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PREFACE
The SBCC Strategic Plan is an initiative for social and behavioural change communication in line with the National Nutrition Policy, National Health Policy and other national blueprint documents, with the goal of contributing to the utilization of community nutrition and primary maternal and child health services.

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

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

The SBCCSP has come out of a participatory process in which technical experts within and outside the country contributed to its development.
Summary

“The Gambia National Social and Behaviour Change Communication Strategy for Improving Maternal, Child Nutrition and Health 2015 - 2020” aims at contributing to the reduction of maternal and child under nutrition, morbidity and mortality. This strategy will provide the national framework to guide the delivery, monitoring and evaluation of communication interventions for improved nutrition and health outcomes in women and children and ownership by the communities. 

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

For that purpose its vision is to Increase utilization of community nutrition and primary maternal and child health services and adoption of key family practices and nutrition with Spouses dialoguing for a joint informed and collective action regarding key family practices, utilization of community nutrition and primary maternal and child health services; Community leaders and community support structures engaged to promote key family practices and utilization of community nutrition and maternal and child health services for improving family health status; Health care workers skilled on IPC and motivated to provide client friendly services; Policy makers mobilise adequate resources to strengthen the capacities of community nutrition and primary maternal and child health facilities to offer qualitative services. 

The Gambia National RMCNH SBCC strategy aims at:
· Creating informed and voluntary adoption of key family practices and demand for utilization of community nutrition and primary Maternal and child health services in the targeted area;

· Shifting social and cultural norms that can influence individual and collective behaviour related to key family practices and utilization of services;

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

· mobilising resources to strengthen capacities of community nutrition and primary maternal and child health facilities to provide qualitative services ;
The expected results are
Result 1: Increased adoption of RMCNH key family practices and demand for and utilization of community nutrition and primary maternal and child health services in the targeted areas
Result 2: mobilized communities and key influencers to create long term normative shifts towards desired behaviours and support positive RMCNH behaviours
Result 3: Reduced barriers to demand and access to community nutrition and primary maternal and child health services 
This strategy is based on the socioecological model and for a comprehensive approach take into account the different life-stages for the continuum of care framework. Stage 1: growth and development Stage 2: pregnancy; Stage 3: labour and birth; Stage 4: postnatal; Stage5: childhood; Stage5: adolescence. It will ensure that SBCC interventions are targeted and tailored to address barriers to social and behavior change, using an approach that combines interventions appropriate to the continuum of care and audience life-stages. It was developed through a participatory process and with the support of the Health promotion department of the MOH&SW. Key steps included: a situation analysis including key SBCC challenges, research gaps, and identification of effective modifications for social and behavioral change; strategy design with audience segmentation, SBCC objectives, key content; and indicators for measuring success for each of the priority key practices.
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Introduction
The Government of The Gambia has received IDA funding to implement the Maternal and Child Nutrition and Health Results Project (MCNHRP) using the Results Based Financing (RBF) Approach. The MCNHRP will contribute to the achievement of this commitment especially MDGs 1.8, 4.1 and 5: (i) 1. Eradicate extreme poverty and hunger 1.8 Prevalence of underweight children under age 5 (ii) 4. Reduce child mortality 4.1 Under-5 mortality rate (iii) 5. Improve maternal health 5.1 Maternal Mortality Ratio. 

MCNHRP is aiming at improving nutrition and health outcomes among women and children by focusing on the least served Regions through efficient and effective service delivery and community mobilization. The MCNHRP is using a combination of the Demand and Supply-sides of  health service delivery and uses RBF mechanisms to incentivize community level improvements for maternal and child wellbeing, improve health care seeking behaviors, and strengthen the link between communities and health facilities.  The Maternal and Child Nutrition and Health Pilot Project was implemented in the North Bank West Region to generate knowledge on what mechanisms work best to foster social and behavior change at community level; reach low income or hard-to-reach families and young people; and enhance priority health and nutrition service delivery at the primary health care level. A roll out of the MCNHRP began initially in three
 (3) health regions with plans to expand implementation to a total of five
 (5) health regions in the country during a five-year implementation period.  
Experiences and lessons learned over the past decades, on evidence of the effectiveness of Health Promotion as defined in the Ottawa Charter and on various international declarations and consensus statements showed the effectiveness and efficiency of communication and social mobilization to improve maternal and child nutrition and health outcomes. In line with that, Social and Behavior Change Communication forms a central part of the MCNHRP to enhance key family practices for improved maternal and child nutrition and health outcomes and increase utilization of primary health care services. For that purpose, with the support of the World Bank, the National Nutrition Agency (NaNA) and the Ministry of Health and Social Welfare (MOHSW), the implementing institutions of the Maternal and Child Nutrition and Health Results Project, have developed “The Gambia National Social and Behaviour Change Communication Strategy for Improving Maternal, Child Nutrition and Health 2015 - 2020”. This strategy will provide the national framework to guide the delivery, monitoring and evaluation of communication interventions for improved nutrition and health outcomes in women and children and ownership by the communities. 

As a first step, a situation analysis was conducted to (i) get an understanding of the current status of Reproductive, Maternal and Child Nutrition and Health (RMCNH) in The Gambia; (ii) identify major evidence gaps; and (iii) propose recommendations for the development of the MCNHRP SBCC strategy to increase demand for and utilization of the priority services and behaviors. Then the SBCC strategy was developed based on the results of this situation analysis. Alongside an implementation plan giving a timeline, resources and people involved and an M&E plan were also developed. All the processes were conducted by the Gambia IEC task force with the support of an external consultant.
I. Understanding the Reproductive, Maternal, and Child Nutrition and Health in the Gambia
1. Country profile
The Gambia is Located in West Africa and is bordered to the North, South and East by the Republic of Senegal and to the West by the Atlantic Ocean. The Gambia stretches over 400 km inland from west to East on either side of the River Gambia. The country is divided into 7 administrative areas, two municipalities: Banjul and Kanifing and 5 regions: West Coast, Lower River, North Bank, Central River and Upper River Regions. The seat of the Government is in Banjul.

At present the country’s population is approximately 1.9 million (GBoS 2013) with an annual growth rate of 3.3% and 50% of Gambians living in rural areas. Women represent 51% of the total population, 66% of the population are below age 24. Forty percent of women have no education as compared with thirty-one percent of men. Literacy rates are forty-five percent for women and seventy percent for men. 

The Gambia is a low income country with average per capita Gross National Income (GNI) estimated at US$ 510 (2012) half of the Sub Saharan African average of US$ 1255. The country has a market-based economy characterized by traditional subsistence agriculture with heavy dependence on rain-fed crops for production, a significant tourism industry and imports for food security. The 2011-2012 Sahel drought caused big losses in agricultural crop production, with related impacts on household food security and nutrition as well as the availability of seeds for the following agricultural season. Despite a strong economic performance with an average annual real GDP growth rate of 6.7% during 2005-2010, The Gambia economic growth has not been inclusive due to large regional variations of poverty within the country, with rural areas recording a substantially higher poverty head count (73.9 percent) compared with urban areas (32.7 percent).

The Gambia has a three-tier health system comprising the Primary, Secondary and Tertiary levels. The Primary level includes the Village Health Services and Community clinics; the Secondary includes Minor and Major Health centers while the Tertiary level consist of General hospitals and the Teaching Hospital. The Health sector is managed at two levels, the Central and Regional levels. The central level is organized into six directorates
: Health Services, Planning and Information, Human Resources, Social Welfare and Health Promotion & Education. The country is divided into seven
 health regions each with a Regional Health Directorate (RHD) headed by a Regional Health Director (RHD). The RHDs have overall responsibility for the Primary and Secondary health care facilities and their staff within their respective regions. The tertiary level, which comprises the hospitals and teaching hospital on the other hand, have semi-autonomous boards and are headed by Chief Executive Officers and a Chief Medical Director respectively.   
2. Country status of Maternal, and Child Nutrition and Health 
The Gambia’s performance on MDGs 1c, 4 and 5 were diverse. The 2013 GDHS data show a solid decline in Under-5 mortality by 39 percent over the 15-year period preceding the survey, and a decrease by 30.5% of the Maternal Mortality Ratio (MMR). However, according to the 2013 State of the World’s Mothers (Save the Children 2013) The Gambia is ranks 170 out of 176 countries on the Mother’s Index and the progress towards attaining the millennium development goals (MDG) 1c, 4 and 5) is slow. This section depicts a clear picture on Gambia status on Maternal and Child Nutrition and Health
Table 1 - Trend in MDG 1c, 4 and 5 in The Gambia 
	MDG’s indicators
	1990
	2000
	2013 (GDHS 2013)
	MDG target

	1.8. Prevalence of underweight children under 5
	15
	18
	16,2
	8

	4.1. Maternal Mortality (per 100,000)
	700
	52 0
	433
	175

	5.1. Under-5 Mortality (per 1,000)
	165
	116
	54
	57


Underweight Malnutrition (percent) -   Source: Trends in Maternal Mortality 1990-2010, WHO 2012; Child Mortality Report, UNICEF 2013; WHO Global Database and SMART 2012, National Nutrition Agency, 2013 - GDHS 2013
2.1. Maternal Nutrition and Health
In The Gambia, four women die during pregnancy, during childbirth, or within two months of childbirth for every 1,000 live births during the seven years preceding the 2013 Gambia Demographics Health Survey (GDHS)

Despite a decrease by 30,5% of the Maternal Mortality Ratio (MMR), the country remains among the countries in Sub-Saharan Africa with unacceptability high MMR. Maternal mortality is not evenly distributed across the country i.e. the chance of survival for Gambian woman depend upon where she lives, how wealthy her family is and the education level she has attained.

The fertility level remains high with a Total fertility rate (TFR) of 5.6 children per woman while contraceptive prevalence rate (CPR) has dropped to 9 percent. Unmet need for family planning is estimated at 24 percent. The World Health Organization recommends that every antenatal woman should book within the first trimester and have three other visits. In contrast, statistics from The Gambia reveals that during pregnancy, 86% of women receive ANC from a skilled provider. Seventy-seven percent of pregnant women from urban area and 78.3% from rural area make four or more visits. However only 34.9% of women from urban areas and 40.4% from rural areas have their first visit in the first trimester of their pregnancy. Thirty seven percent of deliveries take place at home and 43% of births are not delivered under the supervision of a skilled provider. After delivery, 76% of women received a postnatal check-up in the first two days after giving birth, and only 5% of new-born delivered out of facility received a postnatal care check-up in the first two days after birth. Finally, teenage pregnancies are common, resulting from a high adolescent fertility rate of 118 per 1,000 (MICS 2010) and eighteen (18) percent of adolescent girls age 15-19 are already mothers or pregnant with their first child (GDHS 2013).  
2.2. Child Nutrition and Health
The 2013 GDHS data show a steady decline in Under-5 mortality by 39 percent over the 15-year period preceding the survey, from 89 deaths per 1,000 live births to 54 deaths per 1,000 live births. This means that The Gambia has already met MDG 4 of reducing the under-5 mortalities (Gambia target by 2015 MDG 57 deaths per 1,000 live births). However, under five Mortality is higher in rural areas, and children in the lowest wealth quintile are more likely to die before age 5 than those in the highest quintile. The three
 main causes of under 5 mortalities are Malaria, Pneumonia and diarrheal diseases. Malnutrition remains a major public health concern in The Gambia. Nationally, 1 in 4 children under age 5 are stunted, 12 percent are wasted and 16 percent are underweight. 

The coverage of key child survival interventions along the continuum of care show some variation in the results. Indeed seventy-six percent (76%) of children age 12-23 months were fully vaccinated at the time of the survey, Vitamin A supplementation increased considerably between 2000 and 2005 but has since dropped. Treatment was sought for only 61% of children under age 5 that had a fever in the two weeks preceding the GDHS 2013; 68 percent for Acute Respiratory Infection (ARI) symptomatic children, and 68 percent of children under age five that had diarrhea in the two weeks preceding the survey. 
3. Key Barriers and facilitators for MCNH demand and utilization in the Gambia 
Improving Maternal and Child Nutrition and Health (MCNH) is a key priority in the Gambia. However, researches show that many challenges remain along the continuum of care. Many factors determine the health situation of communities and individuals, including where people live, level of wealth, social status and education, and access to health care.  To increase utilization of services and adoption of key MCHN family practices, demand generation efforts must promote factors that facilitate demand and use of priority MCHN services and key practices, while assisting the intended audiences to overcome barriers. 

This chapter present the (i) key facilitators for MCHN demand and utilization; (ii) analyse the direct, indirect and underlying causes of this situation, it also (iii) identifies the effects and key influencers. This analysis is conducted following the life cycle, and using the socio ecological model for change as a framework. Based on the desk review, and stakeholder analysis, problem trees of each component were built using the “5 Why’s”
. The different layers of causes of the problems associated with improving MCNH were identified and analysed from the demand and supply sides. The final stage of the problem analysis includes a people analysis that aims at identifying people who are directly affected by Reproductive, Maternal, and Child Nutrition and Health in the Gambia or the people who are involved with and influence in some way those directly affected. 

3.1. Supportive Policy Environment: Legal and policy environment for Reproductive, Maternal, New-born and Child Health (RMNCH)
The past decade has seen extraordinary global support and visibility for Reproductive, Maternal, Newborn and Child Health (RMNCH). A number of global and regional initiatives, including Millennium Development Goals, the Global Strategy on Infant and Young Child Feeding, International Code of Marketing of Breast Milk Substitutes, the United Nations (UN) Secretary-General’s Global Strategy for Women’s and Children’s Health and the Campaign on Accelerated Reduction of Maternal Mortality in Africa (CARMMA), provide frameworks and a platform for accelerating initiatives aimed at improving the reproductive, maternal, newborn, and child health  and wellbeing. 

The Gambia has endorsed a range of these global initiatives, including the Global Strategy for Women’s and Children’s Health, the International Code on Breastmilk Substitutes and the Millennium Development Goals (MDGs), specifically emphasizing MDGs 1c, 4, 5 focusing on maternal and child health and nutrition and has made specific pledges to achieve them.

Nationally, Gambia has sufficient and strong legal and policy frameworks that governs RMNCH and ensure that RMNCH stays high on the agenda. The country has a number of good policies that support RMNCH and provide strategic direction and, in some cases, identifies targets which can be achieved within a medium-term implementation framework, among others the Gambia National Population Policy (2007 – 2015) aiming to improve quality of life in the country by raising the standard of living. Particularly the GNPP seeks to achieve (i) universal access to sexual and reproductive health, (ii) promote reproductive rights; (iii) reduce maternal mortality and accelerate progress toward the MDG 5. These commitments have also been reflected in the National Reproductive Health Policy developed in the country since 2000 and updated in 2007. The Strategic Plans developed based on these policies were endorsed since 2002 by Cabinet for implementation. Since 2004 The Gambia Government was a signatory to the ICPD and implements its agenda at the National, Regional and district entities.
All the priority services and key practices for RMNCH are taken into account in these policies that support the demand generation efforts.  The policies call for governments to reinforce the stewardship role in strengthening health, community participation and empowerment, social dialogue and partnership.

3.2.  Priority Services and Key Practices in Existing Communication Strategies and materials
3.2.1. Existing Communication Strategies
Key services and practices are being promoted in current communication strategies. The 4+2 key household behaviours strategy focus on EBF, handwashing, home management of diarrhoea, sleeping under ITN, home management of pneumonia and household water treatment. WASH promotion interventions are currently implemented by the MOH&SW through support from WHO, UNICEF, NaNA. There are possibilities of integrating deworming and Vitamin A supplementation through the National Immunisation Days (NIDs).

3.2.2. SBCC materials: strengths and gaps
Strengths 
· Factual print materials covering key topics: optimal breastfeeding. Complementary feeding, vitamin A, dietary diversity (UNICEF flip chart)

· Posters on modern contraceptives available 

Gaps 

· Lack of SBCC materials in health facilities , communities and household, the IMNCI Health Facility Survey Report, The Gambia conducted in May 2014, availability of chart booklets and mother’s counselling cards were found to be low (28%)
.
· Advocacy material to promote an enabling environment for MCNH absent for policy makers and public

· The majority of materials use a written instruction based format, require moderate to high levels of literacy

· Materials address knowledge not behavioural barriers and motivators

· Check if all the priority services and practices have materials

· Lack of accompanying materials for key influencers (men, mothers-in-law)

· Few specific materials for men

3.3. Opportunities for increasing practice of key MCNH and access and demand for community nutrition and primary health care services
· Baby Friendly community

· Community resources (VSG, VDG, CBOs)

· Link between CHNs and VSGs. CHNs involve VSGs in community mobilization and follow up.

· Role of the Alkalo as advisor to the VDC gives recognition for the VDC

· CBOs work  with VSG and CHN

· Talk shows, TV shows and BCC activities exist but they are not regular

· Fair mass media exposure

· Sixty percent of women and 73 percent of men listen to the radio at least once a week, 

· 47 percent of women and 61 percent of men watch television on a weekly basis, and 9 percent of women and 20 percent of men read newspapers at least once a week. Overall, only 7 percent of women and 14 percent of
3.4. Social and Behavioural Drivers of Demand for the Priority MCNH Services and Key Practices
This analysis was done following the socio ecological model allowing an analysis at the individual level. A revised framework for continuum of care was also used for this analysis.
3.4.1. Growth and Development
3.4.1.1. Modern Contraceptives
Modern contraception: Low uptake of modern contraceptives (9%) and declining over the years; Unmet need for family planning is estimated at 24 percent.

One of the main gap in this phase is the low uptake of modern contraceptive in the Gambia with only 9% usage (GDHS 2013) which clearly demonstrates the unmet need for family planning estimated at 24% (GDHS, 2013). 

From the demand side, the root causes of this gap are the strong religious and socio-cultural
 resistance to Family Planning, compounded by misconceptions
 about modern methods due to limited knowledge on modern contraceptives and the benefit of using them. Other complications are widespread norms in favour of large family size perceived as a form of social security: the ideal family size among currently married women age 15-49 is 6.5 children and 9.5 children among married men age 15-59. Perception of risk linked to children who are too closely spaced (children born less than 24 months after the preceding birth), children born to mothers who are very young (less than 18 years of age), and children born to mothers of high parity (more than three children) is low. In addition, deep gender norms and power relations limit the power of women in the decision making on reproductive health issues which is in contradiction with the one that limit RH issues as a “woman affair” and cannot be discussed with the couple. This limited dialogue between spouses on reproductive health issues leads to limited male participation in RH decision making and their opposition and suspicion

,
 on contraceptive use. In addition, mother in-laws and peers have an inhibiting influence on woman’s decision to use modern contraceptives. As an opportunity, VHWs and the VSG can play a significant role to improve awareness of men and women on the available FP services, men involvement and participation in FP services and finally couple knowledge and demand for modern FP methods (method mix).
From the supply side, the main factors that affect the women’s uptake of modern contraceptives are the poor quality of services (counselling, waiting time, and confidentiality). It is attributed in one hand, to the shortage of health workers; the fact that health workers do not have the latest information and skills to provide adequate FP services; the poor client / health workers interaction due to a limited skills on Interpersonal Communication and Counselling (IPCC); and inadequate supervision and coordination of service delivery. In another hand, inadequacy of infrastructures to guarantee confidentiality, and anonymity and unavailability of Youth Friendly services thereby hampering quality of services and as a result, women of child bearing age lack the knowledge, motivation, and skills to use FP modern methods and services. Finally, unavailability of methods mix that widened women choice and increased their chance to find the most suitable method for them, alongside with irregular and inadequate supplies of contraceptives due to stock out are also key contributing factors.   

Women of child bearing age (both married and unmarried), spouses and adolescent girls are the most affected as far as the issue is concerned. Low uptake of modern contraceptives is an issue in both rural and urban settings. However, the rate is lower in rural communities. 

Failure to use modern contraceptives can have both immediate and long term adverse effects on the couples, their families and the communities. The immediate effects includes; unplanned pregnancy, abortion, recurrent pregnancy and short birth interval while pressure on the woman to take care of the children, increase risk of maternal and child mortality/morbidity, increased risk of malnutrition, increase poverty and food insecurity are long term effects.

Apart from direct and indirect causes, uptake of modern contraceptive is influenced by other underlying factors such as; inadequate in-service training for health personnel, high attrition rate among train health workers due to poor working conditions (inadequate supplies, equipment, housing, utilities, incentives and grievance among staffs on personnel management issues) and inadequate budgetary allocation for the procurement of contraceptive and other supplies and equipment.
3.4.1.2. Hygiene

3.4.1.2.1. Hand washing
Available evidence has shown that improper hand washing with soap and running water at the four critical times remains a challenge in The Gambia. This phenomenon is observed in both the urban and the rural communities and has contributed to the high level of morbidity and mortality among the children under-fives.  Series of factors have been identified as potential contributors to this poor health behaviour, key among them is the limited access to proper hand washing facilities at household level; assumption that hands are already clean without knowing that some pathogens cannot be seen with naked eyes; low risk perception of communal hand washing as well as limited awareness on the importance of hand washing with soap and under running water.

As health promotion calls for community involvement, participation and empowerment, therefore, partnering with mothers, fathers, children, grandmothers, aunties and uncles, in-laws VHWs, Health Worker as well as CBOs, religious leaders and teachers is paramount in influencing the desired behaviour change. Other factors that influenced the practice of hand washing include the lack of availability of skills on cost effective and sustainable hand washing devices otherwise called the “tippy taps” promotion and SBCC materials on proper hand washing procedures among the consumers. Educational level of families and communities, place of residence and wealth are also key contributing factors.
3.4.1.2.2. Waste management
Health situation in The Gambia is characterized by high prevalence of communicable and non-communicable diseases. These diseases which are highly preventable are mainly caused by poor environmental management more so in the urban areas where waste collection and disposal is highly inadequate. This situation is compounded by rapid urbanization and poor physical environmental planning leading to limited space for waste storage and limited disposal sites. The lack of officially designated dumpsites and inadequate proper waste collection bins along streets and in strategic locations has also contributed to the indiscriminate dumping of refuse.  The inadequate resources to strengthen the general collection systems such as transportation needs for the collection of the waste, staffing requirements, protective equipment, disposal facilities which has led to delays in timely collections and final disposal of the waste has grossly contributed to the insanitary environment.   

The improper collection and management of domestic waste and its effects are directly or indirectly affecting the community as a whole. Solid waste management has also been reported to be a major problem in waste management especially in the rural areas where most compounds don’t have latrines. Evidence has shown that only 76.3% of the population use improved sanitation facilities (Multiple Indicator Cluster Survey, 2010), which results to some people are still practicing  open defecation due to lack of latrines for proper disposal and low perception of risk link to open defecation.  

The increase in disease prevalence among the society, inadequate conducive environment due waste dumping along streets, and the pollution of the environment are issues that are affecting people in the communities especially those in the urban areas. This could be attributed to many reasons such as weak waste management policies, inadequate resources and limited awareness on the dangers associated with indiscriminate waste disposal. 

To address this situation, there is urgent need for multisectoral collaboration with all stakeholders including both government and non-governmental organizations, print and electronic media, village development Committee, CBOs government and municipalities as well as the participation from the members from the community. The private sector would also have to be engaged in this process since they are major contributors in the general production of waste.  
3.4.2. Pregnancy
Low first trimester Antenatal Care attendance: only 34.9% of women from urban areas and 40.4% from rural areas have the first ANC visit in the first trimester of their pregnancy and late identification and referral of women with complications

Despite a relatively high coverage for ANC - 86% of women receive ANC from a skilled provider and 77% of pregnant women from urban area and 78.3% from rural area make four or more visits - one of the challenges for antenatal services is the late booking for antenatal care, only 34.9% of women from urban areas and 40.4% from rural areas have the first ANC visit in the first trimester of their pregnancy. Several factors contribute to this problem.
From the demand side, the late ANC booking is mainly due to socio-cultural norms on the importance of hiding pregnancy during the early stages because “ANC makes pregnancy a public matter”
, early ANC is also perceived as a risk for pregnancy. Even if they recognize the importance of ANC visit, pregnant women have limited knowledge on the importance and benefits of early booking for antenatal care.  

This gap is also attributed to a limited support at the household level and from the community. Evidence has shown that social norms do not favor dialogue between spouses / partners on Reproductive Health (RH) issues thereby resulting to limited involvement of men in this matter. As for all the ANC visits, the opportunity cost of taking
 all day long to attend ANC visit and the dedicated days for ANC does not always match with women availability and competing with   domestic work and other commitments of women is also one of the causes of delaying the ANC visits. 

Poor interaction between the client and the service provider, lack of anonymity and dedicated days for ANC visits are key barriers for the adoption of the positive behavior. Furthermore, inadequate human resources for RH services, limited budget for reproductive health commodities, high attrition rate among train health workers (due to poor working condition such as inadequate supplies, equipment, housing, utilities, incentives and injustice to personnel management) are underlying causes of late booking area,. Late booking for ANC within the first trimester is an issue in both rural and urban settings with only 34.9% and 40.4% coverage respectively (GDHS 2013). 

Late booking for ANC has many adverse consequences for the couple and family. The effects include late or non-detection of the risk factors and conditions, low uptake of IPT, missed opportunities (e.g. syphilis testing, preparation for delivery) and increased risk of anemia in pregnancy.

A woman’s decision in booking early for ANC within the first trimester is greatly influence by the husbands, mother in-laws, co-wives and peers. Service providers, and VSGs and other influential people of the community also have indirect influence on a pregnant woman’s decision to book early for ANC. 

3.4.3. Labour and birth
Poor performance of safe delivery: at the national level, 37% of deliveries still take place at home; 43% of births are not delivered under the supervision of a skilled provider. The baseline assessment conducted by NaNa in its intervention zones showed that 62% of women in URR prefer to deliver with a traditional birth attendant rather than using a facility this rate is around 20% in NBR and CRR.

3.4.3.1. Skilled deliveries
“Left to us alone we would prefer our “ting mutala” [TBA] to assist us in our homes here in the village until we deliver [Village 1 young mother in FGD]. (Gender study)

From the demand side, the key bottleneck for the poor performance of safe delivery is the strong preference to deliver at home with the assistance of the TBA. The root causes are summarized in the citation of a father in one village included in the qualitative study on “Women’s roles in production, consumption and reproduction.   A case study in The Gambia.” “If we are able to get women to deliver in the hands of the TBA at home, then we will not worry about transportation, health staff attitude and all the cost that is involved [Village 1 father 8]”. So health facility delivery is perceived as complications: for women because of difficult transportation during labor, the lack of continuity of care, the poor interaction with the health staff; the lack of privacy, and being alone during the labor. For men they prefer home delivery under the TBA's supervision due to the high out-of-pocket costs and the fact that they do not have a place to stay during the delivery. In addition, poor awareness of the danger signs and risk factors by women lead to a low perceptions of danger and need to seek for care from the skilled attendant.

Women’s preference for community vs. facility-based care
	Region
	I prefer to deliver with a traditional birth attendant rather than using a facility

	
	Agree
	Neither Agree nor Disagree
	Disagree

	NBR
	19.0%
	19.0%
	62.0%

	CRR 
	18.0%
	4.0%
	79.0%

	URR 
	62.0%
	13.0%
	26.0%


Based on 154 women.
3.4.3.2.  Postnatal Care
Low coverage of postnatal care by women and the new born delivered at home: only 5% of new-born delivered out of facility received a postnatal care check-up in the first two days after birth. And very low % of mothers who attend postnatal at 6 weeks; low prevalence of early initiation of breastfeeding: only 52 percent of children are breastfed within one hour of birth. 
Demand side gaps: The key bottlenecks for postnatal care are the failure of mothers who have delivered at home to come to attend postnatal care within the first seven days and also for all the mothers to come to attend to postnatal care before 6 weeks. Interviews of health workers at the health facility center show that mothers are often not aware of the need to go for this visit and do not perceive its importance. The lack of continuum of care is attributable to mothers’ low awareness of the importance of postnatal care checks. This is further compounded by poor geographical access, lack of male involvement, financial barriers and long waiting time at the health facilities. From the supply side, either for skilled deliveries and postnatal care, the main gap is a poor quality of services. The root causes are the (i) Inadequacy and inequitable distribution of trained human resources, and supply of equipment, drugs, electricity, water and commodities due to inadequate allocation of resources: (ii) Attitude of health workers as a result of inadequate training and poor motivation and a lack of supervision and continuous training. Some structural factors were also noted such as lack of transport and adequate roads for evacuation.

3.4.3.3. Initiation of breastfeeding within one hour after delivery
From the demand side the main bottleneck for early initiation of breastfeeding is cultural beliefs about the use of ‘spiritual water’ and colostrum. The root causes are limited awareness on the importance of EBF, early initiation of breastfeeding and knowledge about the importance of colostrum. Support from the spouse and the community is also weak. From the supply side Counseling on exclusive breastfeeding is not universally provided at health facilities because of limited communication between clients and H/W and a poor quality of post-delivery care in the health facility, little follow up on early initiation and EBF by health workers with CHWs.

3.4.4. Childhood 
Low average rates of exclusive breastfeeding: Only 47 percent of infants under age 6 months are exclusively breastfed. Contrary to the recommendation that children under age 6 months being exclusively breastfed, 35 percent of infants consume plain water. Complementary feeding remains a challenge: Introduction of complementary foods were done for only 34% of children 6 - 8 months. And only 8 percent of children age 6-23 months are fed in accordance with all IYCF practices; Vitamin A coverage is declining (80.1% to 72.8%) and low coverage for Deworming with only 34% of children 1-5 years receiving deworming tablets. Malnutrition remains a major public health concern in The Gambia. Nationally, 1 in 4 children under age 5 are stunted, 12 percent are wasted and 16 percent are underweight. Poor care seeking behaviors for treatment for pneumonia, malaria and diarrhea: On average treatment was sought for 66% of under 5 children for ARI, diarrhea and fever
3.4.4.1. Exclusive Breastfeeding.
Because it is very hot and we feel the child gets thirsty with a dry throat. So we give them water to drink. Also if they do not drink water as a child then when they grow up they will lack water in their body [Village 4, Mother-in-law 2]
Breastfeeding is almost a universal practice in The Gambia and is recognize as beneficial for the health of the baby, however EBF for 6 months, as recommended, only 47% of baby are exclusively is not the norm, the main bottleneck that was raised from the review to this practice is the lack of confidence in the adequacy of breast milk to feed and to keep the child hydrated. Studies have shown that about 35% of lactating mothers give water to their children under six months with the belief that breast milk does not contain enough water. In addition, the existence of deep rooted cultural, traditional and religious beliefs also leads to the introduction of pre lacteal feeds (charm water / goat milk/ concoctions) before the initiation of breastfeeding. Overall, 52% (DHS, 2013) of children are breastfed within one hour of birth and 94% within one day after delivery, while 70% of children are given a pre-lacteal feed before initiating breastfeeding.  The main reasons are that women are not fully aware of the need and benefits of exclusive breastfeeding; the common perception of insufficient milk when a child cries or when a mother feels weak, tired or hungry can be due to the lack of skills to breastfeed adequately; difficulty to combine EBF with work and the interference of grandparents and finally the limited support at the household level by the husband and by other community members because of their unawareness of the adequacy of breast milk. Pregnant women and mothers of children 0-6 months are the primary target. There are also misconceptions regarding the use of colostrum due to its yellowish color. Factors such as inadequate skills of breastfeeding mothers to breast feed coupled with mothers’ desire to maintain breast form/shape limits them to practice exclusive breastfeeding. In addition, poor dietary intake, inadequate psycho-social support and care, inadequate communication between health workers and breastfeeding mothers and negative perception in the media on breast milk substitutes seriously affects the rate of exclusive breast feeding. The low rate of exclusive breastfeeding can possibly result to child wasting, underweight and growth retardation, reduced mother-to-child bonding, reduced cognitive development as well as susceptibility to infections due to weak immune heavily affects the growth and development of children during infancy and childhood. 

Family members (fathers/partners, grandparents, in-laws, co-wives), VSGs and health workers are the direct influencers for the adoption of positive behaviors on exclusive breastfeeding practice. This situation serves as a barrier for the initiation and maintenance of positive behaviors of practicing exclusive breastfeeding. Indirect influencers such as the promotion of breast milk substitutes by the media outlets/ practitioners as well as government policies and programs affects exclusive breastfeeding rates.

From the supply side, counseling on exclusive breastfeeding is not universally provided at health facilities because of (i) the limited communication between client and H/W leading to a poor quality of post-delivery care in the health facility; a lack of follow up on early initiation and EBF by health workers with CHWs, and (ii) often limited knowledge and skills in lactation management by health staff.

3.4.4.2. Complementary feeding 
Appropriate and timely Complementary feeding remains a serious challenge in the Gambia. Only 54% of children 6-8 months were given complementary food; timely introduction of complementary foods by mothers covered only 34% of children between 6 - 8 months and only 8 percent of children ages 6-23 months are fed in accordance with all IYCF practices. The main bottlenecks for timely and adequate complementary feeding are an inappropriate knowledge by the mothers on timely complementary feeding and poor quality of complementary foods that is not composing of a wide variety of food groups. and the main reasons are (i) limited awareness on the importance of timely introduction of appropriate complementary feeding, household food insecurity, knowledge on how to feed adequately her child and the benefits of foods. The main contributing factors to that are the mixed messages received by mothers from influential persons, and their community and also the lack of knowledge of the suitable foods available in their locality to feed children and the benefits of an appropriate and timely complementary feeding. This is also due to mothers’ limited perception on insufficiency of breast milk, limited access to quality, timely, safe adequate complementary foods and increased work load of women. The underlying causes of poor practices of complementary feeding include household food insecurity, limited capacity of health workers to conduct nutrition education sessions, promotion of breast milk substitutes by the media as well as their limited involvement in awareness creation coupled with inadequate financial resources.

Factors such as inadequate provision of safe and quality waters supply and sanitation coupled with poor hygienic practices by care givers and other family members affects the preparation of safe and quality complementary foods. In addition, inadequate psycho-social support and care given to mothers by VSGs and other community volunteers on how to prepare and feed children with safe, timely and adequate complementary feedings are also impeding adequate practice.
Family members (husband, partners, grandparents, in-laws, siblings and co-wives), VSGs, health workers, neighbours and media outlets directly influence the practice of appropriate and timely complementary feeding; whereas most government policies and programs such as the nutrition policy also indirectly influence the introduction of appropriate and timely complementary feeding practices. Mothers of children between the ages of 6-23months, spouses and other care-givers at family and household level are the most concerned and thus have an influence in bringing about positive behaviours during complementary food preparation and child feeding.  According to GDHS 2013, complementary feeding does not vary substantially by education – implication of this for the SBCC strategy is that all mothers in the project areas should be targeted for communication.
The Infant and Young Child Feeding (IYCF) strategy adopted by UNICEF and WHO recommend the introduction of solid food to infants after age 6 months at that time breast milk alone is no longer sufficient to maintain a child’s optimal growth and hence it is important to note that building the capacities of mothers of children age between 6-23 months, spouses, VSGs, community volunteers and other care-givers with relevant information and necessary skills on complementary feeding result to its timely and safe introduction, thereby resulting to reduced infant and under five morbidity and mortality rates.

The supply side bottlenecks are mainly the same as that in EBF.

3.4.4.3. Micronutrients and deworming

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

In addition, wealth quintile is also inversely related to the prevalence of anaemia among children which indicates that children in the lowest quintile are anaemic as compared to children in the highest quintile. The low intake of iron may be associated with low awareness on the important of iron to women and children, inadequate consumption of vegetables, sale of vegetables as well as poor sanitation and hygienic practices at born urban and rural communities.
3.4.4.3.2. Iodine
Inadequate amounts of iodine in the diet are related to serious health risks for young children. About 78% of the households use iodized salts which indicate that more efforts are needed to create awareness on the importance of consuming iodized salts. The same study indicated that 76% of women with a child born in the last five years live in households with iodized salts and the percentage of women who live in households with iodized salt is higher in urban areas than in rural areas. Iodine deficiency is related to a number of adverse pregnancy outcomes including abortions, foetal brain damage and cognitive malformation, stillbirth, low intelligent quotient (IQ) and prenatal death. The low consumption of iodize salts at household level is associated with the low production of salt, inadequate supply of potassium iodates and inadequate salt iodization plants as well as the weak enforcement of the food fortification and iodized salt regulation at both urban and rural settings.
3.4.4.3.3. Vitamin A
Vitamin A is important to maintain growth and development among children between 6-59 months. Postpartum mothers are also given Vitamin A supplements during RCH clinics. However, its coverage in the Gambia has declined from 80.1% to 72.8% (DHS 2013).  Postpartum women receiving Vitamin A is highest in rural communities and lowest in urban areas and percentage decreases with increasing education and wealth. This development came as a result of limited awareness among mothers on the importance of Vitamin A supplementation. The benefits are often not explained to caregivers due to a poor quality of the interaction between the clients and providers. 

From the supply side the main challenge in addition to a poor client/provider interaction is the weak supply system including inadequate supplies of deworming tablets, it includes also poor record keeping.

3.4.4.3.4. Helminths 

Deworming is important to maintain growth and development among children between 12-59 months. However, its coverage in the Gambia is low where only 34% of children 1-5 years receive de-worming and 47% of women receive the de-worming tablets during the pregnancy of their most recent birth (DHS, 2013), which indicates that 47% of women in rural are more likely to receive de-worming tablets than women in the urban areas. This development came as a result of limited awareness among mothers on the importance of deworming tablets. 

The indirect influences also include government policies and programs on deworming supplementation. 
3.4.4.4. Moderate and severe malnutrition
Malnutrition remains a major public health concern in The Gambia. Nationally, 1 in 4 children under age 5 are stunted, 12 percent are wasted and 16 percent are underweight. This is mainly due to poor feeding practices due to limited knowledge of the suitable foods available in their locality and the food groups to feed children and the benefits of an appropriate and timely complementary feeding but also because of the household food insecurity. 

Research has shown that there is high incidence of acute malnutrition, including severe acute malnutrition (SAM) among under five children in The Gambia (MCNHRP Assessment Report, IMNCI 2014). The key contributing factors to this include the mother’s and caregiver’s delay in seeking treatment at health facilities due to social and cultural beliefs, mother’s limited awareness on the causes and signs of acute malnutrition and poor feeding practices by mothers and care givers due to limited knowledge on the suitable foods available in their locality to feed children, poor water, sanitation and hygienic practices at household levels, inequitable household food distribution, inadequate knowledge and skills of health workers in managing moderate acute malnutrition as well as the mother’s limited knowledge on the timely introduction of complementary foods.  These problems affect children under five years in urban and rural communities. Family/caregivers (husband/partner, grandparents, in-laws, co-wives), VSGs, health workers have direct influence in the management of Acute Malnutrition at health facility and community levels.

Furthermore, other underlying factors such as infections and infestations, maternal malnutrition, household food insecurity, and inadequate supply of ready to use therapeutic feeds (RUTF) can be attributed to the development and/or inadequate management of acute malnutrition.
3.4.4.5. Care seeking for children under five

In The Gambia, research shows that inappropriate care seeking for children under five years by their care givers. From the demand side the main bottlenecks are (i) the delay in seeking treatment at Health facility (only 68.8% of the care givers seek early treatment for pneumonia) because of their preference for home-based treatment with traditional healers and the limited confidence on the Health service (only 6% of facilities have essential equipment and materials for child health care services – IMNCI 2014), (ii) non adherence to treatment protocols; and inadequate understanding about risks of conditions and benefits of seeking care early. This is also due to inadequate knowledge on the danger signs and limited participation and involvement of men in the care of sick children among others. This behavior is also influenced by the level of education of the caregivers the level of income and if the children live in the urban or rural areas.

At the service delivery point, the main bottlenecks are lack of trained human resource to provide quality services. The IMNCI Survey 2014 showed an inadequate use of treatment protocols and guidelines, indeed, only 28% of the H/W use the guidelines to treat sick children (Chart booklets and mother’s counselling cards). Other bottlenecks lie on inconsistent infrastructure, equipment and supplies; and finally poor communication between client and Health Worker. (Health worker advice of caretaker on when to return immediately was very low – 7%, IMNCI Survey 2014). Long waiting time at the health facility is also a contributing factor to care givers not seeking for care from appropriate service providers. 

This inappropriate behavior may lead to increased morbidity and mortality amongst children under five, increased out of pocket expenditure by parents and increased burden on the already stretched health budget. 

Caregivers are diverse at the community level but some of them are also direct influencers of the couple’s decision on care seeking for their child. Grandmothers, Aunties, uncles, in-laws, VSGs, Traditional healers, VDCs, Traditional Birth Attendants (TBAs), Village Health Workers (VHWs), and Community-based Organizations (CBOs) are some of the people who influence the decisions of caregivers when their children become sick. Other factors that influences the decision of caregivers is the availability of transport to evacuate the sick child to health facility in both rural and urban communities at household level.  The situation is also influence by inadequate resources at community level to meet the basic needs of taking care of the sick child, having difficulty in accessing health care services on time. 

3.4.5. Adolescence
Teenage pregnancy is a major health concern in the Gambia. They are common, resulting from a high adolescent fertility rate of 118 per 1,000 (MICS 2010) and eighteen (18) percent of adolescent girls age 15-19 are already mothers or pregnant with their first child (GDHS 2013). Teenage pregnancies is associated with higher morbidity and mortality for both the mother and the child. In addition, childbearing during the teenage years frequently has adverse social consequences, particularly regarding educational attainment, because women who become mothers in their teens are more likely to shorten their education GDHS 2013). They have a limited knowledge of their body and particularly of their fertile period. The data show that women’s knowledge of the fertile period is generally low. Only 26 percent of women correctly identified a woman’s fertile period as occurring halfway between two menstrual periods

Adolescents are at a life-stage of learning, especially as they move from childhood to young adult. They are with their family, but also establishing their own independent relationships with peers and community influentials/leaders (schools, youth association groups, social venues) and they often rely on and are influenced by media, social interaction, and newer technologies.

On the supply side: youth friendly services are not well spread, and health providers are not eager to talk to youth about their fertility.

  Priority Maternal and Child Health and nutrition services and key practices

Based on the Gambia RMCNH analysis and according to the review of the evidences and recommendations of UNICEF on the Family and community practices that promote child survival, growth and development, the Priority Maternal and Child Health and nutrition services and key practices considered in this strategy are as below:
Sixteen key family practices along the continuum of care 
	
	Growth and development
	Pregnancy
	Labour and birth
	Childhood
	Adolescence 

	1. Ensure that men actively participate in the provision of child care and are involved in reproductive health.
	· 
	· 
	· 
	· 
	· 

	2. Use of modern contraceptive
	· 
	
	· 
	· 
	· 

	3. Safe delivery 
	
	· 
	· 
	
	

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

	5. Ensure that post partum mother receive two doses of vitamin A
	
	· 
	· 
	
	

	6. Breastfeed infants exclusively for six months. 
	
	· 
	· 
	· 
	

	7. Take children as scheduled to complete a full course of immunizations
	
	
	· 
	· 
	

	8. Starting at six months of age, feed children freshly prepared energy- and nutrient-rich complementary foods, while continuing to breastfeed up to two years or longer. 
	
	
	· 
	· 
	

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

	10. Dispose of faeces, including children’s faeces, safely; and wash hands after defecation, before preparing meals, and before feeding children
	· 
	· 
	· 
	· 
	· 

	11. Protect children in malaria-endemic areas, by ensuring that they sleep under insecticide-treated bednets. 
	· 
	· 
	· 
	· 
	· 

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

	13. Give sick children appropriate home treatment for infections. 
	
	
	· 
	· 
	· 

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

	15. Follow health workers’ advice about treatment, follow-up and referral. 
	
	
	· 
	· 
	· 

	16. Promote mental and social development by responding to a child’s needs for care, and through talking, playing, and providing a stimulating environment
	
	· 
	· 
	· 
	· 


II. Strategic Design
1. Theoretical Framework: 
The Gambia National Social and Behaviour Change Communication Strategy for Improving Maternal, Child Nutrition and Health                   uses the social ecological framework to guide its strategic design. This model recognizes that behaviors related to demand for care and treatment take place within a complex network of social and cultural influences and views individuals as nested within a system of socio-cultural relationships - families, social networks, communities, nations - that are influenced by and have influence on their physical environments (Bronfenbrenner, 1979; Kincaid, 2007). Within this framework, individuals’ decisions and behaviors relating to an increase in demand and utilization are understood to depend on their own characteristics as well as the social and environmental contexts within which they live. This model suits to the Gambian context and applied in each stage of the communication strategy development, this model helps to ensure that all determinants of behaviour are considered and addressed. [image: image1.jpg]Socio-Ecological Model for Change
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Base on that, the SBCC approach and principles include individual level Behavior Change Communication (BCC) but also apply communication principles to advocacy and social and community mobilization strategies. As depicted in the socioecological model, SBCC views social and behavioral change as a product of multiple overlapping levels of influence, including individual, interpersonal, community and organizational as well as political and environmental factors.
2. Vision 
The vision of the Gambian National SBCC strategy for MCNH is to Increase utilization of community nutrition and primary maternal and child health services and adoption of key family practices and nutrition with
Spouses dialoguing for a joint informed and collective action regarding key family practices, utilization of community nutrition and primary maternal and child health services 

· Community leaders and community support structures engaged to promote key family practices and utilization of community nutrition and maternal and child health services for improving family health status

· Health care workers skilled on IPC and motivated to provide client friendly services

· Policy makers mobilise adequate resources to strengthen the capacities of community nutrition and primary maternal and child health facilities to offer qualitative services. 
3. Objective of the SBCC strategy
The RMCNH SBCC strategy aims at:
· Creating informed and voluntary adoption of key family practices and demand for utilization of community nutrition and primary Maternal and child health services in the targeted area;

· Shifting social and cultural norms that can influence individual and collective behaviour related to key family practices and utilization of services;

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

· mobilising resources to strengthen capacities of community nutrition and primary maternal and child health facilities to provide qualitative services ;
The expected results are
Result 1: Increased adoption of RMCNH key family practices and demand for and utilization of community nutrition and primary maternal and child health services in the targeted areas
Result 2: mobilized communities and key influencers to create long term normative shifts towards desired behaviours and support positive RMCNH behaviours
Result 3: Reduced barriers to demand and access to community nutrition and primary maternal and child health services 
Result 4: Capacities of community nutrition and primary maternal and child health facilities to provide qualitative services strengthened
4. Priority Audiences
Reducing maternal and child morbidity and mortality through increased adoption of key family practices and use of  community nutrition and Primary Maternal and Child Health services depends on the collaboration of households, communities, and societies, including mothers, fathers and other family members, community and facility-based health workers, community leaders, and policy makers.  For the purpose of this strategy the primary audiences have been identified based on the situation analysis, experiences and expertise of the multidisciplinary stakeholders involved in the development process.
4.1. Primary audience
Based on the situation analysis, in addition to women along the continuum of care, their partner or spouse will also be targeted as primary audience. People most affected for the adoption of key family practices and utilization of community nutrition and primary maternal and child health services are: 

· Women of Child Bearing Age and their Spouse/Partner; 

· Pregnant Women: Spouse; 

· Postpartum Mothers and their Spouse; 

· Mothers of Children 0-6 months and their Spouse;

· Mothers of Children 06 - 12 months and their spouse

· Mothers of Children 12-59 months and their Spouse. 

· Adolescent

They live in urban and rural communities. The primary audience comprises both males and females aged between 15-49years, married and unmarried, educated and uneducated, farmers from middle and low income households. They usually belong to groups and societies as well as clubs and most of them are in gainful employment. Factors such as limited knowledge and skills, low motivation, perceptions, negative attitudes and beliefs affects the audience to adopt the positive behaviours for improved maternal, child nutrition and health services.

	
	Growth and Development
	Pregnancy
	Labour and birth
	Childhood
	Adolescence

	Primary audience
	· Women of Child Bearing Age

· Spouse/Partner
	· Pregnant Women

· Spouse/Partner

· WCBA
	· Pregnant woman

· Postpartum Mothers 

· Mothers of Children 0-6 months

· Spouse/Partner
	· Mothers of Children 0-6 months

· Mothers of Children 06-12 months 

· Mothers of Children 12-59 months

· Spouse/Partner
	· Adolescent 

	Dialogue and decide together
	· Planning our family for our future
	· For healthy mom and babies
	· The best for our baby
	· Knowing your body to plan for your future


For adoption of the key family practices and utilization of services, base on the analysis the secondary audiences that influence directly and the tertiary audiences that influence indirectly the primary audiences are similar.
4.2. Secondary audience
In the Gambia, direct influencers for the adoption of key family practices and community nutrition are: on one hand, mother in law, peers, heads of women groups, religious leaders, traditional healers, TCs and community drama groups and household heads, on the other hand members of VSGs, VDCs, TBAs, VHWs and Health Workers. They are living in urban and rural communities. They are both males and females, age up to 15, married and unmarried, mainly farmers from middle and low income households. They are usually custodians of community norms and values, mentors, preachers, decision makers, change agents. They are also health and nutrition advisers/counsellors, hygiene promoters and educators, provide alternative treatment and as well as employed and unemployed. They belong to groups and societies as well as associations and most of them are in gainful employment. Factors such as limited knowledge and skills, low motivation, perceptions either of risk and benefits of negative attitudes and beliefs, socio-cultural norms directly influence the audience to adopt and support adoption of the positive behaviours for improved maternal, child nutrition and health services.
4.3. Tertiary audience
Policy Makers in MoH&SW Senior Management Team (SMT), Nutrition Council, National Assembly Health Select Committee on Health / National Assembly Select Committee Women & Children, Association of Health Journalists (AOHJ), Media houses, Artists are the indirect influencers of the primary audiences for the adoption of key family practices and utilization of community nutrition and primary maternal and child health services. They are people living in urban and rural communities in The Gambia. They influence policy as well as provide financial and logistical support for the conduct of educational campaigns, entertainment, capacity building, resource mobilization, decision making, policy and guideline development, infrastructural development, provision of medicines and supplies.

5. Channels and approaches  
The RMCNH SBCC strategy will be based on a mix of different complementary and cross reference channels and approaches. The main channels and approaches that will be used to reach audiences and achieve the expected results are:
5.1. Advocacy:  
Advocacy to mobilize resources and political and social commitment for social and/or policy change regarding the key family practices and provision of adequate client friendly community nutrition and primary maternal and child health care services. The advocacy component of the SBCC strategy will also aimed to create an enabling environment to encourage equitable resource allocation and to remove barriers to RMCNH policies implementation.
5.2. Community Mobilization: 
The Community mobilization component of the SBCC strategy is key for its success and is part of the community capacity-building process and will contribute to the sustainability of the promoted practices in the community. This component will seek involvement and engagement of individuals, groups, or organizations in the implementation areas to solve problems at the community level by increasing the ability of communities to successfully identify and address its needs in a participatory manner. Community frontline communicators and community structures like VDCs, VSGs will be engaged and used at all levels in the realization of the results of SBCC.s… 
5.3. Entertainment Education. 

To capture audience attention in order to increase knowledge about the key family practices, create favourable attitudes towards the key family practices and utilization of services, shift social norms, and change behaviour, Entertainment education program will be used like drama serial, sketches, magnet theatre and songs
5.4. Interpersonal Communication (IPC) 
IPC will be used for peer-to-peer communication, client provider counselling but also for small group discussion, including meeting with stakeholders like community leaders religious leaders. The capacities of extension workers like CHN, VSGs will be built using this approach to bond the communication gap between the clients and health workers.
5.5. Mass and Traditional Media: 
Mass media will be used to reach audiences through mainly radio. In addition to radio, TV programmes (recorded, spots, live phone-in and panel discussions) will be explored in raising awareness on maternal and child nutrition and health issues. Traditional media that are very popular in the Gambia, like use of front line communicators to perform drama, TCs, music and dance, will be also part of the approaches to increase knowledge, manage harmful beliefs and attitudes, reinforce the positive one and promote behaviours.
III. Strategic Intervention 
1. Matrix for change and Key interventions for primary audiences

Primary audience: Women of Child Bearing Age (WCBA), Pregnant women, Post-partum women and mother of children 0-6 months, Mothers of children 6-59 months, Mothers of children 12 to 59, and their spouse, adolescents,
1.1. Desired changes

The main desired changes expected from WCBA, Pregnant women, Post-partum women and mother of children 0-6 months, Mothers of children 6-59 months, Mothers of children 12 to 59, and their spouses have:
· an increased risk perception of the consequences of inadequate key family behaviour practices and non-utilization of health services 

· an increased Perception of benefits of practicing the key family behaviours and utilization of community nutrition and maternal and child primary health services

· an increased dialogue between couples on RH and MCH for a  Joint decision making to adopt the key family practices and  utilization of services

· Adoption of the key family practices and utilization of community nutrition and primary maternal and child health services

1.2. Key barriers
· Limited Knowledge and awareness on RMCNH practices

· Low risks perception on issues related to RMCNH 

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

· Traditional healers as first referral

· Inadequate skills and lack of self-confidence on practices surrounding RMCNH 

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

· Poor mechanism for referral

· Repulsive behaviour of  health workers on RMCNH

· Cultural beliefs in the causes and treatment of mothers or under 5 illnesses
1.3. Communication objectives
1. By the end of 2020, there will be an increase in the number of couples of the primary audience who know the importance and benefits of adopting the key family practices

2. By the end of 2020 there will be an increase in the number of couples of the primary audience's groups who perceived and can explain the benefits for them and their family of practicing the key family behaviors and utilizing community nutrition and primary maternal and child health services 

3. By the end of 2020 there will be a decrease in fear and misconception about the RMCNH key practices among couples of the primary audience's groups.

4. By the end of 2020 there will be an increase of couples of the primary audience's groups who are skilled to practice effectively the key family behaviours.  

5. By the end of 2020, there will be an increase in the number of partners / spouses who discuss about the RMCNH key practices. 

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

7. By the end of 2020, there will be an increase in the number of couple who adopt the key family practices and utilize community nutrition and primary maternal and child services.
1.4. Key interventions
To achieve these communication objectives, the RMCNH SBCC strategy for the primary audience's groups is built around two main interventions 

· Community focused interventions to foster dialogue

· Mass media focused intervention to leverage community messagesand action,  and foster participation

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

· Dialogue and decide together approach based on the toolkit of the same name;

· Peer to peer education program;

· And the "Champion for change approach"

The foundation of the community focused intervention will be the "Dialogue and decide together program" aiming at catalysing dialogue within couple for a joint decision about RMCHN key practices. The "Dialogue and decide together toolkit" to implement the program will be designed following the continuum of care framework stages and to. It will comprise five components: (i) Component one for Growth and development ;(ii) Component two for pregnancy; (iii) Component three labour and birth; (iv) component four Infancy; and (v) component five adolescence (see table xxx).

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

Complementary to this program for the community intervention, a peer to peer education program will be developed with a specific focus on a context specific adaptation of the initiative "husbands schools" develop by UNFPA. The adaptation of the "husband’s schools " will engage and inspire men involvement in RMCNH practices. Traditional men organization will be used to reach men and set up the husband schools. 

The "Champions of change of these husbands' schools and couples from the "Dialogue and decide together program" will emerge and be featured to develop community and mass media interventions.

The main activities under this intervention will be

1. Design, develop and produce 

· the Dialogue and decide together toolkit

· the Peer to peer education toolkit 

· the adaptation of the "husbands' schools" toolkit

2. Orient and train all the actors involved in the community interventions

· the Dialogue and decide together toolkit

· the Peer to peer education toolkit 

· the adaptation of the "husbands' schools

3. Launch at the community level

· the Dialogue and decide together program

· the Peer to peer education toolkit 

· the adaptation of the "husbands' schools

4. Monitor and document 

· the Dialogue and decide together activities at the community level

· the Peer to peer education activities at the community level

· the adaptation of the "husbands' schools" activities

Mass Media focused intervention
The mass media focused intervention foundation will be an integrated BCC mass media campaign. The campaign will be declined following the five stages of the life cycles and sustained throughout the 5 years of the SBCC strategy. The multi-level multi media campaign will be based on the identified key themes and complete by key themes that emerge from the formative researches and the evolution of the needs identified in the field. It is important to note that (i) the campaign identity will be the same during the five years to maintain the momentum, (ii) will be linked directly to the community based intervention and (iii) will amplify and reinforce community action.   The mass media campaign will mainly be broadcasted through radio which are the most popular channel in the Gambia. However, it will also be broadcasted on TV and supported by social media (adaptation for mobile phone and posted in the website of the program). 

In addition to the integrated BCC mass media campaign, the mass media focus intervention for the primary audience will also use 

· an integrated multi episode radio drama serial base on the RMCNH key practices

· an interactive live phone in Radio conducted by health workers that will be also the opportunity to give space for testimonies and discuss the main challenges in the couple to adopt the key practices.

· a monthly TV talk show to present the activities at the community level and give room for testimonies for positive deviant couples practicing the key RMCNH behaviours. The TV talk show will be focus each month in one or two key practices and will mix field and beneficiary experiences with expert’s point of view. The show will be participative and built based on the concepts of entertainment education.
· Health communication unit will post information on MCNH on HEALTH FACE BOOK PAGES
The main activities under this intervention will be

Develop, launch and sustain the integrated mass media campaign

· Develop the creative brief and scope of work of the campaign  

· Develop the communication materials 

· Develop and implement the integrated mass media program launch

· implement the mass media campaign

· Monitor and document the mass media campaign

Develop, launch and sustain the integrated radio serial drama

· Develop the creative brief and scope of work of the integrated serial drama 

· develop the scripts

· pre-test and finalize the scripts 

· develop the radio serial drama

· launch the radio serial drama

· monitor and document the radio serial drama broadcast

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

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

· develop the format of the TV talk show

· Establish partnership with the most popular TV

· Establish partnership with the private sector

· Establish a follow up committee

· launch the TV talk show

· monitor and document the TV talk show

1.5. Table channels and approaches for primary audience by stage on the life cycle 
Stage 1 - Growth and development
	Primary audience 1: Women of Child Bearing Age (WCBA) / Spouse

	By the year 2020, increase the percentage of WCBA and partner who:
· Explain correctly how modern contraceptive works

· Clear understanding of benefits of MC

· Start dialogue about Modern contraceptives

· Made decision jointly on the use of Modern contraceptive

· Believe that men have a role to play in the use of modern contraceptive.

· Explain the benefits of early ANC booking


	Type
	Activities
	Supported materials

	Interpersonal communication
	Dialogue and decide together Program
· Hold dialogue with WCBA and their spouses by Nurse at clinic 

· CHN, VHW, VSGs conduct Home visits  for  couples

· Focus group discussion with WCBA and their partner by VSGs and CHN.

Husbands' schools program
· organize the husbands' school sessions

· Identify satisfied couple as community advocates 

Peer to peer education program
· peer to peer one o one education session

· Organize peers to peers group discussion 
	Dialogue and decide Together toolkit
Peer to peer education program toolkit (Peer educator's handbook in pocket size as job aids°
Audio-Recorded drama serial with Script and discussion guide 

Video of Couple Testimonies with discussion guide;  

Take-Home Integrated pictorial Flip- Booklet (with RDVs and to do);
TV and radio spots

Radio drama serial+ 

Social media pages. 

Prices and handset projectors

	Community mobilization
	· Use community events as opportunities for promotion and education.

· community restitutions of the activities 


	

	Mass media
	· Develop broadcast an integrated mass media campaign

· Develop integrated multi-episode radio drama serial 

· TV and Radio spots on RMCNH    

· Develop integrated multi-episode radio drama serial 

· Health workers to conduct Live phone in Radio, TV talk shows on RMCNH

· Phone audio message 

· Health communication unit Post information RMCNH on HEALTH FACE BOOK PAGES
	

	Key contents

	What is modern contraceptive; Benefits of MC; Seeking advice when side effects occur; MC is a couple affair
	Early ANC booking: What is early ANC booking; Why it is important? Key benefits


Stage 2 - Pregnancy
	Primary audience 2: pregnant women / spouse

	By the year 2020, increase percentage of couples who:
· Aware of the danger signs during pregnancy &delivery

· Start dialogue about early booking for ANC

· Know the importance and benefits of early booking

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

· Book for ANC within the first three months of pregnancy

· Know the importance and benefits of health facility delivery.

· Made decision jointly for an institutional delivery

· Know the importance and benefits of the three Postnatal visits

· Know the benefits of early initiation of breastfeeding

· believe that breast milk has adequate water for the child           

· Aware of the risks involved in giving pre lacteal feeds to new born babies.

· Make joint decision to exclusively breastfeed their children for 06 months

	Type
	Activities
	Supported materials

	Interpersonal type
	Dialogue and decide together Program
· Hold dialogue with WCBA, pregnant women and their spouses by Nurse at clinic 

· CHN, VSGs, TBAs and VHW conduct Home visits for  couples

· Focus group discussion with WCBA, pregnant women and their partner by VSGs and CHN.

Husbands' schools program
· organize the husbands' school sessions

· Identify satisfied couple as community advocates 

Peer to peer education program
· peer to peer one on one education session

· Organize peers to peers group discussion (Pregnant women circle)
	Conception to birth 
Dialogue and decide Together toolkit
Peer to peer education program toolkit (Peer educator's handbook in pocket size as job aids°
Audio-Recorded drama serial with Script and discussion guide 

Video of Couple Testimonies with discussion guide;  

Take-Home Integrated pictorial Flip- Booklet (with RDVs and to do);
TV and radio spots

Radio drama serial+ 

 Social media pages. 

Prices and handset projectors

	Community based
	· Use community events as opportunities for promotion and education.

· community restitutions of the activities 


	

	Mass and social media.
	· Develop broadcast an integrated mass media campaign

· Develop integrated multi-episode radio drama serial 

· TV and Radio spots on RMCNH    

· Develop integrated multi-episode radio drama serial 

· Health workers to conduct Live phone in Radio, TV talk shows on RMCNH

· Phone audio message 

· Health communication unit Post information RMCNH on HEALTH FACE BOOK PAGES
	

	Key contents

	Early ANC booking; four ANC visits; iron supplementation; having a diversified diet,  birth preparedness; recognition of danger signs during pregnancy; institutional delivery; postnatal care ( new-born and mother)    
	Early initiation of breastfeeding; exclusive breastfeeding,; vitamin A   ; early health care seeking for pregnant women and new-born baby


Stage 3 - Labour and birth
	Primary audience 3: Pregnant women - Postpartum Mothers / Spouse

	By the year 2020, increase percentage of postnatal mothers and partners who:
· Made decision jointly to give only breast milk for 6 months to their child

· Are skilled to practice EBF (self-efficacy)

· initiate breastfeeding in the first hour following birth
· Exclusively breastfed their children for 6 months 

· Know the importance of postnatal care.
· Made decision jointly to make the three Postnatal visits (PNV)

· Attend to the three PNV

· Ask for the 2 doses of Vitamin A after delivery

· Take children as scheduled to complete a full course of immunizations (BCG, diphtheria–tetanus–pertussis (DTP), oral polio vaccine (OPV) and measles) before their first birthday.

· Protect children in malaria-endemic areas, by ensuring that they sleep under insecticide-treated bed-nets. 

· Dispose of faeces, including children’s faeces, safely; 

· wash hands after defecation, before preparing meals, and before feeding children

· Promote mental and social development by responding to a child’s needs for care, and through talking, playing, and providing a stimulating environment

· Give sick children appropriate home treatment for infections. 

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

· Follow health workers’ advice about treatment, follow-up and referral. 


	Type
	Activities
	Supported materials

	Interpersonal type
	Dialogue and decide together Program
· Hold dialogue with WCBA and their spouses by Nurse at clinic 

· CHN VSGs and VHW conduct Home visits  for  couples

· Focus group discussion with WCBA and their partner by VSGs and CHN.

Husbands' schools program
· organize the husbands' school sessions

· Identify satisfied couple as community advocates 

Peer to peer education program
· peer to peer one o one education session

· Organize peers to peers group discussion (Pregnant women circle)
	Birth to 06 month
Dialogue and decide Together toolkit
Peer to peer education program toolkit (Peer educator's handbook in pocket size as job aids°
Audio-Recorded drama serial with Script and discussion guide 

Video of Couple Testimonies with discussion guide;  

Take-Home Integrated pictorial Flip- Booklet (with RDVs and to do);
TV and radio spots

Radio drama serial+ 

Social media pages. 

Prices and handset projectors

	Community based
	· Use community events as opportunities for promotion and education.

· community restitutions of the activities 


	

	Mass and social media.
	· Develop broadcast an integrated mass media campaign

· Develop integrated  multi-episode radio drama serial 

· TV and Radio spots on RMCNH    

· Develop integrated  multi-episode radio drama serial 

· Health workers to conduct Live phone in Radio, TV talk shows on RMCNH

· Phone audio message 

· Health communication unit Post information RMCNH on HEALTH FACE BOOK PAGES
	

	Key contents

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

Husband /Partners to accompany their partners to the health facility during PNV and delivery

Women to deliver at the health facility. 

Importance of the three postnatal care visits; what is postnatal care; when they occurred; what are the benefits of postnatal care
Good nutrition for a good start
EBF: decide to breastfeed; initiate breastfeeding within one hour after delivery; learn the correct techniques; persevere when difficulties arise - counter cultural norms about breast milk do not content enough water.

Vitamin A: importance of vitamin A for postpartum mother- Vitamin A supplementation schedule.

	Prevent illnesses

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

Protect children in malaria-endemic areas, by ensuring that they sleep under insecticide-treated bednets. 
Dispose of faeces, including children’s faeces, safely; 

wash hands after defecation, before preparing meals, and before feeding children

Importance of water sanitation hygiene;  how to ensure proper water sanitation hygiene at the household level.
Home care treatment
Give sick children appropriate home treatment for infections

 SAM - signs and causes of SAM; 

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

Follow health workers’ advice about treatment, follow-up and referral. 

How to support mental and social development of child -responding to a child’s needs for care, and through talking, playing, and providing a stimulating environment


Stage 4 & 5: Childhood From 0 to 06 month, 06 to 12 month & 12 to 59 months

	Primary audience 4: Mothers of Children 6 - 12month / Spouse

	By the year 2020, increase the percentage of caregivers more specifically Mothers of children 6- 11 months and their partners who:
· Know the different classes of food their function and their benefits.

· Are aware of when to introduce complementary feeding and its importance 

· Know and have self-efficacy on how to feed children freshly prepared energy- and nutrient-rich complementary foods, while continuing to breastfeed up to two years or longer.

· Take children as scheduled to complete a full course of immunizations (BCG, diphtheria–tetanus–pertussis (DTP), oral polio vaccine (OPV) and measles) before their first birthday.

· Adhere to Vitamin A supplementation schedule for their child after 06 months.

· Protect children in malaria-endemic areas, by ensuring that they sleep under insecticide-treated bed nets. 

· Dispose of faeces, including children’s faeces, safely; 

· wash hands after defecation, before preparing meals, and before feeding children

· Promote mental and social development by responding to a child’s needs for care, and through talking, playing, and providing a stimulating environment

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

· Give sick children appropriate home treatment for infections. 

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

· Follow health workers’ advice about treatment, follow-up and referral. 

· Recognize the signs and causes of SAM 
By the year 2020, increase the percentage of caregivers more specifically Mothers of children 12- 59 months and their partners who:
· understand the importance of deworming

· adhere to Deworming schedule


	Type
	Activities
	Supported materials

	Interpersonal type
	Dialogue and decide together Program
· Hold dialogue with WCBA and their spouses by Nurse at clinic 

· CHN conduct Home visits  for  couples

· Focus group discussion with WCBA and their partner by VSGs and CHN.

Husbands' schools program
· organize the husbands' school sessions

· Identify satisfied couple as community advocates 

Peer to peer education program
· peer to peer one on one education session

· Organize peers to peers group discussion (pregnant women circle) 
	Birth to 06 month
· Take-Home Flip Picture Booklet (with RDVs and to do);

· Pictorial flip chart; 

· Dialogue and decide Together Cards.

· Peer educator's handbook in pocket size as job aids 

· Audio-Recorded drama serial with Script and discussion guide Booklet; 

· Couple Testimonies;  

· Posters ;

· Radio spots
TV spots 

	Community based
	· Use community events as opportunities for promotion and education.

· community restitutions of the activities 


	

	Mass and social media.
	· Develop broadcast an integrated mass media campaign

· Develop integrated multi-episode radio drama serial 

· TV and Radio spots on RMCNH    

· Develop integrated  multi-episode radio drama serial 

· Health workers to conduct Live phone in Radio, TV talk shows on RMCNH

· Phone audio message 

· Health communication unit Post information RMCNH on HEALTH FACE BOOK PAGES
	

	Key contents

	Good nutrition for a good start

EBF: decide to breastfeed - learn the correct techniques - persevere when difficulties arise - counter cultural norms about breastmilk do not content enough milk

Complementary feeding: when to introduce complementary feeding and its importance - Groups of foods function, value and benefits - composition, preparation frequency using local food encouragement to eat —timing of feeding — positive or aversive style of interacting organization, frequency, and regularity of the feeding situation — whether the child is supervised and protected while eating — distraction during eating events feed children freshly prepared energy- and nutrient-rich complementary foods, while continuing to breastfeed up to two years or longer.
Vitamin A: importance of vitamin A for postpartum mother- Vitamin A supplementation schedule.

Prevent illnesses

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

Protect children in malaria-endemic areas, by ensuring that they sleep under insecticide-treated bednets. 
	Dispose of faeces, including children’s faeces, safely; 

wash hands after defecation, before preparing meals, and before feeding children

Mothers / care-givers of children under 5 years will be aware and convinced of the importance of water sanitation hygiene and ensure the availability of the related facilities by end 2017

Home care treatment

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

Give sick children appropriate home treatment for infections
 Malnutrition - signs and cause, consequences
Recognize when sick children need treatment outside the home and seek care from appropriate providers.

Follow health workers’ advice about treatment, follow-up and referral. 

How to support mental and social development of child -responding to a child’s needs for care, and through talking, playing, and providing a stimulating environment


2. Matrix for change and key interventions for Secondary audience 1

Secondary audience 1: Mother in law, Heads of women groups, Religious leaders, traditional healers, TBAs, TCs and Drama groups and household heads, VSGs, VDCs
2.1. Desired changes
Mother in law, Religious leaders, traditional healers, Heads of women groups, TCs and Drama groups and household head, VSGs, VDCs s:

· Have a clear Understanding of key family practices and importance of timely utilization of MCHN services, Increasing then their perceived benefits of the key family practices and the utilization of MCHN services.

· Participate in and support the promotion of key family practices and the utilization of MCHN services

· Encourage dialogue between spouses to engage in joint decision making on key family practices and utilization of MCHN services

2.2. Key barriers
· Insufficient access to accurate information on key family practices and utilization of MCHN services 

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

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

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

· Social norms do not encourage dialogue between spouse

· Social and religious belief surrounding some of the key family practices 

2.3. Communication objectives, activities and channels
By the end of 2020 increase the percentage of mother in-law / Grand Ma, head of women groups in the Gambia who
· Explain and recognise the benefits of adoption of the Key family practices 

· Are aware of the risks involved in some of their cultural practices
· Discuss adoption of the key family practices with Women of Child Bearing Age and their spouse
· Are engaged to motivate and support mothers and fathers of children under five to adopt the key family practices and utilize community nutrition and primary maternal and child health services

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

· Recognize the danger signs of maternal and childhood illnesses

· Know la   in case of appearance of danger signs
· Advocate for mechanisms of referral at the community level

· Are equipped with knowledge, skills and support materials to educate communities and promote key family practices

Traditional healers in the Gambia who 
· Refer caregivers of children under five to the health facility
Traditional Communicators who:

· Are  engaged to promote key family practices

TC (drama groups) who:
· Are equipped with knowledge and skills to educate communities and promote key family practices. 

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

· Are engaged to promote utilization of health care families and key family practices
2.4. Key interventions
In addition to the three programs developed for primary audience's groups that encompass community mobilization component, the project will promote normative change by training community leaders that influence directly the primary audiences to speak out about the RMNCH key family practices. The project will strengthen their leadership skills and knowledge of the RMCNH key family practices and the benefits of utilizing community nutrition and primary maternal and child health services. A specific community leaders dialogue toolkit will be developed to help them address specific audiences such as traditional healers, men, couples ...

Leaders’ champions will be identified and their experiences featured as positive models.

2.5. Table channels and approaches for secondary audience 1 by stage on the life cycle 
	Secondary audience 1: Mother in law, Religious leaders, traditional healers, Heads of women groups, TCs and Drama groups and household heads

	Type
	Activities
	Supported materials

	Interpersonal communication
	· Community Health workers conduct family counselling including mothers-in-law at the household level

· VSG organize Grandmother community debates on the key family practices (groups of less than 25)

· VSG organize grandmother support group for the promotion of the key family practices and utilization of services

· VSG invite health workers to intervene in the grandmothers community debates
· Identify and train head of women groups, TCs, drama groups, VSGs and VDCs on the key family practices

· Train TCs, drama groups representatives of women groups to use magnet theatre

· Heads of women’s groups to conduct discussion with members on key family practices
· Conduct orientation sessions for traditional healers on complementarities of traditional and conventional medicine
· Conduct orientation session on the referral mechanism, VSGs, VDCs, head of women groups, traditional healers
	· Pictorial flip chart, story Scripts, pictorial booklets

· Reference booklets of the key family practices

· Referral book

	Community based
	· Organize advocacy meetings with head of women groups, TCs, drama groups, VSGs and VDCs for their engagement to promote key family practices and utilization of services

· Leaders champion of the promotion of key family practices

· Use community events as opportunities for promotion and education to promote the key family practice (for instance, baptism to promote postnatal visits using the traditional communicators)

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

· Conduct open field days on Maternal,  Nutrition and child health

· Members of Mothers’ clubs  sensitised and engaged to conduct  kabilo meetings on key family practices

· Community Health Nurse and village Health workers conduct “bantaba” sessions to sensitize communities

· Conduct community quarterly feedback meetings to assess progress and challenges
	Framework for the dialogues of community leaders to promote key family practices and utilization of services

Scripts – left over communication material

Videos on the key family practices + discussion guides



	Mass media
	· Health workers to conduct radio and television panel discussions on the key family practices

· Grandmothers’ champion, Leaders of women groups to intervene and give testimonial on radio and tv shows

· Annual contracting with community radios to broadcast messages and shows on the key family practices

· Newspaper column on” “Dagikabetoo”

· development, production and airing of radio and TV spots

Develop integrated  multi-episode radio drama serial on the key family practices
	Sketches, Social media pages. Prices

multi-episode radio drama serial


	Key contents

	Benefits of using modern contraceptive.

preach for childbirth spacing

the benefits of early booking within the first trimester  

the benefits of institutional delivery

the importance of postnatal visits

risks involved in giving pre lacteal feeds to children 0-6 months 

Benefits of EBF, how to practice adequately EBF

Breastmilk contain enough water to quench child thirsty
	Importance, appropriate, and timely complementary feeding.

Importance of vitamin A and de-worming

Their role in the promotion and adoption of key family practices

seek for care early from health facilities / providers

recognize the danger signs of maternal and childhood illnesses



3. Matrix for change and key interventions for Secondary audience 2

Secondary audience 2: VHWs and Health Workers

3.1. Desired changes
· Improve the quality of interaction towards client

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

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

· Establish Conducive environment for promoting key family practices and the utilization of services at community level

· Proper recording of MCHN services

· Provision of quality MCHN services
3.2. Key barriers
· Limited knowledge and skills of service provider in IPC 

· Low motivation of service providers

· Poor working condition of service providers

· weak supervision by senior staffs

· lack of appropriate communication support materials

· High work load 

· Inadequate funds for in service training of Health workers

· Poor management of supplies
3.3. Communication objectives
By the end of 2020 increase the percentage of Health workers in the Gambia who
· Are skilled on  IPC  

· acquire adequate knowledge and skills to provide qualitative community nutrition and maternal and child health services

· feel confident to provide qualitative client provider interaction
By the end of 2020 increase the percentage of service delivery points in the Gambia who adopt client friendly approach

3.4. Table channels and approaches for secondary audience 2 by stage on the life cycle 
	Secondary audience 2: VHWs and Health Workers

	Type
	Activities
	Supported materials

	Interpersonal communication
	· Train health  workers on face to face communication and counselling

· Refreshment on the provision of community nutrition and primary maternal and child health services

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

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

	Posters , flip chart, story Scripts, leaflet

	Community based
	· Health centresQuality improvement process (accreditation)

· Organization of the accreditation program of the health centre

· health workers champion of client provider interaction


	

	Mass media
	Promote  the accreditation process through mass media

Broadcast using the handset projector a video on the services offered by a client friendly health center

	Jingle, Radio spot, TV spot Social media pages. Prices

	Key contents

	Client providers Interaction

Provision of qualitative RMCH services

	Client friendly services

Interpersonal Communication and counselling



4. Matrix for change and key interventions for tertiary audiences
Tertiary audiences: Policy Makers in MoH&SW Senior Management Team (SMT), Nutrition Council, National Assembly Health Select Committee on Health / National Assembly Select Committee Women & Children, Association of Health Journalists (AOHJ), Media houses
4.1. Desired changes
· Policy makers in MoHSW (Minister, PS and Director of Health services) Allocate adequate resources to strenghten the capacities of health workers for an adequate provision of client friendly community nutrition and primary maternal and child health services

· National Assembly select committee on health advocate for budget allocation to strengthen the capacities of health workers for an adequate provision of client friendly community nutrition and primary maternal and child health services

· Municipalities and Area council to provide and properly manage dump sites for domestic waste.

· MOHSW to finalise WASH  Policy 

· To advocate for appropriate waste management 

· Donors support the MCNH program in the Gambia

· Media Personnel Knowledgeable and skilled to promote key family practices

· Media, Actively involved in promoting key family practices and utilization of services 
4.2. Key barriers
· Inadequate national budget for RH services

· limited skilled health personnel in RH 

· weak engagement of media personnel -


· Competition of government priorities for the allocation of budget

· Inequities in the distribution of the health budget between the different level of the health system
· Inadequate funding / allocation of budget to strengthen capacities of health workers for an adequate provision of client friendly community nutrition and primary maternal and child health services
· Inadequate provision of drugs, Human resources (availability, distribution and retention of skilled staffs ),  and  adequate guidelines and policies on RH services and IYCF practices

· Inequity in the distribution

· Inaccessibility of  adequate water supply 

· Limited Knowledge of media personnel and other stakeholders on RH and IYCF issue
4.3. Communication objectives
By the end of 2020 increase the percentage of policy makers in the Ministries of Health, Ministry of agriculture and Finance, Nutrition Council, National Assembly Health Select Committee / National Assembly  Select Committee Women & Children, Association of Health Journalists (AOHJ)in the Gambia who
· support increase of budgetary allocation for human resource, supplies, medicines and equipment for provision of client friendly  community nutrition and primary maternal and child health services

· support increase of budgetary allocation for WASH facilities at the community level
By the end of 2020, MOH&SW will disseminate policy guidelines and protocols on the components of RH, IYCF strategy. WASH at all levels of the health system
4.4. Key interventions 
For the tertiary audience the main strategy will be advocacy and networking to put RMCNH on the agenda and mobilize key stakeholders to advocate for allocation of appropriate resources at the primary health level for them to offer client friendly services.
4.5. Table channels and approaches for tertiary audience by stage on the life cycle 
	Tertiary audience 1: Policy Makers in MOH (SMT), Nutrition Council, National Assembly Health Select Committee / National Assembly  Select Committee Women & Children, Association of Health Journalists (AOHJ)

	Type
	Activities
	Supported materials

	Interpersonal communication
	· Organise advocacy meeting with ( SMT-MOH;  National Assembly Health Select Committee / National Assembly  Select Committee Women & Children ) to assess the funding gaps affecting adequate provision of RMNCH services

· Organise advocacy Meeting with SMT-MOH to have their support to allocate budget line for RMCNH

· Organise workshop to share the policy guidelines and protocols on the components of RMCNH with stake holders. 
	Advocacy kits (an attractive folder containing essential information and arguments including data, organised into packages and may include photos, slides  and discs



	Community mobilization
	· Conduct familiarization tour with key stakeholders (SMT, NAMs, National Assembly Health Select Committee / National Assembly  Select Committee Women & Children, media houses …) 

· to assess the state of health care, WASH facilities , community activities and have a better understanding of the RMNCH interventions and needs


	

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

· Organize training events with editors, producers and policymakers for a better understanding of the RMCNH problematic, benefits at the individual community and structural level and how best they can play a role in the promotion and advocacy for the RMCNH best practices and utilization of services

· Circulate press releases  and project reports and briefs  
	Press kits on the key families practices


	Key contents

	Current situation on the key family practices (magnitude …) and provision of services, impact at the individual, family community and country level.

Benefits of adoption of the key family and utilisation of services

	Gaps and the need to provide funds and expected result

Policies, guidelines and protocols  


IV. Implementation plan
Gambia National RMCNH SBCC strategy will follow the same organization and management scheme than the MCNHRP (ref to operational Manual). The Ministry of Health and Social Welfare (MOHSW) and National Nutrition Agency (NaNA) are the Implementing Partners (IPs). They have the overall responsibility for implementing the SBCC strategy, providing general directions and coordinating/liaising with the Bank, other Ministries and stakeholders. Under the Executive Director of NaNA the IEC officer of NANA and the Director of the health promotion unite will oversee the implementation of the SBCC strategy. 

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

	
	
	 
	
	
	
	
	
	
	

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

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

	By the end of 2020, there will be:
	 
	 
	 
	 
	 
	 
	 
	 
	 

	       an increase of  50 % of couples of the primary audience who know the importance and benefits of adopting the key family practices

	       an increase of 35 %  r of couples of the primary audience's groups who perceived and can explain the benefits for them and their family of practicing the key family behaviors and utilizing community nutrition and primary maternal and child health services 

	       a decrease XXX %  in fear and misconception about the RMCNH key practices  among couples of the primary audience's groups.

	       an increase of 20 % in the number of couples of the primary audience's groups who are skilled to practice effectively the key family behaviours.  

	       an increase of 45 % of partners / spouses who discuss about the RMCNH key practices. 

	       an increase of 25 %   of couple who made decision jointly on adoption of Key family practices and utilization of community nutrition and primary maternal and child health services.

	 Key Activities
	Details
	 Quantity
	Institution Responsible
	Resources

USD
	 Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	Intervention 1.1. Community focused interventions to foster dialogue
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.1.1. Dialogue and decide together (“Dagikabetoo”) Program
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Design, develop and produce the dialogue and decide together (“Dagikabetoo”) toolkit
	 
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	12,000.00
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	
	Resources
	Timeline

	 
	 
	 
	
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	       Develop messages and communication material of the dialogue and decide together
	2 workshops of  25 participants(Development and validation)
	 
	
	 47,886.90
	 
	 
	 
	 
	 

	       Pre-test messages and communication materials (urban and rural settings)
	16Focus Group: 8 FG* 2 districts (urban and rural)
	 
	
	 11,916.67
	 
	 
	 
	 
	 

	       Produce the communication material 
	500 Flip charts; 2500 sets of discussion cards; 2500 posters; 5000 sets of booklets; 500 sets of role model testimonies
	11000
	
	 47,800.00
	 
	 
	 
	 
	 

	       Distribute the communication materials
	 
	 
	
	 571.42
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Train and orient the community actors on the program
	 
	 
	 
	 
	 
	 
	 
	 
	 

	       Develop the training toolkit for the dialogue and decide together
	1 TOT guide + 1 training Manual for facilitator+ Handouts and didactic tools + Participants booklets
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 12,000.00
	 
	 
	 
	 
	 

	       Training participants using the  training toolkit for the dialogue and decide together
	3000 Participant booklets [(1 health worker + 2 community workers) * 1000 communities]+ 100 Training Manual (4 trainers/region + PIC Members + partners)+ 50 TOT guide 
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 15,771.43
	 
	 
	 
	 
	 

	       Organize training of trainers workshops
	3 workshops (20 PIC members + 4 representative of each region)
	3
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 4,500.00
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	       Organize training of CHW, VSG and CHN
	5 regions * 4 trainings (2 health workers+ 2 of community workers) of 30 participants
	20
	PIC Members
	 29,071.42
	 
	 
	 
	 
	 

	Launch the program at the community level
	5 regional launch of the program
	5
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 4,166.66
	 
	 
	 
	 
	 

	Follow up the implementation of the dialogue and decide together community activities
	 
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	       Hold dialogue with WCBA and their spouses by Nurse at clinic 
	Continuous
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	       CHN conduct Home visits  for  couples
	Continuous
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 8,000.00
	 
	 
	 
	 
	 

	       Focus group discussion with WCBA and their partner by VSGs and CHN.
	874 (1FG discussion/community/month)*12months*4 years
	41952
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 8,000.00
	 
	 
	 
	 
	 

	Monitor and document the approach
	Continuous
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 12,285.71
	 
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.1.2. Husbands' dialogue groups program
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Design, develop and produce the husbands' dialogue group program toolkit
	Husbands' dialogue groups program's guide
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 5,000.00
	 
	 
	 
	 
	 

	Train and orient the community actors on the program
	5 regions * (2 trainings ( for health workers)+ 2 orientations for community workers and leaders) of 30 participants)
	20
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 23,571.42
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	Launch the program at the community level
	5 regional launch of the program
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 4,166.66
	 
	 
	 
	 
	 

	Follow up the implementation of the husbands'dialogue group
	 
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 
	 
	 
	 
	 
	 

	       organize the husbands' dialogue groups sessions
	2 husbands groups* 1000 communities* 4 (1 by quarter)*4 years
	32000
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 229,761.90
	 
	 
	 
	 
	 

	       Identify satisfied couple as community advocates and record their testimonie to be used during the dialogue group sessions
	Continuous
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 12,904.76
	 
	 
	 
	 
	 

	Monitor and document the approach
	Continuous
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 12,000.00
	 
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.1.3. Peer to peer education program
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Develop the peer to peer toolkit
	Peer to peer guide  (to be integrated to the dialogue and decide together toolkit)
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 12,000.00
	 
	 
	 
	 
	 

	Identify the peer educators based on consensual criteria (head of women groups and their husbands)
	2 pairs of peers by community 
	3496
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 12,000.00
	 
	 
	 
	 
	 

	Train the peer educators
	874 communities * 4 peers
	3496
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 4,500.00
	 
	 
	 
	 
	 

	Implement the peer to peer education community activities
	 
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 14,285.71
	 
	 
	 
	 
	 

	       peer to peer one o one education session
	 
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 19,047.60
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	       Organize peers to peers group discussion (Pregnant women circle)
	874 communities * 1 peer to peer discussion group with pregnant women*12 months*4 years
	41952
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 
	 
	 
	 
	 
	 

	Monitor and document the approach
	 
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 12,285.71
	 
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.1.4. Community mobilization
	 
	 
	 
	 
	 
	 
	 
	 
	 

	       Use community events as opportunities for promotion and education.
	874 communities * 1 event/quarter * 4 events*4 years
	13984
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 20,809.52
	 
	 
	 
	 
	 

	       community restitutions of the activities 
	874 communitie * 1 restitution / 6 months * 2 restitutions* 4 years
	6992
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Intervention 1.2. Mass media focused intervention to leverage community messages and action,  and foster participation
	 
	 
	 
	 17,857.14
	 
	 
	 
	 
	 

	1.2.1. Develop broadcast an integrated mass media campaign
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Develop the identity and strategic approach of the campaign
	 
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 
	 
	 
	 
	 
	 

	Develop the SOW and brief creative
	 
	 
	
	 00
	 
	 
	 
	 
	 

	Design, develop and produce the communication and promotional  materials
	 
	 
	
	 47,886.90
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	
	Resources
	Timeline

	 
	 
	 
	
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	Official launch of the integrated mass media campaign
	 
	 
	
	 666.66
	 
	 
	 
	 
	 

	implement the campaign
	 
	 
	
	 8,928.57
	 
	 
	 
	 
	 

	Monitor and evaluate the campaign
	 
	 
	
	 12,285.71
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.2.2. Develop integrated  multi-episode radio drama serial 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1.2.3. Produce TV and Radio spots on RMCNH    
	1TV spots / stage (5 stages) + 5 radio spots /stage
	20
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 4,285.71
	 
	 
	 
	 
	 

	1.2.4. Health workers to conduct Live phone in Radio, TV talk shows on RMCNH
	continued
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 4,404.76
	 
	 
	 
	 
	 

	1.2.5. Phone audio message 
	continued
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	1.2.6.Health communication unit Post information RMCNH on HEALTH FACE BOOK PAGES
	continued
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

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

	By the end of 2020 increase the percentage of mother in-law / Grand Ma, head of women groups in the Gambia who

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

	         Are aware of the risks involved in some of their norms and cultural practices
	 
	 
	 
	 
	 
	 

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

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

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

	         Recognize the danger signs of maternal and childhood illnesses
	 
	 
	 
	 
	 
	 

	         Knowhow to do in case of appearance of danger signs
	 
	 
	 
	 
	 
	 
	 

	         Advocate for mechanisms of referral at the community level
	 
	 
	 
	 
	 
	 
	 

	         Are equipped with knowledge, skills and support materials to educate communities and promote key family practices
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Traditional healers in the Gambia who 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	         Refer caregivers of children under five to the health facility
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Traditional Communicators who:
	 
	 
	 
	 
	 
	 
	 
	 
	 

	         Are  engaged to promote key family practices
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	TC (drama groups) who:
	 
	 
	 
	 
	 
	 
	 
	 
	 

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

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

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

	2.1. Community intervention to foster dialogue
	 
	 
	 
	 
	 
	 
	 
	 
	 

	       Community Health workers conduct family counseling including mothers-in-law at the household level
	continued
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 8,000.00
	 
	 
	 
	 
	 

	       VSG organize Grandmother community debates on the key family practices (groups of less than 25)
	(1 debates / month / community)*874 communities*12 months * 4 years
	41952
	
	 00
	 
	 
	 
	 
	 

	       VSG organize grandmother support group for the promotion of the key family practices and utilization of services
	874 support groups 
	874
	
	 00
	 
	 
	 
	 
	 

	       VSG invite health workers to intervene in the grandmothers community debates
	continued
	 
	
	 8,000.00
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	       Identify and orient 874 head of women groups, 874 TCs, 120 drama groups, 874 VSGs and 874 VDCs on the key family practices and on IPC
	73 orientations * 50 participants(3616)
	73
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 12,000.00
	 
	 
	 
	 
	 

	       Train 874 TCs, 480 drama groups members and 874 representatives of women groups to use magnet theatre
	27 training sessions of 50 participants
	27
	
	 83,333.33
	 
	 
	 
	 
	 

	       Heads of women’s groups to conduct discussion with community members on key family practices
	continued
	 
	
	 00
	 
	 
	 
	 
	 

	 
	 
	 
	
	 
	 
	 
	 
	 
	 

	       Conduct orientation sessions for 874 traditional healers on complementarities of traditional and conventional medicine
	18 orientations of 50 participants
	18
	
	 20,809.52
	 
	 
	 
	 
	 

	       Conduct orientation session on the referral mechanism, 874 VSGs, 874 VDCs, 874 head of women groups, 874  traditional healers
	70 orientation sessions of 50 participants
	70
	
	 12,000.00
	 
	 
	 
	 
	 

	       Organize advocacy meetings with head of women groups, religious leaders; TCs, drama groups, VSGs and VDCs for their engagement to promote key family practices and utilization of services
	1 advocacy meeting / community / semester
	1748
	
	 14,500.00
	 
	 
	 
	 
	 

	      Identify Leaders champion of the promotion of key family practices
	once a year in each community (1*874 communities * 4 years)
	3496
	
	 12,000.00
	 
	 
	 
	 
	 

	       Use community events as opportunities for promotion and education to promote the key family practice (for instance, bapteme to promote postnatal visits using the traditional communicators)
	continued
	 
	
	 00
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	
	Resources
	Timeline

	 
	 
	 
	
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	       Organize interactive community group discussion based on the projection of videos on the key family practice with a handset video projector
	One projection / month / community for 4 years (1*874 community * 12 months*4 years)
	41952
	
	 12,000.00
	 
	 
	 
	 
	 

	       Conduct open field days on Maternal,  Nutrition and child health
	continued
	 
	
	 39,047.61
	 
	 
	 
	 
	 

	      Orient 1748 Members of Mothers’ clubs to conduct  kabilo meetings on key family practices
	35 orientation sessions of 50 participants
	35
	
	 8,000.00
	 
	 
	 
	 
	 

	       Community Health Nurse and village Health workers conduct “bantaba” sessions to sensitize communities
	continued
	 
	
	 8,000.00
	 
	 
	 
	 
	 

	       Conduct community quarterly feedback meetings to assess progress and challenges
	874 communities * 4 meetings * 4 years
	13984
	
	 1,250.00
	 
	 
	 
	 
	 

	2.2. Mass media intervention to foster participation
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Health workers conduct radio and television panel discussions on the key family practices
	continued
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	 Grandmothers’ champion, Leaders of women groups to intervene and give testimonial on radio and TV shows
	continued
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	 Annual contracting with community radios to broadcast messages and shows on the key family practices
	continued
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 17,857.14
	 
	 
	 
	 
	 

	 Newspaper column on” “Dagikabetoo”
	Once / quarter
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 28,571.42
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	development, production and airing of radio and TV spots
	 
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 00
	 
	 
	 
	 
	 

	· Develop integrated  multi-episode radio drama serial on the key family practices
	 
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 00
	 
	 
	 
	 
	 

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

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

	         Are skilled on  IPC  
	 
	 
	 
	 
	 
	 
	 
	 
	 

	         acquire adequate knowledge and skills to provide qualitative community nutrition and maternal and child health services
	 
	 

	         feel confident to provide qualitative client provider interaction
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	By the end of 2020 increase the percentage of service delivery points in the Gambia who
	 
	 
	 
	 
	 

	adopt client friendly approach
	 
	 
	 
	 
	 
	 
	 
	 
	 

	3.1. Capacity strenghtening
	 
	 
	 
	 
	 
	 
	 
	 
	 

	       Train health  workers on face to face communication and counselling
	One training session / region once each two years
	15
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 25,714.28
	 
	 
	 
	 
	 

	       Refreshment on the provision of community nutrition and primary maternal and child health services
	One training session / region
	5
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 12,000.00
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	       Create certification program with recognition for Health workers who have completed IPC/C training and succeed to the 3/6 months follow up training 
	 
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 18,285.57
	 
	 
	 
	 
	 

	       Develop materials and job aids to provide guidance on counselling for adequate interaction of clients of community nutrition and primary maternal and child health services
	500 by region
	2500
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 00
	 
	 
	 
	 
	 

	3.2. Quality improvement process
	 
	 
	 
	 
	 
	 
	 
	 
	 

	       Health centres Quality improvement process (accreditation)
	10 HC / region / year (10 HC * 5 Regions * 4 years)
	
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 7,000.00
	 
	 
	 
	 
	 

	       Organization of the accreditation program of the health centre
	10 HC / region / year (10 HC * 5 Regions * 4 years)
	
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 25,000.00
	 
	 
	 
	 
	 

	       health workers champion of client provider interaction
	01 Champion / region / year
	 
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 5,000.00
	 
	 
	 
	 
	 

	         Promote  the accreditation process through mass media
	10 regional campaigns / year
	40
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 4,000.00
	 
	 
	 
	 
	 

	         Broadcast using the handset projector a video on the services offered by a client friendly health center
	20 handsets projectors / region
	100
	RHDs ( NaNA, RCH Unit, CHNs and PHOs, NGOs)
	 00
	 
	 
	 
	 
	 

	 
	
	
	
	
	
	
	
	
	

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

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

	         support increase of budgetary allocation for human resource, supplies, medicines and equipment for provision of client friendly  community nutrition and primary maternal and child health services

	         support increase of budgetary allocation for WASH facilities at the community level
	
	
	
	
	

	By the end of 2020, MOH&SW will disseminate policy guidelines and protocols on the components of RH, IYCF strategy. WASH at all levels of the health system

	4.1. Advocacy to leverage political will and resource allocation for RMCNH services and facilities
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Design, develop and produce the advocacy toolkit
	2500 advocacy toolkit
	2500
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 00
	 
	 
	 
	 
	 

	Organize advocacy technics and approach training
	01 training of 25 participants * 5 regions each 2 years
	10
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 00
	 
	 
	 
	 
	 

	       Organise advocacy meeting with ( SMT-MOH;  National Assembly Health Select Committee / National Assembly  Select Committee Women & Children ) to assess the funding gaps affecting adequate provision of RMNCH services
	2 workshops / year
	8
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 6,000.00
	 
	 
	 
	 
	 

	       Organise advocacy Meeting with SMT-MOH to have their support to allocate budget line for RMCNH
	continued
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 00
	 
	 
	 
	 
	 

	       Organise workshop to share the policy guidelines and protocols on the components of RMCNH with stake holders. 
	2 workshops / Year
	8
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 3,571.42
	 
	 
	 
	 
	 

	Key Activities
	Details
	Quantity
	Implementers
	Resources
	Timeline

	 
	 
	 
	 
	 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	       Conduct familiarization tour with key stakeholders (SMT, NAMs, National Assembly Health Select Committee / National Assembly  Select Committee Women & Children, media houses …) to assess the state of health care, WASH facilities , community activities and have a better understanding of the RMNCH interventions and needs
	One familiarization tour by year
	4
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 16,428.57
	 
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	4.2. Media advocacy for a better coverage of RMCNH topics
	 
	 
	 
	 
	 
	 
	 
	 
	 

	       Conduct work place session with media managers on the need to have high media coverage of IYCF activities
	5 work place sessions / semester
	20
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 500.00
	 
	 
	 
	 
	 

	       Organize training events with editors, producers and policymakers for a better understanding of the RMCNH problematic, benefits at the individual community and structural level and how best they can play a role in the promotion and advocacy for the RMCNH best practices and utilization of services
	One training event / semester
	8
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 2,000.00
	 
	 
	 
	 
	 

	       Circulate press releases  and project reports and briefs  
	Continuous
	 
	NaNA (Health Promotion and Education Directorate, Media and Regional Health Directorates)
	 5,000.00
	 
	 
	 
	 
	 


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

For monitoring and supervision, health facility and community specific SBCC interventions monitoring checklists will be developed for use by the RHT to monitor the implementation of the SBCC interventions. Supervision will be carried out on a regular basis by the RHT and PIC and in some extend the IEC task force. The emphasis will be on using the monitoring and supervision findings to improve quality of implementation.
Result Framework
Indicators table
	Objectives 
	Activities 
	Indicators 
	Research need 

	By end of 2018, 20% of WCBA  and partner in The Gambia will correctly explain how modern contraceptive works
	Focus group discussion (dialogue, Q&A), Home visits

Orientation meeting, Demonstration , Stories without end**

Live phone in Radio, TV talk shows


	Percentage of WCBA  and partner in The Gambia who can correctly explain how modern contraceptive works
	

	By end of 2018, 30% of couples in the Gambia will have made decision jointly on the use of Modern contraceptive


	Focus group discussion (dialogue, Q&A), Home visits

Community meeting, Demonstration, Stories without end

Live phone in Radio, TV talk shows


	Percentage of couples in the Gambia who make joint decision on the use of Modern contraceptive with their partners 
	

	By end of 2018, 30% of acceptors of modern contraceptive who have side effects will seek advice from service providers
	Home visits

Dialogue with women 

 during clinics days
	Proportion of acceptors of modern contraceptive who have side effects and returned for follow up to service providers
	

	By end of 2018, 30% of WCBA in The Gambia will correctly explain the benefits of early ANC booking
	Organize  community meetings o the benefits of early ANC booking   


	Percentage of WCBA in The Gambia who correctly explain the benefits of early ANC booking
	

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

Conduct orientation  meetings with the community

Conduct phone in radio talk shows, TV panel discussion


	Percentage  of mothers and couples seeking early care for under fives 
	

	By the end of 2020, percentage of  mothers and couples able to recognise the danger signs of under five will be increased by 20 percent
	Conduct open field for mothers and couples on danger signs of under-fives

Conduct orientation  meetings with Traditional Communicators

Conduct radio talk shows, TV panel discussion
	Percentage of mothers and couples who recognise the danger signs of under five
	

	By the year 2018, mothers and spouse will be aware of when to introduce complementary feeding 
	Sensitization of  Postpartum mothers and couples on the introduction of  complementary feeding

Conduct open field day with the community on the importance  complementary feeding

Conduct radio talk shows, TV panel discussion
	Proportion of mothers and spouse who are aware of when to introduce complementary feeding 
	

	By end of 2020, mothers and couples seeking early care for under- five at health facilities will increase.


	CHNs to conduct home visits, and  focus group discussion

 Conduct orientation  meetings with the community

Conduct radio talk shows, TV panel discussion
	Proportion of mothers and couples seeking early care for under- five at health facilities
	

	By the end of 2016, mothers and spouses of children under 5 will understand the signs and causes of SAM and seek early treatment at health facilities


	CHNs to conduct home visits, and  focus group discussion 

Conduct orientation  meetings with the community 
	Proportion of mothers and spouses of children under 5 who understand the signs and causes of SAM and seek early treatment at health facilities


	

	By the end of 2020, 80% of households will have toilets/latrine
	Group Discussions

 Community triggering

 Film  shows 

Radio and TV talks
	Percentage of households with toilets/latrine
	

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

Sensitization by TCs 

Radio  and TV Talks
	Percentage of households trained on waste management
	

	By end of 2017, 50% of VSGs in the communities will provide Informed choices to couples on family planning


	Orientation meeting with VSGs on the benefits of family planning

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


	Percentage of VSGs who provided informed choices to couples on FP
	

	By end of 2019, 85% of VSGs will discuss the benefit of early ANC with the communities
	Orientation meeting with VSGs on the benefits early ANC
	Percentage of VSGs who provided information on the benefits of early ANC
	

	By the end of the project, 50% of the VDCs will put in an evacuation mechanism for pregnant and postnatal women with complication(s)
	Sensitization of the VDCs on the importance of evacuation mechanism for pregnant and postnatal women with complication(s)
	Percentage of VDCs who put in an evacuation mechanism for pregnant and postnatal women with complication(s)
	

	By the end of the project, deliveries conducted by the TBAs at community level will be reduced from 37% to 10%
	Sensitization of the TBAs on the policy change regarding their new role

Sensitization of the communities on the new role of the TBAs.
	Proportion of TBAs conducting home deliveries
	

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


	Percentage of health workers trained on Interpersonal communication skills
	

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


	Monitoring and supervision

Conduct an appraisal secessions 
	Proportion of service delivery points with client friendly approach
	

	By end 2018, Health workers will acquire adequate knowledge and skills on SAM and its management


	Training of health workers on SAM management 
	Proportion of health workers trained on SAM management
	Yes

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


	Organise advocacy meeting with SMT-MOH to justify the need to allocate funds for the procurement of modern contraceptives

Have one and one discussion with Minister and Permanent Secretary (PS) of MOH to have their support to allocate budget line for the  procurement of modern contraceptives
Conduct follow-up visit to MOH, Minister and PS to assess the status regarding the state of affairs of the process
	Proportion of funds provided by MOH for the procurement of modern contraceptive
	

	By the end of the project, policy makers MOH will retain 80% of skilled health workers
	Conduct advocacy retreat with MOH to justify the need to have in place  a retention plan for skilled health workers
	Percentage of skilled health workers retained by MOH
	

	By end of the project, policy makers in the Ministries of Health and Finance will increase budgetary allocation for supplies, medicines and equipment by 30%.

  
	Organise advocacy retreat with MOH and MOF regarding shortages of supplies, medicines and equipment in the health care facilities
Conduct familiarization visits to health care facilities to assess the current state of supplies, medicines and equipment

	Proportion of Government budgetary allocation to MOHSW
	

	By end 2018, MOHSW will provide 20% of the funds required for the implementation of IYCF strategy 
	Organise advocacy meeting with SMT-MOH to assess the funding gaps affecting the implementation of IYCF strategy

Conduct follow up visit to MOH to assess the state of affairs regarding the implementation of IYCF strategy
	Proportion of funds provided by MOHSW for the implementation of IYCF strategy
	

	By the end of 2016, MOH&SW and NaNA will disseminate policy guidelines and protocols on the components of IYCF strategy. 
	Organise workshop to share the policy guidelines and protocols on the components of IYCF strategy with stake holders. 
	Proportion of health facilities provided with policy guidelines and protocols on the components of IYCF strategy.
	

	By the end of the project, 50% of the VDCs will put in an evacuation mechanism for pregnant and postnatal women with complication(s)
	Sensitization of the VDCs on the importance of evacuation mechanism for pregnant and postnatal women with complication(s)
	Percentage of VDCs who put in an evacuation mechanism for pregnant and postnatal women with complication(s)
	

	By the end of the project, deliveries conducted by the TBAs at community level will be reduced from 37% to 10%
	Sensitization of the TBAs on the policy change regarding their new role

Sensitization of the communities on the new role of the TBAs.
	Proportion of TBAs conducting home deliveries
	

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

Group discussions ( by CHNs, VSGs, TCs 

Community meetings Community Radios

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

	By the end of 2018, pregnant women will be aware that breast milk has adequate water for the child 


	Group discussions by CHNs/ VSGs.

Home visits by VSGs Sensitization by TCs TV 

and radio talk shows on father’s day. (Live phone in )
	Proportion of pregnant women who are aware that breast milk has adequate water for the child 


	

	By the end of the project, 50 % of husbands/ partners will know the importance of health facility delivery

	Home visits, 

Group discussions by CHNs, VSGs, TCs 

Community meetings Community Radios

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

	By end 2018, 70% of pregnant women  will be equipped with adequate skills to practice  exclusive breastfeeding
	Group discussions by VSGS, CHNs

Home visits by VSGs ,CHNs


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

	By end 2018, pregnant women and partners will be aware of the risks involved in giving pre lacteal feeds to new born babies.
	Group discussions by VSGs CHNs

Home visits by VSGs CHNs 

Community Meetings : demonstrations  of good positioning and attachment by VSGs, CHNs, TCs
	Proportion of pregnant women and partners who are aware of the risks involved in giving pre lacteal feeds to new born babies
	

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

	Orientation meeting with  postnatal care with postnatal mothers 

Conduct orientation meeting with communities on the importance of postnatal care
	Percentage of postnatal mothers and partners who know the importance of postnatal care.

	

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


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

Conduct radio talk shows, TV panel discussion
	Percentage of early initiation of breastfeeding 
	

	By end 2018 50% of breastfeeding mothers of children 0-6 months will be aware of the risks involved in giving pre lacteal feeds 


	Sensitization of  breastfeeding mothers of children 0-6 months on the risk of pre lacteal feeds

Conduct orientation  meetings with the community on negative effects of pre lacteal feeds
	Proportion of breastfeeding mothers of children 0-6 months who are aware of the risks involved in giving pre lacteal feeds 


	

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


	Sensitization of  Postpartum mothers and couples on the importance  vitamin A supplementation

Conduct open field day with the community on the importance  vitamin A supplementation

Conduct radio talk shows, TV panel discussion
	Proportion of Postpartum mothers and father who understand the importance of vitamin A supplementation.


	

	By the end of 2018, Mothers (children 6- 23months) will be aware of the different classes of food and their values. 


	CHNs to conduct home visits, and  focus group discussion 

Conduct orientation  meetings with the community 

Conduct radio talk shows, TV panel discussion
	Proportion of Mothers (children 6- 23months) who are aware of the different classes of food and their values.
	

	By end 2016, Mothers of children 6-59 months, and partners will understand the importance of vitamin A.


	Conduct home visits and  focus group discussion on the importance of Vit A 

Conduct orientation  meetings with the community on the importance of Vit A
	Proportion of mothers of children 6-59 months, and partners who understand the importance of vitamin A
	

	
	Conduct radio talk shows, TV panel discussion on the importance of Vit A


	
	

	By end 2016, mothers of children 6-59 months will be able to adhere to Vitamin A supplementation schedule.
	CHNs to conduct home visits, and  focus group discussion 

Conduct orientation  meetings with the community 

Conduct radio talk shows, TV panel discussion
	Proportion of mothers of children 6-59 months who adhere to Vitamin A supplementation schedule
	

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

By end 2016,  Mothers of children 12-59 months .adhere to Deworming schedule
	CHNs to conduct home visits, and  focus group discussion

Conduct orientation  meetings with the community

Conduct radio talk shows, TV panel discussion

Conduct home visits, and dialogue with mothers on deworming schedule

Conduct orienta  meetings with the community

Conduct radio talk shows, TV panel discussion


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

Proportion of mothers of children 12-59 months who adhere to deworming schedule
	

	By end 2016, mothers  of children 12-59 months will understand the importance of deworming


	CHNs to conduct home visits, and  focus group discussion 

Conduct orientation  meetings with the community 

Conduct radio talk shows, TV panel discussion
	Proportion of mothers  of children 12-59 months who understand the importance of deworming
	

	By the end of 2017, MOH and NaNA will allocate funds for the orientation of all the members of the Association of Health Journalists on the benefits of institutional delivery and postnatal care 

	Organise advocacy meeting with MOH and NaNA to justify the need to orient all members of AOHJ on the benefits of institutional delivery and postnatal care
Conduct follow up visit to MOH and NaNA to assess the state of affairs regarding the orientation of all the members of the AOHJ on the benefits of institutional delivery and postnatal care
	Proportion of funds allocated to all the members of the Association of Health Journalists on the benefits of institutional delivery and postnatal care 
	

	By the end of 2018, MOH and NaNA will allocate funds for orientation of 90% of media practitioners on IYCF.
	Organise advocacy meeting with MOH and NaNA to orient media practitioners on the benefits of IYCF
Conduct follow up visit to MOH and NaNA to assess the state the orientation of media practitioners on the benefits of IYCF
	Proportion of funds allocated to the members of media practitioners on Infant and Young Child Feeding 
	

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


	Organise advocacy meeting with nutrition council to brief them on the current staff complement for the implementation of IYCF strategy
	Proportion of staff advocated Nutrition Council for the implementation of the IYCF strategy.


	

	By the end of 2016, 100% of NAMs will be oriented by MoH and NaNA on RH and IYCF
	Organise advocacy retreat to brief all the NAMS on RH and IYCF
	Proportion of NAMs oriented on Reproductive Health  and Infant and Young Child Feeding
	

	By the end of 2016, NAMs will advocate for funds for the implementation of the IYCF strategy
	Conduct familiarization tour with NAMs to assess the state of health care facilities implementing the IYCF strategy
	Proportion of funds advocated by NAMs 
	Yes 

	By the end of 2016, all media houses will provide 95% coverage of IYCF package at least twice a year.
	Conduct work place session with media managers on the need to have high media coverage of IYCF activities
	Proportion of media houses providing coverage of IYCF package at least twice a year
	

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


	Organise advocacy meeting with DWR to assess the current state of water supply in the rural communities
Conduct familiarization tour to rural communities to assess the state of water supply
	Proportion of rural communities who have safe water supply

  
	

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


	Organise advocacy meeting with DWR to justify the need to have proper management of water supply in the communities 
	Proportion of rural communities with established water and sanitation committees
	

	By the end of 2020, all Municipalities and Area Councils will put in place  proper waste management system 
	Organise advocacy meeting with senior management of the Municipalities and Area Councils to justify the need for proper waste management system

Conduct familiarization tour to current waste dumping sites
	Proportion of Municipalities and Area Councils with  proper waste management system
	


Appendices 
ANNEXE II – Collected document used for the situation analysis
	1.
	Early Childhood and Care Development (ECCD) Communication and Advocacy Strategy
	Ministry of Basic and Secondary Education (MoBSE) - The Gambia
	2010

	2.
	Gambia Demographic and Health Survey  Preliminary -Report Without Results of HIV Prevalence   
	Republic of The Gambia   Gambia Bureau of Statistics  
MEASURE DHS ICF International
	2013

	3.
	Gender Communication and Advocacy Strategy (GCAS)
	Women's Bureau -  Marina Parade Banjul
	October/ November 2008 

	4
	Ministry of Health and Social Welfare’s  Strategic Plan 2010 - 2014   
	Ministry of Health and Social Welfare  
	May 2010

	5
	National Health Promotion and Education Policy for the Gambia “Promoting healthy lifestyle for a healthy Gambia” 2013-2020
	Ministry of Health and Social Welfare 
	January 2013

	6
	National Nutrition policy 2010 - 2020
	NaNA National Nutrition Agency
	April 2010

	7
	Nutrition Communication Strategy, 2012 - 2015
	NaNA National Nutrition Agency
	May 2012

	8
	Strategic Plan (2011 – 2015) for implementation of the National Nutrition Programme – Detailed cost tables
	MOH&SW - NaNA
	May 2011

	9
	Health seeking Behaviour and out of Pocket Expenditures on Maternal Child and Adolescent Health - Report 
	MOH&SW - NaNA
	April 2014

	10
	A Rapid assessment of the Gambia PHC and Community Health & Nutrition Structures: A Mixed methods Approach – Report 
	
	April 2014

	11
	National Reproductive & Child Health Program - Strategic Framework & Plan 2007 - 2014
	Republic of Gambia / Department of State for Health
	

	
	
	
	

	13
	Report on Integrated Management of Neonatal and Childhood Illness Health Facility Survey-The Gambia - 
	MOHSW UNICEF WHO
	May 2014

	12
	National Reproductive Health Policy  

2007 - 2014   
	Republic of Gambia / Department of State for Health
	Draft

	13
	Safe Motherhood Needs Assessment
	Family Health Division Department of State for Health & Social Welfare in collaboration with World Health Organization 
	January 2001

	14
	The Gambia National Strategy for sanitation and Hygiene    2011 - 2016
	MOH&SW 
	March 2011

	
	www.childinfo.org/files/Countdown 2015_Gambia.pdf]
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��
	� 5 Whys is an iterative question-asking technique used to explore the cause-and-effect relationships underlying a particular problem.� HYPERLINK  \l "cite_note-1"��[1]� The primary goal of the technique is to determine the root cause of a defect or problem by repeating the question "Why?" Each question forms the basis of the next question. The "5" in the name derives from an empirical observation on the number of iterations typically required to resolve the problem. The technique was originally developed by Sakichi Toyoda and was used within the Toyota Motor Corporation during the evolution of its manufacturing methodologies.�
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