[bookmark: _Toc365013554][bookmark: _GoBack][image: ]Session 1: Introduction to Maternal and Newborn Health
Session Rationale  
This session introduces maternal and newborn health (MNH), including the global situation, progress toward global goals, the country-specific situation, national program objectives, the Peace Corps country framework, and Volunteer contributions. The continuum of care, a core principle and schema for understanding MNH over time and at different levels, serves as an advance organizer to enhance learning, helping participants to visualize Volunteer roles and activities. This session introduces other key definitions and concepts, such as the “three delays model,” and provides a foundation for more detailed information in subsequent sessions.    
 Time 120 minutes   
[image: ] Audience Peace Corps trainees assigned to health programs during PST
Terminal Learning Objective	
After learning about the continuum of care model for maternal and newborn health and the three delays that increase the risk of maternal and/or newborn death, participants will describe the ideal journey of a woman of reproductive age throughout her life cycle, from prepregnancy all the way through delivery and motherhood, including at least three potential barriers to achieving a successful journey.
Session Learning Objectives 
Individually, participants will analyze a video or case study to identify at least five barriers and five enabling factors affecting optimal maternal and newborn health across the continuum of care.
In small groups, participants will develop a community radio public service announcement using local idioms, proverbs, and language to raise awareness on why maternal and newborn health is a community-wide issue.  
Session Knowledge, Skills, and Attitudes (KSAs)
1. Appreciate the importance of reducing preventable maternal and newborn deaths. (A)
1. Appreciate Volunteers’ potential contributions to wider efforts to promote maternal and newborn health. (A)
List essential maternal and newborn health care and services and Volunteers’ potential roles and contributions across the continuum of care. (K)
Identify barriers and enabling factors affecting optimal maternal and newborn health across the continuum of care. (K, S)
Develop a community public service announcement using local idioms, proverbs, and language to raise awareness that maternal and newborn deaths are preventable. (S)

Prerequisites  	
The following Global Health Sector training sessions:
· What Is Health? What Is Public Health?
· Global Health Challenges, International Responses, and Determinants of Health
· Peace Corps’ Role in Global Health and Guiding Principles for Health Volunteers 

Sector: 		Health
Competency: 		Foster Improved Maternal, Neonatal, and Child Health
Training Package: 		Maternal and Newborn Health
Version: 		Jun-2014
Trainer Expertise: 		Trainer has a health background. Trainers could include Health Sector staff or health technical trainers. 
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[bookmark: _Toc365013556]Contributing Posts: PC/Cambodia, PC/Peru, PC/Togo, PC/Uganda, Sub-Regional HIV/AIDS Coordinator for Central America

Session: Introduction to Maternal and Newborn Health
Date: [posts add date]
Time: [posts add xx minutes]
Trainer(s): [posts add names]
Trainer preparation: 
Organize participant seating in small groups, if possible at cafe-style tables with five to six participants per group/table.
Write session learning objectives on flip chart and tape to wall.
Make a large wall chart with the continuum of care framework (see Slide 25 in Trainer Material 1: PowerPoint) and tape to wall. Please note that this wall chart will be referred to and used in other sessions of the training package, so please hold on to it following this session.
Review all session plans, handouts, and trainer materials, including Trainer Material 1.
Make necessary post adaptations in PowerPoint slides 12 , 16 , 22, and 24.
Plan the session according to the time available.
Enlarge the photos included on Slides 2–4 of Trainer Material 1, and make one photocopy of each enlarged photo for storytelling during the Motivation section.
Make one photocopy of Trainer Materials 2, 3 and 4 for storytelling during the Motivation section.
Meet with and prepare 3 participants (2 females, 1 male) for storytelling during the Motivation section. Give each participant a photo and accompanying text.
Set up the LCD projector and laptop, if available. If no LCD projector is available, either recreate the slides in Trainer Material 1 on flip chart paper and/or hand out copies of Trainer Material 1 to participants ahead of time. 
Photocopy Handout 1: Definitions and Measures Related to MNH, one per participant.
Photocopy Handout 2: Safe Motherhood Calls Man to Action, one per participant.
Write the small group task for the continuum of care exercise (Trainer Material 5) on a flip chart.
Prepare the deck of cards for the continuum of care exercise, as per Trainer Material 6.
Photocopy Handout 3: Integrated MNCH Packages.
Prepare to show the video “The Edge of Joy” (Trainer Material 8, see separate file; or download directly from website: http://www.linktv.org/programs/viewchange-the-edge-of-joy) and test for picture quality and sound. The film is 43 minutes long. If downloading on your own, be sure you download the full 43-minute video and not the short trailer. 
If using the “Edge of Joy” case study instead of the video, photocopy Handout 4, one per participant.
Write the Listening Task for “The Edge of Joy” (Trainer Material 7) on a flip chart.
Write the Small Group Task for Community Public Service Announcements (Trainer Material 9) on a flip chart.
Photocopy Handout 5: Save the Children #FIRSTDAY Infographic for the Application section (1 photocopy per small group).
Photocopy Handout 6: Invest in Maternal and Newborn Health Infographic for the Application section (one photocopy per small group).
[bookmark: _Toc236737427] Materials:
Equipment
Flip chart and flip chart stands
LCD projector and laptop
Speakers
Screen or wall space
Markers and masking tape
Small, blank index cards and markers scattered on tables
Handouts
Handout 1: Definitions and Measures Related to MNH 
Handout 2: Safe Motherhood Calls Man to Action 
Handout 3: Integrated MNCH Packages 
Handout 4: Case Study—“The Edge of Joy” (option for video in lieu of case study) 
Handout 5: Save the Children #FIRSTDAY Infographic 
Handout 6: Invest in Maternal and Newborn Health Infographic
Trainer Materials
Trainer Material 1: PowerPoint (see separate file) 
Trainer Material 2: Saro’s Story
Trainer Material 3: Lorenzo’s Story
Trainer Material 4: Nathi’s Story 
Trainer Material 5: Small Group Task for Continuum of Care Exercise
Trainer Material 6: Deck of Cards for Continuum of Care Exercise
Trainer Material 7: Listening Task for “The Edge of Joy” 
Trainer Material 8: “The Edge of Joy” Video (see separate file)
Trainer Material 9: Small Group Task for Community Public Service Announcements 
[bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc387931429]Motivation	[image: ] 10 min
[bookmark: _Toc364750612][bookmark: _Toc387931430]Our Journeys
Participants will share and listen to stories of women and their families’ experiences of pregnancy, birth, and outcomes. 
[bookmark: _Toc365013558]Introduce the session.
[image: ] [SLIDE 2]: Meet Saro from Nepal
Invite the first participant storyteller to show her picture, read her text (as per [image: ]Trainer Material 2), and post her picture near the MNH continuum of care framework when finished.
[bookmark: _Toc365013561][image: ] [SLIDE 3]: Meet Lorenzo from Peru
Invite the second participant storyteller to show his picture, read his text (as per [image: ]Trainer Material 3), and post his picture near the MNH continuum of care framework when finished. 
[bookmark: _Toc365013564][image: ] [SLIDE 4]: Meet Nathi from Uganda
Invite the third participant storyteller to show her picture, read her text (as per [image: ]Trainer Material 4), and post her picture near the MNH continuum of care framework when finished.

 Post Adaptation: Adapt stories and picture as needed to reflect the local context. You may wish to substitute stories and photos. 
Conduct a short discussion. 
Ask participants what strikes them about these three stories.  
[image: ] Note: Participants may respond with some of the following answers: 
In Nepal, Saro was not allowed to leave home on the 2nd day to seek care for her newborn. When she finally reached the clinic on the 4th day, it was too late. Social and cultural norms affect newborn care and health.  
Saro was motivated by her experience to help other woman avoid her same fate. She gives important messages to mothers, but will this change the situation for women? 
Saro gives messages on family planning, as this contributes to improved maternal and newborn health.
The death of Lorenzo’s wife profoundly affected the well-being of each member of the family.
Lorenzo’s story illustrates great challenges in reaching and receiving emergency care during labor and delivery, especially in rural settings where women give birth at home. 
Nathi had a baby as an adolescent (age 15). Not only did she lose her baby, but she also suffered from a devastating disability (fistula). Instead of receiving support, her husband and family cast her out.     
Despite their difficult circumstances, both Saro and Nathi work as peer educators with other women. 
 Post Adaptation: After the discussion, if needed, contrast these stories to the local context and highlight similarities or differences. 
[image: ] [SLIDE 5]: These deaths and disabilities are preventable. You can play a part.   
[image: ] Possible Script: Section Wrap-Up 
Birth should be a time of celebration. The stories we have just heard illustrate quite the opposite. Proverbs reflect this. In Chad, it is said that “to be pregnant is to have one foot in the grave.” In Kenya, it is said that “many births mean many burials.”
[bookmark: _Toc364750613][bookmark: _Toc365013566]In this training, you will learn that despite challenges, each of these stories presents a situation that is preventable. You will learn how individuals, families, communities, health services, and organizations all play important roles to prevent these unnecessary deaths and disabilities. Over the past few decades, maternal and newborn health efforts have made important strides, but much more can be done. You will learn how you can contribute and make a meaningful and significant difference in maternal and newborn health.   

[bookmark: _Toc387931431]Information	[image: ] 35 min
[bookmark: _Toc364750614][bookmark: _Toc387931432]Overview of Maternal and Newborn Health and the Continuum of Care
Participants will review global and country-specific information on maternal and newborn mortality and morbidity and their causes. They will also review global and national goals and programs on maternal and newborn health, along with the country’s Peace Corps health project framework and Volunteer activities related to MNH. The inextricable link between the health of mothers and newborns and the “three delays model” are presented. Using the MNH continuum of care framework, participants will visualize MNH interventions and potential roles and activities along the dimensions of time and place. 
 Note: As you present the information below, refer to the stories from the Motivation section to illustrate data and information as relevant. 

[image: ] Note: This Information section includes references to a significant amount of data and evidence related to maternal and newborn health. Full citation information can be found in the Resources section at the very end of this session. 

1. [bookmark: _Toc365013567]Introduce the section. 
Distribute [image: ] Handout 1: Definitions and Measures Related to MNH.  
Tell participants that these measures, along with new terms they will learn about, are summarized on this handout.  
Give participants a few minutes to review [image: ] Handout 1. Quickly clarify any terms or measures as needed.
Clarify that this training focuses on maternal and newborn health (up to 28 days of life). 
 Note: If your post is also addressing child health (including nutrition and prevention of common childhood illnesses), please refer to the Infant and Young Child Health training package.  In addition, consider encouraging LCCs to integrate Handout 1 into a language class, whereby they can introduce the terminology used in the local language for each of the measures.
1. [image: ] (SLIDE 6]: Maternal deaths, illness, and disability 
 Possible Script: In 2013, 289,000 women died from complications of pregnancy and childbirth. That is about 800 women per day. [endnoteRef:1] The most dangerous place for a woman to have a baby is in sub-Saharan Africa[endnoteRef:2].  In addition to the global burden of maternal death, maternal illness and disability (e.g., anemia, fistula) have significant impact on health and well-being, including loss of productivity.[endnoteRef:3] Worldwide, 15 million women suffer from long-term illnesses or disability due to complications of pregnancy and childbirth.[endnoteRef:4]  [1: Resources
 WHO. 2014. “Maternal mortality fact sheet.” Updated May 2014. http://www.who.int/mediacentre/factsheets/fs348/en/. ]  [2:  WHO Infographic. 2014. “Saving Mothers Lives.” http://www.who.int/reproductivehealth/publications/monitoring/infographic/en/.]  [3:  WHO 2014 Op. cit. ]  [4:  Lassi, Z. et al. 2013. “The Interconnections Between Maternal and Newborn Health-Evidence and Implications for Policy.” The Journal of Maternal-Fetal & Neonatal Medicine. 26(S1):3-53.] 

1. [image: ] [SLIDE 7]: What are pregnant women dying from?
[image: ] Possible Script: Immediate causes that account for 80 percent of all maternal deaths are 1) severe bleeding (mostly bleeding after childbirth), 2) unsafe abortion, 3) high blood pressure during pregnancy (pre-eclampsia and eclampsia), 4) infections (usually after childbirth), and 5) obstructed labor.[endnoteRef:5] The remainder of maternal deaths are largely caused by or associated with diseases such as malaria, anemia, HIV, obesity and heart disease during pregnancy[endnoteRef:6] (indirect causes). [5:  WHO Infographic. 2014. Op. cit. ]  [6:  WHO. 2014. Op. cit. 
Lassi, Z. et al. 2013 Op. cit.] 

1. [image: ] [SLIDE 8]: Newborn deaths  
 Possible Script: Each year, worldwide, 2.6 million babies are stillborn and nearly 3 million babies die in the first month of life.[endnoteRef:7]   [7:  WHO and UNICEF. 2014. Every Newborn: An Action Plan to End Preventable Deaths. Geneva: WHO.
WHO. 2014. Op. cit.] 

1. [image: ] [SLIDE 9]: Causes of newborn deaths 
[image: ] Possible Script: More than 4 out of 5 newborn deaths (86 percent of newborn mortality) result from 3 preventable and treatable conditions or causes: 1) complications from preterm birth (loss of body heat, inability to take enough nutrition, breathing difficulties, and infection), 2) complications during childbirth/delivery (such as birth asphyxia or lack of oxygen), and 3) neonatal infections (sepsis or blood infection, pneumonia, newborn tetanus, and meningitis[endnoteRef:8]).  [8:  Save the Children. 2013. Surviving the First Day: State of the World’s Mothers 2013. Washington, DC: Save the Children, WHO, and UNICEF.] 

  Note: Underlying causes of maternal and newborn death will be discussed further during the Application section.
1. [image: ] [SLIDE 10]: Causes of newborn deaths + proportion of child (U5) deaths    
  Possible Script: This chart shows that newborn deaths (in the first 28 days of life) account for 40 percent, or nearly half, of deaths in children under age 5.[endnoteRef:9] A child’s risk of dying is highest in the neonatal period (first 28 days of life). It is important to note that nutrition-related factors, not shown on this chart, contribute to about 45 percent of deaths in children under 5 years of age.[endnoteRef:10] [9:  WHO and UNICEF. 2014. Op. cit. 
WHO. 2014. Op. cit.]  [10:  WHO. 2013a. “Children: Reducing mortality.” Updated September 2013. 
http://www.who.int/mediacentre/factsheets/fs178/en/.] 

1. [image: ] [SLIDE 11]: Inextricable link 
Possible Script: There is an inextricable link between the health of mothers and newborns. In developing countries, a mother’s death in childbirth means that her newborn will almost certainly die and that her older children are more likely to suffer from disease.[endnoteRef:11]   [11:  Sines, E.; Tinker, A.; and Ruben, J. 2006. Saving Newborn Lives: The Maternal-Newborn-Child Health Continuum of Care: A Collective Effort to Save Lives. Washington, DC: Save the Children.] 

When the mother is malnourished, ill, or receives inadequate care, her newborn faces a higher risk of disease and premature death. For example, almost one-quarter of newborns in developing countries are born with low birth weight, largely due to their mothers’ poor health and nutritional status. Low birth weight increases newborn vulnerability to infection and risk of developmental problems.[endnoteRef:12]  [12:  Lassi, Z. et al. 2013. Op. cit. ] 

Adolescent pregnancy is particularly dangerous for both the mother and child.[endnoteRef:13] Concerning the mother, maternal death rates for women ages 15–18 are twice as high as for women ages 20–24. In addition, 2.5 million adolescents have unsafe abortions each year. Concerning the baby: stillbirths and death in the first week of life are 50 percent higher among babies born to mothers younger than 20 years than among babies born to mothers 20–29 years old. Infant deaths during the first month of life are 50–100% more frequent if the mother is an adolescent versus older mother.[endnoteRef:14]  [13:  Ibid.]  [14:  WHO. n.d. “Adolescent pregnancy.” http://www.who.int/maternal_child_adolescent/topics/maternal/adolescent_pregnancy/en/.] 

Good infant feeding practices, such as early initiation and exclusive breastfeeding, benefit BOTH newborns and mothers. Breastfeeding benefits are many. One example of breastfeeding benefits for newborns is that it reduces newborn death due to respiratory tract infections and diarrhea. One example of breastfeeding benefits for mothers is that it reduces their risk of postpartum hemorrhage.[endnoteRef:15] [15:  Lassi, Z. et al. 2013. Op. cit.
Alive & Thrive. n.d. “Early initiation of breastfeeding.” http://www.aliveandthrive.org/our-focus-areas/early-initiation. FHI 360, Alive & Thrive Initiative.
Communication for Change Project. 2013. “Facts for Family Planning.” Durham, NC: FHI 360/Communication for Change Project.] 

1. [image: ] [SLIDE 12]: Post adaptation
 Post Adaptation 
Share maternal and newborn death and disability data for the country. See the document below with country-specific information if needed: 
http://countdown2015mnch.org/documents/2013Report/Countdown_2013-Update_withprofiles.pdf 
1. [image: ] [SLIDE 13]: Period of greatest risk for mothers and newborns
[image: ] Possible Script: The 24 hours around childbirth and the first day of a baby’s life carry the greatest risk for neonatal and maternal mortality.[endnoteRef:16] Complications during childbirth can become life threatening if not managed quickly and appropriately.[endnoteRef:17]  [16:  WHO and UNICEF. 2014. Op. cit.]  [17:  UNFPA. 2012. “Urgent Response: Providing Emergency Obstetric and Newborn Care.” Update with technical feedback December 2012. https://www.unfpa.org/webdav/site/global/shared/factsheets/srh/EN-SRH%20fact%20sheet-Urgent.pdf.] 

1. [image: ] [SLIDE 14]: The “three delays model” 
[image: ] Possible Script: The “three delays model” highlights the barriers women face in getting timely and effective care to prevent deaths in pregnancy and childbirth. The first delay is deciding to seek care. The second delay is reaching appropriate care. The third delay is receiving adequate and appropriate care and treatment. Factors affecting the three delays may be related to social, economic, or cultural issues along with access to or quality of care.[endnoteRef:18] For example, women in rural areas who prefer giving birth at home, far from health facilities, experience delays in reaching emergency care in the case of obstetric complications.  [18:  Thaddeus, S. and Maine, D. 1994. “Too Far to Walk: Maternal Mortality in Context.” Soc Sci Med 38:1091-1110.] 

1. [image: ] [SLIDE 15]: Inequity and gaps 
 Possible Script: There are stark disparities in coverage of interventions between and within countries.[endnoteRef:19] While 98 percent of newborn deaths occur in developing countries, within many of these countries, babies born to the poorest families have a much higher risk of death compared to babies from the richest families. For example, in Bolivia, babies born to the poorest 20 percent of mothers die at nearly three times the rate of babies born to the richest 20 percent of mothers.[endnoteRef:20]  [19:  WHO and UNICEF. 2014. Op. cit. ]  [20:  Save the Children. 2013. Op. cit.] 

Babies born to poor mothers in rural and remote areas face great challenges to survival.[endnoteRef:21] [21:  Ibid.
WHO. 2014. Op. cit. ] 

Mothers and babies in Sub-Saharan Africa face the greatest risks, and this region has the highest newborn mortality rate in the world. While South Asia has a slightly lower newborn death rate, mothers and babies die in great numbers because of this region’s higher population density.[endnoteRef:22] [22:  Save the Children. 2013. Op. cit.] 

What about maternal and newborn mortality in the U.S.?  You may be surprised to learn that while only 1 percent of the world’s newborn deaths occur in industrialized countries, the U.S. has the highest first-day death rate in the industrialized world[endnoteRef:23] and its pregnancy-related mortality rate more than doubled from 1987 to 2006–2009.[endnoteRef:24]  [23:  Ibid. ]  [24:  U.S. Department of Health and Human Services, Health Resources and Services Administration, Maternal and Child Health Bureau. “Child Health USA 2013.” Rockville, Maryland: U.S. Department of Health and Human Services.] 


 Note: If asked, factors explaining the U.S. data include increased maternal age, pre-pregnancy obesity, pre-existing medical conditions, the number of unintended pregnancies, disparities in access to pre- and postnatal care, and the quality of health facilities accessed by poorer populations.[endnoteRef:25],  [25:  Coeytaux, F. et al. 2011. “Maternal Mortality in the United States: A Human Rights Failure.” Contraception Journal March 2011.
http://www.arhp.org/Publications-and-Resources/Contraception-Journal/March-2011 
U.S. Centers for Disease Control and Prevention. 2014. “Pregnancy Complications.” Last updated January 2014. www.cdc.gov/reproductivehealth/maternalinfanthealth/pregcomplications.htm. ] 

1. [image: ] [SLIDE 16]: Post adaptation
[image: ] Post Adaptation: Share relevant information on maternal and newborn health inequity and gaps within the country, or among countries within the region, as appropriate.
1. [image: ] [SLIDE 17]: The good news
  Note: Below are examples of lifesaving interventions; this is not meant to be a comprehensive list. 
Possible Script: The good news is that most maternal and newborn deaths are preventable by ensuring that mothers and newborns have access to low-cost, lifesaving interventions.   
Before pregnancy: Preventing unwanted pregnancies and promoting healthy timing and spacing of pregnancies helps avoid maternal deaths and the deaths of newborns and their older siblings. All women and their partners, including adolescents, need access to family planning as well as safe abortion services to the full extent of the law, and quality post-abortion care.[endnoteRef:26] Anemia is associated with increased maternal and perinatal mortality, preterm birth, and/or low birth weight, and it can be prevented by use of supplements, food fortification, and malaria and hookworm prevention.[endnoteRef:27] [26:  WHO. 2014. Op. cit.]  [27:  USAID, AED, and Jhpiego. 2006. Maternal Anemia: A Preventable Killer. August 2006. Washington, D.C.: USAID.] 

During pregnancy: All women need access to antenatal care (ANC) starting as early as possible (ideally within the first trimester). This care should include screening for HIV and other sexually transmitted illnesses and prevention of mother-to-child transmission of HIV (PMTCT). Healthy home behaviors such as good nutrition (consuming more food, a varied diet, and micronutrient supplements), a decreased workload, and adequate rest protect both mother and baby.[endnoteRef:28] [28:  PMNCH. 2006. Opportunities for Africa’s Newborns: Practical Data, Policy and Program Support for Newborn Care in Africa. Geneva: WHO.] 

During birth (labor and delivery): All women need skilled care during childbirth, as timely management and treatment can make the difference between life and death. 74 percent of maternal deaths could be averted if all women had access to interventions that address complications of pregnancy and childbirth, especially emergency obstetric care (e.g., caesarian section, safe blood transfusion) that is typically provided in district or higher-level hospitals.[endnoteRef:29]  [29:  Wagstaff, A. and Claeson, M. 2004. The Millennium Development Goals for Health: Rising to the Challenges. Washington, D.C.: World Bank.
UNFPA. n.d. “Providing Emergency Obstetric and Newborn Care to All in Need.” http://www.unfpa.org/public/mothers/pid/4385. ] 

During the postnatal period: Care and support are vital in the immediate days (especially the first 24 hours) and weeks after childbirth.[endnoteRef:30] Universal coverage of 16 proven newborn health interventions (such as immunization of the mother, newborn resuscitation, and optimal breastfeeding) could avert up to 72 percent of all newborn deaths.[endnoteRef:31] [30:  WHO. 2014. Op. cit.
Wagstaff and Claeson. 2004. Op. cit.
UNFPA. n.d. Op. cit.  ]  [31:  Darmstadt, G. et al. 2005. “Evidence-Based, Cost-Effective Interventions: How Many Newborn Babies Can We Save?” The Lancet 365, no.9463: 977-88.] 

Some of the world’s poorest countries have cut maternal mortality rates by half or more, and many developing countries have made remarkable progress in reducing newborn mortality. Progress in Rwanda, Botswana, Bangladesh, Cambodia, and Nepal demonstrate that effective solutions exist and are affordable.[endnoteRef:32] [32:  Save the Children. 2013 Op. cit.
WHO. 2013b. “Remarkable Progress in Reducing Child Mortality and Improving Maternal Health.” May 29, 2013.
http://www.who.int/maternal_child_adolescent/news_events/news/2013/countdown_2015_progress/en/. ] 

1. [image: ] [SLIDE 18]: MNH and MDG Goals 4 and 5  
 Possible Script: Maternal and newborn health relate to the Millennium Development Goals (MDGs) 4 (reduce child mortality) and 5 (improve maternal health) and these goals’ related targets and indicators.
Note: Do not read targets and indicators shown on the slide. If participants want more information on MDGs 4 and 5 along with up-to-date progress, refer them to these concise handouts: 
http://www.un.org/millenniumgoals/pdf/Goal_4_fs.pdf
http://www.un.org/millenniumgoals/pdf/Goal_5_fs.pdf
1. [image: ] [SLIDE 19]: Trends in maternal mortality 
[image: ] Possible Script: This graph shows maternal mortality ratios by World Health Organization region over a period of 20 years. The number of women who die each year from causes related to pregnancy or childbirth has dropped substantially (in 2012, maternal deaths worldwide dropped by 47 percent since 1990). While this decrease is cause for celebration, maternal deaths remain unacceptably high.[endnoteRef:33] [33:  WHO and UNICEF. 2013. Maternal, Newborn and Child Survival: Accountability for Maternal, Newborn and Child Survival: The 2013 Update. Geneva: WHO.
WHO. 2014. Op. cit. ] 

1. [image: ] [SLIDE 20]: Trends in neonatal mortality
[image: ] Possible Script: Remarkable progress has been made to reduce child mortality over recent decades. As deaths in children under the age of 5 have decreased, the proportion of these deaths that occur during the newborn period has increased. And progress toward reducing perinatal (during or around the time of birth) and neonatal mortality (up to 28 days of life) has been far slower. Child mortality (measured for children under 5) declined by 50 percent from 1990 to 2012 while neonatal mortality declined by only 36 percent over the same period.[endnoteRef:34] [34:  WHO and UNICEF. 2014. Op. cit. 
WHO. 2013b. Op. cit.] 

1. [image: ] [SLIDE 21]: MNH research, initiatives, and programs over time 
[image: ] Possible Script: This word cloud was made with key milestones over the last few decades related to maternal and newborn research, initiatives, and programs. 
In the mid-1980s, seminal studies brought to the world’s attention the neglect of the mother within global health policies and programs. The Safe Motherhood Initiative was launched in 1987 and was seen as a major milestone in the race to reduce the burden of maternal mortality throughout the world, particularly in developing countries. In 2010, a new global initiative, “Every Woman, Every Child,” was launched by the U.N. Secretary General. Today, initiatives and programs focus on scaling up evidence-based programs known to improve maternal health, for example skilled care at birth, postnatal care, and family planning counseling.[endnoteRef:35]  [35:  Thomas, T. 2013. “Maternal Health from 1985-2013: Hopeful Progress and Enduring Challenges.” A paper commission by the Population and Reproductive Health program of the John D. and Catherine T. MacArthur Foundation. http://www.macfound.org/media/files/MHRetrospective_FINAL.pdf. ] 

Reducing newborn mortality has taken on renewed attention as countries make a final push to achieve the MDGs and look beyond 2015. A number of initiatives focus on reducing newborn mortality, including the Every Newborn Action Plan, A Promise Renewed and Family Planning 2020.[endnoteRef:36]   [36:  Every Newborn Action Plan. n.d. “Every Newborn: An Action Plan to End Preventable Deaths.” http://www.everynewborn.org/about/.] 

1. [image: ] [SLIDE 22]: Post adaptation 
 [image: ] Post Adaptation: Share information on national and/or Ministry of Health MNH goals, initiatives and frameworks.
1. [image: ] [SLIDE 23]: Peace Corps is playing an important role. 
Present the slide (see possible script below) and distribute Handout 2: Safe Motherhood Calls Man to Action. Give participants a few minutes to read the handout. 
[image: ] Possible Script: Peace Corps is playing an important role to contribute toward progress in reducing maternal and newborn mortality. Peace Corps is a partner in the Saving Mothers, Giving Life initiative implemented in Uganda and Zambia. This initiative—which is rooted in the Global Health Initiative and leverages  existing U.S. Government and maternal and child health platforms, including the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR)— integrate services, equips facilities, improves supply systems, trains and mentors skilled birth attendants, mobilizes communities to generate demand, emphasizes family planning and birth spacing, encourages HIV testing, strengthens linkages, and improves data collection. Specifically, the role of Peace Corps Volunteers in this initiative is to promote the importance of essential maternal health services in communities, working with safe motherhood action groups to conduct community meetings which generate awareness of and demand for services.[endnoteRef:37] [37:  Saving Mothers, Giving Life. 2013. Making Pregnancy and Childbirth Safer in Uganda and Zambia. Washington, D.C.: USAID, CDC, and Columbia University.] 

1. [image: ] [SLIDE 24]: Post adaptation
 Post Adaptation: Briefly describe the MNH components of your post’s health project framework (goal, objectives, activities, targets and indicators) along with current Volunteer work in MNH. Show how Volunteers’ roles and work and the Peace Corps health project framework for MNH fits within national, country-specific MNH initiatives and frameworks. It may help to make a sketch or diagram illustrating the intersection of Volunteer work and national MNH programs and how Volunteers contribute towards national goals. As appropriate, and time permitting, invite a seasoned Volunteer to briefly share his or her MNH activities.
· Before moving on, take two to three questions on all slides presented so far.
1. [image: ] [SLIDE 25]: The continuum of care 
· Present this slide with the possible script below. Then move to the continuum of care wall chart.
[image: ] Possible Script: The continuum of care is a core principle, framework, and foundation of programs addressing maternal, newborn, and child health. It is based on the concept that the health and well-being of women, newborns, and children are inextricably linked.[endnoteRef:38] [38:  Sines et al. 2006. Op. cit.] 

1. Briefly review the continuum of care wall chart, pointing out key elements as you explain. Do not get into details, as participants will analyze the continuum of care in more depth in the next step. 
 Possible Script: The continuum of care shows continuity of care in two dimensions: 1) time (across the life cycle) and 2) place (levels of care).
Point to the arrows in the middle of the chart while explaining the dimension of time across the life cycle.
Time across the life cycle: 1) adolescence and before pregnancy, 2) during pregnancy, 3) during birth,  4) during the postnatal period or the days immediately after childbirth, 5) infancy, or from 28 days to 1 year of life, and 6) childhood, or from 1 year to 5 years of life. 
Point to the outside circle of the framework while explaining the dimension of place.
Place (household, community & outreach, and health facilities) refers to the linkages between care providers, levels of care in the health system, and programs/services that operate between these levels. One example is a community health worker (point to community & outreach) who refers a pregnant woman with danger signs (point to household) to a hospital (point to health facility).[endnoteRef:39] [39:  Ibid. ] 

Actions and services across this continuum of care (across time and place) together contribute to the reduction of maternal, newborn, and child mortality and injuries, infection, and disability.[endnoteRef:40] [40:  Kerber, K. et al. 2007. “The Continuum of Care for Maternal, Newborn, and Child Health: From Slogan to Service Delivery.” Lancet 370(1358-69).] 

1. Small Group Task: Continuum of Care
Show the flip chart with the small group task ([image: ] Trainer Material 5) and read it aloud.
Show participants the deck of cards for their small group ([image: ] Trainer Material 6).
Give the end time. Ask if the task is clear; if no, clarify. If yes, let small groups work.
1. Plenary Discussion: Continuum of Care
Once all the small groups have completed their task, ask participants to gather around the continuum of care wall chart. 
Begin the plenary discussion by asking participants what strikes them about the chart.   
Highlight key ideas about the continuum of care as per the possible script below.  

[image: ] Possible Script: 
The continuum of care helps show how services and activities link and together contribute to the reduction of maternal and newborn mortality and disabilities. 
Services and activities link over time to reduce maternal and newborn mortality and disability. For example, better access to family planning services for adolescent girls can contribute to a planned and well-timed pregnancy. Good care during pregnancy increases the chances of a safe birth; improving women’s nutrition will result in healthier babies. Skilled care at and immediately after birth reduces the risk of death or disability for both mother and baby.[endnoteRef:41]    [41:  PMNCH. 2006. Op. cit.] 

Strengthening the links between places is also critical. For example, pregnant women and their families can be educated on how to recognize danger signs during pregnancy and seek emergency care, but such education also requires a good functioning referral system (by a community health worker to a facility) and community support (for an emergency transport system). Combining healthy behaviors at home and early care-seeking for illness, community support, and effective care in health facilities will make a greater impact on maternal and newborn health.[endnoteRef:42] [42:  PMNCH. 2006. Op cit.] 

These cards represent only a selection of MNH services and activities and you will learn more during the training. Some activities may be done by participants and work partners, while others are the responsibility of health service providers. 
1. Wrap Up
Distribute [image: ] Handout 3: Integrated Maternal, Newborn, and Child Health (MNCH) Packages
Tell participants that this handout summarizes key MNCHH interventions across the continuum of care: by place (column—clinical, outreach/outpatient, and family/community) and by time (prepregnancy, pregnancy, birth, newborn/postnatal, and childhood). 
  Note: 
· Since this training package focuses on maternal and newborn health, it specifically addresses the period of time on the continuum of care framework beginning with prepregnancy through newborn/postnatal.  However, it is important to point out that the continuum of care continues past the post-natal period into infancy and childhood.  Therefore, posts working on infant and young child health (IYCH) should refer to the IYCH training package and refer back to the continuum of care framework during that training as needed to highlight and visually reinforce the linkage between maternal, newborn and child health.
· Encourage LCFs to incorporate Handout 3 into the language classes, providing local language terminology for each of the services and phases on the diagram.
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc387931433]Practice	[image: ] 55 min
[bookmark: _Toc364750616][bookmark: _Toc387931434]The Continuum of Care: Video or Case Study Analysis
Participants will watch a video on maternal and newborn care made in Nigeria (or read a case study extracted from the video) that vividly illustrates key points of the continuum of care and how the three delays affect maternal and newborn health.  


1. [bookmark: _Toc365013576]Introduce this section. Tell participants that they will watch a video entitled “The Edge of Joy” ([image: ] Trainer Material 8, see separate file). 
 Note: If not possible to screen the video, tell participants they will read a case study extracted from a video “The Edge of Joy.” See Handout 4.
1. Move over to the continuum of care framework on the wall chart.
[image: ] Possible Script: You will analyze the video using the continuum of care’s dimension of time: adolescence and before pregnancy, pregnancy, birth, postnatal (woman), postnatal (newborn), and infancy.
1. Listening task for “The Edge of Joy” (see [image: ] Trainer Material 7)
· Read aloud the listening task, posted on the flip chart. Ask if the task is clear. If no, clarify. If yes, distribute the cards on which participants will write barriers and enabling factors. 
[bookmark: _Toc365013579]Show the video “The Edge of Joy” (see [image: ] Trainer Material 8, separate file) or, if the use of technology is problematic at your community-based training site, substitute the video by asking participants to read the case study in [image: ] Handout 4.
[image: ] Post Adaptation: If using the case study instead of video, you may want to adapt it to better reflect the realities of your post’s context.  This will help to make it more relevant to the realities and situations participants will encounter at their site.  
[bookmark: _Toc365013582]Plenary discussion
· Ask participants to post their cards on the appropriate dimension of time on the continuum of care wall chart and to cluster similar answers.
  Note: Learning Objective 1 is assessed during the summary of review of the individually written cards. 
· Invite a few participants to summarize the clustered answers. Possible responses are listed in the note box below.
   [image: ] Note: Participant responses may include the following barriers and enabling factors: 
Adolescence and prepregnancy: 
No access to family planning; women try to abort pregnancies on their own (barrier)
Men becoming aware of Islamic teaching on healthy timing and spacing of birth (enabling factor)
Pregnancy
Prenatal class offered in faith-based health facility; staff understand community values and norms (enabling factor)
Sakina heard about free maternity care on radio, told husband who recognized advantages of facility-based birth (enabling factor)
Birth
Preference to deliver at home and subsequent delay to get to facility when woman hemorrhaged (barrier)
In rural areas, births take place at home, outside of facilities (barrier)
Car breaking down; no access to an emergency transport system (barrier)
Culture forbids woman (Aisha) to travel without male escort, delay to get father-in-law’s permission (barrier)
Muhammed recognized importance of bringing wife Sakina to deliver at the hospital when she was pregnant with twins (enabling factor)
Hospital staff used new technology (anti-shock garment) (enabling factor)
Postnatal (newborn)
No oxygen for newborn at hospital (barrier) 
Not enough doctors at the hospital for emergency newborn care (barrier)
Postnatal (maternal)
Blood bank at the hospital was discontinued, after the HIV epidemic began (barrier)
Cost to family of securing blood supplies (barrier)
At the end of the video, the hospital put in place a blood bank (enabling factor)
All dimensions of time: 
Service providers studied records to identify and try to resolve problems (enabling factor)
Wrap-up plenary discussion
· Ask participants how they think these barriers and enabling factors may be the same or different in this country. 
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc387931435]Application	[image: ] 20 min
[bookmark: _Toc364750618][bookmark: _Toc387931436]Maternal and Newborn Deaths Are Preventable
In small groups, participants practice developing a public service announcement on the prevention of maternal and newborn deaths for broadcast on a rural community radio station.  
1. [bookmark: _Toc365013585]Introduce this section. Tell participants they will think about ways to change attitudes reflected by proverbs shared earlier in this session, such as “to be pregnant is to have one foot in the grave” or “many births mean many burials.”
1. Tell participants that they will develop a 30-second public service announcement (PSA) that maternal and newborn deaths are preventable. This PSA will be broadcast on a rural community radio station.  Explain that a PSA is a message in the public interest disseminated for free by media. 
1. Ask participants if a public service announcement ever influenced them to take action or change social norms. For example, to wear a seatbelt or to recycle?   
1. Invite a few participants to share answers. After, explain that a PSA’s purpose is to raise awareness and along with other actions, can help change public attitudes and behavior toward an issue.
1. Small group task for community PSAs ([image: ] Trainer Material 9)
· Show the flip chart with the small group task. Read the task aloud.
· Distribute the two infographics ([image: ] Handouts 5 and 6); one set to each small group.
· Give the end time (about 10 minutes). Ask if the task is clear. If no, clarify. If yes, let small groups begin working.
1. Invite small groups to share their PSA.
 Note: Learning Objective 2 is assessed by observing small group presentations of their public service announcements. 
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc387931437]Assessment
Learning Objective 1 is assessed in the Practice section during review and summary of the individually written cards.

Learning Objective 2 is assessed in the Application section by observing small group presentations of their public service announcements.
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc387931438] Trainer Notes for Future Improvement	
Date & Trainer Name: [What went well?  What would you do differently?  Did you need more/less time for certain activities? ]



[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc387931439]
[bookmark: h1] Handout 1: Definitions and Measures Related to MNH

Definitions and Measures[endnoteRef:43] Related to Maternal and Newborn Health [43:  These measures and definitions are taken from:
A handout in the Peace Corps Global Health Sector: DRAFT Session: Introduction to Epidemiology
http://medical-dictionary.thefreedictionary.com/
Nguyen, R. and Wilcox, A. 2005. “Terms in Reproductive and Perinatal Epidemiology: 2 Perinatal Terms.” J. Epidemiol. Community Health 59(1019-1021)
WHO. 2006. “Neonatal and Perinatal Mortality: Country, Regional and Global Estimates.” Geneva:
WHO. http://whqlibdoc.who.int/publications/2006/9241563206_eng.pdf.] 

	Maternal
	Related to the mother

	Neonate 
	Infant under the age of 28 days

	Newborn
	Refers to the first month of life

	Postnatal
	Occurring after birth, with reference to the newborn

	Postpartum
	Occurring after childbirth, with reference to the mother

	Infancy
	Period of four weeks to one year

	Childhood
	One to five years

	Antenatal or prenatal
	The period between conception and birth

	Maternal morbidity
	Medical complications in a woman caused by pregnancy, labor, or delivery

	Stillbirth
	Fetal death

	Perinatal
	Relating to the period around three months before birth and one week after birth 

	Pre-eclampsia and eclampsia
	A syndrome of pregnancy, defined by swelling (edema), protein in urine, and hypertension in the mother. This condition can progress to seizures (or fits)—eclampsia—a rare but dangerous condition curable only by delivery of the fetus.

	Maternal Mortality Ratio (MMRatio)
(the probability of dying as a result of one’s pregnancy)
	Number of maternal deaths per 100,000 live births during a specified time period, usually one year. Maternal deaths include deaths from pregnancy-related causes while pregnant or within 42 days of pregnancy termination. MMRatio only captures the risk of death of a woman once she is pregnant—in other words, the obstetric risk. 

	Maternal Mortality Rate (MMRate)
	Number of maternal deaths per 100,000 women of reproductive age during a specified time period, usually one year

	Perinatal Mortality 

	Fetal deaths beginning at 22 completed weeks (154 days)
plus deaths of live births within the first seven days after
birth (in other words, fetal deaths / stillbirths + deaths in the first week of life)

	Neonatal Mortality Rate (MNR)
(the probability of dying before age of 28 days/first 4 weeks)
	Number of neonates less than 28 days dying per 1,000 live births during a specified time period, usually one year

	Infant Mortality Rate (IMR)
(the probability of dying before age 1)
	Number of infants under 1 year of age dying per 1,000 live births during a specified time period, usually one year

	Under-5 Mortality Rate (U5)
(the probability of dying before age of 5 years)
	Number of children under 5 years dying per 1,000 live births during a specified time period, usually one year

	Unmet need for family planning (the number of women with unmet need for family planning, expressed as a percentage of women of reproductive age who are married or in a union)
	Women with unmet need are those who are of reproductive age and sexually active but are not using any method of contraception, and report not wanting any more children or wanting to delay the birth of their next child

	Contraceptive Prevalence Rate
	The proportion of women of reproductive age who are using (or whose partner is using) a contraceptive method at a given point in time





[bookmark: _Toc387931440][bookmark: h2][image: ] Handout 2: Safe Motherhood Calls Man to Action
The story below is adapted from “Saving Mothers, Giving Life: Peace Corps Zambia Progress Report,” August 2013, written by Carrie Vogelsang, Peace Corps Response Volunteer. 

“My women are over there, let me show you.” Safe Motherhood Action Group (SMAG) member Edson Zulu smiles proudly as he walks us to where a group of pregnant women are sitting on the ground. The women are gathered outside Chikomeni Rural Health Center in the rural district of Lundazi, Zambia. 
Edson is a member of a SMAG trained by Zambia Integrated Systems Strengthening Program (ZISSP) with USAID funding from the “Saving Mothers, Giving Life” initiative. The goal of this initiative is to reduce maternal mortality by 50 percent—and SMAG members play a key role in achieving this goal. They give personal attention to each pregnant woman, following her throughout pregnancy and after her baby is born. Through community education and dialogue, people recognize that preventing maternal mortality is doable and a priority for the community as a whole. 
Since training, this 20-member SMAG has worked in surrounding villages for six months and made a significant impact on the number of pregnant women seeking antenatal care and choosing to deliver at the facility.  At the last SMAG monthly meeting, Edson spoke of five women he had referred to the program who were currently at the health center. One had just given birth to a healthy baby boy a few hours earlier. Three were waiting at the health center in preparation for delivering there. The fifth mother had just been discharged after delivering a baby girl the night before. Edson beamed as he described the results of their community education efforts, in particular, the increased number of pregnant women coming on time for their first antenatal care visit as well as facility-based deliveries. 
[image: I:\Success Story Photos\IMG_1451.JPG]Zambia has one the highest maternal mortality rates in the world, and the Lundazi District, where Chikomeni is located, records some of the highest numbers in Zambia. Despite Edson and SMAG members’ efforts, there are still some women who wait to come to the health center and deliver from home. Traveling long distances on rough terrain to reach a health center is a major deterrent. The SMAG members are now working with the health center staff and community members to finish construction of a mothers’ shelter so that pregnant women will have a place to wait during their last weeks before delivery. 
 (
SMAG 
m
ember Edson Zulu standing with a mother (far left) he referred to the health facility. Just a few hours earlier she safely gave birth to a healthy baby boy. The mother-in-law, sitting on the ground, is holding her newborn grandson.
)And there is more work to create demand. Young women and their families need to benefit from education and community dialogue on safe motherhood. Edson and SMAG members are there to guide them through that process. 



[bookmark: _Toc387931441][bookmark: h3][image: ] Handout 3: Integrated Maternal, Newborn, and Child Health (MNCH) Packages
[image: ]

[bookmark: _Toc387931442][bookmark: h4][image: ] Handout 4: Case Study—“The Edge of Joy”
Case Study: Adapted from the video transcript for “The Edge of Joy”
“Birth is the medicine for death” – Hausa Proverb. This story begins in Kano, Nigeria. Nigeria—Africa's most populous country—is divided almost equally between Muslims in the dry desert north and Christians in the lush south. Nigeria is a land of extremes. The West African country is blessed with some of the world's richest natural resources. But this isn't the story of oil. This is the untold story of more than 36,000 Nigerian women who die each year while trying to have babies. This is the second highest number of maternal deaths in the world. Battling this daily crisis are Nigerian families and health-care professionals working on the front lines of maternal health. 
Kano is one of the 12 northern states in Nigeria governed by Islamic law, or Sharia. Daily life in this ancient city revolves around Islamic culture. Improving reproductive health requires a delicate interplay between Islam and modern medicine. 
Kano: Murtala Mohammed Specialist Hospital
Dr. Bello Dikko is chief of obstetrics & gynecology, Murtala Mohammed Specialist Hospital—one of the busiest maternity centers in all of West Africa. There is an average of at least 30 deliveries in 24 hours.  
Kabiru and Aisha
Women die in the north because their culture often forbids them from travelling without a male escort, even when they're bleeding to death. Aisha Ibrahim, who gave birth to her eighth child at home, is one of these women from the north. In fact, knowing this precept, her husband Kabiru stayed with her. Kabiru said, “My wife Aisha bled too much with her last two deliveries. So I made sure during this delivery I would stay close by to support her.”  
At about 5:30 a.m., Aisha gave birth at home and began bleeding. Kabiru rushed to borrow a car from a friend to take her and the baby to the local hospital. Aisha continued to bleed. In the car, she kept saying she was going to die.  
In the midst of the crisis, the car broke down, and Kabiru left to repair it. Stranded and hemorrhaging blood, Aisha had to wait for her father-in-law's permission to take a taxi to the hospital with another male relative. 
When Aisha arrived, Farida, a nurse/midwife, checked her blood pressure, which was too low to measure. The nurses set up a drip and applied an anti-shock garment to Aisha.[footnoteRef:1]  [1:  This technology was implemented as a project by Pathfinder International. In these cases, midwives are also trained to use other techniques.] 

When Kabiru finally arrived at Murtala Mohammed Specialist Hospital, they told him about the garment they applied to control Aisha’s bleeding and that she was in need of blood. 
Kabiru said: “My brother and I searched all around for her blood type. But there was none available. My calmness was rattled, of course. I was thinking, before I'm able to find the blood, I would return to find her dead. I was grateful to Allah that I had the means to purchase the blood, but it was nowhere to be found.”  After searching for five hours, Kabiru found two pints of Aisha's blood type. 
Aisha tells the nurse that this was the worst she had suffered out of all the births she had. The nurse asked Aisha, "Have you thought about family planning, I mean child spacing?" Aisha replied that her husband would not allow her to stop giving birth. The nurse clarified, "No, I'm not saying stop, I'm just saying space. Islamically, it is wrong for you to say you want to have two children, you want to have four, but Islamically you can space.” 
Aisha stayed in the hospital for 16 days until she regained her health. Then she was discharged and went back home. 
Kabiru’s first wife died giving birth to their seventh child, and he has never used birth control until now. He attributed this behavior change to a deeper understanding of safe motherhood in the Islamic community. He said, “Before this delivery I didn't agree with the idea of a woman taking a break, because rest comes from Allah. If Allah does not grant a break, you will surely give birth. The Muslim religion allows that she take a break to save her life, because she might lose her life in the process. That is why I agreed.”
Rachel in Oyo, Southern Nigeria
One reason that Professor Oladosu Ojengbede became a women’s health physician is that he lost his own mother at the age of 3. He explains that most women live in rural areas and so most births take place outside big cities. Professor Ojengbede visits Rachel Olatunji, who is pregnant with her fifth child. She has a 2-year-old baby on her back with a scabies infection. This pregnancy was unplanned. Rachel’s husband, when asked, says, “Well, I’d rather stay with my wife than go out to find another wife.” The professor goes on to say that the higher the number of births, the more the risk increases. And the closer the pregnancies are, the higher the risk. Not just for the woman, but also for the unborn baby and the previous births, because they are all related.
Rachel tried to abort this pregnancy on her own and almost died. She then started prenatal care after accepting her fate. Rachel’s prenatal care is provided by Elizabeth, who works in a faith-based clinic. Professor Ojengbede says that faith-based practices see more patients than public sector facilities, because they understand the values and norms of the community they serve.
Sakina and Muhammed
At the Murtala Mohammed Hospital, Sakina Maka, mother of two, is in labor with twins. Aisha, a nurse/midwife is explaining to her that she should bear down because she is carrying a multiple pregnancy. Sakina delivered her first two children at home. More than half of Nigerian women give birth outside the hospital. During this pregnancy, Sakina heard radio messages about free maternity services for prenatal care and delivery and told her husband Muhammed. Muhammed realized that at home there is the possibility of encountering problems, and he decided that going to the hospital has its advantages. He brought Sakina to the hospital on a Saturday, and she went into labor on Sunday, delivering the first twin, a girl. 
Aisha notices that Sakina is very weak, with no contractions. So she sets up an IV for her and adds pitocin to encourage Sakina’s labor to expel the second fetus. 
Aisha then learns that the second twin is a breach (feet first) presentation. Because of the associated complications, the second delivery of a twin should not exceed five to 10 minutes.  Breach delivery, especially in a multiple pregnancy, is a very complicated delivery. There is a need for a qualified doctor. 
Aisha calls the doctor, but he is not there. All doctors at the hospital are assisting with other births and cannot unscrub. Both situations represent an emergency. Aisha goes on to deliver the second twin. 
Sakina labors in pain before the second baby is born and it takes close to an hour. The baby boy has problems—severe aephesia. He needs oxygen, but there is none. Muhammed and Aisha rush the baby to the emergency pediatric unit, at the other end of the hospital.
While the second twin is being stabilized, Sakina's condition worsens. She is diagnosed with postpartum hemorrhage and loses a lot of blood. A head nurse/midwife, Farida, says that Sakina is a bit anemic and has to receive a blood transfusion. Muhammed has his blood tested, but it is not the same blood group as Sakina’s. Muhammed’s search for Sakina's rare blood type takes him to surrounding hospitals and private blood suppliers. One pint of blood costs 10,000 Naira, or USD$68. The average Nigerian makes about USD$94 a month. 
Three hours later, Muhammed returns with blood and Sakina receives a transfusion in time to save her life.
Two days later, in the hospital, Sakina’s mother Fatima notices that the second twin is not alive and this is confirmed. Muhamed reads the Koran and weeps. He says: "What Allah gives, belongs to him. And what he takes also belongs to him. All of us are from Allah, and at some point, sooner or later, we shall all return to Allah. Even though we know it hurts, we can only accept its outcome.”
After eight days in the hospital, Sakina and her surviving twin daughter go home. 
When Sakina returns to the hospital with the surviving twin, four months after delivery, the nurse tells her about the advantages of family planning and child spacing. The nurse explains, “By waiting two years, your husband will save up some money. If you have a baby and then, in a year, another and another every year, he wouldn't save any money, and then you're not in good health and the baby will not be healthy. That's why we use family planning.” 
Staff at the Kano Hospital
In Kano, nurse/midwife Farida explains how she began her job. She studied three years of registers to analyze maternal deaths. She wanted to see how problems related to the midwife, the doctor, and/or the community.
Frustrated by the lack of blood supply for maternity patients, Dr. Dikko successfully lobbied health officials for a separate maternity blood bank. Since opening in February 2009, waiting times for maternity ward patients in need of blood has been reduced by 75 percent. 
According to nurse/midwife Farida: “A lot has changed. It reduces the delay in having the blood. The midwives draw the blood, they send the blood, and then it quickly saves the lives of the patients. You can see the results in our reduction of maternal mortality. There are very few deaths now.”   
Dr. Dikko says, “Each and every one of us, whether a man or a woman, came out of a woman. As long as there is one maternal death, it's a family mortality. Not an ordinary mortality. If you can reduce maternal mortality in Kano State, then it will be my greatest achievement, and I can even resign and go home.” 
Epilogue
Dr. Bello Dikko is part of a landmark effort to train religious leaders about reproductive health. He advocates for the rights of pregnant women to travel without male escorts and free maternity services. Farida Baballe's observational study showed maternal deaths have been nearly cut in half, from 196 in 2008 to 102 in 2009. 
While documenting these stories, the filmmakers worked in unison with families and health-care workers to accurately portray pregnancy and childbirth. Several times they affected outcomes by contributing resources for transportation, cell phones, and pharmaceuticals. In the case of Sakina, her husband Mohammed, an Arabic teacher, was unable to procure funding for blood after hours of searching. The filmmakers gave Mohammed the 10,000 Naira needed to buy the blood. 
[bookmark: h5][bookmark: _Toc387931443][image: ][image: ] Handout 5: Save the Children #FIRSTDAY Infographic							
 














[bookmark: h6][bookmark: _Toc387931444][image: ] Handout 6: Invest in Maternal and Newborn Health Infographic
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[bookmark: _Toc387931445][bookmark: tm2][image: ] Trainer Material 2: Saro’s Story	
My name is Saro and I live in Nepal. I wake up at 4 a.m. each morning to feed the cattle and look after my children. Several years ago, I lost an infant. After his birth, on the second day, there was redness around the cord – but I was not allowed to leave home. When I reached the clinic on my infant’s 4th day, he had a high fever and wasn’t feeding. Despite injections of antibiotics, he died the next day. I cannot describe the pain I felt when I lost my son—the pain was unbearable. I felt that I should do something. So I decided to become a female community health worker, so that my fellow villagers do not have to go through that. Serving others is a part of my religion. I was trained and I do home visits. I always tell women to go to the health center to deliver. I also give them information on family planning and how to care for newborns.[endnoteRef:44]
 [44:  Adapted from http://www.healthynewbornnetwork.org/multimedia/video/community-health-volunteers-saving-lives-living-proof-nepal.] 

[bookmark: _Toc387931446][bookmark: tm3][image: ] Trainer Material 3: Lorenzo’s Story	
My name is Lorenzo and I live in Peru. After my wife gave birth, she didn’t stop bleeding. I left her and the baby with her mother and set off on my bicycle in the dark to get help. I peddled 10 kilometers through the rain and barely made it to town. I finally found the doctor but by the time we got back to the house, 3 hours had passed. My wife died just as we entered the room. The baby, Adolfo, is now 1 year old. He survived by being breastfed by my sister who is in this photo with me. My son Juan dropped out of school to take care of his brothers and sisters. My health has been very poor since my wife died.[endnoteRef:45] [45:  Adapted from http://www.viewchange.org/videos/parteras.
] 



[bookmark: _Toc387931447][bookmark: tm4][image: ] Trainer Material 4: Nathi’s Story	
My name is Nathi* and I live in Uganda. I was married at age 13 and two years later became pregnant with my first child. I had a difficult labor and lost my baby. I also suffered obstetric fistula—a medical condition in which a hole develops between either the rectum and vagina, or between the bladder and vagina, after severe or failed childbirth. This caused me to become incontinent and leak bodily wastes. My husband abandoned me and soon after, my family did too. I was alone and scared.
Then, I found help. Through funding from The Fistula Foundation, an outreach counselor from a local association visited me and identified me as a candidate for fistula repair surgery. I went to a regional hospital in eastern Uganda and underwent a successful surgery. I healed and also received follow-up care, counseling, and reintegration support. 
Today, I live with other fistula survivors in a camp run by the organization named “I Have Been Delivered,” in a hut built by male supporters. Customs and traditional practices can make it difficult for a woman to own land in Uganda, but because these men donated this land, we are able to live on our own and grow food to eat and sell. I support other women by sharing my story and telling every woman with fistula that I meet that it is possible to be cured and to feel hopeful once again.
*The patient’s real name has been changed to protect her privacy. 
This story has been adapted and used with permission.
© The Fistula Foundation


[bookmark: _Toc387931448][bookmark: tm5][image: ] Trainer Material 5: Small Group Task for Continuum of Care Exercise	
Write the following small group task on a flip chart in large, clear writing.
Small Group Task: Continuum of Care
· On your table, you will find a deck of labeled cards. Each card lists a maternal and newborn care activity or health service.
· With your small group members, tape all of your cards on the appropriate place on the continuum of care wall chart.
· When you are done, gather around the wall chart and we will briefly review your work.
· You have 5 minutes, so work fast!


[bookmark: tm6][bookmark: _Toc387931449][image: ] Trainer Material 6: Deck of Cards for Continuum of Care Exercise
Print out the boxes with text below. Cut out each boxed text, mix the cards up, and divide them into decks of equal number, giving one deck to each small group for the task in Trainer Material 5. 
The cards are organized according to a category of time or place on the continuum of care framework. Do not include these categories in making the sets of cards—these categories tell you as a trainer where cards will likely be posted on the continuum of care wall chart. 
Do not be overly prescriptive regarding “what card goes where” on the wall chart, as many cards illustrate the connections and linkages between the elements of time and place.
[image: ] Post Adaptation: Adapt these cards as appropriate to country-specific MNH services across the continuum of care. Note that these cards are just a sampling of activities, services, and interventions for MNH. Do not get overly complicated at this point.

















Health Facilities
	Raise awareness of health service providers on respectful maternity care
	Reduce ANC clinic waiting times for pregnant women at a district health facility

	Integrate family planning messages into other health services such as immunization
	Train hospital workers to improve supply chain management of MNH commodities (supply chain refers to a network of interconnected organizations or actors that ensures the availability of health commodities to the people who need them)






Household
	With women, grandmothers, and husbands, discuss what they consider healthy behaviors during pregnancy and reinforce healthful behaviors such as optimal nutrition, rest, and sleeping under an insecticide-treated bednet (ITN)
	Educate women, grandmothers, and husbands on the importance of pregnant women delivering in a facility with the assistance of a skilled birth attendant











Community & Outreach
	Advocate for the importance of MNH with influential leaders and community organizations
	Help mobilize community resources that support maternal and newborn health (e.g., emergency transport scheme and funding scheme)

	Organize peer support groups (pregnant women, breastfeeding mothers, HIV-positive pregnant women, men’s reproductive health clubs, etc.) and train their leaders
	Support and coach community health workers involved in maternal and newborn health to improve their training and counseling skills

	Train community workers to facilitate dialogue with community groups using an MNH curriculum that applies adult learning principles and practices
	Using the care group model, organize and work with women’s groups on MNH promotion


Adolescence and Before Pregnancy
	Promote family planning and birth spacing by explaining the benefits 
	Promote healthy timing and spacing of pregnancies with men’s groups and religious leaders

	Promote adolescent-friendly health services within facilities
	Work with teachers to train adolescents in life skills

	Promote HIV counseling and testing
	Support smoking cessation counseling

	Promote vaccination of children and adolescents
	Reduce anemia prevalence by promoting use of ITNs and deworming



Pregnancy (Antenatal)
	Provide ANC services to pregnant women including screening, detection, and treatment of diseases and conditions; vaccination; and health promotion, advice, and support
	Educate women, households, and community groups on the timing of 4 ANC visits, including the importance of early ANC

	Educate pregnant women and their families on early initiation and exclusive breastfeeding 
	With community health workers, promote use of ITNs to prevent malaria during pregnancy

	Educate pregnant women, household members, women’s and men’s groups and opinion leaders on danger signs during pregnancy
	Work with pregnant women and household members to create birth and emergency plans, including identification of a skilled birth attendant and plans to give birth in a health facility


Birth (Labor and Delivery)
	Educate women and household members on signs that labor is starting, indicating the need to seek care
	Help babies breathe (newborn resuscitation)

	Practice clean and hygienic umbilical cord care to prevent infection
	Promote appropriate care for preterm and low-birth weight babies

	Educate women and household members on danger signs during labor and delivery in the mother and newborn indicating the need to seek emergency care
	Work with health facility staff and community health committees to improve referral systems for emergency obstetric complications



Postnatal (Mother and Newborn)
	Provide breastfeeding counseling to mothers of newborns and promote early and exclusive breastfeeding (taking into account WHO/UNICEF/UNAIDS policy and recommendations on HIV and infant feeding)
	Support and coach community health workers for postnatal contacts and home visits (according to WHO/Ministry of Health protocol)

	Educate mothers and family members on essential newborn care, for example keeping baby warm, dry, and clean, and early and exclusive breastfeeding
	Educate mothers and family members on danger signs in newborns indicating the need to seek care 

	Encourage communication and play with the newborn
	Educate mothers, men, and groups on postpartum birth spacing and family planning, including the Lactational Amenorrhea Method (LAM) - a modern, temporary contraceptive method based on natural infertility resulting from certain patterns of breastfeeding.

	Educate women and family members on the importance of early skin-to-skin contact and “kangaroo care” for preterm and low-birth weight newborns
	Educate women and family members on optimal nutrition for breastfeeding women




[bookmark: tm7][bookmark: _Toc387931450]
[image: ] Trainer Material 7: Listening Task for “The Edge of Joy” 
Write the listening task on a flip chart in large, clear writing. 

Listening Task
· As you watch the video “The Edge of Joy” (or as you read the case study extracted from the video “The Edge of Joy”): 
· Name at least 5 barriers (obstacles to optimal maternal and newborn health along the continuum of care’s element of time) 
· Name at least 5 enabling factors (factors that promote good health or help to overcome barriers along the continuum of care’s element of time)
 
· Remember, the continuum of care’s element of time include: 
· Adolescence and before pregnancy
· Pregnancy
· Birth
· Postnatal (woman)
· Postnatal (newborn)
· Infancy  

· Write each barrier and each enabling factor on a card, one idea per card, in large, clear writing.

· In plenary, we will summarize our answers and discuss. 



[bookmark: tm8][bookmark: tm9][bookmark: _Toc387931451][image: ] Trainer Material 9: Small Group Task for Community Public Service Announcements 

Write the small group task on a flip chart in large, clear writing.
Small Group Task
1.	In small groups, develop a 30-second public service announcement (PSA) that maternal and newborn deaths are preventable. This PSA will be broadcast on a rural community radio station in this country. 
2.	An effective PSA attracts the attention of listeners, speaks to them in their own language, relates to their lives, delivers a single, clear message around a specific, doable action, and motivates listeners to act. 
3.	Develop your PSA using facts along with appropriate local idioms, proverbs, language, and terms. Consult the infographics (Handouts 5 and 6) as needed. Set a positive tone and avoid negative, fear-based language. 
4.	Below are examples of MNH advocacy taglines that may inspire you in this task:  
· Giving birth should not be a matter of life and death
· Invest in women—it pays! 
· When women survive, families thrive 
· Maternal deaths are preventable
· No child is born to die
5.	Prepare to share your PSA in plenary.
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Figure 5. Integrated maternal, newborn and child health packages.
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