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Introduction by Save the Children 
 
In 2004, as part of a community-based maternal and newborn care intervention carried 
out in partnership with Save the Children’s Saving Newborn Lives initiative in Malawi, 
the Ekwendeni Church of Central Africa Presbyterian (CCAP) Mission Hospital, a 
member of the Christian Health Association of Malawi (CHAM), trained nearly 4,000 
agogo (grandparents) to be mobilisers for positive change in maternal and newborn 
health. Ekwendeni decided to train agogo to support behaviour change communication 
(BCC) because, as elders, they are trusted and listened to in their communities. 
Grandmothers function as close advisors to their daughters and daughters-in-law; and 
grandfathers carry a great deal of influence in the household and in the community, 
especially for decision making. Agogo are also gatekeepers and custodians of traditional 
practices, some of which may be harmful to the health of mothers and newborns. 
Communities selected agogo for training who were older than 50, had at least one 
grandchild, were good communicators, knew the local traditions, and were respected in 
their community.   
 
In order to refine, document, and package the Agogo Approach for dissemination, Save 
the Children continued to support Ekwendeni through a sub-grant from September 2007 
to March 2009 as part of its Malawi Newborn Health Programme, co-funded by the 
United States Agency for International Development (USAID) Child Survival and Health 
Grant Programme (CSHGP) and the second phase of SNL. 
 
Prior to initiation of the sub-grant, Save the Children engaged Judi Aubel, Founder and 
Director of The Grandmother Project based in Rome, to assist Ekwendeni with a 
qualitative assessment of the Agogo Approach (Annex E) to inform expansion, 
documentation and packaging. During the period of the sub-grant, Ekwendeni staff 
trained or re-trained 4,100 agogo (1,635 males and 2,375 females). Of those trained, 
3,090 agogo from the Ekwendeni catchment area received a two-day refresher training; 
and 1,010 newly recruited agogo from four government health centres received an initial 
three-day training. These trained agogo came from 487 villages representing 100% 
coverage of the Ekwendeni catchment area and approximately 90% coverage of the four 
government health centre areas (Mtwalo Health Centre, Enukweni Maternity, Khuyuku 
Health Centre, Emsizini Health Centre) that Ekwendeni serves under a service agreement 
with the Mzimba District Health Management Team (DHMT). The training package was 
developed during a workshop with relevant stakeholders in maternal and newborn health, 
and Save the Children staff co-facilitated the initial trainings. 
 
The agogo training took place over the course of a year, and the training of the final 
group of grandparents coincided with Ekwendeni’s opening of a new maternity facility 
and adding ten new maternity beds. Between 2006 and 2008, facility-based deliveries in 
the Ekwendeni catchment area had increased by about 21%.  
 
In mid-2008, in order to assist Ekwendeni with documentation and packaging of the 
Agogo Approach, Save the Children recruited a post-graduate intern, Melinda Van Zyl 
(now Education Manager with Save the Children UK in South Africa) to assist the 
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Ekwendeni Primary Health Care (PHC) team to document the project. The resulting 
report, The Ekwendeni Agogo Approach: Grandparents as Agents of Newborn Survival 
was prepared for dissemination to community-based organisations, local NGOs, faith-
based groups, CHAM facilities, and other parties interested in replicating or adapting the 
approach to their own contexts.     
 
In March 2009, as the sub-grant ended, Save the Children collaborated with Ekwendeni 
to conduct a rapid assessment of agogo message retention (approximately six months 
after training).  Nearly all of agogo (99%) scored above 50% on message retention. 
 
During a midterm evaluation of Save the Children’s Malawi Newborn Health 
Programme, members of the evaluation team who visited Ekwendeni met with a sample 
of 27 trained agogo and found that they were able to demonstrate accurate knowledge of 
key messages and best practices related to maternal and newborn care. Agogo are 
educating pregnant and recently delivered women and their families through group and 
individual counseling. They also use song, poems, and drama to communicate key 
messages, promoting early antenatal care, delivery at a health facility, essential newborn 
care, postnatal care, recognition of recognition of danger signs, and family planning. For 
example, one of the male agogo described what to do with a baby born on the side of the 
road in terms of drying and wrapping the newborn using different cloths for each action. 
One of the female agogo did a full demonstration of how to place a newborn in the skin-
to-skin position. Both male and female agogo refer women to the hospital or health 
centre for antenatal care, postnatal care, or follow-up on danger signs - but it is the female 
agogo who often accompany women to the health facility, especially for delivery. 
Ekwendeni has also extended the agogo approach to other areas to include the promotion 
of HIV counseling and testing, and prevention of maternal to child transmission 
(PMTCT).   
 
Agogo report that younger people are accepting their messages and point to having 
observed the following change in practices: (1) increased seeking of maternal and 
newborn care services at a health facility (1st trimester ANC and delivery); (2) more 
women using the maternity waiting homes; (3) a shift from traditional family planning 
methods to modern ones; (4) exclusive breastfeeding and no longer giving porridge to 
babies; (5) not giving prelacteal herbal infusions to baby; (6) insisting on immunization; 
(7) no application of any substance to the cord; (8) delayed bathing for three days; and (9) 
no longer banishing twins to the bush (out of a belief that livestock would die if the 
babies stayed in the home).   
 
A monitoring system is in place and the data is flowing with minimal issues. Agogo 
collect information on pregnancies, deliveries, and post-natal care and record it in a 
project register (one per village). Health Surveillance Assistants (HSAs) collect the 
agogo information monthly and submit it to the hospital. In addition, Ekwendeni staff 
members collect Health Management Information System (HMIS) data from the health 
centres to track antenatal care and facility-based deliveries.  
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Agogo are supervised by HSAs and the PHC Committee Chairman at the community 
level. The Ekwendeni Behaviour Change Communication (BCC) Coordinator also meets 
with agogo as a group, using a focus group guide and ensuring the participation of all 
trained grandparents. Knowledge assessments during supervision are done using the 
pre/post test as a guide.   
 
The group of 27 agogo interviewed by Save the Children during the midterm evaluation - 
which included village headman, religious leaders, and equal participation from males 
and females - reported having a good relationship with the Ekwendeni Hospital and the 
PHC Committee Chairman, who was trained as a supervisor and provides technical 
assistance.  They also have a close working relationship with the HSAs who assisted in 
the facilitation of trainings, conduct supervision, and who compile agogo reports for the 
hospital.   
 
With the end of sub-grant from Save the Children, Ekwendeni no longer had funds to 
continue training or intensive supervision of the agogo. Notwithstanding, the staff that 
worked on the programme remain part of the hospital’s PHC team. The HSA oversight 
structure and support of community leaders remains intact. It is anticipated that the 
changes in social norms brought about as a result of the project might endure and pass 
from grandmother to mother to daughter and daughter-in-law through cultural channels. 
 
In mid-2011, Save the Children will conduct an endline survey in Mzimba District for its 
Malawi Newborn Health Programme and looks forward to collecting additional data to 
document the increased use of key maternal and newborn services and practices in 
Ekwendeni’s catchment area.     
 
 
Watch the video entitled “In Malawi, Grandparents Shaping Safe 
Childbirth,” produced by the Living Proof Project of the Bill & Melinda 
Gates Foundation, on the ONE International website:  
http://www.one.org/international/livingproof/maternal_child_health/
malawi_grandparents_safe_childbirth.html.  
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Executive Summary 
 
Since 2004, the Ekwendeni Church of Central Africa Presbyterian (CCAP) Mission Hospital, 
a member of the Christian Health Association of Malawi (CHAM), and Save the Children 
have partnered in the implementation of an innovative community mobilisation and 
behaviour change effort to bring about positive change for maternal and newborn health in 
Mzimba District in Northern Malawi.  
 
Recognizing the valuable care-taking, social credibility, and decision-making power 
traditionally held by grandparents, or agogo, in local communities, Ekwendeni Hospital 
developed its Agogo Approach, with support from Save the Children, to increase the 
potential of grandparents’ influence and effectiveness in advising new mothers and families 
about best practices in maternal health and essential newborn care. 
 
Ekwendeni trained its first 4,000 agogo in 2004 under the first phase of Save the Children’s 
SNL initiative in Malawi. Under a subsequent sub-grant (September 2007 to March 2009), 
Ekwendeni trained/re-trained 4,100 agogo and worked with Save the Children to document 
and package the approach for dissemination.  
 
Over this period, Ekwendeni Hospital staff noted an improvement in birth outcomes in its 
catchment area, paired with increased demand for antenatal, intrapartum, and postnatal 
services at the hospital and outreach clinics. For examples, between 2006 and 2008, there 
was a 21% increase in women delivering their babies in health facilities. Since the initial 
trainings, grandparents have been actively engaged in community mobilisation and behaviour 
change by sharing critical information about maternal and newborn care through songs, 
drama, community conversations, and pro-active referrals. Through the process of 
documenting their activities (record-keeping), grandparents have become important team 
members in monitoring the health of pregnant women and newborns in their villages.  
 
The Agogo Approach’s achievements make a compelling case for the implementation of 
behaviour change programmes that respect and build on existing social structures and 
relationships in order to improve health outcomes. The acceptance and sustainability 
potential of the Agogo Approach prompted Save the Children to support Ewendeni Hospital 
in documenting this innovative effort. This report was written to inspire and help guide 
local, community-based organisations and faith-based groups, non-governmental 
organisations, civil society outreach initiatives, and others wishing to engage grandparents 
and replicate or adapt Ekwendeni’s programme according to local needs. Although care has 
been taken to provide generic guidelines that might easily be translated to other 
environments, different cultural and organisational contexts may naturally dictate 
modifications to planning and implementation. 
 
 1. Context 
  
Maternal and newborn health in sub-Saharan Africa   Every year in Africa, an estimated 
1.16 million African babies die within their first month of life - up to half on the first day - 
and around a quarter of a million women die of pregnancy related causes (Lawn and Kerber, 
2006). This is particularly significant for a continent where many countries are struggling to 
make the progress required for achieving the Millennium Development Goals (MDGs) by 
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the 2015 deadline. The MDGs most relevant to the Agogo Approach are MDG 4 (reduce by 
two-thirds the mortality rate of children under-five) and MDG 5 (reduce by three-quarters 
the maternal mortality ratio). In the case of MDG 4, newborn mortality deserves to be 
singled out and targeted due to the increasingly large proportion of under-five deaths that 
occur during the first four weeks of life (Lawn and Kerber, 2006), as under-five mortality 
from other causes continues to drop.  
 
In Malawi, recent statistics show that nearly a third (31 percent) of deaths in children under-
five occur during the neonatal period (the first 28 days of life) from causes that are readily 
prevented or easily treated (Countdown to 2015, 2010 Report). 
 
Ekwendeni’s Agogo Approach endeavors to reduce risk for neonatal mortality in its 
catchment area in Malawi’s northern Mzimba District by changing the care seeking 
behaviour of families at the community level.  The Approach strives to teach mothers about 
healthy practices that address the main causes of newborn fatalities (Figure 1). 
 
Figure 1: Main causes of neonatal death in Malawi 2008 

 

 
Source: Black et al, Lancet 2010 
 
History and demographic context   As a member of the Christian Health Association of 
Malawi (CHAM) and functioning under the Synod of Livingstonia, the Ekwendeni CCAP 
Mission Hospital serves a target population of approximately 100,000 people in an area of 
about 600 square kilometers. Through an agreement with the Ministry of Health (MOH) and 
the Mzimba DHMT, Ekwendeni also accepts referrals from five government health centres 
outside of its catchment area. The community that Ekwendeni Hospital serves is divided 
into clusters of about 487 small villages, each comprising seven to 288 households. Residents 
in this rural area practice subsistence farming, and housing is mostly of traditional 
construction. Socio-economic challenges include poverty, inadequate access to transport, 
poor roads, and meager finances dictated by the success or failure of seasonal crop harvests.   
 
On the perimeter and just outside of Ekwendeni’s catchment area are the above-mentioned 
five government health centres that provide basic health services including antenatal, 
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delivery, and postnatal care. These government health centres refer patients needing surgery 
or more specialized treatment to Ekwendeni Hospital. Within the Ekwendeni catchment 
area, trained Health Surveillance Assistants (HSA) deliver a package of promotive and 
preventive interventions. The HSAs function as links between communities and the formal 
health services.  
 
Before the Agogo Approach was initiated, a majority of births in the Ekwendeni catchment 
area still took place at home, without the assistance of delivery attendants, and newborn 
deaths occurred, often as a result of harmful traditional practices. While some traditional 
practices common in the villages were relatively harmless or indeed beneficial, others were 
contributing directly to the risk of neonatal death. For example, in some cases, husbands 
discouraged wives from seeking antenatal care out of fear of being tested for HIV. The use 
of traditional medicine to accelerate labor was also a common practice, leading to injury and 
even death in many young mothers. Pre-term babies often died before reaching the hospital 
due to lack of transportation. Mothers who did manage to get to the hospital in time for the 
delivery were often ill-prepared, as families in Malawi are responsible for providing many of 
the supplies (never-used clean razor blade, gloves, etc.) necessary for a clean delivery. 
Frequently, these mothers brought nothing with them other than a chitenje (a traditional 
brightly-patterned piece of cloth) with which to wrap the newborn. Babies born at home 
were not always warmed or dried immediately after birth and were sometimes bathed before 
being put to the mother’s breast, exposing them to risk of hypothermia. Instead of being 
immediately and exclusively breastfed, newborns were often given water, traditional 
infusions, or other liquid mixtures, increasing risk of infection, malnutrition, and poor 
immune system development.  
 
Although many villages were situated in relative proximity to at least one health centre, it was 
evident that mothers and newborns were not benefiting from the complete range of 
available services and that demand for such key services needed to be stimulated.  In many 
cases, families did not access services because they did not recognize dangers signs in the 
mother or newborn or were unaware of the importance of antenatal, delivery, and postnatal 
care delivered by skilled providers.    
 
Needs and conceptualization   The Ekwendeni Hospital Primary Health Care (PHC) staff 
recognized that use of key services and practices would need to increase if birth outcomes in 
the area were to be improved.  Success would depend on: (1) mobilisation of the 
community’s mothers and families to change household behaviours and secure appropriate 
care for both mothers and newborns (antenatal, delivery, postnatal); and (2) changing 
harmful practices predicated on traditional beliefs. 
 
During the first phase of Save the Children’s SNL initiative in Malawi, Ekwendeni Hospital, 
as a partner organisation, introduced a set of facility-based and community-based 
interventions to improve maternal and newborn care in its catchment area. Initially, the 
community-based efforts focused almost entirely on women of reproductive age. Focusing 
on young mothers, however, did not result in adequate behaviour change to increase the use 
of key services and practices significantly. The Ekwendeni PHC staff recognized this was 
partly due to the relative disempowerment of young wives in the patrilineal family structure, 
intra-familial decision making patterns, and the importance ascribed to generational authority 
roles in the culture of the Tumbuka–speaking people.  
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Unlike much of Malawi which is matrilineal, in the patrilineal kinship system, rank and 
inheritance are passed through the paternal line. Therefore, it is customary for paternal 
grandmothers, or mothers-in-law, to wield a strong influence over the care of mothers and 
newborns, with particular significance for pregnant women or first-time mothers (Matinga, 
2002).  A rapid qualitative assessment of cultural factors related to newborn health 
conducted in Malawi in 2001 emphasized: 
 

“Whether a household is matrilineal or patrilineal, it is the grandmothers and other elder female 
relatives who commonly serve as key household advisors in all matters concerning care of the pregnant 
woman, neonate and new mothers, particularly with a firstborn child. Senior women also serve as 
first-line gatekeepers for care seeking and influence male relatives’ decision-making (Waltensperger, 
2001).  

 
In 2003-2004, the Ekwendeni PHC team began to shift its narrow focus from young 
mothers to a more inclusive and multi-generational engagement of grandparents as key 
actors and agents of change, capitalizing on the traditional decision-making status of elders 
to influence community perceptions and beliefs regarding health behaviour. In the words of 
Kistone Mhango, Ekwendeni’s Primary Health Care Coordinator: 
 

“At the outset of the project the focus of the behaviour change activities was on working with the 
village health committees and drama groups composed of younger people. There was no discussion of 
involving grandparents. But, as time went by, we realised that certain persons were missing, the 
agogo. We realised that they are the ones who teach the do’s and don’ts to younger women. We 
realised that our programmes with communities would have more impact if the agogo were involved” 
(Aubel, 2006). 
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THE AGOGO APPROACH IN BRIEF 
 

In an effort to improve birth outcomes and increase use of key maternal and newborn services and 
practices in the Ekwendeni catchment area in Mzimba District in Northern Malawi, Primary 
Health Care staff at Ekwendeni CCAP Mission Hospital collaborated with Save the Children to 
design and implement a community-level behaviour change approach that would leverage the 
traditional role of grandparents, or “agogo,” as decision-makers in matters concerning care for 
mothers and newborns. Ekwendeni enlisted the buy-in and assistance of village headmen to 
recruit the most influential grandparents from local villages - more than 4,000 of them - who then 
received two days of training in best practices for maternal health and essential newborn care.  
 
Following their two days of training, the agogo returned to their villages and resumed their 
traditional advising role for the health of mothers and newborns based on the knowledge they had 
gained during training. They worked to extinguish harmful traditional practices (that had 
sometimes prevailed for generations before training) and acted as agents of behaviour change by 
teaching mothers and fathers new ways of caring for newborns and pregnant women. In each 
village, grandparents were taught to keep an “agogo register” to record the names and details of 
newly pregnant mothers in their neighborhoods. The agogo register enabled grandparents to 
monitor the progress and outcomes of pregnancies in the village.  
 
Pregnant women received frequent home visits from local grandparents, who counseled them 
about the importance of regular antenatal visits, recognition of danger signs, the importance of 
delivering with the skilled provider, and essential newborn and postnatal care. Grandparents paid 
more frequent visits to first-time mothers and mothers who had had previous problems.  Often 
they accompanied mothers to the health centre or hospital when the time for delivery arrived.  
 
Traditional leaders and villagers in Ekwendeni’s catchment area are enthusiastic about the Agogo 
Approach and report positive changes in maternal and newborn care practices since the inception 
of the initiative in 2004. 



 12

Goal, objectives and results framework   The Ekwendeni Agogo Approach is part of Save 
the Children’s Malawi Newborn Health Programme, funded by USAID CSHGP and SNL. 
The results framework for this overarching programme is laid out as follows: 
 
Figure 2: Save the Children Malawi Newborn Health Programme Results 
Framework 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The goal and strategic objective of the Agogo Approach correspond directly to the goal and 
objective of Save the Children’s Malawi Newborn Health Programme. The specific 
objectives of the Agogo Approach are: 

• To involve grandparents to facilitate positive behaviour change that improves 
maternal and newborn care and survival; 

• To document success stories, challenges, and positive behaviour changes in the 
community aimed at reducing maternal and neonatal morbidity and mortality rates in 
Ekwendeni’s catchment area;  and 

• To develop a standardized training curriculum for the agogo (grandparents) that can 
be adapted by other organisations wishing to replicate the approach. 

 
Grandparents as agents of behaviour change   Despite their widely recognized status in 
many rural African communities as sources of wisdom and advice - and their role in 
decision-making at the household level - elders are often ignored in the design of community 

Goal 
Reduce neonatal mortality and 

morbidity at scale to meet Malawi’s 
Millennium Development Goals 

(MDGs) by 2015 

                                      
Strategic Objective 

 
Increased sustainable use of key MNC services and practices 

IR1: Increased 
availability of 
and access to 
key MNC 
services and 
practices 

IR2: Improved 
quality of key MNC 
services 

IR3: Improved 
household level 
knowledge, attitudes, 
acceptance of, and 
demand for key MNC 
services and practices 

IR4: Improved 
policy and 
enabling social 
environment for 
MNC 
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interventions or outreach projects aimed at effecting behaviour change. Waltensperger 
(2008, p2) argues that “behaviour change strategies promoting best practices in infant and young child 
feeding frequently target young mothers exclusively, underestimating the roles of community norms, complex 
household decision-making dynamics, and influential matriarchs who may be giving contradictory advice.”  
 
Yet projects that have engaged senior women as social resources and development partners 
have led to more successful outcomes. A participatory education strategy that utilised 
networks of senior women in Senegal measured positive changes in grandmothers’ 
knowledge of nutrition and in their advice to younger women, as well as improved 
household feeding practices (Aubel et al., 2001). Similarly, a maternal and newborn health 
project implemented by Helen Keller International under a Save the Children SNL sub-grant 
in Mali in 2001/2 utilised senior women and traditional community leaders to promote 
changes in social norms related to household practices for birth preparedness and newborn 
care. The project’s final evaluation reported significant improvement in the acceptance and 
uptake of new practices and care-seeking (Waltensperger, 2008).  
 
International development programmes might want to re-evaluate their strategies and 
recognize grandmothers and grandfathers as potentially powerful allies in the improvement 
of child health  by virtue of the influence they have over the younger generation of parents.  
Moreover, elders are often a valuable source of information about the persistence of 
traditional practices and beliefs. This is significant because past maternal and child health 
programmes have found that community members are often more motivated to participate 
in programmes that value and build on traditional knowledge and practices while promoting 
targeted changes (Waltensperger, 2008). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LEADERS IN NEWBORN HEALTH: 
 

THE AGOGO FROM KHUYUKUYU 
 

     The agogo from Khuyukuyu area in the Ekwendeni 

     area wasted no time after receiving their two-day 

     training in 2008. To qualify for training, an agogo 

     needed to be over 50 years of age, trustworthy and 

     respected in his or her community, a recognized  

     role model, and have grandchildren. Upon 

     returning to Khuyukuyu, the trained agogo, now  

     well versed in maternal health and essential  

     newborn care, took the initiative to schedule  

     weekly meetings on Wednesday afternoons at 

     2 o’ clock, which are attended by pregnant 

     mothers from the various communities in the area.  

     The trained grandparents approach pregnant 

mothers and invite them to attend, where they receive critical information about maternal health and newborn care. At the 

meetings, agogo promote the benefits of delivering in a facility with skilled attendants and urge the mothers to plan ahead and 

leave for the health centre or hospital well in advance of the onset of labor. New mothers are assisted and often accompanied by 

agogo when they depart for the health facility. The Khuyukuyu community is convinced that the information agogo have shared 

with pregnant mothers and their families has already saved the lives of several newborn babies from their area.  
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2.   Project Implementation 
 
Essential components   The successful implementation of the Agogo Approach involved 
the following components:  
 

 
ESSENTIAL COMPONENTS OF THE EKWENDENI AGOGO APPROACH 

 
 
Stakeholders 

 
Costing 

 
Human 
resources 

 
Community 
resources 

 
Intellectual 
capital 

 
Accommodation and 
transport 

 
Stakeholders   Stakeholders constituted an important component of the Ekwendeni Agogo  
Approach and included traditional leaders, community members, Save the Children (as sub-
granting organisation), and community-based groups. Depending on the context, other 
stakeholders might include local health authorities, district administration, faith-based 
organisations, academic institutions, donors, and others interested in or affected by the 
implementation of the project.  
 
The roles of stakeholders in developing the Ekwendeni Agogo Approach included: 

• Grandmothers and grandfathers living in the community; 
• Newborn babies from the targeted villages in the hospital catchment area; 
• Mothers who were counseled, advised and accompanied by agogo; 
• Husbands who received counseling and advice from agogo; 
• Village headmen, who took an active interest in ensuring participation; 
• Traditional birth attendants from the targeted villages who, if not trained as agogo, 

were visited and advised by agogo on a regular basis; 
• Agogo from villages not targeted for training, who were visited by trained agogo and 

initiated in the knowledge of good practice regarding maternal health and essential 
newborn care; 

• Young girls in the villages who were counseled by agogo on HIV/AIDS, family 
planning and the dangers of unprotected sex before marriage; 

• Hospital staff at the maternity ward to whom mothers and babies were referred; 
• The project team from the Primary Health Care Department at Ekwendeni Mission 

Hospital, including the Director of Primary Health Care, the Project Coordinator, 
Assistant Coordinator, Accounts Assistant, Behaviour Change Communications 
Officer, and the Project Driver; 

• The hospital nursing staff who conduct regular antenatal clinics in the villages, to 
whom mothers were referred by agogo for antenatal check-ups; 

• Save the Children’s Malawi Newborn Health Programme team in Lilongwe that 
provided technical and material support; and 

• The USAID Child Survival and Health Grant Programme and Save the Children's 
Saving Newborn Lives Initiative that co-funded the Malawi Newborn Health 
Programme and made the sub-grant and support possible. 
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Costing   A summary of financial inputs that went into the Ekwendeni Agogo Approach 
project includes:   

• Salaries: The Project Coordinator, Assistant Coordinator, and Accounts Assistant 
were already employed by Ekwendeni Mission Hospital; only two staff members 
were added and salaried under the sub-grant - the BCC Officer and the Project 
Driver;  

• Training and BCC materials: A small set of BCC materials in the form of posters 
and flyers were designed and printed for use of the agogo to raise awareness and 
improve behaviours related to danger signs during pregnancy; 

• Training expenses: For their two-day training, agogo were accommodated on the 
grounds of Ekwendeni Hospital for one night and provided meals and refreshments 
at the training sessions; they also received transport which involved fuel costs and 
vehicle rental. All costs were budgeted according to the Synod of Livingstonia’s 
current guide to the costing of training amenities and arrangements in Malawi; 
project team members served as trainers. 

• Project transport budget: This included means of transport (small motorcycle) for 
the BCC Officer, fuel for field and supervision visits, truck rental and fuel for 
transporting agogo to and from training, and vehicle maintenance costs. (Ekwendeni 
used a vehicle already in its possession that was purchased under its first phase of 
Save the Children SNL sub-grant.) 

• Recording equipment: A small camcorder was procured to facilitate 
documentation of success stories and project events. 

• Office equipment: A computer, printer and a photocopy machine were procured. 
• Office expenses and documentation costs: Photocopy machine maintenance, 

paper for recording forms, printing costs, a bulletin board, etc., comprised necessary 
supplies. 

 
Human Resources   The success and sustainability of any community health initiative is a 
function of the dedication, enthusiasm, and competence of the people involved in its 
implementation. Ekwendeni Hospital’s permanent PHC team is comprised of experienced 
community workers with excellent communication skills. This team has the advantage of 
already being associated with a community institution that delivered a considerable set of 
effective and well-accepted community-based interventions, ranging from nutrition to 
malaria prevention. For that reason, the PHC team enjoyed a significant amount of 
credibility with traditional leaders, elders, and community members from the outset of Agogo 
Approach implementation. 
 
Some members of the project team were already on the Ekwendeni Mission Hospital’s staff 
and payroll, employed either by the PHC Department or as nurses in the wards. These team 
members did not receive extra compensation for functioning within a project that was 
already essentially within their scope of work. Both the Project Coordinator and Assistant 
Coordinator worked full-time in the hospital’s maternity ward, where they gauged targeted 
indicators of project success (for instance, the number of mothers who arrived at the 
hospital for delivery accompanied there by a trained agogo) and were able to observe needs or 
limitations as the project progressed. They also drafted success stories and documented case 
studies for reporting purposes. The Accounts Assistant for the project functioned as the 
accounts resource person on other PHC initiatives as well, and took on the accounts 
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management of Agogo Approach activities as a part of his routine responsibilities. By 
integrating the Agogo Approach activities into the ongoing Ekwendeni community 
programme, the hospital ensured good potential for uptake and sustainability. Only the 
Project Driver and BCC Officer were recruited into dedicated positions for the duration of 
the sub-grant from Save the Children.  
 
 
Table 1 below depicts project staff and their duties during the Ekwendeni Agogo Approach. 
 

Table 1. Essential project staff required for successful implementation 
of the Agogo Approach 

Position Duties and responsibilities 

 
Project Coordinator 
 
 
 
 

 
• Train staff  
• Provide input for agogo training 
• Supervise daily project activities 
• Supervise subordinate staff daily 
• Compile reports 
• Submit reports to primary health care director, donors 

and relevant authorities 
• Chair staff project meetings 
• Authorize movement of project funds 
• Organize and make local purchases for project related 

activities where appropriate 
• Assure timely ordering of relevant equipment and 

commodities  
• Monitor and assure quality of newborn care 
• Attend meetings/workshops related to project 
• Make suggestions for project improvements and design 

future project proposals 
• Accompany BCC Officer on some supervision visits to 

agogo in communities 
 
Assistant Project 
Coordinator 
 

 
• Assist project coordinator 
• Assist in training activities 
• Conduct health talks and distribute IEC materials 
• Assist in compilation of reports 
• Implement project activities 
• Attend hospital and community meetings 
• Attend workshops / conferences 
• Stand in for project coordinator on supervision visits with 

BCC Officer if the former can’t attend  
 
Behaviour Change 
Communication Officer 

 
• Make visits to villages to encourage and oversee agogo 
• Convert information from the agogo registers to electronic 

format 
• Interpret information from agogo registers to inform target 
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indicators 
• Prepare findings (through graphs, narratives, tables etc) 

for quarterly reports 
• Report to project coordinator on project activities 
• Write monthly or quarterly reports 
• Attend community meetings 
• Capture primary data in the community with the 

camcorder 
• Document, publicize and disseminate information to 

relevant stakeholders 
• Ensure that HSAs in the communities have blank forms 

on which to record data from agogo registers 
 
Accounts Assistant 

• Record all financial transactions of the project 
• Monitor the budget 
• Prepare payment vouchers 

 
Project Driver 

• Drive staff for project related activities 
• Keep vehicle in good running order (conduct regular fuel, 

oil, tire pressure checks) 
• Report any vehicle trouble immediately to project 

coordinator 
• Keep vehicle clean and tidy 

 
 
Human resources for the Ekwendeni Agogo Approach also included its community members, 
especially the grandparents themselves, who became voluntary trainers of other grandparents 
in the community.  
 
Table 2 depicts human resources from the community. These roles were vital to successful 
implementation of the Agogo Approach. 
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Table 2. Community participation required 

for successful implementation of the Agogo Approach 
Position Duties and responsibilities 

Grandparents 
 
(Number is relative to the 
size of a village or area 
served; villages in the 
Ekwendeni catchment area 
ranged in size from seven to 
288 households. On average, 
five to seven grandparents 
were selected per village.)  
 
 
 
 

• Attend training at the health centre or hospital 
• Provide advice on matters related to pregnancy, birth and 

essential newborn care to members within their own 
families, and second, to other community members  

• Identify and record the names of pregnant women in the 
community in an agogo register, and maintain the register 
throughout the pregnancy until the first post-natal visit 

• Use the agogo register for monitoring pregnant women in 
the village, providing guidance and encouragement to 
ensure that they attend antenatal visits at the correct times 

• Promote birth preparedness among the women in their 
village, and help make arrangements for transport to 
hospital in time for delivery 

• Encourage hospital deliveries and if necessary accompany 
women to the maternity ward 

• Inform villagers about the dangers of harmful traditional 
practices and use influence and new knowledge to 
promote behaviour change in this regard 

• Counsel husbands and other male decision-makers who 
may at first disagree with new ideas 

• Present the agogo register to the local HSA on a monthly 
basis for transcription to HSA reporting form 

Village headmen 
(Each village in Ekwendeni 
has one village headman) 

• Attend the agogo training 
• Select agogo from his village to attend training 
• Monitor the process within his village, and find solutions 

to problems identified 
• Mediate when a husband or family member rejects the 

advice of agogo and insists on perpetuating harmful 
traditional practices  

Health Surveillance 
Assistant (HSA) (Each area 
in Ekwendeni has one HSA 
who acts as a link between 
the community and the local 
health services) 

• Attend an orientation session on the Agogo Approach 
• Transcribe the information on the agogo register to the 

HSA reporting form used by the BCC Officer (see 
Annex), and deliver this form once a month to the BCC 
Officer at the project office 

• Communicate feedback, questions or problems from agogo 
to the BCC Officer 

 
Community resources   Social capital - the value inherent in social relationships - marks the 
single greatest community resource without which implementation of the Agogo Approach 
(or any approach that advocates behaviour change through mobilisation of community 
members) would simply not be possible. The existence of an intact traditional family 
structure with an established social hierarchy provides a valuable channel along which 
behaviour change messages may be passed. The traditional decision-making role of 
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grandparents seems to predispose significant receptiveness on the part of their younger 
family members, notably daughters and daughters-in-law who by tradition are expected to 
look to mothers and mothers-in-law for advice regarding pregnancy, birth and newborn care. 
 
Another community resource was the Ekwendeni Mission Hospital itself and its PHC 
Department, demonstrating that the Agogo Approach functions most effectively within the 
framework of an existing health service delivery system. The proximity of a functional health 
facility, be it a hospital or even a small health centre with a skilled birth attendant, enables 
agogo to refer mothers for delivery, and provides access to trained personnel who can 
intervene in the case of complications. Naturally, the better equipped the health facility, the 
greater potential to reduce risk for mothers and newborns. Ekwendeni Hospital is equipped 
with a small operating room, a basic neonatal intensive care room (one small room, closed 
off from the general neonatal ward, with one incubator), an isolation room for newborns 
with infectious diseases, and a room where Kangaroo Mother Care (KMC) is practiced by 
mothers of premature or low-birth weight newborns.  
 
The intellectual capital within Ekwendeni Hospital was another factor in the project’s capacity 
for success. Intellectual capital at the hospital took the form of trained clinicians, nurses, and 
primary health care practitioners who performed routine lifesaving activities such as 
caesarian sections and resuscitation, and who in some cases had previous community project 
experience.  Additionally, nurses and lecturers from the local CHAM nursing college 
participated in training sessions or acted as trainers. 
 
Intellectual capital was also used to design the training curriculum for the agogo.  The agogo 
training manual was compiled by a team from Ekwendeni with contributions from Save the 
Children, Ekwendeni Nursing School, St. John’s Nursing School, Kamuzu College of 
Nursing, and the Malawi MOH.  The training manual included a generic curriculum that 
covered basic yet essential promotive and preventive care for mothers and newborns, 
including such topics as the timing of antenatal visits, birth preparedness, recognition of 
danger signs during pregnancy or birth, postnatal care, and KMC. The Agogo Training 
Manual used at Ekwendeni can be found in Annex A of this report.  
 
Training sessions with grandparents from the targeted communities also incorporated the 
wisdom of the elders and important qualitative and documented important information 
about local beliefs and behaviours that influence maternal and newborn care. Staff at the 
local health centres and HSAs also contributed information about beliefs and behaviours 
relating to traditional maternal and newborn health practices. In the past, these HSAs and 
health workers, lacking a vehicle for community mobilisation and behaviour change, felt 
powerless to reach the whole community with their messages which promote the use of best 
practices and high-impact services.  
 
Accommodation and transport   For the training itself, Ekwendeni preferred to train the 
agogo on the hospital grounds and provided one night of accommodation. If the agogo lived 
too far from Ekwendeni to walk, a truck picked them up at a central point close to their 
villages on the first morning of training, and dropped them there again on the second 
afternoon after completion of the sessions. While in some settings it might be appropriate 
(and possibly less costly) to train agogo at a central village location close to their homes, 
Ekwendeni project staff  were convinced the agogo would be motivated by the perception 
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they were important guests of the hospital. Based on anecdotal reports, this did in fact seem 
to elevate the importance the agogo attached to their role as guardians of newborn health in 
their villages, and also reinforced their credibility as “experts” with villagers who may have 
had their doubts. Moreover, it proved to be a more practical arrangement than sending the 
training team out into the villages, and the nurses and hospital workers who served as 
trainers did not have to be gone from their posts for two consecutive days. Having the agogo 
at the hospital also meant that they were able to become acquainted with the maternity ward 
and observe first hand the practices such as KMC and skin-to-skin, that they would be 
advocating.  
 
 

 
 
 
A step-by-step guide to implementing the Agogo Approach 
 
Obtaining community buy-in   The interest and commitment of the community and its 
members were vital to the success of the Agogo Approach. Even though the PHC 
Department at Ekwendeni Mission Hospital had already gained the trust of the community 
through its long history of service delivery and earlier projects in the area, steps were taken 
to promote community interest and ownership during the initial stages of the Agogo 
Approach, including soliciting feedback from community members.  
 
Once a needs assessment had been performed, sub-grant proposal submitted to Save the 
Children, and funding secured, the cultivation of community ownership started in earnest, 
when the project staff identified the specific villages from which agogo would be trained.  
Staff contacted village headmen in each village (by written communication delivered in 
person) to convey the objectives and intentions of the project. If the headman approved of 
the project, he was to suggest agogo in his own village to be trained. Engaging the village 
headmen as the first level decision-makers in the process lent credibility to the project, and 

Agogo trainees 

climbing aboard the 

truck providing 

transport back to their 

villages after 

completion of a 

training session at 

Ekwendeni in August 

2008. 
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in most cases facilitated participation and boosted interest among agogo and community 
members.  
 
Figure 3: Basic steps in the implementation process 
 

STEPS FOR IMPLEMENTATION WITH CONTINUOUS M&E 
(Project team conducts and documents supervision activities, and ongoing documentation 
through agogo registers; data compilation; report writing; success stories; case studies etc.) 

 
1. Project staff identify target villages. 

 
2. The BCC Officer communicates with village headmen to introduce the project 
and obtain community buy-in. 

 
3. Project staff refine training materials and plan training. 
 
 
4. The BCC Officer communicates training details to agogo through HSAs. 

 
5. The project team and other designated trainers train agogo and orient HSAs 
with whom they will be working. 
 

 
Interpreting baseline data and setting target indicators   Baseline data for the Agogo 
Approach were collected during a Save the Children population-based survey conducted in 
2007 in Mzimba District. Staff identified eight key target indicators to evaluate quarterly in 
order to monitor project progress (see Table 3 in Section 2. Project Implementation). 
 
NOTE: Save the Children plans to conduct an endline survey in Mzimba District in 
mid-2010 and hopes to measure changes in use of key services and practices in the 
Ekwendeni catchment area.  
 
Developing and refining training materials   An experienced team of health professionals 
from a variety of organisations and institutions working in maternal and newborn health 
contributed to a training manual developed by Ekwendeni for the Agogo Approach .The 
team included representatives from Ekwendeni Hospital, Ekwendeni Nursing School, St. 
John’s Nursing School, Kamuzu College of Nursing, the Malawi Ministry of Health, and 
Save the Children. Designed to “equip grandparents with basic knowledge, skills and attitudes that will 
enable them to promote, support, (and) advocate quality maternal and neonatal care at the community level to 
assist in the reduction of maternal and newborn mortality” (Agogo Training Manual, p1), the training 
manual consists of four training modules to be taught over a period of two days. The 
training manual is included in Annex A of this document, and can be adapted, modified, and 
refined as needed. 
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Recruitment of grandparents   The BCC Officer led the recruitment of agogo. Together 
with the Project Coordinator and Assistant Coordinator, he first identified villages where 
agogo would be selected and then invited village headmen to participate in the project. Once 
the village headmen of targeted villages accepted, it was their responsibility to select 
grandparents from their villages who were respected community leaders and who would be 
able to dedicate themselves to making a success of the project. While almost all discretion in 
the selection process was left to the village headmen, the selected agogo had to meet the 
following additional criteria: 

• be over 50 years of age (to ensure they commanded respect); 
• have grandchildren of their own (to maximize credibility); and 
• be role models. 
 

In addition, knowing how to read and write (for keeping agogo registers) was an added 
advantage but not a requirement. 
 
The village headmen communicated the names of the agogo recruits to the local HSA and/or 
the BCC Officer, who in turn communicated the dates and details of scheduled training 
sessions to the village headmen.  In most cases, the village headmen also participated in the 
training, demonstrating buy-in and ownership of both the Agogo Approach and the messages 
themselves. 
 
Training   According to the objectives set forth in the Agogo Training Manual, training 
during the Agogo Approach aimed to develop agogo capacity to: 

• utilise their culturally defined roles as guardians of tradition, teachers, and guides in 
the community to provide advice regarding best practices for maternal and newborn 
care; 

• play a leadership role in promoting beneficial cultural practices and discouraging 
harmful practices in the community; 

• participate actively in other community health programmes and use them as vehicles 
to disseminate maternal and newborn care messages; and 

• collaborate with members of the PHC Department in reporting and documenting 
maternal and newborn care issues in their communities. 

 
Logistics of agogo training   The agogo training was carried out over a period of two days, 
with two modules per day - one in the morning and one in the afternoon. The project team 
was responsible for logistics, with the BCC Officer and the Project Driver organizing 
transport; the Project Coordinator ensuring timely access to funds to cover the expenses for 
fuel, refreshments, and one night’s accommodation for agogo (if necessary); and the Assistant 
Coordinator or Project Coordinator making the necessary accommodation arrangements. A 
conference room in the PHC building at Ekwendeni Hospital served as training venue, but 
any space that could comfortably accommodate a trainer and a group of 40 grandparents 
should suffice. When more than 40 agogo were recruited (often as many as 80 agogo were 
selected from an area containing many small villages), two conference rooms were used, and 
two training sessions ran concurrently. The sessions started as soon as all agogo had arrived 
(around 8 AM), paused for a short tea break in the morning, and then ran until lunch, which 
lasted for an hour and a half. After lunch, agogo participated in the afternoon session that 
ended around 5 PM and included refreshment (a bottle of soda) halfway through.  
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Pre- and post-tests   Grandparents took two pencil-and-paper tests during the training, 
although other forms of assessment may be preferred in groups where the majority of 
grandparents are non-literate.  The tests were administered in the local Tumbuka language, 
and grandparents who had trouble reading or writing were assisted by student nurses who 
acted as scribes.  
 
The first test, administered as a pre-test before the first day’s activities, asked agogo to answer 
a few general questions related to best practices in maternal and newborn health. The second 
test, administered as a post-test upon completion of the second day’s activities, evaluated the 
uptake of new information during the training and confirmed that individual agogo leaving the 
training possessed the necessary knowledge to convey correct messages and sound advice.   
 
While a fixed curriculum was followed (Annex A), in each individual training session, 
trainers were mindful to respond in detail to specific needs or misconceptions that emerged 
during discussions or pre-test.  
 

        
 

 
Course content 
 
Day 1 – Module 1 (morning session)   The first module familiarized the trainees with the 
situation of maternal and newborn health in Malawi and reaffirmed the hospital’s recognition 
of them as leaders for maternal and newborn care at community level. Group discussion, 
often lively, explored the traditional role of grandparents in decision-making for care seeking 
for mothers and newborns. This active exchange of information allowed the Ekwendeni 
team to hear about local traditional practices related to maternal and newborn care.  Finally, 
trainers introduced grandparents to the concept of the Agogo Approach and explained what 
would be expected of them as leaders and advisors. 
 
Day 1 – Module 2 (afternoon session)   On the afternoon of the first day, grandparents 
learned about best practices for maternal care, including the importance of antenatal visits, 

Grandfathers listen attentively 

during a training session at 

Ekwendeni Mission Hospital.  

Trained grandfathers were 

found to participate as actively 

as grandmothers in advising 

young couples about maternal 

health and essential newborn 

care. They often take it upon 

themselves to work with 

families to arrange practical 

matters such as transport to 

hospital prior to delivery. 
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birth preparedness, recognition of danger signs during pregnancy and/or the post-partum 
period, appropriate care-seeking, postnatal care, and family planning. Agogo also discussed 
their own cultural beliefs and behaviours related to maternal care. This particular discussion 
constituted a vital part of the training by reinforcing ownership, stimulating participation, 
informing course content, and negotiating change in attitudes and practices. 
  
Day 2 – Module 3 (morning session)   Day 2 began with intensive learning about essential 
newborn care. The grandparents were introduced to the immediate care of the neonate after 
delivery (warming and drying, delay of the first bath, proper cord care, stimulation, 
immediate breastfeeding and giving colostrum), as well as immunization, exclusive 
breastfeeding to 6 months, postnatal care, and danger signs to look out for in a newborn 
baby. Cultural practices for newborn care, and grandparents learned how new behaviours 
could replace potentially harmful practices.  
 
Day 2 – Module 4 (afternoon session)   The last session of the agogo training focused on 
the care of small newborns (low birth weight and/or pre-term), skin-to-skin care, and KMC. 
In the case of a very small (premature or low birth weight) baby being born in the 
community, grandparents were instructed to accompany the mother to the health facility 
with the newborn carried in the skin-to-skin position. During this session, grandparents 
visited the hospital’s KMC Unit and both grandmothers and grandfathers had opportunities 
to practice skin-to-skin techniques during the training.  
 
Although the training curriculum outlined the use of registers in the first module on Day 1, 
training staff at Ekwendeni found it more useful to cover this later in the training, when agogo 
had a clear idea of what would be expected of them. They therefore used the second session 
on the last day to teach grandparents how to use the agogo registers to monitor mothers and 
newborns in their villages. 

                                                                               
                                                                                           Kangaroo Mother Care at Ekwendeni Hospital 
 

 

KMC helps to regulate the body 

temperature and heart rate of pre-term 

newborns or babies with a low birth 

weight to ensure their survival. Agogo 

are trained about the importance of 

skin-to-skin care, to refer small babies  

to Ekwendeni for hospital-based  

KMC, and to support KMC in the 

community. 
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Training method   The agogo training method was participatory and interactive. New skills, 
such as skin-to-skin care, were taught in a hands-on way, through pair and group activities.  
Illustrative posters or leaflets depicting examples of maternal danger signs or dangerous 
conditions in newborns were used, if available. Grandparents shared knowledge, discussed 
their opinions, and asked questions - and many agogo who could write preferred to take notes 
for later reference. Question and answer sessions, repetition, and testing reinforced correct 
responses and behaviours, and role plays or case studies provided an element of fun.  All 
activities were conducted with respect, and trainers were mindful that the training 
represented a two-way learning experience: the agogo contributed as much knowledge as the 
trainers did.   
 
A note on cultural practices and traditional beliefs   Trainers were sensitive to 
grandparents’ feelings and listened attentively without condemning any cultural practices or 
beliefs, or correcting them prematurely. It was crucial to the success of the project that 
grandparents felt respected throughout the training, and that when the disadvantages of 
harmful practices were pointed out and explained, it was done without seeming patronizing 
or judgmental. At the same time, trainers praised and reaffirmed beneficial traditional 
practices.  In addition, information provided by grandparents during the training sessions 
often informed project implementation or even dictated small adaptations to the training 
curriculum, as some harmful cultural practices differed between villages. 
                                        

                                                            
         
Orientation of Health Surveillance Assistants   The HSAs assigned to areas where agogo 
received training were engaged in the grandparents’ training and future activities. The 
Ekwendeni team hosted a one-day orientation to the Agogo Approach for all HSAs in the 
Ekwendeni catchment area. The goal of the orientation was to make HSAs aware of the agogo 
training and the extent and details of grandparents’ activities in communities so that they 
could provide support if needed. They also learned about the agogo register, since they would 
have the responsibility of copying information from the register to a reporting form on a 
monthly basis and delivering this data to the BCC Officer at the hospital.  As the link 
between formal health services and the community, HSAs have been important actors in the 

SAVED BY A MEETING 
 

Elliness, a young woman near Khuyukuyu, was expecting 

her first baby. She heard about the newborn health 

information sessions held by agogo in her village and 

started attending. When Elliness suffered from 

convulsions (pre-eclampsia) later in her pregnancy, the 

trained agogo arranged transport to the hospital and 

discouraged local villagers from banging pots and pans 

around her ears as a local belief would have them do. 

Thanks to the quick action of the grandparents and 

careful monitoring, both Elliness and her baby received 

specialized care at hospital and survived.  
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success of the Agogo Approach and responsible for raising awareness among other health 
workers and/or authorities. The HSA from each area served as the communication links 
between the BCC Officer and the agogo, and acted as resource persons in case the agogo had 
questions. 
 
The use of agogo registers   In order to obtain current data about the mothers who were 
reached by the Agogo Approach, each agogo carried an agogo register in which they recorded 
the names and progress of pregnant mothers in their village. Agogo decided whether they 
needed more than one register in the village, where it would be located, and who would be 
directly responsible for it.  Agogo recorded the following information in the registers: 

• Unique identifier (mother’s identification number or other number by which the 
village kept count of how many mothers had been entered on the register); 

• Name of village;  
• Mother’s name; 
• Mother’s physical address; 
• The time in gestation that the mother started antenatal care; 
• The place (clinic/health centre) where the mother started attending antenatal care; 
• Whether the mother was referred (by an agogo) to the hospital or health centre during 

pregnancy; 
• If referred by an agogo, the reason for such a referral; 
• Place of delivery; 
• Date of delivery; 
• Was the mother referred to a health centre or hospital by an agogo during labor? (in 

case of an unforeseen home delivery); 
• The reason for such a referral; 
• The facility to which she was referred; 
• Was the newborn referred to hospital or a health centre for postnatal care? 
• Reason for referral;  
• Date of the newborn’s first post-natal examination (during the first week, if 

possible); 
• Did the mother take the baby follow-up services at 6 weeks of age (immunizations as 

well as family planning advice); 
• Was the baby referred to hospital for a check-up at a later stage? 
• The reason for the referral; 
• Facility to which referred;  
• Survival status of the baby; 
• Cause of death (in the case of newborn death); 
• Date of death; 
• Status of the mother; 
• Cause of death (in case of maternal death); and 
• Date of death. 

 
Information on the agogo register was updated, if necessary, on a daily basis, and agogo 
frequently visited pregnant women at home to keep up with changes in mothers’ health 
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status. The agogo register further served as a calendar to remind agogo to send mothers for 
antenatal visits, postnatal check-ups and immunizations. The agogo provided their local HSAs 
with access to the register on a monthly basis, so that the HSAs could copy information 
from the register to the HSA reporting form and then deliver the form to the BCC Officer 
at the hospital or field office. It was the responsibility of the BCC Officer to ensure that 
HSAs had a supply of blank reporting forms to record data from the agogo registers. A copy 
of the HSA reporting form can be found in Annex B.  
 
Monitoring and evaluation   A Performance Monitoring and Evaluation Plan (PMP) for 
the Agogo Approach (Annex C) was drawn up by staff from the Save the Children country 
office in Lilongwe, and the project team at Ekwendeni submitted quarterly progress reports 
to the Save the Children country office. Target indicators were developed from baseline data 
derived from hospital, outreach, and district health management information system (HMIS) 
sources, continually assessed  by the BCC Officer, who used HSA reporting forms and 
HMIS data from local health centres, and entered into a database at Ekwendeni. Indicators 
were designed to provide feedback on the mothers and newborns benefiting from the Agogo 
Approach.  Table 3 depicts the target indicators and sources of information used to measure 
them.   
 
Table 3. Target indicators for monitoring progress and achievements of the Agogo  
    Approach  

INDICATOR TITLE SOURCE OF 
INFORMATION 

Baseline Value 
(2007) 

End Line Value 
(2009) 

Percentage of pregnant women starting 
antenatal care during the first trimester 

HMIS government data 
  

6% 21% 

Percentage of deliveries conducted by 
skilled birth attendant 

HMIS government data 40% 90% 

Percentage of women receiving post 
partum care within one week of delivery 

HMIS government data 21% No data from 
HMIS 

Number of people (health professionals, 
primary health care workers, community 
health workers, volunteers, non-health 
personnel) trained in maternal and/or 
newborn health and nutrition care through 
CSGHP-supported programs 
[Disaggregated by gender] 

Training reports or 
records of agogo training 
as kept by project staff 

0 4142 

Number of women and babies referred to 
health facility by agogo 

Agogo registers No data 272 

Number of supervisory visits made to agogo 
by project team 

Project documentation  
 (such as supervision 
reports) 

0 2169 

Number of agogo followed up six months 
after training 

Project documentation 
(such as activity reports 
or supervision reports) 

0 1844 

Percentage and number of agogo with 50% 
knowledge retention at six months follow-
up 

Post-tests or focus 
group discussions 
conducted during 
supervisory visits 

0 82%   [ 1512] 
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Frequent supervision visits from the project team featured prominently in the project’s 
monitoring plan. In Ekwendeni’s catchment area, HSAs acted as immediate supervisors of 
agogo and assisted in documenting agogo activities in the villages. The project team scheduled 
its own supervision visits so that every group of trained agogo received a visit within six 
months of training at the very least. The visits were conducted through focus group 
discussions led by members of the project team (the Project Coordinator, Assistant 
Coordinator, and BCC Officer). Twelve was the preferred maximum number of agogo in a 
focus group, as project staff needed as much individual interaction with agogo during 
supervision visits as possible to ensure that all agogo maintained their mastery of messages, as 
well as to gather information about community activities initiated by the agogo, and to check 
that agogo registers were updated correctly and regularly.  See Annex D for the supervisory 
checklist.  
 
In addition to performance monitoring and support, supervision visits provided 
opportunities to refresh agogo knowledge about essential maternal and newborn health care.  
The project staff also gave valuable feedback and motivation, often through news from the 
hospital or health centres (to report increases in hospital deliveries, for instance). Success 
stories were shared at supervision visits and documented by the project staff for later 
inclusion in quarterly reports to sponsor and donors.  
 

 
HEALTHY MOTHERS, HEALTHY BABIES 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Documentation 
 
Project staff gathered success stories, case studies, photographs and even video records to 
document the activities of the Agogo Approach.  A camcorder was included as an essential 
procurement in the budget for the Agogo Approach, and project staff were trained in its use 

Young mothers as a group 
often received outreach 
visits from project staff.     
 
Engaging them in 
conversation and focus 
group discussions provided 
valuable information on 
agogo activities in their 
communities. 
 
The mothers pictured in 
this photo were advised 
and supported throughout 
their pregnancies by 
trained agogo. Once the 
program began, none of 
these women experienced a 
miscarriage, stillbirth, or 
neonatal death - and their 
newborns are growing into 
healthy toddlers. 
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and encouraged to take it along to document all project-related activities, such as focus 
group discussions, community theatre, and supervision visits.  
 
Other important means of documentation included: 

• minutes of all meetings of the project team; 
• minutes or records of village health meetings related to agogo activities; 
• reports of supervision visits; 
• reports of field visits; 
• electronic database incorporating data from agogo registers; 
• records of referred cases; 
• monthly and/or quarterly reports as needed; 
• success stories documenting how the project benefited specific mothers and 

newborns; 
• any other documentation as dictated by the specific monitoring and evaluation plan; 

and 
• midterm and final evaluations. 

 
A special bulletin board was created in the maternal and newborn health office of the 
Primary Health Care Unit at Ekwendeni Hospital as a visual platform for Agogo Approach 
activities and achievements. This facilitated documentation and motivated project staff to 
write success stories and take photographs of activities, while at the same time providing 
visitors and potential funders with project details.  
 
3.  Project Outcomes 
 
Changes in behaviour   The Agogo Approach resulted in widespread increase in use of key 
services and practices in communities in and around the Ekwendeni catchment area. Shortly 
after the first training was conducted and the first group of agogo became active in their 
communities, maternity ward at Ekwendeni hospital became busier; the result of more 
mothers being referred or choosing to deliver at the hospital. In fact, between 2006 and 
2008, facility-based deliveries increased by 21%. The maternal shelter outside the hospital 
gates, where mothers came to await the birth of their babies, was a constant hub of activity, 
with agogo and mothers cooking meals and staying until after the baby was born. As 
encouraged by the agogo, mothers also increasingly sought care at the hospital after 
recognizing potential danger signs.  
 
The final agogo training session, conducted in July 2008, coincided with the addition of a new 
maternity wing of the hospital and 10 new beds (bringing the total number of beds from 50 
to 60), a concrete testimony to increased use of facility-based delivery. The proportion of 
mothers having their first antenatal visit within the first trimester of pregnancy was also on 
the rise, and some mothers reported no longer feeling forced by tradition to have large 
families.   
 
Table 4 documents some of the main changes in behaviour that occurred as a direct result of 
agogo activity in the communities in Ekwendeni catchment area.   
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Table 4. Positive changes in use of key services and practices in Ekwendeni 
Past behaviour Consequences New behaviour 
Following a birth, some villagers 
believed that a husband should 
leave the home for a certain 
period of time. 

 

This was reported to 
encourage infidelity and 
likely lead to the spread 
of HIV and sexually 
transmitted infections. 

Grandparents now discourage this 
behaviour in their communities, 
teaching husbands and wives that 
both belong in the home after a 
baby has been born. 

The birth of twins or a breach 
delivery used to be interpreted as 
a sign of abnormality, and 
following either of these events, 
some villages would banish a 
mother and her babies to the 
bush, leaving food out for her but 
not encouraging any contact with 
her until the babies were older. 

In most cases, babies 
would fail to survive due 
to extreme conditions 
and hypothermia.  
 
 
 

Mothers are encouraged to deliver 
at hospital, and are welcomed back 
in the village afterwards regardless 
of the baby’s status. The birth of 
twins is no longer interpreted to 
be a negative event. Grandparents 
distribute information regarding 
the dangers of exposing babies to 
extreme conditions. 

Traditional medicine was given to 
accelerate labor. 

Maternal injury; newborn 
deaths; high rate of birth 
asphyxia. 

Mothers are referred to hospital 
for delivery; agogo advise against 
the use of traditional medicine for 
acceleration of labor. 

Women delivered at home 
instead of a health centre. 

Higher incidence of 
newborn and maternal 
deaths due to 
inappropriate medical 
interventions in the case 
of complications. 

Women are accompanied to 
maternal shelters to await delivery 
at the health centre or hospital. 

Premature babies born in the 
village would be bundled in 
blankets and placed in a 
cardboard box for transportation 
to the hospital.  

High incidence of 
newborn deaths. 

Mothers wrap and transport 
babies in a skin-to-skin position as 
taught by agogo. The newborns’ 
heart rates and temperature are 
thus regulated and many more 
small babies survive. 

Preeclampsia (convulsions) used 
to be treated by banging pots and 
pans or making a very loud noise 
around the patient’s ears.  

Endangerment of the 
unborn baby; newborn or 
maternal death in worst-
case scenarios. 

Mothers are taken to hospital 
where they receive the required 
medical care. 

Newborns were bathed 
immediately after birth. 

Hypothermia; infections. Babies are born in hospital; if born 
in the village, they are dried and 
only bathed after 24 hours have 
elapsed. 
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Information flow   The extent to which information on maternal and newborn best 
practices was shared in communities after agogo were trained indicates the potential 
sustainability of the Agogo Approach. The training sessions were designed to leverage and 
enhance grandparents’ traditional role as decision-makers, empowering them to give advice 
that would result in the sound health of babies born to their daughters, daughters-in-law, and 
neighbors. During the training sessions, grandparents were encouraged to find creative ways 
to share their new knowledge with members of their families and communities.  
 
Anecdotal data collected during supervision visits revealed a variety of innovative 
dissemination efforts designed and implemented by the agogo themselves. In most cases, 
trained grandparents from a village would come together upon returning from training to 
discuss and plan ways to communicate messages about best practices to women, girls and 
families (including male decision-makers) in their communities.  Their subsequent efforts 
took many forms: in some areas, agogo composed songs to encourage best practices; for 
instance, about danger signs to look out for during pregnancy. These songs were easy to 
learn and sung widely in the community, and it was clear on field visits that the information 
perpetuated by the songs was flowing freely; even small children knew the words and sang 
loudly about danger signs that would signal the necessity of a hospital visit. 
  
In yet another area, agogo arranged to meet weekly with pregnant mothers and young girls 
from the community. At these meetings, the agogo discussed not only the information 
received at the training (“to keep our memories fresh”); they also spoke to pregnant mothers 
about issues such as the necessity and timing of antenatal visits, recognition of danger signs, 

 

Grandmother Saves Newborn from Harmful Practice 
 

    Esta Soko is the proud mother of a healthy baby girl. Had it not been for 

    the advice of her mother-in-law, she would have acted on villagers’  

    recommendations and taken traditional medicine to accelerate labor, a  

    practice that can lead to complications and death.  Esta’s mother-in-law 

    had  received critical training in matters concerning essential newborn  

    care from the team at Ekwendeni Mission Hospital, as part of a Save the 

    Children project funded by USAID Child Survival and Health Grants  

    Program and Saving Newborn Lives.  Fortunately for Esta, her mother-in-

    law discouraged ill-advised use of traditional medicine and referred her to 

    Ekwendeni Hospital instead, where her granddaughter was delivered 

safely. Hospital staff who attended the birth were adamant that the little girl would have been another 

neonatal fatality, due to prolonged labor, had it not been for the agogo’s timely advice.  

 

Now acting as local advisors on matters relating to pregnancy and newborn health, some two thousand 

involved grandparents, like Esta’s mother-in-law, are helping to reduce the risk for newborn mortality in 

Malawi through their influence as community decision makers.  
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best household practices (and those harmful practices needing to be phased out),  and family 
planning. These messages reached families in nearby villages where agogo had not been 
trained, as friends who heard about these efforts encouraged their own daughters and 
daughters-in-law to attend the meetings, with the result that even mothers outside the 
Ekwendeni catchment area started following correct procedures to ensure a safe delivery and 
a healthy newborn.  
 
The creation of dramas or community theatre was another favorite way of sharing 
information with communities, and community members turned up in great numbers to 
view dramas staged by agogo.  In addition to staging dramas, some agogo took it upon 
themselves to go from village to village in areas where agogo had not been trained to deliver 
lectures about the dangers of certain traditional practices. Agogo seemed to be motivated by 
the sentiment that the message they had received should remain as a legacy to future 
generations after they were gone. 
 
 
 
 
 
 
Towards the end of the project, a wealth of qualitative data collected during supervision 
visits, focus groups, and community conversations indicated that a natural flow of 
information had been established in the communities served by trained grandparents: 

• Hospital deliveries had increased, even for mothers who had not been advised by 
agogo, but who had friends that had been referred to hospital and who had passed on 
the information. 

• Children and young people in villages were aware of the details surrounding maternal 
and newborn care, thanks to dramas and talks by agogo. 

• Children were singing the words to the songs about the curriculum, meaning that the 
next generation already knew more about sound preventive practices than their 
parents had before agogo were trained. 

• During supervision visits, young girls said they had been advised on family planning 
matters, and that they felt that the agogo were sometimes more accessible than their 
own parents if they needed someone to talk to or had questions related to sexual 
health. 

• The frequency of meetings, discussions and the general activity of agogo emphasized a 
dynamic flow of information within the community.   

 
 
 
 
 
 
 
 
 
 

“We teach the whole community, because in (the) future we 
will not be there to teach.” 
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4.  Lessons Learnt 
 
The first implementation of any project is bound to offer ways it could be improved a 
second time around. Although the Agogo Approach showed great promise as a community-
level strategy involving the elder members of society, a number of project particulars were 
adapted and improved upon during the course of the project life.  Still others are included 
here because they represent aspects that, if approached differently or reconsidered, may 
prove more effective in future applications.  
 
(1) Build a robust monitoring and evaluation into the project design   The 
programmatic challenge of measuring significant changes in mortality in small populations is 
well recognized by organisations that implement maternal and newborn health programmes 
at the community level. Mortality surveys are expensive and out of reach of most 
community-based organisations. Population-based knowledge, practice, and coverage 
surveys are a good way to establish baseline and endline values for changes in the use of key 
services and practices. Save the Children will be conducting such an endline survey in 
Mzimba District in mid-2010 that, compared with a Mzimba baseline conducted in 2006, 
should provide additional results for documentation of the Agogo Approach. 
 
A good qualitative measure of the scale of newborn mortality in a community can be 
obtained by asking questions about newborn deaths during the first training session for agogo. 
Because grandmothers in Tumbuka culture are local authorities and historians on newborn 

                                                                                                                           
       LIFESAVING VILLAGE THEATRE 
     The agogo from Chimbongondo area in Mzimba District in  

     Northern Malawi were trained in March 2008. Now they regularly 

     stage community dramas in their area, incorporating humor and 

     props (see the doll fashioned out of clay who stars as a newborn in 

     the drama) into scenarios to which villagers can relate, in an effort 

     to bring home messages about maternal and essential newborn 

     care. A typical plot depicts the sharing of advice with an expectant 

     couple. The “husband” is against the idea of antenatal visits due to 

     his suspicion that HIV testing might take place. With great effort 

     and antics on the part of the elderly actors - much to the delight of 

     the audience – the couple is counseled and persuaded by the agogo 

     to accept both antenatal care and HIV testing. The drama proceeds 

A grandmother holds a clay doll  and included practical advice about the importance of delivering 

 that she uses in community dramas in a facility and immediate and exclusive breastfeeding.  The  

     agogo also demonstrate skin-to-skin and promote Kangaroo Mother 

Care for small newborns. Dramas are popular and enthusiastically attended by young and old alike and are an 

effective vehicle for altering misconceptions and changing harmful practices. 



 34

life and death, they are sometimes the only community members - other than the mothers 
themselves - who can convey an accurate picture of the number of newborn deaths in a 
particular village during a given year. Counting newborn deaths is complicated by the fact 
that many “silent” deaths go uncounted as villagers often do not mourn or acknowledge 
stillbirths or babies who die in the first week of life. But a group of elders from a village, if 
asked how many mothers or babies were lost in the last year, are able to discuss the matter 
and provide a relatively reliable number that may prove useful. 
 
In addition, communities should accept and promote the upcoming civil registration system 
for births and deaths in Malawi that will, not only provide important information about 
mortality, but strengthen the individual rights of citizens. 
 
(2) Duration of training   Agogo frequently requested that the duration of training be 
extended to more than two days. The reason, according to some, was that they found the 
amount of information overwhelming and were concerned about remembering it all. While 
in principle longer training sessions are possible, even one extra training day per group 
would elevate the project cost (due to accommodation expenses) and significantly extend the 
timeline for project roll-out. 
 
In fact, supervisors reported that agogo retained information very effectively when they 
engaged in internal meetings and were actively giving advice on a continuous basis. Advice 
and good practice taught from the agogo curriculum was integrated and reached a status of 
almost cultural significance in villages very quickly following training, which meant that agogo 
who were actively advocating good practice on a daily basis did not seem to be in any danger 
of forgetting, as many agogo professed. A suggestion here would be to ensure that supervision 
visits are also used as opportunities to refresh agogo memories about the details of good 
practice.  
 
(3) Supervision and training should run concurrently   The implementation of the Agogo 
Approach at Ekwendeni involved many groups of agogo that were trained over the course of 
more than a year. The full time involvement of project staff in training activities meant that 
group supervision visits did not start until all groups were trained. This led to some agogo 
practicing as advisors for more than a half a year following training without receiving any 
supervision during that period of time. Taking this challenge into consideration, the team 
considered the idea of limiting the BCC Officer’s involvement in training sessions, so that he 
or she is free to conduct supervision visits from the time the first groups of agogo are trained.  
Regular supervision visits are vital for motivating agogo and ensuring they are promoting 
accurate information, best practices, and confidently fulfilling their roles.  
 
(4) Training of project staff   Despite their high level of competence and extensive 
experience in community-based programming, not all members of the project team were 
equally confident in using new technologies (computer applications) and equipment such as 
the camcorder. A quick training session helped but would have been better timed had it 
taken place at the start of project. Other training that proved useful to team members 
included data handling, writing success stories, preparing reports for the sponsor.  
 
(5) Supervision of process documentation   Many programme implementation teams do 
not have training or experience in sophisticated process documentation. If process 
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documentation is required by the donor, or needs to be generated for any particular reason 
other than monthly or quarterly feedback to donors, the donor or sub-granting organisation 
should do an assessment and provide orientation and training to fill gaps.  
 
(6) Raising awareness in communities that were not targeted for training   While 
grandparents were not trained or required to visit villages beyond their own to teach what 
they had learnt, some chose to do so for the benefit of the greater community. Others talked 
to friends in “untrained” villages about what they had learned.  Therefore, broad awareness 
should be raised about the Agogo Approach in the surrounding project area to increase the 
credibility of agogo as trained advisors. In some cases, elders from unfamiliar villages hesitated 
to believe the contrary ideas (contrary to traditional belief and practice) put forth by the agogo 
and initially resisted change. ID badges were useful for this purpose. 
 
(7) Translation of songs   The agogo songs or poems should be translated into English for 
use in other projects or to showcase them to the international community. The songs and 
poems represent an ageless and indispensable communication technique and are a tribute to 
the innovation and enthusiasm of the grandparents. 
 
Figure 4: How information flowed in the Agogo Approach  
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5. Sustaining newborn care 
 
The aim of any maternal and newborn health project should be to achieve an improved 
health status that continues beyond the project’s end. Such an improved status can only 
achieved if behaviour change is integrated with daily life and acquires cultural significance.  
 
In the Agogo Approach, grandparents, in their role as customary decision-makers and 
traditional advisors, provide an open and culturally appropriate channel of communication 
into Tumbuka society via which the causes and potential solutions for maternal and 
newborn mortality and morbidity can be targeted and addressed. Empowering grandparents 
with essential knowledge about maternal and newborn health care has enabled them to 
catalyze and mobilise their communities to reduce risk by increasing the use of key services 
and practices. The Agogo Approach naturally engaged the participation of mothers and 
husbands because they respect their elders and are traditionally receptive to grandparents’ 
advice.  
 
Community participation is an accepted precondition to sustainable behaviour change. It is 
also a function of the stimulated demand for health care services (antenatal visits, postnatal 
check-ups, hospital deliveries, etc.) created by agogo activity within a specific community. The 
more the supply-demand cycle for newborn health services improves, the greater and more 
established the capacity for sustained change in health-seeking behaviour amongst families in 
the targeted area.  
 

A little girl watches spellbound as agogo from her 
village teach through drama and song 
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Mothers who were advised by agogo gained an improved understanding of their own health 
needs, as well as that of their newborns. These new mothers are the grandmothers of the 
future. They are now culturally inclined to learn and accept advice from their own mothers 
and grandmothers and will repeat that advice later to their own daughters and daughters-in-
law when the time comes for them to make decisions for a new generation of newborns. 
Enriching the quality of grandparents’ existing repertoire of advice strengthens their 
credibility as family heads in the eyes of a younger generation increasingly influenced by 
modern ideas - and helps protect the integrity of a very important traditional family structure 
that has already been lost in too many African urban settings.  
 
The trained agogo in Ekwendeni are proof of the enormously important role that can be 
played by Africa’s elders in the protection of its most precious and vulnerable resource: its 
mothers and newborns.   
 

 

Ekwendeni mother and newborn in skin-
to-skin position. 
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Programme goal 
 
This course is designed to equip grandparents with the basic knowledge, skills and 
attitudes that will enable them to promote, support and advocate for quality maternal 
and neonatal care at the community level, to assist in the reduction of maternal and 
newborn mortality. 
 
Programme objectives 
 

• To use community members with culturally defined roles such as teachers and 
guides as resource persons for the provision of current practices in maternal and 
newborn care. 

• To take a leading role in the promotion of beneficial cultural practices and to 
discourage harmful practices in the community. 

• To participate actively in disseminating maternal and newborn care messages 
through other community health programs. 

• To collaborate effectively with other members of the PHC in the reporting and 
documenting of maternal and newborn care issues within the particular 
catchment area. 

 
Introduction 
 
This training manual consists of 4 modules focusing on: 1) an overview of maternal and 
newborn health; 2) maternal care; 3) essential newborn care, low birth weight babies 
and Kangaroo Mother Care; and 4) cultural practices pertaining to maternal and 
newborn care. 
 
Course objectives 
 
Module 1 – an overview of maternal and newborn health 
This module aims at assisting grand parents to gain knowledge on maternal and newborn 
health status in Malawi and inform them about their role to enable them participate in 
maternal and neonatal care at community level. 
 
Module 2 – maternal care 
This module aims at equipping grand parents with knowledge, skills and attitudes 
necessary for promoting, supporting and advocating for care during pregnancy and after 
delivery at community level. 
 
Module 3 – essential newborn care, low birthweight babies and Kangaroo Mother Care 
This module aims at equipping grand parents with necessary basic knowledge, skill and 
attitudes in essential newborn care for them to be able to support mothers and 
newborns in the community. 
 
Module 4 – cultural practices pertaining to maternal and newborn care 
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This module aims at equipping grand parents with knowledge, skills and attitudes on 
how to care for LBW/preterm babies and Kangaroo Mother Care so they can properly 
support mothers of LBW babies. 
 
Characteristics of the learner 
This curriculum is meant for training grandparents: 

• Over 50 years of age 
• Who have delivered and have grand children 
• Who are trustworthy and respected in the community 
• Who know how to read and write (this is not essential but an added advantage) 
• Who are role models 

 
 
Module 1 - Overview of maternal and newborn health in Malawi 
 
Broad objective 
 
By the end of this module, grandparents should have gained knowledge on maternal and 
newborn health status in Malawi to enable them to participate actively in maternal and 
neonatal care at the community level. 
 
Specific objectives 
 

• To describe the health status of maternal and neonatal health status in Malawi. 
 

• To explain the common causes of maternal and neonatal deaths 
 

• To discuss the roles of grandparents in maternal and newborn care at the 
community level. 

 
• Documentation 

 
• To discuss the importance of documentation of maternal and newborn issues 

 
• To list the areas needing documentation by the agogo 

 
 
 
Health indicators 
 
National 
The population of Malawi is estimated to be 11 Million. The maternal mortality rate is 
984/100, 000, neonatal mortality rate 27/1000 live birth while the fertility rate 6.0 per 
woman (Malawi Demographic and Health Survey [MDHS] 2004) 
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District 
The population of Mzimba District is project to 614, 453 in 2007 (National Statistics 
Office projection 2007). The neonatal mortality rate is 38 per 1000 live births while the 
fertility rate is 4.9 per woman (MDHS 2004). 
 
Local 
The population of Ekwendeni Hospital catchment area is 90, 317. 
 
The common causes of maternal and neonatal deaths in Malawi are: 
 
Maternal causes 

• Hemorrhage 
• Obstructed labor/ruptured uterus 
• Anemia 
• Eclampsia/pre-eclampsia 

 
 
Neonatal causes 

• Sepsis 
• Asphyxia 
• Prematurity 

 
The roles of grandparents 
 
General Roles of grandmothers Roles of grandfathers 
Teachers Advisor Decision maker 
Decision makers Counselor Advisor to the father 
Change agents Caregiver Breadwinner 
Custodians of culture Provider of support Transport organizer 
Care givers   
Traditional leaders   
Advisors   
Story telling   
Prescribes of norms   

 
 
Documentation 
 
Definition: 
 
Documentation refers the recording in a permanent format of information about the 
community and project activities. 
 
The importance of documentation is: 

• To provide for an orderly way of doing things to ensure quality work 
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• To simplify complex processes 
• To provide a basis for comparing what is required to what is actually done 
• To create a source of objective evidence 
• To develop a tool to evaluate the quality of work 

 
 Areas needing documentation by the agogo are:  

• Identifying pregnant women in the village 
• When pregnant women begin ANC 
• Number of referrals made  
• Reasons for referral 
• Number of deliveries 
• Place of delivery 
• Problems identified 
• Number of babies referred 
• Postnatal visits made 
• Number of women encouraged to go for postnatal care and physical examination 

of the baby within 1 week after delivery 
 
Types of records: 

• Temporary records 
• Permanent records 

 
* A demonstration of documentation can be done here 
 
Reporting periods 

• Monthly reporting 
• Quarterly reporting 
• Bi-annual reporting 
• Annual reporting 
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Module 1 - suggested timetable 
Total 
Time: 
1hr 10 
min 

Objectives and 
content 

Teaching 
methods 

Materials Evaluation 
 

5 Introduction of the 
topic 

lecture Flip chart  

10 Maternal and neonatal 
health status in Malawi 

• National 
• District 
• Local 

Lecture 
Discussion 

Flipchart 
Markers 
Masking 
tape 

Question & answer 

45 Roles of maternal and 
new born care at 
community level 

• General 
• Grandfather 
• Grand mother 

Group 
discussion 
Group work 
Lecture 
 

Flip chart 
Markers 
Masking 
tape 

Question & answer 

20 Documentation 
• Importance of 

documentation 
• Areas needing 

documentation 
by the agogo 

• Type of 
information 
/records 

• Reporting 
period 

Lecture 
Demonstration 

Flipchart 
Markers 
Masking 
tape 
Record 
books 

Question & answer 

20 Demonstration on 
documentation 

Demonstration Flipchart 
Markers 

Question & answer 
Return 
demonstration 

5 Summary / Questions    
 
 
Competencies required: 

• Correct documentation and record keeping 
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Module 2 -  Maternal care 
 
Broad objective 
 
By the end of this module grandparents will have acquired the knowledge, skills and 
attitudes necessary for promoting, supporting and advocating for care during pregnancy 
and after delivery, at the community level. 
 
Specific objectives 
 

• To explain the advantages of antenatal care  
 

• To describe birth preparedness 
 

• To explain the importance of birth preparedness 
 

• To identify the danger signs that can occur during pregnancy and after delivery. 
 

• To explain the advantages of postnatal care 
 

• To state the advantages of family planning. 
 

• To describe the PMTCT services given to mothers who are HIV positive  
 

• To discuss cultural practices related to maternal care in pregnancy 
 
 
The advantages of ANC  
 

• Early identification of problems and treatment 
• Mothers are educated on different topics such as nutrition, hygiene and rest 
• Provision of necessary care, including IPT, TTV, ITN, Iron supplements, 

VDRL/Rapid test, and HTC 
 
 
Birth preparedness 
 

• Identify place of delivery 
• Arrange transportation system to use when labor starts e.g. ox-carts 
• Prepare resources i.e. money, clean cloths for baby, mother clean sanitary pads, 

plastic sheets razor blades, strings, soap, and basin. 
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Importance of birth preparedness 
 

• Facilitates good decision-making in terms of where the mother should go for 
delivery 

• Facilitates quick transportation of pregnant women to the hospital 
• Ensures good care of both the mother and newborn 
• Saves life of both the mother and the baby 

 
Danger signs during pregnancy 
 

• Edema of the hands and face 
• Convulsions 
• Vaginal bleeding 
• Ruptured membranes 
• Severe headache 
• Fever 
• Severe abdominal pains 
• Blurred vision 
• Labored breathing 

 
 
Cultural practices related to pregnancy 
 
The participants can be organized into groups to discuss cultural practices related to 
pregnancy. 
 
Danger signs after delivery 
 

• Fever 
• Offensive vaginal discharge 
• Heavy vaginal bleeding 
• Edema of legs 
• Convulsions 

 
Cultural practices related to labor and delivery 
 
 The participants can be organized into groups to discuss cultural practices related to 
labor and delivery. 
 
Postnatal care 
 
Definition 
Postnatal care describes the care given to women for up to 6 weeks after delivery.  
Advantages of postnatal care 

• It enables the early identification and treatment of problems 
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• Mothers can be counseled on different topics 
 
Post natal checks should be carried out at 3 days, one week and 6 weeks after deliver. 
 
Family planning 
 
Definition 
Family planning refers to a health service that helps couples decide whether to have 
children, and if so, when and how many. 
 
Advantages of family planning 

• It promotes health of the mother and sibling 
• The mother can do some development work 
• There will be enough time to care for the baby and the family 

 
Family planning methods 

• Traditional 
• Modern 

 
Prevention of Mother to Child Transmission (PMTCT) 
 
Modes of transmission of HIV 

• Sexual intercourse 
• Contaminated blood 
• Mother to child 

 
MTCT can happen during pregnancy, labor, delivery and breastfeeding. 
 
Definition 
PMTCT refers to the Prevention of HIV Transmission from Mother to Child 
 
Prevention of mother to child transmission during pregnancy 

• Advise partners to go for HIV counseling and testing 
• Advise mothers to go for supply of Nevirapine at 8 months gestation 
• Advise mothers to take Nevirapine at onset of labor 

 
PMTCT during labor and delivery 

• Advise mothers to take Nevirapine at the onset of labor 
• Advise mothers to deliver at a facility using a skilled birth attendant 
• Advise mothers who deliver at home or with TBAs to go for a postnatal check 

up within 3 days of delivery 
PMTCT during breast feeding 

• Support infant feeding options 
-Infant feeding options for HIV positive mothers. 
-Exclusive breast feeding with early cessation 
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Whatever information is given to a normal pregnant woman also applies to a PMTCT mother. 
 
 
Module 2 – suggested timetable 
Total 
Time: 
2 hrs 35 
min 

Content Teaching 
methods 

Teaching 
materials 

Evaluation 

10 Advantages ANC visits 
 

Brain storming 
Lecturing 
Discussions 

Flip charts 
Markers 
 

Question & 
answer 
 

15 Birth preparedness 
• Identify place of 

delivery 
• Arrange 

transport 
• Clean cloths 

Discussion 
Lecturing 
Group work 

Posters 
Materials 
for clean 
delivery 

Question & 
answer 
 

20 Explain the importance 
of birth preparedness 

Discussion Flip charts 
Markers 

Question & 
answer 

 Identification of danger 
signs 

During pregnancy 
After delivery 

Brain storming 
Discussion 
Lecturing 

Posters 
Flip charts 
Markers 

Question & 
answer 
 

10 Basic care provided to 
women after delivery 

• Advantages of 
postnatal care 

• Examination of 
mother 

• Appropriate 
care given 

• Post natal 
check 

Brain storming 
Discussion 
lecturing 

Flipcharts 
Markers 
 

Question & 
answer 
 
 
 

10 Advantages of family 
planning 

• Mother 
• Family 
• Baby 

Brain storming 
Discussion 
lecturing 

Flip charts 
markers 

Question & 
answer 
 

1hr PMTCT 
Mode of transmission 
and PMTCT 

• During 
pregnancy 

• During labor 

Brain storming 
Role play on breast 
feeding in HIV 
Discussion 

Posters 
Markers 

Question & 
answer 
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• During breast 
feeding 

45 Discussion of cultural 
practices related to 
maternal care 

Group work  Question & 
answer 

5 Summary / questions    
 

Competencies 
• Identification of danger signs 
 

Module 3 - Essential newborn care 
 
Broad objective 
 
By the end of this module, grandparents will have acquired basic knowledge, attitudes 
and skills for ENC. 

 
Specific objectives 
 

• To define Essential New Born Care 
• To explain care after delivery, including: 

- Immediate care 
- Subsequent care 
- Follow up care. 

• To list two immunizations that are given to new born baby within 2 weeks of 
delivery. 

• To explain the advantages of exclusive breast feeding 
• To describe briefly proper positioning and attachment of the baby during 

breastfeeding. 
• To describe care of the cord to prevent infection 
• To describe care of the eye to prevent infections 
• To identify danger signs in a newborn baby 
• To discuss cultural practices related to newborn care 

 
 
 
Definition 
 
Essential Newborn Care (ENC) is the care provided to neonates using low cost 
technology to prevent morbidity and mortality. 
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Care after delivery 
 
Immediate care includes: 

• Initiating breast feeding within 30 minutes of delivery 
• Keeping the baby dry and warm in skin to skin contact and cover the baby and 

mother 
• Cord care 
• Assessing if the baby is breathing properly 
• Providing KMC for premature babies and referral if they are born at home. 
• Checking bleeding in the cord area and if there is bleeding, referring the baby 

immediately 
 

Subsequent care includes: 
• Maintaining warmth 
• Checking for bleeding on the cord area and referring immediately if there is 

bleeding 
• Delaying bathing for 24 hrs. 
• Putting nothing on the cord 
• Continuing breastfeeding 
 

Follow up care includes: 
• A follow up on the 3rd day for babies born to HIV positive mothers and in home 

deliveries 
• Follow ups at 1 week and 6 weeks 
 

Immunizations to new born babies within 2 weeks of delivery 
 
Definition 
 
Immunization is the act of creating immunity by artificial means. 

 
Types of immunizations given are: 

• BCG 
• Polio 0 

 
Note: Polio continues after polio 0 to 2 and 3 
 
 
Exclusive breast feeding (EBF) 
 
Definition  
 
Exclusive breastfeeding means feeding the baby on only breast milk for 6 months, without 
giving any other fluid. 
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The advantages of breast feeding are: 
• Complete nutrition 
• Antibody protection 
• 80% of milk is water so no extra water is needed. 
• It is cheap 
• It does not need preparation 
• It is readily available 
• It promotes bonding 
 

Proper positioning and attachment of the baby to the breast 
 

• Make sure the mother is sitting comfortably 
• The mother should hold her breast in a C-hold that is thumb on top and other 

fingers below the breast with her fingers away from the nipple. 
• Touch the baby’s lips with the nipple 
• Wait for the mouth to open wide 
• Move the baby on to the breast with the baby’s lower lip below the nipple. 
• Do not move only the baby’s head but support the back of the neck and the 

whole body. 
• Look to see how the baby is attached make sure that the breast tissue does not 

block the baby’s nose while she is suckling. 
• The mother should not lean over the baby, but she should bring the baby to her 

breast. 
 
 
 Factors in promoting EBF 
 

• Initiate breast feeding within half an hour of birth. 
• The baby should be breast fed on demand 
• Discourage throwing away of colostrums 
• Frequent feeding in 24hrs (night feeds) 
• Breastfeed until the breast is empty before going to the other breast. 
• Good nutrition for the mother 
• Emotional support 
• Enough rest 
• Prompt treatment when sick. 

Cord care 
 

• Keep the cord area dry 
• Do not put anything on the cord 
• Observe for any sign of infection, such as  redness or an offensive smell 
• If there are any of the above signs, refer. 
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Eye care 
 

• Keep the eyes clean 
• Do not put any herbal medicines in the eyes 
 

Newborn danger signs 
 
Danger signs soon after birth include: 

• Labored breathing 
• The baby is unable to suckle 
• The baby is unable to cry 
 

Danger signs within 7 days and 28 days include: 
• High pitched crying 
• Twitching of the facial muscles 
• Convulsions 
• Failure to suckle 
• Body stiffness 
• Fever 
• Labored breathing 
• Coldness of the body 
• Eye discharge 
• Redness or pus around the umbilicus  
 

The participants can discuss cultural practices related to newborn care in groups 
. 
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Module 3 – suggested timetable 
Total 
time: 
3hrs 15 
min 

Objective and 
content 

Teaching 
Method 

Materials 
needed 

Evaluation 

5 Review of 
objectives 

Lecturing Flip chart 
Markers 

 

2 Definition of ENC Discussion 
Lecturing 

Flip chart, 
markers 

 

30 Care of the new 
born 

• immediate 
• subsequent 
• follow up 

care 

Discussions 
Demonstration 
Lecturing 

Flip chart 
Markers 

Question & 
answer 

10 Mention 2 
immunizations 
given to a 
newborn within 2 
weeks of birth 

Discussions 
Lecturing 

Flip chart 
Markers 
Posters. 

Question & 
answer 

20 Explain advantages 
of exclusive 
breastfeeding 

Discussion 
Role play 

Flip chart 
Markers 
Posters 

Question & 
answer 

15 Describe proper 
positioning & 
attachment 

Demonstration Dolls Return 
demonstration 

20 Describe cord 
care 
 

Discussion 
Lecturing 

Flip chart 
 

Question & 
answer 

20 Describe eye care Discussion 
 

Flip chart 
Markers 

Question and 
answer 

20 Identify newborn 
danger signs 
soon after birth 
and 
between 7-28 
days. 

Discussion 
Lecturing 

Flip chart 
Markers 
Posters 

Question & 
answer 

40 Discuss cultural 
practices related 
to newborn care  

Group work   
 

5 Summary / 
Questions 
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Competencies 
 

• Assisting mothers on proper positioning and attachment. 
 

 
Module 4 - Care of low birth weight (LBW) babies and KMC 
 
Broad objective 
 
By the end of this module, grandparents should have acquired knowledge, skills and 
attitudes on LBW/ pre-term babies and Kangaroo Mother Care 
 
Specific objectives 
 

• To define a low birth weight/premature baby 
 

• To be able to recognize a LBW/premature baby 
 

• To be able to identify common problems in preterm/LBW babies 
 

• To describe the basic care of a LBW/premature baby 
 

• To demonstrate to mothers how to care for a LBW/premature baby in the KMC 
position. 

 
• To describe different methods of feeding low birth weight babies 

 
Part 1 – Low birth weight babies 
 
Definition 
 
A LBW baby has a birth weight of less than 2500g, regardless of the gestational age. 
 
Recognition of LBW babies 
 
Some of the physical features of a preterm baby: 

• There are less creases on the palms, soles and scrotum 
• The weight is  less than 2500 grams 
• There is excessive vernix and lanugo 
• The baby has pink nipples and external genitalia 

 

Some of problems found in premature/LBW babies are: 
 

• Asphyxia 
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• Poor feeding 
• They are prone to infections 
• Hypothermia 

 
Part 2 - Care of the premature baby and Kangaroo Mother Care (KMC) 
 
Specific objectives 
 

• To define KMC 
 

• To explain the advantages of KMC 
 

• To describe KMC positioning 
 

• To demonstrate how to position a baby in the KMC position 
 

• To describe the role of the family members in supporting KMC 
 

 
Definition of KMC 
 
Kangaroo Mother Care is a natural method of caring for LBW babies. 

 
Advantages of KMC 
 

• The baby is kept warm always, because of skin to skin contact 
• The baby feeds on demand therefore there is increased breast milk production 
• The baby gains weight faster 
• It promotes bonding 
• The baby is protected from infections 
• It is cost effective 
 

 
Description of KMC positioning (demonstration) 
 

• The baby wears a nappy, cup/hat, and socks only and is held in an upright 
position 

• The baby is put between the breasts, in skin to skin contact 
• Secure the baby on the mothers chest with a chitenje cloth 
• Put a blanket or shawl on top for additional warmth 
• Instruct the mother to put on a front opening top to allow for continuous skin 

to skin contact 
• Instruct the mother to keep the baby upright when walking or sitting 
• Advise the mother to have skin to skin contact for 24 hours (or less if 

intermittent) 
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• Advise the mother to sleep in half sitting position when sleeping in order to 
maintain the vertical position of the baby 

 
The roles of family members in supporting KMC 
 

• Family members can relieve the mother from time to time to allow the mother 
to relax 

• They can provide consistent physical and emotional support to the mother 
• They can encourage the mother to continue KMC 

 

Case study: Baby Sara 

Mrs. Kumwenda is a young mother of a preterm baby named Sara. Sara was admitted 
and kept at the Kangaroo Care Unit for 10 days because she was a very tiny baby, 
weighing only 1200 grams. Mrs. Kumwenda was an orphan and was brought up by her 
grandmother. Her grandmother did not assist her during her stay at the KMC unit. 
 
At the time of discharge, Mrs. Kumwenda was told to continue with KMC at home and 
to come for KMC follow-up at the unit. When Mrs. Kumwenda came for her first KMC 
follow-up, Sara looked to have lost weight and her mother looked unhappy. During 
history taking, Mrs. Kumwenda revealed that she was tired of KMC and did not want to 
continue doing it at home. 
 

1. Based on the information provided, what could be Mrs. Kumwenda’s problem 
and why? 

2. Based on the problems identified, what would be your plan of care (action) for 
Sara and why? 

 
Two weeks later, Mrs. Kumwenda brought Sara for continued KMC follow-up visits. 
The health worker at the KMC unit examined Sara. It was established that Sara had 
gained weight and her mother was happier too. 
 

3. Based on these findings, what could be the reason for Sara’s weight gain? 
4. If this was a common problem in the area where Mrs. Kumwenda comes from, 

what intervention measures would you institute to solve the problem? 
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Module 4– part 1 (LBW babies) –suggested timetable 
Total time: 
1 hr 15 min 

Objective and 
content 

Teaching Method Materials 
needed 

Evaluation 

5 Review of objectives lecturing Flip chart 
Markers 

 

15 Definition of low 
birth weight 

Discussion 
Lecture 

Flip chart 
Markers 

Question & 
answer 

20 Recognition of LBW 
babies 
 

Discussions 
Lecturing 

Flip chart 
Markers 

Question & 
answer 

20 
 

Identification of 
problems of 
prematurely/LBW 

Discussion 
Lecturing 
 

Flip chart 
Markers 
Dolls 
Visit KMC ward 

Question & 
answer 

5 Summary / 
Questions 

   

 
Module 4 – part 2 (KMC) - suggested timetable 

Total time: 
2 hrs 

Objective and 
content 

Teaching Method Materials 
needed 

Evaluation 

2 min Review of 
objectives 

lecturing Flip chart/ 
markers 

 

3 min Definition of KMC lecturing Flip chart/ 
markers 

Question & 
answer 

10 min Advantages of 
KMC 

Discussions Lecturing Flipchart, markers 
Masking tapes 

Question 
and answer 

15 min 
Description of 
KMC positioning 
 

Discussions 
Lecturing 
Demonstration 
 

Flipchart, markers 
Masking tape 
Counseling cards 
Dolls 
Wrapper/small 
blanket 
Chitenje/RSA 
Model  
Caps  
Socks  
Nappy 
Counseling cards 

Return 
demonstra-
tion 

30 min 
Role of family 
members in 
supporting KMC 

Discussion Flipchart M 
Markers 
Masking tape 

Question 
and answer 

30 min VISIT KMC   NURSERY  
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Competencies 
 

• Identification of low birth weight babies 
• Positioning of babies in KMC position 

 
Monitoring and evaluation plan 
 

PERFORMANCE  MONITORING PLAN MATRIX 
Performance monitoring 

indicator 
Data source/ 

methods 
Frequency of 
measurement 

Person responsible 

Objective 1: Positive behavior facilitated and increased health care seeking behavior 
Strategy 1.1: Mobilize 
grand parents at village 
level 

   

% of mothers who know 
danger signs during 
pregnancy (at least 2 ) 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project Team & 
SCUS staff 

% of mothers who know 
danger signs during delivery 
( at least 2) 
 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project Team & 
SCUS staff 

% of mothers who know 
danger signs after delivery 
(at least 2) 
 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project Team & 
SCUS staff 

% of mothers who know 
newborn danger signs (at 
least 2) 
 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project Team & 
SCUS staff 

% of mothers whose birth 
was attended by a skilled 
provider. 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project Team & 
SCUS staff 

% of mothers delivering at 
home whose newborns’ 
cord was cut with a 
clean/new instrument or a 
clean birth kit was used. 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project Team & 
SCUS staff 

% of mothers whose infant 
received newborn care 
within 1 week after of 
delivery 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project team & SCUS 
staff 

% of mothers who delivered 
at home and received post-
partum care within 3 days 
of delivery 

Household surveys SNL1 end line survey 
as baseline 
LQAS as end line 

Project team & SCUS 
staff 
 
 
 



Annex A 24

Objective 2: To document success stories, challenges and positive behavior changes in 
the community aimed at reducing maternal and neonatal morbidity and mortality rates 
in Ekwendeni catchment area. 
 
Strategy 2.1 
Documenting 
information 

   

Indicator Data 
source/method 

Frequency of 
measurements 

Person responsible 

Training curriculum of agogo 
developed 

Workshop reports 
 
Pre-test training 
report 
 
Final curriculum 
document 
 

Quarterly / annually 
 
on progress of the 
development, we will 
have workshop times 
and pre-test as 
benchmarks, reported 
in the quarter they are 
taken place) 

Project Director 
 

Agogo supervision checklists 
developed  

Project reports 
 
Checklists 
developed 

Quarterly / annually BCC Officer 
 

Agogo approach developed Projects reports 
for process of 
development 
 
Strategy document 

Quarterly / annually  
 
 

 
BCC Officer 
 

Number of meetings where 
information is disseminated 

Quarterly and 
annual reports 

Quarterly / annually BCC Officer 
 

Proportion of the community 
members, stakeholders, 
organizations & donors 
receiving the information 
process 

Quarterly and 
annual reports 

Quarterly / annually Project Team & 
SCUS staff 
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Process indicators/data elements 
 

Performance 
Monitoring Indicator 

Data 
source/method 

Frequency of 
measurement 

Person 
responsible 

Number of women coming 
for ANC services in first 
trimester 

Antenatal 
registers 
 
HMIS data 
 
Agogo records 

Monthly Programme 
Coordinator 
 
BCC Officer 

Number of deliveries in 
health facilities 

Delivery/birth 
registers. 
HMIS data 

Monthly Programme 
Coordinator 
 
BCC Officer 

Number of home and TBA 
deliveries 

Agogo records 
 

Monthly Programme 
Coordinator 
 
BCC Officer 

Number of mothers 
whose infant received 
newborn care within 1 
week after delivery 

Postnatal 
registers 
 
HMIS data? 
 
Agogo records 

Monthly Programme 
Coordinator 
 
BCC Officer 

Number of mothers who 
delivered at home and 
received postpartum care 
within 3 days of delivery 

Postnatal 
registers 
 
HMIS data? 
 
Agogo records? 

Monthly Programme 
Coordinator 
 
BCC Officer 

Number of women and 
babies Referred to health 
facility by agogo 

Agogo records Monthly Programme 
Coordinator 
 
BCC Officer 

Number of agogo 
participated in other health 
activities  

Agogo records Monthly Programme 
Coordinator 
 
BCC Officer 

Number of women and 
babies on PMTCT 
programme who received 
support from agogo 

Agogo records Monthly Programme 
Coordinator 
 
BCC Officer 

Number of supervisory 
visits made 

BCC records and 
supervision 
checklists 
 

Quarterly Programme 
Coordinator 
 
BCC Officer 
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Performance 
Monitoring Indicator 

Data 
source/method 

Frequency of 
measurement 

Person 
responsible 

Project reports 
Number of agogo 
supervised using a checklist 

BCC records and 
supervision 
checklists 
 
Project reports 

Quarterly Programme 
Coordinator 
 
BCC Officer 

Number of agogo followed 
up after six months 

BCC records and 
supervision 
checklists 
 
Project reports 

Quarterly Programme 
Coordinator 
BCC Officer 

Number of agogo with 
50% knowledge retained at 
six months follow up 

BCC records and 
supervision 
checklists 
Project reports 

Quarterly Programme 
Coordinator 
BCC Officer 

 
Agogo documentation 
 
It is suggested that the grandparents should use  hardcover notebooks for their record 
keeping. 
 
The data to be documented will include: 

• Number of pregnant women 
• When ANC started (number of women starting ANC in each 

trimester) 
• Recording visits (made to women) 
• Problems identified during pregnancy, postnatal period  and for 

newborns and action taken 
• Number of women or babies referred 
• Reasons for referral 
• Descriptions of Agogo participation in other health activities  
• Support of mothers for PMTCT  
• Deliveries, specifying health facility, TBA or home 
• Postnatal period activities 

 Number of women encouraged to go for newborn  and postnatal 
care within 1 week of delivery 

 Number of women who went for newborn and postnatal care 
within 1 week of delivery (can they record this info?) 

 Number of women who delivered at home and were encouraged 
to go for newborn and postnatal care within 3 days of delivery. 

 Number of women who delivered at home and went for newborn 
and postnatal care within 3 days of delivery (can they record this 
info?) 
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Data flow 
 
Agogo will be collecting this information as they do their work and reporting to the 
facility through the HSA of their area. Since they will be using hard covers, the monthly 
data will need to be transferred to a form by the HSA who will keep the same 
information in his hard cover.  
 
The HSA will submit the data to Ekwendeni through the BCC Officer. 
 
 
Using and reporting data 
 
The BCC Officer will compile this data, enter it into the computer database and process 
the data for presentation and reporting. Reporting will be quarterly, but since data is 
collected on a monthly basis, it would be good to present the data monthly. This will 
also help in using data for decision making and further analysis for more complex 
reports. 
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Supervision 
 
Definition: supervision is viewed as a process wherein one person with a set of 
knowledge and skills assists or supports colleagues to use this knowledge and skills in 
improving their work. 
 
Objective of supervision: the purpose of supervision is to promote continuing 
improvement in the performance of people. People are assisted and supported in 
overcoming any difficulties they may face.  
 
Role of a supervisor: supervision may involve demonstration, training, supporting and 
helping or encouraging the agogo to do their work well. The supervisor should be well 
equipped to assist and support agogo with issues of maternal and newborn care, 
recording and record keeping and general performance of their activities.  
 
Agogo supervision structure  
• Supervision is on-going, but scheduled in quarters, i.e., it will be necessary for each 

grandparent to be supervised at least once in a quarter. 
• Checklists should be used in supervision of the agogo. It should not appear as 

though supervisors are bosses visiting our subjects. 
• Immediate feedback and support should be given to the grandparents. 
• Checklists should be compiled and issues synthesized to get a general picture of 

things on the ground. 
• A simple supervisory report should be compiled, highlighting the issues on a 

quarterly basis. This could be part of a quarterly report or a separate report. If it 
is a separate report then we will still need a section on supervision in the 
quarterly report.  
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Annex C.  PERFORMANCE MONITORING PLAN MATRIX 
 

Indicator Definition and Unit 
of Measure 

Data Collection Data Quality 
Assessment 

Reporting Performance 
Indicator 

Numerator Denominator 

Source of 
Data 

Method 
Approach 

of Data 
Collection 

Schedule Respons
ible  

Schedul
e 

Responsible  Sched
ule 

Responsib
le  

% of pregnant 
women starting 
antenatal care 
during the first 
trimester 

# of pregnant 
women starting 
antenatal care 
during the first 
trimester 

Expected 
number of 
pregnant women 

HMIS/ 
antenatal 
registers 

Routine data 
collection 
from health 
facility/ 
HMIS 

Monthly  BCC 
Officer/ 
Program 
coordinat
or 

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y  

BCC 
Officer/Pro
gram 
Coordinat
or/ PHC 
Director 

% of deliveries 
conducted by 
skilled birth 
attendants 

Number of 
deliveries 
assisted by 
skilled 
attendants 

Total number of  
expected 
deliveries 

District 
HMIS 

Routine data 
collection 
from health 
facility/ 
HMIS 

Monthly  BCC 
Officer/ 
Program 
coordinat
or  

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y 

BCC 
Officer/Pro
gram 
Coordinat
or/ PHC 
Director 

% of women 
receiving post 
partum care within 
1 week of delivery1 

# of women 
receiving post 
partum care 
within 1 weeks 
of delivery 

Total # of 
expected 
deliveries 

Postnatal 
register/ 
HMIS 

Routine data 
collection 
from health 
facility/ 
HMIS 

Monthly  BCC 
Officer/ 
Program 
coordinat
or  

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y  

BCC 
Officer/Pro
gram 
Coordinat
or/ PHC 
Director 

Number of 
mothers who 
delivered at home 
and received 
postpartum care 
within 3 days of 
delivery 

Number of postpartum/newborn 
visits within 3 days of birth 
 
(Includes all skilled attendant 
deliveries plus facility or outreach 
postpartum/newborn visits for 
mothers/newborns who did not 

Postnatal 
register/ 
HMIS 

Routine data 
collection 
from health 
facility/ 
HMIS 

Monthly  BCC 
Officer/ 
Program 
coordinat
or 

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y  

BCC 
Officer/Pro
gram 
Coordinat
or/ PHC 
Director 

                                                 
1 The HMIS still reports on % of women receiving post partum care within 2 weeks of delivery 
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have SBA delivery) 

Number of people 
(health 
professionals, 
primary health care 
workers, 
community health 
workers, 
volunteers, non-
health personnel) 
trained in maternal 
and/or newborn 
health and nutrition 
care through 
CSGHP-supported 
programs. 
[Disaggregated by 
gender] 

All People trained in maternal and 
Newborn Health (MNH) are 
counted regardless of their 
professional or skills. 
 

Program 
training 
records/ 
reports 

Routine data 
collection 
from health 
facility/ 
HMIS 

Monthly  BCC 
Officer/ 
Program 
coordinat
or 

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y  

BCC 
Officer/Pr
ogram 
Coordinat
or/ PHC 
Director 

Number of women 
and babies 
Referred to health 
facility by agogos 

Women and babies can be referred 
or advised to go for clinic services 
by agogo either because they are 
sick, have a problem that needs 
skilled provider attention or for 
routine service. 

Agogo/ 
HSA 
registers 

Data 
collected by 
agogo/HSA 
as activities 
are being 
done 

Monthly  BCC 
Officer/ 
Program 
coordinat
or 

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y  

BCC 
Officer/Pr
ogram 
Coordinat
or/ PHC 
Director 

Number of 
supervisory visits 
made to agogo by 
project team 

Agogos need strong support 
supervision in order to improve 
their work 

Program 
records and 
supervision 
report 

Information 
recorded in 
program 
database and 
records 

Monthly  BCC 
Officer/ 
Program 
coordinat
or 

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y  

BCC 
Officer/Pr
ogram 
Coordinat
or/ PHC 
Director 

Number of agogos Agogos will be followed up to Program Information Monthly  BCC Twice in BCC Officer/ Quarte BCC 
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followed up after 
six months 

check knowledge retain and how 
active they are in the communities 

records and 
supervision 
report 

recorded in 
program 
database and 
records 

Officer/ 
Program 
coordinat
or 

the life of 
the 
project, 
mid term 
and EOP 

Save the 
Children 

rly and 
annuall
y  

Officer/Pr
ogram 
Coordinat
or/ PHC 
Director 

% and number of 
agogos with 50% 
knowledge retain 
at six months 
follow up 

Knowledge retain is important for 
agogo to keep on disseminating the 
right information in the community 

Program 
records and 
supervision 
report 

Information 
recorded in 
program 
database and 
records 

Monthly  BCC 
Officer/ 
Program 
coordinat
or 

Twice in 
the life of 
the 
project, 
mid term 
and EOP 

BCC Officer/ 
Save the 
Children 

Quarte
rly and 
annuall
y  

BCC 
Officer/Pr
ogram 
Coordinat
or/ PHC 
Director 
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Annex D. Agogo Approach Supervision Checklist 
 
 
Date of supervision (DD/MM/YYYY): ____/_____/_____ 
 
Name of supervisor: _________________________________ 
 
Name of Agogo (Supervisee): __________________________ 
 
Village: _________________________ T/A: 
_____________________________ 
 
 
Record book checked (yes/No): _____________________________ 
 
 
Comment on data recording: 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_______________ 

 
Data submission timing: ____________ 
 
Availability of IEC materials: _________________ 
 
Problems identified/discussed/experienced: 

_____________________________________________________________________

_____________________________________________________________________

______ 

 
Suggested solutions: 

_____________________________________________________________________

_____________________________________________________________________

______ 

 
Any other observation/comment: 

_____________________________________________________________________

_____________________________________________________________________
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_____________________________________________________________________

_____________________________________________________________________

____________ 

 

Confidentiality issues 

 

Issues met: PMTCT case 

  Home delivery 

  Any other tricky situation 

  Referral of women  
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I.  Introduction  
 
A. Overview of the Agogo Approach 
 
For more than one hundred years, Ekwendeni Church of Central Africa Presbyterian 
(CCAP) Mission Hospital (Synod of Livingstonia) has been involved in primary health 
care (PHC) programs in its catchment area in Mzimba District in Northern Malawi.  
Ekwendeni’s PHC program addresses various maternal and child health issues. Past 
programs have focused almost exclusively on women of reproductive age.  In the first 
phase of Save the Children’s Saving Newborn Lives (SNL) initative (2001-06), 
Ekwendeni was a partner organization to Save the Children for implementation of 
community activities for newborn heath.  Ekwendeni decided to involve grandmothers 
and grandfathers in its community mobilization and behavior change strategy, given their 
role and influence in household decision-making related to pregnancy and care of 
neonates.  More than 4,000 grandparents (agogo in Tembuka, the local language) from 
225 villages were trained and then expected to share their “state-of-the-art” knowledge 
on maternal and newborn care to promote improved practices within their families and 
communities.   
  
B. Background to the Agogo Approach  
 
It is difficult to determine exactly how and when the decision was made to develop the 
Agogo Approach.  In fact, it seems that there are several elements, and the synergy 
between them, that contributed to the decision to explicitly involve grandparents in the 
newborn health promotion activities.   
 
At the outset of the SNL project, in May 2001, a rapid qualitative inquiry on cultural 
factors related to newborn health was carried out by Karen Waltensperger, now 
SC/Africa Regional Health Advisor.  The results of this rapid assessment clearly 
revealed the leading role played by grandmothers at the household level during 
pregnancy and with newborns. It also showed that these senior women serve as advisors 
to male family members on issues related to pregnancy and newborn care. 
 

Whether a household is patrilineal or matrilineal, it is the grandmothers and 
other elder female relatives who commonly serve as key household advisors 
in all matters concerning care of the pregnant woman, neonate and new 
mothers, particularly with a firstborn child.  Senior women also serve as 
first-line gatekeepers for care-seeking and influence male relatives’ 
decision-making. (Waltensperger, 2001, p. 8)  

 
In late 2002, Save the Children SNL commissioned a more comprehensive qualitative 
study entitled, “Saving Newborn Lives Formative Study.”  It was carried out by Priscilla 
U. Matina, a local consultant.  This investigation focused primarily on the beliefs and 
practices related to pregnancy and newborn care but gave some attention to household 
dynamics and decision-making.  The report concluded that: 
 

In Mzimba district, paternal grandmothers, or mothers-in-law, play an active 
role in influencing the care of mothers and newborns, especially for 
pregnant women and those having children for the first time.  (Matina, 2002, 
p. 50)  
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According to Kistone Mhango, PHC Coordinator at Ekwendeni Hospital, initial plans for 
the SNL project did not include activities with agogo.  He and his team soon realized that 
“there was a missing” piece in their community strategy.  Kistone recounts: 
 

“At the outset of the SNL project the focus of the behavior change activities 
was on working with the village health committees and drama groups 
composed of younger people.  There was no discussion of involving 
grandparents.  But as time went by we realized that certain persons were 
missing, the agogo.  We realized that they are the ones who teach the dos 
and the don’ts to younger women. We realized that our programs with 
communities would have more impact if the agogo were involved.” 

 
Another important factor related to the decision to develop activities to involve the 
agogo was strong support for this idea from Stella Abwao, the SNL Project Manager at 
that time.  Given Stella’s background (Kenyan) and familiarity with the cultural 
organization of African families, she was very supportive of the idea of actively 
involving grandparents in SNL activities.  
 
It is the synergy between these several factors that appears to have led to development of 
the Agogo Approach and the initial training of agogo in late 2004.  According to 
Ekwendeni PHC staff, at the outset, their idea was to create “Agogo Clubs” that would be 
involved in promoting newborn health in families and communities.  Several of the SNL 
documents later refer to the existence of “Agogo Clubs.”  
 
However, discussions with the PHC team revealed that, in fact, their approach to 
working with the agogo has not really involved organizing them into a more formal 
“club structure” but, rather, it has consisted of progressively integrating them into several 
existing community activities, namely the village health committees (VHC), the drama 
groups and other village development activities.  For this reason, it was agreed with the 
PHC team in Ekwendeni that it is more accurate to refer to the activities with the agogo 
as the “Agogo Approach” rather than “Agogo Clubs.”   
 
C.  Goal and objectives of the rapid assessment 
 
Since the training of agogo in 2004, in a series of workshops held at Ekwendeni 
Hospital, there has been considerable anecdotal evidence on the positive community 
response to the Agogo Approach and of its positive influence on the grandparents’ 
attitudes and practices.  However, prior to this rapid assessment, no previous systematic 
review or evaluation of the approach had been carried out.  For this reason, and given 
Save the Children’s interest in documenting and packaging the Agogo Approach as part 
of its Malawi Newborn Health Program with funding from 
USAID/GH/HIDN/NUT/CSHGP and SNL, it was determined that a critical review of the 
approach should be carried out in close collaboration with Ekwendeni PHC staff.  
 
The purpose of the assessment, as defined in the Scope of Work, was to assist the 
Ekwendeni PHC team to assess the strengths and weaknesses of the Agogo approach 
with a view to refinement, expansion, documentation and packaging.   
 
The objectives for the assessment, developed with the PHC team in Ekwendeni, were:  
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• to assess the relevance of the Agogo Approach for the communities in Ekwendeni’s 

catchment area 
• to assess the results of the approach based on qualitative information 
• to identify the key factors that have contributed to the positive results 
• to identify the strengths and weaknesses of the approach 
• to identify the most effective incentives to motivate the agogo 
• to formulate recommendations for strengthening Agogo involvement and learning 

within the catchment area 
• to formulate recommendations for expanding the Agogo approach beyond the 

catchment area 
• to formulate recommendations for documenting and “packaging” the approach (in 

order to be able to share it with others)  
 

II. Methodology  
 
Given the purpose and objectives of this review, a qualitative and participatory 
approach was used to carry it out.  The consultant worked closely with Ekwendeni 
and Save the Children staff in order to develop the methodology, collect and analyze 
the information and formulate conclusions and recommendations.   
 
A. Data collection: instruments and sample of interviewees 
 
Data was collected through group and individual interviews and also through review 
of existing documentation (secondary data.)  
 
Focus group discussions using semi-structured interview guides (specific to each 
category of interviewees) were conducted with a total of 451 community members 
consisting of: grandmothers (148); grandfathers (79); young women with children 
under 1 year of age (88); VHC members (92); and drama group members (44); and 14 
Ekwendeni staff members who have been involved in agogo activities in one way or 
another.  (See Table I. below.)  Interviewees were selected using convenience 
sampling.  
 
Individual interviews using a structured questionnaire consisting of 8 questions were 
carried out with 76 grandmothers and 38 grandfathers in order to test their knowledge 
of priority messages related to the care of pregnant women and of newborns.  
Interviewees were selected using convenience sampling.  [The fact that the sample 
has twice as many grandmothers (GMs) and grandfathers (GFs) reflects the fact that 
about twice as many GMs attended the community meetings called by Ekwendeni 
staff in the context of this review.] 
 
Review of available documentation on the Agogo Approach was also carried out 
though this was of limited scope given that the available documentation on 
development and implementation of the approach is very limited.  
 
 

Table I.  Focus group interviewees by category 
 

 Persons interviewed 
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Agogo  
 

Village Grand-
fathers 

Grand-
mothers 

Drama 
groups 

Village Health 
Committees 

(VHC) 

Women 
w/ 

children 
< 1 year 

Vyalema 
Kumwenda 

3 6 10 9 6 

      
Mopho Jere 6 17 6 7 16 

      
Lazaro Jere 15 18 - 10 12 

      
Madang’ombe 

Mumba 
6 12 10 10 12 

      
Sunduzwayo 

Tembo 
17 28 - 13 13 

      
Mugulumu 
Kamanga 

6 11 9 10 11 

      
John Kaunda 9 20 9 10 12 

      
Yotamu 

Nkhambule 
17 36 - 23 6 

Ekwen-
deni staff 

 
 
 

14 

Total by category 79 148 44 92 88 14 
Total number persons interviewed   =  465 

 
 
B.    Data collection team 

 
The data collection and analysis was coordinated by Judi Aubel, consultant for the 
assessment and Founder of The Grandmother Project, a US-registered NGO. The 
interviews of both groups and individuals were carried in the local language by: 
Kistone Mhango, Rose Gondwe, Maggie Munthali, Evelyn Zimba and Agness Hara. 
Community visits and interviews took place between December 8 and 12, 2006.  
 
C.    Data analysis  
 
During the data collection phase, on a daily basis, following the community visits, the 
assessment team sat together, reviewed the notes taken and discussed the main themes 
and trends that emerged from the data.  All focus group interview notes were typed 
and additional analysis of the data was also done by the consultant.  
 
III.   Findings  
 
A.       Results of the Agogo Approach  
 
The initial rationale for involving agogo in community newborn health activities was 
to promote improvements in their knowledge and changes in their attitudes and advice 
regarding the care of pregnant women and of newborns.  However, anticipated results 
of agogo involvement were not defined in terms of behavioral outcomes.  The 
Behavior Change Communication (BCC) strategy (planning chart), developed in mid-
2003 for SNL, does not include any anticipated results related to agogo knowledge, 
advice or practices.  All relate to women’s knowledge and practices.   
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Since the agogo training sessions took place in the fall of 2004, there has been very 
limited formal monitoring and follow-up to assess the effect of the training and other 
community-based newborn health activities on the knowledge, advice and practices of 
the agogo and their families.  Monitoring visits were not included in the original plan 
and neither was there time nor resources to do systematic follow-up in the more than 
two hundred villages in the Ekwendeni catchment area.  On the other hand, in the 
course of other community activities and contact with community members at the 
hospital, considerable anecdotal information was collected by Ekwendeni staff that 
has consistently shown both the enthusiasm of communities toward agogo 
involvement and the positive changes in agogo attitudes and practices.  Unfortunately, 
no system was developed for collecting feedback from communities and the anecdotal 
information and observational data was not recorded in any way.   
 
The information collected during this assessment, though essentially qualitative in 
nature, clearly suggests that there have been positive changes in agogo knowledge, 
attitudes and advice.  (Those findings are discussed below.)  In addition to the results 
related to newborn care practices, the Agogo Approach has had some very positive 
and unanticipated results related to improvements in intergenerational communication 
and collaboration between younger and older community members.  
 
1. Increased knowledge, improved advice and practices related to maternal and 

neonatal health  
 

• Learning by agogo 
 
The information collected both from community members and Ekwendeni staff 
clearly suggests that there has been considerable learning on the part of both GMs and 
GFs and that in many cases their new knowledge on care of pregnant women and 
newborns has been put into practice.  
 
Individual interviews were carried out with 114 agogo (38 grandfathers  and 76 
grandmothers) to assess their knowledge of key messages communicated during 
training and in other community activities related to: antenatal care (ANC); danger 
signs of pregnancy and with newborns; timing of the  first bath; modes of 
mother-to-child transmission of HIV; and Kangaroo Mother Care (KMC). 
 
Results of the interviews showed: on five of the ten parameters (messages) assessed, 
fifty percent or more of the agogo have mastered the priority information; the agogo 
have particularly high levels of knowledge regarding early ANC (85%) and KMC 
(76%) while their knowledge of HIV mother-to-child transmission remains 
inadequate (11%)  as does their knowledge of newborn danger signs (35%); and 
levels of knowledge of grandmothers and grandfathers are similar on all topics except 
for those related to delaying the first bath where grandmothers’ knowledge is 
significantly better than that of grandfathers.  
 
The information collected through focus group interviews supported these findings 
regarding knowledge acquisition on the part of the agogo.  During the group 
interviews, both grandmothers and grandfathers who spoke up tended to be those who 
had higher levels of knowledge.  This is frequently the case in group interviews that 
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those who speak up tend to be those who have more confidence in their own 
experience and learning.     
 
During the group interviews, both with agogo and women with young babies, there 
were numerous testimonies regarding how the new knowledge of the agogo has been 
put into practice related to: early and frequent ANC; transport of premature babies to 
the hospital using KMC; rapid referral to the hospital of women and newborns with 
danger signs; use of exclusive breastfeeding (EBF); and delaying the first bath of 
newborns.   
 
Testimonies from Ekwendeni hospital staff also support the conclusion that agogo 
have learned and are putting into practice priority messages.  Hospital nurses 
reported: a considerable increase in early ANC visits (i.e. at three months of 
pregnancy); decreased use of traditional medicine to accelerate labor; babies 
transported to the hospital especially by men or grandfathers using KMC; improved 
newborn care; and increased EBF.  
 
2. Improved communication and collaboration between elders and youth 

 
In all communities where interviews were carried out, community members reported 
that the Agogo Approach has also contributed to an unanticipated, but very positive, 
result related to improving intergenerational communication and collaboration 
between younger and older community members.  

 
 Past community health and development programs in Malawi, implemented both by 

Ekwendeni and by other organizations, have involved and trained young people and 
have not systematically involved the agogo.  Both youth and grandparents reported 
that in the past they always felt uncomfortable with the youth-focused approach first, 
because of the expectation that young people should teach their elders and secondly, 
because it excluded grandparents who are the designated “teachers” in the local 
culture.   

 
 One of the young members of a village health committee explained how difficult it 

was for them to try to teach their elders:   
 

“It was always very uncomfortable for us trying to communicate new  
health concepts to our elders.  When we were trained, we were told to do  
so, but we knew that culturally it was not appropriate for younger people  
to be teaching older ones.”  

 
And one of the very old grandmothers explained how the elders reacted to the  
youth-focused approach:   
 

“All of the programs choose young people to be trained.  When they return, 
they come to us to tell us what they have learned.  When they do this, I 
scream at them and tell them that we will not listen because it is not 
appropriate in our culture for youth to teach elders.”  

 



Annex E 11

A grandfather, who has recently become a member of the VHC in his community as a 
result of the Agogo Approach, described the “cultural conflict” that exists when 
programs target youth and exclude elders:  
 

“When youth try to teach their elders, they are showing a lack of respect for 
our cultural values regarding the role of elders in the society.”  

 
On the other hand, now that the agogo have also been “officially trained,” both they 
and younger community members feel that grandparents’ culturally-designated place, 
as teachers of the younger generations, has been restored.  The agogo reported that 
now they feel more respected in the community and more comfortable being involved 
in community activities and collaborating with younger people in the VHCs, drama 
groups and other community activities.   
 
Conclusion:  The information collected during this assessment clearly shows that the 
Agogo Approach has had two very positive results: first, there have been positive 
changes in agogo knowledge, attitudes and advice related to the care of pregnant 
women and of newborns; and second, the Agogo Approach has contributed to some 
very positive, but unanticipated results related to improvements in intergenerational 
communication and collaboration between younger and older community members.  

 
B. Factors that have contributed to the results of the agogo approach 
 
One of the objectives of the assessment was to identify key factors that have 
contributed to the positive results of the Agogo Approach.  This is important both in 
order to know what existing activities should be strengthen and/or expanded and in 
order to be able to systematically orient others who are interested in understanding 
and possibly using the approach.  Through both community level interviews and 
discussions with Ekwendeni staff the following factors were identified as having 
contributed to the positive results.   
 
1. The basis for the approach is culturally-defined roles and relationships  
 
The strong support for the involvement of agogo in maternal and neonatal health 
activities from both community members and Ekwendeni staff stems from the fact 
that the Agogo Approach builds on cultural roles and responsibilities.  At both the 
household and community levels, agogo influence decision-making and practices 
related to maternal and neonatal health.  By explicitly acknowledging the role of the 
agogo as family advisors and teachers the approach has been a strong source of 
motivation for them to be more involved in community programs than in the past.  In 
the Agogo Approach, the roles that the agogo are expected to play mirror their 
culturally-defined advisory roles.  Community interviewees, young and old, stated 
that past development programs that have given youth a central role have been at odds 
with the culturally-designated roles where elders are the advisors and teachers of 
youth, and not the reverse.  
 
• Builds on the respective roles of grandmothers and grandfathers at the 

household level 
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At the household level, both earlier studies and the information collected during this 
assessment clearly show that grandmothers and grandfathers play complementary, but 
different, gender-specific roles related to maternal and neonatal health.  
 
Grandmothers (e.g., mothers-in-law in this part of Malawi which is patrilineal) are the 
direct advisors of young women and direct care-givers of young children.  
Grandmothers are responsible for ensuring close follow-up both of pregnant women 
and newborns on a day-to-day basis.  Given both their experience, related to 
pregnancy and infant care, and their intimate involvement with women and new 
babies, if a problem arises, they are aware of it before any male family members get 
involved and they are the first-line decision-makers about what should be done.  
Given their role and intimate involvement with both pregnant women and newborns, 
it is extremely relevant for them to be involved in community activities in order to 
strengthen their knowledge and the advice they give not only to younger women but 
also to their husbands and sons.    
 
Grandfathers are usually not directly involved with pregnant women and newborns, 
on a day-to-day basis, and play a secondary and supportive role in a rather detached 
way.  For example, culturally it is not acceptable for grandfathers, the fathers-in-law, 
to communicate directly with their daughters-in-law.  According to both community 
members and Ekwendeni staff, when GFs are advised by their wives, or other senior 
women in the family, that special resources or logistical support are required for either 
pregnant women or newborns, then they take on a more active role.  In these 
instances, based on grandmothers’ advice in most cases, they often make “official 
decisions” regarding transport and other aspects.    
 
Grandfathers and men are officially regarded as household “decision-makers,” but, in 
fact, as regards issues related to women and children’s health and well-being, in most 
cases they are second line decision-makers who provide support to grandmothers 
when required.  Given the role of grandfathers in organizing emergency transport, it is 
particularly important that they be aware of the urgency of such evacuations when 
grandmothers observe danger signs with either a woman or newborn.  
 
While the roles of GMs and GFs are complementary, clearly GMs are more directly 
involved than GFs in maternal and neonatal health activities at the household level on 
a day-to-day basis.  In the past it seems that activities were developed for 
“grandparents” without any attention to the difference in their roles.   For the purposes 
of developing future agogo activities, the distinction between the roles of GMs and 
GFs should be kept in mind in terms of role descriptions, training content and 
activities developed with the two sub-groups.  The greater involvement of GMs in 
maternal and neonatal health may warrant investing more resources in reinforcing 
grandmothers’ knowledge, for example, by providing more in-depth and longer 
training for them than for GFs.       
 
• Contributes to changing community norms    
 
As Kistone frequently says, “grandparents are the custodians of tradition.”  
Specifically regarding the care of pregnant women and of newborns, grandmothers 
and grandmother peer groups, or social networks, play a key role in communicating 
and enforcing community norms of behavior.  Involving agogo in health education 
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activities can increase their knowledge of priority (modern) practices that can, in turn 
contributes to changing community norms that are communicated to younger women.  
This is another factor that supports the need to continue to involve the agogo in health 
education and communication activities.  
 
Most communication strategies dealing with maternal and child health topics aim to 
change individual behavior, and in order to do so they focus on women of 
reproductive age.  Often these strategies lead to increases in women’s knowledge but 
do not result in changes in their behavior because it is difficult for them to adopt 
practices that go against community norms and advice of senior women, or GMs, in 
the family.  The Agogo Approach contributes to changing community norms by 
working through agogo groups, those who are involved in setting such norms.  
 
2. Inherent motivation of agogo to learn  
 
Another factor that has significantly contributed to the results of the Agogo Approach 
is their inherent motivation to learn, which was clearly and repeatedly revealed in the 
community interviews.  In all communities visited both grandmothers and 
grandfathers expressed a strong interest to learn more about maternal and child health.  
Ekwendeni staff who facilitated the agogo workshops also stated that during training 
virtually all of the agogo demonstrated an eagerness to learn.  GMs and GFs alike 
stated that the opportunity to learn more about the “modern concepts” related to the 
health of women and children equips them to be able to better teach their children/ 
grandchildren and to save lives. 
  
There is an often-heard saying in the Tembuka language that “an old potato cannot be 
bent.”  However, in all communities the agogo said that they reject this widespread 
and negative belief regarding the capacity of older people to learn and change.  The 
group interviews with them regarding priority practices promoted in the SNL project 
clearly showed that they are capable of learning. And in all communities they insisted 
that they want to learn more, not only about newborn care, but also about other 
aspects of maternal and child health.  
 
3. Training of agogo at Ekwendeni  
 
Another determining factor related to the results observed from the Agogo Approach 
was the training they received at Ekwendeni.  The mere fact that the agogo were 
“invited to Ekwendeni to be trained” was a landmark event for them.  It alone appears 
to have contributed greatly to increasing their own confidence in their role and 
importance in the family and community.  For Ekwendeni staff who facilitated the 
training sessions, the experience was significant insofar as it helped them to modify 
their attitudes toward the agogo.  It helped them to begin to see grandparents more as 
“partners” than as “obstacles,” the attitude that many of them held prior to the 
training.  
 
The second important aspect of the training was the approach, or methodology, used 
to train the agogo.  No training manuals or detailed reports on the training events were 
prepared that describe in detail the methodology used.  According to the PHC team 
members, “for each of the topics addressed, the agogo were asked to share what they 
know and then the Ekwendeni facilitators told what they know.”  From the 
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information provided to the assessment team, it appears that the approach used was: 
very participatory; built on participants’ past experience and knowledge; and based on 
a dialogue between community members and health providers.  During the assessment 
it was not possible to find out exactly how the training was done due to the absence of 
documentation on the training.  In future training events an explicit attempt should be 
made to document both the activities used and the reaction and feedback on them 
received from participants.   
 
[ Note: After my departure from Malawi the PHC team informed me that they had 
used the Learned-Centered Psychosocial Approach (LEPSA) in the training. 
Additional information on LEPSA approach was not available before the completion 
of this report.  This information might help to understand exactly how the training 
was carried out. ] 
 
Several weaknesses were identified with the training, specifically related to 
documentation of the event.  All future training events could be strengthened by 
ensuring that the following elements are defined and used:  training goals and 
objectives for the workshop sessions; post-tests carried out (orally) with participants 
to assess their learning; and a detailed training plan for each training event to include 
detailed feedback from community members, observations from facilitators and 
lessons learned for the future.  
 
In conclusion, the training of the agogo at Ekwendeni produced very positive results, 
not only in terms of learning but also in terms of increasing the status of the agogo in 
their communities and their motivation to contribute to community health 
improvements and change.   
 
4. Community organization and leadership in the Ekwendeni catchment  
 area 
 
For any community intervention, in addition to the characteristics of the intervention 
itself, another critical factor that influences the effects of the approach is the 
community context into which it is introduced.  Since 1980, Ekwendeni PHC 
programs have been active in the catchment area, where the Agogo Approach was 
introduced.  These programs have included extensive training of community leaders 
and groups both on various health topics and on leadership, VHC development etc.  
These efforts, over the years, have contributed greatly to strengthening the social 
infrastructure, or community organization and capacity in the Ekwendeni area.  
Compared to many other parts of Malawi, it appears that the level of community 
organization and responsiveness to development initiatives is quite high in this part of 
Mzimba District.  During the assessment an attempt was made to collect information 
on the key principles and elements of the community capacity building activities that 
Ekwendeni carries out but it was not possible to get any specific information in this 
regard.  [Note: Perhaps with more time one could interview the facilitators who 
conducted such training, as well as participants in past workshops in order to discover 
its content, methods used etc.]  
 
The Agogo Approach was “planted” in a very fertile place where community 
leadership is quite strong, as are community groups such as VHCs.  The impressive 
results of the approach are undoubtedly due to the combination of the innovative and 
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culturally-adapted approach that builds on community resources, i.e, the agogo, and 
the strong community leadership and organizations that existed prior to the 
introduction of this approach.  If this innovative approach is introduced in a place 
where the social infrastructure is very weak, most likely the results would be 
considerably less.    
 
• Support for agogo activities by village headmen   
 
During the rapid assessment it was observed that in communities where the village 
headman strongly encourage the agogo, they do appear to be more involved in 
community activities and, in turn, more committed to modifying some of their 
practices related to pregnancy and newborns.  Encouragement of the agogo by the 
village headman is clearly an important factor in motivating them to participate in 
community activities and to share their knowledge within their families and with 
others in the community.  
 
5. VHC collaboration with and support for agogo 
 
Generally, the president of the VHC is the village headman and, in most cases, he is 
an agogo.  Prior to the training of the agogo, VHC members did not include any other 
agogo.  This is largely explained by the fact that one of the initial criteria for the 
choice of VHC members was that they be literate, which automatically eliminated 
most agogo.  According to younger VHC members, before the agogo were integrated 
into the committees, it was difficult for the VHC, composed almost entirely of 
younger people, to make it heard in the village.  
 
Since the agogo training, the grandparents have progressively been integrated into the 
VHCs and now virtually all of the committees have several agogo members.  
According to elder and younger community members alike, incorporation of the 
agogo into the committees has, on the one hand, increased the credibility and 
influence of these structures in the community while, on the other hand, it has 
strengthened communication and collaboration between younger and elder VHC 
members.   
 
Prior to the agogo training the VHCs were trained on the basic essential newborn care 
messages/information related to the care of pregnant women and newborns.  This was 
an important starting point for preparing them to work more closely with the agogo to 
promote those priority practices.  Under the leadership of the village headmen, it 
appears that most of the VHCs are promoting maternal and neonatal health activities 
in collaboration with the agogo.  In most cases, too, the VHCs are also collaborating 
with the drama groups, particularly to help mobilize community members and 
organize community drama performances.    
 
6. Drama performances on essential newborn care themes  
 
Another activity initiated under SNL-1 that has definitely contributed to increasing 
the involvement and reinforcing the learning of the agogo is the drama group 
performance.  The performances of the drama groups are very effective insofar as 
they allow community members to “have fun while learning,” as many community 
interviewees reported.   
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The drama groups were trained by a specialist in popular theatre and most of the plays 
that are being used were designed during the training workshop.  This approach to 
developing the plays seems to be an excellent one as it helps ensure that the technical 
content being disseminated is accurate.  The original six plays that were written and 
distributed during training have been repeatedly used, the high quality of the 
presentations is excellent, and communities appear to enjoy seeing them multiple 
times.  At some point in the future, however, it would be good to have additional 
plays developed to ensure variety and also to incorporate other topics, namely, 
Prevention of Mother to Child Transmission (PMTCT) and other HIV/AIDS topics, 
EBF and the importance of warming and drying (including delay of first bath for the 
newborn).  Monitoring data on levels of knowledge of both agogo and young women, 
such as that collected in the individual interviews during the rapid assessment, can be 
used to identify topics/messages that need to be further reinforced and for which 
additional scripts could be developed for the drama groups.   
 
At the beginning of SNL-1, all of the drama group members/actors were young 
people.  They presented the plays on the various topics related to pregnancy and 
newborn health.  In a number of communities there were negative reactions to this 
and protests from village headmen who felt that: 1) it was not appropriate for taboo 
topics, such as pregnancy, to be presented on the stage in front of everyone; and 2)) in 
was not appropriate for young people to be teaching the elders about these topics.  
This feedback from communities was useful and after the agogo training it was 
decided to incorporate agogo into all of the drama groups.  The inclusion of agogo 
has had several positive consequences: 1) now elders and younger people are working 
together presenting the dramas; 2)) the fact that both youth and elders are involved 
has greatly increased the interest of the agogo in the performances; and c) agogo 
involvement has made it more acceptable to discuss previously-taboo topics on stage.  
 
The drama groups seem to be highly motivated and community interest in their 
performances appears to be a key in encouraging them to continue the presentations, a 
factor contributing to their motivation.  It seems that in most cases the village 
headmen and VHCs encourage them to perform and take charge of mobilizing 
communities for the performances. It is fantastic that these drama activities have been 
sustained by the communities themselves over the past three years, as most were 
initially trained in 2003.  
 
7. Dancing to songs on priority topics  
 
Another activity/tool that contributes to reinforcing agogo interest and learning 
regarding maternal and newborn care are the songs that have been developed on 
various priority life-saving topics.  It appears that the songs, all in the local language, 
are almost always accompanied by dancing which increases the “enjoy while learning 
effect.”  According to community informants, the songs are used at various times in 
the community, when meetings of various types are held, during mobile clinics and at 
other types of gatherings.    
 
As an educational tool, songs are very effective insofar as they are culturally-adapted, 
participatory and inexpensive and they can be used by communities themselves.  It 
appears that the songs primarily deal with “priority technical messages” regarding 
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practices that are promoted by Ekwendeni, i.e, proposed changes in harmful cultural 
practices.  It seems that the songs give limited attention to the positive cultural roles, 
values and practices. It was not possible, during the short period of the assessment, to 
determine if there are songs to address all of the topics. 
 
8.    Posters and brochures  
 
Three posters and very simple and attractive brochures were developed under SNL-1 
on: priority practices during pregnancy and danger signs; newborn care; and KMC for 
premature babies.  It is difficult to assess how much these materials have contributed 
to learning on the part of the agogo, who are mostly illiterate.  During all of the 
interviews with agogo, VHCs, drama groups and young mothers, practically no 
mention was made of the brochures or posters.  As compared with other 
communication activities and influences discussed above, it does not appear that these 
print materials have had a significant impact on the agogo.   
 
Conclusion:  As discussed earlier, the assessment team concluded that the 
encouraging results of the Agogo Approach can be attributed to the synergy between 
the various factors discussed above, some related to the context in which the Agogo 
Approach was implemented and others associated with the characteristics and 
components of the approach itself.   
 
D.      Weaknesses and constraints related to implementation of the agogo  
 approach 
 
1. Very limited monitoring and supervision 
Follow-up visits for monitoring and supervision of agogo activities were not included 
in the SNL-1 work plan, resources were not allocated for such visits and, 
consequently, they did not take place.  Occasional informal follow-up was done.  In 
all of the communities visited during the assessment, the agogo themselves said that 
they wished that there had been supervision visits to “encourage us” and to “make 
sure we are on the right path.”   
 
2. Very limited documentation   
As with many organizations involved in community programs, the efforts of the PHC 
team at Ekwendeni in the context of the newborn health program were focused on 
“implementing activities at the community level.”  According to Kistone, his team 
members all had very heavy workloads under SNL-1 and “documentation” was not 
viewed as a priority relative to “implementation.”  It also seems that for the PHC team 
members the rationale for documenting ongoing community activities was not entirely 
clear.  Now that the value of the innovative Agogo Approach has been recognized, it 
is becoming clearer to Ekwendeni staff that in order to be able to share the approach 
with others within Ekwendeni district and beyond, there is a real need to 
systematically document it.    
 
One of the assessment objectives was to collect all available documentation on the 
Agogo Approach including: periodic monitoring reports that include lessons learned; 
training modules and reports; and educational/ communication materials developed.  
But unfortunately, very little written material was found.  At present, no filing system 
has been established for organizing documentation on agogo-related activities and the 
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PHC team does not have a clear idea of “what should be documented” and “how it 
should be documented.”  Key pieces of the “documentation process” should include: 
1) descriptions of major activities carried out (objectives, steps, strengths and 
weaknesses of activity implementation); 2) feedback from both community members 
and development workers on activities carried out; and c) periodic development of 
“lessons learned” with community and development actors based on strengths and 
weaknesses in the implementation of activities.  
 
3. Limited focus on positive cultural roles and practices 
 
In the interviews with community groups, a predominant theme that emerged was that 
they have learned that there are various “harmful cultural practices” related to the care 
of pregnant women and newborns that they should abandon.  For example, in the 
otherwise wonderful dramas and songs that are being used, the focus is primarily on 
encouraging community members to “stop certain harmful practices” and to “adopt 
recommended ones.”  In these education/communication activities, there is relatively 
little discussion or focus on “positive roles and practices” that are part of the culture 
and that people should be encouraged to feel proud of and that they should be actively 
trying to preserve.  For example, songs could be developed that praise the role of 
grandparents as advisors of the younger generation.     
 
In fact, in behavior change communication (BCC), as the term suggests, the focus is 
on getting people to change certain (harmful) behaviors.  This focus and orientation 
was adopted by the Ekwendeni PHC team that was followed to develop the BCC 
strategy in SNL-1 using the BEHAVE framework.  The BEHAVE methodology is 
being widely promoted in child survival and other health programs.  
 
In these times when rural Malawian communities are suffering both from severe 
poverty but also from much illness and death associated with HIV/AIDS, and where 
cultural traditions and values are at risk of being lost, it seems particularly important 
that development programs explicitly aim to acknowledge and value the positive 
features of local cultures.  Another example would be that, in the songs and dramas 
developed, the role and commitment of elders related to maternal and neonatal care in 
the family could be featured as a positive resource.     
 
IV. Conclusions  
 
Innovative MCH strategy in Malawi  
The Agogo Approach developed at Ekwendeni Mission Hospital is an innovative and 
promising approach to community health promotion that is grounded in cultural 
values and roles.  It appears to be the first time that grandparents have been viewed as 
key actors and explicitly involved in community maternal and child health promotion 
in Malawi.  Past maternal and child health programs have focused almost exclusively 
on women of reproductive age, and occasionally on women and their husbands.  The 
reaction to the Agogo Approach, on the part of both community members and health 
workers, has been very positive and both believe that the approach is both culturally-
relevant and an effective way to promote change in family attitudes and practice 
related to maternal and newborn care.  
 
Limitations of past “youth-focused” community programs  
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Past community health and development programs in Malawi, implemented both by 
Ekwendeni and other organizations, have primarily involved and trained young 
people and have not systematically involved the agogo.  Both youth and grandparent 
interviewees reported that in the past they always felt uncomfortable with the youth-
focused approach first, because of the expectation that young people should teach 
their elders and secondly, because it excluded grandparents who are the designated 
“teachers” in the local culture.   
 
Cultural-relevance of the Agogo Approach  
At both the household and community levels, agogo influence decision-making and 
practices related to maternal and neonatal health.  The Agogo Approach builds on 
their culturally-designated roles and responsibilities. There is a broad consensus 
among community members and health/development staff that it is very relevant to 
involve the agogo in programs aiming to promote newborn care and well-being for 
two major reasons.  First, grandmothers are directly involved in the care of pregnant 
women and of newborns and grandfathers play a supportive role related to these 
activities.  Second, agogo involvement can contribute to changing community norms 
that can, in turn, promote sustained behavior change.   
 
Anticipated results of the agogo involvement  
The information collected during this assessment, though essentially qualitative in 
nature, clearly suggests that there have been positive changes in agogo’ knowledge, 
advice and practices, especially related to: ANC ; danger signs of pregnancy and in 
newborns; newborn care; breastfeeding; and KMC for small babies requiring extra 
attention. 
 
Unanticipated results of agogo involvement 
The Agogo Approach has also contributed to an unanticipated, but very positive 
result, related to improvements in intergenerational communication and collaboration 
between younger and older community members.  All communities stated that in the 
past, grandparents felt excluded from and frustrated by the prevalent youth-focused 
development programs.  They stated that, by acknowledging the culturally-designated 
role of the agogo as teachers of younger community members, and by strengthening 
the knowledge of the agogo, they have been encouraged to work together with young 
people, in a spirit of mutual respect, to promote community health and development.   
 
Factors related to encouraging results of agogo intervention  
The assessment team concluded that the very encouraging results of the innovative 
Agogo Approach cannot be attributed only to the formal agogo training at Ekwendeni, 
but rather to a combination of factors that include that training.  On the one hand, 
there are two important pre-exiting contextual factors that appear to have contributed 
to the positive results of the approach, namely, the strong leadership and high level of 
community organization that exists in most communities in the Ekwendeni catchment 
area, and the skills of Ekwendeni field staff in community facilitation, participation 
and capacity-building.  On the other hand, various components of the intervention, or 
approach, itself have clearly contributed to the positive results, namely: 1) the 
participatory and culturally-sensitive training methodology used with the agogo; 2) 
the fact that the agogo were for the first time officially invited to a training session at 
Ekwendeni; 3) the frequent drama performances over the past three years that convey 
information on priority maternal and newborn practices; 4) the frequent use of songs, 
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accompanied by dancing, that reinforce key messages on priority practices; 5) the 
training of VHCs on essential newborn care topics and their role in disseminating 
them to other community members; and 6) the inclusion of agogo into both the VHCs 
and drama groups, of which they were not previously a part.  In conclusion, the 
positive results of the Agogo Approach can be attributed to the synergy between the 
several factors listed above.  
 
Prospects for sustainability 
There are several features of the Agogo Approach that support the prospects for 
sustainability, both of the community education/communication activities and of the 
changes in health-related practices that they promote.  The community 
education/communication activities - namely drama, songs, dance and community 
discussions - are all simple, culturally-adapted, participatory and community-lead 
activities that require very little ongoing outside support.  Some follow-up is required 
to be sure that the messages being disseminated are correct.  It is very encouraging 
that almost all communities appear to be continuing these activities on their own.  
Another advantage of the Agogo Approach is that it contributes to promoting changes 
in community health norms, by working through grandmother groups and leaders.  
Most health communication/education strategies aim to change the practices of 
women of reproductive age and often meet with limited support because the proposed 
changes go against community norms.  The Agogo Approach aims to “get to the root 
of the issue” by promoting change among those, i.e, the grandmothers, who have the 
responsibility within the culture for defining and communicating the cultural norms, 
i.e, “the way things should be done.”  Changing cultural norms is like changing the 
operating system on the hard disk of a computer.    
 
Weaknesses in implementation of the Agogo Approach  
While overall implementation of the approach has been very effective, a few 
weaknesses were identified related to: 1) limited monitoring and supervision of the 
approach; 2) very limited documentation of the approach used including 
accomplishments, feedback received from different stakeholders, lessons learned in 
the course of implementation; and 3) insufficient recognition and encouragement of 
the positive cultural roles and practices in the community activities and 
communication materials.  Regarding this last point, the communication/ education 
strategy to promote improved maternal and newborn care focuses primarily, as 
behavior change strategies (BCC) invariably do, on discouraging harmful traditional 
practices.  Limited attention is given to reinforcing the positive cultural roles and 
traditions.  Community interviewees often stated in a rather apologetic way, “We have 
learned that many of our traditional cultural practices are harmful and that we should 
abandon them.”  In this regard, the content of the songs and dramas focuses primarily 
on the “harmful” practices to be forgotten and “good” practices to be adopted while 
limited attention is given to positive features of the cultural heritage. 
 
Untapped community resource: informal grandmother leaders  
In all communities there are informal grandmother leaders who have status in the 
community and who influence the attitudes and practices both of younger women and 
of other senior women, i.e, their peers.  The grandmother leaders stand out in any 
community because they are confident, articulate and open to new ideas and they are 
often looked to for their opinions and advice.  For any effort that seeks to promote 
changes in community health-related norms and practices, these senior women can 
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play a leading role in motivating others to change.  Based on cultural tradition, 
grandfather leaders are officially recognized, as the village headmen and his advisors, 
but the grandmother leaders are not.  Acknowledging the importance of the 
grandmother leaders and giving them a specific role in the organization of community 
activities could strengthen efforts to promote change among other women, both young 
and old. 
 
Roles of grandmothers and grandfathers are different but complementary  
Grandmothers and grandfathers play complementary but gender-specific roles related 
to maternal and neonatal health at the household level.  Grandmothers are the direct 
advisors of young women and direct care-givers of young children.  If problems arise 
they are the first-line decision-makers about what should be done and advise not only 
younger women but also their husbands and sons.  Grandfathers usually play a distant 
and supportive role as regards issues related to pregnancy and the care of newborns 
and take on a more active role when extra resources are required.  When there are 
special needs or problems, they are called upon to mobilize resources, transport, etc.  
The Agogo Approach has strengthened the knowledge of both grandmothers and 
grandfathers and, in so doing, it has reinforced their complementary support for 
pregnant women and newborns.  
 
Incentives to motivate the agogo 
The interviews and observations at the community level suggest that the agogo have 
an inherent and strong motivation to participate and to learn about maternal and 
newborn health.  Unlike younger people who may be motivated by material gadgets 
such as t-shirts, it would appear that for the agogo, public recognition of their role and 
experience, and the opportunity to learn more about maternal and child health may be 
their strongest incentives for them to be actively engaged in community activities and 
to share their new knowledge with others in the family and community.  
 
V. Recommendations:  
 
Documentation of all future activities  
In the future, the Ekwendeni PHC team needs to document all agogo activities to 
include: objectives; steps; lessons learned/advice for implementing each step in the 
process; feedback (including quotes) from both community and health outreach 
workers on activities carried out; and results in both quantitative and qualitative 
terms.  A definite constraint to documenting agogo activities in the past was the lack 
of time to do so.  In the future, documentation activities need to be included in the 
work plan to increase the chances that they will be carried out.  
 
Guidelines for documentation of community activities 
It was clear from discussions with the Ekwendeni PHC team that, while they are 
convinced of the value of documenting the agogo activity, it is not clear to them how 
to do so.  It would be beneficial to provide them with simple guidelines on what 
should be documented and how.    
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Training of agogo 
It would be beneficial to provide refresher training to the agogo and also to train 
additional agogo who have not already been trained.  Factors that should be 
considered in organizing such training include: 1) deciding whether the number of 
agogo trained from each village should be the same or whether more should be 
trained from bigger villages and vice-versa; 2) whether the same number of 
grandmothers (GM) and grandfathers (GF) should be trained or if the proportion of 
GMs should be greater given their greater direct role in household maternal and 
newborn care; 3) whether the training for GMs and GFs should be the same length of 
time or whether GM training should be longer; and d) the need to review and adjust 
the training content to put more emphasis on topics given less attention in the initial 
training (such as PMTCT) or on gaps in current knowledge of GMs or GFs (based on 
results of individual interviews conducted during this assessment or conducted in the 
future).  
 
Development of a training curriculum  
In order to be able to share, or disseminate, the participatory and culturally-sensitive 
approach used in the agogo training with people outside of the Ekwendeni area, it is 
of critical importance that a comprehensive training curriculum be developed that 
includes: 1) training goals and objectives; 2) a detailed plan including learning 
activities and materials and instructions to facilitators for each learning activity; 3) a 
tool for pre- and post-assessment of participants’ knowledge; and 4) a tool for 
collecting both participant and facilitator feedback on the training.  The curriculum 
should include discussion of facilitator attitudes required for learning from and 
teaching grandparents.  Most health sector staff is not used to working with 
grandparents and their attitudes toward them are a critical factor in motivating them to 
learn and to change.  
 
Giving more explicit attention to positive cultural roles and practices  
Certainly a major focus of community health programs should be on discouraging 
harmful practices and promoting acceptance of technically optimal ones.  However, at 
the same time programs should be concerned that they are not only encouraging 
communities to change their “bad” practices but are also acknowledging and 
reinforcing positive cultural roles, values and traditions.  This is particularly important 
in the current context of rural Malawi where communities are torn apart by AIDS, 
where there is widespread poverty, and where traditional values and practices are at 
risk of being lost.  It is critical that programs not only work to improve the physical 
health of communities but also support their psychological health and their need to 
feel proud of their cultural heritage and identify.  Recognition and praise of their 
cultural past, roles and traditions can easily be incorporated into the drama 
presentations and songs.  For example, in several places in West Africa, songs of 
praise of the grandparents and their contribution to families and the younger 
generation have been developed and have had a very positive effect on elders and 
young people alike.  
 
Acknowledging and encouraging GM leaders 
The Agogo Approach acknowledges and involves grandparents as a group and the 
traditional community male leaders, who are invariably agogo, serve as 
spokespersons for the grandparent group with Ekwendeni staff.  While the approach 
gives official recognition to the male agogo leaders, it does not explicitly 
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acknowledge the less formal, but nevertheless influential, grandmother leaders.  
Efforts should be made to identify and acknowledge the grandmother leaders in each 
community and to encourage them to play a more formal role as collaborators of the 
male community leaders and as intermediaries with Ekwendeni staff.  This more 
“public” recognition will contribute to increasing the importance not only of the 
grandmother leaders in the community, but of the grandmother groups in general. 
This should in turn increase their motivation to be involved in community activities to 
promote priority maternal and newborn care practices.  
 
Role of grandmothers and grandfathers in household and community health 
promotion 
In the Agogo Approach community activities were developed for “grandparents” 
without any attention to the specificity of their roles.  In the future, the distinction 
between the roles of GMs and GFs should be kept in mind in terms of role 
descriptions, training content and activities developed with the two sub-groups.  The 
greater involvement of GMs in maternal and neonatal health may warrant investing 
more resources in reinforcing grandmothers’ knowledge, for example, by providing 
more in-depth and longer training for them than for GFs. 
 
Follow up support to drama groups  
Available information suggests that the quality of the drama performances is very 
good and that the drama groups are very motivated.  Refresher training of the groups 
should be anticipated at some point in order to present them with new plays on 
priority topics not systematically dealt with in the existing ones (on PMTCT, EBF and 
other topics, to be determined) and to provide additional motivation.  It appears that 
one of the strengths of the approach used to develop the activities of the drama groups 
is the fact that “standardized” play scripts were developed and taught to them.  This 
approach helps avoid the problem of multiple groups developing performances with 
inaccurate technical health content.  
 
Guidelines on training of drama groups and techniques for developing plays 
As suggested in the report done on the training of the drama groups, it would be 
useful to develop a “Drama Group User Manual” to enable people in other 
organizations and places to establish drama groups and to develop education plays. 
The consultant who coordinated the training of the drama groups could be a resource 
person for accomplishing this task.  
 
Follow up to ensure technical accuracy of messages being disseminated 
It is important that there be a system to ensure that the messages in the songs, dramas 
etc. are accurate.  In one village we observed a drama presentation in which the 
Kangaroo Mother Care technique was demonstrated, however, a clothed baby was 
shown being wrapped onto a man’s chest, i.e, the importance of skin-to-skin contact 
was not shown.   
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Expand song topics   
At the same time that the content of the songs is verified to make sure of their 
technical accuracy, key topics/information that are not yet included in any of the 
songs should be identified.  In addition, it would be very beneficial to develop some 
“songs of praise” of the grandmothers and grandfathers to acknowledge their 
important roles and experience and to provide some balance to the other songs asking 
people to stop certain traditional practices. All of the songs should also be translated 
into English so that they can be shared with other areas of Malawi (where languages 
other than Tembuka are spoken).      
 
Additional participatory learning activity: stories to reinforce key practices  
The current complementary use of drama, song with dance and the plans for 
refresher/additional training of agogo will all contribute to reinforcing agogo learning 
and adoption of new health practices and norms.  An additional culturally-grounded 
activity that could be developed to further reinforce their learning would be open-
ended, or problem-posing, stories used as a catalyst for discussion.  Short stories-
without-an-ending could be developed by Ekwendeni staff and community 
representatives, for example, drama group members, along with open-ended 
discussion questions. These could be used with and by groups of grandmothers, 
grandfathers, younger women and younger men.  Stories and group discussion have 
proved to be very effective education/communication tools with both grandparents 
and younger people in other countries. Perhaps the local consultant who trained the 
drama groups could help organize a workshop in which such stories and questions 
would be developed.  
 
Health worker training to change attitudes about agogo 
In many cases, health and development workers who are involved in community 
programs that promote changes in community practices and norms view grandparents 
as an obstacle in such programs, assuming that they are opposed to change.  Prior to 
adoption of the Agogo Approach, Ekwendeni PHC staff report that they too tended to 
view grandparents as a constraint rather than as a resource.  Anticipating expansion of 
the Agogo Approach beyond the Ekwendeni catchment area, a critical prerequisite for 
effectively working with the agogo is that the health/development workers respect 
their role in the community and their experience, and believe in their capacity to learn 
and contribute to promoting positive health practices.  Changing health workers’ 
attitudes is a challenging task and a training strategy should be developed that is based 
on experiential learning and adult education methods to help these workers to reassess 
their attitudes and approach to agogo in the community.  
 
Documenting lessons learned: guidelines for doing so 
An important part of documenting community programs is periodically analyzing 
program strategies, accomplishments and constraints and formulating lessons learned 
for ongoing/future program implementation.  Such “lessons learned” exercises should 
be carried out periodically to capture the important details of the program 
implementation experience.  The PHC team should be provided with simple 
guidelines on how to organize/carry out lessons learning exercises with program 
stakeholders.  
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The Agogo Approach: written and visual guidelines   
To help others to understand and to use the Agogo Approach, it would be useful to 
develop both a written manual that provides guidelines on all principles, steps, 
constraints and “lessons learned” related to all key elements of the approach.  If 
resources permit, it would also be useful to produce a DVD that presents the 
principles, components, steps and outcomes of this innovative and promising 
approach.  
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Appendix I:  Individual Interview Guide for Agogo 
 
Individual Interview: Agogo    GM [  ]     GF [  ] 
 
Name of Community --------------------------------- Date: ------------------------- 

 
Name of Village------------------------------- 

 
1. When should a pregnant woman have her first antenatal visit? [ ]  [ ] 

 
------------------------------------------------------------------------------------------ 

 
2. During pregnancy mention at least two danger signs? [ ]  [ ] 

 
[1]      [2] 

 
3. What are the two most important things to do with a newborn? [ ]  [ ] 

 
[1]      [2] 

 
4. Mention at least two danger signs of a newborn? [ ]  [ ] 

 
[1]      [2] 

 
5. When should the baby be given the first bath? [ ]  [ ] 

 
------------------------------------------------------------------------------------------
---- 

 
6. Why at that time? [ ]  [ ] 

 
------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------
-------- 

 
7. How can HIV be transmitted from the infected mother to her baby? [ ] []  

 
------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------
------------ 

 
8. How should you carry a premature baby to the hospital? [ ]  [ ] 

 
------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------
------------ 
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Appendix II:  
 
 

Table II: Results of Agogo Interviews on their Knowledge and Advice 
for the Care of Pregnant Women and of Newborns 

 
Question 
Number 

Total No. of 
Grandfathers 
interviewed 

Total % 
for GFs 
who 
answered 
correctly 

Total No. of 
Grandmothers 
interviewed 

Total % 
of GMs 
who 
answered 
correctly 

Total 
number 
of GMs 
and GFs 
who 
answered 
correctly 

(1) Early 
ANC 
 

38 34/38 
 

89% 

76 70/76 
 

92% 

97/114 
 

85% 
(2) 2 danger 
signs of  
pregnancy    

38 20/38 
 

53% 

76 40/76 
 

53% 

60/114 
 

53% 
(3) 2 danger 
signs of 
newborns  

38 13/38 
 

34% 

76 27/76 
 

36% 

40/114 
 

35% 
(4) 2 
priority 
practices w/ 
newborns  

38 21/38 
 

55% 

76 35/76 
 

46% 

56/114 
 

49% 

(5) First 
bath 
delayed 

38 18/38 
 

47% 

76 53/76 
 

70% 

71/114 
 

62% 
(6) Reason 
for delayed 
bath 

38 8/38 
 

21% 

76 31/76 
 

41% 

38/114 
 

33% 
(7) 3 Modes 
of mother-
to-child 
HIV 
transmission  

38 5/38 
 

13% 

76 8/76 
 

9% 

12/114 
 

11% 

(8) KMC 
for 
premature 
baby  

38 28/38 
 

74% 

76 59/76 
 

78% 

87/114 
 

76% 
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Appendix III.  
Key Conclusions of the Rapid Assessment and Lessons Learned & Recommendations 

Developed by the Ekwendeni PHC team  
 Conclusions  

(That describe strengths/weaknesses/challenges) 
Lessons Learned & Recommendations 

(What should be done in the future) 
Choice of agogo in each village  
- Same number were selected in each village even though the number of agogo differs from 
village to village 

-Selection of agogo is done at village level based on age (50 years +) 
however some villages have more agogo than the others. 

- In some villages many agogo were not trained -Conduct initial training for the untrained agogo and refresher 
courses for the trained agogo. 

Agogo Training: content  
- No goals and objectives for training have been found -To include the goals and objectives for the training on the training 

manual which were omitted last time. 
- The content focused primarily on: danger signs of pregnancy and of newborns, ANC, bad 
cultural practices related to pregnancy and newborns, early initiation of BF and KMC.  Topics 
discussed to lesser extent were: EBF and PMTCT. 

-To give more information on EBF and PMTCTT including positive 
cultural practices. 

Agogo Training methods used  
- Participatory approach where participants discussed traditional practices related to each topic 
and facilitators presented new/modern information.  Community members appreciated very 
much this approach where both they and facilitators were sharing and learning. 

-To continue the participatory approach used was LEPSA (Learner 
Centered Psychosocial Approach and Action Orientated) when 
training the agogo. 

- There is no document that describes exactly how the participatory approach was used that 
others could follow to use the same approach 

-Participatory approach included discussions, demonstrations, story 
telling, case studies, role-plays and others though no documented. 

Agogo training duration   
- Community members all said that the duration (two days) was too short -Maximum 10 days. 
Agogo training curriculum   
-  Facilitators were given a list of topics to cover but a detailed training curriculum was not 
developed  

-Curriculum to be in place when funding is available.  

Report/documentation of training  
- No report of the training activity (including lessons learned for future training sessions) was 
prepared. 

-Training report was included in Quarterly reports but separate 
training reports can be written in future if necessary. 
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Sharing information learned during training  
- The grandmothers (GM) share their information with other GMs and with young women in 
the family and neighborhood.  The grandfathers (GF) share their information with young men.  
GFs do not directly advise young women/daughters-in-law.  

-Culturally grand fathers do not talk directly to their daughter-In-
laws, instead they can talk directly to their sons. Other means of 
communication will still be available in the community to pass on 
information to respective groups. 

Collaboration between agogo and VHC  
-Before agogo training, few VHCs had agogo members except for village headmen (VHC 
chairmen).  Now almost all VHCs have agogo members.  “Now the agogo and youth are 
working together.”  

-To continue strengthening their collaboration through supervision 
and training. 

Collaboration between agogo and drama groups   
- Before the agogo training all drama group members were young people.  This caused many 
problems because: a) they were talking about taboo topics in front of everyone; b) it was not 
appropriate for youth to be teaching elders in this way.  

-The Drama groups should continue working with agogo frequently 
refreshed together. 

- Now all drama groups have some members who are agogo.  Youth and agogo are working 
together.  

-To continue working together. 

- Encouragement/support for agogo from village headmen   
- Encouragement of the agogo by the village headmen is an important factor in motivating 
them to share their knowledge and participate in community activities.  Where the village 
headman strongly supports agogo and other community activities they appear to be more 
involved and have more knowledge of appropriate practices.   

-Encourage all the village headman to be supporting the agogo 
activities in their community. 

Motivation & capacity of agogo to learn  
- In all villages the agogo seem to be very motivated to learn.  In all villages they said that they 
want to learn more about maternal and newborn health and about other health topics. 

-To include other healthy topics for example family planning in their 
training. 

- In all villages there were testimonials even from very old agogo/GMs talking about the 
practices they have changed. 

-To encourage them to continue striking the balance between the 
harmless and harmful cultural practices. 

Supervision/follow-up of agogo  
- No supervision of the agogo was done.  In all communities they said they wished that there 
had been supervision to encourage them and to “make sure that we are on the right path.”  

-Make sure all agogo are supervised by developing the supervision 
plan and follow it. 

Responsibility for teaching about pregnancy and newborn care   
- In the past almost all people sent for training were young people.  The young people were 
expected to teach the elders.  Both agogo and younger people interviewed said that the agogo 
did not want to listen to/learn from youth.  According to cultural values, if young people try to 
teach old people they are showing disrespect. 

-To continue training both the agogo and the youth together for good 
communication and participation in their villages. 

- Now that the agogo have been trained they now have the knowledge required for them to 
play their culturally-defined role as teachers of the younger generation. 

-Frequent refresher courses for additional knowledge and skills which 
should be easily be transferred to younger generation. 
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Drama groups and performances  
- During the training the outlines for 6 plays were prepared and given to participants.  They 
practiced acting them out.  This approach helped ensure that the priority messages on each 
topic were included in the plays.  

-Drama performances harmonized messages said by the agogo and 
fill the communication gaps where agogo cannot reach with their 
messages as they can move up and down with their bicycles. 

- Many performances are conducted during outreach clinics.  Often the groups of women who 
attend the dramas are 100 persons or more.  In groups this large it is difficult for many of the 
participants to listen and to learn.   

-Drama performances will be encouraged to both outreach clinics and 
villages levels for effective dissemination of information. 

- In the report on the training of the drama groups it was recommended that a “Drama group 
user manual” be developed that could be followed by these groups to help them develop 
dramas that are both educational and entertaining.  This has not been done yet.   

-The drama group manual should be revised to incorporate the needs 
of the participants. 

- The play on PMTCT was very cursory.  -Need for additional training of drama groups in PMTCT. 
Use of (thematic) songs   
- Songs on each of the priority topics/themes related to maternal and newborn health were 
developed during the training of the drama groups and then learned by all of the participants. 

-Songs are powerful tools for passing out information to the public. 

- Songs are frequently used in communities during drama performances, when meetings are 
held and at under-5 clinics. 

-Songs are powerful tools for passing out information to the public. 

- Songs are almost always accompanied by dancing. These methods are very motivating as 
people love to dance and sing. Also while enjoying themselves the songs facilitate learning.     

-Keep it up. 

- All of the songs talk about harmful cultural attitudes/practices that need to be changed.  No 
songs have been composed about the positive roles, values and practices in the culture that are 
valuable and should be preserved. 

-Songs reflect both positive and harmful practices but the main 
emphasis is on harmful cultural practices. 

Documentation/reports etc. on Agogo Approach and results  
- The available written information on different aspects of the Agogo Approach and results is 
very, very limited.  The key principles and steps followed, and the feedback on agogo 
activities received from both community and Ekwendeni staff have not been systematically 
recorded either.  

-This is the first of its kind initiative in the country of Malawi and it 
has been a learning process for Ekwendeni to involve the agogo in 
the maternal newborn care survival. As a result there has been much 
on practical than documentary because of limited resources/ literature 
review.  

- Where follow-up visits were conducted, with the drama groups, and data was collected on 
their performance, this data was not systematically analyzed.   

-Following the phasing out of first phase of SNL follow up was 
irregular done because of limited financial and technical support for 
monitoring and evaluation.  
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PMTCT  
- When drama groups were trained and songs developed there was less emphasis on PMTCT.  
The drama performance on PMTCTT & VCT is very short/limited.  There are no songs on 
these topics. 

- Under SNL1, PMTCT and VCT were not part of the proposal as a 
result they were limited messages on these topics. 

Role of women agogo/GMs in promoting health in the community  
- In all communities there are informal GM leaders who stand out because they are confident, 
articulate and open to new ideas.  While GF leaders are officially recognized (village headman 
and his advisors) the GMs are not.  It would be good to find some ways to acknowledge and 
strengthen the role of the GM leaders within the GM groups.  

-It is the responsibility of each community to designate their leader as 
so the wish and this can be done informally in their villages. 
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Appendix IV:   

Individuals Interviewed at Ekwendeni Hospital 

 

 

1. Grace Chunda – Enrolled Nurse/ Midwife 
2. Edward Kasonkanji – Clinical Officer 
3. Lennah Thole – Traditional Birth Attendant Coordinator 
4. Deliwe Msiska – Registered Nurse 
5. Elina Mwalwanda – Community Nurse 
6. Jane Mwenitete – VCT Supervisor 
7. Lean Mhango – Enrolled Nurse/ Midwife 
8. Agness Hara – Child Survival Coordinator 
9. Dr. Sekeleghe Kayuni – Hospital Director 
10. Mr EH Msowoya – Hospital Accountant  
11. Mr MJBA Msowoya – Principal Administrator 
12. Kistone Mhango – Primary Health Care Director 
13. Rose Gondwe – Newborn Health Coordinator 
14. Maggie Munthali – Assistant Newborn Health Coordinator 
15. Lucy Ngulube – Health Surveillance Assistant (HSA). 
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Appendix V. 
 

Consultant Scope of Work 
CS-22 Malawi 

 
Agogo Club Rapid Qualitative Assessment 

Ekwendeni Mission Hospital, Mzimba District 
 

Consultant:  Judi Aubel, PhD, MPH 
 
Location:  Malawi (Lilongwe and Mzimba District) 
 
Duration:  21 days (includes 14 days in country, 2 travel days and 5 report writing days) 
 
Dates:  4-18 December 2006 (in-country) 
 
Deliverable:  Report of Agogo Club Rapid Qualitative Assessment, including 
recommendations for expansion, packaging, and dissemination strategy - in final draft 
form with all appendices, references, etc. - (due 18 January 2007) 
 
Background information:  Under SNL-1 (the first phase of Saving Newborn Lives in 
Malawi), Save the Children partner Ekwendeni Mission Hospital in Mzimba District 
developed the “Agogo Club” approach as part of its community-level behavior change 
strategy.  This innovative approach 
 

 is assets-based 
 engages grandmothers and grandfathers as key development partners 
 appreciates the power of community norms 
 works with and not against complex household decision-making dynamics 
 leverages the considerable social capital of influential elders 

 
Under SNL-1, as part of community mobilization, enthusiastic grandparents – informal 
and formal community leaders and influentials among them – volunteered and were 
trained in key maternal and newborn care messages, recognition of danger signs, and 
evidence-based best practices.  These agogo then committed themselves to spreading the 
word, within their own families and communities.  Under SNL-1, Ekwendeni trained 
more than 4,000 agogo.  Under CS-22, Ekwendeni aims to increase the reach of this 
approach by doubling the pool of trained agogo.  We hope to improve, expand, 
document, and package the approach to promote interest and uptake by PVOs, NGOs, 
CBOs, and others working in health and other sectors. 
 
Purpose of Consultancy:  The purpose of this consultancy is to assist the Ekwendeni to 
assess strengths and weaknesses of its innovative “Agogo Club” approach with a view to 
refinement, expansion, documentation, and packaging.  The final report (deliverable) is to 
include recommendations that are simple, cost-effective, efficient, and appropriate to the 
context. 
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Day 1 (M) – Arrival in Lilongwe 
Day 2 (Tu) – Briefing SC/Mw country office & travel to Mzuzu 
Day 3 (W) – Introduction to Ekwendeni team/Development of questions to be answered 
Day 4 (Th) – Development of data collection tools 
Day 5 (F) – Tool development, cont’d. 
Day 6 (Sa) – Tool development, cont’d./Exercises to test tools 
Day 7 (Su) -   
Day 8 (M) – Data collection 
Day 9 (Tu) – Data collection, cont’d. 
Day 10 (W) – Data collection, cont’d. 
Day 11 (Th) – Data analysis 
Day 12 (F) – Data analysis 
Day 13 (Sa) – Wrap-up and departure/Return to Lilongwe 
Day 14 (Su) – Write up preliminary findings (bullets) 
Day 15 (M) – De-briefing with SC/Mw and departure 
 
Illustrative questions to be answered: 
 

1. Agogo are currently mobilized for multiple activities, e.g., VCT, PMTCTT, 
newborn health, child survival, etc.  How best to integrate and ensure that 
messages are consistent? 

2. What kinds of communication mechanisms could we develop to assist in two-way 
information sharing? 

3. Can agogo become less messenger, more decision-maker? 
4. What would be the most effective incentive(s) to motivate agogo (e.g., ID tags, t-

shirts, etc.)? 
5. Is the current 2-day training in maternal and newborn health adequate for agogo?  

How could training be structured and improved?  
6. SNL-1 ended some 18 months ago.  How well have the messages been retained 

and the “Agogo Clubs” sustained?  What is the future sustainability potential? 
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