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I.
Executive Summary

The Women’s Health and Development Project (WHDP) began in July 1998 and ended in December 2002. WHDP was initially designed to be a pilot program and implemented over 2 years in nine districts of the Midlands and Masvingo Provinces. A review of poverty indicators
, and discussions between CARE, the Government of Zimbabwe and CIDA determined that the targeted 60,000 beneficiaries could be reached in one district, and Mberengwa District was selected. This change avoided spreading project activities too thinly over the originally proposed nine districts. The WHDP planned to pilot multidisciplinary activities, including agroprocessing; forming women’s income generating groups; community based nutrition monitoring and health education, and increasing access to agricultural inputs.

The goal of the WHDP was to improve household income and nutritional status by increasing the amount of money controlled by women in households and providing community based health and nutrition education. The project’s multi-sectoral approach towards malnutrition was intended to be complimented by other CARE health and nutrition-related programs in the same area, such as the Nutrition Initiatives in Communal Areas (NICA), the Small Dams Project, and microfinance activities.

A complex socio-economic and climatic context, that worsened significantly following the 1999/2000 agricultural cycle and the 2000 Parliamentary Elections and Agrarian Reforms confounded project outcomes. Cyclone Eline caused serious flooding in 2000, and was followed by two years of severe drought. External economic shocks, accompanied by runaway inflation, currency devaluation and food shortages, also affected project impact during the last years of the project and continue to threaten household livelihoods and project gains.

Accomplishments

In spite of multiple unanticipated challenges, the WHDP program had several accomplishments, which include:

· The establishment of 52 women-dominated Groups in 23 Wards and training these women’s groups in business practices and income generating activities.  

· All groups successfully paid for agroprocessing equipment obtained on the rent to own scheme.

· Started 70 Community Based Growth Promotion Groups (CBGP) in 10 wards. The Ministry of Health and Child Welfare (MOHCW) will introduce the WHDP CBGP model, including the information system, into 5 additional wards.

· The project exceeded beneficiary targets and reached approximately 109,000 beneficiaries by the end of 2002.

· Developed a very popular cookbook based on locally available foods and taught communities how to prepare them. Over 3500 Shona and English copies of this book have already been sold in the District.

· Trained 21 Agents, who are now independently selling agroinputs in local communities, reducing the time and expense necessary for local smallholder farmers to obtain them.

The strong and trusting partnerships that CARE developed with local leaders and the MOHCW not only served beneficiary communities, but can also serve as the basis for future health, income generation and other community development programs. Given the WHDP resource levels, timeframe and development technical capacity, CARE made significant contributions towards moving communities in the Mberengwa District in the direction of self-sufficiency and away from dependency and crisis management. 

The health and nutrition efforts and basic business management training, coupled with mutual support systems and community priority setting, provide a framework for direct interaction with communities in support of multiple essential humanitarian and development activities. The management requirements of the massive Supplementary Feeding Program currently underway and the effects of the AIDS epidemic present additional challenges to CARE and community coping mechanisms. Relationships started in the WHDP program, if they are nurtured, can assist in joint problem solving to address these challenges.

Measuring Impact

Anthropometric measurements, weight for age, taken during the WHDP 30 cluster random final evaluation survey revealed approximately 16.6% of children under 5 years of age are -2SD or lower. Measurements reported in project documents ranged from 20% in 1999, to a low of 11.3% in September 2000 and just over 12.8% in March 2001.
 Project monitoring systems captured measurements of children attending CBGP weighing sessions.

Seasonal variations in malnutrition levels can account for changes in WHDP monitoring data that was derived from CBGP weighing sessions. The final survey measured children in randomly selected households selected from wards where the WHDP was implemented. The baseline survey, however, measured children from the poorest areas based on regions with the most marginalized agricultural production capacity. 

While increasing income and decreasing malnutrition were appropriate goals for the project it was not possible to completely achieve these goals in the project time frame because of the environmental and economic factors described above. To achieve sustainable changes in child malnutrition, especially chronic malnutrition requires long-term behavior change strategies. Effects of these types of programs take 3-5 years to achieve. 

CARE’s major challenge will be to preserve the nascent community-based development efforts from becoming overwhelmed by the massive food relief efforts and household income challenges currently affecting all aspects of life in the District. CARE plays a major role in the emergency food distribution. Effectively implementing relief activities, and at the same time protecting community development gains accomplished during the WHDP, will require strong communication efforts with donors, local authorities and communities.

Major Recommendations:

· CARE should consider seeking funds to build on the community structures and relationships established in the 52 IGA groups to develop feasible alternative IGA activities that are suitable during drought periods. Examples might include mango drying, soap making, and small animal husbandry, among several possibilities.

· CARE should network with the Mberengwa District MOHCW, and other Health and Nutrition providers (especially LDS) to develop, coordinate and expand community-based health services to additional wards and enhance services that have already been started. One networking mechanism is increased participation in the Mberengwa District AIDS Task Force.

· Future IGA activities and Health/Nutrition Activities should each be managed by professionals with expertise in the respective areas. While program implementation should be linked and coordinated, each element should be considered different project efforts. 

· CARE’s plans to incorporate HIV/AIDS strategies in all CARE Zimbabwe development programming in Mberengwa District is supported by this evaluation.  Prevalence rates, now 34% have increased significantly since the beginning of the WHDP and are among the highest in the world. There is strong stakeholder and staff interest in working to combat the epidemic, but insufficient efforts at the local level to be effective. CARE may wish to consider including TB programming because TB contributes to approximately 30% of AIDS deaths.

II.
Background 

Mberengwa District is a drought-prone area with large communal areas, many with poor soils and agricultural capacity. Poverty exceeds 80%, even when the country is not experiencing an economic crisis. AIDS prevalence is extremely high at 34%. The burden of caring for large numbers of chronically ill AIDS family members and funerals further negatively impacts on households’ food security. On the other hand, the district enjoys relatively high female literacy levels (82%) and a high community value for education.

The WHDP proposal was submitted to CIDA in 1997. Program activities started in 1998 and were scheduled to end in 2000. Rapid devaluation of the Zimbabwean dollar funded a series of no-cost extensions for two years to finish program objectives. With the exception of the final evaluation, project activities ceased in December 2002.

WHDP agri-business agent activities were completed in 2001, but CARE AGENT activities are continuing as part of the Rockefeller Foundation funded AGENT Programme. (Both the Safety Net and AGENT Programme used, or are using, WHDP Agents). This will continue to facilitate providing agri-inputs to smallholder farmers.

Approach

WHDP’s overall strategic approach was to organize community-based women dominated IGA groups to improve local access, availability and impact of community health and nutrition services as well as raise women’s incomes through agro-business income generating activities. The WHDP’s approach was developed to address community needs identified through formative research methods. 

The following objectives and anticipated results were included in the WHDP strategy as expressed in the Log Frame Analysis:

1. Organization and strengthening of Women’s Groups and Individuals to organize women living in poverty so that they are able to plan and implement projects that increase their income and reduce malnutrition (hunger) in their families and their communities. This approach was based on the following assumptions:

· The WHDP would result in increased household income for participating individuals and groups.

· This increased income would provide participants with a safety net against food insecure seasons.

· Households with increased income would provide their families with nutrition rich foods.

· Participants would have increased understanding of how nutrition and common diseases like diarrhea are linked with malnutrition.

· Women and groups would be empowered to develop their own plans and take initiative on issues related to the well being of the community.

2. Delivery of Community Managed Health and Nutrition Services to increase awareness of hunger (inadequate food intake) and malnutrition problems in communities and take action to implement strategies for addressing those problems through community managed project activities. This strategy was based on the following assumptions and intermediate steps:

· Growth Monitoring (later changed to Growth Promotion) committees would mobilize the community toward active participation in improving their health status.

· Informed decision making would take place from accurate surveillance at the community level.

· Malnutrition and micronutrient deficiencies would be reduced in the target area.

· Appropriate health education materials would be developed.

3.
Income generating through agri-processing to mobilize groups and individuals particularly women at the communal level, to enable them to plan and implement agri-projects, to improve nutrition as well as income. This approach was based on the following assumptions:

· Household income would increase for groups and individuals that participated in the agroprocessing rent-to-own scheme.

· Availability of locally processed food would increase and reduce hunger as well as improve access to income

· Better knowledge of storage and preparation of locally available food would increase dietary diversity and improve nutritional status.

(Expected results for Component 1 and Component 3 are linked.)

4.
Formation of Agribusiness Agent Centers to establish agribusiness ‘Agent Centers’ in communities to lower the costs of purchasing agri-inputs. This approach was based on the assumptions that:

· Capitalizing on locally available inputs would increase accessibility of agri-inputs to smallholder farmers.

· Increased income for Agents and would result in improved opportunities for better household nutritional status.

· Large agribusiness companies would start to provide a full range of wholesale and marketing agribusiness services for rural communities.

A synergistic effect from integrated income and nutrition project activities in the same area was anticipated to begin at about the same time. The “Nutrition Initiative in Communal Areas” (NICA) implemented in an adjacent district, and 6 wards of the same district, provided lessons learned that benefited the WHDP.  The NICA project tests the socio-cultural feasibility of small-scale maize meal fortification (through local hammer mills) at the community level. WHDP program activities’ positive effects were expected to complement these efforts in the wards where the program was implemented. 

As a result of food shortages experienced after of Cyclone Eline, two years of drought and the severe economic crisis, a new supplementary feeding program for children up to age 14, and pregnant and lactating women was started in the project area in August 2001. The WHDP final evaluation survey in February 2003 documented that over 86% of eligible children was enrolled in the SFP.  By late 2002, the World Food Programme, through CARE was distributing food to approximately 75% of the district’s population. The remaining 25% of the population, not included in the food distribution, found it difficult to buy food, even when they had money to pay for it.

Political tensions surrounding the 2000 elections significantly stalled community-based activities, and a no-cost extension for the project was approved. While the income generating activity component of the project was phased out in early 2002, the project continued the community-based health and nutrition service (CBGP) component until the end of the project. This allowed communities with CBGP groups to develop action plans and find solutions for their health problems during the emergency. CBGP groups also provided the census-based information system that enabled CARE to gather micro level nutrition data that is now used in other programs (especially the Supplementary Feeding Program) where CBGP groups are active. 

III.
Evaluation Purpose and Methodology

The WHDP final evaluation focused on (a) assessing if the program met the stated goals and objectives; (b) the effectiveness of the technical approach; (c) development of the overarching lessons learned from the project; and (d) a strategy for use and communication of these lessons both within the organization and to other partners for incorporation into future plans.

Methodology

The WHDP Final Evaluation used participatory evaluation methods developed by Judi Aubel, and others and employed several techniques to gather and triangulate information about the program. The evaluation endeavored to include input from as many program implementers, stakeholders and beneficiaries as possible.  Objectives and methods were agreed upon using consensus-building techniques. Each aspect of the evaluation was assessed, including an end-of-evaluation assessment of the evaluation process itself. 

Elements included in the methodology were:

· Interviews with key CARE Zimbabwe personnel

· Review of project and supporting documents

· Small group discussions with Project managers and Field Officers

· Mapping exercise to identify type and location of all project activities

· Review of health and nutrition information systems and reports, including  Mberengwa District  malnutrition data

· Evaluation team workshop to develop, translate and pretest questionnaires

· Field Work including household quantitative cluster survey, focus group discussions and agent interviews

· Personnel interviews with former WHDP staff, CARE SFP, AGENT and Microfinance staff, LDS HIV/AIDS program staff, Mberengwa District Nursing Officer (DNO), Matron of Mnene Hospital.

· Wrap-up Evaluation Team Meeting to share results and lessons learned

· Evaluation of evaluation methodology

· Debriefing with CARE Harare management staff

Activities Planned after the Evaluation

· Written reports to CARE Canada and CIDA

· Stakeholder Debriefing and Information Sharing event to be organized by CARE staff

IV.
Description of Project Components: 

Component 1: Organization and Strengthening of Women’s Groups

The objective of this component was to organize poor women to enable them to plan and implement agri-processing projects to increase their income and reduce malnutrition in their families and communities. (See also Component 3.)

This strategy focused on working with existing women’s groups and forming new groups to implement community health and income generating activities, which are sustainable beyond the life of the project.  Activities were designed to promote community groups’ responsiveness to market needs, price and profit incentives, market demand and general affordability of their products in ways that are sustainable give the local realities. Field Officers (FO) delivered health and nutrition talks during group meetings.

Accomplishments

(Expected results in the LogFrame Analysis were similar for Components 1 and 3, as they were complementary efforts. Results related to group formation, and health education are covered in this section. Income results are addressed under Component 3.)

· 52 women-dominated groups formed and engaged in agroprocessing activities

· All groups were trained to apply good business practices, including record keeping and marketing  

· 769 Health Talks on 17 different health, nutrition and sanitation topics were delivered to IGA groups. (For CBGP groups this activity was continuous.)

· IGA group members were able to accurately answer questions covering the health education session content 

(See Component 3 for women’s groups’ IGA activities and accomplishments.)

Unlike the health talks delivered to the CBGP groups, talks delivered to IGA groups were primarily intended to benefit group participants, their families, and other interested community members. There was no mechanism put in place for the dissemination of the information learned in health education sessions to the rest of the community.

Lessons Learned

(See also Component # 3)

· Social gatherings (such as funerals, political rallies) caused some training programs to or postponed or cancelled. 

· Fuel shortages made rescheduling activities difficult.

· Using simple, learner-centered training approaches was effective.

· “Woman only” groups were culturally unacceptable. Majority women groups were much more accepted. Group size was reduced to 15 members or less when groups of 100 women were determined to be impractical.

· Training on record keeping should be done in the local language to enable all members to participate.

· One member of the community group should be delegated responsibility for marketing the IGA.

· The disruptive effects of the large numbers of funerals that are related to the AIDS epidemic require flexibility by program managers in activities, especially training events.

Component 2: Delivery of Community Managed Health and Nutrition Services

The objective of this component was to increase awareness of hunger (inadequate food intake) and malnutrition problems in communities and take action to implement strategies for addressing those problems through community managed project activities.

This component extended services already provided by existing health care clinics and Ministry of Health extension workers to the community level. At the request of the Mberengwa MOHCW, WHDP staff followed examples of community-based programs implemented elsewhere in Zimbabwe by introducing community-based growth monitoring groups. Members of these groups were selected by community leaders, trained to register and weigh children monthly, and deliver a series of health talks to the children’s caretakers. Topics for these health talks were based on community needs as determined from the baseline and AKAP surveys and Focus Group Discussions (FGDs) as well as MOHCW programs.

CARE Zambia’s Health and Nutrition Program Manager visited early in the project and generated several specific recommendations for improving the effectiveness of this component of the program. Suggestions included a change from an ineffective “Growth Monitoring” to a “Growth Promotion” strategy.  This required the program to train committees to monitor indicators about the number of children weighed, the number underweight, the number referred to health facilities and the number of caretakers counseled. These indicators needed to be developed in cooperation with the MOHCW, keeping in mind that the users of the information would be community members. The consultant also recommended dropping the planned school activities because there was no evidence to support them, and no expressed community interest. The planned partnership with UNICEF, however, was strongly supported. 

The project staff drafted and published a “Health Education Volunteer Guide” in both Shona and English in 2001. Five modules: Environmental Health, Childhood Illnesses, Malnutrition, Breastfeeding and Complementary Feeding and HIV/AIDS were included. In addition, the WHDP received technical assistance to identify locally available traditional foods and their preparation methods. From this information, WHDP staff developed, printed, and distributed over 3,500 Shona and English language copies of “A Zimbabwe Cookbook: Recipes for Local Foods.” One section of the book is devoted to infant foods. 

Very popular cooking demonstrations, using the cookbook, increased attendance at health and nutrition education sessions significantly. This increased Field Officers’ morale. Some enterprising community groups even produced and sold foods they learned to prepare from the cookbook. Copies of the cookbook are still selling well in the District.

Sustainability

Exit Strategy Workshop 

The WHDP held a workshop in November 2002 to plan the Community Based Growth Promotion (CBGP) Exit Strategy and map the way for the smooth hand over of the health and nutrition component to the MOHCW. Coverage to date was outlined and lessons learned were disseminated to the participants. Plans to share the WHDP information system with the MOHCW were developed at that time. A large purchase order for growth monitoring/child health cards was not successful because the order could not be completed by the end of the project. WHDP helped the MOHCW to obtain the additional Salter Scales from UNICEF needed to form additional CBGP groups in 5 other wards.

Health Microfinance Program (HMFP)

WHDP staff addressed the common problem of volunteer retention, by decreasing financial barriers to volunteer participation and enhance group sustainability through group savings plans. CARE provided technical assistance to start the groups, and the majority of CBGP groups decided to participate.  CARE provided no financial inputs into the groups, but provided opportunities to visit other successful savings programs. CBGP group FGDs revealed a high level of satisfaction with the program, but some of the poorer groups thought some “seed” money would help groups get the funds high enough to address the significant stresses, particularly related to school fees.

Accomplishments

· 70 CBGP groups are trained and functioning in 10 wards 

· The MOHCW is adopting the CBGP model, including the information system in 5 additional wards.

· 58% of eligible children attend growth promotion sessions

· 100% of CBGP groups received health education manuals


· 68% of growth promotion committees hold at least one structured community health/nutrition education talk per month

· 98% of mothers attending growth promotion sessions receive individual nutrition counseling.

· 93% of CBGP groups participate in HMFP groups savings plans

· Publication of Shona and English cookbooks using locally available foods. So far, 3500 copies have been sold in the Mberengwa District.

· Publication of Health Education Volunteer Guide that was distributed to 70 CBGP groups

The percentage of children fed five times a day or more rose from 11.6% in the baseline to 26.9% in the final survey. This activity was directly targeted in WHDP nutrition education messages. Breastfeeding on demand rose from 60% report in the 1999 PRCA report to 62% in the final survey. (Although not statistically significant, the final survey was a random, community based assessment, and therefore the final numbers may reveal a more significant change than captured in the survey.)

When asked about causes of malnutrition, 80% named “not giving enough food” as the major reason. Respondents naming “cold food” dropped from 70% in the AKAP to 9% in the final survey. Those naming “under done” food dropped from 90% to 6%.

Only one respondent (< 0.5%) named “feeding the child monkey’s intestines” as a cure for Nhova (depressed fontanel). This was a steep decline from the 25% measured in the AKAP study.

The cookbook helped women develop markets for the products of the solar dryers in Component 3. Initially women could not sell products of the solar dryers, as the community did not know how to use them. In the survey, respondents said malnutrition was related to eating the same foods all the time. The cookbooks an attempt to diversify diets, especially essential vitamins and minerals.

Anthropometric measurements, weight for age, taken during the WHDP random 30 cluster final evaluation survey revealed approximately 16.6% of children under 5 years of age were -2SD or lower. Measurements reported in project documents ranged from 20% in 1999, to a low of 11.3% in September 2000 and just over 12.8% in March 2001.
 The drop in 2000 may be related to the WHDP, but the drought and subsequent increase in 2001 confounds the findings.

Limitations in Measuring Malnutrition

Seasonal variations in malnutrition levels can account for changes in WHDP monitoring data that was derived from CBGP weighing sessions. The final survey measured children in randomly selected households selected from wards where the WHDP was implemented. The baseline survey, however, measured children from the poorest areas based on regions with the most marginalized agricultural production capacity. Variation can also be attributed to different standards between GOZ and other measurement methods. The severe drought and economic crisis, as well as the introduction of phased-in SFP in the middle of the project, in all likelihood, had a confounding effect on determining changes in malnutrition levels.

Project monitoring data, however, showed a 35.9% decrease in underweight children participating in the program. (Weight for Age <-2SD) as of March 2002.
 This shows that amongst children directly participating in WHDP activities, there was a marked decrease in malnutrition. These figures, however, can not be extrapolated to the population as a whole.

In wards where CBGP groups were started, final evaluation survey respondents named them as health information sources in numbers second only to health center personnel, and significantly more often than traditional healers, relatives and religious leaders. Mass media, including newspapers and radios were not major sources of health information for women caregivers. This information was verified in focus group discussions. 

CARE started the CBGP groups at the suggestion of the MOHCW. They represent a significant partnership between the government and NGO sector. Since the MOHCW will expand the CBGP model into 5 additional wards using the WHDP information system and health education materials, this indicates the model has a strong potential for scale up. Currently, CBGP groups are linking their activities to supplementary feeding sessions. Group members insist, however, that they would continue to register and weigh children, even if there were no supplementary foods. They say this is because they have seen the benefit of identifying growth faltering and sick children and intervening early. In addition to the information they get from health talks, participating caregivers say they value the mutual support they find in the groups. The MOHCW health centers provide credibility to these groups by accepting their data and referring caretakers back to the groups for routine weighing whenever the child is seen in the centers.

Training on savings and internal lending has improved access of volunteers to financial services within their communities and improved their motivation.  The staff conducted a dropout survey to identify issues related to committee motivation and sustainability. Volunteer retention problems were related more to personal economic issues, such as the time needed to generate income for their own families, than to dissatisfaction with the volunteer experience. CBGP volunteer FGDs revealed that they received significant personal satisfaction from their volunteer work. 

Lessons Learned

· WHDP incorporated lessons learned from other programs and switched from Growth Monitoring, to Growth Promotion within the first year.

· Due to inadequate documentation of growth faltering children that caused difficulties in monitoring progress in the nutrition intervention, the WHDP developed a nutrition information system, which was implemented 3 months later and proved to be very effective.

· The door-to-door registration system included in the CBGP component provides an excellent census-based vital statistics information system on numbers of children, births and deaths as well as malnutrition levels. This information system has proven valuable in developing the Supplementary Feeding Program. 

· CBGP committee members were excluded from WFP food distribution because Kraal Leaders (local authorities) erroneously believed that CARE paid them. CARE will need to sensitize local authorities to the volunteer status of committee members to insure they are not penalized for their participation.

· Caretakers attending CBGP FGDs in February 2003 cited that access to health information and group support encouraged them to continue to attend sessions, even though the WHDP has ended.

· FGDs also reveal that CBGP sessions identify sick children early and refer them to health centers. Community members perceive that their children have remained relatively healthy in spite of the food crisis because of the CBGP. 

· In order to track malnutrition levels effectively, the M&E system should establish the definition of malnutrition at the beginning of the project, and use the same measurements throughout the program. For development purposes, children who are mild to moderately malnourished should be targeted for community-based interventions. Severely malnourished children are appropriately referred to health centers for care. 

· WHDP Health Topics appropriately addressed community identified health concerns such as Nhova (sunken fontanel) and Bilharzia, but they are not currently major causes of child malnutrition or death. Initiating health programs based on community identified priorities builds trust and helps communities engage in solving their own health problems. Involving the community in developing health education and Behavior Change/Communication (BCC) efforts is an opportunity for sensitization about high impact health and nutrition problems of which the community is unaware, or feels unable to address. 

Component 3: Income Generating through Agro-processing Activities

The objective of this component was to establish small-scale sustainable (financially viable) agri-processing businesses operated and managed by poor women’s groups.

The sustainability of health interventions by participants were to be supported and sustained by income-generating activities to increase access to processed foods in target communities and improve household income for smallholder farmer.  Equipment was distributed under rent to own agreements that would yield increases in true profit for community groups after payments for the equipment were completed. Free solar dryers were provided to increase dietary diversity and provide a means to produce sanitary dried foods.

Outputs

· 17 Hammer mill groups established

· 26 Peanut Butter mill groups established

· 9 Oil Pressing groups established

· 3 Jam Making groups established

· 20 Solar Dryer groups established 

Accomplishments

By the end of the project, all agroprocessing equipment was paid off and groups were independent in repair and maintenance. By 2001, of 22 groups submitting reports, 18 were showing profits. The subsequent drought and economic decline, however, reduced ‘true profits’ of many of these groups, largely due to shortages of raw materials and fuel (primarily for diesel operated hammer mills).  Equipment distributed under rent to own agreements could only show true profits once the equipment payments were completed.  

To improve the viability of their operations, IGA groups will be handed over to the CARE Market Link Project (MLP) which will continue capacity building activities. It is assumed that lack of raw materials will limit the effectiveness of the capacity building until agricultural production supplies normalize.

Lessons Learned

The WHDP Interim Report in September 1999 stated these IGA groups were viable business ventures, as well as a service to the communities. But concern was raised at the time about the ability of groups consisting largely of very poor women to significantly participate in the program. Women in the program were more reluctant than men to assume the risk associated with higher cost equipment, such as hammer mills and chose to purchase peanut butter mills and oil presses. This proved to be the case in the WHDP, even though the higher cost hammer mills are more profitable. Women are traditionally associated with peanut butter processing using traditional methods. Staff worried that poor women, the primary beneficiaries of the program, would fall through the cracks if they lacked sufficient capital. 

School fees, and not purchasing additional food, was the highest priority for women's increased income until the economic and agricultural crisis, and still remains the first priority for many women. Food was only a secondary priority, and no mention was made of food specifically targeted to small children. Since household food purchases are likely to be spread across all members of the family, the IGA’s impact on nutritionally vulnerable members of the household, small children and pregnant and lactating women is extremely difficult to measure. Higher educational levels for their children that are prioritized by women can make positive contributions to child health and nutritional status over time, but these impacts are not measurable with available methods for a project like the WHDP.

After the successful 1999/2000 agricultural season, the project area was severely affected first by floods, then by the drought. The nationwide food deficit and depletion of household grain reserves further aggravated this situation.  In addition to the drought, the severe decline in economic performance, high inflation, shortages and price hikes of basic commodities limited raw material availability. Purchasing power of group profits declined significantly in the last 2 years of the project. All of these factors, beyond the project’s control, presented significant challenges for the groups to apply the business practices they had learned and continue to earn profits. 

Lack of raw materials and fuel continues to cause some groups to slow down or discontinue production. Project efforts continued to support communities to plan for coping with these stresses on their household livelihoods. Some hammer mills in the area continue to function by processing maize obtained by the Government of Zimbabwe and WFP which they later sell to surrounding communities. The formation and capacity building of a peanut-butter making association by the WHDP and MLP projects will assist groups to identify coping strategies to deal with marketing, packaging and raw material procurement challenges. It is hoped the associations will help prepare these groups to resume production when groundnut supplies return. 

According to focus group discussions with oil pressing IGA groups, members retained some of the oil for household consumption. One group stated that members purchased the oil that that they took home. Increased household oil consumption, if children and pregnant and lactating women also consume the oil, would be a measurable nutritional impact of the WHDP IGA component. Documented increases in household and child oil consumption would help verify the beneficial linkage of agri-processing IGA groups and the nutrition objectives. In the same respect, quantifying the amount of the products from the solar dryer and jam making would help to support the positive benefits of Component 3 in contributing to better household nutrition.

Component 4: Formation of Agri-business AGENT Centers

The objective of this component was to establish agri-business ‘AGENT Centers’ in communities to lower costs of purchasing agri-inputs and to improve marketing and price of harvested crops.

The approach was to establish a broad network of rural traders, develop economies of scale and deliver agri-inputs to rural smallholder farm communities at lower prices, in less time.  Agri-inputs are delivered directly to communities and sold by the agri-traders, who are established community members. The program also sought to make these distributors attractive to the commercial interests of the major agri-input manufacturing and wholesaling companies. 

The WHDP set up a credit facility with suppliers with CARE as the guarantor, trained the agent and supported him or her until they were able to manage the relationship on their own.

CARE Zimbabwe’s AGENT program began in 1995 and elements of the program were incorporated into the WHDP. The AGENT component of the WHDP project started in February 1999. Although scheduled to be completed in December 2001, project targets were achieved early and the Agents were graduated in June 2000. Graduation of Agents from the WHDP was coupled with the hand over of activities to the broader CARE AGENT Program. Agents were also active participants in the Safety Net Project, a component of which focuses on providing increased access to grain in response to the severe grain deficit in Zimbabwe.  Some participants have since been incorporated into a new phase of the larger AGENT Programme.

Accomplishments

· 21 Agents graduated from the program and were operating independently without project support as of July 2000.

· 57% of the Agents are women and two Agents are community groups (as opposed to sole proprietorships.)

· The Agent repayment rate on suppliers’30-day accounts was 100% on average for Redstar wholesalers and 77% for the higher-priced Farmer’s Den.

· Sustainable relationships between the graduated Agents and the Cotton Company of Zimbabwe and between Agents and the Pannar Seed Company were established.

· Access to agri-inputs was improved in the communal areas. Before the WHDP, 75% of the smallholder farmers interviewed were getting their inputs from Zvishavane, Bulawayo and Chiredzi (at distances over one hour by automobile). Farmers changed to purchasing 80% of their inputs locally from Agents. 

· Case studies of eight small-holder farmers receiving services from three different Agents revealed that time and costs incurred in travelling long distances to town to purchase inputs decreased significantly. On average, the price of accessing seed from Agents went down 23%. Agents also confirmed increases in customers and sales as a result of the WHDP.
 Agent interviews conducted during the Final Evaluation confirmed these findings.

· Final evaluation Agent interviews revealed that the majority of agents were still in business but had decreased profits due to the drought and economic crisis.

· As a result of the increased access to agri-processing inputs from the AGENT component, there was a marked change in acreage under cultivation in the 1999/00 season as compared to the 1998/99 season. The uptake of cotton was the most outstanding example.  One ward which had never grown cotton before, started growing it as a result of the WHDP program. Overall, the number of cotton growers rose 664% and increases in maize growers rose 18%. Increases in cotton cultivation were attributed to higher returns to farmers when compared to returns from maize. Although maize acreage increased by 71%, yields fell in the area during this time period due to excessive rains. Table 1 illustrates the changes in acreage under cultivation after the WHDP started in Mberengwa District.

Table 1.  Acreage under cultivation for Cotton, Maize and Groundnuts for growing seasons 1998/1999 and 1999/2000 in selected wards

                            COTTON                             MAIZE                    GROUNDNUTS

SEASON
1998/99
1999/00
1998/99
1999/00
1998/99
1999/00

No of Growers
160
1223
8825
10,381
4086
4086

Area

Planted (Ha)
148.8
686
7691
7500
2695
2695



Estimated Yield (Ha)


7 bales


7.01 bales
71x50kg
2x50kg


27x40kg


17.19x40kg



Total Estimated Yield


1116 bales
2971 bales
547

419.5
159

126.3
72,618.20
67,993.80

Estimated Crop 

Sales
1116

bales
2971

bales
407

383.11
64

946.60
16,616.25
15,510.60

Food

Retention
-
-
140

036.34
15

5110.60
39,385.70
34,742.20

Lessons Learned

· Agents enhanced smallholder farmers’ agronomy and crop variety knowledge through information dissemination in collaboration with Agritex. Demonstration plots for marketing seeds improved farmers’ knowledge about the products. 

· Decreasing the distance traveled for purchases was more important to farmers than lower prices.

· Agents lacked credit history since most of their previous dealings were in cash. CARE applied lessons learned from the previous Agent projects and transferred the use of the input supply fund to a default guarantee fund to guard against possible defaults by Agents. CARE shared the risk with the suppliers on a 50-50 basis. CARE further reduced the default risk by ensuring that all Agents deposited cash security with the organization. This worked well in promoting the high repayment rates.

· Measuring the direct effect of the AGENT Program on household income and child nutritional status is difficult. Focus group discussions, however, indicate that increased affordable access to agri-inputs resulted in noticeable increases in agricultural production prior to the beginning of the drought. 

· A thorough selection criteria and process helped the project select Agents who were likely to pay their debts and be successful in the program.

· On-the-job training between a field officer facilitator and the Agent trainee worked better than workshop-style training. Record keeping and other skills were more effectively learned individually, than in groups. Training and empowerment offered to Agents resulted in high repayment rates.

· The project newsletter helped inform Agents about the range of products available. 

· Consignment arrangements made with Pannar and Cottco brought a marked change in the acreage under cultivation of maize, cotton and groundnuts in some areas of Mberengwa. This arrangement enabled Agents to order as much as possible according to demand without limits. Since the suppliers dealt directly with Agents, the time spent and cost incurred in travelling to towns to buy inputs decreased, and the landing price for inputs went down as much as 23%.

· Since the two selected suppliers sometimes failed to deliver essential inputs, such as fertilizers and pesticides when they were needed, the project should have contracted with more than two suppliers. Project staff felt more competition would have resulted in better service to the Agents. 

· Higher priced inputs did not sell well and affected the 30-day payment rate.

· It is difficult to attribute increases in agricultural production only to the Agent program because one can not control for factors such as rainfall and farmer management practices. Measuring true impact on production would require more than two agricultural seasons. 

Confounding Factors outside of WHDP Control (All Components)

Political tensions during the presidential campaigns caused many health education and other gatherings to be cancelled. Planned activities to increase men’s involvement in the program, scheduled for that time, had to be shelved.  To address food shortages in Mberengwa District as a result of Cyclone Eline, CARE Zimbabwe introduced a short-to-medium term provision and response strategy, called a “Safety Net Programme.” This program included immediate nutritional assistance to vulnerable household members, especially children, and a combination of interventions to improve household livelihood security. To specifically address nutritional needs, CARE Zimbabwe introduced a child supplementary feeding program (SFP), for children in Grades 1-7 and infants 6 months and older, combined with community-managed health and nutrition education.

Supplementary Feeding began in Mberengwa District in August 2001. The final evaluation survey showed that, as of January 2003, approximately 88% of eligible children are attending supplementary feeding programs. The World Food Program is providing general rations distributed by CARE to almost 75% of the same population. Comparisons of nutrition surveillance data, taken just prior to starting supplementary feeding in 2001, and comparing it to the previous year, reveal child malnutrition levels began to increase sharply about that time. The synergistic effect of the two food programs may be helping to cushion the negative health effects of the food deficit and keeping malnutrition from going higher.

MOHCW health facilities are also not reporting increases in malnutrition-related child deaths, in spite of increases in overall malnutrition levels. This may be related to the earlier detection and referral of sick children from the CBGP committees and SFP sessions that can also mitigate the negative health effects of malnutrition in the short run. Long term, chronic malnutrition can not be addressed with these measures, however, and require measures to assure adequate household food supplies and improve child feeding practices.

V.
Monitoring and Evaluation

Surveys

The baseline survey report (1999) included weight for height and height for age measurements in the wards with the highest levels of malnutrition (Regions IV and V) of Mberengwa District. WHDP program activities, however, were not targeted to these areas, but were implemented district-wide. Some wards had more program components in them than others. The final evaluation survey, interviews and focus group discussions were conducted in randomly selected wards, stratified according to combinations of program elements. (See Annexes A and B for details about the community-based household survey.)

The Awareness, Knowledge, Attitude and Practices (AKAP) baseline study, completed in January 2000, (approximately 8 months after the quantitative baseline survey) was derived from the Participatory Rural Communication Appraisal (PRCA) and used as the basis of the WHDP communication strategy. Health education topics for community and IGA discussions were selected and incorporated into the WHDP Health Education and Training Guide. Bilharzia and Nhova (Depressed Fontanel) were included, even though no major problems with these conditions were observed in the health centers, or by CARE staff. Nevertheless, these topics were included in the communication strategy to demonstrate sensitivity to the communities’ perceived health problems.

The WHDP evaluation team conducted a stratified random community-based 30-cluster survey in Mberengwa District from January 30 - February 4, 2003, approximately one month following the end of the project. Significant attention was devoted to eliminating potential bias and capturing the relative contribution of all four WHDP program components. The survey enumerators training workshop also emphasized the importance of random selection of respondents. Questions adopted from earlier surveys were modified to include additional content covered in the WHDP health and nutrition education programs. Enumerators were also instructed not to ask leading questions to minimize bias. Questions were added to capture information about HIV/AIDS knowledge, careseeking behaviors for sick children, supplementary feeding attendance and the numbers of families caring for chronically ill family members to estimate the impact of caring for People Living with AIDS (PLWA). These questions were added to address activities added in the later part of the project or specific information requested by the evaluation team.  

Monitoring

The WHDP Interim report issued in September 1999 recognized that development of the monitoring system was behind schedule and technical assistance was required. CARE recruited a staff person to provide this assistance, but he left before the end of the project and was not available to be interviewed by the evaluation team. Monitoring indicators were selected after some project elements had already started. Routine reporting forms were eventually developed followed by computerized information systems. Indicators, unfortunately, did not remain consistent throughout the project. Most of these indicators were process measurements, and were useful in their own right to track progress towards meeting project goals. Simplified reporting forms, requested by CIDA, were used for later semi-annual reports. Other monitoring tools included case studies, data spreadsheets (CBGP) and health session records. 

Women’s Groups

Training sessions and health and nutrition talks were tracked in project reports, as were repayment records for equipment. IGA groups had their own record keeping systems and profit and loss report sheets. Project staff collected case studies on individual participants.

Health and Nutrition

WHDP project staff developed a computerized information system that the MOHCW will integrate into its programs. MOHCW health centers and the WHDP staff routinely collected reports from CBGP committees on attendance as well as percentage of children “below the line”. Month to month CBGP data were collected and documented from January 2001 through December 2002. Timely CBGP group report submissions were a challenge throughout the project. Periodic competitions were started to serve as an incentive to groups to submit reports on time. Attendance records revealed a drop early in the program after some caretakers realized weighing sessions were not associated with a feeding program. The WHDP CBGP information system complements the MOHCW information T5 form tracking, and the MOHCW is adopting it into their program.  CARE staff will provide training to the MOHCW.

Project staff developed several computer applications to assist tracking project progress and generate the required reports. Some files, however, were kept on individual computers and not available to others who might need to use them, especially if staff left their positions. 

Limitations in Measuring Malnutrition

The Zimbabwean Health system collects growth monitoring data on T5 forms based on weights “below the line” or 80% of the Harvard standard. WHDP monitoring data uses the same measurements. The WHDP baseline survey reported on weight for height and height for age based on -2 Standard Deviations using the NCHS standard. Lacking a standard definition of malnutrition made end of project comparisons extremely difficult and subject to error.

Achieving significant changes in malnutrition, especially chronic malnutrition requires long term strategies focusing on behavior change as well as household food supplies and income. Proven intermediate income and child feeding practice indicators would have been more helpful in monitoring progress towards malnutrition targets and would have better served project implementers, stakeholders, and donors to assess the specific WHDP contributions at the end of the project.

Income Generating Activities

Repayment records were tracked until all payments were made. The project developed a clear policy that allowed for repossession of equipment when a group did not appear to be making a serious effort to repay the equipment loans. CARE actually repossessed one piece of equipment until payment arrangements were made. CARE Field Officers felt this demonstrated CARE’s commitment to get away from handouts and charity work and move towards true community development.

VI.
Project Management

Significant turnover in project managers resulted in shifts in program emphasis and direction at different times during the project. Early program efforts emphasized income generating activities and agroprocessing. WHDP staff tried to plan, implement, and supervise program activities in several development sectors areas, each requiring discipline specific expertise. Health and Nutrition activities developed late in the program because there were no staff to organize them. 

Staffing gaps caused some program information to be lost. With an initial two-year project timeframe, it would have been virtually impossible for project baseline studies, stakeholder planning sessions, project implementation, monitoring and evaluation to be achieved within the original project timeframe. An impressive amount of the original planned activities and community relationship building was achieved, however. Project field staff, many of whom are still working for CARE Zimbabwe, have been given increased responsibility in subsequent programs. CARE Zimbabwe has benefited from the lessons learned from the management approaches taken by the WHDP and is attempting to strengthen local staff management capacity and leadership skills to improve staff retention, morale and institutional memory at the field level.

Human Resources

Staff Training

WHDP staff received training in several important areas related to implementing the WHDP project. These included: 

· Participatory methodology (Participatory Rural Communication Appraisal) 

· Participatory Health and Hygiene Education

· Adult Education by Popular Education Collectives - PEC (3 days)

· Agroprocessing Equipment Operation and Maintenance by Enterprise Works  (3 days)

· Operation and Maintenance of Agroprocessing equipment by Tanroy, the manufacturer of all the agroprocessing equipment used in the project (2 days)

· Basic business management (5 days)

· HIV/AIDS Counseling (3 days)

· Gender in Development (1.5 days)

Community Training

CARE introduced participatory decision-making and modern adult education methods into community health sessions. Prior to the WHDP, MOHCW organized outreach activities consisted primarily of lectures often peppered by scolding. New methods that honor and respect community planned and managed health initiatives were used. The group learning and support experienced by CBGP groups is highly valued and cited by the groups as one reason they will continue to meet after the WHDP, even if the supplementary feeding discontinues.

Funerals, which by 2000 constituted a major proportion of social gatherings in the rural areas, were the major cause of interruptions to planned training schedules. Program interruptions during elections delayed or canceled some planned training activities. Plans to increase male involvement in the project were deferred for this reason. 

Staffing

The original project field staff had no health and nutrition experience, and these program components got a late start. Following recommendations from the CARE Zambia Health and Nutrition Manager, Field Officers with MOHCW EHT experience were added to the staff and later program activities were heavily oriented towards this component. The wide variety of program efforts, and large geographic area indicate that two field officers implementing three of the four project components were not enough staff. (The fourth component had its own field officer.) This was especially true in the early part of the project where extensive amounts of time were devoted to solving agri-processing equipment maintenance and repair issues.

Financial Management

Original project documents cite the source of funding from CIDA as monetization of Canadian wheat. Due to frequent changes in the exchange rate with the Zimbabwean dollar, sufficient resources were generated to enable the project to fund a series of no-cost extensions until December 2002. The steady and considerable exchange rate gains contributed to project under spends. Although this allowed for the no-cost extensions, it still proved beyond the project to fully utilize the funds provided. Financial planning in this uncertain environment is extremely tenuous when prudent managers reasonably retain funds for unforeseen circumstances (such as fuel price hikes and vehicle repairs) at the same time trying to avoid an end of project balance. 

Women’s group contributions were weakened by devaluation of the Zimbabwean dollar and their repayments into the project budget did not meet anticipated levels. Nevertheless, profits were reinvested into project expenditures to mitigate further exchange rate losses. 

VII.
Other Relevant Program Issues

Gender Issues 

The WHDP has contributed significantly to knowledge about gender development issues in the Mberengwa District, especially regarding women’s group formation, financial risk-taking and use of increased income. A detailed Gender Matrix Analysis was completed for each project component and derived indicators for each aspect of the program. The need to increase male involvement in the program was recognized during program implementation. Regrettably, as mentioned earlier, community awareness activities to sensitize communities about male involvement were curtailed due to bans on public gatherings leading up to the 2000 elections. There are anecdotal reports that the decreased household incomes due to the drought and economic crisis have led women to resort to prostitution to replace lost income. This is cause for significant concern about increased AIDS transmission, due to the high prevalence in the area. Of the prostitutes receiving HIV screening tests at the LDS home based care center, 100% have tested positive.

In the baseline study, 15% of households were female headed, in the final survey, 18.3% were female headed. For unexplained reasons, only 46% of children in the random final household survey were female and 54% were male.

Although the program was targeted to women, the project manager and field officers were men. MOHCW counterpart staff was primarily women. CARE explained the difficulties in hiring Zimbabwean women to work in the District. At the time of the evaluation, a newly hired female nutritionist (Zimbabwean) was selected to head one of the teams. She successfully made culturally acceptable arrangements to remain in the field for the duration of the survey. Thus, the evaluation survey team was well balanced for males and females. CARE has also hired several female field staff to work in the Emergency Feeding Program. They were undergoing motorcycle training at the time of the WHDP Final Evaluation. 

Environmental Impact

Falling household incomes have caused families who are unable to make their living from agriculture to turn to illegal gold mining in nearby streams. Mining practices used in these communities cause severe environmental damage. Rejuvenating agricultural production as soon as it is feasible will be needed to mitigate the environmental consequences of the agricultural and economic crisis.

VIII.
Conclusions and Recommendations 

The time frame and original project area were too ambitious to demonstrate sustainable impact. 
The WHDP strategy was developed for sustainable development, which requires substantial study, discussion, and relationship building with project stakeholders. The original time frame (2 years) and project area (9 districts) was not consistent with this, even before 2000 when fuel shortages and political constraints affected project implementation. Future projects could begin in smaller geographic areas and new areas phased-in.

Communities and stakeholders need to have realistic goals and objectives and the NGO is in the position to advocate with donors for realistic project ambitions

Pilot projects, especially, should focus on developing successful strategies in one area, and then phase into to expanded areas once the methodology is established. 

The pilot nature of WHDP allowed experimentation with different approaches with an eye to scaling up successful strategies in future programs. The usefulness of the WHDP efforts, and CIDA’s investment, require successful methodologies to be adapted into ongoing programs and proposed new programs.

CARE Zimbabwe is taking positive steps to increase local staff management and leadership capacity, including adjusting salaries and career possibilities. This should enhance the organizational capacity to transfer the lessons learned from the WHDP to follow-on activities in multiple sectors. This is critical to address the staff “brain drain” to other NGOs working in Zimbabwe. Additional staff inputs, such as management training and mentoring will have to accompany these changes for the new local management staff to meet the challenges of ever-increasing responsibility.

In addition, effective development programs require staff with sector-specific expertise, e.g. income generation (microenterprise), agricultural production and marketing, health and nutrition (including HIV/AIDS or water and sanitation.) CARE should recruit and support staff members with specific expertise in program areas.  

Field staff commented on a noticeable positive change in recent management approaches, with much more decision-making referred to the field level. This change was in progress during the WHDP evaluation and all aspects have yet to be in place. CARE Zimbabwe has undertaken a salary and benefits comparison with similar organizations working in Zimbabwe and is considering adjustments to increase staff retention. This is especially important since Emergency Food Programs are staffing up and there are employment opportunities for talented and experienced local staff in other organizations.

As mentioned elsewhere, WHDP implementation was hampered in the first years of the project because Field Officers were expected to implement the project in all sectors. No Field Officers had health or nutrition backgrounds. Program management and Field Officers at the time focused on the IGA aspects of the program where there were significant logistical and implementation challenges.  After the consultant visit early in the project, staff with health backgrounds were recruited

Monitoring and Evaluation systems were put in place very late in the program. Some elements were still in the planning stages in 2000, the year the original program was supposed to end. CARE Zimbabwe recognized the need to strengthen M&E systems in their programs, and continues to do so. M&E systems still need increased emphasis, especially developing baseline and final outcome indicators to demonstrate program impact.  

Trying to “catch up” after program investments are made, and project activities have started, is extremely difficult and the findings are much harder to use for program planning, monitoring and evaluation.  During the WHDP, CARE Zimbabwe hired a local monitoring and evaluation specialist, but he did not remain with the program. Some data from the baseline survey that was not included in the survey report could not be located for comparison. At the time of the evaluation, a local consultant, from the University of Zimbabwe, was working with CARE staff to compile and catalog data sets and information for several CARE programs. This is a positive step and a user-friendly system for data retrieval, with access available to many staff, will help alleviate some of these concerns for other programs. Specific sectoral technical assistance, in health, nutrition, agroprocessing, IGA, etc. will be important to standardize indicators within CARE Zimbabwe and make them comparable with similar programs in Zimbabwe and globally.  

It should be acknowledged, however, that the Monitoring and Evaluation “state of the art” was not well developed in 1998-1999, and much has been learned since then. NGOs, as well as donors and stakeholders have come to see the value of M&E systems for understanding program effectiveness. There are more standard indicators in health, nutrition, agricultural production and marketing now than there were at that time. Health and child survival sampling methodologies have been expanded and adapted to various development fields. Technical assistance, either from publications or consultants, is more available in 2003 than it was at the beginning of the WHDP.

Information Systems

Project staff developed several computer applications to assist tracking project progress and generate the required reports. Some files, however, were kept on individual computers and not available to others who might need to use them. The WHDP CBGP information system complements the MOHCW information T5 form tracking, and the MOHCW is adopting it into their program.  CARE staff will train the District MOHCW on how to use the system. Methods of sharing program data with communities and stakeholders need to be strengthened. The results of the final evaluation should be formally shared with these program partners.

The most readily acceptable IGA programs targeted for poor women are not necessarily the most profitable activities. 

The decision to provide hammer mills was taken prior to assessing gender differences in financial risk taking and priorities for profit distribution. CARE learned that women are more willing to commit to pay back loans on lower cost equipment, such as peanut butter mills or oil presses than for more expensive, but profitable, hammer mills. Once the commitment for repayment was made, women preferred to devote profits to pay back the loan first, where men prioritized profit disbursements.  These lessons emphasize the importance of formative gender-sensitive research prior to program implementation. 

Common to many food security programs, WHDP staff recognized very early the trade-off between targeting program efforts to groups most likely to be successful and profitable (i.e. men and “better-off” women) versus focusing on groups of very low income women. Extremely poor women, who are most likely to have malnourished children, have less resources for initial investments, are more risk-averse, and are less likely to earn significant profits. Groups of very poor women need to receive special encouragement and training to succeed and not “fall through the cracks.”

Assumptions made that increased income, managed by women, will directly translate into better nutritional status of young children were unfounded.  These assumptions were made prior to conducting the formative studies to assess women’s priorities for using increased income that revealed that paying for school fees was their highest priority. 

The relationship between poverty reduction and improved nutritional status is indirect, (i.e. increased educational level, increased living standards, etc.) and unlikely to be measurable in the short time frame allowed in the original WHDP design. “The link between child nutrition and income is particularly weak, firstly because young children do not need much food and secondly because they are particularly vulnerable to growth faltering as a result of infection and disease". 
 

This does not imply that increased women’s income does not have development benefits, only that the benefits are educational, and not immediately nutritional. Investing income in their children’s education demonstrates a future orientation, which, in itself, reflects a shift from a focus on day to day survival to long term development goals.

Income generating development programs were labor intensive for CARE staff, especially at the beginning of the program. In addition, IGA programs that are dependent on drought-sensitive crop production will be negatively affected with every drought cycle. These experiences should be taken into account for similar future programs working with women’s group IGAs.

The amount of staff time devoted to managing the hammer mill activities far exceeded any other component of the project. Early in the project, almost 75% of Field Officer time was devoted to helping groups deal with equipment repairs. On the other hand, when the severe drought and economic conditions closed the other agroprocessing IGA activities, the hammer mill groups were still operating. They were processing both donated corn and government corn slated to be locally processed.

In the case of sunflower seed oil pressing groups, for example, poor availability of sunflowers was the direct cause of suspension of the groups’ activity. Focus group discussions, however, reveal the IGA group members felt participation in the group not only directly benefited them financially, but has also taught them business and marketing skills that they could use elsewhere. Members cited experience in packaging, pricing, marketing and record keeping skills they feel they will retain and use when sunflower seeds become available again.

Solar drying group activities, aided by cookbook sales, provided benefits beyond increasing income. Improved sanitation of the dried goods and longer availability of vegetables during the year enhanced dietary diversification for beneficiary families. Future solar drying activities could promote mango drying, although the more suitable threadless variety is not widely grown in the area and production would have to increase to make this practical. Mangos are abundant at certain times of the year, provide excellent sources of Vitamin A, and can provide nutritious snacks for small children. Dried mangos have been commercially successful in development projects in other countries.

In spite of the negative effects of the agricultural and economic crisis, formation of the IGA women’s groups and Community Based Growth Promotion groups have left models of sustainable platforms in place for future community development activities. These groups are already supporting the Supplementary Feeding Program mobilization. 

The IGA groups can be sustained through other CARE programs, such as the Market Link Project. These groups can also serve as a mechanism for HIV/AIDS, TB case detection and other health programs, as well as serving as venues for community health and nutrition education. The MOHCW is already planning to replicate the CBGP model in five additional wards. The partnership between CARE and MOHCW is an example of NGO-Government capacity-building partnerships that have proven effective in promoting sustainable improvements in health and nutrition status in other countries.

The IGA groups can serve as social support and information mechanisms, even in the absence of agri-processing. Other IGA activities should be offered to these groups, since droughts will affect the Mberengwa District every 5 to 10 years.

Varying definitions of malnutrition, and multiple factors outside the control of the WHDP, make reduction of malnutrition an extremely difficult measurement indicator for this type of project. Future programs should use intermediate result indicators whose abilities to demonstrate health and nutrition impacts have already been scientifically documented.  

The WHDP had no control over the cyclone flooding, the multi-year drought, adverse political and economic factors and fuel shortages, yet all of these factors directly impact food supply and nutritional status. While acceptable as a goal, or the highest level of achievement desirable in a development activity, malnutrition reduction is not directly attributable to program factors alone.

Even without the substantial confounding factors of drought and severe economic conditions, attributing decreases in malnutrition specifically to the WHDP would be extremely difficult, and very costly, to demonstrate. For this reason, most food security projects normally elect to choose intermediate results. This project has likely achieved some of those, but they were not included in the Project Measurement Framework. Future nutrition efforts should concentrate on these intermediate indicators in their programs to measure their effectiveness. . (Examples include: increasing exclusive breastfeeding rates, continued and increased feeding during illness, measles immunization coverage, frequency of feeding, iodized salt consumption, deworming, providing Vit A capsule supplements, etc.) 

In some cases, weight for age <-2SD NCHS standard was the selected monitoring indicator, but the GOZ standard in routine monitoring is “percentage of children below the line” on the Road to Health Card. While roughly equivalent, it is important to try to use the same anthropometric measurement methods throughout the project. Wherever possible, comparable conversions should be given. (“Below the line” is roughly equal to the 3rd percentile Harvard Standard, where -2SD is close to the 2.33rd percentile.)

The latest research shows that the influence of malnutrition on child mortality is not limited only to moderately and severely malnourished children. Malnutrition contributes to at least half of all childhood deaths, and about 80% of these malnutrition related deaths occur in children with mild to moderate malnutrition. Focussing on the most severely malnourished, or “wasted” children, as is often the case in food emergencies, misses the target population that will make the greatest difference in reducing child mortality and morbidity.  In addition, even when weight for age measurements show improvement, unless height for age is tracked, programs will miss the contribution that stunting plays in child development. Addressing significant health problems, especially feeding practices during repeated bouts of diarrhea, can help to address stunting. 

Programs designed to correct micronutrient deficiencies, particularly Vitamin A and anemia, are also needed. The CBGP groups provide the mechanism to deliver important health messages to caregivers and can be further developed to target priority health and nutrition problems and promote positive health behavior changes.

CARE has successfully introduced important health and nutrition issues for discussion and action at the community and health facility level. For health and nutrition interventions to effectively contribute to overall development goals in the population, they should be based on the greatest causes of child and adult mortality and morbidity. To achieve this, future CARE programs should include more emphasis on pneumonia in children, and HIV/AIDS and TB in adults.

Comparable to mortality patterns in similar developing countries, pneumonia is the major cause of child death in Mberengwa. While diarrhea dehydration deaths are rare, repeated bouts of diarrhea significantly contribute to child malnutrition and thus, indirectly to child mortality. Pneumonia is the major cause of child death in Mberengwa District, yet only 10% of survey respondents listed “fast or difficult breathing” as a reason to take a child to the clinic. WHDP health education materials mention, but do not emphasize, careseeking behaviors for children exhibiting signs of pneumonia. There are also cases on child malaria in the District, which can have an overlapping clinical presentation with malaria. HIV/AIDS (with accompanying tuberculosis) is becoming the major cause of death amongst adults. CARE health programming in the area should be targeted to address the major public health problems if it is going to contribute to development in the area.

Health education and community action efforts should be directed towards these public health problems existing in the local area.  WHDP diarrhea messages appropriately addressed preventing life-threatening dehydration, but did not strongly emphasize feeding during diarrhea. The high diarrhea prevalence at the time of the final evaluation (37%) demonstrates that children, especially under age 3, are at extreme risk for malnutrition and stunting unless continued and catch-up feeding is practiced. This can be difficult in households with extreme food shortages unless appropriate coping strategies are taught to caretakers. In addition, health education should focus on positive behavior change, not only raising awareness. This can be implemented immediately during Supplementary Feeding Program sessions.

Future health education materials should increase emphasis on early recognition of the danger signs of the major causes of life-threatening illness in the area and what caretakers should do when a child has them. 

Current HIV prevalence in the area is estimated at 34%, (up from 25% in 2000) and is one of the highest in the world. The impact that HIV/AIDS will have on undermining development efforts in the area will require strong coordination efforts by the government and NGO sectors if the tide is to be turned. 

Tuberculosis is the immediate cause of death in about 30% of AIDS deaths and takes a huge toll on the development capacity of the most economically productive sector of the population. According to WHO, Zimbabwe is one of the 22 high-burden countries that account for 80% of all TB cases globally.
 Currently, the international donor community is devoting significant attention to the global TB problem. NGO community based approaches to address TB are currently under development. Community case identification and referral for DOTS treatment is one role under serious consideration. But TB programming requires considerable health technical expertise as well as strong capabilities within the referral health facilities. CARE will need to ensure that sufficient technical expertise in health areas, especially in HIV/AIDS (and possibly TB) programming is available within CARE Zimbabwe staff, or through substantial technical assistance. CARE staff at all levels should also be intentionally targeted for AIDS prevention efforts. 

IX.
The Challenges Ahead

Impact of Emergency Feeding Programs

CARE will be challenged to maintain the positive development achievements of the WHDP and keep them from becoming overwhelmed by the current emergency feeding programs. CARE can mitigate the effects of emergency programs by continuing and expanding community development efforts, such as CBGP groups with health education and assisting the existing women’s groups to develop other income generating efforts.

Community mobilization efforts and relationships developed between CARE, the MOHCW and communities in Mberengwa are the basis for joint partnerships in programming in both the emergency and development sectors. 

Impact of HIV/AIDS on Development Activities

The final evaluation survey responses indicate a high level of knowledge about how AIDS is transmitted, but there are strong cultural, and in some cases religious, barriers to significantly changing behaviors to prevent transmission. The high AIDS prevalence in the area already negatively impacts development efforts because it impacts on the most productive age groups. With relatively few prevention efforts in place in the area, coupled with the poor economic environment, the effect of AIDS on development and household livelihoods will worsen. Even when prevention measures are known, FGDs with women reveal that very little preventive behavior is practiced. In some cases, the respondent believes faithfulness to one partner will protect someone from AIDS, which is only true if both partners are negative and remain faithful. Trust built between CARE, the MOHCW and communities have facilitated opportunities for open discussions with communities to develop joint problem-solving strategies about AIDS.

Voluntary Counseling and Testing (VCT) services, along with Nevirapine to treat mothers and babies at the time of delivery, are slated to be significantly expanded in Mberengwa District beginning in mid-2003. Community mobilization, education and encouragement of AIDS testing, especially for pregnant women could prevent hundreds of cases of mother (parent) to child transmission each year. Breastfeeding promotion and prevention of maternal-child transmission via breastfeeding will make health and nutrition education in the area more complicated.

CARE Zimbabwe has already committed to integrate HIV/AIDS into its programs.  The potential for AIDS to undermine CARE’s development efforts in Mberengwa District in the long run cannot be overestimated. There are indications that AIDS is causing the population to shrink, mostly in the productive adult population. CARE’s attention to integrating HIV/AIDS with other programs is not only timely, but also essential. 

ANNEX A: EVALUATION SURVEY PLAN

Tools to be used

For the evaluation, a number of tools were used to collect data.  These tools are as follows:

1. A survey was carried out using a questionnaire on health and nutrition issues.  Six wards were sampled in total, with five villages sampled in each ward.  Ten households were sampled in each village, giving a total of 300 respondents.  The choice of wards, villages and households is described in the next section.

2. Members from two IGAs of each IGA type were interviewed, if possible, from the sampled wards used in the household survey.

3. Five agents were interviewed.

4. CBGPs were interviewed using focus group discussions (2-3).

5. Key informant interviews were held.  Suggested people for these interviews were as follows:

DNO

Nutrition village

District Health Executive – the District Medical Officer

District Agriculture Extension Officer

Redstar Manager

Chief Executive Officer of the District Council

Sample selection of villages to be used in data collection: 4 February 2003

The wards were characterized according to the activities that take place in the wards; the activities are as follows:

1. The presence of an agent

2. Community based growth promotion (CBGP)

3. Oil press

4. Hammer mills

5. Jam making

6. Peanut butter mill

7. HMFP (Health Microfinance Project)

8. Solar dryers

Based on these activities, six groups or strata were created:

1. No activities

2. Agents only

3. Agents, CBGP and agro-processing

4. CBGP and agro-processing

5. Agro-processing only or agro-processing and agents

6. CBGP and one agro-processing activity

Wards were then randomly selected from each stratum (see Tables A1 and A2).

Table A1. The wards in each stratum

Strata
Number of wards
Wards
Selected ward

No activity
3
Chingoma A, Mataruse B1, Vukomba
Vukomba

Agent only
5
Chebvute, Dunda, Magamba, Mahlebadza, Musume
Dunda

CBGP, Agents and agro-processing
7
Chizungu, Mataga, Maziwofa, Muchembere, Ngungumbane, Nyamhaondo II, Ruremekedzo
Muchembere

CBGP and more than one agro-processing activity
3
Cheshanga,  

Chingoma B, Zvomukonde
Zvomukonde

Agro-processing only or agents and agro-processing activity
12
Bankwe, Binya Road, Chegato, Chingechuru, Danga, Makuwerere, Masvingo, Mataruse B2, Matibe, Murerezi, Mushandirapamwe, Nyamhondo III
Makuwerere

CBGP and one agro-processing activity
1
Baradzanwa
Baradzanwa

TOTAL
31

5

A list of villages for each ward was available.  From this list, for the selected wards, we needed to select 5 villages.  A total number of eight villages were randomly selected for each ward (see Table below).  Extra villages were generated in case the village selected could not be used for some reason.

Notes on methods for sampling villages (Table A2)

.
Do the first 5 villages; if any villages can’t be used select the next one on the list.

.
The house selected must have under fives; if it does not, select randomly another house.

.
Weigh the youngest child in the house.

Table A2. Wards and the randomly selected villages, with three spare villages


No activity

(Team 1)
Agent only (Team 2)
Agents, CBGP and agro-processing

(Team 3)
CBGP and more than one agro-processing

(Team 3)
Agents and agro-processing

(Team 2)
CBGP and one agro-processing

(Team 1}


Vukomba (32)
Dunda (36)
Muchembere (17)
Zvomukonde (9)
Makuwerere (48)
Baradzanwa (50)

1
Chikavura
Madhiba
Dambashoko
 Tichagwa
Mherevunyere
Unganani

2
Jaita
Siyara
Doroguru
Shungunevhu A
Gwavasikana
Rungano

3
Majoni
Jere
Virimai
Madende
Manhongore
Tinos

4
Ndirayo
Majoni
Chomushavi
Mafute
Jongwe
Gwatarisa

5
Musavengana
Matsviyo
Ndinde
Mahotera
Mazunga
Matongo

6
Manduku
Parirenyatwa
Shamba
Museve
Runye
Mutata

7
Nyororo
Mazhambe
Sambira
Chengwe
Mapeto
Zibengwa

8
Mavorovondo
Dzingira
Shandai
Shungunevhu B
Julius
Takaotora

Note.  The numbers in brackets are the total number of villages in each ward.

Table A3. Activities in the selected wards

Ward
Activities

Vukomba
No activities

Dunda
Agent only

Muchembere
Agents, CBGP, Oil press, Hammer mills, Peanut butter mills

Zvomukonde
CBGP, Hammer mills, Jam making, Peanut butter mills, HMFP, Solar dryer

Makuwerere
Agents, Hammer mills, Solar dryer

Baradzanwa
CBGP, Peanut butter

Table A4. Composition of the teams

Team 1
Team 2
Team 3

Prosper (leader)

Elizabeth

Rodina
Mutsa (leader)

Mpofu

Violet
Geshem (leader)

Martha

Eddie

Table A5. Agents to be sampled

Ward
Makuwerere
Dunda
Muchembere
Ruremedzo
Ruremekdzo

Village
Makuwerere Business Centre





Team
2
2
3
1
2

Table A6. IGAs sampled

Type
Oil press
Hammer mill
Peanut butter
Jam making
Solar dryer

Ward

Village

Team
Muchembere

Shamba

Team 3
Muchembere

Chamushave

Team 3
Baradzamwa

Chaza BC

Team 1
Zvomukonde

Shungenevhu A

Team 3
Makuwerere

Mazungu Irrig

Team 2

Ward

Village

Team
Muchembere

Chamushave

Team 3
Zvomukonde

Shungenevhu B

Team 3
Zvomukonde

Chemgwe V

Team 3
Zvomukonde

Shungenevhu A

Team 3
Zvomukonde

Cheziya

Team 3

Major Findings of the 2003 Final Evaluation Surveys, Interviews, and Focus Groups Discussions

Eighty-six percent of the caretakers interviewed during the survey were the mother of the child measured. Grandmothers (10.3%) were the second highest percentage of caretakers. Family size ranged from 2 to 17 members per household. For unexplained reasons, more male children (162 or 54%) were sampled than females  (132 or 46%). Slightly over 18% were female-headed households and one of these female heads was between the ages of 15 and 19. 

Income

Of all 300 households, 89% reported monthly incomes from all sources as less than $Z 15,000 (approx. 10USD at the time of the final survey). The percentage under $Z 15,000 for the 55 female headed households was higher, at 93%. (Comparisons with the 1999 WHDP baseline survey are not practical because of the large devaluation of the Zimbabwe dollar since the inception of the project.)

Anthropometry

Weight for age measurements for children less than 5 years of age, in 300 randomly selected households indicate 16.6% of children are moderately to severely malnourished (less than -2SD). Baseline survey measurements, only from Natural Regions IV and V taken in April-May 1999, averaged 20%. Variations observed for WFA in the different wards in the study showed -2SD ranged from 10% (Makuwerere) to 26% (Muchembere).  In the three wards were heights were also measured, weight for heights less than -2SD ranged from 0% to 4%. In the same three wards stunting levels vary widely, height for age measurements, ranged from 6% (Muchembere) to 34% (Vukomba) and 42%  (Baradzanwa).

Household income

A majority (65%) of households had reported monthly incomes less than $Z 7000, and only 10.6% had incomes over $Z 15,000. Approximately 11% of households reported a chronically ill person in the household. Households with six or more members constitute 62%, not significantly different from 59% in the baseline.

Sources of Health Information

Health Centers and health care personnel were the most frequently cited (62%) source of health information, with 31.3% of respondents district-wide citing CBGP groups. In wards where CBGP groups are active, 62% cited them as a major source of health information. Radio, print media, relatives, religious leaders and traditional healers were cited in less than 10% of households. Findings that health workers were the major source of health information coincided with the responses in the AKAP, but not with the PRCA. In all likelihood, this represents gender influences since all of the respondents in the AKAP were women.









Table B1: Source of Health Information









WARD      







Information source
BARADZANWA
DUNDA
MAKUWERERE
MUCHEMBERE
VUKOMBA
ZVOMUKONDE
Grand Total

Radio

2
2
1


5

Newspapers



1


1

Posters








CBGP Groups
40
1

29

24
94

Health Centers
21
35
33
37
28
27
181

Health Personnel
42
29
38
22
32
26
189

IGA Groups


3



3

Friends or Neighbors

3
4
3
3
2
15

Mothers   

1
3

1
1
6

Sisters 


1

1

2

Husbands 

1
4


1
6

Mothers-in-law
1
1
1

2

5

Traditional Healers








Religious leaders
6
1

2
3
1
13

Pharmacists








Drug Sellers








Care    
1
4
1

1
2
9

Others

5
3
2
2
1
13
















Supplementary Feeding

Of the 300 children measured in the survey, 259 were older than 6 months of age. Of children ages 6-59 months, 37 children were eligible, but not registered in the supplementary feeding program. The percentage of eligible children not registered varied by ward from a low of 11.4% (Makuwerere) to 23.4% (Vukomba).

Table B2.  Number of children attending supplementary feeding






Is the child attending Supplementary Feeding?



WARD      
Attending
Total


BARADZANWA
Yes
39



No
11


BARADZANWA Total

50


DUNDA
Yes
35



No
15


DUNDA Total

50


MAKUWERERE
Yes
40



No
10


MAKUWERERE Total

50


MUCHEMBERE
Yes
36



No
14


MUCHEMBERE Total

50


VUKOMBA
Yes
39



No
11


VUKOMBA Total

50


ZVOMUKONDE
Yes
41



No
9


ZVOMUKONDE Total

50


Grand Total

300


Depressed Fontanel or Nhova.

In response to the questions about causes of depressed fontanel, only 6% cited either dehydration or diarrhea, while “culture” and “don’t know” were cited in 32% and 41% respectively. Significantly, district health facility data, and interviews with district health personnel indicate dehydration from diarrhea is observed relatively infrequently. Fluids and frequent breastfeeding were cited as preventive measures in only .02% and .08% respectively, with “culture” cited in 29.3% of responses. Only 6% cited fluids as a treatment for Nhova, with a variety of other treatments from small amounts of “holy water” to rubbing salt, oil, or egg on the palate or head given by several respondents. Responses to the survey indicate the belief that Nhova is a condition caused and influenced by culture is still very strong. Comparisons with health facility data indicate that dehydration sufficient to cause depressed fontanel in infants is rare, and not one of the major causes of child mortality and morbidity. Other findings are addressed in relation to diarrhea.

Diarrhea prevalence

Diarrhea prevalence rose from 25.9% in the baseline to 37.3% in the final survey. Significantly, over 92% of respondents cited the government-recommended sugar-salt solution as the recommended treatment. Only 64% however were able to correctly describe the procedure for making sugar-salt solution. Diarrhea prevalence could have increased for many reasons; the most like would be changes in water sources, or amount of water available as a result of the drought. Additional investigation is needed to understand the increase. Health education measures related to hygiene behaviors might not be practiced if the supply of adequate water for hand washing, bathing, and other household uses changed significantly.

TableB3.  Did the child have diarrhea in the last two weeks?





Diarrhea in the last 2 weeks



WARD      
Diarrhea
Total

BARADZANWA
Yes
15


No
35

BARADZANWA Total

50

DUNDA
Yes
23


No
26

DUNDA Total

49

MAKUWERERE
Yes
13


No
37

MAKUWERERE Total

50

MUCHEMBERE
Yes
20


No
30

MUCHEMBERE Total

50

VUKOMBA
Yes
15


No
35

VUKOMBA Total

50

ZVOMUKONDE
Yes
25


No
24

ZVOMUKONDE Total

49

Grand Total

298

Table B4.  Treatment used for diarrhoea in children














WARD      






Data
BARADZANWA
DUNDA
MAKUWERERE
MUCHEMBERE
VUKOMBA
ZVOMUKONDE
Grand Total

Noting

2
1

1
2
6

Fluid made from ORS packet








Home made sugar-salt solution
48
43
46
48
45
46
276

Other fluids








Pills or syrup
3
2
2
1
2
2
12

Injections

1




1

Intravenous








Home remedies/herbal medicines

1

1
1

3

Others specified

4
1

3
1
9

Do not know
1
1
2

2

6





Table B5.  Correct description of sugar-salt solution preparation.

















Correct description








WARD      
Count
Total






BARADZANWA
Yes
39







No
8






BARADZANWA Total

47






DUNDA
Yes
19







No
24






DUNDA Total

43






MAKUWERERE
Yes
29







No
17






MAKUWERERE Total

46






MUCHEMBERE
Yes
32







No
16






MUCHEMBERE Total

48






VUKOMBA
Yes
32







No
13






VUKOMBA Total

45






ZVOMUKONDE
Yes
26







No
20






ZVOMUKONDE Total

46






Grand Total

275















Careseeking Behavior for a Sick Child

District health center data indicate pneumonia and malaria are the most significant health problem for children under age 5. Fever was cited by 68% of caretakers as a reason to take a child to the clinic, but difficult or fast breathing (the most important symptoms of pneumonia) was cited by only 10%. These finding coincide with numerous international findings about the ineffectiveness of ARI IEC efforts that do not focus on the danger signs of pneumonia, especially where there is also malaria

Table B6.  Other symptoms that indicate that a child must go to the clinic






Data
Total



Lethargic
62



Vomiting
40



Fever
205



Diarrhoea
64



Not playing
106



Fast or difficult breathing
30



Not eating
91



Crying
76



Others specified
66








Causes of Malnutrition, Breastfeeding behavior

“Not giving enough food” was given as the cause of malnutrition in 80% of the interviews. Interestingly, only 1 respondent out of 300 cited “poverty” as a cause of malnutrition. The AKAP study and IGA group case studies highlighted that purchase of nutritious food was not the first priority use for increased income. 

Table B7.  Causes of malnutrition given by respondents













WARD      






Data
BARADZANWA
DUNDA
MAKUWERERE
MUCHEMBERE
VUKOMBA
ZVOMUKONDE
Grand Total

Giving a child cold food
4
7
3
2
4
8
28

Giving a child under-done food
8
1
1
2
4
2
18

Malnourished breastfeeding mother




1
2
3

Not giving enough food
44
39
42
35
45
35
240

Inadequate nutrition of pregnant mother
1





1

Eating same food every day
6
1
5
16
3
12
43

Child has many infections
4
1
5



10

Mother is pregnant again
1
3
3

1

8

Food not suitable for baby’s age
1
8
7
2
2
4
24

Others specified
2
18
11
9
2
4
46

Do not know


3
1
3

7

Only 2 children under 6 months of age were not breastfeeding. Over 21% of infants 12 months or older were still breastfeeding. By two months of age 26% of children were consuming fluids and solid food other than breastmilk, and by 4 months 33% were no longer exclusively breastfed. (18% started at one month of age or younger.) Focus group discussions indicated some children start as early a 2 days. Approximately 4% of children began fluids and solids at 12 months of age or later. Children fed five meals per day or more rose from 11.6% in the baseline to 26.9% in the final survey.

Knowledge of different types of foods varied by category.  Knowledge of proteins and carbohydrates were high (81.6% and 92.6%, respectively), while fats and vitamins were not as well known (53% and 51.6%).

Bilharzia

Knowledge about preventing Bilharzia was relatively low. The highest percentage (37.3%) cited “drinking contaminated water” as the cause. Only 21.6% cited swimming in contaminated water or contact with water where others have urinated as causes of Bilharzia. Bilharzia, or Schistosomiasis, is an important disease that causes lost productivity in the productive age groups, but more intensive project effort would be required in a project like the WHDP to have any significant impact on the disease.

HIV/AIDS

Due to high levels of interest about HIV/AID amongst members of the survey team questions were added to the survey. Information about HIV/AIDS transmission and prevention was included in the Health Education Volunteer Guide, but it was not a major focus of the WHDP. CARE staff expressed interest in knowing about community perceptions about HIV/AIDS to help discern the need for additional HIV/AIDS programming in Mberengwa District. Awareness of how AIDS is transmitted is very high and misinformation about transmission is low. Over half of respondents mentioned unprotected sex or promiscuity as ways AIDS is transmitted. Faithfulness to one partner and condom use were cited as prevention methods. Behavior questions were not asked because the WHDP did not have activities directed at changing behavior and the limited time the team had to conduct the survey. Focus group discussions, however, revealed that women’s’ negative attitudes, and strong cultural inhibitions about discussing sex between married couples are significant barriers towards condom use. 

Table B8.  Ways in which HIV/AIDS is transmitted














WARD      






Method or transmission
BARADZANWA
DUNDA
MAKUWERERE
MUCHEMBERE
VUKOMBA
ZVOMUKONDE
Grand Total

Unprotected sex
32
25
36
30
35
17
175

Sharing skin piercing instruments
8
8
7
3
3
7
36

Sharing razors
10
11
10
9
4
11
55

Kutemerwa nyora



1
1

2

Breastfeeding



1


1

During child delivery



1

1
2

Use of condoms
1





1

Sharing towels/blanket
8
8
7
3
3
7
36

Sharing utensils/plates

2
3

1
1
7

Sharing bathrooms

2
2
4

1
9

Bathing an AIDS patient
1
1
1
2

2
7

Having a meal with an infected person



3
2
1
6

Promiscuity
18
24
16
18
14
24
114

Do not know
6
7
5
3
10
4
35

Others specified
1
2
5
3

2
13

Table B9.  Is there any way of avoiding getting HIV/AIDS?















Can you avoid HIV/AIDS
WARD      






Answer
BARADZANWA
DUNDA
MAKUWERERE
MUCHEMBERE
VUKOMBA
ZVOMUKONDE
Grand Total

Yes
45
43
43
44
44
42
261

No
1
5


1
2
9

Do not know
4
2
7
6
5
6
30

Grand Total
50
50
50
50
50
50
300

Table B10.  What can a person do to avoid getting HIV/AIDS?
















WARD      






Method
BARADZANWA
DUNDA
MAKUWERERE
MUCHEMBERE
VUKOMBA
ZVOMUKONDE
Grand Total

Abstain from sex
9
1
2
16
11
8
47

Use condoms
26
18
29
18
19
21
131

Limit sex to one partner
24
38
35
20
21
19
157

Limit number of sexual partners
1


1
2
1
5

Avoid sex with prostitutes
7
1


2

10

















Avoid sex with a person who injects drugs intravenously
1




1
2

Avoid blood transfusions








Avoid injections
1


1


2

Avoid kissing








Avoid mosquito bites








Seek protection from a traditional healer








Avoid sharing razor blades or sharp piercing instruments
3
5
6
2

4
20

Others specified
1
5
2
3
3
3
17

Do not know
5

1
4
6
4
20

ANNEX C:
LIST OF DOCUMENTS REVIEWED

Agent Component Phase Out Report, June 2000.

AKAP Survey Report January 2000

.

CBGP Monthly Report, including WHDP CBGM returns August 2002

CBGP Exit Strategy Workshop Report, November 2002.

CARE International in Zimbabwe, Midlands Provincial Profile October, 2002

Contribution Agreement Attachments A-E and LogFrame Analysis, 1998

Demographic and Health Survey, 1999.

Health Education Volunteer Training Guide, CARE International in Zimbabwe, 2001.

Highlights of the Agent Programme in Mberengwa District, 2000.

Mberengwa District Baseline Survey Report, WHDP September 1999

MOHCW, National Health Profile, National Health Information and Surveillance Unit, EDC-NHIS 1998.

Participatory Rural Communication Report, December 1999.

Project Inception Report, WHDP in Mberengwa and Mwenzi Districts, 1 July - 31 December 1998.

WHDP Evaluation Consultancy Report by M. Monroe, CARE Zambia 1999

WHDP Workplan: 13 June to 18 September 1999

WHDP Interim Report, September 20, 1999

WHDP Internal Review, March 2000

.

WHDP Semi-Annual Report April-September, 2000.

WHDP Semi-Annual Report October -March 2001

WHDP Proposal for 3 month No-Cost Extension, January - March 2002

Women’s Health and Development Trust Project in the Communal Areas of Zimbabwe 15 March 1997 (Proposal)
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1.WHDP -Baseline Survey Report May 1999. The 1995 Poverty Assessment Study Survey (PASS) revealed that 81% of Mberengwa residents are very poor (according to the food poverty line of FPL) i.e. unable to afford a defined basket of consumption items (food and nonfood) which is necessary to sustain life.


� EA Results Print Outs March 2001


� EA Results Print Outs September 2000, March 2001, and March 2002.


� Ibid.


� Highlights of the Agent Programme in Mberengwa District and WHDP Agent Component Phase Out Report, 2000.


� Source: WHDP Agent Component Phase Out Report, 2000


� UN ACC/SCN, 1997 cited in WHDP AKAP, 2000.


� World Health Organization, 2001 data in "World TB Day 2003."
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