Antenatal Care
Section 1
 Introduction
Midwives play a central role in the management of pregnant mothers and how their families feel about the experience. You, as a student midwife, should be knowledgeable of all aspects of pregnancy in order to provide quality care.

This package is designed to promote problem based learning through active, participatory methods and principles. It aims to increase the awareness, knowledge, skills and attitudes of student midwives through inter-professional collabouration, group work and plenary sessions. The material contained in this package is arranged in section form, specifically for competencies for the management of uncomplicated pregnancy. The content (the specific section selected for any care) and duration of the care/procedure will be determined by the period of practice, the commitment of the student and the skills of the facilitators. In general, it is envisaged that the experience will be offered over four weeks and will be directed primarily at student midwives.
1.1 Conduct of the Experience

i) Read and study each section carefully.
ii) Complete each section before attempting the next.
iii) After completing each section, work through the exercises at the end of the section.
iv) Submit the work in your portfolio. 

v) Your facilitator will go over the exercises with you.

vi) After going over the exercises with your facilitator, compare your answers with the model answers in order to determine why your response was not correct, if that is the case
1.2   Pre-requisites 
a) Reproductive organs
b) Common terms and definitions 
c)  How pregnancy occurs
1.3
 ANC Learning Package Contents
	Topics

	Pregnancy : 

i) Define pregnancy

ii) Amenorrhea:
· Definition

· Classification

· Causes

· Investigations

· Management

iii)  Diagnosis and dating Pregnancy 

· Presumptive signs and symptoms

· Probable signs and symptoms

· Positive signs and symptoms

iv) Differential diagnosis

v) Relevant tests and the principles under lying the tests

vi) Dating pregnancy

Antenatal care: 
i) Definition

ii) Define Focused Antenatal Care (FPNC)

iii) Compare and contrast with traditional PNC

iv) Data Collection (History taking)
v) Physical assessment:
a) General assessment head to toe

b) General examination of other systems

c) Abdominal examination

d) Auscultation

vi) Assessing gestation by:
a) Dates using:
· Nagele’s Rule 

· McDonald’s Rule 

· Ultrasound Accuracy  

b) Fundal height (FH)

· Anatomic Rules
· Using finger breath
vii) Detect abnormality

viii) Clinical maternal and fetal well being 

Management:
i) Personal hygiene.

ii) Vaginal discharge: 

 a) Causes clinical assessment, diagnosis of common
     pregnancy problems

iii)  Investigations and management of common pregnancy problems 

iv) Counseling regarding prevention of common pregnancy problems

Cognitive skills : 

i) Ordering blood, urine examination

ii) Interpretation of the results 

iii) Knowledge of Indications for ultra sound examination




Section 2

 Introduction
Many changes occur in a woman's body during pregnancy. These changes, although most apparent in the reproductive organs, involve other body systems as well. Weeks may pass before a woman realizes she has become pregnant. Sometimes she may learn about her pregnancy when visiting a doctor for other reasons. Confirmation of her pregnancy is most important for the mother, the fetus and for the family. Once pregnancy has been confirmed, the mother can begin receiving care for the health and welfare of herself and the baby. In this section, we will cover key definitions and present presumptive, probable, and positive signs of pregnancy along with tests used to determine pregnancy

2.1 Definition of Pregnancy:
Different people may define pregnancy differently depending on several factors. For example, the definition might depend on the audience being addressed or the purpose for making the definition. 
The following is a common definition of pregnancy: Pregnancy is period of time between the fertilization of the ovum (conception) and birth, during which mammals carry their developing young in the uterus (see embryo). 

2.2 Duration of Pregnancy:
Term = 38 – 40 week pregnancy

Preterm = Below 38 week pregnancy

Postdates = 14 days post accepted normal

Duration of Pregnancy = 280 days or 43 weeks
2.3
Diagnosis of Pregnancy 
Pregnancy diagnosis is the process of detecting if a woman is pregnant or not as there are other conditions that present with signs and symptoms of pregnancy. A pregnancy is diagnosed using different methods; clinical, labouratory and radiology. A urine test is the most common method used to determine whether a woman is pregnant or not. 

The diagnosis of pregnancy can be simple and can be determined by both the mother and the midwife. A thorough history of the care should be taken and should include necessary factors such as: Physical (age and hormonal); medical diseases; (tumours, TB), use of drugs (contraceptives); Psycho-Social (emotional,  desire for a child, educational level, age and obesity)
A woman may suspect pregnancy because of her menstrual pattern and sexual activity. Therefore, a knowledgeable midwife is able to diagnose and date pregnancy with minimal errors.
2.4
Why Diagnosis of Pregnancy is Difficult

Many people feel that it is easy to observe when someone is pregnant. This is especially true in African culture. This is possibly because in African culture the family is always together and once a girl is married, they expect her to fall pregnant in the same month. The elder women are on the watch out for any slight deviation from normal behaviour by the girl. Since they have a fairly good idea of the girl’s behaviour, it is easy to spot anything abnormal. Some of the elder women might ask the girl indirectly about anything abnormal she may have noticed since her marriage. 
Due to urbanization, this method of diagnosis is becoming less and less reliable: 

a) The girl may have been away much of the time at school/college etc. This would mean that parents/etc are not in good contact with the girl.
b) Once married, the couple may move and stay away from home and relatives 

c) Due to various stressors (work, economic, desire for a child, environmental) and diseases such as TB, it is easy to display signs and symptoms of pregnancy

d) Lack of skills/techniques in history taking may lead to a wrong diagnosis e.g. no menarche, or poor memory can all lead to difficult diagnosis 
2.4.1
 Signs of previous pregnancy
Midwives need to observe during History taking for clues of the woman having been pregnant previously.  Women may hide pregnancy for personal reasons. 

Some of the reasons and signs are:
· Fear: New partner, Single/unmarried = stigma, Unplanned/unwanted and laughed for 
          not spacing the time between pregnancies.
· Breasts: Flabby, prominent nipple and persistent pigmentation of areola

· Abdomen
· Stretched muscles

· Loose skin and old striea

· Easy to palpate fetal parts

· Vulva perineum
· Pigmentation persists
· Gaping of labia and vaginal introitus

· Torn hymen

· Scarrying perineum

· Vagina: Lax and roomy with signs of Cystocele/Rectocele

· Cervix: On speculum external OS is with a Transverse Slit and admit finger.
2.4.1
Problems of abnormal pregnancy
· Abortion
· Threatened = positive pregnant test

· Passed out = negative pregnant test

· Missed

· Ectopic – urine positive if tubal or ruptured

· Hydatidiform mole – urine positive in high dilatation.
2.4.2 Basis for diagnosing pregnancy

I. What the woman experiences.
II. Signs and symptoms found on assessment.
III. Investigations carried out to confirm pregnancy.
The above are based on physiological changes occurring in the woman’s body due to hormonal changes, both level and type and the development of the embryo and its appendages
Section 3

 Objectives

a) List signs and symptoms of pregnancy and include causes (presumptive, probable and positive).
b) Explain three tests which are used to determine pregnancy.

3.1
3.1.1 How pregnancy occurs: pregnancy occurs when a sperm produced by a male, fuses with an ovum produced by a female.
3.1.2   Signs and Symptoms: During pregnancy a woman's body undergoes a number of changes to allow the fetus to develop inside the womb. The symptoms of pregnancy vary from woman to woman.
3.2 
Stages of Pregnancy

3.2.1 
Pregnancy stages - There are three stages of pregnancy called trimesters. Each trimester is 
three months. The word "trimester" comes from a Latin word meaning "three months long."

3.2.2
 First trimester of pregnancy – The first trimester of pregnancy is the early stage of pregnancy 
from conception to 12 weeks gestation, or about 14 weeks from the first day of the last normal 
menstrual period (LNMP).

3.2.3 
Second trimester of pregnancy - In the second trimester the embryo, now known as a fetus, is 
recognisable as human in form, but is not developed enough to be viable if born. The second trimester is often called the planning trimester and it is from 13 weeks after the last menstrual period (LMP) to 26 weeks of pregnancy.

3.2.4 
Third trimester of pregnancy - The third trimester of pregnancy lasts from 28 weeks after the 
last menstrual period (LMP) until the birth, which usually occurs between the 38th and 42nd 
week of pregnancy.
3.3
 Calculating pregnancy due date 

It is difficult to precisely conclude the date of conception in order to confirm date of 

confinement. Calculating pregnancy due date is usually computed from the first day of the 
last regular period.
 a)
Nagele’s rule In the calendar, this can be figured by taking that date, subtracting 

three months, and adding seven days and Add one year This method is more 


accurate when the cycle is of 28 days adjusted with short and long cycle. 

b)
 Fundal height use of finger breadths: Measured on the anterior wall of abdomen, 


with finger breadths. It provides a good estimation of duration of pregnancy and helps 


in identifying IUGR, multiple gestation etc.


Factors  Affecting Accuracy: Obesity , amount of liquor, multiple gestation ,fetal size 

and attitude and width of examiner’s finger
c) Use of Tape Measure: Measure from Notch of symphysis pubis over fundus without   tipping the corpus back. The figure be multiplied by 8 and divided by 7 to get the number of weeks


To increase reliability: Same person examines client at each visit and establish a 

protocol for us e.g. Position of client on couch, device used – tape or finger breadths, 

method used – 
contour of fundus, tape elevated, between index and middle finger, 

palm of hand at fundus.
d) McDonald’s Rule
· FH (cm) x 2/7 = duration of pregnancy in lunar months
· FH (cm) + 3.5 = duration of pregnancy in months

· FH (cm) x 8/7 = duration of pregnancy in weeks

e) Ultrasonography

          It is expensive and not available in all the centres used in special cases

· Unable to establish LNMP

· Fundus large than dates

VERY ACCURATE

The importance of using the formulas is that the couple can be guided in: -
a) Preparation of the baby’s arrival.
b) Not surprised by certain features of gestation.
c) Able to follow milestones of pregnancy.
Section 4
ANTENATAL CARE 

4.1
DEFINITION OF ANTENATAL CARE:

Antenatal care is the health care that a woman receives before her baby is born, or care provided for women during the period between conception and birth of the baby. Focused Antenatal Care is the planning and providing of care during pregnancy. [A Maternal And Neonatal Health Program Best Practice (December 2001)]
Antenatal care, this is the care a woman receives throughout her pregnancy, is important in helping to ensure that women and newborns survive pregnancy and childbirth. The traditional approach to Antenatal care, based on European models developed in the early 1900s, assumes that more is better in care for pregnant women. The model believes that frequent, routine visits are the norm, and women are classified by risk category to determine their chances of complications and the level of care they need. Many developing countries have adopted this approach without adjusting the interventions to meet the needs of their particular populations, taking into account their available resources or evaluating the scientific basis for specific practices.

The Maternal and Neonatal Health (MNH) Program, promotes an updated approach to Antenatal care that emphasizes quality over quantity of visits. The approach, focused Antenatal care, recognizes two key realities. First, frequent visits do not necessarily improve pregnancy outcomes, and in developing countries they are often logistically and financially impossible for women. Secondly, many women who have risk factors never develop complications, while women without risk factors often do. So, when Antenatal care is planned using a risk approach, scarce healthcare resources may be devoted to unnecessary care for "high-risk" women who never develop complications, and "low-risk" women may be unprepared to recognize or respond to signs of complications.

Following the World Health Organization's lead, the MNH Program takes the view that every pregnant woman is at risk for complications and that all women should therefore receive the same basic care and monitoring for complications. The Program does not recommend relying on certain measures and risk indicators that are routine in traditional antenatal care (such as height, ankle edema and fetal position before 36 weeks), because they have not been proven to be effective in improving pregnancy outcomes.

4.2
 Focused Antenatal Care in the MNH Program

Focused Antenatal Care is an approach whereby a woman is encouraged to have a minimum of four targeted visits, as referred to in the antenatal matrix. The MNH Program promotes focused antenatal care as one of a group of essential maternal and neonatal care interventions that are evidence-based and that build on global lessons learned about what works to save the lives of mothers and newborns. Focused antenatal care is an integral part of the Program's learning materials, including two technical manuals endorsed by the global health community: "Managing Complications in Pregnancy and Childbirth: A Guide for Midwives and Doctors" (published by the World Health Organization) and "Basic Maternal and Newborn Care" (forthcoming from JHPIEGO with substantial contributions by the American College of Nurse-Midwives and BASICS). The important role of antenatal care in helping women prepare for birth and possible complications is illustrated in the MNH Program's behavior change intervention aid, "Birth Preparedness and Complication Readiness: A Matrix of Shared Responsibility". Antenatal matrix is a guide a midwife uses as a guide on how to manage pregnant mothers according to individual needs, concerns, gestation by dates etc. With FPNC, appointments are scheduled in a fairly standard way which is focused and fewer in number to mothers who aren't expected to encounter any problems. 
The appointments are forums for mothers and their families to get relevant information that would assist with positive pregnancy outcomes through education and health promotion. Mothers may ask questions and share any concerns they may have. 
4.2.1
 Underlying Principles of Focussed Antenatal Care (FPNC)

i) It helps to ensure that the woman and her newborn survive pregnancy and childbirth in good health

ii) Is based on the premise that every pregnant woman is at risk for complications, and all women should therefore receive the same basic care – including monitoring for complications  

iii) Emphasizes quality of visits over quantity of visits unlike the traditional approach to PNC which assumes that more visits result in better care for pregnant women

iv) Recognises that frequent visits do not necessarily improve pregnancy outcomes and are often logistically and financially impossible

v) This approach also realizes that many women identified as ‘high risk’ never develop complications, while women who are supposedly ‘low risk’ often do

vi) Relies on evidence-based approach, goal-directed interventions that are appropriate to the gestational age of the pregnancy, unlike the traditional approach which relied on some of the measure and risk factors which are routine like maternal height ankle oedema and fetal position before 36 weeks

vii) Specifically address the most prevalent health issues affecting women and newborns 

viii) Emphasizes that each visit is to be conducted by a skilled health care provider – that is a midwife, doctor or other qualified health care worker who has the knowledge, skills and attitudes to work effectively toward accomplishing the goals of FPNC
4.2.2 
Goals of Focussed Antenatal Care (FPNC)

FPNC is centered on ensuring, supporting and maintaining maternal and fetal wellbeing throughout normal pregnancy and childbirth It’s supporting goals are:

i) Early detection and treatment of problems and complications

ii) Prevention of complications and diseases

iii) Birth preparedness and complication readiness

iv) Health promotion

4.2.2.1

Goal-Directed Interventions

The MNH Program's approach focuses on evidence-based interventions that address the most prevalent health issues that affect mothers and newborns. Each focused antenatal care visit includes interventions that are appropriate to the woman's stage of pregnancy and that address her overall health and preparation for birth and care of the newborn
4.2.2.2

Detection and Prevention

The skilled provider interviews and examines the woman to detect problems that might affect the woman's pregnancy and require additional care. Conditions that could severely affect the mother or baby if they are left untreated include: HIV; syphilis and other sexually transmitted diseases; malnutrition and tuberculosis (especially in populations where HIV is common). Also, conditions such as severe anemia, vaginal bleeding, pre eclampsia/eclampsia, fetal distress and abnormal fetal position after 36 weeks may cause or be indicative of a life-threatening complication. Early treatment of these conditions can mean the difference between death and survival for the woman and her newborn.

	

When the Kasongo Project Team studied 3,614 women in an antenatal clinic in Kasongo, Zaire, in 1984, they found that 71% of the women who developed obstructed labour were not identified as "at risk," while 90% of women who were identified as "at risk" did not develop obstructed labour.





In addition to early detection and treatment of problems, two simple preventive interventions have proven effective in reducing maternal and neonatal deaths. The first, tetanus toxoid, is a stable, inexpensive vaccine that helps to prevent neonatal and maternal tetanus. Tetanus causes about 500,000 neonatal deaths and 30,000 maternal deaths each year. The second intervention, iron and folate supplementation, helps to prevent iron deficiency, the single most prevalent nutritional deficiency affecting pregnant women. Iron deficiency can lead to severe anemia, which is associated with preterm delivery, inadequate intrauterine growth, and maternal and fetal deaths.

The MNH Program also supports the following preventive treatments in areas where the diseases or deficiencies are common: intermittent preventive treatment for malaria, presumptive treatment for hookworm, vitamin A supplementation and iodine supplementation.

4.2.2.3 
Counseling and Health Promotion

Focused antenatal care visits should include time for providers and women to talk about important issues related to nutrition and health during pregnancy, including the following:

· Danger signs of complications during pregnancy and labour: how to recognize them, what to do and where to get help 

· Nutrition: the importance of good nutrition to the health of the mother and baby; how to get enough calories and essential nutrients for a healthy pregnancy; micronutrient supplements; importance of iron intake  

· Risks of using tobacco, alcohol, medications and local drugs 

· Rest and avoidance of heavy physical work 

· Family planning: benefits of child spacing to mother and child; options for family planning services following the baby's birth 

· Breastfeeding: health and practical benefits; exclusive breastfeeding; importance of immediate breastfeeding after birth 

· HIV and other sexually transmitted diseases: the use of condoms for dual protection from pregnancy and disease; other measures for prevention; availability and benefits of testing; and specific issues related to mother-to-child transmission and living with AIDS (after a positive test result) 

4.2.2.4

 Birth Preparedness and Complication Readiness

Focused antenatal care includes attention to a woman's preparations for childbirth, such as getting the support she will need from her provider, family and community, and making arrangements for her newborn. The skilled provider and the woman should plan for the following:

· A skilled provider to be at the birth.
· The site for the birth and how to get there. 

· Items needed for the birth, whether it will be at home or in a healthcare facility.
· Money to pay for the skilled attendant and any needed medications.
· Support after the birth, including someone to accompany the woman during the birth and someone to take care of her family while she is away.
In addition, since 15 percent of all pregnant women develop a life-threatening complication and most of these complications cannot be predicted, every woman and her family must be ready to respond to such a problem. Every woman should have a plan for the following:

· A person designated to make decisions on her behalf, in case she is unable to make them. 

· A way to communicate with a source of help (skilled attendant, facility, transportation).
· A source of emergency funds.
· Emergency transportation.
· Blood donors.
4.2.2.4.1
Male involvement
Developing a birth plan often requires the involvement of the husband or relatives and husbands should be encouraged to accompany their spouses to antenatal care, especially during the first visit, and take part in developing a birth plan.   

        4.2.2.4.2
Skilled Provider
Help the woman/couple in making arrangements for delivery with assistance of a skilled provider. Make sure the woman/couple knows how to access the skilled provider or health care facility at the appropriate time.

      4.2.2.4.3
Place of delivery

Assist the woman/couple in making arrangements for place of delivery – whether at the district hospital or health centre. Depending on her individual needs, you may need to recommend a specific level of health care facility as place of delivery, or simply support the woman in giving birth where she chooses.

      4.2.2.4.4
Transportation
Make sure she knows the transportation systems and that she has made specific arrangements for:

· Transportation to the place of delivery

· Emergency transportation to an appropriate health care facility if danger signs arise

     4.2.2.4.5
Funds
Encourage her and her family to start saving money that she can access when need arises to pay for care during normal birth or emergency care. Discuss emergency funds that are available through the community and/or facility, where applicable.

   4.2.2.4.6 
Decision-making

Discuss with the woman/couple to establish who makes decisions in the family and decide:

· How decisions will be made when labour begins or if danger signs arise?

· Who else can make decisions if that person is not present?

· The companion of her choice to stay with her during labour and childbirth and accompany her during transportation, if needed

· Someone to care for her house and children during her absence

     4.2.2.4.7
Blood donor
Ensure that the woman/couple has identified an appropriate blood donor and that this person will be accessible in case of emergency.

   4.2.2.4.8
Items needed for a clean and safe delivery

Make sure the woman/couple has gathered necessary items for a clean and safe delivery. Discuss the importance of keeping items together for easy retrieval when needed:

· For the birth: perineal pads/clothes, soap, clean bed sheets, new, unused razor blades
· For the newborn - warm clothes

      4.2.2.4.9
Danger signs

Ensure that the woman and her family know the danger signs, which indicate a need to enact the complication readiness plan:

· Vaginal bleeding

· Severe headache / blurred vision / swelling / dizziness

· Convulsions

· Labour pains before 37 weeks

· Fever in pregnancy

· Early rupture of membranes

     4.2.2.4.10
Signs of labour
Ensure that she knows the signs of labour, which indicate the need to contact the skilled provider and enact the birth preparedness plan:

· Regular, progressively painful contractions

· Lower back pain radiating from fundus

· Show

· Rupture of membranes or draining liquor 

4.2.2.5

Health Promotion

FPNC promotes setting aside time during each visit to discuss important health issues.  This can lead to reducing high perinatal morbidity and mortality, reduce high maternal complications and is a major point for women to access health care.
The skilled provider should ensure that the woman and her family have the information they need to make informed decisions during pregnancy, childbirth and the postpartum period. 


Section 5
ASSESSMENT OF A PREGNANT WOMAN

Introduction 

Pregnancy is a special event, and the family and community should treat a pregnant woman with particular care. Pregnant women need to eat and rest more than they do when they are not pregnant. Antenatal care addresses both the psychosocial and the medical needs of the woman, within the context of the health care delivery system and the culture in which she lives.

Periodic health check-ups during the antenatal period are necessary to establish confidence between the woman and her health care provider, to individualize health promotional messages, and to identify and manage any maternal complications or risk factors. Antenatal visits are also used to provide essential services that are recommended for all pregnant women, such as tetanus toxoid, immunization and the prevention of anaemia through nutrition education and provision of iron/folic acid tablets. 
5.1 
Categories of Women for PNC

The new WHO model of antenatal care separates pregnant women into two groups: those likely to need only routine antenatal care (some 75% of the total population of pregnant women), and those with specific health conditions or risk factors that necessitate special care (25% of pregnant women). For the first group, a standard programme of four antenatal visits is recommended (with additional visits should conditions emerge which require special care). 

5.1.1
 Number, Timing and Content of Antenatal Visits

First visit by the end of the fourth month (16 weeks): To screen and treat anaemia, screen and treat syphilis, screen for detect medical conditions that can best be addressed in early pregnancy, initiate prophylaxis where required (e.g. anaemia, malaria) and begin to develop the individualized birth plan.

Second visit in the sixth or seventh month (24-28 weeks) 

Third visit in the eight month (32 weeks): Screen for pre-eclampsia, multiple gestation, anaemia, and to further develop the individualized birth plan.
Fourth visit in the ninth month (36 weeks): Identify fetal lie/presentation, and to update the individualized birth plan.
5.1.2
 Assessment

i)
Assessment is a very important role for a midwife

ii)
Midwives need to establish an environment of comfort, supportiveness and open 
communication during each visit, convey a concerned attitude, be available to listen, 
discuss the concerns and desires of the women

iii)
Progress and outcome of pregnancy depends on pre-pregnancy health, presence of 
disease states, emotional status and past health care

iv)
All these can be identified through the assessment of the pregnant woman
5.1.3
Components Of Assessment
 5.2 
5.2.1
Objectives:
· Define assessment

· Describe different types of assessment and their significance

· Describe important points to remember when collecting different types of histories

· Explain  the significance of various histories done on initial PNC visit

· Differentiate initial and subsequent data collection
5.2.2
Data Collection: These are essential tools that identify factors that may be detrimental to the 
course of pregnancies. These have to be obtained at the first antenatal visit.
5.2.2.1
Demographic:
· Personal 
· Socio-economic

· Nutritional 

· Gynecological 

· Medical

· Surgical

· Family

· Obstetrical : Past and Present

· Psychological

5.2.2.2
Examination:
· Physical and Abdominal Assessment
NOTE: VE is only done in people medically indicated after 36 weeks
5.2.2.3
Investgations
· X-rays
· Laboratory
· USS
5.2.2.4
 SUBSEQUENT PNC VISIT
5.2.2.5
Important Data Organization For A Health Education & Promotion


5.2.2.5.1    Content Category

· Information before pregnancy 

· Information during pregnancy 

· Information for labour and birth 

· Information for after birth 

5.2.2.5.2    Importance Of Giving Childbirth Information Category

· Information promotes self-care 

· Information promotes well-being 

· Information promotes empowerment 

· Information promotes decision-making 

  5.2.2.5.3 Strategies For Giving Information

· Develop activities for improving methodology of giving information 

· Develop activities for improving organization of  giving information 

5.2.2.5.4   Challenges Of Giving Childbirth Information

· Language barrier 

· Lack of reference materials 

· Lack of staff motivation 

· Lack of clients’ motivation 

· Lack of adequate staff 

· Lack of other materials for giving care 

· Poor infrastructure 

· Curriculum development and implementation issues 

· Inadequate time 

5.2.2.5.5   The Way Forward Category

· Importance of improving supervision of staff 

· Development of childbirth education teaching materials  that are relevant to the community

· Improving male involvement to win support of the pregnant woman

· Improving development and implementation of midwifery curriculum 

· Flexibility in giving reproductive health services 

· Improving dissemination of information through media 

· Improving infrastructure 
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