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module 18:  Community Mobilisation and Linkages
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	Total Module Time:
170 minutes (2 hours 50 minutes)


Learning Objectives
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	After completing this module, participants will be able to:

· Understand why it is important to involve communities in healthcare initiatives
· Understand the 5 steps to involving the community in an initiative

· Discuss the ten steps in an advocacy campaign 
· Understand when and how to make a referral


Module Content
Session 1: Community Participation and Community Mobilisation
Session 2: Linkages and Referrals 
Session 1: Community Participation and Community Mobilisation
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	Total Session Time:
90 minutes (1 hour 30 minutes)


Learning Objectives
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	After completing this session, participants will be able to:

· Understand why it is important to involve communities in healthcare initiatives
· Understand the 5 steps to involving the community in an initiative

· Discuss the ten steps in an advocacy campaign


Weaknesses in our health services
Maternal and infant mortality remain major challenges in Cameroon. Indeed, the maternal mortality increased from 2004 to 2011, from 669 to 782 deaths per 100,000 live births.  The number of women attending antenatal care is still low: only 38% attend the first visit (at about 16 weeks gestation) and 20% the 4th (at 38 weeks gestation).  The proportion of women who received assistance at delivery was 64% (EDS-MICS).  Not surprisingly only 45% of HIV-positive pregnant women received ARVs in 2010.  Although this represents an impressive gain over the previous year (when 33% of HIV-infected pregnant women received ARVs), it is far short of our target.  

The Ministry of Health recognises that there are a number of weaknesses that limit effectiveness of services, not just Maternal Newborn Child Health and Family Planning Services including PMTCT and EmONC: 

· Low utilisation of health services by women and children

· Insufficient number of skilled healthcare providers

· Lack of psychosocial support at all levels

· Weakness of community mobilisation for MNCH and FP Services
These weaknesses are exacerbated by cultural issues and traditions such as women’s lack of decision-making power.

Revised health sector strategy

The Government of Cameroon has recently revised its health sector strategy, with emphasis on improving the availability and utilisation of quality health care services to accelerate progress in achievement of the health sector Millennium Development Goals (MDGs).  Priorities include the following:

· Strengthen the health system performance to improve health outcomes in MDGs 5 (reducing maternal mortality) and 6 (combat HIV, malaria, and other diseases). 

· Provide a comprehensive package of services integrating prevention-of-mother-to-child-transmission of HIV (PMTCT) interventions into Maternal, Neonatal and Child Health Services (MNCH) and Family Planning Services (FP). 

· Increase the capacity of government and civil society to provide a minimum package of HIV prevention services, with particular focus on most-at-risk and vulnerable populations. 
Involving the community to address health challenges
Although much of the work towards MDGs 5 and 6 and other national goals will occur in pre-service education, in-service education of healthcare providers and addressed through funding of resources to healthcare facilities, no effort will succeed without the support of the community.  No matter how hard the Government of Cameroon works towards addressing maternal mortality, all efforts will be in vain unless the community agrees with these goals and supports the steps to achieving the goals.  

Community mobilisation is the key to providing the community with the information they need to participate in efforts designed to improve their health.  It is important to note that community mobilisation efforts are supported by larger communication campaigns, such as radio, magazine, newspaper and billboard campaigns.  

Community mobilisation

The aim of community mobilisation is for healthcare services to create a true partnership with the community.  It is important to involve communities at all stages of healthcare service development:  needs identification, planning, implementation, monitoring, and evaluation.  Community mobilisation focuses on the participation of people themselves to define and meet their own needs.  Involvement of the community ensures that services for the community meet their needs.  
Community mobilisation for maternal, newborn, child health, including HIV prevention aims to sensitise communities to improve maternal and child survival through informed life choices and use of health services. Community mobilisation is supported by a number of healthcare based initiatives, including: 

· Involvement of male partners

· Capacity building of healthcare providers and community stakeholders

· Advocacy and the development of partnerships with civil society organisations and the private sector
Community participation is useful and necessary to strengthen the functioning and use of health services and improving the overall well-being of the population.  Community participation is when members of the community exercise their right to participate in the planning, implementation, monitoring and evaluation of services that affect their community.  
The Community Worker
The community-based health worker who works to address the health-related issues of the community is referred to as a Community Worker.  The Community Worker is the man or woman, chosen by the community and trained to work with local residents to improve individual and community health.  The Community Worker typically comes from the community in which he works.  This person can be: 

· A representative of an association, support group, or other community, religious or non-governmental organisation
	The Community Worker serves as a liaison between the community and the healthcare facility. He or she ensures the continuum of prevention, care and support between the facility and the community. To this end, she is responsible for informing community members about health-related issues and solutions and for informing healthcare staff about the health-related needs, expectations and barriers faced by the community. 


· A healthcare facility client, for example a pregnant woman, a parent, the spouse of a pregnant woman, family member of a client

· A healthcare provider

· A traditional birth attendant (TBA)
· Community leader or other decision maker such as an elected official, traditional leader, village chief, religious leader, unofficial opinion leader
The Community Worker typically targets:

· Those in need of health services, for example pregnant women, parents, people at risk of HIV, people in need of family planning, those experiencing declining health due to age or illness.
· Community groups and stakeholders that influence opinions about healthcare and health-related practices, for example traditional healers positioned to encourage young men to get circumcised, elderly who are trusted to promote condom use, TBAs who are trusted in advising pregnant women.

The Community Worker is typically hired and managed by the health facility but responsible to the community.  As such he or she must be acceptable to both parties, able to articulate the needs and goals of both parties, and motivated to advocate on behalf of the community.  He or she is trained by staff at the healthcare facility, provided with supportive management, and his or her work is tracked, monitored and evaluated regularly.  Qualities of a Community Worker include the following:

· Courteous, patient, calm, respectful, tolerant, humble, quiet, persuasive
· Knowledgeable and able to read and write and willing to refer to others and written resources when he or she doesn’t know an answer

· Able to keep individual information confidential

· Compelling public speaker  

· Respects the local culture 
The Community Worker is typically responsible for:

· Providing community-based (either through formal or informal group presentations or one-to-one or family based education) education and information about health-related issues.

· Referring clients to the healthcare facility

· Outreaching to clients who need medical care or have missed their appointments

· Promoting healthy practice and lifestyle (anything from use of condoms to prevent STIs, to modern family planning, exclusive breastfeeding for the first 6 months of life, preparation for childbirth, tetanus vaccination, education on danger signs during pregnancy, food hygiene, etc)

· Offering nutritional counselling

· Correcting health-related misperceptions

· Adherence support including directly observed therapy for TB treatment

· Supporting home base care for those with long-term or chronic illnesses

· Preventing violence, especially violence against women and children
· Accompanying clients who have been referred from one healthcare facility to another

· Supporting partner involvement and partner HIV testing

· Providing support for the legal rights of those who have been discriminated, for example the person with HIV who just lost his job or the young woman who was denied family planning

The Community Worker must log his or her work on a daily basis, with weekly or monthly reports that include information such as: 
· Number of educational presentations conducted 
· Number of home visits

· Number of clients referred to the healthcare facility

· Number of missed appointments followed up

Do community-based interventions work? 

The resounding answer to that question is yes.  Take for example Project Accept, a community-based intervention designed to make voluntary HIV testing and counselling more accessible.  Project Accept, which was funded by the National Institutes of Health in the United States, included 48 community-based HIV testing and counselling projects in Tanzania, South Africa, Zimbabwe, and Thailand.  The goal of Project Accept was to find out if a community-based HIV prevention program could reduce the rate of new HIV infections, increase HIV testing rates, and reduce high-risk sexual behaviours in comparison to standard HIV testing and counselling provided in the clinic setting.

For 3 years, individuals in all 48 communities received either the community-based interventions or standard clinic-based voluntary testing and counselling.  The community-based intervention included the following:
· Mobilising communities through stakeholder meetings, HIV education, and outreach to change community norms about HIV awareness, particularly the benefit of knowing one’s HIV status

· Increasing access to voluntary testing and counselling through free rapid testing in mobile vans with referrals to post-test services, including counselling, health care and social services assistance. 
· Providing post-test support services such as workshops on stigma reduction and support groups for infected individuals

· Providing feedback to researchers to rapidly assess how the interventions were working

The researchers found that HIV testing increased by 45% among men and 15% among women who received the community-based intervention, as compared to individuals who received the clinic-based intervention. Based on this increased testing, the community intervention group experienced an almost 4-fold increase in the detection of new HIV cases at 3 of the sites. HIV-infected participants in the community-based intervention sites reported 18% fewer sexual partners and 30% fewer concurrent sexual partners.

The study concluded that community-based interventions designed to make voluntary HIV testing and counselling more accessible can increase the number of people who know their HIV status, and can prompt people—especially those at high risk for infection—to adopt safer sexual practices.
  Although similar community-based interventions in our own country (such as those during social events or HIV testing campaigns organized around World AIDS Day, school holidays [Vacances sans Sida], agro-pastoral show, etc.) may not have been formally evaluated, it is quite likely that such interventions—particularly where HIV testing is provided—are yielding similar successes.  

Other community-based roles
The Community Worker is not the only cadre responsible for working with the community.  All staff at a healthcare facility are responsible for ensuring that they are familiar with the local community, its values and culture.  Without that knowledge he or she won’t be able to relate to clients or formulate meaningful health education messages.  All healthcare providers must be familiar with the resources in a community.  The continuum of care at a health facility is complemented by these community resources: support groups, faith-based organisations, and other community-based organisations that can offer housing, nutritional, legal and practical services.  

Every health facility manager is responsible for ensuring that his or her staff knows the local community and has actually visited the community-based services that are an important part of the continuum of care locally.  A step-by-step guide to community participation for healthcare providers and Community Workers at all levels follows in the next section.
Community participation—step-by-step 
There are 5 steps to developing a project with the community who will eventually be served by the project.  The following steps describe how to involve the community to establish a project to meet the needs of PMTCT, family planning and EmONC clients in our area.

Step 1: Meet with community leaders

Meet with community leaders: governmental (local, department, national), church, traditional, media, and other leaders to:

· Learn more about the issues faced by clients 

· Understand the attitudes of leadership toward clients
· Gain the support and respect of the leadership 

· Inform leadership of your assessment of the issues faced by the community and the solutions you have in mind to meet these needs

Some questions to guide meetings with leaders:

· What community resources and services exist (financial or other, such as existing community committees) for people in our community?

· What is the attitude of the community towards family planning? PMTCT? EmONC?

· Estimates on the numbers of clients and their needs

· What do you think are the priorities for family planning/PMTCT/EmONC programs?

· Who should we be partnering with on this project?

Step 2: Hold community meetings

Once community leaders have been consulted, the next step is to hold a series of community meeting about the project being planned.  As a healthcare provider, your role is facilitator: encourage community members to come and discuss the needs of clients and their suggestions for meeting these needs.  

Community meetings should be held at convenient times and places (market days, country Sundays).  A wide range of community stakeholders should be invited to the meetings, including:

· Community-based organisations (CBOs) and NGOs (including your own and others)

· Government departments in the community

· Churches and other faith-based organisations

· Schools, including teachers and principals

· Other educational institutions, such as vocational schools or non-formal schools

· Traditional leaders

· Women’s groups

· Youth groups

· Healthcare facilities and outreach programs

· Political leaders in the community

· Micro-finance and micro-credit groups

· Human rights and advocacy groups

· Healthcare facility clients
· Support groups for people living with HIV or other client groups
· Local businesses

During these meetings, the healthcare provider’s focus should be on building rapport, listening, and being flexible and open to all thoughts and suggestions.  

During the community stakeholder meetings there are many important things to discuss:

· Introduce yourself, your colleagues, your organisation, and your role
· Discuss problems (and solutions) with health services
· Discuss the ways in which HIV, EmONC, and other health-related issues have affected the community

· Identify community-based responses that are already taking place, what is and is not working 

· Identify gaps and unmet needs 

· Decide on the next steps to jointly implement activities to support health and health-related activities in the community

· Plan the next meeting

Note that not all of the topics listed above will be addressed at a single meeting.  The first meeting might focus on problems, responses and unmet needs, and later meetings on solutions.  

Involving clients in community stakeholder meetings

Potential clients from all ethnic, social and cultural backgrounds should be invited to community stakeholder meetings.  This is a first step in having clients participate in projects.  Encouraging clients to talk  will help them advocate for their own needs.  

Step 3: Assessment of needs

A needs assessment is when information on the needs of potential clients and their families is gathered.  In this stage, healthcare providers talk to key people (including those represented during meetings with leaders, Step 1, and in community meetings, Step 2) to discuss problems faced by clients.  
There are many different ways to collect information during the needs assessment.  Remember, the idea is to collect information WITH the community, not just on the community situation.

· Interviews (with teachers, community leaders, caretakers, nurses, traditional healers, social workers, and others)

· Focus groups (with teachers, caretakers, staff of community-based organisations, health service providers, home-based care workers, and others)

· Observation (spend time as a silent observer in the community—visit schools, markets, clinics, churches, mosques, other places of worship and places where children play)

It is important to write down information during the needs assessment, but make sure that this does not make people uncomfortable.  Be sure that the information is kept as private as possible.  

Step 4: Analysis of client needs 

After a needs assessment is conducted, the information needs to be assembled and analysed.  If possible, several healthcare providers can meet to discuss the findings.  As a group they can answer the questions:

· What are the most critical needs?

· Which clients are considered to be the most vulnerable? 

· What specific health, education, psychosocial, and other needs have been identified?

· What community, family, and cultural structures exist that could support our cause?

· What community or family practices are NOT supporting our cause?

· What are the suggested solutions to meet the most critical needs?

· What resources are available—people, organisations, materials?

· What are the resources gaps?

· How can clients best participate in project design and implementation? 

It may be helpful to make summary notes on each topic.  After healthcare providers have come to an agreement, it is helpful to bring members of the community together to discuss the outcomes of the needs assessment.  Invite everyone that participated in the needs assessment interview, focus groups, and mapping to join the meeting and share the major findings.  Then, facilitate a discussion in which community members come up with their list of recommendations and a plan of action to address the issues together. 

Step 5: Taking action 

In the next phase, the community decides on their plan of action.  Then they carry out this plan of action, supported by healthcare providers and the organisations they represent.  Create an “Action Plan” using the list of recommendations or solutions agreed by the community in step 4.  Break these recommendations down into concrete action steps.  All action plans should be realistic and include how and when they will be implemented.  Have the community decide who will be responsible, when the action will be taken, how we will know the activity has been completed, and how we will measure our own progress. 

Skills for advocacy

	Advocacy

Advocacy is an organised effort to change unhelpful laws, policies, practices or behaviour.  It is about social change—creating an environment where specific goals can be achieved.  Advocacy can take many forms, including: 

· Quiet persuasion—to encourage other people to speak out on the issue

· Confrontation—to publicise the issue and influence people.


The following steps are needed for advocacy: 

· Plan a campaign that will succeed in changing people’s behaviour.

· Tell people what the issue is and persuade them to support the issue.

· Find others who agree to support the cause.

Everyone is responsible for advocacy, whether a clinic-based healthcare provider or a Community Worker.  Ten steps in an advocacy campaign follow.
1. Clearly state the problem or issue: Identify the issue that needs to be addressed through an advocacy campaign.  

· Do others in the community agree that this is an issue?

· Is this issue deeply felt—are people angry or frustrated about this?

· Will your campaign bring about real improvement in people’s lives?

· Can you win on this issue?

2. Develop a goal and a set of objectives.

3. Identify the target audience(s).  Who do you want to hear your messages?

4. Identify groups who are affected by the campaign.  Is it just women? Is it just people of reproductive age? Or is it the wider community?

5. Formulate the advocacy message and identify the methods to get the message out to the target audience (e.g. meetings, drama, media).  The most powerful responses are those that make people stop and think, rather than attacking responses that make people defensive.  Examples of powerful responses:

· Healthcare is a right, not a privilege! 

· You are probably not aware that you are stigmatising people with HIV.

· You only need to sleep with one person to get HIV.

· All couples have a right to determine the size of their families.

· All women have the right to a healthy pregnancy and delivery.

6. Prepare a plan of action and schedule of activities.  
7. Identify resource requirements (human, organisational, financial).

8. Get support and brief key players, e.g. NGOs, government.  Look for key leaders who will support your campaign and influence others.  Don’t assume that they are opposed.  They may already be convinced that clients need more services.  In many cases the leaders will not be adequately informed about the issue.  Your job is to explain the issue and its importance clearly and persuasively.  Use words and arguments from their perspective. Get them talking and help them see the issue from their own experience.

9. Identify monitoring and evaluation criteria and indicators.  How will you know if your campaign has been successful?  See Module 20 for more information on monitoring and evaluation.

10. Assess success or failure and determine next steps.

Session 2: Linkages and referrals 
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	Total Session Time:
80 minutes 


Learning Objectives
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	After completing this session, participants will be able to:

· Understand when and how to make a referral



Goal and definitions

It is impossible for one organisation to provide the wide range of services that clients and their families need.  Healthcare providers need to partner with and refer to governmental, community-based, faith-based, and other organisations that provide care, treatment, and support services for clients and their families.  Relationships between organisations in the community can help clients access the services and support they need.  In smaller communities, referrals may take place informally, while in larger communities, the process may need to be more complex and systematised.

Referrals are the guided movement of clients to obtain services based on their specific needs.  A referral may involve sending a client from one health institution to another organisation, person or entity to ensure the client has access to all of the services he or she needs.  The referral can be to a higher level health institution or to a community-based, private or other organisation or entity.  When the referral is for an emergency, it is usually called an evacuation. Referrals can be made for a client or his/her family.
The goal of a referral is to ensure continuity in care, treatment and support, including the prevention of complications and emergencies.  

Counter-referral: When the original (referring) agency receives a report from the receiving agency for reporting purposes or to monitor client’s care and ensure continuity.  The counter-referral can be the client reporting back to the referring organisation or it can be the return of a form (by post or courier, for example) documenting the referral findings and recommendations.

Criteria for referral

The person(s) should be referred to another service under the following circumstances:

· Client, caretaker, or family member has unmet needs

· Unavailability or inaccessibility of services and resources
· Client, caretaker, or family request 

Developing a referral network

Providing a referral to a client is more than just handing a piece of paper to a client.  Functioning referral networks require that healthcare providers are familiar with all of the programs and services that are available to clients.  If an agency has been actively involved in community-based work, including community mobilisation efforts, then they should already be familiar with the continuum of care provided by statutory and non-statutory agencies in the area.
Referral networks take time and commitment to create and maintain.  The first step in creating a network is to list all possible referral resources and to create a list of these services.  A referral network can include the following:

· A designated referral person at each of the agencies, who will be the first contact for people referred.  This person will handle any paperwork involved in processing referrals and attend meetings

· A standard referral form (see Appendix 3) that all agencies can give to people and use for managing referrals

· A system that tracks referrals and lets members know when a referral has been successfully completed 
Where possible, the referral network will also include:

· A lead community agency to coordinate the referral system
· A multidisciplinary team (opinion leaders and other partners)
· Regular meetings or other ways to communicate (e.g., telephone) 

Or if there are too few organisations, or too few interested organisations, to establish a formal referral network, then any healthcare provider can establish such a network for their clients:

· Find out who provides complementary services in the area.  Ask clients, co-workers, neighbours.  

· Contact a key individual at each of the agencies on the list and make an appointment to visit that person.  

· When visiting partner agencies, find out about the history of the organisation, who they serve, how to refer clients, hours of opening, what special paperwork will be needed by any new client, etc (see Table 1).
· The establishment of a professional relationship—even that initiated over a single meeting—will make it comfortable to refer clients to that organisation and help clients overcome barriers to attending.  

Steps in the referral process

The steps in the referral process should include:

Step 1

Assess client’s care needs.  

Step 2

Outline the services available.  What is suitable in terms of distance and cost? If the referral is an emergency, once the referral institution has been determined and agreed, phone the referral agency that the patient is on his/her way.
Step 3

Assess the possible barriers to the client attending a referral e.g. lack of transportation, work schedule, prohibitive cost, and fear of stigma.  Explain why you are referring her to another organisation.  A client who understands why she is going for an appointment is more likely to keep the appointment. 
If the referral is an emergency, for example to a higher level institution, work with the family to arrange transportation.
Step 4

Document the referral on a counter-referral form, including date and any additional information needed by the referral agency, e.g., age.  A sample form is included as Appendix 3.

Step 5

Make sure the client knows that you will maintain confidentiality when referring her to a community agency.

Step 6
	Reducing barriers to referrals

If a client does not want to go to another agency, ask them why.  Reasons may include cost, transportation, child care, lack of support at home, fear of the unknown, or not understanding the benefits of the referral.  Work with them to address these barriers to care and encourage her to seek the services they need.


Give the client a list of other available services with addresses, telephone numbers, and hours of operation. 

Step 7

After the client has gone to the appointment, ask her for feedback on the quality of services attended.  Review the counter-referral form for next steps for this client, including long term monitoring, additional services that may be needed (e.g., laboratory) and follow up. 
Step 8

Reassess barriers.

Referrals to a higher level health institution

Some referrals will be to a higher level health institution.  The health system is organised in 3 levels with each level having administrative structures, health institutions and dialogue structures with specific functions:

· Central level: design

· Intermediate level: technical support

· Peripheral level : operational or implementation

Figure 1: Levels of referral and counter-referral

    Levels
Healthcare facilities and links
Referral levels
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Any patient with a care, treatment or support need that cannot be met at the local health facility should be immediately referred to a higher level institution.  All health facilities should have in place an up-to-date listing of contacts at higher level facilities, to expedite emergency referrals.  These referrals should also be documented with a referral and counter-referral form, such as that in Appendix 3.

Community resource worksheet

	Exercise 1: Community resources worksheet, small group exercise

	Purpose
	· Identify the of services in the community available for our clients

	Activity


	Participants will be divided into small groups by geographical location or agency.  Participants will have about 30 minutes to complete the Community Resources Worksheet in Table 1, below.  Participants are unlikely to have all of the information available to complete all of the cells in the table.  They should identify how they will find out more information about each agency and how they will complete the table after the training.  

The trainer will facilitate a discussion once the small groups reconvene.  


Table 1: Community resources to support family planning/PMTCT/EmONC clients 

	Type of organisation
	Contact information
	Notes

	Family Planning Services
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	

	MNCH Services
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	

	HIV counselling and testing services
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	

	Abortion services
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	

	Community- and faith-based organisations
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	

	Approved Treatment Centre
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	

	Support groups
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	

	Other
	Name of agency:

Contact person:

Address:

Telephone number:

Fees:

Hours:
	


Module key points 

	Module 18 Key Points

· Community mobilisation is one strategy, in a multi-prong approach, to addresses some of the gaps in our health services and help in achieving national targets including the MDGs.  
· These are the 5 key steps to involving the community when establishing a new facility or initiative or when making changes to an established service:
· Step 1: Meet with community leaders

· Step 2: Hold community meetings

· Step 3: Assessment of needs

· Step 4: Analysis of client needs 

· Step 5: Taking action 

· Advocacy is an organised effort to change unhelpful laws, policies, practices or behaviour.  It is about social change—creating an environment where specific goals can be achieved.  The following skills are needed for advocacy work: 

· Plan a campaign that will succeed in changing people’s behaviour.

· Tell people what the issue is and persuade them to support the issue.

· Find others who agree to support the cause.
· Referrals are the guided movement of clients to obtain services based on their specific needs.  The referral can be to a higher level health institution or to a community-based, private or other organisation or entity.  

· The goal of a referral is to ensure continuity in care, treatment and support, including the prevention of complications and emergencies.  

· Criteria for referral

· The person(s) should be referred to another service under the following circumstances:

· Client, caretaker, or family member has unmet needs

· Unavailability or inaccessibility of services and resources
· Client, caretaker, or family request 

· The first step in creating a network is to list all possible referral resources and to create a list of these services.  



Appendix 1: Community Action Planning Template
	Key recommendation: 

	Action steps
	Who is responsible?
	What information or resources are needed?
	Timeline
	How progress be measured?

	
	
	· 
	
	· 

	
	
	· 
	
	· 

	
	
	· 
	
	· 

	
	
	· 
	
	· 

	
	
	· 
	
	· 


Appendix 2: Sample Community Action Plan
	Key recommendation: Encourage and support male involvement in MNCH Services. 

	Action steps
	Who is responsible?
	What information or resources are needed?
	Timeline
	How progress be measured?

	Find out what other facilities/areas are doing to involve men in MNCH services
	Project lead (healthcare provider)
	· Undertake computer-based literature search

· Talk to colleagues in this area and from other areas to get their ideas

· Attend community meetings to get ideas from the community
	January–March
	· Development of an action plan that includes at least 10 potential ideas to involve men in MNCH Services

	Get community support for the action plan
	Healthcare provider and community workers
	· Present the action plan at community meetings, get input, revise as suggested
	March
	· Approval of action plan by facility management and at key community meetings

	Initiate a community mobilisation campaign focusing on the role of men in the family


	Healthcare providers and community workers
	· Develop a presentation that can be given at community group meetings

· Approach community groups, ask to make a presentation at a meeting
	April–June to develop and test presentation
	· Give at least 25 presentations in year 1

	Modify health services to attract male partners
	Healthcare providers and managers
	· Expand opening hours to weekends and evenings

· When there is a queue for clinic services, prioritise patients accompanied by their spouse

· Provide men with health services when they accompany their partners to antenatal care or Infant Welfare Clinic

· Expand the list of ideas based on community discussions
	June- September
	· Number of suggestions implemented by September

	
	
	· 
	
	· 


Appendix 3: Sample Referral/Counter-referral Form

· Referring organisations: fill out Part A and ask person to take it to the receiving agency. 

· Receiving agency: fill out Part B and either return it directly to the referring agency or ask the person to return it to the referring agency at next visit.
	Part A: Referral Slip: To be filled out by the agency making the referral (referring agency)

	Date of Referral: 

	Name or Initials of Client:
	Date of Birth: 

	Address/phone number:


	Sex:

	Referred from (Agency Name):

	Person:
	Address/phone number:



	Referred to (Agency Name):

	Person:
	Address/phone number:



	Reason for Referral:

	Urgency of referral:

(  Urgent          (  Average           (  Low


	Part B: Services Provided: To be filled out by the agency fulfilling the referral

	Date: 

	Services provided:
(  Services provided: ______________________________________________________
________________________________________________________________________
(  Services completed as requested: _____ Yes     _____ No

(  Follow-up needed:  services: ____________     _____________     _____________

(  Date for follow-up: _________

	Additional comments (use back of form, if needed): 


�  	National Institute of Mental Health. 2013. NIH-funded Study Finds Community-based Efforts Increase HIV Testing, Prompt Behavior Change. Available at: � HYPERLINK "http://www.nimh.nih.gov/news/science-news/2013/nih-funded-study-finds-community-based-efforts-increase-hiv-testing-prompt-behavior-change.shtml" �http://www.nimh.nih.gov/news/science-news/2013/nih-funded-study-finds-community-based-efforts-increase-hiv-testing-prompt-behavior-change.shtml�. 
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