

of partners—including the Indonesian Midwives
Association, the Indonesian Obstetrics and Gynecology
Association, and USAID—to develop, pretest, and
revise the newborn management algorithm and training

Awal Sehat Untuk Hidup Sehat



curriculum, for incorporation into Indonesia’s national
Integrated Management of Childhood Illness Program.

.-tk

4 EE

Newborn management algorithm sample page

Content. The curriculum—Integrated Management

of Young Infants (Manajemen Terpadu Bayi Muda,
MTBM)—tilled a gap in Indonesia’s childhood health
program, which originally addressed care only for
sick children aged two months and older. Although the
curriculum addresses care for infants up to two months
old, the examples and case studies in the curriculum
represent mainly the critical first week of a newborn’s
life. The core of the curriculum is an algorithm for
midwives to use for classifying infants and making
informed decisions on referral, treatment at home, or
well-newborn care.

The four-day training began with two days of instruction
by a physician trainer on the algorithm’s eight topics:
convulsions, breathing disturbances, hypothermia,
bacterial infection, jaundice, digestive tract disturbances,
diarrhea, and low birthweight and feeding problems.
Although instructors used a standard didactic approach
to train, they added opportunities for participatory
discussion in order to build on and strengthen
participants’ experience with the topics. On days three
and four, under close supervision by the physician
trainer, participants practiced examination, classification,
and management of individual newborns in clinics and
hospitals prepared as practicum sites.

Trainers used the following materials to guide the
MTBM sessions:

* A trainer’s guide for implementing the training.

* A guide for leading the clinical practice at an in-
patient site.

A Healthy Start for a Healthy Life
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*  Wall charts of each algorithm.

* A booklet of color photos illustrating cases where
referrals would be needed.

* Videos on breastfeeding position, breathing
difficulties, infection, and the skin-to-skin method of
keeping the baby warm.

e Adoll

e Various forms and checklists for the midwives and
supervisors.

Training materials developed by ASUH and distributed
to participants included:

e The algorithm book for classifying sick infants that
also contained key background information for the
midwife.

* A book of more detailed supporting information
(such as doses of medications).

* A pad of classification forms to guide the midwife in
recording her classification of the infant.

* An ASUH bag to hold the materials and supplies for
the home visit.

Implementation. To conduct the training, the ASUH
team first oriented doctors and staff in referral hospitals
to the training theory and the algorithm. These referral
hospitals hosted the training practicum. The 24-member

Table 2. Citra Diri and MTBM clinical training inputs

Category Inputs Data sources

Citra Diri 118 district health Activity reports,

Training office staff from 8 attendance
districts trained as sheets
facilitators

1,804 midwives and
supervisors in 8
districts trained

Clinical 24 pediatricians Activity reports,
Training trained as master attendance
trainers sheets

74 physicians trained
as clinical trainers

147 midwife
supervisors trained

1,260 village
midwives trained
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master trainer team consisted of pediatricians from
each province (6 from East Java and 18 from West
Java). A five-day training of trainers took place in each
district. A total of 74 doctors were trained as Integrated
Management of Young Infants clinical trainers; they in
turn trained 147 midwife supervisors and 47 additional
hospital and private midwives to increase the application
of the Integrated Management of Young Infants system.
By the end of the second quarter of 2003, clinical
trainers had trained a total of 1,260 village midwives,
covering 95 percent of villages in the four districts.
ASUH facilitated official accreditation by the Ministry
of Health’s Center for Health Manpower Education and
Training for this training of trainers and for the training
of midwives. Each participant received one credit of
continuing education.

Supportive supervision

To continually reinforce both Citra Diri and the MTBM
clinical training in newborn care, ASUH staff took
advantage of two convenient opportunities to mentor
midwives and their supervisors. The first opportunity
occurred during routine monthly meetings of midwives
and their supervisors at the health centers (puskesmas).
In addition, ASUH supported a special supervision
meeting for midwives every other month at each health
center where, together, village midwives and their
supervisors discussed their successes and challenges
from the field. Facilitated at first by PATH staff and then
by midwife supervisors, these meetings were excellent
venues for solving problems, encouraging midwives and
supervisors in their new skills, and reinforcing progress
toward ASUH goals.

The second opportunity occurred during field visits by
supervisors to assess and support the village midwife’s
work. A one-page supervision form for recording
observations during home visits was developed by
ASUH to guide observations. Midwife supervisors
committed themselves to visiting each midwife at least
once every three months. To get this process started,
PATH supported supervisors’ transportation costs.

In reality, supervisors made only half the number of
intended visits. To partially compensate, midwives
from several health centers began using the observation
instrument for assessing their own performance. They
discussed the self-assessments during supervision
meetings at the health centers.

“Wait—was that supervision? It was
really different. It didn’t make my heart
pound like it usually does. When can |
have another visit?”

—Village midwife in Bangle, Kediri, after a
Supervisory visit

Empowering families and
communities

The success of the village midwife depends on families
wanting her assistance and on communities setting up
systems for notifying midwives of pregnancies and
births. In addition, individual health behaviors—such as
breastfeeding—play an important role in ensuring the
health of newborns.

ASUH worked at both village and district levels to
empower families and communities to participate in the
health system and maintain healthy practices.

These social mobilization activities included:

e Training and supporting specialized community
facilitators in selected villages.

e  Working at the district level through existing
community (government and nongovernmental)
organizations with reach to villages.

e Reinforcing project messages through media.

e  Assisting community members to address
malnutrition among children under five years old
using the positive deviance approach.
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ASUH focused on five newborn care topics:

e Community notification of midwife on pregnancies
and births.

e Home visit in first seven days.
e Hepatitis B vaccination in first seven days.
e Early initiation of breastfeeding.

e Exclusive breastfeeding.

Supporting specialized community
facilitators in selected core villages

In four core villages in each district, ASUH trained
and supported five volunteer community facilitators
(including the village midwife) who established or
adapted notification systems for vital events such as
pregnancy and birth, and promoted newborn care at
the village level. Two additional facilitators from the
subdistrict were responsible for expanding successes
to neighboring villages. ASUH trained facilitators in
the five topics above, in community organizing, and in
interactive dialogue. ASUH also supplied the facilitators
with job aids and informational materials on newborn

care, organizing the community, and interactive dialogue.

To establish notification systems, community facilitators

held village dialogues where interested villagers
discussed the need for pregnancy and birth notification
and developed their own systems. For example, some
villages designated volunteers for notifying midwives
of pregnancies and new births. Others used different
colored flags or signs to announce such events.

Facilitators also used village dialogues to solve problems

of village-level barriers to good newborn care. To
promote good newborn care, facilitators also worked
through existing village groups such as religious study
groups.

Working through community
organizations

In villages that were not selected for the specialized
community-facilitator approach to social mobilization,
ASUH worked through existing governmental and
nongovernmental organizations, networks, and alliances
by briefly training facilitators in these organizations and
assisting them to identify partner villages. Beginning

at the district level, these partner organizations worked
through their own channels down to the village level to
inform and motivate communities regarding ASUH’s
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five newborn care topics. Some of their activities were as
follows:

e Fatayat and Muslimat included ASUH activities as
a part of their organizational missions and added
messages from Al Qur’an on social responsibility;
they developed a village model for their volunteers
to facilitate collective action on mother and infant
care.

e The Family Welfare Movement (PKK) incorporated
ASUH’s empowering Citra Diri personal-growth
approach using routine meetings of district members
to share ASUH messages and specific plans to
support community action.

e Several religious groups developed a Buletin Jumaat
(Friday Bulletin) for disseminating ASUH messages
at Friday prayers.

e The Maternal and Neonatal Health Facilitators
Forum expanded on the MNH promotion of
notification systems and the alert husband and
community (siaga) messages.

ASUH partners in community mobilization activities
used newborn-centered guidelines in a process based on
successful mobilization efforts. ASUH provided each
partner organization and village midwife with a video
CD and discussion guide on breastfeeding and the home
visit, print materials, and mobilization guides. Each
partner organization participated in an early lessons
learned workshop held with teams from the grassroots
approach villages. Following these activities, the village
facilitators developed a plan of action. ASUH provided
limited financial support for these activities. A series of
meetings with representatives of these villages stimulated
partnerships with village midwives, resulting in forming
or strengthening notification systems, and promoting
newborn care.



10

Program Implementation

Using media to support behavior change

ASUH used radio, newspapers, videos, and educational
materials to support change in interpersonal
communications among facilitators, midwives, clients,
communities, and district health officers.

Mass media. ASUH team members developed and
broadcasted radio spots on the five newborn health topics
and participated in talk shows on four or five radio stations
in each district. ASUH team members also stimulated the
interest of newspaper reporters in events and issues and
served as sources for their newspaper articles.

Small media. Another primary communications tool

was a video CD and its companion discussion guide on
the five topics, with special emphasis on breastfeeding
and the home visit. ASUH team members pre-tested and
revised the video and companion discussion guide before
distributing more than 3,000 copies to ASUH facilitators,
village midwives, health centers, and partnering
community organizations that held showings or lent it
for use in individual homes. Other small media included
leaflets (Attachment B) covering the five newborn care
topics and posters on breastfeeding and on the notification
system—all developed by PATH with the assistance of
government partners. These items were distributed to
village midwives, community facilitators, and partner
organizations.

Piloting the positive deviance approach

The identification of high rates of malnutrition in
preschool children in Cianjur District led to a final social
mobilization effort—using the positive deviance approach
to assist a pilot village, Gekbrong, in solving the problem
of malnutrition among children younger than five years
old. The positive deviance approach is a community-
based method for identifying and emulating positive
health behaviors. For example, among a community of
similarly poor families, there are well-nourished children.

A positive deviance approach to decreasing malnutrition
in the community is to identify the unique behaviors

of the families with well-nourished children and to

help other poor families learn and practice these new
behaviors in group nutrition education and rehabilitation
sessions alternating with home practice. The cycle

of group sessions and home practice continues over
several months until the children’s nutritional status has
improved.

To select the pilot village and train ASUH partners to use
the positive deviance method, PATH enlisted the help

of Jerry Sternin, an internationally recognized expert in
positive deviance. Partners from the district health office,
local health centers, community leaders, and village
health post volunteers, as well as representatives from
other USAID-funded private organizations, participated
in this initial training. Gekbrong Village established a
positive deviance program committee and blocked out a
schedule linking routine monthly weighing of children
at village health posts with selection of children for

the next nutrition education and rehabilitation session
gathering of mothers and young children at the health
center to learn about the key positive deviance behaviors
and to practice them during a shared meal.

Through an in-depth inquiry into positive deviants’
behaviors, the community identified several as key:
making sure children younger than five eat three or four
meals a day, paying attention to the child during feeding
(“active feeding”); making sure the caretaker provides
the child with a nutritious local snack between 7 a.m.
and 1 p.m., when mothers are working away from home;
and washing hands before eating.

In close partnership with staff from the district health
office, PATH developed and implemented a four-day
training for community volunteers that covered positive
deviance theory and the detailed management of the
nutrition-education sessions for ten hamlets within
Gekbrong Village. Following this training and several
village meetings to increase awareness and support,
Gekbrong’s first nutrition-education session began in
one hamlet in December 2002. As of September 2003,
ten other hamlets were actively conducting sessions.
To identify successes and challenges, every month the
village holds a review meeting, including village and
hamlet leaders, health post volunteers, district health
officers, and health center staff.
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Finding What Works: A Positive Deviance Approach to Malnutrition in Village Communities

Off a rutted road in a small hamlet half-way up Gede Mountain in West Java lives a family in a
small but clean house. Ibu Onah and her husband work hard to provide enough food for their
children. She bundles up vegetables for him to sell in the hamlet.

For many months she and her husband worried about their daughters, Mala, two and a half years
old, and Lala, one year old. Both were so malnourished that their hair was falling out, and their
constant crying kept the family awake and tired.

Ibu Onah was exhausted. She traveled to see doctors and consulted traditional healers. She
bought expensive medicines to try to cure her daughters, but nothing seemed to help.

Then, in January 2003, during a monthly growth-monitoring session, local health center staff
invited Ibu Onah to attend a new nutrition and education program called Anak Sehat Ibu Hemat,
or Healthy Child, Thrifty Mother.

Based on the perspective that solutions already exist within the village, the new program helped
Ibu Onah’s community discover what works—what some families do to keep their children
healthy and well nourished, even though their situation is the same as other families whose
children suffer from malnutrition. In this hamlet solutions included frequent meals, healthy
snacks, and adding dried fish to the meal.

For two weeks each month, Ibu Onah and six other mothers met every day at a central location.
They brought the identified local foods and together cooked a meal and fed it to their children.
The children are weighed at the beginning and at the end of the
two weeks. Then the mothers spent two weeks practicing the
new behaviors at home.

Mala and Lala gained weight during the group sessions, and
without depending on free supplements, they continued gaining
between the sessions as Ibu Onah continued to practice the new
behaviors at home with economical, nutritious local foods.

By seven months later, Mala and Lala had stopped crying all the
time. They played together and with other children. Their hair
had grown back and was shiny. They slept through the night.

The success of the nutrition and education sessions piloted

by ASUH motivated the Cianjur District Health Office to apply
this “positive deviance” approach throughout the district. The
office is currently exploring ways to apply the approach to other
health issues such as anemia and exclusive breastfeeding.

Isrowandi Buonowidarto

A total of 45 local volunteers attended trainings on Stren g thenin Jg district

running the nutrition-education sessions. During :

trainings, the ASUH team used its Citra Diri training h ea I t h Offl ces

approach to facilitate participatory learning among With decentralization of the health care system, district
volunteers to build on successes, motivate volunteers, health officers had increased roles in policy development,
and improve their communication skills with parents and planning, resource allocation, and supervision. During
community leaders. As a result, the volunteers gained planning workshops, ASUH teams discovered that,

skills they could take back to their district health centers. although familiar with their constituents, district health
Attachment C contains a detailed report of the activity. officers did not have access to sufficient data on local
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health needs, nor had they been trained in how to plan
and implement health programs.

ASUH helped build the capacity of district health
officers to design and administer programs by helping
them increase skills in participatory planning, training,
and collecting and using data for decision-making.

Participatory planning

Partners began planning for ASUH with a two-day
workshop for program officers from the districts,
provinces, central Ministry of Health, and PATH. The
workshop allowed all participants to become acquainted
with ASUH’s objectives and its strategy of participatory
planning and training.

With extensive coaching in adult learning methods by
PATH staff, each district ASUH team conducted a series
of four experiential workshops—the “participatory
planning safari.” In these workshops the district health
office team facilitated an interactive process of involving
subdistrict and village representatives in decisions about
local health programs. Each district developed an activity
plan for maternal and child health that was discussed
during provincial and national ASUH team workshops;
activities relevant to ASUH objectives were agreed upon
for funding. Throughout these planning exercises and all
following activities, PATH emphasized the value of using
health data as well as other local information to identify
and solve problems in district health programs.

12

“The new thing felt by the [Cianjur]
district health office is that there
has been a change in the approach
and way to develop programs with
community empowerment.”

—Independent external evaluator

Facilitating collective learning and
participatory supervision

PATH staff led the training of a team of 68 district Citra
Diri facilitators (10 to 20 training facilitators in each

of the four districts). As ASUH trainers, these district
health officers learned and practiced adult learning
principles and effective communication approaches. In
leading their district’s three-day training, these district
officers honed their skills in facilitating the collective
learning approach that is essential to the Citra Diri
training and follow-up supervision. PATH assisted
these facilitators in training more than 1,500 village
midwives and supervisors in four districts (plus another
304 in Mojokerto). District officers also participated in
the materials development process and training for the
clinical management of newborns.

A facilitator from the Cianjur District Health
Office noted that the training with the
adult collective learning approach was new
and different. She said that the facilitators
were becoming real facilitators of learning,
adding that usually they were called
facilitators but acted as teachers who train.

—Cianjur training of trainers, January 2002

District health officers improved their supervisory skills
through their experience with ASUH in three ways.
First, the district health officers who attended Citra Diri
training were exposed to a new way of interacting with
village midwives and supervisors—more as helpers than
as critics. Second, PATH worked with provincial and
district health officers to develop guidelines that applied
ASUH’s collective learning and problem-solving
approaches to village midwife supervision. Finally,
district program officers mentored by PATH gained
practical supervisory experience by accompanying
midwives on home visits periodically and by facilitating
routine meetings with village midwives and their
coordinators.
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Facilitating social mobilization

Through the ASUH activities, district health officers
had the opportunity to strengthen their skills in guiding
social mobilization efforts and working with NGOs.
With coaching from PATH, district health officers
directly supported the social mobilization efforts of
villages and spread lessons learned among surrounding
villages. Through formal training and informal
coaching, district health officers learned to network
with other government sectors and NGOs and to work
collaboratively with community members. PATH
offered local social organizations the opportunity to
carry out some of the specialized social mobilization
activities that districts were not able to undertake. This
interaction benefited both groups; districts increased
their experience and ability in working with these
nongovernmental resources, and the NGOs themselves
gained experience working with district governments.
District health officers in Cianjur gained hands-on
experience in applying the positive deviance approach
to nutrition through a variety of trainings in positive
deviance, repeated site visits with positive deviance
experts, and the year-long implementation of the pilot
positive deviance program.

A member of ASUH’s Blitar social
mobilization team contrasted the previous
lack of coordination and linkages with the
current integrated ASUH approach: “Both in
activities and in organization we didn’t feel
we were in our own boxes, but we became
one group in care for communities.”

Evidence-based decision-making

PATH coached district health officers in collecting,
interpreting, and using routine coverage statistics,
information from supervision, and the results of special
studies that would be useful for decision-making. The
district health office reviewed their own routine data
and followed up on problems by collecting clarifying
information from internal clients such as midwives and
supervisiors and from external clients such as mothers
and community leaders. They provided input into
ASUH’s baseline evaluation survey and helped prioritize
the information needed (such as to strengthen ASUH
implementation).

For example, ASUH survey data showed that immediate
and exclusive breastfeeding rates were low and that
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health providers were sometimes recommending infant
formula to new mothers. Village midwives expressed
concern about the pressure to sell products from
formula-producing companies and requested support
from their health department. In response, the head of
the district health office issued strong official letters
instructing all providers in the district to promote
immediate and exclusive breastfeeding and to stop
promoting formula.

Special studies

ASUH conducted a number of special studies to assess
costs associated with various project elements and to
lay groundwork for future activities. These studies were
funded through subawards or leveraged through cost-
share contributions.

Village midwife program financing
study

PATH subcontracted the Center for Health Research at
the University of Indonesia to assess the ramifications
of continuing or discontinuing support for the village
midwife program in Kediri, Blitar, and Cianjur districts.

Cost of pneumonia treatment

PATH conducted a cost analysis of the Haemophilus
influenzae type B (Hib) vaccine as part of the Hib
vaccine study in Lombok. The purpose of the study was
to provide information for policymakers on the costs

of vaccination, referral, and case treatment for children
younger than two years with severe pneumonia and
meningitis, and on the cost-effectiveness of introducing
Hib vaccine as a way of reducing severe pneumonia and
meningitis. The study included an assessment of the
cost of hospital care for illness due to pneumonia and
meningitis and measured indirect costs to families and
the community.

Uniject™ device cost study

PATH staff conducted a
cost study based on a rapid
assessment of the actual
start-up and recurrent

costs of introducing
Uniject™ devices pre-filled
with hepatitis B vaccine
(HBV-Uniject™) in three
provinces in Indonesia.
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Program structure

PATH designed ASUH with Ministry of Health
partners to fully integrate with the health system at
central, provincial, and district levels and to capitalize
on opportunities for collaboration with other USAID
partners and NGOs.

PATH’s ASUH team

Two organizational charts are provided in Attachment
D—one showing PATH’s ASUH team and the

other showing its relationship to government health
counterparts. The PATH team in Jakarta included
program management; technical expertise in training,
social mobilization, communications, and health
information systems; and financial and administrative
support. The team director provided leadership and
managed all program activities, including donor
reporting. The deputy director served as a liaison with
government and other partners, guided provincial
coordinators, and represented the team director, as
needed.

A Jakarta-based training specialist coordinated all
training activities. Working with the social mobilization
specialist who provided leadership to the many and
varied social mobilization activities, the communications
specialist coordinated all mass and small media work.
The health information specialist, supported by a junior
assistant and consultants, facilitated the processing of
information for monitoring, feedback, and reporting.

PATH’s provincial staff in East and West Java provided
technical assistance at both provincial and district levels.
PATH staffing at the provincial level covered program
management (provincial coordinator), technical support
(training and social mobilization specialists who worked
with Jakarta specialists), financial management, and
administrative support.

At the district level, staffing included a finance assistant
and a senior program assistant, both reporting directly

to the provincial coordinator. The finance assistant was
responsible for all financial reporting from the district
level, including government expenses. At first one

and later two senior program assistants coordinated,
monitored, and supervised district activities and prepared
district-level activity reports. PATH staff from other
offices provided consultation and technical assistance as
needed.

Coordination with other USAID-funded
partners

PATH worked with other USAID partners to make
efficient use of resources, experience, and data:

ASUH and Maternal and Neonatal Health (MNH)
met frequently to collaborate on the following

three areas: preparation of the training of village
midwives in skills for the first neonatal visit, social
mobilization efforts, particularly in Cirebon District,
and development of communication materials. MNH
was an active member of the team that developed
the MTBM clinical training for midwives on the first
neonatal visit.

STARH (Sustaining Technical Achievements in
Reproductive Health) incorporated messages on
newborn health designed as part of ASUH into their
own radio spots.

Management Sciences for Health (MSH) worked
in all four ASUH districts, collaborating closely in
building the capacity of district health officers to use
data for making decisions. PATH and the Ministry of
Health worked with MSH to develop and implement
workshops to disseminate the results of a baseline
survey on knowledge, attitudes, and practices.

Helen Keller International (HKI) and PATH
exchanged data, and PATH distributed extra HKI-
printed materials on vitamin A to community health
centers.

PATH worked with Save the Children to coordinate
and distribute the translation of positive deviance
materials, to access international experts Jerry and
Monique Sternin (who provided technical assistance
to PATH and other agencies), to attend or host several
technical meetings, and to provide technical assistance
to a positive deviance program implemented by Save
the Children and other USAID-funded organizations.

PATH facilitated three workshops for midwives

on improving breastfeeding and complementary
feeding programs, led by Academy for Educational
Development experts from the USAID-funded
LINKAGES Project. These workshops covered the
latest developments in breastfeeding programming,
assessment of the health issues in Indonesia, and
recommendations. Participants included the Ministry
of Health and local and international NGOs, including
USAID partners. In addition, ASUH translated two of
the LINKAGES breastfeeding materials into Bahasa
Indonesia.
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e  Other NGOs carried out some of the specialized
activities that districts were not yet able to
undertake. For example, PATH organized a
breastfeeding network which included World Vision,
Church World Services, Mercy Corps, and CARE, as
well as MNH, HKI, STARH, Save the Children, the
Ministry of Health, other Indonesian NGOs, BK KP-
ASI for breastfeeding promotion, and Perinasia for
perinatal health.

Subaward partners
PATH awarded subcontracts to the following partners:

e The Center for Health Research conducted a
study of the economic costs of the village midwife
program and assisted in the cost study of pneumonia
treatment (associated with the PATH study being
conducted on Lombok on the disease burden of
Haemophilis influenzae type B).

e The Indonesian Pediatricians Association
conducted the assessment of village midwives’
clinical skills for the home visit in the first week
after birth.

e PUSKA-UI (Center for Family Welfare Research,
University of Indonesia) worked with PATH to
develop the evaluation survey on knowledge,
attitudes, and practices and then conducted the
fieldwork for household and village head surveys in
2002 and 2003.

e The Faculty of Public Health at the University
of Indonesia (FKM-UI) conducted qualitative
evaluations of ASUH’s activities. A team of
qualitative researchers led by a faculty member at
the University of Indonesia conducted focus group
discussions to assist ASUH in refining breastfeeding
messages.

¢ HotLine Advertising worked with PATH and the
Ministry of Health to produce the series of five,
one-minute minidrama radio spots. MACS909
Advertising & Communications developed a
rap-like song reminding village midwives to visit
all mothers within a week of birth, and ADA
Production worked with ASUH in developing and
producing the video.

e Various consultant experts contributed to ASUH
activities. Public relations and social marketing
consultants enriched the team’s communications
experience. Evaluation consultants assisted in the
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design of the surveys, in analyzing data, and in
assessing community mobilization activities. A
nutritionist provided input on iron. In coordination
with MNH, pediatrics and neonatal specialists (local
and international) assisted in developing neonatal
care guidelines, including cord care and clinical
standards for the home visit. An international
positive deviance expert conducted the training for
nutrition; another offered insights on breastfeeding,
and two long-term advisers supported the positive
deviance pilot.

Evolution of project goals

During a mid-term review, PATH and partners re-
focused the goals of the ASUH program. ASUH began
as a life-cycle program focusing on the health and
nutrition of infants and children one to five years old,
the health and nutrition status of pregnant women, use
of family planning services, and readiness for pregnancy
among young women. However, information gathered
during participatory planning processes, the impact of
decentralization on government systems, and shifts in
funding priorities led to a narrowed focus on the newborn
home visit (including the notification system and
hepatitis B) and immediate and exclusive breastfeeding
in order to allow for more effective and sustainable
program activities. PATH was able to build on the
extensive groundwork laid in building relationships

with government partners, identifying cultural beliefs
and current clinical standards, developing strategy and
curricula, and recruiting appropriate staff.

Monitoring and data
collection

ASUH used a variety of qualitative and quantitative
methods to monitor and evaluate the success of project
activities.

Activity reports

PATH developed standard forms for its district-level staff
to report on training sessions, staff supervisory visits, and
community meetings, particularly to identify problems
needing attention. These reports, along with oral reports,
were discussed in PATH/ASUH monthly meetings at
provincial offices.
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Health center and district supervisory
reports

To monitor progress in midwives’ communication and
clinical skills and identify areas needing attention, PATH
staff reviewed monthly forms from supervisory visits to
first neonatal visits and notes from monthly meetings of
village midwives at health centers.

KAP surveys

To evaluate changes in the knowledge, attitudes,

and practices of families and village leaders, PATH
subcontracted the Center for Family Welfare at the
University of Indonesia (PUSKA-UI) to conduct
interviews for knowledge, attitudes, and practices (KAP)
surveys. These surveys collected information related

to pregnancy, delivery, newborn care, use of health
services, exposure to media, and socio-demographic
characteristics.

PUSKA-UI conducted the first round of the survey
(KAP-1) in all eight districts in March and April 2002,
before most project activities began. They conducted the
second round (KAP-2) in six of the eight initial districts
(the main four districts—Cirebon, Cianjur, Kediri, and
Blitar—plus Mojokerto, which completed Citra Diri
training, and Ciamis, where only initial orientation

and planning activities occurred) in March and April
2003. Trained interviewers administered both surveys
using structured questionnaires developed by PATH and
PUSKA-UI. Ten percent of mothers were re-interviewed
by a different interviewer as a quality control measure.

Even though they were involved in the
questionnaire development, at first some
district officials were defensive about ASUH’s
household survey results for their districts.
Later, when they saw that they were not
blamed for low results and saw how the
data could be used to help them make
programming decisions, most welcomed the
survey information. All districts asked for
complete tables and for raw data for their
own analysis.

—Observations by PATH and PUSKA-UI researchers

PUSKA-UI surveyed mothers of infants younger than
12 months (born during April 2001 to March 2002 for
KAP-1 and April 2002 to March 2003 for KAP-2) in 450
households per district—a sample size that was sufficient

to detect a change of ten percentage points in measured
rates, such as houses with a first neonatal visit, infants
receiving a birth dose of hepatitis B vaccine, and mothers
beginning breastfeeding immediately. Interviewers

also administered a special survey to the head village
administrator in each village where mothers were
interviewed. To select villages for the survey, a two-stage
cluster sampling approach was used, with 30 villages
selected in each district (using probability proportionate
to population) and 15 eligible households randomly
selected in each village.

Researchers used Epilnfo 6.0 to check initial results

and SPSS 10.1 for more detailed analysis. Data from
KAP-1 and KAP-2 surveys were entered (10 percent

of questionnaires were double-entered to monitor
accuracy) and then compared to determine whether there
were any significant changes after the interventions of
2002 (primarily Citra Diri training and activities for
strengthening district health officers). Because the survey
questions were primarily categorical, researchers used the
chi-square statistic to test for significant differences in
proportions. The KAP-2 results for Mojokerto and Ciamis
(two districts in which only a few project activities

had been implemented) provided a useful comparison

to the original four districts. Where the four original
districts had similar outcomes on a variable, results

were pooled; where there were substantial variations
among the districts, results were considered separately.
Where multiple variables addressed the same issue in

the survey, researchers checked for internal consistency
and validity (generally there was good agreement). To
analyze progress on three measures—first neonatal

visits, birth dose of hepatitis B vaccine, and immediate
breastfeeding—while controlling for the effect of other
factors such as mother’s age and education, prenatal care,
or birth attendant, logistic regression models were used.

Sentinel surveys

To obtain data on the effects of project activities such as
the media campaign and clinical training for midwives—
activities that occurred in the final months of the program,
after the KAP-2 survey was complete—PATH consultants
conducted brief surveys with mothers of infants two
months old or younger. As with the KAP surveys, trained
interviewers used a structured questionnaire to ask about
newborn care and other factors. Many of the questions
were from the KAP surveys; however, these interviews
collected additional information on the quality of the

first neonatal visit, other postnatal contacts, and birth
notification.
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Interviewers performed four rounds of interviews from
January to July 2003 in the original four ASUH districts.
Six subdistricts in each of the four program districts
were purposively selected to represent the districts. From
these subdistricts, 26 villages without intensive social
mobilization activities and 4 core villages with intensive
social mobilization activities were selected (for a total of
30 villages). In Rounds 1 and 4, to estimate the effect of
frequent interviewing (although different mothers were
interviewed each time), researchers added 15 villages in
three subdistricts, for a total of 45 villages per district.
Within each village, four new mothers were randomly
selected from a list of new mothers. In all, a total of 180
mothers per district in Rounds 1 and 4 and 120 mothers
per district in Rounds 2 and 3 were interviewed.

To check for internal and external validity of the results,
researchers analyzed several aspects of the sentinel
survey results. Results from the 15 villages monitored
only in Rounds 1 and 4 were compared with the 30
monitored in all four rounds to check for any potential
effects of frequent monitoring (returning every two
months to the same village, but surveying different
mothers). Because there was no clear biasing effect from
frequent monitoring, results from frequently and less
frequently monitored villages were pooled. Where the
sentinel survey questions were identical to those of the
KAP surveys, the responses from Round 2 (conducted
in March 2003) were compared with responses from
KAP-2 (which was conducted around the same time). In
general, the proportion of positive responses to questions
from the sentinel survey tended to be 10 to 20 percentage
points higher than for KAP-2 responses in the same
district, perhaps due to the inclusion of more villages
with intensive social mobilization (which tended to

have higher positive response rates than villages without
intensive social mobilization).

To evaluate changes in results over time from Round 1 to
Round 4, researchers used a linear trend for proportions
test based on the chi-square statistic. To estimate the
effect of the social mobilization activities, the intensive
core social mobilization villages were compared with
the non-intensive villages using the chi-square statistic.
Where the districts had similar outcomes on a variable,
results were pooled; where there were substantial
variations between them, results were considered
separately.

A Healthy Start for a Healthy Life

Program Implementation

Pre- and post-tests

ASUH used pre- and post-tests to evaluate the effects

of Citra Diri training and MTBM clinical training. To
collect information on knowledge and self-reported
practice, PATH administered questionnaires to all village
midwives just before and immediately after participation
in Citra Diri training. To determine midwives’ clinical
care knowledge, their adherence to procedures, and

the accuracy of their assessments, ASUH contracted
independent clinician observers to evaluate 120
midwives before they participated in clinical training and
three months after it. The clinical evaluation consisted
of 30 knowledge questions and 29 tasks. A t-test was
applied to evaluate difference in mean scores on the pre-
and post-training tests.

Weighing children

To evaluate the success of positive deviance activities, all
children attending nutrition education and rehabilitation
sessions were weighed at the routine monthly health
post. Weights were standardized using z-scores (weight
for age) and evaluated to determine how many children
in each session gained weight. In addition, researchers
analyzed the change in nutritional status group on each
child’s health record (Road to Health chart, KMS) kept
by the family.

Qualitative evaluation of program
activities

In June 2003, three months before the end of ASUH
funding, to explore more of the context behind outcomes
identified in the KAP surveys, a team of researchers
from the faculty of the School of Public Health at the
University of Indonesia conducted a combination of
in-depth interviews and group discussions with project
stakeholders and partners. Using a semi-structured
guide, the team conducted in-depth individual interviews
with health officials at district, subdistrict, and village
levels; with village midwives and their coordinators;
village volunteers from the Family Health Movement;
NGO and other community leaders; and mothers.

The topics explored included the content and general
acceptability of the first neonatal visit, Citra Diri
training, clinical training, immediate and exclusive
breastfeeding, reporting of vital events, emergency
preparedness, and district management. In addition,
group discussions were conducted with the district
ASUH management teams and with groups of village
midwives.
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Program Implementation

In each of the four program districts, the research

team selected two villages without intensive social
mobilization activities but with resident midwives based
on records in the local PATH office, so that one village
had a midwife who was in the first Citra Diri training
and the other village had a midwife who was in the fifth
or later training. For convenience, both villages were in
the same subdistrict. In the four districts a total of 180
stakeholders and partners were interviewed, including
three mothers (two with first neonatal visits and one
without) from each village.

Qualitative observations by PATH staff

PATH staff working at the central, provincial, and
district levels recorded their assessments of changes in
capabilities at district, subdistrict, and village midwife
levels in trip reports and field notes as they conducted
project activities. PATH management staff reviewed
these written reports and notes along with specific
lessons and conclusions made by PATH and government
partners in the last few months of the program.

End-of-project workshops

As part of the transition from external funding, ASUH
held a series of one-day evaluation and lessons learned
workshops in August and September 2003. The
workshops began in each of the four ASUH districts,

then moved to the provincial level in East and West Java.

Finally, representatives of each ASUH team—district,
province, center—came together in Yogyakarta in mid-
September 2003 to share experiences and plans and to
develop recommendations. Participants included not
only Ministry of Health partners representing nutrition,
family health, communicable disease, and health
promotion programs, but also representatives from other
government sectors and from local and international
NGOs, as well as USAID. Participants reflected on the
outcomes and sustainability of ASUH.
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Results

Through its combined efforts at central, provincial, and
district levels, the ASUH team achieved substantial
results on a variety of intermediate outcomes that can
reasonably be expected to indicate real improvements
in newborn health and survival. Both quantitative and
qualitative data suggest gains in the skills of health
workers and improved health services. However,
districts varied in the type and extent of progress, and
not all activities were equally successful.

Building capacity

Increases in capacity were evident in all three groups
targeted by the program: village midwives, community
members (especially mothers), and district health staff.
Capacity can be measured by changes in knowledge and
attitudes, by observed changes in practices or behavior,
and by tangible outcomes related to the enhanced
performance.

Village midwives

Results from pre- and post-tests from Citra Diri and
clinical trainings, increased demand for clinical services,
and information from clinical evaluators demonstrate
that the ASUH program resulted in improved
communication and clinical skills for midwives.

Improved communication skills from Citra Diri
training. Pre- and post-training test scores for Citra
Diri training suggest that the training increased the
capacity of midwives to communicate with their clients.
In the pre-test before Citra Diri, village midwives rated
themselves relatively low on five dimensions—three
related to knowledge of interactive communication
regarding birth, postpartum care, and newborn care, and
one each on knowledge of counseling for danger signs
and knowledge of self-esteem. Midwives in Kediri and
Blitar were particularly low in their ratings (less than
20 percent positive on all dimensions) in the pre-test,
but nearly 100 percent of midwives in all four districts
answered “good” or “excellent” on all areas of the
post-training self-assessment. Midwives also showed
significant gains in knowledge about communication
principles and self-esteem, with average scores for the
four ASUH districts rising from 54 percent to 80 percent
correct on a 15-question test.

A Healthy Start for a Healthy Life
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Qualitative evaluation suggests that Citra Diri training
was well accepted by midwives and their supervisors,
government partners, and training facilitators.
Encouraging the midwives in improved listening,
communications, and confidence led to changes in how
they interacted, not only with their clients but also with
their colleagues and supervisors. They are now more
active in meetings, and health center doctors are getting
more information about field conditions, according to
district supervisors and ASUH staff.

Improved clinical skills and greater demand for
midwife services. Pre- and post-test scores for clinical
training suggest that, in all four districts, midwives also
gained knowledge in the clinical care of newborns. On
a test of 30 questions, scores climbed from 55.8 percent
correct before training to 69.4 percent correct after
training (p < .0001). Three months after the training,

a clinical observer using a structured checklist noted a
substantial increase in adherence to clinical steps during
the newborn exam (for example, in Blitar and Cianjur,
average scores rose from 67.5 percent to 87.7 percent)
and in the accuracy of midwives’ clinical classifications
(in Blitar and Cianjur, average scores rose from 32.7
percent before training to 70.4 percent correct after
training).

Both the frequency and quality of first neonatal visits
increased (this increase is discussed in more detail
below), suggesting that midwives were more motivated
and confident about the value of their visits. Mothers
also seemed to value the midwives’ visits more: in
sentinel surveys, the percent of mothers who said they
would like the midwife to carry out first neonatal visits
for neighbors if they were giving birth rose from 53.4
percent in Round 1 to 76.3 percent in Round 4 (a few
months after the clinical training). In the KAP-2 survey,
87 percent of village leaders interviewed in ASUH
districts rated the dedication and loyalty of their village
midwife as “good,” while only 72 percent of leaders in
comparison districts did so (p < .05).

Although it was not the focus of the ASUH program,
the increased skills and confidence of the midwives may
have played a role in increasing requests for village
midwives to attend deliveries. The proportion of births
attended by village midwives increased modestly

but consistently (about 5 percentage points) in all
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four districts, while it dropped in Mojokerto and rose
in Ciamis (where strong political support for village
midwives arose in response to activities done as part of
the introduction to the ASUH program).

Empowering families and communities

KAP and sentinel surveys and community involvement
in ASUH activities demonstrate improvements in
knowledge of key health messages, increased valuing of
midwife services, and increased community actions.

Increased knowledge of good newborn care. Data from
KAP and sentinel surveys suggest that ASUH activities
to increase families’ knowledge of newborn care were
successful. After only six months of social mobilization
activities, sentinel surveys showed increases in demand
for home visits, in mothers intending to take action to
inform the midwife of a neighbor’s delivery, and in
home visits with newborn hepatitis B vaccine given
within seven days of birth. Qualitative assessment in core
social mobilization villages in June 2003 confirmed the
increased coverage of the visit and high acceptability of
the early hepatitis B immunization. By one year after
Citra Diri training and the introduction of hepatitis B
vaccine via the Uniject™ device, mothers’ knowledge, as
measured in the KAP surveys, had increased significantly
(p < .001) in the ASUH districts compared to the
comparison districts of Mojokerto and Ciamis (Figure 1).
Similarly, after the clinical training of midwives, there
was a modest increase in the sentinel surveys (about five
percentage points) in mothers’ knowledge about skin-to-
skin warming in three of the four ASUH districts.

Figure 1. Percentage change in number of mothers
with immunization knowledge.
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Mothers’ knowledge of the value of immediate
breastfeeding showed little or no change in the first
year as measured by the KAP surveys, but the sentinel
surveys in the final months reflect the effects of the
social mobilization efforts. In three of the four ASUH
districts, the number of mothers in Round 4 knowing
the importance of immediate breastfeeding increased
10 to 15 percent percentage points over the numbers

in Round 1. About 15 percent more mothers in all four
districts were more knowledgeable about the value of
giving colostrum by Round 4, as compared with Round
1. Those who reported having heard the radio spots were
more knowledgeable than those who had not.

Mothers were also more aware of the value of exclusive
breastfeeding by the end of the project, as recorded in
the sentinel surveys. During the period reflected in the
KAP surveys, there was a modest increase in mothers’
awareness of the value of exclusive breastfeeding
through four months in the ASUH districts (10 to

15 percentage points), while the increase in the

two comparison districts was much smaller (2 to 4
percentage points). The sentinel surveys showed a
continuing increase in the ASUH districts, with levels
climbing by 20 to 25 percentage points between Rounds
1 and 4.

The value of exclusive breastfeeding through six
months was much less well known during the KAP
surveys, but after the government’s change to a policy of
recommending six months exclusive rather than “four to
six months” and after the launch of social mobilization
activities related to breastfeeding, there was a significant
rise (p < .05) noted in the sentinel surveys in mothers’
knowledge about it in three of the four ASUH
districts. In three of the four districts, mothers
in Round 4 of the sentinel surveys who had
heard the radio spots answered correctly about
exclusive breastfeeding through four and
through six months more often than mothers
who had not heard them. For example, in
Kediri, 48 percent of those who had heard the
radio spots knew that six months of exclusive
breastfeeding was recommended as compared
with only 28 percent of those who had not
heard them.

As might be expected given the short time
for follow-up after the clinical training of
midwives and social mobilization efforts
within communities, there were areas where
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data from the KAP surveys do not yet show effects of the
ASUH program. For example, mothers’ knowledge about
newborn danger signs like weakness, difficulty breathing,
seizures, jaundice, and abdominal distention remained
low. KAP surveys suggested that less than 5 percent of
mothers in all districts were aware of the danger signs.
More mothers knew about diarrhea, fever, and sudden
unwillingness to breastfeed at the time of the first survey;
however, the number of mothers recognizing these
danger signs did not increase by the second KAP survey.
Knowledge and practices related to appropriate cord

care were generally low (less than 5 percent of mothers
correctly answered questions on this) except in Cianjur,
where the number of mothers who were knowledgeable
about and practiced good cord care increased slightly
between the first and second KAP surveys (knowledge,
from 5 up to 13 percent; practices, from 5 up to 8
percent).

Increased demand for health services. Sentinel surveys
suggest a high level of satisfaction with and increased
demand for midwife services. The number of mothers
who received first neonatal visits and wished for their
neighbors with new babies to receive similar visits
increased between Round 1 and Round 4 (after clinical
training and social mobilization activities), from 83
percent to 93 percent (p < .0001). Similarly, in nearly all
districts, there was an increase in the number of mothers
who agreed that pregnancy and births were events that
should be reported to health workers (Table 3). However,
according to mothers participating in the sentinel

survey, not many villages had a formal system for such
notification. The village facilitators were beginning to
develop such systems as the program drew to a close.
The qualitative assessment in the core social mobilization
villages concluded that each village had a system but that
not all community members were aware of it.

Table 3. Change in the percent of mothers who know to
report vital events: results from sentinel surveys.

Percent of Mothers Who
Know to
Report Pregnancy

Percent of Mothers
Who Know to
Report Births

Results

Increased base for community action. In addition,
through the social mobilization training and activity
implementation, the ASUH program mobilized more
than 3,000 community facilitators as change agents. This
action will have widespread benefits in health and other
areas for years to come. A corps of 26 social mobilization
trainer-facilitators and 138 district-level facilitators from
government and nongovernmental organizations (in eight
districts) will serve as a capacity-building base on which
district health officers and others can draw for continued
development of community activists.

The positive deviance activity in Cianjur gave
participating mothers valuable new knowledge and skills
regarding toddler feeding and growth. By working with
community volunteers and each other, they gained the
ability to enhance their children’s health using their own
skills and resources.

“This is the very first time the
government has facilitated and
empowered communities to
actively involve us in solving
our health problems.”

—Community facilitator, Cirebon

Strengthening district health offices

Qualitative evaluation suggests that district health officers
demonstrated improved skills in participatory planning,
problem-solving, and using data for decision-making.

District health officers reported that their hands-

on involvement in ASUH activities increased their
understanding of new concepts of adult learning and
community involvement in planning and had a noticeable
effect on their commitment to participatory training
methods and motivation to supervise and support
midwives. Central and provincial Ministry of Health staff
observed that district health officers were
more likely to inquire about supporting
data when making decisions or resolving

| problems.
District Round1 Round4 Change | Round1 Round4 Change
Cirebon 32.2 37.5 53 i 89.1 96.7 7. 6% District health office staff took an active
— 3 role as trainers for Citra Diri training (68
Cianjur 32.2 55.0 22.8"* ! 39.4 73.0 33.6** facilitators), newborn clinical care (74
Kediri 6.3 11.0 4.7 I 16.6 31.8 15.2% trainers), and social mobilization (about
- 3 16 facilitators were from district health
Blitar 18.6 53.2 34.6™ ! 43.1 41.0 - 2.1 offices). According to observations by
*p<.05 **p <.01
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senior PATH staff, district health officers demonstrated
good mastery of the principles of adult collective
learning and were more likely to use two-way
communication in both meetings and training sessions.
They shifted from a reliance on lecture methods to more
use of group discussion, use of better visual aids such
as PowerPoint presentations, and role-playing during
training.

In Cianjur, where the positive deviance approach

was introduced, district health office staff (especially
nutrition officers) became knowledgeable and
enthusiastic about this method. Local staff are now able
to organize rehabilitation sessions, train local volunteers,
and also apply the approach to health problems other
than malnutrition.

Improving outcomes
in health services and
behaviors

The primary expected health benefits from the ASUH
program were increases in:

e The proportion and quality of neonatal visits within
one week of birth (KN-1).

e The proportion of infants receiving a dose of
hepatitis B vaccine within the first week of life.

e The proportion of mothers initiating early
breastfeeding.

e The proportion of mothers practicing
exclusive breastfeeding for at least
one month after birth. &0

Other potential benefits included an

increase in mothers having a skilled

attendant at their delivery and a reduction
in malnutrition among young children in
the villages where the positive deviance
method was implemented.

40

20

Percent of Mothers

Increase in first
neonatal visits

In all four ASUH districts, the increased
capacity of midwives to provide health
services and increased community
demand resulted in substantial increases
in the numbers of neonatal home visits

Ciribon

made by village midwives (Figure 2). Overall, the
number of first neonatal visits noted in the KAP surveys
increased by more than twice as much as those in the
two comparison districts (17 percentage points versus 8
percentage points).

In the comparison districts that did not receive the

full ASUH program, results were inconsistent: visits

by village midwives declined in Mojokerto while

they increased in Ciamis. Although Ciamis did not
receive the full package of midwife training, local
government officials took a particular interest in the

first neonatal visit during the early project orientation,
providing midwives with access to low-interest loans for
purchasing motorcycles to facilitate outreach and home
visits and urging midwife coordinators to promote the
first neonatal visit. In addition, there was a large increase
in Ciamis in the number of deliveries being attended by
village midwives, according to KAP data.

Results from a logistic regression analysis of KAP
survey data that controlled for the multiple factors that
could affect the number of first neonatal visits (including
prenatal care and delivery by the village midwife, family
economic status, and maternal education) suggest that
women in the ASUH districts were 2.9 times more

likely to report a first neonatal visit during the KAP-2
survey (after implementation of project activities) than
during the KAP-1 survey. Women in the comparison
districts were only 1.5 times as likely to report a first
neonatal visit during the KAP-2 survey as during the
KAP-1 survey. During the period covered by the sentinel

Figure 2. Number of neonatal visits within seven days of birth, by district

EKAP-1
BKAP.Z

Cianjur
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Blitar
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surveys (January to July 2003) the number of timely
first neonatal visits continued to increase significantly in
every district, rising an average of 17 percentage points
(p <.0001).

Regardless of who attended the delivery, the percentage
of mothers in ASUH districts reporting a first neonatal
visit increased significantly—from 15 to 25 percentage
points (all p < .001). In comparison districts, there was
a smaller increase in first neonatal visits among women
with a delivery attended by a family member or a
traditional birth attendant.

In addition to increased coverage, there was
improvement in the quality and completeness of the
neonatal visit. More midwives in ASUH districts
administered hepatitis B vaccine (see below) and
nutritional supplements, according to KAP and sentinel
surveys. Vitamin A administration increased by 141
percent in the ASUH districts (from 10.4 percent to
nearly 25.2 percent in the KAP surveys), while in the
comparison districts there was a much smaller (31
percent ), nonsignificant increase. Similarly, 67 percent
more mothers reported receiving iron supplements
during the second KAP survey than during the first,
while the percent declined by 33 percent in Mojokerto
and rose by only 12 percent in Ciamis. The relatively
minor increases in iron supplementation during
pregnancy in Cianjur (ASUH) and Ciamis (non-ASUH)
as compared with the postpartum improvements support
the supposition that the improvements during the home
visits were related to ASUH efforts. Postpartum iodine
distribution rose sharply in Kediri and Blitar while
remaining constant in comparison and
West Java ASUH districts. The proportion
of midwives doing a newborn exam during
neonatal visits at baseline KAP survey in 50
both project and comparison districts was
already 80 to 90 percent, and there was a
modest improvement in all districts.

B
=

L
=

KAP surveys suggested little change in the
various topics midwives discussed during
neonatal visits, except in Kediri where
there were significant improvements,
possibly due in part to special training that
midwives in that district received in 2002
on use of the maternal and child health
handbook called Buku KIA, supported 0
by the Japan International Cooperation

Agency (JICA). However, during the
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period covered by the sentinel surveys, significantly more
mothers (p < .05) in the ASUH districts reported village
midwives discussing breastfeeding, skin-to-skin warming,
newborn danger signs, and maternal danger signs during
home visits after the clinical training. When sentinel
survey mothers were asked about aspects of midwives’
interactions during the home visit, improvements

were noted in three out of four districts with regard to
explaining the purpose of the visit, listening to the mother,
and helping mothers solve problems.

Increased coverage of hepatitis B vaccine

One of the most outstanding successes of the ASUH
program was the dramatic rise in coverage of newborns
with a dose of hepatitis B vaccine in the first week of life.
Village midwives were responsible for 78 percent of the
total increase. ASUH districts in West Java that started
with relatively low coverage levels (3 percent and 12
percent at KAP-1) showed the most improvement, while
the East Java districts that already had some experience
with hepatitis B still made substantial gains (Figure 3).
Gains in comparison districts Mojokerto and Ciamis were
much lower, and only 56 percent of the increase was due
to village midwives.

A logistic regression analysis that controlled for the
starting differences between project areas, for prenatal
and delivery care by the village midwife, and for family
economic status and maternal education confirmed

that the infants in the ASUH districts were 8.4 times as
likely to get hepatitis B vaccination within seven days
postpartum at KAP-2 as they were at the baseline KAP-1

Figure 3. Infants immunized against hepatitis B by the village
midwife within seven days of birth: results of KAP surveys
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survey regardless of all other factors. In the comparison
districts the likelihood increased only 1.4 times between
the KAP-1 and KAP-2 surveys.

In the six months covered by the sentinel surveys,
coverage of hepatitis B vaccine continued to increase

in the four ASUH districts. By July 2003, 63 percent of
mothers with a newborn in the preceding two months
reported their baby had received a birth dose of hepatitis
B vaccine.

Rates of immediate breastfeeding begin
to increase

Breastfeeding habits are strongly related to cultural
customs that vary from district to district and are still not
well understood by health professionals. Data from the
KAP-2 survey indicated a reduction in the proportion of
women reporting the initiation of breastfeeding within
the first 30 minutes or first 60 minutes after birth in

five of the six districts surveyed; only the comparison
district Ciamis showed an increase. However, a

logistic regression analysis of the data that controlled
for prenatal care, birth attendant, family economic
status, and maternal education suggested that, once
these other factors were taken into account, there was
no significant drop in immediate breastfeeding in the
ASUH districts, while there was a 49 percent drop in
non-ASUH comparison districts. Also, there were slight
improvements (2 to 4 percentage points) in the number

of mothers who reported initiating breastfeeding within
the first day in three out of four ASUH districts, although
the percentages declined by 3 to 8 points in Blitar and
the two comparison districts.

Results from the first two rounds of sentinel surveys
also showed stagnant levels of immediate breastfeeding.
These findings led district health office teams and health
center doctors to formulate specific action plans. For
example, when it became apparent that midwives were
promoting the use of formula in one district, the head

of the district health office issued a special directive

to forbid this practice. Radio campaigns about the
importance of immediate breastfeeding also began in
May 2003. The stepped up activity around breastfeeding
appeared to work: there was a significant increase (p <
.05) in the rates of early breastfeeding in Rounds 3 and 4
(Figure 4).

The proportion of mothers who reported giving
colostrum to newborns during the KAP surveys
remained constant in the two comparison districts and in
three out of four ASUH districts. The number of mothers
who reported giving their children colostrum rose only
in Cianjur, from 81 percent (KAP-1) to 90 percent
(KAP-2). During the period monitored by the sentinel
surveys, all four ASUH districts reported increases in the
proportion of newborns receiving colostrum, with gains
varying from 5.3 to 16.6 percentage points over the four
districts.

Figure 4. Initiation or breastfeeding of newborns: results of sentinel

surveys, January to July 2003
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Rates of exclusive breastfeeding
begin to increase

As with immediate initiation of breastfeeding, the KAP
surveys yield mixed results for early effects of ASUH
activities on exclusive breastfeeding, while sentinel
surveys show signs of improvement in the last few
months of program activities. According to data from
KAP surveys, the number of mothers reporting giving
only breast milk in the first three days postpartum
increased in only one ASUH district. The number
stayed about the same in two ASUH districts and in the
two comparison districts; it declined in the remaining
ASUH district. However, in the sentinel period there
was a significant increase (p < .05) in mothers reporting
exclusive breastfeeding in the first three days after birth
in two districts (Cirebon and Blitar).

Customs regarding giving infants substances other than
breast milk can be quite local and resistant to change.
For example, during the first KAP survey, more than
half of mothers in Cianjur and more than a third in
Ciamis reported giving water to their infants, while 40
percent of mothers in Cirebon fed honey to their infants.
Furthermore, mothers reported that village and private
midwives sometimes promoted formula use. A local
formula company carried out an aggressive marketing
campaign especially targeting midwives from 2001 to
2003.

Overall, based on 24-hour recall about what they fed
infants, the proportion of mothers with infants 5 to 8
weeks old and still exclusively breastfeeding (a proxy
measure for those who practiced exclusive breastfeeding
for at least one month) increased by 14
percentage points (p < .05) in ASUH
districts between KAP-1 and KAP-2
surveys, while those in the comparison

districts reported a smaller, nonsignificant 100
increase of 8 percentage points. In all four a0
ASUH districts, more mothers of infants 80
. o
up to one month old reported exclusive 2
breastfeeding in Round 4 of the sentinel =
) @ 60
survey, as compared to Round 1 (Figure 5). 5 50
i £ 40
On the other hand, mothers with infants 2
with four or six completed months showed E S0
only slight, nonsignificant increases in 20
ASUH districts, while in the comparison i0
districts significantly more mothers 0

reported increased exclusive breastfeeding
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at four months in the KAP-2 survey. Among all infants
younger than one year old in the KAP surveys, the
proportion exclusively breastfed increased in KAP-2 in
both ASUH and comparison districts and continued to
increase significantly (p < .01) in ASUH districts in the
sentinel surveys.

Qualitative assessments suggested that interruptions in
exclusive breastfeeding occurred frequently due to the
influence of parents or parents-in-law and the search for
solutions when the infant cried unrelentingly.

Child nutrition improved through
positive deviance

PATH conducted the positive deviance pilot project

on a small scale in Cianjur, and it provided a powerful
demonstration of the usefulness and feasibility of this
approach. Of the 94 undernourished children who
participated in one or more rehabilitation sessions, the

35 severely malnourished children made even better
average gains in weight for age (as measured by Z-scores
to standardize to expected age-appropriate weights)

than the 59 moderately malnourished children. Of the
children who entered the program with documented
malnutrition (weight-for age Z-scores [WAZ] less than
-2.0), 11% “graduated” into an acceptable weight-
for-age class (at three consecutive weighings) and an
additional 10% achieved “good” weight-for-age at one or
two sessions at least. Within a few months, a substantial
number of children in the severely malnourished group
achieved weight gains sufficient to move them up to the
“moderate” malnutrition category (Figure 6). Among

40 children who participated fully in six rehabilitation

Figure 5. Exclusive breastfeeding during first month postpartum
(based on 24-hour recall): results of sentinel surveys
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sessions, there was a steady rise in average weight-for-
age except for one period when a drought was going on
and a factory closing led to widespread unemployment
and hardship. By the end of the six months, the
temporary loss had been recovered and the average Z-
score achieved its highest level, having climbed from
—3.2 at the beginning to —2.7 by the end. In a preliminary
analysis of data from the better established positive
deviance groups (ones that held at least seven sessions),
90% of those children who attended all sessions
experienced at least some WAZ gain, while those who
had incomplete attendance (missing one session or more
but returning) and those who dropped out (missing at
least two sessions and not returning) had somewhat
lower proportions with increased WAZ scores (83% and
79%, respectively).

Figure 6. Changes in nutritional status for positive deviance program

participants, Gekbrong, January-August 2003 (n=94)

The district health offices wanted advance notice if the
program were to be discontinued so that they could begin
planning alternative ways to finance or alter the program.
The study, referenced in Attachment A, Materials
Produced by ASUH, also noted that discontinuation of
the village midwife program would lead to workload
increases in health centers. Properly trained and qualified
nurses could potentially replace village midwives, if such
nurses were available and willing.

Cost of pneumonia treatment

PATH’s analysis indicated that Lombok Hib study
interventions appear to have dramatically increased

the referral of meningitis and pneumonia cases. The
observed 40 percent decline in infant mortality rate in the
original 40 Hib study villages—from 89 to 53 per 1000
live births—during the six-year period is
striking. Analysis of the Hib vaccine study
is expected to be complete in the next few

100 months, at which point estimates will be
o= made on Hib vaccine pricing needed in
E’ 80 peru A order to obtain cost savings.
§ &0 Uniject™ device cost study
i — The findings from an incremental cost
B 40 analysis show that introducing hepatitis
- B vaccine-Uniject™ devices is cost-
:5_ 20 saving at immunization coverage levels
£ prior to ASUH. In addition, introducing
0 a birth dose of hepatitis B vaccine using

Before First Session

Special studies

Village midwife program
financing study

In assessing the ramifications of continuing or
discontinuing support for the village midwife program,
the Center for Health Research at the University of
Indonesia found that both the local Parliament and the
district health offices were supportive of the village
midwife program—that village midwives reach many
people and serve them directly. If the program were

to be discontinued, the local governments and district
planning boards would look for ways to maintain the
program with local government funding. However,
budget limitations would likely restrict its continuation
in some districts to only remote, isolated, and poor areas.

After Last Session

midwives to administer the injection
within seven days of birth during a home
visit is also cost-saving, despite additional
costs of labor and travel related to the
midwife visit. The study shows that cost savings increase
as coverage for children zero to seven days old increases.
The findings in this analysis are consistent with and
complement other recent studies that show hepatitis B-
Uniject™ devices are cost-effective compared to vaccine
in multidose vials and disposable syringes.

Other measures of success

The ASUH program was successful in terms of effective
use of resources as demonstrated by program inputs,
leveraged funding, sustainability and replicability of
program activities, and the unique partnership it forged
with government health systems.
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Table 4. Program inputs

Category

Inputs Data Sources

Training

55 Citra Diri training sessions for village midwives and their Activity reports,
coordinators attendance sheets,

148 clinical training sessions for village midwives and their financial reports

coordinators

2,688 sets of Citra Diri training and clinical training materials
for midwives

432 sessions for social mobilization facilitators

32 trainings of facilitators for district health officers (for Citra
Diri training, clinical training, social mobilization campaigns,
positive deviance training)

13 trainings on social mobilization for NGO partners

Technical
Asistance

8 international visits by PATH staff and other international Activity reports
consultants

376 visits to field by PATH staff in Jakarta and consultants to
field sites

777 visits by PATH provincial office staff to field

134 person-months of assistance from PATH technical staff
9 person-months of assistance from international consultants
56 person-months of assistance from local consultants

Subawards

2 rounds of surveys, mothers and village leaders, 2002 and Subcontracts and
2003, in each district—total interviews: 6,253 mothers with subagreements
an infant younger than 1 year, and 328 interviews of village

leaders

1 study of the cost-effectiveness of the village midwife program
1 qualitative evaluation of ASUH’s key interventions

1 qualitative evaluation of the positive deviance pilot program

1 evaluation of the social mobilization village program

facilitated discussions on breastfeeding and potential for
notification system

social mobilization facilitation

Community
Mobilization
Support

1,066 village social mobilization meetings facilitated Activity reports,

Rp 125,745 (US$14,970) distributed as seed grants to financial reports
organizations and village activities

Media
Materials
and Activities

297,000 pieces of promotional material disseminated Purchase orders,
6 radio scripts developed subcontract reports
21,117 individual 1-minute radio broadcasts or talk shows aired

3,500 VCDs with discussion guides disseminated

Supplies

168,848 Uniject™ devices and vaccine vial monitors for birth Purchase orders,
dose of hepatitis B vaccine provincial receipts

10,000 water-filled Uniject™ devices for training
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Inputs

Tracking the number of inputs—training sessions,
technical assistance visits, NGO and community
organization subawards—serves the accountability
function of evaluation, demonstrating that program
resources were appropriately and effectively used. Table
4 lists selected inputs. Information on these inputs comes
mainly from activity reports and financial records. The
table does not include the many inputs contributed by the
government, such as Citra Diri training sessions funded
by the district health offices in Mojokerto and Blitar.

Cost-share contribution

In addition to the significant resources the Government
of Indonesia has expended for its part of ASUH,

PATH was able to leverage USAID funding by raising
US$555,567 in direct donations and in-kind contribution
of goods and services from non-federal sources. This
amount exceeded the required contribution ($417,442)
by 33 percent. Table 5 contains a breakdown of
contributions.

Table 5. Direct donations and in-kind contributions to
the ASUH program.

Amount

Category Donor (US.9)
Introduction of Gates 292,261
hepatitis B vaccine in ~ Foundation
Uniject™
Evaluation & Mellon 22,795
technical input Foundation

& UW faculty

and intern plus

volunteer time

for data analysis
Special studies to Gates 125,975
improve vaccine Foundation
delivery: cold chain,
cost studies
Discounted radio HotLine 5,398
air time Advertising
Technical assistance Gates 109,138
to ensure sustained Foundation
funding for HepB-
Uniject™ devices and
other immunizations
Total 555,567

These contributions were instrumental in achieving
program objectives. Of particular note are the
introduction of hepatitis B vaccine via the Uniject™
device, which jump-started the birth-dose coverage

in East Java; PATH technical assistance to the Global
Alliance for Vaccines and Immunization process in order
to ensure continued funding for hepatitis B vaccines;
studies identifying critical cold-chain problems, leading
to actions to prevent freezing of the sensitive hepatitis B
vaccines; and significant technical input into evaluation
by University of Washington School of Public Health
faculty and an intern through a Mellon Foundation grant.

Sustainability and replicability of ASUH
activities

Because of PATH’s close partnership with the Ministry
of Health in Jakarta, provincial-level health authorities

in East and West Java, and district-level health officers,
these government partners strongly support and
understand the ASUH model and its applicability to a
wide range of health topics. Furthermore, the health
office staff in four districts have a cadre of staff trained
in facilitating participatory planning, Citra Diri training,
clinical training, and social mobilization. These staff can
continue to help implement the approach in their districts
and coordinate and monitor replication wherever local
interest exists and resources are available. An array of
products such as ASUH project descriptions, training
curricula, job aids, and promotional materials is available
for adaptation and adoption in other locales. This
material is available in hard copy and on a CD-ROM
provided to each district, province, and the central level.
In addition, Cianjur District is planning and budgeting to
be a premier demonstration site for the positive deviance
approach.

The central government, provinces, and districts have
already adopted the ASUH model, including its learning
approach. The sample of government-funded replications
below occurred without PATH financial support well
before ASUH ended, indicating rapid acceptance and
ownership of the program:

e After the introduction of ASUH, Mojokerto District
facilitators completed the Citra Diri training of all
its village midwives.

e The Blitar District Citra Diri facilitator team trained
29 staff of the Safe Motherhood Project in five
East Java districts (Jombang, Trenggalek, Ngawi,
Sampang, and Pamekasan).

e After adapting the Citra Diri training for nurses,
the Blitar ASUH team trained 42 nurses from health
centers and auxiliary health centers.
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e The East Java provincial health office provided
Citra Diri training to the Maternal and Child Health
section heads in all East Java districts.

e The central Ministry of Health used the Citra Diri
training approach to build the counseling skills of
staff in its nutrition section.

e Three East Java health districts (Jombang, Sampang-
Madura, and Gresik) began MTBM clinical training
for village midwives.

e The East Java provincial ASUH team conducted
MTBM clinical training for health center directors in
two districts (Sidoarjo and Sampang-Madura).

e  West Java facilitators trained 20 West Java staff to
facilitate MTBM clinical training.

e The Jakarta City health department trained clinical
facilitators, who began training midwives throughout
the city.

e ASUH-related activities were included in Blitar’s
Maternal and Child Health checklist used by district
supervisors and health center doctors to supervise
village midwife activities.

e An ASUH facilitator from the West Java Provincial
Health Office applied the Citra Diri training module
to improving neighborhood security.

e The MTBM clinical training has been conducted in
two sub-districts in West Lombok, with the intention
of further expansion.

“Becoming a facilitator using the
participatory planning approach is an
extraordinary experience which can be
seen as an investment, useful for other
activities.”

—Health Center Director, Ciamis District, after ASUH
introduction

Throughout program implementation, PATH provided
information on ASUH to partners such as various
professional organizations, local planning boards, and
local parliaments. Formal information dissemination
included presentations to the WHO Southeast Asian
Office consultation meeting on newborn health in New
Delhi and to the Ministry of Health’s Making Pregnancy
Safer donors’ meeting, attended by representatives
from the World Health Organization, the World Bank,
UNICEEF, AusAID, and the Canadian International
Development Agency. Finally, ASUH’s health
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department partners led final workshops in each province
and district on the ASUH approach, results, lessons
learned, and tools available for program replication and
adaptation. Materials for replication were available on
CD as well as in hard copy.

Lessons learned

ASUH offers the following lessons learned gleaned
from the end-of-project workshops and from overall
experience in implementing project activities.

Participants in end-of-project review workshops
concluded that ASUH successfully developed
commitment to newborn health and that the Citra

Diri training approach was crucial for enhancing
receptiveness to new learning and other training.
Specifically, participants agreed that ASUH’s strengths
included:

¢ Implementing focused and integrated activities.

e Strengthening the existing system; empowering
cross-program and cross-sector collaboration
without disturbing the existing system.

e Fostering shared commitment across health workers,
communities, local government, and NGOs.

e Addressing supply and demand sides of health care
simultaneously.

e Achieving results that directly benefit the
community.

e Bringing a new paradigm of honesty and
transparency to health districts.

e Using simple, appropriate technologies, methods,
and data.

e Implementing strong supervision and monitoring
systems.

Workshop participants identified the following
weaknesses:

e Too narrow a focus on the home visit, resulting
in a missed opportunity for optimal use of a good
approach.

e Too short a period to assess replication and scale-up.

e Too limited a period for social mobilization
activities.

e Confusing changes in direction and scope in the first
two years.
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Complementing these are lessons learned from
implementation:

In addition to the usual complex set of start-up
activities—recruiting and orienting staff, building
relationships with counterparts and partners,
identifying specific activity sites, and developing
internal management structures—developing
relationships with the many district health offices
and the communities they serve required time.

This process required approximately 12 months of
relatively low spending and few quantifiable outputs,
but it paid off in the long run in terms of ownership
of the ASUH approach by all three stakeholder
groups.

While funding was adequate, time in the three-year
cooperative agreement was too limited, not only to
assess effective ways to scale up the model to other
districts but also to implement longer-term social
mobilization interventions, to make more progress
in breastfeeding, and to evaluate behavioral changes
over a longer term.

Citra Diri training, with its innovative personal
growth component, was well received by participants
and was replicated in a variety of settings. Both
quantitative and qualitative data suggest real changes
in behavior among midwives, supervisors, and
facilitators.

The direct participation of district health office
staff resulted in their ownership of the training and
its results and in their increased ability to guide
program implementation. Their resulting attention
supported village midwife motivation and skills as
well as the sustainability of activities.

ASUH government partners appreciated that PATH
did not attempt to push too hard for externally
determined, rigid “best practices.” Starting

from the partners’ considerable experience and
making incremental improvements strengthened
the partnership, ownership, and sustainability of
improvements.

The main constraint to supervisory field visits at
first appeared to be transportation costs, but funding
these visits was not enough to get supervisors to the
field. They said they lacked the time to make these
visits. A review of the supervisor’s job description,
supervision guidelines, and priorities may help
health centers allocate appropriate time and
resources to field supervision.

Making improvements in exclusive breastfeeding
practices will require more effort because of cultural
and commercial pressures to give the infants
substitute food and drink. Future effort will need to
include district health officers (for policy, regulation,
support), providers (for counseling and supporting
families with solutions to breastfeeding problems,
including creative ways to deal with crying),
professional organizations (for modeling support of
breastfeeding and countering the powerful formula
industry), local NGOs (for mobilizing communities),
and communities (for changing social norms).
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Recommendations and Conclusions

Recommendations

For follow-on programming, the ASUH team
recommends that attention focus on management issues,
for example:

e Continue the ASUH approach to participatory,
integrated strategies for sustainability, remembering
to prioritize and allocate sufficient time for the
development of collaborative programs among the
stakeholders. Documenting process and progress
during the development phase is essential.

e Continue to build from the ASUH platform already
established in four districts on Java to improve
health in other topics such as malnutrition, health
information systems, immunization, tuberculosis,
and malaria.

e Adapt flexible training modules and schedules
that help reduce a midwife’s opportunity costs and
reduce the impact on the community of her extended
absence. Modules should be integrated into a long-
term in-service training (learning) plan.

e Strengthen the system for mentoring-style
supervision. Consider ways to optimize quality and
coverage of supervision during routine meetings and
during special site visits. Supervisors need special
training in supervision and commitment from their
own SUpervisors.

The following technical points concerning newborn
health continue to need attention:

¢ Broaden the focus on newborns to include the
mother-baby dyad from conception through the
first month of life. To accomplish this, vertical
programs and projects both inside and outside the
government must be consolidated, and health care
providers, communities, and district health offices
must actively collaborate. An integrated approach
and actions will help reduce Indonesia’s two
main causes of newborn death—Ilow birthweight
complications and asphyxia.

e Provide access to newborn resuscitation equipment
and ongoing training and refresher training so that
village midwives are prepared to handle asphyxia.

e Increase community attention to keeping all babies
warm and recognizing danger signs.

A Healthy Start for a Healthy Life

e Assess and improve referral systems and sites for
newborns and mothers.

e Provide sustained attention to immediate and
exclusive breastfeeding. Interventions should be
integrated among the government, professional
associations, and NGOs.

Conclusions

ASUH achieved its objective of improving the care of
newborns in Indonesia. An integral part of the health
system at several levels, the program is sustainable and
serves as a model that can be applied to other types of
health programs.

Objectives achieved

In less than three years, PATH and its partners
galvanized the participation of communities and the
health system in four of Indonesia’s largest districts to
improve newborn health: in just one year, the number
of newborns receiving a first neonatal visit within seven
days postpartum increased from 25.3 percent to 42.4
percent, and the number receiving a vital birth dose of
hepatitis B vaccine increased from 9.6 percent to 35.6
percent. These changes reflect a significant shift in
local participation in the health system and in increased
capacity among midwives, families and communities,
and district health office staff to identify and solve their
own health concerns.

The ASUH program began as a technical assistance
program to provide innovative solutions in maternal
and child health and quickly evolved into an approach
that engaged three stakeholder groups—village
midwives, communities, and district health office
staff—transforming them into active collaborators.

As one community facilitator in Haurwangi Village
reflected, “Before, we worked in the same village but
not as partners. Through ASUH, we really worked as a
team.” The process of nurturing these relationships and
capacities was time-consuming and difficult to measure
initially, but it paid off.

The innovative Citra Diri training successfully tackled
some of the most challenging behavioral issues—
communications style and attitudes—that prevent
midwives from being accepted by communities.
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Appropriate to decentralization and democratization,
ASUH approaches fostered local adaptation based

on local information, community involvement, and
collaboration with multiple government health programs
(in the areas of family health, nutrition, immunization,
and health promotion) and multiple sectors (including
BKKBN, local planning boards, and local parliaments).
Communities began mobilizing through the initial
process of designing village-level systems to gather basic
information on vital events.

The development of new capacities within the
community represents one of the most exciting features
of the ASUH program. In trying out new approaches—
including social mobilization teams, direct collaboration
with NGOs, and positive deviance—PATH helped
identify methods of empowering people in Indonesia

to act on behalf of their own health and their children’s
health.

Chief sustainable elements

ASUH has facilitated policy and strategy development

in newborn management and breastfeeding by central,
provincial, and district levels; strengthened management
systems and skills; and improved the implementation

of activities addressing newborn health. By focusing

on activities during the first critical weeks of life, the
program filled a gap in existing maternal and child health
programs. Its monitoring and evaluation systems have,
within a very short time, been able to test and document
the effectiveness and sustainability of this approach for
catalyzing change in the care of newborns. This work
leaves behind a platform on which to continue within
ASUH program areas and to expand beyond them.
Multiple examples of government-funded replications

of the ASUH approach already exist. Through its
replication of various activities, East Java fulfilled its
commitment made during proposal development to apply
the lessons from ASUH activities more broadly.

Benefits beyond newborn health

In an era of decentralization, ASUH serves as a model
and a set of tools for testing new approaches to capacity
building, to district planning and management, and

to community mobilization. The skills, tools, and
approaches ASUH developed for newborn health can
be adapted and applied to other public health programs.
These are documented on a CD available through
national Ministry of Health and ASUH provincial and
district health offices.

ASUH’s lasting impact and legacy are stronger
relationships, a flexible approach to participatory
planning and implementation of public health programs,
and tools that enable communities and health systems to
work together to meet their own needs.
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Attachment A

Materials Produced by ASUH

Language On

cD*
Improving the Health of Newborns in Indonesia: Final Report to USAID, E X
October 2003
Fact Sheets
Awal Sehat Untuk Hidup Sehat - A Healthy Start for a Healthy Life: I E X
Overview
Citra Diri Training for ASUH Midwives I E X
Clinical Training for ASUH Midwives I E X
Empowering Communities through ASUH I E X
Working with District Health Offices in ASUH I E X
Materials Supporting Midwife Capacity®
Curriculum - Citra Diri Facilitators’ Manual, 2001, 2003 (2™ ed.) I E X
Buku 1: Buku Modul Pelatihan - Citra Diri
Curriculum - Citra Diri: Background Readings I E X
Buku 2: Bahan Buku Bacaan Pelatihan
Practical Handbook for Village Midwives | X
Buku Pegangan Praktis Bidan di Desa
Curriculum - Integrated Management of Young Infants, Ministry of Health,
PATH, Indonesian Pediatricians’ Association, 2003
Manajemen Terpadu Bayi Muda, MTBM
Book 1: Training Modules (for the village midwife) I E X
Buku 1: Buku Modul Pelatihan (untuk Bidan di Desa)
Book 2: Algorithm for Evaluation, Classification, and Treatment of Young I E X

Infants (for the village midwife)
Buku 2: Buku Bagan (untuk Bidan di Desa)

! Note — in some cases only one version (English or Indonesian) appears on the CD.
2 Facilitators’ guides listed here also support capacity building among District Health Office partners.
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Language On
CcD*

Materials Supporting Midwife Capacity

Book 4: Facilitators’ Manual — Integrated Management of Young Infants
Buku 4: Buku Pedoman Fasilitator: Manajemen Terpadu Bayi Muda
(MTBM)

Book 5: Facilitators’ Manual — Practical In-patient Care of the Young
Infant
Buku 5: Buku Pedoman Fasilitator: Praktek Klinis Rawat Inap MTBM

Translation of The Code in Cartoons: International Code for Marketing
Breastmilk Substitutes in Cartoons
Kode Dalam Kartun: Kode Internasional Pemasaran Pengganti ASI, 2003

Translation of LINKAGES Document: Birth, Initiation of Breastfeeding, and
the First Seven Days After Birth
Melahirkan, Memulai Pemberian ASI dan Tujuh Hari Pertama Setelah
Melahirkan

Translation of LINKAGES Document: Exclusive Breastfeeding: The Only
Water Source Young Infants Need
Pemberian ASI Eksklusif atau ASI Saja: Satu-satunya Sumber Cairan Yang
Dibutuhkan Bayi Usia Dini

Breastmilk — A Gift from God to the Baby via its Mother
Air Susi Ibu (ASI) Anugerah Tuhan untuk Bayi Melalui Ibunya

Flip Chart for KN-1 Counseling

2002 Calendar: Job Aid for Village Midwives with Tips and Reminders from
the Citra Diri Training

Materials for Mobilizing Communities
Community Mobilization Facilitation Techniques Module
Modul Teknik Fasilitasi — Gerakan Masyarakat ASUH

Social Mobilization Guide, Sharing Roles with the Community
Panduan Mobilisasi Sosial — Berbagai Peran Bersama Masyarakat

Participatory Planning with Communities

Modul Penerapan — Merencanakan Kegiatan Bersama Masyarakat
(Perencanaan Partisipatif)
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Language On

CcD*
Materials for Mobilizing Communities
Guide for Training Facilitators of Participatory Planning with Communities I X
Modul Pelatihan Fasilitasi - Merencanakan Kegiatan Bersama Masyarakat
(Perencanaan Partisipatif)
ASUH Community — Activity Guide I
Panduan Kegiatan — Gerakan Masyarakat ASUH
ASUH Community — Information Guide I
Panduan Informasi — Gerakan Masyarakat ASUH
Mother and Children’s Health Discussion Guide, Finding Solutions with the I X
Community
Panduan Dialog Kesehatan Ibu Anak — Memecahkan Masalah Bersama
Masyarakat
Radio Scripts for Public Service Announcements on the Five ASUH Messages | X
Cassette Tape of Radio Rap Song: Call the Midwife in the First Week I
Jingle Bu Bidan Kunjungan Rumah Minggu Pertama
Poster — Give Only Breastmilk for the First Six Months I X
Berikan Hanya ASI Saja Sampai Berumur 6 Bulan
Leaflet - A Healthy Start for a Healthy Life I E X
Awal Sehat Untuk Hidup Sehat
Leaflet - Ask the Midwife to Come for a First Week Home Visit ' X
Minta Bidan Datang untuk Kunjungan Rumah Minggu Pertama
Leaflet — Let’s Work Together to Keep Newborns Safe, Too ! X
YUK, Gotong Royong Selamatkan Bayi Baru Lahir Sekarang Juga
Leaflet -The More Often You Breastfeed, the More Breastmilk You Will Have | X
Semakin Sering Menyusui, Semakin Banyak ASI Keluar
| X

Leaflet - The Sooner You Breastfeed, the Faster the Breastmilk Will Come Out
Semakin Cepat Menyusui, Semakin Cepat ASI Keluar
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Language On
CcD*

Materials for Mobilizing Communities

Leaflet — Babies are Healthy with Immediate Hepatitis B Immunization
Bayi Sehat dengan Imunisasi Hepatitis B Segera

Leaflet — Community Notification System
Sipen K-3

Community newsletter on mother and child health produced in Cirebon
Muslim Siaga

VCD - A Healthy Start for a Healthy Life: Breastmilk and Breastfeeding, and
Home Visit in the First Week
Awal Sehat Untuk Hidup Sehat: Air Susu Ibu dan Meneteki, & Kunjungan
Rumah Minggu Pertama

Script for Breastfeeding and Home Visit VCD
Judul: Awal Sehat dengan ASI saja
Judul: Kunjungan Rumah Minggu Pertama oleh Bidan Rini

Discussion Guide for the ASUH VCD on Breastfeeding and Home Visits
Panduan Diskusi VCD Awal Sehat Untuk Hidup Sehat (ASUH): Air Susu
Ibu dan Meneteki, & Kunjungan Rumah Minggu Pertama

Booklet — Iman’s Speech on Friday. Arif Mochtar, Agulani, Djarkoni,
Nasrudin S. eds.
Khutbah Jum’at

Materials Supporting District Health Office Capacity®

Rapid Observation Checklist for Post-Citra Diri Training of Village Midwives
Daftar Tilik Permantauan Pasca Pelatihan Citra Diri Bidan di Desa

Checklist of Questions for Observing a KN-1 and Postpartum Home Visit
Daftar Pertanyaan Pemantuan Kegiatan KN-1, 1-7 Hari Pasca Persalinan

Questionnaire for Clients of Village Midwives after the Citra Diri Training
Kuesioner Klien Bidan di Desa Pemantauan Pasca Pelatihan Citra Diri

® Some facilitators’ guides, technical information and special studies directly support the District Health Office

capacity, but are not listed here.
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Language On

CcD*
Materials Supporting DHO Capacity
Form — Home Visit for Babies 1 Day to Two Months Old I X
Formulir Bayi Muda Umur 1 Hari Sampai 2 Bulan
Form — Supervision of Village Midwives (Word, Excel, and Instructions) I X
Instrumen Supervisi Bidan di Desa — KIA 1-3
Mind the Gap — Problem Solving Tools — Steps to Solve Problems in the I X
Neonatal Home Visit
Mind the Gap — Langkah-Langkah Pemecahan Masahlah Pelayanan KN-1
Step By Step Problem Solving I X
Workbook on Problem Solving I X
Lembar Kerja — Problem Solving
Effective Presentations — Tips for the ASUH Team I X
Presentasi yangEffective — Tips untuk Tim ASUH
Baseline and Endline Questionnaires, Re-Interview Questionnaires and I X
Instruction Manuals
Quesioner KAP1 dan KAP 2, Quesioner Re-Interview dan Pedoman
Pengisan Quesioner
Baseline and Endline Raw Data from ASUH Survey I X
Data Baseline dan Final Survei ASUH
Improving the Safety and Effectiveness of Hepatitis B Immunization in I E X

Indonesia through Uniject™-Hepatitis B Introduction in D.l. Yogyakarta, East
Java, and West Nusa Tenggara Provinces, August 2000-July 2001 (Final
Report). Immunization Subdirectorate, Indonesian Ministry of Health and
PATH, July 2002
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Language On
CD

Studies Supporting ASUH

Program Evaluation

ASUH Baseline Survey. Ahmad Syafiqg, Sandra Fikawati, Bambung Iswantoro, | E X
Oktarinda, Yusron Nasution, Y.A. Setiadji, Regina Damayanti, Eko S.

Pambudi. Collaboration between the Center for Family Welfare, University of

Indonesia, and PATH, 2002

Final Report, Second Survey (KAP-2) for the Evaluation of the Awal Sehat I E X
Untuk Hidup Sehat (ASUH) Project in East Java and West Java. Collaboration

between the Center for Family Welfare, University of Indonesia, and PATH,

2003

Qualitative Evaluation of ASUH in West Java and East Java. Faculty of Public | X
Health, University of Indonesia, August 2003

Laporan Akhir Evaluasi Kualitatif Program ASUH di Jawa Barat dan

Jawa Timur

Midterm Evaluation of ASUH’s Social Mobilization in Core Villages. Ratna I E X
Pasaribu and team for PATH, June 2003

Midterm Evaluation MobSos Program ASUH — PATH, Propinsi Jawa

Timur dan Jawa Barat, Juni 2003

Positive Deviance Program Qualitative Evaluation. Ratna Pasaribu for PATH, I X
August 2003

Laporan Evaluasi Kualitatif, Program ASIH (Pendekatan Positive

Deviance)

Special Studies and Reports

Assessment of Clinical Skills of Village Midwives in ASUH Program I E X
Districts: July-October 2002. Dr. Tonny Sadjamin, Indonesian Pediatricians

Association, Department of Epidemiology and Biostatistics, Gadjah Mada

University, 2003

Economic Analysis of the Indonesian Village Midwife Program: Case Studies I E X
from Cianjur, Blitar, and Kediri Districts. Center for Health Research,
University of Indonesia, 2002

Pembiayaan Program Bidan di Desa: Kabupaten Cianjur, Kediri dan

Blitar, Pusat Penelitian Kesehatan, Universitas Indonesia, 2002
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Language On
CD

Studies Supporting ASUH

Cost of Treating Hospitalized Severe Pneumonia and Meningitis in Lombok,
Indonesia. PATH (forthcoming 2003)

Presentation-Incremental Cost Analysis of a Pre-filled Immunization Device E
for Delivering Hepatitis B VVaccine in Indonesia. Carol Levin, PATH.
International Health Economics Association Conference, 2003

Reducing Vaccine Freezing in the Indonesian Cold Chain. Indonesian Ministry E X
of Health, PATH, and Bio Farma. Meeting Summary and Recommendations,
7-9 August 2002

Use of SUSENAS (Economic and Social National Survey) Data in E
Comparison with the ASUH Baseline Data. Dariush Mozaffarian, April 2002

ASIH Pilot Project: Positive Deviance Nutrition Education and Rehabilitation E X
Session — Gekbrong Village, Cianjur, West Java. Final Report. Randa
Wilkinson, September 2003

Formative Studies

Key Findings from Focus Group Discussions in Cianjur, Julie Marsaban, 2001 I

Breastfeeding Practices, West Java. Ir. Ratna Pasaribu and Hendri H, 2002 I E X
Laporan Focus Group Discussion Praktek Pembirian Air Susu Ibu di
Jawa Barat

Breastfeeding Practices, East Java. Evi Martha, 2002 I E X
Laporan Focus Group Discussion Praktek Pembirian Air Susu Ibu di
Jawa Timur

Community Notification System, West Java. Ir. Ratna Pasaribu and Hendri H, I E X
2002

Laporan Focus Group Discussion Community Notification System dan

Dukungan Masyarakat di Jawa Barat
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CD
Studies Supporting ASUH
Community Notification System, East Java. Evi Martha, 2002 I E X
Laporan Focus Group Discussion Community Notification System dan
Dukungan Masyarakat di Jave Barat
Additional Analyses of Quantitative Baseline Data
Social, Economic, and Behavioral Factors Affecting the Neonatal Home Visit E X
on Java, Indonesia. Results from Baseline Survey Data. Kerry Bruce, April
2003
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ASUH Leaflets

Five leaflets in simple Bahasa Indonesia language were produced and distributed by PATH and MOH
partners to community members via village midwives, community facilitators, and social organizations.
Their purpose was to address the issues expressed by mothers and families; the simple language provides
information directly to the community and also guides others in how to communicate these messages
orally.

One leaflet on the home visit explains why it is important, what to expect (demand)
will happen during a home visit, and gives suggestions on how to be sure that the
village midwife knows about every birth no matter who assists the delivery.

« Minta Bidan Datang untuk Kunjungan Rumah Minggu Pertama
Ask the Midwife to Come for a First-week Home Visit

The leaflet on hepatitis B immunization addresses concerns

expressed by midwives as well as by families regarding giving an injection to a newborn
in the first week of life when s/he is still red. On the whole, parents trust the midwife’s
judgment; these leaflets are to support her confidence in explaining in simple language
why the immunization is needed and safe for a tiny baby.

« Bayi Sehat dengan Imunisasi Hepatitis B Segera
Baby is Healthy with Immediate Hepatitis B Immunization

Bayi Sehat dengan
Imunisasi hepatitis B
Seaera

A leaflet with the MNH siaga theme urges adding attention to the
newborn as well as to the mother.

« YUK, Gotong Royong Selamatkan Bayi Baru Lahir Sekarang
Juga
Let’s Work Together to Keep Newborns Safe, Too

The two leaflets on breastfeeding address mothers’ concerns that they do not have
enough breastmilk to meet their infants’ needs, whether immediately after delivery
or when the baby is older. The recently announced MOH recommendation of 6

' months’ exclusive breastfeeding is supported.

. Semakin Sering Menyusui, Semakin Banyak ASI Keluar
The More Often You Breastfeed, the More Breastmilk Will Come Out

« Semakin Cepat Menyusui, Semakin Cepat ASI Keluar
The Sooner You Breastfeed, the Faster the Breastmilk Will Come Out

B-1
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EXECUTIVE SUMMARY

Background

From August 2002 through September 2003, PATH’s ASUH Program and the Cianjur
District Health Office in West Java test-piloted a Positive Deviance Nutrition Education
and Rehabilitation Program (PD NERP) in Gekbrong Village. In addition to improving
the nutrition of malnourished children in the site, this pilot project had the following key
goals:

e Introduce the concept of Positive Deviance (PD) to Indonesia;

e Apply the PD nutrition education and rehabilitation model to a pilot area in
partnership with the District Health Office (DHO) and other existing health
structures; and

e Evaluate the outcome of the pilot project and provide lessons learned for its
continuation and for other PD NERP interventions in Indonesia.

The general strategies for achieving these goals were:
e Exchange professional knowledge and skills;
e Increase awareness at the village level of under-five malnutrition and PD
solutions;
e Give training at all levels of the health system to implement the program; and
e Provide technical assistance to the DHO during all stages of the PD NERP
implementation and evaluation.

PATH sponsored the project by providing two technical advisors, one specializing in
community development and communication with the government, and one specializing
in the application of the PD approach in nutrition programs. In addition, two short-term
PD experts provided targeted assistance.

The major program components consisted of:

e Selecting a site;

e Hosting a two-week Positive Deviance Workshop led by Jerry Sternin,
international expert on PD, with 19 people from international NGOs, USAID, the
Ministry of Health, and the DHO in Cianjur (Appendix 1);

e Training village health workers to carry out the various activities required to
design and implement a PD NERP;

e Facilitating village meetings and stakeholder meetings to inform the participants
of the progress and problems encountered each month;

e Providing technical assistance and support to the DHO staff, the Health Center
staff, and the village health workers (kader) in running the NERP;

e Developing and improving recording, monitoring and evaluation tools ensuring
participation from all the stakeholders;

e Enhancing the skills of the DHO to implement PD-based programs; and

e Involving the DHO staff in a national PD Network to share lessons learned in
Gekbrong and find out about other PD NERP in Indonesia.
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Results

The first nutrition education and rehabilitation sessions (NERS) were initiated in
December 2002 in two sites, with 22 malnourished children and their caregivers
participating. Both sites had four trained village health volunteers (kader) running the
NERS. Four additional NERS began in January 2003, four others in April and two others
in June for a total of 12 NERS sites in ten different parts of the village. A total of 124
children and their mothers or caregivers participated in at least one complete session of
the NERS. Among these children, 38 were severely malnourished and 86 were
moderately malnourished. On average, a third of the children gained 400 grams or more
during the 12 days of the NERS. This type of weight gain can be classified as catch-up
growth. At the completion of the program, a total of 19 children had graduated out of the
program by reaching the green area of the Growth Monitoring Chart (GMC) and staying
there, 10 dropped out, 9 children moved away, and 1 died of pneumonia. The qualitative
evaluation conducted in August 2003 found that most mothers knew the PD behaviors
and were trying to practice them at home. Children generally continued to gain weight in
the home sessions, although at a slower rate than during the NERS sessions.

Lessons Learned

PATH learned several key lessons while implementing this pilot project that should be
helpful in future efforts. First, support and involvement of the DHO was key to a
successful program. At present, this is the only PD NERP implemented in Indonesia that
works directly with the DHO. We found that the local involvement at all stages of the
training and implementation was essential for program success. However, daily
supervision and involvement from the health center would have improved the quality of
the program.

It was also apparent that close supervision and support from PATH and the DHO was
necessary for program success. The PD concept is simple, yet is very different from
common methods of program implementation in Indonesia. Constant reminders to follow
the method and not to revert to traditional ways of thinking and working were needed to
keep the program on track.

Workshops on specific areas where skills were weak was an important element of the
process. These workshops provided the village health workers with the opportunity to
improve their skills in running the NERS and increased their ability to communicate
effectively with their communities and with visitors.

Finally, patience and confidence on the part of the technical advisors to allow the
community to identify their own problems and solutions ensured the program truly
belongs to the community and can be maintained by the community.
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Next Steps

An exciting outcome of this pilot project was the extraordinary level of enthusiasm
shown by the head of the DHO and the head of the district nutrition office. Their
involvement in the implementation of the program NERP ensured a quality program that
was accepted by the community. Their belief in and eagerness to use the PD approach
with other health problems that face their district provides a unique opportunity to work
directly with the government to use PD to address other problems.

Since the very beginning of the first NERS, the communities have known that PATH
cannot continue its support after September 30, 2003. The communities have sought other
sources of support, and at present, have identified a Japanese Pharmaceutical Company
and an alumni association, Panca Sila Minu, to provide ongoing assistance.
Unfortunately, these donors want to support the program with donations of commodities
that do not correspond to the PD food or PD approach. The community health committee
recognizes this and is deciding how to best use the contributions and continue with the
program.
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OVERVIEW OF PROJECT

Positive Deviance (PD) is an “assets-based” approach to problem solving, capacity
building, and community empowerment. It focuses on using existing resources within a
community to impact health and well-being. The PD approach identifies already-existing
solutions to community problems, and then ensures their broader replication. Using a
positive deviance inquiry (PDI), a community first investigates what enables some people
— positive deviants — to find better solutions as compared to their neighbors who have
access to the same resources. It is the community which discovers the uncommon
practices or behaviors related to solving the problem they have identified.

The actual intervention provides a forum for other community members to “practice” and
adapt the strategies of positive deviants. Thus, PD facilitates the identification and
replication of behaviors that already exist in the community, even before addressing the
complex underlying causes of social problems. By capitalizing on already-existing
resources and solutions, PD differs from the traditional “needs-based” approaches, which
have encountered problems of sustainability and scale-up. In nutrition programs, learning
and practicing PD behaviors leads to goals of rehabilitating poorly nourished children,
sustaining their nutrition, and preventing future poor nutrition by actually changing
behavior.

PATH’s ASUH program implemented the PD approach to problem solving, capacity
building, and community empowerment in nutrition in Gekbrong Village, Cianjur
District, West Java. The community named this program “ASIH” (Anak Sehat, Ibu
Hemat - Healthy Child, Thrifty Mother). This pilot project ran from August 2002 to
September 2003.

The PD Nutrition Education and Rehabilitation program (NERP) differs from traditional
rehabilitation programs in that it requires each mother to bring specific food contributions
identified as uncommonly used but inexpensive and locally available. Each day, for two
weeks, the caregivers bring a small quantity of the PD food and take turns preparing the
meal. This unique component of the feeding program gives each caregiver the
opportunity to practice acquiring new foods that are not routinely used in her household,
and to practicing how to prepare the food. The recipes for the NERP use PD foods in
addition to other healthy, low-cost, locally available foods (see Appendix 2 for
examples). The mothers cook together for two weeks and practice the new food
preparation and feeding behaviors identified during the positive deviance inquiry. This is
then followed by two weeks at home where mothers and caregivers try to continue these
new practices on their own.

Children are weighed on the first and last day of the nutrition education rehabilitation
session (NERS) to monitor how the child is growing, and then again during the home
practice time when the monthly posyandu growth monitoring session occurs. If the new
behaviors are being practiced correctly at home, weight gain will occur during the two
weeks of home practice as well as during the NERS. The goal is to have weight gain of
400 grams or more in a one-month period, which represents catch-up growth for
malnourished children.
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PROGRAM COMPONENTS

Site Identification

Gekbrong village was chosen by using existing DHO data in one ASUH project district
(Cianjur) to identify villages with nutritional problems among children under five. Three
possible sites were identified, all of which were within four hours of Jakarta and had
reasonably good access for on-going technical support and for the smooth facilitation of
the training workshop. Discussions with representatives from all three villages led to the
selection of Gekbrong because of the high level of interest shown by the DHO, the health
center, and the village leaders. The actual prevalence of malnutrition in this village was
only 21.5% (Appendix 3), which is slightly lower than the 30% generally recommended
for PD NERP programs.

Positive Deviance Workshop

A major component of the pilot project included the experiential training of 25 potential
PD facilitators in a two-week PD workshop using Gekbrong as the test site to practice all
the components of the process. The participants were from six NGOs, staff from
government health offices, and donors. Involvement by the kaders (village health
volunteers) from Gekbrong village in the training and the process assured participation by
the village and also provided them with exposure to the PD approach of self-discovery.
Rather than the traditional lecture classroom experience, this learning by doing technique
of training provided the participants and kaders the opportunity to actively practice
facilitation and to interact with the community on PD activities by actually doing them.

Building Capacity at District, Health Center, and Village Level?

The two-week workshop was sufficient time to lay the groundwork, however, additional
work was required to fully establish the program. Following the workshop, PATH and
the DHO repeated and reinforced many of the initial steps taken in the workshop in order
to ensure that the program was set up properly. Several meetings were held with the DHO
to plan the repeat weighing all of the children under five and the positive deviance
inquiry (PDI), and to understand the training needs of the kader.

An additional activity related to developing the menus for the program. The menu
requirements depend on locally available, inexpensive foods identified during the

positive deviance inquiry as well as additional expert adjustments made by nutritionists to
ensure that the cooked meals contain 600 calories and at least 20 grams of protein for
each child. These meals also need to be within the limited stomach capacity of a
malnourished child (Table 1).

1 30% global malnutrition is generally recommended because the improvement in nutritional status is more
apparent to the participants and community and improves community support for the program.

2 For a list of all training sessions provided as part of this pilot project, please see Appendix 4.
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Table 1: Stomach Capacity of Children 6-23 months®

Well nourished: The meals for the PD NERP
6-8 months 249 g are modified to suit the tastes
9-11 months 285 g and customs of each
12-23 months 345¢ community without

Growth retarded: compromising the quantity of
6-8 months 192 g protein and calories.
9-11 months 228 g

273 ¢

12-23 months

Identification and training of those kaders willing to participate in the NERS was carried
out during September 2002 and refresher training was provided on the positive deviance
approach and the PDI *. The PDI that had been tested during the August workshop was
refined by a PATH consultant, the DHO nutritionist, and several kaders, and then
repeated during October 2002. The second PDI revealed that good feeding practices
included feeding the child three or more times per day, feeding healthy snacks between
meals and feeding a variety of foods with protein. Other good practices were also
identified (Table 2).

Table 2: Successful Practices of Poor Families with Well-Nourished Children (from the
PDI, October 2002)

Good Feeding Good Caring Good Health Good Hygiene
Practices Practices Practices Practices

= Breastfeedingupto | = Breastfeedingthe | = Treatmentgivenas | = Child given bath

2 years baby whenever she soon as the child is at least twice a
= Feeding the child 3 wants sick day

to 5 times a day = Mother or = Hand washing
= Feeding the child caretaker before eating

vegetables (grandmother/
= Feeding the children aunt, sister) gives

tempe, tahu, egg, full care to the

dry shrimp (rebon) child

or fish at least 1-3

times a week

= Feeding the child
healthy snacks
between meals

* WHO, Complementary Feeding of Young Children in Developing Countries: A Review of Current
Scientific Knowledge, 1998, WHO: Geneva, p.61.
* For an outline of the Training Agenda, please see Appendix 5.
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At the same time, a number of poor or, in some cases, harmful practices were also
identified. These included early introduction of complementary foods, long periods with
no food intake, lack of variety in the diet and other factors (Table 3). Both the positive
and negative findings were discussed extensively with the DHO and the kaders so they
would understand the behaviors that needed to be changed and those that needed to be
replicated.

Table 3: Poor or Harmful Practices of Families with Malnourished Children (from the
PDI in October 2002)

Poor Feeding Poor Caring Poor Health Poor Hygiene
Practices Practices Practices Practices
= Colostrum not = Lack of interestin | = Child not treated = Child given
given to the baby child care by when he/she is a bath only
= Baby given solid adult or caregiver sick once a day
foods too early (1-3 in the house = Only water given
days after birth) =  Child eats meal when the child is
= Feeding child a by him/herself sick
meal only once a
day

= Feeding the child
only rice and salt

= Period of no
assured food intake
too long (07.00
t013.00)

In order to ensure that all the participating kaders had good technical skills in weighing,
and recording data, a refresher workshop was conducted in November 2002. The head of
the district nutrition department led a two day training for 37 kaders to practice these
skills and also to learn more about nutrition counseling for mothers.

On December 15,
2002, the first positive
deviance program
training began for 10
kaders in the part of
the village called Loji.
~ This training was
immediately followed
by the first NERS
which began in the
same area in two
locations with 22
children and their
caregivers.
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Training for the next four NERS areas was held during January 2003, and these NERS
began with a total of 42 malnourished children participating. Each NERS had a total of
four kaders managing the activities.

Table 4: NERS Protocol

1. Collect contributions

2. Two mothers cook after washing their hands with soap
3. Weigh the children the 1% and 12" day of the NERS
4. Attendance chart

5. Ask “Why are we here?”
6. Song, prayer, game

7. Wash hands with soap — both children and mothers and kaders!
8. Active feeding

9. Health messages

10. Meal contributions for tomorrow and who will cook tomorrow?

The months of February and March 2003 were spent evaluating the initial NERS,
adjusting and improving the NERS protocol (Table 4), and providing a refresher training
course for the kaders.

A training of trainers was done for the district health staff to enable them to provide
training for kaders on how to implement a NERS. These trainers then trained two batches
of kaders on NERS implementation. Training classes were kept small in order that
everyone could actually participate, rather than observe the activities.

From April to June 2003 the ASIH program expanded into four new areas of the village
using kaders trained by the district health staff. At the same time, PATH continued
monitoring the initial six NERS programs. As with all pilot projects, adjustments and
flexibility were required to adapt the program to the actual environment of each hamlet.
Based on experience with the early NERS sessions, the team was better able to prepare
for and implement the new NERS.

At the end of PATH/USAID funding in September 2003 a total of 125 children were
participating in 10 NERS sites.

11



Attachment C

Public Awareness/Community Empowerment

A monthly meeting was suggested by the head of the DHO as a tool to keep everyone up
to date on the progress and problems encountered by the program. This meeting was
crucial to the ongoing involvement of key leaders and gave the kaders a forum to share
their work and experiences with the other stakeholders. Participants included the DHO,
staff of the health center, the village health committee, religious and village leaders, and
the kaders.

During these monthly meetings, problems were discussed and reviewed in small working
groups. This venue also provided the kaders with an opportunity to broach delicate issues
such as the lack of support for the posyandu from the health center and to show their
creativity with their new songs written especially for the NERS (see Appendix 6). This
meeting was also used to plan the kaders’ participation in the August 17, 2003,
Independence Day parade. Twenty kaders marched during the parade with a banner with
the words ANAK SEHAT, IBU HEMAT.

BORAM PENDIDIKAN DAY ‘ LIHAN
B CANAK SEHAT By e
._#T‘:F‘\lck l\ﬁn . -'.-‘Hur_l-;*”'!...l ,_;__, K. ”"ﬂh

= % a -

e ‘f
-

Community spirit ran high during these meetings and many subjects and problems were
aired. One of the main challenges addressed by this meeting was how to improve
posyandu attendance. As a result of group problem solving at the monthly meeting, one
solution that was implemented was to hold a competition with a monthly prize awarded
to the best posyandu.

The village health committee also decided to supervise the running of each NERS; a sub-

committee of three will visit each NERS at least once per session starting in October
2003.

12
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Technical Assistance®

To provide ongoing technical assistance during this pilot, ;pOS:“Ve DetV:ance is ahuf‘iqt‘ﬁet .
PATH hired two long-term advisors as well as short-term | S€VeloPmentalapproach in fat itis
. . i ; the community (rather than the
advisors working on specific parts of the project. Jerry external “expert’) which assumes
Sternin, a recognized expert in PD methods, assisted with | responsibility for all aspects of the

the site selection, led the PD training workshop, and program. The over-arching

visited Cianjur two more times over the reporting period F’”'?Ctip'a' role (F’)f[;ecmica'
to provide guidance. Additional opportunities for assistance In a ¥ 2 program,

. . . . therefore, is facilitation.” Jerry
technical assistance came through collaboration with Sternin

Save the Children-US; PATH advisors and district health

staff attended two workshops on menu preparation and the socio-psychological aspects of
the NERS.

Because PD is based on the principle that the answers to problems are to be found at the
local level, most of the technical assistance took the form of reminding the community
that the answer was already there. International experience shows that for persons
accustomed to an “experts approach,” this concept is very easy to grasp, and constant
deference to the consultants and advisors was hard to break. The district health nutrition
officer was quick to learn this approach, and his patient and gentle method of facilitation
with the community proved invaluable to the success of the project.

Monitoring and Evaluation Methods

Monitoring the NERS required the collection of several different types of data including
attendance, contributions, weight gain, and meal consumption. The attendance chart,
originally developed in India, was enthusiastically adapted to the NERP in Gekbrong.
Each day the participating caregiver draws a part of a figure. The head represents Day 1,
the left eye Day 2, and so on until a stick figure waving a flag is complete on Day 12. If
a day is missed, the figure will be incomplete.

Daily contributions were monitored in the beginning but this was stopped in most of the
12 NERS sites since some mothers said they could not bring contributions and were
embarrassed by the monitoring chart. Discussions about the chart’s results showed that
the importance of bringing contributions was not clearly understood by the kaders or the
mothers. The kaders were not comfortable explaining why contributions were necessary,
and the mothers did not know that they could bring just a small amount of the PD food.
In May 2003, the problem was highlighted and each kader and mother was reminded why
contributions were essential to the weight gain of the children — practicing new behaviors
includes obtaining PD food.

Weight gain was recorded at the NERS (Day 1 and Day 12) and at the posyandu. Weight
was noted in three places: the child’s Road to Health card (Kartu Menuju Sehat or KMS),
the NERS book, and on the large wall chart in the NERS site. One of the health lessons
the district health nutrition officer gave was how to read the KMS graph. Mothers and

® For a list of all of the people on the ASIH team, please see Appendix 7.
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caregivers learned about their child’s nutritional status and became interested in the
weight results of their child. When asked, caregivers could tell how much their child
weighed and if s/he had gained weight. Because weighing is so important to measure the
progress of the NERS participants, weighing at the posyandu also took on more
significance for the rest of the children in the community.

In Indonesia, the KMS graph demarcates good, moderate and severe malnutrition at
different levels than the more traditional measure using “z scores”. KMS cards generally
overestimate the levels of malnutrition. These discrepancies led to confusion about
participation criteria, graduation criteria, and nutritional status. The DHO nutrition officer
decided to use the KMS in the field, and the z-score for statistical data and analysis.

Meal consumption was initially recorded using pie diagrams to record how much of the
meal each child ate. When the mothers saw that finishing the entire meal was important,
some would not feed their children the home meal beforehand so that they would eat
everything at the NERS. The NERS meal is intended to be a supplement for catch-up
growth. Because this monitoring tool was counterproductive it was discontinued almost
immediately.

An outcome of the increased attention to weighing was the focus on the weighing skills
of the kaders and the performance of the posyandu. Monitoring posyandu attendance has
became a target for the areas of the village participating in the ASIH program. Training
for kaders on how to create pie charts resulted in each posyandu having a pie chart
showing the nutritional status of the children under five in their area each month. This pie
chart also shows the attendance rate. Communities continue to try new strategies to
increase posyandu attendance

Strengthening the Health Infrastructure at the Posyandu Level

In Indonesia, the posyandu is a community-based initiative to monitor growth of children
under five and provide basic health education information. When a qualified health
worker (midwife or nurse) attends the posyandu, immunization and consultations for
pregnant women are also part of their activities. But the posyandu is staffed by
volunteers, and health workers from the health center do not always attend their sessions.

The posyandus in Gekbrong are currently ranked at the low end of the DHO’s posyandu
performance scale. Although mothers receive some counseling, it is sporadic and in the
crowded larger posyandu sessions, usually very brief. This issue was raised during the
monthly village meeting, and the community continues to work on a solution to this
problem. Those posyandus that do run more smoothly and incorporate nutrition
counseling have been asked to describe what they are doing. The next step is to have
kaders visit each other’s posyandus, employing a positive deviant methodology to
improve posyandu performance.

One important element that was missing was the health center involvement in the NERS.

Although Gekbrong has a resident midwife, she works out of the health center and covers
several villages. Her time is thus very limited. She was not involved in the initial training

14
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and has not been particularly active or apparently interested in joining in the activities.
The health center’s community health worker also has limited time and was not part of
the initial training. The health center nutritionist was away on a one-year training course
during the program and returns in October 2003. The person covering for the nutritionist
was generally not available. Because of the lack of staff at the health center level, the
DHO staff were called upon to support the program.

Capacity Building for all Stakeholders

The objective of capacity building is to provide the necessary training, tools and practice
opportunities to those involved in the implementation of the program. PATH’s task of
building DHO capacity to train and run this pilot project was made substantially easier by
the leadership and facilitation skills of the district health nutrition officer. He is
committed to the PD principle of community discovery and ownership, and his patience
and ability to help people learn on their own has provided immeasurable value to the
whole process of training kaders, health center staff, and his partners at the DHO.
Exposure to the international community with the many visits by various international
NGOs, donors, and the Ministry of Health has increased his ability to represent the ASIH
program.

Building the capacity of the kaders has proved more challenging. Their skills and
knowledge have increased, but support and encouragement by the DHO or health center
are necessary to keep them motivated. As the PD model affirms, behavior change
requires practice, and old habits require intensive attention to avoid returning to them.
The running of the posyandu is an example of this challenge. Although the kaders have
been trained and have role-played nutrition counseling, if they are not reminded the day
before the posyandu takes place, and if there are not DHO staff there to support them,
little counseling or even information sharing is given to the mothers about their child’s
nutritional status and change from the previous month. Capacity building in this area still
requires significant input.

Positive Deviance Network

The Positive Deviance Network was originally started by Save the Children as a support
group for brainstorming and discussion of common problems. This network has grown
into a cohesive and well-organized group interested in promoting PD and willing to share
their materials with the other international NGOs and local NGOs.

Participation from the Cianjur DHO nutrition officer in the network contributed to a
better understanding of the government perspective and the constraints they face. His
insight into how the health system works has encouraged other members of the PD
Network to include the district health office as partners in their plans for expansion.
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RESULTS

The progress of the ASIH project was monitored each month through posyandu
attendance, the children’s weights, ASIH attendance, the ASIH monthly village meetings,
and review meetings between PATH advisors and the DHO. Evaluation of the ASIH
program covered both quantitative and qualitative aspects of this pilot project.

Quantitative evaluation was based on the weight gain of the participants and the change
in nutritional status based on the z-score. Of the 94 undernourished children who
participated in one or more rehabilitation sessions, the 35 severely malnourished children
made even better average gains in weight for age (as measured by Z-scores to standardize
to expected age-appropriate weights) than the 59 moderately malnourished children. Of
the children who entered the program with documented malnutrition (weight-for age Z-
scores [WAZ] less than —2.0), 11% “graduated” into an acceptable weight-for-age class
(at three consecutive weighings) and an additional 10% achieved “good” weight-for-age
at one or two sessions at least. Within a few months, a substantial number of children in
the severely malnourished group achieved weight gains sufficient to move them up to the
“moderate” malnutrition category (Figure 1).

Figure 1: Changes in Nutritional Status for Positive Deviance Program Participants,
Gekbrong, January-August 2003 (n=94)
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An analysis of 40 children who participated in six consecutive NERS sessions was done
using the General Linear Model (GLM) for Repeated Measurement using SPSS 11. The
results showed that there was steady weight gain for the participants over time (Figure 2).
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Figure 2: Average of Weight-for-Age Z-score for Poorly Nourished Children in PD
Sessions, Gekbrong, Cianjur 2003 (n=40)
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Ideally children would not need to participate in six NERS sessions in order to graduate
from the program, but for some children who were only moderately malnourished, weight
gain to the optimum level may have taken longer. In general, home practice sessions
showed less weight gain than the NERS sessions. This finding needs to be followed up at
the field level, because it may indicate that caregivers are not truly practicing the
behaviors at home.

In a preliminary analysis of data from the better established PD groups (ones that held at
least seven sessions), 90% of those children who attended all sessions experienced at
least some WAZ gain, while those who had incomplete attendance (missing one or more
session but returning) and those who dropped out (missing at least two sessions and not
returning) had somewhat lower proportions with increased WAZ scores (83% and 79%,
respectively).

A qualitative evaluation was carried out in August 2003 using focus group discussions
and in-depth interviews of the various stakeholders to collect information. The
instruments were developed after discussions with the PATH PD consultants and the
DHO nutrition officer. The results were presented to the community during the
September 2003 monthly meeting.

The qualitative evaluation found that behavioral changes reflect what was promoted as a
result of the PDI, with caregivers providing more frequent meals each day, better quality
snacks, and hand washing with soap before eating. During one visit to a NERS, a mother
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was asked what she does differently now after participating in the NERS. She told the
evaluator how her family had been practicing behavioral changes at home. For example,
one of the menu preparation recommendations given to mothers to increase the number
of calories was to add a spoonful of oil used to cook the tempe or dried fish to the rice.
This mother tried this at home and said that her husband tasted it and told her to continue
adding the oil for his rice too. Another mother stated, “Before we joined ASIH, if (my
son) washed his hands, he just washed his hands. Now, he asks for soap. It is the child
who asks, so we remember, because the child is asking.”

Another key finding from the evaluation was that participants had increased the variety of
their diets and made more nutritious meals. The DHO nutrition assistant noted, “In the
past, they ate rice with only one other ingredient, for example, small dried fish. Now they
add tofu or “tempe” and vegetables to every meal. In the past, when mothers included
vegetables in their dishes, this was usually a soup with few vegetables. Now they
understand vegetables to mean whole green and yellow vegetables, so, we have changed
their understanding.”

COST-SHARE CONTRIBUTIONS

The stakeholders involved in this PD NERP pilot project each contributed to the
activities. The DHO contributed vehicles and significant personnel support, including
90% of the time of the district nutrition officer and time contributions of many of his
staff.

The community contributed cooking oil and rice for the NERP meals. In some
communities, fish, eggs, and chicken were donated by wealthy members of the
community. PATH subsidized the NERP meals only to the extent required to
complement the community and participants’ contributions. PATH’s contributions
amounted to approximately $12.00 per month.

The health center and the community decided to waive consultation fees for participants
in the ASIH program.

LESSONS LEARNED

Gekbrong was an ideal pilot site in many ways: the community was motivated and
willing to share their time and resources, the DHO strongly supported the project, and the
location of the site was within 30 minutes of the DHO in Cianjur. However, the
prevalence of malnutrition was lower than the recommended 30% among children under
five. This lowered the impact of the PD approach because the majority of the children in
this village were already practicing successful behaviors. Thus the PDI found common
behaviors rather than unique behaviors practiced by a few who thrive despite difficult
conditions.
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As mentioned previously, active involvement of the health center is imperative for the
success and sustainability of the NERP. This was a weakness in the Gekbrong pilot
where the health center staff were not truly engaged. For future programs, a criterion for
choosing villages should include health center staff availability and interest in the
program.

Accurate village records of births and deaths would greatly enhance the baseline data and
help to ensure an accurate determination of the nutrition status of children. By improving
the village records, the community would take responsibility for this information and not
need to rely on the health center for data information and interpretation. Having access to
basic vital registration information in the community would increase feelings of
ownership of the information. This is an area to be improved in the next stages of
implementation in Gekbrong and addressed during the early stages of training in new
locations.

Community-wide meetings involving all the members of the village were suggested by
one of the PD advisors and were part of the introduction of the program during the PD
workshop. Traditionally in Indonesia in order to hold such a meeting, the people calling
the meeting (the village office, the health center, or PATH) should pay for transportation
of the participants and provide drinks and shacks at the meeting. The costs involved with
this type of meeting make it prohibitive for communities to organize themselves. The
idea of meeting for the sake of the community and the children in the community is an
issue that was never successfully resolved. Village-wide meetings or even meetings in
sections of the village would address the problem of information sharing and raise
awareness of the activities of the NERS. These meetings would also strengthen the
ownership of the project by the community. By involving the whole community, many
issues that the kaders and participants face could be addressed. Issues such as posyandu
performance and attendance, daily participation in the NERS, daily contributions,
identifying new participants, location of the NERS, and involvement of the fathers in the
nutrition activities could be discussed at these meetings.

The issue of stipends for persons running the NERS is another issue that needs attention
at the outset of a program. Posyandu kader are volunteers in Indonesia and receive no
stipends for their work. The NERS is a time and labor intensive program that takes
significant time away from other economic opportunities for these women volunteers.
How the community, the health center or an organization will compensate them needs to
be discussed and decided at the outset of a project.

CONCLUSIONS

The goals of PATH’s pilot positive deviance nutrition education and rehabilitation
program were to introduce the PD concept to Indonesia, to pilot the PD approach in
cooperation with the DHO in one area, and to evaluate the outcome of the pilot and
expand on the lessons learned. These goals have been met in the PD pilot project in
Cianjur district. PATH was able to host the workshop that has spawned a wide interest
among international NGOs who are using PD in their programs all over Indonesia. The

19



Attachment C

Cianjur field site has received visits from five international NGOs, Department of Health
officials from the central government, and donors. The DHO was a key partner in the
process and is set to replicate the process on its own using its own budgets for the future.
Finally, a qualitative and quantitative evaluation of the project that revealed both positive
areas and challenges to be addressed for future programming was completed and the final
results were widely disseminated to members of the PD network and other interested
parties.

Learning to solve problems using the PD approach has also improved posyandu
performance and addressed other issues such as participation and sustainability of the
program. Because PATH will no longer provide the technical support, and future funding
was unclear, the community took the lead in finding solutions to providing the necessary
food to supplement the contributions brought by the mothers. Their system of rice
collection to pay for health or funeral costs has been expanded to help cover costs
involved with the NERP.

Although it is too early to tell whether the ultimate long-term objective of the NERP—the
prevention of malnutrition—has been achieved, the data provide evidence that the first
two objectives of the PD NERP, rehabilitation and sustained weight gain, have been
successfully achieved for the majority of the participants. Prevention will not be
measurable until two to four years from now when the next generation of children are
born and reach the vulnerable age of two to five years old.
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APPENDIX 1

Participants in Postive Deviance

Training of Trainers, Cianjur, August 2002

Dr. Endang Widyastuti
Dr. Daunwati

Dr. Jack Pradono Handojo

Sam Nuhamara

Drs. Isrowandi B.W. MPH

Hastin Atas Asih

Evie Woro Yulianti
Vanessa Dickey

Dr. Alphinus Kambodji
Khatib A. Latief
Nukman Basyir Affan
Pajarningsih

Damaris Tnunay

John Kennedy

Yayat Hidayat

Nanang Sunarya, SKM
Eko Prihastono
Martini

Jonathan Ross

World Vision International

World Vision International

Project Concern International

Project Concern International

Project Concern International

Mercy Corps International

Mercy Corps International

Mercy Corps International

Save the Children

Save the Children

Save the Children

Save the Children

Catholic Relief Services

PATH

PATH

District Health Department Cianjur
Directorate of Community Nutrition, MOH
Directorate of Community Nutrition, MOH
USAID Jakarta
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Appendix 2

Positive Deviance Inquiry Results, Gekbrong Village, October 2002
Practices Identified Through Home Visits

Key Practices from the PD Families

1. Feeding practice:
e Feeding the child 3 to 5 times a day (rice, salty fish, and vegetables in general;
tempe, tahu, egg, dry shrimp or fish twice or three times a week).
e Feeding the child good snacks (chilok, bala-bala, kue jala, krupuk or sukro)
sufficiently in between meals.

1. Caring practice:
e Mother or caretaker gives full care to the child.

2. Health practice:

e Treatment or care is given as soon as the child is sick, either by traditional
healer or at the Puskesmas.

3. Hygiene practice:
e Child is given bath at least twice a day.
e Hands are washed before eating.

Foods

The teams generally did not identify any “uncommon” food among the PD families.
However, one family put “trasi’” (fish or shrimp paste) in their meal because the
mother said it increases the children’s appetite. The ingredients in “trasi’ and their
impact might be worth checking.

Other Results of Analysis:

All above key practices are unique to PD families; families with poorly nourished

children do not have these behaviors. It is recommended that these practices be

promoted to those families.

e Almost all the children in this area are dependent on snacks, especially between 7
a.m. and 2 p.m., when the majority of their parents are working in the field.

e Improving the ingredients in snacks might help increase caloric intake.
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Weight Results for Children Under Five, August 2002, Gekbrong Village, Warung
Kondang Sub-District, Cianjur District, West Java Indonesia

Name of Malnutrition Status Total Global %

Areain Good Mod. Sev. Malnut. | malnour.

Village Mal Mal

Lapang 24 14 - 38 14 36.8

Gekbrong 45 10 - 55 10 18.2

Tabrik 63 14 - 77 14 18.2

Pasir 48 14 2 64 16 25

Buntu

Babakan 72 24 - 96 24 30.2

Loji 42 24 9 175 33 18.9

Pasir 61 11 - 72 11 15.3

Tulang

Pada 107 15 - 122 15 13.4

Beunghar

Kebon 66 17 - 83 17 20.5

Kondang

Cimadu 56 4 - 60 4 0.7

Total 684 147 11 842 158 18.8
% 81.2 215 1.3 100 18.8
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Appendix 4

Project Training Events

Initial PD Training of Trainers Workshop: August 2002
Refresher PD course for Kaders: October 2002
Growth Monitoring, Recording and Counseling Workshop: November 2002
NERS Training: Loji - December 2002
Babakan, Kebon Kondang, Lembur Tengah — January 2003
Pasir Buntu - February 2003
Cimadu, Tabrik. Gekbrong - April 2003
Pada Beunghar, Lapang — June 2003

Refresher Kader NERS: March 2003

Training of Trainers for District Health Staff to implement the NERS training:
August 2002

Training for kaders on meal preparation and content calculations: May — July 2003

Meeting to share posyandu nutrition status results and training in pie diagram
presentation: August 2003
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Appendix 5

Outline of the NERS
Four-Day Training Session for Kaders

Day 1-Morning

Introduction to the Week’s Schedule
Participant Introductions
Review of PD
1. What is PD?
2. What are our goals of the NERS?
a. Rehabilitate malnourished children
b. Sustain their weight
c. Prevent malnutrition in our community
3. What are the PD behaviors identified in our community?

Review of Weighing and Record Keeping
1. Everyone should practice weighing
2. Everyone should practice record keeping
a. Reminders:
Clothing, no shoes
b. Readjustment of scales to 0
3. Dialogue to mothers of undernourished children
a. Write the script for invitation to NERS
b. Role play/practice with each other

Review of NERS Schedule and Protocol

1. Essentials — CONTRIBUTION
a. Decide the rules for missed contributions and/or attendance
b. Egg contribution schedule

Reminder: NERS is a supplemental meal, not a substitute meal

Daily attendance commitment

Menus

Daily schedule; time, length of daily NERS, review of protocol

Messages/PD concept and daily behavior change to be practiced

Split into groups to come up with several PD messages and practice leading the

discussion

6. Songs and developmental activities to start out the NERS each day

Record Keeping Posters: PD Findings, Attendance and Contributions

8. Home Visits-objectives of home visits-1 form for recording observations, advice
given, questions asked from the mothers

9. Snacks? Demonstrate preparation and contribution

arw

~
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Day 1-Afternoon

Village Meeting
Review PD for Village Leaders and other stakeholders
Explain and list PD Inquiry findings found in the community
What some families are doing to keep their children well nourished
Growth Monitoring Session reminders to the community
NERS Session beginning next week, this is a supplemental meal, NOT a substitute meal
How can you help?
NERS schedule, requirements for the caregivers
Invitation to visit during NERS
Contributions of participants

Day 2-GMS Morning

Weigh children

Record keeping for growth monitoring

Counseling, sharing the information of each child’s status with the caregiver
Analyze the GMS and identify possible participants for the 1st NERS

Record name, date of birth, parents’ names, address, nutritional status in NERS
Monitoring Book

Day 2-Afternoon
Meeting with kaders
1. Review of GMS Information, nutritional status, location of each child who is
malnourished, selection of participants
2. Logistics of NERS
a. Where is each NERS located - review of participants identified in the morning
b. Defining everyone’s roles, responsibilities
c. Menu Schedule, Contribution Schedule
d. Equipment required
Cooking equipment
Bowls, spoons, cups brought from home
Soap, basin and cup to pour water
Food scale, calculator
e. NERS Record Keeping Notebooks and pen for protocol, participants’
information, weight recording, health observations, contribution schedule,
menu and quantities, activities
3. Food contribution from mothers PLUS contribution from village (mothers -
protein, vegetables; community - rice, oil, spices, sugar, fuel for cooking)
4. Snacks instead of meal
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Day 3-NERS Dry Run

Review of food contribution, meal preparation and cooking
Menu creation based on PD findings
Weighing ingredients, cooking, calorie and protein calculation

Record Keeping
1. NERS Record: Name of Child, Name of Mother, Address, Date of Birth, Age in
Months, Weight of Child at the GMS, 1% day of NERS, 12" day of NERS, Health
Status-Observations
Attendance at NERS
Contribution
Menus
Health messages, discussions

SARE A

Posters: Paper and Markers for Posters

Roles, Responsibilities of Cadres
1. Recordkeeping
2. Supervision and instruction about meal preparation and amounts
3. Active feeding
4. Health topics and discussions

Roles, Responsibilities of Mothers/Caregivers
1. Bringing PD food
2. Cooking
3. Active feeding

Next Day’s Meeting with NERS Participants
1. Explanation of NERS; role play invitation, why attend NERS, requirements for
attending NERS (attendance, food contribution, cooking)

Day 4-NERS Participants’ Meeting (Mothers or Careqgivers)

Introduction to PD Concept and the NERS, Protocol

GMS card review

Decide about time of NERS

Reminder this is a supplemental meal, not a substitute
Contributions reasons why everyone needs to bring food

Discussion of 1* menu and who will contribute what and how much
Attendance

Other activities
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Appendix 6

Song for Children Under Five

By Bp Melamas and Ibu Samirah

Mars Balita

March for Children <5

Saya dengar, saya lupa

Saya lihat, saya ingat

Saya pewgang, saya bisa

Saya praktekkan, saya mengerti

Berduyun-duyun ke ASIH
Bergotong-royong bersama
Membawa bahan makanan
Mempraktekkan prilaku baru

Berduyun-duyun ke ASIH

Bergotong-royong bersama
Membawa bahan makanan
Meningkatkan gizi balita

Jagalah kesehatan
Demi masa depannya
Anak Sehat 1bu Hemat
Itulah pedoman kita.

If I hear | forget

If I see | remember

If 1 hold I can

If I practice | understand

Let’s get together at the NERS
Let’s self help together

Bring food ingredients
Practice new behaviors

Let’s get together at the NERS
Let’s self help together

Bring food ingredients
Increase U5YS’ nutrition status

Keep them healthy

For the sake of their future
Healthy Child, Thrifty Mother
That is our principle.

Salamat sore Pak, selamat sore Bu,
Salamat sore kawan kawan ku
Kawan semua, peserta ASIH,

ASIH di desa kita.

Mari belajar bersama-sama
Membawa bahan untuk makanan
Mari belajar barsama-sama
Mengejar cita bangun negara
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Appendix 7

ASIH Project Team

PATH PD Advisors
Isrowandi Buonowikarto, Drs., MPH
Randa Wilkinson

District Health Office
Nanang Sunarya, Head of Nutrition
Lina Herlinayati, Nutritionist
Nur Saji, Nutritionist
Hendar Kusdinar Community Health Staff
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ASUH Partnerships: MOH-PATH
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