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Over three yearanore than 2,500 women
and menhave taken part in villagbased
maternal healthtraining.

The project took place in a remote, rural part
of Afghanistan where a lack of access to
medical services and persistent harmfu
traditional practices have led to high rates of
maternal and neonatal mortality.

Participants have learned about how to stay
safe and healthy in pregnancy and birémd
how to respond if issues arise. Thegeived
Birth Kits to assist with hygienimme births
and had access @snowmobileambulance in
winter for expectant mothers who needed
emergency transportAkey messageas to

access medical services for antenatal care and

delivery.

international

— Case study: improving materne

Beneficiaries are nopracticing their new
knowledge of maternal healitor instance:
eating healthily, attending antenatal care,
savingmoney for getting to health centres,
and breastfeeding in the first hour of delivery.

Men are importantcatalystsin this behaviour
change process, and they have engaged well
with the training with even a few men
volunteering to be local trainers in their
villages.

The impact of theroject will be a reduction
in death and complications arising from
pregnancyand birth.

The project was funded with UK aidoim the
UK government.
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Project details

Project title Maternal health education for women and men in order to reduce
the maternal mortality ratio and achieve access to reproductive
health for 2,000 women in rural Afghanistan

Location Afghanistan

Grant holder Cyan International

Implementing partner International Assistance Mission (IAM)

Project start date 1 September 2014

Project end date 31 August 2017

Donor UK Aid Direct

UK aid gant Year 1 (Sept 201dMarch2015): £5,014.07
Year 2 (April 201§ March 2016): 80,650.18
Year 3 (April 2016 March 2017): 85,136.90
Year 4 (April 201 August 2018): 21,418.11
TOTAL: £32,219.26

Background and context

The projectwas located iraremote and mountainous region éffghanistanThe project districhas

a population ofaround150,000people At an altitude of 200-3,900m,peopleare isolated due to
mountainous terrain, heavy snowfall in winter, poorly maintained primary roads and lack of vehicle
access. This isolation cuts people off from educational, development and health opporturiites.
RA ad NX Ol QalsoleddeyrRainy3rddBidnal beliend practicesinchallengedsuch as

harmful home remedies for illnesses, pushing on the abdomen tdelpta difficult deliveryltis a
largely maledominated and illiterate society. Family life is traditional and conservative, with two or
three generations living together.

For many years, Afghanistan was known for h@viad the highest maternal mortality rat(MMR)

in the world.Latest figures (2015) put Afghanistan a4 2&rst in the world(at 396 maternal deaths
per 100,000 live births}his isthe highest MMR outside Africa. Much oiglimprovement ha
focussedaround the cities, with women there having greater accesskitbed birth attendants
However, isolated, rural aredike the project locatiorstill lag behind.




The Afghanistan Mortality Surve®Q10) estimatedhat 1 in 50 women in Afghanistan will dié
pregnancyrelated causes, and the lifetimésk of pregnancyelated death wa 5 times as high in
rural as in urban areas.

Universally recognised good maternal health practiseslf adour antenatal visits, birth assisted by
skilled health personrgebreastfeeding within the first hour of birthyere severely lacking.
According tdbaseline surveys carriedibby the implementing partnewonly 8% of women atterei
four antenatal visitand 7% had skilled attendant at delivery

It is estimated that eound half the newborn deaths in the district are due to neonatal tetanus,

which is caused by podwygiene such as the local practice of sealing the umbilical cord with cow
dung. The low level of knowledge surrounding maternal health issues, among both women and men,
has ledto preventablematernal and newborn deaths.

There is a District Hospitalthe onlyhealth facility with ultrasound,-ray, maternity ward and a

doctor able to perform obstetric procedurgsandfive Basic Health Centres which usually have a
midwife present. There is no travelling midwife or ambulance service. Health services aretfree at
point of use. However, the mountainous terrain and harsh winter climate make accessing the health
centres costly and timeonsuming: travel timesan be3-4 hours in summer and up to a day, if not
impossible, in winter and spring flood season.

The Icationhas been relatively untouched by conflict, insecuoitynajor incidents which affect

much of the rest of the country. Ettontexttherefore allowsfor relative freedomof local travel and
project implementation.

Projectapproach and activities

The project takes a preventative approach to tackling the major causes of matealgt problems
throughbasic maternal healtkessons. Local people are selected to be trained to detiivér and
life-saving skill§BLiSSessons in their own villageBLiSS uses a patrticipatory learning stylesds
picture books, demonstration dolls, storytelling and discussion to ensure it is approfmiate
local context and literacy levels




The course helps to improve knowlige around maternal health by challenging harmful traditional
practices; it teaches practical skilisutrition and basic first aid; and encouragasople to access
existing health services

Innovations include
1

Localwomentrained as trainers This emhan@slocalownershipand keeps knowledge and
expertise inparticipating village. Local delivery of lessons is also esficient.

QGoursesrun especially for menThe BLISS for Mdassonshighlightactions specifically relevant
to men, such as saving money for transporttimic, and awareness of the nutritional and
practical needs of pregnant women.

Participatory learning styleThe lessons are designed to bepaiopriate and accessible for a

variety of ages and literacy leveWorking within the paternalistic and hierarchical society, the
BLIiSS courge delivered to women of chitdearing age, men and older women, as it is often the
mothersin-law along with the husbands who are responsible for making decisions about the care
and treatment of pregnant woman, particularly should any difficulties arise.

Emphasison safe birth preparation Recognising the distance and difficulty in accessing health
clinics, the projecteaches the importance for higtisk pregnancies to travel ahead of time to
the clinic,andsaving money to pay for trapsrt or medical bills. It also teachedat can be

done in the home if they are unable to travel to the cljirsiach asmprovinghygiene

Safer birthing practicesDue to the prevalence of unchallenged and unsafe traditional birthing
pradices, the BLiSS course teaches why these practices are potentially harmful to mother and
baby, and replaces these with knowledge of good prasti€be safer practices can be applied at
home, often with the support of local women and traditional birth atttants, such agsing the
Birth Kit and breastfeeding within the first hour.

Involvementof the shura(community development committeeMeetings are held with village
leaders before any courses start tetgpermissionto hostcourses locallyto identify women as
local trainers, ando promote courses Shuras also advocate to the local government for
improved health services.
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Approach to nonitoring & evaluation

The projectuseda Knowledge, Attitudeand Practices (KAP) survey. The KAP survey captures
participarii d@e@ails teststheir maternal health knowledge (good practices according to local
context) and asks abotiteir last pregnancy (based on recommended maternal health indicators,
such as births attended by skilled health personnel).

The KAP surveys are carried outtamedfacilitators witheachcourse participant at three separate
moments: before the course starts, immediately after completing the course, and one year later.
The before and after surveys identify improvements in knowleauyg understanding; the ongear
post-course surveys ideriti actual changes in practice (where there has been a pregnhancy).

The M&E data is therefore collected throughdié projecton a rolling basiasthe BLISS courses
take placeThe reported outcomes beloware based oninformation availableat the end of the

project (ie it does not include the ongear postcourse data fronvillages which took the BLISS
courses in thdinal yea).

Project achievements andutcomes

We are pleasethat the projecthasbeend O2 NBR |y WI Q oO0LINR2SOG YSi
by the Fund ManageA summanyof the key achievementand lessons krned are below.

Number of beneficiaries

Target Achieved
Women 2,000 1,703
Men 720 889
TOTAL 2,720 2,592

Over the three yearsr’5 women were recruited
as local BLiSS teacharsd over 2,500 people
were trained The project exceeded its target
for the number of men who participated, whichHis
reflectsanopennesgo seematernal halth as
afamily issueandnot just a¥omen® issu®

Improvements in kiowledge

There have beenignificant improvemergin
knowledge(understandingandrecdlection) on
safe birthing practicesespeciallyamong
women who attended the trainindt is also
encouraging that 56% efomen whoattended
the trainingare sharingtheir new knavledge
with their immediate familyand beyond
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Maternal health knowledge ndicators Baseline End of
project

Womem @vareness of the inportanceof anteratal care and 50% 98%

family planning

WomemQ ability to identifyemergencyactions to take in case of 0% 47%

maternal bleedig

WomemQ ability to identifyemergencyactions to take in case af 2% 55%

new-born not breathingafter birth

MenQ & |t@idehtify éniergencyactions to take in case of 0% 5%

maternal bleeding

MenQ & |t@idehtify éniergencyactions to take in case af 0% 16%

new-born not breathingafter birth

Practical changes

The BLISS courses haantributedto changes in maternal health practices, as reported by women
who have becme pregnantafter attendingthe lessonsMany of these behaviodpased indicators

were much higher than expected

Changedgracticesinclude:
1 Improvement in use of
anteratal care
1 Vaccination coverage of
pregnant women
9 Gving birthin a clean
environment
91 Births attended by a skilled
hedth professional.
Immediate breast feeding.
Men saving money faheir
wives toaccess maternal
health care.
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Maternal healthpracticeindicators Baseline End of
project
Women attending at least onantenatalvisit 20% 90%
Women atending at least fouantenatalvisits 5% 41%
Women having ful-courseof vaccines 27% 49%
Births attended by a skilled hitla professional 5% 20%
Breastfeeding within the first hour of delivery 50% 97%
Men saving money fdheir wives toaccess maternal heétcare 2% 53%




