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1. INTRODUCTION

1.1 Country Background

Concern with infection prevention and injection safety has been growing in Mozambique, in part due to the AIDS epidemic and the shortcomings of the current health system. Various activities now address Infection Prevention and Control ( IPC), including injection safety, application of universal precautions and hospital waste management and elimination. There has been a parallel development of initiatives in the MOH and the international movement to deal with these issues. In fact the issue of injection safety has become one of the priorities of WHO and UNICEF (Abidjan meeting, 1994). Within these initiatives WHO has developed a tool to assess injection safety in developing countries. In Mozambique this assessment was carried out by UNICEF, in collaboration with the MOH, in March 2004.

One of a number of national injection safety projects funded by USAID and implemented by John Snow Inc. (JSI), supported by PATH, the Academy for Educational Development, and The Manoff Group, the Making Medical Injections Safe (MMIS) project in Mozambique started its activities in April 2004. The project used the findings of the national injection-safety assessment as a basis for developing its first activities and work plans. The questionnaire used in the national assessment was adapted for a baseline assessment in the first four cities where the project started off. The initial implementation sites were in the following provinces: Gaza (Xai-Xai City), Zambézia (Quelimane City), Nampula (Nampula City), and Maputo (Mavalane health district). A total of 43 health units are included in these areas: 19 health posts, 15 health centers, 4 outpatient HIV/AIDS services and 5 hospitals. The initial 1.5 years of the project focused on the 39 lower level facilities.
1.2 Approach to Strategy Formulation
In implementing its BCC component, MMIS/Mozambique has followed The Manoff Group’s Behavior-Centered ProgrammingTM (BCP) approach.  In BCP, the project and its partners consult with members of the groups expected to be most involved in implementation. This in-depth formative research -- which consisted of FGDs with users of health services in Mavalane and Xai Xai; IDIs with health staff (prescribers, injectors, cleaners) in Mavalane, Xai Xai, and Nampula; and trials of improved practices (TIPs) in Mavalane and Xai Xai – took place in 2004.  The findings from this research – along with findings from existing information such as the March 2004 national injection safety assessment and the MMIS baseline assessment – were then used to design behavior-change strategies for each of the main “participant groups,” the groups most involved in program implementation.  These strategies, which will be described in detail below, define key behaviors for each group, analyze supports and barriers based on research findings, and then lay out a comprehensive behavior-change strategy for promoting and motivating the desirable behaviors and for facilitating them – making them easier for people to carry out.  Two important points:

· These are BC, not BCC, strategies, but strategic communication is one important component.

· This is not the only way to lay out a project strategy, but it is one effective way that makes clearly visible how all project components should be contributing in a complementary way to reaching project objectives – defined in terms of behaviors.

The Mozambique BC strategies were initially drafted by the BCC Advisor in the spring of 2005. She incorporated suggestions from MMIS HQ staff and the Manoff Group backstop. The strategies were further revised in July 2005.  At that time the team met with and received input from the Injection Safety Technical Group that includes MOH and training institute staff. Since June 2005, several attempts were made to organize a workshop to obtain more input from the MOH and other partners, but because of continuous changes within the MOH and restrictions on travel of health staff this has not been possible.
With input from other MMIS staff, the BCC team began to develop the BCC component of the strategies in April.  In July they laid out the initial materials strategy, developed detailed creative briefs for a number of materials, and planned pre-testing.

Annex A of this document provides the matrices for each participant group’s with the BC strategy.

2. INJECTION SAFETY IN MOZAMBIQUE – Situation analysis

2.1  National Survey
From the  National Injection Safety Assessment by UNICEF/MOH it became clear that the practice of injection safety (IS) and waste management (WM) in Mozambique is far from adequate and that in comparison with therapeutic injections, EPI was doing relatively well. The significant differences found are mostly attributed to the fact that EPI uses almost exclusively auto-disable (AD) syringes (97%) and has safety containers (87%) for safe disposal of syringes and needles. In contrast, the services providing therapeutic injections still use sterilizable equipment in 81% of the cases; in 19% of the cases, the steam sterilizer had a leak, and only 6% had spare parts for their sterilizer. Time Steam Temperature (TST) spot indicator registers were observed in only 68% of the visits, and only half were checked after the sterilization process. There is currently no policy for autoclave maintenance, making sterilization itself a great problem that needs to be addressed.

Overall, in 70% of the vaccinations and 75% of the therapeutic injections observed, reconstitution was conducted with sterile equipment. After applying the injection, sharps were collected in safety boxes for 89% of the vaccination services but in only 11% of the therapeutic injections observed (the boxes used by therapeutic injection providers were borrowed from EPI). In 46% of cases of therapeutic injections (versus 11% for EPI), contaminated sharps were thrown in an open container, exposing providers to accidental needle stick injuries.
The unsafe practice of two-handed recapping of needles after injection was observed in some health facilities (20% for EPI and 34% for therapeutic injections), indicating a very common way of exposure to needle stick injuries. A total of 39% and 43% (EPI and TI, respectively) of the providers interviewed reported at least one needle stick injury in the last year. Of those experiencing a needle-stick injury in the last year, none had been offered post-exposure prophylaxis for HIV infection, nor has any of the injection providers received hepatitis B vaccination.
In only 6% of health facilities (all of which were hospitals), the methods of waste elimination included burning in incinerators. Most facilities (60%) burn the waste in a hole or pit. Furthermore in 69% of the health facilities visited, sharps and other wastes were observed on facility grounds or in other unsupervised areas, exposing the community to potential injury. The survey revealed some weak areas of injection safety practices. The significant difference in the results of EPI and therapeutic injections, indicates that standardization of procedures and materials is necessary to bridge the current disparity. This means that the MOH will need to be prepared to move from glass syringes to AD syringes in the near future.
There is also a need to reinforce and apply existing MOH policies and guidelines on best practices for Infection Prevention and Control (IPC) and increase awareness among injection providers and their clients about the importance of injection safety and best practices. 
2.2  Baseline Assessment 
The baseline assessment in 38 facilities in the first four cities where the project started was able to confirm most of the results obtained in the national survey just a few months earlier. However, the assessment also suggested a more “subtle” difference between injection practices in EPI and therapeutic injections. Although the EPI services still scored better in IS, the results from this assessment also indicate that in some cases glass syringes were still used for vaccination (3.3%) and some units reported not having AD syringes for vaccination (6.7%). This is rather remarkable as overall it is assumed all EPI services throughout the country use exclusively AD syringes. 
There were other indicators showing that EPI was not doing so well, considering the fact that AD syringes and a huge stock of safety boxes are available:

· Only 50 % had a clean, organized table to prepare the vaccines.
· None of the health workers washed their hands.
· Only 43% of the dilutions were made with new (unused) syringes.
· Only 40% used the right diluent.
· In 13% of the cases facilities did not have a safety box in the vaccine unit.
· Another 10% had their safety boxes too full and overflowing.
· In 7% of the cases the health worker recapped the needle with both hands and therefore did not immediately put the syringe and needle in the safety box.

Although the percentages of the last three “do nots” are not very high in the EPI services, and in that sense one could call it a success, they indicate that good practices do not depend exclusively on providing the materials. It shows that other practices like 1) inadequate requisitioning and delivery of materials; and 2) habits like recapping, lack of hygiene, and overfilling the safety box may constitute difficult changes.
The findings in the other services, where therapeutic injections are given, indicate much worse IS practices:
· Only 55% had a clean, organized table to prepare the injections.
· Only 5% of the health workers washed their hands.
· Only 47% of the dilutions were made with new (unused) syringes.
· Only 55% used the right diluent (8% were seen using liquid from an IV bottle).
· In 42% of cases, facilities did not have a safety box in the vaccine unit; the ones with safety boxes “borrowed” them from the EPI program.
· In up to 40 % of the cases the health worker did not immediately put the syringe and needle in the safety box, but rather recapped the needle with both hands.

· In 18% of cases the health worker left the needle in the vial (either for subsequent use or to discard it later with the needle sticking in).
These results show that practices unrelated to having appropriate and safe materials, are very similar (dirty table or environment, washing hands). They also show that therapeutic injection services need a lot of input to at least get to the same level of the EPI services.
Waste management showed very poor results in most facilities. Waste was segregated in only 27% of the facilities. In 17% of the 38 facilities visited, sharps were found lying unprotected inside the facility, while up to 55% had sharps and other health waste around (outside) the facility, exposing cleaning staff and clients/ communities to risk of injury. Almost none of the cleaners handling waste had any type of protective equipment (97%). Additionally, most facilities (71%) do not have adequate waste containers, and very few have any kind of norm or rules related to health waste segregation.
Other disturbing figures related to health workers reporting having had finger pricking accidents in the last year (34% and 53%, in respectively EPI and therapeutic injection [TI]).
Classification of Facilities by Injection Safety Criteria
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From the 146 indicators from the baseline assessment, 36 were identified as most directly related to injection safety: 18 for EPI and 18 for therapeutic injections. Each of the variables was then given a weight, using criteria of importance and feasibility. A health facility could be considered to apply safe injections if it achieved between 85 and 100 points.

2.3  Formative Research
After an initial desk review of existing national and provincial-level literature on injection-related beliefs and behaviors, BCC formative research was conducted using an adaptation of Tool A from the SIGN toolbox. The formative research in Mozambique included:

· Trials of Improved Practices (TIPS) with health workers and cleaning staff
· In-Depth Interviews (IDIs) with health workers 
· Focus Group Discussions (FGDs) with community members

TIPS is an action research method used for effective behavior change strategies, in Mozambique they consisted of 1) observations immediately followed by an interview and an agreement on precise trials (practices) that the HW agreed to try to on follow for a specific period, 2) another interview 1-2 weeks later to follow up on the agreement (were the practices feasible, did the HW do them, what was difficult etc.). 
The qualitative data obtained through formative research shed light on current practices of health workers and the community’s perspective and preferences on services and injection practices.  These findings were essential in drafting the BCC strategy. Some of the observations done during the TIPS were a repetition of the observations in the baseline assessment, that were further investigated as to the “why” of  these behaviors and how the health worker thinks he/she can change a specific practice. These insights and the “list” of practices to be improved were later used in the development of the training materials and the reminder/communication materials.
Overall, the results of the formative research show us that barriers to compliance with improved practices vary.  They include:

· limited resources, 

· lack of specific knowledge in relation to a given practice, 

· unclear national norms, and
· chronic undervaluing of dialog between patients and health care workers.  

Most barriers can be eliminated if adequate human and financial resources are made available. Steps to success include: 

· clearly identifying problem areas in relation to specific practices, 

· developing solutions through discussion with health care workers, 

· providing adequate resources, 

· strengthening supervision and management structures to allow monitoring of solution implementation and ongoing education and health worker support.

For a complete summary and details on research findings, please refer to the final report on formative research.

2.3.1 TIPS and IDIs with health workers

There was a certain consistency in the (“bad”) practices, as most were repeated in all facilities where formative research was carried out. The main practices identified and used in the TIPS are addressed in the BC strategy and the training materials:
· Recapping. Many health workers still recap, with both hands. Lack of information and former trainings seem to influence this practice. An uncapped needle, even in a sharps box, was considered to be dangerous by some health workers (HWs). Clarity on national norms from the central level and uniform information given in trainings should rectify this behavior.
· Leaving needles in vials (and using same the needle for multiple doses). Apparently HWs find leaving the needle in the vial, to be practical and say it works quicker than changing the needle and/or taking it out before throwing away the vial. Increased education on the hazards of leaving needles in the vials, increased supervision and the use of AD syringes with fixed needles should probably help HWs to use and continue with the good practice of changing the needle for each dilution and discarding the needle immediately after use.
· Lack of interaction and information to client. Overall interaction between HWs and clients is minimal and many HW tend to be rude to their clients. The client is not given much information on neither the diagnosis nor medication prescribed, nor do HW communicate with the clients when applying an injection. During the TIPS and later in the trainings, and specifically the interpersonal communication trainings, the HWs were encouraged to open the new syringe in front of the client and provide information on the importance of using a new syringe and needle for each person and each injection.
· Lack of hand washing.  All HWs interviewed and trained seem aware that hand washing (before and after every “action”) is a national norm and report knowing the importance in reducing risk of infection transmission. In most facilities hand written and printed sheets are found on walls related to hand washing and other norms. However, few health workers comply. This shows that the general poor conditions in the facilities are the main barrier to this practice, not the lack of knowledge. Most do not have running water (even in the cities) and using buckets with water or leaving the room to wash hands are a real barrier considering the work load of the HW.
· No waste segregation per category. In almost all facilities visited the HWs did not segregate different types of waste and, in most cases, once outside the facility the waste was thrown into the same shallow pit. Sometimes it would be partially burned or (partially) buried. In other cases the waste would lie accumulated on the ground, turning the shallow hole into a heap. Information/education is only one factor contributing to addressing this problem. Lack of clear norms; lack of implementation follow up and supervision; lack of recognizable, adequate waste bins for waste segregation; lack of space around the facility for proper elimination; and lack of fuel to burn infectious waste are but a few barriers reported by HWs.
2.3.2 Focus group discussions with community members
FGDs were conducted in the same cities and in communities near the same facilities, where the TIPS were conducted. In total, 68 community members participated in discussion. The issues discussed were exclusively related to:

1) perceptions and believes related to injections and oral medication
2) perception and appreciation of health services received by community members.
The results of these FGDs were used in the development of the BC strategy, both the part relating to clients/community and the part related to providers, mainly where communication and interaction between HWs and clients was involved. Additionally, the training, especially the interpersonal communication session used some of the insights from the FGDs to make HWs aware of the need to improve communication and interaction with the public in general and provide essential (IS) information specifically.
The results of the FGDs show us that in general public knowledge concerning injections and risk is correct, although most people still prefer injections to oral drugs (even when aware of potential risk).  Perceived risks mentioned by the participants are related to infection danger (dirty syringe), possible (temporary) paralysis (bad technique/ inexperienced nurse), and risks related to cultural believes (bad magic). Overall, most participants believe that injections to work quicker, are more efficient and easier than swallowing pills.

The interaction between participants and HWs was commented on negatively. People report feeling that they have absolutely no right to contribute to decisions on the treatment they receive. The question of whether it would be possible for them to request pills rather than injections from the health worker met with general amusement. Some health workers were reported to not accept contribution from clients, even, for instance, a syringe brought by client. Most participants also felt that risk reduction is entirely the responsibility of the health worker. 
Reports on medical waste lying around or near the community depended on the site, although at two locations serious concern was raised. In general, though, little concern was voiced about needle pricks, contamination and children playing in or with health waste. This was not lack of knowledge as there were numerous accounts of medical discards being used by community members, in some cases motivated by profit (sale).

The results show us what the focus may be in the activities to be developed by the project in relation to clients and community. The main issues taken into consideration when drafting the BC strategy could be summarized as follows:

· No significant gender difference was noted. This means that the strategy does not reflect a gender-related approach.
· Some age and social status related differences were noted, although this would need to be substantiated further before including it in the general BC strategy. It is not reflected in the current BC strategy.

· Knowledge about injections and possible risks is generally accurate, so no specific educational activities have been identified in the strategy.

· Regardless of knowledge the public does not feel they can influence prescriptions, nor injection safety practices. And reports clearly indicate that HWs do very little patient education and undervalue dialogue with patients. This is reflected in the BC strategy through several identified behaviors and strategies aiming at making health workers more open to dialogue with clients (interpersonal communication), and others have the objective of motivating and enabling clients to ask questions and discuss medical issues in a respectful manner.

· Worry and reports on medical waste putting the community (members and children) in danger may need to be further encouraged. This is clearly one of the behaviors identified in the BC strategy.
For additional information and detail please refer to the formative research report. 
3. BEHAVIOR CHANGE STRATEGY

3.1 The Mozambique BC Strategies
To define a country’s priorities, strategy, and appropriate project activities, there is a need to combine: 1) the knowledge obtained through research, e.g. in Mozambique, the National IS Survey, the MMIS baseline assessment and the qualitative research, discussed above); 2) current national policies and approaches; 3) current international objectives and approaches to IS; and 4) the MMIS objectives as defined in the contract with the funding agency, USAID. This mix will invariably yield different outcomes in each country.

For example, reducing the number of injections could be well said to be the main objective both at international (WHO) and MMIS level. It is an obvious step towards increasing IS: simply reduce the number of injections. Reducing the number of injections does not depend only on changes of behavior of providers and clients. It also depends on the availability of oral drugs and the existing national treatment protocols. Oral drugs tend to be more expensive, meaning that the GOM needs to agree to increase the budget and the MOH needs to negotiate that increased budget. Changing the drugs available in a country is a long-term affair: changing the essential drug list, purchasing the new drugs, receiving them in the country, getting them through customs into the warehouses and finally distributing them to the health facilities is obviously a question of medium term planning.

In a country where the STI protocol recommends oral drugs (almost) exclusively where they are already available, but where some providers and/or clients still prefer injections, MMIS would surely define the reduction of injections as the number one priority. In a country such as Mozambique, where the STI treatment guidelines still include two injectable drugs and where the oral substitutions are not readily available (and may not even be on the essential drug list), MMIS must develop medium and long-term activities, but at the same time look at other areas through which the project can obtain positive results more rapidly. In a country such as Mozambique, where injectable drugs are used more than oral drugs, where the current STI treatment algorithm has been reviewed only recently, and where most of the therapeutic injections are still given using glass syringes, the priorities and type of intervention will be different. Therefore, the MMIS project first developed activities to create an enabling environment: activities directed at the providers to increase their knowledge and awareness of IS and to support the health sector make a transition from glass syringes/metal needles to disposable, preferably AD syringes. Parallel to those activities, the question of the reduction of injections has also been addressed. 

The current injection and waste handling practices described by the initial project baseline, the TIPS, and the FGDs indicated that the BCC work should focus on health worker behavior, which was shown to be much more important than client behavior for reaching the project objectives. However, the project must address several other groups important for IS, including the community, as should become clear in the ideal behaviors discussed below.

The findings also indicated that the situation with therapeutic injections is much more critical than with vaccinations in the EPI units; therefore the training materials and other activities should include both sectors but prioritize therapeutic injections.

Among the different professional groups working in health facilities, those applying the injections and the cleaners/waste handlers are the key groups whose behavior changes could most improve IS. Therefore, the most elaborate matrices relate to these two specific “sub” target groups with which the project will be working.

The MMIS project has always followed the WHO definition of a safe injection, which proposes three groups of “beneficiaries”: the providers, the client and the community. These three groups are paramount in the BC strategy, although for practical reasons the providers have been split up following the professional task divisions in a facility, and additional groups were identified as being important in addressing some of the barriers.

The ideal behaviors are equally based on this WHO definition and the operational definition of both IS and WM that was subsequently developed by the team: 
· What should or can a provider do to reduce the risk of needle stick injuries?

· What procedures should be followed to minimize the chance of infection transmission for the client? 
· How should health waste be handled to reduce risk of injury to the workers and make sure it does not become dangerous to the community? 
In Mozambique separate BC strategies have been defined as the following major participant groups:

· Health providers who prescribe

· Health providers who give injections (in the injection/treatment ward, maternity ward, tuberculosis and leprosy unit, first aid unit, and wards in hospitals)

· Cleaning staff
· Health facility managers (administrative and medical directors)

· District and provincial supervisors (including members of the Injection Safety Technical Groups)

· Decision-makers at the political level (national, provincial, district)

· Clients, family members, and the community in general

Please note that the facility managers and the supervisors have been covered in the same strategy matrix.
3.2 Analysis of the Matrices
The strategy matrix (one for each participant group) is constructed as follows.  The left side is the behavioral analysis, and the right side is the comprehensive behavior-change strategy – the main things that the project (or others) need to do to both promote and motivate the desired behaviors and to facilitate them (to make them easier for people to carry them out). The strategy activities should address/resolve the main barriers and should take advantage of the existing motivations and other supports to the desired behaviors. The behavioral analysis side is based on the formative research results – it reflects the current situation – and the strategy side reflects planned activities to move each participant group from their current behaviors to the desired (more health-promoting) ones.

The columns in the behavioral analysis side of the matrix are:

· The ideal behaviors.  These reflect internationally accepted recommendations.

· The current behaviors of the group vis a vis the ideal, as learned in the formative research.

· The feasible behaviors in the specific (Mozambique) context.  These may be the same as the ideal, or they may be improvements over the current but not as good as the ideal; e.g. where no running water is available in the room, wash hands properly every 10 minutes, rather than before and after every patient.  The main source of this information is the TIPS, in which the acceptability and feasibility of possible behaviors were tested among a small number of people. The also indicates in a general way how probable it is that many people will to reach the ideal behaviors.

· The barriers or resistances to change.  These may be both internal/ psychological, such as attitudes, fears, and perceptions, or external/practical such as lack of money or other resources. Annex A suggests the range of such barriers.

· Motivations and other supports, already existing, that may be “used” or called upon to reinforce implementation of activities.

In almost every project, BC requires communication and training activities, but the other types of activities may vary. Again, the purpose of these activities is to motivate and facilitate people moving from the ideal to the best feasible behaviors. The strategy components for injection safety in Mozambique are the following.  

· Communication activities (BCC) – messages, materials, interpersonal communication, and their purposes

· Training activities

· Service improvement activities (logistics, supervision, etc.)

· Technologies and tools (including AD syringes, improved stock records, supervision forms, treatment registry books)

· Advocacy for supportive policies, collaboration, and funding

Once the BC strategies are complete, plans for implementing each component can be prepared.  In many cases individual activities in several strategies will be the same or can be combined with those in other strategies.

A BC (or BCC) Strategy is not a static document, but one that needs to be revised and adapted throughout the project life, based on follow up and evaluation of activities. At this point the Mozambique BC strategy has mainly been used to work out the activities of the different areas, as it awaits the opportunity to be analyzed and discussed by a larger group of partners.

3.2.1
Providers who apply injections (“injectors”)

At the lower-level health facilities, various categories of nurses do most of the injections. They work in the “treatment” room, where there is a space specifically identified and organized to give injections to the clients on a outpatient basis. This is where most intra-muscular injections are given. Most facilities also have a specific space exclusively for EPI vaccinations, and one for MCH, mostly for vaccination and FP injectables. The bigger facilities may have a maternity, a first aid unit, a TB & leprosy unit, and sometimes a laboratory mostly for basic tests (without the use of “diagnostic injections”). In hospitals, injections are given almost exclusively in the wards, except for the diagnostic ones in laboratory and blood bank units. 

3.2.1.1
 Ideal versus current behaviors of injectors
It was clearly established that the current practices regarding injections and the way waste is handled do not correspond with the ideal behaviors that would satisfy the WHO definition and the operational definitions of IS and WM.
Therefore the first ideal behavior is related to the techniques of administrating injections: “prepare and apply safe injections,” which then is sub-divided into eight main practical steps that need to be followed for an injection to be considered safe. Most of the steps are part of hygiene measures and universal precautions, and one is specific for Mozambique, relating to the wish to dispose of needles (sharps) separately:

· Always use one disposable or AD syringe per person and per injection, taken from a sealed pack.
· Always prepare an injection in a clean environment (tray, table etc.).
· Wash hands before every injection.
· After every injection, dispose of syringe and needle in safe way (in Mozambique MMIS sites by using a needle cutter).
· Use new syringe and needle (from sealed pack) for each dilution.
· Never leave a needle in a vial.
· Replace safety boxes when ¾ full.
The other ideal behaviors are related to areas linked to administering an injection: the client, waste, non-formal services, registration of injections and reporting of injuries:

· Show new, sealed syringe to client and provide information on IS (first step towards reaching the community).
· Dispose of waste in safe way that separates infectious, sharps, anatomical and common waste. 
· Treat clients only in formal setting and avoid illegal charges.
· Record injections in register book (that is used for an informed needs assessment).
· Report needle stick injuries.
Clearly, if these behaviors are the ideal ones, they are quite different from current practices observed. In some cases the current practice is the opposite (NOT washing hands as opposed to washing hands) and in other cases the practice will “only” need to be improved further to reach the ideal (e.g. although staff use safety boxes–which is a good point--they fill them too high). By defining the current behavior, we are defining how far off the provider is from the ideal behavior, a gap that will influence the likeliness of reaching the ideal behavior, as well as the content of the training materials. If providers already talk to clients when providing health services, you “only” need to provide them with IS information; if they treat the clients in a rude way, almost without any conversation, then you will need to provide training on interpersonal communication skills, as well as IS!

3.2.1.2
 Barriers and motivations of injectors
An important general finding obtained from the TIPS research, and further confirmed during the first trainings provided, is that the theoretic knowledge of providers is reasonably good: when asked most will give you a long list of do´s and don’ts when applying an injection. Apart from specific technical knowledge on handling waste and even awareness of the risk and problem of health waste in Mozambique, the knowledge gap is small. The difficulty is in getting the providers to do what they know they are supposed to do! Why do people not implement what they have been taught? The answer is usually a combination of high barriers and low motivation. Barriers can be factors in the context or environment (such as non-supportive health policies, procurement and logistics, poor management and supervision) and internal ones such as non-supportive perceptions, lack of awareness or confidence, or fear of consequences of carrying out the ideal behaviors.  (See the table of internal and external barriers in the Annex A.) And what factors may help to motive them to change their behavior towards the ideal one? 

3.2.1.3
 Strategy and activities for injectors
Once you have analyzed the particular barriers and motivations affecting a specific behavior, you can move to defining what type of actions may be developed to move to or towards the ideal behavior. As outlined above, the strategy can have several approaches, touching on different areas (communication, training, service improvement, tools and advocacy). Normally, to address a behavior, one needs a mix of these actions/areas to address the barriers from different angles.

For the providers applying injections, there are three main issues: 1) lack of awareness; 2) lack of information/skills; 3) lack of appropriate materials. Therefore, the main activities that were defined and have started to be implemented are:

1. Provide training, to cover the information/knowledge and skills gap that was identified, but also to create more awareness on IS and WM issues and their consequences. For reasons of sustainability, the training institutions will also be involved in these trainings, so they can include these topics in their future pre-service training.

2. Supply AD syringes, to support the health system in making the transition from glass syringes to disposable and/or AD syringes. 

3. Develop and introduce injection register books, to provide better information on the number of injections given and the number and type of syringes needed to obtain a consumer-based needs assessment. 

Some of the needed strategic actions are beyond the ability of the MMIS project to address by itself. Although these are included in the behavior-change strategies, the project itself can only raise awareness and advocate among partners for action. A good example would be the water needed for washing hands: many facilities have no running water at all (in the facility or at least not in the “injection room”). The lack of water is an obvious and serious barrier for infection prevention in general, but the best the project can do in this case is to identify acceptable alternatives to obtain better results. These could be disinfecting hands with glycerin-based alcohol or washing hands every five or 10 patients or bringing a bucket of water, an empty bucket to catch used water, and a scoop. 

For each of the behaviors, there is a need to advocate, mainly with the MOH at the different levels, for support to develop the strategy or the activities identified. The lack of awareness of the serious situation and its consequences, and the lack of knowledge on specific IS issues are also felt at the level of the MOH; therefore the project needs to put these issues on the agenda in the first place and try to motivate MOH officials to support specific activities. To implement its activities, the MMIS project requested for an “Injection Safety Technical Group (ISTG)” to be appointed and trained on IS. Consequently, key staff at the provincial level were assigned to work specifically on IS and/or infection prevention; however, these groups still needs to be officially recognized as such.

3.2.2
Support staff  and waste handlers

The support staff (cleaners) in health facilities are the people who handle the waste. In bigger facilities and hospitals, there is normally one older cleaner who is in charge of burning or otherwise eliminating the waste, although in some cases this final disposal is done by the (night) guards. For the past few years, some elementary-level schooling (i.e. literacy) has been required for becoming a cleaner in a health facility. This was not the case before. Most of the cleaners have low literacy (some do not read and write at all; most may be described as minimally literate). This, of course, has consequences for the type and content of trainings and communication materials that are appropriate for this group.

The other important information from the research, which was confirmed during the first trainings for this group, is that support staff never received any training on cleaning, hygiene, waste management or any other topic that would be useful for their work. In the best of cases, they have had on-the-job explanations from the nurse on how to perform a specific task. 

What was clear from the research and visits to the facilities and is an acknowledged fact (or should we say a public secret?) in Mozambique, is that, although barely literate and without training, the cleaners often help the nurses with medical work. In small posts and very rural areas, they even substitute for the nurse when he/she is sick or when there is no nurse appointed to the post. The tasks most commonly done by cleaners (also in facilities with nursing staff) are:

· Cleaning wounds and bandaging

· Disinfecting/cleaning material to be sterilized, preparing material for sterilization, and often doing the sterilization

· Assisting mothers during delivery

Although less obvious than the tasks mentioned above, it is assumed that in some cases support staff do give injections, although this is considered off limits altogether (as opposed to the other tasks, which are “accepted” due to lack of staff). It is not in the scope of the project to review or address the overall responsibilities of staff within the facilities, so consequently MMIS provided the support staff with training on waste management but not on IS. However, within the trainings of both technical and support staff, there was a certain emphasis on the fact that the support staff is an integral part of the health teams and that they need to be included in coordination and supportive supervision activities. Overall, it will require a long-term process for the current group of cleaners (in Mozambique called “serventes”) to grow from servants to support-staff status. The MOH is aware of the lack of attention to this group, and several initiatives to train support staff were launched last year (mostly linked to cleaning or waste management, but also on care of patients, such as how to wash a patient).
3.2.2.1
 Ideal versus current behaviors of support staff
The behaviors targeted for improvement in this group relate to waste management and are linked to organizational changes.  These behaviors are intended to limit the risk of infection transmission in this group and the public.
Basically the support staff needs to:

· Keep the waste separated (after the technical staff does an initial separation) while collecting it from the sector.

· Then, keep it separated at the elimination site, where it should be eliminated according to specific techniques for each type of waste.

· Handle waste in such a way as to reduce the risk to themselves and be motivated to report on injuries.

· Use protective clothing.

Because the behavior is linked to a reorganization of their work, it can only take place after that reorganization, and therefore this behavior is related to the matrix of the facility managers. Currently, each unit or ward (in larger facilities) has a “cleaner” who is also supposed to collect the waste, bring it to the elimination site, and possibly burn or bury it. The safety boxes in the EPI unit are the responsibility of the EPI nurse and/or cleaner and are collected and eliminated by them. Overall there are many variations in the above procedures, and the only common feature is that it is never very clear who is responsible for the waste management and that most of the technical staff in facilities have no idea whatsoever what happens to the waste after it leaves their unit and who is supposed to make sure it is handled correctly. Evidence from the TIPS with this group and the first batch of trainings suggests that each facility should appoint a person responsible for the waste management (this person should have the authority to point out shortcomings to all staff) and appoint one of the support staff to take care of elimination. This is to avoid the current situation in which it is extremely difficult to pinpoint who is not carry out their duties.
3.2.2.2
 Barriers and motivations of support staff

The main barriers in this group are linked to the fact that: 1) there has been no training for this group, which leads to a lack of knowledge AND awareness of the risks involved with waste handling (or of not handling, in which case the main consequences may be for the communities living near the facility); 2) that there is a lack of appropriate material to assist segregating waste and keep it segregated, as well as a lack of products to disinfect and clean the waste containers.
In some of the facilities, there is also a problem of space for the elimination of the waste (and for keeping it segregated!), so in these cases there is a need to find alternatives to the elimination of waste (in urban zones, transport to a larger facility may be a possibility, although there are many barriers to safe transport).
3.2.2.3
 Strategy and activities for support staff
The strategy mix devised for this group reflects the need to give the support staff more information on how best to deal with waste and why this is important. Interactive trainings with minimum use of written documents and maximum input and experience-sharing from the participants have therefore focused on:

· Knowing the different main waste categories (infectious, sharps, common, anatomical)

· Understanding why keeping them segregated is best (volume reduction of infectious waste, risk reduction for health staff, appropriate elimination)

· Disinfecting and washing the waste containers (after emptying).
The servants can only keep their part of the bargain but cannot be responsible if the technical staff does indeed segregate the waste at the point of generation. The behavior-change strategy must include providing the facilities with color-coded waste containers, safety boxes and needle removers for the service delivery points where therapeutic injections are given.
3.2.3
Providers who prescribe (“prescribers”)

In Mozambique the providers applying the injections are not the ones prescribing. Therefore the “prescribers” form a specific target group in our strategy. In most cases the persons prescribing are either experienced (high-level) nurses, “medical technicians” or doctors. Lower-level facilities rarely have doctors, so in those places prescriptions are mainly provided by the first two categories of professionals.

From the in-depth interviews (and observations) during the qualitative research, it became clear that many providers still believe that injectable medication is (always) better than oral medication. Among the reasons cited to justify this perception were: 1) quicker results, because it goes directly in the blood/body; 2) less stomach problems for clients; 3) being sure the client gets the right dose and the full dose (as opposed to pills where the prescriber does not control if they are taken or not). It also became clear that it would quite difficult to do the complete TIPS procedure with them, because of the lack of supportive treatment guidelines and limited availability of oral medications. To propose an alternative practice (prescribing oral drugs instead of an injection) the following would be needed:

· Know the diagnosis.
· Identify an alternative oral treatment for the illness.
· Make sure that particular oral treatment is available (either in facility or private pharmacy)

· Make sure the proposed alternative oral treatment does not go against the prevailing national treatment protocol 
As most of these requirements could not be easily fulfilled, it was therefore agreed that there would be an additional rapid assessment related to these issues in a later phase of the project (in the first quarter of 2006). 

3.2.3.1
 Ideal versus current behaviors of prescribers
Because of the limitations mentioned above, the current strategy matrix for “prescribers” has only identified two major behaviors that need to be addressed. One is linked to the number one objective of the project, the reduction of prescriptions for injections. The second ideal prescriber behavior MMIS is promoting in Mozambique is giving information on oral medication and how it can be as effective as injections. Another behavior that would be helpful in this context, but is completely beyond the projects scope, is improving the diagnosis procedures used. It is widely believed that diagnostic skills are low. There is very little interaction with the client, questions are hardly asked, and there is little if any physical examination.
3.2.3.2
 Barriers and motivations of prescribers
The barriers to these behaviors are mainly linked to a lack of information on IS, the risks of injections, and the equivalent oral drugs that could be used (although most are not available in the country). In addition there are important cultural and behavioral factors involved, such as beliefs that:

· Injections are better than oral medication.
· Clients prefer injections.
· Clients know nothing and can not be involved in decision making related to medication.
It is interesting to see the somewhat contradicting points observed and mentioned: on one hand, prescribers find the idea of having clients involved in the choice of treatment rather ridiculous, yet at the same time many providers mention that they prescribe injections because the client wishes and expects an injection.

Additional major barriers are the existing treatment protocols, the current essential drug list, and the composition of the medicine kits delivered from the central level to the facilities. Reducing these barriers will surely be an objective of advocacy activities, and MMIS should support the MOH and other partners in this. One area requiring priority is supporting the MOH in a rapid implementation of the new protocol for STI treatment.
Some existing supports to improved practices include: the “rational medication campaign” already ongoing within the MOH and the fact that the MOH has finalized the review of the STI protocol, in which two widely-used injectables will be substituted by orals. One of them is the kanamicine, which will be taken out of production altogether (at world level).

The project has identified the health providers as the primary “entry point” to link up with the community (through the clients and their families). It would be desirable for prescribers to provide information on oral medication and work on addressing the clients´ current perception that “injection is best”; the “injectors” need to explain why one syringe per person and per injection is essential and how this practice protects the person receiving the injection. To do this, providers need to: 1) believe the message themselves and 2) improve their communication skills and how they interact with the clients. This last aspect has already been included in the Interpersonal Communications and Counseling part of the trainings.

3.2.3.3
 Strategy and activities for prescribers
For the prescribers, many activities have already been defined in the area of 1) communications, 2) training and 3) advocacy. The advocacy activities will be in part be directed at the “prescribers” themselves, but most of the advocacy is needed at higher levels, as shown in the BC matrices. Some of the interventions have already been implemented, such as developing training materials and providing whole facility trainings.
Communications. The upcoming additional rapid assessment of the prescription practices and prescribers will certainly help to better define the content of messages needed for this group. However, from the information now available, it appears that:

· There is a need to develop positive messages on oral drugs, rather than negative ones on injections to help the providers and clients in the transition from injectable to oral.
· There is a need to be extremely careful not to harm the EPI and the (overall positive, but not stable) perception of the population regarding vaccinations. 

· Linked with the former point, there may be a need to emphasize what are considered to be “necessary” injections.
· There may be a need to provide prescribers with “checklists” of messages and justifications for them to communicate the right information to the clients, in the right way (during role plays performed during training the nurse injecting often says things like: “I am giving you a safe injection so that you will not get AIDS”…(!))

Training. Apart from the trainings already developed (intended to provide basic knowledge and awareness of IS/WM and communication skills), there is a need to include information in future trainings regarding changes in the treatment protocols and/or on the existing rational prescription campaign, which seems to be little known at facility level. Alternatively, the project may be able to support MOH staff training in these areas, rather than including all these topics in the IS trainings.

3.2.4
Supervisors and health facility managers
This is a mixed group that includes the following professionals: 1) facility managers, who should have a supervisory responsibility as the head of a health facility; 2) existing supervisors from provincial, city and district level and 3) ISTG members, who also have supervision tasks relating the IS/MMIS activities and in some, but not all, cases 4) the provincial or district supervisors. Needless to say, the responsibilities and the capacity of hospital directors or administrators are very different from those of head of lower-level facilities. Although their power and influence differ significantly, they all need to improve on some of the same behaviors. In a small lower-level facility, the director or head is also the person who does the diagnosis and prescribes (“triagem”), and, in effect, is his/her own supervisor. In the smallest of health posts, one person is in charge of everything.

Hospital directors and administrators are, in fact, a group that in some cases could also fit in the matrix for “health key staff/officials.” There is also some variation in power and responsibilities depending on the level of the hospital; for instance, a provincial hospital gets its budget from the provincial level (which in turn applies for its own budget from central level). This is the case for Gaza (Xai-Xai) and Zambezia (Quelimane), while a “central” hospital, such as in Nampula, is more independent, does not depend on the provincial government (not even for supervision!!), and obtains its budget directly from central level.

3.2.4.1
 Ideal versus current behaviors of managers/supervisors
There was no research or TIPS done with this group of professionals. The information and data used in this strategy is derived from the research in the other groups. For example, if the nurse tells you she does not have enough injection material because there are frequent stock-outs, there is a first responsibility with the nurse herself (especially if she is also head of the unit or ward, like the injection room). However, the final responsibility lies with the person who actually places the orders from the facility to the district or provincial stores. In the lower-level facilities, this is most commonly the facility manager, or in the case of the bigger facilities and hospitals, the head nurse, who is in charge of the requisitions.

The behaviors identified are linked with 1) some of the barriers identified in other groups (lack of material, stock outs); 2) the lack of budget or budget lines specific for IS and WM activities and, last but not least, 3) the lack of supervision, especially, supportive, regular supervision.
3.2.4.2
 Barriers and motivations of managers/supervisors
The barriers in this group are linked most closely to lack of specific knowledge and awareness on IS (apart from IS as part of the IPC); the fact that IS is not yet recognized as an important issue in itself (which is one of the barriers that needs to be noted in the matrix for key health officials and decision makers); and the culture of information retention, lack of planning and budgeting capacities.

On the motivation side, the project will need to take advantage of the increasing pressure from central level to improve IPC in general and cleanliness and waste management specifically. Most managers and supervisors perceive the need for additional information and knowledge in this area. This will hopefully make them receptive to a project such as MMIS. Apart from this, the fact that the existing supply and distribution system has major problems, so that stock-outs are still common, also provides a motivation to review and change current practices and behaviors.

3.2.4.3
 Strategy and activities for managers/supervisors
Apart from including this group as much as possible in the existing ISTG, training them and, when possible, using them as facilitators for the facility-level trainings, the emphasis of the intervention lays on:

· advocating for IS and
· for the ISTG to be officially acknowledged.
Apart from these main areas, there are some activities identified in the area of developing referral materials and preparing some fact sheets on IS. The project should provide technical assistance in the supportive supervision, through training and workshops, and also provide tools for supervisors to use in their supervision visits and follow-up.

3.2.5
Key health officials and decision makers (political level)
The professionals included in this group are at different levels but have in common that they hold positions with decision making power and/or key positions in health. They are the counterparts at the MOH central level, such as the secretary of the IPC taskforce, heads of department and national directors or their deputies. And ideally they should even include the minister of health. At provincial and district (city) level, they are the provincial and district health officials (directors), the provincial level being the most influential in terms of decision making. As mentioned before, directors and administrators of big and influential hospitals may even be included. This group would also include WM officials, who do not (yet) exist in Mozambique as such. Through the MMIS project this idea has been introduced in the phase-one facilities in 2004, but on a higher level there is still no “director” of waste. One of the advocacy activities needed is for introduction of this position.

3.2.5.1
 Ideal versus current behaviors of decision makers
No formal research has been conducted with this group. The information on which this part of the strategy was based is derived from the research related to other groups and interaction during meetings. As with the supervisors, the behaviors needing improvement are linked to procedures or systems that do not perform well and need change. This change can only take place if the decision makers are aware and convinced of the importance of these issues.
Basically, the behaviors identified are linked to the need for increased awareness and knowledge on IS and WM (mostly IS, as there is already more awareness concerning WM, while IS is still seen as “only” part of the IPC). Ideally, this would lead to the promotion of integrated activities and addressing specific injection safety issues.

3.2.5.2
 Barriers and motivations 

Lack of knowledge and awareness, along with heavy workloads, are crucial barriers. In addition, in a country such as Mozambique, the difficulties and priorities are so many that IS (and WM) seem merely to be “yet another” priority.
At the same time there are some “motivating factors” that the project may count on and use to its advantage. One is that IPC is one of the highest priorities, if not the highest, of the current health minister. In that sense IS and WM can count on being promoted along with the other areas within IPC. As a consequence the national directors, heads of departments, and health officials at provincial level are keen to follow that lead and need to improve their results in IPC. Using the existing activities of the MMIS project may be a useful way of doing so, considering that the operational definition of IS links up with hygiene aspects and universal precautions (hand washing, clean environment, one syringe per person per injection, etc.).

3.2.5.3
 Strategy and activities for decision makers
One of the project’s major challenges to get IS in the top ten priorities of the MOH so that it is also budgeted for and activities related to IS are included in the routine work plans and supervisions.
The main activities identified resemble the ones identified for the supervisors: create and develop communication materials to transmit the on the importance IS and WM and the poor current situation in those areas. Fact sheets and other information material will be needed for this group and, maybe even more importantly, materials they can use to inform and “convince” colleagues. For example, in a ministerial meeting on budgets, it may be appropriate for a head of department to be able to cite some figures on how much IS currently costs the government.

This group will be hard but not impossible to reach through training. For instance, the TOTs that took place end of 2005 were all either opened or closed officially by the Provincial Health Directors or their deputies. Although these officials only stay for a short while, it is possible to keep them through the first presentation in which the “why” of injection safety and the objectives of the project are outlined. Sometimes, the officials get a glimpse of an activity or of the test results at the end of the IS training. These moments will contribute to an increased awareness, which hopefully will lead to the will to know more.

Obviously, for this group the emphasis lies in advocacy.

3.2.6
Clients and community

Given the IS situation in Mozambique and the current conditions at public (and private) facilities, it was decided that the focus in at least the first two years of the project would be on the providers and the health system itself. In other words, focusing on creating an enabling environment. In this sense, it was felt that the first approach towards the community would be through reaching persons from the community going to the health facilities (in Mozambique it is estimated that only 40% of the population has access to conventional public health facilities). Therefore, this part of the BC strategy needs to be revised and updated in line with the developments in the facilities; e.g. it does not make sense to tell the community at large to demand AD syringes, if they are not generally available. That would harm public opinion regarding the health services they receive (which is already not very good).  Additionally, great care should be taken not to use negative messages about injections, to avoid affecting the vaccination program.

To obtain a preliminary idea of how the population views public health services and their opinion on the use of injections and injectable medication, six FGD were conducted in the cities of Maputo and Xai-Xai, Gaza province. The information available from the focus groups discussions (FGD) with this group was supplemented with information from a study done in Zambézia province on the perception of the public regarding injectable medication.
3.2.6.1
 Ideal versus current behaviors of clients

Most of the ideal behaviors identified for this group are related to:

· Accepting oral drugs instead of injectables

· Positive and interactive contact and communication with the providers
· Awareness of the dangers of health waste and preventing their children playing with it.
At present a large part of the population still seems to believe that injectable medication is always better than oral. Many people think they have not been treated if they walk away from the facility without receiving an injection. Another seemingly widely spread idea is that if it does not hurt it, will not cure you either. There are differences between younger and older people: the younger ones seem more aware of potential dangers of injections and are more willing to believe oral drugs work well too. 

Another interesting aspect is that people say health staff is in general rude to them and no real communication or exchange takes place when they are treated. The suggestion that they might indicate a preference about getting injectable or oral drugs met with general amusement.

In contrast, most people suggested that the health staff providing services at their home (after their regular work in the facilities) tend to be treat their clients in a much nicer way and provide better services.

Health waste is perceived as hazardous and the health services are criticized for this, but people do not know where to go to report dangerous situations of unprotected health waste polluting their immediate living environment. Also, it seems that people are reluctant to report these cases to the local facility for fear of not being treated well next time they seek services there. It is not clear whether parent talk to their children about this; most suggest that they can not control what their children do when they are not around and thus seem not to think it essential to discuss the issue with them. Culturally, children are not much included in “adult” conversation, they are mostly told what to do and what not to do. Waste in general and health waste in particular may not be included in the “do nots” parents tend to impose on their kids.
3.2.6.2
 Barriers and motivations of clients

The barriers identified to change these behaviors are the apparently well established belief that injections cure better than oral drugs; low awareness of the potential dangers or negative aspects of injections; better and more comfortable health services in the informal sector; and fear of providers´ reactions to clients’ suggestions or objections regarding injections, dangerous health waste or any other subject.
Some existing support (motivation) may come from the fact that young people are more open to new information, that most people seem aware of possible risks attached to injections, and that younger people will probably be able to make the link to avoiding injections and taking oral drugs instead. 

3.2.6.3
 Strategy and activities for clients

The primary need is to provide more information and positive messages to the public on oral medication (rather than emphasizing the possible risks of injection, which might affect the vaccination rates); specific materials need to be developed to communicate the information and messages, possibly some posters address both the prescribers or providers in general and the clients. 
Another important part of the strategy is to train the providers on interpersonal communication and counseling, enhance their communication skills, and possibly make them aware of the need to change their attitudes towards clients.
There will also be a need for some advocacy, mostly to make decision makers aware that the health services need to become more client-friendly and open to dialogue. It will probably also be helpful to the public if more actions and materials are addressed to the public, so that they feel supported in addressing the health workers on some issues.
4. IMPLEMENTATION OF THE BC STRATEGY TO DATE

4.1 Coordination and Initial Implementation
The BC strategy includes numerous activities, only some of which the MMIS project will implement throughout the project’s 5-year life. Other activities will (hopefully) be carried out by MMIS partners in the country. These partners include the different levels and departments of the MOH, the Ministry of Environment for Waste Management-related issues, other USAID projects, JHPIEGO, WHO, UNICEF, CDC, and other organizations active in the same areas.
During the development, drafting and finalization of this BC strategy, MMIS already started to implement a number of activities; a number are ongoing and will probably continue throughout the project period. This should include expansion of activities to new geographic areas and hopefully increased follow-up/supportive supervision in the sites where they were first developed. Other partners may also have started implementing activities and may be ready to move into new geographic areas, so that continuous coordination is much needed.

Please note that shortly after MMIS began, some activities were identified based on the results and knowledge obtained through the formative research, the baseline assessment and the close cooperation with MOH or National Health System staff at the provincial and district levels. In some cases, early implementation of activities was considered essential and started before the full drafting of the BC strategy. In turn, the work with key MOH provincial staff and with health workers at the facility level also provided information and details that were useful in finalizing the strategy.
In the first two years of the project, the MMIS team focused on improving the safety of injections and on learning about “barriers” and “motivations and supports” (existing positive factors) in this area. Some of the activities developed, which being implemented already and which have been incorporated into the BC strategy, are:

1. Provide training: Because creating a safe and clean facility requires team work, and all workers have to understand the same basic information and need help in developing motivation/awareness on IS and WM issues, a “whole facility” approach was adopted. Section 4.2 below provides additional information on this training.
2. Create a register book: There was a clear need to develop regular and credible information on the number of injections given and the type and number of injection materials used. Currently MMIS has an updated database on injections provided in four districts (the four capital cities of the first four provinces) at lower-level facilities, with detailed information on how much of various medications are used; how many syringes in each size are used; injections by professional categories; and information on gender and age of the clients. 

3. Supply of safe injection materials: Mozambique is a country where glass syringes are still widely, mainly due to the stock-outs of single-use syringes and the lack of safety boxes in the therapeutic injection services. Facilitating the supply of safer, single-use AD (auto disable) syringes is one of the priorities of the project. The strategy here was to set an example (a rather large pilot test) of how IS could be enhanced by use of AD syringes, just as the EPI uses AD syringes almost exclusively. Over time a sustainable plan should be developed with the MOH to support the MOH in switching from glass to AD syringes in the therapeutic sector, assuming of course that the MOH makes the policy decision to use AD syringes exclusively.

4. Supply of waste segregation materials: In view of the lack of any waste segregation and the generally hazardous waste elimination practices in facilities, the MMIS team considers waste management an urgent matter. However, it is also a very difficult one that MMIS will surely not be able to handle by itself. This is definitively a component where cooperation and coordination with all the partners is urgently needed. As a starting point, it was considered essential that health workers understand the need to segregate waste as a way to reduce risk to themselves and fellow workers, to the clients, and the community in general. Therefore, a first distribution of color-coded waste containers and personal protection equipment for waste handlers (for use at waste elimination sites) was carried out. The intention was that parallel to this specific activity, support would be provided at facility and provincial/district levels to develop a waste management plan in each facility. Each plan would include the identification, planning and budgeting of WM materials, such as cleaning products and utensils, and the replacement and addition of more (color-coded) buckets and protective equipment.
5. Classification of facilities: A start was made to classify the facilities based on the first baseline assessment. A model was developed to classify the facilities, by type of specialized services offered (e.g. injection room, vaccination, emergency room). The initial idea was to be able to label a facility as “applying safe injections,” to motivate the staff to strive to or to continue using safe practices. In practice this has turned out to be difficult to apply, as it means there would have to be a system for regular assessments (every 6 months, every year?) executed by MOH. This would imply that the measures and classification used is generally accepted, and achieving this may well require a long and bureaucratic process. Additionally, labeling one facility as “injection safe” implies that the others are not, which could have serious consequences on their use by the public. Who wants to go to a “not safe injection” facility, if a “safe injection” facility is a bit further away? This of course would be important mainly in cities, as most rural areas have very few facilities, and those accessing them do not have much choice nor the possibility to compare.

6. Development of communication materials: At the same time that the complete BC strategy matrices were finalized in July/August 2005, creative briefs were prepared for the main reminder/communication materials that were in the BC strategy. The first materials, described in the communication briefs, that were developed were: 1) a poster for medical staff, particularly those applying injections, reminding them of key IS practices; 2) a poster for medical and cleaning staff on waste management, again reminding them of key practices; and 3) color-coded arrows and flags to include the proper place for different types of waste both inside the facility and in the waste elimination site outside. The two posters include elements designed to encourage people to look at them frequently, a working clock and a calendar respectively. Additional materials will support advocacy objectives, and still additional ones may well be needed to promote reducing unnecessary injections. For more information on the materials development and testing, please refer to the report on pre-testing reminder materials. For an overview of the BCC materials identified in Mozambique and  the creative briefs, please see Annex D.
4.2  Training

From the formative research, it was clear that most health workers had a reasonable understanding of good injection practices and hygiene practices in general. However, this knowledge is not always applied in their daily work. There seems to be an “invisible wall” between theory and practice. One particularly weak area of practice identified was communication with clients (current practices include minimal interaction, using intimidating words and conversation tone; showing a lack of respect for clients; and giving little information). The knowledge on how to manage waste is in general less complete, and most health workers reported feeling a need to know more about waste management, as this topic was addressed minimally if at all during their pre-service training. 

Therefore, the training needs identified by the MMIS team (and found in the BC strategy) was a mix of 1) updating knowledge on IS and WM related topics and practices; 2) revising some IS practices that had been taught differently before (e.g. recapping needle); and 3) making health workers and cleaners aware of the current situation in their facilities and the risks attached to these practices. Keeping this mix in mind, MMIS and the ISTG (see below) then defined the curriculum and the sessions and came up with a two-day training on IS and WM practices and another two-day training on interpersonal communication (and counseling), as a direct follow-up to the first part. Only participants who had completed the first training, were accepted for the second one.

The main objective of the training materials developed by MMIS-Mozambique, in close cooperation with the Mozambican Injection Safety Technical Group (ISTG), is to provide a “platform” to create awareness on IS and WM practices and risks. This means that the training materials designed needed foremost to promote an open debate among the health workers themselves (an exchange and sharing of experiences) and among health workers and facilitators, as well as providing the opportunity to identify solutions for existing barriers related to current injection safety and health waste management practices. One of the main ideas in behavior-centered programming is to “accept” that some behaviors may not easily be directly converted into the “ideal behavior,” so sometimes there is a need to support “in-between steps.” For example, it may not be possible to switch from “no hand washing” to “hand washing before and after each injection,” but it may be more realistic to allow health workers to use an alcohol-based hand rub and/or to wash hands every 10 clients, or every hour.
The participatory and interactive training approach chosen by MMIS and the ISTG was based on adult education principles (see table below). The training kit developed includes pictures of recognizable situations within the health facilities that create debate among the participants and facilitators and raise many questions. By confronting people with pictures of their everyday work environment, it was sometimes possible to glance over the “invisible wall” between theory and practice. It showed participants that most facilities share the same problems, which helps health workers to “accept the ugly reality.” This is a first step to enable people to recognize practices that need to be improved, allowing health workers to be open to the information provided to them and to discuss possible solutions among themselves.
One of the challenges with these training methods is to get both the facilitators and participants to accept that nobody has an answer to everything and that they need to seek workable solutions that move them closer to the ideal situation. Although this is not the current education (nor management) style, the trainings were very well received and perceived in the first phase of the implementation.
Adult Education Principles and Implications for Training
	Adult Education Principle 


	Implications for the training plan

	Adults learn best when they perceive learning as relevant to their needs.
	· Provide "real life" situations and   emphasize the application of learning to real problems.

· Identify learners' needs and what is important to them.

	Adults learn by doing and by being actively involved in the learning process.
	· Provide activities which require active participation of learners.

· Provide activities which involve the learners as whole people: their ideas, attitudes, feelings, physical being.

	Participants bring relevant and important knowledge and experiences to the workshop.
	· Provide opportunities for sharing information.

· Discuss and analyze participants' experiences.

· Use participants as a resource and encourage them to participate and share their experiences.


In conclusion, it may be stated that MMIS’s participatory and interactive training is designed not only to build the skills of individual participants but also to lead the entire group of participants – as a group that works together and cooperates every day – to:

(1) Understand the technical background of problems related to injection safety and waste management, 

(2) Become more aware of specific IS/WM situation and related risks in their own facility, and 

(3) Learn how to “problem-solve” situations that need to be improved. 

During follow up visits and supportive supervision in “trained” facilities, it became clear that the trainings had, in some cases, encouraged providers to implement improved practices in their facilities (using the safer injection materials and waste bins, but in some cases also adding to the solutions with easily-available, local materials). It has also become clear that despite safe AD syringes, safety boxes and other waste containers, some practices are still difficult to improve and old practices persist. Training, however well designed and interactive, is but a one important component of the comprehensive set of activities needed to support behavior change and health workers (as laid out in the BC strategies for different groups).
4.3  Implementation Approach

To be able to implement its activities, and at the same time promote IS and WM topics to become integrated in the “routine” work of national health staff, the MMIS team works in close cooperation and through the Injection Safety Technical Group (ISTG), composed of staff from the National Health System at central, provincial and district level who trained staff at facility level.
This technical group which initially consisted of 20 members but has grown to approximately 40 MOH key staff, was set up to focus on injection safety issues within a larger Task Force for Infection Control and Prevention.
The activities of this project are taking place within the framework of the infection prevention and control program in Mozambique, led by the MOH. Standardization and definition of norms is being conducted by JHPIEGO together with the MOH, and the MMIS-Mozambique team has contributed appropriate injection safety elements to the curriculum. 
In coordination with MOH (central level), JPHIEGO and CDC/USAID, it was decided to first implement MMIS activities at lower-level facilities. One of the near-future challenges is to adapt materials and training content and the other “items” developed by MMIS (e.g. the register book, integrating AD syringes into MOH purchases) to implement at the hospital level and to decentralize implementation by providing technical and financial support to the ISTG to expand activities to other districts and higher-level facilities. 
The process of interactive and participatory training will be replicated at the facility level in each new city/district of expansion areas by the ISTG, with support from MMIS team, using the pool of facilitators that has already been trained (approximately 80 new facilitators as of end of 2005). This is one of the ways MMIS has worked to build sustainability into the (training) process.
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