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Ante-natal Care

1

st

 visit

week 10

2

nd

 visit

week 16 (1

st

 IPT dose)

3

rd

 visit

week 20 (examination and 2

nd

 IPT dose)

4

th

 visit

week 24 (3

rd

 IPT dose)

5

th

 visit

week 30

6

th

 visit

week 36

Skilled delivery

as applicable

Post-natal care

1

st

 visit 

after up to 48 hours

2

nd

 visit 

7-10 days

3

rd

 visit 

6 weeks

4

th

 visit 

10 weeks (immunization)

5

th

 visit

14 weeks (immunization)

6th visit

6 months (Vitamin A)

7

th

 visit 

9 months (immunization)

8

th

 visit

12 months (Vitamin A)

Health check-ups for the child and weighing

1st visit

14 months (weighing)

2nd visit

16 months (weighing)

3rd visit

18 months (weighing and check-up)

4th visit

20 months (weighing)

5th visit

22 months (weighing)

6th visit

24 months (weighing and check-up)

7th visit

26 months (weighing)

8th visit

28 months (weighing)

9th visit

30 months (weighing and check-up)

10th visit

32 months (weighing)

11th visit

34 months (weighing)

12th visit

36 months (weighing and check-up)

13th visit

42 months (weighing and check-up)

14th visit

48 months (weighing and check-up)

15th visit

54 months (weighing and check-up)

16th visit

60 months (weighing and check-up)

- NHIS membership: once a year (February)

- Birth registration within one year of birth

Health services take-up overview

Other conditions
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1. Introduction/Background

Ghana has achieved remarkable progress over the past decade, ranking among the top countries in Africa in the World Bank’s Doing Business reports. However, development has been uneven and compared to outstanding performance in economic indicators, Ghana is lagging behind with respect to some social development indicators, especially concerning maternal and child health. Recent evidence even seems to suggest that, after several years of progress, maternal and child health indicators have worsened again. Moreover, the inequality between health outcomes of the rich and poor as well as between urban and rural areas is substantial. While 80 percent of pregnancies of women living in urban areas are attended by skilled health personnel, this is the case for only 31 percent of pregnancies of women living in rural areas. In 2005, the under-5 mortality rate was 112 per 1,000 live births, but this rose to 118 in the poorest quintile. Immunization rates ranged from 86 per cent in the top quintile to 62 per cent in the lowest. Likewise, 7 per cent of children were under height in the top quintile and 31 per cent in the lowest. 

In this context, the Ghana Luxembourg Social Trust Project aims at improving maternal and child health. The project is a joint initiative by the International Labour Organization (ILO) and the Luxembourg NGO “ONG OGB-L Solidarité Syndicale”. The objective is to collect evidence about the impact on maternal and child health status of a cash transfer that is conditioned on the recipient taking up a certain number of reproductive and child related health services. The project also pilots an innovative financing mechanism as funds are collected from citizens in Luxembourg who enjoy very high levels of social protection to support strengthening the social security system in Ghana, where many citizens lack adequate social protection coverage.

The project is planned and implemented in close cooperation with partners at national and district levels, building on and ensuring complementarity with structures that already exist, especially

· established administrative, social and political structures (district and community representatives, assembly members, community durbars, community van etc.) for communicating with beneficiaries

· the Ghana Health Services/DHMT/Health Research Centre for the provision of health services and health education as well as monitoring compliance with conditionality

· the National Health Insurance Scheme (NHIS)/District Wide Mutual Health Insurance Scheme (DWMHIS) to provide health insurance for the beneficiaries 

· the Department of Social Welfare/Livelihood Empowerment Against Poverty (LEAP) programme at national and district level for the identification and registration of beneficiaries, pay-out of cash benefit and monitoring how beneficiaries spend the cash transfers

· the district Health Research Centre (HRC)/Demographic surveillance survey for the monitoring of the project impact

In the following, the above institutions and persons are referred to as “implementing partners”.

The project is being implemented as of 1 September 2009 and will run for a total of 5 years, closing on 31 August 2014. The last payment of the cash benefit will be effected May 2014. To achieve a maximum number of payments, a fast identification, registration and start of the pay-out is crucial.

This document is intended to give detailed information about the timing, responsibilities and modalities of project implementation. It aims at providing all the information that is necessary for implementation partners to plan their activities and should serve as the basis for training activities conducted in the context of this project.

2. Overview of project activities and responsibilities 

For a successful project outcome, certain key activities need to be carefully planned and the reliable implementation of these activities ensured. These activities are, amongst others:

1. TRAINING
First and second level training for implementing partners (first level) and their staff (second level). 

Responsibilities: 
The responsibility for first level training rests with the GLST project office, the responsibility for second level training with the implementing organizations.

2. INFORMATION 
Informing communities/beneficiaries about the project (information on who is targeted to become a beneficiary, what are the obligations of the beneficiaries, what benefits they are entitled to over what period of time). 

Responsibilities: 
The DHMT is the lead institution for informing communities/beneficiaries. The DHMT will work in close collaboration with LEAP and the HRC on the content of the information campaign to develop clear and concise messages to be communicated to communities/beneficiaries. The Community Development officer, the Information officer and the planning unit, together with the district administration in general are responsible for the organization of the means of communication and logistics (community van etc.)

3. EDUCATION 
Educating beneficiaries and communities in general about responsible health behaviour (planning for skilled delivery, food hygiene, nutrition, breast feeding, family planning, saving and managing household funds, health insurance functioning) 

Responsibilities: 
The DHMT is the lead institution for educating beneficiaries, especially through the community nurses. The DHMT will collaborate closely with LEAP, the HRC and the GLST for planning and carrying out of education activities.

4. IDENTIFICATION AND REGISTRATION
Identification and registration of beneficiaries following LEAP methodology, i.e. LEAP questionnaire, data processing, verification of socio-economic status, issuing of membership card and composing beneficiary registries (according to agreed criteria, poor pregnant women in poorest area councils) 

Responsibilities: 
DSW/LEAP is responsible for the identification and registration of beneficiaries on the basis of poverty maps and following standard LEAP operations. The District LEAP Implementation Committee (DLIC) will collaborate with district authorities and institutions as required for a smooth implementation of identification and registration activities.

5. COMPLIANCE MONITORING 
Monitoring compliance with conditionalities as a precondition for paying out the cash benefit on time, following the agreed schedule

Responsibilities: 
The verification of compliance with conditionalities will be effected by community nurses that will be present when post officers effect the payments on pay days. The DHMT will be responsible to organize that the nurses are available at each pay point. The Post office is responsible for paying out the cash benefit and will collaborate closely with LEAP (CLICs and DLICs). 

6. NON-COMPLIANCE FOLLOW-UP
The project has a strong interest to have as many beneficiaries stay in the project as possible. Following up on non-compliant beneficiaries to find out about the reasons and challenges for beneficiaries to access the required health information is thus important to ensure continued participation in the programme 

Responsibilities: 
The GLST office is the lead agency to follow-up on non-compliant beneficiaries. It will collaborate closely with all implementing partners for home visits of non-compliant beneficiaries.

7. PROJECT MONITORING 
Monitoring the project impact on maternal and child health status, user satisfaction with health services, monitoring use of cash benefit money and beneficiary satisfaction about the project according to agreed indicators. 

Responsibilities: 
The HRC is responsible for the monitoring of the project impact. It will integrate a short additional questionnaire to its DSS that will be conducted in beneficiary and a short additional questionnaire that will be used in control group households. LEAP will be responsible for monitoring the use of the cash benefit.

8. PROJECT MANAGEMENT 
Project management, documentation and reporting. For a succesfull implementation of the project, it is of utmost importance that all implementing parties are collaborating closely, informing each other about their activities and supporting each others’ activities. This includes documenting activities, reporting to the others, anticipating challenges, alerting others of possible problems and seeking advise where needed. To facilitate exchange of information, periodic meetings of the implementing parties will be organized. 

Responsibilities: 
The GLST office is responsible for overseeing all project activities. At district level, a project chief executive is in charge of coordinating all activities in the district and facilitate the exchange of information between implementing parties. Implementing partners have the responsibility of reporting regularly to the GLST office.

The following sections will discuss each of these activities in detail.

A necessary condition for all the above activities to be successfully carried out is ensuring a good flow of information between all parties concerned. In particular, the following communication goals have to be achieved:

· Communities are well-informed about the project (the target group, the benefit, the conditionality regime, the compliance monitoring, the pay-out mechanism, the project duration)

· Communities are well-informed about reproductive and child health (health insurance, importance of accessing health services, how to access health services, nutrition, family planning etc.)

· Implementing partners (including their field officers) are well informed about the project 

· Implementing partners are aware of their roles/responsibilities for the project implementation

· The GLST project office is well informed about the activities of the implementing partners

· The GLST project office is well informed about the findings of the monitoring activities (both compliance and impact monitoring)

· The government of Ghana, the International Labour Organization, the OGB-L, the Ministry of Foreign Affairs in Luxembourg, the international community / donor organizations are well informed about project outcomes (impact on maternal and child health service utilization and impact on maternal and child health outcomes)

3. Training 

Thorough training of all parties involved in the implementation of the project is a necessary condition for the success of the project. 

The training activities will aim at

· Creating a common understanding of the project, its objectives, the necessary activities, division of responsibilities and timing. 

· Introducing a common terminology, so that all implementing partners communicate the same message with the same wording to beneficiaries

· Developing a team spirit and create an atmosphere of mutual support and respect as well as an awareness of the tasks to be completed by each party

· Clarifying for each implementing partner the detailed steps necessary for a successful completion of their tasks through a jointly agreed upon workplan, timeline and budget

· Building a sense of ownership and responsibility of all parties involved for their respective tasks

Through the training activities, all training participants, regardless of their own responsibilities for the project implementation, will be familiar with the information presented in this document and know the set-up of the project, especially regarding 

· Identification/eligibility criteria for beneficiaries, including differences with “normal” LEAP programme

· Obligations of the beneficiaries (conditionality and implications of non-compliance, as well as what the cash benefit should be spent on)

· Function of health record books and how compliance is monitored

· Benefit entitlements and pay-out modalities

· Duration of the project

· Division of labor between implementing partners and who to turn to for any unresolved questions

Training activities will be implemented on two levels. At the first level, representatives from the implementing organizations who are involved in the GLST project activities will be trained to enhance the overall understanding of the project and to explain the division of labour and responsibilities among implementing parties, timing of activities as well as activities to be carried out. 

At the second level of training, each implementing partner will train the field staff who will execute the planned activities. The 2nd level of training will take into account the targeted audience for project activities: poor households with low educational attainments. At a minimum, the following 2nd level training sessions will be conducted:

1. Department of Social Welfare/LEAP



DSW/LEAP will train its field officers, CLICs, data entry clerks and other staff as necessary for the identification and registration of the beneficiaries. It will be made clear that only ONE cohort of beneficiaries will be selected and what the targeting criteria are:

a. Pregnant women, encouraging registration during EARLY pregnancy, if possible 1st trimester.

b. Poor households, socio-economic status (focussing on poorest area councils)



LEAP will also train its monitoring staff on the specific conditionality regime and intended use of the cash benefit paid out to beneficiaries. 



LEAP field officers will generally be required to have a thorough knowledge of the project overall so as to be able to answer all questions arising during field visits. This relates particularly to the conditionality, conditionality monitoring/verification, modality and duration of benefit payments and role of health record books.

2. District Health Management Team



DHMT will train community nurses and staff in health facilities about the project, especially regarding the conditionalities, how to enter information in the health record books, the importance of sound documentation in the maternal and child health record books of the health services taken up by beneficiaries, how to proceed for the verification of compliance with conditionalities through the health record books. For the identification of beneficiaries, community nurses and health service staff will also be trained to inform poor pregnant women seeking treatment about the project for self-application.
Taking into consideration the fact that many people in Dangme West seek care outside the district, one might consider informing/training staff of health facilities in neighbouring districts.

3. The Health Research Centre



The HRC will train its field staff on how to conduct the additional questionnaires for the project beneficiaries and control group households. 

4. The District Wide Mutual Health Insurance 



The DWMHIS will train its health insurance registration officers to raise their awareness about the necessity of registering members of project beneficiary households. 

More detailed content that will be useful for training sessions is provided under the relevant sections in this manual. 

4. Informing communities/beneficiaries 

A thorough information and awareness campaign in the project implementation area is the key element for a smooth project implementation. If misunderstandings and miscommunication can be avoided and all parties are well-informed, a thorough foundation is laid to eliminate troubles arising from a lack of information that will backfire at later stages of the implementation process. Information activities should be addressed to all people in the project implementation area so that both beneficiaries and non-beneficiaries have a good understanding of the project. This will help to reduce possible conflicts or jealousies arising between beneficiaries and non-beneficiaries.

The planning and carrying out of information and awareness raising activities is a joint effort involving all implementing parties. The DHMT will take the role of lead agency for these activities, especially for developing the content of messages to be communicated. The DHMT will build up an “information activities task force”, involving other people and institutions as necessary, for the planning and implementation of information activities. 

4.1. Means of communication

Information and awareness raising activities are important throughout the project but play a particularly crucial role during the first 3-4 months for the identification of the beneficiaries. A widespread community mobilization effort will be necessary to ensure a fast and efficient registration of the 700 targeted pregnant women. The community development officer and information officer of the district assembly will therefore exploit different means of communication to ensure a wide reach of information activities. This will include for example the use of 

· The community van, circulating through communities with pre-recorded messages in local languages appropriate in the implementation area. 

· Different radio stations broadcasting in the implementation area (e.g. Ada FM and RITE F.M.). 

· Organizing community durbars, plays, information-boards.

· Informing community representatives/assembly members who will explain the project in their communities.

· Informing community nurses, health facility staff, health insurance registration officers who will inform communities about the project and the possibility of self reporting to apply for beneficiary status. 

· Printing and distributing posters/leaflets

4.2. Content of messages

There are several key messages that need to be communicated clearly to communities for each step of the project implementation process.

4.2.1. Key messages on Identification of beneficiaries

· The project is targeting poor pregnant women in Dangme West, as early in the pregnancy as possible

· The project will identify ONE COHORT of pregnant women between Oct-Dec 2009. A later addition of further beneficiaries is not foreseen

· The targeting is following the LEAP targeting methodology 

· Pregnant women can also self-report and apply for possible selection as a beneficiary

· Initial identification and conducting the survey does not mean they will be selected as beneficiary

· Consulting medical services within the 1st trimester of the pregnancy is crucial to improve maternal and child health and detect/avoid complications at an early stage during the pregnancy. Special efforts should be undertaken to encourage women to report pregnancies early and register with the project early despite cultural preferences to wait until the pregnancy is visible. This is particularly true for teenage pregnancies or extra-marital pregnancies. Special awareness-raising campaigns should be launched to reduce the stigma related to these events.

· Non-beneficiaries should be informed about the benefits for the community as a whole even if they are not selected, e.g. improved overall knowledge on reproductive and child health, economic multiplier effects of increasing local cash flows in communities

4.2.2. Key messages on Registration of beneficiaries

· the women will have to produce a proof of their pregnancy from the health facility to be registered as beneficiaries

· when being registered as beneficiary, the estimated date of conception and delivery will be recorded to develop an individualized schedule for the ante-natal and post-natal care visits of each beneficiary

· women will receive LEAP membership cards but different rules for conditionality and pay-out will apply to them

· together with the LEAP membership card, the beneficiaries will receive their individualized conditionality schedule detailing the health services they are expected to take up before each pay day

· stolen or lost cards should be reported to the DSW as quickly as possible

· non-compliance with conditionalities will lead to the exclusion from the project and they will have to hand back the membership card in that case

4.2.3. Key messages on Details of the conditions

· project beneficiaries will be requested to comply with the conditions from the normal LEAP programme and, in addition, conditions relating to maternal and child health. 

· It should be made clear to beneficiaries that the conditions relate to behaviour that is generally expected from every member of society to follow as a matter of course. The money will empower them to comply with this expected behaviour but by the end of the day, following the conditions will be for their own good and improve their own health.

· The list of conditions is as follows:

· Membership of all household members with the NHIS

· Obtaining the prescribed pre-natal care visits for mother and child,

· Obtaining a skilled delivery,

· Birth registration

· Obtaining the prescribed level of post-natal care for the mother and child, 

· Completing prescribed health check-ups for each child in the family up to 5 years of age (including full completion of prescribed immunization). 

· Enrol and retain all school going aged children in the household in public basic schools

· Ensure that no child in the household is trafficked or engaged in any activities constituting the Worst Forms of Child Labour
· Since the exact timing and specific conditions to be met for each pay day will differ between beneficiaries depending on how advanced they are in their pregnancies at the time of registration, and the day they give birth, each woman will receive an individualized schedule for her ante- and post-natal care visits and child health check-ups after the registration. 
· The approval of conditionality compliance will be entered on the individualized schedule for the post officer to check before paying out the cash benefit.
· Project beneficiaries will also be required to participate in education activities during pay days
The health services listed above should be taken up at a health facility or through the community nurse, depending on availability and capacity of providers. 

Details regarding the health services that have to be taken up to comply with conditions are as follows:

Ante-natal care (ANC) services: 

For effective ANC and early identification and management of complications, it is important for pregnant women to report during the first trimester. The ANC package includes malaria prevention through chemoprophylaxis or intermittent preventive treatment (IPT) and promotion of use of insecticide treated mosquito nets, nutrition education, iron foliate supplementation, tetanus immunisation, clinical examination, laboratory investigations, HIV Counseling and Testing (VCT) and Prevention of Mother to Child Transmission of HIV (PMTCT), family planning education, planning for delivery (birth preparedness and complication readiness) education on breastfeeding and care of the newborn.

The prescribed number of ante-natal visits is at least six as follows:

1st visit

week 10

2nd visit

week 16 (1st IPT dose)

3rd visit

week 20 (examination and 2nd IPT dose)

4th visit

week 24 (3rd IPT dose)

5th visit

week 30

6th visit

week 36

Additional visit may be required depending on the course of the pregnancy and as indicated by the health service staff.

Labour and Delivery

Skilled assistance is essential to ensure safe, atraumatic and clean delivery as well as to identify delivery complications and ensure their management and or referral. Delivery at a health facility is therefore a key condition for the beneficiaries of the project. Birth preparedness and complication readiness are some of the strategies that have to be pursued in the communities and at health facilities to reduce delays in seeking and getting assistance by pregnant women. This will be done through education campaigns to provide information about planning for the delivery so that women are better prepared and can organize in advance how to reach a health facility around the date of the expected delivery.

A basic essential obstetric care package includes, IV/IM antibiotics administration, IV/IM anticonvulsants administration, Manual removal of placenta, Assisted vaginal delivery, Removal of retained products, referral in case of complications during pregnancy, labour and delivery and post delivery.

The package also includes counceling for breast feeding, startin after about 30 minutes after birth. 

Post-natal/child care visits:

The project demands 8 post-natal care/immunisation visits. 

1st visit 

after up to 48 hours

2nd visit 

7-10 days

3rd visit 

6 weeks

4th visit 

10 weeks (immunization)

5th visit

14 weeks (immunization)

6th visit

6 months (Vitamin A)

7th visit 

9 months (immunization)

8th visit

12 months (Vitamin A)

The essential components of postnatal care are:

· comprehensive screening for detection and treatment or
 referral of complications in both mother and child,

· health education and counselling,

· family planning motivation.
· routine micronutrient supplementation such as vitamin A, 

· immunisation, and 

· prevention of mother-to child transmission of HIV.

Details of the immunisation schedule:

	Type

	First Dose
	Second Dose
	Third Dose

	Tuberculosis (BCG)
	At birth
	
	

	Poliomyelitis
	6 weeks
	10 weeks
	14 weeks

	Diphtheria/ Pertusis

Tetanus/ Hepatitis B

Haemophilus Influenza B
	6 weeks
	10 weeks
	14 weeks

	Measles
	9 months
	
	

	Yellow Fever
	9 months
	
	


Child health care

· Age 2-3 years: 
weighed and measured every 2 months 
(6 visits, including check-up every second visit), 

· Age 4 years – 5 years: 
check up, weighed and measured every 6 months
(4 visits)

4.2.4. Key messages on Compliance with conditions and pay-out of the cash benefit

· Compliant beneficiaries will receive 20 USD every two months 

· In principle, it does not matter which health facilities are visit to take up the required service, as long as the treatment is duly recorded in the health record books. However, Health service providers outside the district may not be well-informed about the project and be less conscientious about keeping the health record book properly. 

· The cash benefit will be paid out through the post office

· Compliance will be monitored: 

· Conditions to be met before each pay day will differ between beneficiaries, depending on the stage of their pregnancy at the time of registration with the project and on the day they give birth. An individualized conditionality schedule will be provided to beneficiaries and community nurses to ensure conditions to be met before each pay day are clear. Beneficiaries should understand that other beneficiaries from the same community may have to meet different requirements to receive the next payment.

· Before receiving the cash benefit, a community nurse will check the Maternal and Child Health Record books to verify compliance with conditionality and check the NHIS membership card

· It is therefore crucial that beneficiaries understand the importance that health record books are kept accurately (requesting that health service providers enter the services provided) and that they have to take along the health record books on pay days!

· Special efforts should be made during information campaigns to anticipate and address possible obstacles for beneficiaries to access services e.g.

· cultural obstacles such as certain belief systems, traditions, gender roles etc.

· distance to health facility/availability of transport to health facility (assist community members to plan how to access services (e.g. combine use of services with other errands)

· quality of services and availability of services/drugs/equipment at the health facility (encourage beneficiaries to report non-satisfactory treatment)

· ability to accommodate the required time for health visits (plan ahead for the visit to allow the required time and resources)

· direct and indirect costs of taking up health services

· In case of non-compliance the following measures apply:

· 1st default: full amount paid out but consequences explained

· 2nd default: only 10 USD, i.e. half the amount is paid out 

· 3rd default: the beneficiary is excluded from the programme

· It is crucial that beneficiaries come to pay points on pay days to collect the money. In exceptional cases, it will be possible to collect a missed payment on the next pay day. They should factor this into their migration/travel plans etc.

· The last payment of the cash benefit will take place in May 2014

4.2.5. How to spend the money received

· Beneficiaries are expected to use the money to cover the direct and indirect cost of meeting the conditions and of improving maternal and child health

· direct costs are mainly arising from NHIS membership and registration fees for all household members

· indirect costs include expenditure for transport cost or income lost due to time spent for health visits etc.

· In addition, beneficiaries are expected to spend the money on improving their diet following the recommendations of the education activities regarding nutrition and food hygiene. Of course, all children in the household should benefit from the improved nutritional intake and not just the child born in the context of the project.

5. Education of beneficiaries and communities at large

Through the project, communities and beneficiaries benefit from various education activities on reproductive and child health. It is hoped that knowledge on safe motherhood and child health will be transferred throughout the communities and over generations so that maternal and child health will improve even for non-beneficiaries.

All education activities will be carefully planned to accommodate needs and circumstances of the target audience. Education material will be drafted to fit the context of empowering poor women in rural areas with low educational background. Education activities will be conducted in local languages, using simple terminology, reflecting the livelihoods of the audience and avoiding technical jargon. Examples to illustrate key lessons and messages will reflect the everyday-life situation of the communities.

5.1. One-to-one counselling of beneficiaries

Beneficiaries benefit on the one hand from one-to-one counselling on a range of issues that they receive when visiting the health centre/seeing the community nurse for pre- and post-natal care and child health check-ups, including the following issues as listed in the health record books: 

· Danger signs in pregnancy

· Diet/Nutrition/Anaemia/Deworming

· Hygiene

· Rest/Exercise 

· Husband/Support Pension involvement

· Medications/Immunization

· Birth Preperations and Complication readiness

· STI Prevention / Condom use / Safer Sex

· Mother-to-child-transmission of HIV

· Labour and Delivery

· Baby Care

· Breastfeeding and Breast Care

· Family Planning Motivation

· Use of insecticide impregnated materials

· Iron Folate Supplementation-counselling

· Birth registration

· Child health danger signs, management of fever and diarrhoea

· Feeding recommendations for children / nutrition

5.2. Community awareness raising and education 

In addition to the education received when taking up health services in compliance with the conditionality schedule, communities will also be informed about the project, reproductive and child health, about managing household finances and how to use the money they receive through the project. These education activities take place at least every second payment day and are directed towards the entire community, so that other members of the beneficiary households are also aware of the project logic and so that non-beneficiary pregnant women can also enhance their knowledge about safe motherhood and child care.

Furthermore, traditional structures still may lead to allocation of resources favouring male authorities. It is important that all members in the community learn about the intended allocation of the cash benefit for pregnant women and children, to enable them to take up certain health services and to improve the nutritional status of the children in the household, especially the new-born child. 

The topics for the education activities on pay days as well as the content and key messages for each activity will be jointly developed and prepared by the DHMT, LEAP and the GLST project office under the lead of the DHMT. To this end, the DHMT will organize an “education activity task force” and convene meetings as necessary. If necessary, the DHMT will also be responsible for training the community nurses who will carry out the education activities that are related to reproductive health.

It will be the responsibility of the task force to develop messages and education material that speak most to the Dangme West population when communicating the importance of seeking the required health services, keeping a healthy diet, safe motherhood behaviour etc. Education messages should send clear signals about the importance of sound behaviour during pregnancy and the first 5 years of life for the overall development of the child and the health of the mother.

6. Identification and registration of beneficiaries

The GLST is raising funds to pay a cash benefit to 700 poor pregnant women in Dangme West, thus targeting the poorest 20% of the approximately 3.500 births annually. The project started activities on 1 September 2009. The exact duration of benefit entitlements for beneficiaries depends on a fast completion of the identification and registration activities since the project duration is limited to a maximum of 5 years exactly.

In order to proceed swiftly, the project is building on the experience of the LEAP programme for the identification and registration of the beneficiaries as well as the LEAP methodology for paying out the cash benefit. The Department of Social Welfare /LEAP at central and district level will therefore be responsible for the identification and registration of beneficiaries. 

6.1. Identification of beneficiaries

The DSW will identify one cohort of 700 poor pregnant women in Dangme West that will be considered for inclusion as beneficiaries of the GLST project. The targeting will take into account

· Socio-economic status
 (focussing on poorest area councils)

· Proximity to health facilities

· Efficiency for implementation of other project activities
(minimizing number of communities and geographical area of project implementation)

· Complementarity with existing LEAP activities 
The DSW will follow the standard LEAP procedure for the targeting, including community targeting, the completion of the LEAP questionnaire for the households concerned and the verification at central government level. At district level, the DSW will conduct the survey, compile a list of potential beneficiaries, taking their photo, indicating their names and the house ID (in a simple Excel file table) and make this file available to the GLST office upon completion. At central level, the DSW will take care of the data-entry of the household survey data and selection of proposed beneficiaries according to the LEAP poverty ranking. The GLST office reserves the right to cross check the identified beneficiaries and compile a final list of accepted beneficiaries and send it to the DSW.

The DSW will be responsible that suitable modifications to the LEAP software are made so that a GLST beneficiary database can be created separately from other LEAP beneficiaries in Dangme West. The DSW will provide an electronic version of this database (e.g. in excel format) to the GLST office. This database will include GLST beneficiaries only, even if there are GLST beneficiaries and LEAP beneficiaries in the same communities. The targeting will be completed as soon as possible no later than October 2009.

The district DSW will form Community LEAP Implementation Committees in the communities where the project will operate and train field officers as required for the identification process. The DSW will take care during their activities that beneficiaries understand the targeting process and the difference to the national LEAP activities. The DSW will explain to beneficiaries, that they will have to produce a proof of their pregnancy to be able to participate in the programme.

LEAP is currently active in 12 communities in Dangme West. The GLST will initially start activities in communities where LEAP is not yet present. However, LEAP is still in the role-out phase and if CLICs are set up in certain communities where the GLST is active, LEAP may of course want to expand its activities into those communities, too. This will be beneficial for the GLST because the GLST will only target one cohort. If LEAP identifies LEAP beneficiaries in the same communities, this will help to avoid antagonism between beneficiary and non-beneficiary households. 

6.2. Registration of beneficiaries

After the final selection of beneficiaries through central government and approval by the GLST, the DSW will order the membership cards for the GLST/LEAP beneficiaries, inform the selected beneficiaries and distribute the membership cards. The DSW will make available three copies of the beneficiary album/registry (containing coloured LEAP card photocopies) as well as one set of payment vouchers (PVs) both in print version and electronically to the GLST office. The GLST office will prepare beneficiary lists by community / community clusters for the pay days.

The GLST reserves the right to attach a little sticker on the LEAP cards to facilitate identification of GLST beneficiaries on pay days.

The registration should be finalized as soon as possible and no later than December 2009.

7. Monitoring compliance with conditions and paying out the cash benefit

In order to receive the cash transfer, beneficiaries have to comply with certain conditionality as detailed under 4.2.3. The compliance with the conditions will be monitored and repeated failure to comply will ultimately lead to exclusion from further participating in the project. 

As pointed out in chapter 4, the success of the project will to a large extent depend on ensuring that beneficiaries are well-informed about the project and about their obligations and entitlements as beneficiaries. Only if beneficiaries are aware of their duties it will be possible for them to follow the conditionalities and to minimize non-compliance that arises out of lack of information.

7.1. Monitoring compliance with conditions 

As outlined in section 4.2.3, the beneficiaries have to fulfil the following conditions to be entitled to receive the cash benefit:

· Membership of all household members with the NHIS

· Obtaining the prescribed pre-natal care visits for mother and child,

· Obtaining a skilled delivery,

· Birth registration

· Obtaining the prescribed level of post-natal care for the mother and child, 

· Completing prescribed health check-ups for each child in the family up to 5 years of age (including full completion of prescribed immunization). 

· Enrol and retain all school going aged children in the household in public basic schools

· Ensure that no child in the household is trafficked or engaged in any activities constituting the Worst Forms of Child Labour

The above reflect current LEAP conditions as well as adding certain maternal and child health related conditions. The LEAP related conditions, namely, school enrolment and abstaining from child labour will be dealt with the same way as is currently practised by LEAP: each household will be asked to sign an agreement when becoming a project beneficiary committing to sending children to school and abstaining from child labour.

The GLST conditionality that are related to NHIS membership, birth registration and the take-up of certain health services will be monitored by community health nurses in the communities on pay days before payments are executed. Beneficiaries will be required to bring their Maternal and Child Health Record books on pay days and, once a year, proof of NHIS membership of all household members. Community nurses will monitor compliance following the individualized schedule that each beneficiary will receive at the time of registration. The DHMT is responsible for training community nurses about the project and their role for compliance monitoring.

Since beneficiaries will be identified and registered at different stages in their pregnancies, they may have to conform to different conditions for each pay day, depending on the timing of the conception and the delivery date in relation to the date of the payment. The community nurses will receive an album with all the beneficiaries of her catchment area (community or community cluster) as well as individualized schedules for each beneficiary with clear instructions which health services should have been taken up by the beneficiary for which payment. 
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The community nurse will enter approval notes on the beneficiaries’ individualized schedules that the post officers will control before paying out the cash benefit. The community nurse will also keep records on her individualized schedules of compliant and non-compliant beneficiaries on each pay day and make these records available to the GLST office after each pay day.

The GLST conditionality will be enforced strictly and while the project hopes to retain as many as beneficiaries in the programme throughout the whole duration of the project, non-compliance will ultimately lead to being excluded from the programme. In case of non-compliance the following measures apply:

· 1st default: full amount paid out but consequences explained

· 2nd default: only 10 USD, i.e. half the amount is paid out 

· 3rd default: the beneficiary is excluded from the programme

7.2. Paying out the cash-benefit

· Like the LEAP programme, the cash benefit of the GLST will be paid out through the Post Office. 

· The Post Office will receive separate albums and PVs for LEAP beneficiaries and GLST beneficiaries

· The money for the payments will be transferred to the post office in sufficient time before the pay day

· Communities will be informed about the pay days in advance

· The Post Officer will visit communities or community clusters to pay out the cash. Beneficiaries should not have to travel more than 5 km to collect the cash payment.

· The post officer will pay out the cash to the GLST beneficiary as indicated in the PV list only after the compliance with conditions has been confirmed by the community nurse as stated in the previous section.

· The post officer will keep records of who received the cash benefit and who did not (because of absence or because of non-compliance). These records will be made available to the GLST after each pay day.

8. Following up on non-compliant beneficiaries

The objective of the project is to analyze the effects on maternal and child health of a conditional cash transfer that is related to taking up certain maternal and child health services. It is therefore important that beneficiaries comply with the conditions. While non-compliance will ultimately lead to the beneficiaries loosing their cash benefit entitlements, the project is interested in keeping as many beneficiaries as possible on the benefit for the full project duration. Non-compliant beneficiaries will therefore receive special counselling to gain a better understanding and help them overcome the challenges they face to meet the compliance. 

The GLST office will obtain the records on payments and on compliance or non-compliance from the post officer and the community nurse. The office will identify non-compliant beneficiaries and, in consultation with the implementing partners, plan household visits to discuss with beneficiaries in person about how their individual obstacles of fulfilling the conditions can be overcome. These visits should be conducted with a friendly atmosphere. It should be made clear that this is not a measure of controlling or policing beneficiaries but intended to support them and help them to stay in the programme. The conversation during the visit should be constructive rather than blaming or critical.

9. Monitoring the project impact on maternal and child health status

The project intends to provide an evidence base on whether or not a conditional cash benefit can contribute to improving maternal and child health status. In order to achieve this objective, it is crucial to monitor the impact of project activities on beneficiary households and the communities at large. To this end, the health research centre (HRC) will support the GLST project by conducting certain monitoring activities through the Demographic Surveillance Survey (DSS). 

Some valuable information for the project is already picked up by the DSS routine questionnaires. The questionnaires used by the DSS are attached in Annex 1. It is foreseen that the HRC will conduct an additional brief survey for the 700 beneficiary households relating to their satisfaction with the implementation of the GLST project, the quality of the health services and the usefulness of the education activities. Another additional short questionnaire will be conducted with a control group of 500 matched non-beneficiary households, collecting data on their uptake of health services and their maternal and child health outcomes. 

For beneficiary households, the following maternal and child health indicators should be possible to monitor from the health record books: 

· Pre- and post-natal care (for this and for previous pregnancies if applicable)?

· Women taking Iron supplements

· % of women who present for prenatal care who complete IPT3 before delivery

· % deliveries in which oxytocin or misoprostil was used

· % mothers and infants checked for post natal problems within 3 days after birth

· % of checklists of standard clinical practices for newborns completed  (indicator may be narrowed to one specific neonatal indicator)

· skilled delivery

· Children under five receiving anti-malaria treatment for fever

· Children under five with ARI symptoms taken to facility

· Children under five with diarrhoea receiving ORT

· Neonates protected at birth against neonatal tetanus

· One-year olds immunized with MCV, three dosis of DTP3, three Hepatitis B, three Hib, measles

· Children under five stunted for age

· Children under five underweight for age

· Children under five underweight for size

· Newborns with low birthweight

In addition to the surveys, ind-depth semi-structured interviews will be conducted with some beneficiaries and non-beneficiaries to learn more about the qualitative impacts of the cash benefit on the livelihoods of poor pregnant women and mothers as well as the communities in general.

10. Project management, documentation and reporting

The GLST project office in Accra manages the project in close cooperation with partners and authorities in the Dangme West District. The GLST office is responsible for the overall technical, operational and financial management of the project. In addition, the coordinating director in the district has kindly appointed a district project coordinator to assist with organizing and coordinating the activities of implementing partners in the district.

The GLST office will contract implementing partners to carry out the project activities on the ground. 

Contracts will be issued for

· the information of beneficiaries and communities

· the identification, registration and membership management of beneficiaries

· the monitoring of the project impact

· the education and compliance monitoring activities

· the pay-out of the cash benefit

Contracting partners will be responsible to keep the GLST office informed about their activities and use of funds at all times and to submit a short quarterly progress report. More detailed information on documentation and reporting duties will be agreed upon in the contracts. Any use of funds that is remains unaccounted for will lead to an immediate termination of all project activities.
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 : DODOWA DSS-SOCIO ECONOMIC STANDARDS QUESTIONNAIRE and Health Status Form
INTRODUCTION: Now we are collecting data on household (HH) living standards. This will be used to make decisions on health interventions in the district. 
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Ante-natal Care

1

st

 visit

week 10

2

nd

 visit

week 16 (1

st

 IPT dose)

3

rd

 visit

week 20 (examination and 2

nd

 IPT dose)

4

th

 visit

week 24 (3

rd

 IPT dose)

5

th

 visit

week 30

6

th

 visit

week 36

Skilled delivery

as applicable

Post-natal care

1

st

 visit 

after up to 48 hours

2

nd

 visit 

7-10 days

3

rd

 visit 

6 weeks

4

th

 visit 

10 weeks (immunization)

5

th

 visit

14 weeks (immunization)

6th visit

6 months (Vitamin A)

7

th

 visit 

9 months (immunization)

8

th

 visit

12 months (Vitamin A)

Health check-ups for the child and weighing

1st visit

14 months (weighing)

2nd visit

16 months (weighing)

3rd visit

18 months (weighing and check-up)

4th visit

20 months (weighing)

5th visit

22 months (weighing)

6th visit

24 months (weighing and check-up)

7th visit

26 months (weighing)

8th visit

28 months (weighing)

9th visit

30 months (weighing and check-up)

10th visit

32 months (weighing)

11th visit

34 months (weighing)

12th visit

36 months (weighing and check-up)

13th visit

42 months (weighing and check-up)

14th visit

48 months (weighing and check-up)

15th visit

54 months (weighing and check-up)

16th visit

60 months (weighing and check-up)

- NHIS membership: once a year (February)

- Birth registration within one year of birth

Health services take-up overview

Other conditions
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Date 







FWCODE

Section A. Household Composition and Background


Commcode 

                  Household ID



Name of Respondent:……… ……………………………………..RESP ID

Morbidity Assessment

Q1. What is the number of children under five in this household?


Q2. How many of these children under five had fever in the past 2 weeks?

Bednets

Q3.   Does your household own a bednet?

1. Yes

2. No

Q4.   Is the bednet treated?

1. Yes

2. No  

3. Don’t know                    88. NA

Nutrition

Q5.   What type of salt does household mainly use?

1. Rock
2. Powdered        3. Don’t take salt

Q6.   Do you think the salt contains iodine? 

1. Yes

2. No      
3. Don’t know     88. NA

Q7.   Test for Iodine by adding 2 drops of test solution on the surface of the salt.

1. 0 PPM    
2. Below 15PPM
3. Above 15 PPM
      88.NA

Section B. Dwelling-Related Indicators

(Information should be collected about the dwelling in which the family currently resides.)

Q8.  What is the ownership status of dwelling? 

1. Built on squatter land 

2. Given by relative or other to use 

3. Provided by government

4. Rented.

5. Owned

Q9.  How many rooms are used by your household for sleeping?  (Include detached rooms in same compound for same household.)

 Q10.  What type of roofing material is used in main house?

1. Grass / Straw / Bamboo


2. Tarpaulin, plastic sheets

3.   Zinc, Asbestos/Aluminum sheets 

4. Brick tiles


5.  Concrete

6. Mixture (Describe) _____________________

Q11.  What type of exterior walls does the dwelling have?

1. Timber/Wood 



2.  Iron sheets 

3.   Tarpaulin, plastic sheets


4.  Mud walls

5.   Mud house but with cement plastering
6. Brick or cement blocks.
7. Straw

7. Mixture, (Describe)_____________________________________________

Q12.  What type of flooring does most of the dwelling have?

1. Mud /sand/earth

2.  Wood planks

3.  Parquet/polished wood T&G

4. Linoleum 


5.   Cement 


6.  Terrazzo /ceramic Tiles

7.   Carpet (Woolen) 

8.   Other specify…………………..

9. Mixture, (Describe)_____________________________________________

Q13.  What is the observed structural condition of main dwelling?

1. Seriously dilapidated 

2.   Need for major repairs

3. Need for minor repairs

4.   Sound structure.

Q14.  What is the electricity supply? 

1. No connection



2.   Shared connection

3.   Own connection.

4. Disconnected (6 months or more)

5.  Solar 


6.  Generator

Q15.  What type of cooking fuel source primarily is used?  

1. Wood  
2.  Charcoal 

3.  Gas 

4. Electricity

5.  Kerosine

6. Other specify………………………………….

Q16.  What type of toilet does your household mainly use?  

1. Bush
 2.  Beach

3.  Shared pit toilet/latrine 

4.   Own pit toilet/latrine

5. Shared, ventilated improved pit latrine (VIP)



6.   Own improved latrine 

7.   Flush toilet, own or shared
8.  Pan or Bucket.

 9.  Other specify………………………………….

Q17.  Major Source of water
1. Pipe borne into the house


2.  Public stand pipe

3.   River, pond, lake



4.  Inside (personal) well

5.   Well/Borehole



6.  Rain water

7.   Tanker truck

8    Combination (specify)…………………………………

Health Insurance 

Q18.   Did your household register with the Health Insurance Scheme last Year 

1. Yes

2. No

Q19.   If Yes did any of you use your Insurance card

1. Yes

2. No

88. NA

Q20.   If no to Q18 why did you not register in the scheme? (Multiple responses allowed)

1. I do not understand the scheme

2. I don’t know where to register

3. I do not have easy access to a health facility where I live

4. I do not like the attitude of the staff in the health facility 

5. Those with the Insurance card are given sub standard drugs

6. Too expensive/cannot afford

7. Lack of money

8. Other specify____________________________

      88. NA
C.  Asset-Based Indicators          

Q21.  Does Household own land?  1.  Yes      2.  No  


Q22.  Is land:  1. Agricultural       2. Commercial
3. Residential
  4. Other Specify………………………..
                        88. NA

	Q23. What type of crops are grown 

         (multiple answers allowed)

88. NA
	Q24.   What market do you produce for  

          (Multiple response)

 (Select code for market and indicate by crop)

	
	Options

1. Consumption mainly

2. Local markets mainly

3. Export market mainly

4. Local and export combinations

5. Household consumption and local

88. NA



	Vegetables
	

	1. Pepper
	

	2. Onion
	

	3. Tomato
	

	4. Garden eggs
	

	5. Export vegetables
	

	
	

	Fruits 
	

	1. Mango
	

	2. Pineapple
	

	3. Watermelon
	

	
	

	Grains and Cereal
	

	1. Maize
	

	2. Rice
	

	
	

	Root and Tubers
	

	1. Cassava
	

	2. Plantain
	

	
	

	Legume 
	

	1. Beans
	

	
	

	Others
	

	1.
	

	2.
	


 Type and Number of assets owned by household.

	Code
	Asset Type
	Owned by household?  

0 = No  1  =  Yes 
	Number Owned

	Q25.  
	Livestock
	
	

	1
	Cattle
	
	

	2
	Sheep, Goats
	
	

	3
	Pigs
	
	

	4
	Birds (poultry) 
	
	

	5
	Rabbits/Grass Cutters 
	
	

	
	
	

	Q26
	Transport (In working condition)  
	

	6
	Tractor
	

	7
	Car
	

	8
	Motorcycle
	

	9
	Bicycle
	

	10
	Fishing Boat
	

	11
	Fishing net
	

	12
	Outboard motor
	

	
	
	

	Q27
	Appliances and Electronics (In working condition)
	

	11
	Sewing Machine
	

	12
	Television
	

	13
	Video Deck
	

	14
	Refrigerator
	

	15
	Radio
	

	16
	Stereo System (Cassette player)
	

	17
	Electric or Gas Cooker
	

	18
	Fan (Electric)
	

	19
	Mobile Phone
	

	20
	Camera
	

	21
	Others (specify)
	

	
	
	


	SECTION D       ESTIMATION OF INCOME OF HOUSEHOLD HEAD



	Q28
	How many months do you work in a year?
	
	

	Q29
	How many weeks do you work in a month?
	
	

	Q30
	How many days do you work in a week?
	
	

	Q31
	How many leave days do you have in a year?
	
	

	Q32
	What is your income per week/per month?

(ONE OPTION ONLY)
	Per/ week…………………

 Per month…………………     
	


Q33. PLEASE STATE THE NUMBER OF PEOPLE IN YOUR HOUSEHOLD WHO EARN AN INCOME
CCB      FS [image: image4.png]
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DODOWA HEALTH RESEARCH CENTRE

HEALTH AND DEMOGRAPHIC SURVEILLANCE SYSTEM (HDSS) 

HEALTH STATUS FORM

BACKGROUND HOUSE ID

Total number of women with under five children ---------
Instruction: Administer this form to mothers having under-five children.

FERTILITY ISSUES

1. How many children do you have? 1. One 2. Two 3. Three 4. Four and above

2. How many boys and girls?  ……… boys  ……… girls

3. How old were you when you gave birth to your first child? ……….. year

4. Which would you prefer to give birth to 
 1. Boy

2. Girl

MOTHERS WITH CHILDREN AGED TWO YEARS AND BELOW

5. Did you receive vitamin A when you delivered your last child?  1. Yes 2. No

6. Which type of vitamin A did you receive? 1. Blue       2. Red         3. Both 
7. If yes to Question 5 above, how many capsules did you receive? 1. One, 2. Two, 3. Three or more 4. N/A

8. When How long after your last delivery did you wait before breast feeding your child for the first time? 1. Immediately the child was bathed and given to me 2. One hour after delivery 3. Two or more hours after delivery 4. Twenty four (24) hours after delivery 5. Don’t know

9. *How old was your child when you began to give her water and food? 1. Below 3months 2. Three to Six months 3. Above 6 months 4. Can’t tell

10. Did you give any infant formula to your child? 1. Yes 2. No

11. *If yes in Qn. 6, how old was your child when you began to give him/ her the infant formula? 1. Below 3months 2. Three to Six months 3. Above 6 months 4. Can’t tell

ACCESS TO AND USAGE OF FAMILY PLANNING METHODS

12. Have you heard of family planning? 1. Yes 2. No

13. Do you currently use any family planning method? 1. Yes 2. No 
14. If yes, which type of family planning methods do you use? 1. Injectables 2. Pills 3. IUCD 4. Norplant 5. Spermicide 6. Female/ Male Sterilization 7. Natural Methods 8. Traditional  Method

9. Condom

15. How long have you been using this method? 1. Below six months 2. six months to 1 year 3. One to two years 4. Two years and above

16. Where did you first hear about this Family Planning Method? 1. Radio/ TV 2. Family Planning Clinic 3. Drug Stores/ Pharmacies 4. Health Centre/ CHPS 5. Other specify

17. Have you experienced any side effect from using the contraceptive? 1. Yes 2. No

18. If No in Qn.13, why don’t you practice family planning? 1. Fear of FP methods 2. Husband doesn’t like it 3. Leads to promiscuity 4. Religious beliefs 5. None available in community 6. No reason 7. Other specify

CHILDREN 5 YEARS AND BELOW

19. How old is your last child? ------------------------------------

20. Has this child ever received vitamin A? 1. Yes 2. No

21. If yes  which type was he/ she given? 1. Blue 2. Red

22. How many months ago did the child take the last dose 

23. Did a health worker visited you and this last baby at home within 7 days of it being delivered? 1. Yes 2. No 3. Don’t Know

24. What services did the visiting health work provide? 1. Counselling 2. Examined child 3. Examined mother 3. Both 2 and 3 4. Other Specify

25. Has your child had diarrhoea in the last two weeks? 1. Yes 2. No 
26. If yes in Qn. 18, for how many days did he/she have the diarrhoea? 1. One day, 2. Two to three days 3. Four to seven days 4. Above one week

27. What did you use to stop the diarrhoea? 1. ORS 2. Salt solution 3. Herbal Potion 4. Other specify…

28. Has your child been de-wormed in the last six months 1. Yes 2. No 3. Don’t Know

29. If yes how many times? 1. Once 2. Twice 3. Thrice 4. Don’t Know
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11th visit





34 months (weighing)





12th visit





36 months (weighing and check-up)





13th visit
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Sheet1

		Pay day		1st trimester
3-12 weeks pregnant at time of registration		2nd trimester
13-24 weeks pregnant at time of registration		3rd trimester
25-30 weeks at time of registration		Baby born before 1st pay day		Baby born between 1st and 2nd pay day		Baby born between 2nd and 3rd pay day		Baby born after 3rd pay day

		1		- Pregnancy proof  
- ANC Visit week 10		- Pregnancy proof  
- ANC Visit week 16 (IPT1) 
- ANC Visit week 20 (Examination and IPT2)		- Pregnancy proof 
- ANC Visit week 24 (IPT3)
- ANC Visit week 30
- possibly ANC visit week 36		- possibly ANC Visit week 24 (IPT3)
- ANC Visit week 30
- ANC visit week 36
- institutional delivery
- PNC visit 48 hours
- possibly PNC visit 7-10 days								1st visit				week 10

		2		- ANC Visit week 16 (IPT1) 
- possibly ANC Visit week 20 (Examination and IPT2)		- ANC Visit week 24 (IPT3) 
- ANC Visit week 30
- possibly ANC visit week 36		- ANC Visit week 36		- PNC visit 7-10 days
- possibly PNC visit 6 weeks		- possibly ANC Visit week 24 (IPT3)  
- possibly ANC Visit week 30
- possibly ANC visit week 36
- institutional delivery
- PNC visit 48 hours
- possibly PNC visit 7-10 days						2nd visit				week 16 (1st IPT dose)

		3		- ANC Visit week 24 (IPT3) 
- ANC Visit week 30
- possibly ANC visit week 36		- ANC Visit week 36				-possibly PNC visit 6 weeks
- PNC visit 10 weeks
- possibly PNC visit 14 weeks		- PNC visit 7-10 days
- possibly PNC visit 6 weeks		- ANC Visit week 24 (IPT3) 
- ANC Visit week 30
- possibly ANC visit week 36
- institutional delivery
- PNC visit 48 hours
- possibly PNC visit 7-10 days				3rd visit				week 20 (examination and 2nd IPT dose)

		4		- ANC Visit week 36						- possibly PNC visit 14 weeks
- PNC visit 6 months		-possibly PNC visit 6 weeks
- PNC visit 10 weeks
- possibly PNC visit 14 weeks		- PNC visit 7-10 days
- possibly PNC visit 6 weeks		- ANC Visit week 24 (IPT3) 
- ANC Visit week 30
- possibly ANC visit week 36
- institutional delivery
- PNC visit 48 hours
- possibly PNC visit 7-10 days		4th visit				week 24 (3rd IPT dose)

		5										- possibly PNC visit 14 weeks
- PNC visit 6 months		-possibly PNC visit 6 weeks
- PNC visit 10 weeks
- possibly PNC visit 14 weeks		- PNC visit 7-10 days
- possibly PNC visit 6 weeks		5th visit				week 30

		6												- possibly PNC visit 14 weeks
- PNC visit 6 months		-possibly PNC visit 6 weeks
- PNC visit 10 weeks
- possibly PNC visit 14 weeks		6th visit				week 36

		7														- possibly PNC visit 14 weeks
- PNC visit 6 months		1st visit				after up to 48 hours

		8																2nd visit				7-10 days

		9																3rd visit				6 weeks

		10																4th visit				10 weeks (immunization)

		11																5th visit				14 weeks (immunization)

		12																6th visit				6 months (Vitamin A)

		13																7th visit				9 months (immunization)

		14																8th visit				12 months (Vitamin A)

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24

		25

		26

		27

		28

		29

		30





Sheet2

		Pay day/preganacy week at time of registration End of December		week 5		week 6		week 7		week 8		week 9		week 10		week 11		week 12		week 13		week 14		week 15		week 16		week 17		week 18		week 19		week 20		week 21		week 22		week 23		week 24		week 25		week 26		week 27		week 28		week 29		week 30		week 31		week 32		week 33		week 34		week 35		week 36

		1-Feb		- Pregnancy proof  
- ANC Visit week 10		- Pregnancy proof  
- ANC Visit week 10		- Pregnancy proof  
- ANC Visit week 10		- Pregnancy proof  
- ANC Visit week 10		- Pregnancy proof  
- ANC Visit week 16 (IPT1)		- Pregnancy proof  
- ANC Visit week 16 (IPT1)		- Pregnancy proof  
- ANC Visit week 16 (IPT1)		- Pregnancy proof  
- ANC Visit week 16 (IPT1)		- Pregnancy proof  
- ANC Visit week 16 (IPT1) 
- ANC Visit week 20 (Examination and IPT2)		- Pregnancy proof  
- ANC Visit week 16 (IPT1) 
- ANC Visit week 20 (Examination and IPT2)		- Pregnancy proof  
- ANC Visit week 16 (IPT1) 
- ANC Visit week 20 (Examination and IPT2)		- Pregnancy proof  
- ANC Visit week 20 (Examination and IPT)		- Pregnancy proof  
- ANC Visit week 20 (Examination and IPT)
- ANC Visit week 24 (IPT)		- Pregnancy proof  
- ANC Visit week 20 (Examination and IPT)
- ANC Visit week 24 (IPT)		- Pregnancy proof  
- ANC Visit week 20 (Examination and IPT)
- ANC Visit week 24 (IPT)		- Pregnancy proof  
- ANC Visit week 24 (IPT)		- Pregnancy proof  
- ANC Visit week 24 (IPT)		- Pregnancy proof  
- ANC Visit week 24 (IPT)		- Pregnancy proof 
- ANC Visit week 24 (IPT3)
- ANC Visit week 30		- Pregnancy proof 
- ANC Visit week 30		- Pregnancy proof 
- ANC Visit week 30		- Pregnancy proof 
- ANC Visit week 30		- Pregnancy proof 
- ANC Visit week 30		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 30		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 30
- ANC Visit week 36 (IPT)		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 36 (IPT)		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 36 (IPT)		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 36 (IPT)		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 36 (IPT)		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 36 (IPT)		- Pregnancy proof / institutional delivery if applicable
- ANC Visit week 36 (IPT)

		2-Apr		- ANC Visit week 16 (IPT1) 
- ANC Visit week 20 (Examination and IPT2)		- ANC Visit week 16 (IPT1) 
- ANC Visit week 20 (Examination and IPT2)		- ANC Visit week 16 (IPT1) 
- ANC Visit week 20 (Examination and IPT2)		- ANC Visit week 20 (Examination and IPT)		- ANC Visit week 20 (Examination and IPT)
- ANC Visit week 24 (IPT)		- ANC Visit week 20 (Examination and IPT)
- ANC Visit week 24 (IPT)		- ANC Visit week 20 (Examination and IPT)
- ANC Visit week 24 (IPT)		- ANC Visit week 24 (IPT)		- ANC Visit week 24 (IPT)		- ANC Visit week 24 (IPT)		- ANC Visit week 24 (IPT3)
- ANC Visit week 30		- ANC Visit week 30		- ANC Visit week 30		- Pregnancy proof 
- ANC Visit week 30		- Pregnancy proof 
- ANC Visit week 30		- institutional delivery if applicable
- ANC Visit week 30		- institutional delivery if applicable
- ANC Visit week 30
- ANC Visit week 36 (IPT)		- institutional delivery if applicable
- ANC Visit week 30
- ANC Visit week 36 (IPT)		- institutional delivery if applicable
- ANC Visit week 36 (IPT)		- institutional delivery if applicable
- ANC Visit week 36 (IPT)		- institutional delivery if applicable
- ANC Visit week 36 (IPT)		-institutional delivery if applicable
- ANC Visit week 36 (IPT)		- institutional delivery if applicable
- ANC Visit week 36 (IPT)		- institutional delivery if applicable
- ANC Visit week 36 (IPT)		- institutional delivery if applicable
- PNC visit		- institutional delivery		- institutional delivery		- institutional delivery		- institutional delivery		- institutional delivery		- institutional delivery
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		Health services take-up overview

		Payment No.		Ante-natal Care

				1st visit		week 10

				2nd visit		week 16 (1st IPT dose)

				3rd visit		week 20 (examination and 2nd IPT dose)

				4th visit		week 24 (3rd IPT dose)

				5th visit		week 30

				6th visit		week 36

				Skilled delivery		as applicable

				Post-natal care

				1st visit		after up to 48 hours

				2nd visit		7-10 days

				3rd visit		6 weeks

				4th visit		10 weeks (immunization)

				5th visit		14 weeks (immunization)

				6th visit		6 months (Vitamin A)

				7th visit		9 months (immunization)

				8th visit		12 months (Vitamin A)

				Health check-ups for the child and weighing

				1st visit		14 months (weighing)

				2nd visit		16 months (weighing)

				3rd visit		18 months (weighing and check-up)

				4th visit		20 months (weighing)

				5th visit		22 months (weighing)

				6th visit		24 months (weighing and check-up)

				7th visit		26 months (weighing)

				8th visit		28 months (weighing)

				9th visit		30 months (weighing and check-up)

				10th visit		32 months (weighing)

				11th visit		34 months (weighing)

				12th visit		36 months (weighing and check-up)

				13th visit		42 months (weighing and check-up)

				14th visit		48 months (weighing and check-up)

				15th visit		54 months (weighing and check-up)

				16th visit		60 months (weighing and check-up)

				Other conditions

				- NHIS membership: once a year (February)

				- Birth registration within one year of birth






