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programs such as Community Case Management (CCM) and Integrated Postnatal Care (IPNC).
These community-based programs were designed to increase the demand for and awareness of
key MNCH messages and services. Lessons learned from these community health programs
were funneled up to the national level to enhance the national guidelines, policies, and job aids.
To meet the demand for MNCH services,
MCHIP facilitated the strengthening of
three district hospitals, 17 community
health centers, and 185 midwifery
practices using a quality improvement
approach called Standards-Based
Management and Recognition (SBM-R®).
All facilities and midwifery practices
complied with 80% or more of the
evidence-based MNCH standards. For the
midwives who are frontline health care
providers, lifesaving skills such as active
management of the third stage of labor
(AMTSL), management of pre- eclampsia/eclampsia, and essential newborn care were reinforced
through on-the-job training and supportive supervision. As a result, 100% (400) of the midwives
observed showed compliance with standards in all three steps of AMTSL; the majority of women
with severe pre-eclampsia and eclampsia cases at the community health centers received
magnesium sulfate before referral; and at the three district hospitals, approximately 46% (302)
of low birth weight (LBW) babies received Kangaroo Mother Care (KMC)—with 66% (199) of the
LBW babies who received KMC showing an increase in weight.
MCHIP also facilitated strengthening of the district health management system. After political
decentralization in 2001, the districts were provided the autonomy to lead and manage their
health programs. However, districts lack the technical resources and management capacity to
do so. MCHIP facilitated the rollout of the District Team Problem-Solving (DTPS) process to
ensure evidence-based planning and budgeting for district-level programs. As a result, the
districts saw an increase in the percentage of allocation in the total district budget toward
MNCH. Maternal and perinatal audits to conduct verbal autopsies of 100% of the maternal and
newborn deaths and review of selected cases, ranging from the community to the district level,
were facilitated by MCHIP in all three districts. And finally, to ensure that the MNCH
programs are sustained over time, MCHIP facilitated the development and adoption of 148
MNCH local laws and regulations.
To disseminate accomplishments of and lessons learned from the MCHIP districts in adopting
the national MNCH programs, as well as to generate the interest of other districts and
provinces, MCHIP facilitated a Mini-University in each of the three districts. Over 650
participants representing 42 districts were in attendance. The district teams included the head
of the district, head of the district hospital, Bappeda staff, head of the DHO, and head of the
Family Welfare Department of the DHO. Representatives from the MoH, USAID, and MCHIP
target districts also attended. The district-level ownership was outstanding and clearly visible
in all three MCHIP districts. The Mini-University was truly a showcase of the district’s
achievements and efforts, with districts tirelessly advocating for adoption of the programs.
There was also strong participation from non-MCHIP districts. The districts were excited to
hear about and learn from the MCHIP model district. They asked questions, expressed
enthusiasm and commitment, and in some cases held strong discussions—sharing their own
experiences related to why or why not the MCHIP model could be replicated in their area.
One of the goals of the Mini-University was to help establish commitment from the
participating districts to implement similar MNCH programs in their districts. The
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participating districts selected the MNCH programs they intend to implement using the
following criteria: 1) district need; 2) availability of budget; and 3) availability of human
resources. The districts also felt that if the program was deemed necessary, funds could be
requested for implementation in the district’s planning and budget cycle. MCHIP developed a
package of tools and guidelines in support of program replication for non-MCHIP districts and
set criteria for districts interested in MCHIP replication. All 42 participating districts selected
programs for replication after the Mini-University, and 34 of these districts participated in
training-of-facilitator events for at least one program intervention.

KEY ACHIEVEMENTS
Increased the actual number of deliveries
assisted by skilled birth attendants by
28% and facility-based deliveries by 20%
in MCHIP-assisted sites.
Increased the proportion of newborns who
receive postnatal visits during the first
week of life by 6% and mothers who
receive postnatal visits during the first
week postpartum by 10 %.
Decreased the proportion of births
attended by TBA by 5% and increased the
number of births attended by TBA-midwife partnerships by 14% in two of the three MCHIPassisted sites.
Contributed to reaching an estimated 12,025 mothers and pregnant women with maternal and
newborn health messages through the mother support group classes.
Provided on-the-job mentoring and/or training to a total of 5,335 providers and community
health workers on various clinical and non-clinical skills related to maternal, newborn, and
child health.
A total of 46% (302) of the low birth weight babies born received Kangaroo Mother Care, and
66% (199) of those who received KMC gained weight in the MCHIP-assisted sites.
Assisted all three MCHIP districts in submitting an allocation request for MNCH funding based
on real need. In two of the three districts, allocation for MNCH, as a part of the MoH budget,
increased by 12%.
Tested a new community case management (CCM) model for children 2 to 59 months of age
(pneumonia and diarrhea) and infants less than 2 months of age (newborn sepsis) delivered by
community midwives. In Bireuen and Kutai Timur, with training and support, the midwives
were able to provide CCM services (identify, refer, and treat cases) in their communities.
Lessons learned from these community health programs were funneled up to the national level
to enhance the national guidelines, policies, and job aids.
Assisted the passage of laws and regulations in three MCHIP districts and 85% of the MCHIP
villages. These laws represent the commitment of the local government to MNCH and may lead
to sustained allocation of resources over time.
Conducted dissemination of the program findings and experiences in the form of MiniUniversities in three provinces and Jakarta. As a result of the dissemination, all 42
participating districts (100% of the districts in the three MCHIP provinces) showed interest in
replication.
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WAY FORWARD
Community members in general preferred that midwives, rather than community health
workers, facilitate community classes, as midwives were trusted more. MCHIP developed a
model for the village level classes in which the midwife acted as the supervisor and the
community health worker acted as a facilitator, which was also accepted by the community.
This model allowed the midwives more flexibility and an opportunity for the community health
workers to be engaged.
Selection of community health workers should be well thought out. Midwives with strong
supervision skills can support weak community health workers.
Monitoring and supervision of midwives and community health workers is essential. Monthly
visits to the health facility and quarterly visits to the program site are recommended.
In areas with very small populations, midwives do not see enough deliveries to keep up their
skills, and other methods must be used to ensure this.
Internship experience at the hospital for the community health center’s Basic Emergency
Obstetric and Newborn Care team is necessary to strengthen their skills.
A clear linkage between the Maternal and Perinatal Audit process is essential. Quality
improvement and supportive supervision teams can be revised to address identified gaps.
Once the planning is complete, advocacy and development of local laws and regulations should
be prioritized. This is often a challenge because of limited funds to finance these activities.
Advocacy to ensure proper allocation is intensive and essential at every step in the planning
process; the time needed to develop a law that remains consistent, despite changes in
government, is longer than the one- to two-year program cycle. A “public figure” with access to
executive and legislative teams should be nurtured as a MNCH advocate.
The process and time required to initiate, develop, and pass regulations were different in all
three MCHIP districts, but equally complicated. MCHIP recommends a District Team ProblemSolving workshop as an orientation to MNCH for all parties before initiating the regulation
development process. Commitment and involvement from other sectors are stronger when they
are tasked with a specific deliverable.
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