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Abstract

This manual is a guide fobn-governmantal organizations carrying oghild health programs

to assess undefive mortdity rates and evaluate programsing the CARE Group ModdBy
followingthismanuaRa YSUG K2 R2f 23& ( Ass&snient riHeatHKPrograness2 NI | £ )
(MAP) Systemorganizationscan collectvalid and precise inform#n about vital events and

detect statistically significant changes in undare mortality ratesover the life of a child health

program. Our hope is that NGOs will find this manual practical f@agibleto assess

correlations between program activities anabrtality trendsin a variety of settings.
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Introduction

Reducing child mortality constitutes one of the mowaportant priorities of norgovernmental
organizations (NGOsarrying outchild survival programs throughout the worldhoughNGQO
directedchild survivaprograns haveplayed an important rolén improving child health
outcomesin developing countriesyeak or norexistent vital registration systems many low
resource settings make it difficult for NGOs to assess if their programs are reducing child
mortality. Adding tothis difficuty isthe reluctanceof manyNGOdgo help governments
monitor vital events within their child survival program communities. This majubdo
concerns abouthe costs,feasibility, andaccuracy of these efforts sub-national, dstrict, or
sub-district populations. Without this crucialinformation, however NGOsand their
government counterpartsannotgain an understanding of how wdlleir programsare
performing in educing childhood mortalitin the communitieghat they sere.

How does theMortality Assessmentfor Health Programs (MAPystemQ & dza S
the \Eare GrougModelCprovide anopportunity for measuring mortality rates in
WNB K TYS QK

TheMAP systendraws on theCare Grouodel, with its strong network ofcommunity
volunteers to provide anorganizational structur¢hat allows forthe high coverge of vital
events registration.Thissystemprovides the opportunity fok¥ NB | fassésamée@<of
mortality rates (The Care Group Modas discussed in greater detail incdon 1). Owing to the
fact that Care Group/olunteers maintain consistent contact with alembersof their
communitiesthrough monthly (or sometimes serminonthly) householdvisits to deliver health
messages andollect health status information, vitalverts such as birthend deaths can be
collectedroutinelyfor the entire program areaTheuniquesupervisol structure ofthe Care
GroupModel helpsensureaccountability andupportat eac level of the program. Weraw
on thesestrengths of the CareGroupModel to providethe crucialoversight andyjuality
assurance necessaty achievereliable andvalidvital evens datathrough theMAP system
approach.

Perceived barrierso measuring mortalityand how they are addressed by the
MAP g/stem

Althoughthe under-five mortality rate(USMR)is widely regardedsithe most critical indicator

for assesmgthe effectiveness of a child survival program, perceived barriers often discourage
program managers from monitoring iSome of these perceived barriersegiresentedoelow,
along with how theMAP systentan address them.
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Percéved Barriert 4 L iIINREKAOAGA @St & SELISyargdSoé

TheMAP systenmelies on community volunteers to collect information on births and deaths
part of theirregularwork activitiesthat take place when they visit household¥hismakes it
possible taroutinely registervital eventsat minimaladditionalcost and eliminatethe need for
repeated andelativelyexpensivamortality assessments based on retrospective household
surveys.

~

Perceived Barrier 26 ¢ K S & | YahdftiSe paribds&dssaryto detect changes in
mortality rates are tosubstantiatb €

Since theMAP systenmattempts to ensurehat all program beneficiaries amntacted at least
monthly by community volunteers, vitalzentsdata can beoutinely collected in an accurate

and timely mannefrom every mother in th@orogramareaand used tadetect mortality trends

for the entire program area; no samples are needed. Mortality rates can thiemassessedn

an annual basign most programslf a system of universal registration of vital events is in place
(as opposed to registering vital events from a sample of househaldsgseline oonly 50
under-five deathsa yearneed to be registered in order to calculate a reasonablgcurate
under-five mortality rate over the course of the projecfwith a 95% confidence interval of
roughly +30% of the calculated ratedepending on the number of births To give an

illustration, in a populationof 100,000 people with a crude birthtea(CBRdf 30 (typical for a
developing setting) and an undéwve mortality rate of 75, there would bapproximately3,000
births a year and 225 deaths, which would more be more than enough vital events to compute
a robustunderfive mortality rate.

Pereived Barrier 311 ¢ kel of supervision necessaoymaintain a valid system of vital event
registration woulchot be¥ S| A A 6 f Sdé

Thebuilt-in system of supervisiofor the Care Groupodel providescontinuous,involved
oversightof program staff at allevels that couldupport the collection of complete and
accurate vital evergtinformationfor aMAP system The Care Group Model utilizes a fitstel
Supervisofoften called a Care Group Promoter) who trawelgachvillagein the programarea
to meet with the volunteer members of a Care Group, all of whom reside in the same village or
community. At that time,the Care Group Promoter receivigem the Care Group Volunteers
verbal reports aboubirths and deaths The Care Group Promoter passes thfsimation on to
the nextSupervisoy level, where its carefully reviewed focompletenesandto determine if
follow-up and verification is required. SinCare Groug’romotersare in each communitgs
part of their regular wrk, they are abléo verify all vital events on a biennial basis to ensure
the validity of all collected data
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Taking advantage of the structure of tare GroupModel providesan opportunity for NGOs
to overcome perceived barriers toartality measurementind use vital event datdorough a
MAP systento assess theihealth programs.

Measuring mortality toassess health programs

For the past several decadaspstNGOchild survival programisave left vital events
registration and mortality assessmeritsoutside researchers and sgialists primarilybecause
of the perceived barriers cited abovd-dowever, he emergence of th&Care GroupModel has
shown that registering vital events and calculaturgler-five mortality with program
volunteersand locakupervisol staff bothengags and motiatescommunitystakeholders by
informing them abouprogram progress iaverting preventable child deathSuccess stories
from NGQIed child survival programs in Mozambique, Malawi, and Camlaitiat to the
effectiveness of th&€€are GroupModel in not only collectingnortality data butin utilizing this
data to driveinformed programmaticdecisiormaking andmprove program performance in
redudngunderfive mortality (Care GroupManual, 2004). This level ehgagement with
communities ancdcommunity-basedvolunteersin the process of measuringtal events
representsan exciting opportunity for strengthening child survival programming and
demonstratingresults and forms the foundation of tha | t & & dppr&ayhQ &
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SECTIONONE

How to Use This Manual

1.1 Practical purpose ofthis field manual

This manual ia guide forchild healthprograns using theCare GroupModel on howestablish a
Mortality Assessmenfior Health Programs (MAB)ystento assess changes umder-five
mortality rates It provides a method that assumes a program structure similar to the Care
Group Model. Using this manual, programs can cotie@sonably valiéind precise
information aboutvital evens that can be used to evaluabealth programs Our hope is that
NGOswill find this manual practical and feasible to assess correlations between program
activities and mortality trends in a variety of settings.

Section will include a brief description dhe Care GroupModel, an explanation of why the
manual focusegxclusively on measuring mortality, ardclarification of ouassumptionsabout
what activitiesCare Group should (or wilbe) performingthat make mortality measurement
responsibities a feasible addition to a healgirogram. Section 2 wilprovide toolsfor helping
programsdecideif an MAP systenis a good choice famplementation including how to
managevarious stakeholdeexpectationdor a MAP system Section 3 will explain the process
of establishing andnanaging aMAP systemincludingcreatingdata collection tools, mapping
the community, and collecting routine data on pregnancies, births, and uindedeaths.

Section 4 will illustratéow to analyze and interpret unddive mortality data, including how to
calculate undeifive mortality rates when to use undefive mortality rates to assedwealth
programs how to determine if a mortality trend existsingEPI Info 7and examples of how to
present mortality data Section 5 willlescribe the quality assurance process for ensuring the
validity of all pregnancies, births, and deaths recorded byNtAP systemincluding specific
responsibilities for each tier of the Care Grdbpervisoy structure Section 6will include
appendices and exam@efforms relevant to the collection of data egtlng to births and
deaths including detailed instructions for how to construc¥ital Events Database utilizing
Microsoft (MS) Excedoftware The manualwill conclude in Section®ith a list of references
to consult for further information.

1.2 An overview of the Care GrougModel

The€are GroupModelQs a community health vohteer framework that provides structure
for health programs to reackvery household itarge populations whilenaintainingcost
efficiencyso that the program can be mainted in resourceconstrained settingsDesigned by
World Relief in 1995 by drawing on other successful child sumiggrammodels such as the
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CensusBased, ImpaeOriented Approach, the framework creates a vast networiwell-
trained andwell-supportedcommunity-basedvolunteersto carry out program activities. This
approach proved to be highly effective in reducing child mortahithe firstCare Group
programconducted by World Relief i@aza Province, Mozambiquendit has since been
successfullyeplicated innumerous field sites around the world by a large numbeN&Os,
with similarly positive resultas assessed by dramatmprovements in the coverage of key
child survival interventions at low codEdward et al., 2007)

TheCare GroupModel clusters its human resources into a network of tiers to facilitate the
support and supervision fdarge numbers of volunteersTheCare Grouptself consists of 10

to 15 volunteersvhoeachO NNE 2 dzi G KS LINPINI YQa KSI f (K
collection activitiesr Y2y 3a i S 010 &sidgnetryidusBodBatiCare Grougs
overseen by @aid Romoter, who provides training, supervision, and support to as many as 8
Care Groupthroughmeetings with eachgroupat least oncea month and in sme casegvery

two weeks (Different titles are used by different programs for this person, but in this manual
we will refer to this person as a PromoifeEach Care Group will also elect one Volunteer to be
the Care Group Leader who will be responsibleorganizing meetings, resolving internal
disputes, and aiding in fgaining of other Volunteers if necessangjt eachCare Group
meeting,one new health messagetasught to the volunteers to take back to their househqlds
and any occurring vital evénprior to the subsequent Care Group meeting are repdrs the
Care Group Volunteer.

Since theCare Group/olunteer meets with each mother inis/her catchment area at least
every month, this provides the opportunity for ti@are Group/olunteer to nde whether a
vital event has occurred during that period and to report it to the Promoter who can then pass
this information along in hisler monthly report to the next higher level. A vital event is
formallydefined asa birth, death or migration (in orud of a defin@l geographic area) but in
thismanual pregnancies will be triged as well. Promoters then reporvital eventsupwards to
their Supervisorswho themselvegprovide oversight for five or moreromoters. Depending on
the size of thgorogram there may be sever&upervisoy levels above the PromoterfThe
Supervisorseport directly to theProgramDirector, thus completing well-connected chain of
command to increase aountability and enhance workforcipport at every level of the
program(Fgure 1).
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Figure 1: Examplef the Care GroupgModel Structure in Mozambique (WorldRelief

5 supervisors@) @ & @O

26 Promoters

é’b B8 g%
Bges” P W
220 Care Groups of 10-1
Volunteers ] 10 HH per
volunteer

1.3 Necessary anditions for implementing aMortality Assessmentor Health
Programs (MAPFystem

This manual proceedsom a set of assumptions regard how tbleild survival program will be
implemented. We will describe these assumptions below.

The most importation assumption is thiéte NGQs or will be carrying out a health program
using theCare GroupModelin a geographicaltgdefined area Volunteerswill bevisiting all
householdswvith a woman of reproductive age the program area on at leaatmonthly basis,
and thus willhave established a strong rapport and level of trust within the community to
facilitate the capturing opregnancybirth, and deah information from all households. The
health programwill alsooperate forat least three yearghe minimum length of time fomost
program activities to have a measureable impachaoortality rates. Though thmMAP system
describedn this manualill be able detect changes in child mortalityshorter periods we
encourage mortality monitoring efforts to be undertakéor prograns with a life span of at
least threeyears.

Another assumption is that therogramresides in a relatively stable and secpgulation
area without major fluctuationg population size, birth rates, or agpecific death ratedue
to non-programmatic influences such as natudéasters, epidemicsnigrations or
political/military conflict. Large population inflows or outfWes, whether due to routine labor
migrations or insecurity, severely limit the feasibility of capturing accurate mortality
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information due to the inability of voluntesrto maintain consistentontact withall

householdgo capture all occurring births anghder-five deaths. Significant fluctuations in

birth rates and agepecific mortality rates will also make uneiére mortality rate comparisons
more difficult to interpret from year to yearMethodsfor measuring mortality iconflict, post
disaster, ad highly mobile populations are discussed elsewhere in public health literature and
are not the focus of this manual.

Care Group Volunteestabilityis anotherassumption, as this essentiafor maintaining a vital
registration system TheCare GroupModelQ structure helpsto ensure thatCare Group
Volunteersare a reliable, trusted, and constant presence in their communitRregrans with
high staff turnover areunlikely to gairand maintainthe trust ofcommunities This may
present a more signifant problem when implementing a Care Group project in urban areas
due to increased opportunities to participate in other incomgpenerating activities that may
compete with VolunteesQ LINP2 2 S Ol NHRist Isd3sgriial to thd abilityAtdded
sensitiveinformation aboutbirthsand deatts, orwhen tryingto ensure that albirths and
deaths are captured.

While Care Group ®unteers do not need to be literate in order to function effectivetyis
assumed thathoseat the Promoter levehnd hidier will havethe level of literacy and
numeracy required to recorthformation on births and death®n reporting forms Another
important assumption ishat Supervisoy staff above the Pmoter level will havehe capacity
to use an Excel spreadshdet a database program such 84S Accessr EPI Infd to track,
analyze and interpretvital evensinformationas described in the manual

Thereare a fewother conditions that must be met as wetare Group/olunteers must be
willing to remainin contact wth all households in their catchment areadlormally,Care
GroupVolunteersvisit households with a pregnant woman or with a chil@d®months of age
(or in some cases;®B9 months of age)However,a woman in a household that isot being
visited by aCare Group/olunteer may become pregnant. Alsohouseholdwith a young child
may mo\e into the catchment area of @are Group Munteer. \tal events that occumn these
households musbe identified as well.

A community mapping exercisshouldbe performed before theMAP gstemQa A YL SYSy i
andCare Group/olunteersmust know that theyare responsible for certain geographic areas,

not justan assigned set of current households with pregnant women or young childites

Promoters andSupervisos providing oversight to th€are Group/olunteers mustlsobe

willing to increase the intensity of their supervisitinensure data quality at every level of the

information chain.A high level of data quality is necessarytfe@ community program

managers government officialsanddonors to believe that reported changes in mortality by

the MAP systenmeflect the true situation.
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1.4 Focusing on rartality

As previously related, mortality ratesethe best indicatos for assessing the most impat

goal of child healthprograns - reducingthe numberof child deaths. This manual focuses
exclusively on how to measunobkanges irthe underfive mortality rateto asses$ealth
programsand how to interpret any changes observedhiW childhealthprograns may be
successful in changirgealth knowledgebehaviors and service coveragthis dces not
necessarily mean the programasntributing to reductions in mortality in the communities that
they serve.

By focusing exclusively amderfive mortality measurement, this manual fills a crucial gap in
the monitoring and evaluatiomctivities ofmany NGO &alth programs ManyNGOs currenyl

rely on nationabr provincialleveldemographic and healtburveyg DHS) conducted everyive

to ten yearsto estimateunder-five mortality in their program area. However, local variations in
under-five mortality are commonsoestimates for larger geographic are@ven if they are
relatively recent andccurate, mg not provide araccurate estimate of the unddive

mortality specific to the programarea. This manuaprovidesa practicaimethodfor collecting

and usingvital evens datato assess changes in und@ére mortalitywith sufficient statistical
precision and quality.

Once NGOs amomfortable with theMAP gstem newdata can be collected as necessary
such agauses of deathjeaths by population sugroups death by age groupsnd maternal
deaths. With evidence thatchild survival programs are making measurable reductions in
mortality, NGOsxan beempoweaed to demonstrate tomothers and their families, community
leaders,governmentsanddonors that their programare worthy of support. This manual
seeks to givelGOsatoolset to make these arguments more convincingty to help them
focus their prograrmmon activities that will enhance their mortality impact.
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SECTION TWO

Deciding to Implement a Mortality Assessment for Health
Programs (MAP) System

2.1: Should aMAP gstembe established?

The decision to establishMAP systenshould be undertakeim consultation withthe
community, government officials, and donor$his is necessaty determine ifconditions are
favorable for & & & (i S Ye@éntatloly 4 well as tobtain stakeholdeinput andsupportfor
mortality assessment activities goifmyward. Criteria for system implementation includiee
considerations outlined below:

Is a goal of the program toeduceunder-five mortality?

Implementing aVMAP systentequires acommitmentby NGOsn collecting undeffive mortality

information and usinghis information to track changes in mortality rates over time to assess

program effectivenesslt should be emphasized that while undggre mortality rates

O2yaidAaiddziS GKS w32t R a&ail yrRdcthid@tor) oltaining theded S NI f f
rates will not be useful for NGOsdietermining the causes of deathgrioritizingspecific child
survivalinterventions based on their individual effectivenesspoviding evidencéhat

statistically significant changesumder-five mortality were diretty causedoy program

activiiesAy G KS | 048y 0SS 2F | SELSNAYSYyGlLt NI YyR2YAT
for comparison Rather NGOs are able to use undfive mortality information to determine if

mortality trends areheaded in the ight direction andif a statistically significanthange in

mortality rates has been observédat can becorrelatedg A G K G KS LINR.FWIF YQ&a | O
reduction in the ratdan the program area much greater than trends at the national and/or
regionallevelAy (G KS | 6aSy0S 2F 20KSNJ Oft S NJ SELX I yI GA
that the program is contributing texcesgeductions in mortality.

Will the Care GroupgModel be fully operationalwithin the programarea?

Thesuccess ofrmunderfive MAP systmin collecting higkguality vital event data requires at
least monthly visits to all beneficiary householdsCare Group/olunteers to recorccomplete
community birth and death informationAdditionally, theCare Groupupervisoy structure

must ensurehat quality assurance mechanisms are in place to verify data accuracy andfollow
up on inconsistencies
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Does mortality occur often enough in the program area to measure changes over time?

If underfive mortality rates in thgprogramarea are alreadyalatively low or if the beneficiary
population is small, it will be difficult for the program to register enough vital events to
statisticallydetect changes innderfive mortality rates. For this reason, it is recommended
that the program duration ist least three yearswith anexpected number ofinder-five
deaths in program areaf at least 50 per yeaat baseline This estimate can be made using
existing data for estimating the population of the program area and natitenadl undetfive
mortality rates.

To calculate the expected number of unefere deaths in your prograrareg, first determine
the O 2 dzy (i NEfReémodajityrr&dNdumber of deaths pet,000live birthg and crude birth
rate (humber of live births occurring during the yeaer 1,00 populatior) from a current
source such as the World Bariktp://data.worldbank.org/indicator/SH.DYN.MORTNext,
dividethe crude birth rateby 1,000and multiplythis numberby the programarea population
the resulting number will béhe expected number of live births in the population per year.
Finally, multiply the undefive mortality rateby the expected number of live births in the
population per yeaand divide byl,000to determinethe expected number of unddive
deaths in your program area per year.

An examplecalculation is provided belofor a program implemented iffanzaniavith a
program area population of 40,000.

Example: Calculating expected number of udder Deaths i program area infanzania

Examplelanzania Program Statistics

Program population: 40,000
Underfive mortality rate: 92 per 1,000 live births
Crude birth rate: 41 per 1,000 population

Calculating Expected Number of Under Five Deaths in One Year

1. Calculate gpected number of birthg one year
T p T T 1t fpht 0 Tt plp T @xpected births
2. Calculate expected number of undieve deathsn one year

wCq pF(p T ﬂfpﬁT TU TT P L Baexpected undeffive deaths
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We would expect 15tleathsin the program area each year. Thigtisater than the minimum
of 50 that we recommend famplementingthe MAP gstem

Other examples of expected numbers of undiere deaths in different situationsan be found
in the tablebelow. Redshaded boxes indicate contexts wherertality measuremat may be
difficult because otither low levels of undeffive mortality levels or smalprogram
populations. @en-shaded boxes indicate situatiom$ere there aresufficient numbers of
vital events ima yearto detect meanigful changes in mortality tas over the life of a three
year program.

Table 1 Expected number of undefive deaths per year based on program population size
and country statistics

Expected Number of/nder-FiveDeaths Per Year

Expectel Number of U5 Deaths biyrogramPop.Size
Cauntry USMR | CBR 80,000 100,000
Honduras 24 52 65
Cambodia 51 90 112
Pakistan 87 188 235
Ethiopia 106 31 66 131 197 263 329
Sierra Leone 174 39 136 271 407 543 679

*Source: World Bank, 2011.

Is thebeneficiarypopulation relatively stable?

In order to obtain accurate vital event information througtgtdar Care Groupolunteer visits
to beneficiary households, the beneficigmgpulation should béocated in arelatively stable
and securesettingwith minimal and/orstablemigration patternsand circumstances that may
result in large fluctuations in birth rates and aggecific mortality rates (such astural
disasters or disease outbrealsd)ould not be presentLarge population inflows orutflows
may make it difficult foCare Group ®unteers toconsistently visit eligible households to
documentall births and deathswhile high variability in birth rates and agpecific mortality
rates may make reliable interpretations of unelere mortality rate estimates more difficult.

If you can answer yes to all of the above questions, then your progthould besuitable for
the implementation of aViIAP system

2.2: Managingstakeholderexpectations
Once you have decided to implemenMs\P systemit is time tomeetg A G K £ 2 F

key stakeholders to agree on expectatiar to alleviate any concerng hese discussions are
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critical to ensure thathe community, government, and dononsceive the same
communication about the purpose andticipated outcomes of mortality assessment activities.
Possible pectationsand concerngor each group of stakeholdeese described below.

Possiblecommunity expectations and oncerns

U Expectations
o Care Group/olunteers will collecand reportinformation about pregnancies,
births, andunder-five deaths from all members of the community
o Underfive mortality trends improgramareawill be shared witithe community
on at least arannual basist the time ofcommunity meetings
o VitaleventdatawilbeiiSR G2 ladasSaa (GKS LINPINI YQa
mortality in the communiy.
U ConcernVolunteers will collect information about sensitive issues and may share this
information about other people.
o ResponseYolunteers wilkign agreement&eep all coltcted information
confidential and will not share it with anyone outside the program.

Possible Care Group Volunteer expectations amecerns

U Expectations:
o Volunteers will have new monitoring responsibilities to collect data on
pregnancies, births, and d#es in addition to delivering health messages
0 +2fdzyiSSNR gAftf 0S NBIdzA NI & AYyTF2N¥SR
underfive mortality n the project area.
U Concerrs:
Volunteers may worry about being reprimanded fecording poor health outames,
possibly causing them to undeeport underfive deaths.
o Responselt must be emphasized to Volunteers from the outset that they will
not be punished for reping deaths in their community. a@her, they willbe
commended for recording complete awdlid mortality information.

Volunteers may be concerned about the workload associated with vital event
monitoring responsibilities.

0 ResponseThe additional responsibilities should not be overly burdensome, as
identifyingvital eventsshouldoccur at thesame time that health messages are
delivered as part the Volunte@ routinehousehold visits.
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Possiblegovernmentexpectationsand mncerns

U Expectations:

o Government officials will receive program mortality information on at least an
annual basis taugment their nationalevel mortality dataassess théealth
LINE I NI YQa&a  arkéxpladiopporiuyitiesifér further scalep and
health systems integration.

o Possibilities for using the vital events data for official government vital events
registraion systems will be explored.

U ConcernLocal government officials may fear lookimgprly as a result of reported
mortality rates.

o ResponseDistrict and local level government officials will be informed at all
stages oMAP syste® & A Y LI S Y S \dive riédulansummsgiyRrepbits of
mortality data. Though data may indicate poor mortality statistics at the
beginning of the project, officialsill then be able to use this data advocate
for more resources to improve the health of their communities

Possibledonor expectationsand concerns

U Expectations:

0 A portion ofdonorprogramfunding will go toward suppomf the MAP system
providing the necessary materials, training, and human resources to collect vital
event data

o The donor will be provided with@port on at least an annual basis to
demonstrate how the prograrmay be contributing taexcessmortality rate
reductionsin the programarea.

U Concern:Donorsmay have questions about the quality of data collected by Care Group
Volunteers.

o ResponseDonas should be provided with information on the quality assurance

and supervision structures in place in order to ensure data validity.

Clearly defininghe expectations of all stakeholders for th@éAP systenbefore its
implementation will be crucial to obtaing the buyin andongoingsupport necessary to make
the system successful.
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SECTION THREE
Establishing and Managing a MAP System

3.1 Developingdata collection bols

The first step in establishingMAP systenis to create a set of data collection todés
accuratelyrecordall pregnancies, births and undéve deaths in theeommunity. These tools
should be simple enough to be easily used by PromotersSapervisorsbutthoroughenough
to capture all data of interest for vital event registratiomtree key data collection tools are
needed to establish MAP systema Pregnancy and Birth Register, an UrAgiee Death
Register, and a Vital Events Database.

Task 1: Assess current data collectiarots

Promoters,Supervisors | Y R (i K S onitdNd®y ahN&vaiu@tion cdordinator should meet
to take an inventory of any other data collection tools and forms that will be utilized by the
program. This will help to determine what types of vital egntormation might already be
collected bythe program through other forms and record$regnancy and vital event
information that will be utilizedor the MAP systentan alsdoe consolidated fronthe
aforementioned three toolsnto existing data collection toolsrevent unnecessary duplicate
data entry and reprting, if deemed more practical.

Task 2 Createa Pregnancy and Birth Register

The creation of a Pregnancy and Birth Register will allow Promoters toakeepgoingecord
of all preghant women in the community for trackirgrths. Ths tool shouldcongst of a
register book opaperpregnancy and birtfiorms. Each register page allows the Promoter to
record information for about 20 pregnancies and birthEach Promoter will receiv@s/her
own Pregnancy and BirtRegister to record alhew pregnancis and birttsacross all the Care
Groupshe/she is working with. These vital events aegbally reported by/olunteers at each
Care Group Meetingddn a monthly basishe Promoteswill report all identified pregnancies
andlive births, and other pregnancoutcomedo their respectiveSupervisorgor entry into the
MAP systerf® ¥ital Events Database.

When developing te Regnancy and Birth Registéhe followingdata elementshouldbe
includedfor each pregnancgt aminimum:

1. Administrative nformation
a. Year:the current year in which pregnancy and birth information is being
collected.
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b. District (if applicable)tK S y I YSky dzYoSNJ 2F (GKS t NRY2(S!
district/municipality/local government unit, frogramarea covers multiple

districts

c. Supervisor Numbera urique ID number assigned tmachSupervisoRa | NBI 2 F
supervision

d. PromoterNumber. aunique ID number assigné&il OK t N2 Y2 i SNDRa | NB
supervision.

2. Information to be recordedwhen a pregnancy is identified:

a. PregnancyD Number: an ordered, unique ID numberssigned to each
pregnancyA Y G KS t NB Y2 (G SN asitliskdpried & CardNBauphJ2 Y & A 0
volunteers

b. Month Pregnancy Reporteddenotes the month the pregnancy was reported t
the Promoter by a Care GroupMnteer.

c. Care Group Numberan ordered unique ID number assigned to each Care
Group.

d. Name of Reporting Volunteethe name of the Care Group Volunteer reporting
the pregnancy.

e. a 2 0 K S NI the narheYofhe identified pregnant woman.

f. ExpectedDate of Delivery. the expected montland yearthe identified pregnant
women will give birth.

3. Indicatorsto berecordedafter the pregnancy outcome:

a. Pregnancy Outcome Coda numerical code that will indicate if the pregnancy
resulted in a live birth, stillbirth, cenother outcorre.

b. Date of pregnancy outmme: the date when the pregnancy outcome occurred.

Furtherinstructions for using this registewill be provided in Section 3.3A sample Pregnancy
and Birth Register is included Appendix 1to assisin the development of this form. It can

also be acessed electronicallgt:

Www.coregroup.org/storage/Monitoring__Evaluation/Mortality Assessment/BirthPregnancy Registe
r.pdf

Task 3Crate an UnderHve Death Register

The creation of an Unddfive Death Registavill allow Promoters talocument all undefive
deaths occurring in thegeographic aresof responsibility This tootontains many pages
bound together to create a registéook (including at least one carbon copy per sheet, if
available) Each register page allows the promoter to record information for about 20 deaths
(one row per death). The columns provide space to record specific information eaolt

death as descril@below. Each Promoter will receiv@s/her own UnderFive Death Register
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http://www.coregroup.org/storage/Monitoring__Evaluation/Mortality_Assessment/Birth__Pregnancy_Register.pdf
http://www.coregroup.org/storage/Monitoring__Evaluation/Mortality_Assessment/Birth__Pregnancy_Register.pdf

to record alldeathsacross all Care Gups assigned to the PromotetJncer-five deaths will be
verbdly reported by dlunteers at each Care Group Meetinthe Promoters wilthen report
all identifiedunder-five deathgto their respectiveSupervisor®n a monthly basifor entry into
the MAP systerf Yital Events Database.

When developing ta UnderFive Death Register, the following data elemestisuld be
collected for each ddh at a minimum:

1. Administrative nformation
a. Year:the current year in whickhe deathinformation is being collected.
b. District (if applicable)t KS y I YSkyYy dzY6SNJ 2F GKS t NRY20GS
district/municipality/local government unit, frogramarea covers multiple

districts

c. SupervisoNumber. aunique ID numbeassigned teachSupervisoRa | NBI 2 F
supervision

d. Promoter Number a unique ID number assigned$ol OK t NP Y2 G SNXRa | N
supervision.

2. Indicators to be recorded after an unddive death has been identified
a. DeathID Number: an ordered, unique ID number assigned to each déathe
t NEY23GSNDa | NBasitigréportedShin ICre/Grdud lollineir &
b. Month in which Death Was Reportedienotes the month the death was
reported to the Promoter by a Ca®roup \blunteer.
c. Care Group Numbemn ordered, unique ID number assigned to each Care
Group.
d. Name of Reporting Volunteetthe name of the Care Group Volunteer reporting
the death.
Name:the name ofthe underfive child that died.
Date of Birth:the birth date of the child.
Date of Deaththe date the child died.
Age at Deaththe age of the child at death. This age may be recorded in days,
months, or years, depending on how long the child liv&te unit must be
specified.
i. PregnancyDNumber (if appli@ble):[¥ G KS OKAf RQAd O0ANILK g1l a
Pregnancy and Birth Register, this indicator corresponds to the Pregtancy
Number in the Register associated witis/her birth.

SQ ™o

Furtherinstructions for using this registewill be provided in Section 3.3Collecting Data on
Pregnancies, Births, and Death#& sample UndeFive Death Register is includedAppendix 2
to assist in the development of this form.
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It can alsdbe accessed electronically: at
http://www.coregroup.org/storage/Monitoring  Evaluation/Mortality Assessment/Under
Five Death Reqister.pdf

Task 4 Create a/ital Events Database

The creation of Vital Events Databasell allowprogramSupervisorso aggregate data
collected from the Pregnancy and Birth Register and Uikt Death Registertma single
electronic record. Th8upervisorand program monitoring and evaluation staff will then be
able to use this databasto analyze trends in mortality rates in tpeogramarea over time
(Although there are many options for database software, in this manual we will use Microsoft
Excel for examplesThis programd relatively simple to operate aralosely resembles the
spreadsheet layout of both Registerét alsoallows database responsibilities to be more highly
transferable m the event of staffing changes as margople in the field of monitoring and
evaluation are familiar wit the program).

Whencreatinga Vital Evats Databasén Excelan attempt should be madéo mirror the layout

of both Registry forms. This will make transcribing information from these Registries into the
Database as simple as possible for program monitoring and evaluation staff. Pregnancy and
Birth data and UndeFive Death data should lpgacedon a separate tab foentry by each
Supervisorwith aW{ G I (tab rifokntiasloautomaticallycalculatethe total number of

births and deaths from data entered into tl®upervisotabs. Theséotals can then be used to
calculate monthly and yearly undéwve mortality rates for trend analysig:urther instructions

for using this databas¢o analyze changes in unddive mortality rateswill be provided in
Section 4 Analysis and Interpretatiorof Data

AVital Events Database has been created in an Excel File as an atta¢brimes manual for

your use. This dabase can also be accessed at

Www.coregroup.org/storage/Monitoring___Evaluation/Mortality Assessment/Vital Events Database
Mortality Assessment for Health Programs_MAP_System.zip

For screenshotsef the Vital Events &tabase, please se&ppendi 3.
Task 5: Pilotest data collection tools

Once each data collection tool has been credgi@dexisting tools adapted to the requirements
above) the tools shouldbe pilottested to ensure that they can be used correctly and
effectively by the PromotersSupervisorsand program monitoring and evaluatistaff. The
pilot-testing processhould take place in two stagds. the first stageaninternal pilot-test of
the tools with program staféhould be conducted. This may performed during the same
time period as otheprogrampreparation activities outlined below, such as the community
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http://www.coregroup.org/storage/Monitoring__Evaluation/Mortality_Assessment/Under-Five_Death_Register.pdf
http://www.coregroup.org/storage/Monitoring__Evaluation/Mortality_Assessment/Under-Five_Death_Register.pdf
http://www.coregroup.org/storage/Monitoring__Evaluation/Mortality_Assessment/Vital_Events_Database_-_Mortality_Assessment_for_Health_Programs_MAP_System.zip
http://www.coregroup.org/storage/Monitoring__Evaluation/Mortality_Assessment/Vital_Events_Database_-_Mortality_Assessment_for_Health_Programs_MAP_System.zip

mapping exercise.In the second stage fieldbased pilottest should be conducteduring the
first month of data collectionvith all stdf usingreal pregnancy, bih, and deathdata collected
from the community. This will confirm that the tools will be effective and accurate when
utilized atprogramscale.

Step 1:For the first internal phase of thailot test with program staff, sele@ sample group of
Promoters,Supervisorsand monitoring and evaluation stdtir preliminary training orthe use
of the data collection tools before theemainderof the staff are trained.

Step 2:Test the Pregnancy and Birth Register and U+kiiee DeattRegister tools with the

sample group of Promoters through a simulation exercise. ldaeePromoter act out the role
ofaCareGoupV2 £ dzy 1 SSNJ NBLER2NIAYy3I | aSNARSE 2F wWwYyz201Q
Promoters record this information in their reg®BNE ® { SOSNIf 2F (GKSasS wyz
aK2dzZ R 06S WNBLRZ2NISRQ g A énd enYolirigd the/Plomatdid taeiskd dzS A y
guestions if they would like further clarifications on a particular birth or death. At the end of

the simulation,a®@ Ay O2y aAaiSyOAaSa 2N YAdaAy3d REOGF Ay
Where appropriate, théMonitoring and Evaluation Coordinatehould seek to reeducate

Promoters on how to avoith the futureanyof the mistakes that theynadmade. The

Pronoters should also have the opportunity to provide feedback on anything that they found
confusing about the data collection tookss well as suggesiaysthat they might be improved.

Step 3:Test the Vital Events Database with a sample groupupervisorgind/or monitoring

and evaluation staffnembersthat will be responsible for maintaining the database. Develop a

sample set of completed Pregnancy and Birth RegistedsUndefFive Death Registers, and

have these staff enter this information into the ddtase.{ S@SNI f 2F (KS&S WY20]
RSIOKA aK2dzZ R 0S WNBLR2NISRQ gA0K Ystaftadsk 3 2 NJ O
guestions if they would like further clarifications on a particular birth or de#&tthe end of

the simulation, anynconsistencies or missing data in tBapervisoR & R | shéulil bed S

noted. Where appropriate, théMonitoring and Evaluation Coordinatehould seek to re

educatethe staffon how to avoidn the futureanysimilarmistakes Thestaff should also have

the opportunity to provide feedback on anything tithey found confusing abowgnteringthe

data into the databaser ways he databasemight be improved.

Step 4:Using notes recorded on inconsistencies or errors in data in entry from thetpdbt
andfeedback from the sample groups as a guide, data collection tools may be modified if
necessary to improve ease of use. Any resubliisigstmentsto the tools should be reported
back to the sample grouso they are aware of these changes the next timeytaee required
to use the tools, with appropriate reraining providedf necessary.
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Step 5:For the second fiekbased phasef the pilottest, the Monitoring and Evaluation
Coordinatorshould perform an evaluation at the end of the first month of datlemion in the

community to assess if there were aognsistently missingr irregulardataA y G KS t NP Y2 (G S

registers. Th&lonitoring and Evaluation Coordinatehould follow up on any discrepancies
with the appropriate staff members to explore why #eerrors might have occurred. If any
specificerrors or irregularities are discovered to be systematic throughout the data collection
process, theMonitoring and Evaluation Coordinataray modify the tools as needed to
improve their reliability antbr clarity. Any resulting adjustments to the taokhould be

reported back taall staff memberso they are aware of these changes the next timeythee
required to use the tools, with appropriateteaining providedf necessary

3.2 Mapping the @mmunity

Another critical stefn setting up aMAP systenis mapping thggrogramareain orderto assign
geographic areasf responsibilityto Care Group/olunteersand register the beneficiary
populationfor vital event monitoring. Most programs uisig the Care Giup Model will
conductaninitial registrationof the community in whiclhe households of all pregnant women
andwomenwith a child 823 months of age (or in some caseg®months of agejre

identified and assigned tG@are Group/olunteersfor health messaging and monitoring
(typically, a Care Group Volunteer lives adjacent to the other househokds/iver catchment
area.)However, women who are nanitially identified in the baseline census may become
pregnhant, and women witlyoung childen may movento the area near &2 f dzy G S S NI a
assigned householdbiicreasingly, child survival programming is targeted to childr28 0
months of age rather than childrer®® month of age since in many settings the risk aitbe
after the second birthdayds becomeyuite small. Even so, each Care Group Volunteer should
have sufficient contact and awareness of any unfilee deaths that occur ihis/her
geographically assigned area even if an uAder death occurs in a houseluothat is not
regularly beingisited These women and their children must also be identified to ensure that
all pregnancies, births, anthder-five deaths are captured by thRlIAP system For this reason,

it is necessary to engage in a community mapping exercise to dsargrGrouolunteers to
geographic areasather thanonly toa set of assigned householdgs that all women of
reproductive age in the communifyncluding new entrantsgan be visited on a routine basis.

Task:Createthe map

The process of creating the communihap should directly involve community members, local
leaders,SupervisorsPromoters, andCare Groupy/olunteers. This should be initiated by
Promoters, who will each be responsible for creating a map that will ceaghof their Care
Groups, or roughy 100-150households.Below are some general guiding principles for creating
the map, as well aa checklist of items for inclusion.
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Principals for Creating the Map

1 The Promoter shoulthcilitate the drawing of a community map that includes the entire
CareGroup area, and divide this area into roughly equal geographical aveas f
assignment to each volunteer (wittieally 810 households peralunteer).

1 The Volunteers should identify all households in their assigned areas occugieel by
different types ofintended program beneficiarigsvomenof reproductive agel(5-49
years) pregnant women, and/orhildren underfive years of age

1 The Promoter should work together with the Care Gralgiunteers to draw individual
maps of their assigned geographic areseparately designating householdscupied by
different types of intended program beneficiaries.

1 The Promoter should include &lbuseholds occupied by intended program beneficiaries
on the Care Group community map.

Map Checklist

1 Important geographic landarks are identified, including major structures, roads, and
bodies of water.
1 Allbeneficiary householdand norbeneficiaryare identified, with separate
designatiors for each type of beneficiarywpmen of reproductive age (349 years),
pregnant women, ad/or children undeffive years of age].
f Clearly defined boundafy A y S& 06S06SSy Sl OK /NS DNRdzZL) * 2
are includedsuch as roads, paths, fences, rivers, buildings, etc.)

Figure 2 An example of acommunity mapwith geographically asgned areas for each Care
Group Volunteer (Shanklin and Sillan, 2005
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OUR COMMUNITY MAP

>

3.3 Collecting data on pregnanciesrtbhs andunder-five deaths in the
community

Once thePromotersand Care Group/olunteers haveeompletedtheir community majgand
finalized assignnmd areas the Volunteersareready to begirreporting vital events The
process for the routingatheringof this data iexplainedbelowby describing the
responsibilities ofCare Group/olunteers and Promoteri collecting, reporting, and recording
data.

Care Goup Volunteer esponsibilities

The Care Group?2 f dzy (i S S NE& EondiBititiesior ti AMNEEstenare to identifyand
report to their supervising Promoters at each Care Group meetihgregnant womenn their
assigned geographic argas well asall pregnancy outcomefive births, stillbirths,
miscarriages, or abortiopsind underfive deaths These responsibilities can be carriaat o
during aCare Group ¥ f dzy’ G S S NuRits toNEZhdraskigh&d households to deliver health
messagesiad collect other health status informatiorEach of hese responsibilities is
described in detail below.

Identifying pregnancies
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Step 1:0n & least a monthly basis, the Care Grovgunteer will visit all household®r at
least have contact witkachwoman assigned thim/her to discuss prograsrelated matters)
in his/her assignedyeographic area Duringeachvisit, theCare Group ®unteerwill ask if any
women in the householbelieve that theyhave become pregnantThe Care Grougolunteer
should aso remain attentive to any signs symptoms of pregnancy thatvwoman might
describe durindnis/her visit, such as a missed perjéeequent nauseaor enlargement of the
abdomenthat the woman may noautomaticallyattribute to a pregnancy.

Step 2:If awoman believes that she has becomegnant or if the Care GroupWinteer
suspects that the woman might be pregnant based on signsmptms that she describes,
the Wolunteer can ask the following questions:

Have you missed your period? When did yast menstrual cycle begin?

Have you experienced vomiting, loss of appetite, or a general feeling of nausea?
Have you been urinating more than usual?

Have you been having any feelings of heaviness, pain, or tingling in your breasts?

= =4 4 A

If the woman answers yds most of these questions, it can be reasonably inferred 8t is
pregnant (Path et al., 2003).

Step 3:0Once a Care Growgolunteeridentifies that a woman is pregnartig/she must next
determine approximatelyvhenthe woman became pregnaimt order © estimate an expected
month of delivery.This can usually be determined by asking the woman when she had her last
period, as the woman likely will have become pregnant at some point istihsequenmonth.

If the woman does not remember when her lagripd occurred or is unable to describe the

time that has passed since her last period in terms of days or months, the Care\@®taopeer

can aslkadditional questiongbout signs and symptoms &itempt to determine what stage of
pregnancy the woman igkkly in. These signs and symptoms are listed below:

Early Stge or First Trimester (03 weeks)

1 Menstruation ceases

1 Nausea or vomiting commonly experienced when waking up in the mqramduring
the evening

1 Increased tiredness

More frequent urination

1 Noticeable growth of breasts and darkening of nipples

=

Mid-tem Stage or Second Trimester {24 weeks)
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1 Woman generally feels better during this period as nausea and vomiting become
increasingly less common

1 Enlargement of the abdomen and noticeable expansibuaterus
Woman can begin to feel fetal movements

Late Stage (289 weeks)

Uterus becomes very large in szausing abdominal enlargement
Fetal movement is apparent to the mother

Fetal body partan be palpated by the mother

Breasts are more prominentBnlarged, with possible milk secretion
More frequent urination

Greater difficulty in sleeping andalking

=4 =4 4 -4 A 2

Step 4:After the Care Groupolunteer determines the approximate month when th@man
became pregnanthe/shewill make mark the household dris/her personal map with a

symbol to designate that the houseltbhow contains a pregnant womarT his will help the
Volunteer to remember thate/she hasa new pregnancy to report as well as a new woman to
follow-up with pregnancyelated health messages

Stepb5: At the next scheduled Care Group meeting, @are Group Munteer will report all
pregnanciesdentified since the last meeting he/shettendedto the supervising Promoter.

Specifically, th&bolunteer will need to tell the Promoter the pregnantwon@@ Yy I YS Yy R G F
estimated month that the woman became pregnamtdthe estimateddate of delivery. The

Promoter will therrecord this information in his/hePregnancy and Birth Register.

Identifying live births and other pregnancy otcomes

Step 1:0n at kast a monthly basis, the Care Grovgdunteer willvisit all households his/her
assigned geographic aréaask if anywomen havegiven birth to a chilar experienced some
other pregnancy outcome (such as a stillbirth, miscarriage, or spontaneouséddabortion)
In the majority of caseshe Care Groupolunteer will be followingup with all pregnant
women in his/her assigned geographic ameaat least a monthly basis and will already be
aware of any birth®r other pregnancy outcomesking place However it is important for a
Volunteerto be attentive to any pregnant mothers from other areas of the community that
may suddenly move in witrelativesin his/herassigned geographic area to give birth to their
chid. Similarly, a Munteershouldpay attentian to any pregnant women in his/h&ouseholds
that plan to move to other areas of th@mmunity that are not parbf his/herassigned
geographic areaf responsibility.A \blunteer should report movements of pregnanothers
outside his/her asigned areand their destinationsn the programarea(if known) tohis/her
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supervising Promoteio make sure that birthser other pregnancy outcomeare not double
counted.

Step 2:In most cases, identifying a live birth will be relativaiypple for a \dlunteer, who will

make a note of the new child/ingin his/her geographic area by marking the household with
the appropriate symbol on his/henap. However, this process may be more difficult if the
woman experienced some other pregnancy outcome tnafchild died during or shortly after
delivery Though communities may have varied cultural definitions for what constitutes a live
birth, in orderto ensure thatall live births, gillbirths, and otheroutcomes areconsistently
classifiedthe followingpublic healthdefinitions should be used byoWMinteerswhen reporting
pregnancy results

1 Live Birth:occurs when detus, whatever itgestationalage, exits the maternal body
and subsequentlghows signs of lifésuch as beating of the heart, breathinvoluntary
movement of arms and legsr crying. Ifthe live-born infantsubsequently dieafter
showing signs of life, this should be reported as an usinkerdeath,not a stillbirth.

9 Stillbirth: occurs wherafetus has died in the uterugyénerallyafter six months of
pregnancyor during the birth procesand was delivereavithout showing signs of life
Explained another way, if what is delivered can be generally identified as &(tledtiss,
fetal parts such as the head or limbs were identifjdal)t it did not show any signs of
life upon delivery, it should be classified as a stillbirth.

1 Miscarriage:occurs when @regnancyspontaneously endat a stageof pregnancy
when the fetus is incapable of surviving ggendently, generally prior to fivemonths of
gestation Explained another way, if what is deliveihnotgenerally be identified as
a fetus, it should be classified as a miscarriage.

1 Abortion: Occurs when a pregnancytegminated (either spontaneous or induced.
spontaneous abortionrad a miscarriage are identical terms for the same event.

As part oftheir training,Volunteersand Promotershould be able to consistently and
accuratelyclassify pregnancy outcomes fraarvariety of outcome examples.

Step 3:At the nextscheduled Care Gup meetingthe Care Group Munteer will report all
pregnancy outcomeslentified since thelastmeeting he/sheattendedto the supervising
Promoter. Only outcomes for women that have resided in gfnegramareafor longer than six
months should be recded (see below) The Volunteer will need to tell the Promoter the
LINS Iy yi ¢ 2thelpseghancyyolitcdrBe, and the date of the pregnancy outcome
The Promoter will then record this informationtine Pregnancy and Birth Register.

Why only report vtal events for women who have resided in the program area for longer
than six months?
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Women who have not resided in the program area for six months are unlikely to have benefited
FNRY GKS LINPBAINI YQa KSFfUOGK LINRPY2(yautome@i A BAGAS
OKAfR RSIGK G2 GKS LINPAINIYQa 20SNIft adrkdrada
residence in the community may be indicative of her transitory presence in the program area,

also signifying that a pregnancy outcome or child teaill not be associated with the health

conditions in the community.

Note: A volunteer may still report thpregnancyof a woman who has not resided in the
program area for six months (as the woman may have remained in the program for six months
by the time a pregnancy outcome occurs).

Identifying underfive deaths

Step 1:0n at least a monthly basis, the Care Grdofunteer will visit all householdsith
underfive children and/or pregnant womein his/herassigned geographic area to ask if any
child deahs have occurred.

Step 2:f a child death is reported, theolunteer will seek to verify as confidently as possible

that the child wasyounger tharfive years of agat the time of death This can be determined

08 FalAy3a T2N o2 ithkndidldeSf dédthd WiRiEtHe d&td ofah stbdd 6 A NJ
be recent enouglfior the mother toremember accuratelyas it will likely have occurred

sometime inthe 2-4 weekperiod afterto the V2 f dzy” (aSt&idit)xtie mother may have

difficulty providing anexact date of birth for the child. In thtsse, the mother may be asked

how old the child was in days, months, or years (depending on how long the child was alive). If
the mother cannot provide this information @,in some cultures, a Western calerrda not
followed), theVolunteer can still attempt to verify that the child was uneere years of age in

the followingways:

Iy AT A A

 Ifthecth f RQ& 0 A NI K & blintedd,BheI2 NIIA R SSANNEK & dzIS NI A & A
gAtt KI @S I NI OfaEhigher PiegnhancyGKdBirtiRREgisted. AT K
Promoter can then use this information to verify that the child wasngerthan five
years of ageat the time of death(this willbecome more likely over time ondle
Pregnancy and Birth Register hagbhemplemented for months/years).

1 TheVolunteer can boose a regularly occurring event in the community, such as a
religious holiday, local celebration, season/time of year, or agricultural harvest time.
TheVolunteer can then sk the mother how many tingethis event has occurred since
shegave birth to the child. By using the time interval between when each event
regularly @curs as a guide, thélunteer canwork with his/her supervising Promoter to
make a estimateofthe childQa ' 3S G RSIFIK®
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 lfanyd AYyATFTAOLYylG S@OSyld Ay GKS O2YYdzyAdeQa KAA&
death of the child was reported @ a major flood, infhx/outflow of people,
construction of a community buildingtc), the Volunteer canask the mother if the
child wasborn before or after this eventlf the child was bormfter the event occurred,
the Wolunteer can be reasonably confident that the child was less than five years of age.

Step 3:At the nextscheduled Care Group meeting, t@are Group Munteer will repat any

underfive deathsdentified since thelastmeeting he/sheattendedto the supervising

Promoter. Only deaths for childrenf mothers who have resided in throgramarea for

longer than six months should be recordgzr rationale provided above)lhe Volunteer will

need toreport tothe PromotertheOK A f RQa y I Y S Ecarde defermina@) the A NI K 6 A T
date of death, and the age at death in days (if the child was less than one montmofdnths

(if the child was between one month and oyearof age or years (if the child was between 1

and5 yearsof age at the time of death TheVolunteer should alsoeport to the Promoter if

GKS OKAfRQA O0ANIK KIFIR 0SSy LINB@A2dzate NBLRZ2NILS
Register. Thiwill prompt the Promotertdfindi KS OKA f RQ4& LN Br¢gnafie vy dzY o
and Birth Registein orderto link the birth and deatHor record-keeping purposesThe

Promoter will then recorall ofthis information in his/hetnderFive Death Register.

Promoter responsibilities

ThePrey 2 1 SN A LINA Y |fodde MAB systdhiy ta documénthé identification of

all pregnant womenpregnancy outcomesand undesfive deathsreported in allassigned Care

Groups in his/her Pregnancy and Birth Resgiand Undefive Death RegisteiThese

responsibilitesareco 6 S OF NNA SR 2 dzii R dzNR with eachiofhis/heNE Y2 (1 SN &
assigned &re Grou (approximatelyonce a month. The Promoter will also be responsible for

verifying andsubmittingthis informationto his/her Supervisoon a monthly basisEach of

these responsibilities is described in detail below.

Recording pegnancies in the Pregnancy and Birth Register

Stepl: At every meeting with each of his/h&are Groups, the Promoter will agietCare
Group \olunteers if any pregnancies have been identified sinceptieiousCare Group
meeting.

Step 2:If anew pregnancyhas been identified by ®olunteer, the Promotemwill begin a new

entry in his/herPregnancy and Birth Register, creatingeavrsequential Pregnancy Number
following theentry. The Promoter will also record the month the pregnancy was reported, the
Care Group number, the name of tielunteer who identified the pregnancy, and the name of
the pregnant woman.
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Step 3:ThePromoterwill then work with theVolunteer to estimatehe month of delivery. If

the volunteer was able to determine the month that woman likely became pregnant, the
Promoter will take the number of months (if any) that has elapsed between the current month
and the month the women likely became pregnant, and subtract this number from the nine
months that comprises the length of a normflll-term pregnancy. This number of months will
then be added to the current montto obtain the expected month of delivery.

Example A Care Group ®lunteer reports a pregnancy at a Care Group Meetirggril,

but has determined from hediscussionsvith the woman that her pregnancy likely
began sometime ifrebruary The Promoter will subtract the time that has elapsed
from the approximatebeginning of the pregnancy until it was reported (2 months) from
9 months, to estimate the remaining length of the pregnancy t@ lmeonths This
number of months will be added to the current month of April to deterntinat the
expected monthof deliveryis sometime during or neaovember.

If the Volunteer was unable to determine the specific month that the woman likely became
pregnant,but was able to estimate the current trimester of the preguy, the Promoter may
Sy iSNJ I ot @xipectBdia®itiioRdelivery depending on the range of weeks that
may remain in the pregnancyor information on the range of weeks for each trimester, see
Care Group Volunteer Responsibilities: Identifying Pregnaneibsve.

Important Note: Itisnot ONA G A OF f (KIFid GKS t NRY2ZGSNDaA SEL
exactlyO2 NNB OGO 3IAGSY (KS I LILINE Starddatdp®dvidgd bif dzNB 2 F
the Volunteer. It is only importanthat the Promoterrecord areasonableestimate

given the informatioravalable. The determination of an expected month of delivery is

simplyfor Promotersto follow-up with Volunteers during onearthis expected month

to determineif a pregnancy outcome haaken place.

The Promoter has now completdds/her entry of the pregancy into the Pregnancy and Birth
Register.

Recording Irths and other pregnancy otcomesin the Pregnancy and Birth
Register

Step 1:At every meeting with each dfis/her Care Groups, the Promoteiill ask theCare

Group \olunteers if any births or othgoregnancy outcomebave beendentified since the
previousCare Group meetingPromoters should also inquire about a@yistingpregnancies in

the Pregnancy and Birth Register with expected months of delivery near or during the current
month to see if aroutcome has occurred.
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Step 2:If a newbirth or pregnancy outcombas been identified by ®olunteer, the Promoter
will checkhis/her Pregnancy and Birth Regisigging the Care Groupumber,Volunteer name,

FYR Y2U0KSNRa yIYS (2 hadie8oNdheghSecokded inithie SegistalBS Iy | y

If the pregnhancy has been red®d, and the woman has resided in tipepogramarea for longer
than six monthsthe Promoter may proceed witthe next step ofecording information on the
pregnancy outcomelf the pregnancy had not been previously recordedj(due to a pregnant
mother moving into the Care Group arfram another communityto give birth),the Promoter
should follow the instructions below before proceeding.

Recording an outcome for a previolysunidentified pregnancyThe Promoter shouldsk
the reportingVolunteer ifthe woman moved from aother Care Group area into his/her
area to give birththe area from which the woman arrive@nd the name of th€are Group
Volunteer that had been previgsly visitig the woman on a routine basi$ applicable(the
Volunteer should be asked to investigate this and report back astlesequentCare
Group meeting if he/shiad not yet inquired about this information)After obtaining this
information, thePromoter may pursue the following actions:

1 If the woman arrived from anothévolunteer area oCare Group areanderthe
PromotelQ & & dzLJ®éNBBoknatdr il likely be able to find the womantiis/her
own Pregnancy and Birth Registry udingt CareGrou @umber,Volunteer name,

A~ s oA

GKS Y2UKSNRE& yIYSsE 'yR (fkh&isthedasdi SR Y2y K

Promoter should make a note to inquire about this wonarthe next Care Group

meeting in this area. If théolunteer listed a®riginallyreLJ2 NI Ay 3 GKS 62 Yl y

pregnancy is able to confirm that the womegcentlymoved fromhis/her
geographic area of responsibility, tiheegnancy outcome information should be
completed in the original pregnancy enirythe register.

§ If the woman arrivedrom| Y2 G KSNJ /  NB DNRdzLJ | NBI 2 dzi aA R

supervisionthe Promoterwill make a noteof thisin his/her registerin penciland
inform his/her Supervisoof thS ¢ 2 Y | y (peevioyidlyréspansiblevolunteer,
original area of residencend pregnang outcome information. Once the

SupervisoK I & O2Y FTANNSR gA0GK GKS 20KSNJtNRY2GS

residence that the woman halB OSy (i f @8 Y2 @SR H®l®Y (KA A
NBalLR2yaroAtAdes (KS g2YFyQa LIntoalgdliny O
0KS NBIAAGNE 2F 0KS tNRY20GSNI FNRBY (KS
Promoter identifying the pegnancy outcome, once informed bys/her Supervisoy
shoulderase android the entry inhis/her register.

1 Ifitis determined that thewvoman arrived fran outside theprogramarea (and thus
had not been living in thprogramarea for at least six monthaeviously, the
pregnancy outcome should not be recorded.
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Step 3:The Promoter will ask th€are Group Munteerwhat he/she decided the prgnancy
outcomewasandhis/her reason for that decisionOnce the Promoter andolunteer have

agreed on the proper classification of the outcome according the public health definitions listed
in the Care Group Volunteer Responsibilitisection, the outcane will be recordedn the
registernumerically as follows:

1 ¢ Live Birth

2 ¢ Stillbirth

3 ¢ Other: pegnancy terminated before six montl$ gestationwithout a live birth
(includes miscarriages, spontaneous abortions, and induced abortions).

The Promotewill then record the date reported by théolunteer that the outcome occurred.

Step 4:0n the last day of each month, the Promoter will transcribeell pregnancies and
pregnancy outcomethat have been reporteduringthat monthinto a new blank Pregmcy
and Birth Register forreeparate fromhis/her own Pregnancy and Birth Registerhich will be
provided to thet N Y 2 SufeNddfor entry into the Vital Events DatabasBlew
pregnancies will be transcribed leaving the pregnancy outcome sectieachf entry line blank,
and new pregnancy outcomes should be listed as completed entries (including pregnancy
identification information) At this time the Promoter will alsimdicate in thereport to the
Supervisoany pregnhancy outcomes identified thatay haveoccurredelsewhere in the
programareafor follow up and verification.

Recording undefive deaths in the UndefFive Death Register

Step 1:At every meetingonducted by the Promoter their assign€are Groups, the Promoter
will ask theCare Group/olunteers if anyunderfive deathshave been identified since the
previousCare Group meeting.

Step 2:If a newunderfive deathhas been identified by ¥olunteerl Y R G KS OKAf RQ4&
resided in theprogramarea for longer than six monththe Romoter will begin a new entry in

the UnderFiveDeath Registercreating a new sequenti@leathNumber following theprevious

entry (if using carbon copiesisea new page in the registat the beginning of each month

The Promoter will also record threonth thedeathwas reported, the Care Group number, the
name of theVolunteer who identified thedeath,the name of thechild, and the date of death.

Step 3:.The Promoter will ask theolunteer to explain hovhe/sheverifiedthat the child was
younger thanfive years of agat the time of death If the exact date of birtis provided by the
Volunteer, the Promoter will be able to record this exact date afitim an age at death, which
may be recorded idays (if the child was less than one mowoftageat the time of death,
months (if the child was between one month and one yefaage at the time of deathor years
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(if the child was betweenne and fiveyearsof age at the time of deabh If the exact date of

birth is not known by th&/lunteer, but K S OKAf RQA O0ANIK ¢l a NBLRZNLS
Birth Registerthe Promoter should be able to findformation aboutthis child in the register

using the corresponding Care Group numbéiunteer name} Y R Y2 i KSThWR&a Y I YS
Pramoter will then recordhe mothelQ & W LINBHGY 2 WO &R 12086 (datk & birthihS OK A €
the UnderFive Death Register and calculate the corresponding age at death.

If the Promoter is unable to determine an exact date of bibiht the Care Groupolunteer is

able to provie an estimated age at death frohis/her interview with the mother, then the

Promoter will record this age estimate, along with a corresponding estimatauath/year of

OANILK OBNEFANYHKEDBRI 6SO0 Ay GKS WRIFIGS 2F 60ANIKQ

If for any reason it bammes clear that the child was not actuafiyungerthan five years of age

at the time of death, the death should not be recorded in the UAEe Death Register.

Step4L T GKS OKAftRQAa O0ANIK g1 & NBO2NRSR Ay (KS t
pregnancy number should be recorded int®eK A f RQ& Sy GFAN® DeatlyRefiste® ' Y RS NJ
Step 5 On the last day of each montthe Promoter will transcribe al ¥ (G KS Y2-y i KQa dgz
five deathsnto a new blankJnderFive Death Registéorm separate fromhis/her own Under

Five Death Registewhich will be provided to th&upervisofor entry into the Vital Events

Database If carbon copies are availabke Promoter will provide his/her Supervisor wih

carbon copyof the reported under-five deaths fo that (and begin entries for the next month on

a new page).

Supervisof Monitoring and Evaluation Coordinataresponsibilities

After data on pregnancies, births, and deaths in lregramarea are submitted by Promoters,
Supervisoraind/or aMonitoring andEvaluation Coordinatdhereafter uniformly referred to as
Supervisors 0 gAff 0SS NBalLRyairofS T2NI SYGSNAy3a (KAaA
previously discussed fBection 3.1: Establishing Data Collection Todtfss Database should

mirror the Pregnancy and Birth Register and Unéiere Death Register tools closely to make

data entry as simple ahefficient aspossible. Sample screenshots of the Supervisor data entry

tab in the Database have been provideddppendix 3.

In order to limit incosistencies in data entry and allow for pfbgramdata to be analyzed at
once, allSupervisorsvill enter Promoter reports into a single Vital Evebatabase. If
attempting to share a single Database is not practicaltdugelarge number oSupervisorsgor
the program(which may create conflicts in sharing/accessing a single Database file),
Supervisorsnay be required to forward their reports toMonitoring and Evaluation
Coordinatorfor data management fomerginginto the Vital Events Database. g case, the
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Supervisorsvill still be responsible for examining Promoter reports for missing data and
following up on pregnancies and births that may have been registered in other areas of the
program butthey will not be responsible for manual data eptactivities.

Entering pegnancies into the Vital EvesDatabase

Step 1 TheSupervisowill need to create a new unique Pregnancy Number for each entry

LINE A RSR 06& GKS t NP Y2 S NIDNunders willtowedap \gith thdsdd a 2 gy
in other RFomotersCRegisters). It is suggested that for each new Pregniddymber, the

Supervisobegin with the two digits of th&romoter Numbefollowed by a period and then the

t NEY2GSND&a 26y NBLR2NISR t NBIylFyoOe bsizyo SNI 6064

Example TheSupervisoreceives a report of a new pregnancy frélromoter 12 The
Pregnancy Numbek Y RA OF 4§ SR Ay (i K S178 NMESGgeiviSomdui enteSad A & (1 S NJ
new, unique pregnancy number in the Vital Events Database2di00178.

Step 2:TheSupervisog A f £ 021 GKS NBYFAYyAy3a FASEtRaA Ay (K
Birth Register report into the Database, including the following indicators: Year Reported,
Month Reported, DistrictSupervisoy Unit Number (SU #), Promoter Uniifdber (PU #), Care
GroupNumd SNJ 6/ D 10X +2fdzyiSSNI bl YSE a2iKSNRa bl Y!

Step 3:TheSupervisoshould highlight any missing fields for follmyg with the Promoter.
Entering births and other pregnancyubcomes into the VitaEvent Database

Step 1:Births and other pregnancies outcomes will be entered at the end of each month into
the Vital Events Database to complete previously recorded pregnancy entries (if they were
reported). This will require thBupervisoto find the regnancy number associated with each
reported pregnancy outcome, and then record the Pregnancy Outcome with the correct
numerical code (1=Live Birth, 2=Stillbirth, 3=0ther) and Pregnancy Outcome Date, Month, and
Year.

Entering an outcome for a previouslynidentified pregnancyin some cases, a Promoter may
report a pregnancy outcome, but has reason to believe that the pregnancy may have been
initially registered in another Care Group area outdig#her own areadueto information

he/she hageceived fronthe reporting Volunteer as well dse absence of a pregnancy record

ind KS t NIPregnanSyNatidBirth Registén these instances, thBupervisoshould

record a new entry with a Pregnancy Number, Outcome, and Outcome Date in the Vital Event
Databag. The entry should then be highlighted (in a color such as yellow) for follow up with
GKS FLIINBLINAFGS t NPBY2GSNIAY (G0KS 20KSNJ I NBI @
registered in another Care Group area, the Outcomeé @utcome Rte should le completed in
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GKS 2NAIAYylIfte NBIA&AGSNBR SyaGaNB Ay GKS RFEGFEOLI
5F4lol asSo ¢t2 a@2AR¢é GKS SyYyuNeBsz A0 aKz2dZ R 0SS
entries (such as red) and all fields should be cleafethta, but the Pregnancy Number should

remain in the Database for reco#aeping purposes and should not be duplicated by a

subsequent entry.

Example Pregnancy Number 08.000006 is voided in the Vital Events Database. The next
Pregnancy Number assignagregnancy reported from Promoter Unit 8 would be 08.000007,
andwould not replace the voided entry for Pregnancy Number 08.000006.

If the pregnancy outcome is discovered to have been reported for a woman who has not
resided in any part of thprogramarea for at least six months, the entry should be voided in
the same manner.

Step 2:TheSupervisoshould highlight any missing fields for follmyg with the Promoter.

Entering underfive deaths into the Vital Events Database

Step 1 TheSupervisowill need to create a new unique Death Number for each entry provided

o0& UGUKS tNRY2GSNI 6Fa |t NPBYagwiNEdse inbthef 5 S| K b dz
Promoters(Registers). Itis suggested that for each new Death Numbe&upervisobegin
withthetwodih 1 & 2F (GKS t NPY2(GSNR& ! yAG bdzYoSNJ 6t ! I (
t NEY2GSND&a 26y NBLER2NISR 5SS 0K bdzYoSNJ 6gAGK |0

Step 2TheSupervisog A f £ O2 L GKS FASt Ra ARfe DektlSRetidte® Y2 G SN
report into the Database, including the following indicators: Year Reported, Month Reported,
District,Supervisoy Unit Number (SU #), Promoter Unit Number (PU #), Care Group Number

0/ D 10X +2fdzyGSSNI bl YSZI / KAfRQA hyb¥é&hEredag R 51
aprecisedate (g.a 55k aak, ., €0 A T. Ifitlekxact dale has BobbigdnA Y S R

RS G S NI A wiHEDe énkeredor the date to approximate the middle of the month (so

the estimate has an equal likelihood of error whether theetidate is before or after).

{AYAfI NI &Y ancé¢ &aK2dzZ R 06S SYyUuSNBR F2NJ 6KS Y2y

Example 1¢ KS t NP Y2 (i SN & NBr@&poRes ReatRib DeSemBeP14.0TheNIi K F 2
Supervisoshould enter thisimthe D 4 S 2 F . A NIvmK KTAEtfOR & damp

Example2¢ KS t N2PY23iSNN&a NBO2NRSR Rl 5 ThaSupevigoNIi K F 2 1
should enter thisintoth& | 1S 2F . ANBHIRE #FASETR & dawmp
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Step 3:The Age at Death should be recorded as reported by thenBter in months. If the
child was less than one month oiéss than 30 daysol) G KS ' 3S &K2dzZ R

Examplet KS t NP Y2 3G SNRa NBO2 NR SBReats Tte Adedt DBaghl G K A &

should beenteredadb c ¢ 60 &SI NE A& oc Y2yildKa

Step 4:If the Promoter has linked the death to a Pregnancy Numbérsither Pregnancy and
Birth Register, the unique Pregnancy Number created for this pregnartbg Databasgnot
the number inhis/herregister) should be completed in the Pregnaiymber field for the
death entry in the Database.

Step 5:TheSupervisoshould highlight any missing fields for follayg with the Promoter.If
any deaths are later discovered to have occurred for childveo were older tharfive years of
ageat the time of deathor for children whose mothers lgenot resided in theprogramarea for
at least six monthpreviously these entries should be voided in the Database.
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SECTIONFOUR

Analysis and Interpretation of Under-Five Mortality Data

4.1 When to use undefive mortality rates to assesa healthprogram

Examiningnitial monthly trends in undefive mortality data over time can be usg to attempt

to assess if a programoving in the right direction in preventing child deaths. However, in

many cases, an ifdiA Rdzk £ Y2y i KQa {2 lukdérfivgdiaihs SilNdotaow 6 A NIi K &
F2NI I AdzZFFAOASYGf & LINB OA a-fve npytdlitg sikBatioh JURD fied 2 F |
very small number of events recorded:or this reason, as previously statéds

recommended thatt least 50under-five deathsare registeredat baselinein order to

calculate a reasonably accuratender-five mortality rate (with a 95% confidence interval of

roughly +30% of the calculated rate, depending on the number of birth&ing forward, a

programcan then calculatareasonably accuratender-five mortality rateon an annual basis

to assess program progressheminimum baseline of 50 undefive deaths per yeaensures

GKFG AT GKS LINRBPAINI YQi ectyhireéimordakty2inyttie prisdra#hS | LJ2
areaover the course of the projecannual mortality rates calculated in subsequent years

from the baselinewill still be reasonably accuratdown to 25under-five deaths per yeargs

long as the 95% confidence ietval for the rate remains below #3%4 which willdepend on

the number of births). Further instructions for calculating the 95% confidence interval of an

underfive mortality rate will be explained later in this section.

Expected Number of/nder-FiveDeaths Per Year

Expectel Number of U5 Deaths by Program P@&ize
Country USMR | CBR 80,000/ 100,000
Honduras 24 27 52 65
Cambodia 51 22 67 90 112
Pakistan 87 27 94 141 188 235
Ethiopia 106 31 66 131 197 263 329
Serra Leone 174 39 136 271 407 543 679

*Source: World Bank, 2011

Using the abov@able 1from Section 2.1it can be observed that a program in Honduras
serving 80,000 beneficiaries would be able to record themderfive deaths necessary to
calculate aeasonably precise unddive mortality rate to assegbe health programafter

roughly the end of the first year of the program (assuming approximd&2underfive deaths

per year). This wouldllow an NGO workg in this setting tevaluate the progr Y Qdiential
contributionsin reducing undefive mortality on an annual basis. Using a different example, a
program inHonduras serving@®000 beneficiaries might be able tecord over 25under-five
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deathsto calculate a reasonably precise undie mortality rate to assesa healthprogram
after the first year(assuming approximately 26derfive deaths per year)but if the under

five mortality rate declines over the course of the project, the subsequent annual mortality
rates may be too imprecig®e assesgorrelations between program activities and mortality
reductions.

It should be noted thatinder-five deaths may sharply rise for the first several months after the

MAP systenis established. This should not be cause for alarm, as it usiggifijes that the

system is steadily becoming more effective in capturingradler-five deaths in the program

FNBF (GKIFY RdZNAY3I GKS FANRG LKIFasSa 2F Ada AYLIX
are working effectively, thender-five mortality rate should begin to decline after this initial

increase.

To provide a real example of this phenomenon, unfilee mortality data from the first year of
a World Relief Care Group program in Cambedéprovided below.

Example DataSummary Informatiorfior Births and UndeFive Deaths in Ponhea Kriek
& Dombe Health Districts, 2000. (World Relief, 2008).

Births | 189 | 155| 136 | 141|130| 118 | 130| 166 | 178 | 129| 1472
Deaths| 19 |22 (20 |29 |18 |15 |25 |16 |16 |10 |190

As can bebserved from the table above, the numberwiderfive deaths roseoverallfrom
March until June, presumably as tliare Group Volunteefsecame more effective at
capturing all deaths in the community. By the end of the fiestryin December, the nundb of
underfive deaths had fallen to 10. For this reaserge recommenddiscountingthe first three
months of data towards calculating a baseline rat@his will allow time for théVIAP systento
realize its fulburveillancecapabilities before using tha@ata to analyze undefive mortality rate
trends.

Seasonality may also play a role in large mentmonth fluctuations, as births and deaths may
be more frequent during certain times tife year. By ensuring thainderfive mortality rates

are calculatd on an annual basjshe high variability asgiated with small numbers (such as
the number of vital events that occur from one month the next) can be avoided, resulting in
much more precisender-five mortality rates to assegsossible trends

Calculatirg an under-five mortality rate
The World Health Organization definas @anderfive mortality rateascthe probability that a

child born in a specific year or period will die before reaching the age of five, if subject to the
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agespecific mortality rates ahat periock (World Health Statistics, 2@L This definition
requires that theprobability of deathis obtainedfor eight periodsubinterval§0 months, 12

months, 35 months, 611 months, 1223 months, 2425 months, 3647 months, 4869 months),
withtK S G LINP O 0Af Al

82dzo Ay dSNDI ¢

and theinsufficientavailability of reliable ge-specific mortality ratelerived from a prospective

2F RSFOIK FT2NJ
deaths for thatperiod occurring between the limits of the subinterval to children who were
exposed to death in the period, by the number of children exposeddfetmlentering he

Ff A0S0 ¢
precise undeffive mortality rate as utilized by demographers, the complexity of the calculation

0 w dhis &nétiHA of calcwaton prl@Eéesa >

O

2 K2 NJi

cohort analysisn low-resource areaimits the utility of this method for NGOs monitoring

programs in these settings.

However, astrong estimateof anunder-five mortality rate can be calculated bykiag the total

number of undetfive deaths thahaveoccurred ina periodof interest and dividing this number

by the totd number of births in that periodand multiplyirg by 1,000.While this calculation is
not robust enough fohigh-levelscientific regarch, it can provide a very reliable undere

mortality rate estimate foprogram monitoring as long as there are not large fluctuations in the
number of births and agspecific risks of death from year to year (as described in assumptions

for MAP systen implementation in Section 1.3More importantly, since the rate is calculated

consistentlyusing the same methodologit should provide a good measure of changes in

under-five mortality in the program area assuming that no major qppagrammatic disrupons
(as mentioned previously) are present.

Example datdrom Year 1 of a World Relief Care Group project in Cambodia will bebetad
to demonstrate how to prform this calculation.

Births

From the table above, it can be observed théter discounting the first three months of data
collection,the 50cumulativeunder-five deaths necessary to calculate the first moitkatate for

iKS LINR2SOi

event data for each month together. This calculatioddmonstrated below.

Deathsfor JuneAugust 29+18+15 62 deaths

141

130

118

130

166

178

129

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Total

1472

29

18

15

25

16

16

10

190

oFtaz

AY b

Hnanec

1 Y 2ezofded by theickrBlusirodf AugubM y SQ NI
baselineunder-five mortality rate can now be calculated fduneAugustby adding the vital

Births for JuneAugust 141+130+118 389births
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The same calculation can be completed to calculate an dnmderfive mortality rate by
taking total number of undefive deaths that occurred in thgearof interest and dividing this
number by the total number of births in thgearand multiplying the resulby 1,000. Example
datafrom Year 2f a World Reéif Care Group project in Cambodibe first full year of the
project)will be used below to demonstrate how to perform this calculation.

Example DatasSummary Information for Births and UndEive Deaths in Ponhea Kkie
& Dombe Health Districts, 2000Wald Relief, 2008).

Jan Feb Mar Apr May|Jun| Jul Aug Sep Oct Nov Dec Total

Births | 153 | 159|146 | 118| 160 | 121 | 110| 114 | 113 | 100| 145 | 146 | 1585
Deaths| 13 |16 |10 |8 21 |17 |16 |9 12 |19 |19 |10 |170

AaQEo . e e e een e A .
sl))(qgmnbpmﬂﬂp nxO1 A A QA Aveé@didt mi EOROOE O

Calculating a confidence intervébr an underfive mortality rate

After calculating an unddiive mortality rate, it irucialto know how precise the rate is based

oni KS NI 64SQa OF f Odztf F i SR p:z O2 yaFiskcrpos@iDf tloy (i S NI |
figures or a range of number@an upper and lower limi computed specifically for a given rate.

That range then has a 95 percent chance of containing the "true" rate ateaunaffected by

chance events (Pennsylvania Departmenitesilth, 2012). When births anohder-five deaths

are being reported for everyone in the population of interest, the following formula can be

used to calculate a 95% confidence interval for an ufoler mortality rates, whereDis the

number of undeffive deaths, andis the number of births in the sae time period Breslow &

Day, 1987Selvin, 1991)

O p# Y[e) .
P 6(9 plitt 1t

FCKE @evyoz2f &adl yRAsqfag Kot aljnder & protBcsinQ ¢
specified quanty when multiplied bytself. For example} is a square root of 16
Vip @ 1)

Whenexample datas used from the month oAugustin the 2000 World Relief data presented
above (5underfive deaths, 11&irths) andentered into the equationit looks like this:
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When this is simplified, it gives us a 95% confidence inten& &fc 1914 underfive deaths

per 1,000 live births for thealculatedunderfive mortality rateof 127.1, meaning that we can

be 95% certain that the true rate (unaffectégt chance events) falls between 6Jand 192.8
under-five deaths per 1,000 for that monthAt first glance, this appears to be a very large
range, so it would be wise mssessi KS NJ (0 SQa& LinKalchldtekb3% codfitleacE R 2 Y
interval. A simpé methodfor assessingrecisionof a rateis todividethe upper limit of the

95% confidence interval by the calculated undige mortality rate, subtract 1, and multiply by
100 to obtain percentage by which the upper limit of the 95% confidence intereaeds the
calculated rate (this percentage will be the same for the extent to which the lower limit of the
95% confidence interval isde than the calculated rate, as the interval is evenly centered
around the rate) When the data from above are enggf into the equation it looks like this:

p W
P o

The confidence interval is roughl51%of the calculated undefive mortality rate and thus not
very precise.

P PTTUL B

Thiscalculation demonstrates whye recommend that mortality rate are calculated to assess
health programnly on an annual basis Using monthly data with small numbers of vital
events is likely to result in imprecise undere mortality rate calculations with 95% confidence
intervals greater than +40% of the calculated raBy contrast, annual data produces much
more precise uder-five mortality rates due to the higher number of vital events included.
Usingthe 2001 World Relief annual dapaesented above as aaxample (17Qnderfive

deaths, 1585 births), the equatido determine a 95% confidence intervabks like this:

pXTIPRQ VpXT
pltmtm
puLvYuU

When this is simplified, it gives us a 95% confidence inten@l .4f123.4deaths per 1,000 live
births for the calculated undefive mortality rate 0f107.3. This confidence interval is roughly
+15%0f the calclated uncer-five mortality rate, and thus much more precise.

It is very important to always calculate the 95% CI for each calculated-fimdenortality rate

to be certain how precise the rate is. If the rate is pagcise(with a 95% CI greater than +40%
of the rate), then more vital eventaeed tobe recorded befora rate can be reliably
calculated.Once severakliableannualunderfive mortality ratesand their corresponding 95%
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Clshave been established for the program area, basic inferences about tnemdsrtality rates
can be made.

4.2 Determiningif an underfive mortality trend exists

Oncemultiple annualunderfive mortality rates have been calculatetlesemortality ratescan
be analyzed to determine & statistically significantnortality trend exiss. An Extended
Mantel-Haenszel Chi square test is recommended for this type of trend analgdise test
calculates theprobabilitythat a linear mortality rate trend is horizontal (i,enotrend is
presen). If the resulting p value from thisst is less than .05, there is l@aasta 95%
probabilitythat a mortality trend truly exists in thprogrampopulation(depending on the p
value) As this calculation can Iiene-consuming if performed by hand, it is recommended
that staff use theStatGlc, Chi Square for Trerfdnction within the free open source software
packageEPI Info 7available for free on the Centefsr Disease Control website
http://wwwn.cdc.gov/epiinfo/7/index.htm

Below ae stepby-step instructions for determining if a statistically significant mortality trend
exists in thgprogramarea usindg=PI Info7. For further information on the Extended Mantel
Haerszel Chi square test, please consult the following reference:

Schlsselman, JJ. (198ZaseControl Studies: Design, Conduct, Anafpgps200206).
New York: Oxford University Press.

Step 1:0Obtain multiple undeffive mortality rates for thgorogramareaover time to use for
trend analysis. Only unddive mortalityrates for time intervals including at leasd deaths
should be usedh this calculatn to ensure adequate precision

Step 2:0penEPI Info 7 In the Menu toolbar, select thgtatCaldool, then chooseChi Square
for Trend. This should lead you to thersen below.
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lAddRowl

p value

Step 3:Entereachi A Y'S A yital Susdddafa &the following fields iraeh row

1 Exposure sore: The number assigned to each entry in the formula. The entriesean b
numbered simply as 1,285 etc.to correspond to each annual ntality rate.

1 CasesThe number of deathsccurring in the time interval

1 Controls:The number of births occurring in the time intervialinusthe number of
deaths occurring in the same interval

1 Odds atio: This field will automatically calculate a comatwe odds ratio for each
succesive rate after the first entry (this calculation is beyond the scope of this manual,
as we are only interested in the resulting p value of the trend calculation).

Step 4:The program will automatically calculate the chiarpvalue and corresponding p
value. If the p value is less than .@gre is at least a 95% probability that a mortality trend
truly exists in theorogrampopulation (depending on the p value)

Three examplérend analysisalculationsand their interpetationsare explainedbelow using
the example data frona dataset ofannualunder-five mortality rates taken from the previously
cited Care Grouprogramin Cambodia.

Example dta

Year | Number of Births Number of Deaths USMR
Jun-Aug. 2000 (baseline) 389 62 159.4
2000 Year Total (Year 1) 1472 190 129.1
2001 Year Total (Year 2) 1585 170 107.3
2002 Year Total (Year 3) 1546 119 77.0

2003 Year Total (Year 4) 1429 93 65.1
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| 2004 Year Total (Year 5) | 1530 \ 45 \ 29.4
Source: World Relief, 2008.

Example 1Does d@rend existfrom the baseline rateto the end of Year 1 rate?

The baseline andnd ofYear 1 vital event data are entered into to thevgram as
shown below.

SiatCale - Chi Square for Trend

Analysis For Linear Trends In Proportions

Exposure Score Cases Controks Odds Ratio
1 62 327 1.000
2 190 1282 0.782

Add Row

2.67834
0.10175

The resulting p valu@©(10175 indicates that thebservedrisingtrend in theprogram
mortality rate from the baseline measurement to the end of Year 1 is not statistically
significant from zero (no trend) at the .05 level. This is not altogether surpgsiag

the relatively short time frame that has elapsidm the bagline measurement (only
around 4months) thefact that the annual rate includes data from the baseline rate and
thus is less dissimilaand the fact that mortality rates usually rise after the baseline
measurement in the first year as the data collection system becomes miwetietat
recording all deaths in thprogramarea.

Example 2Does a trend exist from thend of Year 1 rate tahe end of Year 2 rate?

First, theYear landYear 2vital event data are entered into to the program as shown
below. The original baselinete is omitted in this case, as it is encompassed by the
total end of Year 1 rate.
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SiatCale - Chi Square for Trend
Analysis For Linear Trends In Proportions

Exposure Score Cases Conivols Odds Rabo
1 190 1282 1.000
2 170 1415 0.811

Add Row

3.70865
0.05410

The resulting p valu®©(05410 indicates that the observeahortality rate reduction
trend in theprogramareafrom the end of Year 1o the end of YeaR is not statistically
significant from zero (no trend) at the .05 levdlhis would be interpreted to mean that
there was anot a statisticallysignificant reduction in undefive mortality between the
end of Year 1 and the end of YearThis indicates thafurther mortality trend data is
needed to more confidently confirm change inmortality.

Example 3Does a trend exist from thend of Year 1rate to the end ofYear 3rate?

The Year 1, Year 2nd Year ¥ital event data are entered intthe program as shown
on thefollowing page.
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StatCalc - Chi Square for Trend
Analysis For Linear Trends In Proportions
Exposure Scare Cases Conivols Odids Rabo
1 190 1282 1.000
2 170 1415 0.811
3 119 1427 0.563
‘4Add Rowl
22.29681
0.00000

The resulting p valué®(©0000 indicates that the observed mortality rate reduction
trend in theprogramareafrom the end of Year 1o the end of Yea8 is strongly
statistically significant from zero (no trend) at the .05 levEhiswould be interpreted
to mean that there was a significant reduction in undiee mortality between theend
of Year land the end of Year 3.

Theseexamples demonstratewhy it is recommended that a mortality measurement system
should only be implemented fgrograns with a minimum duration threef years, as it may
take this longo obtain acomplete enoughiepresentation of therends inunderfive mortality
rates in the program areto make a confident evaluation. This example was chosen owing to
the fad the mortality trends it exhibitsare illustrative of common developments that often
occur during the first three years after the establishment &iAP system

Year 1 The Year 1 mortality rate is established.

Year 2L ¥ (0 KS LINE 3 NI YdeeffeétidltHerd Wil likely hetoAsiderabld S &
reduction in the number of undefive deathsbetween the end of Year 1 and the end of
Year 2. Howevedue to the fact that the amount of time that has elapsed from the
start of the programuntil the end ofYear s still relatively shortthis decrease may not
yet represent a statistically significant reduction in the mortality rate.

Year3! dadzYAy3d (KIFG GKS LibRtEUsIoddude mir@lityt G K Ay A
ratesconsiderablyfrom Year 2 to Yed, the Year 3 mortality rate will likely represent a
statistically significant reduction fromhe end of Year 1 rateshowing a correlation

0SU6SSY GKS LINPINIYQa FOGADGAGASE YR Y2NIl
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By regularly assessing trends in unéige mortality over the duration of thgprogram program

staff can makenterpretationsabout the changing rates child deathdgn the community.

These trends can then be compared with national and regional trends (if data are available) to
provide further context fo the progranf) @complishments Areduction in undeffive

mortality can begenerallyattributed to a program if the following conditions are satisfied:

1 A statistically significant reduction in undive mortality has been observed in the
programarea

1 Service coveragand acceptances high in thgprogramarea (this should beerified
through household surveys

1 Reductions in undefive mortality have not occurretb the same extehin non-
programareasor in the subnational area where th@rogramis lccated

1 Theprogramarea is similar to other noprogramareasfor the basis of comparisonith
regard to contextual factors, such as demogrataracteristics, geographic and
cultural factors, and level of development

9 Other factors that nght cause chages inthe underfive mortalityrate in a short period
of time, such as rapid ir or out-migration,havenot been present

It is important tore-emphasizehat, in the absence of an experimental randomized control trial
YR (NHzS WwWO2y (i bidparison, Geddviestdziclilsgtiéns dagnbidedinitively prove
GKIFG I LINRPAINF YQA A éauSehhld&hnd in uhgefive indrtdlityiSa RA NS Ol f &
O2YYdzyAGledT NI GKSNE GNBYR Fylfeaira OFy LINRGS
strongly corelatedwith the underfive mortality declines in program area if all of the above
conditions are met.

If one or more conditions areot met, while the program may hawntributedto reducing
underfive mortality in the project area, ils moredifficult to attribute the mortality declingo
0KS LINRBPINI YQ& Ay (S NiEms yiay ha¥e/bédebonfouhdinkfactorapiiesedtS O dza S
GKIG O2dzA R KF@S fa2 AyFtdzsSyOSR GKS Y2NIIFfAd
the concurrentinitiation of agovernment initiative to improve healthcare access, similar levels

of decline in mortality at the national level, etc.).

4.3 Presentation of undeifive mortality trend data

After the MAP systenhas been established and is regularly collectingaat undetfive
mortality rates in theprogramarea, program staff may be askawlanalyze the data to evaluate
the progress of the program in reducing child deaths presentthe findings tovarious
programstakeholders includinthe programQ l@adership community members, government
officials, and donorsSeveral options for the presentation of mality trend data are described
below.
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A table of underfive mortality rates with confidence limits

A table is a useful tool to display trends in undige mortality rates while showing the

audience the exact data pointerfeach time period of interestThese rates can also be
displayed with confidence intervals to give the audience an understanding of the precision of
each mortality rate estimateAn exanple ofan annualatatable with confidence intervals
usingdata from theWorld RelielCare Grouprogramfrom Cambodia is provided below.

Number of Number of 95% Cl
Jun-Aug. 2000 (baseline) 389 62 159.4 119.71991
2000 Year Tat (Year 1) 1472 190 129.1 110.71474
2001 Year Total (Year 2) 1585 170 107.3 91.1-1234
2002 Year Total (Year 3) 1546 119 77.0 63.1-90.8
2003 Year Total (Year 4) 1429 93 65.1 51.9783
2004 Year Total (Year 5) 1530 45 29.4 20.8380

A graph displaing plots of observed undefive mortality rate data over time

A graph is useful at providing a visual depiction of meevtality trends are changing in the
programarea over time.Graphswill be generally most effectivevhen displaying annual trends

in mortality rates over several years, as the significant fluctuations in mortality rates that may
occur from month to month may make accurate interpretation of singdar graph difficult. An
example of an annual unddive mortality rate trend graph witlupper and lower bounds of the
95% confidence intervals for each data paising the World Relief data aboiseprovided

below. An underfive mortality trend graph geerator has also been created and can be
accessd at:

Www.coregroup.org/storage/Monitoring___ Evaluation/Mortality Assessment/USMR_Trend Chart Crea
tor.zip

When using the USMR Trend Graph Generator, simply input the USMRs andWUppe&r 95%

Cl bounds for each period of interest (replacing the example data), and the trend graph will be
automaticalyd Sy SNI G SR @ .S adaNB G2 NBYFYS GKS LISNR 21
June! dz3dza ¢ 0 @
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A narrativeexplaining undetfive mortality rate changes over time in the context of the
LINREINIF YQ& | OGADAGASaE

Anarrativeproviding thecontext in whichunderfive mortality rates have changedver time
will be essential for the interpretation of any dathat is presented. This narraé may include
how trends in mortality rates coincided with theitiation of various program activities, and
how this information providessomeevidence thathe progrand | OG0 hépgth Sa | NB
achieve objectivefor improvingthe health statusof chidrenin the community. The narrative
may also provideontextual information to aid in the interpretation ofortality rate
fluctuations guchasseasonalityflooding or droughtsetc.)and how undeffive mortalityrates
in the programarea compare to nder-five mortality rates at the national or regional level.
Making the case for thattribution of the program to a portioof the declines in undefive
mortality will be bolstered bydditionalevidencein this arearegarding the increase in
coverage bkey child survival interventions in theggramcommunities(relative to a
comparison area athe region in which the programs located) or riative to the decline in
underfive mortality in the region or countrylf it is of relevance to the audiencene narrative
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may alsanclude an explanation dghe statistical basis for assessing the significance of mortality
trends.

Making use otinderfive mortality ratedatais essential t@ssessing the effectivenessanf
childhealth program. Ithere has leen asignificant redution in the rate of child deathspart
of this task islready completed All that is lefis presentthe datain a way that is relevant,
informative, and understandable to variopsogramstakeholdergo tell the story abouthow
your programhas been successful.
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SECTION FIVE

Quality Assurance

Establishing a quality assurance process for data gathering at all téWeésMAP systems of
fundamentalimportance to ensure that all pregnancies, births, and deaths iptbgramarea
areidentified, accurately reportedand recorded.Thestrong system of supervisianherent in
the Care Group Modés$ essential to this procesmaking it possible for all vital events to be
systematically reviewed by each tiermfogrampersonnel The constant validation of data by
successive tiers of supervisiatong with other proactive quality assurance activitigd make
it difficult for inconsistent or missing data to escape detectibverebyensuring theaccuracyof
the calculated undefive mortality rateghat are reported The quality assurance
responsibilities for each tier gfrogrampersonnel and thesuggestedrequency oftheir
executionare described below.

Care Group Volunteeresponsibilities
During each household visit:

1 For al births, other pregnancy outcomeand undetfive deathsreported:

0 Ensure that the woman/mother has resided in gpegramarea for at least six
months before reporting an everftvith no extended absences of longer than
four monthsin the past yeax Women who have not resided in thgrogram
area for six months are unlikely to have benefited fromphegrana KSI f § K
promotion activitiesenoughto attribute a pregnancy outcome achilddeath to
theprogramQ & 2 @S NI @Additichally, thershoit dudignof I g2 YI y Qa
residence in the community may be indicativehef transitory presence in the
programarea, also signifying that a pregnancy outcomefutd deathwill not be
associated with the health conditions in the community.
Note: A volunteer nay still report the pregnancy of a woman who has not
resided in theprogramarea for six months (as the woman may have remained in
the programfor six months by the time a pregnancy outcome occurs).

During every Care Group meeting:

f Notify Promoterofany§ 4 62 YSy 2F NBLINRBRdzOGAGS | 3S Y20
geographic area of responsibility.

1 Alert the Promoter if a pregnamtoman is moving outside of his/h€are Group area to
give birth. This is especially important in contexts where women traditignaove in
with relatives to give birth, such as India and Pakistan (Rahman et al., 2003).
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1 Inform the Promoter if he/she hagpcoming plango be absent from therogramarea
for more thanone month This will allow te Promoter to plan for anotheralunteer to
visit his/herhouseholds to ensure that all pregnancies and vital events are recorded.

Every month

1 Visit all households in thgeographic area of responsibility émsureall women of
reproductive age & accounted for and registered and to iddgythew pregnancies in
women who might not currently be in a Care Group.

Promoter responsibilities
During every Care Group eeting:

1 Ask each Care Group Volunteer if he/she allketo visit all households and meet with
all women of reproductive age ims/her assigned geographic argalf there were any
womenthat they were unable to comict, the Promoter shoulahote thesehousehold
on his/her community map (including date of last contaat)d ask theCare Group
Volunteer to attempt to followup with thesewomen before the next Care Group
meeting. The Promoter should ensure that ti@are Group Volunteer has inquiretl a
the next contact with the wome aboutany births, other pregnancy outcomes, or
deaths that have occurred since last contact (not just & phevious month).

1 Examine the Pregnancy and Birth Register for any pregnancies with expected dates of
delivery in the previous, current, and upcoming month with outcomes that have not yet
been recorded.Inquire with the responsibl€are Group Munteersif outcomes have
yet occurred.

1 For all reported pregnancies:

0 Ak theCare Group ™Munteerto explain how he/sheletermined the expected
month of delivery(including what questions he/stesked and the signs and
symptoms of pregnancy that the woman exhilije Ifit becomes clear thathe
Care Group Munteer is not confident itis/her estimation or provides an
unusual explanation, assign a more experienCede Group dunteer to
accompany him/heto verify this estimate and repbback at the next Care
Group meeting.

1 For all reported birthgnd other pregnancy outcomes

0 Ask the Wlunteerto explain how he/shaletermined the pregnancy outcome
(including giving details on hothie outcome should béesignated using one of
the standardpublic health definitims provided in this manugl Ifit becomes
clear thatthe Care Group ®unteer is not confident in how he/she has
determined the reported outcomer provides an unconventioné&br non
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standarg explanation, assign a more experiendedre Group Volunteeot
accompany him/heto verify this estimate and report back dte next Care
Group neeting.

1 For all reportedunder-five deaths

0 Ask theCare Group Munteerto explain howhe/sheascertained that the child
was under five years of age by determining the agdeath (including if the age
reported is a rough estimate or exact). If it becomes clear thaChee Group
Volunteer is not confident in how he/she hdgtermined the reported age at
death or provides an unconventional explanation, assign a moreraxged
Care Group Volunteer to accompany him/tiewerify this estimate and report
back at the nexCare Group meting.

o If aCare Group ™Munteer reports that a child died shortly after birth, make sure
that both the birth and death are recorded in theippropriate registers. Also
havethe Care Group Munteer describe how he/shdetermined that the child
was a live birth and not a stillbirth.

When turning in Pregnancy and Birth Register and Undéfére Birth Register reports to the
Supervisomt the erd of each month:

1 Make sure all reported entries in el register report are completand legible if a
carbon copy system is utilizetthjs includes checking that any carbon copies of reports
have clearly replicated the original form). If any data aresmgfrom an entry because
the Promoter is waiting for additional followp and veification from the responsible
Care Group Munteer, the Promoter should make a note next to these entries in the
reports.

Every six months:

1 Personally verify all birthother pregnancy outcomesndunder-five deaths that have
occurred amongst alCare Groups undér K St NIsyperis®miithe previous six
months. This will involveirectly contacting all women with recorded births, pregnancy
outcomes,or underfive deaths in the past six months to validate all recorded entries in
both the Pregnancy and Birth Register and UAgi®e Death Register. Any resulting
discrepancies should be amended with the correct information and reported to the
Supervisofor rectificaton in the Vital Events Databases well as followed up with the
reporting Care Group Munteer to determine the cause of the error and to provide
refresher training if necessary. If the Promoter is unable to reach any of the women
during this verificatyy SESNODA&SY G(KS t NPY2USNI Larét Ay Tz
Group \olunteer to notify the Promoter when she is available for a foligw
appointment.
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1 Interview 510non-Volunteer key informants irach Care Group communifguch as
community leaderstraditional healers, religious leaders, traditional birth attendants,
etc.)to ask about anyirths or under five deaths they are aware of thabk place
during the previous six months and cross check this with the vital events registered by
the Care GropQ ¥olunteess. The Promoteshould thenpersonallyerify and addany
missing births or undefive deathghat have been identifiedo their Registers and
report them to their Supervisor for inclusion in théal Events Database. The Promoter
should asoidentify the Care Group Volunteer(s) who was/were responsible for the
areas where the missing vital event(s) was/were found for follgnand refresher
training if necessaryAnypatterns in missing data over time (i.e. consistent omissions
during rairy seasons, for most remote households, etc.) should also be investigated.
Note: Care Group Volunteers should not be involved in the selection of key informants
to avoid potential biases.

1 Hold a small Volunteer Recognition Meeting every six months for €act Group and
award a prize to the Volunteer who htt®e highest rate of matching reported and
verifiedvital events to encourageighdiligence in capturing all births anohderfive
deaths in their geogphic areas (and thus attempt address potentiaissues in under
reporting. Over-reportingof vital events will also bdiscouragedhrough this approach,
as all vital events will be peysally verified by the Promoter.)

1 Redraw geographic boundaries on the community map for €anfe Group dunteer
asnecessary to ensure that any newly present households/women of reproductive age
in the area are accounted for and registered to be visited on at least a monthly basis.

Ongoing:

1 Remain alert for any consistently occurring errors, irregularities, or migsitag
reported byCare Group ™Munteers. If these occurrences are concentrated in a specific
Care Group Munteer, refresher training should be provided. In the event that
individual errors continue to persist, the Promoter or another experierCace Goup
Volunteer should accompany theare Group ®unteeron field visits to observe his/her
work andbuild capacity teeffectivelyperform his/herresponsibilities If consistently
detected errors, irregularities, or missing data prove to be systemat@sagnanyCare
Group \olunteers (or across Care Groups), this should be reported t&tipervisoas
soonas possible for investigaticand resolution
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Supervisof Monitoring and Evaluation Coordinataresponsibilities
Upon receipt of Promoter reports dhe end of each month:

1 Examine all entries in each Pregnancy and Birth Register report and eachRiveer
Death Register report fdegibility, as well amissing or irregular datée.g.an estimated
RFEGS 2F 0ANIK dzyl t A3y Skturadlypdéfiked pregaikdy t RQa I 3 S
outcome provided rather than a public health definition with accompanying code, etc.)
Any irregularities or missing data should be followed up with the appropRabenoter
within two weeks of his/hemonthly report to determine the cause of the error and to
provide refresher training if necessary.
1 Investigate any pregnhancy outcomes reportedabfromoterthat are suspected to have
been initially registered elsewhere in tipgograml NS G | g2 Yl yoRa LIS N
residence Confirm these reports with the Promoter in the arealué vomag/ Q a
permanent residence (through his/h&upervisorif necessary), and update the Vital
Evers Database accordingly so the outcome is not recorded twice. The Promoter
reporting the outcomeshould also be notifiedaf KA & A a&ddzSQa NBaz2f dzi A 2
Pregnancy and Birth Register can be updated.

On an annual basis:

1 Reenter all submitted Pregnancy and Birth Register and Uikdee Death Register
entries into a new, separate database to ckdgat the routine database produces the
same USMR results. Investigate and correct any discrepancies or omissions.

{1 Prepare and provide each Promoter with a Vital Event Monitoring ReportfGatige
year. Include thdollowingareas of interest

o Timeiness of reportsinclude information on the number of Pregnancy and
Birth Register and Undédfive Death Register reports submitted on time and the
number of reports submitted late/not at all.

o Clarityof reports: Include the number of reports that were smiitted with no
errors, the number oérrors that required minor corrections by the
SupervisorMonitoring and Evaluation Coordinataand the number of problems
that required followup by the Supervisor for correction.

0 Accuracy of reportsCompare the numbreof births and undefive deaths
reported by a Promoter over the course of the year with the averamgesach of
the other Promotergcalculated by dividing the total number of births/under
five deaths reported in the project area by the number of Proms)d°rovide
comment on whether the numbers seem normal and foHopvif necessary.

55| Page
FIRST EDITION, JAN 2013



A NOTEThis is an imprecise assessment of accuracy that is only meant to
identify very irregular reporting patterns from Promotershelnumber of
Care Groups/ Volunteers/duseholds for each Promoter should be
similar,sothe project population covered by each Promostrouldbe
similar as well. This means that the number of births and wfiger
deaths should be roughly similar on average for each Promoter. While
deviations from the average arexpected, angxceptional differences
should be identified for followp and investigation.
o Feedback informationincludea sectionon the report cardor the Promaer to
respond to the following questions:
A a2 KFEGd I NS YNSWBLRNIMAWRA &A% {ySaasSaks
A a2KFEG gAff L R2 G2 AYLINROS NBLR2NIAYS3
Aal2g Oy Yeé {dzZLSNIAaA2N) KSf L) YSKé
Aal 2 Oy L o6SGOGGSNI adzLIL2 NI GKS x2f dzyi
x Additional suggestion: Hold a Promoter Recognition Meeting at the érdah
year. Award small prizes to Promoters who submit 100% of their reports on time
and Promoters who had the least amount of reporting errors.

A sample template for a Promoter Vital Event Monitoring Report Card can be found in
Appendix 4(this report @rd isadapted from Rapid Results Tracking Project, Institute for
International Programs, Johns Hopkined@hberg School of Public HealthAn Excel
spreadsheet has been created to automatically generate individualized charts for each

t N2 Y 2 ( S NIsiClatity, %8l Adcuyfayeof s, which can be accessed at
Www.coregroup.org/storage/Monitoring__ Evadtion/Mortality Assessment/Promoter Vital Event M
onitoring_Report_Card Chart Creator.xls

Simply replace the sample numbers in each field with your own statistics for each Promoter,
and each chart will be automatically generated.

Ongoing:

1 Investigate any suspected systematic occurrences ofgriegularities, or missing
data in theMAP systenasquicklyas possible Supervisorshould pay especially close
attention to sudden, largehanges in the monthly number of births or deaths reported
as this may indicate problem inthe surveillancesystem. Depending on the results of
this investigation, th&Supervisomay recommend the relevelopment of data
collection tools or the reraining ofCare Group ®unteers or Promoters to improve the
actaisSyQa grtARAGE®

1 Ensure that Care Group Voluntsere promptly recruited and replaced when there is
turnover.
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Appendix 1: Pregnancy & Birth Register

Sample form

FOR USE BY PROMOTER

Pregnancy
Number

Complete when pregnancy is identified

Month
Reported

Care
Group
MNumber

Volunteer
Name

Mother's Name

DISTRICT:_L
SUPERVISORY UNIT: =

PROMOTER UNIT: _Z:

PREGMANCY & BIRTH REGISTER

YEAR: 01 =

Complete after pregnancy
outcome

Pregnancy
outcome code®

Date of outcome
(DD MM YY)

1 1 4+ Fatar.aba Seca)q ol bvetbe FASser = 1 1m0 L=
=3 1 4+ Khadija heltmash Arilnabs Secay a =2 fue e g b )
= 1 L Jeelle Kororea Lzl Tenneh 3 1 LL/097°13
-+ =2 5 Savah Mathis Seling Lavsana 1O i A
=] = L Akl BEchar Fenvouy Kergo Lo 1 bR b ]
& = & | ~areakon Thiare Clawdette Muangpeh It i 1IFA LA
¥ = = Sz Conkeh Aupustd Lk L1 ] s

tPregnancy outcome codes: 1=LUive birth; 2=5tillbirth; 3=Pregnancy terminated before & months of pregnancy without a live birth {inc. miscarriages,
spontanesus aboertions, and induced abortions).




Appendix 2 : Under-Five Death Register

Sample form

Death
Number

YEAR:Z (1

=)

Month
Reported

FOR USE BY PROMOTER

Care
Group
Number

Volunteer
Name

MR Cenkek

UNDER-FIVE DEATH REGISTER

Child’s Name

Sahr Bl

Date of Birth
(DD /MM /YY)

Pyl

e
k= L=

Date of Death
(DD/MM/YY)

DISTRICT:__=

-

SUPERVISORY UNIT:__I

PROMOTER U

Ape at Death
(Mark [X] box of
appropriate unit)

NIT: =

Pregnancy
Number
(if applicable)

| =
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A KAvnR

1170410

[lpays[idnonthsJvears:_==_
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WEFE BrLials
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I:| DaysE\MnnthsD\’ears:_ #_
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Edlriind S£si

roces Sokoh

15/08/0%

02/08/13

Cloays[Imenthsfzdvears:__+_

1¥

]+

b
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Lot REmrpnad

el Yusef

L Tn e

2500518

I:| DaﬁEMnnthsD\‘ears'._: &

[Ny

1)

I Tewiaeh Zari

Fedlay Avif

D52

DEARME

[Hoays[_Imenths[ Jvears: 1 |

=3

DDay*sDMDnths[:]\‘EErs:

CpaysCIMenthsJyears: |

DDay*sDMDnthsEl\‘ears:

CoaysImentheJyears: |

DDay*sDManthsD\‘ears:

CoaysImenthsJyears: |

DDay&DManthsD\‘ears.

Coays[Menths[Jvears: |

Cloays[CMonths[ Jvears:

Coays[IMenths[]vears: |

CJoaysImenths[_]vears:

DDaysDMnntmD\"Earsz_ I

OoaysImenths[_]vears:
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Appendix 3 : Vital Events Database

Supervisor Ta b, Sreenshot 1: Pregnancy & Birth Register

A v k|

A B C D E F G H J K L M N 0 P Q
il Pregnancy and Birth Register Under-Five Dg

2 Pregnancy Outcome Date

I ] =<

Pregnancy
Number

Expected Month | Pregnancy

Volunteer Name | Mother's Name Month | Year

of Delivery Number |Repori

111}

2
44 » M| Supervisor 1 / Supervisor 2  Supervisor3 . Supervisor4 . Supervisor 5 Statistics #~Formula-Instructions=" *J Ml 1

ety 73 ([EOOgmR )
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Supervisor Tab, Screenshot 2: Under-Five Death Register

P4 vio k|

1 Under-Five Death Register

Death | VYear
Reported |Reported

Year

Number Number | Number | Number

Volunteer Name |Child Name| Date of Birth| Day | Month | Year

AA | AB AC AD AE i

Date of Death

Pregnancy
Number
(if applicable)

Age at Death
(Months)

Har M Supervisor 1 Supen)iser / Supehiisoré ) ‘S'upen’/isor4 \'Sup'errviédr 5 Statistics _+=Formuladnstructions= )

{111}

Ready |
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Database Statistics Tab Screenshot

A B C D E
1 Datapase z
2 Year Month |Total Number of Births |Total Number of Under-Five Deaths |Under-Five Mortality Rate
3 [20xx Jan 0 0 #DIV/0!
4 120XX Feb 0 0 #DIV/o!
5 |20XX Mar 0 0 #DIV/0!
6 20XX Apr 0 0 #DIV/0!
7 |20XX May 0 0 #DIV/0!
8 20XX Jun 0 0 #DIV/0!
9 20XX Jul 0 0 #DIV/0!
10 20XX Aug 0 0 #DIV/0!
11 20XX Sep 0 0 #DIV/0!
12 [20XX Oct ] 0 #DIV/o!
13 |20XX Nov 0 0 #DIV/0!
14 20XX Dec 0 0 #DIV/0!
15 Year Total 0 0 #DIV/0!
16
17 20XY Jan 0 0 #DIV/0!
18 20XY Feb 0 0 #DIV/0!
19 20XY Mar 0 0 #DIV/0!
20 | 20XY Apr ] 0 #DIV/o!
21 | 20XY May 0 0 #DIV/0!
22 |20XY Jun 0 0 #DIV/0!
23 1 20XY Jul 0 0 #DIV/0!
24 20XY Aug ] 0 #DIV/0!
25 1 20XY Sen 0 0 5 #DIV/0!
4 4 » M Pregnancy & Birth Reqister Under-Five Death Register | Statistics (DO NOT EDIT) - ¥
Ready | =
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Appendix 4: Promoter Vital Event Monitoring Report Card

I R LJG SR T NPRéal Tithe{Results Trackir@:ZCR¥port Carg2012).




