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The SBCC Strategic &h is an initiative for social and behavioural change communication in line
with the National Nutrition Policy, National Health Policy and other national blueprint documents,
with the goal of contributing to the utilization of community nutrition and prymnaaternal and child

health services.

The SBCCSP has come out of a strong and growing partnership among public, the private sector,
technical experts and donor partners in charting the future of the SBCC within the Maternal and Child

Nutrition and HealtlResults Project.

It intends to increase knowledge and skills in SBCC within thgang nutritional and health
development programmes in The Gambia, as enshrined in the National Nutrition and Health Policies
and other relevant strategies. The strateffo 8 extended to promote and enhance the adoption of
the 16 key family practices.

The SBCCSP has come out of a participatory process in which technical experts within and outside

the country contributed to its development.
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“The Gamb i SocialNaad Bebami@ut Change Communication Strategy for Improving Maternal, Child
Nutrition and Health 20152 0 2 dnfs at contributing to the reduction of maternal and child under nutrition,
morbidity and mortality This strategy will provide the natiohBtamework to guide the delivery, monitoring and
evaluation of communication interventions for improved nutrition and health outcomes in women and children
and ownership by the communities.

Interventions of the strategy will focus on strengthening commityustructures and the PHC system in the Gambia
to enhance the quality and quantity of services by empowering individual wamnértheir partner communities
(including community groups) and front line health workers to improve uptake, participation, rehipe caring
practices and accountability for maternal and child health and nutrition.

For that purpose its visiois to Increase utilization of community nutrition and primary maternal and child
health services and adoption of key family practices anttition with Spousesdialoguing for a joint
informed and collective action regarding key family practices, utilization of community nutrition and primary
maternal and child health service§ommunity leaders and community support structuresigaged to
promote key family practices and utilization of community nutrition and maternal and child health services
for improving family health statygiealth care workerskilled on IPC and motivated to provide client friendly
services Policy makeramobilise adegate resources to strengthen the capacities of community nutrition
and primary maternal and child health facilities to offer qualitative services.

TheGambia NationdRMCNH SBCC strategy aims at:

1 Creating informed and voluntary adoption of key family pices and demand for utilization of
community nutrition and primary Maternal and child health services in the targeted area;

9 Shifting social and cultural norms that can influence individual and collective behaviour related to

key family practices and utiiion of services;

Supporting health care providers and clients interact with each other in an effective manner;

mobilising resources to strengthen capacities of community nutrition and primary maternal and

child health facilities to provide qualitatiservices ;

= =4

The expected results are

Result 1 Increased adoption of RMCNH key family practices and demand for and utilization of community
nutrition and primary maternal and child health services in the targeted areas

Result 2 mobilized communities and ieanfluencers to create long term normative shifts towards desired
behaviours and support positive RMCNH behaviours

Result 3 Reduced barriers to demand and access to community nutrition and primary maternal and child
health services

This strategy is badeon the socioecological model and for a comprehensive approach take into account the
different life-stages for the continuum of care frameworkStage 1: growth and development Stagg&gnancy

Stage 3labour and birth Stage 4: postnatal; Stagethildhood Stage5: adolescenc#.will ensure that SBCC
interventions are targeted and tailored to address barriers to social and behavior change, using an approach that
combines interventions appropriate to the continuum of care and audiencstiffgesIt was developed through

a participatoryprocess and with the support of the Health promotion department of the MOH&SW. Key steps
included: a situation analysis including key SBCC challenges, research gaps, and identification of effective
modificationsfor social and behavioral change; strategy design with audience segmentation, SBCC objectives, key
content; and indicators for measuring success for each of the priority key practices.
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Introduction
The Governmentf The Gambia has received IDA funding to impleme
the Maternal and Child Nutrition and Health Results Project (MCNHF
using the Results Based Financing (RBF) Approach. The MCNHRP
contribute to the achievement of this commitment especially MDGs
4.1 and 5: (i) 1. Eradicate extreme poverty and hunger 1.8 Prevalen
underweight children under age 5 (ii) 4. Reduce child mortality 4.1 &nc
5 mortality rate (iii) 5. Improve maternal health 5.1 Maternal Mortal
Ratio.

TheGambia commits
MCNHRP is aiming at improving nutrition and health outcomes amo _ :
women and children by focusing on the least served Regions thr¢ e iz
efficient and effective service delivery and community mobilization. i
MCNHRP is using a combination of the Demand and Sugghs of existing free matemal
health service delivery and uses RBF mechanisms to incenti and child health care
community level improvements for maternal and child wellbeing, imprc : :
health care seeking behaviors, and strengthen the link bety L&/ = iEltiie
communities and health facilities. The Maternad &hild Nutrition and universal coverage of
Health PilotProjectwas implemented in the North Bank West Region
generate knowledge on what mechanisms work best to foster socia high quality
behavior change at community level; reach low income or-tearelach
families and young people; and enhance priority health and natri emergency maternal,
service delivery at the primary health care level. A roll out of t neonatal and child
MCNHRPbegan initially in threk(3) health regions with plans to expan :
implementation to a total dive? (5) healthregionsin the countryduring health services.
a five-year implementation period. Special attention is
Experiences and lessons learned over the past decades, on evidence accorded to rural
effectiveness of Health Promotion as defined in the Ottawa Charter a
various international declarations and consensus statements showe  allel (ElElenelen
_effectiveness and efficien(;y of cqnpnication and social mobilizatipn tc ar e akheécountry
improve maternal and child nutrition and health outcomes. In line
that, Social and Behavior Change Communication forms a central pg also commits to the
the MCNHRP to enhance key family practices for improved maternal :
child nutrition and healthoutcomes and increase utilization of primar . GUlIEEORIBIEED
health care serviceBor that purpose, with the support of the World Ba
the National Nutrition Agency (NaNA) and the Ministry of Health a
Social Welfarg MOHSW), the implementing institions of the Maternal
and Child Nutrion and Health Results Projedtaved e v el op e
Gambia National Social and BehavidtihangeCommunication Strategy
for Improving Maternal, Child Nutrition and Health 2012 0 2. Uhis
strategy will provide the national framework to guide the delive
monitoring and evaluation of communication interventions for impro
nutrition and health outcomes in women and children and ownershi
the communities.

As a first step a situation analysis wasonducted to(i) get an
understanding of the current statusR#productive Maternal and Child
Nutrition and Health RMCNH) in The Gambia;(ii) identify major

1 Upper River, Central River and the North Bank Wi
2Upper River, Central River, the North Bank West
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evidence gapsand (iii) propose recommendations for the
development of the MCNHRP SBCC stratetgy increase
demand for and utilization of the priority services and
behaviorsThen the SBCC strategy was developed based on the
results of this situation analysislongside an implementation
plan giving a timeline, resources and people involvedand
M&E plan were also developedill the processs were
conducted by the Gambia IEC task force with the support of an
external consultant.

|. Understanding the Reproductive,
Maternal, and Child Nutrition and
Health in the Gambia

1.Country profile

The Gambiais Locatedin West Africaand is borderedto the
North, Southand Eastby the Republicof Senegahndto the
West by the Atlantic Ocean.The Gambiastretchesover 400
km inland from west to Easton either side of the River
Gambia.The country is divided into 7 administrativeareas,
two municipalities:Banjuland Kanifingand 5 regions: West
CoastLowerRiver,North Bank,CentralRiverandUpperRiver
RegionsTheseatof the Governmentisin Banjul.

At presentthe ¢ o u n tpopylatien is approximaely 1.9
million (GBoS2013)with an annualgrowth rate of 3.3%and
50%o0f Gambiangivingin rural areas.Womenrepresent51%
of the total population,66%o0f the populationare below age
24. Forty percentof womenhaveno educationascompared
with thirty-one percent of men. Literacyrates are forty-five
percentfor womenandseventypercentfor men.

TheGambiais a low incomecountry with averageper capita
GrossNationallncome(GNl)estimatedat US$510(2012)half

of the SubSaharamfricanaverageof US$1255. Thecountry
has a marketbased economy characterizedby traditional

subsistenceagriculture with heavy dependenceon rain-fed

crops for production, a significant tourism industry and

imports for food security. The 2011-2012 Sahel drought
causedbig lossesn agriculturalcrop production,with related

impactson householdfood securityand nutrition aswell as
the availabilityof seedsfor the following agriculturalseason.
Despite a strong economic performance with an average
annualreal GDPgrowth rate of 6.7%during 20052010, The
Gambiaeconomicgrowth hasnot beeninclusivedueto large
regionalvariationsof poverty within the country, with rural

areasrecording a substantially higher poverty head count
(73.9percent)comparedwith urbanareas (32.7percent).
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The Gambiahas a three-tier health systemcomprisingthe Primary, Secondaryand Tertiary levels. The
Primarylevelincludesthe VillageHealthServiceand Communityclinics;the SecondaryncludesMinor and
Major Health centerswhile the Tertiarylevel consistof Generalhospitalsand the TeachingHospital. The
Healthsectoris managedat two levels,the Centraland Regionalevels.Thecentrallevelis organizednto six
directorates: Health Services Planningand Information, Human Resources,SocialWelfare and Health
Promotion & Education.The country is divided into severt health regionseachwith a RegionalHealth
Directorate(RHDheadedby a RegionaHealthDirector (RHD) The RHDshaveoverallresponsibilityfor the
Primaryand Secondanhealth carefacilitiesandtheir staff within their respectiveregions.Thetertiary level,
which compriseghe hospitalsandteachinghospitalon the other hand,havesemiautonomousboardsand
are headedby ChiefExecutiveOfficersand a ChiefMedicalDirectorrespectively.

2. Country status of Maternal, and Child Nutrition and Health

TheG a mb peafdrrsanceon MDGslc, 4 and 5 were diverse The2013GDHSlata showa soliddeclinein
Under5 mortality by 39 percentoverthe 15-yearperiod precedingthe survey,and a decreaseby 30.5%of
the Maternal Mortality Ratio(MMR).However,accordingto the 2013 Stateof the Wo r | Mbthess (Save
the Children2013) The Gambiais ranks 170 out of 176 countrieson the Mo t h &ndekasd the progress
towardsattainingthe millenniumdevelopmentgoals(MDG)1c,4 and5) is slow. Thissectiondepictsa clear
picture on Gambiastatuson Maternaland ChildNutrition and Health

Tablel-Trendin MDG1c,4 and5in TheGambia

a 5 D dicators 1990 2000 2013(GDH2013) MDGtarget

1.8.Prevalenceof underweightchildrenunder5 15 18 16,2 8
4.1.Maternal Mortality (per 100,000) 700 520 433 175
5.1.Under5 Mortality (per 1,000) 165 116 54 57

UnderweightMalnutrition (percenty SourceTrendsn MaternalMortality 19902010,WH0O2012;ChildMortality Report, UNICER013;WHOGIobal
Databaseand SMARTR012,NationalNutrition Agency2013- GDHS013

2.1. Maternal Nutrition and Health

Trendin The Gambia Maternal Mortaliy Ratio Despitea decreaseby 30,5%of the Maternal Mortality
Ratio(MMR),the countryremainsamongthe countriesin
SubSaharan Africa with unacceptability high MMR.
Maternal mortality is not evenly distributed acrossthe
N country i.e. the chanceof survivalfor Gambianwoman
%0 dependupon where shelives,how wealthy her family is
175 andthe educationlevelshehasattained.

0

875

700

525 4

1990 2000 213 s Thefertility level remainshigh with a Total fertility rate
= Matemal Mortality (per 100,000) . . .
VDG e (TFR)of 5.6 children per woman while contraceptive

prevalencerate (CPRhasdroppedto 9 percent. Unmet

8 GNHSP (2012020) pp.17
4 GNHSP (2012020) pp.17
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need for family planningis estimatedat 24 percent. The
Coveragealongthe continuum of care World Health Organization recommends that every
antenatal woman should book within the first trimester
and havethree other visits.In contrast,statisticsfrom The

Contraceptive prevalence |— o Gambiarevealsthat during pregnancy,86% of women
Demand for FP saiisfied |—— receiveANCfrom a skilledprovider.Seventysevenpercent
fntenatal Care (barly | o0 of pregnantwomenfrom urbanareaand 78.3%from rural
booking) : area make four or more visits. Howeveronly 34.9% of
Antenatal Care (4+ visits)) 77,6

_ _ womenfrom urbanareasand 40.4%from rural areashave

Skilled attendant delivery |————. 57, . g L . . .
Postnatal care women within o their first visit in the first trimester of their pregnancy.

the two days after delivery | o Thirty sevenpercentof deliveriestake placeat home and

Postnatal care new-bom” =15, 43%of births are not deliveredunderthe supervisiorof a
skilledprovider. After delivery, 76%of women receiveda
0, 20, 40, 60, 80, | postnatalcheckup in the first two daysafter givingbirth,
and only 5%of new-born deliveredout of facility received
a postnatalcare checkup in the first two daysafter birth.
Finally teenagepregnanciesire common,resultingfrom a
highadolescenffertility rate of 118 per 1,000(MICS010)andeighteen(18) percentof adolescengirlsage
15-19 are alreadymothersor pregnantwith their first child (GDHX013).

EBF | 47,

2.2. Child Nutrition and Health

The 2013 GDHSdata show a steady decline in Under5
Trendin Gam bialuggo‘ir'f’ Mortality (per mortality by 39 percentoverthe 15-yearperiod preceding

180 ' the survey, from 89 deaths per 1,000 live births to 54
\ deathsper 1,000live births. Thismeansthat The Gambia
135 hasalreadymet MDG4 of reducingthe under-5 mortalities
% \ (Gambiatarget by 2015 MDG 57 deaths per 1,000 live
\ births). However,under five Mortality is higher in rural

45 areas,and childrenin the lowestwealth quintile are more
likelyto die beforeage 5 than thosein the highestquintile.
Thethree® main causeof under5 mortalities are Malarig,

0 . . . S
1980 1990 2000 2010 2020

PneumoniaanddiarrhealdiseasesMalnutrition remainsa
“~"" Under-5 Mortality (per 1,000) major publichealthconcernin TheGambiaNationally,1in
Under-5 Mortality (per 1,000) 4 childrenunder age5 are stunted, 12 percentare wasted

and 16 percentare underweight.

The coverageof key child survivalinterventionsalongthe continuumof care show somevariationin the
results.Indeedseventysixpercent(76%)of childrenage12-23 monthswere fully vaccinatedat the time of
the survey, Vitamin A supplementationincreasedconsiderablybetween 2000 and 2005 but has since
dropped. Treatmentwas soughtfor only 61%of childrenunder age5 that had a fever in the two weeks
precedingthe GDHS013; 68 percentfor Acute Respiratoryinfection (ARI)symptomaticchildren,and 68
percentof childrenunderagefive that had diarrheain the two weeksprecedingthe survey.

Key Barriers andacilitators for MCNH demand and utilization in the Gambia
Improving Maternal and Child Nutrition and Health (MCNH)is a key priority in the Gambia.However,

researcheshowthat many challengesemain alongthe continuumof care. Many factors determine the
health situation of communitiesand individuals,includingwhere peoplelive, level of wealth, socialstatus
andeducation,andaccesgo healthcare. Toincreaseautilizationof serviceandadoptionof keyMCHNamily

5www.childinfo.org/files/Countdown 2015_Gambia.pdf]

Page 10



practices demandgenerationefforts mustpromote factorsthat facilitate demandanduseof priority MCHN
servicesandkeypracticeswhile assistinghe intendedaudiencedo overcomebarriers.

Thischapterpresentthe (i) keyfacilitatorsfor MCHNdemandand utilization; (i) analysethe direct, indirect
and underlyingcausesof this situation, it also (iii) identifiesthe effectsand key influencers.Thisanalyss is
conductedfollowingthe life cycle, andusingthe socioecologicamodelfor chargeasaframework.Basecdn

the deskreview,andstakeholderanalysisproblemtreesof eachcomponentwerebuilt usingthe * $Vh y & s ”
Thedifferent layersof causeof the problemsassociatedvith improvingMCNHwereidentifiedandanalysed
from the demand and supplysides.Thefinal stageof the problem analysisncludesa people analysishat
aims at identifying people who are directly affected by Reproductive Maternal, and Child Nutrition and
Healthin the Gambiaor the peoplewho areinvolvedwith andinfluencein somewaythosedirectly affected

3.1. Supportive Policy Environment:egal andoolicy environment forReproductive,
Maternal, New-born and Child Health (RMNCH)
Thepastdecadehasseenextraordinaryglobal supportand visibility for Reproductive Maternal, Newborn

and ChildHealth(RMNCH)A number of globaland regionalinitiatives, includingMillennium Development
Goalsthe GlobalStrategyon Infantand YoungChildFeeding)nternational Codeof Marketingof BreastMilk
Substitutesthe United Nations(UN)SecretaryG e n e GlahalStmtegyfor Wo me andG@ h i | dHeadthn ’ s
andthe Campaigron Acceleratedreductiorof MaternalMortality in Africa(CARMMA)provideframeworks
andaplatformfor acceleratingnitiativesaimedat improvingthe reproductive maternal,newborn,andchild
health andwellbeing.

TheGambiahasendorseda rangeof theseglobalinitiatives,includingthe GlobalStrategyfor Wo me marid s
Chi | dHeadtmthe énternationalCodeon BreastmilkSubstituesandthe Millennium DevelopmeniGoals
(MDGs) specificallyemphasizindDGslc, 4, 5 focusingon maternaland child health and nutrition and has
madespecificpledgesto achievethem.

Nationally,Gambiahassufficientand strong legaland policy frameworksthat governsRMNCHand ensure
that RMNCHstayshighon the agenda.Thecountry hasa numberof goodpoliciesthat supportRMNCHand
provide strategicdirection and, in some casesjdentifies targetswhich can be achievedwithin a medium
term implementationframework,amongothersthe GambiaNationalPopulationPolicy(2007—2015)aiming
to improve quality of life in the country by raisingthe standardof living. Particularlythe GNPPseeksto
achieve(i) universalaccesdo sexualand reproductivehealth, (ii) promote reproductiverights; (iii) reduce
maternalmortality andaccelerategprogressoward the MDG5. Thesecommitmentshavealsobeenreflected
in the NationalReproductiveHealth Policydevelopedin the country since2000and updatedin 2007.The
StrategidPlansdevelopedbasedon thesepolicieswere endorsedsince2002by Cabinetfor implementation.
Since2004TheGambiaGovernmentvasa signatoryto the ICPDandimplementsits agendaat the National,
Regionahnddistrict entities.

65 Whysis an iterative questio@skingtechniqueused to explore theauseand-effectrelationships underlying a particular probléfiThe primary

goal of the technique is to determine theot causeof adefector problem by repeating the question "Why?" Each question forms the basis of the
next question. The "5" in the name derives from an empirical observation on the numbeatadritetypically required to resolve the problem. The
technique was originally developed $gkichi Toyodand was used within th€oyotaMotor Corporation during the evolution of its manufacturing

methodologies
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All the priority servicesand key practicesfor RMNCHare takeninto accountin these policiesthat support
the demand generationefforts. The policiescall for governmentsto reinforce the stewardshiprole in
strengtheninghealth,communityparticipationandempowerment,socialdialogueand partnership.

3.2. Priority Services and Key Practices in Existing Communication Strategesnaterials

3.2.1. Existing Communication Strategies
Keyservicesand practicesare beingpromotedin currentcommunicationstrategies.The 4+2keyhousehold

behavioursstrategyfocuson EBFhandwashinghomemanagemenbof diarrhoea,sleepingunderITN,home
managemenbf pneumoniaand householdwater treatment. WASHoromotion interventionsare currently
implemented by the MOH&SWthrough support from WHO, UNICEFNaNA. There are possibiliies of
integratingdewormingand Vitamin A supplementatiorthroughthe NationallmmunisationDays(NIDs).

3.2.2. SBCC materialstrengths and gaps
Strengtls

9 Factualprint materialscoveringkeytopics:optimal breastfeedingComplementaryeeding,vitamin
A, dietarydiversity(UNICERip chart)
1 Posterson moderncontraceptivesavailable

Gaps
1 Lackof SBC@naterialsin healthfacilities, communitiesand household the IMNCIHealthFacility
SurveyReport, TheGambiaconductedin May 2014,availabilityof chartbookletsandmo t her ' s
counsellingcardswere found to be low (28%)°.
1 Advocacymaterialto promote anenablingenvironmentfor MCNHabsentfor policymakersand
public
1 Themajority of materialsuseawritten instructionbasedformat, require moderateto highlevelsof
literacy
Materialsaddressknowledgenot behaviourabarriersand motivators
Checkf all the priority servicesand practiceshavematerials
Lackof accompanyingnaterialsfor keyinfluencers(men,mothersin-law)
Fewspecificmaterialsfor men

= =4 =4 =

3.3. Opportunities for increasingractice of key MCNH andccess and demand for
community nutrition and primary health care services
BabyFriendlycommunity

CommunityresourcegVSGYDG,CBOS)
LinkbetweenCHNsandVSGsCHNsnvolveVSGsn communitymobilizationandfollow up.
Roleof the Alkaloasadvisorto the VDCgivesrecognitionfor the VDC
CBOswvork with VSGand CHN
Talkshows,TVshowsand BCGactivitiesexistbut they are not regular
Fairmassmediaexposure

o Sixtypercentof womenand 73 percentof menlistento the radio at leastonceaweek,

= =4 =4 4 -4 4 A

7MOHSW, WHO, UNICHReport on Integrated Management of Neonatal and Childhood lliness Health Facility-Buev@gpmbig May 2014
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0 47 percentof womenand61 percentof menwatchtelevisionon aweeklybasisand9
percentof womenand 20 percentof menreadnewspapersat leastonceaweek.Overall
only 7 percentof womenand 14 percentof

3.4.Social and Behavioural Drivers of Demand tbhe Priority MCNHServices ad Key
Practices

Thisanalysiswas done following the socioecologicalmodel allowingan analysisat the individuallevel. A
revisedframeworkfor continuumof carewasalsousedfor this analysis

3.4.1. Growth and Development

3.4.1.1. Modern Contraceptives

Oneof the main gapin this phaseis the low uptake of modern contraceptivein the Gambiawith only 9%
usage(GDH2013)whichclearlydemonstrategshe unmetneedfor family planningestimatedat 24%(GDHS,
2013).

Fromthe demandside,the root causesof this gapare the strongreligiousand socioculturaf resistanceto
Family Planning compoundedby misconception$ about modern methods due to limited knowledgeon
moderncontraceptivesandthe benefit of usingthem. Other complicationsare widespreadnormsin favour
of large family size perceivedas a form of socialsecurity the ideal family sizeamong currently married
womenagel5-49is6.5childrenand9.5 children amongmarriedmenage15-59. Perceptionof risklinkedto
childrenwho are too closelyspaced(childrenborn lessthan 24 monthsafter the precedingbirth), children
bornto motherswho areveryyoung(lessthan 18 yearsof age),andchildrenborn to mothersof highparity
(more than three children)is low. In addition, deep gendernorms and power relationslimit the power of
womenin the decisionmakingon reproductivehealthissuesvhich isin contradictionwith the onethat limit
RHissuesasa“ wo ma fnf and carinotbe discussedwith the couple. Thislimited dialoguebetween
spouseson reproductivehealth issuesleadsto limited male participationin RHdecisionmakingand their
oppositionandsuspicioA®™'2 on contraceptiveuse.In addition,mother in-lawsand peershaveaninhibiting
influenceonw 0 m a detissornto usemoderncontraceptivesAsanopportunity, VHWsandthe VSGanplay
a significantrole to improve awarenesof men and women on the availableFPservicesmen involvement
and participationin FPservicesandfinally coupleknowledgeand demandfor modern FPmethods(method
mix).

Fromthe supplyside the mainfactorsthat affectthe women ’ugtakeof moderncontraceptivesrethe poor

quality of servicegcounsellingyaitingtime, andconfidentiality).It isattributed in onehand,to the shortage
of health workers; the fact that health workers do not have the latest information and skils to provide
adequateFPservicesthe poor client/ health workersinteraction due to a limited skillson Interpersonal
Communicatiorand CounsellindIPCC)and inadequatesupervisionand coordinationof servicedelivery.In

anotherhand,inadequacyof infrastructuresto guarantee confidentiality,and anonymityand unavailability
of YouthFriendlyserviceghereby hamperingquality of servicesandasa result,womenof child bearingage

8 MoHSW, National Health Policy 20122020

9 MoHSW; Reproductive and Child Health Policy 20014

10 MoHSW: National Health Policy 20122020

11 MoHSW: National Health Policy 20122020

12 Reproductive Health Commaodity Security Situation Analysis for the Gambia December 2010
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lackthe knowledge motivation, and skillsto use FPmodernmethodsand services Finally,unavailabilityof
methodsmix that widenedwomen choiceand increasedheir chanceto find the most suitablemethod for
them, alongsidewith irregular and inadequatesuppliesof contraceptivesdue to stock out are also key
contributingfactors.

Women of child bearing age (both married and unmarried), spousesand adolescentgirls are the most
affectedasfar asthe issueis concernedLowuptakeof moderncontraceptiveds anissuein both rural and
urbansettings.However the rate is lower in rural communities.

Failureto usemoderncontraceptivecanhaveboth immediateandlongterm adversesffectsonthe couples,
their families and the communities. The immediate effects includes; unplanned pregnancy,abortion,
recurrent pregnancyand short birth interval while pressureon the woman to take care of the children,
increaserisk of maternaland child mortality/morbidity, increasedisk of malnutrition, increasepoverty and
food insecurityarelongterm effects.

Apart from direct and indirect causesuptake of modern contraceptiveis influencedby other underlying
factorssuchas;inadequatein-servicetraining for health personnel,high attrition rate amongtrain health
workersdue to poor working conditions(inadequatesupplies.equipment,housing,utilities, incentivesand
grievanceamong staffs on personnelmanagementissues)and inadequatebudgetaryallocation for the
procurementof contraceptiveand other suppliesandequipment.

3.4.1.2. Hygiene
3.4.1.2.1. Hand washing

Availableevidencehasshownthat improper handwashingwith soapandrunningwater at the four critical
times remainsa challengein The Gambia.Thisphenomenonis observedin both the urban and the rural
communitiesand hascontributed to the high level of morbidity and mortality amongthe childrenunder-
fives. Seriesof factors have been identified as potential contributorsto this poor health behaviour,key
amongthemisthe limited accesso properhandwashingfacilitiesat householdevel;assumptiorthat hands
arealreadycleanwithout knowingthat somepathogenscannotbe seenwith nakedeyes;low riskperception
of communalhandwashingaswell aslimited awareneson the importanceof handwashingwith soapand
underrunningwater.

As health promotion calls for community involvement, participaion and empowerment, therefore,
partneringwith mothers,fathers,children,grandmothersauntiesanduncles,in-lawsVHWs HealthWorker
aswell as CBOsreligiousleadersand teachersis paramountin influencingthe desiredbehaviourchange.
Other factors that influencedthe practiceof hand washingincludethe lack of availabilityof skillson cost
effective and sustainablehand washingdevicesotherwise calledthe “ t i p @ ppsoinotion and SBCC
materialson proper hand washingproceduresamongthe consumers.Educationallevel of families and
communities placeof residenceandwealth are alsokey contributingfactors.

3.4.1.2.2. Waste management
Healthsituationin TheGambias characterizedy highprevalenceof communicableandnon-communicable

diseases.These diseaseswhich are highly preventable are mainly caused by poor environmental
managementmore so in the urban areaswhere waste collection and disposalis highly inadequate.This
situationis compoundedby rapid urbanizationand poor physicalenvironmentd planningleadingto limited

spacefor wastestorageandlimited disposakites.Thelackof officiallydesignateddumpsitesandinadequate
properwastecollectionbinsalongstreetsandin strategiclocationshasalsocontributedto the indiscriminate
dumping of refuse. The inadequateresourcesto strengthenthe general collection systemssuch as
transportationneedsfor the collectionof the waste, staffingrequirements,protective equipment,disposal
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facilitieswhichhasled to delaysin timely collecionsandfinal disposalbof the wastehasgrosslycontributed
to the insanitaryenvironment.

Theimpropercollectionandmanagemenbf domesticwasteandits effectsaredirectlyor indirectlyaffecting
the communityasawhole. Solidwastemanagementas alsobeenreportedto be a major problemin waste
managementespeciallyin the rural areaswhere mostcompoundsd o rhavelatrines.Evidencenasshown
that only 76.3%of the populationuseimprovedsanitationfacilities(Multiple IndicatorClusterSurvey, 2010),
whichresultsto somepeopleare still practicing opendefecationdue to lackof latrinesfor properdisposal
andlow perceptionof risklink to opendefecation.

The increasein diseaseprevalenceamongthe society, inadequate conduciveenvironment due waste
dumpingalong streets, and the pollution of the environmentare issuesthat are affecting peoplein the
communitiesespeciallythose in the urban areas.Thiscould be attributed to many reasonssuchas weak
waste managementpolicies,inadequate resourcesand limited awarenesson the dangersassociatedvith
indiscriminatewastedisposal.

Toaddresghis situation, there isurgentneedfor multisectoralcollaborationwith all stakeholdersncluding
both governmentand norn-governmentalorganiations, print and electronic media, village development
Committee,CBOgovernmentand municipalitiesaswell asthe participationfrom the membersfrom the
community. The private sector would also have to be engagedin this processsince they are major
contributors in the generalproductionof waste.

3.4.2. Pregnancy

Despitea relatively high coveragefor ANC- 86%0f womenreceiveANCfrom a skilledproviderand 77%of
pregnantwomenfrom urbanareaand78.3%rom rural areamakefour or more visits- one of the challenges
for antenatal servicesis the late bookingfor antenatalcare, only 34.9%of women from urban areasand
40.4%from rural areashave the first ANCuvisit in the first trimester of their pregnancy.Several factors
contribute to this problem.

Fromthe demandside,the late ANCbookingis mainly due to sociocultural normson the importanceof
hiding pregnancyduring the early stagesbecause' A Nr@kespregnancya publicma t t13 early ANCis
alsoperceivedasariskfor pregnancyEvenif they recognizethe importanceof ANCvisit, pregnantwomen
havelimited knowledgeon the importanceand benefitsof earlybookingfor antenatalcare.

Thisgapisalsoattributed to alimited supportat the householdevelandfrom the community.Evidencéhas
shownthat socialnorms do not favor dialoguebetween spouses partnerson ReproductiveHealth (RH)
issuegherebyresultingto limited involvementof menin this matter. Asfor allthe ANCvisits,the opportunity
costof taking all daylongto attend ANCvisit and the dedicateddaysfor ANCdoesnot alwaysmatchwith

womenavailabilityandcompetingwith domesticwork andother commitmentsof womenisalsooneof the

causeof delayirg the ANCvisits.

Poorinteractionbetweenthe clientandthe serviceprovider,lackof anonymityand dedicateddaysfor ANC
visitsare key barriersfor the adoptionof the positivebehavior Furthermore,inadequatehumanresources
for RHservices|imited budgetfor reproductivehealth commodities high attrition rate amongtrain health
workers(dueto poorworkingconditionsuchasinadequatesuppliesgquipment,housingutilities, incentives
andinjusticeto personnelmanagementare underlyingcauseof late bookingarea,.Latebookingfor ANC

13HeIIeMAIvessomWomen()s roles in product i ocArcase studyrinsThenahbiaon and reproducti on.
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within the first trimester is an issuein both rural and urban settingswith only 34.9%and 40.4%coverage
respectively( GDH2013).

Latebookingfor ANChasmanyadverseconsequencefor the coupleandfamily. Theeffectsincludelate or
non-detectionof the riskfactorsandconditionsJow uptakeof IPT missedopportunities(e.g.syphilistesting,
preparationfor delivery)andincreasedisk of anemiain pregnancy.

Aw o ma detigonin bookingearlyfor ANCwithin the first trimesteris greatlyinfluenceby the husbands,
mother in-laws, co-wives and peers. Serviceproviders, and VSGsand other influential people of the
community alsohaveindirectinfluenceon a pregnantw o ma detisonto bookearlyfor ANC.
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3.4.3. Labour and birth

3.4.3.1. Skilled deliveries
a [ $otusialonewe wouldpreferour & (i Ayazh | [TBIAJo assistusin our homesherein the

villageuntil we deliver[Villagel youngmother in FGD](Genderstudy)

Fromthe demandside the key bottleneck for the poor performanceof safe deliveryis the
strong preferenceto deliver at home with the assistanceof the TBA.The root causesare
summarizedin the citation of a father in one village included in the qualitative study on
“Wo me molesin production,consumptionandreproduction. A casestudyin TheGambia ”
“ lwe areableto getwomento deliverin the handsof the TBAat home,thenwe will not worry
abouttransportation,health staff attitude andall the costthat isinvolved[Villagel fathery 6 € ®
So health facility delivery is perceivedas complications:for women becauseof difficult
transportationduring labor, the lack of continuity of care,the poor interactionwith the health
staff; the lack of privacy,and beingaloneduring the labor. Formenthey preferhomedelivery
underthe TBA'ssupervisiordueto the high out-of-pocketcostsand the fact that they do not
havea placeto stayduringthe delivery.In addition,poor awarenes®f the dangersignsandrisk
factorsbywomenleadto alow perceptionsof dangerandneedto seekfor carefrom the skilled
attendant.

22YSyQa ILINBFSNBYOS bBagadkate2 YYdzyAilie @dad Fl OAtAGeE

Region | prefer to deliver with a traditional birth attendant
rather than using a facility
Agree Neither Agree Disagree
nor Disagree
NBR 19.0% 19.0% 62.0%
CRR 18.0% 4.0% 79.0%
URR 62.0% 13.0% 26.0%

Based on 154 women.

3.4.3.2. Postnatal Care
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Demandsidegaps:Thekeybottlenecksfor postnatalcareare the failure of motherswho have
deliveredat hometo cometo attend postnatalcarewithin the first sevendaysand alsofor all
the mothersto cometo attend to postnatalcarebefore 6 weeks.Interviewsof healthworkers
at the health facility center showthat mothersare often not awareof the needto go for this
visit and do not perceiveits importance. The lack of continuum of care is attributable to
mo t h dow savarenessof the importance of postnatal care checks. This is further
compoundedby poor geographicahccesslackof maleinvolvement financialbarriersandlong
waiting time at the health facilities. From the supply side either for skilled deliveriesand
postnatalcare,the maingapisapoor quality of servicesTheroot causesrethe (i) Inadequacy
and inequitable distribution of trained human resources,and supply of equipment, drugs,
eledricity, water and commoditiesdue to inadequateallocationof resources{ii) Attitude of
healthworkersasaresultof inadequatetrainingand poor motivation and a lackof supervision
and continuoustraining. Somestructuralfactorswere alsonoted suchaslackof transportand
adequateroadsfor evacuation

3.4.3.3. Initiation of breastfeedingvithin one hour after delivery

Fromthe demandsidethe mainbottleneckfor earlyinitiation of breastfeedingsculturalbeliefs
aboutthe useof‘ s p i wa tt andcblostrum.Theroot causesare limited awarenesson the
importanceof EBF early initiation of breastfeedingand knowledgeabout the importance of
colostrum. Supportfrom the spouseand the communityis alsoweak. From the supgdy side
Counselingn exclusivebreastfeedings not universallyprovidedat healthfacilitiesbecauseof
limited communicatiorbetweenclientsand H/W anda poor quality of post-deliverycarein the
healthfacility, little follow up on earlyinitiation and EBFoy healthworkerswith CHWSs.

3.4.4. Childhood

3.4.4.1. Exclusve Breastfeeding.
Becausét isveryhot andwe feelthe childgetsthirsty with a drythroat. Sowe givethemwater

to drink. Alsoif they do not drink water asa childthen whenthey grow up they will lackwater
in their body[Village4, Mother-in-law 2]
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TheGambia National Social and Behaviour Change Communication Strategy f

Improving Maternal, Child Nutrition and Health

Breastfeedings almosta universalpracticein TheGambiaandisrecognizeasbeneficialfor the
health of the baby, however EBFfor 6 months, as recommended,only 47% of baby are
exclusivelys not the norm, the mainbottleneckthat wasraisedfrom the reviewto this practice
isthe lackof confidencein the adequacyof breastmilk to feed andto keepthe child hydrated.
Studieshaveshownthat about 35%of lactatingmothersgivewater to their childrenunder six
months with the belief that breast milk does not contain enough water. In addition, the
existenceof deeprooted cultural,traditionalandreligiousbeliefsalsoleadsto the introduction
of pre lacteal feeds (charm water / goat milk/ concoctions) before the initiation of
breastfeedingOverall,52%(DHS2013)of childrenare breastfedwithin one hour of birth and
94%within one day after delivery,while 70%of childrenare givena pre-lactealfeed before
initiating breastfeeding. Themainreasonsarethat womenare not fully awareof the needand
benefits of exclusivebreastfeedingthe commonperceptionof insufficientmilk when a child
criesor whenamother feelsweak,tired or hungrycanbe dueto the lackof skillsto breastfeed
adequately;difficulty to combine EBFwith work and the interference of grandparentsand
finally the limited support at the householdlevel by the husbandand by other community
membersbecauseof their unawarenes®f the adequacyof breastmilk. Pregnait womenand
mothersof children0-6 monthsarethe primarytarget. Therearealsomisconceptionsegarding
the useof colostrumdueto its yellowishcolor. Factorssuchasinadequateskillsof breastfeeding
mothersto breastfeedcoupledwithmo t h @esrsto maintainbreastform/shapelimitsthem
to practiceexclusivebreastfeedingln addition, poor dietary intake, inadequatepsychasocial
support and care, inadequate communicationbetween health workers and breastfeeding
mothersand negativeperceptian in the mediaon breastmilk substitutesseriouslyaffectsthe
rate of exclusivebreastfeeding.Thelow rate of exclusivebreastfeedingcan possiblyresultto
childwasting,underweightandgrowth retardation,reducedmother-to-childbonding,reduced
coqnitive developmentaswell assusceptibilityto infectionsdueto weakimmuneheavilyaffects
the growth and developmentof childrenduringinfancyand childhood.

Familymembers(fathers/partners,grandparentsjn-laws,co-wives),VSGsnd health workers
are the direct influencersfor the adoption of positive behaviorson exclusivebreastfeeding
practice. This situation servesas a barrier for the initiation and maintenanceof positive
behaviorsof practicingexclusivebreastfeedingIndirectinfluencerssuchasthe promotion of

breastmilk substitutesby the mediaoutlets/ practitionersaswell asgovernmentpoliciesand

programsaffectsexclusivebreastfeedingates.

Fromthe supplyside,courselingon exclusivebreastfeedings not universallyprovidedat health
facilitiesbecauseof (i) the limited communicationbetween client and H/W leadingto a poor
quality of post-deliverycarein the healthfacility; alackof follow up on earlyinitiation and EBF
by health workers with CHWSs,and (ii) often limited knowledge and skills in lactaton
managemenby health staff.

3.4.4.2. Complementary feeding
Appropriate and timely Complementaryfeeding remainsa seriouschallengein the Gambia.
Only 54% of children 6-8 months were given complementaryfood; timely introduction of
complementaryfoodsby motherscoveredonly 34%of childrenbetween6 - 8 monthsandonly
8 percentof childrenages6-23 monthsare fed in accordancewith all I'Y CFpractices. Themain



bottlenecksfor timely and adequatecomplementaryfeedingare an inappropriateknowledge
by the mothers on timely complementaryfeedingand poor quality of complementaryfoods
that is not composingof a wide variety of food groups and the main reasonsare (i) limited

awarenesson the importance of timely introduction of appropriate complementaryfeeding,
householdfood insecurity knowledgeon how to feed adequatelyher childandthe benefitsof

foods.Themaincontributingfactorsto that are the mixedmessageseceivedby mothersfrom

influential persons,and their communityand alsothe lackof knowledgeof the suitablefoods
availablein their locality to feed children and the benefits of an appropriate and timely

complementaryfeeding. This is alsodue to mo t h &mitesd’perception on insufficiencyof

breastmilk, limited accesso quality,timely, safeadequatecomplementaryfoodsandincreased
workloadof women.Theunderlyingcause®f poor practicesof complementanfeedinginclude
householdfood insecurity,limited capacityof health workersto conductnutrition education
sessionspromotionof breastmilk substitutesby the mediaaswell astheir limited involvement
in awarenessreationcoupledwith inadequatefinancialresources.

Factorssuchasinadequateprovisionof safeand quality waterssupplyand sanitationcoupled
with poor hygienicpracticesby caregiversand other family membersaffectsthe preparation
of safeand quality complementaryfoods. In addition, inadequatepsycho-socialsupport and
caregivento mothersby VSGsand other communityvolunteerson how to prepareand feed
childrenwith safe,timely and adequatecomplementaryfeedingsare alsoimpedingadequate
practice.

Familymembers(husbandpartners,grandparents,in-laws,siblingsandco-wives) VSGshealth

workers,neighboursaandmediaoutletsdirectlyinfluencethe practiceof appropriateandtimely

complementanyfeeding;whereasmostgovernmentpoliciesandprogramssuchasthe nutrition

policy also indirectly influence the introduction of appropriate and timely complementary
feeding practices.Mothers of children betweenthe agesof 6-23months,spousesand other

caregiversat familyandhouseholdevelarethe mostconcernedandthus haveaninfluencein

bringingabout positive behavioursduring complementaryfood preparationand child feeding.
Accordingto GDHS2013, complementaryfeedingdoesnot vary substantiallyby education—

implication of this for the SBCGtrategy is that all mothers in the project areasshould be

targetedfor communication.

Thelnfant and YoungChildFeeding(lY CF¥trategyadopted by UNICERNd WHOrecommend
the introduction of solidfood to infantsafter age6 monthsat that time breastmilk aloneisno
longer sufficientto maintainac h i optmalsggrowth and henceit is important to note that
building the capacitiesof mothers of children age between 6-23 months, spouses,VSGs,
communityvolunteersand other care-giverswith relevantinformation and necessangkillson
complementaryfeedingresultto its timely and safeintroduction, therebyresultingto reduced
infant and under five morbidity and mortality rates.

Thesupplysidebottlenecksare mainlythe sameasthat in EBF.
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3.4.4.3. Micronutrients and deworming
3.4.4.3.1lron

According to The Gambia Demographic and Health Survey, (2013); micronutrient deficiency is
a major childhood morbidity and mortality. Micronutrients such as iron, iodine, vitamin A and
zinc are deficient in diet. Deficiencies such amemia, characterized by a low level of
haemoglobin in the blood are a major health problem in The Gambia, especially among young
children and pregnant women. Anaemia may be an underlying cause of maternal mortality,
spontaneous abortions, premature bighand low birth weight and about 73% suffer from
some of anaemia (DHS, 2013). The most common cause of anaemia is inadequate dietary intake
of nutrients necessary for synthesis of haemoglobin, such as iron, folic acid and vitamin B12.
Disease conditionsuch as malaria, sickle cell and parasitic infections play a major role in
anaemia prevalence among children in The Gambia.

In addition, wealth quintile is also inversely related to the prevalence of anaemia among
children which indicates that children e lowest quintile are anaemic as compared to
children in the highest quintile. The low intake of iron may be associated with low awareness
on the important of iron to women and children, inadequate consumption of vegetables, sale
of vegetables as well ggoor sanitation and hygienic practices at born urban and rural
communities.

3.4.4.3.2. lodine
Inadequate amounts of iodine in the diet are related to serious health risks for young children.
About 78% of the households use iodized salts which indicate that mongsefiie needed to
create awareness on the importance of consuming iodized salts. The same study indicated that
76% of women with a child born in the last five years live in households with iodized salts and
the percentage of women who live in household#wvibdized salt is higher in urban areas than
in rural areas. lodine deficiency is related to a number of adverse preghancy outcomes including
abortions, foetal brain damage and cognitive malformation, stillbirth, low intelligent quotient
(IQ) and prenatatieath. The low consumption of iodize salts at household level is associated
with the low production of salt, inadequate supply of potassium iodates and inadequate salt
iodization plants as well as the weak enforcement of the food fortification and iodiaéd
regulation at both urban and rural settings.

3.4.4.3.3. Vitamin A
Vitamin A is important to maintain growth and development among children betwegf 6
months. Postpartum mothers are also given Vitamin A supplements during RCH clinics.
However, its coverage the Gambia has declined from 80.1% to 72.8% (DHS 2013). Postpartum
women receiving Vitamin A is highest in rural communities and lowest in urban areas and
percentage decreases with increasing education and wealth. This development came as a result
of limited awareness among mothers on the importance of Vitamin A supplementafios.
benefits are often not explained to caregivers due to a poor quality of the interaction between
the clients and providers.



From the supply side the main challenge in additim@a poor client/provider interaction is the
weak supply system including inadequate supplies of deworming tabieteludes also poor
record keeping.

3.4.4.3.4. Helminths
Deworming is important to maintain growth and development among children betwees012
months. However, its coverage in the Gambia is low where only 34% of chiléseyedrs
receive deworming and 47% of women receive the-a®rming tablets during the pgnancy
of their most recent birth (DHS, 2013), which indicates that 47% of women in rural are more
likely to receive devorming tablets than women in the urban areas. This development came as
a result of limited awareness among mothers on the importancgesforming tablets.

The indirect influences also include government policies and programs on deworming
supplementation.

3.4.4.4. Moderate and severe malnutrition
Malnutrition remainsa major public health concernin The Gambia.Nationally,1 in 4 children
underage5 are stunted, 12 percentare wastedand 16 percentare underweight.Thisis mainly
dueto poor feedingpracticesdue to limited knowledgeof the suitablefoodsavailablein their
locality and the food groupsto feed children and the benefits of an appropriate and timely
complementarnyfeedingbut alsobecauseof the householdfood insecurity.

Research has shown that there is high incidence of acute malnutrition, including severe acute
malnutrition (SAM) among under five children in The Gambia (MCMdBEssment Report,

I MNCI 2014). The key contributing factors to t
seeking treat ment at health facilities due to
awareness on the causes and signs of acute ntidtiion and poor feeding practices by mothers

and care givers due to limited knowledge on the suitable foods available in their locality to feed

children, poor water, sanitation and hygienic practices at household levels, inequitable
household food distribtion, inadequate knowledge and skills of health workers in managing

moder ate acute malnutrition as wel!l as the m
introduction of complementary foods. These problems affect children under five years in urban

and rurd communities. Family/caregivers (husband/partner, grandparentiws, cewives),

VSGs, health workers have direct influence in the management of Acute Malnutrition at health

facility and community levels.

Furthermore, other underlying factors such asfections and infestations, maternal
malnutrition, household food insecurity, and inadequate supply of ready to use therapeutic
feeds (RUTF) can be attributed to the development and/or inadequate management of acute
malnutrition.

Care seeking fochildren under five
In The Gambia, research shows that inappropriate care seeking for children under five years by

their care giversFrom the demand side the main bottlenecksare (i) the delay in seeking
treatment at Healthfacility (only 68.8%0f the care giversseekearlytreatment for pneumonia)
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becauseof their preferencefor home-basedtreatment with traditional healersandthe limited
confidenceon the Healthservice(only 6%of facilitieshaveessentialequipmentand materials
for child health care services—- IMNCI2014), (ii) non adherenceto treatment protocols;and
inadequateunderstandingabout risksof conditionsand benefits of seekingcare early. Thisis
also due to inadequate knowledge on the danger signs and limited participation and
involvementof menin the careof sickchildrenamongothers. Thisbehavioris alsoinfluenced
by the level of educationof the caregiverghe level of incomeand if the childrenlive in the
urbanor rural areas.

At the servicedelivery point, the main bottlenecksare lack of trained human resourceto

provide quality services.The IMNCI Survey2014 showed an inadequate use of treatment

protocolsand guidelinesjndeed,only 28%of the H/W usethe guidelinesto treat sickchildren
(Chart booklets and mo t h edaunsslling cards). Other bottlenecks lie on inconsistent
infrastructure, equipmentand supplies;and finally poor communicationbetween client and

HealthWorker.(Healthworkeradviceof caretakeron whento return immediatelywasverylow

—7%,IMNCISurvey2014).Longwaiting time at the health facility is alsoa contributingfactor

to caregiversnot seekingfor carefrom appropriateserviceproviders.

Thisinappropriatebehaviormay lead to increasedmorbidity and mortality amongstchildren
underfive,increasedut of pocketexpenditureby parentsandincreasedurdenonthe already
stretchedhealthbudget.

Caregiverare diverseat the communitylevel but someof them are alsodirect influencersof
the ¢ o u pdeasiorson care seekingfor their child. Grandmothers Aunties,uncles,in-laws,
VSGs;Traditionalhealers,VDCs Traditional Birth Attendants (TBAs)Village Health Workers
(VHWs)and CommunitybasedOrganizationgCBDs)are someof the peoplewho influencethe
decisionsof caregiverswhen their children become sick. Other factors that influencesthe
decisionof caregiverds the availabilityof transportto evacuatethe sickchildto healthfacility
in both rural and urban communitiesat householdlevel. The situation is also influence by
inadequateresourcesat community level to meet the basicneedsof taking care of the sick
child, havingdifficulty in accessindpealthcareserviceson time.

Adolescence

Teenagegregnancyis a major healthconcernin the Gambia.Theyare common,resultingfrom
a high adolescentfertility rate of 118 per 1,000 (MICS2010) and eighteen (18) percent of
adolescenpirlsage15-19 are alreadymothersor pregnantwith their first child (GDHS013).
Teenageregnanciess associaedwith highermorbidity andmortality for both the motherand
the child. In addition, childbearingduring the teenageyears frequently has adversesocial
consequencesparticularly regardingeducationalattainment, becausewomen who become
mothersin their teens are more likely to shorten their educationGDHS013) Theyhavea
limited knowledgeof their body and particularly of their fertile period. The data show that



w o0 me knbvdedgeof the fertile period is generallylow. Only26 percentof womencorrectly
identifiedaw 0 ma fertilesperiod asoccurringhalfwaybetweentwo menstrualperiods

Adolescentsare at a life-stageof learning,especiallyas they move from childhoodto young
adult. Theyarewith their family, but alsoestablishingheir ownindependentrelationshipswith

peersand community influentials/leaders(schools,youth associationgroups socialvenues)
andthey often rely on andareinfluencedby media,socialinteraction,andnewertechnologies

Onthe supplyside:youth friendly servicesare not well spread,and health providersare not
eagerto talk to youth abouttheir fertility.

Priority Maternal and Child Health and nutrition services and key practices
Based on theGambia RMCNHnalysis and according tihe review of the evidences and

recommendations of UNICEF on the Family and community practices that promote child
survival, growth and developmeythe Priority Maternal and Child Health and nutrition services
and key practices considered in this strategy are as below:

Sixteen key family practices along the continuum of care

Growth and | Pregnancy| Labour Childhood | Adolescence
development and birth

1. Ensure that men actively participatq
in the provision of child car@and are V \% \% V V
involved in reproductive health.

2. Use of modern contraceptive V V \ \
3. Safe delivery \Y \

4. Ensure that women who deliver ang \V \V/
new-born babies have adequate
Postnatal care. This includes havin
at least three postnatal visits with
an appropriate health care provider
within six weeks after delivery

I
receivetwo doses of vitamin A
months.

7. Take children as scheduled to \V AV
complete a full course of
immunizations
8. Starting at six months of age, feed V V
children freshly prepared energy
and nutrient-rich complementary
foods, while continuing to
breastfeed up to two years or
longer.
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Growth and | Pregnancy Labour Childhood | Adolescence
development

Ensure that children receive
adequate amounts of
micronutrients (vitamin A, iron,
iodine and zinc in particular), either
in their diet or through
supplementation.

. Dispose of faeces, including
OKAt RNByQa FIS50§
hands afterdefecation, before
preparing meals, and before feedin
children

. Protect children in malarizendemic
areas, by ensuring that they sleep
under insecticidetreated bednets.

. Continue to feed and offer more
fluids, including breast milk, to
children when they are sick.

. Give sick children appropriate homd
treatment for infections.

. Recognize when sick children need
treatment outside the home and
seek care from appropriate
providers.

15.c2ff2¢ KSIFtOGK 62
treatment, follow-up and referral.

16. Promote mental and social
development by responding to a
OK A fieBd® fr care, and through
talking, playing, and providing a
stimulating environment

Improving Maternal, Child Nutrition and Health
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1. Theoretical Framework:
The Gambia National Social ard

Behaviour Change
Communication Strategy for
Improving  Maternal, Child
Nutrition and Health
uses the social ecologice
framework to guide its strategic

Socio-Ecological Model for Change

design. This model recognize .§ %_
that behaviors related to o i
demand for care and treatment gj AB\W%SW e 3
take place within a complex O NS |

network of social and cultural %

influences and views individual:
as nested withina system of
sociocultural relationships -
families, social networks
communities, nations that are

L
Caders, provid®® g

\ 4s
: /.
N d@rs. ot

. e
Covernmen, NGO, Pivate

*These concepts apply to all levels (people, organizations, and institutions). They

|nﬂuenced by and haVe |nﬂuenc( were originally developed for the individual level.
on their physical enVironmentS SOURCE: Adapted from McKee, Manoncourt, Chin and Carnegie (2000)
(Bronfenbrenner, 1979; Kincai d, 2007) . Wi t hin

behaviors relating to an increase in demand and utilization are understood to depend on their
own characteristics as well as the social and environmental contexts within which théyhiise.
model suits to the Gambian context and appliaceach stage ofhe communication strategy
development this modehelps to ensure that all determinants lb&éhaviourare considered and
addressed

Base on that, e SBCC approach and principles include individual level Behavior Change
Communication (BCQYut also appy communication principles to advocacy and social and
community mobilization strategies\s depicted in the socioecological mod®BCC views social and
behavioral change as a product of multiple overlapping levels of influence, including individual,
interpersonal, community and organizational as well as political and environmental factors.

2. Vision

The vision of the Gambian National SBCC strategy for MCNEhesdase utilization of
community nutrition and primary maternal and child health servicesadhaption of key
family practices and nutrition with

Spousedlialoguing for a joint informed and collective action regarding key family practices,
utilization of community nutrition and primary maternal and child health services
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T Community leaders and

Spouseslialoguing for a joint

community support Fagarding Koy famiy pracioes
utilization of community nutrition
StI’UCtU res engaged tO and primary maternal and child
. . health services
promote key family practices Family and peers support

adoption of RMNCH positive
behaviors

and utilization of community
nutrition and maternal and
child health services for
improving family  health
status

Community leaders and
community support structures
engaged to promote key family
practices and utilization of
community nutrition and

maternal and child health services
for improving family health status
Health care workerskilled on IPC
and motivated to provide client
friendly services

Policy makersnobilise adequate
resources to build the capacities
of health workers and media
practitioners to promote the key
family practices messages and

1 Health care workersskilled
O n I P C an d mOtlvated tO utilization of community nutrition
. . . and paternal and child health
provide client friendly
services

i Policy makers mobilise
adequate resources tetrengthenthe capacities oEommunity nutrition and primary
maternal and childhealthfacilities to offer qualitative services.

3. Objective of the SBCC strategy
The RMCNH SBCC strategy aims at:

1 Creatnginformed and voluntaryadoption of key family practices amgmand for
utilization of community nutrition and primary Maternal and child health services in
the targeted area,;

1 Shifting social and cultural norms that can influence individual and cokecti
behaviour related to key family practices and utilization of seryices

1 Supporing health care providers and clients interact with each other in an effective
manner;

1 mobilising resource® strengthen capacities of community nutrition and primary
maternal and child health facilities to provide qualitative services

Improving Maternal, Child Nutrition and Health
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The expected results are

Result 1 Increased adoption of RMCNH key family practices and demarahftrtilization of
community nutrition and primary maternal and child health servicethe targeted areas

Result 2 mobilized communitiesand key influencerdo create long term normative shifts
towards desireehavioursand support positiveRMCNHehaviours

Result 3Reduced barriers to demand and access to community nutrition and primary maternal
and child health services




Result 4 Capacities of community nutrition and primary maternal and child health facilities to
provide qualitative services strengthened

4. Priority Audiences

Reducing maternal and child morbidity and mortality through increased adopfi&ayofamily
practices and usef community nutrition and Primary Maternal and Child Health services
depends on the collaboration of households, communijtigsd societies, including mothers,
fathers and other family members, community and facibgsed health workers;ommunity
leaders, and policy makers. For the purpose of this strategy the primary audiences have been
identified based on the situation aheis experiences anaxpertiseof the multidisciplinary
stakeholders involved in the development process.

4.1. Primary audience
Based on the situation analysis, in addition to women along the continuum of care, their partner
or spouse will also be targeted @rimary audience?eople most affected for the adoption of
key family practices and utilization of community nutrition and primary maternal and child
health services are:

1 Women of Child Bearing Aged theirSpouse/Partner;
Pregnant Women: Spouse;
Pogpartum Mothersand theirSpouse;
Mothers of Children @ monthsand theirSpouse;
Mothers of Children 0612 months and their spouse
Mothers of Children 159 monthsand theirSpouse

9 Adolescent
They live in urban and rural communitieBe primaryaudience comprises both males and
females aged between 1&9years, married and unmarried, educated and uneducated, farmers
from middle and low income households. They usually belong to groups and societies as well as
clubs and most of them are in gainfuhployment. Factors such as limited knowledge and skills,
low motivation, perceptions, negative attitudes and beliefs affects the audience to adopt the
positive behaviours for improved maternal, child ritibn and health services.

= =4 =4 -4 4

Growth and Pregnancy Labour and birth Childhood Adolescence
Development
Primary 1 Women of { Pregnant 91 Pregnant woran 1 Mothers of Children|  Adolescent
audience Child Women 1 Postpartum 0-6 months
Bearing Age 9 Spouse/P Mothers 9 Mothers of Children
9 Spouse/Par artner 9 Mothers of Children  06-12 months
tner 1 WCBA 0-6 months 9 Mothers of Children
1 Spouse/Partner 12-59 months
1 Spouse/Partner
Dialogue | { Planning 1 For healthy mom and babies 1 The best for our baby,  Knowing your body to
and our family plan for your future
decide for our
together future
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For adoption of the key family practices and utilization of servicaseon theanalysis the
secondary audiences that influence directly and the tertiary audiences that influence
indirectly the primary audiences are similar.

4.2. Secondary audience
In the Gambia, direct influencers for the adoption of key family practices and community
nutrition are: on one handmother in law,peers,heads of women groupseligious leaders,
traditional healers, TCs amdmmunity dama groups and household heads, the otherhand
members of VSGs, VDCs, TBAs, VHWs and Health Workers. They are living in urban and rural
communities Theyare both males and females, agp to 15, married and unmarried, mainly
farmers from middle and low income househald$ey are usually custatis of community
norms and values, mentors, preachers, decision makers, chargasadhey are also health
and nutrition advisers/counsellors, hygiene promoters and educators, provide alternative
treatment and as well as employed and unemployed. Theyrtopto groups and societies as
well as associations and most of them are in gainful employment. Factors such as limited
knowledge and skills, low motivation, perceptioaiher of risk and benefits ohegative
attitudes and beliefs, socioultural norms diectly influence the audience to adopt and support
adoption of the positive behaviours for improved maternal, childrition and health services.

4.3. Tertiary audience
Policy Makers in MH&SW Senior Management Team (SMT), Nutrition Council, National
Assembly Health Select Committeie Health/ National Assembly Select Committee Women &
Children, Association of Health Journalists (AOHJ), Media houses, Artists are the indirect
influencers of theprimary audiences for the adoption of key family practices and utilization of
community nutrition and primary maternal and child health services. They are people living in
urban and rural communities in The Gambia. They influence policy as well as groartzal
and logistical support for the conduct of educational campaigns, entertainment, capacity
building, resource mobilization, decision making, policy and guideline development,
infrastructural development, provision of medicines and supplies.

5. Channels and approaches
The RMINH SBCC strategy will be based on a ofixlifferent complementary and cross

reference channels and approachd$ie main channels and approaches that will be used to
reach audiences and achietree expected results are:

5.1. Advocacy:
Advocacyto mobilize resources and political and social commitment for social and/or policy

change regarding the key family practices and provision of adequate client friendly community
nutrition and primary maternal and child health care servidse advocacy component of the
SBCC strategy will also aimed to create an enabling environment to encourage equitable
resource allocation and to remove barriers to RMCNH policies implementation.



5.2. Community Mobilization:
The Community mobilization component of the SBCC strategy is key for its success and is part

of the communitycapacitybuilding processand will contribute to the sustainability of the
promoted practices in the community. This component will seek involvermed engagement

of individuals groups, or organizations the implementation areas to solve problems at the
community level by increasing the ability of communities to successfully identify and address
its needs in a participatory manner. Communitgntline communicators and community
structureslike VDCs, VS@a4ll be engaged and used at all levels in the realization of the results
of SBCC.s

5.3. EntertainmentEducation.
To capture audience attention in order to increase knowledge about the key faraitiges,
create favourable attitudes towards the key family practices and utilization of services, shift
social norms, and change behaviokntertainment educatioprogram will be used like drama
serial, sketches, magnet theatand songs

5.4. Interpersonal @mmunication (IPC)
IPCwill be usedor peerto-peer communicationglient provider counselling but also for small

group discussionncludingmeeting with stakeholders like community leadestigious leaders
The capacities of extension workdite CHN, VS@®dll be built using this approach tiondthe
communication gap between the clients and health workers.

5.5. Mass and Traditional Media:
Mass mediawill be used to reaclaudiences throughmainly radio In addition to radio, TV
programmes (recorded, spots, live pheimeand panel discussions) will be explored in raising
awareneson maternaland child nutrition and health issue$raditionalmediathat are very
popular in the Gambia, like use of frontdiscommunicators to perforrdrama, TCsmusic and
dance will be also part of th@pproaches to increasenowledge manage harmfubeliefsand
attitudes, reinforce the positive one angromote behaviours

1. Matrix for changeand Keyinterventions for primary audiences

Primary audienceWomen of Child Bearing Ag&/CBA, Pregnant women, Pogtartum
women and mother of children-8 months, Mothers of children-69 months, Mothers of
children 12 to 59and their spouse, adolescents,

1.1. Desired changes
The main desired changes expected fréd€BA, Pregnant women, Pgsrtum women and
mother of children 66 months, Mothers of children-69 months, Mothers of children 12 to 59,
and their spousebkave
1 anincreasedisk perception of the casequences of inadequate key family behaviour
practices and nowtilization of health services

Page 13



o=
>
(o))
2
IS
=
0
=
=
=
I
0
=
>
S
S
S
@)
()
()]
=
[
<
(@)
=
2
3
{=
©
s}
el
=
@
8
O
o
n
[
c
=
=
S
pd
&
o]
S
[
O]
)
{=
=

Improving Maternal, Child Nutrition and Health

an ncreased Perception of benefits of practicing tkey family behavioursand
utilization of community nutrition and maternal and child primary health services
an ncreasel dialogue between couples on RH and MfoHa Joint decision making to
adopt the key family practices and utilization of services

Adoption ofthe key family practices and ut@iton ofcommunity nutrition and primary
maternal and child heti services

1.2. Key barriers

ERE

ERE

Limited Knowledge and awareness RMCNHpractices

Low risks perception on issues relatedRMCNH

Lack of knowledge of signs and symptoms of mothers and under five ilinesses delays
seeking treatment.

Traditional healers as firseferral

Inadequate skills and lack of setinfidence on practices surroundiRiMCNH

Distance to health facilities, cost of transport, perceived quality of services, cost of
treatment, inadequate supply of drugs

Poor mechanism for referral

Repulsive béaviour of health workers oRMCNH

Cultural beliefs in the caas and treatment of mothers arder 5 illnesses

1.3. Communication objectives

1.

By theend of 2020, there will be aincrease in the number afouples of the primary
audiencewho knowthe importance and benefits of adopting the key fanpiractices

By the end of 2020 there will be an increase in the number of cowbldee primary
audiences groupswho perceivedand can explaithe benefits forthem andtheir
family ofpracticing thekey family behaviorand utilizing community nutrition and
primary maternal and child health services

By the end of 2020 there will ledecrease in fear and misconceptiabout the
RMCNH key practicesnong couples of the primary audience's groups.

By the end of 20D there will be an increase of couples of the primary audience's
groupswho are skilledo practice effectively the key famibehaviours

By the end 02020, there will be an increase in the numberpartners / spousesho
discuss about th&MCNH key practices

By the end of 2020, there will be an increase in the number of couple who made
decision jointly on adoption of Key family practices and utilization of community
nutrition and primary maternal and child health services

By the end 02020, there will be aincrease in the number of couple who adopt the
key family practices and utilize community nutrition and primary maternal and child
services.



1.4. Key interventiors
To achieve these communication objectivebe tRMCNH SBCC strategy for fhr@mary
audience's groupss built aroundtwo main interventions
1 Gommunity focused interventions to foster dialogue
1 Mass mediaocused intervention to leverage community messages action, and
foster participation

Communityfocused intervention

Forthe primary audience, action at the community level will happen through a network of
Community Based Organization like VSGs, Women groups organization, Men traditional
associations and frontline health workers like the CHW and the primary health caregente
workers. These partners will be equipped with a flexible community intervention based on three
main approaches

91 Dialogue and decide together approach bésa the toolkit of the same name;
1 Peer to peer education progragm
1 And the "Champion for change a@ach"

The foundation of the community focused intervention will be the "Dialogue and decide
together program" aiming atatalysinglialogue within couple for a joint decision about RMCHN
key practices. The "Dialogue and decide together toolkit" to implement the program will be
designed following thecontinuum of care frameworlstages and to. It will comprise five
components: (i) Congnent one for Growth and development ;(ii) Componemvo for
pregnancy (iii) Component three labour and birth (iv) component four Infancy and (v)
componentfive adolescencésee table xxx

The "Dialogue and decide together " toolkit will bentred on a pictorial flip chart, aset of
dialogue and decide cards and video of testimonies of positive model couples. These materials
will be accompanied by discussion guides and will inspire peer to peer discussion around the
key practices and will also fostdialogue among couples during the CHN or VSGs home visits.

Complementary to thigprogramfor the community interventiona peer to peer education
program will be developedith a specific focus on a context specific adaptation of the initiative
"husbands schools" develop by UNFPA. The adaptation ohthes$ b aschdols 5 will engage
and inspire mernvolvementin RMCNH practices. Traditional menganizationwill be usedo
reach men and set up the husband schools.

The "Champions of change of these husbands' schools and couples from the "Dialogue and

decide together program" will emerge and be featutedlevelopcommunity and mass
media interventions.
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Improving Maternal, Child Nutrition and Health

The main activies under thisritervention will be
1. Design, develop and produce
91 the Dialogue and decide together toolkit
1 the Peer to peer education toolkit
9 the adaptation of the "husbands' schools" toolkit

2. Orient and train all the actors involved in the community in&rtiions
1 the Dialogue and decide together toolkit
1 the Peer to peer education toolkit
1 the adaptation of the "husbands' schools

3. Launch at the community level
1 the Dialogue and decide together program
1 the Peer to peer education toolkit
1 the adaptation of thé'husbands' schools

4, Monitor anddocument
1 the Dialogue and decide together activities at the community level
1 the Peer to peer education activities at the community level
1 the adaptation of the "husbands' schools" activities

Mass Media focused intervention

The mass media focused intervention foundation will be an integrated BCC mass media
campaign The campaign will be declined following the five stages of the life cycles and
sustained throughout the 5 years of the SBCC strategy. Thelsudtimulti mediacampaign

will be based on the identified key themes and complete by key trsdhed emerge from the
formative researchsand the evolution of the needs identified in the field. It is important to
note that (i) the campaign identity will be the sanduring the five yearsto maintain the
momentum (ii)will be linked directly to the community based interventiand (i) will amplify

and reinforce community action The mass media campaign will maiflg broadcased
through radiowhich are the mat popular dannelin the GambiaHowever, it will also be
broadcased onTVandsupported by social medi@daptation for mobile phone and posted in
the website of the program)

In addition tothe integrated BCC mass media campaiiga mass medi&cusinterventionfor
the primary audience wilklso use
I an integrated multi episode radio drama serial base on the RMCNH key
practices



1 aninteractivelive phone in Radio conducted by health workers that will be also
the opportunity togive space for testimoas and discuss the main challenges
in the couple to adopt the key practices.

1 a monthly TV talk show to present the activities at the community level and
give room for testimonies for positive deviant couples practicing the key
RMCNH behaviour3he TV tallshow will be focus each month in one or two
key practices and will mix field and beneficiary experienceseavithp epoit’ s
of view. The show will be participative and built based on the concepts of
entertainment education.

1 Health communication unit wilbost information on MCNH on HEALTH FACE
BOOK PAGES

The main activities under this intervention will be

Develop, launch and sustain the integrated mass media campaign

1

=A =4 =4 =4

Develop the creative briefnd scope of workf the campaign

Develop the communication materials

Develop and implement the integrated mass media program launch
implement the mass media campaign

Monitor and document the mass media campaign

Develop, launch and sustain the integrated radio serial drama

1

=A =4 =4 4 A

Develop the cgative brief and scope of work of the integrated serial drama

develop the scripts

pre-test and finalize the scripts

develop the radio serial drama

launch the radio serial drama
monitor and document the radio serial drama broadcast

Develop, launch and stain a monthlyTV talk show to present the activities at the community
level and give room for testimonies for positive deviant couples practicing the key RMCNH
behaviours.

T

=A =2 =4 =4 -4 =9

Develop the creative brief and scope of work of the TV talk show

develop the fornat of the TV talk show

Establish partnership with the most popular TV
Establish partnership with the private sector
Establish a follow up committee

launch the TV talk show
monitor and document the TV talk show

Page 17



1.5. Table ©vannels and approaches for primagudience by stage on the life cycle

Stage I Growth and development

Primary audience 1: Women of Child Bearing Age (WCBA) / Spouse

= By the year 2020, increase the percentage of WCBA and partner who:
% 1 Explain correctly how modern contraceptive works
7 1 Clearunderstanding of benefits of MC
S 9 Start dialogue about Modern contraceptives
= 1 Made decision jointly on the use of Modern contraceptive
g 1 Believe that men have a role to play in the use of modern contraceptive.
g 1 Explain the benefits of early ANC booking
<
S
é - Type Activities Supported materials
cc% B Interpersonal Dialogue and decide together Program Dialogue and decide Togethe
(3 _:g communication { Hold dialogue with WCBA drtheir spouses  toolkit
= by Nurse at clinic Peer to peer educatior
'CSG S ' CHNVHW VSGsonduct Home visits for  program toolkit  (Peer
g E couples educator's handbook in pocke
m 5 1 Focus group discussion with WCBA and thr size as job aids®
= _ﬁ partner by VSGs and CHN. _ _
K = AudioRecorded drama seric
g (). Husbands' schools program with Scrlpt and discussio
» s 1 organize the husbands' school sessions ~ guide
c:g § 1 Identify satisfied couple as community Video of Couple Testimonie:
S g advocates with discussion guide
S o _ TakeHome Integrated
© g Peer to peer education program _ _ pictorial Flip Booklet (with
g g_ 1 peertq peerone o one educatlon_sessm_)n RDVs and to do);
8 £ _ 1 Organize pee_rs to peers group dISCl-JTSSIOI"I TV and radio spots
D Community I Use community events as opportunities for
= mobilization promotion and education. Radio drama serial+
{1 community restitutions of the activities Social media pages.
Mass media 1 Develop broadcast aimtegrated mass medic Pricesand handset projectors
campaign
91 Developintegrated multiepisode radio
drama serial
1 TV and Radio spots on RMCNH
91 Developintegrated multiepisode radio
drama serial
1 Healthworkers to conduct Live phone in
Radio, TV talk shows on RMCNH
1 Phone audio message
1 Health communication unit Post informatior
RMCNH on HEALTH FACE BOOK PAGES




What is modern contraceptive; Benefits « Early ANC booking: What is early ANC booking; W
MC; Seeking advice when side effeatzur; is important? Key benefits
MC is a couple affair

Stage 2 Pregnancy
Primary audience 2: pregnant women / spouse

By the year 2020, increase percentage of couples who:
Aware of the danger sigrairing pregnancy &delivery
Start dialogue about early booking for ANC

Know the importance and benefits of early booking

= =4 -8 -8 -

Book for ANC within the first three months of pregnancy

Made decision jointly for an institutional delivery

Know the benefits of early initiation of breastfeeding
believe that breast ntk has adequate water for the child

E R N ]

Activities

Dialogue and decide together Program

1 Hold dialogue with WCBAregnant womerand
their spouses by Nurse at clinic

1 CHNVSGs, TBAnd VHWeconduct Home visits
for couples

1 Focus group discussion with WGBRRegnant
womenand their partner by VSGs and CHN.

Interpersonal
type Husbands' schools program

i organize the husbands' school sessions
1 Identify satisfied couple as community
advocates

Peer to peer education program

9 peer to peer one none education session

9 Organize peers to peers group discussion
(Pregnant women circle)

1 Use community events agpportunities for
promotion and education.
community restitutions of the activities

Community
based q

Made decision jointly to book for ANC within the first three months of pregnancy

Know the importance and benefits of health facility delivery.

Know the importance anlienefits ofthe three Postnatal visits

Aware of the risks involved in giving pre lacteal feeds to new born babies.
Make joint decision to exclusively breastfeed their children for 06 months

Supported materials ‘

Conception to birth

Dialogue and decide Togeth¢
toolkit

Peer to peer education prograr
toolkit (Peer educator's
handbook in pocket size as jc
aids®

AudioRecorded drama serig
with Script and discussion guid
Video of Couple Testimonie
with discussion guide;
TakeHome Integrated pictorial
Flip- Booklet (with RDVs and t
do);

TV and radio spots

Radio drama serial+

Social media pages.
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Mass and 1 Develop broadcast aimtegrated mass media  Prices and handset projectors
social media. campaign
1 Developintegrated multiepisode radio drama
serial
1 TV and Radio spots on RMCNH
1 Developintegrated multiepisode radio drama
serial
1 Health workers to conduct Live phone in Radit
TV talk shows on RMCNH
I Phone audio message
1 Health communication unit Post information
RMCNH on HEALTH FACE BOOK PAGES
Key contents

Early ANC booking; four ANC visitsgin Early initiation of breastfeeding; exclusive breastfeedin
supplementation; having a diversified die vitamin A ; early health care seeking for pregnant
birth preparedness recognition of danger women andnew-born baby

signs during pregnancy; institutional

delivery; postnatal care few-born and

mother)

Stage 3 Labour and birth

Primary audience 3Pregnant women Postpartum Mothers/ Spouse

By the year 2020ncrease percentage of postnatal mothers and partners who:
Made decision jointly to give onlyreast milkfor 6 months to their child
Are skilled to practice EBF (sefficacy)

initiate breastfeeding in the first hour following birth

Exclusively breastfed their children for 6 months

=A =4 =8 =4

Improving Maternal, Child Nutrition and Health

Know the importance of postnatal care.

Made decision jointly to make the three Postnatal visits (PNV)
Attend to the three PNV

Ask for the 2 doses of Vitamin A after delivery
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1 Take children as scheduled tmmplete a full course of immunizations (BCG, diphthel
tetanus—pertussis (DTP), oral polio vaccine (OPV) and measles) before their first birthde

1 Protect children in malariendemic areas, by ensuring that they sleep under insectic
treated bednets.

9 Dispose of faeces, including children’s
1 wash hands after defecation, before preparing meals, and before feeding children
1T Promote mental and social devel opment b

talking, playing, andnpviding a stimulating environment

1 Give sick children appropriate home treatment for infections.
1 Recognize when sick children need treatment outside the home and seek care
appropriate providers.




Type Activities

at clinic

by VSGs and CHN.

Interpersonal
type Husbands' schools program

women circle)

T Foll ow health workers

-up @nd rieferml. about tr e

Supported materials

Dialogue and decide together Program Birth to 06 month
1 Hold dialogue with WCBA and their spouses by Nur: Dialogue and decide

Together toolkit

1 CHNVSGs and VH@bnduct Home visits for couples peer to peer educatior
' Focus group discussion with WCBA and their partne program toolkit (Peer

educator's handbook ir
pocket size as job aids®

1 organize the husbands' school sessions AudioRecorded drame
1 Identify satisfied couple as community advocates serial with Script anc

discussion guide

Peer to peer education program Video of Couple
9 peerto peer one o one education session Testimonies with
9 Organize peers to peers group discussion (Pregnani discussion guide;

TakeHome Integrated

Use community events as opportunities for promotio pictorial Flip- Booklet

What is modern contraceptive; Benefits of M
Seeking advice when side effects occur; MC
couple affair

Husband /Partners to accompany the
partners to the health facility during PNand
delivery

Women to deliver at the health facility.
Importance of the three postnatal care visit
what is postnatal care; when they occurre
what are the benefits of postnatal care

Good nutrition for a good start
EBF: decide to Dbreastfeed; initial
breastfeeding within one hour after deliven

mmuni :
bcssed "W and education. - (with RDVs and to do);
I community restitutions of the activities TV and radio spots
 Develop broadcast aimtegrated mass media Radio drama serial+
campaign Social media pages.
1 Develop integrated mukepisode radio drama serial
1 TV and Radio spots on RMCNH Prices and  &ndset
Mass a.nd 1 Develop integrated mukpisode radio drama serial Projectors
social media. 9 Health workers to conduct Live phone in Radio, TV t
shows on RMCNH
1 Phone audio message
91 Health communication uniPost information RMCNH

on HEALTH FACE BOOK PAGES

Key contents

Prevent illnesses

Immunisation: Knowledge of vaccine prevental
diseases uptake of immunizations the timing of
immunizations- the completion of the course o
immunizations

Protect children in malariendemic areas, by
ensuring that they sleep under insecticitteated
bednets.

Di spose of faeces, 1inc

wash hands after defecation, before preparing me:
and before feeding children
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Improving Maternal, Child Nutrition and Health

learn the correct techniques; persevere whe Importance of water sanitation hygiene how to
difficulties arise counter cultural norms abour ensure proper water sanitation hygiene at tt
breast milkdo not content enough water. household level.

Vitamin A: importance of vitamin A fo

postpartum mother Vitamin A
supplementation schedule.

Home care treatment
Give sick children appropriate home treatment f
infections

SAM- signs and causes of SAM,;

Recognize when sick children naeshtment outside
the home and seek care from appropriate providel

Foll ow health wor ker s’
follow-up and referral.

How to support mental and social development
chid-r esponding to a <chi
through talking,playing, and providing a stimulatin
environment

Stage 4 & 5ChildhoodFrom 0 to 06nonth, 06 to 12 month & 12 to 59 months

Primary audience 4Mothers of Children 6 12month/ Spouse

By the year 2020, increase the percentage of caregivers speeifically Mothers of children-@1
months and their partners who:

f
f
f

E ] E ] = =4

==

Know the different classes of food their function and their benefits.

Are aware of when to introduce complementary feeding and its importance

Know and have se#fficacy on how to feedhildren freshly prepared energgnd nutrient
rich complementary foods, while continuing to breastfeed up to two years or longer.
Take children as scheduled to complete a full course of immunizations (BCG, diphtheri
tetanus—pertussis (DTP), oral polioa@ne (OPV) and measles) before their first birthday.
Adhere to Vitamin A supplementation schedule for their child aftem@®ths.

Protect children in malari@ndemic areas, by ensuring that they sleep under insecticide
treated bed nets

Dispose offaece, i ncluding children’s faeces,
wash hands after defecation, before preparing meals, and before feeding children
Promote mental and social development |

through talking, playing, and providing a stintirlg environment

Continue to feed and offer more fluids, including breast milk, to children when they are
Give sick children appropriate home treatment for infections.

Recognize when sick children need treatment outside the home and seek care from
appropriate providers.

Foll ow health workers
Recognize the signs and causes of SAM

-up @nd iieferml. about tr ¢




By the year 2020, increase the percentage of caregivers more specifically Mothers of childsén :
months and their pgners who:
1 understand the importance of deworming
1 adhere to Deworming schedule
Type Activities Supported materials
Dialogue and decide together Program Birth to 06 month
I Hold dialogue with WCBA and their spouses { TakeHome Flip Picture
by Nurse at clinic Booklet (with RDVs and t
1 CHN conduct Homéisits for couples do);
1 Focus group discussion with WCBA and the { Pictorial flip chart;
partner by VSGs and CHN. 9 Dialogue and decide
Together Cards.
Interpersonal  Husbands' schools program 1 Peer educator's handbook
type 9 organize the husbands' school sessions in pocket size as job aids
1 Identify satisfied couple as community 9 Audio-Recorded drame
advocates serial with  Script anc
discussion guide Booklet;
Peer to peer education program {l Couple Testimonies;
9 peer to peer one n one education session 1 Posters :
I Organize peers to peers group discussion  { Radio spots
(pregnant women circle) TV spots
. Use community events as opportunities for
Community promotion andeducation.
based 1 community restitutions of the activities
9 Develop broadcast aimtegrated mass media
campaign
1 Developintegrated multiepisode radio drama
serial
1 TV and Radio spots on RMCNH
Ma;s _and 1 Develop integrated mukgpisode radio
social media. dréma serial
9 Health workers to conduct Live phone in
Radio, TV talk shows on RMCNH
9 Phone audio message
1 Health communication unit Post information
RMCNH on HEALTH FACE BOOK PAGES
Good nutrition for agood start Di spose of faeces, inc
EBF: decide to breastfeedearn the correct wash hands after defecation, before preparil
techniques- persevere when difficulties arise meals, and before feeding children
counter cultural norms about breastmilk d ) ) |
not content enough milk Mothers / careglver§ of ch|Idren.under 5 years wi
be aware and convinced of the importance of wal
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Improving Maternal, Child Nutrition and Health

Complementary feeding: when to introduc
complementary feeding and its importance
Groups of foods function, value and benefit:
composition, preparation frequency usir
local food encouragement to eattiming of
feeding — positive or aversive style ¢
interacting organization, frequency, an
regularity of the feeding situation—whether
the child is supervised and protected whi
eating—distraction during eating events fee
children freshly prepared energy and
nutrient-rich complementary foods, while
continuing to breastfeed up to two years ¢
longer.

Vitamin A: importance ofvitamin A for
postpartum mother Vitamin A
supplementation schedule.

Prevent illnesses

Immunisation:  Knowledge  of  vaccir
preventable  diseases - uptake  of
immunizations- the timing of immunizations
the completion of the course of immunizatior

Protect tildren in malarisendemic areas, by
ensuring that they sleep under insecticid
treated bednets.

sanitation hygiene and ensure the availability of t
related facilities by end 2017

Home care treatment

Continue to feed and offer more fluids, includir
breast milk, to clidren when they are sick.

Give sick children appropriate home treatment f
infections

Malnutrition - signs and cause, consequences

Recognize when sick children need treatme
outside the home and seek care from appropric
providers.

Foll ow heal th wor ker s

follow-up and referral.

How to support mental and social development
chid-r esponding to a chi
through talking, playing, and providing a stimulati
environment

2. Matrix for change and key interventionsr Secondary audiencé

Secondary audience 1: Motherlaw, Heads of women group&eligious leaders, traditional
healers,TBAsTCs and Drama groups and household he®@&Gs, VDCs

2.1. Desired changes

Mother inlaw, Religious¢eaders, traditional healers, Heads of women groups, TCs and Drama
groups and household hea¥SGs, VDGs
I Have a clear Understanding of key family practices and importance of timely utilization
of MCHN services, Increasing then their perceived beneffitseokey family practices
and the utilization of MCHN services.
9 Participate in and support the promotion of key family practices and the utilization of
MCHN services
1 Encourage dialogue between spouses to engage in joint decision making on key family
practices and utilization of MCHN services




2.2. Key barriers

T
1

=A =

Insufficient access to accurate information on key family practices and utilization of
MCHN services

Misconception and rumours surrounding key family practices and the utilization of
MCHN services

Weak engagement and motivation of community influencers on key family practices
and the utilization of MCHN services

Lack of men involvement in RH services and the perception that RH services is the
business of women only

Social norms do not encourageatigue between spouse

Social and religious belief surrounding some of the key family practices

2.3. Communicationobjectives,activities and channels
By the end of 2020 increase the percentage of mothdain/ Grand Ma, head of women
groups in the Gambia veh

T
1
1

= =4 =4 =

Explain and recognise the benefits of adoption of the Key family practices

Are aware of the risks involved in some of their cultural practices

Discuss adoption of the key family practices with Women of Child Bearing Age and their
spouse

Are engaged tonotivate and support mothers and fathers of children under five to
adopt the key family practices and utilize community nutrition and primary maternal
and child health services

Become champions on promoting the key family practices and utilization of
community nutrition and primary maternal and child health services

Recognize the danger signs of maternal and childhood illnesses

Know la in case of appearance of danger signs

Advocate for mechanisms of referral at the community level

Are equipped wittknowledge, skills and support materials to educate communities and
promote key family practices

Traditional healers in the Gambia who

)l

Refer caregivers of children under five to the health facility

Traditional Communicators who:

T

Are engaged to promoteely family practices

TC (drama groups) who:

)l

T

Are equipped with knowledge and skills to educate communities and promote key
family practices.

Are equipped with knowledge and skills to educate communities on appropriate and
timely complementary feeding pcéices.

Page 25



I Are engaged to promote utilization of health care families and key family practices

2.4. Key interventiors
In addition to the three programs developed for primary audience's groups that encompass
commurity mobilization component, theroject will promde normative change by training
community leaders that influence directly the primary audiences to speak out alfwut t
RMNCH key family practiceshéelproject will strengthen their leadership skills and knowledge
of the RMCNH key family practices and tle@é&fits of utilizing community nutrition and primary
maternal and child health services. A specific community leadersgdial toolkit will be
developedto help them address specific audiences such as traditional healers, men, couples ...

L e a dobamgiors will be identified and their experiences featured as positive models.

2.5. Table channels and approaches for secondary audience 1 by stage on the life cycle

Secondary audience 1: Mother iaw, Religious leaders, traditional healers, Heads of women
groups,TCs and Drama groups and household heads

Activities Supported materials
Interpersonal 1 Community Health workers conduct family 9 Pictorialflip chart,
communication counsellingncluding mothersn-law at the story Scripts,
household level pictorialbooklets
1 VSG organize Grandmother community debates o  Reference booklets
the key family practices (groups of less than 25) of the key family
1 VSG organize grandmother support group for the practices
promotion of the key family practices and utilizatio
of services

9 VSG invite health workers to intervene in the
grandmothers community debates

Improving Maternal, Child Nutrition and Health

1 Identify and tain head of women groupd Cs,
drama groups, VSGs and V@@ghe key family
practices

i TrainTCs, drama groups representatives of womel
groups to use magnet theatre

T Heads of women
members on key family practices
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S group:

9 Conductorientation sessions for traditional healers
on complementarities of traditional and
conventional medicine 9 Referral book
1 Conduct orientation session on the referral
mechanism, VSGs, VDCs, head of women groups
traditional healers
Community 1 Organize advocacy meetings with head of women Framework for the
based groups, TCs, drama groups, VSGs and VDCs for t dialogues of community

leaders to promote key




engagement to promote key family practices and
utilization of services

1 Leaders champion of the promotion of key family
practices

1 Use community events as opportunities for
promotion and education to promote the key family
practice (for instance, baptisto promote postnatal
visits using the traditionatommunicators)

9 Organize interactive community group discussion
based on the projection of videos on the key family
practice with a handset video projector

9 Conduct open field days on Maternal, Nutrition an
child health

T Members of Mot her s’ cl
to conduct kabilo meetings dkey family practices

1 Community Health Nurse and village Health worke
conduct “bant ab a "consnarstissi

1 Conduct community quarterly feedback meetings t
assess progress and challenges

family practices and
utilization of services

Scripts — left over
communication
material

Videos on the key
family  practices  +
discussion guides

Mass media 9 Health workers to conduct radio and television par

discussions on the key family practices

T Grandmot her s’ champi on,
to intervene and give testimonial on radio and tv
shows

9 Annual contracting with community radios to

broadcast messges and shows on the key family

practices

Newspaper column on” *“I

development, production and airing of radio and T'

spots

Develop integrated mukgpisode radio drama seria

on the key family practices

= =

Key contents

Benefits of using modern contraceptive.
preach for childbirth spacing

the benefits of early booking within the first
trimester

the benefits of institutional delivery

the importance of postnatal visits

risks involved in giving pre lacteal feeds to
children 66 months

Benefits of EBF, how to practice adequately
EBF

Breastmilk contain enougwater to quench
child thirsty

feeding.

practices

illnesses

Sketches Social medie
pages. Prices

multi-episode radio

drama serial

Importance, appropriate, and timely complementary

Importance of vitamin A ahdeworming
Their role in the promotion and adoption of key fam

seek for care early from health facilities / providers
recognize the danger signs of maternal and childho
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3. Matrix for change and key interventions for Secondaaydience 2
Secondary audience ¥HWs and Health Workers

3.1. Desired changes

1 Improve the quality of interaction towards client

1 Engage in effective counselling of clients on key family practices and the utilization of
MCHN services

1 Continuously participate in the promotion of key family practices and the utilization of
services

9 Estalish Conducive environment fpromoting key family practices and the utilization

of services at community level

Proper recording of MCHN services

Provsion of quality MCHN services

= =

3.2. Key barriers

Limited knowledge and skills of service provider in IPC
Low motivation of service providers

Poor working condition of service providers

weak supervision by senior staffs

lack of appropriate communication supponaterials

High work load

Inadequate funds for in service training of Health workers
Poor management of supplies

=4 =48 -8 -8 -8 _8_°a_29

3.3. Communication objectives
By the end of 2020 increaské percentage of Health workeirs the Gambia who
1 Are skilled on IPC
1 acquireadequate knowledge and skills to provide qualitative community nutrition and
maternal and child health services
9 feel confident to provide qualitative client provider interaction

Improving Maternal, Child Nutrition and Health

-
>
(@)
D
T
=
N
(=
e
=
©
2
=
>
1S
IS
S
@)
©
(o))
c
@
<
O
5
2
S
@
<
©
@
e
c
@
<
O
o
)
©
=
e
=
5
z
o
o]
IS
@
O]
D
<
l_

By the end of 2020 increase the percentage@fvice delivery pointi the Gambia who
adopt client friendly approach

3.4. Table channels and approaches for secondary audience 2 by stage on the life cycle

Secondary audience 2: VHWSs and Health Workers

Activities Supported materials

Interpersonal 9 Trainhealth workers onface to face Posters , flip chart.
communication communication and counselling story Scriptsleaflet




1 Refreshment on th@rovision of
community nutrition and primary
maternal and child health services

9 Create certification program with
recognition for Health workers who have
completed IPC/C training arsdicceed to
the 3/6 months follow up training

9 Develop materials and job aides to
provide guidance on counsellifgr
adequate interaction of clients of
community nutrition and primary
maternal and child health services

Community based | HealthcentreQuality improvement
procesgaccreditation)
9 Organization of theccreditation program
of the healthcentre
9 health workerschampion of client
provider interaction

Mass media Promote the accreditationprocesshrough Jingle, Radio spot, T

mass media spot Social mediz
Broadcast using the handset projec®rideo pages. Prices

on the services offered by a client friendly

health center

Key contents

Client providers Interaction Client friendly services
Provision of qualitative RMCs¢rvices Interpersonal Communication and counselli

4. Matrix for change and key interventions for tertiary audiences

Tertiary audiences: Policy Makers in MoH&SW Senior Management Team (SMT), Nutrition
Council, National Assemiealth Select Committee on Health / National Assembly Select
Committee Women & Children, Association of Health Journalists (AOHJ), Media houses
4.1. Desired changes
1 Policy makers in MoHSW (Minister, PS and Director of Health services) Allocate
adequate resoures to strenghtenthe capacities of health workefor an adequate
provision of client friendly community nutrition and primary maternal and child health
services
1 National Assembly select committee on health advocate for budget allocation to
strengthen thecapacities of health workers for an adequate provision of client friendly
community nutrition and primary maternal and child health services
1 Municipalities and Area council to provide and properly manage dump sites for
domestic waste.
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MOHSW to finalis&VA3H Policy

To advocate for appropriate waste management

Donors support the MCNH program in the Gambia

Media Personnel Knowledgeable and skilled to promote key family practices
Media, Actively involved in promoting key family practices and utilizatioervfces

= =4 -8 -8 -9

4.2. Key barriers

1 Inadequate national budgdor RH services

T limited skilled health personnel in RH

1 weak engagement of media personnel

1 Competition of government priorities for the allocation of budget

1 Inequities in the distribution of the healthudget between the different level of the
health system

9 Inadequatefunding / allocation of budgeb strengthencapacitiesof health workers
for an adequate provision of client friendly community nutrition and primary maternal
and child health services

9 Inadequate provision of drugs, Human resources (availability, distribution and retention

of skilled staffs ), and adequate guidelines and policies on RH services and IYCF

practices

Inequity in the distribution

Inaccessibility of adequate water supply

Limited Knowledge of media personnel and other stakeholders on RH anddMEF

== =4 =

4.3. Communication objectives
By the end of 2020 increase the percentage of policy makers in the Ministries of Health,
Ministry of agriculture and Finance, Nutrition Council, biagil Assembly Health Select
Committee / National Assembly Select Committee Women & Children, Association of Health
Journalists (AOHJ)in the Gambia who
9 support increase of budgetary allocation for human resource, supplies, medicines and
equipment for provsion of client friendly community nutrition and primary maternal
and child health services
9 support increase of budgetary allocation for WASH facilities at the community level

Improving Maternal, Child Nutrition and Health
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By the end of 2020, MOH&SW will disseminate policy guidelines and protocoteeon
components of RH, IYCF strategy. WASH at all levels of the health system

4.4. Key interventios
For the tertiary audience the main strategy will be advocacy and networking to put RMCNH on
the agenda and mobilize key stakeholders to advocate for allocafi@ppropriateresources
at the primary health level for them to offer client friendly services.




4.5. Table channels and approaches for tertiary audience by stage on the life cycle
Tertiary audience 1: Policy Makers in MOH (SMT), Nutrition Council, Natidsaembly Health
Select Committee / National Assembly Select Committee Women & Children, Associatio
Health Journalists (AOHJ)

Activities Supported materials
Interpersonal 9 Organise advocacy meeting with ( SMDH,; Advocacy kits (an
communication National Assembliflealth Select Committee /  attractive folder

National Assembly Select Committee Womer containing essential
Children ) to assess the funding gaps affectin¢ information and
adequate provision of RMNCH services arguments including
f Organise advocacy Meeting with SMIDH to  data, organised into
have their support to allocate budget line for ~packages and may
RMCNH include photos, sties
1 Orgarise workshop to share the policy and discs
guidelines and protocols on the components ¢
RMCNH with stake holders.
Community 1 Conduct familiarization tour with key
mobilization stakeholders (SMT, NAMs, National Assembly
Health Select Committee / National Assembly
Select Committee Women & Children, media
houses ..)
1 to assess the state of health cal®@ASH
facilities , community activities and have a
better understanding of the RMNCH
interventions and needs

Mass media 9 Conduct work place session with media Press kits on the ke
managers on the need to have high media familiespractices
coverage of IYCF activities

9 Organize training eventsith editors, producers
and policymakers for a better understanding ¢
the RMCNH problematic, benefits at the
individual community and structural level and
how best they can play a role in the promotior
and advocacy for the RMCNH best practices :
utilization of services

9 Circulate press releases and project reports ¢
briefs

Key contents

Current situation on the key family practices Gaps and the need to provide funds and
(magnitude...)and provision of services, impact expected result

at the individual, familgommunity and country  Policies, guidelines and protocols

level.

Benefits of adoption of the key family and

utilisation of services
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Gambia National RMCNH SBCC strategy will follow the same organization and management
schemethan the MCNHRRref to operational Manual) The Ministry of Health and Social
Welfare (MOHSW) and National Nutrition Agency (NaNA) are the Implementing Partngrs (IPs
They have the overall responsibility for implementing the SBCC strategy, providing general
directions and coordinating/liaising with the Bank, other Ministries and stakeholdeder he
Executive Director of NaNA the IEC officer of NANA and the @riretcthe health promotion

unite will oversee the implementation of the SBCC strategy.

In addition to the usual structures involved in the implementation, the IEC task force will play a
key role in the implementation of the SBCC strategy.
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Implementation Plan

Key Activities Details Quantity Implementers Resources Timeline
Year 1 Yearz‘ Year 3 Year 4 Year 5

Result 1: Increased adoption of RMCNH key family practices and demand for and utilization of community nutrition and primateynal and child

health services in the targeted areas
By the end of 2020, there will be:

1 anincrease 060 % of couples of the primary audience who know the importance and benefits of adopting the key family practices

1 anincrease 085% r of couples of the primary audience's groups who perceived and can explain the benefits for them and their familiciofgpitee key family behaviors and
utilizing community nutrition and primary maternal and child health services
1 adecrease XXX % in fear and misconception about the RMCNH key practices among couples of the primary audience's groups.

1 anincrease 020% in the number of couples of the primary audience's groups who are skilled to practice effectively tamikgpehaviours.
I anincrease o#5% of partners / spouses who discuss about the RMCNH key practices.
1 anincrease 025% of couple who made decision jointly on adoption of Key family practices and utilization of community nutrition ang prateainal and child health services.

Key Activities Details Quantity | Institution Resources | Year 1 | Year 2 Year3|Year 4 Year 5
Responsible UsD

Intervention 1.1. Community focused
interventions to foster dialogue

1.1.1. Dialogue and decide together

6a5F3IA1F06SG22¢0 t NBINI
Design, develop and produce the dialogue and NaNA (Health 12,000.00
decide together (“Dagi Promotion and
Key Activities Details Quantity EREESUIEEEEIA Resources | Timeline

Page 0



Media and Regional
Health Directorates)

f Develop messages and communication mate| 2 workshops of 25 o 47,886.90
of the dialogue and decide together participants(Development and validation)
1 Pretest messages and communication 16Focus Group: 8 FG* 2 districts (urban & 11,916.67
materials (urban and rural settings) rural)
1 Produce the communication material 500 Flip charts; 2500 sets of discussion 11000 47,800.00
cards; 2500 posters; 5000 sets of booklet
500 sets of role model testimonies
9 Distribute the communication materials 571.42
Train and orient the community actors on the
program
1 Develop the training toolkit for the dialogue |1 TOT guide + 1 training Manual for NaNA (Health 12,000.00
and decidetogether facilitator+ Handouts and didactic tools + Promotion and
Participants booklets Education Directorate,
Media and Regional
Health Directorates)
1 Training participantsisingthe training toolkit | 3000 Participant booklets [(1 health worke NaNA (Health 15,771.43
for the dialogue and decide together + 2 community workers) * 1000 Promotion and
communities]+ 100 Training Manual (4 Education Directorate,
trainers/region + PIC Members + partnerg Media and Regional
50 TOT guide Health Directorates)
f Organize training of trainers workshops 3 workshops (20 PIC members + 4 3| NaNA (Health 4,500.00
representative of each region) Promotion and
EducatiorDirectorate,
Media and Regional
Health Directorates)
Key Activities Details Quantity Implementers Resources

Page 1

Year 1

Year 1

Year 2| Year 3 Year4 Year5

Timeline
Year 2| Year 3 Year4 Year5




=
>
(o)
kD
IS
S
=
n
c
i
©
.2
c
>
£
S
S
O
[
o
=
I
=
(@)
S
>
e
3
1=
[0
a8}
e
=
@
<
o
o
n
[c
c
e
T
Z
o
9
S
[
(O]
1)
<
|_

=
=
©
(<)
I
©
c
@©
c
9o
=
-
=
5
P
S
=
O
©
=
S
2
©
p
o
=
>
2
o
E

1 Organize training of CHW, VSG and CHN 5 regions * 4 training$2 health workers+ 2 20| PIC Members 29,071.42
of community workers) of 30 participants
Launch the program at the community level 5 regional launch of the program 5| RHDs (NaNA, RCH Ul 4,166.66

CHNs and PHOs, NG(

Follow up theémplementation of the dialogue and
decide together community activities

RHDs ( NaNA, RCH U
CHNs and PHOs, NG(

00

1 Hold dialogue with WCBA and their spouses | Continuous RHDs ( NaNA, RCH Ul 00
Nurse at clinic CHNs and PHOS(0s)
1 CHN conduct Home visits for couples Continuous RHDs ( NaNA, RCH Ul 8,000.00
CHNs and PHOs, NG(
1 Focus group discussion with WCBA and their 874 (1FG 41952| RHDs ( NaNA, RCH Ul 8,000.00
partner by VSGs and CHN. discussion/community/month)*12months* CHNs and PHOs, NG(
years
Monitor and document the approach Continuous RHDs (NaNA, RCH UY 12 285.71

CHNs and PHOs, NG(

1.1.2.Husbands' dialogue groups program

Design, develop and produce the husbands' Husbands' dialogue groups program's gu NaNA (Health 5,000.00
dialogue group program toolkit Promotion and
Education Directorate,
Media and Regional
HealthDirectorates)
Train and orient the community actors on the 5 regions * (2 trainings ( for health 20| NaNA (Health 23,571.42

program

Key Activities

workers)+ 2 orientations for community
workers and leaders) of 30 participants)

Details

Quantity

Promotion and
EducatiorDirectorate,
Media and Regional
Health Directorates)

Implementers

Resources

Year 1

Timeline
Year 2 Year3 Year 4 Year5




Launch the program at the community level

5 regional launch of thprogram

RHDs ( NaNA, RCH U
CHNSs and PHOs, NG(

4,166.66

Follow up the implementation of the
husbhands'dialogue group

RHDs ( NaNA, RCH U
CHNSs and PHOs, NG(

1 organize the husbands' dialogue groups 2 husbands groups* 1000 communities* 4 32000| RHDs ( NaNA, RCH Ul 229 761.9(
sessions (1 by quarter)*4 years CHNs and PHOs, NG(
1 Identify satisfied couple as community Continuous RHDs ( NaNA, RCH Ul 12 904.76
advocates and record their testimonie to be used CHNs and PHOs, NG(
during the dialogue groupessions
Monitor and document the approach Continuous RHDs ( NaNA, RCH Ut 12 000.00
CHNSs and PHOs, NG(
1.1.3. Peer to peer educatioprogram
Develop the peer to peer toolkit Peer to peer guide (to be integrated to th NaNA (Health 12,000.00
dialogue and decide together toolkit) Promotion and
Education Directorate,
Media and Regional
Health Directorates)
Identify the peer educators based on consensual| 2 pairs of peers by community 3496| RHDs ( NaNA, RCH Ul 12,000.00
criteria (head of women groups and their husban CHNs and PHOs, NG(
Train the peer educators 874 communities * 4 peers 3496| NaNA (Health 4,500.00

Promotion and
Education Directorate,
Media and Regional
Health Directorates)

Implement the peer to peer education community
activities

RHDs ( NaNA, RCH U
CHNSs and PHOs, NG(

14,285.71

1 peerto peer one o one education session

Key Activities

Details

Quantity

Page 3

RHDs ( NaNA, RCH U
CHNs and PHOs, NG(

Implementers

19,047.60

Resources

Year 1

Timeline

Year 2‘ Year 3 Year4 Year5
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1 Organize peers to peers grodpscussion
(Pregnant women circle)

874 communities * 1 peer to peer discuss
group with pregnant women*12 months*4
years

41952

RHDs ( NaNA, RCH U
CHNSs and PHOs, NG(

Monitor and document the approach

RHDs ( NaNA, RCH U
CHNs ant®PHOs, NGOs

12,285.71

1.1.4. Community mobilization

I Use community events as opportunities for
promotion and education.

874 communities * 1 event/quarter * 4
events*4 years

13984

RHDs ( NaNA, RCHit,
CHNSs and PHOs, NG(

20,809.52

1 community restitutions of the activities

874 communitie * 1 restitution / 6 months
2 restitutions* 4 years

6992

RHDs ( NaNA, RCH U
CHNs and PHOs, NG(

00

Intervention 1.2. Mass media focused 17,857.14
intervention to leverage community messages
and action, and foster participation
1.2.1. Develop broadcast an integrated mass
media campaign
Develop the identity andtrategic approach of the NaNA (Health
campaign Promotion and
- - Education Directorate,
Develop the SOW and brief creative Media and Regional 00
Design, develop and produce the communication Health Directorates) | 47,886.90

andpromotional materials

Key Activities

Details

Quantity

Resources

Timeline

Year 1 Yearz\ Year 3 Year4 Year5




Official launch of the integrated mass media 666.66
campaign
implemert the campaign 8,928.57
Monitor and evaluate the campaign 12,285.71
1.2.2. Develop integrated mukpisode radio
drama serial
1.2.3.ProduceTV and Radio spots on RMCNH | 1TVspots / stage (5 stages) + 5 radio spo 20| NaNA (Health 4,285.71
/stage Promotion and

Education Directorate,

Media and Regional

Health Directorates)
1.2.4.Health workers to conduct Live phone in | continued RHDg NaNA, RCH Uni 4,404.76
Radio, TV talk shows on RMCNH CHNs and PHOs, NG(
1.2.5.Phone audio message continued RHDs ( NaNA, RCH Ul 00

CHNSs and PHOs, NG(
1.2.6.Health communication unit Post informatior continued RHDg NaNA, RCH Uni 00

RMCNH on HEALTH FACE BOOK PAGES

CHNSs and PHOs, NG(

Result 2: mobilized communities and key

influencers to create long term normative
shifts towards desired behaviours and

support positive RMCNH behaviours
By theend of 2020 increase the percentage of mothetaw / Grand Ma, head of women groups in the Gambia who

1  Explain and recognise the benefits of adoption of the Key family practices
I  Are aware of the risks involved some of their norms and cultural practices
9  Discuss adoption of the key family practices with Women of Child Bearing Age and their spouse

I Are engaged to motivate and support mothers and fathers of children uiideto adopt the key family practices and utilize community nutrition and primary maternal and chilc

health services

1 Become champions on promoting the key family practices and utilization of community nutrition and primary maternal ahdatthildervices

1 Recognize the danger signs of maternal and

childhood ilinesses

O

Page 5
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1 Knowhow to do in case of appearance of danger signs
1  Advocate for mechanisms of referral at the community level
1 Are equipped with knowledge, skills and support materials to educate communities and promote key family practices

Traditional healers in the Gambia who
1 Refer caregivers of childramder five to the health facility

Traditional Communicators who:
1 Are engaged to promote key family practices

TC (drama groups) who:

1  Are equipped with knowledge and skills to educate communities and promote key family practices.

1  Are equipped with knowledge and skills to educate communities on appropriate and timely complementary feeding practices.
1 Are engaged to promote utilization of health care families and key family practices

2.1. Community intervention to foster dialogue _—

f  Community Health workers conduct family | continued RHDs (NaNA, RCH U
counseling including motheiis-law at the CHNs and PHOs, NG(
household level
1 VSG organize Grandmother community deba (1 debates / month / community)*874 41952
on the key family practices (groups of less than 2 communities*12months * 4 years

1 VSG organize grandmother support group foi 874 support groups 874
the promotion of the key family practices and
utilization of services

1 VSG invite health workers to intervene in the | continued
grandmothers community debates

Key Activities \ Details Quantity Implementers Resources Timeline

\ Year1l Year?2| Year3 Year4 Year5
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1 Identify and orient 874 head of women group;
874TCs, 120 drama groups, 874 VSGs and 874 |
on the key family practices and on IPC

73 orientations * 50 participants(3616)

73

1 Train 874 TCs, 480 drama groups members i
874 representatives of women groups to use
magnet theatre

27 training sessions of 50 participants

27

1T Heads of women’'s gro
with community members on kefamily practices

continued

Conduct orientation sessions for 874 tradition
healers on complementarities of traditional and
conventional medicine

18 orientations of 50 participants

18

Conduct orientation session on the referral
mechanism, 874 VSGs, 874 VDCs, 874 head of
women groups, 874 traditional healers

70 orientation sessions of 50 participants

70

1 Organize advocacy meetings with head of
womengroups, religious leaders; TCs, drama
groups, VSGs and VDCs for their engagement tg
promote key family practices and utilization of
services

1 advocacy meeting / community /
semester

1748

9 1dentify Leaders champion of thgromotion of
key family practices

once a year in each community (1*874
communities * 4 years)

3496

1 Use community events as opportunities for
promotion and education to promote the key fami
practice (for instance, bapteme fromote
postnatal visits using the traditional
communicators)

continued

RHDs ( NaNA, RCH U
CHNs and PHOs, NG(

Page 7
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1 Organize interactive community group
discussion based dahe projection of videos on the
key family practice with a handset video projectol

One projection / month / community for 4
years (1*874 community * 12 months*4
years)

41952

1 Conduct open field days on Maternal, Nutriti(
andchild health

continued

1 orentl748Me mber s of Mot he
conduct kabilo meetings on key family practices

35 orientation sessions of 50 participants

35

1 Community Health Nurse and villabkealth
wor kers conduct “banta
communities

continued

1 Conduct community quarterly feedback
meetings to assess progress and challenges

874 communities * 4 meetings * 4 years

13984

2.2. Mass media intervention to foster
participation

T Healthworkers conduct radio and television pan
discussions on the key family practices

continued

RHDs ( NaNA, RCH U
CHNs and PHOs, NG(

1Gr a n d mochampgian,d éaders of women
groups to intervene and give testimonial on radio
and TVshows

continued

RHDs ( NaNA, RCH U
CHNs and PHOs, NG(

fAnnualcontracting with community radios to continued RHDs ( NaNA, RCH U
broadcast messages and shows on the key famill CHNs and PHOs, NG(
practices

fNewspapeC Ol umn on” “ Dagi k a|Once/quarter NaNA (Health

Key Activities |

Details

Quantity

Promotion and
Education Directorate,
Media and Regional
Health Directorates)

Implementers

Yearl Year2 Year3 Year4 Yearbh



1 development, production and airing of radio ang NaNA (Health

TV spots Promotion and
Education Directorate,
Media and Regional
Health Directorates)

- Develop integrated muigpisode radio drama NaNA (Health

serial on the key family practices Promotion and
Education Directorate,
Media andRegional
Health Directorates)

Result 3: Reduced barriers to demand and access to community nutrition and primary maternal and child health services

By the end of 2020 increase the percentage of
Health workers in the Gambia who

9 Are skilled on IPC
1 acquire adequate knowledge and skills to provide qualitative community nutrition and maternal and child health services
9 feel confident to provide qualitative client providarteraction

By the end of 2020 increase the percentage®@fvice delivery pointin the Gambia who
adopt client friendly approach
3.1. Capacity strenghtening

f Trainhealth workers on face to face One training session / region once 15| NaNA (Health 25,714.28

communication and counselling each two years Promotion and
Education Directorate,

Media and Regional
Health Directorates)

1 Refreshment on the@rovision of community | One training session / region 5| NaNA (Health 12,000.00
nutrition and primary maternal and child health Promotion and
services Education Directorate,

Media and Regional

Health Directorates) ll

Key Activities Details Quantity Implementers Resources Timeline
Year1l Year2 Year3 Year4 Year5

Page 9
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1 Create certification program with recognition NaNA (Health 18,285.57

for Health workers who have completed IPC/C Promotion and
training and succeed to the 3/6 months follow up Education Directorate,
training Media aqd Regional

Health Directorates)
1 Develop materials and job aids to provide 500 by region 2500| NaNA (Health 00
guidance on counselling for adequate interaction Pf0m0t.i0n a'jd
clients of community nutrition and primary Education Directorate,

Media and Regional

maternal andchild health services Health Directorates)

3.2. Quality improvement process

1 Health centres Quality improvement process | 10 HC / region / year (10 HC * 5 200 | NaNA (Health 7,000.00

(accreditation) Regions * 4 years) Promotion and
Education Directorate,

Media and Regional
Health Directorates)

1 Organization of the accreditation program of | 10HC / region / year (10 HC * 5 200 | RHDs ( NaNA, RCH Ul 25 000.00

the health centre Regions * 4 years) CHNs and PHOs, NG(

f health workers champion of client provider | 01 Champion / region / year RHDs (NaNA, RCH Ul 5,000.00

interaction CHNs and PHOs, NG(

1 Promote the accreditation process through | 10 regional campaigns / year 40| RHDs (NaNA, RCH Ui 4,000.00

mass media CHNs and PHOs, NG(

i1  Broadcast using the handset projector a vidd 20 handsets projectors / region 100| RHDs ( NaNA, RCH Ui 00

on the servicesffered by a client friendly health CHNs and PHOs, NG(

center

Re 4 aAl)d > O O O alla g A ale al all0 0 ead a > O PIroYidicd ita > > > elo eneaod

By the end of 2020 increase the percentage of policy makers in the Ministries of Health, Ministry of agriculture and Nintaitioa, Council, National Assembly Health Select Committ
National Assembly SeleCommittee Women & Children, Association of Health Journalists (AOHJ)in the Gambia who

9  support increase of budgetary allocation for human resource, supplies, medicines and equipment for provision of clignt édemaunity nutrition and primgrmaternal and child
health services

1  support increase of budgetary allocation for WASH facilities at the community level O O O

By the end of 2020, MOH&SW will disseminate policy guidelines and protocols on the components of BirfgtBg@FWASH at all levels of the health system




4.1. Advocacy to leverage political will and
resource allocation for RMCNH services and
facilities
Design, develop and produce the advocacy toolk| 2500 advocacy toolkit 2500 NaNA(Health 00
Promotion and
Education Directorate,
Media and Regional
Health Directorates)
Organize advocacy technics and approach trainirf 01 training of 25 participants * 5 10 NaNA (Health 00
regions each 2 years Promotion and
EducatiorDirectorate,
Media and Regional
Health Directorates)
f Organise advocacy meeting with ( SMDH; | 2 workshops / year 8| NaNA (Health 6,000.00
National Assembly Health Select Committee / Promotion and
National Assembly Select Committee Women & Education Directorate,
Children ) to assess the funding gaps affecting '\HA:SE ﬂ?e?ti?ggz)l
adequate provision of RMNCH services
1 Organise advocacy Meeting with SBWMIDH to | continued NaNA (Health 00
have their support to allocate budgéne for Promotion and
RMCNH Education Directorate,
Media and Regional
Health Directorates)
f Organise workshop to share the policy 2 workshops / Year 8 | NaNA (Health 3,571.42
guidelines and protocols on the components of Promotion and
RMCNH with stake holders. Education Directorate,
Media and Regional
Health Directorates)

Key Activities

Details

Quantity

Page 11

Implementers

Resources
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1 Conductfamiliarization tour with key One familiarization tour by year 4| NaNA (Health 16,428.57
stakeholders (SMT, NAMs, National Assembly Promotion and
Health Select Committee / National Assembly Education Directorate,
Select Committee Women & Children, media Media an.d Regional
houses ..) to assess th Health Directorates)
facilities , community activities and havéatter
understanding of the RMNCH interventions and
needs
4.2. Media advocacy for hetter coverage of
RMCNH topics
1 Conduct work place session with media 5 work place sessions / semester 20| NaNA (Health 500.00
managers on the need to have high media cover Promotion and
of IYCF activities Education Directorate,
Mediaand Regional
Health Directorates)
f Organize training events with editors, One training event / semester 8| NaNA (Health 2,000.00
producers and policymakers for a better Promotion and
understanding of the RMCNH problematic, benef Education Directorate,
at the individual community and structural level a '\HA:SI'; Eg:?esti?;g:)l
how best theycan play a role in the promotion anc
advocacy for the RMCNH best practices and
utilization of services
1 Circulate press releases and project reports | Continuous NaNA (Health 5,000.00

and briefs

Promotion and
Education Directorate,
Media and Regional
Health Directorates)
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The SBCC strategy monitoring will be integrated in the project comprehensive routine
monitoring system and rigorous evaluation plan that focus on: (i) monitoring the activities to
ensure that they are implemented as planned (i.e. delivery of inputs, psceed outputs); (ii)
measuring the progress towards achieving the outcomes; and (iii) setting up a mechanism that
will allow the use of findings from routine monitoring for corrective actions during the
implementation; and (iv) measuring the impact of theogram on key health and nutrition
outcomes.

For monitoring and supervision, health facility and commumsipecific SBCC interventions
monitoring checklists will be developed for use by the RHT to monitor the implementation of
the SBCC interventionSugrvision will be carried out on a regular basis by the RHT and PIC
and in some extend the IEC task fardde emphasis will be on using the monitoring and
supervision findings to impve quality of implementation.

Page 0



Result Framework

Indicators table

Research
Objectives Activities Indicators need
By end of 2018, 20% of Focus group discussion Percentage of WCBA an
WCBA and partner in The (dialogue, Q&A), Home partner in The Gambia
Gambia will correctly visits who can correctly explain
explain how modern how modern
contraceptive works Orientation meeting, contraceptive works

Demonstration Stories
without end**
Live phone in Radio, TV tal

shows
By end of 2018, 30% of Focus group discussion Percentage of couples in
couples in the Gambia will ~ (dialogue, Q&A), Home the Gambia who make
have made decision jointly  visits joint decision on the use
on the use of Malern Community meeting, of Modern contraceptive
contraceptive Demonstration, Stories with their partners

without end

Live phone in Radio, TV tal

shows
By end of 2018, 30% of Home visits Proportion of acceptors
acceptors of modern Dialogue with women of modern contraceptive
contraceptive who have side during clinics days who have side effects an
effects will seek advice from returned for follow up to
service providers service providers

By end of 2018, 30% of Organize community
WCBA in The Gambia will  meetings o the benefits of Percentage of WCBA in

correctly explain the early ANC booking The Gambia who

benefits of early ANC correctly explain the

booking benefits of early ANC
booking

By end of 2020, mothers anc Conduct home visits to Percentage of mothers
couples seeking early care  discuss the importance of and couples seeking earl
for under fives will increase seeking early health care  care for under fives
to 80% Conduct orientation

meetings with the

community

Conduct phone in radio talk

shows, TV panel discussiol

Page 1
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Improving Maternal, Child Nutrition and Health

By the end of 2020,

percentage of mothers and

couples able to recognise
the danger signs of under
five will be increased by 20
percent

By the year 2018, mothers

and spouse will be aware of
when to introduce

complementary feeding

By end of 2020, mothers anc

couples seeking early care

for under- five at health
facilities will increase.

By the end of 2016, mothers

and spouses of children
under 5 willunderstand the

signs and causes of SAM an
seek early treatment at

health facilities

By the end of 2020, 80% of
households will have

toilets/latrine

By the end of 2020, 50% of
households will be trained
on waste management

By end of 2017, 50% of VSC

in the communitieswill

provide Informed choices to

couples on family planning

Conduct open field for
mothers and couples on
danger signs of unddives
Conduct orientation
meetings withTraditional
Communicators

Conduct radio talk shows,
TV panel discussion
Sensitization of
Postpartum mothers and
couples on the introduction
of complementary feeding
Conduct open field day
with the community on the
importance
complementary feeding
Conduct radio talk shows,
TV panel discussion
CHNs to conduct home
visits, and focus group
discussion

Conduct orientation
meetings with the
community

Conduct radio talk shows,
TV panel discussion
CHNs to conduct home
visits, and focus group
discussion

Conduct orientation
meetings with the
community

Group Discussions
Community triggering
Film shows

Radio and TV talks
Group Discussions
Sensitization by TCs
Radio and TV Talks
Orientation meeting with
VSGs on the benefits of
family planning

Conduct follow up visit to
communities on the use of
family planning by health
care workers

Percentage of mothers
and couples who
recognise the danger
signs of under five

Proportion of mothers
and spousevho are
aware of when to
introduce
complementary feeding

Proportion of mothers
and couples seeking earl
care for underfive at
health facilities

Proportion of mothers
and spouses of children
under 5 who undestand
the signs and causes of
SAM and seek early
treatment at health
facilities

Percentage of household
with toilets/latrine

Percentage of household
trained on waste
management
Percentage of VSGs who
provided nformed
choices to couples on FP




By end of 2019, 85% of VSC Orientation meeting with

will discuss the benefit of
early ANC with the
communities

By the end of the project,
50% of the VDQwill put in
an evacuation mechanism
for pregnant and postnatal

women with complication(s)

By the end of the project,

deliveries conducted by the
TBAs at community level will
be reduced from 37% to 10%

By the end of the project,
80% of health workers will
be trained on IPC skills

By end of 2018, 75% of
service delivery points will
adopt client friendly
approach

By end 2018, Health worker:

will acquire adequate
knowledge and skills on
SAM and its management

By end of 2017, MOH will
provide 15% of funds
required for the
procurement of modern
contraceptive

VSGs on the benefits early
ANC

Sensitization of the VDCs
on the importance of
evacuation mechanism for
pregnant and postnatal
women with
complication(s)
Sensitization of the TBAs o
the pdicy change regarding
their new role

Sensitization of the
communities on the new
role of the TBAs.

Training of the health care
workers on IPC

Monitoring and supervision
Conduct an appraisal
secessions

Training of health workers
on SAM management

Organise advocacy meetin
with SMTFMOH to justify
the need to allocate funds
for the procurement of
modern contraceptives

Have one and one
discussiorwith Minister

and Permanent Secretary
(PS) of MOH to have their
support to allocate budget
line for the procurement of
modern contraceptives

Percentage of VSGs whao
provided information on
the benefits of early ANC

Percentage of VDCs who
put in an evacuation
mechanism for pregnant
and postnatal women
with complication(s)

Proportion of TBAs
conducting home
deliveries

Percentage of health
workers trained on
Interpersonal
communication skills
Proportion ofservice
delivery points with client
friendly approach

Proportion of health
workers trained on SAM
management

Proportion of funds
provided by MOH for the
procurement of modern
contraceptive
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Improving Maternal, Child Nutrition and Health

By the end of the project,
policy makers MOH wiill
retain 80% of skilled health
workers

By end of the project, policy

makers in the Ministries of
Health and Finance will
increase budgetary
allocation for supplies,

medicines and equipment by

30%.

By end 2018, MOHSW will
provide 20% of the funds
required for the
implementation of IYCF
strategy

By the end of 2016,
MOH&SW and NaNA will
disseminate policy

guidelines and protocols on

the components of IYCF
strategy.

By the end of the project,
50% of the VDCQwill put in
an evacuation mechanism
for pregnant and postnatal

women with complication(s)

Conduct followup visit to
MOH, Minister and PS to
assess the status regarding
the state of affairs of the
proces

Conduct advocacy retreat
with MOH to justify the
need to have in place a
retention plan for skilled
health workers

Organise advocacy retreat
with MOH and MOF
regarding shortages of
supplies, medicines and
equipment in the health
care facilities

Conduct familiarization
visits to health care
facilities to assess the
current state ofsupplies,
medicines and equipment

Organise advocacy meetini
with SMTMOH to assess
the funding gaps affecting
the implementation of IYCF
strategy

Conduct follow up visit to
MOH to assess the state of
affairs regarding the
implementation of IYCF
strategy

Organise workshop to
share the policy guidelines
and protocols on the
components of IYCF
strategy with stake holders.

Sensitization of the VDCs
on the importance of
evacuation mechanism for
pregnant and postnatal
women with
complication(s)

Percentage of skilled
health workers retained
by MOH

Proportion of
Government budgetary
allocation to MOHSW

Proportion of funds
provided by MOHSW for
the implementation of
IYCF strategy

Proportion of kealth
facilities provided with
policy guidelines and
protocols on the
components of IYCF
strategy.

Percentage of VDCs whao
put in an evacuation
mechanism for pregnant
and postnatal women
with complication(s)




By the end of the projet

deliveries conducted by the
TBAs at community level will
be reduced from 37% to 10%

By end of 2018, 50% of
pregnant women will book
for ANC within the first
three months of pregnancy

By the end of 2018,
pregnant women will be
aware that breast milk has

adequate water for the child

By the end of the project, 50
% of husbands/ partners will

know the importance of
health facility delivery

By end 2018, 70% of
pregnant women will be
equipped with adequate
skills to practice exclusive
breastfeeding

By end2018, pregnant

women and partners will be

aware of the risks involved

in giving pre lacteal feeds to

new born babies.

By the end of the project,
60% of postnatal mothers
and partners will knowthe
importance of postnatal
care.

By end 2018, earlinitiation
of breastfeeding in the
communities will increase
from 52% to 60%.

Sensitization of the TBAS o
the policy change regarding
their new role

Sensitization of the
communities on the new
role of the TBAs.

Home visits,

Group discussions ( by
CHNs, VSGs, TCs
Community meetings
Community Radios

Film shows

Group discussions by CHN
VSGs.

Home visits by VSGs
Sensitization by TCs TV
and radio talk shows on
father’'s day
)

Home visits,

Group discussions by CHN
VSGs, TCs

Community meetings
Community Radios

Film show

Group discussions by VSG
CHNs

Home visits by VSGs ,CHN

Group discussions by VSG
CHNs

Home visits by VSGs CHN:
Community Meetings :
demonstrations of good
positioning and attachment
by VSGLHNSs, TCs
Orientation meeting with
postnatal care with
postnatal mothers
Conduct orientation
meeting with communities
on theimportance of
postnatal care

Conduct orientation
meetings with the
community on the benefits
of early initiation of
breastfeeding

Proportion of TBASs
conducting home
deliveries

Percentage of pregnant
women who booked for
ANC within the first three
months of pregnancy

Proportion of pregnant
women who are aware
that breast milk has
adequate water for the
child

Proportion of husbands/
partners who know the
importance of health
facility delivery

Percentage of pregnant
women equipped with
adequate skills to
practice exclusive
breastfeeding

Proportion of pregnant
women and partners who
are aware of the risks
involved in giving pre
lacteal feeds to new born
babies

Percentage of postnatal
mothers and partners
who knowthe
importance of postnatal
care.

Percentage of early
initiation of breastfeeding
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Improving Maternal, Child Nutrition and Health

By end 2018 50% of
breastfeeding mothers of
children 06 months will be
aware of the risks involved
in giving pre lacteal feeds

By end 2016, Postpartum
mothers and fatherwill
understand the importance
of vitamin A
supplementation.

By the end of 2018, Mothers

(children 6 23months) will
be aware of the different
classes of food and their
values.

By end 2016, Mothers of
children 659 months, and
partners will understand the
importance of vitamin A.

By end 2016mothers of

children 659 months will be
able to adhere to Vitamin A
supplementation schedule.

Conduct radio talk shows,
TV panel discussion

Sensitization of
breastfeeding mothers of
children 66 months on the
risk of pre lacteal feeds
Conductorientation
meetings with the
community on negative
effects of pre lacteal feeds
Sensitization of
Postpartum mothers and
couples on the importance
vitamin A supplementation
Conduct open field day
with the community on the
importance vitamin A
supplementation

Conduct radidalk shows,
TV panel discussion
CHNs to conduct home
visits, and focus group
discussion

Conduct orientation
meetings with the
community

Conduct radio talk shows,
TV panel discussion
Conduct home visits and
focus group discussion on
the importance of Vit A
Conduct orientation
meetings with the
community on the
importance of Vit A
Conduct radio talk shows,
TV panel discussion on the
importance of Vit A

CHNSs to conduct home
visits, and focus group
discussion

Conduct orientation
meetings with the
community

Conduct radio talk shows,
TV panel discussion

Proportion of
breastfeeding mothers of
children 86 months who
are aware of the risks
involved in giving pre
lacteal feeds

Proportion of Postpartum
mothers and father who
understand the
importance of vitamin A
supplementation.

Proportion of Mothers
(children 6 23months)
who are aware of the
different classes of food
and ther values.

Proportion of mothers of
children 659 months,
and partners who
understand the
importance of vitamin A

Proportion of mothers of
children 659 months
who adhere to Vitamin A
supplementation
schedule




By 2017, Mothers / care
givers of children under 5
years will be aware of the
importance of water
sanitation and hygiene

By end 2016,Mothers of
children 1259 months
.adhere to Deworming
schedule

By end 2016, mothers of
children 1259 months will

understand the importance

of deworming

By the end of 2017, MOH

and NaNA will allocate funds
for the orientation of all the
members of the Association
of Health Journalists on the

benefits of institutional

delivery and postnatal care

By the end of 2018, MOH

and NaNA will allocate funds

for orientation of 90% of

media practitioners on IYCF.

CHNgo conduct home
visits, and focus group
discussion

Conduct orientation
meetings with the
community

Conduct radio talk shows,
TV panel discussion

Conduct home visits, and
dialogue with mothers on
deworming schedule

Conduct orienta meetings

with the canmunity
Conduct radio talk shows,
TV panel discussion

CHNs to conduct home
visits, and focus group
discussion

Conduct orientation
meetings with the
community

Conduct radio talk shows,
TV panel discussion

Organise advocacy meetin

with MOH and NaNA to

justify the reed to orient all

members of AOHdn the
benefits of institutional

delivery and postnatal care

Conduct follow up visit to

MOH and NaNA to assess

the state of affairs

regardingthe orientation of

all the members of the
AOHJ on the benefits of
institutional delivery and
postnatal care

Organise advocacy meetin

with MOH and NaNA to
orient media practitioners
on the benefits of IYCF

Conduct follow up visit to

MOH and NaNA to assess

the statethe orientation of

Proportion of mothers /
caregivers of children
under 5 years who are
aware of the importance
of water sanitation and
hygiene

Proportion of mothers of
children 1259 months
who adhere to
dewormingschedule

Proportion of mothers of
children 1259 months
who understand the
importance of
deworming

Proportion of funds
allocated toall the
members of the
Association of Health
Journalists on the
benefits of institutional
delivery and postnatal
care

Proportion of funds
allocated tothe members
of media practitioners on
Infant and Young Child
Feeding
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TheGambia National Social and Behaviour Change Communication Strategy f

Improving Maternal, Child Nutrition and Health

By the end of 2016,
Nutrition council will
advocate for adequate staff
for the implementation of
the IYCF strategy.

By the end of 2016, 100% of
NAMs will be oriented by
MoH and NaNA on RH and
IYCF

By the end of 2016, NAMs
will advocate for funds for
the implementation of the
IYCF strategy

By the end of 2016, all
media houses will provide
95% coverage of IYCF
package ateast twice a
year.

By the end of 2020, 90% of
rural communities will have
safe water supply

By the end of 2020, 90% of
rural communities will have
established water and
sanitation committees

By the end of 2020, all
Municipalities and Area
Councils will put in place
proper waste management
system

media practitioners on the
benefits of IYE

Organise advocacy meetiny
with nutrition council to
brief them on the current
staff complement for the
implementation of IYCF
strategy

Organise advocacy retreat
to brief all the NAMS on RF
and IYCF

Conduct familiarization
tour with NAMs to assess
the state of health care
facilities implementing the
IYCF strategy

Conduct work place sessiol
with media managers on
the need to have high
media coverage of IYCF
activities

Organise advocacy meetiny
with DWR to assess the
current state of water
supply in the rural
communities

Conduct familiarization
tour to rural communities
to assess the state of watel
supply

Organise advocacy meetini
with DWR to justify the
need to have proper
management of water
supply in the communities

Organise advocacy meetini
with senior management of
the Municipalities and Area
Councils to justify the need
for proper waste
management system

Corduct familiarization
tour to current waste
dumping sites

Proportion of staff
advocated Nutrition
Council for the
implementation of the
IYCF strategy.

Proportion of NAMs
oriented on Reproductive
Health and Infant and
Young Child Feeding
Proportion of funds
advocated by NAMs

Yes

Proportion of media
houses providing
coverage of I'YCF packag
at least twice a year

Proportion of rural
communities who have
safe water supply

Proportion of rural
communities with
established water and
sanitation committees

Proportion of
Municipalities and Area
Councils with proper
waste management
system
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Improving Maternal, Child Nutrition and Health

Appendices

ANNEXE H Colected document used for the situation analysis

1.

10

11

Early Childhood and Careevelopment (ECCL Ministry of Basic and Seconde 2010
Communication and Advocacy Strategy Education (MoBSE)'he Gambia

Gambia Demographic and Health Surv Republic of The Gambia  Gam 2013
Preliminary -Report Without Results of HI\ Bureau of Statistics
Prevalence MEASURE DHS ICF International

Gender Communication and Advocacy Strate Women's Bureau Marina Parade October/

(GCAS) Banjul November
2008
aAyAaidNe 27T | S+ £ & K Ministry of Health and Social Welfa May 2010

Strategic Plan 20102014

National Health Promotion and Education Polit Ministry of Health and Social Welfa January
F2NJ 6KS DFYOoAlF at NBY 2013

I KSIFfGK& ROI20VOALFE HAI

National Nutrition policy 2010 2020 NaNA National Nutrition Agency  April 2010

Nutrition Communication Strategy, 20122015 NaNA National Nutrition Agency  May 2012

Strategic Plan (2014 2015)for implementation MOH&SW NaNA May 2011
of the National Nutrition Programme, Detailed

cost tables

Health seeking Behaviour and out of Pock MOH&SW NaNA April 2014

Expenditures on Maternal Child and Adolesce
Health- Report

A Rapid assessment of the Gambia PHC April 2014
Community Health & Nutrition Structures: /
Mixed methods Approaclit Report

National Reproductive & Child Health Progran Republic of Gambia / Department
Strategic Framework & Plan 2002014 State for Health



13

12

13

14

Report on Integrated Management of Neonati MOHSW UNICEF WHO May 2014

and Childhood lliness Health Facility SurvElge

Gambia-

National Reproductive Health Policy

2007-2014

Safe Motherhood Needs Assessment

Republic of Gambia / Department Draft
Statefor Health

Family Health Division Department January
State for Health & Social Welfare 2001
collaboration with World Healtt
Organization

The Gambia National Strategy for sanitation at MOH&SW March 2011

Hygiene 20112016

www.childinfo.org/files/Countdown

2015_Gambia.pdf]
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