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INTRODUCTION

There is a unique opportunity to develop a feasible and effective demand creation model to support 
the Community-Based Newborn Care (CBNC) package, established by the Federal Ministry of 
Health (FMOH) in 2013 to reduce newborn mortality by bringing healthcare closer to communities 
(1). The inseparable link between mothers and their newborns provides an opportunity for integrated 
outreach, timely care and follow-up.Creating demand for Maternal, Newborn and Child Health/
Community-Based Newborn Care (MNCH-CBNC) services is both dependent on and supportive of:

•• improved MNCH-CBNC household practices and norms;

•• timely care-seeking for maternal and newborn complications and illnesses; and

•• enabling social norms that support appropriate MNCH-CBNC behaviour.

In 2016, FMOH and supporting MNCH organisations, including Save the Children, developed a 
Demand Creation Strategy for MNCH-CBNC to address the persistent low demand for CBNC that 
is feasible, effective and scalable. The strategy supports the existing government’s Health Extension 
Programme (HEP) delivery platforms, including the efforts of Health Extension Workers (HEWs), 
the Women’s Development Army (WDA, previously called Health Development Army), Zonal 
and Woreda Health Offices, Primary Health Care Units (PHCUs) and communities. The strategy 
seeks to promote cost-effective, sustainable interventions that empower communities for improved 
collective action and facilitate an increase in demand for, and access to, MNCH-CBNC services, and 
improved family MNCH-CBNC practice. The design process included a desk review of global and 
local experiences related to demand-creation for MNCH-CBNC, consultation workshops, cross-
learning visits, and a MNCH-CBNC Demand Creation Design Workshop attended by key FMOH 
and MNCH-focused organisations (2, 3).

Background
Status of MNCH in Ethiopia

According to global mortality estimates, Ethiopia reduced its under-five mortality from 205 to 
59 deaths per 1,000 live births between 1990 and 2015 and achieved the required reduction for 
meeting the target of Millennium Development Goal 4 by 2012 (4).  Ethiopia has recorded substantial 
improvement in the maternal and child health status; neonatal care also receives a prime focus 
(5). According to the 2016 Ethiopia demographic and health survey (EDHS),  under-five, infant and 
neonatal mortality rates were 67, 48 and 29 per 1000 live births respectively (Figure 1). The neonatal 
mortality rate has declined at a slower pace and has become an increasing proportion of under-five 
deaths. There has been significant variation in the achievements based on geographic location, socio-
economic status, maternal education, maternal fertility characteristics, access to improved water 
and sanitation (6-9).

For maternal mortality, the global estimates indicate that the maternal mortality ratio (MMR) for 
Ethiopia was 353 maternal deaths per 100,000 live births in 2015, with a 72% decline since 1990. 
According to the EDHS of 2016, the MMR was 412 deaths per 100,000 live births, and mortality 
associated with pregnancy and childbearing was 0.66 maternal deaths per 1,000 woman-years of 
exposure, down from 1.1 in the 2011 EDHS. The risk of maternal and neonatal death is greatest 
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For maternal mortality, the global estimates indicate that the maternal mortality ratio (MMR) for 
Ethiopia was 353 maternal deaths per 100,000 live births in 2015, with a 72% decline since 1990. 
According to the EDHS of 2016, the MMR was 412 deaths per 100,000 live births, and mortality 
associated with pregnancy and childbearing was 0.66 maternal deaths per 1,000 woman-years of 
exposure, down from 1.1 in the 2011 EDHS. The risk of maternal and neonatal death is greatest 
during labour, increasing significantly during the second and third stages and continuing into the 
postpartum period through the first week after birth (4, 9-11).

The chances of maternal and newborn death decrease considerably if women and their babies receive 
skilled health care during pregnancy, childbirth and in the first month of life. Ensuring the availability 
of appropriate and adequate services and quick access to services when obstetric emergencies arise 
is one of the most important aspects of safe motherhood programs in developing counties (6).

Ethiopia has experienced gains in coverage of critical interventions for women and newborns in this 
critical period. The percentage of women receiving antenatal care from a skilled provider increased 
from 27% in 2000 to 62% in 2016. The percentage of live births delivered by a skilled provider 
increased from 6% in 2000 to 28% in 2016, with more women delivering in the health facilities as well 
(5% to 26%) (9). Most women do not think delivering their babies at the health facility is necessary 
(61%) or customary (30%), and they state the following as primary barriers to access: problems with 
transport to a facility, lack of money (68%) and distance to a health facility. Prompt postnatal care 
for both the mother and the child is important to treat any complications arising from the delivery, 
as well as to provide the mother with important information on how to care for herself and her child; 
yet only 17% of women reported having received a postnatal care (PNC) check-up in the first two 
days after birth (9).

Low education levels and low exposure to mass media continue to be challenges that need to be 
addressed to improve care-seeking and demand for MNCH services. However, some progress has 
been made, such as a doubling of the literacy among women in the reproductive age group (11, 12). 
To address the slower decline in NMR and low access to MNCH services in particular, FMOH has 
carried out different interventions directed at improving newborn health. These interventions include 
the development of a CBNC package, implementation of integrated community case management 
(ICCM) for common childhood illnesses and establishment of newborn corners in health centres, 
neonatal units in regional hospitals and neonatal intensive care units in tertiary hospitals (6, 8).
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Figure 1: Trends in child mortality in Ethiopia, 2000-2016

Source: Ethiopia Demographic and Health Surveys 2000, 2005, 2011, 2016.
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The Ethiopia CBNC Package 

The CBNC package was launched in 2013 by the FMOH to reduce newborn and child mortality 
through further strengthening of the PHCU approach and the HEP. The comprehensive package 
includes early identification of pregnancy, provision of focused antenatal care (ANC), promotion 
of institutional delivery, safe and clean delivery including provision of misoprostol in case of home 
deliveries or deliveries at health post level, provision of immediate newborn care, including application 
of chlorhexidine on cord, recognition of asphyxia, initial stimulation and resuscitation of newborn 
baby, prevention and management of hypothermia, management of pre-term and/or low birth weight 
neonates and management of neonatal sepsis/very severe disease (VSD) at the community level (1).

CBNC seeks to achieve its goal by improving linkages between PHCUs and health posts and via the 
performance of HEWs and the Women’s Development Army to improve antenatal, intrapartum and 
newborn care through the “4Cs”: 1) prenatal and postnatal contact with the mother and newborn, 
including post-partum family planning; 2) case-identification of newborns with signs of possible severe 
bacterial infection; 3) care, or treatment that is appropriate and initiated as early as possible; and 4) 
completion of a full seven-day course of appropriate antibiotics (13).

Care-Seeking for Health Services

To achieve the goal of the CBNC package, greater attention and understanding of care-seeking and 
community social norms and beliefs is required. Appropriate illness recognition and care-seeking for 
newborn and childhood illness in Ethiopia is generally low, and it continues to drive high mortality 
rates.

The baseline results from the ICCM initiative in Oromia Region, Ethiopia, in August 2011 indicated 
that amongst children who had been sick with fever in the previous two weeks, only 35.8% reported 
receiving any type of care, while 23.4% reported receiving care from an appropriate service provider 
(7). Among children with symptoms of acute respiratory infections (ARIs) in the previous two weeks, 
only 39.4% were taken to any health provider for treatment, while only 28.1% received care from an 
appropriate health provider. Of sick children with diarrhoea, only 27% sought care and only 16.4% 
of sick children were taken to an appropriate health service provider (7). Low levels of care-seeking 
for common childhood illnesses, and lack of treatment of these illnesses with the appropriate drugs 
were noted. Although the prevalence of fever, ARI and diarrhoea among children under five was high 
in this rural population, less than a third of ill children were taken to an appropriate health provider. 
The study suggested the need to identify and address barriers to appropriate care-seeking.

An assessment of ICCM Implementation Strength and Quality of Care in West Harerge and Jimma 
Zone of Oromia region also revealed low utilisation of ICCM services. According to the study, 
intervention health posts had an average of 16 sick child consultations per health post in the previous 
month (7). Nearly all these children were between 2 and 59 months of age, with virtually no children 
under two months seen in the previous month. There was a large variation in utilisation among 
health posts, with a range of consultations per month from zero to 95 (7). When HEWs were asked 
why caretakers do not seek appropriate care, 30% mentioned that the community is not aware of 
services, 23% cited distance from the health post as the reason, 13% said that caretakers wanted 
injections, and 11% stated that the health post was not always open (7).
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According to the JSI Research and Training Institute’s L10K project in Amhara, SNNPR and Tigray 
Regions in 2013, 60% of the respondents said they knew that ICCM services are available at their 
respective health posts (8). HEWs’ home-to-home visits1 are the major source of information 
regarding

the availability of ICCM services at the health post, followed by kebele meetings, neighbours, family 
members or relatives and the WDA. Regarding care-seeking for common childhood illnesses, in 37% 
of ARI cases, caretakers sought treatment from any source, and in 34% of all cases they sought 
treatment from an appropriate health care provider. Similarly, caretakers sought treatment for 
44% of children with fever from any source, and in 40% of all cases, they sought treatment from an 
appropriate health care provider (8).

Generally, despite the availability of MNCH services at the health post level, the aforementioned 
data demonstrate that service utilisation is very low. When it comes to care-seeking for newborns, 
the problem becomes more pronounced. There are multiple cultural attitudes and practices that 
make care-seeking for newborns more challenging, partnered by local  perception of newborn ill-
nesses, inadequate recognition of danger signs and utilisation of traditional treatments, lack of fi-
nancial resources, transportation, appropriate health service treatment, and delay in utilisation of 
health facilities for newborn illnesses. Although ICCM is meant to increase access to care, uptake 
of community-based services is often disappointing. Demand creation activities and increased active 
case detection by HEWs are urgently needed (14). Various studies have recommended utilisation of 
an effective community mobilisation model as a means to address the low service uptake.

Major barriers to maternal and newborn health

There are multiple traditional community beliefs and practices that affect MNCH-CBNC outcomes 
and hamper service utilisation. The barriers include:

•• low awareness and knowledge about pregnancy, labour, and postnatal and newborn danger 
signs (15); 

•• the belief that the outcome of pregnancy is predetermined by God/Allah (15);

•• the belief that no men other than  husbands should touch  a woman’s body leading to low 
service utilization if there is a male health provider (15);

•• reluctance to disclose early pregnancy due to shame or fear of the evil eye2 and fear of 
miscarriage (16, 17);

•• specific childbirth preferences that lead to home delivery, including the privacy that a home 
delivery provides, being in the presence of relatives and delivering in a supported-sitting 
position (15);

•• some women may have more trust in traditional birth attendants (TBAs) because of their 
shared belief system (15);

•• different traditional practices employed during pregnancy and childbirth might be harmful to 

1. HEWs are mandated to provide health extension packages to the community. The services are provided at health posts through outreach 
programs or home-to-home visits.

2. 2The evil eye (Ejenema in Oromia, and Ngnato in SNNPR, ayn og or Kifu Ayn in some parts of Amhara), in reference to newborn health, is the 
belief that certain individuals, known as Buda, can harm newborn babies, particularly if they see the baby inadvertently. The evil eye is believed 
to cause failure to thrive and a range of sicknesses. Spitting on the baby’s forehead prior to looking at him or her or holding the baby is believed 
to protect against the possibility of harm due to evil eye.
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women or delay seeking care from the health system (15);

•• women lack autonomy and involvement in decision making (15);

•• seclusion of mother and newborn influenced by traditional beliefs that require protection 
from cold, wind and direct sunlight, the evil eye etc. (17, 18);

•• seclusion of the newborn until spiritual blessing and naming by a spiritual leader occur 
through the ritual known as hamechisa3 (East Shewa) (17, 18);

•• the belief that the placenta is the house or blanket of the baby and that any “harm” caused 
to the placenta will transfer to the newborn (19);

•• the belief that applying butter or ointment to the cord will “speed drying” (19);

•• delay of early initiation of breastfeeding and discarding colostrum before initiating 
breastfeeding (19);

•• poor thermal care, through lack of continued skin-to-skin contact, exposure of newborns 
to smoke, and frequent bathing—often with cold water baths for low-birth weight or small 
babies and poor hygienic practices, particularly a lack of hand washing prior to contact with 
the newborn (19);

•• different traditional care-seeking options for the different newborn illnesses, including the 
use of home-based herbal medicines, baths, rubs or inhalants, consultation of traditional 
healers who prescribed herbal drinks, massages or amulets, or visits to health facilities (18).

The Demand Creation Strategy for MNCH-CBNC

The Demand Creation Strategy for MNCH-CBNC works to address the barriers to families for 
appropriate care-seeking and improved newborn care practice. The model builds on Purpose, 
Principles, Platforms, People, Processes and Products to achieve the goal and objectives. The 
conceptual Demand Creation Strategy (Figure 2) demonstrates how components of the model will 
work together to achieve improved MNCH-CBNC demand and practice.

At the core, the strategy involves strengthening the kebele command post (KCP) exploring MNCH-
CBNC issues and developing a community action plan, along with implementing, monitoring and 
evaluating the action plan. KCPs are at the centre of the process, with institutionalised support 
from woreda cabinets, woreda health offices, health centres, health posts and civil society partners, 
including faith-based groups.

Purpose
The purpose the Demand Creation Strategy for MNCH-CBNC is to improve maternal and newborn 
outcomes through increased demand creation for MNCH-CBNC. Objectives focus on increasing the 
uptake of appropriate MNCH behaviour, as promoted in the “4Cs” of the FMOH CBNC Package 

The objectives are:

•• to improve MNCH-CBNC related household practices and norms;

•• to increase timely care-seeking for maternal and newborn illnesses;

•• to create enabling social norms that support appropriate MNCH-CBNC behaviours.

3. In E. Shoa, and some other parts of Oromia Region, hamechisa is a traditional religious system of belief governed by traditional spiritual 
leaders known as Aba Ayantu. The belief system dictates a set of rules related to childbirth and the post-natal period. The rules centre on the 
hamechisa ceremony at which the Aba Ayantu blesses the infant and names him or her. This usually takes place around 40 days after the 
birth for a boy and 80 days for a girl. The parents bring money (a few birr), tela (a traditional drink), bread and such as a gift for the Aba 
Ayantu. Until the baby has been blessed, the mother and baby live in exclusion, and no one except the mother may touch the baby.
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Figure  2:  Components of Demand Creation Strategy for MNCH-CBNC
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The guiding principles of the Demand Creation Strategy for MNCH-CBNC (Box 1) underpin the 
processes that need to be undertaken. Descriptions for each principle are as follows:

•• Strengthened Communities: Community capacity and supportive health and social systems are 
strengthened to address the underlying barriers to care-seeking. Community members are 
enabled to plan and act collectively for improved MNCH-CBNC.

•• Leveraged Multi-Sectoral Social Networks and Structures: Existing community social and 
traditional structures are harnessed, including leaders (formal and informal); community-based 
organisations (CBOs), faith-based organisations, and women and youth associations from 
multiple sectors. Community networks are strengthened, creating ownership and accountability 
for MNCH outcomes, with a focus on the kebele level and below.

•• Equitable Access for Mothers and Newborns: The inseparable link between mothers and their 
newborns provides an opportunity for equitable, timely care and follow-up to improve both 
maternal and newborn health outcomes.

•• An Enabled Environment for Behaviour Change: Dialogue-centred behaviour change enables 
community reflection and action as opposed to the top-down, unidirectional messaging approaches 
often taken. Community dialogue addresses traditional and cultural barriers and enables change 
through engaging all stakeholders in decision-making, including women, fathers, families, friends, 
neighbours, community leaders, groups and structures. This approach also addresses gender and 
power relations.

•• Household to Hospital Continuum: Community volunteer health cadres, command posts, health 
posts and PHCUs work in synergy to increase women’s and newborns’ access to MNCH-CBNC 
services and follow-up.

•• Sustainable and Scalable Interventions: Processes are consistent with existing government policy 
and supported by local social structures to ensure sustained management of MNCH demand 
creation strategies at multiple levels, including federal, regional, woreda, kebele and village.

•• Measurable Impact: Regularised monitoring and data analysis of MNCH-CBNC service utilisation, 
outcomes for women, children and newborns, and applied learning take place.

•• Matching Quality MNCH-CBNC Services to Demand: Efforts are redoubled to provide quality 
MNCH services to meet increased demand. Availability of quality MNCH-CBNC services is 
viewed as essential to client satisfaction, advocacy to friends and neighbours, and recurrent, 
appropriate care-seeking.

Box  1:    Principles of the Demand Creation Strategy for
        MNCH-CBNC

•• Strengthened Communities
•• Leveraged Multi-Sectoral Social Networks and Structures
•• Equitable Access for Mothers and Newborns
•• An Enabled Environment for Behaviour Change
•• Household to Hospital Continuum
•• Sustainable and Scalable Interventions with Measurable Impacts
•• Matching Quality MNCH Services to Demand

Principles
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Platforms
The demand creation strategy draws upon and strengthens the FMOH HEP community cadres, 
while also leveraging existing civil society platforms and key stakeholders to broaden engagement 
and ownership over newborn health and survival. These platforms refer to families, neighbourhoods, 
faith-based groups, community social structures and institutions, and various formal and informal 
CBOs (Box 2). The model recognises the importance of identifying and engaging multi-sectoral 
platform(s) to ensure effectiveness, scaling up and sustained action for improved MNCH-CBNC. 
Platforms have been selected based on their existing function and availability to support community-
level newborn outreach, support and care. The model’s success relies on actively engaging and 
strengthening key platforms.

People-Centred
Demand creation works to motivate and encourage appropriate illness recognition, care-seeking, 
and positive household practices and norms. As such, the proposed strategy aims to support those 
individuals who are closest to the newborn, initially women/mothers, fathers, grandparents, families, 
friends and neighbours, and those who influence and enable decision-making. Understanding of 
community leadership structures (formal and traditional), decision-makers, and gender and power 
relations underpin demand creation strategies.

In this approach, the emphasis is on the engagement of fathers and young men to become more ac-
tive supporters and enablers for MNCH-CBNC. The demand creation strategy works with existing, 
trusted community networks, including mothers-in-law, grandparents and trusted elders, to reinforce 
behaviour change and to improve family demand for services.4 TBAs are engaged in non-delivery 

4. less traditional communities often found in peri-urban, and urban areas trusted social networks would need to be   explored.

Box  2:    Platforms for the Demand Creation Strategy for MNCH-CBNC

•• WDA

•• HEWs

•• Pregnant Women’s Forums (PWFs)

•• KCP & Cabinet

•• Health Centres, Health Posts

•• Households

•• Neighbours

•• Women’s Groups 

•• Traditional Social Networks/Institutions (idirs)

•• Schools and Youth Groups

•• CBOs

•• Faith-Based Organisations

•• NGOs

•• FMOH, Regional Health Bureaus and Zonal Health Offices

•• Woreda Administration,                 

•• Health Office, Woman and Children’s Affairs
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roles. Religious and spiritual leaders, respected traditional and spiritual leaders and influential com-
munity leaders, depending on the locality, make up the important players whose roles should be 
leveraged for improved MNCH-CBNC demand creation. Individuals from the formal health systems 
and other sectors at the woreda and zonal levels, such as PHCU directors and their staff, woman 
and child affairs outreach workers, and HEWs/Development Team Leaders (DTLs)/WDA members 
and agricultural development agents also have important roles to play (20).

Processes

The Demand Creation Strategy for MNCH-CBNC strives to increase community collective action 
and community participation for improved maternal and newborn outcomes. The strategy frames 
key approaches that may increase participation in MNCH-CBNC, as well as outlining a stepwise 
process that can be applied to mobilise communities through strengthening their capacity to organise, 
explore, plan and act together. The implementation process for the MNCH-CBNC Demand Creation 
Strategy have been drawn from Ethiopia’s country-level maternal and newborn health experience as 
well as global learning, including similar tools and approaches (6, 21-27).

Sustaining the effective application of the MNCH-CBNC Demand-Creation Strategy is dependent 
on the integration of the implementation process into the FMOH, zonal, woreda and PHCU health 
systems. Institutionalisation of the strategy is being promoted through training and supportive 
supervision at these levels using the draft MNCH-CBNC Demand Creation Training Package (28). 
The annexes in this document include the tools available to inform the implementation process and 
the monitoring tools to support implementation.

Process: Community Empowering Approaches

The Demand Creation Strategy for MNCH-CBNC is built on a foundation of community capacity 
strengthening that involves multiple actors and formal and informal community structures and 
that builds on existing social systems.  A combination of community empowering approaches will 
increase participation in the demand creation process for newborn health. Ten approaches have 
been identified as part of the Demand Creation Strategy for MNCH-CBNC (Box 3), and they are 
described in this section.

Box  3:    Ten Approaches of the Demand Creation Strategy for MNCH-CBNC

•• Building and linking community social networks

•• Engaging family decision makers

•• Initiating and supporting PWFs

•• Active male involvement

••  Teamwork for demand creation and service delivery

•• Non-delivery role of TBAs

•• Woman-friendly health facilities – meeting demand with quality services

•• Community-based data for decision making (CBDDM)

•• Use of multiple channels to reinforce community efforts

•• Creating an enabling environme
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1. Building and Linking Community Social Networks

To build greater participation, multi-sectorial accountability and commitment to achieving better 
MNCH-CBNC outcomes, all stakeholders must be involved. KCPs should be strengthened by building 
their capacity for MNCH and demand creation and by including additional individuals drawn from 
those who are most affected and interested in MNCH issues, including HEWs, WDA members, 
DTLs, TBAs, mothers, fathers, formal and traditional leaders and structures, community leaders, and 
community-based groups, including idirs, faith-based organisations and youth groups. The existing 
KCPs have between 7-10 members each, whereas the Strengthened KCPs would have between 15 
and 25 members, varying from kebele to kebele. The mandate of the additional members of the 
Strengthened KCP is limited to supporting on creating demand for MNCH. The original mandate and 
structure of the existing KCP remains intact. The Strengthened KCP will work to organise, explore, 
plan and act together for improved MNCH-CBNC outcomes.

2. Engaging Family Decision Makers

Greater involvement of fathers, mothers-in-law and other influential family members during home 
visits and community meetings is necessary to reduce barriers to demand.5 Working with existing, 
trusted community networks reinforces behaviour change and improves family demand for services, 
including TBAs in their non-delivery role, mothers-in-law, and trusted elders. HEWs and WDA 
members should be oriented and supported by health centre teams to broaden their dialogue beyond 
the pregnant woman/recently delivered mother and to include influential family members in the 
dialogue on pregnancy, delivery and the immediate postnatal period.

3. Initiating and Supporting Pregnant Women’s Conferences (PWCs)

PWCs are important ways to provide a safe social environment for women to dialogue, reflect and 
take appropriate action around different issues. PWCs discuss a variety of topics including birth 
planning (including choice of location for skilled delivery, emergency transport, and maternity waiting 
areas), early ANC care-seeking, immediate and exclusive breastfeeding, family planning, pregnancy, 
newborn danger sign recognition and appropriate care-seeking and men’s involvement. Greater 
attention to strengthening the implementation of PWCs as per the FMOH Implementation Guideline 
should be emphasised when implementing the Demand Creation Strategy for MNCH-CBNC. HEWs 
and WDA members should be oriented and supported by health centre teams to create a social 
environment that will make PWCs more attractive, informative and supportive.

4. Engaging Fathers Actively

Active men’s involvement needs to be a focus of the demand creation process. Available platforms include 
agricultural development agents and formally trained agricultural development army volunteers, who 
will be used to engage males actively. Focused dialogue with fathers and husbands by WDA members 
during one-to-five network meetings should be a priority when implementing the strategy. Male members 
of the Strengthened KCP need to lead efforts to promote more active men’s involvement (29).

5. Encouraging Teamwork for Demand Creation and Service Delivery

HEWs and WDA members play an important role in mobilising communities for increased demand and 
utilisation of MNCH services. Engaging the WDA platform6 provides a unique opportunity to reach all 
families through the one-to-five Network Leader supporting five households within her vicinity and the 
DTLs, who are WDA members that coordinate the effort of approximately 30 households. Increasing 

5 . In less traditional communities often found in peri-urban, and urban areas, trusted social networks would need to be explored.
6 . The WDA (or HDA) is a network of women in which every five adult women are teamed, led by one of the teammates. There is a DTL for 

every five to six one-to-five network members.
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availability of HEWs at health posts and the support of WDA members enables a household-to-hospital 
continuum of services for MNCH. The Strengthened KCP should serve as the nearby support structure 
for HEWs and WDA members. The model recommends organising WDA recognition days at the kebele 
level as one means to motivate WDA members.

6. Promoting the Non-Delivery Roles of TBAs

Different studies and experiences have shown that TBAs can play key non-delivery MNCH-related roles. 
In many communities, TBAs are informed of labour before HEWs (3, 15). They are also considered as 
knowledgeable and trusted members of the community on issues related to pregnancy, labour/delivery 
and postnatal care. This model considers TBAs as key players in terms of providing non-delivery roles. 
TBAs will be oriented through HEWs and teamed with WDA members and HEWs. TBAs should be 
included as members of Strengthened KCPs.

7. Meeting Demand with Quality Services – Woman-Friendly Health Facilities

Complementary efforts need to be made to optimise the quality and availability of existing maternal and 
newborn services. The strategy supports existing quality improvement efforts, and, when implemented, 
a Quality Improvement Subcommittee should be established as part of each KCP. The task of this 
subcommittee is to define quality from the clients’ perspective and to work closely with the PHCU 
management team and the health post and kebele administration on existing quality improvement efforts. 
Collective PHCU/command post action for improving quality may address the need for client-friendly 
MNCH services, availability of maternity waiting rooms, health workers’ attitudes, and availability of 
essential MNCH supplies (30).

8. Using Community-based Data for Decision Making

Community-based Data for Decision Making fosters partnerships among public administrators, HEWs, 
local institutions and DTLs to gather information to identify MNCH service utilisation gaps and to 
facilitate community solutions to problems. CBDDM also promotes community participation in planning 
and monitoring MNCH activities as the HEWs and community members analyse the data obtained by 
DTLs to identify barriers to access for maternal and neonatal health services and to implement solutions. 
The process also enables DTLs, KCPs and their communities to identify and overcome gaps in access to, 
demand for and use of MNCH services, especially at the household level (23).

KCPs can use MNCH-CBNC data generated at kebele level by health posts and HEWs to understand the 
existing maternal and newborn situation in the community, to monitor demand creation implementation 
and to evaluate community MNCH-CBNC actions.

Community bulletin boards can be effective tools for sharing health data in a user-friendly way for those 
who cannot read by using pictures and diagrams. The process further empowers community members 
with key MNCH-CBNC data that can be used to celebrate successes or to adjust MNCH action plans 
to address persistent MNCH issues.

9. Using Multiple Channels to Reinforce Community Efforts

Strategic use of media, including radio listening groups and culturally appropriate local radio 
programs (such as radio dramas), focused on MNCH-CBNC reinforces community-level demand 
creation efforts. Media production should be fostered through private-public partnerships. Similarly, 
MNCH videos should be adapted and/or produced and distributed to health centres for use in client 
waiting areas. School girls’ and boys’ clubs should be engaged as advocates to improve MNCH 
health. School directors who are members of the KCP will work with teachers and school clubs on 
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key MNCH household practices and learn how to be ‘champions’ for maternal and newborn care 
at home and in their communities. District-level and community-level MNCH champions should be 
identified, equipped with relevant information, and engaged as advocates for CBNC.

10. Creating Enabling Environment

The demand creation process takes place in a complex environment. It is affected by individual 
knowledge, skill, motivation, socio-economic conditions, and MNCH-CBNC service and policy 
environments. Therefore, the demand creation strategy tries to address MNCH-CBNC problems 
from multiple sides by analysing these environments to create demand for MNCH-CBNC service.

The Demand Creation Strategy for MNCH-CBNC employs appropriate advocacy strategies 
at different levels to create conducive environment for the demand creation process. Public and 
technical MNCH-CBNC champions and supporters should be identified and used as advocates on 
issues related to MNCH-CBNC. MNCH champions and supporters can be selected at different levels 
(local, regional, national).  Advocacy issues should be identified and addressed by using MNCH 
champions and supporters and other advocacy strategies. Partners, who are supporting MNCH-
CBNC implementation, can link the demand creation strategy with their advocacy strategies.

Process: Community Strengthening and Mobilisation

Community mobilisation as applied to increasing demand for services and behaviours does not 
merely raise community awareness about an issue or persuade people to participate in activities 
that have been prioritised and planned by others. Rather, it is a comprehensive, goal-driven approach 
that seeks to understand MNCH-CBNC practice, beliefs and attitudes, and to invite and organise 
participation of those most affected and interested in MNCH-CBNC to explore, prioritise, plan and 
act together, as well as monitoring and evaluating their own community progress.

Participation is an essential element of community mobilisation, yet not all participation is equal. 
There are various degrees of community participation, which range from co-option, where there 
is token involvement and participants have no real input or power, to collective action, where 
participants set their own agendas and mobilise resources to implement action in the absence of 
outside facilitators. As the degree of community participation increases, community ownership and 
capacity increases (31).

Different community practitioners and scholars define community mobilisation differently. For the 
purpose of this strategy, community mobilisation is defined as “a capacity-building process through 
which community members, groups, or organizations plan, carry out, and evaluate on a participatory 
and sustained basis to improve their health and other conditions, either on their own initiative or 
stimulated by others.” Community mobilisation is not a campaign, and nor is it a series of campaigns. 
The Demand Creation Strategy for MNCH-CBNC promotes strategies that strive towards collective 
action at the level of community participation (Box 4).
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Detailed Stages and Steps of the Community Strengthening and Mobilisation Process

The following section provides details on how the demand creation strategies (processes) outlined 
earlier will be put into action. At the kebele level, the demand creation strategy entails four stages, 
with associated steps (Figure 2). The stages are:

Stage 1: Organise the KCP.

Stage 2:
Strengthen the capacity of the KCP to explore MNCH-CBNC issues, and develop a 
MNCH-CBNC community action plan.

Stage 3: Act together, monitor and follow up.

Stage 4: Evaluate, learn and re-plan.

Box  4:    Why Mobilise and Strengthen Communities?
•• Why use community mobilisation? To understand the community’s views, beliefs and 

practices around pregnancy, child birth, postnatal and newborn care, and barriers 
to the use of key MNCH services and behaviours.

•• Decentralisation requires increased community-level decision making.
•• Routine service data in Ethiopia indicates a low MNCH service uptake. Communi-

ties have different needs and problems, different cultures, beliefs and practices-com-
munity mobilisation works to understand the barriers to care-seeking and develops 
strategies to address them.

•• Community mobilisation builds mechanisms and systems to sustain health improve-
ments.

•• Community mobilisation brings additional resources that may not be available 
through the health system alone.

•• Communities can support government to improve services.
•• Empowering community mobilisation approaches can strengthen community mem-

bers’ skills and capacity to address the underlying causes of health problems and to 
reduce barriers to access of information and services.

•• Social structures and norms may need to be changed if true access to information 
and services is to be achieved by those who need them most. Community mobilisa-
tion can help to facilitate these changes.

•• Community mobilisation can increase community members’ awareness of their 
right to decent treatment and can strengthen members’ ability to support and claim 

for availability and quality of health services (5, 7).
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Figure  2: Stages of the Community Strengthening and Mobilisation Process for MNCH

Stage 1: Organise the Kebele Command Post
In this stage, communities become better organised to explore, plan and act together to improve 
MNCH-CBNC outcomes. The existing platform of the KCP is supported to improve community 
participation in, and ownership of, MNCH-CBNC outcomes. The KCP will ensure that those most 
affected by and interested in MNCH-CBNC will participate, have a central role, have a voice, and 
benefit, which is key to this stage.

The health centre performance review team (PRT) will be responsible for building the capacity of 
KCPs under their routine support to address the barriers to improved MNCH-CBNC. The first 
step is for the PRT to orient their KCPs on the goal to improve MHCH-CBNC family practice 
and appropriate and timely demand for services. The KCPs will then be encouraged to invite 
those individuals and groups in their community who are most interested, affected, and influential 
to form a Strengthened KCP to specifically focus on advancing community collective action for 
improved MNCH-CBNC outcomes. The responsibility of the Strengthened KCP, with its additional 
members, is limited to supporting the MNCH-CBNC demand creation goal. The original mandate 
and structure of the original KCP will remain intact.

The PRT will build the capacity of the Strengthened KCP by applying each stage of the mobilization 
process (Organize; Explore, Plan, Act and Evaluate) in a phased approach to allow the Strengthened 
KCP to learn and apply their learning in their community before advancing to the next stage in the 
process. The PRT will continue to provide support the Strengthened KCP and HEWs throughout the 
mobilization process.   
The steps for Stage 1 are:

Step 1: Orient the KCP.

Step 2: Identify interested community groups and individuals.

Step 3: Invite community participation.

Step 4: Organise and strengthen the KCP.

Strengthened
Kebele

Command Post

Act Together and
Monitor Progress

Explore and Plan
Together

Organise

Evaluate, learn
and re-plan
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Step 1: Orient the KCP

The PRT will be responsible for orienting the KCP to the mobilization goal of improving MHCH-CB-
NC family practice and appropriate and timely demand for services. The KCP will then play a lead 
role in laying the foundation for improved MNCH-CBNC outcomes in their communities by carrying 
out the next steps for Stage 1 of the mobilization process.

Step 2: Identify Interested Community Groups and Individuals

During this step, the KCP will identify existing key community individuals and groups in the community 
to be invited to support the demand creation process and to become members of a Strengthened KCP. 
The KCP chairperson will lead this process. Those most interested in MNCH-CBNC will be identified, 
including community leaders, religious leaders, traditional/spiritual healers, idir leaders, gare/gasha 
leaders, zone/ketena leaders, TBAs, women’s group leaders, WDA leaders, and those affected and 
interested community members such as mothers/fathers who have lost their daughters, sisters or 
mothers due to pregnancy and/or birth-related complications and/or who lost their newborns. A list 
of names will be drawn up to invite to a community meeting to discuss MNCH-CBNC. 

Step 3: Invite Community Participation

To invite active participation of those individuals and groups identified in the previous step a general 
community meeting will need to be organize. During this meeting those invited will be oriented to 
the MNCH-CBNC goal, and local data shared in order to raise awareness of the MNCH-CBNC 
issues affecting their community. Preparation for this meeting includes developing meeting objectives, 
an agenda, setting a date for the meeting, finding a convenient meeting place/time and inviting 
participants.
The objectives of the community MNCH-CBNC orientation meeting include:

•• share the MNCH-CBNC goal in local language

•• describe the intended community strengthening and mobilisation process

•• share the MNCH-CBNC issues affecting the community using local data

•• solicit participants’ views on MNCH-CBNC issues in their community, and their readiness in 
being part of efforts to address these issues 

•• invite community members to join a Strengthened KCP, which will specifically work to address 
MNCH-CBNC issues in their community. Setting a next meeting date will also be necessary.

Prior to the meeting, HEWs can compile MNCH-CBNC related data using information available 
from the health post and display this data on a blackboard or flipchart.  Key indicators can be 
indicated pictorially by using a picture of a pregnant mother and newborn. The data can include, but 
are not limited to, the following indicators:

      •    total population of the kebele, number of DTLs and 1:5 networks;

•• proportion of pregnant mothers who have attended antenatal care at the health post in the 
last 12 months;

•• proportion of pregnant mothers who have attended four ANC sessions in the last 12 months;

•• proportion of mothers who delivered at the health centre (Number of women at the health 
centre/Number of pregnancies identified, presented as a percentage);
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•• number of two-month-to-five-year-old children who have received treatment in the health 
post in the last three months;

•• number of young infants (less than two months) who have received treatment from the 
health post in the last 3 months;

•• maternal and newborn deaths in the kebele in the recent past (from three to six months). If 

data are not available, participants could discuss and recall previous deaths.

Step 4: Organise and Strengthen the KCP

A Strengthened KCP is formed once those most interested in MNCH-CBNC issues have been invit-
ed to participate and have agreed to become active members who will work towards improving 
MNCH-CBNC outcomes. The Strengthened KCP will have, on average, between 15-20 members. 
Key to the effective functioning of the group is ensuring a gender balance so that voices of women 
are equitably represented. The Strengthened KCP will select their leadership and outline their group 
norms and responsibilities for how they want to work together, including when and where they will 
meet, and make decisions. The KCP chairperson will help to facilitate this process. 

Flexibility is required on how best the KCP will organise and establish a Strengthened KCP based on 
the geography, administrative structure and local circumstances. For example, if the kebele is divided 
into three administrative zones, then the KCP might choose to have a Strengthened KCP for each 
administrative zone. Health centres will play an important role in helping to guide and support KCPs 
on how best to advance the MHCH-CBNC mobilization process. 

Stage Two: Explore local MNCH Issues, Prioritise and Develop a Community Action Plan

This stage will include exploring barriers to seeking care for MNCH-CBNC services, analysing  
information that has come from the community, identifying problems related to care-seeking, 
developing an MNCH-CBNC action plan, sharing the action plan with the broader community and 
getting the action plan approved by the community.

The steps for Stage 2 are:
Step 1: Explore MNCH-CBNC issues with the community.

Step 2: Analyse what was learned and set priorities.

Step 3: Develop a MNCH-CBNC community action plan.

Step 1: Explore MNCH-CBNC Issues with the Community

This exploration phase begins with an in-depth examination of MNCH-CBNC issues amongst the 
Strengthened KCP members themselves to learn as much as possible about their current feelings, 
knowledge, practices, and beliefs related to MNCH-CBNC, and their capacity to address their needs. 
This step is usually carried out in a session or series of sessions using a variety of participatory tools 
such as the problem tree and resource mapping (see example questions in Box 5). This step also 
includes the Strengthened KCP going out into the community to apply these tools to learn about and 
create dialogue around MNCH-CBNC and to hear the experiences and priorities of those most 
affected. The team should do a lot of listening and try to understand the most common underlying 
issues in MNCH-CBNC in their community. The kebele administrator, with support from the health 
centres, should initially be responsible for convening and leading this process; however, the team 
could decide to nominate another member to take on that responsibility. Health centre staff and 
HEWs should support the process of exploring MNCH-CBNC issues.
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Step 2: Analyse What Was Learned and Set Priorities

In this step, the Strengthened KCP members should summarise what they heard from their discussions 
with community members. For example, what phrases, attitudes, opinions, beliefs, values, and 
perspectives did they frequently hear? What did they hear about people’s belief systems? What did 
families feel about newborn deaths? Were deaths expected, and seen as out of anyone’s control to 
stop? Sometimes underlying themes discovered during the explore phase include issues of respect, 
self-esteem and power. Strategies for addressing these issues could be part of the demand creation 
solutions on which communities choose to work.

Setting community MNCH-CBNC priorities is also part of this step, as communities often cannot 
work on all the issues at once. The Strengthened KCP should work to ensure that the issues they 
hear are addressed. Often ranking or voting is used to set priorities that are time bound so that all 
key MNCH issues are eventually addressed. The health centre staff and HEWs should be helping the 
Strengthened KCP throughout this step.

Box  5:   Exploring the Major Barriers to MNCH-CBNC Care-Seeking (Illustrative  
        Questions for exploring MNCH-CBNC Gaps)

•• What are the cultural practices related to pregnancy, delivery and the postnatal 
period in our community? Which of these practices are helpful for the community? 
Which ones are harmful? How can we address the harmful community practices and 
attitudes?

•• What are the roles of husbands, grandmothers, mothers-in-law and other influential 
parties aboutthese practices?

•• What are the current MNCH-CBNC care-seeking practices in our community? Do 
you see any relationship between cultural practices and current care-seeking prac-
tice? Do you think pregnant mothers are visiting health posts for care during preg-
nancy? If so, why? If not, why? Do all women go to the health centre for delivery? 
What do you think are the challenges related to this? How can we improve the 
situation?

•• How are newborns perceived in our community? How does the community perceive 
deaths of mothers and newborns? Is our community open to health care workers 
visiting the mother and the newborn immediately after delivery? Is it possible for 
WDA members and/or HEWs to assess the newborn for illness? What do families do 
when a newborn is ill? If yes, where do they seek care? If no, why not? What do you 
think are the challenges? How can we improve?

•• How can we support WDA members and HEWs in identifying pregnant women, vis-
iting pregnant women, visiting delivered mothers, and checking newborn babies for 
danger signs during the first week of life?

•• What is our understanding of the services delivered at health posts and the services 
the HEWs provide when they come to our homes? Is our community aware of the 
services delivered by the health posts? What are the challenges associated with low 
utilisation of these services? How can we improve? (At this point HEWs should pres-
ent a list of MNCH-CBNC health services provided by the health post.)
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Step 3: Develop a MNCH-CBNC Community Action Plan

Based on the MNCH-CBNC issues and the priorities identified in the previous step, the Strengthened 
KCP should now develop a MNCH-CBNC community action plan to help guide its work. It should 
select a planning team to support the planning process. The planning team can constitute health 
centre staff, members of the woreda cabinets, HEWs, kebele managers, schoolteachers and partnes. 
Normally, developing a community plan can take up to 2-3 half days. It is important to ensure that 
the issues and priorities from the explore stage are highlighted. The MNCH-CBNC action plan may 
incorporate many strategies that are already outlined in the demand creation strategy. It also may 
address additional service-related issues, on which HEWs/WDA members need support, or other 
issues the community feels the need to address to achieve improved MNCH-CBNC (a planning 
template can be used, see Annex 1).

The planning team should present the draft MNCH-CBNC community action plan to the broader 
community so that the community can provide further input and approval. A meeting can be organised 
at kebele level, or more than one meeting can be organised at the sub-kebele level. During the 
presentation of the action plan, it is important to continue to invite participation from the broader 
community and to obtain its support for key activities.

Stage Three: Act Together and Monitor Success

In this stage, communities implement their community action plans, strengthen their capacity to 
achieve their plans, and monitor progress towards their MNCH-CBNC goals.

The steps for Stage 3 are:

Step 1: Define roles in carrying out the action plan.
Step 2: Strengthen the community’s capacity to carry out its MNCH-CBNC action plan.
Step 3: Monitor community progress.

Step 1: Define Roles in Carrying Out the Action Plan

The Strengthened KCP is responsible for implementing the MNCH-CBNC community action plan, 
emphasising strategies for improved demand creation. The PHCU and the kebele administration 
should provide ongoing capacity strengthening and monitor the implementation process. A common 
pitfall in this step is when the Strengthened KCP tries to carry out activities in the action plan on its 
own. Members of the Strengthened KCP are representative of various community groups and platforms 
whose constituencies can be leveraged to help implement the action plan. The team should use the 
existing community platforms, social institutions and social forums to realise planned activities.

As part of its action plan, the Strengthened KCP should also regularly organise ongoing community 
discussions on maternal, newborn and child health and provide feedback on progress being made in 
service utilisation, family practice and activities being realised in the MNCH-CBNC action plan. The 
community discussions can also provide an opportunity to inform the community of new MNCH-
CBNC services, introduce new HEWs or WDA members, and solicit further support for realising 
the MNCH-CBNCgoal. Community discussions can be organised at kebele level or they can be 
organised by some members of the Strengthened KCP or sub-KCP at sub-kebele or village level.
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Step 2: Strengthen the Community’s Capacity to Carry out its Action Plan

Building the capacity of the Strengthened KCP and the community’s ability to realise its MNCH-
CBNC goal should be an ongoing, dynamic process that requires the support of the PHCU, HEWs, 
and the woreda administration along with the participation of the KCP. The more skills, assets and 
strengths that a community group has, the better prepared it is to achieve its goals and to sustain 
outcomes. Initially it will be important to assess the core group strengths, abilities and challenges. 
Some specific areas that may require capacity building include how to maintain a functioning group, 
how to increase participation, effective leadership, critical thinking and planning skills, resource 
mobilisation and management, linkages to external resources, maintaining/rotating volunteers and 
conflict resolution skills.

Step 3: Monitor Progress

Implementation of the Demand Creation Strategy for MNCH-CBNC should have a monitoring 
system in place for learning, program improvement and re-planning. The information gathered using 
these analyses should also be used for learning, program improvement and re-planning. During 
the act together phase, demand creation strategies and related service quality and attendance is 
monitored by the strengthened command post and supported by the PHCU, KCP, and HEWs. During 
regular command post meetings, the Strengthened KCP shares related progress data (the indicators 
are listed in Annex 5). Data should be used to monitor changes and to make informed decisions 
based on whether strategies and activities need to be adjusted.

Regular feedback on progress should be undertaken through regular, quarterly meetings held by the 
Strengthened KCP, enabling a unique opportunity for providing feedback on MNCH-CBNC progress. 
Information discussed may include demand creation activities undertaken in the last quarter, 
challenges and possible solutions, changes in demand for MNCH-CBNC services and services data 
provided by the health post. The HEW, as a member of the KCP, can share service-related MNCH-
CBNC information from the kebele and the health post service utilisation records. The community 
bulletin board can provide an easy-to-understand and motivating tool to display the data for 
everyone to view.

KCP routine meetings should be held as per the WDA Implementation Guideline. During these 
meetings, various health issues are addressed. As part of the normal agenda, time should be allocated 
by the command post chairperson for members of Strengthened KCP to share updates/successes/
challenges. Woreda command posts, woreda cabinets, and woreda health offices and health centres 
should also ensure debriefs take place and support necessary follow-up actions.

Input, output, process and outcome indicators for the demand creation strategy should be monitored 
and linked to key strategies in the model (the indicators are listed in Annex 5). Woreda health offices, 
health centres, health posts and Strengthened KCPs are responsible for collecting, documenting, using 
and sharing data relevant to their levels. Health posts should use a monitoring chart to track the key 
outcome indicators.

Conducting special studies between the processes using the lot quality assurance sampling (LQAS) 
technique may help to clarify the content of different sessions and activities. Regular tracking of the 
process, including key messages, clarity of messages, audience comprehension and participation, 
proper use of materials, and discussion of specific actions, may help to improve the quality of the 
demand creation activities and to validate the accuracy of the data.
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Stage Four: Evaluate, Learn and Re-Plan

Before the implementation of the demand creation strategy, baseline data should be documented 
using the routine coverage data from the ICCM and CBNC program implementation sites. Data 
sources for the baseline may include the CBNC Baseline Survey, the family folder, and the health post 
registration books (pregnancy, ANC, delivery, PNC, ICCM/CBNC). CBNC indicators are derived 
from the CBNC indicator list (1, 13).

The Demand Creation Strategy for MNCH-CBNC should be evaluated after two years of 
implementation by reviewing progress made on the baseline indicators. Other assessment techniques 
should be considered, such as using social autopsy and other qualitative techniques to measure 
changes in MNCH-CBNC related household practices and norms, care-seeking behaviour for 
maternal and newborn illnesses, and changes in social norms that support appropriate MNCH 
behaviours. Documentation of these results and a forum for review should be regularised through 
the FMOH Child Survival Working Group, the Zonal and woreda 

Health Office, and PHCUs. Process documentation, carried out annually, should focus on the detailed 
application, successes, challenges and costing of suggested demand creation strategies. Analyses of 
demand creation processes and learning should also be documented to ensure the application of 
learning and adjustments to the demand creation strategy as needed.

For evaluation purposes, the same indicators tracked at health post level (Annex 5) should also 
be gathered and tracked at woreda level, disaggregated by PHCU. IDEAS baseline survey results 
should be used as baseline benchmarks for evaluation (Table 1) (13). 

Table 1: Evaluation Indicators

Thematic areas Data Source 

Care-seeking during pregnancy, labour/delivery, postnatal period IDEAS surveys, LQAS 

Care-seeking for sick newborns IDEAS surveys, LQAS 

Immediate newborn care and essential newborn care practices IDEAS surveys, LQAS

PWF IDEAS survehys, LQAS
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Products

The aim of the Demand Creation Strategy for MNCH-CBNC is to improve maternal and newborn 
outcomes. The strategy addresses core outcomes indicators, which would be products of successful 
implementation of the strategy. 

The core outcome indicators of the Demand Creation Strategy for MNCH-CBNC include:

1. Proportion of new pregnant women identified

2. Proportion of pregnant women who received at least one ANC

3. Proportion of pregnant women who received 4th ANC visit

4. Proportion of deliveries attended by skilled birth attendant.  

5. Proportion of live births receiving PNC visit on the seventh day by HEWs 

6. Proportion of sick newborns for which early care medical care is sought.  

7. Proportion of expected cases classified as VSD/sepsis 

8. Proportion of newborns classified as VSD/sepsis who started treatment at the HP 

9. Proportion of newborns classified as VSD/sepsis  who received 7 days treatment at HP

10. Proportion of newborns classified as VSD/sepsis  & referred to HC/Hospitals

11. Proportion of babies feeding breast immediately & exclusively 

12. Proportion of pregnant mothers who has birth plan 

13. Proportion of recently married mothers who are using any family planning method  

14. Proportion of families living in malaria prone areas who are using ITN

15. Proportion of couples practicing HIV protective behaviours and know their status
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Roles and Responsibilities of Stakeholders

Understanding the roles of the various people and platforms supporting in the MNCH-CBNC 
demand creation process will be important in order to create ownership, sustain action, 
monitor results and realise improved outcomes. Success of the demand creation strategy 
depends on how each player performs their role and responsibilities. The Demand Creation 
Strategy for MNCH-CBNC outlines specific demand creation responsibilities of stakeholders at 
multiple levels. The demand creation specific roles and responsibilities expand on the existing 
list outlined in the FMOH CBNC Implementation Plan (1) (Annex 6 provides original list of roles 
and responsibilities).

Roles and Responsibilities of FMOH:

•• Give guidance and directions to regions and partners to implement the Demand 
Creation Strategy for MNCH-CBNC.

•• Coordinate the scale-up of the Demand Creation Strategy for MNCH-CBNC.

•• Mobilise resources for the expansion of MNCH-CBNC demand creation interventions.

•• Guide the evaluation of the Demand Creation Strategy for MNCH-CBNC and share 
results and lessons learned for improved planning and budgeting. 

•• Coordinate national efforts to balance quality service delivery with community demand 
for MNCH-CBNC services, and improved family practice.

•• Undertake additional roles and responsibilities described in the “Roles and Responsibilities 
of FMOH” section of the FMOH CBNC Implementation Plan.

Roles and Responsibilities of Regional Health Bureaus/Zonal Health Depart-
ments:

•• Coordinate effective and efficient planning, implementation, monitoring and evaluation 
of the Demand Creation Strategy for MNCH-CBNC in the region/zone.

•• Coordinate efforts of partners in the region/zone in creating demand for MNCH-CBNC 
services.

•• Coordinate regional/zonal efforts to balance quality service delivery with demand for 
MNCH-CBNC services, and improved family practice.

•• Undertake other roles and responsibilities described in the “Roles and Responsibilities 
of RHB/ZHD” section of the FMOH CBNC Implementation Plan.

Roles and Responsibilities of Woreda Administration Offices:

•• Facilitate orientation of woreda cabinet members on the Demand Creation Strategy 
for MNCH-CBNC.

•• Oversee and support cascading of orientation on demand creation for MNCH-CBNC 
and implementation of CBNC and demand creation intervention efforts.

•• Ensure that the WDA is supported and functioning to the intended level.
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•• Ensure that woreda cabinet members and other woreda-level development actors are 
addressing MNCH-CBNC issues along with other development agendas.

•• Ensure that kebele administrations and woreda health offices are executing their roles and 
responsibilities as described in the “Roles and Responsibilities of Kebele Administrations and 
Woreda Health Offices” section of the FMOH CBNC Implementation Plan.

Roles and Responsibilities of Woreda Health Offices:

•• Ensure the formation and capacity building of Health Centre Performance Review Teams. 

•• Coordinate training of the Health Centre Performance Review Teams on the Demand 
Creation Strategy for MNCH-CBNC.

•• Coordinate implementation, monitoring and evaluation of MNCH-CBNC demand creation 
activities in the woreda.

•• Undertake the “Roles and Responsibilities of Woreda Health Office”  outlined in the FMOH 
CBNC Implementation Plan.

•• Ensure that PHCUs are executing their roles and responsibilities described in the “Roles and 
Responsibilities of PHCUs” section of the FMOH CBNC Implementation Plan.

Roles and Responsibilities of the Primary Health Care Unit (PHCU):

•• Ensure that the Health Centre Performance Review Team [PRT] is formed and receives 
appropriate training on the Demand Creation Strategy for MNCH-CBNC.

•• Orient KCPs and HEWs on the Demand Creation Strategy for MNCH-CBNC.

•• Organized the Strengthened KCPs and provide ongoing support to implement the MNCH-
CBNC demand creation mobilization process. 

•• Ensure that the implementation of MNCH-CBNC demand creation activities are well 
coordinated, implemented and support at the kebele level in all respective catchment areas.

•• Build the capacity of HEWs to support the Strengthened KCPs to implement MNCH-CBNC 
demand creation activities. 

•• Undertake the “Roles and Responsibilities of PHCU” listed in the FMOH CBNC Implementation 
Plan.

•• Ensure that HEWs are executing their roles and responsibilities described under the “Roles 
and Responsibilities of HEWs” section of the FMOH CBNC Implementation Plan.

Roles and Responsibilities of Kebele Administration and KCP:

•• Help to organize the Strengthened KCPs and support their implementation of the MNCH-CBNC 
mobilization process.  Accomplish the “Roles and Responsibilities of Kebele Administration” 
listed in the FMOH CBNC Implementation Plan.

•• Ensure that HEWs are executing their roles and responsibilities described in the “Roles and 
Responsibilities of HEWs” section of the FMOH CBNC Implementation Plan.
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Roles and Responsibilities of Health Posts

•• Provide essential MNCH services closer to families, and l analyse important service-related 
data to monitor MNCH-CBNC demand creation outcomes. 

•• HEWs will work with kebele administration, KCPs, WDA and Strengthened KCPs to create 
demand for CBNC. 

•• Accomplish the “Roles and Responsibilities of HEWs” listed in the FMOH CBNC Implemen-
tation Plan.

Roles and Responsibilities of the Strengthened KCP:

The Strengthened KCPs play the lead role at the kebele level to implement the MNCH-CBNC mo-
bilization process in order to create demand for MNCH-CBNC services. The group is responsible 
for exploring barriers and enablers related to MNCH-CBNC family practice, and setting priorities, 
developing a MNCH-CBNC community action plan, and implementing, monitoring and evaluating 
the action plan. Key actions include:

•• Carry out the MNCH-CBNC community mobilization process

•• Monitor community-based MNCH-CBNC data in service delivery uptake

•• Conduct regular meetings to advance community-level activities outlined in the MNCH-CB-
NC community action plan.

•• Mobilize and manage human, material and financial resources harnessed to improve commu-
nity collective action for improving MNCH-CBNC outcomes.

•• Provide updates on MNCH-CBNC demand creation activities and outcomes during routine 
KCP meetings.

Roles and Responsibilities of Partners:

•• Further advance the FMOH CBNC Implementation Plan by integrating key demand creation 
strategies into organizational plans and harness additional local resources to implement 
plans.

•• Help to support MNCH-CBNC demand creation activities at multiple levels including at the 
woreda and health centre level. 

•• Undertaken the “Roles and Responsibilities of Partners” listed in the FMOH CBNC Imple-
mentation Plan.

Roles and Responsibilities of Additional Key Stakeholders

•• Undertake the “Roles and responsibilities” listed in the FMOH CBNC Implementation Plan 
for the PFSA, FMHACA, the National Technical Working Group, the Regional Technical 
Working Group, and the WDA one-to-five network leaders.
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Annexes

Annex 1: Strengthened Kebele Command Post – MNCH-CBN
              Planning Matrix

              SAMPLE COMMUNITY PLANNING MATRIX

OBJECTIVES:

What do we 

want to achieve 

specifically relat-

ed to MNCH-CB-

NC?

STRATIGIES

How are 

we going to 

achieve our 

goal? 

ACTIVITIES

What are we 

going to do to 

achieve the result? 

(activities)

PEOPLE RESPON-
SIBLE

Who is responsible for 

each activity (ADD 

HERE NAMES OF 

PERSON (S)

RESOURCES

What resourc-

es do we need 

to achieve the 

result?

TIMELINE

When? 

How long 

is needed 

for each 

activity? 

(from____ 

to _____)

INDICATORS 
OF SUCCESS

How will we 

know when we 

have achieved 

the result?

(measurable, 

observable 

outcomes)

Mobilizing Goal: Improve MNCH-CBNC outcomes for women and families our community
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Annex 2: Demand Creation Strategy for MNCH-CBNC Monitoring 
      tool for HC to KCPs

Serial Number: /_/ _/ _/_/

Form DC I: DEMAND CREATION FOR MNCH-CBNC STRATEGY

FORM DC 1: CM1 ACTIVITIES MONTHLY MONITORING TOOL FOR HC TO KCPs2

Woreda Name:___________ Supervising HC:___________  Name of HP supervisor: ______ 

Responsible person: _______________ Data collector_____________ Name of 

HP:______________  Kebele Name: ___________ HP code: __________

S/N
Activities as per the Demand

creation cycle

Progress Date Activity 
Completed 
(DD/MM/

YYYY)

Not 
Done 
(0%) 

Partial-
ly Done 
(1-99%)

Fully 
Done 
(100%)

1 Community Meeting #1: Organize the 
Community, Part I

1.1 PHCU PRT6 Oriented kebele command 
posts about MNCH-CBNC Strategy 

1.2 PHCU PRT together with kebele CPs 
identified community groups and individuals 
interested, affected, marginalized and 
influential to work on MNHC-CBNC issues

1.3 PHCU PRT supported kebele CPs to 
prepare for their community meeting(s) to 
invite participation of those most interested/
affected, and the broader community

1.4  Kebele CP conducted broader community 
meeting

1.5 KCPs developed/adopted mobilizing goal
2 Community Meeting #2: Organize the 

Community, Part II
2.1 PHCU PRT has Facilitated kebele command 

post Capacity Self- Assessment and review 
results

2.2 PHCU PRT has Built basic understanding of 
key MNCH-CBNC desired outcomes

2.3 KCP has included interested & affected 
groups in to their MNCH & have written 
them

2.4 KCP has clarified MNCH related roles and 
responsibilities
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2.5 KCP has Set norms for working together 
(how to work; when to meet; where)

2.6 KCPs have documented MNCH baseline 
data

2.7 KCP has regular meetings schedule
3 Community Meeting #3- Explore and Plan, 

Part 1
3.1 PHCU PRT Explored MNCH-CBNC with 

Kebele CP
3.2 KCP has utilized MNCH Problem Tree 

(maternal and newborn) analysis with the 
community

3.3 KCP has utilized MNCH Resource Map with 
community

3.4 KCP has utilized Small Group Discussion 
Guides with the community

4 Community Meeting #4 – Explore and Plan, 
Part 2

4.1 KCP has analyzed information learned 
during explore phase

4.2 KCP has Set MNCH -CBNC priorities
4.3 PHCU PRT has Shared Community 

MNCH-CBNC Action Plan matrix with the 
KCP

4.4 KCP has discussed & decided who to invite 
to help with Community MNCH-CBNC 
Action Plan

4.5 KCP has Set dates for Community MNCH 
Action Planning

5 Community Meeting #5 - Support communi-
ty MNCH-CBNC Action Planning

5.1 KCP drafted their MNCH action plan based 
on priorities set in the previous stage

6 Community Meeting #6:- KCP conducted 
meeting to Share

the action plan with the broader community
6.1 KCPs has assigned specific roles to CBOs in 

the kebele in its MNCH CAP8
7 Community Meeting #7: Act Together and 

monitor
7.1 PHCU PRT has conducted Orientation on 

participatory Leadership (for MNCH) to the 
KCP

7.2 PHCU PRT has conducted Orientation on 
Resource mobilization and management 
mentoring to KCP

7.3 PHCU PRT has conducted Orientation on 
Conflict resolution to KCP
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7.4 KCP is using Community MNCH Bulletin 
Board and CBNC data as reflected in their 
minutes (to be filled at every visit after-
wards)

7.5 • KCP conducting monthly meeting to re-
view progress of DC activities (to be filled at 
every visit afterwards)

7.6 Community Meeting # 8 Evaluate and 
Re-evaluate (once per year) 
KCP has Evaluated successes & challenges

7.7 KCP organized events to Celebrate Success-
es

7.8 KCP has Re-done MNCH-CBNC Action Plan 
for new year

 

Key Challenges Identified Key Strengths Identified Key Actions (Agreed)
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Annex 3: Demand Creation Strategy for MNCH-CBNC tool for community   
              action monthly reporting 

Serial Number: /_/ _/ _/_/

Form DC II: DEMAND CREATION FOR MNCH-CBNC STRATEGY
FORM DC 1I: COMMUNITY ACTIONS MONTHLY REPORTING TOOL FOR  KCPs/HP

Woreda Name:___________ Supervising HC:___________  Name of HP supervisor: ______ 

Responsible person: _______________ Data collector_____________ Name of 

HP:______________  Kebele Name: ___________ HP code: __________

S/N

A Kebele Level MNCH Demand Creation 
Actions Planned by the community/Strengthened 
KCP (What have we planned to do to achieve 

the result?)

Progress Date Activity 
Completed 
(DD/MM/

YYYY)
Yes No

Number in 
the report-
ing period  

1 Improve early identification of pregnant mothers 
(WDA home visits; 1:5 discussions; peer mother’s 
referral)

1.1 HEWs conduct discussions with WDA and DTLs 
using a structured guide

1.2 HEWs fortnightly update of pregnancy & deliv-
ery related data

2 Initiate and support Pregnant Women’s Confer-
ences (PWCs)

2.1 Number of PWC/Fs conducted based on the 
Guideline

2.2 Number of Pregnant Women who attended 
for second time or more  during  the  month-  
(Get  from  the  updated  pregnancy register)

2.3 Kebeles  has  mobilized  resources  for  mak-
ing  PWC/Fs  more attractive  and  socially  
acceptable.  Eg.  Coffee  ceremony,  other foods, 
and drinks

3 Promote active male involvement (Engage in 
dialogue on MNCH-CBNC by integrating into 
Agricultural Development Army activities; tra-
ditional male leader forums; discussions during 
home visits, participation in kebele command 
post, etc) 

3.1 Number of Agricultural Development workers- 
DAs- who received FHC and simplified commu-
nication tool to integrate MNCH in their routine 
activities

3.2 Number of males reached with MNCH messages 
through agricultural development workers.

4 (Effective) use of Family Health Card/Guide to cre-
ate family dialogue for improved MNCH-CBNC 
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4.1 Number of WDAs who benefited from FHC/G 
use skills sessions during their fortnight meetings

5 Engage TBAs in non- delivery role to promote 
early pregnancy detection; ANC; Skilled delivery; 
post-partum and newborn follow-up

5.1 Number of TBAs who are members of the 
strengthened KCP for MNCH 

5.2 Number of TBAs oriented on their role in 
MNCH demand creation

6 Support Emergency transport system at kebele 
level 

6.1 The emergency transport systems and contact 
addresses of ambulances are clearly posted at 
the HP, Schools and/or Kebele offices

6.2 KCP mobilized resource to establish local trans-
port systems for emergency transport systems in 
different parts of the kebele

7 Use of multiple channels to reinforce community 
efforts 

7.1 Number of individuals (M/F)reached with MNCH 
messages during large group events and gather-
ings such as market place shows, cultural events, 
local PSA, community meetings, etc

7.2 Number of religious leaders (M/F) oriented on 
MNCH issues in the kebele

7.3 Number of individuals (M/F) reached with MNCH 
messages during religious gatherings

7.4 Number of teachers (M/F) oriented on MNCH 
issues in the kebele

7.5 Number of students (M/F) reached with MNCH 
messages through school outreach

5.6 Number of IEC/BCC materials distributed in the 
kebele

 Key Challenges Identified Key Strengths Identified Key Actions (Agreed)
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Annex 4: Demand Creation Strategy for MNCH-CBNC tool for Weekly
              Demand Creation Update Template 

N
am

e 
of

 W
or

ed
as

N
am

e 
of

 H
ea

lth
 C

en
te

rs

Status in Implementation of Demand Cre-
ation at Health Center Level  (Put “1” in all 
appropriate column(s) for the status of the 

health center

Name of 
Kebeles 

Status in Implementation of Demand 
Creation at Kebele Level(Put “1” in all 
appropriate column(s) for the status of 

the kebele)

PR
T 

Re
ce

iv
ed

 T
ra

in
in

g 
on

 S
up

po
rt

iv
e 

Su
pe

rv
i-

sio
n 

G
ui

de
 #

 1

PR
T 

Re
ce

iv
ed

 T
ra

in
in

g 
on

 S
up

po
rt

iv
e 

Su
pe

rv
i -

sio
n 

G
ui

de
 #

 2
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T 

Re
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ed

 T
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in
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 S
up
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rt

iv
e 

Su
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rv
i -
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n 

G
ui
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 #
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T 

Re
ce

iv
ed
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 S
up
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rt
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e 

Su
pe
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sio
n 

G
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 #
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PR
T 

Re
ce
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ed
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g 
on

 S
up
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rt
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e 

Su
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rv
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sio
n 

G
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 #

 5

PR
T 

Re
ce

iv
ed

 T
ra

in
in

g 
on

 S
up

po
rt

iv
e 

Su
pe

rv
i-

sio
n 

G
ui

de
 #

 6

Orga-
nize 

Stage 

Explore and plan Act 
Together 

K
C

P 
Re

ce
iv

ed
 O

ri
en

ta
tio

n 

Ex
pa

nd
ed

 K
C

P 
Fo

rm
ed

 

K
C

P 
fin

al
iz

ed
 E

xp
lo

ri
ng

 M
N

C
H

 
Is

su
es

 

K
C

P 
Fi
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ed
 P
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ng
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N

C
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 Is
su

es
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om
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ity
 M

N
C

H
 A

ct
io

n 
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an
 

D
ev
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Im

pl
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g 
C

om
-

m
un

ity
 M

N
C

H
 A
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n 
Pl

an
 

        
       
       
       

HC Sub Total              

        
       
       
       

HC Sub Total              

        
       
       
       

HC Sub Total              

        
       

       
       

HC Sub Total              
Woreda Sub 

Total
      Grand 

Total
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Annex 5: Process Monitoring and Outcome Indicators  

Table A.5a: Process Monitoring Indicators (MNCH-CBNC Community Mobilization Activities): Kebele level 

S/N Indicators
Numerator/ Denom-

inator 
Data 

Source 
Frequency of 

analysis 
Organize stage 

1 Proportion of KCP that are oriented on 
DCS  by HC staff  (on organizing stage)

# of KSPs oriented/
Total KSPs

PRT 
minuet  

Monthly 

2 Proportion  of KCPs who identified 
community groups and individuals inter-
ested to work on MNHC-CBNC issues 
and formed strengthened  kebele com-
mand post KCP.    

# of kebeles formed 
SKCP/Total Kebeles 

KCP 
record 

Monthly 

3 Proportion  of KCPs that did capacity 
self-assessment 

# of kebeles conduct-
ed self-assessment /
Total Kebeles 

KCP 
record

Monthly

4 Proportion of KCPs that have docu-
mented MNCH baseline data 

# of kebeles docu-
mented basiline data  
/Total Kebeles 

KCP 
record

Monthly 

5 Proportion  of  KCPs that defined role 
and responsibilities of its members  

# of kebeles with 
defined R & R  /Total 
Kebeles

KCP 
record

Monthly 

6 Proportion of KCP with regular meet-
ings schedule  

# of kebeles with 
regular meeting /
Total Kebeles

KCP 
record

Monthly 

Explore & Plan KCP 
record

7 Proportion   of KCPs who conducted 
at least 1 explorative meeting with the 
community to identify MNCH issues 
during the reporting period    

# of kebeles that 
conducted at least 1 
meeting /Total Ke-
beles

KCP 
record

Monthly 

8 Proportion   of KCPs with list of priori-
tized major MNH issues  

KCP 
record

Monthly

9 Proportion of kebeles that developed 
MNH action plan  

# of kebeles that de-
veloped MNH action 
plan /Total Kebeles

KCP 
record

Monthly

Act Together and Monitor 
10 Proportion of kebeles that conducted at 

least 1demand creation meeting/events 
in the last 1 month  at kebele/village 
level. 

# of kebeles that 
conducted at least 
1 DC meeting/Total 
Kebeles

KCP 
record

Monthly 

11 Proportion of KCPs that raised local 
resource for MNH in the reporting 
period   

# SKCPs that raised 
local resource for 
MNH /Total Kebeles

KCP 
record

Monthly 



ReportReport

40

12  Proportion of KCP that conducted at 
least 1 routine progress monitoring 
meetings in the reporting period 

# of SKCP that 
conducted at least 
1 routine meeting /
Total Kebeles

KCP 
record

Monthly 

13 Proportion  of joint supportive super-
vision to kebele on demand creation in 
the reporting period 2 weeks (gov’t + 
project)

# of kebeles that 
received  JSS/Total 
Kebeles

KCP 
record

Monthly 

14 Proportion of supportive supervision 
from PHCU and/or woreda on demand 
creation  in the reporting period 

# of kebeles that 
received SS (only by 
gov’t staffs) /Total 
Kebeles

KCP 
record

Monthly 

Table A.5b: Process Monitoring Indicators  (MNCH-CBNC Community Mobilization Activities): Woreda/HC level 

S/N Indicators Numerator/ Denominator 
Data 

Source

Frequen-
cy of 

analysis
1 Proportion of HCs that nominated 

‘expanded’ Performance Review Team 
(PRT) for demand creation 

# of HC nominated expanded 
PRT/All HCs

PRT 
minuet  

Monthly 

2 Proportion of PRT that received train-
ing by HC/woreda staffs on orientation 
and planning DC (SSG # 1)

# of  PRT that received train-
ing on orientation and plan-
ning /Total PRT 

PRT 
minuet  

Monthly 

3 Proportion of PRT that received train-
ing by HC/woreda staffs on organize 
the community part 1 (SSG # 2)

# of  PRT that received train-
ing on organize the communi-
ty part 1/Total PRT

PRT 
minuet  

Monthly 

4 Proportion of PRT that received train-
ing by HC/woreda staffs on organize 
the community part 2 (SSG # 3)

# of  PRT that received train-
ing on organize the communi-
ty part 2/Total PRT

PRT 
minuet  

Monthly 

5 Proportion of PRT that received train-
ing by HC/woreda staffs on explore & 
plan part 1 (SSG # 4)

# of  PRT that received train-
ing on explore & plan part 1/
Total PRT

PRT 
minuet  

Monthly 

6 Proportion of PRT that received train-
ing by HC/woreda staffs on explore & 
plan part 2 (SSG # 5)

# of  PRT that received train-
ing on explore & plan part 2/
Total PRT 

7 Proportion of PRT that received train-
ing by HC/woreda staffs on act togeth-
er and monitor (SSG # 6)

# of  PRT that received train-
ing on act together and moni-
tor /Total PRT 

PRT 
minuet  

Monthly 

8 Proportion of  HCs that received 
at least 1supervision on DC for 
MNCH-CBNC from woreda in the last 
1 month 

# of HCs that received su-
pervision in the last 1 month/
Total HCs 

HC 
records 

Monthly

9 Number ( Proportion)   of woredas that 
conducted demand creation meetings/
events in the reporting period   

# of kebeles that conducetd 
DC meeting/Total Kebeles

KCP 
record

Monthly 
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Table A.5c: Outcome Indicators  

S/N Indicators Numerator/ Denominator 
Data 

Source 
Frequency

1 Proportion of new preg-
nant women identified

# of pregnant women identified/
Total # of expected pregnancies(es-
timation) 

PW  iden-
tification 
form 

Quarterly 

2 Proportion of pregnant 
women who received at 
least one ANC

# of pregnant women wo received 
at least 1 ANC/Total # of expected 
pregnancies(estimation) 

PW  iden-
tification 
form

Quarterly 

3 Proportion of pregnant 
women who received 4th 
ANC visit

# of pregnant women wo received 
4th ANC/Total # of expected preg-
nancies(estimation) 

PW  iden-
tification 
form

Quarterly 

4 Proportion of deliver-
ies attended by HWs 
(at HC/Hospital) in the 
kebele

# of deliveries attended by HWs/To-
tal # of expected deliveries 

To be fig-
ured out 

Quarterly 

5 Proportion of live births 
receiving PNC visit within 
48 hours by HEWs

# births that received a PNC home 
visit by HEW within 2 days of birth 
in a given catchment area in a given 
period of time/Total number of 
expected live births in a given catch-
ment area in a given period of time  

To be fig-
ured out 

Quarterly 

6 Proportion of live births 
receiving PNC visit on the 
seventh day by HEWs   

# births that received a PNC home 
visit by HEW within 7 days of birth 
in a given catchment area in a given 
period of time/Total number of 
expected live births in a given catch-
ment area in a given period of time  

To be fig-
ured out 

Quarterly 

7 Proportion of expected 
cases classified as VSD/
sepsis 

# of cases classified as VSD/sepsis in 
a given HP in a given period of time/ 

Total # of expected 

VSD cases under one month in the 
kebele   

ICCM/
CBNC 
register

Quarterly

8 Proportion of newborns 
classified as VSD/sepsis 
who started treatment at 
the HP 

# of VSD cases started treatment in 
a given HP in a given period of time/ 

Total #of expected 

VSD cases under one month in the 
kebele   

ICCM/
CBNC 
register

Quarterly 
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9 Proportion of newborns 
classified as VSD/sep-
sis  who received 7 days 
treatment at HP

# of VSD cases who received 7 days 
treatment at HP in a given period of 
time/ 

Total #of expected 

VSD cases under one month in the 
kebele   

ICCM/
CBNC 
register

Quarterly 

10 Proportion of newborns 
classified as VSD/sepsis  & 
referred to HC/Hospitals

# of VSD cases referred / 

Total #of expected 

VSD cases under one month in the 
kebele   

ICCM/
CBNC 
register

Quarterly 
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Annex 6: FMOH CBNC Implementation Plan Roles and Responsibilities
Stakeholder roles and responsibilities included in the FMOH CBNC Implementation Plan 
(2013):

Roles and Responsibilities of FMoH 

•• Give guidance and implementation directions to regions and partners; 
•• Coordinate national orientation workshops and trainings of FMoH staff on CBNC; 
•• Mobilize resources for CBNC; 
•• Ensure that CBNC by HEWs activities and indicators are properly addressed in the 

Woreda-based health sector plan, core plan and comprehensive plan; 
•• Ensure supply of drugs, job aids and equipment for CBNC by HEWs to regions for both 

the trainings and the implementation of CBNC by HEWs; 
•• Coordinate supportive supervisions, review meetings and other relevant M&E methods 

to continuously improve the implementation of CBNC by HEWs; 
•• When necessary, review policy on community-based newborn interventions 
•• Organize annual review meetings. 

Roles and Responsibilities of PFSA 

•• Delivery of pharmaceuticals for the management of CBNC to health centres that are 
responsible to supply HPs involved in CBNC; 

•• When direct delivery to the assigned HCs is not feasible, deliver the pharmaceuticals to 
WoredaHealth Offices; 

•• Build the capacity of all HCs that will be involved in CBNC through IPLS training and 
supportive supervision on pharmaceuticals availability and rational use; 

•• Train the selected health posts with HP resupply system; 
•• Assess the performance of HCs in the area of pharmaceutical supply and services and 

take appropriate intervention; 

•• Participate in the National CBNC Technical Working Group which is led by the FMoH. 

Roles and Responsibilities of FMHACA 

•• Facilitate fast track registration mechanisms; if some of the required drugs are not reg-
istered by the authority (e.g. paediatric Gentamycin and dispersible amoxicillin will be 
facilitated by FMHACA); 

•• Facilitate importation and clearance for the required pharmaceuticals; 

•• Participate in the National CBNC Technical Working Group, which is led by the FMoH.

Roles and Responsibilities of RHB/ZHD 

•• Give guidance and implementation directions to the ZonalHealth Department and 
WoredaHealth Offices; 

•• Coordinate orientation workshops and trainings on CBNC; 
•• Mobilize resources for CBNC by HEWs; 
•• Ensure that CBNC by HEWs activities and indicators are properly addressed in the 



ReportReport

44

Woreda-based health sector plan; 
•• Ensure supply of drugs, job aids and equipment for CBNC to ZHD/Woreda Health Of-

fices; and 
•• Coordinate supportive supervisions, review meetings and other relevant M&E methods to 

continuously improve the implementation of CBNC by HEWs. 

Roles and Responsibilities of Woreda Health Office 

•• Ensure that CBNC by HEWs activities and indicators are well captured in the wore-
da-based health sector plan; 

•• Coordinate trainings and follow-up after training to HEWs, PHCU and relevant Woreda 
Health Office staffs on CBNC; 

•• Ensure continuous supply of drugs, job aids and equipment for CBNC at health posts; 
•• Strengthen the referral linkage and communication systems between the health post and 

health centres by capacitating referral points in implementing CBNC i.e. health centres 
and health posts; 

•• Ensure that the HC staffs conduct regular supportive supervision to enhance capacity of 
the HEWs in assessing, classifying and managing neonatal sepsis cases; 

•• Conduct supportive supervision and regular review meetings to enhance the Program 
management CBNC by HEWs; 

•• Ensure complete and timely reporting of activities on CBNC by HEWs and PHCU Direc-
tor; and 

•• Timely report on CBNC activities to the zonal health bureaus. 
Roles and Responsibilities of the National Technical Working Group 

As clearly stated in the National Strategy for Neonatal Health in Ethiopia, the following are the 
main roles and responsibilities of the National TWG: 

•• Link with global working groups on neglected commodities for maternal, newborn and 
child health ; 

•• Advise the concerned Directorate on community-based neonatal health issues; 
•• Support the planning, implementation, monitoring and evaluation of CBNC by HEWs; 
•• Support the establishment/reactivation of Child Survival Technical Working Groups 

(CSTWGs) in the regions; 
•• Assist in the development or revision of guidelines, job aids and other relevant documents 

on CBNC; 
•• Assist the FMoH and RHBs in resource mobilization, optimal utilization and efforts on 

sustainability of the services; 
•• Coordinate advocacy on key community-based neonatal health interventions; 
•• Establish ad hoc working groups for specific tasks, when necessary.
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