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1. Executive Summary

Despite some progress during last few years, Pakistan continues to lag behind other countries in South Asia in terms of maternal, newborn and child health indicators with maternal mortality ratio of 276 maternal deaths per 100,000 live births and infant mortality rate of 78 per 1000 live births. A disproportionate majority of these deaths occur in rural areas and urban slums. Situation in Balochistan is even worse with maternal mortality ratio of 785 per 100,000 live births (2.8 times the national average and the highest compared to other provinces).

A comprehensive infrastructure of  health care delivery system exists in Pakistan but is faced with enormous challenges of operationalization. Health care facilities in rural areas are generally non-functional due to staff absenteesim, poor health provider skills and inadequate basic supplies and equipment. Lack of good governance, allocation of insufficient resources, limited capacity of health managers, vertical programs with minimal integration and sub-optimal monitoring and supervision are some of the key underlying factors for the poor performance.  
The district health care delivery system is the backbone for MNCH service provision at district level. However, there are a number of key constraints including limited capacity of DHQH/THQH and RHCs to provide comprehensive and basic Emergency Obstetric and Newborn Care (EmONC) services. The recent health reforms following 18th Constitutional Amendment in Pakistan have created new challenges for management of the health sector, in particular for Balochistan Province which was already struggling with health care delivery. There were meager amounts of resources available for MNCH program in Balochistan yielding minimal impact on the MNCH status in the province. The fate of resource constrained MNCH program is unclear beyond 2012. At present, there is lack of clarity on roles and responsibilities under the devolved health care model which has further compromised the MNCH service delivery at district levels.  

The AusAID and Save the Children Partnership will aim at improving the coverage and quality of maternal, newborn and child health care services (MNCH) in the districts of Lasbela, Gwadar and Ziarat in Balochistan Province, Pakistan.  The specific objectives of this project are to improve access and availability of MNCH services, improve quality of MNCH services and improve MNCH behavior and practices of communities in the selected districts.  For implementing this project, Save the Children will be utilizing the lessons learned from it’s over 20 years commitment with communities and the Government of Pakistan to improve maternal, newborn and child health status in the country. Our experience of working in high security risk environments, including Balochistan, will guide the project implementation while ensuring value for money for AusAID’s investment in Pakistan.  

A viable public-private partnership model will be implemented in which Save the Children will enter into a tripartite arrangement with the Government of Balochistan and the People’s Primary Healthcare Initiative (PPHI). Presently, an isolated public private partnership is exists in Balochistan where BHUs are being managed by PPHI. Through the IMNCH project, this will be transformed into a more comprehensive PPP arrangement where Save the Children will be managing RHCs along with strengthening of DHQH/THQH and community-based health care workers to ensure integrating MNCH service delivery in line with the recommendations of the third party evaluation of PPHI. Save the Children has successfully used this innovative management model in Batagram District in Khyber Pakhtunkhwa Province which has guided the design of this project in Balochistan province. The strategic approach of this project is to implement household to hospital continuum of care for making quality maternal, newborn and child health services available to the target communities at all levels of health care delivery system.
The major focus will be on operationalizing the RHCs 24/7 for provision of basic EmONC services through HUB approach and overall administrative and financial management of the RHCs to address the governance issues. The project will also support secondary level facilities including DHQH/THQH for comprehensive EmONC services. Capacity building on MNCH topics and DHIS as well as LMIS will be organized for the relevant staff from DHQH/THQH, RHCs and BHUs for enhancing their capacities to provide MNCH services. Referral mechanisms among the various tiers of district health care delivery system will also be strengthened. Quality assurance of service delivery at RHCs will be monitored through Quality Improvement Teams. The provincial and district stakeholders including the District Health Management Teams will also be trained to improve MNCH planning, budgeting and management at higher levels.
Integration of MNCH service provision through various vertical programs at the community level will be catalysed by improving coordination and linkages among the different cadres of community based health care workers. This will involve training of LHWs in routine immunization to work as a team with EPI vaccinators for improving EPI coverage; training of eligible LHWs as CMWs and their supervision by LHSs; establishing practical linkages of CMWs with LHWs in their catchment population; engaging LHWs in provision of clean delivery kits to the TBAs and monitoring them and capacity building of LHWs, LHSs and CMWs in community case management of childhood diseases. The project will also involve local CBOs/NGOs to provide the community outreach services in LHW uncovered areas. As a sustainable measure, eligible female candidates will be supported for accelerated education to attain requisite qualification to be trained and appointed as LHWs in the uncovered areas. 

Evidence based behavior change communication strategies will be used to promote health seeking behaviors and community demand for MNCH services. This will include MNCH advocacy sessions to sensitize religious leaders and community elders; women and men support group formation and regular meetings to educate, engage and mobilize the communities; use of mass media for reaching out to wider audience with MNCH messages and commemoration of international/national MNCH days.  

With a particular focus on women and children and those in remote and underserved communities in the selected districts in Balochistan, this project will reach an estimated population of 833,010 including approximately 300,000 direct beneficiaries (180,000 women of child bearing age and 130,000 children under five years of age). In order to achieve the expected results, Save the Children requests a grant of AUD$14.99 million over four years, starting from January 2012.    

2. Save the Children International

Save the Children is the leading independent organization for children, working in more than 120 countries to inspire breakthroughs in the way the world treats children, and to achieve immediate and lasting change in their lives. In 2010, Save the Children reached 50 million children with a programming budget of approximately $1.3 billion. Save the Children brings strong management and innovative strategies to programs in health, education, child protection, economic opportunities, food security and emergency response. 

Country Offices are supported by Save the Children’s global technical hubs and the Office of Health (OH) which provides technical assistance and support to its health programs and underscores the agency’s child and woman focus and emphasis on building local capacity. Save the Children’s OH employs an exceptional team of technical and administrative staff with full time staff specializing in maternal and newborn health, child survival, family planning, adolescent health, nutrition, HIV/AIDS, malaria, community mobilization for health and school health and nutrition.

1.0 Save the Children’s Experience in Pakistan

Save the Children is the leading organization for children in Pakistan implementing development and emergency response programs. Save the Children has been working in Pakistan since early 1980s and in 2010 we reached more than 5 million children and their family members in 55 districts in four provinces of Pakistan; seven Federally Administered Tribal Areas (FATA), six Frontier Regions (FRs) and Azad Jammu and Kashmir. Save the Children’s country office is based in Islamabad and programs are implemented through 4 sub-offices and almost 70 satellite offices across Pakistan.   

1.1 
Experience in Health Programming in Pakistan

Save the Children health programs in Pakistan focus on health system strengthening, maternal, newborn and child health, nutrition, Malaria, Tuberculosis, HIV/AIDS, school health and nutrition and birth spacing. Operational presence at the district and community levels offers a unique opportunity to develop, test and evaluate new technologies and approaches to improve health services and behaviors. 
Over the years Save the Children has established strong partnerships with the Government at all tiers in all the four provinces, FATA, AJK and at federal level, with the civil society including professional bodies, and communities that helped develop several innovative models, particularly in the area of system strengthening and community based solutions to maternal, newborn and child health problems. Save the Children work in Pakistan has been widely recognized by the government, health practitioners and the international community, which is reflected from several papers published in reputed health journals.
 See Annex H for Save the Children’s overall MNCH experience in Pakistan and Annex K for Save the Children capacity statement for health programming. 

The program strategy is guided by Save the Children’s Theory of Change that provides a logical model for achieving change and creating impact for children by being innovative, by acting as the voice for and of children, and by achieving results at scale. Central to the entire change process is building partnership with all stakeholders and giving voice to the right holders.
1.2 Battagram – The Public Private Partnership Model
Batagram is Save the Children’s successful example of revitalizing and improving primary health care services through a public private partnership. Under this project Save the Children entered into an agreement with the KP government to operationalise and manage all primary health care facilities in the remote Battagram district. Under the agreement government transferred all salary and non-salary budget for the 42 facilities to Save the Children. The project specifically focused on improving immunization, antenatal, natal and post natal services, prompting institutional deliveries, and improving access to quality basic obstetric newborn care, nutrition and birth spacing services in the district.  

With a view to strengthen the management, supervision and information based decision making, the project established a District Health Management Team at the district level, and Quality Improvement Teams (QITs) comprising of health facility and community representatives at each health facility level and building capacity of the management staff in Health Planning and Budgeting as well as Health Management Information System (HMIS) and Logistics Management Information System (LMIS). 

In order to ensure uninterrupted supply of medicines and other consumable and non consumable items, the project put in place a Logistics and Inventory Management System. This was customized software to control logistic operations, deployed in all hubs, to provide a complete hard to soft environment. All relevant staff was trained in the use of this software. The projects also focused on operationalising the Health Management Information System (HMIS) through building staff capacity, provision of HMIS tools and instruments and enhance data quality and compliance. 
Besides this, two innovative approaches, “the hub approach” and “the performance based incentive approach” were adopted as distinct hallmarks. The hub approach aimed to make available a higher level of service than usually are provided at an RHC. It also helped to improve the management of satellite BHUs located within catchments area of RHC. The performance based incentive were introduced to reward staff who are providing a high standard of health services , thus improving the quality of health care services available in Batagram. 

Under the Hub Approach Rural Health Centers (RHCs) were declared as hubs. Each hub centre functioned as the referral centre for all the BHUs linked to it, was equipped to provide a complete package of primary health care including operationalising 24/7 basic Emergency Obstetric and Newborn Care (EmONC) services. Each hub centre (RHC) was staffed with five medical officers including two woman medical officers. The medical officers worked in shifts and in each shift two men and one woman medical officer were on duty. The other two medical officers visited the attached BHUs on rotation. All medical officers were resident and provided a reasonably furnished accommodation at hub. All the hub centers were equipped with an ambulance for patients requiring referral to a secondary or tertiary level facility. In addition, medicines and equipment were supplied to the attached BHUs from the hub centers. The hub in-charge monitored the activities of the RHC and the attached BHUs and was provided transport facility and was connected to BHUs by telephone.
The Batagram project adopted a structured and transparent system of performance based incentive (PBI), in addition to the basic salary paid to staff in the three hubs. It included 20% incentive across the board, while, 15% of the payments were performance based. Two different scoring methods were used for measuring performance; one based on process factors, and other based on output, which represented a good balance. The health care staff’s performance was assessed against the targets sets in the monthly health management information system (HMIS) report. In addition, supervisory visits were carried out to each facility to score for the quality of services being provided. The visiting supervisors included members of the District Health Management Team and Save the Children staff. The total points allocated to the supervisors’ report were 40 while the performance against the targets set as per HMIS report carried 60 points in total. The cumulative scores of both the supervisory checklist and HMIS report for each facility was used to calculate the level of incentive allowance payable to the staff. This varied between 20% and 35% of basic salary. The process for measuring performance functioned well for the BHUs and RHCs and direct payments into bank accounts removed the element of individual discretion.  
The third party evaluation of the project carried out through a household survey confirmed dramatic change in MNCH outcomes for the district as compared to the baseline. Antenatal care increased from 33% at baseline to 63%, hospital based deliveries (skilled birth attendance) rose from 33% to 50%, the full immunization of children in age group 12-23 months, including immunization for measles, increased from 10% to 76%, women of child bearing age who received two TT shots during their last pregnancy rose from 30% to 63%, the overall average monthly outpatient attendance in the district rose from 7,029 to over 28,000 in 2010.
The project has been recognised as the best practice model to ensure MNCH coverage and outcomes in areas with poor management outcomes.
 This model is being replicated in six districts of the KPK Province. The Integrated IMNCH project has been built on the lessons learnt from the Batagram model and the most relevant programme components have been included into the project design. Key lessons from Batagram model are shared below:
· The establishment and operationalization of District Health Management Teams (DHMTs) contributed significantly in managing healthcare facilities by taking necessary decisions and developing linkages in for smooth implementation of Batagram project. It is planned to engage DHMT’s in the three target districts during all the phases of Integrated IMNCH project management i.e. from designing of the initiatives till final evaluation, which is expected to enhance the project ownership and improve the quality of implementation. 

· Strengthening of District Health Information System and establishing Logistical Management Information System in Batagram project have contributed positively towards improved health management at district level. Similar interventions have been planned under the current project, including establishment of DHIS cells and upgrading medicine stores at each of the three target districts and provincial level, as well as, capacity building of the relevant staff.

· The Hub approach has been effective in delivering 24/7 EmONC services under the Battagram model; similar arrangement is proposed for the current project to strengthen 3 RHCs each in districts Gwadar and Ziarat and 4 RHCs in district Lasbella along with operationalising effective referral system with 24/7 availability of ambulance service. 
· Capacity building of healthcare providers for improving delivery of healthcare through facility based services and community outreach will also be undertaken. This has shown encouraging results in Battagram project in terms of MNCH service utilization and coverage as well as changing behaviours and practices.
· Assessment of the PBI Mechanism and Economic Analysis of Battagram project  has reported an increase in the functionality of the health system and its outputs, e.g. delivery with skilled birth attendance; immunization coverage (including TT2 uptake) and average number of monthly OPD consultations. A modified version of PBI program is included in this project, whereby, performance measurement through regular supervision and DHIS reporting from each facility will be used to determine the level of incentive ranging from 20% to 35% of the basic salary. There will be no across-the-board payments and the detailed criteria will be developed in consultation with department of health and its implementation will be thoroughly monitored right from the beginning of project implementation. 
3. Analysis and Strategic Context

3.1 Pakistan Development Context

Pakistan remains a low-income country with nearly one-third of its population living below the poverty line, and another 20 per cent hovering just above
. It is classified as a ‘transitory vulnerable’ and fragile state. Pakistan currently has a population of approximately 170 million and is the 6th most populous country in the world. About two-thirds (65%) of the population is rural, with children under-five comprising about 14 percent of the total population.
  Pakistan has also suffered from decades of internal political feuds, low foreign investment inflows, and declining manufacturing exports. Inadequate infrastructure provision has been exacerbated by increasing population and changing demographics due to urbanization and a substantial influx of refugees. Between 2004 and 2007 the GDP growth was in the 6-8% range, but was substantially lower in 2009-10. Recent GDP growth has occurred in the context of high inflation – emphasizing the limited ability of many Pakistanis to gain and maintain access to basic goods and services. 

To address these multiple challenges, Pakistan’s current Medium Term Development Framework 2005-10 (MTDF) and Poverty Reduction Strategies (PRSP-I, II) have been prepared to meet the MDG goals. The Vision 2030 document launched in 2007 envisages a “developed, industrialized, just and prosperous Pakistan through rapid and sustainable development in a resource constrained economy by deploying knowledge inputs”.

3.2 Pakistan Maternal Newborn Child Health Context

Addressing maternal, newborn and child health problems is an essential part of the national health strategy defined under PRSP-II, Health Policy 2009, and Medium Term Development Framework –MDTF 2005-10. The last few years have seen a renewed focus on improving child health outcomes in the country, resulting in little progress has been achieved over the years, yet Pakistan continues to lag behind other countries in South Asia in terms of newborn and maternal health indicators
. 

In rural and underpriviledged communities of Pakistan, where most preventable maternal, newborn and child deaths occur, survival still poses a challenge for women, newborns and children. Health facilities in rural areas are either unavailable or non-functional due to absenteesim, poor health provider skills and/or lack of basic supplies and equipment. A deeper analysis of the health service delivery problems identifies weak institutional capacity and management as common reasons for poor performance. 

The Millennium Declaration set 2015 as the target date for achieving the Millennium Development Goals (MDGs). Progress towards achieving MDG 4 (reduce U 5 MR) is highly interlinked to MDG 5 (improve maternal health). Improving maternal health will directly lead  to reductions in deaths among newborns and young children. The growing concentration of child deaths in the newborn period is linked to maternal health and survival. The majority of these deaths can be prevented by increasing coverage for evidence based, affordable and effective interventions and improving the health services across the continuum of care from pre-pregnancy through pregnancy, childbirth, the postnatal period, and childhood. 

With maternal mortality ratio of 276 maternal deaths per 100,000 births maternal mortality remains  very high in Pakistan
. A disproportionate majority of these deaths occur in rural areas and urban slums. Three quarters of all maternal deaths occur during delivery and the immediate post-partum period. One of the most critical interventions for safe motherhood is to ensure skilled care provided by skilled professionals during pregnancy and childbirth. All women and newborns need access to a skilled attendant at birth, but overall coverage remains insufficient and uneven. Coverage of high impact maternal interventions, antenatal care, skilled attendance at birth and postnatal visits for the mother and  newborn are low and show impartant gaps across the continuum of care. 

Only 28 % of women receive 4 or more antenatal visits
 and 39% of all delivereis are conducted by skilled birth attendants (SBA). For rural areas delivereries by SBAs is only 30%. Sixty three percent of women in the rural areas reported not receiving any post natal care during their last delivery
. Wide disparities in coverage of family planning services across and within country represent a missed opportunity to improve the health of women and young children. 
Pakistan progress on the MDG 4 too is not very encouraging. The official Millinium Development Goals Report 2010 recognises that out of the six indicators for Goal 4, Pakistan’s performance in achieving the desired MDG targets by 2015 is unsatisfactory particularly in case of the first two indicators, i.e. the under five mortality rate and infant mortality rate. Though Pakistan has managed to lower the under five mortality rate to 94 per thousand live births, there is still a need to reduce itby 42 percentage points by 2015, a highly improbable outcome.

This poor performance despite existence of national programs like Lady Health Workers Programme (LHW), Maternal, Neonatal and Child Health (MNCH) Program, National Nutrition Program and Expanded Programme on Immunization (EPI) and commitment demonstrated by all major donors to support strengthening of MNCH services require a deeper analysis of reasons for failure to achieve MNCH indicators. The reasons are multiple; poor governance system, allocation of insufficient resources, lack of capacity of health managers and workers, vertical organization of programs with non-existent mechanism for coordination and integration of MNCH services offered by these programs, poor monitoring and incentives systems and so on. 
The National MNCH Program that was designed to improve MNCH services through a comprehensive package could not generate requisite resources to implement planned interventions at the required level. The fate of this resource-constraint MNCH Program is unclear beyond 2012. 

The recent devolution of management of health policy and services to provinces in wake of 18th Constitutional Amendment has increased complexity of the health service delivery scenario. Though the devolution offers an opportunity to revamp health services as a whole and it is expected provinces will give priority to health in budgetary allocation, it has created some new challenges as well. The provinces will need time, probably few years, to make management functions fully functional in the devolution context, while the federal government has already given up control and management of the national programs. This has created a vacuum. 
4. Justification for Proposed Intervention 

4.1 Balochistan MNCH context

As explained in the section above Pakistan has been performing poorly on MNCH indicators and is at risk of missing MDG 4 and 5 targets. Situation in Balochistan is even worse. According to Multi Indicator Cluster Survey (MICS) 2010, infant and under-five mortality were estimated at 72 and 89 per thousand live births respectively. Infant and under-five mortality were higher in rural (IMR 75; and under-five mortality 93) compared with urban areas (IMR 58; and under-five mortality 70). Both mortality indices were higher when mother was uneducated or was in the poorest segment of the society.

Forty percent of children aged less than six months were being exclusively breastfed. Predominant breastfeeding among children age 0-5months was 57 percent. Similarly MICS identified child immunization was not very common in Balochistan. Overall, only two percent children age 12-23 months were completely immunized by age 12 months and 4 percent at any time. 

On the maternal health indicators MICS 2010 reported on 29 percent mothers delivered their last birth at a public or private health facility while the rest delivered at home. Of all the births, 29 percent, especially those from urban areas, in younger age group and those from richest wealth quintile were assisted by skilled health personnel.

According to the Pakistan Demographic and Health Survey (PDHS 2006-07), the maternal mortality ratio for Balochistan is 785 per 100,000 live births, which is the highest compared to other provinces and 2.8 times higher than the national average of 276. 

The contraceptive prevalence rate is only 14% which is very low. The data shows that only half of the married women of childbearing age knew any method of how to avoid pregnancy and 17% had ever used any method.  In the district of Lasbela, Gwadar and Ziarat the ratio of contraceptive use is 24%, 5% and 3% respectively. For Districts Ziarat, Lasbela and Gwadar, Total Fertility Rate (TFR) is 6.13, 6.07 and 6.35 respectively. This rate is higher than the average for the province i.e. 5.37 births per woman reported by the 2001 Pakistan Reproductive and Family Planning Survey conducted by NIPS. 

Different international donor agencies have been supporting interventions of national programs offering MNCH services, like LHW Program, MNCH Program, EPI, TRF, RAF etc. However, off late Balochistan specific MNCH funding is not available as all major donors have concentrated their investment in other provinces. (See Annex J for donors mapping in Balochistan). There is need to establish clear and strong linkages with RAF and TRF to complement MNCH services in the province. As reported in the Mapping of MNCH Projects in Pakistan by TRF, 
 there has been MNCH focused programming, in addition to the public sector, through Marie Stopes, FALAH and PAIMAN in two of the three focused districts (Gwadar and Lasbella). However, this mainly included Family Planning through Community Outreach (FALAH) and Facility based services (MSI) and establishment of Well Baby Clinics (PAIMAN). Moreover, The UN Agencies like; WHO and UNICEF often operate with a national focus for cross-cutting activities like; Polio eradication initiative and Mother and Child Health Week. However, the three target districts are not among the focused districts of UNFPA and UNICEF for MNCH interventions. 
The post 18th Amendment devolution has created more challenges for management of MNCH services for the province. It lacks management capacity as well as financial resources to immediately take responsibility for continuing the MNCH services. The federal government has committed to support the provincial governments, but as stated earlier completing the transitional processes will take few years to complete.
The chronic system inadequacies also prevail at healthcare delivery system in Baluchistan province including lack of qualified and trained human resource, urban concentration of healthcare providers, physical and logistical derangements at health facilities, imperfect information management, weak overall management, supervision and monitoring with unclear responsibilities and accountabilities. In the post-devolution context, there is some increasing fiscal space which needs to be properly guided along with capacity building of the public sector to take over the independent role of managing healthcare delivery system. It is however, encouraging that other development partners in the country including the TRF (funded by AusAID and DFID) and the World Bank are also engaging with provincial authorities for providing technical assistance in developing strategic plans for health. Yet the province is continuously challenged by the increasing turmoil caused by the on-going conflicts and other security risks.
At the district level where MNCH services are delivered, there are a number of key constraints contributing to the poor MNCH status. The availability and capacity of healthcare providers at the DHQH and THQH to provide Emergency Obstetric and Newborn Care (EmONC) and Essential Maternal and Newborn Care (EMNC) is currently inadequate. Unclear roles and responsibilities under a decentralized healthcare model linked with the absence of effective health information systems to support provincial and district level health system planning and budgeting, the absence of operational logistics management information systems, absence of an effective referral system at the primary and secondary health care levels and low motivation of healthcare staff linked with insufficient performance incentives are other barriers to the healthcare provision.
These factors create a general lack of public trust in the primary health facilities and people prefer to avail health services directly from the secondary/tertiary care facilities. 
4.2 The Public Private Partnership – A Solution

To address chronic problems of health service delivery the government has been experimenting different models of public private partnership with varied level of success. The most prominent examples in Pakistan are the People’s Primary Healthcare Initiative (PPHI) and Battagram model of Save the Children.
The PPHI was launched to improve the management and services of Basic Health Units (BHU) as first level health care facilities. According to findings of third party evaluation, PPHI has achieved significant improvements in staffing, availability of drugs and equipment and physical conditions of the facilities, including rehabilitation and repossession of hitherto dysfunctional BHUs. The evaluation confirmed increase in outpatient coverage by 20% and deliveries performed by BHU staff to 37%. However, on other indicators like vaccination, linkages with MNCH programs PPHI could achieve any significant change.
On the contrary the Battagram model of Save the Children revitalized the health system across all tiers of household to hospital continuum of care, including management of both tiers of the primary health care – BHUs and RHCs. In not only increased coverage, but impact as well.  Please refer to Section 2.3 for more details on Battagram model.
The success of PPHI and Battagram models provides a clear evidence for effectiveness of public-private partnership model to improve MNCH services and outcomes.

4.3 Rationale for Performance Based Incentives Program in the context of Baluchistan:

A significant experience from Batagram model is the performance based incentive program which together with the hub model has demonstrated improved functioning of health facilities with quality health care delivery. Evidence shows that context-specific PBI strategies are being applied in many developing countries with the goal of improving maternal, newborn and child health
. In Batagram project, introduction of PBIs led to a positive effect on staff attendance in the facilities and it was seen by the staff as being objective and rewarding the performance of the whole facility. The employees regarded the PBI system as a source of motivation for them to deliver quality health care to the communities.  
It is with the same objective that PBI program is included as an integral component of the Integrated IMNCH project. However, there is need to contextualize and modify the PBI approach used in Batagram project so as to address the specific requirements of the Baluchistan health sector. Like the rest of the country, Baluchistan healthcare delivery system is also plagued with various lacunas like fixed salaries with annual raises not tied to performance. Such disincentives often lead to low productivity, absenteeism, poor quality, lack of motivation and subsequently low utilization of public sector healthcare services. In addition, there is concentration of qualified healthcare providers in the urban centres with least availability in the semi-urban and rural districts like the three proposed districts.   
Since the collective knowledge base regarding the design and effectiveness of performance based incentive programs is very limited, it is largely through a learning-by-doing process that such programs are developed and implemented.  It will require careful designing of a robust PBI program involving those to whom incentives are targeted and including ongoing evaluation of its effectiveness with continuing feedback. The risk of unintended consequences, however, always exists and is difficult to predict. The PBI design, therefore, must built in mechanisms to minimize potential harmful impacts (like gaming and undermining intrinsic motivation of people) while maximizing the positive impacts (like enhanced service quality and staff performance) by regular monitoring, evaluations and improvement in the design accordingly. 
Evidence shows that incentives have proved to be an important driver in the fragile states with low capacities where scaling up of development activities were supported by various donors
. Afghanistan being a neighbour country sharing borders as well as socio-cultural context with Baluchistan province also displays a successful example of Performance Based Incentives program (2002-2007). NGOs were contracted to deliver healthcare services by addressing some serious constraints like scarce human resources, lack of physical facilities and logistical challenges. The interventions resulted in increasing coverage of healthcare service delivery to 70% of districts reaching to 50% of the Afghan population with 136 % increase in the number of functioning primary health care facilities and a four-fold increase in the number of outpatient visits. Independent assessments confirmed that the quality of health care and health outcomes were also improved significantly over the period, despite a worsening security situation.

Designing the PBI program for the Integrated IMNCH project will be informed by thorough review of the PBI applied by Batagram project and at the same time ensuring that the four principles of congruent incentive models are duly considered including (1) be fiscally prudent; (2) be simple to administer; (3) support a culture of continuous improvement, innovation and mutual learning and; (4) improve equity in and access to quality of health care services
. 
As opposed to a salary top-up, PBI approach for this project will aim to inculcate a culture of performance among the healthcare providers which will ultimately result in quality improvement, staff motivation and retention in hard areas. The emphasis will be to recruit fresh graduates from Baluchistan, capitalizing on their high level of motivation and also creating job opportunities for them. The Government of Baluchistan will be engaged in selection of such graduates and this facilitation role will be clearly articulated in the MoU. Furthermore, it is not expected that the PBI implementation would lead to any ethical conflict arising from salary disparity among healthcare providers of same cadre since the salary structure at public sector has been improved recently bringing them at par with the private sector remuneration package. Payments under the PBI program will be performance based, using the set criteria which will be regularly evaluated to document its impact and modify the program accordingly.
4.4 Justification for Geographic Focus
Balochistan province has been selected as the target province for project implementation in response to the critically poor provincial health indicators and extent of underserved communities without access to essential MNCH services. Additionally, the Balochistan Department of Health has indicated full commitment for this proposal as confirmed in the Letter of Support (Annex I).   

In consultation with the Balochistan Department of Health initially five districts – Ziarat, Lasbela, Gawadar, Jhal Magsi and Harnai were identified as potential districts for the project implementation based on the MNCH indicators, acceptance and ownership of district health authorities and law and order situation. However, due to funding constraints, the project is proposed to be implemented in three districts Ziarat, Lasbela and Gwadar. Depending on availability of funding the project interventions can immediately be started in Jafarabad and Naseerabad.

The prioritization of the districts has been made on the basis of accessibility, safer security situation and relatively poor MNCH indicators. All three districts are on the list where basic EmONC services are currently not available. The selected districts also represent both Pashtun and Baluch ethnic groups; Gwadar and Lasbela representing predominately Baluch groups and Ziarat representing predominantly Pashtun group. Save the Children has experience in implementing MNCH interventions in Lasbela and Gwadar, through PAIMAN and FALAH projects. Experience gained from these projects, as well as other child protection and livelihoods programming in selected districts, has supported the development of this proposal.
Save the Children recognizes that the security situation in Balochistan will present implementation challenges however security risks in the selected districts are considered manageable. Save the Children’s experience from the PAIMAN and FALAH projects in Lasbela and Gwadar will support the development of a comprehensive security management system. The proposed districts are comparatively less violent than other districts in Balochistan. More information of Save the Children’s approach to security is included in the Implementation Section of this proposal as well as the Security Plan (Annex E).       
4.5 Relevance for AusAID support

This project is in line with AusAID strategy to support improving access and quality of MNCH services in line with MDG 4 and 5 and the guiding principles set out in the recently formalised Australia – Pakistan Development Partnership (APDP) as outlined in the ‘Australia’s Strategic Approach to Aid in Pakistan’ published in December 2010. This proposal is directly contributing to the first development pillar of Australia’s aid program in Pakistan through enhancing basic service delivery in health.

The proposal contributes directly in bringing lasting change in the lives of mothers and newborn and aims to meet MDG 4 and MDG5 in District Ziarat, Lasbela and Gwadar, the far off districts of Province Balochistan. The existing  wide variability in maternal, neonatal and child health outcomes and services in Pakistan based on region, gender, income and social class have been taken into account while selecting the districts for intervention. Through this support, AusAID will complement existing donor programming and go further vertically in bringing ultimate change in the target districts.  

5. Project Description

5.1 Strategic Approach
Save the Children’s strategic approach to the implementation of this project is based on a household to hospital continuum of care model
 to improve the availability and access to quality MNCH services. The project will ensure provision of essential MNCH care to women, newborns and children at all levels of services by adopting a public-private partnership approach. 
In Balochistan, a public private partnership arrangement is in place between the Government of Balochistan and People’s Primary Healthcare Initiative (PPHI) for management of BHUs. The Battagram experience and evaluation of the PPHI has proved that the healthcare service delivery and outcomes cannot improve unless a comprehensive and integrated approach to delivery of health services is adopted at all levels of health service delivery.

Save the Children through this project proposes to establish an integrated MNCH service delivery model linking together health services at community, primary and secondary level facilities. For this purpose Save the Children will enter into a tripartite arrangement with the Government of Balochistan and People’s Primary Healthcare Initiative (PPHI). As illustrated in the illustration below the DOH will manage the DHQ and THQ hospitals, PPHI will continue to manage BHUs and Save the Children will take the responsibility for management of RHCs and strengthening implementation of community outreach programs and ensure their integration across all tiers of continuum of care. 
 At the community level MNCH services are provided by LHWs, CMWs, EPI vaccinators and TBAs. Despite clear provisions in policy documents of Lady Health Workers, MNCH and EPI programs for integration of these services, these programs are managed vertically with very little coordination. Save the Children will build on the provisions of the three programs’ policy documents to integrate their services at the community level. For example Lady Health Workers will be trained as vaccinators. On specific days LHWs will organize vaccination at their Health Houses, where the EPI vaccinator will be responsible for making vaccine available and supervise LHWs while administering vaccination. Similarly, as envisioned in the PC1 of the MNCH Program, the LHW Program will be supported to operationalise monitoring and supervision of CMWs by Lady Health Supervisors. 
In areas where CMWs are not available as a short term solution TBAs will be oriented in the clean delivery and linked with LHWs to offer their services. TBAs will be invited to monthly meetings of LHWs at BHUs and RHCs and supplied clean delivery kits. For a more sustainable solution eligible LHWs will be supported to be trained and deployed as CMWs. Similarly in LHW uncovered areas eligible females will be identified and supported through speedy curriculum implementation to attain requisite qualification for training as LHWs. Following which they will be trained and deployed as LHWs.
At the community level Community Mobilisation Officers will work in coordination with the LHWs to form women and men support groups to sensitize them on MNCH health issues and mobilize them as change agents in the community. In the LHW uncovered local CBOs/NGOs will be identified, engaged and trained to carry out the community mobilization work.

This will be complemented by behavior change communication through the mass media campaigns and targeted messages. 
At BHU level overall management of the facility will be responsibility of the PPHI. The project will support with capacity building of healthcare providers in MNCH topics and DHIS. As recommended in the PPHI evaluation
, PPHI will also be supported to work with Lady Health Workers, EPI and other disease specific programs. 
While taking over management of Rural Health Centers and their salary and non salary budget, Save the Children will convert RHC into hubs linked with 4-8 BHUs and serve as a referral facility for the attached BHUs. The RHCs will be strengthened to provide a complete package of primary health care and MNCH services including 24/7 basic Emergency Obstetric and Newborn Care (EmONC) services, 7 days a week ambulance service for timely referrals to the secondary or tertiary care level facilities.  The MNCH service package will also include antenatal care, delivery care, post natal care, essential maternal and newborn care, integrated management of maternal, newborn and childhood illnesses, immunization, family planning and health education.

To improve quality of services, a performance based incentives scheme will be introduced wherein staff at RHC will be offered incentives on attaining previously defined performance indicators in line with the standard performance protocols. Save the Children will also establish an integrated Logistics Management Information System and 24/7 ambulance service at the RHCs. 

Management of District Headquarters Hospitals and Tehsil Headquarters Hospital will be responsibility of the District Health Department. To ensure these secondary level health facilities have the capacity to manage complicated MNCH cases the project will support renovation and provision of required equipment of peads, obstetric, anesthesia units, blood bank and operation theatre. In hospitals where the position of obstetrician is not available the project will support hiring of qualified doctors on the position, which will be followed up with advocacy with the provincial government to include positions in the hospital budget. The staff at the DHQ/THQ hospitals will be trained on MNCH topics. The hospitals will also support establishment of DHIS, referral desks and branding of the facilities. 
All health facilities in the district will be branded
 on corporate model providing a uniformed outlook and range of services. The services offered will be prominently displayed as a strategy to create demand and promote accountability. 

At the management level, the project will establish district health management team responsible to provide oversight for development of district MNCH health plan, review the project progress, support in integration of services offered across the continuum of care and help remove bottlenecks, if any, in smooth implementation of the project. At provincial level a project steering committee will be formed to conduct bi-annual review of project progress and support in addressing policy related issues. To strengthen leadership and management skills at the district and provincial health office, the district officials will be imparted trainings on leadership, planning & budgeting and emergency preparedness & response. 
The provincial/district health departments will also be supported to establish and strengthen DHIS cells at district levels to support evidence based planning.

5.2 Project Logic Model

	
	              

	Project Goal
	Improving the coverage and quality of maternal, newborn and child health care services in selected districts in Baluchistan province to help accelerating progress towards MDG 4&5

	
	▲
	▲
	▲

	Objectives
	1.   Improve access and availability of MNCH services to communities in the selected districts 
	2.  Improve quality of MNCH services in the selected districts 
	3.  Improve MNCH behavior and practices of communities in the selected districts

	
	▲
	▲
	▲

	Outputs
	1. Baseline/Midterm/Endline assessment and GIS mapping conducted 

2. DHQH/THQH enabled to provide comprehensive EmONC services  

3. All RHCs operationalized 24/7 with basic obstetric and newborn and child  health services 

4. Health Management Systems (DHIS & LMIS) operationalized

5. Effective referral system operationalized at primary and secondary health care levels 

6. Accelerated education of potential literate females conducted in LHW uncovered areas

7. LHWs involved in routine immunization

8. Eligible LHWs enrolled  into CMW training schools 
	1. Project Steering Committee established and operationalized at provincial level

2. District Health Management Teams established and operationalized at district levels

3. Quality Improvement Teams established and operationalized at facility levels

4. Leadership and management capacity  of district and provincial government health, planning and finance officials strengthened  in  health planning & budgeting ,  and emergency preparedness and response
5. Health facility staff trained on DHIS and LMIS for facilitation of evidence based district health planning

6. Facility based healthcare providers(Obstetricians, Pediatricians, Anesthetists, Male & Female Doctors, Nurses, LHVs, Female Health Technicians) trained in competency based  Comprehensive EmONC, EMNC, IMNCI

7. Community based health workers (LHWs, LHSs, CMWs, and TBAs) trained/oriented on CCM, Support Group Methodology and Clean Delivery Practices.

8. Standardized MNCH service packages adapted and implemented.
9. Performance of health care providers at RHCs improved through implementing Performance Based Incentives program
	1. Women / men support groups revitalized at community level 

2. District level MNCH advocacy sessions conducted involving religious leaders, community elders and influential  

3. Mass media program implemented to raise awareness on MNCH 

4. Partnership with local NGOs / CBOs established to conduct community mobilization activities in LHW uncovered areas

5. Commemoration of International/National Health Day, Children’s Day, Mother’s Day for awareness raising


Goal

The overall goal of the project is to:

“Improving the coverage and quality of maternal, newborn and child health care services in selected districts in Baluchistan province to help accelerating progress towards MDG 4&5”

Objectives and Interventions

The project has following three objectives:

1. Improve access and availability of MNCH services to communities in the selected district

2. Improve quality of MNCH services in the selected districts

3. Improve behavior and practices of communities in the selected districts

	Objective 1: Improve access and availability of MNCH services to communities in the target districts


1.1 Baseline/Midterm/ Endline Assessment and GIS mapping 

Prior to initiation of project activities, Save the Children will establish the baseline indicators on MNCH situation in the target districts during Q1-2 in the first year. This will include a baseline cross-sectional household survey to record the prevailing knowledge and practices of the communities towards MNCH services and their utilization. The recently conducted Health Facility Assessment by TRF will provide information on identification of gaps at primary and secondary level health care facilities and guiding project interventions in selected districts. However, since the HFA by TRF does not provide information on MNCH training requirements, a Capacity Needs Assessment at DHQH/THQH, RHCs and BHUs will be conducted to inform the MNCH trainings planned under the IMNCH project.

A midterm assessment will also be conducted to review the progress and identify bottlenecks to be addressed appropriately for smooth implementation. This will include both qualitative and quantitative assessments through client exit interviews and analysis of the DHIS data respectively. Progress towards achievement of project results and targets will be measured through the endline assessment including both health facility assessment and household survey to gauge the value added by the project. This will be conducted during Q3-4 in the fourth year of the project. 

We also plan to map the existing health service delivery points using Geographical Information System (GIS) in order to identify gaps for establishing new facilities, to avoid duplication of services as well as to facilitate the provision of services in underserved areas. The GIS mapping data will show distribution of both public and private health care providers (including facility & community based) and facilities in each district. This allows for priority planning at the district level that can help increase coverage of MNCH services across the districts. Under the Family Advancement for Life & Health (FALAH) project, GIS maps were developed for Gwadar and Lasbela districts in 2010, which will also be reviewed and updated through this project in addition to development of GIS map for district Ziarat.

Once the baseline/endline assessment and GIS maps and reports are available, dissemination meetings at provincial and district levels will be organized involving relevant stakeholders. Save the Children will utilize its extensive experience in managing similar activities in its past projects to ensure proper implementation through in-country technical assistance.

Output Indicators:

· GIS maps produced/updated for all three districts

· Baseline (Household survey and Capacity Needs Assessment) conducted in all three districts

· One provincial and three district level meetings with stakeholders conducted for sharing the baseline report findings

· Midterm assessment conducted in all three districts

· Endline (Household survey and Health Facility Assessment) conducted in all three districts

· One provincial and three district level meetings with stakeholders conducted for sharing the endline report findings

1.2 Support to Secondary Level Health Facilities  

Save the Children will support the secondary level health care facilities in order to fully equip them with required staff and supplies to provide comprehensive emergency obstetric and neonatal care services (Comprehensive EmONC) serving as a referral facility for RHCs. This support is deemed critical in maintaining the spectrum of household to hospital continuum of MNCH care for the targeted communities.

	IDENTIFIED GAPS AT DHQ/THQ HOSPITALS TO BE SUPPORTED BY THE PROJECT

	District
	Name of Facility


	Vacant staff position

(Obstetrician only)
	Obstetric & Pediatric Units, Operation Theatre, Blood Bank (Requirements)

	
	
	
	Infra-structure
	Supplies & Equipment

	Gwadar
	DHQ

Gwadar
	--
	Repair & Renovation
	Yes

	Lasbela
	DHQ Uthal
	01
	Establishment
	Yes

	
	THQ Bela
	01
	Repair & Renovation
	Yes

	
	THQ Ghulam Qadir
	--
	Minor Repair
	Yes

	Ziarat
	DHQ Ziarat
	01
	Minor Repair
	Yes


Source: District Health Office records from districts Gwadar, Lasbela and Ziarat

The overall scope of support to secondary level health facilities will be further defined by the findings of the recently conducted health facility assessment by TRF. It is planned to ensure that the facilities are fully equipped for providing comprehensive EMONC services. Selective repair and renovation along with provision of essential equipment and supplies to the Obstetric and Pediatric units, Operation Theatre and Blood Banks at the hospitals will also be supported. Standard operating procedures for use and maintenance of the equipment procured under this project will also be developed and provided to these facilities. Lessons learned from the Batagram project indicate that the availability of an obstetrician proves to be the single most important factor leading to improvement in the management of emergency obstetric cases. This project will be supporting hiring of obstetrician at the facilities where the post is vacant at the DHQH/THQH in all 03 districts for three years which will be handed over to the district budget plans during the fourth year. 

Output Indicators:

· 05 Obstetric & Pediatric units, blood banks and operation theatres renovated/repaired

· 05  DHQH/THQH provided with essential supplies and equipments for MNCH

· Standard Operating Procedures developed for use and maintenance of equipment

· 03 Obstetrician(s) hired at DHQH/THQH

· # of emergency obstetric cases appropriately managed at DHQH/THQH

· # of newborns appropriately managed at DHQH/THQH

1.3 The HUB model

Responding to the provincial and district needs, Save the Children will revitalize Rural Health Centers (RHCs) which are at the interface between the Basic Health Units being managed by PPHI and the DHQH/THQH being managed by the district health departments. Utilizing the lessons learned from the successful model of public private partnership in district Batagram, Khyber Pakhtunkhwa, Save the Children is proposing to utilize the HUB approach for revitalizing all the Rural Health Centers in selected districts. The need for improving management of RHCs in the PPHI districts to ensure delivery of an integrated service package and enhance referral management was also identified by the Third Party Evaluation of the PPHI in Pakistan.
There are 03 RHCs each in districts Gwadar and Ziarat and 04 RHCs in district Lasbela, and 14, 22 & 42 BHUs in districts Gwadar, Ziarat and Lasbela respectively. Through the HUB approach, one RHC will be linked with 4-8 BHUs and serve as a referral facility for the attached BHUs. The RHCs will be strengthened to provide a complete package of primary health care and MNCH services including basic Emergency Obstetric and Newborn Care (EmONC) and 24 hour emergency services, 7 days a week along with ambulance service for timely referrals to the secondary or tertiary care level facilities.  The MNCH service package will also include antenatal care, delivery care, post natal care, essential maternal and newborn care, integrated management of maternal, newborn and childhood illnesses, immunization, family planning and health education.

As per the information received from selected districts, there has been insufficient support for RHCs from the MNCH Program and selective repair and renovation as well as provision of essential equipment and supplies will be required for making these facilities optimally functional. 

	IDENTIFIED GAPS AT RHCs TO BE SUPPORTED BY THE PROJECT

	District
	Name of Facility


	Additional Female Staff Positions 

	
	
	WMO
	LHV
	Dai

	Gwadar
	RHC Jawani
	2
	1
	1

	
	RHC Ormara
	1
	1
	1

	
	RHC Pasni
	1
	1
	0

	Lasbela
	RHC Gadani
	0
	1
	2

	
	RHC Lakhra
	1
	0
	1

	
	RHC Winder
	0
	0
	1

	
	RHC Dureji
	2
	1
	0

	Ziarat
	RHC Sanjwai
	1
	1
	2

	
	RHC Kawas
	1
	0
	1

	
	RHC Ahmedoon
	2
	0
	0

	TOTAL
	11
	6
	9


Source: District Health office records from districts Gwadar, Lasbela and Ziarat
Under the IMNCH project, requisite resources will be made available for making RHCs operational 24/7 by repairing and renovating the facilities, hiring staff to fill the vacant positions, in particular woman medical officers, providing safe working environment along with housing and recreational facilities for retaining the female staff, enhancing the financial and administrative authority of the HUB in-charge to effectively supervise and manage the services and making essential drugs, medicines, equipment and supplies available at the RHCs. This project will also support hiring of additional female staff including Woman Medical Officers, Lady Health Visitors and Midwife/Dais at each RHC for making them operational 24/7 to provide basic EmONC services. In addition, the range of services, timings and contact information will be displayed at each facility for general information along with MNCH protocols as job aids for the health care providers.
Output Indicators:

· 10 RHCs and staff accommodation repaired and renovated 

· 10 RHCs provided with essential supplies, equipment and furniture 

· 26 additional female staff hired at RHCs

· # of emergency obstetric cases appropriately managed at RHCs

· # of newborn babies receiving early post natal care at RHCs

· 10 RHCs displaying MNCH protocols
1.4 Establishment of an effective referral system 

Using information from the health facility assessment recently conducted by the TRF, the existing gaps in the referral system in the three target districts will be identified. It is planned to establish a referral desk at the receiving facilities for guiding the patients and develop a database for the referred cases for proper record keeping. 

In addition, it will be ensured that a functional Ambulance is available at all RHCs along with telephone and internet connections for facilitating referral process and record keeping using the database.  Procurement of ambulances will be done for the RHCs having no ambulance; repair and maintenance of the already existing ambulances at RHCs will also be supported. The project will also support printing of referral slips for both community based and facility based health care providers to address any shortage of the same due to non-availability of funds. Save the Children plans to develop a specific brand sign for the IMNCH project; this will be done for communication and promotion of the project interventions so that the general public can easily recognize the facilities where MNCH service packages are made available. Branding of all health care facilities including DHQH/THQH, RHCs, BHUs, Birthing Stations and Health Houses will be supported by this project in all 03 districts. This will facilitate the community in recognizing and accessing the MNCH services provided by both facility and community based health workers under the IMNCH project.

Output Indicators:

· 15 referral desks established at RHCs & DHQH/THQH

· 04 ambulances procured

· # of referred cases managed at DHQH/THQH

· # of referred cases managed at RHCs

· 897 health facilities (DHQH/THQH, RHCs, BHUs, Birthing Stations and Health Houses) branded for displaying information on referral system
1.5 Operationalization of Health Information Systems 

We will support the three district health departments in implementing DHIS for evidence-based planning. It is planned to establish and strengthen DHIS cells at provincial and district levels through provision of software, equipment including computers (servers & clients), laser printers, internet access, telephone, fax, furniture and air-conditioning facilities in addition to printing of DHIS tools and instruments. It is expected that this support will facilitate regular DHIS reporting to provide an effective decision support mechanism to the district health planners in the form of credible information to ensure evidence-based planning and stronger district management.  

In addition, the project will also ensure uninterrupted supply of medicines and other consumable and non consumable items through addressing the gaps identified by district stakeholders during the informal consultations for project design. This includes implementation of a Logistics and Inventory Management System (LMIS) which is customized software to control logistic operations, to be deployed in all three districts to provide a complete hard to soft environment. The project will further support upgrading of medicine stores at health facilities in order to facilitate smooth implementation of LMIS.
	IDENTIFIED GAPS TO BE SUPPORTED BY THE PROJECT

	District
	No. of Health Facilities
	DHIS

Training &

Refresher*
	LMIS

Training &

Refresher**

	
	DHQH /THQH
	RHC
	BHU
	
	

	Gwadar
	01
	03
	22
	78
	26

	Lasbela
	03
	04
	42
	147
	49

	Ziarat
	01
	03
	14
	54
	18

	TOTAL
	05
	10
	78
	279
	93




*The participants include 03 health care providers from each facility (BHU, RHC, THQH/DHQH



**The participants include 01 pharmacist/pharmacy assistant from each facility (BHU, RHC, THQH/DHQH)

Save the Children has successfully implemented LMIS in other projects including the Revitalization of PHC service in Batagram and the Improved Child Health project in Federally Administered Tribal Areas. The system provides a user friendly interface to tracking medicines and supplies on batch basis and provides batch costing, expiry alerts, consumption report from health facility, HUB and district wise, consumption based quantification analysis, cost per patient analysis along with multiple backups of the data. We will support the provision of hardware and software for LMIS and also repair and maintenance of the equipment to ensure an effective logistics management. Regular LMIS reports will be produced and shared with relevant stakeholders for informed decision making.

Output Indicators:

· 04 DHIS cells established/ strengthened at provincial and district levels

· Printing and distribution of DHIS and LMIS tools and instruments
· # of DHIS reports produced at provincial and district level
· 04 medicine stores upgraded at provincial and district levels

· Status of a Logistical Management Information System (LMIS) software in place for medicines and supplies 

· # of LMIS reports produced per year
1.6 Accelerated education project for LHWs

Currently, lady health workers (LHWs) serve approximately 50% of the population in the three target districts. There has been longstanding difficulty in finding local women who meet the minimum education requirement to be recruited as LHW. Save the Children is proposing an innovative strategy to facilitate the recruitment training and deployment of 325 LHWs in the three districts, where women’s lack of education prevents their serving this essential frontline health worker’s role.  The accelerated education program for LHWs has been successfully piloted under PAIMAN in districts Gwadar and Lasbela through which 18 & 20 LHWs were trained respectively yielding minimal increase in the LHW numbers in these districts. We will implement the accelerated education program in all three districts in collaboration with the LHW program and a teaching institute accredited by the Government of Pakistan. Save the Children will help organize and support the education program, with the examination and certification being done by the institute. Through an 18-month home schooling strategy, literate women (preferably those with at least a fifth-grade education; in case of non-availability even basic literacy level who can read The Holy Quran and write their names) will receive an eighth-grade education and a diploma that qualifies them for training as lady health workers.  

Women candidates will be identified in partnership with the LHW program and the communities they will ultimately serve. Through community support, schools and tutors for imparting the accelerated education program will be identified and printing of curriculum will be supported by the IMNCH project. Save the Children will also establish linkages with the LHW Program for ensuring enrollment of women completing accelerated education into the LHW training program. Women who would complete their education and the lady health worker training will start serving the community as LHWs. This support will increase the number of LHWs by almost 50% for all three districts. 

	IDENTIFIED GAPS TO BE SUPPORTED BY THE PROJECT

	District
	Population
	Existing Numbers
	Additional LHWs trained under PAIMAN project
	Current LHW coverage of population
	Additional LHWs Required as per Standards (1LHW per 700 population)
	Number (% increase) of LHWs planned to be trained under IMNCH project

	
	
	LHWs
	LHSs
	
	
	
	

	Gwadar
	258,440
	130
	05
	18
	38%
	226
	65 (50%)

	Lasbela
	435,657
	321
	13
	20
	55%
	281
	160 (50%)

	Ziarat
	138,913
	201
	10
	--
	52%*
	186
	100 (50%)

	TOTAL
	833,010
	652
	28
	38
	48%
	693
	325 (50%)


Source: District Health office records from districts Gwadar, Lasbela and Ziarat

*District Ziarat is predominantly a mountainous terrain; thereby one LHW roughly covers 350 populations and thus the coverage is around 52%.
Output Indicators:

· 325 potential literate females identified with community support for enrolment into accelerated education program

· 350 accredited accelerated curriculum printed

· # of schools identified for accelerated education program

· # of tutors selected for accelerated education program

· 325 enrolled candidates who completed accelerated education and inducted into LHW training  program
1.7 LHWs involvement in routine immunization:

Guided by the policy for strengthening immunization through LHWs in 2008, GAVI-HSS undertook trainings of about 15,000 LHWs in routine immunization during 2008-09 to pilot the integration. Scaling-up of this imperative integration is critical for achieving the national EPI targets by 2015. Save the Children will be training the LHWs from the three target districts in routine immunization using the standard protocols. A province level training of trainers will be conducted involving provincial and district EPI & LHW programs, LHW master trainers, EPI master trainers, District Supervisor Vaccination (DSV). This will be followed by 10 facility level training of trainers involving the facility in-charges (MO), EPI vaccinators and Lady Health Supervisors/Lady Health Visitors. These master trainers will then undertake roll out trainings of LHWs (08-12 per batch) at respective facilities. The LHW trainings include 6-day theoretical class room training and 06-month on-job practical training. This is completed in a phased manner including one month for observational and record keeping training, three months for practical vaccination under direct supervision of the vaccinator and LHS at facility level and the last two months for independent vaccination at her health house under observation of the vaccinator and LHS. It is expected to improve the EPI coverage through this integrated approach where the LHWs and vaccinators would work as a team. EPI vaccinators would remain responsible for immunization of children and women outside the LHW covered areas, besides maintaining cold chain for proper storage of EPI vaccines and helping LHWs keeping proper record of the immunization. The LHWs would motivate and convince the community members to have their children (under one year) vaccinated; they would also be trained in administration all EPI vaccines including tetanus toxoid to child bearing age women. 

Expected Outputs:

· LHW training plan developed

· 12 master trainers trained in provincial ToT

· 234 master trainers trained in district ToT

· 652 LHWs trained in routine EPI

1.8 Support to eligible LHWs for midwifery training 

The existing number of trained community midwives available in the target districts (47 in district Gwadar, 77 in district Lasbela and none in district Ziarat) is insufficient to meet the World Health Organization – recommended standard of one midwife per 5,000 population. 

	IDENTIFIED GAPS TO BE SUPPORTED BY THE PROJECT

	District
	Population
	Existing No. of CMWs
	Current CMW coverage of population
	WHO Recommendation
	Additional CMWs to be trained through IMNCH project

	Gwadar
	258,440
	47
	90%
	52
	05

	Lasbela
	435,657
	77
	86%
	87
	10

	Ziarat
	138,913
	00
	0%
	28
	28

	TOTAL
	833,010
	124
	59%
	167
	43


Source: District Health Office records from districts Gwadar, Lasbela and Ziarat

Under the IMNCH project, Save the Children will increase the number of CMWs by training selected 43 lady health workers as community midwives in collaboration with MNCH program from all three districts. A similar strategy is also being tested through the UNFPA supported PRISM project in district Chakwal, Punjab Province. LHWs with tenth grade education in science will be selected and will receive an 18-month training course at the midwifery school in the respective districts.  Save the Children will be establishing linkages with the Public Health Schools which will support competency based training of LHWs as CMWs. The selection and enrolment of the LHWs will be done through community engagement. Printing of CMW training manual as well as CMW stipend consistent with the government’s policy will also be supported during their training. After completion of training, the deployment of the new CMWs in their communities will be ensured by providing them with seed funding for supplies and equipment. The midwives will establish close liaison with about 15-20 local lady health workers to identify pregnant women and newly delivered women for post partum follow-up of mothers and newborns and develop linkages with the facility staff to ensure timely and effective referrals.

Output Indicators:

· 43 LHWs identified in close consultation with health department for CMWs training program through the agreed procedure.

· 50 CMWs training modules printed and distributed

· 43 LHWs inducted in the CMW training program

· 43 CMWs passing out from the training 

· 43 birthing stations established by newly trained CMWs
2 Objective 2: Improve quality of MNCH services in the target districts

2.1 Project Steering Committee

For quality assurance of project implementation and providing technical guidance as well as strategic oversight, it is planned to establish a Project Steering Committee at the provincial level. The proposed membership of this committee will include representation of the district and provincial health departments, PPHI Balochistan, Save the Children country office, Save the Children Australia, AusAID Pakistan office, representative form a local NGO/CBO in addition to in-country MNCH experts. The committee will have bi-annual meetings to review the project progress, provide technical feedback on key project implementation documents and reports and strategic guidance on any issues/ challenges. The draft TORs for this committee are being annexed (Annex L) which will be discussed and finalized by the PSC during its first meeting. 

Output Indicators:

· 02 PSC meetings held in a year

· # of action items identified

2.2 District Health Management Teams 

Under this project, we will support formation and functioning of District Health Management Teams (DHMTs) in the target districts which will be charged with the responsibility to collect evidence, plan and manage the implementation of district responses to health and population issues. The DHMTs will also serve as a mechanism for quality assurance of MNCH services at the district level while linking with the PSC at the provincial level and the QIT at the facility levels. Save the Children will ensure regular monthly meetings of the DHMTs, their field monitoring visits, exchange visits of the DHMT members of the three target districts as well as to other better performing districts in the province/country for experience sharing and cross learning. Three such exchange visits are proposed in year 2, 3 & 4 of the project life. Moreover, the District Health Office will also be supported for repair and equipment needs to become fully functional for properly managing the district health system.

Output Indicators:

· 03 DHMTs established/revitalized

· 03 DMHT meetings in a quarter in each district

· 03 field monitoring visits by DHMTs in a quarter in each district

· 01 exchange visit of the DHMT members in a year (during year 2-4)
2.3 Quality Improvement Teams

Quality of MNCH services at facility levels will be improved and monitored through applying the innovative Partnership Defined Quality approach of Save the Children. PDQ is an internationally tested methodology that aims to involve communities in defining, implementing and monitoring quality improvement in health facilities in order to enhance the quality and accessibility of services. This has been successfully implemented by Save the Children under the PAIMAN project. It involves both representatives of health care providers and the community to define the common issues that hinder the quality of services and an agreement between the two groups to work together to resolve these issues. For this purpose, Quality Improvement Teams (QITs) will be formed with an equal representation of community volunteers and health care providers at each RHC level. Training of the QIT members will be conducted on PDQ training manual and tools so that they become skilled to undertake the complete PDQ process. The QITs will develop an action plan and also identify resources to resolve the underlying problems of quality of care. The QITs will have quarterly meetings to follow-up, share and expedite their progress. It is expected that the partnership defined quality process will demonstrate that it can trigger an element of social accountability to sustainably improve the quality of MNCH services.

Output Indicators:

· 10 QITs established on agreed criteria.

· 200 QIT members trained on Partnership Defined Quality tools
· 40 QIT meetings held during a year (one per quarter per RHC)
2.4 Capacity building of district and provincial government health, planning and finance officials

Under this project, capacity building of district and provincial government health, planning and finance officials including the DHMTs will be undertaken to strengthen their leadership and management skills. A Capacity Needs Assessment will be conducted to inform define the required trainings. However, considering the limited capacities, it is planned to conduct trainings on leadership, planning & budgeting and emergency preparedness & response during year 2 of the project. By training the provincial and district officials, we expect to enhance their capacities and performance for informed decision making and also lead to ownership and commitment at the higher levels. 


Output Indicators:

· 12 district and provincial government officials trained on leadership, planning and budgeting 

· 12 district and provincial government officials trained on emergency preparedness and response 

2.5 Capacity building on Information Management Systems

In order to comply with the reporting requirements of the information systems to facilitate evidence based district health planning, we will train relevant facility staff from BHUs, RHCs and the DHQH/THQH. Training of trainers on DHIS for all three districts will be conducted at provincial level followed by roll out and refresher trainings of health care providers from the facilities (DHQH/THQH, RHCs and BHUs). Save the Children will also be replicating its experience from other health projects and train relevant facility staff (pharmacist/pharmacy assistant) on the Logistics Management Information System (LMIS) for efficiently streamlining the supply of medicines, supplies and equipment at the facilities.  The staff capacity will be enhanced to produce and share monthly DHIS and LIMS reports with district health departments which will be compiled and an annual report per district will be developed. This annual report will form the basis of annual strategic health planning at district levels meetings.

Output Indicators:

· 279 relevant health facility staff trained on DHIS

· 93 relevant health facility staff trained on LMIS

· 372 health facility staff receiving refresher training on DHIS and LMIS
2.1 Competency based trainings for facility based health workers

Under this project we will conduct competency-based trainings of health care providers in Basic and Comprehensive EmONC, EMNC and IMNCI. The Capacity Needs Assessment will provide the true picture of the training needs, however, some information on the number of facility based health care providers trained under previous projects is available from a training database developed by National MNCH Program, Ministry of Health, with support from Save the Children in 2010. The data shows that only 16 facility-based health care providers have been trained in EmONC from district Ziarat and none from other two districts; 250 providers from Gwadar and Lasbela have received training in EMNC (no health care provider from district Ziarat trained in EMNC). No facility based health care provider has been trained in IMNCI in the three target districts. 

	IDENTIFIED GAPS TO BE SUPPORTED BY THE PROJECT

	District
	No. of Health Facilities
	No. of Staff trained under PAIMAN project
	EmONC
	EMNC
	IMNCI

	
	DHQH /THQH
	RHC
	BHU
	EmONC 
	EMNC
	IMNCI
	Training
	Refresher
	Training 
	Refresher
	Training 

	Gwadar
	01
	03
	22
	--
	52
	--
	5
	05
	00
	85
	55

	Lasbela
	03
	04
	42
	--
	197
	--
	15
	15
	00
	158
	102

	Ziarat
	01
	03
	14
	16
	--
	--
	00
	05
	61
	61
	39

	TOTAL
	05
	10
	78
	16
	249
	--
	20
	25
	61
	304
	196


Source: Save the Children supported MNCH Training Database record from districts Gwadar, Lasbela and Ziarat

*The relevant staff at DHQH/THQH includes Obstetrician (1), Pediatrician (1), Anesthetist (1), WMO (1) & Nurse (1); staff at RHC includes MO (1), WMO (2), LHV (2), FMT (1) and midwife (1); staff at BHU includes the MO (1), WMO (1), LHV (1) & FMT (1) 

Therefore, it is planned to conduct training of trainers on EMNC and IMNCI in all three districts. However, EMNC roll out training will be conducted in district Ziarat only during year 02 followed by a refresher training in all three districts in year 03. Roll out trainings on EmONC and IMNCI, will be held in year 02 and refresher will be conducted in year 03 for all three districts. Basic EmONC training will be provided to the health care providers from BHUs and RHCs, while Comprehensive EmONC training will be provided to the health care providers from DHQH/THQH. 

The standard training modules on EMNC, IMNCI and EmONC will be utilized for these trainings; however, printing of the modules will be supported by this project. It is anticipated that this improvement in knowledge and skills will translate into improved maternal, neonatal and child health outcomes.

	Summary of Trainings for Facility Based Health Care Workers supported by the Project

	Type of Training
	EmONC 
	EMNC
	IMNCI

	Objective
	To enhance specialized knowledge & skills to effectively manage all normal, complicated and emergency obstetric  and newborn cases.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
	To update knowledge and enhance skills of facility level providers for improved maternal and newborn care.
	To update knowledge and enhance skills of facility level providers for improved child care.

	Participants
	Obstetrician, Pediatrician, Anesthetist, WMO, Nurse
	WMO, Nurses, LHV, FMT
	MO, WMO

	Venue
	Provincial/District hospitals
	Provincial/District hospitals
	Provincial/District hospitals

	Duration
	15 days
	05 days
	11 days


Output Indicators:

· 850 copies of training modules on EmONC, EMNC and IMNCI printed

· 20 health care providers trained on EmONC

· 61 health care providers trained on EMNC

· 196 health care providers trained on IMNCI

· # of pre and post training evaluations conducted 

· 05 healthcare providers who completed long-term attachments for training as anesthetist/blood bank technician at tertiary care health facilities

2.7 Training/Orientation of community based health workers

Besides building capacities at the facility levels, there is a vital need to improve current knowledge and skills of community based health care workers (LHWs, LHSs and CMWs) through continuing medical education and relevant trainings in common maternal, newborn and child problems. As local NGOs/CBOs will be involved in the project for implementing outreach activities in the LHW uncovered areas; relevant staff from local NGOs/CBOs will also require trainings. According to the training database developed by Save the Children, 266 LHWs have received CCM trainings in district Gwadar and Lasbela under PAIMAN project. No trainings have been conducted in district Ziarat. 

	IDENTIFIED GAPS TO BE SUPPORTED BY THE PROJECT

	District
	Population
	LHWs/LHSs
	CMWs
	Local NGOs/CBOs Staff*
	LHWs trained on Community IMNCI/CCM under PAIMAN
	CCM & Support Group Methodology

	
	
	
	
	
	
	Training
	Refresher 

	Gwadar
	258,440
	135
	47
	150
	96
	197
	327

	Lasbela
	435,657
	334
	77
	300
	170
	377
	711

	Ziarat
	138,913
	211
	--
	200
	--
	411
	411

	TOTAL
	833,010
	680
	124
	650
	266
	985
	1449


Source: Save the Children supported MNCH Training Database record from districts Gwadar, Lasbela and Ziarat

*For estimating the number of local NGO/CBO staff to be trained, it is assumed that similar number as that of LHWs will be required to cover the 50% of LHW uncovered population in the target districts.

Save the Children’s experience from Acute Respiratory Infection study in Haripur
 revealed that Lady Health Workers can treat severe pneumonia effectively and safely in the community through Community Case Management. The CCM approach has also resulted in reducing delay in treatment initiation, and reducing costs for families and the health systems. Replicating this experience, we will conduct training of trainers on CCM for pneumonia, diarrhea and malnutrition in all 03 districts in year 02. Roll out trainings for LHWs, LHSs and CMWs in district Ziarat and staff from local NGOs/CBOs from all three districts will be held after ToTs. Thereafter, refresher trainings will be held in year 03 and 04 for LHWs, LHSs, CMWs and staff from local NGOs/CBOs. 

Training of trainers on Support Group Methodology will also be conducted in all three districts. The LHWs in district Gwadar and Lasbela have been trained in Support Group Methodology under the PAIMAN project and will be provided refresher trainings only whereas the LHWs in district Ziarat and staff from local NGOs/CBOs from all three districts will first receive 5-day roll out training on Support Group Methodology during year 2 followed by refresher trainings in year 03 and 04. The training sessions for LHWs, LHSs and CMWs will be scheduled during their monthly review meetings at the basic health units. Staff from local NGOs/CBOs will be linked with the basic health units in their respective catchment areas and their trainings will be conducted in those facilities.

Save the Children will replicate its experience from Saving Newborn Lives initiative to promote clean delivery practices by TBAs and integrating them with LHWs. The LHWs will be involved in orientation of TBAs on clean delivery practices, providing them the CDKs and their monitoring using a pictorial checklist. The checklist will include all the steps that the TBA has to undertake in order to ensure proper usage of the CDK. This checklist will be pasted on the wall of the room by TBA where the home based delivery is expected to take place in consultation with the pregnant woman. The LHW will be expected to orient the pregnant woman on putting a mark against the steps that the TBA complies with during her delivery in using CDK leaving the uncompleted tasks unmarked. The LHW will then collect the checklists and data will be compiled to report the proportion of TBAs actually following the clean delivery practices. This will provide guidance in addressing the weak areas during the trainings/orientation sessions for the TBAs on CDK.  The LHWs and TBAs will be trained on use of clean delivery kits and use of monitoring checklist. Refresher trainings will be held in year 03 and 04. Printing of the training materials and monitoring checklist will be supported through this project. The integration of LHWs and TBAs will be further strengthened by regular provision of clean delivery kits to the TBAs through LHWs during their monthly meetings at the facility level. 
	Summary of Trainings for Community Based Health Care Workers supported by the Project

	Type of Training
	Training of Trainers
	Roll-out Community Case Management
	Roll-out Support Group Methodology
	Orientation use of CDK & monitoring checklist

	Objective
	To develop a pool of facilitators to organize and conduct various trainings for LHWs and TBAs.  
	To improve knowledge and skills of LHWs regarding integrated management of childhood and newborn illnesses at community level. 
	To improve knowledge and skills of LHWs regarding maternal & newborn care and interpersonal communication and group counseling.
	To equip TBAs for effective antenatal care, safe delivery, identification & timely referral of high-risk, complicated cases.

	Participants
	Trainers from LHW Program
	LHWs & LHSs
	LHWs & LHSs
	LHWs and TBAs

	Venue
	DHDC
	FLCF
	FLCF
	FLCF

	Duration
	05 days for community IMNCI & SGM and 08 days for use of CDK & monitoring checklist.
	05 days (02-day classroom training & 03-day hands-on training.
	05 days (02-day classroom training & 03-day hands-on training.
	03 days


Output Indicators:

· # of training materials and CDK monitoring checklists printed 

· 12 trainers trained on CCM/ Community IMNCI and Support Group Methodology

· 985 LHWs, LHSs, CMWs and staff from local NGOs/CBOs trained on CCM/ Community IMNCI

· 985 LHWs, LHSs, CMWs and staff from local NGOs/CBOs trained on Support Group Methodology

· 323 refresher trainings held on CCM/ Community IMNCI and Support Group Methodology

· 12 trainers trained on clean delivery practices, use of CDKs and monitoring check lists

· 780 LHWs and TBAs receiving training sessions on clean delivery practices, use of CDKs and monitoring checklists

· 62 refresher trainings held on clean delivery practices, use of CDKs and monitoring check lists

· 1500 CDKs procured and distributed to TBAs

2.8 Standardized health service packages 

Through the IMNCH project, it is planned to adopt the standardized MNCH service packages developed by PRIDE with the objective to empower the health facility staff to improve the quality of performance at their facilities in the three districts in Balochistan province.  The recently conducted Health Facility Assessment by TRF will be used to provide information on the existing standards of services at the RHCs. In-country technical assistance will be hired for undertaking a consultative process for adaptation/development of standardized MNCH service packages including referral tools for all levels of health care facilities. The implementation of standardized MNCH service packages will be supported by providing requisite supplies and equipment to improve the MNCH service delivery and to support other basic functions in these facilities. The supplies and equipment to be provided at facilities may include dustbins, water storage containers, hand cleanser, small electric sterilizer, waste disposal units, sphygmomanometers, fetoscopes etc. Printing of booklets on standardized MNCH service packages will also be supported by this project. The Public Health Officers at district level will be involved to support and monitor the implementation process at facility level and ensure that the MNCH services are delivered as per defined standards.

Output Indicators:

· # of standardized MNCH service packages developed/adapted through consultative process

· # of job aids/booklets printed 
· # of health facilities strengthened for application of standardized MNCH service packages
· # of monitoring visits to health facilities by Public Health Officers in a quarter

· # of health facilities with satisfactory scoring on application of standardized MNCH service packages
2.9 Performance Based Incentives program

Replicating its successful experience in Batagram project, Save the Children proposes to implement a structured and transparent system of Performance Based Incentives, which will be an addition to the basic salary paid to staff in the HUB centers in each of the three target districts. An initial designing and contextualizing of the PBI program will be undertaken through involving a design team, which will review the Batagram model and its evaluation report to guide the PBI program design for IMNCH project. Presently it is being proposed that the facility-based staff’s performance will be assessed against the targets sets in the monthly District Health Information System (DHIS) report. In addition, supervisory visits will be carried out to each facility which will be given a score for the quality of services being provided. The visiting supervisors will include members of the District Health Management Team and Save the Children staff. The total points allocated to the supervisors’ report will be 40 while the performance against the targets set as per DHIS report will carry 60 points in total. The cumulative scores of both the supervisory checklist and HMIS report for each facility will be used to calculate the level of incentive allowance payable to the staff. This may vary between 20% and 35% of basic salary. However, the actual design of PBI program will be based on the initial designing and contextualizing exercise which will take into account the lessons learnt from Batagram project and will ensure an ethically compatible PBI program.
It is important to plan the PBI program in such a way that good baseline data on the targeted quality measures is available for evaluations in terms of change in performance compared either to unaffected population or the trend in performance prior to implementation
. This baseline data will be made available through the baseline surveys (household survey and capacity needs assessment). In order to demonstrate the effectiveness of PBI program, it is planned to undertake a midterm review during third year of the project life and modify the PBI program according to the findings. A final evaluation will also be conducted to assess the effectiveness of PBI program in terms of improved performance and quality of healthcare delivery system in the target districts. This final evaluation will also attempt to address some of the unanswered questions from the PBI assessment report of Batagram project e.g. the correlation between conditional element of PBI and the change in behaviour of healthcare providers. 

Combined with the HUB model, the PBI program is expected to improve the functionality of the health system and its outputs including improved MNCH status. During project implementation, advocacy with the provincial and district health authorities for integration of the PBI program in regular public sector budget will also be undertaken as has been successfully done in the Batagram project by Save the Children.
Output Indicators:

· Initial designing and contextualizing the Performance Based Incentive program
· Mid-term review of PBI program
· # of cumulative scoring (monitoring reports + DHIS reports) reported for PBI in a year
· Final evaluation of PBI program
3 Objective 3: Improve MNCH behaviors and practices of communities in the target districts

3.1 Women / men support groups 
Utilizing the concept of Women Health Committees which are formed by LHWs in their catchment areas ranging from 150 to 200 households, the Women and Men Support Groups are being proposed for community mobilization, increasing awareness on MNCH and demand generation. It was for the first time developed and tested during Saving Newborn Lives (SNL) Program of Save the Children during 2000 – 2005, and later replicated under PAIMAN 2005-10. 
Each LHW will identify pregnant women, lactating mothers, mothers in postpartum, mother in laws and other women having interest in MNCH issues to form the Women Support Group. Likewise, Male Mobilizers from each LHW’s catchment area will identify potential participants for Male Support Group to enhance male understanding of MNCH issues and their increased engagement in issues related to health of women and children in their households. The number of participants in each support group meeting would be between15 to 20 and every month, 2 support group meetings will be held. In the meeting, the LHWs/Male Mobilizer would discuss and share with participants the key messages around pre-identified topics through group counseling and in a participatory manner using the counseling cards “Sehat ki Dastak” which were first developed by Save the Children under SNL-1 2000 – 2005.The Lady Health Supervisors (LHS) of the National Program will be involved in monitoring and supervision and will be trained to support and facilitate the LHWs/Male Mobilizers for Support groups. The field teams will regularly share the project progress and outcomes with these support groups and get their feedback for improving day to day project interventions.

Output Indicators:

· 652 women support groups established/revitalized through LHWs.

· 652 men support groups established/revitalized through male mobilisers.

· 1304 copies of “Sehat ki Dastak” printed and distributed

· # (%) of scheduled (Women/Men) Support Group meetings held per year
3.2 MNCH advocacy sessions 

In order to increase awareness and service utilization by the community, it is planned to conduct MNCH advocacy seminars involving religious leaders, community elders and influential leaders. Similar interventions have been implemented by Save the Children under the Batagram project, Improved Child Health FATA project, PAIMAN & FALAH project which yielded positive results in increasing the ownership and commitment by the community stakeholders as well as improved acceptability at the community level. Save the Children will identify the key religious leaders and community elders with support from the LHWs and local NGOs/CBOs and will engage them for conducting the advocacy sessions. During the sessions, they will be oriented on the state of child and maternal mortality in the country and the importance of health care for women and children like vaccination, ANC, PNC, skilled birth attendance etc. One advocacy seminar every two quarters will be arranged with them over the course of the project. 

Output indicators:

· 18 MNCH advocacy sessions conducted at community level

· # of participants attending the MNCH advocacy sessions
3.3 Mass media program  

To reach out to the masses on a wider scale, mass media will be used as a tool to influence widespread awareness and positive behavior change. Taking guidance from the National MNCH Communication Strategic Framework, which was developed by the National MNCH Program, Ministry of Health, with support from Save the Children in 2009, specific messages on MNCH will be adopted for the mass media program. A media firm will be hired for undertaking this purpose; however, Save the Children will ensure that standards of strategic communications are utilized in designing and implementing the mass media program on MNCH in the selected districts. The media firm will be charged to conduct an initial analysis (covering both situation analysis, audience and communication analysis) and then develop the strategic design of mass media program which will also be pre-tested before finalization in consultation with Save the Children. It is planned to use both local radio and TV channels to disseminate the MNCH messages. Targeted MNCH messages will be developed and aired/telecasted through the local radio/TV on regular basis for achieving desired impact.

The firm will also be responsible to obtain feedback from the communities on the effects of mass media program to guide the planning and re-planning to make it even more effective. During the development and implementation of the mass media program, it will be ensured that the relevant stakeholders including provincial and district health departments are having full participation and ownership of the project whenever possible. This will help to ensure effectiveness and sustainability, while at the same time building their capacity to design and manage their own health communication programs in the future. A video documentary on project results will be developed during last two quarter in year 04 to record how the inputs have been translated into the type, quantity and quality of services actually available to the district population.   
It is expected to increase awareness of and demand for MNCH services through the mass media program that will indirectly empower women, family members, and communities to seek quality maternal and newborn health services in the three target districts.

Output Indicator:

· # of messages on MNCH developed for local radio and TV

· 104 radio programs on MNCH aired per year (during year 2-4)

· 24 TV programs on MNCH telecasted per year (during year 2-4)
· One video documentary on project results developed
3.4 Partnership with local NGOs / CBOs 

Save the Children will be establishing partnerships with local NGOs /CBOs as a strategy to ensure delivery of community outreach services in the LHW uncovered areas. Identification of potential NGOs/CBOs in respective districts will be done in consultation with the district health authorities and the PPHI management and with support of the community. Sub-grant agreements will be signed with these local organizations as per Save the Children’s contracting policy and procedures.

Output Indicators:

· 03 proactive CBOs/NGOs identified for partnership.

· 03 of sub-grant agreements signed with local NGOs/CBOS for implementation of community outreach under IMNCH project.

· Proportion of funds utilized by CBOs/NGOs on quarterly basis.

· 04 technical and financial performance reviews of CBOs/NGOs held per year per district.

3.5 Commemoration of International/National Days

With the objective of raising awareness, mobilizing communities and sensitizing the stakeholders on the significance of maternal, newborn and child health, it is planned to use the platform of key international/national days pertaining to MNCH issues like the International Health Day, Mother’s Day and Children’s Day. This will provide an opportunity to involve the masses and spread out the messages to a larger audience.  It is expected to enhance the project acceptability at the community level and also MNCH commitments at the higher levels. Commemoration events will be planned in consultation with the district and provincial stakeholders and printing of relevant communication material will also be supported. The project progress and success stories will also be showcased at these events.

Output Indicators:

· # of plans prepared for commemoration of international/ national days

· # of Information, education and communication material developed and printed
· 03 international & national days celebrated per year 
5.3 Project Beneficiaries

The Integrated MNCH project will be implemented in three selected districts of Balochistan province: Gwadar, Lasbela and Ziarat focusing on coverage of MNCH services across the districts. 

	Project Beneficiaries
	Year 1
	Year 2
	Year 3
	Year 4

	Women of Child Bearing Age 

(22% of population)
	50,000
	180,000
	180,000
	180,000

	Pregnant Women (4% of pop)
	8,000
	35,000
	35,000
	35,000

	Newborns (3.5% of pop)
	7,000
	30,000
	30,000
	30,000

	Children <5 years of age (16%)
	35,000
	130,000
	130,000
	130,000

	LHWs/LHSs
	00
	680
	680
	1005

	CMWs
	00
	124
	167
	167

	Local NGO/CBO Staff
	00
	650
	650
	650

	Health Facilities (DHQH/THQH & RHCs)
	15
	15
	15
	15

	Facility Based Healthcare Providers
	00
	600
	600
	600

	Provincial/District Stakeholders
	00
	70
	70
	70

	Quality Improvement Teams
	00
	10
	10
	10

	Total Population in 03 districts

 (Male & Female)
	833,010
	833,010
	833,010
	833,010

	Project Staff
	45
	45
	45
	45

	Budget (AUD)
	2,344,226
	5,285,949
	3,688,234
	3,659,825


Source for population estimates: EPI, Department of Health
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	AUD
	 
	AUD
	 
	AUD
	 
	AUD
	 
	 
	AUD

	PROGRAM OVERSIGHT COST
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	I.
	DIRECT LABOR
	 
	 
	$186,063 
	 
	$248,902 
	 
	$272,596 
	 
	$298,599 
	 
	 
	$1,006,160 

	II.
	FRINGE BENEFITS AND ALLOWANCES
	 
	$62,373 
	 
	$78,804 
	 
	$87,701 
	 
	$94,988 
	 
	 
	$322,866 

	III.
	SUPPLIES AND EQUIPMENT
	 
	 
	$0 
	 
	$9,767 
	 
	$0 
	 
	$0 
	 
	 
	$9,767 

	IV.
	OTHER DIRECT COSTS
	 
	 
	$84,000 
	 
	$104,740 
	 
	$104,188 
	 
	$109,394 
	 
	 
	$402,322 

	TOTAL PROGRAM OVERSIGHT COST
	 
	 
	$332,436 
	 
	$441,213 
	 
	$464,485
	 
	$502,981
	 
	 
	$1,741,115 

	PROGRAM COST
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	V.
	DIRECT LABOR
	 
	 
	$385,494 
	 
	$542,079 
	 
	$603,408 
	 
	$649,881 
	 
	 
	$2,180,862 

	VI.
	FRINGE BENEFITS AND ALLOWANCES
	 
	$73,426 
	 
	$111,758 
	 
	$122,935 
	 
	$135,228 
	 
	 
	$443,347 

	VII.
	TRAVEL AND PERDIEM
	 
	 
	$66,047 
	 
	$94,176 
	 
	$97,193 
	 
	$103,594 
	 
	 
	$361,010 

	VIII.
	SUPPLIES AND EQUIPMENT
	 
	 
	$293,817 
	 
	$134,302 
	 
	$0 
	 
	$0 
	 
	 
	$428,119 

	IX.
	CONTRACTUAL-STTA
	 
	 
	$106,656 
	 
	$25,410 
	 
	$28,223 
	 
	$113,007 
	 
	 
	$273,296 

	X.
	DIRECT PROGRAM DELIVERY
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Objective 1: Improve access and availability of MNCH services to communities in the target districts
	 
	 
	$451,572 
	 
	$1,616,086 
	 
	$522,793 
	 
	$280,854 
	 
	 
	$2,871,305 

	 
	Objective 2: Improve quality of MNCH services in the target districts
	 
	 
	$165,292 
	 
	$1,310,752 
	 
	$887,725 
	 
	$793,507 
	 
	 
	$3,157,276 

	 
	Objective 3: Improve MNCH behavior and practices of communities in the target districts
	 
	 
	$0 
	 
	$260,283 
	 
	$257,128 
	 
	$242,399 
	 
	 
	$759,810 

	XI.
	OTHER DIRECT COSTS
	 
	 
	$162,290 
	 
	$157,044 
	 
	$150,425 
	 
	$168,429 
	 
	 
	$638,187 

	XII.
	SUBAGREEMENTS
	 
	 
	$0 
	 
	$248,064 
	 
	$260,466 
	 
	$273,489 
	 
	 
	$782,019 

	TOTAL PROGRAM COST
	 
	 
	$1,704,594 
	 
	$4,499,954 
	 
	$2,930,296 
	 
	$2,760,388 
	 
	 
	$11,895,231 

	TOTAL DIRECT COST
	 
	 
	$2,037,030 
	 
	$4,941,168 
	 
	$3,394,781
	 
	$3,263,369 
	 
	 
	$13,636,347 

	 
	Indirect Costs
	 
	 
	$203,703 
	 
	$494,117 
	 
	$339,478
	 
	$326,337 
	 
	 
	$1,363,635 

	 
	Total Program Costs
	 
	 
	$2,240,733 
	 
	$5,435,285 
	 
	$3,734,259 
	 
	$3,589,706
	 
	 
	$14,999,982 


6. Budget & Timing of Expenditure

6.1 Budget summary
6.2 Budget Rationale and Scheduling

The project has been structured comprising of three components which are:

1. Improve access and availability of MNCH services to communities in the target selected districts to which 19% of the total budget has been allocated.

2. Improve quality of MNCH services in the target districts to which 22% of the total budget has been allocated.

3. Improve MNCH behavior and practices of communities in the target districts to which 5% of the total budget has been allocated.

In total 52% of the total budget directly relates to activities (including contractual (1 %) and sub-agreements (5%)) in addition to 28% of the total budget related to staff, travel and operational cost directly related to the project. Staffing comprises almost 27% of the total project cost out of which approximately 18% is budgeted for positions specifically hired for the project. Only 2% has been budgeted for travel, 3% of the budget will be spent on equipment and 4 % in other direct cost. The management and operational cost of country office and head office is 21 %.
AUD 2.24 Million will be spent in year 1 of the project and significant amount is anticipated to be spent on baseline assessment, hiring of consultant for baseline household survey , Capacity Needs Assessment and GIS mapping in all three districts & review and updating the GIS maps, dissemination meetings at provincial and district level, repair and renovation of RHCs and staff accommodation, hiring of medical staff at the facility level, performance based incentive criteria, establishment of DHIS cells and establishment of referral desks at RHC level.  

The overall distribution of the budget over 4 years is as follows:

Year 1 – AUD 2.24 million – 15% of total budget

Year 2 – AUD 5.44 million – 36% of total budget

Year 3 – AUD 3.73 million – 25% of total budget

Year 4 – AUD 3.59 million – 24% of total budget

The project design and budget has been built on the basis of best value-for-money and to ensure smooth transition after closure of the project. The cost per capita will be calculated during the planned assessments/reviews at baseline, mid-term and endline stages in order to measure efficiencies and ensure best value-for money. 
7. Implementation Arrangements

 SHAPE  \* MERGEFORMAT 



CM- Community Mobilization

RHC- Rural Health Centre

DHMT- District Health Management Team

PPHI-Peoples’ Primary Healthcare Initiative

QIT- Quality Improvement Team

TBAs- Traditional Birth Attendants

LHWs- Leady Health Workers

CMWs- Community Mid-wives

LHS- Leady Health Supervisors

NGOs- Non-Government Organizations

The above illustration demonstrates the implementation arrangement for the project. 

The Save the Children country office, particularly health program team will provide overall leadership for effective management of the project. Technical backstopping from Save the Children international offices will also be available to ensure quality of the program.

The project implementation will start with signing of an MOU with the provincial government and the PPHI that will detail responsibilities of the three partners in establishing an integrated district MNCH management arrangement. Save the Children operated under a MoU with the provincial government (health department) for the Battagram project, a copy of which is being attached as annex M and will be used as a basis for drafting the MoU for the proposed tripartite arrangement. The MoU will be jointly drafted by Save the Children, Government of Baluchistan and PPHI with involvement of AusAID. The MoU will clearly define the roles and responsibilities of all partners having specific focus on the agreed mechanisms for project governance, implementation, monitoring, evaluation, sustainability and exit strategy.  
The District Health Management Teams and Department of Health will have the leading role in project monitoring and supervision. The regular DHMT meetings will provide a forum to review the project progress and finalize periodic work plans. In addition, a project steering committee at the provincial level will be established to steer the project and ensure its smooth implementation and progress towards the desired outcomes. Detailed TORs of Project Steering Committee are attached as (annexure L). However, overall coordination of MNCH activities at provincial level will be managed and measured through the already existing Provincial MNCH Coordination Committee, which is chaired by the Director General, Department of Health, GoB. 
 This committee will be engaged for regular project reviews to monitor the progress and build linkages with other partners managing MNCH activities. The implementation challenges, as well as, success stories from the project will also be shared with the committee, for their regular guidance and support.

Provincial Project Implementation Unit will be based at Save the Children’s provincial office to ensure effective coordination with the provincial government and provide technical input to the district programs. The District Project Management Unit will be placed within the premises of District Health Office to guarantee effective coordination with the district government. Collaborating with the Government counterparts will provide an opportunity to build their capacity, as well as, gain the required ownership of project implementation. We also plan to embed staff, which will work closely with public sector, to ensure transfer of skills. The project has a major focus on building capacity of public sector including the healthcare providers. The mechanism would be to train the key district health staff as master trainers who will then undertake the roll out trainings in respective districts. As experienced in Battagram project implementation, Save the Children project staff engaged the provincial and district health departments through team building approach, which was very well received and also resulted in enhanced capacities of the public sector staff. This critical element of co-working with public sector stakeholders to build their capacities is not observed in the PPHI model14 . It is anticipated that working in close collaboration with district health departments will not only build their capacity but also ensure sustainability and ownership.
Partnership Defined Quality Teams will be formed at the health facility level to promote communities participation and accountability of the MNCH system. In the LHW covered areas community mobilization component will be implemented by the Community Mobilisation Officers in close coordination with LHWs while in LHW non-covered areas local NGOs/CBOs will be engaged to lead the community mobilization component. There are some local NGOs/CBOs already working in the three target districts like the National/Baluchistan Rural Support Program (in Gwadar & Lasbella), BRAC Pakistan and Sangat (in Lasbella), National Commission for Human Development, Agha Khan Foundation (in Gwadar), Taraqi Foundation, Pakistan Red Crescent Society (in Ziarat).  There are also some International NGOs operating in the targeted districts, including Merlin International, Marie Stopes and Mercy Corps. These NGOs have been working in various sectors, including; Health, Education, Sanitation and Agriculture. It is planned to undertake an informal mapping of existing NGOs/CBOs in the three targeted districts to identify their capacities in accordance with the proposed community outreach activities under the current project. 

The project description section articulates how project implementation mechanisms will be established and inter-linked to create a cumulative effect in support of planned results.

Mechanism to resolve possible conflicts:

In case a conflict arises among key partners during project implementation, Save the Children will use following two forums to resolve the issues:

At first level, the health department and District Health Management Teams will be responsible to discuss and resolve the conflicts. In case if any issue remains unaddressed, the Project Steering Committee will take it up at second level and recommend final solution. This conflict resolution mechanism will be mutually discussed and formally agreed by the three parties during MOU finalization process, while defining the roles and responsibilities of each partner to the arrangement. The ToRs of both the above mentioned forums will also be discussed and mutually agreed accordingly. 
7.1 Approach to Security

Save the Children recognizes that the security situation in Balochistan will present implementation challenges. Despite the challenges Save the Children considers the risks manageable in selected districts although the security context can deteriorate rapidly requiring continuous assessment and flexibility in the project design. Security within Save the Children Pakistan is managed by the Director for Security based in Islamabad who is supported by a security management team. A security manager is also based at the Save the Children Provincial Office in Quetta and district level security coordinators will be employed for this project. Save the Children’s approach to security is based on current programming experience in the selected districts as more broadly in Pakistan. This approach is outlined below and the draft Security Plan is included in (Annex E):
· Where possible local staff are recruited which have an understanding of local culture and language

· Extensive community participation throughout the project cycle including the development of strong relationships with district religious and community leaders

· Maintaining a low profile and neutral position within the districts and at the same time ensuring that project staff demonstrate respect for community values and local customs 

· Implementing detailed communication plans and security training for all project staff and counterparts

· Providing safe and secure working environments for project staff and using vehicle tracking systems 

· A comprehensive security management system at the provincial and district level which is regularly review and updated

· Maintenance of a national, provincial and district international security incident reporting and analysis system which is supplemented with external incident reporting and analysis gained from a variety of sources

· Ensuring continuous review and adaptation processes in project planning to respond to changing security circumstances

· Identifying and training key staff who may be required to take on additional project management responsibilities in the absence of managerial support and identifying ahead of time a strategy for continuing communication systems to provide maximum opportunity for services in the event of a serious worsening of the security environment.

5.1 Financial Management System, Procedures and Stewardship

Save the Children have robust, transparent and accountable processes, protocols, and systems which will be fully utilized in support of this project. The Save the Children Pakistan country office finance staff will be involved in overseeing the budgeting, financial monitoring, and financial reporting for this project. This will be conducted under the supervision of the Deputy Country Director for Program Implementation and the Director of Finance. Save the Children uses a comprehensive financial management system, called AGRESSO, to generate reports for finance and project staff to track expenditure. This reporting is particularly useful in that it can be used at all levels of implementation – field staff, managers, and compliance staff are able to coordinate reporting which ensures sound financial stewardship. Field staff will also provide support to partners to ensure full compliance with AusAID and Save the Children International requirements. Continuous oversight and assessment will be integrated into day to day management – with accountability through the project coordinator to the project steering committee. 

Monthly financial reviews are built into the management framework for this initiative. These processes also enable better accountability to community stakeholders – information can be centralized and disseminated through regular project communications. Any significant variations or obscure activity in the financial management of the budget will be investigated. 

5.2 Financial Audit Process and Timeframe

Save the Children has a rigorous audit system. It is an independent, objective, assurance and consulting activity designed to add value and improve the Save the Children’s operations. It helps Save the Children accomplish its objectives by bringing a systematic, disciplined approach to evaluate and improve the effectiveness of risk management, control and governance process.
Internal audit is carried out by, or at the direction of, the Save the Children Internal Audit unit.  The selection of Country office sites for internal audit is based on a number of factors.  Considerations include the size and complexity of the office, the coverage provided by external audits, special issues brought forward by Country or Home Office management as well as the need for ongoing rotational audits of all sites. Internal audit reports are shared with Home Office staff and Country based management staff. All major issues that are highlighted in the internal / external audit reports are duly share with Senior Management Team (SMT) and corrective action are taken. The Internal Audit department ensures the integrity of the overall operations of the country program through the review of accounting, financial, human resources, project and operating activities and compliance as a service to in country leadership in addition to regional and home office and donors.
The annual financial statements of Save the Children have audited by Independent accounting firm KPMG LLP in accordance with auditing standards generally accepted in the United States of America. 
5.3 Procurement Strategy

Save the Children has a policy of tendering for procurement of all major budget items. The policy ensures suppliers can be engaged on issues such as value for money, child protection, environmental impact, and other relevant policies. Whenever possible, the procurement of project supplies and assets will be carried out at the district or provincial level. However if particular goods are unavailable through local sources, or they are not of sufficient quality, they will be procured from other locations and transported to the required location.
During the procurement process, Save the Children procurement policy will be applied which contributes significantly to financial control and accountability. Purchase request forms will be approved in accordance with the Save the Children Pakistan designated Limits of Authority (LoA).  
Save the Children’s bidding process ensures that open and transparent procedures are followed. All bids are tendered through public announcements that are accessible equally to all local vendors. Bids must be submitted and evaluated in accordance with the specific procurement requirements. Only designated authorized staff are permitted to sign large value contracts on behalf of the organization, typically the Country Director or Deputy Country Director. 
At the conclusion of this project, we propose consulting with AusAID on disposal of key assets. In similar situations in the past, Save the Children has sought donor approval to write vehicles off Save the Children books and either donate to government, or return to the donor. Other options are of course available – especially if the project continues. Reverting vehicles to government would always be aimed at incentivizing continuation of project impacts.
SC is required to maintain current inventory schedules of all capital assets purchased with Save the Children funds or donor funds in the prescribed format. In addition, Country offices are required to develop and maintain systems for tracking non-capital assets, items costing less than $ 5,000, to ensure they are properly maintained and used appropriately.
At the end of each fiscal year, Country offices are required to take a physical inventory of all capital assets on hand and reconcile this physical inventory to the amounts on the Schedules maintained by the Country office. Once the amounts on these schedules have been verified and reconciled, copies of the schedules are to be sent to the managing office.
5.4 Recruitment Strategy and Staffing Summary

Save the Children endeavors to recruit staff locally wherever possible. This has multiple benefits, including keeping jobs local, encouraging community acceptance and developing a better local contextual analysis for project implementation. Where it is not possible to find qualified staff from within the selected districts, Save the Children will recruit from other districts or provinces. Through existing health programming in Balochistan, Save the Children has access to a wide network of experienced candidates. 

The Human Resources Department of the Save the Children- Pakistan office will support the recruitment process and update the job descriptions (attached as Annex G). The Human Resources Coordinator at Save the Children Provincial Office in Quetta will also be highly involved in selection and recruitment of project staff. Given the tight timeframe of the project, Save the Children has already begun the process of identifying suitable candidates for several of the key positions based in Balochistan.

Having successfully implemented development and emergency response projects throughout Pakistan since 1985, Save the Children has developed a range of effective techniques for mentoring, supporting and motivating staff. Personnel are encouraged by senior management teams to be creative and innovative and this encouragement gives personnel a sense of empowerment and job satisfaction which minimizes staff turnover and keeps talented staff within the organization. In addition, talented staff is eligible to be promoted to higher positions, giving them career development opportunities and increased organizational responsibility. This is another technique for reinforcing job satisfaction and lowering rates of staff turnover. Competitive packages that reflect the challenging nature of working in Balochistan also plays a role in retaining staff.

In addition to existing Save the Children administrative and support staff based in the Quetta office, additional support staff will be recruited to ensure smooth implementation of the project.  

Save the Children’s Deputy Country Director (Project Implementation) will be involved in the selection of key project positions given the importance of these roles in contributing to project success. The key roles and responsibilities of senior project staff are outlined in the table below:
	Position
	Key Responsibility

	Director of Program Implementation (Islamabad based)
	Support the MNCH Project Manager and Quetta Field Manager with project mobilization, preparation of the detailed implementation plan and recruitment of key project staff. Member of the Project Steering Committee and key contact with senior AusAID Islamabad based staff. Will also provide ongoing strategic support to the project.

	Director of Health and Nutrition (Islamabad)
	Support the MNCH Project Manager with project mobilization, preparation of the detailed implementation plan and recruitment of key project staff. Member of the Project Steering Committee. Will also provide ongoing strategic support to the project.

	Program Support Coordinator
	Assist Deputy Country Director Program Implementation in oversight of day to day project affairs

	Field Project Manager Quetta
	Provide overall leadership and oversight to project implementation and ensure smooth project operation, financial compliance and efficient communication and coordination.

	Project Manager MNCH
	Provide an overall lead to MNCH project,  set direction of the activities, management of all personnel and related operations

	Community Mobilization / Capacity Building Coordinator
	Coordinate implementation of community mobilization and capacity building strategies in all target districts

	M&E / DHIS Coordinator
	Coordinate with the district teams for effective implementation of the project activities through establishing, maintaining and running the health system information management system

	System Strengthening Coordinator
	Coordinate with the district teams and lead the management and oversight of the Hub model, health system strengthening activities and oversight of the Performance Based Incentives project.

	Communications, Advocacy and Documentation Coordinator
	Coordinate with national, provincial and district teams to facilitate high quality communication, advocacy and publicity in accordance with Save the Children’s best practice standards and NGO Code of Conduct.

	HR Officer
	Support  provincial and district teams to ensure establishment and maintenance of all Human Resource functions

	Finance / Grants Coordinator
	Coordinate with district teams and assist field project manager, manager MNCH and national Finance manager for overall Financial Management in the sub-office level for smooth implementation of the project.

	Admin / Logistic Coordinator
	Coordinate with provincial and district teams to Ensure that effective and accountable logistics systems are implemented in all of MNCH project areas

	Security Officer
	Support provincial and district leadership enable them to take day to day project decisions based on authentic security updates

	District Managers
	Provide district level leadership to MNCH project and assist the Provincial Project Manager MNCH and MNCH Coordinator in the preparation of DIP, Work plan and reports. Also develop and implement capacity building and community mobilization strategies and to coordinate/ lead MNCH teams and partners.

	Community Mobilization Officer (Male & Female)
	Assist Community mobilization coordinator for effective implementation of the CM strategy at district level.

	Capacity Building Officer
	Coordinate with district teams and other training providing institutions to lead overall management of planning, designing and implementing training activities for the MNCH project

	Finance / Admin officer
	Assist provincial coordinator for effective implementation of Finance / Admin strategy at district level

	Logistics /Pharmacy /LMIS/DHIS Officer
	Assist provincial coordinator for effective implementation of logistics and LMIS / DHIS strategy at district level


Additional Technical Advisors from both Save the Children US and Save the Children Australia will be available to provide strategic project support throughout the project. This TA includes MNCH and HSS specialists, development effectiveness practitioners and research and advocacy specialists. Where TA expertise cannot be mobilized from within Save the Children, external specialists will be engaged. For example national specialists with expertise in EmONC, EMNC, and IMNCI will be engaged to deliver competency based training for facility based healthcare providers. Through existing MNCH programming in Pakistan, Save the Children has access to a pool of highly experienced external specialists available to support this project.

The responsibility matrix included in the Work Plan (Annex A) identifies primary and support responsibilities for key project personnel. The organogram describing hierarchy and operational flow of the project is attached as Annex F. 

5.5 Approach to Monitoring and Evaluation and Reporting

This statement of approach to monitoring and evaluation (M&E) is intended to set out the core principles and the key aspects of the M&E system design to be applied specifically for this project. In the development of appropriate M&E tools, Save the Children will liaise closely with AusAID and Provincial and District health officials to ensure tools are aligned with government systems to maximize ownership of outcomes. 

Progress towards achievement of Project results will be assessed through baseline, midterm and endline assessments; routine DHIS information; and monitoring records maintained by the Project (e.g., pre- and post-training results).  A set of project indicators has been developed which is presented in the Project Logic Framework at Annex C. Targets and benchmarks will be reviewed, revised, and/or established where indicated, based on findings of the baseline assessments and participatory discussions with all Project stakeholders during the inception phase (e.g., PSC, DHMTs, QITs). In order to ensure objectivity of the various assessments, these will be out-sourced to independent consultants/firms with technical oversight from the Project Steering Committee involving wide range of stakeholders. 
A baseline assessment will be conducted to establish baseline indicators on MNCH status in the target districts. For recording the baseline MNCH knowledge and practices, a household survey will be conducted; baseline values of Project indicators related to maternal, newborn and child health and caretaker knowledge, practices, and use of health services will be assessed. However, information on the situation of MNCH service delivery at various levels of health facilities will be gathered from the recently conducted Health Facility Assessment by TRF. However, this HFA does not include any information on the training requirements of health care providers; therefore, a Capacity Needs Assessment will also be carried in all three districts. The baseline assessment will be conducted during third quarter of the first year of project life to guide the project activities and developing detailed implementation plans as well as revisiting the targets. 
It is also planned to undertake a midterm assessment of the project after year 02 with the objective to review the project progress and to identify challenges that are impeding progress and bottlenecks to be addressed appropriately for smooth implementation. This will include both qualitative and quantitative assessments through client exit interviews and analysis of the DHIS data respectively. Results from the mid-term evaluation will be used to further improve implementation strategies and modify the project design if required.

During the last two quarters in year 04, we plan to conduct an endline assessment of the project in order to measure the progress towards achievement of project results and targets. This will include a detailed health facility assessment along with a household survey in all three districts. The endline assessment will provide information on value addition by project implementation as well as highlight the lessons learned and the best practices for further replication in other districts and provinces in the country.  In order to ensure equity for the poor, the assessments will take into account the most disadvantaged groups in the community, e.g. women and children. The household surveys will include questions around income levels (linked with standard government poverty line measures) to identify who the poor are and how they have benefitted from the project. Similar consideration will also be employed for project monitoring and supervision, so that data desegregated by age and sex is available to reflect true picture of equitable service delivery.  The assessments may also be designed with comparative methodology to assess the outcomes and impact of the project in terms of change in performance compared to unaffected population from the neighboring districts in addition to the conventional comparisons between the baseline and endline data.
In particular, for building a detailed analysis of PBI program, it is planned to undertake an initial PBI designing and contextualizing exercise to guide the development of a specific PBI program. The progress of PBI program implementation will be thoroughly tracked through robust monitoring and supervision. Later in the project life, a mid-term PBI review will be carried out to modify the PBI design for maximizing its impact. A final evaluation by end of project will also be conducted to assess the effectiveness of PBI program in terms of improving performance and quality of healthcare service delivery in the three target districts. These periodic assessments of PBI program will also be outsourced to independent consultants/firms.
To guide project management, a robust and comprehensive M&E plan will be developed within the first quarter of implementation that would explicitly address targets versus frequencies for each proposed performance indicators; data collection procedures; and responsibilities under the tripartite arrangement for the PPP model. Monitoring tools and checklists will also be developed for each intervention package and type of health care provider.  Information will be regularly reviewed with stakeholders including the Provincial MNCH Coordination Committee, PSC, DHMTs and QITs and plans for adjustments developed and initiated accordingly. It will be ensured that proper monitoring of capacity building activities, contract management of the local NGOs/CBOs and performance of the tripartite arrangement is carried out. Save the Children will work with the health system to improve collection and use of DHIS data for project monitoring.  This will include training and capacity building as required.  In close collaboration with the district health authorities Save the Children will support LHWs, LHSs, CMWs and EPI vaccinators in accurate recording of community-based data to inform project monitoring and management. This will be further guided and facilitated by Save the Children’s Monitoring, Evaluation, Accountability and Learning (MEAL) framework aiming at ensuring quality of our interventions and accountability to beneficiaries. M&E Technical support from Save the Children Australia’s Development Effectiveness Team will be made available during both the design and throughout implementation of the project. A DHIS Officer at each district level project implementation unit will also be responsible for MEAL coordination activities at the respective district. 
5.6 Approach to Advocacy

Globally, Save the Children is advocating bringing long lasting change in policy and practices for ensuring equitable access and availability of quality health and nutrition services for the mothers, newborns and children in developing countries through its EVERYONE Campaign
 since 2009. The campaign aims to see the achievement of a two-thirds cut in the global child mortality rate and one-thirds cut in global maternal mortality rate by 2015, calling upon governments to maintain their commitments to Millennium Development Goals 4 and 5, and more specifically to expand coverage of lifesaving interventions delivered by skilled health workers.

In Pakistan, Save the Children has developed national action plan for improving maternal, newborn and child health status in 2010; we look forward to supporting the EVERYONE Campaign through the work done under IMNCH project in Balochistan province. The progress on MNCH indicators achieved under this project as well as development of case studies and analysis of successful methodologies will also inform the EVERYONE Campaign reporting in Pakistan.  Case studies will also be provided to AusAID for promotion of success stories in marketing opportunities such as Focus Magazine.
6 Sustainability of Project Benefits and Exit Strategy
The project has been designed to deliver innovative and lasting solutions to improve maternal, newborn and child health in the selected districts through addressing health sector demand and supply barriers. Sustainability of project benefits will be achieved through delivering interventions targeted at behavioral, institutional and financial constraints across all levels of MNCH service provision. Results based evidence from Save the Children’s Revitalizing Primary Health Care program in district Batagram in KP Province has contributed to the design of this project in Balochistan province. The Hub Model for provision of 24/7 EmONC services at RHCs as well as the introduction of a Performance Based Incentives scheme were the hallmark of this project and contributed to sustainable improvements in healthcare service availability and quality in district Batagram. This successful model is now been scaled up by the KP Government with World Bank support into an additional six districts in the province.

Replicating similar strategies, Save the Children is aiming to achieve maximum sustainability of project benefits for the Integrated MNCH project in Balochistan province through two priority approaches;  project implementation in partnership with the public sector combined with involvement of the local NGOs/CBOs and the community. Save the Children’s proposed interventions at the community level are aimed at sustainably enhancing health seeking behavior through community education, mobilization and participation. Community outreach through the vast network of LHWs and local NGOs/CBOs is also aimed at building capacities at local levels for sustainability and scalability of community based interventions. We are confident that the proposed strategies will increase and sustain improved MNCH awareness and ultimately increased demand for MNCH services in the target districts.      

Save the Children staff will support district officials in translating data from health information systems (HMIS/DHIS & LIMS) into coordinated and budgeted annual health plans. Through implementation of the Hub Model at the district level, essential MNCH services will be available 24/7 with an operational referral system between primary and secondary service delivery tiers. Strengthening the referral system at primary and secondary care facilities will complement the PPHI supported service delivery at the BHU level and DoH supported service delivery at DHQH/THQH level. The introduction of PBIs at the RHC level will incentivize facility based health care providers for improving both the availability and quality of services. Being a low-cost intervention with promising expected results, Save the Children will be advocating with Provincial Government to maintain this PBI scheme after project implementation as has been experienced in Batagram District.

Project teams will be located within the District Health Development Centre (DHDC) working directly in partnership with district health officials throughout the life of the project. This approach will contribute to institutionalizing capacity building interventions across health management information systems and health systems strengthening. Save the Children’s role in administrative management of RHCs will be phased out over the four year project as the capacity of district health managers increases with institutionalization of operational improvements. The establishment and operationalization of DHMTs and the Quality Improvement Teams (QITs) applying Partnership Defined Quality approach linking communities with facility based healthcare providers will support improvements in monitoring the delivery of MNCH services and ownership of improvements; this will be an important sustainability element of the project as well as a key step in the phased handing over strategy.
However, to make the system changes introduced through this project sustainable permanently system strengthening support will require to be provided for some years beyond the life of this project. Nevertheless, smooth transition after the project tenure will be facilitated by the  core components of this project, including; public sector capacity building in planning, implementing, monitoring & evaluating MNCH services, strengthening health facilities for EmONC services, building linkages with MNCH partners, engaging local NGOs/CBOs, community participation through support groups and QITs. Since the healthcare services will be delivered through the public sector facilities and public sector healthcare providers, an added advantage will be improved social contact between the District Health Departments, Government of Baluchistan and the people of Baluchistan who would greatly regard the enhanced capacity of public sector in addressing their healthcare needs.   As experienced in Battagram project, continued advocacy with the department of health has resulted in complete ownership of the project, whereby, over 100 positions were included in the Scheduled New Expenditure (SNE) for fiscal year 2011-12 of DOH, district Battagram.  Similar arrangement will be explicitly included as an exit strategy in the tripartite MoU, to ensure continuation of the project gains. 
7 Donor Compliance, Accountability & Effectiveness Package

Save the children Australia is an AusAID accredited NGO eligible to receive AusAID funding for either directly managed programs or global programs implemented through a shared management arrangement. Implementation of this project will be under a global program modality through the Pakistan Country Office of Save the Children International. To maintain eligibility to receive AusAID funding Save the Children Australia regularly undergoes a rigorous assessment of operational systems and management processes. This is to provide assurance to the Australian Government and public that Save the Children is a professional, well-managed, community-based organization capable of delivering good development outcomes.  

A requirement of AusAID accreditation is that Save the Children Australia is a signatory to the Australian Council for International Development (ACFID) Code of Conduct. The Code of Conduct is a voluntary, self regulatory industry code which represents the active commitment of non-government development organizations to conduct their activities with integrity and accountability. The Code aims to establish standards of operation throughout the Australian NGO community and improves accountability in the following:

1. Program Principles – effective development activities, human rights and working with partners

2. Public Engagement – ethical and transparent marketing, fundraising and reporting

3. Organization – governance, management, finances, staff and volunteers, complaints handling and legal compliance.

AusAID NGO accreditation and the ACFID Code of Conduct provide rigorous quality control of NGO systems and guide development effectiveness. They also represent an important component of AusAID’s risk management process for funding NGOs. 

To meet AusAID/ACFID requirements, Save the Children Australia must demonstrate an appropriate level of influence and control over funded programs including design, implementation and monitoring and evaluation. Furthermore, Save the Children Australia must ensure implementing partners clearly understand and comply with overarching AusAID policies. 

Save the Children Australia’s Development Effectiveness Team has developed a Donor Compliance, Accountability and Inclusive Development (CAID) Support Package to assist the Save the Children Pakistan Country Office demonstrate compliance with these policies. The package will be tailored for this project resulting in the development of a CAID Strategy during the mobilization phase. The strategy will be appropriate for the proposed project interventions in the context of the individual communities in which Save the Children will work. It will harness the knowledge of technical experts as well as practical, local knowledge from the selected districts.  Ongoing participation from local stakeholders will ensure there is a high level of participation from and accountability to those directly affected by our work.

Save the Children is the leading independent organization creating positive change for children. Save the Children‘s work is based on the UN Convention on the Rights of the Child (UNCRC) adopted in 1989, which embodies four broad principles:

- Survival
- Development
- Protection
- Participation

In keeping with these principles, Save the Children will be guided by contemporary development policy evidence to ensure that project benefits are distributed equally and to support the participation of men, women, boys and girls in the target communities, regardless of language, disability, gender, ethnicity and conflict. We seek to ensure that the best interests of the child, non-discrimination, child protection, children’s development and child participation are embedded in all aspects of our work.

9.1 Gender

With a focus on maternal health, this project will respond directly to significant gender related issues that exist throughout Pakistan, most notably in relation to access to health care. Issues constraining females accessing maternal health services in Pakistan include: lack of awareness of services required or where to go, cost of treatment, the distance to the health facility, having to take transport, not wanting to go alone, and concern that there may not be a female health provider present. Addressing these gender issues is crucial for project success. 
The Save the Children Policy on Gender Equality (2009) highlights three main ways that the gender policy can work in practice:
· Mainstreaming gender equality: The incorporation of gender equality across all of our work (institutional, operational, policy and programs) is based on the assumption that equality is not a female’s issue but a key development issue.

· Gender analysis: The systematic gathering and examination of information about the differences between females/males and the social relations shaped by gender

· Child rights programming: Using child rights principles to plan, implement and monitor programs with the goal of improving the position of males & females
The gender strategy for the Project will reflect Save the Children’s Policy as well as the principles identified in AusAID’s Gender Policy to shape this project and to support progress toward gender equality. A comprehensive approach will be adopted that includes:
· Training additional female community health workers which will promote transfer of health knowledge to their female counterparts
· Training more midwifes which will enhance female access to maternal health services
· Analysis of sex disaggregated data on health status and maternal and child health care utilization
· Recruitment strategies which are grounded in an understanding of community sensitivities around gender issues; 
· Focus on gender relations and culturally appropriate engagement and capacity building with men, women, boys and girls to achieve gender equality. 
· Effective monitoring and evaluation (including sex disaggregated data and gender equality indicators) will be overseen by the project M&E specialist 
· Effective community participation to ensure that the views of males and females are actively sought throughout the project cycle. 
· Accountability measures for staff and partner organizations and dedicated resources for work on gender equality and empowerment of both sexes. Specific measures will include the training of project staff, partners and other stakeholders in gender issues
· Gender sensitive organizational capacity assessment, partner assessments, human resource management (e.g. recruitment/staffing guidelines, job descriptions, code of conduct and individual performance criteria), operational guidelines and monitoring and evaluation activities at all levels. 
9.2 Child Protection

In all of our work, Save the Children staff and implementing partners must maintain ongoing compliance with the Save the Children Child Safeguarding protocol to ensure the protection of children. The Save the Children Safeguarding Policy will also be used to inform the development of specific and practical child protection procedures for the project. Ongoing training and education is provided by Child Protection Technical Units globally to maintain awareness and reduce the risks of harm to children in programs and activities including in emergencies. The Safeguarding Protocol complies with the requirements of AusAID‘s Child Protection Policy and also adheres to Article 19 of the Convention on the Rights of the Child.

The project will be fully compliant with the AusAID Child Protection Policy. Child protection is a proactive and integral element of all Save the Children programming as per our child protection and child safeguarding policies. The policy is consistent with AusAID’s guiding principles of a ‘zero tolerance’ approach to child abuse, recognition and promotion of child rights and taking active management measures to reduce the risk of child abuse. 

9.3 Disability

The systematic discrimination and stigmatization of people with disabilities occurs at individual, family, community and institutional levels. Save the Children is aware that translating disability policy into practice presents many challenges and undertakes to develop an inclusive program initially through awareness-raising of staff and stakeholders, policy development and implementation, training and research. Save the Children will use the AusAID Development for All (2008) policy as a guide to support the participation of people with disabilities in this project and to facilitate their access to health services. 
An effective program will include people with disability at all stages from program planning and design, implementation and evaluation. Barriers to participation will be identified, a knowledge base on disability within selected districts will be developed and gender and disability issues will be considered in project design. A critical approach will be to provide advocacy and support to strengthen existing disability and development structures, networks and mechanisms and/or to foster the formation of support groups where appropriate.
Recent disability policies recommend a ‘twin track’ approach to including disability within development projects.  This involves including disability in all aspects of a program (or ‘mainstreaming’) as well as having specific resources and support to ensure that children/adults with a disability can access the support they require to be able to access the same opportunities.  
9.4 Inclusiveness and conflict sensitivity

This project will target the most marginalized and disadvantaged populations in Balochistan through the provision of improved access and quality of MNCH services. The project will be implemented at the district level through RHC’s in rural locations, where low income families will be target beneficiaries. Project activities will be inclusive – including attention to identifying barriers and providing access to project benefits for vulnerable and marginalized populations, ethnically and linguistically diverse groups and disaster and conflict-affected communities.
9.5 Project Effectiveness

Save the Children is committed to the development and replication of high quality programs that will improve the lives of children and their families.  Effective programs should be based on a range of evidence, including evaluation findings from successful programs elsewhere, sound local knowledge of communities and diverse stakeholder perspectives.  Support will be provided through:   
· Review of project design to ensure commitment to a child rights program approach and consistency with the following: use of appropriate evidence, accountability to stakeholders, inclusive of people with disability, gender equity measures and other human rights considerations, 
· Review of M&E Plan to contribute to choice of methods/activities, especially in relation to disability and gender outcomes and to enhance knowledge sharing and learning opportunities for all stakeholders, and
· Review of Evaluation TOR and draft report to assist with the development of agreed quality standards, ensure the evaluation is of high quality, contributes to the global Save the Children evidence base and leads to actions that will improve future programs.
9.6 Participation and Accountability

Save the Children believes that the mobilization and participation of the community in the project cycle are the key factors in successful project implementation. This promotes a sense of ownership and can contribute to cost-effectiveness, sustainability, transparency and accountability. Opportunities will be provided for stakeholders to review and comment on project activities. Those people in the community most directly affected by our development work are considered the primary stakeholders and their views will be given priority.  Planning meetings and consultations will be held with communities to make sure that the intended intervention meets the needs of the local people. In addition Save the Children will ensure that a locally appropriate Complaints Handling Mechanism is available for beneficiaries to voice any complaints throughout project implementation. This Complaints Handling Mechanism will be consistent with principles within the ACFID Code of Conduct.
9.7 Anti-Corruption and Counter Terrorism

Save the Children have rigorous internal processes and procedures to mitigate the potential for corruption, including misuse of funds for inappropriate activities or false accounting and bribery. These are evident in the ongoing training and review of organizational financial/ procurement and logistics/ grant management and operations manuals.  In addition Save the Children trains it staff and partner staff on fraud and anti-corruption. Each employee is required to sign a fraud and dishonesty policy before commencing work. Save the Children will also assess financial management systems of partners to ensure compliance.
This project will reflect the 2007 AusAID Policy on Anti-Corruption. In addition, adopting transparency principles when engaging with health authorities and communities, the following specific initiatives are proposed:
· Save the Children will directly implement this project 
· Procurement within this project will be in accordance with Commonwealth Procurement Guidelines including value-for-money assessments.
· Project auditing will occur on three levels: an independent annual audit of all Pakistan activity will be commissioned by Save the Children International, Save the Children Australia independent auditors will review this project and the Pakistan Country Program of Save the Children will also be independently audited – commissioned locally.
· Save the Children will also ensure that partners for project implementation are in no way linked, directly or indirectly to organizations and individuals associated with terrorism. 
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