Home-based
T Record
= Pl That Worked

) Ry ray aman-dreny |






BACKGROUND

Home-based records (HBRs) are an important data collection and monitoring tool serving multiple HBRS SERVE
purposes for the caregiver, health worker, and health system. These records can: (a) aid health MULTIPLE PURPOSES
FOR DIFFERENT USERS

workers in documenting and tracking which vaccines have been given to a child; (b) empower

a parent or caregiver to play a role in the health of their children and have documented

information on their child’s vaccination history and when to refurn for services; and (c| serve as

HEALTH SYSTEM

public health monitoring tools on vaccination coverage through household and other surveys uses data from HBRs
(with increasing importance, now that more vaccines/antigens are in the system). As noted in fo estimate and verify
the recent research by David Brown and others, “the child immunization card is too often coverage through

underutilized or inappropriately used by parents and health care workers and therefore does household surveys

not always fulfil its intended purpose’.” Multiple problems have been identified including:

1. shortages and stock-outs in HBRs, resulting in children that never receive an HBR,;

HEALTH WORKERS
use for documenting
& tracking which vaccines
a child has received

2. lack of information or lack of emphasis on the importance of the card, which in
furn can result in caregivers losing, damaging, or forgetting to bring HBR fo the

health facility;
3. HBRs not being filled out accurately or completely by the health worker;

4. Insufficient information on acfions (such as return dates) or space for
entering data

PARENTS & CAREGIVERS
use as a communication and
information resource and are
empowered by having information

about the role they play in the
health of their child

More vaccines are being incorporated info national immunization programs, with multiple
antigens being given at each confact. Therefore, this record of which particular antigens

an individual has received is increasingly important — both for personal record-keeping as

well as for cross-checking during surveys and other monitoring or evaluation visits (notably
given potential challenges with parental recall). HBRs now have increased significance in terms
of their data tracking and decision-making ufility within the broader immunization data ecosystem.

! “Child Immunization Cards: Essential Yet Underutilized in National Immunization Programmes”, David Brown. The Open Vaccine Journal, 2012.

Home-based Record Redesigns that Worked

Lessons from Madagascar & Ethiopia



INTRODUCTION

In this document, we summarize two successful HBR redesign efforts in Madagascar and Ethiopia, includ-
ing the background and rafionale for considering a redesign, the stakeholders involved, and the steps
completed in the process to redesign and roll-out a revised HBR. We have also included challenges and

lessons learned from both countries.

Although the pathways were similar in Madagascar and Ethiopia, our informational interviews showed
that the long-term sustainability and use of the “new” HBRs differed greatly: Madagascar has continued to
: use the redesigned HBR with minor tweaks and additions, while

Ethiopia uses a similar version of the redesigned HBR, but as a

> b

}'fﬂ communication tool for health promoters (i.e. not as a filled-in

= % =< vaccination record for each child), with the redesigned version
) 7RI
A health promoter in Madagscar explains the
Immunization Diploma to a new mother.

never completely replacing the older “WHO" vaccination card for
data entry. Both countries introduced the redesigned HBR as part
of an intervention package and larger communication strategy. Thus the impact of solely the redesigned

HBR is difficult to measure but project findings showed increased coverage correlated with the new HBR.

Building on the experiences in Madagascar and Ethiopia, similar cards have been designed and used in

Ghana, Liberia, Myanmar, and elsewhere.
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MADAGASCAR'S EXPERIENCE

In Madagascar, before the redesign of the home-based
record began around 1997, the Expanded Program on
Immunization (EPI) was using the standard VWHO vaccina-
fion card. The initial rationale for redesigning the HBR was
fo increase ifs use as a communications tool for caregivers
and community health workers as well as a record for
vaccinations received and other child health services.
With support from the USAIDHfunded Jereo Salama Isika
project?, multiple Integrated Management of Childhood
lliness (IMCI) counseling cards were being developed

to be used by health promoters within the Madagascar
health system. The HBR redesign was complefed after
these cards were developed, as part of the same pack-
age of tools for communication and fracking of acfivities
and key health indicators. As these various materials
were being used and streamlined, the HBR became

one of the primary tools.

To provide oversight of communications materials being
developed by pariners, an Information, Education and
Communication (IEC) Taskforce was started by the
Ministry of Health. An initial activity for the Taskforce
was fo bring together individuals from multiple Ministry
of Health (MOH) programs, UNICEF, USAIDHfunded
projects and NGOs for a workshop in which pariners
shared copies of their current materials and messages.
From these, a final sef of key, actionable messages was
agreed upon during this workshop. A guide (Figure 1)
was also developed that included these messages and
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Figure 1. Madagascar IEC Guide.

key actions, which NGOs and partners could then choose from when developing additional materials. Any future

messages or new/ revised materials that NGOs wanted fo incorporate or create needed to be approved by the IEC

Taskforce first. This included any changes to the HBR.

A user-centered approach was integral

to the development of the new HBR.

A local designer was contracted through the Basic Support for Institu-
tionalizing Child Survival (BASICS) project® in the initial HBR redesign.
He has continued to develop health communications materials for many
projects and the MOH, thus adding to the consistency and recognition of
the illustrations in the HBR and other health materials.

Early HBR designs were shared with health workers and communities through focus group discussions conducted with

community representatives and caregivers fo solicit feedback. These inputs were then discussed with the IEC Taskforce and

the designer, with revisions then made based on this feedback. At least two different versions of a design were fested in

21998-2003
3 USAID, BASICS | 1993-1999, BASICS Il 1999-2004
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order to get the best model (i.e. not just to fest whether the prototype was

"good” or not, but rather if it was an easy to understand model vis-a-vis

A promotional campaign for the IEC

other choices).

strategy and HBR was developed which

A usercentered approach was integral fo the development of the new included intense markefing to families.

HBR. Villoge meetings were held to: (1) encourage community involve-

ment, (2) orient them on the health indicators and messages,/actions
included in the HBR, and (3 increase the value placed on maternal and child health programs, including HBR. The experi-
ence from Madagascar showed that families and communities could be engaged through small do-able actions that were
included in key tools like the HBR for caregiver and health worker reference and use. In Madagascar, volunteer Community
Agents were mobilizers and animators and became positive deviants [“model families”) who could reinforce the use of
these fools.

Figure 2. Redesigned Madagascar HBR cover and vaccination page.
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Once a final design was selected and tesfed, a timeline was set
for transitioning from the old HBR fo the new version. This was not

The experience from Madagascar showed that

a quick process; and sufficient time was built in for this transition

families and communities could be engaged and ensuring emphasis on the new HBR beyond approval of the

through small do-able actions that were includ- new design — for stock management, availability, and to familiar-

ed in key fools like the HBR for caregiver and ize users with the new version and changes. Clear coordination

el Yer el e within the Ministry of Health between different units (i.e. immuni-

zation, child health, nutrition and family planning) was needed

fo ensure sufficient availability of the new HBR. This fransition
from an immunization card fo the integrated booklet took 2-3 years. Subsequent revisions have been faster, given the inifial
agreement on format and design; however, it was important to mainfain communication and advocacy to ensure this.

There was some initial disagreement on the rollout process for the new HBR. Originally, the decision was made to sell

it in the markets. Promotion and marketing were organized to inform communities, but it was then decided by the MOH
and partners that the HBR should be free and not sold, causing further confusion and delays. Madagascar’s HBR is o be
provided free of charge, but inconsistent or lack of funding has caused sfock outs in recent years.

Once the new HBRs were printed and distributed to health : 7 ™ P
facilities and/or community mobilizers, an advertising % :
campaign was key fo introduce the new card and ensure
acceptance and use by the community. A promotional
campaign was developed which included intense marketing
to families. Messaging was developed to show that the new
HBR was modern and empowering: as a tool for families to
know their child's health status and as a document which
parents themselves could review and own (i.e. the content
was not just for the health workers or mobilizers). Rapid project

assessments showed that once 20% or more of families started
using the HBR, it began fo catch on — as these “model
families” introduced the importance of the HBR to others.

A mother in Madagascar proudly shows her child’s HBR.
Although the HBR (referred locally as the “Zaza Salama” card)

has been and continues to be valued by the MOH, development partners and caregivers, the annual funding for printing
and distribution is ad hoc and inconsistent. This has led to challenges with the availability of the redesigned HBR. In Mad-
agascar, there are many different materials for training health promoters that are separate from the HBR. The multitude of
documents is not sustainable and difficult to manage — both logistically to ensure full distribution of the HBR and for health
promoters to use effectively. This then undermines the integrated HBR and suggests the need for the MOH and pariners to
refocus on this as a central fool for health workers and caregivers.

This desire for a vaccination record that was simple for health workers, health promoters, and caregivers o use and

understand was af the core of redesign processes in both Ethiopia and Madagascar.
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ETHIOPIAS EXPERIENCE

After a few years of collaboration (including the HBR redesign) in Madagascar, several members of the former Jereo
Salama Isika project team relocated to Ethiopia and soon after, the main USAID counterpart also transferred. Around
2002, this group was inferested in replicating the success of the HBR redesign with the MOH and partners in Ethiopia.
At least 6 different versions of cards were in use in Ethiopia, so the USAID{funded Essential Services for Health (ESHE)
project* brought together different partners and conducted a harmonization workshop. Along with incorporating IMCI
messages into the HBR, there was also a concern that caregivers did not understand all of the “blank” boxes and could
not tell if a child had complefed the series of vaccinations. This desire for a vaccination record that was simple for health

workers, health promoters, and caregivers to use and understand was at the core of redesign processes in both Ethiopia

and Madagascar.

a The same Malagasy designer who developed the Madagascar HBR

FEDERAL DEMOCRATIC RE:E’:H%OF ETRIOEIA was sent fo Ethiopia to support their original redesign, and he worked
INISTRY OF _ . ,
Y with a local, Ethiopian designer who subsequently completed later

FAMILY HEALTH CARD revisions/updates. Similar fo in Madagascar, the involvement of

end-users was an integral part of the HBR development.

In Ethiopia, the new HBR
included detailed pictures
and child survival and
nufrition messages (Figure 3),
which made it easy for health

workers and promoters to

draw the interest of mothers —

particularly those who were

non-literate. This HBR was
supported by the LINKAGES?
project and later by the
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o

among partners and provides
oversight for the tools, including
HBR, with ownership of this by
the Ministry of Health. With the

excepfion of adding a new

Figure 3. Redesigned Ethiopia HBR
cover and vaccination page.

vaccine, any other changes to the
HBR are difficult to make and need to be approved by the government. This helps to maintain version control, especially in

a large country like Ethiopia where many partners may want to make changes.

In the USAIDfunded regions, the HBR was used in the EPI refresher training with health workers to ensure that they knew
how to use it and understood its importance as a reporting and communication tool. The HBR was af the center of the
4 USAID ESHE | 19952003, ESHE Il 2003-2008

9 USAID, 2003-2006
¢ USAID, 2008-2016




Infant Immunization Card PATTTS Pu9s

hitat hoe:

program and used in all training for healthcare workers, S g e

community health workers, and supervisors. Volunteer 7
community health extension workers were involved in the B e o oo
Name of Father SRR

process to build enthusiasm for the new HBR.

Even though the new HBR was introduced, fested and
disseminated by USAIDfunded projects in their regions,
the VWHO immunization card (yellow card, Figure 4)
continued to be used, sometimes (Figure 4), sometimes

in addition fo the redesigned HBR (which has functioned
more as a communication tool than a vaccination record).
In addition, our key informants felt that the HBR may not
have been frequently used by families in Ethiopia be-
cause they may not have understood how to navigate it.
Currently, the Health Development Army (HDA is
beginning to distribute the integrated HBR to pregnant women and walking through it with them and their families, but this

Figure 4. WHO Immunization Card from Ethiopia.

is not uniformly done throughout the country. Health extension workers and the HDA need additional orientation and
guidance to emphasize using the HBR with families. Health faciliies also do not ask fo see the HBR or fill it out which
diminishes the value that is placed on it. Without support at the regional level, including training and practical application,
health extension workers may not recognize the importance of this new tool. In addition, as the separate Family Folder in
Ethiopia is being developed for use at health facilities (which includes immunization tracking), there is therefore a potential
disconnect between the vaccination record that is kept at the health
facility visarvis an HBR that parents can keep with them for reference
Although used for communication purposes, (notably for pastoralists, mobile populations who may multiple

the new card was never able to supplant the facilifies, and for surveys).
traditional WHO immunization card as an The e cslicl wes iever el o

immunization tracking tool. fo supplant this fraditional
WHO immunization card —_—

tmmunization

r child finish her(his 5 series of imm

" unizétion betore g, i
tmmunization Diploma e e

w child from infections that eause disabilities and death

that the following are the schedules for the seria

because of lack of advocates $ ot i

6 veeks after birth
* 10 weeks after birgh

at the higher level to make a change to the HBR from the older card. The “new” vt i

G months after birth

s of immunizations

HBR has been printed by projects (including the current Last Ten Kilometer [L10K]
and the Infegrated Family Health Program [IFHP]). However, because the traditional

WHO immunization card is also still in use for data tracking, health workers
rarely complefe the immunization chart in the HBR; therefore, the redesigned

#re il

HBR is being used just as a communication fool for the HDA (Figure 5). In ': o p Lo
recent updates to the HBR, the immunization chart has been replaced with @ ]

list of ages when a child should be immunized, with no mention of the anfigens |

DI Qmrar 2oy ey aap
AT QA

e
XEAT LU3 emane ,

or space fo record vaccinations.

Another challenge to the success of the redesigned HBRs in Ethiopia has been

gaps in sustained funding. The donorfunded projects covered costs for printing

and distributing HBR in the regions where they were working, and UNICEF Figure 5. Ethiopia HBR page showing the

provided cards for the remainder of the country. immunization diploma and key messages.
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MEASURING THE IMPACT OF REDESIGN AND ROLL OUT

Antananarivo
Intervention |Non-intervention

Understanding the impact of a redesigned HBR has been Table 1

an underemphasized area in most countries, despite the

importance of data from HBRs being used in surveys. Projects  pmore likely o be fully

that have supported HBR redesign efforts have compared vaccinated by one year 88 36
. ) ) of age
refention before and affer redesign as a measure of ifs
. BCG coverage Q6 73
success. However, the redesigns have been part of a larger
: ) : s DPTT coverage Q6 74
infervention package, so it can be difficult to measure the true
: . . . N~ Had an HBR 56 10
impact of the new HBR in relation to immunization coverage
and separate from other interventions.
Figure 6. HBR Availability in Madagascar. BASICS 1998. In Madagascar, a survey in two BASICS districts in 19987
100 showed HBR availability was 90.5% (highly significant with
p< 0.000001) in the intensive zone, while the non-intensive
z 80 zones had a non-significant decrease to ©4.4% coverage
% 60 64.4 7! related fo the baseline average for the country 7 1% (Figure
< % 6). Based on the experience from these districts, as part of
[=a)
- a larger maternal and child health strategy implemented by
20 USAID's Jereo Salama Isika project from 1998 onwards,
pro|
0 the revised HBR was believed to have been a contributing
Intensive Zone  Nondnfensive  National Average factor to the improvement of immunization coverage rates in
Zone Baseline

the two provinces®. An unpublished manuscript highlighting
the findings from Jereo Salama Isika further documents an increase of immunization coverage from 1999 to 2003 in ten
districts in Antananarivo and Fianarantsoa. As shown in Figure 7, comparisons of immunization rafes from DHS over time in
each province showed a significant change in the proportion of children aged 12-23 months who were fully immunized at
the time of the survey (from 63% to 76% in Antananarivo and from 19% to 65% in Fianarantsoal®.

Specific to card retention, the HBR availability was higher in the Figure 7. Increase in Immunization Coverage Rates
in Ten Districts in Antananarivo and Fianarantsoa.

infervention areas than in the non-intervention areas in both regions
9 USAID’s Jereo Salama Isika.

(see Table 1). Among children aged 12-23 months surveyed, 56% of

those in intervention areas in Anfananarivo had an HBR, compared to 80
just 10% in non-intervention areas. In Fianarantsoa, 31% had an HBR 70 /
in the intervention areas, compared to 22% in non-intervention areas. Zg
40
30
20
vaccinated by one year of age, compared to those who did not possess 10
an HBR. In Fianarantsoa, they were 75% more likely (68% vs. 39%) to 0

be fully vaccinated.

Additionally, in Antananarivo, children in the intervention area who
possessed an HBR were 2.5 times (88% vs. 36%) more likely to be fully

% Immunization Coverage Rates

1999 2003
©—@ Antananarivo ®—@ Fianarantsoa
In both regions, the 2003 DHS data showed that more than 90% of Source: DHS (specifc samling in 10 disricts)

the children aged 12-23 months in the intervention areas had received

7 Household Survey on Health and Nutritional Status of Children, Antsirabe Il & Fianarantsoa Il, September 1998.

¢ Note: Although the survey was conducted in coordination with DHS to oversample in the infervention areas, this coverage survey analysis did not take info account other
potential differences between the populations that could confound/influence the observed relationship and impact on immunization coverage.

? Regional baseline data from 1997 DHS and endline from 2003 DHS, with separate intervention area samples.
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BCG and DPT1 vaccines, which compared to
A 2004 study under the LINKAGES project in Antananarivo and about 75% of children receiving BCG and 77% of

. N hild iving DPT1 in th -int fi -
Fianarantsoa provinces in Madagascar also showed strong chiiaren receving 1 e nominiervention ar

eas. Compared fo children living in non-intervention

improvements in and maintenance of vaccination coverage.

areas, more children also received the third dose of

DPT and Polio vaccines in the intervention areas in
both regions). As shown in Figure 8, in Anfananarivo, BCG uptake was 23 percentage points higher (26% vs. 73%) in the
infervention area and DPT1 was 22 percentage points (96% vs. 74% for card and recall) higher than in non-intervention
areas. In Fianarantsoa, BCG uptake was 15 percentage points higher in the intervention area and DPT1 was 11

percentage points higher.
Figure 8. Immunization Coverage of Children (12-23 months)

A 2004 study under the LINKAGES

project in Anfananarivo and 100 9697 94

99

Fianarantsoa provinces in K 8 .’ 88 88 y 88,7
Madagascar also showed strong 8 7 7
improvements in and maintenance of o = . 51 .57 59 .
vaccination coverage. As shown in . 48 4 u 3
Figure 8, the baseline rate of infants ~ * 4 3
in 2000 who were completely
vaccinated (child receiving BCG, 2
three doses of DTP and polio, and o

BCG

measles vaccines| was only 55%;

o

o

o

o

DTP3 Measles Completely

. | ized
however, the baseline rate mmunize

EDHS 1997 MICS 2000 MBaseline HRAP 2001

of vaccination coverage of BCG RAP2002  MIRAP2004  EDHS 0304

was 92%, but only 57% were

immunized against measles. As per annual progress surveys [RAP) conducted by the project in 2001, 2002, and 2004,
results showed that the complete vaccination of children 12 to 23 months old in the provinces increased each year from
87%, 88%, to 91%'°, respectively. The dropout rate (BCG - MCV) at baseline was 40%, and the RAP 2004 results
showed that the dropout rate was reduced to a very low 5% (from 10%] in 2002.

Figure 9. Improvements in Vaccination Coverage In Ethiopia, a community assessment in ESHEfocused woredas
in Antananarivo and Fianarantsoa

found that availability of vaccination cards increased from 31%
LINKAGES RAP Study

at the time of the ESHE baseline (2004) to 54% at the 2006
community assessment''. In Amhara, access to immunization ser-
- vices, defined by DPT1, improved significantly, from 63% to 84%
(p<0.01). The percentage of children 12-23 months old who were
fully immunized showed a significant increase, from 40% to 48%
(p<0.05). The drop-out rafe from DPT1 to DPT3 had shown signif-
icant improvement from the baseline to the community assessment

100

3

Percentage Rates

N
o

(22% 1o 13%). Similarly, in SNINP, access to immunization services

o

had increased to 93% compared fo 66%, and the percentage of
2000 2001 2002 2004

children who were fully immunized increased from 38% to 54%.
Years for RAP Surveys

The drop-out rafe from DPT1 to DPT3 also showed a significant

—=o Completely Vaccinated ®—@ Drop-out Rate . o .
improvement from baseline in project areas, from 29% to 12%.

10 “Assessing a Behavior Change Strategy for The Essential Nutrition Actions, Immunization and Family Planning — Antananarivo and Fianaranisoa Provinces, Madagascar.”
RAP 2004 Final Report.

1" Community Assessment in Selected ESHE Focus Woredas in Amhara, Oromia & SNNP Regions, Ethiopia, USAID, ESHE and LINKAGES Projects, June 2006.
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CONSIDERATIONS FROM THESE HBR REDESIGN EXPERIENCES

Stakeholder Engagement

One of the most important lessons from both Madagascar and
Ethiopia’s experiences is o actively involve the various stakeholders

KEY STAKEHOLDERS INVOLVED IN REDESIGN
and shepherding the process and should include the many different * End-users: Health workers, Parents &

in the redesign process. An IEC Taskforce is helpful in coordinating

organizations as well as a designer. This taskforce should lead the

caregivers, and the Health system

message development and card redesign processes. If the new HBR

will be integrated, it is also important to include someone from each * EPI & other programs (e.g. MNCH) with
of the program areas |(i.e. immunization, nufrition, child health, efc.) sections in the HBR

fo ensure timely approvals. End-users also need to be considered from

the inifial steps in a redesign, and frequent engagement with each * UNICEF, WHO, and other partners (e.g.
group of users is needed to ensure that their experiences and USAID and other bilaterals or donors)

interactions with the HBR are considered. - .
* Ministry of Finance

Advocacy efforts at all levels of the system are also needed to ensure L
. * Graphic Designer
the successful uptake of a newly-designed HBR, as well as to ensure

susfainability, including financing, beyond the initial printing.

Redesign — Artists and Elements to Consider

The various key informants emphasized that a competent, professional designer is essential for redesigning an HBR. Several
people noted that it is worth the extra money fo find an artist who can create a simple, clear design and will work through
the process of testing and revising unfil
a final design is selected. A high-
RECOMMENDED REDESIGN ELEMENTS TO CONSIDER ly-skilled designer will also be able to

. . incorporate and visually organize
* Professional designer
g large amounts of information into a

* Simple design and format userfriendly format.

* Minimize illustrations to those that are meaningful to users Along with having a talented designer,
it is imperative fo keep the design

* Use only key information that can be recorded and monitored for action

simple by using fewer boxes and

o Test HBR with various user groups hefore finalizing removing non-important or non-
monitored information (or moving other
less-used confent to the back of a
multi-page card). When redesigning an HBR, existing content should be reviewed to defermine whether it is essential or if

it can be removed or included in other behavior change communication (BCC) materials or reporting tools'?. The design
should also align with the various users’ needs, including how health workers are recording information and how other

12 For example, separate boy and girl weight for age and height for age charts are now included in the Madagascar HBR. However the colors and additional pages have in-
creased the cost of the cards, and the charts in the HBR are not being completed by health facility staff; plus stock outs of cards have been reported in 2014 and 2015. The
2013 immunization coverage survey also showed only 55% availability of cards averaged nationwide (compared to >70% from the 2008 immunization coverage survey).
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groups are using the card for decision-making. Other information that had previously been included may be less important
(or may not be completed without proper training and monitoring), so it is good to be strict and unforgiving when deciding
what to keep in a new HBR, particularly to help reduce production costs. A good design follows logical thinking, contains
visual clues, and includes a frigger to remind caregivers of their next refurn date. A good communications specialist can
help to determine what information should be included and what can be left out or moved to another section.

lllustrations are great to help reach low literacy populations with targeted messages and create more value and
appropriation of the HBR by various users. As with all design, illustrations should be kept very simple and aftractive.
lllustrations can be kept to a minimum, such as only key information for action, or limited to the cover page. Photographs
are another option to include, but this may not have the same effect as illustrations, which are seen as more generic and
acceptable to reach a wider and potentially culturally diverse audience. Any images that are used should be tested
before the HBR redesign is finalized to ensure that they are recognizable by all users.

Importance of Cards as Part of a Communications Strategy

Both Madagascar and Ethiopia have focused on the communication aspect of the HBR by designing a card which can be
used by the health system for tracking and reporting as well as to facilitate the work of health promotes and to educate
parents. The HBRs, therefore, serve not only as a tool for the health system and caregivers, but also as a fundamental
resource within a comprehensive communication strategy in which the HBRs are part of a package of reference materials
by health workers, community mobilizers and educators. (See picture, which shows several tools in use in Madagascar:
the maternal and child health cards, the vaccination diploma, fickler file cards for generating due lists, and other fracking
forms.) Therefore, although the card was originally designed as a record of immunizations (and other health services)
received by a child, the role of the HBR has now expanded to serve other
purposes, such as a behavior change communication tool. In many cases,

the motivation for inifiating an HBR redesign is led by certain inferventions or

as part of a larger communication strategy; however during this redesign
process, it is important fo also remember the HBR's daily use as a record of
immunizations and a reporting tool [see Madagascar's IEC Strategy in Annex ).

In both Madagascar and Ethiopia, the new HBR was infroduced as part of a
larger intervention which included a diploma that families received once their
child is fully immunized The diploma was proven in both countries to be an

effective tool and incentive for encouraging parents fo continue fo come for im-

———— .

munization and child health services, with their comprehension that they would S . -

, _ o _ o everal fools used in Muduguscur including
receive the diploma when their children completed the full series of vaccinations maternal and child health cards, vaccination
(i.e. through the measles confact) before the child's first birthday. ESHE did a diploma, fickler file cards for generating due
Community Assessment in their focus woredas in SNINP. Ethiopia in June 2006, lists, and other tracking forms.
including assessment of the impact of the diploma on behaviors with model
families. Among those that publically received the printed diploma, behaviors were more likely to be sustained 6-12 months
later. Even with this measure of success, the project decided not fo continue printing the diploma because it was difficult to
ensure its delivery at the health post level. In the 2008 coverage survey in Madagascar, approximately 46% of the children
surveyed had a diploma. The diploma is sfill in use in the country; however, its printing and distribution are not regularly

assured nationwide.
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Card Sustainability

The logistics & printing of cards and BCC materials are always a
problem, as evidenced in both of these country examples. If UNICEF .
or donors stop printing cards or other materials, parts of the country Lack of |onger—Ierm assurance of fundlng
experience stock-outs that can last for months and even years (as has for printing and dissemination of HBRs is
been the case intermittently in parts of Madagascar since 201 1). Lack another deterrent fo success.

of longerterm assurance of funding for printing and dissemination is

another deferrent fo success. HBR financing is ad hoc, and frequently
reliant on UNICEF, Gavi, or projects (e.g. USAIDfunded in certain areas). Additionally, often the EPI unit must take the lead

on assuring printing and disfribution, although there are other integrated elements in the HBR that have increased the size
and cost and for which other units within the MOH should be responsible and cofund.

In recent years, many countries have chosen to move towards an integrated child health card rather than having multiple

cards for different programs. Benefits of an infegrated card have been document-

_ Immunization

Immunization ed in other papers'®. However, our key informants also shared some of the chal-
lenges posed by an infegrated card. For example, immunization has the potential
of being lost in a larger infegrated card and revisions delayed (e.g. for inclusion

of new vaccines or if multiple approvals and alignment of program areas are
needed). One could argue this has been the case in Ethiopia, where only a half-

page now devoted fo immunization, and there is no space for health workers to

list and record the dates for every antigen [e.g. including PCV, rofavirus, efc) that
a child has received.

Mother/Fathes, have your child finish the complt?te §eﬁe; ZL\
immunizations before his/her first birthday. This will pri

fim/her from child killer diseases. In addition, he/she will
receive his/ner first diploma.

T IMMUNIZATIC 3 If changes are made fo an integrated HBR, review and approval are often
gk required from each program that has a section in the card. This creates numer-
ous delays in the approval and roll-out of new designs, notably if an IEC or
Child Survival Taskforce (as emphasized previously) is not leading and well-co-
ordinating this process in a timely way that considers each program'’s needs.
For example, vaccination programs need HBRs for every child in the birth
cohort and for each vaccine given, so production delays cause risk that some
Immunization Section of Ethiopia’s antigens may not be recorded and/or that cards are not upto-date. Changes to
integrated HBR. growth monitoring charts and the infroduction of separate boy/girl cards have
also been challenges (as previously noted with
Madagascar], as these increase costs (pages and colors) and the use of these sections is not judiciously monitored. Also,
if the HBR is integrated with multiple pages and colors, than every program that has included confent must share in the
susfained cost of production and dissemination and monifor the availability and use of the HBR to avoid stock-outs and
ensure availability for each new birth cohort.

Part of the introduction process is upfront planning and securing financing for printing and distribution

longer-term. Without these resources in place, no matter how well designed the new HBR is, it will not succeed.

Home-based Record Redesigns that Worked
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Summary of Lessons Learned

The key informants interviewed for this case study shared several of the lessons leamed from their experiences with
redesigning the HBRs in Madagascar, Ethiopia, and in other countries over the last 15-20 years. The most important lesson
that was shared by all is that just redesigning an HBR
is not enough to ensure increased availability and use.
Many other factors go into the successful redesign and

CRITICAL ELEMENTS WHEN REDESIGNING HBR

rollout, including: (1) ensuring that cards are prinfed in

* Ministry as champion
* BCC strategy fo accompany redesign & dissemination
o Agreed upon timeline for updating, finalizing, &

sufficient, longterm supply, (2) making arangements for
distribution to districts, then to health facilities, and final-

ly to health promoters and caregivers; (3) conducting

fraining on why the cards are important fools; and (4)

supporting follow-up review meetings and formative su-
pervision to emphasize the use of cards. This requires a
susfained commitment from the MOH fo ensure success

and often the support from other partners.

It is also important to limit and simplify the messages
that are included, as families can be overwhelmed

ensuring printing and dissemination — including
funding long-term

* Logistics strategy for dissemination and monitoring

of card distribution and stock levels

by the number of health actions they are to take, and health promoters need guidance on how to use the HBR. The most

successful HBRs have a balance between behavior change messages and as a reporting tool for services received. Some

RESOURCES FOR REDESIGNING A HOME-BASED RECORD

Practical Guide for the Design, Use and Promotion of
Home-Based Records in Immunization, World Health

Organization, June 2015

Records for Life, Bill & Melinda Gates Foundation, 2014

HBRs, as is now the case in Ethiopia, are primarily used
for communication while others are only a record of health
services. By combining these, an HBR can bring informo-
fion info the hands of a family while also serving as a tool

for health worker and service reporting.

Specific findings related to design elements included
ensuring that the HBR is easy for parents to navigate and
understand which can include color coding each section
and the use of graphics and acceptable images/ pictures.
The design should also be simple for health promoters and
health workers to reference and complete. Lastly, when

designing a new card or redesigning with additional content, it is important to build-in opportunities and financing for mon-

itoring and evaluation in order to track availability and use. This should be a shared responsibility by all MOH programs

that have content in the HBR.

Home-based Record Redesigns that VWorked
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http://www.who.int/immunization/monitoring_surveillance/routine/homebasedrecords/en/
http://www.who.int/immunization/monitoring_surveillance/routine/homebasedrecords/en/
http://cks.in/wp-content/uploads/2014/05/RFL-Final-Report-Combined.pdf

KEY RECOMMENDATIONS AND FINDINGS

Design and Process

® Involving end-users is an infegral part of developing an HBR. Specifically, the experience from Madagascar showed that
families and communities could be engaged through small do-able actfions that were included in the HBR for caregiver

and health worker reference and use.

® When redesigning an HBR, it is highly recommended to hire a competent, professional graphic designer who can create

a simple, clear design and work through a process of testing and revising before a final design is selected.

e Simple and attractive illustrations that are recognizable by all users should be included in HBRs, especially fo help reach

low literacy populations with targeted messages.

® |t is important to build in sufficient time to support the transition from an old HBR to the new version - including time for

stock management, availability, and familiarizing users with changes.

Home-based Record Redesigns that Worked
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Funding, Availability and Use

® Coordination within the MOH between different units (i.e. immunization, child health, nutrition, and family planning) may

be needed fo ensure sufficient availability of the new HBR.

e |t is critical fo ensure a sustainable funding source to support longerterm printing and dissemination of the cards. In
addition to the EPI unit, other units within the MOH should be responsible and cofund.

* Advocacy efforts at all levels of the system are needed fo ensure the successful uptake of a newly-designed HBR.

® Involve mobilizers within the communities to reinforce the use of these tools: Community Health Extension Workers in
Ethiopia and Community Agents in Madagascar became positive deviants [model families) and demonstrated users

within their communities.

® Consider and include, if needed, additional orientation and guidance (e.g. during fraining, monitoring and supervision)
for health workers to Health VWorkers to emphasize using HBR with families and to help them recognize the importance

of the toal.

Lessons Learned

® In Ethiopia, a desire for a vaccination record that was simple for health workers, health promoters, and caregivers to use

and understand was af the core of both redesign processes.

® |n Ethiopia, accountability and ownership of the card redesign process from the Ministry of Health helped maintain

version control of the card.

* In Madagascar, an advertising campaign was key to intfroduce the new card and ensure acceptance and use by the

community.

® In Madagascar and Ethiopia, the diploma for completed vaccination was proven to be an effective tool and incentive

for encouraging parents to continue to come for immunization and child health services.

® Integrated HBRs have their own unique challenges not seen in immunization-only cards. For example, if changes are
needed in an infegrated card, delays exist due to review and approval from multiple program units. Immunization also
has the potential of being lost in a larger integrated card. Furthermore, all content in infegrated HBRs are not always
fracked or monifored fo ensure completion and use, thus potentially increasing the cost of printing for information that

is not collected.

® The HBR in both Madagascar and Ethiopia serves as a fundamental part of a comprehensive communication strafegy.
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Annex I: Madagascar's IEC Strategy

Summary of IEC Strategy

analysis
of a message

Written
messages

Small
do-able
actions

Visual
messages

(Counseling cards)

Wh v7 How?
(motivation) (Supplemental

Information)

HEALTH ACTION COMMITTEE NGO REPRESENTATIVES

(Commune level) -Religions
-Health agent -Women

-Mayor -Scouts
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-Leader of women'’s group MGSS M ed 1a -Others

-School Leader *Radio Spots/TV

-Religions Leader *Rural radio
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Village theater
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- Inter-personal communication
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